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An licensure survey was conducted on July 8,
2010. A random sample of two residents was GOVERNMENT oF THE DISTRICT OF COLUMBIA
selected from a population of four females with DEPARTMENT OF HEALTH
various levels of menta! retardation and HEALTH REGULATION ADMINISTRATION
disabilities. 825 NORTH CAPITOL 5T NE. 2ND FLOCA
] WASHINGTON, D.c. 20062
i The findings of the survey were based pn
observations at the group home, interviews with
| staff, and the review of clinical and administrative
records inciuding incident reports.
1080 3504.1 HOUSEKEEPING 1090 E ]
cteaier
| The interior and exterior of each GHMRP shall be . o '
maintained in a safe, clean, orderly, attractive, 1 Sade walk {o 74 / < / 10
and sanitary manner and be fres of .
accumulations of dirl, rubbish, and objectionable 2vdRa s e, wae
odors, .
Mpaiaed .
|
This Statute is not met as evidenced by.
Baeed on observation and interview, the Group
Haome for Mentally Retarded Person (GHMR P)
failed to maintained the interior and exterior of the
facility in a safe, clean, Qrderly, attractive, and
sanitary manner, for four of the four residents
| residing in the facikity. (Residents #1,#2, %3, and
#4)
The findings include:
Observation and interview with the facility's
House Manager (HM) on July 9, 2010, beginning
at 12:30 p.m. revealed ths following:
! Exterior:
1. The sidewalk to the entrance ofAhe facliity is
elevated, g pozsible‘bip hu?ard. AT
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080 | Continued From page 1 1080 Tl
pag d'wﬁ/u, LAt
interior: 1 Ras it Fm 0(/00‘( (5/5}(0
1. In the basement the patio door is off the track ALp laced .
therefore, the door will not close property. . .
2. PW LW«-&]MO’LV» 9/5 IIO
: 2. In the living room ceiling there were water . .
stains and blistering, D%JJ/M%)
2. Yesudeds %4 Led - |gfs)io
3. Resident #4's bedroom window is stuck open l/LﬂMd,lﬂAf s
theraby not aliowing the air-condition to work ] “
properly. The temperature reading in the ' )
bedroom was 78 degrees, ALp oo ol
_ . b c
4. Resident #3's bathroom had several fioor tiles t. Zesicest ®3 Setln vom £/> [ 0

missing. -,uom 'l"*—le ALF[&L.&.DE .

These deficiencies were acknowledged by the
HM at the conciusion of the environmental

inspection.

1401 3520.3 PROFESSION SERVICES: GENERAL 1401
PROVISIONS

Professional services shall inciude both diagnosis
and evaiuation, including identification of
deveicpmental levels and needs, treatment

| services, and services designed to prevent
deterioration or further loss of function by the
resident.

This Statute is not met as evidenced by:

Based on observation, interview, and record
review, the group home for persons with mental
retardation (GHMRP) failed 10 ensure
professional services included timely diagnostic,
evaluation, and treatment services 0 prevent
Health Regutation Adminkstration
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Continued From page 2 L Upen npanein— ) g/g/m
deterioration or further loss pf functipning, for two ~Aondiala
| of the two sampied residents. (Resident #1 and . \
) avunces ald pewrice |
: sviders foere Cont ciLCh
! The findings includes; ?A 4,
aud. pasearanfs o
1. During the snirance confsrence on July 9, ——
2010, beginning at 8:45 a.m., the house manager L&( l)«&,{.{)]mge N Ll
(HM) stated that Resident #1 was admitted to the .
: facility in January 2010. Review of the resident's : /
record confimed that the resident was admitted ‘F/L“ with DS [srner
to the facility on January 22, 2010, Further ’
review revealed the resédent‘s ISP meeting was (' ) &iwta)( M M Ao Lo[lf -
heid on Janvary 8, 2010. The ISP recommended
the foilowing. services once the resident move to W Q) {g S f M
a iesser restrictive environment . )
- Behavior Support Diagnostic assessment; W D ' QC{(”"’ > 1(‘ «
- Speech and Language assessment: M.LQ/M W/uf AL QMM et
#10
| - Occupational Therapy assessment; Aations Lo [/‘MM
Physical Therapy assessment, and mm%ﬁ"&""f
- Physical Therapy assessment: an i
e ) wastosmmnct . Aetdihoglhy,
- Nutritional agsessmen . _
et
Record review on July 9, 2010, at approximately P"l 7 j}ﬁfwu M ol mC{
11:00 a.m., revealed a diagnostic assessment ‘ e
dated March 19, 2010. The disgnostic At~ Wonnen et
assessment recommended the resident would An ,‘(
» benefit from a behavior support plan (BSP} in 1)1“ 1 L"( {D Crstinr
order to develop and improve her general coping :
skillg and reduca incidents of malad M WAAAMN. /}ar[.?a'ﬁh
behaviors. The BSP should be deveioped, {/ -
implemented, monitored and rendered on a a1l éu’-) ed .
weekly basis. Fyrther necord revealed no
evidence of a BSP.
Health Regulation Administration
STATE FORM .y 004811 ¥ conlinustion sheet 3of 14




STATEMENT OF DEFICIENCES
AND PLAN OF CORRECTION

PRINTED: 07/23/2010
FORM APPROVED

iX1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HFD12-0029

B. WING

(X2) MULTIPLE CONSTRUCTION
A BUILDING

{X3) DATE SURVEY
COMPLETED

07/09/2010

HAME OF PROVIDER OR SUPPLER
WARD & WARD

STREET ADDRESS, CITY, STATE, ZIP GOOE

806 FLORAL PL, NW
WASHINGTON, DC 20012

(X#) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED EY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

{
CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF GORRECTION

(X5)
ACTION SHOULD BE

DATE
DEFICIENCY)

1 401

Continued From page 3

Interview with the qualified mental retardation
professional (QMRP) and HM on July 8, 2010, at
approximately 11:50 a.m., confirned that
Resident #1 did not have a BSP developed as
recommended diagnostic assessment.

According to the record there wers no
occupational therapy asssssment, physical
therapy assessmant, nutritional assessment or
speech and language assessment

! Interview with the qualified mental retardation

professional (QMRP) on July 8, 2010, at
approximately 11:30 a.m., confirmed that
Resident #1 did not have the following
assessment completed. However she would
contact sach consulktant and schedule the

aforementionad assessments.

2. During the entrance conference on July 8,
2010,beginning at 8:45 a.m., the hoyss manager
(HM) stated that Resident #2 was admitted {o the
facility in January 2010. Review of the resident’s
record confirmed that the resident was admitted
to the facillty on January 22, 2010. Further
review revealed the resident's ISP meeting was
heid on Septermber 21, 2009. The ISP
recommended the following services once the
resident move 1o a lesser restrictive environment:

- Behavior Support Diagnostic assessment;

- Spesch and Language assassment;
- Occupational Therapy asssssment;

, - Physical Therapy assassment; and
; - Nutritional assessment.

1 401

Z,

—y

Py
g‘,p,éa’i!‘-{(:‘ / #1. 3/‘5’/,0
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dated February 15, 2010. The diagnostic
assessment recommended the resident would
benefit from a behavior support plan (BSP) in
order to develop and improve her general coping
skills and reduce incidents of maladaptive
behaviors. The BSP should be developed,
implemented, monitored and rendered ona
weekly besis. Further record reveaied no
avidence of a BSP.

Interview with the qualified mental retardation
professional (QMRP) and HM an July 9, 2010, at
: appraximaiely 1:50 p.m., confirmed that Resident
#2 did not have a BSP develaped as
recommendaed diagnostic assessment

According to the record there was no
occupational therapy assessment, physical
therapy assess ment, nutritional assessment or
spoech and language assassment.

Interview with the qualified mental retardation
professional (QMRP) on July 9, 2010, st
approximately 1:50 p.m., confirmed that Resigent
: #1 did not have the following assessment
completed. However she would contact each
consultant and schedule the aforementioned
assessments,

3. The GHMRP failed to ensure that the health
status was reviewed by the Registersd Nurse
(RN) staff on a quarterly or more frequent basis,
for one of the two residents clients included in the
sample. (Resident #1)

 interview with the faciiity's Licensed Practical
Nurse (LPN) on July 9, 2010, at appraximately
1 10:00 a.m., revealed that the facility's Registered
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Record review on July 9, 2010, at approximately f ﬂ
1:00 p.m., revealad a diagnostic assessment admctiid o Ward 3 wiard,
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Nurse (RN} was responsible for completing
quarterly physical nurging exams. Review of
Client #1's medical record revealed an annual
nursing assessmant dated January 8, 2010,
Further record review revealed that a Quarteny
nursing assessment was compieted on June 30,
| 2010. Further interview with the LPN, on the
same dats, at 10:45 a.m., confirmed that a
quarterly nursing physical examination was not
available in the record.

Thers was no eviience that Resident #1's health
stalus had been reviewed Quarterty by the nursing
staff since her current ISP.

4. The GHMRP failed 10 ensure that residents
who received psychotropic medications and/or
had an Axis diagnosis received an initial
Psychiatric assessment, for two of the two
residents included in the sample. (Residents #
and #2)

a. During the observation of the medication
administration conducted on July 8, 2010, at 5:15
p-M., Resident #1 was adminislereq Seroquel
300 mg and Amaxapine 10D mg. The resident's
| physician order dated July 2010, reflected that
the resident had an Axis | diagnosis of behavior
disorder. It was written that the medication was
prescribed {0 decrease her Maladaplive
behaviors.

Although Residant #1's record identifisd that
Mmonthly psychotropic reviews had been
conducied by the Psychiatrist, there was no
evidence thai resident# 1 had been provided an
iniial comprehensive psychiatric assessment fo
reflect the clinical diagnoses in Support of the use
of the prescribed psychotropic Mmeadications
prescnbed.

®
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Psychialrist, there was no evidence that resident
had been provided an initial comprehensive
psychiatric assessment to reflact the clinical
diagnoses in support of the use of the prescribed
Psychotropic medications prescribed.
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1401| Continued From page 6 1401 B- : e
@ W was aducitted 4 |B-1b-i0
| b- During the observation of the medication WAk s [ 2210

administration conducted on July 8, 2010, at5:18 WM é . : b
P-m., Resident #2 was administered Haloperidol o frﬁl telibele fe Fraadtivn
1 mg and Naitrexone Hydrochipride 25 mg. The : . -
fesident's physician order dated July 2010, M CM?LWI R Clo
refiected that the resident had an Axis | diagnosis - )
of schizophrenia. itwas written that the widle, tla enuce /{ clicaicflt
medication was prescribed to dacrease her -
maladaptive behaviors. o D) -
Although Resident #2's record identified monthly — /—M‘UF
psychotropic reviews had been conducted by the Add LB et ta Aome

5. The GHMRP failed to ensure residents piand | W, MV well rbracy-
received self medication assessments, for wo of 7 /MW -
the two residents included in the sample, s waﬂ 7 Sy/che
(Residents #1 and #2) it aage o)
a. During medication administration obeervation E-le-10. _
on July 8, 2010, at 5:15 p.m., Resident #1 was _ 5 -
pbsarved amiving at the nurse's station and @ A. {,{)d/‘uﬁ( ff WM W B-16-H
obtaining a cup of water from the faycet, - ﬂu,
independently. The registered nurse (RN) was feana wll ﬁ'MPML
observad preparing the resident’s medication and . - ~
» piacinlg the medication cup on the counter top. adicadion, adieds
The client picked up the medication cup and A
consumed her medications independentiy. it , developed
Interview with the RN, after the medication Db /Dc,Hﬂ.P Health
administration, indicated that the resident does .
not participated in a seif medication program. Mﬂ( wﬂmﬂdﬂ MAZI fW
The resident only gets her water, Further . 4 vy
interview revealed that she did not feei safe for fusdents #1 aund 5'7
the resident to obtain her medications g ’.m I
independently. B-It -0, @"" T cfed ] )
Heakth lation Acministration
STATE FORM b 004611 If continuation sheet 7 of 14
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1 410

Review of Resident #1's |PP dated February 17,

| 2010, on July 8, 2010, at 7:30 p.m., revealed np

program goal or Objective for Resident £1 to

| receive Iraining in self medication.

b. During medication administration observation
on July 8, 2010, at 5:18 p.m., Resident #2 was
observed arriving at the rurse's station and the
direct care staff poured the residert acupof
Wwater and placed & on the table. The fegistered
nurse {(RN) was observed preparing the resident's
medication and placing the medication cup on the
counter top. The client picked up the Medication
cup and consumed her medications
independently. interview with the RN, after the
medication administration, Indicated that the

| rasident does not participated in a saif

Medication program. The resident only gets her
water. Further interview revealed that she did not
feel safe for the residen{ to obtain her
medications Independently.

Review of Resident #2's IPP dated Septlember
21,2010, on July 8, 2010, at 7:30 p.m., revealed

no program goal or objective for Resident #2 to
i recelve fralving in self medication.

After the medication administration, the RN
confirmed tha! there was no seif medication
assessments {0 leach the residents to bacome
independently in sef medication administration.

3520.11 PROFESSION SERVICES: GENERAL

PROVISIONS

Each GHMRP shali ensure that when another
agency assumes responsibillty for services io a

resident, a summary of the appropriate record is

| forwarded to that agency.

1410
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| 410| Continued From page 8 1410

. This Stalule is not met as evidenced by:

Based on staff interview and record review, the
Group Home for Mentally Retarded Persons
(GHMRP) failed to ensure an outside selvice

- monitored the healkth and weli-being of resident,
for one of two residents included in the sample.
(Resident #1)

' The finding includes:

Review of Resident #1's medical record on July

: 8, 2010, beginning at 8:00 a.m., reveaied a

| 9ynecology consult dated December 4, 2009,
The consultation sheet recommended that the
receive a mammogram. According 10 the
mammogram consultation sheet the resident had
2 mammogram examination on February 10,
2010. However, there was no evidence on file at
the home at the time of survey 10 substantiate
that there were results of examination.

Interview with the licensed practical nurse (LPN)
on July 9, 2010, at approximataly 8:30 a.m_

| revealed that she would attempt 1o located the

consultation sheet. Approximately 2 hours later,

the LPN could not provide the mammogram
resuits.

The Residence Director shail report any
Irregularities in the resident " s drug regimens to
the prescribing physician,

This Statute is not met as evidenced by:

| Based on observation, staff interview and record
review, the Group for Mentaily Retarded Pargons
(GHMRP) failed to report any irregularities 1o the
; Primary Care Physician (PCP), for one of the two

1473 3522.4 MEDICATIONS 1473

Tleaae {wd attoched Bt
ot oo a ) b /u,lomf
dated Z-Tg—!;hl

At meabe A by GYN
{i@t—oﬂ : MM,W\M
aac 1Wtia sond. hag

bens pebedubed fro
B-l-i0 ar fecomimemded

by aepot .
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residents included in the sample. {Residents #3) A Cﬂﬁ Wl a
The finding includes: 0 UMJ? C)f na ch U’ﬂ , P
During the medication administration ee. Ad rark
observations, on July 8, 2010, at 5:35 p.m, the (s M -) ‘[m . ‘1
medication nurse was observed preparing medication, dus PM ,Mj
Resident #3's medications to include trazodine . i K - .
HCL 50 mg. Reconcifiation of the physician o e deat® 3. Gddihind
orders (POS) dated July 2010, and the . & .
Mmadication chservations, the resident was macdeed # 3 e il
prescribed trazodine HCL 50 mg, by mouth at -
bedtime. Interview with medication nurse, after MO( H&ML Weae (1o adierse
the adminisiration revealed that the resident was - i
scheduled to receive trazodine HCL 50 mg. at Uftets /ade ook
bedime (scheduled time was 5:00 p-m.). She . Fm'h d n W4
further indicated that the medication was "only" a .
fowhoursoaﬂyandshouldnotaffocthorsleep MMAMMA/# ml?—m\
during the night.
There was no evidence that the GHMRP foliowed
the resident's POS as written.
1474] 3522.5 MEDICATIONS 1474
Each GHMRP shall maintain an individyal
medication administration record for ®ach
resident.

This Stalute is not met as evidenced by:

Based on observation, steff interview, and record
review, the Group Home for Mentaily Retarded
Persons (GHMRP) failed to ensure medication
edministration records (MARs) were maintained,
for ane of the four residents residing in the

| facility. (Resident #3)

The finding includes:

l :
. 1. During the medication administration
Health Regulation Administrabion

STATEFORM b 004811 W continuation shest 10 of 14




PRINTED: 07/2%2010

FORM APPROVED
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPUERICUIA X2) MULTIPLE CONSTRUCTIDN {X3) DATE SURVEY
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER: %) COMPLEYED
A BUILDING
B. WING
HFD12-0029 0T/08/2040
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, Z® CODE )
808 FLORAL PL, NW
WARD & WARD WASHINGTON, DC 20012
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (Xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

OCEFICIENCY)

1474| Continued From page 10 | 474 m MM B-z-lo

observalibns, on July 8, 2010, at §:35 p.m,, the .

medication nurse was obsarved preparing MAKR P),o k o }
Resident #3's medications 1 includa: Naproxen : z

375 mg, trazodine HCL 50 mg, Lithium weth KN o fuly 30,2010,
Carbonate 600 mg, Giucosan/CHON 7501600

mg, and Seroquel 400 mg, Reconciliation of the Mag {0 (/“[‘7 w awadadle
physician orders dated July 2010, the MARs and / . ;

the medication observations, at 5:45 p.m., ‘fﬂ Aeir— (‘ﬂ HAL ‘{'MML
revealed that the MARS were signed on July 7, P
2010 (p.m.) and July 8, 2010 (a.m. and p.m). 7 EN was willow
interview with medication nurse, after the )

administration, indicated that when she arived to 9o dﬂ-v, P’w 614:1{( FiA Mﬂ(
administer medication on the evening of Juiy 7, ) - . :

2010, that were MARS available. However she wntf f MI»LM« fo A UM

re-wrote the medications on a blank MAR.

1{-/1% U Poi@,\

At the time of the survey, the GHMRP failed to : ;
maintain MARS for the entire month of Juty 2010 0146 wlh %ﬁﬂ% (4
for Resident #3,
B DL Cocle )
1500 3523.1 RESIDENT'S RIGHTS 1 500

! Each GHMRP residence director shall ensure

that the rights of residents are observed and

protected in accordance with D.C. Law 2-1 37, this

| chapler, and pther applicable District and federal
laws.

This Statute is not met as evidenced by:
Based on observations, interviews and record
reviaw, the Group Home for the Mentaiy

! Retarded Persons (GHMRP) failed to observe
and protact residents' rights in accordance with
Title 7, Chapler 13 of the D.C. Code (formerly
calied D.C. Law 2-137, D.C. Code, Titie 8,
Chapter 18) and other District and federai laws
| that govem the care and rights of persons with
mental retardation, for two of the two rasidents
Health Reguiation Administration
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included in the sample. (Residents #1 and #2) ez awnd PLocis
The finding includes: teaw vl (*e1q P Q;f{_, <|~LL
1. Medication administration cbservation on July DDS tealt aad Lw%w}/
| 8, 2010, at 5:15 p.m., revealed that Resident #1 ‘
received Amoxapine 100 mg and Seroquel., DCHRP Behaworak KJAM'\
Interview with the medication nurse after the ; .
| medication administration indicated that the v (see atfached) fo
resident received the aforementioned medication - : -
for her meladaptive behaviors. A psythotiopie

During the entrance conference on July 8, 2010, i cali oo and o [JWU

8:45 AM, an interview was conducted with the : -

house manager revealed the Resident#1 did not nda vidvals Cortoert

 have the capacity o give informed consent for - -
the use of medications and habilitation services. ‘f’ a2 P 9(7 ch (ﬂl‘M/J‘(- o

Further interview revealed the resident had . . .

invalved family members 10 assist her in decision L-LLQ,AL cz-vﬂ Y ( 2 ) %'-7

making.
P-lL-10.

S

- Review of Resident #1's record on July 8, 2010,
beginning at 8:00 a.m., revealad a diagnostic
assessment dated March 9, 2010, verified the
HM's statement. According to the assessment,
Resident #1 “Is not abie to make independent
decisions conceming her residential or day
Placements. She lacked the cognitive skills
Necessary to understand the implications of such
decisions and therefore cannot give her informed
consent. She lacks the judgment and insight
required to make decisions independentiy. *

Review of the Resident #1's medical recond and
additional interview with the HM on July 8, 2010,
at approximately 10:30 a.m., failed tp provide
evidence that the resident treatment neads,
including the benefits and potential side effects
associated with her medications, and the fAght to
refuse treatment, had been explainad to her

Health Regulation Administration
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and/or a legally authorized representative.

At the time of the survey, the facility failed to
provide evidence that the potential risks involved
in using these Medications, or his right fo refuse
treatment had been explained tc the resident
and/or family member representative.

2. Medication administration observation on July
8, 2010, at 5:18 p.m., revealed that Residant #2
received Halopendo! 1 mg and Revia 25 mg.
Interview with the medication nurse after the
medication administration indicated that the
resident received the aforementioned medication
for her maladaptive behaviors.

During the entrance conference on July 8, 2010,
8:45 AM an interview was conducted with the
house manager revealed the Resident #2 did not
have the capacity to give informed consent for
the use of medications and habilitation sarvices,
Further interview reveaied the resident had
involved family members to assist her in dacision
making.

Review of Resident #2's record on July 8, 2010,
beginning at 11:00 a.m., reveaied a diagnostic
assessment dated February 15, 2010, verified the
HM's statement. According 1o the assessment,
Resident #2 *is not able 1o make independent
decisions conceming her residential or day
placements. She iacked the cognitive skills
necessary {o understand the implications of such
decisions and therefore cannot give her informed
consent. She lacks the judgment and insight
required {o make decisions indepsndently "

Review of the Resident #2's medicai recond and
additional interview with the HM on July 8, 2010,
al approximately 12:30 a.m., failed to provide

500

&

Sex Ta—a’# 1soo®

6-1g-10
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evidence that the resident treatment needs,
including the benefits and potential side effects
associated with her medications, and the right to
| refuse treatment, had been expiained to her
and/or a legally authorized representative.
At the time of the survey, the facility failed 1o
provide evidence that the potential risks involved
In using these medications, or his nght to refuse
treatment had been expiained (o the resident
and/or family member representative,
i
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