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W 000 INITIAL COMMENTS W 000,
A recertification survey was conductad from June :
.21, 2011 through June 23, 2011. A sample of '
three clients was selected from a population of : )
slx males with various cognitive and Intellectual ; Cewy zo( “7{12 [ LC
disabliities. This survey was conducted utllizing ! ' ;
the fundamental survey process. : rtment of Health )
Hoeith Reguiation & Licensing Administration
The findings of the survey were based on : intermediete Care Facllitles Division -
observations and Interviews with staff in the home ' 880 North Capitol §t., N.E.
and at three day programs, as well 2s a review of - Washington, D.C. 20002
client and administrative records, including
Incident/investigation reports. . .
W 124 W24

483.420(s)(2) PROTECTION OF CLIENTS :
RIGHTS .

The facllity must ansura the rights of all clients.
Therefore the facility must inform sach clien|,
parant (if the client is a minor), or legal guardian,
of the client's medical condiion, developmentai
and behavioral status, attendant risks of -
treatment, and of the right to refuse treatment.

This STANDARD s not met as evidenced by: - |
Based on Intarview and record review, the faclliy :
failed to ensure the sights of each oltent and/or i
their lagal guardian to be informed of the cilent's
medical condition, developmental and behavioral '
status, attendant risks of treatment, and the right :
to refuse treatment, for one of three clients :
Included in the sample. (Client #2) ' '

The finding inciudes;

The facility falled to provide evidence that
informed consent was obtained from Cliant #&2's

_' An informexd consent will be obtalned from
: [Client #2's guardian prior to the administration

: |of sedation. JI 7M115M1 l

LABOBATDRY DIRECTOR'S OB-RROVIDERE

A {J‘AA{‘J;A—A..‘ A;“A
ly deficiency statemnent ending with &n asterisk (*) dencles a defiging
other safeguards provide sufficiant protection Io the patiants. (See
foliowing the date of survey 'whether or not a plan of corraction is

RESENTATIVE'S SIGNATURE

Instructions.} Except fornu homes, the findings stated ahove are
provided, For) nursing mm'.‘::g above findings and plans of comection are discicashie 14

TITLE

) D
Z//R /[

ELAL
may be excusad from correcting providing i is ¢ od that
& 90 days

days following the date thees documents am made availubie to the faciity, If deficiencies arg sited, an approved plan of sarreciion is requisite to continued

program participation,
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W 124 continued From page 1 w124,
brather for sedation prior to & denta} appointment, !
as evidenced beltow: ) :
During the entrance conference on June 21, : 1The QIDP and the Prln.';a Cora Nurse will
2011, at 11:18 a.m., interview with the Qualified . recalva additional wmng on the procedure of
Intellectual Disabllities Professional (QIPD) ! - |obtaining consent forms bsfore psychotropic
revealed that Client #2 had a brother that ' meds and sedations are ordered. l 711511 I

operatad as the client's designated surrogate
healtheare decision-maker due to the client's
inabiiity to give informed consent for the use of
his medications. .

On June 22, 2011, at 2:02 p.m., review of Ciient )
#2's medica! book revealed a wrilten physiclan's '
order dated January 27, 2011, that documented
that Client #2 was to receive Atvan 2 mg by
maouth one hour rrinr to a dental appointment on
Fabruary 8, 2011. Review of the Medication
Administration Record (MAR) an the same day at - )
2.08 p.m., revealed that on February 9, 2011, : '
Client #1 did receive Ativan 2 mg pripr to his -
dental appolintment.

Interview with the House Manager (HM) on June i

" 24, 2011, at approximately 11:26 a.m., confirmed :
that Ciient #1 did receive the aforementioned :
eadation as ordered. Further interview with the
HM revealed that the consent for the use of :
Ativan had not been obtalned prior to , :
administering the medication. \ i

On June 22, 2011, at 3:00 p.m., review of Client :
#2's psychological assessment dated September

2010, confirmed that the client lacked the

capacity to grant, refuse, or withdraw consent to

eny ongoing medical treatment. At the time of the : :
survey, the facility failed to provide evidence that ! ,
Client #2's ireatment needs, inciuding the : :
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W 124 Continued From page 2 ! W24

benefits and potential side effects associated with
the medieation, and the right o refuse treatmesnt, - :
had been expiained to him and/or his legally f ¢
authorized representative for the use of the !
- aforementioned sedation, ’
W 158 483.430(a) QUALIFIED MENTAL W15
RETARDATION PROFESSIONAL ! '

Each client's active treatment program must be .
Integrated, coordinated and monitored bya :
qualified ments! retardation professional, ' )

This STANDARD Is not met as evidenced by: :
Based on observation, interview, and record ' !
review, the facillty's Qualified intellectus|
Disabilities Professional (QIDP) fallsd to ensure '
that the active treatment program was Integrated, !

coordinated, and monitored, for six of six clents

residing In the facility. (Clients #1, #2, #3, #4, #5,

and #8)

The findings !ncjude;

1. Cross rafer to W247. The QIDP failed to
ensure that staff provided clients’ opportunities
choice and self-management during snack time,

2. Cross refer to W262. The QIDP faijed to
ensure the Human Rights Committee (HRC)
reviewed and approved sedation for Client #1
prior to his dental appointment,

3. Cross rafer to W441, The QiDP falled to
ensure staff conducted fire drills under varied
conditions.

1. Cross reference W247 { 7122111 |

2. Cross refarence W262 '_—I-m 511

13. Cross refarence W441 l 722111 |

)

4. Cross rafer to W460. The QIDP falled to i -[iCmss referance W480 1 | 712211 |
i
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The individual progrém plan must include
opportunitias for client choice and
self-management.

This STANDARD Is not met as evidenced by: i
Based on observation ard interview, the facility
failed to snsure clients were provided with
opportunities for choice and se-management
during snack time, for six of six clients residing in '
the facliity. (Clients #1, #2, #3, #4, #5, and #5) .

The finding includes:

On June 21, 2011, beginning at 4:23 p.m.,
observations during snack time revealed the
direct care staff placed small plates anto the
dining table. A few minutes iater, the direct care :
staff placed three (3) Ritz crackers and :
approximaiely 5 dried prunes onto the clients:

. plates. At4:30 p.m., Cilent #5 expressed thathe |

did not want the crackers and prunes. At 4:35
p.m., Client #2 ate the crackers and threw the
prunes inlo the trash can. Clients #1, #2, #3, #4,
#5 and #5 were not obsarved to parficipate In the '
serving of their snacks, 5
Interview with the direct care staff on June 21, :
2011, et 4:38 p.m., reveeled there were several
other snacks avaliable {i.e. apples, bananas, frult |
cups, eic.). Further interview revealed thathe
shouid have presented ail available snacks to the '
individual during snack time. interview with the

CENTERS FOR MEDICARE & MEDICAID SERVICES OMEOSM.N;;%%\;S?
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Ao riaor Coretnon . | SRR [P MLz conaTrcr REA T
A BUILDING
00G037 . WING  08/23/2011
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WASHINGTON, BC 20008
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W 159 Continued From pege 3 ! wW1sg: :
ensure that Cilents #1 and #2 received well :
balanced, nutritious meais in accordance with
thelr dietary orders, . : ) .

‘lechoose a varisty of snacks during snack time.
i[Staff will be trained on encouraging clients’
‘|eholca salections and seif menagement. QIDP
and Residential Maneger will make cbservation
g I 712211 I

:[dally to ensure compliance.
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W 247 cContinued From page 4 . W247

House Manager (HM) on June 23, 2011, at
approximately 10:20 a.m., revealed that Clients
#1.#2, #4, end #5 were very capable of assisting -
direct care staff in choosing and serving their .
snacks with minimal assistance.

At the time of the survey, the facilly's staff felled |
to consistently allow clients to exercise their ;
independence and allow options of choica, i

W 262 gﬁﬁgg)(a) () PROGRAM MONITORING & | W 262E-QII.'.‘F' and Residential Manager will obtain

|consent from the Human Rights Committae

The committee should review, approve, and o prior to the administration of sedation.
moniter individual programs designed to manage - :

inappropriate behavior and other programs that, -
in the opinion of the committes, involve risks to
client protection and rights.

1
'
!
]
t
!
]

! I 7M5/11 I

' Cross reference W124 . [ 711811 l

This STANDARD is not met as evidenced by: . ' i

Based on interview and record review, the facility | : i
failed to ensure thatrestrictive measures had - |
been reviewed and/or approved by the Human !
Rights Committee (HRC), for one of {hree clients :

included In the sampie. (Client #2)
The finding includes:

One June 22, 2011, at 2:02 p.m., review of Client :
#2's medical records revealed a wiitten
Physician's Order (PO) datsd January 27, 2011. :
According to the PO, on Fabruary, 8, 2011, Client : . :
#1 was fo receive Alivan 2 mg by mouth one hour . ¢
prior to his dental appointment. At 2:08 p.m., on .
tha sams day, review of the facility's Medication

Administration Recorde (MAR) confirmed thaton ! . .
February 9, 201, Client#1 recelved Aivan2mg _ '
prior to his dental appointment. - i : )

FORM CMS-2667{02-0%) Pravious Varsions Obsolats Event ID:LZTZN . Facittty ID: 09G037 If continuation sheet Page 5 of 11



3015889287

DEPARTMENT OF HEALTH AND HUMAN SERVICES

(03:21:45 p.m, Q7-12-20M

PRINTED: 08/30/2011
FORM APPROVED

OMB NO, 0938-0301

STATEMENT QF DEFICIENCIES
AND PLAN OF CORREGTION

(X1) PROVIDERISUPPLIER/CLIA
IDENTIFICATION NUMBER:

09G037

{2} MULTI

A, BUILDING

B, WING

PLE CONSTRUCTION () ATE SURVEY

GOMPLETED

owayua01y

NAME OF PROVIDER OR SUPPLIER
COMMUNITY MULTI SERVICES, INC

STREET ADDRESS, CITY, STATE, ZIP CODE
3815 ALBERMARLE STREET NW

WABHINGTON, DC 20008

SUMMARY STATEMENT OF DEFICIENCIES :
(EACH DEFICIENCY MUST BE PRECEDED BY FULL i
REGULATORY OR LSG IDENTIFVING INFORMATION) )

(X4) ID
PREFIX
TAG

D
PREFIX
TAG

\ PROVIDER'S PLAN OF CORREGTION
: {EACH GORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

' (X5)
- COMPLETION
DATE

W 262 Continued From page 5

Interview with the House Manager (HM) an June -
23, 2011, atappraximately 10:40 a.m., revealed i
that he was unsure if the Human Rights
Committee (HRC) had approved the use of .
sedation for Client #2's danta! appointment. '
Review of the HRC minutes on June 23, 2011, at
approximatety 11:00 a.m., failed to provide
evidence that use of sedation was reviewed and
approved by the HRC prior to its use. Additional
interview with the HM on the same day at
approx)mately, 11:20 a.m., confirmed that the
HRC had not approved for the used of the Ativan
prior to it's use, .

483.480(c) NURSING SERVICES

The facllity must provide clients with nursing
services in accordance with their needs.

W 331

This STANDARD is not met as evidenced by;

Based on observation, interview, end record :
review, the facility failed to ensure nursing :
services ware provided in accordance with each
clients needs, for ane of three cllents inciuded in
the sample. (Client #1)

The finding includes;

Cross Refer to WA55, The facility’s nursing staff -
falled to ensure proper infection control
procedures were used prior to administering

Client #1's prescribed eye drops.

483.470{1){1) EVACUATION DRILLS

The facility must hold evacuation drills under
varied conditions,

W 441

W 282

W 441

[

]
’

!|Cross refarence W445 #a 7122111

JAll fire driils wili be hald under varied
condltions. Staff will be trained to conduct fira
drills using every egress iocation within the

Iacility. 't 7/2211
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Continued From page 6

This STANDARD Is not met as evidenced by: |
Based on the interview and review of the fire drili |
records, the facllity failed to conduct fire drills =~ '
under varied conditions, for six of six clients
rest{dizg? in the facility. (Cliems #1, #2, #3, 74, #5, :
an '

The finding includes:

Interview with the Quaitfied Intellectual Disabilities :
Professianal (QIDP) on June 21, 2011, at 2:17
p.m., revealed that the facliity had at least four
methods of egress (front door, back door, back
door on the 3rd floor, and the basement doaor).
Raview of the facility's fire drill records on June
21, 2011, beginning at 2:20 p.m., revealed that
mast of the fire drills were conducted utilizing the
front door and back door exits. Further review of
the fire drill records revealsd that the back door
on the 3rd ficor was the anly exit used during the
overnight shift from July 2010 to present. No
other exits were used during this shift. This was
acknowledged through additanal interview with
the QIDP on the same day at approximately 2:50
p.m. There was no evidance on fila at the time of
survay fo substantiate that all exiis were used. -
483.470({1) INFECTION CONTROL ,

The facility must pravide a sanitary environmant
to avoid sourcas and transmlsslon of Infections,

This STANDARD is not met as evidenced by:

Based on observations and Interview, the facility
falled to ensura sanitary conditions at all times,
for six of six clients residing In Ihe facility.
(Clients #1, #2, #3, #4, #5, and #8)

W 441,

W 454 51af will be trained on Infection Control by the |
primary nurse. QIDP and Resldential Manager|’
will ensure the Infection Control proceduras
are practiced at all times by frequently
monitoring for cleaniiness and sanitation

throughout the faciiity.

i) M2z
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W 454 Continued From page 7 h wdasq: |

The finding includes; . .

On June 21, 2011, at 4:53 p.m., Client#{ was
abserved to spit on top of the bowl of broccoli |
which was wrapped tightly In Renolds wrap. A .
few seconds later, the staff removed the wrap
from the broccoli and replaced with new
wrapping. Approximately one minute later, Ciient
#1 gpat on the stove top seven more times. He
was verbally prompted to stop spitting by the
direct care s1aff who was preparing the dinner
meal. The staff was never observed to clean off |

the spit that remained on the stove top, At5:14 ‘
p.m., the surveyar informed the House Manager ' [
{HM) that spit was remained on the stove lop as :
the staff continued to prepare the clients’ dinner

meal during this time. Intarview with the direct

care staff after the dinner meal on June 21, 2011, :
at 5:37 p.m., acknowledged that he did not wipes i
off the stove top. !

At the time of the survey, there was no evidence :
that the facillty maintained a sanitary environmant - I
to avoid sources and transmission of infection. i
W 455 483.470(1)(1) INFECTION CONTROL W 455

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 observation and interview, the facility
failed to provide an active program for the !
prevention and contro! of infection and :
communicable diseases for one of three clients
Included in the sample. (Client#1)

FORM CMS-2587{02-00) Previous Varsiona Obsolale Event ID:LZTZ11 Faclity ID: 08G0A7 If continuation sheet Page B of 11
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W 455 Continued From page 8 W 455'
The findings include; : I
i

a. On June 21, 2011, at 4:15 p.m., ths Trained
Medication Empioyee (TME) was obsarved to
wash her hands with soap and water prior to
administering medications. Approximately one
minute later, the TME uniocked the medication
cabinet and retrieved Cient #1's eye drops. The
TME was then observed to administer ane eye
drop to both eyes of Client #1 with her bare
hands, She was not observed o wash and/or
sanitize her hands before administering the aye
draps.

interview with the TME on June 23, 201 1, at

approximately 9:26 a.m,, acknowledgad that she

did not wash and/ar sanftize her hands, or place
gioves on prior to administering Client #1's eye
drops, :

The facility's nursing staff faiied to ensure proper .

infection contro! procedures were used prior to
administering Client #1's prescribed eye drops.

b. On June 21, 2011, at 5:07 p.m., Client #1 was
observed digging in the trash can. Seconds later,
the client took his left fingers and rubbed them on
the fioor right beside the trash can. Direct care
staff verbally prompted Client #1 to stop. The
client stopped and went to the dining i sit down
for dinner. At no time did staff redirect Client #1
to was his hands prior to eating his dinner.

Intarview with the direc! care staff on June 21,
2011, at appropriately 5:12 p.m., acknowledged
that he did not redirect Client #1 to wash his
hands. Interview with the House Manager (HM)

fa. The Trained Medication Employes (TME)
|will raceive additional training on haned
washing and univarsal pracautions when

,|appying eyadrops. Primary care nurse will
iImonitor for compilance. | 7122111 |

: d
IE. Cross reference W454 H 7122111 |
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W 455 Continued From page 0
on June 23, 2011, at approximately 10:10 a.m.,
revealed that all staff including clients had
recelved training on hand washing. When asked,
Cilent #1 did not have a hand washing program.

The facliity's staff falled to provide proper
infection controf procedures prior the Client #1's
dinner meal,

W 480 483,480(a)(1) FOOD AND NUTRITION
SERVICES

Each client must recaive a nourishing,
well-balanced diet including modified and
specially-prescribed diets,

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

a well balancad, nourishing dist, for ane of three
clients included the sample. (Cllent #1)

The finding Includes:;

The facliity staff falled to ensure that Client #2
received the appropriate amount of food during
dinner time, as evidenced below:

On June 21, 2011, at approximately 5:11 p.m.,
chservations of the dinner meai revealed Client
#1 was served meaty macaront baked (3 oz),
broceoll, one slice of wheat bread with margarine,
and skim milk and water for his beverage. At
§:17 p.m., staff was observed to place a second

client's piate. At 5:23 p.m., Client #1 served
himself a second serving of broccoli (1 cup). At
5:30 p.m., Client #1 was given a third serving of

raview, the facility falled to enstre the provision of ;

1

serving of mealy macaroni baked (3 oz) onto the

W 455

)
W 460 Staff will be trained on Cllent #1's nutritionai
plan. QIDP and Residentia) Manager will
maonitor the implementation of the nutritional

plan for portion control. 72211
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maeaty macaronl baked.

Interview with the direct care staff on June 21,
2011, at approximately 6:45 p.m., revealed that
Client #1 did raceive threa servings of meaty
macaron| baked during dinner time, Further
Interview revaaled that Client #1
regular diet with a single serving during dinner
time. On June 22, 2011, at 1:21 p.m., eviewof
the current Nutritionat Quarterly (NQ) dated May
1, 2011, confirmed that Client #1 was prescribed

of the NQ revealed the client's desirable body
welght (DBW) is 142 Ibs - 154 Ibs. Since Agril
2011, Client#1 has gained approximately five
pounds and is currently over his DBWY,

a regular diet with single servings. Further revisw

i
]

was prescribed a i

.
3
¥
!
i
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SPACE .

Each window shall be supplied with curtains,
shades or blinds, which are kept clean, and in
good repalr.

This Statute Is not met as evidenced by:

Based on observation and interview, the Group
Home for Persons with intellectual Disabilites
(GHPID) failed to ensure the all windows located
inside the facility had blinds and/or curtalns, for
one of six residents residing in the facility.
(Resident #4)

The findlng inciudes:

On June 23, 2011, beginning at 11:45 a.m., an
environmental walk-thns of the interior of the
GHPID ravealed the window located in Resident
#4's bedroom was observed without bilnds,
shades, and/or curtains. The neighbor's
backyard was clearly visible when standing in the
client’s badroom. interview with the House
Manager (HM) who conducied the environmental

E Ot e e e s . m e s e e — A

i
!

walk-thru with the surveyor,,g‘cknowfedged that :

0
Heslth Regulation & Licensing Administration F RM.APP ROVED
STATEMENT CF DEFICIENGIES %1} PR
NG Piaw o Cornecrion |V PISOERETEI g wutees cowsrucon o gAre ey
A. BULDING
HFD03-0005 B WiNG 06/23/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE -
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Pu) 1D SUMMARY BTATEMENT DF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL . :
TAG REGULATURY OR LSC IDENTIFYING INFORMATION) , P?EEK ! cﬂmﬁsgﬁ% 163 17‘;?? m%'fnfm DATE
; . DEFICIENCY)
i 000 INITIAL COMMENTS : 1000
) i
A licensure survey was conducted from June 21,
2011 through June 23, 2011. A sample of thres :
residents was selected from a population of six !
maies with various cognitive and intellectual '
disabilities. This survey was conducted utilizing
the fundamentat survey process, '
i
The findings of the survey were based on i
observalions and interviews with staff In the home !
and at three day programs, as well as a review of '
resident and administrative records, Including
Incldent/investigation reports,
1022 3501.5 ENVIRONMENTAL REQ / USE OF jozz

The blinds in Resident #4's bedroom will ba
placed over the window. | 7THS5M1

o
Health Ruiation & Licensing :thm Wm xn) DATE
LABOHATORY mnscroin-s OR PO n'ﬂzu§u51z REPRESENTATIVE'S SIGNATURE ' /7504
: T Zrzn
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Resident #4's bedroom window was withouta
caver, to ensure the resident's privacy.
1042 3502.2(b) MEAL SERVICE/DINING AREAS 1042 [lom e T

Madified diets shail be as follows:

i
(b) Planned, prepared, and served by individuals :
who have received instruction from a dietitlan;
and...

This Statute |s not met as evidenced by:

. Based on observation, interview and record .
review, the Group Home for Persons with ! '
Intellectua! Disabifities (GHPID) falled to ensure - !
that modified diets were served as prescribed, for |
one of the three residents (Resldent #1) Included
in the sample. H

The finding includes: _ .
'
The GHPID staff falled to ensure that Resident #2:
recalved the appropriate amount of food during
dinner time, as evidenced below: '
On June 21, 2011, at approximately 5:11 p.m., !
observations of the dinner meal ravealed
Resident #1 was served meaty macaron| baked
(3 oz), broceoli, one slice of wheat bread with
margarine, and skim milk and water for his
beverage. At $:17 p.m., staif was observed o
place a second serving of meaty macaroni baked '
(3 0z) onto the resident's plate. At 5:23 p.m.,
Resident#1 sarved himself a second serving of
broccoli (1 cup). At 5:30 p.m., Resident#1 was
given a third serving of meaty macaron! baked.

Interview with the direct care staff on June 21,
2011, at approximataly 8:45 p.m., revealed that
Resident #1 did receive three servings of meaty
Heaith Ragulation & Licensing Administetion
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"'maintained in a safe, clean, orderly, attractive,

Heaith Ragulation &
STATE FORM

Continued From page 2 :

macaroni baked during dinner fime, Further
interview revealed that Resident#1 was
prescribed & regular diet with a single serving
during dinner time. On June 22, 2011, at 1:21,
p.m., review of the current Nutritional Quarterly .
(NQ) dated May 1, 2011, confirmed that Resident ;
#1 was prescribed a regular diet with single :
servings. Further review of the NQ revealed the |
resident's desirable body weight (DBW) is 142 Ibs |
- 154 Ibs. Since April 2011, Resident#1 has - !
gained approximately five pounds and is currently :
over his DBW, J
3604. 1 HOUSEKEEPING

The interior and extertor of each GHMRP shall be

and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable
odors.

e o ———— s

This Statute is not met as evidenced by:
Based on observation and Interview, the Group
Home for Persons with Intellectual Disabliities
{GHPID) maintained the intarior and extsrior of
the facility in @ safe, clean, orderly, attractive, and
sanitary manner, for six of six residents residing
in the home. (Residents #1, #2, #3, #4, #5, and
#6))

The findings include:.
Observation and interview conducted with the

facillty House Manager (HM) on June 23, 2011,
beginning at 11:45 p.m., revealed the following:

interior

1. The kitchen window screen was cbserved to

1042

- 1090

t

' | 711511 |

1. The kitchen window scresn wiil be replaced.
—

9 Adm fon
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1080 Continved From page 3
be detached from its foundation.

2. The vent cover located undemeath the stove
was observed with heavy bulld up of grease and
grime. The vent cover was also observed to be
rusted,

The bathroom window located on the first level
was observed to ba inpperable, The bathroom
window would not open.

3. The blinds located in the bathroom near the
basement were observg to be tom.

The HM acknowiedged the above-cited
deficiencies at the canclusion of the
environmental waik-through.

1180 3508.1 ADMINISTRATIVE SUPPORT

Each GHMRP shall provide adequate
administrative support 1o efficlently meet the
needs of the residents as required by thelr
Habilitation plans.

This Statute is not met as evidenced by:

Based on observafion, Interview and record
review, the Group Home for Persons with
Intellectual Disabilities (GHPID) failed to ensure
adequate administrative support to effectively
meet the needs of six of six resldents residing in
the GHPID, {Residents #1, #2, #3, #4, #5, and
#6)

The findings include:

1. Cross refer to W247. The QIDP failed o
ensure that staff provided Residents’

snack time.

opportunities choice and self-management during .

.

oso

2. The vent cover wlli be replaced. The vent
cover will be cleaned regularly and monitered L
for cleanliness by the Resldential Manager. : I 71811 I

3. The biinds iocated in the basementwilibe |
replaced. I 7M5/11 “

180

1. Cross reference W245 7722011
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2. Cross refer to W282, The QIDP falled to
ensure the Human Rights Committes (HRC)
reviewed and approved sedation for Resident #1
prior to his dentai appointment. '

3. Cross refer to W441. The QIDP falled to |
ensure staff conducted fire drills under varied :
conditions. . - :

4. Cross refer to W460. The QIDP failed to
ansure that Residents #1 and #2 received well
balanced, nutritious meals in accordance with
their dietary orders.

) 800 3523.1 RESIDENT'S RIGHTS

Each GHMRP residence director shall ensure i
that the rights of residents are observed and ‘
protected in accordance with D.C. Law 2-137, this :
chapter, and other applicable Districtand federal |
laws. :

i
x

This Statute is not met as evidenced by:
Basad on observations, interviews and record
review, the Graup Home for Persons with
Intettectually Disabilities {GHPID) failed to
observe and protect residents’ rights in
accordance with Title 7, Chapter 13 of the D.C.
Code (formerly called D.C. Law 2-137, D.C. i
Code, Title 8, Chapter 18) and other District and
federal laws that govern the care and sights of
persons with intellectually disabilities, for ane of
the three residents Inciuded in the sample, '
{Resident#2)

The finding includes:

SR o .

The GHP|D falied to provide evidence that

1180

3. Cross reference W282

4. Cross reference W441

8. Cross reference WAS0

1. 500
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informed consent was obtained from Resident

#2's brother for sedation prior to a dental
appointment, as evidanced balow:

During the entrance conference on June 21,
2011, at 11:19 a.m., Interview with the Qualified
Intellectual Disablities Professional (QIPD)
reveaied that Resident #2 had a brother that !
operated as the resident's designated surrogate '
healthcare decision-maker due to the resident's -
inablitty to give informed consent for the use of |
his medications. '

On June 22, 2011, at 2:02 p.m., review of :
Resident #2's medical book revealed a written
physician's order dated January 27, 2011, that
documented that Resident#2 was to recelve
Ativan 2 mg by mouth one hour prior to a dental
appointment on February 9, 2011, Review of the -
Medication Administration Record (MAR) on the :
same day at 2:08 p.m., revealed that on February
9, 2011, Reskient #2 did receive Ativan 2 mg

prior to his dental appointment. [

interview with the House Menager (HM) on June
24, 2011, at approximately 11:25 a.m., confirmed
that Resident #1 did receive the aforementioned
sedation as ordered, Further interview with the
HM revealed that the consent for the use of
Ativan had not been obtained prior to
administering the medication.

On June 22, 2011, at 3:00 p.m., review of
Resldent #2's psychoiogicai assessment dated
September 2010, confimmed that the resident
lacked tha capacity to grant, refusa, or withdraw
consent to any ongoing medical treatment. At the
time of the survey, the GHPID failed to provide
evidence that Resident #2's treatment neads,
including the benefits and potential side effects

Heaith Reguiation & Licensing Administration
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associated with the medication, and therightto  :.
refuse treatment, had bean explalned to him ‘
and/or his legally authorized representative for
the use of the aforementioned sedation, :
;
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