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W 000 | INITIAL COMMENTS : W 000 : ‘
A recertification survey was eonducted from May ' .- :
26, 2009 through May 28, 2009. The survey was ’%WQQL ‘Ql;’-leg)'\
initiated using the fundamental survey process. A GOVERNMENT OF THE DISTRICT OF COLUMBIA
random sample of three clients was selected from DEPARTMENT OF HEALTH
a population of six female clients with vatious - HEALTH REGULATION ADMINISTRATION
leveis of mental retardation and disabilities. NORTH CAPITOL ST., N.E., 2ND FLOOR
WASHINGTON, D.C. 20002 .
The findings of the survey was based on
observations at the group home and two day
| programs, interviews with clients and staff, and
the review of clinical and administrative records _
: including incident reports. - : . : '
W 114 | 483.410(c){4) CLIENT RECORDS. . - W 114, A1l nursing assegsments will be
: o o ‘ . o dated and signed before being
Any individual who makes an entry in a clients | : put in the medical records. The.

record must make it legibly, date it, and sign it. QMRP and Pri - Care Rurse will
o ‘ ‘ review anmually" for signatures. | 6/23/09 |
This STANDARD is not met as evidenced by: '
Based on interview and record review, the facility |
falled to ensure that all persons making entries
into the clients’ records were dated, for two of the |
three clients in the sample. (Clients #2 and #3)

The findings include:

1. Review of Client #2's medical record on May
27, 2009 at approximately 2:30 PM revealed a
nursing quarterly assessment which was not
dated. The observation was brought to the
attention of the Registered Nurse on May 28,
2009 at approximately 10:00 AM; who
acknowiedged that the nursing quarterly
assessment was not dated.

2. Review of Client #3's medical record on May
27, 2009 at approximately 4:00 PM revealed a
nursing quarterly assessment which was not

LABOGAJORY DIREGTOR'S OR PRRVJDERIGHEP AR ' ‘ A f’““m |
1_441‘."4‘4" e ' ALY LLLANY . ’ =, : 6 dé 0?

/s _ y
deficiency statement ending with an esterisk (*) denotes a deficiency which the ;‘- itution may be excused from correcting providing Itbg:ﬁrmined gat :
Gther safeguards provide sufficient protection to the patients. (See instriictions.) Ex&épt for nursing homes, the findings stated above are di 90
‘foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of comection is requisite to continued
program participation, : : . :
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| This STANDARD is not met as evidenced by:

‘| would ensure clients were informed of their risks

| thrée clients included in the sample, (Client #2)

Based on observation, staff interview, and record
review, the facility failed to establish a system that

and benéfits of their medication, for one of the

The finding includes:

The facility failed to obtain consents prior to the
use of sedation for medical appointments and/or
to notufy the clients guardian the risks and
benefits of treatments for one of the three clients
included in the sample. (Client #2)

Review of Client #2's physician orders dated May
2009, on May 27, 2009, at approximately 9:00 -
AM revealed the following sedations:

- On January 5, 2009, Client #2 received Ativan 3
mg prior to an ophthalmology appointment;
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. W 114 Continued From page 1 W 114
dated. The observation was brought to the ‘
-attention of the Registered Nurse on May 28,
2009 at approximately 11:00 AM; who
acknowledged that the nursing quartery
assessment was not dated. _ : : , :
w 124 | 483. 420(8)(2) PROTECTION OF CLIENTS W 124| The QMRP will emsure that congen
RIGHT _ is obtained for all medical tr
The facility must ensure the rights of all clients tments, for all indi s fr
‘ ust ensure the rig . - 1ardians of Family memb
Therefore the facility must inform each client, their guard of £ Y memhers-
parent (if the client is a minor), or legal guardian, - The QMEP vill also énsure that
of the client's medical condition, developmental | all sigped consent forms are: ip—
and behavioral status, attendant risks of cluded in the medical records of
treatment, and of the rlght to refuse treatment. each ind:lvidnal. 6/23/09
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W 159

w192

'in the sample [See W212]

-| 3. The QMRP failed 1o ensure each client's

Continued From page 3

Professional (QMRP) falled to coordinate
services, for three of the three clients included i in
the sample. (Clients #1, #2 and #3)

The findings include:

1. The QMRP failed to ensure that assessments
were conducted, for one of three clients rncluded

2. The QMRP falled to ensure that an objective
was developed to address self medication training
program needs identified by the interdisciplinary
team (1DT), for cne of the three clients in the
sample. [See W227] .

individual program plan (IPP) included training in
activities of daily fiving skills in both formal and -
informal setting, for one of the three ciients
included in the sample. [See W242]

4. The QMRP failed to ensure that each client
was provided opportunities to make a chou:e
during snack time. [See W247]

5. The QMRP falled to ensure that as soon as
the interdisciplinary team formulated a client's
individual pregram plan (IPP), each client -
received continuous active treatment services, in
sufficient number and frequency to support the
achievement of the objectives identified in the
IPP, for one of the three clients included in the
sample. [See W249]

483.430(e)(2) STAFF TRAINING PROGRAM

For employees who work with clients, training
must focus on skills and competencies directed
toward clients' health needs.

W 159

1. Cross

Cross refeteneg w227

" Cross

4. Cross reference W247

5. Cross reference W249

W 192

reference W214 and W212

reference W227 and W242

6/23/09

6/23109,'
6/23/09 -

6/23/09

6/23/09
& 7/8/09
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This STANDARD is not met as evidenced by: All staff were trained by the
Based on observation, staff interview and record mutritionist on food portioms,
review, the facility failed to ensure e_mployees food consistency, substitution,
demonstrated competency in following the menu and Foll th The QMRE
as posted, for six of the six client's included in the _ ollowing the memus.
sample. (Clients #1, #2, #3, #4, #5, and #6) will ensure that staff contimue
' - . ' to recelve ongoing training on’
The finding includes: ' ‘ mitrition/ meal protocol quarterxly.
On May 26, 2009, at 5:10 PM, Clients #1, #2, #3, 6/12/09
#4, #5, and #6 were served chicken, sweet
potatoes, salad, milk and water. Inquiry was
made to the direct care staff, after the dinner
about dessert and to review the menu. The
posted menu called for baked ziti with italian
sausage; broccoli, wheat bread, margarine, milk
and applesfapple crisp. Interview with the
Qualified Mental Retardation Professional
(QMRP) on May 26, 2009 at approximately 7:20
PM indicated that the staff failed to prepare the
_ | posted menu items for the clients dinner, "I wilt
.{ have to speak to the staff that prepared the
dinner." An inspection was made at 7:40 PM and
revealed that the items posted on the menu were
available in the facility.
There was no evidence that the direct care staff _
followed the menu as prescribed. _ :
W 214 | 483.440(c)(3)(il)) INDIVIDUAL PROGRAM PLAN W 214|A case conflereace was held with
1 ‘ : . |(Client #1's IDT on 5/13/09. The
The comprehensive functional assessment must behavior specialist for Cliemt #1
identify the client's specific developmental and revised her BSP to include behavior
behavioral management needs._ | interventions that sddress food o
‘ : . . [stealing. . - - . |ef23f09
- This STANDARD s not met as evidenced by: ' 1 .
Based on interview and record review, the facility .
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W 214 | Continued Frompage5 = | W214|The QMEP will ensure that all
- | failed to ensure that the comprehensive functional | " | zéeroxrds are avalilable in all in—

-| assessment identified behavioral need . : , disiduals medical and active tir—
interventions, far one of the three dients mcluded eatment books. The QMEP/ Residenl-. .

in the sample. (Client #5) cial - cer weview documen- -
The finding includes: ~ A | tation monthly. - | 6/23/09 |

The facility failed to assess Client #1's behavior

(food stealing) to determine it's cause and

develap strategies for implementation to address
the behawors

Interview with the day program staff on May 27,
2009 at approximately 1:15 PM indicated that
Client #1 steals other clients and staff food from
the refrigerator, Further interview with the day
program staff revealed that the client does not
have a Behavior Support Plan (BSP) to address
the food stealing behavior:

interview with the residential Qualified Mentat
Retardation Professional (QMRP) on May 27,
2009 at approximately 3:00 PM revealed that a
case conféererice was held with the day program
staff. During the case conference, proactive
strategies were put in place to eliminate the
behavior of food stealing. The proactive
strategies included: put the trash can in sight of
the staff, and do not allow Client #1 to enter the
kitchen without supervision.

Although a case conference (no documentation to
support)

was heid, there was no evidence that the client's
food stealing had been assessed or addressed by
the Interdisciplinary team to determine if a tralning
objective was warranted.

W 227 | 483.440(c){4) INDIVIDUAL PROGRAM PLAN W 227
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The individual program plan states the specific
objectives necessary.to meet the client's needs,
as identified by the comprehensive assessment
required by paragraph (c)(3) of this section. '

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
-review, the facility failed to ensure that an
cbjective was developed to address self ‘
medication training program needs identified by
the interdisciplinary team (IDT), for three of the
three clients included in the sampie. (Clients #1
#2, and #3)

The findings include:

1. During medication administration observatlon
on May 27, 2009, at 8:05 AM, Client #t was
observed pouring a cup of water, and using hand
sanitizer, with verbal prompts from the medication
nurse. She was further observed punching the
medications from a bubble pack into a medication
cup with physical assistance. Interview with the
medication nurse, after the medication
administration indicated that the client

but there was no program in place.

Review of Client #1's self medication assessment
dated April 27, 2009, on May 27, 2009, at 2:00 - -
PM indicated that the client was capable of
self-administering medication with assistance and
close supervision. The assessment did not
indicate that the client was recommended for a
self medication program.

Review of the Individuat Program Plan (IPP)

participated in the self medication administration

4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION os)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
oL DEFICIENCY)
~ W 227 | Continued From page 6 W 227

1. The self-medication assessments
will be revised to include recom+
ndations and a self-medication
;:ogrm will be put in place.? .
The RE and QMRP will ensure that |
. [all individuals have programs with
B goals in plm»to improve their
y skills by reviewing monthly _
goals. 6/23/09
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W 227 | Continued From page 7 W 227

dated December 3, 2008, revealed no program
goal or objective for the Client #1 to receive
training in self medication.

2. During the medication administration on May 2. Cross reference W227.1 - | 6123709
27,2009, at 8:43 AM, the RN was observed :

attempting to assist Client #2 with pouring a cup
of water. The client refused and the nurse was
observed- pouring and preparing Client #2's
medication. The RN put the medication into a
cup of applesauce and handed the cup to the
client. The client ate the applesauce mixture,
independently. Interview with the RN, after the
medication administration indicated that Client #2
does not have a program goal to participate in the
self administration process.

Review of the seif medication assessment dated
December §, 2008, on May 27, 2009 at
approximately 11:00 AM, indlcated that the client
is on Level |l and requires staff assistance.
Although, the assessment identified numerous
skills that the client lacked, the nurse had made
no recommendations for a training program. .
Further review of Client #2's IPP dated January 9,
2009, on May 27, 2009 at 11:15 AM reveaied no
.| program goal or objective for the client to receive
training in self medication.

3. During the medication administration_ ' 3. Cross reference W227.1 - - 6/23/09
observation on May 27, 2009, at 8:23 AM, Client ‘ . -
#3 was observed pouring, punching medications
from a bubble pack with hand over hand '
assistance from the RN. The RN put the .
medication in a cup of applesauce and handed
the cup to the client. Clent#3 was observed
consuming the medication mixture, requiring
verbal prompts. '
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w 227

W 247

opportunity to participate in the process of

- program goal or objective for Client #3 to receive

‘The individual program plan must inciude _'

Continued From page 8 .

Review of Client #3's self medication assessment
dated April 27, 2009 on May 28, 2008, at 10:00
AM indicated that the client, "will have an
medication administration.” However, the
assessment did not indicated that the client was
recommended for a self medication program.

Review of Client #3's IPP dated August 25, 2008,
on May 28, 2008, at 10:15 AM revealed no

training in self medication.

4. Cross refer to W214: Clierit #1's
Interdisciplinary Team (IDT)reportedly met with
the client's day program (date unknown) to
discuss food stealing behaviors. Although
interventions were proposed, therewasno =
evidence that her plan had been amended by the
IDT.

483.440(c)(6)(vi) INDIVIDUAL PROGRAM PLAN

opportunities for client choice and
self-management

.This STANDARD is not met as ewdenced by
Based on observation, staff interview, and record
réview, the facility failed to ensure that each client
was provided opportunities to make a choice
during snack time, for five of the six clients
residing in the facility. (Clients#1, #2, #3 #4, and
#8) '

The ﬁnding includes:

On May 26, 2009, at 7:40 PM, staff was observed
giving Clients #1, #2, #3, #4 and #6 apples and a

W 227

- w247|

4. Cross reference W214

All individuals will be offered
a choice of snack and -all other

jactivities. The QMRP will ensure ‘

that all staff receive ongoing
training on Individual Rights
making choices. :

‘"Tls/ 19/09 :

6/23/09
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cup of water. Observation and interview with the
- Qualified Mental Retardation Professional
(QMRP) en May 27, 2008, indicated that the

clients enjoyed the snack they received. During S SOOI RN S

the environmental inspection on May 28, 2009,
there was a variety of snacks in the pantry and
the refrigerator. At notime during snack time
were the clients given the opportunity to select a
_ snack from the variety of food choices.

W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 249

As soon as the mterdlscspllnary teamhas
formulated a client's individual program plan,
each client must receive a continuous active.

"| treatment program consisting of needed :
interventions and services in sufficient number
and frequency to support the achievement of the
objectives ldentlﬁed in the lndlvldual program
plan.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
reviaw, the facility failed to ensure that as soon as|
the interdisciplinary team formulated a client's
individual program plan (IPP), each client
received continuous active treatment services, in
sufficient number and fréquency to support the
achievement of the objectives identified in the
IPP, for one of the three clients included in the
sample. (Client #3)

_The findings include:

1. During evening observations on May 26, 2009 1. A1l staff willbe trained omn
at 5:30 PM, Client #3 was observed placing her - the IPP goals of all individuals
dinner dishes in the kitchen sink. The direct care in the home.

staff was observed rinsing the dishes and placing
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DE|
W 249 | Continued From page 10 W 249| 1pe graff will receive ongoing |
them in the dishwasher. Interview with the direct ainin g on ‘ biect—
care staff indicated that the client may help ;r ' £ on ali.ng;als and object f18/09
sometimes with dinner clean.up. ves for each vidual.
77 [Review of Client #3's IPP dated August 25, 2008, B Y R
on May 28, 2009, at 11:15 AM revealed a
program that required Client #3 to rinse her
dishes after eating dinner independently in 100%
of the trials daily for 12 consecutive months. At
the time of observations, there was no evidence
that staff implemented Client #3's program
objective (rinse her dishes) as required. _
2. Observation during the dinner meal on May 2. Client #3 refuses to partici
26, 2009 at 5:10 PM, Client #3 was observed with pate in a formal exercise progr;-.
a small amount of food on her plate. Interview The (MRP will ensure that doéun— .
gim trhde direg czfa;e staff and QualiﬁedM:ntal entation is included in . Client #|
etardation Professional (QMRP), after dinner - at h refeilinces L
revealed that Client #3 was on a 1500 calorie 3‘ : g? bodkﬂthgt ref ' es Cli
restrictive diet. ent 8. weekly community walking
activity. The QMEF will ensure
Review of Client #3's IPP dated August 25, 2008, that all record books include all
on May 28, 2008, at 11:15 AM revealeda relevant and necessary documen— | -
: Frogram.!hah} ;h;‘ted "[tt)eiﬁcliezl‘;]1 will participate in tation for all individuals by :
| large musc ning activities when given . ‘ L :
minimum physical assistance in 60% of the trials. reviewing records monthly. 6/23/09
Review of the data collection record on May 28,
2009, at 12:30 reflected no program data sheets.
In an interview with the QMRP on May 28, 2009,
she acknowledged that the program was not be
Implemented _ _ .
3. Day program observations were conducted on | 3. A11 staff will be trained on
May 27, 2009 at approximately 1:30 PM for Client the use of Client #3's communi-
#3. The Individual Program Plan (IPP) cation device. The (MRP will en-—
Coordinator and day program staff revealed that sure that. all staff receive on— .
Client #3 used a assistive communication device o erain Client #3'
(LEO) to communicate her needs. Further going triining on Client #3's
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D
PREFIX
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W 249

" W-263

_| using a communication device dunng the survey

Continued From page 11 ‘
interview indicatad that the communication device

was transported to and from the day program.
There was no observation rioted of Client #3

observation or process.

Interview with the QMRP on May 27, 2009 at 3:30

PM confirmed that the Client #3 had such a’
device. It was further revealed that the client had
a program goal to improve her communication
skills. Review of Client #3's IPP dated August 25,
2008, revealed an objective stated, "[the client]
will improve her communication skills by using her
LEO communication device to activate a sound
when she presses a picture 80% of trials, etc...."

There was no evidence that staff implemented
Client #3's communication program as
recoimmended by the IDT.

483, 440(f)(3)(||) PROGRAM MONITORING &
CHANG

The committee should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the clientis a
minor) or legal guardian.

This STANDARD is not met as evidenced by:
Based on interview and record review, the
facility's specially-constituted committee failed to
enstre that restriclive programs were used only
after written consents had been obtained, for cne
of the three clients included in the sample. (Client|
#2)

The ﬁnding includes: '

Review of Client #2's physician orders dated May

W 249

W 263.

commication progran by scheduling
additional training. 7/8/09

Cross tefgx:ence w124 6/23/09
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TAG :
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W 263

- -OnJanuary5 3009, Cllent #2 recsived Alivan 3

| client did not have the capacily to give informed

ermhuean:npage12 :
2009, on May 27, 2009, atappnn&nahﬂysﬂb
ﬁmlnmmahdlhntﬂowtm

rngpnur&:anophﬂuﬁnohgyappohﬂnuﬂm

-CN1Januanf9 2008, Cienr:ZnuuivedluhMIas
lngonahourm*rt;anuhtﬂwmdaunurand

-(h:Fehnunys,zmMLtzhxnialacoﬁadﬁuhan
2 mg one hour prior to an ophthalmology
appointment _ , )
During the entrance conference on May 26, 2009,
at 5:00 PM, the QMRP indicated that Chent #2
had family members who had signed consants for
the client's scheduled psychotropic medications.
Further interview with the QMRP revealed the

consentﬁxthauaecfhermndkatonsand
habilitation services.

FunhernmmwvofCﬁuﬁ#Qbvaﬂx*xﬁm!

Assessment dated Januasy 3, 2009, on May 27,
2008, at 11:00 AM revealed that Cient #2 “is not
QUbtnng*piuhpuuknudeddonsconounmg

necessary to understand the inplications of such
decisions and therefore cannot give her informed
consent. She lacks the judgment and insight
required (o make decisions indepandently.” The
QMRP further revealed the client did have a legal
guardian to assist him in decision making.

Rbmknvofﬁu;dhltbnux&:inuxmdand
addukwuihﬂanduwvnﬂtﬂiacnlni'onlﬂay27
2009, at approximately 2:00 PM faled to
avidence that written informed consent had been
obtained from the lagal guardian. [See W124)

W 263
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W 322[Client #3 started a prescription
: : for Calcium with Vitamin D on
The facility must provide or obtain preventive and 6/10/09. The primary -Jare pﬁysc
general medical care. _ . ; review all recommendatiens
given by the pharmacist as they 1
are given. The primary care phy-|
This STANDARD is not met as evidenced by: | sclan wili date and sign recomm- '
Based on interview and record review, the facility endations. ‘ - [e/23/09
failed to ensure general and preventative care ' ‘ :
services, for one of three clients inciuded in the
sample. {Client #3)

W 322 483.460(a)(3) PHYSICIAN SERVICES

The finding includes:

The facility falled to have evidence thata
recommendation made by the pharmacist was
addressed by the Primary Care Physician (PCP)
for Client#3. _ :

Review of Client #3's medical record on May 27,
2009 at approximately 3:00 PM revealed '
pharmacy reviews dated May 4, 2009, and
February 3, 2009. On the pharmacy reviews, the
' | pharmacist recommended to the primary care
physician that the client should be considered for

| Calcium with Vitamin D due to her diagnosis of
Anticonvulsant usage. Interview with the facility's
Registered Nurse (RN) on May 28, 2009 at 10:30
AM revealed that primary care physician indicated
that the client was already receiving Vitamin A
tablet, once per day. However, there was no
evidence in the record that the PCP
acknowledged the recommendation made from

© ' | the pharmacist. .

W 325 | 482.460(a)(3)(ili) PHYSICIAN SERVICES W 325

The fécillty must provide or obtain annual physical |
examinations of each client that at a minimum
includes routine screening laboratory '

FORM CMS-2567(02-98) Previous Versions Obsoleta Event il.'r_:dMGBﬁ Facilliy ID; 08G062 If continuation sheet Page 14 of 20
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examinations as determined necessary by the
physician.

This STANDARD s not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to provide routine
laboratory testing as determined necessary by the
physician, for three of the three clients mcluded in
the sample. (Clients #1, #2 and #3)

The ﬁndlngs include:

1. On May 27, 2009, at 8:43 AM, Client #2 was
administered Tegretol 400 mg by mouth. -
Interview with the Registered Nurse (RN)
revealed that the medication was prescribed for
the client's maladdptive behaviors. Review of
Client #2's Physician's Orders (POS) dated May
2009 at approximately 10:00 AM revealed an
order for the client to receive Tegretol levels
every six months. Review of the laboratory tests
on May 27, 2009 at 10:15 AM revealed Client #2
received tegrefol laboratory studies Cctober 2008
and July 2008. Further record review .and

1:55 PM acknowledged that Client # 2's Tegretol
levels were not obtained as recommended by the
physman .

2. Review of Client #2's POS on May 27, 2009 at
approximately 10:00 AM revealed an order for a
chest X-Ray every two years. Further record
review revealed a chest X-ray was completed on
January 8, 2007. Interview with the RN indicated
that there was not a current chest X-ray.

3. The facility failed to obtain laboratory studies
as ordered by the Primary Care Physician (PCP).

interview with the facility's RN on the same day at |

W 325

STATEMENT OF DEFICIENC]ES (X1) PROVIDER/SUPPLIER/CLIA (2) MULTIPLE CONS'TR[}CTIO_N X3} DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: : COMPLETED
A BUILDING
. 09G062 8. WiNG 051282009
NAME OF PROVIDER OR SUPPLIER ) i STREET ADDRESS, CITY, STATE, ZIP CODE
. _— 6300 9TH STREET NW
COMMUNITY MULTI SERVICES, IN :
' C WASHINGTON, DC 20011
()(4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE- ) DATE )
) ‘ DEFICIENCY)
W 325 | Continued From page 14
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() ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 005)
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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W 325 | Continued From page 15 W 325
a. Review of Client #1's current physician order - |a. Client #1 had her TSH and T4
dated may 2009, on May 27, 2009 at - tagted on 10/31/08. Both levels
approximately 10:00 AM revealed an order for the were within normal 1imits.
client to have laboratory studies for TSH and _ «0 . 00 . :
TSH4, annually. Further review of the record , ,S:fnioag??'a 2 ifrl’o;:; 500 and 6/23/09
revealed no evidence of the laboratory studies for . = et e = 5.
TSH or TSH4 were completed. : _
Interview with the Registered Nurse (RN) on May
27, 2009 at approximately 11:00 AM revealed that
the TSH4 laboratory studies were not completed. |
Record review revealed no evidence of the
aforementioned laboratory studies. _
b. Review of Client #3's current physician order b. Client #3 had her smmual lab
dated May 2009.on May 27, 2009 at 3:00 PM work to include Lipid Profile (
revealed an order for the client to have laboratory WHL) , Hepatitis P#ofile (1mmune))
studies to include: urinalysis, lipid profite, : |2SH(0.726), and T4(1.18). The
Hepatitis profile, TSH and T4, annually. Further inalys ALl .
review of the record revealed the aforementioned 29709 y;zs o o he cmh'it::aw
laboratory studies were not oomp]eted or 09. The will exsure that
available for record review. all labwork is completed as pre—
_ , ' ) scribed by the primary care phy-—
Interview with the RN on May 28, 2009, at sician and will document in nur-
approximately 11:00 AM confirmed the missing ‘ notes. 6/23/09
laboratory studies, | | sing wonthly. progress notes . 212{,/@
- W 369 | 483.460(k}(2) DRUG ADMINISTRATION W 369 a
The system for drug a,dmmistrathn must_ assure
that all drugs, including those that are
self-administered, are administered without error.
This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to administer medication without error, for
one of the six clients residing in the facility. .
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(Client #5)
The finding includes:

Review of the Client #5's medical administration
record (MAR) on May 27, 2009 at approximately
10:00 AM revealed that the Client #5 received
_Debrox ear drops on February 1, 2008, through
February 5, 2009, April 1, 2009, through April 5,
2009, and May 1, 2009 through May 5, 2009.
Further review of the client’s physician orders at
11:00 AM revealed an order for the client to
receive Debrox ear wax removal every other
month {February, April, June, August, September
.| and November). Interview with the Registered
.| Nurse (RN) on May 28, 2009, at approximately
10:00 AM confirmed that a medication error
occurred. The RN further indicated that an
unusual incident should have been written.
However, further review of the facility's policy
revealed no evidence of an incident report on the
. medication error.
' W 371 | 483.460(k)(4) DRUG ADMINISTRATION |

The system for drug administration must assure
that clients are taught to administer their own
medications if the interdisciplinary team :
determines that seif-administration of medications
is an appropriate objective, and if the physician
does not specify ctherwise.

This STANDARD is not met as evidenced by:
Baséd on observation, staff interview and record
review, the facility failed to implement an effective
system to ensure each client participate in a
self-medication program, for three of the three
clients included in the sample (Clients #1, #2
and #3)

) FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 09380391 -
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A BUILDING
09G062 B. WING . 05/28/2009
NAME OF PROVIDER OR SUPPLER S STREET ADDRESS, CITY, STATE, ZIP CODE :
COMMUNITY MULTI SERVICES, INC 6200 9TH STREET NW
‘ e WASHINGTON, DG 20011
1D - SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX {EACH CORRECTIVE ACTION SHOUWLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) - TAG . CROSS-REFERENCED TO THE APPROFPRIATE DATE
i . DEFICIENGY)
W 369 | Continued From page 16 W 369

An incident 'report was co-pletedl- :
on the imncident. 5/27/09

AT nedication mirsesg amd Trained
Medication hployees -that adltn— :
' istet%dication in .the group hoﬁz
wrill rece:lve additional tra:ln:l.ng
on. HAR oo | 6/26/09

W 371
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W 371

| seff-administering medication with assistance and

indicated that the client was recommended for a

‘medication administration indicated that Client #2 -

Continued From page 17

The findings include:

1. On May 27, 2009, at 8:05 AM, Client #1 was
ohserved participating in the medication
administration process with verbal {o physical
assistance from the medication nurse. Interview
with the Registered Nurse (RN), after the
medication administration indicated that the client
participated in the self medication administration
but there was no program in place. .-

Review of Client #1's self medication assessmént
dated April 27, 2009, on May 27, 2009, at 2:00
PM indicated that the client was capable of

close supervision. The assessment did not
self medication program.

Review of the Individual Program Plan (IPP)
dated December 3, 2008, revealed no program
goal or objective for the Client #1 to receive
training in self medication.

2. During the medication administration on May
27, 2009, at 8:43 AM, the RN was cbserved
attempting to assist Client #2 with pouring a cup
of water. The client refused and the nurse was
observed pouring and preparing Client #2's
medication. The RN put the medication into a
cup of applesauce and handed the cup to the
client. The client ate the applesauce mixture, -
independently. Interview with the RN, after the

does riot have a program goal to participate in the
self administration process.

Review of the self medication assessment daﬁed

W 371

Crose reference W227 ' 6/23/09
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DATE

Continued From page 18

December 5, 2008, on May 27, 2009 at '
approximately 11:00 AM, lndlcated that the client
is on Level Il and requires staff assistance.
Although, the assessment identified numerous
skills that the client lacked, the nurse had made
no recommendations for a training program.
Further review of Client #2's IPP dated January 9,
2009, on May 27, 2009 at 11:15 AM revealed no
program goal or objective for the client to raoelve
training in self medication.

W 371

-1 3. On May 27, 2009, at 8:23 AM, the Client #3
poured a cup of water and punched her from the
bubble pack with hand over hand assistance from
the RN. The RN put the medication in a cup of

| applesauce and handed the cup to the client

.| Client #3 was observed consuming the
medication mixture, requiring verbal prompts.

Review of Client #3's self medication assessment
dated April 27, 2009 on May 28, 2009, at 10:00
AM indicated that the client, "will have an

. | opportunity to participate in the process of

" | medication administration." However, the
assessment did not indicated that the client was
recommended for a self medication program.

Review of Client #3's IPP dated August 25, 2009,
on May 28, 2009, at 10:15 AM revealed no
program goal or objective for Client #3 to receive
training in self medication,

W 436 | 483.470(g)(2) SPACE AND EQUIPMENT

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.

The facility must fumish, maintain in good repair,

w371

W 436
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W 436 | Continued From page 19 : | : W 436/Cclient #1's hearing aids will be

replaced. Since February 23, 2009
Client #1 had an appointment for

This STANDARD is not met as evidenced by: a fitting on 6/1/09, but she was
Based on staff interview and record re\liew,b%e ' in the hospital at that time. Thi
| facility failed to fumish and maintain in'good ' next ayailable time for a fit
repair hearing aids, for one of the three clients at m‘%ﬂiology ,,g;mc at Wash—
included in the sample. (Client#1) ‘ ington Hospital Center is July

The finding includes: 15, 2009 ‘_'t 11:00sa. ”15.I09
Review of Client #1' s medical record on May 27,
2009, at approximately 11:00 AM revealed a
diagnosis to include bilaterally hearing loss.
Further review of an audiology consult dated
October 10, 2008 on the same date at 11:10 AM
revealed recommendation of continued use of the
amplification (hearing aids). Interview with the
Qualified Mental Retardation Professional on May
27, 2008, at 3:00 PM indicated that the clients -

-{ hearing aid was broken and had been for -
approximately six months.

At the time of the survey, there was no ewdehce
that Client #1 hearing aids had been maintamed
and in good repair.
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" 1000| INITIAL COMMENTS 1000
A recertification survey was conducted from May
26, 2009 through May 28, 2009. The survey was
initiated using the fundamental survey process. A
random sample of three residents was selected
from a population of six female residents with
various levels of mental retardation and .
disabilities.
The findings of the survey was based on
observations at the group heome and two day
programs, interviews with residents and staif, and
the review of clinical and administrative records
including incident reports.
1 090 3504.1 HOUSEKEEPING : 1090 The contaimer of anti-freeze wa.sj
. _ _ | removed immediately. The GHMRF
The interior and exterior of each GHMRP shall be will ensure that all chemicals

maintained in a safe, clean, orderly, attractive,

and sanitary manner and be free of are locked away and out of reac

accumulations of dirt, rubbish, and objec'aonable of the individuals. The QMRP/ e
odors. , Manager will complete a weekly
: inspection of the facility. | 6/23/09

This Statute is not met as evidenced by:

Based on observation and interview the GHMRP
failed to maintain the interior of the GHMRP in a
safe, clean, orderly, and atiractive manner .

The finding includes:

The GHMRP failed to maintain the exterior
environment safe as evidenced below:

During the environmental inspection on May 28,
2009, at approximately 120 PM, a can of
anti-freeze was sitting on a table in the back yard.
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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 record review, the GHMRP failed to
ensure each residents nursing quarterly
assessments were dated, for two of the three
residents in the facility. (Residents #2 and #3)

The findings include:

1. Review of Resident #2's medical record on )
May 27, 2009 at approximately 2:30 PM revealed
a nursing quarterly assessment which- was not
dated. The observation was brought to the
attention of the Registered Nurse on May 28,
2009 at approximately 10:00 AM; who ‘
acknowledged that the nursing quarterly
assessment was not dated. o

2. Review of Resident #3's medical record on
May 27, 2009 at approximately 4:00 PM revealed
a nursing quarterly assessment which was not
dated. The observation was brought to the
attention of the Registered Nurse on May 28,
2009 at approximately 11:00 AM: who
acknowledged that the nursing-quarterly
assessment was not dated.

1401| 3520.3 PROFESSION SERVICES: GENERAL | 1401 *|Cross referemce W214 6/23/09
PROVISIONS '

Praofessional 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:
Health Reguiation Administration ] -
STATE FORM ’ Ao oMG811 X if continuation shest 2 of 12
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Based on observation, interview and record
review, the GHMRP failed to ensure evaluations
were conducted for one of the three residents
included in the sampie. (Resident #1)

The finding includes:

The facility failed to assess Resident #1's
behavior (food stealing) to determine it's cause
and develop strategies for implementation to
address the behaviors.

interview with the day program staff on May 27,
2009 at approximately 1:15 PM indicated that
Resident #1 steals other clients and staff food
from the refrigerator. Further interview with the

day program staff revealed that the resident does

not have a Behavior Support Plan (BSP) to
address the food stealing behavior.

- Interview with the residential Qualified Mental

Retardation Professional (QMRP) on May 27,
2009 at approximately 3:00 PM revealed that a
case conference was heid with the day program
staff. During the case conference, proactive
strategies were put in place to eliminate the
behavior of food stealing. The proactive
strategies included: put the trash can in sight of

- the staff, and do not allow Resident #1 to enter

the kitchen without supervision.

Although a case conference (no documentation

to support)
was held, there was no evidence that the

resident’s food stealing had been assessed or
addressed by the Interdisciplinary team.

3521.1 HABILITATION AND TRAINING
Each GHMRP shall provide habilitation and

I 401

1420

Cross reference W227

6/23/09
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training to its residents to enable them to acquire
and maintain those life skills needed to cope
more effectively with the demands of their
environments and to achieve their optimum levels
of physical, menta! and social functioning.

This Statute is not met as evidenced by:

Based on observation, interview and record

review, the GHMRP failed to provide habilitation
and training to its residents that would enable
them to acquire and maintain life skills needed to
cope with their environments and achieve
optimum levels of physical, mental and social
functioning for three of thé three residents
included in the sample. (Residents #1, #2, and
#3)

The findings include:

1. During medication administration observation
on May 27, 2009, at 8:05 AM, Resident #1 was
observed pouring a cup of water, and using hand
sanitizer, with verbal prompts from the medication
nurse. She was further observed punching the
medications from a bubble pack into a medication
cup with physical assistance. Interview with the
medication nurse, after the medication
admiinistration indicated that the resident
participated in the self medication administration
but there was neo program in place.

Review of Resident #1's self medication
assessment dated April 27, 2009, on May 27,
2009, at 2:00 PM indicated that the resident was
capable of self~-administering medication with
assistance and close supervision. The
assessment did not indicated that the resident
was recommended for a self medication

program.

1420
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Review of the Individual Program Plan (IPP)
dated December 3, 2008, revealed no program
goal or ohjective for the Resident #1 to receive
training in self medication.

2. During the medication administration on May
27, 2009, at 8:43 AM, the RN was observed
aftempting-to assist Resident #2 with pouring a
cup of water. The resident refused and the nurse
was observed pouring and preparirig Resident
#2's medication. The RN put the medication into
a cup of applesauce and handed the cup to the
resldent. The resident ate the applesauce
mixture, independently. Interview with the RN, .
after the medication administration indicated that
Resident #2 does not have a program goal to
participate in the self administration process.

Review of the self medication assessment dated
December 5; 2008, on May 27, 2009 at
approximately 11:00 AM, indicated that the
resident is on Level Il and requires staff
assistance. Although, the assessment identified
numerous skills that the client lacked, the nurse
had made no recornmendations for a training
program. Further review of Resident #2's IPP
dated January 9, 2009, on May 27, 2009 at 11:15
AM revealed no program goal or objective for the
resident to recelve training in self medication.

3. During the medication administration
observation on May 27, 2009, at 8:23 AM,
Resident #3 was observed pouring, punching
medications from a bubble pack with hand over
hand assistance from the RN. The RN put the
medication in a cup of applesauce and handed
the cup to the resident. Resident #3 was
observed consuming the medication mixture,
requiring verbal prompts.

420
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Review of Resident #3's self medication
assessment dated April 27, 2009 on May 28,
2009, at 10:00 AM indicated that the client, “will
have an cpportunity to participate in the process
of medication administration.” However, the
assessment did not indicated that the resident
was recommended for a self medication
program. -
Review of Resident #3's IPP dated August 25,
2008, on May 28, 2009, at 10:15 AM revealed no
program goal or objective for Resident #3 to
receive training In self medication.
1422 3521.3 HABILITATION AND TRAINING _ | 422 Cross reference W249. 7/8/09

Each GHMRP shall provide habilitation, training
and assistance to residents in accordance with
the resident ' s Individual Habilitation Plan.

This Statute is not met as evidenced by:

Based on observation, staff interview and record
review, the GHMRP failed to ensure habilitation,

- training and assistance was provided to residents
in accordance with their Individual Habilitation
Plan (IHP), for one of the three residents included
in the sample. (Resident #3)

The finding includes:

1. During evening observations on May 26, 2009
at 5:30 PM, Resident #3 was observed placing
her dinner dishes in the kitchen sink. The direct
care staff was observed rinsing the dishes and
placing them in the dishwasher. Interview with
the direct care staff indicated that the resident
may help sometimes with dinner ¢lean up.

Review of Resident #3's IPP dated August 25,
2008, on May 28, 2009, at 11:15 AM revealed a

Health Regulation Adminisration _
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program that required Resident #3 to rinse her
dishes after eating dinner independently in 100%
of the trials daily for 12 consecutive months. At
the time of observations, there was no evidence
that staff implemented Resident #3's program
objective (rinse her dishes) as required. ‘

2. Observation during the dinner meal on May
26, 2009 at 5:10 PM, Resident #3 was observed
with a smali amount of food on her plate.
Interview with the direct care staff and Qualified
Mental Retardation Professional (QMRP), after
dinner revealed that Resident #3 was on a 1500
calorie restrictive diet. ’

Review of Resident #3's IPP dated August 25,
2008, on May 28, 2009, at 11:15 AM revealed a
program that stated, "[the resident] will participate
in large muscle toning activities when given
minimum physical assistance in 60% of the trials.

Review of the data collection record on May 28,
2009, at 12:30 reflected no program data sheets.
In an interview with the QMRP on May 28, 2009,
she acknowledged that the program was not be
implermented. :

3. Day program observations were conducted on
May 27, 2009 at approximately 1:30 PM for
Resident #3. The Individual Program Pian (IPP)
Coordinator and day program staff revealed that
Resident #3 used a assistive communication
device (LEO) to communicate her needs. Further
interview indicated that the communication device
was transported to and from the day program.
There was no observation noted of Resident #3
using a communication device during the survey
observation or process.

Interview with the QMRP on May 27, 2009 at 3:30

1422

Cross reference W249
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PM confirmed that the Resident #3 had such a
device. . It was further revealed that the resident
had a program goal to improve her
communication skills. Review of Resident #3's
| IPP dated August 25, 2008, revealed an objective
stated, "[the resident] will improve her
communication skilis by using her LEO
communication device to activate a sound when
| she presses a picture 80% of trials, etc....”
There was no evidence that staff implemented
Resident #3's communication program as
recommended by the IDT.
1436| 3521.7(f) HABILITATION AND TRAINING 1438 Cross reference W227 6/23/09

The habilitation and training of residents by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas:

{f) Health care (including skills reiated to nutrition,
use and self-administration of medication, first
aid, care and use of prosthetic and orthotic
devices, preventive health care, and safety);

Thig Statute is not met as evidenced by:

Based on record review and staff interview, the
facility failed to ensure that its residents were
afforded the opportunity to learn how to take part
in their self medication program as required by
this section and as evidenced below, for three of
the three residents included in the sample.
{Residents #1, #2 and #3)

The findings include:

1. On May 27, 2009, at B:05 AM, Resident #1
was observed participating in the medication
administration process with verbal to physical
assistance from the medication nurse. Interview

Health Regulation Administration
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with the Registeraed Nurse (RN), after the
medication administration indicated that the
resident participated in the self medication
administration but there was no program in place.

Review of Resident #1's self medication
assessment dated April 27, 2009, on May 27,
2009, at 2:00 PM indicated that the resident was
capable of self-administering medication with
assistance and close supervision. The
assessment did not indicated that the resident
was recommended for a self medication

program,

Review of the Individual Program Plan (IPP)
dated December 3, 2008, revealed no program
goal or objective for the Resident #1 to receive
training in self medication.

2. During the medication administration on May
27, 2009, at 8:43 AM, the RN was observed
attempting to assist Resident #2 with pouring a
cup of water. The resident refused and the nurse
was observed pouring and preparing Resident
#2's medication. The RN put the medication into
a cup of applesauce and handed the cup to the
resident . The resident ate the applesauce
mixture, independently. Interview with the RN,
after the medication administration indicated that
Resident #2 does not have a program goal to
participate in the self administration process.

Review of the self medication assessment dated
December 5, 2008, on May 27, 2009 at
approximately 11:00 AM, indicated that the client
is on Level Il and requires staff assistance.
Ailthough, the assessment identified numerous
skills that the client lacked, the nurse had made
no recommendations for a training program.
Further review of Resident #2's IPP dated

Health Regulation Administration
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January 9, 2009, on May 27, 2009 at 11:15 AM
revealed no program goal or objective for the
resident to receive training in self medication.

3. On May 27, 2009, at 8:23 AM, the Resident #3
poured a cup of water and punched her from the
bubble pack with hand over hand assistance from
the RN. The RN put the medication in a cup of
applesauce and handed the cup to the resident .
Resident #3 was observed consuming the
medication mixture, requiring verbal prompts.

Review of Resident #3's self medication
assessment dated April 27, 2009 on May 28,
2008, at 10:00 AM indicated that the client, “will
‘| have an opportunity to participate in the process
of medication administration." However, the
assessment did not indicated that the client was
recommended for a self medication program.

Review of Resident #3's IPP dated August 25,
2009, on May 28, 2009, at 10:15 AM revealed no
program goal or objective for Resident #3 to
receive training in self medication.

1500/ 3523.1 RESIDENT'S RIGHTS 1500 | cross referemce W1Zh 6/23/09

Each GHMRP residence director shall ensure
that the rights of residents are observed and
protected in accordance with D.C, Law 2-137, this
chapter, and other applicable District and federal
[aws.

This Statute is not met as evidenced by:

Based on interview and record review, the -
GHMRP failed to ensure the rights of residents
were observed and protected in accordance with
D.C. Law 2-137 (Rights of Mentally Retarded
Citizens), this chapter, and other applicable
Health Regulation Administration .
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District and Federal Laws, for one of the three
residents included in the sample. {Resident #2}

The findings include:

The facility falled to obtain consents prior to the
use of sedation for a medical appointments
and/or to notify the clients guardian the risks and
benefits of treatments for one of the three
residents included in the sample. (Resident #2)

Review of Resident #2's physician orders dated
May 2009, on May 27, 2009, at approximately
9:00 AM revealed the following sedations:

- On January 5, 2009, Resident #2 received
Ativan 3 mg prior to an ophthalmology
appointment;.

- On January 9, 2009, Resident #2 received
Ativan 3 mg one hour prior t¢ an ultrasound
study; and

- On February 6, 2009, Resident #2 received
Atfivan 2 mg one hour prior to an ophthalmology
appointment.

During the entrance conference on May 26, 2009,
at 5:00 PM, the QMRP indicated that Resident #2
had family members who had signed consents
for the resident's scheduled psychotropic
medications. :

On May 26, 2009, further review of Resident #2's
record failed to provide evidence that written
informed consent had been obtained for the use
of the sedative medication. Continued review of
Resident #2's records revealed a Psychological
assessment dated January 3, 2008, indicated
that the resident's cognitive abilities tested in the
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profound range of retardation and she lacked the
capacity to process information effectively to
make sound decisions.

At the time of the survey, the facility failed to
provide evidence that the potential risks involved
in using this medication, or his right to refuse
treatment had been explained to the resident
and/or legal sanction representative.
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