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W 000 | INITIAL COMMENTS; P W 000
; iy
A recertification survey was conducted from
Novenber 8, 2007 through November 9, 2007. )
The survey was initiated using the fundamental =3 =0
survey process. A random sample of two clients 2 | »H
were selected from a population of four males o %&gﬁ
with various degrees of disabilities. PR st
j i i \ ?n;‘mﬁai
The findings of this survey were based on -~ :»’Di’c:,?ﬁw i
observations at the group-home, two day 5 %wﬁm
programs, interviews WIth clients and staff at both G%a‘g;
the group home and day programs, review of 2 =
clinical and administrativé recordsito include the et
| facility's unusual incident reports. '} - o
W 126 | 483.420(a)(4) PROTECTION OF CLIENTS W126| \A}12Cr
RIGHTS | §
i !
The facility must ensu}re the rights of all clients.
Therefore, the facility must allow individual clients
to manage their finan&ial affairs airl;;li teach them
to do so to the extent Eof their c:ape?E |_l|t|es. __““:6 . ) i “‘u bt’- w 05
| . \ euenced BYy. -
This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure the clients’
right to be taught to manage theirifinancial affairs
to the extent of their capabilities for one of the two
clients in the sample. {(Client #2) [ ‘
o | o S ORRR W\ WRL & 12:1407
The finding includes i o\
| § LOMPORNSNY  DASNSI oo\
Interview with Client #2 on November 8, 2007 at \ ‘
approximately 8:20 AM revealed that the client ' R %%@&»M
receives a stipend for services performed at his QO‘( SR 7.
day program. Interview with the day program
staff on November 8, 2007 at 11:20 AM
confirmed that the client receives & stipend,
depending on his attendance. ' .
ABORATORY DIRECTOR'S OR PROVIDER)SUPPLIER REI?I:?E:SENTATIVE'S SIGNATURE TITLE (X6) DATE
Ty Inomidn L Des f2felor

ny deficiency statement ending with an a:steris}( W) denioftés a deficiency which the institution may be excused from carrecting providing it is determined that
‘her safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above ara disclosable 60 days

llowing the date of survey whether or no
1ys following the date these documents 2
‘ogram participation. v

i
i

a plan of corrgfct'ion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
sre made avai[a;blfe to the facility. If deficiencies are clted, an approved plan of correction is requisite 1o conlinued
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' !
Interview with the Qualified Mental Retardation Y Aene) op Lacnol o
Professional (QMRP) ion November 8, 2007 at 50 %P W\\(A\}:\v &N e aenex
approximately 3:00 F’M revealed that Client #2 > ™Mo q
had not received a comprehenswe money M otxon e s
management assessment that outlined his o B Z.\n0
current skills and specific needs in this area. 5(0 Ou‘_;b\‘cs* e NTY mk
Review of Client #2's Individual Support Plan el e),gg)\n a3 o
(ISP) dated June 22, 2007, at approximately 7:20 e WS OXRAL,
PM on November 9, 2p07 confrmed the QMRP's = S AN K
statement. There was no ewdence that Client #2
was taught to manage his flnances to the extent Q\\?&«@ \1\3\\,\ ‘QVD\\\L\@’ E‘iﬁw
of his capability. S oy, o O
W 156 | 483.420(d)(4) STAEF TREATMEN;‘TLOF W 156] onsuns aenks e guen
CLIENTS : | OPPOTLAN iy Yo Wanoge.
The results of all mvestlgatlons must be reported _\/\\Q)‘\r ()QXEDW\OL\ QL\N),(\CQ,S,
to the administrator oridesignated. representatlve
or to other officials in accordance With State law
within five working days of the incident. W‘ %
4 me¥
This STANDARD is not met as evidenced by: This Sandantt UJQ\ e m
Based on interview and record review, the facility oS e,u\de,vwe(‘) *-1 .
failed to ensure that the results of jhvestigations . _ 1L
were reported to the administrator- iofficials within & QOMRY will NS ool O‘\’Q f2:17:0]
five working days of the incident for one of the (0, Tepor om)omg
two elients in the sample. (Clients #1) \m@ﬂ\% Qe Tepo
The findings include: ! ; I Hb O@N\\(\\S\Ta\-g(‘
1. The facility's unusuél incident réE orts were WOy
reviewed on November 8, 2007 at, 04 AM. An \MH)““\ QINQ “O\
incident dated July 11,:2007 indicated that client @ Dommmbhw \[@w&w\;\'\m
#1 was observed bleedlng from his; head. The \\ b& awnoingd
client was taken to the 'emergency: foom treated W \c,\,\ g\ \&buf&m N
and released with a diggnosis of close head oo \NOWY &
injury. During the entrance conferénce with the S}\\’e’ '
Qualified Mental Retar(datlon Professional
(QMRP) and house manager on the same day
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W 156 | Continued From page 2 1 W 156
revealed that the results of the fabf'ili.ty's
investigation revealed that the nurse had
assaulted the client. The nurse involved in the
incident was terminated. g _
W 194 | 483.430(¢)(4) STAFF TRAINING PROGRAM w1g4| A/ IQY
Staff must be able to [demonstratéé tﬁe skills and e {
technigues necessany to implement the individual —Tﬁm Jﬂﬂdam{ C‘f‘ g (D‘g mp-f
program. plans for each client for whiom they are 0s eul dence y -
responsible. |[ ;
This STANDARD is ot met as evidenced by: adc\i’rtov\ ol ’\'rcxmmg 120707
Based on observation, staff interview and record : OVOONL
verification, the facility failed to demonstrate Qor ok S"ﬁﬁlm €atn 9 '
competency in Implementing clients feeding _ ersons M ¥
protocols for one of the two clients!in the sample m Yo col .
(Client #2) : N er
i @ QIR House MePager
The finding includes: 0] \I\\i L\ C,,@V'\'\'l e Yo )
The facility failed to ensure staff djfsélayed MEOXD m\“de d“ e
competency in implementing Client #5's diet CW\C& Sﬁﬁ(‘& (‘,\(_ 05 V\QEC\%\
order. b _
d for anflio further
Observations during the medication on November ENSUNE adherence
8, 2007 at 8:55 AM, revealed that Client #2 _ meok pv’ObCD\S .
received Calcium Carb with Vitamin D and the
Certagen 4.18.250 tablet as nutritional :
supplements. During dinner observations at 5:25
PM, Client #2 was observed to re¢eive turkey
wings, string beans, stuffing, salad|with light
dressing, canned pea@hes, diet ic§> tea and water.
According to the Clieni #2's feeding protocol
dated July 17, 2007 indicated that the client
should receive fresh fruit at both lunch and
dinner. . 4
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W 194 | Continued From page 3 E W 194
Inspection of the kitchen on November 8, 2007 at
10:00 AM revealed a bunch of bananas.
Interview with the QMRP confi rmed that the Client
#2 should receive fresh fruit durmg his dinner
meal. Review of the durrent physigian orders on
November 8, 2007 at 1:00 PM confitmed that the
client should receive fresh fruit WIth funch and
dinner. i 3
H -
! , 1
There was no evidence that the facility
implemented Chent#z s feeding protocol.
W 227 | 483,440(C)(4) INDIVIDUAL PROGRAM PLAN wzzr] W22
I
The individual prograrn plan states! the specific e 3\-3;{\(:‘\&“5;\ S \\ bQ‘
objectives necessary to meet the cllent‘s needs, 0% &md b‘._l,
as identified by the comprehenswe assessment ey
requirad by pr—aren;u‘a;:»hI (e)(3) of thls section.
This STANDARD is not met as ewdenced by:
Based on observatlon,. interview and record
review, the facility failed to ensure: ghat the
individual program plan (IPP) included objectives
to meet the client's needs for two of the two
clients in the sampile. (Cllents #1 and #2).
1 i
The findings include: [ P
1. On November 200; at 7:55 AVI\JI e (" QW\W Wil et proogny 2100
medication nurse was observed to wash Clien
#1's hand with hand sénltlzer Thelcllent was O \W\N@‘: QDV C/\A‘QN\*# [ DW)\OW\D]
observed to punch medlcations from the bubble
pack with hand over hand assistance. The Q\'\& C)/\,Q)ﬂk % 2t
medication nurse was observed to pour the client :
a cup of water and handed the cupito the client. .
The client took the pills and drank the cup of GQaMep il 6%\&\9\!\ and \W\p\mn\’
water. Interview with the LPN indicated that the QQMD EOAC N f ooyumns
client participates in a self medication program. ' O)
TRt 05 needed.
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W 227 | Continued From page 4 W 227
Review of Client #1's \records on h ovember 8,
2007 at 7:00 PM revealed that théclient had a

self-medication assessment on July 30, 2007.
According to the assessment, the client was not
recommended to participate in a §elf-medication
program. Interview with the Qualified Mentat
Retardation Professional (QMRP) and further
record review on Navémber 8, 20Q7 at 8:00 PM
revealed Client #1's IPP on August 1, 2007.
Review of the plan and discussion: W|th the QVIRP
failed to provide ewdence of an objective written
to assist the cllentWIth acquiring $i|<1lls in the
domain of self-medlcatlon admlnlstratlon n[l
’ ~1 :
2. Observation of thejmorning medlcatlon (2-) QmEP will YQDM (l
administration on November 8, 2007 at 8:10 AM QA)OW M@U
.| revealed the that Clleqt#z bought'a cup of water D\oéechvﬁ W\ ‘09_, ¢
to the medication area. The clientrequired hand 0 oed
over hand assistance to punch the medications Q=
from the bubble pack.| | The LPN gave the client

12:17-071

oncpie]

o ]

the medication cup and the client complied with VM Yo
taking his medication. | | The client was then @ IPP Wt“ N' O\D C)'\\,QS
observed to throw the | cup into the | trash can. el en g(ﬁﬂbc/ 59'

Interview with the LPN indicated that the client boged. on \T‘d\\)lm me&s

participates in a self medlcahon program

|
Review of Client #2's records on November 8, m QWP w \\\ Qm\!\c\& O\Cﬁk‘\'\m\a
2007 at 7:00 PM revealed the client had a %\,p&.(( Foumacn oS
self-medication assessment on Aprll 1, 2007. : (.’/)
According to the asseésment the- cllent was ’OQU)
recommended to partlflpate ina Sélf~medlcatlon
program. Interview with the Quahﬁed Mental . . .
Retardation Professional (QMRP):and further 4 Riso T&(@YW\C& resporfae,
record review on November 8, 2007 at 8:00 PM Yo 1 W27

revealed Client #2's IPP dated June 22, 2007.
Review of the plan and discussion with the QMRP
failed to provide evudeﬁce of an objectlve written
to assist the client with acquiring sk.nl!s in the
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W 227 | Continued From page. 4 W 227

domain of self—medlcatlon admmlstratlon

[

(> P will review and

3. On November 8, 2007-at 5:45 F’M direct care 6

staff instructed Client#2 to go intd. his bedroom devemp P mm o Je_d'l\rﬁ.
and change his clothes for the "Club”. The client as ne@d

was observed to go agd sit on his:bed. The direct

care staff was observed entering the client's e ep(mge_e
bedroom and selecting a change of clothing. 3 m’m re,bof ﬂ) \N&b
Interview with the direét care staff indicated that +© W 22T 0 ? ’

the client required assistance to WEar appropnate
clothing for the weath . A
Review of Client #2's psychologxcal assessment
indicated that the was iable to dress himself but
required staff assistance to select: appmpnate
outfits, Interview with the Quallfled' Mental
Retardation Professmnal (QMRP).and further
record review on November 9, 2007 revealed that
the client failed to proWde evidence of an -
objective written to assist the client with acqumng
skills in the domain of ndependen‘t‘ dressing.

W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION W 2521 W25
Data relative to accompllshment of the criteria }lJ’Ist
specified in client individual program plan OYQDI((/(
objectives must be doéumented in measurable
terms. ’ Thwa %‘VOU(\C\CLP& \M\\\ e met
| 0% SOINCE \{ -

This STANDARD is n%:t met as evidenced by: Qamee will pronde 00duhn .
Based on observation, staff mtemew and record A
review, the facility falled to ensure that each gl onnwngy on detuwnen GT)
client's Individual Program Plan (IPP) objectives an Wy \em@n of ol J g
are documented con5|stently and accurately for
one of two clients in the sample. (Client #1) orlaw \(.'f\. QU.PPO(‘\ Q\OJA\S ‘
The finding includes: f |

il
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W 252 | Continued From page 6 W 252
Observations conducted on November 8, 2007 at OMRP/ House. Nanaoes wi i\ Qb(\hﬂU.Q
4:00 PM revealed Cllelnt #1 hitting the House doC AoCum o\ and el
Manager in the chest.: At 4:07 PM; the client was e & 4\ e
\es, +he. pecp
observed grabbing thé House Marger's sweater dm\»\ AW ) ‘o further
in the chest area. At approxrmately 5:45 PM, the Yo U(\C)o\i *5?\
client was overheard using ‘obscerie: and \s,
derogatory language to House Mahager. Review ensure Ynoy 3\?\:0?0
of Client #1 Behavior Support Plan (BSP) dated collected N
April 21, 2007, on November 9, 2007 at - ed \09) +he P\ﬁﬂ .
approximately 10:00 AM revealed {hat staff were m\}u
to record target beha\hors of aggréssion on the '
Antecedent Behavior Consequenbe (ABC) charts,
On November 9, 2007 at 10:10 AM, the review of
the data chart revealed that Client #1 had a
behavior episode of uélng obscene and
derogatory language. |Review of the behavior
data failed to reflect the behavior observed on
November 8, 2007. There was nolewdence that
the data had been collected in accordance with
the BSP for the client, which was necessary for a
functional assessment of the client's progress.
W 336 | 483.460(c)(3)(iii)) NURSING SERVQCES w33 W33
Nursing services must include, for: those clients S&W\du\’é U.\\\\ bve
cenrtified as not needmg a medical care plan, a A%CQC\ \Bb
review of their health status which must be on a “\@ 0 ©O
quarterly or more frequent basis dépendlng on
client need. ! )
! o , [t 0]
| i ongoy
This STANDARD s nbt met as ewdenced by: RIS T@UM a/V\/d M{)dﬂﬂ(b mb”m " q
Based on interview and record review, the facility
failed to ensure that a health status was reviewed O\ V\MN\W\,O\ agge%gm ,
by the nursing staff on/a quarterly | or'more
frequent basis for one of the two cliehts in the \
sample, (Clients #2) ' :
The finding includes: :
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W 336 { Continued From page 7 W33 | W33L.. -
Review of Client #2's medical recc rd revealed _
that her annual nursing assessment was KNW OM(i)\J\’S \m,u m MM
completed on April 1,12007. Further review of the
medical record revealed that the second quarter b FUA)W\.M UL U)M{)WW\%

assessment was lncompleted although the WUW\ "(\l\il\ QQ‘WV\C}\M '

Registered Nurse signed the quarterly review,
VV 356 | 483.460(g)(2) COMPREHENSIVE DENTAL W 356
TREATMENT i

| g
The facility must ensure comprehensxve dental W 55(9
treatment services that include dental care

needed for relief of paln and infections, -W\M} g\m\w& \)\)\U. hl W\Ei‘
restoration of teeth, end malntenahce of dental UP_A \0»\
health. g 0S LW

f ;
! o
1 ',i.

This STANDARD is not met as ev:denced by: .

Based on interview and record review the: facility : q M—(\,& M mehl\lu. h) :
failed to ensure comprehensuve treatment W
services for the maintenance of dental health for %\M)W V'P m NM n 30 O-I
one of the two clients in the sample (Client #2) W \‘,W)(\ ON)P\V\Ol

: | ot 2. will he scheduled
On November 8, 2007; Client #2 was observed ;,0\ a W W\W\M onel

wearing partial dentures. Review ‘of the dental
consultation dated September 19, 2007 revealed P[L{W WU) , 51[
that the client needs scalmg of rernammg teeth. 01)
The need for scaling had been identified in a
dental visit on December 21, 2006 There was no
evidence that the client received the
recommended dental ¢are since December 21,
2006. i
W 368 | 483.460(k)(1) DRUG ADMINISTRATION W 368 WZ(gg

{2+ 12207

The system for drug admmlstratlon must assure Wﬁ(} u)(ﬂ bQ W‘ée' 1Y) O@ma)
QUL -

that all drugs are admihistered in éompliance with
the physician's orders. 2

The finding includes:
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W 368 | Continued From page 8 : W 368 W3
This STANDARD is not met as evldenced by: ' Wé dddd?m )2 \2_.07
| Based on observation, staff interview and record @ Nurse W“M' i orgoncy
review, the facllity failed to follow physician orders - - Hamlﬂq on adheene (v
for one of the two chef‘lts in the sample (Client
#3) | i phusicien ordeve .
: a Z .
The finding includes: | ; ' 4 RN will wndMO’r VD‘Wh% ﬁ?dtwhm
During the medication dmlnlstratlon observation Odmtm%ﬁfmhm PaQQCE- o
an November 8, 2007 at 8:35 AM, Client #3 was :
observed rubblng Vanamrde 40% cream on his Cu:r% QJ\QUM WLIM
feet. At4:40 PM, dunng the evenihg medication Wit W slendoud
observation, Client #3lwas observed rubbing
Vanamide 40% cream on his feet,, PM%\UCM(‘\ OTOENS «

Review of Client #3's éurrent physician orders on
November 8, 2007 at apprOXImately 10:00 AM,
revealed an order for Vanamlde 40% cream to be
applied to both feet e\/ery day, -ntérview with the
nurse confirmed that the client should receive
Vanamide 40% cream to his feet, once a day.

W 379 483.460())(1) DRUG STORAGE AND W 379 W 379
RECORDKEEPING

The facility must store| drugs unde;rg ﬁroper Thaa g)(()}n(XOXA\ U\S\)& ‘DQ W))( 0./)
conditions of light. : ! tm m
iR WD 07

This STANDARD is not met as evidenced by: oNQEINE)
Based on observation, and staff interview, the

facility failed to store drugs under proper ‘N’{Y\x R
conditions of light. ik w in W\Q WWW
The finding includes: i Uosex oo \QQQN\ ‘NU‘)\O,UA )

On November 8, 2007 at 7:55 AM; the medication

nurse arrived in the faélllty to administer the
morning medications. |When the nurse unlocked

IRM CMS-2567(02-99) Previous Versions Obsolete :1 | Event IDHLN711 Faeility ID: 09G 129 If continuation sheet Page 9 of 13
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UL d -

the medication cabinet there was rjo light in the 74, tonh '

closet or in the room leadmg to the cioset a m} AL @f\CUW\G.Qﬁd‘}I’O “J_?N’

On November 8, 2007 at apprOXImater 10:00 WD I vv\(,dwi@ﬂq Yo o

AM, the day nurse was asked to open the

medication cabinet. The day nurse opened the ) W\m‘f\ V(O

closed and again theré was no Irght ins:de the WM ‘R’\W\&g

closet.
VW 383 W 383

483.460(1)(2) DRUG STORAGE AND
RECORDKEEPING :

Only authorized persons may havéf access to the
keys to the drug storage area.

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facility failed to have oply authorized persons
have access to the keys to the drué storage area.

The finding includes:
On November 8, 2007'at 7:55 AM! ithe medication

nurse arrived to the facility to administer the
morning medications. 'The medlcatlon nurse

retrieved a key from a
Administration Record

binder labeled "Medication
(MAR)" on g bookshelf in

the basement. The bo

okshelf stored both clinical

and medical records f&r the clientsin the facility.

The nurse then used the key and o'pened the
locked cabinet where the clients medications
were stored. The QMRP was informed of the
location of the medication key. !

On November 9, 2007 at approximately 10:00
AM, the day nurse was asked to open the
rmedication cabinet. The day nurse was observed
to retrieve a key from a binder labéjed MAR on a
bookshelf in the basement. The bookshelf stored

\W382
s %&cmc\w& w

ek o QO0eANLed: ‘Qu\
M?acfm leplaced +he. W00
lock. weln m o\ \;Zed onoping
ocsessed oY Wﬂ

<. A Ka\:)

Vo longer berng)

M e

MQA\CQ.\ cknd are @lﬁp‘w‘u5
ko Wpoik CHNIUNS TO 112

QW
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W 383 | Continued From page 10 iy W 383

both ¢linical and medical records for the clients in
the facility. The nurss then used the key and
opened the locked cabinet where; the clients
medications were storad i

W 436 | 483.470(g)(2) SPACE AND EQUIPMENT w43s| WUl
The facility must furnish, maintain ln good reparr, Thun Steun dowd, will ke
and teach clients to use and to make informed Wk OB %M\,@}ﬁé \D,U\\

choices about the use; of dentures, : eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the|
interdisciplinary team as needed by the client.

|G wal v oindl wuaokL
” O 2> needs Wn o .
This STANDARD is not met as eyjdenced by: | M.
Based on observation; staff lntervzé[w and record O il W\ W{) O %{M et ?:\‘

verification, the facmty‘to teach chents to use ' ONOR O\
tolerate their eyeglasses for one of the two clients Q\ﬂfﬁ((ﬂ\ﬂ O\DW W 05 Y\m '
included in the sample. (Client #2)1

The finding includes: ' @V\Mw W\u PVO\/UH MM\OY\C(X

On Novernber 8, 2007;at 7:55 AM, the medication %QQ )(TCXW\W\ 0% hQ,Qd{’,d
nurse indicated that Client #2 wore: prescription

eyeglasses. Interview|with the clientiat 8:10 AM QWW(M P hf) V%Iﬁ(',t
indicated that his eyegjasses were.in his ‘FOYWMLO. O

bedroom. The direct care staff dirgcted the client

to retrieve them. The client did so. | The client

handed the eyeglasses to the staff and staff was

observed cleaning the client's eyeglasses
l

Review of the nursing monthly noted dated
September 2007 indicated that the client needed
reminder to wear, cleah and maintenance of
eyeglasses. I

According to the Indivichual Prograrir?ﬁ Plan (IPP)
dated June 22, 2007 revealed no évidence of a

YRM CM$-2567(02-99) Previous Versions Obsolete 11 EventID:HLN711 Facility ID: 09G128 If continuation sheet Page 11 of 13

Prr6abbane 0L i WOHd TTeE LpBe-2L-030



- DEPARTMENT OF HEALTH A
CENTERS FOR MEDICARE &

a1

o

ND HUMAN |SERVICES
MEDICAID:SERVICES

PRINTED: 11/26/2007 |
FORM APPROVED
OMB NO. 0938-0391

STATEMENT

AND PLAN OF CORRECTION

OF DEFICIENCIES (X

) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

096129

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A, BUILDING
" | B. WING -
11/09/2007

'NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, 2IP CODE

DI 3112 WALNUT STREET, NE
; WASHINGTON, DC 20018

X4 1D SUMMARY STATEMENT OF DEFIC ENCIES 1D PROVHIER:S PLAN OF CORRECTION {X5)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TTAG ‘REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

o DEFICIENGY)
W 436 | Continued From page!11 K W 436
training program in this domain. ! ;
W 450 | 483.480(a)(1) FOOD AND NUTRI‘hON w 460| W HEO

SERVICES

Each client must receive a nourlsh[ng,
well-balanced diet mcludlng modified and

specially-prescribed diets. g

This STANDARD is not met as évidenced by:
w and record
1de modified
sampleg

Based on observation,
verification, the facllity
diet for one of the two
(Client #2)

The finding includes:

The facility failed to ensure staff dif’éplayed
competency in implementing Client#5's diet
(o

order,

Observations during the medlcatlori on November
8, 2007 at 8:55 AM, revealed that CIhent #2
received Calcium Garb with Vitamin D and
Certagen 4.18.250 tablet as nutritional
supplements. During dinner observations at 5:25
PM, Client #2 was observed to receive turkey
wings, string beans, stufﬂng, salad W|th light
dressing. canned peach

i ,
According to the Client/#2's feeding
dated July 17, 2007 indicated that the client
should receive fresh fryit at both lur

dinner.

Inspection of the kitchen on Novem
10:00 AM revealed a bunch of bang

Interview with the QMR
#2 should receive fresh

failed to proy
clients in thé;

o

1

staff intervie

i

es, dietice

P confirmed

tea and water.
protocol

ch and

o
ber 9, 2007 at
nas.

that the Client
“ns dinner

Uandavd will be
m a?gutdemofé oy

Reference responee do WIH,

21707
UN%OW\q
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meal. Review of the

dlnner ;

There was no evident.":e that the f{aic:ility
2's feeding protocol.

implermented Client #

current physician orders on
November 8, 2007 at|1:00 PM coyifirmed that the
client should receive fresh fruit wﬂp lunch and

. i

1

[
B
R

1

i
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1000 INITIAL COMMENTS! i | 000
! i
A re-licensure survey \Lvas conduc‘ti‘e_d from
Novenber 8, 2007 through Novenmiber 9, 2007.
The survey was initiated using the fundamental
survey process. A random sample of two
residents were selectef,d from a papulation of four
males with various degrees of disabilities.
| i
The findings of this su!rvey were bﬁsed on
observations at the group home, two day
programs, interviews with residents and staff at
both the group home énd day programs, review
of clinical and adrninis;trative records to include
the facility's unusual incident reports.
1 224 3510.5(a) STAFF TRAINING . 1224 rzovy
. ! i
Each training program; shall include, but not be BE5I0.5 CQ) .
limited to, the following: g s St \Ail“ be wek as
i f E)J\.de’ﬂ ce . - N =
(a) Overview of mental retardation inctuding, but Al erf & i W\ recewve ac\Ac\)\‘loYla(
not limited to, definition, causes of jriental OURLN C) @N QVEX view o
retardation, associated health implications, and whentod ve\ord.ai qu;;‘l%o,s [E‘bﬁ;
frequently used medications, the history of care =10, S Q,,)
of individuals with merital retardation, and daily ES
living skills; l l : ‘W\m %&-oj*uu\e Wl I be me;i‘
This Statute is not met as evidenced by: os eodencec \DU\ ‘ L
Based on observation, staff interview and record _ 12 H‘D‘{
reyietw, the GHMRP fa?led to ensure effective QMEL W\ i\ Q’b\\ OUS - Lp ‘> onQoeng)
training was provide to each staff.; | - : v \\ _\_ﬂ—%
The finding include: | eCeW e O\.C,\d\\\rlDY\Cl—f\ A
Review of the training records on November 9, vawniney on B o
2007, revealed that the GHMRP failed to provide ‘ e AL
training in overview of mental retardation. Serrelo e e ﬂw;
_ 1 é&ﬁg_wge%&d “2*h,q
1225 3510.5(b) STAFF TRAINING 1225 ok Mne Tume & e
zalth Regulation Administration ‘
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1225 Contmued From pagei i % 1225
Each training progran]] shail mclude but not be
limited to, the followmg A
J
(b) Human development through the life cycle
(birth to death); l .! :
This Statute Is not met as ewdenced by:
Based on record revieW, the GHMRP failed to
ensure effective tralmhg was prov]c&e to each
staff, :
The finding includes:
Review of the training records on h:ldvember 9,
2007 revealed that the GHMRP failed to provide
training in Human Development. ‘|
1229 3510.5(f) STAFF TRA|NING | [ 229 1229
. e 2510 « 5(F)
Each training program: shall include, but not be . met
limited to, the followingd: : Stotudc \A\;‘;\ W olee
(f) Specialty areas related to the GHMRP and the oS W‘W W
residents to be served: iincluding, but:not limited
to, behavior management sexuality, nutrition, ‘
recreation, total communications, and assistive
| A | ensar ek o 12:14:67
technologies; s el witd | o
This Statute is not met id ff‘icib ' hptt reend adduon (LLJF(J‘(;IWJ i
Is Statute is not met as evidenced by: oW 0o
Based on review of trajning documents, the %\"f\g}? 0 .ﬂ\\’ﬁO) v
GHMRP failed to provide evidence to validate @w\d osssh ve }Cd’\NObMC S,
staff training as indicated by residgénts' need.
The finding includes: Home W\W wld m\w
R f the t d N ber 9 WWWWG\NW
eview of the training records on lovember 9,
2007, the GHMRP failed to providegtraining on M/Pdm W {'mW\\V\U) as
communication and assistive techn ques. Mdﬂ.
1
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1424 Continued From page2 i 1424
| 424 3521.5(a) HABILITATION AND TﬁA'INING | 424 Y24
252105 (0
Each GHMRP shall make rnodlflcatlons to the
resident ' s program at least every 5ix (6) months
or when the client: ;

(a) Has successfully completed aﬁéobjective or
objectives identified m the Individual Habilitation
Plan; o

This Statute is not met as evidenced by:
Based on observation, staff mterv;egw and record andenced oy
verificatian, the facility lto teach residents to use
tolerate their eyeglasses for one ofithe two

residents included in the sample. (Re5|dent #2)

i l

The finding includes: I |
ik Referena. respowse: o Ldorald ) 7
On November 8, 2007|at 7:55 AM; the medication d@b;_u.uuj\ N.?G\'x Wu 2, ongRny

nurse indicated that Resident #2 wéars
prescription eyeglasses. Interview wlth the
resident at 8:10 AM indicated that 'I‘.ns eyeglasses
were in his bedroom. The direct care staff
directed the resident tq retrieve thej'n The
resident did so. The resident handed the
eyeglasses to the staffiand staff was observed
cleaning the resident's eyeglasses i

Review of the nursing monthly noted dated
September 2007 indicated that the reésident
needs reminder to wear, clean anclI mamtenance
of eyeglasses. | :
According to the individual Progran‘l Plan (IPP)
dated June 22, 2007 révealed no evidence of a
| training program in thlS domain. ‘

N
l .

| 434) 3521.7(d) HABILITATION AND TR}AI?NING | 434 434

2520, 7 ()

The habilitation and training of reSIdents by the

zalth Regulation Administration .
TATE FORM sa99 HLN711 If continuation sheet 3 ot 10

[ | :
6T °d OEbeckbaE2 s 0L WOM4 £T:00  Lep=2-2-230




PRINTED: 11/26/2007
FORM APPROVED

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPUER/CLIA
IDENTIFICATION NUMBER:

AND PLAN OF CORRECTION

‘I
09G129 | .

(X2) MULTIPLE CONSTRUCTION

A BUILDING
B. WING

(X3) DATE SURVEY
COMPLETED

11/09/2007

NAME OF PROVIDER OR SUPPLIER ~

IDI

1

STREET ADDRESS, CITY, STATE, ZIP CODE

3112 WALNUT STREET, NE
WASHINGTON, DE 20018

T X4y D~
PREFIX
TAG

SUMMARY STATE VIENT OF DEFIC[ENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC [DENTIFYING INFORMATION)

PREFIX

TAG
DEFICIENCY)

D PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE - .
CROSS-REFERENCED TO THE APPROPRIATE

(X5)
- COMPLETE .
DATE

1434 Continued From page

GHMRP shall include,

3

1434

WHL . Conisand.

when appropnate but not

1436

be limited to, the foIIO\ivmg areas: .
(d) Dressing (mcludlnc‘) purchasmg) selecting, and
access to clothing); :

This Statute is not met as eviden;i:{ei:i by:

Based on observation| staff interview and record
review, the facility failed to training residents in
the domain of selecting clothing for @ne of the two
residents in the sample (Resrdent #2)

Vi
I

The finding includes | 1k

On Novernber 8, 2007| at 5:45 PM dlrect care
staff instructed Resident #2 to go mto his
bedroom and changee}‘us clothes for the "Club".
The resident was observed to go and sit on his
bed. The direct care §taff was obSBrved entering
the resident's bedroom and seEectlhg a change of
clothing. Interview with the direct dare staff
indicated that the resrdent requires: assistance to
wear appropriate clothiing for the weather.

| o
Review of Resident #25‘5 psycholog{icjal
assessment indicated that the is able to dress
himself but requires staff assistance to select
appropriate outfits. Interview with ‘the Qualified
Mental Retardation Préfessmnal (QMRP) and
further record review on November 8, 2007
revealed Resident #2's IPP dated Jufne 22, 2007.
Review of the plan and discussion with the:
QMREP failed to provide evidence of an objective
written to assist the resident with gequiring skills
in the domain of independent dressmg

[ :

3521.7(f) HABILITATION AND TRAI’N#NG

ining of resi‘defnts by the
hen appropriate, but not

The habilitation and tr
GHMRP shall include,

Debiouncy
W22T.

|42k
B521.77(#)

I 436

ferene, respnse, Yo (admi
e Popat W 126 ¢

\2 140
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_confirmed that the resident shouid

Continued From page 4 .
be limited to, the following areas: :

(f) Health care (includipg skills related to nutrition,
use and self-administration of medlcatlon first
aid, care and use of ptlosthetic and: orthotlc
dewces preventive health care, an;d_lsafety),

This Statute is not met as evidencf:ia_é! by:
Based on observation, interview and record
review, the GHMRP falled to ensure ‘the

habtlltahon and tralnlng of resments in the domain _

of nutrition and self medication.

The finding includes:
1. The facility failed to ensure staff ciisplayed
competency in mplementing Resident #5's diet
order. f

a. Observations during the medlcqtlon on
November 8, 2007 at 8 55 AM, revealed that
Resident #2 received Calcnum Carb with Vitamin
D and Certagen 4.18. 250 tablet ag inutritional
supplements. During dinner observatlons at 5:25
PM, the resident was dbserved toreceive turkey
wings, string beans, stuffng salad wnth light
dressing, canned peaohes diet |ce|tea and water.

According to the Remdant #2's feedlng protocol
dated July 17, 2007 indicated that the resident
should receive fresh frfut at both lunch and
dinner. | . ' :

Inspection of the kltchén on November 9, 2007 at
10:00 AM revealed no levidence of ; any fresh
fruits. Interview with tHe QMRP cdnf rmed that
the Resident #2 should receive freéh fruit during
his dinner meal. Rev;ew of the current physician
orders on November 8, 2007 at 1: 00-PM

recelve fresh
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Continued From page 5
fruit with Junch and dirimer

There was no evndende that the facility
implemented Resident #2's feedln; protocol.

2. The GHMRP failed to train Resjdents to
administer their medications. :
a. Observation of theimorning medlcatlon
administration on November 8, 2007 at 7:55 AM,
the medication nurse washed Resident #1's hand
with hand sanitizer. The residentiwas observed
to punch to medications from the Bubble pack
with hand over hand qssnstance The medication

nurse was observed to pour the reSIdent acup of

water and handed the icup to the r asident. The
client took the pills and drank the cup of water.
Interview with the LPN indicated that the resident
participates in a self medication p‘rlogram

Review of Resndentmls records on November 8,
2007 at 7:00 PM revealed the client's
Self-Medication Assessment dated July 30, 2007.
According to the assessment the: resm!ent was
not recommended to pamcnpate inia
self-medication program, but recomrnendatlons
for the client to partucnpate in the self
administration or his oral medicationi at the
maximum level of participation like getting "his
own fluid to take medication; pick (p the cup from
the table or from the nurse; to swallow medication
independently; throw émpty medication cup in the
trash and take the empty cup to the kitchen.”
Specific goals and correspondmg program
objectives was not documented od the
assessment. Intervxew with the Quahfled Mental
Retardation Professnohal (QMRPY) and further
record review on Nove;mber 8, 2007 at 8:00 PM
revealed Resident #1' s IPP dated’ August 1,
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1436 | Continued From page 6 i 1436

QMREP failed to prowde evidence of an objective
written to assist the re5|dent with a,cQumng skills
in the domain of self-medlcatlon admlnlstratlon
|

b. Observation of thelmornmg medlcatton
administration on Novembera 2007 at 8:10 AM
revealed the that Re51dent #2 bought acup of
water to the medication area. Theiresident
required hand over ha'nd assistangeto punch the
rmedications from the bubble pac:k The LPN
gave the resident the medlcatlon c]up and the
resident complied with taking his fedication.
The resident was then observed ta throw the cup
into the trash can. Interv:ew with' the LPN
indicated that the resndent partlmpates in a self

medication program. | !
Review of Resident #2 s records on November 8,
2007 at 7:00 PM revealed the resident's
Self-Medication Assessment dated April 1, 2007.
According to the assessment the reSJdent was
recommended to partumpate in a sélf-medication
program, but the specmc goal and Lcorrespondmg
program objective waé not documented on the
assessment. lntervnew with the QURP and
further record review on November 8, 2007 at
8:00 PM revealed Remdent #2's IPP: dated June
22,2007. Review of the plan and’ discussion with
the QMRP failed to prbvnde evidence of an
objective written to as§|st the resident with
acquiring skills in the domam of sé f-medication
administration. ; :

I .

3. The facility failed ehsure resade ts were
trained to administer their own medlcatlons (See
W227)

| 443| 3521.7(m) HABILITATION AND T;RAINING 1443

The habilitation and training of resndents by the
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Continued From page:7 : :
GHMRP shall include,; when appro})riate, but not

be limited to, the following areas: .1 .

(m) Financial management (mcluding budgeting
and banking); : |

This Statute is not met as evidenced by:

Based on observation; interview and record
review, the facility failed to ensure;the clients'
right to be taught to manage their ﬁnancual affairs
to the extent of their capablhtles for one of the
two clients in the sample. (ReSIdépt#Z)

o
s

The finding includes: |
I

‘|
Interview with ReSIdent #2on November 8, 2007
at approximately 8:20 AM revealed that the
residentreceives a stlpend lntewléw with the day
program staff on November 8, 2007 at 11:20 AM
confirmed that the reSIdentrecelves a stipend,
depending on his attendance

Interview with the Quailf ed Mental Retardation
Professional (QMRP) on November 8, 2007 at
approximately 3:00 PM revealed that Remdent #2
had not received a corhprehensxve'money
management assessnient that outl|ned his
current skills and spec1f c needs in this area.
Review of Resident #2['3 [ndividual. lSupport Plan
(ISP) dated June 22, 2007, at approximately 7:20
PM on November 9, 2007 confirmed.the QMRP's
statement. There wasi no evidence that Resident
#2 was taught to manage his fi fnanq es o the

extent of his capabllrty'

35622 .4 MEDICA.T!ON_%
\

The Residence Directar shall report any
irregularities in the resident ' s drugiregimens to
the prescribing physician. i
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This Statute is not met as evidené:fed by: Tha Saxrude wi i\ b—eg‘
Based on observation; staff interview and record mek as eot Adence
review, the facility failed to follow physician orders ] 12 12:07
for one of the two residents in the’ sample \DU\ - NP
(Resident #3) | Ses
| Reference V QSF
The finding includes: ;: ; ‘e M 5GE
During the medication admlnistratlon observation M“‘w) GMWMD
on November 8, 2007 at 8:35 AM, Resident #3 will oo gt
was observed rubblng Vanamide 40% cream an \
his feet. At 4:40 PM, dunng the evemng m V\W\D\ WP—QMJ\N\D ‘h) M’PM
medication observation, Resident #3 was wreawloni hgg o Y
observed rubbing Vanamlde 40% Cream on his q
feet, | i pscuboing plyetctan.
Review of Resident #3| s current physman orders ’
on November 8, 2007 at apprommétely 10:00 AM,
revealed an order for Vanamide 40% cream to be
applied to baoth feet every day. Intgrwew with the
nurse confirmed that the resident should receive
Vanamide 40% creamto his feet, once a day.
1 483) 3522.10 MEDICATIONS A | 483 3%
£ dicat haills 0 252210
ach medication sha e stored utider proper .
conditions of light and temperaturé!as indicated T\’WJ %&w\e wild be met
on its IabEI. : Wwd w 5
. ‘ 100
This Statute is not met as evidenced by: E)IT\llgD‘ Z
Based on observation, and staff interview, the 0, :
facility failed to store drugs under proper MMM NSpnee o M
conditions of light. 4
g |Deppermey report. WaT4,
The finding includes: ; '
On November 8, 2007 |at 7:55 AM, the medication
nurse arrived in the fagility to adml lister the
morning medications. When the nurse unlocked
2alth Regulation Administration l :
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ol
the medication cabinet there was no light in the
closet or in the room lﬁeading to tht—:ﬁ; closet.
| .
) b
On November 9, 2001&“ approximately 10:00
AM, the day nurse was asked to opén the
medication cabinet. The day nurse opened the
closed and again theré was no light inside the
closet. S
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