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W 000\' INITIAL COMMENTS

The recertification survey was conducted from
August 15, 2007 through August 17, 2007. The
survey was initiated using the full survey process.
A random sample of three clients was selected
from a residential population of five females with

| mental retardation and other disabilities. The

i survey findings were based on observations in the

: group home and three day programs, interviews

' and a review of records, including unusual

tincident reports.

W 104 | 483.410(2)(1) GOVERNING BODY

|
! The governing body must exercise general policy,
budget, and operating direction over the facility.

'\ This STANDARD is not met as evidenced by:
‘ Based on interview and record review, the

- facility's Governing Body failed to ensure the

" development and availability of needed policies.

The finding includes:

The Governing Body failed to ensure the
development and availability of its incident
i management policy. (See W149)
W 124 | 483.420(a)(2) PROTECTION OF CLIENTS
RIGHTS

\ The facility must ensure the rights of all clients.

| Therefore the facility must inform each client,
parent (if the client is a minor), or legal guardian,
of the client's medical condition, developmental

' and behavioral status, attendant risks of

reatment, and of the right to refuse treatment.

W 000}

W 104 90-07

CM incident management policy was revised
nd the staff has been trained on the new
incident management policy.

ee Attachment #1

W 124
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Any deﬁcie&tcy

h p— b 1
ment ending with an alsterisk () dergtes a deficiency which the institution may be excused from correi(inb providﬁwg it is determined that
other safeguards provide sufficient protection to th atiebts. (See instructions.) Except for nursing homes,

following the date of survey whether or not a plan of

the findings stated above are disclosable 90 days

rréction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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Continued From page 1

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure the rights of each client and/or
their legal.guardian to be informed the client's
medical condition, developmental and behavioral
status, attendant risks of treatment, and the right
to refuse treatment, for one of the three clients
(Client #1) included in the sample.

The findings include:

Interview with the nurse and review of Client #1's
record on August 16, 2007 at 4:43 PM revealed
the client received Xanax 1 mg prior to her
gynecology appointment on March 22, 2007.
Further interview with the nurse revealed the
sedation was given to address her anxiety and
have her relax during her appointment.

Interview with the Qualified Mental Retardation
Professional (QMRP) was conducted on August
17, 2007 to ascertain information regarding any
strategies implemented by the facility to assist
Client #1 with her anxiety during medical
appointments prior to administering sedation.
Continued interview and review of the client's
record failed to provide evidence of any
systemized plan to assist the client. At the time of
the survey, there was no evidence provided that
ensured less restrictive techniques were
implemented to assist Client #1 with her anxiety
prior to being given a sedative.

Additional interview with the QMRP and record
review on August 17, 2007 revealed Client #1
was not competent to make decisions regarding
her medical treatment and habilitation. The
information was verified through review of the

“W124

QMRP has contacted the behavior specialist.
Baseline data will be conducted on Client # 1's
hehavior regarding medical appointments.
Behavior Specialist Case Note is attached. In the
future less restrictive techniques will be
mplemeted to help Client #1 with her

anxiety prior to administering sedation.

.Fee Attachment #2

9-11-07
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The facility must develop and implement written
policies and procedures that prohibit
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 ensure policies were developed to
ensure the clients health and safety, for five of
five clients (Clients #1, #2, #3, #4, and #5) that
resided in the facility.

The finding includes:

The facility failed to ensure an incident
management policy was developed and available
for reference.

Interview was conducted with the House Manager
and Qualified Mental Retardation Professional
(QMRP) on August 15, 2007 (at 10:39 and 11:15
respectively) to ascertain information about the
facility's policy on managing injuries of unknown

1326 45TH PLACE, NE
R C M OF WASHINGTON WASHINGTON, DG 20019
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION )
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W 124 | Continued From page 2 W 124¢
client's Individual Support Plan (ISP) dated A consent form has been placed in client # 1 9411-07
October 12, 2006 on August 17, 2007 at 10:26 record. In the future the QMRP will ensure
AM. Further discussion with the QMRP and that the necessary treatment is explained to
| review &f Client #1's record revealed the client did client # 1 including the benefits and potential
not have a legal guardian to assist her with side effects associated with the medication,
making necessary medical and habilitation and right to refuse treatment, had been
decisions. At the time of the survey, the facility explained to her and/or a legally authorized
failed to provide evidence that Client #1's representative.
treatment needs, including the benefits and
potential side effects associated with the See Attachment #3
medication, and the right to refuse treatment, had
been explained to her and/or a legally authorized
representative.
W 149 | 483.420(d)(1) STAFF TREATMENT OF W 149
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source, abuse, neglect and mistreatment.
Additionally, at 11:01 AM the QMRP was asked to
provide a copy of the facility's incident
management policy for review. The QMRP
agreed to have the policy available no later than
9:00 AM on August 16, 2007. At the time of the

' survey, the facility failed to provide evidence of an
incident management policy.

W 159 | 483.430(a) QUALIFIED MENTAL
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 observation, interview and record
review, the facility's Qualified Mental Retardation
Professional (QMRP) failed to adequately
monitor, integrate and coordinate each client's
active treatment.

The findings include:
1. The QMRP failed to ensure each client had a

comprehensive assessment on file that depicted
their current functional status. (See W214)

2. The QMRP failed to ensure that each written
training program designed to implement the
objectives in the individual program plan (IPP)
made certain that the data collection system was
directly related to the outcome of the objectlve
(See W237)

3. The QMRP failed to ensure that each client
was provided opportunities for choice,
encouraged and taught to make choices. (See

Refer to W104 p. 1 Attachement #1

W 159

The self medication assessments for all clients
were revised and depict the current functional

been developed and implemented. In the
future the facility nurse will ensure that

the clients self medication assessments reflect
the current functional

See Attachment #4

behavior specialist. In the future, the facility
will ensure that client # 1 ABC data sheet is
designed to ensure that all her target behaviors
could be documented. Staff was trained on

the ABC data sheet. All preceeding data
sheets have been removed from client # 1's
program book.

See attachment # 5

status. The self medication programs have 9

The ABC data sheet was revised by the 8-
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W 159 | Continued From page 4 W 15g |The staff was in-serviced on client's choice. A 8-20-07
W247 snack list has been made available in the facility
) to ensure that client's # 1, 2, 3 make choice
. . of their snacks. In the future the facility will
4. The QMRP failed to ensure that each client ensure their clients are provided an opportunity
was provided opportunities for choice and/or to make choices during their snack time.
encouraged/taught to make choices. (See W247) See attachment #6
5. The QMRP failed to ensure that as soon as QMRP and Nurse have been in-serviced on 8-20-07
the interdisciplinary team (IDT) formulated each client #3's behavior support plan and
client's Individual Program Plan (IPP), the client corresponding documentation form that was to be completed
received continuous active treatment. (See for each medical appointment, In
W249) the future the designated nurse will esure
the cooresponding documentation form is
6. The QMRP failed to ensure data relative to the completed for each medical appointment,
accomplishment of the criteria specified in each See attachment #7
client' s individual program plan objectives were - .
- The missing data has been placed in the home 8-20-07
documented in measurable terms. (See W252) for review. In the future, ali the individuals
7. The QMRP failed to provide evidence that i oottt orme for
Individual Program Plans (IPP)s were reviewed
and revised once the client had successfully Client # 1's program objective has been 8F20-07
completed an objective. (See W255) revised. Staff has been trained on the new
) o program objective. The objective will be
8. The QMRRP failed to ensure individual program changed from hand over hand assistance to
plans were revised in situations in which the client phsyical prompt,
failed to progress with the identified objective Attachment # 8
even after reasonable efforts had been made.
(See W257) Based on program data, Client #3 refusedto ~ 8-20-07
participate with the program objective that
9. The QMRP failed to ensure an approved required her to ambulate using her rolling
snack list was available for clients to make \t/:lalker. Physical Therapist has discontinued
cholices regarding appropriate snacks. (See also @ program. In the future QMRP will ensure
W247) [ programs are reviewed and considered for
. revision.
Observation on August 16, 2007 and August 17, Attachment # 9
2007 at approximately 4:00 PM revealed staff
placed the clients’ individual snack on the table, in Refer to 159 p. 5 Attachement #6
front of each place setting, prior to the clients
returning home from day program. Review of
Clients #1, #2, and #3's' August 2007 Physician's
I
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Continued From page 5

Orders (POS) on August 17, 2007 revealed the
clients all have specially prescribed diets.

Interview with the QMRP and House Manager
August 17, 2007 was conducted to ascertain
information about the aforementioned practice
and about an approved snack list for those clients
on prescribed diets. The House Manager
revealed that there was no snack list available.

At the time of the survey, the QMRP failed to
ensure an approved nutritional snack list was
available for the clients to make appropriate
snack choices.

483.430(e)(4) STAFF TRAINING PROGRAM

Staff must be able to demonstrate the skills and
techniques necessary to implement the individual
program plans for each client for whom they are
responsible,

This STANDARD is not met as evidenced by:
Based on observation, interview and the record
review, the facility staff failed to demonstrate
competency in the implementation of each clients
individual pregram plan, for one of the three
clients (Client #3) included in the sample.

The finding includes:

1. Observation of Client #3 on August 15, 2007
and throughout the survey revealed the client
utilized a wheelchair for ambulation. Observation
of the dinner meal at 5:55 PM revealed the client
seated at the dinner table in her wheelchair.

Review of Client #3' s record on August 17, 2007
at 1:34 PM, revealed a physical therapy
assessment dated August 3, 2006. According to

W 159

W 194
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Continued From page 6

the assessment, the consultant recommended
that the client be transferred from her wheelchair
to a standard chair with arms when in the home,
Additionally, the assessment indicated Client #3
should be seated in the arm chair at meals.
Interview with the Qualified Mental Retardation
Professional (QMRP) on August 17, 2007 verified
the information documented by the consultant
and indicated that the client should have been
assisted to an armchair. At the time of the’
survey, the facility failed to ensure staff assisted
Client #3 to an armchair as recommended by the
physical therapist.

2. The facility failed to ensure staff demonstrated
knowledge of Client #1's specially prescribed diet.
(See W460)

483.440(c)(5)(iv) INDIVIDUAL PROGRAM PLAN

Each written training program designed to
implement the objectives in the individual
program plan must specify the type of data and
frequency of data coliection necessary to be able
to assess progress toward the desired objectives.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that each written training program
designed to implement trze objectives in the
individual program plan (IPP) made certain that
the data collection system was directly related to
the outcome of the objective for one of the three
(Client #1) included in the sample.

The finding includes:

Interview with the Qualified Mental Retardation
Professional (QMRP) on August 15, 2007 at

W 194

3 from her wheelchair to a standard chair
n the future QMRP wil ensure all consultant
ecommendations are implemented in the home,

Staff have been traained on transfering Client TB-20~07

Refer to 159 p. 5 Attachement #6

W 237
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10:57 AM revealed Client #1 had a Behavior
Support Plan (BSP) to address behaviors.
Review of the client ' s BSP dated September
2006 op August 17, 2007 at 11:07 AM revealed
the plan addressed target behaviors of spitting,
rectal digging, and physical aggression including
coughing on others, pushing or hitting staffipeers,
and tossing personal items of others.

Interview with the QMRP and review the
corresponding data collection form for Client #1'
s BSP on August 17, 2007 revealed that the form
was not designed to allow for incidents of
aggression to be documented. The form design
required staff to circle a number that
corresponded with the observed behavior as
detailed below:

No behaviors of concern
Rectal Digging

Spitting - on others
Spitting - on surfaces
Spitting - on herself

BN =2OC

At the time of the survey, the facility failed to
ensure Client #1 ' s BSP data collection form was
designed to ensure all of her targeted behaviors
could be documented.

483.440(c)(6)(vi) INDIVIDUAL PROGRAM PLAN,

The individual program{ plan must include
opportunities for client choice and
self-management.

This STANDARD is not met as evidenced by:
Based on observation, staff interview, and record
review, the facility failed to ensure that each
client was provided opportunities for choice,

W 237/

Refer to W159 p. 4 Attachement #5

W 247
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1 returning home from day program. The Qualified

Continued From page 8

encouraged and taught to make choices for three
of the three clients (Clients #1, #2, and #3)
included in the sample. findings include:

1. The?acility failed to ensure that each client
was provided an opportunity to make a choice
during their snack time.

Observation on August 16, 2007 and August 17,
2007 at approximately 4:00 PM revealed staff
place the clients' individual snack on the table, in
front of each place setting, prior to the clients

Meéntal Retardation Professional was interviewed
on August 17, 2007 to ascertain information about
the aforementioned practice. According to the
QMRP, he/she was not aware of the practice and
revealed it would be addressed. At the time of
the survey, the facility failed to provide evidence
that clients were encouraged to make choices
regarding their snacks.

2. The facility failed to ensure that each client
was given the opportunity to participate to their
self medication regimen to the extent of their
capabilities as evidenced below:

Observation of the evening medication
administration on August 15, 2007 beginning at
6:35 PM revealed the nurse punched all the
medications from the dlierit's bubble packs and
administered the medications as indicated below:

Client #1- all tablet form medications
administered by nurse in peanut butter

Client #2- all tablet form medications
adm_inistered by the nurse in apple sauce

W 247 |-

Refer to W159 p. 5 Attachement #6

Refer to W159 p. 4 Attachement #4
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Client #3- all tablet form medications
administered by the nurse.

The clients were not observed to participate with
any of the medication regimen.

Review of Clients #2, and #3's self medication - Refer to W159 p. 4 Attachement #5
assessments on August 17, 2007 (dated May 18,
2007 and March 18, 2007 respectively) revealed
the clients were not able to self-medicate and no
program had been developed. It should be noted
however, that both Clients #2 and #3 were
observed feeding themselves at mealtimes and

| were verbal. At the time of the survey, it could not
be determined that the self medication
assessments were comprehensive and depicted
the client's current functional status as it related

to abilities to participate in some form of their
medication regimen.

W 249 | 483,440(d)(1) PROGRAM IMPLEMENTATION W 249

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan.

[

This STANDARD' is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that as soon as the
interdisciplinary team (IDT) formulated each
client's Individual Program Plan (IPP), the client
received continuous active treatment, for one of
the three clients (Client#3) included in the
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sample.

The finding includes:

Interview with the nurse and review of Client#3' s
record on August 17, 2007 at 9:42 AM revealed
the client was administered Xanax 3 mg, prior to
her sonogram on August 13, 2007. According to
the nurse the sedation was to address potential
behaviors during the medical appointment.

Continued review of Client #3's record and
interview with the Qualified Mental Retardation
Professional (QMRP) on August 17, 2007 at 1:32
PM revealed the client had a Behavior Support
Plan (BSP) dated August 14, 2006 to assist with
addressing combative behaviors exhibited during
medical appointments. The plan had a
corresponding documentation form that was to be
completed for each medical appointment. The
QMRP was further interviewed to ascertain
information regarding the completed
documentation form for the aforementioned
August 13, 2007 consultation. At the time of the
survey, there was no evidence the plan had been
implemented.

483.440(e)(1) PROGRAM DOCUMENTATION

Data relative to accomplishment of the criteria
specified in client individual program plan
objectives must be docpimented in measurable
terms. B

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure data relative to the
accomplishment of the criteria specified in each

W 249

. W252

Refer to W159 p. 5 Attachement #7
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| months. No data was available for January, April,

recorded trials per month for three consecutive
May and June 2007.
It should be noted that review of Clients #2 and

#3' 5 data collection records on August 17, 2007
also revealed missing data as detailed below:

for review. In the future, all the individuals
program data will be kept in the home for
review upon request.
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client' s individual program plan objectives were
documented in measurable terms, for three of the
three clients (Clients #1, #2, and #3) included in
the samgple. :
The finding includes:
Interview with the Qualified Mental Retardation
Professional (QMRP) and review of Client #1' s
data collection record on August 17, 2007 at 2:02
PM revealed the client participated with several
formal program objectives. As the data collection
record was reviewed, it was noted that several
months of the data collection for Client #1' s
formal objectives were missing as detailed below:
1, Client#1 will brush her teeth with hand over [The missing data has been placed in the home 8-20-07
hand assistance in 4 out of 5 recorded trials per for review. In the future, all the individuals
- program data will be kept in the home for
month for three consecutive months. No data review upon request.
was available for April, May, and June 2007.
2. Client#1 will select a leisure item once per
month with hand over hand assistance on 75% of The missing data has been placed in the home ~ [8-20-07
recorded trials per month for three consecutive for review. In the future, all the individuals
months. No data was available for April, May and program data will be kept in the home for
June 2007. review upon request.
3. Given hand over hand assistance, Client #1
will wash her hands with 75% accuracy of IThe missing data has been placed in the home ;8-20-07
recorded trials per month for three consecutive for review. In the future, all the individuals
months.: No data was available for April, May and program data will be kept in the home for
June 2007, ‘. review upon request.
4, ient #1 will identify coins (penny, nickel, an o
dimglv?lith hand ‘over hfgnd assi(.ftanc); on 60%aofd IThe missing data has been placed in the home  8-20-07

|
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Client #2
1. Client #2 will move supine to/from sit with The missing data has been placed in the home  |8-20-07
minimum assistance for on of ten trials two times for review. In the future, all the individuals
a day on and ongoing basis. No evidence of data program data will be kept in the home for
was available for the months of January, review upon request.
Eebruary, and March 2007.
2. Client #2 will propel her wheelchair between o ]
the living room and dining room before and after The missing data has been placed in the home  |8-20-07
dinner with physical assistance. No evidence of for review. In the future, all the individuals
data was available for the months of January, program data will be kept in the home for
February, and March 2007. review upon request.
3. Client#2 will roll in bed with minimum
agsistance_ and verbal cues using. bedrail_s for 15 IThe missing data has been placed in the home  |8-20-07
trials two times a day on an ongoing basis. No for review. In the future, all the individuals
evidence of data was available for the months of program data will be kept in the home for
January, February, and March 2007, review upon request.
4. Client #2 will brush her gums using a swab :
with verbal assistance 80% of recorded trials per The missing data has been placed in the home  8-20-07
month for three consecutive months. No for review. In the future, all the individuals
evidence of data was available for the months of program data will be kept in the home for
January, February, and March 2007. ' review upon request.
5. Client #2 will wash her body with hand over
hand assistance form staff on 8 out of 10 trials in The missing data has been placed in the home 8-20-07
three consecutive months. No evidence of data for review, In the future, all the individuals
was available for January, February, and March program data will be kept in the home for
2007. review upon request,
Client #3
{
1. Client #3 will ’_separa‘te her dirty clothes into
two piles (colors ar_\d whites) with verbal ] 'The missing data has been placed in the home 18-20-07
assistance. No evidence of data was available for review. In the future, all the individuals
for April, May and June 2007. program data will be kept in the home for
2. Client #3 will state the function of five review upon request,
designated workers in the community, given hand
over hand assistance with 80 % accuracy per The missing data has been placed in the home |8-20-07
session for three consecutive months. No for review. In the future, all the individuals
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' evidence of data was available for February, April, The missing data has been placed in the home | 8-20-07
May, gnd June _2097_. ) for review. In the future, all the individuals
3. Client #3 will visit the beauty parlor with program data will be kept in the home for
physical assistance from staff on 80% of recorded review upon request.

trials per month for three consecutive months.
No evidence of data was available for the month
of June 2007.

Interview with the QMRP on August 17, 2007
revealed that data was collected for the
aforementioned program objectives, however at
the time of the survey, the requested data could
not be located.

W 255 | 483.440(1)(1)(i) PROGRAM MONITORING & W 255
CHANGE

The individual program plan must be reviewed at
least by the qualified mental retardation
professional and revised as necessary, including,
but not limited to situations in which the client has
successfully completed an objective or abjectives
identified i the individual program plan.

This STANDARD is not met as evidenced by:
Based on interview and record review, the
facility’s Qualified Mental Retardation
Professional (QMRP) failed to provide evidence
that Individual Program Plans (IPP)s were
reviewed and revised once the client had
successfully completed an objective, for one of
the three clients (Client'#1) included in the
sample. :

The finding includes:
Review of Client #1' s data collection record on

August 17, 2007 at 2:02 PM revealed the client
participated with a program objective that
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required the client to wash her hands with hand
over hand assistance for three consecutive
months. Review of the available data (January,
February, March, July, and August) revealed the
client was participating with the program objective
with 100% accuracy. The Qualified Mental
Retardation Professional (QMRP) was
interviewed on August 17, 2007 to ascertain
information as to why the client continued to
participate at the same level with the
aforementioned program. Additionally, the Refer to W159 p. 5 Attachement #8
QMRP was asked to provide information
regarding the months for which there was no
evidence of data collection. The QMRP revealed
that data was collected but at the time of the
survey could not be located. The QMRP further
revealed that the program would be revised. At
the time of the survey, the facility failed to provide
evidence that Client#1' s hand washing program
was revised after the client had achieved criteria.
W 257 | 483.440(f)( 1)(iii) PROGRAM MONITORING & W 257
CHANGE

The individual proegram plan must be reviewed at
least by the qualified mental retardation
professional and revised as necessary, including,
but not limited to situations in which the client is
failing to progress toward identified objectives
after reasonable efforts have been made.

f

. | :

This STANDARD is not met as evidenced by:
Based on interview and record review, the
Qualified Mental Retardation Professional
{(QMRP) failed to ensure individual program plans
were revised in situations in which the client failed
to progress with the identified objective even after
reasonable efforts had been made, for one of the
three clients (Client #3) included in the sample.
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The findings include:

Review of Client #3' s data collection record on
August-17, 2007 at 2:30 PM revealed the client
participated with a program objective that
required her to ambulate using her rolling walker.
Review of the available data collection record
revealed the client refused to participate with the
program objective from January through August
2007. Interview with the Qualified Mental
Retardation Professional (QMRP) and staff on
August 17, 2007 revealed the client was afraid to
fall while using the walker. At the time of the
survey, the QMRP failed to ensure Client #3's
ambulation program had been reviewed and
considered for revision.

483.440(f)(3)(iii) PROGRAM MONITORING &
CHANGE

The committee should review, monitor and make,
suggestions to the facility about its practices and
programs as they relate to drug usage, physical
restraints, time-out rooms, application of painful
or noxious stimuli, control of inappropriate
behavior, protection of client rights and funds, and
any other areas that the committee believes need
to be addressed.

{
This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to provide evidence that its Human Rights
Committee (HRC) thoroughly monitored and
made suggestions about the facility's practice of
administering a sedation for a client's anxiety prior
to and during medical appointments without the
use of a less restrictive technique, for one of the

PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
W 257}
Refer to W159 p. 1 Attachement #1
W 264
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three clients (Client #1) included in the sample.
The finding includes:

Interview with the nurse and review of Client #1 '
s record on August 16, 2007 revealed Client #1
| received sedation of Xanax 1 mg on March 22,
2007 for her gynecology appointment. According
to the nurse, the medication was administered to
address the client's anxiety and to help her relax
during her gynecological visit Interview with the
Qualified Mental Retardation Professional
(QMRP) and continued review of Client #1's
record on August 17, 2007 failed to provide
evidence of a program plan to address potential
behaviors during medical appointments prior to
administering sedative medications. :
Furthermore, at the time of the survey, there was
no evidence that the facility's HRC had monitored
and made suggestions about the practice of
administering a sedation prior to ensuring a less
restrictive technique had been implemented.
(See also W124)
W 278 | 483.450(b)(1)(iii) MGMT OF INAPPROPRIATE w278
CLIENT BEHAVIOR

Procedures that govem the management of
inappropriate client behavior must insure, prior to
the use of more restrictive techniques, that the
client's record documents that programs
incorporating the use of les$ intrusive or more
positive techniques have been tried systematically
and demonstrated to be ineffective.

This STANDARD is not met as evidenced by:
Based on interview and record review the facility
failed to ensure that prior to the use of more
restrictive techniques, the client's record
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documented that programs incorporating less
intrusive techniques had been attempted and
were ineffective for one of the three clients (Client
#1) included in the sample.

The finding includes:

Interview with the nurse and review of Client #1's
record on August 16, 2007 revealed Client #1
received sedation of Xanax 1 mg on March 22,
2007 for her gynecology appointment. According
to the nurse, the medication was administered to Refer to W124 p. 2 Attachement #2
address the client's anxiety and to help her relax
during her gynecological visit. Interview with the
Qualified Mental Retardation Professional
(QMRP) and continued review of Client#1' s
record on August 17, 2007 failed to provide
evidence of a program plan to address potential
behaviors during medical appointments prior to
administering sedative medications. At the time
of the survey, the facility failed to provide
evidence that behaviors potentially exhibited
during medical appointments were addressed by
a least restrictive technique prior to the
- administration of a sedative medication, .
W 288 | 483.450(b)(3) MGMT OF INAPPROPRIATE W 288
CLIENT BEHAVIOR '

Techniques to manage inappropriate client
behavior must never be used as a substitute for
an active treatment program.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that techniques to address client
behaviors were not used as a substitute for an
active treatment, for one of the three clients
(Client #1) included in the sample.
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The facility failed to ensure that sedation to
address behaviors exhibited during medical
appointments were not administered without an
active treatment program. (See W278)

W 322 | 483.460(3)(3) PHYSICIAN SERVICES W 322

The facility must provide or obtain preventive and
géneral medical care,

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure general and preventive care for
two of the three clients (Clients #1 and #3)
included in the sample.

The findings include:

1. Review of Client #1' s record on August 16,
2007 at 5:19 PM revealed Client #1 had lab Client #1's stools were checked for blood on  7:30-07
| studies conducted on June 15, 2007. 7-30-07. :
Documented on the Iab report was a note that See Attachement #10
indicated Client #1 needed to have her stools
checked for blood. The nurse was interviewed on
August 16, 2007, regarding the note and revealed
that Client #1 had her stool checked as indicated
in the note. However, at the time of the survey,
there was no evidence in the record that revealed
the recommended test was conducted.

2. Review of Client #1' s record on August 16,
2007 at 5:01 PM revealed the client was seen by
the Audiologist on April 10, 2006. The consultant Client #1 was seen by the audiologist on 8197.07
recommended that the client return for a 8-27-07. In the future follow up appointments
re-evaluation in one year. Interview with the will be scheduled in a timely manner per
nurse on August 16, 2007 revealed that the client recommendation by specialist.

was scheduled for a follow up visit to the See Attachment #11

b,
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audiologist in September 2007, At the time of the
survey, the facility failed to provide evidence that
Client #1 was seen by the audiologist timely.
Client #3 had a follow up appointment with  8-p-07
3. Interview with the nurse and review of Client the dermatologist on 7-6-07 & 8-6-07.
#3' s record on August 17, 2007 at 9:58 AM Client #3 did not return for follow up
revealed the client was seen by the dermatologist with the dematologist in 10 days.
on June 19, 2007. Continued review of the in the future the nurse will ensure follow up
consultation report revealed the client was to appointments are scheduled per
return for follow-up in ten days. The nurse was recommendation bykthe S'f‘:'a“St' If.fl'".
interviewed to ascertain information as to whether gﬁgi‘i’;ig‘?‘g%'rfg“x%yept' the nurse will sign
the follow-up appointment was kept and revealed See Attachement #12
that at the time of the survey, Client #3 had not
returned to the dermatologist as recommended.
W 331 | 483.460(c) NURSING SERVICES W 331
The facility must provide clients with nursing
services in accordance with their needs.
This STANDARD is not met as evidenced by:
Based on intérview and record review, the facility
failed to provide nursing services in accordance
with the needs of two of the three clients (Clients
#1 and #3) included in the sample.
The findings include:
1. The facility's nursing services failed to ensure
clients reqeived timely medical services. (See Refer to W322 p. 20 Attachement #12
W322) )
] H
2. Review of Client #1' s record on August 16,
2007 at 3:23 PM revealed a physician' s quarterly The EEG Report is attached for review. 9-12-07
note dated March 7, 2007. According to the note, See attachment #13
the client was seen for a neurology follow-up and
an EEG was done. Continued review of Client #1'
s record and interview with the nurse revealed,
prior to the physician' s note, an EEG was

FORM CMSv2567(02-99) Previous Versions Obsolete

Event ID: VEKC11

Facility 1D: 08G111

If continuation sheet Page 20 of 24




PRINTED: 09/04/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION - -+ |(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
09G111 08/17/2007
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE N
1326 45TH PLACE, NE
INGT
R C M OF WASHINGTON WASHINGTON, DC 20019
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
W 331 | Continued From page 20 W 331(

conducted on June 22, 2006, The nurse was
queried to ascertain information regarding the
location of the EEG report and its findings,
however at the time of the survey, the report was
not located. _ _

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

The facility must ensure comprehensive dental
treatment services that include dental care .
needed for relief 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 review, the facility
failed to ensure timely dental services, for one of
the three clients (Client #1) included in the
sample.

The finding-includes:

Review of Client #1' s record on August 16, 2007
at 4:00 PM revealed Client #1 was seen by the .
dentist on November 22, 2006. According to the ~ A appointment has been scheduled for
consultant, Client #1 had " severe attrition of Client # 1's teeth to be extracted on
remaining teeth numbers 22, 23, 27, 28, 29, 30,
and 31." A recommendation was made that the
teeth be extracted because they were ™ worn
down " and due to the fact that the
aforementioned teeth had rio opposing teeth, they
served no purpose. Continued review of Client
#1' s record revealed that the client was seen
again by the dentist on May 29, 2007. That
consultant made no mention of the
aforementioned recommendation and there was
no evidence that the teeth were extracted.
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Interview was conducted with the nurse on
August 16, 2007 regarding Client#1' s teeth.
According the nurse, Client #1 saw a different
dentist on May 29, 2007 and the dentist' s
recornmendations from November 22, 2006 were
not addressed. At the time of the survey, the
facility failed to ensure the recommendation made
by the dental consultant on November 22, 2006
regarding Client #1's teeth was addressed.

W 440 | 483.470(i)(1) EVACUATION DRILLS W 440

The facility must hold evacuation drills at least
quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to hold evacuation drills quarterly on all

shifts. i
The finding includes:
Interview with the Qualified Mental Retardation ) ) N
Professional (QMRP) on August 15, 2007 at 9:44 The staff was in-serviced by facilities §-20-07
AM revealed the direct care staff were assigned coordinator and was provided a copy of the
the following shifts of duty: ) 2007 evacuations drill calendar and how to
, conduct a fire drill. In the future Qmrp

7-00 AM - 3:00 PM : and facilities coordinator will ensure
3: 00 PM - 1'1_00 PM : fire drills are conducted in accordance

: - to evacuation drill schedule
11:00 PM - 7:00 AM |

See Attachment # 14

Review of the fire drill re.fcords from January 2007
through August 2007 revealed there was no
evidence evacuation drills were conducted on the
11:00 PM - 7:00 AM shift.

W 441 | 483.470(i)(1) EVACUATION DRILLS , W 441

The facility must hold evacuation drilis under
varied conditions,
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This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to hold evacuation drills under varied
conditions.

The finding includes:

(Cross Refer W440) Interview with the Qualified
Mental Retardation Professional (QMRP) on
August 15, 2007 at 9:44 AM revealed the direct
care staff were assigned three shifts of duty.
Review of the evacuation drill records failed to
provide evidence that drills were conducted
during sleeping hours (from 11:00 PM - 7:00 AM).
483.470(i)(2)(iv) EVACUATION DRILLS

The facility must investigate all problems with
evacuation drills, including accidents.

This STANDARD is not met as evidenced by:
Based on interview and record review the facility
failed to address problems which occurred when
evacuation drills were held.

The finding includes:

Review of the fire drill records on from January
2007 through August 2407 on August 15, 2007 a
drill report dated January 5, 2007. According to
the review of the repont, the fire alarm went off by
itself. Interview with the Qualified Mental
Retardation Professional and further record
review failed to provide evidence that the
aforementioned incident was investigated.
483.480(a)(1) FOOD AND NUTRITION
SERVICES

W 441}

W 448

W 460

Refer to W. 440 P,22 Attachment #14
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Each client must receive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.

-

This STANDARD is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure that each client
received their prescribed diet, for one of the three
clients (Client #1) included in the sample.

The finding includes:

Observation and interview with staff on August
15, 2007 at 5:55 PM revealed sausage, cabbage,
sweet potatoes, succotash, cornbread muffin and
water were served for the evening meal. Client
#1' s sausage was cut up into bite sized pieces.
Review of Client #1' s Physician' s Orders (POS) _
dated August 2007 on August 16, 2007 at 4:43 Refer to W159 p. 5 Attachement #6
PM revealed Client #1 was prescribed a 1500
calorie diet with finely chopped meats and
vegetables. Interview with the nurse on August
16, 2007 at 5:56 PM verified the diet order. Atthe
time of the survey, the facility failed to ensure
Client #1 received her diet as ordered.

|

L
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| 042

INITIAL COMMENTS

The recertification survey was conducted from
August 15, 2007 through August 17, 2007. A
random sample of three residents was selected
from a residential population of five females with
mental retardation and other disabilities. The
survey findings were based on observations in
the group home and three day programs,
interviews and a review of records, including
unusual incident reports.

3602 2(b) MEAL SERVICE / DINING AREAS
Modified diets shall be as follows:

(b) Planned, prepared, and served by individuals
who have received instruction from a dietitian;
and...

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the Group Home for Mentally Retarded
Persons (BHMRP) failed to ensure that modified
diets were served as prescribed, for one of the

three residents (Resident #1) included in the
sample.

The finding includes:

Observation and interview with staff on August
15, 2007 at 5:55 PM revealed sausage, cabbage,
sweet potatoes, succotash, cornbread muffin and
water were served for the evening meal.
Resident #1' s sausage was cut up into bite sized
pieces. Review of Resident #1' ¢ Physician's

Orders (POS) dated August 2007 on August 16, |-

2007 at 4:43 PM revealed resident #1 was
prescribed a 1500 calorie diet with finely chopped
meats and vegetables. Interview with the ptrse
o?“&\ugust 16, 2007 ats: 56 PM verrfevﬁe diet

=

1 000

1042

Refer to W 159 P.5 Attachment #6
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order. Atthe time of the survey, the facility failed
to ensure Resident #1 received her diet as
ordered. (See also Federal Deficiency Report
Citation WA460)

1 082| 3503.10 BEDROOMS AND BATHROOMS 1082

Eac¢h bathroom that Is used by residents shall be
equipped with toilet tissue, a paper towel and cup
dispenser, soap for hand washing, a mirror and
adequate lighting.

gg:;f?i;:gg;?:;i m’t:j;?:wed tl?z-GHMRP Cup dispenser was purchased and placed in the 8-21-07
failed to ensure bathrooms were equipped with lome.
cup dispensers.

The finding includes:

Observations of the GHMRP' s environment and
interview with the Qualified Mental Retardation
Professional on August 17, 2007 at 3:17 PM
revealed that there was no cup dispenser located
in the bathroom outside of Client #3's bedroom.

1 090| 3504.1 HOUSEKEEPING 1080

The intedor and exterlor of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of

accumulations of dirt, rubblsh, and objectionable
odors.

This Statute is not met as avidenced by:

Based on observaticn and interview, the GHMRP
failed to ensure the interior of the facility was
maintained in a safe, clean, orderly, attractive and

Haalth Regulation Adminisiration
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sanitary manner.

The findings include:

Observation and interview with the Facllity

Coordinator during the environmantal

walkthrough on August 17, 2007 revealed the

following. .

. i i ili i -21-07

1. There was one light bulb blown in the ceiling hl_;ghtfe?e‘:ul?:sg‘r::ci celing fan iaht foture 3

fan light fixture in the living room, ’

2. The light located in the hood of the stove was

missing its cover, Additionally, the interior of the New cover has been inserted over the

hood was observed to be dlﬂy. Stove. 8i21-07

1095 3504.6 HOUSEKEEPING 1095

Each poison and caustic agent shall be stored in
a locked cabinet and shall be out of direct reach
of each resident

This Statute Is not met as evidenced hy:

Based on observation and interview, the GHMRP
failed to ensure that cleaning agents were stored
in a locked cabinet and out of direct reach of
each resident.

The finding includes:

Observation of the GHMRP's environment on
August 15, 2007 at 4:30 PM revealed the
residents entering the facility. At4:47 PM, a box
of clothes washing detergent with bleach was
observed between the washer and dryer, *
Located above the washer and dryer was a
cabinet that housed the GHMRP's caustic agents.
The closet was unlocked and revealed various
types of cleaners including oven cleaner, pine
Health Regulation Administration
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Continued From page 3

cleaner and comet with bleach. At the time of the
survey, the GHMRP failed to ensure caustic
agents remained securad,

3606.5 FIRE SAFETY

Each GHMRP shall conduct simulated fire drills In
order to test the effectiveness of the plan at least
four (4) times a year for each shift.

This Statute Is not met as evidenced by:

Based on interview and recard review, the
GHMRP failed to provide evidence that simulated
fira drills were conducted at least four times a
year for each shift

The finding includes:

Interview with the Qualified Mental Retardation
Professional (QMRP) on August 15, 2007 at 9:44
AM revealed the direct care staff were assigned
the following shifts of duty:

7:00 AM - 3:00 PM
3:00 PM - 11:00 PM
11:00 PM - 7:00 AM

Review of the fire drill records from January 2007
through August 2007 revealed there was no
evidence evacuation drills were conducted on the
11:00 PM - 7:00 AM shift.

(See alsa Federal Deficiency Repoit Citai:ion
W440)

3509.3 PERSONNEL POLICIES

Each supervisor shall discuss the contents of job

palth Regu

ation Adminiatration

1095

Coordinator.
. [See Attachment #15

1135

Refer to W. 440 Page #22
See Attachment #14

1203

IThe staff has been inserviced by the facilities

8-20-07
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descriptions with each employee at the beginning
employment and at least annually thereafter.

This Statyte is not met as evidenced by:

Based on interview and record review, the
GHMRP falled to provide evidence that the
supervisor discussed the contents of job
descriptions with each employee at the beginning
of their employment and annually thereafter.

The finding includes:

Interview with the Qualified Mental Retardation
Professional and review of the GHMRP's
personnel files on August 15, 2007 at 1:01 PM
revealed the GHMRP failed to provide evidence
that five staff had the contents of their job
descriptions discussed with them at the beginning
of their employment and/or annually theresfter.

Employee Files have been updated.

1206 3509.6 PERéONNEL POLICIES 1206

Each emplayee, prior to employment and
annually thereafter, shall provide a physician ' s
certification that a health inventory has been
performed and that the employee ' s health status
would allow him or her to perform the required
duties,

Fmployee Files have been up'dated.

This Statute is not met as evidenced

Based on interview and record review, the
GHMRP failed to ensure that each employee,
prier to employment and annually thereafter,
provided evidence of a physician's certffication
that documented a health inventory had been
performed and that the employee's heglth status
would allow him or her ta perform the required

Health Regulation Administration
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duties.

The finding includes:

Employee Files have been updated. q‘ 9)\,“7
Interview with the Qualified Mental Retardation \
Professional and review of the GHMRR's
personnel files on August 15, 2007 at 1:.01 PM
revaaled the GHMRP failed to provide evidence
that current health certificates ware on file for six
staff and five consultants.

1271| 3613.1(b) ADMINISTRATIVE RECORDS 1271

Each GHMRP shall maintain for each guthorized
agency ' s inspection, at any time, the
administrative records: Employee Files have been updated. q ( I ﬂ
(b) Personnel records for all staff including job B

descriptions either at the GHMRP or in|a central
office and made available upon reques

This Statute Is not met as evidenced
Based on interview and record review,
GHMRP failed to pravide evidence of
personnel records,

| staffs

The finding includes:

Interview with the Qualified Mental Retjrdation
Professional and review of the personpel files on
August 15, 2007 at 1:01 PM revealed that the
GHMRP failed to grovide evidence of

1274) 3513.1(e) ADMINISTRATIVE RECORDS 1274

Each GHMRP shall maintain for each
agency ' s inspection, at any time, the

eaith Regulation Administration
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1274 Continued From page 6 1274
administrative records:
(e) Signed agreements or contracts for]
professional services;
This Statute is not met as evidenced by:
Based on record raview, the Group Hoine for the
Mentally Retarded (GHMRP) failed to grovide
evidence of contracts with each of thei
consultants.
The finding includes:
Interview with the Qualified Mental Retardation Fmployee Files have been updated. 9-14-07
Professional (QMRP) and review of the personnel Attachment #16
records on August 15, 2007 at 1:01 PM revealed

the GHMRP failed to have contract on file for the
the three consultants.

1398 3520.2(h) PROFESSION SERVICES: GENERAL | 1388
PROVISIONS

Each GHMRP shall have available qua|ified
professional staff to carry out and mon
necessary professional interventions, i
accordance with the goals and objectives of every
individual habilitation plan, as determined to be
necessary by the interdiscipllnary team{ The
professiopal services may include, but hot ba
limited to, those services provided by individuals
trained, qualified, and licénsed as required by
District of Columbia law in the following
disciplines or areas of services:

(h) Social Work;

This Statute is not met as evidenced by:
Based on interview and record raview the

: GHMRP falled to provide evidence of a valid
license on file for the soc¢ial worker.

heallh Regulation Administration
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The finding Includes:
Interviewswith the Qualified Mental Retardation )
Professlonal and review of the personnel files on impbzee F't'?;l%a"e been updated. 3-14-07
August 15, 2007 at 2:09 PM revealed the facllity tachmen
falled to have a ficense on file for the social
worker.

1401] 3520.3 PROFESSION SERVICES: GENERAL 1401
PROVISIONS

Professional services shall inglude both diagnosis
and evaluation, including ldentification of
developmental levels and needs, treatment
services, and services designed to prevent
deterioration or further loes of function by the
resident.

This Statute-is hot met as evidenced by:
Based on interview and record review, the
GHMRP failed to ensure professional services
were received in a timely manner.

.The finding includes:

1. Review of Resident#1' s record on August 16,
2007 at 5:19 PM revealed Resident#1 had lab
studies donducted on June 16, 2007.
Docurgednted on the iab feport was a note that‘
indicated Resident#1 needed to have her stools
chacked for blood. The NUrse was Interviewed on Refer to W. 322 Page #19 Attachment #10
| August 16, 2007, regarding the note and revealed
that Resident1 had her stool checked as
indicated in the note. However, at the time of the
survey, there was no evidence in the record that
revealed the recommended test was conducted,

2. Review of Resident #1' s record on August 16,
. 2007 at 5:01 PM revealed the resident was seen
{Health Regulation Adminlsiration
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1401 | Continued From page 8 14014
by the Audiclogist on April 10, 2006. The
consultant recommended that the resident retumn Refer to W. 322 Page #19 Attachment #11

for a re-evaluation in one year. Interview with the
nurse on August 16, 2007 revealed that the
resident Was scheduled for a follow up visit to the
audiologist in September 2007, At the time of the
survey, the facility failed to provide evidencs that
Resident #1 was seen by the audiologist imely.

3. Interview with the nurse and review of i
Resident #3' s record on August 17, 2007 at 9:58
AM revealed the resident was seen by the
dermatologist on June 19, 2007, Continued
review of the consultation report revealed the
resident was to return for follow-up in ten days.
The nurse was interviewed to ascertain
information as to whether the follow-up
appointment was kept and revealed that at the
time of the survey, Resident #3 had not returned
to the dermatologist as recommended.

Refer to W. 322 Page #20 Attachment #12

(See Federal Deficlency Report Citation W322)

1422/ 3521.3 HABILITATION AND TRAINING 1422

Each GHMRP shall provide habilitation, training
and assistance to residents in accordance with
the resident ' s Individual Habilitation Plan.

This Statute is not met as evidenced by:

Based on interview and reéord review, the
GHMRP failed to ensure habilitation, training and
assistance was provided to ts residents in

accordance with thelr individual Habilitation
Plan(s).

The finding Includes:

Interview with the nurse and review of Resident
#3' s record on August 17, 2007 at 9:42 AM
Healh Regulation Administration

STATE FORM wn

VEKCH1 - Ir continuation sheet © of 12




09/04/2007 20:42 FAX 2024428430 HRA

o1l

PRINTED: 05/04/2007
FORM APPROVED

STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA MULTIFLE CONSTRIGTION
AND PLAN OF CORRECTION ) |DENTIFICATION NUMBER: AMBUILDIN G

B. WIN
09G111 G

{X9) DATE SURVEY.
COMPLETED

NAME OF PROVIDER OR SUPPLIER STHEET ADDRESS, CITY, STATE, ZIP CCDE -~

R G M OF WASHINGTON Jfg.ﬁ?&g‘ﬁﬁ% 25019

08/17/2007

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX

PRUMIDER'S PLAN OF CORRECTION

(X5}
{EACH CURRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L5G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE

1422 Continued From page 9 1422

revealed the resident was administered Xanax 3
mg, prior to her sonogram on August 13, 2007.
According o the nurse the sedation was to
address potential behaviars during the medical
appointment.

Continued review of Resident #3's record and
interview with the Qualified Mental Retardation

PM revealed the resident had a Behavior Support
Plan (BSP) dated August 14, 2006 to assist with
addressing combative behaviors exhibited during
medical appointments. The plan had a
corresponding documentation form that was to ba
completed for each medical appointment. The
QMRP was further interviewed to ascertain
information regarding the completed
documentation form for the aforementioned
August 13, 2007 consultation. At the time of the
survey, there was ho evidence the plan had been
implemented. (See Federal Deficiency Report
Citations W249 )

| 426/ 3521.5(c) HABILITATION AND TRAINING 1428

Each GHMRP shall make modifications to the

resident' s prograrn at least every six (6) months
or when the client:

(¢) Is failing fo progress rd identified
objectives after reasonable efforts have been
made; .

This Statute is not met as evidenced by:

Based on interview and record review, the
Qualified Mental Retardation Profassio

(QMRP) failed to ensure that revisions were
considered when residents' demonstrated a lack
of achievement in attaining the established
criterion levels for one of threa residents

Refer to W. 159 P, #5 A t #7
Professional (QMRP) on August 17, 2007 at 1:32 slerto 29¢ #3 Attachmen

Health Regulation Administration
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- 1484

Continued From page 10
(Resident #3) included in the sample.

The findings include:

Review of Resident #3' s data collection record
on August 17, 2007 at 2:30 PM revealed the
resident participated with & program objective
that required her to ambulate using her rolling
walker. Review of the available data collection
record revealed the resident refused to
participate with the program objective from
January through August 2007. Interview with the
Qualified Mental Retardation Professional
(QMRP) and staff on August 17, 2007 revealed
the resident was afraid to fall while using the
walker. Atthe time of the survey, the QMRP
failed to ensure Resident #3's ambulation
program had been reviewed and considered for
revision. '

3522.11 MEDICATIONS

Each GHMRP shall promptly destroy prescribed
medication that is discontinued by the physician
or has reached the expiration date, orhas a
worn, illegible, or missing label.

This Statute is not met as evidenced by:
Based ah abservation, interview and record
review, the facllity failed(to promplly destray
prescribed medication that was expired. .

The finding includes:

Observation during the environmental inspection
and interview with the Qualified Mental
Retardation Professional on August 17, 2007
beginning at 3117 PM revealed the following
expired megdications were housed in the
residents' hygiena containers:

1426

1484

In the future the Designated Nurse will

medications.

Refer to W. 159 Page #5 Attachment #9

All expired medications have been discarded.

weekly check hygiene kits to discard expired

&-17-07
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1484 Continued From page 11

Resident #1- Naftin 1% cream expired April 25,
2007

Resident #3 - Selsun Blue, expiration date May 3,
2007

At the time of the survey, the GHMRP faiied to
ensure the prescribed expired treatments were
discarded.

1500| 3623.1 RESIDENT'S RIGHTS

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

chapter, and other applicable District and federal
laws.

This Statute. is not met as evidenced by:

Based on interview and record review, the facility
failed to ensure the rights of each resident and/or
their legal guardian to be informed the client's
medical eondition, developmental and behavioral
status, attendant risks of treatment, and the right
o refuse treatment, for one of the three residents
(Resident #1) included in the sample.

The findings include:

interview with: the nurse'and review of Resident
#1's record on August 15, 2007 at 4:43 PM
revealed the Residentrecsived Xanax 1 mg prior
to her gynecology appointment on March 22,
2007, Further interview with the nurse revealed
the sedation was given to address her anxiety
and have her relax during her appointment,

Interview with the Qualified Mental Retardation
Professional (QMRP) was conducted on August .

Health Regulation Admilnlstration
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1500

Continued From page 12

17, 2007 to ascertain information regarding any
strategies implemented by the facility to assist
Reslden t#1 with her anxiety during medical
appointments prior to administering sedation.
Continued interview and review of the residnet's
record falled to provide evidence of any
systemized plan to assist the resident At the time
of the survey, there was no evidence provided
that ensured less restrictive techniques were
implemented to assist Resident #1 with her
anxiety prior to being given a sedative.

Additional interview with the QMRP and record
review on August 17, 2007 revealed Residen t#1
was not competent to make decislons regarding
her medical treatment and habilitation. The
information was verified through review of the
client's Individual Support Plan (ISP) dated
October 12, 2006 on August 17, 2007 at 10:26
AM. Further discussion with the QMRP and
review of Resident #1's record revealed the
resident did not have a legal guardlan to assist
her with making necessary medical and
habilitation decisions. At the time of the survey,
the facility falled to provide evidence that
Resident #1's treatment needs, including the
benefits and potentlal side effects assoclated with
the medication, and the right to refuse treatment,
had been explained to her and/or a legally
authorized representatival.

i

ation Administration

1500

Refer to W.124 Page #2 Attachment #2

Refer to W.124 Page #3 Attachment #3
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(000| INITIAL COMMENTS 1000}
The recertification survey was conducted from
August 18, 2007 through August 17, 2007. A
random sample of three residents was selected
fromn a residential population of five females with
mental retardation and other disabilities. The
survey findings were based on observations in
the group home and three day programs,
interviews and a review of records, including
unusual incident reports,
| 042 3502.2(b) MEAL SERVICE / DINING AREAS 1042

Modified diets shall be as follows:

(b) Ptanned, prepared, and served by individuals
who have received instruction from a diefitian;
and...

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the Group Home for Mentally Retarded
Persons (GHMRP) failed to ensure that moedified
diets were served as prescribed, for one of the
three residents (Resident #1) included in the
sample.

The finding includes:

Observation and interview with staff on August
15, 2007 at 5:55 PM revealed sausage, cabbage,
sweet potatoes, succotash, cornbread muffin and
water were served for the evening meal.
Resident #1' s sausage was cut up into bite sized
pleces, Review of Resident #1' s Physician’ s Refer to W 460 P.24 Attachment #6
Orders (POS) dated August 2007 on August 16,
2007 at 4:43 PM revealed resident #1 was
prescribed a 1500 calorie diet with finely chopped
meats and vegetables. Interview with the nurse
on Au/guft 18, 2007 at 5,56 PM verified the diet

Health Regulation Admfinistration
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1042 | Continued From page 1 1042 |

order. Atthe time of the survey, the facility failed
to ensure Resident #1 recelved her diet as
ordered. (See also Federal Deficiency Report
Citation W460)

1082 3503.10 BEDROOMS AND BATHROOMS 1082

Each bathroom that Is used by residents shall be |
equipped with toilet tissuie, a paper towel and cup |
dispenser, soap for hand washing, a mirror and
adequate lighting.

;gl:eﬁtg?is'zsgzae;sg m’tgjrs?eivedtﬁz:GHMRP “up dispenser was purchased and placed in the 8-21-07
failed to ensure bathrooms were equipped with ome.
cup dispensers, .

The finding includes:

Observations of the GHMRP' s environment and
interview with the Qualified Mental Retardation
Professional on August 17, 2007 at 317 PM
revealed that there was no cup dispenser located
in the bathroom outside of Client #3's bedroom.

1 080/ 3504,1 HOUSEKEEPING 1080

The interior and exterlor of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable
odors,

This Statute is not met as evidenced by:

Based on observation and interview, the GHMRP
failed to ensure the Interior of the facility was
maintained in a safe, clean, orderly, attractive and

Maalth Ragulation Administration
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| 080

l 0951

Continued From page 2
sanitary manner.

The findings include:

Observation and interview with the Facility
Coordinator during the environmental
walkthrough on August 17, 2007 revealed the
following.

1. There was one light bulb blewn in the ceiling
fan light fixture in the living room.

2, The light located in the hood of the stove was
missing its cover. Additionally, the interior of the
hood was observed to be dirty.

3504.6 HOUSEKEEPING

Each poison and caustic agent shall be stored in
a locked cabinet and shall be out of direct reach
of each resident

This Statute Is not met as evidenced by:

Based on observation and interview, the GHMRP
failed to ensure that cleaning agents were stored
in a locked cabinet and out of direct reach of
gach resident.

The findihg includes:

. |
Observation of the GHMRP's environment on
August 15, 2007 at 4:30 PM revealed the
residents entering the facility. At4:47 PM, a box
of clothes washing detergent with bleach was
observed between the washer and dryer,
Located above the washer and dryer was a

cabingt that housed the GHMRP's caustic agents,

The closet was uniocked and revealed various
types of cleaners including oven cleaner, pine

1090

1005

Stove.

Light Bulbs in the ceiling fan light fixture
has been inserted.

New cover has been inserted over the

B-21-07

0

21-07

Health Regulation Administration
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1095/ Continued From page 3 1098 hhe staff has been inserviced by the facilities 8-20-07
cleaner and comet with bleach. At the time of the ICoordinator, In the future staff will document on
survey, the GHMRP failed to ensure caustic . updated'shift responsbility sheets to ensure
agents remained secured, all caustic agents are secured.

ISee Attachment #15 & 15a
1 135| 3505.5 FIRE SAFETY 1135

Each GHMRP shall conduct simulated fire drills in
order to test the effectiveness of the plan at least
four (4) times a year for each shift.

This Statute (s not met as evidenced by:

Based on interview and record review, the
GHMRP falled to provide evidence that simulated
fire drills were conducted at least four times e
year for each shift.

The finding includes: Refer to W. 440 Page #22

N . ] See Attachment #14 & 14a
Interview with the Qualified Mental Retardation

Professional (QMRP) on August 15, 2007 at 9:44
AM revealed the direct care staff were assigned
the following shifts of duty:

7.00 AM - 3:00 PM
3:00 PM - 11:00 PM
11:00 PM - 7:00 AM

Review of the fire drill records from January 2007
through August 2007 revealed thera was no
evidence evacuation drills were conducted on the
11:00 PM - 7:00 AM shift.

(See also Federal Deficiency Report Cltaﬁon
W440)

1 203| 3509.3 PERSONNEL POLICIES 1203

Each supervisor shall discuss the ¢contents of Job

Haalth Ragul Ton Administration
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Continued From page 4

descriptions with each employee at the beginning
employment and at least annually thereafter.

This Statyte is not met as evidenced by

Based on interview and record review, the
GHMRP fslled to provide evidence that the
supervisor discussed the contents of job
descriptions with each employee at the beginning
of their employment and annually thereafter.

The finding includes:

Interview with the Qualified Mental Retardation
Professional and review of the GHMRP's
personnel files on August 15, 2007 at 1:01 PM
revealed the GHMRP failed to provide evidence
that five staff had the contents of their job
descriptions discussed with them at the beginning
of their employment and/or annually thereafter.

35006 PERéONNEL POLICIES

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

This Statute is not met as evidenced

Based on interview and record review, the
GHMRP failed to ensure that each employee,
prior to employment and annually thergafter,
provided evidence of a physician's certjfication
that documented a health inventory had been
performed and that the employee's health status
would allow him or her to perform the required

203

206

A copy of individuals's files has been placed in
the home in a locked cabinet. In the future
lquarterly QMRP and House Mangager will

o to RCM Headquarters to ensure all

staff in the home have current files placed in

the home which will include signed job
descrptions. QMRP and House Manger

will cross-reference employee's files that are kept
n the home with the files

n the main office to ensure accuracy.

9-14-07
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|1 208 j 206
Continued From page & l A copy of personnel files and consultant files
duties. has been placed in the home in a locked y-14-07
cabinet. In the future quarterly
The finding includes: QMRP and House Mangager will
po to RCM Headquarters to ensure all
Interview with the Qualified Mental Retardation personnel and consultant files ,
Professional and review of the GHMRR's in the home hqve current health certificates
personnel files on August 15, 2007 at 4:01 PM [or Mes placed égéf}ﬁ:;‘t‘;’:gxgﬁgrm" include
revealed the GHMRP failed to provide evidence ¥ . : .
h N - House Manger will cross-reference employee's
that current health cerlificates were on file for six bnd personnel files that are kept
staff and five consultants. n the home with the files
n the main office to ensure accuracy.
1271| 3613.1(b) ADMINISTRATIVE RECORDS 1271
Each GHMRP shall maintain for each guthorized
agency ' s inspection, at any time, the fpllowing
administrative records;
(b) Persannel records for all staff including job
descriptions either at the GHMRP or In(a central
office and made available upon reques
] . Refer to W. 206 P. 5
This Statute is not met as evidenced by: :
Based on interview and record review, the
GHMRP failed to provide evidence of | staffs
personnel records.
The finding includes:
Interview with the Qualified Mental Retardation
Professional and review of the personpel files on
August 15, 2007 at 1:01 PM revealed that the
GHMRP failed to grovide evidence of personnel
files for the one nurse, one consultant and one
staff.
1274 3513.1(e) ADMINISTRATIVE RECORDS 1274
Each GHMRP shall maintain for each guthorized
agency ' s inspection, at any time, the fpllowing
ealth Regulation Administration
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Continued From page 8
administrative records:

() Signed agreements or contracts for,
professional services;

This Statute is not met as evidenced by:
Based on recard review, the Group Hoe for the
Mentally Retarded (GHMRP) failed to grovide
evidence of contracts with each of thei
consultants,

The finding includes:

Interview with the Qualified Mental Retardation
Professional (QMRP) and review of thg personnal
records on August 15, 2007 at 1:01 PM revealed
the GHMRP falled to have contract on file for the
the three consultants.

3520,2(h) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have available qualified
professional staff to carry out and monitor
necessary professional interventions, i
accordance with the goals and objectives of every
individual habilitation plan, as determingd to be
necessary by the interdisciplinary team|{ The
professiopal services may include, but hot be
limited to, those services provided by individuals
trained, qualified, and licénsed as required by
District of Columbia law in the following
disciplines or areas of services:

(n) Social Work;

This Statute is not met as evidenced by:
Based on interview and record review the
GHMRP falled to provide evidence of a valid
license on file for the social worker.

274

398

A copy of personnel files and consultant files
has been placed in the home in a locked
cabinet. In the future quarterly

DMRP and House Mangager will

no to RCM Headquarters to ensure all
pnsultant files in the home have current health
rertificates and contracts. QMRP and

House Manger will cross-reference personnel
gnd consultant files that are kept

n the home with the files

n the main office to ensure accuracy.

D-14-07
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1398 | Continued From page 7 | 308 LA copy of consultant files
onbnue Pag has been placed in the home in a locked 0-14-07
abinet. In the future quarterly
The finding includes: MRP and House Mangager will
go to RCM Headquarters to ensure all
Interviewawith the Qualified Mental Retardation pnsultant files in the home have current health
Professional and review of the personnel files on certificates, licenses and contracts. QMRP and
August 15, 2007 at 2:09 PM revealed the facllity “0(;’53 Manger ;{Y‘" ‘;L“tmfifp“tce consultant
‘ = Bpnd personnel riles that are
fallglg to have a license an file for the social n the home with the files
worker. jn the main office to ensure accuracy.
Attachment #16
1401 3520.3 PROFESSION SERVICES: GENERAL 1 401
PROVISIONS
Professional services shall inglude both diagnosis
and evaluation, including Identification of
developmental [evels and needs, treatment
services, and services designed to prevent
deterioration or further loss of function by the
' resident.
This Statute-is not met as evidenced by:
Based on interview and record review, the
GHMRP failed to ensure professional services
were received in a imely manner.
.The finding includes:
1 1. Review of Resident#1' s record on August 16,
j 2007 at 5:19 PM revealed Resident#1 had lab
! studies conducted on June 15, 2007.
.’ Documentsd an the lab feport was a note that
indicated Resident#1 needed to have her stools
checked for blood. The nurse was Interviewed on
| August 16, 2007, regarding the note and revealed
: that Resident#1 had her stool checked as
‘ indicated in the note. However, at the time of the Refer to W. 322 Page #19
survey, there was no evidence in the record that Attachment #10 & 10 A
revealed the recomrnended test was conducted,
' 2. Review of Resident #1' s racord on August 16,
2007 at 5:01 PM revealed the resident was seen

Mealth Ragulation Adminlstration
STATE FORM . uw VEKCTY I eontinuation shaot 8 of 13
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1401 | Continued From page 8 1401

by the Audiclogist on April 10, 2006, The _
consultant recommended that the resident retumn Refer to W. 322 Page #20 Question (2)
for a re-evaluation in one year. Interview with the Attachment #11 & 10 a

nurse on August 16, 2007 revealed that the
resident Was scheduled for a follow up visit to the
audiologist in September 2007. At the time of the
survey, the facility failed to provide evidence that
Resident #1 was seen by the audiologist timely.

3. Interview with the nurse and review of .
Resident #3' s record on August 17, 2007 at 9:58
AM revealed the resident was seen by the
dermatologist on June 19, 2007, Continued
review of the consultation report revealed the Refer to W. 322 Page #20 Question (3)
resident was to return for follow-up in ten days, Attachment #12 & 10 a

The nurse was interviewed to ascertain
information as to whether the follow-up
appointment was kept and revealed that at the
time of the survey, Resident #3 had not returned
to the dermatologist as recommended.

(See Federal Deficlency Report Citation W322)

1422) 3521.3 HABILITATION AND TRAINING 1422

Each GHMRP shall provide habilitation, training
and assistance to residents in accordance with
the resident * s Individual Habilitation Plan.

This Statute is not met as evidenced by:

Based on interview amf record review, the
GHMRP failed to ensure habilitation, training and
assistance was provided to its residents in
accordance with thelr Individual Habilitation
Plan(s).

The finding Includes:

Interview with the nurse and review of Resident
#3' s record on August 17, 2007 at 9:42 AM
Health Regulation Administration
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Continued From page 9

revealed the resident was administered Xanax 3
mg, priar to her sehogram on August 13, 2007,
Aceording to the nurse the sedation was to
address potential behaviors during the medical
appointment.

Continued review of Resident #3's record and
interview with the Qualified Mental Retardation
Professional (QMRP) on August 17, 2007 at 1:32
PM revealed the resldent had a Behavior Support
Plan (BSP) dated August 14, 2006 to assist with
addressing combative behaviors exhibited during
medical appeintments. The plan had a
comesponding documentation form that was to be
completed for each medical appointment. The
QMRP was further interviewed to ascertain
information regarding the completed
documentation form for the aforementioned
August 13, 2007 consultation. At the time of the
survey, there was no evidence the plan had been
implementsd. (See Federal Deficiency Report
Citations W249)

3521.5(c) HABILITATION AND TRAINING

Each GHMRP shall make modifications to the
resldent ' s program at least every six (6) months
or when the client;

(c) Is failing to progress toward identified
objectives after reasonable efforts have been
made; .

This Statute is not met as evidenced by:
Based on interview and record review,
Qualified Mental Retardation Professio
(QMRP) failed to ensure that revisions were
considered when residents’ demonstra 2d 3 lack
of achievement in attalning the established
criterion levels for one of three residents

e

422

428

Refer to W. 124 Page #2 Attachment #2
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1428 | Continued From page 10 1426
(Resident #3) included in the sample.

The findings include:

Review of Resident #3' s data collection record
on August 17, 2007 at 2:30 PM revealed the
resident participated with a program objective
that required her to ambulate using her rolling
walker, Review of the available data collection
record revealed the resident refused to
participate with the program objective from
January through August 2007, Interview with the
Qualified Mental Retardation Professional
(QMRP) and staff on August 17, 2007 revealed
the resident was afraid to fall while using the
walker. Atthe time of the survey, the QMRP
failed to ensure Resident #3's ambulation
program had been reviewed and considered for
revision,

Refer to W. 257 Page #16 Attachment #9

| 484 3522.11 MEDICATIONS : 1484

Each GHMRP shall promptly destroy prescribed
medication that is discontinued by the physician
or has reached the expiration date, or has a

warn, illegible, or missing label, All expired medications have been discarded.  9-11-07
: In the future the Designated Nurse will
This Statute is not met as evidenced by; ’ weekly check hygiene kits to discard expired
Based on observation, interview and record medications. Designated Nurse was in-Serviced
review, the facility failedjto promptly destroy o '°Catit°z %f Hygierlmle 'ﬂtsf?‘d in thekf”t”re ’
: e f . esignated Nurse will check hygiene kits weekly
prescribed medication that was expired. . and discard expired medications.
The finding includes: : (Aot ¥17)

Observation during the environmental inspection
and interview with the Qualified Mental
Retardation Professional on August 17, 2007
beginning al 3:17 PM revealed the following
expired medications were housed in the
rasidents' hygiens containers:

ealth Regulation Adminisraton
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Resident #1- Naftin 1% cream expired April 25,

2007

Resident #3 - Selsun Blue, expiration date May 3,

2007

At the time of the survey, the GHMRP failed to

ensure the prescribed expired treatments were

discarded.

1500 3523.1 RESIDENT'S RIGHTS 1500

Each GHMRP residence director shall ensure
that the rights of residents are observed and
protected in accordance with D.C. Law 2-137, this
::hapter, and other applicable District and faderal
BWS.

This Statute. is not met as evidenced by:

Based on interview and record review, the facility
falled to ensure the rights of each resident and/or
their legal guardian to be informed the client's
medical condition, developmental and behavioral
status, attendant risks of treatment, and the right
to refuse treatment, for one of the three residents
(Resident #1) included in the sample.

The findings include:

Interview with the nurse'and review of Resident
#1's record on August 16, 2007 at 4:43 PM
revealed the Residentrecsived Xanax 1 mg prior
to her gynecology appointment on March 22,
2007. Further interview with the nurse revealed
the sedation was given to address her anxiety
and have her relax during her appointment.

Infetview with the Qualified Mental Retardation
Professional (QMRP) was conducted on August .
Health Regulation Adminlstrabon
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‘1 1500 | Continued From page 12 1500

17, 2007 to ascertain information regarding any
sirategies implemented by the facility to assist
Residen t#1 with her anxiety during medical
appointments prior to administering sedation.
Continued interview and review of the residnet's
record fafled to provide evidence of any
systemized plan to assist the resident At the time
of the survey, there was no evidence provided
that ensured less restrictive techniques were
implemented to assist Resident #1 with her
anxiety prior to being given a sedative.

Refer to W.124 Page #2 Attachment #2

Additional interview with the QVIRP and record
review on August 17, 2007 revealed Residen t#1
was not competent to make decislons regarding
her medical treatment and habilitation. The
information was verified through review of tha
client’s Individual Support Plan (ISP) dated
Oclober 12, 2006 on August 17, 2007 at 10:26
AM. Further discussion with the QMRP and
review of Resident #1's recory revealed the
resident did not have a legal guardian to assist
her with making necessary medical and
habiftation dacisions. At the time of the survay,
the facility failed to provide evidence that
Resident #1's treatment needs, including the
benefits and potential side effects associated with
the medication, and the right to refuse treatment,
had been explained to her and/or a (egally
authorized representatival.

Health Regulation Administation
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