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W 000 ' INITIAL COMMENTS W 000
An recerti ication survey was conducted from
Seplember 13, 2010, through September 15,
2010, utilizing the fundamental survey process.
A random sample of three clients was selected M
from a poulation of six males with various levels Cb\_“\m\
of mentai retardation and disabilitles. < Y 0_': .
WE OV e el 0
! The findings of the survey were based on “E\“ 0‘;“&\“ Oi:m\.\\s‘%%’é\_ooﬂ
. observatitins at the group home and three day GQ\]EB“ oEPR \.F“O“ ne. 2
" programs interviews with clients and staff, and L‘“REG“WQ\_S" 0 G2
; the review of clinical and administrative records “E'&QR‘“C WGTo
| Including incident reports. 25 W WS
W 120 483,410(c X3) SERVICES PROVIDED WITH w120
" OUTSIDE SOURCES 8
The facilit; must assure that outside services SE? 1‘

meet the needs of each client,

This STANDARD Is not met as evidencead by,
Based on observations, interview and record
review, thi2 facility falled to ensura that outside
setvices miet the neads of each client, for one of
the three tiampled cliants, {Client#1)

The findin J includes:

Client #1 \vas observed at his day program on

| September 14, 2010, beginning at 11:25 a.m, At

1 12:05 p.m , review of Client #1's individual

| program plan {IPP) dated November 2, 2009,

i revealed the following communication objective:

"Staff will :1ssist [the client] in ereating 2 picture
book of verious items of intarest or activities

. (people, p-aces. or things) from which to choase,

: Staff will present [the client] with choices

| (pictures). Then [the client] wili choose the item

or action that he would like to participate in."

D.C.H.C QMRF has met with day program instructors 09-16-10
an her routine monthly visits, Also QMR has given !
trainings on needful domain to Day Program staff. ‘
On 9-16-10, QMRP had a case conforencs @ i
the Day Program with the Program Manager and
the social worker. QMRF reoriented the staff person
on goats objectives per IPP, HCMP and other issucs
like behavior managemont far the individoal #]'s

on 9-16-10. |
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o . "
Further review of the communication goal &y Program s@ff person wes provided additional | 49 3 14
revealed he shredded paper on August 8, 2010 training on 05/22/10 and the program manager will
and Augu:st 11, 2010. In an intervlew at the same continue ta train as ncedod. QMRP will continue
time, the ctay program staff stated, | misread the monthly manitoring to ensure timely implementation
program § nd didn't understand it.” Thers was no of IPP goals and m
evidenice Lhat the staff implemented Client #1's § progran.
communit ation goal during the month of August (See Attackment Al- AS)
At the time of the survey, the day program failed
to ensure Ciient #1's communication program
was impiamented as recommended.
W 189 | 483.430(e}{1) STAFF TRAINING PROGRAM W 189
Tha facilit* must provide each employee with
initial and zontinuing training that enables the
employee to perform his or her duties effectively,
efficlently, and competently.
This STAMDARD s not met as evidenced by:
Based on xbsarvation, staff interview and record
reviaw, ttg“ f:gilﬂy fatllled to ens.L;re stgfflr‘eotel}:ed An tn-scrvice training was done by QMRPonthe  |09-15-10
wraining to address the needs of each client. for same cvening 09-15-10 followed by another tralning 09-16-10
one of thre.o clients in the sample. (Client#1) e QMRP, House Managor and $taff
The findiny include: cived trining on 09-16-10 on eating
recautions for individuals by Program Manager, SLI:J
On Septerbar 13, 2010, at 7:61 p.m., Client #1 d ntrition to ensure propet implementation of Individual
was ohser rad eating chopped chicken, kale, lima 1 eating protocols, QMRP will continue to provide
beans, wh 2at bread and apple sauce. After the , .. J moni Aty basis until
client com >leted his entire meal, the direct tino trairing and monitor on waekly basis unt
support stiff asked the client to drink his water cry staff follows the procautionary guidelines
and milk. orrcctly. Also unannounced visit by
rogram Manager and SLP to check proper
On September 14, 2018, at 3:18 p.m., review of . roto .
Client #1's speech' and lénguage assessment mp],m?mhm" of ol. A qu as becn
dated Seplember 18, 2010, reveslad the cifent ministeted to the stai¥ to icst theit knowledge about
required stipervision during meals to altemate ndividuals diet orders and prolocols.
liquids and solids due to deceased bolus lease see attachment # B 1-B4)
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manipulat'on and vertical chewing motion.

interview ‘vith the QMRP on September 15, 2010,
at approximately 2:30 p.m., confirmed that staff is
raguired by ensure that Client #1 atamates his
liquids ani sclids.

The QMR 2 falled to ensure that Client #1

alternated his liquids and solids during meals as

recommeiided by the speech and language

pathologist.

W 282 | 483.440(f,(3)()) PROGRAM MONITORING & W 262
CHANGE

The comniittee should review, approve, and
monitor individual programs designed to manage
inappropri ate behavior and other programs that,
in the oplnion of the committee, involve risks to
client protiection and rights.

This STAMDARD is not met as evidencad by:
Based on nterview and record review, the facility

failed to ensure that restrictive measures had 182 All Physician orders of sedation for medical

been reviewed and/or approved by the Human pointments for Resident #2 were approved by the | 03-15-10
Rights Cornmittee (HRC), for two of three alients edical Guardian and discussed but not included in
in the samole. (Clients #2 and #3) ¢ HRC mimutes by <tror, The QMRP was

vided further training by Program Manager to
nsure that HRC minutes incorpomte the

The findings include:

Minutes t2 cen at meetings of the facility's HRC for ldiscussion of the scdation for approval, DCHC will
the perlad November 2009 through August 2010, continue the desengitization program prior to the appt
:;e.:'g_;%v:- :ed on September 15, 2010, beginning Upan any sedation being ordered , the HRC will
' o revicw and discuss. Additionalty, the

1. Review of Client #2's medical chart on individual and the iegal guardian will bo informed ang
September 14, 2010, beginning 1.20 p.m.,, conscnt obtained. DCHC will continye with the
revedied ! e following orders: desensitization Program.

See Attachment "C" i
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- On Navember 24, 2009, Ativan 3 mg, 2 hours
prior to dental appointment schedule for
Novembe- 30, 2009;

- On Nove:mber 21, 2009, Ativan 3 mg, prior io
ENT appsintment scheduled for November 2,
2009,

- On October 2, 2009, Ativan 3 mg, prior fo ENT
appointmi:nt scheduled for October 18, 2009,

Review ol Client #2's maditation administration

record on September 15, 2010, at approxmately

10:00 a.m., eenfirmed that the client received the
aforemen ioned sedations.

Interview with the quaiified mental retardation
professioral (QMRP) on September 15, 2010, at
approximitely 10:30 a.m., revealed that Client #2
received the sedation to address his
non-compliance prior to the medical
appeintrments. Further interview with the program
director at approximately 3:40 p.m., indicated that
tha HRC tiscussad the client's sedations,
however there was no evidence that the HRC
i approved the use of sedations for Client #2.

i 2. Review of Client #3's physician order dated
September 11, 2009, on September 15, 2010,
beginning at 10:23 a.m., revealed an order for
Ativan 2 mg, prior to a dental appaintment
scheduied for September 22, 2008,

Review of Client #3's medication administration
record oh September 15, 2010, at approxmately
10:15 a.m , confimed that the client recelved the
aforementioned sedation.

, Interview vvith the QMRP on September 15, 2010,
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at approximately 10:30 a.m., revealed that Client
#3 receivd the sedafion to address his
non-comt liance prior to the dental appeintment.
Further In :erview with the program director at
approximiitely 3:40 p.m., indicated that the HRC
discussed the client's sedation, however there
was no evidence that the HRC approved the use
of the sedatian for Client #3. '
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1 000| INITIAL COMMENTS 1000
An licensuire survey was gonducted from
September 13, 2010, through September 15,
2010, A -andom sample of three residents was
selected fom a paptriation of six males with
various le'rels of mental retardation and
disahilities .
. The findin 35 of the survey were based on
okservaticns at the group home and three day .
programs, interviews with residents and staff, and !
the review of clinical and administrative records !
including | wsident reports. '
1180 3508.1 AL MINISTRATIVE SUPPORT 1180
Each GHAIRP shall provide adequate
administrative support to efficlently meet the
needs of 11e residents as required by their
Habifitation plans.
This Statue is not met as evidenced by:
Based on sbservation, interview and record
review, the GHMRP falled to ensure that :
adequate ;idministrative support had been : : 09-16-10
pravided to efficiently meet the needs of the The QMRP, Houso Manager and Staff
residents «:s required by their habilitation plans for reccived training on:09-16-10 on eating
one of three residents in the sample. (Resident recautions for individuals by Program Manager SLF jand
#1) ﬁum’ﬁonist to ensute proper implementation of Individusl
The finding Includss: l. e.etmg prcnatfnons QMRP wil .connnuc to provid
tning on ongoing basis and monitor on weekly :
On September 13, 2010, at 7.51 p.m., Resident is until every staff follows the precautionary ;
#1 was obuierved eating chopped chicken, kale, idtlines comrectly; Also unannouneed visit by |
lima beans, wheat bread and apple sauce, After M SLP and to check ‘»
the client completed his entire meal, the direct o ation of reosoan. Al o sl i
support stz asked the resident to drink his water irplementation of program. Also a small quiz bn
and milk, individuals has boen developed for staf¥ to chock
thoir knowledge abdut individuals issues,
On September 14, 2010, at 3:18 p.m., review of (Please see attachment # Bi-B4 )

Health Raguiation Adrminist ation
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Residentii1's speach and language assessment
dated Sertember 19, 2010, revealed the resident
required supervision during mealz to alternate
iiquids arl solids due to deceased boius
manipuiat on and vertical chewing motion,

Interview with the QMRP on September 15, 2010,
at approxi nately 2;30 p.m., confirmed that staff is
| required k) ensure that Resident #1 alternates his
liquids anc| solids.

The QMRI? failed to ensure that Resident #1
alternated his liquids and sollds during meals as
recommer dad by the spaech and language
pathologis:.

1405 3520.7 PROFESSION SERVICES: GENERAL i 405
PROVISIONS

Professior al services shall be provided by
programs Jperated by the GHMRP or persomnel
employed oy the GHMRP or by arrangements
batween tie GHMRP and other service providers,
including toth public and private agencies and
ingividual practitioners.

This Statule s not met as evidenced by:

Based on observation, interview and record
review, the Group Home for the Mentaily
Retarded Fersans (GHMRP) failed to ensure
profession. i services had been provided in
accordanic: with each resident's needs, for one of
the three residents inciuded in the sample.
{Residentst1)

The finding includes:
Resident #1 was observed at his day program on

September 14, 2010, beginning at 11:25 a.m, At
12:05 p.m.. review of Resident # 1's individual

Health Regulation Administ ation ;
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1405| Continue¢ From page 2 1 405 D.C.H.C QMRP has met with day program instructord 09-16-10
program glan (IPP) dated November 2, 2009, b .h?r routine monthly visits, Also QMRP has given
revealed t1e following communication objective; hraitings on needful domain to Day Frogram staff.
"Staff will assist {the resident] in creating a picture On 9-16-10 QMRP had a case conference
book of vi rious ltems of interest or activities gramm with M
(people, p'aces, or things) from which to choose, Th"',Dlay Pro with the lfwg:::; a":?m and
Staff will present [the resident] with choices ¢ social worker. QMRP reosientod the staff person
(pictures). Then [the resident] will choose the on: gaals objectives per IPP, HCMP and other issucs
item or ac ion that he would iike to participate in." like behavior management for the individual #1's on
Further re /iew of the communlcation goal 9.16-10,
revealed | e shredded paper on August 9, 2010
- and Augurt 41, 2010. In an interview at the sama . .
 time, the 114y program staff stated, "I misread the Day Progrsm stafl person wag provided additional | 09-22.10
program and didn't understand it.” There was no training on 09/22/10 and the Program Manager wil}
EVldenCE that the staﬁ impler-nentEG Resfdeﬂt continue to trait as needed, QMRP will continug
#Al ;ucsc:mmumcation goal during the month of monthly motitering to ensure timely
' imp{ementation of [PP goals and program,
At the time of the survey, the day program failed {See Attachment Al-AS5)
to ensure Resident #1's communication program
was impleinented as recommended.
1 500; 3523.1 RESIDENT'S RIGHTS 1500
Each GHN RP residence director shall ensure
that the rights of residents ara observed and
protected i1 accordanee with D.C. Law 2-137, this
chapter, ahd other applicable District and federal
laws,
This Statulz is nat met as evidenced by; |
Baged on ¢bservation, Interview and record
review, the Group Home for Mentaily Retardation
Persons {(CHMRP) failed to ensure the rights of
residents were observed and protected in
accordance with D.C, Law 2-1237, this chapter,
and other : pplicable District and Federal Laws,
for two of thiree residents included in the sample.
(Residents #1 and #2)
Haaith Requiation AGmimst aten
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The findirgs Include: ,
Minutes triken at meetings of the facility’s HRC 1&2 (Al Physician orders of sedation for medical 09-15-10
for the pe Jod Novermnber 2009 through August ppointments for Resident #2 werc approved by the

2010, were reviewed on September 15, 2010,

beginning at 12:05 p.m. Mcdical Guardian and discussed but not included in

the HRC minutcs by error. The QMRP was

1. Reviev: of Resident #2's medical chart on provided further training by Program Manager to

Septembe r 14, 2010, beginning 1:20 p.m,, ensure that HRC minutes incacporate the

revealed the following orders: discussion of the sedation for approval,

- On November 24, 2008, Ativan 3 mg, 2 hours Upon any sedation being ordered , the HRC will

prior to dental appaintment schedula for revicw and discuss and approve. Additionally, the

Navembe 30, 2009 individual and the legal guardian will be informed and
On Novermber 21, 2009, Ativan 3 md_ brior to gonscat obtalned, DCHC will continue with the

EN;“ a:;glntr:;nt scheduled for Novglh%er 2, desensitization program.

2009; See Attachment *C"

- On Octoher 2, 2008, Ativan 3 mg, prior to ENT
appeintme nt scheduled for October 19, 2009,

Review of Resldent #2's medication
administration record on Septamber 15, 2010, at
approximztely 10:00 a.m., confirmed that the
client rece ved the aforementioned sedations,

Interview v/ith the qualified mental retardation
professional (QMRP)on September 15, 2010, at
approximately 10:30 a.m., revealed that Resident
#2 receive ] the sedation {o address his
noA-compliance prior to the medical
appointments. Further Interview with tha program
director at approximately 3:40 p.m., indicated that
the HRC d scussed the resident's sedations,
howaver i ere was no evidence that the HRC
approved t1e use of sedations for Resident #2.

2. Review of Resident #3's physician order dated
Seotemnbel 11, 2008, on September 15, 2010,

Hesith Regulation Administ 3 wen
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beginning at 10:23 2.m,, revealed an order for
Alfivan 2 mg, prior to a dental appointment
schedulec for September 22, 2008,
Review of Client #3's medication administration
record oh September 15, 2010, at approximately
10:30 a.m., confirmed that the client received the
aforementioned sedations.
Interview with the QMRP ¢n September 15, 2010,
at approxi nately 10:30 a.m,, revealed that
Resident #'3 received the sedation to address his
non-compiance prior ta the dental appeintment.
Further inlerview with the program director at
approximztaly 3:40 p.m., indicated that the HRC
discussed thea resident’s sedations, however
there was no evidence that the HRC approved
" the use of the sedation for Resident #3.
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