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1= W 000 | INITIAL COMMENTS W 000
A recertification survey was conducted from " AN Ve
March 30Q, 20008 through March 31, 2009. The GOVERNMENT OF THE DISTRICT O . .
. | survey was initiated using the fundamental survey ! DEPARTMENT OF HEALTH
1 process. A random sample of four clients was HEALTH REGULATION ADMINIS 757
S selected from a resident population of seven men | 825 NORTH CAPITOL ST, N.E. 1 *
: ' | with various disabllittes. The findings of the WASHINGTON, D.C. 20,

survey were based an observations, interviews
with clients and staff in the home and at one day

= program, as well as a review of client and
- administrative records, including incident reports. . .
jH¥V 126 | 483.420(a)(4) PROTECTION OF CLIENTS W 126 Wi26 4/10/2009
| RIGHTS | This Standard will be met as O;U-going ;
B evidenced by:
FEy The facility must ensure the rights of all clients. :
"~ | Therefore, the facility must allow individua! clients Review of record indicated that |
- to manage their financial affairs and teach them | client #3 and client #4 has a money
o to do so to the extent of their capabilities. " management assessments
] [ fl_c;lnlpletcd June 2007-June 2009,
€ asse ent n i
- This STANDARD is not met as evidenced by: 43 2l $4 docs mes vere e
A Based on cbservation, staff interview and record monetary values neither are they
review the facility failed to demonstrate that : able to understand the coticent of
e clients were being taught to manage their [ money. IDT rec ommcndatic?: is to
' finanecial to the best of their abilities for two of four enhance their skills by en _
clients in the sample. (Clients #3 and #4) | 8 by encouraging

participation in personal shopping
expenditures. A formal program is

The; findings include: not warranted as determined by the

1. Observation of the breakfast meal on March N
. |30, 2009, at approximately 7:26AM revealed . QMRP will revisit the
Client #3 was able to feed himself with recommendations with IDT to see
-.._( : supervision and the use of adaptive equipment if 2 formal program is warranted,
Further observatlon during the meal revealed . If recommended, QMRP will
| Client #3 was able to make his feelings and ’ implement program

T desires known through utterances and gestures.
o + Review of Cllent #3's active treatment program

N goals and objectives on March 31, 2009 at
approximately 3:35 PM revealed that Client# 3

EORATORY Di 4 OVID! PPLIER REPI ENTATIVE'S SIGNATURE TITLE ) DATE
AR ADE I IEES
Ing

Wty deficiency statament ig with an asterisk (7) denotes a deficiency which the institution may be excused from correcting providing i is determined that
ther safeguards provide Sufficlent prataction to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabla 50 days
fewing the date of survey whether or not a plan of corection is provided. For nursing homes, the above findings and plans of commeetion are disclosable 14
Wfﬁbwlng the date these documents are made avallable to the faclity. If deficiencies are cited, an approved plan of comection is requisite to continued

rogeam participation.
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Continued From page 1

did not have a program to enhance his money
management skills. Review of Client #3's money
management assessment dated June 11, 2007-
June 11, 2009, on March 31, 2009 at
approximately 3:45 PM revealed the client was
not able to manage money and is dependent on
staff to make decisions regarding his finances,
Review of the client's financial records on March
31, 2009 at approximately 4:00 PM revealed that
Client #3 received a personal allowance of $70.00
monthly which is managed by the facility.
Interview with the Qualified Menta! Retardation
Professional (QMRP), on March 31, 2009 at
approximatety 4:05 PM acknowledged Client #3
could benefit from a money management
program. There was no evidence the facifity
trained the client to manage their finances to the
best of their abilities. :

2. Observation of the breakfast meal on March
30, 2008, at approximately 7:45AM revealed
Client #4 was able to hold his adaptive Cup with
hand over hand assistance and drink his
beverages. Further observation during the meal
revealed Client # 4 was able fo make his feelings
and desires known through utterances and
gestures. Review of Client #4's active treatment
program goals and objectives on March 31, 2009
at approximately 4:10 PM revealed that Client # 4
did not have a program to enhance his money
management skills. Review of Client #4's money
management assessment dated June 11, 2007-
June 11, 2008, on March 31, 2009 at
approximately 4:15 PM revealed the client was
able to hold money when placed in his hand,
however the client is dependent on staff to make
decisions regarding his finances. Review of the
client's financial records on March 31, 2009 at’
approximately 4:20 PM revealed that Client #4

W 126
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W 126 | Continued From page 2 W 128

received a personal allowance of $100.00
monthly which is managed by the facility.
Interview with the QMRP on March 31, 2009 at
approximately 4:25 PM acknowledged Client # 4
could benefit from a money management

:i—c’ . | program. There was no evidence the facility
&7 |trained the client to manage their financial to the
i best of their abilities. ‘ .
‘W 153 | 483.420(d)(2) STAFF TREATME : w .
bl Sl FATMENT OF IR wis ' - | 4/40/2009:
= TlflS Standard will be met as Oa-going |
. The facility must ensure that all allegations of evidenced by:
v mistreatment, neglect or abuse, as well as Revi oo '
F : | injuries of unknown source, are reported eview of record indicated that I
Immediately to the administrator or t0 other QMRE has completed 3
officials in accordance with State law through wvestigation summary on mcident |
established procedures. o lovolving clicnt #5. "
— . In-service training has been
: o completed by the Assistant
This STANDARD s not met as evidencad by: , Director of Residential to QMRP
Based on intefview and fecord review, the facility on incident investigation and )
: failed to ensure that all unusual incidents : Ieporting process to ensure that al] |
W including injuries of unknown origin ware reported incidents are reported to pertinent |
immediately to the administrator and other agencies on timely manner and |
officials according to District of Columbia that all incidents of uaknown |
: Regulations (22 DCMR, C'hapte‘r 35, Section origin are thoroughly investigated
, 3519.10) for one of four clients in the sample. to determine the canse of such
A (Client #5) | injury and to provide |

: recommendation/guidelines basc
. . on th Tusi PR
The finding includes: 0 the conclusion of such incident ‘(

Review of an Unusual Incident Report (UIR)
dated August 29, 2008 on March 30, 2008, at
appraximately 6:30 AM revealed on that same
date the direct care noted a small scratch on
Client #5's left leg of unknown ofigin Interview
with the Qualified Mental Retardation
Professional (QMRP) on March 30, 2009, at
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W 153 | Continued From page 3 W 153
approximately 10:10AM revealed the injury of '
unknown origin was reported to the Department
{1 - | of Health (DOH). There was no documented
evidence the facllity reported the injury of .
(. | unknown origin immediately to the administrator | ‘
¥o=  |orthe DOH. ' ' .
a0 159 | 483.430(a) QUALIFIED MENTAL W 158 '
1 .. | RETARDATION PROFESSIONAL w159 i ol
i N _ This Standard will be met as : "Cn-going ;
1 Each client's active treatment program mustbe |’ evidenced by: | Q
o integrated, coordinated and monitored by a ’ |
: qualified mental retardation professional. . 1. Reference W209 ‘ ;
I . 2. Reference W230 : i
£ . ' 3. Reference W242.1 ' .
| This STANDARD is not met as evidenced by: 4. Reference W242.2 ‘
Based on observation, staff interview and record 5. Reference W242.3 |
review, the facility's Qualified Mental Retardation 6. Refercnce W252
Professional (QMRP) failed to ensure the 7. Reference W255.1 ’
coordination, monitoring; and implementation of a 8. Reference W255.2 :
client's habilitation and planning for four of four o i
clients in the sample. [Clients # 1, Client # 2 |
| Client # 3 and Client # 4] |
M‘; The finding includes;
5B 1. Cross Refer to W 209. The QMRP failed to
.- | facilitate the coordination of services to ensure a
: consenting family member takes part in alt of
s, Client #1's habifitation and planning.
| 2. Cross Refer to W 230. The QMRP failed to
. ensure that programmatic objectives were written
3 to include targeted compietion dates.
3. Cross Refer to W 242.1. Thoe QMRP failed to
ensure the creation of a tooth brushing program
for Client# 1. .
4. Cross Refer to W 242.2. The QMRP failed to
ORM CMS-2567(02-69) Previous Versions Chsoiats Event ID: FK1F1 4 Fadity ID; 0aG192 If continuation sheet Page 4 of 20
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W 159 | Continued From page 4 W 159
ensure Client # 3's individual program plans (IPP)
included training in dental hygiene.
5. Cross Refer to W 242.3. The QMRF falled to
ensure Client # 4's IPP included training in dental |
L hygiene,
2
6. Cross Refer to W 252. The QMRP failed to
create data sheets that would allow staff (o
K accurately collect data on Client # 2's progress,
N N
- 7. Cross Referto W 255.1. The QMRP failed to
<INy revise a programmatic objective for Client # 1
. who had demonstrated mastery of the skill that
o was being taught. :
3 8. Cross Refer to W 265.2. The QMR failed to o
" revise an interactive skills program objective for pal
Client # 3 who had successfully achieved the
objective. _ . .
W 208 | 483.440(c)(2) INDIVIDUAL PROGRAM PLAN W 209
. ] } w209
Participation by the client, his or her parent (if the . . ¢ , 4/10/09
i client is a minor), or the client's legal guardian is Tﬂ:eit;';d; rf’ will be met as | On-going
required unless the participation is unobtainable e L :
g or ina — Interview with client #2 sister
ppropriaie. ‘ indicated that she was contacted
o for the meeting. However, she has
.o | This STANDARD is not met as evidenced by: been sick and has been unablo to |
hesi Hased on record review and staff interview, the attend hls'meetmgs. In future, .
iy | Facility failed to ensure the inclusion of a QMRP will ensure writen. |
A consanting famlly member in the habilitation and documentation of all contact with
- health planning for one of four sampled clients. family members are filed inside
[Client #2] the client’s record.
The finding includes:
Record review on 3/31/2009 at 10:05am revealed
Client #2's sister legally consented to taking part
?Ru CMS-2567(02-89) Previous Verslons Obsolete ‘ Event 1D: FIKIF11 Facliity (D 09G152 ' If continuation sheet Page § of 20
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W 209 |:Continued From page § W 209
X in the habilitation and heaith planning for her
brother on 8/7/2007, Additional record review on
3/31/2008 at 11:22am revealed the Qualified

. Mental Retardation Professional's notes dating
. -|:back from the date of survey to 7/2008 refiect
== . |"{Client #2's] sister is his decision maker and she
: -continues to be part of his fife through phone
calls, attending his meetings and visits to the
group home." Further record review revealed,
Client #2's annual habifitation planning meeting
was held on 7/11/2008 and his sister did not take

w -] Pt v
On 3/31/2009 at 4:07pm the QMRP indicatad
[ Cliont #2's sister does not want to attend any

B meetings and she had never visited the home. In
e addition, all communication between her and
Client #2's sister has been via telephone. The
QMRP further added that she had no written
documentation of her communication with the
sister. There was no evidence presented at the
time of survey to reflect the QMRP had taken
measures to include Client #2's sister in any of
L | his habilitation and planning.

W 214 | 483.440(c)(3)iil) INDIVIDUAL PROGRAM PLAN W 214

The camprehensive functional assessment must
identify the client's specific developmental and
behavioral management needs.

» This STANDARD is not met as evidenced by:
T Based on staff interview and record review, the
e facility failed to ensure’ , :

5 Based on observation, staff interview, and record
review the facility falled to ensure the accurate
assessment of a client's ability to take part in a _

CLIs-2567(02-09) Previous Versions Obsoiste Event ID:FK1F11 Fadllity 10: 02G192 If cantinuation sheet Page 6 of 20
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W 214 | Continued From page 6 : W 214 .
: N money management program for two of four ML
' clients in the sample. (Client #1 and #2) This Standard will be met as 4/10/09
s ' evidenced by: C ing
The findings Include: L. The money management Bl
- program was developed by Speech ; i
I |1 Record review revealed Client#1's was Pathologist as a functional | |
5 provided a programmatic goal to “increase {his] objective for picture identification ’ 1}
money management skills” during his 7/18/2008 purposes not for recognition of | |
annual habilitation planning meeting. The money. ‘
objective of the goal details, "Given verbal - Previous money management
prompts to physical assistance, [Client #1] wifl assessment for client #2 mdicated |
‘ " | point and utilize [a] communication device that he does not recognized, know [
1 (Mercury) to identify correct dollar bills four times the value or concept of money.
- per week for 3 consecutive months.” (nterview QMRP will follow up with IDT for |
. with the facility’'s QMRP on 3/31/2009 at further review at the coming IDT ;'
: approximately 3:20pm revealed, Client #1 does : meeting to make determination if '
. take part in shopping trips and community " client #2 required a formal :
e outings. Based on the interview provided by the | .- - monetary goal, ;
e QMRP, it was not clear to what extent Client #1 o '
©. | was allowed to take part in any of the financial " : .
transactions that took place during those = v?: vfff";:c":g g;firi‘;‘a‘ze“sd&m
community outings. In addition, the QMRP and . client #2 has a |
the facility's LPN verified on 3/31/2009 at 3:22pm noney managetment |
. that Client #1 was not provided a money ?ssesglgggt completed June 2007- |
management assessment and they will work to une ‘
have one completed for him. QMRP at the next IDT mecting
. : , will present reassessment of ¢lient
2. Interview with the QMRP on 3/31/2009 at #2 to determine if a formal
3:21pm ravealed, Client #2 takes part in shopping program is warragted; If deemed
trips and community outings. Based on the necessary, QMRP will establish a
information provided by the QMRP, it was not formal program to enhance client |
clear to what extent Client #2 was allowed to take #2 money management skills. |
1 part in any of the financial transactions that took i
ptace during those community outings. Record
review revealed, Client #2 did not have nor was
. provided a money management assessment. In
g addition, the QMRP and the facility's LPN verified
- on 3/31/2009 at 3:22pm that Client #1 was not
provided a money management assessment and
ORM CMS-2587(02-29) Previous Versions Obsalets EvantJD; FX1F11 Facllity ity 083182 If continuation sheet Puge 7 of 20
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o bathing, dressing,

acquiring them.,

toothbrushing

W.214 | Continued From page 7
. they will work to have one completed for him.
- W 242 483.440(c)(6)(iii) INDIVIDUAL PROGRAM PLAN

- | The individual program plan must include, for

{ those clients who lack them, training in personal
7. .| skills essential for privacy and independence

x: (including, but not limited to, tollet training,

‘ personal hygiene, dental hygiene, self-feeding,
grooming, and communication
-of basic needs), until it has been demonstrated
that the client is developmentally incapable of

| This STANDARD is not met as evidenced by. .
_ Based on observation, staff interview and record
‘ review, the facility failed to ensure that clients’
. individual program plans (IPP) included training
in dental hygiene for three of four clients in the

sample. (Client #1, Client 2 3 and Client # 4)

The findings include;

et 1. Observation of the breakfast meal on March
o 30, 2008, at approximately 7:28AM revealed
Client # 1's teeth were discoiored and stained,
Interview with the Active Treatment Specialist
- (ATS) on March 31, 2009, at approximately 11:22
- AM revealed Client # 1 is dependant on staff for
brushing his teeth and assed to be in need of 2
program. Record review on
: 3/31/2009 at 9:40am revealed Client #1's Dental
N appointment dated 4/2/2008 identified "h

: calculus deposits” and recommended "scaling” as
s the course of treatment. Client #1 retumed to the
. dentist on 7/7/2008 and the course of treatment
was "generalized scaling and prophylaxis™. The
consuit went on to recormend “brush tecth 2-3x
daily”. On the follow-up appointment dated

W 214

W 242

W242 #'s 1,2 and 3
This Standard will be met as
evidenced by:

QMRP upon review of medical
trecords for client #1, #3 and #4.
QMRP has developed a formal
program for oral hygiene
improvement. The
récommendation was presented
and approved by IDT, -

- 4/10/09
On-going
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W 242

| verified Client #1 did not have a tooth brushing

‘for Client # 3 to brush his teeth twice a day.

| individual PP included training in dental hygiene.

Continued From page 8

2/3/2009, "moderate calculus deposits” were
found and “scaling" was again the recommended
course of treatment. Further record review
revealed Client #1 did not have a program in
place to address his oral hygiene.

Interview with the QMRP on 3/31/2009 at 2:26pm

program in place at the time of sutvey. The
facility failed to ensure the implementation of an
oral hygiene improvement program for Client #1
despite the recommendation made by the dentist
on 7/7/2008.

2. Observation of the breakfast meal on March
30, 2009, at approximately 7.25AM revealed
Client #3 was able to feed himself with

supervision and the use of adaptive equipment.. —|-

Further observation revealed Client # 3's teeth
were discolored and stained. Interview with the
ATS on March 31, 2009, at approximately 11:25
AM revealed Client # 3 was dependant on staff to
brush his teeth and the client did not have a
toothbrushing program. Review of Client # 3's
dental consult dated July 16, 2008 on March 31,
2008, at approximately 11:30 AM revealed the
client had full mouth scaling and adult prophylaxis
with polishing. A recommendation was also made

Review of Cfient # 3's dental consult dated
February 23, 2008, on March 31, 2009, at
approximately 11:35 AM revealed the client had
plaque and calculus on all teeth and needed full
mouth scaling. There was no evidence of clients’

3. Qbservation of tha breakfast meal on March
30, 2009, at approximately 7:45AM revealed

W 242
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) Client #4 was able to hold his adaptive cup with

1 hand over hand assistance and drink his

: beverages. Further observation revealed Client #

4's teeth were discolored and stained. Interview

i with the ATS on March 31, 2008, at

approximately 11:40 AM revealed Client # 4 was
o dependant on staff to brush his teeth and did not

' have a toothbrushing program. Review of Client #

e ! 4's dental consult dated December 9, 2008 on

e March 31, 2009, at approximately 11:35 AM

] okt revealed the client had generalized scaling and

L adult prophylaxis with polishing. A

s recommendation was also made for Client # 4 to

- brush his teeth two to three times a day. There

was no evidence the clients' individual IPP

included training in dental hygiene.

W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION W 252
Data relative to accomplishment of the criteria w252 o
specified in client individual program plan This Standard will be met as | 4/10/09
objectives must be documented in measurable evidenced by: ; On-goi
terms. ‘ g =
Client #2 Oral hygiene programs |
. ’ have been modificd to include AM |
F; . i , and PM documentation. '
A This STANDARD is not met as evidenced by: Additional training will be :
25 Based on staff interview and record review, the provided to QMRP on Program
hoy facility failed to ensure the accurate implementation and changes on
Sl documentation of a client’s oral hygiene ‘ objective criteria as individual
improvement plan for one of three sampled meet goal as established on the l
" clients. [Client #2] program. |
£ The finding includes:
Record review on 3/31/2009 at 11:10am revealed
- Client #2's Dental consult dated 9/22/2008
identified "large deposits of plaque & calculus
present on all teeth surfaces ... oral hygiene very
poor.” The consult further details, "full mouth
;ch.mnm,wvmmm Event ID:FK1F11 Fely I0: 006192 If continuation sheet Page 10 of 20

€103 INGRJOTIAZd TYNAIAIANI £6Z6 168 Z0Z YVd 90:9T 600Z/80/G0



i
] PRINTED: 04/10/2009

. DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
;. GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0438-0391
! STATEMENT OF DEFICIENCIES {X1} PﬁOWDERISUPPLIERICUA (X2} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IGENTIFICATION NUMBER: COMPLETED
| A. BUILDING
09G192 R 03/31/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
» 3312 4TH STREET, SE
INDIVIDUAL DEVELOPMENT, INC. WASHINGTON, DC 20032 |
- (X4} 1D - . SUMMARY STATEMENT OF DEFICIENCIES D __PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL © PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
" TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. , DEFIGENCY)
W 262 | Continued From page 10 W 252

scaling {(Q1, Q2, Q3, & Q4) and polishing is

| indicated.” Client #2 retumed to the dentist on
12/10/2008 and the findings presented, “heavy

calculus deposits in all teeth ... oral hygiene very

| poar” On the follow-up appointment dated

L 2/23/2008, the dentist provided a treatment of

e "generalized scaling, prophylaxis and polishing".

b The consult goes on to recommend "brush teeth

2-3x daily”. '

rw, Additional record review revealed Cllent#2 was
provided a programmatic goal to “improve oral
Pt hyglene skills™ during his annual habilitation
. planning meeting on 7/11/2008 and the goal was
e scheduled to be achleved by 7/2009. The
- February and March 2009 objective states,
"Given physical assistance, [Client #2] will .
participate in tooth brushing on 80% of the trials
recorded for six consecutive months by July
2009. The programming frequency was outlined
as "daily AM/PM after each meal". Review of the
data collection sheets revealed there was only
one set of data recorded for each trial. It was not
’ clear if the data was a representation of the AM or
1 the PM triais,

During an interview with the QMRP on 3/31/2009

. at 11:35am, she verified the findings by stating,

| T “the programs are run only in the (evenings) PM,

7 | and data was collected only five times (5x) a

e week." She further added that Client #£2 was

S provided three meals on the weekends per day

[~ 7+ {and two meals per day during the week. Later
o during the interview, she verified there was no AM

data to present.

It was not clear how the additional meals were
being documented to meet the programming
frequency of "daily AM/PM" and “after each

[FORM CM5-2567(02-09) Previous Versions Obsciete Event ID: FK1F11 Faciity 1D: 09G102 If continuation sheet Page 11 of 20
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meal”. The facility falled to ensure that data was
icollected in the frequency required by the

i \program objective. '
W 255 | 483.440(FH){(1)(i) PROGRAM MONITORING & W 256
: CHANGE I W255#5 1 and 2 -
) ) This Standard will be I | 4/10/09
A The individual program plan must be reviewed at d . metas e
least by the qualified mental retardation evidenced by: - | Ongoing
professional and revised as necessary, including, Ch
B but not limited to situations in which the client has becn amampe s progambas |
¥ successfully completed an objective or abjectives . , of current criteria ag set fongstery :
. : rth

identified in the individual program plan.
Client # 3 interactive Programs

@ | This STANDARD is not met as evidenced by: have been modified base on his
R Based on observation, staff interview and record mmastery of current criteria, As
; review, the facility failed to implement an effective Previously mentioned, OQOMRP wil} '
”"".;f.,f. change to a client's communication program after recerve additional training on ]
1. he had demonstrated a mastery of the skill Program implementation, objective |
outlined in his programmatic plan for one of four criteria and changes as Wwarranted
= clients in the sample (Client #1) and the facility when individual met criteria set |
‘ failed to revise as necessary an interactive skills forth on the individyal program
program objective a client had successfully plan.
completed in the individual program plan (IPP) for
"' . one of four clients in the sample. (Client # 3)
L The findings include:
g 1. Record review on 3/31/2009 at approximately
10:10am revealed, Client #1's Individual Service
- Plan dated 7/18/2008 lists a programmatic goal
T (4.1) to “improve his functional communication
I skills”". The Objective for that goal read, “On a
sid daily basis, given assistance as needed, [Client
s #1] will use his communication device (Mercury

"« .| Volce Output), to engage in a reciprocal
conversation act with persons in his environment
for 4 of § days per week for six consecutive

CMS-2667(02-88) Previous Varsiong Obsolets Event ID:FK1F1 Facility ID: 080G 192 If continuation sheet Page 12 ¢f 20
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manths as measured by Active Treatment
Documentation”. Further recornd review revealed,
the written program that was being implemented
read, "Given physical assistance, [Client #1] wit !
use his TECH 8 communication device {Level 1) |
1o communicate with persons in his environment
with B0% accuracy per session as measured by
Active Treatment Documentation.” -

~iiv b

o Review of the data collection sheets revealed,
R Client #1 performed at the physica! assistance
(PA) leve! for the manth of 7/2008, and 8/2008.

_ His ability increased in the month of 10/2008 and
- 11/2008 to the touch prompt (TP) level. Client #1
achieved the PA level during the first two months
of the program, but the proegram was not revised
despite his ability to take part in the program at .
. the TP level as documented. e o
0. Interview with the facility’s Qualified Mental

$a 0 o Retardation Professional (QMRP) on 3/31/2008
at approximately 3:40pm verified the
communication program was the same and had
not changed since it was written in 7/2008. The
= facility failed to ensure Client #1's communication
o program was revised despite his achigvement of
the targeted skill level identified In the plan.

- -| 2. Observation of an active treatment activity on
March 30, 2008 from approximatety 6:45 PM -
7:00 PM revealed Client #3 independently placed
ared colored piece of puzzie and than a blue
colored piece of puzzie into their appropriate
round slots and smiled. Further observation
revealed that when the ATS praised Client #3, the
client continued to place other puzzle pleces into
their appropriate round slots independenty. : ‘
Review of Client #3's IPP program data on March :
I 31, 2009 at approximatefy 9:15 AM revealed a

oL
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goal " to increase interactive skills during leistire
activities™ and the objective stated * given hand
o over hand assistance, [Client # 3] will participate
; in a table top activity for ten minutes on 80% of
- the trials recorded per month for six consecutive
175:—::‘; months®. Review of Client #3's IPP program data
A s from October 2008 through March 2008 on March
a5 31, 2009 at approximately 9:25 AM revealed
Client # 3 completed the objective Qctober 2008
e though December 2008 at the verbal prompts and
T hand over hartd at more than 80% for ten to
- | fifteen minutes. Further review revealed in

January 2009, Client # 3 completed the objective
at more than 80% for ten to twenty minutes and
from February 2008, to March 30, 2009, Client #
3 completed the objective at 100% far twenty to
=+ I'thirty minutes. In an interview with the QMRP on o7
o ~ | March 31, 2009 at approximately 1:15 PM it was —
acknowledged Client # 3 had met the IPP
objective and the program objective needed to be
revised. There was no evidence the facility
revised an interactive skills program cobjective the

client had successfully completed.
483.460(c) NURSING SERVI
(©) ‘CES W 331 Wi31
2™ | The facility must provide cfients with nursing This Standard will be metas 4129/09
N services in accardance with their needs. evidenced by: I Do
Interview with the nurse indicated | | CR-8018
. | that medication was admini istered
‘ This STANDARD is not met as evidenced by: ' but nurse failed to sign the MAR.
; Based on staff interview and record review the LPN Staff will be in-serviced on
facility failed to ensure clients were pravided with procedures regarding the
‘nursing services in accordance with their needs administration/documentation, of |
for one of four clients in the sample. (Client #2) medication as ordered by physician
{ o 4 . RN Supervisor will randomly !
1 The finding includes: ‘ check and monitor client record to |
5 ensure ongoin; 1 i i
Cross Refer to W368. The facility's nursing this md“fm, e [
| services failed to ensure that all medication was
FORM CMS-2567/(012-00) Previous Vergions Obsolsis Event {0: FK1F11 Facility I0: 09G152 : If continuation sheet Page 14 of 20
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{(X1) PROVIDER/SUPPLIER/CLIA
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E

NAME OF PROVIDER OR SUPPLIER
INDIVIDUAL DEVELOPMENT., ING.

" (X4) 1D
PREFIX

TAG

- SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST 8E PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

3

W 331

‘Review of Client # 2's Medication Administration

| that all drugs are administered in compliance with

Continued From page 14
given in compliance with the physician's orders as
evidenced by:

Recard (MAR) dated March 2009, on March 30,
2009 at approximately 9:00 AM revealed a
transeription order for Cipro HCL 0.3%
Ophthalmic, two drops given three times a day in
ithe right eye for bacterial conjunctivitis for seven
days. Further raview of the MAR revealed Cipro
iHCL 0.3% Ophthalmic two drops was not
administered on March 24, 2009, at 12 noon and
on March 23, 2008 at 8:00 PM. Review of Client
#2's physician's order sheet (POS) dated March
17, 2009 on-March 30, 2009 at approximately
9:15 AM revealed an order to administer Cipro
HCL 0.3% Ophthalmic, two drops tree times a
day in the right eye for bacterial conjunctivitis for
seven days. In an interview with the Licensed
Practical Nurse (LPN) # 1 on March 30, 2009, at
approximately 9:30 AM it was acknowledged that
Client # 2's prescribed Cipro HCL 0.3%
Ophthalimic drops was not administered on on
March 24, 2009 at 12 noon and on March 23,
2009 at 8:00 PM in the right eye for bacterial
‘conjunctivitis. There was no evidence that the
physician was Informad the medication was not
given in compliance with the physician's orders.
483,460(k)(1) DRUG ADMINISTRATION

The system for drug administration must assure
the physician's orders,
This STANDARD is not met as evidenced by:

Based- on staff Interview and record review, the
facility failed to ensure that all drugs were

administered in compliance with the physician's

3

FORM CMS-2667(U2-99) Previaus Varglons Obsoiata

Event ID:FK1F11

8T0 [
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A. BUILDING
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STREET ADDRESS, CITY, STATE, 2IF CODE
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] PROVIDER'S PLAN OF CORRECTION X5
PREFIX (EACH CORRECTIVE ACTION SHOULD BE SOMPLETION
TAG CROSS-REFERENCED TQ THE APPROPRATE oATE
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W 331
W 368 |
W36s ; 4/29/09
This Standard will be met as | . On-going
evidenced by: |
I .
1. Cross Reference W331'
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W 368 | Continued From page 15 W 368

i -orders for one of four clients in the sample.
(Client#2)

The finding inciudes:

y ‘Review of Cllent # 2's Medication Administration
f3 | Recond (MAR) dated March 2008, on March 30,
] 2009 at approximately 9:00 AM revealed a
] -franscription order for Cipro HCL 0.3%

F,;,_; _ Ophthalmic. two draps given three times a day in

nal the right eye for bacterial conjunctivitis for seven
we  |'93yS: Further review of the MAR revealed Cipro
fND | HCL 0.3% Ophthalmic drops was not
*—r  |-administered on March 24, 2009 at 12 noon and
LA 'on March 23, 2009 at 8:00 PM. Review of Client

_ # 2's physician's order sheet (POS) dated March
i 17, 2009 on March 30, 2009 at approximately P
="~ - 19:15 AM revealed an order to administer Cipro —-
HCL 0.3% Ophthalmic, two drops three timas a '
day in the right eye for bacterial conjunctivitis for
seven days. In an interview with the Licensed
Practical Nurse (LPN) # 1 on March 30, 2009, at
approximately 8:30 AM it was acknowledged that
Client # 2's prescribed Cipro HCL 0.3%
e Ophthalmic drops was not administered on on
) ‘March 24, 2009 at 12 noon and on March 23,
2009 at 8:00 PM in the right aye for bacterial
L conjunctivitis. There was no evidence that the

s physician was informed the medication was not
A given in compliance with the physician's orders.
YV 436 | 483.470(g)(2) SPACE AND EQUIPMENT W 436

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

FORM CMS-2567(02:99) Provious Varsions Obsolete Event ID: FKIF11 Facity 10X 09G 182 i continuation sheet Page 16 of 20
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W'436 | Continued From page 16 W438] W4364#51,2,3,4, 5 and #6. 4/29/09
: This Standard will be metas | Op-g0ne !
i, , . ’ - evidenced by: ii
' This STANDARD is not met as evidenced by: !l
’ Based on observation, interview and record 1. Client #1 footrest has been |
review, the facility failed to ensure that clients repaired. !I
| o adaptive equipment was maintained in good |
o repair and taught ¢lients to use and to make 2.Client #2 wheelchairs have been |
informed choices about the use of the devices repaired. L
| identified by the interdisciptinary team as needed |
| I by “he client for five of seven clients in the facility. 3.Client #7 wheelchair has been
: | (Clients #1, #2, #3, #5 and #7) repaired.
o The findings included: ‘ 4.A new bed pads has been ordered |
e 1. Observation of Client #1's wheelchair on March for client #1°s rail. !
Vi 30, 2009 at approximately 6:10 AM revealed the - . . :
foot on the wheelchair was torn: In an interview S‘Clh e:§#4 bed rail pads have been | o
75 | the Qualified Mental Retardation- Professional Teplaced. |'
S (QMRP) on March 30, 2009 at approximately 8:40 , ,
AM it was acknowledged Client #1's foot was torn 6.A client #6 bed rail pad has been
on his wheelchair. Record review on March 31, replaced. i
2009 at approximately 8:30 AM ravealed Client #1 ) ]
had not been trained or assessed on his ability to QMRY and Home manager will L
take care of his wheelchair. There was no receive additional training on |
o -evidence that the adaptive equipment was Adaptive Equipment repairs and
maintained in good repalr. maintenance,
The QMRP and horme manager will
2. Observation of Cliant #2's wheeichalr on March establish and implement an |
- 30, 2009 at approximately 6:15 AM revealed the effective system to ensure that ,'
! foot on the wheelchalr was torn. In an interview adaptive equipment are maintained
. with the QMRP on March 30, 2009 at in good condition at all time. In
kN apprmdw'xabaly 8:45 AM it was acknowledged addition, QMRP/home manager
e ' g'e'e"t #2's foot wa:ﬁ?’l%r; ";% nge?ldlalr. will complete a periodic audit of
" ‘Record review on March 31, a Adaptive equipment book to ¢
| approximately 8:35 AM revealed Client #2 had not compliance with all cquiprnt -
o been trained or assessed on his ability to take .
:care of his wheelchair. Thera was no evidence it
that the adaptive equipment was maintained in
:good repair.
Fom CMS-2567(02-09) Provious Versiona Obac Event ID: FK1F1% Faclity (0: 08G192 If continuation sheet Page 17 of 20
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3. Observation of Client #7's wheekchair on March
30, 2009 at approximately 6:35 AM revealed the
left wheel was niot functioning properly on the
wheelchair. In an interview with the QMRP on
March 31, 2009 at approximately 9:05 AM it was
acknowledged Client #7's left whee! on his
wheelchair was not functioning properly. Further
interview with the QMRP revealed Client #7 was
unable to aftend his day program for one week
because his wheelchair needed {o be repaired.
Record review on March 31, 2009 at
approximately 9:30: AM revealed Client #7 had
not been trainad or assessed on his ability to take
cara of his wheelchair. Review of an invoice
dated March 17, 2009, on March 31, 2009, at
approximately 12:30 PM revealed Client #7's
wheelchair had been assessed for repairs on that
same date. There was no avidence that the
adaptive equipment was maintained in good
repair.

[ Note: The QMRP contactad a wheelchair vendor
on March 31, 2009 at approximatety 2:30 PM who
stated the part for Client #7's wheelchair was on
routa from UPS.]

4. Observation of Client #1's bed raii pads on
iMarch 30, 2009 at approximately 6:40 AM
revealed the bed rail pads were tom. In an
interview with the House Manager (HM) on March
30, 2009 at approximatsly 11:10 AM it was
acknowledged Clent #1's bed rail pads were torn.
There was no evidence the bed rait pads were
maintained in good repair.

5. Observation of Client #4's bed rail pads on
March 30, 2009 at approximately 6:42 AM
revealed the bed rall pads were tom. In an
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o interview with the HM on March 30, 2008 at
{ approximately 11:15 AM it was acknowledged
3 Client #4's bed rail pads were tom. There was no
§ _ixy | evidence the bed rail pad were maintained in
e :goad repair.
[ 9% 6. Observation of Client #5's bed on March 30,
2009 at approximately 6:43 AM revealed the bed
rait pads were tom. In an interview with the HM on
i March 30, 2009 at approximately 11:20 AM it was
] acknowledged Client #5's bed rail pad were torn.
There was no evidence the bed rail pads were
i maintained in good repair.
- W 484 483.480(d)(3) DINING AREAS AND SERVICE W 484
| The facility must equip areas with tables, chairs, !
B eating utensils, and dishest‘designed to meet the W484 '
3 developmental needs of each client. This Standard will be met as ! 412909
. ' evidenced by: | O B
Ve _ 1-going
. ) ) ' Review of adaptive equipment |
This STANDARD is not met as evidenced by: ;
}-%<. | Based on observatian and interview, the facikty Sh"t“’s hat "h;‘;‘ # 3 has a Dycem |
falled to ensure dining supplies were provided to ?u;pzitor e i
. meet the developmental needs for one of three . i !
' dlients in the sample. (Client #3) QMRP will follow up with staff |
- . . training to reinforce the proper use
The finding includes: . of adaptive meal equipment duringl
i ) mealtime. J
During breakfast ebservation on March 30, 2009, - Ibaddition, QMRPwl
at approximately 7:30 AM revealed Client # 3 was ! periodically continue to monitor
observed wearing a bib while eating his meal, - meals at the home ‘
Further observation revealed that the end of the to ensure compliance with the !
bib was placed undemeath the divided ptate and proper use of adaptive equipment. |
was used as a place mat. In an interview with g
- Active Treatment Specialist (ATS)on March 30,
. 2008, at approximately 7:40 AM, it was
acknowledged that this practice was nat
appropriate and the divided plate was
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immediately removed from the bib and placed on
a Dycem mat. There was no evidence that .
appropriate dining supplies had been provided for
) the client,
2
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§: - 1000/ INITIAL. COMMENTS I 000
) A recertification survey was conducted from
4- - Mareh 30, 20009 through March 31, 2008. The
i .7 survey was initiated using the fundamental survey
{ W process. A random sample of four residents was
. selected from a resident population of seven men
{7 - with various disabilities. The findings of the
' survey were based on observations, interviews
with residents and staff in the heme and at one
i§ day program, as well as a review of resident and
- administrative records, including incident reports,
13
1022/ 3501.5 ENVIRONMENTAL REQ / USE OF 1022
SPAGE o 3501.5
Each window shall be supplied with curtains, This Stature will be me¢ as
i shades or blinds, which are kept clean, and in evidenced by: = 3130009
. good repair - The cility mainterance | | ppegoing
g crew has replaced blinds op ;’
This Statute is not met as evidencad by: client #5°s bedroom |
Based on observation and staff interview, the window, |
GHMRP failed to ensure blinds are kept in good g
o repair. 2. The facility maintenagce |
= o Crew has replaced blinds jn |
. The findings inciude: | large hallway, s n i
1. An environmental walk-through was conducted MRP L
‘on March 31, 2009 at approximately 8:17AM and ;?rovideﬂfﬁ,’élﬁoﬁ?m i will |
- revealled the biinds in Client #5's bedroom were of bome equipment et " |
‘broken an interview the Qualified Mental follow o o emtand |
i Retardation Professional (QMRP) on March 31, pmmmlg; ;.“  Daintenance |
12009 at approximately 4:30 PM itwas of facili Or timely repajr |
acknowledged the blinds in Client #5's bedroom tity equipments, ,‘
‘were broken, Further interview revealed the -
‘blinds were going to be replaced on April 1, 2009.
There was no evidence the Liinds were keptin
S good repair.
2. An environmental waik-through was
A conducted on March 31, 2009 at approximately
Hedith Regulabion Administration ‘
8 ‘ TITLE 8) AATE
KB--CIRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
m T (o] FK1F11 ‘ lfmnﬁnualbnv‘\'eet 10816
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8:19 AM and revealed the blinds in the large
hallway shower room were broken, in an
interview the Qualified Mental QMRP on March
31, 2009 at approximately 4:32 PM it was
acknowiedged the blinds in large hallway shower
_room were broken. Further interview revealed the
blinds were going to be replaced on April 1, 2009.
There was no evidence the blinds were kept in
:good repair. ' o

13504.1 HOUSEKEEPING

The interior and exterior of each GHMRP shall be
‘maintained in a safe, clean, orderly; attractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable

odors,

This Statute is not met as evidenced by:

Based on observation and interview, the GHMRP
failed to ensure the interior of the GHMRP was
maintained in a safe manner. .

The findings inciude:

1. An environmental walk-through was conducted
on March 31, 2009 at approximately 8:16 AM and
revealed the lampshade on the right side of the
foyer was tern. In an interview the Qualified
Mental Retardation Professional (QMRP) on
March 31, 2009 at approximately 4:29 PM it was
acknowiedged the the lampshade on the
nightside of the foyer was torn. There was no
evidence the lampshade on the nightside of the
foyer was was maintained in a safe manner.

2. An environmental walk-through was conducted
on March 31, 2009 at approximately 8:19 AM and

Uistion Adminfstraton
BTATE FORM

Aigee

o

revealed the ceramic tiles along the base board

1022

3504.1 " h
i
This Stature wij be met as ‘l
evidenced by: “
(1). The lamp shade on the |
tight sidc of the foyer bas
been replaced.
2. The ceramic tiles along
the baseboard in the large
hallway have beeq replaced,
3. The plastic chair on client |
#4 Toom 1s use by staff when
Providing support for client |'
#4 in his room. The chair |
bhas beep discarded,
4._The splintered on the I‘
window sill in client #5 's |E
bedroom has been repaired. |

| 3/30/09
| On-going
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in the large hallway shower room were loose. In
-an interview the Qualified Mental QMRP on
‘March 31, 2009 at approximately 4:31 PM it was
-acknowledged the ceramic tiles along the base
-board in the large hallway shower room were
loose. There was no evidence the caramic tiles
along the baseboard was maintzined in a safe
‘manner,

3. An enviranmental walk-through was conducted
‘on March 31, 2009 at approximately 8:56 AM and
revealed the back of the plastic chair was
cracked in Client #4's bedroom. In an inferview
the QMRFP on March 31, 2009 at appraximately
4.32 PM it was acknawledged the back of the
plastic chair was cracked In Client #4's bedroom,
There was no evidence the plastic chair was
maintained in a safe manner.

4. An environmental walk-through was conducted
on March 31, 2009 at approximately 8:58 AM and
revealed splintered wood on the window sill in
Client #5's bedroom. In an interview the QMRP
on March 31, 2009 at approximately 4:33 PM it
was acknowledged that there was splintered
woad on the windaw sill in Client #5's bedroom.
There was no evidence the window sill was
maintained in a safe manner.

3508.8(c) ADMINISTRATIVE SUPPORT

Each GHMRP licensee shall carry or ensure that
the premise carries the foliowing insurance in at
least the following amounts:

(c) Professional Liability

This Statute is not met as evidenced by:

1 080

1192

-3508.8

3/30/09

This Statu i i
re will be met as On-going

evidenced by: i
The RN’s and LPN are part |
of the Provider’s staff. The
arc not contract/ consultants.
All of the people above are |
covered under the Provider 1
liability insurance. An '
individual Liability !
insurance has not been !
required,

oo
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1192 | Continued From page 3 1192
] ‘Based on interview and record review, the
: GHMRP failed to have on file for review
P ;professional liability insurance for five of sixteen
iprofessionals. (RN #1, RN #2, RN #3, LPN #1
3 and LPN #2)
&
. The finding includes:
oy Review of personnel records on March 31, 2009,
et at approximately 12:49 PM, revealed the GHMRP
1 e failed to provide evidence of professional liability
s insurance for five nursing staff . In an interview
e the QMRP on March 31, 2009, at approximately
12:58 PM it was acknowledged RN #1, RN #2,
. RN #3, LPN #1 and LPN #2 did not have
- professional llability insurance certificates on file.
There was no evidence the facility had
professional liability insurances on file for all
professionals. (RN #1, RN #2, RN #3, LPN #1
Lol L) 3509.6 #'s 1,2 and 3
: Thi i
1 206( 3509.6 PERSONNEL POLICIES 1206 s Stature will be met s a/2/09
evidenced by: Cin-go
. Empl th Te0;mg
5 Each employee, prior to employment and C?Iﬂf?z:::s ‘,‘,‘;‘iﬁ‘;‘ijﬁm
g annually thereafter, shall provide a physician ' s placed on file _
] certification that a health inventory has been QMRP. /Facilit.y Management
N performed and that the employes ' s health status will ensure thay
P m‘;cs! allow him or her to perform the required ‘ documentation ofall
e, ' employees’ health status is
SR maintained 1n accordance
ey with policy and
E. . : procedure/22 DCMR,
This Statute is not met as evidenced by: Chapter 35,
[' Based on staff interview and record review, the
: GHMRP failed to ensure its staff received annual
| health screenings for one of twenty-one Active
Trea}ment Specialists (ATS #2), three of five
. nursing staff (RN #3, LPN #1 and LPN # 2) and
fealth Reguiation Admifistration :
TATE FORM _ (L FK1F11 H contimaation ahoet 4 of 16
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‘one of evelen consultants (Psychiatrist).

The findings include:

1. Review of personnel records an March 31,
2009, at approximately 12:45 PM, revealed the
'GHMRP failed to provide evidence of physical
examinations for ATS #2. In an Interview with the
Qualified Mental Retardation Professianal
(QMRP)on March 31, 2009, at approxi

12:50 PM it was acknowledged ATS #2 did not
have annual health screening on file. There was
no documented evidence all staff had annual
health screening on file.

2. Review of personnel records on March 31,
2008, at approximately 12:46 PM, revealed the
GHMRP failed to provide evidence of a physical
examination for one consultant (Psychiatrist). In
an interview with the QMRP on March 31, 2009,
at approximately 12:51 PM it was acknowledged
the Psychiatrist did not have an annual health
screening on file. There was no documented
evidence all staff had annual health screenings
on file.

3. Revlew of personnel records on March 31,
2009, at approximately 12:47 PM, revealed the
GHMRP failed to provide evidence of a physical
examination for three nursing staff (RN #3, LPN
#1 and LPN # 2). In an interview the QMRP on
March 31, 2009, at approximately 12:52 PM it
was acknowledged RN #3, LPN #1 and LPN # 2
did not have an annual health screenings on file.
There was no documented evidence all staff had
annual health screenings on file.

3512.1 RECORDKEEPING: GENERAL
PROVISIONS '

1206

1260

1

3512.1.

This Stature wij) be met a5
evidenced by;

Cross Reference W252

Heaith Reguiation Administration
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Each Residence Director shall maintain cusrent
and accurale records and reports as required by
this section.

This Statute is not met as evidenced by:

Each Residence Director shall maintain current
and accurate records and reports as required by
this gection.

Based on staff interview and record review, the
facility failed to ensure the accurate
documentation of a resident’s oral hygiene
improvement plan for one of three sampled
residents. [Resident #2] :

The finding includes:

Cross Refer to W252, Record review on
3/31/2008 at 11:10am revealed Resident #2's
Dental agpeointment dated 9/22/2008 identified
“large deposits of plaque & calculus present on
all teeth surfaces ... oral hygiene very poor.” The
consult further details, “full mouth scaling (Q1,
Q2, Q3, & Q4) and polishing is indicated.”
Resident #2 returned to the dentist on 12/10/2008
and the findings presented, “heavy calculus
deposits in all teeth ... oral hygiene very poar.”
On the follow-up appointment dated 2/23/2009,
the dentist provided a treatment of “generalized
scaling, prophylaxis and polishing”. The consult
goes on to recommend “brush teeth 2-3x daily”.

Additional record review revealed Resident #2
was provided a programmatic goal to “improve
oral hygiene skills" during his annual habilitation
ptanning meeting on 7/11/2008 and the goal was
scheduled to be achieved by 7/2009. The
February and March 2009 Objective states,
"Given physical assistance, [Resident #2] will
participate In tooth brushing on 80% of the triats

1260

ealth Regulation Administration
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recorded for six consecutive months by July
B 2009. The programming frequency was outiined
; as "daily AM/PM after each meal”. Review of the
data collection sheets revealed there was only
, one set of data recorded for each trial. It was not
s | clear if the data was a representation of the AM
or the PM ftrials,

During an interview with the QMRP on 3/31/2009
{ at 11:35am, she verified the finding by stating,
10 “the programs are run only in the (evenings) PM,
and data was collected anly five times 5x) a

- week." She further added that Resident #2 was
- provided three meals on the weekends per day -
and two meals per day during the week. Later

. during the interview, she verified there was no
— ‘AM data to present.

. it was not clear how the additional meals were
) :being documented to meet the programming
B 'frequency of "daily AM/PM" and “after each
# meal”. The facility feiled to ensure that data was
collected in the frequency required by the
program objective. '

P -
oo

1424/ 3521.5(a) HABILITATION AND TRAINING 1424

- Each GHMRP shall make modifications to the
16 resident ' s program at least every six (6) months ‘ 3521.5 '
or when the client ; (,;/1 0/09
’ This Stature will be met as | 1-going
= (a) Has successfully completed an objective or _ evidenced by: .’
objectives identified in the Individual Habilitation : '
Plan; i Cross Reference W255 #1,

. This Statute is not met as evidenced by: e
Based on observation, staff interview and record
review, the facility failed to make modifications to
the resident’s program after the resident had,

y demonstrated a mastery of the skill cutiined in his
Haalth Regulation Administration
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Programmatic plan for one of twao residents in the
sample. (Resident #1 and Resident #3 )

1424

e | The finding includes:
s | 1. Record review on 3/31/2009 at approximately
e 10:10am revealed, Resident #1's Individual -
) ‘Service Plan dated 7/18/2008 lists a
‘pragrammatic goal (4.1) to ‘improve his
functional communication skills*. The Objective R
for that goal read, "On a daily basis, given
\assistance as needed, [Resident #1] will use his
‘communication device (Mercury Voice Output), to
‘engage in a reciprocal conversation act with
Ipersons In his environment for 4 of 5 days per
week for six consecutive months as measured by
Active Treatment Documentation”. Further
record review revealed, the written program that
b was being implemented read, "Given physicai
& assistance, [Resident #1] will use his TECH 8
cofmmunication device (Level 1) to communicate
T with persons in his environment with 80%
L. % . | accuracy per session as measured by Active
i | Treatment Documentation.* Review of the data
s collection sheets revealed, Resident #1
o ! performed at the physical assistance (PA) level
for the month of 7/2008, and 8/2008, His ability
increased in the month of 10/2008 and 1 1/2008
E to the touch prompt (TP) level. Resident #1
] achleved the PA level during the first two months
of the program, but the program was not ravised
despite his ability to take partin the program at
the TP level as documented. Interview with the
facility's QMRP on 3/31/2008 at approximately
3:40pm verified the communication program was
the same and had not changed since it was
written in 7/2008. The facility failed to ensure
i Resident #1's communication Program was
revised despite his achievement of the targeted
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1424 | Continued From page 8 1424
s skill level identified in the plan.

2. Observation of an active treatment activity on
March 30, 2009 from approximately 6:45 PM -
. 7.00 PM revealed Client #3 independently placed
1. ared colored piece of puzzle and than a blue
0 calored piece of puzzle into their appropriate
s ‘round slots and smiled. Further observation
o -fevealed that when the Active Treatment
it - 1-Specialist (ATS) praised Client #3, the client
E S ‘continued to place other puzzle pieces into their
w ‘appropriate round slots independently. Review of
: ‘Client #3's IPP program data on March 31, 2009
e at approximately 9:15 AM revealed a gosl " to
increase interactive skills during leisure activities”
:and the objective stated " given hand over hand
— |iassistance, [Client # 3] will participate in a table
‘top activity for ten minutes on 80% of the trials
recarded per month for six consecutive months™.
Review of Client #3's IPP program data from
‘October 2008 through March 2009 on March 31,
2009 at approximately 9:25 AM revealed Client #
3 completed the objective October 2008 though
December 2008 at the verbal prompts and hand
over hand at more than 80% for ten to fiteen
B minutes. Further review revealed in January
RS 2008, Client # 3 compieted the objective at more
- than 80% for ten lo twenty minutes and from
2" Fabruary 2009, to March 30, 2008, Client # 3
S completed the objective at 100% for twenty to
thirty minutes. In an interview with the QMRP on
. March 31, 2009 at approximately 1:15 PM it was |
5 acknowledged Client # 3 had met the IPP - 3521.7 i
objective and the program objective needed to be |
. revised. There was no evidence the facility ' i g I
revised the interactive skifls program objective fﬁhjeﬁtcifﬂ‘;,‘"" be met as ;
the client had successtully completed. |

. Cross Reference W255 #1, 2 and
1432 3521.7(c) HABILITATION AND TRAINING 1432 3 ' i

4/10/09
On- going
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' The habilitation and training of residents by the
§ GHMRP shall include, when appropriate, but not
‘be limited to, the following areas: .

() Personal hygiene (including washing, bathing,

! ‘shampooing, brushing teeth, and menstrual
. care);
I “This Statute is not met as evidenced by:
e Based on abservation, staff interview and record
e review, the facillty failed to ensure the habilltation

and training of residents in personal hygiene

o related to the implementation of a tooth brushing
A program for three of four residents in the sample.
(Resident #1, Resident #3 and Resident £4)

The finding includes:

1. Observation of the breakfast meal on March
30, 2009, at approximately 7:28AM revealed
Resident # 1's teeth were discolored and stained
Interview with the Active Treatment Specialist
(ATS) on March 31, 2009, at approximately 1122
AM revealed Resident # 1 is dependant on staif

g for brushing his teeth and assed to be in need of
X | atoothbrushing program. Record review on

& 3/31/2009 at 9:40am revealed Resident #1's

a Dental appointment dated 4/2/2008 identified
el Theavy calculus deposits™ and recommended
"scaling” as the course of treatment. Resident #1
D retumed to the dentist on 7/7/2008 and the
course of treatment was "generalized scaling and
prophylaxis®. The consuit went on to recommend
“brush teeth 2-3x daily”. On the follow-up

. appointment dated 2/3/2009, "moderate calcuius
3 deposits” were found and "scaling" was again the
recommended course of treatment. Further
record review revealed Resident #1 did not have
a program in place to address his oral hygiene.

W
3
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PRINTED: 04/10/2009

! ‘program in place at the fime of survey. The
facility failed to ensure the implementation of an
oral hygiene improvement program for Resident
: #1 despite the recommendation made by the

. dentist on 7/7/2008.

2. Observation of the breakfast meal on March
105 30, 2009, at approximately 7:25AM revealed
e Resident #3 was able to feed himself with

. suparvision and the use of adaptive equipment.
e Further observation revealed Resident # 3's teeth
D were discolored and stained, Interview with the
A ATS on March 31, 2008, at approximately 11:25
e AM revealed Resident # 3 was dependant on
. staff to brush his teeth and the client did not
have a toothbrushing program. Review of
Resident # 3's dantal consult dated July 16, 2008
on March 31, 2009, at approximately 11:30 AM
revealed the resident had full mouth scaling and
aduit prophylaxis with polishing. A
recommendation was also made for Resident # 3
10 brush his teeth twice a day. Review of
Resident # 3's dentai consult dated February 23,
2009, on March 31, 2009, at approximately 11:35
AM revealed the client had plaque and caleulus
an all teeth and needed full mouth scaling, There
was no evidence of residents’ individua! IPP
included training in dental hygiene,

3. Observation of the breakfast meal en March
30, 2009, at approximately 7:45AM revealed

e Resident #4 was able to hold his adaptive cup
S with hand over hand assistance and drink his
beverages. Further observation reveaied
Resident # 4's teeth were discolored and stained,
Interview with the ATS on March 31, 2009, at
approximately 11:40 AM revealed Resident # 4
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: Interview with the QMRP on 3/31/2009 at 2:26pm
3 verified Resident #1 did not have a tooth brushing

“eaith Regulation Administration
STATE FORM L) ) FK1F11

Feop INJNdOTIAZA TYAAIAIQNT

if continuation sheet 11 of 16

€626 T88 Z0Z XV 60:9T 600Z/80/S0



SYATEMEN

PRINTED: 04/10/2008
FORM APPROVED

T OF DEFICIENCIES
-1 AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HFD03-0050

B. WING

{X2) MULTIPLE CONSTRUCTION
A BUILDING

(X3) DATE SURVEY
COMPLETZD

03/31/2009

NAME OF PROVIDER OR SUPPLIER
INDIVIDUAL DEVELOPMENT, INC.

STREET ADDRESS, CITY, STATE, ZIP CODE

3312 4TH STREET, SE
WASHINGTON, BC 20032

- Ay i
PREFIX
{ - TG

. .SBUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

iD

PREFIX
TAG

ks

PROVIDER'S PLAN OF CORRECTION
(EACH CO
CROSS-REFERENCED TO THE APPROPRIATE

(X5)
DATE

ACTION SHOULD BE
DEFICIERCY)

1432

1439

- Continued From page 11

was dependant on staff to brush bis teeth and did
not have a toothbrushing program. Review of
Resident # 4's dental consult dated December 9,
‘ 2008 on March 31, 2009, at approximataly 11:35
AM revealed the resident had generalized scaling
-and aduit prophylaxis with polishing, A
recommendation was also made for Resident # 4
10 brush his teeth two to three times a day. There
‘was no evidence the residents’' individual IPP
included training in dental hygiene.

13521.7(i) HABILITATION AND TRAINING

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

() Home management (including maintenance of
-clothing, shopping, meal planning and
ipreparation, and housekeeping);

This Statute is not met as evidenced by:

'Based on observation, staff interview and record
review, the facility failed to ensure the habilitation
and training of residents in home management
related to an accurate assessment of a resident's
ability to take part in a money management
program for four of four residents in the
(Resident #1, Resident #2 , Resident #3 and
Resident #4)

The findings Include:

le.

Cross Refer to W214. Record review revealed
Resident #1's was provided .

'@ pragrammatic goal to “inerease fhis} money
management skills" during

his 7/18/2008 annual habllitation planning
meeting. The objective of the

‘goal details, "Given verbal prompts to physical

1432 -

1439

3521.7(i) #1,24, and 4

This Stature will be met as |
| evidenced by: |

reference W212, W214 and W255

-| 4/10/09
.on-going E :
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iassistance, [Resident #1
'will point and utilize [a communication device
{Mercury) to identify correct

dollar bills-four times per week for 3 consecutive
) months.” Interview with
§ the facility’s Qualified Mental Retardation
¥ ‘Professional (QMRP) on
] 13/31/2009 at approximately 3:20pm revealed,
‘Resident #1 does take part in
o shopping trips and community outings. Based on
: the information provided
- by the QMRP, it was not clear to what extent
' IResident #1 was allowed to
- take part in any of the financial transactions that
took place during those
| -comrnunity outings. /n addition, the QMRP and
. the facility's LPN verified

: on 3/31/2009 at 3:22pm that Resident #1 was -

not provided a money

management assessment and they will work to
have one completed for

him.

T e o

- 2. Interview with the QMRP on 3/31/2009 at

£ 3:21pm revealed, Resident #2

i ‘takes part in shopping frips and community

outings. Based on the

A information provided by the QMRP, it was not

clear to what extent

‘Resident #2 was allowed to take part in any of

the financial transactions

that took place during thase community outings.

Record review revealed,

‘Resident #2 did not have nor was provided a-

money management .

- assessment. In addition, the QMRP and the
facility's LPN verified on '

3/31/2009 at 3:22pm that Resident #1 was not

provided a money

imanagement assessment and they will work to

.
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-have one completed for
him. [See Federal Deficiency Report Citation
W212]

3. Observation of the breakfast meal on March
30, 2008, at approximately 7:25AM revealed
'Resident #3 was able to feed himself with
'supervision and the use of adaptive equipment.
‘Further observation during the meal revealed
'Resident #3 was able to make his feelings and
idesires known through utterances and gestures.
Review of Resident #3's active treatment
program goals and objectives on March 31, 2009
at approximately 3:35 PM revealed that Resident
# 3 did not have a program to enhance his money
management skills. Review of Resident #3's
money management assessment dated June 1 1,
2007- June 11, 2009, on March 31, 2009 at
approximately 3:45 PM revealed the resident
was not able to manage money and is dependent
on staff to make decisions regarding his finances.
Review of the resident's financial records on
March 31, 2009 at approximately 4:00 PM
revealed that Resident #3 received a personal
allowance of $70.00 monthly which is managed
by the facility. Interview with the QMRP, on
March 31, 2009 at approximately 4:05 PM
acknowiedged Resident #3 did go shopping with
the staff and could benefit from a money
management program, There was no evidence
the facility trained the resident in home
management related to the resident's ability to
take part in a money management program,

4. Observation of the breakfast meal on March
30, 2009, at approximately 7:45AM revealed
Resident #4 was able to hold his adaptive cup
with hand over hand assistance and drink his
beverages. Further observation dunng the meal
revealed Resident # 4 was able to make his

1439
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skilfs. Review of Resident #4's money
-management assessment dated June 11, _2007—

*|:make decisions regarding his finances. Review of

Continued From page 14 1439

feelings and desires known through utterances
and gestures. Review of Resident #4's active
treatment program goals and objectives on
March 31, 2008 at approximately 4:10 PM
revealed that Resident #4 did not have a
program to enhance his money management

June 11, 2009, on March 31, 2009 at
-approximately 4:15 PM revealed the resident
‘was able to hold money when piaced in his hand,
‘however the resident Is dependent on staff to

the resident's financial records on March 31,
2009 at approximately 4:20 PM revesled that
Resident #4 received a personal alfowance of
$100.00 monthly which is managed by the facility.
Interview with the QMRP on March 31, 2009 at =
approximately 4.25 PM acknowledged Resident
#4 did go shepping with the staff and could
benefit from a money management program.
There was no, evidence the facility trained the
resident in home management related to the
resident's ability to take part in a money
management program,

3523.1 RESIDENT'S RIGHTS 1 500
35231

Each GHMRF residence director shall ensure

that the rights of residents are observed and This Stature will be met g5

protected in accordance with D.C. Law 2-137, this evidenced by:

chapter, and other applicable District and federal

laws. : Cross Reference W209

This Statute s not met as evidenced by:

Based on observation, staff interview and record
review, the Group Home for Mentally Retarded ;o
Persons (GHMRP) faiied to ensure that the rights |
of each resident were protected in accordance ‘

+10/09 |
On-going
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with CFR §483.440(c)2).

The finding includes:

Cross Refer t0 W209. Record review on
3/31/2008 at 10:05am revealed Resident #2's
sister legally consented to taking part in the
habilitation and health planning for her brother on
6/7/2007, Additional recard review on 3/31/2009
at 11:22am revealed the Qualified Mental
‘Retardation Professional’s notes dating back
from the date of survey to 7/2008 refiect
""[Resident #2's] sister is his decision maker and
'she continues to be part of his life through phone
icalls, attending his meetings and visits to the
igroup home.” Further recard review revealed,
Resident #2's annual habilitation planning
meeting was held on 7/11/2008 and his sister did
not take part.

On 3/31/2009 at 4:07pm the QMRP indicated
Resident #2's sister does not want to attend any
meetings and she had never visited the home. In
addition, all communication between her and
Resident #2's sister has been via telephone. The
QMRP further added that she had no written
documentation of her communication with the
sister. There was no evidence presented at the
time of survey to reflect the QMRP had taken
measures to include Resident #2's Sister in any
of his habilitation and planning.
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