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W 000'{ INITIAL COMMENTS W 000

A recertification survey was conducted from
March'5, 2009 through March 6, 2008, The
survey was initiated using the fundamental survey
| process. A random sample of three clients was
l selected from a client population of five females
with various disabliities.

The findings of the survey weara based on

| observations at the group home and three day
programs, interviews with day program staff,
management and direct care staff in the
residence and the review of administrative

e records, including the facility's incident
management system.

W 114 | 483.410(c)(4) CLIENT RECORDS W 114

f. Any individual who makes an entry in a clients
record must make it legibly, date it, and sign it.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure physician orders were signed by
the physician for two of the three clients in the
sample,

[Clients #2 and #3)

The findings include:

The facility falled to ensure that physlician's orders
5 for Client #2 and #3 were reviewed and signed by
the Primary Care Physician (PCP) as evidenced
below:

: a. On March 6, 2009 at 2:30 PM, the most recent Th Cwillons . n
. physician's orders available (dated February 2, o si‘;':‘emim‘;;lf;:‘;rdm‘ l'}“‘:“f’i’g’ ‘:},‘i‘“,?é’,,"-‘l""

2009 through February 28, 2008) for Client #2 . h ! -
1 ) . u' "} § ] HH
were raviewed. The orders included a note which }’.,,'l}'ffgé',f-‘;';},‘;‘:ﬂﬁ,:ﬁﬂf;‘i‘; ;;',‘fj?}fc‘-,’,’;t‘;.““'““ V/J-i /

BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (0 DATE

othar safeguards provida sufficlant pratection to the patients. (See instructions.) Except for nuraing homas, tho findlngs stated
\ ) 5, above ar i
. loliowing the date of survey whether or nol o plan of corraction is provided. For aursing homas, the nbave findings angd plons of corroctl:nd;sr: gf:ct::;gglg 1!&.

days following the data theas decuments
program pnrﬂgclpnunn. enta are mode avoilable to the facillty. If deficioncias ore cited, an approved plan of correction is requisits to continued

l
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w 114| Continued From page 1

stated "Good for 120 days". Interview with the
License Practical Nursing Coordinator (LPNC)
revealed the primary care physiclan was

v i scheduled to evaluate the clients al the group
home every ninety (80) days and to sign the

o physiclan's orders, At the time of the survey,

' however, there was no avidence that physiclan's
orders for February 2009 had been reviewed and
signed by the PCP,

I b. On March 6, 2009 at 3:30 PM, the most recent
physician's orders available (dated February 2,
2009 through February 28, 2008) for Client #3
- were reviewed, The orders included a note which
stated "Good for 120 days". Interview with the
| LPNC revealed the primary care physician is
scheduled to evaluate the clients at the group
home every ninety (90) days and to sign the
physician's orders, At the time of the survey,
however, thara was no evidence that physician's
medication orders for February 2008 had been
reviewed and signed by the PCP.
483.420(a)(12) PROTECTION OF CLIENTS
' RIGHTS

w137

The tacility must ensure the rights of all clients,

Therefore, the facility must ensure that clients

have the right to retain and use appropriate
personal possessions and clothing.

This STANDARD s not met as evidencad by:
Based on observation, staff interview and record
review, the facility failed to ensure clothing were
provided that met the needs of one of the three
clients in the sample. (Client #3)

The finding includes;

w114

W 137

b, See responsc nbove,

b

The QMRP will reyuest the Behavior Specialist to
resevaluate the client’s desires around the type of
clothing that she may preler. Once the Behavior
Specialist eithor confitms or revises the
recommencdation, the QMR will ensure that the
client is taken to select and purchase the kind of
clothing that she may be able (v lolerate for wear,

y a5l
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W 137 | Continued From page 2 W 137

The facility failed to ensure that Client #3 was
| provided the style of clothing which met her
assessad needs.
fl'.. Observation throughout the survey on Mareh 5,
e 2009, revealed Cliant #3 to keep her arms
it | positioned underneath her shirt. On several
. oceasions, the client was observed to remove her
shirt in the living reom. On March 5 and March 6,
’ 2009, Client #3 was observed wearing a
' pullover-style of shirt that buttoned at the
neckline,

Interview with the direct care staff on March 5,

' 2009 at approximately 5:50 PM, revealed that the
| client had a Behavior Suppoert Plan (BSP) which

addressed her disrobing behavior. Interview

| with the Residential Director at approximately

6:00 PM, confirmed that the client had a BSP

which addressed her maladaptive behavior of

disrobing.

On March 6, 2009 at approximately 10:38 PM, a
review of the BSP dated July 8, 2008 confirmed
disrobing as one of Client #3's targeted
behaviors, Further Review of her behavlor
support recommendations revealed the following:

“Staff are to help [the client] to shop around for
and try on tops that ara well tailored. Choose
poncho or kaftan style tops that feature large and
Inose sleeves, and may cater to her desire for
free arm movement.”

Review of Client #3's financial raecords did not
evidence that the facility had purchased the
recommended style of clothing to allow for free
arm movement, At the time of the survey, there
! was no avidence that Client #3 had received the
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style of clothing recommended to the client
comfort and free movement.

W 159 | 483.430(a) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL

- Each client's active treatment program must be
e | Integrated, coordinated and monitored by a
qualifiad mental retardation professional.

o This STANDARD is not met as evidenced by:
Based on abservation, interview and record
review, the facility failed to ensura that each

= client's active treatment program was intsgrated,
coordinated and monitored by the Qualified
Mental Retardation Professional (QMRF) for
three of the three clients in the sample. (Clients
#1, #2 and #3)

The findings include:

1, The QMR wilj ﬂ:quallic Spccch-Lnngunge

1. The QMRP failed to ensure that Client #1's Pathologist (SLI*} to evaluute the lient"s needs

adaptive equipment needs were adequately and coneeming u spouted cup, und recommend the
timely coordinated as evidenced below: specific kind of cup required for her to drink

independently, comfortably, and sufcly, y]aa‘/
On March 6, 2009 at 8:42 AM, Cllent #1 was a?

observed to bite a portion from the spout of the
flexible plastic cup, from which she drank water
after receiving her medications.

Interview with the medication nurse on March 5,
2009 at 8:45 AM, revealed the client often firmly
grasped the coated spoon and spout of the cup
with her mouth when the medications and water
were offered. Interview with the Residential
Director (RD) revealed the client's use of the
spout cup enabled her to independently drink a
beverage, after the cup was placed in her hand.
Further interview with the RD, however revealed
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W 159 | Continued From page 4
that the cliant shouid have been provided with a

differant type of spout cup.

On March 5, 2008 at 2:15 PM, the review of &
mealtime protocol dated January 2008 revealed

" the speech and language pathologist (SLP)

approved Client #1's use of a "spout cup” for
drinking beverages, Further review of the
mealtime protocol revealed It did not specify the
type of spout cup the client should be provided.
There was no evidence the QMRP Integrated and
coordinated services to ensure the type of cup
provided for the client was appropriate for her
developmental needs.

2. The QMRP failed to integrate and coordinate
services to ensure the IPP objective were
implemented in accordance with the individual
support plan for Client #1. (See W249)

3. The QMRP failed to integrate and coordinate
services to ensure an effactive system for the
pravision of a training program on
self-administration for Client #1. (See W371)

4, The QMRP failed to coordinate services to
ensure comprehensive bed mability
assessments were conducted for Clients #2, #4
and #5. (See W214)

5. The QMRP failed to ensure that program data
was collected in measurable terms for Clients #1,
#2, and #3. (See W252)

8. The OMRP failed ensure the IPP) abjectives
| were incorporated in the Individual activity
schedules of Clients #1, #2 and #3. (See W250)

W 189 | 483.430(e)(1) STAFF TRAINING PROGRAM

W 159

W 189

2. Sce response 1 w249,

e tet
| oot

3. See response 1o W371,

4. Sce response to W24,

yfose

5' SGG l'esPonsc o wzsz'- ‘//W/O?

6. Sce response o W250,

oz
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W 188 | Continued From page 5 W 189

| The facility must provide each empioyee with
initial and continuing training that enables the
employee to parform his or her duties effectively,
efficiently, and competently.

This STANDARD is not met as evidenced by:
Based on observations, staff interview, and
record verlfication, the facility falled to provide
each employee with initial and continuing training
that enabled the employee to perform his or her
. duties effectively and competently for three of
baer three clients in the sample. (Clients #1, #2, and

- #3)

The findings include:

1, The facility failled to ensure effective training to
direct care staff on documentation of indlvidual
program plan objectives for Clients #1, #2 and
(See W252) :

o251

1. See response to W252,

2. The facility the failed to ensure that direct care ‘f/z‘r/ o
staff were trained effactively to impiement Client

#1's self-medication objective. {See W248)

2. Sie¢ response 10 W249,

3. The facility failed to ensure that each staff was
trained on the use of a spout cup prescribed for
Client #1 to increase her independence in
drinking beverages.

On Margh 5, 2009 at 8:42 AM, Cllent #1 was
abserved to bite a portion from the spout of the
flexible plastic cup, from which she drank water
after recelving her madications, The nurse then
rapeatedly prompted the client to open her mouth.
As the client opened her mouth, the bitten off
piece of the spout fell to the floor.

3, The QMRP will cnsure thut the stil are trained

on which spouted cup to parchase for client #1 and
ensure thut o) stll are trained to use it.

-{/zf‘/df
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W 189 | Continued From page 6
| Interview with the Residentia! Director (RD) on
March 5, 2009 revealed the client should have
bean drinking from a different type of spout cup.

After the morning medication administration
observation on March 5, 2008, the RD provided
the client with a new and diffarent type of spout
cup. which was made of a rigid plastic. At 3.40
PM, the RD was observed instructing an evening
staff to be sure that Client #1 used only the new
cup. Client#1 was observed holding the new cup
and drinking from It at approximately 4:10 PM, At
the time of the survey, however, there was no
evidence that each staff had been trained on the
the use of the new cup.

483.440(c)(3)(lii) INDIVIDUAL PROGRAM PLAN

The comprehensive functional assessment must
identify the client's specific developmental and
behavioral management ngeads.

This STANDARD 1s not met as evidenced by:
Based on obsarvation, interview and record
review, the facility failed to ensure each client had
a comprehensive bed mobility assessment, for
three of the five clients (Client #2, #4 and #3)
residing in the facillty.

Tha findings include:

Observation during an envirenmental
walk-through on March 6, 2009 at approximately
5:45 PM, revealed hospital beds with rails were
being used for Client #2, #4, and #5.

Interview with the Qualified Mantal Retardation
Professional (QMRP) and the Residentlal Director
(RD) revealed that Clients #2, #4 and #6 required

W 188

W 214

The OMRP will ensurc thul a bed mobility
assesament is completed for clients #2. %4, and 45
and placed in the record.

G270y
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W 214 | Continued From page 7 w214
bed rails at night to ensure thelr safety. Further
| interview with the RD revealed that none of these
| client were able to independently get In and out of
: their beds.

Interview with the Director of Nursing ({DON)

revealed that the agency's practice was to

complete a bad mobility assessment to determine

the clients’ need for a hospital bed/rails. Once

the determination was made, the rasult was

| required to be presented to the Human Rights
Committee (HRC) for review and approval.

— - Review of the medical and habilitative records of
Clients #2, #4 and #5 did not evidence that a bed
mobility assessment had been completed for
| each client,

W 249 | 483,440(d)(1) PROGRAM IMPLEMENTATION W 248

i i The QMRP will review und revisc the self-
As soon as the interdisciplinary teéam has T aation 1P und train the clicnt, ST, znd nursss

formulated a client's individual program plan,

each client must receive a continyous agtive on haw (o implement end dogument (1e progru.
treatment program consisting of needed
interventions and services in sufficlent number
and frequency to support the achievernent of the
objectives |dentified in the individual program
plan,

a5/

This STANDARD is not met as evidenced by:
Based on observation, interview and record

b review, the facility failed to ensure continuous
active treatment for one of three clients in the
sample. (Client #1)

The finding includes:

The facility failed to ensure Client #1's

lFOF!M CMS-2507(02-00) Provioun Voeralons Obsclota Event 1D: SKMI1 Facllity 18 80G171 If continuation shaet Poge 8 of 28
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W249!

W 250

Continued From page 8
self-medication program objective was

implemented in accordance with the
interdisciplinary team recommendation.

Observation of the medication administration on
March 5, 2009 at approximately 8:42 AM,
revealed that direct cara staff brought Client #1
into the medication room in her wheelchair, At
8:45 AM, the nurse was observed verbally
prompting and physically assisting Client#1 to
hold her spout cup containing water in her left
hand.

On March 6, 2009 at 12:52 PM, interview with the
Qualified Mental Retardation Professional
{QMRP) and review of the individual program
plan (IPP) at approximately 2:30 PM, revealed
that the client had a self-medication objective.
The objective was written as follows;

“Given verbal prompting, [the client] will wash and
dry her hands before taking her medication with
60% accuracy for 6 consecutive months.”

Further interview with the QMRP ravealed that
she was aware that this self medication objactive
was not being implemented. Raview of the IPP
data sheet for this objective falled to evidence
that this objective was being implemented.

There was no evidence the aforementioned
objective for handwashing prior to taking her
medication was implemented for Client #1.
483.440(d)(2) PROGRAM IMPLEMENTATICN

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

W 248

W 250

The QMRP will ensure that the nctive treatment
scheduics ure completed. and that stafT and clients
arc trained on thelr purpose und implementation,
The QMRP will ensure thut the schedules ure
avaituble for stufl in each clicnt's record,

Hfestof

Aty o
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Continued From page 9

This STANDARD s not met as evidenced by:
Based on staff interview and record review, the
facility failed to ensure that each cllent's Individual
Program Plan (IPP) objectives were incorporated
in thelr individual activity schedules for three of
three clients in the sample. (Clients #1, #2 and
#3)

The findings include:

The facility failed to ensure that the activity
schedules for Clients #1, #2 and #3 were
available and incorporated IPP cbjectives as

On March 6, 2009 at approximately 1:45 PM,
interview with the Qualified Mental Retardation
Profassional (QMRP) and the review of the
individual Support Plans (ISPs) for Clients #1, #2,
and #3 respectively revealad that the activity
schedules of Client #1. #2 and #3 was not
available.

Further interview with the QMRP revealed the
activity schedule format had been revised,
According to the QMRP, the new schedules
would include the day and time, specific activities
and IPP aobjectives. At the time of the survey,
however, there was no evidence that the each
client's activity schedule had been developed.

483.440(e)(1) PROGRAM DOCUMENTATION

Data relative to accomplishment of the criteria
specified in client individual program plan
objectives must be documanted in measurable
terms.

W 250

W 252
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[ The facility failed fo ensure that data was

' evidenced below:

: (1SP) dated August 11, 2008 on March 6, 2009 at

This STANDARD s not met as evidenced by:
Based on Interview, and record review, the facility
falled to ensure that data was collected in the
required form and frequency for three of three
clients included in the sample. (Client #1, #2 and
3)

The findings include:

collected and maintained on Cllent #1, #2 and
#3's individual program plan {IPP) objectives as

a. Interview with staff on March &6, 2002 at
approximately 10:45 AM, revealed that Client #2
enjoyed going on outings {n the community with
her day program. Record review at the group
home on the same day revealed tha client's IPP
included an cbjective to improve the her
recreational skills as evidenced below:

- Cllent (#2) “will complete the steps in planning
an activity of her choice with 50% independence
for 3 consecutive months by August 2009."

Review of the Client #2's Individual Support Plan

approximately 4:30 PM, confirmed that the
interdisciplinary team recommended the
aforementicned |PP cbjective for Client #2.
Interview with the QMRP later that day (4:50 PM)
and the subsequent review of the PP data,
however failed to evidence that the
aforementioned recreation objective had been
implemented for Client #2.

CARECO 11 WASHINGTON, DG 20002
MMARY STATEMENT OF DEFICIENCIES | PROVIDER'S ALAN OF CORRECTION (%5}
éz‘E)FIE( l (Eﬁcs.:j DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GUM&.FEWN
Al ' REGULATORY OR {SC IDENTIFYING INFORMATICN) TAG GROSS-REFERENCED TQ THE APPROPRIATE
T 1 DEFICIENCY)
j W 252

. The QMRP will train the Residentiul Divector
and Direct Care Professionyl stafl w implement the
clients PP based upon the schedule und
documcnt the PP per instmction.

g Jes7b,
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T

b
g

!

i b. The facility falled to ensure that data was

collected on Client #1's self-medication objective.
(Sem W245)

¢.  On March 8, 2009 at approximately 2:40 PN,

Iintarview with the QMRP and review of Client#3's
IPP revaaled that the client had a communication

objective. The oblective was written as follows;

"Given verbal assistance, [the client] will respond
to tactile voice directives with 60 % of the trials for
3 consecutive months."

Interview with the QMRP on the same day
revealed that she was aware that this objective
was not being impiemented, Review of the IPP

| data form failed to evidence that this

communication objective data was being
collected,

d. On March 6, 2009 at approximately 2:45 PM,
interview the QMRP and review of the Client #3's
IPP revealed that the cliant had a money
management objective. The objective was
written as follows;

"Given verbal prompting, {the client] will select
and purchase an item by feel and touch with 60 %

i of the triais for 3 consecutive months.”

interview with the QMRP cn the same day
revealed that she was aware that this objective
was not being implemented. Review of the IPP
data form failed to evidence that the money
management ¢cbjective data was being collected.,

e. ©n March &, 2009 at approximately 2:55 PM,
intarview the QMRP and review of Cliant #3's IPP

b, See response in W249,

¢, See response 1o “a™ pbove,

d. See response 10 *a” ubove,

<. See response to “o” ubove.

Y fos7or

o o5 /o9

v/es/e?
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revealed that the client had a home management
] objective. The objective was written as follows;
: "Given hand over hand assistance, [the client] will
; sweep her bedroom floor with 50% accuracy for 6
i consecutive months."
Interview with the QMRP on the same day
revealed that she was aware that this objective
[ . was not being implemented. Further interview
e revealed that this home management goal was
. not an appropriate objective for Cllent #3, who is
L plind. Review of the IPP data sheet failed to
= evidence that the home management cbjective
o data was being collected.
W 262 | 483.440(1)(3)(i) PROGRAM MONITORING & W 262

CHANGE 15 1o W21d. The OMRD will ome
L . See response to W214. The QMRP will ensure that

bed mabilkiy usscssments and
The committee should revisw, approve, and new ; _
monitor individual programs designed to manage :{;‘;{,‘;“;‘:;’,‘,‘,‘:;;{;:‘}o"r‘:\‘;‘m’i_‘;f;r’;;;‘;g,m :
! Inappropriate behavior and other programs that, ' .”15-']&7
in the opinion of the committee, involve risks to :

client protection and rights.

: This STANDARD s not met as evidenced by:
Based on observation, staff Interview and record

A raview, the faciiity failed to ensure programs that
o incorporated restrictiva techniques had been

! reviewed, approved and monitored by the

o specially constituted committee prior to

) Implementation, for three of five clients residing in
the facllity. (Client #2, #3 and #5)

The findings include:

The facility failed to ensure the results of bed
mobility assessments for Client #2, #3 and #5
were reviewed by the Human Rights Committee

FORM GMS-2507(02-98) Previous Vorsisns Obelolo Evant 10: SKMI1 Facllity [D; 09G471 It continuation shoel Page 13 of 28
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(HRC) and the use of bedrails was approved for
the clients. {See W214)
W 322 | 483.460(a)(3) PHYSICIAN SERVICES W 322

The facility must provide or obtain preventive and
general medical care.

This STANDARD is not met as evidenced by:
Based on intarview and record review, the facllity
failed to ensure its physician services conducted
a timely review of medical orders, the results of
- — | prescribed medical consultations and laboratory
: tests for two of three clients in the sample.
{Clients #2 and #3)

The findings include:

The facility failed to ensure the primary care
physician conducted a timely review of the
medical and laboratory results prescribed for
Clients #2 and #3 as evidenced by:

a. Interview with the Licensed Practical Nurse

. The Dircctor of Operations will imend the PCP's

Coordinator (LPNC) on March 5, 2009 at 3:05 1 Contract via u supplementa] lett o

PM, revealed that the most current results of timeframes for the PCP 10 mi;{,‘;‘iﬂ'ﬁ;’;ﬁc‘,’ﬁjw c
prescribed medical consultations and laboratory the resulty of medial refermls, 8

studies wers maintained in a special notebook for '/}z.-,r/of

the physician. The nurse revealed that Client #2
had medical screening to rule out health concerns
as a possible cause of her weight loss in 2008.
The results of the Client's hepatic evaluation
(January 13, 2009) and gall bladder series
(January 26, 2009) wouid be filed in the client's
medical record after the studies were reviewed
and acknowledged by the primary care physician
(PCP). The LPNC reported that the usual
procedure was to notify the PCP by telephona,

FORM CMS-2507(02-08) Previous Verionn Obsololo Event ID: SKMI11 Facility 10: 09GtT1 it continuation sheet Page 14 of 28
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i ’ and to fax the results to the primary care
| physician for review.
The physician spacial notebook was reviewed on
; March 5, 2009 at 3:38 PM, There was no
' evidence that the results of consultations and
medical procedures that were conducted after
January 6, 2009 had not been reviewed and
signed by the PCP. The review of the facility's
contractual agreement with the PCP (dated
October 8, 2008) revealed it falled to establish
time frames in which the PCP was required to
review the results of medical referrals,
b. The review of the physician's special b, The QMRP will ensure thut uboratory findings
notebook on March 5, 2009 at 3:50 PM revealed arc forwarded to the PCP for review and upproval
L_ Client #3's hematology report dated January 13, as soon as they arc availubie,
2009. The following alevated laboratory values /4—5'/0
! were documented in the report: [AST 116 U/L y T
(reference range. 10 - 42 U/L) and ALT 144 L/L(
reference range: 13 -51 U/L)]. At the time of the
survey, there was no evidence that thase
abnormal Iaboratory findings had been forwarded
: to the PCP for review and approval.
' W 371 | 483.460(k)(4) DRUG ADMINISTRATION wW3arti
; The QMRP will ensurc thmt the client is reassessed
The system for drug administration must assure for seif-medicution administrution. The ussessment
that clients are taught to administer their own will be revicwed by the IDT at the next quarierly
medications if the interdisciplinary team meeting. 1f the IDT (the IDT includes the 'CP)
determines that self-administration of medications approves the client for self-medication
is an appropriate objective, and if the physician sdministration programming, the QMRP will
does not specify otherwise. develop th.c program und train the clicrft. stafl, and
nurses on implementing wnd documenting the /
program. o1 /%
] This STANDARD is not met as evidenced by:
' Based on observation, staff interview and record
review, the facility failed to establish an effective
system to provide a training program for
self-administration for cne of the three clients in
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W 371 | Continued From page 15
the sample. (Cllent #1)

The finding Includes:

The facility failed to ensure Client #1 had been
assessed for a self-medication objective prior to
its inclusion in the individual program plan (IPP).

Observation of the medication pass on March 5,
2009 at approximatety 8:40 AM, revealed that
Client #1 did not participate in a self-medication
objective. Interview with the License Practical
Nurse and the Director of Nursing at
approximately 11:00 AM, revealed that Client #1
was assessed, however was not approved to
participates in a self-medication objective.

interview with the Qualified Mental Retardation
Professional (QMRP), on the same day at
approximately 3:30 PM, revealed that If the client
had been approved to particlpate in a
self-medication objective, the medication nurse
would be the responsible person for implementing
the objective. Additionally, the LPN would be
responsible for documenting the data in the
Medication Administration Record (MAR).

Review of the IPP, however on the same day at
3:40 PM, however did revealed a self-medication
objective that stated, "Given verbal prompting,
{the client] will wash and dry her hands before she
takes her medication with 60% accuracy for6
consecutive months”. Further review of the IPP
book did not evidence that this objective was
being implemented by the designated medication
nurse or that data was being documented as
outlined. Review of the client physician orders
dated September 30, 2008 did not evidence an
order for the client to participate in the

W 371
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aforemention self-medication objective which had
baen discovered in the IPP. Review of the MAR
] for the month of March 2009 failed to evidence
[ that Client #2 self-medication objective had baen
1. implemented as recommended by the IDT.
! T W 390 483.460(m)(2)(I) DRUG LABELING W 390 —_ .
Gty The 1.PNC will shide by Carceos policy and ensure
The facliity must remove from use outdated that expired unused medications ure anpropriately
drugs. destroyed, y/zr/d?

This STANDARD is not met as avidenced by:
Based on observation, the facility falied to remove
- from use, an out dated medication for one of five
clients reslding in the facllity. (Client #5)

The finding includes:

The facility's nursing staff failed to ensure that an
expired topical medication was destroyed as
evidenced below:

During an snvironmental walk-through on Margh
6, 2009 at approximately 5:35 PM, the surveyor
observed an expirad topical medication (Sensi
Care Body Cream) container prescribed for Client
#5, which was in her ADL basket. The expiration
date on the container read December 4, 2008.

interview with the Licensed Practical Nurse
Coordinator {LPNC) revealed that she monitored
the topica! medication, According to the LENC,
the direct care staff apply the topical medications
and document in the medication treatmant
administration records. At the time of the survey,
there was no evidence that the facility’s nursing
staff ensured that expired medication was
removed from the client's supplies after its
expiration date.
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W 393 | 483.460(n)(1) LABORATORY SERVICES

If a facility chooses to provide laboratoty services,
the laboratory must meet the raquirements
specified In part 493 of this chapter.

This STANDARD is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure it met the
raquirements for performing glucose testing for
T one of three clients in the sample. (Client #2)
LA The finding includes:;

On March 5, 2008 at approximately 9:48 AM,
cbservation of the medication administration
ravealed that the Licensed Practical Nurse (LPN)
used the finger stick method to test Client #2's
blood glucose level, Interview with the LPN
reveaied that Client #2 had a dlagnosis of
Diabetes Mallitus, Type 1l. Further interview with
the LPN revealed that blood glucose laveis were
to be monitored, using a Glucometer in the
morning and svening,

interview with the Qualified Mental Ratardation
Professional(QMRP) on March 5 ,2009 at
approximately 11:00 AM, revealed that the facility
did not have the raquired certification to conduct
blood glucose testing as identified by Part 493 of
the Clinical Laboratory Improvement Act (CLIA).

Review of the physician's orders dated February
1, 2009, revealed that Client #2's blood glucose
level should be tested every morning and evening
at the group home. At the time of the survey,
there was no evidence that the CLIA certification

' had been obtained.

W 418 1 483.470(b)(4)(ll} CLIENT BEDROOMS

w383

W 418

DEFICIENCY)

The facility did have nn unespired CLIA
certification at the time of the surviey, and sinee the
survey, the renewn! applicution huy been submitted.
A copy of the CLIA certificution was forwarded to
the fheility.
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]

"W 420

]
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:

Continued From page 18

The facility must provide each client with a ciean,
comfortable mattress.

This STANDARD is not met as avidenced by:
Based on obhservation and staff interview the
facility failed to ensure that a comfortable
mattress support was provided for one of the
three clients in the sampie, (Client #5)

The finding Includes:
‘The facliity failed to provide Cllent #5 with a

| supportive mattress pad in geod condition.

During the environmental walk through on March
6, 2009, at approximately 5:15 PM, a supportive
mattress pad was observed on the top of Client
#5's regular matiress. The mattress pad which
was appraximately 3 Inches thick, was observed
to have a deep Indention through-out the middle
section,

interview with the Residential Director (RD)
revealed that the mattress pad provided Cllent #3
with additional support when lylng in her bed.
Further interview with the RD revealed that the
malttress pad was fairly new. At the time of the
survey, that was no evidence that the group home
had maintained Client #5's support mattress to
ensure her comfort,

483.470(b)(4)(iv) CLIENT BEDROOMS

The facility must provide each client with
functional furniture, appropriate to the clients

: needs,

‘W 418

W 420

The Director of' Openifions will ensure that o new
madtress pad is purchused for the elient, The
R:‘sidsntinl Directar will ensure thut stuff ore

trtined (o properly maintain the materess pad,

notify both the Residentinl Director and £¢ Q:Anlg;o
when the muttress pad needs to be cleancd or
replaced,

ks

The Resideniial Dircctor will ensure that the
client™s chest of drawers ix cither repaired or
replaced.

shs oy
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W 420 | Continued From page 19

This STANDARD is not met as evidenced by:
Based on observation and record review, the
facllity faileg to provide functional furniture,
appropriate to the clients' needs of one of the

three clients in the sample. (Client #3)

The finding includes:

The facility failed to ensure that Client #3 was
provided with the usa of a chest of drawers
appropriate for her personal clothing.

During the environmental walk through on March
- 6, 2009, at approximately 5:15 PM, Client #3's
top chest of drawer was missing the face panel
and the drawer was broken. Further observation
revealed that the remaining drawers were broken
and off track.

Interviaw with the Residential Director (RD)
revaaled that Client #3 had a behavior support
plan which addressed property destruction.
Further interview with the RD revealed that the
chest of drawers may have been damaged during
Client #3's behavioral outbursts. Review of the
behavior support plan dated July 17, 2008 on
March 8, 2009 at approximately 3:30 PM,
confirmed that property destruction was one of
the client's targeted behaviors. At the time of the
survey, there was no evidence that the facility
provided Client #3 with a chest of drawers from
which she could access personal clothing safely,
W 421 | 483.470(b)(4)(iv) CLIENT BEDROOMS

The facllity must provide each client with
individual closet space In the client's bedroom
with clothes racks and shelves accessible to the
client.

W 420

W 421

The Residential Direcior will hung o divider in the
f:loset o ensurs thut the lwo clients® clothing is
identified and sepurmted.

Shsor
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This STANDARD is not met as evidenced by: |
Based on observation and staff Interview, the f
I * facility failed to provida indlvidual closet space
appropriate for two of the five cllents residing in
the facility, (Clients #2 and #5),

The finding includes:

The facility failed to ensure that each client was
provided with appropriate gnd identifiable closet
space for their parsonal clothing.

During the environmental walk through on March
6, 2009, at approximately 5:22 PM, it was
observed that Client #2 and #5 sharad a small
closet in their bedroom. Observation of the
closet revealed it failed to have a systam to

. identify and separate each ¢lient's personal
clothing.

According to the Residential Director (RD), Client
#2's clothing were to the left of the closet and
Client #5's clothing wers to the right closet. At
the time of the survey, there no evidence that the
facility had established a system to clearly
Identify each client's parsonal clothing.,

W 426 | 483.470(d)(3) CLIENT BATHROOMS W 426
The Residentinl Director will ensure that waler— —
The facility must, in areas of the facility where lemperatures are cifi‘iﬁ'ﬂﬁmﬁrﬁﬁf r
clients who have not been trained to regulate Careco’s policy, 1f the temperature devigtes l'rgrgc
water temperature are exposed to hot water, the ucceptable reuding then the Residential Direstor
ensure that the temperature of the water does not will ensurc that Maintenunce staff' are culled in
exceed 110 degrees Fahrenheit. Immedintely to adjust the settings. The Residential
, Director and Maintcnanve stail will then lest the
| : *Wml: lemperature on a frequent basis (approx every
_! This STANDARD is not met as svidenced by: . o). Making necessury adjustments, unll the
- Based on observations and interview, the facliity pefiilre I8 W an acceptable reading. / 5709
i failed to maintain water temperatures that did not 712
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W 426

Continued From page 21
exceed 110 degrees Fahrenheit,

The finding include:;

During observation of the environment on March
6, 2009 at approximately 5:45 PM, the hot water
was turn on in the bathroom on the main level of
the facility, The Licensed Practical Nurse
Coordinator (LPNC) entered the bathroom and
placed her hands under the running water. The

| LPNC yelled loudly , “The water is too hot*. The

surveyer used a thermemeter to check the hot
water temperature and discovered the
temperature read 125 degrees Farenheit in
bathroom. The water temperature was then
checked in the kitchen and the thermomaeter read
138 degrees Fahranheit.

Interview with the Quaiifiad Mental Retardation
Professional (QMRP) at 5:49 PM, revealed that
the hot water was monitored frequently and
adjusted when needed. Further interview with the
QMRP indicated that the direct care staff usually
checked the water temperature prior to bathing
the clients and na clients bathed independently.
At the time of the walk through, the clients were
out of the facllity participating In a community
outing.

i A maintenance staff was observed on site at the

time of the temperature readings and was
instructed by the QMRP to adjusat the hot water
heater, It should be noted that at 6:00 PM the
facility's QMRP developed a 72 hour plan to
monitor the hot water temperature. The plan
was (o be implemented immediately to ensure the
clients' safety throughout the weekend,

The surveyor re-tested the hot water temperature

W 42§
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at approximately 8:25 PM, prior to exiting the
facility. The thermometer temperature read 124
degrees Fahrenheit the bathroom and 125
degrees Fahrenheit in the kitchen,

| el On March 9, 2009 at approximately 4:10 PM, a
. post survey was conducted to verify water
temperatures, The temperature read 114
degraes Fahrenheit in the bathroom and 116
degrees Fahrenheit in the kitchen.
“WW 440 | 483.470())(1) EVACUATION DRILLS

The facility must hold evacuation drills at least
- quarterly for each shift of personnal.

This STANDARD s nat met as evidenced by:
Based on Interview and the review of fire drill
reports, the facillty falied to hold evacuation drills
at least quartarly for each shift of personnel, on
two of three shifts.

The findings include:

Interview with the Residential Director (RD) on
March 5, 2009 at 2:30 AM, revealed the group
home had three shifts of direct care personnel.
The shifts were Idantified as: 7:00 AM - 3:00 PM,
3:00 PM - 11:00 PM, and 11:00 PM - 7:00 AM
gevan gdays a week.

T T

=Y

On March 5, 2009 at 10:55 AM, a review of fire
drills records provided for April 1, 2008 through
February 2008 was conducted. The review of the
drills provided the following Iinfarmation:

S i y— ey

a. There were no documented fire drill on the 7:00
AM - 3:00 PM (day shift).

W 426

W 440

The QMRP will ensure thit the Residential Divector
and Direel Support Professions) stul¥ are trained on
ICnrmo'u policy voneemning evacuution drills. The
QMRP will ensure that drills ure eonducted on
cach shift at least quarterly, and thut such drills ore

accurnicly documented. f/; 4 /0?
1
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Continued From page 23

b. There were noe documented fire drill on the 3:00
PM - 11:00 PM shift (evening shift) after October
27,2008,

During a follow-up interview on Marech 5, 2009 at
approximately 1:00 PM, the RD and the Qualified
Mental Retardation Professional acknowledged
the drills had not been conducted at the
frequency required by this regulation,
483.480(b)(2)(ii) MEAL SERVICES

Food must be served at appropriata temperature.

This STANDARD is not met as avidenced by:
Based oh observation, the facillty failed to ensure
that food was served at the appropriate
temperature for two of the five client residing in
the facllity. (Client #2 and #5)

The finding includes:
' The facllity staff failed to serve food at the

appropriate temparature during breakfast as
evidenced bselow:

At 7:05 AM five covered plates were observed on
the dining table in the kitchan,

At approximately 8:08 AM, Client #3's assigned
staff assisted her to the dining table in the
kitchen. The staff removed the cover from her
piate and began to feed the client breakfast, At
na time prior to feeding the cllent was the staff
observed to rehaat her scrambled eggs.

At approximately 8:14 AM, Client #5's assigned
staff was observed to assist her to the dining
table in the kitchen, The staff removed the cover

W 440

W 473

The Residential Dircctor will ensurc that Direct
Suppart Professionnl staf¥ are trained on serving
¢lients their menls at the approprinte tempernture, y /33'/5‘7
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- the elient finished eating the mini blueberry muffin

Continued From page 24

from her plate and prompted the client to eat
breakfast. The staff fed her two spoonfuls| and
placed the spoan on the edge of the plate. Client
#2 then picked up tha spoon and began to eat her
food independently. At approximately 8:18 AM,

and bow! of cheerios with milk. The client was
offered the cold scrambled eggs and the client
initially refused to eat them, however after
drinking her beverage, began to eat her cold
scrambled eggs. At no time prior to Cllent #2
consuming the eggs did the direct care staff
reheat her eggs.

Interview with the Residentlal Director (RD) at
approximately 8:52 AM revealed the the overnight
shift prepared the breakfast before departing the
faclity.

483.480(c)(1){i) MENUS

Menus must be prepared in advance.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record,
the facility falled to ensure that lunch menus were
prepared in advance for five of 5 clients residing
in the facllity. (Cllents #1, #2, #3, #4 and #5)

The findings include:

1. Observation on March 5, 2009 at 8:04 AM,
revealed Cllent #2 assisting staff in the
preparation of a bag lunch. The lunch consisted
of a Jelly sandwich, applesauce, Giucerna
{nutritional supplement) and a bottle of water,

Interview with Residential Director (RD) on March
5, 2009 at 3:20 PM, revealed that Client #2 takes

W 473

W 477

L 1'13= QMRP will request the 'Nutritinnlst lo
provide weckday lunch menus for the client. y/& fﬁ’

;—‘ORM CMS-2507(02-u0) Provious Veraione Qbaglole Evan ID: SKkmi11
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) , her lunch to her day program because she is a

. picky eater. On March 6, 2009 at 10:15 AM,
interview with Client #2's 1:1 staff indicated that
the client brought her lunch with her, The lunch
consisted of a peanut butter and jelly sandwich,
mandarin orange sactions, Glucerna and a hottle
of water, The 1:1 staff also revealed that the client
brought her lunch to the day program because
she was a "plcky eater”,

Interview with the Qualified Mental Retardation
Professional (QMRP) on March 6, 2009 at 1:45
PM revealed the lunch menus were planned by
the guldelines on the menus, The review of
avallable menus in the facllity, however, revealed
there were no planned weekday lunch menus for
the client.

2. Interview with the RD on March 5, 2009 at 2 Se —
' 7:10 AM revealed all clients (#1, #2, #3, #4, and < See refponse 1o #1 above, A /
#5) living In the group home attended a day #2577
program from approximately 9:00 AM to 3:00 PM
on Monday through Friday. Further interview with
the RD on March 5, 2008 at approximately 145
PM, revealed that all clisnts, except Client #2,
were providad lunch by their day programs.
According to the RD, no weakday lunch menus
had been planned by the nutritionist because
usually no clients were in the group home for
lunch. The raview of the cycle menus on the
same day confirmed that there were no planned
lunch menus for Monday through Fridays.

W 483 | 483.4680(d){2) DINING AREAS AND SERVICE W 483
The QMRP will ensure that clients are nbic to cat m
' The facility must provide table service for all | the table in shifts, so that toble service is provided
" clients who can and will eat at a table, including for everyonc,
clients in wheelchalrs. '//zf/o?

J
[
[—'ORM CMS.2507(02-M) Provious Varsions Obsealate Event I0: SKMI11 Focllly I: 88G17) If continuation shoot Poge 26 of 28

|
!
!




FROM :

g Y T e

FAX NO.

Apr. B6 2085 B4:46PM P 7

PRINTED: 03/25/2009

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
| STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
09G174 8. wing 03/06/2009

| NAME QF PROVIDER OR SUPPLIER

CARECO 11

STREET ADDRESS, CiTY, STATE, ZIP CODE
1701 24TH STREET, NE
WASHINGTON, DC 20002

(X410 | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

) PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE AGTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X%
COMPLETION
OATE

W 483 | Continued From paga 26

This STANDARD is not met as evidenced by:

1 Based on observation and staff interview, the

. facility falled to ensure that its direct care staff

T allowed two of the five clients who reside in the
| l facility an opportunity to eat at the dining room
nai ' table,

' (Clients #1 and #4)

The finding includes:
QObservation on March 5, 2009 at 7:27 AM,

meal, revealed a table located in the

to be pushed against the wall, rendering three
sides accessible for seating,

C service for all residents,
_ W 488 | 483.480(d)(4) DINING AREAS AND SERVICE

lavel,

This STANDARD Is not met as avidenced by:

, falied to ensure that one of three clients in the
sample ate a manner consistent with her
developmental level, (Client#3)

The finding includes:

| | During breakfast on March 5, 2008 at

) ravealed Client #1 being fed breakfast as she sat
¢ in her wheelchair in the living room, Observation
on the same moming at 7:53 AM, revealed Client
#4 also being fad in the living room while seated

in her wheelchair. Follow-up cbservation after the

kitchen/dining room. The dining table was noted

There was no evidence the facility provided table

The facility must assure that each clienteats ina
manner ¢onsistent with his or her developmental

Based on observation, staff interview, the facliity

W 433

wassl
- The QMRP will ensurc thal st are frained 1o tse ~
proper suppatts such as plucemots and napkins to
Dyist clnems'tc enl without soiling their clothey, in o
manner consistent with adult dignity.

9/ bt
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! approximately 8:00 AM, Client #3 was observed
wearing a protactive bed pad for a bib which was
tied around her neck. Further observation
revealed that the direct care staff placed the

) pottom portion of the pad underneath the client's
L plate and used it 3s a placement. -

Interview with staff revealed that the protective
bed pad was used as a bib to prevent the client
from soiling her clothing. There was ho evidence
there the client was trained to use a napkin or
was provided with appropriate covering to protect
her clathing.
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‘ R 000 INITIAL COMMENTS R 000

A licensure survey was conducted from March 5,
2008 through March €, 2009. The survey was
initiated using the fundamental survey process, A
random sample of thrae residents was selected
from a resident population of five women with
various disabilities.

The findings of the survey were based on

- observations, interviews with residents, interviews
oot with staff in the home and at two day programs,
. as well as a review of resident and administrative
| records, including Incident reports.

R 123! 4701.5 BACKGROUND CHECK REQUIREMENT | R 125

The Humun Resources Dircelor will cnaure that all

The criminal background check shail disclose the : e
staff have evidence of u comprehensive criminal
criminal histery of the praspective employee or Back d check in their reenrds,
contract worker for the previous seven (7) years, AekRround cheet T Tt 'f/;f%f

in al! jurisdictions within which the prospective
employee or contract worker has worked or
resided within the seven (7) years prior to the
chack.

This Statute is not met as evidenced by:

Based on the review of personnel records, the
GHMRP failed to ensure criminal background
checks for all jurisdietions In which the employees
re had worked or resided within the seven (7) years
p prier to the check,

L The findings include:

! On March 5, 2009 at approximately 8:45 AM, the
: Qualified Mental Retardation Professional
(QMRP) was requested to provide documentation
to show evidence that crimina! background
checks had been conducted for all staff employed
in the facility. On March 5, 2009, beginning at
3:35 PM, review of the persannel records

]

;Ioalth ogulotion Administration

. o4 M’- TITLE xe) BATC

‘ RATQRY DIRECTOR'S OR PROVIDER/SUPPLIER REPFRESENTATIVE'S SIGNATURE VW af v ] r e
STATE FORM Ll SKMI11 i conbinuation 10f2

F

\
|
E



FROM :
FRX NO. Apr. U6 2003 B4:46PM P 18

PRINTED: 03/25/2008

FORM APPROVED
Health Requlation Administration
STATEMENT OF DEFICIENGIES X1) PROVIDER/SUPPLIER/ICLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION &) IDENTIEICATION NUMBER: @) COMPLETED
A BUILDING
B. WING
HFD03.0233 03/06/2009
"INAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1704 24TH STREET, NE
CARECO 11 WASHINGTON, DC 20002
(X4} 1D | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG RESULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCER TO THE APPROPRIATE DATE
[ DEFICIENCY)
R 125| Continued From page 1 R125
presented for 4 {$4, S5, $13 and $14) of 12
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! comprehensive criminal backgrounds checks.
Moaith Rogulollon Administratian
STATE FORM
: e SKMI1 i continuation shost 2 of 2




FROM :

FAx NO.

+_Health Requiation Administration

Apr. B6 209 B4:46PM P 11

PRINTED: 03/25/2008
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORREGCTION

{DENTIFICATION NUMBER;

HFD03-0233

(%2} MULTIPLE CONSTRUCTION

[ A. BUILDING
B. WING

(X3) DATE SURVEY
COMPLETED

03/06/2009

{ NAME OF PROVIDER OR SUPPLIER
CARECO 11

STREET ADDRESS, CITY, STATE, ZIP CODE

1701 24TH STREET, NE
WASHINGTON, DC 20002

(X4) ID
PREFIX
TAG

!
i .. |

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

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS.REFERENCED TQ THE APPROPRIATE
DEFICIENCY)

{X8)
COMPLETE
DATE

{ 000

| records, including the facility's incident

INITIAL COMMENTS

A licensure survey was conducted from March 5,
2009 through March 6, 2009. The survey was
initiated using the fundamental survey process. A
random sample of three residents was selected
from a resident population of five females with
various disabilities.

The findings of the survey were based on
observations at the group home and three day
programs, interviews with day program staff,
management and direct care staff in the
residence and the review of administrative

management system.

3502.7 MEAL SERVICE / DINING AREAS

Each GHMRP shall serve meals at proper
temperatures.

This Statute is not met as evidenced by:

Based on observation, the facility failed to ensure
that food was served at the appropriate
temperature for two of the five resident in the
facility. (Resident #2 and #5)

The finding includes:

The facility staff failed to serve food at the
appropriate temperature during breakfast as
evidenced below:

At 7:05 AM five covered plates were observed on
the dining table in the kitchen,

At approximately 8:08 AM, Resident #3's
assigned staff assisted her to the dining table in
the kitchen. The staff removed the cover from

1 000

See response 1o ederal deficiency W 473,
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| table.

1048 Continued From page 1

her plate and began to feed the resident
breakfast. At no time prior to feeding the resident
was the staff observed to reheat her scrambled

At approximately 8:14 AM, Resident #5's
assigned staff was observed to assist her to the
dining table in the kitchen. The staff removed the
cover from her plate and prompted the rasident to
- eat breakfast. The staff fed her two spooniuis)
and placed the spooh on tha edge of the plate.
Resident #2 then picked up the spaon and began
to eat her food independently. At approximately
8:18 AM, the resident finished eating the minl
bluebarry muffin and bowl of cheerios with milk,
The resident was offered the cold serambled
eggs and the resident initially refused to oat tham,
however after drinking her beverage, began to
eat her cold scrambled eggs. At no time prior to
Resident #2 consuming the eggs did the direct
care staff reheat her eggs.

interviaw with the Residenttal Director (RD) at
approximately 8:52 AM revealed the the overnight
shift prepared the breaktfast before departing the

1051 3502.9 MEAL SERVICE / DINING AREAS 1051

Each GHMRP shall provide table service for all
residents who can and wiil eat at a table,
including residents In wheelchairs,

This Statute Is not met as evidenced by:

Based on observation and staff interview, the
facility failed to ensure that its direct care staff
allowed two of the five residents who reside In the
facility an opportunity to eat at the dining room

1049
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Continued From pagn 2
(Residents #1 and #4)

The finding includes:

Observation on March 5, 2009 at 7:27 AM,
revealed Resident #1 being fed breakfast as she
sat in her wheeichair in the living room.
Observation on the $ame moming at 7:53 AM,
revealed Resident #4 also being fed in the living
rocm while seated in her wheelchair, Follow-up
observation after the meal, revealed a table
located In the kitchen/dining room. The dining
table was noted to be pushed against the wall,
rendering three sides accessible for seating.

There was no evidence the facllity provided table
setrvice for all residents,

3502.15 MEAL SERVICE / DINING AREAS

Menus shail be written on a weekly basis, shall
provide a variety of foods at each meal, and be
varied from week to week and adjusted for
seasonal changes. ‘

This Statute is not met as evidenced by:

Based on observation, staff interview and record,
the facility failed to ensure that lunch menus were
preparad in advance for five of 5 residents
residing in the facility. (Residants #1, #2, #3, #4
and #5)

The findings include:

1, Observation on March 5, 2005 at 8:04 AM,
revealed Resident #2 assisting staff in the
preparation of a bag iunch, The lunch consisted
of a jelly sandwich, applesauce, Glucemna
(nutritional supplement) and a bottle of water,

1051

1 067

Sce response o lederul deficiency W 477.
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Continued From page 3

. Interview with Residential Director (RD) on March
; 5, 2009 at 3:20 PM, revealed that Resident #2

takes her lunch to her day program because she
is a picky eater. On March 6, 2009 at 10:15 AM,
interview with Resident #2's 1:1 staff Indicated
that the resident brought her lunch with her, The
{unch consisted of a peanut butter and jelly
sandwich, mandarin orange sections, Glucerna
and a bettle of water, The 1:1 staff also revealed
that the resident brought her lunch ta the day
program because she was a "plcky eater”,

Interview with the Qualified Mental Retardation
Professional (QMRP) on March 6, 2009 at 1:45
FM revealed the lunch manus were planned by
the guidelinas onh the menus, The raview of
available menus in the facility, however, revealed
there were no planned weekday lunch menus for
the resident.

2. Interview with the RD on March §, 2008 at
7:10 AM revealed all residents (#1, #2, #3, #4,
and #5) living in the group home attended a day
program from approximately 5:00 AM te 3:00 PM
on Monday through Friday. Further interview with
the RD on March 5, 2008 at approximately 1:45
PM, revealed that all residents, except Resident
#2, were provided lunch by their day programs.
According to the RD, no weekday lunch menus
had been planned by tha nutritionist because
usually no residents were in the group home for
junch. The review of the cycle menus on the
same day confirmed that there were no planned
lunch menus for Monday through Fridays.

3502.16 MEAL SERVICE / DINING AREAS

A review and consultation by a dietitian or
nutritionist shall be conducted at least quarterly to

1 057

1 058

Nee responsie 6 Tedera! delicione
ry W393, The
QMRP will request the Nutrltjonist 1o complete

annual and/or yuarterly nutrition: S {
the rosidean ly nil assessment for
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1058 | Continued From page 4 1058
ensure that each resident who has been
prescribed a modified diat receives adequate
nutrition accarding to his or her individual
Habilitation Plan.
| This Statute is not met as evidenced by:
Based on intarview and record review, the
GHMRP falied to ensure that a dietitian or
e nutritionist conducted at least a quarterly review
has and consultation far Resident #2, who was
Ch prescribed a modified dlet.
- The findings Include:

[Cross refer to 3502.15] On March §, 2009 at

| 3:20 PM, Interview with the Residentia! Director

(RD) and the review of cycle menus being used
to prepare meals for the residents revealed that
no written lunch menus were available for
weekdays (Monday through Friday).

At 9:48 AM, Resident #2's biood sugar was
monitored by the nurse via finger stick. The
nurse ravealed the test was performed each
morning and evening. At 9:51 AM the resident
was administered Megace 40 mg, which was to
prescribed to stimulate the resident's appetite.
The nurse stated that the resident also was
prescribed nutritionai supplement (Glucemay)
three times daily to maintain her weight,

Subsequent record review on March 5, 2009 at
10:30 AM, revealed a physician's order dated

! Fabruary 1, 2009 for a "Mechanlcal soft, 1500
i calories, low sodium, high fiber diet’ to manage

the resident's diagnosed Diabetes Mellitus, Type
Il

interview with the Qualified mental Retardation
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| 058 | Continued From page 5 1058
) Professional on March 6, 2000 at 4:40 PM
revealed that the consultant nutritionist should
have completed a nutritional assessment for
Resident #2 to be included in her annual
N Individual Support Plan (ISP), which was held on
' August 9, 2008. Review of the ISP revealed that
the resident was prascribed a Mechanical Soft,
1500 Calorie- low sodium diet; however revealed
no evidence that an annuai and/or quarterly
nutritional assessments was completed for
Resident #2.
| 077, 3503.5 BEDROOMS AND BATHROOMS 1077

v Each bedroom shall contain sufficient storage See response to federul deffsiency W 421, /
' space for each resident' s seasonal, personal vd 2-57’0?
i clothing and personal effects,

This Statute is not met as evidenced by:

| Based on observation and staff interview, the

: facility falled to provide individual closet space
adequate for two of the five residents residing in
the facility. (Resident #2 and #5).

The finding includes:

The facility failed to ensure that each resident
' was provided with appropriate and identifiable
closet space for their personal clothing.

During the environmental walk through on March
8, 2009, at approximately 5.22 PM, it was
observed that Resident #2 and #6 shared a small
closet in their bedroom, Observation of the
clioset revealed it failed to have a system to
identify and separate each resident's personal
clothing.

According to the Residential Director (RD),
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Continued From page 6

Resident #2's clothing were to the left of the
closet and Resident #5's clothing were to the
right closet. At the time of the survey, there no
evidence that the facility had established a
system to clearly identlfy each residents personal
clothing.

3504.1 HOUSEKEEPING

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, crderly, attractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable
odors.

This Statute is not met as evidenced by:

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

The findings include:

On March 8, 2002, beginning at 5:15 PM,
observation of the environment revealed the
following concerns:

Interior:

1, The facility failed to ensure that Cllent #3's
bedroom wall was repaired.

During the environmental walk-through on March
6, 2009 at approximataly 5:25 PM, a large hole
was observed on the right wall of Client #3's
bedrocm. Interview with the RD revealad that
Client #3 had a behavior support plan which
addrassed her property destruction, Further
interview with the RD revealed that the hole inl the
wall might have been created during a behavioral

1077

1. Maintcrumes will repuit the hole i the wal. k// 2 176?
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! outburst by the client,
. During the environmental walk through on LT -
ﬁlarch 5] 92039. at approximately 5:15 PgM. i- Muintenance will repair ot replucs the chest off /
e, Resldent #3's top drawer of the chest was rawers. // 25707
S observed to have a missing face panel. The top
| drawer was also broken, Further observation
revealed that the remalning drawers were broken
and off track. —_——
n 3. ey , i
3. The front pane! of the hot water heater was wut::',':zt"::“ will repolr the font puncl of the hot J//Z’/‘?
ohserved loose and leaning on the floor. .
- 4, The rear basement exit leading into the back 4, Stafl will tloun the hack stabrcase and ensurs that | s /zﬂé,y
yard had trash, debris, ieaves which covered the the drain ix kept clear. :
drainage at the base of the stairs L
5. A rear window was missing a window screen. 5. Maintenance will replace the renr window screen,, 2-f'A' 7
6. The window over the ramp was missing a 6. Mainicnance will repluce the scroen for the ’7/5 q
| window screen, windaw aver the ramp, a// 2
7. The rear of the facility was observed to have = will dobris from the rear of
. old broken furniture, old discarded brooms and ZWNE:":I‘;;“““ will remove dobris 4/:0/ A
o mop handles,
.. P !
8. The basement bathroom window was withaut 8. The RD will hang 4 curtain in the window in the / 1%’?'
blinds or curtains fer privacy. basement bathroom. /2
| 085 3504.6 HOUSEKEEPING 1095
Each poison and caustic agent shall be stored in :h?’n‘: le"ﬁa‘-fﬁm‘ﬂwm[mmmmo cnsurc
a locked cabinet and shall be out of direct reach When not I e by oot POISORA A7 kept lockod
of each residant. being supcrvised. ¥ stull, or by rexidents who sre 4, ﬁ,—/ﬂ
This Statute is not met as evidenced by:
Based on observation, the GHMRP faliled to
ensure that caustic agents were stored in a
' lockad area.
Hoolth Rogulatian Adminisiration
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The finding includes:
Observation during the environmental
aht walk-through on March §, 2009 at 5:15 PM
i revealed the following:
Tt
S The basement laundry room had laundry
detargent opened on the floor and was unlocked.
" 1108 3504,15 HOUSEKEEPING 1108 )
The Residential Dircctor will complete o personal
- Each GHMRP shall assure that each resident has inventory for cuch resident, and ensure that it is
at least seven (7) changes of clothing appropriate kept in thf residents’ reconds with evidence of
to his or her dally activities. purchases. '//:-3'/7

This Statute is not met as evidenced by:

Based on observation, staff interview and record
review, the GHMRP failed to provide an adequate
amount of undergarments for one of the five
residents residing in this facility. (Resident #3)

The findings include:

During the environmentai inspection on March 6,
2009 at approximately 5:15 PM, Resident#3 was
observed to have limited undergarments in her
Chester drawers. According to interview with the
direct care staff, the resident's undergarments
were in the [aundry in the basement of the group
home. Review of the records did not evidence a
personal property inventory was available to verify
clothing purchases and supply for Resident #3.
Al the time of the survey, there was no evidence
that Resident #3 had seven changes of
undergarments.
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| 135/ 3505.5 FIRE SAFETY 1135 .
. Ses onsc o federul delicicney W 440,
I Each GHMRP shall conduct simulated fire drills in i i ¢/37/47
order to tast the effectiveness of the plan at least
N four (4) times 2 year for each shift.
v This Statute is not met as evidenced by:
: Based on interview and the review of fire drill
—  reports, the facility falled to hald evacuation drllis
TNAL

\‘JA‘

at least quarterly for each shift of personnel, on
two of three shifts.

The findings include:

Interview with the Residential Director (RD) on
March 5, 2009 at 8:30 AM, revealed the group
home had threa shifts of direct care personnal.
The shifts were identified as: 7:00 AM - 3:00 PM,
3:00 PM - 11:00 PM, and 11:00 PM - 7:00 AM
seven days a week.

On March 5, 2009 at 10:55 AM, a review of fire
drills records provided for April 1, 2008 through
February 2009 was conducted. The review of the
drills provided the following information:

a, There were no documanted fire drill on the
7:00 AM - 3:00 PM (day shift).

b, There were no documented fire drill on the

3:00 PM - 11:00 PM shift {avening shift) after
October 27, 2008,

During a follow-up interview on March 5, 2009 at
approximately 1:00 PM, the RD and the Qualified
Mental Retardation Professional acknowledged
the drills had not been conducted at the
frequency required by this regulation.

Hoalth Regulation Administration
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| 206 | Continued From page 10 1206
1206 3509.6 PERSONNEL POLICIES 1208

Each employee, prior to employment and :;:;"::;"f;.““ R““:"“_‘S Director will casure that
annually thereafter, shall provide a physician' s fe. wpersan hos a current health certificate on

certification that a health inventory has been f/zdﬂ
performed and that the employee ' s health status
would allow him or her to perform the required

' dutles.

This Statute is not mat as evidenced by:

Based on Interview and record reviaw, the

Jre GHMRP failed to ensure that a current health
i certificate was obtainad and maintained on file.

The findings include:

On March 5, 2009, interview with the Quaiified
Mental Retardation Professional and review of
the personnel files, three of 14 diract care staff
{S1, S2 and S4) failed to have current health
certificates.

Review of the consultant health records revealed
that Dietitian/Nutritionist, the Physician, the
Padiatrist, the Social Worker, and one Licanse
Practical Nurse also did not have a current health
cartification on file,

- 1222/ 3510.3 STAFF TRAINING 1222

Sec responscs (o foderal deficienci 2
There shall be continuous, ongoing in-service w249, P ’ Fliciencies W 233 and ,/A, r/éf

training programs scheduled for al! personnel.

] This Statute Is not met as evidenced by:

Based on observations, intarview and record
verification, the GHMRP falled to ensure
continuous, ongoing in-service training programs
Health Rogulation Adrministrotion B
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| were conducted for all parsonnel.
The findings include:

1. The facliity failed to ensure effective training to
direct care staff on documentation of Individual
program plan objectives for Resident's #1, #2 and
#3. (See W252)

2. The facllity the falled to ensure that direct care

staff were trained effectively to implement

| Resident #1's seif-medication objective. (See
W249)

3. The facility falled to ensure that each staff was
trained on the use of a spout cup prescribed for

| Resident #1 to increase her Independence in
drinking beverages.

On March 5, 2009 at 8:42 AM, Resident #1 was
observed to bite a partion frorn the spout of the
flexible plastic cup, from which she drank water
after recelving her medications.

Interview with the Residential Director (RD) on
March 5, 2009 revealed the resident should have
peen drinking from a different type of spout cup.

After the moming medication administration
cbservations on March 6, 2009, the RD pravided
the resident a different new spout cup, which was
made of a rigid plastic. At 3:40 PM, the RD was
observed Instructing an evening staff to be sure
that Resident #1 used only the new cup.
Resident #1 was observed holding the new cup
and drinking from it at approximately 4:10 PM. At
the time of the survey, however, there was no
evidence that each staff had been trained on the
the use of the new cup,

CARECO 11 WASHINGTON, DC 20002
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Continued From page 12
3510.5(d) STAFF TRAINING

Each training program shall include, but not be
{imited to, the following:

- (d) Ermergency procedures including first aid,

v cardiopuimonary resuscitation (OPR), the
Helmlich maneuver, disaster plans and fire
evacuation plans;

This Statute is not met as evidenced by.

| Based on interview and record raview, the
GHMRP failed to ensure three of fourteen direct
care staff were cartified to provide
cardlopulmonary (CPR) to five of five residents
- residing in the GHMRP. (Residents #1, #2, #3,
#4, and #5)

The finding includes:

On March 5, 2009 at 9:10 AM, evidence of staff
training focused on skills and competencies
necessary to address the residents' health needs
| was requested for review.

The review of personnel and training records on
March 5, beginning at 3:00 PM, failed to provide
evidence that three direct care staff ($1, S8 and
$13) had current CPR certification,

Interview with the Qualified Mental Retardation
Professional (QMRP) on March 6, 2008 at
approximately 3:10 PM confirmed there was no
documented evidence that S1, S8 and S$13 had
current CPR training and certification,

1 401} 3520.3 PROFESSION SERVICES: GENERAL

PROVISIONS

| 227
1227

1 401

The Human Resources Director will ensure that
ench stuff porson has evidence of CPR training and
certification in their files,

‘7’/2.5" )i?
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1404 | Continued From page 13

Professional services shall include both diagnosis
and evaluation, including identification of
developmental levels and needs, treatment
services, and services designed to prevent

e deterioration or further loss of function by the
resident.

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to provide diagnasis, evaiuation,
treatment services and necassary follow up
sarvices to prevent deterioration or further loss of
functioning for five of the five resident in the
GHMRP. (Residents #1, #2, #3, #4 and #5)

The finding includes:

1. The GHMRP failed to ensure the primary care
physician conducted a timaly review of the
medical and laboratory resuits prescribed for
Residents #2 and #3 as evidenced by: '

a. Interview with the License Practical Nurse

' Coordinator (LPNC) on March 5, 20089 at 3:05
PM, revealed that the most current rasuits of
prescribed medical consultations and laboratory
studies ware maintained in a special notebook.
The nurse revealed that Resident #2's had
received medical screening to rule out health
concerns as a possible cause of her weight loss
in 2008. Further interview with tha LPNC
revealed that the resuits of the hepatic evaluation
. (January 13, 2008) and the gall bladder series
(January 26, 2009} would be filed in the resident's
medical record after they had been reviewed and
signed by the primary care physician (PCP). The
LPNC raported that the usual procedure was 10
notify the PCP by telephone, and to fax the
results to the primary care physician for review.

1401

1, See response to federul deficiency W 322,
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: i The physician special notebook was reviewed on

] March 5, 2000 at 3:38 PM. At the time of the

‘ survey, there was no evidence that the results of

! consultations and medical procedures, conducted
‘ after January 6, 2009, had not been reviewed and
signed by the PCP.

b, The review of the physiclan's special
notebook on March 5, 2009 at 3:50 PM revealed
Resident #3's hematology report dated January
13, 2009, Further review of this report revealed
elevated laboratory values documented as
follows: AST 116 U/L (reference range: 10-42
- U/.) and ALT 144 U/L( reference range: 13 -51
U/L). Atthe time of the survey. there was no
avidence that these abhormal laboratory findings
nad been raviewed and approved by the PCP.

2. The GHMRP's nursing staff failed to ensure
that the GHMRP met the requirements for
performing glucase manitaring testing for
Resident #2.

On March 5, 2009 at approximately 9:48 AM,

o observation of the medication administration

S revealed that the Licensed Practical Nurse (LPN)
o : used the finger stick method to test Resident #2's
blood glucose level, Interview with the LPN
revealed that Resident #2 had a diagnosis of
Disbetes Mellitus, Type |l. Further interview with
the LPN revealed that blood glucose levels were
to be monitored, using a Glucometer in the
morning and evening.

interview with the Qualified Mental Retardation
Professional(QMRP) on March 5 ,2000 at
approximately 11:00 AM, revealed that the facility
did not have the required certification to conduct
blood glucose testing as identified by Part 483 of
the Clinical Laboratory Improvement Act (CLIA).

2, See response o federu! deficiency W 393,
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1401 Continued From page 15 1401

Review of the physician's orders dated February
1, 2009, ravealed that Resident #2's blood
glucose level shall be tested every morning and
evening at the group home. At the time of the
survey, there was no evidence that the CLIA
certification had been obtained.

3. The facllity failed to ensure that the Human 3, Sec responscs o federul deficiencies W 214 und /4. /
e Rights Committee (HRC) reviewed and approved W62, Yyesses
e the use of bad rails for each client,

Observation during an environmental

R walk-through on March 6, 2009 at approximately
¢ &:45 PM, revealed hospital beds with rails were

being used for Client #2, #4, and #5.

Interview with the Qualified Mental Retardation
Professional (QMRP) and the Residential
Director (RD) revealed that Client #2, #4 and #5
required bed rails at night to ensure their safety,
Further Interview with the RD revealed that these
clients are not able to Independently get In and
out of their bads,

Interview with the Director of Nursing (DON})
revealed that the agency's practice was to
complete a bed mobility assessment to determine
2 the clients’ need for a hospital bed/rails. Once

' : the determination was made, the result was

r required to be presented ta the Human Rights
Committee {(HRC) for review and approval.

Review of the medical and habilitative records of
Client's #2, #4 and #5 did not evidence that bed
mabllity assessment had been completed for
each client.

1420 3521.1 HABILITATION AND TRAINING 1420 Soe response I federnl deficiency W 252,

/23 /2
/25761
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Continued From page 16

Each GHMRP shall provide habilitation and
training to its residents to enable them to acquire
and maintain those iifa skills needed to cope
more effectively with the demands of their
environments and to achieve thelr optimum levels
of physical, mantai and soclal functioning.

' This Statute is not met as evidenced by:
Based on observation, interview and record
review, the GHMRP falied to provide training to
acguire and maintain skills needed to achleve
optimum level of sacial functioning for one of
three residents In the sample. (Resident #2)

The findings include:

Interview with staff on March 6, 2009 at
approximately 10:45 A PM revealed that Resident
#2 enjoyed going on outings in the community
with her day program

Review of the resident’s individual support plan
{ISP) dated August 11, 2008 on March &, 2009 at
approximately 4,30 PM, revealed the
interdisciplinary team (IDT) included a training
objective in the indlvidual program plan (IPP) to
improve Resident #2's recreation skilis. The
written goalobjective, to improve the resident's
skills in this area included the following:

...... To Improve her recreational skills,..
Resident (#2) will "complete the steps in planning
an actlvity of her choice with 50% independence
for 3 consecutive months by August 2009,

Interview with direct care staff on March 6, 2009
at appreximately 10;37 AM failed to disclose the
objective was one of the PP objectives being
implemented. Interview with the QMRP later that
day (4:50 PM), and the subsequent review of the

1420
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documented IPP failed to evidence that the
aforementioned recreation cbjective had been
implemented.
1458 3521.11 HABILITATION AND TRAINING 1458 _—
Scc respon L
Each resident ' s activity schedule shall be ¢ 10 federal deficiency W 250, y/zf/py
avallable to direct ¢are staff and be carried out
dally.

This Statute is not met as evidenced by:

Based on staff Interview and record review, the
facility falled to ensure that each rasident’s
Individua! Program Plan ({IPP) objectives were
incorporated in thelr individual activity schedules
for three of three residents in the sample.

fra o {Residents #1, #2 and #3)

The findings include:

The facility failed to ensure that the activity
schedules for Residents #1, #2 and #3 were
avallable and incorporated {PP objectives as
avidenced below:

On March 6, 2009 at approximately 1:45 PM,

interview with the Qualified Mental Retardation

Professional (QMRP) and the review of the

Individual Support Plans (ISPs) for Residents #1,

#2, and #3 respectively revealed that the activity

schedules of Resident #1, #2 and #3 was not
available.

Further interview with the QMRP revealed the
activity schedule format had been revised,

. According to the QMRP, the new schedules
would include the day and time, spegcifiad
activities and IPP objectives, At the time of the
survay, there was no evidence that the each
resident's activity schedule had baen developed,
Foalth Roguloton Adminisirtion
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3523.1 RESIDENT'S RIGHTS

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

This Statute is not met as evidenced by:

Based on observation, interviews and record
review, the GHMRP falled to observe and protect
residents’ rights in accordance with Title 7,

i Chapter 13 of the D.C. Code (formerly called

D.C. Law 2-137, D.C. Coda, Title 6, Chapter 19)
that governs the care and rights of persons with
mental retardation for one of three residents in
the sample. (Resldent #3)

The findings include:

The facility falled to ensure that Resident #3 was
providad the style of clothing which met her
assessed needs.

Obsarvation through-out the survey on March 5,
2009, ravealed Resident #3 to keep her arms
positioned underneath her shirt and on several
occasion was observed to remove her shirtin the
living room. On March § and March 8, 2009,
Resident #3 was observation wearing a pullover
style of shirt that buttoned at the neckline.

Interview with the direct care staff on March 5,
2009 at approximately 5:50 PM, revealed that the
resident has a Behavior Support Plan (BSP)
which address her disrobing behavior. Interview
with the Residential Director at approximately
6:00 PM, confirmed that the resident has a BSP
which addresses her maladaptive behaviors of

1 500
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disrobing.

On March 8, 2009 at appraximataly 10:38 PM, a
review of the BSP dated July 8, 2008 confirmed
disrobing as one of her target behaviors. Further
Review of her behavior support recommendation
revealed the following:

"Staff were to help [the resident] to shop around
for and try on tops that are well tallored. Choose
poncho or Kaftan style tops that feature large and
loose sleeves and may cater to her dasire for free
arm movement.”

Review of Resident #3's financial racords did not
evidence that the facliity had purchased the
recommended style of clothing to allow for free
arm movement, At the time of the survey, there
was no evidence that Resident #3 had received
the style of clothing recommended to the resident
comfort and free movement.
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