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The Health | tegulation Licensing Administration
(HRLA) race ve:d a report via email on June 1,
2009, from | niversity Legal Services (ULS)
monitoring tt am. Attached to the email was a
report dated April 18, 2009 of an onsite visit
completed b 1 their team which alleged that
"Evans Clas " members were st risk, as
described b¢ low:

(1) Staff are 1ot implementing a class members 'l) 9_1‘0
dining prator ol correctly, placing him at risk of 6\
choking; OVERNMENT OF THE DISTRICT OF CoLUMBIA
) DEPARTMENT OF HEALTH

(2) Staff hav:. limited knowledge of the class HEALTH REGULATION ADMINISTRATION

members' si; ‘nificant health rigks; 825 NORTH CAPITOL ST., N.E., 2ND FLOOR

WASHINGTON, D.C. 20002
(3) Staff hav:: limited knowledge of the class
members’ bx havioral support plans;

. ~ ]

(4) Staff are 1ot adequately implementing class
members’ be 12vioral support plans;

(5) Staff are |10 offering a class member the
opportunity t. ambulate as recommended;

(6) A class i erber is not wearing TED stockings
or knee brac:'s as orderag:

(7) Staff are ' ot offering the class member
activities;

(B) Staff are | iacing the residents in bed in the
afternoon for axtended periods of time;

(9) The proviiier is not providing the class
members wit zn adequate number of community
outings;

_‘“_. e T ——
LABQRATORY DIRECTOR'S OR 3R PER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE {XB) DATE
. * ,— .

Msats & ; Dichir ok Biabidily decae: 7o /07
Any deficiency statement endi g with an asterizk (*) denotes a deficiency which the institution may be excused from co ng providir g it is determined that
other safeguards provide $uffic ent protection to the patiants. (See instructions.) Except for nursing homes, the findings stated above : ra disclosable 90 days
following tha date of survey wh sher or not @ plan of correction ia provided. For nursing homes, the above findings and plans of correc ion are disclosabla 14
days following the date these ¢ scumants are made available to the faciiity. If deficlencies are cited, an approved plan of correction is raquisite to continued
program participation. ,
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(10) Staff inl srviewed was not adaquately familiar
with the clas s members' significant health risks

A follow-up ! uIvey was conducted from June 27,
2008 throug 1 .June 29, 2008 to determine the
facility's con pliance with the previous standard
level deficie: cies cited on May 8, 2009, and to
verify correc lve actions as indicated on the Plan
Of Correctic s dated June 18, 2009.

A random s: mple of two original clients and two
new clients ' /ere selected from a population of
seven males with various degrees of disabilities.
The findings of the survey were based on
observation:. ir the group home, interviews with
the facility s! aff, review of the ULS findings, and
review of rec ords, including unusual incident
reports, inve stigations and administrative records,

The June 2¢ 2009 survey findings reveaied the
facility met ¢ sbstantial compliance with the May 8,
2009 citatior s ited however, continued standard
level deficier cizs were cited. The following iwo
out of the te! concerns identified by ULS were
substantiate | s follows:

(a) The facll y failed to ensure that all staff had
received frai iirg on Clients #1 and #4 Behavior
Support Plar (13SP).

(b) The facil y failed to ensure that the direct care
staff implem inted Client #5's picture
communical or book as recommended by the
Speech and .anguage Pathologist.

463.430(a) ¢ UALIFIED MENTAL

RETARDAT DN PROFESSIONAL

Each client's active treatment program must be
integrated, ¢ Jordinated and monitored by a

{W 000}

W 159}:
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qualified me 1tal retardation professional.

This STANC ARD is not met as evidenced by:
Based on ol seqvations, interview and record
review, the f icllity failed to ensure that each
clients activ s treatment program was integrated,
coordinated and monitored by the Qualified
Mental Reta dation Professional (QMRP), for
three of sev: n clients residing in the faciilty,
(Clients #3, .'5 and #8)

The finding | cludes:

1. The QMRP will visit the day program and
provide evidence of the visit to the L irector of
Disability Services. The QMRP wil develop
and provide a schedule of planned visits to the
day program to be completed by botl1 the
QMRP and the Residential Director, and will
provide a note of such visits in the el sctronic
data management system the facility uses.

1. The QMR * failed to ensure that the day
program wa: made aware of Client #3's
prescribed [ ats guard to assist with feeding as
evidenced b fcw:

The QMRP  7as cited during the May 8, 2009
survey for f& ling to ensure that the day program
was made & vare of Client #3's prescribed plate

guand to ase st with feeding. The facillt E‘S&%‘ﬁi‘;ﬁm“ém oquired o iuipment
forwarded a >lan of Correction (POC) dated June tochnolosy catal gndpme 1de evidumce of
8, 2009, that reflected the QMRP will make at e T Oy i ® eVl i te
least a mont ly visit to each client's day program, the order. The QMRP will ensure that the

. p . i i oved uman Rights
and will assii in the Residence Director (RD) to cauipment is approved by the Human
also make a ieast a monthly visit. C?mn31ftee prior to use. The Directo Of,
Disability Services will request info: mation

prescribed p ate guard concems with the day
program, Fi rther interview with the QMRP
fevealed tha she was waiting for a new
assessment o be conducted by another assigned
Occupationa Therapist.

On June 29, 2009, at approximately 3:30 PM, | ﬁﬂ:l E:r Depmm';m onazisability Szrvices
interview wit | the QMRP revealed that ehe had ~ando T sources for leads on a new
not visited ar dior addressed Client #3's Occupational Therapist. 7 /3/ /07

2. The QMF: P failed to coordinate services with
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the nutrition ;t and the physician for Client #6 to 2. The QMRP will provide the Primary Care
ensure he re ceived his recommended diet, Physiclan with a copy of the regular (st
recommended by the Nuiritonist. If the PCP
The QMRP ' ailed to ensure the nutritionist approves, the diet will be continned. The
coordinated wih the physician to ensure Client #6 fQMRP will ensure that all clinical
received the recommended diet. recommendations for each person in 1he home
are listed in one document and proviced to the
On June 27, 2008, at 12:02 PM, Client #6 was Director of Disability Services and to the
observed ez ing a regular diet consisting of a . Primary Care Physician for approval. The
chicken sani wich, chef salad, pineapples and Director of Quality Management will ensure
milk. On Juie 29, 2008 at 5:44 PM, Client #6 that staff'are trained to implemcnt apj roved
was observe 1 2ating a regular diet consisting of goals, and that restrictive measures ar brought '
salmon, rice mixed vegetables and grape juice. before the Human Rights Committee or
approval prior to implementation. 3[' %
Record revie w of the Physician's Orders dated
June 1, 200¢, on June 29, 2009 at 4:00 PM,
revealed the Client #8 was prescribed 1500
calorie diet. Review of the nutritional assesement
dated April 2 2008, at 4:10 PM, revealed that
Client #6's d at was changed from a2 1500 calorie
diet to a reg: lar diet.
Interview wil 1 the QMRP on June 29, 2009, at
approximate y 4:15 PM confirmed that the
physician wz 5 not aware of the nutritionist
recommend: tion,
3. The QMF P Failed to epsyre that each '
empiayee he 3 been provided with training that 3. See response to W 139. 7 / / /af
enables the :riployee to perform his or her duties 5
effectively, & ficiently and competently. [See
w189} :
W 189 | 483.430(e)(“ ) STAFF TRAINING PROGRAM W 139
The facility n ust provide each employee with
initial and co tinuing training that enables the
employee to perform his or her duties effectively,
efficiently, a1 d competently,

FORM CMS-2567(02-99) Previou:. Varsions Obsoleta Event ID: SROV12 Faciiity 1D: 09G224 ¥ cont{1uation sheet Page 4 of 7
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This STANE a4RD is not met as evidenced by
Based on ot servation, interview and record
review, the { icility failed to ensure each employee
was provide | initial and continuing training that
enabled the smployee to perform his or her duties
effectively, e ficiently, and competently for three
of four client i in the sample. (Clients 21, #4, and
#5)

The findings include:

. 1. The QMRF will ensm'ethateach;mff

1. The facili y failed to ensure that all staff had person’s orientation includes training on every

received tral ling on Clients #1 and #4 Behavior client’s ISP, to include the BSP. The QMRP
Support Plai (3SP) as evidenced below: is 1o ensm'ﬂut evidence of the tem ng is .
o recorded in the staff person’s person: 1 training
On June 1, 2008, Health Regulation Licensing record bo?k and is fn];ed to ﬂ-,l: admi istrative
Administrati. n (HRLA) received a report dated office to be included n the staff pers-m’s
April 18, 200 3 via e-mail from University Legal personnel record. The Director of Quality

Services (UL 8). The report refiectad that staff had

i within 0 1& week
limited know acige of Clients #1 and #4 BSP. Management will follow up n

of each general staff orientation to er sure that

the in-home orientation is completed and
a. On June 27, 2009, between 9:17 AM to 9:41 Y Lo e
AM, Staff #1 was observed interacting with Client placed in the record. The QMRP wi

i i ; that each staff nurse receives training: on the
#1 by shakin j his hand, encouraging the client to- ST ; f |
say hi, and t |king about the television show. clients’ JSPs and BSPs, and that evicence o

. ; ining is maintained in the facility’s
Staff #1 prov ded verbal praise to Client #1 when : such traming A . .
he responde | with a moaning sound. [raining record book. The Director of Quality |
Management will review the training; record
At 9:51 AM, | wtarview with Staff #1 revealed that monthlji for the next 90 days to ensure that this d .
he had been working at the facility approximately routine {5 completed. J /’ ‘T
one month. Ahen asked about Client #1's BSP, '

Staff #1 stat: d that he was unsure if the client
had one. St: ff #1 further stated that he had not
Seen any be! aviors and was not aware of any
targeted beh iviors (i.e screaming, hitting self in
head) for Cli::nt #1. Staff#1 indicated that he had
not received rzining on Client #1's BSP.
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On June 29, 2009 at 4:58 PM, review of the staff
in service i ining book confirmed that Staff #1
had not rece ived training Client #1's BSP.

b. On June . .7, 2009, at approximately 10: 30 AM,
interview wil 1 he Qualified Mental Retardation
Professiona (QMRP) revealed thai Staff #1 was
assigned to vork with Client #4 as his 1:1 for
approximate ly three hours (time not specified). At
3:57 PM, ad iitional Interview with Staff &1
revealed the : Client #4 had a BSP, When asked
about his m- ladaptive behaviors, Staff #1 stated
that he had ' in y observed Client #4 fall to the
floor during senaviors. Staff #1 stated that he
had not rece ived any formal training on Client
#4's BSP prior to working with him. Review of the
staff in servi ;e training records on June 29, 2009
at 5:00 PM, :onfirmed that Staff #1 had not
received trai vitg on Client #4's BSP. -

c. Similarly, nterview with Licensed Practical
Nurse (LPN: a-12:02 PM, ravealed that she had
been workin j every other weekend at the facility
for approxin atzly eight (8) months. Further
interview wif 1 the LPN revealed that she had not
received for 1avinformal training on Client #1's
BSP. Revie v of the staff in service training book
on June 29, 2009 at 5:02 PM, confirmed that the
LPN had nol received training Client #1's BSP.

2. The facili y failed to ensure that the direct care
etaff receive 1 training on implementing Client #5's
picture comr whication book as racommended by
the Speech . nd Language Pathologist as
evidenced b ilcw:

On June 27. 2009, at 9:15 AM, Staff #2 was
obsetved as <ing questions and conversing with
Client #5 wh le putting a puzzle together. Further

CARECQ
WASHINGTON, DC 20019
X4 1D SUMN \RY STATEMENT OF DEFICIENCIES [s] PROVIDER'S PLAN OF CORREG1ION (X5}
PREFIX (EACH DE *ICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOUILD BE COMPLETION
TAG REGULAT( RY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRIDPRIATE DATE
DEFIGIENCY)
W 189 | Continued F ‘o page 5 W 189

2. See response to deficiency W 159 #2 and W
189 #|,
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observation it 10:30 AM revealed Staff #2 asking
guestions ar J conversing with Client #8 as they
played conni i four. Client #5 was not given the
choice or op ortunity to answer Staff #2's
questions du irg the aforementioned activities,

Record revie ¥ conducted on June 29,.2009, at
12:50 PM, re vealed a Speech and Language
Assessment dated December 12, 2008. The
evaluation re Sommended that staff provide Client
#5 with “ongc ing opportunities for choice making,
exposure to || picture communication book and a
voice output fevice to enhance his oral
communicati xn skills,”

On June 29, 2009, st approximately 3:00 PM,
interview with the House Manager (HM) revealed
that training \ ras conducted on Client #5's picture
communicati in book on June 4, 2009, Further
intarview witl' the HM revealed that Staff #2 did
not attend thr training on Client #5's picture
communicatii m book,
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The Heaith [ ‘equlation Licensing Administration
(HRLA) rece ved a report via emall on June 1,
2009, from L niversity Legal Services (ULS)
monitoring & am. Attached to the email was
report dated April 19, 2009 of an onsite visit
completed b ' #heir team which alleged that
"Evans Clas' " members were at risk, as
described be low;

(1) Staff are ot implementing a class members
dining protoc ol correctly, placing him at risk of
choking;

(2) Staff hav: limited knowledge of the claas
members' sir nificant health risks;

(3) Staff hav: limited knowledge of the class
members' be ravioral support plans;

(4) Staff are 1 10r adequately im plementing class
members’ be 1avioral support plans;

(5) Staff are 110t offering a class member the
opportunity t¢ ambulate as recommended:

(6) A class m amber is not wearing TED stockings
or knee brac: s as ordered:

(7) Staff are 1 of offering the class member
activities;

(8) Staif are | lacing the residents in bed in the
afternoon for axtended periods of time;

(9) The provi: ler is not providing the déss
members wit| | &n adequate number of community
outings;

(10) Staff inte ~viewed was not adequately familiar

Hegith Ragulation Administrat n
TITLE 046) DATE
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with the clas s members' significant health risks

A follow-up 1 urvey was conducted from June 27,
2009 throug! June 29, 2009 to determine the
facility's comr sliance with the previous standard
level deficier cias cited an May 8, 2009, and to
verify correc iviz actions as indicated on the Plan
Of Correctiol 1s dated June 18, 2009.

A random sz mple of two original residents and
two new resl lents were selacted from a
population ol seven males with various degrees
of disabilities The findings of the survey were
based on ob: eivations in the group hame,
interviews w h the facility staff, review of the ULS
findings, anc review of records, including vnusual
incident repc ts, investigations and administrative
records,

The June 29 2309 survey findings revealed the
facility met s. bstantial compliance with the May
8, 2009 citati s cited however, continued
standard leve | c/sficiencies were cited. - The
following twa out of the tan concems identified by
ULS were su stantiated as follows:

(a) The faciiit / failed to ensure that all staff had
received tral ing on Residents #1 and #4
Behavior Suf port Plan (BSP).

(b} The facilit  failed to ensure that the direct care
staif impleme ntad Resident #5's picture
communicati: n book as recommended by the
Speech and | anguage Pathologist.

3504.2 HOUs EKEEPING

Housekeepin ) and maintenance equipment shall
be well const ucted, properly maintained and
appropriate . the function for which it is to be

{l 000}

{1 091}
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used,

This Statute is not met as evidenced by:
Based on ol servatione and interview, the
GHRMP fail d to maintain the interior and
exterior of t 2 SHMRP in a saie, clean, orderly,
attractive, ar d sanitary manner.

The findings include;

The Director of Operations will follc-w up with

222

| employee he 1 been provided with training that

The GHMRF was cited during the May 8, 2009
survey for th » carpet in the living room area
located near the sofa nearest the front door, to
have a two & 1¢! half foot tear. The tear presented
& potential tr p hazard. On June 8, 2009, the
facility forwa ded a Plan of Corvection (POC) that
reflected tha maintenance will replacs the
damage car; ef.

Observation ard interview with the Qualified
Mental Reta: Jztion Professional (QMRP) on June
29, 2009, ac :nawledged that the carpet had not
been replace d, y

3510.3 STAI F TRAINING

Thera shall . & continuous, ongoing In-service
training prog ams scheduled for all personnel.

This Statute is not met as evidenced by:
Based on ok servation, staff interview and record
review, the C HRMP failed to ensure that each

enables the « ir.ployee torperform his or her duties
effectively, e ficienty and competently for three of
four clients ir the sample. (Residents #1, #4, and
#3)

The findings nclude:

| 222

|"QMRP and the Director of Operations to

the maintenance team to ensure the ¢ arpet is
Tepaired or replaced. The Direstor o1
: Disability Services will follow up w:th the

ensure that the repair or replacement is
completed.
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1. The GHM. RP failed to ensure that all staff had
received trai ving on Residents #1 and #4
Behavior Su sport Plan (BSP) as evidenced
below,

On June 1, 008, Health Regulation Licensing
Administrati: n (HRLA) received a repart dated
April 18, 20 9 via e-mall from University Legal
Services (Ul ). The report reflected that staff
had limited | nowledge of Clients #1 and #4 BSP.

a. On June ; 7, 2009, betwaen 9:17 AM to 9:41
AM, Staff #1 was observed interacting with
Resident #1 by shaking his hand, ehcouraging
the client to iay hi, and talking about the
television sh . Staff #1 provided verbal praise
to Resident i 11 when he responded with @
meoaning sou nd,

At 9:51 AM, ntarview with Staff #1 revealed that
he had beer working at the facility approximately
one month. Nhen asked about Client #1's BSP,
Staff #1 statid that he was unsure if the client
had one. St iff #1 further stated that he had not
séen any be 1aviors and was not aware of any
targeted bet: aviors (i.e screaming, hitting self in
head) for Cliint#1. Staff #1 indicated that he
had not rece ved training on Client #1's BSP.

On June 29, 2009 at 4:58 PM, review of the staff
in service tre ning book confimed that Staff#1
had not rece ved tralning Resident #1's BSP,

b. On June &7, 2000, at approximately 10: 30 AM,
interview witl | the Qualified Mental Retardation
Professional (QMRP) revealed that Staff #1 was
assigned to ' soric with Resident #4 as his 1:1 for
approximate y three hours (time not specified).

At 3.57 PM, . idditional interview with Staff #1
revealed tha Resident #4 had a BSP. When
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asked abou' his maladaptive behaviors, Staff #1
stated that | e had only observed Resident #4
fallen to the ficor during behaviors, Staff #1
stated that | e had not received any formal
training on | esident #4's BSP prior to working
with him.

c. Similarly, nierview with Licensed Practical
Nurse (LPN at 12:02 PM, revealed that she had
been workir j avery other weekend at the facility
for approxin ately eight (8) months. Further
interview wil 1 the LPN revealed that she had not
had forma/ir formal training on Resident #1's
BSP. Review of the staff in service training book
on June 29, 2009 at 5:00 PM, confirmed that the

LPN had nc received training Resident #1's BSP.

2, The facil y failed to ensure that the direct care
staff receive 1 iraining on implementing Resident
#5's picture sommunication book as

recommenc| 3d by the Speech and Language
Pathologist 1s evidenced below:

On June 27 2008, at 9:15 AM, Staff #2 was
observed as king questions and conversing with
Resident #& while puiting a puzzle together.
Further obs! rvation at 10:30 AM revealed the
Staff #2 ask ng questions and conversing with
Resident #5 as they played connect four.
Resident #& was not given the cholce or
opportunity ‘ 0 answer Staff #2's questions during
the aforeme tioned activities.

Record reviw conducted on June 28, 2009, at
12:50 PM, rvaaled a Speech and Language
Assessmen dated December 12, 2008, The
evaluation rxcommended that staff provide
Resident #& with "ongoing opportunitias for
choice maki 1g, exposure to a plcture
communica ion hook and a voice output device to

222

2. See responsc to federal deficienc s W189.
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enhance his oral communication skKills."

On June 29, 2009, at approximately 3:00 PM,
interview wit 1 the House Manager (HM) revealed
that tralning »as conducted on Resident #5's
piciure com whication book on June 4, 2009.
Further inter /iew with the HM revealed that Staff
#2 did not al .end the training on Resident #5's
picture com: wunication book.

{1 378) 3519,10 EM :F.GENCIES

In addition t¢ the reporting requirement in 3519.5,
each GHMR > shall notify the Department of
Health, Heal h Facilities Division of any other
unusual incic ent or event which substantially
interferes wi'h a resident ' s health, welfare, living
arrangemen , well being or in any other way
places the rc sident at risk. Such notification shall
be made by efephone immediately and shall be
followed up | v written notification within
twenty-four ( 24) hours or the next work day.

This Statute is not met as evidenced by:

Based on inf :nview and review of incident reports
and resident records, the GHMRP failed to
ensure that : Il incidents that presented a risk to
residents’ he alth or safety were reported
immediately o the Department of Health (DOH),
Health Regu ation Administration, for one of the
four resideni ; in the sample. (Resident #8)

The finding il icludes:

The survey ¢ smpieted on May 8, 2009, outlined
systemic iss. @ for reporting significant incidents
to DOH time y. The written Plan of Correction
(POC) dated June 8, 2009 alleged that the

{t

222

379}

Interview with the IMC indicates tha: shc

reported the incident via telephone 1c DOH
within the timeframe approved withi1
regulation.
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Quality Man igement Director will ensure that all
incidents art reported to DOH per reguiations.
On June 27, 2009, at 9:25 AM, review of the
GHRMP uni sual incident report log book
revealed no neidents had occurred since the last
survey dater May 8, 2009,

{

At approxim itely 2:31 PM, interview with the
Qualified Me ntal Retardation Professional
(QMRP) anc Licensed Practical Nurse (LPN)
revealed Re iicent #8 was transported via the
GHMRP var tt the hospital emergency room on
June 12, 20¢ 9 due to being lethargic and walking
with an unst ady gait. Further interview with the
QMRP reve: led that the resident was admitted
June 12, 20t 9 and discharged on June 15, 2009,
On June 29, 2009, at approximately 10:00 AM,
review of the nursing notes and review of the
hospital disc: 1arge transfer summary dated June
15, 2009, re: ealed Resident #6 discharge
diagnoses ir sluded drowsiness, most likely
related to mv dication (Ambien), which is
resolved, At xia, improve gait now, and acute
encephalops th, resolved. ’

Further inter iew with the QMRP revealed that
the incidents reports were forwarded to the
GHMRP Inc. jent Management Coordinator
(IMC). The :{IMRP stated that the IMC was
responsible | >r farwarding all significant incidents
to DOH. The = was no evidence that the
Aforementiol ed ER visit and hospitalization had
been reporte 1 io DOH/HRA.

This is a repi at: deficiancy.
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