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" A recertification survey was conducted from ; N £2% NORTH CAFITOL 5T, HL.E, 2ND FLOOR

12/22/2010 through 12/23/2010, The survay was WASHINGTON, D.C. 20002
initiated and completed utilizing the fundamental

By proces | . E&E@EWE@

- ————

A random asampling of two clents was selected
from a residential population of four fomalas with 1
. varylng degrees of disablities. The findings of the |
. survey were based on obsetvations and
' interviews In the home and at one day program, |
as well as a review of tha clant and
' adnurr;mﬂve records, inciuding the incident
repors. :
W 159 483 .430a) QUALIFIED MENTAL ' W19 .
.; RETARDATION PROFESSIONAL | .

Each client’s acfive treatment program must be
- Integrated, coordinated and menitored by a
: qualified mantal retardation professional. i
]

This STANDARD Is not met as evidenced by: ;
Based on staff intervisw and record review, the i
* facility's Qualified Mental Retardation

' Professional (QMRP) falled to ensure the
coordination, monitoring, and implemeniation of a | : :
clients habititation and planning far one of two ]

. sampled clents. [Chent#2] ; : : .

' | a

-The findings inciude: : . '
1. ‘The GMRP falled to ensure the mobillty ’ '
: Needs of iis ckents by ensuring the pravision or

use of thelr recommended adapive equipment. i
[Sea W438] :

4 rm——

2. [Cross Reference W438]

R REPRESENTATIVES ' 7
_ - %—W M / /1[[ 1/
doﬂcilncymmuandngmm btarie n«mummmm&&nm n-mudnnmmmpmuwnd n;cm

4 days
her safeguards provids sufficient protection 1o the patiants, (Ses instructions.) nuptfarnmhnm iha findings stated 0' onm A

flowing the date of survey whather or not 8 plan of comection Is plovided. For nursing homes, e above findings and plans
Iuyuf:gmgmdmmmdowmummaﬂommmmfmw If deficlancies are clisd, an approved pian of comection bs requishe to continued

ragram pasticipation.
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W 159 Continued From page 1 T Wi !
. om - WIS The physical tharapist and |DT has agreed thet
r

Observalion at the residential facifity during the !
survey on 12/22/2010 and again on 127232010
revenled Client #2 ambulated with an unsteady :
gait i

]

Record review on 12/23/2010, at spproximataly
2:00 p.m. revealed Client #2 * s crthopadic'
_assassment dated 6/14/2010 recommended she,
' use rolling walker for ambulatich ... refer to PT
i for galt training with walker. "

interview with the qualified mantat retardation
professional ravealed two separate Physica!
Therapists have provided saparals assessmants
on 7/156/2010 and again on 10/23/2010 to assess
. Client#2 ' s mobllity. Further record review i

revealed, Client #2 has yat to recejve any of the " ;

! gait treinings with walker * as recommendsd by |
the orthopedist t

The facility * s QMRP falled 1o ensure that the i
. orthopadic specklists recommaendation had bean ,
. addressed. :

1

3. On 12/23/2010 at approximataly 11:40a.m., -
the day program staft was observed assisting
Clignt #2 as she navigated around her
i environment. Client#2 walks with an unsteady i
. gait. ' |

interview with tha day program’ s case manager
(CM) on the same day at approximately 12:10
* p.m. revealed the day program convaned &n
 Interdisciplinary team {IDT) meeting back on

5/2010 to address her unsteady gait and the need

for one-to-one assistance, According to the CM,

their current staffing aliotment does not allow for

the one-to-one assistance that Client #2 requires. -
- The CM further added that the IDT agreed Client :

This has been consuited with her PCP who

agrees & wall. A cass conference was

conductad on 1/10/11 with this
racommendation in writing.

|

M CMB-2567(02-00) Pravious Varsions Dbaolets Even! ID:YLLH1Y

Fecity I0: 683053
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W 1568 " Continued From page 2

. #2 should be provided the additonal stafing i
support tb manage her unstaady gait. -

Record review at the day program on the same i
- day at approximaiely 12:16 p.m. confirmed an '
(DT meeting was held on §/19/2010 to address '
. the ambulation problems Clent#2 was having at _ :
the day program. : I

Interview and record review with the facilly ‘s . I
. qualifind mantal retardation professional (QMRP) - |
on 12/23/2010 at 1:42 p.m, Confimed the IDT | -
- had agreed Client#2 shauld be provided with .
' one-to-ona staffing services an 5/19/2010, butas |,
of the date of survey, the one-to-one staffing was -
still not In place.

* . The facility ' 8 QMRP failed to ensure the mely
- implementation of Cllent #2 ' s one-to-one P
. services. i
W 436 * 483.470(g)(2) SPACE AND EQUIPMENT i W43

The facliity must fumish, maintain In good repair,

- and teach cllants to use and o make informad

- choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identifled by the

: Interdisclplinary team as needsd by the chant.

-

i

This STANDARD s not met as evidertoad by:

Based on observation, staff interview and record | |
- review, the facility falled to ensure the mobility l
- needs of its clients by providing the necassary |

adaptive equipment for one of two samplad :

clients. [Client#2)

. The finding includes: ; :
IRM CMS-2587(02-80) Pravious Varsions Obeclele Evant ID: YLLH1Y Faclity ID: 09G063 W continuation shest Page 3 of €
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Observation on 12/22/2010 end on 12/23/2010
revealed Client #2 walked with an unsteady gait
* 85 she navigated her way around her homa. No

" adaptive equipment was observed being used by
: her or by the siaff o assist her to get around.

¢ Review of the incident reports on 12/22/2010 at

' 8:38 a.m, revesied an Incident report dated
714/2010 detaiiing Client#2 sustained a scrape
on her ieft elbow when she lost her balance and
fell while belng escorted o the van in the moming
. oh her way to her day program. Ths incident
report documented that the fall occumred when the
" van attendant let go of her hand as he sttemptad |

’toopenmedaornfﬂmvantnamrtherun ;

]

' Further review of Client #2 ' s medical and |
habllitation records on the sama day baginning at : ;
1:37 p.m. revealed the foowing
recommaendations;

1. Physical thampy assessment dated :
: 5116/2010 outlined, * [Client #2] should use a gali,
' belt at ali times with ALL ambulatory activities

...Strongly consider the usa of roliing watker for

[Client #2] to Improve stabllity with her gait. *

‘2. Orthopedic.assessment dated 6/14/2¢10

: recommended Client #2, " use rolling walker for
. ambulation ... refer to FT for galt training with

. walker, "

3, Tha interdisciplinary tearmn met on 7/8/2010
and all partiss In attendance agresd a second
_opinion should be obiained from a different
" physical therapist ti‘P‘r) with regards to the
: recommendation that Client #2 should be !
- provided a rolling walker. * {
1

o m———— 0 1

- v aman
-

. D L

|
1
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i

. 4. Physical therapy asseasment dated

. 711572010 recommended, ™ [Clent #2] will benefit,
from the use of a walker ... Gait belt shouid be
uged for safety, "

5. Physiclan ' s (telephone) order ﬂated

8/2712010 prescribed the facikty should " use |
wheeichair during community outings in and out :
of the house for medical appoiniments. *

. 8. Physical therapy assessment datsd '
" 10/23/2010 " highly recommended that the client i
use a heimet while ambulaﬂng and with all H : !
transitional activities. " The same assessment i
further recommended that " ,..categivers [io] use :
. @ gait bait with transitional activities and
‘ ambulation, ®

: Interview with qualified mentai retardation
professional (QMRP) on 12/23/2010 at 2:32 p.m. |
revaaled none of the edaplive equipmant
racommended abova wae currently In use, ‘ .
According to the QMRP, the galt beit and the !

; wheslchalr were ordered back in 6/2010. In | ;

' godition, the QMRP further added that the defay | i
for Implementing any of tha adaptive equipment :
was dus to the IDT planning a second meeting In |

, 112011 to meet with Cliant #2 ' s mother. Clent

+ #2's mother has concams with the

i racommendations that her daughter be : . j

- coneiderad or provided a helmet, roling walkear, | ;
wheeichalr, and gait belt.

Further Interview and record review with the

_ QMRP on the same day and time confimed : : ,

] Client #2 ' s galt belt and wheelchair were H 1
! !

1

- ———

e e

-

At -1 -

purchased on 6/8/2010 and ware cutrently
avaihble for use, but had yet to be impiemented. |

JRM CHtS-2687(02-56) Previous Versions Obsoleis Evant ID: YLLH1M Facy iD: 003083

!
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PREFIX ;.  (EACH DEFICIENGY MUST BE PRECEDE , . combEnon
TAG " | REGULATORY O LBC IDENTIFYING INFORMATION) | e e R TR ETTRD 10 THE APPROPRITE | BATE
i DEFICEENCY) |
The team condutiead & case confarance on l

4410/11 In which afl adagtive equipment for{JJ)
s discussed. The team agreed the I
wheelchairs, gait beit, and one/one sarvices
wauld bene_ The wailker was [
‘adaem unsafe, and the heknat not required st

" The facilly siled to ensure the timely

- implementation of any of Client#2's
- racommended adaptive equipment.

W 435 Continued From page § T wass

. |

|

i |
|

this fma. The team recommendations have i
been documaented In writing. I | 112811 |

|
|
| o
, |
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| 1000 IN(TIAL COMMENTS 1000 !
: A reficensure g was conducted from .
12/22/2010 to 12/23/2010. A random sampling of !
; wo residants was selected from a population of
four females with varying degrees of disabllifies.
. The findings of the survey were based on [
+ observations and interviews in the home and at
one day program, as weli as a review of the ;
, ; habilitation and administrative records, including :
* the Incident reporis, '
1080} 35041 HOUSEKEEPING 1080 J

! The intarior and exterior of each GHMRP shail be

* maintained in a safa, clean, ordarly, atiractive,

, and sanitary manner and be frea of

i accumulations of dirt, rubbish, and objectionable
odors. ’

This Statute |s not met as evidenced by:
: Basad on cbservation and staff interview, the
! facility falled to ensure the maintenance and
" upkesp of the whee! chair accessible ramp on tha
_ Fear/side of the facility.

' The finding Inciudes:

i Observation on 12/22/2010 at approximalnly 4:06

" p-m. revealed one of the wooden planks on the
rear ramp feading to the front of the facility was

\ broken and futted cut onto the walkway.

interview with the taciity ' s qualified mental

! retardation professional (QMRP) on 12/23/2010
at approximately 4:30 p.m. revealed she would
contact the maintenance contractor to get the

' broken ralling repaired,

Tha wooden plank on the rear ramp leading to | |

111411

the front of the fadliity will be repaired.

i
1
.
!

.

X% DATE

e,

" Hoontinuagon shoel "1 of |
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1183 Continued From page 1
!153; 3508.4 ADMINISTRATIVE SUPPORT

' Each GHMRP shall have a Residence Diractor
wha meets the requiremaents of § 3509.1 and who

; Shall manage the GHMRP in accordance with

| approved policies and this chapler.

~ This Statuts Is not met as svidencad by.

1 Based on staff interview and record raview, the

' GHMRP’s quslified mental retardation

; professional (QMRP) failed to ensure the

* coordination, monitoring, and implementation of a
resident’s habilitation and planning for one of two

; Sample residents. [Residents #2]

i The findings Inciude:

1. The QMRP falled to ensure the maobility |
. Reads of s residents by ensuring the provision or
1 Use of thelr recommended adaptive aquipment,
i [See Federal Deficiency Report Citation W438)

2, The facility - s QMRP fallad to ensure
_ Resident #2 was pravided physical therapy
; intervention as outiined by the attsnding
i orthopedic specialist[Cross Reference Federal
* Deficlency Report Citation W436}

~3. On 12/23/2010 at approximately 11:40 am.,
the day program staff was observed assisting

. Resident #2 as she navigated around her

i environment. Resident #2 walks with an

i unsteady gait.

inferview with the day program ' 3 case manager

. [CM) on the same day at approximately 12:10

{ p.m. revasled the day program convened an

" interdisciplinary team (1DT) meating back on

- 512010 to address her unsteady gait and the need
for one-to-one assistance, According to the CM, !

| 1183

1183

f
|
%
'
i
_{areent |
]
3. The GMRP will submi a one/ one package

Individual #2 Servica Coordinator requesting ||
one/ one selvices.

1. Cross referance W438

2. Croes reference W438

Admi _
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1183 Continued From page 2

their current staffing attotment does not aliow for

- the one-tp-one assistance that Resident #2

. requiras, The CM further added that the IDT

- 3greed Resident #2 should be provided the
additional staffing support to manage her
unsteady gait.

Record review at the day program on the same
, day at epproximstaly 12:15 p.m. confirmed an
. IDT meeting was held on 5/15/2010 to addrees

 the ambulation problems Resident #2 was having

! ot the day program,

interview and record revisw with the facitly’ s
qualified mental retardation professional ({QMRP)
+ on 12/23/2010 at 1:42 p.m. confirmed the IDT
1 had agreed Reskdent #2 shouid be provided with
; oNe-io-one staffing services an 5/18/2010, but as
i of tive date of survey, the one-lo-one staffing was
* still not In place. '

The facility 8 QMRP failed to ensure the timely
* implementation of Resident #2 ' s one-to-one
' s8lvices,

1202 3509.2 PERSONNEL POLICIES

Each staff person shail have a written job
description, which detalls each of his or her major
responsibiiities and duties and supervisory
control, |

: This Statute s not met as evidenced by;
; Basad on recond review and staff interview, the

; group horme for the mentally retarded parson
 {GHMRP) falled to ensure all sialf was provided &

: written job deacription as required by this section, i

: [Statfs #2 and #5]

1183

1202

[}
f

1

-y y ————

The QMRP will ensure that !l staff have a

written Job description signed in thelr personnet
foldars. Inthe future, the QMRP will raview job
descriptions annually with staff and have them |

signod. [eri1]

A — - . v o

Heakh Faguision AGninistration”

STATE FORM

YLLH1 ¥ condinustion shewl % of{
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The finding Includes:

: Record review and intarview with the GHMRP * s
~ qualified mental retardation professionsl {QMRP) I
: 0N 12/23/201) at approximately 3:46 p.m. :
- confirmed two out of tweive staff was without a
written job deacription in their personne! files.

| 203: 3508.3 PERSONNEL POLICIES

! Each supervisor shall discuss the contents of job

' descriptions with each employee at the beginn
_ employment and at bastanmauymua:m?r. e

This Statuts is not met as evidenced by:

» Based on record raview and staff interviaw, the

 group home for the mantally retarded person

* {(GHMRF) failed to ensure two out of twelvs staff
was provided the opportunity fo annually raview
thelr writien Job descriptions as required by this
section. [Staff #2 and #6] .

The finding Includes:

- Record review and interview with the GHMRP ' s

, Qualified mental retardation professional {QMRP)
on 12/23/2010 at approximately 3:45 p.m.

* confirmed two out of iwelve staff was not

| provided the opportunity & review their writlen job
descriptions over the past year.

t

1227, 3510.5(d) STAFF TRAINING

Each training program shall include, but not be
- limitad to, the following:

(d) Emergency procedures Including first aid,
cardiopulmuonary resuscitation (OPR), the
Heaimiich maneuver, disaster plans and fira

FORM APPROV
STATEMENT OF DEFICIENCIES *  {0xy) PROVIDERBUPPUIE £3) DATE SURVEY
AND FLAN OF CORRECTION o IDENTIFICATION HoRE i“’a‘:-::“umm COMPLETED
HED03-0237 5 Wio 12/2312010
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, GiTY, 6TATE, F CODE
COMMUNITY MULT! SERVICES;, INC g:gm*gggg{f
xaw i SUMMARY 8TATEMENT OF DEFICIENCIES HE™ PROVIDER'S PLAN OF CORRECTION )
RE®IX H MUST BE PRECEDED BY ! OPREMX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
PG REGULATORY o LSC OENTIVING NFORMATION) "a CROSSREFERENCED TO THE APPROPRIATE |  DATE
DEFICIENCY) |
1202 Continued From page 3 1202 |

1203 [Crras reference 1202

HeaXh Regulation AGministraiion

STATE FORM ' ' - YLLH#H

¥ continuation sheal 4 of |



15889287 10:37:36a.m.  01-13-2011 12/12
PRINTED: 01/06/2011
M FORM APPROVED
T ROVIDRR/BLIPPLIER/CLIA DATE SURVEY
A AN Op T DEFCIENCES oty e _ ::)u MULTIPLE CONBTRUCTION D) OATE S
HFD03-0237 g 121292010
NAMEDFPRUHDERORSWFLER STREEY ADORESS, CITY, STATE, 2IP CODE
COMMUNITY MULT] SERVICES, INC WASHINGTON. D6 St
(X4} 1D SUMMARY STATEMENT OF DEFICIENCES "I PROVIDER'S PLAN OF CORRECTION X9
: SHOULD BE
T RSSO e oy | D | M amatachose  wfl
- il -+
1227 Continued From page 4 1227
evacuation piane;
: ' 1. The nursing staff wil provide treining in frst |, [ 775
This Statute Is not met as evidenced by: ald to staff #1, #2 and #3, '
: Based on staff Inerview and record review, the . -
' GHMRPhﬂedbenwmaIMmmmnﬂy
" ceriified to perform first aid treatment and care, 2. Training reccrds will be reviewed quarterly
(Staff #1, #2 and #3) by the QMRP. I 17307114 I
; The finding includes:
: Record review and intervisw with the GHMRP 's
- qualified mental retardation professional {QMRP)
on 12/23/2010 at approximately 3:15 p.m.
confirmed thres out of twelve staff was not i
currently first aid certified,
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