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1 000! INITIAL COMMENTS 1000
A licensure survey was conducted on February J./ ‘b \l(/ 9&‘0
| 24, 20_1 0, through February 25, 2010_. A ljandom
* Sampling of two residents from a residential GOVERNMENT OF THE DISTRICT OF COLUMBIA
. population of four females was selected for the DEPARTMENT OF HEALTH
| survey. The results of the survey was based on HEALTH REGULATICN ADMINISTRATION
: observations in the home, interviews with the £25 NORTH CAMNTOL ST., N.E., 2ND FLOOR
+ administrative, nursing and direct care staff as WASHINGTON, D.C. 20002
well as a review of the resident and administrative
| recerds, including a review of the unusual
! incident reports.
1090 3504.1 HOUSEKEEPING 1090 E (L L MW\*—OL W‘ll/{ i
| acdcly vy
' The interior and exierior of each GHMRP shalil be ' ? -
maintained in a safe, clean, orderly, attractive, Covn PU}(L ]F—a elo “ ot eh
and sanitary manner and be free of . 0( [? M ILP fe
accumulations of dirt, rubbish, and objectionable Lbcnl mk A
| odors. WM Ak ! WL&bW!W\MCL
; This Statute is not met as evidenced by: Iy st wwfc‘wl {‘7 e
: Based on observation and interview, with the f) B ;
- GHMRP failed to ensure the interior and exterior p C LLL-('{/ Spu(,(, M ('/(LCLM.. . !
- of the GHMRP was maintained in a safe, clean, & Y ﬂu Howe
Orderly, attractive, and sanitary manner and was ) aﬂﬂ( {1, oy
; free of accumulations of dire, rubbish, and afl GU.‘H ow Wﬁ
| objectionable odors. " P 6D AL Wm : e
: The findings include: [ Z( PﬁW\lﬁ( CUV\M /Q;{T'PS AL 3!25/]0
! _ . . \,(/\m{' tndranca.
| An environmental inspection of the GHMRP was
+ conducted on March 2, 2010, at approximately ER: H cTL MMW/L he ko 3{ 1§ / ic
- 1:30 p.m. Resuits of the inspection revealed the ; J[ [)u) [ 4
: following: s Neplated . P
] 7 Resdiut 4 bt lunsomn k- !’3/25’{Ib
1. The froni concrete steps were braken 1o the INY. i
| entrance of the house. In ﬂdditioz:;a front M{""“‘d : ,
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1090 Continued From page 1
porch fioor had chipping and peeling paint

2. The 1st floor bathroom, next to the office, had
. broken floor tiles and broken tiles around the

; shower door, posing as a potential safety hazard.
i

3. The bathroom tub located in Resident #4's
| room, had evidence of chipping and peeling paint
i in the bottom of the tub,

. 4. The common bathroom door on the second

. floor, was not secured tightty to the floor. In

- addition the door hinges were loose. causing the
. door not to close property,

|

i 5. Resident #3's bathroom toilet seat was

" wom/damaged.

1206 3509.6 PERSONNEL POLICIES

! Each employee, prior to employment and
annually thereatter, shall provide a physician ' s

- certification that a health inventory has been

| performed and that the employee * s health status

i would allow him or her to perform the required

! duties.

+ This Statute is not met as evidenced by:

! Based on interview and record review. The
GHMRP failed to have on file a current health

. screening for one (1) of six (6) house direct care

- staff. (Staff #6).

The finding includes:

' On March 2, 2010, at approximately 2:00 p.m., a
| review of personnel files was conducted and

1090
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revealed that the GHMRP fajled to have evidence
of a current health certificate for one of the six
house staff.

The House Manager confirmed this at the time of
the record review.

1291/ 3514.2 RESIDENT RECORDS 1200 | Wand z;f Ward o Framertion). 3 “3/ to

Each record shall be kept current, dated, and M A"WM P@PX/\) "'U oo I

signed by each individual who makes an entry. -
dictronco MSM ﬂMO(

' This Statute is not met as evidenced by:

oms b Persons s e ™® | Hhow 3[zo0 uward
T e L 8 saseomst il
‘ ?Séi?aiﬁ?ssﬁ"iﬁafﬁé,‘?ﬁ.%w it:t?xere;cr’:gltes. Contauin aw L[l(‘:&,m-t-& !
The findings include: /M s ) adﬁ(kﬂmtﬁi
. %’2352531“’32‘1? r?é’;’s,?rﬁifg"ﬁf’ﬁa e Tb.t oLt cal Duetoe il
- Assesements® daing Septaraber 30,2000, MM Adcodn %MWL
| that the GHMRP'S nurse nad st coaq g o gmaunt Haat asaess -
e T el
the Registered Nurse (RN) conducte the : n.

At the time of the survey, there was no
. documented evidence of the signature of the RN
| that conducted the "Annual & Quarterly Nursing
. Assessment for Residents #1 and #2.
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- In addition to the reporting requirement in 3519.5,
i each GHMRP shall nolify the Depariment of

i Health, Health Facilities Division of any other

! unusual incideni or event which substantially

| interferes with a resident’ s health, welfare, living
i arrangement, well being or in any other way

. places the resident at risk. Such notification shall
: be made by lelephone immediately and shall be
followed up by written notification within
twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by

Based on interview and review of the incident
reports, the Group Home for Mentally Retarded
Persons (GHMRP) failed o ensure that all
incidents that presented a risk to residents’ health
; of safety were reported immediately to the

! Department of Health (DOH), Health Regulation

: Administration, for one of the two residents
{Resident#1) included in the sample.

The finding includes:

Review of the facility's incident reports on
February 25, 2010, beginning at 10:55 a.m.
revealed the following:

On August 19, 2009, at approximately 5:45 p.m.,
the GHMRP evening supervisor staff received a
phone call from the Qualified Mental Retardation
Professional (QMRP) reporting that Resident #1
had not returned from her day program.
Continued review of the incident report reveated
that the supervisor was requested to go to the
resident’ s day program to pick her up, however
prior to leaving was advised to check the van

Jupouraoy oA M%M
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! that resident usually rides. Resident #1 was
' discovered on the locked van, still strapped in her
- seat belt, and sweating profusely.

i Interview with the GHMRP's Facility Manager

: (FM) was conducted on February 24, 2010, at

+ 2:55 p.m., to ascertain information regarding the

! facility's Incident Management protocol,

| According to the FM, she/and or the QMRP would
take the responsibility to first contact 911/nurse in
the event of an emergency, contact the family,
the Department of Disabilities Administration, the
Incident Management Coordinator (IMC) and the

| Department of Health (DOH).

At the time of the survey, there was no
' documented evidence that the GHMRP notified
* the Department of Health (DOH) of all unusual
; Incidents that substantially interfered with
Resident #1's welfare and at risk.

1401} 3520.3 PRDFESSION SERVICES: GENERAL

PROVISIONS

Professional services shall include both diagnosis
and evaluatioh, including identification of
developmental levels and needs, treatment
services, and services designed to prevent

| deterioration or further loss of function by the

! resident.

This Statute is not met as evidenced by:

Based on inlerview and record review, the facility
failed to evaiuate the residents’ decision making

: skills (competency) for one of the two residents

. (Resident #1) included in the sample.

| The finding includes:
| Interview with the Qualified Mental Retardation

t 378
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- Professional (QMRP) on February 25, 2010, at . Roadrdd -
. approximately 1:29 p.m., revealed Resident #1's Fﬁ W‘MM W’WQ« i
| sister was her legal guardian. Review of the
i resident's habilitation record on the WLW{’S OLM {—U’l oo l
; aforementioned date revealed that the resident ' - { i
: had an Individual Support Plan (ISP) dated April wd/uwa/&l oAl , i
1 13, 2009. Continued review of the ISP revealed a
| section entitied "Essential Planning 9/] frendlois whos (’Mﬁ@d“ f
| Considerations.” According to this document, ‘o !
| Resident #1's sister was making medical witlh DDS oo LbLEdACﬂJ«CQ i
: decisions on her behalf. 0{ i :
| The resident's record also revealed a "Diagnostic H‘U]/U'CW)\) “/ 0{" . W{‘T ’
. Assessment” dated April 6, 2009. According to i
' the assessment, Resident #1 "was diagnosed +Lt-Q DDS ferucce (,/4?02 - ;
with moderate intellectual disabiliies, however, . - y
the assessment did not evidence the resident's O(J. M,fm ”& f IM/G d‘Q{'\ OU’JV\_“"
. decision making abilities. . . {
‘ ‘h AL {,W {-Lu./o 7 !
~ At the time of the survey, professional services P M
failed to identify Resident _ ‘ﬁ(fé WZ/WE- ‘ ( dtta O[u_pe)
+ #1's capacity for decision making regarding '
 habilitation, medical and financial decisions. |
|
1500 3523.1 RESIDENT'S RIGHTS 1500
. Each GHMRP residence director shall ensure
that the rights of residents are observed and
Health Regutation Administration
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Continued From page 6

protected in accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws.

| This Statute is not met as evidenced by:

Based on interviews and record review, the

| GHMRP failed to observe and protect residents'
rights in accordance with [Title 7, Chapter 13,§
7-1305.10. Mistreatment, neglect or abuse
prohibited ... [Formerly § 6-1970(e)] that governs
the care and rights of persons with rnental
retardation for one of the two residents {Resident

#1) included in the sarple.

' The finding includes:

Interview and record review of the facility's
i incident reparts on February 25, 2010, beginning
 at 10:55 a.m. reveated the following:

On August 19, 2009, at approxirnately 5:45 p.rn.,

the GHMRP evening supervisor staff received a

! phone call frorn the Qualified Mental Retardation

| Professional (QMRP) reporting that Resident #1

had not returned frorn her day prograrn.

Continued review of the incident report revealed

that the supervisor was requested to go to the

i resident ' s day prograr to pick her up, however

| prior to leaving was advised to check the van
thal resident usually rides. Resident #1 was

J discovered on the locked van, stili strapped in her

! seat belt, and sweating profusely.

I Interview with the GHMRP's Facility Manager

| (FM) was conducted on February 24, 2010, at

! 2:56 p.rn., to ascertain inforrnation regarding the

: facility’s incident Managernent protocol.

- According to the FM, shefand or the QMRP would

1500

See Tag* (374

3fisfio

i
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| take the responsibility to first contact 911/nurse in

- the avent of an emergency, contact the family,
the Department of Disabilities Administration, the

. Incident Management Coordinator {IMC) and the
Department of Heatth (DOH).

- Review of the incident management policy on
February 25, 2009, revealed a section entitied
"Identification of An Incident/Offense.” Further

| review of the policy revealed reportable and

| sefious reportable incidents. The policy listed

| examples of serous reportabie incidents that

i included "Missing Person.” Continued review of

+ the poiicy revealed another section entitied

"Verbal Reporting of Deaths and all Other

Serious Reporiable Incidents.” This section of

the policy included several governmental

agencies that should be nolified. Two of the
agencies included for the staff to immediately cail
were:

a. Emergency personnel, as needed, via 911;
and

e. The Department of Health/Hearth Regulations
i Administration....

It shouid be noted that neither of the
aforementioned agencies were contacted. On
February 25, 2010, review of the GHMRP's
investigation dated August 21, 2009 at
approximately 10:55 a.m. revealed that the
. OMRP instructed the staff to "slowly remove
| Resident #1 from the van and be given coot
: water. She also requested that the resident be
transported to the nurse’s station immediately for
- evaluation and possible treatment.”

At the time of the survey, the GHMRP failed to
. ensure thelr policy and procedures on Incident
Management was impiemented as written to
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ensure the rights of resident #1 was protected.
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