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. (b) Planned, prepared, and served by individuals

who have received instruction from a dietitian;

s and...

This Statute is not met as evidenced by:
Based on observation, interview and record
review, the Group Home for Mentally Retarded

" Persons (GHMRP) failed to ensure that modified

diets were served as prescribed, for one of the

| two residents included in the sample. (Resident

#2)
The finding includes:

Observations of the evening medication
administration on July 9, 2009, at 5:53 PM,
revealed Resident #1 was administered
Amlodipine Besylate (Norvasc) 5 mg for
hypertension. Inferview with the Registered
Nurse (RN) revealed that Resident #1 was also
prescribed Diovan in the morning for

" hypertension. Observations of the dinner meal at |

6:07 PM, revealed Resident #1 was served five
pieces of ham approximately 1/2 inch thick in
place of roasted turkey t}]reast 76};ording to the
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1000 INITIAL COMMENTS 1000
A licensure survey was conducted from July 9, @Uw QL %\\Cl
2009 through July 10, 2009. A random sample of GOVERNMENT OF THE DISTRICT OF COLUMBIA
i two residents was selected from a resident DEPARTMENT OF HEALTH
population of four women with various degrees of HEALTH REGULATION ADMINISTRATION
disabilities. The findings of this survey were 825 NORTH CAPITOL ST., N.E., 2ND FLOOR
based on observations at the group home, WASHINGTON, D.C. 20002
interviews with residents and residential staff as
well as the review of clinical and administrative
" records, including incident reports.
. 1 . - 'q[o
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1042 | Continued From page 1 | 042

menu. Further observation revealed the resident
was also served cream of corn, spinach, apples
and wheat bread.

At 8:13 PM, additional interview with the RN who
observed the ham on Resident #1's dinner plate,
acknowledged that ham wasn't a good choice for
the resident. The RN stated that the ham was
very high in sodium and that she would address
this concern with the nutritionist.

Review of Resident #2's July 2009 Physician's
Orders (POS) on July 10, 2009, at 11:59 AM and
current Health Passport dated February 5, 2009,
revealed the resident was prescribed an 1800 low
cholesterol, low fat, low sodium, and high fiber
. diet. Further record review revealed a current
" Health Management Care Plan {(HMCP) dated
and signed March 20, 2009. The HMCP
confirmed that Resident #1 was prescribed
Norvasc and Diovan for hypertension. There was
no evidence that Resident #1 was provided her
dinner in accordance with the documented menu
- and as ordered.

1 043 3602.2(c) MEAL SERVICE / DINING AREAS 1043 To evncure /wuc,&mo’h KE %/[q/"q
Modified diets shall be as follows: @MW/L:I ijb&i‘l mﬁ£

! (c) Reviewed at least quarterly by a dietitian. 4L adinenAs A -[-L\L ‘
| This Statute is not met as evidenced by: - L L fos AN
Based on interview and record review, the ontle “ M

GHMRRP failed to ensure that the modified diet for %aa/\,‘tvd,,l oadedd et trd
one out of two residents included in the sample : /[M {‘b {,
had been reviewed at least quarterly by the /L’.WC . Az /\LW T
consulting dietitian. (Resident #1) /‘u}ln\ sond M{\b‘%mﬁm
The finding includes: to ch{- .
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On July 10, 2009, at 12:23 PM, review of

i Resident #1's medical records revealed a
Nutritional Quarterly {(NQ) report dated January 2,
2009. The NQ recommended follow up of a
minimum of one hour every three (3) months.
Interview with the Qualified Mental Retardation
Professional (QMRP) on the same day at
approximately 2:00 PM revealed that she would
- address this concern with the GHRMP
nutritionist. There was no evidence that the
nutritionist had reviewed Resident #1's dieton a
quarterly basis as recommended.

1090 3504.1 HOUSEKEEPING 1090 * | Stalt Are el +o

The interior and exterior of each GHMRP shall be Complate 2 4 elity ;
maintained in a safe, clean, orderly, attractive, : o
and sanitary manner and be free of WD{C’ Wat Wb/\
accumulations of dirt, rubbish, and objectionable | Le ) mml—mm
odors.

| This Statute is not met as evidenced by: mwd'mMQ Mbty la"’l 'HAL

Based on observation and interview, the GHMRP

failed to ensure the interior of the GHMRP was
maintained in a safe, clean, orderly, attractive,
and sanitary manner for four of four residents

' included residing in the faciiity. (Residents #1,
#2, #3, and #4)

The findings include:

On July 10, 2009, beginning at 4:09 PM, a walk
_through of the facility that was conducted with the
. Qualified Mental Retardation Professional
revealed the following:

Exterior

OMEP. Addihonally,
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1090 | Continued From page 3 1 090 [ Deck ccttached Yo %{’Zl 10‘1
1. Mold and Mildew was observed on the entire _
deck which was attached to the dining room area | M"""ﬂ Moo AL
leading to the backyard. clraned o A
2. The sliding screen door leading to the deck weold and
was observed to be off track. Interview with the 7 . Sliding Scwzw dooto ‘6[2 \ Z A
- direct staff who assisted the surveyor in putting ) -
the sliding door back on track, revealed that it M?M . i
needed to be replaced. :
he b 3. Guthen st aide Loae e Bfz\/o%
3. The gutter outside of the basement door was
observed with mold and mildew on the brick ooy wao W&t& +0_ f
siding. There were also leaves, twigs, and a ol A A i Mg
- large plastic bag blocking the drain. ’;’:jt W:{EM n
a
4. The entire top ceiling of the car porch was . %
cbserved with peeling paint. Aebana , . L i o ( {D‘%
C. seelh Cen g 5
5. The water drain located on the side of the 1. Arn F
home near the car porch was observed to be PM/M :
| covered with tall weeds and twigs. ¢ wetes ebraiv eleared € /2_ \ /p‘i
6. The siding located above the front door was Dz all DU/()'U/_J R
observed to be separated from its foundation. > .
L. S‘d’w‘cj 4 lbsire W %/2.! o4
7. There were holes located in Residents #1 and .
#2 window screens outside of their bedrooms. oAosor MP arr R
8. The top left of the home located near the roof | _E‘ RLP Lﬂ cedd EWW | & / &t /oq
| siding was observed to be separated from its L [escoles | z
« foundation. Rooted wood was observed bedovoonn
underneath the siding. G. S AU M? & / A
- ared  gfufo
The QMRP acknowledged that all of the Lo cateeo © Lg,6+ IALar)
aforementioned maintenance issues listed above
needed to be addressed. AL {3' '
1135 3505.5 FIRE SAFETY 1135

Each GHMRP shall conduct simulated fire drills in ‘
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Continued From page 4

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:

Based on staff interview and the review of fire drill
reports, the GHMRP failed to hold evacuation
drills at least quarterly for four of four residents
residing in the GHMRP. (Residents #1, #2, #3,

fand #4)

The finding includes:

" Interview with the House Manager (HM) on July

10, 2009, at 10:02 AM revealed the GHMRP had
five shifts of direct care personnel. The shifts
were weekdays 8 AM -4 PM, 4 PM - 12 AM, 12
AM - 8 AM and on weekends 8§ AM - 8 PM and 8
PM - 8 AM.

There was no evidence that the facifity conducted
simulated fire drills at least four times (4) a year

t for each shift from June 2008 to June 2008,

Review of the fire drill log book on June 10, 2009,
at approximately 10:05 AM, revealed there were
no fire drills conducted from June 2008 to June
2009 for the 8 AM - 4 PM morning weekday shift.
At approximately 5:15 PM, interview with the
Qualified Mental Retardation Professional

" (QMRP}) acknowledged that fire drills were not

conducted quarterly on each shitt.

3508.6 ADMINISTRATIVE SUPPORT

Documentation that services have been provided
as required by each resident ' s Individual
Habilitation Plan including contracts, vendor
agreements, receipts, and paid bills shall be
available for review by authorized regulatory

_ personnel,

135
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| 188 Continued From page 5 1188 | Ward ? Ward ie a 8/1‘1/0‘1
Com Wt’] pracded uué
This Statute is not met as evidenced by:
- Based on interview and record review, the '1&"'9‘—6‘/17’1 (CQ’F) andl.
GHMREP failed to have on file for review, current ' Linse ( Q ACCLLL
contracts for licensed consultants. OUN

Hee W(WO
PC—P DLCJJ(,CLW ﬁ/v‘-ﬂf—

The findings include:

| On July 10, 2008, at approximately 3:20 PM, ‘- L
review of personnel records and interview with > Dr’wfp _MC’Q“
the Qualified Mental Retardation Professional paedicard . Tfn.e/vl olo
(QMRP) revealed that the following consultants' 0{_ , Lu
records were without current contracts at the not contra wret
time of the survey. (Primary Care Physician,
Dietician, and Social Worker) WM é WM :
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:

" Based on interview and record review, the
GHMRP failed to ensure that each employee,
prior to employment and annually thereafter,
provided evidence of a physician's certification
that documented a health inventory had been
performed and that the employee's health status
would allow him or her to perform the required
duties, for 1 of 7 direct care staff 2 of 3
consuitants, and 4 of 4 nurses.

The findings include:
Health Regulatlon Administration
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1206 Continued From page 6 I 206 &)
Mep wild proveds efiafeq
Interview with the Qualified Mental Retardation m’l"’] W”VW+ Vb
Profe:sion'il (IQM(I)RF;)Oggd I::e\fi_ew_ of thte3p§ésg&nel AL Lorda % ;,m
records on July 10, , beginning at 3:
' revealed the following: twwz@\ﬂ AL C“)b“‘i'vc abiove
1. The GHMRP failed to provide evidence that -
current health certificates were on file for 1 of 7 2. Pors "V\M wlh WM{-W ‘8/ 14(vq
direct care staff. (Staff#5) 0 OMSM/U ants ML da
2. The GHMRP failed to provide evidence that u,wutm,b,l to emena
i current health certificates were on file for 2 of 3
consuitants. (Consultants #1 and #2) M(A'l kam}tm ) l (
. C Sta ) (rpuwns %{14{0q
3. The GHMRP failed to provide evidence that 3. Clomeal f wuj
current health certificates were on file for 4 of 4 AL Cord fihe WW
" nurses. (Nurse #1, #2, #3 and #5) The nurse's ¢ L - . A
files were requested on July 10, 2009, at 9:30 at the tumarw dfbcees b
- AM; however, there were not available for review. A L4 MWI'! P +1ﬂ AT
1223 3510.4 STAFF TRAINING 1228 Ip, 4”"“ A atlaclud f’,hfi/o‘i
Each training program agengia ar)d record of staff +[AL Sedae dML W\"L\‘A«I
participation shall be maintained in the GHMRP —bl Ob
and available for review by regulatory agencies. W /»’JWU”LC»{ W
This Statute is not met as evidenced by: Cownp leted B\/\ \LI/UL RMEP's |
: Based on interview and record review, the L{
GHMRP failed to ensure that agendas for training hd dob rna 4"‘1 ta RA.
were included in the in service training records for :
four of four residents' residing in the GHRMP. [Mmfld,m A /szuwﬁ‘w f'w
(Residents #1, #2, #3, and #4) y ’f"“ 0( A W&L
- The findings include: st ‘]"W’""’ e AA‘WH L,m)
On July 10, 2009, at 11:27 AM, review of the staff /‘&é,uw T
in-service records and interview with the House
Manager (HM) revealed there were no agendas
on file. (i.e. nutrition, rights, behavior
management, sexuality, making choices, ethnic |
Health Regulation Administration
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Each training pregram shall include, but not be

| limited to, the following:

{d) Emergency procedures including first aid,
cardiopulmonary resuscitation {OPR), the
Heimlich maneuver, disaster plans and fire
evacuation plans;

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to ensure three of three nurses
were certified to provide cardiopulmonary (CPR)
and First Aid to four of four residents residing in
the GHMRP. (Residents #1, #2, #3, and #4)

The findings include:;

 The GHMRP failed to ensure current CPR and

First Aid certifications were on file for 4 of 4
nurses. (Nurse #1, #2, #3 and #4)

On July 10, 2009, at 9:30 AM, the nursing files
were requested by the House Manager (HM)

I along with the direct care staff and consultants

file. Atapproximately 2:55 PM, the personnel
files were requested again by the surveyor. The
Qualified Mental Retardation Professional
(QMRP) returned from the agency's office at
approximately 3:05 PM with the requested
personnel files. However, the nurses files were

i not included with the direct care staff and the

consultant files.
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1223| Continued From page 7 {223
training, etc.)
1227 3510.5(d) STAFF TRAINING | 227 Su_,TaA]# 120 #*3 8,|0L{0q
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In addition to the reporting requirement in 3519.5,
each GHMRP shall notify the Department 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 other way

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:

Based on interview and review of the incident
reports, the GHMRP failed to ensure that all
incidents that presented a risk to residents' health
or safety were reported immediately to the
Department of Health (DOH), Health Reguiation
Administration, for two of two residents included
in the sample. (Residents #1 and #2)

The findings include:

1. On Juiy 10, 2009, beginning at 8:55 AM,
review of the GHMRP unusual incident report log
book and interview with the House Manager (HM)
revealed an incident report dated November 27,
2008. The incident report revealed that after
Resident #1 finished her PM care, she stepped
out of the bath tub (located in her bedroom) with
staff by her side and missed her step. The
resident fell and bruised her head on the foot
board of the bed. The resident sustained bruises
to her head and was transported to the hospital

. emergency room via the GHMRP van for
| precautionary measures. Review of the hospital

emergency room discharged reported dated

A to TMEU and evtered
M H,UL MCLS /u,[/rkm

Wird ¢ WM wld

the WUMLMMMM\'M
COM Wﬁlvﬁ

o pustre DOH W M/D‘{‘Lw
W,u e eideits Athiorens

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D (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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November 27, 2009 revealed that Resident #1
was diagnosed with a closed head injury.

Interview with the Qualified Mental Retardation
Professicnal (QMRP) on the July 10, 2009, at
approximately 5:10 PM revealed that the
aforementioned incident was not forwarded to the
Department of Health {DOH) as required.

2. An incident report dated February 6, 2009
reviewed at 9:46 AM, revealed Resident #2 was
discovered with a red nose after returning home

. from her day program. According to the incident,

' the resident stated that someone hit her when

~ asked by the group home staff. On July 10,

- 2009, at approximately 5:15 PM interview with the
- QMRP revealed that a called was made to the

day program regarding the incident, but no formal
investigation was conducted and/or completed to
determine how the injury had occurred.

Review of the nursing note dated February &,
2009 revealed that Resident #2's nose appeared
to bruised and reddened upon assessment.
Further review of the nurse's notes revealed
measurements of 10 millimeter left to right, and 9
millimeter up/down Resident #2's nose. There
was no evidence that the incident was forwarded
to the Department of Heaith as required.

3. On June 7, 2009, Resident #2 was asked by

staff to finish up her bathing to take her
medications. As staff approached the resident
with a towel, she yelled out "l hit myself’. Staff
informed the resident not to hit herself. Resident
#2 then yelled out "l wanna die". After staff
moved a little closer to her and asked her to
repeat herself, the resident yelled out again, "l
wanna die". As the resident was putting on her
clothes, she stated that she wanted to go to

Health Reguiation Administration
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heaven. The director on nursing was called and
was informed of Resident #2's outburst. The
nurse instructed that staff to call 911. Resident
#2 was taken by EMS to a local hospital and

. admitted.

On July 10, 2008, at approximately 9:50 PM,
interview with the HM revealed confirmed that the
resident was transported to local hospital for
suicidal threats. Later that day at approximately
5:20 PM, interview with the QMRP acknowledged
that the incident was not forwarded to DOH as
required.
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A licensure survey was conducted from July 9,
2009 through July 10, 2008. A random sample of
two residents was selected from a resident ,
. population of four women with various degrees of .
disabilities. The findings of this survey were
based on observations at the group home,
interviews with residents and residential staff as
well as the review of clinical and administrative
records, including incident reports.
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