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A recertification survey was conducted from July
, 15, 2008 through July 17, 2008 using the
' fundamental survey process. Howsver, due to
deficient practices in the Conditions of Active
Treatment, Health Care Services, and Client
Protection, the survey process was extended to
" examine these conditions on July 17, 2008. A

i random sample of three clients was selected from

. a residential population of six females with msntal - ; ?/L O:i

I retardation and other disabilities.

ceVt
The findings of the survey were based on GOVERNMENT OF THE DISTRICT OF COLUMBIA
| abservations at the homeg and one day program, DEPARTMENT OF HEALTH
i interviews with clients and staff, and the review of HEALTH REGULATION ADMINISTRATION
' records, including incident reports. 825 NORTH CAPITOL ST., N.E., 2ND FLOOR

WASHINGTON, D.C. 20002
. The survey findings determined that the facility
failed to be in complignce with the Conditions of
. Participation in Active Treatment, Health Care
Services, and Client Protection,

W 100 | 440.150(c) ICF SERVICES OTHER THAN IN W 100
INSTITUTIONS

"Intermediate care facllity services" may include
services in an institution far the mentally retarded
(hereaftar referred to as intermediate care
facilities for parsons with mental retardation) o
persons with related conditions if:

(1) The primary purpose of the institution is to

' provide health or rehabilitative services for
mentally retarded individuals or persons with !
related conditions;

(2) The institution meets the standards in Subpart
E of Part 442 of this Chapter, and

(3) The mentally retarded recipient for whom
payment is requested is receiving active
treatment as specified in §483.440.

LARQRATORY DIRECTOR'S OR PRQVIDER/SUBPLIER RERRESENTATIVE'S SIGNATURE TITLE (XB) DATE
%M@_ ‘ Ve Byt 8/a1/03

Any deflciency statemént anding with an asterlsk (*) denctes a deficlancy which the Institution may be excusad fram correcting praviding It Is datermined that
other safeguards provide sufficlent protection to the patients. (See instructions.) Excaept for nursing homes, the findings stated above are disciesable 50 days
faliowing the date of survey whathar or not a plan of correction Is provided, For hursing hames, the abave findings and plans of correction are disciosable 14
days fallowing the date thase documents are made available to the faclilty. If deficiencies are clied, an epproved plan of carraction is réquisite to continved
program particlpation,
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This STANDARD is not met as evidenced by:
Based on observations, interviews, and record
review, the facility failed to meet the Condition of |
Participation In Active Treatment for one of the f
three clients in the sample. (Cliant #1)

The finding includes: ‘ ,

The facilly failed to ensure that Client 1 was in | See W 147 and W29
need of continuous active treatment. [W197 and
W249]

W 104 | 483.410(z)(1) GOVERNING BODY W 104

Tha governing body must exerclse general policy,
budget, and operating direction ovar the facility.

This STANDARD is not met as evidenced by:
Based on observation, interviews and record
review, the facility's governing body provided
general operating direction over the facility except
far the following:

The findings include: |
1. The Governing Body failed to ensure

aggressive, continuous active treatment. [See see wWand
W249]

| 2. The Governing Body failed to ensure that : |
Cllent #1, who had expressad a desire to live In a
least restrictive environment and is capable of

caring for their own basic needs, had a developed via] '
transition plan. [See W197] see ;

|
|

3. The governing body falled to provide other
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gensral oversight, as evidenced by the
deficiencies outlined In this report.
W 114 | 483.410(c)(4) CLIENT RECORDS W 114

Any individual who makes an entry in a client's
record must make it legibly, date it, and sign it.

This STANDARD is not met as evidenced by:
Based on record review, the facility failed to
ensure that all parsons making entries into the
clients’ records signed the entry, for one of the
three clients in the sample. (Client #2)

The finding includes: The Psychiatric M‘wmm‘ahﬂﬁ
daved Tune Wh 2008 as

Review of Client #2's Psychiatric assessment

, . "
(dated June 11, 2008), ravesled that it was not been  Sigh ed b\j *h_‘ perso
sighed by the person who completed it. _ who wm?\ekd v, See

W 120 483.410(d)(3) SERVICES PROVIDED WITH W 120 Piyr.emec,

OUTSIDE SOURCES

The facility must assure that outslde services
meet the needs of each client,

This STANDARD is not met as evidenced by:

' Based on abservation, interviews with the client
and staff, and record review, the facility failed to
ensure that outside cantracted services met the
needs of one of the three client included In the
sample. (Client #2)

The findings include:

|

a. Cllent #2 was observed having lunch at her day ‘
program on July 15, 2008 at 12:40 PM. The staff
ancouraged the client to feed herself as much as
possible. The client ate her lunch with assistance
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! from har one to one staff. The lunch was served |
| on a paper plate, ‘ [ i
l j
b. Client #2 was observed eating her snack and |
: dinner at the group home on July 15, 2003 at 4:56 Pm : " st
PM and 6:28 PM respectively. During the shack, odapyive wement Cnedkhs
Client #2 ate a cut up banana off of a plate, with o F\ . e“HE‘hM ‘o ‘BI 1‘1‘03
some spillage. During dinner she ate her meal off 5 oeen ns
of a plate with a plate guard requiring no ! ensSure feceipy, L ond
assistance. Moan denance b W olate
'¢. Interview with the Qualified Mental Retardation qﬂw‘d . See AVuoned. <
Professional (QMRP) on July 17, 2008 and | (Aouse Maneyer Sheld 2o
verified by the client's Individual Support Pian Caonitay S Y oF Dx-
i |
(ISP), revealed that the client was to use a plate e 2 m“‘\.‘ I
guard at the day program. At the time of the | \Voari O 3 Chackhst
survey the facility failed to ensure the day LM e nRA e
« program utilized the recommended adaptive Joren .
(eating) equipment.
W 122 | 483,420 CLIENT PROTECTIONS W 122
| The facliity must ensure that specific ¢lient
protections requirements are met.
This CONDITION is not met as evidenced by. '
The the facllity failed to ensure the right of each
client or thelr isgal guardian to be informed of the
client's medical condition, developmental and . i
behaviorgl status, attendant riske of treatmant, See WIZRH
and tha right to refuse treatment [Sea W124); see W LS
falled to ensure the right of clients to five in a less Yay
restrictive home setting [See W125); failed ta C See WA
ansure clients rights’ to be safe and free from |
injury [See W125]; failed to implement and/or ,
establish policies to ensure incident management
and to prevent naglect [See W143]; the facility
failed to ensure that all unusual incidents
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'

" Immadiately to the administrator and other
* officials according to District law [See W153] and

- involving injuries of unknown origin and possible
. néglect had been thoroughly investigated in

at 7:08 PM, Client #1 was administered Remaren

Continued From page 4
including injuries of unknown origin were reported

failed to provide evidence that ail incidents

accordance with the agencies palicies and
procedures [See W154].

The effects of these systemic practicss results in
the fallure of the facility to protect Its clients from
harm and to ensure their general safety and well
baing.

483.420(a)(2) PROTECTION OF CLIENTS
RIGHTS

The facility must ensure the rights of all clients.
Therefore the facility must inform each cllent,
parent (if the client is & minor), or legal guardian,
of the client's meadical condition, davelopmental
and behavioral status, attendant risks of
treatment, and of the right to refuse treatment.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensura the right of
gach cllent or their legal guardian to be informed
of the cllent's medical condltion, developmental
and behavioral status, attendant risks of
treatment, and the right to refuse treatment for
three of the three cliants included In the sample.
(Clients #1, #2 and #3)

The findings include:

1, During the medication pass on July 15, 2008

W 122

2L WIS}
<ef W \EH

W 124

1
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W 124 | Continued From page 5 w '124:|
15 mg, Zyprexa 5 mg, Nafadone 100 mg and . ,
Depakote 1000 mg. : Cach client's 05 yLnohve pic 11|08
- Interview with the facllity's Qualified Mental egi cation 0&5‘ me. &N 4
' Retardation Professional (QMRP) during the e oY
. entrance conferance on July 15, 2008 at 8:25 AM, RS hw_‘t oean . i ot .
revealed that the client was prescribed \ou‘ Yaar G000 dinn |
medications for maladaptive behaviors. Review Notolized Surrogaie decisitn
of the client's current physicians orders on July c ne. Forwe s
16, 2008 at approximately 1:53 PM revealed that WMAKer, Moving el
the psychotropic medications was incorporated in el tonwent Forms st SWLG
. & Behavior Support Plan (BSP) dated June 30, ancd St aned
2007, to address behaviors associated with he addne yzd W 5&
varbal aggression, self injurious behaviers, erying, (h Mo T80 veeehings .
false allegations, property abuse, PICA and gee avudeed. Ta aheition,
making excessive demands on staff.
DS Vas eubhori zed
The QMRP indicated that Client #1 had a legal provide s o wii\eee
guardian, however the QMRP could not find a .
signed consent form for the uge of the | Wee subet h‘*‘”/ Su regete
psychotropic medication and the implementation deciston me¥ing form :
of the Behavior support plan. 65 long as i+ s notorited
Review of Client #1's Psychological Assessment by o Aaeily Membecia
dated September 15, 2007 on July 16, 2008 at View ob 5M GASRP -
3:00 PM revealed that the client did not avidence
the capacity to make independent declslons on '
her behalf regarding her habilitation planning,
treatment placement, financial, and medical

matters. ' ‘ |

There was no documented evidence that the |
facility Informed Client #1 or a legally-authorized
representative, as appropriate, of the health
henefits and risks of treatment associated with
the uss of his psychotroplc medications and
corresponding BSP.

2. During the medication pass on July 15, 2008
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at 7:51 PM, Cllent #2 was administered Rigperdal
i 3mg, Trazodone HCL 100 mg, Valproic Acid 750
mg. Interview with the facllity's Qualified Mental

Retardation Professional (QMRP) during the
entrance conference on July 15, 2008 at 8:25 AM,
revealed that the cliant was prescribed
medications for maladaptive behaviors. Raview
of the client's current physicians orders on July
16, 2008 at approximately 1:53 PM revealed that

a Behavior Support Plan (BSP) dated June 30,
2007, to address behaviors associated with
aggression, self injurious behaviors,
screaming/crying, attempting to leave, property
destruction and non-compliance.

The QMRP indicated that Client #2 had a |egal
guardian, howaver the QMRP could not find a
slgned consent form for the use of the '
psychotropic medication and the implementation
of the Behavior support plan.

Review of Client #2's Psychological Assessment
dated August 2007 on July 16, 2008 B:57 AM,

: revealed that the client did not evidence the
capaclty to make independent declsions o her
behalf regarding her habilitation planning,
freatment placement, financial, and medical
matters.

There was no documented evidence that the
facillty informed Client #2 or a legally-authorized
representative, as appropriate, of the health
benefits and risks of treatment assoclated with
the use of hls psychotropic medications and
corresponding BSP

‘| 3. During the entrance conference on JUIy 15,
2008 at 8:25 AM, the Qualifled Mental

the psychotropic medications was incorporated in |

W 124
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Retardation Professional (QMRP) indicated that
Ciiant #3 received psychotrople medications for
her maladaptive behavior. Obsgervations during
the medication administration at 7:30 PM
revealad that Client #3 received Seroque! 300
mg. Interview with the medication nurse revealed
that the cliant received this medication for her
maladaptive behaviors. During the record
verification process on July 16, 2008, it was
confirmed by the client's current physician orders,
that the client received the aferementioned
medications in the evening as well as Abllify 15
mg in the morning. Further interview with the
 LPN revesled that the medicatiens were
Incorporated into the client's Behavior Support
Plan (BSP) dated August 1, 2007 to address
targeted behaviors that included Inappropriately
touching others, screaming/yelling, self-injurious
behaviors (finger biting and head hitting), and
property destruction.

Interview with the QMRP during the entrance
conference on July 15, 2008 at 8:25 AM revealed
that Client #3's parents were very Involved in his
life but is not the client's legal guardians. Review
of the client's, psychological assessment an July
13, 2007 revealed that the client does not have
the ablllty to make decisions on his behalf ‘
ragarding habllitation planning, residential
placement, finances, treatment and medical
maltars. There was no documented svidence that
the facility obtained consent from Client #3's
parents of the health benefits and risks of
treatment associated with the use of his _ &

!

peychotropic medications and correspanding
BSP. Additionally, the faciiity failed to provide
evidence that substituted consent had been
obtained from a legally recognized individual or
entity.

|
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the :

; On October 10, 2007, the client received

Continued From page 8

4. Review of Client #3's current physliclan orders
on July 15, 2008 ravesled that the client recelved
the following medications without the consent of

On August 8, 2007, client recelved Concerta 18
mg for ADHD;

Concerta 54 mg for ADHD;

On July 18, 2008, the client recelved Ability for
maladaptiva behaviors; and

Interview with the QMRP on July 16, 2008 at
approximately 11:00 AM revealed that Client #3
did not have 2 legal guardian. Further interview
with the QMRP revealed that Client #2's parents
were involved and signed consents for her
restrictive measures, however, she was not the
legal guardian. The review of Client #3's
Peychalogical Assessment dated July 13, 2007
indicated that the client is not able to make
independent decisions covering her residential or
placement, treatmant plan or financial affairs.
There was no documented evidenge that the
facllity informed Client #3 or a legally authorized
representative, as appropriate, of the heaith
benefits and risks of traatment associated with
the use of her psychotropic medications and
corresponding BSP, Addltionally, the facility failed:
to provide evidence that substituted consent had
been obtained from a legally recognized individual
or antity,

483.420(a)(3) PROTECTION OF CLIENTS
RIGHTS

The facllity must ensure the rights of all clients. |

W 124°

- WH125
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' Therefore, the facility must allow and encourage
 individual clients to exercise thelr rights as clients
of the facllity, and a5 citizens of the United States,
including the right to file complaints, and the right
to due progess.
|
This STANDARD Is not met as evidenced by:
Based oh observation, interview and record
review, tha facility failed to ensure the right of
clients to live in a less restrictive home aetting, for
ons of three clients included In the sample (Client
#1) and facility falled to ensure clients rights' to be !
safe and free from injury for two of the three
clients included in the sample (Client #1 and #3).
The findings Include;
i
1. The faciltiy failed to provide Client #1's right to | _ ,
a live in a less restrictive environment Provider ‘os W0 grined a
~ L hon flow For O\ eny
8. OnJuly 16, 2008 at 11:08 AM, Cllent #1 was At st 31\1 IO%
pbserved at her day program, Upon greeting the A 4. B ocase (onteence hed
 client, she immediately Informed the surveyor that ) e
. she had a desira o move to her own apartment. been Weld ond we a ‘
' She stated that no ons had to take care of her. O M e\liaibn b ApPTONG
' She sald she cleaned hersslf and puts on her 3 3 -k! eP Veihed
own clothing. She did not like people telling her . Ko DOS.  Aewse Fird alrih
what to do. Suppartiag  doCuments . Tin
| , . .
b. At4:40 PM, Client #1 was obsarved setting the Yoo Judure, ol seAing
table for the evening enack and dinner with no ancilysvig W W B2 ociur in
instruction from staff. After she completed her ¢ w and i
dinner she removed her dishes from the table, -\‘\w.-_ IL‘; NG u_c:"di"-:)\‘-l-
and took them to the kitchen. At 5:21 PM the b wenple maa b
\ staff instructed elient #1 to go to her room to
select ¢lothing for the next day. The client did 50

|
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¢. The staff at the day program and the group
home indicated that the client had been |
requesting to move from her present logation. |
Interview with the Qualiflad Mental Retardation
Professlonal (QMRP) and the Registered Nurse
(RN) on July 15, 2008 revealed thatthe !
Department of Digability Services (DDE) had in
placed & list of seventy (70) people that was to be
out-placed from Intermediate Care Facilities to
walver facilities. They indicated that they '
partitioned that Cllent #1 be placed on the list, ‘
however since client #1 was not a part of the :
Evans decree, she was not considered at that
time. The QMRP and RN also Indicated that the
request had been made to the clients case
manager, howsver the client is presently on a
third case manager and they were unsure of
where they were in the process of securing waiver
services for Client #1.

d. Reviaw of client #1's Annual Social Wark
assessment dated September 23, 2007, revealed
a recommendation that the team should explore
the possibility of transitioning the client to a lesser
restrictive setting such ag the Medicald Waiver
program.

| Review of the clients Occupational Therapy and
Physical therapy assessments reflected that the
clisnt was independent in her activities of daily \
living.

8. The GQMRP, RN and day proegram staff were
asked if the team had met fo discuss the cllents
request to move. They all acknowledgad that
they were aware of the cllents request and
abilities. They also indicated that meetings had
baen held to discuss a move for the client,
however they were unable fo produce
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docurmentation supporting their ¢laims. At the
time of the survey there was no evidence of a
transition plan for this client. !

- i sushd
It should be noted that interview with the facility's | The Fruch ¥y QMER Yon &
QMRP during the entrance conference on July | Ahe Xransi¥ida plen w it 7}2,»,]
15, 2008 at 8:25 AM, revealed that Client #1 had | , ond G oLuman hed %
a legal guardian, howsver it could not be ! g av rdian Clien+ #1213
determined if the guardian had beaen made aware |‘ Alsussions 0 W &

of the cliants desires and employed to assist the |

cllent in obtaining alternate placement. Mon¥ly nak

2. The facility feiled to provide Client #1's with
prompts medical follow-up as recommended.

8. Observation of Client #1 revealed that her
bottom jaw seemed to jut forward when she
spoke. . Raview of her medical regord onh July 186, !
2008 at approximately 9:43 AM revealed that
while she was having a behavlioral episode, on
December 20, 2007, Cliant #1 fell down the stalrs
at her home. Staff observed that her face was
swollan and was instructed fo transport the client
to the emergency room. The client was assessed
to have a contusion to her head, back and left
hand. The emergency room physician
racommended that the client be followed-up by
her primary care physician within five (5) days. |

On the next day, December 21, 2007, Cllent#1 | i
complained of an excessive headache and chest !
pain, which was not relieved by pain medication. '
She was again transported to the emergency
rcom. She was assessed and diagnosed with a
contusion to face and bilateral TMJ
(temporomandibular joint) dislocation. The
emergency room's physician recommended that
' the client be evaluated by an oral surgeon.

|
| i ‘
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.| snack, the client received a banana. The client
requested.another banana but staff did not
respond to her request. At 4:57 PM, the client ‘
took ancther banana from Client #4's plate. At 8F have Deen kv o\ 08
. 6:20 PM during dinner observations, Cllant #3 S\"L . b g[
ocdes of Cuen l‘”05

f was observed to receivs a single portion of the W Diek

| meal. The meal consisted of baksd potatoes, DDA
i broccoli with cheese, soup (beef/vegetable), diet : 3 awd Yoo 1’@ ‘m(i

 $oda, water and Ensure Plus. The client , Lhone

' consumed three fourthe portion of her meal. The ok oHeriny add \ olso

' direct care staff removed the plate and silverware porkizng, stuft shall o

from the table and put the items in the kitchen . { ordag
- 8ink. The client drank the remaining soup from Pr""‘de a.ddifongh P
' the bowl and requested from staff more food on s fef\wé’ﬂ:d .
 three occasions (chicken, baked potatoes and
broccoli). At no time during the meal did the
cllent receive additional portions. [See W184] :
W 149 | 483.420(d)(1) STAFF TREATMENT OF W 149
| CLIENTS
|

+ The facility must develop and Implement written
policies and procadures that prohlbit
mistreatment, neglect or abuse of the client.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to implement establlshed precedures of |

reporting all of significant health changes fo the . <« been
State Agency, and to investigate incidents to rule Lavestgubons had . oF
out neglected and/or mistreatment. C.ch\p\v"{d- ot 0. wme 0 !?In(
veyp. STAEE hove 0%
The findings Includs: |Mree sUrveNs. dant
peea harmed On . Tnd
Review of the incident reports on July 15, 2008 ool ansd
| beginning at 9:00 AM, the facility faiied to ensure Manasgmunt ¢ as
isi rted t Tawvgsh gt 0 %1
that all emergency room visits were reperted to Talrant Taveshy
' the Department of Health as required by the o 0% A
et . wiit 08 Yre \peoon
facllity's incident management policy as e sH haes - Doi T,
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Reviaw of the medical record revealed that the
client was evaluated by her PCP on January 28,
2008, (39 days after the emergency roam visit).
Although there was evidence that the cllent was
sean by the primary care physiclan, there was no
notation in the records that the Primary Care
Physician (PCP) addressed the TMJ or the
recommendation for an assessment by an oral

surgeon.

It should be noted that the record made reference |

to a fracture TMJ as wall as a dislocated TMJ.
The records were naot clear if the two references
were describing the same injury.

b. As a result of client #2 complaint of chest
pains, on December 21, 2007 the cilent was seen
at the emergency room. She received a CT scan
which revealed an mediastinal mass. Although
there was evidence that the client was seeh by
her primary care physician 38 days later on
January 28, 2008. There was no notation In the
medical recards that PCP had acknowledged the
CT sean finding of a mass.

Interview with the Registered Nurse on July 16,
2008, ravealed that the PCP usually does hot
write much on the consultation sheets and there
was no Information reflect the physlclan's notes
concerning the emergency room diagnoses. Also
there was no evidence that the discovery of the
mediastinal mass was acknawledged by the FCP.

3. The facility falled to ensure Client #3's right to
have a sacond serving of food during meals as
evidence by the following.

On July 15, 2008 at 8:00 AM, Client #3 was
observed emall in stature. At4:45 PM, during

WHOLISTIC 09
WASHINGTON, DC 20012
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W 149" Continued From page 14 W 149

evidenced below:

3 Tawerkiqabwns
1. While in a behavior, on Decsmber 20, 2007, ?\Q‘l&“‘ “Yd ™

Client #1 fell down the stairs at her home. Staff e Ona .
observed that her face was swollen and was
instructed to take her to the emargency raom.
Her discharge diagnosls was contusion to head,
back and left hand. It was recommended that ‘
she follow-up with her primary care physician in
five days.

On the next day, (December 21, 2007), Client #1
gomplained of an excessive headache and chest }
pain, which was nat relieved by pain medication.

She was transportad to the emergency room. |
Her discharge diagnosis was contuslon to face ‘
snd bilateral TMJ (temporomandibular Joint)
dislocation. The amergency room physigian
recommended that the client be evaluated by an
oral surgeon.

2. On Decemper 8, 2007 Clients #£1, #3, #4, and
# 5, was on the facility van which was involved in
, a motor vehicle accident. The clients were
transported to the emergency roam for
evaluation.

W 153 | 483.420(d)(2) STAFF TREATMENT OF W 153
CLIENTS

The facility must ensure that all atiegations of
mistreatment, neglect or abuse, as well as
injuries of unknown saurce, are reported i
immediately to the administrator or to other
officials in accardance with State law through
established procedures.

This STANDARD s not met as avidenced by:
| Based on interview and record review, the facllity |
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| The findings include:

| Review of the Clients #1 and #3's medical record

falled to ensure that all unusual incidents
including injuries of unknown origin were reported
immediately to the administrator and other
officials according to district law (22 DCMR,
Chapter 35, Section 3519.10) two of the three
¢lients in the sample. (Clients #1 and #3)

on July 15, 2008, revealed the fallowing injuries of
unknown origln were not reported,

1. Observation of Client #1 revealed that her
bottom jaw seemed to jut forward when she
spoke. Review of her medical racord on July 16,
2008 at approximately 9:43 AM ravealed that
while she was having a behavioral episode, on
December 20, 2007, Clisnt #1 fell down the stairs
at har home. Staff observed that her face was
swollen and was Instructad to transport the client
to the emergancy room. The client was assessad
to have a contusion to her head, back and left
hand. The emergency room physician
recommended that the client be followed-up by
her primary care physician within five (5) days.

On the next day, December 21, 2007, Client #1
complained of an excessive headache and chest
pain, which was not relieved by pain medication.
She was again transparted to the emergency
room. She was assessed and diagnosed with a
contusion to face and bilateral TMJ
(temporamandibular joint) dislocation. The
emergency room's physiclan recommended that
the client be evaluated by an oral surgson.

It should be notad that tha record made reference |
to a fracture TMJ as well as a dislocated TMJ. |

AL of M afoteme v ioned
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The records were hot clear if the two refarances Ay b (VRN
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Review of the behavioral data collection revealed
two episodes of crying in the month of Decamber ,
2007. There was no evidence that the client feltimma (ol
exhibited a behavior that may have resulied in 8
fall. There was also no svidence that this incident
had bean reported.

2. On May 24, 2008, Cllent #1 fell and was
transported to the emergency room and |
diagnosed with a head injury and lip laceration.
There was no evidence that this Incident had
been reported.

3. On July 16, 2008 at approximately 11:00 AM
ravealed a nursing note in Client #3's medical
record. The nursing note dated November 8,
2007 revealad the direct care staff had awaken
the client and observad a ot of blood around the
client nose. Asmall" bruise was also hoticed on
her nose. Thers was no evidence that this
incident had been reported.

483.420(d)(3) STAFF TREATMENT OF ‘ W 154
CLIENTS

W 154

l

The facility must have evidence that all allaged
violations are thoroughly Investigated,

This STANDARD is not met as evidenced by: )
Based on observation, staff interview, and record Viense Tond aluch ed ! 1“'”0‘3
verification, the facility failed to provide evidence - peskqutpas. DS has
that all incldents involving injuries of unknown 3
origin and possible neglect had been thoroughly ahso
investigated in accordance with the agencies e stiye hend £28

‘ policies and procedures. | . i
' |
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The findings include:

Review of the Clients #1 and #3's medical record
on July 15, 2008, revealed the following injuries of
unknown origin that were not Investigated.

1. Observation of Client #1 revesaled that her
bottorn jaw seemsd to jut forward when she
spoke. Review of her medical record on July 18,
2008 at approximately 9:43 AM revealed that -
while she was having a behavioral spisode, on
December 20, 2007, Client #1 fell down the stairs
at her home. Staff observed that her face was
swollen and was instructed to transport the client
to the emergency room. The cllent was assessad
to have a contusion to her head, back and left
hand. The emergency room physician
recommended that the client be followed-up by
her primary care physician within five (5) days.

On the next day, December 21, 2007, Client #1
complained of an excessive headache and chest
pain, which was not refleved by pain medication.
She was again transported to the emergency
room. She was assessed and diagnosed with a

- contusion to face and bilateral TMJ
(temporomandibular joint) dislocation. The
emergancy room's physician recommended that
tha client be evaluated by an oral surgeon.

' It should be noted that the record made referance

| to a fracture TMJ as well as a dislocated TMJ. |
The records wars not clear if the two referances '
were describing the same injury.

‘ Review of the behaviaral data collection revealed
] two episodes of crying in the month of December
i 2007. There was no svidence that the client

exhibited a behavior that may have resulted in a
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fall. There was also no evidence that the this
incident had been Investigated to rule out abuse
or neglect.

2. On May 24, 2008, Client #1 fell and was
transported to the emergency room and
diagnosed with a head injury and lip [aceration,
There was no evidence that the this Incident had
been investigated to rule out abuse or neglect.

3, On July 16, 2008 at approximately 11:00 AM |
revealed a nursing note in Cllent #3's medical
record. The nursing note dated November 8,
2007 revealed the direct care staff had awaken |
the client and observed a lot of blood around the
client nose. A "small" brulse was also hoticed on
her nose.

I

There was no evidence that the aforementioned |

incidents were investigated to determine their
| origin and or cause. : '

W 159 | 483.430(a) QUALIFIED MENTAL W 189

' RETARDATION PROFESSIONAL :

Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional,

This STANDARD Is not met as evidenced by:
Based on obeervation, staff interview and record
review, the facility's Qualified Mental Retardation

Professional (QVIRP) failed to ensure the

programmatic oversight and coerdination of

services to ansure tha health and safety of the i
: Individuals residing in the facility. \

The findings include:
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' received continuous active treatment to suppert
“achievement of individual program plan (IPP)

" with the written informed consent of the client,

Continued From page 19

1. Tha QMRP falled to ensure that outside
contracted services met the needs of Client #2 In
the sample. [See W120]

2. The QMRP failed to ensure that Clisnts

objectives identified by the interdisciplinary team.
[See W249)

3. The QMRP failed to ensure that each client's
bshavior intervention technique, including the use
of behavior modification drugs was conducted

parents (if the client is a minor) or legal guardian.
[See W263) .

4, The QMRP falled to ensure the right of each
client or their legal guardian to be informed of the
cllent's medical condition, developmental and
behavioral status, attendant risks of treatment,
and the right to refuse treetment. [See W124]
483.430(e)(1) STAFF TRAINING PROGRAM

The facllity must provide each employse with
initial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and cormnpetently,

This STANDARD is not met as evidenced by:
Based on observationg, staff interviews and
record reviews, the facility failed to ensure that
each employee had been provided with adequate ;
training that enables the employes to perform his
or her duties effectively, efficiently and
competently.

The findings include:

W 159 _
$ee wW\ILO

<ee WiHq

See WLGES

W 189

|
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1. The facility's TME failed to implement Client
#1's saelf-medication programs as written in her
individual program plan. [Sse W249.1]

2, The facility falled to ensure that staff utilized
Client #2's plate guard during meals. [See
Wa36.1)

W 185 | 483.440 ACTIVE TREATMENT SERVICES

The facility must ensure that specific active
treatment services requirements are met.

This CONDITION is not met as evidenced by:
Based on observation, client and staff interviews
- and record review, failed o ensure that clients
wha had expressed a desire for & least restrictive

basic needs have a developed transition plan for
an alternate living environment [See W187]; and

active treatment [W249); and the facility failed to
ensure that program data had been collectad in
accordance with the Individual Frogram Plan.

results in the fallure of tha facility to deliver
statutorily mandated active treatment to Its
clients.

W 187 | 483.440(a)(2) ACTIVE TREATMENT

Active treatment does not include services to
maintain generally Independent clients who are
able te function with llttie supervision or in the
ahsence of a continuous active treatment

' program.

environment and is capable of caring for their own

the facility failed to ensure aggrassive, continuous

The cumulative effect of these systemic practices

I W18e

SQQ w ?.H‘l.\

cee WHIG

W 185

ee W vq1

gee wW2HH

W 167 |

| |
|
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This STANDARD is not met as evidenced by.

gample. (Cliant#1)
The finding includes:
The faclilty failed to provide evidence of Client

#1's need for intermediate care supports and
services as detalled belaw:

She stated that no one had to take care of her.
She said she cleaned herself and puts on her

what 10 do.

table for the evening snack and dinner with no

dinner she removed her dishes from the table,
and took them to the kitchen. At 5:21 PM, the
staff instructed the client to go to her room to

withaut assistance.

¢. The staff at the day program and the group
home indicated that the client had been
requesting to move from her present location.
Interview with the Qualified Mental Retardation

Based on obsarvation, ¢lients and staff interview,
and record verification, the facility failed to ensure
that clients, who had expressed a desire to live in
a least restrictive environment and is capable of
caring for their own basic needs, had a developed
transition plan for one of the three clients In the

a. On July 15, 2008 at 11:08 AM, Client #1 was
observed at her day program. Upon greeting the
client, she immediately informed the surveyor that
she had a desire to move to her own apariment.

own clothing. She did not like people telling her
_b. At4:40 PM, Client #1 was observed setting the

instruction from staff, After she completed her

select clothing for the next day. The client did so

A depasibon ples s boes g
developed  wad (s bUng | ok
\mg\amf\*ﬂ\~ see @ Yrached.

L
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W 197

W 248

| d. Review of Client #1's annual Social Work

. asked if the team had met to discuss the clients

Continued From page 22

Professional (QMRP) and the Registerad Nurse
(RN) on July 15, 2008 revealed that the
Department of Disabllity Servicas (DDS) had
placed a list of seventy (70) people that were to
be out-placed from Intermediate Care Facilities to
Waiver facilifies. They indicated that they
partitioned that Client #1 be placed on the list,
however since the client was not a part of the
Evans Decree, she was not considered af that
time. The QMRP and RN also Indicated that the
request had been made to the cliants DDC Case
Manager, however the client was presently on &
third Case Manager and they were unsure of
where they were in the process of sacuring waiver
services for Client #1.

assessment dated September 23, 2007, revealed
a recommendation that the team should explore
the possibility of transitioning the client to a leaser
restrictive setting such as the Medicaid Waiver
program, ;

Review of the Client #1's current Qccupational
Therapy and Physical Therapy assesesrments
refiected that the client was Independent in her
activities of daily living.

e. The QMRP, RN and day program staff were

request to move. They all acknowledged that
they were aware of the ¢ilents request and
abilities. They also indicated that meetings had
been heid to discuss a move for the client,
however they were unable to produce
documentation supporting their ¢laims. At the
time of the survey there was ho evidence of a
transitlon plan for this client.

483.440(d)(1) PROGRAM IMPLEMENTATION

W 197

W249|

I
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| As so0n a8 the Interdisciplinary team has
 formulated a client's individual program plan,
each client must recelve a continuous ective
treatment program consisting of headed
intarventians and services in sufficient number
and frequency to suppart the achlevement of the
objectives identified In the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
' review, the facility failed to ensure that clients
received continuous active treatment to support
achievement of individual program plan (IPP)
objectives identified by the Interdisciplinary team
for two of three clients in the sample. (Clients #1
and #3)

The findings include;

1. The facility falled to ensure Cllent #1's
self-medication program was Implemanted as
evidenced bsilow:

On July 15, 2007, at 7:08 PM Client #1 was
observed receiving her medication. The Trained
Medication Employee (TME) punched the
medication into a cup and handed the cup to the
¢lient. The client independently tock the

Cliant #1 took the medication cup and the water
cup and placed them in the tragh can that was
located in the kitchen.

Review of the Madication Administration Record
(MARs) on July 16, 2008 at approximately 5:42

medication and drank the water that was offered.

1
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| Intarview with the Registarad Nurse (RN) on July

i

AM, revealed the client had a self medication
program that reflacted the following steps:

- Identify medication hasket;
- Identify PM medications by color; and
- |dentify PM medications by name.

18, 2008, ravealed that the program was usually
implemented in the morning. The client wag not
afforded an opportunlty to participate in her self
medication program at all opportunities.

2. During the evening morning medication
administration observation, tha TME was
observed administering Cliant #3's evening
medication. The TME punched the medications
from the bubble pack, crushed the medication in
applesauce, poured a cup of water, spoon fed the
cllent's medications and gave the cup of water to
the client. The client consumed the water with
verbal prompts and put the empty water cup in
the kitchen sink. The TME was observed
throwing the madication cup in the trash can,

Interview with the RN on April 18, 2008 at 2:00
PM indicated that the Cllent #3 had a self
medication program. Further interview with the
RN revealed that the program was implemented
in the morning. Review of the clients self
medication assessment dated January 30, 2008,
The assessment indicated that the clientis
racommended for & training program te
participate in administration of medications under
licensed personnel.

Review of the MARSs on July 18, 2008 at
approximately 10:0 AM revealed the client had a
gelf medication program with the following
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Data relative to accomplishment of the criteria
specified In cllent individual program plan
objectives must be documented in measurable
terms.

This STANDARD is not met as evidenced by:
Based on observation, staff interview, and record
review, the facllity failed to ensure that program
data had been collected in accordance with the
Individual Program Plan (IPP) for one of the three
clients in the sample. (Client #1)

The finding includes:

Review of an incident repart dated December 20,
2007 revealed that during a behavior episode,
Client #1 fell down stairs and sustained a
contusion to her head, back and left hand, and

was diagnosed with a bilateral TMJ

.l(temporomandibularjoint) dislocation. Interview |
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W 248 | Continued From page 28 . W 249 !
objective which stated, "[the client] will
independantly parform all tagks during the
administration of medications 100% of the
recorded trials". The objective reflected the
foliowing steps:
- get glass/cup of water;
- fill cup up with water,
- drink water in cup;
- put empty medication cup in trash; and
- place cup in sink.
' There was no evidence that the facility's TME
' allowed Clignt #3 to participate in self medication
i as opporiunity allowed,
W 252 | 483.440(a)(1) PROGRAM DOCUMENTATION W 252

G Wase. base T mived  [8]11joy
g Da Chews B 1 RSP
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with tha staff revealed that she fell because of her
nancompliant behavior. Review of the hahavloral
data collection revealed two episodes of crying in
the month of Decamber 2007, There was no : i
documentation in the records that that
noncompliance had baen observed during the
month of December.

W 261 | 483 440()(3) PROGRAM MONITORING & W 261
CHANGE

| The facility must designate and use a specially

. constituted committee or committees congisting
of members of facility staff, parents, legal

_guardlans, clients (as appropriate), qualified

| parsons who have either experience or training in

contemporary practices to change inappropriate

client behavior, and persons with no ownership or

controlling intersst in the facllity.

This STANDARD is not met as evidenced by:.
Based on review of the Human Rights Committee
(HRC) minutes, the facility failed to ensure that

+ persons with no ownership or controlling intereat - _ ReC  Sor Auﬂuw and Xhe gln l g
in the facility coneistently participated on this vl : )
| committee. | Tudace will wecluade

. ¢ (oatro\b
The finding Includes: person  with o w
' BE  DWIVECsIP -
During the entrance conference on July 15, 2008
at 8:25 AM, the Qualified Mental Retardation
Professional (QVIRP) indicated that Client #3
received psychotropic medicatlons for her
maladaptive behavier. Observations during the
medication administration at 7:30 PM revealed
that Client #3 received Seroquel 300 mg. Review '
of the Human Rights Committee (HRC) meeting
minutes was conducted on July 15, 20086 at
approximately 1:00 PM. According to the HRC
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W 261 Continued From page 27

minutes dated March 2008 through June 4, 2007,
Cilent #3's Behavior Support Plan (BSP) was
updated and approved. Further raview of the
corresponding signature sheet attached to the
minutes evidénce a community reprasentative
name which had the same hand print of the HRC
Chairperson ang Clients #1, #2, #3, #4, #5, and
.#6, It should ba noted that there was a signature
of the community representative during the
months of January and February 2008 HRC
minutes. Interview with the QMRP on July 15,
2008 at approximately 2:00 PM confirmed the
same hand print of the community representative
and the HRC Chalrperson. Further intarview with
the QMRPF indicated that the community
representative was not present at the HRC
meetings. Interview with the Registered Nurse on
July 18, 2008 at approximately 2:00 PM
conguéred with the QMRP.

There was no evidence that the facility's HRC
committee included persons with no ownership or
controlling intarest In the facility was presant.
Interview with the Qualified Mental Retardation
Professional (QMRP) on July 16, 2008 indicated
that the facllity had a community representative,
however, the community representative could not
be account for during the past three months.
W 263 | 483.440(f)(3)(ii) PROGRAM MONITORING &
CHANGE

The committes should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the client Is a
minor) or legal guardlan.

This STANDARD & not met as evidenced by:
Basad on ¢bservation, staff interview and record ‘

W 261

W 283

|
|
|
1
|
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review, the facility failed to ensure that each
client's behavior intervention technique, including
the use of behavior modification drugs was
conducted with the written informed consent of
the client, parents (if the cllent is a minor) or legal
puardian for three of the three clients in the
sample, (Clients #1, #2 and #3)

The finding includes: o
Consent Was beea obtained €[i1)og

The facility failed to obtsin informed consent prior v Feictove Mgadwea
to the use of restrictive measures as described in for - ‘ dm::\ Q<p, IOVIAg
Client #1, #2 and #3's Behavior Support Plan. described b ' A
[See W124] Aorward  IH€ Medhny W

W 318 | 483.460 HEALTH CARE SERVICES W31B| encitiimte, e 0 bormesl Coawad

ili i y Wl AV} o
The facility must ensure that specific health ¢care of f"" (awxv\ 0. l S\Ltviny
services requirements are met. drcien makers.

This CONDITION is not met as evidenced by:
Based on observation, Interviews, and record
review, failed to develop a system that ensured Its .
medical staff addressed recommendations made
by tonsultants and ensured all clients received
 diets in accordance with their orders [Cross Refer ' qee  W3ILZ
to W322]; failed to ensure nursing care services
as indicated by change in the clignts health care ;
status [Cross Refer to W331]; and failed to e W33 ,
ensure comprehensive treatment services for the ‘e w 35k ]
maintenance of dental health [Cross Refer to
W356]. ‘

The results of these systemic practices results in |
the demonstrated failure of the facllity to provide : |
health care services. '. ,
W 322 | 483.480(a)(3) PHYSICIAN SERVICES W 322
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The facility must provide ar abtain preventive and
general medical care.
(dpe oy med with e
Pront B 14| g

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to develop a system that ensured its
medical staff addressed recommendations made
by consultants for one of three clisnts in the

' sample (Client #1) and ensured all clients
receivad diets in accordance with their orders for
one of three clients in the sample (Client #3).

The findings include:

1. Observation of Client #1 revealed that her
bottom jaw seemed to Jut forward when she
spolke. Revlew of her medical record on July 16,
2008 at approximately 9:43 AM revealed that

' while she was having a behavioral episode, on

’ December 20, 2007, Client #1 fell down the stairs
gt her home, Staff observed that her face was
swollen and was instructed to transport the client
to the emargency room, The client was assessed
to have a contusion to her head, back and left
hand. The emergency room physician
recommended that the client be followed-up by
her primary care physiclan within five (5) days.

On the next day, December 21, 2007, Client #1
complained of an excessive headache and chest
paln, which was not reileved by pain medlcation,
She was again transported to the emargency
ream. She was assessed and diagnosed with a
contusion to face and bilateral TMJ
(temporomandibular joint) dislocation. The

‘ emergency room's physician recommended that
the client be evaluated by an oral surgeon.

|
|

PCP end reviguadl s oblinahoss
wndte He TLP/MR regulacion

N ovame agds S &
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! snack, the client received a banana at snack

Review of the medical record revealed that the
client was evaluated by her PCP on January 28,
2008, (39 days after the emergency room visit).
Although there was evidence that thé client was
seen by the primary care physician, thers was no
notation in the records that the Primary Care
Physician (PCP) addressed the TMJ or the
racommendation for an assessmeant by an oral

It should be noted that the record made reference
to a fracture TMJ as well as a dislocated TMJ.
The records were not clear if the two references
were describing the same injury.

2. As aresult of client #2 complaint of chest
pains, on December 21, 2007 the client was seen
at the emergency room. She recelved a CT scan
which revealed an mediastinal mass. Although
there was evidence that the cllent was seen by
her primary care physician 36 days later on
January 28, 2008. There was no notation in the
medical records that PCP had acknowledged the
CT scan finding of a mass, !

Interview with the Registered Nurse on July 16,
2008, revealed that the PCP usually does not
write much on the consultation sheets and there
was he information reflect the physician's notas
cancerning the emergency room diagneses. Also
thera was no evidence that the discovery of the
mediastinal mass was acknowledged by the FCP,

3. On July 15, 2008 at 8:00 AM, Client #3 was
observed small in stature. At 4:45 PM, during

time. The client requested another banana and
staff did not respond. At 4:57 PM, the client took ;

WHOLISTIC 09
WASHINGTON, DC 20012
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another banana from Client #4's place setting and
ate it. At 6:20 PM during dinner observations,
Client #3 was observed to receive a single portion
of the meal. The meal consisted of bakad
potatoes, broccoli with cheese, soup
(beefivegetable), diet soda, water and Ensure
Plus. The client consumed three fourths portion
of her meal. The dlrect care staff removed the

plate and silverware from the table and put the re. et
| iterns in the Kitchen sink. The client drank the Shef hove i’fﬂ". ot ordet 170y
. remaining soup from the bow! and requested from on  Cleeay & 875 ax

staff mare food on three occasions (chicken, 18 pow §iven

baked potato and broccoli). At no time during the G EMW& 3 A

meal did the client receive additional portions. X a wetk, 542 pribnchect.;

Interview with the direct care staff and the RN on
July 15, 2008 at approximately 7:00 PM indicated
that the client always request additional snacks
(i.e.., pudding, yogurt). Revlew of the client's
current physician order revealed a diet order of
regular diet. According to the Nutritionist
assessment dated July 12, 2007, it was
recommended that the client recsive a regular
diet with seconds, and Ensure Plus, three times
per day. Review of the MARs and interview with
the QMRP on July 16, 2008 at approximately 2:00
PM from January 2007 through July 16, 2008
revealed that the client was only receiving Ensure
Plus twice a day. There was no avidence that the
facility ensure that the client received the

_ recommendad diet.

W 331 4B83.460(c) NURSING SERVICES W 331

The facllity must provide clients with nursing
services |n accordance with their needs.

This STANDARD ie not met as evidenced by:
Based an abservation, client and staff interview,
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the facility failed to ensure nursing care services
as indicated by change in the clients healith care
status for one of the three clients in the sample.
. (Clients #1)

The finding includes: See W3ILL

The facility failed to ensure Client #1 recelved . . 3\ ‘7‘0:?
follow-Lp services as recommended by Oral\ Surae d4iC o “WD‘“W’F _
emergency room physician. [See W3222) s Sello-ed Aor ockokal F 0T

W 356 | 483.460(g)(2) COMPREHENSIVE DENTAL W 358
TREATMENT

The facility must ensure comprehensive dental
treatment services that include dentsl care
 heeded for rellef of pain and infections,

restoration of teeth, and maintenance of dental
health.

This STANDARD is not met as evidenced by:
Based on interview and record raview, the facllity
failed to ensure comprehensive {reatment
services for the maintenance of dental heaith for
two of the three clients in the sample. (Clients #1
&nd #3) Dea ksl Ceasult 8|
The findings include: Scheduled for

1. Review of Client #3's medical record on July Ot tbober 2% ) 200 g
16, 2008 at appropriately 12:30 PM revealed a
dental consultation dated March 27, 2007. The
dentist noted that the client had moderate
caleulus deposits and needed scaling. Interview
with the Qualified Mental Ratardation :

Professional (QMRP) on July 17, 2008 at 10:00 ’
AM indicated that the client needs
preauthorization prior to returning to the dentist
" office. Review of the client's nursing note dated | o

EORM EMS-25667(02-68) Pravious Verslona Obsolete Event ID: BSXE11 Fecility 1D: 083176 If continuation sheet Pags 33 of 38
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September 10, 2007 revealed that the nurse ’
called the dental office to schedule an
appointment for sceling. The nurse was informed
that authorization had not yet been approved.
The dental office would submit preauthorization
again. At the time of the survey, thers was no
evidance that the cllent received dental scaling.
| 2. [Cross Refer to W322] The facility failed to See W3l
provide oral surgery assessment for Client #1.
W 435 483.470(9)(2) SPACE AND EQUIPMENT W 436

The facility must furnish, maintain in good repair,
and teach clients o use and to make Informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.

This STANDARD is not met as evidenced by:

 three clisnts in the sample. (Clients #1 and #2)

Based on observation, staff interview and record
review, the facility failed to furnish the
recommended adaptive equipment for two of the

The findings include:

1. Client #2 was observed having lunch at her
day program onh July 15, 2008 at 12:40 PM. The
staff encouraged the cllant to feed herself as
much as possible. The client ate her lunch with
assistance from her one to one staff. The lunch
was served on a paper plate.

Client #2 was observed eating her snack and
dinner at the group heme on July 15, 2008 at 4:56
PM and 8:28 PM, respectively, During the snack,

| MolSE Mo b GEL
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W 438 Continued From page 34 W 438

| Client #2 ate a banana off of a plate. During
' dinner she ate her meal off a plate using a plate
guard,

Interview with the Quallfled Mental Retardation
Professional (QMRP) on July 17, 2008 and
verified by the client's individual Support Plan,
revealed that the cliant was to use a plate guard
- during meals, At the time of the survey, the
facility failed to ensure the day program utilized
the recommended adaptive (eating) equipment,

2. Revlew of Clisnt #1's ophthalmology
assessments for 2007 and 2Q08, revealed that 3 \ )
the client lost her glasses, Throughout the 0 lasgs progiam has o ilog
survey, the client was not observed with glasses. appreved By TSP becpn Al

Interview with the QMRP on July 16, 2008 at pe

12:20 PM revealed that Client #1 told her that she
thraw her glasses into the trash. Additionally, the
QMRP indicated that the client is supposed the
wear the glasses at all times. Review of Client #1
training programs, failed to show evidence that
the importance of the ¢are and use glasses had

: been developed or implemented.

W 487 | 483.480(d)(4) DINING AREAS AND SERVICE W 487

Placed in Tee BT igueseirda.

The facility must assure that each client receives
enough food.

This STANDARD Is not met as svidenced by: |
Based on observation, staff interview and record | |
| review, the facility falled to ensure that client |
received second services of food as |

recommended by the nutritional asssssmant, for ‘
one of the three client in the sample. (Client #3)

‘ The finding Includes: .

|
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On July 15, 2008 at 8:00 AM, Client #3 was
obsarved small in stature. At 4.45 PM, during
snack, the client received a banana. The client
requested another banana but staff did not
respond to her reguest. At 4:57 PM, the client
took another banana from Client #4's plate. At

6:20 PM during dinner cbservations, L".Dllent #3 See W32
was observed to recelve a single portion of the
meal. The meal consisted of baked potatoes,
broccoli with cheese, soup (beef/vegetable), diet
sods, water and Ensure Plus. The client
consumed three fourths portion of her meal, The
direct cara staff remaoved the plate and silverwars
from the table and put the items in the kitchen
sink. The client drank the remailning soup from
the bowl and requested from staff more food on
three occaslions (chicken, baked potatoes and
broccoli). At no time during the meal did the
client receive additional portlons. [See Also
W322]

| |
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Each supervisor shall discuss the contents of job
descriptions with each employee at the beginning
employment and at least ennually thereafter,

This Statute Is not met as evidenced by:

Based on recard review, the GHMRP failed to
have on flie for review current job descriptions for
all employees.

The findings include:

WHOLISTIC 09 WASHINGTON, DC 20012 |
(X4) ID _ SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORRECTION X8
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1000 INITIAL COMMENTS 1 000
A re-licensure survey was conducted from July
15, 2008 through July 17, 2008 using the
fundamental survey process. However due to
deficient practices in the Condition of
Participation of Active Treatment, the facility's
Qualified Mental Retardation Professional ‘
(QMRP) was notified that the survey was - e&[
extended to axamine thls condltion on July 17, / { Lg
2008, A random sample of three residents was Ut oo
selected from a residential population of six GOVERNMENT OF THE DISTRICT OF COLUMBIA
femnales with mental retardation and other HEALT F?EEéRTMENT OF HEALTH
disabilities. ULATION ADMINISTR
825 NORTH CAPITOL ST., N.E., 2ND ézlc%‘n
The findings of the survey were based on WASHINGTON, D.C. 20002
observations at the homa and one day program,
interviews with clients and staff, and the review of
records, including incident reports.
1203 3509.3 PERSONNEL POLICIES | 203

Review of the personnel files conducted on July "—:)Fob Qesciptens €\ n| oy

15, 2008 at approximatsly 3:12 PM, revealed the Wowe o\ Paan

GHMRRP failed to provide evidence of current .

signed job descriptions for ten staff at the time of Siape .

the survey. (Staff#1, #2 #3, #4, #5 %7, #8279,

#10 and #13)

| - )

Health Regulation Adminlstzation . STLE ¥6) PATE
LABORATORY DIRECTOR'S OR PROVI&ERISUPPLIER REPRESENTATIVE'S SIGNATURE I/fu_- ﬂug,q, LL._;?" § / 2P (08

STATE FORM
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| 206 | Continued From page 1 | 206
| 208| 3509.6 PERSONNEL POLICIES 1208

Each employse, prior to employment and
annually thereafter, shall provide a physician ' s !
certification that a health inventory has been
performed and that the amployee * s health status
would aliow him or her to perform the required
duties.

This Statute is not met as evidenced by:
Based on interviews and record reviaw, the
facility failed to achisve compliance with State
regulations pertaining to heaith (22 DCMR
Chapter 35, Section 3508.8).

The finding includes:

The State regulatory agency conducted a review Healh Cerkibredts or® gh., lOA
of personnel records on July 15, 2008, at which cul ek For e\l Em proy e
time there was no evldence that two dirsct care ] \ e s
staff (Staff #1, #4, #7, 11 and #13), Primary Care aAcl € eas IS,
! Physician , Physical Therapist, Psychologlst,

. Psychiatrist, Pharmacist and Social Worker had
current health certificate.

| 291| 3514.2 RESIDENT RECORDS [ 201

Each record shall be kept current, dated, and
signed by each individual who makes an entry.

This Statute is not met as evidenced by:

Based on record review, the facliity falled to
ensure that all psrsons rnaking entries Into the
resident's records signed the entry, for one of the
three residents in the sample. (Resident #2)

The finding includes:

Health Ragulation Administration .
STATE FORM aeqd BEXGE11 If cantinuetlon sheat 2 of 12
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1 291 | Continued Fram page 2 1201
. , . n : ' ¢
Review of Resident #2's Psychiatric assessment Ps N hink o GS$essmeT %‘i 1|
(dated June 11, 200B), revealed that it was not Lo cliens 4 2 hos hWeen Oy
signed by the person who completed It. ] oy -
Sy oyvl s W !
| 374 3519.5 EMERGENCIES | 374 e SLELLL wh O |
. ‘A,
After medical services have been secured, sach Lome lefedt ¢
GHMRP shall promptly notify the resident ' s
guardlan, his or her next of kin if the resident has
no guardian, or the representative of the
sponsoring agency of the resident ' s status as
soon as possible, followed by written notice and
| gocumentation no later than forty-aight (48) hours
after the incidant.
This Statuts is not met as evidenced by:
Based on Interview and record review, the facility _ ' n
failed to ensure that all unusual incidents g heve LYeen Ceitumg ©
including injuries of unknown origin were reported iy
immediately to the administrator and other P Tacdany Ceo L iador Qll‘l l
officials according to district law (22 DCMR, pro¥d ol uadh shell iafim of
Chapter 36, Section 3519.10) two of the three + qavein vkak
regidents in the sample, (Residents #1 and #3) Pra. relevent  JEYEE \
et b QMAP  wil .
, The findings include: NAPVRON Cbve & e (Vuwf @Y
‘fhe facillty failed to report the following incidents ooty N Epar iy
In accordance with district law;
1. Observation of Resident #1 reveaied that her
bottorn jaw seemed to jut forward when ehe
spoke. Review of her medical record on July 16,
2008 at approximately 8:43 AM revealed that
while she was having a behavioral episode, on
| December 20, 2007, Resident #1 fell down the
etairs at her home. Staff observed that her face
was swollen and was Instructed to transport the
residant to the emergency room. The resident
was assegsad to have a contusion to her head, | ,
Health Regulation Admintstration

STATE FORM LT BSXG11 If continumtion sheet 3of 12
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| 374 | Continued From page 3 1374

back and left hand. The emergancy room
physician recommended that the client be
followed-up by her primary care physician within
five (5) days.

On the next day, December 21, 2007, Resident
#1 complained of an excessive headache and
chest pain, which was not relleved by pain
medication. She was again transported to the
emargency room. She was assessed and
diagnozed with a contusicn to face and bilateral
TMJ (temporomandibular joint) dislocation. The
emergency room's physician recommended that
the resident be evaluated by an oral surgeon.

. Review of the medical record revealed that the

resident was evaluated by her PCP on January
28, 2008, (38 days after tha emergency room
visit). Although there was evidence that the client
was seen by the primary care physician, there
was no hotation in the records that the Primary
Care Physician (PCP) addressed the TMJ or the
recommendation for an assessment by an oral
surgeon.

It should be hoted that the record made referance
to a fracture TMJ as well as a dislocated TMJ.
The records were not ¢lear if the two references
were describing the same injury.

2. As a result of Resident #2 complaint of chest
paing, on December 21, 2007 the client was seen
at the emergency room. She raceived a CT scan
which revealed an mediastinal mass. Although
there was evidence that the client was seen by
her primary care physician 38 days later on
January 28, 2008. There was no notaticn in the
meadical records that PCP had acknowledged the

’ CT scan finding of a mass.
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in addition to the reporting requirement In 3518.5,
each GHMRP shall notify the Department of

' Health, Health Facilities Division of any other
' unusual incident or event which substantially

interferes with a resident ' s health, welfare, living
arrangement, wall being or in any other way
places the resident at risk. Such notification ehall
be made by telsphone immediately and shall be
followed up by written notification within

twenty-four (24) hours ar the next work day.

This Statute is not met as evidenced by:

' Based on interview and record verification,

GHMRP staff failed to consistently report
significant Incidents to the Department of Health
within the required time frame for two of the three
rasidents in the sample. (Residents #1 and #3)

The findings include:

The facllity failed to report the following Incldants
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. Interview with the Registered Nurse on July 16,
2008, revealed that the PCP usually does not
write much on the consultation sheets and there
was no information reflect the physician's notes
concerning the emergency room diagnoses. Also
there was no evidence that the discovery of the
mediastinal magss was acknowledged by the
PCP.
3. On Dacember 6, 2007 Residents #1, #3, #4,
and # 5, was on the facility van which was
involved in a motor vehlicle accident. The clients
were transported to the emergency room for .
-a@valuation,
1379 3519.10 EMERGENCIES | 379
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in accordance with district law:

1. On July 16, 2008 at approximately 11:00 AM

revealed a nursing note in Resident #3's medical

recard. The nurging noted dated November 8,

2007 revealed the direct care staff had awaken

the resident and observed a lot of blood around

the resident nose. A "small" bruise was also

noticed on her nose. The nurse applied first aid

' gnd notified the Registered Nurse (RN) the
following morning. Interview with the RN
revealed that the injury of unknown origin was not
documented. Review of the facility's policy

' revealed that all injuries are to be reported on an
incident report and notifications made. There

, was no evidence that the injury of unknown origin

was documented as per the facility's policy or

reported as required by local regulations.

2. Observation of Resident #1 revealed that her
bottom jaw seemed to jut forward when she
spoke. Review of her medical record on July 16,
2008 at approximately 9:43 AM ravealed that
while she was having a behavioral episode, an
December 20, 2007, Resident #1 fsll down the
atairs at her home. Staff observed that her face
was swollan and was Instructed to transport the
resident to the emergency reom. The resident
was assessed to have a contusion to her head,
back and left hand. The emargency room
physician recommended that the resident be
followed-up by her primary care physician within
five (5) days.

. On the next day, December 21, 2007, Resident
#1 complained of an excessive headache and
chest pain, which was not relieved by pain
medication. She was again transported to the
emergency room. She was assessed and
diagnosed with a contusion to faca and bilateral
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TMJ (temporomandibular joint) dislocation. The
emargency room's physician recommended that
the resident be evaluated by an oral surgeon.

Review of the medical record revealed that the
client was evaluated by her PCP on January 28,

| 2008, (39 days after the emergency room visit).

Although there was evidence that the client was
sean by the primary ¢are physician, there was no
notation in the records that the Primary Care
Physician (PCP) addressed the TMJ or the
recommendation for an assessment by an aral

: surgeon.

.| It should be notad that the record made reference

to & fracture TMJ as well as a dislocated TMJ.
The records were not clear if the two references |
were describing the same injury. There was no
avidence that the Incident was reported as
required by local reguiations.

3. As 2 result of Resident #2 complaint of chest
pains, on December 21, 2007 the resident was
seen at the emergency room, She racelved a CT
scan which revealed an mediastinal mass.
Although there was evidence that the resident
was seen by her primary care physician 38 days
later on January 28, 2008. There was no notation

' in the medical records that PCP had

acknowledged the CT scan finding of a mass.

Interview with the Registerad Nurse on July 16,
2008, revealed that the PCP usually does not
write much on the consultation sheets and there
was no information reflect the physician's notes
goncerning the emergency room diagnoses. Also
there was no evidence that the discovery of the
mediastinal mass was acknowiedged by the
PCP. There was no evidence that the incident
was reported ag required by local regulations.
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4. On December 8, 2007 Residents #1, #3, #4,
and # §, was on the facility van which was
involved in @ motor vehicle accident. The
residents were transported (o the emergency
room for evaluation. There was no evidence that
the incidsnt was reported as required by local
reguiations.

3521.7(f) HABILITATION AND TRAINING

The habilitation and training of residents by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas:

(f) Health care (Including skills related to nutrition,
use and sslf-administration of medication, first
aid, care and use of prosthetic and orthotic
devices, preventive heelth care, and safety);

This Statute is not meft as evidenced by:

Basad on observation, interview and recard
review, the Group Home for Mentally Retarded
Persons (GHMRP) falied to ensure the
habilitation and training to residents in the domain
of self medication for two of the three residents in
the sample. (Resident#1 and #3) and the use of
adaptive equipment (glasses) for one of the three
residents In the sample. (Resident #1)

The findingg include:

1. The GHMRP failed to ensure Resident #1's
self-medication program was implemented as
evidenced below;

On July 15, 2007, at 7:08 PM Resident #1 was
observed receiving her medication. The Trained
Medication Employee (TME) punched the
medication into & cup and handed the eup to the

| 379
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resident. The resident Independently topk the
medication and drank the water that was offerad.
' Resident #1 took the medication cup and the
water cup and placed them in the trash can that
was logeted in the kitchean,

Review of the Meadication Adminlstration Record
(MARS) on July 16, 2008 at approximately 9:42
AM, revealed the Resident had a self medisation
program that reflected the fallowing steps:

- Identify medication basket;
- ldentify PM medications by calor, and
- |dentify PM medications by name.

Interview with the Registered Nurse (RN) on July

|16, 2008, revealed that the program Is usually
implemented in the marning. Resident #1 was
not afforded an opportunity to participate in her
self medication program at all opportunities.

2. During the evening morning medication
adminlstration observation, the TME was
observed administering Rasident #3's evening
medication. The TME punched the medications
from the bubble pack, crushed the medication in |-
applesauce, poured a cup of weter, spoon fed the
resident's medications and gave the cup of water
to the resident. The resident consumed the water
with verbal prompts and put the empty water cup
in the kitchen sink. The TME was observed
throwing the medication.cup in the trash can..

interview with the RN on April 16, 2008 at 2:00
PM indicated that Resident #3 had s self
medication program, Further interview with the
RN revealed that the program is implemented in
the morning. Review of the resident's self
medication assessment dated January 30, 2008. .
The assessment Indicated that the resident is |
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recommended for a training program to
participate in administration of medications under
licensed personnel.

'Review of the MARs on July 16, 2008 at
approximately 10:0 AM revealed the resident had
a self medication program with the following
objective which stated, "[the resident] will
independently perform all tasks during the
administration of madications 100% of the
recorded trials”. The objective reflected the

' following steps:

- get glass/eup of water;

- fill cup up with water;

- drink water in cup;

- put empty medication cup in trash; and
- place eup in sink,

There was no avidence that the GHMRP's TME
allowad Resldent #3 to participate In self
medication as opportunity allowed.

3. Review of Resident #1's ophthalmology
assessments for 2007 and 2008, revealed that
the resident lost her glasses. Throughout the
survey, the resident was not observed with
glasses, Interview with the QMRP on July 16,
2008 at 12:20 PM revealed that Resident #1 told
her that she threw her glasses into the trash.
Additionally, the QVIRP indicated that the resident
is supposed the waar the glasses at all times.
Review of the resident training programs, failed to
show evidence that the importance of the care
and use glasses had been developed or
implemented.

| 500 3523.1 RESIDENT'S RIGHTS

Each GHMRP residence director shall ensure

| 436
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that the rights of residents are obsarved and
protected in accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws.

This Statute ts not met as evidenced by:
Each GHMRP rasidence director shall ensure
that the rights of residents are observed and
protected In accordance with federal laws.

The findings include:

1. The GHMRP failed to ensure that Resident
#1, who had expressed a desire for a least
restrictive environment and is capable of caring
for their own basic needs, had & developad
transition plan, [See Federal Deficiency report
W197]

2, The GHMRP failed to ensure the right of each
resident or their legal guardian to be informed of
the Resident's medical conditian, developmental
and behavioral status, attendant risks of
treatment, and the right to refuse treatment for
three of the thres residents included in the

.| sample. [See Federal Deficiency report W124]

3, The GHMRP failed to ensure that individuals
| who lacked the capacity to make informed
| decisions had received assistance from their
‘ surrogate decision-maker for habllitation and
treatmant needs, for one of three clients included
" in the sample and facllity failed to ensura clients
rights’ to be safe and free from injury for two of
the three clients included in the sample. [See

Federal Deficiency report W125]

4. The GHMRP failed to develop a system that
ensured jts medical staff addressed

1 500
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recommendations made by consultants and
ensured all cllents received diets in accordance dee WL
with their orders. [See Federal Deficiency report
W322]

|
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