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1 000] INITIAL COMMENTS oo
A licensure survey was conducted from March
12, 2008 through March 14, 2008, " A random
sample of three clients was selected from a client
population of six male clients with varying
degrees of disabilities.
= i
The survey was completed using the fundamental = ,ﬁ\ﬁ
survey process. The findings of this survey were - = ﬁﬂ'l
based on observations at the group home and = s
' two day program, interview with day program -— REN
staff, residential staff, and = review of the R =1 - PR
habilitation and administrative records to include 0 3
the review of the facility incident management ™
system. , o L
. = i
1043 3502.2(c) MEAL SERVICE / DINING AREAS 1043 .

Modified diets shal! be as follows:

(c) Reviewed at least quarterly by a dietitian.

This Statute is not met as evidenced by:

Based on interview and record review, the facility
failed to ensure that one of the three residerts in
the sample prescribed modified dist is monitored
being quarterly by a dietitian.

The finding includes:

On March 13, 2008, intarview ditect care staff
-and review of records reveslad thal Resident #3
wae prescribed a modified diet [1550 calorie, high
fiber chopped]. Further review of the records
revealed that the the nutritionist last manlitoring
visit was in Septernber 1, 2007. Thers was no
further evidence that this consultant was
monitoring Client #3's modified dist in

accordance with this regulatory requiremant,

1043

The consultant Nutritionist completes
a quarterly follow up assessment. .
In the future the Facility will ensure | 4/7/08

that all reports are filed in the
appropriate records in a timely
manner.

See artached Quarterly Nutritional

assessments
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1 054| 3502.12 MEAL SERVICE / DINING AREAS 1084
Rasidents shall be provided training to develop
eating skills and to use special eafing equipment
and utensils if such training is indicated in the
.l Individual Habiltation Pian.
This Statute is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure that Resident
#1 was provided with adaptive plate as
recomrended by the interdisciplinary team to
improva hig independence in gating.
The finding includes: '
Observation at the dinner meal on March 12, I 05.4 . ]
2008 at approximately 5:40 PM revealed that A high-sided scoop plate has
Client #3 was ealing a from a high sided scoop been delivered to the Day
plate. Day program observation on March 13, Program. Staff has been i
2008 at approximately 12:42 PM | revealed that T . 1 m .
Resident #3 sitting at the dining room table serviced on adaptive equipment
preparing to eat his lunch. The client meal was at the residential and day
severed in a three partician plate. program sites.
Interview with the QMRP at the group home In the future the facility will 4/8/08
revealed that client #3 is prescribed a high sided énsure t?lat the QMRP and
scoop plate at meals to assist him with his Nurse visit the day program
independent eating skills. According to the monthly to ensure
h . ! program /
QMRP she purchased the prescribed adaptive medical needs are met.

plates and personally delivered the adaptive
equipment to the day program for the client use

during meals. See attached
1.receipt i
Nate: It should be further noted that the direct cosiom fogmadapt“'e
care staff assigned to table set up for the day quip me_nt m day program.
program and food dispansing was employed at 2.in service record

the client group homes in the evening.
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1090

Continued From page 2
2502.18 MEAL SERVICE / DINING AREAS
A review and consultation by a dietitian or

nutritionist shall be conducted at least quarterly to
ensure that each resident who has been

. pregcribed a modified dist recaives adequate

nutrition according to his or har Individual
Habilitation Plan,

This Statute is not met as evidenced by:
Based on irterview and record review revealed
that the facility's dietitlan failed o conduct
quarterly monitoring of spacialmodified diets,

The findings include:

The GHMRP failed to ensure that Resident #3-
nutritional status was monitared quarterly as
evidanced below:

See Federal Deficiency Report Citation 3502.16

3504.1 HOUSEKEEPING

The interior and exterior of each GHMRP shali be
maintained in a safe, clean, orderly, aftractive,

; and sanitary manner and be free of

accumulations of dirt, rubbieh, and objectionabie
edors.

This Statute is not met as evidenced by:
Based on observation, the GHMRP failed to
ensure the interior and exterior of the GHMRE
was maintained in & safe, clean, orderly,

. attractive, and sanitary manner and be free of

accumulations of dirt, rubblsh, and objectionable
odors. :

{ 068
| 058

| c9e

1058
Cross refer —J 054
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1 090, Continued From page 3 _ fogo
The finding includes: 1090
Front and i )
Observations of the GHMRP 's environment on been toai :dack porch rails have | 4/8/08
March 13, 2008 beginning at 3:35 PM revealed Tl painted. .
there was chipping paint and rust observed on In the future the facility will
the front and back porch rails. Interview with the ensure that monthly
Quazlifisd Mental Refardation Professignal enviro . .
(QMRP} acknowledges that the rails needed to nment and infection
be painted. control audits are completed.
1203 3508.3 PERSONNEL POLICIES | 203
Each supervisor shall discuss the contents of job
descriptions with each employee at the baginning
employment and at ieast annually thereatter,
This Statute is not met as evidenced by:
Based on record review, the GHMRP fajied to
+ have on file for review current job dascriptions for
all employees annually. :
4 | 1203
The finding includes: Tob descriptions are reviewed . 4/8/08
Review of the personnel files conducted on and sslglled yearly during '
March 13, 2008 at 11:20 AM, revealed that annual appraisals.
GHMRP failed to provide evidence of current In the future the facility QMRP
descriptions are filed in a
imel
1208 3509.6 PERSONNEL POLICIES 1 206 hmely manner,
Each employee, prior to smplayment and See attached: job descriptions
annually thereafter, shalt provide a physician ' s #6
certification that a heaith inventory has been ’
performed and that the smployee ' s health status
would allow him or her to perform the required
duties.
Health Reguiation Adm nistration
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1206 | Continued From page 4 1206
This ) met y : ib 1206 4/8/08
s Statute is not met as evidenced by: . .
Based on interview and record review, the Health certificates are obtained
GHMRP failed to snsure that each amployee, annually for every employee, to
prier to employment and annually thereafter, ensure their health status would
provided evidence of a physician's cartification allow them to remain
that documented a health inventory had bean employed
parformed and that the employee's health status S proyed. .
would allow him or her to perferm their required ee attached health certificates .
duties. #7
The finding includes: 1220
On March 13, 2008 at approximately 2:00 PM, The Agency conducts
interview with the QMRP and review of the orientation training for all new
GHMRP's personnel files reveaied the GHMRP employees prior to workin at
failad to provide svidence that current heatf the facilita Ty 10 WOIKing
certificatss were on file for two (202 Direct Care e facility. This training 4/8/08
Staft NN, Social Worker, Nutritionist, encompasses all DDS and
Podiatrist, Pharmacist and the Speech and Agency Policies and
Language Consultant. . Procedures
. : P ¢
1220 3510.1 STAFF TRAINING 1220 1he facility also has a ‘New
Employee Orientation Magual
Each employee who has no previous experience which contains specific
working with individuals with mentai retardation information about the
shall¥®required to suchesstully complete g P Dy
'drientation training appropriate to the needs of md.l \flduals residing at the
the residents in the GHMRP. facility.
This Statute is not met as evidenced by: In the future the Agency wi
Based on staff interview and record raview, the ensure all new gl y will
Group Home for Mental Retardation (GHMRP) v employees
failed ta ensyre that new staff received training to att_end the orientation tralning
ensure the health and weil-being of its residents. prior to working at the facility.
The finding includes: See attached orientation sign
Interview with the QMRP and a review of the record.
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! 220| Continued From page 5 1220 1223
available parsone! file ona (1) direct care staff The Agency conducts orientation
Pf‘aﬂed to evidence a successful completion of training for all new employees prior
orientation training to include agency policy and to working at the facility. This
precedures as well a8 the facility's practices, training encompasses all DDS and
Agency Policies and Procedures.
1223 3510.4 STAFF TRAINING 1223 The facility also has a ‘New
Employee Orientation Manual®, 4/8/08
Each training program agenda and record of staff which contains specific information
participation shali be maintainad in the GHMRP about the individuals residing at the
and avaiiable for. raview by regulatory agencies. facility.
This Statute is not met as evidenced by In the future the Agency will ensure
Based on ebservation and staff interview the all new employees attend the
GHMRP failed to ensure orientation training for orientation training prior to working
direct care staff was available for review as at the facility.
évidence below
The finding includes: See attached orientation sign record.
Interview with Residential Manager and review of
the in-garvice training manual on March 14, 2008
revealed there were no training agendas and
signaturs shests on file for recently hired staif
who was working at the facility during the survey.
1291 4/8/08
1291 3514.2 RESIDENT RECORDS 1281 The facility has re tratned the nurses
on Policy and Procedures for
Each record shall be kept current, dated, and Medication Administration.
Signed by each individual who makes an entry. In the future the facility nurse will
. . let i
This Statute is not met as avidensed by: ::: ':n?sur: ;v;?:(:)yf?::&ﬁ::;l MARs
Based on interview, and recard raview the administration are being followed
GHMRP failed to ensure each clients records cing fotlowed.
ware kept current See attached in service record for
The ﬁndlng indudes: P&P of Medicatioﬂ Adminisﬂ'aﬁon
(See Federsl Deficiency Citation W114)
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1401| Continued From page 6 1401
| 401 3520.3 PROFESSION SERVICES: GENERAL 1401
PROVISIONS
1401
Professional services shall include both diagnosis
and evaluation, including identification of Cross refer to W 220
developmental levels and needs, freatment
services, and services designed to prevent
deterioration or further ioss of function by the
rasident,
This Statute is not mst as avidanced by:
Based on interview and record review the
GHMRP failad to provided diagnosis, evaluation,
treatment servicas and necassary follow up
zelvics to pravent detatioration or further loss of
functioning for each residant in the facility.
The finding includes:
See Federa Deficiency repart Citation W220,
W282 and W331
1474 3522.5 MEDICATIONS | 474
' facility has re trained the nurses
Each GHMRP shall maintain an tndividual g:;o]i;;t:nd P::cedures for 4/8/08
rrgse;:‘l;ﬁon administration record for each Medication Administration.
In the fitture the facility nurse will
Thig Statute is not met ag evidenced by: complete :’;ﬂ‘b}aﬂd;tﬁ Otf all MARs
Based on intarview and record review, the to ensure Pk 0 me.m“;"l’l‘ N
GHMRP's nursing staff fafled to ensure administration are belng fo_aws
medicatlon administration records were The Agency RN or DON will aiso
maintained without documentation error, complete quarterly audits on all
medical records and MARs.
The finding includes:
See attached in service record for
See Federal Deficlancy Report W366 and W368 P&P of Medication Administration
Heaith Reguiafion Adminsiration ‘
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R 000

R 125

INITIAL COMMENTS

A licensure survey was conducted from March
12, 2008 through March 14, 2008. A random
sample of three clients was selected from a client
population of six male clients with varying
degrees of disabilities.

The survey was completed using the fundaments!
survey pracess. The findings of this survey were
based on observations at the group home and
two day program, intarview with day program
staff, residential staff, and a raview of the
habilitation and administrative records to include
the review of tha facility incident management
system.

4701.5 BACKGROUND CHECK REQUIREMENT

The criminal background check shall disclose the
criminal history of tha prospestive empioyee or
contract worker for the previous seven (7) years,
in all jurisdictions within which the prospective
employse or contract worker has worked or
resided within the seven (7) ysars prior to the
check.

This Statute 1s not met as evidenced by:

Based on the review of recards, the GHMRP
failed to #nsure criminal background checks
disclosed the criminal history of any prospective
smployee or contract worker for the previous
seven (7) years, in all jurisdictions within which
the prospective employee or contract worker has
worked or resided within the seven (7} years prior
to the check.

The finding includes;

Review of the parsonnel records on March 14,
2008 at 12:30 PM revealed that the GHMRP

R 000

R125

R 125

The Agency completes criminal
background checks prior to being
employed.

In the future the facility QMRP will
double check copies of all personnel
records prior to working with the
individuals.

See attached #1criminal background
check

4/8/08
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R 125| Continuad From page 1 R 125
failed to provide evidence that ensured criminal
background checks were on file for one {1) direct
care 3
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W 000 | INITIAL COMMENTS W 000
A recertification survey was conductad from
March 12, 2008 through-March 14, 2008, A
random sample of three clienfs was salactad from
a ¢limnt population of six male clients with varying
degrees of disabilities.
The survey was completad using the fundamantal
survey process. The findings of this survey were
based on observations at the group homs and ,
two day program, interview with day program ‘
staff, management and residential staff, and a
review of the habilltation and administrative |
records to include the review of the facility
incident management system. }
W 104 | 483.410(a){1) GOVERNING BODY W 104‘
The governing body must exercise genaral pelicy, : i
budgst, and operating direction over the facility. W 104 \ 4/8/08
[ 1.A-D |
The Agency has a Policy and
This STANDARD is not met as svidenced by: nggﬁzrﬂfﬁ:}n taffand |
Based on interviews with direct care staff, and the TME] . 4 1o B sure that |
review of recards, the facility's governing body =5 WETC il SeTviced 10 e ‘
failed to provide general operating directions cver medication administration storage,
the facility as evidenced by the following: . ordering and documentation ;
procedures are followed.
The finding includes: In the future the DON will complete
quarterly audits on all medical
I. The governing bedy failed to have an effective records and MARs.
system 1o ensure the administration and security
of medicafion as evidenced below: See attached in service record and
medical records audit record. |
A. [Cross Refersnce W385) The‘governing body
failed o have an effective system of monitering ;
the administration of client medications in l

LABQRATORY DI OR'S OR PROVUER/SUPPLIER REPRESENTATIVE'S SIGNATURE . \J'T?E R {X8) DATE
4 91 A g " ;
Y 8; A ot “Oloahos  4IBRB
& 4 T
Any deficiency stitement anding with an asterisk (-) denbiss a deflciency Whioh the institution may be sxcused from comecting proviing 1t 5 detemived Tt
other safeguards provide sufficient protection 10 the patients. (See netructions.) Exgapt for nursing homas, the findings stated above are disciceable §0 days
following the date of survey whather or not & plan of correction is provided. Far nursing hames. the ebove findings and plans of correction are disciosable 14

days foliowing the dale these docurnents are made avaiiable to the faclity. If deficlancias are cited, an approvad plan of correction is raguisita to continuad
program participation,

FORM CMS.2567(02-59) Previous Versions Qbsslate Event |D; 6TQ911 Facility ID: 08G 156 If continuation sheet Page 1 of 14
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W 104 | Continued From page 1 W 104

accardance with the agency's nursing palicy on
medication administration.

B. [Cross Reference W368] The governing body
falied to have an sffactive systam of ensure that
medications were administered in accordance
with physician's orders.

C. [Cross Reference W381] The governing hody
falled to have an effective system to ensure
medications were secured until medication
administration in accordance with the agency's
policy and procedures.

D. [Cross Reference W331(4)] The governing
hody failed {o ensure that madication nurse
followed the agency policy and procedures on
reparting and replacement of spillsd medication.

1. The goveming body failed to ensure that th
facility's medication nurse reported and
documented spill medication in accordance to the
8gency's nursing policy and procedure.

Observation of the medication pass on March 12,
2008 at approximately 6.00 PM revealed that the
madication nurse attampt to administer Client
#4's medication regimen, The nurse punched the
Client #4's Risperdal 1 mg into the medication
cup and crushed the pll. Once completely
crushing the medication, the nurse mixed the
medication in some jello, )

Client #4 was walting, however, he was
complaining that he want some applasalce. The
medication nurse handed the medication cup to
Client #4 with the jellc and madication mixture.

~He immediately once taking the cup dropped the
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W 104 | Continued From page 2

mixture on tha hall floor. The QMRP and the
direct care staff assisted the client in cleaning un
the spllied medication mixture.

The medication nurse was then observed o
punch out a pill from the next day (3/13/08) and
place the pill In a meadication cup and place the -
; Cup in the pilt crusher, He then instructed Client
#4 to crush his pill. The nurse tums to the
surveyor to inform him that this was a part of
Client #4's salf-medication program. Once Cliant
#4 crughed his medication, the nurse took the
crusher with the medicetion cup back from him
and the QMRP escortsd the provide the clisnt into
the kitchen to chogse another jello (orangs).
Client #4 appearad to be vary pleased with his
selection of the arange jello and the nurse
reinforced him and readministered his medication
mixed in the orange jello without incident,

interview with the nurse angd review of the
medication administration record did not evidence
that the nurse had reported the spilled madication
fo the nurse cocrdinator and /or the Director of
Nursing. Interview with the Nursing Coordinator
on 3/13/08 revealed that the agency's palicy
required the nurse to repunch the pill fram the
bubble pack, document on the MAR and the
nursing nofes, and contact the Director of
Nursing (DON) to account for the pill, According
to the Nurse the purpose of communication with
the DON is to ensure that the medication was
reordered from the pharmacy to replace the
spilled medication,

W 114 | 483.410(c)(4) GLIENT RECORDS

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

W104

W 114

W 104
11 Crossrefer to W 104-1.
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W 114 | Continued From page 3 W 114
This STANDARD is not met as evidenced by:
Based on staff interview and record review, the w114
faciiity failad to ensure that entries onto a client's Cross refer to W 104, W 365
Medication Administration Records were signed
' and dated for two of three clients included in the
- sample. (Client#2 and #3)
: The findings include:
|
- On March 12, 2008 at approximately 3:25 PM,
| intarview with the Nurse and review of Client #2
and #3's MAR's [i. &. for the months of August
2007 through February 2008) reveaied that
MAR's were missing date, initials/signatures and
reason in which each client’s medication were not
administered as prescribed. [See W365)
W 125 | 483.420(a)(3) PROTECTION OF CLIENTS W 125
RIGHTS
The facility must ensure the rights of all clients. W 125
Therefore, the facllity must allow and aneourage The agency has a Policy on client 4/8/08
individual clients to exercise their rights as clints rights and privacy.
of the facility, and @ citizens of the United Statas, Staff was in serviced on this policy.
in¢luding the right to file complaints, and the right The QMRP and House Manager will
to due process. ' closely monitor staff to ensure the
I individuals have the opportunity to
This STANDARD is ot met as evidenced by: exercise ther rights.
Bazad on ebservation, staff interview and record .
reviaw, the facillty faled to ensure the rights and See attached In service record for
dignity of all the cllents, which reside in the facilty. client rights and privacy
(Client #1 #3 ang #6) '
The findings inciude;
The facility failed to ensure direct oare staff
ensure each clients' rights to privacy during
personal care activities. [See W130]
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W 130

W 153

483.420(2)(7) PROTECTION OF CLIENTS
| RIGHTS

The facility must ensure the rights of all clients.
Therstare, tha facility must ensure privacy during

+| noted that Client #3 was observad to anter with

treatment and care of parsonal needs.

|
|
This STANDARD is not met as evidenced by:
Basad on obssrvation and interview, the fagility
failed to ensure and ancourage one of the four
. clients residing in the facility an opportunity to
exercise their rights to privacy.
{Client #1, #3 and #5)

The findings inctude:.

Tha dirsct care staff failed to ensure each dient
privacy during activities of daily living as
evidenced below: ’

1. On March 12, 2008 at approxirmztely 5:54 PM
the dirsct care staff encourage Client #1 to go to
the bathroom upon his arvival to the facility. The
direct care staff only moments later was observed
to open the bathroom door without knocking and
entered the bathroom while Client#1 was in the
bathreom.

2. On March 12, 2008 at approximatety 8:08 PM
another direct care staff was abserved to open

the bathroom door without knocking and entared
while Client #& was in the bathroom. It should be

the direct care staff. The staff instructed Client #2
te wash his hands while the bathroom door
remain open.

483.420(d)(2) STAFF TREATVIENT OF
CLIENTS

W 130

W 130
Cross refer W 125

W 153
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W 153 Continued From page 5 W 153
The facility must ensure that all allegations of W
mistreatment, neglsct or abuse, as well as 153
“ | injuries of unknown source, are reported . ,
immediately to the administrator or to other The Agency has a policy on Incident
officials In accordance with State law through reporting and Management. The day 4/8/08
established procedures. program has been given a copy of this
and a list of contact numbers to assist
in prompt reporting. The QMRP and
This STANDARD is not met as evidenced by: nurse will continue to visit the day
Based on intervisw and record revisw, tha facility program at least monthly.
failed t& ansure that all unusual incidents
inciuding injuries of unknown origin ware reported See attached Incident Management
immediately to the administrator and other Policy and contact numbers along
officials according to district law {22 DCMR, with the receipt from day program
Chapter 35, Section 35619.10) for pna of thres
clients included in the sampie.
(Client #1)
The finding includes:
Interview and raviaw of the unusual incidents on
March 13, 2008 at approximately 11:40 AM al the
day program revealed an incident report dated
Octobar 31, 2007. According to the raport, Client
#1's day program's Coordinator notice that his
hand was bleeding while engaged in table top
activity. Interview with the facility's Qualifiad
Mental Retardation Profassional on March 14,
2008 at approximately 2:20 PM ravealad that
QMRP had no knowledge of the unusua! incident.
According to the QMRP she visit the day program
i regularly. Review of the unusual incident iog
book did not evidence that thig injury of unknown
origin had beart reporied to the facility's
management.
W 159 | 483.430(a) QUALIFIED MENTAL W59, .
RETARDATION PROFESSIONAL
Each diient's active treatment program must be

FORM CME-2567(02-0Q) Previoys Varsions Obsolele
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W 153 | Continued From page 6 W 159
integrated, ¢uordinated and monitored bya W 159
ualified mental retardation professional.
q prote The Agency has a policy on /8/08
Medication Administration,
This STANDARD is not met as svidenced by. Physician’s orders are signed
Baged on interviews with the Qualified Mental quarterly and a copy must be
Retardation Professional (QMRFP) and racord submitted to the day program. ,
review, the QMRP failed to ensure Integration, In the firture the nurse will ensure that
coordination and monitering of client's active all POS are forwarded to the day
treatment regimen. program along with a Day Program
. communication receipt, which will be
The findings include: filed in the individual’s medical
record.
The facility's QMRP failad to ensure the .
coordinator with Client #1, #2 and #3 day program See attached Day pro
to ensure that their medical records were updated communication gm grem
with the current physician orders as evidenced '
below: .
1. On March 13, 2008 at approximately 11;37
AM, interview with the day program's Cass
Manager/nurse, and review of madical records
revealed that the last physicians orders received
was Ssptembar 2007, Interview with the facility's
Licensed Practical Nurse (LPN) Coordinator on
March 14, 2008 at approximately 2:30 PM
revealed that their have been saveral changes
madz on Client #1's physicians arders since
September 2007. The LPN acknowledges that
current physicians had not been forwarded to the
day program of Client #1. Interview with the
QMRP reveaied that she visit tha day program
regularly and is the person responsible for
updating the day program on each client's
medical, programmatic and support changes.
2. On March 13, 2008 at appraximately 11:00
AWM, interview with the day program's Case
Manager/nurse, and review of medical records
| |
FORM-GMS-2587(02-88) Provious Versions Obsolets Bvent ID: 6TGw11 Facility ID: 063155 If continuation shest Page 7 of 14
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W 159

W 189

W 220

Continued From page 7

rovealsd that the last physicians ordars regeived
was November 2007. Intarview with the facility's
Licensed Practical Nurse (LPN) Coordinator on
March 14, 2008 at approximately 2:30 PM
revealed that their have been several changes
made on Client #2 and #2's physicians orders
since Novamber 2007. Further intervisw with the
LPN revealed that she had forwardsd the current
physicians orders to Client #2 and #3's day
program; however, this could not be confirmed
through record verification at the day program.
Interview with the QMRP revealed that she visit
the day program regularly and is the parson
responsible for updating the day program on
each client's medical, programmatic and support
thanges.

483.430(e){1) STAFF TRAINING PROGRAM

The facility must provide each employee with
initia| and continuing training that enables the
aemployse to perform his or her duties effectivaly,
afficiently, and competently.

This STANDARD (s not met as evidenced by:
Baged on interview and record review, the facility
failed to ensure that each amployee had baan
provided with adequate training that enables the
employses to perform his or her duties effectively,
aefficiantly and competantly,

The findings include:

The facility failed o ensure that direct care staff
allow each client privacy during activities of daily
living. [See W130)]

483.440(c}(3)(v} INDIVIDUAL PROGRAM PLAN

The comprehensive functional sssessment must

W 158

W 188

W 189
Cross refer W 130

W 220
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Based on chservation, interview and record
review, the facility failed to provide »
speech-language assessment to determine tha

client's communication needs, for che of the three |

clients in the sample. (Client #1)
The finding includes:

Obsarvation on March 12 and 13, 2007 raveaiad
that Client #3 involved in an activity of his choice.
The activity was a interactive miugic game with a
Selector pen. Further observation revealed that
the client was using the pen 10 select differant
music funas. Once selecting the music tune the
communication davices woukl respond and a
voice command provide Client #3 with further
instruction. As the music played he rock from
side to side, smiled and appearad 10 anjoy the
mugic selaction fram his interaction with the
music fune box.

Interview with the QMRP revealed that the client
was o have received Speech and Language
evaluation. According to the QMRP, the Speech
consultant came to the facllity to Initiste the
assessment | howsver, the consuitant had not
retumed to the facility to completa the
assaessment process for Client #3. Review of tha
avallable Speach and Language assessment
dated 3/07/04 tha following was recommendad:

1. Alow technoiogy device with the abiiity to state
the client's personal information.

2. Training on cammunity awareness and safety

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DERCIENCIES (X1} PROVIOER/BUFPLIER/CLIA [2) MULTIPLE CONSTRUGTION (X8) DATE SURVEY
AND PLAN OQF CORRECTION IGENTIFICATION NUMBER: COMPLETED
A BUILDING
B, .
09G158 WING 03/14/2008
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2258 SUDBURY ROAD, NW
METRO HOMES WASHINGTON, DG 20012
(44} 1D SUMMARY STATEMENT OF DEFICIENCIES e PROVIDER'S PLAN OF CORRECTION A
PREFIY, (EACH DEMCIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHCOWLD BE COMPLETIDN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APFROPRIATE DATE
DEFICIENCY)
W 220 | Continued From page 8 W 220
inciude speech and Janguage development
. W 220
This STANDARD s not met as evidenced by: The Agency’s Speech and Language 4/8/08

consultant will complete a functional

assessment on client#3’s

‘communication needs and device.
Training will be completed as needed.
In the future the facility’s QMRP will
ensure all assessments are completed

in a timely manner.

See attached Speech and Language

assessment
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W 220

W 331

W 368

" not evidence & updated Speech and Language

Continued From page 8
survival

Review of tha habilitation records failed to
indicate when this communication device had
been purchased and & objactive impiemented to
address his knowiedge of his personal
information. Review of the program book did

evaluation as a part of the comprehensive
functional assessment.
483.460(c) NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their needs,

This STANDARD is nat et 25 evidenced by:
Based on interview and record review the facility
falled to ensure nursing services in accordance
with the neads of three of three clients included in
the sample. (Client #1, #2 and #3 )

Tha findings include:

1. The facility's nursing staff fafied to ansure that
MAR were maintained. [See W385)

2. The facility's medication nurse faited fo eneure
that medication were secure untll medication
administration. [See W381]

3. The facility's medication nursa failed to ensure
that medication were administrated as per the
physician order. [See W368)

483.460(j)(4) DRUG REGIMEN REVIEW

An individual medication administration record
must be maintained for each client.

W 220

W 331

W 331 .
Cross refer to W 104

W 365
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W 365 | Continued From page 10 W 365
This STANDARD is ot met as evidenced by:
Based on ochservation, interview and regord
reviews, the facllity failed to establish and
maintain a systems that ensures that an
individuals medication records wens maintained
for two of the client's in the sample, (Glient #2
and #3)
The findings include: W 365
Cross refer to W 104

February 1, 2008 - Alavert 120-5 mg 5:00 PM

| August 10, 2007 - Lactulose 10 gm/18 ML

The facility failed to ensure an effective systern
for documenting Client medication administration
as evidence by the following:

On March 12, 2008 at approxlmzitely 5:57 PM
review of the facility's Medication Administration
Records (MAR'S) revealed the following client's

medications were given/missed or not
documented appropriately.

1. Client #2's prescribed medication included:
February 1, 2008 - Depakoté Sprinkles 125 mg
5:00 PM dosage

dosage

February 1, 2008 - Fluoxeting HCL 40 mg 5.00
PM dosags

February 1, 2008 - Benziropina Mesylate 1 mg
5:00 PM dosage

2. Client #3's prescribed medication included:;

FORM CMS-2667(02-96) Previouz Versions Obsnimte Evemt ID:8TQ011
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W 365 | Continued From page 11 W 385

Solution 30 ML (20 gm) 5:00 PM dosage
October 1, 2007 - Chicrhexidine Qluconate
0.12% Liquid AM and PM treatment dosages
W 368 | 483.460(k)(1) DRUG ADMINIST, RATION W 388

+ This STANDARD is not met as evidenced by:

‘sample.

[ 2008 at approximately 5:47 PM revealed that

The systemn for drug administration must assure
that all drugs are administerad in compliance with
the physician's orders.

Based on observatian, Interview and record
review, the facility failed to ensura that
madications were administared in accordance
with physician's orders for one of clients in the

{Chients #2 )
Tha finding includes:
The medication nurse fajled to administered

Client #2's medication as prescribed by the
physician, :

Observation of the medication pas on March 12,

Client #2 receives Rispardal 1 mg in the evening
ag a part of his evening medication regimen.
Interview with the nurse and a review of the
March bubble pack revealed that on March 8, 10,
11, 12, 2008 the evening dosage of Risperdat had
not been punched from the bybble pack. Further
interviaw with the nurse revealed that the client
may have baen on ieave from the facility with 3
family membar.

A later interview with the nursing coordinator on
March 13, 2008 at approximately 3:00 FM

W 368
Cross refer to W 104
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Continued From page 12

revealad that the client had not been on leave.
According to the nursing coordinator the agency's
policy/protocol required the medication to be
ordered from the pharmacy in advance when the
client Is scheduied for a leave of absance,
483.460()(1) DRUG STORAGE AND
RECORDKEEPING

The faclity must store drugs under proper
conditions of security.

This STANDARD i not met as evidenced by:
Eased onh observation and staff intarview, the
facility failed to store drugs under proper
conditions of sacurity,

The finding includes:

The facility failed to angure that medications were
supervised and secured in accordance with the
agency's policy and procedures as evidence by

Observation of the medication pass on March 12,
2008 at approximately 5:47 PM revealed that the
madication nurse/ house Manager opened the
medicetion closst, left the kays in the door and
walked eway from the closet. The nurse was
observed to enter the bathroom and wash his
hand. The nurse was then observed to go to the
kitchen. Client #2 was observed to pass the open
medication closet while the client medication
supply wag unsupervised.

483.470(g)(2) SPACE AND EQUIPMENT

The fagility must furnish, maintain in good repair,
and tesach clients to use and to meke informed
choicas about the use of denturss, eyegiasses,

W 368

W 381

W 381
Cross refer to W 104

W 436
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hearing and other communications aids, braces, |
and other devices identified by the
interdisciplinary team as negeded by the client
This STANDARD is not met as evidanced by:
Based on staff interview and record review, the
facility falled to snsure availbility of a client's
adaptive equipment for one of thrae clients in the
sample. [Client #3)
The finding inciudes: W 436
Cross refer to [ 054

Obsarvation at the dinner meal on March 12,
2008 at approximately 5:40 PM revealed that
Client #3 was eating a from a high sided scoop
| plate. Day program observation on March 13, . »
2008 at approximately 12:42 PM , revealed that
Resident #3 sitting at the dining room table
preparing to eat his lunch. The client meal was
severed in a three partician plate,

Interview with the QMRP at the group home
revealad that client #3 is prescribed a high sided
Scoop plate at meals to assiat hirm with his
independant eating skills, According to the
QMRP she purchased the prescribed adaptive
plates and personally delivered the adaptive
equipment to the day program for the cliant use
during meals,

Note: It should be further noted that the direct
care staff assigned to table set up for the day
program and food dispensing was employed at
the client group homes in the evaning.
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