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; A recertification survey was conducted from GOVER
; March 10, 2009 through March 12, 2009. The NMENT OF THE p
survey was initiated using the fundamental survey DEPARTMENTISE:EIL%ZCOL UMBIA
process. A random sample of four clients was HEALTH REGULATION ADMINIS
selectad from a poputation of sight males with NORTH CAPITOL g NE 2JSATTON
various degrees of disabllities. WASHINGTON, 0.C. 50000 FLOOR
The findings of this survey ware based on
observations at the group home and two day
programs, and a review of clinical and
admin:strative records including the facility's
unusual incident reports, : :
W 120 | 483.410(d)(3) SERVICES PROVIDED WITH W 120, ' , —
OUTSDE SOURCES Wiz2o b
The fé::ility must assure that outside services ::f:eimu:r? will be met as b
; meet the needs of each client. l R Lo
C 1. thcm mat was previously given g
. . . . . to the day program for cliant #2's
This STANDARD is not met as evidencad by: ! ” ; I
. Based on observation, record review and staff Placemat on 10/6/08, QMRP will
interview, the facility fatied to ensure clients were tTollow up with training to reinforce the |
provided with adaptive feeding equipment as | use of adaptive meal support at the day
ordered, for one of the four clients included in the prograin. L ' M3 a?
sample. (Client #2) - | | In addition, QMRP will periodically | |
continue to moitor meals at the day _ ong)l"(f
The finding inciudes; . PTogrém t6 ensure compliance with the | | -
' : use of adaptive equipment. '
Observation at Client #2's day program on March provide day program staff with
111, 2000, at 12:15 PM revelaed Client #2 eating | Such actions will b documented ini the _
funch from a hig-lo plate that was placed on top of QMRP notes, _ !
i a plastic bib. The plate was observed sliding —_
around on the table. - QMRP conducted will
Re f the feed | on March 11, 2009  da “ctgra"m. g s the
Review o eeding protocol on . Y pro. to address
at 2:05 PM indicated that Client #2 required a the use of the dycem mat.
1 hi-lo plate, spouted handied mug, built-up coated |
. teaspoin, Dycem mat, and a bib during
ABGRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATVES SIGRATURE TITLE ' (%6) DATE
rie vy - ';%’07 '

\ny deficency staternent ending with an asterisk (") dencles 2 daficiency which the institution may be exousad from tattecting providing it is determined that
ther safeguards provice sufficient protection Lo the petients. (See inatructionw.) Excapt for nursing homes, the findings stated above are disclosable 90 days
lowing the dete of survey whether or not » plan of comection is provided. For nursing homes, ihe abave findings and plans of correction are disciosable 14
ays foliowing the date thepe documants ara rada avaimbla lo the facility. If deficlencies are cited. an approved plan of cotrection is requisite 1o continued

rogram particlpation.
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on March 11, 2000 at approximately 1:30 PM
confirned Client #1 recaivad Valium as a muscle
relaxer. Interview with the Qualified Mental
Retardation (QMRP) on March 10, 2009 at :
approximately 6:15 PM revealed the client did not
have the capacity to give informed consefit for the
: use of his medications and habilitation services.

Further review of Client #1's Psychological
Assessment dated November 6, 2008 on March
11, 2009 at approximately 1:00 PM ravezied that
Client #1 "is not able fo make independent
decisions ¢oncerning his habilitation. He lacks

: the cognitive skills necessary to understand the

{ implications of such decisions and therefore

i cannot give his informeg consent. He lacks the

; judgment and insight required to make decisions

| indeperidently." The QMRP further revealed the

] client did have a legal guardian to assist him in

| decision rmaking.

Review of tha clisnt's medical record and”
additional interview with the QMRP on March 11,
2009 at 1:30 PM failed to provide evidence that
Client #1's treatment neads, including the benefits
and potantial side effects associated with his
medications, and the right to refuse treatment,
had been explained to him and a fegally
authorized representative. o

2. During the medication pass observation on |

‘I March 10, 2009 at approximately 7:00 PM, Client

#4 was observed raceiving Valium 2 mg. Review . ’
of the bubble pack and verified by the client's ' : !

CENTERS FOR MEDICARE & MEDICAID SERVICES
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W 124 Continued From page 2 : W 124
Review of Client #1's medical record on March
11, 2009, at approxitnately 1:00 PM revealed an
order for Valium 5 mg. three times per day.
Interview with the Licensed Practical Nurse (LPN)
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W 124 Continued From page 3
Physician's Order dated March 2009 on March
12, 20CQ revealed that the client received this
medication as a muscle relaxer.

During the entranca conference with the QMRP
on March 10, 2009, at approximately 6:30 PM, it
was revesled that Client #4 had a guardian to
assist Fim in making health care decisions,

. Interview with the QMRP on March 12, 2009, at
appraximately 12:30 PM and record varification
on the same day revealed thal the facility had not
informed the client and/or his guardian of the risk
verses oenefits of Using this medication. At the
time of the survey, the facility failed to provide
evidence that informed consent had been

, obtained for he sue of Client #4's medication prior
to its use. '

3. During. the medication pass observation on
March 10, 2009. at 6:45 PM, Client #3 was

observed receiving Lyrica 50 mg. Interview with i

| the nurse revealed that the client received the |

i medication for seizures and to calm him down. It

* was noled that prior to receiving the medication
the client Tiailed his arms and legs while in the
wheelchair: however after raceiving the

| medication the client was caim.

During the day program observation on March 11,
20089 from 11:00 AM 10 1:15 PM, Client 23 was
observed in the nursing station. His eyes were
closed as if sleeping.soundly. According to the

i staff, he had been that way all morning. The
nursing staff placed ice packs on the client's neck
in an effort to arouse him. Intetview with the day

. prograr: staff revealed that the client recently had |

' recent changes in his medication and
intermittantly had periods of somnolence.

w124

——r— ——

‘RN and medical staff will
contime to monitor client
. 33's response to medications
P and make changes o
recommendations as needed.

The legal guardian will be
informed of all proposed
" changes and .
recommendations to assist
X client #3 in the decision

making process.

s
. ongpr
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: Rewview of the physician's Desk Referencs on
March 13, 2008 at approximately 3:00 PM
revealed that one of the side effects of the Lyrica

, was somnolance. : ' :

During the entrance conference with the QMRP
on Ma-ch 10, 2009 at approximately 6:30 PM, it .
wes revesled thet Chiant #3 had a guardian fo
assist him in making health care decisions.
Interview with the QMRP on March 12, 2009, at
approximately 12:40 PM and record verification-

1 of the same day revealed that the faciiity had not
informed the client and/or his guardian of the risk
verses benefits of using this medication. At the

. ime of the survay, the facility falled to provide

‘evidence that informed consent had been
obtained for the us of Client #3's medication prior
loits use. .
W 154 | 483.420(d)(3) STAFF TREATMENT OF W54
CLIENTS ) {
X N | ) e |
The facility must have evidence that all alleged - Tr—
violations are thoroughly investigated. W154 . T 4 .g_q
B This Standard will be met as
. evidenced by: . b
This STANDARD is not met as evidenced by: :
; Based on interview and record review, the tacility 'he OMRP will i
failed to investigate injuries of unknown origins, - ﬁ:;ﬂ%m! gy u’;'-;n'fﬁ:em
for three of the four clients in the sample.  (Clients : . ' 0
‘31, 33 and #4) . boﬂlthenursesanfid_lrectcare | M’q
staff on reporting incidents. i
The findings include:
. . i QMRP will investigate ail
i Review of the incident reports on March 10, 2009 * injuries of unknown origin.

“at 3:45 PM revealed the following injuries of
unknown arigins that were not investigated: -

i 8. On August 1, 2008, staff discoverad that
J Client #3 sustained a laceration to his left eye

ORM CMS-2567(02-60) Frevious Versions Obsuiste Event10: 7WiK1 11 Fachlty iD: 09G124 If continuation sheat Page & of 18
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W 154 | Continued From page & ' Sr W54
brow. The primary care physician was notified
and instructed the staff to take the client to the ‘
emergency room. . )
b. On October 18, 2008, staff discovered an |
abragion on Cllent #1's chin. : )
1 €. On January 5, 2009, staff discovered a small . ' ' }
scratch on Client #4's right hand, | .
W 156 | 483.420(d)(4) STAFF TREATMENT OF W 156
CLIENTS o
The resuits of all investigations must be reported ‘
to the administrator or designated representative W156(a, b, and ¢) _
or to other officials in accordance with State law : " This Standard will be met a5
] within five working dgys of the incident, ) evidenced by:
. This STANDARD is not met as evidenced by: Reference response to W154.
i Based on interview and record review, the facifity . S
: failed tc report the results of all investigations 1o In addition the QMRP will L 13009
. i the administrator within five working days of the report 2ll investigative resuits - ongpingy
incident, for two of four clients included in the to the administrator within
| sampls. {Clignts #1 and #3) five working days of the
_ The findings inciude: ' ‘ ﬁdent z :rﬁmed in policy
Review of the incident reports on March 10, 2009 | ' .
at 3:45 PM revealed the following injuries of - The QMRP will receive o
. unknown origins: additional training as needed ;
: ‘ . to further ensure timely ]
2. On August 1, 2008, staff discovered that submission of the .
Client #3 sustained a laceration to his left eye ' investigation. '
-{ brow. The primary care physician wag notified ! gatl i
and instrucled the staff to take the client o the ' . . S
emergency room. Tracking system will be
T : ' updated to further ensure
b. On October 18, 2008, staff discovered an ' compliance with this standard,
i abrasion on Client #1's chin. y I J

PRM CMS-2567(02-99) Pravious Versions Obsolet . Event ID: 7WK111 Facilty ID: 09G12¢ if continuation sheel Fage & of 18
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¢. On January §,- 2008, staff discovered a small
: scratch on Client #4's rlght hand

Interview with the Qualified Mental Refardation
Professional (QMRP) on March 11, 2009 at

approximately 3:30 PM confirmed that there were W159
no invstigations to the aforementioned incidents. * . Qe . &g
Continued review of the facility's incidents failed 'E?d‘eimd;;? will be met ds

to provide evidence that the administrator was
, hotiied of the results of all investigations within :

five working days. .
W 159 | 483.430(a) QUALIFIED MENTAL w1gg! L The MRP wil ensuro at Mapttve 1, 509
RETARDATION PROFESSIONAL cquipment is provided
. agencies, Dh eo'nq
Each client's active treatment program mustbe Reference response to W120.
vintegrated, coordinated and monitored by a . _ .
: f ! fessional. 2. The QMRP will ensure that all gosls
quaiified mer,tal retardation professional _ ave il tod as f ted by DT
This STANDARD Is not met as evidencad by: Reference response to W249 i
Basec on observation, staff interview, and record : o
review, (he Qualified Mental Retardation " _W249(#’s 1 and 2)
Professional (QMRP) failed to coordinate .
sarvices, for two of the four clients included in the |

- sample. (Clients #1 and #2) .

The findings include: . |

1. The facility's QMRP failed to ensure clients

| were provided with adaptive feeding equipment
as ordered, for ane of the four clients included in
the sample. [Ses W120]

2. The facility's QMRP failed to ensure that as ]
soon as the interdisciplinary team formwulated B E . :
client’s individual Program Plan (IPP), each client “
received continuous active treatment serviees, in | : ;!
sufficiant number and frequency to support the l ; - '

FORM CMS-2567(02-59) Previous Versions Obsolete Event ID: 7WIK111 Faciity ID: 09G124 It cantinuation sheet Page 7 of 18
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W 159 Continued From page 7 W 159
achievement of the objectives identified in the
IPP. [Soe W249)
W 248" 483.440(d){1) PROGRAM IMPLEMENTATION W 248 .
(24
As soon as the interdisciplinary team has ' ~
formulated a client’s individual program plan, P
each clisnt must receive a continuous active W249(#°s 1 and 2)
treatment program consisting of neaded Thils Standird will be met as
evidenced by: ’

_ interventions and sefvices in sufficient number
and frequency to support the achievemnent of the
objectives identified in the individual program
ptan.

This STANDARD is not met as evidenced by:
Based on observation, interview ang record
review, “he facility farled to ensure that as soon as
the mte:dlsclplmary team (IDT)formulated client's
Individual Program Plan (IPP), each client
received continuous active treatment services, in
sufficiert number and frequancy to support the
achievement of the objectives identified in lhe
PP, for two of the four clients included in the
sample. (Clients #1 and #2)

: The findings incfude:

1. On March 11, 2008 at 2:00 PM, a
communication device was observcd on & table in
the dining room. Interview with the QMRP on
March 12, 2009, at 12:00 PM indicated that Client
#2 had a speech goal io increase his functianal
communication skills with the use of a°
communication device. Review of the records on
March 12, 2009, at 12:10 PM revealed the
follawing:

Cilent #2 quarterly report dated November 4,

_ tilt switch. QMRP will order new pnqpmé’

1. Reference W159.
Réview of record indicated that client
#2 has adaptive equipment and a voice

output device but the equipment has no o 09

equipment with a tilt switch as
recorumenided by the speech
pathologist QMRP will receive
additional in-service training on
program implementation and following
up with progritos as formalated by the
IDT.
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w282

W 249

. | assistence, and verbal prompts on three out of
i five trials for three consecutive months. On March

inappropriate behavior and other programs that,
: in the opinion of the committee, invoive risks to

| reviaw, the facility's Human Rights Committee

-the sample. (Clients #1 and #2)

Continved From page 8

2008 recommended that he should continue to
receivé speech communication training fo
improve his functional communication skitls
through the use of a tilt switch, voice output, and
cause and effect activities. His objective stated
that he will be able to use & lit-switch and a voice
output device to express himself (i.e., | would like
to eat, | would like to listen to musie) at the
appropriate ime given hand over hand

10, 2009 the Dirgct Care Aid signed the client's
program plan, indicating that he was given the
opportunity to use his communication device.

The facilily failed 1o mplement Client #2's speech
communication training with the use of his tilt
switch. voice output communication device.

. !
2. [Cross Reference W436). The facility's QMRP -
failad lo furnish and train clients to use
communication devices as identified by the
inferdisciplinary team.
4B83.440(f)(3)(() PROGRAM MONITORING &
CHANGE

The committee should review, approve, and
monitor individual programs designed to manage
client protaction and rights.

This STANDARD Is not met as avidenced by:
Based on observation, staff interview end record

(HRC, faited to review and approve the use of
restrictive measures, for two of the four clients in

FORM CMS-2587(012-89) Previous Versisss Otsclele Evant 1D 7TWK1 11

0 . PROVIBERSPLANOFCORRECTION = @9
PREFIX {EACH CORRECTIVE ACTIGN SHOULD BE ~  , COMPLETION
TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
W 249
2. Cross Reference respnnse :

; Ww436.
W 262

1
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064} ID SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION - s)
PREFIX (EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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W 262 ! Continued From page 9 W 262 1
The findings include: W62
T This Standard will be n .
1. On March 12, 2008 at approxirately 1:00 PM, cvidenced by: Wil be met as |
review of the HRC minutes and interview with the Reference response to W12 4 !
i Qualified Mental Retardation Professiongi por \
(QMFP) revealed that thers was no evidence that :
the HRC had approved the usa of sedative ngRP will d““‘?"“"ww all :
medications for Clients #1 and #2 . [See W124 1 ormation pertaining to various | - 4./
and 2) » treatments, inclnding medication for ' :
. sedaition with the Human Rights ﬂﬂflﬂ?
' 2. Review of Client #1's medical record on Mareh Committee. o
11, 2009, at approximately 1:00 PM revealed the In addition, the QMRP will discuss the
following sedations: risk and benefits of each medication
. ordered and ensure approval/consent
a. On March 2, 2009, Client #1 received Ativan 2 from the individual legal guardian and
mg, 30 minutes prior te an EEG: family members. Evidence of such
; ) ' meeting will be filed inside the i
b. On March 6, 2008, the client received Ativan 2 individual file. l
mg, prior to a CT scan. ) |
- f
Interview and record review on March 12, 2009, ‘ '
at 9:30 AM revealed Client #1 received sedations |
. to address his non-compliance prior to meducal -
appointments.
Review of the HRC minutes on March 12, 2009, | '
10:00 AM revealed no evidence thal the facllity's : :
HRC reviewad and/or approved Client #1's
sedations prior to medical appointments.’
W 263 | 483.440(f)(3)(ii) PROGRAM MONITORING & w2s3| WZb?%
.| CHAMNGE C
The committee should insure that these programs ;
; a@re conducted only with the written informead
consent of the client, parents (if the clientis a
minor) er legat guardian. !
k ) .
[ . |

FORM CMS-7567(02-89) Previous Versions Obaslet Bvent ID:7WIK191 Farility 1D 08G124 ' if continustion sheet Page 10 of 18
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i : . DEFICIENCY)
W 263 Continued From page 10 ' W263] w2z
This STANDARD _i5 not met as evidencad by: This Standard will be met as
Based on observation, interview and record evidenced by:
- review, the facility's Human Righls Committes Reference response to W124 and
(HRC) failed to ensure written informed consent - W262
had been obtained from the client and/or their d. Review of record indicated that
legal guardian for the use of restricitve sedative the medications were prescribed to
medications, for two of the four clignts included in client # 1, 3 and 4 by the .
¢ the sample. (Clients #1 . #3 and #4) Newrologist as part of newrological
: . . treatment plan. Therefore, The
The finding lmcludes: ?:ﬁchimi“ doﬂ,e: ;.;1 ,.mp:iwr. ;;-m
. . ] ‘ ow up on cation.
)| 1. Review of Client #1's medical reacrd on : ,
Masr:h 11, 2009 at approximetely 100 BM gmyfz‘fﬁ:’ o with Che CH 007
revealed an ander for Valium 5 mg, three times medications for all individuals : 0”99"’7
per day. Interview with the Licensed Practical involved : .
! Nurse (LPN) on March 11, 2009, at 1:30 PM iovolved. '
confirmed Client #1 received Valium as a muscle
relaxer. inferview with the Qualified Mantal - S -
Retardation Professional (QMRP) on March 10, In the future, the :
2009, at approximately 6:15 PM.revelaed the QMRP/Nurse will inform the ,
client did not have the capaity to give invorfrmed guardian of all recommended :
congent for the use o f his medications and medications and obtain ! _
habl'naﬁm senvices, . wriuen consent pricr to 1 |
Further review of Client #1's Psychologica) "".‘P'emg“““'?“' Th'ilfl:h'“““
Assessment dated November 6, 2008 on March R"gh“ ommittes wi 0
11, 2009 at approximately 1:00 PM revealad that , review to further ensure that
Client #1 *is not able to make independent informed consent has been
decisions concerning his habflitation. Ha lacks obtained and copy maintained
the copnitive skills necessary to understand the on file, o
| implications of such decisions and therefore
cannot give his informed consent. He lacks the
Judgment and insight raquired to make decigians
indapendently * The QMRP further reveated tha
client did have a iegal guardian to sssist him in
decision making.
Review of the client's medical record and ’
additional interview with the QMRP on March 11, !
Event ID: TWKiIT1 Facilly ID: 09G12¢ H continustion sheet Page 11 o1 18
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DEFICIENCY)

W 263!

. of the bubble pack and verified by the client's

medication as a muscle relaxer.

. verses benefits of using this medication. At the

loits use.
i 3. During the medication pass observation on

i Medication for seizures and to calm him down, It

Continued From page 11

2009 at 1:30 PM failed to provide avidence that
Client #1's treatment needs, including the benefits
and potential side effects associated with his
medications, and the right to refuse treatment,
had been explained te him and a legatly '
authorized reprasentative,

2. During 'thE medication pass obsarvation on
March 10, 2008 at approximately 7:00 PM, Client
#4 was observed receiving Valium 2 mg. Review

Physician's Order dated March 2008 on Marci
12, 2008 revealed that the client received this

During the entrance conference with the QMRP
on March 10, 2008, at approximately 6:30 PM, it
was revaaled that Client #4 had a guardian to
assist him in making health care decisions.
Interviaw with the QMRP on March 12, 2009, at
approximately 12:30 PM and record verification
on the same day revealed that the facility had not
informad the client and/or his guardian of the risk

timie of the survey, the facility failed to provide
evidance that informed consent had been
obtained for he sue of Client #4's medication prior-

March 10, 2009, at 6:45 PM, Client #3 was
observed receiving Lyrica 50 mg. Interview with
the nurse revealed that the ciient recsived the

was noted that prior to receiving the medication
the client flailed his arms and legs while in the
whaelchair; however after recqiving the
medication the client was calm.

W 263

FORM CMS-2567{02-98) Pravious Versions Obsaleis . Event 1D: 7WK111

Facility [0 03G12a

If confinuation sheet Page 12 of 14
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W 263 Continued From page 12 W 263

During the day program observation ot March 11,

2008 from 11;00 AM to 1:15 PM, Client #3 was

' observed in the nursing station. His eyes were
closed as if stegping soundly, According to the

. staff, he had been that way s moming. The

nursing staff placed kce packs on the client's neck

in an effort to arouse him. Interview with the day

pragram staff revealed that the client recently had

recent changes in his medicaticn and

intermnittently had periods of somnolence,

Reviaw of the physician's Desk Reférence on
Mareh 13, 2009 at approximately 3:00 PM

' revealed that one of the side effects of the Lynca
was somnolénce.

During the entrance conference with the QMRP i
on March 10, 2009 at approximately 6:30 PM, it
was revealed thet Client #3 had & guardian to
: assist him in making health care decisions.
interview with the QMRP on March 12, 2009, at
: apprximately 12:40 PM and record verification
on the same day revealed that the facility had not
informed the client and/or his guardian of the risk
verses benefits of using this medication. At the
time of the survey, the facliity failed t provide
evidence that informed consent had been
obtained for tha us of Client #3's madication prior '
- 10 it's use. .

At the time of the survay, the facility failed to

provide evidence that informed consent was

obtained from the ciient and/or legally authorized-

1 representative prior to the administration of the

-+ psychotropic medication. . . .

W 289 463.450(b)(4) MGMT OF INAPPROPRIATE | wass| W ngil _
CLIENT BEHAVIOR .

The use of systematic interventions to manage

" FORM CMS.2567(02-93) Previous Versions Dbsolale Event (D: 7WK111 Faciity 1D: 09G124 If continuation sheet Page 13 of 18
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W 289 | Continued From page 13 , W 289 w289
‘inapproprlate.cﬁent behavior must be i This Standard will be met 25
incorporated into the client's Individual program evidenced by:
pian, in accordance with §483.440(c)(4) and (5) of T
this subpart. Review of record indicates that [
medications were ordered by the '
| : . primary care physician for one
. . i time usage of Intalerance to .
This STANDARD is not met as avidenced by: . ] . . :
. Based on record review and interview, the facility mum procedurss. QURP
i failed {5 ensura the use of behavioral control ol up with the ' ‘
medications incorporated into clients individual psychologist to implement g ,
Program Ptan (IPP), for one of the four clients desensitization plan for client #1, 3 ' g'go
included in the sample. (Client #1) and 4 to decrease/ eliminate 0'?
' , episodes of combativeness or
The findings include; intolerance of during medical -
; procedures.
Review of Ciient #1's medical record on March : e me
11, 2009, at approximately 1:00 PM revealed the QMRPF will also review and -
: foliowing sedations: o discuss client #1°s need for
» ﬁ .
_a. On March 2, 2009, Client #1 received Ativan 2 sedation for scheduled
. Mg, 30 minutes prior {o en EEG; medl?al app ogntl_'nerlts at hl§ |
T . next interdisciplinary meeting
b. On March 6, 2009, the client received Ativan 2 and incorporate approved !
mg, prior to a CT. scan, ) Interventions into his_
h A individual support plan.-
Interview and record review on March 12, 2008,
at 9:30 AM revealed Ciient #1 received sedations °
‘ to address his non-compiiance prior to medical |
i appeintments. '
Review of the HRC minutes on March 12, 2009,
10:00 AM revaaled no evidence of an IPP {o
| address non-compliant behavior prior to use of
. medicalion. ' i
W 325 482 460(a)(3)(iil} PHYSICIAN SERVICES w325
| The facility must provide or obtain annusal physical
examinations of each cfient that at g minimum

ORM CMS-2567(02-99) Previous Versions Chsolete

Event ID; 7WX111
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W 325, Continued From page 14 W 325 W28
includes routine screening faboratory : ' This Standard will be met as
examinations as determined necessary by the evidenced by;
 Physician. Facility RN wil provide additional
' training to nurses on timely follow l B'M
. ' ‘completion of laboratory O
This STANDARD is not met as evidencad by: up/ i png
; Based on observation, interview, and record ;q:di&as o];dered byth];ltlysman- | M!
review, the facility failed to provide routine e “"an;“‘“" v emis |
laboratory testing.as determined nacessary by the consistent thsaccun ’3: mm I
physician, for one of four &lients included in the established that casures that i
sample. (Client #2) laboratory studies were completed |
in accordance with establish f
The finding includes; standard _ P
The facility failed to obtain laboratory studies as
ordered by the Primary Care Physician (PCP).
2. Review of Client #2s physiciar's order (PO)
[ from June 2008 to March 2009 on March 11,
2009 at approximately 10:00 AM revealad an
order for the client to have laboratory studies for
TSH and TSH4 every six months. Further review
of the: record revealed the TSH and TSH4 were
compieted on August 4, 2008. The tesults of the
TSH and TSH4 laboratory studies were within
normal limits. However there was no evidence of
- laboratory studias for lhe Client's TSH and TSH4
after the aforernentioned date. '
interview with the Licensed Practical Nurse {LPN) t :
and Fegistered Nurse (RN) on March 11, 2009, at|
appreximately 10:30 AM confirmed that the
laboratory studies were not completed as
orderad,
b. Review of Client #2's POs from June 2008 to
. March 2009, on March 11, 2009 at approximately
10:00 AM revealed an order for the client to have
[ laboratory studies for lipids evary six months.
FORM CMS.-2567(02:99) Previpus Versions om:‘lah . Evanl 18: WK1 1Y . Facillty ID: 09G124 it continuation sheat Page 15 of 18
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eayip |
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W 325

W 331

; last lipid level testing was oompleled on August 4,

12009 at 10:30 AM revealed that Client #2 did not

, OFdered.

| March 2009 on March 11, 2009 at approximately

; lnterviaw with the LPN on March 11, 2009 at

| did rot receive his synthroid level testing every six

: one clients who received nutrition and medlations

Convinued From page 15
Further raview of the record revealed the client's

2008.
Interview with the LPN and RN on March 11,

receive his lipid level testing every six months as

c. Review of Client #2's POs from June 2008 to

10:00 AM revealed an order for the ctient to have °
laboratory studies of synthroid every six months.
Further review of the record revealed the client's
fast synthroid levei testing was completed on
August 4, 2008,

approxirnately 10:00 AM revealed that Client #2

manths as ocdered,
483.460(c) NURSING SERVICES

H

, The fadhty must provide clients with nursing
’ sarv:ces in accordance with their neads.

This STANDARD is not met as evidenced by.
Based on observation and interview, the facility's
nurs2 failed t0 assess for the placement of the
gastrostomy fube (G-tube) prior to the
admnistration of medication and feedings, for

through the G-tube.. (Client #3)
The finding includes:

During the medication pass observation en March
10, 2009, af approximately 6:45 PM, the nurse

W 325 - ‘ )

wan, \WB3| :

FORM CMS-2567(02-00) Prirvious Versions Otisoleio Event 10: TWK111
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W 331 Continued From page 16 . W 331 w331
] preparad to administer Client #3's medications ‘ , ‘
mro':.ngh his G-tube. The nurse removed lhe cap This Standard will be met as
from the G-tube and with a syringe, withdrew fluid evidenced by: -
‘| from tne tube. The fluid was opaque and did not ! evidenced by: 8,200
contain retained feeding. The nurse then flushed - The RN has provided additional '
: the tube with water and administered the clients . traiming to all nurses on nursing ongang
i medication per his protocol. Interview with lhe |- Pf0t9mls that inchrded G-Tube .
nurse on March 10, 2009 at approximately 6:30 . feeding protocol. RN will continne
PM, regarding the checking of the ptacement of on-going training and monitoring
the tube revealed that he heard the gurgling of protocols/practices to enisure
sounc when he femoved the cap from the G-tube. ! compliance as set forth,
| Review of the facility's G-tube feeding protocol on | ‘ :
March 12, 2009 at approximatieu 10:00 AM >
revealed 15 cc's of air was to be injected into the -
tube and with the stethoscope piaced on the
: stomach, the nurse should listen for the .
"Whooshing sound which means the air has gone ;
into the tube.* :
At the time of the observation, there was no
evidence tha the nurse used the stethoscope to
chack the placemant of Client #3's G-ube prior to
adminstering his madications,
W 391 | 483. 460(m)(2)(|i) DRUG LABELING W 391 I Wil
. This standard will be met as
The facility must remove from use drug evidenced by: _
containers. with worn, illegible, or missing labels.
' ' i , The facility nurse has removed and 32604
: This STANDARD is not mat as evidencad by: ‘ chent#1's tion AUOL
that has a worn out label. RN will ongoiny
Based on observation and staff interview, the . ravide additional training on .
facility failed to remove medications from its use . L :
- . ' routine monitoring of
that had worn label for one of the four clients : . . .
included in the sample. (Client#1) prescribed/bedside topical to
’ , ensure all lzbiels and writing are
* The finding includes: clear and legible.
'j On March 12, 2009 at approximately 12:45 PM,
during the anvironmental ingpection, 2 bottle ¢f

FORM CM$Z567(02-8¢") Previcus Varsions. Obsolete Evant IO TWK111 Facillty 10: 09G124 If continuation sheet Page 17 of 18
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W 391 | Cortinued From page 17 ’ W 391
Keloconazale shampoo 2% was located in Client
#1's personal hygiane box that had a warn label.
W 4585 . 483.470()(1) INFECTION CONTROL - { W455
‘ ' w455
There must be an active program for the ,
prevention, control, and investigation of mfectlon Tlﬁ: stand:rt'! will be met a3
and communicable disesses. evidénced by:
The facility coordinator has ’
This STANDARD is not met as evidenced by: . replaced toothbrushes for client #2, =, ,J-’,oc‘
Based on observation, interview and record #3 and #8 with a pew one anda
review, the facility failed to implement infectious toothbrush h"ld“_ has been Ol'ﬁol'ﬂ
control procedures to prevent-communicable purchascd for all individuals.
infectious diseases, for three of the eight clients The QMRP will complete routine :
residing in the facllity. (Cilents #2, #3, and #8) . monitoring of individual hygiene
kit to. ensure all toothbrushes arc
The finding includes: plaoe inside togthbrush holders, p
' Dun';ng. the environmental inspection on March 12, = : :
2009 a2 12:45 PM, uncovered, wet loothbrushes R .
, . Direct Care staff will also
g: l?f::;:ea in Chent#z #3 and #8's personal . reccive additional training on
i identify and repomng
environmental concerns when
they arise.

’ 1
; |
c:RM CMS-2557(02-09) Frevious Versions Obsalele Event iD: TWK111 Facilty 10, 086124 if continyatian shael Page 18 of 18
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A licensure survey was conducted from March
10, 2009 through March.12, 2009. The Survay

! was initiated using the fundamental survay
procass. A random sample of four residants was
selected from a.population of sight males with
varicus degrees of disabilities.

The findings of this survey were based on ;
observations at the group home and two day : ' . i
; prog-ams, and a review of clinical and
adm:nistrative records including the group
hom=s's unusual incident reports.

1202’ 350¢.3 PERSONNEL POLICIES - | 203 |
3509.3: I

Eact supervisor shall discuss the contents of job _ hi . o
dascriptions with each employee at the beginning Eﬁdse;t::;"b; ill be met g I
employment and at least annually thereafter. : i 709
1 The Facil i a1 B0
This Statute is not mat a5 evidenced by: review mﬂt’;ﬁm e 2 ol
Based on interview and record review, the : ) descriptions nthi J I hg ﬂﬁ
GHMIRF failgd to have on fila for review current : dovel Monthly and/or | |
job descriptions for all employees. - Sevelop a raaster listing of all |

_ * . Job descriptions expiration
| The 7inding includes: dates to ensure ongoing
' . monitoring and review.
Interview with the Qualified Mental Retardation :
Professional (QMRP) and review of the GHMRP's . Thei e
personnei files conducted on March 12, 2009 at ' bel:il 33;:‘:1“ ﬂdm pu
' appraximately 11:00 AM, revealed the GRMRP | - for revi arcon file
failec to provide evidence that the facility ow. L
discussed the contents of job description with ’ ' )
staff. It should be noted tt{at the present’ _ The QMRP will also check
. ' recorded did not include a job descriptions for periodically to further ensyre '
| Staff #5, #8, #9, #10, #11, #12, #13 and #£14. _ ongoing compliance is bei.ng
. m i l - d. !
| 206 3509 6 PERSONNEL POLICIES ' 1206

| Each employee; prior 1o employiment and
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1205, Continued From page 1 h208 3509.6:
annually thereafter, shall provide a physician ' s This status will be met as
ceriification that a health inventory has been evidenced by:

" performed and that the empioyee ' s health status Health Certificate for speech :
would allow him or her to perform the required pathologist, Occupational !
duties. Therapist and podiatrist arc

currently on file.
Assistant Director will ensure that
the documnent is available for
: review during survey.
This Statute is not met as evidenced by: _
Based on interview and record review, the facllity !
falled ta achieve compliance with State

. regulatians pertaining to health (22 DCMR
Chapter 35, Section 3509.6),
The finding includes:
interview with the Qualified Mental Retardation h
Professional (QMRP) and review of GHMRP's
personnel records on March 12, 2009, at
approximately 11:00 AM,-at which time there was

. o evidance that five direct care staff (Staff #2,
#8.#11 #12 and #13), the Psychologist, the

| Speech Pathologist, the Ocgupational Therapist
| and the Podiatrist had a current heaith certificate, : -
3510.5: |
12271 3510.5(d) STAFF TRAINING 1227 This status will be met ag
evidenced by:
Each training program shall include, but not be Review of the record indicates that
fimited t2, the foliowing: dirsct care staff receives annuaj
CFR and First Aid training,
(d) Emergency procedures including first aid, Fat¢ility Coordinator will casure
cardiopuimonary resuscitation (OPR), the that all staff receives training s
" Heimlich maneuver, disaster plans and fire outlined, Additiona] training wil)
evacuaton plans; o be provided to QMRP and facility
: ' : Coordinator for timely filing of al{
This Statite is not met-as evidenced by: aining inside the Frafring fecord. ‘
Based on interview and racord roview, the ’
| GHMRP failed to have on file for raview current
alth Regulation Administa !
ATE FORM s TWKI11 If continuation sheet 2 of &
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1 27| Confinued From page 2 I 227

training in CPR, for six of sixisen direct care staff o
and firat aid, for three of sixtean employess. :

The finding includas:

Interview with the Qualified Mental Retardation

: Professional (QMRP) and review of the GHMRP's
training.records on March 12, 2009 at
approximately 11:10 AM revealed the GHMRP
failed to svidence documentation of staff training
in cardiopuimonary resuscitation (CPR) for Staff
4, #7, #8, #9, #12, and #13 and First Aid for - )
Staff :#8, #12 and #13. C

1438 3521, 7(h) HABILITATION AND TRAINING 1438

3521.7: .
This status will be met as evidenced

33009

The habilitation and training of residents by the
ongoncg)

GHMRP shali include, \_).rhan appropriate, but not
be limited to, the following areas: !I:g W28s

() Interpersonai and social skills (including
sharing, courtesy, cooperation, responsibility and
age-appropriate and culturally normative social

- behaviors and relationships involving peers of the
same and different sex, younger and oider .
persotis and person in authority);

. This Statute is not met as evidencad by:

Based on observation, interview and record
review, the GHMRP failed to ensure training for
adaptive behaviors, for one of the four residents
included in the sample. (Resident #1) :

The ﬁndings include:

i Review of Resident #1's medical record on March
11, 2099, at approximately 1:00 PM revealed the
foliowing sedations:

Health Ragulation Administration _
STATE FORM L) TWIKT11 IF continualtion sheet 3 of B
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t 438| Continued From page 3 1438

a On March 2, 2009, Resident #1 received
Alivain 2 mg, 30 minutes prior to an EEG;

b. On March 6, 2008, the resident received
‘I Ativan 2 mg, prior to a CT scan.

Interview and record review on March 12, 2008,

at 9:30 AM revealed Resident #1 received

sedations to address his non-compliance prior to
meadical appointments. '

| Review of the HRC minutes on March 12, 2009,
10:00 AM revealed no evidence of an IPP fo
address non-compliant behavior prior to use of
medication.

) 484) 3522.11 MEDICATIONS 1484

medication that is discontinued by the physician This status will be met as evidenced
i or has reached the expiration date, or has a by: ' 2.26..C
|l ongp

Each GHMRP shall promptly destroy prescribed 3522.11: ‘
wom, fllegible, or missing label, '

Referenc 1
This Statute is not mat as evidenced by: : o W39
* Based on observation, the facility failed to
promptly destroy prescribed medication that had
.. awom labet, for one of the four residents
included in the sample. (Resident #1)

The finding Includes:

On March 12, 2009 at approximately 12:45 PM,
during the environrental inspection, a bottle of
Kelozonazole shampoo 2% was located in
Resident #1's parsonal hygiene box that had a
worn label,

!

Health Regulation Admimatration
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1 500 3523.1 RESIDENT'S RIGHTS | 500 85231
This status will be met as evid ced
Each GHMRP residence dirsctor shall ensura by: en
that the rights of residents are observad and: , 3 0?
protected in accordanca with D.C. Law 2-137, this Refererice W )3
i chapter, and other applicable Dlslnot and federal ce W124 and W262 gngo o ?.
[ laws. : :

This Statute is not met as evidenced by:

Based on obsarvation, interview and record
review, the facility failed to ensure that each client
and/or thelr legal guardian was informed of the

. risk and benefiis of madications and the right to
rafuse treatment prior to the administration of the
medizine, for three of four residents In the
sampla. (Residents #1 and #3 and #4)

The findings include; -

1. The facility failed to ensure that informed

consant was obtained from Resident #1 and/or

his legal guardian prior to the administration of .
his sadative medication. . :

Review of Resident #1's madical record on March
11, 2009, at approximately 1:00 PM raevealed an
order for Valium § mg, three times per day.

t intendew with the Licensed Practical Nurse (LPN)
©on March 11, 2009 st approximately 1:30 PM
confirmed Resident #1 received Valium as a
muscle relexer. Interview with the Qualified
Mental Retardation (QMRP) on March 10, 2008
at approximately 6:15 PM revealed the resident
did nat have the capacily to give informed
consent for the use of his medicatnons and
habilitation services.

Further review of. Resident #1's Psychological
- Assessment dated November 6, 2008 on March

Health ﬁegulaﬂon Administaton :
STATE FORM [ TWK114  continuation sheet 5 of §
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I

11,2009 at approximately 1:00 PM revealed that
Resident #1 “is not able to make independent
decisions concerning his habilitation, He lacks
the cognitive skills necessary to understand the
implicztions of such decisions and therefore
cannot give his informed consent. He lacks the
judgment and insight required to make decisions
independently.” The QMRP further revealed the
resident did have a Jegal guardian to assist him in
decision making.

Raview of the resident's medical record and
additional interview with the QMRP on March 11,

© 2000 2 1:30 PM failed lo provide evidence that

Resident #1's treatment needs, inciuding the
benefits and potential side effacts associated with
his metfications, and the fight to refuse treatment,
had be:n axplained to him and a iegally

« Buthorized representative.

2. During the medication pass observation on
March 10, 2009 at approximately 7:00 PM,
Resident #4 was obsarved receiving Valium 2
mg. Review of the bubble pack and verified by
the client's Physician's Order dated Ma rch 2009
on March 12, 2008 revealed that the resident

receiven this medication as 3 muscig relaxer.

During the entrance conferance with the QMRP
on March 10, 2008, at approximately 5:30 PM, it
was revealed that Client 24 had guardian {o
assist hum in making heatth care decisions.
Interview with the QMRP on March 12, 2009, at
approximately 12:30 PM and record verification
on the same day revealed that the facility had not
informed the resident and/or hig guardian of the
risk verses benefits of using this medication. At
the time of the survey, the facility failed to provide

. evidence: that informed consent hag bean

';'obtainec for he use of Resident.#4's medication
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- medication the resident wasg calm.

During the day program observation on March 11,
- 2009 from 11:00 AM to 1:15 PM, Resident #3

. During the entrance conference with the QMRP

Continued From page & ' -1 1500

prior to its use.

3. During the medication pass observation on
March 10, 2009, at 6:45 PM, Resident #3 was
observed receiving Lyrica 50 mg. Interview with
the nurse revealed that the resident received the
medlication for seizures and to calm him down. It
wasg noted that prior to receiving the medication
the resident fialled his arms and Jegs while in the
wheelchair, howaver after receiving the

was observed in the nursing station. His eyes
were closed as if sleeping soundly. According to
the staff, he had been that way all moming. The
nurs:ng staff placed ice packs on the resident's
neck in an effort to arousé him, Interview with the
day program staff revealed that the resident
rece1tly had recent changes in his medication
and :ntermittently had periods of somnolence,

Revisw of the physician's Desk Referance on
March 13, 2009 at approximately 3:00 PM
revealed that one of the side effacts of the Lyr
was somnolence. ) K

on March 10, 2009 at appraximately 6:30 PM, it
was revealed that Resident #3 had a guardian to
assist him in making health care dacisions.
Interview with the QMRP .on March 12, 2008, at
appnaximately 12:40 PM and record verification
on the same day revealed that the facility had not
informed the resident and/or his guardian of the
risk verses benefits of using this madication. At
the time of the survey, the facllity failed 1o provide
evidence that informed consent had been .
obtained for the us of Resident #3's medication
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prior to it's use.

4. Review of Resident #1's medical record on
March 11, 2009, st approximately 1:00 PM
_ revealed the following sedations:

a. Cn March 2, 2009, Resident #1 received. - :
Attvan 2 mg, 30 minutes prior to an EEG; :

b. Cn March 6, 2009, the client received Ativan 2
i mg, orior to a'CT scan.

interview and record review on March 12, 2009,
at 8:30 AM revealed Resident #1 received

| Sedetions to address his non-compliance prior to
medicai appointments.

Review of the HRC minutes on March 12, 2009,
10:00 AM revealed no evidence that the facility's
HRC: reviewed and/or approved Resident #1's

sedations prior fo medical appointments. ' '
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