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INITIAL COMMENTS

This re-certificafion survey was conducted from
August 14, 2007 through August 16, 2007,
utitizing the fundamental survey process. ‘The
census at the fime of the survey was five (three
females and two male) clients all diagnosed with
profound mental retardation. A random sample of
three was selected. '

The findings of the survey were based on
nbservations at the group home and one-day
program, interviews with facility and day program
staff. Medical records, policy records, program
records, administrative records, to include
incident reports, were reviewed.

483.410(a)(1) GOVERNING BODY

The goveming body must exercise general policy,
budget, and operating direction over the facility.

This STANDARD is not metas evidenced by:
Based on observation and interview, the
goverming body failed fo ensure its coniract
transportation sesvice arrived timely in order to
get the clients to day programs far three clients.
(Clients #3, #4 and #9)

The finding includes:

On August 14, 2007 at 8:00 AM the staff was
observed preparing Clients #3, #4, and #5 togo
the their day programs. interview with the direct
care staff and the nurse at g:12 AM revealed that
the facility's van was not working and that they
were waiting on 2 transportation company
contractad by the provider. When asked when
the clients are supposed to arrive at their day

W 000

W 104

7S¢ d |- 130 1o

(X8) DATE

ORATDRY DIRECTOR'S OR PRCMD_EFy UPPLIER R?mu% P . TITLE J
QWU%,V?’ Jd A st A esecdiria L Lstiso 9-13-07

e, - [

| deficlantcy statement anding with an"':stgﬂsk () denctes a defidency which the@sl‘ﬂ.ution may be ex:wused from carrecting providing it is datarmined that
er safeguards provide sufficient protection o the patients. (S0 instructions.) Ex€apt for nursing homis, the findings stated above disclosable 90 days
swihg the date of survey whather of not a plan of correction is provided. For nursing homes, the abov 2 findings and plens of vomecipn are disciosable 14
1s following the dale these documents are made avatlable to the facility. if deficiencies are cited, an aspravad plan of coftection is fiquisita to continted

gram pa

ricipaton.
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| programs, the staff indicated that the client are - . _
ustally at their programs by 9:00 a.m. The ' 'nm*;vag rwlmcft:hl:ﬂby mv:sw pired
contract transportation van arrived at 16:00 AM. m‘:dym i o enives
Interview with Client#3 s day pmgl‘amsiaff ’ ar his or her duy rograms in a timely ..9-10-
revealed that she amived at 10:45 AM. ™ o7, i
W 126 | 483.420(a)(4) PROTECTION OF CLIENTS W 126 | When vebicles bregk down it is necessary ¥ use the
RIGHTS availeble transpartation services, These ies vary in

tenns of their rob-abifity. The new
The facility must ensure the rights of all clients, Broker syﬁ &;ﬂm by MAA shotid
Therefore, the facility must allow individual dients Pmb'm_ roblem. SAGET.
to manage fhelr financial affairs and teach them o

to do so o the exient of their capaﬁlliﬁe.s,

- e s, —_—

This STANDARD is not met as evidenced by:
Based on the review of clients' financial :
assessments and interviews with the Qualified : , T oo
Mental Retardation Professional (QMRP), the . '
facility failed to demonstrate that clients were
granted their rights to manage their financial
affairs and to be taught to do 50 to the extent of
their capabilities for two of three clients In the
sample. (Client#1 and Client #2)

The findings include:

1. Review of Client #1's active treatment program
goals and objectives on August 15, 2007 at 11:00
AM revealed that Client #1 did not have a
program to enhance his money managament
skills. Review of Client#1's money management
assessment dated May 11, 2007, revealed that
he was not able to manage mongy. [nterview with
the QMRP on August 16, 2007 acknowiedged
“th=t the client could benefit from some form of a
maoney management program. -

2. Review of Client #2's active treatment program

RM (CMS-2567(02-00) Previous Versions Obsolale Evant ID: VCIgA1 Faciity ID2 08G54 1f contfhuation sheet Page Z0f7
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Continued From page 2 : '

goals and objectives an August 13, 2007 at 11:Q0
AM revealed that the client did not have a
pragram to enhance his money management
skills. Review of Client £1's money management
assessment dated May 11, 2007, revealed that
he was not able to manage money. intérview with
the QMRP on August 16, 2007 acknowledged
that the client could benefit from some form of a

- money management program.

483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each dlient's active treatment prog“ram must be
integrated, coordinated and monifored by a
gualified mehtal retardation professional.

This STANDARD is not met as evidenced by:
Based on cbservation, interview and record
review, the facility's Qualified Mental Retandation
Professional (QMRP) failed to adequately
monitor, infegrate and coordinate each client's
active treatment programs .

The findings include:

1. The QMRP failed to coordinate with nursing to
ensure clients received audiologist assessments
(See W322)

2. ‘The QMRP failed to ensure the maintenance
of clients wheelchairs. (See W436) ‘ 5

3. The QMRP falled o ensure that clients wene
granted their rights to manage their financial
affairs and to be taught to do so to the extent of
their capabilities, (See W126) -

(x5)
COMLETION
DATE

w126 W16

will insure that appropriste moncy
objectives are in place for cesidents #1 and 4 by...10-
107,

W 159

IRM
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VW 159 | Continued Frorn page 3 w159
4. The QMRP failed to ensure that Client #3's
day program utilized the recommended adaptive
feeding utensils for Client #3 as evidenced by the
following: e .
. ] . ' w159
During the the observation at Client #3's day ,
program on August 14, 2007 at 11:35 AM, the MTS via the Peabody QMRE and her supflort ieam
client was observed eating her lunch. The client mvem ﬁn::’clllgn swpx.ncmsa;; u&: the .
fed herself independently with a regular plastic issues cited in W159 as evidencsd 523 for
spoon. ‘There was minimal spillage of food from W322, W436 and lfglgdm'ggn&m‘: M;;\;:::l _
the spoan. Observation of the snack at the group visit “’“{aymp‘?:gmﬁ m:‘t i e
home on the same day at 2:50 PM, Client #3 was Seoding cquipment....5-20-07. ocessany
observed using a built up handie spoon to eat OT will re-asscss resident £3 by...5-26-07
The same observation was made at 6:05 PM at Adjustments in the feeding strategics wil) pe made if
dinner. interview with the QMRP on August 16, neccssary based an the vesolts of te ERsment.
2007 at 11:00 AM revealed that she was unaware The QMRP will visit the day program at g
that the day program was not using the adaptive monthly to insure routine follow up is ag:-9-
'| equipment as recomrmended. 9
During the same interview with the QMRP, the
surveyor ingquired if the client's feeding skills had
been re-assessed o detemine the appropriate
eating wtensil, The QMRP indicated that the
client had not been re-assessed; however she
acknowledged that the client's feeding skills
needed to be re-assessad.
NV 322 | 483.450(a)(3) PHYSICIAN SERVICES W3z
The facility must provide or obtain preventive and
general medical care.
This STANDARD Is not met as evidencead by:
Based on interview and record review, tha facility
Zailed to ensure clients received audlology
assessments for two of three clients in the
sample. (Clients #2 and #3)
VRM CMS-3557(02-80) Pravious Varsians Obsolele Evant D V2911 Facllity I 095184 If confnuation sheet F‘age 4o0f7
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#V 322 | Continued From page 4
The findings ncludec

11. Review of Client #3 * s medical recorg on
August 15, 2007, at 1:00 PM reveaied that she
was last evaluated by the audiclogist o
September 29, 2006. The consukznion’
indicated that the ckent had blood n herear -
canal, emessivecanmen(wwm)andnmded
u:hesedatedforﬁnﬂxerteaﬁng Chent i3 was
freated by an ENT specialist on Oclober 18,
2006. There was no evidence thet the cliant
returned te Awdlology for the recommended
testing . interview with the facility's nurse an
August 16, 2007 12:55 PM acknowiedged that
macnenthadmtmhmedfortfnmmmendsd

audiological test.

2. Review of Client #2 ' s medical record on
August 15, 2007, at 10:20 AM reveaied that she
waslastevaluatedwmeaurﬁom‘m :
September 6, 2005. The consuliation report
indicated that the audiologist recommended to
continue with ENT rmanagement and
of middie ear status. - Furthrer review of the
medical record failed to evidence that the client iy
had received an audiologic examination. interview S S 3 ;
with the nurse on August 16, 2007 at 12:58 PM o s -
ascertain it the clients hearing had been
evaluatad acknowledged that the client had not -
' | retumed for an audiologic examinafion.

N 323 | 483.460(2)(3){) PRYSICIAN SERVICES w323

The facility must provide or obiain annual physical | , \
examinations of each client that at a mininum :
includes an evaluation of vision and hearing. i

This STANDARD is not met as evidencad by:

ummm)mvmm Fwanl EX; VL2511 FaciRy I, QOG54 - ¥ conlfinmation sheet Page Sof 7 |
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.and #3 had been assessed.

| The findings includes: -

| {Cross refer to W322.1 and .2] There was no

| This STANDARD is not met as evidenced by:

Continued From page §
failed to ensure the hearing status of Clients #2

i
¥
[Cross refer to W322.1 and .2} There Was no
evidence that Clients #1 and #2's hearing had
been assessed.
483.460{c) NURSING SERVICES

The facifity must provide cfients with nursing
sarvices in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on staff interview and record review the ~
facility failed to ensure nursing senvices In
accordance with the needs for two of the three
clients in the sample. (Client #2 and #3)

The finding includes:

evidence that the nursing staff ensured that
Clients #1 and #2's audiology assessments had
been completed.

483.470(g)(2) SPACE AND EQUIPMENT

The fadility must furnish, maintain in good repair,
and teach clients to use and D make informed
choices about the use of dentures, eysglasses,
hearing and other communicalions aids, braces,
and other devices ideitified by the
interdisciplinary team as needed by the client.

Based on observation, interview and record

W 323

W 331} o ]
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review, the facility failed to maintain in good repair
the wheelchair of Client#5. - '
The finding includes: -
On August 14, 2007, Client #5 was observed In
her wheelchair. The covering of the chair ' s foot |
bax was tomn and the metal was exposed.
Interview with the Quahified Mental Retardation
- Professional on August 18, 2007, at 12:55 PM,
revealed that the Provider had submiltted the
needed paperwork (719 form) for the repair of the
wheeichalr, however at the time of the survey, the =
paperwork was not available.
=43RM CM5-2567(02-89) Previous Vaslons Obsofebe Event ID:VQiett Faciity [D: Q9G04 i $ontinualion sheet Page 7 of 7
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1000 INITIAL COMMENTS {000

This re-licansura survey was conducted from
August 14, 2007 thwough August 16, 2007. The
census at the time of the survey was five (three
females and two male) residents ali didgnosed
with profound mental retardation. A random
sample of three was selected. o

The findings of the survey were based on

e pbservations at the group home and one~day
program, interviews with facility and day program -
staft. Medical records, policy records, program
records, administrative records; o include
incident reports, were reviewed.

! 074J 3503,3(::) BEDROOMS AND BATHROOMS 1074

Fach bedroom shall be equipped with at least the
foliowing items for each resident

{c) Drawer space; and... | Chapter 35
350330

This Statute is not met as evidenced by: '
The finding nciudes: .| Resident#3°s dresser will be rqn.hw;fg;ssiblc and
i€ not possible replaced bry... . ..... 5 .

The dawers on Client #3's dresser were off -
track

| 090] 35041 HOUSEKEEPING 1 080

The interior and exterior of each GHMRP shall be Y,
maintained in a safe, clean, orderly, attractive, 5
and sanitary manney and be frae of
accumulations of dirt, rubbish, and objectionable
ndors,

| This Statite is not met as evidenced by:
The findings inclue: .

Vizaith Reguiation Adminetatnn
. ‘ . . TITLE (X0 DAYE
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE

If confimuation sheet 1 of 4
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. 1. The tub in the bathroom adjacenttothe front | Tho bathiub was cleaned. ..B-17-07
| door wasdusty nwdef.lhobe‘deaned‘_ ‘ | Andisciesmed daity sfver cach usc.
- | 2. The base boards in the dinning rogm were
dusty and naeded to be cleaned. %
I 203 3509.3 PERSONNEL POLICIES - 1203

Each supervisor shall discuss the comarlts of job
descriptions with each employee af the begmning
employment and at feast annualty thereafter.

This Statute s not met as evidenced by:
The finding mciudes:

Two of thirteen staff records falled to show
evidence that the staff's job duties were raviewed
with them on annual basis, Staff #1 end Staff &2

1 208) 3509.6 PERSONNEL POLICIES 1206

Each employee, prior to employrient and 35096

annually thereafter, shall provide 8 physictan’ s L

cerfification that a health inventory has beer ' mmcmuimmdm
| performed and that the employee ' s healtk status See lso 3509.3 shove.

would aliow hirn or her o perform the required e e e ) -

duties.

This Stalute is not met as evidenced by:
The finding includes:

One of the thrirksen sEff files reviwed failed t©
- show evidence of a current health cerificate,
Staff #3 :

ealth Regulaton AQminSUanon
TATE FORM ome
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Continued From page 2

3520.2(e) PROFESSION SERVICES: GENERAL
PROVISIONS .

Each GHMRP shall have available qualified
professional staff ta camy out and montor
necessary professional interventions, in
accordance with the goals and objectives of gvery
individual habilitation plan, as determined to be
necessary by the interdisciplinary team. The
professional services may inciude, bit hot be
limitad to, those services provided by individuals
trained, qualified, and licensed as required by
District of Columbia law in the folldwing
disciplines or areas of services:

(e} Nursing;

This Statute Is not met as evidenced by:

Based on interview and record review, the Tacility
failed to ensure clients received audiclogy
assessments for two of three clients in the
sample. (Clients #2 and #3)

The findings include:

See Federa Deficiancy Report CMS 2567
citations W322, W323, and W331.

3521.7(m) HABILITATION AND TRAINING

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

(m) Financial management (including budgeting
and banking);

This Statute Is not met as evidenced by:

Based on the review of residents’ financizal

assessments and interviews with the Qualified
Mental Retardation Professional {(QMRP), the

T 1395
1 395

3520.2 (e)

Sen rupmws for W322.

ulaﬁpn Adminisiration
rQRM :

vCig1

#(cmﬂlnusﬁnn shesl dof4
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Continued From page 3

facility failed to demonstrate that residents ware
granted their rights to manage their fimancial
affairs and fo be faught o do 5o to theextent of
M&mmmhm&mmwmm
sample. (Resident#{ and Resident #2) .

The findings Include: o
1. Review of Resident #1's active treatment

money
sKills. Review of Resident #1's monsy .
management assessment dated May 11, 2007, )
revesled that he was not able 4n manage money.
Interview with the GMRP on August 16, 2007
acknowledged that the resident could benefit
from some form of a morey manageinent.
program,

2. Review of Resident #2's active treatment
program goals and objectives on August 15, 2007
| at 11:00 AM revealed that the resident did not
haveagoalmecmamehismmeymlagemnt
skills. Review of Resklent #1's money
managen;‘entt';l:seasmxtdmd May 11, 2007,
revealad tha wasnotablebm:agamney.
interview with the QMRP on August 18, 2007
acknowledged that the resident could benedit
from some form of 2 money management
program B

ngmgua_lsandnbjecﬂvasmAugust 15, 20071 .
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