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{ A recertificatic n survey was conducted from

i Mateh 5, 2008 through March 7, 2008 using the
fundamental & irvey process. However dus W
deficient prac: ces In the Conditton of Partisipation
of Active Trez ment, the survey was extended to
exammne this« ondition. A random sample of

— o3
three clients v. as selected from a residential = s
population of ve females with mental retardation - b P
and other disz bilifes. o g%?ﬁ
E Sy
Tha findings ¢ f the survey were basad on _%_ é,ﬁfﬁ
observations t the homa and tweo day programs, o Qg'a‘ e
interviews wit clients and staff, and the raview of RO Ll
racgrds, fnclu. ling incident reports. - ggg
W 120 | 483.410(d)(3) SERVICES PROVIDED WITH W 120/ “ i
OUTSIDE SC JRCES — e

“The QMRP will review the client's dictarfneads
The facllity m sl assure that outside services with the appropriate Staff ot the day progn m.
mest the nes. s of sach cllant,

~x
\
Oy

QLS

This STANDZ RI> 'Is not met as evidenced by:
Based on obe srvations, Intervisw, and record
varification, i 3 faclity failed to ensure that
cutside servic 35 met the neads for one of three
clients include Ir the aample. (Cllent #3)

\ The finding in :.des:

On Maroh B, | Q08 at 6:20 PM, Client #3 was
observed eafi 19 a choppead dinner. On March 6,
2008 &t appre dmately 12:00 PM, the client was
observed dun 1g lunch at her day program. The
cliont was obt arved eating a chapped chicken,
whola biack L mns, greens and a whola dinnar
roll Inferviev ‘ with the Qualified Mental
Retardation F ofesslonal (QMRP) and Registered
. Nurse on Mas :h 6, 2008 at approximately 2:30
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Continued Fro n page 1

PM stated tha the clleni received a chopped dist
due to her rist of acplration. Review of the
clint's curren paysician's ardef at2:00 PM
confirmed tha! the client was requirad to recalva a
chopped diat.

483.420(2)(2) PROTECTION OF CLIENTS
RIGHTS

The facility mi st ensure the righta of all clients,
Therefore the Mility must inform each client,
parent (if the ' lient is a minar), or legal guardian,
of the cllenf's nedical condition, davalopmental
and behavior U status, attendant risks of
treatment, an cf the right to refuse treatment.

This STAND# RI} is not met as evidencad by:
Based on obe arvation, otaff interview, and record
review, thefa dlity fallad to establish a system that
would snsure sitants that were Informed of their
risks and ban !fi's of thelr medication for two of
the three clies ts in the sample. (Clignts #1 and
#3)

The findings 1 1cude;

1. On March 3, 2008 at 5:23 FM, Client #1 was
observed dur g the evening medlcation pass
belng admink tered Ativan 2 mg and Risperdal 2
mg. Interviev. with the Licansed Practical Nurse
(LPN) at app! sximately 5:45 M revealed that
client was pre scribad these madications for
behavioral m: nagement. Review of Cllant #1's
current physi ian's orders confltmed that the
client was pre scribed the aforementioned
medication. | Urther interview with the LPN
revealad that ha madications were incorporated
(nto the clh?ni s Behavlar Suppart Plan (BSP)

Vv 120

W 124

“

1. The QMRP will ensure that the cliant’s medical
decision-maker i3 formed in wriling of : he health
benefits and risks of recommended treany ents and
will obtain written consent for such treatrients.

Y5ofey
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1701 24TH STREET, NE

dated Februa y #, 2008 to addrays targeted
behaviors thal included self-injurious behaviars,
physical aggr ssion, property destructian,
disrobing apd nappropriate touching,

Interview with the Registered Nurse during the
enirance coni wence on March 5, 2008 gt 3:45
PM revealad ' 1at Client #1's mother was very
involved in he ' life but was not the clients legal
guardian, Re lew of the clant’s, psychological
assessmert o ated July 1, 2007 on March 6. 2008
at revealed th it the dlient did not have the abllity
tn make decis ans on his behalf raganding
habilitation 'pk nning, residential pkacement,
finances, trea ment and medical matters, Thers
was no docur ented evidence that Client #1's
mother had b en informed of the heatth benafits
and risks ass clated with the use of her
psychotropic 1= dlcaﬂona.l Also there was ng
evidence that thia mother had consented ta the
use of the ps\. chotropic medications and
correspondiny ESP,

2. On March 3, 2008 at 4:39 PM, Client #3 was
observed dusi 1g the evening medication pass
baing adminis =ed Buspar 15 mg, Dapakote 500
mg and Serock ual 100 mg. Intenviaw with the
Licensed Pra: tical Nurse (LPN) at approximately
545 PM rave: ded that client was preseribed thesa
medivations v pehavioral management. Raview
of Client #3's :u;rent physician's orders confirmed
that the cliant ¥us prescribed the aferamantionad
medication; | urther interview with the LPN
revealked that he macdizations were incorporated
Into the client 5 Eiehavior Support Plan (BSP)
dated Februa y :5, 2008 to address targeted
behaviors tha Included screaming, self-njurious
behavicrs, ph 'sical aggression, propsrty
destruction, d srobing and inappropriate fouching.

2. See response to #1 above.
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W 124 | Continued Fre n page 3 W 124

Intervisw With h2 Registsred Nurse during the
entrance conf yance on March 5, 2008 at 345
PM ravealed 1 1at Cllant #3's mather was vety
Invoived in he Kife but was not tha cllent's legal
guardian. Rey ew of the client's, paycholkagical
assassmant o ated July 1, 2007 on March 6, 2008
@t revealed tt at the client does not hava the
abliity to make d=cisions on his behalf regarding
hablliation pk nring, residential placement,
finances, treal nant and medical matters. There

.| was no docun ehted evidence that Client #2's
mother had b- en informed of the health benefits
and risks ass ciated with the Use of her
psychatrople | jedications. Also there was no
avidence that ‘hi mother had consented o the
use of the psy zhotropic medications and
correspanding BSP,

W 130 | 483.420(2)(7) PROTECTION OF CLIENTS W 130 -

RIGHTS The QMRP will provide retraining to stafl on sach

person’s right to privacy.
The facility' m s ansure the rights of &l cliants.
Therefore, the facillly must ensure privacy during
treatment anc: care of personal needs. - % / oy

!
This STANDE RD is not met as evidenced by:
Based on obs :rvation, the facility fafled to ensure
thet clients wt ra provided privacy during care of
personal nest 5 for ane of the three cllents in the
semple. (Clie 1t #2)

The finding In: dudes:

Qn March 5, 7 008 at 3:26 PM, staff was observed
changing Clie 1t:#2's adult protective
undergarmen 3 {APU's) in her badroom with the
door wide ope ned. Tha direct care staff did not
close the dool Upon my entry into the hallway.
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PREFDC {EACH CORRECTIVE ACTION 8HOLL J BE COMALETION
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W 130

W 148

VW 153

.| At no ima du Ing the observation did the direct

Continued Frv m page 4
The surveyor stnod in the cliant’s badroom
docnwvay in.cl ar view of the ellent being changed.

care staff atte it to protect Gllent #2's privacy by
closing the dr or. °

453.420(c){6° COMMUNICATION WITH
CLIENTS, P£ RENTS &

The facility:m ss: noty promptly the client's
parents or gu artfian of any significent Incldents, or
changwa In th » cllent’s condiion including, but not
limited to, =ar ous Miness, accldent, death, abuse,
or unaythoriz: . absence,

This STAND RD is not met as evidencad by:
Based on int; rview and record review, the facility
falled to notif; parents and/or guardians of
significant inc dents, for one of the threa clients in
the sample. | Cllent #2)

The findings i 1clude:

Review of the u-usual incidents on March 5,
2008, at appt »xImately 2:15 PM revealed an
incident date January 17, 2008. The incident
documented hat Client#3 hit CBant #2 in the
faca, Tha I idant fafled to indicate that the
client's family was made aware of the incident,

Interview witt the Qualiffled Mental Retardation
Professional yn March 7, 2008 at 10:00 AM
acknowladge ] the deficient practica.
483.420(d)(2 STAFF TREATMENT OF
CLIENTS

The facilny i st ensure that all allegaﬂons of
mistreatmen naglect or abuse, aa well as
Injuries of tnf nown source, are reported

W 130

W 148

The QMRP will provide refresher training o ail
staff on incident management, including r:quircd
notifications.

y/j’o 65

W 163
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W 153 | Continued Frc m page §

Immediately & the administrator or to other
officials in acc rrdanca with State law through
established. pi ycedures.

Thiz STANDA 22 is not mat as evidenced by:
Based on Inte view and record review, the faciity
fajled to ensw & that all unusual incidents
including injur es of unknown crigin wers reported
Immadistsly ¢ the adminisirator and other
officials accar lirg ta district law (22 DCMR,
Chapter 35, £ :ctian 3519.10) one of the three
clients in the 1 aciiity. (Client #2)

The findings i iclude:

1. Review of he unusual Incidents on March 5,
2008, at appr ximataly 2:15 PM revealed an
Incldent datec January 17, 2008. The incident
documented { 1at Client #3 hit Client#2 in the
face. The inc Jent failked to indicate that the State
Agancy, the ¢ lents famlly or the administrator
was made aw ira of the incident.

2. Raview of he unusual incidents on March 5,
2008, at appr ximataly 2:15 PM revesaled an
incident datec November 15, 2007. The incident
documented 1 yat Client #3 scratehed Cheht#2 In
the face. The incident fziled to indicate that the
administrator vzs made aware of the incident.

laterview with the Guelified Mental Retardation
Professional « n March 7, 2008 2t 10:00 AM
acknowledge. the deflcient practice.

W 186 | 483,420(d}4; STAFF TREATMENT OF
CLIENTS

The results o all nvestigations must be reported
to the admink tritor or desighated representative

W 153

W 156

. Sec response 1o W48,
1. Sec responsz o W ?[)éo 5§

2. See respanse to W48, _f%’o/af

See response to W14g, sz’ﬂ/ of
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W 156
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Continued Frt m page 6

or to ather off lals in accotdance with Stete law
within five wot ¢ing days of the incident

This STANDA D s not met as evidenced by:
Based on reo rd review, the facility failed to
ensura tha re. ulis of investigations were reported
to the adminis retor or designee for twa of the five
cli=nts residin | in the facility. (Clients #2 and #5)

The finding.in iudes:

Review of the uriusual incldents and investigative
reports on Me ¢l 6, 2008, at epproximately 2:15
PM revealed : n unusual incidants dated January
1, 2008, Janu wy 17, 2008, February 11, 2008,
Novembar 15 208, and November 26, 2007.
The incidents ~ure Investigated, however, there
was no evider ce: that the administrator was mads
aware of the 1 :sults of the investigations.

Interview with e Quaiified Mental Retardation
Professional ¢ n March 7, 2008 at 10:00 AM
acknowledge: the deficient prectice.
483.430(a) Q! IALIFIED MENTAL
RETARDATIC N FROFESSIONAL

W 156

W 159
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i A recartification survey was conducted from

i March 5, 2008 through March 7, 2008 using the
fundamental survey process. However due to
deficlent prectices in ths Condition of Participation
of Active Treatment, the survey was extended to
examing this condifion. A random sample of
three clients wae salacted from a residential
populatian of five famales with mental retardation
and other disabilities.

The findings of tha survay wsre based on
observatians at the home and two day programs,
interviews with clients and staff, and the raviaw of
recards, including incident reports.

W 120 | 483.410(d)(3) SERVICES PROVIDED WITH W 120

OUTSIDE SOURCES } e —
The QMRP will review the clicnt’ s diglary nocds

The facility must assure that outside services with the appropriate staff gt the day proym.
mest the neads of each client. '

o goles
This STANDARD ’is not met as evidenced by
Basad on observations, interviaw, and racord
vetlfication, the Tacllity falled to enaure that

nutside servicas met the neads for one of three
clients include h the sample. (Client #3)

The finding includes:

On March &, 2008 at 8:20 PM, Cllent #3 was
observed eating m chopped dinner. On March 6,
2008 at approximately 12:00 PM, the client was
observed during lunch at her day program. The
client was obaervad eating m chopped chicken,
whola hlack heéans, greens and a whole dinper
rall.  Interview with the Quelified Mental
Retardation Prafezsional (QMRP) and Ragivtered

Nurse on March 6, 2008 at approximately 2:30

'l' R nnﬁ'ﬁ'nm’ vl NR/EUPRLIER REPRESENTATIVE'S SIGNATURE TITLE (XG) PATE
' gt Directyr of Disrloil dy Svviiss déé;rf

Any deficiancy statomar? ending with an astensk (*) danotss a deficiency which tha (natitution mey be m:us(d from correcting providing il is determiner that
other safeguards pravide sufficient protection to the patlenie. (Sea Inatructions.) Except for nursing hemas, the findinas steted above are disclosable 80 day=
fallawing the ddis of SUTvey whether or nat a plan of coraction is provided. Far numeing homea, the above findings and plana of eorroction ara disciosable 14
deya following iumt l|:lams thede documents afe made sysilabie to the mcity. If deticiencles are ched, an appreved pian at correction i requisiie 1o continved
program parucipation, '
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W 120

W 124

. treatment, and of the right to refuse treatment.

Cuontinued From page 1

PM stated that tha cllent received a chopped diet
due to her risk of asplration. Review of tha
client's current physician's order at 2:00 PM
confirmed that the client was required to racaive a
chopped dist.

483.420(a)(2) PROTECTION QF CLIENTS
RIGHTS

The facillty must ensure the rights of all cllents,
Therefore the facility must inform each client,
paraent (if the cllant is a minor), or lagal guardian,
of the client's madical condition, developmsantal
and behavioral status, attandant riaks of

This STANDARD i3 not met as evidenced by:
Based on observation, staff interview, and record
reviaw, the facliity falled to establish a syxtam that
would ensure oliants that were informed of thaeit
risks and benefits of their medication for two of
tha threa clients In the sample, {Clients #1 and
#3)

The findings include:

1, On March 5, 2008 at 5:23 PM, Client #1 was
observad during the svening medication pass
being adminlstered Ativan 2 mg and Rispardal 2
mg. [nterview with the Liceansed Practical Nurse
(LPN) at approximately 5:456 PM revealed that
client was prescribad these medicationa far
behavioral management. Review of Cllent #1's
currant physician's ordars confirmad that the
client was prescribed tha aforementiened
medication. Further intarview with the LPN
revealad that the medications were incorporated
into the rliant's Bahavlor Suppart Plan (BSP)

W 120

w124

1, The QMR will ensure thal the clicnt’s madical

decision-muker Is informed in writing of the health
banefits md visks of recommended treatments and

will abtain written consent for such treatments.

Yis0]sy
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W 124 | Continuad From page 2 W 124

datad Fabruary 5, 2008 to address targeted
behaviors that inciuded saif-njurious bahaviors,
physical aggrassion, property destruction,
disrobing and ingppropriate touching.

Interview with the Registered Nurse during the
antrance conferance on Mareh 5, 2008 at 3:45
P\ revealed that Cllant #1°'s mother was very
involvad in her Iife but was not the elient's legal
quardian, Reviaw of the client’s, psychological
assassment dated July 1, 2007 on Match 6, 2008
al revealad that the client did not have the ablity
to make decisions eh his behalf regarding
habilitation planning, residential placement,
finances, treatment and meadical matters. There
was ho dosumentad avidence that Client #1's
mother had been informed of the heaith baenefits
and risks assoclated with the use of her
psychotropi¢ medications, Also there was no
evidance that the mother had consanted to the
use of the psychotropic marilegtions and .
corresponding BSP.,

2. On March 5, 2008 at 4:38 PM, Client #3 was

observed during the evening medication pass 2. Sec response to #1 above, %/5:. }ﬂ
being administered Buspar 156 my, Depakote 500 | -

mg and Seraquet 100 mg. Interview with the
Licensed Practical Nurse (LPN) at approximately
5:45 PM revealad that cllent was prescribed these
medications for behavioral management. Raviaw :
of Cliant #3's current physician'a orders confirmed
that thé cliant was prescribed the aforamesntioned
medication. Further intarview with the LPN
revealad that the maedications wera incorporated
into the client's Behavior Support Plan (BSP)
datad February 5, 2008 to addrass targetad
hehaviora that Included screaming, setf-injuricus
behaviors, physien! mggression, property
dastructien, disrobing and ihappreptiate touching.
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W 124 | Continued From page 3

Interview with the Repistarad Nuree during the
ehtrance canfaranca on March 5, 2008 st 3:45
PM revealed that Cliant #3's mother was very
invalvad in her life but was not tha client's legal
guardian, Review of the client's, psycholegical
assesament dated July 1, 2007 on March 6, 2008
at revealed that the giient does not have the
ability to make decisions on his behalf regarding
habilitation planning, residential placeiment,
finances, treatment and medlcal matters. There
+| Was ng dotumented evidanco that Cllent #2's
mather had been informed of the health benefits
and risks assoclated with the use of her
paychotropic medications. Also thera was no
avidanca that the mother had consented to the
use of the psychotropic medications and
correspanding BSP,

483.420(a)(7) PROTECTION OF CLIENTS
RIGHTS .

W 130

The faaility must ensure the rights of all cllents,
Therefore, the facillly muat ensure privecy during
treatment and care of peraonal needs,

This STANDARD is not met as evidanced by:
Basad an obgervation, the facility falled to ensurg
that clisnts wers provided privacy during care of
personal needs for one of the threa cllents in the
sampla. (Client #2)

The finding includeas:

On March 5, 2008 at 3:25 PM, staff was observed
changing Cliant #2's adult pratectiva .
undergammeants (APU's) in her hedroom with the
door wida ppaned, The direct care staff did not
close the door upoh my entry into the hallway.

W 124

W 130

The QMRP will provide retruining to staff on each
person's right  privacy.

%ﬁfo‘?

]

[T
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W 148

V¥ 153

CLIENTS, PARENTS &

The facility muat notify promptly the client's
parents or guardian of any significant incidents, or
changaa in the cllent's condtition insluding. but not
imited to, sericus lliness, accident, death, abuse,
or unauthorized absence.

This STANDARD ia not met as evidenced by:
Based on interview and racord review, the facility
falled to notify parents and/or guardisns of
significant incidarite, for one of the three clientz in
the sample. (Client #2)

The findngs include:

Review of the uhusUal (ncidents on March 5,
2008, gt approximately 2:15 FM revealed an
incldant dated January 17, 2008. Tha incident
documented that Clent %3 hit Client #2 in the
face, The Incidant failed to Indicate that the
client’s famlly waa made aware of the incidant,

Intervisw with tha Qualifled Mental Retardation
Professional on Mareh 7, 2008 at 10:00 AM
acknowladged the daficiant practice.
483.420(d)(2) STAFF TREATMENT Of
CLIENTS

The facility mugt ensure that &ll allegations of
mistreatment, neglect or zbuse, as well as
injuries of unknown sourcs, are reported

notifications.

W 163

The QMRP will provide refiosher training to all
staff on Incident management, including required

STATEMENT OF DEFIGIENGING 1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND BLAN OF CORRECTION o0 IDENTIFICATION NUMBER: COMPLETED
A BUILDING
09G171 B. WING 03/07/2008
NAME OF PROVIDER OR 8UPPLIER STREET ADDRESS, GITY, &TATE, 2IP COPE
EcO 1701 24TH BTREET, NE
CARECO 11 WASHINGTON, DC 20002
"7 SUMMARY STAVEMENT OF DEFICIENCIEE ID PROVIDER'S PLAN OF CORRECTION e
éﬁ‘é..!& (EACH DI.FICI!NC‘:‘ MUS'I"J ;E PRECEDED AY FULL PREFD. (BACH CORRECTIVE ACTION SHOULD BF COMPLETION
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W 130| Continued From page 4 W 130
The surveyor stood in the dlient's bedroom
doorway in clear view of the client baing changed,
. | At no time during the abservation did ihe direct
care staff attampt to protect Client #2'e privacy by
alasing the door.
483.420{c)(6) COMMUNICATION WITH W 148

y/ﬁ/df’
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W 153

W 136

Chapter 35, Saction 3518.10) one of tha threa

Continued From page 5

immediately fo the administrator or to other
officials in accordance with State law through
established procedures.

This STANDARD s not met ma svidencad by:
Based on interview and record review, the facility
failed to ensure that all unusual incidents
including Injuries of ynknown orlgin were reported
immediataly to the administrator and other
officials acconding ta district law (22 DCMR,

cllents in tha facllity. (Chent #2)
The findings includs;

1. Review of the unugual incidents on March 5,
2008, at approximately 2:16 PM revealad an
incidant dated January 17, 2008. The Incident
tosumentad that Client #3 hit Clisnt #2 in the
face, The incident failed to indicate thet the Stats
Agency, the cliants family or the administrator
was made aware of the Incldent,

2. Review of the unusual incidents on March &,
2008, at approximately 2:15 PM revesled an
Incident dated Nevember 15, 2007, The incident
documented that Cliant #3 soratched Cllent #2 In
the face. ‘The incident failed fo indicate that the
administrator was made aware of the insldent.

Intarvimw with the Qualified Mental Retardation
Professional on March 7, 2008 &t 10:00 AM
acknowledged the deficimnt practice.
483.420(d)(9) STAFF TREATMENT OF
CLIENTS

The reaulta of all investigationa must be reported
to the administrator or designated repressntative

W 153

s to W48, .
1. Sec responsc %A’o/o,?

2, Sce response o WI48. #,éo/&?

Sec response to W48, {/Z’it/ [

FORM CM3-2567(02-99) Pravieus Vuarsions Obaolate Byert ID: HOMC 11

Fachlly IL); 68G171 If contintistion shest Page 0 of 16

03/20/2008 THU 14:35 [TX/RX NI 9342]



FROM :

FAX NO.

03-20/2008 02:26 FAX 2024429430 HRA

DERARTMENT OF HEALTH AND HUMAN SERVICFES -

CENTERS FOR MEDI

. | STATEMENT OF DRFICIENCIES
* | AND PLAN OF CORRECTION

RE & ME

Mar. 31 2008 85:92PM PB/30

[Ao1o

PRINTED; D3/20/2008
FORM APPROVED
OME NO, 0838-0301

(%X1) PROVIDER/SUPPLIER/CLIA
IDENTIEICATION NUMBER;

09G171

[X2} MULTIPLE CONSTRUCTION

A BLUILDING
B, WING

(X4) DATE SURVEY
COMPLETED

03/07/2008

CARECO

NANME OF PRUVIBER OR SUPPLIER

11

ETREET ADDRESS, CITY. $STATE, ZIP CODE
1701 24TH STREET, NB
WASHINGTON, DC 20002

o) 1B
PREFIX
TAD

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENGY MUST BE PRECEDED &Y FLLL
REGULATORY OR LEC IDENTIFYING INFORMATION)

PFROVIDER'S PLAN OF CORREGTION

10 ]
PRERX {EACH CORRECTIVE ACTION 4HOULD BE COMPLETION
TAG CROS58-REFERENCE TO THE APPROPRIATE RATE

DEFICENCY]

W 156

W 158

Continued From page 6
or to ether officlals in accordance with State law
within five working aays of the incidant

This STANDARD Js not met as evidenced by:
Based oh racord review, the facility failed to
ansure the results of investigations werae reported
te the administrator or designas for two of the five
citents residing in the facility. (Clients #2 and #5 )

The finding includes:

Review of the unusuat incidents and investigative
resports on March 5, 2008, st approximataly 2:16
PM revealed an unusual incidents dated January
1, 2008, Jmnuary 17, 2008, February 11, 2008,
November 15, 2008, and November 26, 2007,
The incidents ware Investigated, howaver, thare
was no evidence that the administrator was made
aware of the rezults of the Invaestigations.

Interview with the Qualified Mentai Retardation
Profassional on March 7, 2008 at 10;00 AM
acknowledged the deficient practice.
483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each elient's active treatment program must be
inimgrated, coordinated and monitared by a
qualified mental retardation professional,

This STANDARD is not met as evidenced by;
Based on obsarvation, intetview and record
verification, tha fadiiity's Quelified Mental
Retardation Professional failed to moniter and
coordinate services for the two of the three clients
in the sample. (Cliants #1 ang #2)

W 156

W 159

_
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W 159 | Continued From page 7 W 158
The findings include:

1. The QMRP falled 1o ensute Cllent#1'sdey | | .- ————

program had a current |nl‘.!ividua| Support Flan - . 1. The QMRP will ensurc thut the Day ng'n:n hay
(ISP) @5 evidenced below: ) s clirent copy of the clicat’s ISP fn the record,

During an interview with Client #1's day program . /

staff on March 8, 2007 et 11:00 AM, it was ‘7’/3‘/&?
rovealad that thare was no cumrent Individual
Support Plan in the clients record. Review of the
¢llent's recard verified the same. When this
Information was brought to the QMRP, she
indicated that she had asasumad the respgnaiblilty
for the clisnt on February 11, 2008. She was not
aware that the day program did not have the
necessary documents, ’ —
2. The QMRP fajied to ensure Client #1 was 2. The QMRE will arrango for the client ta be
re-assessed by the phytlcal therapist post reassessed by the physice] therapist. 1/15., }by
hospitalizaetion. (See W210) -

W 186 | 483.430(e)(1) STAFE TRAINING PROGRAM W 189 '

Tha faciiity must provide each employee with
initial and continuing tralning that enables the
amployee to parform his or her dutias effectively, |
efficlently, and campetantly,

This STANDARD is not metas evidenced by: " | The QMRP will cnsute thal stalf ars (rained on safe '
Based on obsarvation, interview and record physical transfers.
review tha facility failed 1o snaure staff was :
trained on safe tranafer techniques for one of the '//50/4'9'
threa rdienis in the sampla, {(Client #1)

The finding includes;

On March 8, 2007 at 8:15 AM, Clisnt #1 was
observed being transforred from the couch to har
wheelchair by a staff, Interview with the House
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W 189

W 210

Continuad From page 8 B

Manager ravesled that the staff was newly hired,
Raeview of Client #71'c physleal therapy
azsessment dated May 14, 2007 revealed a
recommendation for a two-parson fransfar for
safety. Although the House Manager indicated
that she assisted the staff with tha tranafer, the
surveyer could not corrobarate the Houge
Managar's aceount.

483.440(c)(3) INDIVIDUAL PROGRAM FLAN

Within 30 dmys after admission, the
interd/zclplinary team must perform accurate
agsessments or reassessments as nesded to
supplement the praliminary evaluation conducted
prior to admisslon,

This STANDARD is hot mat as evidenced by:
Pased on observation, interview and recard
review, the facﬂrlﬁ failed o ensure clients wera
re-assesaad by the physical therapist aftar her
ability to ambulate decreased post hospitalization
for ane of this three clients in the sampla. {Client
#1)

The findinge include:
1. The facility falled to ensure Client #1 was

ré-assessed by tha phyxicat therapist after being
re-admitted to the facility as avidancsd batow:

During the survey eonducted March s, 2008
through March 7, 2008, Cllent #1 was observed
being puahad (n 3 wheglchalr by staff. She was
alsa obsarved being repositioned out of her
wheelchar onto the couch. Reviaw of the cllent's
physical tharapy assassment dated May 14, 2007
revealed that the consuhtant racommended that

W 189[

W 210

1. The QMRP will cnsure thay client #1 s
reasscsacd by the Physicul Therapisr,
Yizefot
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W 210 | Confinued From page 9

the client yas the wheelehair only for
transpartation; howaver, interview with the staff
revealed that the client's condition had changed
and she requlred the use of a wheelchair for
mobillty. Interview with the Quaiitiad Mental

. retardation Professional (QMRP) on March 7,

‘ 20060 at appraximately 10:40 AM revealed that tha
client had not been re-asasssed by the Physical
Tharapist past hospitalization. When asked what
the assessment/re-aseassment policy was for the
facliity, the QMRP indicated that the cllent should
have beeh re-assessed when she was
re-agmitted from the hospital; and verified that
Client #1 had not bean re-assessed.

2. Tha facility tailed to ensure that Client #1's
feading skills was assessed after being
re-admitted to the facility as svidencad bslow:

During the evening observation on March 5,
2008, at 8:34 PM, staf fad Cllant #1 har dinner,
The staff did not encouraga the dient to eat
Independently of with hand ovar hand assistance.
Obsarvations at the day program on Mareh £,
2008 at 11:50 PM, Clignt #1 was eating her lunch.
$he fed herselt Indepandently with staff assisting
to wipe her mouth, The contrast in observatiars
was brought o the altention of the Quallfled
Mental Retardation Professional (QMRP). Thera
wis no evidence that Cilent #1's eating skills had
bagn re-assasaed,

W 240 | 483.440(d)(1) PROGRAM IMPLEMENTATION

As soon as the interdisciplinary tasm has
farmulated a clisnt's individual program plan,
each client must receiva a cantinuous active
treatment program conalsting of nesdad
intsrventions and servicas in sufficlent number
and fraquency to support the achievement of the

W 210

2. The QMRP will cnsure that (he clionl's eating
skills are rcaysessod.

VZ?%)/oS/

W 249

The QMRP will reviow and revise the active
Ireatment program as needed, and provide training
iy staff and tha nursc in impleinentation and
documentation

‘f,[i'o}o?
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objectives identified in the individual program
man.

This STANDARD s not met es evidenced by
Based on observation, staff interview and record
veriflcation, the facility failed te provide
continuous active treatmant for ong of the three
clients in the sampla. (Clients #2)

The finding includes:;

During the medication pass observation an March
5, 2008 af 5:37 PM, Cliant #2 received her
medlcine. A8 the nurse was preparing ta pour the .
liquid lactulosa, the client asked the nirse, "do .

you want me fo pour it7" The nurse made an
attempt to assist the client in pouring the
madication, however due io the cllents inabllity to
grasp the bottla, the nurse poured the medication,

Review of the clients Individual Program Plan
(IPP) reveajed that Client #2 hae s program to
Improve her home management skiils by learning
to pour items of har ehoice with 50% verbal
prompts for three consectutive months, Aecording
to the instructions to the statf, thay weare to assist
the client in pouring the fiquld item by uging hand
over hand assistance, Intarview wih the
Qualifisd Mental Retardation Professiona
{QMRP) on March 7, 2007 =t approximately 10:45
AM revealed that the program was developed ag
a day program goal, however the QMRF
acknowledged the group home staff were
documenting the Impiomentation of the program, |
When askad why the mursa did not Implement the
program, the QVIRP was unsble ta answer the
question.

FRARM CME.2487(02-95) Previous Versians Disga/ale Event I1D; ROME11 Fucillty IR; puE4T1 IT continuation shu;t Page 118f18

03/20/2008 THU 14:35F [TX/RX N0 9342]




FROM :

03/20/2008 02:27 FAX 2024429430

FRx NO.
HRA

DEPARTMENT OF HEALTH AND HUMAN SERVICES
 CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN UF CORRECTION

Mar. 31 2008 B5:B4PM P13/38
Qots

PRINTED: 03/20/2008
FORM ARFROVFD
MB NO, 0938-0391

(x1) PROVIDER/IUPPLIER/GLIA
IDENTIFICATION NUMBER:

03a1T1

(@ MULTIPLE CONRTRUCTION
A. HUILDING

B, WING

(X3) DATE BURVEY
GOMPLETED

03/07/2008

NAME OF PROVIDER OR SUPPUER

CARECO 11

STRENT ADDREAA, CITY, STATE, ZIF GODE
1701 24TH BTREET, NE
WASHINGTON, DG 20002

(%4) 10
PREMX
TAG

SUNMARY STATEMENT OF DEFICIENCIES
(EACH DEPICIENGY MUST BE PRECEPED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

iD
PREFIX
ThG

PROVIDER'S PLAN OF CORRECTION
(RACH CORRECTIVE ACTION SHOULD @%
CROSS-NEFERENCED 10 THE APPROPRIATE
DEFICIENCY)

(%5)
COMPLETION
DATF

W 262

W 283

433.440(5(3)()) PROGRAM MONITORING &
CHANGE

The committee should review, approve, and
maonitor individual programs designaed to manage
inmpprapriate behavior and other programs that,
In the opinion of the committee, involve risks to
client protection and rights.

This STANDARD Ie not met as evidanced by:
Based on observation, staff interview and record
raview, the facility's Human Rights Committes
(HRC) falled to review and approve the use of
restrictive maaslres, for two of the three cllents In
the sample. (Cliants #1 and #3)

The Tinding indudas:

©On March 8, 2008 at approximately 1:00 PM,
reviaw of the HRG minutas and interview with the
Qualified Mental Retardation Professienal ,
(QMRP) ravaalad that there was no evidenca that
the HRC had approved the usa of restdctive
technigues {,a. bahevior suppart plan and
psychotropic madications) to mansge behaviors
for Clients #1 and #2 behaviora, [Saa W124]
483.440(7(3)(l)) PROGRAM MONITORING &
CHANGE

The committee should Insure that these programs
are conducted only with the writlen informed
cansant of the client, parents (if tha client 1s a
minor) or legal guardian,

This STANDARD [s not mat as svidencad by:
Baswud on ohsaervaion, steff interview and record
reviaw, the facility falled to ensure that gach
client’s behavior Intervention technigua, including

W 262

W 263

The QMRP will ensure that rostrictive meusurcs
recomimended 1o help the clients manage hehaviors
arc brought o the HRC for review and approval.

V/zajpi'

See response to W124.
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W 263 | Cantihued From page 12

the uye of behavier modification drugs was
conductad with the written informed consent of
the client, parents (if the client i& a miner) or tegal
guardian for two of the thres cllents in the sample.
(Clients #1 ang #3) .

Tha finding Includes:

The facility falled to abtzin informed consant prior
to the use of resfrictive measLures as dasaribad In
Cliont #1 and #3's Behavior Support Plan. [Sex
W124]

YV 322 | 483 460(a)(3) PHYSICIAN SERVICES

The fagllity must pravide or obtain preventive and
general madical care,

This STANDARD ia not met as evidenced by:
Based on staff interview and record review, the
facility felled to ensur that cliants physician
orders were signed, timsly for one of the three
clients, (Cliant #3)

The finding includes:

Review of Client #3's medicai record on March &,
2008 at approximately 12:00 PM, revealad a
telephone order transcribed by the Registered
Nurse dated Novamber 28, 2007, The ordec did
not have a counter signature by tha prescribing
physician. [The Director of Nursing stated that
the policy required that the primary cama physiclan
(PCP) sign taisphone orders within 24-48 hours.]
W 8285 | 482.450(2)(3)() PHYSICIAN SERVICES

Tne facliity must pravide or obtain annual physical
axaminatons of egch cilent that at a minimum

W 263

W 322

W 325

The RN Supervisor will ensurc thar a:ll physician
orders are approprialely and timely signed by the

prescribing physician. r/ Z;, }a Y

The QMRF will cnsure that all required lab studies -
L o oo

are performed per physician orders,
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includes routine scraening laboratory
examinations as detarminad negassary by tha
physician.

This STANDARD |s not met as evidenced by:
Based on observations, staff Inferview and record
verification, the facility failed to ensure
recommended iabaratory studies were aptained .
for cllents, timaly for one of the three clisnta in the
sample, (Cllent#3)

The finding Includes:;

During the evening medication agministratian an
March 5, 2008 at 4;:38 PM, Client #3 was
obaerved receiving Dapakote 1000 mg. Interview
with the medication nursas indicated that tha client
receivad the madication for her maladaptive .
babaviors. Review of the client's physician order :
dated January 2008 revealed an order for
Dapakete 500 my every morning and 1000 mg
@vary evening. The order further required
Depskote levels studies 10 daya aftar
implementation of new dosage uf Depakota, On
January 28, 2008, tha cliant's Depakote level wes
41.0 {range 50-100). According to the February
20, 2008 Paychotropic medication review, the
Paychiatrist recommended to repeat Depakate
laboratory study if not within normal limits. At the
time of the medical record review on March 8,
2008, the facility failed to repeat the study.

W 331 | 483 450(c) NURSING SERVICES W 331 11,0 kN Suporvisor will ensure that all modication
. ..« | nurses aro aware of and follow physiciun orders
Tha facility must provide clients with nursing regarding medication administration and
services in mecardancs with thair neads. surveillanes {i.¢., monitoring snd reporling ghucoss
. levels, el¢.)
Trus STANDARD s not met a8 evidenced by: Hsofog
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Continued From page 14

Based on obsarvation, staff Interview and record
review, the facility's nurse failed to inform the
physictan of blond sugar fingeratick vaiuss as
ordered for one of three clients in the sampla.
(Climnt #3)

The finding includes:

On Mareh 5, 2008 at 4:30 PM, the madication
nurse obtained a blood sugasr feading Via fingar
stick from Ciient #3. The reading was 238, The
nursa was asgked, "when should the physician be
notified of a glucoae level?" The nurse Indicated
that the physician should be notified of a blond:
sugar level of 250 or graster. Review of the
current physician's orders on March 8, 2007 at
9:16 AM, revealed that the physician should be
notified of blood sugars If the readings are below
80 or greater than 200, Review of the nursing
note and interview with the Reglstered Nurse
revealed no evidence that the madication nurse
notifiad the physician of a finger stick reading of
238 as ordered by e physician,

483.470(D)(2) SPACE AND EQUIPMENT

The facility must furnish, maintain In good repair,
and teach clienta to use and to maks Infarmed
chaices about the use of dentures, eyeglasses,
hearing and othar communicationz alds, braces,
and other devices idantlfiad by the
interdisciplinary team as needed by the cllent.

This STANDARD i3 not met aa evidenced by:
Based on ebservation interview and record
review, the facility fallad to engure cliants were
furnished with recormmended adaptive equipment
for one of the three clients In the sample. (Client

waat

W 438
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The findings include;

1. During the survey conductad from March 5,
2008 through Maich 7, 2008, Client #2 was
obsaerved without any adeaptive aguipmant(l.e.
glasses etc.). Review of the client's record on
Mzrch 6, 2008 at 1:00 PM revealed the
ophthaimologist evaluated the eclient on August
13, 2007, At that time she was prescribed
glasees, interview with tha facility'a nurse on
March 7, 2008 at approximately 10,00 AM
revealed Cliant #2 has glasses but refuses to
waar tham. Wrnen asked if there was a progtam
in place to encouraga the client to tolarate her
glasses, the nurse and Guallfled Mental
Raetardation Professional (QMRP) indicated that
there was no prograrm in placa to ehcourage
Cllent #2 to wear her glyssas,

2. On March §, 2008 during avaning
obaarvations, Client #2 was obsarved with her fist
closed tight. Further raviaw of the client's medical
record un March €, 2008 at 10:47 AM, revealed &
Physical ‘Iherapist assessment deted April 19,
2007. The assessment recommanded Swanson
cones for the client's hands. At no time during
the survey wos Swanson cones obsered in the
client's handa. Interview with the QMRP on
March 7, 2008 at approximately 9:30 AM verifed
that the client did nat have tha racommendad
adaptive equipmant,

W 438

1. The QMR will develop & program o help the
client understand the need far her cycglasses and
wear them; the QMRP will train sbuff to implement
and document the program.

‘//36/6?‘

2. The QMRP will obtain Swanson Cortes and
snsure staff arc trained to arsist the client o uso
them.

V/j’d/ of
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A re-licensure survey was conductad from Mareh

B, 2008 through March 7, 2008 using the

‘| fundamentai survay process. However due to
deficient practices in the Condition of
Participation of Active Treatment, the survey was

'extended ta examine this gondiion. A rendem

"| sample of three resideants was saelected from a

residential popuiation of five females with mental

retardation and other disabilities.

The findings of the survey wera based on
observations af the home and two day programs,
interviews with cllents and steff, and the raview of
records, including incldent repors.

043 3602 2(r) MEAL SERVICF / DINING AREAS 1043

Modified diets shal ba aa foliows: Soc response w federal deflviency W120- Y 5
55

{0) Reviewed at iaast quarterly by a dititian.

This Statute ix nat met as avidenced by:

Bascd onh record review, the Group Home for
Mentally Retarded Persons (GHMRP) failed tn
ensure that the modified diet for ons cut of four
residants in the aample had been reviewed at
least quarterly by the consulting distitian for one
of the thrae residents in the sampie. (Resldent
#1} '

The finding includes:

Review of Resldsnt #1's nutritional acsessment
dated May 22, 2007 on March 8, 2007 at B:86 AM
revealed that the resident was recommended @
1500 calorie saft bite sized texturad diet, Furthar
review failed to show avidence that the facllity's
Nutritionist had reviewed Realdent #1's diet on a

E3y- Yy TR TY | HOMO {1

Heallf Reguintion inixfystion
7 4 W ) TITLE (X8) DATE
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1043 Continued From page 1 _ | 043
quarterly basis. |t should be notad that the I
res/dent was admitted to the hospital on '
Novemnbar 24, 2607 through December 5, 2007
due 10 selzure activity. During the hospitalization,
a PEG fube waa Inserted for fasding while in the
hospltal. Interview with Qualified Mantal
Retardation Professional (QVMRP) acknowladged
that the recidents hutritional status had not been
reviewed quarterly,
1 208| 3509.6 PERSONNEL POLICIES 1208

Erch employee, prier to employmant and

annually thereatter, shall provide a physiclan ' &
cartification that a haaith inventory has baen
parformad and that tha employes’ 5 health status
wouid allow him or her to parform the required
dutiss,

This Statute is not met as evidenced by:

‘Based on Interviaw and record review, the Group

Hame for Mentally Retarded Pereons (GHMRP)
falled ta ansure that all staff had curremt health
certificates on file.

The finding includas:

Revlew of the paracnnel filas on March 7, 2008,

ravealed that one of the nine charts prasanted for | .

raview failed to shaw svidenca of a current
ahnbal health assessment It should be noted
that two staff records wag not presented for
review therefore it could not be determined If they
had the requirad health inventory,

aalth Regulation AdminmEstion

The Human Resource Dircctor will ensure that ol
stoff assigned 1o work at the facility have a earrent
annual health yssessment on file.

Yhshy
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In addition io the reporting requirement in 35618.5,
aach GHMRP shall notify the Department of
Haalth, Health Facilities Division of any other
unusual incident or event which substantially
intarferes with a realdent ' s health, welfare, living
arangemeant, well baing or In any other way
places the rasidant at risk. Stuch notification shall
he made by talephone immediately and ahsil be
followed up by written notification within
wwenty-four (24) hours or the next work day.

This Statute is not met ms evidenced by:

Baged on Interview record review, the Group
Home for Mantally Retarded Persohs (GHMRP)
falled to ensure that the Administrator, was
notffiad of unusual incidents or avants that
substantially interfered with each residant's health
and welfare within twenty-four hours or the next
work day.

The findings include:

1. Review of the unusual incidants on March 5,
2008, at approximately 2:15 PM reveaisd an
incldent dated January 17, 2008. The ingldent
documentad that Rasidant #3 hit Residant #2 in
the face, The incident failed to indicate that the

State Agency, the resldants family or the

adminigtrator was made aware of the ineldent.

2. Raview of tha unusual Incidents en March 5,

2008, at approximately 2:15 PM revealed an

Incident dated Novambar 18, 2007. The ncident
documented thal Resldent #3 scratched Rasidaent
#2 in the face. The Incident falled to Indlcate that
the adminlstrator was made aware of the

CARECO 11 WASHINGTON, DG 20002
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1379 | Continued From page 3 {1370
incident,

‘| Interview with the Quallfled Mental Retardation
Professional an Mareh 7, 2008 at 10:00 AM
acknowledged tha deficiant practics.

1394 3520.2(d) PROFESSION SERVICES! GENERAL | 123%

PROVISIONS L o
Each GHMRP shall have available qualifiad 1, ‘I Human Resources Dircvioe will neurs hat
profeaslonal staff to camy out and monitor : a currgnt licenso for the nutritionlst 15 on TG, ;
necessary professional Interventions, in :
accordance with tha goals and objectives of every '/AJDE'

individual habilitation plan, as determined to be
necessary by the interdisciplinary toem. The

' professional services may include, but net be
iimitad fo, thase services provided by individuals
tralned, qualified, and licensed as required by
District of Calumnbia law in the following
disciplines gr araas of sarvicus:

(d) Nuirition;

This Statute Is not met as evidencad by;
Based on record review, the Group Home for
Menitally Retarded Persons (GHMRP) fallad ta
provide nutritional monttoring to direct care staff
to carry out the resident's prascribed diet, as
determined to be necessary by the
intardisclplinary team.

The finding includes:

Review of the personnel files an March 7, 2008 at
10:30 AV, revealed that the GHMRP failed to
providu 3 license for the nutrittonist.

1397 3520.2(g) PROFESSION $ERVICES: GENERAL | 1397 The Human Resources Director witl msuﬂml that a
PROVISIONS ‘ current liconse for the psycholoplst is on file.
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1297 Continued From page 4 1307

Each GHMRP shall have avaliable qualified
professional staff te carmy out mhd monitor
nacassary professional intarventions, in
accordance with the goals and objectives of every
individual habilitation plan, as determined fo be
necessary by the interdisciplinary tearm, Tha
profassional services may include, but not ba
limited tn, those wervices provided by individuals
trained, qualified, and licensed as required by
District of Colurmnbls law in the following
disciplings or areas of services:

() Psychelogy;

This Statute Is not mat as evidenced by:
Based on record review, the Group Home for
Mentally Retarded Pearsons (GHMRP) failed to
ensure that the licenses of all consultants wers
current and approved by District of Columbla
Licensing Board,

Vhe finding includea:

Review of the peracnnel files on March 7, 2008 at
10:30 AM, revealed that the GHMRP filled to
provides 4 licenae for the psychologist.

1398 3520.2(i) PROFESSION SERVICES: GENERAL | | 398
PROVISIONS

Each GHMRP shall have availabla qualified The luman Kesonrces Diroglor will cnsurs that a
professional staff to carry out and monitor licensc for the Speech Pathologist is on fle.,
neceasary professional interventions, In
accordance with the gosis and objectives of every '
individual habilitation plan, as determined to be %)jdf
necessary by tha interdisciplinary team. The
proteasional services may include, but not bs
limited to, thase services provided by individuals
trained, qualified, and licensad as reqLired by
Health Regulation Adminlsrafion
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| The finding includeas:

'| Review of the perscnnel! files o Margh 7, 2008 at

Centinued From page 8

District of Columbia law in the following
disclplines or areas of servicas:

(i) Spasch and language therapy; and...

This Statute s not mat a8 evidanced by:
Based on record review, the Group Home for
Mantally Retarded Persona {GHMRP) failed Lo
ensure that the lisanses of all consultants were
current and approved by Distriet of Columbia
Licansing Board.

10:30 AM, revesled that the GHMRP fallad to
provide a license for the Speech pathoiogiat.

3520.2()) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall kave avallable qualifiad
professional staff to carry out and manitor
necessary professional Intarventions, in
accordanca with the goals and objectives of every
individual hahilitation plan, as datarminsd to be
necessary by the Inmrdlsclpllnardy team. The
professional servicas may Include, but not be
limitad to, thoze sarvices pravided by individuala
trained, qualified, and licansed as required by
District of Columbia iaw in the following
disciplines or arkas of services:

() Recreation

This Statute is not met as avidenced by;
Based on record revisw, the Group Home for
Mentaly Retarded Persons (GHMRP) faillad to
ansure that tha licenses of all consultants ware

1389

! 400

The fucility no longer engages the recrcation
specialist.

Yojos
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1400 Continued From page 6 1400
Licenalng Board.
The finding incluges:
Review of the personnel files on March 7, 2008 at
10:30 AM, revealed that the GHMRP falled to
provide a license for tha recreation speclalist,
1 405 3620.7 PROFESSION SERVICES: GENERAL 1 405

PROVISIONS

Professional services shall be provided by

-| programs operataed by the GHMRP or patsonnel

arnptoyed by the GHMRP or by amangemaents
between the GHMRP and othar service providers,
including both public and privata agenclas and
Indlvidual practitioners,

This Statute is not met as evidencad by

Based on observations, interview, and record
verification, the Group Home for Mentally
Ratarded Persons (GHMRP) falled to ensurs that
outside services met the neads for one of three
rasidents include in the sampia. (Resident #3)

The finding insludes:

on March 5, 2008 at 5:20 PM, Resident #3 was
cbserved eating m chopped dinner, On March 6,
2008 at approximately 12:00 PM, the resident
was observed during lunch at her day program.
The resldent was gbserved eating a ¢chopped
chicken, whole black beang, greens and a whole
dinnar roll. Interview with the Qualified Mental
Retardation Professional (QMRP) and Registared
Nurse on March §, 2008 at approximately 2:30
M statad that tha resident recelved a chopped
diet due to her risk of aspiration, Review of the
rasident's currant physialan's ordar at 2:00 PM
confirmed that the regident was required to

| 7/5’6/1)?
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i 405 | Continued From page 7 | 408
receive a chopped diat,
1428 35621.5(e) HABILITATION AND TRAINING | 428

Each GHMRP shall make modifications to the
resident ' s program at least every six (8) months
or when the client:

{®) As indicated by a change in his or her health
status.

This Statute is not met as avidenced by:
Basad on obsarvation, staff interview and record

“review, the Group Home for Mentally Retsirded

Persons (GHMRP) falled to ensure Resident #1
racaivad a ré-evalumfion by a physical therapist
after her ability to ambulate decreased,

The findings Include:

1. The facility falied to ensura Resident #1 was
re-assessed by tha physical therapist after belng
re-admittad to the facllity as evidenced balow:

During the survey conducted March 5, 2008
through Mareh 7, 2008, Residant #1 was
observed baing pushed in a wheelchsir by staft,
She was aleo chsarvad baeing reposltioned cut of
her wheelchair onto the couch. Review of the
resjdent's physical therapy assessment dated
May 14, 2007 revealed that the consultant
recommanded that the resilent use the
wheelchalr only for transportation; howsver,
interview with the siaff ravealead that the
resident's condition had changed and she
requited the use of  wheelchair for mobllity,
Intarview with the Quallifiead Mental retardation
Professions! (QMRP) on March 7, 2008 at
approximataly 10:40 AM raveaied that ths
regifant nad not baen re-assessed by the

Sec responsa o feder) dcﬁcacy w219,

?‘/39/07

oalth Regulatior, Admin/stration
STATE FORM

HEMC 11 It portinuation Shaet 8 of 13

03/20/2008 THU 14:36 [TX/RX NO 5342)




FROM

03,/20/2008 02:29 FAX 2024429430

FAX NO.

Mar., 31 2008 J5:08FPM P26-/302

dozs

PRINTED; 03/2C/2008
FORM APPROVFD

STATEMENT OF DRFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIBRICLIA
IDENTIFICATION NUMBER:

09cG1T

(X2) MULTIPLE CONBTRUCTION

A, BUILDING
8, WING

(X3) DATE BURVEY
EOMPLETER

03/07/2008

CARECO

NAME OF PRQVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CORE
1701 24TH B8TREET, NE

i WASHINGTON, DG 20602

(A4 1D
PREFIX
TAG

HSUMMARY STATEMENY OF DRFICIENCIES
{EAGH DEFICIENGY MLIBT BE PRECEDED BY FULL
REGULATORY OR LEC IDENTUYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOLULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
' DREFICIENCY)

(%5)
CUMPLETF
TATE

1428

Continued From page 8

Physical Therapist post hospitalization. When
asked what the assessment/rs-assessment
pelicy was for the facilty, the QMRF indicated
that tha mesident should hava been re-assessed
whan she was re-admitted from the hosphtal; and
varifiad that Resident #1 had not besn
re-assassed.

2. The fadllity failad to ensure that Residant #1's
feeding skiils was assessed after baing
re-admitted to the facllity o5 avidenced below:

During the evening obzervation on March 8,
2008, at 5:34 PM, staff fac Resldent #1 har
dinner. The staff did not encourage the client fo
eat Indapendently or with hand aver hand
assistanca. Observations at tha day program on
March 6, 2008 at 11:50 PM, Resident #1 was
eating her lunch. She fad herself independently
with staff aseisting to wipa her mouth. The
contrast In abasgrvations was brought to the
altention of the Qualifiad Mental Retardation
Profasgtonal (GMRP). Thare was no evidenca
that Reaident #1'e eating skills had been
re-aseedsad.

3521.7(a) HABILITATION AND TRAINING

The habilitation and training of residants by the
GHMRP shall include, when apprepriate, but not
he limited to, tha following areas:

{a) Eating and drinking (including table manners,
uge of adaptive equipment, and use of
apprapriate ytanailsy, .

This Statute is not met as avidenced by:

Based on obsenation, staff interview and record
raview, tha Group Home for Mentally Retarded
Persons (GHMRP) falled to train residents to use

1 430

| 428
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Continued From page #

adaptive squipment for one of the three residents
in the sample. (Resident #2)

The findings include:

1. During tha aurvey conducted fram March 8,
2008 through Mamh 7, 2008, Raaldent #2 waa
obsarvad without any adaptive equipmant(Le.
glesses ete)). Review of the resident's record on
March €, 2008 at 1;00 PM ravealed the
ophthalmologist evaluated the resident on August
13, 2007. Atthat time, the client was prescribed
glasses. Intsrview with the facliity's nurse on
March 7, 2008 at approximately 10.00 AM
reveaied Resident #2 has giasses but refuses to
wear them, When asked if there was a pragram
In place tp encouraga the resident to tolarate her
glaases, the nurse and Qualifled Menta)

‘| Retardatlon Professional (QMRP) indicated that

there was ne program in placa to encouraga
Res=idant #2 it wear her glasses.

2. On March 5, 2008 during evening
obgervatiohs, Resident ¥Z was obsarved with her
figt clowed tight. Further review of the resident's
medical record on March 6, 2008 at 10:47 AM,
revealed a Physical Therapist assessment dated
Aprit 18, 2007. The assessmant recommandad
Swanson corie® for the resident's hands, Atno
time during the survey was Swanson cories
observad in tha resident's hands. Interview with
the QMRP on March 7, 2008 at approximately
9:30 AM varifiad that the resident didf not have the
resommendad adaptive aquipment.

3621.7(f) HABILITATION AND TRAINING

The habilitation and fraining of residents by tha
SBHMRP shalj Include, when appropriate, but not
ba limited to, the following areas:

| 420

1 436
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Continusd From paga 10

{f) Health care (inchuding skilis related to nutrition,
use and self-adminiatration of medication, first
aid, care and use of prosthetic @nd orthotic
devices, preventive health care, and safety);

This Statute |& not met as evidenced by!

Baserd on abservation, interview and record
revisw, the Group Home for Mentally Retarded
Persons (QHMRP) falled to engure thy
habilitation and training to rasidents in the domain
of salf medication for one of the three residenta In
the sampla. (Resident#2)

The finding Includes:

During the medication pass observation on March
5, 2008 at 5:37 PM, Reaident #2 recaivad her
maedicine. As the nurse was preparing to pour
tha liquid lactuiose, the resident asked the nurse,
"do youw want me to pour it? - The nurse made an
attampt to assist the residant in pouring the
medication, however due ta tha residents inapility
to grasp the bottie, the nurse poured the ’
medication,

Review of tha restdents Individual Program Plan
(IPP) revealed that Rasident #2 has a program to
Improva her home management skills by learming
to pour items of har chaice with 50% varbal
prompts for three consecutive months.
According to the instructions to the staff, thaey
were [0 assist the resldent in pouring the quid
tam by using hard over hand wgsistance.
Interviaw with the Quaiifisd Mental Rafardation
Profassional (QMRP) on March 7, 2007 at
approximately 10:45 AM revealed that the
program was developed as a day program goal,
hawever the QMRP acknowledged the group
homa staff ware documenting the Implgmentation

| 436
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of the pragram, When asked why the nursa did
not implement the program, tha QMRP was
unable o answor the question,

3621.7(k) HABILITATION AND TRAINING

The habllitation and training of residents by the
GHMRP shall include, when approprieta, but not
be limited to, the following sreas:

(k) Mobility (including ambulation. trensportatian,
mapping and orientation, and use of mability
equipment);

This Statute s not met as evidenced by:

Based on absarvation, staff interview and record
review, the Group Hemae for Mentally Retarded
Persons (GHMRP) failed to ensure the
habilitation of its residants included training in the
area of mobility for one of tha three residents in
the: facility. (Resident #2)

The finding includes:

On March 6, 2007 at 8:15 AM, Resident #1 was
obsarved being transferredd from the couch to her
wheelchair by & staff. Interview with the House -
Manager revealad that the staff was newly hired,
Review of Resident #1's physical therapy
assessment dated May 14, 2007 revealad a
racommendation for a two-paraon transher for
aafety, Although the House Manager indicatad
that sha assisted the staft with the transfer, the
surveyor could not carreborate the Housa
Manager's agecaount,

3523.1 RESIDENT'S RIGHTS

Each GHMRF residenca diractar shall ansure

{436

1 500
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that the rights of residents ara cbserved and

pratected in accordance with D.C. Law 2-137, this

chapler, and other applicable District and faderal
lawe,

This Statute is not met as evidenced by:

Based on abservation, ataff interview and record
raview, the Group Home for Merntally Retarded
Persons (GHMRP) failed to ensure the rights of
rasidents are abserved and protected in
accordance with D,C. Law 2.137, thle chapter,
and other appiicable Dlstrict and federal laws.

The findings include;

| 500

1 1. Tha GHMRP falled to establish @ system that
would ensute residents that wers informed of the
rnsks and banafits of thelr medications. {Ses
Federa) Deficiency Citation W124) -

2, The GHMRP failad to ensura ite Human
Rights Commitiee (MHRC) reviewad and approved
tha use of restrictive measyres. [Ses Faderal
Deficiency Citation W262)

See response to federal deticiency W124,

Sce response 1y federgl zleﬁ;i:ncy w262,
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