I amergency room (ER) for constipation/moderate
fecal impaction,
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| A recartification survey was conducted from .
I 8/16/2010 through 6/18/2010, The survey was Q \ \ Q
[ initiated using the fundamental survey process, A , W ™ \0\ ;
i sample of threa clients was selectad from a GOVERNMENT OF THE DISTRICT OF COLUMBIA
resident population of six man with various DEPARTMENT OF HEALTH :
: dagrees of intelisctual and/or developmental HEALTH REGULATION ADMINISTRATION
| disabliites, 825 NORTH CAPITOL ST, N.E., 2ND ELOOR
i The findings of the survey were based on WASHINGTON, D.C. 20002
l obsarvations, intarviews with clients and staff in ,
: the home and at three day programs, as well as a |
i review of client and administrative recornds,
inciuding incident reports. l ’
i A 3) 8T. O Wi !
W18 | é?.?é‘hz%m‘ ) STAFF TREATMENT OF 84 In the future, ail unusual incldents wili be X
: thoroughly investigated and afi raports I
| The facllity must have evidence that ail alleged submittad within five days. QMRP/ Manager
' viclations are thoroughly investigated, J{will review all incidents monthly to ensure
‘ completion of investigation reports. 7120110
|
| This STANDARD is ot met as evidenced by: l
i Based on staff interview and record review, the
- faciily failed to investigate serious reportable
j incidents to ensure the heaith and safety of ons of
 8ix clients. [Cilent #3)
' The flndln‘g includes:
. 1. Record review on 6/16/2010 at 11:45 a.m.
| revealad six (6) unusual incidents were on file at
- the time of survey In Client #3's records. Further
. Teviaw revealad there were no Investigations on
| file for any of the six unusuai incidents reviewed. ;
A listing of the unusual incidences is as follows: I
f
' 8. 212412010 - Cllent #3 was taken 1o the | ‘
i
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' b, 11/13/2008 - Chant #3 was combative with staff
] and sustained a laceration on the upper right side I
of his back, |

f €. 8/31/2008 - another residsnt bumped into
Ciient #3 and caused him to fall. He susiained a

| laceration to the front left side of his head. Client
#3 was transported o the emargency room (ER)

| at a jocal hosplita) and treated with ™ denmabond *

! for laceration and discharged,

| d. 6/22/2000 - Client #3's one-to-one staff
! abserved him fall while trying to walk up the
| stalrs. As a resuit, Clisnt#3 sustained two
| bruises and an abrasion on his laft forehead.

| a. 811312010 - A nursing note sntered on the : .
| 8/2010 medication administration record {(MAR) ;

. Indicated Client #3 was found with an injury of

| unknown origin. One of the facllity * 8 direct

| support staff informed the nurse that a bruiss was
, found on Client #3's left am.

-' Interview with the facility's qualified mental _

; retardation professional (QMRP) on 8/18/2010 at

| approximately 4:05 p.m. revealed she was not

{ sura why there were no incident reports on file for

i the five Incident reports. The QMRP further

| stated that sha would look info 1t and see if she

i h?ﬂq coples of the Invastigations at the main
office, -

| There was no evidence presentsd or on file at the
' ' ime of survey to sutstantiats that all Incidents of
 elthar smergent care or of unknown ofigin were
l Investigated to ensure the health and safety of the
. residents.
wi1se [ 483.430(a) QUALIFIED MENTAL W 159

.
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| RETARDATION PROFESSIONAL

|

Each client's active treatment program must be
l Integrated, coordinated and monitored by a

' qualified mental retardation professional.

I This STANDARD s not met as evidenced by:

| Based on observation, interview, and record

: review, the facility fafied to ensune the Quakified

l Mental Retardation Professional (QMRP)
coordinated, Integrated, and monitored services,

; ford%)of thres clients in the sample. {Clients #2

1 am

! The findings include:

1 1. The faciity falled to coorcinate services to
. ensure Client #2's behavior support plan (BSP)
| mnslstenuy implemented, as evidenced

| 0n 616110 at 12:15 p.m., Client #2 was observed

, seated at a table at his day program holding a

| plastic bag, which contained 2 Ho Ho chocplate

* cake rolls, a8.75 ounce Hi C box drink, and & 16

; ounce Regular Coke. The case manager

| indicated that the cliant brings these almost every

“day. At 12:20 p.m, , the client received a ground

] meal {chicken nuggets, caulifiower medley, steak

- fries) and milk, which he consumed
approximately 80%.

Interview with the case manager on 8/16/10 at
| 12:25 p.m., revealed the client was prescribed a
: 1500 calorie, soft dlet. The cuse manager
; ravealed that although nutrittous and low calorles
| snacks were available at the day program, it had
I difficuit had to get the client to select them,

1. QMRP will coordinate a meating with Cllent
#2's Interdisciplinary team to davelop
stratagias to decrease consumption of high
calorie snacks. Direct Cera Staff will recelve
training on Client #2's Behavlor Support Plan.
The QMRP wili ensure that Behavior support
Plan Is consisiantly implemanted.

(&0 |

i

—

ORM CMS-2567(02-80) Previous Varsions Obaclets
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- because he seemed to prefer concentrated
sweetls, such as cakes and regular sodas. The
case manager stated that the client's selection of
| inappropriate anacks had been discussed at hls

; quarterty meeting on 2/5/10, however, the i
i meeting had not resulted in a sustained change in
| the nutritional quality of the cllent's snack
' selactions.

On 6/16/10, at 3:52 p.m., Client #2 was observed
&t the dining table of his group home eating a Ha
| Ho creme filled chocolate cake rofi and drinking a
+ 16 ounce Cake, Observation of the dinner meal
at approximately 5:25 p.m. revealed the ciient
drank anather 16 ounce Coke, however only ate
approximately 10% of his meal,

On 6/17/10 at 6:45 a.m., Client #2 was observad
In the kitchen of the group home with a plastic
contalner in which there wera 2 Ho Ho chocolata .
: creme-filled cakes and a 8.75 ounce Hi C box
 drink, (A partial case of Hi C was cbserved in the '
! basement etorage room.) The client was then
cbserved asking for a soda. When staff told him
there was no sada, he began to persistently
request quarters,

intarview with the QMRP on 8/18/10 at 11:40 a.m.
acknowiadged that Client #2's selection of
| inappropriate, high calorias snacks had been a
* probiem in the past. The QMRP stated that the
cilant buys the sodas when he goes outto the
volunteer site from his day program. She
! referenced the interdisciplinary discussion
! concerning this issue at the client's 2/1/10
| quarterly meeting. According to the QMRP, the
cllents behavior support plan (BSP) had been
approved to aliow him to purchase a healthy

i‘ snack. The QMRP stated that the client only

FORM CMS-2587(02-04) Previous Varslons Obsoiste Event ID: DTWJ11 FaciRly ID: 00G037 K continuation shest Page 4 of 24
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i received snacks approved by the nutritionist from
the group home. Additionally, she indicated that
i the direct support staff had bean Instructed to

_ teac&gu client to purchase only nutritious

| sna

i On 6/18/10 at 12:17 p.m., review of Client #2 BSP

| {Cognitive plan) dated 10/24/09 revealed a

* section entitled, "Quarters." The background

| notas revealed the client had a preoccupation of

+ "having quarters on his parson.* The BSP also

| revealed that “numerous plans and standard

| procedures had been ineffective, due partly to

i their complicated procadures, the need for

| absolute consistency of all ivolved, and the

i cllent's overwhelming compulsion with quarters,

| as manifested by intense, persistent, and

1 unylelding begging, borrowing, refusing to
cooperate, tantrumming and pestering.”

| Continued review of the BSP on 8/18/10 at 12:22
P.m., revealed that Cllent #2's BSP included an

| objective that he “will use the quarters

| appropriately 100% of the trials.” The BSP Rrther
noted:, " he has often manipulated new staff or
any staff who have attempted to develop money

, or food related plans for him. [Client #2] should

| not be aflowed to build up huge quantities of

- quarters, food or drinks at home or his day

| program. This plan ls needed because in the past
this has csused trouble. He should not be

] ailowed to buy anything not on his dist. The

. Client's BSP, however, failed to specify what staff

; Shouid do when the cllent was observed to have

| already purchased foods not on his diet when he
was picked up from his day program.

! At the time of the survey, there was no evidence
i the QMRP had coordinated with Clent #2's the |

;ommwmmmmmm Event ID:DTKM1 Facilty ID: 00G037 If continustion sheat Page 5 of 24
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{ interdisciplinary team, including the day program
[ to develop effective s to reduce his
purchasing of emply calorie snack foods,

I 2, The QMRP failed to ensure coordinate nutrition
services for the development of a plan for anacks,
within the framework of Client #2's prescribed

| therapeutic diet, as evidenced below:

2. QMRP wili coordinate a maeting with Client
#2's nutritionist to discuss the development of a
plan for snacks for Client #2. Direct Care Staff
wiil be tralned on the implementation of nutrition

plsn for Cilent #2. QMRP wiii ensure that

: 0 . i
I interview with the QMRP on 6/18/10 at 11:40 a.m. nutrition regimen s followed.

' revealed the nutritionist had provided an
Iapproved kst of snacks to be used at the group {

home. The QMRP indicated that the nutritionist
was aware that the client's purchasing snacks,
I such as the Ho Hos had been a problem,and that
- ha tended to be non-compliant with his diet.
| Additionally, the QMIRP indicated that the
! interdisciplinary team was aware of and
| attempting to addreas the snacking lssue, and the '
» kicking and screaming behavior exhibited when
i he did not get his preferred snacks.

* The review of the annual nutritiona! assessment
dated 8/7/08, on 8/18/10 at 11:12 a.m. had
ravealed "He likes juice and sodas.” The

: assessment had also revealed "Provide low

| calorie snack list...Offer water with meals and

_ snacks... Continue to review nutrition regime with

| day placement. * The subsaquent review of the
| provided list of snack foods, however, had

| revealed that most of tha foods were

! inappropriate to the cllent's caloric, sodlum, or

i soft texture dietary restrictions.

: Atthe time of the survey, there was no evidence,
sarvices had been coordinated to maximize Client

| #2's compllance with his therapeutic dietary
regimen,

"ORM CME-2557 (112-98) Pravious Versions Obsolote Evert 1D: DI

Faciity ID; 09G0Y7 ¥ continuation sheet Page & of 24
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- 3. The QMRP failed to investigate serlous
reportable Incidents to ensure the health and
| safety of its clients, [See W154]

4.The QMRP failed to ensure staff was effectively
: tralned to Implement walking/ambulation
protocals and mealtime feeding protocols for
Cliant #3, [Ses W152]

i 5.The QMRP failed io secure consent prior 1o
sedating a Client #3 for medical treatment. [See
' W263]

| 6. The QMRP falled 10 ensure the residential staff
provided meals for Cllent #3 in the form and
texture as prescribed. [See W474]

W 182 ' 483.430(e)(2) STAFF TRAINING PROGRAM

! For employees who work with clients, training

, Must focus on skills and competencies directed
{ toward clients’ health needs.

This STANDARD Is not met as evidenced by:

' Baged on obsarvation, staff Intarview and record
« review, the facliity failad 1o ensure alt staff was

| competent In Implementing themodified food

: texture and ambulation protocols for one of the

f three sampled clients. [Client #3]

 The findings include:
| 1.[Crose Referance W474]

| Client #3 was not provided a  chopped "

I textured meal an the evening of 8/17/2010. His

' two and a half (2 1/2) inch round potatoes were

[ cutIn half and servad whole, The cbsesvation
was later confirmed via intarviews with the faciiity

113. Cross refarence \W154
[

711910

"I14. Cross referance W102 #2

5. Cross reference W283

R

8/10/10

719110

6. Cross refarence W182 #1

w162

1. Dlrect Care Staff will recaive train(ng by the
nufritionist on the diet and texiured meals of
JClient #3. QMRP will ensura that Client dlet is
| followad,

!

FORM CMS-2587(02-99) Previous Versiona Obsclale Event [D: DT
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' 8 qualified mental retardation professional
| (QMRP) and the registered nurse (RN) on
‘ 6MB2010, The QMRP indicated she would
; address the oversight immediately.
i

i 2.Observation on 6/18/2010 at approximately

4:15 pm., reveaiad Client #3' s ane-to-one staff 2. Direct Care Staff wil recelve tralningon  |j

; Client #3's ambulation protocol. QMRP will
i L;v:gil:g ;I;;?usﬂdhd;‘g ﬁﬂhﬁuﬂﬁﬁ"ﬁ by ensure that training of the walking protocol
waist and one arm as he walked, Obsarvation occurs on at least an annual basis and that |
on 6/17/2010 at approximatsly 11:40 a.m. interventions are being properly impiemanted. [:["g/10/10 |
revealed Client #3' s one-to-one staff {day shift)
provided support by placing his left arm

undemeath Client#3 ' s right amm to provide lift
and support as they walked to tha bathroom.
That same technique was agsin used by the staff
when they retumed from the bathroom and i
retumed to his seat. On both occasions, Client
#3 was abserved brying to lean forward as he
ambulated to his destination, Both staff provided
direct physical assistance to straighten him out

! until he reached his destination.

Record review on 6/17/2010 at 2:28 p.m.,
revealed part of Client #3's walking protacol dated
7/118/2008 provided the following interventions:

- &, Staff should provide [Client #3] with physical
| assistance by piacing their anm under his walst by
* holding on to his galt balt. ' : |

I b. During ambulation, stalf shouid stand to the :
isidaof {Client #3], |

¢. Staff shouid provide verbal prompts o [Client : I
l #3] so he can walk upright as much as possibie.

I’ d. When [Client #3] begins to lsan forward or walk . ‘

FORM CMB-2507(02-39) Previous Varsiors Obsoisle Event {0: DTKI11 FacHty ID; 00G037 Hf continuation sheat Pags B of 24
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W 182 Continued From page 8 W i82

too fast, staff should have him compietaly stop
walking then start again,

I The walking protocol confirmead that staff failed to
I use the galt beit as prescribed; failed o '
' _

consistently stand by the "side* of the cent
, during ambulation; failed to provide verbal
| prompts to encourage him to walk upright as
: much as poasible; and falled o ensure they :
stopped walking whenaver Client #3 attempted to
lean forward when ambulating.

Interview with the qualified mental retardation
professionsl (QMRP) and the registered nurse

' (RN) bn 8/18/2010 at 3:68 p.m, confirmed there
has been no staff tralning from the physical

- tharapist to address the interventions autiined in

| the walking program over the past year. Both the
: QMRP and the RN indicated the lack of staff
 training and oversight by the PT le probably the

| cause for the staff not consistently implementing

- the walking protocol.

W 193 [ 483.430(a)(3) STAFF TRAINING PROGRAM - W 183

Staff must be able o cemonstrate the skitis and
techniques necessary to administer interventions
to manage the inappropriate behavior of clients.

This STANDARD is not mst as evidenced by:
Based on observations, staff interview and record-
" varification, the facllity's staff failed to .
demonstrate the skills and techniques n

to implement each client's behavior support plan
(BSP), for ane of three clients in the sample.
(Clients #2 ) .

The findings include;

FORM CMS-2507{02-08) Pravious Varsions Obeciets Event ID: DTKS11 Faciiy ID: 090037 f continuation shest Page 9 of 24
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1 1. Cross-refer to W158.1. On 8/16/10 (12:15

1 p.m.) and 8/17/10 (8:32 a.m.), Client #2 was
observed holding a bag snack with contained only

high sugar foods. On 6/16/10 at 3:52 p.m., he

was observed eating the aforementioned snack.

; Interview with the QMRP on 8118/10 at 11:40 a.m.
| acknowledged that Client #2 selecting
i inappropriate, high calories snacks had been a

| problem in the past. According to the QMRP, the

* clent buys sodas when he goes aut to the

: volunteer site from his day program. The QMRP |

stated that the direct support staff had been
trained on strategies In the BSP to enable them to
assist the client in pumhastng aniy nutridous
snacks.

The review of the BSP dated 10/24/00 on 6/16/10
| at 1:40 p.m. revealed an cbjective which stated,
"Ha will use the quarters appropriately 100% of
the triais. The BSP further noted [Client #2]
should not be allowed to build up huge quantities
of quarters, food or drinks at home or his day
program. According to the BSP, the should not
be allowed to buy anything not on his diet. Cn
. 811810 and 8/17/10, the client was observed with
. mg snack which contsined only hlgh sugar

s,

At tha fime of the survey, however, thera was no

evidence staff had recejved specific [nstruction on

: how to manage the client when he was observed
with snacks that were not included in the list of

. foods allowed by his therepeutic diet.

483.440(c)(B){) INDIVIDUAL PROGRAM PLAN

{ The individual program plan must describe
“relevant Interventions to support the individual
| toward Independence.

w183

|Cmss reference W158 #1

W 240
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| This STANDARD I8 not met as evidenced by:

| Based on observation, interviews and record
review, the facility failad to ensure that the

, behaviar support plan (BSP) identified
interventions to implemented by staff to support
independenca for selecting heatthy snacks, for
one of three cliants in the sample. (Client #2)

| The finding Includes:

| 1. Cross refer to W1B3. Interview with the Cross reference W150 #1 [emrmo ]
. qualified mental retardation prafessional (QMRP)
oh 6/18/10 at 11:40 a.m.indicated that the client's
* behavior support pian (BSP) approved that he be
able to purchase a healthy snack from the list

l_ provided by the cansulting nutritionist.
~Additionally, she indicated that |he direct support
| staff had been instructed to teach the client to

* purchase only nutritious anacks. According to the
QMRP, the client purchased regular sodas and

| the snack cake while he was at his day program.

| On 8/18/10 at 1:40 p.m., continued review of

' Client #2 BSP (Cognitive plan) dated 10/24/00

i reveaied a section was entitied, *Quarters). The

| background notes revealed the client had a

i preaccupalion of "having quarters on his person.”
| The BSP raveaied that numerous plans and
 standard procedures had been ineffective, due

| partly to thelr complicated procedures, the need

‘ for absojute consistency of all involved, and the
j clients overwhelming compulsion with quarters,
! as manifested by intense, persistent, and

j unytelding bagging, borrowing, refusing to

| cooperats, tantrumming and pestering, The BSP

i further noted: " He has oftan manipulated new |
| ataff or any staff who have attempted to deveiop |

FORM CMB-25687(02-99) Previous Versions Obsolate Event ID: DTHJ11 Fackity >: 006037 - If continustion sheet Page 11 of 24




As soon as the interdisciplinary team has
_formulated a client's individual progrem pilan,

| @ach cilent must receive a continuous active
treatment progrem consisting of needed
interventions and services in sufficient number
and frequancy to support the achlevement of the
objectives identified In.the Indlvidual program

plan.

This STANDARD s npt mat as evidenced by:
Based on cbservalion, Interview, and record
raview, the facility failed to ensure continuous
active treatment was implamented in accordance
with the interdisciplinary team (1DT)

| recommendations for ane of three clients in the

- sample. (Client 2)

The finding includes:

Cross refer to W158. The facility falled to ansure
! {ntervantions identifiad in Clisnt #2's bahavior

: support plan were consiatently implemented as
evidenced beilow:
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maney ar food retated plans for him. .... This plan
! ia needed bacause In the past, this has caused
t tfrouble. He should not be allowed to buy anything
not on his dist"
] At the time of the survay, however, there was no i
avidence that Cient#2's BSP outiined specifically
what measures staff should implement to prevent
the cliant from purchasing food not allowed on his
- diat, or measure staff should implement if the
 client was observed with thase foods when was i
picked up from his day progrem. : ]
W 248 | 483.440(d){1) PROGRAM IMPLEMENTATION W 249 ||Cross raference W159 #1 [ amno
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I
| On 8/18/10 at 12:15 p.m., Client #2 was observed
seated at a table at hia day program holding 2
| plastic bag which contained 2 Ho Ho chocolate
cake rolls, a 8.75 ounce Hi C box drink, and a 18
| ounce regutar Coke. The case manager Indicated
that the client brings these almost every day. On
6M7M0 at 8:45 a.m., Client #2 was ohserved In
the kitchen of the group home with a plastic
container in which there were a sealed packet of
2 Ho Ho cholate creme-filled cakes and a 8.75
ounee Hl C box drink.

Interview with the QMRP on 61810 at 11:65
a.m., Indicated that Cllent #2's behavior support

i plan (BSP) approved that he be able to purchase
| & healthy enack from the list provided by the

. consulting nutritfonist. According to the QMRP,

i the client purchased regular sodas and the snack
 cake while he was at his day program.

_I On 6M8/10 at 12:17 p.m., review of Cllent #2'e
BSP dated 10/24/08 revealed, "He should not be
allowed {o buy anything not on his diet."” At the
time of the survay, there was no evidence that

| Client #2 was belng provided continuous active

; treatment %o encourage him to buy those food

] allowed on his therapeutle diet, in accordance

. with his approved BSP.

W 263 | 483.440(f)(3)(ii) PROGRAM MONITORING & W 263
- CHANGE

The QMRP will ensure that a written informed
consent of all Cllents, from family or medicai

* The committee should Insure that thess ams guardian is obtalned before sadation for a ¥
I are conducted only with the written infmg:jg medical procedure. ;l
{ consant of the client, parents (if the cllentis a ‘
i minor) or legal guardian. |

i This STANDARD Is not mat as evidenced by: |
FORM CMS-2587(02-00) Pravious Versions Obsolale Event ID; DTG Faciity Iy, 03G0YT lfmnllm;h:.tbage 130l 24
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Based on staff interview and record review, the
facility falled to secura consent prior to sedating a
! client for madical treatment for one of three
{ sampled clients. [Client #3]

! The finding includes:

| Record review on 8/17/2010, at 2:40 p.m. .

. revegled Client #3 went for a dental assessment

I on 8/8/2009, but was not able to completa the
assessment due to his maladaptive behavior.

. The B/2008 assessment further recommended
that Client #3 be sedated for his next appointment
at a fater date. '

| Interview with the reglstered nurse (RN) and the

! qualified mental retardation professional (QMRP)

" oh 8/17/2010 at 4:10 p.m, revealed Client #3

eveniually saw the denfist on 4/8/2010 and was

sedated so that he could maintain the apointment.

' Further record review on the sama day at
approximately 4:15 p.m, revealed Client #3's .

medication administration record (MAR) -

confirmed he received 2mg of Ativan as a

: meastine of sedation for his 4/8/2010 dentsai

. | appointment.

" Interview and edditional record review with the

: facility * s qualified mental retardation professional
: (QMRP) on €/17/2010 at approximately 4:30 p.m.

' revealed a signed consent for the 4/8/2010 :
sadation was gamered from the legal guardian on
4/812010; one day after Client #3 was sedated for
his dental appointment.

The facllity falled to ensure consent was obtainad
prior i sedating a client for a medical
appolntment.

W 331 483.480(c) NURSING SERVICES W31
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l

il 2;{::;”&2 w&%ﬁmﬂm:mm QMRP will send a Bowa! Movemant Chart to
the day program dally to monitor bowel

| movements accurately during the day. The

- This STANDARD is not met as evidenced by: primary nurse and QMRP will monitor Bawel
Based on interview and record review, the facility Movement Chart on a weakly baslal. . ;
failed to ensure nursing services were provided in Medication Nurse wili raview Bowel Moveme
accordance with the needs of ane of tha three Chast daily. |

chents in the sampla, (Client #1)
I The findings include: ' ’

The facility's nursing services failed to develop an
effective protocol (o accurately monitor stools for
; one clisnt who were prescribed stool softeners to :
prevant constipation, as foillows: ]

Obseivation of the medication administration on

6/18/10 at 8:15 a.m. revealed Cllent #1 was :

; administared Polyethylene Glycol (Miralax)in 8 ‘
ounces of waler. Interview with the Trained .

Medication Aide revealed tha client received the |

| medication to prevent constipation.

i

i Raview of stoo} records to determine the

i effectiveness of the medication revealsd Client #1
" had no stools documented on §/1/10 through

1 6/5M0. It should be nated however, that 5/3/10,
15/4/10 and 5/5/10 on the 8 am. - 4 p.m. had the
antry DP (day program). Review of the

| administration record reveal client was

] administered a laxative, Mik of Magnesia 400

! mg/5 ml. (30 cc po QD, as needed for
constipation , if no BM In 3 days. The MAR

, revealed that the MOM was effective.

| Interview with tha primary ragistered nurse (RN)
» on 61810 at 1:15 p.m. indicated that it was

FORM TMS-2587(02-99) Previcas Versions Obaciste Event ID: DTKIT1 Faciity 1 09GOS ¥ continuation sheet Page 15 of 24
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unlikely that Client #1 had not had a stpolin 5 ;
’ days, however the MOM had bean administered
to ensure that the cliant did not become extremeiy
i conshpatad Further interview with the nurse,
| however, revealed tlmtasysbmhadnotbeen
implemented to monitor atools the dlient may
_have at his day pragram. it was also noted, that X i
| the stool records for 4/10, §/10, and 6/10 for
waekdays had entries of "DP” (day program) or
| were ieft blank.

" At the time of the survay, there was no evidence
that the factiity had developed a system to ensura i

| stool monitoring In all astting in order o datermine

the sffectivenass of Client #1 prescribed Miraieo.

W 358 : 483.460(g}{2) COMPREMENSIVE DENTAL W 356 The nursing staff and QMRP witi monitor
- TREATMENT i dental and appointments records to ensure

The facility must ensure comprehensive dentat that comprehenaive dental trestment services
treatment services that include dental care wili be provided In a timely manner as

needed for relief of pain and infections, recommended by the primary cara physiclan
| restoration of teelh, and maintenance of dental and dentist

* heaith,

; This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ansure imealy treatrment services for the
maintsnance of dental hasith of one of thras

: clients in tha sample (Cliant # 3}

i The findings include:

Observation 6/16/2010 at approximately 4:20
p.m. reveaiad, Cliant #3 ' s teeth wara disjointed
and discolored. Record review on 8/17/2010 at
2 :o togr .m. revealed the following dentai treatment !
i h

t

l
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| & 9/8/2009 - Findings: patient highly aggressive
“today. Examination reveals moderate 1o haavy
| calculus deposits. Recommendations: patient

: nesds full mouth scaling. Please sadate this

. patient before the next appaintment. Ratum

| appointment date: 11/30/2009

b. 11/30/2008 - Dantal consult sheet on file, but
there was no evidence this appoinimant was kept.

c. 27212010 - Dental consult sheet on file, but
there was no evidence this appointment was kept.

d. 4/6/2010 - Findings: oral examination reveals
- heavy calculus deposits... Aduil prophylaxis and :
polishing. Recommendations: patient needs
scaling, will submit to insurance for authorization

- and wili call to scheduie and once authorization is
returned. Return appointment date: wiki caii [to
schaduls) :

©.4/8/2010 - Findings: patient unable to foliow
commands or sit siill 1 complete x-rays needed
i for medical request for x-rays .., for scaling.

Interview with the gualified mental retardation
professionai (QMRP) and the registered nurse !
, {(RN) on 6/1772010 at 3:48 p.m, confirmed there

{ was no documented evidence to explain why the

: 11/30/2009 and the 2/2/2010 dental appoiniments
: were missed. Upon further interview, the QURP
added that Client #3 couid not atlend his 2/2/2010
. dental appointment because she was not able to
secure consent In time for him to keep that-
appointment. Because of that, the appointment

: had to be pushed back. Client#3 ' s oral heaith
degraded from modarate fo heavy calcuius
deposits to heavy calculus deposits between the

_ dates of 9/8/2008 and 4/6/2009. The additional
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treatment of scaling that was attempted on
" 418/2009 waa not completed due to Cilent#3' s
non-compliant behavior,
The facility falled to ensure Cllent #3 received
timely dental services. :
W 448 483.470(iX2)(iv) EVACUATION DRILLS w448 QMRF will coordinate & meating with Gilent
#2's psychologist to diacuss intervention
Twh:cf::‘ﬁiwn Z‘rﬁg 'I'r"ma'z:g 3:&'“"" with methods for failure to evacuata during fire drills
' g : and revise his Behavior Support Plan to

addresa this issue. The QMRP will review all
’ This STANDARD Is not met as evidenced by: fire drills on a monthly basls.
* Based on Interview and record review, the facillty ;
: falled to provide evidence that ensured problems
with evacuation drilis were Investigated and
addressed.

: The findings Include:

i On 6/16/2010, baginning at 11:24 am,, the
facliity's evacuation drill records were reviewed
for the period 5/7/2008 - 8/16/2010. During the
12-month perod, direct support ataff documented
that Cliant #2 was uncoopearative on 9 out of 14
drilia that ware conducbed during the 4:00 p.m. -

g 12 midnight shift, as foliows:

1. Client #2 "refused to get out of bed" on :
- 5/28/2009 at 7:30 p.m,, on 8/21/2008, at 7:40
i p.m., on 7/23/2008, at 7:45 p.m., and on
8/24/2009, 8:15 p.m.

2. Staff documentad that Ciient #2 "refused to
! move" on 10/24/2009, at 6:35 p.m., on

1211272008, at 6:25 p.m., and on 2/3/2010, at
: 6:60 p.m.

i 3. On 3/19/2010, at 6:00 p.m., staff wrote Client
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I #2 "proved difficulty <sic> to get to act

« accordingly.” On 6/4/2010, at 6:17 p.m., staff
j documented that he "refused to cooperate”

i Further review of the facility's drlll reports,

! Including the 9 citad above, falled to show
evidence that the forms had been reviewed nr
that the client's refusals had been investigated.

I On 6/168/2010, at 12:11 p.m., Interviaw with the

! qualified mental retardation professional (QMRP),
who also served as residence manager, revealed
that none of her staff had brought Client #2's
refusals to cooperate during fire drills to her

; attention. She stated that original drill report
forms were taken by a driver to the provider
agency's corporate office. She thought the report
forms were reviewed by either a night manager or
the adminietrator at the office and were then

| returned to the facility to be filed. Upon review of :
: the report forms on file, the GMRP acknowledged
| that sald reviews had not been documented on

! the forms. She agreed to seek additional
 information from the main office.

| Al approximately 12;16 p.m., further interview

! with the QMRP revealed that Cllent#2 had a

| behavior support plan (BSF), dated 10/24/09,
that addressed refusing to cooperata with staff

requests, including wearing a CPAP machine at

night and taking his medications. The BSP,

. hawever, did not address fire drilla. The QMRP

furthar acknowledged that his refusals to

cooperate during fire drills hed not been

invastigated, to date.

: On 6/16/2010. at 12:41 p.m., the QMRP stated
| that she had just spoken by telephone with the
i facility's former house manager, He reportediy

FORM CMS-25087(02-96) Previous Versions Obsolete Event ID:DTK.M 1 Faciily ID: 00G037 I continuation sheat Page 18 of 24




3015889287 04:43:47 a.m. 07-19-2010 21/56

DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: JTiTi2010
CENTE) R MEDIC & MEDICAID SER OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/BUPPLIER/ICLIA (%2) MULTIPLE CONSTRUCTION (Xﬂg&l;ﬁﬂuw

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING

B. WING
08G037 06/18/2010
NAME OF PROVIDER OR S{PPLIER STREET ADORESS, CITY, STATE, )P CODE

3818 ALBERMARLE STREET NW
COMMUNITY MULTI SERVICES, INC WASHINGTON, DC 20008

(*4) 10 ! SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [1.0]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOWL.D BE COMPLENON

TAG | REGQULATORY OR LSC IDENTIFYING INFORMATION]) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

W 448 ! Continued From page 19 W 448

' told her that It was the night manager who

] reviewed fira drill report forins, ‘The former house

' manager further indicated that Client #2
previously had a BSP developad to address
refusals to cooperate during fire drills. The

: QMRP, however, stated that the BSP In question

| may have "expired” She statad that she would

. have the psychologist reassess Cllent #2.

On 6/16/2010, at approximately 12:55 p.m.,

i raview of the “Flre Drill Procedures” (not dated)

| revealed the following: "Flre drlll reports are due

- 6n or baforeé the 15th of the month to the

i Director.” At 2:54 p.m., the QMRP stated that the

. "Director” referred 1o in the policy was the

l agency's Program Director. No additional

! Information was presented before the survey
ended on 6/18/2010, There was no evidence that
the faciiily Investigated problems identified during

 fire drills.

W 460 | 483.480(a)(1) FOOD AND NUTRITION W460
' SERVICES

I Each client must receive a nourishing,
_ weli-balanced diet including madified and

I specially-prescribed diets,

This STANDARD is not met as evidencad by:
Based obsarvation, interview and record review,
' facility falled to ensure the provision of a well
! balanced, modified diet for ane of three clients in
I the sampie. (Clent #2)

| The findings include:

- 1. The facillty falled to clasely monitor Ciient #2's |
1 nutritional intake to ensure that it et his health 1. Cross reference W15 #2 [er10”]

i‘ needs, as avidenced below: |
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W 480/ Continued From page 20 If W 460 |
| On 8/16/10 at approximately 5:25 p.m., Client #2 | |
. was observed eating a high calorie, sweet snack, | I |
! including a 16 oz Coka. He was observed to
drink another Coke at dinner, and to only eat |

| approximately 10 % of his dinner meai,

| Interview with direct support statf during the

' survey, revealed that at times the client did not

| eat well. Interview with the qualified mentai

; retardation professional on 6/18/10 at 11:52 a.m.
| reveaied the client may not eat with his

. housematas, but eats at least 80% of his food at
most meals. interview with day program staff
revealed the cllent usualiy purchased a high

| sugar snack and a soda with his quarters from

' the group home for compliant behavior.

On 6/18/10 at 1:32 p.m,, the registered nurss

(R.N.} Indicated that the client had experienced a i
gradual welght ioss as a8 recommencied by the I
y Nutritionist and the primary care physician (PCP).

!

- Record review on 6/17/10 had revealed the client ‘ .

l had a graduai weight loss of 7 pounds (148 |
pounds to 139 pounds from 12/09 to 5/10, On

; 6/18/10 at 12:14 p.m., review of a medical : |

! progress note dated 4/10/10 had revealed a

| weight loas trend. "Usually missing meals and In

| bedroom.” On 5/28/10 the PCP noted that the

weight loss was desirable, based on the 1500

calorie restriction and the client's ideaj body

weight (IBW) of 134 to 144 pounds) for his height

of 5 feet

On 8/18/10 the nutritionai assessments dated
11/08, 2/10, and 510 revealed the Ciient #2
-1 cantinued to have a desirable weight loss, and t

iim within his iBW for height, Accordingly, the ! |
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- nutritionist Indicated that the prescribed 1500

calorie, low sadium, mechanically soft diet was

adequale to achieve this goal. Further review of

the nutritional assessments revealed "He !llkes

juica and sodas." Nutritional recommendations

 Included the following: “Provide ow calorie snack

Hst...Offer water with meals and snacks...

Continue to review nutrition regime with day

placement " At the time of the survay, however,

| there was no evidence that the cllent's calories
consumed had been adequately monitored to

; ansure that he received a nulritionally balanced

diet. Additionally, there was no evidence that the

nutritieniat had provided ongoing training to tha

! client to encourage his dietary compliance.

2, The facility failed to monitor Client #2's
nutritional intake to address his marginal
hemog!chin lavel, as evidenced below:

! Interview with day program staff on6/16/10 and
: group home staff on 6/17/10 and 8/18/10

: revealed that cfient preferred "empty calorie
snack"” instead of nuiritious snhack. Staff aiso
indicated that the client did not eat all of his food
during meals at imes.

On 8/18/10 at 12:15 p.m..the record review

‘ rgvealed Cilent #2 had a gradual waight loss,

reported as "desirable”, however,his hamoglobin

antinued to be marginal, after multiple testing, as
low:

" 10/22/08 - 11,2 gm {reference range 12.5 gm to
17.00 gm)

-21110-123 gm

5/410 - 10.8gm

5/28M10-12.1 gm

8/2110 -11.2 gm. !
|

W460

2. Primary Care Physician will review
hemoglobin Isvels and diet of Cllent #2 to
determine if thelr is a comelation between the
two. A consult will be made with the

(|[nutritonist.

7 ' 8/31/10
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On 8/18/10 at 11:12 a.m,, review of Cllent #2's
nutritional assessments dated 11/08, 2/10, and
| 6/10 had revealed no avidence the abnormal
hemogiobin had been addressed. Although the .
Cilent #2's hemogiobin hed been medically
! monitored for possible changes, at the time of the
[ survey, thera was no evidence that nutritional
intake had been assessad to datermine if their
was a possible corelation between the nutritional
aual:tyof his diet and his margina! hamoglobin
. loval,
W 474 | 483.480(b)(2)(ii) MEAL SERVICES w:nm'lcm,“i pr——TTT—Y [aare ]|

I Food must be sarved In a form consistent with the
developmental lavel of the cllent .

I This STANDARD s not met as evidenced by:

i Based on observation, staff interview and record

| review, the facility failed to ensure all clients
“racalved thelr meals In the form and consistency
as prescribed,

. Tha findings Include:

1 Observation on the evening of 8/16/2010 at 5:30

[ pm. revealed Cllent #3 was served two small

y potatoes that were approximataly two and % (2.5)
Inches round as part of his meal. Both potatoes

l were cut in half by the staff and Client #3 was

| served all four pieces whole. Record review on

' 8/17/2010 at 2:52 pm. revealsd, Cient#3's

* physician's orders prescribed he roceive a

; “regular chopped" diet

i Interview with the facliity * s qualified mental
| retardation professional (QMRP) an 81872010 at
] approximately 2:30 p.m. confirmed Client #3 did
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not receive his cormect food lexture during dinner
on the evening of 8/16/2010. The QMRP and the
facility * s nurse indicated they would work to

| address that oversight and re-train staff

| immediately. The facility falled to ansure Client
#3 was provided a * chopped * dietas
prescribed. [See also W182)]
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i A licensure survey was conducted from |
6/16/2010 through 6/16/2010. A sample of three
, fesidents was selected from a population of six i
! men with varying degrees of intallectual and/or l
. developmental disabilities.
" The findings of the survey were based on ’
. observations, interviews with staff and residents
* in the homa and at three day programs, as well
; @s a review of resident and administrative
| records, including incident reports,
10&2! 3503.10 BEDROOMS AND BATHROOMS 1 D82

| Each bathroom that is used by residents shall be
- equipped with tollet tissue, a paper towel and cup
i dispenser, soap for hand washing, a miror an_d

| adequata lighting.
j _

; This Statute is not met as evidenced by:
Based on observation and interview, the Group
Home for.Persons with Mental Retardation
(GHMRP) failed to equip all bathrooms used by

| residents with paper cups.

' The findings include:

1. On B/16/2010, at 3:17 p.m., there were no

! paper cups in the paper cup dispenser mounted
* on the wall in the restroom located on the third

- floor.

|

. 2. At 3:28 p.m., there ware no paper cups in the
| paper cup dispenser mounted on the wali in the
. restroom located on the second fioor,

1

3. Atapproximataly 3:45 p.m., there were no
P |

QMRP will equip sll bathrooms with paper )
cups. The QMRP will equlp all bathrooms i
with tollet tissua, paper towels, cup dispenser, !
soap, and mirror.

[ ]

|
|
|
|

o N

ittt Lo gran

v DT
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| paper cups In the restroom located in the
: basement,

! The qualified mental retardation professional,

_ who also served as house manager,

! acknowledged that there were no cups avallable
In any of the bathrooms in the facility.

| 090! 3504.1 HOUSEKEEPING 1080

[ The interior 2nd exterior of each GHMRP shall be
maintained In a safe, clean, orderly, atractive,
| and sanitary manner and be free of
i ﬁmulaﬁons of diit, rubbish, and objectionable
rs.

" This Statute is not met as evidenced by:
Based on observation and Interview, the GHMRP
' maintained the Intarior and exterior of the facility
- Ina safe, clean, onderly, attractive, and sanitary
: manner, except for the following observations, for
; 8ix of the six residents In the facllly. (Resldants
#1, #2, #3, #4, #5 and #8)

i The findings include:

: Observation and interview with the faciity’s

; qualified mental retardation professional (QMRP),
who also served as house manager, on

i 6/18/2010, baginning at 2:57 p.m. revealed the

: following:

; Exterior;

i the beck was peeling. will ba repainted,
L

" 1. The painl on the wooden trim on the extarior of 1. Waoden trim on the exterlor of back porch

[a3110 |

' Interior:

{
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|oaogcmmnuedFrompagez

the locatad on the second Roor
[Nate: A maintenance man
that aftemoan and at 6:45

i had been abated.)

| backyard within Resident #1's
‘ maintenance man cama to the facility that
j aftemoon and at 8:45 p.m., obsanvation of
' same window revealed that the deficiency
; been abated.]

:4.11|awfalablebmu
" decorative handies.
f

| The QMRP acknowledged the above-cited
| deficiencies at the conclusion of the
| snvironmental waik-through.

i

I 10ql 3504.16 HOUSEKEEPING

i Each GHMRP shall label inconspicuc
1 item of clothing as belonging to a particular
" reskient as indicated in his or her individual
. Habilitation Plan (IHP).

| This Statute Iamtmetasevldemedbm

: Baaedonﬂ\aenvknnmmanmpeeﬁon.m

ihminrpmmwiﬂamninlmh:ﬂaﬁan
(GHMRP)fanodhownsisany label

Ilnoonsplcuomlyeachﬂnmofcbﬁngas

belonging to @ particular resident, for five of the
« 8ix rasidents of the facllity. (Residents#1, #2, #,

: #5 and #8)
salhs Reguietion Adminitration

+ 2. Caulking around the top edgs of tha bathtub In
bathroom

| cracked and/or marved by biack miidew stains.

came Io tha facility
p.m., observation of
the same bathtub revealed that the deficiency

! 3. There wena na biinds in the window facing the
bedroom. [Note:; A

in front of the fireplace
=inu19l\gingmomwasnﬂsalngonaofmree

usly each

1090

oS be recaulked.

2. Top edge of the bathtub on second floor will |’

Resident #1's bedroom.

3. Blinds will be placed in the window of

I ]

the
had

|
|

replaced.

4. The sofa table's decorative handle will be

(I

1109

items of clothing are labeled.

Tha facility's staff wiii label, incanspicuously
each item of clothing for sach Residant. QMRP
will inspect wardrobe weekly to ansura that alf

| 7/110/10 |

group

TATE FORM
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1109, Continued From page 3
! The findings include:

+ 1. During the Inspection of the envircnment on

, 8/16/2010, beginning at 2:57 p.m., there wera

: sevaral pairs of white, athletic socks observed in
Resident #1's bedroom drawer that were without

; Inltials of any kind. The quaified mental
retardation professional (QMRP), who was

! present at the time, stated that client did not

| share the bedroom with any of his peers, Mixed

+ Into the same drawer wera socks marked with

| Resident #4's |nitials.

| 2. Continued Inspection revealed that

" had not established an effactive

| manage the residents’ clothing. Residents #5

: and #6 shared a bedroom, Inspection of their
underwear drawers revealed an undershirt

, marked with Res!dent #5's Initials was observed

. In Resident #8's drawer. Similarly, there were
underpants with Resldents #2 and #8 initials on

| them observed in Resident #5's drawer,

i The QMRP, who was present at tha time,
' acknowladged the above-cited deficiencies,

[ 110 3504.17 HOUSEKEEPING

; Each GHMRP shall ensura that sach resident’ s
clothing is kept in good condition, laundared, and
. cleaned.

{ This Ststute Is not met as evidenced by:

. Based en abservation and intarview, the Group

; Home for Persons with Mental Retardation

" (GHMRP) failed to enstira that residents' ciothing
. was kept in good condition, for two of the six

! residents of the facliity. (Residents #5 and #6)

facllity staff
fo

1109

| 110

1
|
|
|

The facliity's staff will Inspact each Resident's
clothing daily to ensure that they are kept In
good condition. QMRP will inspect wardrobe
of sach Reaident weekly to ensure that all
itams of clothing are kept in good condition.

.

712810 ’
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1 110] Continued From page 4 1110
i The findings include:

1. On 8/16/2010, at 3:07 p.m., Inspection of .
' Residant #5's clothing inventory revealed an |
. undershirt with a tattered collar and holes in the

I armpits.

; 2. On 6/16/2010, at 3:09 p.m., Inspection of

| Resident #6's cinthing inventory revealed three

. undershirts with tattered collars and holes in the
| armpits,

j The QMRP, who was present at the time,
* acknowledged the above-cited deficiencies.

1161 3507.2 POLICIES AND PROCEDURES V181 - [

' |
) n the fulure, company pdlicies ad procaduras |
! The manual shall be appraved by the goveming |- will be revlewed on an annual basis.
body of the GHMRP and shall be raviewed at

711810 ]
| least annually. |

H

| This Statute is not met as evidenced by:

. Based on interview and record review, the Group

| Home for Persons with Mental Retardation i
(GHMRP) governing body falled to document a |
review of its policies and procedures annually, .

; The finding includes:

|
| On 6/182010, at 1:37 p.m., review of the policy
and procedure manual that was maintained in the : [
| home reveaied a raview date 5/21/2008. The :
! quaiified mental retardation professional |
| telephoned their corporate office and at 1:50
: p.m., she stated that she had jus! been informed !
that the policies had been reviewed agsin since
' §/21/2008; however, no date was offered. She
acknowledged that there was no documsentation |
ailable to verify an annual review of the

av
feaith Raguﬁin Adminisiration ’
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- policies. No addltional information was presentad
" befora the survey ended on 6/18/2010.

!
1180 3508.1 ADMINISTRATIVE SUPPORT 1180 !

| Each GHMRP shall provide adequate : |
| administrative support to efficiently meet the

needs of the residents as required by their
I Habllitation plans.

| This Statute is not met as evidenced by: l

| Based on observation, Interview, and record
revisw, the GHMRP falled to ensure the Quafified

t Mental Retardation Professional (QMRP)
coordinatad, integrated, and monitored services,

1 for two of three residents in the sampie.

| (Residents #2 and #3)

| The findings includs:
¥

1. The GHMRP falled to coordinate services to ] !

i 9 #9 ’_]

t enaure Resident #2's behavior suppart plan 1. Gross refersnce W15 anno
{BSP) was consistently Implemented, as

i evidenced below:

- On 6/16/10 at 12:15 p.m., Resident #2 was

* observed seated at a table at his day program
hoiding a plastic bag, which contained 2 Ho Ho

| chocolate cake roils, a 8.75 ounce Hi C box

. drink, and a 16 ounce Regular Coke. The case

| manager Indicated that the resident brings these
almost every day. At 12:20 p.m. , the msident

| received a ground meal (chicken nuggets,

. caulifiower mediey, steak fries) and milk, which

| he consumed approximatsly 80%.

; Interview with the case manager on 6/16/10 at
- 12:25 p.m., revealsd the Resident #2 was

, Prescribed a 1600 caiorle, soft diet The case

| manager ravealad that akhough nutritious and

ieaith Reguistion Administration
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14801 Continued From page 6

| low calories snacks were avallable at the day

' program, it had difficult had to get the resident to

- select them, because he seamed to prefer

| concentrated sweels, such as cakes and regular
sodas, The case manager stated that the

j resident's salaction of inappropriate snacks had
been discussed at his quarterly meeting on

| 2/5/10, however, the meeting had not resulted In

| a sustained change In the nutritional quallty of the

i resident's snack selactions.

On 8/16/10, at 3:52 p.m., Resident #2was -

! observed at the dining table of his group home
eating a Ho Ho creme filled chocolate cake roll

| and drinking @ 16 cunce Coke. Obsarvation of
the dinner meal at 5:25 p.m. revealed the

» resident drank ancther 16 ounce Coke, however

| only ate approximately 10% of his meal,

‘ On 6/17/10 at 8:45 a.m., Resident #2 was

- observed in the kitchen of the group home with &
: plastic container in which there were 2 Ho Ho

l chocolate creme-fillad cakes and a 6.75 ounce Hi
* G box drink. (A partial case of HI C was observad
| [n the basemaent storage room.) The resident wes
! then cbserved asking for a soda. When staff told
" him there was no soda, he began to persistently

t request quarters,

i

_ Interview with the QMRP on 6/1610 at 11:40

| a.m. acknowledged that Resident #2's selection

! of inappropriate, high calories snacks had bean

; @ problem in the past. The QMRP stated that the

1 residant buys the sodas when he goes out to the

* volunteer site from his day program. She

i referenced the interdisciplinary discussion
concerning this issua at the resident's 211/40

: Quarterly meeting, According to the QMRP, the

I resident's behavior support pian (BSP) had been

; @pproved to allow him to purchase a hsalthy

F180

!
{EACH CORRECTIVE ACTION SHOULD BE l
]
i

H eQulation Administration
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" snack. The QMRP stated that the resident only

- heceived snacks approved by the nutritionist from
i the group home. Additlonally, she indicated that

j the direct support staff had baen Instrucied to

| teach the resident to purchase only nutrifibus

. snacks.

! On 6/18/10 at 12:17 p.m., review of Resident #2

i BSP (Cognitiva plan) dated 10/24/08 revealed a

| section entitied, "Quarters.” The background

; notes revealed the resident had a preoccupation

; of "having quarters on his person.” The BSP also
' revealed that "numerous plans and standard

» procedures had been ineffective, due partly to

| thelr complicated procedures, tha need for

- absoluts consistency of all involved, and the

| resident's ovarwhelming compuision with

| quarters, as manifested by Intense, persistent,

" and unyielding begging, borrowing, refusing to

. cooperate, tanfrumming and pestering.”

|

| Continued review of tha BSP on 6/18M0 at 12:22
P-m,, revealed that Resident #2's BSP included

i an objective: that he "will use the quarters
appropriately 100% of the trials.” The BSP further

: noted:, " he has often manipulated new staff or

| any staff who have attempted to develop money

. or food related plans for him. [Resident #2]

i hould not be allowed to build up huge quantities

' of quarters, food or drinks at home or his day

j program. This plan Is needed because in the past

i this has caused trouble. Ha should not be

* allowed to buy anything not on his dist

! At the time of the survey, there was no evidence.
. the QMRP had coordinated with Rasident #2's
+ the Interdiscipinary team, including the day

- ' program to develop effective strategies to reduce
i his purchasing of empty caldrie snack foods,

t+
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1180 Continued From page 8

2. The QMRP falled to ensure coordinate nutrition
: services for the development of g plan for
. snacks, within the framework of Resident #2's
| prescribed therapautic diet, as evidenced below:

 Interview with the QMRP on 6/18/10 at 11:40

| 8-M. revealed the nutritionist had provided an

- approved list of snacks fo be used at the group

: home. The QMRP Indicatad that the nutritionist

; Was aware that the resident's purchasing snacks,
+ $uch as the Ho Hos hed been a problem,and that
. he tended to be non-compliant with his diet.

i Additionally, the QMRP indicated that the

* Interdisciplinary team was aware of, and

| attampting to address the snacking Issue, and the
- kicking and screaming behavior exhibited when

. he did not get his preferred snacks.

| The review of the annual nutritional assagsment
; dabed 8/7/09, on 6/18/10 at 11:12 a.m. had

I revealed "He llkes juice and sodas.” The

: assessment had aiso revealed "Provide iow

; calorie snack list...Offer water with meals and

| snacks... Continue to review nutrition regime with
" day placement. " The subsequent review of the

. provided list of snack foods, however, had

i ravealed that most of the foods were

' inappropriate to the resident's caloric, sodium, or
‘ soft texture dietary restrictions.

]

| At the time of the survey, thera was no evidence,
, Services hed bean coordinated to maximize

| Resident #2's compliance with his therapeutic

: dietary regimen,

+ 3. The QMRP failed to investigate serlous
reportable incidents to ensure the heaith and
| safety of its residents, [See W154]

: 4.The QMRP failed lo ensure staff was effectively

1180

2. Cross refarence W159 #2

181’3110 I

[F7rer0 ]
t
| 8/10/10 |

3. Cross rafarance W154

4. cross refarance W92 I
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1180 Cpntinued From page 9

trained to Implement walking/ambulation
 protocols and meeltime feeding protocols for
- Resident #3, [Sea W192]

5.Tha QMRP falled to secure consent prior to
| sedating a Residant #3 for medical treatment.
i [See W283]

6. The QMRP failed to ensure the residential statf
| provided meals for Resident#3 in the form and
 texture as proscribed. [See W474)

]

1188 3508.5(c) ADMINISTRATIVE SUPFORT

| Each GHMRP shall have an organization chart
that shows tha following:

(c) The categories and numbers of supportive

i and direct care staff; and...

i

_ This Statute is not met as evidenced by:

: Based on review of the organizational chart

: presented, the Group Home for Parsons with
Mental Retardatibn (GHMRP) failed to ensure

i that the organizational chart showsd the numbers
of supportive staff,

{ The finding Includes;

! On 6/16/2010, at approximately 2:15 p.m,, review
_ of the facliity's Organizational Chart (not dated)

i revaaled that it did not indicate the number of

! direct support staff, number of medication nurses
; and’or the number of drivers providing support

' services to the six residants of the GHMRP. A

: moment later, the gualified mental retardation

i professional, whe also served as house manager,
, Stated that they had 13 direct support staff, 2

| medication nurses and an unknown number of
 drivers. Upon review of the Organizational Chart,

180

1186

ECross refarance W263

j [7neim07]

6. Crosa reference W192 #1

|| 8/310 '
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! she acknowledged that the numbers of those |
: aforementioned supportive staff were not
| indicated. No additionat information was
: presented before the survey ended on 8/18/2010.
i
1206 3508.6 PERSONNEL POLICIES 1208
| Each empioyee, prior to employment and
* annually thereafter, shall provide a physiclan ' s The physician's certification racords for S1,
; cartification that a health Inventory has been medication nurse and consultants will be
: performed and thal the employee ' s health status obtained and filed. in the future, QMRP will
- would allow him or her to perform the required enaure that each employee provides evidenca
. duties, of s physician's certification. I 712810

]

! |
' This Statute s not met as evidenced by: : . :
. Based on Interview and record review, the : l

GHMRP failed to ensure that each employse, i
* prior to employment and annually thereafter,

provided evidance of a physician's certification |
; that documented a health inventory had bean j
| performed and that the employee's health status
: would affow him or her to perform the required
. duties, for 1 out of 13 employees, 1 out of 2
| medication nurses, and 4 ou! of 11 professional
! consultants,

| The findings Include:;

' On 6/18/2010, at 2:30 p.m., the qualified mental

: retardation profeasional (QMRP) presented

| personnel records for all employees and
consultants. Beginning at4:00 p.m., review of

i personnel records revealed np evidence of

! current health certificates for the following:

i = 1 of the 13 direct support staff (S1);

mﬂﬂnn Ar.imfnhtmﬂon
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1208, Continued From page 11
: - 1 of the 2 medication nurses (N1); and,

I - the following consuttants: primary care

| physiclan, spaech pathologist, occupational

* therapist, psychologlst, behavior spacialist and
: physical therapist.

l On 6/17/2010, at 1:00 p.m., the QMRP presented
evidence of current health certificates for the

| psychologist and physicai therapist. No additional
- Information, however, was presented befors the

i Survey ended on the aftarnoen of 8/18/2010;

| therefore, compiiance could not be verified for the

. 1 direct support staff, 1 medication nuree and 4

| health care conaultants {primary care physician,

. behavior spacialist, speech therapist and

| occupational therapist).

. This is a repeat deficiency.

i Praviously, the licensure deficiency report dated
| 212072009, included the foliowing:

! “Interview with the house manager and review of

+ the personnel records on February 20, 2008,

, beginning at 2:42 p.m., ravealed the GHMRP

i falled to provide evidence that current health
certificates ware on file for § of 13 direct care

! mshﬂ’”(smﬂs #A, #C, #E, #F, #G, #H, #X #L, and

| t shouid be nated that Staff H in the 21202008

Survey wag the same employes (S1) who was
l without avidence of a current heaith certificate in
; this survey (6/18/2010).

DT ¥ confiruation sheet 12 of 31
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| 222; Continued From page 12
1222' 3510.3 STAFF TRAINING

J There shall be continuous, ongoing In-service
l training programs scheduled for all personnel,

This Statute s not met as evidenced by:
| Based on observation, interview and record
review, the GHMRP failed to ensure continuing
l training program for ail personnel to address the
' needs of two of three residents In the sample.
! (Resldents #2, and #3)

! The findings includes:

I. The GHMRP falled to ensure all staff was
| competent in implementing the modified food
- taxture and ambulstion protocols Resident #3.

! A [Cross Reference to Federal Deficlency Report
- Waz4q

' Resldent #3 was not provided a " chopped "
textured meal on the evening of /1772010, His
two and a half (2 1/2) Inch round potatoes were
cut in haif and served whole. The observation
was later confirmed via interviews with the
GHMRP ' s qualilfied mental retardation
professional (QMRP) and the registered nurse

i (RN) on 68/18/2010. The QMRP Indicated she

! would address the oversight immediately.

B. Observation on 6/16/2010 at approximately

4:15 p.m., revealed Resident #3 ' s ane-to-one

staff (evening shift) provided ambulation

* asslstance by standing slightly behind him and
supporting his walst and one arm as he walked.

| Observation on 8/17/2010 at approximately 11:40

« a.m. revealed Rasident #3 ' s one-to-one staff

; (day shift) provided support by placing his left arm

| undemeath Resident #3 ' s right arm to provide

| 222
1222

A. Cross referance W182 #1

|.[ 8o

B. Cross reference W182 #2

_|Temno |
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1222} Continued From page 13

! lift and support as they waiked to the bathroom.
That same technique was again used by the staft
whan they returned from the bathraom and
returned to his seat. On both oceasions,

" | Resident #3 was ohserved trying to lsan forward

' as he arnbulated to his destination. Both staff

» provided direct physical assistance o siraighten

i him out until he reached his destination.

| Record review on 6/17/2010 at 2:28 p.m.
revealed part of Resident #3 ' s walking protocol

i dated 7/18/2008 provided the following

l interventions:

{ (1) Staff should provide [Resident #3] with

l physicai assistance by placing their arm under his
: walst by halding on fo his gait balt.

: (2) During ambulation, staff shouid stand to the

| alde of [Residant #3].

" (3) Staff should provide verbal prompts o

. [Resldent #3} sa he can waik upright as rnuch as

i possible,

. (4)When [Resldent #3] begins to lsan forward or
walk too fast, staff should have him completely

I stop walking then start again.

The walking protocol confirmed that staff falled 1o
I use the gait belt as prescribed; falled io
i consistently stand by the " side ® of the resident
, during ambulation; falled to provide verbal
. prompts to encourage him to walk upright as
! much as poasible; and falled to ensure they
- stopped walking whenever Residant #3
l attempted to lean forward when ambulating.

i Interview with the qualified mentai retardation

| professional (QMRP) and the registared nurse

' (RN) on 6/18/2010 at 3:58 p.m. confirmed there
| has been no staff training frorn the physical

| therapist to address the interventions outlined in

i 222
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I222| Continued From page 14 1222 Cross reference W16 ] &m0 |

the walking program ovar the past year, Both the
QMRP and the RN indicated the lack of staff

: training and oversight by the PT s probably the
cause for the staff not consistently implementing
the walking protocol.

L 11. The GHMRP's staff falled to demonstrate the
' skills and techniques necassary to Implement

each resident’s behavior support plan (BSP), for
| Rasidents #2 .

» [Cross Reference to Federal Deficiency Report -
| W159] On 6/16/10 (12:15 p.m.) and 8M47/10

- (8:32 a.m.), Residant #2 was observed holding a
| bag snack with contained only high sugar foods.
l On 6/16/10 at 3:52 p.m., he was observed eating
' the aforementioned snack.

i Interview with the QMRP on 6/18/10 at 11:40

' a.m. acknowledged that Resident #2 salacting

. inappropriate, high calories snacks had been a

i problem In the past, According to the QMRF, the
{ resident buys sodas when he goes out to the

; vokunteer sits from his day program. The QMRP

| stated that the direct support staff had been

| trained on strategies in the BSP to enable tham to
_ assist tha resident in purchasing only nutritious

j snacks. ‘

' The review of the BSP dated 10/24/08 on 8H/10

+ at 1:40 p.m. revealed an objective which stated,

| "He will use the quarters appropriately 100% of

- the trials. The BSP further noted [Resident #2)

, Should not be allowed to bulld up huge quantities

t of quarters, food or drinks at home or his day

i program. According to the BSP, the should nat

| be allowed to buy anything not on his diet. On

I 6/18/10 and 6/17/10, the resident was chserved
with a bag snack which contained only high sugar

foods,
mm -
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i At the time of the survey, however, there was no
| evidence staff had received specific Instruction on
. how t manage the resident when he was
| observed with snacks that were not includad in
i the list of foods allowed by his therapautic diet
1372 2519.3 EMERGENCIES | 372
! m%%ggﬁzmmw\:thzz ?:;}:':tpm fire QMRP will post a iist of emergency phone
i and rescue squads the local police department, numbers by each telephone In the faciiity. The
dent' 8 physician, and ' QMRP will ensure thet an smergency list is
. ::—?url;saidnrl‘in;lgt‘or. end the agency s visible near avery telephons. '

; This Statute is not met as evidanced by:

. Based on observation and interview, the Group
i Home for Parsons with Mental Retardation

| (GHMRP) failed to post by each telephone,

' smergency numbers, which include at least fire
. and rescue squads, the local police department,
: each resident's physician, and the agency's

i on-duty administrator.

- The findings Include:
!

. 1. On 8/16/2010, at 5:30 p.m., there was no list of
| amergency contact numbers posted near the two

- {elephones located in the basement. There were

: saveral lists of agency employees posted near

! the telephone on the desk used by the qualified

" mental retardation professicnai (QMRP).

. However, after further review of said lisis, the

t GMRP acknowfedged that there was no list

" Identified as an "Emergency” Yst and that she

i could not locate any reference to emargency 911.

! 2. On B/16/2010, at 6:45 p.m., there was no list of
| emergency contact numbers posted near the
* telaphone located in the kiichen. This was

wation .
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residents In the facllity. (Resident #1)
'
. The finding Includes:

4

i Incidents Invoiving Resident #1.

" The qualified mental retardation professional
t (QMRP) was interviewed in the facllity on
6/18/2010, beginning at approximately 2:00 p.m.

I In addition to the reporting requirement in 3519.5,
each GHMRP shall notify the Department of
Heaith, Health Facilities Division of any other
unusual incident or event which substantially
interferes with a residant ' s health, welfare, living
arrangement, well being or in any other way
places the resident at risk. Such notification shall
be made by telephone iImmediately and shall be
foliowed up by written notification within
| twenly-four (24) hours or the next work day.

This Statute is not met as evidanced by:

Based on Intarview and record raview, the Group

Home for Persons with Mental Retardation

¢ (GHMRP) falled to ensure that aif Incidents that

: present a risk to resident’s health and well-being

{ were reported immediately to the Department of

. Health, Health Regulatien and Licanaing
Administration (DOH/HRLA), for one of six

; On 6/16/2010, at approximataly 11:30 am.,

. Interview with Residsnt#1's day program nurse
| revealed that the resident had been hospitalized
' a few maonths prior fo the survey. A pra-survey

* review of incidants that ware reported to
DOH/MHRLA had not, however, revealed any

twanty-four hours,

The QMRP will nofify the Department of Heaith
of any unusual Incidents or evanis within

ulation Admin
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1 She confirmed that Resident #1 had spent 2

+ weeks in a hospital psychiatric ward In 4/2010.

1 She described how the resiient's appetita was

| sporadic for saveral months prior to his

: hospitalization. Physiclans reportadiy couid not

! determine the cause(s) of what sha described as

, @ steady, chronic decline In his menta! status,

i The QMRP further Indicated that the resident's
medication regimen had been altered during that

| period. She described the resident as reming,

' shaking and showing othsr signs of distress.

| Eventually, the residant stopped eating

I altogether, When the facility Informed the

: psychiatrist that he went without eating for 3 or 4

| days, the doctor recommended that they admit

i him to a hospital to be stabilized.

' The QMRP acknowledged that the fagility had not

. prepared a written incident report for the

| hospitalization. Another govemmant official
reporiedly told her that an incident report was not

l necessary becauss a physician had

! recommended the hospitaiization, The QMRP
further acknowledged that DOH/HRLA was not

' notified by teisphone nor had the faciiity sent
written notification,

i On 6/16/2010, beginning at 2:35 p.m., review of

 the facliity's Incident Management System policy

; revaaled that "Unplanned hospltaiization or ER
visit for treatment of a chronic physical or mental

| lliness or condition" was Included In & st of
"Repartabie Incidents." The policy also Inchided

| the foliowlng on page 14: “incident report forms

| must be completed for all reportable incidents on
the Incident Report Form. Thesa Incident reports
{to Inciude all internal investigative documants)

} are to be maintained at the provider agency” shall

| be made avallable to all surveyors upon request”

1
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I It should be noted that upon further inquiry, the
QMRP stated that Resident #1's hospitalization
was not investigated. She alse Indicated that 1o
l date, the facility's medical team had not
. determined what precipitated his change in
1 condition and eventual hospitalization,
1399 3520.2(f) PROFESSION SERVICES: GENERAL | 1309
PROVISIONS A copy of the credentials for the parson
providing Spesch Language Therapy will be
Each GHMRP shall have avallable qualified obtained and filed. The QMRP will ensure that
professional staff to camy out and monitor all quallfied professional staff has a copy of
necessary professional interventions, in professional credentiais in thel file.
accordance with the goais and objectives of every

individual habilitation plan, as determined to be

‘ necessary by the Interdiscipinary team. The

- professional services may includs, but not be
limited to, those seivices provided by individuals

' trained, quallfied, and licensed as required by

: District of Columbla law in the following

_ disciplines or areas of services:

! () Speech and language therapy; and...

| This Statute is not met as evidenced by:

| Based on interview and record review, the Group

" Home for Persons with Mental Retardation

| (GHMRP) falled to ensure that a copy of

' professional crodentials was maintained for each
individual providing professional services at the

| GHMRP, as required by District of Columbia law,
In the foilowing diaciplines or area:

| (i) Speech and Language Therapy.
i The finding !s:

' Review of the personnes reconds on G/B/2010,
| beginning at 4:00 p.m., revealed that a current
kcense/professional certification was not available
Administration
STATE FORM - OTKI11 ¥ continuation sheet 10 of 31
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; for the Speech Language Therapist and/or her
| assistant.

i At approximately 5:15 p.m., the qualified mental

! retardation profesalonal confirmed that the

- license/ professional credentialing for the Speech
. Language Therapist and/or her assietant were

" not availabla for review, No additional

| Information was prasented before the survey

! endad two days later,

On 6/21/2010, beginning at 3:55 p.m., a
post-survey search of professional licenalng
records online revealad no evidenca that the
consulting Speech Languaga Theraplst was
licansed 1o practice in the District of Columbia, In
accordance with:
! Title 3, Chapter 12 of the District of Columbla
. Official Code
‘ | SUBCHAPTER V., LICENSING,
: REGISTRATION, OR CERTIFICATION OF
. HEALTH PROFESSIONALS
| § 3-1205.01. Licenss, registration, or certification
i required,
, (a) Allcense Issued pursuant to this chapter is
| required to practice medicine, acupunciure,
: chiropractic, registered nursing, practical nursing,
: dentistry, dental hygiene, dietetics, marriage and
! family therapy, massage therapy, naturopathic
medicine, nutrition, nursing home administration,
. occupational therapy, optometry, pharmacautical
: detaliing, pharmacy, physical therapy, padiatry,
. psychology, social work, professional counseling,
| audioiogy, speech-language pathology,
. respiratory care, advanced practice addiction
| counseling, or to practica s8 an anesthesiologist
! assistant, physician assistant, physical therepy
assistant, polysomnographic tachnalogist,
| occupational therapy assistant, or surgical
| assistant In the District, except as otherwise

Health Ragulation Tstraticn
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l provided In this chapter.
|4o1i 3520.3 PROFESSION SERVICES: GENERAL | 1401

PROVISIONS

l Professional sarvices shall include both diagnosis
and evaluation, Including identification of
davelopmaental levels and neads, treatment
services, and sarvices designed to prevent
det:'rioraﬂon or further loss of function by the

l resident.

This Statute is not met as evidenced by:
i Based on interview and record review, the
: GHMRP falled to ensure timely treatment
services for four of the six rasidents living In the
; group homa..(Residents #1, #2, and #3)

The findings Include:

~ services for the maintenanca of dental health of
i Residant # 3, as avidenced below:

Observation 6/16/2010 at approximately 4:20
p.m. revealed, Residant #3° s testh were

| disjointed and discolored. Record review on

i 6/17/2010 at 2:30 p.m. revealed the following
dentzl treatment history:

| (a) 8/8/2009 - Findings: patient highly aggressive
. today, Examination reveals moderate to heavy

I calculus deposits. Recommendations: patiant

I needs full mouth scaling. Pleasa sedate this

i patient before the naxt appointment Retum

. appointment date: 11/30/2009

1

! (b) 1173072009 - Denlal consuit sheet on file, but
; :;re was io evidence this appointment was
t kept.

| 1. The GHMRP failed to ensure timely treatment

1. Croas reference W3a5s5

[ 7718110 |

t
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| (c) 2/2/2010 - Dental consult sheet on file, but
there was no evidence this appointment was -
1 kapt.

: {d) 4/6/2010 - Findings: oral examination reveais
+ heavy calculus deposits.., Adult prophylaxis and
» polishing. Recommendations: patient needs

| scaling, will submit to Insurance for authorization
' and will call to schedule and once authorization Is
| returned. Return 2ppolntment date: will call {to

i schedule]

| (e) 47872010 - Findings: petient unable to foliow
. commands or sit stil to complete x-rays needed
| for medical request for x-rays ... for scaling.

i Interviaw with the qualified mental retardation

| professional {QMRP) and the registered nurse
(RN) on 6/17/2010 at 3:48 p.m. confirmed there
was no documented evidence to explain why the

| 11/30/2009 and the 2/2/2010 denta! appointments

" were missed, Upon further interview, the QMRP
added that Resident #3 could not attend his
2/2/2010 dental appointment because she was

' not able o secure consent In ime for him to keep

j that appointment. Bacause of that, the

! appointment had to ba pushed back. Rezident
#3' s oral health degraded from maderate to

| heavy calculus deposiis to heavy calculus

. deposits between the dates of 6/8/2000 and

| 4/6/2008. The additional treatment of scaling that

* was attemptad on 4/8/2009 was not completed

i due to Resldent#3 ' s non-compiliant behavior.

 The GHMRP falled to ensure Resident #3
raceivad timely dental services,

H

i 2. The GHMRP falled o ensure nursing services
! were provided in accordance with the needs of

1401

IZ. Cross refsrence W331

I 7M9/10 l
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! Resident #1, as evidenced below:

I The GHMRP's nursing services falled to develop
| an effective protocol to accuratsly monitor stools
1 for one reaident who were prescribed stool

! safteners to pravent constipation.

1

| Observation of the medication administration on
8/18/10 at 8:15 a.rn. revaaled Resident #1 was

: administered Polyethylene Giycol (Miralax) in 8
ounces of water. interview with the Trained

| Medication Alde revealed the resident received

] the medication to prevent constipation.

* Review of stool records to determine the
effectiveness of the medication revealed
Residant #1 had no stools documented on 5/1/40

. through &/6/10. It should be noted howaver, that

i §/3/10, 5/4/10 and 6/5/10on the 8 a.m. - 4 p.m.

! had the entry DP (day program). Review of the
administration record reveal resident was
administered a laxative, Mitk of Magnesia 400

; mg/8 mi. (30 cc po QD, as needed for

| constipation , if no BM In 3 days. The MAR
reveslad that the MOM was affective.

| Interview with the primary registered nurss (RN)

. bn 6/18/10 at 1:15 p.m. indicated that it was

| unlikeiy that Resident #1 had not had a siool in §

| days, however the MOM had been administsred

1 to ensure that the resident did not become

i extremely constipated. Further Intarview with the

| nurse, however, revealed that a system had not
been implemented to monttor stools the resident
may have at his day program. It was also noted,
that the stool records for 4/10, 5/10, and 6/10 for
weekdays had entries of "DP" (day program) or
wera left blank.

| At the time of the survey, there was no evidence

| 401

Regulation Administrabon
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t that the GHMRP had developed a system to

l ensure stool monitoring In all satting in order to
: determine the effectiveness of Residant #1

: prescribed Miralax.

' 3, The GHMRP failed to ensure the provision of a
| well balanced, maodified diet for Resident #2, as
avidenced below:

| A. The GHMRP falled to closely monitor Resident
#2's nutrtional Intake 1o ensure that it met his
| health needs.

: On 8/16/10 at 3:52 p.m., Resident #2 was

| observed eating a high calorie, sweet snack,
! including a 16 oz Coke, He was chserved to
1 drink another Coke at dinner, and to only eat
| approximately 10% of his dinner meal.

* Interview with direct support staff during the
survey, revealed that at times the resident did not
! eat well, Interview with the qualified menta

| retardation professional on 6/18/10 at 11:52 a.m.

| revealed the resident may not eat with his

! housamates, but eats at laast 80% of his food at

, most meals. Interview with day program staff

| revealad the resident usually purchased a high
sugar snack and a soda with his quarters from
" the group home for compllanlbehavlor

; . On B/18/10 at 1:32 p.m., the registered nurse
(R.N.) Indicatad that the resident had

f experisnced a gradual weight loss as as

' recommended by the nutritionist and the primary

l care physician (PCP).

; Record review on 6/17/10 had revealad the
i resident had a gradual weight loas of 7 pounds
{145 pounds to 139 pounds from 1279 io 5/0.
| On 6/18/10 at 12:14 p.m., review of a medical
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. progress note dated 4/10/10 had revealed a

| weight loss trend. "Usually missing meals and In

* bedroom.” On £/28/10 the PCP notad that the

| welght loss was dasireble, basad on the 1500

: calorie restriction and the resident's ideal body

I gfeiggteﬂBW) of 134 to 144 pounds) for his height
5 feet.

On 618/10 the nutritional assassments dated
11/08, 2110, and 5/10 revesled the Resident #2
continued to have a desirable welght loss, and
was within his IBW for height, Accordingly, the

* nutritionist indlicated that the 1500

| calorie, low sodium, mechanically soft diet was
adequate to achleve this gaal. Further review of
the nutritional assessments revealed "Hs likes
uice and sodas.” Nutritional recommendations

; Included the following: “Provida low calorie snack
| ist...Offer water with meals and snacks...

' Continue to review nutrition regime with day

| placement " At the time of the survey, however,

+ there was no evidence that the resident's

: calories consumed had been adequately

1 monitored to ensure that he received a

" nutritionally balanced diet. Additionally, there was
| no svidence that the nutritionlst had provided

. ongoing training to the resident to encourage his
. dietary compliance.

I 4. The GHMRP falled to monitor Resident #2's
nutritional Intake to address his marginal
hemoglobin lavel,

Interview with day program staff on 8/16/10 and
proup homs staff on 6/17/10 and &/16/10

| revealed that resident preferred "empty calorie
snack" Instead of nutriious snack. Staff also
Indicated that the resident did not eat ail of his

. food during meals at imes.

1404
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On 6/18/10 at 12:15 p.m. the record review

{ revealed Resident #2 had a gradual weight loss,
| reported as “desimble”, however,his hemogicbin
| confgunued o be marginal, after multiple testing,

| a8 follow:

| 10/22/08 - 11,2 gm (reference range 12.5 gm to
| 17.00 gm)

2/1/10-12.3gm
] 5/4/10 - 10.8 gm

5/28/10 - 12.1 gm
i 62MH0-11.2 gm.
! On 6/18M10 at 11:12 a.m., review of Residant #2's
. Nutriticnal assessments dated 11/08, 2/10, and
t 5/10 had revealed no evidence the abnormal
. hemoglobin had been addressed. Although the
! Resident #2's hembgiobin had been madically
| monitored for possible changes, at the time of the
survey, there was no evidence that nutritonal
intake had been assessed to detarmine if their
was a possible comeiation between the nutritional
quality of his diet and his marginal hemoglobin
lavel.

5. The GHMRP falied to ensure that the
intardiscipiinary tsam, including a qualified
dietitian, physiclan, and the psychologist,

- determined how the use of food would be

1 monitorad as intagral a part of a program o

: manage Inappropriate behavior, Resident #2, as
! evidenced below;

’ [Crass refer to Federal Deficiency Report -
Citation W158). On 6/16/10 (12:15 p.m.) and

I 6/17/10 (B:32 a.m.), Resldent #2 was observed

« holding a snack which contained only high sugar
foods. On 6/16/10 at 3:52 p.m,, he was observed

: eating the aforemertioned snack.

|4u1i

1401
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 Interview with the qualified mental retardation
1 professional (QMRP) on 68/118/10 at 12:37 p.m.,
Indicated the resident had purchased the snacks
while at his day program. Continued Intsrview
with the QMRP revaaled that Resident #2's
preacribed 1500 calorie diet permittad him to
1 have only nutritious snacks, which wera in
accordance with his diet plan. According to the
QMRP, the inclusion of the snacks was approved
In the resident's behavior support plan dated
10/24/09. The QMRP, however, revealed that no
writtan plan/stratagies had been developed or
implemented which incorporated food as a
! behavior reinforcer into the resident's 1500
calorie therapeutic diet.

1 The review of tha BSP dated 10/24/09 on 8/18/10
] at 1:40 p.m. revealed an objective which stated,
"He will use the quarters appropriately 100% of
_the trials. The BSP further noted [Resident #2]
! should not be allowed to bulld up huge quantities
of quarters, food or drinks at home or his day
program. According to the BSP, the should not
be allowsd fo buy anything not on his dist. On
i 8M16/10 and 6/17/10, the resident was observed
with a bag snack with contained only high sugar
: foods,

1 Atthe time of the survey, however, there was no
evidence a specific plan had been developed to
Integrate and monitor foods provided as
reinforcers Info the Resident #2's diet and
behavior support plan.

i

| 422 3521.3 HABILITATION AND TRAINING | 422

Each GHMRP shall provide habilitation, training
and assistance to residenis In accordance with
* the resident ' 8 Individual Habilitation Ptan.

[[Crass referance W50 EEEN
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This Statute s not met as evidenced by:

Based on observation, inlerview, and record

' review, the GHMRP failed toc ensure continuous

- active treatment was implemented In accordance
with the interdisciplinary team (IDT)
recommendations for one of three residents In
the sampie. {Resident #2)

The finding includes:

[Cross refer to Federal Deficiency Report -
W158}. The GHMRP failad to ensure

| Interventions identified in Resldent #2's behavior
! support plan were consistently implemented as

. evidenced below:

1 On 6/16/10 at 12:15 p.m., Resldent #2 was

" observed seated at a table at his day program

i holding a plastic bag which contained 2 Ho Ho
chocolate cake roils, @ 6.75 ounce Hi C box

! drink, and a 16 ounce regular Coke. The case
manager Indicated that the resident brings these
almost every day. On 6/17/10 at 8:45 a.m.,
Resident #2 was observed in the kiichen of the

* group home with a plastic container in which

» there were a sealed packet of 2 Ho Ho chocolate

| tcilr'iame-ﬁlled cakes and a 6.75 punce Hi C box

i drink.

i Interview with the QMRP on 6/18/10 at 11:55
a.m., indicated that the resident's behavior
support plan (BSP) approved that he be able to

| purchase a healthy snack from the st provided

1 by the consulting nutritionist. According to the

* QMRP, Resident #2 purchased regular sodas

i and the snack cake while he was at his day

! program.

1 On 6/18/10 at 12:17 p.m., review of Resident #2's
! BSP dated 10/24/09 revealed, "He should not be

Health Regulation Adminfstration

STATE FORM ' d DTKJIt

¥ contireation shest 28 of 31



3015889287

07-19-2010

PRINTED: 07/07/2010
FORM APPROVED

04:52:26 a.m. 54 /56

STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION

1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HFDO3-0088

£%2) MULTIPLE CONSTRUCTION
A BUILDING
B. WING

{X3) DATE BURVEY
COMPLETED

e e—————

NAME OF PROVIDER OR SLPPLIER
COMMUNITY MULT] SERVICES, INC

BTREET ADDRESS, CITY, STATE, ZIP CODE

3818 ALBERMARLE STREET NW
WASHINGTON, DC 20008

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

0
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TO THE APPROPRIATE DATE

| 422i Continved From page 28
| allowed to buy anything not on his diet" At the
- fime of the survey, there was nb evidence that the
- reskient was being provided continuous active
| treatment to encourage him fo buy those food
| allowed on his therapeutic diet, in accordance
with his approved BSP.

I 600) 3523.1 RESIDENT'S RIGHTS
Each GHMRP rasidence director shall ensure
that the rights of residents are observed and
- prolected in accordance with D.C. Law 2-137, this
: glapter, and other applicabla Disfrict and faderal
WS,

. This Siatute is not mat as evidenced by:

Based on pbservations, interviews and record

' review, the GHMRP failed o obsarve and protect

! residents’ rights in accordance with Titla 7,

: Chapter 13 of the D.C. Code (formerly called

D.C. Law 2-137, D.C. Code, Title 8, Chapter 19)

and other District and federal laws that govem the

- care and rights of persons with mental
retardation, for one of the three residents in the

i sample. (Resident #3)

i

* The finding includas:

l. The GHMRP failed fo protect residents’ rights
by not informing the residents' medical guardians
of changes in their condition and the use of
psychotroplc medications for behavior -
management [Tide 7, Chaptar 13, § 7-1305.05(h),
formerly § 8-1965(h)].

Staff interview and record review revealed the

GHMRP falled to secure consent prior to sedating

' Resident #3 for medical treatmeant, as evidenced
below,

i

1422

el

Cross refarence W154 (72810
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On 8/17/2010 at 2:40 p.m., record review
' revealed Rasident#3 attsnded a denta|
assessment, but was not able to compiete the
+ assessment due to his maladaptive behavior,
] Interview with the registered nurse {(RN) and the
qualified mental retardation professional (QMRP)
) on 8/17/2010 at 4:10 p.m. revealed Resident #3
was sedated on 4/8/2010 for dental appointment.
* Further record reviaw on the same day at
i approximately 4:18 p.m. revealed Residant#3's
I medication administration record (MAR)
' confirmed he received 2 mg of Alivan as a
. measure of sedation for his dental appointmeni.
i
" Intarview and additional recond review with the
1 GHMRP's qualifiad mental retardation
professional (QMRP) on 6/17/2010 at
approximately 4:30 p.m. revealed she raceived a
signed consent for the sedation on 4/8/2010 from
the legal guardian, one day after Resiient #3 was
sedatad for his dental appointment,

: The GHMRP falled o ensure consent was
obtained prior to Implemanting sedation
measures to snsure a residant received medical
care.

I. Cross refer to W154. Based on staff interview
and record raview,the GHMRP fafled to ensure

- the right of each resident to have unusual

| Incidents investigated thoroughly for one of three
; residents In the sample (Resident #3]

i Record review on 8/18/2010 at 11:45 a.m.

| revealed six (8) unusual incldents weare on file at
the tme of survey In Resident#3's records.

. Further review revealed thers were no

i investigations on fils for any of the six unusual

* Incidents reviewed,
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i | Cross refer to W263. The GHMRP falled to

| protact residents’ rights by not informing the

. residents' medical guardlans of changes In their
condition and the uee of psychotropic
medications for behaviar managemenl [Title 7,
Chapter 13, § 7-1305.05(h), formerly §
6-1865(h)). :

 Staff Intesview and record review revealed the
GHMRP falled to secure consent prior to sedating
Resident #3 for medical treatment, as evidenced

- below:

On 6/17/2010 at 2:40 p.m,, record review

" revealed Resident #3 attended a dental
assessment, but was not able to complote the
assessment due to his maladaptive behavior,
Interview with the registered nurse (RN} and the
quaiified mental retardation professional (QMRP)
i 0n 8/17/2010 at 4:10 p.m. revealed Resident #3
was sedated on 4/8/2010 for dental appointmeant.
Further record review on the same day at
approximately 4:15 p.m. revealed Resident#3's
medication adminlstration record (MAR)
confirmed he received 2mg of Ativan as a
measure of sedation for his dental appointment.

Health Regulation Adminstrelion

STATE FORM ue DTKMY i continuation sheat 31 of 3%



