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A recertification and death investigetion survey

were conductad from Jenuary 4, 2010 through

éﬂnumnryd: 20:3, The survey wu;niﬁunt:d using
a fundamentsl survey process. A random

.umphofmmdhnlxﬁmdfmma W\Wu& 3\\,\ \0

 populetion of five male clients with various levels UMBIA
VERNMENT OF THE DISTRICT OF COLU

of mental retardation and dissbillies. GOVE N SRTMENT 0: Hm%;;imﬂo

The find of the su was babed on HEALTH REGULATION ALY

nbllwat"c?n‘s stthe gnw;pv hOI':I and three day 825 NORTH CAMTOL ST, N.E., 2ND FLOOR
rame, inlerviews with staff, and the review of - WASHINGTON, D.C. 20002

clinical and sdministrative records including

! Incident raports.

On January 2, 2010, Wholistie, Inc. nofified the
State Agency (SA) vis facsimile of the death of
Client #8. o the incident neport,
Washington Hoapitel Center (WHC) catied Client
#6's group home and Informed the residental
tacility thet the dient had expired. Client #8 had

: b:en hospitakized, st the WHC since Dacember
29, 2006.

The State Agency Initiated the onsite investgation
into Cliant death, fo verify the fachily's

. compliance with federsl and state reguletory
requirements related 1o health care menagement
prior to his hospitalizaiion.

| Based on the investgative findings pertaining o
the death of Client #9, Federsl gnd State
licenaure deficlent pracices were identfiad. As of !
this daie, Heslth Regulstion Administration (HRA)
lo unabla io conclude that the faclity's sotions or
Inaction caused or precipitated the death of the
cllent. Upon receipt of the autopsy resulis. an
addendum will be added as approprists.

W 130 | 483.420(a)(7) PROTECTION OF CLIENTS w 130\

LADDRATORY DIRECTOR'S OR A TURE 0F) DATE

wmmmﬂumnuuuMMhthmummmmIhdohmﬂndtd
mmmmmlmmhﬂmmmm,l Excagt for AUrEing homes, the fndings stuted shove are disciosable 90 days
following the cate of survey whether or net & plan of commection i provided, F«nmmhMMﬂMJMu‘WN
dmmmmmmmMMmuﬂ lity. «m-um.mwmumumuwu
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W 130

Continued From page 1
| RIGHTS

| The facility must eneure the rights of all clients.
| Therefore, the fadlity must ensure privacy during
! reatment and care of personal ndeds.

' This STANDARD is not met as evidancad by:
. Besad on obesrvation and intarview, the fecility
falled to ansure sach client's right to privecy

during care of personal needs, for two of the !
1;"|ru*3 clients inciuded In the eample. (Client#2 |
and #3) .

The findings include:

On January 5, 2010, st appraximataly 4:00 p.m.,
Client #3 was cbearved walking into the bathroom
while Client 22 was obsetved using the tollet.

On January 8, 2010, at approximately 4:30 p.m.,
Client #3 was observed entering the upetairs
bathroom while the surveyor was was using the
facliities. Just before Client #3 entered the
bathroom, the surveyor heard the licansa
| nurse (LPN) say, “no walt” but, Cllent &3

walked In the bathroom and proceeded o pull hie

down. Tha surveyor Immediately came out
the bathroom and ebesrved the LPN standing in
. H&loﬁuwwWattMragw nures
: (RN).

Interview with the fecility's quelified mental

o a5 . revesied
0 Bt 4 m-.

ataft lhum have ensured Clplé'm #2 and ¥3's

Review of Client #3's oooupational therapy

W 130

FORM GMB-2657(02-04) Pravious Versions Obeelem Everd 1D-CJE11Y

Favilly IO 0O9GHO7

If sontinuetion sheet Puge 2 of 12

F021



0270472010 12:20 FAX

003/021
PRINTED: 01/26/2010 °

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRO\Q%D
1
STATEMENT OF DEFICIENGIED {X1) PROVIDER/GUPPLIER/CUA (X2) MULTIPLE CONSTRUGTION DY) DATE BURVEY
AND PLAN QOF GORRECTION IDENTIFICATION NUNBER: A BULDING COMPLETED
09G107 B WING 01/07/2010
HAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, ETATE, 2 CODE
7429 TTH STREET, NW
WHOLISTIC 08 WASHINGTON, DC 20011
(%4) 1D SUMMARY STATRMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREOTION
PREFIX (BACH DEFICIENGY MUST BEE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE ComPLETON
TAG REGULATORY OR LSG DENTIFYING INFORMATION) TAG cnosn-saa;gen TO THE APPROPRIATE DATE
W 130 | Continued From page 2 w130 (W 130
assesement dated September 30, 2009, on An Individusl Program Plan
tovenlad tha chark Usap o ket napancderty (IPP) goal of enhancing
but requires prompting 1o ensure privacy (clesing privacy will be put in place for
the door while in the bathroom). Review of Client client #3. Staff will implement
#3's individual program pian (IPP) revealed na program gosl duily. 0203/10
evidence of fraining in ths anea of privacy. ;
W 148 | 483.420(c}{8) COMMUNICATION WITH W 148
CLIENTS, PARENTS & :
The facility must the cllant's
" parents or guardian ef any significant Incidents, or
changes in the cllent's condition including, but not
limited to, serious illneas, accident, death, abuse,
or unauthorized absence.
This STANDARD is not met as evidenced by.
.Bmdgninhwmndwrdw.mi W 148
fa nofity family member andior n
an injury of unknown ongin, for one d?-nhlnm Staff will be trained on
investigation. (Cllent#8 - deceased) i | incident management policies
and procedures, Exaphasis of
The finding Includes: the training will be, informing
Review of the Client #8's nursing notes dated all parties (including the
December 29, 2008, on Jenuary 7, 2010, at administrator) of an incident.
approlem?ly J‘o:oo am, m th;t Clsnt #6 |
had @ Z X 2 inch brulye on . Further
I review of the nursing note, Indicated inquiry wes Training of staff on incident
made to the client regarding the brulss on his management policies and _
knee. The d::‘ ' “:1- "l W&m\mg procedures will be done semi-
." No swelling was noted.
further nofed that the Incident Management snnually to easure
Coordinator (IMG) was notfied, via voice competence. 0203110
message. ‘
There was no evidenoe that Clent #8's family
i mamber (sisier) had been notified of the Injury.
FORM CMS-2687(02-09) Provious Versiary Qlaisle Event D;CJB111 Feoly IO 09310 ¥ sertinustion shes{ Page 3 of 12
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W 153 | 483.420(d)(2) STARF TREATMENT OF | w163
CLIENTS ‘
The facility Must ansure that ol allegations of |

_ . mistreatment, naglect or abuse, as well as
injuries of unkngwn sourcs, are reported
. immediataly to the administrator or to other
officials in accordance with Stete law through
established procadures.

- Thizs STANDARD is not met as evidenced by,
Basad on Interview and review of client's records,
the facility fallad to snsure that ali injuries of {
unknown origin were Soneistanty reported
immediately to the sdministrator and 1o the State
agency, for one of the client included in the i

investigation, (Client #6)
The finding includes;

Review of the Client #6's nursing note dated

' Pecembaer 20, 2009, on Jenuary 7, 2010, at

| @pproximataly 10;00 a.m., revealed that Clent#8

: had @ 2 X 2 inch bruise on his knes. No swelling

wes noted. The registefed nurse (RN) asked the

client how he sustsined the bruisa on his knes,

and he repliad, *I dopn't know." The RN further

noted that the incident Management Coordinator
{IMC) was nctified, vis voice messege.

" An interview was conductad with the RN on
January 7, 2008, ot beginning st 12206 p.m., 1o .
aecestain informetion regarding the biuise on i
Client#6's knes. The RN rovesied that the cllem
was weak snd did not est bresidest. She
informed tha staff thet she would come ta the
; Facifity and assess the client. Tha RN sssessed
the client on Decamber 29, 2000, at
approximately 11:00 a.m., and noted thet there

i
FORM TM3-2567(02-04) Provious Versians Obbinls Evamt D:CJINN Fachity 0 00Q107 ¥ continuation shoel Page 4 f 12
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W 153 Continued From page 4

was a bruise on ihe ckents right knea, At the
tima of the etssssmant, the RN made inquiries fo
the house manager and swalf and they did not
provide any inforrmetion about the bruises on the
cliant. The RN then celled the IMC and left a
maessage on her vaios mall. Further interview

'mulo:lmattholmc In not tha administator.
w1sa | éaal. 420(d)(3) STAFF TREATMENT OF

The facilly must have evidence that all alleged
viciations are thoroughly investigated.

This STANDARD s not met ss avidanced by:
Based on Interview and recond review, the facility
falind to provida avidenoe thet all incidents
invoiving injuries of uniknown origin had been
thoroughly Investigated in acoordance with the
sgencies policies and procedures, for ona client
Included In tha Investigation. (Client #5)

The fding includes:

. Review of Cllant #8's nureing notes deted
December 29, 2009, on January 7, 2010, &
approximately 10:00 w.m., nevealed that Cllent #6
had a 2 X 2 inch brulee on his knee. No sweling
was noted. The mgistered nurse (RN) asked the
client how he susiaingd the bruise on his knee,
and he replied, "i don't know.”

Review of the facility's incident reports on January
i 4, 2010, ot 5:00 p.m., revesiod no evidence of the
nfunmibnd incident report, Interview with the
RN on Jenuary 7, 2010, beginning st 12:08 p.m,,
indicated thet the Incident Managament
Coordinator {IMC) was notfed, via voke
massaga on December 20, 2008, at

W 153 !

' W 153
Cross-reference W 148

——— T — e =

W 154
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W 154 ° Continued From pege § W 154
- approximately 12:30 p.m. .
Interview with the quaiified Mentsl retardation W 154
prgauslonul on Jl:;am LZIHD at approximately Staff will be trained on the
1:00 p.m., revea had spoken with the ’
(MC snd was informed that tha investigation was lge:gl:r[::llcles “;:' to
" still being conductd due to the high volume of ' pro pertain
incidants, reporting and inveatigation of
At the time of th the taciiity falled 1o ; | incidents. |
me of the sui ‘
provide evdence et 06 aforementioned incident| i 0203/10
was Investigated.
W 159 489.430(a) QUALIFIED MENTAL W 1568
RETARDATION PROPESSIONAL

Each client's active trestment program must be
intagrated, coordinated and monitored by a
quallfied mental retardation professional.

This STANDARD is not met gs evidenced by:

' Basad on obsarvation, sifT interview and record
review, the faulﬁu Quaiified Mental Retardation
Professional (QMRP) fallad to complets the

consent forma, for one of three clients in the

sampla. (cllunt M)

The findings Incluce:

Qbservation on January 4, 2010 at6:20 p.m,,
revealed the trained madication employee
a:limlnﬁm Prazec, Risperdal and Klonopin to
Cliont#1.

Racord review on Januery 8, 2010, at 1120 a.m.,
revealed the foliowing medical conaent forms:

a. Alivan ong hour prior to an ENT appointment
daled Septamber 5, 2000, 1
]

FORM CMS-2BI7(02-00) Provious Versions Obsolte EMD:CJ!‘I‘” Fadiity ID: 08G107 ¥ curtinuation shast Page & of 12
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W 169 | Continued From page 8 w150
b. Valium one hour priar to EKG gnd Chest X-ray
appointment dated November 24, 2000.
. Prozas increased 40 mg by mouth every
evening to 40 mg by every moming and 20
Mg every evening,
Further review of the consent forms revesied
s Tk intog 5 cadmant & G N MRP
Xos | congen t
. abave-mentioned mediostions", and "1 do ot mmg.“mm' the Q
consent to Client #1 taking the above-mentianed review all consent forms
medication. before they are filed to ensure
that they are completely filled
Interview with the QMRP on January 7, 2010, &t | (one Of‘t};le two bo';u is ot
approximetely 2:30 p.m., revedled that he was
responsible for ensuring that the consent forms checked) and signed, 0210310
are commpleted.
W 189 | 483.430(8)(1) STAFF TRAINING PROGRAM w189

 efficlently, and competently.

The facilty must provide ssch empioysa with
Initial 8nd continuing training that enables the
empioyes to perform his or her duties effectively, .

This STANDARD (s not met ss svidenced by:
Based on obsarvation, interview and record
review, the facility falled to snsure that each
employee had been provided with adequate
training thet anables the smployes 1 perform his
or her duties effectively, for ohe of thrae clients in
tha sample. (Client $2)

The finding includes:

Observation on Jenyery §, 2010, et approximedaly
10:30 &.m.. ravealed t #2 wearing a wind

FORM CMS-2567(03-29) Previgus Vivslong Oltolan Everx 1D CIB111
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W 188 Continued From page 7

breaker while axiting the dey program. Interview
with the day program staff revealed Chant #2 was
going on a communlly outing. Further intarview
indicaied Cllent #2 had s winter coat that he has
worn o school during the cbld wegther. Waeather
reports for the day indicated a high tsmperature
of 32°F,

Interview with the facility's house mansger (HM)
on January 5, 2010.§urm:dmably 4:30 p.m.,
» revealed Client #2 did not want to wear & winter
. caat b school, The HM also ststed, “he was

. walking from the houss o the van®, therefore

' Client #2 did not need his winter coat.

Thers was no eviience presenied dr on file at the
time of survey io aubstentiste that the facility had -
taken tha measures o ensure Client #2 was
tralned on how to dress properly according (o the
weather conditions,
483.440(c)(8)(lii) INDIVIDUAL PROGRAM PLAN

" The Individual ram plan must include, for
those clisnts who hem, training in personal
skills essential for m and independenca

{including, but not o, wilet treining,

I hyglene, dentsl hygiene, self-feeding,
thing, drassing, grooming, mnd communication
of basic nesds), untl it has baan demonstrated

; that tha client ia developmentally incapabla of

acquiring tham.

W 242

This STANDARD s not met as evidenced by:
Based on observation snd staff Interview, the
facliity failed to ensure that each client wes taught
to protect their privacy during personsl care, for
one of three cllants in the sample. (Client #3)

W 188

.| W 189

A training goal geared towards
enhancing client #3"s
knowledge of dressing
appropriately given the
weather condition will be put
in place.

03/03/10

W 242
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W 242

W 240

Continued From page §
The findings Include:

On January 65, 2010, at approximaiely 4:00 p.m.,
Client #3 was cbeerved waiking Into the bethroom
while Client #2 was observad using the toillet.

On January 8, 2010, at spproximately 4:30 p.m.,
Client #3 was cbesrved sniering the upstalrs
bathroom while the surveyor was was using the
facliities. Just bafore Client #3 entered the
bathroom, the su haard the license
practical nurse (LPN) say, "no wait" but, Client #3
walked In the bathroom and proceeded o pull his
pants down. Tha surveyor Immediately came out
the bathroom und observed the LPN standing in

- ?10 ?fﬁca doorway looking at the registered nurae

interview with the fucility's quaiified mentai
retardation professionsl (QMRP) on January B,
2010, ot approximately 4:35 p.m., revealed that
staff should have ensuned Cllents #2 and #'s
privacy.

Review of Cllent 3 #s ocoupational therapy
assesament daied Sepmber 30, 2009, on
January 8, 2010, st approximately 11:33 a.m,,
revesied the client usss the toilet independentiy
but requires prompting i ensure privacy (ciosing
the door while in the bathroom). Review of Client
#3's individual program pian (IPP) revealed no
avidencs of fralning in the area of privacy, while
vaing the restroom,

483.440(d)(1) PROGRAM IMPLEMENTATION

As soon as the interdisciplinary team has
formulated a clisnt’s individual progrem plan,
each client must recsive a confinuous active

| reatment progrem consisting of needed

W42

W 242

Cross-reference W 148

wa4d

i
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W 243 | Continued From page §

intarventions and services in sufficiant humber
and frequency o suppoit the achievement of the
: oylmoedvu ld-nlllhd in the Individual program

p

|

* This STANDARD is not met a8 evidanced by
Based on obsarvation, steff interview, and record

; verification, the fachlty failed to irnplemant ]

client's Bshavior Support Plan (BSP), for one of

:110) thres ciiems ingiuded in the sample. (Client

: The findings include;

The facliity failed to mplemant Client #1-2 BSP as
wrritten. .

Observation at the dey plogram on January §,
20190, at 12:16 p.m., tevealed Client #1 fickering
his hands aaveral times and jumping up and
down In front of his 1:1 support staffs fece
without intervention. At4:11 pm.. at tha client's
home, the client was observed flickering hia
hands repetitively, jumping up and down and
roecking back and forth in front of his 1:1 support
i staffs face. A 4:26 p.m,, tha client was walking
back and forth while tumning the light switchon
and off, as other cllents participated in thelr active
freatment programs. About a minuta later, Cliont
#1 hit the fioor with hiy hands ssvers| times
without Intervention frem his 1.1 support staff.
While tha housse mansger was atiling In the dining
reom, she heard Cllant #1 hitting the floor In the
Iving room and asked him to stop. At 4:33 p.m.,
tha 1:1 steft handad Cllem #1 a Connect Four
garme end he pushad it away. At4:35 p.m., Client:
#1 sat on the fioor and began 10 hit the floor

Wwa4
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soveral timea with his hands witholnt intervention.

- imerview with the 1.1 support staff on January 5,

he wae trgined on Cllent#i's BSP. intarview with
the Qualified Mental Re@rdation Professlonsl
(QMRP) on January 8, 2010, at approximataly
2.00 p.m., eveaiad that all staf? were tralned on
Client #1's BSP. Recornds verification of the staff
in-service revedied Client #1'e 1;1 support atatf
weare trained on November 13, 2000,

Review of Cllent #1's B3P dated September 14,
2000, on January 7, 2010, at 10:55 a.m., revealsd
the client had maladeptive behaviors including
seif-injurious beheviom, physical aggression,
property destruction, tsmper tantrums, and
llt:tlmulatory behavior (axcessive hand waving,
jumping up and down and rocking). As a result,

five minutes ahsad of tme when a change of
activily or location was going to occur (@ prevert
agitation, Additionally, the plan documenved that
staff should provide frequent casual verbal praise

throughout the day, . Further review of
the BSP reveaniad the following conssquences to
target behaviors:

a. Verbally dinct the client to siop the bahavior;

b. Taik to him and chedk him in order to
- determine if he may be experiencing discomfort;

¢. Radirect the cllant immadiately to an
unoccupled area fo calm down

d. Provide adaptive activities to engage, such as
ligtening or playing musical Instruments, and

| €010, at approximately 12:01 p.m., mvealed that .

staf? wers raquired to proactively inform Client#1 |

. manipulating objacts;
L
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Py hand is han W
®. Place your hand ¢ver his hand 10 prevent Staff will be re-trained on .
:Jnl'g'l!' seif-njury, followed by a quick relesse; client #1°s Bebavior Support
Plan (BSP).
f. Provide praise as he caims himself, The House Manager and
There was no svidence that the faclilty Q wggn ;w y basis
implamented Cliant #1's ASP us instructed. observe staff when
: implementing client #1's BSP
to ensure that interventions
specified in the BSP are
adhered to as outlined, | 0228110
]
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A licensure and death investigation survey was !
conduetad from January 4, 2010 through January E
7, 2010. A random sample of three residents
was solectad from s populstion of five male
residents with vanious levels of mental retardation
and disabilities.

The findings of the survey was based on
ohssmuommhognup home and three day
programs, interviewe with staff, and the review of
clinical ahd administrative records including
incldent reports,

On January 2, 2010, Wholistic, inc. notified the
State Agency (SA) vis facaimile of the desth of
Rasidont #6. According to the incident report,
Washington Hospital Canter (WHC) celled
Reaident #8's group home and informed the
residential facity that the residant had expired.
Resident #6 had besn hospitalized, at the WHC
since Decamber 20, 2000,

onancary 5. 2070, 8 verty the facliys
on January

complignce with federal snd state regulatory
requirements relatad 1 Resident #8's heaith care
managemant prior © his hospitalzation.

Based on the investigetive findings pertaining to
the death of Resident #8, a few Federal and State
licensure deficiant prectces were identified, As of
this date, Health Regulation Administration (HRA)
Is ungbia to conclude that the facility's actons or
inaction caused or precipiaisd the death of the
regident . Upon receipt of the sutopsy resdits, an
addendum will be added as appropriate.
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SPACE

R S Tl e p e

LARBORATORY DIRECTOR'S OR PRCVIDERAJUPPLIER REPREBENTATIVES SIGNATLRE Vice &JaJM # c/
STAYE FORM o caat1 ¥ cortmuation shea 1 of 7




02/04/2010 12:22 FAX do16/021

PRINTED; 01/2572010
FORM APPROVED

STATEMENT OF DEFICIENCIER PROVIDER/SUPRL CONSTRUCTION COMPLETED
AND PLAN OF CORRECTION ) o~ ER/CLIA :::‘ MULTIPLE () DATE BURVEY

B. WING
i HFDO3-0137 01/07/2010
NAME ¢~ PROVIDER OR BUPPLIER STREET ADDRESA, CITY, STATE, 20 CODE

7120 7TH BTREET, NW
WHOLISTIC 0e WASHINGTON, DC 20011

{¥4) ID SUMMARY ETATEMENT OF DEFICEENCIES ] PROVIDER'S PLAN OF COARBCTION [ L)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL. PREFI( {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REQULATORY OR LG IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THe )PFMLPDH‘TE BATE

1022 Continued From page 1 1022

Each window shall be suppiled with curtains, !
shades or blinds, which are kep! cean, and in
good repalr.

This Statute is not mat as evidenced by:

Basad on observation and interview, the Group
Home for the Mentally Retarded Persons
(GHMRP) failad 1o snsure esch window was
supplied with curtsing, shades or blinds, for zix of
Six residents residing In the fsciilty. (Residents
#1, #2, 83, ¥4, 45 and ¥8)

The finding includes:

On January 7, 2010, approximately 1:00 p.m., an
ervironmental walk-through of the interior of the
GHMRP reveaied & sheer curtain in the window
located in the upstairs bathroom. The neighbors
. windows was clesrly vigible when standing in the
bathroom. Interview with the house manager
Indows clnﬂy“ e ot 00 g Brogh 1022 |
w was e roug .
the curtaing. Intarview with the House Mamager The bathroom curtain has .
(HM) at approximately 1:05 p.m. acknowledgad been replaced. W03/10
that the bethroom window was without an T -
appropiiste cover, 10 ensure the residents’

privacy.
1080 3504.1 HOUSEKREPING | 080

The interior and wxterior of each GHMRP shell be
maintained In a sefe, clean, orderly, attractive,
and sanitary manner and be fres of
mmuhﬂona of dirt, rubbish, and objectionable

This Stwiute is not met as evidencad by:
Basad on cbaarvation and interview, the Group
STATE FORM o CJB111 ¥ coimmtion shest 2.7
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1 090 Conﬂnuadmemaz 1080 109%a
Home for the Mentally Retarded Parsons A memo reminding staff to
(GHMRP) falied 1o snsyre the interior and remove the lint from the lint !
axterior of the GHMAP was maintained in a safe, '
clean, orderly, stirmctive, and senitary manner for tray after use has been posted
six of six residents residing in the faclity. by the dryer.
{Residents #1, #2, #3, #4, #5 and #6)
The finding Includes: The House Manager willon a
g daily basis (5 days s week)
Thadarglsnm:nhl '"'?3’31"0" l:he GHMRP :;a ' | inspect the lint tray to ensure
gonclicted on Janury 7, 2010, &t approxima that staff are removing the lint
1:00 p.m., The inspaction reveaied the following: after use, The weekend
a. The fint tray in the dryer consymed a thick supervisor will conduct such
layer of lint. intsrview with the house manager inspection on the weskends.
acknowledged that the lint trey is required to be 02/403/10
clean sfter each load.
b. Wires were obssrved hanging iow from the 109D
side of the house io the nelghbors house posing The wires have been removed.
o safoty risk.
. { The facllity’s maintegance
1 208 3509.8 PERSONNEL POLICIES 1208 | division will on & monthly
Each em:om. prier to ompbmr:h;w ' | basis conduct environmental
annually theraaflar, shall provide a physician’ s audits (Internal and external
certification that a hesith inventory hes been -
performed and that the omployh:y 3 health situs audits) to ensure compliance ||
woukd aliow him or her to perform the raquired with regulations. 5
duties. i 02/03/10
Thia Statute is not met as evidenced by:
Based on interview and record review, the Group
 Home for the Mentally Reterdated Persons

(GHMRP) failed ©© ensure that sach ampioyws,
prior to empicyment and annually thereafter,
provided evidencs of a physician's certification

salth Regulation Administreticn
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I20
that decumented I tory h
perfonmed and that 1o ampioyes'y heait satue The staff and the primary care
:ottiald nflolow hlrr(a;;r m mw required physician have submitted
| duties, for ona , and one (1 "
| of the cleven toneattants. () current health certificates
* The finding Includes:; The House Manager and the
% Intarview with th iffed mental retardatio s istration willmv‘"on .
. w » qualified men n
| profeasional (QMRP) and review of the: persannei q“'“""'lyl 2"[';’ o
. records on January 8, 2010. beginning at 1:18 personnel Tolgers fo ensure
: p.m., reveaied the GHMRP falled 1o provide - that required documents are |
avidence that current nealth certificates were on updated as needed. ¢ 0122710
file for ane of the fifteent Raff and one of the ten
consultants (primary care physician).
1379 3510.10 EMERGENCIES 1370 i

in addition to the reperting requiremant in 3518.5,
each GHMRP shall noty the Department of
Health, Health Facilties Divigion of any other
unusual Incidant or svant which substentially
intorferes with @ resident * s health, wafare, living
arrangement, well being or In any other way

| places the resident at risk. Such notification shall
| be made by telaphones immediately and shail be

- followed up by wiitten notification within
twanty-four (24) houps or the next work day.

This Statute Ie not met es evidenced by

Besed on interview and record, the faciiity falled
o ansure that all injuries of unknown onigin wers
reported immadistely to the sdministrator and the
State Agency [DOH/HRLA], for one resident
Included in the investigation. (Resident #6)

The finding Includes;

Heakth Floguiation Administaton
STATE FORM L CIB114 # conihuetion shost 4.of 7
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| (Resident #1)
Regu In

Continued From page 4

. Review of the Reskient #6's nursing note daled

December 28, 2009, on Jenuary 7, 2010, at
approximately 10:00 a.m., revesied that Reasident
#8 had a 2 X 2 inch bruise on N knes. No
swelling was noted, The registered nurse (RN)
osked the resident how he sustained the bruise

: on his knea, and he replied, "l don't know." The

RN further noted that the inciden! Management
Coordinator (IMC) wee notified, via voice
message.

An Interview was conducted with the RN on
January 7, 2009, et beginning at 12:03 p.m,, to
atceriain Informetion regarding the bruise on
Rasgident #8's knea. The RN revealed ihat the
resident was wask snd did not sat breakfast.

She informed the steff that she woulkd coma o
the facllity and sesees the rsident The RN
assesoed the resident on Decamber 28, 2009, at
spproximataly 11:00 a.m,, and noted thet thers
wag 8 brulse on the resident’s right knse, Atthe
time of the ssacsament, the RN made inqulries to
the house manager and staff end they did not
previde any informetion on the bniisaes on the
resident. RN then called the IMC end lefta
magesge on her voioe meil. Further interview
reveled that tha IMC is not the sdminiatrator.

3621.3 HABILITATION AND TRAINING

Eech GHMRP shall provide habiitetion, tnalning
and assistance to tesidents n sccordance with
the resident ' s Individus) Habllitation Plen,

Thiz Statuta s nat mat es evidenced by,

Based on obzarvation, siff interview, and record
varification, the faclity falled 1o Implement
resident's Behavior Support Plan (BSP), for one
of the thres residents included in tha semple.

| 379

1379
Cross reference W 148

i 422
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1422 : Continued From page 5

| The Aindings iInclude:

The facity failed to implsment Resident #1's BSp
a8 written,

Ubsaivation st the day program on Janusry 5,
2010, at 12:15 p.m., revegled Resident #1
flickering his hands severs! times and jumping up
and down in frant of his 1.1 support stafPs face
without Imtervention. At4:11 p.m,, atthe
rasidsnt's home, the resident was observed
fiickering his hands repetitively, Jumping up and
down and rocking back and farth In front of his
1:1 support staffs face. Al 4:25 p.m., the resident
was walking back and forth while tuming the light
switch on and off, as other residents participated
in their active trestment progrema. About a
minute later, Resident #1 hit the floor with hig
hands several times without intervention from his
1:1 support stafl. While tha house manager was
sitting in the dining raom, she heard Resldant #1
hiiting the floor in the iving room and asked him
to stop. At 4:33 p.m., the 1:1 staff handed
Resident #1 a Connect Four game and he

1 pushed Rt away. A{4:36 p.m., Resident #1 sat on
| the floor and begen © hit the floor severel times

| with his hands without intervention.

Interview with the 1:1 support staff on January 5,
2010, at approximately 12:01 p.m., he revealed
that he was irained on Residant #1's BSP,
interview with the Qualified Ments! Retardation
Professional (QMRP) on January 6, 2010, at
approximately 2:00 p.m., revealad that all steff
werm traingd on Resident #1's BSP. Records
verification of the siaf? In-sarvica revealed
Resident #1's 1:1 support staff wera treined on
Novamber 13, 2000,

422
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 Review of Resident #1's BSP dwled September

14, 2009, on Janusry 7, 2010, at 10:55 a.m.,
revedled tha resident hed maladaptive behaviors
including seif-injurious bahaviors, physical _ .
sggression, proparty desirucion, temper
Wntrums, and seif-atimulstory bshavior
(exceasive hand waving, jJumping up and down
and rocking). As u result staff were required io
proactively inform Resident #1 five minutes
ahead of time whan g ahange of activity or
location was gaing to oocur to prevent agitation.
Additionally, the pian documented that staff
should provide frequent casual verbal praise
throughout the day, . Further review of
the BSP revealed the folowing coneequencas to
targat behaviors:

a. Verbally direct ive rasident to stop the
- bahavior,

b. Talk o him and check him in order to
determine if may e experiencing discomfort,

. ¢. Redirect the resident immadiately to an
unoccupled area to calm down;

d. Provide adaptiive eciivities to engage, such a8
listening or piaying musical lnstrumants, and
manipulating objects;

| o, Place your hand over hig hand to prevent
fur.t’her saif-injury, followed by a quick reigase;
an

{. Provide pralse 89 he caims himeaif, : I 422

Crosa reference W 249
There was no evidenoe that the feeliity
implemented Rosident #1's BSP as Inatrucied.
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A licensura survey was conducteq from Jaruary
4, 2010 through Jan 7. 2010. The survey
was |nitiated using the fundamental survay
process. A random sample of three residenis
was selected fram a population of five male
residerts with various levels of mantal retardation
and disabllities.

The findings of the survey were based on

| observations at the group home and one day

_ program, nterviews with residents and staff, and
. the review of clinioal and administrative records
including Incident reports.

R 125 4701.5 BACKGROUND CHECK REQUIREMENT | R 125

_ The criminel background check shall disciose the
| criminal history of the prospective smployee or

. contract worker for the previous seven (7) years,
in all jurisdiciona within which the praspective
ompioyee Of contract worker has workad or
;::dwﬂhlﬂﬂnuvunmympnorhm

This Statute is not met as evidencad by:

Based on the review of personne! records, the

: GHMRP snzurad orminal background checks for
. all jurtsdictions In which the amplayees had
workad or resided within the saven (7) years prior
10 the check, for sl! but one out of the fifteen staff
empiloyed.

The finding Includesy;

- On January €, 2010, beginning st 1:18 p.m,
review of persannel records revealed that ha
bagan empioyment in August 2009. He had

worked In the Virginla from Fabruary 2006
through September 2008. There was no

Faatl Faguiaton AgrihEatan
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