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A licensure survay was conducted on August 18,
2010. A sampling of threa residents from the
residential population of five famales was AL
selected for the survey. The results of the survey co\,\m
was based on observations in the home, \C or X
interviews with the administrative, nursing and 0\5‘“\,\9\5\'\‘“ NO a
direct care siaff, as well as a review of the 0;1\‘\""‘“ oF 0“\\\\5 q e\.0°
| rpsident and administrative records and Incident “\e\“ p».?:‘“e-(\o“p‘ “?__,'l“ 1
raports, Go\ﬁ?» oeg.ec’\;\}o\_s“ : Gm
202 3509.2 PERSONNEL POLICIES 1202 “‘""&“Gh:\?‘c“o o-10
' 05" bS 70
| Each staff parson shall have a written job "/)
i description, which details aach of his or her major
responasibilities and duties and supervisory
control.
This Statute is not met as evidenced by:
Based on staff interview and record review, the
group home for mentally retarded persons
(GHMRP}) falled to ensure all staff were provided
job descriptions as required by this section for
two of the seventeen personrnel records reviewed,
(Staff #2 and #11)
: The findinga include: 3509.2 Personnel Policies:
. : ; 1202-The provider will ensure that
Interview with the Residential Coordinator (RC) g U
and review of the personne| records on August each amployae's job descfiption is
18, 2010, beginning at approximately 2:33 p.m., signed upon hire. In addltion,
revealed no documented evidence of job emplayee job descriptions will be
descriptions for two direct care staff. At the time signed annually during the employee
of the survey, there was no documented evidenca evaluation. ) _
of written job descriptions for twa employees to Quality Assurance reviews will be
| autiine duties and supervisory controls, as " condu by the Director of
- required by this section. i Operationg or designee bi-annually and
: ( documentjd on the respective quality
H assura P R L b Lt
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1208 | Continued From page 1 1208
1208 3509.8 PERSONNEL POLICIES 208
Each employee, prior to amployment and
annually thereafter, shall provide a physician ' s
certification that a health inventory has been
performed and that the employee * s heslth atatus
would aflow him or her to perform the required
duties,
This Statute is not mat as evidenced by:
Based on staff interview and record review, the
group home for mentally retarded persons
{GHMRP) failed to ensure ali staff receivad an
annual heaith inventory priar to empioyment as
required by this aaction for sevan of the
seventaen currantly employed staff. (Staff #1, #3,
#6, #9, #15, #16, and #17) 3509.6 Personnel Policies:
', , , 1206-Upon hire, all new employees will
The findings include: be required to furnish evidence of
Interview with the GHMRP's Residential health screening. The health screening
Coordinator (RC) and review of the faciiity's shouid be dated within the current year
personnel records on August 18, 2010 beginning of hire. 10/18110
at approximately 2:33 p.m., revealed seven _
employees failed to evidance an health Going forward, all new hires and
Inventory. current employees will be required to
have their health screenmngs on a
At the time of the survey, the GHMRP failed to standard Health Certification form |
ensure evidence that all staft including had supplied by Volunteers of America
securad the proper and necessary health Chesapeake. Inc 10/18/10
screening a3 required by this section.
1291; 3514.2 RESIDENT RECORDS I 281
Each record shall be kept current, dated, and
signed by each individual who makes an entry.
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Continued From page 2

This Statute is not met as evidenced by:

Based on review of records and interviaws, the
Group Home for Mentally Retarded Persons
(GHMRP)staff failed to sign all entriea made in
two (2) of three (3)resident's records. (Residents
#1 and #3)

The findings include;

1. On August 18, 2010, a record review of
Rasident #1's record at approximately 11:25 am
revealed a nursing self-medication assessment
datad Juna 30, 2010, There was no documanted
evidence of a nurse's sighature on the
aforementioned document.

Ouring a face to face intarview with the Nurse
Coordinator on August 18, 2010 at approximately
11:35 a.m., the finding was acknowladged.

2. On August 18, 2010, a record raviaw Resident
#3's record at approximately 2:15 p.m, revealed a
nursing self-medication assessment dated June
30, 2010. There was no documented avidence of
8 nuree's signature on the document.

During a face fo face interview with the Nurse
Coordinator on August 18, 2010 at approximately
2:35 p.m., the finding was acknowledged.

3519.1 EMERGENCIES

Each GHMRP shali maintain written policies and
procedures which address emergancy situations,
including fire or general disaster, missing
persons, sefious iliness or trauma, and death.

| This Statute is not mel as avidenced by:

Based on interview and record revisw, the group

1281

1370

3514.2 Resident Records

1291-The provider acknowledges that
a manual signature is requirad on the
self-medication assessment. Going
forward the provider will ensure that
the RN manually signs all self-
medication assessment.

Quality Assurance reviews will be
conducted by the Director of
Operations or designee bi-annually and
documented on the respective quality
assurance tool.

9/1/10

1011810
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1370 Continued From page 3 1370

failed to ensura their incident Management policy
included to contact the Department of Heaith
(DOH), Health Regulation Administration, (HRA)
for one of the three rasidents inciuded In the
sample. (Resident #2)

Tha finding ingludes:

Review of the facility's incident reports on August
18, 2010, beginning at approximately 2:33 p.m.
revealed the following:

On August 3, 2010, at 8:48 a.m., the direct care
staff reported that Reaident #4 pushed Resident
#2. and in the process Reskient #2 “lell and hit
her head on the wood floor.” The resident was
takan t the Emargency Room and diagnosed
with a head injury.

Interview with the Residential Coordinatot (RC)
on August 18, 2010, at approximately 11:33 am.
revealed that she was also the faciiity's Incident
Management Coordinator (IMC). Continued
interview with the (IMC) revealed that it was her .
respongibility to contact case manager, tha 3519.1 Emergencies

resident's guardian, the department of health 1370-The current incident

(DOH), tha program director, and the vice management palicy will be revised to
president include notification of the DOH in zll
incidents that substantially affects the
Review of the facility's Incident Management heaith and safety of residents. The
policy on August 18, 2010 at approximately 2:10 notification will made by the incident
p.m., revealed the facility's policy recammended Management Coordinator or designee
that their direct care staff shoulkd not contact : within 24 hours of discovery. 9/1/10
DOH, however, the policy failed o indicate the
responsibility of what personneal should make that
contact,

Al the time of tha survey, the facility failed to
ensure their IM policy included notifying the state
agency, Department of Health (DOH), Health

Health Raguiation Adminmiration _
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1370| Continued From page 4 i

Regulation Administration, (HRA) of incidents that
| substartially affects the heaith and safety for
Resident #2, :

1379 3519.10 EMERGENCIES _ I
In addition to tha reparting requirement in 3519.5,
each GHMRP shail notity the Department of
Haealth, Haaith Facilities Division of any other
unusual incident or event which substantially

| interferes with a resident’ s heaith, welfara, living
i arangemant, well baing of In any other way
places the resident at risk. Such notification shall
be made by telephone immediately and shall be
followed up by written notification within
twenly-four (24) hours or the naxt work day.

This Stalute is not met as evidenced by:

Based on Interview and raview of the incident
reports, the Group Home for Mentally Retarded
Persons (GHMRP) failed to ensura that all
incidents that presented a risk to residents’ health
or safety ware reported Immediately to the
Dapartment of Health (DOH), Heaith Regulation
Administration, (HRA) for one of tha thres
residents (Resident #2) included In the sample.

The finding includes:

Review of the facility's incident reports on August
18, 2010, beginning at approximately 2:33 p.m.
revealed the foliowing;

On August 3, 2010, at 6:46 a.m., the direct cara
staff reported that Residant #4 pushed Resldenl
#2, and in the procass Resident #2 “fell and hit
her head on the wood fioor." The resident was

3mn

are

3519.10 Emergeancies

1379-Going forward notification of all
incidents that substantially affects the
health and safety of residents, will be
made by the Incident Management
Coordinator or designee within 24

hours of discovery. 9/1M10
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Continued From page 8

| Resident #1 was prescribed psychotropic

medication. Review of the medical record on the
aforementioned date at 11:25 a.m. revealed a
physicians’ order (PO) dated August 2010.
According to the PO, the resident was prescribed
Busper, Tegretol and Risperdal,

Review of Resident #1's Individual Habilitation

. record on August 18, 2010 at approximately 1:42

p.m. revealed no documented evidence of a
Behavicr Support Plan, Interview with the
Program Director on August 18, 2010, at 12:38
p.m. revealed the resident had been seen by the
psychologist on August 17, 2010. Atthe time of
the survey, thére was no documented evidence of

| services provided by a psychologist for Resident
1.

2. During the entrance confarence conducted on
August 18, 2010, at approximately 11:15a.m.,
interview with the Program Director revealed
Resident #2 was prescribed psychotropic
medication. Review of the meadical record on the
aforementionad date at 1:40 p.m. revegled a
physicians’ order (PQ) daled August 2010.
Accixding to the PO, the resident was prescribed
Rigperdal.

Review of Resident #2's Individual Habifitation
record on August 18, 2010 at approximataly
12:34 p.m, revealed no documented avidence of
@ Behavior Support Plan. Interview with the
Program Director on August 18, 2010, at 12:38
p.m. ravealed the resident had been seen by the
psychologist on August 17, 2010. At the tme of
the survey, thera was no documented evidenes of
services provided by a was no documented
avidenca of services provided by a psychalogist
for Resident #2.

1 408

3520.8 Professipnal Services;
General Provisions

Response to 1 and 2

1406-The provider will ensure that ali
professional services staff will sign in
(upon entering the home/facility).
Evidence of the professional service
visits will be documented in the
progress notes and/or the medical
consultation form.

9/24/10|

Heahn Feguiation Adminisiration

STATE FORM

Ziiad

QUXH11

<< 8B6L062-20¢ DTOD0-DVOA

¥ coninuation shaet 7079

ok'al 02-60-0102



AND PLAN

PRINTED: 08/07/2010
FORM APPROVED

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA

OF CORRECTION IDENTIFICATION NUMRER;

HFD12-0088

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A BULDING
B. WING

COMPLETED

06/18/2010

NAME OF PROVIDER OR SUPPLIER
VOLUNTEERS OF AMERICA

STREET ADDRESS, CITY, STATE, 21P GODE

1788 VERBENA ST NW
WASHINGTON, DC 20042

) 1D
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFiX
TAG

PROVIDER'S PLAN OF CORRECTION (X8)
({EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

1379

Continued From page 5

with a head injury, Interview with the faciiity's
Residential Coordinator/incident Management

' Coordinator (RC/IMC)on August 18, 2010 at

; approximataly 11:33 am. revealed the incident

i was raported to tha mental retardation consumer
information (MCIS).

Further intarviiew with the GHMRP's RC/MC on
August 18, 2010, at approximately 11:33 a.m.,
was conducted to ascertain information regarding
the facility's Incident Management protocal.

! Acconding to the RC/AMC, in the event of an

: incident, the direct care staff should file an
incident repart and cantact the following
individuals: RC, the GHMRP's nurse, the
program director, and the qualified mental
retardation professional (QMRP).

At the time of the survey, the facility failed Yo
raport this Incident that substantially interfered
with the resident's health and safely 1o the

i Department of Health (DOH) within 24 hours,

| 408 3620.8 PROFESSION SERVICES: GENERAL

:i PROVISIONS

| Each prafessional sarvice provided shall be
documented in sach resident ' s record.

This Statute is not met as evidenced by:
Based cn inlerview and racord review, the
GHMRP failed to ensura that each professional
sarvice provided was documented in each
resident's record. (Resident #2)

The finding includes:
1. During the entrance conference conducted on

August 18, 2010, at approximately 11:15 a.m.,
Interview with the Program Director revealed

1378

1408
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1 43¢ 3521.7(f) HABILITATION AND TRAINING | 436
The habiiitation and training of residents by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas:
‘ () Haatth care (including skillg related to nutrition,
use and self-adminisiration of medication, first
aid, care and use of prosthetic and orthotic
devices, preventive heaith care, and safety);
This Statute is not met as evidenced by:
Based on review of records and intarviews, the
Group Home for Mantally Retarded Persons
{(GHMRP) failed to develop a self-medication
training program, for two of the two rasidents in
tha sample. (Residents #1 and #3)
The findings include; — —_—a
3521.7 {f) Habilitation and Training
1. On August 18, 2010, a record review of 1435-Residents 1 and 3 have been re-
Resident #1's record at approximately 11:25 am assessed for self medication training. It
revealed & nursing self-medication assessment has been determined that self- -
| dated June 30, 2010, which indicated that medication training is not appropriate
resident -medicate, however there was for these individuals at this time. If it is
:‘old?c”ma"“d e."‘i':::c‘ ofa ﬁ?—'fﬂ@'_', determined that an Individual is a
ralning program In the resident’s record. candidate for self-medication training
; ; the following will occur:
During s faca to face interview with the Nurse . .
Coordinator on August 18, 2010, at spproximately 1) Case ::é‘yfegfgﬁ;;gs“g:‘g‘:h .
: .m., ed. h
11:35 a.m., the finding was acknowledg ISP (whichever can ocour
2. On August 18, 2010, a record review of sooner)
resident #3's record at approximately 2:15 p.m. 2) Formal goals developed to
revealed a nursing self-medication assessment inciyde in the ISP
deled June 30, 2010, which indicated that the 3) Documentation of the
resident could self-madicals, however, there was discussion will be included in
no documented evidence of a seif-medication the appropriate section in the
training program in the resident's record. ISP and/or in nursing notes. 8/24/10
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During a face to face interview with the Nurse
Coordinator on August 18, 2010 st approximately
2:35 p.m., the finding was acknowledged.
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