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|
\ 3!23!2ID1 0, mrur;:gh 3/25/2010. Th? survaey was J
. completed utilizing the fundamenta survey '
, Process. A rendom sampiing of four clients was G0 'EHNMSIEVPE;TWEENQI(S)@EI ?_F COLUMBIA ‘

i selected from a residentlal population of seven ; ;
| findings of the survey were based on 845 NORTH CABTOL ST, N £. 280 FLOOR |
 observations and interviews in the home and at ' WASHINGTON, 0.C. 20002

four day programs, as well 2s a review of the | _
- cllent and administrative records, including the |' !

i A recertification survey was conducted from '
' ; £ dalo
LTH

j incident reports. i
W 120 483.410(d)(3) SERVICES PROVIDED WITH W 120| ;
i OUTSIDE SOURCES i The QMRP will consult with the day program, 'I 5/07110 I
’ |Inursing team, and nutritionist of Client #3 In
. The facility must agsure that outside sefvices /|ordar to devalop a meai protocol and :
l astablish the likes and dislikes of Client #3. In | |

| maet the needs of each client

! the future, the QMRP will communicate with | |
' l the day programs of all Individuals to ensure | |

1 This STANDARD |s not met as evidenced by: | that thelr dists are consistent and appropriate. | |

| Based on observation, interview and record ]

. review the faclity falled to ensure cutside sarvices

| met the neads of one of the four sampled clients.

' {Client #3) I

! The findings include: . i

» The facility failed 1o ensure that Client #3's day : !
: program provided har diet as prescribed as f '
i evidenced below;

: Observation at Client £3's day program (DP) on
| 312512010, at approximately 11:30 am,, revealed ; I
» 8he received a meal of peas and rice with .
| cabbage stew. The other two clients sitting at the !
! table with her also was served a maal of peas .
: and rlca\wtheabbagastewandtwopieceaof !
! baked chicken. ' '
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W 158 . 483.430(a) QUALIFIED MENTAL

 Interview with the attending staff at the day

' program on the same day and time revealad,

: Client#3 did not recelve any meat with her meal
: {baked chicken) because she disilkes eating

: meat, The day program staff further added. "its
: been well over a year aince Client#3 has

. recelved any meat with her meais".

l In addition, it was made clear by the staff that in
i the past, she would not eat ali of her food if meat
' was served with her meal. Since they

;.mﬂng meat, she has been eating 100% of har

|

1 |
W20 i Continued From page 1 I
I

1

+ Information gatharad through interview with the |
- QMRP on 3/25/2010, at approximalsly 1:45 p.m.,, !
i however, revealed she was not aware Client#3 -
: was not being provided any meat to eat at herday]

|

. program. :

! Review of Client #3's physician's prders on

j 3/25/2010, at 2:15 p.m., reveated she was

: prescribed a "Regular - Doubls portions” diet,

* Additional record review on 3/25/2010, at 2:45
- p.m. revealed, Cliant #3's quarterty nutritional

1 assessment dated 2/2/2010, documented that
' she iost six (6) pounds ovsr the past three

: months. According to the nutritional assessment,

| Client #3's weight of 115 pounds at the time of |
- the assessment, was below her ideaf body weight
i range of 117 - 130 pounds,

!

; At the time of the survey, there was no evidencs
| that the day program had communicated Client
- #3's mealtime food preferences to the group

| home to ensure that she received a nutritionally
: balanced diet as prescribed. '

. RETARDATION PROFESSIONAL
]

W 120

i

[
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w192 i 483.430(s}(2) STAFF TRAINING PROGRAM

; Each client's active treatment program must be
: Intagrated, coordinated and monHored by a
| qualified mental retardation professional.

This STANDARD is not met as evidenced by:
l Based on obsesvation, staff interview, snd record
i review, the facility fallad to ansure the Qualified
i Mental Retardation Professional (QMRP)
| coordinated, integrated, and monitored
. for one of the four residents in the sample. _
i (Resident #3) !

| The findings include:

| The faciiity's QMRP falled to coordinate and

- monitor services at Cllent #3's day program, fo

| ensure she received a nutritonaily bajanced diet.
| {See W120)

! For employees who work with clients, training |
i must focus on sklils and competencies directed
toward clients’ health needs.

! :
. This STANDARD is not met as avidenced by; |
| Based on obsarvation, Intsrview, and record

i review, the facility tailed 1o ensure that all staff

: ware affectively trained o address the health care
| needs of three of the seven clients residing in the *
 facility. (Clients #1, #3 end #5)

| The findings Include:

1. The facility failed to ensure staff was
| adequately tralned to Implement the calorie

| restricted diets for Clients #1 and #5, as

Cross reference W120

I5!07!10 I

w 1g2l 1. The QMRP will consult with the nutritionist

*lin order to Implemant a snack menu for afl
- [Individuals. The staff will be tralned on the
! snack protocol for all Individuals.

I 507110 I
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| evidenced below:

. On 3/23/12010, at 7:45 a.m., Clients #1 and #5

| both a red to be above their ideal body waight

 range. On 3/23/2010, at 2:47 p.m.,, they were

i observed seated at the dining table eating 8 l

| snack, which consisted of approximately 1/2 cup |

{ of walnuts and a large cup of water, On I

| 3/24/2010, at 8:15 p.m., the clients were

| observad being served graham crackers after ]
1
i

|
W 192 Continued From page 3 | wise! !

; dinner. The attending staff indicated the graham
| crackers were being served as thelr dessert,

 Interview with the staff on 3/23/2010, at 8:30 p.m.,
I revealad both clients were currently prescribed

1 1500 calorie weight joss diets. Interview with the | -
; qualified mentai prafessional (QMRP) on !
1 3/126/2010, at 1:45 p.m., reveaied all of the clients
: were allowed to have a snack whan they retumed '
| to the group home from the day program, if they :
! 80 desired. Further interview with the QMRP |
; revealed snack type foods were always avaliable, !
| The QMRP stated, however, that the menus did ;
* not document a specific food 1o be served 2s an 1
| aftarnoon snack. it was also confirmed during
 interview that the dinner dessert appeared on the
. menus as the night $me snack,

|
lThta review of the fall and winter cycle menus on :
| 3/2412010, at 2:17 p.m, revealed the dinner

i desserl was scheduled to be served as a night
| ime {p.m.) snack. The menu review also :
| confirmed that no aftemoon snacks were listed. ;

| Subsequent review of training records on
: 312412010, at 2:40 p.m., revealed rio trsining was |
1 documented on the provision of between meal
snacks. E ! i
| * '
[ I
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, At the time of the survey, there was no evidence ' i :
; ataff had been trained on allowable aftemoon H ;
i snacks for calorie restricted dist to ensure the - !
| calories consumed did not exceed the calories 1 :
! prescribed, ! |
1 2. The facllity falled to ensure staff was trained on | :
i the provision of nutritionally balanced between 2. Cross refarence W162 #1 || 6#0710

| meal snacks for Cllant #3, as evidenced below;

| On 312312010, at approximatety 4:00 p.m., Client
- # 3 was observed removing a jar of jelly and

: mayannaise from the refrigerator, while being ;
" supervised by a staff. Approximately 5 minules : I

; later, the cllent was observed seated at the table i
| eating a jelly/mayonnalse sandwich and drinking

‘ a glass of julce. Tha cilsnt consumed 100% of the i
i sandwich,

! Interview with the staff on 3232010 at '

approximately 4:15 p.m. revealed Client #3 was ; !
i offered a cholce of enacks, however, the jelly and ! !
' mayonnaise sandwich was one of her favoriten, -
i Interview with the GMRP on 3/25/2010 at. :
; approximately 3:55 p.m. revealed thatno menu |
| substitutlon llst was available for Client #3.

| Review of Client #3's physician's orders on

+ 3/252010, at 2:15 p.m. revesled sha was
prescribed a "Regular - Double portions” diet.

. Additional record review on 3/25/2010 at 2:45
p.m., however revealed, Chiant #3's quarterly !

" nutritional assessment dated 2/2/2010 ! :

* documented that she lost six (8) pounds over the |

- past three months. According to the nutritional : :

f assessment, Cliant #3 weight of 115 pounds at :

| the time of the assessment, was below her ideal i |

| body welght range of 117 - 130 pounds. i | ;

i L)
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W 192" Conlinued From page 5 W192| :
" At the time of the survey, there was no evidence ! :
| that staff had been provided effective training on | I !
 the management of between meal snacks for the | ,
{ Client #3, io ensure her nutritional needs were |
met
W 220 " 483.440(c)(4)(’) INDIVIDUAL PROGRAM PLAN W 220! Croes refaror— ;I-m—l
| The objactives of the individual program plan ;
- must be stated separately, in terms of a single : !

.! behavioral outcome. ‘

I : 1

| This STANDARD s not metas evidenced by: |
' Based on observation, interview, and record ' ,
review, the facility failed to ensure objectives } ;
i documented In the Individual Program Plan (IPP) |
| were stated separately, in terms of a single :
. behavioral outcome for one of the four cllents l
i included in the sample, (Cliant#4) '

| The finding Includes:

j Interview with the day program staff on !

t 3/24/2010, at approximately 11:26 a.m., and also ‘

 with the group home QMRP on the same day at -
2:40 p.m. revealed Client #4 had a goal designed
to increase her communily iiving skills, which

: required her to identify and count money.

| Racord review on 212412010, at approximately
: 11:30 a.m., at the day program and iater at 2:45
| p.m. at the residential faciiity revealed, Client #4
! had an objective to “independently Identify US :
Coins, and put coln combinations together to i
: make a purchase on 2/2 trials on 17/20 days per . :
: month.” At the time of the survey, there wagsno |
: evidence thal the objective had been stated in a ;
| manner to obtaln a single outcome. [See W232) ' :

ot
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W 232 483.440(c)(4)(v) INDIVIDUAL PROGRAM PLAN :

| The objectives of the individual program plan
| muset be organized to reflact a davelopmentel
progression appropriate to the individual,

: This STANDARD is not met as evidenced by:
' Based on observation, staff interview and record

i reviaw, the fadiity falled to ensure the individual
| program plan was organized to reflect the

* developmentsl laval of one of four clienta in the i
- sample.(Client #4]

. The finding inciudes:

|

| Observation on 3/24/2010, at approximataly
11:15 a.m., at Cllent #4 ' s day program revealed
she was baing quizzed by the attending staff on

i identifying her home address. The staff also

i asked Client #4 to recite what she should do

i when faced with an emergency. Client #4 was

: not able to accurately answer either of the two

- uestions.

i Interviaw with the day program staff on
1 3/24/2010, at approximataly 11:35 a.m., revealad !
i Client #4 was not able to identify numbers pr :
i lettars. The staff further impicred that it would be
. best to have Client#4 leam her letters and

* humbers first befora attempting o get her to learn
. any of the skills identified above. In addition, the |
: day program staftindicated it would be beneficiai |
! if the home assisted the day program in teaching |
| Client#4 her numbers and letters befors

i implementing any of the programs.

: Intsrview with the facllity's qualified mental
+ retardation professional (QMRP) on 3/25/3010, at
' approximataly 3:20 p.m., confirmed Client #4 was

W 232
The QMRP wili Implement IPP goals that

‘Jrequire Cliant #4 to be trained on leaming how
Hto recognize letters and nurnbers, The QMRP
Il traln the staff on the new PP goais.

| i
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W 232 Continued From page 7 '
! not capable of identifying numbers, letters, or able |
i to recite her home address, Further interview
! with tha QMRP on the same day and time
| revealed it would be best for Cliant #4 to master
 her basic skills of Identifying numbers and latters
 before implementing her current programs.

]
!
. Record review on 3/24/2010, at approximatsly '
» 11:30 a.m., at the day program and later at 245 i
. p.m. atthe residential faciiity revesled, Cliant#4 |
{ was assigned the following programmatic goals |
, @nd objectives: i

i

i

i

1 .
| 1. Communily Living Skills

| Objective #1:

i "[Cilent #4] will locats the numbers and letters on

| the bingo board given 1 verbal cue on 1/2 trials on
, 17/20 days per month.*

" 2. Community Survival Skills:
! Objective #2:

. "[Client #4] will recite personal information upon
i requestgiven 1 verbal cue on 3/4 trials an 17/20
i' days per month."

. 3. Community Survival Skiils

| Objective #3:

: "[Client #4] will independently identify US Coins
and put coin combinations together to make a

l purchase on 2/2 trials on 17/20 days per month.*

| 4. Community Survival

Objectiva #4:
1 "[Client #4] will say "Dial 911" when asked what |
" she should do in case of an emergency given one
i verbal cue on 1/2 trials on 17/20 days per month,”

| Reviaw of Ciient #4's Psychological assessment
: dated 8/7/2008 on the same day and time ;
i

W 232

| |

|
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1. COMPLETION
OATE

; that the facliity ensured Client #4 was able to

W 366 -'.aa.»ftaoms)%)r COMPREHENSIVE DENTAL

| revealed, she functioned at "the severe range of |
| cognitive impaiment”

|

t !

W 232 Continued From page 8 i
|

|

| At the time of the survey, there was no evidence
- hacognize numbers and alphabets prior to :
» implementing the current community .

living/community survival tralning abjectives. |

| TREATM

i The facifity must ensure comprehensive dental
' treatment services that Include dantai care

| needed for relief of pain and infections,

- restoration of teeth, and maintenance of dental
l health, l

- This STANDARD is not met as evidenced by;

‘ Basead on intarview and record review, tha facility
falled to ensure imaly treatment services for the

| maintenance of dental health of ane of four

: clients in the sample, (Client #2)

! The finding includes: |

| Interview with the quallfied mentsi retardation

( professional (QMRP) on 3/24/2010, at

l approximately 1:35 p.m., revealed recent dental i
interventions had been initiated for Cllent #2, .

" beginning on 11/082009. The QMRP revesied |

 that client was due to receive recommended .

: periodontal treatment servicas. Continued i

i interview with the QMRP reveaied the client's

. dental heaith and the treatment racommendatinns!

| had been discussad with the client's medical

‘ guardian. The QMRP aiso indicated the client

| was currently waiting for a review of the full mouth

| x-rays by the periodontist, so that the most i

|
w 232|

I
|
|
|
i

W 356 In the future, the facility wil! ensure that sll

clients recsive the the recommended
evaliiations and trestments. The QMRPand
the primary nurse will review atl medical
|records and follow-up on a regular basls.
Appointments will be made at Howard
University Hospltal for Client #2's required
dental freatments. The pariodontist who
recommended general anesthesla wias not
able to do general anesthesia in his office.
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| effective and least Invasive treatment regimen for |

the client could be Implementad, '

i Record review on 3/24/2010, st approximabsly |

- 1:45 p.m., revealed the client had not been

{ received ongoing monitoring and treatment
services for the malntenance of her dental heaith

| as evidenced below: |

' 8. 2/13/2008 - Paent presented for cantinued , ;
i treatment. Howsver, upon re-avaluation . ithas ;
! been determined that [Client] should be svaluated |
| by a periodontist. Please contact a periodontist.
i If the teeth cannot be saved, we will fabricate tha ;
dentures and exiract the remaining teeth,” l . :
|

| b. 11/8/2009 - "Emergency oral examination.

! Patient complains about a loose tooth (#10).

i Tooth Is mobile. X-ray taken and ravealed that the,
tooth has severa bone loss (approximately 75%)

- that causes mobility, Dx: Advanced Periodontal

 Disease, generally. Recommendation Patient I \ |

I should be seen by a Periodontist lo determine if

iharteeﬂxmnbeaavedforanexten&dpeﬂod. |
This office can perform malntenance therapy to : !

I try to retain her teeth as long as possible, Unjess

+ 8he exhibits some paln, as infection, please try to

| contact, the Periodontist. Her next appointment

' at this office will be for an exam and cleariing, I

| )
. ©. 12/10/2009 - Annual oral examination and

| cleaning. Consullation report documented "No :
: clinical slgns of pathology. Gums are pink and no i
i bleeding observed. Anterior teeth are mobile (7- i
1 11) and lower incisors. This patient has advanced :
i gum disease which should be treated by a !
* periodontist. Gum speciaiist to evaluate her long ;
| term prognosis. In the Interim, she will be seen at , |
' this office for maintenance, therapy only '
¢ i

FORM CMS-2587(02-80) Previous Verslons Obscleta Event {D: KWZ711 Faciity 10; 09G024 : It continuation shaet Page 10 of 14
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* calling the Medicaid office or the DC Dental
| m. A retum appointrment was givan for
a.ll

. d. 12/24/2009 - Consultation report documented |
| “Periodontal examination and charting was done,

" Waiting for her ful mouth x-rey for diagnosis and |
1 treatment piar”, l

: .i

i

! (cleaning). A periodontist can ba located by I ‘
L

g .=

g

| &. 172112010 - Cllent presented for full mouth

§
8
g
g
§
gs
3
3
3
3

! best...Coukd nottake a full mouth '
| series...Enciosed is the Panorex x-ray”, '

l

| £, 2/12/2010 - Pertodontal consultation; ’

Diagnosis/finding - Advanced periodontist. Full !

» mouth scaling, root planing, and full mouth : |
. periodontal surgery may be required, Soma teeth ,

| are hopeless. Sedation or general anesthesia |

! fequil‘&d. I

t
i
i

i On 3/24/2010, at approximately 2:10 p.m., review
i of @ nursing nots dated 2/12/2010, revealed the l
| periodontal clinic reported that It would only !
| performed dental surgery under local anesthesia, '
j which may not be feasible for Client #2

f Record raview on 3/24/2010, atapproximately | )
i 2:20 p.m., confirmed that Client#2 had arstum |
; appointment scheduled with the periodontist for

| 4/8/2010. |

|
IAtmeﬁmeofthasurvey. there was no svidence [
; Client #2 had been provided timely dental l !
| follow-up assassment and treatment sarvices o | f
| eddress the concems identfied In the 2/2006 ’ i
W 480 483.480(a){1) FOOD AND NUTRITION | w 460 Gross reference Wiz0 || [sr07r10 ]
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| SERVICES

! Each dlient must receive a nourishing,

{ well-balanced diet including modified and
: spacially-prescribed diets.

i

: This STANDARD s not met as evidenced by:
' Based on observation, interview and record

' clients In the sample received a well batanced
| diet. (Client #3)

i The finding includes:
| [Cross Reference W120}

| The faciiily failed to ensure that Client #3 was
: provided a double portion diet as prescribed as
- evidenced below:

| she received a meal of peas and rice with

: table with her also was served a meal of peas
| and rice with cabbage stew and two places of
* baked chicken.

! Interview with the attending staff at the day

. program on the same day and tme revealed,

t Client #3 did not recaive any meat with her mea|
|' (baked chicken) because she dislikes eating

i been weli over a year since Cliant #3 has
 received any meat with her maals”,

E There was no evidence on file at the Eme of
] survey lo reflect the facility wes aware of Client

| reviaw, the facility falled to ensure that one of four

' cabbage slew. The other two clients sitting at the

meat. The day program staff further added, “its

! 1. Qbservation at Ckent #3's day program (DP) on,
. 3/25/2010, at approximately 11:30 a.m., revealed

|
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W 480 | Continued From page 12

. #3's refusal to eat meat. Additionally, there was
 no evidence no evidencs that food substitute had

| been identifiad to ensure that tha client received a )
' nutritionally balanced dlet. '

x
2. Observation on 3/23/2010 at approximately ’
, 4:00 p.m., Client #3 was observed eating a }
i‘jelfyhnayonnaise sandwich. !
|

|

| Further observation on the same day and time at

| 5:35 p.m. revealed, Cliant #3 received a bowl of
beaf stew containing of chunks of carrots and

l other vegetables at dinner. Cllent #3 refused her l

- s@rving of beef stew and was provided a toasted

i bagel with jelly to sat as a substitute for her meal, |

! Interview with staff on 3/23/2010, at l
approximately 5:46 p.m., revealed the bagel and

| !elly sandwich was provided to Cliant #3 because |

! t was what the cllent "wanted to eat Instead of

i her beef atew . Interview with the facility's

{ qualified mental retardation professional (QMRP)

- on 3/25/2010 at approximately 3:55 p.m. verified
there was no menu substitution list established for

‘ Client #3,

'Review of Client#3's physician's order sheets |
' dated 3/1/2010 on 3/25/2010 at 2:15 p.m, !
| reveaied she was prescribed a "Regular - Double
1 portions" diet on 7/11/1884. :
i Additional record review on 3/25/2010, at 2:45

| P.m. revealed, Client #3's quarterly nutritional

, assassment dated 2/2/2010, documented that

| she lost six (8) pounds over the past ihree

‘ months. At the date of the nutritional assessment,
| Client #3 weighed 115 pounds and was below her
: Ideal body weight range of 117 - 130 pounds.

|
REGULATORY OR LSC IDENTIFYING INFORMATION) ]
!
|

|
_1

W 480

|
I
|
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. Atthe time of the survey, there was no evidence l
f the facility had ided effective monitoring of

* Client #3'g nutniional regimen to address her l
: refusal of meals, and to ensure the provision of a

* nutritionally balanced double portion regular diet, .
- which contained sufficient calories to maintain the i
- client’s bady weight within the established ideal
. range,

|
|
:

:
|
f
!
|

|
|
|
|
|

f ' | C

i

i . ' , |

) | i
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1 Each bedroom shali be equipped with at leestthe |

! following Items for each resident:
i (d) Night stand,

; This Stalute is not met as evidenced by:

Based on observation and interview, the GHMRP
. failed to ensure that each badroom was squipped
i with a night siand for each resident for five of
! ;evan residents. (Residents #3, #4, #5, #6 and
. #7)

" The finding Includes:

' During the inspection of the environment on

: 3/24/2010, beginning at approximately 8:30 a.m.,
: the bedrooms of Residents #3, #4 #5, #6 and #7
: werm gbserved to have no nighistands for the

* individuals,

1 During the Interview on 3/24/2010, at

- approximately 9:40 a.m., the qualifled mental

! retardetion professional (QMRP) acknowledged

- that the nightstands had not been proviied for the

3015889287
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1000 INITIAL COMMENTS 1000 i
! A re-icensure survey was conducted from ,
. 312312010, through 3/25/2010. A random |
| sampling of four residents was selected from a .
. residential population of seven famales with !
: varying degreas of disablliies. The findings of the
_ survey were based on observations and !
i Interviews In the home and at four day program, i
as well as a review of the resident and i
' administrative records, Including the incident
_Feports. }
1076, 3503.3(d) BEDROOMS AND BATHROOMS ( 075 hased Tor Resderts i
i 3(d) Nightatands will be purchased for n l

|#3, #4, #5, #8, and #7.

L
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1076 Continued From page 1 -
 residents’ bedrooms.

! At the time of the survey, thare was no evidence
that each bedroom had been equipped with the

| minimum required items, as requirad by District

. of Columbia Municipal Regulations.

!

1080 3504.1 HOUSEKEEPING

! The interior and exterior of each GHMRP shall be
: meintained In a safe, clean, orderly, attractive,

* and sanitary manner and be free of
soccumulations of dirt, rubbish, and objectionable
odors.

- This Statute is not met as evidenced by

! Based on observation and interview, the Group

" Home for the Mentally Retarded Persons

' (GHMRP) falled to ansure the intarior and
exterior of the GHMRP were maintained in a

, safe, clean, orderly, attractive, and sanitary

" manner for seven of the seven residents in the

¢ facility. (Residents #1, #2, #3, #4, #5, #8, and #7)

{ The findings inciude:

i

" During the inspection of the environment on

. 3/2412010, beginning at approximately 9:30 am,
" the following concems were identified:

A Extarior:

: 1. Cracks were observed in the
: from the front of the faclilty.

2. Rust had accumulated on the fumiture located
. on the front porch,

i3 Cracks were pbserved in the ceiling of the front

walkway leading

| 075

I 090

Exterior
1. Gracks in the waikway in front of the facility

will be rapaired.

2. Porch furniture will be removed of rust and
rapainted.

611810

3. Cracks in the celling In ths front porch will be
repalred.

Health Regulation Administralion
STATE FORM
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1080: Continued From page 2 1080 l
' porch, :
| B. Interior:
" 1. First Fioor interior
_ &. Kitchen - Thera was an accumulation of brown 1 (a.) A new glass baking dish will be -
: baked grease on a glass baking dish, purchasad. i
: b Dining room - The door of the closet located in '
) (b.) The closat door in the dining reom will be| || 5/19/10
| the comer of the room, would not properly close. repelred closaly. ;I———-I
: 2. Basament l !
. a. Stains were abserved on the carpet. Threads 2 a. Carpat In basement will be i-smmu
 wera raveling from the carpet. e removed and fioor will be tiled. .
1 :
3. Second Floor: 3. {1). Water stsinad tiles on the ;-5;1 sM0
; Bathroo celling abova the tub In the i-
.a., m 2nd floor bathroom will be re- .
- {1) Water stained tiles were observed on the placed. |
| cailing, above the tub,
(2). The wall will be repaired =-5]19f10
l (2) There was a hole in the wali above the sink. above the sink in the 2nd |
. floor bathroom. .
i 4. Third Floor. i
+ 8. Bathroom -Tiles were missing from the wall, 4 {a.) Missing tila from the wali in the ;__5,1 9110
. ’ 3rd floor bathroom will be !
. b. Bedrooms - Sofled areas were abserved an replacad. |
* the carpet an the floor of the badroom of :
gResldenis #3, and #4, ( b.) Carpet will be removad from g
i The aforementioned cbservations were !::: ;‘ﬂ’;’ﬁ'}’;ﬁ :ﬂ:: e I !
| acknowledged by the QMRP, who accompanied i !
: the surveyor during the inspection of the i
| environment. i
1 180} 3508.1 ADMINISTRATIVE SUPPORT 1180 5
Health Reguiation Adminfstraton :
STATE FORM s KWZ711 ¥ continuation shest 3cf 18
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' Each GHMRP shall provide adequate

! administrative support to efficientty meet the
; heads of the resldents as required by their

' Hablitation plans,

" This Statute is not met as evidenced by:

Based on observation, staff interview, and record
 review, the facility failed to ensure the Qualified
! Mantal Retardation Professional (QMRP)
! coprdinated, Integratad, and monitored services,
| for two of the four residents In the sample.
! (Resident #3 and #4)

l The findings inciude:

i

' 1. The faciiity's QMRP falled to coordinate and 1. Cross reference W120

Ig [sw710 ']

i monltor services at Resident #3's day program, to
ensure she recelved a nutritionally balanced dist
; @8 evidenced below;

| Observation at Resident #3's day program (DP)

. 0n 3/25/2010, at approximately 11:30 am,, )

| revealed she received a meal of paas and rice
with cabbage stew. The other two residents

| sitting at the table with her also was served a

. maal of peas and rice with cabbags stew and two

i pleces of baked chicken.

i Interview with the attending staff at the day |
program on the same day and tme revealad,

: Resident #3 did not recelive any meaat with her

! meal (baked chicken) because she disikes

; eating mest. The day progrem staff further

| 8dded, "It's baen well over a year since Resident

!-' #3 has recsived any meat with her meais”.

. In addition, it was made clear by the staff that In

i the past, she would not eat all of her food if meat
was sarvad with her meal. Since they stopped

| offering meat, she has been eating 100% of her

Healh Regulaton Adminisiraton - -
STATE FORM . KWz711

¥ continumtion ahest 4 of 18
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1180| Continued From page 4

. food.

! Information gathared through Intarview with the
+ QMRP on 3/25/2010, at approximately 1:45 p.m.,
. however, revealed she was not aware Resident
" #3 was not being provided any meat to eat at her

} day program.

=| Review of Resident #3's physician‘s orders on

. 3/25/2010, at 2:15 p.m., revealed she was

i prescribed a "Reguiar - Doubls portions” dist,

| Additional record review on 3/25/2010, at 2:45

| p.m. revealed, Resident #3's quarteriy nutritional
: asgsessment dated 2/2/2010, documentad that

! she lost six (6) pounds over the past three

- months. According to the nutritional assessment,
. Resident #3's weight of 115 pounds at the time of
! the assessmant, was below her ideal body weight
i range of 117 - 130 pounds.

| At the time of the survey, there was no evidence

| that the day progrem hed communicated

" Resident #3's mealtime food preferences to the -

; 9roup home (o ensure that she received a
nutritionally balanced dist as prescribed,

1

; 2. The facili‘s QMRP falied to ensure the

: Indwvidual program plan was organized to reflect
1 the developmental leval of one of four residents
, in the sample.(Resident #4] as avidenced below:

! Observation on 3/24/2010, at approximately

: 11:15 a.m,, at Resident #4 ' s day program
revealed she was being quizzed by the attending

| staff on identifying her home address. The staff

 also asked Resident #4 to recite what she should
do when faced with an emergency. Residert #4

- was not able to accurately answer either of the

1 two questions.

|

i 180

]2. Cross referenca W228 ' 5

Health Regulation Adminisiration
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+ 312412010, at approximately 11:35 a.m., revealed !
Resident #4 was nol able to idantify numbersor °

 letters. The staff further implared that it would be |

| best o have Resident #4 leam her letters and

{ umbers first before attempting to get her to learn

 any of the skills identified above. In addition, the

| day program staff indicated it would bs beneficial

| If the home aseisted the day program in teaching

, Rasldent #4 her numbers and letters before

| implementing any of the programs.

' Interview with the facility's qualified mental

: retardation professional (QMRP) on 3/26/301 0, at
approximately 3:20 p.m., confirmed Reslident #4

. was ot capable of identifying numbers, lstters, or

| able to recite her home address. Further

| Interview with the QMRP on the same day and

' time revealed it would be best for Resident #4 to

| master her baslo skills of identifying numbers and

| letters before Implementing her current programs.

i Record raview on 3/24/2010, at approximately

| 11:30 a.m., at the day progrem and iater at2:45
P.m. at the residential facility revealed, Resident

! #4 was assigned the following progremmatic

. goals and objactives; !

| & Community Living Skills
Objective #1; -

| [Resident #4) will locate the numbers and letters

; On the bingo board given 1 verbai cue on 12
trials on 17/20 days per month.”

* b. Community Survival Skils:

i Objective #2;
*[Resident #4] will recite personal information

! upon request given 1 verbal cue bn 34 trials on
17/20 days per month."

[l
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! c. Community Survival Skills

. Objective #3:

 "[Resident #4] will independently identify US

) Coins and put coin combinations together to

I maﬁa purchasa on 2/2 trials on 17/20 days per
month.” .

{ d. Community Survivaj

, Objective #4;

i "[Resident #4) will say "Dial 911" when asked

1 what she should do in case of an emergency

i given one verbal cue on 1/2 trials on 17/20 days
i per month.*

| Review of Resident #4's Psychologica!

| assessment dated 8/7/2009 on the same day and
: time revealad, she functionad at "the severe
! range of cognitive impairment"

|
i At the time of the survey, there was no evidence
| that the facility ensured Resident #4 was able to
! racognize numbers and alphabets prior to

" implementing the curnent community

, living/community eurvival training objectives,

- 3. The facility's QMRP failed to ensure objectives
1 documented In the individual Program Plan (iPP)
| were stated separately, in terms of g single

| behaviorai outcome for one of the four residents
. included In the sample, (Resident #4) as

! svicenced balow:

i interview with the day progrem staff on

' 3/24/2010, at approximately 11:25 a.m., and also
» with the group home QMRP on the same day at

; 2:40 p.m. revealed Resident #4 had a goal

' designed to Increase her community living skiils,
« which required her to identify and count money.

| Record review on 3/24/2010, at approximately

1180

3. Cross referance W232
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" 11:30 a.m,, at the day program and laterat2:45 | - |
! p.m. at the residentlal facility revealed, Resident , .
j #4 had an objective to "independently identify US |
1 Coins, and put coin combinations together to . g
| make a purchase on 212 trials on 17/20 days per |
. month." At the tima of the survey, there was no : ‘ ‘
I evidence that the objective had been stated in a '
i manner to obtain a single outcome. s

1222 3510.3 STAFF TRAINING | 222 B
! There shall be continuous, ongoing in-service '
j training programs scheduled for all personnel.

H
| |
| This Statute i not met as evidenced by: |
. Based on observation, Interview, and record |
| review, the GHMRP falied to ensure that all staff
| were effectively trained to address the nutritonal ;
. leeds of three of the seven residents residing In ‘
: the GHMRP. (Residents #1, #3 and #5)

: The findinga Include:

1 " '

. 1. The GHMRP failed to ensure staff was W480 5I0TH

| adequately tralned to Implement the calorie 1. Cross referance {sorio_
, restricted dlets for Residents #1 and #5, as _ ' ;
| evidenced below;

| On 872372010, at 7:45 a.m., Residents #1 and #5
both appeared to be above their ideal body
- weight range. On 3/23/2010, at 2:47 p.m., they _ !
| ware observad seated at the dining table eating a :
- snack, which consisted of approximately 1/2 cup i
; of wainuts and a large cup of water. On .
* 3124/2010, at6:15 p.m., the residents were :
i observed being served graham craokers after : .
? dinner. The attendinp staff indicated the graham i
| crackers were being served as thelr dessert.

| interview with the statf on 3/23r2010, at 8:30 |
' tion Administration
STATE FORM bt KwZri1 © Wcontinuation shesl 8 of 18
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. 1 suparvised by a staff. Approximately 5§ minutes
'm—n.gu—lm

STATE FORM

i p.m., revealed both reaidents were currently

t prescribed 1500 calorie waight loss diats,
interview with the quallified mental professional.
(QMRP) on 3/25/2010, at 1:45 p.m,, revealed ail

| of the residents were allowed to have a snack

{ when they retumed to the group homs trom the

| day program, if they so desired. Further Interview

: with the QMRP revealed snack typs foods were

1 always available, The QVIRP stated, however,

! that the menus did not document a specific food
. to be served as an aftamoon snack. It was also
. confirmed during Interview that the dinner dessert

| appaeared on the menus as the night time snack.

' The review of the fall and winter cycla menus on
! 3724/2010, at 2:17 p.m. revealed the dinner
| dessert was scheduled to be sarved as a night
: fime (p.m.} snack. The menu raview aiso
| confirmed that no aftamoon snacks were fisted,

I Subsequent review of training reconds on

- 3/24/2010, at 2:40 p.m., revealed no tralning was
doculrcnentad on tha provision of betwaen meal

i nacks.

i At the time of the sulvey, there was no evidence
| staff had been trained on allowabls afternoon

! snacks for calorie restricted diet {o ensure the

1 calories consumed did not exceed the calories

! prescribed.

i 2, Tha GHMRP fallad to ensure staff was trained
. on the provision of nutriionally balanced between
' Lne‘:lr snacks for Resident #3, as avidenced

* below:

: On 3/23/2010, at approximately 4:00 p.m.,
Resident # 3 was ohserved ramoving a jar of jelly
1 and mayonnaise from the refrigerator, while being

1222

2. Crass rafarence W1{82

- WZ711
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i table eating a Jelly/mayonnaise sandwich
| 100% of the sandwich,
| Interview with the staff on 372372010 at

: at approximately 3:55 p.m. revealad that

prescribad a "Reguiar - Double portions®
| Additional record raview on 3/25/2010 at

' nutritionai assesesment dated 2/2/2010

| meat,

. PROVISIONS '

| and svaluation, Including dentification of

 resident,

| tater, the resident was observed seated at the
drinking a glass of juice. The resident consumed

| approximately 4:15 p.m. revealed Resident #3

| was offered a cholca of snacks, however, the Jetty
* and mayonnaise sandwich was one of her

- favorites. Interview with the QMRP on 3/25/2010

¢ substitulion list was available for Resident #3,

| Review of Resldent #3's physician's orders on
i 3/25/2010, at 2:15 p.m. revealsd she was

i P-m., however revealad, Resident #3's quarterly

i documented that she iost six (6) pounds over the
past thres months. Acconding to the nutritional

' assassment, Resldent #3 weight of 115 pounds

i at the ime of the assessment, was below her

* Ideal body weight range of 117 - 130 pounds.

i

. At the time of the survey, there was no evidence
that staff had been pravided effective training on
. the management of betwean meal snacks for the
! Resident #3, to ensure her nutritional needs were

| 401] 3520.3 PROFESSION SERVICES: GENERAL 1401

. Professional services shallInclude both diagnosls

i developmental levels and needs, treatment
: sefvices, and services designed fo prevent
.| deterioration or further loss of function by the

and

no menu

diet
245

i
i
i
1

Health Regulation Administration
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} Thig Statute is not met as evidenced by:

| Based on cbservation, interview and record

1 review, the GHMRP failed to ensure professional

- gervices for two of the four residents in the
sample. {Reskients #2 and #3)

, The findings includes:

. 1. The GHMRP failed to ensure timely treatment
' salvices for the maintenance of dental health for 1. Croas reference W356 [6neno_]
Resident #2 as evidance baiow: 3

| interview with the qualified mental retardation

i professional (QMRF) on 324/2010, at
approximately 1:35 p.m., revealed racent dental
interventions had been initiated for Resident #2,
"'beginning on 11/092009. The QMRP revealed
" that resident was due to receive recommended
. perjodontal treatment services. Continued
* Interview with the QMRP revealed the resident's
dental health and the reatment
racommendations had been discussed with the

i resident's medical guardlan. The QMRP also
indicated the resident was currently waliting for a
review of the full mouth x-rays by the periodontist,

. 80 that the most effective and leas! Invasive

; treatment regimen for the resident coutd be
Implemenbd.

' Record raviaw on 3!24&2010 st approximately : .
'145|1m revealed the resident had not been :

recalved ongolng monitoring and treatment ‘ :

- sarvicas for the maintenance of her dental heaith i
; s evidenced below: :
, a. 2/13/2008 - Patient prasentad for continued :
i treatment. However, upon re-svaluation ... It has [
| been determinad that [Resident] should be ‘
| evaluated by a periodontist, Please contact a |
Health Hegulation Adminstration

STATE FORM hanad KwZri1 . ¥ continuation shaet 11 of 15
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periodontist. If tha teeth cannot be saved, wa will
g{lhcata the dentures and extract the remaining
1 .I!

; b. 11/8/2009 - "Emergency oraj examination.

: Patient complains sbout a ioose tooth (#10).

' Tooth is mobile. X-ray taken and revealed that

i the tooth hae severe hone loss (approximately

* 75%) that causes mobliity. Dx: Advanced

i Periadontel Discase, ganerally, Recommendation
i Patient should be seen by a Periodontist to

» detarmine It her teeth can be saved for an

| extended period. This office can

' malntenance therapy to try to retain her teeth as

- long as possible. Unless she exhibits some pain,
! as infection, please try to contact, the

| Periodontist. Her naxt appointment at this office

; Will be for an exam and cleaning.

| ¢. 12/10/2008 - Annual orai examination and

; cleaning. Consuitation repart documented "No

* clinical signs of pathology. Gums are pink and no

- bleading observed. Anterior teeth are mobile (7-

' 11) and jower incisors, This patient has advanced

1 gum disease which should be treated by a

| periodontist. Gum specialist to evaluate her iong

| tarm prognosis. In the interim, she will be seen at
this office for maintenance, therapy only
(cleaning). A periodontist can be located by
calfing the Medicaid office or the DC Dental

i Society, A return appointment was given for

: 418/2010.°

- d. 12/24/2009 - Consulation report documented
: "Pariodontal examination and charting was dona.
| Waiting for her full mouth x-ray for dlagnosis and
! treatment plan®.

i ©. 1/21/2010 - Resident presented for full mouth
| X-ray recommended by the pericdontist. “"Patient

L
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| Continued From page 12

does not foflow command and the x-ray Is not the
best...Could not take a fuil mouth
| series...Enclosed is the Panorex x-ray”.

' £, 2/12/2010 - Periodontal consultation: .
Diagnosisifinding - Advanced periodontist. Ful
mouth scaling, root pianing, and full mouth

| periodontal surgery may be required. Some teeth

, are hopeless. Sedatipn or general anesthesia

| required.

! On 3/24/2010, at approximately 2:10 p.m., raview
! of & nursing note dated 2/12/2010, revealed the

- periodontal clinic reportad that it would only

- parformed dental surgery under local anesthesia, |
i which may not be feasible for Resident #2, i

: Record review on 3/24/2010, at approximately
2:20 p.m., confirmed that Resident#2 had a
retum appointment scheduled with the
periodontist for 4/6/2010.

At the time of the survey, there was no evidence
Resident #2 had been provided timely dental
follow-up assessment and trestment services to
address the concems identified in the 2/2008.

% 2. The GHMRP falled to ensure that Resident #3
' received a double portion, well balanced diet as
" svidenced below:

a. Observation at Resldent #3's day program
. (DP) an 3/25/2010, at approximately 11:30 a.m.,
' revealed she received a meal of peas and rice
i with cabbage stew. The other two residents
i sitting at the table with her also was served a
I meal of peas and rice with cabbage stew and two
: pleces of baked chicken.

§ Interview with the attending staff at the day

1409

2. Cross reference W120

I
|i[s07r0_]
i

i
i
.
!
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* program on the same day and time revealed,
! Regident #3 did not receive any meat with her
a meal (baked chicken) because she dislikes
| eafing meat The day progrem staif further
- added, “it's besn well over a yaar since Resident
#3 has received any meat with her meals™.

Therewasnoewdenoaon file at the time of
I survay to reflect the GHMRP was aware of
' Resident #3's refusal to eat meat. Additionally,
there was no avidence no evidence that focd
i substitute had been identified to ensure that the
: resident recelved a nufritionally balanced diat

| b. Observation on 3/23/2010 at approximately
 4:00 p.m., Residant #3 was observed eating a
]ellylmayonnatse sandwich.

; Further observalion on the same day and time at
| 5:35 p.m. revealad, Resldant #3 received a bowi
I of beef slew wntain!ng of chunks of carrots and
other vegeiables at dinner. Resident #3 refused
i her serving of beef stew and was provided a
-! L:ated bage! with jelly to eat as a substitute for
meal,

|

! Interview with staff an 3/23/2010, at

. approximalaly 5:45 p.m., revealed the bagel and

. Jelly sandwich was provided to Resident #3

. becausa it was what the res!dent "wanted to eat
Instead of her beef stew *, Interview with the

" GHMRP's qualified mental reterdation

- professional (QMRP) on 3/26/2010 at ‘

- approximately 3.55 p.m. verified there was no

i menu sybstitution list established for Resident #3.

| Review of Resident#3's physician's order sheets

 dated 3/1/2010 on 3/25/2010 at 2:15 p.m,

| revealed she was prescribad a "Regular - Double
portions” dlet on 7/11/1994,

-1401

——
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Additional recard review on 3/25/2010, at 2:46 !
p.m. revealed, Resident #3's quarleﬂy nutritional |
, assessment dated 2/2/2010, documentad that f
‘ ghe lost six {6) pounds over the past three ,
months, At the data of the nutritional assessment,
: Resident#3 weighed 115 pounds and was below
her ideal body weight range of 117 - 130 pounds.
‘ ! At the time of the survey, there was no evidence
l the GHMRP had provided effective monitoring of
| Resident #3's nutritional regimen to address her
refusal of meals, and to ensure the provision of a |
nutritionaffy halanced double portion regular diet, i
| which contained sufficient calories to maintain the .
i resident's body weight within the established ideal i
: range. .
i ;
i
!
i !
! |
| z
l s
t H
|
i |
1
| |
| |
| i
!
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