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. A recertification survey was conducted from ‘ (erV \
i March 24, 2010 through March 26, 2010. The
| SUrvey was initiated using the fundamental survey ! J i A
: process. A random sample of three clients was RNMENT OF THE DISTRICT OF COLUMB!
- selected from a population of six female clients ! GOVE DEPARTMENT OF HEALTH :
with various levels of mental retardation and i EALTH REGULATION ADMIRISTF ATIONR
: disabilities. ! R OHTHCAPITOL ST, N.E| 2ND FLOO
: : : 825 Non{usnm TON, D.C. 20002
! The findings of the survey was based on : C
- observations at the group home and three day r : |
- programs, interviews with clients, staff, family f l
. members and the review of clinical and ! !
| administrative records including incident reports, |
W 114" 483.410(c)(4) CLIENT RECORDS W 114
Any individual who makes an entry in a ctient's :'
, fecord must make it legibly, date it, and sign it. . f
* This STANDARD s not met as evidenced by:
- Basad on interview and record review, the facility |
' failed to ensure that all physician orders (PO} in | ;
| clients’ records were signed and dated by the E |
| Primary care physiclan (PCP), for two of the fhrae | { i
- | clients included in the sample. (Clients #1 and ‘ |
, ¥#3) ' i
' The findings include: ' ; .
| i N .
. " . i i The Registered Nurse will delegate the LPN
1. Review of Client #1's PO sheet on March 28, ,[ : Coordinator the responsibility for acqpiring
; 2010, at 10:14 a.m., revealed a telephone order i  the PCP signature on telephone orders to be in
, dJated Fet_:ruary 26, 2010, for Risperdal 0.5 mg, by | { compliance with the standard. / Y
i mouth twice a day (in the morning and at : l ; 577000
| bedtime).” ; : I ——
: ' ‘ The Registered Nurse will dlelegate thd Lpxg
: 2. Review of Client #3's PO sheet on March 26, * Coordinator the responsibiljty for acquiring 5’/:,[- b
12010, at9:10 am., revealed a telephone order i . the PCP signature on telephione orders ko be in f
! dated September 22, 2000 for 2 thyroid scan per compliance with Ihe_slandau:'d.
ORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE ‘ T e ORYE
Wo— 7 M DPrecty of Diebi b4y Sovvres // (e
 deficiency statement ending with an esterisk (*) denotes & deficiency which the instftution may be axcused from comecting providingi it is determined that
r 5afeguards pravide sufficient protection to the patients. (Seq instructions.) Except for nursing homes, the findings stated above a disclosable 20 drys
wing the dats of survey whether or not 3 Plan of cafrection is providsd. For nursing homes, the above findings and plank of comectign are disclosable 14
s foflawing the date these documents are made available to the facility. If deficencies are cied, an approved plan of correction is requisite to continusd
yram participation. E
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" ENT recommendation. [ . )
 Interview with the Register Nurse on March 26,
1 2010, at approximately 11:00 a.m., failsd 1o i ;
' provide an explanation as to why the PCP did not : !
_sign or date the orders. ‘ !
W 124]

W 124 483.420(a)(2) PROTECTION OF CLIENTS
! RIGHTS

 The facility must ensure the rights of all clients.

: Therefore the faclity must inform each client, |
| Parent (if the client is a minor), or legai guardian,
i of the client's medical condition, developmentai i
i and behavioral status, attendant risks of i
 treatment, and of the right to refuse traatment.

I This STANDARD is not met as evidenced by:
* Based on observation, staff mterview, and record |
review. the facility falled to establish a system that
: wollld ensure clients, guardians were informed of
: their risks and benefits of clients restrictive !
Mmeasures, for two of three clients included in the |

sample. (Clients #1 and #3)

The findings include: ‘
f

1 1. The facility failed to ensure that informed

| consent was oblained from Client #1's family

' member prior to the administration of her i
- psychotropic medications. i

During the entrance conference on March 24, |
1 2010, beginning at 4:30 p.m., the Qualified Mental;
| Retardation Professional (QMRP) indicated that :
| Client #1 received psychotropic medications to
| address her maladaptive behaviors. Further
| interview revealed the dlient did not have the

l. The Director of Disability Servicel will
retrain the QMRP on the process for gaining
written informed consent from medichl
decision-makers prior to restrictive of invasive

health or mental'behavioral health treptments. 5. /"//A

e ——————————

‘r t
i

;
‘ !
;
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: capacity to give informed consent for the use of
! medications and habilitation services.

. Review of the Cent #1's March 2010, physician

. orders on March 25, 2010, at 10:14 am,

! reveaied an order of Risperdal 0.5 mg, twicea

 day (in the moming and at bedtime). Interview i
with the Licensed Practical Nurse (LPN) on March!

25, 2010, at approximately 11:00 a.m., reveated

. that the client “just" started Risperdal.

' The QMRP's statement was verified on March 25,

2010, at 1:25 p.m., through review of Client #'s

| psychological assessment dated July 16, 2009.

i According to the assessment, the ciient "does not

) evidence the capacity to make decisions on her

! own behalf in'treatment, habilitation, residential
placement, and financial matters.” Fyrther 5

- interview with the QMRP during the survey, o

- revealed that the client had a family member that

i was involved in her habilitation planning and ‘

! decision making process,

: Record verification on March 25, 2010, at 1:46 |
- p.mn., revealed that Client #1's family member had |
. given informed consent for the use of Carbatrol !
- 200 mg, twice a day and Depakote 125 mg, three

- times a day, both for seizure disorder. There was i
i No evidence that informed consent had been !
 obtained for client's current Risperdal 0.5 mg, '
. twice a day.

! 2. The facility failed to ensure that informed
“ consent was obtained from Client #3's family
. member prior to the administration of her

]{ psychotropic medications.

 During the enfrance conference on March 24, |

' 2010, beginning at 4:30 p.m., the Quaiified Mental }

w 124i
i

f

2. See response to n#1 above. .8 ‘//0
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| Retardation Professional (QMRP) indicated that .

| Client #3 received psychotropic medications to |

| address her maladaptive behaviors. Further l
interview revealed the client did not have the
capacity to give informed consent for the use of

i medications and habilitation services.

. f ;
| Observations during the medication ' 5
; administration on March 24, 2010, at 5:35 p.m., | i

| revealed Client #3 was observed taking her ;
: Depakote, Buspar, Cogentin, Neurontin and i
 Risperdal. |

- Review of Client #3's March 2010, physician

- order dated on March 28, 2010, beginning at 9:10

i a.m., revealed an order of Xanax 2 mg, twicea

i day (in the morning and at bedtime), Depakote

: 500 mg, twice a day (B1D), Neurontin 800 mg,
three times a day (TID), Cogentin 1 mg, BID,

. Buspar 30 mg, TID and Risperdal 30 mg, twice a

| day.

|

 The QMRP's statement was verified on March 25,

- 2010, at 2:00 p.m., through review of Client #3's

: psychological assessment dated April 18, 2009. |
According 10 the assessment, the client "does not :
evidence the capacity o make decisions on her |

5 own behalf in treatment, habifitation, residentia)

. placement, and financig! matters.” Further : i _

interview with the QMRP during the survey, !
revealed that the client had a family member that !

; was involved in her habilitation planning and

| decision making.

i ‘
: Record verification on March 25, 2010, at 2:30 : - ’
' p.m., revealed that Client #3's family member had i
. given informed consent on September 19, 2009, : :
, for the use of Xanax 3 mg once a day, Depakote | :
[ 500 mg, BID, Neurontin 600 mg, TiD, Cogentin 1 : ‘ !
H

f I

i 13
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' mg, BID, Buspar 30 mg, TID and Risperdal 30 | ; i
‘mg, twice aday. There was no evidence that
- informed consent had been obtainad for the
" dient’s Xanax 2 mg, twice a day. - _
W 153 ; 483.420(d)(2) STAFF TREATMENT OF i W153
; CLIENTS ! < L
' The facility must ensure that all allegations of ' The QMRE will retrain the licensed pfactical
mvamastment neglocor shuse os sl s nurnand e Rsidental ivocor (s
I . incident repo
| immediately to the administrator or to other - m :2;,:_1“ ' * (}4 / %
| officials in accordance with State law through e
‘ eslablished procedures. o
; |
. This STANDARD is not met as evidenced by: !
: Based on interview and record review, the facility i

; failed to ensure that injuries of unknown origin
: were reported to the administrator and to other
i officials in accordance with District law (22

| DCMR, Chapter 35, Section 3519.10), for one of
i the three clients included in the sample. (Client

j #1) '
‘ .

' The finding Includes:

- On March 25, 2010, at 10:10 a.m., review of a ; - o
nursing note dated March 1, 2010, revealed that :

- Client #1 had a 1/4 inch scratch on her shoulder : ?
. blade. Interview with the licensed practical nurse
i (LPN) on March 25, 2010, at approximately 11:Q0 Lo
; 3.m., indicated that the house manager asked the .
i hurse {o assess the dlient’s shoulder due to a J '
|

scratch noted on her shoulder biade. The nurse
: assessed the dlient and provided first aid
- treatment  Further interview revealed that she did
- ot know what happened to the client’s shoulder
. nor did she complete an incident report. There
! Was no evidence the faciiity reported the injury of :

RM CMS-Z567(02-95) Pravious Versions Obsolels Event ID: KPCX11 Facifity I0x 0003159 If continuation sheet Page & of 16
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W 163" Continued From page 5 "l W153 E
: unknown origin immediately to the administrator. : :
W 150 . 483.430{a) QUALIFIED MENTAL | w159’ ! !
RETARDATION PROFESSIONAL ! | The QMRP will attend gfand rounds with the
: " . ) i Residential Director and pursing staff sc that
! ' Each client's active treatment program mustbe | * she is aware of alt scheduled appoins, and witl
| ' integrated, coordinated and monitored by a f ensure that resources are lavailable so that
. qualified mental retardation professional. g i appointments are kept. 5 /;o//a

! This STANDARD is not met as evidenced by: |

. Based on record reveiw and interveiw, the : _ |
facility's qualified mental retardation profressional 1 . :

* (QMRP) failed to coordinate chent's medical :

. appointments, for one of the three clients .

i included in the sample. (Cleint#2)

| The finding includes;

. Review of Client #2 medical records on March 25,
: 2010, at 3:00 p.m., revealed a urology consuit
| dated June 15, 2009. The diagnosis induded a .
| history of usinary incontinence. The : i
recommendations were to continue the bladder ‘ :
i schedule and return in six months. According o :
' the record, the client had an appointment | '
- scheduled for January 20, 2010. However, tha ' '
consult form reflected that the facility did not take
. her. t

; Interview with the LPN on March 25, 2010, at

: approximately 4:00 p.m., revealed that an

! appointment was scheduled for June, 11, 2010.

! At the ime of the survey, the QMRP Failed to

~obtain an urology consult for Client #2 as

: recommended by the specialist. )
W 193 : 483.430(e){3) STAFF TRAINING PROGRAM W 193:

; Staff must be able to demonstrate the skills and ;
; techniques necessary to administer interventions : i

_ i’ S
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W 183 Continued From page 6

i
| {EACH DEFICIENCY MUST 8E PRECEDED BY FULL -
i

{ to manage the inappropriate behavior of clients.

]
; j
' This STANDARD s not met as evidenced by: I
Based on observations, staff interview and record i
; verification, the facility’s staff failed to 5
' demonstrate the skills and techniques necessary |
| fo implement each client's Behavior Support Plan
| (BSP), for one of the three clients in the sample.
- (Client #1)

. The finding includes:

- During the medication administration on March
i 24, 2010, beginning at 6:05 p.m., Client #1 was !
; observed refusing her medications, by turning her °
| head from side to side, after the medication nurse :
- attempted to administer her medication. At6:07
' p.m., the licensed practical nurse (LPN)
! attempted to spoon fed the client her
| medications, again. The one to one support staff .
) was observed gently holding the client's head in i
' place and holding the client's hands in her lap, |
' and stated, “Good gir," as the LPN continued the
attempts to administer the medications. These |
attempts went on, continuously until 6:20 pm. ]

{ Interview with the LPN after the medication ;
| administration, revealed that Client®1 had a BSP |
: to address her maladaptive behaviors. Interview
: with the qualified mental retardation professional
. {QMRP) on March 25, 2010, at approximately

: 10:0¢ a.m., indicated that the client had a BSP to

| address her maladaptive behaviors fo include
- non-compliance (refusal to take medications).
According to Client#1's Behavior Support Plan
- (BSP) dated July 16, 2008, the following !
» procedures for non-compliance include: :

W 193]

" The QMRP will request
. revise the Behavior Supp
i both proactive strategies

iff'when the client has di

| properly support her.

and train gtaff on these methods, so

with medication administration, stafflcan

e Psycholdgist to
rt Plan to include
d interventions,

culty com ing

5119/
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w 193; Continued From page 7

- Request to compiste task(s) should be made in
a positive and upbeat manner.

- When she completes the appropriate tasks, she

should be immediatoly praised.

f - Staff shouid hslp and wark with her in
| | completing tasks.

i - If she refused the first time, the request should

l

; be repeated after a while, for the second time. If

' she does not comply, then she should be
. approachad with the request a third time after a
: brief 3-5 minute intervat.

- On the third consecutive occasion, if the client
refuses a staff should should document the

| refusal as one non-compliant incident.

I

< | - However if the client shows early signs of

! stubbomness or of resistance, do not pursue

j further as she might drop herself to the fAloor in

- protest. Her one to one support staff should
remain alert.

E - Redirect her attention to an activity she prefers

: praised.

| - The verbal rediraction should only come fromm
: her one to one support staff.

i - Once she is stable and caim repeat the original
‘ request that she had refused.

. The aforementioned intarventions were not
l | observed being implemented when Client #1 was

i to do. [Fshe responds to this effort shift her focus
1o a "tak" or activity for a while and she shouk? be

W 193’
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wi193! Continued From page 8

_ Observed repeatedly refusing her medication.
: Further interview with the facility's QMRP on

; November 25, 2008 at approximately 10:00 am,
i confirmed that the LPN and direct care staff didn't i i

 effectively implement the proactive strategies
. outlined in Client #1's BSP.

W 212 | 483.440(c)(3)(i) INDIVIDUAL PROGRAM PLAN

i The comprehensive functional assessment must
| identify the presenting problems and disabilities

'_and where possible, their causes.

' This STANDARD is not met as evidenced by:

- Based on observation, staff interview and record

; review, the facility failed to ensure that each
| clients who were receiving psychotropic

i medications had a psychiatric assassmant, for
_ two of the three dlients included in the sample,

: {Clients #2 and #3)
| The findings include:

: .

. Observation of the evening medication
administration on Margh 24. 2010, 5:46 p.m.,
revealed Client #2 received Abilify 30 mg.

: Interview with the nursing staff afler the

- medication administration, revealed that the

| medication was prescribed for behavior

| management. Review of the client's physicians .
| orders on March 25, 2010, at 3:00 p.m., revealed | establish schedules, assessments, medjreviews,’
! that psychotropic medication was incorporated in
' @ Behavior Support Plan (BSP) dated February

- 12, 2010, to address behaviors associated with

i inappropriate sexual provocation, ncidents of talk

' and inappropriate wetting.

- Review of Client #2's medical evaluation dated
“January 26, 2610, al 3:00 p.m., revealed that the

I W193

o
If
|

| : | |

'
i
i |

i ‘
I | 1. The facility was court-ofdered to fi
] . different psychiatrist for many of the people
| served. As a result, the facility began
; people to Seton House for psychiatric
: The RN Supervisor has hac:l several mpetings
i + with Seton House in company with s
! the DC Health Resources P"artnership 0]

etc. The staff at Seton Hon‘ise have agfeed to
i provide the facility with printed copies of their:
i electronic records of psychiatric assesyments |
 for each person on their patient panel. | 5 /l‘f//a

e i i . H
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRLGTION {X3) DATE SLRVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: PLETED
A BUILDING
_ 096150 B WG |03r26/2010
NAME OF PROVIDER OR SLPPLIER ' STREET ADORESS, CITY, STATE, ZIP CODE :
6813 5TH STREET. NW
ECO 02 WASHINGTON, DC 20012 |
XD | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDERS PLAN OF CORRECTIDN |+ (o)
PREFIX {EACH DEFICIENCY NUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOUD BE| | COMPLETON
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) | 1A CROSS-REFERENCED TQ THE APPROPRIATE ;|  DATE
: ; | . DEFICIENCY) :
W 212 Continued From page § U woeg
i psychotropic medications were prescribed to :
! address behaviors associated with a diagnosis of 'r
’ Atypical psychosis. | i
| Further review of the client's medical record ! |

[ revealed no documented evidence of a " o
i psychiatric assessment, i P

. 1
2. Similarity, during medication observations on ,
: March 24, 2010, atg 535 p.m., Client #3 was ‘ 2. See response to #1 above. ;{//r//’a
- observed receiving Depakote, Buspar, Cogentin, ' C
Neurontin and Risperdal. interview with the : i
cliend, during the medication administration, ;
' revealed that the medications were prescribed for i
anxiety and aggression. ‘

| Review of the client's March 2010, physicians
{ order on March 28, 2010, beginning at 9:10 a.m.,
; revealed that the medications were incorporated ;
i in a Behavior Support Plan (8SP) dated Aprit 16, l
' 2008, to address behaviors associated with : 1
verbal and physical aggression, self injurious ! T
! behaviors, non-compliance, screaminglyelling ;
! and false accusations. Review of Client #3's
medical evaluation dated April 21, 2009, on
March 26, 2010, at 3:10 a.m., revealed that the
: Psychotropic medication was prescribed to
“address behaviors associated with a diagnoses of
; impulse control disorder and atypical psychosis
disorder. Review of Client #3's medical record on
March 26, 2010, at approximately 2:00 p.m., ‘
i Feveaied no documented evidence of a
| psychiatric assessment.

“Interview with the licensed practical nurse on

March 26, 2010, at approximately 11:00 a.m., _

- confirmed that the client’s did not have psychiatric | [

| assessments. ! :

w 220; 483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN w 220
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: D lE%cn \ :
] i i ;
W 220 Continued From page 10 W 220°

The comprehensive functional assessment must
: Include speech and language development.

_' This STANDARD is not met as evidenced by:

' Based on observation, Interview and record

- reviaw, the facility failed to ensure that clients

j Teceived speech language assessment to

! determine the client's communication needs, for
+ one of the three clients included in the sample.

' (Client #1).

| The finding includes:

: During the medication administration on March
24, 2010, at8:05 p.m., Client #1 was overheard
. speaking in a mumbled voice. During the !
| medication administration on March 24, 2019, ’
| beginning at 6:05 p.m., Client #1 was refusing her |
- medications, by turning her head side to sids,
" after the medication nurse attempted 1o adminster
. her medications. She was also hearg mumbling, '
: "No, No,” many times.

l
i
I

i

! Interview with the qualified mental retardation

| professional (QMRP)on March 25, 2010, at
approximately 12:30 p.m., revealed that Client #4

+ was admitted to the facility in June 2008. Further

 interview revealed that the QMRP requested that

- the speech pathologist assess the client, in

. preparation of her Individual Support Plan

| meeting {July 2008). !

| Review of Client #1's Individual Support Plan

" (ISP) dated July 17, 2009, revealed no evidence
; of a speech and language evaluation. Atthe

| time of the survey, there was no evidence that a
| speech evatuation had been completed. .
, :

The facility has engaged a new Speech-
| Language Pathologist. The QMRP vill
request the SLP to complete an assessment for
this client. ) (ﬁ 7//6

_—
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: 04/14/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES Emﬁi RM Appnov%u
CENTERS FOR MEDICARE & MEDICAID SERVICES MB NO. 0938-0391

(X1) PROVIDER/SUPPUERICLIA {X2) MULTIPLE CONSTRUCTION II)B) DRTE SURVEY

] COMP O
IDENTIFICATION NUMBER: A BUILDING ; LETE

i
B.WING
i 096159 loar26/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z!P CODE
6513 8TH STREET, NW |

CARECO 02 WASHINGTON, DG 20012 i
4D SUMMARY STATEMENT DF DEFICIENCIES o i PROVIDER'S PLAN OF CORRECTION | C )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECT(VE AGTION SHOULD BE COMPLETION

TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRATE DATE
l i ; ' : :

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

—

W 247 | 483.440(c)(B)vi) INDIVIDUAL PROGRAM PLAN | W 247 f

The individual program plan must include ! !
| opportunities for client choice and f ,
| self-management. i

- This STANDARD is not met as evidenced by: |
| Based on observation, staff interview, and record ; :
| review, the facility failed to ensure that sach client f !
: was provided opportunities to make a choice ; Eoo
: during snack time, for six of the six clients f
: residing in the facility, (Clients #1, #2, #3, #4, #5
- and #6) and failed to ensure cients were givena |
; choice when they refused vegetable offerad 5
| during dinner, for one of the three clients included
| in the sample. (Client #3)

| The findings include: | '

1. On March 25, 2010, at 3:20 p.m., direct care | : 1. The people who live in'thi? facility often do

| staff was observed cutting apples. Minutes kater, '  their own shopping and cooking. The QMRP

 In an interview with the direct care staff indicated | I wilt provide an IPP whichiencouragey the

. that she was preparing the Cllent #1, #2, #3, #4, . clients to prepare their own snacks from the i’//‘?’//‘

| #5, and #8's snack. At 3:40 p.m.. the staff was groceries that they listand purchase. |

| observed serving the dient's their snack of apples : g

“and & cup of water. During the environmental ' E _ ;

 inspection on March 25, 2010, at approximalely | 5 r !

+ 11:00 a.m., revealed there were a variety of i ' i

: snacks in the pantry and the refrigerator. Review '

. of the client's Individual Support Plans during the

, survey revealed that staff should provide each :
client a variety of choices and participation in all . :

- Botivities. , ; i |

- At na time during snack time were the clients =

" Qiven the opportunity to select a shack from the

_ variety of food choices.

: 2 On March 24, 2010, at 5:20 p.m., direct care
 staff was observed assisting Client #3 with

RM CMS-2567(02-99) Pravious Versions Gbsolate Event ID: KPCX11 Fociity 1 00G159 If cantinmﬁon sheet Page 12 of 16
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PRI : 14/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES %QRTEDM AO;:!PRQVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CUA (X2} MULTIPLE GONSTRUCTION X3) DIWTE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
09G159 8. WING | 032672010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZP CODE :
€613 6TH STREET, NW ;
CARECO 02 _ WASHINGTON, BC zomJ ;
~ 4ID SUMMARY STATEMENT OF DEFICIENGIES Yoo PROVIDER'S PLAN OF CORRECTIDN L o
PREFIX | [EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFK {EACH CORRECTIVE ACTION SHOUIDBE | COMPLETION
TAG |  REGULATORY OR LSC IDENTIFY/NG INFORMATION) TAG cnoma-'snsnnggg T rge APPROPRIATE |  OATE
| ' = !
W 247 - Continued From page 12 W 247 ' 5
: serving dinner family style. The client refused, 2. Everyone who lives injthe home Has the
i the offered vegetable (salad and spinach). The opportunity for making food choices] Peaple !
i only food observed pn the client's plate was fish, who do not choose to eat 3 particular[“class” |
t rice and bread. The direct care staff did not offer of food (in this case, a vegetable) wil] be -
 the client any additional vegetables. During the * offered a snack later in the dey in the[same |
_environmental inspection on March 25, 2010, at : class of food (substitutions will be acgeptable, .
" 11:00 a.m., revealed that there were a variety of . such as veggie sticks, in tl':lis case, or fruityto - / ;
; vegetables in the freezer. At no time during the ensure their nutritional needs are met 5/ iro
! dinner, did the staff offer Client #3 another choice T T
, of vegetables, so the client could receive a ! r :
' nutritional meal. i I
W 283 | 483.440(1)(3) (i) PROGRAM MONITORING & W 263 o
' CHANGE ‘ i
: The committee should insure that these programs' P
; are conductsd only with the written informed ; | |
- consent of the client, parents (if the cliant is a !
" minor) or legal guardian, ,
5 | | L
‘ This STANDARD is not met as evidenced by, | | ;
Based on interview and record review, the ' ‘
- facllty's specially-constituted committee failed to | _
j @nsure that restrictive programs were used only | | poo
: after written consents had been obtained, for two I P
| of the three clients included in the sample. - ! L
| (Clients #1 and #3) f :
: ! ;
o . | :
The findings include: " 1. The Director of Disability Serviced will
. .1, , . retrain the bers of th Rights
. The facility failed to ensure that written consent Committoe on the requirenont of wrtion
| was obtained frc_)m Cie.nt #1's family member informed consent from thelindividual br
 prior to the administration of his psychotropic | his/her medical decision-maker for regtrictive
; medication. © of invasive treatments prim:' to impleraentation / / »
i ) of such treatments, | 57311/
: During the entrance conference on March 24, : ;
| 2010, beginning at 4:30 p.m., the Qualified Mantal : |
- Retardation Professionai (QMRP) indicated that | j
i Client #1 received psychotropic medications to 7 1
;M CMS-2567(02-99) Previous Versions Obsolele Eveni I KPCX\‘:I' Facilty iD: 09G159 if continuation sheet JPuce 13of16
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {X2} MULTIPLE CONSTRUCTION {K3) DATE SURVEY -
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A_ BUILDING
a 09G159 B WrG 0372612010
MAME OF PROVIDER QR SUPPLUER STREET ADDRESS, CITY, STATE, ZIP GODE
: 8813 6TH STREET, NW '
! i
CARECO 02 WASHINGTON, DC 20012 |
XS SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | )
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX . {EACH CORRECTIVE %mu SHOUYD BE ! COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) l TAG CROSS-REFERENCED TD|THE APPROPRIATE ' DATE
i . ! ; DEFICIENCY) ]
W 263 Continued From page 13 w 263|

address her maladaptive behaviors. Further
i interview revealed the clienht did not have the
| capacity to give infonmed consent for the use of
. medications and habilitaion services.

; Review of the Client #1's March 2010, physician
orders on March 25, 2010, at 10:14 a.m.,
! revealed an order for Risperdai 0.5 mg, twicea |
- - day(in the morning and at bedtime). Interview |
- with the Licensad Practical Nurse (LPN) on March
| 25, 2010, at approximately 11:00 a.m., fevealed
; that the ciient "just” started Risperdal,

i
1
. The QMRP's statement was verified on March 25, |
| 2010, a1 1:25 p.m., through review of Client #1's |
i psychological assessment dated July 18, 2009.
+ According o the assessment, the client "does not .
| evidence the capacity to make decisions on her |
own behalf in treatment, habilitation, residential
. placement, and financial matters." Further
| interview with the QMRP during the survey, ,
| revealed that the client had a family member that |
“ was involved in her hatilitation planning and
. decision making process.

| Record verification on March 25, 2010, at 1:45

i p-m., revealed that Client #1's family member had
" given informed consent for tha use of Carbatroi

- 200 mg. twice a day and Depakote 125 mg, three
: imes a day, both for seizure disorder. There was
t no avidence that written consent had been :
; obtainad for cllent's cumrent Risperdal 0.5 mg,
i twica a day, '

|

" 2. The facility failed b ensure that written %
consent was cbtained from Client #3's family |
member prior to the administration of her ’
psychotropic medications. |

' 2, See response to ¥1 ah?il'e.

I

|

ip'/ff//ﬂ
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER; PLETED
A BUILDING _
| 09G159 B WiNa ‘ |03r26/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE :
6513 6TH STREET, NW
CARECO 02 WASHINGTON, DC 20012 |
T xQD | SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'SPLAN OF CORREGTION || | 0o5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX ! {EACH CDRRECTIVE Aﬁmn SHOULD BE ; COMPLETION
TAG REGULATQRY OR LSC IDENTIFYING INFORMATION) OTAG CROSS-REFEREDN(E:E) IEO THE APPROPRIATE =~~~ DATE
: FIC i

W 263 | Continued From page 14

~ | During the entrance conference on March 24,
* 2010, beginning at 4:30 p.m., the Qualified Mental| .
: Retardation Professional (QMRP) indicated that i
Client #3 received psychotropic medications to . i i
address her maladaptive behaviors. Further ; ! i
interview revealed the clien! did not have the | :
capacity to give informed consent for the use of |
. medications and habilitation services. :

I P

| Observations during the medication

- administration on March 24, 2010, at 5:35 p.m.,
| revealed Client #3 was observed taking her

! Depakote, Buspar, Cogentin, Neurontin and

! Risperdal.

W 263

. Review of Cllent #3's March 2010, physician
 order dated on March 26, 2010, beginning at g:10 '
| a.m,, revealed an order of Xanax 2 mg, twice a
 day (in the moming and at bedtime), Depakote i
500 mg, twice a day (BID), Neurontin 500 mg, i : P
 three times a day (11D}, Cogentin 1 mg, BID, i ;
; Buspar 30 mg, TID and Risperdai 30 mg, twicea °
; day. :

i
: The QMRP's statement was verified on March 26, | |
- 2010, at 2:00 p.m., through review of Client#3's ' ;

- psychological assessment dated April 16, 2009.

: According to the assessment, the client "does not |
 evidence the capacity to make decisionson har
: own behaif in treatment, habliitation, residential
i placement, and financial metters.” Further !
 interview with the QMRP during the survey, i
- revealed that the client had a family member that
: was involved in her habilitation planning and

Il decision making.

| Record verificalion on March 25, 2010, at2:30 i
: p.M., revealed that Client #3's family member had 5
i given informed consent on September 19, 2009, }
— i i i
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PRIlITE): 04/14/2010
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: : | :
| ; .
W 263 | Continued From page 15 W 263 |

{ for the use of Xanax 3 mg once a day, Depakote :
. 500 mg, BID. Neurontin 600 mg, TID, Cogentin 1
t mg, BID, Buspar 30 mg, TID and Risperdal 30

| mg, twice a day. There was no evidence that
"informed consent had been abtained for the '
 client's Xanax 2 mg, twice a day. ‘ ‘

| At the time of the survey, the facility failed to
| provide evidence that written consent was
obtained from the client and/or family member |
{ prior to implementing Client #1's psychotropic |
H

- medications.

i
+
.

RM CMS-2567(02-89) Pravious Versions Obsolets Event ID: KPCX11 Faciity ID; 09G159 i If continualion sheot Page 16 of 16




Apr 25 10 07:32p Marsha H. Thompson

Health Regulation Administration

3014307218 p.18

L’RFrﬂ'ED: 04/14/2010
DRM APPRQVED

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND FLAN OF CORRECTION IDENTIFICATION NUMBER:

HFDO3-6143

{X3) DATE SURVEY

2) MULTIPLE CONSTRUCTION COMPLETED
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XAy 1D
PREFIX .
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FlLL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN O
{EACH CORRECTIVE AC TION SHOU
CROSS-REFERENCED T{ THE APPRO
DEFICIENCY)

ID

PREFIX
TAG

CORRECTN 1T 0w
= ETE
DATE

1000 INITIAL COMMENTS

- Alicensure survey was conducted from March
24, 2010 through March 26, 2010.. The survey
was initiated using the fundamental survey
process. A random sample of three residents
was selected from a population of six female
residentswith various levels of mental retardation

; and disabilities.

' The findings of the survey was based on
observations at the group home and three day
programs, interviews with residents, staff, family
members and the review of clinical and
administrative records including incident reports.

1058 3502.16 MEAL SERVICE / DINING AREAS

. Areview and consultation by a dietitian or

* nutritionist shall be conducted at least quarterly 1o

- ensure that each resident whe has been

. prescribed a modified diet receives adequate

. hutrition according to his or her Individual
Habilitation Plan.

This Statute is not met as evidenced by:

Based cn record review, the Group Home for the
Mentally Retarded Persons (GHMRP) failed to

" ensure that residents with medified diets had

. been reviewed at least quarterly by the consulting
: dietitian, for two of the three residents included in
: the sample. (Residents #2 and #3)

The findings include:

Q00

058 |

| a’/fc//a

1. Review of Resident #2's current physician 1. The QMRP will provide the I\-Iutrit onist

- orders (POS) dated March 2010, on March 25, with a quarterly schedule for review of the

: 2010, at 3:00 p.m., revealed a diet order of 1200 | diets, and will follow up with the Nuttitionist

- low fat, low cholesterol, low sodium, high fiber to ensure that the reviews take place ahd are

- diet with salad at lunch and dinner. Further documented in the record. |
aith Regulation Administration

4 TITLE ‘ 0@ DATE

BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE }bﬂ‘r A 2, AT} 4, Stedins 9//@; /‘D

ATE FORM

4
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REGULATORY OR L$C IDENTIFYING INFORMATION)

D
PREFIX
TAG

()10 E !
PREFIX -

TAG

DEFICIEIFCY)

i CORRECT|
CTION SHOU
> THE APP

ON
RIA]

: (X5)
" COMPLETE

re DATE

——

i
|
i 1058
i

' 058 Conlinued From page 1
' feview of the medical records revealed a '
Nufriton assessment dated February 17, 2009, -
- The record failed to show evidance that the :
resident's modified diet had been reviewed by the '
. dietitian, quarierly.

2. Review of Resident *3
March 2010, on March 26,2010 at 9:10 a.m.,
revealed a diet order of 1500 fow fat, iow
' cholesterol, low sodium diet. Further review of
i the medical records revealed a Nutrition
- assessment dated May 9, 2009. The record
. failed to show evidenoe that the resident's
: modified diet had been reviewed by the dietitian,
. quarierly.

& cuiment POS dated |

i

1090 3504.1 HOUSEKEEPING 1090
: The interior and exterior of sach.GHMRP shall be
- maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of
accurmulations of dirt, nubbish, and objectionable
odors. '

~ This Statute is not met as evidenced by:

. Based on observation and interview, the Group

. Homa for the Mentally Retarded Persons
(GHMRP) failed to ensure the interior and

- exterior of the GHMRP were maintained in 3

' safe, clean, orderly, attractive, and sanjtary

+ manner for seven of the seven residents in the

 facility

" The findings include:

- Observation and interview with the facility's
QMRP on March 25, 2010, at approximately

- 11:00 a.m., the following concerns were

; identified:

2.See response to #1 abo!fx_e. _
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STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER: Al [COMPLETED
UNLDING _
HFD03-0143 B WG 03/26/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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CARECO 02 WASHINGTON, DC 20012 |
TATEMENT OF DEFICIENCIES i o PROVIDER'S PLAN OF CORRECTION! x5)
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; ;
I I r
1090 Continusd From page 2 ] 1 090 |
! y I. The Residential Director will repjace '
- a. Kitchen | broken pans, and will check at least weekiy to
I ensure that pots and pans are clean and in good f/ffoﬂfo
' 1. A frying pan that was currently being used i tepair.
: evidenced a broken handle. | ' | : .
i 2. The Residence Director will retraf su#ﬂ“ on
' 2. Several pots had excessive grease on them. f their assignments and theIexpectatio 5 foq : ﬁ}a//d
, 3 maintaining cookware, 1'11’I hes, and appliances
. 3. The toaster oven had grease on the Inside of | clean and in good working order, Sep
“and in need of cleaning i response 1o #1 above.
4. The refrigerator light was inoperable. |' 3. See response to #2 aboye,
L I‘ !
i & The kitchen floor tiles were discolored in the |' 4. The Residence Directo will change the ; ﬁ; 94’0
i center of the floor. | refrigerator light buib. In future, wheh the| -
' bulb is inoperable the Residence Direpror will
t b. Dining Ropm l change it immediately. ‘ ‘
| :
| 5. The Residence Directoriwill request the : shepo
- 1. The dining room chair cushions were soiled, In | Maintenance Contractor to repair or replace
addition, the chairs were not sturdy to touch, ] the tiles, : .
) " " 1. The Residence Directos will have the chair 4~ //JZM
i 2. The first fioor hail closet was dirty. In addition [ cushions cleaned, and will have the ihire
~ Cleaning materials ware being stored inside the repaired or replaced, ! .
' closet. ! /
: 2. Cleaning materials will|be kept in & locked $ /7 ‘//"
, C- Bathrooms area for safety. The Residénce Direct will
' ' I retrain staff on their assign:ments to askist
+ 1. Second floor bathroom soap dispenser was | ; people livig in the facifity to keep it dlean ang,
. brokan, cod | neat. The Residence Director will check at
) _ ) : | least weekly to ensure that the home ig kept
- 2. The bathroom walls evidenced peeling paint, ! clean and in good order.
d. Bedrooms : ! The Residence Director will have e sagp sTrefio
i dispenser repaired or replacied. .
- 1. Client #1's Wardrobe door does not close i ? :
. properly. ] 2. The Residence Director jwill requesithe 57 /3'%"’
) Maintenance Contractor to tepaint the i
. 2. Clienl #2 s room ceiling evidenced peeling | bathroom. _.Jref_ ——
. paint. ‘ } _— i ——i— |
th Regitation AdminisTaEon :
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1080 Continved From page 3 ' 1090 (1. ';"he Residence Director will _reqdest the .
; Maintenance Contractor fo repair orjreplace Iy 13 / // "
: _ . : the wardrobe door. : :
3. Client #5's bedroom ceiling evidenced cracks. J E .
: ! 2. The Residence Director will requpst the f/’ ) //d
: €. Basenent , Maintenance Contractor to repaint the clignt’s
. : bedroom, :
- Carpet leading to basement on steps is soiled i ! |
T i 3. The Residence Director will requpst ﬂ*{e 5 /J ) //d
Laundry room ceiling tiles are water stain need on | Maintenance Contractor fo repair ther ceiling
the rignt side | cracks. :
' In the bathroom over the sink there is chipping | The Residence Director will request jhe § )
' and pesling paint on Ihe window ledge. IE ‘Maintenance Contractor to clean the carpet on r/ ‘U//
: . . the stairs; L. - '
; Beside the freezer in the basement the wall is | re];:ce :;ﬂing tiles where needed: ' 57 / 3 /// s
f ) . L ) int the window ledge; ’
' The wall behind the washing machine evidenced ' repaint the window ledg ; / , // 0
' peeling paint ‘ repair the basement wall where there |s 573
blistering; :
The drain outside the rear basement door had ¢ 5 /3 / /’0
standing water. i repaint the wall behind the washing machine; ' /
' i ‘ /o
: f. Other | clear the drain outside the rear basemdnt door. | {/ ¥
! 1. The third floor banister located near the office l l 1. The Residence Director will requedt the f/ﬂ//d
| was loose. ; - Maintenance Contractor to tighten the
: |  benister. S
| 203; 3509.3 PERSONNEL POUCIES l 1203
Each supervisor shall discuss the contents of job l
descriptions with each employee at the beginning k- .
employment and at least annually thereafter. i !
* This Statute is not met as evidenced by: :
: Based on record review and staff interview, the ;
: group home for the mentally retarded person :
{GHMRP) failed to ensure five out of twenty three i .
staff was provided the opportunity to annually i '
! review their written job descriptions as required | *
by this section. (Stalf #3, #4, #5, #6 and #7) | |
alth Regulation AJminatraton _ :
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The finding includes: | ‘

' Interview with the qualified mental retardation i The QMRP will discuss jbb descriptions with
professional (QMRP) and review of the GHMRP's each employee upon initial employment and / / "
personnel files conducted on March 25, 2010, annually thereafter per Careco’s poliy. oV
beginning at 2:00 p.m., revealed the GHMRP ; IR

. failed to provide evidence that the facility ! ‘ :

. discussed the contents of job descriptions, for f .

five out of twenty three staff. (Staff 3, #4. 45, #5 | :

1206 '

i Each employee, prior to employment and
- annually thereafter, shall provide a physician’ s

l

| |
1206 3509.6 PERSONNEL POLICIES i
|

E

* certification that a health inventory has been i
 performed and that the employee * s heatth status |

would allow him or her to perform the required
- duties,

" This Statute is not met as evidenced by:

; Based on record review and staff inferview, the l

. Group Home For The Mentally Retarded Person !

- (GHMRP) failed to ensure all contracted staff 5
secured an annual health inventory as required
by this section, for one of the twenty staff and two :
of the nine consultants.

5 The finding includes:

' with the GHMRP's qualified mental retardation

" professional (QMRP) on March 25, 2010, at 2:00
t .M., revealed the GHMRP failed to provide

" evidence that current health certificates were on

!
I
Review of the personnel records and interview Il
|
|
file, for Staff #8 the phammacist and behavior i

The Human Resources Director will ensure
that current health certiﬁcafates are on fite for
each employee and consulfant.

2

ith Regulzation Administration
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i

SUMMARY STATEMENT OF OEFICIENCIES :
(EACH DEFICIENCY MUST BE FRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMAT ION)

{X4) ID
PREFIX
TAG

D
PREFIX
TAG

PROVIOER'S PLAN OF CORRECTION |
ICTION SHOULD BE
D THE APPROPRIATE
NCY)

{EACH CORRECTIVE A
CROSS-REFERENCED T
DEFICIE;

: (X5)
COMPLETE
DATE

1206 Continued From page 5
i therapist.

i

|

a J

1229 3510.5(f) STAFF TRAINING !

z i

* Each training program shall include, but not be I

* limited to, the following: I

: |

(f) Specialty areas refated to the GHMRP and the l
residents (o be served including, but not limited

' to, behavior management, sexuality, nulsition, -'

| recrealion, total communications, and assistive ]

i technologles;

. This Statute is not met as evidencad by:

: Based on observation, interview and record

! review, the Group Home for the Mentally

| Retanded Persons (GHMRP)'s nursing staff failed

. to demonstrate competency in the
implementation of the Behavior Support Plan |
(BSP), for one of three residents included in the '

' sample. (Resident #1)

—

The finding includes:

! During the medication administration on March

. 24, 2010, beginning at 6:05 p.m., Resident #1

. was observed refusing her medications, by

| turning her head from side to side, after the

| medication nurse attempted to administer her
medication. At6:07 p.m., the licensed practical I

~nurse (LPN) altempted o spoon fed the resident !
her medications, again. The one to one support |
staff was observed gently holding the resident's

. head in place and holding the resident's hands in

! hef lap, and stated, "Good gin" as the LPN

. conlinued the attempts to administer the

; medications. These attempis went on,

. continuously until 6:20 p.m.

" Interview with the LPN after the medication

See response to foderal dtlficiency W

o

193.

¢

H

ith Regulation Administration
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{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES
PREFIX :

TAG

{EACH DEFICIENCY MUST BE PRECEDED By FULL i
REGLULATORY OR LSC IDENTIFYING INFORMATIDN) .

D PROVIDER'S PLAN DF CORRED
(EACH CORRECTIVEﬂ\C'HOH SHO!

PREFIX
TAG |  CROSS-REFERENCED

D NCY)

O THE APPR

FION |
LD
DPRIWTE !

E (xg)
- COMPLETE
DATE

1229 Continued From page 6
; administration, reveaied that Resident #

- professional (QMRP) on March 25, 2010

i take medications).

i Procedures for non-compliance include:

‘. Request {0 complete tasks should be made in a’

| positive and upbeat manner.

. When she completes the appropriate tasks, she

" shauld be immediately praised.

- Staff should help and work with her In
' completing tasks.

{ - If she refused the first time, the request
 be repeated after a while, for the second

- she does not comply, then she should be

' approached with the reguest a third time
: brief 3-5 minute interval,

* - On the third consecutive occasion, if the i
resident refused a staff shouid should document
; the refusal as one non-compliant incident

| - However if the resident shows early signs of

stubbornness or of resistance, do not pursue
Turther as she might drop hersef to the fioor in
! protest. Her one to one support staff shouid

; remain afert.

' - Redirect her attention to an activity she prefers |
: o do. If she respands to this effort shift her focus !

- BSP {0 address her maladaptive behaviors,
i Interview with the qualified mental retardation
, at
- @ppraximately 10:00 a.m., indicated that the
resident had a BSP {0 address her maladaptive
behaviors to include hon-compliance {refusal to

! According to Resident #2's Behavior Support
. Plan (BSP) dated July 16, 2009, the following

had a

shouid
time. if

after a

e

th Regultion AGmimstaton
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L
PREFIX |
TAG .

XHiD -

FREFIX
TAG

: DEF!

(EACH CORRECTVE ACTION SHOILD
cnoss-nsrsnencegj‘o THE APPRDFR

PF CORRECTION ; . (%5)
B COMPLETE
\TE DATE

NCY)

t 229? Continued From page 7 | 1229
1 10 @ “tak" o activity for @ while and she should bei
 praised. |

- The verbal redirection shoukd only come from
. herone to one support staff,

* - Once she is stable and caim
_ request that she had refused.

fepeal the original

L e

} The aforementioned interventions were not

; observed being implemented when Resident #1

" was observed repeatedly refusing her medication.
Further inlerview with the facility's QMRP on

: November 25, 2008 at approximately 10:00 a.m.,
confirmed that the LPN and direct care staff didn't
effeclively implement the proactive strategies
outlined in Resident #1's BSP.

' 3514.2 RESIDENT RECORDS f i 201
; Each record shall be kept current, dated, and |
, Signed by each individual who makes an entry. I
|
!

i This Statute is not met as evidenced by:

Based on interview and record review, the Group |
Home for the Mentaily Retarded Parsons

; (GHMRP), failed to ensure entries in each

. resident’s record were signed, for wo of the three
' residents in the sample. (Residents #1 and #3)

|
' The findings include: 1‘

: 1. Review of Resident #1's PO sheet on March
" 25, 2010, at 10:14 a.m,, revealed a telephane
| order dated February 26, 201 0, for Risperdal 0.5

See response to federal deficiency W[114.

ol

i M3, by mouth twice a day (in the moming and at
i badtime).” .

: 2. Review of Resident #3's FO sheet on March

{ 26, 2010, at 9:10 a.m., revealed a telephone
ith Regutation Administration .

A\TE FORM KPCX11
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12911 Continued From page 8 E I 291
 order dated September 22, 2009 for a thyroid | -‘
' scan per ENT recommendation. 1'
Interview with the Register Nurse on March 26, i
' 2010, at approximately 11:00 a.m,, failed to ; '
* provide an explanation as to why the PCP did not | i
' sign or date the orders. !‘ i
i .
1401, 3520.3 PROFESSION SERVICES: GENERAL {1401
' PROVISIONS ;’
| Professional services shall include bofh diagnosis
and evaluation, including identification of
developmental levels and reeds, treatment

|

!

if

. services, and services designed to prevent i
detsrioration or further loss of function by the - ]

" resident. [

: This Statute is not met as evidenced by:

; Based on observation, staff interview and record
' review, the Group Home for the Mentaily

| Retarded Persons (GHMRP}) failed to ansure that
: each clients who were receiving psychotropic

* medications had a psychiatric assessment, for

: two of the three residents included in the sample
- (Residents #2 and #3)

l
l
The findings include: |'
, 1. Observation of the evening medication II
| administraipn on March 24, 2010, 5:46 p.m,
i revealed Resident #2 received Abilify 30 mg.
- Interview with the nursing staff after the
- fedication adminisiration, revealed that the
| medication was prescribed for behavior
: Management Review of the resident's
* physicians orders on March 25, 2010, at 3:00
- p-m,, revealed that psychotropic medication was
. incorporated in a Behavior Support Plan (BSP) i

1. See response to federal d{:ﬁciency w212,

—_— b

iith Reguiation Administration
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1401 Continued From page 9 . 1401

' dated February 12, 2010, fo address behaviors ,’
- associated with inappropriate sexual provocation, |
f incidents of talk and inappropriate wetting.

; Review of Resident #2's medica| evaluation dated
' January 26, 201 0, at 3:00 p.m., revealed that the
! pSychotropic madications were prescribed to

: address behaviors associated with a diagnosis of |
- Atypical psychosis. '

* Further review of the resident's medical record
reveaied no documenied evidence of a
_ psychiatric assessment.

|
+ 2. Similarity, during medication observations on l
March 24, 2010, at 5:35 P-m., Resident #3 was [
l

|

! observed receiving Depakote, Buspar, Cogentin,

: Neurontin and Risperdal, Interview with the

1 resident, during the medication administration,

| revealed that the medications were prescribed for r
I anxiety and aggression.

§
' Review of tha resident's March 2010, physicians !
* order on March 26, 2010, beginning at 9:10 am, :
- revealed that the medications were i rated
i iIn a Behavior Support Pian {BSP) dated Apri 16,

- 2009, to address
i verbal and physicat

; behaviars, non-compliance, screaming/yelling

: and false accusatio

behaviors associated with

aggression, seff injuricus

nS. Review of Resident #3's

- medical evaluation dated April 21, 2009, on

. March 26, 2010, at 9:10 am., revealed that the

' psychotropic medication was prescribad to

: address behaviors associated with a diagnoses

: of impulse control disorder and atypical psychosis

- disorder. Review of Client #3's medical racord on
March 26, 2010, at approxi ly 2:00 p.m., {

 revealed no documented evidence of 5 |

. Psychiatric assessment.

sample had no copies of thleir psychia
assessments in the record at the home|
arrangements were being made to ger

in the home record. See response to fe
deficiency W 212, ?

P

ric

2. Ta clarify, the LPN whpp was interjicwed
should have stated that the|clients inthe

and that !

copies of .

the electronic records from' Seton Hotkse to file !
deral

: d"r’/c
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1401 Continued From page 10 1 1401 :
' Interview with the licensed practical nurse on ’ _'
i March 26, 2010, at approximately 11:00 am_, !
+ confirmed that the resident's did not have ‘
; Psychiatric assessments. ! ;
|4371.‘ 3521.7(g) HABILITATION AND TRAINING 1437

 The habilitation and training of residents by the |

. GHMRP shall inciude, when appropriate,
be limitad fo, the foliowing areas:

" {g} Commaunication {including language

but not |

. development and usage, sigring, use of the

: telephone, letter writing, and availabilitly and

| utilization of communications medis, such as

i books, newspapers, magazines, radio, lelevision,
i telephane, and such specialized equipment as

| may be required);
. This Statute Is not met as evidenced by:

. Based on observation, staff interview and record

" feview, the Group Home for the Mentally

Retarded Persons (GHMRP) failed to provide

i habilitation and training, for one of the three
- residents included in the sampla. (Resident #1)

: The finding includes:

| 24, 2010, at 6:05 p.m., Resident #1 was
overheard speaking in a mumbled voice.

|
]
| Buring the medication administration on Marck !
i
i

During

. the medication administration on March 24, 2010,

 baginning at 6:05 p.m., Resident #1 was

refusing

. her medications, by turning her head sile to

' adminster her medications. She was also heard

i
i
 side, after the medication nurse attemptad to :'
i

mumbling, “No, No,” many times.

! Interview with the qualified mental retardation

at

!
See response to federal deficiency W

y 224(%_. < }'7%”

!
b

i_professional (QMRP)on March 25, 201 q,
aith Regulation Adm on
ATE FORM
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1437 Continued From page 11 | 1437

1

]

; approximately 12:30 p.m., revealed that Resident |
. #1 was admitted (o the facility in June 2008 i
| Further interview revealed that the QMRP _ :
| requested that the speech pathologist assess the ‘ :
, Client, in preparation of her Individual Support !
I Plan {ISP) meeting (July 2009),

|

: Review of Resident#1's ISP dated July 17, 2009,
- revealed no evidence of a Speech and language

: evaluation. At the time of the survey, there was

- N evidence that a speech evaluation had been

. completed.

1500| 3523.1 RESIDENT'S RIGHTS 1500 a

i Each GHMRP residence director shall ensure L
| that the rights of residents are observed and Fod
| protecied In accordance with D.C. Law 2-137, this Lo
| chapter, and other applicable District and federal ’

- laws.

+ Based on observations, interviews and record

| review, the the Group Home for the Mentally

. Retardated Persons (GHMRP) falled to observe o

i and protect residents' rights in accordance with ;

. Title 7, Chapter 13 of the D.C. Code (formeriy b
“called D.C. Law 2-137, D.C. Code, Title 6,

| Chapter 19) and other District and federal laws

« that govern the care and rights of persons with : i
| mental retardation, for two of the three residents T
“included in the sample. {Rasident #1 and #3)

. This Statute is not met s evidenced by: ‘ ‘

~ The findings include: ‘ , !
i 1. See response to federal deficiency W 124. : 47 //"/ﬂ’
| 1. The facility fefled to ensure that informed | ‘ _ :
. consent was obtained from Resident #1's family |
e

+ member prior to the administration of her
! psychotropic medications.

alth Reguiation Administration
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2. The facilty failed to ensure that informed | 2. See response to #1 abve. sthelro
! consent was obtained from Resident #3's family I i
i member prior to the administration of her T ' ’
. Psychotropic medications. : ;
- During the entrance conference on March 24,
+ 2010, beginning at 4:30 p.m., the Qualifiad
Mental Retardation Professional (AMRP)
, indicated that Resident #3 received psychotropic
i medications to address her maladaptiva _
‘ behaviors. Further Interview revealed the ’
: fesident did not have the capacity to give :
| informed consent for the use of medications and

| habiiitation services. i o

| Observations during the medication T
| administration on March 24, 2010, at 5:35 p.m,, : ;
' revealed Resident #3 was observed taking her | ' P
- Depakote, Buspar, Cogentin, Neurontin and { o
Risperdal. ;

 Review of Resident #3's March 2010, physician |
' order dated on March 26, 2010, beginning at 9:10 i
| 8.m., revealed an order of Xanax 2 mg, twice a ,
~day (in the moming and at bedtime), Depakote |
| 500 mg, twice a day (BID), Neurontin 600 mg, P
 three times & day (TID), Cogentin 1 mg, BID, -
| Buspar 30 mg, TID and Risperdal 30 mg, twice g :
. day.

- The QMRP's statement was verified on March

. 28, 2010, at 2:00 p.m., through review of i
' Resident #3's psychological assessrnent dated X
| April 16, 2009. According to the assessment, the L
 resident "does not evidence the Capacity to make ’ i
' decisions on her own behalf in treatment, Lo
; habilitation, residential placement, and financial ‘ o
; matters.” Further interview with the QMRP during : |
| the survay, revealed that the resident had a : f
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: !
| family member that was invoived in her | :
 habilitation planning and decision making. '
| Record verification on March 25, 2010, at 2:30
| p.m., revealed that Resident #3's family member |
. had given informed consant on September 19, :
2009, for the use of Xanax 3 mg once a day,
" Depakote 500 mg, BID, Neurontin 600 mg, TiD, !
; Cogentin 1 mg, BID, Buspar 30 mg, TID and
. Risperdal 30 mg, twice a day. There was no ‘l
! evidence that informed consent had been :
obtained for the resident 's Xanax 2 mg, twice a ‘
g day. ;
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A licensure survey was conducted from March
| 24, 2010 through March 26, 2010. The survey
+ was iniliated using the fundamental survey
process. A random sample of three residents
- was selected from a population of six femaie
i residentswith various levels of mantal retardation
I and disabilities.

The findings of the survey was based on

obsenratons at the group home and three day

* programs, interviews with residents, staff, family
| mambers and the review of clinical and |

. administrative records including incidenl reports. l

R 125 4701.5 BACKGROUND CHECK REQUIREMENT! R125
- i
| The criminai background check shal disclose the |
criminal history of the prospective employee or
r contract worker for the previous seven (7) years,
: in all jurisdictions within which the prospactive
i employee or contract worker has worked or l
i resad:d within the saven (7) years prior 1o the i
chec

Thll Statute is not met as evidenced by:

. Based on interview and review of personnel

- records, the Group Home for the Mentally

' Retarded Persons (GHMRP) failed 1o ensure

: criminai background checks for all jurisdictions in
i which the employees had worked or resided

i within the 7 years pnior 1o the check, for 2 out of
. 23 direct support staff and the Speech and

| Language Pathologist whose background check

| documentation was not made available for

" review. (Staff#1, #6).

: The finding includes:

e ——

- Review of the personnel files on March 25, 2010.

The Hurmnan Resources Director will enswf: :

that ali employees and consultamts hayea |
background check on file per regulatipns. 57 // qJ’
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