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| A lioensure survey was conducted on September .
| 18, 2009 through Sepiember 17, 2000, A |
random sample of three resiiants was selactod
| from a resident population of two women end four . " |
' men with various disabilities, & \\ %
I 0}
were based LUMBIA
imﬂ:ﬁ? ntorviews wih etaf an residonts GOVERNMENT %ﬂggmgf&w
'+ in the home, as well a3 a review of resident and DEP. TION ADMINISTRATION
| administrative reconds, inciuding incident reports. Hauléwg’#m ST. N.E..2ND FLOOR
225 0
‘ , ON, D.C. 20002 I
1043 3502.2(0) MEAL SERVICE / DINING AREAS 043 WASHINGT :

| Modified diats shall ba as follows:

F (c) Reviewad at least quarterly by a dietitian,
|

| This Statute is not met as evidenosd by;

Based on interview and record review, the Group
| Home for Mentally Retarded Peraons (GHMRP)
 falled 1o ansure that tha regident with a madified
i diet had bean reviewed at laast quarterly by the
' consutting dietitian for one of the three residents
. (Resident #2) included in the sample,

i’ The finding inciudes:

Review of Resident #2's record on September 17,

| 2009 at 4:03 PM ravaaled a nutrition update

: dated May 1, 2008. According fo the updata,

- Resident #2 had been seen by his Primary Care

" Physician (PCP} in Apri 7, 2009 who "steded the

- nead for & weight reduction dist. Bacause of his

! hean condition and h/o hemotrhoids, ‘hig ciet

I :ll:uld be a low ssit diet because of his heart

ase.” .

] Review of the residenfs physician's order
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' reveaied Resident #2 was prescribed a low fat, o
: low cholesterol, tigh fibar diet, It should be noted i
,‘thatmeordardidnotincludeluwsanaaorderby 4/1.(-.’?;)(,(,‘
| the resident's PCP,
" Interview with the Program Director on
i September 17, 2008, at approxdmately 3;14 PM
+ raveaied that In addition to being the program

 director, she was also the group home's

: hutritioniat, She confirmed that she was aware
i that the nutrition guarierfies had not been

I conducted.

' At the time of the survey, the GHMRP falied o
show evidence that 2 dietitian or nutritionist had

| reviewed Resident #2's modified diet plan since ,

' October 2008,

|
1082 3603.10 BEDROOMS AND BATHROOMS
|

' Each bathroom that is used by residents shail be
' equipped with toilet tiasue, g paper towsl and cup
* dispenser, soap for hand washing, a mimor and

. adequate lighting.

|

' This Statute Is not met as avidenced by:

] Based on observation and interview, the Group
Home for Mentally Retardad Persons {GHMRP)

i failed to enaure all bethrooms were equipped cup

! dispensers.

! The finding includes:

* Observation of the GHMRP's environment and

* interview with the faclity Director of

; ASEUrANCS on September 16, 2009 at 12:15 p.m.
| reveaisd the sscond floor bathroom utiiized by

the residents, failed to have » cup dispenser for
2l ] L] 8
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j its disposable cups, !
| This finding was scknowisdged by the Director of |
i Quality Assurance which Indicated wouid be ]
! addressed. !
|
1080 3504.1 HOUSEXEEPING 1080 E

- The interior and exterior of each GHMRP shall be
: maintzined in a sefe, clean, ordarly, atiractive,

. @nd saniiary manner end be free of

; accumulations of dit, rubblsh, and objectionable

| odors, ,

i

" This Statute is not met as avidencad by

| Based on observation and interview, the Group

, Home for Mental Retarded Persone’ (GHMRP)

i faled fo ensura the interior of the GHMRP was

i maintainad in & safe, clean, oiderly, attractive,

+ 3nd sanitary manner for six of six residents

| Nos] in the faclity. (Residents #1, #2, #3, #4,
‘#5

| The findings inchsse:

| Observation of the GHMRP's environment and

| interview with the faciBty Director of Quality

| Assurance on Seplember 18, 2009, at 12:20 p.m.
; Tevaaled the foliowing:

" Interior

"1, The sacond floar bathroom uthtzed by the
; residents had a very strong urine smell.

' 2. Five of five bathrooms Inspected, had trash

Icarlswilhnoﬂds.
3. The Kitchen trash can Ik was broken,
Heaith aton i j
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+ The Director of Cluallty Assurance acknowisdged

| that aN of the aforementioned anvironmental
| issues Nsied sbave nesded to be addressed.

1203} 3508.3 PERSONNEL POLICIES 1208

! Eachsupﬂvmuﬂdm: the contents of job
| deacriptions each employee at the beginning
» employment and at least sannually theresfter.

[
I"lhisSInwto is not met as evidencad by:
.Basedmmnwdpamonnolmmrdsmeeroup
1 Home for Mentally Retarded Peraons (GHMRP)
?faﬂadlnmunmaeontanhofjobduuipﬂom
| Wi reviewed with two of fourteen personnel

| records reviewed. (Staf #2 and #7)

|
The finding inciudes;
| Qg 2:2;-7\.@ nqa./
! RavlewofmepersomnlracordsonSaptam::rn / . g
; 16, 2008, at 1:50 0.m., revealed iob dascriptions | : PLh )
had not baen reviewsd or discussed with Staff 42 L ceze foat
1 and Staft #7. ) W |
i ’
i This was acknowindged by the Program Diractor )
at approximately 200 p.m. J
l:miJ 3619.10 EMERGENCIES 379 |
|

1
In addition to the reporting requirement in 3519.5,
| ®ach GHMRP shall notify the Department of :
" Health, Health Facilities Division of any othar ]
i unusual incident or event which Substantially H
- interterss with a resident " s heelth, wefare, fiving [
rangement, well being or in any other way
! placas the resident ath:i’;k. Such noﬁﬂnaﬁonhdllgn
' bemadobytﬂophonernmedmalyands
! follawed up by writtan notification within

Heaith Reguiation Adminieiration
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1379

1401

Continued From page 4
" twenty-four (24) hours or the naxt work day.

This Statute is not met as evidenced by:
| Based on interview and review of the incident
! reports, the Group Home for Mantally Retarded
Parsons (GHMRPF) falled to ensure that all
incidents that presented a risk to residants’ health
or safety were reported immediately to the
Departmant of Heaith {DOH), Health Regulation
Administration, for one of the three residents
(Resident #4) included in the sample,

The finding includes:

Review of the GHMRP's incident reports on
Septembaer 16, 2009 beginning at 9:33 a.m.,
revaaled an incident report dated February 6,
2009 involving Resident #4. According to the
incident report, Residant #4 was seen by his

1 pulmonary specialist on February 5, 2009,

" According to the report, the resident was
Tatigued, had elevated respirations and his
movemant limited, Continued review of the
report revealed Res/dent #4 was transported to
the emergancy room and diagnosed with
preumonia,

At the time of the survay, there was no
documaeantad evidence that the GHMRP notified
the Department of Health (DOH) of all unusual
Incidents that substantially interfared with
Resident #4's welfare and being at risk.

3520.3 PROFESSION SERVICES: GENERAL
PROV!SIONS

i Profassmnal serviges shall include both diagnosis
| and evaluation, Including Identification of

1379
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resident, fresanty @;@‘DMOM
i L £ 2cta Vs
| This Statute ie rot met s evidenced by: A »/ P‘Cﬂ 'ﬁpﬂ
Based an obsarvation, Interview, and record n. /\03
| raviaw, the Group Mame for Mentaily Retarded L %
trmg\s(eﬂmmmmmemummm A | At
; medical essessmant included a diagnoais and
i evaluation for ane of the thrge residents R Meed FCP%
| (Resident #3) included in the sampio. feet’ o pae. Aot y

! The finding inchudes:

| Obsarvation on Septamber 16, 2009, gt 6:34 p.m,
revealed Resident #3 sating his dinner. The

f rusidupts was seived pork chops,

' asgigtants (dieect care staff) revealad that the

i resident expariences problems with his stomach

| and was given somathing different to eat for his

I dinner, ] to tha assistants, the resident's
i med| consisted spinach, zucchini and some

: cther vegetables that ha likes 1 DC)-

| Review of Residek edical record on o -

September 17, 2000 x>

* 18:31 p.m. revealed & medical asssssment dated
. February 2, 2009. Continued review of the

(8

b

| Besessment revegied the Primary Care Physicis a ﬁ\_/

| indiceted that the resident was prescribad a W 2 / "

- fegular diet. Further review of the sseessment r

' fallad to include the reafent’s diagnos!s and 7) d —t

i évaluation. Additionalty, the PCP failed 10 identify

j 3Ny of the residen*'s deveiopmental needs, |t kf) ) M " |

: Shh;:i':i:n. thatwof m:? 200064704 | ° ]

1P 's prder on ber 17, ! Dé?‘h.{ -

;p.m. revealed the resident had a history of bowe) p /109 ».b-cm
Hoalth Reculation Adminsieson
STATE FORM twie HaoP11 ¥ conineption sheet 8 of 12
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1401 Continued From page 6

| obstruction, Review of the incident reparts on
Septamber 16, 2009 at 12:44 p.m. revealed

| Resident #3 had been hospltakzed on Fabnaary

, 18, 2009 and diagnased with smal bowe

i Gbstruction, '

| At the time of the survey, the GHMRP failed to

_ ensure Residant #3's annual medical assassment

: Inciuded hs diagnosis and 1o identify any services

| fl:loedodbprevmdabriomﬁon or further loss of
nction.

[ mf 3520.5 PROFESSION SERVICES: GENERAL
PROVISIONS

| Each professionai service provider shan
participate on each rapident * 5 interdisciplinary

| tmam as appropriate to the resident ' s Individual

. Habilitakion Pian,

This Statute is nct met as evidenced by:
’ Basad on interview and record review, the Group
: Home for Mentsily Retardad Persons (GHMRP)
| twiled to ensure the participation of the
¢ Peychologist/Bahavicr Specialist in the
| interdisoipfinary team process, in planning and
f reviewing recommendations to use reetrictive
| maasures for one of the three residents
| (Resident #1),

| The finding includes:

' edministration on September 16, 2009, at 8:13

I .M. revesled Rasident#1 received medications
! including Sertraling 25 mg, and Sertraline 100

i mg. interview witt: the trained madiogtion

+ employee (TMEjon September 20, 2008,

| revaaied the aforementionsd medications were

’ used in conjunction with a Behavior Support Pian

1401

1403

Vicery ¥opeo ul B0Le o

&1
b
3!
i

Regulstion Administration
STATE FORM

Z{,%ﬂu@
12 hcceit i /EF’AL( 4

AZZ,Z &MW |
U8, @5/&7



11/82/2803 @1:21 20823879963 LARCHE PAGE 89/13
PRINTED: 10/23/2008
FORM APPROVED
Ith
STATEMENT OF DERICIENGIES (X3} DATE SURVEY
AND PLAN OF GORRECTION *n .S%“%%‘é%’#ﬁ&’é‘# 02) MULTIPLE CONSTRUCTION COMPLETED
A, BUILDING
. WING
HFD12-0007 5. Wi 09/17/2009

NAME OF PROVIDER OR SUPPUER
L' ARCHE

STREET ADDRESS, CITY, STATE, ZIP CODR

2474 ONTARIO RD, NW
WASHINGTON, DC 20009

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(%4} 1D
PREFIX |
TAG

7]
PREMX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REPERENCED TO THE APPROPRIATE
DEFICIENGY)

|
!
1403 | Continued From page 7

(BSP) to manage behaviors.

. Raview of the resident's record on September 17,
- 2009 at 6:05 p.m. revealed a psycholagica
| assessmant dated Novem
- Continued review of the assoXSMTEAL revea
" that Resident #1 had exited tha home and was
lost for thrae hours in June 2008, According to
. the assessment, a bracalet monitor was
| recommended for the resident o wear to activate
i the group home's alarm system whenever she
i exlted the facilily,

| Further raview of the residents record revealed

{ an Individual Support Plan (ISP) dated December
i 11, 2008. Review of the signature page of the

; ISP faiied to refiect evidence of the psycholagist

- or behavipr specialist present at the resident's
Individual Support Plan meating. At the time of
the survey, thers was no documented evidenca

 that the psychologist or behavior speciailst

" participated In Resident #1's interdisciplinary

' team process, In planning and reviewing the nasd
for restrictive measures.

I407] 3520.9 PROFESSION SERVICES: GENERAL
: PROV!SIONS

. Each GHMRP shall obtain from each profeasional
; service provider g written report at least quarterly
+ for services provided during the precading

* quarter.

; This Statute Is not met as avidenced by:

| Based on observation, interview and record
review, the Group Home for Mentally Retarded

i Persons' (GHMRP) Nutritionist failed to provide
avidence of a written quartetly repost for one of

| the three residents (Resident #2) included in the
. sampie, ,

| 403
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The finding includes:

| 1. Observation cf Resident # on Saptember 16,
i 2008, at 5:36 PM revesied the resident was

‘ obage. Reviaw cf the residant's madicat record

* reveaied 8 September 2009 physician's order

i (PO8) that indicated the residant was presciibed
| & lowfat, low cholesterol, high fiber diet.

| Review of Resident #2's record on September 17,
| 2009 revealed a Nutritional Assessment deted

May 1, 2008. Further review of the assesament
| Mevealed a recommendation 10 weigh the reaident
- monthly. Continuad review of the recard reveaisd
| there was no evidence of a nutritonal quarterly
- since QOctober 2008,

* At the time of the survey, there was no

f documentad evidenca that the nutritionist

; provided any quarterty reviews after Ociohar
| 2008 for Resident #2.

| 2. Reviaw of Resident#2's record revealsd a

! psychological assessmant dated November 30,

| 2008. Further revisw of the assessment revesled
| the following objectives was recommended for

_ bahavior support:

! (1) will meintain incidents of verbally

. offsnsive/aggrasave behaviors at one incident or
. fewer per month for 12 consecutive months;

|! (2) wiil maintain Incidants of physicat aggression
: defined as pushing or shoving others and;

| (3) will maintain incidents of overeating Including
* faking more then the portion agreed Lipon, yeiting
i or lunging at food or pushing somaone out of way
! to ane incident or fewer in six consecutive

Fearth Reguistion Adminkstration
STATE FORM
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1407 | Continued From page 9
| months.

" Continued revievs of the agsescment revesied ¢

i Fecommendation to complate

| Psychology prograss notes. The resident's record
. Mvesied the tast quarterly was dated Odtober

| 2008, At the time of survey, the GHMRP falled to
, abhhaquanarlyrwhwfrnmmopsydwlogm”
: reconimended,

I
f 500{ 3523.1 RESIDENT'S RIGHTS

- Each GHMRP residence director shal ensure

' that the rights of residents are cbearved &nd

| protacted in accordance with D.C. Law 2-137, this
;n“a;ter. and other applicabls Dislrict and federal

!

i Thig Siatute is Dot met as evidenced by:

- Basad on obsarvations, intarviews and record

| raview, tha Groug Home for Mentally Retarded

. Persons' (GHMRP) failed 1o observe and-protect

! residents’ righis In accordance with T 7.
Chapter 13 of the D.C. Code {formerly called

| D.C. Law 2137, D.C, Code, THe 6, Chapter 19)
that governs the core and rights of persons with
mental retardatior: for one of ihe three residents

| (Resident #1) inchuded in the sampie.

! The finding includes:

j The GHMRP falled to ensure that informad

- consent was obtained from Resident #1 and/or

| her legal guardien pricr to the impiementation of
" @ bracslet monitoer,

. Obaervation of the moming medication

| adrinistration on September 18, 2009, at 8:13
. 2.m. revesled Resident #1 recelvad medications

| 407

Health Reguiation Adminksiasion
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| Inciuding Sertraline 25 mg, and Sertruline 100

| mg. Interview with the madication trained

- medication employee (TME) on Septamber 28,

: 2008, reveaied the sforementioned medications

i were Used In conjunntion with a Behavior Support
| Ptan (BSP) to m#nage behaviors.

 According to the Direcior of Qualy Assurance
| (DQA) Resident #11 had a family member
. (mother) that had agresd to assist her in decision
making. Additionally, the mothar was 1he
. president* s legal guardian. Review of the
| resident's record on September 17, 2009 at 6:05
! p.m. nevealed @ asssssiment dated
' Novemnher 25, 2036, Continuad review of the
- assesament rovealed that Resident #1 had exited
! the home and was lost for three hours in Juns
{ 2008. According to the assessment, a bracelet
i monitor was recommearnded for the resident ©
[wmzm. Further review of the sssssement
. | revaaled that whenever the residant would
| attamnpt to exit the group home the bracelet would
| activate the home's siarm system.

| Inferview with the program director (PD) on

| September 17, 2008 at 11:58 wars conductad tg
| ascertain information regarding consent for the
' let monkhar, ;

' The r
i was discussad at the resident’s ISP meeting In

I which Resisent #1's mother was present.
‘ThePDprmdedbobhhampyofm

! signature page and indicated the

| Fecommaendation for the bracelet was discussad.
- Reviaw of a section of the signature page entitied
| "summaty of meeting” ravealed the interdispinary
! team's recommendations acospted included the

#Up2z, 28520%
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| reskdent ' s goaia and a waiver for fithess. h o T !
| Additionafly, they considered danoe therepy and L5S7P M
_ arttherapy. Thers was no dooumenied evidence Cerclee 4
i that the bracelet monitor was discussed i the b
| I I! am——‘_‘ _—m :: - 1 .
iAtmoﬁmeofthuumymm no N X & ’ «
! : was . 1
| documented evidenca that the GHMRP specially 9'7%/) oo o
j congilituted commities ansured that the written a_j-s -
informed consert had been ottained from -
| Resident #1's guardian prior to the resident l
. wWearing a bracelat monitor, |
! i
i |
' |
s |
| | |
| l
i |
| [
i- |
| |
: |
J , |
! I
| |
] i
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