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W00 | INITIAL COMMENTS wWaooo

A récertification survey was conducted from _ le ‘I’O
1/13/2010 through 1/21/2010. The survey was Jj

inltiated utilizing the fundamental survey process. /\?&!’6“}

Howavar, due to information obtained from the

unusual incldent reporis and the nursirg notes on BIA
1/14/2010, the survey was extended under the pISTRICT OF COLYM
Conditions of Participation in Client Protections, . oV ERANMENT OF THENT QF HEAL N
Health Care Services and Client Bahaviors and G DEPARTME oN ADM\N\STRATI D ;
Fedilitey Practices. WEALTHREGULATIOZ e aND FLDO

A random sampling of two clients was selected 725 NORI“ gsHINGTON' D
from a residential population of four females with
varying degrees of diaabilities, The findings of the
survey were based on observations and
interviews In the home and at one dsy program,
as wall as a revisw of the client and
administrative records, Including the incident
reports. :

Based on the findings, the facllity falied to mest
the compllance raquirements with the Conditions
of Participation in Ciient Protections.

W 104 | 483.410{e)(1) GOVERNING BODY w104

The goveming body must axercise general policy,
budget, and operating diraction over the facllity. Cross referance W122

This STANDARD Is not met as evidenced by:
Based on obsarvation, intarview and record
review, the goveming body falled to exarcise
general policy and operational direction over the
facliity in the foliowing areas for one of three
clients in the sample. [Cllent #2]

The findings includs:

n 1

v whﬂuﬁﬁmwuﬁmmﬂdmkhﬂhﬂnﬁ!ﬁﬁﬂ / ’
¢ othor safeguands provide sufficient protwction io the patients. (Ses Instructions.) Except for nursing homes, the findings siated ebove are disciosable 80 days
following the date of survey whather or not & pian of corraction ls providad. For numing homes, the sbove findings and pians of comection are disclosable 14
daynhlmdnglhedlhﬂtmdowmm.mmldnmhmbhhdlly. I daficiencies ars citad, an approved plan of cormestion is requisita 1o continued

program participation.
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w122

1.  The goveming body failed to ensure
effactive procadures were impiamsnted to
prevent conditions of neglect with regarts to
client ' s health and safaty. [Cross reference
W149)

2.  Thegoveming body failed to ensure the
impiementation of an effective system pf reporting
and Invastigating Injuriea of unknown crigin.
[W153 and W154)]

483,420 CLIENT PROTECTIONS

The facllity must ansure that specific cilent
protactions requirements are met.

This CONDITION is not met as evidencad by:
Based on interview and record raview, the facility
falled to effectively Imploment procadures that
prohibited the potential mistreatmaent, neglest or
abuse of the cllent [Crosse refarence W148);
falled to ensure that ali unusual incidants
including Injuries of unknown origin were reported
Immediately to other officlals sccording to District
of Columbla Reguiations 22 DCMR, Chapter 35,
Saction 3518.10 [Cross rafarenca WM 53); fallad
to Investigate afi Incidents of unknown origin
[Cross referance W154]; falled to ensure staff
dembpnsirated compatency in Implementing Client
#1' s Behavior Support Plsn [Cross refarence
WH83); failed to ansure that a client received
prompt medical cara to address recurrent fafls
and Injuries of unknown origin [Cross reference
W322]; and falied to ensure that & client received
adequate nursing aervices to addreas rasurrent
falis and injuries of unknown origin [Cross
reference W331],

Primary Cara Physiclans wili review al!
incidents for Client #1 and complete 8
summary of his findings. CMS Nursing
Director wili send & istter to the day progrem
requesting direct communication of aii
heaith concems for ali Individuals. In the
future, Cliant #1's primary care physician
will be notified of ali inury/ fails In a timely
manner. Tha QMRP will ensure sli Incidents
including those of unknown origin are
W122| lreported in a mely manner and followed up
by the primary care physician for ali
Individuals. [n addition ali staff will be trained
on reporting incidents and fail protocois for
all individuals,
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The affects of these aystemic practices resuited
in the fallure of the faciliy to protect its ciients and
enaura their health and safaty.

483.420(d)(1) STAFF TREATMENT OF
CLIENTS

The facllity must develop and implement written
policles and procedures that prohiblt
mistreatment, neglect or abusa of the cllent.

This STANDARD is not met as evidenced by:
Basad on staff Intarview and record review, the
facllity failed to implement en effective procedure
o monitor and coordinate services o prevent
conditions of potentia! abuse, neglact and/or
mistreatment to ensure the health and safety of
two of two eamplad clients. [Clients #1 and #2]

The findings include:

The faciilty fallad to Implement an effective
procadure to monitor any pattems of repaeted
falls and Injuries of unknown Drigin 1o ensure
clients are free from abuse and neglact as
evidenced below,

1.  Revisw of the unusual Incident reports on
1/12/2010 et 10:24 a.m. and a review of Client #1
' 5 dalily nuraing notes on 1/18/2010 at
approximataty 10:00 a.m. reveaied Clients #1 and
#2 sustainad falls and gevere! injuriss of unknown

origin.

A synopais of ths fafls end injuries found or record
is outlined below:

Evidence of Falls

w122

W14p

Cross reference W122

13121'1 0 l

The QMRP and the Primary Nurse will 210
mast once a week to raview medical
progress notes and to address any medical
concams. In addition 8 medical jog book
wili be used to ensure communication
between the nurse and the GMRP.
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W 148 | Continued From page 3 W149
a. 10/27/2008 Incidant Report: Staff was o pr———rTT
asaisting Cllent #1 to the restraom whiia out on a 8. Cross referance W1
doctor ' 3 appointment. She rafused to stand and

finpped onto the toilet saat from the wheslchair
and she became ‘wedged' in the tollet seat. She
sustained a brulse on her right ieg.

b. 7/1/08 - Nursing note; Staff etated Cllent #1
fell on her left alda in the dining room; assessed b. Cross referance W122
by the nurse and was found to show no signs of
Injury/pain; scalp abrasion appeared ciean/dry,

¢.  8/28/2009 incident Report: Client #1 was
belng transparted from home to van by staff: ataff c. Cross refarence W122
slipped causing Cllent #1 end wheaichair to fall
backwards, Cilant #1 sustained lacerations on
her back end was sent to ER for furthar
assessment” .

Evidenca of Injuries of Unknown Origin

a.  7/20/2008 Incident Report: Unknown
brulses found on Cllent #1's lower back and right
Inner amm. Ciient was asaessad by LPN and no

8, Cross reference W122

d.  7/3/08 - Nuraing Note: Client #1 sieeping all
day except meals; RN on call advised [evening d. Cross reference W122
medicetion nurse] to hoid Zyprexs In PM; Cllent
#1 was sedsated for a8 medicel appointment the

traatment was nesded.

b. 6/23/2008 Incident Report; Staff on the 12-8 b. Cross referance W122

a.m. shift noticed Cllent #1 was bleeding from a I rererance
scratch on her forehead,

¢.  T/3/09 - Nursing Note: paln, discomfort,

waaknass and shaking of Cilant #1's |eft ieg; ¢. Cross reference W122

purple skin coloration [ike a brulse mark on right L
breast approximately 2.5 x 2cm.
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W 148 | Continued From page 4 w148

day befors,

a.  7/20/08 - Day Program Nursing Note: bruise
on right arm near Cilant #1's elbow,
appraximately 3 em by 2 em In diametar; red and
black in color.

f. 7/24/08 - Day Program Nursing Note: Cilent
#1 compisined of back pains and was assessed
to hava two large brulses on the iower part of her
back. The bruise on ths laft side measured 2
inches and the right side bruise measured 3
Inches In width. The brulses were purpie, yeilow
and green in color.

@.  7/256/08 - Nursing Note: purpie colaration on
Cilent #1's right hand / upper arm. Twa [2] purpie
colorations above buttocks.

h.  8/3/09 - Day Program Nursing Note: Client
#1 comptained of back palns and brulge to right
upper posterior of foresarm,

1 8/18/00 - Day Program Nursing Nate: Cliant
#1 presants with a scratch the size of a pencil
eraser to right foreamn,

) 8/28/08 - Nursing Note: Cilent #1 takan to
Emergency Room [ER] for an Injury which
occurred In the mormning [AM]; prominant abrasion
to right scaputa, upper mid back and neck.

k. 8//009 - Day Program Nursing Nois: Brulse
on Ciient #1's right arm; staff noticed it when she

e. Cross refarence W122

f. Cross referance W122

9. Cross reference W122

h. Cross reference W122 anRio

1. Cross reference W22

I 3210 l
k. C@s reference W122 Iﬁm—l

}. Croas reference W122

fook her sweater off,
I 9126109 - Nu;slng Note: iarge bruise abave ‘
buttocks In centsr of Cllant #1's back and dime |. Gross referance W122 EX
sized old bruise on left buttocks.
FORM CM3-2667(02-09) Previous Varsions Obaolabe Evend ID:TUY11 Faclity ID: 06GOSI if continuation sheat Pags 5of 28




3015889287

10:43:04 a.m,

02-24~2010 17 /137

PRINTED: 02/16/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OMB NOQ. 0938-0391
BTATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/TUA (X2} MULTIPLE CONSTRUCTION {(X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING
B. WING
093083 01/21/201¢
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2538 MYRTLE AVENUE NE
C MLUN CEB, INC
om ITY MULTI BERVICES WASHINGTON, DC 20018
)10 SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION xs)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 5HOULR BE
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 148 | Continued From page 5 W140
m. 10/18/2009 - a form titied "Staff Statement”
documenitad a bruise on the right side of Cliant #2 [m. Cross refsrence W122 | [[3r21107 ]

' 8 hip was found while staff was giving her a
shower.

n.  1019/2008 - Incident Report: Bruises were
discoverad on Clent #2's right leg/thigh and on
her right focthoas. The comesponding
Emergency Room [ER] discharge summary datad
the same day identifiad ", possible toe fracture *

o.  10/21/08 - Nursing Nots: brulse on Client
#1's upper right thigh; refused and also had
difficulty In standing.

‘Thare was no dogumented evidanca on file at the
tima of survey to reflect the nuraing staff ensured
the patiern of repeated injuries of unknown arigin
were properly assessed to rule out neglect or
abuse. |n addition, there was alsc no
documentad evidence that the primary care
physicien was notified of these Injuries of
unknawn origin,

intarview with the facility's registered nurse [RN]
and quallfied mental retardation professional
{QMRP}) on 1/13/2010, at approximataly 10:30
a.m. revealed the facliity did not have a procedure
in place to effectively monitor any pattams of
repasted fails and repeated occurrencas of
Injuries of unknoewn origin.

Further interview with the facility's Administrator,
director of nursing [DDN], qualified ments|
retardation professional [QMRP], and the
residential director [RD] on 1/21/2010, at
approxirmately 11:10 a.m. revealad incident

In. Cross reference W122

| B ]

o. Cross reference W122
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Continued From page 6

reporis should have been generated for each of
the nursing notea that reflected Ciient #1
sustained an injury of unknown origin. in addition,
this Interview verified the facility did not have an
effective system of monitoring In place to eddress
the racuriing injuries of unknown origin for both

cli

2, Intarview with the quallfied mental
retardation professional (QMRP) on 1/14/2010 at
approximatsly 8:40 a.m. revealed Cilent #1 tends
to flop when being taken to the restroom and
when being transfarred to and from her bad.
Record review revealed she sustained an injury to
her ieg on 10/27/2009 and algo sustained several
injuriea of unknown origin around her hips end
butiocks as documanted from the nursing notes
above,

There was no documented evidence an effective
procadure was Implemanted In a timely fashion
by the nurging staff to address Cliant #1's flopping
and the potential injuries that may have otcurmed

‘| from that behavior.

483.420(d)(2) STAFF TREATMENT OF
CLIENTS

The facllity must ensure that all allegations of
mistreatment, neglect or abuse, as well as
injuries of unknawn source, are reported
immediataly to the administrator or to other
officials in accordance with Stats law through
established procedures.

This STANOARD is not met as evidencad by:
Based on ataff Interview and record review, tha
facility failed to snsure inclderr reports were
generated for all unusual incidants including

w148

W153

2. A raised toilet seat with arms and bars
heve been Instalied In tha restroom to assist
Cllent #1 when using the restroom. Staff wil|
recelve additional training In transferring and
assisling Cliant #1,
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injuries of unknown origin and reported
immediataly to the administrator and other
officials according to District of Coiumbia
Reguiations [22 DCMR, Chapter 35, Section
3518.10] for one of four clients in the sample,
[Client #1)]

Tha findings Includse:

Review of Cllent #1 ' s delly nursing notes an
1118/2010 at approximately 10:00 a.m. revealad
several notations of injuries of unknown origin
were documented in 2008. A syncpsis of the
aursing entries is prasented baiow:

1. 7N/08 - Staff stated Cllent #1 feli on her loft
side in the dining room; assessed by the nurse
and wes found to show no signs of injury/pain;
scalp abrasion appseared clean/dry.

2,  T13/08 - Nursing Note - pain, discomfort,
waakness and shaking of left ieg. Purple skin
coloration on right breast epproximataiy 2.5 x
2cm,

3.  7/20/08 - Day Program Nursing Note -
bruise on right arm near her elbow, approximately
3 am by 2 cm In diameter; rad and black in colcr.

4.  7I24/08 - Day Program Nursing Note -
Client#1 compiained of back pains and was
assessed to have two large bruisas on the lower
part of her back. The bruise on the left side
measured 2 inches and the right sida bruise
measured 3 inches in width. The brulses were
purpie, yeliow and grean in coior.

§.  7/25/00 - Nursing Note - purple coloration
on right hand / upper am. Two [2] purpie

w153

1. Cross referance W122

2. Cross raference Wi22

3. Cross referance W122

4. Cross refarence W122

5. Cross reference W122

10

H
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Continued From page 8
colorations above buttocks.

6.  8/3/08 - Day Program Nursing Note -
Compiained of back pains and bruise to right
uppar postarior of forearm,

7. 8M8/08 - Day Program Nursing Note -
prasents with a scratch the slze of a pancll eraser
to right forearm,

8.  8/28/08 - Nursing Note - Emergancy Room
[ER] visit for an injury which occurred in the
moming [AM]; prominent abraaion to right
scapula, upper mid back and neck.

8. 8//08 -Nursing Note - right of back and
upper scapula abraslons resoived.

10. ©/8/08 - Day Program Nursing Note - Bruise
on right amm; staff notlced it when sha took her
ewsater off,

11.  B/26/09 - Nuraing Note - farga bruise above
buttocks in center of back and dime sized old
brulse on left buttocks.

12.  10/21/08 - Nursing Note - brulse on upper
right thigh; refused and aiso had difficulty in
standing.

intarview with the fecillty * s ditector of nursing
[DON), qualified mental retardation professional
[QMRP], and the residential director [RD] on
1/21/2010 at approximately 11:10 a.m. varified
there was no effactive monitoring system In place
to address the timely reporting of all injuries of
unknown origin.

483.420(d)(3) STAFF TREATMENT OF -
CLIENTS

W1E3

w154

Ia. Cross referance W149

7. Cross rafarence W149

3210

3/2/110 |

8. Cross reference \W148

|3f2/10 I

8. Cross refarenca W14B

[312/10 I

10, Cross rafarence W149

IS!ZMU l

11. Cross refarence W49

3210

12. Cross referance W149

3210
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The facllity must have evidence that all alleged
violations are thoroughly investigated.

Thig STANDARD is not met as evidenced by:
Based on staff interview and record raview tha
fadllity falled to investigate &ll incldents of
unknown origin as required by this section for two
of two sampled clfents. [Cllents #1 and #2)

The finding Includes:

Raview of the unusuai incident reports and staff
Interview on 1/12/2010, at 10:24 a.m. end review
of the nursing notes on 1/19/2010, at
approximately 10:00 a.m. revealed both Clients
#1 and #2 were found to have injuries of unknown

orgin.

In eddition, Intervisw with the facility * s director of
nuraing [DON], qualified menta! retardation
professional [QMRP), the residentiai director [RD]
on 1/21/2010 at approximately 11:12 a.m.
ravaaied thare was no investigative raports for the
injuries of unknown origin that were documented
by the facility for Client#1 on 7/3, 7/24, 7/28, 8/3,
8118, 8128, 6/1, 8/8, 9/26, 10/21 of 2009 and for
Cliant #2 on 10/18, 10/18 of 2009.

The facllity falled to ensure an investigativa report
was generated after injuries of an unknown
source were obaerved on a ¢llent. [Cross
Referancs W153)

W 168 | 483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client's active treatment program must be
Intagrated, coordinated and monitored by a

1n the furure, the QMRP, Residantial
Manager and Nursing Staff wiil ensure an
investigative report is genarated for ail
incidents of unknown origin for Cllent #1 and
Cliant#2. :

w159
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qualified mental retardation professional.

This STANDARD is not met as evidenced by:
Based on staff interview and record raview, the
facility's Qualified Mental Retardation
Professional {QMRP] falled to snsure the
coordinatipn, menitoring, and Implementation of a
ciient's habllitaticn and planning for seven of
sevan of the cliants rasiding In the facility.
[Clients #1, #2)

The finding Includes:

1.  The QMRP falled fo ensurae that all injuries
of unknown origin were reported Immediataly to
the govemmental egencies as required by DC
Municipal Regulation {22 DCMR Chapter 35
Section 3519,10). [Sees W163]

2. The QUMRP falled to ensure all injurlas of
unknown origin are Investigated. [See W154]

3, Dinner cbservation on 1/12/2010 at 5:15
p.m. revealed Client #2°' s maal of Besf, broccoll,
and baksed potatoes was served In bite sized
pleces, Tha attending siaff was observed cutting
the food items into bite sized pleces |ust prier to
her eating.

Review of Client #2's 51/2009, 8/1/2009, and
11/5/2008 Nuirition assessments on 1/13/2010, at
approximately 12:00 p.m. revesied she was
recommencded for a “chopped” texturad diet. In
addition, her 1/2010 physiclan's order sheats
revealed she was prescribed a "regular” diet on
3/28/2007.

Interview with the qualified mental retardation

1. Cross referenca W122

|312[10'

|2. Cross refarence W122

[arr10

3. All staff will racalve tralning on ali .
Individual diets and textures. In addition the
nutritionist wiil review assessmenits for ali
individuals to ensure accurate Infonmation.

3anz2n1o
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professional [QMRP] on 4/13/2010, st
approximately 12:15 p.m. revealed there was no
evidence Client #2's nutritional recommendation
for a chopped textured diet was ciarified with the
primary care physiclan or the Nutritipnist.

In addition, the QMRP indicated the Nutritionist's
recommendation for a chopped diet may have
been a typographical eror end that Cllent #2 Is
capeble of eating regular textured meals
Independently. The QMRP further Indicated sha
would mest with the Nutritionist to review that
aasassment.

The facliity's QMRP falled to coordinate services
to ensure a cilent's nutritional needs as
recommended.

4. The QMRP falled to ensure staff was
effectively trained to employ behavior
management plans. [See W183]

§. The QMRP falled to ensura the consistent
implementation of a cllent's behavier support plan
(BSP), [See W244]

6. The QMRP falled to ensure all staff properly
documented a cllent's tergeted behaviors. [See
W252)

7. The QMRP falied to ensure disposable
undar pads wera not being used for the
convenience of staff, [See W287]
483.430(e)(1) STAFF TRAINING PROGRAM

The facility must provide each employas with
initlal and continuing training that enables the
empioyes to perform his or her duties effectively,
efficlently, and competently.

W1EB

4. Cross refarence W183

318M10

Ii.Cross refarence W248

3610

6. Cross refarence W252

7. Cross refarance W287

-
[=]

wiss
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This STANDARD I3 not met as avidanced by:
Based on pbaarvation, staff interview and record
review, the facility failed to enaure staff was
effactively trained to provide proper food textures
and affectively document targsted behaviors for
one of four cllents residing In the facllity. [Gllants
#3]

Tha finding inciudes:

Dinner observation on 1/12/2010 between the
hours of 6:00 p.m. and 7:00 p.m. revealed Cilent
#3's meal was served In largs hite sized pleces
and Cliant #3's meal was servad whole.

Review of Cllent #3's 4/8/2009, 7/9/2008,
10/10/2008 Nutrition Quartarly reviews revealad
she was racommanded for 8 “"chopped” texturad
diet. In addition, her 1/2010 physiclan's order
sheats revealad she was prescribed a "{500
calorie chopped” diet on 7/1/1998.

interview with the quallfied mental retardation
prefessional [QMRP] on 1/13/2010 at
appradmately 12:20 pm revealad there was no
evidanca of staff training on Client #3's nutritionsi
recommendation for a chopped textured diet.

The faciiity fallad to Implement affective training
on Cilent #3's alterad texturad diet as prescribed
and as required by this section.

483.430(e}(3) STAFF TRAINING PROGRAM

Staff must be able to demonstrate the skills and
tachhiques necessary to administer interventions
to manage the Inappropriate behavior of clients.

w1s9 Cross refarence W159 #3

l3/12l10 '

w183
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This STANDARD is not met as evidanced by:
Besed on cbservation, staff interview and record
raview, the facility fafied to snsure staff was
effactively trained to implement a cilent*s
behavior managemaent plan for one of two
sampled clients. [Client #2]

The finding includes:

Observation on 1/12/2010 at 12:20 p.m. revealad
Client #2 was sitting In a large room with
approximately twanty-five othar paople listening to
music at her day program. While she sat thare,
she was observed picking itams off her pants and
eating them. It appeared she was tearing lint and
thread off her pents and putting tham In har
mouth, Her assigned " one-on-cne” staff from
the residential facllity wes within arm reach of her
during the obsarvation, but naver mada any
attempt to rediract tha behavior.

Record rgview on 1/14/2010 at approximatsly
1:20 p.m. revaslad Cliart #2's Bahavior
Modification Plar [BMP] dated 10/24/2008 listed
“pica” and “tearing and shradding™ as two of her
targated maledaptive bahaviors. The plan
outiined that "Staff use verbal redirection and
substitution to prevant and stop earfy-stage
pre-aggrassion bahaviors, plca, skin-plcking,
halr-puliing and non-complianca,” The plan
further outlined, "If staff recognizes that she sees
something that sha wants to put in her mouth,
then staff should say 'No ..." After a second or
two ataff should next offer her soma sugariess
hard candy to suck on ... If she does not stop with
verbal instructions to stop, or when verbal
redirection falla, then staff may have to use touch
control. *

w183
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Continued From page 14

Interview with the facllity ' 8 GMRP on 1/14/2010
at 1:22 p.m. revaaled sha was not aware tha staff
was naot implementing tha BSP and she was also
not aware tha staff was not documanting Client
#2's targeted behaviors on the data sheets.

The facility falled to ensure staff was effectively
trained on Ciient #2's behavior management plan
a8 raquired by this section,

483.440(c)(B)(iil) INDIVIDUAL PROGRAM PLAN

‘The Individual program plian must inciude, for
those clients who lack them, training in personal
skills essential for privacy and independence
{including, but not limited to, toilat training,
personal hyglene, dental hygiene, self-fesding,
bathing, dressing, grooming, and communication
of basic neads), urtli it has been demaonstrated
that the cllent is developmentally incapable of
acquiring them.

This STANDARD is not met as evidenced by:
Baeed on cbaervation, staff Intarview and record
reviaw, the facility falled to ensure the
implemantation of a toileting program to acddress
a cllent's leck of tolisting skills for one of two
sampied cllents. [Cllent #1]

The finding inciudes:

On the aftamocn of 1/12/2008 at approximatsly
6:00 p.m., Client #1's attending staff asalstad her
up from her chalir, and halped her walk o the
restroom. Another staff mopped up the floor
beneath whera she was seated at the dinner table
while Client #1 waa baing assisted to the
restroom. As Clent#1 walked past her

w183

The facility will train all staff on Cliant #2 BSP
to ensure targeted behaviors are redirectad
and documented.

3M9N0

w242

Tha facliity will implement a tolieting
'schedule for Client #1 and essess the need
for dispossble diapars.

3/6M0
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Continued From page 15

housemates, who were sltting In the living room at
the time, there wes a large wet siain an the back
of har denim slacks.

At approximately 6:15 p.m., staff aided Client #1
to return to the living room by aasiating her to
walk back to her wheelchalr to wait for the
avening medication nurae. A set of disposable
under pads wee observad undarmaath her while
she sat In the wheelchair.

Interview with staff after dinnsr on the same day
at approximately 8:46 p.m. reveslad Client #4
wets herself quite often as her health has
daclined ovar the past several montha. Further
interview with the qualified mental retardation
professional [QMRP] on 1/13/2010 at 4:16 p.m.
revealed there wes no system In place to address
Cllent #1's incontinence apart from using the
disposal pads and claaning her up after she wets
hersalf,

Racord reviaw revasled thers wes no evidence
presented or on file at the ime of survay to
substantiate that & tolleting program was
develaped or In pface to address Cllent#1's
incontinanca.

483.440(d)(1) PROGRAM IMPLEMENTATION

As s00n as the Interdlsciplinary taam has
formulated a cllent's individual program plan,
each client must recelve a continuous active
treatment program consisting of needed
Interventions and services In suffiient number
and frequancy to support the achisvement of the
objectives Identified in the Individual progrem
pian.

W42

W 240
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This STANDARD Is not met as evidenced by:

Based on observation, staff interview and record
review, the facility falled to implemeant a client ' s
behavior support plan to ensure thelr health and
safety for one of two sampled clients, [Client #2]

The finding includes:

Observation on 1/12/2010 st 12:20 p.m. revegled
Client#2 was sitting In a jarge room with
approximateiy twanty-five other people listening to
music et her day program, While she sat thers,
she was observed picking items off her pants and
aating them. it appeared she was tearing iint and
thread off her psnis and putting them in her
mouth. Her assigned " one-on-one ® staff from
the residential facility was within erm reach of her
during the observation, but never mada any
attempt to rediract tha behavior.

According to har behavier support pian dated
10/24/2008, this behavior was not addressed and
tha staff failsd to implamant the pian accordingly.
[See W183)

W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION was2

Data relative to accomplishment of the criteria
specified in cliant individual program plan
phfectives must be documanted In measurable
terms.

This STANDARD is not met as evidenced by:
Based pn observation, staff Interview and racord
review the facility failed to ensure the
implementation of an effective system of
decumenting the fraguency of targstad behaviors
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as recommended for one of two sampled clisnts.
[Cllent #2}

The finding includes:

Client #2 was observed picking and pulling at her
pants and eating the itams [appeared to be lint
and string] whila at her day program an 1/42/2010
at approximately 12:20 p.m,

Record review an 1/14/2010 at approximately
1:20 p.m. revealed Gliant #2 ' s Behavior
Modification Plan {BMP] dated 10/24/2008 listed
"plea” and " tearing and shredding " as two of
her targeted maladaptiva bahaviors. A review of
Client #1 ' s 1/2010 data colisction sheet on the
samea day and ime revesled there was nao daia
collacted far the maladaptive behaviars that wera
obsarved on 1142/2010.

Further record reviaw and interview with the
faclity * s quailfied mental retardation professional
[GMRP] an 1/14/2010 at approximatsly 1:24 p.m.
revealed she was not aware the staff was not
documenting Client #2 ' s targeted behaviors on
the data sheets,

The faciiity falled to ensure steff accurately
documented Cllent #2 ' s targeted behaviars as
outlinad by the BMP.

483.440()(3)()) PROGRAM MONITORING &
CHANGE

The committee shouid revisw, epprove, end
maonitor Individual pregrams designed to manage
Inappropriate behavior and other programs that,
in the opinion of the committes, Invaive risks to
cllent protection and rights.

Was2

Cllent #1 and #2.

Staff will recelve additionai training on the
delly documentation of target behaviors far

W 262

|3I19I1 0 I
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In the future, the QMRP will have the 3210

This STANDARD I8 not met sa evidenced by:
Based on staff interview and record review the
faciilty failed to ensure the Human Right
Commitiee ' s oversight and approvel for the use
of psychotropic medication for one of two
sampled clients, [Cliant #1]

The finding inciudes:

Observation on the evaning of 1/12/2010 at
approximately 7:30 p.m. revealed the evening
medication nurse provided Client #1 har evening
dosage of Zypraxa [20mg tab).

Racord review on 1/13/2010 at approximately
9:30 a.m. revealed Cilent #1.' s psychotrapic
medications wera increased as follows:

1. Psychiatry assessment dated 4/21/2008
prescribed "DC Rigperdai, add Zyprexa 5mg 2x
daylorelly * .

2. Psychiatry assessment dated 5/18/2009
prescribed to " Increase Zyprexa to 15mg at bed

3. Psychiatry assessment dated 6/16/2008
prescribed to " increase Zyprexa to 20mg orelly
atbed end to Increase Seroquei to 300mg in AM *
. Tha original order for Seroqual was 200mg in
the moming for the months of 4/2008 and 5/2008.

intarview with the facility’s registered nurse [RN]
and qualfified menta) ratardation professional
[QMRP] on 1/13/2010 at approximately 8:40 a.m.
reveaied the Zyprexa and the Seroquel was
prescribed to manage Clisnt #1's maladaptive
behaviors.

Humen Rights Committea review the use
of paychotropic medications for Client #1
whenevear thera is a dosage or medication

change.
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Record review on the same dey and time
revealed there was no eviience prasented or on
file at the tima of survey to substantiata that the
Human Rights Committae met to approvs the
administration and the Increase of these
psychotropic medications.

W 267 | 4B3.450(a)(1) CONDUCT TOWARD CLIENT

The facility must develop and implement written
poilcies and procedures for the management of
conduct betwaen staff and cliants.

This STANDARD s not mat as evidenced by:
Based on observation and staff interview, the
facility falled to ensure the implemantation of a
procadure to address a cllent's incontinenca for
one of two sampied clients. [Cliant #1]

Tha finding includes:

On the aftemoon of 1/12/2009 at approximatsiy
6:00 p.m., Cilent #1 ' 5 attending staff lifted har up
from her chalr, took her to the restroom as
anather staff mopped up the ficor beneath where
she was seated at the dinner tabie. As she
walked past her housemates who ware sitting in
tha fiving room at the tima, thera was a large wat
stain on the back of her denim siacks.

Interview with the qualified mental retardation
profeasional [QMRP] on 1/13/2010 at 4:16 p.m,
revaaled there was no procedure in place to
address Client #1's incontinance apart from using
the disposai pads and cieaning her up after she
wals herseif to ensure her parsonal rights. [See
W242]

W 287 | 483.450(b)(3) MGMT OF INAPPROPRIATE

w262

W 267

A procedure will be devalaped to
address her Incontinence.

Crony reference \W242

W 287

ECI
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Continued From page 20
CLIENT BEHAVIOR

Techniques to manage inappropriate client
behavior must never be used for the convenlenca
of staff.

This STANDARD Is not met as evidenced by:
Based on observation, staff interview and record
raview, the facility failed to ensure disposabla
under pads/chucks were not being used for staff
conveniance to address & client ' s lack of bowael
control for one of two aampled cilents. [Client #1]

The finding inciudes:

On the aflernoon of 1/12/2008 at approximataly
8:00 p.m., Client #1 was gbserved sittingon a
disposable pad prior to her wetting harself,

interview with the qualified mentat retardation
professional [QMRP] on 1/13/2010 at 4:16 p.m.
revasled thera wes no effective system In place to
address Client #1 ' 8 lack of bowsl control apart
from using the disposable pads. [Ses W267]
483.460(a)}{3) PHYSICIAN SERVICES

The facllity must provide or obtaln praventive and
general medical care.

This STANDARD is not mat as evidenced by:
Based on staff Interview and record raview, the
facliity falled to ensure the timely assessment and
monttoring of a client's recurring Injurias of
unknown origin to ensure her health and safety
for one of two sampled cliants. [Client #1]

wagzy

wa22

Cross referance W242

1315110 |
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Continued From page 21
The finding inciudes:

[Cross Reference W148] The facillty falled to
implemant an effective procedure to moniter
patterns of repeated falls and Injuries of unknown
origin to ensure clients heelth and safety as
evidenced below,

interview with the facliity's qualified menta!
retardstion professional [QMRP] and director of
nursing [DON) on 1/18/2010 at appraximately
11:06 a.m. verified there was only three
physician’s {(PCP) assassmants on fiie at tha time
of survey. The threa assasaments wera dated
10/6/2008, 10/23/2008, and 1/8/2010.

Further interview with the DON on the sama dats
and time revealed the PCP assessed Cllant #1 on
10/5/2009 to address en injury of unknown origin.
The DON further clarified the 10/23/2009
assessment was a “sick visit® and the 1/8/2010
quarterly sssessmant was conducted 1o address
Client #1's decreased mobliity snd to request &
review of her psychotropic regimen.

There was no written documantation on file at the
time of survey to substantiste that timely reviewa
and assessments of Client #1's recurring faiis and
injurias were made by the pimary care physician.
483.460(c) NURSING SERVICES

Tha facllity must provide cilents with nursing
gearvicas in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on Interview and record review, the facjity
failed to provide nursing sarvices in accordance
with the nesds of ons of the two cllents in the

wazz

Cross reference W122

waa1

I312110 I
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sampie. [Client #1)

The findings include:

1.  [Cross referance W1t48] There was no
documented evidence the nursing staff ensured
the pattern of repeatad Injuries of unknown origin
ware properly assessad to rule out neglect or
abuse, In addition, there was no documented
evidence that tha nursing etaff ensured this
Informetion was relayed to the primary care
physician,

2.  Review of Ciisnt #1's dally nursing notes on
1119/2010 at approximately 10:00 a.m. revealed
there was no evidence the primary care physiclan
{PCP) was being nolified of the repeated health
concarns as evidence below:

8.  7/3 Nursing Note - paln, discomfort,
wsaakness and shaking of left leg.

b.  7/3 Nursing Nota - Client #1 sieeping alf day
axcept for meals; RN on call advised [evening
medication nurse] to hoid Zyprexa in PM; Client
#1 was sedated for a medical appgintment tha
day befors,

c.  8/2008 Monthly Nursing Summary -
Irreguiar BM despite use of Lactuipse; Client
taken to ER on 8/28 due to fall and sprain, had
mulitiple abrasions; medium risk for falls/fractures.

d.  8M1 Nursing Note - retumed home from
day program drowsy, slouching in class, runny
nosgs, red eyes.

8. 8/12 Nursing Naots - red eyes, runny nose,
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W 331 | Continued From page 23 wan
toss of slaap, dizziness. In PM, alert, combative
with one of the residants.

f. 8/14 Nursing Note - red eyes, loss of sleap,
dizziness, excessive cloudy urine, hunched over
In cless - notified the Director of Nursing {DON).

g.  B/14 Nursing Note - excessive urination,
cloudy urine, sitfing hunched aver in chalr, Staff
confirmed this is not her usual postuna when
sitting in a chair.

h. 872009 Manthly Nursing Summary -
Moderate involuntary muscia movements had
been cbserved on [Client] and she |s sometimes
observed slespy during daytime ... Observed
lathargic and dependent on use of wheelchair/LE
swollan; seen by Psychiatrist 8/ - ordered to
continue present treatment, medium risk for
fallsffractures.

I 8/25 Nursing Note - Client #1 complainad of
right leg pain at her day program.

I- 10/2008 Monthly Nursing Summary - Stil}
{ethargic end dspendent on use of wheelchai/LE
swallsn; lmeguiar BM, medium rigk for
falis/fractures. Aspirin was discontinuad on
10/08/08 by Primary Care Physician {PCP) due to
aasy bruising.

k. 1073 Nursing Note - ioosa stoot and
abdominal discomfort; Lactuigse held this
moming {AM).

L 10/22 - Nursing Note - she was moderatsly
lethargic; sitfing in W/C hunched over,

m.  10/28 Nursing nota - " she was dropping to
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Continued From page 24
the floor when being taken to the bathroom

n. 1172008 Monthty Nursing Summary - Stili
lethargic and dependent on use of whaelchair/LE
swaoilan, imeguiar BM despite dally dosage of
Enuioae; madium risk for falis/fractures; declining
ovarall health status, Neurclogy appoiniment due
next month.

Interview with the facliity ’ & qualified menta!
retardation profesaional and the director of
nursing on 1/21/2010 at 10:26 p.m. verified there
was no documented svidence on record to
substantiate that the primary care physiglan was
being informed of these documaentad health
congcems.

The facility nursing ataff failed to ensure an
effactive system of aversight, monitoring end
coordination of sarvices was in place to ensure
Client #1°s health and safety.

483.480(b)(2)()) MEAL SERVICES

Food must be served In a form consistent with the
developmantal lavel of the client.

This STANDARD s not met as evidenced by:
Based on cbsarvation, staff interview and record
review, tha facllity falied to ensure clients were
provided their meals in a texture prascribad by
the Nutritionist for one of four clients residing in
the facility. [Cilents #3}

The finding includes:

Dinner observation on 1/12/2010 betwean the
hours of §:00 p.m. and 7:00 p.m. revealed Client
#3's meal was served In Jargs bite sized pieces
and Client #3 ' s meal was servad whole.

Waa1

Cross reference W122

W474
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Raview of Cllent #3's 4/8/2000, 7/8/2009,
10/10/2008 Nutrition Quarterly reviews ravealed
she was recommended for 2 "chopped” textured
diet. in addition, her 1/2010 physician's order
sheets revealed she was prescribed a "1500
calorie chopped” diet on 7/1/1898.

Intarview with the qualified mental retardation
professional [QMRP] on 1/13/2010 at
approximataly 12:21 pm revesaled sha was not
aware of Cllent #3's Nutriionist's
recommaendation for a chopped textured diet.

The facility falled to ensure staff provided Client
#3 her meals in an alterad texiure as
recommended and as required by this section.

W474 Crass refarance W158 #3
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1000 INITIAL COMMENTS 1000

A re-licansure survey was conducted from
1/12/2010 through 1/14/2010. A rendom
sampling of two residents was selacted from a
population of four femataes with varying degrees
of disabilities. The findings of the survey were
based on observations and Interviews In the
home end at one day program, as.well as a
review of the habilitation end adminlstrative
records, including the incldent reporta.

1183 3508.4 ADMINISTRATIVE SUPPORT i183

Each GHMRP shalf have a Residencs Director
who meets the requiraments of § 3508.1 snd who
shall manage the GHMRP In accordance with
approved pollcies and this chepter.

This Statute is not met as evidenced by:

Based on ataff interview and record review, the
GHMRP's quallfied ments| retardation
professional (QMRP) falled to ensure the
coordination, monitoring, and impiementation of a
resident’s habilltetion and planning for seven of
seven of the residents residing in the GHMRP.
[Residents #1, #2]

The finding includes:

1. The QMRP falled to ensure that ail injuries of
unknown ofigin were reported immediatsly to the
governmental agencles as required by DC
Municipal Reguiation [22 DCMR Chaptar 35
Section 3519.10). [See Federal deficiency report
citation W1 53]

1. Cross reference W153 Iamm '

2. The QMRP failed to ensura all Injuries of
unknown origin ere Investigated. [Sea Fadsral Iz- Cross reference W154
deficlency raport citation W154]

eiitis LK e W) [Pl 2570
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1183

Continued From page 1

3. Dinner observation on 1/12/2010 &t 5:15 p.m.
revealad Resident #2 ' a mesi of Baef, broccoli,
and baked potatoas was served In bite sized
pleces. The attending staff was observed cutting
the food items Into bite slzed pleces Just prior to
har eating.

Review of Reslident #2's §/1/2008, 8/1/2009, and
11/572008 Nutrition asasssments on 1/43/2010,
at approximately 12:00 p.m. revesled she was
racommeanded for a "choppad” textured diet. In
eddition, har 1/2010 physician's order sheets
revealed sha was prescribed a "regular” diat on
3/28/2007.

Intarview with the qualified mental retardation
professional [QMRP] on 1/43/2010, at
epproximetely 12:1% p.m. revealed there was no
evidence Resident #2's nulritional
recommendation for e chopped taxtured diet was
clarified with the primary care physiclan or the
Nutritionist.

in addltion, the QMRP Indicated the Nutritionist's
recommendation for @ choppad diet may have
been a typographical sror and thet Resident #2
Is capable of eating regular taxtured meals
Independantly. The QMRP further indicatad she
wauld meet with the Nuiritionist to review that
assessment.

The facility's QMRP falled to coordinate services
to ensure a resident's nutritional needs as
recommaended.

4. The QMRP failed {0 ensure staff was
affectively trained to empiloy behavior
manegement plans. [See Faderal deficiency
report citation W1983)

1183

3. Cross reference W159

4. Cross reference W193

|3!19/10 ’
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Continued From page 2

5. The QMRP failed to ensure the consistent
implementation of a reaident's bahaviar suppart
plan (BSP). [See Federal deficiency repart
citation W249)

6. The QMRP failed to ensure all staff properly
documented a resident's targeted bahaviors.
[Ses Federel deficiency report citetion W252)

7. The QMREP falled to ensure disposable under
pads were not being used for the conveniance of
stafl. {See Faderal daficlency report citation
wza7]

3508.2 PERSONNEL POLICIES

Each staff person shail have a written job
description, which details each of his ar her major
responsibliites end duties and supervisory
control.

This Statute is not met as evidenced by:

Based on record review and staff interview, the
group home for the mentally retarded person
(GHMRP) fallad to ensure afl staff was provided a
written job description as required by this saction,

{ (staft#1, #2, #5, #7, #6 and #12]

The finding includes:

Record review and interview with tha GHMRP 's
qualified mental retardation professionsl (QMRP)
on 1/14/2010 at approximately 10:45 s.m,
revealed six out of twelve staff was without a
writtan Job description In thelr personnel filas,

3508.3 PERSONNEL POLICIES

1183

5. Cross refarence W183

6, Cross reference W262

|3119!10 I

7. Cross rafarence W287

I3!51’1 0 |

1202

annually.

All staff will ba provided a written job
descriptlon in thelr profile and signad

1203
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Each supervisor shall discuss the contents of job
descriptions with aach amploysa at tha baginning
amployment and at least annuslfy thareafter.

This Statute Is not met as avidenced by:
Based on record review and staff Interviaw, the
group home for {he mantally refarded person
{GHMRP) faliad to ensure six out of twalve staff
was provided the oppertunity to annuaily review
thelr written job descriptions ns required by thie
section. [Staff #1, #2, #5, #7, #9 and #12)

The finding includes:

Record review and intarview with the GHMRP ' s
qualified mental retardation professional (QMRP)
on 1/14/2010 at approximately 10:46 a.m.
reveaied six put of twelve staff was not provided
the opportunity to review thelr written job
deacription over tha past licensure year, [Cross
Raferance Licensura Citation 3509.2)

3508.8 PERSONNEL POLICIES

Each employee, prior to employmant and
annualiy thareafter, shall provida a physiclan's
certification that a heaith Inventory has been
perfomed and that the employee * s heaith status
would allow him or her to perform tha required
dutlas.

This Statute 1s not mat as evidenced hy:
Based on record raviaw and staff Interview, the
group homa for the mentally retarded parson
{GHMRP) faliad to snaure four of twelve staff
sacurad an annual heslth inventory as required
by this aection. [Steff #1, #5, #8 and #12)

1203

ICross reference 1202

|

1206

current physicaia.

All staff wili heve cument physicsls completed
annually. OMRP and Rasidsntial Maneger 3/1sho
will review perscnnel foiders quarterly for
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The finding includes:

Raecord review and Intarview with the GHMRP ' s
qualified mental retardation professional (QMRP)
on 114/2010 at approximately 10:55 a.m,
revealad four out of twalve staff did not have a
current health Inventory on file.

3510.3 STAFF TRAINING

Thare shall ba continugus, ongoing In-servica
training pregrams scheduled for all personnel.

This Stahute is not met as evidenced by:

Based on observation, staff Intarview and record
review, the GHMRF fallad to ensure staff was
affactively trainad to ensure propar food textures
and documsnting targeled bahaviors for two of
four residants residing in the GHMRP.
[Residants #2 and #3)

The finding includes:

Dinner observation on 1/12/2010 between the
hours of 6:00 p.m, and 7:00 p.m. revealsd
Resident #3's maa) was served in farge bite sized
piecas and Residant #3's meat was served
whole.

Review of Resldent #3's 4/9/2009, 7/9/2008,
10/110/2008 Nutrition Guarterly reviews reveated
she was recommaended for a "choppsd” texturad
diet. In addition, her 1/2010 physician's order
sheats revealed she was prescribed a 1500
caloria choppad” dist on 7/1/1888.

Intarview with the qualified mental retardation
professional [AMRP] on 1/13/2010 at
approximately 12:20 pm revealad there was no

1206

1222

|Cross reference W183
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svidanca of ataff training on Residant #3's
nutritional recornmendation for & chopped
textured diet,

The facllity failed to implement effective training
on Reskdent #3's altared textured diet as
preacribad and as required by this section. [See
Fedaral deficlency report citation W188]

3510,5(f) STAFF TRAINING

Each tralning program shali inciude, but not be
{imited to, the following:

{f} Spacialty areas related to the GHMRP and the
residents to be served inciuding, but not imited
to, behavior management, sexuality, nutrition,
recraation, totel communications, and assistive
technologles;

This Statute is not met as avidenced by:

Based on abservation, staff Intarview and record
raview, the faciiity fallad to ansurs staff was
effactively tralnad to Implament a residant ' s
behavior managemant pian for one of two
sampled residents. [Resident #2]

The finding inciudes:

Observation on 1/12/2010 at 12:20 p.m, ravealed
Residant #2 was sitting In a large room with
approximately twenty-five other people fistening
to music at har day program. While she sat
there, she was obsarved picking tems off har
pants and eating them, it appearad she was
taaring lint and thread off her pants and putting
them in her mouth. Her assigned " one-on-one "
staff from the residential facillty was within arm
reach of har during the obsarvation, but naver
mede any attampt to redirect the behavior,

1222

Cross referance W188

[Cross refarence W183
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Record review on 1/14/2010 at approximately
1:20 p.m. revealed Resident #2 ' s Behavior
Modification Plan (BMP} dated 10/24/2009
Resident #2 ' s Behavior Modification Plan {BMP)
dated 10/24/2009 listed " pica™ and " tearing
and shredding " as two of her targeted
mail-adaptlve beheviors. The plan outlined that *
Staff use verbal redirection and substitution to
prevent and stop earty-stage pre-aggression
beheviors, plca, skin-picking, hair-pulling end
non-complianca.” The plan further outlined, ¥ If
siaff recognizes that she sess something thet she
wants to put in her mouth, then staff should say *
No ..." After a second or two staff shouid next
offer her some sugerlesa hard candy to suck on
... If she does not stop with verbal instructions to
stop, or when verbsl redirection feils, then staff
may have to use touch control. *

intarview with the facility ' 8 GMRP on 1/14/2010
at 1:22 p.m. revealed she was not aware ths staff
was not implementing the BSP and she was aiso
net aware the staff was not documenting
Resident #2 ' s targeted bahaviors on the data
sheets,

The faciiity falied to ensurs staff was effectively
trainad on Resident #2 ' 8 bahavior management
pien as required by this aection.

3519.10 EMERGENCIES

In eddition to the reporting requirement in 3518.5,
each GHMRP shall notify the Depariment of
Health, Health Facliities Divislon of any other
unusual Incident or event which substantislly
Interferes with a rasident ' s health, welfare, living
arangament, well being or in any cther way
places the reaident at risk. Such notification shali

1220

1379

STATE FORM

Health Regulation Administration

bl TUYHA1

If continuation shest 7 of 10



3015889287

. *

—Heaith Requiation Administration

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

10:41:04 a.m.

02-24-2010

9/37

PRINTED: 02/16/2010

FORM APPROVED

{X1) PROVIDER/SUPPUER/CLIA
IDENTIFICATION NUMBER:

HFDO3-0237

(XZ) MULTIPLE CONSTRUCTION

A BUILDING
B. WING

(X3) DATE SURVEY
COMPLETED

01/21/2010

NAME OF PROVIDER OR SUPPLIER

COMMUNITY MULTI SERVICES, INC

STREET ADDRESS, CITY, STATE, 2F CODE

2838 MYRTLE AVENUE NE
WASHINGTON, DC 20018

&4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIER
(EACH DEFICIENCY MUST 8E PRECEDED BY FULL
REGULATORY OR LSC {DENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE

TAG
DEFICIENCY)

CROSS-REFERENCED TQ THE APPROPRIATE

DATE

1378

Continued From page 7

be made by teiephone immediately and shali be
followed up by written notification within
twenty-four (24) hours or the next work day.

This Stetuta is not met as evidenced by:

Based an steff intarview and record review, the
GHMRP failed fo ensure that all Injuries of
unknown origin and serious unusual Incidants
were raportad immediately to the govammantal
agencias as requirad by this section to protact the
health and safaty of two of two sampied
residents. [Residents #1 and #2]

The findings includa:

Review of Rasident #1's dally nursing notes on
1/16/2010 at approximately 10;00 a.m. revealed
several notatlons of injuries of unknown origin
ware documented in 2008. A synopsis of the
nursing entries is presented below:

1. 7M/08 - Stsff stated Resident #1 feil on her
ieft side in tha dining room; assessed by the
nurse and was found to show no slgns of
Injury/paln; scalp abrasion appeared clean/dry.
2. 7/3/09 - Nursing Note - pain, discomfort,
waakness and shaking of left leg. Purpia skin
coiaration on right breast approximately 2.5 x
2cm.,

3. V20/09 - Day Program Nursing Note - brulse
on right am near her elbow, approximataly 3 cm
by 2 cm In diameter; red and black in color.

4. 7/24/08 - Day Progrsm Nursing Note -
Resident #1 complained of back pains and was
assessed to have two large brulses on tha lower
part of her beck. The brulsa on the left side
measured 2 inches end the right sida bruise
meesured 3 inches in width. The bruises were

1378
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pumple, yellow and green In color.

5. 7/28/08 - Nursing Note - purple coloratian on
right hand / upper amm. Two (2] purple colorations
above buttocks,

6. B6/3/09 - Day Program Nursing Nots -

Complained of beck pains &nd hrulse to right Cross refarence W154
upper posterior of foreamm.

I3!2!10 I

7. BM8/D8 - Day Progrem Nursing Note -
presents with a scratch the size of a pencil eraser
to right forearm.

8. 8/28/08 - Nursing Note - Emergency Room
[ER] visit for an Injury which occurrad In the
morming [AM]; prominent abresion to right
scapuia, upper mid back and neck.

B. 9/1/00 -Nursing Nots - right of back and
upper scapula abrasiona resoived,

10. 9/8/08 - Day Program Nursing Note - Brulse
on right amm; staff noticed it whan she took hoer
sweater off.

11. 8/26/08 ~ Nursing Nots - iarge bruise ahove
buttocks in cantar of back and dima sized oid
brulse on laft buttocks.

12. 10/21/08 - Nursing Note - brulse on upper
right thigh; refused and also had difficulty In
standing.

Interview with the facllity's director of nursing
[DON], quasiifiad mental reterdation professional
[{QMRPY], and the residantial director [RD] on
1/21/2010 st approximately 11:10 a.m. verified
there was no effactive monitoring systam In placa
to addresa the timely reporting of ali Injurles of
unknown origin.

There was no documented evidence the GHMRP
reported thase injurles of unknown origin
immediately to the administrator or the District
Depariment of Health (DOH) es required by this
saction. [Cross reference Federa! deficiency
report citatipns WH53 and W154]
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35231 RESIDENT'S RIGHTS

Each GHMRP residence director shall ensure
that the rights of residents are obsaerved and
protected In accordence with D.C. Law 2-137, this
chapter, and other applicable District and faderal
laws,

This Statute is not met as avidenced by:
Based on oheervation and staff intarview, the
facility failed to ensure the implementation of a
procedure to addmess a residant's incontinence
for one of two sampled residents. [Residant #1)

The finding includes;

On the afternoon of 1/12/2009 at approximately
6:00 p.m., Resident #1 ' g attending siaff lifted her
up from her cheir, took her to the restroom as
another staff mopped up the floor baneath where
she was seated at the dinner table. As she
walked past her housemates who were sitting In
the living room at the time, there was 8 large wet
stain on the back of her denim siacks,

intarview with the quaiified menta! ratardation
profassional [QMRP] on 1/13/2010 at 4:16 p.m.
revealed there was no procedurs In place to
sddress Resident #1's incontinence apart from
using the disposal pads and cleaning her up after
she wats herse!f to ensure her personal rights.
[See Federal deficiency report citation W267)
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