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This re-certification survey was conducted from
May 7, 2008 through May 8, 2008. The survey
was initiated using the fundamental survey
process, however, it was necessary to extend the
survey process under the conditions of
ActiveTreatment and Client Behavmr and Facility
Practlces

- - [
Six female clients, with varying degrees of ] Et_:;
disability, reside in this facility. Three of the six _ )
clients were randomly selected for the sample. - . ' B
The findings of the survey were based on : : :
observations at the group home and two day
programs, interviews with direct care staff in the
residence and the group home, and the review of : 0
the administrative records including the facility's
incident management system.

W 104 | 483.410(a)(1) GOVERNING BODY W 104 ™

The governing body must exercise general policy,
budget, and operating direction over the facility.

This STANDARD is not met as evidenced by:
Based on interviews with direct care staff, and the
review of records, the facility's governing body
failed to provide general operating directions aver
the facility as evidenced by the following:

The finding includes:

1. The goveming body failed to ensure that the - | 1.Cross reference.W189 5/9/08
agency's infection control palicy ahd procedures '
were implemented. [See W454]

2. The governing body failed to ensure thatthe P. The QMRP recieved training frqm
Qualified Mental Retardation Professional Program Director. In the future

LABORATON W1 3 'GNATURE' ) TITLE / (%8), ATE
", B ) ) :',"- . -
/Ji 4-'4_! LA e 53 A LA A A A i ) 5 ‘30

el ef iciency statement endmg with an asterisk (*) denotes a deficiency whlch ﬁe institution may be excused from correctmg prov:dum is dete%med that
ath&r safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
follawing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days following the dafe these documents are made available to the facmty If deficienciés are cited, an approved plan of correction is requ:sue fo continued -
program participation.
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 effective. [See W154]

"This STANDARD is not met as evidenced by:

-conducted on May 8, 2008 at approximately 12:27

.assessment. -

[ March 25, 2008 revealed that this assessment

Continued From page 1

(QMRP) had been adequately trained to
coordinate services according to each client's
needs. [See W159 ]

3. The goveming body failed to ensure that the
facility's incident management system was

483.410(c)(4) CLIENT RECORDS

Any individual who makes an entry in a client's
record must make it legibly, date it, and sign it.

Based on interview and record review, the facility
failed to ensure the annual seif-medication
assessments were signed by the nurse for two of
three clients included in the sample.

(Clients #1 and #3)

The findings include:
1. Review of Client #1's médical records

PM revealed a self-medication assessment dated
March 25, 2008 revealed that this assessment
had not been and dated by the nurse. Interview
with the facility's Registered Nurse (RN) on the
same day at 2:30 PM revealed her
acknowledgement that she was the responsible
person for signing and dating the self-medication

2. Review of Client #3's medical records _
conducted on May 8, 2008 at approximately 11:20
PM revealed a self-medication assessment dated

had not been and dated by the nurse. Interview
with the facility's Registered Nurse (RN) on the

W 104 the QMRP will meet w/Program

Director for menthly training.

3. Cross reference W154

W 114

Cross reference W331

5/19/08

'5/12/08

5/30/08
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W 114 | Continued From page 2
same day at 2:33 PM revealed her’
acknowledgement that she was the responsible
person for signing and dating the self-medication
, assessment. C

W 153 | 483.420(d)(2) STAFF TREATMENT OF
CLIENTS ' '

' The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as

| Injuries of unknown source, are reported

immediately to the administrator or to other

officials in accordance with State law through

established procedures.

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
facility failed to ensure that all injuries of unknown
origin and serious unusual incidents were
reported immediately to the governmental
agencies as required by DC regulation (22 DCMR
Chapter 35 Section 3519.10) : .

The findings include:

- The review of the facility's unusual incident
reports and interview with the Qualified Mental
Retardation Professional (QMRP) on May 8, 2008
at 1:30 PM, revealed the facility failed to report
the following incident(s) to the governmental
agency: '

' An unusual incident report, dated February 12,
2008 Client #2 was observed with a laceration of
unknown origin an her right leg.

W 154 | 483.420(d)(3) STAFF TREATMENT OF

. | CLIENTS

The facility must have evidence that all alleged

W 114

W 153| The incident report for Client
#2 was submitted to HRA on
02/14/08; however.in the future]
all incidents that occur will
be reported to' the goverflmei;tal
agencies within 24-hours or the |

next business day. : |5/14/08

W 154
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W 154 | Continued From page 3 W 154 (The investigation for Client #2's5.
violations are thoroughly investigated. linjury was completed by residential
managetr. - 5/12/08
This STANDARD is fiot met as evidenced by:
Based on interview and record review the facility
failed to ensure all unusual incidences of injuries
of unknown origin were thoroughly investigated.
The findings include:
The facility failed to ensure that Client #2's injury
of unknown origin (laceration to the right leg) was
investigated. [See W153] : _
W 159 | 483.430(a) QUALIFIED MENTAL W 159|1. The QMRP met with the IDT teamn
‘ RETARDATION PROFESSIONAL to discuss Client #1's new behavior
o of refusing to attend the Day
_Each client's actlye treatment program must be Prbgram. T the future, the QMRP
integrated, coordinated and monitored by a
qualified mental retardation professional. will schedule a cage conference
: ' whenever a mew behavior is exhibs
ited by any of the individuals. |5/15/08"

This STANDARD is not met as evidenced by:
Based on interviews with the Qualified Mental
Retardation Professional (QMRP) and record
review, the QMRP failed 10 ensure integration,
coordination and monitoring of client's active
treatment reg:men

The findings include:

1. The facility's QMRP failed to ensure that Cllent
#1's needs were met as evidenced below:

Interview with the QMRP on May 7, 2008 at
approximately 3:45 PM revealed that Client #1
had a new behavior of refusing instructions and
non-compliance to directives which had become
a barrier to her active treatment and medical
services. In the past three months, according to
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.Reportedly, interview and record review revealed

| 490 mg BID), however, Clent #1's refusals

the QMRP, this behavior had increased.

the only intervention to address this behavior was
an increase of the client’s psychotropic
medication (Topamax 300 mg BID to Topamax

continued to increase after the medication
increase.

The medical records, behavior support
documentation, and Human Rights Committee
minutes did not evidence that the QMRP had
informed the Interdisciplinary Team of the
emergerice of Client's #1's new behavior.

2. The facility's QMRP failed to ensure that Client
#1 was provided consistent day program active
treatment services as evidenced helow;

On May 8, 2008 at approximately 10:10 AM
interview with the day program case manager -
revealed that Client #1 had not been in
attendance at the day program from the period
May 5th through May 7th. Further interview

revealed that the day program had not. been
notified as to reason the client had not been
attending the day program. Reportediy, the client
regularly attends the day program a total of
twenty days per month,

Review of the Client #1's day program Individual
Program Plan documentation confirmed that
Client #1 had missed a large percentage of her
day program active treatment for the past three
months as evidenced below:

April missed over 50%
attendance

11 days

CMSs' )
: _ - WASHINGTON, DC 20011 ‘
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (xs)
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W 159 | Continued From page 4 W 159

2. The QMRP will imstruct the 141
staff of Client #1 to document
when she refuses to go to the
day program. The QMRP will monitor
to endure that any future behavior. s
changes are documented. 5/16/08
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Continued From page 5

| February 7 days missed over 25%

‘leave the group home to go to the day program.

interventions.

1t should be further noted that the QMRP was

| program.

| employee had been provided with adequate

March 7 days missed over 25%
attendance ’

attendance

On May 8, 2008 at 2:30 PM, interview with the
Qualified Mental Retardation Professional )
(QMRP) revealed that Client #1 was refusing to
get off the van on several occasion when arriving
af the day program and Client #1 was refusing ta.

According to the QMRP this was a new behavior
which had increased in the last three months.
Further interview with QMRP revealed that the
client had some changes in her medication
regimen.. Reportedly the QMRP revealed that the
client was refusing to eat and to got to medical
appointment as well. The QMRP further indicated
that the IDT team had not been made aware that
Client #1's refusal of instructions and
non-compliance behavior was becoming a barrier
to her receiving consistent active treatment

unable to provide consistent behavior data on the
client refusals and/or an alternative activity
schedule for Client #1. when she refuses to go to
her day program.

There was no evidence that the QMRP had

informed the interdisciplinary team (1DT) of the
client's new behavior of refusals to attend the day

3. The QMRP failed to ensure that each

W 159

3. Cross reference W189

5/9/08
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control practices were implemented in
accordance with the agency policy and
procedures. (See W454)

2. The facility failed to ensure that the direct care
staff implemented Client #1's BSP as evidenced

cMS WASHINGTON, DG 20011
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 0x5)
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W 158 | Continued From page 6 W 159
training that enables the employee to perform his
or her duties effectively, efficiently and
competently. [See to W189]
4. The QMRP failed fo ensure that an alternative | 4. A d—é.y pro,gi:ém schedule was
schedule of activities was established for Client implemented for Client #1 when
#1. [See W250] _ she refuses to go to the day :
5. The QMRP failed to ensure that Client #1's program. 5/16/08
new behaviors was assessed. [See W212] 3. A functional analYSiS was
. ) ‘ conducted. by behavioral specialist
6. The QMRP failed to ensure that incidents of to a_ddq:g,ss. Client #1's new behavior
unknown origin were investigated according to of refusing to attend the -day
| the agency's policies. [See W154] program. : 5/20/08
W 189 483.430(e)(1) STAFF TRAINING PROGRAM W 189
The faéility must provide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectwely,
efficiently, and competently.
This STANDARD is not met as evidenced by:
Based on observation, staff interview and recard
review, the facility failed to ensure that each
employee had been provided with adequate
training that enables the employee to perform his.
or her duties effectively, efficiently and
competently.
The findings include:
1. The fagcility staff failed to ensure that infection 1. The staff recieved infection | . .
control training by RN. 5/9/08
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W 189 | Continued From page 7 W 189 :
b:Igvlv- oM PR 2. The staff will recieve BSP -
. _ | training by behavior specialist
On May 7, 2008 at approximately 6:03 P\, | in order to emsure proper imple- - y
- observation of the meal and interview with the mentation of BSP. 6/6/08
QMRP revealed that Client #1 has a rumination The mutritionist will revise
behavior. Further observation of the meal ey mmendati for Client#l.
revealed that the QMRP removed the client's cup | her. ?:;omﬁ_n ali‘m'i a Iirntake to
from the table prior to Client #1 beginning her resar ng her ~lquid . _ '
meal. At no time throughout the meal did the match that in- C-lient#% s BSP. |
QMRP return the cup of fiuids to the table for the - In the future, QMRP will .communi-
client to have an opportunity to drink. Atthe end | cate quarter]_y w/ consulta.nts tg
Of‘ttl?el[m??': th;:l'qge otntgne staff t;?rovidih()lien_t # o. w sthat all assessments are
with all of her fluids at the same time. The one on|
; i B 28/08
'| one staff commented. " {the client] is ruminating”. consistent with each othex: >/28/
Further interview with the QUMRP who indicated
| that Client#1 had rumination behavior during her,
lunch. Review of the Nutritional Assessment
1/3/08 recommended as part of the nutritional
intervention plan, Client #1 was to "Sip liquids
between bites to slow eating pace". Additionally,
the nutritionist indicated that providing fluids
throughout the meal would decrease the client's
opportunity for the rumination behavior.
3. The facility staff failed to ensure that direct 3. The staff will recieve training
care staff encouraged Client #1 to use her on Client#1's adaptive equipment
adaptive equipment in accordance wnth her use program by behavior specialist.
_ needs. [See WA436] _ ' 6/6/08
W 212 | 483.440(c)(3)(i) INDIVIDUAL PROGRAM PLAN W 212
The comprehensive functional assessment must
identify the presenting problems and disabilities
.and where possible, thelr causes.
This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure that
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W 212

| Client#1 refused to wear her protective helmet

Continued From page 8

assessments to determine the presenting
problems were conducted for one of three clients |
included in the sample. (Client#1)

The findings include:

1. The facility failed to assess Client #1's new
behavior (refusal of instructions and
non-compliance) to determine it cause and
develop strategies for implementation to address
the behavxors

a) Observations conducted on May 7, 2008
between 1:29 PM and 2:30 PM, Client #1 was
observed not wearing her protective heimet.

after several attempts were made by the House
Manager and direct care staff at 2:28 PM. At 2:31
PM, Client #1 exhibited behaviors of tantruming
and throwing objects onto the floor. Client#1's
1:1 staff placed the protective helmet onto her
head after she calmed down.

interview with the direct care staff and the house
rmanager on May 7th and on May 8th revealed
that the client often refused to wear her protective
helmet. Reportedly, after much coercing the
client will reluctantly allow the staff to place the
helmet on her head.

Rev;ew of Cllent #1's Behavior Support Plan
dated 11/27/07 confirmed that the client
frequently refused to wear the protective helmet.
The Client #1's current Physician's Orders (PO's)
dated May 2008 prescribed the “protective
helmet to be worn during waking hours™.

There was no evidence that the client's

W 212

Cross reference W159 -

5/15/08
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noncompliance had been assessed or addressed
by the [nterdisciplinary team.

b) On May 8, 2008 at 2:30 PM, interview with the
Qualified Mental Retardation Professional
(QMRP) revealed that Client #1 refuses to get off |
the van when at the day program on several
occasions and refusing to leave the group home
to go to the day program. According to the
QMRP this was a new behavior which had
increased significantly in the past three months.
Further interview with QVIRP revealed that the
client medication regimen had been changed and
it was not clear if this may have been one of the
contributing factors to her refusal to attend the
day program. '

According to the QMRP, the IDT has not met to
address the client non-complaint/refusal behavior
which have significantly increased in April. The
records revealed that the client had missed 11 out
of twenty days from her day program.

.| The QMRP further indicated that the IDT team
had not been made aware that Client #1's new
behavior of refusal and non-compliance and that
the behavior was a barrier to her receiving
consistent active treatment interventions and
scheduled medical consultations.

1 ©) Interview with the House Manager and QMRP
on May 8, 2008 at approximately 3:45 PM reveal
that Client #1 refusedto wear her eye glasses.
Further interview with the QMRP indicated that
the client's eye glasses were misplaced.Interview
with the direct care staff confirmed that Client #1
consistently refused to wear her eye glasses.
There was no evidence that the Interdisciplinary
team addressed the client's refusal to wear her
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eye glasses.

interview with the QMRP on May 7, 2008 at
approximately 3:45 PM revealed that Client #1-
had a new behavior of refusing instructions and
non-compliance to directives which had become
a barrier to her aclive treaiment and medical
services. In the past three months, according to
the QMRP, this behavior had increased
significantly. Reportedly, interview and record
review revealed the only intervention fo address
this behavior was an increase of the client's
psychotropic medication (Topamax 300 mg BID
to Topamax 400 mg BID); however, Client #1's
refusals continued to increase after the
medication increase. ’ .

W 250 | 483.440(d)(2) PROGRAM IMPLEMENTATION W 250| Cross reference W159 X 5/16/08

The facility must develop an active treatment
schedule that outlines the current active treatment
program and that is readlly available for review by
| relevant staff.

This STANDARD is not met as evidenced by:
Based on interviews and record review, the facility
failed to develop an active treatment schedule
that outlines current active treatment program
when clients are home from the day program for
one of the three clients included the sample.
(Client #1)

The finding includes:

"On May 8, 2008 at 2:30 PM, interview with the
Qualified Mental Retardation Professional
(QMRP) revealed that Client #1 refuses to get off
the van when at the day program on several
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-1 encourage to participate in a variety of activities.

significantly increased in April and she has

Continued From page 11

occasions and refusing to leave the group home
to go to the day program. According to the
QMRP this was a new behavior which had
increased significantly in the past three months.
Further interview with QMRP revealed that the
client medication regimen had been changed and
it was not clear if this may have been one of the
contributing factors to her refusal to attend the
day program. Reportedly the QMRP revealed
that the client was refusing to eat on occasion
and to got to medical appointment as well.

Later on May 8, 2008 at approximately 3:15 PM,.
according to the house manager and QMRP the
days in which the client refuses to go to the day
program and remains at the group home, she is

However, Client #1 refuses all other activities
except for her favorite blocks. The QMRP was
asked to provide documentation of the program
attempts and the list of the activities, however,
was unable to provided any supportive
documentation of her efforts. The QMRP further
indicated that there is no formal alternative
schedule of activities in place when Client #1
refuse to 'go to the day program. According to the
QMRP, the IDT has not met to address the client .
non-complaint/refusal behavior which have

missed 11 out of twenty days from her day
program. .
482.460(a)(3)(iii) PHYSICIAN SERVICES

The facility must provide or obtain annual physical
examinations of each client that at a minimum
includes routine screening laboratory :
examinations as determined necessary by the
physician.
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| as determined necessary by the physician for one

| the facility's Registered Nurse (RN) revealed that

Continued From page 12

This STANDARD is not met-as evidenced by:
Based on interview and record verification, the.
facility failed to provide routine laboratory testing.

of the three clients in the sample. (Client #3)
The finding includes: l

The facilily failed to ensure that Client #3 obtained
laboratory studies as prescribed by the
physician's orders as evidence below:

Review of Clierit #3's physician orders dated May
2008 reviewed on May 8, 2008 at approximately
11:20 AM revealed an order for laboratory studies
to include Digoxin levels every three months.
Record verification indicated that the client
received labs on April 22, 2008 and November 2,
2007. The next time Client #3 received labs was
in 2006 according to the records. Interview with

she would have to check with the the Director of
Nursing for the other labs. At the end of the
survey, there was no other labs given to the
SUrveyors. _ :

483.460(c) NURSING SERVICES

The facllity must provide clients with nursing
services in accordance with their needs,

This STANDARD is not met as evidenced by:
Based on interview and record review the facility
failed to ensure nursing services in accordance
with the needs of three of three clients included in
the sample. (Client #1, #2 and #3 ) '

The findings include

W 325 The primary nurse will check the
physician order sheet momthly to
ensure ordered lab test are com—|
pléteds The Birector -of Nursing
will make +the” schedule for perio—-

dic lab tests. ’ _ 5/30/08

W 331
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1. The facility’s nursing service failed to ensure _ -7 | 1.Cross reference W189 - 5/8/08

that direct care staff implemented the infection
control practices in accordance with the agency's
policy. [See W454] :

2. On May 8, 2008 at approximately 2:15 PM, | 2.The primary nurse will review

interview with the Registered Nurse (RN) and - | the physieian order sheet to
reéview of the Health Management Care Plan ‘ include the use of any. adapt:u.ve

(HMCP) dated January 8, 2008 revealed that equlpmeut. ‘ 5/30/08

Ciient #1 was visual impaired and was encourage
to use protective glasses.  According to the
Registered Nurse (RN) who developed the
HMCP, she was unsure to the purpose for the .
use of Client#1's eye glasses. Review of the
Physician's Orders May 2008 failed to include the
client's use of the protective glasses.

3.. The facility's nursing staff failed to ensure that 3.The self-medication assessment

annual self-medication assessments were signed wkll be reviewed and signed by
by the nurse. [See W114] the primary nurse. 5/30/08
W 436 | 483.470(g){(2) SPACE AND EQUIPMENT . W 436/ -

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed -
choices about the use of dentures, eyeglasses,
‘hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.

This STANDARD is not met @s evidenced by:
Based on observation, interview and record
review, the facility failed to teach clients to-use
and make informed choices about the use of their
adaptive equipment for one of three clients

| included in the sample. (Client #1)
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The findings include:

The facility failed to ensure that Client #1 was Cross reference W189 ' 5/9/08
provided instruction/training in the use of their :
adaptive equipment in accordance with the
client's needs. For example:

1. Observations conducted on May 7, 2008
between 1:29 PM and 2:30 PM, Client #1 was
observed not wearing her protective helmet.
Client #1 refused to wear her protective helmet
after several attempts to encourage her 1o do so
was made by the House Manager and direct care
staff. At2:31 PM, Client #1 exhibited behaviors
of tantruming and throwing ohjects onto the floor,
Client #1's 1:1 staff placed the protective helmet
onto her head -after she calmed down.

Ihterview with the direct care staff and the house
manager on May 7th and May 8th revealed that
the client often refuses to wear her protective
helmet. According to staff, the client requires
much coercing before the client would allow the
staff fo put on her helmet.

Review of Client #1's current Physician's Orders
(PQ's) dated May 2008 revealed under safety
orders, "protective helmet to be worn during
waking hours"™. There was no evidence that the
client was taught the use and take care of her
helmet.

2. interview with the House Manager and QMRP
on May 8, 2008 at approximately 3:45 PM -
revealed that Client #1 refused to wear her eye
glasses. Further interview with the QMRP
revealed that she had not seen her eye glasses
for a while.
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Interview with the direct care staff confirm thaft on
a regular basis Client #1 refused to wear her eye
dlasses. Interview with the house manager
revealed that she was unaware of the location of
Client #1's eye glasses. Interview with the QMRP
at approximately 4:00 PM revealed that she had
discovered Client #1's eye glasses broken in her
back pack. Itis unclear of the length of time
Client #1's glasses'were in her back pack broken.

Review of the Health Management Care Plan
(HMCP) dated January 8, 2008 revealed that
Client #1 was visual impaired and the HMCP risk
procedures included "encourage use of protective
- | glasses”. ‘ .
W 454 | 483 470(1)(1) INFECTION CONTROL ' W 454 | Cross. reference W189 5/9/08

The facility must provide a sanitary environment
1o avoid sources and transmission of infections.

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facility failed to maintain a sanitary environment to
avoid sources and transmission of infection.

The finding includes: '

QObservation on May 7, 2008 at approximately
5:31 PM revealed that Client #6 was setting the
table with each client silverware. At each attempt
to place the silverware on the table, the client was
observed to place her hand over her mouth and
then pick up a utensil and place it on the table.
Observation on the May 8, 2008 at approximately
5:45 PM, Client #6 was observed to wipe her
mouth and nose while placing utensils on the

| table. At no time was the direct care staff
observed to encourage the client to was her
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1000, INITIAL COMMENTS ' 1 000

This licensure survey was conducted from May 7,
2008 through May 8, 2008. The survey was
initiated using the fundamental survey process,
however, it was necessary to extend the survey
process under the conditions of ActiveTreatment
and Client. Behavior and Faclility Practices.

Six female clients, with varying degrees of
disability, reside in this facility. Three of the six
clients were randomly -selected.for the sample.
The findings of the survey were based on
observations at the group home and two day
programs, interviews with direct care staff in the
residence and the group home, and the review of
the administrative records including the facility's
incident management system.

1090| 3504.1 HOUSEKEEPING o 1 090

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of o
accumnulations of dirt, rubbish, and objectionable , _
odors. : ‘"The exhaust fan over the kitchern o
stove will be repairéd. 6/30/08}

This Statute is not met as evidenced by:

Based on observation, the GHMRP failed to
ensure the interior and exterior of the GHMRP
was maintained in a safe, clean, orderly,
attractive, and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable
odors. '

The finding includes:

Observations of the GHMRP 's environment on
5/8/08 beginning at 2:30 PM revealed the exhaust

fan over the kitchen stove was not working.
) )
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! 161| 3507.2 POLICIES AND PROCEDURES | I 161
The:manual shall be approved by the governing The policy and procedures manual
body of the GHMRP and shall be reviewed at * will be reviewed and updated. In .
least annually. ' .. |the future, the policy and procem~
dures manual will be reviewed .
This Statute is not met as evidenced by: anmually. : : 6/15/08
Based on interview and record review, the ’
GHMRP governing body fziled to review its
policies and procedures annually.
The finding includes:
‘Review of the policy and procedures manual on
May 8, 2007 faited to provide evidence that the
agency's policy manual had not been reviewed
and approved annually by the governing body as
required. The last noted date for review was in
2006.
1203 3509.3 PERSONNEL POLICIES 1203
Each supervisor shall discuss the contents of job | - The direct care staff(TT) has a
descriptions with each employee at the beginning currvent and signed job. descriptipn
employment and at least annuaily thereafter. | contract’ in personnel folder. 5/18/08f
This.Statute is not met as evidenced by: The QMRP hé.s. a current and signed . -
Based on record review, the GHMRP failed to job description contract in per- .
have on file for review current job descnptlons for sonnel folder. ' . 5/14/08
all employees annually.
The ﬁnding‘includes: _
Review of the personnel files conducted on _ The ngsedb{e‘m:g:r ha‘?’ a_ current
5/8/08 revealed that GHMRP failed to provide and signed job description
evidence of current signed job descriptions for contract in pexrsonnel folder. - | 5/19/08
one direct care staff, the House Manager, and the - ’
Qualified Mental Retardation Professional. (TT)
Health Regulation Administration

STATE FORM : - gREs 6VBO11 : If continuation sheet 2 of 11




I —— I — — S

Fronm: ' To: 2024429430 05/31/2008 00:30 #0382 P.021/029
PRINTED: 05/20/2008
FORM AFPPROVED
STATEMENT OF DEFICIENCIES' 1) PROVI PLER/CLIA {X3) DATE SURVEY
AND PLAN OF CORREGTION &N ]DENHEE)F;\I%%% NUMBER: 2 MULT]PLE CONSTRUCTION : COMPLETED
‘ 8 A. BUILDING
B. WING
, ) 09G062 ) 05/08/2008 -
NAME OF PROVIDER OR SUPPLIER ] STREET ADDRESS, CITY, STATE, ZIP CODE
CMs _ ' o 6300 9TH STREET NW
MS ' ‘ WASHINGTON, DG 20011
M R SUMMARY STATEMENT OF DEFICIENCIES ‘D PROVIDER'S PLAN OF CORRECTION )
PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
1 206 | Continued From page 2 - 1206
| 206| 3509.6 PERSONNEL POLICIES | 1 206

Each employee, prior to employment and
annually thereafter, shall provide a physician ' s
certification that a health inventory has been
performed and that the employee ' s health status
would allow him or her to perform the required
duties.

 This Statute is not met as evideneed by:
Based on interview and record review, the
GHMRP failed to ensure that each employee, .
prior to employment and annually thereafter,
provided evidence of a physician's certification
that documented a health inventory had been
performed and that the employee's health status
would allow him or her to perform their required

duties. ' :
The findings include:

Interview with the QMRP and review of the
GHMRP's personnel files on 5/8/08 revealed the
GHMREP failed to provide evidence that current
health certificates were on file one direct care
staff. (RG)

1222 3510.3 STAFF TRAINING = 1222

There shall be confinuous, ongoing in-service
training programs scheduded for all personnel.

This Statute is not met as evidenced by:

Based on observations, interview and record
verification, the GHMRP failed to ensure
continuous, ongoing in-service training programs
were conducted for all personnel.

The direct care sta-a.f-f_(RG) has 3
current health certificate in
her personnel folder. Im the

future, .dates will be legible om

all documentation.

Cross. reference W189

5/8/08

5/9/08 -
6/6/08

Health Regulation Administration
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The finding includes:

See Federal Deficiency Report Citation W182

35614.2 RESIDENT RECORDS

Each record shall be kept current, dated, and
signed by each individual who makes an entry.

This Statute is not met as evidenced by:
Based on interview, and record review the
GHMRP failed to ensure each clients records
were kept current.

The ﬁn_ding includes:

(See Federal Deficiency Citation W114)

3519.10 EMERGENCIES

In addition to the reporting requirement in 3519.5,

| each GHMRP shall notify the Department of

Health, Health Facilities Division of any other
unusual incident or event which substaritially
interferes with a resident '.s health, welfare, living
arrangement, well being or in any other way
places the resident at risk. Such notification shall
be made by telephone immediately and shall be
followed up by written notification within
twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by:

Based on observations, staff interview and record
review, the Group Home for Mentally Retarded
Persons (GHMRP) failed to report to its
administrator and to govermnmental officials the

I

1

222

291

379

Cross reference W331.

Cross reference WIL533 & W154

'5/30/08

5/14/08
5/12/08
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Continued From page 4

mistreatment and notification made to guardians.
The findings include:

See Federal Deficiency Report Citation - Citation
W153, and W154

3520.2(¢) PROFESSION SERVICES: GENERAL
PROVISIONS _- :

Each GHMRP shall have available qualified
professional staff to carry out and monitor
necessary professional interventions, in
accordance with the goals and objectives of every
individual habilitation plan, as determined to be
necessary by the interdisciplinary team. The
professional services may include, but not be
limited. to; those services provided by individuals
trained, qualified, and licensed as required by
District of Columbia law in the following
disciplines or areas of services:

(e) Nursing;

| This Statute is not met as evidenced by:

.Based on interview and record review the
GHMRP failed to ensure nursing services in
accordance with the needs of three of three
clients included in the sample. (Resident #1, #2
and #3)

The findings include

1. The facility's nursing service failed to ensure
that direct care staff implemented the infection
control practices in accordance with the agency's
policy. [See W454]

2. On May 8, 2008 at approximately 2:15 PM,
interview with the Registered Nurse (RN) and

1379

1395

1.Cross reference W1.89

2. Cross reference W33l
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Continued From page 5

review of the Health Management Care Plan
(HMCP) dated January 8, 2008 revealed that
Resident #1 was visual impaired and was
encourage to use protective glasses. According
to the Registered Nurse (RN) who developed the
HMCP, she was unsure to the purpose for the
use of Resident #1's eye glasses. Review of the
Physician’s Orders May 2008 failed o include
the client's use of the protective glasses. [See
W331 and WA436]

3. The facility's nursing staff failed to ensure that
annual self-medication assessments were signed
by the nurse. [See W114]

3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS ‘

Professlonal services shall include both diagnosis
and evaluation, including identification of
developmental 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 GHMRP failed to ensure that
assessments to determine the presenting
problems were conducted for oné of three
residnets included in the sample. (Resident #1)

The finding includes:

The facility failed to assess Resident #1's new
behavior (refusal of instructions and
non-compliance) to determine it cause and
develop strategies for implementation to address
the behaviors.. [See W212]

305

401

3. Cross reference W33l

Cross reference W159
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1423 3521 4 HABILITATION AND TRAINING 1423

Each GHMRP shall monitor and review each
resident ' s Individual Habilitation Plan on an
ongoing basis to ensure participation of the -
resident and appropriate GHMRP staff in revision
of such Plans whenever necessary. The schedule
for the reviews shall be documented within each
IHP. '

This Statute is not met as evidenced by:

Based on interview, and record review, the
Qualified Mental Retardation Professional |
(QMRP) failed to ensure the coordination of
services for one of three residents included in the
sample. (Resident #1)

1 The findings include:

1. The faci]ity's QMREP failed to ensure that ~|1. Cross reference W159 15/15/08
Resident #1's needs were met as evidenced ' _
below: :

Interview with the QMRP on May 7, 2008 at
approximately 3:45 PM revealed that Resident #1
had a new behavior of refusing instructions and
non-compliance to directives which had become
‘| a barrier to her active treatment and medical
services. In the past three months, according to
the QMRP, this behavior had increased. '
Reportedly, interview and record review revealed
the only intervention to address this behavior was
an increase of the client's psychotropic
medication (Topamax 300 mg BID to Topamak
400 mg BID), however, Resident #1's refusals
continued to increase after the medication
increase. '
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The medical records,; behavior support )
documentation, and Human Rights Commiitee
minutes did not evidence that the QMRP had
informed the Interdisciplinary Team of the
emergence of Reszdents #1's new behavior.
2. The facility's QMRP failed to ensure that ‘2. Cross reference W159 | 5/16/08

Resident #1 was provided consistent day
program active treatment services as evidenced
below:

On May 8, 2008 at approximately 10:10 AM

| interview with the day program case manager
revealed that Resident #1 had not been in
attendance at the day program from the period
May 5th through May 7th. Further interview
revealed that the day program had not been
notified as to reason the resident had not been
attending the day program. Reportedly, the
resident regularly attends the day program a total
of twénty days per month.

Review of the Resident #1's day program
Individual Program Plan documentation
confirmed that Resident #1 had missed a large’
percentage of her day program active treatment
for the past three months as evidenced below:

April 11 days missed over 50%
attendance

March 7 days missed over 25%
attendance

February 7 days missed over 25%
aftendance

On May 8, 2008 at 2:30 PM, interview with the
Qualified Mental Retardatlon Professxonal

Health Regulation Administration
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(QMRP) revealed that Resident #1 was refusing
to get off the van on several occasion when
arriving at the day prograrm and Resident #1 was
refusing to leave the group home to go to the day
program. According to'the QMRP this was.a new
behavior which had increased in the last three
months. Further interview with QMRP revealed
that the client had some changes in her,
medication regimen. Reportedly the QMRP
revealed that the client was refusing to eat and to
got to medical appointment as well. The QMRP
further indicated that the IDT team had not been
made aware that Resident #1's refusal of )
instructions and non-compliance behavior was
becoming a barrier to her receiving consistent
active treatment interventions.

It should be further noted that the QMRP was
unable to provide consistent behavior data on the
client refusals and/or an alternative activity
schedule for Resident #1 when she refuses to go
to her day program. :

There was no evidence that the QMRP had
informed the interdisciplinary team (IDT) of the
resident's new behavior of refusals to attend the
day program. '

3. The QMRP failed.to ensure that each " 3. Cross reference W189 5/.9-/0._8
employee had been provided with adequate : " 16/6/08 °
training that enables the employee to perform his ' o '

or her duties effectively, efficiently and
competently. [See to W189]

4. The OMRP failed to ensure that an alternative 4. Cross reference W159 S -5/16/08
schedule of activities was established for
Resident #1. [See W250]

5. Cross reference W159 5/15/08 "

5. The QMRP failed to ensure that Resident #1's
5/20/08

new behaviors was assessed. [See W212]
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6. The QMRP failed to enstre that incidents of 6. Cross reference W154 . | 5/12/08
unknown origin were investigated according to -
the agency's padlicies. [See W154]
1 456 3521.10(b) HABILITATION AND TRAINING | 456 Cross reference WI59. - 5/16/08

Each GHMRPF shall develop an activity schedule
for each resident that includes the following-
unless contraindicated by the resident' s
Individual Habilitation Plan: -

(b) No periods of unscheduled activity that
| extends longer than three (3) continuous hours;

This Statute is not met as evidenced by:
Based on interviews and record review, the
GHMRP failed to develop an active treatment
schedule that outlines current active treatment
program when clients are home from the day
prograrn for one of the three residents included
the sample. (Resident #1)

The finding includes:

On May 8, 2008 at 2:30 PM, interview with the
Qualified Mental Retardation Professional
(QMRP) revealed that Resident #1 refuses to get
off the van when at the day program on several
occasiofs and refusing to leave the group home
‘fo go to the day program. According to the
QMRP this was a new behavior which had
increased significantly in the past three months.
Further-interview with QMRP revealed that the
resident medication regimen had been changed
and it was not clear if this may have been one of
the contributing factors to her refusal to attend
the day program. Reportedly the QMRP revealed
that the client was refusing to eat on occasion
| and to got to medical appointment as well.
Health Regulation Administration .
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Later on May. 8, 2008 at approximately 3:15 PM,
according to the house manager and QMRP the
days in which the client refuses to go to the day
program and remains at the group home, she is
encourage to participate in a variety of activities.
However, Resident #1 refuses all other aclivities
except for her favorite blocks. The QMRP was
asked to provide documentation of the program
attempts and the list of the activities, however,

'was unable to provided any supportive

documentation of her efforts. The QMRP further
indicated that there is no formal alternative
schedule of activities in place when Resident #1
refuse to go to the day pregram. According to the
QMRP, the IDT has not met to address the
resident-non-complaint/refusal behavior which
have significantly increased in April and she has
missed 11 out of twenty days from her day
program. )
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