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W 000 | INITIAL CDMMENTS W 000
A recertific ation survey was conducted from
August 31, 2010 through September 2, 2010,
utilizing the: fundamental survey procass. A _ (O
random sampling of three individuals was q (7 12,
selected fr3m a population bf five males and one - 74
female with various levels of mental retardation  ; W
and disabil fres, ‘j).? H,
The findings of the survey were based on
obeeyvations at the group home and two day
programs, :nterviews with group homa/day
program stiff, and the review of dlinical and
administrat ve records, including
incldent/invastigation reports.
W 120 483.410{d)3) SERVICES PROVIDED WITH W 120
QUTSIDE $OURCES
The facility nust assure that outside services
meet the needs of each dlient,
This STANDARD is not met as evidenced by:
Based on olsarvation, interview, and record
raview, the 1acikity failed to ensure that outside
services mat the needs of each client, for one of
the three chints inciuded in the sample. (Client
#3)
The findings include: The Day Program staff was trained on 09-13-10 09-13-10
an Cllent # 3'¢ foot stool protocol with emphasis
1. The day jrogram fa"'ed to ensure staff on: a) Clignt #3's use of faot stool to elevate his
Impiemente! Client #3's foot stool protacol as feet should be Implemented on a consistent basig
recommendd,
' by staff. b} The only exceptions to the above
On August 31, 2010, evening obsefvations from protocol is when cllant # 3 is in the wheelchair, at
427 p.m. t0-5:68 pm,, revealed staff elevaied the dinning table and participating in table
Client #3'.8 fEEi when he was remaved from his activities that Iasts no loanger than 15 minutes,
wheejchair, -Staff was also observed to elevate
-ABORATORY DIRECTORE G FROVIDEF/SUPPLIER REFRESENTATIVE'S SKaNATURE TILE (RE) DATE
/2'7»47 Stz A Presiclent 6’/!7AD
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Instructions,) Except for numaing hiomes, the Andings
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W 120 ! Continued From page 4 :
the client's feet after he completed his evening
snack and dinner maeal. Observations conducted
at the day Jrogram on September 2, 2010, from
10:52a,m. to 11:08 a.m. revealed Client #3 sat
on @ blue Lean bag without his feo! elevated. Al
11:10 a.m. Client #3 was transferred from the
baan bag ¢» his wheelchair for lunch.

Interview with the day program Counselor #1
revealed that Ciient #3 was placed on the bean
bag at apmoximately 10:30 a.m. Further
interview revealed that the client had a protocol to
elevate hia feat while hers at the day program.
Counsalorif1 stated that sometimes Client #3's
lieat are elevated during the moming or after
unch.

Review of Client #3's foot stool protocol dated
January 20"'0 located in the day program's
records revizaled a protocol to keep the client's
fee! elevate at below menticned times (daytime,
aftemoon, evening} for praventative measures,
When shars d with Counselor #1, she
acknowledg2d that Cllent #3's feet shauld have
been alevatd while he was repositioned out of
his whealchitir, When asked if she had recoived
training on Client #3's foot stoal protocol, she
stated no.

Note; !t sho Jid be noted that Cliont #3 is totaly
bling,

2. The day jrogram failed to ensure staff used a
raised block for Client #3's during lunch as
recommended,

©On August 31, 2010, at approximately 4:32 p.m.,
the facility's ¢ taff was observed to place Cllent
#3's food on 1 raised blagk during snack time, At

W 120 The QMRP will make weekly unannouticed visits
1o the day program for four consecutive wecks and
follow up with monthly visits to monitor the
implementation of the protocol and to ensure that
day program staff is knowlcdgeable,

(Sec Arached Al - Ad)

The Day program staff was rained on 09-13-10on | po.13.10
cliont #3 use of a reised block during all meais. The
QMRP wiH make weckiy unanneunced visits to the
day program for four consccutive weeks and follow L
up with monthly visits to monitor the implcmentatio
of the raised block protocol 2nd to ansure that day
programs staff is knowlcdgeable.

(See attachment Al-A4)
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6:20 p.m., staff placed Client #3's dinner on a
raised block during dinner ime. Observations
conducted at the day program on September 2,
2010, at 1° ;10 a.m,, revealed the Counselpr #2
transporte:] Client #3 to the table in his wheelchair
| forlunch. Counselor #1 was observed to push
the client's safety hetmet up while placing a clothe
bib/apron ¢round his neck. At 11:25 a.m., Crient
#3 was obternved to eat his food from a hiflo plate
, which was sat directly on the table by Counselor
#1. Couns lor #1 verbally prompted the client to
lean down ower to scoop up his food throughout
his lunch. 1Zach time Ciient #3 leanad forward to
scoop Up h s food, the heimet would cover his
 eyes. At1°:37 a.m., Client #3 was cbservad
lifting hig plate toward his mouth to scoop his
food,

When aske if Client #3 had a raised block to
assist with i feeding during lunch time,
Counselor 14 stated that she was not familiar with
the raised block, Counselor #2 explained to
Counselor 111 that Client #3 used a raisad block
(plate riser) as part of his adaptive equipment,
Counselor 32 stated that it was part of hig
protacol. Counselar #1 immediately locatad the
raised block which was sitting under a stack of
papers and aced Client #3's plate on top of it.
Cllent #3 at¢ without any problems throughout the
rest of his lunch.

Review of Clent #3's records revealed a protocol
January 2012 fer a raised block protocol to be
used during meal tima. When shared with
Counselor #|, acknowledge that she had not
been using tie raited block as recommended.
When asked if she had received training on Cliant
#3's ralsed black protocol, she stated no.
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3. The dar program failed to ensure staff
implementad Client #3's helmet protoeot as
recommended,

On August 31, 2010, at 4:27 p.m., Client #3
arrived hot1e from the day program. Staff
imMediately removed the client's halmet from his
head, The helmet ramained off unti Client #3

| was transported on @ community walk at 5:05

p.m. At5:29 p.m., staff was observed to remove
Client #3's 1elmet after he retumed back from his
community walk.

| Observatioiis conducted at Ihe day program on

September 2, 2010, from 10:52 a.m. to 11:08
a.m. reveal:d Client #3 sat on a biue bean bag
with his helinet on covering his eyes at time, At
11:10 a.m., Client #3 was fransferred from the
bean bag tc his wheelchair and escorted to the
table for lunch. Counselor #1 was observed to
push the clint's safety heimet up while placing a
clothe bib/a)yron around his neck. At 11:25 a.m.,
Client #3 weis cbserved to eat his from a hiflo
plate which vas sat directly on the tabie by
Counselor#1. Counselor #1 verbally prompted
the client to lean down lower to scoup up his food
throughout his lunch. Each time Client #3 leaned
forward to givep up his food, the helmet would
cover his ay:s.

Interview wity Counselor #1 revealed that she
Never removed Clignt #3's heimet due io safety
precautions. When menticned that the group
home removes his helmet during mealtimes, she
stated the heimet protocol indicated to keep his

helmet on at all times.

Review of this helmet prolocol dated January
2010 at the group home on September 1, 2010,
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W 120
3.| The day program staff was trained on 09-13-10 on | 09-13-10
Client #3's helmet protocol with emphasis on
when to have his helmet on and when to take bis
helmet off. QMRP will make weekly unannounced
visits to the day program for four consecutive weeks
and follow up with monthly visits to monitor the
implementation of client # 3 helmet protocol and
to ensure that day program staff is knowlcdgeable.
(Sce attachment A1-Ad)

‘ORM CMS-2567(02:99) Previous Vamions Obsoiets

Event ID; 3QB211

Facilty D; 09GIO7S If continuation shaet Page 4 of 7




DEPARTMENT Ol HEALTH AND HUMAN SERVICES

PRINTED: ©8/09/2010

FORM APPROVED
CENTERS FOR MEDICARE & MEDI OMB NO. 0938-0351
STATEMENT OF DEFICIEI IIES 1) PROVIDER/BUPPLIER/CLIA TIPLE UCTIO
AND PLAN OF CORRECT)IN o0 IDENTIFICATION NUMBER: o) wax GOoNSTR N NJ?&T;EEL'I":E?Y
A BURLDING
~ 02G075 nme- 09/02/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
901 14TH STREET, SE
D C HEALTH CARE ;
WASHINGTON, DC 20003
la] SUIIMARY STATEMENT OF DEFICIENGIES RECTIO
Pol;‘ElF"D( (EACH DEFICIENGY MUST BE PRECEDED BY FULL Pngle (E:gﬂogODEHFEsC”-TWAg gﬂﬁln&mLDNﬂE he
TAG REGULA TORY OR LSC IDENTIFYING INFORMATION) MG | cnoss-aarensucaz TO THE APPROPRIATE DATE
: DEFICIENCY)
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at approxiinately 3:09 p.m., nevealed exceptions
to remove the heimet during mealtime and ieisure
tme. Whin asked if she had received training
on Client #3's heimet protocol, she stated no.
1 3 -1 3 0 -
W 158 | 483.430(a) QUALIFIED MENTAL W 159, The 9ay program siaff was trsined on 09-13-10 >13-10
RETARDATION PROFESSIONAL L. | onclient#3's foot stool protocol with
. emphasiz on; a) client # 3 use of foot stool
! .Each client’s active treatment pn?gmm must be 10 ¢levate his feet should be implemented on a
integrated, coordinated and monitered by a consistent basis by sty
qualified m 2ntal retardation professional, ) ) )
b} The only exceptions to the above protocel is
when client # 3 is in the whealehair , at the
;hais ﬁTAN gARD ‘;: nn_t l;e‘t as EVI;?:"C@d by: dinning tablc and participating in table
sed on gbservation, interview, and record ;
review, the Eacility failed to ensure the quaiified activitics that ?asta no Jonger than 15 minutes,
mental reta dation professional (QMRP) The QMRP will make weekly wnannounced
coordinatec, integrated and monitored services, | visits to the day program for four conseoutive
for one of twee sampled clignts. (Cllent #3) weeks and follow up with monthty visits to
The finding:! include: monitor the implementation of the protocol
. and to ensure that the day program stafl is
. 1. Cross-refer to W120. The QMRP failed to unknowledgeable
ouiside senices implemented varibus protocals (See attachment Al-Ad),
to address t1e needs of Ciient #3. 2.| The Day program stsff was trained on 09-13-100n | 09-13-10
' 2. Cross-refar to W474, The QMRP failad to clicnt #3 use of a raised block during all meals. The
ensure the rasidential staff provided meais in the QMRP will make weekly unannounced visits to the
torm and teyture as prescribed. day program for four consecutive weeks and follow
W 356 #%?'Eis'lghflgE)lﬁ?' COMPREHENSIVE DENTAL W 356 up with tnonthly visits to monitor the implcmentatiorl
of the raised block protocol and to ensurc that the day
The faciity riuat ensure comprehensive dental programs stzff is knowlcdgeable.
treatment sarvices that include dental care (Sec attachment A1-A4)
needed for r:lief of pain and infections, .
restoration of teath, and maintenance of dental 3.| The day program stafT was trained ot 09-‘13-10 09-13-10
! health, Client #3's heimet protocol with emphasis on
when to bave his helmet on and when to have his
. , helmet off.
; This STANDARD s not met as evidenced by: | QMRP will make weekly ursmounced visits to the!
'ORM CMS-2887(02.98) Previous Verslons Dbsclele Event 10308211 Facity IDr 0pGO7S5 If continuation shest Page §of 7
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W 356 | Continued From page 5 ' W358, day program for four consceutive wocks and

Based on inferview ang record review, the facility follow up with monthly visits to monitor the

faﬂe.d to érsure that client's received dental implementation of client # 3 heimet protocal and

services in a imely manner, for one of three da £F is knowledgeabl

sampled clients. (Client #3) to ensure that day program staff is knowledgeable

! (See Attachment A].A4)
\ W

The finding (ncludes: 156 Client # 3 had a dental appointment scheduled 10-06-10

Review of (3lient #3's medical record on for 10-06-10 at 10 am. Generally , getting dental

September 1, 2010, at 4:23 p.m., revealed a appointments for our clients is a universal problen

. dental progress note dated September 7, 2008, due to the pre-suthorization process established
The note indicated that Client #3 had generalized by M.A.A. (Medical Assistance Administration)

scaling, prophytaxis with polish. Further review )
reveangdpa jental axam o?;urred on January 11, QMRP will make every effort 1o ensure that el
2010. The =xam revesaled Calculus present on clients recive timely dental serviees in the
most teeth surfaces. Scaiing ks indicated, futurc,

Pre-authori.:ation request will be submitted for
approval, . will call io reschedule,

Interview with the facility's qualified menta!
, retardation yrofessionai (QMRP) on Septemnber 2, '
2010, at approximately 12:45 p.m.. ravealed {hat
the cliant had not retumed back fo the dental
office for treatment since January 11, 2010, The
QMRP stated that the client has a dental ,
appointment scheduled for October 6, 2010, nine
months latei, preauthorization pending. At the
time of the survey, the facility failed to ensure
Client #3 re< sived timely dental services
foilow-up, -

W 474 | 483.480(b)(% )(lii) MEAL SERVICES W 474 | Staff was retraincd on 09-06-10 by the 09-06-10
: Nutritionist on food consistoncy or texture, puree
chopped and bito size. QMRP and Housc Manager
will maonitor meal protocols for all individuals

on a daily basis for two weeks and then monthly
This STANDARD Is not met as evidenced by: for 3 months to ensure that staff is knowlcdgeable
Based on obxiervation, interview and record
review, the f cility failled to ensure all cliants
received thei’ Meals in the form and consistency (Sec Attachment B)

Food must be served in a form cpnaistent with the
developmeni al level of the client.

and can implement all meal protocols
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presctibed for one of thrae sampled clients,
i (Cllent #3)
The finding| Includes:

| Observation on the evening of August 31, 2010,
at 6:26 p.ir ., direct care staff was cbserved o
chop Clien! #3's banana into bite size pieces after
dinner for t Is dessert, Op September 1, 2010, at
12:48 p.m., Client #3 was observed being served
& banana It Its whole form during lunch tima,

On September 1, 2010, at approximately 2:10

' p-m., Interv ew with the Staff #1 who prepared
and served the mea! indicated that "all food has to
be choppec” for Client #3.

Record reviaw on September 1, 2010, at 4:35
p.m., revesled ah annual nutritional assessment
dated April;25, 2010. According the assessment
and review .)f the current physician order {August)
Client #3 wais prescribed a low salt, high fiber, no
can foud, ct opped diet.

Additional interview with Staff #1 on September 2,
2010, at apt roximately 1:00 p.m., acknowisdged
that Client #3's banana should have been
chopped as prescribed. At the time of the Survey,
there was nu evidence the facliity had ensure that
Client #3 roc gived his food In a chopped textures
at all times as prescribed.
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A licensur 2 survey was conducted from Avgust

and...

 Teview, the SHMRP failed {0 ensure all residents

, (Resident #3)

[ 2010, at 12:48 p.m., resident #3 was abserved

Heazith Regulation Adminastrat on

ABORATORY DIRECTORS OR
iTATE FORM

INITIAL COMMENTS

31, 2010 t4rough Septembar 2, 2010. A random
sampling uf three residents wss selected from a
population of five males and one female with
various lex els of mental retardation and
disabilities

The findingis of the survey were based on
obsefvatio s at the group home and two day
programs, interviews with group hame/day
program slaff, and the review of ciinical and
administralive records, including

incident/im estigation reports.

3802.2(b) MEAL SERVICE / DINING AREAS
Medifled dists shall be as follows:

(b) Plannec, prepared, and served by individuals
who have nxceived instruction from a dietitian;
This Statute! is not met as evidenced by:

Bssed on o »servation, interview and record
recalved their meals in the form and consistency
prescribed {or one of three sampled residents.
The finding ncludes:

Observation on the evening of August 31, 2010,
at8:26 p.m,, direct care staff was cbserved to
¢hop Resident #3's banana into bite size pieces
after dinner 1or his dessert. On September 1,

being servec a banana in its whole form during
iunch time,

1 000

| 042

StafF was retrained on 09-056-10 by the

Nutritionist on food consistency or texture: puree,
chopped and bite size. QMRF and House Menager
will monitor meal pratocols for alt individvals

on & daily basis for two weeks and then monthty
for 3 months to ensurc that stafT i knowledgeablc
and can implement all meal protocels.

(Sce Attachment B)
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1042 | Continued From page 1 |

On Septeriber 1, 2010, at approximately 2:10
p.m., interrew with the Staff #1 who prepared
and served| the meal indicated that “sil food has
to be chopoed” for Resident #3.

Reoord renjew on September 1, 2010, at 4:35
p.m., rave? led an annual nutritionai assessment
dated April 25, 2010, According the
assessmert, and review of the cumrent physiclan
orders (Auyjust), resitent #3 was prascribed a low
salt, high fiier, na can food, chopped diet.

Additional interview with Staff #1 on Sepiember 2,
2010, at aporoximatsly 1:00 p.m., acknowledged
that Resident #3's banana shouid have been
chapped as prescribed. At the time of the survey,
thare was no evidenca the GHMRP had ehsure
that Resida 1 #3 recetved his food in a chopped
textures at (il times as prescribed,

I 09€1 3504.1 HOUISEKEEPING !

The interior and exterlor of each GHMRP shall be
maintained in a safe, clean, orderly, sttractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objecticnable
odors,

This Staluie is not met as evidenced by:

Based on observalion and intervigw, the group
home for mentally retarded persons (GHMRP)
failed o maintained the interior and exterior of

| the facility in a safe, clean, orderly, attractive, and
saniary manner for six of six residents residing in
the facility. (Flesident #1, #2, #3, #4. #5 and #6)

The findings nclude;

Observation ind interview with the facility's

D42
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Continued From page 2

House Marager (HM) on September 1, 2010,
beginning at approximately 1.45 p.m., revesied
the following:

Interior;

1. In Resiient #1's bedroom there were broken
floor lles behind the bed, and =t the bottom of the

~ ¢loset door,

2. The batiwoam toilet seat iocated on the first

' floor was ol)served wom,

3. Residen! #2 and #3's bedroom floar had tiles
missing beliind their bed. A crack in the ceiling
was also ol served in the aforementioned
residents rcom closet.

| The House Manager ( HM) acknowledged these

deficiencies during the exit conference on the

! 5@ne day.

3520.3 PRCFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall include both diagnosis
and evaluatiyn, including identification of
developmenal levels and needs, treatment
services, anif services designed to prevent
deterioration or further oss of function by the
resident.

, This Statute Is not met as evidenced by:

Based on int:rview and record review, the
GHMRP failed to ensure that Resident's received

- dental servic:s in a timely manner. for one of

three sampled Residents, (Resident #3)

i The finding ir cludes:

1090

The broken floor tiles behind the bed were roplaced
on 09-02-10 during the survey,

The bathroom toilet seat was replaced on 09-02-10.

The missing floor tiles in the bedroom were
replaced on 09-02-10. Also the crack in the
ceiling was repaired on 09-02-10,

The QMRP and House Manager will eonduct
weekly and monthly environment check to ensure af
clean and safe environment. Alse all repairs will bJ
completed in a timely manner .

09-02-10
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Resident # 3 had a dental appointment schedule for 10-06-10

Review of Resident #3's medical record on

, Septembe: 1, 2010, at 4:23 p.m.. revealed a
dental progiress note dated Septernber 7,2009.
The note iridicated that Residant £3 had
generalized! scafing, prophylaxis with polish,
Further review revealed a dental exam occurred
on January 11, 2010. The exam reveslad
Caleulus pesent on most teeth surfaces. Scaling
is indicated. Pre-authorization request will be
submitted 15r approval... will call to reschedule.

Interview w th the GHMRP's qualified mental
retardation professional (QMRP) on Saptember
2, 2016, at approximately 12:45 p.m., revealed
that the Reviident had not retumed back to the
dental offici: for treatment since January 11,
2010. The JMRP stated that the Resident has a
dental appointment schedulad for October 6,
2010, nine inonths (ater, pre-authorization

. pending. Al the time of the survey, the GHMRP
failed 1o ens ure Resident #3 received timely
dental serviies follow-up,

10-06-10 at 10 amy ., Gencrally, getting dental
appointments for our residents is a universal
problem duc to the Pre-sutherization process
establishod by MAA, However, QMRP will make
every cffort to ersure that all residents reccive
timely dental service in the futare,
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