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W 000/ INITIAL COMMENTS

The recertification survey was conducted from
July 24, 2007 through July 27, 2007. The survey
was initiated using the full survey process. A
random sample of three clients was selected from
a residential population of three females and
three males with mental retardation and other

disabilities.

The findings of the survey were based on
observations at the home and three day
programs, interviews with clients and staff, and
the review of records, including incident reports.
The outcome of the survey revealed that the
facility failed to be in compliance with the
Condition of Participation of Governing Body and

Active Treatment.

483.410 GOVERNING BODY AND
MANAGEMENT

W 102

The facility must ensure that specific governing
body and management requirements are met.

This Condition is not met as evidenced by:
The governing body failed to maintain general
operating direction over the facility to ensure
clients' habilitation needs were adequately
addressed. [See W104]

The systemic effect of these practices resulted in
the failure of the governing body to adequately
manage and govern the facility and to operate in
compliance with the Conditions of Participation in
Active Treatment [See W195].

W 104/ 483.410(a)(1) GOVERNING BODY

W 000

In the future, the governing body
will maintain general operating
direction over the facility to ensure !
that each client’s habilitation is |
adequately addressed, The ‘
Administrator attended the ‘
Individual Support Plan meeting
for Client #3 on August 13, 2007,

to observe, offer recommendations |
regarding the transition plan, and to i
assist in the treatment planning
process. (See Attachment #£) The |
Administrator wi]] periodically f
attend Individual Support Plan |
meetings to ensure that each :
client’s habilitation needs are being :
addressed. (Also see W 104) '

W 102

Q |¢D| of
In the future, the governing body
will adequately manage and govern '
the facility and operate in
compliance with the Conditions of
Participation in Active Treatment.
(Also see W 195)

Q\‘I O\DT

W 104 |

TITLE (X6) DATE

e K ek G

RECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE‘S SIGNATURE

£-31-07

Any deficiency statement ending with an as@
other safeguards provide sufficient protectio

following the date of survey whether or not a
days following the date these documents are

isk (*) denotes a deficiency which the institution

may be excused from carrecting providing it is determined that
rsing homes, the findings stated above are disclos
s, the above findings and plans of correction are dj
cited, an approved plan of correction is requisite to continued

program participation.
‘ORM CMS-2567(02-99) Previous Versions Chsolete

CQ2911 If continuation sheet Page 1 of 24



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

Printed: 08/07/201
FORM APPROVE
OMB NO. 0938-03¢

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
09G193

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING COMPLETED
B. WING

07/27/2007

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

WESTVIEW 02 74 'W' ST. NW .
WASHINGTON, DC 20015
(X4) 1D 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 104| Continued From page 1 W 104 /
The governing body must exercise general policy, In the future, the governing body
budget, and operating direction over the facility. “will exercise general policy,
budget, and operating direction
over the facility to ensure that the
This Standard is not met as evidenced by: deficiencies cited throughout this Q\| Aot
Based on observation, interview and record report are not repeated. :
review during the recertification visit on July -
24-27, 2007, the facility's Governing Body failed
to provide operating direction and monitoring as
evidenced by the deficiencies cited throughout
this report. Client # 2's guardian attended the
W 124/ 483.420(a)(2) PROTECTION OF CLIENTS - W124]  Sixth Month Review meeting on

RIGHTS July 23, 2007, at which time Client

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:
Based on observation, interview and record
verification, the facility failed to ensure the right of
each client or their legal guardian to be informed
of the client's medical condition, developmental
and behavioral status, attendant risks of
treatment, and the right to refuse treatment for
two of the three clients in the sample. (Clients #1
and #2) -

The findings includes:

# 2's medical status, medications, |
training programs, and Behavior
Support Plan were reviewed. (See |
Attachment #§) When presented |
with the required consent forms, i
the guardian wanted to meet with
the QMRP to review Client # 2's
records before singing the forms, |
At the time of the survey, the
QMRP had not met with Client #
2's guardian, despite numerous
attempts to contact the guardian.
The guardian, who was unable to
be contacted due to illness, was )
contacted on August 28, 2007 and a .
meeting was scheduled. The “
consent form for the use of
psychotropic medication was

‘ORM CMS-2567(02-99) Previous Versions Obsolete

1. During th . ‘ Julv 24 signed by Client # 2s guardianon |
- During the entrance conference on July 24, August 29. 2007. ; : \
2007 at 3:00 PM, the Qualified Mental p 1§)s »2007. (See Attachment | | QUO|OF
Retardation Professional (QMRP) indicated that
Client #2 received psychotropic medications for
CQ2911 If continuation sheet Page 2 of 24
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W 124 Continued From page 2

her maladaptive behavior. Observations during
the medication administration at 8:45 AM
revealed that Client #2 received Seroquel 400
mg, Ativan 0.5 mg, Tegretol 300 mg and
Risperdal 3 mg. Interview with the medication
nurse revealed that the client received this
medication for her maladaptive behaviors. During
the record verification process on July 24, 2007, it
was confirmed by the client's current physician
orders, that the client received the
aforementioned medications as well as Sertraline
100 mg in the morning.

On July 25, 2007, further review of Client #2's
record failed to provide evidence that written
informed consent had been obtained for the use
of the aforementioned medication. Continued
review of Client #2's records revealed a
Psychological assessment dated November 17,
2006, that documented the client had moderate
mental retardation and lacked the capacity to
process information effectively to make sound
decisions.

At the time of the survey, the facility failed to
provide evidence that the potential risks involved
in using this medication, or her right to refuse
treatment had been explained to the client and/or
legal sanctioned representative.

2. The facility failed to obtain consents prior to
the use of sedation for medical appointments
and/or to notify the client's guardian regarding the
risks and benefits of treatments for one of the
three clients in the sample. (Client #1)

Review of Client #1's physician orders on July 25,
2007 at approximately 9:00 AM revealed the
following sedations for medical procedures:

2. The guardian for Client #°1
signed all required consent forms
on By 2§, 2007. (See Attachment |
# 13). As noted, consent was not f
provided for the pre-sedation ,
medications administered on the |
dates cited in this survey. A ;
consent form for pre-sedation
medication, for the purpose of |
recommended medical procedures, |
was developed and will be singed |
by the client’s guardian prior to its -
administration. (See Attachment |
#14) The Nursing Coordinator will .
ensure that this practice is followed |
with oversight conducted by the
QMRP.

Of\to\o}
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a. On March 22, 2007, the client received Ativan
5 mg prior to a scheduled MRI;
b. On February 19, 2007, the client received
Ativan 3 mg prior to MRI; and
c. On July 20, 2006, the client received Ativan 5
mg prior to CT scan of the abdomen and pelvis.
Interview with the Qualified Mental Retardation
Professional (QMRP) on July 24, 2007 at : hat the Informed
approximately 3:00 PM, revealed Client #1 has a Atthe m.‘le tlaf p dati |
legal guardian. Consent Form or Pre-sedation
: Medication is signed, the following |
On July 25, 2007, further review of Client #1's information will be explained to the ‘
record failed to provide evidence that written client, his/her guardian, and the l
informed consen_t had been' ob?ained for the use available family members: the |
of the af?rglf”e't‘;j"f‘e" meglcatlonsl. c(j:ontmued potential risks involved in using the |
review of Clien s records revealed a prescribed medication, an ‘

Psychological assessment dated November 17,
20086, indicated that the client's cognitive abilities
tested in the severe range of retardation and he

alternative treatment plan, and the
client’s right to refuse the !

| lacked the capacity to process information prescribed treatment. (See
effectively to make sound decisions. Attachment 14) The Nursing g
Coordinator will ensure that this
At the time of the survey, the facility failed to _ i sight |
provide evidence that the potential risks involved pra(z]tlcc::; go}lt%wgil\\;{{tg oversig \ 3
in using this medication, or his right to refuse conducted by the - - C[ O\

treatment had been explained to the client and/or
legal sanctioned representative. [See W263]

W 130| 483.420(a)(7) PROTECTION OF CLIENTS W 130
RIGHTS

The facility must ensure the rights of all clients,
Therefore, the facility must ensure privacy during
treatment and care of personal needs.-

This Standard is not met as evidenced by:
Based on observation, and interview, the facility

FORM CMS-2567(02-98) Previous Versions Obsolete CQ2911 ‘ If continuation sheet Page 4 of 24
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failed to ensure the right to privacy during the o . Lo
evening medication administration for one of the Th.c;lNursgng _Coordmator tnstructed
three clients in the sample. (Client #1) eac mt’fdlcatlo_n nurse to ensure
that optimal privacy is given to
The findings include: each client during medication \‘
. _ administration. (See Attachment # ‘
During the evening medication administration on 15) If the client does not remain in |
July 24, 2007 at 6:55, the Rgglsgered Nurse (RN) the in the medication room until |
called Client #1 into the medication room. The the administra; fhis/ |
client refused to enter the medication room and administration of his/her ?
was observed to go up the stairs and stand at the ‘ medlcat.lon 18 Cqmplet.e, an
front door. Interview with the RN indicated that alternative Jocation will be sought,
the client will not stay downstairs to receive his such as the client’s bedroom, which [
medications. The RN was observed going would also allow for privacy during |
upstairs and administered the client's medications the administration of medication. |
while the client stood at the front door. Additional The Shift Supervisor will assist T
observations of the front door revealed that  with >up hat thi sist
passerby could see into the house from the porch WIth ensuring that this practice is |
and street. carried out. Oversight will be ;
conducted by the Nursing .
W 148 483.420(c)(6) COMMUNICATION WITH W 148 . ‘ '
CLIENTS, PARENTS & Coordinator and the QMRP. 8! I|O|OT
The facility must notify promptly the client's
parents or guardian of any significant incidents, or
changes in the client's condition including, but not
limited to, serious illness, accident, death, abuse,
or unauthorized absence.
This Standard is not met as evidenced by:
Based on interview and record review, the facility
failed to document prompt notification of parents
or guardians of significant incidents or change in
client's condition, for one of the three clients in
the sample. (Client #2)
The finding includes:
Review of Client #2's nursing notes on July 26,
2007 revealed an entry dated May 9, 2007 that
CQ2911 If continuation sheet Page 5 of 24
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indicated an apparent change in the client's Client #2's attorney and case -
| speech within the previous 24 hours. The client manager were notified, verbally, bY

appeared to be talking with a "thick" tongue the QMRP of the incident

sound. The client was sent to the local mentioned in this survey report, at

emergency room for evaluation. On July 24, the time of the incident. However,

20?7 at aPPTCf)XimateWt 2308 Pl\lnf dc;lwl]g tth? her guardian and available family

entrance conference, the Qualified Menta . . ;

Retardation Professional (QMRP) indicated the ;‘;fnbers ey n"; nofified. Client

client has a legal guardian and an aunt who was S giardian, an .avallable family J

involved in her habilitation and care. Review of members were notified, by the "

the the nursing and Quilafied Mental Retardation Incident Management Coordinator, |

notes incident revealed that the guardian/family in writing, on August 27, 2007.

members were not notified of this chnage in the - (See Attachment # 1) In the J

client's spee?h. The QMRP further indicated that ! future, all persons involved in the

notification of guardians/family members are C aliant? . o ;

documented o?\ incident reports. : f:hent §care will be notified . |
immediately by telephone and in =~ |

W 153 483.420(d)(2) STAFF TREATMENT OF w183 | - writing of any unusual incidents,

CLIENTS

The facility must ensure that all allegations of
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 procedures.

This Standard is not met as evidenced by:
Based on observation, interviews with medical
and direct care personnel, the facility failed to
ensure that all injuries of unknown source, were
reported immediately to the administrator or to
other officials in accordance with State law
through established procedures for one of the
three clients in the sample.

The finding includes:

On July 25, 2007, Client #2's nursing notes
included in the medical record were reviewed and

changes in medical status, ‘
emergency room visits, and
hospital admissions. This process |
will be monitored by the QMRP |
with oversight by the ‘
Administrator.

C—i\no'\o}
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revealed that on May 9, 2007, the client The incident regarding the change
+ | experienced an apparent speech change within in Client # 2's speech was 1
the previous 24 hours. The client appeared to be documented and investigated. !
talking with a "thick" tongue sound. The client Documentation of the incident was |
was sent to the local emergency room for . !
evaluation. Interview with the Qualified Mental file.ccllaccordmgly. dA tclzlopy of the f
Retardation Professional (QMRP) revealed that tncident report and other
the change i in the client's speech was not documentation is attached for i'
documented in an incident report. Review of the review by the Department of |
facility's policy revealed that all injuries are to be Health. (See Attachment # 16) In
reported on an incident report and notifications the future, all incidents, including “
Tid%w-rher'i.e' was n% evudenc? Lhat the irt\rj;ury of those of unknown origin, changes |
fancil?ty'snpglig;/n was documented as per the in a client’s medical status, hospital .
' admissions, and ER visits willbe |
W 154/ 483.420(d)(3) STAFF TREATMENT OF W 154

CLIENTS

The facility must have evidence that‘all alleged
violations are thoroughly investigated.

This Standard is not met as evidenced by:
Based on review of medical records, the facility
failed to document that an investigation had been
conducted relating to a change in the speech
condition for one of three clients in the sample.
(Client #2)

The finding includes:

On July 25, 2007, Client #2's nursing notes were
reviewed and revealed that on May 9, 2007, there
was an apparent change in the client's speech
within the previous 24 hours. The client appeared
to be talking with a "thick" tongue sound. The
client was sent to the local emergency room for
evaluation.

There was no evidence that this incident of
unknown origin had been investigated. [See

documented properly and persons |
involved in the client’s care will be |
notified immediately, by telephone, |
and followed up in writing within i
24 hours, The documentation will |
describe the incident, actions taken, |
and the outcome. This process will !
be completed by the Incident }
Management Coordinator, and !
monitored by the QMRP and the |
Administrator as an incident i

occurs, Alioloy

‘ORM CMS-2567(02-99) Previous Versions Obsolete
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W 159 483.430(a) QUALIFIED MENTAL w159 | W 154 !
RETARDATION PROFESSIONAL ‘The unusual incident ¢ited in the
nursing notes on May 9, 2007 was
Each client's active treatment program must be investigated by the Incident
quiaiied mhentalretardation profesaional Management Coordinator. (See
fktt:':lchment # 16) In the future, all
mcidents of known and unknown
This Standard is not met as evidenced by: origin will be investigated by the :
Based on observation, staff interview and record Incident Management Coordinator I
review, the facility's Qualified Mental Retardation in accordance with regulations and
Professional (QMRP) failed to adequately, facility policies and procedures. ‘
monitor, integrate and coordinate clients active Monitoring of thi . . ]
treatment programs for three of three client in the | & s practice will be |
sample. _ _ condqcted by the QMRP with
oversight by the Administrator. i o
The findings include: | | Q\ID\CI(
1. The facility's QMRP failed to integrate or
coordinate an aggressive active treatment plan, a _
least restrictive environment or an alternative W 159
residential placement. [See W197] 1. In the future, the QMRP will ;
. integrate and i f
2. The facility's QVIRP failed to ensure that Client aggrgezsivenclt‘.’r coordinatean |
#2's legal guardian or family member participated loast > active tl'?atment plan, a ;
in her annual Individual Support Plan (ISP) cast restrictive environment, {
meeting. [See W209] and/or an alternative residential ‘
covironment. (See also 1421 #2)
3. The facility's QMRP failed to ensure that the ) Q 10 07’
Individual Program Plan (IPP) included objectives
to meet the client's needs. [See W227]
4. The facility's QMRP failed to ensure that
clients' IPP included training in personal skills in
both formal and informal setting. [See W242]
5. The facility's QMRP failed to ensure that each
client was provided opportunities to make choices
during snack time. [See W247]
If continuation sheet Page 8 of 24
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RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.

This Standard is not met as evidenced by:
Based on observation, staff interview and record
review, the facility's Qualified Mental Retardation
Professional (QMRP) failed to adequately,
monitor, integrate and coordinate clients active

treatment programs for three of three client in the |

sample.
The findings include:

1. The facility's QMRP failed to integrate or

coordinate an aggressive active treatment plan, a |

least restrictive environment or an aiternative
residential placement. [See W197]

2. The facility's QMRP failed to ensure that Client
#2's legal guardian or family member participated
in her annual Individual Support Plan (1SP)
meeting. [See W209]

3. The facility's QMRP failed to ensure that the
Individual Program Plan (IPP) included objectives
to meet the client's needs. [See W227]

4. The facility's QMRP failed to ensure that
clients' IPP included training in personal skills in
both formal and informal setting. [See W242]

5. The facility's QMRP failed to ensure that each
client was provided opportunities to make choices
during snack time. [See W247]
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W1563
] W159
W 159| 483.430(a) QUALIFIED MENTAL W158 1 2 Client #2's guardian and

: (See Attachment # -

. implemented by the direct care
¢ staff. (See Attachment # 1) ‘
. Monitoring of this objective will be |

available family members were
notified, in writing, of the

Individual Support Plan meeting.
However,

the guardian nor the family member :
attended the meeting. The QMRP
will continue to give each client’s |
guardian, family members, and
others involved in their care the
opportunity to attend the client’s
meeting through timely written \
notification of the scheduled
meeting.

Q\\D\D‘{

3. In the future, the QMRP will
ensure that the IPP includes !
objectives that meets the client’s
needs as identified in the
comprehensive assessment tooth
brushing objective was developed
for Client # 1 and is currently bemg

performed by the QMRP on a 1
monthly basis and revised as
needed. (See also 1432}

aot
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W 159 | 483.430(3) QUALIFIED MENTAL w1sg| 4 Inthe future, the QMRP will
RETARDATION PROFESSIONAL ensure that the client’s IPP |
' . included training in personal skills

Each client's active treatment program must be in both the formal and informal !
integrated, coordinated and monitored by a setting. Upon Client # 1's ;
qualified mental retardation professional. admission to the home, in ;

December 2003, training objectives |
regarding personal living skills ‘

This Standard is not met as evidenced by:
were developed. Per the

Based on observation, staff interview and record

review, the facility's Qualified Mental Retardation documentation reviewed, staff {
Professional (QMRP) failed to adequately, reports, and clinician’s |
monitor, integrate and coordinate clients active observation/assessment, Client # 1 |
treatment programs for three of three client in the | reached his maximum potential J
sample. : . . . i

with formulated objectives. \

Therefore, objectives were |

The findings include:
discontinued. Client # 1's IPP was

1. The facility's QMRP failed to integrate or revised and includes objectives to g
coordinate an aggressive active treatment plan, a | " meet Client # 1's needs. (See !
least restrictive environment or an alternative 1,
residential placement. [See W197] Attachment # 13) Q\IO\_DT
2. The facility's QMRP failed to ensure that Client 1 s. The staff were in-serviced on ‘
#2's legal guardian or family member participated prov'ﬁ'ﬂlg)choice for the consumers |
in her annual Individual Support Plan (ISP) : during snack time. (See :1
meeting. [See W209] Attachment }§). They were !
iy : instructed, by the QMRP, to ?

3. T led t hat th n > Y 2

he facility's QMRP failed to ensure that the provide a choice of two items taken {

Individual Program Plan (IPP) included objectives

to meet the client's needs. [See W227) from the approved snack list

developed by the Dietician. The

4. The facility's QMRP failed to ensure that Shift supervisor will ensure that the

clients' IPP included training in personat skills in direct care staff carries out this |

both formal and informal setting. [See W242] - | practice. The QMRP will provide QkVJ\O—-‘L
oversight.

5. The facility's QMRP failed to ensure that each
client was provided opportunities to make choices
during snack time. [See W247]
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6. See 1424 J
6. The facility's QMRP failed to review and revise _ : !
an IPP once the client has successfully 7. A copy of Client #2's current |
completed an identified objective. [See W255] ~ ISP was provided to the day |
7. The facility's QMRP failed to ensure or treatment program, by DDS, asa |
coordinator services with Client #2's day program part of the re.ferral package before |
with a current copy of her ISP. she was admitted. In the cven that |
W 195| 483.440 ACTIVE TREATMENT SERVICES w195 | the ISP was misplaced, a second |
copy was provided to the Director J
The facility must ensure that specific active of Client # 2's day treatment !
treatment services requirements are met. program. (See Attachment # 28) In
the future the QMRP will ensure
that a current ISP is provided to
This Condition is not met as evidenced by: each client’s day treatment |
Based observations, interviews, and record program, via DDS, on an annual |
reviews, the facility failed to provide services to basis. ; q \ O\
one of the three clients in the sample who has D:(
been assessed as being generally independent W 195 ‘
' and able to function with little supervision in the |
absence of a continuous active treatment 1. See W 197 ‘
programs [See W197]; the facility's QMRP failed j
to enusre that Client #2's legal guardian or family j
member participated in her annual Individual 2. See W 209 I
Support Plan (ISP) meeting [See W209]; the |
facility failed to ensure that the individual program 3. See W 227 j
plan (IPPs) included objectives to meet the
client's needs [See W227]; the facility failed to 4, See W 242 !
ensure that clients' individual program plans (IPP) '1
included training in personal skills in both formal 5. See W 247 i
and informal settings [See W242]; the facility | - vee WA ,
failed to ensure that each client was provided 6
opportunities to make choices during snack time - See W 312 g
[See W247]; and the facility failed to ensure that
the use.of behavior modification medications 7. See W 102 & 104
prescribed to complete medical appointments
was incorporated in the individual program plan
(IPP) [See W312].
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;heffin$ings of these systemic Ipractices’trlrtlasults in 1. An Interdisciplinary Team |
e facility's failure to adequately govern the , Meeting was held for Client #3 on |
facility in a manner that would ensure its clients August 13, 2007 (See Attachm |
are provided active treatment in accordance to ugust 15, (See Attachment |
their assessed needs. ?:9 It was agreed by the team that
1i
W 197| 483.440(a)(2) ACTIVE TREATMENT W 197 ent #3 would benefit from a
lesser restrictive environment,

Active treatment does not include services to
maintain generally independent clients who are
able to function with little supervision or in the
absence of a continuous active treatment
program. '

This Standard is not met as evidenced by:
Based on observation, client and staff interview,
and record verification, the facility provides
services to two of the three clients who may not
be in need of active treatment services as
identified by the Intermediate Care Facility
(ICF/MR) regulations. (Client #2 and #3)

The findings include:

1. During evening observation on July 24, 2007’
from 3:00 PM to 6:30 PM, Client #3 required no
supervision while conducting activities of daily
living skills. At 3:45 PM, the client #3 arrived
home from day program. At 4:00 PM, the client
began preparing afternoon snack and she placed
items on the table for all clients and herself. After
snack time, Client #3 cleaned her area,
independently. At 4.15 PM, the client completed
her snack and put the dishes in the dishwasher,
independently. At 4:25 PM, the client read the
menu for dinner and retrieved the menu items
needed from the refrigerator and cabinets and

| placed them on the countertop. At 4:30 PM,

Client #3 was observed sorting, washing, drying

. mother/guardian, recommended

. Is received that Westview, Inc.can |
. provide services for Client #3 when ‘
. she moves into an apartment. The
- team also agreed that Client # 3

- would benefit from being around |

given her independent abilities. !
Recommendations were made and |
a transition plan was developed. |
(See Attachment #1) However, the

team, along with her .w

that Client #3 remain with "
Westview, Inc. until a confirmation |

familiar people during and after the
transition. Westview, Inc. has

applied for an independent living i
apartment and a response should be |
received within 30 days. In the
meantime, a new IPP was
developed and is being f
implemented by the direct care ‘
staff. The QMRP will monitor her
progress on a monthly basis and
revise as needed. The team will ,
meet again in 60 days to review 5
Client # 3's progress and the status
of the transition plan.

Q\\O\OT(
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and putting her clothes away in the dresser
drawers and closet. The client selected
appropriate clothing for the following day.

At 5:05 PM, client #3 began writing a list of the
personal items she wanted to purchase. The list

1 included the name of the store she wanted to visit
as well as the name of the restaurant she wanted
to visit. The list also included items she should
not purchase/consume (regular soda, chips, and
candy). The client reviewed the list with the direct

care staff.

At 6:15 PM, the medication nurse arrived in the
facility. Client #3 was observed washing her
hands and unlocking her medication box. The
client removed the bubble pack from the
medication box and stated the medication name
and it's usage without receiving any prompts.
She also stated the side effects with minimal
verbal prompts. The client punched the
medication out the of bubble packs, poured a cup
of water and took the medications, independently.
She then put the medication bubble packs into
the medication box and locked the box,
independently.

On July 25, 2007 at Client #3's day program, the
client was observed participating in Speech
Therapy as the sign language interpreter. The -
client was observed performing math problems
(addition) and writing a list words that included
her food likes and dislikes. The client was also
observed performing work related tasks to
include setting the table for lunch and cleaning
the tables after the meal. Interview with the day
program lead teacher stated that the client
requires little to no supervision after being called
to her assigned area and performs her assigned

task independently.
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{ The client stated in an interview on July 24, 2007

at 5:45 PM, "l work at my day program and |
receive a check twice a month". Interview with
the Qualified Mental Retardation Professional
(QMRP) on July 25, 2007 confirmed that she fills
out her bank deposits slip independently and
deposits her check.

Review of the ISP dated August 14, 2006 and the
Community and Home Life Skills assessment
dated August 8, 2006 indicated that the client is
independent in self care skills, is able to use the
telephone to make a phone calls and place an
emergency call. The client is able to make
purchases up to $20.00, independently. She can
compute math problems of addition and
subtraction.

According to the IPP dated August 14, 2006 the
client's program objectives included:

- name her medications;

- state side effects of her medications;

- the purpose of the medications;

- place her initials in the appropriate box on the
medication administration records (MARS);

- participate in physical exercise; and

- shop for personal items.

All program objectives were achieved
documented as since February 2007 and no
revisions were made.

Review of Client #3 ISP's reflected that the
Interdisciplinary Team (IDT) failed to address the
need for a least restrictive environment or
alternative placement.

2. Interview with Client #2 on July 24, 2007 at
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2. A Six Month Review meeting

was held for Client #2 on July 23,
2007. (See Attachment #§) The
team agreed that Client #2 would
benefit from a lesser restrictive i
environment, given her !
independent abilities and the |
services that could be provided.
However, Client # 2 verbalized at |
the meeting that she would liketo |
continue living at Westview, Inc. It
was recommended that Client #2 be
provided with opportunities to look
at apartments and/or other possible
residential settings. The case
manager will begin looking for
places that she could visit. In
addition, on August 15, 2007, a 1
follow up meeting was held with |
Quality Trust regarding Client #2's |
trip to Canada. (Attachment |
At that meeting, the fact that Client |
#2 wanted to remain at Westview, ;
Inc. was discussed. It was decided
that Quality Trust would work

with Westview, Inc. to develop a
Person Center Plan to be

implemented within her current ;
environment. The plan should !
allow Client #2 to have more ;‘
opportunities for individual choice
and to be more independent.

Q\Lo\cﬁ
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approximately 5:00 PM, the client stated that she
went to Canada for a seminar. Interview with the
QMRP indicated that the client was selected to
attend the seminar by the Quality Trust.
According to the QMRP, the focus of the seminar
was for clients who are ready for a less restrictive
living environment.

Client #2 was observed on July 24, 2005 at 4:00
PM, Client #2 reviewing the schedule of activities
and read her activities aloud.

At 6:15 PM, the medication nurse arrived in the
facility. Client #2 was observed washing her
hands and unlocked her medication box. The
client removed the bubble pack from the
medication box and stated the name of the
medication and it's usage with no prompts. She
also stated the side effects with several verbal
prompts. The client punched the medication out
the of bubble packs, poured a cup of water and
took the medications, independently. She then
put the medication bubble packs into the
medication box and locked the box, ,
independently. The medication nurse signed the
medication administration record (MAR).

Interview with the day program staff revealed that
the client began the program in March 2007. The
client has not had any incidents and her
participation is good. She requires little to no
supervision to participate in group sessions and
activities.

Record review of Client #2's ISP dated January 8,
2007 and the Community and Home Life Skills
assessment dated August 8, 2006 indicated that .
the client is independent in toileting, personal
hygiene, dressing, eating, and can self medicate.

| The: client can identify community helpers and
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know their function. She can operate the washer
and dryer with minimal assistance. She knows
the function of money and is able to make
purchases up to $20.00, independently. She can
compute math problems of addition and
subtraction.
According to the IPP dated January 8, 2007 the
client does not need continuous active treatment
programming.
Review of Client #2 ISP reflected that the
Interdisciplinary Team (IDT) failed to address the
need for an aggressive active treatment plan, a
iti I ictive i ] . .
g:‘ ';?tle:?:agvaen bf;::eearﬁte;e;stnc ve environment, or Client #2's guardian and available
- ' family members were notified, in
W 209| 483.440(c)(2) INDIVIDUAL PROGRAM PLAN W 209 writing, of the Individual Support
Participation by the client, his or her parent (if the Plan meeting. (See Attachment#
client is a minor), or the client's legal guardian is 17) However, the guardian nor the |
required unless the participation is unobtainable family member attended the 1
or inappropriate. meeting and the QMRP did not |
follow up to inquire why they did ‘
This Standard is not met as evidenced by: nmnqilln th: futl:re, .t‘l:ee h J
Based on record review, it could not be Ql ;. Wil continue o give cach |
determined if Client #2's legal guardian or family client’s guardian, family members, -
member participated in her annual Individual and others involved in their care |
Support Plan (ISP) meeting. the opportunity to attend the
o client’s meeting by timely written
The finding includes: notification of the scheduled
Interview with the Qualified Mental Retardation meet;“ﬁ; It SO‘:.‘GO“C dgef t"“ﬁ
Professional (QMRP) during the entrance attcn. € mecting, verba: 1010w i
conference on July 24, 2007 at 3:00 PM revealed up will be conducted by the QMRP |
that Client #2 has a legal guardian and an aunt and documentation of the reason
involved her life. Review of Client #2's ISP for non-participation will be filed alols
revealed the meeting was held on January 8, appropriately in the client’s record( I
2007. Further review of the ISP's signature
attendance sheet revealed several members of
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her interdisciplinary team were present, however,
there was no evidence that Client #2's legal
guardian or aunt was present at the meeting.
W 227 483.440(c)(4) INDIVIDUAL PROGRAM PLAN W 227
Upon Client 1's admission to the
The individual program plan states the 'specific home, in December 2005 and
as ientifed by e comprahéneve seocoument thercafter, objectives in daily living
required by paragraph (c)(3) of this section. tasks, to include personal hygiene, |
: were developed and implemented. |
(See Attachment # 12) Objectives |
were discontinued after they were |
This Standard is not met as evidenced by: achieved at Client #1's maximum |
Pee\l/?:vc\j/ otz‘;)?ase'lr'\tl a;iqln,c:nttervizw a'j(g rtetc;]oerd potential, which was with verbal
i cility failed to ensure tha .
individual prograx‘l plan (IPP) included objectives pmm;?hng. However, tooth ‘\
to meet the client's needs for one of the three brushing was not addressed. An ‘
clients in the sample. (Client #1). objective has been formulated and |
is now being implemented by the |
The finding includes: direct care staff. (See Attachment ‘1
_ . #1§) In the future, the QMRP, in |
On July 24, 2007,_Cl|ent #1 was observed with conjunction with the \
brown stains on his teeth and with missing top Interdiscipli T 1l 1_
teeth. Record review of the dental consultation Tdiseip nary cam, will i
dated June 11, 2007 revealed that the client has develop and maintain appropriate
a diagnosis of advanced peridontal disease due programs in the area of personal {
to poor oral hygiene. The client had heavy hygiene. The direct care staff will 0
deposits of plaqge calpulus present on all teeth implement the programs and %
surfaces. Intgwlgw with the dlrec_t care staff on monitoring of the programs will be 5
July 26, 2007 indicated that the client needs conduced by the QMRP on a J,
assistance to thoroughly perform the task of . .y :
toothbrushing. According to the Individual ruonthly basis and revised as i
Support Plan dated January 8, 2007, the client needed. 1 qQ 10\01
needs assistance with activities of daily living. ‘
The IPP lacked any programs to address the
clients needs, and there was no evidence that
training program had been developed in this area.
W 242| 483.440(c)(6)(iii) INDIVIDUAL PROGRAM PLAN W 242
The individual program plan must include, for
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those clients who lack them, training in personal
skills essential for privacy and independence In the future, the QMRP wiii
(including, bgt not limited to, goilet training, ensure that the client’s IPP
included taiing in personal kil
of basic needs), until it has been demonstrated n b.Oth the formaql and m'formal
that the client is developmentally incapable of settng. Upon Client # 1's !
acquiring them. admission to the home, in |
December 2005, training objectives |
. _ _ regarding personal living skills
This Standard is not met as evidenced by: _ were developed. Per the f
Baged on obse_'r_vatlo_n, staff interview anc_j record - documentation reviewed staff !
review, the facility failed to ensure that clients’ - reports, and clinician’ ’
individual program plans (IPPs) included training | °ports, and clinician’s i
in personal skills in both formal and informal - Observ ation/assessment, Client # 1
settings for one of the three clients in the sample. reached his maximum potential !
(Client #1) with formulated objectives. f
o Therefore, objectives were f
The finding includes: . discontinued. Client # 1's IPP was J
Review of Client #1's nursing assessment dated revised fmd mc}udes objectives to i
December 30, 2006 revealed that the client meet Client # 1's needs. (See |
needs assistance with bathing, dressing, laundry, Attachment # 19) (Also see W 159, Q\\O\p}
oral hygiene and hair care. Interview with the #4 & W 227)
direct care staff indicated that the client requires _
assistance to perform activities of daily living
skills. According to the Occupational Therapy
assessment dated June 20, 2007, the client
requires assistance in grooming, oral hygiene,
dressing and verbal reminders for toileting and
washing his hands. There were no programs
developed or implemented to address training in
_ personal living skills. -
W 247 483.440(c)(6)(vi) INDIVIDUAL PROGRAM PLAN W 247
The individual program plan must include
opportunities for client choice and
self-management.
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This Standard is not met as evidenced by: . )
Based on observation, staff interview, and record The §taffW&S m-serviced on
review, the facility failed to ensure that each client proving choice for the consumers
was provided opportunities to make choices during snack time. (See J
dunngI; snaé‘,llg tlrtne ;c;r ;I;( cq;f?’thg4 su; 5cller:jts# g\ the {Attachment %). They were
sample. (Clients , #2, #3, #4, an ) mstrpcted, by the QMRP, to J:
The findings include: provide a choice of two items taken |
- from the approved snack Iist that !
On July 24, 2007 at 4:00 PM, staff was observed was developed by the Dictician. |
giving the clients applesauce with cinnamon, juice The Shift supervisor will ensure |
and a cup of water. Interview with the direct care that the direct care staff carries out !
staff on July 24, 2007 revealed that the clients this practice. The QOMRP will | i
enjoyed the snack they received. Further provide ov ersi. ht ‘ ' Q\l &
interview with the Qualified Mental Retardation gnt. " D:f
Professional (QMRP) on July 25, 2007 at
approximately 2:30 PM revealed that the
nutritionist had incorporated the snacks into the
menu so that the direct care staff could provide
the appropriate diet. During the environmental
inspection on July 27, 2007, a variety of snacks
were observed in the pantry and the refrigerator.
At no time during snacktime were the clients

given the opportunity to select a snack from the
variety of food choices that were available.

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

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

This Standard is not met as evidenced by:
Based on observations, staff interviews and
record review, the Qualified Mental Retardation
Professional (QMRP) failed to review and revise
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the Individual Program Plan (IPP) once the client e !
has successfully completed an identified Client # 3's Individual Support Plan
objective for one of the three clients in the sample meeting was held on August 13,
(Client #3). 2007 and her self-medication
- administration program was
The finding includes: reviewed by the team. (See |
On July 24, 2007 at 6:10 PM, Client #3 was Aﬁa"hme";#g) fwas |
observed administering her medications. recommended that the objective be |
Interview with the medication nurse indicated that modified and she begin to sign a
the client participates in self medication and does copy of the original MAR form.
very well, independently, although she does not Also, after review by the nurse,
sign the official Medication Administration Record along with the QMRP, it was
(MAR). Review of the Individual Program"PIan recommended that a copy of the
(IPP) revealed an objective which stated, "[the MAR be sent home with h
client] will be able to independently place her beginning i me Wit her, |
initials in the appropriate box on this unofficial ginning in September, to see if |
medication record for the six medications . she would master signing the form
indicated below on 80% of the trials recorded per in a different setting. (Attachment |
month by 8/07. {#18) The self-medication |
administration program i i |
Further review of the data sheets and the nurse's monthly b the%lvgiRP tlls:)zsv:fewqd ;
monthly notes from January 2007 through June th thiy DN ever, m ‘
2007 revealed that the client participated in the e monthly notes it is stated that
program with 100% independence. the Nursing Coordinator would |
revise the program as needed. (See
There was no evidence of the interdisciplinary Attachment #19) In the future,
team (IDT) and/or the QMRP had reviewed the after monthly review of the self- ‘
client's progress or had considered revising the medication administratio i
=S . n program,
gll?éict:tlves to further enhance the skflls of the the QMRP will consult with the |
W 263 483.440(f)(3)(i)) PROGRAM MONITORING & Waoes| DurSetodisouss possible revisions
: i : 7 XIS IO -
CHANGE to the program, if indicated. Q\LO\O¥
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Drugs used for control of inappropriate behavior
must be used only as an integral part of the
client's individual program plan that is directed
specifically towards the reduction of and eventual
elimination of the behaviors for which the drugs
are employed. '

This Standard is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that the use of behavior
modification medications prescribed to complete
medical appointments was incorporated in the
individual program plan (IPP) for one of the three
clients in the sample (Client #1).

The findings include:;
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This Standard is not met as evidenced by: 1. Client # 2's guardian attended
Based on observation, staff interview and record the Sixth Month Review meeting |
review, the facility failed to ensure that each _ on July 23, 2007, at which time :
client's behavior intervention technique, including Client # 2's medical status, 1
the use of behavior modification drugs was dicati traini ‘
conducted with the written informed consent of medications, training programs, |
the client, parents (if the client is a minor) or legal and. Behavior Support Plan were |
guardian for two of three clients in the sample reviewed. (See Attachment #79) |
(Clients #1 and #2). When presented with the required
o consent forms, the guardian wanted }
The findings include: to meet with the QMRP to review |
1. The facility failed to obtain informed consent f (f]l‘et?t #2's r°°}‘l’rd.s before singing
prior to the use of restrictive measures as - the forms. At the time of the |
described in Client #2's Behavior Support Plan, survey, the QMRP had not met |
[See W124] with Client # 2's guardian, despite |
- numerous attempts to contact the |
2. The facility failed to ensure that informed guardian. The guardian, who was
consent was obtained prior to the administration : . |
of sedations for Client #2. [See W312] unable to be contacted due to
illness, was contacted on August |
W 312| 483.450(e)(2) DRUG USAGE W 312 ‘

28, 2007 and a meeting was ,‘
scheduled. The consent form for |
the use of psychotropic medication |
was signed by Client # 2s guardian |
on August 29, 2007. (See ‘

~ Attachment # 12) o C\\IO‘O?
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Drugs used for control of inappropriate behavior
must be used only as an integral part of the
client's individual program plan that is directed
specifically towards the reduction of and eventual
elimination of the behaviors for which the drugs

are employed.

This Standard is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that the use of behavior
modification medications prescribed to complete
medical appointments was incorporated in the
individual program plan (IPP) for one of the three
clients in the sample (Client #1).

The findings include:

QMRP.
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This Standard is not met as evidenced by: : W 263
Based on observation, staff interview and record 6
review, the facility failed to ensure that each |
client's behavior intervention technique, including 2. The guardian for Client #°1 |
the use of behavior modification drugs was signed all required consent forms |
conducted with the written informed consent of on May 30, 2007. (See Attachment |
the client, parents (if the client is a minor) or legal #13). A i
. ) ) ). As noted, consent was not ;
guardian for two of three clients in the sample rovided for th, . ;
(Clients #1 and #2). provided lor the pre-sedation |
medications administered on the
The findings include: dates cited in this survey. A |
consent form for pre-sedation
1. The facility failed to obtain informed consent medication, for the purpose of
prior fo the use of restrictive measures as recommended medi i
described in Client #2's Behavior Support Plan. d medical procedures, |
[See W124] was th?loped and will be singed |
by the client’s guardian prior to its |
2. The facility failed to ensure that informed admlmstmtmn: (See Attachment |
consent was obtained prior to the administration #14) The Nursing Coordinator will |
of sedations for Client #2, [See W312] ensure that this practice is followed |
W 312| 483.450(e)(2) DRUG USAGE w312 | Withoversight conducted by the |

Q\LO‘GT(
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W 312| Continued From page 19 W 312
Review of Client #1's physician orders on July 25, Client # 1, as stated, does not |
2007 at approximately 9:00 AM revealed th.e currently have a desensitization plan |
following sedations for medical procedures: for medical appointments. He has I
a. On March 22, 2007, the client received Ativan typically been Toperatie for
5 mg prior to a scheduled MRI; medical appointments. However,
the appointments cited in this J
b. On February 19, 2007, the client received report, a CT scan and a MRI, were ‘J
Ativan 3 mg prior to a MRI: and new appointments and J
' appointments for which he had to !
¢. On July 20, 2006, the client received Ativan 5 be very still for. Client #1 is ‘
mg prior to @ CT scan of the abdomen and pelvis. diagnosed with involuntary
Interview with the Qualified Mental Retardation movenlnent d'lSOI'dCl'. Tl];e]Q . d :
Professional and review of the IPP on July 25, consulted with the Psyc ologist and
2007, revealed that Client #1 did not have a the situations C}ted were ‘!15"“5?3‘1- |
desensitization program for medical The Psychologist will revise Client
appointments. Additionally review of Client #1's #1’s Behavior Support Plan to |
Behavior Support Plan (BSP) dated January 8, include behavior modifications for |
2007, failed to provide evidence that a program to medical procedures. In the future, |
Guring macioal appommeomEazt behiaviors the QUIRP wil report any
developed to justify the use of the sedative glﬁ.iculty, d.'Sp layed by a client, |
medication. There was no evidence that the use uring medical procedures to the ]
of behavior modification medications prescribed PSych010g1§t A detennma.tlon will }
to complete medical appointments was be made to include a behavior |
incorporated in the IPP. modification plan, for medical |
W 322/ 483.460(a)(3) PHYSICIAN SERVICES W322|  procedures, in the IPP based on the .
mnformation provided by the ‘
The facility must provide or obtain preventive and consulting physician and/or baseline A
general medical care. data collected thereafter. ' O D%
This Standard is not met as evidenced by:
Based on staff interview and record review, the
facility failed to provide medical follow up for one
of the three clients included in the sample,
(Client #1)
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TREATMENT

The facility must ensure comprehensive dental
treatment services that include dental care
needed for relief of pain and infections,
restoration of teeth, and maintenance of dental
health.

This Standard is not met as evidenced by:
Based on observation, staff interview, and record
review, the facility failed to schedule timely dental
appointments for one of the three clients in the
sample. (Client#1)

The finding includes:

On July 24, 2007, Client #1 was observed with
brown stains on his teeth and missing top teeth.
Record review of the dental consultation dated
June 11, 2007 revealed that the client has a

manner and proper documentation of
his approval or disapproval is placed
immediately in the client’s chart.

The QMRP will monitor this
practice.

WESTVIEW 02 74'W' ST. NW
WASHINGTON, DC 20015
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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w322 Tﬁf“;f”g.ed F’°I”‘ dpag_’e 20 W322| A stated, On July 13, 2007, the
€ finding lne Haes: nutritionist recommended that Client
The facility's primary care physician failed to #1 begin receiving double portions J
address a recommended made by the Nutritionist during mealtimes. Client #1°s six i
for Client #1. month review meeting was held 3 ;
' days prior to the start of the survey ‘

Review of the Client #1's medical records and documentation of the physician’s |
revealed a nutritionist quarterly review dated Ju_ly approval or disapproval of the change ‘
13, 20_07 that recommended that.the c!lent begin in the diet was not documented in the |
receiving double portions. Interview with the hart at the ti £ th Si |
Qualified Mental Retardation Professional chart at the ime ol the survey.  SIee |
(QMRP) confirmed that the recommendation was then, proper documentation has been |
made during a July 23, 2007 meeting. Review of placed in Chient #1°s record |
the client's weight record reflected that the client regarding the physician’s approval of ‘
had lost 13 pounds since August 2006. Record the diet change.' In the future, the i
review of the clients medical progress notes and Nursing Coordinator will ensure that |
phys_ieiap's orders failed t_o address the the primary care physician is made
Nutritionist recommendation. aware of all recommended medical

W 356 483.460(g)(2) COMPREHENSIVE DENTAL W 356 |  changes, to include diet, in a timely |

Q\lO\@f
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W 356| Continued From page 21 -W 356 . ) )
diagnosis of advanced peridontal disease due to The dental follow up for Client # 1 is
poororal hygiene. The client had heavy deposits still pending due to pre-authorization
of plaque calculus present on all teeth surfaces. payment from MAA. The Nursing
The dentist recommended that the client needed Coordinator followed up with the
full mouth scaling and polishing of all teeth dentist on the status of the
su;'{]acgs ?fter t_:_‘r‘? receipt of pay_rcr:ent that th pre-authorization. At this time, it
authorization. There was no evidence that the has not been received, therefore,
client received the recommended dental care. . .
_ alternative measures will be taken.
W 381| 483.460(1)(1) DRUG STORAGE AND W 381 In the future, when pre-authorization
RECORDKEEPING is not received in a timely manner,

‘controlled substance). The QMIRP was sitting in

The facility must store drugs under proper -
conditions of security.

This Standard is not met as evidenced by:
Based on observation and staff interview, the
facility failed to ensure that medications identified
as controlled substances were secured under
double lock.

The finding includes:

On July 24, 2007 at 6:10 PM, Client #2 was
observed to retrieve a key to open her locked
medication box from a desk in the office shared
by the facility's nurse and Qualified Mental
Retardation Professional (QMRP). The client
was observed self administering Ativan 0.5 mg (a

her office on July 25-27, 2007, where the client's
key to the locked medication box was observed
sitting on the desk, unsecured.

Interview with the QMRP indicated that the
client's keys are always left sitting on the desk.
When questioned about who had access to the
office, the QMRP stated, "the nurse and myself".
The medications were not properly secured under
double lock as required.

alternative payment methods will be
discussed with the administrator in
order for the client involved to
receive the recommended treatment

as soon as possible. The QMRP will ‘

monitor this process.

The Nursing Coordinator in-serviced
the medication nurses on the storage
of the keys to the client’s medication
boxes. (See Attachment # 218 A
nursing policy for the storage of the
keys to the clients’ lock boxes, to be
followed hence forth, was developed
by the Nursing Coordinator. (See
Attachment #22) The medication
nurses will implement this policy
with oversight by the Nursing
Coordinator.
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W 426/ Continued From page 22 W 426 | )
W 426 483.470(d)(3) CLIENT BATHROOMS W426 | The staff was in-serviced on how to
. . o take the hot |
The facility must, in areas of the facility where fact th :t itosl:z atlzrgzmpe Faiure at]llld the |
clients who have not been trained to regulate u no.greater @ \
110 degree. The Evening and Night |

water temperature are exposed to hot water,
ensure that the temperature of the water does not
exceed 110 degrees Fahrenheit.

Shift Supervisors were instructed to

test the water temperature before each
bath time to ensure that the water is ]
not too hot as well as too cold when

This Standard is not met as evidenced by: the clients take a shower/bath, (See |
Based on observations, the facility failed to Attachment #2‘;) The water ;‘
maintain water terr_lperatures not to exceed 110 temperature log was revised in o rder to
degrees Fahrenheit. R . |
| document the testing twice a day. !

i

(See Attachment 28) Should the

The finding includes: ;
water temperature continue to be too |

On July 25, 2007 at 9:00 AM, the hot water hot or too cold after sctting the hot
temperature felt hot to the touch. Measurements water tank gage at 110 degrees, the |
were made utilizing the surveyor's thermometer Environmental Manager is to be f
and were recorded as 128 degrees Fahrenheit in informed immediately. In the future r
the kitchen and the main floor bathroom sink. the QMRP will provide oversightto |

The upstairs bathroom used by all clients for th . .. -
bathing, had a temperature reading of 130 ensure that this practice is carried out

degrees. The Qualified Mental Retardation and it is determined that regulation of

Professional (QMRP) was informed at the water temperature is under control. Ch\l()toff
approximately 10:00 AM of the high ‘
temperatures; she in turn informed the
maintenance staff and instructed him to lower the
water temperature.

On July 26, 2007 at 10:00 AM, the water
temperature registered at 128 degrees
Fahrenheit in the kitchen and in the bathroom
sinks on the main floor. On July 27, 2007 at 1:00
PM, a reading from the surveyor's thermometer
was 128 degrees Fahrenheit in the kitchen and
the main floor bathroom sinks. Again the
maintenance worker adjusted the water
temperature. The QMRP informed the surveyor
that the direct care staff would assist the clients
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W 426| Continued From page 23 W 426
with regulating the water for baths, until the water
temperature could be adjusted and maintained at
110 degrees Fahrenheit.
W 455/ 483.470(1)(1) INFECTION CONTROL W 455 |  As stated, a package of raw chicken
was observed sitting on the
There must be an active program for the microwave. The staff responsible ‘
prevention, control, and investigation of infection for this informed the QMRP that '

and communicable diseases,

This Standard is not met as evidenced by:
Based on observation, interview and record
review,the facility failed to properly defrost meats
in preparation for dinner.

The finding includes:

The facility failed to properly defrost the meat
prepared for dinner.

On July 25, 2007 from 9:15 AM until 12:00 PM, a
package of raw chicken was observed sitting on
top of the toaster on the kitchen counter. Review
of the dinner menu indicated that chicken was on
the menu for dinner,

leaving the chicken on the microwave |

" was a mistake. He was distracted

and forgot that he had placed the

chicken there. This person is trained
in food preparation and services, and
is fully aware that this is not a P

s

standard practice. (See Attachment

299 The QMRP felt that this was an

isolated incident, however, all staff
were retrained on how to properly
thaw out frozen foods. (See
Attachment 28) In the future, each
Shift Supervisor, when food is
prepared, will ensure that all food is
prepared properly and all direct care
counselors will be in-serviced
annually in the area of dietary.
Those trained in Food Handlers will
also receive annual training by the
dietician as well as retake the food

handlers course as there card expires.

The QMRP will ensure that all
training ins conducted.

|

- Q\\o\o:f
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1000 | INITIAL COMMENTS 1000
The licensure survey was conducted from July
24, 2007 through July 27, 2007. The survey was
initiated using the full survey process. A random
sample of three residents was selected from a
residential population of three females and three
males with mental retardation and other
disabilities.
The findings of the survey were based on
observations at the home and three day
programs, interviews with residents and staff,
and the review of records, including incident
reports. The outcome of the survey revealed
that the facility failed to be in compliance with the
Condition of Participation in Active Treatment
1103 | 3504.10(e) HOUSEKEEPING 1103 Additional linen was purchased for
_ . Resident #3, as well as for the other
Each GHMRP shall provide clean linens as ‘ residents, on August 21, 2007. (See ‘
follows to each resident at least weekly: | Attachment #1) At a minimum, two
i sets of linen, clean and in good repair
e) One (1) wash cloth. P L !
(e) (N - will be available to each resident on a
- weekly basis. The Residential

This Statute is not met as evidenced by:
Based on observation arid staff interview the | Manager will review the availability
Group Home for Mentally Retarded Person ' and condition of the linen on a
(GHMRP) failed to ensure clean linens for monthly basis and replace linen as
Resident #3. i i i
needed. The QOMRP will monitor this Q\‘Olor
process.

The finding includes:

During the environmental inspection on July 27,
2007 there was only one washcloth in the linen
closet. '

1104 | 3504.11 HOUSEKEEPING 1104

Each GHMRP shall maintain at least one (1)
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I 104 | Continued From Page 1 1104
Additional linen was purchased for
additional set of the linens specified in §3504.10 Resident #3, as well as for the other
for each resident. i
| residents, on August 21, 2007. (See
. Attachment #1) At a minimum, two
This Statute is not met as evidenced by: - sets of linen, clean and in good repair,
Based on observation and interview, the GHMRP Will be available to each resident on a
failed to ensure an additional set of linens . weekly basis. The Residential
(specified in 3504.10) was afforded to each . Manager will review the availability
resident. ‘and condition of the linen on a
o ' monthly basis and replace linen as
The finding includes:
g Incluges needed. The QMRP will monitor this
During the environmental inspection on July 27, process. = IO\DT
2007 revealed the GHMRP failed to provide
evidence that an additional set of linens had
been maintained for each resident.
1186 | 3508.5(c) ADMINISTRATIVE SUPPORT 1186 The organizational chart for Westview,
o Inc. is divided into two sections,
Each GHMRP shall have an organization chart Westview | & Westview II. It ?St h
that shows the following: - SesWiew I 1t fists the
; categories and numbers of supportive
(c) The categories and numbers of supportive .and direct care staff for Westview II.
and direct care staff; and... | (See Attachment #2) In the future, an
_ . v ) i organlzatlonal chart for the GHMRP
This ‘Sta_tute. is not met as evidenced by: ' being surveyed will be available for
The finding includes: ! review, by the surveyor, at the time of
There was no organization chart that listed Zurvey The organizational chart will
categories and numbers of supportive and direct e updated, as needed, by the
care staff  Administrator and the QMRP will i
_ ensure that a copy is kept in the home ql‘ Ol
1227 | 3510.5(d) STAFF TRAINING 1227 at all times. ot
Each training program shall include, but not be
limited to, the following:
(c) Infection control for staff and residents;
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1 227 | Continued From Page 2 1227 A First Aid/CPR card was not
obtained from staff # 6. Staff# 6
This Statute is not met as evidenced by: was informed that she had until
Based on record review, the GHMRP failed to August 27, 2007 to submit a valid
have on file for review current training in First Aid CPR/First Aid card. She was
for employees. scheduled to take a class on
. ) August 28, 2007 which would have
The findings include: still been in time to submit a copy
On July 27, 2007, review of personnel of her card with this report. She
records/training records revealed that one direct did not do so, and was
care staff (staff #6) did not have on file her first subsequently suspended until one is
aide and CPR cards. submitted. In the future, the
QMRP will ensure that all staff are
1374 | 3519.5 EMERGENCIES | 374 trained in First Aid/CPR, cards are
obtained, and a copy is placed in
After medical services have been secured, each each personnel folder and updated C"| \;O\ D_i‘*
GHMRP shall promptly notify the resident’ s The GMRP notifi - = .
guardian, his or her next of kin if the resident has MRP notified Client #2’s |
no guardian, or the representative of the attorney and case manager when they
sponsoring agency of the resident ' s status as were in the home on.May 10™ of the
soon as possible, followed by written notice and incident mentioned in the survey
gocumeﬁt?ttlﬁn iﬂg'?tﬁ; than forty-eight (48) report. However, her guardian and
ours after ihe incident. available family member were not
This Statute is not met as evidenced by: notified of the incident. The guardian
Based on staff interview and record review, the and the available family member were
GHMREP failed to provide evidence of the prompt _"Ot'ﬂed: In writing, of the incident and
notification of parents or guardians of significant its outcome on August 27, 2007 by the
incidents for one of the three residents in the Incident Management Coordinator,
facility. (See Attachment #3) In the future, the
The finding includes: !nCIden‘t Manageﬁment Coordinator will
immediately notify all persons
See Federal Deficiency Report - Citation W148 involved in a clients life of any unusual
incidents, follow up, and outcome.
1379 3519.10 EMERGENCIES 1379 This process will be monitored by the Q\ 1O \C):(
QMRP with oversight by the
In addition to the reporting requirement in Administrator.
3519.5, each GHMRP shall notify the '
Department of Health, Health Facilities Division
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[ 379| Continued From Page 3 1379 i
g - In the future, the Department of

“Health will be notified immediately,

of any other unusual incident or event which .
: via telephone, by the Incident

substantially interferes with a resident ' s health,

welfare, living arrangement, well being or in any “Management Coordinator of any and
other way places the resident at risk. Such -all unusual incidents or events which
notification shall be made by telephone | substantially i i ;
immediately and shall be followed up by written : health and %;T::ger.?;;::igecrl‘znfﬁl
. wi

notification within twenty-four (24) hours or the

next work day. : then be followed up, in writing, within

124 hours. The monitoring of this
- process will be conducted by the
[ QMRP as each incident occurs.

This StatuFe is .not met as evisﬂenced by: Oversight will also be conducted by
Bgsed on interview record review, the GHMRP ' the Administrator. A copy of the
- failed to ensure the Department of Health, was : incident h .
notified of unusual incidents or events that cident report has been provided for
substantially interfered with each resident's review. (See Attachment W) ALO|0F

health and welfare within twenty-four hours or the
next work day.

The finding includes:

Refer to Federal Deficiency Report W153

1421 3521.2 HABILITATION AND TRAINING 1 421

Each GHMRP shall provide habilitation and
training to residents in the most normalizing
environment and the least restrictive
circumstances.

This Statute is not met as evidenced by:

Based on observation, client and staff interview,
and record verification, the facility provides
services to two of the three residents who may
not be in need of active treatment services as
identified by the Intermediate Care Facility
(ICF/MR) regulations. (Client #2 and #3)

The findings include:

‘Health Regulation Administration
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1 421 | Continued From Page 4 1421
1. [Also See W197] During evening observation 1. An Interdisciplinary Team
on July 24, 2007 from 3:00 PM to 6:30 PM, Client Meeting was held for Client #3 on
#3 required no supervision while conducting ~August 13, 2007 (See Attachment
activities of daily living skills. At 3:45 PM, the #8) It was agreed by the team that
client #3 arnveq home from day program. At Client #3 would benefit from a
4:00 PM, the client began preparing afternoon ' lesser restrictive enviro t
snack and she placed items on the table for all e Tenve nment,
clients and herself. After snack time, Client #3 . given her independent abilities.
cleaned her area, independently. At 4:15 PM, - Recommendations were made and
the client completed her snack and put the . a transition plan was developed.
dishes in the dishwasher, independently. At 4:25 ~(See Attachment #§) However, the
Pl\tﬂ: thedc’g:ent read F{\e menu (fjord dfinner“?nd . team, along with her
retrieved the menu items needed from the _- .
refrigerator and cabinets and placed them on the ; Eo:hg;/ gtla;c;lan, re_com.ngended
countertop. At 4:30 PM, Client #3 was observed  “hat Lhent #3 rematn wi .
sorting, washing, drying and putting her clothes _ _WeSt‘"_ews Inc. until a_confirmanon
away in the dresser drawers and closet. The " Is received that Westview, Inc. can
client selected appropriate clothing for the , provide services for Client #3 when
following day. - she moves into an apartment. The
) C i ' team also agreed that Client # 3
At 5:05 PM, client #3 began writing a list of the. . would benefit from being around
personal items she wanted to purchase. The list ' famili le duri d afi
included the name of the store she wanted to  Tamu'iar people during and after the
visit as well as the name of the restaurant she transition. Westview, Inc. has
wanted to visit. The list also included items she | applied for an independent living
should not purchase/consume (regular soda, ' apartment and a response should be
chips, and candy). The client reviewed the list ! received within 30 days. In the
with the direct care staff. | meantime, a new IPP was
At 6:15 PM, the medication nurse arrived in the i f:lev;:]oped agilst}:elgig
facility. Client#3 was observed washing her imp'emented by the direct care
hands and unlocking her medication box. The . staff. The QMRP will monitor her
client removed the bubble pack from the | progress on a monthly basis and
medication box and stated the medication name : revise as needed. The team will
and it's usage without receiving any prompts. ' meet again in 60 days to review
verbal prompts, The chent puched e (Client # 3s progress and the status |
medication out the of bubble packs, poured a of the transition plan. q ld O%
cup of water and took the medications,
independently. She then put the medication
bubble packs into the medication box and locked

Health Regulation Administration
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| 421 | Continued From Page 5 1421

the box, independently.

On July 25, 2007 at Client #3's day program, the
client was observed participating in Speech
Therapy as the sign language interpreter. The
client was observed performing math problems
(addition) and writing a of list words that included
her food likes and dislikes. The client was also
observed performing work related tasks to
include setting the table for lunch and cleaning
the tables after the meal. Interview with the day
program lead teacher stated that the client
requires little to no supervision after being called
to her assigned area and performs her assigned
tasks independently.

The client stated in an interview on July 24, 2007
at 5:45 PM, "l work at my day program and |
receive a check twice a month". Interview with
the Qualified Mental Retardation Professional
(QMRP) on July 25, 2007 confirmed that she fills
out her bank deposit slips independently and
deposits her check.

Review of the ISP dated August 14, 2006 and
the Community and Home Life Skills assessment
dated August 8, 2006 indicated that the client is
independent in self care skills, is able to use the
telephone to make a phone calls and place an
emergency call. The client is able to make
purchases up to $20.00, independently. She can
compute math problems of addition and
subtraction.

According to the IPP dated August 14, 2006 the
client's program objectives included:

- name her medications;

- state side effects of her medications;

- the purpose of the medications;

- place her initials in the appropriate box on the

Health Regulation Administration
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| 421 | Continued From Page 6 | 421
2. A Six Month Review meeting
medication administration records (MARs); was held for Client #2 on July 23,
- participate in physical exercise; and 2007. (See Attachment #9) The
- shop for personal items. . team agreed that Client #2 would
All program objectives were documented as i benfaﬁt from 2 l.esser restrictive
achieved since February 2007 and no revisions , emvironment, given her
were made. | independent abilities and the
| services that could be provided.
Review of Client #3's ISP reflected that the J However, Client # 2 verbalized at
Interdisciplinary Team (IDT) failed to address the the meeting that she would like to
need for a least restrictive environment or contmue living at Westview, Inc. It
alternative placement. . - was recommended that Client #2 be
2. Interview with Client #2 on July 24, 2007 at provided with opportunities to look
approximately 5:00 PM, the client stated that she . at apartments and/or other possible
went to Canada for a seminar. Interview with the | residential settings. The case
QMRP indicated that the client was selected to | manager will begin looking for
attend the seminar by the Quality Trust. - places that she could visit. In
According to 'the QMRP, the focus of the seminar “addition, on August 15, 2007, a
was for client's who are ready for a less ' follow u i h
restrictive living environment. ' : p meeting was held with
Quality Trust regarding Client #2's
Client #2 was observed on July 24, 2007 at 4:00 trip to Canada. (Attachment #9)
PM, Client #2 reviewing the schedule of activities \ At that meeting, the fact that Client
and read her activities aloud. | #2 wanted to remain at Westview,
' Inc. was disc
At 6_331 5 PM, the medication nurse arriyed in the ‘ that Quality ’}'1:3::1 VVI(t):;fgs\:;'(l‘:ded
facility. Client #2 was observed washing her w1th Westview, Inc. to devel,
hands and unlocked her medication box. The “ P fic. 1o develop a
client removed the bubble pack from the erson Center Plan to be
medication box and stated the name of the lmplemented within her current
medication and it's usage with no prompts. She ' environment. The plan should
also stated the side effects with several verbal ‘  allow Client #2 to have miore
prompts.bg'lhe client punchsd the m«idication odut opportunities for individual choice Ly
the of bubble packs, poured a cup of water an . ' . \
took the medications, independently. She then and to be more independent. ' ‘O\
put the medication bubble packs into the
medication box and locked the box,
independently. The medication nurse signed the
medication administration record (MAR).

Health Regulation Administration
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I 421 | Continued From Page 7 1421 ‘ :
. - Also, Westview, Inc. has applied i

Interview with the day program staff revealed that for an independent living settin

the client began the program in March 2007. and should receive 4 8

The client has not had any incidents and her within 30 d Tesponse

participation is good. She requires little to no within 30 days. Once the

supervision to participate in group sessions and J conﬁnnathn_ Is received, the team

activities. ‘ ‘j agreed to give Westview, Inc. the

_ ; Opportunity to continue providing

Record review of Client #2's ISP dated January iservices for Client # 2. In addition

8, 2007 and the Community and Home Life Skills ' ‘a meeting with the Director of ’

assessment dated August 8, 2006 indicated that 'Department on Disability Services,

the client is independent in toileting, personal

hygiene, dressing, eating, and can self medicate. Is pending to discuss the

implementation of a Person Center

The client can identify community helpers and 2 _
knows their function. She can operate the Plan for Client # 2 within her aiffe
washer and dryer with minimal assistance. She current environment. ‘ 0_1(

knows the function of money and is able to make
purchases up to $20.00, independently. She can
compute math problems of addition and
subtraction.

According to the IPP dated January 8, 2007 the
client does not need continuous active treatment
programming.

Review of Client #2 ISP reflected that the
Interdisciplinary Team (IDT) failed to address the
need for an aggression transition plan, a least
restrictive environment, or an alternative
placement.

" 1424 3521.5(a) HABILITATION AND TRAINING 1 424

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

(a) Has successfully completed an objective or
objectives identified in the Individual Habilitation
Plan;
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Client # 3's Individy
This Statute is not met as evidenced by: . idual Support Plan
_ _ \ meeting was held on August 13
Based on observation, staff interview and record - 2007 and s ’
5 . ik and her self-medication
review, the GHMRP failed to ensure habilitation administrati
and training was provided to its residents that ' reviewed 100 program was
would enable them to acquire and maintain life Teviewed by the team. (See
skills needed to cope more effectively with the t Attachment # 6) It was
demands of their environments and to achieve  recommended that the objective be
their optimqm !evels of physical, mental and ' modified and she begin to sign a
social functioning. . copy of the original MAR form.
N . Also, after review by the nurse
The finding includes: . f along with the QMRP, it was
On July 24, 2007 at 6:10 PM, Client #3 was | recommended that a copy of the
observed administering her medications. : MA.R l?e sent home with her,
Interview with the medication nurse indicated that beginning in September, to see if
the client participates in self medication and does she would master signing the form
very well, independently, although she does not ' - in a different setting. (Attachment
sign the official Medication Administration #8P) The self-medicati
Record (MARs). Review of the Individual administrati Lcation .
Program Plan (IPP) revealed an objective which stration program is reviewed
stated, "[the client] will be able to independently : monthly by the QMRP, however, in
place her initials in the appropriate box on this  the monthly notes it is stated that
unofficial medication record for the six - the Nursing Coordinator would
medication indicated below on 80% of the trials revise the program as needed. (See
recorded per month by 8/07. - Attachment #10) In the future,
| aft iey
Further review of the data sheets and the nurse's ! mezl%;n?nthly reylfew of'the self-
monthly notes from January 2007 through June h ation administration program,
2007 revealed that the client participated in the - the QMRI_’ will consult with the
program with 100% independence. nurse to discuss possible revisions
o to the program, if indicated. N
There was no evidence that the interdisciplinary O D\f
team (IDT) and/or the QMRP had reviewed the
client's progress or had considered revising the
objectives to further enhance the skills of the
client.
1432 3521.7(c) HABILITATION AND TRAINING 1432
The habilitation and training of residents by the
Health Regulation Administration
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1432 Continued From Page 9 1432
GHMRP shall include, when appropriate, but not Upon Client 1's admission to the
be limited to, the following areas: home, in December 2005 and
(¢) Personal hygiene (including washing, bathing, _th";e“ﬂeF °1b1§°t“’es mn ﬁ:‘ly living
shampooing, brushing teeth, and menstrual .‘tas S, to include pers.ona ygiene,
care); | were developed and implemented.
' (See Attachment # 12) Objectives
This Statute is not met as evidenced by: - were discontinued after they were
Based on observation, interview and record i achieved at Client #1's maximum
review, the GHMRP failed to ensure the : potential, which was with verbal
habilitation and training of residents in the ! prompting. However, tooth
domain of personal hygiene. | brushing was not addressed. An
The finding includes: ‘ ijectlve has .been formulated and
 is now being implemented by the
Review of Client #1's nursing assessment dated  direct care staff. (See Attachment
December 30, 2006 revealed that the client '#13) In the future, the QMRP, in
needs assistance with bathing, dressing, laundry, ' conjunction with the
oral hygiene and hair care. [nterview with the Interdisciplinary Team, will
direct care staff indicated that the client requires :I develop and maintain appropriate
assistance to perform activities of daily living }, rograms in the area of personal
skills. According to the Occupational Therapy % E &t The di P ff -'ll
assessment dated June 20, 2007, the client caygene. 1he direct care statf wi
requires assistance in grooming, oral hygiene,  implement the programs and .
dressing and verbal reminders for toileting and - monitoring of the programs will be
washing his hands. There were no programs | conduced by the QMRP on a
developed or implemented to address training in monthly basis and revised as
toothbrushing. needed. C{ ‘O‘@E
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:
Based on observation, interview and record
Health Regulation Administration
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review, the GHMRP failed to ensure the See W124
protections of each clients rights. . w130
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i o oW
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W130, W148, W153, W154W159, W195, W197, | 9
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R 000 | INITIAL COMMENTS R 000
The licensure survey was conducted from July
24, 2007 through July 27, 2007. The survey was
initiated using the full survey process. A random
sample of three residents was selected from a
residential population of three females and three
males with mental retardation and other
disabilities.
The findings of the survey were based on
observations at the home and three day
programs, interviews with residents and staff,
and the review of records, including incident
reports. The outcome of the survey revealed
that the facility failed to be in compliance with the
Condition of Participation in Active Treatment
iminal background checks
R 125| 4701.5 BACKGROUND CHECK R 125 Criminal backgr 4. 46
REQUIREMENT WEIe ObtamEd for Sta N N
#8, #14, and #15 on August 23,
The criminal background check shall disclose the 2007. (See Attachments #1 -5)
criminal history of the prospective employee or n the future,”criminal
contract worker for the previous seven (7) years, ! K id checks will be
in all jurisdictions within which the prospective bac .groun L .
employee or contract worker has worked or | obtained for all prospective
resided within the seven (7) years prior to the femployees prior to employment.
check. 'To ensure this, the Human
! -
This Statute is not met as evidenced by: ‘Resource Department WIIH make
Based on the review of records, the GHMRP &; the request for a 9“
failed to ensure criminal background checks for ‘background check.from a
the previous seven (7) years, in all jurisdictions | selected investigative agency for
w:;::_ shave worked or resided within the seven (7) ' all prospective employees. This
years. | process will be monitored by the
The finding includes: Assistant Administrator as
_ _ prospective employees are 3 \
Review of the personnel files on July 27, 2007 at selected. C‘ L 0(‘
approximately 1:30 PM revealed the GHMRP
failed to evidence criminal background checks
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for five direct care staff #2, #6, #8, #14 and #15
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