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W 000 | INITIAL COMMENTS

A racertification survey was conducted from Apri

17, 2007 through Aprit 19, 2006. The survey was

initiated using the fundamental survey prucess. A

sample of three clients was selected from 2

. residént population of six men with vatious

£- disabilities. One of the six men that resided in the
- facility wes in the hospitai at the time of the

‘| survey. He was added for a focused review.

K The findings of the survey were based on home
"L and two day program observations, interviews
LY | with clients (2), legal guardians, staft and

— consultants and well as a review of medical,

‘ habilitation and administration records, including
' incident reports. -

W 112 | 483.410(c)(2) CLIENT RECORDS

{ The facility must kéep confidential ali information
coniained in the clients’ records, regardiess of the
| form or storage method of the records.

This STANDARD is not met as evidenced by. |

Based on observation and staff interview, the

tacility failed to keep confidential all information .
contained in each client's record, for six ofthe

1 sixc clients residing in the facility. (Clients #1, %2,
- -#3 #4, #5 and #6)

.

The findings include:

1, On April 17, 2006, at approximately 8:10 AM,
Clients #1,#2, #3, #4, #5, and #8's habilitation
records, which inclide personal end sensitive
information were stored on shelves located in a
common area (vestibule) of the facility.

Interview with the Qualified Mental Retardation

W 000

w112

w112

The Agency has implemented a system to
ensure that all client records and
pertaining information is secured and kept
confidential.

In the fature the Agency will ensure that
client records are kept secured in a locked
cabinet and made accessible to authorized
personnel only. Client’s diet orders will be
placed in the front of the Menu Books.

518/07
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1° W 112| Continved From page 1 w112
: Professional (QMRP)-at 5:30'PM revealed that

thie was the standard method and location for
storing the client records. - The facility fafled to
store confidential records in an area where
visitors and unauthorized personnel could not
i have easy access.

2. On April 17, 2006, at 5:05 PM, the client's
diets were observed posted on the facility's
bulletin board. On April 18, 2007 at 2:50 PM,
Client #2's weights were obsarved posted on a
bulletin. board. in the facility's basement.

i~ The factity failed to implement a-system that
1s ensypres cohfldentiality of the clients’ personal
1. information.

1 W 114 483.410(c)(4) CLIENT RECORDS - W14
W1l4

The Agency has revised the Incident

Management Policy and Procedure to
ensure that there are

Any individual who makes an entry in a client's ™
record must make it legibly, date it, and sign it.

5/8/07

-

This STANDARD is not met as evidenced by: - weekly incident reviews

Based oninterview and record review, the facility - monthly incident reviews at HRC
failed to engure that each client's records were | - meetings

dated for one of six clients residing in the facility, : - quarterly incident trending reports
«(Client #6)-

. The Incident report has been revised to

The finding-includes: _ | " include date and time of notification of
Interview with Qualified Mental Retardation ‘ administrator.
I : Attached - Incid
g Professional (QMRP) and review of the agency's ) Insild::tt ;dcgort . -
- Unusual Incident Log was canducted on Aprit 17, Procedure nagement Policy &

2007 at ©:01 AM. An incident report dated

. August 25, 2006 revealed that Client#6 picked
4 " his left fore arm below his elbow. Another
incident dated September 19, 2006 reveaied. that
facility's door siammed in Client #6's face.
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1. W 114

Continued From page 2

Further raview of the log revealed investigative
summaries for the aforementioned incidents. The
investigative summary regarding the August 25,
2008 iricident failed to evidence the dates of the -
completad investigation. Additionally, review of
the investigative summary for the September
2006 incident failed to evidence a signature and a

| date.

It shiould be noted that the investigative surmary
had a-designated line at the botton of the form
requiring a signature and date.

483.410(¢)(3) SERVICES PROVIDED WITH
OUTSIDE SOURCES

The facility must assure that outside services
meet the needs of each client.

-

This STANDARD ié not met as evidénced by:
Based on observation, intefview and record
review, the facifity failed to ensure qutside

| services met the needs of one of the three dlients

included in the sample. (Chent #1)
The finding includes: »

1, On April 17, 2007, beginning at approximately
10:57 AM, Client #1 was obsarved at his day
program. The client was weaving strands of
string on a pot holder loom. He remained

focused on the task, while his assigned 1:1 staff |~

person stood in an adjacent hallway.

When asked about the ciient's skilis, & day
program staff indicated that the client was able to
read and he could write his last name. The day
program activities coorginator indicated the

client's programs focused on recreation and

"W 114

w120|

W 120 -1

A Vocational Assessment will be
scheduled.

The client’s IPP has been revised to

reflect the client’s pre-vocational
objectives.

Attached - Revised Day Program [PP

5/30/07
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.:,-’:n:l

Continued From page 3
jeisure activities such as making jeweiry and
painting. :

The ISP recommended that the day program
develop an objective to perform 6 prevocational
tasks within 12 months. Review of both the day
program and residential IPP failed to refiect
prevecation objectives. Additionally, there was no
evidence that the client had been assessed to
determine vocationsl needs.

The Qualifisg Mental Retardation Professional
(QMRP) was interviewed later that day in the
facility. At approximately 2:40 PM, she stated that
Client#1 had not received a comprehensive
vocational assessment.

2. Cross Reference [W159] The QMRP failed to
provide Client #2's day program with adaptive
feeding equipment.

Observations at the day program on the same
diay at 12:24 PM,revealed Client #2 eating his
lunch using a reguiar piate. On April 17, 2007 at
7:07 PM, Client #2 was observed aating his
dinner using a scoap plate.

Review of the habilitation record on April 18, 2007
at approximately 9:00 AM revealed that the client
had an Occupational Therapy Assessment dated
Qctaber 30, 2006. A recommendation was-made
to "discontinue the use of a plate guard at’
mesatime and replace with & scoop digh.”

interviaw with the QMRP on April 18, 2007
revesled that the client was to have a scoop plate
at the day program. At the time of the survey,
there was no evidence that the facility provided

the day program with the necessary adaptive

W 120

W120-2 ‘

-The Day Program has been provided with
the high sided plate.
In the future the Agency has implemented
a system to ensure continuity of care at
thfe day programs. All QMRPs and nurses
will visit the Day Programs on a monthly
basis and document the findings.
Atutached - Monthly Day Program visit
Record

5/9/07
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W 120 | Continued From page 4 . W 120
) equipment.
. W 124 | 483.420(a)(2) PROTECTION OF CLIENTS W 124
RIGHTS ,

The facility must ensure the rights of all dients.
Therefore the facility must inform each client,

f;'l . patrent (if the client is a minor), or legal guardian,
of the client's medical condition, developmental
" . and behavioral status, attendant risks of .
1 traatment, -and of the right to refuse treatment.

This STANDARD is not met as evidenced by:
Based on observation, interview and record |
review, the facility failed to ensure the rights of
-aach client and/ar their legal guardian to be
informed of the client's medical condition,
devélopmental and behavioral status, attendant
risks of treatment, and the right to refuse
traatmaent, for one of the three clients in the
sample. (Client #2) )

The finding includes:

Observation of the evening medication

3 administration on April 17, 2007, revealed that
Client #2 received Risperdal 2mg." Interview with' |
the medication nurse during the administration of
tha medication revealed the medicsition was used
10 manage behaviors.

Interview with the Qualified Mental Retardation
Professional (QMRP) on Aprit 17, 2007 at 2:10
PM: revealed that Client #2 received psychotropic
medications and had a Behavior Support Plan
(BSP). Review of Client#2's BSP-dated July 6,

| 2006 revealed the plan addressed a targeted
bahavior of physical aggrassion. Further

FORM CAIS-25a7(02.89) Praviaus Versions Obsoiels Event ID:FO1811 Pacifty ID: 09G 155 if -mnﬁ,,u.ﬁm shest Page 5 of 23
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-Continued From page 5 _

interview with the QMRP on April 18, 2007
revealed Client #2's mother was his legal
guardian. This information was verifiad by the
review of Client #2's habilitation record.

Further raview of the record revealed that Client
#2 had a Psychological Assessment dated July &,
2006 . According to the assessment, Client #2 *
is not competent to make independent decisions
concaming his residential ano day placements.
program plan, medical treatment, or financial
affairs. -He lacks the cognitive judgment and
academic skills to understand the implications of
these decisions, and therefore-cannot give his
informed consent.”

Client #2's mother visited the facility on Apri! 18,
2007 at 12200 PM. At 4:22 PM the QMRP :
submitted an informed consent for Client #2's
_paychotropic medication. The consent had been
signed by his legal guardian on the day of the
survey (April 18, 2007). \ :

R

| At the time of the sutvey, the facility falled to

provide evidance that Client #2's treatment
needs, including the benefits and patential side
effects asgnciated with the medications, and the
right to refuse traatment, had baen explained ©
him and/or his lsgal guardian prior to starting
madications. ) .
A83 420{d)(1) STAFF TREATMENT QF
CLIENTS

The faciiity must develop and implement writien
policies and praceduras hat prohibit
mistreatment, neglect or abuse of the client.

This STANDARD is not met as evidenced by:

W 124

W 124 :

The Agency has developed a database for
clients who receive psychotropic
medication, restrictive and adaptive
equipment and who have BSPs, so that a

are reviewed, signed and completed in a

timely manner.
Attached - client database tickler system

W 149

tickler system can ensure that all consents |

5/8/07
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W 148 | Continued From page 6 W 148
' | Based on interview and record review, the facilty
falisd to establieh and/or implement policies that
ensure the health and safety ofsix of the six W 149 -
clients that reside in the facility. (Cliants #1, #2, The Agency has revised the Incident 3/9/07
#3, #4, #5, and #6) Management Policy and Procedure to
' ensure that there are
Fhe findings include: - weekly incident reviews
' 3 o - monthly incident reviews at HRC
The faciiity falled to ensure its incident meetings
manapgemant policy coincided with feceral - quarterly incident trending reports
requirements. - incidents of unknown origin
= 3" u;n.mwl " “f::gdml 5 Mthp ;he ‘fa:‘qty’s . The Incident report has been revised to
- (QMRP) on April 17, 2007 at 2:27 PM to o include date and time of notification of
if the facility had 2 written incident management administrator.
policy. The-QMRP indicated that they had an
incident paficy and verifed it by providing a copy
for surveyor's review.
Review of that policy on April 17, 2007 failed to
addrass injuries of unknown origin and reporting
suth injuries to the Adminjstrator. { See W153)
W 153 | 483.420(d)(2) STAFF TREATMENT OF W 153
CLIENTS l
The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as- W 153
injuries of unknown source, are reportad 518407
immediatsty to the administrator or to other Refer to W149
officials in accordance with State law thraugh '
established procedures.
This STANDARD is not met as evidenced by:
. Based on interview and record review, the facility
- failed to ensure that all allegations of abuse
and/or negliect as well as injuricus of unknown

source were immediately reported 10 the

I
1
i
i
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sdministraior or o the Departmaent of Healthdn
sccordance wiin Siaie igw, for ong cfthe thres ;
thients in the sampie. (Client¥#1

The fingings inclixie:

Reviaw of the facility's incident reports on April
17, 2007 at 9:01 AM revealed an injuriy of
unkn:nm source involving Client #1 as evidancad
betow.

On September 24, 2006 staff reported that Client
#1 was discovered with a bruise on the right side
of his face. Review of the investigafive summary _
( not dated) revealed a counselor noticed a mark | :
| under the client's right eye. On the naxi gay :
| {September 25, 2006) the client 's gye “appeared
reddened and he was transportes o the |
emergency room on Septerber 27, 2006. e

At the time of the susvey, the facility faiied io
provide evidence that the aforementioned incident
was reparied to the facility'’s administrator or other
. official in accordance with. state law.

W 158 | 483.430(a) QUALIFIED MENTAL W 158
RETARDATION PROFSSSIONAL

Each client's active ireatment program must be
integrated, coordinated and monitored by a
qualifizd mental retardation prof..sswnaL

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the faciiity ' s Qualified Mentai Retsraation
Professional (QMRP) failed to adsquately

: monitor. integrafe and coordinate eech ciient 's
. active treatment, “

’ j
i j
_ Evertt ID: FO1841 Facility [D: 09G155 ¥f continuation sheet Page 6 of 23
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=~ . |1. The QMRP failed to ensure that the day FV t11159f-ul i |
program had been informed of Client #1's diet 0 the Tuture the Agency has implemented | 5//07
ortier changes as evidenced below: a system to ensure continuity of care at
| _ -the day programs.
e On April 17, 2007 at 12:17 PM,;Client #1 was ~All QMRPs and nurses will visit the Day

observed eafing his lunch . The dlient was served
-Spaghett with meatballs and carots. Further
goservation of the incal reveales that sl of the
chiznt's josd was chopped.

On April 17, 2007 at 5:05 PM all of the tlients dist
orders were pasted on the bulletin board inths
kichan Chent#4's dist order reflected a regular
gzt with chopped vegetebles, Interview with e
nures gnd review of chivsician orders verffied the

- postEd order.

Interview with the facifly's nurss on Apiil 18, 2007
to ascertain informabon regarding how
information regarding changes in the clients diet
order is commuricated o the day program. The
nurss indicated thet whenever here i = chanos
o in zn order, the facility faxes it firgt to the
pharmesy | ang then o the Primary Dare
Phesictan (POP). Bhe sz ingdicgted that
information s ususally hand dalivered by the direct
cars st=ff when tansoorfing the clients to the dav

Bregram.

An Interview was condurted-with the day program
staff on April 17, 2007 to ascertein if there had
baén any changess made o Cliant #1's diat.
According to the day program staff they had not
been made awere of any changes.

At the fimhe of the survey thare was no I
documented svidence that the day progeam had Il

Programs on a monthly basis and
document the findings. : :
-Physicians Order Sheet with the

| corrected diet order has been given to the
Day Program and henceforth all
Physicians’ order changes will be

| cqmmunicated with the day program

; within 1 working day

-Day Efrogram Staff have been in serviced
: regarding the change in the diet order.

I
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i DEFARTMENT OF HEALTH AND HUMAN SERVICES - T FORM APPROVED
RS FOR MEDICARE & MEDICAID ‘SERVICES OMB NO. 0836-0391

1

E - .
:QTATEMEW OF DEFICIENGES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CORSTRUCTIC v X3) POA:ﬁg Lsé)TBEY“EY
AND PLAN OF CORRECTION | IDENTIFICATION NUMBER: & B e = G
% 085162 B VNG 0414812507
" NAME OF PROVIDER OR SUPPLIER : $TREET ADDRESS. C7i 7, STATE. 5 COBE
2285 SUDBURY RCAD, NW
M_ TRO HOMES WASHINGTON, [T 20042
‘= SUBALRY STATEMENT OF DEFICIENCIEE § ! PROVICE __.g
i {EACH DEFICIENGY MUST 5:: PRECEE'*' : . : o

Do qET v g ‘
L w92
! i ¢ The Day Program has been provided with : ;i
. i the high sided plate. L 5/9/07
2. The QMRP failed to ensure Client#2 washis In the future the Agency will ensure that
.| provided with adaptive feedmg.aqmpm:gi at all client’s orders and changes are
' day treatment program as recommended. .| reflected on the Physician’s Order sheet
n . H - 1
Observations at the day program on Agrit 1‘7' :ncd that ;ht; Day P;ogramhls.prowded lw1th
- 2067-at 12:24 PM, revealed Ciignt 2 eatirig his opy of the new POS within 1 working
5 winch using & reauier piate. Observations atthe day. The Agency has started an Audit
' hosme, however, the cliont was ating from 2 | program which is done monthly by a
SS00R plte. , | QMRP and House Manager. '
Attached — Audit sheets
Revisw of the nabllitsion rsoord on Ao 18, 2007
PR dnilllﬂlﬂly o0 and 't?ﬁ!%‘i thstthe cherl'f '
,..ai:-..-. & T nerapy Assesemant dafag
iE\nﬁ'ﬁan-amuun wWas TZus
: oF 2 pate guad 8t : :
! } u‘? ERciesiais el ! ; }
' interview with the QM i, 2057 I
reveaied that ths cié Wes W neve 2 SCOLn ! oizts
1 -at the 4y D mEnG would snsure thal ons
would be provicsd or b, AL the time of ihe
‘-;.;' survay, thers was no gvidence thal nt iadiily
provided tha day program with the netsssary i
feeding atisptive equipmsni for Slent¥2. i
3. Gross-refer {6 W322. The QMRP failsd 1o | ;V fl >3
e~ - i e efer to W322
snaure that tie nuirisioniste’ recommendaiion for Il 322 and see attached
st &1 ‘“ﬂ" 5&&., &GGF&Q;@C :
~ (Y1 ﬁﬁl
V¥ Za.ari:
i -
|
!
a7 in apprcpnatc. {
!
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‘ I.rm. M oae O CORRESTIOR

Wd LA AT L

Is
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- METFEO MOBES WASHINGT SO0ET
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SUMIARY STATEMENT OF DEFICENCIES : 53 ; _BRT um—\E; BT SUAH OF SORREDTION
Wi BEFIZIENSY MUST BE PREGEDED BY FULL i : F AN SHOLLD g:__—
11 ATORY OF LS5 IDERTIFYING iNTORMATICN! ! TAG : TG THE ARPROPIGETE,
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'1mrw=i,~ 1 ol nc!§

1
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The findings nclude:

: .| 1.- Iriterview with the Qualified Mental Retardation W 209-1 )

e Professional (QMRP) on April 18, 2007 revealed In the future the Agency will ensure that

! all {he client's in the facility including Client #1 the Guardian and client signatures will be
participated in ther Ingividual Support Pian (ISF) i included on the meeting attendance sheet
: mastings and =re enceuraged © pariicivals as ! to indicate attendance.

¥ mush & possible. Review /5 tne attendance Attached — Rights sheet to show client ;
mcord oeied July 18, 2008 ennual masting did was present, and copy of attendance sheet. i
4 ‘m* sohuge Clent #19 ‘s name Fuciner review of | ;
g 15Ps signaivre awﬂdnme shestreveaied !
severs membears ¢f his interdisciplinary tsam
ware prasent, however, here was nd evidence |
Clisrt #1 or 5 iege! guardian was preasnt 2f
the meezsng. ,

P

5/8/07

. g

: | 2. Interview witt: the QMRF on Aprit 18, 2007

) raveales gl the client’s in ths &ciilty including

| Client #7 parficipated in their indivicus! :’supxx;._‘
i Pian (17 mestns and gre encouragsd o th ;
i € meeting but was unable to atte

' narizisrte =2 much #e possiEs Revisw -:;‘ the 8 nd due

i ann; E.’ {BF masting atendancs rscord dated . o personal reasons.

; = ioF H i & TSCOTU Q& i H . . .

i Dacembsr 17, 2006 did not includs Cliert #2's | Attached - meeting notification letter
nEMS, :uﬂhpf ravi=w of the 18P's signature
atfendance shast revediad several members of
i ; his inferdizcipiinary i@am werg ofasent, nowsvar,
4 i ‘*hgfe‘ WS NG & UE':.'Em:= that Cilent #2°'¢ isga!

W 209 -2

Client #2°s Guardian was informed about /807

.‘E: MG;.—" -u{u. Bk

W 25a

i
i
1
t
i
i
)
I
I

! behaviare!

I
At iy d Faifty I 08G453 If eonfintation shee! Page 11 of 22
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H ¥¥ 254 ,
1 . 1 !
This STANDARLD iz not met &s svidenced by, 1 ;
Based on observation, staff imerview, and record E
review the facility failed to ensure that Clients #1
and #3 was provided s compreheansive functiorat :
assessment that identfes the clients specific ;
developmental and behavicral managemsnt
needs. !
- The ﬁﬂdiﬂg includes: W 214-]
' - . . ' Client has a money manage: 5/8/07
‘ 1. The faciliy failed to ensure that a program since his ISP iz, 7 /g b Prog me’g goal
- sbjective was developed to train Client #1 fo is once a week. gram trequency
manage his finances.
29 Attached — Money Management Prograrm
Interview with the Qualified Menta! Retardation and assessment and Data sheets
) Professional (GMRF) and review of Clieri#w%'s | |
| habliation recors on Azt 18, 2007, revealed the | § C e,
: v \.-m:nn. hg.l zn ng Suﬂﬂ_l— ﬂ-:r- t",:u_.wl [_f_lw-aﬁ : :
: | duly 18, 2008 : E
| The ISP containes & Money Managament ; g :
| Azsmsmment that was not datetd. According to the | - W214-2 i 4
i & Ty P - H i i . - : '
| | assessmant Client #1 was apis © mhaKe smail | i Client #3 has had a comprehensive j ;
Courchases wiih aasw‘m-*ﬁ and was zole © i C O functi ; i
! s ; : ctional assessment — to evaluate and !
| identify varigtions of money, The asssesmsnt 2isc! | develop his traveling skills. H ; 5
| indicated thet the ciient cauid maks chenge 107 & | i rrlarsd o mf skills. He has a ; :
| dokar, howave!, 4e was net sbls in maie changs | | nthe fi tuf otﬁ;ram eveloped. 3 i
Vior fue, ton, twe rwy 2no By doliars.  Afine ome’ | i clients hzvceafz«g:;l? 1‘:'111 ensure that i
the survey, e faclity raled vid : i ehensive i }
; & '\: faclijty 12 . fo grmnue . | fumotional ass pre. [ 5/8/07
| svidance that the client was being ramed in skills | i ! assessment prior to program !
- | neceasary to increase his knawiege in managiy | program implementation. )
! nis money i i Attached — Monthly QA system
;: : . Functional Assessment sheets
; ;2 Clant#3 was ntarviewed on Aprit 17, 2007 | i
| 11:15 AN, reveaied that the client expressed an | ! [
| intermst in utilizing public transportation ¢ i | i
’; commuts to Bng from his job. and go to and from | i i
| ) !
T AR 732 -58) Sradoue Wersions Dostiess Tyt i FARTT raciiny i, GFoi5 1202
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!

GU"'\:W:\J 3.‘."\.11"5 ient #3 quesiichs 3 ou. he
use of pubiic t.—anspcrtatzan,’s:mulatec frave! gnd
the items that ne wauld need to be successiui.

On Aprii 18, 2007 at approximateiy 3:00 PM, an
inferview was held with the facility's Qualified
Wsnial Retardation Profassional (QMRP) to verify
information revealed inrthe Slisal's interview ang
prszzrammint abaervafiarzs The QKRP veﬂ::v;c
et O ﬂEﬁE #5 WBE o= At "\:z maes fora

- sgrsmy 5 his B individugt
5 warsfore = forma! nhiective
1
| fiE
!
E
. e
Y —— !
s
i
-
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i
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b
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-
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5
"

1
1

l

i

| The comprenensive Tunciiona: aasessmeni et
i meiudie, ms applicabie, vocalions: sl

t

}

, | This STANDARD s not met as evidenced by

= Based on interview and record review, the facility
| failed 1 ensure that clients received
compreherisive vocationzl zsasssmente ag
indicatsd, for ene of the three f'hemts in the
sampie. {Ciient ff- i)

The finding inciudes.

i
|
i
v
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Onppatas, 200 psoungG 8T SRS TVATEY
1057 AM, uazenm WAz oigsarved ST s cay
program.  The clisnt was weaving strands of
string on & pot Neider iSom. He remained

focused on the task, while his zesignad 4.1 staff
person stood in a5 adiaent haliway.

When asked about the client's skills, a day
program siaff indicated that the client was ableto
reat! and he could writs his lest name. The day
program astivities coordinator mdicated the
cleris progiams Tooused on recrestion and

isisure sctivities such =8 making jewelry and
paining.
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DEPARTMENT OF HEALTH AND HUMAN SERVICE: - OMFBDI'\}(’DA ity
~ENTERS FOR MENICARE & MEDICAID SERVliE:' [ vy WAL 1D £ SOWSTRUIRTHC. fox DATE SURVEY

t
% : i : ‘~
i This STANDARD is not met as evidenced by: | | |
i Based an observations, interview, and record | i |
] | review, the facility failed to ensure needed | | w242 ; |
| personal fygisne skills respeclively was p"?"wf“ l ! Ahand washing Program has been { 59107
| for ene of ine thres clisnts if tne SRS, (LIS © developed for client #2. : ‘
; | #2). ‘l ' Inthe future the Agency will ensure that |
L i i the IPP will include training in personal |
The findings inciude: : ! ’{ and hygienic skills for individuals |
L e o : iring them. i
The facility failed to ensure that a program was | | g ied oo
T e« <k his hands - | gency has a monthly QA audit ,
| gz\;?éc:’;:;dwg ‘tram Ciieni #2 10 was |\ i[ systean institited. . o |
i ; i i Attached — IPP hand washing — this will |
| Ciient #2 was cbserved an the evening of April | {  be presented to the IDT at the 2Q meeting |
| 17, 2007 at 5:32 BV independerilly washing nis +  and if approved staff will be trained and !
Frand . The taciity's nurse varpaty profnguwed T i program started. ;
H ‘ . 1 s nandls el e e : :
H ¢ i
H i
; '
: :
1 . i
: ' {
Coagy o : i
% ! |
; : | t
| . | |
f | ConEEIT O T8 CHGNL T i ] i |
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’ PRINTED: D5I01812007
' DEPARTMENT OF HEALTH-AND HUMAN SERVICES PORM APPROVED
% CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

‘ESTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPUER/CLIA (%2) MULTIPLE CONSTRUCTIC N " |(X3) DATE SURVEY
‘AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLET‘ED

, 09G155 |8 WiNG 04/19/2007

-NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIN'yY, STATE, ZiP CODE
4 2268 SUDBURY RC AD, NW

METRO HOMES - : . - WASHINGTON, CC 20012

. MWD SUMMARY STATEMENT OF DEFICIENCIES - 1D " PROVIDE R'S PLAN OF CORRECTION )
FREFIX {EACH OEFICIENCY MUST BE PRECEDED BY‘FULL: PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION

. TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS—REFEIIESgEngE'OgHE APPROPRIATE
A . ICIENCY) .

N

W 263 | Continued From page 15 ) W 263
' minor) or legal guardian. S

. (L . .

.'J{ . “‘ This STANDARD is not met as svidenced by:

3 Based on interview and.record review, the
- facility's Human Rights Committee (HRC) failed to | .
B ensure written informed consent had been -
obtained from the client and/or their legai
guardian for the use of behavior support plans,
for one of the three clients in the sample. {Clients
#2) -

The finding includes:

Observation of the evening medication
administration on April 17, 2007, revealed that
.Client #2 received Risperdal 2mg. Interview with
the medication nurse during the administraion of
the medication revesied the medication was used
to manage behaviors.

‘Interview with the Qualified Mental Retardation - .
o Professional (QMRP) on April 17, 2007 at 2:10 | wass
1. PM revealed that Client #2 received psychotropic Refer to W 124
] medicaticers and had a Behavior Support Plan p .
15 - |(BSP). Review.of Cliert #2's BSP dated July 6, '+ | Attached HRC mecting Approvalsheet | 5/g/07
g 2008 revealed the plan addreased a tergeted” Sigoed consent form .
5 behavior of physical aggression. Further :
1 .interview with the QMRP on April 18, 2007
& revealed Client #2's mother was his legal
. guardian. This information was verified by the
review ol Client #2's habliitation record.

Further review of the record revealed that Cliant
#2 had & Psychological Assessment dated July 6, |.
2006 . According to the assessment, Client#2 * |
is not competent to make independent decisions
canceming his residentiat and day placements, - .
program plan, medical treatment, or financial I N

FORM CMS-2567(02-89) Pravious Versions Otmolete Eventt 10: FQ1811 Facillty ID: 09G 156 If continuation sheet Page 15 of 23
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general medical care.

This STANDARD is not-met as evidenced by:
Based on staff interview and record review, the
facility failed to ensure general and preventive
care for one of the three clients included in the.
sample. (Client #1)

The finding includes:

The facility failed to ensure that lab work was .
conducted to check Glient #1's thyroid as
evidenced below:

Intervisw with the facility's LPN on April 18, 2007
reveaied that Client #1 bad iost nine pounds in
one month. According to the nurse, the Qualified

" nurse was in serviced on nursing

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENT§R§ FOR MEDICARE MEDICAID SERVICES : . OMB NO. 0938-0391
| E ICIES 1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SBURVEY
ls\lTI‘BTErAENNg?g(?RI:é%'EI%%E 1% ‘ IDENTIFICATION NUMBER: COMPLETED
. A. BULLDING
09G155 5 WNe - . . 04/19/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIT , STATE, ZIP CODE
3 : 2768 SUDBURY ROWD, NW
METRO HOMES _ WASHINGTON, DI> 20012
(x4 10 SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S PLAN OF CORRECTION on
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL ° PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY DR |SG IOENTIFYING INFORMATION) TAG CROSS-REFE SENCED TO THE APPROPRIATE OATE
: . DEFICIENCY)
W 263 | Continued From page 16 W 263
affairs. He lacks the cognitive judgment and
academit skilis to understand the implications of
these decigions, and therefore cannot give his
informed consent.” '
Clierit #2's mother visited the facility on April 18,
2007 at 12:00 PM. At4:22 PM,the QMRP
submitied an informed consent for Client #2's
psychotropic medication. The consent had been
signed by his legal guardian on the day of the
survey (April 18, 2007).
At the time of the survey, the facility failed to
provide evidence that its Human Rights
Committes had obtained written informed consent
for the.use of Client #2's psychotropic medication.
[Also See W124]
W32z 483.460(a)(3) PHYSICIAN SERVICES W 322 —
“Tive facility must provide or obtain preventive and The purse has documented the
‘ nutritionist’s recommendation and 5/9/07

communication to the Primary Physician,
on the nursing progress notes. The client
has had his TSH done and is WNL. The

documentation procedure.
In the future the Agency will ensure that
all consultant recommendations and
orders are documented and completed in a
timely manner — Audit System instituted
Attached ~ nursing documentation P&P

~  Nursing progress note

- -lab results

- weight chart

- -iuservice sign in sheet

- Nursing Audit System

FORM CMS-2567(02-09) Pravious Versions Obsolats

Event 1D FQ1811

Facility IY. 08G155

If continyation shest Page 17 of 23
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) FORM APPROVED -
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 09380391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA - {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTFICATION NUMBER: COMPLETED
! - A BLILDING .
B. WING _
09G155 : ) 04/19/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIT ", STATE, 2IP CODE
2268 SUDBURY ROAD, NW
METRO HOMES WASHINGTON, D 20012
o) ID SUMKMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o) _
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFE tENCED TO THE APPROPRIATE DATE
i  DEFICIENCY)
W 32Z | Continued From page 17 - w322
Mental Retardation Profession (QMRP) contacted
the Nutritionist to inform her and to request a
consult for the client. Further interview and
record raview of Client #1's Medical record on
April 18, 2007 at approximately 12:18 PM
revealed a nutritional progress note deted April 7, :
2007. - The note revealed a recommendation for :
weekly waights and for the client to get lab work :
for'his thyroid ievel. i,
il
‘When questioned i the PCP was infermed of the ;
nutritionist's recommenxiation, the Aurse indicated :
that she informed the PCP. There was no X
documented evidence however that it was !
cammunicated. At the time of the survey, the :
facility failed to address the nurtritionist
recommendations. ;
W 356 { 483.460(g)(2) COMPREHENSIVE DENTAL W 358
| TREATMENT e
The facility must ensure compreherisive dental
treatment services that include dental care W 356
needed for relief of pain and infection, The Client has been scheduled
: . to return to
hr.::lctlhmhon of feeth, and maintenance of dental the dentist on 5/22/07 for cleaning and 59/07
’ prophylaxis as his Medicaid Authorization
, has been approved.
This STANDARD is not met as svidenced by: In the future the Agency will ensure that
Based on recerd raview, the facility failed to | all client consults and recommendations
‘ensure timely dental services, for one of the two i are completed in a timely manner. The
clients in the sample. (Client #1) . | Agency has hired a Director of Nursing
: ( aqd has changed nursing oversight to the
The finding includes: | clients. There is a Quarterly Medical and
' . ) Nursing QA Systern which has been
Raview of Client #1medical records on April 18, instimted.
2007 at 9:26 AM revealed that he had a dental
congultation on March 16, 2006. During the visit
the client was recommended to return in six
months. Further review of the records revealed i
FORM CM$-2587(02-00) Previous Vislons Obsclets Evert D FQ1811 F;qu‘my 1D: 09G155

i econtinuation sheet Fage 18 of 23
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPUER/GLIA (X2) MULTTIPLE CONSTRUCTICIN (X3) DATE SURVEY
AND PLAN OF CORRECTION, IDENTIFICATION NUMBER: ' - COMPLETED
. A. BUILDING .
N B, WING ' .
09G155% ; ; _ 04/19/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CY, §TATE. ZIP CODE
; 2268 SUDBURY RCAD, NW
H ES . . »
METRO HOM | WASHINGTON,; I?IC 20012
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the client was not seen until February 13, 2007,
eleven months later. - At the time of the survey,
the facility failed to ensure that the ciient received
: his recommended dental services. - ;
W 371 | 483.460(k)(4) DRUG ADMINISTRATION w 37?1

The system for drug administration must assure
that clients are taught to administer their own
medications if the interdisciplinary team
determines that self-administration of medications
18 an'approprigte objective, and if the physician
does hot specify otherwise. -

This STANDARD _is not met as evidenced by:
-Based on observation, staff interview and record
review, the facility failed to ensure clients are
taught to administer their own medications, for i
‘| two of the three chients {Clients #1 and #2) !
included in the sampile.

The findings include;

_ . W 37]-1
Observation of the evening medication - | Allthe clients in this Facility have beenre | /207
administration on April 17, 2007. baginning at 5:32 . | assessed for Self Administration of
PM revealed Clients#1 and #2 received their ¢ | medication and a Self Medication
medications from the licensed practical nurse, ¢ | Training program has been put into place
Further observation of the evening medication .| to enhance their skills. P
administration pass. revealed the following: - i | Inthe future the DON will QA each
' .| client’
1. Client#1's medications were administerad by : receiw;;effg‘f 0 onoure that they are
the nurse. The nurse called the client to come to : nursing care Ppropriate medical and
take his medication and was-instructed to bring a | Attached — Nurs: .
glass of water with him. Client#1 was ebserved - Self Med ursing QA Che‘:kl]sr.
to bring & glass of water independently to the areaj o e assessments for the clients
* .| -Medication Training Programs

whare the medication was being administered.
The nuree gave the medication cup to the client.
The client was observed to take all of his
medication and proceeded to-drink his water

FORM CMG-2557(02-88) Pravious Versions Obssiets Event ID: FQ1811 - Faciiity |D: 086155 If continuation sheet Page 18 af 23
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' | was observed-to hand the client 8 medication cup

| both clients medical records, however, there was

| The tacility must furnish, maintain in good repair,

Continuad From page 19 .

independently. Review of Cliant #1's medical
record on April 18, 2007 at.3:45 PM rev?aled a

self -medication assessment dated July 13, 2006. |
 According to the assassment, Client #1 was

recommended a self- medication program and
review of the IPP did not reflect a program.

2. Client #2 was observied to bring a pitcher of
watar and a cup independently to the area where
his medi¢ation was being prepared. The.nurse

that had his pills in it mixed with applesauce using
a spoon.” Client#2 fed himself his medication
independently.

interview with the nurse on April 17, 2007
revealed Clients #1 and #2 had self medication
programs that were kept in the client's Medical
book. The facility's hurse proceaded (o look in

no documented evidence.of self-medication
program cobjectives.

At the time of the survey, the facility failed to
detervhine an appropriate training program to
enhance the clients self-medication skills,
483.470(g)(2) SPACE AND EQUIPMENT

and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client

This STANDARD is not met as evidenced by:
Baped on observation, interview and record

W 371

T

'
H
i
H
H
1
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review, the facility failed to fumish adaptive
equipment for oneof three clients in the sample .-
(Client #2)

The finding includes: - [l W436
‘| Referto W 159
- | Observations at the day program on the same i
day at 12:24 PM revesled Client #2 eating his .
lunch using areguiar plate. On April 17, 2007 at :
| 7:07 -PM, Client #2 was observed eating his : :
dinner using a scoop plate. : .

- Review of the habilitation record on Agpril 18, 2007
at approximately 8:00 AM reveaied that the client
had an Qccupational Therapy Assessment dated
October 30, 2008. A recommendation was made
to "discontinue the use of a plate guard at
meatime and replace with a scoop dish."

interview with the QMRP on April 18, 2007 ;
revealed that the client was to have a scoop piate i
at the day.program. At the time of the survey, i
there was no evidence that the facility provided
the day program with the: necessary adapfive

equipment o

W 448 | 483.470(i)(2)(iv) EVACUATION DRILLS w 44b I

The facility must investigate all problems with '
evacuation drills, including accidents.

"| This STANDARD is not met as evidenced by: !

Based on record raview and interview the facility :
failed to have a system to identify problems !
encountered with evacuation driils for ali six : :
cliants that reside in the facility.

T he finding includes: ) ' ‘
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At 10:30 AM on 4/18/07 records of evacuation il Wa4s
drills from April 2006 through March 2007 were ‘| The Agency has revised the Fire Drill .
reviewed. The format used by the facility to i| Report to inciude review by the QMRP 5/9/07
document drilis did not inciude identification of +|  and House Manager to monitor the
problems’ encountered during the drills. .| efficacy of the Fire Drill. It will also
Further review of the fire drill reports failed to '| reflect the problems/ concerns
evidence that the evacu;ﬁon drill? F\;;:;'e bdeingb | encountered during the Fire Drill.
reviewed by the House Manager and or by YAt _Revi : p
the Qualiﬁtgd Mental Retardation Professional ached — Revised Fire Drill Report
(QMRP), Intarview with the QMRP and HM ;
on April 18, 2007 at 11:15 AM verified that both i
the HM @nd the QMRP were responsible for l
monitoring, reviewing, identifying problems and :
signing off, however to date, there was no |
documented evidence of these reviews. i
W 484 | 483.480(cl)(3) DINING AREAS AND SERVICE W 484
The facility must equip areas with tables, chairs, ! .
eating utensils, and dishes designed to meet the (| W44 s 5/9/07
deveiopmental needs of each client ' i | a -Inthe future the Facility will ensure :
. i | that Condiments are readily available to
) “| - the clients, if they should need it.
’ - b- Referto W-159
This STANDARD is not met as evidenced by: i
Based on observation, interview, and record
review, the facliity failed to ensure dining supplies | :
and adaptive equipment were provided to meet
the developmental needs of five of six clients
residing in the facility. (Clients #1, #2, #3, #5, and |-
#B8) -
The findings include:
a. During dinner observation on April 17, 2007,
Clionits #1, #2, #3 #5 and #5 were observed
eating their prapared meais. The clients were not
offerad condiments, such as salt or pepper and
there were no condiments available in the dining:
rgom. - i
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-| Octaber 30, 2006. A recommendation was made

| time of the survey, there was no evidence the
scoop plate had been provided for the client at his |

Continued From page 22

An interview was conducted with the QMRP and
direct care staff on April 18, 2007 at :
approximately 3:30 PM. According to the
Qualified: Mental Retardation Professional -
‘(QMRP), the facility does not use salt or supply
candiments on the table. Further interview with
the direct care staff revealed seasonings are
used whiie they are preparing the food and during
tne cooking of the food.

b On April 17,2007 at 7:07 PM, Client #2 was
observed eating his dinner using a scoop-plate.
Observations at the day program on the same
day at 1Z:24 PM reveaied Client #2 eating his
lunch using a regular piate.

Raview of the habilitation recard on Aptil 18, 2007
at approximately 9:00 AM reveaied that the ciient
had an Occupational Therapy Assessment dated
to “disconfinue the use of a plate guard at
mealtime ang replace with a scoop dish." At the

day treatment program.

W 484
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The licensure survey was conducted on April 17,

2007 through April 19, 2007. A random sample

. | of three residents was selectad from a residential.
‘population of six males with mentzal retardation

| and other disabilities. The findings of the survey
were based on observations, interviews and

review of resident and administrative records.

1080 3504.1 HOUSEKEEPING 1080

The interior and exterior of each GHMRP shall be
maintained in a safe, ciean, orderly, attractive,
and sanitary manner and be free of
accumulations ‘of ditt, rabbish, and cbjectionable
odors,
1090 5/14/07
s o s .| The carpeting to the entrance stairs will be
This Statute is not met as evidenced by’ replaced.
The findings include: : , In the future the Agency has instituted a
: . . . monthly QA System to ensure that the
During the environmental inspection an April 18, environment is safe and esthetically
2007 the following concems were observed: pleasing for the clients.
_ , ) Attached — Monthly Infection Control an
Qutside , Environmental sur\}f’ey sheet ‘

The outside carpet on the entrance stairs leading

to the front door, had large ripped areas that :
posed a safety risk to any person entering into
this facility. '

Kitchen

1 1. Ong of the cabinet doors on the small huteh,
was observed broken and hanging from the
hinge, posing a safety risk for the residents that
reside in this facility. Residents were observed
through out the licensure process to utilize this
hutch to-obtain pots and pans for meal
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Continued From page 2

The GHMRP failed to ensure that four
professional staff had liability insurance proof

filed in their personnel files,

3509.6 PERSONNEL POLICIES

| Each em-ployee, prior to employment and

annually thereafter, shall provide a physician ' s

certification that a health inventory has been

performed and that the employee ' § health status
would allow him or her to perform the tequired .
duties. :

This Statute is riot met as evidenced by:

|. Based on record review, the GHMRP failed to -

‘nave on file for review current health certificates
for all employees annually. .

The finding includes:

Review of the personnel files on April 18, 2007,

‘the GHMRP failed to provide cumrent health

cattification for two (2) consultants WD, .

35231 RESIDENT'S RIGHTS

Each GHMRP residence director shall ensure
that the rights of residents are observed and
protected in accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws. :

This Statute is not met as evidenced by:
Based on interview and record review, the
GHMRP failed. to ensure the protections of each.

1192
1192
See attached Liability Insurance

1 206

1206 :

Health Certificates for "Wilt, W are
attached.

In the firture the Agency will ensure that
HR Personnel will review the Staff
database periodically to update expired
certificates.

Attached — health certificates — WG

1500

1500
Refer to W 124, W 149

5/9/07

5/9/07

Fisaith Regulaton Adminisration
STATE FORM

FQ1811
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1 090 | Continued From page 1 1020 1090—1
: The Hutch in the Kitchen has been
paration.
pre . " replaced. 51307
2. The stovo exhaust fan filter had evidence of The stove exhaust filters have been
heavy grease. - ordered through Sears.
] The Agency has instituted Environmental
1161| 3507.2 POLICIES AND PROCEDURES | 181 QA. system to ensure that the environment
o ' is safe and orderly.
The manual shall be approved by the governing Attached - QA System
body of the GHMRP and shall be reviewed at
least annually, 1161 .
| c The Agency has ensured that all Policy 5/9/07
’ . and i ;
This Statute is not met as evidenced by: f _ﬁocedme books provided in the
Basad on interview and record reviaw, the acilities have been reviewed and
GHMRP governing body failed to review its ap}:;oved by the govemning body annually.
policies and procedures annually. In the future the Agency will ensure that
at the Beginning of each year and with the
| The fmding includes; change or addition of any Policy and
Procedure that the books are accordingly
Interview and review of the policy and procedure updated.
rhanual on April 18, 2007 faded to provide Attached - copies of the annual
evidence that the agency's policy manual had not administrator review of the P&P Books
been reviswad and approved by the goveming . :
annually as required. The last noted date for
review was on 3/13/06.
i 182| 3508.8(c) ADMINISTRATIVE SUPPORT 1192
Each GHMRP licensee shall carry or ensure that
the premise carries the following insurance in at
least the following amounts:
' (¢) Professional Liability
“This Statute i not met as evidenced by:
‘The findings include:
Fearth Regwation AGministraton )
STATE FORM bl Fa1gt if continuation shest 2 of 4
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1500 | Continued From page 3 1 500 y
.| clients rights.
The findings include:
[See Federal Deficiency Report - Citations W124
[ and W149).
]
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