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W 104

483.410(a)(1) GOVERNING BODY

The governing body must exercise general policy,
budget, and operaling direction over the facility.

This STANDARD is not met as evidenced by:
Based on observalion and interview, the facility's
Governing Body failed to monitor and/or revised
its operation direct ons ta ensure needed adaptive
equipment was secured, for ane of the two clients
(Client #2) include in the sample.

The finding include s:

Interview with the facility's House Manager on

ST JOHN
ICIENCIES D PROVIDER'S PLAN QF CORRECTION (X5)
é’é‘éé& (EAgrl;J ’S’é"ﬁ‘.ﬁ?&ﬁlﬁ’ﬁ'&? Eg }l:gEECFEDED BY FULL PREFIX . A%HR%EESESE;DE 1@3}1;); fﬁs%%gnﬁ com;;fgm
TAG REGULATORY 'OR L3¢ IDENTIFYING INFORMATION) TAG v SEEIENGY)
W 000 | INITIAL GCOMMENTS W 000
A recertification survey was conducted fram May
10, 2007 through May 11, 2007. A random
sample of two clients was selectad from a
residential population of three females with 'fg" o
mental retardation and other disabilities. The = Eﬁﬂ
survey was initiatei using the full survey process, & br,::,
however, deficient practices noted during = Ega
observations and irterviews resulted in an > Petaile)
extended survey in the Conditions of Participation g_g%
in Client Protection s and Active Treatmant. The Ry SSm
facility's House Manager was informed that the Q,_-‘-gca
survey was extendid on May 11, 2007 at 12:45 2 or
The findings of the survey were based on
observations, intenriews, and the review of client
and administrative records including incident
reports. As a result of the findings, a
determination was made that the facility failed to’
meet the Condition of Participation requirement in
Client Protection.
W 104

The Governing Body seeks to ensure
that the appropriate equipment is
available for all individuals served.
The governing body through it’s
operations, policies, and procedures
g.eeks to ensure that the needs of all
individuals served are met.
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Any éeﬂciency statement ending with an
othet safeguards provide aufficient putec!
following the dale of survey whather or not 2 pl
days following the dale these documents are made avat
program participation.

asterisk (") denotes a deficiency which the institution may be excused from correcting provld!ngrit is determined that
lion to the patients. (See instruclions.) Exespt for nursing hames, the findings stated above are disclosable 90 days
an of correction is provided. For nursing homes, the above findings and plans of coection are disclosable 14
labie to the facility. If deficienciex are cited, an appraved plan of correction is requisite to continued
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May 10, 2007, at 8 32 AM, revealed Clients #1,
#2, and #3 receive in hame day programming
services. Observalions conducted at 9:25 AM
revealed Client #2 was seated in her whaelchsir
at the dining noom table with her two housamates.
Client #1 was looking at a magazine, Client #2
was stringing beads, and Clhient #3 was seated in
her wheelchair in the dining room (away from the
table). . :

At 10:04 AM, while slill at the {able, Client#2
revealed she had 13 use the bathroom. Staff was
overheard asking Client #2 if she needed to
urinate or have a bowel rmovemant. Client #2
revealed she had t> have a bowel mavement.
After their dialogue, staff revealed that Client £2
could not usa the inllet in the bathroam. Further
discussion with the staff revealed that the facility’s
practice was to allow the client to utinate and
defecate on herseil, then clean her up. The staff
was inferviewed to ascertain how long the facility
had heen participa ing with the aferementioned
practice. It wag re'ealed that the client began
attending in-hcme day program in December
2006 and that was the practice at that time (over
5 months),

Interview with the House Manager (HM) on May
11, 2007, at 12:45 PM revealed that staffused a
manual Hoyer lift when transfeming Client #2.
The HM revealed that Client #2 had a stroke in
March or April 200 that caused the client to Jose
her ability to stand and therefore, was not able to
be transferred using 2 two person transfer. The
HM further revealed that staff had been either
injured or complair.ed of back psin related to
transferring the client without the use a Hoyer fift
due {o her weight. '

Client #2 requires the use of a hoyer
lift to assist in her activities of daily
living. The facility requested the use
of the hydrolic lift however, Medicaid
denied the request of the hydrolic lift
because she was not above a certain
weight criterin. Medjcaid approved
the purchase of the manual lift
instead. The manual lift is in the
home and used by the staff for Client
#2 on a regular and consistent basis.

As discussed in the survey, the lift
and her body structure poses some
bartiers for Client #2 to use the
commeode in the bathroom. Important
to note that the Client #2 is
incontinent which worsened post
stroke. When she reports that she has
to go to the bathroom, it is too late.
Training with the staff provided the
necessary corrections to low 1o assist
Client #2.

A new toileting protocol was put in
place to assist Client #2 which
includes the private use of the
commode. The Physical Therapist
assisted in the ordering of a new sling
for the hoyer lift to assist in giving
better positioning for Client #2.
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Additional discussion with the HM on May 11,
2007 revealed that Client #2's manual Hoyer was
not an appropriate it to transfer the client to the
commode or toflet. The HM revealed that the
Hoyer lift placed Client #2 In a cradled position
when elevated and did not aflow for the client to
be transferred to a seated position safely.
According to the H W, the Hoyer lift's carry bar
prohibited the client from transferring to the toilet
(seated) without pctential injury. Furthermore, the
HM revealed that the client leans and had a
problem with maintaining a seated position.

Continued intervieyv with the HM revealed that
the facility's Physical Therapist (PT) was made
aware of the restriction the manual Hoyer fift
placed on Client #. The HM reveaied that the
PT recommended an electric Hoyer lift that would
allow for Client #2 to safely transfer to the foilet or
commode. Howaver, according to the HM, the
facility atternpted t) secure the recommended
electric Hoyer lift but the client's insurance would
not pay for it.

At the time of the survey, the facility failed to
provide evidence that the governing body had
monitored and/or made revisions to their
operating directior s to ensure Client #2's rights
were maintained and made certain that
recommended/alternative adaptive equipment
was secured,

W 1221 483.420 CLIENT PROTECTIONS

The facility must ensure that specific client
prolections requirements are met.

This CONDITION is not met as evidenced hy:

w104

W 122
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Based on observalion, interviews and reco to ensure that the rights of all
raview, the facility ‘siled to ensure the rights of individual
each client and/or -heir legal guardian ta be individuals as expressed in 6/1/07
informed the client’s rights to refuse behavioral . established policies and procedures.
infervention [See V¢124}, failed to maintain
client's rights and/or ensure each client was St. John's Community Services
encouraged to exercise their rights [See W125]; expects that all individuals freedom of
| failed to ensure client's rights to privacy [See choice and individualized rights are
W120]: and failed {0 ensure clients were provided protected.
with opportunities for choice and
self-management |VW247]
The effects of these systemic practices results in
| the failure of the facility to pratect its clients rights
and to ensure individual freedom of choice,
W 124 | 483.420(a)(2) PROTECTION OF CLIENTS w 124

RIGHTS

The facility must ensure the rights of ali clients.
Therefore the facility must inform each client,
parent (if the clien! is a minor), or legal guardian,
of the client's medical condition, developmental
and behavioral stztus, attendant risks of
treatment, and of the right to refuse treatment.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility -failed to ensure the rights of
gach client and/or their legal guardian to be
informed the client's rights to refuse behavioral
intervention for one of two clients in the sample.

The findings incluce:
interview with the (acility’s House Manager (HM)

on May 10, 2007 at 8:32 AM revealed Client #1
was not able to give informed consent for the use
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_| HM, the client was Yiaghosed with having

| that Cliant #1 receive one to ona. The HM

‘2007 at 2:09 AM revealed that staff were trained

of her medication, fnances or treatment plans.
According to the HM, Client #2 had did not have
any family of a guardian to assist her with those
decisions. Continuzd with the HM on May 10,
2007 revealed Client #1 had been released from
the hospital on May 9, 2007, According to the

seizures and was prescribed an anticonvulsant
Thke aforemenitoned information was verified
through the review of mcident reports.

Further interviaw with the HM on May 10, 2007 at
12:00 PM revealed that none of the clients in the
home received one to one staffing supports, but
Client #1 was in the procéss of getling approval
for a one to one staff. According to the HM, the
altending physiciar: at the hospital recommended

revealed that staff wvere trained on checking on
the client every 15 minutes until the one to one
staff was approvec. Continued discussion with
the HM revealed t.at the practice had not been
reviewed by the facility's Human Rights
Committee.

Interview with the lacility's Director on May 11,

to provide line of site supervision and 15 minute
checks whenever “he client was in her bedroom.
Observation of staff and Client #1 in the client's
bedroom and interview with staff on May 11, 2007
at 4:34 PM however, revealed that the staff
person was Client #1's one {o one. The staff
member indicated that ha/she was Client #1's one
to one for that shift (2:00 PM « 12:00 AM) and was
relieved hy the ovarnight staff. The staff member
revealed that he/sye remained by Client#1's side
because the clienl may get up and fall. Atthe
time of the survey the facility failed ta provide

At the time of the survey Chient
#1 had only been home for less
than 48 hours after being released
from the hospital. The staff
received training to provide line

of site supervision and 15 minute |
checks whenever the client was in

her bedroom. The protections
were put in place for the
protections and preservation of
Client #1.

Interview with the staff indicated
that they were spending more
time with Client #1 to observe her
new diagnoses since these would
be new to the staff. Especially
post haspitalization, the staff
wanted to be able to know when
“differences™ occurred.

The request for guardianship was
sent to DDS Case manager for
Client #1.

5/20/07
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gvidence that Clier; #1's rights were protected by
ensuring the aforenientioned practice was
approved by the client and/or a legally sanctioned
representatiive. i
W 125 | 483.420(a)(3) PROTECTION OF CLIENTS W 125
: RIGHTS '

The faciiity must er sure tha nghts of ali cfients.
Therefore, the facilty must allow and encourage
individual clients to exercise their rights as dlients
of the facility, and zs cilizens of the United States,
inctuding the right t> file complaints, and the right
to due process,

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain ¢lient's rights andfor ensure
each client was encouraged to exercise their
rights, for two of thz two clients (Clients #1 and See W. 104, and W. 125 6/1/07
#2) included in the sample. : ‘

The finding includes:

1. Interview with the facility's House Manager
(HM) on May 10, 2007 at 8:32 AM revealed Client
#1 was not able to give nformed consent for the
use of her medicaiion. finances or treaiment
plans. According 1o the HM, Client #2 had did not
have any family or a guardian o assist herwith |
those decisions. Continued with the HM on May
10, 2007 revealed Client #1 had been released
from the hospital on May 9, 2007. According o
the HM, the client was diagnosed with having
seizures and was prescribed an anticonvulsant.
The aforemenitonad information was verified
through the review of incident reports.

Further interview vsith the HM on May 10, 2007 at
]
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12:00 PM reveslsd that none of the clients in the
home received one to one staffing supports, but
Client#1 was in the process of gelting approval
far a one o one staff. According to the HM, the
attending physician at the hospital recommended
that Client #1 receie one to one. The HM
revealed that staff were trained on checking on
the client every 15 ininutes until the one to one
staff was approved Continued discussion with
the HM revealed that the practice had not been
reviewed by the facility's Human Rights
Committee.

Interview with the facifity's Director on May 11,
2007 at 2:09 AM revealed that staff were trained
to provide line of si:e supetvision and 15 minute
checks whenever tye cllent was in her bedroom,
Observation of stalf and Client#1 in the client's
bedroomn and interview with staff on May 11, 2007
at 4:34 PM however, revealed that the staff
person was Client:#1's one to one. The staff
member indicated that he/she was Client #1's one
to one for that shift (2:00 PM - 12:00 AM) and was
relieved by the ovemight staff.  The staff member
revealed that hefshe remained by Client #1's-side
because the client may get up and fall. Atthe
time of the survey, the facility failed to provide
evidence that Client #1°s rights were protected by
ensuring the aforementioned practice was
approved by the client and/or a legally sanctioned
representatiive. :

2. Interview with the facility's House Managar
{HM) on May 10, 2007 at B:32 AM revealed Client
#2 was not able to give informed cansent for the
use of her medicaioh, finances or treatment
plans. According "o the HM, Client #2 had a
guardian to assist her with those degcisions.

STJOHN WASHINGTON, DC 20016
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Continued intervie:w with the HM and
observations cond foted at 9:25 AM revealed
Clients #1, #2, anc #3 received in- heme day
programming servees. Client#2 was seated in
her wheelchair at the dining room table stringing
beads, while Clien: #1 was looking at 3 magazine.
Client #3 was seatad in her wheelchair in the
dining room (away from the table).

At 10:04 AM, while sfiil at'the table, Client #2
revealed she had To use the bathroom. Staff was
overheard asking (Client #2 if she needed to
unnate or have a bowel movement. Clent #2
revealed she had 1p have a bowel movement.
ARter their dialogue;, staff revealed that Client #2
could ot use the tailet in the bathroom, Further
discussion with the: siaif revealed that the faciiity's
practice was to allow the client to urinate and
defecate on herself, then clean her up. The staff
was interviewed to ascertain how kong the facility
had been participating with the aforementioned
practice. It was revealed that the client began
attending in-home day program in December
2006 and that was the practice at that ime (over
S months), It should be noted that the
aforerentioned practice was implemented due to
the staff's inability o safely transfer the client to
the toilef or commeude. (See alsa W159)

At the time of the =urvay, the facility failed to
provide evidence that Client #2's rights were
maintained and the: client encouraged to exerclse
her right to use the restroom.

W 130 | 483,420(a)}{(7) RROTECTION OF CLIENTS W 130
RIGHTS

The facility must ensure the rights of all clients.
Therefore, the facility must ensure privacy during
treatment and care: of personal needs.
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-attending in-home day program in Dacember

This STANDARD is not met as evidenced by:
Based on observation, interview, and record
review, the facility falled to ensure client's rights to
privacy, for one of {7 two clients (Client #2)
jncluded in the sample. '

The finding include:s:

Interview with the Fouse Manager (RM) and
observations conducted on May 10, 2007 af 3:25
AM revealed Clients #1, #2, and #3 received in-
home day programming services. Client #2 was
seated in her wheelchair at the dining room table
stringing beads, while Client #1 was looking at a
magazine. Client #3 was seated in her wheslchair
in the dining roam ~away from the table).

At 10:04 AM, while still at the table, Client #2
revealed she had t3 use the bathroom. Staff was
overheard asking Client #2 if she needed to
urinate or have a bowel movement. Client #2
revealed she had 1o have a bowel movement.
After their dialogue:, staff revealed that Client #2
could not use the toilet in the bathroom. Further |
discussion with the: staff revealed that the facility's
practice was ta allow the client to urinate and
defecate on herse f, than clean her up, The staff
was interviewed tc ascertain how long the facility
had been participating with the aforementioned
practice. It was revealed that the client began

2006 and that wae the practice at that fime (over
5 months). [t should be hoted that the
aforementioned piactice was implemented due to
the staff's inability to safely transfer the chent to
the toilet or commode. (See also W159) -

ST JOHN WASHINGTON, DC 20016
SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {S)
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W 130 | Continved From paije 8 W 130

" See W. 104 and W. 125

5/10/2007. All gtaff have been

trained on appropriate toileting
protocol,

The staff were trained on privacy on __| 6/15/07
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At the time of the survey, the facility failed to
provide evidence thit Client #2's rights to privacy
relating to personal 2imination (bladder and
bowel) were maintained. {See also W159)

W 169 | 483.430(a) QUALIF ED MENTAL
RETARDATION PROFESSIONAL

Each client's active reatrnent program must be
integrated, coordinated and monitored bya -
qualified mental retzirdation professional.

This STANDARD i not met as evidenced by:
-Based on observation, interview and record
review, the facifity’s Qualified Mental Retardation
Professional (QMR?} failed to adequately
monitor, integrate and coordinate each client's
active treatment.

The findings include::

1. The QMRP falled to ensure services for Client
#2 were monitored and integrated to ensure the
client's rights and d gnity were not violated when
having to eliminate waste.

Interview with the facility’s House Manager on
"May 10, 2007, at 8:32 AM, revealed Clients #1,
#2, and #3 receive in home day programming
services. Observalions conducted at 9:25 AM
revealed Client #2 was saated in ber wheelchair
at the dining room 1able with her fwo housernates.
Client #1 was looking at a magazine, Client #2
was stringing bead:, and Client #3 was seated in
her wheelchair in tFe dining room {away from the
table).

At 10:04 AM, while stil at the table, Client #2
revealed she had to use the bathroom. Staff was |

W 130

w 159

l' See. W. 104
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overheard asking Client #2 if she needed to
unnate or have a bowel movement, Client #2
revealed she had tu have a bowel movement.
After their dialogue, staff revealed that Client #2
 could not use the toilet in the bathroom. Further

discussion with the staff revealed that the facility's
practice was to allcw the client to urinate and
defacate on hersel’, then clean her up. The staff
was interviewed to ascertain how long the facility
had been participa ing with the aforementioned
practice. It was revealed that the client began
attending in-home dJay program in December
2006 and that was the practice at that time.

At 10:10 AM, staff vas overheard asking Client
#2, who was still seated at the table, if she had
already had a bow:l movement, At approximately
10:36 AM, staff was overheard asking the client if
she was "wet yet." Client#2 responding by

saying no. Later that day, at 3:21 PM, Client #2
was overheard thanking 2 staff member. Client
#2 reported that th2 staff member changed her.

Interview with the House Manager (HM) on May
11, 2007, at 12:45 PM ravealed that staff use a
manual hoyer lift when transferring Client #2. The
HM revealed that Client #2 had a stroke in March
or April 2006 that ¢:aused the client {o lose her
ability to stand an¢ therefore, was not able to be
transferred using & tw person transfer.  The HM
further revealed that staff had been either injured
or complained of 1 ack pain related to transferring
the chent without 11e use a hoyer lift due to her
weight,

Additional discuss on with the HM on May 11,
2007 revealed tha: Client #2's manual hayer was
not an appropriate Jift to transfer the client to the
commede or toilet. The HM revealed that the

- |
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hayer Jift placed Clent#2 in a cradied pasition
when elevated and did not allow for the dlient to
be transerred to a seated position safely.
Accorging to the HM, the hoyer Ift's carry bar
prohibited the client from transferring to the tailet
(seated) without potential injury. Furthermore, the
HM revealed that e dient leans and had a
problem with main‘aining a seated position.

Discussion with thi: HM further revealed that the
facility's Physical Therapist (PT) was made aware
of the restriction the manual hoyer lift placed on
Client#2. The HA! revealed that the PT
recommended an :lectric hoyer Jift that would
allow for Client #2 to safely transfer to the toilet or
commode. However, according to the HM, the
facility attemnpted 4} secure the recommended
electric hayer lift but the client’s insurance would
not pay for it. The HM revealed that the client had
to weigh 300 ibs or greater before the lift would
be approved by the: client's insurance and
therefore, nothing #1se could ba done.

Review of Client ¥2's Physical Therapy
Assassment daled May 11, 2006 revealed
recornmendations incltding the use of a hayer (ift
and a chest hamess. The HM was interviewed to
aseaertain if the PT was made aware of the issue
with the hoyer lift end/or re-evaluated the client
and made altematve recommendations. The HM
revealed that the F'T was aware of the hoyer lift
issue but na supplzmentary recommendations
ware mate. Review of Client #2's habilitation
record failed to provide evidence that the initial
hoyer kit was problem and/or a plan to rectify the
issue.

2. The QMRP failxd to ensure clients were
provided with opportunities for choice and
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‘revealed Client #2 was seated in her wheelchair

This STANDARD s not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure clients were
provided with appartunities for choice and
self-management, for one of the two clients
(Client £#2) included in the sample

The finding includes:

The facility failed t ensure Client #2 was efforded
opportunities for chuice and Jor self-management
when nezding to use the bathroom. .

Interview with the acility's House Manager on
May 10, 2007, at 8:32 AM, revealed Clients #1,
#2, and #3 receive in home day programming
services. Observations conducted at 8:25 AM

at the dining room table with her two housemates.
Client#1 was looking at a magazine, Client #2
was stiinging bearls, and Glient #3 was seated in
her wheelchair in he dining rcom (away from the
table).

utilize the restroom are in
place. The splint was
replaced.

ST JOHN WASHINGTON, DC 20016 A
MARY STA EMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION x5
é’;‘;’;& (EACSI-';‘ gEFlmersam MUST BE PRECEDED BY FULL PREFIX R éoasgtlﬂfégggaﬁ IVE ACTION Pl COMPLETION
TAG RECULATORY OR LG IDENTIFYING INFORMATION) TAG DEFCIENCY)
W 159 | Continued From paje 12 W 159 2. In the future, the QMRP will
self-management. ;See W247) ensure that all clients are 6/15/07
_ provided with opportunities
3. The QMRP faile3 to ensure continuous active for choice and self-
treatment service (3se W248). management in accordance
. L with needs and policies of St.
4, The QMRP failed to ensu&e ;ha(tjclu;nt s were John’s Community Services.
proy\ded with the recommended adaptive 3. The QMRP has revised all
W 247 | 435 440 o G(S\?iei\sig?vsn)num PROGRAM PLAN | W 247 necessary program plans and | 6/1/07
) 440(e) )$ ) will ensure proper
The individual program plan must include implementation and
opportunities for cliznt choice and momtorng, _
salf-management. 4. All necessary equipment to 51507
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At 10:04 AM, while still at the table, Client #2
revealed she had 4 ise the bathroom, Statf was
overheard asking lient #2 if she needed to
urinate or have a bowel movement  Client #2
revealed she had $) have a bowel movement.
After their dialogue, staff revealed that Client #2
could not use the tailet in the bathroom. Further

discussion with the staff revealed that the facility's See, 104
practice was to alkw the client to uninate and 6/15/07
defagatle on he'l;s:ai“f, mer:t;‘-!ei::l he|r qp'tl;rhgs'tlaitt; _ Additionally, attempis to secure the
was interviewed to ascertain how lofg the faci h lift of need ar ;
had been participaing with the sforementioned r;’;:e 4 e and choice were
praciice. It was revealed that the client began ' :
attending in-home day program in Pecembar . , .
2006 and that was the practice ot that time. Client #2 is currently using an
alternative method of meeting
At 10;10 AM, staff was overheard asking Client toileting needs.

#2, who was still seated at the table, if she had
already had a bowax! movement. At approximately
10:36 AM, staft was overheard asking the client if
she was “wet yet.” Client#2 responding by
saying no. Later that day, at 3:21 PM, Client #2
was overheard thanking a staff member. Client
#2 reported that the staff member changed her,

Interview with the lHouse Manager (HM) on May
14, 2007, at 12:45 PM revealed that staff use a
manual hoyer liit when transferring Client #2. The
HM revealed that Client #2 had a stroke in March
or April 2006 that ¢aused the client to lose her
ability to stand and therefora, was not able to be
transferred using z two person transfer. The HM
further revealed that staff had been either injured
or complained of back pain related to fransfening
the client without the use a hoyer Jit due to her
weight

Additional discussion with-the HM on May 11,
2007 revealed thal: Client #2's manual hoyer was

SORM CMWS-2567(02-95) Provipyus Versiar 5 Qtsolein Evant ID-DUG0T1 Faility Ity 09G173 If continuation shaet Page 14 of 21
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not an appropriate ift to transfer the client to the
commode or loilet: The HM revealed that the
hoyer lift placed Cliznt#2 in a cradled position
when elevated and did not allow for the client to
be transerred to a zeated position safely.
According to the HI, the hoyer lift's carry bar
prohibited the client from transferring to the toilet
{seated) without petential Injury. Furthermore, the
HM revealed that the chent leans and had a
problem with mainlaining a seated position.

Piscussion with the HM further revealed that the
facility's Physical Therapist (PT) was made aware
of the restriction th» manual hayer lift placed on
Client#2 . The HM revealed that the PT
racommended an electric hoyer lift that would
allow for Client #2 o safely transfer to the toilet or
commode. However, according {o the KM, the
facility attempted t secure the recommended
electric hoyer It but the client's insurance would
not pay for it, The HM revealed that the client had
to weigh 300 Ibs or greater before the lift would
be approved by the: client's insurance and
therefare, nothing zise could be done.

Review of Client #2's Physical Therapy
Assessment datec May 11, 2006 revealed
recommendations including the use of a hoyer fift
and a chest harness. The HM was interviewed {0
ascertain if the PT was made aware of the issue
with the hoyer 1ift aindfor re-evaluated the client
and made altemalive recommendations. The HM
revealed that the P'T was aware of the hoyer hift
issue but no supplementary recommendations
were made, Review of Client #2's habilitation
record failed to provide evidence that the initial
hoyer lift was protlem and/or a plan to ractify the

issue, .
W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 249
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Continued From page 15

As soon as the interdisciplinary team has
formulated a client’; individual program plan,
each client must reseive a cantinuous acdtive
treatment program consisting of needed
interventions and sarvices in sufficient number
and frequency to support the achievernent of the
objectives identifier| in the individual program
plan. :

This STANDARD is not met as evidenced by:
Based on cbservation, interview and record
review, the facility Failed to ensure that as soon as
the Interdisciplinary Team (JDT) formulated each
client's Individual Pogram Plan (IPP), clients
received confinuou ;s active freatment, consisting
of needed intervenlions and services, for two of
the two clients (Clicnts #1 and #2) included in the
sample,

The findings includz;

1. Observation of 1he evening medication
administration on klay 10, 2007 at 5:16 PM
ravealed the nurse gave Client #2 evening
medications. The nursa was observed punching
out the medicstions; and handing the client the
medication cup (to independently take).
Additionally. the nurse was observed obtain a cup
of water then hand Client #2 the cup of water fo
drink during the medicaton administration.

Review of Client #:'s Individual Support Plan
(ISP) dated May 31, 2006 at 3:00 PM on May 11,
2007 revealed the : DT made a recornmendation
for the client to parjcipate with 3 program to
increase her persotal care skills. According to

W 249

The nurse has reviewed the
individualized program plan for all
the individuals that lives in the home

_to ensure proper implementation.

5/15/07
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the ISP, Client #2's objective, in that domain,
required har to get her water/juice to take her
medications with vierbal assistance, At the time
of the survey, the facility failed to ensure Clignt #2
was given an opportunity to participate in her
program to increase her personal skills.

2. Observation of e evening medication
administration on May 10, 2007 beginning at 5:16
PM revealed the nurse gave Client#1 an evening
medication. The nurse was observed punching
out the medication and handing the client the
medication cup. Additionally, the nurse was
observed obtain a cup of water then hand Client
#1 the cup of water to drink during the medication
administration.

Review of Client #1's Individual Support Plan
(ISP) dated Februnry 16, 2007 at 1:34 PM on May
11, 2007 revealed the IDT made a
recommendation for the client to participate with a
program to increase her persanal care skills.
According to the I3P . Client #1's objective, in that
domain, required Her to get her water/juice to take
her medications with verbal assistance, Atthe
lime of the survey. the facility failed to ensure
Client #1 was given an opportunity to participate
in her program to ncrease her personal skills.

3. Continued Review of Client #1's ISP (February
16, 2007) oh May 11, 2007 revealed the
additional recommended programs objectives
including the following: .
) 3.A .
- Client #1 will buf her nails independently on Q U g;)als have been reviged by the
B0% of recorded trials per month, used Cl?eretf:;?tzd actual materials

' - nt# . does have a nail
- Client #1 will use: the pump toothbrush to apply buffer.
toathpaste on with her battery operatad

FORM CME.2667(02.89) Previous Versit 15 Qbgolete Event ID; DUEOT1 Facility ID: 05G173 If continuation sheet Paga 17 of 21
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foothbrush with vetbal assistance on 80% of
recorded trials per month.,

Observatian of the facility's environment on May
11, 2007 beginning at 12:06 PM revealed Client
#1 did not have a rail buffer, tocthpasie, ora
battery operated taothbrush. The House
Manager and staff were interviewed on May 11,
2007 and verified 12 client did not have a nail
buffer or the items required for her toothbrushing
program, It shoukl be further noted that interview
reveaied the client uses toothettes and
mouthwash to clean her mouth because she was
edentulous. At the time of the survey, the Facility
failed 10 ensure the: aforementioned programs
were implemented as recommended.

W 262 | 483.440()(3)(i) PROGRAM MONITORING & W 262
CHANGE :

The committee should review, approve, and See W. 124

monitor individual jirograms designed to manage )
:?jﬂ:ﬁ&ﬁi ﬁﬁ?ﬁﬁ&tﬁm r",;ismtzt In ac‘ld ition, the purpose of the one to 6/15/07
client protection and rights. One is not to manage inappropriate
behavior but to supply support and
monitoring of a changed medical
This STANDARD is not met as evidenced by: condition to determing future needs
Based on interview and record review, the facility - and to protect Clietit #1.
failed to ensure thiit Client #1's one to one
staffing had been rsviewed and approved by the
Human Rights Cornmittee (HRC).

The finding includes:

The facility failad t ensure Client #1's one to one
staff had been approved by its HRC prior to its
implementation. (3ee W125, 1)

W 264 | 483.440(f)(3)Xii)) PROGRAM MONITORING & W 264
CHANGE -
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The committee she uld review, monitor and make
suggestions to the [facility about its practices and
programs as they rslate to drug usage, physical
restraints, ime-out rooms, application of painful
or noxious stimuli, sontrol of inapprapriate
behavior, protection of client rights and funds, and
any other areas thzt the committee believes need
to be addressed.

See. 104

This STANDARD s not met as evidenced by:
Based on observation and interview, the facility
failed to provide evidence that its Human Rights
Committee (HRC) horoughly monitored and
made suggestions about the facility’s practices
relating to restroom usage, for one of the two
clients (Cllent #2) included in the sample.

See. 159

The finding includes:

(Cross Refer W158) The facility failed to provide
evidence that Cliert #2's rights were maintained
relating to persona elimination (bowel and
bladder), Additionally, at the time of the survey,
the facility failed to provide evidence that its HRC
had monitored its practices related to the client
and made suggest ons.

W 424 | 482.470(d)(1) CLIENT BATHROOMS | W 424

The facility must piovide toflet and bathing
facilities appropriale in number, size, and design
to meet the needs of the clients.

This STANDARD s not met as evidenced by:
B:?sed on observation and interview, the facility
failed to ensure apsropriate toileting faclities
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were made accessible to, one to the two clients
(Client #2) included in the sample.

The finding include:s:

The facility failed to provide toileting facifity's that
wera accessible to Client #2. (See W159)
483.470(g)(2) SPACE AND EQUIPMENT

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
chaices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices klentified by the
interdisciplinary taam as needed by the client.

This STANDARD i; hot met as evidenced by.
Based on observation, interview and record
review, the facility falled to ensure that clients
were provided with :recessary adaptive
equipment, for one of the two clients (Client #2)
included in the samdie.

The finding includes:

1. The facility failed to secure necessary
equipment for Client #2 to safely use the
bathraom, (See W-159)

2. Review of Client #2's habilitation records on
May 11, 2007 revealed the client's Occupational
Therapy Assessment dated May 20, 2006. The
assessment documented recommendations
including the following:

Client #2 would benefit from a splint on her left

wrist to prevent further deformity.

"W 424

See. W. 104, W. 159.

Client #2 has an established
alternative bathroom.

See. W 104, W. 159

6/1/2007

6/1/07
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Observations throujhout the survey revealed
Client #2 did not have the recommended splint
Interview with the ¥ ouse Manager on May 11,
2007 revealed the uplint was never obtained for
the client. At the tirne of the survay, the facility
failed to ensure the recommended splint had
been obtained.
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1000) INITIAL COMMENTS : 1000

| A recertification surrey was conducted from May
10, 2007 through May 11, 2007. A random
sample of two residiants was selected from 3
residential populatian of three femsles with
mental retardation and other disabllties. The
findings of the survey were based on o
observations, interviews, and the review of
resident and administrative records including
incidest reports.

1082) 3503,10 BEDROON S AND BATHROOMS 1082

Each bathroom that is used by residents shall be
equipped with toilet tissue, a paper towel and cup
dispenser, soap for hand washing, a mirmor and
adequate lighting.

This Statute is not et as evidenced by: .
Based on observaticn and interview, the GHMRP
failed to ensure bathrooms were equipped with
needed items,

| The finding includes’ . All bathrooms in the home have toilet
‘paper and cup dispensers. 5/12/07
Observations of the 3HMRP® s environment and
interview with the Hcuse Manager on May 11,
2007 beginning at 1:::06 PM revealed there was
no toilet paper holdet in the hattway bathroom
closest to the living raom. Additionally, the cup
dispenser did not dispense individual cups in 3
sanitary manner. The dispenser was observed to
have cups stacked In it and residents could take
one from the top of fe stack.

1090/ 3504,1 HOUSEKEEPING 1690

G
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and sanitary manner and be free of
accumulations of di, rubbish, and objectionable
odors,

This Statute is not imet as evidenced by:

Based on observation and interview, the GHMRP
failed 10 ensure the interior of the facility was
maintained in a safe, clean, orderly, attractive and
sanitary manner,

The findings include:;

Observation and intzrview with the House
Manager (HM) durir.g the environmental
walkthrough on May 11, 2007 beginning at 12:06
PM revealed the following.

Living Room

There were staing observed on the chair cavering
of the chair located osest to the dining raom.

Bathroom

The light was not weirking in the shower of the
hallway closest to the living room.

Bedroam

The bar that secured] the sliding glass doors in
Resident #2's bedroom was observed ta have a
sharp end that was jpotentizlly 3 safety hazard.

Exteriar

The wood was chipped on the lower left exterior
frame of the sliding ;jlass deor next to Resident
#2's bedroom. :

' Maintenance requests have been
submitted to both internal
maintenance and landiord.
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}203| Continued From paye 2 1203
1203 3509.3 PERSONNEL POLICIES 1203

Each supervisor sheill discuss the contents of job
descriptions with eazh employee st the beginning
ermployment and at east annually thereaiter. R .t

This S isnotr idenced by: AT :
wwgemomﬁfcgg, ?hofamap f"ﬁ’;’s""”e' records were reviewed .
fafled to provide eviclence that the supervisor o a“‘? found to have the 6/15/200
discussed the contents of job descriptions with requested information and/or requests | 7

each employee at the beginning of their to the appropriate personnel for the
employment and annually thereafter. hecessary information,

The finding includes:

Review of the personnel files on May 10, 2007
revealed the GHMR ? failed to provide evidence
that six staff had the contents of their job
descriptions discussed with them at the beginning
of their employment and/or annually thereafter.

1206| 3509.6 PERSONNEL POLICIES 1206

Each employee, pricr to employment and
annually thereafter, sshall provide a physician ' s
certification that a he:aith inventory has been
performed and that Ihe employee ' s heslth status
would allow him or her to perform the required
duties.

This Statute is not riet as evidenced by:

Based on record review, the GHMRP failed to
ensure that each err pioyee, prior o employment
and annually thereaiter, provided evidence of a
physician's certification that documented a health
inventory had been performed and that the
_employee's health siatus would zllow him or her }
Fealth Regulaton AdminisUaton
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1206 Continued From page 3 .' 1206 Current health certificates are o fle
to-perform the requred duties. or have been requestsd of the staff &1
S ;nd Consultants. Copies attached to /07
The finding ncludes;: ﬁI(:::-mT;],en i?;é:fning bo dy audits the
Review of the perscnnel records on May 10, 2007 compliance as EVJ; dbam fo ensure
revealed that the GIHIMRP failed to ensure that Jetters in the £ enced by the
current health certif cates were on file for three e
staff and five consultants.
1271} 3513.1(b) ADMINISTRATIVE RECORDS 1271
Each GHMRP shall maintain for each authorized
agency ' s inspection, at any time, the following
administrative records:
(b) Personnel recoris for all staff including Job
descriptions either st the GHMRP or In a central
office and made avuilable upon request;
' This Statute is not imet as evidenced by; Files for the Medicat Coordinator and
Based on interview and record review, the the LEN are present. The nutritionist | 6/15/07
GHMRP failed to provide evidence of all staffs was included in the consultant book.
personnel records. All direct care staff have personnel
records.
The finding includes:
Interview with the House Mapager and review of
the personnel files on May 10, 2007 revealed that
the GHMRP failed 1> provide evidence of
personnel files for the Director of Nursing, one
Licensed Practical MNurse, one nutritionist
consultant and one firect care staff.
12741 3513.1(e) ADMINISTRATIVE RECORDS 1274
Each GHMRP shall maintain for each autherized
agency ' s inspecticn, at any time, the following ‘ -
administrative records:
Health Raguiation Administration
STATE FORM Aaap DUED11 If continustion sheel 4 of 8
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1274} Continued From pajje 4 1274

{e) Signed agreements or contracts for
professional servicas: '

This Statute is not inet as evidenced by;

Based on record review, the Group Home for the Th . \
Mentally Retarded (I3HMRP) falled to provide . Ihe psychologist is a full time
evidence 6f an established contracts each of their employee. All consultant agreements | 6/15/07
consultants, ' ! or personine] records are on file,

See attached.
The finding includes:

Review of the persanel records on May 10, 2007
revealed the GHMRI? failed to have contract on
file for the psychologist, the podiatrist, the
pharmacist, the nutr:tionist, the Director of
Nursing and one Licznsed Practical Nurse (LPN),

1379) 351910 EMERGENZIES 1379

In additian to the reparting requirement in 3519.5,
each GHMRP shall 1iotify the Depantment of
Health, Heaith Faciliijes Division of any other
unusual incident or event which substantially
interferes with a resident ’ s health, welfare, living
arrangemant, well being or in any other way
places the resident ot risk. Such notification shall
be made by telephorie immediately and shall be

| followed up by writte y notification within
twenty-four (24) howr's or the next work day.

This Siatute is not met as evidenced by:

Based on Interview znd record review, the
GHMRP failed to ensiure the Department of
Health , Health Facilities Division was notified of
unusual incidents thait substantially interfered with
a resident's health, for two of the three residents
(Residents #1 and #.) that resided in the facility.

lealtn Regulation Administration - .
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1373

1396

Continued From page 5
The finding include&_:

1 1. Review of the GHMRF's incident reports

and/or summaries ¢n May 10, 2007 at
approximately 4:30 M revealed the following
incidents:

a. On September 15, 2006, staff documented
that they overheard a sound in Client #1's
bedroom. Client #1 was found lying down on the
floor. Staff repoited that there was urine and
blood on the floor wnen the assisted the resident
up. The resident wis taken to the emergency
room and received staples to the head,

b. On April 3, 2007, staff reported observing
Resident #3 groanir g and vomiting. Resident #3
was taken to the emergency room for evaluation.

Review of the Depa-tment of Health's incident
management recordls revealed the
aforementioned Incidents were not reported. At
the time of the survey, the GHMRP failed to
provide evidence thist the sforementioned
incidents were repoited to DOH as required.

3520.2(f) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have available qualified
professional staff to carmry out and menitor
hecessary prafessicnal interventions, in
dccordance with the goals and objectives of avery
individual habilitation plan, as determined to be
necessary by the inlerdisciplinary team. The
professiona) services may include, but not be
limited to, those services provided by individuals
trained, qualified, ard licensed as required by
District of Columbia law in the following
disciplines or areas of services;

1379

1 396

All QMRP’s, Incident Management
Coordinator, and RTL’s have been

inserviced on incident reporting. In
the future all incidents will be faxed
to the appropriate personnel/parties.

6/15/07
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1398

f 422

1600

Continued From page 6 1396

(f) Qceupational Therapy;

This Statuta is not met as evidenced by: License of the OT was request

Based on record review, the GHMRP failed i will be on file. Puestedand | 6/15/07
pravide evidence that the Occupational Therapist
secured by the groupy home to monitor
interventions in accardance with the gosis and
objectives of every individual habilitation plan,”
was licensed.

The finding includes:

Review of the personnel records on May 10, 2007
revealed the GHMRI? failed to have a current
license on file for the Occupationsl Therapist.

3521.3 HABILITATION AND- TRAINING 1422

Each GHMRP shall provide habifitation, tramming
and assistance to resikdents In accordance with
the resident’ s Individual Habilitaton Plan.

This Statute is not met as evidenced by: Se
Based on interview :and record review, the e W 249
GHMRP failed to ensure habilitation, training and
assistance was provided to its residents in
accordanca with their Individual Habilitation
Plan(s).

The finding includes:

(See Federal Deficlency Report Citations W249 )

3523.1 RESIDENT'S RIGHTS 1 500

Each GHMRP residence director shall ensure
that the rights of residents are observed and
protacted in accordance with D.C. Law 2-137, this

Jealth Regulation Administration
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chapter, and other spplicable District and federal
laws,

This Statute is not rnet as evidenced by:
Based on observation, interview and record
.| review, the GHMRF failed to ensure the
protections of each :lients rights.

The findings include:

(See Federal Deficie:ncy Report - Citations W104,
W125, W130, and W262)

See W. 104, W. 125
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R 000 INITIAL COMMENTS R 000

A recertification sur ey was conducted from May
10, 2007 through May 11, 2007. A random
sample of two residants was selected from a
residential population of three females with
mental retardation and other disabiliies. The
findings of the survey were based on
observations, interviews, and the review of
resident and administrative records including
incident reports.

R 125 4701.5 BACKGROUND CHECK REQUIREMENT | R 125

" | The etiminal backgnsund check shall disclose the
criminal history of th2 prospective employee or
contract worker for the previous seven (7) years,
in all jurisdictions within which the prospective
employee of contract worker has worked or . :
resided within the seven (7) years priorto the {  Review of personnel records by HR
check. ' found that all staff hired at the 6/15/07
. et denced by initiation of the new law had the

is Statute is not raet as evidenced by: ) appropriate background check. Staff
Bgsed on tha review of records, the GHMRP hived prior to the law had the palice
Tailed to ensure criminal background checks | clearance
_ disclosed the crimimal history of any prospective ! :
i employee or contract worker for the previous
| seven (7) years, in all jurisdictions within which
the prospective emgloyee or contract worker has
worked or resided within the seven (7) years prior
to the check. :

The finding includes:

Review of the perscanel records on May 10, 2007
revealed that the GHMRP failed to provide
evidence that ensurd criminal background
checks were on file iand disclosed a seven year
history of all the jurizdictions where the employes
resided and worked for the House Manager and

-eslth Regulation Admmistration
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R125| Continued From page 1
one direct care staff.

R125
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