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W 000 | INITIAL COMMENTS W 000
A recertification survey was conducted from July ! It is the policy of this provider that

i 29, 2009 through July 31, 2009. The survey was

initiated using the fundamental survey process. A privacy is ensured during the

random sample of two clients was selected from medication administration.
a client population of four males with various On July 29, 2009 the medication
dieabilities. A focused review of another (third) nurse failed to ensure privacy while
+ client's frequent incidents was conducted as well. administrating the medication.
The findings of the survey were based on The medication nurse was in-serviced by
observations, interviews with clients, interviews the charge nurse on 8-12-09
with staff in the home and at two day programs, Refer to attachment #1
as well as a review of client and administrative In the future the nursing team will ensure
:gggf' including incident and investigation that client #4 is given privacy during the
W 130 ' 483.420(a)(7) PROTECTION OF CLIENTS w{gp ~ 2dministration of his medication.
RIGHTS
The facility must ensure the rights of all clients.
Therefore, the facility must ensure privacy during
freatment and care of personai needs. : LO?
GOVERNMENT OF THE DISTRICT OF COLUMBIA
‘ DEPARTMENT OF HEALTH
. This STANDARD s not met as evidenced by: HEALTH REGULATION ADMINISTRATION
Based on observation and interview, the facility 825 NORTH CAPITOL ST., N.E., 2ND FLOOR
failed to ensure privacy during the administration WASHINGTON, D. C. 20002
of medications for two of four clients in the facility.
{Client #1 and Client #4)
The findings include:
1. On July 29, 2009, at approximately B:10 PM,
| the Licensed Practical Nurse (LPN) was observed
: to apply Mycocide NS Solution to all of Client #4's
' toenails while Client #1 sat on a sofa on the
" opposite side of the living room. In an interview
- with the LPN on July 29, 2008 at approximately |
! 8:35 PM, it was acknowledged Client #4 was not
provided privacy during the applicaticn of
RATORY DIRECTOR' S.ﬂ& PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATg VK {(X8) DATE
\ M&n mm AU &-N-09
h an asterisk {*) denotes a deficiency which the ay be axcusad from corracting pmvldmc it is determined that

provide sufficier probaction to the patients. (See instructions.) Ex for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or net a plan of comection is previded. For nursing homes, the above findings and ptans of corection are disciosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of cormection is requisite to continued

program participation.
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W 130 | Continued From page 1 W 130
' medication to his toenails. It is the policy of this provider that
: privacy is ensured during the
: There was no evidence that Client#4 was medication administration.
ensn.!red. privacy during the administration of his On July 29, 2009 the medication
medication. . . .
nurse failed to ensure privacy while
2. On July 29, 2009, at approximately 8:12 PM, administrating the medication,
the LPN was observed to apply Mycocide NS The medication nurse was in-serviced by

Solution to all of Client #1's toenails while Client
#4 sat on a chair near the television on the
opposite side of the living room. In an interview

the charge nurse on i 8-12-09
Refer to attachment #1

with the LPN on July 29, 2009, at approximately In the future the nursing team will ensure
| 8:36 PM, acknowledged Client #1 was not that client #1 is given privacy during the
| provided privacy during the application of administration of his medication.

- medication to his foenails.

There was no evidence that Client #1 was

ensured privacy during the administration of his
medication. ;
W 149 | 483.420(d)}{1) STAFF TREATMENT OF W 148
CLIENTS

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect or abuse of the client.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to implement its
established policy on Vehicle Safety for one of
two clients included in the sample. (Client # 1)

: The finding includes:

' Cross refer to W193. On July 28, 2009, at 5:38
PM, Client #1 returned home from a community
outing with his 1:1 staff. The 1:1 staff (driver) was|
observed to get out the driver's seat walk over an ; i

| |
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W 149 | Continued From page 2 W 148 This provider has a Vehicle Safety Poligy
assist Client #1 in getting oqt of the passenger that indicates that there must always
Hseat- Aa earlier mtterwew ‘_‘"thtm; ;‘gg‘it:n"t have one or more attendants when
' House Manager at approximately 5: . : . .
" revealed that Client #1 was taken on a community transporting Tedlcally fraglle/behavmr'
- outing to avoid going into maladaptive behaviors management in and out of the van, durigg
caused by his housemate. ! medical appointments, or other activities.
| i the I M (HM) on Jul . ! All staff were in re-serviced by the
nterview wi ouse Manager onJuly ! P Direct 8-12-09
31, 2009, at approximately 3:00 PM, revealed that ' Rmfgmtm 're; or On#2
there should aiways be two staff on the facility's cter to altachment # '
van when n-ansponmg clients on medical In the future the famhty team will ensurg
appointments and/or community outings. that there are always
Revi f the Vehicle Safety Policy dated May 1 have one or more attendants when
eview of the Vel a olicy ay 1, . : . .
| 2009 revealed "there will be one of more transporting rTledlc;lly fre;‘gtiie/‘behazlor‘
: attendants in the van to ensure that the management In and out of the van, during
. individuals are monitored to prevent injuries, and medical appointments, or other activities.
| to address behavior management when :
- transporting medically fragile/behaviorat
"individuals in and out of the van during medical
: appointments, or other during other activities.”
| There was no evidence the facility implemented
its established policy on Vehicle Safety when ! :
transporting behavioral clisnts on community | !
outings. | _
W 159 | 483.430(a) QUALIFIED MENTAL W 159

RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated, coordinated and monitorad by a
qualified mental retardation professional.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that each client's active treatment
pragram was integrated, coordinated and

monitorad by the Qualified Mental Retardation
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Professional (QMRP) for four of four clients
residing in the facility. (Client#1, #2, #3 and #4)

The findings include:

1. The QMRP failed o ensure that Client #1
received an assessment to determine his
adaptive feading equipment as evidenced below:

Observations on July 29, 2009, at 3:24 PM
revealed Client #1 eating chocolate pudding with
a built up spoon. Further observations during
dinner at 6:20 PM revealed Client #1 eating
turkey, stuffing and mix vegetables utilizing a
Hi-lo plate and a built up spoon.

On July 30, 2009, at 3:00 PM, review of the Client
#1's cumrent Physician's Orders dated July 2009
revealed there were no orders for the hi-lo plate
and built up spoon. On July 31, 2009, review of
the Occupational Therapy and Speech and
Language Assessment also revealed no
recommendation for Client #1's Hi-lo plate and
built up spoon.

Interview with the QMRP on July 31, 2008, at
approximately 3:00 PM revealed that whan Client
#1 was fransferred to this facility, the
aforementioned adaptive equipment
accompanied him and was continued. At the time
of the survay, there was no evidence that client
#1 had been reassessed for the continued need
for his adaptive equipment. Further interview with
the QMRP confirmed that an assessment had not
been completed.

2. Cross refer W188. The QMRP failed to

| ansure that each employee had been provided

XD | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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W 158 | Continued From page 3 W 159

Client # | has an OT assessment that notes tha}t
he must be using a built up spoon as mealtime

adaptive equipment. Staff provided client #1 :

with a Hi-lo plate plate which was not

prescribed by the Occupational Therapist.

The use of the Hi-lo plate was discontinued

sometimes ago.

All staff were in serviced on the adaptive ;
equipment on ‘. 8-13-09
Refer to attachment #3 I

In the future the Qmrp will ensure that the use;
use the adaptive equipment as prescribed.
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W 159 | Continued From page 4 W 159
| with adequate training that enables the employee Refer to W 252 P. 8 |8-12-09
to perform his or her duties effectively, efficiently Attachment # ;
. and competently. Refer to W 193 P.P.7&9 8-12-09
3. Cross refer W252. The QMRP failed to Attachment # 7
. Cross refer . The i
o . ) 440 P.12 -12-
ensure the facility to document behavior data in .: Refer to W 440 P 8-12-09
accordance with the Behavior Support Plan. f Attachment #9
; All staff were in serviced on the helmet
4, Cross refer W193. The QMRP failed to protocol on 8-12-09
ensure staff demonstrated competency in the 1 Refer to attachment #4

implementation of the behavior support plans. In the future, the Qmrp will ensure that

5. The QMRP failed to ensure that fire evaluation the staff implement client #1's helmet
drills were conducted quarterly on all shifts. {See protocol as prescribed by the PT
' W440]

W 189 ° 483.430(e)(1) STAFF TRAINING PROGRAM W 189

_The facility must provide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectively,

. efficiently, and competently.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility falled to ensure that each i
employee had been provided with adequate _
training that enables the employee to perform his |
or her duties effectively, efficiently and
competently for two of two clients in the facility.
{Chent #1)

The findings inciude:

4
|
|
1. The facility failed to ensure that the direct care :
staff implemented Client #1's helmet protocol as '
recommended by the Physical Therapist :

On July 29, 2009, at 3:34 PM, the 1:1 staff was |

I
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W 189 { Continued From page 5 W 189
observed to take Client #1's helmet off his head.
Further cbsarvation revealed the 1.1 staff
assisting Client #1 to the kitchen for a snack. All staff were inserviced on the helmet
tocol 8-12-09
Record review conducted on July 31, 2009, at ;“’f“t" "t’t'a —
| 11:20 AM, revealed a Helmet Protocol dated May clerfo aftachmen '
' 4,2009. According to the protacol, Client #1 In the future, the Qmrp will ensure that .
; "should be allowad to remove his helmet while the staff implement client #1's helmet |
sitting at home”. Further review revealed Client protocol as prescribed by the PT
#1 ShOl.jld ,‘,”ear the helmet Wh“e.he 15 a.waka and All staff were re-inserviced on client #1's eating
ambulating”. Review of the staff in-service
training book on July 31, 2009, at approximately protocol. 8-12-09
10:45 AM, revealed that all staff had received : Refer to attachment #5
training an Client #1's Helmet protocol on _M.ay 4, ’ In the future, the management team will ensure
2009. There was no evidence that the training | that the staff implement client #1 eating protoco
had been effective. duri .
:during mealtime.
8-12-09

2. The facility failed to ensure that the direct care
staff encouraged Client #1 to slow down while
eating as recommended by the nutritionist.

Observation on July 17, 2008, at 6:20 PM,
revealed Client #1 eating turkey, stuffing and mix
vegetables at a rapid pace.

Record raview conducted on July 30, 2009, at
4:12 PM, revealed a Nutrition Assessment dated
April 25, 2009. According to the
recommendation, Client #1 required
encouragement from staff to slow his eating pace
by resting the spoaon on the side of the plate and
sip beverages between bites. Review of the staff
in-service training book on July 31, 2009, at
approximately 10:00 AM, revealed that all staff
had received training on Client #1's eating
protocol. There was no evidence that the training
had been effective.

3. Cross Refer to W 455. Tha facility failed to

Referto W 455 P. 12
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W 193

- for the prevention and control of infection and
' communicable diseases for one of one staff in the

' This STANDARD is not met as evidenced by:

 On July 28, 2009, at 5:38 PM, Client #1 retumed
-~ home from a community outing with his 1:1 Staff.

Continued From page 6
provide effective, efficient, and competent training

facilty. (LPN #1)
483.430(e)(3) STAFF TRAINING PROGRAM

Staff must be abie to demonstrate the skills and
techniques necessary {o administer interventions
to manage the inappropriate behavior of clients.

Based on observation, interview and record
review, the facility staff failed to demonstrate
competency in the implamentation of client's
Behavior Support Plan (BSP) for one of four
clients included in the sample. {Client #1)

The finding includes:

The facility failed to ensure that Client #1's 1:1
staff remained in close proximity in accordance
with his BSP as evidence below:

The 1:1 staff {driver) was observed to get out the .
driver's seat walk over an assist Client #1 in i
getting out of the passenger seat. No other !
clients and/or staff was observed to exit the
facility's vehicle. An earlier interview with the
Assistant House Manager at approximately 5:00
PM revealed that Client #1 was taken on a
community outing to avoid going into maladaptive
behaviors caused by his housemate.

Interview with the Qualified Mental Retardation
Professional {QMRP) on July 31, 2008, at
approximately 1:50 PM revealed that Client #1

w188

W 193;

Referto W 455 P. 12
Attachment #

All staff were inserviced on client #1' I: I protocol.

The protocol spells that the one on one staff
should remain in close proximity of client #1.
Refer to attachment #6

In the future, the management will ensure that
the staff implement client #1's behavior support
plan as written.

8-12-09

8-12-09
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W 193 ' Conﬁn:de: :-m::fgag::ho dav 1 W193 All were inserviced on client #1' L:1 protocpl.
received 1:1 staffing urs a day to manage
physical safety maladaptive behaviors. {i.e. The protoco! s?ells that the one on one staff
hitting, kicking, spitting, biting, deliberately striking should remain in close proximity of client {#1. 8-12-09
himself about the neck, striking his head or limbs Refer to attachment #6
on hard surfaces, striking himself with hard items, In the future, the management will ensure .
striking himself on and about the eyes, picking his the staff implement client #1's behavior subport
skin to deliberately cause bleeding, attempting to 1:: as ‘;:ﬁeimen chietlt #'s bellavior stppo
break windows/doors, angry cursing, name P - _
: calling, screaming, and threats to others} Further All staff were inserviced by the Behavior
interview revealed that Client #1 was prescribed a Specialist on the data collection sheets
| “soft helmet” for seizures and head banging. i prior to medical appeintments on 7-30-09
Another traini
On June 31, 2009, at 2:00 PM, review of Client e B s completed by the
1#s Psychological Assessment dated April 24, arge Nurse on 8-12-09
2009 confirmed the QMRPS' inferview. There Refer to attachment #7 |
was no evidence that on June 29, 2008, the In the future, the facility management will'
facility staff demonstrated competency in the ensure that staff/nurses complete the data
implementation of the clients BSP. sheets prior to or before his medical
W 252 | 483.440{e)(1) PROGRAM DOCUMENTATION W 252 .
appointments.
. Data relative to accomplishment of the criteria
- gpecified in client individual program plan
objectives must be documented in measurable |
terms.
This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to document behavior data in accordance
with the Behavior Support Plans (BSP), for one of .
two clients in the sample. (Clients #2)
t
The finding includes:
The facility failed to ensure staff/nurse’s |
completed Client #2's data collection sheets prior
to or before his medical appointments as
evidenced below:
FORM CMS-2587(02-99) Previous Versions Obeclets Event ID: TOCH11 Facility ID: 19G178 if continuation sheet Page 8of13
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W 252 | Continued From page 8 W 252
All staff were inserviced by the Behavior
On July 30, 2009, at 2:58 PM, interview with the Specialist on client #2's the data collection|sheets
des:'ig“atfegl!-ic?';zed P:’?ﬁclew:kme (:;2& ?I’?d prior to medical appointments on 7-30-09
review of Client #2's medica rev e .
client received sedation (Xanax) for the fallowing Another training was completed by the
medical appointments: a) .25 mg prior to labs on Charge Nursc on 8-12-09
1/8/09, b) 1 mg prior to ultrasound on 2/25/09, ¢) Refer to attachment #7
.5 mg prior to podiatry on 3/17/09, d) | mg prior to In the future, the facility management will
. ultrasound on 5/8/09, and e) .5 mg prior to that staff/ lete client #2
podiatry on 7/17/09. Further interview with the enisure tat staftinurses compete client #4
" LPN revesled that Client #2 had a medical BSP in the data sheets prior to or before his medical
_place to address his medical procedures. appointments.
On July 30, 2009, at 4:10 PM, review of the Client All staff were inserviced by the Behavior
#2's BSP dated July 2009, revealed the foliowing Specialist on client #2's the data collection sheets
note: "Since this plan addresses an issue related | . . .
to Client #2's health and maintenance, dataon | prior to medical appointments on 7-30-09
this progrem are collected by residential staff with | Another training was completed by the
the support of the nurse. The nurse must be Charge Nurse on 8-12-09

always notified by staff members and clinical |
personnel at the medical site of Client #2's '
cooperation, resistance, or a request that he
return only after an anxiolytic has been
administered." Further review of the BSP
revealed the nurse and a staff must complate the
data sheets provided for EACH medical or dental
appoiniment.

Review of tha ABC behavior data collection
sheets on July 31, 2008, at approximately 9:45
AM revealed that staff and/or the nurse had not
completed Client #2's data sheets in accordance
with the BSP.

Interview with the LPN again on July 31, 2009, at
10:00 AM acknowledged that she had not
collected data on the data sheets for the
afcrementioned sedation listed above. The LPN
stated that, "it's my fault if it's not there. | should |

Refer to attachment #7

In the future, the facility management will
ensure that staff/nurses complete client #2's
the data sheets prior to or before his medical
appointments.
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This STANDARD is not met as evidenced by:
Based on interview, and record review, the facility
failed to provide routine laboratory testing as
determined necessary by the physician, for one of
three clients included in the sampie. (Client #1}

' The finding includes:

The facility failed to obtain laboratory studies as
ordered by the Primary Care Physician (PCP).

Review of Client #1's physician's order {PO) from
October 2008 to July 2009 on July 30, 2009, at

| approximately 3:00 PM, revealed an order for the

; client to have laboratory studies for Serum

" Amylage every six months. There was no

i evidence of laboratory studies for Serum Amylase

from October 2008 to July 2009. |

[y C3] 8] SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTICN [x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
: DEFICIENCY}
{
W 252 | Continued From page 9 W 252[ , . .
, - All staff were inserviced by the Behavior
have fill out the documentation sheets Specialist on client #2's the d ilection dh
before/after Client #2 medical appointments.” PeCIa 18 on- clien s the data collection sheets
! prior to medical appointments on 7-30-09
During the exit conference on July 31, 2009, at Another training was completed by the
approximately 4:15 PM, the LPN stated that she Charge Nurse on 8-12-09
- was not sure about how or when to fill out the Refer to attachment 47
data sheets for Client #2's medical appointments i ‘
that involved sedation. The LPN further stated In the future, the facility management will
that all staff including nurses received initial ensure that staff/nurses complete client #2'g
training on how to correctly fill out the data sheets the data sheets prior to or before his medical
+ for Client #2 on July 31, 2009 during the House appointments.
: Meeting earlier that morning.
W 325 | 482.460(a){3)iii) PHYSICIAN SERVICES W 325
The facility must provide or obtain annual physical The nursing staff sent the individual for his
examinations of each client that at a minimum biannua! lab that the PCP did not draw the
includes routine screening laboratory .
examinations as determined necessary by the Amylase. The nursing staff adc?res'se‘d the
physician. need to comply with the Psychiatrist's order,
: and the PA agreed.
The PA has drawn client #1 Amylase on 8-10-09
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W 325 . Continued From page 10 W 325 ;
. Interview with the License Practical Nurse {LPN) Referto W 130 P. 1 ' 8-12-09
| on July 30, 2009, at approximately 3:30 PM, Attachment # 1
confirmed that the laboratory studies wara not
completed as onrdered.

W 331 | 483.480(c) NURSING SERVICES © W33

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

This STANDARD s not met as evidenced by:
Based on observation, interview and record
verification, the facility's nursing services failed to
establish systems to provide health care
monitoring and identify services in accordance
with clients' needs, for two of four clients in the

: facility. (Clients #1 and #4)

' The finding includes:

. Cross Refer to W130. The facility's nursing staff g
failed to ensure privacy during the administration f
. of medications for two of four clients in the facility.
: (Client #1 and #4)
W 440 : 483.470(i)(1) EVACUATION DRILLS W 440

The facility must hold evacuation drills at least
quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
Based on interview and the review of fire drill
reports, the facility failed to hold evacuation drills
at least quarterly for each shift of personnel, an
two of three shifts of drills reviewed.

" The finding includes:
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' There must be an active program for the
pravention, control, and investigation of infection
and communicable diseases.

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 control of infection and
communicable diseases, for one of two clients
included in the sample. (Client #1)

The finding includes:

X410 SUMMARY STATEMENT QF DEFICIENCIES [y PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
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W 440 : Continued From page 11 W 440
| Interview with the Qualified Mental Retardation All staff were inserviced on Fire Saf
Professional (QMRP) on July 30, 2009, at 12:30 All stall were Inserviced on Eire Salety,
revealed the facility had three shifts of direct care including fire drills and evacuation drills, | 8-12-09
personnel. The shifts were identified as 1 the scheduling, and form completion.
Weekdays and mkends 8AM -4 PM, 4 PM - 12 1 Refer to attachment #9
AM, and 12 PM - 8 AM. ‘ In the future, the facility management will
Review of the fire drill reports from August 2008 ensure that the drills are completed as scheduled,
to July 2008 was conducted on July 30, 2008, at and the forms are filled completely;
12:31 PM. Further review of the fire drill reports additionally, all of the drill records must be{filled
;imn::l Eltlébmarv 200: mi 2009mfevse::;dtﬂ12t;h: in the fire drills books.
re anis warea Conau uring tne (s} ™ p
and 12 AM o 8 AM shifts during the week. In the fu?ure, the facility will ensure that all
Interview with the QMRP on July 31, 2009, at of the dnills are compieted as scheduled, and
approximately 2:00 PM acknowledged that fire that the forms are completed, filled, and available
drills were not in the fire drill log book for this upon request.
" period. At approximately 3:00 PM, the QMRP i
- presented the surveyor with fire drills during the
aforementioned period that was scanned on the
computer. The drills did not have all required
- signatures for approval. At the time of the
- survey, the facility failed to provide evidence of
- fire drills conducted quarterly as required.
W 455 : 483.470(1)(1) INFECTION CONTROL W 455
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heid an unwrapped drinking straw in his bare
hand and than placed the aforementioned straw
into Client #1's glass of water. Further
observation revealed Client #1 sipped water from
the straw. In an interview with LPN #1 and Staff
#1 on July 29, 2009, at approximately 8:00 PM, it
was acknowledged Staff #1 piaced the drinking

straw that he held in his bare hand into Client #1's |

glass of water.

There is no evidence that the facility's staff
provided an active program for the prevention and
control of infection.

R C M OF WASHINGTON WASHINGTON, DC 20019
o) | SUMMARY STATEMENT GF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION X5}
PREFC . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) G CROSS-REFERENCED TO THE APPROPRIATE DATE
_ | DEFICIENCY)
W 455 | Continued From page 12 [ W 455
During medication administration observation on : All staff were inserviced by the charge
July 29, 2009, at approximately 7:50 PM, Staff #1 nurse on the infection control on 8-12-09
was not abserved to wash his hands. Staff #1 Refer to attachment #10

In the future the facility management will ;
ensure that the staff is provided with an
active program for the prevention of the
infection control.
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{000 INITIAL COMMENTS . 1000
A licensure survey was conducted from July 29,
2009 through July 31, 2009. A random sample of
two residents was selected from a client
. population of four males with various disabilities.
. A focused review of another (third) resident's
i frequent incidents was conducted as well.
- The findings of the survey were based on
i observations, interviews with clients, interviews
| with staff in the home and at two day programs,
| as well as a review of client and administrative
! records, including incident and investigation
. reports.
1135 3505.5 FIRE SAFETY 1135
, Each GHMRP shall conduct simulated fire drills in
. order to test the effectivenéss of the plan at least
four (4) times a year for each shift All staff were inserviced on Fire Safety,
including fire drills and evacuation drills, 3-12-09
This Statute is not met as evidenced by: the scheduling, and form completion.
Based on interview and the review of fire drill Refer to attachment #9
reports, the GHRMP failed to hold evacuation In the future. the facilit t will
drills at least quarterly for each shift of personnel, n the AUMre, e Tactily managemert Wi
on two of three shifts of drills reviewed ensure that the drills are completed as schedled,
and the forms are filled completely;
| The finding includes: additionally, all of the drill records must be filled
: ntervi ith the Qualified Mental Retardat in the fire drills books. ,
© Interview with the Qualifi n ation o ;
; ) ’ In the future, the facility will ensure that all ;
fer:efg?:{;o&il gﬂg}r& (I:'a‘c;l ;Jrl);éi:,srz‘gggéfaél:gcfﬂ of the drills are completed as scheduled, and ;
care personnel. The shifts were identified as that the forms are completed, filled, and avajlable
- weekdays and weekends 8 AM -4 PM, 4 PM - 12 upon request.
AM, and 12 PM - 8 AM.
| Review of the fire drill reports from August 2008
to July 2008 was conducted on July 30, 2009, at
12:31 PM. Further review of the fire drill reports
Heal ulation inistration |
Sl o
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1135 Continued From page 1 1135 ;
' from February 2009 to April 2009 revealed that All staff were inserviced on Fire Safet
‘ no fire drills were conducted during the 8 AM to 4 . ls di w: e ;".S;;mcz on ":f 2 de 31{1 2L12.09
‘ PM and 12 AM fo 8 AM shifts during the week. ineiucing fire drifls and evacuation Criis, -
| Interview with the QMRP on July 31, 2009, at the scheduling, and form completion. |
" approximately 2:00 PM acknowledged that fire Refer to attachment #9 '
drm%:eft not in the ﬁtrel dgt:)ﬁ’:loﬂ: fo(;l?ﬂ]gp In the future, the facility management will
; pericd. At approximately 3: , the . ,
presented the surveyor with fire drills during the ensure that the drills are completed as scheduled,
aforementioned period that was scanned on the and the forms are filled completely; ,
computer. The drills did not have all required additionally, all of the dritl records must be filled
signatures for approval. At the time of the in the fire drills books. ;
survey, the GHMRP failed to provide evidencs of In the future, the facility will ensure that all
fire drills conducted quarterly a8 required. of the drills are completed as scheduled, and
| 136 3505.6 FIRE SAFETY 1138 that the forms are completed, filled, and available
upon request. ]
Each GHMRP shall maintain records of each Referto W 440 PP 11 & 12  8-12-09
simulated fire drill. Attachment # 8 '
This Statute is not met as evidenced by:
Based on record review, the GHMRP failed to
ensure fire drills records were monitored and
accurately completed for four of the twelve
months reviewed.
The finding includes:
See Federal Deficiency Report - Citation W440
1206 3509.6 PERSONNEL POLICIES 1206
. Each employee, prior to employment and
; annually thereafter, shall provide a physician ' s
! certification that a health inventory has been
performed and that the employee ' s health status
would allow him or her to perform the required
Health Regulation Aaministration
STATE FORM )
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| Conti | 206
! 2°6i Continued From page 2 The Speech and Language Pathologist's
 duties. Health Certificate is currently on file.
Refer to attachment #11
The Behavioral Specialist and Occupational
, Therapy's health certificates will be on file 8-30-09
. This Statute is not mert'd as evi?:nced byl::h In the future, the provider will ensure that all
- Based on interviews and record review, the fth ltant d to date. and
facility failed to achieve compliance with state I
. regulations pertaining to heaith (22DCMR 35, avarlable upon request.
section 3509.8) for three of ten consultants. All staff were inserviced by the charge
nurse on the infection control on 8-12-09
' The finding includes: Refer to attachment #10
4 . In the future the facility management will
‘ agen nd view
Ifh :e?stzfnzgrmri O?‘I Jlji g: zg%tgeda? e ensure that the staff is provided with an
| approximately 12:00 PM, at which that time, there active program for the prevention of the
| ' was no evidence of current health certificates on infection control,
file for three of the ten consultants. (Consultants
#1, #2, and #3)
Interview with the Qualified Mental Retardation
Professional (QMRP) on Juiy 31, 2008 at 3:30
PM confirmed the missing health certificates
were nct available,
1226 3510.5{c) STAFF TRAINING 1226
- Each training program shall include, but not be
- limited to, the following:
_ {c) Infection control for staff and residents;
This Statute is not met as evidenced by:
Based on observation and interview, the Group
Home for the Mentally Retarded (GHMRF) failed
to ensure effective training on infection control,
' for one of one staff. (Staff #1)
| The finding includes:
Health Regulation Administration
STATE FORM [T
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{228 | Continued From page 3 1226

During medication administration observation on
July 29, 2009, at approximately 7:50 PM, Staff #1
was not obsarved to wash his hands. Staff #1
held an unwrapped drinking straw in his bare
hand and than placed the aforementioned straw
into Resident #1's glass of water. Further
observation revealed Resident #1 sipped water
from the straw. In an interview with LPN #1 and
Staff #1 on July 29, 2009, at approximately 8:00
PM, it was acknowledged Staff #1 piaced the
drinking straw that he held in his bare hand into
Resident #1's giass of water.

I There is no evidence that the facllity's staff
, demonstrated effective training on infection
: control.

1227, 3510.5(d) STAFF TRAINING

’ Each training pregram shali include, but not be
; limited to, the following:
]

| (d) Emergency procedures including first aid,

| cardiopuimonary resuscitation (OPR), the

i Heimlich maneuver, disaster plans and fire
evacuation plans;

This Statute is not met as evidenced by;
Based on interview and record review, the
. GHMREP failed to ensure three of twelve direct
| care staffs were certified % pravide
| cardioputmonary (CPR) for four of four residents
: residing in the GHMRP. (Residents #1, #2, #3,
| and #4)

E The finding includes:
}

nurse ont the infection control on
Refer to attachment #10

infection control.

and First Aid class on

All staff were inserviced by the charge

In the future the facility management will
ensure that the staff is provided with an
active program for the prevention of the

Staff # 1,2,3 did take the CPR and

In the future, the provider will ensure thag
all staff are trained in the areas that will
allow them to perform thetr duties.

8-12-09

8-15-09
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| 227 4 1227
Continued From page Staff # 1,2,3 did take the CPR and
lev 3:3;039 *aeglf’!ggldg ':t 1:;;23 :t::rh " and First Aid class on 8-15-09
interview e Quali en ation . :
. In the future, th d 1 that
Professional (QMRP) revealed there was no 1 Hhe tuture ,e pr(,m et e“sure, a
documented evidence of current CPR certification all staff are trained in the areas that will
training for three of twelve staffs who had been allow them to perform their duties
employed for longer than 90 days. (Staffs #1, #2,
and #3)
{
k
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