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W 000 | INITIAL COMMENTS ‘W 000 Symbral will develop a policy to 11/30/07
Surveyor: 17815 ensure that documents/records are
urveyor: ) vy . e
A recertification survey was conducted from ‘ placed within the individual files
October 10, 2007 thru October 12, 2007. The concerning habilitation, medical

survey was initiated using the full survey process. and life-changing issues. This
A random sample of two clients was selected : . -
from a resident population of four men with pol1cy will be reviewed on annual

various disabilities. A third client was added for a and PRN basis. QA will conduct
focused review of his behavior management plan semi-annual audits to ensure

and psychotropic medication regimen. The .
findings of the survey were based on _comphanc_c. _

observations, interviews with clients and staff in QMRP will monitor quarterly
the home and at two day programs, interview with
one client's medical guardian, as well as a review
of client and administrative records, including
incident reports.

W 104 | 483.410(a)(1) GOVERNING BODY W104| .
@M Cross reference to wl24 11/30/07
The governing body must exercise general policy,
budget, and operating direction over the facility.

This STANDARD is not met as evidenced by:
Surveyor; 17815 _
Based on observation, staff interview and record
review, the facility's governing body provided
general operating direction over the facility,
except in the following areas:

The findings include:

1. Cross-refer to W124. On Qctober 12, 2007, at
approximately 1:15 PM, interview with the Acting
Qualified Mental Retardation Professional
(AQMRP) indicated that Client #2's medical
guardian was notified of the client's medical
issues and team meetings. Further interviews
and record review, however, revealed no

BORATORY DIRECTOR'S OR PROVIDER/SUPRLIE EPR| NTATIVE'S SIGNATURE TITLE . (X&) DATE

¥ deficlency statement enéing with an-asterisk ('{ danotes a deficiency which the instifution may be excused from corr!cting pfovld‘ng it is determined that
1er safeguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
lowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

ys following the date these documents are miade avallable to the faciiity. If deficiencies are cited, an approved plan of correction is requisite lo continued
>gram participation. .

IRM CMS-2587(02-89) Previous Versions Cbsolete Evenl ID;AEQH1 Facility ID: 09G058 If continuation sheet Page 1 of 48




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/31/2007
FORM APPROVED

OMB NO. 0938-0391
TATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BLILDING
B. WING
09G058 10/12/2007

JAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIF CODE

521 KENNEDY STREET, NE
SYMBRAL ' WASHINGTON, DC 20011
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION x8)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX, (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
‘ DEFICIENCY)
W 104 | Continued From page 1 W 104
evidence that the governing body had established
and implemented policies and procedures to
ensure that clients' court-appointed guardians
were informed of the client's medical condition
and attendant risks of treatment, and to properly
document this review in the clients' records.
| 2. Cross-refer to W143. The governing body 2 Cross refel--to W143 and adopted. 11/30/07
failed to establish and implement policies and
procedures that.specified how facility staff should . . 11/30/07
document each contact and/or communication 3. Symblfal Wilu c.lzvell?lp & protoco: t(t)he
with guardians (and/or involved family members) ensure that mdividual have access to
in the clients' records. funds for personal use.
3. Cross-refer to W148. The governing body 4. Governing body will ensure that all | 19/15/07
failed to ensure that the facility implemented its staff involved in transporting individuals
policies a'nd procedures regardir}g the no_tifiggtion will be trained prior to providing
gc?gen%: :r?:’,n;aghp or;ntad_glﬁ;dlarni t(;f s'gné?t?:r? t service to the individual. House
en orehanges in the clients’ con ' Manager and QMRP will provide
4. Cross-refer to W136. The governing body reviews with staff.
failed to ensure client access to their personal _ )
funds for attending preferred recreational outings, 5. Symbral will develop a transportation | 12/15/07

such as dancing at nightclubs and attending live
theatre productions, or otherwise ensured client
opportunity to participate in social and community
activities.

5. Cross-refer to W149.5. The governing body
failed to establish and implement an effective
monitoring system to ensure client safety during
transportation. Client #1's wheelchair was not
properly secured while traveling in the facility van
in the community. While straps were available,
staff indicated that they had not received training
and therefore were unaware of how to use them
properly, '

6. Cross-refer to W159. The governing body

/safety review form to document staff
training. Oneness Mobility Services will
conduct staff training and train the
trainer.
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W 104 Continued From page 2 W 104/ 6 Governing body will ensure that Active 12/15/07
failed to ensure continuity of QMRP reviews, Treatment Services are provided and updated
supports and services to ensure accurate and for individuals served. QA will monitor
consistent implementation of client programs and quarterly.Cross refer to W159 and adopted.
services throughout the previous 12-month
period.
7. Cross-refer to W194. The governing body 7. Governing Body will ensure that the staff 11/30/07

failed to ensure that staff received the training
necessary to accurately and effectively implement

receive training on proper implementation and
documentation of individual programs

and document clients' programs.

W 111 | 483.410(c)(1) CLIENT RECORDS

w111
The facility must develop and méintain a
recordkeeping system that documents the client's
health care, active treatment, social information,
and protection of the client's rights.

This STANDARD is not met as evidenced by

Surveyor: 17815

Based on interview and record verification, the

facility failed to maintain a record keeping system

that contained all pertinent client information in

the active client files, for two of the two clients in
the sample. (Clients #1 and #2)

The findings include:

1. On October 12, 2007, review of Client #1's
medical chart revealed a May 2007 Menthly
Nurse Note, dated May 31, 2007, that included
the following: "5/28/07 emergency room visit for
seizure activity." No additional information was
included in the monthly note to describe the
nature of the seizure. A Nursing Progress Note
from May 28, 2007 indicated: "...seizure activity
and lasted 5 minutes, Consumer was taken to
<hospital name=> ER via 911.., discharged from
<hospital name> in stable condition... was
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W 111 | Continued From page 3 : ' . : :
pag W) Staff will be inserviced on 11/30/07

discharged 4 AM..." Further review of the client's
records during the survey failed to show evidence
that staff who were with Client #1 at the time of
his seizure had documented the signs and
symptoms on a seizure report form, in
accordance with agency policies.

It should be noted that on October 16, 2007
(post-survey), the facility sent to the State agency
a fax transmittal that included, among other
items, a seizure report form. The form was dated
5/2 <sic> and described in greater detall the signs
and symptoms of a seizure that Client #1
experienced. Further review of the form revealed
a space designated "Signature of RN or MD" had
been signed by the facility's designated LPN. The
faxed materials did not indicate the source of the
seizure report form (i.e. where it had been
located).

1 2. Cross-refer to W124.4,c. On QOctlober 12,
12007, review of Client #2's record revealed that

he had been seen by Gl specialists several times,
and undergone diagnostic procedures, since he
had surgery on a hiatal hernia in June 2006. The
most recent Gl appointment documented was on
August 21, 2007. It was later determined that
additional tests had occurred but had not been
documented appropriately in the client's record.

On October 18, 2007, the facility sent to the State
agency a fax transmittal that included, among
other-items, a diagnostic report dated September
20, 2007 that had not been in the client's record
at the time of the survey. The report indicated
that Client #2 underwent an upper Gl series
examination on September 20, 2007 in a hospital
radiology clinic. Across the top of the diagnostic
report was an 'electronic stamp' indicating that it

documentation of episodes of
seizures activity. House Manager
will ensure that report is completed
prior to the staff and transferred to
the nurse, unless the individual
required emergency room
intervention, medication nurse or
charge nurse will complete progress
notes as soon as possible, but not
later than 24 hours and filed in the
individuals medical records.
Charge nurse will review on a
monthly basis. Director of Nursing
will review quarterly. QMRP and
QA will monitor to ensure
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W111] Continued Fro.m page 4 W11 2. Director of Nursing will ensure that all diagnostic 11/30/2007

was sent to the facility earlier that same day reports are followed up, reviewed , filed in the

{October 16, 2007), almost 1 month after the gfl“;g‘rla;; ;‘]’3}; g wil ensure that reviewers

T
procedure was performed. (Nurses, Doctors) sign and date document.
. Charge Nurse will review medical files quarterly to

It should be noted that there were 2 handwritten. ensure that results of labs and diagnostic tests are

notations added to the bottom of the diagnostic properly filed and ready for reviews.

report. Whoever made those entries (in the same DON and QA. will monifor to ensure compliance.

i : s Cross references W124-4.c and adopted.
handwriting) had neither signed nor dated the
entries. _
112 . ' . . . e

W 483.410(c)(2) CLIENT RECORDS w112| QMRP will ensure individuals’ personal 11/30/07

‘kitchen. Review of the note revealed that it

The facility must keep confidential all information
contained in the clients' records, regardiess of the
form or storage method of the records.

This STANDARD is not met as evidenced by
Surveyor: 17815

Based on observation and staff interview, the
facility failed to keep confidential all information
contained in each client's record, for one.of the
four clients residing in the facility. (Client #2)

The finding includes:

On October 10, 2007, at 5:35 PM, a note was
observed posted openly on a cabinet dooer in the

included the clienf's full name and a listing of
foods that he was to avoid eating due to a
medical condition. This practice failed to ensure
the confidentiality of the clients' personal
infarmation.

It should be noted that on October 12, 2007, at.
7:51 AM, review of the facility's Policies and
Procedures Manual revealed a policy regarding
confidentiality of information (Section 5.a.) as
follows: "Each program admlnlstrator shall protect

information is no longer posted in areas
that violate their privacy and
confidentially, staff will be inserviced on
individual records and information
protection of confidential.

Any information that need to be seen
which is confidential but must be in an
accessible area, will have the individual
initials instead of the full name. QMRP
and QA will monitor to ensure
compliance.

IRM CMS-2567(02-99) Previous Versions Obsclete

Event ID:AEQI11

Facility ID; 09G058

If continuation sheet Page 5 of 48




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/31/2007
FORM APPROVED

OMB NO. 0938-0391

TATEMENT QF DEFICIENCIES (X1) PROVIDER/SUFPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
09G058 - 10/12/2007

JAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

521 KENNEDY STREET, NE
L
SYMBRA WASHINGTON, DC 20011
(X4) I SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION )
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
DEFICIENCY)
W 112 | Continued From page 5 W 112
the confidentiality of personally identifiable
information at collection, storags, disclosure and
destruction stages.”
W 124 1 483.420(a)(2) PROTECTION OF CLIENTS W 124 QMRP will create a schedule for ISP and | 11/30/07

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
treatment, and of the right to refuse treatment,

This STANDARD is not met as evidenced by:
Surveyor: 17815

Based on interview and record verification, the
facility failed to ensure the right of each client's
legal representative to be informed of the client's
medical condition and proposed procedures, for
ane of the two clients in the sample. (Client #2)

The findings include:

During the October 11, 2007 entrance
conference, at approximately 11:20 AM, the
House Manager indicated that Client #2.had a
court-appointed guardian., Moments later, he
presented the client's Individual Support Plan,
dated April 5, 2007, in which the guardian "for
medical purposes only” was documented. On
October 12, 2007, at 2:01 PM, review of the
client's medical chart revealed a court document
appointing the medical quardian, effective July
19, 2001. _

On October 12, 2007, at 9:21 AM, review of a

| report prepared by Client #2's medical guardian,

semi-annual meeting and forward to legal
guardian. QMRP will forward io legal
guardian on a quarterly progress note and
communicate on an as need basis on
medical updates, treatment process and
procedures. Records will be kept within the
individuals file on the transfer of this report
via Communication Transmission Log.
Guardian will be requested to transmmit brief
notes confirming receipt of information.
QMRP and QA will monitor to ensure

‘| compliance.
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W 124 | Continued From page 6 W 124

dated July 19, 2006, revealed "a couple of
hospitalizations for gastric problems” during the
previous year. The guardian's most recent
documented visit to the facility was June 25,
2006. The client's medical chart revealed that he

+ had undergone surgery in June 2006 to repair a

hiatal hernia, and had a history of Gl bleeding,
mild esophagitis, Barrett's esophagus syndrome
and left sided colitis. Further review of the client's
record revealed the following:

1. Client #2 had an ultrasound procedure of the
abdomen performed on Qctober 5, 2006.

2. He had undergone upper Gl tests on October
24, 20086. This was 3 months after the last
documented contact by the facility to the medical
guardian. The corresponding report revealed that
the findings had been "limited” due to the “patient
could not follow commands and did not wish to
drink the barium.” [Note: They were, however,
able to view some of his system and no new
problems or diagnoses were indicated.]

3. Case conference was held on December 7,
2008 at which time some members of his
interdisciplinary team met to review 3 reports
prepared by an outside entity regarding his
nutritional intake and the use of Boost nutrition
supplement three times daily. Further review of
the case conference documents failed to show
evidence that the medical guardian (1) had been
in attendance, (2) had been invited to participate,
and/or (3) would be informed of the team's
decisions following the case conference.

4. The former House Manager documented a
June 14, 2007 visit to a Gl clinic at which time the
doctor refused to provide services and referred
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W 124 | Continued From page 7 W 124

Client #2 back to the doctor who had performed
the hernia operation in June 2008. The House
Manager's note did not indicate notification of the
medical guardian and no other evidencs of such
notification was evidenced in the client's record,

6. At approximately 6:30 PM, further review of
Client #2's medical chart revealed documented
visits to Gl consultants on June 26, 2007
(recommended "Gl medicine to evaluate") and on
August 21, 2007 (reflected "episodes of vomiting
in June..." and recommended "patient should
have head of bed elevated" and a "barium
swallow study with upper Gl series..." The client's
record did not, however, reflect any
communications with the medical guardian
regarding these consultations and/or
recommended treatments and diagnostic
procedures. It should be noted that one of the Gl
specialists contacted by the facility since then had
refused to serve the client because he no ionger
accepted DC Medicaid insurance.

6. On October 12, 2007, at approximately 1:15
PM, interview with the Acting Qualified Mental
Retardation Professional (AQMRP) indicated that
Client #2's medical guardian was notified of the
client's medical issues and team meetings.
Further interviews and record review, however,
revealed no evidence that the facility had
established a policy and procedure that specified
how facility staff should document each contact
and/or communication with guardians (and/or
involved family members).

7. On October 16, 2007, the facility sent to the
State agency a fax transmittal that included,
amang other items, a diagriostic report dated
September 20, 2007 that had not been in the
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W 124 | Continued From page 8 : W 124
client's record at the time of the survey. The
report indicated that Client #2 underwent an
upper Gl series examination on September 20,
2007 in a hospital radiology clinic due to "nausea
and vomiting." The report's conclusion included
the following: "Moderate sized hiatal hernia with
distal esophageal stricture. Would recommend
upper endoscopy to correlate further."
8. Atelephone interview with Client #2's medical
guardian on October 15, 2007, at 2:20 PM,
revealed that he had not been notified of the
client's medical consultations or health status
during the past 12 months. _
w130 ;?g’ﬁ%%(a)(n PROTECTION OF CLIENTS w130 Director of Nursing will inserviced nurses  |10/16/07
. on privacy in the administration of and
The facility must ensure the rights of all clients. medications and treatments. Director of  |ongoing

Therefore, the facility must ensure privacy during
treatment and: care of personal needs.

This STANDARD is not met as evidenced by:
Surveyor: 17815

Based on observation, the facility failed to
implement an effective system to protect the
clients’ rights for privacy during medication
administration, for three of the four clients
residing in the facility. (Clients #1, #2 and #4)

The findings include:

The evening medication pass was observed on
October 10, 2007, beginning at 5:50 PM. The
medication nurse did not protect the clients' right
to privacy during the administration of
medications, as follows:

11, at8:01PM, the medication nurse was

Nursing monitor the delivery of service over
the next 90 day and will conduct random
| proficiency audit on this practice.
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1 observed administering medications to Client #4
at the dining room table while 1 of his peers sat
next to him at the table. The client received
Zyprexa and Lactulose;
2. at6:13 PM, the nurse was observed
administering medications to Client #1 in the
dining room, while 2 of his peers sat at the table.
The client received Depakote by mouth and
Nasonex nasal spray to each nostril and,
3. at 6:23 PM, the nurse was observed
administering medications to Client #2 at the.
dining room table while 3 of his peers sat at the
table. The client received Terazosin and Reglan
by mouth and baby oif was applied to both ears. ' ‘
e é?glf‘l%ga)“ ") PROTECTION OF CLIENTS W 138 QMRP will ensure that individual #2 and all |12/15/07
' other individuals supported will partic%p_ate
The facility must ensure the rights of all clients. mn recrfaatlona]/commumty/so;‘rﬁal acu“ttlﬁs ¢
Therefore, the facility must ensure that clients of choice. House Manager will ensure tha
have the opportunity to participate in social, func.ls'are ma_lde avaﬂab!e_a'.nd mdmduals_,
religious, and community group activities. participated in such activities by requesting
funds when necessary from the
' adminisiration in a timely manner. The
This STANDARD is not met as evidenced by: House Manger will provide a month
Surveyor: 17815 calender of the activities planned and
Based on client and staff interviews and record {preferred and communicate any bartiers
verification, the facility failed to provide which prevented individualized
opportunities to participate in community outings participation. QMRP will follow up with
of choice, to meet the needs of two of the two House Manager to resolve issues and
clients in the sample. (Clients #1 and #2) |ensure the individual participation in
mdina | . : ‘ preferred recreational activities. QA will
Thg findings include: _ monitor quarterly to ensure compliance,
1. The facility failed to ensure Client #1 was
afforded the opportunity to attend live theatre
(musicals and plays) in accordance with his.
assessed interest, as evidenced by the following:
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a. On October 12, 2007, at approximately 4:10
PM, review of Client #1's Individual Support Plan
(ISP), dated March 21, 2007, revealed the
following statement on page 7: “Love going to the
theatre enjoys musicals as well as plays." Review
of his IPP revealed a service objective in his IPP
for him to "participate in a minimum of 4
recreational activities per month." However,
further review of the program revealed that it
failed to outline potential recreational activities of
choice. Review of the client's community outings/
recreational activities record revealed no
evidence that he had been to a live theatre during
the previous 12 months.

b. At 5:04 PM, the client was interviewed in his
bedroom. He confirmed that he enjoyed
attending live theatre performances buthad not
had the opportunity to do so.

c. Atapproximately 5:30 PM, interview with the
recently-hired House Manager revealed that he
was unaware of how community outings were
selected.

d. At7:19 PM, interview with 2 direct support
staff persons revealed that Client #1 enjoyed
going to the Chateau nightelub on Thursday
nights. His record did not, however, reflect
outings to the Chateau in recent months. The
staff acknowledged that the most recent outing to
the Chateau was documented on March 29,
2007. Staff routinely selected activities and the
four clients went together. They further indicated
that since the March 29, 2007 outing to the
Chateau, requests for accessing the client's
personal funds to pay for admission to the
nightclub (or other activities that cost money) had-
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-records for the 9-month period December 31,

12. On October 12, 2007, rew;ew of Client #2's

not been acted upon by administrators at the
corporate office. Review of the client's
documented outings revealed that they consisted
of outings to parks, supermarkets, shopping malls
and/or driving past monuments and government
buildings ("sightseeing"), all at no cost.
Subsequent review of the client's financial,

2006 - September 28, 2007 revealed that except

for a 6-day vacation to Qcean City, MD at the end |

of July 2007, the clierit had not spent any
personal funds for anything, community outings
included. (Note: According to a bank statement
dated September 28, 2007, his bank balance was:
mare than $1,000.) '

record of community outings revealed a listing of
group outings that consisted of the same
activities documented for Client #1, namely parks,
Supermarkets, shopping malls ordriving past
monuments and government buildings. His
record did not reflect individualized outings .of
personal choice and no recent opportunities to
attend social, religious or community group
activities.

483.420(c)(1) COMMUNICATION WITH
CLIENTS, PARENTS & '

The facility must promote participation of parents
(if the client is a minor) and legal guardians in the
process of providing active treatment to a client
unless their participation is unobtainable or
inappropriate.

This STANDARD s not met as evidenced by:
Surveyor: 17815
Based on interviews and record verification, the

W 136| OMRP will ensure that individuals have the | 12/15/07
opportunity to participate in different and
events/ activities if they choose to. QMRP | ongoing
will monitor implementation for specific
preferences (religious, cultural, social
provided.)

QA will monitor on a quarterly basis to
ensure compliance,

W 143
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facility failed to promote the participation of family Cross reference to W124 and adopted. 11/30/07
members and/or legal guardians in.the active
treatment process, for two of the two clients in.the
sample. (Clients #1 and #2)

The findings include:

1. During the October 11, 2007 enfrance
conference, at approximately 11:20 AM, the
House Manager indicated that Client #1's former
-] foster mother remained involved in the active
treatment planning and review process. On
October 12, 2007, at approximately 1:20 PM,
telephone interview with the Acting QMRP
revealed that an "annual calendar" of Individual
Support Plan (ISP) meeting dates was sent to
family members and guardians. The facility
reportedly sent reminder letters 90 days prior to
the meeting and then telephoned them within 30
days of the meeting. Further interview, however,
revealed that the facility had not established a
formal means for documenting these contacts
with family members and/or guardians in the
clients' records. On October 12, 2007, at 4.05
PM, review of the client's Individual Support Plan
(ISP), dated March 21, 2007, revealed no
indication that the foster mother had attended the
annual meeting. Further review of the client's
record failed to show evidence that the foster
mother had been invited to the March 21, 2007 or
other interdisciplinary team meetings. At 5:05
PM, Client #1 stated that his most recent visit with
his foster mother had been the previous
Thanksgiving. Direct support staff present at the
time confirmed that this had been his last visit.
This surveyor was unable te verify in the record
that the foster mother had received the ISP
calendar, 90 day reminder letter or received
telephone calls to promote her participation in the
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planning and review process. W143 1 a-¢ Cross reference W an 11/30/07
' adopted.

‘Client #2's medical chart revealed documented

record did not, however, reflect any

evidence that the facility had established a policy

2. Cross-refer to W124. Client#2 had a
court-appointed guardian assigned "for medical
purposes only." The facility, however, failed to
promote the guardian's participation in the
interdisciplinary team process, as follows:

a. On October 12, 2007, review of the client's
record revealed there had been a case
conference held on December 7, 2006 at which
time some members of his interdisciplinary team
met to review 3 reports prepared by an outside
entity regarding his nutritional intake and the use
of Boost nutrition supplement. Further review of

visits to Gl consultants on June 26, 2007
(recommended "Gl medicine to evaluate") and on
August 21, 2007 (reflected "episodes of vomiting
in June..." and recommended "patient should
have head of bed elevated" and a "barium
swallow study with upper Gl series..." The client's

communications with the medical guardian
regarding these consultations and/or
recommended treatments and diagnostic
procedures.

b. On October 15, 2007, at 2:20 PM, the medical
guardian was interviewed by telephone. The
interview revealed that, among other things, he
was previously unaware that a case conference
was held on December 8, 2006 to discuss the
client's nutrition needs.

¢. Interviews and record review revealed no

and procedure that specified how facility staff
should document each contact and/or
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communication with guardians (and/or involved
family members).

W 148 | 483.420(c)(6) COMMUNICATION WITH . W 148

Cross refer to W124 and adopted. Any 11/30/07
CLIENTS, PARENTS & unusual incident that involves major medical
- . - ency room visits will be
| The facility must notify promptly the client's or eme;g_ : ;
parents or guardian of any significant incidents, or communicated to tlhfl mecélcal guard ?t?o;nd/
changes in the client's condition including, but not or family representa ve. 1 9“;““3“
limited to, serious illness, accident, death, abuse, + |tracking 1(_)g will be completed an
or unauthorized absence: . |confirmation documentation will be placed

Jwithin the individuals files. ( confirmation
note from the recipients, faxes, certified
This STANDARD is not met as evidenced by: ' mail, signature receipt form)

Surveyor; 17815

Based on interview and record verification, the
facility failed to notify clients’ legal guardians of
significant changes in health condition and/or
incidents involving injuries, for the one (out of two
clients sampled) with a court-appointed guardian,
(Client #2)

The findings include;

During the October 11, 2007 entrance
conference, at approximately 11:20 AM, the
House Manager indicated that Client #2 had a
court-appointed guardian. Moments later, he
presented the client's Individual Support Plan,
dated April 5, 2007, in which the guardian "for
medical purposes only" was documented. On
October 12, 2007, at 2:01 PM, review of the
client's medical chart revealed a court document
that documented the appointment of the medical
guardian, effective July 19, 2001.

1. On'Qctober 11, 2007, at 8:21 AM, review of
incident reports revealed that Client #2 was taken
to an emergency room on May 31, 2007, after he
sustained an injury to his forehead. Further
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review of the incident report failed to show
evidence that the medical guardian had been
informed.,

2. On October 12, 2007, at approximately 1:15
PM, interview with the Acting Qualified Mental
Retardation Professional indicated that the
facility's policies stated that notification of clients’
families and guardians would follow major
incidents, such as emergency room visits, and
this would be documented on the incident report.
Notification of such incidents should be
documented on the incident report.  She stated
that she would seek written evidence that the
guardian was contacted about the May 31, 2007
emergency room visit. No written evidence that
the guardian was informed of the aforementioned
incident was presented before the end of the
survey later that evening.

3. On October 15, 2007, at 2:20 PM, Client #2's
medical guardian was interviewed by telephone,
The guardian indicated that he had not been
notified of any unusual incidents during the past
12 months.

4, Cross-refer to W124. The October 15, 2007
telephone interview also revealed that the medical
guardian had not been informed of changes in the
client's medical condition and/or medicall
consultations during the past 12 months. The
Client #2's record, however, reflected (a) an
ultrasound procedure of the abdomen was

performed on October 5, 2006; (b) upper Gl tests |

were performed on October 24, 2006; (c)
incidents of vomiting in June 2007; (d) an August
21, 2007 evaluation by a Gi specialist; and () an
upper Gl series examination was performed on
September 20, 2007 in a hospital radiology clinic

W 148
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The facility must develop and implement written
palicies and procedures that prohibit
mistreatment, neglect or abuse of the client.

This STANDARD is not met as evidenced by:
Surveyor; 17815 ) ' :
Based on interviews and record verification, the
facility failed to establish and/or implement
policies that ensured the health and safety of its
clients, for two of the four clients residing in the
facility. (Clients #1 and #2)

The findings includa:

1. Although both the Acting QMRP and the
Incident Management Coordinator stated on
October 11,-2007, (at 3:49 PM and 4:18 PM,
respectively) that all incidents, including injuries of
unknown origin, were reported immediately to
their administrator, review of incident-related
documentation earlier that day and then just
moments before this discussion failed to show
evidence that their administrator was being
notified. Review of the agency's Incident
Management policies earlier, at 3:21 PM,

1 revealed that they did not specify how facility staff
should document said notification. Further

| interview with the Acting QUIRP and the Incident -
Management Coordinator confirmed that there
was no established policy proscribing how the

Incident Report Form has been revised to
include, documentation of notification of the
CEO. The CEQO and Incident Management
Coordinator will be provided a copy of the
incident report within 24 hours or next
business day for review. The house

Manager and QMRP have been notified of -
forwarding a copy of the incident report
and investigation within five (5) business

- days. QMRP will verbal inform State

agency and CEO and ensure same is
documented on incident report. QA and
Incident Management Coordinator will
monitor quarterly to ensure compliance.
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(results indicated ancther hiatal hernia was
evidenced),
This is a repeat deficiency. See Federal
Deficiency Report dated December 29, 20086,
W 149 483.420(d)(1) STAFF TREATMENT OF W 14947149 1. and 2.a. and b.  Symbral’s 11/30/07

IRM CMB-2587{02-98) Pravlous Versions Obsolste Evant ID: AEOU1

Facllity ID: 09G058

If continuation shest Page 17 of48




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 10/31/2007

: FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
FTATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
D PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
09G058 . WING 101212007
IAME OF PROVIDER OR SUPPLIER - | STREET ADDRESS, CITY, STATE, ZIP CODE
521 KENNEDY STREET, NE
SYMBRAL _ WASHINGTON, DC 20011
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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
DEFICIENCY) :
W 148 | Continued From page 17 | Y9 Wi493  QMRP will ensure that 11/30/07
gotmcatlon of their administrator should be significant incidents and injuries of
ocumented. unknown origin are reported to the State
2. Although the Acting QMRP and Incident Agency, The Administration and Incident
i Coordination immediately or within
Management Coordinator stated that all 20 b MRP will
emergency room visits and/or incidents that twenty-four (24) hours . Q ot
present a significant risk to the clients' safety or forward information on State notification
welfare were to be reported to the State agency, .~ |to the Administration and Incident
in accordance with District law -(22 DCMR, Coordinator. Incident Coordinator and
Chapter 35, Section 3519.10), review of incident QA will monitor quarterly to ensure
reports and corresponding documentation failed compliance.
to show evidence that the following incidents were
reported to the State agency:
a. on May 31, 2007, Client #2 was taken to a
hospital emergency room after sustaining a
laceration to his forehead.
b. on February 22, 2007, Client #1 was
transported from his day program to a hospital
emeargency room via ambulance after
experiencing lethargy.
3. Cross-refer to W153, The facility failed to
consistently report significant incidents, including
injuries of unknown origin, to the State agency
and on a timely basis, Forexample, Client #1's
emergency room visit on February 22, 2007 due
to lethargy, and Client #2's smergency room visit
on May 31, 2007 after sustaining a laceration to
his forehead were not reported.
4. Cross-refer to W154. The facility failed to W149.4  Cross refer to W154. and 11/30/07
promptly investigate Client #2's injury, after staff {ado
: . ) pted
presented contradictory information, to determine
whether its policies prohibiting abuse and neglect
had been implemented.
| 9. Cross-refer to W156. The facility failed to
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consistently report the results. of all incident adopted
investigations within 5 working days. For
example, Client #2's May 31, 2007 incident
investigation report was dated June 21, 2007 and _
there was no documented evidence that the W149.6a,b,c,d,c 10/13/07
administrator had been notified of the results prior Staff were inserviced on “fastening seat belt |and
to issuance of the report. while in wheelchait” and “ensuring wheel | ongoing

8. The facilityfailed to establish and implement
an effective monitoring system to ensure client

safety during transportation, as evidenced by the
following: '

a. On October 11,2007, at approximately 8:04
AM, clients and staff were loading into a
passenger van that was parked outside the
facility. The driver used a wheelchair lift to assist
Client #1 into the back area of the van. He did
not secure the wheelchair with any straps or
mechanism before closing the back door. The
driver then got in the driver's seat and the House
Manager sat in the front passenger seat. A
moment later, they started to pull away without
having secured the client's wheelchair.

b. At approximately 8:06 AM, this surveyor asked
the driver to stop the vehicle. After.opening the
back door to the van, the driver looked at Client
#1's wheelchair and stated that it was adequately
secured because the wheelchair lift had been
Closed all the way. Indeed, the back of the
wheelchair was up close to the lift mechanism,
which might reduce the amount of front/back
motion. However, there was significant open
space (at least 2 feet) to either side of the
wheelchair, thereby leaving it subject to tipping
over.

¢. When asked about the chains and straps

| are present one will complete the task and

{ use and report to House Manger

chair locked down while in the van” on
10/13/2007. Staff have been mstructed to
use a 2 person system, whereby when 2 staff

the other will re-check to ensure the
individual is secure and safe. Staff have been
inserviced that if equipment is faulty do not

immediately, House manager and QMRP
will provide random audit over the next 90
days. QA will monitor quarterly to ensure
compliance,
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observed on the floor of the van, underneath the
back seat and next fo where Client #1's
wheelchair was placed, the driver picked up a
strap, held it in various positions then indicated
that he did not know how to secure the strap. He
acknowledged that he had not received training
on how to secure wheelchairs in the van, to
ensure client safety.

d. At approximately the samse time, the House
Manager joined in the conversation. He too
indicated that he had not received training on how
to properly secure wheelchairs, to ensure client
safety,

e. The next day (October 12, 2007), at 7:46 AM,
Client #1 came into the living room and climbed
into his wheelchair. The client used the
wheelchair for travel to his day placement in the
community. Client #3 quickly walked over to the
Client #1 and fastened his peer's wheslichair
| seatbelt. The seatbelt, however, was not fully
secured, it sagged loosely across his lap. The
House Manager thanked Client #3 for having
assisted his peer. Client #1 then wheeled himself
out the front door to the van,

It should be noted that Client #1's Health
Management Care Plan, dated March 10, 2007
and updated September 4, 2007, reflected his
"potential for falls.” Staff were to receive training’
on the following: "Fasten seatbelt while in
wheelchair” and "ensure wheelchair lockdown
while in van." Oversight of these matters was
assigned to the "nurse, staff and QMRP."

W 153 | 483.420(d)(2) STAFF TREATMENT OF W 183|W153 Cross refer to W149.3 and adopted | 11/30/07
CLIENTS

The facility must ensure that all allegations of
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mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law through
established proceduras.

This STANDARD s not met as evidenced by:
Surveyor: 17815

Based on interview and review of incident reports,
the facility failed to ensure that all incidents
including injuries of unknown origin were reported
immediately to the administrator and other
officials.in accordance with District law (22
DCMR, Chapter 35, Section 3519.10), for one of
the four clients residing in the facility. (Client #2)

The finding include:

On October 11, 2007, beginning at 8:20 AM,
review of incident reports revealed that on May
31, 2007, Client #2 was taken to a hospital
emergency room after sustaining a laceration to
his forehead. There was no evidence that this
incident was reported to the State agency as
required. In addition, although the Acting QUIRP
stated that all incidents were reported
immediately to their administrator, there was no
written documentation to verify that she had been
notified timely of the incident.

This is a repeat deficiency. See Federal
Deficiency Report dated December 29, 2008.

W 154 | 483.420(d)(3) STAFF TREATMENT OF W 154
CLIENTS

The facility must have evidence that all alleged
violations are thoroughly investigated.
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This STANDARD is not met as evidenced by:
Surveyor: 17815

Based on record. review and interview, the facility
failed to document that all injuries of unknown
origin were thoroughly investigated.

The finding includes:

Incident reports and their corresponding
investigation reports were reviewed on October
11, 2007, beginning at 8;20 AM, There were
three incident reports written to describe an

' incident which had occurred on May 31, 2007.

According to the incident reports, Client #2
sustained an injury to his forehead while in his
bedroom along with a direct support staff person.
There were written witness statements attached
to the incident reports. Information included in
some of the incident reports and statements
differed substantively from the others. Of note, a
second staff person who was on duty at the time
of the incident wrote (twice) that the direct support,
staff person assisting the client had reportedly
said he "didn't know" how the injury had occurred.’
The staff in question, however, later wrote that
the client had tripped and hit his head on a
dresser. :

Although on QOctober 10, 2007, at 5:19 PM, the
Acting QMRP had stated that all incident and
investigation reports were kept together in one
book at the main office and would be brought to
the facility the next morning, there was no . '
corresponding investigation report available for
review that (next) day. Additional requests were

| made. At 4:07 PM, the Incident Management

GCoordinator (IMC} indicated that the former
House Manager had left them before an interview

of serious reportable incidents, emergency
room visits and all reports of injuries of
unknown origin in a documented format
with 24 houts or next business day of the
occurrence. The charge nurse/ DON will
complete a preliminary summary of the ER
visit or injury of unknown origin and
forward it to the Administration and
Incident Management Coordinator within
24 hours or next business day. QMRP will
conduct an investigation unless there is a
conflict of interest that prevents his or her
involvement. The Incident Management
Coordinator will monitor to ensure timely
completion within 5 days. Copy of the
report will be forwarded to the State
Agency, DDS and the Administration will
{also received a copy of the report. QA will
{monitor Quarterly to ensure compliance.

RM CMS-2667(02-88) Pravious Versions Obsolela

Event ID: AEQI11

Fatllity ID: 09G058

If continuation sheet Page 22 of 48




: 2
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 10/31/2007

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
\ND PLAN OF CORRECTION IDENTIFICATION NUMEER: COMPLETED
A. BUILDING
B. WING
09G0s58 10/12/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
521 KENNEDY STREET, NE
SYMBRAL
' _ WASHINGTON, DC 20011
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN 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
: DEFICIENCY)
W 154 | Continued From page 22 - W 154

and therefore they "could not move forward... |
would have to check and see whether a report"
was ever generated. The IMC was unsure of the
dates the direct support staff and House Manager
had left but stated that he would check on the
dates. He was certain that the one staff who
repeatedly said that the other staff had answered
he "didn't know" how the injury had occurred
remained employed at the facility through the
summer. When asked about the client's injury,
the IMC said he didn't "recall him actually going to
the ER on that incident.” The IMC acknowledged
that the incident had warranted further
investigation, to determine whether agency
policies to prevent abuse and heglect had been
correctly implemented, just prior to the client's
injury.

At approximately 5:30 PM the next day (Octaober
12, 2007), an investigation report was brought to
the facility. The investigation report was dated
June 21, 2007 (3 weeks after the incident). The
report acknowledged some discrepancies in the .
initial statements then included the following:
"Additional information from <direct support staff>
and <former House Manager> is not available as
both individuals has (sic) quit their positions...
Based on the information available, the injury is
considered to be an accident."

Follow-up interview with the IMC revealed no
evidence that the investigation had been initiated
promptly. : _

Review of staff in-service training records on
October 12, 2007 revealed no evidence that staff,
including administrative staff responsible for
conducting investigations, had received additional
training on incident management policies and
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procedures, including investigation requirements,
since the May 31, 2007 incident. The most recent
documented training was held on January 31,
2007,
This is a repeat deficiency, See Federai
Deficiency Report dated December 29, 2006
W 156 | 483.420(d)(4) STAFF TREATMENT OF W138| w156  Cross refer to W154 and adopted. |11/15/07
CLIENTS Administration will ensure that the results  |and
. _— . i igati received within 5 ongoin
-The results of all investigations must be reported ofollka\i/zst?:n;gfq;fc}gg;ltvem:ﬂémce training £ome
fo the administrator or designated representative w h g ul g for 11/15 /2607 Staff will
or to other officials in accordance with State law 15 seieculed Tor d PRN rofiesh
within five working days of the incident, receive annual updates an TCICSNCLS.

QA will monitor to ensure compliance.

This STANDARD is not met as evidenced by:
‘Surveyor: 17815 :
Based on record review and interview, the facility
failed to document that the results of all
investigations were reported to the facility's
administrator within 5 working days, in
accordance with facility policies and federal
regulation,

‘The finding includes:

Cross-refer to W154. There were three incident
reports written to describe an incident which had
occurred on-May 31, 2007. According to the
incident reports, Client #2 sustained an injury to
his forehead while he was in his bedroom with a
direct support staff person. Information included
-1'in some of the incident reports and statements
differed substantively from the others.

On October 12, 2007, review of the
corresponding investigation report revealed that it
was dated June 21, 2007 (3 weeks after the
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incident), The report acknowledged some
discrepancies in the initial statements then
inciuded the following: "Additional information
from <direct support staff> and <former House
Manager> is not available as both individuals has
(sic) quit their positions... Based on the
information available, the injury is considered to
be an accident."

Follow-up interview with the Incident Management
Coordinator revealed no evidence that the
investigation had been initiated promptly. He also
acknowledged that the incident had warranted
further investigation, to determine whether
agency policies to prevent abuse and neglect had -
been carrectly implemented, just prior to the
client's injury. There was no evidence that the
results of this investigation were reported to the
facility's administrator within 5 working days, and
no evidence that the State agency was notified of.
the incident or the investigative findings.

Note: Review of staff in-service training records
on October 12, 2007 revealed no evidence that
staff, including administrative staff responsible for
conducting investigations, had received additional
training on incident management policies and
procedures, including investigation-requirements,
since the May 31, 2007 incident. The most recent
documented training was held on January 31,
2007,

W 159 | 483.430(a) QUALIFIED MENTAL T W159
‘ RETARDATION PROFESSIONAL :

Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.
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This STANDARD is not met as evidenced by {was hired on 10/16/2007. QMRP has

Surveyor: 17815

Based on observation, interview and record
review, the facility's Qualified Mental Retardation
Professionals (QMRPs) failed to adequately

initiated reviewing of all Active Treatment
Goals in conjunction with medical service
delivery. QMRP has identified areas of

monitor, integrate and coordinate clients' active (program “nl?lenllentatmn’ df)‘.’umﬁ%:lon atnd .
treatment programs and services, for two-of the programmatic plans for FOVISIOL. tial notes
two clients in the sample. (Clients #1 and #2). are being placed in the individuals records

. : correcting identified state deficiencics as well
The findings include: as QMRP revisions. Data sheets are being
_ revised and updated and staff inservice
During an October 10, 2007 telephone interview, training will follow revisions. DON and
at approximately 5:15 PM, the Acting QMRP ‘ QMRP will review program implementation
stated that a previous QMRP had left the facility in to ensure compliance. QMRP will ensure
July 2007. Since then, another QMRP had been - that recommendations provided by

hired but left after 2 weeks. Yet another QMRP
was hired but he left within approximately 24
hours. Throughout this period, she and the been trained. OMRP/ OA will monitor to
facility's Incident Management Coordinator ' eﬁ:::rer ilél;ﬁﬁgnce Q

reportedly shared in covering QMRP duties. ,

; . Cross refer to W124, W130
Gaps in QMRP services, however, were : ’ -
identified, as follows: | W136,W247,W143,W148,W436,W159.7,

W193.3,W460, W255 and adopted.

consultants/ clinicians which are adapted by
the ISP are implemented after the staff has

1. Cross-refer to W124, The QMRP failed to
ensure that Client #2's court-appointed medical
guardian was informed of the client's medical
condition and proposed procedures.

2. Cross-refer to W130. The QMRP failed to
ensure that clients received their medications in a
setting that assures confidentiality of personal
medical information.

3. Cross-refer to W136 and W247. The QVMIRP
failed o ensure that clients experienced
community-based social and recreational outings
that were in acccordance with their assessed
interests and preferences.
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4. Cross-refer to W143. The QMRP failed to
establish and implement an effective system for
promoting the participation of family members
and/or legal guardians in the active treatment

'| process, and documenting contacts with all
concerned parties in the clients' records,

5. Cross-refer to W148, The QMRP failed to
establish and implement an effective system for
informing clients' involved family members and/or
legal guardians of significant incidents.

8. Cross-refer to W436. The QMRP failed to
ensure that clients were provided with and taught
to use their adaptive equipment, such as coated
spoons, protective elbow and knee pads, wrist
and/or elbow splints and shoulder exercise
pulleys, and to ensure that staff received
corresponding training.

7. The QMRP failed to follow-up on a
recommended range of motion exercise program
for Client #1, as follows:

Client #1's physical therapy assessment, dated
February 27, 2007, included a recommendation
that he engage in an exercise program "io
improve range of motion in his hands... will
tolerate range of motion exercises to his hands
10 of 10 trials, days per week for 12 consecutive
months." There was no corresponding program
in the client's IPP book. On October 12, 2007, at.
7:28 PM, interview with staff (coupled with further
review of the client's IPP) revealed that staff had
not implemented range of metion exercises of his
hands. They stated that they feared he would be
injured; "we can't... has contractures... the bones
have locked." Staff interview also revealed that
they had not implemented Client #2's
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recommended shoulder exercise using a pulley.
A pulley had been delivered in February 2007:
however, staff said thay had not been trainined
and there was no corresponding data collection
sheet in the client's program book. Interview with
Acting QMRP and review of staff in-service
training records revealed no documented
evidence that staff had received training from the
physical therapist or the QMRP during the
previous 12 months.

8. Cross-refer to W194.3. The QMRP failed to
ensure that staff had the necessary information
and training to ensure proper implementation and
documentation of Client #1's communication
training program. There was no evidence that the
QMRP had met with staff to decide upon the 10
wh and/or how questions they were to ask the
client when implementing the program, Staff
were not writing down the wh and/or how
questions they asked, in accordance with the
program as written by the speech/ languag
therapist. Staff had used a + sign to document
that they asked the client a question but did not
document the client’s response, as indicated in
the program. The House Manager and staff
indicated that they had not received training from
either the speech/ language therapist or the
QMRP on how to implement the clients'
communication programs. In-service training
records showed no evidence that staff had
received training on how to implement the clients'
communication programs.

9. Cross-refer to W460. The QMRP failed to
ensure clients' nutritional intake was in
accordance with prescribed dietary orders.

10. Cross-refer to W255. Review of Client #1's
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and #2's records failed to show evidence that

a QMRP since they were established following
their annual ISP meetings held March 21, 2007
and March 8, 2007, respectively (7 months prior
to the survey).

W 194 | 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:
Surveyor; 17815

Based on observations, staff interviews and
review of staff in-service training records, the
facility staff failed to demonstrate competency in
the implementation of each client's individual
pragram plan, for two of the two clients in the
sample. (Clients #1 and #2)

The findings include:

1. The facility failed to ensure staff displayed
competency in utilizing Client #1's adaptive
equipment.

a, Cross-refer to W436.1. During-observations
at dinner on Octeber 10, 2007 and at breakfast
the following morning, Client #1 ate with a smail
(child-sized) metal spoon with & blue and green
plastic handle. Review of the client's record on

| October 12, 2007 revealed that he was _
prescribed a plastic-coated spoon for use at all
meals. Upon inquiry at 7:18 PM, staff presented
a coated spoon (pink) which had not been used
by the client during the survey. Review of staff

their programs had been reviewed periodically by §

W 159

W 194|\w194.1.a. Staff have been inserviced on  10/24/07
individual #1 Adaptive equipment (coated  |and
spoon) on 10/24/2007. QMRP will ensure ongoing
that all staff are inserviced on individuals’
adaptive equipment. House Manger and
|QMRP will monitor to ensure proper
program implementation. House Manager
and QMRP will conduct random proficiency
audits over the next 90 days and ongoing
there after. QA will monitor quartely.
Cross refer to W436.1 and adopted.
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in-service training records revealed no evidence Manger will implement staff inservice
that the staff observed working with the client on training provided by PT. QMRP will

October 10 and 11, 2007 had received training on
the use of his coated teaspoon. In addition, the
recently-hired House Manager indicated on
October 11, 2007, at 10:52 AM that he was
previously unaware of the client's need for an
adaptive spoon.

monitor to ensure proper implementation
and documentation. Cross refer to W436.2,
W436.3, W159.7 and adopted.

b. Cross-refer to W436.2. Client #1 was
observed in the home on the evening of October
10, 2007 and again the next morning, followed by.
day program observations and then additional
observations that afternoon (October 11, 2007)in |
the home. At no time was the client observed
using elbow of knee pads while he moved about
‘on all fours." However, on Ogtober 12, 2007,
review of Client #1's ISP, dated March 21, 2007,
revealed:; "elbow and knee guards were _
prescribed to prevent injury to these areas of his
body &as he uses his elbows and knees to
mobilize.when indoors <client's name> prefers
self-ambulation when indoors." At 5:10 PM, the
client said he required staff assistance with

putting them on. At 7:08 PM, two direct support
staff were asked about the pads. They incorrectly
stated that the pads should be worn when he was
out in the community. Further interview revealed
that staff were unaware that he should wear them
while in the home. Review of staff in-service
training records revealed no evidence that the
staff observed working with the client on October
10 and 11, 2007 had received training on the use
of his protective elbow and knee pads.

c. Cross-refer to W436.3. Staff interview and
review of in-service training records revealed that
staff had not received training on the use of an
"Elbow Comfy Splint" that remained in it's
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shipping carton. Staff also confirmed that the
itern had been received in late May 2007, as per
the date marked on the shipping label.

implement staff inservice training provided
{by PT. QMRP will monitor to ensure proper
implementation and documentation.

d. Cross-refer to W159.7, On October 12, 2007,
interviews with direct support staff and the Acting
QMRP as well as a review of staff in-service
training records revealed no documented o
evidence that staff had received training from the |
physical therapist (PT) during the previous 12
months, It should be noted that there was no
evidence that the PT had been reviewing clients'
programs, or was otherwise involved in the active
treatment process since the client's ISP meeting
held on March 21, 2007,

2. Cross-refer to W436.4. The facility failed to
ensure staff displayed competency in
implementing Client #2's shoulder exercise
pragram using a pulley. On Qctober 12, 2007,
review of Client #2's annual PT assessment,
dated February 27, 2007, revealsd that the
physical therapist had recommended a shoulder
exercise program involving the use of a pulley.
Observations and staff interviews had not
previously indicated the use of a pulley for the
client's exercise program. At 7:35 PM, two direct
support staff and the recently-hired House
Manager presented a shipping box that contained
Client #2's shoulder exercise pulley. Further
interviews and review revealed that (a) the pulley
had been delivered in February 2007, (b) to date,
the client had not used the pulley, (c) staff had not
been trained on the proper use, and (d)
"someone” (staff not sure who) had not showed
-up at a previous staff meeting for in-service
training (date not specified) and no additional
in-service training had been provided to date.
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3. The facility failed to ensure that staff had the
necessary information and training to ensure
proper implementation and documentation of
Client #1's communication training program, as
follows:

Client #1's IPP included a program whereby staff
were 10 ask the client wh and/or how questions.
The QMRP and staff were to decide on 10 wh
and/or how questions they felt were appropriate,
for asking throughout the client's daily routines
(the speech/ language therapist had suggested
during bathing, meals and leisure times). The 10
questions were to be written onto the program
instruction sheet. The program further indicated
that direct support staff were to select 1 question
from the list of 10, write the question on the data
collection sheet and then use the same question
for at least 30 days.

a. The space on the program instruction sheet
that was designated for writing the 10-questions
had been left blank,

b. Review of the data sheets from August and
September 2007 revealed that staff had not
written down the wh or how question(s) asked.

¢. Review of the data sheets from August and
September 2007 also showed inconsistent data
collection. Documentation on the August sheet
consisted of all I's during the entire month.
According to the legend on the data collection
sheet, an | represented "one word response."
The September sheet, however, had all +'s. The
legend said that + represented "verbal prompt."

d. On October 12, 2007, the newly-hired House
Manager could not explain the difference, and

will proper implement and documentation of
the program developed by the Speech
Therapist. The staff will receive inservice
training from the QMRP. Speech Therapist
will review individual’s progress. QMRP will
monitor to ensure proper implementation
and documentation.
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Continued From page 32
indicated that he was unfamiliar with the program.

e. Two direct support staff who worked the
evening shift with Client #1 were interviewed upon
their return to the facility (from grocery shopping)
The August and September 2007 data shests
showed their initials as having implemented the
program on certain days. At7:13 PM, they both
confirmed that they routinely asked the client wh
and/or how questions. However, they both stated
that they marked a + to reflect that they had
asked the client a question. They acknowledged
that the + sign did not represent the client's

response to the program. (Note; They also stated |

the client answers questions when asked, and did
not need a verbal prompt to give an answer.)

f. Further interview revealed that the direct
support staff did not know that they should write
down the question(s) that they asked him or that
they should ask the same question(s) for 30 days.

g. Staff interview and review of in-service training
records failed to show evidence that the QMRP
and/or the speech/ language therapist had trained
them in how to implement the program and-
properly document the client's response.
483.440(c)(6)(v]) INDIVIDUAL PROGRAM PLAN

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

This STANDARD is not met as evidenced by:
Surveyor: 17815

Based on observation, staff interview, and record
review, the facility failed to ensure that each client
was provided opportunities for choice,

W 194

W 247
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encouraged and taught skills for ' _
self-management, for two of the two clients in the W247.2 Nurse has been inservice on
sample, (Clients #1 and #2) Individual #1 Medication Administration

| Assessment and the required protocol for
implementation to ensure the individual’s
participation in self medication activities.
Direct Care Staff, House manager and

The findings include:

1. Cross-refer to W136. The facility failed to
ensure Client #1 was afforded the opportunity to

i i : QMRP will monitor to ensure compliance.
e v ihoalre (musicals and playe), -w'hlqh Charge Nurse /DON will conduct random
was an assessed preferred recreational/ social g " £ 90 dav to ensure
interest, as per his March 21, 2007 ISP. Review | audits ovet the next 5 B ofl
of his IPP revealed a service objective in his IPP compliance and ongoing there after.

for him to "participate in a minimum of 4
recreational activities per month." However,
further review of the program revealed that it
failed to outline potential recreational activities of
choice. Review of the client's community/
recreational activities record revealed no
evidence that he had been to a live theatre during:
the previous 12 months. ‘Similarly, review of
Client #2's documented recreational outings -
revealed no evidence that he was participating in
social or community activities of his choice or

| assessed interests.

2. On October 10, 2007, the evening medication
administration was observed beginning at 550
PM. At6:12 PM, the medlcatlon nurse placed
Client #1's medlcatlon {Depakote, 500 mg tablet)
in apple sauce and presented it to him. The
nurse held the spoon and the medication cup in
her hands, she spooned the medication into his
mouth and then asked him to swallow and say
ahhh. The client, who had been holiding a. cup of
water in his right hand independently, then drank
from the cup without any prompting. On October
12; 2007, at approximately 2:30 PM, review of the
client's self-medication assessment, dated March
10, 2007, revealed the following: he "will be
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encouraged to particpate with medication... will
take medication cup from nurse... will swallow
medications with fluid with verbal prompts..." The
written self-medication procedures as outlined did
not reflect the client's current medication
administration process (with apple sauce) or
skills. Although the client was observed using a
spoon to eat food independently during meals,
the medication nurse did not encourage him to
use the spoon-with the apple sauce, for
self-management. ‘

W'255 | 483.440(f)(1)(1) PROGRAM MONITORING & W 255|255 1. and 2. Cross refer to W159 and | 12/15/07
CHANGE adopted.
The individual program plan must be reviewed at lAO /1;]61}128(1)1‘176 8% ;V;s hhlji?actle(énreview o
least by the qualified mental retardation all Act T. tment Gioals in confunction
professional and revised as necessary, including,  active reatme e J 0
but not limited to situations in which the client has | with medical service clivery. QMRP has
successfully completed an objective or objactives . identified area of program implementation,
identified in the individual program plan. documentation and programmatic plans

which are beirig revised. Tnitial notes are
being placed in the individuals records

This STANDARD is not met.as evidenced by: outlining the corrective action and correcting
Surveyor: 17815 , the identified state deficiencies. QMRP will
-| Based on observations, staff interviews and complete revisions on an as needed basis,

record review, the Acting Qualified Mental
Retardation Professional (QMRP) failed to review
and revise the Individual Program Plan (IPP)
once the client successfully completed an
objective identified in the IPP, for two of the two
clients in the sample. (Clients #1 and #2)

and complete quarterly report. QA will
monitor to ensure compliance.

The findings include:

1. The facility's Acting QMRP failed to revise
Client #1's program objectives. Data collection
sheets indicated that Client #1 had been
“independent” in responding to his program to

| "learn to tell time correctly" since June 20, 2007.
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There were no revisions made to the program
since he achieved at the stated criterion level,
Interviews with the direct support staff and the
Acting QMRP, and review of the client's record
failed to show evidence that this or other program
goals and objectives had been periodically
reviewed by a QMRP.

2. Client#2's IPP indicated that the client would
receive hand over hand support while brushing

showed that he was performing at 100% with
hand over hand assistance. The program had
not, however, been revised to move the client to
the next level towards independence. Interviews
with the direct support staff and the Acting
QMRP, and review of the client's record failed to
show evidence that this or other program goais
and objectives had been periodically reviewed by
a QMRP, ) '

W 331 | 483.460(c) NURSING SERVICES

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

This STANDARD is not met as evidenced by,
Surveyor; 17815

Based on interview and record review, the facility -
failed to provide nursing services in'accordance
with the client's needs, for two of the two clients in
the sample. (Clients #1 and #2)

The finding includes:
1. On Octaber 12, 2007, review of Client #2's

medical records revealed an annual Nursing
Assessment dated March 1, 2007. The annual

his teeth. Data collection sheets since April 2007 |

assessment documented 3 hospital emergency

- W 255

W 331

|A schedule of Nursing Quarterly reviews

'W331.1,2and 4  DON has ingerviced 11/30/07
medication nurse on the “effective and
administration of medication” on 10/16/2007 ongoing
and conducted an observation. The Charge
Nurse and the DON will conduct random
observation to ensure effective medication,
delivery

Cross refer to W369 and adopted.

have been developed. The Consultant RN,
the charge nurse and RN have reviewed the
schedule for effective implementation. The
consultant RN will forward to the DON
notice of completion of the quarterlies. The
DON will conduct scheduled follow-up to
ensure that the documentation is within the
individuals records.
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room visits during the previous 12 months,
including surgery to repair a hiatal hernia. The
RN then documented a quarterly review on June
30, 2007, and had updated the Healith
Management Care Plan (HMCP) accordingly.
However, Client #2's record failed to show
evidence that the RN had conducted a physical
examination and review of the client's overall
health condition since the June 2007 quarterly.
[Note: There was documentation showing that the
RN had reviewed his gastro-intestinal issues
(only) on September 29, 2007. However, see
paragraphs 2 and 3 below.] Subsequent
interview with the Acting QMRP/ Director of
Nursing revealed that she was under the
impression that the RN had conducted a
comprehensive quarterly review.

2. Staff interviews on October 10 and 11, 2007,
at 6:53 PM and 10:52 AM, respectively, :
observation of Client #2's bed and bedroom on
October 12, 2007, and review of his chart on
October 12, 2007, beginning at approximately
9:25 AM, revealed no evidence that facility nurses
ensured that the head of Client #2's bed was kept
elevated, in accordance with the gastro-intestinal
specialist's August 21, 2007 recommendation.
Client #2's HMCP had been reviewed and
updated by the consulting RN on September 29,
2007. However, review of the HMCP revealed
that it did not reflect the gastro-intestinal
specialist's August 21, 2007 recommendation to
keep the head of Client #2's bed elevated. ,

4. Cross-refer to W369. Observation of the
medication pass on October 10, 2007 revealed
that the medication nurse did not implement
effective means to administer Client #1's
Nasonex spray and Client #2's baby oil drops in
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both ears. Interview with the medication nurse
revealed that she had not been observed by
supervisors administering these medications.
The LPN Coordinator for the facility was away on
leave during the survey. Interview with the Acting
QMRP/ Director of Nursing revealed that she had
not observed a medication pass during the
previous 12 months. Review of the in-service
training records revealed no evidence that
nursing staff had received training on the effective
administration of nasal sprays, ear drops or other
prescribed medications.

483.460(g)(2) COMPREHENSIVE DENTAL
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

This STANDARD is not-met as evidenced by:
Surveyor: 17815 :

Based on interview and record review, the facility
failed to ensure that clients received dental
services in a timely manner, for one of the two
clients in the sample. (Client #1)

The finding includes:

On October 12, 2007, at.4:13 PM, review of Client|

#1's dental record revealed that he received a
dental assessment on October 4, 2006. On
October 4, 2008, the dentist documented "heavy
calculus deposits” and recommended "patient
needs scaling... will submit pre-authorization to
Medicaid..." The client's record documented a
return visit to the dentist on June 6, 2007, at

W 331

W 356

Return Appointment to the dentist will be
completed by 12/15/2007. In future any
dental that is delayed more that 30 day
because of pre-authorization, the DON,
the Administration and DDS Case-manger
will be notice and a record placed in
individual. Nursing will continue to
document efforts at least monthly until
barrier is resolved or alternative
intervention i.e. another vendor. DON will
monitor to ensure compliance.

12/15/07
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which time the dentist found "moderate calculus
‘deposits" and recommended "patient needs
scaling... will submit pre-authorization to
Medicaid..." Further review of the.client's record
that day revealed no evidence that the client
received the recommended scaling, one year
after it was first prescribed. Interview with the
House Manager revealed that to date, the client
had not had the scaling performed and there was |
no return appointment scheduled.

W 369 483.460(k)(2) DRUG ADMINISTRATION W 368 w369 Cross refer to W331.1 and adopted. |11/30/07

The system for drug administration must assure
that all drugs, including those that are
self-administered, are administered without error. |

This STANDARD is not met as evidenced by:
‘Surveyor: 17815 ‘

Based on observation, interview and record
review, the facility failed to ensure that
medications were administered as prescribed, for
fwo of the four clients residing in the facility.
(Clients #1 and #2)

The findings include:

The evening medication administration pass was
| observed on October 10, 2007, beginning at 5:50
PM. The following errors were observed:

1 1. At8:15 PM, the medication nurse squeezed 2 -
sprays of Nasonex Nasal spray into Client #1's

left and right nostrils. The client, however, did not
take in-a breath at the appropriate moments when |
the nurse squeezed the nasal spray bottle. The
nurse did not offer the client any instructions
during this process. The nurse was not observed
using effective means to ensure that Client #1
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received his prescribed nasal spray in
accordance with the physician's orders.

2. At6:25 PM, the medication nurse applied 5
drops of baby oil into Client #2's right ear. The
client's head, however, was only slightly tiited
towards the left. As soon as the oil entered his
ear, he turned his head and the il drained out of -

his ear (and down his neck) before the nurse put |

a ball of cotton in the ear. She repeated the
same procedure in the left ear and again, the
client turned his head quickly and the ol drained
from his ear before she was able to place the
cotton in his ear. The nurse did not offer the
client any instructions during this process. The
nurse was not observed using effective means to
ensure that Client #2 received his. prescribed
baby oil in accordance with the physician's orders.
483.470(g)(2) SPACE AND EQUIPMENT

The facility must furnish, maintain in good repair,
and teach clients to use and to make.informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client,

This STANDARD is not met as evidenced by:
Surveyor: 17815

Based on observation, staff interview and record
review, the facility failed to ensure that clients
were pravided with and taught to use their
adaptive equipment, such as coated spoons,
protective elbow and knee pads, wrist and/or
elbow splints and shoulder exercise pulleys, for

two of the two clients in the sample. (Clients #1
and #2)

W 369

W 436

RM CM5-~2587(02-99) Previous Versions Obsalete Event ID: AEQI11

Facllity ID: 09G058

If continuation sheet Page 40 of 48




INTED: 10/31/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR A

FORM APPROVED.
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
TATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
ND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
; A. BUILDING
- ' B. WING '
09G0s8 ' 10/12/2007
JAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
521 KENNEDY STREET, NE
MB : :
SYMBRAL : WASHINGTON, PC 20011
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (*5)
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
DEFICIENCY)
W 436 | Continued From page 40 (. .
p3g W 436 W436.1,2,3, and 4. PT conducted training {17/15/07
TR i | on 10/24/2007. QMRP will monitor to and
The findings include: ensure that individual and staff are inserviced| onooing
1. Facility staff did not snsure that Client#1's on the usc on adaptive equipment within a
coated spoon was made available for use at all timely manner when the equipment 1s
meals, as follows: delivered. Should there be any
_ ‘ delay/problems in source, securing and
On October 10, 2007, at 6:28 PM, Client #1 was training of individual. QMRP will document |
observed eating with a small (child-sized) metal efforts to resolve issue/s and update the
spoon with a blue and green plastic handle. The administration on at least monthly and PRN.
client was observed using the same little spoon at | Consultant Clinician will be notified of the

breakfast the next morning. On October 11,
2007, at 10:52 AM, the recently-hired House

Manager stated that he did not know why the ISP is developed and will review in the home
client used the little metal spoon, He then began

by the 30th day to ensure IPP goals have
to look through the client's record book. ©On .
October 12, 2007, at 4:05 PM, review of Client ' been commenced without delay.
#1's Individual Support Plan (ISP) dated March
21, 2007, revealed that he was prescribed a
coated spoon. At 7:18 PM PM, a direct support
staff was asked asked about the coated spoon,
She presented a teaspoon with a pink coating
and statéd that this was the spoon she always
presented to the client. The pink-coated spoon

had not been observed prewously during the
survey.,

delay of the program implementation.
1 QA will receive a copy of the IPP after the

2, Facility staff did not encourage Client #1 to
use elbow and knee guards that were prescribed
to prevent injurigs, as follows:

On October 10, 2007, at 6:08 PM, Client #1 was
observed navigating from his bedroom to the
dining room. Despite his significant physical
abnormalities, he was independent in moving
‘about the home, He propelied himseif with his
‘hands on the floor, his legs were pointed
backwards, and his left knee dragged across the
floor. The client used the same means of moving

RM CMS-2567(02-89) Pravious Varsions Obsolete Event ID: AECI11 Facliity 1D: 09G058 If continuatlon sheet Page 41 of 48




I T
DEPARTMENT OF HEALTH AND HUMAN SERVICES P ) ApLSt/2007

FORM APPRQVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 0938-0391
iTATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
\ND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING .
B. WING
09Gos8 10/12/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
521 KENNEDY STREET, NE
SYMBRAL !
, WASHINGTON, DC 20011
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 436 | Continued From page 41 W 436

himself when he returned to his bedroom after
dinner that evening and at other times he was
observed moving about his home. By contrast,
the client used a motorized wheelchair while out
in the community, including his day program.

On Qctober 12, 2007, at 4:30 PM, review of Client
#1's ISP, dated March 21, 2007, revealed: "elbow
and knee guards were prescribed to prevent
injury to these areas of his body as he uses his
elbows and knees to mobilize when indoors
<client's name> prefers self~ambulation when
indoors." He had not been observed wearing
protective elbow or knee pads previously during
the survey. At 5:10 PM, the client was
interviewed in his bedroom. His elbow and knee
pads were stored openly near the bedroom door.
He indicated-that he required staff assistance with
putting them on. When asked if he liked wearing | .
them or not, he offered an unclear response. At
7:08 PM, two direct support staff were asked
about the pads. They stated that the pads should
be worn when he left for day program in the
marning. He reportedly did not like wearing them
and removed them promptly upon return home
every afternoon. When asked if he should wear
them while in the home, the staff replied that was
not necessary since he was in bed most of the
time and he did not use them when coming to the
dining room for meals.

3. The facility failed to ensure that staff and
clients were trained on the use of Client #1's
prescribed wrist splints; therefore, the client had
not used the wrist splints, as evidenced by the
following: o

On October 12, 2007, at 5:35 PM, review of Client
#1's latest annual PT assessment, dated
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February 27, 2007, revealed the following
recommendation: "<client's name> will benefit
from rest (sic) splints." The client had not been
observed using wrist splints during the survey. At
7:28 PM, two direct support staff were asked
about the wrist splints. They went to the client's
bedroom and retrieved his elbow and knee pads, -
saying that he did not like to wear them. At7:35
PM, the same two staff and the recently-hired
House Manager pointed to 2 shipping cartons that
were on top of some shelves in the dining room.
One of the boxes contained Client #1's "Elbow
Comfy Splint." Further interviews and review
revealed that (a) the shipping label indicated that
the Elbow Comfy Splint had been delivered May
23,2007, (b) to date, the client had not used the
splint, (c) staff had not been trajned on the proper
use, (d) staff were unsure about the difference/
distinction between elhow splints and wrist splints,
(e) a specialist had not showed up at a
previously-scheduled staff in-service training
(date not specified) and no additional in-service

training had been provided.

It should be noted that there was no evidence that
the physical therapist had returned to the facility
since the ISP meeting and/or reviewed the use of
Client #1's adaptive equipment.

4. The facility failed to ensure that staff and
clients were trained on the use of Client #2's
shoulder exercise pulley; therefore, the client had
not started the recommended exercise program
in accordance with his ISP, as evidenced by the
following:

On October 12, 2007, at approximately 6:06 PM,
review of Client #2's annual PT assessment,
dated February 27, 2007, revealed that the
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physical therapist had recommended a shoulder
exercise program involving the use of a pulley.
Observations and staff interviews had not
previously indicated the use of a pulley for the
client's exercise program. At 7:35 PM, two direct
support staff and the recently-hired House
Manager pointed to 2 shipping cartons that were
on top of some shelves in the dining room. One
of the boxes contained Client #2's shoulder
exercise pulley. Further interviews and review
revealed that (a) the shipping label indicated that
the pulley had been delivered in February 2007,
(b) to date, the client had not used the pulley, (¢)
staff had not been trained on the proper use, and
(d) "someone” (staff not sure who) had not
showed up at a previous staff meeting for
in-service training (date not specified) and no
additional in-service training had been provided.

It should be noted that there was no evidence that
the physical therapist had returned to the facility
since the ISP meeting and/or reviewed the use of
Client #2's exercise programs.

It shouid be further noted that telephone
interviews with the Acting QVMIRP on October 12,
2007, at 8:20 PM, and on October 15, 2007, at
11:31 PM, revealed the following: (1) she was
unsure of the date the "specialist” had not
appeared for the staff in-service training, (2) she
thought the "specialist’ may have been a
representative from the company from which they
had ordered the adaptive equipment, but could
not confirm, (3) did not know whether the
consulting physical therapist had been informed
that the equipment had been delivered after/
since the February and March ISPs, and/or (4)
whether the physical therapist had been
contacted since the other "specialist's” in-service
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training session had fallen through. There was no
evidence that attempts had been made to
reschedule the in-service training to meet Clients
#1 and #2's needs. ‘ ‘
W 460 | 483.480(a)(1) FOOD AND NUTRITION W 460 (W460.1.a,b,c and d , W460.2.a and b. Staff |10/26/07

SERVICES have been inserviced on meal time protocol, |and

; . - individual diets and the menus on ongoing
Each client must recaive a nourishing, 10/26/2007. The House Manager and
well-balanced diet including modified and QMRP will monitor to ensure compliance.
specially-prescribed diets. _ Staff will be inserviced annual, PRN and
within his or her initial 30 days of
This STANDARD is not met as evidenced by: employment. QMRP will monitor to ensure |
Surveyor: 17815 © |compliance.
Based on observation, interview and record
review, the facility failed to ensure nufritional
intake in accordance with prescribed dietary
‘orders, for three of the four clients residing in the
facility. (Clients #1, #2 and #4)

The findings include:

1. Client #1 did not receive Instant Breakfast in
accordance with physidian's orders, as follows:

a. The client was observed in the facility on
October 10, 2007, beginning at 5:00 PM (when he
was alone in his bedroom) until 6:58 PM (after he
had finished dinner and retreated to his
bedroom). Observations resumed the next
morning, October 11, 2007. Client#1 was
observed leaving his bedroom at 7:05 AM (he
came to the dining room for breakfast) and
remained within view until he and his peers left for
their day programs, at approximately 8:09 AM,
The client was not being offered Instant Breakfast
during either of the observation periods.

b. While direct support staff talked about Client
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#2's Boost nutritional supplement, nothing was
said about Client #1's orders for Instant
Breakfast. Later that morning, the House
Manager indicated during the Entrance
Conference, at 10:23 AM, that Client #2's Boost
was the only specialized nutritional/ dietary order -
prescribed. There was no mention of Client #1's
order for instant Breakfast on Qctober 10 or 11,
2007. ' '

¢. The order for Instant Breakfast, twice daily,
was Identified on October 12, 2007, during the
record verification process. At 10:07 AM, review
of Client #1's physician's orders, dated October 1,

2007, revealed that he was to receive a serving of |

Instant Breakfast twice daily, as a nutritional
supplement. The House Manager was
immediately interviewed. He said there was no
Instant Breakfast in the facility at the time but that
it was"on today's shopping list."

d. The House Manager recalled having seen
Client #1 receive the supplement since the time
he (the House Manager) began working in the
facility on October 2, 2007. However, further
interview and record review revealed that the
direct support staff had not been instructed to
document the Instant Breakfast in the client's
record. Without documentation, this surveyor
could not confirm whether or not the client had
received the supplement twice daily prior to the
survey, in accordance with physician's orders.

[t should be noted that Client #1's weight chart
documented that he had weighed £8 Ibs. during.
the last half of 2006. After he went to the hospital
in February 2007 for "persistent diarrhea," his
weight dropped to 56 Ibs. He held steady at 56
Ibs. through May 2007; however, he weighed 85
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lbs. in June 2007 and dropped to 54 Ibs. in July
2007. A4 Ib. loss in weight represents a 6,9%
drop in overall body weight.

2. According to Client #2's physician's orders,
dated Octaber 1, 2007, he was prescribed Boost
nutritional supplement three times daily, to be
served in between meals. Observations and
interviews revealed that the Boost was not being
offered between meals, as follows:

a. Dinner was observed in the facility on October
10, 2007. The meal consisted of hamburgers,
french fries, mixed vegetables and fruit cocktail
for dessert. At approximately 8:29 PM, Client #2
began to stand up from his dining room chair,
even though more than 50% of his meal
remained on the plate. A direct support staff
 person asked him to "eat a little more." He
responded with "l don't want." She repeated her
request that he sit and eat, and he did. He ate
two more bites of vegetables. He stopped eating
at 6:32 PM, at which time another staff person
presented him with a can of strawberry flavored
Boost supplement. She poured the supplement
into a glass and he finished it within
approximately 80 seconds. The client left the
table at 6:34 PM.

b. Client #2 was observed at his day program on
Qctober 11, 2007, between 1:12 PM - 2:45 PM.
The client began eating his lunch at 1:24 PM. At
1:36 PM, the day program Activities Coordinator
indicated that the home sent a can of Boost
supplement daily with the client. He further
indicated that the client had experienced a period
of significant weight loss previously: however, he
thought he was "doing much better these days."
The direct support staff who was assisting Client
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#2 with his lunch ;added that she gave him the to document the delivery of prescribed and
Boost after he finished his lunch. At nutritional supplement to the individual. ongoing.

approximately 2:37 PM, interview with the day
program registered nurse revealed that the
client's appetite fiuctuated from day to day and
that "he loves sweets.”

Staff have been inserviced and will report
to the House Manager and QMRP if the
supplied are not available. House Manager

and QMRP will monitor to ensure
3. As noted in the first paragraph above, it was compliance.
determined on October 12, 2007 that Client #1 -
had not received his prescribed Instant Breakfast |
supplement during the survey period. ‘At 10:09
AM, the House Manager indicated that Client #4
also was to receive Instant Breakfast, once daily.
Client #4 was not observed receiving the
supplement during the survey, neither the House
Manager nor direct support staff had mentioned
this supplement as part of the client's dietary
regimen, there was no Instant Breakfast in the
home on October 12, 2007 and the facility had
not instituted a formal means for staffto
document giving him the Instant Breakfast, in
accordance with his physician's orders.
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1000 INITIAL COMMENTS 1000
Surveyor: 17815
A licensure survey was conducted from October

10, 2007 through October 12, 2007. A random

sample of two residents was selected from a

resident population of four men with various

degrees of disabilities. A third resident was

added for a focused review of his behavior

management plan and psychotropic medication

regimen. The findings of this survey were based

on observations at the group home and two day

programs, interviews with residents and staff and

one resident's medical guardian, as well as the

review of clinical and administrative records,

including incident reports.

1002) 3500,2 GENERAL PROVISIONS | 1002 1002.a Cross refer to W159 and W436.1  12/15/07
and adopted

Each GHMRP licensee and residencs director

.| shall demonstrate that he or she understands that
the provisions of D.C. Law 2-137, D.C. Code,
Title 6, Chapter 19 govern the care and rights of
mentally retarded persons in addition to this
chapter.

This Statute is not met as evidenced by:
Surveyor: 17815

Based on observations, interviews and record

| review, the GHMRP licensee and residence
director failed to demonstrate that he or she .
understood that the provisions of Title 7, Capter
13 of the D.C. Code (formerly called D.C. Law
2-137, D.C. Code, Title 6, Chapter 19) govern the
care and rights of mentally retarded persons.

The findings include:

I. The facility failed to demonstrate protection of

i
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| residents' rights to receive habilitation, care or and adopted

both in accordance with their Individual Support
Plans (I8Ps) [Title 7, Chapter 13, § 7-1305.04(c),
formerly § 8-1964(c)], as follows:

A. During observations at dinner on Qctober 10,
2007 and at breakfast the following morning,
Resident #1 ate with a small (child-sized) metal
spoon with a blue and green plastic handle.
Review of the resident's recard on October 12,
2007 revealed that he was prescribed a
plastic-coated spoon for use at all meals. Upon
inquiry at 7:18 PM, staff presented a coated
spoon (pink) which had not been used by the
resident during the survey. Review of staff
in-service training records revealed no evidence
that the staff observed working with the resident
on Qctober 10 and 11, 2007 had received training
on the use of his coated teaspoon.

Also see Federal Deficiency Report - Citations
W159 and W436.1.

B. Resident #1 was observed in the home on the
evening of October 10, 2007 and again the next
morning, followed by day program observations
and then additional observations that afternoon
(October 11, 2007} in the home. At no time was
the resident observed using elbow of knee pads
while he moved about 'on all fours” However, on
October 12, 2007, review of Resident #1's ISP,
dated March 21, 2007, revealed: "elbow and knee
guards were prescribed to pravent injury to these
areas of his body as he uses his elbows and
knees to mobilize when indoors <client's name>
prefers self-ambulation when indoors." At 5:10
PM, the resident said he required staff assistance
with putting them on. At 7:08 PM, two direct
support staff were asked about the pads. They
incorrectly stated that the pads should be worn
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when he was out in the community. Further
interview revealed that staff were unaware that he
should wear them while in the home. Review of
staff in-service training records revealed no
evidence that the staff observed working with the
resident on October 10 and 11, 2007 had
received training on the use of his protective
elbow and knee pads..

Also see Federal Deficiency Report - Citations
W159 and W436.2.

C. Staff interview and review of in-service
training records revealed that staff had not
received training on the use of Resident #1's
"Elbow Comfy Splint" that remained in it's
shipping carton. Staff also confirmed that the

item had been received in late May 2007, as per

the date marked on the shipping label.

Also see Federal Deficiency Report - Citations
W159 and W436.3.

| D. The facility failed to ensure staff displayed

competency in implementing Resident #2's
shoulder exercise program using a pulley. On-
October 12, 2007, review of Resident #2's annual
PT assessment, dated February 27, 2007,
revealed that the physical therapist had
recommended a shoulder exercise program
involving the use of a pulley. Observations and
staff interviews had not previously indicated the
use of a pulley for the resident's exercise
program. At 7:35 PM, two direct support staff
and the recently-hired House Manager presented’
a shipping box that contained Resident #2's
shoulder exercise puliey. Further interviews and
review revealed that (a) the pulley had been
delivered in February 2007, (b) to date, the
resident had not used the pulley, (c) staff had not

1002.c Cross refer to W159 and W436.3 |12/15/07
and adopted

1002.d Cross refer to W159 and W436.3 12/15/07
and adopted
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been trained on the proper use, and (d)
"someone" (staff not sure who) had not showed
up at a previous staff meeting for in-service
training (date not specified) and no additional
in-service training had been provided to date.

Also see Federal Deficiency Report - Citations
W169 and W4386.3. :

E. The facility failed to ensure that staff had the
necessary information and training to ensure
proper implementation and documantation of
Resident #1's communication training program.
There was no evidence that the QMRP: had met
with staff to decide upon the 10 wh and/or how
questions they were to ask the resident when
implementing the program. Staff were not writing
down the wh and/or how questions they asked, in
accordance with the program as written by the
Sspeech/ languag therapist. Staff had used a +
sign to document that they asked the resident a
guestion but did not document the resident's
response, as indicated in the program. The
House Manager and staff indicated that they had -
not received training from either the speech/
language therapist or the QMRP on how to
implement the residents' communication
programs. In-service training records.showed no
evidence that staff had received training on how
to implement the residents’ communication
programs.

1002.e Cross refer to W159.8 and adopted |12/15/07

Also see Federal Deficiency Report - Citation
W159.8. ~

F. The facility failed to ensure timely dental
follow-up for Resident #1. On October 12, 2007,
at 4:13 PM, review of Resident #1's dental record
revealed that he received a dental assessment
on October 4, 2006. On Qctober 4, 2006, the
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dentist documented "heavy calculus deposits” adopted

and recommended "patient needs scaling... will
submit pre-authorization to Medicaid..." The
resident's record documented a return visit to the
dentist on June 8, 2007, at which time the dentist
found "moderate calculus deposits" and
recommended "patient needs. scaling... will
‘submit pre-authorization to Medicaid..." Further
review of the resident's record that day revealed
no evidence that he received the recommended
scaling, one year after it was first prescribed,
Interview with the House Manager revealed that
to date, the resident had not had the scaling

performed and there was no return appointment
scheduled.

Il. The facility failed to demonstrate protection of
residents’ rights to receive a nourishing,
well-balanced, varied and appetizing diet, and
where ordered by a physician and/or nutritionist,
10 a specialized diet [Title 7, Chapter 13, §
7-1305.05(f), formerly § 6-1965(f)], as follows:

A. Resident #1 was not observed receiving
Instant Breakfast in accordance with physician's
orders and there was no Instant Breakfast in the
facility on October 12, 2007. When interviewed,
the newly-assigned House Manager and direct
support staff said the resident normally received
the supplement. However, interview and record
review revealed that the direct support staff had
not been instructed to document the Instant
Breakfast in the resident's record. Without
documentation, this surveyor could not.confirm
whether or not the resident had received the
supplement twice daily prior to the survey, in
accordance with physician's orders.

It should be noted that Resident #1's weight chart
documented that he had weighed 58 Ibs. during
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' the last half of 2006. After he went to the hospital . |and adopted a“‘? i
in February 2007 for "persistent diarrhea,” his ongomg

weight dropped {o 56 Ibs. He held steady at 56

Ibs. through May 2007; however, he weighed 55
Ibs. in June 2007 and dropped to 54 Ibs. in July

2007. A4 Ib. loss in weight represents a 6.9%

drop in overall body weight.

-B. According to Resident #2's physician's orders,
dated October 1, 2007, he was prescribed Boost
nutritional supplement three times daily, to be
served in between meals. Observations and
interviews revealed that the Boost was not being
offered between meals. Instead, the resident
was offered Boost immediately after he refused to
finish the foods served at meals in the home and:
at his day program.

C. As noted in paragraph 2.a. above, it was
determined on October 12, 2007 that Resident #1
had not received his prescribed Instant Breakfast
supplement during the survey period. At 10;09
AM, the House Manager indicated that Resident
#4 also was to receive Instant Breakfast, once
daily. The resident was not observed receiving
the supplement during the survey, neither the
House Manager nor direct support staff had
mentioned this supplement as part of the client's
dietary regimen, there was no Instant Breakfast in
the home on October 12, 2007 and the facility
had not instituted a formal means for staff to
document giving the resident the Instant
Breakfast, in accordance with his physician's
orders. -

Also see Federal Deficiency Report - Citation
W460

IIl. The facility failed to demonstrate protection of
residents' rights to have their personal records.
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kept current, and maintained in a manner that
protects privileged and confidential information
1 [Title 7, Chapter 13, § 7-1305.12, formerly §
-6-1972), as follows:

1002.f1ILa, b, ¢.d, and ¢ Cross refer to 11/30/07

A. On October 10, 2007, at 5:35 PM, a note was W24, W143 and W148 and adopted

observed posted openly on a cabinet door in the
kitchen, Review of the note revealed that it
included Resident #2's full name and a listing of
foods that he was to avoid eating due to a
medical condition. This practice failed to ensure
the confidentiality of the residents' personal
information.

B. As per subsection (5), the facility failed to
ensure that Resident #2's record reflected all
diagnostic procedures. The record reflected that
he was evaluated by a gastro-intestinal (GI)
specialist on August 21, 2007. There was no -
evidence of more recent appointments or
procedures observed in the resident's record.
However, on October 16, 2007 (post-survey), the
facility sent to the Department of Health a fax
transmittal that included, among other items, a
diagnostic report dated September 20, 2007 that
had not been in the resident's record at the time
of the survey. The report indicated that Resident
#2 underwent an upper Gl series examination on
September 20, 2007 in a hospital radiology clinic.
Across the top of the diagnostic report was an
‘electronic stamp' indicating that it was sent to the
facility earlier that same day (October 16, 2007),
almost 1 month after the procedure was
performed.

It should be noted that there were 2 handwritten
notations added to the bottom of the diagnostic
report. Whoever made those entries (in the
same handwriting) had neither signed nor dated
the entries.
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C. As per subsection (7), the facility's Acting
Qualified Mental Retardation Professional
(QMRP) failed to document the review of, and/or
revise habilitation plans once Residents #1 and
#2 successfully completed training programs.

D. As per subsection (16), the facility failed to
show evidence during the survey that staff who
were with Resident #1 at the fime that he
experienced a seizure on May 28, 2007 had
documented the signs and symptoms on a
seizure report form, in accordance with agency
policies. The only information available was that
his seizure had lasted 5 minutes and he was
subsequently taken to a hospital emergency
room for evaluation.

On October 16, 2007 (post-survey), the facility
sent to the Department of Mealth a fax transmittal
that included, among other items, a seizure report
form. The form was dated 5/2 <sic> and
described in greater detail the signs and
symptoms of a seizure that Resident #1
experienced. Further review of the form revealed
a space designated “Signature of RN or MD" had
been signed by the facility's designated LPN.

The faxed materials did not indicate the source of
the seizure report form (where it had been
located after the survey ended).

E. As per subsection (14), interviews and record
review revealed no evidence that the facility had
established a policy and procedure that specified
how facility staff should document each contact
and/or communication with guardians and/or
involved family members.

Also see Federal Deficiency Report - Citations
W124, W143 and W148
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3501.3(j) ENVIRONMENTAL REQ / USE OF
SPACE

3501.3 Each GHMRP shall be within easy
walking distance of public transportation or
demonstrate that it can provide transportation for
its residents to the following facilities:

(1) Similar facilities.

This Statute is not met as evidenced by:
‘Surveyor: 17815 '
Based on resident and staff interviews and record
verification, the GHMRP failed to provide
opportunities to participate in community. outings
of choice, to meet the needs of two of the two
residents in the sample. (Residents #1 and #2)

The findings include:

1. The facility failed to ensure Resident #1 was
-afforded the opportunity to attend live theatre
{musicals and plays) in accordance with his
assessed interest, as evidenced by the following:

a. On October 12, 2007, at approximately 4:10‘
PM, review of Resident #1's Individual Support
Plan (ISP), dated March 21, 2007, revealed the

| following statement on page 7: "Love going to
| the theatre enjoys musicals as well as plays.”

Review of his IPP revealed a service objective in
his IPP for him to "participate in a minimum of 4
recreational activities per month." However,
further review of the program reavealed that it
failed to outline potential recreational activities of
choice. Review of the resident's community
outings/ recreational activities record revealed no
evidence that he had been to a live theatre during
the previous 12 months.

1020

1020.1.aand 2 Cross refer to W136.1.a
|- d and adopted

12/15/07
and
ongoing
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b. At 5:04 PM, the resident was interviewed in
his bedroom. He confirmed that he enjoyed
attending live theatre performances but had not
had the opportunity to do so.

¢. Atapproximately 5:30 PM, interview with the
recently-hired House Manager revealed that he:
was unaware of how community outings were
selected.

d. At7:19 PM, interview with 2 direct support
staff persons revealed that Resident #1 enjoyed
going to the Chateau nightclub on Thursday
nights. His record did not, however, reflect
outings to the Chateau in recent months. The
staff acknowledged that the most.recent outing to
the Chateau was documented on March 29,
2007. Staff routinely selected activities and the
four residents usually went together, They further
indicated that since the March 29, 2007 outing to
the Chateau, requests for accessing the
resident’s personal funds to pay for admission to
the nightclub (or other activities that cost money)
had not been acted upon by administrators at the
corporate office. Review of the resident's
documented outings revealed that they consisted
of outings to parks, supermarkets, shopping
malis and/or driving past monuments and
government buildings ("sightseeing™), all at no
cost. Subsequent review of the resident's
financial records for the 8-month period
December 31, 2006 - September 28, 2007
revealed that except for a 6-day vacation to
Ocean City, MD at the end of July 2007, the
resident had not spent any personal funds for
anything, community outings included. (Note:
According to a bank statement dated September

28, 2007, his bank balance was more than
$1,000.)
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1 040

2. On Qctober 12, 2007, review of Resident #2's
record of community outings revealed a listing of
group outings that consisted of the same
activities documented for Resident #1, namely
parks, supermarkets, shopping malis or driving
past monuments and government buildings. His
record did nof reflect individualized outings of
personal choice and no recent opportunities to
attend social, religious or community group
activities,

3501.7 ENVIRONMENTAL REQ/ USE OF
SPACE

Each GHMRP shall show that it can provide
ouiside recreational activities.

This Statute is not met as evidenced by:
Surveyor: 17815
See Citation 1020 above

3502.1 MEAL SERVICE / DINING AREAS

Each GHMRP shall provide each resident w;th a
nourishing, well-balanced diet.

This Statute is not met as evidenced by:
Surveyor: 17815

Based on observation, interview and record
review, the GHMRP failed to provide a
nourishing, diet in accordance with phsyician's
orders, as follows;

The findings include:

1. Resident #1 was not observed receiving
Instant Breakfast in accordance with physician's

1020

| 024 1024  Cross refer o 1020.1.a - d and
1020.2 and adopted

l 040

12//15/07
and
ongoing
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. - and
orders and there was no Instant Breakfast in the adopted oneoin
facility on October 12, 2007. When interviewed, gomng

the newly-assigned House Manager and direct
support staff said the resident normally received
the supplement. However, interview and record
review revealed that the direct support staff had
not been instructed to document the Instant
Breakfast in the resident’s record. Without
documentation, this surveyor could not confirm
whether or not the resident had received the
supplement twice daily prior to the survey, in
accordance with physician's orders.

It should be noted that Resident #1's weight chart
documented that he-had weighed 58 lbs. during
the last half of 2008. After he went to the hospital
in February 2007 for "persistent diarrhes," his
weight dropped to 56 Ibs. He held steady at 56
Ibs. through May 2007; however, he weighed 55
lbs, in June 2007 and dropped to 54 Ibs. in July
2007. A4 lb, loss in weight represents a 6.9%
drop in overall body weight.

2. According to Resident #2's physician's orders,
dated October 1, 2007, he was prescribed Boost
nutritional supplement three times daily, to be
served in between meals. Observations and
interviews revealed that the Boost was not being
offered between meals. Instead, the resident
was offered Boost immediately after he refused to
finish the foods served at meals in. the home and
at his day program.

3. As noted in paragraph 2.a. above, it was
determined on October 12, 2007 that Resident #1
had not received his prescribed Instant Breakfast
supplement during the survey period. At 10:09
AM, the House Manager indicated that Resident
#4 also was to recsive Instant Breakfast, once
daily. Resident#4 was not observed receiving
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the supplement during the survey, neither the
House Manager nor direct support staff had
mentioned this supplement as part of the client's
dietary regimen, there was no Instant Breakfast in
the home on October 12, 2007 and the facility
had not instituted a formal means for staff to
document giving him the Instant Breakfast, in
accordance with his physician's orders.
1047| 3502.5 MEAL SERVICE / DINING AREAS | 1047 1047  Cross refer to W460 and adopted 102’1 26/07
an
Each GHMRP shall be responsible for ensuring ongoing

that meals, which are served away from the
GHMRP, are suited to the dietary needs of
residents as indicated in the Individual
Habilitation Plan.

This Statute is not met as evidenced by:

| Surveyor: 17815

Based on observation, interview and record
review, the facility failed to ensure that Resident
#2 received Boost nutritional supplement in
between meals, while he was at day program.

The finding includes:

According to Resident #2's physician's orders,
dated October 1, 2007, he was prescribed Boost
nutritional supplement three times daily, to be
served in between meals. Interviews at the day
program revealed that the Boost was not being
offered between meals. Instead, it was offered
immediately after he ate his lunch. There was no
evidence that the GHMRP had determined
whether or not the day program had been

following the resident's dietary orders prior to the
survey.

aith Regulation Adminlstration

‘ATE FORM ‘ 699 AEOQI11 If continuation shest 13 of 49




PRINTED: 10/31/2007
FORM APPROVED

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA ) LE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION &1 IDENTIFICATION NUMBER: f: ) hlnf;';:g STRU o COMPLETED
. BU

. B. WING .
09G0s58 ‘ 10/12/2007
NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CITY, STATE, ZIP CODE .

521 KENNEDY STREET, NE
SYMBRAL. WASHINGTON, DC 20011

(%4) ID - SUMMARY STATEMENT OF DEFICIENCIES [»} PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
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1052 3502.10 MEAL SERVICE / DINING AREAS 1052 1052 Cross refer to W194.a and adopted 10324/06
o any

Each GHMRP shall equip dining areas with ongoing
tables, chairs, eating utensils, and dishes
designed to meet the developmental needs of
gach resident.

This Statute is not met as evidenced by:
Surveyor. 17815

Based on observation, interview and record
review, the GHMRP failed 1o ensure that
Resident #1's coated spoon was made available
for use at all meals.

The finding includes:

On October 10, 2007, at 6:28 PM, Resident #1
was observed eating with a:small (child-sized)
-metal spoon with a blue and green plastic handle.
- The resident was observed using the same little _
spoon at breakfast the next morning. On October
12, 2007, at 4:05 PM, review of Resident #1's
Individual Support Plan (ISP), dated March 21,
2007, revealed that he was prescribed a coated
spoon. At7:18 PM PM, a direct support staff was
asked asked about the coated spoon. She
presented a teaspoon with a pink coating and
stated that this was the spoon she always
presented to the resident. The pink-coated
spoon had not been observed previously during .
the survey,

| 061 3502.19 MEAL SERVICE / DINING AREAS 1081

Each GHMRP shall have effective procedures for
cleaning alf equipment and work areas used in
the preparation and serving of foods.

1alth Regulation Adminlstration
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Continued From page 14

This Statute is not met as evidenced by:
Surveyor; 17815

Based on observation, the facility failed to
implernent effective procedures to ensure clean
and sanitary equipment and work areas used for
food preparation and serving.

The findings include:

On October 12, 2007, at approximately 3:00 PM,
inspection of the kitchen revealed:

1. dried/ hard food materials that was encrusted
on 3 out of 12 bowls stored in the dish cabinet
above the stove; and

2. grease build-up on the inside of the oven.

3502.20 MEAL SERVICE / DINING AREAS

Dishes and eating utensils shall be cleaned after
each meal and stored to maintain their sanitary
condition,

This Statute is not met as evidenced by:
Surveyor; 17815
See Citation 1061 above

3503.3(a) BEDROOMS AND BATHROOMS

Each bedroom shall be equipped with at least the
following items for each resident:

(a) Standard single or twin-sized bed;
This Statute is not met as evidenced by:

Surveyor: 17815
Based on observation, the facility failed to provide

1081

1062

1072

I061.1 and 2 Staff have been inserviced
on 10/26/2007 on the cleaning and storage
of food and the clean of all utensils,
equipment and surfaces in the kitchen area.
House Manger will monitor on a monthly
basis and as needed fo ensure compliance.
QA will monitor quarterly.

10/26/07

1062 Cross refer to 1061 and adopted. 10/26/07
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1072 | Continued From page 18 1072 1072.1  Individual # 3 mattress was 10/22/07
a bed and/or bed mattress suitable to meet the replaced on 10/12/2007 with one that was
needs of each resident. not in service. A new mattress was brought
N into service on 10/22/2007. House
The findings include; - | Manager will inspect mattress on a monthly
basis to ensure that equipment in good
1. On Octaober 12, 2007, at 3:20 PM, the . |condition. QA will monitor quarterly basis.
matiress on Resident #3's bed was sunken, ‘
concave in the center and would not provide 1072.2. Individual #2. bed has been raise per |4 /13/97
adequate support. The House Manager stated ‘the G.I. Specialist recommendation on

that he intended to replace the mattress with

T 10/13/2007. DON and QMRP will ensure
another one that was on an unused bed nearby.

that all positioning orders are completed as

2. Resident #2's gastro-intestinal specialist had directed.

recommended on August 21, 2007 that the head
of his bed be elevated. The resident's medical
chart indicated that he had ongoing problems with
reflux and gastritis. Observations and interviews,
however, revealed no evidence that his bed was
positioned in accordance with the doctor's
recommendation.

1'075| 3503.3(d) BEDROOMS AND BATHROOMS | 075

Each bedroom shall be equipped with at least the
following items for each resident:

(d) Night stand.

This Statute is not met as evidenced by:
Surveyor: 17815

Based on observation, the facility failed to provide
a night stand for each resident.

The finding includes:

On October 12, 2007, at 3:30 PM, only cne night -
stand was found in the bedroom shared by
Resident #2 and #4. And the one night stand

alth Regulation Administralion
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Continued From page 16
| present was missing a drawer.

3503.10 BEDROOMS AND BATHROOMS

Each 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.

This Statute is not met as evidenced by:
Surveyor: 17815

Based on observation, the GHMRP failed to
properly equip each bathroom with the
appropriate items to meet each resident's needs.

The finding includes:

On October 12, 2007, at approximately 3:28 PM,
no-paper cups were available in the cup
dispenser for the residents' use,

3504.1 HOUSEKEEPING

The intetior and exterior 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:
Surveyor: 17815

Based on observation, the GHMRP failed to
maintain the facility in a safe, clean orderly and
sanitary manner.

The findings include:

1075|1075  The night stand was replaced and
another placed in the room

| 082 1082 An individual that lives in the home

removes the paper towels and cups from the
| bathroom. Cups have been placed in the
bathroom. Individual is being trained on
using the items appropriately.

1 080

11/30/07

11/30/07
and
ongoing
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1090 | Continued From page 17 1080|1090  Living Room
. . - 1. The base-board has been repaired.
A walk-through inspection of the facility, 10/16/2007 P
conducted on October 12, 2007, beginning at 2. The 2 side chair have been
2:50 PM, revealed the following: disposed. 10/13/2007 '
- . Dining Room
Living Room: . The Dining Room Chair are being
. , replaced by 11/30/2007.
1. A segment of a baseboard, approximately 14 Kitchen:
inches in length, was peeled outwards, away from Cross refer to 1061 and adopted 10/26/2007
the wall behind the recliner. The Baserment
2. One of the 2 side chairs (black/purple/blue s £ug Was fetloved ffom service | 10/12/2007
u i :
pholstery) had a tear in the upholstery. The toothbrushes were replaced and | 10/14/2007
Dining Room: storage case purchased.
Resident#2 and #4 Bedroom: :
1. Two of the 4 chairs at the dining room table 1. The toothbrushes were replaced and | 10/14/2007
(black upholstery) had tears in the upholstery. storage case purchased.
Kitchen;
, 2. .The' bed spread was removed from 10/14/2007
1. see Citation 1061 above service on 10/12/2007
and replaced
The Basement:
: 3. Cross refer to 1075 and adopted. '11/30/2007
1. The edges on two areas rugs were curled
| upwards, presenting a potential trip hazard. The _ ” i bei
House Manager immediately rolled up and EXte.“";' The side ramp is being 11/30/2607
removed one of the 2 rugs. Tepaired.
. ' . The house manager has been instructed to
Resident #3's Bedroom: check these and all areas in the home on a
, ; . ‘ is. Mai 1 will
1. Resident #3's toothbrush was stored openly in monthly basis. Maintenance personnel will
ia tei ‘ : complete any structural repairs. Staff have been
his toiletry. The tooth brush was exposed to dirt | inserviced to report any defect/ needs
and Other.pOtentlal contaminants. immediately. QMRP will monitor to ensure
Residents #2 and #4s' Bedroom: compliance.
1. Resident #2's toiletry kit held 3 toothbrushes.
Two were stored openly in the kit, thereby leaving
them exposed to dirt and other potential
salth Regulation Administration
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1090| Continued From page 18 1 090

contaminants. The third toothbrush was ina
protective case; however, a foul odor was noted
upon opening the case. '

2. The bed spread on Resident #2's bed had
frayed-edges. The House Manager removed the
bed spread immediately.

3. Also see citation 1075 above
Exterior:

The wood on the lower landing portion of the
wheelchair ramp leading to the spot where the
facility van remained parked overnight was old
and showing signs of rot. The wood sagged
when an adult walked across it. There were
rotted hand rails on either side of the lower
landing, with 1 screw protruding in .a location
approximately knee high.

1084 3504.5 HOUSEKEEPING 1 004 11094 Storage of the linen close was re- 11/15/07

: organize so that the ndividual supplies are
Adequate and appropriate storage shall he designated for their personal use only.
provided for each food item in accordance with §
3502.17, each piece of cleaning gquipment, and . A padlock was placed on the storage cabinet
each supply, utensil, linen, or other household : for cleaning agents on  10/13/2007.

item., :

This Statute is not met as evidenced by:
Surveyor; 17815
| Based on observation and interview, the GHMRP

failed to ensure appropriate storage was provided
for linens.

The finding inciudes:

On October 12, 2008, at approximately 3:10 PM,
, inspection of the residents' linen closet revealed
alth Regulation Adminlstration
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Continued From page 19

that towels, wash clothes and sheets were not
stored in a manner that identified individuals'
names. The House Manager confirmed that the
residents shared towels, wash clothes and bed
sheets. The facility had not established a means
to ensure that each resident had a supply of
linens designated for their personal use only.

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:
Surveyor: 17815

Based on observation and interview, the GHMRP
failed to ensure that poisonous and/or caustic
agents were stored in a locked cabinet.

The finding includes:

On October 12, 2006, at approximately 2:54 PM,
inspection of the basement revealed a cabinet
that held cleaning agents was not without a lock.
The House Manager stated that Resident #4
routinely used the area, which was near the
washing machine and dryer. Resident #4 was
observed in that area later that day.

3504.16 HOUSEKEEPING

Each GHMRP shall assure that each resident has
at least seven (7) changes of clothing appropriate.
to his or her daily activities.

This Statute is not met as evidenced by:

1094

1095

1108
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Surveyor; 17815 _

Based on observation and interview, the facility
failed to ensure that each resident was provided
with at least seven changes of appropriate
clothing.

The findings include:

A walk-through inspection of the facility,
conducted on October 12, 2007, beginning at
2:50 PM, revealed the following:

1. Three out of 7 undershirts. in Resident #3's
dresser drawers had holes in them or were frayed
at the collar. The House Manager immediately
removed the shirts from the dresser drawers.
The resident did not have al least 7
undergarments in good repair.

2. Two out of 6 undershirts in Resident #2's

dresser drawers had holes In them and/or had

frayed collars. The House Manager immediately

removed the shirts from the dresser drawers,

The resident did not have at least 7
undergarments in good repair.

This is g repeat deficiency. See State Licensure
Report dated December 29, 2006

'3504.17 HOUSEKEEPING

Each GHMRP shali ensure that each resident' s
clothing is kept in good condition, laundered, and
cleaned.

This Statute is not met as evidenced by:
Surveyor: 17815
see Citation 1108 above

108 1108 Clothing items have been replaced for

individual #2 and#3. House manager will
monitor on a monthly basis the number and the
| condition of the clothing available and will
replace these items to ensure that adequate
supplies are available at all time. QMRP will
monitor. QA will monitor on a quarterly basis.
Administration will receive a monthly report
from the House manager on the clothing needed
of the individuals.

110.

1110 Cross refer to 1108 and adopted.

110//24/07

10/24/07
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3504.18 HOUSEKEEPING

Each GHMRP shall establish sorting and washing
procedures to ensure adequate sanitation either
by assisting the residents to perform these tasks
or by performing the tasks for the residents as
indicated in the their individual Habilitation Plan
(IHP).

This Stalute is not met as evidenced by:
Surveyor: 17815

Based on observation and interview, the facility
failed to establish a system to ensure that each
resident's personal clothing items were stored for
their use only.

The findings include:

On October 12, 2007, at 3:29 PM, a pair of jeans
shorts with Resident #4's initials was observed in
Resident #3's dresser drawers. The House
Manager said Resident #4 used to share the

-| room with Resident #3. The House Manager

immediately removed the shorts from Resident
#3's drawers.

3505.5 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:
Surveyor: 17815 .
Based on record record review, the facility failed
to hold evacuation drills quarterly on all shifts.

111

111

(135
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The manual shall incorporate policies and
procedures for at least the following:

(9) Resident life, which covers clothing,
management of funds, resident rights, discipline,
behavior management, services, parental and
guardian involvement, visitation, staff treatment of

-residents, and resident work. '

This Statute is not met as evidenced by:
Surveyor: 17815

Based on observation, interview and record
review, the GHMRP's governing body failed to
establish and implement policies and procedures
regarding parental and guardian involvement.

The finding includes:

The governing body failed to establish and
implement policies and procedures that specified
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1135} Continued From page 22 1135

The finding includes:

On October 11, 2007, fire drill records were

reviewed for the 12-month period of September

1, 2006 to August 30, 2007. There was no

documented evidence that fire drills were

conducted, on any shift, during a 5 1/2-month

period between February 5, 2007 and July 29,

2007. Records did, however, reflect that since

July 2007, the facility had conducted fire drills

timely on each shift.

This is a repeat deficiency. See Federal

Deficiency Report, dated December 29, 2006 -

Citation W440

1169| 3507.4(g) POLICIES AND PROCEDURES 1 169
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1169 | Continued From page 23 1169
how facility staff should document each contact
and/or communication with guardians and/or
invoived family members in the residents'
records.
Also see Federal Deficiency Report - Citations
W124, W143 and W148
1180 3508.1 ADMINISTRATIVE SUPPORT _ 1180
Each GHMRP shall provide adequate
administrative support to efficiently meet the
needs of the residents as required by their
Habilitation plans,
This Statute is not met as evidenced by:
Surveyor: 17815
See Federal Deficiency Report - Citations W104
and W159 '
1189 3508.7 ADMINISTRATIVE SUPPORT 1189

Each GHMRP shall maintain records of residents
' funds received and disbursed.

This Statute is not met as evidenced by:
Surveyor; 17815

On October 12, 2007, review of Resident #1's
financial records revealed the following;

1. The most recent deposit for Resident #1's
bi-weekly stipend check was documented on May
23, 2007. There was no documentation
indicating that his stipend/ paychecks received
since May had been deposited and/or accounted
for.

2. There was a 3-month gap in Resident #1's
financial record, between September 29, 2006 -

:alth Regulation Adminlstration
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1189| Continued From page 24 | 1189
{ December 31, 2008.

3. Resident #1's financial record book (receipts,
statements etc.) was in general disarray, with
documents out of sequence.

3509.3 PERSONNEL POLICIES 1203

Each supervisor shall discuss the.éontents of job
descriptions with each employee at the beginning
employment and at least annually thereafter.

This Statute is not met as evidenced by:
Surveyor: 17815 _ ‘

Based on review of personnel records, the
GHMRP failed to document annual review of job
descriptions with each employee.

The findings include:

On October 12, 2007, review of personnel
records revealed that all 10 direct support staff
(as well as other employees) had received a
review of their job description at time of hire. Six
(6) of the 10 direct support staff ($1, S2, $3, S5,
56 and S8) had been employed for longer thah a
year. Of those 6 (longtime) employees, there
was no evidence of annual reviews of their job .

descriptions for any of them, since their time of
hire.

Note: On October 15 and 186, 2007, the GHMRP
submitted additional documentation via facsimile.
Review of the faxed documents revealed no
evidence of job description reviews for the 6
aforementioned employees.

This is a repeat deficiency. See State Licensure
Report dated December 29, 2006

alth Regulation Adminlstration
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1206/ 3509.6 PERSONNEL POLICIES | 206

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 by:
Surveyor: 17815

Review of personnel records on Qctober 12,
2007 revealed no evidence of a current health
certification/inventory for the following individuals
working with the residents:

- 4 of the 10 direct support staff (S2, $8, $9 and
$10), and

-1 ofthe 4 nurses (N1)

- the podiatrist (who provided services onsite,
within the group home)

Note: The October 12, 2007 review had
identified 8 additional personnel records
(including consulting health professionals) without
evidence of health certificates. On Qctober 15.
and 18, 2007, the GHMRP submitted
documentation via facsimile verifying current _
certification for those 8 individuals; therefore they
weare not cited above. Review of the faxed
documents, however, revealed no evidence of
healih certificates for the 5 employees listed
above or the padiatrist.

This is a repeat deficiency. See State Licensure
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1222

1227

Continued From page 26

_ Report dated December 29, 2006

3510.3 STAFF TRAINING

There shall be continuous, ongoing in-service
training programs scheduled for all personnel.

This Statute is not met as evidenced by:
Surveyor: 17815

Based gn observations, interview and record
verification, the GHMRP failed to ensure that
continuous, ongoing in-setvice training programs
were conducted for all personnel.

The finding includes:

See Federal Deficlency Report - Citation W194

3510.5(d) STAFF TRAINING

Each training program shall include, but not be
limited to, the following:

(c) Infection control for staff and residents;

This Statute is not met as evidenced by:
Surveyor: 17815

During the Entrance Conference on October 11,
2007, at 11:05 AM, the House Manager stated
that the agency expected all staff assigned to
work with residents to have current first aig
training and CPR certification. On'Qctober 12,
2007, review of employee personnel records
revealed the following:

1. 4 out of 10 direct support staff (S5, S6, $9 and
S10) were without evidence of receiving first aid
training within the past 3 years.

1206

1222

1227

Cross refer to W194 and adopted.-

1,2 and 3: The administration will

"| ensure that staff update his/her
'Health, First Aid and CPR training
‘and a valid copy is filed within their
personnel file. House Manager will
‘| audit personnel files on a monthly
basis and QA will audit on a
quarterly basis. The QMRP and the
administration will received these
audit and re-concile the information
‘to ensure that the records are kept
current.

12/15/20
07

11/30/07
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This is a repeat deficiency. See State Licensure
Report dated December 29, 2006
2. 4 out of 10 direct support staff (S4, S5, S8 and
§10) were without evidence of current CPR
certification.
3. There was no evidence that 1 out of 4 nurses
(N2) working in.the facility had current CPR
| certification.
1228 3510.5(f) STAFF TRAINING ; 1229

Cross refer to W154 and W194 and 11/30/07

Each training program shall include, but not be ladopted.
limited to, the following:

(f) Specialty areas related to the GHMRP and the
residents to be served including, but not limited
to, behavior management, sexuality, nutrition,
recreation, total communications, and assistive
technologies; .

This Statute is not met as evidenced by
Surveyor: 17815

Based on interview and record review, the
GHMREP failed to ensure each training program
included specialty areas needed by the residents
being served.

The findings include:

Review of the in-service training records on
October 12, 2007 failed to show evidence of
training to direct support staff and the

recently-hired House Manager in the following
areas:

1. Residents' communication programs

2. Residents’ physical therapy and exercise
alth Ragulalion Adminlstration
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1229 Continued From page 28 1229
programs
3. Residents' adaptive equipment
4. Residents' diet orders
- Also see Citation 1002 above and Federal
Deficiency Report - Citations W154 and W194
1260 3512.1 RECORDKEEPING: GENERAL | 1260 '
\ : 0 W104 and W149 and
| PROVISIONS Cross refer t 11/30/07

adopted.
Each Residence Director shall maintain current

and accurate records and reports as required by
this section.

This Statute is not met as evidenced by:
‘Surveyor: 17815 _ ‘
Based on interview and record review, the facility
failed to. maintain current and accurate records of
residents' supports and services.

The findings include:

1. The facility failed to ensure that Resident #2's
record reflected all diagnostic procedures. On

| October 12, 2007, review of Resident #2's record
revealed that he had been seen by Gi specialists
several times, and undergone diagnostic
procedures, since he had surgery on a:hiatal
hernia in June 2006. The most recent GI'
appointment documented was on August 21,
2007. It was later determined that additional tests
had occurred but had not been documented
appropriately in the resident's record.

On October 18, 2007, the facility sent to the State
agency a fax transmittal that included, among
other items, a diagnostic report dated September
20, 2007 that had not been in the resident's

alth Regulation Adminlistration
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record at the time of the survey. The report
indicated that Resident #2 underwent an-upper Gl
series examination on September 20, 2007.in a
hospital radiology clinic. Across the top of the
diagnostic report was an 'electronic stamp'
indicating that it was sent to the facility-earlier that
same day (October 16, 2007), almost 1-month
after the procedure was performed.

It should be noted that there were 2 handwritten
notations added to the bottom of the diagnostic
report. Whoever made those entries (in the.
same handwriting) had neither signed nor dated
the entries, as required by regulation.

2. The facility failed to show evidence during the
survey that staff who were with Resident #1 at the
time that he experienced a seizure on May 28,
2007 had documented the signs and symptoms
0h a seizure report form, in accordance with
-agency policies. The only information available
was that his seizure had lasted 5 minutes and he
was subsequently taken to a hospital emergency
room for evaluation,

On October 16, 2007, the facility sent to the
Department of Health a fax transmittal that

'| included, among other items, a seizure report
| form, The form was dated 5/2 <sic> and

described in greater detail the signs and
symptoms of a seizure that Resident #1
experienced. Further review of the form revealed
a space designated "Signature of RN or MD" had

| been signed by the facility's designated LPN. .

The faxed materials did not indicate the source of
the seizure report form (where it had been

| located after the survey ended).

3. Interviews and record review revealed no

evidence that the facility had established a policy
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Cross refcr‘ to W104 and W149 and 11/30/07
adopted., '
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1260} Continued From page 30 | 260
and procedure that specified how facility staff |
should document each contact and/or
communication with guardians and/or involved
family members.
See Federal Deficiency Report - Citations W104
and W149
74| . . . 7 .
1274 3513.1(e) ADMINISTRATIVE RECORDS. | 274 A request for the necessary credential, 1130/07

Each GHMRP shall maintain for each authorized
agency ' s inspection, at any time, the following
administrative records: '

(e) Signed agreements or contracts for

. professional services;

This Statute is not met as evidenced by:
Surveyor: 17815 _

Based on record review, the GHMRP failed to
provide evidence of a written agreement or
contract with the consuiting podiatrist,

The finding includes:

Interview with the Acting Qualified Mental
Retardation Professional (AQMRP) and review of
the personnel records on October 12, 2007
revealed the GHMRP failed to have contract on.
file for the podiatrist. The AQMRP first stated
that this was because residents went to the
podiatrist's office, out in the community.
However, after it was pointed out that Resident
#1's record indicated that he was "seen at home"
on Juné 30, 2007, the AQMRP acknowledged
that the podiatrist provided treatment within the
group home, as it was "easler for the' residents.

health, resume, license and contract
agreement has been made to the
consultant podiatrist. Symbral will
ensure that a file 1s maintained on all
- [consultants who provide services in
the home.
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1274] Continued From page 31 1274

It should be noted that on October 11, 2007 a
request was made to see personnel records for
all employees and consultants, the was no file
made available for review for the podiatrist before
the survey ended the next evening.

1291 3514.2 RESIDENT RECORDS 1291 Cross refer to W260 and adopted. 11/30/07

Each record shall be kept current, dated, and
signed by each individual who makes an entry,

This Statute is not met as evidenced by:
Surveyor; 17815
See Citation 1260 above

1292 3514.3 RESIDENT RECORDS | 202 Cross refer to 1002 111.a - e and 11/30/07

- ted.
Each record shall include; but not be limited to, adop ©

the requirements of D.C. Law 2-137, D.C. Code §
6-1972 (1988 Repl. Vol.).

This Statute is not met as evidenced by::
Surveyor: 17815
See Citation 1002, section I1l{A-E). above

| 374 3519.5 EMERGENGIES : (374

After medical services have been secured, each
GHMRP shall promptly notify the resident' s
guardian, his or her next of Kin if the resident has
no guardian, or the representative of the
sponsoring agency of the resident ' s status as
soon as possible, followed by written notice and
documentation no later than forty-eight {48) hours
after the incident.

This Statute is not met as evidenced by:
Surveyer; 17815

ialth Regulation Administration '
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Cross refer to W124 and adopted. . {11/30/07
Based on interview and record verification, the -

facility failed to notify residents’ legal guardians of
significant changes in health condition and/or
incidents invalving injuries, for the ohe (out of two

- sampled) resident with a court-appointed
guardian. (Resident #2)

The findings include:

During the October 11, 2007 Entrance
Conference, at approximately 11:20 AM, the
House Manager indicated that Resident #2 had a
court-appointed guardian. Moments |ater, he
presented the resident's Individual Support Plan,
dated April 5, 2007, in which the guardian “for
medical purposes only” was documented. On
October 12, 2007, at 2:01 PM, review of the
resident's medical chart revealed a court
document that documented the appointment of
the medical guardian, effective July 19, 2001.

1. On October 11, 2007, at 8:21 AM, review of
incident reports revealed that Resident #2 was
taken to an emergency room.on May 31, 2007,
after he sustained an injury to his forehead.
Further review of the incident report failed to
show evidence that the medical guardian had
been informed.

2. On October 12, 2007, at approximately 1:15
PM, interview with the Acting Qualified Mental
Retardation Professional indicated that the
facility's policies stated that noftification of
residents' families and guardians would follow
major incidents, such as emergency room visits,
and this would be documented on the incident
report. Notification of such incidents should be
documented on the incident report. She stated
that she would seek written evidence that the
guardian was contacted about the May 31, 2007

alth Regulation Administralion ;
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Continued From page 33

emergency reom visit. No written evidence that
the guardian was informed of the aforementioned
incident was presented before the end of the
survey later that evening.

3. On October 15,.2007, at 2:20 PM, Resident
| #2's medical guardian was interviewed by:
telephone. The guardian indicated that he had
not been informed of any unusual incidents
during the past 12 months.

Also see Federal Deficiency Report - Citation
W124.

This is a repeat deficiency. ‘See Federal
Deficiency Report, dated December 29, 20086 -
“Citation W148.

3519.10 EMERGENCIES

In addition to the reporting requirement in 3519.5,
each GHMRP shall notify the Departmerit of
Health, Health Facilities Division of any other

'| unusual incident or event which substantially

Interferes with a resident ' s health, welfare, living
arrangement, well being or in any otherway
places the resident at risk. Such notification shall
be made by telephone immediately and shall be
followed up by written notification within
twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by
Surveyor: 17815

Based on interview and record review, the
GHMREP failed to ensure that the Department of
Health, Health Regulation Administration, was
notified immediately by telephone and in writing

within 24 hours of all incidents that placed the

1374

1379

Cross refer to W149.1 and 2.a and b.
QMRP will ensure that HRA 1s
notified immediately and in writing
within 24 hours of incident. Incident
Management Coordinator and QA

~ |will monitor to ensure compliance.

and

10/13/07

ongoing
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Continued From page 34

resident at risk, for two of the four residents of the
facility. (Residents #1 and #2)

The findings include:

1. On October 11, 2007, beginning at 8:20 AM,
review of incident reports revealed that on May
31, 2007, Resident #2 was taken to a hospital
emergency room after sustaining a laceration to
his forehead. There was no evidence that this
incident was reported to HRA-as required.

2. According to an incident report dated February

22, 2007, Resident #1 was transported from his
day program to a hospital emergency room via
ambulance after experiencing lethargy. There
was no evidence that this incident was reported
to-HRA as required.

3. According to an incident report dated
September 11, 2007, Resident #1 was taken to a
hospital emergency room after experiencing
stomach pain, vomiting and diarrhea. The
incident was. reported to HRA by telephone on
September 14, 2007, 3 days after he was
admitted to the hospital. During the exit
teleconference on October 15, the Acting QMRP
stated that she recalled having instructed her
staif to notify the Department of Health on the day
of the incident. There was no written evidence,
however, to verify that staff had carried out her
instructions. :

This is a repeat deficiency. See Federal
Deficiency Report, dated December 29, 2006 -
Citation W153.

3520.6 PROFESSION SERVICES: GENERAL
PROVISIONS

1379

| 404

Cross refer to W149.1 and 2.a and b.
QMRP will ensure that HRA 1s
notified immediately and in writing
within 24 hours of incident. Incident

Management Coordinator and QA

will monitor to ensure compliance.

10/13/07
and
ongoing
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© 1407

Each professional service provider shall assist, -
as appropriate, each other person who is working
with a resident in the GHMRP so that relevant
professional instructions can be implemented
through-out the resident ' s programs and daily
activities.

This Statute is not met as evidenced by:
Surveyor: 17815

Based on staff interview and record review, the
GHMRP failed to ensure the implementation of
recommendations made by the Speech
Language Therapist and Physical Therapist.

The findings include:

See-Citations 1002, sections | and ll, above, and
the Federal Deficiency Report -~ Citations W194
and W436 '

3520.9 PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall obtain from each professional
service provider a written report at least quarterly
for services provided during the preceding
quarter. '

This Statute is not met as evidenced by:
Surveyor: 17815

Based on staff interview and record review, the
GHMRP failed to provide evidence that the
Speech Language Therapist and Physical
Therapist periodically reviewed the résidents’
programs, for two of the two residents in the
sample. (Residents #1 and #2)

The findings include;

Resident #1's team met on March 21, 2007 to

ICross refer to W194 and W436 and
adopted.

1407 Cross refer to W159.7, W194 and
W436. QMRP will ensure that
consultants that recommend
formalized provide progress reports
lon the program implementation.
Consultants will provide initial
training for the goal with the QMRP
providing follow-on and support
training.

112/15/07

12/15/07
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Continued From page 36

review and update his annual plan. Resident #2's
team had done the same on March 6, 2007. Both
residents had communication programs and
physical therapy/ exercise programs. On October
12, 2007 (more than 68 months later), review of
their clinical records revealed no evidence that
the consultants had returned to the faciiity to
monitor the implementation of the programs or to

| review their progress. It should be noted that the

survey revealed a lack of staff training-and failure
to implement the programs, as written.

See Citation WI002, section I{A-E) and Federal
Deficiency Report - Citations W159.7, W194 and
W436

3520.‘1‘2‘PROFESS|ON SERVICES: GENERAL
PROVISIONS

Professional services personnel shall participate,
as appropriate, on committees concerned with

| the GHMRP ' s programs and operations.

This Statute s not met as evidenced by:
Surveyor: 17815.

Based on interview and review of committee
minutes, the GHMRP failed to enlist the ‘
participation on the Infection Control Committee. -
of professionals identified in the agency's policies
and procedures manual.

The finding includes:

On October 12, 2007, at 8:54 AM, review of the
facility's policies and procedures manual revealed
that the Infection Control Commitiee should
include participation by the medical director and
dietitian, among others. When asked about the
committee later that day, at 1:04 PM, the Director
of Nursing stated that committee membership

1407 ICross refer to W159.7, W194 and

W436. QMRP will ensure that
consultants that recommend
formalized provide progress reports
on the program implementation.
Consultants will provide initial
training for the goal with the QMRP
providing follow-on and support
training.

1411

12/15/07
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consisted of "mainly the nurses and managers."
Subsequent review of the committee's rninutes
dated August 17, 2006 and February 7, 2007
confirmed that membership consisted of nurses
and House Managers. Further interviews and
record review failed to show evidence that other

professionals’ participation on the committee had

been sought.

3521.3 HABILITATION AND TRAINING

| 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 evidericed by:
Surveyor; 17815

Based on observation, interview and record

review, the facility failed to provideé habilitation,

trammg and assistance in accordance with
residents’ Individual Support Plans (1SPs), for two

of the two residents in the sample. (Residents #1
and #2)

The findings include:

1. During observations at dinner on October 10,

2007 and at breakfast the following morning,
Resident #1 ate with a small (child-sized) metal
spoon with a blue and green plastic handie.
Review of the resident's record on Qctober 12,
2007 revealed that he was prescribed a
plastlc-coated spoon for use at all meals, Upon
inquiry at 7:18 PM, staif presented a coated
spoon (pink) WhIGh had not been used by the
resident during the survey. Review of staff
in-service training records revealed no evidence
that the staff observed working with the resident
on October 10 and 11, 2007 had received tralnmg

[-411

1422

Symbral will ensure that the Infection
{Control Committee have other
professional participation.
Administration will be provided a
copy of the meeting minutes. QA will
monitor quarterly to ensure
compliance.

Cross refer to W159 and W436.1 and
adopted.

12/15/07 |
and
ongoing -

12/15/07
and
ongoing
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1422 Continued From page 38 1 1422
on the use of his coated teaspoon.

Also see Federal Deficiency Report - Citations
W159 and W436.1.

2. Resident #1 was observed in the home on the _ :
evening of October 10, 2007 and again the next | Cross refer to W159 and W436.2 and 12/15/07
morning, followed by day program observations adopted. and _
and then additional observations that afternoon ongoing

1 (October 11, 2007) in the home. At no time was
the resident observed usmg elbow of knee pads
while he moved about ‘on all fours.! However, on
October 12, 2007, review of Resident #1's ISP,
dated March 21, 2007, revealed: "elbow and knee
guards were prescnbed to prevent:injury to these
areas of his body as he uses his elbows .and
knees to mobilize when indoors <client's name>
prefers self-ambulation when indoors." At 5:10-
PM, the resident said he required staff assistance
with putting them on. At 7:08 PM, two direct
support staff were asked about the pads, They
incorrectly stated that the pads should be worn
when he was out in the community. Furtheér
interview revealed that staff werg unaware that he
should wear them while in the home. Raview of -
staff in-service training records revealad no
evidence that the staff observed working with the.
resident on October 10 and 11, 2007 had .
received training on the use of his protective
elbow and knee pads.,

Also see Federal Deficiency Report - Citations
W159 and W436.2.

3. Staff interview and review of in-service training- _
records revealed that staff had not received Cross refer to W159 and W4d36.3 and |12/15/07
fraining on‘t_he use of Rt_asidept #1'5 "Elbow adopted. and

Comfy Splint" that remained in it's shipping .
carton. Staff also confirmed that the item had ongomng
been received in late May 2007, as per the date

salth Regulation Administration ' -
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1422| Continued From page 39 1422
| marked on the shipping label.

Also see Federal Deficiency Report - Citations
W159 and W436.3.

4. The facility failed to ensure staff displayed Cross refer 1:_0 W159 and W436.3 and [12/15/07

competency in implementing Resident #2's adopted. - and
shoulder exercise program using a pulley. On ' ongoing
October 12, 2007, review of Resident #2's annual
PT assessment, dated February 27, 2007,
revealed that the physical therapist had
recommended a shoulder exercise program
involving the use of a pulley. Qbservations and
staff interviews had not previously indicated the
use of a pulley for the resident's exercise
program. At 7:35 PM, two direct support staff
and the recently-hired House Manager presented
a shipping box that contained Resident #2's
shoulder exercise pulley. Further interviews and
review revealed that (a) the pulley had been
delivered in February 2007, (b) to date, the
resident had not used the pulley, (c) staff had not
been trained on the proper use, and (d) '
"someone” (staff not sure who) had not showed
up at a previous staff meeting for in-service
training (date not specified) and no additional
in-service training had been provided to date.

Also see Federal Deficiency Report - Citations
W159 and W436.3.

5. The facility failed to ensure that staff had the
necessary information and training.to ensure
proper implementation and documentation of
Resident #1's communication training program.
There was no evidence that the QMRP had met
with staff to decide upon the 10 wh and/or how
questions they were to ask the resident when
implementing the program. Staff were not writing
{ down the wh and/or how questions they asked, in

aith Regulation Administration
"ATE FORM sew9 AEOI1

If conlinuation sheet 40 of 45




PRINTED: 10/31/2007

guestion but did not document the resident's
response, as indicated in the program. The
House Manager and staff indicated that they had
not received fraining from either the speech/-
language therapist or the QMRP on how to
implement the residents' communication

evidence that staff had recelved training on how
to implement the residents' communication
programs.

Also see Federal Deficiency Report - Citation
W159.8.

6. The facility failed to ensure timely dental
follow-up for Resident #1. On October 12, 2007,

revealed that he received a dental assessment
on Octaber 4, 2006. On October 4, 2008, the
dentist documented "heavy caléulus deposits"
and recommended "patient needs sealing:.. will
submit pre-authorization to Medicaid...” The
resident's record documented a return visit to the

found "moderate calculus deposits" and
recommended "patient needs scaling... will
submit pre-authorization to Medicaid..." Further
review of the resident's record that day revealed
no evidence that he received the recommended
scaling, one year after it was first prescribed.
Interview with the House Manager revealed that
to date, the resident had not had the scaling

performed and there was no return appointment
scheduled,

7. Resident #1 was not observed receiving
Instant Breakfast in accordance with physician's

programs. In-service training records showed no |

at 4:13 PM, review of Resident #1's dental record’

dentist on June 6, 2007, at which time the dentist
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' ri Cross refer to W159.8 and adopted. |12/15/07
accordance with the program as written by the _ . and
speech/ languag therapist. Staff had used a + ’ )
 sign to document that they asked the resident a ongoing

Cross refer to W460 and adopted. 10/26/07
‘ and
ladopted

- ‘ 10/26/07
Cross refer to W460 and adopted and
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orders and there was no Instant Breakfast in the
facility on October 12, 2007. When interviewed,
the newly-assigned House Manager and direct
support staff said the resident normally received -
the supplement. However, interview and record
review revealed that the direct support staff had
not been instructed to document the Instant
Breakfast in the resident's record. Without
documentation, this surveyor could not confirm
‘whether or not the resident had received the
-supplement twice dally prior to the survey, in
| accordance with physician's orders.

It should be noted that Resident #1's weight chart
documented that he had weighed 58 Ibs. during
the last half of 2006. After he went to the hospital-
in February 2007 for “"persistent diarrhea,” his
weight dropped to 56 Ibs. He held steady at 56
Ibs. through May 2007; however, he weighed 55
Ibs. in June 2007 and dropped to 54 lbs. in-July.
2007. A4 1b. loss in weight represents a 6.9%
drop in everall body weight.

8. According to Resident #2's physician's orders, .
dated October 1, 2007, he was prescribed Boost Cross refer to W460 and adopted. 10(/126/07
nutritional supplement three times daily, to be : an

served in between meals. Observations and adopted
interviews revealed that the Boost was not being
offered between meals. Instead, the resident
was offered Boost immediately after he refused to
finish the foods served at meals in the home and
at his day program.

Also see Federal Deficiency Report - Citation
‘W40

9. Resident #2's gastro-intestinal specialist had
recommended on August 21, 2007 that the head
of his bed be. elevated. The resident's medical
chart indicated that he had ongoing problems with

:alth Regulation Administration
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| 422 Continued From page 42 1422 Cross refer to 1072.2. Individual #2.  {10/13/07
refiux and gastritis. Staff interviews on October bed has been raise per the G.1. and
10 aﬂdtﬁ 1'I 200b7' at'6é53 F"'?’lRan?d"OffézAr‘g ] Specialist. 10/13/2007. DON and ongoing
respectively, observation of Resident #2's be . R
and bedroom on October 12, 2007, and review of | QMRP will ensure that al! posttioning
his chart on October 12, 2007, beginning at orders are completed as directed.
approximately 9:25 AM, revealed no evidence Charge Nurse and DON will monitor
that facility nurses ensured that the head of to ensure that all orders are implement;
Resident #2's bed was kept elevated, in dd ted i tifn elv manner
-accordance with the gastro-intestinal specialist's ana documented 1n a Y :
August 21, 2007 recommendation. Resident #2's
HMCP had been reviewed and updated by the
consulting RN on September 29, 2007. However,
review of the MHMCP revealed that it did not reflect
the gastro-intestinal specialist's August 21, 2007
recommendation to keep the head of his bed
elevated.
1 424} 3521.5(a) HABILITATION AND TRAINING | 424
Each GHMRP :shall make modifications to the 12/15/07

resident' s program at least every siX (6) months
or when the client:

(a) Has successfully completed &n objective or
objectives identified in the Individual Habilitation
Plan;

This. Statute is not met as evidenced by:
Surveyor: 17815

Based on observations, staff interviews and
record review, the Acting Qualified Mental
Retardation Professional (QMRP) failed to review
and revise the Individual Program Plan (IPP)
once the resident successfully. completed an .
objective identified in the IPP, for two of the two
residents in the sample. (Residents #1 and #2)

The findings include:

The facility's Acting QMRP failed to revise

Cross refer to W255 and adopted.
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1424, Continued From page 43 1424

Resident #1's and #2's program objectives aiter
| several months of the residents’ demonstrating
successful completion of the objectives.

See Federal Deficiency Report - Citaion W255

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
chapter, and other applicable District and federal
laws.

This Statute is not met as evidenced by:
Surveyor; 17815
~A. Based on interview and record verification, the
facility failed to ensure the right of each resident's
legal representative to be informed of the
resident's medical condition and proposed
procedures, for one of the two residents in the
sample. (Resident #2)

The findings include: -

During the Octob_er 11, 2007 entrance Cross refer to W124 and W148 and [11/30/07

conference, at approximately 11:20 AM, the . ‘ladopted. : and _
House Manager indicated that Resident #2 had a ongoing
court-appointed guardian. Moments later, he ‘
presented the resident's Individual Support Plan,
dated April 5, 2007, in which the guardian "for
medical purposes only" was documented. On
October 12, 2007, at 2:01 PM, review of the
resident's medical chart revealed a gourt
document appointing the medical guardian,
effective July 19, 2001.

On October 12, 2007, at 9:21 AM, review of a
report prepared by Resident #2's medical

ralth Regulation Adrministration
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1500 | Continued From page 44 I 500

guardian, dated July 19, 2006, revealed “a couple
of hospitalizations for gastric problems" during
the previous year. The guardian's most recent
documented visit to the facility was June 25,
2006. The resident's medical chart revealed that .
he had undergone surgery in June 2008 to repair
a hiatal hernia, and had a history of Gl bleeding,
mild esophagitis, Barrett's esophagus syndrome
and left sided colitis. Further review of the
resident's record revealed the following:

the Sbdommon carropan  pasound procedurs of (Cross refer to W124 and W148 and  |11/30/07
o ladopted. ' _ and
2. He had undergone upper Gl tests on October , ongoing
24,2008. This was 3 months after the last '
documented contact by the facility to the medical
guardian.

3. A case conference was held on December 7,
2006 at which time some members of his
interdisciplinary team met to review 3 reports
prepared by an outside entity regarding his
nutritional intake and the use of Boost nutrition.
supplement three times daily.

4. The former House Manager documented a
June 14, 2007 visit to a Gl clinic at which time the
doctor refused to provide services and referred
Client #2 back to the doctor who had performed
the hernia operation in June 2008.

5. There were visits to Gl consultants.on June .
26, 2007 and on August 21, 2007 (reflected
"episodes of vomiting in June..." and
recommended "patient should have head of bed
elevated” and a "barium swallow study with upper
Gl series..." It should be noted that one of the GI
specialists contacted by the facility since then had
refused to serve the resident because he no

ialth Regulation Administration
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500 Continued From page 45 1900 lcross refer to W124 and W148 and  [11/30/07

longer accepted DC Medicaid insurance. adopted. and

The resident's record, however, failed to show - ongome
evidence that the medical guardian had been

1 kept informed by the GHMRP of the resident’ s
~ongoing gastro-intestinal status and
appointments, as outlined above..

8. On October 12, 2007, at approximately 1:15

' PM, interview with the Actlng Qualified Mental
-Retardatlon Professional (AQMRP) indicated that
she believed that Resident #2's medical guardian
had been notified of the resident's medical issues
and team meetlngs Further interviews and
record review, however, revealed no. evidence
that the fagility had estab!ishe_d a policy and
procedure that specified how facility staff should
document each contact and/or communication
with guardians (and/or involved family members),

7. On Qctober 16, 2007, the facility sent to the
State agency a fax transmittal that included,
among other items, a diagnostic report dated
September 20, 2007 that had not been in the
resident's record at the time of the survey. The
report indicated that Resident #2 underwent an
upper Gl series.examination on September 20,
2007 in a hospital radiology clinic due to "nausea
and vomiting." The report's conclusion included
the following: "Moderate sized hiatal hernia with
distal esophageal stricture. Would recommend
upper endoscopy to correlate further." The
documentation, however, did notreflect any
contact with the resident's medical guardian.

8. A telephone interview with Resident #2's
medical guardian on October 15, 2007, at 2:20
' PM, revealed that he had not been notified of the
resident's medical consultations or health status
~during the past 12 months.
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See Federal Deficiency Report - Citations W124
and W148
B. Based on interviews and record verification, Cross refer to W143 and adopted. 11/30/07
the facility failed to promote the participation of ' and

family members and/or legal guardians in the donted
active treatment process, for two of the two _ adopte
residents in the sample. (Residents #1 and #2)

See Federal Deficiency Report - C‘it:ation W143

C. Based on interviews and record verification, P ; , 1 AN
the facility failed to establish and/or implement Cross refer to W1491. and 2.aand b |11/30/07
policies that ensured the health and safety of its and adopted.
residents, for two of the four residents residing in-
the facility. (Residents #1 and #2)

The findings include:

1. Although the Acting QMRP stated that all
incidents, including injuries of unknewn origin,
were reported immediately to their administrator,
review of incident-related documentation failed to
show evidence that their administrator was being
notified. Review of the agency's Incident
Management policies revealed that they-did not
specify how facility staff should document said
notification.. Further interview with the Acting
QMRP and the incident Management Coordinator
confirmed that there was no established policy
proscribing how the notification of their
administrator should be documented.

2. Cross-refer to Federal Deficiency Report.- Cross refer to W153 and 1379 and 11/30/07
Citation W153 and Citation 1379 above. The adopted.
facility failed to consistently report significant.

| incidents, including injuries of unknown origin, to

1 the Department of Health and on a timely basis.

| For example, Resident #1's emergency room visit
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1500| Continued From page 47 1500
on February 22, 2007 due to lethargy, and
Resident #2's emergency roomi visit on May 31,
2007 after sustaining a laceration to his forehead,
were not reported.
3. Cross-refer to Federal Deficiency Report - Cross refer to W154 and adopted. 11/30/07

Citation W154. The facility failed to promptly
investigate Resident #2's injury, after staff
presented contradictory information, to determine
whether its policies prohibiting abuse and neglect
had been implemented.

4. Cross-refer to Federal Deficiency Report - _
Citation W156. The facility failed to consistently Cross refer to W156 and adopted.  |11/30/07
report the resuits of all incident investigations :

within 5 working days. For example, Resident
#2's May 31, 2007 incident investigation report
was dated June 21, 2007 and there was no
documented evidence that the administrator had
been notified of the results priar to issuance of
the report. .In addition, the resident's medical
guardian and the Department of Health were.not
made aware of the incident or the investigative:
findings.

D. Based on observation, the facility failed to - ‘

implement an effective system to protect the ' Cross refer to W130 and adopted. 11/30/07
residents' rights for privacy during medication : »

administration, for three of the four residents of
the facility. (Residents #1, #2 and #4)

The findings include:

The evening medication pass was observed on
October 10, 2007, baginning at 5:50 PM. The
medication nurse did not protect the residents’
right to privacy during the administration of
medications, as they were all gathered at the
dinner table in the dining room.
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This-is a repeat deficiency. See Federal
Deficiency Report, dated October 14, 2005 -
Citation W130

E. Based on resident and staff interviews and
record verification, the facility failed to provide
opportunities to participate in community outings
of choice, to meet the needs of two of the two
residents in the sample. (Residents #1 and #2) .

The findings inciude:

1. The facility failed to ensure Resident #1 was | Cross refer to W136 and adopted. 12/15/07
afforded the opportunity to attend live theatre .

(musicals and plays) in accordance with his
assessed interest, He aiso had not been taken to
a weekly dance club (also a known preferred
activity) since March 2007. Staff reported °
problems accessing the resident's funds for this
and other activities in the community.

2. Resident #2's records also failed to reflect Cross refer to W136 and adopted. 12/15/07
social or community activities of personal choice/
preference.

See Federal Deficiency Report - Citation W136
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R 1221 4701.2 BACKGROUND CHECK REQUIREMENT | R 122

Except as provided in section 4701.8, each
facility shall obtain a criminal background check,
and shall either obtain or conduct a check of the
District of Columbia Nurse Aide Abuse Registry,
before employing or using the contract services
of an unlicensed person.

This Statute is not met as evidenced by:
‘Surveyor: 17815 ,

There was no evidence that the GHMRP obtained
a criminal background check for one of the ten
direct support staff. The personnel file for this
employee (S5) indicated an initial hire date of
4/30/99; however, interview with the Acting
QMRP/ Director of Nursing indicated that the
employee had left the agency for a while. She
was unsure of the date when the employee was
rehired. There was no background check
evidenced for either periods of employment.

- R125 4701.5 BACKGROUND. CHECK REQUIREMENT | R 125

The criminal background check shall disclose the
criminal history of the prospective employee 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.

This Statute is not met as evidenced by:
Surveyor: 17815

Based on the review of personnel records, the
GHMRP failed to ensure criminal background
checks for the previous seven (7) years, in all
jurisdictions in which the employees had worked
or resided within the seven (7) years prior to the
check.
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R122

- R125

4701.2 BACKGROUND CHECK REQUIREMENT

| Except as provided in section 4701.8, each

facility shall obtain a criminal background check,
and shall either obtain or conduct a ¢heck of the
District of Columbia Nurse Aide Abuse Registry,

before employing or using the contract services
of an unlicensed person.

This Statute is not met as evidenced by:
Surveyor: 17815 .

There was no evidence that the GHMRP ‘obtained
a criminal background check for one of the ten
direct support staff. The personnel file for this
employee (S5) indicated an initial hire date of
4/30/99; however, interview with the Acting .
QMRP/ Director of Nursing indicated that the
employee had left the agency for a while. She
was unsure of the date when the employee was
rehired. There was no background check
evidenced for either periods of employment.

4701.5 BACKGROUND CHECK REQUIREMENT

The criminal background check shall disclose the
criminal history of the prospactive employee or
contract worker for the previous seven (7) years,
in all jurisdictions within which the prospsctive
employee or contract worker has worked or

resided within the seven (7) years prior to the
check.

This Statute is not met as evidenced by:
Surveyor. 17815

Based on the review of personnel records, the
GHMRP failed to ensure criminal background
checks for the previous seven (7) years, in all
jurisdictions in which the employees had worked

or resided within the seven (7) years prior to the
check,

R 122

R 1256

Symbral will ensure that staff provide
criminal back ground check for all area that
they have lived and worked in prior to being
hired. The House manager will review the
personnel file at the administration of any
new staff (newly hired and transferred) sent

[to the home within five (5) working days to

re-check and ensure compliance. QA will
monitor quarterly to ensure compliance.

11/30/07
and
ongoing
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R 1256| Continued From page 1 R125  |Cross refer to R122 and adopted. 111/30/07
The findings include;
Review of the personnel files on October 12,
2007 revealed no evidence of comprehensive
criminal background checks for 3 of the 10 direct
support staff, as follows:
55 - no background check documented (date
of hire not indicated)
' 89 - A DG check was documented; however,
she lived in Maryland
810 - Maryland and DC checks were
documented; however, he had worked in VA:
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