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A re-certification survey was conducted from

03/18/2009 to 07/19/2009, A random sampling F COLUMEIA

of three clients vas seiected from a population of GOVERNM%‘:LE;;;EN?%}RAEISHCO

five individuals wih varying degrees of HEALTH REGULATION ADMINISTRATION

disabilities. Thie survey was initiated and 825 NORTH CAPITOL ST., N.E, IND FLOOR |
' completed utilizing the fundamental process. The | WASHINGTON, D.C. 20002

findings of this survey were based on
observations at the group home and two day
_programs, interview with direct care staff, medical |

" staff, Facility management, and a review of the i W 159
habilitation and administrative records including . .
the unusual incident reports. I The staff was in serviced on 1:1 4/24/09
W 159 483.430(a) QUALIFIED MENTAL W 159 Job expectations at the day program. :
RETARDATION PROFESSIONAL In the future the staff will abide by
Each client's active treatment program must be i the 1:1 contract and the QMRP and
integrated, coordinated and monitored by a  the day program Case Coordinator
 qualified mental ratardation professional. } will ensure that there is compliance
| . . qe
| - with providing safety to the
This STANDAR'D is not met as evidenced by. ‘ lndwldua}l by at least monthly
Based on staff interview and record review, the communication.

facility' s Qualified Mental Retardation
Professional {QIVMRP) failed to ensure the

coordination of services as required by this . 2. All staff were re in serviced on the -

“section. . use of the bib. In the future the

| The findings include; | , QMRP and thf{ RESid‘?mial

: TR i Coordinator will monitor the staff
1. The QMRP failed tc ensure the effective dail?/ to ensure that the adaptive

- implementation of a client's "one-on-one” equipment 1s used appropriately.

behavioral support program. [See W246] !

2. The QMRP failed to ensure the proper
. implementation, use and sanitary condition of a ‘
| client's adaptive equipment. [See W455]
W 249 483.440(d)(1) PROGRAM IMPLEMENTATION W 249 f’

EOTORY DlRECTORp@RPR@)?;;UPPUE%S TATI E'SSIG:NATURE {( ITLE itxs)DA‘
Whaat) - . A A 1@(7 N \i D LP[%O?

Any dgiciency statementénding ‘with an asterisk {*) denctes a deiicienéy which the institution may be axcused from cotrecting providing it is d«‘atirmined |lhat /
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are discloskble 90 days
foliowing the date of survey whether or not a plan of correction is provided For nursing homes, the above findings and plans of comrection are disclosable 14
days following the date these documents are made available 1o the facilty. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation
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As soon as the interdisciplinary team has
formulaied a client's individual program plan, i
each client must receive a continuous active
treatment program consisting of needed

_interventions any services in sufficient number

" and frequency to support the achievement of the
objectives identivied in the individual program
plan.

This STANDARI: is not met as evidenced by: |
Based on observation, staff interview and record
review, the faciliy failed to ensure the correct and
consistent implementation of a client ' s ;
behavioral support plan as recommended for one
of three sampled clients. [Client #1]

The finding inch. des:

Upon arrival at 1 1e day program on the morning of:
3/18/2009 at 11:08am, the "one-on-one" staff

. assigned to Client #4 was not in the room with

" her. There was onhe attending staff in the room
with approximatzly eight other clients. The
attending staff was not in close proximity to Client
#1 as he attended to setting up the room for an
activity. Approximately five minutes later, the .
"one-to-one" staff returned to the classroom and

. sat in a chair next to Client #1. |

Record review o 3/18/2009 at approximately i
11:25am revealsd, Client #1's Psychology '
assessment dated 9/12/2008 detailed, “[Client #1)
has problems with self-injurious behaviors (head
banging on hard surfaces, picking her skin and
fingernails), invzicling the personal space of others
(standing too closely to others, holding other's

| hands, and rest ng her hands on the shoulders of |

X4) 1D SUMMARY BTATEMENT OF DEFICIENCIES [] PROVIDER'S PLAN OF CORRECTION [X5)
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W 249 Continued From page 1 W 249

W 249

1. The staff was in serviced on 1:1

job expectations at the day program 42410°
In the future the staff will abide by

the 1:1 contract and the QMRP and

the day program Case Coordinator

will ensure that there is compliance

with providing safety to the

individual by at least monthly
communication.
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staffing.™

[Client #2)]

W 249 Continued From page 2

others) and elopament (leaving the classroom
_without permission). This behavior support plan

was revised on $/12/2008 to include the following
; information: [Client #1] now attends [her day
program] on a half-day schedule (until noon)
Monday through Friday. She also receives 1:1

. Interview with mznagement staff at the day
program on the same day at approximately
11:10am revealed the "one-on-one" staff left the
classroom because she had to use the bathroom,
but she should have transitioned her duties to
another staff prior to leaving the classroom.
Interview with the QMRP and LPN on 3/19/2009
at 5:30pm revealed the "one-on-one” staff knew
she was not supposed to leave Client #1 in the
classroom withoul proper oversight.

W 455 483.4700)(1) INFIECTION CONTROL

There must be ar active program for the
prevention, control, and investigation of infection
and communicabie diseases.

This STANDAR 2 is not met as evidenced by:
. Based on observation, staff interview and record

review, the facility failed to ensure the
. implementation of an infection control protocol to
ensure staff way properly maintaining and utilizing |
i a client's bib for one of five sampled clients. ‘

The finding inclucles:

Evening observitions on 3/18/2009 revealed
Client #2 arrived home at approximately 4pm.
| Staff escorted Client #2 to his bedroom,
I redressed him for the evening and later brought

i
|
|
|

W 249

W 455
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W 455 Continued From page 3 W 455

him back out to ihe living room wearing a !arge ‘
_blue bib and sat him in an armchair at : !
| approximately 4:30pm. Client #2's bib covered |
his chest and mosit of his upper abdomen. 1‘

W 455

Client #2 sat in tis chair, occasionally played with | | All staff were re in serviced on the
his hands in his nouth and drooled over his bib. ! use of the bib. In the fu h
At approximatefy 5:15pm, the attending staff took : -1 the future the

4/24/09

Client #2 and Client #3 out for a community walk. QMRP and the Residential
' By that time, the tib was soiled with saliva. Client Coordinator will monitor the staff
- #2 went out on the community walk with the bib dailv to ens .
on and also retu ned home with it on. Upon y ‘ure that the ada_ptlve
re-entering the home, he was reseated back in equipment 1s used appropriately.

the arm chair in the living room. Throughout the
evening, Client #2 was observed drooling and
wearing the same bib, even during dinner. At
7:12pm he was seated for dinner and he was still
- weafring the sam e blue bib he had on when he !
went out for his community walk. 1 !

Record review on 3/19/2009 at 3:17pm revealed
Client #2's Speech assessment dated 12/22/2007
recommended using the bib as an adaptive ,
- equipment during mealtimes. Further record :
| review revealed Client #2's Nutrition assessment |
| dated 11/8/2008 also recommended using the bib i
i as a mealtime adaptive equipment. It was not
clear why Client #2 was aliowed to wear the
soiled bib throuc hout the evening, be allowed to :
walk the community and return home to eat :
dinner later in thz evening with the same soiled
bib. i
Interview with the facility's QMRP on 3/19/2009 at i
5.47pm revealed she was not aware of the
recommendations and indicated she wouid
: address the probiem by training staff on the use .
! of the bib. The tacility failed to ensure Client #2
! was not utilizing 2 soiled bib in the home and
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{000 INITIAL COMMENTS i 000
' A re-licensure survey was conducted from
03/18/2009 to 03/19/2009. A random sampling
of three residents was selected from a populatlon
of tive indiviguals with varying degrees of |
disabilities. This survey was initialed and : |
completed utilizing the fundamental process. The
' findings of this survey were based on
. observations at the group home and two day ‘
programs, interview with direct care staff, medical | ;
staff, facility management, and a review of the | : !
habilitation and administrative records including ' i
the unusual incident reports.
1183 3508 .4 ADMINISTRATIVE SUPPORT L1183 1183

Each GHMRP s1all have a Residence Director
who meets the requirements of § 3509.1 and who
shall manage th2 GHMRP in accordance with
approved policies and this chapter.

This Statute is not met as evidenced by: j
Based on staff interview and record review, the !
facility ' s Qualified Mental Retardation
Professional (QMRP} failed to ensure the
coordination of services as required by this
section. |

' The findings inciude:

1. The QMRP failed to ensure the effective
implementation of a resident's "one-an-gne”
behavioral support program. [See Federal

' Deficiency Report W249) |

2. The QMRP also failed to ensure the proper

implementation, use and sanitary condition of a

. resident's adaptive equipment. [See Federal
Deficiency Report W455]

1. The staff was in serviced on 1:1
job expectations at the day program.
In the future the staff will abide by
the 1:1 contract and the QMRP and
the day program Case Coordinator
will ensure that there is compliance
with providing safety to the

. individual by at least monthly
communication,

2. All staff were re in serviced on the
use of the bib. In the future the
QMRP and the Residential
Coordinator will monitor the staff
daily to ensure that the adaptive
equipment is used appropriately. |

4/24/09
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1422 Continued From page 1 P 1422
1422 3521.3 HABILITATION AND TRAINING | | 422 \
Each GHMRP shzil provide habilitation, training i i
and assistance to residents in accordance with } |
the resident ' s ir dividual Habilitation Plan. ! \
i This Statute is not met as evidenced by: L 1422 4/24/09
i

Based on observalion, staff interview and record

: review, the facility failed to ensure the correct and

consistent implementation of a resident ' s
behavioral suppcrt plan as recommended for one
of three sampled residents. [Resident #1]

The finding includes:

Upon arrival at tre day program cn the morning
of 3/18/2009 at 11:08am, the "one-an-one" staff
assigned to Resiient #1 was not in the rcom with
her. There was one attending staff in the room
with approximately eight other residents. The
attending staff was not in close proximity to
Resident #1 as he attended to setting up the
room for an activity. Approximately five minutes
later, the "one-to-cne” staff returned to the
classroom and st in a chair next to Resident #1.

Record review on 3/18/2009 at approximately
11:25am reveale: Resident #1's Psychology
assessment dated 9/12/2008 details, "[Resident
#1] has problems with self-injurious behaviors
{head banging on hard surfaces, picking her skin -
and fingernails), nvading the personal space of
others (standing too closely to others, holding
other's hands, ard resting her hands on the
shoulders of otheis) and elopement (leaving the
classroom without permission). This behavior
support plan was revised on 9/12/2008 to include '
the following infarration: [Resident #1] now

" attends |her day program] on a half-day scheduie

(until noon) Monday through Friday. She also

Staff was in serviced on the
individual’s accurate documentation
and implementation of the BSP.

| In the future the staff will abide by
 the 1:1 contract and the QMRP and
the day program Case Coordinator
will communicate at least monthly,
to ensure that there is compliance
with providing safety to the
individual.
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STATE FORM 6ens

LR2C11 If continuation sheet 2 of 3



PRINTED: 04/20/2009

FORM APPROVED
Health Regulation Administration
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: o2 0 COMPLETED
A BUILDING
B. WING
HFD03-0164 03/19/2009
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
8020 EASTERN AVENUE, NW
METRO HOMES WASHINGTON, DC 20012
(XD | SUMMARY STATEMENT OF DEFICIENCIES I8} PROVIDER'S PLAN OF CORRECTION : 1X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | compLETE
TAG REGULATORY O3 LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE : DATE
; : DEFICIENCY) i
* i
1422 Continued From page 2 1422 -

receives 1.1 stafing."

Interview with mariagement staff at the day i
program on the same day at approximately 1 |
11:10am reveated the "one-on-one” staff left the i
classroom because she had to use the bathroom,
but she should have transitioned her duties o
. another staff pricr to leaving the classroom.

Interview with the QMRP and LPN on 3/19/2009 ! ‘
at 5:30pm reveaied the “one-on-one" staff knew i i
she was not supposed to leave Resident #1 in the !
classroom without proper oversight, '
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W 000 _ INITIAL COMMENTS  WO000 @ . ] 4‘ E

A re-certification survey was conducted from

03/18/2009 to 0:/19/2009. A random sampling F COLUMBIA

of three clients vias selected from a population of GOVER""?E" mgggmgf’m

five individuais with varying degrees of HEALTH REGULATION ADMINISTRATION

disabitities. Thiz survey was initiated and : 825 NORTH CAPITOL ST, N.E., IND FLOOR |
+ completed utilizing the fundamental process. The ! WASHINGTON, D.C. 20002

findings of this survey were based on
~Observations at the group home and two day
| programs, interview with direct care staff, medical |

 staff, facility management, and 8 review ofthe | W 159

habilitation and administrative records including ; .

the unusual incident reports. . The staff was in serviced on 1:1 _ 4/24/09
W 159 483.430(a) QUALIFIED MENTAL w159 job expectations at the day program. :

RETARDATION PROFESSIONAL In the future the staff will abide by |

Each client's active treatment program must be  the 1:1 contract and the QMRP and

integrated, coordinated and monitored by a | the day program Case Coordinator
 qualified menia! ratardation professional. | will ensure that there is compliance
? _ + with providing safety to the

This STANDAR? is not met as evidenced by: - individual by at least monthly

Based on staff interview and record review, the communication.

facility' s Qualified Mental Retardation
Professional (QMRP) failed to ensure the

coordination of services as required by this . 2. All staff were re in serviced on the

section ‘ use of the bib. In the future the

: S _ ' QMRP and the Residential

- The findings include: i Coordinator will monitor the staff
1. The QMRP failed to ensure the effective . _dmly to ensure that the adaptive

" implementation of a client's "one-on-one” equipment 1s used appropriately.

behavioral support program. [See W249} i

2. The QMRP failed to ensure the proper
; implementation, use and sanitary condition of a !
' client's adaptive equipment. [See W455] '
W 249 483.440(d){1) PROGRAM IMPLEMENTATION W 249 :

Fal

LABCRRTORY DIRECTOR,?OR Pﬂ@nlouwusn IZSESE}:I s SIGNATURE ITLE cxe} DAr
‘ 260 7

Any déficiency statement G\dmg ‘with an asterisk (*) mnotes ] ulnclan whlch the institution may be excused lrom correcting providing it is do rmmodlhal T
olher safeguards provide sufficierl protection to the patients. (See insiructions.) Except for nursing homas, the findings stated above are diseloshble 90 days
following the date of survey whether or not & plan of comection is provided. For nursing homes, the above findings and plans of comrection are disciosable 14
days following the date these documents are made available 1o the facilty. W deficiencies are cited, an approved plan of correction is requisile 1o continued
program participation.
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W 248 . Continued From page 1 w249
As soon as the interdisciplinary team has : :
formulated a client's individual program pian, ; !
each client must receive a continuous active - W 249

- treatment progrem consisting of needed
: interventions ani services in sufficient number
" and frequency to support the achievement of the

objectives identitied in the individual program
plan.

This STANDARI? is not met as evidenced by:
Based on observation, staff intesview and record
review, iha faciliy failed 1o ensure the correct and
consistent impiementation of a client' s
behavioral support plan as recommended for one
of three sampled clients. [Client#1]

The finding incle.des:

Upon arrival at L1 day program on the morning of
3/18/2009 at 11:08am, the “one-on-cne" staff ‘

. assigned to Client #1 was not in the room with

her There was one attending staff in the room
with approximat2ly eight other clients. The
attending staff was not in close proximity to Client
#1 as he atiendad to setting up the room for an
activity. Approximately five mmnutes later, the .
"one-to-one” staff returned to the ciassroom and |
sat in a chair next to Client #1.

Record review cn 3/18/2009 at approximately
11:25am revealzd, Client #1's Psychology
assessment dated 9/12/2008 detailed, "[Client #1]
has problems with seif-injurious behaviors (head
banging on harc surfaces, picking her skin and
fingernails), invaling the personal space of others
(standing too closely to others, hoiding other's

- hands, and rest ng her hands on the shoulders of |

| 1. The staff was in serviced on 1:1
job expectations at the day program  4/24/09
In the future the staff will abide by
the 1:1 contract and the QMRP and
the day program Case Coordinator
wil] ensure that there is compliance
with providing safety to the
individual by at least monthly
communication.
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W 249 Continued From page 2

others) and elopement (leaving the classroom

. without permission). This behavior support plan
was revised on #/12/2008 o include the following

i information: [Clie:nt #1] now attends [her day ;

' programj on a haif-day schedule (until noon) |
Monday through Friday. She also receives 1:1 .
staffing.”

: Interview with mznagement staff at the day

« program on the same day at approximately
11:10am revealed the "one-on-one” staff left the
classroom because she had to use the bathroom,
but she shouid have transitioned her duties to
another staff prior to leaving the classraom.
Interview with the QMRP and LPN on 3/19/2009

. at 5:30pm revealed the "one-on-one" staff knew i
she was not supposed to leave Client#1inthe |
classroom withoul proper oversight. ‘

W 455 483.470(1){1) INFECTION CONTROL

1

| There must be ar: active program for the ;

" prevention, control, and investigation of infection
and commuricable diseases.

This STANDAR D is not met as evidenced by.
- Based on observation, staff interview and record |
review, the facility failed to ensure the !
- implementation of an infection control protocol to
| ensure staff was properly maintaining and utilizing ;
i @ client’s bib for one of five sampled clients. j
[Client #2] ,

The finding includes:

Evening observations on 3/18/2009 revealed
Client #2 arrivec! home at approximately 4pm.
| Staff escorted Client #2 to his bedroom, i
| redressed him far the evening and later brought l
1

W 249

W 455!
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W 455 Continued From page 3 | W 455
him back out to ihe living room wearing a large ,
. blue bib» and sat him in an armchair at . ‘
" approximately 4:30pm. Client #2's bib covered | !
" his chest and most of his upper abdomen. i
; W 455
Client #2 sat in Fis chair, occasionatly played with All staff were re in servi
his hands in his nouth and drooled over his bib. | use of the bib, 1n th ﬁr:’“’ed 1‘:“ the  424/09
Al approximately 5:15pm, the attending staff took : - An the future the
. Client #2 and Client #3 out for a community walk. QMRP and the Residential
! By that time, the bib was soiled with saliva. Client , Coordinator will monitor the staff’
- #2 went out on the community walk with the bib daily to :
on ang also retu ried homa with t on. Upon y ens.ure that the ada'ptlve
re-entering the home, he was reseated back in equipment is used appropriately.

the arm chair in the living room. Throughout the
evening, Client #2 was observed drooling and
wearing the same bib, even during dinner. At
7:12pm he was seated for dinner and he was stili
wearing the same blue bib he had on when he
went out for his community walk.

Record review on 3/19/2009 at 3.17pm revealed
Client #2's Speech assessment dated 12/22/2007
recommended using the bib as an adaptive

: equipment during mealtimes. Further record '

1 review revealed Client #2's Nutrition assessment |

| dated 11/872008 also recommended using the bib |

' @5 a mealtime ajaptive equipment. it was not |
clear why Client #2 was aliowed to wear the
soiled bib throughout the evening, be allowed to
walk the community and returm home o eat
dinner later in the evening with the same soiled
bib. :
Interview with the facility's QMRP on 3/19/2009 at |
5:47pm revealed she was not aware of the
recommendations and indicated she would

i address the probiem by training staff on the use

| of the bib. The facility failed to ensure Client #2 |

! was not utilizing a soiled bib in the home and
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1000: INITIAL COMMENTS " 1000
* A re-licensure survey was conducted from
03/18/2009 lo 03/19/2009. A random sampling
of three residents was selected from a popu!auon
of five individuals with varying degrees of :
disabilities. Thie survey was initiated and !
completed utilizi v the fundamental process. The o
" findings of this survey were based on
. observations at the group home and two day _ ,
programs, interview with direct care staff, medical i
staff, facility management, and a review ot the | : :
habilitation and administrative records including ' i
the unusual incident reports. :
§ 183 3508 4 ADMINISTRATIVE SUPPORT i 1183 1183
1. The staff was in serviced on 1:1
Each GHMRP s1all have a Residence Director
who meets the requirements of § 3509.1 and who f job expectations at the day program.
shail manage th: GHMRP in accorgance with  In the future the staff will abide by 4/24/09
' approved policies ang this chapter. . | the 1:1 contract and the QMRP an
,' | the
This Statute is not met as evidenced by: | Hday program Case Coordmator
Based on staff inlerview and record review, the will ensure that there is compliance
facility * s Qualified Mental Retardation : with providing safety 1o the
Professional (QIMRP) failed to ensure the . individual by at least monthly
coordination of services as required by this 4 | communication
section. . .
! 2. All staff were re in serviced on the
. The findings include: _ use of the bib. In the future the
: . _ M i i
1. The QMRP failed to ensure the effective i 8 f_{dp and the: ll}les:d@ua]
implementation of a resident's “one-on-one” oordinator will monitor the staff
behavioral support program. [See Federal E daily to ensure that the adaptive
' Deficiency Repart W249) | equipment is used appropriately,
2. The QMRP also failed to ensure the proper '
i implernentation, use and sanitary condition of a
resident's adaptive equipment. [See Federal ‘ '
Deficiency Report W455] ’
I
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: review, the facility failed to ensure the correct and

* consistent implernentation of a resident ' &
behavioral suppcr! plan as recommended for one
of three sampled residents. [Resicent #1] :

The finding includes;

Upon arrival at it e day program on the morning
of 3/18/2002 at 11:08am, the "cne-on-one" staff
assigned to Resijant #1 was not in the room with
her. There was one attending staff in the room
with approximately eight other residents. The
attending staff was not in close proximity to
Resident #1 as he attended 10 setting up the
reom for an activity. Approximately five minutes
iater, the "one-to-one" staff returned to the :
classroom and sat in a chair nexd to Resident #1.

Record review on 3/18/2008 at approximately
11:25am revealed, Resident #1's Psychology
assessment dated 9/12/2008 details, "[Resident
#1) has problems: with self-injurious behaviors
(head banging on hard surfaces, picking her skin -
and fingernails), ‘nvading the personat space of
others {slanding too closely to others, holding
other's hands, and resting her hands on the
shouiders of other's) and elopement (leaving the
classroom without permission). This behavior
support plan was revised on 9/12/2008 fo include
the following information: [Resident #1) now
attends |her day program] on a half-<gay schedule
(until noon) Monday through Friday. She aiso
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1422 Continued From page 1 | 1422
1422 3521.3 HABILITATION AND TRAINING i 1422
Each GHMRP shizll provide habilitation, training :
and assistance to residents in accordance with : i
the resident ' s Irdividual Habilitation Plan. i l
- This Statute is na! met as evidenced by: 1422 4/24/09
i Based on ocbservation, staff interview and record Staff was in serviced on the

individual’s accurate documentation
and implementation of the BSP,

In the future the staff wil] abide by
the 1:1 contract and the QMRP and
the day program Case Coordinator
will communicate at least monthly,
to ensure that there is compliance
with providing safety to the
individual.
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receives 1:1 stafing *

Interview with munagement staff at the day
program on the zame day at approximately
11.10amn revealed the "one-on-cne” staff left the
classroom because ghe had o use the bathroom,

- but she should have transitioned her duties to

i another staff pricr to leaving the classroom.
interview with the: QMRP and LPN on 3/19/2000
at 5:30pm revealed the "one-on-one” staff knew
she was not supposed to leave Resident #1 in the |
classroom without proper oversight. ’

! 422
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