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A recgitificaiion survey was conducted from July 825 NORTH CARTO o G 50002 V}>\\O
. 19, 2010, through July 21, 2010, A sampling of WASHINGTON, D.C. W,xx‘
four Mmen wis salected from a residential 3 h .
population ¢f seven men with various degrees of
_ intelectual and/or developmental disabllities. . Wi4g
v The findings of the survey were based on — :
observations, intervizaws staff in the home and at ! Th_'s standard will be met as -
two day programs, as well as a review of client evidenced by: :
and administrative records, including incident
reports.
W 148 463.420(d)($) STAFF TREATMENT OF W 148
CLIENTS a., b, ¢, The incident
The facility imust develop and implement written Investigations for all of the people |
policies and procedures that prohibit has been completed. The Inci ' ‘
mistreatment, neglect or abuse of the client, plet . The Incident 50 10 ¥
Management Coordinater has
| . . - completed staff training on July OhﬂOIﬂC, .
. This STANDARD s not met as evidenced by 27" and 30th to | :
Based on Interview and record reviaw, the facility v and 30th to include hut not :
falled to establish and/or implament policies to limited to; Individual Rignts,
ensure the health and safety of two of four clients | - : -
residing inctuded in the sample. (Cllents #2 and Human Rights, Abuse, Neglect and
: 43) Exploitation, Incident Management
olicy, d i
The findIngs. include:; policy. \ ocumentation and
reporting procedures. The Incident
The facility failed to ensure the Department of Management Coordinater will
Health (DOM) was nofified timely of significant d y . .
inciderts (" two injuries of unknown ofigin) in - conduct routine record raviews to
accordancerwith federai regulations and state include nursing and physician
law. . notes to ensure that all ircidents
Crass-referto W153. Review of the facility's land/or injuries of unknovsn origin
incident reports and corresponding investigative : : '
reports on Jduly 19, 2010 beginning approximatsly are Investigated approprately.
8:28 a.m., revealed no documented évidence of ]

e —— . 1 .
LABORATORY DIRECTOR'S O,R PROVIDER/SUPPUER REPREJENTATIVE'S SIGNATURE TITLE %0715 /

Ainy deficiency statement ending with an acfarisk ) danotes 3 daficlency which the Instiution rmay ba sxcusad from corracting providing It Is determined that
other safeguards provide sufficent prolection to the patients. (Ses instnyctions,) Excapt for nursing homes, the findings stated above are disciosabia 50 days
following the data of survey whether or not & plan of somaction is provided. For hursing homes, the abova findings and plans of cammection are disciosable 14
days fokowing th:ﬁg:te thes¢ documents are made availzble to the faciity. ¥ deficlancies ame cited. an approved plan of comrecticn is requizita to continued
program participation.
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. 3. Review of Client #2's medical record on July

' inmer right thigh at 10:45 p.m, Upon biss
" the nurse revezied the abrasion was superficial

" injury of unknown origin.

|

. #1 and #3's injury of unknown origin, as required.

20, 2010, at approximately 12:42 p.m, revealed a
-nursing notes dated Mareh 29, 2090 written at 8:30
a.m. Accorcing 0 the note, an acﬂve treatment
staff (ATS) told the Licensed Practicgl Nurse
(LPN) abautian abrasion noted to th§ individual's
gsment,

and that it medsured 1.2 x 0.5 ¢y, The nurse
also noted tiiat the area was cleansed according
to the aforementioned order. Tha nursing note
revealed tha LPN and the facility's Registered
Nurse (RN) were the only staff informed of the

b.. Review ¢f Client #3's medical record on July
20, 2010, atiapproximately 1:00 p.m. revealed a
physician's wrder dated July 13, 2010, to cleanse
the areéa on the left side of neck with normal
saline and tw apply A&D ointment twice a day until
healed.

Review of Ciianit#3's Infra-Agency
Communication document dated July 13, 2010,
revealed thek upon arrival at the day program the
dlient was observed to have a "scrape about 1
cm. long” on the left side of the back of the neck.

Interview with the Qualified Mental Retardation
Professional (QMRP) on July 20, 2010, at
approximataly 1:25 p.m., revealad that it was the
facility's policy for the first person who discovered
an injury to complete an incident report. There
was no docurmented avidence, however, that the
administrator was immediately notified of Client

'The staff nurse and hh;IRP must
immediately address all Intra-
Agency communications anc
provide immediate follow-up. The
QMRP and Home Manager will
receive-additional training an
incident Management notifization
process. The Incident
Management Coordinator will
review all incident reports
documentation of notification and
conduct follow-up as needed to be
[ sure that the administrator and
cther notifications are made in
accordance to company policy and
regulatory requirements.

Incident Management Coordinator
will trend and track significant
occurances within the Incident
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W 149 | Continued From page 2 W 149 ) - CO"ﬂh e
| Review of the facility's incident management M!Y'}igem ’ ““'ed‘i‘d _
policy (IMP) an July 21, 2010 at approximately ! process and ldentify
4:00 p.m., rewealed that incidents were : systemic practices and conduct at
categorized i both reportable and serious
mﬁ?ﬁaﬂe Incidents. According to the policy “any foast qua.\rte'rly safety reviews to e
injury, regarciess of severity, of unknown origin address indicators. ! -l 130’ (.
'shailba'éorrﬁdemdaseriou'sm ical i bi N . i
According torthe policy, "it is the responsibility o Administrator an ; o i
| any sta#f meinber who withesses, discovars of is X ° d/.or des.|g nee will UNjaM .-
informed of an incident {o complete an incident review and sign all investigative
report® Continued review of the poligy revealed reports in accordance to company
"upon oceurmence of a serous reportable incident, polic
other than a Jeath”, staff shall call the immediate Y-
. supervisor o' manager onduty and the .
Department of HealthHealth Regulations ‘ ek
Administration. i s

Review of the facility's incident reports, however, ,
reveajed tha: the facility had not consistantly !
"+ hotified the Etate agency of incidents, as
" required.

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

w153 '
CLIENTS .7!30"0

: The facility must ensure that all allegatipns of This Standard wilt be met as N
mistreatmens, neglect or abuse, as well as . m\ﬁm _
injuries of unknown source, are reported evidenced by: M’ :
immediately to the administrator or {o other _ '

_officials in accordance with Siate law through i Cross reference response 10 W1489.
gstablished procedures.

This STANDARD ig not met as evidenced by:
Based on observation, Interview and review of
incident repcrts and investigations, the facility
falled to enswre that all sllegations of neglect or
abuse; as well as injuries of unknown origin were
reported immediataly to the administrator and/or
the Departiment of Health, Health Reguiation and
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I PROVIDER'S PLAN OF CORRETION ]_ o5
(EAGH CORRECTIVE ACTION SHRAND BE * COR
| CROSS-REFERENCED TO THE APFROPRIATE '
DEFICIENCY)

DATE

W 153 Continued Fasim page 3

Licensing Administration (HRLA}) timety, for two of
the four cliercs residing in the facility. (Clients #2
and #3)

The findings include:

" | Review of the: facility's incident reports and
| corresponding investigative repoits on July 19,
1 2010 beginning approximately 828 a.m,,
' revealed no documented evidence of tha
- following:

1. Review of Client #2's medical record on July
20, 2010, at .approximately 12:42 p.m. revealed a
physician's order dated March 29, 2010.
Continuied rewiew of the order ravealed Client#1
had been prascribad the following: "cleanse
abrasion to rght inner thigh with {(normal saline
solution) NS3 and pat dry, apply neosporin BID,
leave open te air until healed.” Further review of
the chent’s medical record revealed a nursing
note dated harch 29, 201D written at 8:30 a.m.
According toithe note, an active treatment staff
(ATS) told tie Licensed Practical Nurse (LPN) -
about an abrasion noted to the individual's inner
right thigh at!10:45 p.m. Upon assessment, the

! nurse revealisd the abrasion was superfictal and
that It measured 1.2 x 0.5 cm. . The nurse akko,
noted that thye area was cleansed according to the
aforementiomed order. The nursing note revealed

were the ontv staff informead of the injury of
unknown origln,

o Interview witn the Qualified Mental Retardation
v Professichabon July 20, 2010, at approximately

; 1:05 p.m., vesled that it was the facility's policy
for the first person who discoverad an injury to

the LPN and} the facility's Registered Nurse (RN)

i complete aniincident report. There was no

*0RM CMS-2567(02,99) WMWM Event ID-FTX511
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! PROVIDER'S PLAN OF CDRFECTION oo i
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W 153 | Continued From page 4

documented evidence, however, that the
administrater was immediately notified of Client
#1's injury cif unknown origin, @s required. |

' 2. Cliant #3.was observed on July 19, 2010 at
approximately 8:15 a.m. to have an abrasion that
| Bppeared t¢: ba healing on the left side of his

| neck.

i Review of Client #3's Madication Administration
Record (MAR) record on July 19, 2010, at
- | approximately 8:10 a.m. revealed an order to

: cleanse theiarea on the left side of the neck with |
normal saliné and to apply A&D cintment twice a
day until healed,

Review of Client #3's medical record en July 20,

2010, at approximately 1:00 p.m. revealed a

| Physician's arder dated July 13, 2010, to cleanse

'] the arsa dn the left side of neck with normal
salinedand tn apply A&D ointrment twice a day until

heatad. : ,

. Review of Client #3's Intra-Agency
Communication document dated July 13, 2010,
revealed that upon arrival at the day program the
cllent was oaserved to have a "scrape abouy) 1
om. long” or the left side of the back of the peck.

Interview with the Qualified Mental Retardation
Professiona: (QMRP) on July 20, 2010, at
approximately 1:25 p-m., revealed that it was the
facility's politoy for the first person who discovered |
an injury te-w:omplete an incident report.  There
wes No documerited evidence, howaver, that the
administratat was immediately notified of Client
#3'5 injury o' unknown origin, as required.
- W 186 | 483.420(d)(+) STAFF TREATMENT OF
i | CLIENTS .

L

W 153

W 158 Reference response to w149,

W156 .
This Standard wiil be et as 7@0[0 1
evidenced by: UT[:]OMC"“

| N N
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. FWiss { Continued From page 5 W 156
The resultsiof all investigations rust be reported |
10 the admiaistrator or designated represontative :
or to other eificials in accordance with State law ‘W19 :
- | within. five warking days of the incident. ;
. 1 ‘ !This Standard wlill be met as - s
| This STANIDARD is not met as evidenced by: evidenced by:
8ased on interview and record review, the facility )
failed to enure required investigations were Incident Management Coordinator 7 0|
reviewed by the administrator or designea within t itional trai i ™
five working days, for one of the four clients cor.nple ed additional trai lmg_. i
included In *he sample. (Client #3) Incident Management Coardinator U)‘l[jgmq i
_ . will conduct follow-up and routine :
 The findingiinchides: . SRR
: record reviews to ensure that staff ;| __
lnte_rviewfr :-;h fgﬁ'tl;'ac!myi: ([}]tonrdln:;ar (Flﬁéiand perform their duties effectively and o
TEVIgW O Cility's InCident reports, inciuding '
| the availabliz corresponding investigative reports, efficiently. Managers anc -
~ Yen July 18, 2010, beginning at approximately 8:2 Supervisors assigned to the home 4
-8 a.m., revealad an incident Involving Client #3 i [ :
dated May ¥, 2010, According to the report, the will also monitor staff peﬂ‘?rmance
staff notices the resident's right knee with and take necessary corrective :
_redness.and it was observed to be swollen. actions when needed to include but
Review of twe corresponding intemal investigative o - S
summary revealed the investigation was not limited to; training, disciplinary
! :ﬂonducted and completad Ibh% gna'ln;‘i:ent action up to and including
anagement Coordinator on 15, 2010. .
Frther Inteviee sth e éc rezrealed e rosults termination of employment. DRS
of all investigations are reported to and reviewed and DON will alse conduc routine
by the administrator. At the time of the survey, :
there was o documented evidence that the file audits and observ'ations t‘o
results of the aforementioned investigation were further ensure compliance with this
reported to he facllity's administrator within five standard.
working days as required. - -
W 1801 483.430(e)(1) STAFF TRAINING PROGRAM W 185 Also cross reference respanse to
The faciiity imust provide each employee with W149.
|' Initial and cwntinuing training that enables the i
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W 189 Continued From page 6 W 189
employse to _perform his or her duties effecﬂvely, )
; [ efficiently, aad competently. ;
, This STANCARD is not met ais evidenced by:
., ... | Based on observation, interview and record o
- ULl review, the sacility falled 1o ensure that each i .
V-0 employes wias provided with initial and continuing W
! training that:enabled the employee to perform his .
of her dutles effectively, afﬁmently and ‘
competentiy. i T
wa42
| The fi ndlng;iincludeS'
E , Thi: i
. Cross Refer to W153 and W1S6, The faciity . This Standard will be met as .
failed to ensure that the Incident Management evidencad by: . '
Coordinator{IMC), Licensed Pracfical Nurse ASEREN |
e e T, T orsdepet .| Bl |
n i . N
1 incident makagement policy to ensure clients pians for client #1 and #3 to : 3
observed with-injuries of unknown origin were address the training needs to ;01\3&,\5) :
: reported and documented. Review of the facility's - . . :
training on July 21, 2010, at approximately 2:00. improve oral hygiene. QMRP has ‘
p.m. revealed an "Incident Managemert . . updated the individual’s program
in-service T-aining heid on April 30, 2010. At the lan an ducti ;
time o the-aurvey, fhie facilty failed to ensure the pian and conducting furthzr review
.. [ Incident Management Training was effective. ofall individual's hygiene needs.
‘W 242 | 483. 440(::)(62(00 INDIVIDUAL PROGRAM PLAN W242 Additional programs will ke added
The individual program plan must include, for 2 heeded to improve oral health ) g
those clients who lack them, training in personal and increase independence . . e
‘skills elssentual for privacy and indepetience : .
{including, but not iimited to, ioilet training, MRP cond d
. personai hygiene, dental hygiene, self-feeding, AWRP co u cte.d staff training on . -!
bathing, dressing, grooming, and communication program objectives and LI
of basic needs), until it has been demonstrated malntalning good orai hyglene '
! that the client is deveiopmentally incapable of . :
. acquiring them. practices for all of the peoale ‘
served.
foRM CMS.2567{02-80} Previow: Versions Obacieir Evant [D:F7X511 Facikty ID: 09G124 IF cuntinuation sheet Page 7 of 12
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| w22

l This STANDARD is not met as evidenced by:

-, individual program plan (IPP) included training in
clients in'the sample. (Clients #1 and #3)

| The findings inciude:

i Professional (QMRP) on July 20, 2010, at
brushes his teeth after each meal.

‘2010, at aporoximately 3:30 p.m., reveaied a

"review of thie dental consultation revealed the

' (iPP) datediJanuary 11, 2010 revealed no

‘During the iterview with the QMRP on July 20, -
| scknowledged Client #1 did not have a braining

_ client's IPP included training in activities of dental

Continued From page 7
Based on ghservation, staff interview and record
review, the facility failed to ensure each client's

aclivities ofidental hygiene, for two of the four

1. Interview with the Qualified Mental Retardation

approximatziy 3:18 p.m., revealed Client #1

Review of Client #1's medical record on July 20,
dental consultation dated July 20, 2008, Further
cliefit had large deposits of piaque and calculus
present on ais teeth. The dentist recommended
to assist the: clignt with "brushingiwo (2) times
daily. Ancther dental consuitation dated June 15,
2010 reveaied Client #1's needed scaling. -
Review of Client#1's Individual Program Plan
gvidence ofia training program to address
client's poor oral hygiene. .

2010 at approximately 4:15 p.m.. it was
program to address his poor oral hygiene.

There was mo evidence the facility ensured the

hygiene.,

W 242

i
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W 242 Confinued From page 8 W 242
2. On July 21, 2010, at approximately 7:50 a.m.,
during medication administration ,Client #3 was i
obgerved with brown stains on his feeth. w249 '
Revisw of Client #3's medical record on July 20, . .
2010, at apgiroximately 11:35 a.m., revealed a This Standard will be met as
dental consuftiation dated May 24, 2010, that evidenced by:
| recommended the client "brush teeth two (2)
times a day. Continued review of the client 's
record revealed some signs of gingivitis and adult
prophylaxis Yeeded. 1. QMRP and Home Manager
Review of Client #3's Individual Program Plan conducted follow-up review of all
' ('PP) dated Juiy 2010 at approxim_ately 11:50 program objectives to ens.re qu IIO
a.m. reveaied no evidence of a training program X ) : P I |
to address the dlient's poor orai hygiene. implementation program goals as oredingr |
Bur tarviow with the LPN on July 21 outlined in the IPP. The QMRP will “!, VIO]
uring an imtarview wi e on Ju . ; - - i
) 2010.ga?a;mréximateiy 11:85 am_ it wgs coordinate additional trairing on T
| acknowledgjad Client #3 did not have a training ROM programs if needed.
_program to address his poor dental hyglene.
There was ro avidence the faciity ensured the Physicai Therapy consul-tarqt has
clients IPP included training in activities of dental been requested to provide greater
W 240 hyg'e“%-d 11 PR | TATIO! oversight and monitoring cf al)
49]483.440(d)(1) PROGRAM IMPLEMENTATION W248 recommended program objectives
As suul:n as 'ha interdisciplinary team has and maintain communications with
formulated & ciient's individual program plan, . ‘
! @ach client must recaive a continuous active the (_'IMRP' Both will address
treatment priogtam consisting of needed barriers to program
interventidn: and servicss in sufficient number i i
ahd frequanizy to SUpport the achiovement of he implementation, evaluate progress
objectives identified in the individual program and make changes as needed.
. plan. .
This STANCARD is not met as avidenced by:
| |
“ORM GMS-2567(02-90) Previou: Versions Obsclete Event ID: FTX8511 Faclitty ID: 08124 If suntinuation sheet Fage 8 of 12
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Based on olbservation, interview and record
review, the ‘&cility failed to ensure each client
received continuous active treatment sefvices, for
one of the fuyur ¢lients (Client #1) Included in the |
sample.

'The finding¥ include:

. 1. The facility failed to ensure Client #1's range of
motion (ROhW) exercises prograrm objective was
implernented in accordance with the IDT
recommendations as evidenced balow:

Interview with Facilittes Coordinator (FC ) and
review of thi: habilitation record on July 20, 2010,
at 11:34 a.m. revealed Client#1 had a physical
therapy assisssment dated January 7, 2010,
Reviaw of the physical therapy assessment

. revealed the: therapist recommended the following
program objectives: 1) Given physical assistance
the client will tolerate ROM exercises five (5) trial
three (3) daivs per week for six (8) consecutive
months and: 2) Given physical assistance the
client will tolerate lower extremity weight bearing
for ten (10) seconds 3/3 trials for six (6) :
consecutives months.

! Further interview with the FC and review of Client
#1's Individual Program Plan, (IPP) revealed the
program objective for weight bearing had been
implemented. Atthe time of the survey, hawever,
there was nw docurnented evidence that Client
#1's objectiue to tolerate ROM exercises was
implemented.

_ 2. The facility failed to ensure Client#1's reading
i activity program objective was implemented in
accordancewith the IDT recommendations as

evidenced below:

2. QMRP will provide greater t
oversight of all program objectives
and goals. QMRP will highlight the
correct days of program
implementation to ensure clearer
direction for staff. QMRP and
Home Manager wil| review
program documentation weekly
and provide appropriate follow-up
as neaded.

?Hb
o
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' three (3) limes per week In an interactive reading

Interview wih Quallfied Merital Retardation

Professionsi (QMRP) and review of the

| habilitation “ecord on July 20, 2010, at 10: 50 a.m.
revealed Chent#1 had a social work assessment

dated January 11, 2010. Review of the social

work assessment revealed the sockal worker
recommencled a program objective tp participate

activity (sing along CD or Interactive book) that
shows cause and effect for ten (10} minytes with
-gesturai assistance for six (6) consecutive
months by July 2010.

Continued interview with the QMRP and review of
- Client #1's ndividua! Pregram Plan (IPP) dated
January 11 2010, revedled the program was
impiemented three times per month. Review of
‘the program data revealed the direct care staff
had been instructed to implement the program
three (3) tines per month instead of three (3)
times per week.

During ain interview with the QMRP on July 20,
2010, at eporoximataly 11:15 a.m., it was
acknowledgied that Client #1°'s program objective
to participare in a reading activity was
implemented three (3) times per month instead of
three (3) brives per wesk.

At the time of the survey, the facllity failed to
ensure the program objective for Client#1 to
participate in a reading activity was implemented
three (3) imes a week as recommended.
483.460{m 2)(ii) DRUG LABELING

A

i The faciiity must remove from use drug
! containers ‘vith worn, Mlegible, or missing labels.

W 249

W 391

w391

This Standard will be met as

evidenced by:

i

FORNM CIIS-2557 (02-99) Previous Versians Cbeoleia Ever ID-F7XS11
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This STANDIARD is not met as evidenced by:
Based on ohservation and staff interview, the

facility failec to remove medications that had . . ,
L missing labels from it's use, for one of the four The DON_W'” explore with .the |
. clients in the sampie, (Glient #2) pharmacist to determine if :

; . medications can be dispersed with lD‘ D
The finding nelwdes: i . per l 9{ .D
: ¢ plastic cover over the labe s to

On July 19, 2010, at approximately 6:30 am., the " prevent peeling. The refrigerator 0790
Licensed Practical Nurse (LPN) was observed to : temperature and condensati , -
place a bottie of liquid Tagretol with 2 missing P ensation
Iabel on thewdining room table. Interview with the . continues to be monitorec|
LPN at appioxirhately 6:40 a.m. acknowledged ' S .

that the bothe of liquid Tegretol had a missing - carefully. RN's will continueto 1\ ______
label and belonged to Client#2. Further interview | monitor the medication iabeis to i e,
revealed the pharmacist would be notified and the | ensure ongoing complianci wi
bottle of Tegretol would be replaced. , ! this st :rd' g complianci: with

There was no evidence that the facility removed
all meditations that had a missing labels from
use.

FORM CMS-2567(02-98) Previows Varskeng Obsolele Event IL:F7X511 FacHty ID: 08G124 I cantinuation sheet Pags 12 of 52
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The interionrand extefior of each GHMRP shail be
maintained [n a safe, clean, orderly, altractive,
and sanitar’ mannet and be free of
accumulations of dift, rubbish, and objectionabile
‘ odors.
This Statute is not met as evidenced by tf, ) X
‘Based on onservation and interview, the Group 350 ' HOMM'PM@
Home for te Mentally Retartied Persons
{(GHMRP) fiited to maintained the interior and
. exteriqr of tne faci!ity in a safe, clean, orderly,
attractive, and sanitary manner,  This Statute will be met as
The findings include: evidenced by: : B &
Observation and interview with the facility's house -3 [ ‘
| manager (M) on July 19, 2010, begining at 1-3 have been addressed and 7 0
11:30 a.m. revealed the following: necessary reépairs complieted. The -
Home Manager inue
Exterior, ger continues tg [mﬁu
. conduct weekly home inspectlons
;_ lhe fro;éme..-;'trar;cebgate o thﬁy pmplerty is as well as a comprehensive
foken and will nof close properly posing as a .
. possible satety/securly issue, monthly review of the
' o h environment. The Home Manager
2. The frontyperch roof gutiers hag evidence of " \
! leaves_ smadl branches and spider webs. will f°"”a_'d a request for repairs
‘ to the Maintenance department
Interior; whenever needed. The
.| 1 The rear entrance floor near the doar has Maintenance department will
E:veral broken tiles that could potentially continue to complete an:! require
me . .
| come 2 tipping hazard signature of verification that the
" 2. In the laundry room there are water stained requested repalrs have baen ;
E ceiling tiles. completed. I
3. There were several minor deficiencies
Haaith Regulation Administretion

- T
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throughout the facility such as light bulbs out,
anhd dust or several celling and wall vents.
However the deficiencies were eliminated prior to
the surveryiteam leaving the faclity.
! All of the deficlencies were acknowledge by the
o i House Marager(HM) at the conclusion ¢f the
- environmerital inspection, :
1206 3509.6 PEPSONNEL POLICIES 1206
3509.6
Each employee, prior to employment and
annually the'reafter, shall provide a physician ' s
certification that a health inventory has been This Statute wil e o
performed nd that the employee ' s health status , ' be met as
would allow him or her to perform the required evidenced by:
duties.
Staff #11 had -
8 cUrrent health Kq lD
certificate at the time of the
review. Ofg()lm‘
This Statute is not met as evidenced by:
Based on personnel record review and staff A current health certificate has
interview, the group home for the mentally b
retarded person’s (GHMRP) failed to ensure a eeén requested from the
curr?nt hearth s‘lcreaging brfoqehof twenty-two psychologist. The Administrative
. e . . .
{?ewm@m’.m one ot eight consultants, assistance will continue monitor
_ and track alt required information
The finding includes: and request in advance of
Puring a record review and Interview with the expiration date. Anycne falling to
Qualified Mizrital Retardation Professional comply will be :
(QMRP) , o July 18, 2010, at approximately 1:30 NPly will be removed from the
p.m., reveaied direct care staff (#11) and the assignment in the home until
. psychologist did not have a current health necessary documents have been
soreening wertificate on file, .
obtained,
These findings were acknowledged by the QMRP
) - @t the time «f the record review. [
Haath Reguiation Adminetrstion
ITATE FORM o F7X$11 Hf contituation sheet Z of §
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3519.1 EMERGENCIES

Each GHMELP shall maintain written policies and
procedures which address emergency situations,
inciuding fire or genera! disaster, missing
persons, garious itiness or trauma, and death.

This Statute: is not met as evidenced by:
Based on intarview and record review, the facility

; failed to corsistently document the reporting of

incidents that pose a risk to.client health or safety
to governmental agencies, as required by DC
regulation (£2 DCMR Chapter 35 Section
3519.10).

The finding ncludes:

: Review of unusual incident reports was

conductad cn July 19, 2010, at approximately
9:25 a.m. Conlinued review of the Incident
reparts revealed an investigative report dated

'February 6, 2010. According to the invesbgative

feport, Resident #7 was involved in an Incident on
January 28, 2010. Interview with the Facilities
Coordinatar{FC) on July 19, 2010 at

: approximately 3:00 p.m. revealed there was np

evidence of an incident repart. Further review of

| the investigative report revealed that Resident #7

had experienced three eplsodes of vomiting while

| he was at hii day program. The report also

revealed that the resident was ascorted to a local
emergency joom, at which time he was admitted
to the hiospikal. :

At the time of the survey, there was no

documented evidence that this incident had been
reported to govemmental agencies as required.

3521.7(c) HABILITATION AND TRAINING

1370

i 432

Heamh Regulation Administraiion
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The habilitation and training of residents by the
GHMRP shall include, when appropriate, but not
be limjted to, the following aress:

(6) Personal hygiene (including washing, bathing, 352170
- shampooirg, brushing teeth, and menstrual e
, care); ‘ This Statute will be met as gi\(o

This Stafuts is not met as evidenced by: evidenced by:

Based on ebservation, staff interview and record 0“501"\‘7 ‘

review, the: facility failed to ensure gach client’s Reference response to \w243 X

individual program plan (IPP) Included training in

activities ¢t dental hygiene, for two of the four
residents in the sample. (Residents #1 and #3)

The findings include:

interview with the Qualified Mantal Retardation
- Profession {QMRP) on July 20, 2010, at
approximately 3:18 p.m_, revealed Resident #1
brushes hie teeth after each rmeal.

Review of Resident #1's medical record on July

' 20, 2010 at spproximately 3:30 p.m., revealed 3
dental congultation dated July 20, 2009, Further
review of the dantail consultzition revealed the
client had large deposits of plaque and calculus
present on nis teeth. The dentist recommended

! to assist the resident with "brushing two (2) times
- daily. Another dental consultation dated June 15,
: 2010 reveased Resitdent #1's needed scaling,

Review of Fesident #1's Individual Program Plan
(IPP) dated! January 11, 2010 revealed no
evidence o¥a training program to address the
client’s pooi oral hyglene.

| During the. interview with the GMRF on July 20,
2010 at aprroximately 4:15 a.m,, it was
acknowledgad Resident #1 did not have a
Heslth Regulation Agmetsbon
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Continued From page 4
training program to address his poor oral hygiene.

There was no evidence the facility ensuted the
resident's IPP included training in activities of
dental hygizne,

2. 0n July 219, 2010, at approximately 7:50 a.m_,
during medication administration Résident#3 was
observed with brown stains on his teeth,

Review of Resident #3's medical record on July

: 20, 2010 a¥ approximately 11:35 a.m., revealad 2
dental consuRtation dated May 24, 2010, that
recommended the resident "brush teeth two (2)
times a day. Continued review of the ¢lient 's
record revealed some signs of gingivitus and

-adult prophylaxis needed.

Review of kesident #3's individual Program Plan

(iPP) datedi July 2010at approximately 11:60 a.m,

revealed n¢ evidence of a training program to
address the- client's poor otal hygiene.

During an interview with the LPN on July 21, 2010
at approximately 11:55 a.m., it was

; acknowledoed Resident #3 did not have a
training projyram to address his poor derital
hygiene.

{ There was mo evidence the facility ensured the
| resident's IP'P included training in activities of
dantal hygieine,

l 484-’ 3522.11 MEDICATIONS

| Each GHMRP shall promptly destroy prescribed
medication ‘hat is discontinued by the physician
or has reacked the expiration date, orhas a

| worn, illegibie, or missing iabel,

1432

| 484

3522.11

This Statute will be met as
evidenced by:

rofio '
Dn%ﬁ)m!/,

Reference respanse to w391,

Hdealth Reguiatlon Adminsiretion
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Contirued From page 5

This Statute is not met as evidenced by:
Based on observation and interview, the Group
Home for Mentally Retarded Persons (GHMRP)

| nursing stz failed to remove from use,

medications that had a missing label, for ohe of

four residemts in the sample. (Resident #2

The finding includes:

©n July 18, 20190, at approximately 6:30 am., the
lLicensed Practical Nurse (LPN) was observed {o
place a botile of liquid Tegretol with a missing
iabel on the dining room table. Interview with the
LPN at approximately 6:40 a.m. acknowledged
that the bottle of liquid Tegreto! had a missing
label and bizlonged 1o Resident #2. Further
interview revealed the pharmacist would be
notified ancl the medication wouid be raplaced,

| There was no evidence that the facility removed

all medications that had a missing labels from
use.

1484
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