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{W 000} | INITIAL COMMENTS

i

| A revisit was conducted on March 4, 2010 and

| March 5, 2010, to verify the facility’s compliance

. with condition-leve! deficiencies cited during the

_Jenuary 22, 2010 recertification survey. Three
out of three clients remained in the sampled

- residential population from the previous survey.
A fourth client was added to the sample. The
findings of the survey were based on !
obsefvations in the home, interviews with clients, |

. direct care staff, administrative and nursing staff

| in the home, as well as a review of the clinical,

| administrative, and habilitation records, including

| unusuel Incident reports.

|

| The revisit resulted in a defermination that, even
gthoughmefadlltyhadmadesaneprogressin

- addressing the deficient practices cited in the
January 22, 2010 report, the facility remained not
in compliance with the Conditions of Participation
in Governing Body, Client Protections and Active
Treatment Services. :

Previously, a recertification survey was conducted

from January 19, 2010, through January 22,
12010. The fundamental survey process was

. initiated however due to concems in Client ‘
: Protections and Active Treatment, the survey was .
- extended those areas. The extention ledto the
. determination that the facility was not in !

- | compliance with the Conditions of Participation in |
| Chent Protections and Active Treatment. 5

i
|
- The findings of the survey were based on -
observations, interviews with clients, interviews
with staff in the home and at two day program, as

| {W 000}

[ 4
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Any deficiency statement ending with an asterisk
other safeguards provide sufficient protection o the

following the date of survey whether or not 2 plan of correction is provided. For nursing homes, the above
days following the dat these documents sre made available 1o the facifity. ¥ deficlencies are cited, sn approved

program participetion.
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FORM CMS-2567(02-) Pravious Varsions Obsciew Event 10 C2MZ12

Facily ID: 00G136

If continuation sheet Puge 1 of 54




PRINTED: 03/1772010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
 FENTERS EOR MEDICARE 8 M L S -
(X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION 0C3) DATE SURVEY
ADENTIFICATION NUMBER: COMPLETED
A BULDING R
00G136 B. WG ‘ 03/05/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
3200 12TH STREET, NE
WESTVIEW i1 WASHINGTON, DC 20017
(x4) D SUMMARY STATEMENT OF DEFICIENCIES .| PROVIDER'S PLAN OF (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL | PREFIX | {EACH SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | 1AG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
: i
. F)
{W 000} . Continued From page 1 {W 000},
well as a review of client and administrative ;
. racords, inchuding incident reports.
{W 100} : 440.150(c) ICF SERVICES OTHER THAN IN {w 100}
INSTITUTIONS :

"Intermediate care facility services" may include
sefvices in an institution for the mentally retarded : ‘
_ (hereafter referred to as intermediate care ;
1 facilities for persons with mental retardation) or
 persons with related conditions if.
| (1) The primary purpose of the institution is to
| provide health or rehabilitative services for
mentally retarded individuals or persons with
| related conditions;
1{2) The institution meets the standards in Subpart
| E of Part 442 of this Chapter, and
| (3) The mentally retarded recipient for whom
| payment is requested is receiving active
! treatment as specified in §483.440.

" This STANDARD is not met as evidenced by:

; Based on cbservations, interviews, and record
 review, the faciiity failed to meet the Conditions of
- Participation in Client Protections, for four of the

_ six clients residing in the facility, and failed to

. meet the Condition of Participation in Active
 Treatment, for three of the four chents in the _

| sample. !
ple i Program goals have been revised and 3-2-10

: - . . direct care staff have been trained on
: The findings include. program goals and documentation. Person

: 1 alternative day program schedule has

i Since the January 22, 2010 recertification survey, also been revised to increase his active

; the facility failed to ensure that Clients #t and #3 treatment. Current assessments are

| were protected from mistreatment and abuse, obtained and recommendation ore

! ! , " currently implemented . i ill

| and failed to ensure the rights of Clients #4, #5 . continue to maintain activeetsrem by

| and #6 [See W122, W124, W130, W140, W149, QMRP monitoring of the program
W153, W154 and W156]. The facility also failed i documentation and monthly staff trainings.
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| Any individual who makes an entry in a client's
: record must make it legibly, date it, and sign it

This STANDARD is not met as evidenced by.

i failed to ensure that the primary care physician
(PCP) consistently noted the date on which he
; made entries Into clients’ records.

. The finding includes:.
: On March §, 2010, at approximately 12:25 p.m.,
. review of Client #2's medical chart revealed that
the PCP had initialed but not signed the February
2010 physician's orders (POs). A few minutes
‘ iater the qualified mental retardation professional
! examined the POs and concurred that the PCP
. had not dated the entry. Simliar findings were

Based on record review and interview, the faciiity 5

STATEHEIIT OF DEFICENCIES (1) PROVIDER/SUPPLIER/CLIA ((2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
, A BUILDING R
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WESTVIEW 01 WASHINGTON, DC 20017
o410 . SUMMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORRECTION e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COME A TION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
! DEFICIENCY)
{W 100} | Continued From page 2 {w 100}
! to ensure that Clients #1, #3 and #6 received
! | continuous, aggressive active treatment
| programming and services. [See W195, W186,
! W212, W249, W250 and W262] Westview has increased their supbort 0
{W 102} ' 483.410 GOVERNING BODY AND {W 102} our mcident management coordinator by
- MANAGEMENT hiring an consultant to help catch up any
' delinquent reports. The Incident Manager |
 The facility must ensure that specific goveming is trained and all reports will be submitted
. : per Department of Health and DDS policy
_ body and management requirements are met. mandates. All investigation will be
: reviewed by QMRP and Administrator
before final submission to governing
: . agencies, All individuals accounts have
: ‘ ! been reviewed and all unaccounted for
{ | This CONDITION is not met as evidenced by: funds have been replaced. Westview
) ndioid
| The goverming body failed to adequately govemn ﬂ;cgefﬁgﬁn‘gsﬁifﬁm;
l the facility in a manner that would ensure client contact will clients funds have been trained
i protections [See W122] and active treatment on this policy.
g services [See W195]. ﬂ-" f
{W 114) | 483.410(c)(4) CLIENT RECORDS W 114) ; WMaphret

pAzia
e i

All physician orders are signed . Physician
orders will be signed prior to the next
month . Additionally all assessments will
signed prior to submission to QMRP.

FORM CMS-258T(02-09) Pravious Versions Obsolew

Event ID: CZM212

Faciiity 1D: 00G136

If continuation sheet Page 3 of 54



PRINTED: 031712010
FORM APPROVED

002) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
. COMPLET

A BULDING €D
R
B-wme 03/08/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZW CODE
3200 17TH STREET, NE
WESTVIEW 01 | WASHINGTON, DC 20017
LR SUMMARY STATEMENT OF DEFICIENCIES o | mvnazsmoscomscmu I
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ! CORRECTIVE ACTION SHOULD BE ! CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™™ cmssasrmnmnzmomwre 1 DATE
; DEFICKENCY) ;
{W114}i00ntmuedmepage3 t (W14}
| observed in other clients' records. [Note: The
client‘s March 2010 POs were unavailable for
1 review. They were locked in the medication
| closet and there was no one in the facility with a
key to open it.)
| !
i ' Previously, the January 22, 2010 deficiency reportf
i revealed that the facility's nurse failed to ensure |
| that the clients’ quarterly nursing assessments
were signed by the person completing the
| assessments, for two of three clients included in
i i the sample. (Clients #1 and ¥#2)
w 122} ! 483.420 CLIENT PROTECTIONS (W 122}
The facility must ensure that specific client ; :
| protections requirements are met. i |
This CONDITION is not met as evidenced by: |
Based on interview and record review, the fwmy Al mdm%l:;ls are reoelvmg u't:iatdml;;;y in
a manner assure privacy an
g:;t:e,e:z;ﬁ g‘r :mdwm"gm : TME has been released from his position
fivacy dunng ication : ith d all medi
administrabion [Refer to W130]; the faciiity failed i A S
fo ensure a system had been implemented to .
| maintain a complete accounting of clients’ ' Consent have been obtained for all person
on psychotropic medication and for any
| ?:l‘!ﬂﬂde":':’pﬁual:: !Rmmphmbemw;mmmmfzﬁ ! modification s to their behavior support
l : lans.
each client's health and safety [Refer to W148]; P ,
the facility failed to ensure the immediate MJE M’”
: notification of the State Agency of allegations of
| abuse [Refer to W153]; failed to thoroughly '(f“’““’"’
investigate allegations of abuse [Refer to W154];
and the facility's Human Rights Committee failed
' to ensure that restrictive programs were used :
only with the written consent from clents’ legs! i
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{W 122} Continued From page 4

guardians [Refer to W124 and W263).

" The effects of these systemic practices resulted
. in the failure of the facility to protect its clients
from potential harm and to ensure their general
| safety and wel being.
{W 124} | 483.420(a)(2) PROTECTION OF CLIENTS
| RIGHTS

' The facllity must ensure the rights of all clients.

. Therefore the facifity must inform each dlient,
parent (if the client is a minor), or legal guardian,
of the client's medica! condition, developmental !
and behavioral status, attendant risks of

' treatment, and of the right to refuse treatment.

H
1

i This STANDARD is not met as evidenced by:

| The facility failed to ensure that Client #1's legal
guardian received information regarding the
client's condition, attendant risks of treatment and
the right to refuse treatment, prior to the
ir;glgmemaﬁon of his Bahavior Support Plan

( ).

“The finding inchides:

- Obgervation of the évening medication

: administration on March 4, 2010, at 6:00 p.m.,
revealed Client #1 was observed receiving
Risperidone 3mg. Interview with the trained
medication employee (TME) during the

| medication administration, revealed the

: aforementioned medications were used to

: address the client's behaviors.

! Interview with the qualified mental retardation
professional (QMRPF) on March 4, 2010, at 12:20

w2z

W 124}
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T

! p.m., revealed that Client #1's guardian had not

. been to the facility or otherwise received a review
| of the client's condition and treatment needs |
; since the January 22, 2010 recertification survey. ! L
' The QMRP indicated that he had made attempts | :

' to reach the guardian by telephone. On March 5, ! i

; 2010, at 8:40 a.m., the QMRP reported that Client |
' #1's guardian woulk! be meeting with him "today" :
i to sign a consent form for the client’s BSP and

| psychotropic medication.

}Hawever. at the time that the survey ended at

1 3:15 p.m., the facility failed to provide evidence
 that informed consent was obtained from Client
| #1's fegal guardian.

{W 124} | Continued From page 5 i {W124}!
|

&

f
I

i Previously, the January 22, 2010 deficiency report
" included the foliowing:

| Based on observation, staff interview, and record

i review, the faclity falied to establish a system that
wouid ensure clients, family members or
guardians were informed of their risks and
benefits of clients restrictive measures, for two of |

! the three clients included in the sample. (Clients

'#1 and #3)

The findings include;

| 1. The facility failed to ensure that informed

| consent was obtained from Client #3's guardian
. prior to the administration of his psychotropic

i medications.

' During the entrance conference on January 19,
iim 0, at 8:30 a.m,, the Qualified Mental

Consent forms are signed
guardians are aware of
medications possible side effects.
Review of any medication
changes will be presented to IDT
team and HRC Committee
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{W 124} | Continued From page 6 | w124
| Retardation Professional (QMRP) indicated that
i Client #3 receivad psychotropic medications to
address his maladaptive behaviors. Further
; interview ravealed the cllent did not have the
: capacity to give informed consent for the usa of
' medications and habilitaion services,

administration on January 19, 2010, at 5:40 p.m.,
' revealad Client #3 was observed receiving Haldol
10 mg, Depakote 500 mg and Risperidone 4 mg.
Interview with the trained medication amployee !
(TME) during the medication administration, !
revealed the aforementionad medications wers
used to address the client's behaviors.

i Observation of the evening medication

The QMRP's statement was verified on January
: 20, 2010, at 2:30 p.m., through review of Client
#3's psychoiogical assessment. According o the ¢
assessment, Client #3 "does notevidence the |
capacity to make dacisions on his own behalf in
treatment, habilitation, residential placement and
_ financial matters®. Further interview with the

i QMRP during the survey, revealed that the client
{ had a court appointed guardian who is involved in
! his habilitation planning and decision making

! process. -

; Record verification on January 20, 2010, at 2:45

| p.m., revealed thal Client #3's guardien had given

I informed consent for the use of Haidol 3 mg QAM

- and 4 mg QPM, Risperdal 4 mg, twice a day,
Cogantin 1 mg QAM and Depakote 500 mg, twice

lathydatedMayﬁ. 2009. There was no

i consent signed, however, for the client's current

. Haldol 10 mg, twice a day.

| At the time of the survey, the faciity failed to
! provide evidence that informed consent was
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{W 124} | Continued From page 7
| obtained from the client and/or legally authorized |
| representative prior to the administration of the |

|

. psychotropic medication.

'i2. The fadility failed to ensure that informed -
| consent was obtained from Client #1's guardian |
: prior to the % the implementation of his Behavior :
! Support Plan (BSP).

| Interview with the Qualified Mental Retardation

| Professional (QMRP) on January 19, 2008, at

© 8:30 a.m., during the entrance conference

i revealed that Client #1 had a Behavior Support

i Plan (BSP) o address his maladaptive behaviors.
Further interview revealed the client did not have

i the capacity to give informed consent for the use

i of medications and habilitation services.

! The QMRP's statement was verified on January
i 20, 2010 at 10:30 a.m., through review of Client

| #1's psychological assessment. According to the

; assessment, Ciient #1 "does not show

| competency or intellectual capacity to make

[ independent decisions regarding his habilitation

* plans, medical or psychological issues, residential
: placement or financial matters®. Further interview
" with the QMRP during the survey, revealed that

| the client had a court appointed guardian whois .
! involved in his habilitation planning and decision |
: making process. ' |

_! Review of the incident book on January 19, 2010,

| at 8:55 a.m., revealed Client #1 was restrained by
|twodirectcare support on October 25, 2009.

| At the time of the survey, the facility failed to
i provide evidence that informed consent was
- obtained from the cllent and/or legally authorized
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i 1 DEFICIENCY)
M124?§ContinuedFrompage8 T{w124}
| representative prior to implementing Client # 1's ;
"BSP

{W 130} 483.320(::)(7) PROTECTION OF CLIENTS | {W130} i
RIGHTS

| The facility must ensure the rights of all cients. f
. Therefore, the facility must ensure privacy during :
|u'eatmentandureofpersonaineeds

i

» This STANDARD is not met as evidenced by.

| Based on observation and interview, the facility

i failed to ensure an effective system to protect the
: Clients’ right for privacy during medication

! administration, for one of the six clients residing
_in the facility. (Cliant #6)

| The finding includes: |
i On March 4, 2010, at approximately 6:18 p.m., All individuals are receiving treatment in

 the trained medication employee (TME) informed a manner that assure privacy and Rt
this surveyor that Client 46 wers "aiways last since | it s apency and el medications are
!I‘rr:aev; ‘t; take it mum: gdcmn h;:;tas[Note: passed by licensed nurses.
locatedonﬂreanﬂoor]Heexplanedmatltwas
' difficutt for the client to walk up stairs. At 8:35
- p.m,, the TME stated "1 usual!ywalutdmnto
| him <client> .... in the day room.” After preparing !
| the medications, the TME carried them |
| downstalrs, stating that since Client #6 was not
| going to come upstairs, he was bringing them 10 : |
|him Once in "the day room,” the TME ‘

administered Client #6's medications while
| soveral staff and Clients #1, #2, #3 and #4 sat

nearby, watching. _
| This is a repeat deficiency. | : |
i . |
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{W 130} | Continued From page 9 |
| Previously, the January 22, 2010 deficiency wpoﬂ.‘-
“included the fokowing:

i On January 19, 2010, at 6:00 p.m.. the trained

I medication empkiyee (TME) was abserved to

- prepare Client #6's medications, upstairs in the

I nurse's office. The TME went downstairs,

! interrupted Client #6's dinner and spoon fed him

| his medication. Clients #1, #2, #3, #4, and #5

' were present at the dining room table eating |

| dinner. At the time, direct care staff were

: assisting clients with eating their dinner. interview

“with the house manager on January 19, 2010, at

- 6:20 p.m., confirmed the observation. |
{W 140) | 483.420(b)(1)(i) CLIENT FINANCES I

|

| The facility must establish and maintain a system
| that assures a full and complete accounting of

| clients’ personal funds entrusted to the facility on
¢ behalf of clients.

[
|
|

i This STANDARD is not met as evidenced by

. Based on sfaff interview and record review, the
 facility failed to account for all clients' funds that
- were being managed by the facility on their

i behalf, for three of the six clients residing in the
; facility. (Clients #4, #5 and #6)

| The findings include:

| On March 4, 2010, at 12:26 p.m., interview with
| the qualified mental retardation professional

i (QMRP) revealed that the facility had audited the !
“accounts of Clients #1, #2 and #3 and determined |

!
|
;
|
;

those 3 individuals. He then presented three
phaotocopied deposit slips, and a company check !

 that $2,531.70 (total) could not be accounted for | '

w 130}|

i
g
!
l
;
l
|

{W 140}

is replaced in their accounts.

Accounts for Individuals 4, 5, 6 are audited
and all funds not accounted for by receipt

e ichwei T

3

ey
|
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{w 140} Continued From page 10 l {W 140}

. asked about the other 3 clients whose accounts
" were being managed by the facility, the QMRP

| stated that Clients #4, #5 and #6's accounts had
. not yet been audited.

|Laterthatday at approximately 6:05 p.m., the
: incident management coordinator (IMC)
'lpresentedthreebankreoeiptsasewdencemat
i the clients' funds had been redeposited into their
, accounts. Dates on the receipts indicated that
| the deposit had been made on March 4, 2010,
| which was confirned by the IMC. TheiMCalso
, confirmed that the accounts managed by
 facility on behalf of Clients #4, #53nd#6hadnot
; yet received simitar audits and, therefore, the
* status of those three clients' personal funds
| remained unknown.

|

i

| Previousty, the January 22, 2010 survey revealed
thatthefacalutyfaaledwansuteasysl:amhad

: been implementad to maintain a complete

; accounting of residents’ personal funds, for three
- of the three residents in the sample. (Resident

#1, #2 and #3) There were no raceipts available
| for review for numerous withdrawals made from
ltheclaents' personal funds that were being
managed by the facility.

(W 148} | 483 420(d)(1) STAFF TREATMENT OF
zCLIENTS

| The facility must develop and impiement writtsn
| policies and procedures that prohibit
" mistreatment, neglect or abuse of the client.

|
|
|
|
|
|
|
|

i
I
!
|
|
1
]
|

i
i
|
|
|
|
|
|
|
!
|
|
|
|
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{W 148} ' Continued From page 11 I {w 149} |
' This STANDARD is not met as evidenced by: | { :
- Based on interview and record review, the facility | ! !
' failed % ensure that staff consi ! | i
| Implemented policies developed to protect client | ;
| safety, for four of the six clients residing in the | !
: facility. (Chents #1, #4, #5 and #6) | | |
I
! The findings include: ‘ 1. Westview will train all staff who
1 . . handle individuals fund on money
I 1. {Cross Refer to See W140]. The facility failed management policy. All receipts
; to ensure a system had been implemented to will be rectified within a 7day
| maintain a complete accounting of clients’ | ) ‘j:u“‘?“fj:mcs of utknown origin are
: mﬂ' funds. treated as a serious reporzlbgi:l
: Seri ortable incid
2. [Cross Refer to W153]. The facility failed to reported and investigated within
| ensure client to client mistreatment and injuries governing agencies guidelines.
i unknown origin were reported immediately to the . _
| administrator in accordance with the agency's 3. gﬁiﬁﬁf  hired a consulant
H mch current.
| developed policy. The QMRP and Administrator
i " will be more involved with thi
| 3. [Cross Refer to W14]. The facily falled to process by receiving report of al
. thoroughly invastigate all incidents of client to incidents and assuring that the
| client mistreatment and injuries unknown origin IMC has reported the incident and
, In accordance with the agency's developed policy. ! . investigated the incident
(W 153} 483.420(dX2) STAFF TREATMENT OF | (W 153) e 10 govemksg agencics
-CLIENTS i ! ' o
i The facility must ensure that all allegations of | ' i
| mistreatment, neglect of abuse, as well as ! &m oo 3 |
! injuries of unknown source, are reported [
| immediately to the administrator or to other |
i officials in accordance with State law through
| established procedures. !
; This STANDARD s not met as evidenced by: ‘
' There were no documented reports or allegations l
. of abuse, neglect, or injuries of unknown origin |
i since a team of State Agency investigators were | 1
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{W 153} ' Continued From page 12 l

, in the facility on February 22, 2010. They

. investigated two allegations of abuse that !

ioccurredwimmtheﬁfstmkofFebmaryzow |

i (after the January 22, 2010 recertification survey).

| Investigators determined that the facility failed to

‘ report to the State Agency timely a February 1,
2010 allegation of physical abuse of Cilent #1 by

| @ staff. The ailegation was reported to the State

! Agency on February 4, 2010, 3 days later.

: (See Federal Deficlency Report, dated February |

. 28, 2010) !

! Previously, the January 22, 2010 deficiency report
lincluded the following: [

|

| Based on Interview and record review, the faclity
; failed to ensure client to client mistreatment and i
f injuries unknown origin were reported |
. Immediately fo the administrator or to other :
; officials in accordance with district law (22

- DCMR, Chapter 35, Section 3519.10), for two of
| the six clients residing in the facility. (Clients #1
| and #2)

i

| The findings include:

| 1. Review of the tacility's incident reports and
ive reports on January |

i corasponding investigative
: 18, 2010, beginning at 8:56 a.m., reveated the
! foilowing:

| On August 27, 2009, at 2:00 p.m., the Incident

. Management Coordinator (IMC} received a phone
I call from Department of Disabikties Services

f (DDS) investigator on August27, 2009, at2:00 |
i.p.m.. stating that their office received an |

1

T

{w 153}

1. Incident Manager has reviewed
reporting policies with DDS Incident
Investigator, Westview will also report all
incidents to #s Administrator and QMRP
when they occur to assure proper
notification to all governing bodies.
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{W 153} | Continued From page 13 I {W153}| '
| anonymous fax alleging abuse against Client #1. | i
. The statement alleged that the client was "acting | |
| out”, grabbed a staff and in return the staff used | i |
i force to release himsaelf. | |
- An interview was conducted with the IMCon | ’ g
| January 19, 2010, at approximately 10:45a.m., | | )
| that revealed that she did not complete an ; l
. incident report. According to the notification | | |
' section of the investigative report revealed that | | r
: the administrator was notified on August 28, i |
- 2009, at 2:45 p.m., (24 hours after the phone | !
| call). Further interview revealed that all
; allegations of abuse should be reported to the !
- administrator, immediately.

2. Incident of unkn igin will
.l 2. Review of the Client #2's nursing notes on brclec:epghgd to go?:;rmnzxr;g;ngencies
| January 20, 2010, beginning at 9:51 a.m,, and treated as serious reportable
 revealed the following client to client mistreatment incidents i reporting and
. and injuries of unknown origin: ' | ;Eseo;t;%a:;gig:t:“ serious
_a. On Dacember 18, 2009, at e50pm.the | | a. Incident i reported a i
; registered nurse (RN)noted that Client #2 . | investigated as a serious
' sustained a bite ta hef right lower arm by Client | i " reportable iniury,
H#4. | ,
ib. On September 14, 2009, the RN noted a | ! b. Incident is reported as is
| round bruise on Client #2's right forearm. | i :!;;'g;tﬁt:; ;E; serious
; |
!c. On June 27, 2008, the RN noted a fading | dent i :
| bruise on Client #2's left forearm. g | © o e scportod 8
, : I reportable injury
'd.On April 28, 2000, the RN noted that she | | o _
; received a page from the facility at 6:45 a.m. The l d. Incident IS;cpmed as is
- RN was apprised of a bnnse“em Client :‘Q's arms. | gﬁ;ﬁ‘:m;; serious
i Upon arrival to aasess the clent, the R —_
: observed a area on her left f &L M A
|fomann.TheRNfuMernotadmatsheMd |
i assessed the client's vital signs, placed ear drops J , PO?(_B |
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M153}TConﬁnuedeompage14 |
" in her ears and provided neif care on either April
| 25, or April 28, 2009, mddidnotnotaanyhmtsas'
| or made aware of any incidents that had taken |
|plaoe.

i

|

| An interview was conducted with the RN on l
|January21 2010, beginning at 1:15 pm., via l
- telephone. The RN was aware of the bite ‘
‘ incident; however, the other aforementionad | :
: bruises were noted during visits to the facility. |
'InqwrywasmadeormRN.abwtmefaclmra -I
|

|

|

|

, incident reporting procedures. The RN stated, “If
| a client receives an injury of unknown origin, the |
|d|mctcarestaﬂshouldreponmwurycf 1
unknown origin to the QMRP or House Manager |
| and complete an incident report. |
!
i

;AnintewiewwaconductedwimtheIMCm -
=January 19, 2010, at approximately 10:45 am., |
matrevealodshewasnotawamofmemjunesor

- unknown origin for Client #2. , |

|
;Atﬂ\etimeofﬂ\esuwey.mefacilityfalledto | 1
: provide gvidence that the administrator had been :
| notified of the aforementioned incidents. [
w 154}| 483.420(d)(3) STAFF TREATMENT OF (W 154}

|
1Thofamitymuutm\recvndmoemualallaged
' volations are thoroughly investigated |

|

!
ThlsSTANDARD is not met as evidenced by: |
. Thers were no documented reports or aliegations i
| of abuse, neglect, or injuries of unknown origin ’
| since a team of Stale Agency investigators were |
linﬂufaulltyonFebmaryzz 2010. They |
investigated two allegations of abuse that |
‘oownadwmnmeﬁrstweekofr-‘ebmaryzmo l |

FWWOZ“)HIMVMIM Event 10 C2M212 Facilly ID; 0BG 120 if continuation sheet Page 16 of 54
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w 154) E Continued From page 15 ; w 154}| All noted incident have reports generated, '

: (after the January 22, 2010 recertification survey).

. Results of their investigations revealed a failure b{-
| thoroughly investigate a February 1, 2010 report |
! of physical abuse of Client #1 by a staff |
| (See Federal Deficiency Report, dated February I
| 26, 2010) |

H
i

: |
: Previously, the January 22, 2010 deficiency mporti
! included the foliowing: |
{ Based on interview and record review, the facility

[ failed to thoroughly investigate all incidents, for

i two of the six clients residing in the facility.

! (Clients #2 and #6)

!
' The findings include:

|
|
- |
- 1. Review of the facility's unusual incident reporls i
. (UIR) and investigative reports on January 19, |
. 2010, beginning at 8:56 a.m., revealed the i
| following client to client mistreatment and injuries |
i of unknown origin: i
! Review of the Client #2's nursing notes on |
| January 20, 2010, beginning at 9:51 a.m., !
| revealed the following client to client mistreatmenti
i and injuries of unknown origin revealed the i
: following: :

-a. On December 18, 2009, at 6:50 p.m. the
, regisiered nurse noted that Client #2 sustained a
 bite to the right lower arm from Client #4.

i b. On September 14, 2009, the RN noted a
round bruise on the Client #2's right forearm.

j

reportable these incidents have been
nvestigated per governing body policies.
in the future all incidents of unknown
srigin will be reported and investigated

|
|
?
|
|
|
|
|
|
|
|

| ]

"ORM CMS-2567(02-99) Pravious Versions Obsolete Event 10: CZM21

Facility 1D: 09G 136 If continuation sheet Page 18 of 54




PRINTED: 03/17/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301_
SYATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA {2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF MECW . IDENTIFICATION NUMBER: A BUILDING . , COMPLETED
A ) . R
: : 09G136 B. WING 03/05/2010
"NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY. STATE, ZIP CODE

3200 12TH STREET, NE

WESTVIEW 01 - . WASHINGTON, DC 20017
(X4)1D T SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION i sy
PHEFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERESEE% TO T!:F APPROPRIATE | DATE
. | IENC

{
]
|
! !
{W 154} ' Continued From page 16 | w154
| c. On June 27, 2009, the RN noted a fading |
| bruise on Client #2's left forearm. |
'd. On April 28, 2009, the RN noted that she !
| received a page from the facility at 6:45 am. The |
! RN was apprised of a bruise on Client #2's arms. |
; Upon arrive to assess the client, the RN observed l
" a large ecchymosed area on her left forearm. :
- The RN further noted that she had assessed the |
i client's vital signs, piaced ear drops in her ears
, and provided nail care on either April 25, 2009, or |
i April 26, 2009, and did not observe any bruises or
made aware of any incidents that took place.

[
|
|
|
1
|

L

|

| Review of the facility's incident reports on January |
' 4, 2010, at 5:00 p.m., revealed no evidence of the |
! aforementioned incident reports.

|
1

" January 19, 2010, at approximately 10:45 a.m.,
 that revealed that she was not aware of the

| injuries of unknown origin for Client #2. However ]
i She noted that according (o the facility's poficy, .
! the first person that discovers an injury of |
| unknown origin shoukd complete an incident l
i report and informed the QMRP and/or the House |
' Manager. She further indicated that

| investigations were not conducted because she
, was not informed of the injuries of unknown
_origin.

; 3
i An interview was conducted with the IMC on 1’
|

2. This incident has been rcinvestiggted
and staff received training per Physical
Therapist recommendations.

&,mm

: 2. Review of the facility’s incident reports and

i investigative reports on January 21, 2010, at 8:56
- p.m., revealed Ciient #6's investigation report
"'dated March 24, 2009. The investigation report

! stated, "S/P fall, ... substantiated and resolved.”

| document how the fall was substantiated and or a |
; conclusion. Review of the recommendations '

|
|
|
I
|
|
!
|
!
{
|
|
|
|
|
|
|
|
1
|
|

|
!
|
| However, the investigative report failed to { 1
|
1
2

| J
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w 154}1| Continued From page 17
reveaied the 1:1 direct support staff needs more
| training on how to assist his clent up and down
| the stairs.

I
fAnintaMewmconductodwimﬂnlMCon "
' January 19, 2010, at 10:46am., |
|
I

- revealed that Client #6 fell down the stairs while
lhts1 :1 direct support staff was assisting him.
Further interview confirmed that she did not
| include all the findings in her investigative report
{W195}§483.440 ACTIVE TREATMENT SERVICES

IThefacilRymusumunmatapedﬂcaetivo
| treatment services requirements are met. |

;
' This CONDITION is not met as evidenced by:

‘ Based observations, interviews, and record
nevm mefaqitytailedbprovideconumnus

|reoommendaﬁonsofﬂlel team
I(IDT) [Refer to W106, W249); the facility falled to
emuumatchnhmmoaivadpsydmc
mdsedonslnda,. i a8e
1toW212]'|he W -
tmmmgpriogmsnamdmoﬂdmmdrw
Relerto 0]; the facility failed o develop an |
a reguiar active treatment ;
" schedule that outined the cument active '
' treatment programs [See W250); and, the facidy |
i failed to ensure that data was collected in the |
{ form and required frequency [Ses W252).

| The findings of thess systemic practices results in
'mefadlitrﬂaihmbadoqmuymmme i
facility in @ manner that would snsure its cllents’ |
’mpmwdedmhmmmaddmm J

|
|
{W 195} !

See Response to W196, W212, W249,
W250, W252

|
|
|
|
|
|
|
|
|
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|
| identified needs. .l
w 196}l| 483.440(a){1) ACTIVE TREATMENT W 106)

I subpart, that is directed toward:

| () The acquisition of the behaviors necessary for
| the client to function with as much seif

; determination and independence as possible;
'and

| () The prevention or deceleration of regression
| or loss of current optimal functional status. i
|

|
|
| This STANDARD is not met as evidenced by: |
: Based on observation, staff interviews, and !
record review, the facility failed to ensure that |

i

| clients received continuous active treatment

| program in accordance with recommendations
1’madebymcmterdsoipﬁnawuam (IDT) for three
: of the three clients included in the sample.

g (Clionts #1, #3 and #8)

I ..
! The findings include:
I l. Alternative Day Program has

i
: 1. The facifity failed to ensure that Client #1 ; :

i - : b ted for person #1. Staff
, received continuous active treatment during the bave received iraining on active

_1 daytime, as ced ow. treatment and program

; documentation.
| On March 4, 2010, at 11:12 a.m., the faciity's van |
! pulied up to the group home. The driver steppod |
| out; however, Client #1 and his 1:1 direct support |
staff remained inside the van. At 11:18 a.m_, the |
lamwmmmmmmmm
the client and his staff. At 2:50 p.m., Clent #1 |
| was observed entering the facility. Inferview with | I
I _I_
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W 196}

1
i
‘
i
.
i
!

1

i
!

i

f

i

Continued From page 19 ,
the 1:1 statf, at approximately 3:00 p.m., revealed |
Client #1 had refused to go into his day program
as well as a medical apppintment. The 1:1 staff |
further indicated that no other active treatment |
had taken place. Earlier that day, at !
approximately 2:00 p.m., review of the clients
program book revealed no documented evidence |
of an alternative activity schedule for Client#1. |
Even though the facifity’s Plan of Correction, I
signed March 2, 2010, stated that a schedule had
been developed (completed February 5, 2010),
interview with the qualified mental retardation
professional (QMRP) on March 5, 2010, at 2:27
p.m., revealed that the client was without an
alternative activity schedule. The QMRP was
unable to state what, if any, structured active
treatment Client #1 had received that day.

2. The facility failed to ensure that Client #1
received continuous active treatment during the
evening, as evidenced below:

On March 4, 2010, Chient #1 and his 1:1 direct
support staff were observed in the facility,
beginning at 2:50 p.m. At 255 p.m., his 1:1
support staff gave Client #1 a magazine. The
client flipped through the magazine for
approximately 10 minutes. At3:17 pm., the l
client was observed watching television in the z
fiving room. Moments later, however, he stood up
and for approximately 45 minutes, he walked
back and forth from the living room to the dining
room, repeatedly. During that period, he was
obsesving other clients and staff. His 1.1 support
staff did not engage him in an active treatment
program or otherwise encourage the clientto |
participate in a structured activity. At 4:04 p.m.,
the 1:1 support staff asked Client #1 1o take his
dishes to the kitchen; however, he refused. J

{W 196}

_||
B
13
i
1
!

2. Staff have réceived training on
active treatment . QMRP will
coach and monitor program.

zwanse
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i' For the period of 4.08 p.m. - 4:34 p.m., Client #1
! was observed walking back and forth from the

| living room to the dining room, or going upstairs
* (briefly), and looking out of windows. During this
i 28-minute period, his 1:1 support staff did not
engage him in an active treatment program or

i otherwise encourage the client to participate in a
structured activity.

ICllentm took a walk in the community (3 blocks)
with a staff and 3 of his peers, from 4:34 p.m. -
‘|459pm At 5:00 p.m., he resumed his pacing
: and observing others and was not engaged in a
.meanmgﬂ:lachv:tymhldmnerwassemd at |
,543pm He finished his dinner at 5:57 p.m.. |
* and took his dishes {p the kitchen after his 1:1
 direct support staff asked him to do so. For the |
next 38-minute period (5:58 p.m. - 6:30 p.m.), !
| however, he went into the living room where he ;
. sat and watched the other clients watching
| totevision with staff Except for the community |
I
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NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZW CODE
3200 12TH STREET, NE
WESTVIEW 01 WASHINGTON, DC 20017
xam | SUMMARY STATEMENT OF DEFICIENCIES oo | PROVIDER'S PLAN OF CORRECTION )
| (EACH DERCIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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{W196}'Continuedl‘-‘rompagezo [ {W 198}
|

|
4
|
|
|

—
|
DEFICIENCY) i
H
i
I
{
i
|
1
|
|
!

lwalkandmemealmnesuppores (ie. lnstrudlonto
take dishes to kitchen), Client #1 was not involved
l:nmmlngmlammesformepenodzsspm-
630pm

ltmouldbenotedmateamermatday at

* approximately 2:00 p.m., review of the client's
 program book revealed no documented evidence
of an altematrveacﬁwtysehedulefordays when

| he refused to go into his day program. Even
 though the facility's Plan of Correction, signed

] March 2, 2010, stated that a schedule had been

| developed (completed February 5, 2010),

l interview with the QMRP on March 5, 2010, at
I227pm confirmed that the client remained
wimoutan evening activity schedule.

i |
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'3, Cross-refer to W248.2. The facilty failed to
' engure that staff in the home were implementing |
| Client #6's IPP objectives.

! |
w 196}!ConﬁrmedFrompagez1 f {w 196}
|
I
I
|
I

| Previously, the January 22, 2010 deficiency report|
l inciuded the following:

| Based on observation, staff interviews, and

| record raview, the facility failed to ensure that

| clients received continucus active trestment

; program in accordance with recommendations

: made by the interdisciplinary team (IDT) for three

i of the three clients Included in the sample. |
' (Clients #1, #2 and #3)

i

|

1

|

|

‘ |

| The findings include: ]

|'On January 19, 2010, Client #1's home activities l

| beginning at 7:30 a.m., were observed and |

; fevealed the following: |

[ a) Upon the surveyors’ arrivai at 7:30 a.m., a |

+ direct care support staff was observed talking on |

. his cell phone, outside. Once the surveyor |

! entered the facility, Client #1 was observed eating |
: breakfast with his peers. Further observations |

: revealed staff waking in and out the dining room | |

: @s the clients ate breakfast. Interview with the : |

' direct support staff at approximatety 7.50 am., | |

| revealed Client #1 required a 1:1 direct care I ]

|

Isuppnrt staff (24 hours). There was no evidence |
that a 1:1 direct care support staff was present
{during breakfast.

i b) On January 19, 2010, at 8:30 am., Client #1

0: 06G130 ¥ continuation sheet Page 22 of 54
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| his day program. At 10:00 a.m., Client #1
; returned home. interview with his 1:1 direct |
* suppait staff revealed the client refused to get off
the van because he did not want to go to his day |
; program. From 10:00 a.m., untl 10:30am.,, |
: Client #1 was observed looking out the dining I
' room window. At 11:45 a.m., the client was
| observed leaving the factity with stalf and L
|
|
|
|
|
|

i retumed at 12:35 p.m. Interview with his: 1:1
direct support staff revealed the client went to

| lunch at McDonaids. At 12:45 p.m., the 1:1 direct

| support staff handed the client a magazine and |

. he flipped through the pages briefly then bagan to

' watch television. At 1:02 p.m., the 1:1 direct

- Support staff handed him the same magazine.

; The client fiipped through the pages briefly then

. began to look around the living room. Shortly

' after he began to look out the window.

I

!'Irlterviethlhe 1:1 direct support staff on

' January 21, 2010, at 1:20 p.m., revealed " give

| him his freedom and space during the day

| because he is programmed in the evenings.”

, Further interview revealed "If you get into his

| space too much he will go into his behaviors.”

‘EMlnuteslaﬁar.hﬂﬂ direct support staff revealed
Client #1 was going 1o ride on the van to pick the

: other clients up from their day programs.

' Review of the client's habilitation record on

| January 21, 2010, revealed no documented

i @vidence of training programs for January 2019,

! Further record review revealed the last QMRP

| monthly notes were dated September 3, 2009.

: c. Obgervation on January 19, 2010, at

. @pproximatety 3:00 p.m., revealed Client #1
 looking out the window. At 3:50 p.m., the client |
- was observed leaving the group home. interview i

|
| i
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- with the direct support staff indicated the client
was going to ride on the van holakeanoﬁrerclienti
; to a medical appointment. At 4:40 p.m., Client #1 X
;arrivedhomeandbegantolookoutmedhhg i
| room window. The 1:1 direct support staff was in |
i the living room. At 5:00 p.m., the client and his l
i 1:1 direct support staff went into the living room to |
| watch television. At 5:05 p.m., Client #1 began to
| look out the dining room window again. The
| direct support staff named three things that was
: out the window. At 5:15 p.m,, the 1:1 direct
EsupportamffhandedClient#‘lamagazineandhe
, fipped through the magazine briefly. Interview |
" with the 1:1 direct support staff at 5:53 p.m,
' revealed, "we usually take him for a ride in the
_ evenings.”

|
l Record review on January 21, 2010, beginning at
: 8:10 a.m., revealed an activity schedule included
| in Client #1's Individual Support Pian (ISP), dated
i December 12, 2008. Interview with the 1:1 direct
! support staff on January 21, 2010, at 11:40 a.m.,
i revealed he has not seen Client #1's activity ‘
|

|
REGULATORY OR LSC IDENTIFYING INFORMATION) |
{
f
|

i scheduie since his last ISP in December 2008,

: At 6:00 p.m., the direct support staff was :
; observed sefting the table for dinner. At 6:05 i
p.m., Client #1 was observed eating his dinner |
[ while wearing his winter coat. After he com !
|his dinner, staff was observed taking the client's i
i dishes to the kitchen. |

|

| Review of Client #1's occupational therapy i
; @ssessment dated December 12, 2009, on |
' January 21, 2010, at 10:00 p.m., revealed |
: Client #1 was able to place ™his cup and utensi) |
- when finished eating. |

W 186)
|

- onto his plate and take his plate to the kitchen
FORM CMS-2567(02-99) Previous Versions Obeciete Event ID: C2M212
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* Obsarvations on January 10, 2010, at 8:25 P,
: revealed Client #1 watching i i

week, therefore he “lets him enjoy himself” The
support staff was observed downstairs while

" | Client #1 was upstairs looking out Chent £2's
bedroom window. At6:44 p.m., Client #1 was

| dirty suit jacket (a white substance was all over

: his jacket). Interview with the 11 direct support
* staff revealed Client #1 “Wkes €0 wear that jacket "
- Further interview revealed he will display his

i behawior if he is redirected.

lReviewofCﬁentﬁ'soowpaﬁonalﬂ\erapy
|assesamantdalledDecember12.2009.m
January 21, 2010, at 10:00 p.m., revealed

| Client #1 was able to *place dirty clothing into the

|' hamper and Joad the washing machine and the

|

!
|
dryer with verbal prompting *

| Review of Cllent #3's [PP revealed that the

: ware not

; consistently implemented as evidenced below:

1 - The client will independently Say hi to his 1:1

i counseior by name, when he arrives to work on 4
|outof4ltialsaweek.

.I- The client will independently set his place at the
: _{dmnerublemsoutal‘:iMaM

3- The Cliont will i remove his dishes
t from the table afier dinner on 3 out of 3 trials a
- week,

;'- Given visual demonstration and verbal -
| prompting. The client wil participate in structured

Person # 1 has areplacement teJevision in
his room. Staff also has received training

on individual rights. and privacy., _
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. exercise on 3 out of 3 trials a week.
- Given a model, the client will dentify the i

i function of 5 community helpers with 80% |
, @ccuracy per sesslon for six consecutive months. !

|
!
|
|
| | |
| - The client will independently participate In a | I
:tabietopacﬁvityforsominuwson4oma4mals, |
! a week. . I |
! !
+ Interview with the Qualified Mental Retardation | 1
" Professional (QMRP) on January 21, 2010, at | i
! 11:00 a.m,, revealed that the program had not
t bean implemented since his Individual Support |
* Plan (ISP) meeting. Further interview revealed
| that Client #1's ISP meeting was held on |
. December 11, 2009. I
|
|
}
I
|
|
|
|
|
|

(W 212} 483.440(c)(3)() INDIVIDUAL PROGRAM PLAN | (W 212}
i

 The comprehensive functional assessment must
 identify the presenting problems and disabilities
: and where possible, their causes.

‘ This STANDARD is not met as evidenced by:
| Based on observation, staff interview and record |
| review, the facility failed to ensure that cents |
| received comprehensive functional assessments,
| for three of the three clients in the sample.

| (Clients #1, #2 and #3) |

| The findings include:
i

. 1. On March 5, 2010, at approximatety 2:40 p.m.,
interview with the qualified mental retardation

i pmfe”ional (QMRP)I fO“O\’le by a review of ISP meeting have been added to schedule

. Client #1's records, revealed no changes made to assure alf documents are given during

’I ' 1. Current psychological report are
!

| since the January 22, 2010 survey findings that l isp
|
2

obtained and placed in person # 1. Pre _

: fotlow:
| A
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| The faciity falled 10 nsure that Client #1 received |
K psychological assessment.

| Observation of the evening medication

" administration on January 19, 2010, at6:00 p.m.,

: revealed Client #1 received Tegretol 500 mg, and

" Risperdat 3 mg. Interview with the trained

i medication employee (TME) on January 19,
2010, during the medication administrafion

- indicated that the medication was prescribed for

; behavior management Review of the client's

! physicians orders (POS) dated January 2010, on

| January 20, 2010 at 10:30 a.m., revealed that the

| aforementioned medications were prescribed for

I the client's psychofic disordar. |

| Review of Client #1's psychological assessment

: dated December 6, 2008 on January 21, 2010, at

| 10:15 a.m., stated, “complete an annual

. psychological assassment update within one

- year." Interview with the qualified mental
retardation professionai (QMRP) on January 21,

| 2010, at approximately 3:00 p.m., indicated that

1 Client #1's psychological assessment had not

| been completed. There was no evidence of a

; current psychological assessment.

''2. On March 5, 2010, at approximately 2:40 p.m.,
| interview with the qualified mental retardation
 professional (QMRP), followed by a review of

i Client #2's and Client #3's records, reveaied no

: changes made since the January 22, 2010 survey
 findings that follow:

' The facility failed to ensure cllents who received
| psychotropic medication had a psychiatric

: assessment, for two of the three clients in the

| sample. (Clients #2 and #3)

;
T

{w 212}

person 2 and 3.

2. All person who receive psychotropic
" medication are seeing their psychiatrist
monthly. An assessment is obtained for

Seo (illehnat L PaIY

|
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{

|' 8. Observation of the evening medication

| administration on January 19, 2010, at 5:45 p.m.,
| revealed Client #2 received Risperdal and

; Tegretol. interview with the trained medication

| employee (TME) on January 19, 2010, during the
| medication administration indicated that the

| medication was prescribed for behavior

. management. Review of the clent's physicians 1
~ orders datexdt January 2010, on January 20, 2010, |
| at 10:30 a.m., revesied that the aforementioned |
: medications were incorporated in a Personal :
| Beggg:r Support Plan (PBSP) dated November |
| 4,2009.

i Review of Client #2's medical evaluation dated ‘

. October 29, 2009, on January 19, 2010, at

| approximately 10:00 AM, ravealed that the |

i psychotropic medications were prescribed o

' address behaviors associated with a diagnosis of |

! bipolar disorder. |
|

| Further review of the client's medical record

| reveaied no documented evidence of 2

I psychiatric assessment.

|

| b. Observation of the evening medication

: administration on January 19, 2010, at 5:40 p.m.,

| revealed Client #3 received Haldo), Depakote and

| Risperdal. Interview with the trained medication [

i employse (TME) on January 19, 2010, during the |

: medication administration indicated that the |

' medication was prescribed for behavior '

. Management. Review of the client's physicians |

! orders dated January 2010, on January 20, 2010

|at 1:34 p.m., revealed that the aforementioned '
medications were incorporated in a Personal

| 10, 2008.

|
!
W 212) lr

Psychiatric Assessment for person
#2 has been obtained

(et X

1a.

|
|
i_
|
|
|

b. b. Psychiatnc Assessment for
person #3 has been obtained

f_

|
| Behavior Support Plan (PBSP) dated December {
i
2
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E Review of Client #3's medical evaluation dated |
| December 2008, on January 20, 2010 at |
| approximately 2:00 p.m., revealed that the

| psychotropic medications were prescribed to

, address behaviors associated with a diagnosis of
| chronic schizophrenia paranold.

| Further review of the client's medical record
 revealed no documented evidence of a
| psychiatric assessment.

! 3. On March 5, 2010, at approximately 2:40

| p.m., interview with the qualified mental

! retardation professional (QMRP), foliowed by a

i review of Client #1's and Client #2's records,

! revealed no changes made since the January 22,
| 2010 survey findings that follow:

| The faciilty failed to assess Clients #1 and #2 to
* determine their need to participate in a self
; medication program.

| 8. Observation of the medication administration

. on January 18, 2010, at 6:02 p.m., the trained

| medication employee (TME) was observed

- preparing and spoon feeding the client his
medications, pouring Client #1's cup of water.

| Observations throughout the survey from January

l 19, 2010, through January 22, 2010, revealed that

' the client was independent in feeding himself.

! Interview with the TME during the medication

I observation indicated that the client did not
 participate in a seif medication training program.

¢ Review of the medical record revealed no self

! medication assessment. Further Interview with

I the QMRP on January 21, 2010, at approximately
| 10:00 a.m,, confirmed that there was no

e——

3.

Person #1 and #2 medication
assessments is compieted and will be
done annually prior to 1SP

a. medication assessment
completed
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! seif-medication assessment.

i the piils in a cup of applesauce, spoon fed it fo
'lthedient and poured the client a cup of water.

i Client #2 pouring water into a cup and feeding
! herseif independently.

! interview with the TME during the medication
| observation indicated that the client did not

| Review of the medical record revealed no se

. 10:00 a.m., confirmed that thers was no
: self-medication assessment.
W 249}1' 483.440(d){(1) PROGRAM IMPLEMENTATION
!
; As soon as the interdisciplinary team has
! formulated a client's individual program plan,
| each client must receive a continuous active
] freatment program consisting of needed
interventions and services in sufficient number
! objectives identified in the individual program
i plan.

iThisSTANDARD is ot met as evidenced by:
| review, the facliity failed to implement clients’
clients in the sample. (Clients #3 and #6)

- Observations throughout the survey from January |
| 19, 2010, through January 22, 2010, revealed that

| participate in a self medication training program.

%%g;mm Further interview with
| QMRP on January 21, 2010, at approximately

i and frequency to support the achievement of the

! Based on observation, stalf interview and record
. Individual Program Plan (IPP), for two of the four

lr{wm}

I b. Observation of the medication administration ‘ :
| on January 19, 2010, at 5:45 p.m., the TME was |
: observed preparing Client #2's medications. The
! TME punched the pills into a medication cup, put

|
|
!

{W 249}

T
|
i
1
I
i
b. medication assessment
completed
1
I
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| The findings inciude:
! 1. There was no evidence that Clhient #3's Self Medication program is currently

}'p.m. He stated that the only training programs he |
: |

| seif-medication training program was being
i implemented, as follows:

! The evening medication pass was observed on

. March 4, 2010. Beginning at approximately 6:12

1 p.m., Client #3 retrieved, prepared,

| setf-administered and placed back into storage

: his own medications, while the trained medication
employee (TME) observed. The administration

l process was identical to that observed during the

| January 22, 2010 recertification survey. There

| was no evidence that the TME implemented |

| Client #3's program to “identify the tabel,” when .
"given a description of a medicine and/or waming

,label."

l

| When interviewed the following day, at 1043

| a.m., the qualified mental retardation professional

i (QMRP) stated that he did not think Client #3's

l self-medication training program was being

l implemented yet He did not offer further
information. At 12:30 p.m., the client's March

; 2010 program data collection sheet and MAR

| were unavailabie for review and verification. They
waere locked in the medication closet and there

' was no one in the facility with a key to open it

gThisiéarepeatdeﬁdency.

1 2. The faciiity failed to ensure that Client #6's
. tralning programs were implemented, as follows:
|

' a. Client#6's 1:1 direct support staff was
| interviewed on March 4, 2010, beginning at 4:35

implemented. Upon record review the
program was implemented daity, The
Adminigtrator will have a back up key to
the medication closet. MAR will be kept

outside of medication c}oser./__....

|
|
|
|

L
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: brush properly, and (3} using an exercise bicycle. i
. At 4:48 p.m., review of Client #8's program data |
' book revealed no evidence of a towel-drying, |
 tooth brushing or exercise bicycie goaliobjective. |
; Instead, one of the objectives was "Given verbal |
: prompts, <client's name> will pull up his pants on
| 80% of the trials...” The data sheets for January |
i and February 2010 were both blank and devoid of |
l-perfonnancedata.

|
ib. There was no evidence that Client #6's two *
|

| physical therapy programs were being
| implemented, as follows:

| 1) Client #6's IPP, dated December 11, 20089,
 included a goal to improve ambulation endurance. |
, The client "should ambutate for 10 minutes with

| staff staff assistance, 3 days per week, for 6

| consecutive months.* Review of the client's

| program bock, however, failed to show evidence
| that data collection sheets had been established I
| for that objective. instead, the program book

! contained data sheets for a previous program

[ (dated June 5, 2009) for him to “ambuiate for 100
| ft. with rolling waiker, 3 days per week, with staff
" assistance for 8 consecutive months." The data |
| sheets were left blank. . '

i
' c. Similarly, Client #6's IPP, dated December 11, |
[ 2008, included another physical therapy goal for |
i the client to "stand unsupported for 8 consecutive l
; minutes, 3 times per week, for 6 months.” The
| data sheets for January and February 2010 had |
|
|

| also been left blank and were devoid of
i performance data.

| d. Client #6's IPP, dated Decernber 11, 2008,
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- worked on with the client mﬁ)dmhimelf ; t
| off with a towe! after showering, (2) using a tooth | Al Staff have hoen retrained on

programs and documentation for
person # 6 and all individuals.
Documentation of these programs
are monitored by QMRP

|
|
|
|
1
|
|
|
|
|
|
|
|
|
|
|
L

FORM CMS-2567(02-09) Previous Versions Obsolets Event ID: COM212

if continuation sheet Page 32 of 54




DEPARTMENT OF HEALTH AND HUMAN SERVICES

X2 MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

NAME OF PROVIDER OR SUPPLIER
WESTVIEW 01

STREET ADDRESS, CITY, STATE. ZIP CODE
3200 12TH STREET, NE
WASHINGTON, OC 20017

D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX I {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION

|
{W 249} | Continued From page 32 {
 included other training and/or service objectives, :
! such as "independently put together a multi-piece
. puzzie® and "Given verbal prompting, <clients !
“ name> will throw the ball to a staff or peer on 510
, trials per sesgion..." Data sheets for both of these
: programs had been left blank and were devoid of
Iperl'ormance:laln. I

[On March 4, 2010, at 10:20 a.m., the QMRP '
: stated that the clienf's PT goais had changed, to
| reflect that he was refusing to use the rofling
" walker. He examined the data sheets in the
| client's program book and acknowledged that he
. didn't see evidence that staff had been
: implementing Client #6's December 2009 IPP.
- He then acknowledged that the staff assigned to
| provide Client #8 with 1:1 support had not
; received training on his program goals and
| objectives.
!3. On March 4, 2010, at 4:00 p.m., Client #6's 1:1 |
| direct support staff was observed holding a cup of
. + water (with a splash of juice for flavor’) up to the
|client‘smoum. The client had his mouth open
' and the staff began pouring sips of flavored water
i into his mouth. The client's hands were both
" placed on his lap while he drank. Moments
. earlier, Chient #6 had been observed hoiding
' feeding himself. This surveyor, tharefore, asked
i whether the client coukd hold his own cup. The
! staff replied "yes, when he wants 10.” Upon this
iinquiry,the 1:1 staff guided the dlient's hand o
, the flavored water and the client picked up the
| glass and began fo drink independently. There
iwasnoavidencehaﬂhe 1:1 staff encouraged the
' maintenance of Client #6 seif-feeding skills. |

N
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i
' Previously, the January 22, 2010 deficiency naportI
! included the following: I
i
|
|

. 1. The trained medication employee (TME)

! arrived in the facility at 5:30 p.m., and explained

| to Client #3 that he needed to take his

. medications to control his maladaptive behaviors, |

| Observation of the medication administrationon |

| January 19, 2010, at 5:40 p.m., Client #3 was |

: observed locating a key, unlocking his madication

| box, punching his medications from the bubble |

| packs, pouring a cup of water and consuming his

- madications, independently. After the client

: consumed his medications, he locked the

_ medication box and put the box back into the

i cabinel. The TME was observed sighing the

: medication administration record (MAR).

| interview with the TME indicated that the client is

. independent in taking his medications; however,

| he does not indicate the medication usage or sig
the MARs. Review of the client's |PP dated

! December 13, 2009, revealed a program

| objective which stated, “given a description of a |

{ medicine and/or waming labei, [the chent] will

! identify the label for 10/12 trials offered for six |

: consecutive months as measured by program |
documentation.” Interview with the Qualfied I

| Mental Retardation Professional (QMRP) on !

|

| January 21, 2010, at 10:00 a.m., revealed that the
| program had not been implemented since his
| Individual Support Plan (ISP) meeting was heid
. on December 13, 2009.
W 250} | 483.440(d)(2) PROGRAM IMPLEMENTATION
! The facility must develop an active treatment
l scheduls that outlines the current active treatment
: program and that is readily available for review by .
' relevant staff. |

Medication personnel are trained on person
self medication goal implementation of
individuals program will be monitored by
Nurse and QMRP

|
|
|
|
| |
|
|
{W 250) |
|
l

|

!

N
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!
t ]. |
: | =
| This STANDARD is not metas evidenced by: | |
| Based on observation, interview and record |
: neview, the facility failed to develop an altemative
| and a regular active treatment schedule that l
| outlined the current active treatment programs,
! for three of the four clients in the sample. (Clients
| #1, #2 and #6) '

|
l The findings include: Ii
ak

|

1. The faclity failad to ensure an afternative
_ daytime activity schedule was developed for
| Client #1, as evidenced below:

! pulled up to the group home. The driver stepped |
I out; however, Client #1 and his 1:1 direct support
| staff remained inside the van. At 11:19 a.m., the |
| driver got back in and the van drove away with |
| the client and his staff. At2:50 pm., Client#1 | |
| was observed eniering the facility. Interview with i
 the 1:1 staff, at approximately 3:00 p.m.. revealed : |
| Client#1 had refused to go into his day program |

; @s well as a medical appointment. The 1:1 staff
 further indicated that no other active treatment
| had taken place. Earlier that day, at

| approximately 2:00 p.m., review of the client's

| program book revealed no documented evidence |
| of an alternative activity schedule for Client#1. |
! Even though the facifity's Plan of Correction,

| signed March 2, 2010, stated that a schedule had
| been developed (completed February 5, 2010),

. interview with the qualified mental retandation

: professional (QMRP) on March §, 2010, at 2:27 |
. p.m., confirmed that the client remained without ,
. an alkemative activity schedule. |

; | |

Program goals are developed for person #
). Staff are re-trained on active treatment,
engaging persons in activities that they
enjoy. Monitoring person #1 activities and
ongoeing coaching by QMRP and Home

! On March 4, 2010, at 11:12 am., the facility's van | I Manager will increase.

.
!
|
|
|
|
|
|
|
I
|
|
L
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: it should be noted that interview with the facility's
* driver on March §, 2010, at approximately 11.00
| 8.m., revealed that Client #1 had refused to go

i into his day program again that moming.

| 2. The facity failed to develop an active

! treatment scheduie that outlined Client #1's

| evening active treatment programs, as evidenced
; below:

. Observation on March 4, 2010, at 2:55 p.m., I
i revealed Client #1 flipping through pages of a |
i magazine. At 3:17 p.m., the client was observed |
* watching television in the living room. At 4:04

i p.m., the 1:1 support staff asked Client #1 o take
! his dishes to the kitchen,; however, he refused. At

i

I

l

i

| f
|

|

|

l

|

|

14:06 p.m., the client was observed looking out !
i |
i

|

|

|

|

|

|

|

|

]
|
|
| |
i
:
i

Chent #2's bedroom window. At 4:16 p.m., he
. went downstairs and began to look out the dining
: room window. At 5:00 p.m., he wentinto the
i living room and began o call Client #6's name as
* he watched television. After dinner, at 5:57 p.m.,
. he took his dishes o the kitchen after his 1:1
, direct support staff made the request. At6:04
i p.m., he was observed looking out the window
i @gain. At 6:30 p.m., he went into the Wing rcom
| where the other clients were watching television
i and began to look around. Except for the
1 meaitime supports (i.e. instruction to take dishes
| to kitchen), Client #1 was not invoived in
. meaningful activities for the period 2:55 p.m. -

l&:30p.m.

!
" Earlier that day, at approximatety 2:00 p.m., !
' review of the client's program book revealed no

; documented evidence of an altemative activity l
: schedule for Client #1. Even though the facility's l -
Plan of Correction, signed March 2, 2010, stated i
| thata schedule had been developed (completed | J
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 February 5, 2010), interview with the QMRP on | -
; March 5, 2010, at 2:27 p.m., confirmed that the | !
. chient remained without an evening activity ! |
| schedule. !
| 3. On March 5, 2010, at 2:27 p.m., the QMRP |
j slated that Client #2 and Client #6 also remained |
, without activity schedules. |
I
 Previously, the January 22, 2010 survey revealed | !
| that the facility had failed to develop activity : ]
' schedules for Clients #1, #2 and #3. |n addition,
| Client #1 was without an altemative daytime |
: schedule, even though he frequently refused to l
| enter his day program. !
(W 252) 483 440(e)(1) PROGRAM DOCUMENTATION | {W 252}_‘| !
' Data relative to accomplishment of the criteria | i |
: specified in client individual program plan i |
objectives must be documented in measurable ! |
| terms., i !
| ’ |
i ) All staff received training on individual
i This STANDARD is not met as evidenced by: programs and documentation an increase
I Based on observation, interview and recond of monitoring and coaching of these
| review, the facility failed to ensure that data was programs by QMRF and House Manager
; collected in the form and required fmum. for trainings also have increased to twice per
! two of the six clients residing in the facility. month to increased knowledge of the
: {Clients #1 and #8) individual best practices to serve our
. individuals.
: The findings include:
; i
. 1. Client #6 and his assigned 1:1 direct support i
| staff person were observed in the facility on | !
; March 4, 2010, beginning at 2:52 p.m. The 1:1 | |
i | I
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w 252}1 Continued From page 37
t‘supportstaﬂwasmtemewed" i , baginning 4:35
i p.m. He stated that the only training Pfog'amshe[
| worked on with the client were (1) drying himself
i Off with a towel after showering, (2) using a tooth '
|bfushpmperly.md(3)using an exercise bicycie. |

! Beginning at 4:36 p.m., review of the data !
I collection forms in Client #6's program book |
i revealed no cofrelation with the programs that the
" 1:1 had just described. Instead, there were data |
| sheets for documenting the client's: |
; - participation in table top activities; I

{

04D SUMMARY STATEMENT OF DEFICIENCIES 1]
|
|

4
|

! - ambulating on stairs;

| - putting together a multi-plece puzzle;

| - participating in community outings;

i - ball toss with staff and peers, ang,

' - pulling up his pants.

i All of the aforementioned program data sheets
‘ ware blank. _

i

- 2. Similarly, review of Client #8's program book

+ on March 4, 2010, beginning at 4:46 p.m.,

| revealed that staff had not been documenting

: Client #8's behavioral status on the appropriate

| data collection sheet. The February 2010 data

i sheet for the 3 p.m. - 11 p.m. shift evidenced data
| for the dates February 1 - 21, 2010; the remaining |
| 7 days, however, had been left blank. Similarly, |
. the January 2010 behavior data sheet (

| shift) provided data for January 1 - 19, 2010 only:
 the remainder of the month was without data.

' There was no march 2010 behavior data sheet |
: observed in the program book. Client #8's 1:1

I staff indicated that they were without a data sheet
1 for the month of March. {

l The qualified mental retardation professional
| (QMRP) was askext about Client #8's programs
[ and data collection on the following day, at 10:20
|

w252)!
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: &.m. He examined the data collection sheels and |

| acknowledged that staff had not been collecting

Ipedormancedataonmepmgmma Upon further

discussion, the QMRP acknowledged that the 1:1
| staff assigned to provide Client #6 with support
. had not yet received training on the December
12009 IPP goals/objectives.

! Previously, the January 22, 2010 deficiency neportl

i included the following:

i Interview with Client #1's guardian on January 21,

{ 2010, at approximately 4:30 p.m., revealed,
- somefime in June or July 2009, while Client #1
| was outside his home, he bacame aggressive
i and bagan to hit others around him. Further

! interview indicated the client took a while to cakn ;

i gown.

| Review of Client #1's Behavior Support Plan

: (BSP) dated December 10, 2008, on January 21,
1 2010 at 10:30 a.m., revealed "hitting others* and
| “aggression” were two of the client's targeted

' behaviors. Further review of the BSP revealed

| that all incidents of targeted behaviors shouid be
' recorded at the end of each shift. At

| approximately 2:00 p.m., review of tha data

; collection sheets from June 2008 and July 2008,
 tevealed no evidence of targeted behaviors

' (aggression andior hitting of athers}.

! Interview with the incident management
! coordinator and qualified mental retardation
! professional (QMRP) on January 22, 2010, at

| approximately 11:30 a.m., revealed they were not

: aware of the incident.

w 263}! 483.440(fX3)(ii) PROGRAM MONITORING &

|
!
i i
|

|
]
|
|
|
|
|

|
|
|

|

| (W 263)
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1

| The committae should insure that these programs
. are conducted pnly with the written informed

i consent of the client, parents (if the client is a
%minor)orlegal guardian.

; This STANDARD is not met as evidenced by:

| Based on observation, staff interview and record
| review, the Human Rights Committee failed to
[ensureﬂ\atms&icﬁvemmmbeing

! implemented only with the written consent of

I cfienis' court appointed guardians, for cne of the
| four clients in the sampile. (Client #1)

l The finding includes:

|
. |
i Continued From page 39 !
|
|
l
|
i
!

!Cross-rafertow124.1 Observation of the [
' avening medication administration on March 4,
12010, at 1:00 p.m., reveajed Client #1 was

: observex receiving Risperidone 3mg. Interviaw

i with the trained medication employee (TME)

1 during the medication administration, revealed the
| aforementioned medicafions were used o

- address the client's behaviors.

! Interview with the quaified mental retardation l
| professional (QMRP) on March 4, 2010, at 12:20

| p-m., revealed that he had tried making |
- amangements to meet with Client #1's guardian. |
| Further interview on March 5, 2010, at 940 am., |
: revealed that Client #1's guardian would be

' meeting with him that day to sign his consent

| form for his BSP and psychotropic medication.

| At the time of the survey exit at 3:15 p.m.. the
! consent was obtained from Client #1's legal

|

0C2) MULTIPLE CONSTRUCTION
COMPLETED
A BULDING
R
8. WING 0
STREET ADDRESS, CITY, STATE, ZIP CODE
3200 12TH STREET, NE
WASHINGTON, DC 20017
oD | SUMMARY STATEMENT OF DERICIENCEES ) PROMIDER'S PLAN OF CORRECTION . (xs)
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
| DEFICENCY) ]
{W263}| (W 263} |
| CHANGE I
|
l
!

'made aware of any changes to medication
or BSP’s.

S oot I

Consents are obtained for all individuals,
guardians and HRC committee will be

FORM CMS-2587(02-00} Previous Versione Obaclels

!
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1
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| guardian. In addition, there was no evidence that
' Human Rights Committee had determined =
| whether the facility had obtained legal consents |
_ prior to the implementation of restrictive |
 measures. ‘

i
|
{W 263} | Continued From page 40 | w2ey | |
|
i

‘
{

included the following:

i ‘
| Based on observation, staff interview and record

: review, the facility failed to ensure restrictive
| measures were being implemented with the |
. written consent of the client's court appointed | |
" legal guardian, for two of three clients included in
 the sample. (Client #1 and Client #3) I

1
| |
i Previously, the January 22, 2010 deficiency repost : ‘
| |

|

|

| The findings include:

|

i The facility falled to ensure that informed consent
i was obtained from Client #1's guardian prior to

! the to the implementation of his Behavior Support :
| Ptan (BSP).

| Interview with the qualified mental retardation

. professional (QMRP) on January 19, 2009, at

i 8:30 a.m., during the entrance conference

. revealed that Clent #1 had a BSP to address his
i maladaptive behaviors. Further interview revealed
 the client did not have the capacity to give

| informed consent for the use of medications and |
;habilitaﬁonservioes.

i

; The QMRP"s statoment was verified on January

| 20, 2010 at 10:30 a.m., through review of Client

: #1's psychological assessment According to the

' assessment, Client #1 "does not show | i ‘ _
! ]
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{W 263} | Continued From page 41

| competency or intelliectual capacity to make
. independent decisions regarding his habilitation

" with the QMRP during the survey, revealed that
 the client had a court appointed guardian who is

i involved in his habilitation planning and decision

! making process.

i

i Review of the incident book on January 19, 2010,

| two direct care support on October 25, 2009.

1 At the time of the survey, the facility failed to
: provide evidence that informed consent was
; obtained from the client and/or legally authorized
' representative prior to implementing Client #1's
. BSP,
{W 322} ' 483.460(a)(3) PHYSICIAN SERVICES

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

I

_! This STANDARD is not met as evidenced by:

! Based on interview and record review, the facility
: failed to ensure general and preventive care, for

- one of four clients in the sample. (Client #1)

| The findings include:

{ 1. The facility's primary care physician (PCP)
. failed to address Client #1's recommended diet
| change.

| Review of Client #1's medical record on March 5,
| 2010, at approximately 2:30 p.m., revealed a
hutrition quasterty review dated March 13, 2009.

! plans, medicat or psychological issues, residential
| placement or financial matters". Fusther interview |

|
|

at 8:55 a.m., revealed Client #1 was restrained by |

+
!
!
t

{w 322}

i

|
|
|
!
\
|
|
|
|
|
|
|
|
|
|
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{w 322} | Continved From page 42 I

i The nutritionist recornmended to discontinue the
' no concentrated sweets diet. Further reviewof |
the medical record reveated no evidence that the |
PCP had addressed the nutritionist |

' recommendation since the January 22, 2010

! racertification survey.

12. The facility's PCP failed to ensure that Client
i#weceivedanewem-depmshoeas
;reoommendedbyﬂ\epodiah'ist

i On March 5, 2010, at 11:05 a.m., interview with |
' the qualified mental retardation !
" (QMRP) revesied that the podiatrist had not been |
, contacted. The QMRP further stated that there |
| had been no changes made to Client #1's shoes
| since the January 22, 2010 survey. Review of

| Client #1's medical records, at 1:50 p.m.,
conﬁnnedmatﬂweclienlhadnotbeanseenby .

Iﬂ\epodlamstsmoetm.lmuary& 2010 i
, recertification swvey b

!

Prevnously the January 22, 2010 deficiency report
had inciuded the following: [

: 1. The facility's primary care physician (PCP)
| falled to address Client #1's recommended diet

ichange

. Review of Client #1's medical record on January
|2o 2010, at approximately 1:00 p.m., revealed a
| nutrition quarterly review dated March 13, 2009.

' The nuu'ibomstrwomendedbdusconﬂnueme
i no concentrated sweets diet. Further review of
menwdmlmwdmveabdmwdencemmme

PCP had addressed the nufritionist

{wazz}T
|

Person #1 has seen Podiatrist and
corrective shoes are ordered.

|
|
|
|
|
|

|
|
|
|
|
|
|
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{W 322} ! Continued From page 43 I {w 322}

H

" recommendation.

_'I_
i

E i t

' 2. The faciiity's PCP failed to ensure that Client |

| #1 received a new extra-depth shoe as E l

| recommended by the podiatrist. | |

|

' Record review of Client #1 medical records on I l

| January 20, 2010, at 1:30 p.m., revealed a | l

 diagnosis of club feet. The client had been seen | |

| by a podiatrist on May 12, 2009. it was |

. recommended that the facility "call the office if it is i
. time to order new extra-depth shoe." Interview 1
' with the qualified mentat retardation professionat ‘
| (QMRP} revealed Chent #1 wore orthopedic ,
i insoles inside his shoes. Further interview i
| revealed the client needed new shoes and new i
| insoles. The QMRP also stated that he was l
| unaware of the podiatrist recommendation.

{W 331) | 483.480(c) NURSING SERVICES |
|
|
!
|
|

{w 331}

| The faciity must provide iients with nursing |
; sefvices in accordance with their needs. ]

' This STANDARD is not met as evidenced by: |

| Based on observation, interview and record l

i verification, the facility's nursing staff failed to ,

| ensure clients received annual nursing 1
| assessments for one of four clients included in

the sample. ( Ciient #1) |

I

i The finding includes:

iReviewdClientﬁ‘smediwlreeordonMarchS, [
- 2010, at 2:55 p.m., revealed the same annual Nursing assessment for all individuals are
| nursing assessment, dated December 8, 2008, current.

| that was observed during the January 22, 2010 |

i recertification survey. At approximately 3.00 o , |

|
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—
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TAG

(W 331}’ Continued From page 44 |
i p.m., interview with the quasified mental
- retardation professional revealed that he coukd
{ not confirm whether the client had been
! reevaluated and the RN was not available for
: interview at that time. The QMRP examined
! Client #1's record and confirmed that there was
1 no evidence of a current annual nursing
| agsessment,

' Praviously, the January 22, 2010 deficiency
; included the following:
|

| Based on observation, interview and record
verification, the facility'’s nursing staff failed to

: ensure clients received annual nursing
assessments for two of three clients included in |

! the sample. ( Client #1 and #3)

I 1. Review of Client #1's medical record on 1
January 20, 2010 at 1:53 p.m., revealed an !
' annual nursing assessment dated December 8,
| 2008. Interview with the qualified mental

| retardation professional (QMRP) at approximately
| 11:00 &.m., revealed the RN was not available for
' interview. Further interview confirmed the facility

| did not have a curment annual nursing

' agsessment.

I

' 2. Review of Client #3 medical record on January
i 20, 2010, at 1:35 p.m., revealed an annual

" nursing assessment dated December 8, 2008.

! Interview with the QMRP on January 20, 2010, at
' approximately 4:00 p.m., revealed the RN was

| hot available for interview. The QMRP confirmed
| the expired nursing assessment.

I The findings include: \ | 7
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{W 368) | 483.460(k)(1) DRUG ADMINISTRATION | {waes}i | g

| The system for drug administration must assure
i that all drugs are administered in compliance with
_!thephysidan‘sorders.

| This STANDARD is not met as evidenced by: ,

; Based on observation, staff interview and record The n*l_lsmzﬂllj?lser share lhel; area and
 review, the facility falled to ensure that all drugs | !f:lilgtarﬁ? e to QMRP an

. were administered in compfiance with the '
| physician's orders, for one of the six clients
iresiding in the facility. (Client #2)

'
.
1

: The findings inciude:

!

i 1. The evening mecfication pass was observed on -

| March 4, 2010, beginning at approximately 8:00 e
1 p.-m. Client #2 was administered Atarax 25 mg at ordered/

| approximately 6:28 p.m. The next moming, at
* 11:16 a.m., review of her February 2010 :
- physician’'s orders (signed on February 1, 2010} |
 revealed an order to administer Atarax 25 mg, |
' one tablet at bedtime, at 8:00 p.m. At12:30p.m..|
| the client's March 2010 POs and MAR were |
; unavailabie for review. They were locked in the !
| medication closet and there was no one in the i l

I

|

ifacilitywiﬂrakeybopenit

]ltshouldbenoﬁadmatﬂnPhnofConacﬁon.

- dated March 2, 2010, indicated that the facility

| would contact the physician to assure the POs !

- were “correct”

; However, there were no POs or telephone orders i

“in Client #2's medical record that would suggest l
|
|

i
i
{
i

| that the Atarax order had been changed since the
. RN signed the February POs on February 1,
| 2010.

| i 2. Cross-refer to W369. Client #2's physician's
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{W388}§(:on0nuedFmpaga46 ‘ {W 368) ) DM .
I‘ordersreﬂectedSrrﬂ.Rispeﬂdolbbe ProperTREtaTon
: administered at 6:00 p.m. every evening. During | adeinistrarOnd
: the March 4, 2010 evening medication | | -—]- M E subsgquently removed
 administration, the trained medication employee | | from administering
. {TME) was observed to prepare 11 oz. of | Westview |
3 N | :

instead. After he poured the
, medication, however, the TME asked the
, Surveyor for comment. The potential error was
| immeciately brought 1o the TME's attention, and | |
. he subsequently changed the amount to 3 ml., [
| before he administered it to Client #2.

!
I
|

i Previously, the Januaty 22, 2010 deficiency report;
i included the following: |

| Observation of the medication administration on

| January 19, 2010, at 5:45 p.m., revealed the

: trained medication employee (TME) administered
| Client #2, Atarax 25 mg, one tabiet by mouth,

l

| Review of Client #2's physician's orders (POS)

| dated January 2010, on January 20, 2010, at

. approximately 10:00 a.m., revealed an order o

} administer Atarax 25 mg, one tablet at bedtime.

. |
* During an interview with qualified mental
 retardation professional (QMRP) on January 20,
+ 2010, at approximately 10:15 a.m., revealed that
! the client's medications are administered twice a
| day (approximately 6:00 a.m., and 6:00 p.m.).

|

| There was no documented evidence all drugs
| were administered in compliance with the
i physician’s orders. |
{W 369} | 483.460(k)(2) DRUG ADMINISTRATION I
i i |
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{W 368} | Continued From page 47
! The system for drug administration must assure ‘ : X
: that all drugs, including those that are : , |
| self-administered, are administered without error. | '

" This STANDARD is not met as evidenced by:

| Based on observation, interview and record

i review, the facility failed to ensure that clients
 received all prescribed medications without efror,
i for one of the six clients residing in the facility. i
| {Client #2) i

| The finding includes: .

. During the March 4, 2010 evening medication !
. administration, at 6:21 p.m., the trained ‘
| medication employee (TME) was observed |
preparing liquid Risperidone for Client #2. The
TME stated that the client shouid receive 3 ml of !
the medication. He began using a syringe to
draw the liquid from its original bottle (with the
pharmacy label) and placed it in a small, clear

' plastic medication cup. After several draws, he
examined the amount in the cup, said there was
too much, and then removed some of it from the
. medication cup, using the syringe. After further

| examination, the TME indicated that he had
 finished, then tumed to this surveyor and asked

* for an opinion. Observation revealed that there
was 11 ml of Risperidone in the medicine cup.
The discrepancy (11 mi v. 3 mi) was immediately
: brought to the TME's attention.

' The TME pointed to the graduated
markings/measurements on the syringe, which
showed that the maximum measurable dose was
“3 ml. He then drew 3 ml of Risperidone into the

i syringe from the medication cup, poured the !
' remainder into a large plastic cup, and then
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{W 369} | Continued From page 48 {W 369)
emptied the 3 mi syringe back into the medication All medication is now administered by
cup, for administration %o Client #2. The TME leensed nurses. They are monitored.snd .
. stated that he had planned to administer only 3 fjssd RN .

"mi. Howevar, the pouring techniques observed,
, and comments made during the preparation

| process were not consistent with that

|

l

lPre\nously the January 22, 2010 deficiency % .
reportncludedlhebllowmg ; i

: Observamﬂ of the medication administration on
: January 19, 2010, at 5:40 p.m., revealed Client #3
" was administered two tablets of Reglan 10 mg.
i Comparison of the medication administration
1 observation and the physician orders dated
January 2010, on January 20, 2010, at
approximaiely 9:00 a.m_, revealed that the client
was ordered Reglan 10 mg. Interview with the
i trained medication employee Indicated that the
. cient received two tablets of Reglan equaling 20
. mg. The RN was not available during the survey
| to clarify the client's medication regime.
{W 390} : 483.460(m)(2)(i) DRUG LABELING ;  {W 380}
i

The fagility must remove from use outdated
idrugs. .
| , .

N | | A w-2(2
; This STANDARD is not met as evidenced by: |
On March 4, 2010, the evening medication pass |
was observed from approximately 8:00 p.m. - '
! 8:51 p.m. The medication closet was locked and ; |
inaccessible on the following day, therefore, ' :
: complance with this regulation could not be

. determined. it should be noted that the facility's

' Plan of Correction, dated March 2, 2010, 1
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{W 390} | Continued From page 49 (w390} | have
. indicated "all expired medication was disposed All expired medications has been disposed.

: and replaced with unexpired medication” effective |

! January 22, 2010. “," %% U; g

| |
| Previously, the January 22, 21010 deficiency EL F"‘ ?j{

1

| report included the following: ‘

|

| Based on observation, interview and record
raview, the facility's nurse failed to remaove from i
use, out dated medications, for two of six chents

residing in the facility. (Clients #4 and #5)

| The findings include:

|. a. OnJanuary 22, 2010, beginning at 10:50 am.,
! during an environmental inspection, a tube of

- Mupirocin urg/Fiuocinide was observed in Client

| #4's topical storage box. The label on the tube

i had an expiraﬁondataaofoeoember'l.zoos. The!
l House Manager on duty at that time reviewed the
i!abglandmnﬁnnedmatmmmaﬁmhad ;

' b. Similarity, on January 22, 2010, beginning at

. 10:50 a.m., during an inspection a tube of

' Desoximetasone oiniment 0.25% was observed

| in Client #5's topical storage box. The label on
the tube had an expiration date of December 7,
2009. The House Manager on duty at that time

! reviewed the labe! and confirmed that the

| medication had expired.

| Al the time of the survey. there was no evidence
that the facility's nursing staff ensured that

| @xpired medications were removed from the

iciiems' supplies after the expiration date. I
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(W 440) 483 470()(1) EVACUATION DRILLS

- The facility must hold evacuation drills at least
iquarteﬂyforeachshiftofpersonnel.

! This STANDARD is not met as evidenced by:
. Based on interview and record review, the facility
i failed to hold evacuation drills at least quarterly
j for each shift of personnel, for one (1) of the three '
i(a)shiftsofdutyteviewed. ;

 The findings include:

- After the January 22, 2010 survey, the facility ’
 submitted a revised schedule of five drills for \
| calendar year 2010. The Plan of Correction, ,
dated March 2, 2010, indicated that drills would |

be conducted monthly, with a completion date of |
February 15, 2010. .

1. On March 5, 2010, beginning at 12:08 p.m.,
review of the fire drill log revealed that the most !
;recentevacuaﬁondﬁlconducﬁadonmacmpm.;
. - 11:00 p.m. shift was documented on

- 20, 2009. However, review of the 2010 schedule
reveaied that an evacuation drill should have

: been conducted "within the first 10 days” of

' February 2010,

2. The most recent drill that was documented for
| the 11:00 p.m. - 7:00 a.m. shift was heidon
| September 12, 2009 (aimost 6 months earfier).

' Previously, the January 22, 2010 findings

{

| Interview with the Qualified Mental Retardation
|

{W 440}

Tacbasd VIL.

Fire Drills have been conducted and will
be conducted at least once a month
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w 440} Continued From page 51
Professional (QMRP) and review of the staffing
{ pattem on January 21, 2010, at 3:40 p.m.,
: nevaaled the following stafing pattern:

Sunday - Saturday

i 7:00am. - 3.00 p.m;

| 3:00 p.m. -11:00 p.m; and
:11:00 p.m. - 7:00 am.

" Review of the fire drill log revealed that the 7:00
“a.m. - 300 p.m. shift last fire drill was held on
: October 11, 2009 and the 3:00 p.m. - 11:00 p.m,,
shift, last drit was held on September 20, 2009,
and the 11:00 p.m. - 7:00 a.m., shift the last dril
was held on September 10, 2009. interview with
| the qualified mental retardation professional
| (QMRP) on January 21, 2010, at approximately
: 4:30 p.m., indicated thata schedule was
'! developed and the staff failed to hold fire
 evacuation drills on the assigned dates.
{W 455} ! 483.470{1)(1) INFECTION CONTROL

| There must be an active program for the
! prevention, control, and investigation of infection
; and communicable diseases.

I

| This STANDARD is not met as evidenced by:
Based on obsesvation and interview, the facility

| faited to ensure proper infection control '

iprooeduresformedmmdnentsr&sidingin

i the facility. (Client #1)

i The finding includes:

: Observation on March 4, 2010, at 3:55 p.m,,
revealed that the 1:1 direct support staff asked

| Client # 1 to sit at the table for snacks. Client#1

| was observed eating a half of a cheese sandwich

I

{W 455}

i

. All staff have received training on
Universal precaution by QMRP and
Nutritionist. Staff will be monitored
during mealtime to agsure the practice of
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{W455}‘ Continued From page 52
- with his hands. Client #1 was not observed to be .
asked to or independently washed his hands prior
| to consuming his sandwich dinner.

1

| Observation on March 4, 2010, revealed the

! nutritionist posting memo for infection training on
. the living room door. Interview with the nutritionist
" revealed that he had an in-service training on
iinfecﬁonoonh'olscheduufcrstaﬁonmﬁ.

: 2010. :
;ﬁleremnoevidenoemaproperinfecﬁon
1oonuolproceduresmimplemnhd prior to the
i client having snacks.

1

! . -
] 1
i

!

1

| Previously, the January 22, 2010 deficiency report
; included: "

| 1. Evening observation on January 18, 2010, at
1 5:30 p.m., revealed the direct care staff was
removing chicken from the bone and placing
chicken on Clients #1, #2, #3, #4, #5 and #6
 plates, with the use of gloves. Further

| observations revealed the direct care staff
opening a dirty trash can wearing the same
gloves she wore to handie the chicken.

: Review of the training reconds on January 22, 4
: 2010, at approximately 11:00 am., revealed that
staff was trained on infection control on May 7,
2009. '

Interview with the house manager on January 22,
2010, at approximately 11:30 am., revealed that
hand washing was required when handling food.

i ;

{W 455}
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There was no evidence that proper infection
controt procedures were mnplemented during
dinner preparation. -

| 2. Observation on January 18, 2010, at 6:00

! p.m., revealed that Client #1, #2. #3, #4, #5, and
- #6 at the table being served dinner {chicken,

; mashed potatoes, mixed vegetables and com

i bread). None of the clients were cbserved to be

{W 455}

'; Review of the training records on January 22,

: 2010, at approximately 11:00 a.m., revealed that
i st:ffwas trained on infection control on May 7,

- 2008.

: Theremsnoevidencetlwatpfoperinfection
control procedures were implemented prior t0 the
clients having dinner.

| (w458
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a oooy INITIAL COMMENTS

! A revisit was conducted on March 4, 2010 and
March 5, 2010, to verify the facility's compliance
with deficiencies cited during the January 22,
2010 licensure suivey. Three out of three
Ilasiden!sremainetlintmsampladresiclemiai
;poqutabonﬂomheplevioussuwey. A fourth

' rasident was added fo the sample. The findings
ofthes_urveywrebasedonobsewaﬁonsmthe
home, interviews with residents, direct care staff,
administrative and nursing staff in the home, as
well as a review of the clinical, administrative, and
hd:il:ahon records, including unusual incident
reporis.

The revisit resuited in a determination that, even
though the facility had made some progress in
addressing the deficient practices cited in the
January 22, 2010 report, there were continued,
unabated deficiencies, as evidenced in the report
that follows.

{1 136} 3505.5 FIRE SAFETY

| Each GHMRP shall conduct simulated fire dris in
| order 10 test the effectiveness of the pian at least
ﬁour(ﬂﬁmesayearfweaduhm.

| This Statute is not met as evidenced by.

| Based on interview and record review, the facility
failed 10 hold evacuation drills at least quarterty
for each shift of personnel, for one (1) of the

| three (3) shifts of duty reviewed.

The findiings include:
! After the January 22, 2010 survey, the facility

submitted a revised schedule of fire drilis for
calendaryeerjz‘ow. The Plan of Comrection,

p138)

(X4} IO SUNMMARY STATEMENT Of DEFICIENCIES PROVIDER'S PLAN OF CORRECTION
PREFIX : (EACH DEFICIENCY MUSY BE PRECEDED BY FULL png-‘lx {EACH BE l OGgLnETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

{1 000}

|
A fire drill has been conducted on each shift 1
during the month of March and April to bring us |
into compliance with the quarterly fire drill _
requirements. A fire drill schedule has been i
developed and a shift supervisor has been ;
assigned to be responsible for instructing staff
each month to perform their fire drills each
month. Each shift will perform fires drills at

least four times per year. A fire drill review
sheet has been developed and placed in the
front of the fire book. The Environmental
Manager and the QMRP will monitor and sign
off on the fire drill review sheet each month to
ensure proper oversight is being provided.(See
attached forms) |

oot LML D

PPLIER REPRESENTATIVE'S SIGNATURE

(%8 DATE

(Lfsckni ¢4/ (o

cov212 T & colinuation sheet 10f 42
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{1 136}} Confinued From page 1

: dated March 2, 2010, indicated that drils would
 be conducied monthly, with & completion date of
February 18, 2010.

1. On March §, 2010, baginning at 12.08 p.m.,
review of the fire diil log revealed thet the most
. recent evacuation drll conducted on the 3:00
{nm.-ﬂ:mp.m.mﬂmon

| Seplember 20, 2000. However, review of the
iMBMMMMMﬂ

2. The most recent crill thet was documented for
;lnﬂ:ﬂbp.m-?:@a.mdﬂulludon
| September 12, 2009 (smost 6 months earier).

Previously, he January 22, 2010 findings
included the following:

Intarview with the Quaified Mental Retardation
Professional (QMRP) and review of e staffing
| patiem on January 21, 2010, st 3:40 pm.,

| revesied the following staffing patier:

- Sundey - Seturday
7:00am - 3:00 pm.;

' 3:00 p.m. ~11:00 p.m.; and

! 11:00 p.m. - 7.00am

* Review of the fies dril log revesied thet the 7:00

' am. - 300 pm shiftlast fre drik wes held on

i October 11, 2000 and the 3:00 p.m. - 11:00 p.m.,
shift, last dril was held on Septamber 20, 2008,

; and the 11:00 p.m. - 7.00 a.m., shift the last drl

' was heid on Seplember 10, 2000. interview with

the quatified mental retardelion professional
(QMRP) on Junuary 21, 2010, st spproximalely

{1138

i
2. A Fire Drill for the 11:00 PM ~ |
7:00 AM shit was conducted on |
03/31/10 and the next firc drill will be : 7
conducted on or prior to 06/31/10, |

meoting the o lcast
datedd 0323 1/10)

Quarterly "

requivement. (S altavhed Fite Lrill /f

7-3 7
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; |
{1 135} : Continued From page 2 {1 135}
| 4:30 p.m., indicated that a schedule was
| developed and the staff failed to hold fire !
| evacuation drills on the assigned dates. i
|
{1 189y 3508.7 ADMINISTRATIVE SUPPORT {1189 Tag: 1189

Each GHMRP shall maintain records of residents
_E’ funds received and disbursed.
{ This Statute is not met as evidenced by:
: Based on staff interview and record review, the
) | facility failed to account for all regidents’ funds
that were being managed by the facility on their
behalf, for three of the six residents reskling in
| the facility. (Residents #4, #5 and #6)

The findings include:

i On March 4, 2010, at 12:26 p.m., interview with
! the qualified mental retardation professional
(QMRP) revealed that the facility had audited the'
accounts of Residents #1, #2 and #3 and
determined that $2,631.70 (total) could not be
accounted for those 3 individuals. He then
| presented three photocopied deposit slips, and a
: company check for said amount, dated March 3,
2010. When asked about the other 3 residents
| whose accounts were being managed by the
'fadlily.HnQMRPsuadmatResldentsﬂ,#S

and #6's accounts had not yet been audited.

iwmm.aammezosp.m..u\e
;modentmanagemartcootdim(IMC)
presented three bank receipts as evidence that
the residents' funds had been redeposited into
their accounts. Dates on the receipts indicated
_thatmedeposithadbeenmadeonm4.
i 2010, which was confirmed by the IMC. The IMC
dspoonﬂnnadmunanoounummgedbym
facility on behalf of Residents #4, #5 and #6 had

An audit of residents #4, 5&6 has been
completed. Any monies that are owed to these
individ uals will be redeposited into their
accounts. A new process has been put in place
to ensure that there is better oversight over the
funds of the individuals we serve. A
reconciliation form has been formulated to
assist with proper documentation. When a
request is made for funds the QMRP must sign
off on the request. Al staff that has the
responsibility for making purchases for the
individuals will be trained regarding the new
process for requesting funds. All receipts and
left over funds must be returned within seven
days of request. The QMRP or House Manager
will be responsible for checking the receipts and
purchases that are made. The form will be
completed by the Business Office Assistant once
the receipts and left over funds are returned.
Should receipts and monies not be returned
within the allotted time it will be reported to
the Business Manager and further action will be
taken until the reconciliation of prior requested
funds. (See Attachments)

Health Regulation Administralion
STATE FORM
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{1189): Continued From page 3 {1 189}

-notyetmcewedsknﬁaraudismd.mfom.m ;
istatusofmmMNemsidenB'persomlfunds i
| remained unknown.

Previously, the January 22, 2010 survey revealed
5matmefadﬂtyfallednensumasystsmhad

| been implemented to maintain a compiete
accounting of residents’ personal funds, for three
of the three residents in the sample. (Resident
#1, #2 and #3) as follows:

Interview with the qualified mentai retardation !
(QMRP), house manager (HM), ;

i administrative assistant ald and review of the
! facility's financial records on January 21, 2010,
| beginning at 12:40 p.m., revealed that the faciity
| assisted Residents #1, #2 and #3 with .
| maintaining their finances. Contiaued Interview i
' and record review revealed that the residents :
 received Supplemental Security Income (SS1) in
 the amount of $70.00 per month.

: a. Resident #1's bank statements were reviewed
%mnhmawzoosmmhomwzoosmd
| revealed the following withdrawals:

- January 13, 2009, in the amount of $60.00;
i
| - February 15, 2009, in the amount of $20.00;

3

- February 25, 2009, in the amount of $160.00;
| - March 24, 2009, in the amount of $70.00;
- . March 30, 2009, in the amount of $40.00;

- May 2009, (statement did not reflect exact

Hoalth Regulstion Administration
STATE FORM - czm212 ¥ continuation sheel 4 of 42
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{Hu}.{mFmpqpa

- not yet received similer sudits and, therefore, the
+ gtatus of those three residents’ personal funds
§m||m

Previoualy, the Janusry 22, 2010 survey reveslad
; that the faciity falled 1o ensure a sysiem hed
been implemeniad fo maintain a compisie
acoounting of reaidents’ personal funds, for three
of the three resicients in the sampls. (Reeident
#1, 82 and #43) as follows:

Interviow with the qualified mental retardation
professional (QMRP), house maneger (HM),
administrative sesistant aid and review of the
faciity's financlal recorde on January 21, 2010,
beginning st 12:40 p.m., revealed that the facility
aesisted Residents #1, #2 and %3 with
maintaining their finances. Conlinued inlerview
| and record review revesiad that the residents

: received Supplemental Securlly income (851) in
* the amount of $70.00 per month.

| 8. Resident #1's bank sistements were reviewsd
1 fram January 2000 December 2008 and
Imum

* - January 13, 2009, in the amount of $80.00;
!-m-yw.m.humdmm.

- - Februsry 25, 2009, in the amount of $160.00;

- March 24, 2000, in the amount of $70.00;
_--mao.m.nu-mnam.om

- May 2000, (statement did not reflect exact

- ——
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{1 189} : Confinued From page 4 {1188} |

. date);

- June 2009, (statement did not reflect exact
idate);
: - August 7, 2008, in the amount of $360.00;

| - December 10, 2009, in the amount of $24.50;
| and
|

! - December 28, 2009, in the amount of $200.00.

i_TherewonqreceiptsforMaforemenﬁomd
| withdrawals.

b. Resident #2's bank statements were reviewed
from December 2008 through December 2009
and revealed the following withdrawals:

. December 1, 2008, in the amount of $340.20.
! There were 1o receipts,

- February 5, 2009, in the amount of $20.00.
There were no receipts;

- March 30, 2008, in the amount of $25.00.
There were no receipis;

- May 6, 2009, in the amount of $45.00. There
. WBre no receipis,

- June 11, 2008, in the amount of $210.00. There
were no receipts; and

: . December 28, 2009 in the amount of $200.00.
| There were no receipts.

c. Resident #3's bank statements were reviewed
from January 2008 through December 2009 and i
| revealed the following withdrawals: i
Hoaiih Raguiation Administration
STATE FORM e czv212 ¥ continusation sheet 5 of 42
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CORRECTIVE ACTION SNOULD 08 COMMLE!
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{1 189): Continued From page 4 {1 100y
. date);
- June 2009, (stasterment did not reflact exact
daie);

i = Auguet 7, 2000, in the amount of $350.00;
Wi&ﬁﬂ.hhlﬂﬂdm

- December 28, 2000, in the amount of $200.00. '
i

| Thera were no receipts for the aforamentioned O-iu =

i withdrewale,

| b. Resident #2s bank stetements wers reviewed FATRDTE
from December 2008 through December 2000 DU LU0+
o e follown 250U +

- Docamber 1, 2000, in the amount of $340.20. 45 -4y +
| There were no recsipls; 21000

- February §, 2000, in the amount of $20.00. 200 -00G =~
Thers were no receipls; : 006

mnmnuwam
anom

--mqm.mu-mamm There
. WIN® O receipls;

- June 11, 2000, in the amount of $210.00. There
Wre N receipis; and

- Dacamber 28, 2000 in the amount of $200.00.
Thlmmnom

oalth Faguistion Awrisvelion
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{1189} Continued From page 5 (1 189}
|
- January 13, 2009, in the amount of $117.00.
There were no receipts;
' - February 25, 2009, in the amount of $200.00. i
: There were no receipts; !
- February 11, 2009, in the amount of $260.00.
| There were no receipts;
| - March 30, 2009, in the amount of $60.00. ‘
. There were no receipts; and
- April 10, 2009, in the amount of $60.00. There
were no receipts.
iAtthebmaofmesurvay the facitity failed to
: ensure a complete accounting of the residents
personalfundsbypromgmdencematjusﬂﬁed
the aforementioned withdrawals.
Q 203,.: 3509.3 PERSONNEL POLICIES 1203 Jotentials employees are requested
.o provide a current health certificate
Ea@wmsorduﬂdimﬂleoonhentsofpb $ . . .
| descriptions with eac! \oyee at the beginning prior to hire. St.aff is .requ:red to
empioyment and at least annualty thereafter. complete an orientation. If the health
. certificate has not been received upon
;hai:ed on mm%:mi reviewblii"ue the completion of orientation they cannot
Group Home for the Mentally Relardabd Persons start employment until received. To \
. job s for i for I (12) ens.uret atall job escnptfons are
' of the thirty (30) staff. Py reviewed on an annual basis a staff
meeting will be conducted the
The finding includes: beginning of each year and the job
interview with the qualified mental retardation descriptions will be reviewed and
| professional (QMRP) and review of the GHMRP's signed to ensure compliance. To
.| personnel files conducted on January 21, 2010, . .
beginning at 10:00 a.m., revealed the GHMRP prevent staff from having expired

Health Reguation Adminisvation
STATE FORM
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- January 13, 2000, in the amount of $117.00.
There were no receipte;

- Fabruary 285, 2009, in the amount of $200.00.
Thera ware no receipts;

- February 11, 2000, in the amount of $260.00.
!Thmmmm

i
i-mao.zom.hunmduom
: Thare wers no receipts; and

| - Apei 10, 2000, 1n the amount of $60.00. Thare
were no receipls.

|
A the time of the survey, the faciilly felled i
!mammdhm

m

{1203} 3600.3 PERSONNEL POLICIES

employment and at lsast anntially thereafier.

This Statule s not mal as evidenced by:

Based on inlerview and record review, the the
Group Home for the Relardaled Persons
b T
 of the thiry (20) sefl. @

The finding includes:

interview with the quaified mantsl retardation

professionsl (QMRP) and review of the GHMRP'S

personne| fles conducied on January 21, 2010,
at 10:00 am., revealed the GHMRP

{1209
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{1203} Continued From page 6 {1203} | health certificates a tickler system has |
failed to provide evidence that the facility been put in place. The system will be
| discussed the contents of job descriptions with all monitored by the QMRP and Human |
; staff. it :;?ung?:amdpgﬁt ﬂwepmeng tweive Resource? on a quarterly basis. Tt.\e ‘1}
! 'ofmm“w rty staff escri system will alert them 90 days prior to l
! any empioyee or consultants’ health i
{1 206 3509.6 PERSONNEL POLICIES {1208} certificate expiring. A letter will be
| Each employee, prior 1o employment and given to staff and mailed to consultants
annually thereafter, shail pmvude a physician ' s informing them of the need for an
certification :::t tl?at wmygyl :ar?eabell: atolus updated health certificate. if they do
wouiid aliow him or her to perform the required not comply they will be removed from
duties. the schedule until compliance is met.

" This Statute is not met as evidenced by: -
_ There was no evidence prasented that additional See Tag: 1203
| health inventories/certificates had been obtained

since the January 22, 2010 licensure survey.

Previously, the January 22, 2010 deficiency
! report included the X ,

i Based on interview and record review, the Group

. Home for the Mentatly Retardated Persons

: (GHMRP) failed %0 ensure that each employee,
|priortoemploymemandamudlymem,
provided evidence of a physician's certification
that documented a health inventory had been

, and that the empiloyee's health status
!woulddlowhhorher\operbnntmraqum

| duties, for twenty five (25) of the thirty (30) staff,
 six (6)of the ten (10} consultants and two (2) of

| two (2) registered nurses.
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Each fraining program shail includs, but not be foliowing the orientaton, with
miiad (o, the folowing: wﬂ:ﬂm:tn of participants, :,
casure pewly hired :
(d) Emmrgency procedures I.'ﬂ.ﬁ. ;m Wained in emerpeouy m
Halmich mansuver, disaster plans and fre ity e yorking with the
Svacustion plans; . prrd
This Statute is not mat as evidanced by ﬂllllphhho;ﬂ.uﬁg;’:i:
Based on the GHMAP fallad b enaure card. Should & staff pormow fuil o
that afl siaif received (raining andior ceniicalion atend tho scheduled hed
in cardioputmonary resusciialion (CPR) and Firet will
Ad. be responsible for the
: w:ouﬂu&wfn within thirty after |
finding includes: scheduled truining session and/or
:m before ﬂ‘l;ifhcm vertification
; On March 4, 2010, ot 11:40 he quailied ®pires. ‘s does not occwr, the
_wm stafT person will bo removed from the
signabwe shasts of in-eanvice hatwes mmlmufﬁﬂmhh
provided for staf¥ since the Jenusry 22, 2010 : sabmitted,
fcansum suwvey. Revisw of e documents,
howsver, revenied no evidence thet any of e This peactics will bo condocwed in
proviously-idenilied stalf hed recelved CPR . coordinetion with the QMRP,
' ;wmmuz&mmu Resideatial Mmger, snd the fTamgn =
lﬁm-r.l-um Rowaros personsel. -
- cagn ¥ axsiinuntion shest § ¢
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'ipersonnalmreunablouolocateevidencedsaid
i training before the survey ended on March 5,
1 2010.

Previously, the January 22, 2010 deficiency
report included the following:

Based on record review, the Group Home for
Mentaliy Retarded Persons (GHMRP) failed to
have on file for review current training in

! cardiopuimonary resuscitation (CPR) for fifteen

| (15) of the thirty (30) staff and current training in
 first aid, for twenty one {21)of the thirty (30) staff.

| The finding includes:

! Review of the personnel and training records on
i January 21, 2010, beginning at 10:00 a.m.,

| ravealed the GHMRP failed to provide

| documentation of staf training in CPR, for fifteen
| of the thirty staff and current training in first aid,
 for twenty one of the thirty staff.

{1 201} 3514.2 RESIDENT RECORDS

. Each record shall be kept current, dated, and
signed by each individual who makes an entry.

This Statute is not met as evidenced by:

Based on record review and interview, the Group
Home for Mentally Retarded Persons (GHMRP)
falled to ensure that the primary care physician
(PCP) consistently noted the date on which he
made entries into residents’ records.

' The finding inciudes:

Employees were trained in CPR and First Aid
on May 10, 2009. For new staff that have not
received CPR and First Aid a training a has
been scheduled prior to April 8, 2010. Prior to
May 10, 2010 training will be scheduled to
ensure CPR and First Ald cards do not expire.
Training in Disaster and evacuation plans will
be conducted prior to April 9, 2010. To ensure
compliance in the future an annual In-service
training schedule will be established and
adhered. The QMRP will ensure that all
training required training are conducted and
scheduled in a timely manner to ensure all staff
receive the necessary training. In-service sheets
will be signed by employees to ensure compliance.
Make up in-services witl be provided for ali staff
to ensure compliance.

{1291} 1
The Nursing Coordinator in conjunction with the |
QMRP will review the notes written in the Medical -
Records upon notice that the Primary Care !
Physician has completed his book review and

documentation to include PQ’s.
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FORM APPROVED
(X1) PROVIDERISUPPLIERICUA ((2) MULTIPLE CONSTRUCTION W’gsgﬁs"‘f"
DENTIFICATION NUMBER: A BULDNNG o
8. wne 03/05/2010

STREET ADDRESS, CITY, STATE, 24 CODE

3200 12TH STREET, NE

WASHINGTON, DC 20017

DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION o)
m (EACHEHCIENGYIIJSTBEFRECEEDBYF&L PREFIX WWNEMTDNWBBE w
TAG REGUIATORY OR LIC \DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY) :
{1281} Continued From page 9 {291} :
" On March 5, 2010, at approximately 12:25 p.m. The Physicians orders for March 2010
| review of Resident #2's medical chart revealed . for each individual are signed and |
iMﬂ\QPCPhadiniﬁaledbmnotsignedthe . PO’s wi
; February 2010 physician's ord (POS). Afew attached for .rewew. The. s W.l"
| minutes later, the qualified mental retardation be made available for all inspections. |
; professional examined the POs and W:d A key will be available in the facility |
I mi:; Pvgrem in o::,m* .r ' , And designated personnel will have i
| records. [Note: The resident's March 2010 POs " knowledge of key location. Anew |
i grmavaila:le for ‘:":’”— mmo""::d 1;»“0 Nursing Coordinator has been ‘
i facility with a key o open it] Identified and will be hired. The
QMRP and the Nursing Coordinator '1 i

will monitor all medical entries for \

E
,!
!i the individuals.
' Previously, the January 22, 2010 deficlency

i report revealed that the facility's nurse failed
: ensure that the residents’ quarterly nursing

| completing the assessments, for two of three o
1 residents included in the sample. (Residents #1 The incident report for resident #1
! and #2) Has been completed and is available
i for review. inci
1379) 3519.10 EMERGENCIES gate | o oaow: (See attached incident
eport) The IMC has been retrained
“In ;‘ddgﬁn o tt:‘;qmﬁng un:qumtent in 2?19.5. by DDS on Incident Management
ea MRP noify ; .-
| H * Health Facit fsion of any ot © policies and procedures. The IMC is
\ unusual incident or event which substantafly fully aware of the agencies that should |
interferes with a resident * s health, welfare, living receive notificati allinci
, o an £ wel being or In any way o ation of all incidents, A b
i places the resident at risk.; Such notification shall raining was provided to the staff on
| be made by telephone immediately and shall be March 26, 2010 by the IMC on reporting 1
: fdm_‘f’ol:llr’ &m’mwmwnext‘ w'wgrkmday mcnde_nts. Westview has hired someone \
. bwenty ) to assist the IMC to put incidents in the ]
| system and report them in a timeline 1
as required. i

| This Statute s not met as evidenced by :
mm on '
" cZm212 # conSinualion shest 10 of 42
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Deperiment
’oﬂ-lu!h Februsry 1, 2010 allegation of
mm;wm byastefl. The
: was reporied 10 the Department

, Based on interview and record review, hlho
mmﬂohmmm
- (GHMRP) falled 10 ansure resident 10 resident
mistresiment and injuries unknown origin were
reporied immedistely ©© the administrator or ©0
mmmmwmum
DCMR, Chepler 38, Section 3510.10), for two of
the six residents residing in the facility. (Reeident

The Incident Reporl for Renident
#lwes compiotod and is avaflablo for
review. (Noc attached Incident and
Dvestipgtion Reporis)

ANl staff will be rerminod on Tncidont
Mmqumuﬂloim!udv repocting amd
p docu of the incident. The
gr\n Westivew, Inc.'s IMC i fully aware of

FORM APPROVI
e R
HIFD3-0083 W 03/00/2010
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, 2P CODE
3209 12TH STREET, NB
WESTVIEW o1 WASHINGTON, DC 20017
[T SUMMARY STATEMENT OF I w PROVIDERS FLAN OF CORRECTION | om
T} mm&mun—-wm : "15' mmmmuw ;%"
i DENCIENCY)
(376} Continued From page 10 4379
'Thu-mmmm
' of sbuse, neglact, or injuries of uninown origin
| Envstpetors were n 10 GHMRP on
were on
22, 2010. They ivesiigaind two sllagations of 1
IMMMMhMﬂd i
Februery 2010 (afier the Jenusry 22, 2010
recertification swvey). investigators determined

#1 and R2) mbmmi;umuwc?
. the polici g
'mmm an IMC. 2od ™ °
+ 1. Raview of the facilly’s incident reporis and 1. W
on IMCA;:I‘:* the Westview, Inc.'s
: 18, 2010, bagiing #18:56 a.m., revesied the Administrxtor of tie lllepd: et
'm | rogarding Rosidont #1,
STATE FORM - ‘coz ¥ coninustion shest 11 of 4
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FORM
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gmorm o o :aumm poalddpsin
HPD93.0083 i m:nm
NAME OF PROVIDER OR SUFPLIER STREET ADDREDS, GITY. STATE, 2P CODE
2200 12TH STREET,
WESTVIEW o1 WABHINGTON, DC 20017
o | SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION om
Frar DEMCIENCY PRECEDED CORRECTIVE ACTION SHOULD BE COMPLETE
TAG %mum‘gmﬁ% "1%“ &mmumn OATE
{8 379); Continued From page 11 g3%
On Auguet 27, 2009, at2:00 p.m., the Incident
Managemaent Coordinator (WIC) receivad a |
phone call from Department of Dissbilties i
ot 2:00 mﬂt:nmw
; 8 2:00 p.m, - The Westivew, Tne,"s IMC is fully
T vttt Sy o o ot was wwars of the noficaon poices and
"acting out’, grabbad @ stalf and in retum the staif| ;"“meﬁ?‘mﬁuw; |
| umad force i relases himee. Administrasor ls nocified immediasely
An interview was conductad with the IMC on oflny.ll}cyﬁouof.ahue,naglector
. January 10, 2010, st approximalely 10:45 am., other incidents regarding all residents.
lmmmmdﬂng::mbhm e Wemion. 1 e il
incident report. According nolification estview, Inc.’s wi ‘
section of the investigaiive report revesied thet continuo t reccive angoing training on |
the adminisiretor was notified on August 28, the policics and practicos roquired of (
2008, at 2:45 p.m., (24 hours afier the phone an IMC.
cl}Fwﬂn:fmmﬂn:de e .
sllegetions of abuse shouid be reported 10 ep s . .
2. Said incidonts reganding Resident
administrator, immediately. 2w ¢ iavesti A
2 muzgrwmmmum - dosumentcd, and P Imm‘; 3:
leoi'ﬂol:oﬁlm M:thﬂ::m Administraior. (Nee  altacded
mistreatment and injuries of unknown origin: lvestigation Roport)
a. On December 18, 2000, st 6:50 p.m. the
registersd nurse (RN)noted thet Resident #2
sustained & bite 0 her right lower arm by
Reesident i,
b. On September 14, 2000, the RN nolad 8
round brulse on Resident #2's right foreerm.
| ¢. On June 27, 2000, the RN noled a feding e
;memnm
! d. OnAprii 28, 2000, the RN noted thet she
received a page from e faciily st 8.45 am. The
RN wes spprised of @ brulse on Resident £2's
Administeion
STATE FORM o coe1z f contirustion shest 12¢74
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PREFIX |
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PREFIX
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NCY)

0379).

! left forearm. The RN further noted that she had
: assessed the resident's vital signs, placed ear
: drops in her ears and provided nail care on either

fAninhMewwascondumdeme RN on
i January 21, 2010, beginning at 1:15 p.m., via
. telephone, The RN was aware of the bite

| incident reporting procedures. The RN sialed, “If
* & resident receives an injury of unknown origin,
: the direct care staff shoukl report the injury of

- and complete an incident report.

' that revealed she was not aware of the injuries of
unknown origin for Resident #2.

{1401}

Health Raguiation Administration

STATE FORM

Continued From page 12

arms. Upon arrival to assess the resident, the
RN observed a large ecchymosed area on her

April 25, or April 28, 2009, and did not note any
bruises or made aware of any incidents that had
taken place.

incident, however, the other aforementioned
bruises were noted during visits to the facility.
Inguiry was made of the RN, about the facility's

unknown origin o the QMRP or House Manager

An interview was conducted with the IMC on
January 18, 2010, at approximately 10:45 am.,

At the time of the survey, the facility failed
provide evidence that the administrator had been
notified of the aforementioned incidents.

3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall include both diagnosis
and evaluation, including identification of
developmental leveis and needs, treatment
seMcu,aMmdesignedbpmem
deleriot:ﬂonorﬁnﬂ’uerlwsdfunchon by the -
residen

{1378}

other nursing personnel.

{1401}

12/09/09(See attachment)

The RN will be required to follow
up with Westview's IMC regarding|
any reports or allegations of abus_e‘
or neglect from staff to the RN or |
any bruises or marks on any
individual observed by the RN or |1

A psychological assessment was
Completed for resident #1 on

|

j

- CIM212
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: . ‘ DEFICIENCY)
{1 401}} Continued From page 13 {1 401}
| This Statute is not met as evidenced by: " The psychological assessment has
. Based on observation, staff interview and record : : : ,
. review, the faciity failed to that residents been filed accordi.nglv in resnc.ient #1's o
'l received comprehensive functional assessments, ISP record for review by cutside agencies 1
; for three of u:’rzm m:sm in the sample. as well as Westview, Inc.’s personnel. In 1!
' (Residents #1, 42 and #3) the future all required assessments will be |
- The findings include: kept current and placed in the ISP records. ;I

I 1. On March 5. 2010, at approximatsly 2:40 p.m. This will be monitored by the Quality i
l interview with the quatified mental retardation Assurance. !
{ professional (QMRP), followed by a review of

" Resident #1's records, revealed no changes

1 made since the January 22, 2010 survey findings
i that follow:

I The facility failed to ensure that Resident #1
, received a psychologial assessment.

| Observation of the evening medication !
| administration on January 19, 2010, at 6:00 p.m.,
: revealed Resident #1 received Tegretol 500 mg, :
! and Risperdal 3 mg. interview with the trained
medication empioyee (TME) on January 19,

1 2010, during the medication administration

| indicated that the medication wes prescribed for
: behavior management. Review of the resident's
| physicians orders (POS) dated January 2010, on
| January 20, 2010 at 10:30 a.m., revealed that the
: aforementioned medications were prescribed for
- the resident's psychotic disorder.

! Review of Resident #1's psychological
assessment dated December 6, 2008 on January :
21, 2010, at 10:15 a.m., stated, "complets an i
annual psychological assessment update within

' one year.” Interview with the qualified mental "\

 retardation professional (QMRP) on January 21, N
2010, at approximately 3:00 p.m., indicated that :

i Resident #1's psychological assessment had not

Health Reguiation Administration
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l-beencompleiad. Therewasnoevidenbeofa
lcun’erﬂpsychobgicelamment

|

i 2. OnMarch 5, 2010, al approximately 2:40 p.m.,

" interview with the qualified mental retardation

" professional (QMRP), foliowed by a review of
Resident #2's and Resident #3's records,

. revealed no changes made since the January 22.

i 2010 survey findings that follow:

The facility failed to ensure residents who
received medication had a
mummmmmmemm
residents in the sample. (Residents #2 and #3)

' a. Observation of the evening medication
administration on January 19, 2010, at 5:45 p.m.,

revealed Resident #2 received Risperdal and
Tegrelol. interview with the trained medication
employee (TME) on January 19, 2010, during the
medication administration indicated that the
maedication was prescribed for behavior
ma Review of the resident's

orders dated January 2010, on
January 20, 2010, at 10:30 a.m., revealed that
the aforementioned medications were
incorporated in a Personal Behavior Support Plan
i (PBSP) dated November 4, 2005,

. Review of Resident #2°s medical evaluation dated
Ociober 29, 2009, on January 19, 2010, at

- approximately 10:00 AM, revesied that the

.psywotopicnmm‘erepmbedb

; address behaviors associated with a diagnosis of

 bipolar disorder.

i .

| Further review of the resident's medical record

| revealed no documented evidence of a

ipsychialﬁcassewnent

{

FORM APPROVED
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AND PLAN OF CORRECTION o TION NUMBER: oz COMPLETED
A BUILDING R
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HFD03-0083 03/05/2010
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Q 401}§ Continued From page 14 {1 401}

A comprehensive psychiatric assessment will be
completed prior to April 30,2010 for resident #2
and will be submitted to HRA for review. All
required and necessary assessments will be

kept current and placed in the ISP book. The
QMRP will ensure that this practice is maintained
in conjunction with QA personnel.

Health Ragulation Administration
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am}‘cmmmus f401)

,b. Observation of the evening medication
_Monhu.yi&ﬂiﬂ.d&ﬂp.m.
smmnmmm
.m':dm' : (mg"' 19,
1 on
S8 e et
| indicated thet the medicaion wes prescribed for
behavior menagement. Review of the residents
physicians orders deted Jenuary 2010, on
| Januery 20, 2010 at 1:34 p.m.. revesied thet the
5 mm&mm dnlndh
i (PBEP)
! December 10, 2008.

| Review of Resident #3's medical evelustion deted
D-umwzm;,&nmmm'ﬂ:‘

pm,
approximelely fovesied

r—

3. On March §, 2010, al approximalsly 2:40
'%uub‘::: followed
i o e 57 o R
: no

i.llnnuyn. 2010 survey findings that follow:

e D 3
s
madicalion program.

o Miﬂ.gr-do:oz the frained
on 0, pm,
!mmmum

| Prepering and spoon fesding the resident his

STATE FORM - o2 ¥ conmustion shest 10 of 42
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mmmmnswpdm
Obeervations throughout the survey from

19, 2010, twough Januery 22, 2010, reveaied

that the resident was independent in feeding

Inderview with the TME during the medicalion
observation indicated thet the resident did not
perticipale in & self medicalion iraining program.
! Review of the madical record revesied no self

; medication assessment. Further interview with
the QMRP on January 21, 2010, at spproximelely
10:00 a.m., confirmed thet there was no

| se-madiosion sssesement

b. Observalion of the medication adminisiralion
On January 19, 2010, at 5:48 p.m., the TME wae
observed prepering Resident #2's madications.
mmmnnmamm
* put the piils in a cup of applesaucs, spoon
ihhmthm.md
| Waler. mmnmm

participate ina self medicalion raining program.

Review of the medical recond revealed no self

the QMRP m21F2010.dm'.‘
on

10:00 &.m., confirmed thet there wes no

’mm

{lw 3521.1 HABILITATION AND TRAINING

'MMMMW“
jmhhm'ommmbm
| gnd meintain those e skile needed 10 cope

{1401}

0420

i

¥ contimmiion shest 17 of 42



PRINTED: 0311772010

- more effectively with the demands of their
- environments and © achieve their optimum levels
of physical, mental and social functioning.

This Statute is not met as evidenced by:

Based on observation, staff interviews, and
record review, the Group Home for Mentally
Retarded Persons (GHMRP) failed to ensure that
residents recéived continuous active treatment
program in accordance with recommendations
made by the interdisciplinary team (IDT), for three
| of the four residents included in the sample.
(Residents #1, #3 and #6)

¢ The findings include:

. 1. The facilly faited to ensure that Resident #1
' received continuous active freatment during the
daytime, as evidenced below:

On March 4, 2010, at 11:12 a.m,, the facllity’s van
pulied up to the group home. The driver stepped
out; however, Resident #1 and his 1:1 direct
support staff remained inside the van. At 11:19

| a.m., the driver got back in and the van drove
away with the resident and his staff. At2:50p.m.,
Resident #1 was observed entering the facility.
Interview with the 1:1 staff, at approximately 3:00
p.m., reveaied Resident #1 had refused o go info
: his day program as well as a medical
q:poimment. The 1:1 staff further indicated that
: no other active treatment had taken place.
Earlier that day, at approximately 2:00 p.m.,
lrevmofmemsndent‘spmgmbookrevealed

! no documented evidence of an alternative activity
i schedule for Residert #1. Even though the

i facility's Plan of Comection, signed March 2,
[2010.statedmdasd10dulehadbeendevebped
(completed February 5, 2010), interview with the
Jquahﬁed mental retardation professional (QMRP)

1. An alternative active treatment schedule has
been developed for resident #1. Staff has been

FORM APPROVED
. SURVEY
TION A BUILDING "R
B wwa 03/08/2010
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2% CODE
3200 12TH STREET, NE
WESTVIEW 01 WASHINGTON, OC 20017
CTYON | o5
o) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRE:!
{EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX wmmnonmnne . COMPLETE
P?;.;IX ! mmmmmmmrm TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
{1420} Continued From page 17 {1 420}

trained on the new schedule. The schedule
has been piaced in his program book for
access and implantation. In future QMRP will

ensure that alternative schedules are available :

l

for use when individuals do not attend their
day placements.

\.

Health Reguiation Administration
STATE FORM
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{1 420}| Continued From page 18 {t 420} |
on March 5, 2010, at 2:27 p.m., revealed that the |
resident was without an alernative activity !

! schedule. The QMRP was unable to stale what,
 if any, structured active treatment Resident #1
i had received that day.

2. The faciiity failed t0 ensure that Resident #1
received continuous aclive treatment during the
evening, as evidenced below:

i
On March 4, 2010, Resident #1 and his 1:1 direct 2. Daily active treatment schedules have been !

sul pporti staaf:;vgroe pom;?mfaﬁ?i 1 developed and placed in program books.
support staff gave I.!aéidml'ﬂ a magazme The staff has been trained on the new schedule.

! resident flipped through the magazine for The schedule has been placed in his program

approxnmatelyﬂnnnum At3:17 p.m., the . . ,‘
I resident was observed waiching television in the book for access and implantation. In future !

 living room. Moments later, however, he stood QMBRP will ensure that active treatment ‘

&wgﬁmﬁw‘;m :‘;em | schedules are available for staff to implement.
room, repeatedly. During that period, he was
observing other residents and staff. Mis 1:1
support staff did not engage him in an active
treatment program or otherwise encourage the
resident o participate in a structured activity. At |
4:04 p.m., the 1:1 support staff asked Resident . |
#1 to take his dishes t0 the kikchen; however, he i

* For the period of 4:08 p.m. - 4:34 p.m., Resident
#1 was observed waking back and forth from the
living room %o the dining room, or going upstairs

| (briefly), and looking out of windows. During this

| 28-minute period, his 1:1 support staff did not

| engage him in an active treatment program or

| otherwise encourage the resident to participate in

! a structured activity.

. Resident #1 took 3 walk in the community (3

: blocks) with a staff and 3 of his peers, from 4:34
Heaith Regulation Administration
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{1 420}

: Continued From page 19

: p.m. - 459 p.m. AL 5:00 p.m..heresmnedhis
--pacingandobservingoﬂmersmdwasnot
;engagedinameatﬁmfulact‘wityunlildinnerwas
! gerved, at 5:43 p.m. He finished his dinner at

i 5:57 p.m., and took his dishes to the kitchen after
! hig 1:1 direct support staff asked him to do 0.

| For the next 38-minule period (5:58 p.m. - 6:30

| p.m.), however, he went into the living room
gwherehesatandm\edﬂnoumresndenu

| watching television with staff. Except for the

| community waik and the mealtime supports (ie.
 instruction to take dishes to kitchen), Resident #1
'wasnotlnvdvedhmnicmuiacliviﬁesforme

* period 2:55 p.m. - 6:30 p.m.

it should be noted thet earlier that day, at
; approximately 2:00 p.m., review of the resident's
! program book revealed no documented evidence
of an alternative activity schedule for days when
he refused to go into his day program. Even
though the facility’s Ptan of Correction, signed
| March 2, 2010, stated that a schedule had been
; developed (completed February 5, 2010),
interview with the QMRP on March 5, 2010, at
2:27 p.m., confirmed that the resident remained
without an evening aclivity schedule.
1
| 3. There was no evidence that Resident #3's
 salf-medication training program was being
implemented, as 3

| self-administered and placed back into storage
| his own medications, i
: employee (TME) observed. The administration

iprooesswasidenﬁcalbmatobserveddunngthe
| January 22, 2010 recertification survey. There

;wasnoevidenoethameTMEimplemenbd

The Nursing Coordinator will train all

individuals who pass medications on how
to document the self medication program
for resident #3. All new personnel will be ‘
trained upon hire. The Nursing Coordinator
will check documentation on a monthly basis
to ensure implementation. The QMRP will '

also follow-up monthly.
]

Heaith Regulation Administration
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{1 420} Continued From page 20 f 420
! Resident #3's program % “identily the label," : |
when “given a deecription of a medicine andior i
waming lsbel.”
When Inlerviewed the following dey, at 10:43
a.m., the qualified mental relardetion professionsl
(QMRP) staded that he did not think Resident #9's
“"‘mm l'lll“m
| implemented yet, l-hddmmm
i infonmation. At 12:30 p.m., the residents Merch
2010 program data collaction sheet and MAR
were unavailsble for review and vertfication.
. They were locked in the medicalion cluset and
i:unmmmhhhelywlnhwbmn
' This s & repeat deficiency.
| 4. The facilty falad 10 ensure that Resident #0's 4. Ry April 15, 210, the QMRP will
| rsining programs were implemenisd, ss follows: review Rosident #6's active tratment
& Resident #6's 1:1 cirect staff wes proganis & wwen (et Gey wy
interviewed on March 4, zom 8t 4:36 rorptgrvg. dn e Tt v
pm. He steiad thet the only training programs he shoets we e or
worked on with the resident were (1) drying implementation of the prugrams wd
mwm-mwf;mmm docwmentution.
| brush properly, and (3) using an exercise .
bicycie. At4:48 p.m., review of Resident #8's Upon completion of the IPP Record,
program data book revesisd no evidence of a the QMRP will retrain the staff, to
towel-drying, footh brushing or exercise bicycle includo the ono to one, 10 onstire that
goslobjective. Instead, one of the objectives was all stafl’ are aware of sil of Resident
“Given verbel prompis, <resident’s name> will #6°s active trestment programs.
m:&#&mJ blinfern ! wil
0 were 5. By Apeil 15, 2010, the QMRP
,Manddlnldofmm trains wll stulT, o inchade te u to one,
i on how to maintain Resident #6°s self-
1 b There was no evidencs that Resident #8's two feeding skills.
physical therapy programs were being .
implemanted, ss follows: '
' i
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o1 DEFICENCY PRECEDED [ CORRECTVE ACTION SHOULD B8 COMPLETE
™a &mmm‘%ﬁmm&% ™ u&a‘mmmm'm DATE
; DERCINCY)
{Imfcmnndl"mmﬂ { 420}
. 1) Resident #8's IPP, dated December 11, 2000,
lmawnmm
mmmmmuio
mwmmmsmu
: waek, for 8 conssculve monthe.” Review of the
- nesidents program book, however, falled 10 show
mummmum
. established for that cbjective. instsad, he
{ program book contained dsta sheols for a
! previous program (dated June §, 2009) for him o
. *smbuiste for 100 ft. with roling walker, 3 days
per wesk, with stafl assistance for 6 conseculive
m The data sheets were left biank.
c. Similarty, Resident #5's IPP, dated December
:11 2000, inciuded another physical therapy goal By April 15, 2010, The QMRI' will
fuhmidulb‘slmdm-mbdlul Rosidom #1's individual
iMMSMpCMhO : Pmyml’lanlolmhde plans
EM'ZE::mM ::m ma’mm = this Deeeninr 11, ]*
 Fabruaty Individual Support Plan mesting |
* devold of performance dats. Duta shoets will be placed in the record Ij
| & Resident #6's IPP, dated December 11, 2008, R el oo s':;';,“": |
included other training and/or servioe objectives, i . : i
such s Independenty put xgether & mult-piece ' rerained o8 the implemenietion of he
* puzzie” and "Given verbel prompling, <residents i propums sud bow o |
- name> will $wow the ball 1 a stalf or peer on . accordingly. The QMRP |
+ 5/10 Wriale per session...” Data sheets for bofh of will moitor for acouwrucy o x moothly |
! devold of ubw orel were j
’ parformance In the fatore, the QMRP will updere |
On March 4, 2010, at 10:20 a.m., the QMRP IPP programs acoording to esch
stated thet the residanfs PT goais had chenged, Rosident’s annmal ISP. The staff wiil
10 reflect thet he wes refusing 10 use the roling ~ be teained ou revised programs sod |
| waiker. He examined the deie sheets in he dats collection shests will be placed in !
residents program book and scknowiedged thet ench resident’s dets collection book for |
he didn't ses evidencs that sialf had been sccesme by all stall for ioplaeutativa |
mmwﬁuu-—?ﬁ?’ rm""' ontation. This prectice will
iky Assurance
provide Resident #6 with 1:1 support had not pezscanel, by the Queliey
. .- e ¥ contimation sheat 22 of &
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1 420)| Continued From page 22 0 420} |
received training on his program gosls and !
objeciives. i
is.o::mumo.umgm.mm
- 1:1 divact support staff was cbeerved hoiding &
* cup of waler (with @ aplash of juice Yor flavor’) up

| 1o the resident’s mouth. The resident had his

| mouth opan and the staff bagen pouring sips of

i fiavored waler inlo his mouth. The resident's i
hands were both placed on his lap whils he
drank. Moments sarfier, Resident #8 had been
obesrved holding feeding himaslf. This surveyor,
therefore, asked whelher the resident could hoid

| his own cup. The stalif replied "yes, when he

! wants 10." Upon this inguiry, the 1:1 staff guided

! the resident's hand io the flavored weler and the

resident picked up the giass and bagan o drink

. There was no evidence that the

"E
|

!

| Based on observation, staff intsrviews, and

| record review, the faciity fallad 10 eneure that

! residents received continuous active treatment

" program In accordance with recommendations

* made by the inlerdiscipinary leam ({DT) for hree
! of the thres residents inchuded in the semple.
!(Wﬁ.ﬂ-ﬂﬂ)

| The findings include:
| On January 19, 2010, Resident #1's home

| sctivies beginaing at 7:30 &.m., were obeerved
and revesied the foliowing:
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(1 420)| Continued From page 23 {1420)

 8) Upon the surveyors’ srrivel st 7:30 a.m., &
divect care support steff was obssrved falking on
hia cell phone, oulside. Once the Surveyor
entered the faciily, Resident #1 was cbeerved
eating breakfast with his peers. Further
observations
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PREFIX
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© PROVIOS'S PLAN OF
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v s WETERENCED TO THE APPROPRATE DATE
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nm:

H
i

t
¢

Continued From page 26

:Ma.'oo;m..lbmlml‘lﬂm

obgerved seliing the table for dinner. At 8:05
p.m., Resident #1 was cbeerved sating his dinner

. whils woering his winler cosl. Ater he compieted

his dinner, stalf was chesrved taking the

' resident’s dishes fo the kitchen.

{
Review of Resident #1's occupationsl therapy
| assessment dated December 12, 2009, on
: January 21, 2010, st 10:00 p.m., revealed
: Resident #1 was sbie 0 piace "his cup and

ulenak onio his plele and take his plate to the

; kitchen when finished esling.

Obeervalions on Jenuery 19, 2010, at 8:25 p.m.,
revesied Resikient #1 waiching television in
Resident #5's bedroom. Interview with the direct
support sisff revesied Residert #1 broks his

' telavision last week, therefore he "lsts him enjoy
. himsell.” The support stalf was observed
downstairs while Resident #1 was upstsirs
looking out Resident £2's bedroom window. At

6:44 p.m., Rosident #1 was cbeerved wakking info

the dining room weering a disty sult jacket (@
white substance was all over his jacke().

Interview with the 1:1 direct support stalf reveaiad

Resident #1 "Skes 10 wear that jacket" Further
interview revesied he will dispiay his behavior ¥
he is redirecied.

Review of Resident #1's occupaiional therapy

| sssessment detad December 12, 2009, on

+ Januery 21, 2010, &t 10:00 p.m., revealsd

;Wﬂmuumdmmm

the hamper and load the washing machine and

-hmmwm

. Raview of Resident #3's (PP revealed that the

(2%

I recommended fraining programs were not
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|
{1 420}! Continued From page 28 1 @0
-wmwsmw

- The resident will indepsndently Say hi o his 1:1
counselor by name, when he arrives 0 work on 4
out of 4 trials & week.

- The resijent will indepsndently set his place st
the dinner table on 3 out of 3 trigls 8 week.

- Tha Resident will indepandently remove his
dlhuﬂunﬂnﬁieuﬂor&wnrmaulofs
Itﬂnha\nak

- Given visual damonsiration and verbel
prompting. The resident will pariicipste n
structured exercise on 3 out of 3 frisls 8 week.

- Given a model, the resident will ideniify the
funciion of § community helpers with 80%
accuracy per session for six consecutive months.

- The resident will indepandently pariicipate in a
m“:pmwsom-omumm
(]

interview with the Qualified Mentsl Retardation
Profassionsl (QMRP) on January 21, 2010, st
11:00 a.m., reveaied thet the program had not
been implementad since his individual Support
Plan (ISP) mesting. Further inlerview reveaiad
MMM!‘I':ISPMHM«\

‘ December 11, 2000.

{1 458) 3521.11 HABILITATION AND TRAINING 048

 Each resident s actvity schedule shell be
;aﬂhbﬂdmﬂmhmm

!msuun is not met as evidenced by:

STATE FORM - CM12
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(X3 DATE SURVEY
COMPLETED

The findings Inck 1458

'1. The fecilty felled © eneurs an sllemalive

'mmmll-dunhpodbr . 1. An altomative active meatmant plan

Resident #1, as svidenced below: will be developed for Resident #1 by
April 15,2010, The Actlvity Schedule

On March 4, 2010, at 11:12 a.m., the facilily's van nrl':l comesponding data’ oofloction

pulied up © the group homs. The driver stepped shaots will be placwd in his racond for

omm;.wmw:mm“ accoss., review. implantation, and

support stalf remained inside the ven. : documontati

' a.m., the driver got beck in and the van drove Une sioff. om by his axsigned One to |

i gway with the resident and his stall. At2:50p.m,
Resident #1 was cbesrved entaring the facility. The QMRP will retrain all stalT on the ;

interview with the 1:1 staflf, at approximately 3:00 i A
 p.m., revesled Rasident 1 had refused © 9o into pew day aclive treatment programs asd
 hig day program as well 88 & medicel vehedule,

The 1:1 staff further indicated that _ !
10 other active resiment had taken place. In the future, the QMRP will casurc |
Earier that day, st approximaiely 2:00 p.m., . that the individual ls provided with sn |
review of the residents program book revesied altornative active treatment program if |
no documenied evidence of an allsmalive aclivity be/she docs mot attend an outside day
scheduls for Resident #1. Even though the troatmont progrem. This prastico will |
faciity's Pian of Cormection, signed March 2, be monitored by ihc Quality Assimnce |
2010, stated hat & scheduls had been developed persoumsel, !
(compieted February 5, 2010), interview with the !

quaified mental retardation professional (QMRP)
| on March 5, 2010, st 2:27 p.m., confirmed that
the resident remained without an sllemsiive
aciivity schedule.

it shouki be noled thet interview with the faciity's
Toaith Faguistion AGministalion
- cone ¥ continustion sheat 28 of 4
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2. The faciily falled 10 develop an sctive
mmumwma
below: ”

Obeervation on March 4, 2010, st 2:55 p.m.,
MWNMMWd‘a

mmns:ﬂp.m..tlnmddnwll
observed television in the fiving room.

. AL4:04 p.m., the 1:1 support steff asked Resident
-ﬂb&l&“hhmm.m
' rofused. At4:00 p.m..hmmmw

wmmnmmm
mm.ntmpm.mmmmu
mmnrm1:1mmmm
the request. Al 8:04 p.m., he wes

looking out the window agein. A0 pm., he
;mmummmu-w

! were waiching teievision and begen b

_ (completed February 6, 2010), intrview wah the
EMmms.zmo.uzzrm..m

1453 ¢ ‘ontinucd

2 An cvomiog setive [restment
schedule will be developed for
Resident #1 by April 15, 2010, The

The QMRP wil) rutrsin sfl wtafT on the
new evening active treatmcnt

programs.

In the future, the QMRP will ensure
that the individuat is provided with ¢
comtinuous sclive buatmont progrisn
mmmmmm
’rhhpmﬁeewillbemiundbyﬂm
Qulhywmul
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mi m"u-ugvm-o:lmmnm . mwn#glmmu COMPLETS
TAG . REDULATORY OR LOCIDENTIFYING BFORMATION) ™ CROSS-AEPERENCED TO THE APPROPIRATE DATE
{1 458)| Continued From page 28 048 ' 5 2 An ctive wostmont schedule
thet the resident remained without an evening /i1l be devoloped for Residont #2 asd
activity schedule. 6 by Apil 15. 2010 The Activily |
. Schedule and conesponding 0 |
3. On March 5, 2010, at 227 p.m., the QMRP collection sheets will be placed in |
stoted thet Resident #2 snd Resident #8 aleo resideat’s  his record  for m;i i
remained without aciivily schadules. a \

|
l
pative sohedule. 1‘
Previously, the January 22, 2010 deficiency
port inchudad the folowins | In the fulurs, (he QMRP will emare |
1. The facilty failed 1 eneure an slismative M_thindiviﬁ_-lilpcwﬂdwnha |
A o o e gk e |
lumm s oeactice will be moni
On January 19, 2010, at 8:30 am., Resident #1 byﬁannlhyAmnepummﬂ

wes cbesrvad eniaring the facilty's van to go 0
his day program. Al 10:00 .m., Reaident #1
returmed home. interview with his 1:1 direct
mﬂmnmmmﬂ
off the ven because he did not want 8 go  his

, dey progrem. From 10:00 &.m., untl 10:308.m.,
' Regident #1 was cbesrved looking out the dining
room window. At 11:45 a.m., the resident wes
obeerved leaving the fuciily with staff and
Md‘lzﬂ.n\. interviow with his 1:1
direct support rovesiad the resident went o
lunch at McDonside. AL 1246 p.m., the 1:1 direct
mmwum-mm
mmmummmmu
1 waich television. At 102 p.m., the 1:1 direct

: support steff hendad him the same magazing.
imwmmumm

* then began to lock around the fiving room.
:Mmmmnumum

i
[

Interview with the 1:1 direct support staff on
|mz1.zo10.¢1:zop.m.nm'wn
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{lm,cmlmodﬁnmpqoao

him his freadom and apace during the dey

in the evenings.”
Further intervigw revesied " you get Info his
mmmmuwmmm'
Minutes later. the 1:1 direct support staff revesied
Resident #1 wes going 10 ride on the ven 10 pick

! the other residents up from their day programe.

& Observetion on January 19, 2010, at

| approximately 3:00 p.m., revealed Resident
muum.umsopm.u

resident wes observed leaving the group home.

_nmmumma«w

. the resilent was going to ride on tha van fo take

another resident 1o a medical appoiniment.

Reoord review on Jenuary 21, 2010, beginning st
| 8:10 a.m., revesiad an activity schedule inchuded
. In Resident #1's Individusi Support Plen (ISP),
detad December 12, 2008. interview with the 1:1
direct support staff on January 21, 2010, at 11:40
! a.m., revealed he has not seen Resident #1's

: aciivity schedule since his last ISP in December
; 2008.

interview with the QMRP on January 18, 2010, &t
approximaiely 12:05 p.m., indicated that Resident
#1 had an ISP meeiing on December 11. 2008.

*
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{1 458} Continued From page 31

mm:m‘mnph\(lm
p-bndnmmm-ﬂ
interdiaciplinery

b lnmumu-ommmm.zmo.
at 42:05 p.m., indicstad thet
mnwmwmmmw

| 23, 2000. The residents IPP gosls and
'wmwmwwn
interdiaciplinery

team. The residents habiitation
i reconds were reviewed on the same dey &t
Wﬂﬂm.bmln
mm-nmm Athough
umm-mnm
IPPormummmnmrmhu
schedule. The QMRP was made swsre on the
mnuummw

regarding

ic mmuwmmmma
of approximately 12206 p.m., that
.Wﬂlﬂmtﬂ'nﬂumm
13, 2000. The residents IPP gosls and
mmWNWWN
; interdisciplinery them. The resident’s habilitation
;m-uom«!hmayd
iMﬂMnm.UWIh
rwﬂwﬁndmmm Alhough

{1 459
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DENTIMICATION NUMRER

() MR TIPLE CONSTRUICTION
ABRDNG

5. WNG

MGMQM
WESTVIEW 01

mmm.mm.vm

$200 12TH STREET, NE
WASHINGTON, DC 20017

SUMMARY STATEMENT OF

(EACH OEFICEINGY

oW o
REGULATORY OR LIC IDENTIFVING

TAG

ORFICIENCER
MUST BE PRECEDED Y RLL
INFORMATION

PREFRX
TAG

D mm-umnrm oo

{1488} camdfmmpqnn

mmmumm

: and objectives.
(um‘ 35224 MEDICATIONS

anm'-m
the prescribing physician.

ohaff indarview

mmm-mum
1PP or raining programe were not included In the
schedule. mmu-mnd-monmo

! information regerding the deys and timeframe for
mmmaumuwm

WMMMW
regimens 0

This Statule js not met e evidenced by.
and record
w.mmmumuum
: with the

(1468

0y
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nm

1 wmo __ewet/re1y
mmaﬂ.mmarm
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SHOULD
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OATE

(473}

in Resident #2's medical record thet would
mummmmw

since he RN signed the February POSs on
February 1, 2010,

Previcusly, the January 22, 2010 deficency
report includad the following:

1. Obearvalion of tha medication administration
on.lamiﬂ.mo.ds:w;m.mm
WMW(‘NE}W

2010 uw'1%?m.. reveaisd that
the resident's medications are administered twice

-q(mo:oo-.m.mu:m p.m.)

: 2. Obsarvation of the medication adminisiration

mmumo.asmm.m
wn\rmwwmd

Regian 10 mg. Comparison of the medicalion
adminisiralion obesrvation and the physicien
mmmmo.mmm.mo.

- awtmmmmuu

0478

113

1. The Numsieg Coordinstor will
disouss with the Primay Care
Physician of the changes in Rewident
#2's drug regimen by April 15, 2010
Physiclan Order’s will be rvwiswed
and/or revised W comespond with the
ime Resident #2's medication are to
be g;m uy perescribed by the
physician. ‘
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Praviously, the Jenussy 22, 2101 deficiency
report included the following: 0

medications, for two of six residents
residing in the facity. (Residents #4 and #5)
* The findings include:
;& On Janusry 22, 2010, beginning st 10.50 &.m.,
during an inepaction, a be of
Muplrocin was abeerved in
Resident #4's bopical box. The label on

1184

The repistorad Nurse will e Hud
all medications v pwoperly Jestnayud
upon dixcontinuation, expitition, of 1he
labets have been word. desroyed, of
missing. Monitocing, of the medistinn
poses  will be conducted by Uk
Repisored Nurse on 2 monthly tewis
qd documentation of vuch activity
witl by placed in e MAR book for -
roview ar nceded. .

a 'l'lsmdicltionW‘nmid:d '
4’sromnm-|¢plrdhbetwu
remaoved and raplmtlwi&wm
modiostion.
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STATEMENT OF DERCIENCIES ot
AND PLAN OF CORRECTION

HFDE3-0083

PROVIDEIVSUPPLERICUA
DETFCATION MARER A SULONG

onummmﬂ

NAME OF PROVIDER OR SUPPLIER
WESTVIEW 01

mmw.muu'm

3200 12TH STREXET, NE
WABHINGTON, DC 20047

o) 10 SUMMARY STATEMENT OF

PREFX DEFCIENCY MAIST BE PRECEDED BY RULL
"6 e ATORY ORLAC DENTIFYING NFORMATION ™o

o PROVIDENS FLAN OF
PREAX (EACH CORRECTIVE

CORRECTION o
SHOWLD B¢ COMPLETR

{1484} | Continued From page 36
madication had expired.

10:60 a.m., during an inspaction &

nun‘ 3623.1 RESIDENTS RIGHTS

Mmmmm

!mmmm
i care and rights of

faclity. (Residents #1, #2 and #6)

b. SM.GIMH.ZHO.W‘
ube of

Wmam\mm
hmmmmm The label

1
iMhﬁmdhm.Mmmm

'MNWSMaﬂMM
werse removed from the

. axpired madicalions
immmumm.

| Thie Statute s not met as evidenced by:

rights
cmmmdno.acod-mlyw
D.C. Law 2-137,D.C. Code, Title 8, Chapler 19)
fodersl lews that govem the/

persons with mental
mumauum«n

0404

{ 500}

St S ——
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M(Mﬂmhﬂtmw.dﬂﬂo
pm.uwddmnumm%mm
not bean 10 the faciilty or otherwise received 8
condition and trestment

change i dosage of the already
presoribed medications. The Human
Rights Conmnittee will be informed
when consent is obtained.

00 DATE SURVEY
%mﬂm o) oure ?umm AFLETED
RO R
AW
. : HPDS3-0083 o .
NAME OF PROVIDER OR SUPPLER STREET ACORESS, CITY, STATE, Z2P OODR
” miﬂﬂﬂ?'cl'.ll’

MO | SUMMARY STATEMINT OF DERCENCES © P e < Tion BHOULD O (. .
PP | EACH DERCENCY MU B P TION PREFK | oS REPERENCED TOTHE APPROPRATE  *  OATE
| ;

01 600} Continued From page 36 {1500} |
whwmmu‘md 1500
'wm"mn cn:m § 7-1305.05(h) "
, ] - Al ’o Tll mwmmd‘
formerly § 8-1965(h)], as follows: of Rou?dent #1 aware of any
medication changes by April 15, 2010,
Obeervelion of the evening madication pg v I
administralion on March 4, 2010, a6:00 p.m, ! which lime consent [ocms for said
Risperidone mmum > .
sdministration, revealed the signed by the oppropriste porsons at
; medications were used 10 the Resident’s snnual ISP mooting or
 acdress the resident’s behaviors. six month review, Additional consent
: will bc obteinod when smy new
Interview with the quaiified mental retardation medications src prowcribed or there is x




' Duting the evening

pess on Merch 4,

STATEMENT OFDEFICIOIES (1) PROVIDENGLPPLENCLA 02 SLTIPLE CONBTRUCTION (X DATE SURVEY
S0 PLAN OF CORRECTION P CTICATION NUMBESt vl -

i oo
“Gmmm mmm.“ﬁm,m
WESTVEWS1 muﬂn“mwmr
L) e STATEMEI OF B8 - N i ACTION SHOULD 88 | ol
e | m%”m‘mm"m | M | e TOTHE APPROPRATE DATE
llm,conl\udmeﬂ {) s00} Mnymeudiuﬁolhuobem

£h
!

: medication \

zo1o.-t.ppw-blm1um.uund the

medication informed this ather Indd 0 loave tho room 30

that Resident #0 was "shvays lest sincs tat  the losion o8

1 have o take R down fo it* [Nok: 1 sald Individual in

The closst {nursing office) was mifmalmmmi«lm ;

:Mmhmm.]mwundutlm not be necured, !

umumwummmn&m :
<qpaident> ... room.” This practice will be monitored by the

| preparing the medications, fhe TVE carred them Nursing  Coondinator Quality

'mmmmwnm Asgurnnce panonac].

Immbmmr-umwm

! 0 him. Onoe 1 “the day room.” the TME

memm

| Severai siaff and Residents #1, #2, #3 and #4 st

'mm .

aaMmmmmm

| review, the facily falled 1o enaure that residents 3. The Nuring Covrdiosor will |

{ recaived thelr without esvor, for one discuss with tho Primary Carc

‘dhmmnﬂnm(wm mdmwhm ‘

| a8 folows: #2°s drog wgb:.;dby April 15, XHU

: - and document said discassion. The |

;mmmmmmm . .

2010 ot smately 8:00 Physician _Ouk:‘s will be m
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A PROVOERSUPPLIENGLA
sy R
_Hross s v __owwaeie
NAME DF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2P CODE
3300 12TH STREET, NE
WESTVIEW 01 WASHINGTON, DC 20017
o) l SUMMMARY STATEMENT OF DEFICIENCIES " PROVIDERS PLAN OF CORRECTION o
pREMX |  (EACH MUST BF PRECEDED BY PULL prerx | mm;ncmumn-
TG | R RATORY OR LOC IDENTIFYING INFORMATION) ™ ! Wrommu DATE
; _ DEMCIENCY)
{lmiconhldmnmlas {5000
. were "cormect” '
Hm.tmmmmamm
mmnsmmum
WMNMMMMW
mumwummm :
Ip.mt.zom ]
|b.0mn-rlhrbl=od¢imn.put-
,ct-lonwau. wmwm
Manmﬁbhmd
,&wpm.mm During the March 4,
2010 svening the
trained (TME) was
mmtﬂur.dm
instend. pou!dhmom\-
wnmemw% 4 The QMRP will formulate
comment The poantisl error was continuous wtive treatmont POGTAM
brought 10 the TME's snd he for Rosident #11,3, und 6 by Agwil 15
’-MWNMmu, 2010, The stail will be trsimed on the
%mhmlbWﬂ programs and schedule.
Corrosponding  duts shouts will be
¢me.wmmm phudinu-d:midm‘smdﬁo
mdnm.hmmum mbymﬁforwon
Rmm(mwbmh documentation.
.Mﬂﬂlb ?ﬂwﬁm
mede by the inlerdieciplinary ::nhnﬁvo mpm;‘ml‘l" and
#1, 73 and #0) Soowi .
ing the ISP mocting.
}
;pmq.umzzmom
;"""""'"‘“"""m I, Copmnt for Residost M3's
4, ' pepchotropia  medication  will be |
: mwwuﬁ;ﬂmum Smined from his i ficd docklon |
|qu“md" maker by Aprit 15 2010 and filod in i
pychotropic medications. the reoord for roviow.
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STATE FORM

FORM
| srarmmoroencences [ PROVDENSUPPLERCLA 90) MULTIPLE CONSTRUCTION }“"“‘""‘“"
HFDS3-0003 _oaeseie
“wmmm mmm.mrm
3208 17TH STREET, NE
WESTVEW N DC 2017
*xQ MCTMGW PROVOENS PLAN OF CORRECTION o
PRECEDED CORMECTIVE AGTION SHOULD RE
gl B T TSP OMIATION Mmu | oaTe
um;mmmw
mmmmmam.
nnmduw.mmw-db
-mmumwm
mmummm
suthorized prior 0 the
Maumm
2 mmwnmum 2. Consertt i ’ :
consent was cbisined from Resident #1's Support mﬁ;ﬂ“";'em| | " 'Inﬁ‘:-':"g
;thmhwd* goardisn by Aprit 15,2010 and fild in |
!““"“" Support Plen (BSP). the record for review. |
. interview With the Qualified Mental Retardskion ‘ !
Professionsl (QMRP) on Januery 19, 2000, st In the fistuee, all consent forms will be |
8:30 a.m., during the entrance conference signed by the approprise pemsons &t
revesied that Resident #1 had a Behavior the Resident's annual ISP meeting or |
WM(BSP)I:MI#M six month review. Additional consent |
mwwwum will be obtaimed when the Behavior
,ammumnmm Support Plan is revised. The Human
 consent for the use of medications and Rights Committoc will be informed
habiitation services. when consent is obtained.
'WWWﬂwwm This practice will be
zn.muo:aum.mmu-d Wil v ""’,"mb.vﬂ\e
Resident #1's asssesment QMRP in conjunction with the Quality |
According 10 he sessssment, Resident #1 “doss pervonnel. ?
MMMUMMb
make decisions regarding his
MMMorW
lssuee, phcomlﬂlorllldi
maliers” mmmnmrm
lnm.nnﬂdmuwhdam '
sppointed guerdian who is invoived in his !
mmmmm
[process. _
dewuotmmﬂ.ma
sk 8:55 o.m., revealed Resident #1 was
mwwmﬂmmw
asith Ragulstion AGmiristrelion
cora ¥ continastion shest 4t of
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25, 2000.
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! avidence that consent wee
|MMNMMM
prior o implementing
Resident # 1's BSP
i
|
i
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