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W OGO | INITIAL CCOMMENTS W 000
A recertificiition survey was conducted from . \
September 1, 2008 through September 3, 2005, HLUWU)\ \"\\ gl
The survey was initiated using the fundamantal GOVERNMENT OF THE DISTRICT OF COLUMBIA
survey process. A random sample of three DEPARTMENT OF HEALTH
clients was selected from a population of ane HEALTH REGULATION ADMINISTRATIO
famale oliait and five male clients with various 825 NORTH CAPITOL ST., N.E., 2ND FLOQR
levels of menial retardation and disabilities. WASHINGTON, D.C. 20002
The finding s of the survey was based on
observatiors at the group horme and three day
programs, {nterviews with clients and staff, and
the review «f clinical and administrative records
including insident reports. - o .
W 159 | 483.430(a) QUALIFIED MENTAL W 159| Stafl were retrained on 9-4-09 on how | 9-4-09
RETARDAION PROFESSIONAL to implement and document all
individosl  program objectives,
Each client's active treatment program must be Program Manager and QMRP will
integrated, :oordinated and manitored by a cnsure that staff is knowledgeable and
qualified mental retardation professional. ¢an implement and document the IPP
appropriately and in 2 timely manner
. through weekly and monthly quizzes
Tngi: egT M:!IJARDaﬂlgnOt 281 as a:r?de:"::rdw or tests. Also the QMRP will monitor
on aservation, interview, ra ]
review, the :ualhinﬁ«": mantal retard ‘ﬂ%';e'v the program closely on a daily basis
professional (QMRP) falled to adequ
monitar, ink !s;rate. and coordinate the health snd 2::,? :::::miﬁA ed 40 5
safety needs, for three of three clients included in o imolemrent 0" 9-4-09 an how | 9-4-9
the sample at the time of the survey. (Clients #1, iy and document all
#2, and %3) ndividual  program objectives.
Program Manager and QMRP will
The findingy: Include: ensure that staff is knowledgeable and
can implement and document the IPP
1. Cross Refer to W24, The QMRP failed to appropriately and in 2 timely manner
implement Client #1's snack program. through weekly and monthly quizzes
or fests. Also the QMRP will monitor
2. Cross Refer to W252. The QMRP failed to the program closely on a daily basis.
ensure that 1ata vas collectad in the form and _
required frejuency, for two of tha three clients in See Attachment A

LABORATORY DIRECTOR'S O X PROVI ER REPRESENTATIVES SIGNATURE TITLE (8] DATE
_Mmu& ebwhy Dhree by 9-30-09

finy deficiency statement encing with an asterisk () denolas a deficiency which the Inathuticn may be axcused fram comecting providiag 1 I datermined that T
other safeguards provide sufticient protection to tha patients, (See instructions.) Excapt for nursing homas, tha findings stated above are dieciouable 90 days
folowing the date of survey v frether or not 4 plan of comecticn ia provided. For nursing homes, the shove findings and plans of comection ars disclasable 14
days following the date thesa cocumants sre made svalable to the faciily, If deficiencies are clied, an Rpproved plan of corection s requisits to continuad
program participation.
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W 158 | Cantinued From page 1 W 159
the sampl. (Cllents #1 and #2)
3. Cross Refer to W255. The QMRP falled to
revise the ndividual Program Plan (IPP) once the
client had successfully completed an objective
identified in the IPP, for ane of tha three dlients in
the sample. (Client #3)
W 249 483.440(¢){1) PROGRAM IMPLEMENTATION W 248  geoff were retrained on 9-4-09 on how | 9-4-09
inle to implement and document _al
gsmﬁ;ng ;hgi:'::ﬂh?&"u:?pz;gmm individual  program objectwe.s.
each client must receive a continuous active Program Mauager and QMRP will
treatment [ rogram consisting of needed ensurc that staff is knowledgeable and
interventiors and services in sufficient number can implement and document the TPP
and frequeiicy to support the achievement of the appropriately and in a timely manner
objectives Iientified in the individual pragram through weekly and monthly quizzes
plan, or tests. Also the QMRP will monitor
the program closely on a daily basis.
o See Attachment A
This STANDARD is not met as evidencad by:
Based on o yservation, staff inferview and record
raview, the ‘acility falled to provide continuous
active treafrnent, for one of the three clients
included in {he eample. (Client #1)
The finding ‘ncludes:
The faciiity {ailed to implement Client #1's
Individual Piogram Plan (IPP) as evidenced by
the following :
During the avaning observation on September 1,
2009, at 4:01) p.m,, a tray of shacks was obseryed
in the kitche refrigerator. The snacks consisted ,
of 100 caloris cakes, pudding cups, fiber bars and
peanut butter crackers, At4:45 p.m., the House
Manger was observed setting the tray of snack on
the dining roam table. At5:11 p.m., Clients #1,
FARM CMS-2567(02-48) Previou Varzions Obmolate Evand [D:0LOB11 Faciity ID: 09GOTE ¥ continuation shoet Page 2 of 9
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W 249 cOn'dnugd l*rom page 2 W 249
#4, and #5 jelacted their choice of shack from the
tray. At5:15 p.m,, the House Manager was
observed aisisting Client #1 with passing out e
snack to Clent #3, At5:17 p.m., Client #2 was
given a cho ¢e of snack from the direct care staff.
Review of tie Client #1's Individual Pragram Plan
(IPP) on September 2, 2009, at approximately
9:35 am., rivealed the client had a program to
pass out snacks to her peers that reflected the
following stups:
- will place il snacks on a tray;
- will individiially pass out the snack to each one
of her peers; and
- will take trivy to Kitchen.
Inferview wi h the House Manger on September
2, 2009, at sipproximately 11:00 a.m., indicated
that the clieiit required a lot of assistance to
complets th task further acknowiedging that
Client #1 wz s not given the opportunily fo
participate fiy the aforementioned program.
There was r o evidence that the QMRP ensured
that Client #1 was given the opportunity to
participate il the aforementioned program. ———— . —
W 252 | 483.440(e) 1) PROGRAM DOCUMENTYATION W 252 Staff were retrained on 9-4-09 on how 9-4-09
_ to implement snd document an
Data relative: to accomplishment of the criteria individual  program objectives.
specified in :fient individual program plan Program Manager and QMRP will
abjectives I7ust be documented in measurable ensure that staff is knowledgeable and
terms. can implement and document the IPP
appropriately and in a timely manner
throagh weekly and monthly quizrzes
tests, Also the QMRP will monito
This STANCARD is not met as evidenced by: or itor
Based on ok servation, interview, and recordby . the program closely on a daily basis.
’ ridadile
vefification, ha facility failed to ensure that data See Attachment A
FORM CMS-2587,02.00) Praviow Verslons Obsolets Event 1D;0LOB41 Facllily 1D, 08GD7S if continualion sheat Paga 3 of 9
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Continued f'rom page 3

was collectud in the form and required freguency,
for twa of the three clients in the sample. (Clients
#1 and #2)

The finding:: include;

1. On Sept:mber 1, 2009, at 5:35 p.m., Client #1
was observidd going for a walk in the community.
Interview wi'h the direct care staff on Septamber
1, 2009, st !i:45 p.m., confirmed that Client #1
went on a community walk.

Review of t.e Client #1's Individual Program Plan
{IPP) dated February 13, 2009, at 3:45 p.m,,
revealed an objective which stated, "[the clien]
will participate in structural walks in the
community/iome five times per waek with 80%
accuracy.” Fleview of the data sheet on
September 2, 2008, at 2:00 p.m., revealed no
documentat on from the previous day. interview
with the Quiilified Mental Retardgtion
Professiona {(QMRP) at 11:00 AM confirmed that
direct care siaff did not document although the
program wa  implemented

There was r o avidence that the data had been
collected In iaccordance with the IPP for the client,
which was necessary for a functional assessment
of the client's progress.

2. During the entrance conference on September
1, 2008, beginning at 17:45 a.m., revealed Client
#2 did nat hiive a Behavior Support Plan (BSP)
however the client did have a toileting schedule
protocol, Ot September 1, 2009, at 6:30 p.m.,
Client #2 was obsarved wearing adult protective
undergarme 1ts (APU's). Interview with the
Qualified Mental Retardation Professional
(QMRP) on :3eptember 2, 2008, at 10:30 a.m.,

W252)  Staff were retrained on 5-4-09 on how
1&2 to implement and document all
individual  program  objectives.
Program Mamager and QMRP will
ensure that staff is knowledgeable and
can implement and docament the TPP
appropriately and in a timely manner
through weelly and monthly quizzes
or tests. Also the QMRP will monitor

the program closely on a dsily basis.

See Attachment A

9-4-09
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W 252 ] Continue 3 From page 4 W 252
indicated that the client's toileting schedule should
be impler1ented upon the clienf's wake-up.
Further ir terview with the House Manager
revealed -hat the chent gets up sround 5:30 - 6:00
a.m. Review of the data collection sheet on
Septembar 2, 2009 at approximately 2:00 p.m.,
reveaied 10 documentation on the moming of
Sepiembrr 2, 2009,
There wa:: no evidence that the QMRP was
ensuring /ata had been gollected in accordance
with the IF'P for the client, which was necessary
for a funclional agsessment of the client's
progress, .
W 256 | 483.440(f (1)(i) PROGRAM MONITORING & W 255! Client #3's 1PP program  was | '0.11.09
CHANGE reviewed and revised by the
, . interdisciplina team om 9-11-
The indivikiual program plan must be reviewed at 09(Clientp#3’sryIPP review date was
least by the qualified mentai retardation already schedule for 9-11-09 which is
professioral and revised as necessary, inciuding, the date for his ISP.)
but not limited to situations in which the client has M.RP was retrained by the
i?‘.luo?ﬁs:clﬂ: Iy"t:o T%I?Iit:d ain Splective or Sbjectves Srogrnm Manager to ensure that all
en 't Thé fndivical program plan. programs arc revised whenever an
individoal consistently performs a
This STANDARD s not met as evidenced by: program at 100% independence for 6
Based on ibservations, staff interviews and months. Also Program Manager will
record review, the facillty's Qualified Mental monitor above on quarterly basis.
Retardatioy Professional (QMRF) failed to revise .
the Individiia) Program Plan (IPP) once the cllent
had succstisfully completed an objective identified
in the IPP, for one of the three ¢lients in the
tample. (:llent #3)
The finding includas:
Review of Client #3's IPP dated September 12,
2008, reveilled a program objective which statod,
"given vertial prompts, [the client] will count from
FORM CM5-2567(0208) Previo 15 Varsions Obsoleia Event ID:00L0811 Facilily ID: 09GO7S If continuation sheet Page S of 9
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W 255 Continued From page 5 W 255
one to one hundred with 50% independetice.
Review of the QMRP monthly notes from
February 2005 through August 2009 revealed the
cllent was Indepandent 100% of the trials,
There was no evidence that the QMRP revised
the pragrain. {(count from 1 - 100}
W 261 gﬁmé)(aj PROGRAM MONITORING & W261} pe HRC mecting held on 512-09 | 5-12-09
approved a medication reduction plan | — -5 09
The facility rmust desianate and use a speciall for client #1. That is to reduce the | 8-25-
consﬂtutemz commlttnig or committees oop::;ﬁxg Geodon from 80mg to 60mg PO QD
of members of facility staff, parents, legal that meeting was attended by two
guardians, clients (as appropriste), qualtfied community representatives and the
persons who have either experiencs or training in chairperson who is also .from the
contemporiary practices to change inappropriate community (with no ownership). The
¢lient behasior, and persons with no cwnership or HRC meeting held on 3-25-09 had a
controlling rterest in the facitity, community representative who is also
the chairperson for the committec
with no ownership with DC Health
;l;i:jTAN DgRDO;su:lo:.'met as :vﬁ;nggd b}';m Care. The other two community
on naview of the Human Rig m me are
(HRC) minuites, the facility failed 1o ensure that alw':;: l];sre:r:nﬂ; for ;:el;{nggt:[;:s::;
persans wilh no ownership or confroliing interest jssues could mnot tns .
: h . participate in the
in the facilily consistantly participated on the ceting due to ¢ rtati
commitiee, for one of the three clients included in Drobler 0 ltransportation
the sampla  (Client #1) problem on (8-25-0% From now on
DCHC will ensure that HRC mecting
The finding includes: is attended by all members. If incase
attendance is mot complete, meeting
During the antrance conference on September 4, will be rescheduled for another date
2009, begir ning on September 1, 2009, at 11:45 and time.
a.m., the Q salified Mental Retardation
Professions | (QMRP) reverled that Client #1 See Attachment Bl
received paychotropic medications for her
maladaptivs behaviors, Obsarvations during the See Attachment B2
medication administration on Septambaer 1, 2008,
al 6:12 p.m , Client #2 was observad being
administered Geodon 60 mg and Ativan 1 mg.
FORM CMS-2567:02-00) Praviay 5 Vorsions Obeolets Event ID: 0LOB11 Fociiity 10 00GO75 3 cantinuation sheet Page & of 9
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W 261

W 356

were revieved and approved. Further review of

Centinued From page 6

Review of tha Human Rights Committae (HRC)
meeting T inutes was conducted on September 2,
2009, at 11:00 a.m, According o the HRC
minutes dited August 28, 2009, Clent #1's
Behavior Siupport Plan (BSP) to include
psychotropic mediations (Geodon and Ativan)

the eorres)yonding signature sheet attached to the
minutes faled to evidence that the facility's HRC
committes inciuded persons with no ownership or
controlling interest in the facility at the time of the
review anc appraval,

453.460(g) (2) COMPREHENSIVE DENTAL
TREATMENT

The facility must ensure comprehensiva dental
treatment Garvices that include dental cara
needed for relief of pain and infections,
rastoration of ieeth, and maintenance of dental
health,

This STANDARD fs not met as evidenced by:

Pased on literview and record review, the facility
failed to ensure timely comprehensive treatment
services fo' the maintenanca of dental health for
one of the |hree clients in the sample. (Client #2)

The finding includes:

Review of (Cliant #2's medical recerd on
September 2, 2009, at 4:00 p.m., revealed 8
dental cons uitation dated October 15, 2008, The
dentis! noted that the client received generaiized
scaling, prcphylaxis with polish. The consult
further noled the client should retum in six
months. Inerview with the Qualifiad Mental
Retardation Professional (QMRF) on September
2, 2009, at approximately 5:00 p.m., confirmed

W 261

W 356
appointed on 6/30/09, However client
# 2 did not make the appointment
because he had gone on vacation from
June 27" to July 4™ 2009, Therefore
his  dental  appointment was
rescheduled for 9/7/09 (the earliest
available date)

However Client #2 did receive dentsl
services on  9-7-09 a3 scheduled.
QMRP will ensure that all individuals
continac to receive their medical and
dental servicesin a timely fashion.

Client #2 ‘way scheduled for dental |

9-7-09

FORM CMS-2507 (0269} Pravio s Versions Obsolely

Event ID:0L0811
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W 356 | Continued From page 7 W 358
the findings, verifying that the client had not
retumned a: the specifiad time period as indicated.
At the time of the survey, the facility failed to
ensure Cliont #2 received timely dental services
follow-up. i
W 387 SE430(N1) DRUG STORAGE AND W38 Al LPNs working with DCHC were | 9-4-09
retrained on 9-4-09 on DC Health
. prope Care's policy on  medication
Q:df':gnh? ::? ::;u%? drugs under " administration with emphasis an
storage, dispensing, disposal of
medication and infection control.
This STANDARD is not met as evidenced by: R.N and QMRP will monitor all LPN
Based on cbservation and intarview, the facility (medication nurses) for two weeks
failed to stcre drugs under proper conditions of and then monthly and quarterly to
security, fo* ona of the five clients in the faciity. ensure adherence to company’s policy
(Client #4) and procedire)
Tha finding includes: (Sce Attachment C)
On Septamber 1, 2009 at 7:06 p.m., the Licensed
Practical Nvirge (LPN) was obsarved to leavea the
medication closet door unlocked when he went to
get Client #4 fram another roorm. Further
observation revealed the medication closet door
was open a1d the Qualified Mental Retardation
Professiona | (QMRP) and surveyor were left in
the room. 11 an interview with madication nurge
on Septemter 1, 2009 after the medication
administrati n at approximately 7:20 p.m., it was
acknowledged the medication closat door was left
unlocked wiien he want to retrieve Cliant #4.
There was r o evidence that all drugs were stored
under propar conditions of security,
W 455 | 483.470(1(1) INFECTION CONTROL W 455
There must be an activa program for the
prevention, ;:ontrol, and investigation of infection
FORM CMS-2567(D2-99) Previow Versiana Obsolste Event ID: 0LOR11 Faciily ID; 09GOTS ff continuation shest Page 8 of §
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"AN LPNs working with DCHC were | 9-4.09
retrained on 9-4-09 on DC Health
Care’s policy on  medication

and comniunicable disaases

This STANDARD is not met as evidenced by: administration with emphasis on

Based on sbservation, the fadility failed to ensure storage, dispensing, disposal of

proper Infiction control procedures, for ane of the medication and infection control,

five clients residing in the facility., (Client #1) R.N and QMRP will monitor sll LPN
(medication nurses) for two weeks

The finding) Includes: and then monthly and quarterly to
ensure adherence to company’s policy

During the medication observation on September and procedure)

1, 2009, at 6:04 p.m., Client #5 was observed

punching fur medications from each bubble ' (Sce Attachment C)

pack of meciication. One pill dropped onto the
table. The client was cbserved picking up the pill
and placiny) it into the medication cup, The ¢lient
was obsened pouring & cup of water and
conguming the medications. The medication
nurse was sbsarved standing to the left of the
client durin} the medication administration,

There was no evidence that proper infection
cantrol procedures were implemented during the
medication administration,

FORM CMS-2587(02-08) Previow. Varslans Obaclats Evartt ID:0LOR1 1 Facity ID: 0oGoTS If continuation shewt Page Dof b
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Mealth Ragulation Admimistraion

INITIAL COMMENTS

A licensut & survey was conducted from
Septernber 1, 2009 through September 3, 2008.
The survey was inftiated using the fundamental
survey prccess. A random sampla of three
residents 1vas salected from a population of one
fenale resident and five male residents with
various levels of mentsl retardation and
disabilities.

The findingjs of the survey was based on
observatio 1s at the group homa and three day
programs, interviews with residents and staff, and
the review of clinical and administrative records
in¢luding ir cident reports,

3510.5(c) SSTAFF TRAINING -

Each trainhg program shall include, but not be
limited to, t18 following:

() Infection control for staff and residents;

This Statute: is not met as evidenced by:

Eased on o3xservation and Interview, the Group
Home for the Mentally Retarded (GHMRP) falled
to ensure eifective tralning on infaction cantrol,
for one of six residents residing in the facility.
(Resident #3)

The finding ncludes;

During the medication abservation on September
1. 2008, at €:04 p.m., Resident #5 was observed
punching four medications from each bubble
pack of medication. One pill dropped onto the
table, The n2sident was observed picking up the
pill and placing it into the medication cup. The
resident was observed pouring a cup of water

1 000

All LPNs'working with DCHC. were

retrained on 9-4-09 on DC Health
Care’'s policy on  medication
administration with emphasis on
storage, dispensing, disposal of
medication and infection control.

R.N and QMRP will monitor all LPN
(medieation nurses) for two weeks

- and then monthly and quarterly to

ensure adherence to company’s policy
and procedure)

 (See Attachment C)

9-4-09

-~ 1

LABORATORY HREGTM PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

30"

STATE FORM

] if confinuation sheet 1.of 8

xb “1'_:& Da roeks oY~

0oB11 \

oﬁl



PRINTED: 08/21/2G09

FORM APPROVED
STATEMENT OF DEFICIE? PROVIDER/SUPPLIER/CLIA DATE SURVEY
AND PLAN OF CORRECT g:es o tDEN'nglGATION H:.IMBER: ﬁuﬁzzﬁ CONSTRUGTION N}CO;EPLETED
HFD03-0080 & WiNG 09/03/2009
NAME OF PROVIDER OR ! UPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
901 14TH STREET, SE
D C HEALTH GARE WASHINGTON, DC 20003
X4 10 $URWARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (8
PREFIX (EACH [ EFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD RE COMPLETE
TAG REGULA' "ORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
1226 | Continued From page 1 1226
and consuining the medications, The medication
nurse was observed standing to the left of the
resident di ring the medication administration,
There was no evidence that proper infection
control pro:edures were implemented during the
medicatlon administration,
1401 3520.3 PRIOFESSION SERVICES: GENERAL I 401 - — ‘
PROVISIONS Client #2 was scheduled for dental 9.7-09
appointed on 6/30/09, However client
Profession:|l services shall include both diagnosis # 2 did not make the appointment
and evalua fon, including identification of because he had gone on vacation from
developme ital levels and needs, treatment June 27" to July 4™ 2009. Therefore
services, and services designed 10 prevent his  dental appointment was
deterioration or further loss of function by the .rescheduled for 9/7/09 (the earliest
resident. available date)
. However Client #2 did receive dents)
This Statute is not_met_ as evidenced by: services on 9-7-09 as scheduled.
Based on observation, intesview and record QMRP  were enmsure that all
review, the Group Home for the Mentally individuals continue to receive their
Retarded ((GHMRP) failed to ensure evaluations medieal and dents] .
were conduched, for one of the three residents imely 1 h;‘ services In »
included in he sample. (Resident #2) (mely fashion.
Tha finding Includes:
Review of F esident #2's medical racord on
Septomber 2, 2009, at 4:00 p.m., revealed 3
dantal cons Jktation dated October 15, 2008, The
dentist note 1 that the resident received
generalized sealing, prophylaxis with polish.
Further notig the residant should return in six
tmonths. Intsrview with the Qualified Mental
Retardation Professional (QMRP) on September
2, 2009, at ¢ pproximately 5:00 p.m., confirmed
the finding. At the time of the survey, the facllity
falled to ensure Resident #2 received timely
dental servives follow-_up 83 specified.
Hualth Ragulation Adminisirs ton
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14221 3521.3 H/BILITATION AND TRAINING 1422 Staff were retrained on 9-4-09 on how | 9-4-09
Each GHMRP shall provide habilitation, training 0 i mplement and document all
and asslstance to residents In accordance with individual  program o -in“ ves
the resident’ s Individual Habilitation Plan. Program Manager and QMRP wil
ensure that staff is knowledgeable and
This Statue is not met as evidenced by: can implement and document the IPP
Based on 1bservation, staff interview and record appropriately and in a timely manner
verificatior, the Group Home for Mentally through weekly and monthly quizzes
Retarded Persons (GHMRP) failed 1o ensure or tests. Also the QMRP will monitor
habilitation, training and assistance was provided the program closely on a daily basis.
1o residents in accordance with their individual
Habllitatior Plan ('HP), far che of the threa Sec Attachment A

residents iticluded in the sample. (Resident #)
The finding includes:

The facility failed to implement Residant #1's
Indjvidual Frogram Plan (IPP) as evidenced by
the following:

During the avening observation on September 1,
2008, at 4:00 p.m., a tray of snacks was
observed ir the kilchen refrigerator. The snacks
conisistad of 100 calorie cakes, pudding cups,
fiber bars a ! peanut butter crackers. At 4:45
p.m., the House Manger was ohserved sefting
the tray of anack on the dining room tsble. At
5:11 p.m., Fiesidents #1, #4, and #5 selected
their choice of snack from the tray, At 5:15 p.m.,
the House Manager was observed assisting
Resident #1 with passing out a snack to Resident
#3. At6:17 p.m., Resident #2 was given a choica
of snack fro n the direct care staff.

Review of e Resident #1's Individual Program
Plan {(1PP) o Sepiember 2, 2009, at
approximately 9:35 a.m., revealed the resident
had a progrim to pass out shacks to her peers
that refiectel the following steps:

lih Regutation Aaminista lan '
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- will place all snacks on a tray,
- will indiviiiually pass out the snack to each one
of her peets; and
- will take t-ay to kitchen.
Interview with the House Manger on September
2, 2009, at approximately 11:00 a.m., indicated
that the resiidant required a lot of gssistance to
complete tw task further acknowledging that
Resident #1 was not given the opportunity to
participate in the aforementioned program.
1424 ) TRAI 1424 S -
3521.5(a) HABILITATION AND NING | Client #3s IPP program was | 9-11-09
Esch GHMRP shall make modifications to the reviewed and revised by the
or when th client 09(Client #3's IPP review date was
already schedule for 9-11-09 which is
{a) Has sut:cessfully completed an objective or the date for his ISP.)
objectives [dentified in the Individual Habilitation Q.M.R.P was retrained by the
Plan; Program Manager to cnsure that all
. L programs are revised whenever am
;rns Stam:a:_nz n;et as e\;idenc:dd by: N | individual cousistently performs a
ased on staff interviews and record raview, the rogram &t 100% independenc 6
Qualified I ental Retardation Professional g‘longths. Also ProglrampeManag:rf?ill .
(QMRP) failed to review and revise the Individus! monitor above on quarterly basis.
Program Plan (IPF) onca the resident has
successfully completed an objective identified in
the IPP, far ohe of the three residents in the
sample. (Fesident #3)
The finding includes:
Review of esident #3's IPP dated September
12, 2008, rivealed a program objective which
stated, "givin verbal prompts, [the resident] will
count from one o che hundred with 50%
independer ce. Review of the GQMRP monthly
notes from February 2009 through August 2009
Hoalih Rtegulation Administ Hon
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revealed the residentwas independent 100% of
the trials.
There was no evidence that the QMRP revised
the prograin (count from 1 « 100).
500 3523.1 RESIDENT'S RIGHTS 500 'ﬁi‘e""HRdC mesting held on_ 511;59
approved a medication reduction plan
Each GHMRP residence diractor shall ensure fGor client #1. ;lt"hnt is to red:g 3.1;
that the righits of residents ars observed snd eodon from 80mg to 60mg
protected i accordance with D.C. Law 2-137, this that meeting was attended by two
chapter, and other applicable District and faderal community representatives and the
laws. chairperson who is slso from the
community (with no ownership), The
, . . . HRC meeting held on 8-25-09 had a
;2‘;3’2:’2 ;s':r::tﬁg:‘et::;;::&c&d :l{d record community representative who is also
lew, the G Hon Tor th for the chairperson for the committee
roview, the Group Home for the Mentally | with no ownership with DC Health
Retarded ((GHMRP) falled to ensure the rights of :
residents wara chserved and protected in Care. The other two community
accordance with D.G. Law 2-137 {Rights of members who are very regular aud
Mentally Retarded Citizens), this chapter, and aiways present for meetings to discuss
other applicable District and Federal Laws, for issues could not participate in the
one of the tiiree residents included in the sample. meeting duc to transportation
(Resident #1) problem on (8-25-09). From now om
DCHC will ensure that HRC meeting
The finding includes: is attended by all members. If incase
attendance is not complete, meeting
During the ¢nitrance conference on September 1, will he rescheduled for another date
E‘OOSta'b;gi; :Lnlgﬁ:t ‘:;I:45 am., tlh(:: ?ﬂl{:lpii;ed and time,
ental Re h Profassiona .
ravsaled thst Resident #1 raceived psychotropic See Attachment Bl
medications for her matadaptive behaviors,
Observations during the medication
administration on September 1, 2008, ot 6:12 See Attachment B2
p.m., Resident #1 was observed being
administers) Geodon B0 myg and Ativan 1 mg.
Review of the Human Rights Committee (HRC)
meeting min Jtes was conducted on September 2,
2008, st 11010 2.m. According to the HRC
Foalth Raguiation ASrarits ion
STATE FORM o 0LOB11 ¥ continution sheet § of 8
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minutes ¢ sted August 28, 2000, Resident #1's
Behavior {iupport Plan (BSP) to inchude
psychotro)ic mediations (Geodon and Ativan)
ware reviawed and approved. Further review of
the corres donding signature sheet attached to the
minutes failed to evidence that the facility's HRC
gcommittee Included persons with no ownership or
controliing interast in the facifity.
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