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A recertification survey was conducted from

{~w November 24, 2008 through November 25, 2008, eh
i The survey was Inldated using the fundamsntal - GOVEHNMB&;E:T:&HEEN?J(SJ;R,CT OF COLUMB‘A )
\ . | survey process. A randem sample of two clisnts . HEALTH REGUL ATION ““.*-TH -
< was selacted from a population of four females 825 NORTH CAPIY ot ADMINISTRATION
with various degreas of disabilities. A W ASHIN%%&TD fé‘mzﬂ FLOOR

The findings of this survey were based on -
ubservations at the group home, two day _ , : R
pragrams, interviews with the group home and .
day program staff, and review of clinical and
: - | administrative records to includs the facility's
. unugual incident and Investigative reports, . T
.W 148 | 483,420(c)(E) COMMUNICATION WITH | w14p|In the future, the QMRP/ Manage
CLIENTS, PARENTS & ' _ will notify Client #3"s guardia
. The facility must notify promptly the cliient's : of all incidents within 24 h?ur
Parents or guardian of any significant incidents, or '
- | changes in the cllent's condition including, but not
. limited to, serious iliness, accident, death, abuse,
- or unauthorized absence. ‘

™

12/12/08

This STANDARD s not met as evidenced by:
Based on nterview and record raview, the faciiity.
falled to notify parents or guardians of significant
- Incidents for one of the four clients residing in the
} facility. (Chent#3)

Tha finding includes:

Review of the facility's incident reports on

November 24, 2008 at approximately 9:30 AM

) revealed an Incident dated May 7, 2008. ) . . )

- According to the incident, Client #3 was observeq | - . -
A with brulses on the sight side of her abdoman and :

: buttocks. Further review of the incident report

- form falled to show svidence that the Client's

JORY DIRECTOR'S DR PRONIBRR/SUGEY RES

ollowing the date of survey whather or not a plan of corvecticn is pravided. For nureing hames. the sbeve findings and plans of Grrection are disclosable 14
lay= foilawing the date these docurnents ars made avaliable to the facllly. W deficiencies ars cited, an approved plan of cumection is requisite to continued

ragam participation.
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W 148 | Continued From page 1 W 148
. guardian was notified of the incident. Inteyview '
- with the Qualified Mental Retardation
Professional on November 25, 2008 at
- approximately 3.30 PM, scknowledged the lack of
' avidence Indicating the guardian had been
k- natified of the Incident. .
W 193 | 483.430(e)(3) STAFF TRAINING PROGRAM W 183| The facility's Pgychologist

This STANDARD is not met as evidenced by:

| screaming in a loud and piercing sound. Ak 9:08

Staff must be able tu dermonstrate the skills and
techniques necessary to administer interventions
to manage the mapprnpﬁata behavlor of chants

Based cn observations, staff interview and record
verification, the facility's siaff failed to
demonstrate the skills and fechnigues necessary
to irnplernent sach disnt's Bahavior Support Plan
(BSP), for one of tha two clients in the sample.
(Client #2)

The finding includes:

On November 24, 2008 at 9:00 AM, Client #2 was
cbserved piting her left hand and overheard
screaming. At 9:05 AM, Cllent #2 could be heard

AM, Client #2 was heard screaming, again. The
House Manager (HM) was overheard saying to
the dlient, "stop scraaming" and the client pushed
the HM away from her.

On November 24, 2008 af 4:05 PM, Client #2 was
obsarved sitting In the living room, listening to the
radio, Af 4.08 PM, Client#2 was ovarhaard :
screaming. The direct care staff was attempting
1o take the client on a community walk. At 4:18
PM, Client#2 was screaming and the HM said,
"stop screaming” and asked the client what she

and Behavior Specialist will

staff on Client #2's Behavior
Support Plan.

provide additional training tal-

1/2/09
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Continued From page 2

wanted, the client replied, * want soda.” Tha HM
wis observed taking the client to the refrigerator

| and the cliant selacted, a regular soda. The client

was observed drinking the soda, Immediatsly
after the cliont drank the soda, she bagan
screaming agaln. On November 24, 2008 at 4:24
PM, Client #2 was heard screaming and observed
biting the back of her left hand. The HM said,
"stop screaming® and asked the client what she
wanted, the cllent replied, ‘I want soda," The HM
waés obeervad taking the cllent to the refrigerator
and the client selected, a regular soda. The HM
stated to the client, "you just had soda, | will give
you sgme apple juica". Within minutes, the ciient
was observed drinking & 12 cunce cup of apple
juice,

Interview with the Qualified Mantal Retardaticn
Professional (QMRP) on Movember 24, 2008 at
5:00 PM revealed that Client #2 had a BSP to
address screaming and self injurious bahaviers
(SIB). Record review on November 25, 2008 at
10:00 AM revealed Cliant#2's Behavior Support
Plan (BSP) dated Novemher 17, 2008. The BSP
recormended the following proactive treatment -
stategles to prevent tangel behaviors of
screaming and S1B:

- Provide client with constructive actlivities,

- Staff should stop what they are doing and
pravids the client with undivided attention and
supervision for gt Jeast a few minutes. (The paint
is to divert tha client totally from the escalating
behaviors).

=~ If the client's sereaming is Judged to be attention
saeking, ataff will ignore the screaming
completaly. ‘

W 193
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Centinued From page 3
- Staff must give the dlient something =lse to do.

- Staff will not ever respond In anyway to the
screaming, Staff will not ask or tell the client to
stop screaming and staff will not consale her,
bargain with her, threaten her, or explaln things fo
her, etc.

- If the dlient kaeps screaming, stoff should look
away or pay attention to another client who is not
screaming.

- Steff will, o the other hand, redirect her to an
expected behavior aboul gnce per minute.

- When the screaming staps, then staff will walt
about 30 seconds and then reward the DUI'I'ECt,
expactad behavior.

The afuramanhnned interventions wers not
observed being implemented when Chent #2 was
obsarved repaatedly screaming and éngaged in
SIB. Further interview with the faciity’s Qualified
Mental Retardation Profassional (QMRP) on
November 25, 2008 at approximately 10:00 AM

confired that the HM didn‘t effectively implement|

the proactive strategies outlined In Client #2's
BSP,

'Revlaw of the staff training records opn November

25, 2008 at approximately 1:30 PM revealed that
all staff signed and received training on Cliznt
#2's BSP. There was no evidence that training
was successiul.

403.440(c)(3){i) INDIVIDUAL PROGRAM PLAN

The comprahensive functional assessment must
{denfify the prasanting prollems and disabilities

W 193

w212

The Psychiatrist will provide .
a comprehensive funtional ass—
essment for Client #2. 12/31/08
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Continued From page 4
and where possible, their causes,

This STANDARD is not met as evidenced by:
Based on observation, staff Interview aAnd record
reviow, the facility failed {0 ensure that each client
that received psychoiropic medications had a
psychiatric assessment, for one of the two dlients
in the sample. (Clent #2)

The finding includas:

Observation.of the momirg medication
administration an November 24, 2000 at 800 AM
revealed Client #2 received Chiorpromazina HCL
30 myg and Clonazepam 1 mg. Interview with the
nursing st=ff on November 24, 2008 at
approximately 8:20 AM, revealed that the
medicafion was prescribed for behavior
management, Review of tha clients physicians
orders on November 24, 2008 at approxXimately
10:00 AM, revealed that Chlorpromazme HCL 30
mg and Clonazepam 1 mg ware incorporated in 3
Behavior Support Plan (B5P) dated Novamber
17, 2008, to address behaviors associated with
screaming and aggresaion.

Review of Client #2's medica! evalustion dated
December 7, 2007 on November 25, 2008 at
approximately 10:00 AM, revealed that the
psychotropic medications were prescribad to
address behaviors assoclated with a diagnosis of
Intarmitted Explnswe Disorder.

Further review of the client's madical record

revealed no documentad evidence of a
psychiatric assessment.
483.440(c)(4) INDIVIDUAL PROGRAM PLAN

w212

Il
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3 The individual program plan states the specific
objectives necessary to meet the ¢lient's noeds,
as identified by the comprahensive assessment
raquired by paragraph (c){3) of this section.

| A This STANDARD Is not mat as avidehced by:

Based on interview, and the record meview, the

I | faciiity failed to erisure that Cllent #1's Individuzl
& Program Plan (JPP) included objectives to

address targeted behaviors.,

- - The finding includes:

On November 24, 2008 al 10:40 AM, the House
Manager (HM) informed the surveyor that Client
#2 drank a cup of coffee, earlier thet morning. At
423 PM, the HM was observed serving Client 2
a snack of cookies and then left the dining room.
At 4:26 PM, the clisnt was observed to go into the
kitchen, pick up the cookle jJar and dump
approximately two cups of cookies, gnto her

o napkin., The client was observed puiting the
L cookie Jar back inta the kitchen and sat down and
began eating the cookles., At5:55 PM, Client #2
R was abservad getting a bottie of soda off of the
fireplace mantle and going inta the bathroom. At
- 5:59 PM, an empty batile of soda was observed

' in the bathroom trash can,

Interview with the HM and Qualified Mental
Retardation Professional (QMRP) on November
25, 2008 at appraximataly 10:00 AM, revealed
that Client #2 had behaviors of food stealing.
Reaview of Cllent #2's BSP on Novembsr 25, 2008
at 10:30 AM dated November 17, 2008 ravealed
targeted behaviors of screaming, seif stimulating
sefl-Injurious behaviors and aggression.

w227| The BSP and IPP will be review-.
: ed and revised to address be- :
haviors of food stealing:. 12/31/08
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Record review of Client #2's quartely
psychological assassment dated October 9, 2008
- on Novemper 29, 2608 at approximately 11:00
- AM revaaled target behaviors of stealing food.
:;: - | Acconding {0 the quartery paychologist raviaw, -
& the client displayed targemwd behaviors of food
stealing, over the past quarter (July 2008 -
September 2008), an average of 31 incidenis per
S - menth. Further review of the BSP or iPP
e revealed no program goal or objective to addrass
‘ behaviors of food stealing. _ ,
W 322 | 483.460(a)(3) PHYSICIAN SERVICES _ W322| 1. The primary care physician
B . i : will review and address all o
Tha fadiitty must provide or ohtain praventive and | rec endations made by the
genoral medical care. . écomn : :
- ) : pharmacist for Client #1 and #2b12/31/07
This STANDARD is rot met as evidonced by:
Based on intarview and record review, the faclity
failad o ensure general and preventative care
services, for two of two clionts included in the
sample. (Clients #1 and £2) ,
o The findings include: '

1. The facifity failed to have avidence that
recommandations made by the pharmacist were
addressed by the Primary Care Physician (PCP)
for Client's #1 and #2.

a. Review of Client #1's medical record on

Novembar 24, 2008 at approximately 2:30 PM

revealed on Novembsr 13, 2008, tha phammacist

e recommended that the client's projactin blood -

- 1 . [levels pe svaluated, The pharmacist requested
: the cllents blood levels rereatedly since August

21,2007, Review of the available lab values on

ORM CMS-2587(02-98) Fravious Versions Obealela : Evant I0: 44811 Facily Iy, ga5053 if continyation shest Page 7 of 9
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November 24, 2008, fallad to avidence a prolactin
ievel was obtzined. Interview with the facility's
Registered Nurss (RN) on Nevemnber 25, 2008, at

‘| approximaltely 1:45 PM revezled that

recommendations made by the pharmacy
consultant weare forwarded to the main office for
the PCP o review, Thare was no evidence In the
racord that the PCP acknowledged the

‘| recommendation.

b. Observation of the moming medication
administration on November 24, 2008 at 8:00 AM
revaaled Client #2 received Chiorpromazine HCL
30 mg. Interview with the nursing staff on
November 24, 2008 at 2:20 AM revealad that the
medication was prascribed for behavior
management. Rsview of the dient's medical
record revealed g pharmacy eview dated
November 3, 2008, The pharmacist made a
recommendation to the Primary Care Physician to
avaluate the client's Chlompromazine HCL due to
an elevated Prolactin lavel. Further rview of the
client's medical record revealed no evidence that
the physician addressaed the Phamacist's
racornmendaﬂon

2. The fadility falled to address Client #2's
alevated lipld panel lab results.

Review of Client #2's medical record on
November 25, 2008 at 10:20 AM réevealed
elevated cholestery| jevels over 200 dated
Dacember 13, 2007. The LDL level was 111,
Tha LDL range is 0-59. According to the
Quarterly Nutrition Assessment dated April 11,
2008, the cllent had significant bicchemical
findings Including a cholesterol level of 213.
There was a recommendaiion by the Nubritionist
to address the glevated lovels, Huwavar there

W 3z22

will review and address

 nutritionist.

2. The primary care physician

recommendations made by the

all

12/31/08
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was no evidence that the primary care physician
addresseq the slevated lipid levels.

W 322
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A licensure survey was conducted from ’
November 24, 2008 through November 25, 2008.
Tha survey was initiated using the fundamental
Survey process, A random sample of two
residents was selected from a poputation of four
femaies with various degress of disabilities,
The ﬁnd'ings of this survey were based on
- observations at the group home, two day
programs, interviews with the groap home and
day program staff, and review of clinical and
administrative recands to Includs the faclity's
= unusuql incident and investigative reports, -
1033 3502.16 MEAL SERVICE / DINING AREAS 1058 In the future, a nutritiopal --

mal

ATE FORM

A review and consultation by u dietiian or
nuiritfonist shall be conducted at jeast quarterly fo
ensure that each resident who has bean
prescribed @ modified dist recelves adequate
nutrition according to his or her Individuzl
Habilitation Plan.

| This Statute is not met as evidenced by:

Based on racord roview, the facilily falled fo
aensure that one of the thres residents with
modified dists had baen reviewsd at jeast
quartarly by the consuiting dietiian. (Resident
#1) ’ ‘

The finding inclug=s:

Review of Resident #1's current physician orders
on August 28, 2008 rsvealad a diet order of
ragular, high calories snacks batween meals,
Further review of the medical records revealed a
Nubition assessment dated Margh 26, 2008. The
record falled to show evidencs that the residents

assessment will he completed‘ - -
quarterly for Client #1. 12/31/08].
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1058 | Continued From page 1 | 058

modified diet had been reviewed by the dietifan,
e Quarterly.

| 206 3509.8 PERSONNEL POLICIES ) 208 All employees,.‘and consultants
- lay will have current health ‘
Each emplayee, prior to employment and - ‘ y nd _ :
annually therea'!‘tgr, shall pn'!:vge a physiclan ' s : certificates in their person- 12/31/08
cerfification that a health [nventory has been =~ nel file. -
pesformed and that tha employes ' s health status '
would allow him or her to perform the required
dutias,

This Statute is not met as evidenced by:
— —* = | Based on interviews and record review, tha

" 7| facility failed to achisve compliance with State
regulations pertaining to health (22 DCMR
Chapter 35, Section 3509 6).

The finding includes:

The State regulatory agency conducted a revisw
: of persannel recérds on November 25, 2008, at

e which ime there was nd evidence of current -

| health certificates on file for Staff #1, 4, #5, #7,

‘ #8, #9, #10, primary care physician, speech

pathologist, and social worker, .

§227] 3510.5(d) STAFF TRAINING : 1227 Staff #4, #6, and #7 will be
Each training program shall inciude, but riot be traineq in ?PR and staf? #4 )
limited to, the following: . - and #7 will be .trained. in

. S - Firat Aid. : S . 12/23/05
(d) Emergency procedures Including first ald, :
cardiopulmonary resuscitation (OPR), the
Helmlich maneuver, disaster plans and fire
evacuation plans;
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{227} Continued Fram page 2 ) 1227

This Statute is not met as evidenced by:

Based on record review, the GHMRP failad to
have on flle for review current training in CPR and
first aid for all employaas.

iy

The finding includes:

. Review of the training records un November 25,

' 2008 revesled the GHMRP failed to svidenca

. documentation of staff training in ‘ )
. cardiopumonary resuscitation (CPR) for Staff #4, ‘ .

e #8 and #7 and First Aid for Staff #4 and &#7. I O]

]

" '127| 3513.1(b) ADMINISTRATIVE RECORDS U271 | The QURP wedl obtain perséamel| El
. h Gi : ds £ taff #7. 11/2579

‘| Bach GHMRP shall malntsin for each authorizod records Lor sta , : _
agency ’ s inspection, atany tims, the following
administrative recards:

a (b) Personne) records for all staff induding job
: descriptions either gt the GHMRP or in a central
' office and made available upon request;

- This Statute is not rnet as evidenced by:

| Based on interview and record raview, the

. GHMRP falled to provide evidence of perscnns|
a recordsfor all staff,

The findlng includes:

v Review of the GHMRP's personnel files on
- November 24, 2008, revealed the GHMRP failed
1 .0 provide mvidence of personne| records for gie
T nurse (Staff #7).

1401| 3520.3 PROFESSION SERVICES: GENERAL | 1401 S
. . | PROVISIONS | '
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o Profaessional services shall include both diagnosis Cross reference W212 .

and evaluation, including Identification of
developmental levels and needs, treatment
sarvices, and services designed to praveni
deterioralion or further losa of function by the
resident.

This Statute s not met as evidenced by:

Based on obsarvation, inlerview and record

: review, the GHMRP failed to ensure svajuations
T . were conducted for one of the iwo residents
Inciuded in the sample. (Resident #2)

-~ | The findings include:

S Ohservation of the moming medication A o ' _— -
[ administration on Navember 24, 2008 at 8:00 S
AM, revealed Rasident #2 recsived ‘
e Chiorpromazine HCL 30 mg and Clonazepam 1
o mg. Interview with the nursing staff on November
24, 2008 at approximately 8:20 AM, reveaied that
the medication was prascribed for behavior
management Review of the dients physiclans
orders on November 24, 2008 at approximately

' 10:00 AM, ravealed that Chiorpromazine HCL 30
" mg and Clonazepam 1 mg were incorporated in a
‘; Behavior Support Plan (BSP) dated November

- 17, 2008, to address behaviors associataq with

’ screaming and aggaression:

Review of Resident #2's medical evaluation dated | -
. December 7, 2007 on November 25, 2008 at
iy approximataly 10:00 AM, revealsq that the

’ psychatropic medications were prascribed to
address behaviors associated with a diagnosis of
Intermitted Exploaive Disorder.

Further raview of the resident's medical record
revealed no documented evidence of a

wallh Regulaion Administaton
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| 438 3521 .7(h) HABILITATION AND TRAINING 1438 Cross reference W227 - 12/31/0%

The habilitation and raining of residents by the
GHMRP shall include, when appropriate, buf not
be limited to, the following areas: )
(h} Interparsonal and social skills {including

e sharmg, courtesy, cooperation, respansibility and

- age-appropriate and cultrally normativa social -

* A behaviors and relationships invoiving peers of the

. sams and differant sex, younger and older
oy persons &and person in authority); -

- This Statute is not met as evidenced by:
~ - Based on observation, interview and record

: review, the GHMRP fajled to ensure training for
socially appropriate behaviors wers developed
from each resident's comprehensive functional
assessment, for one of the two residents included
in the sampie. {Resident#2) .

Tha findings includes:

{ On Novembsr 24, 2008 at 10:40 AM, the House
Manager (HM) irformed the surveyor that

. Resident #2 drank a cup cf coffee, sarlier that
S moming. At4:23 PM, the HM was obssrved

_ serving Resident #2 a snazk of cookies and then
chey left the dining room. At 4:28 PM, the rasident

. was observed to go Into the itchan, pick up the
) coakle jar and dump approximately two cups of
v coakies, onto her napkin. The resident was
cbserved putting the cookla jar back into the
kitchen and sat down and began eating the
cookies, At 5:55 PM, Resldent #2 was aobserved
getting a bottle of soda off of the firepiace mante
and going into the kathroom, At 5:59 PM, an
empty bottie of soda was obsarvad in the
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Continued From page 5
bathrgom trash can.

Interview with the HM and Qualhified Menta|
Retandation Professional (QMRP) on Nevember
25, 2008 at approximately 10:00 AM, revealed
that Resident #2 had behaviors of food stealing.
Review of Resident #2's BSP on November 25,
2008 at 10:30 AM dated Navember 17, 2008
revealed targeted behaviors of screaming, celf
stimulating self-njurious behaviors and
aggression. . '

Record review of Resident #2's quarterly

[ psychological assessment dated Octobar 9, 2008 |

an November 25, 2008 at approximately 11:00
AM revezisd target behaviors of stealing food, _
According to the quarterly psychologist review,
the resident displayed targeted behaviors of food
stealing, over the past quarter (July 2008 -

| September 2008), an average of 37 Incidents per

menth, Further review of the BSP or IPF
revealed no program goal or chjective to address
behaviors of food stealing.
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INITIAL COMMENTS

A licensura survey was conduyctad from
November 24, 2008 through Novamber 25, 2008,
The survey was initlated using the fundamentaj
Survly process. A random sample of two
residents was selected from a population of four
femaies with various degrees of disabilities,

Tha findings of this survay were based on
ohservations at the group home, two day
Programs, intérviews with the group ome and
day program staff, and review of clinical and
administrative records to inciude the facility’s
unusual incident and Investigative reparts,

4701.6 BACKGROUND CHECK REQUIREMENT

Ths criminal background cheek shall disciosa the
criminal history of the prospactive amploysae or
caontract worker for the previous seven {7) years,
In all jurisdictions within which the prospective
employee or contract worlker has worked or
rasided within the sevan (7) years prior to the
check,

This Statute is not mst as evidenced by;

Based on the review of records, the GHMRP
failed to ensure criminal background checks
disclased the eriminal tistory of any prospeclive
employae or contract worker for the previous
seven (7) years, in all jurisdictions within which
the prespective employsee or contract worker hae
worked or residad within the sev (7) years prior
o the check. )

'| The finding includes; -

Review of the persannel files on Novembes 25,

.| 2008 revealed the GHMRP falled to provide

svidenca of eriminal background checks for three

R Ao

R125

|The facility will®sbtain ‘erimid
nal background checks for staff-

#2, #4, and #6.
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