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| A licensure survey vas conducted from July 27, | (’[/&0 Gl
2009 through July i 9, 2009. A random sample of .
et i  rated from & popusaton o ﬁov T OF THE DISTRICTOF 0 U
isabit DEPARTHENT i
levels of mental ret wrdation and disabilities. HEALTH REGULATION ADMINISTRATI” ]H
: 825 NORTH CAPITOL 5T, iLE., 2ND Flul
|t tte anepumsewacn VASHAGTON B itz
| staff and a guardtar , and the review of clinical
and administrative 1 ecords including incident
I raports.
| 062' 3502.20 MEAL SEF VICE / DINING AREAS i 082
.I Dishes and eating utensiis shall be cleaned after o .
| each meal and stond to maintain their sanitary 3602.20
| A new dishwasher has
been purchased. Staff
| This Statute Is not et 2s evidenced by: has been trained on
| Based on observatic n and staff interview, the ' proper dishwashing and
Group Home for the Mentally Retarded (GHMRP) sanitation using
| falied to enact and e nforce the approved standards.

measures to ensure the sanitary conditions of all
eating/serving utens Is, for six of the six residents

residing In the facilit;. (Residents #1, #2, #3, #4,
| #5, and #6)

.l The finding includes:

On July 27, 2008, dii sct care staff was observed

jwaslﬂngdisheshﬂnslnkfromltnsnaekand

| dinner meal at respa ctively 5:00 PM and 7:30
PM. The dishes wer 3 placed in the dish drying

1 rack and the cups wi re placed on a dish towel,
interview with the din »ct care staff on July 28,
|2009.atappmximauly4:00PMrewaledﬂmtmal
ldishwashefwabmllanandwmbaraplacod. |

| Further interview revi:aled that the direct care

Salth Reguation Admintraton 1

Staif will be in-serviced
upon hire and at least
annually. Home
manager and QMRP will
provide oversight during
weeakly monitoring to
ensure that dishes are
properly washed and
sanitized.

8-15-09,
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staff used dish detrgent only and no bleach 45020 o
agent had been ad fed for santizing. .
! ng Staff has been trained
During the environs 1ental inspection on July 26, on proper air drying of
2009, at 11:55 AM 3ix plastic drinking cups were dishes on the dish rack.
stored in the cabin¢ t above the sink. The cups A bigger dish rack has
had moisture In the 1. In addition, a cooking pan been purchased. Rusted
was observed with ‘o be extremely worm and pans have besn
rusted. The facility's House Manager indicated discarded and new ones
she was not aware here was womn pans/or rusted purchased. Monthly
pans being stored 1 the cabinet. She further environmental audits by
indicated that all co sking and dinner ware should the home manager will
I be maintained, clea 1ed and stored properly. ansure that all utensils
condition.
There was no evidence presented at the time of are In good 3_1'7.09_
survey to substantia te that the (GHMRP) had
| maintained sanitary conditions for their cups and
cooking materials.
1135 3505.5 FIRE SAFEY 1135
Each GHMRP shall conduct simulated fire drills in
| order 1o tast the effe ctiveness of the plan at least
four (4) imes a year for each shift. !
This Statute is not r et as evidenced by. 3505.5 |
Basad on staff inten iew and record review, the Firedrills are heid on
| Group Home for the Mentally Retarded (GHMRP) oach shift at least
falled to conduct simulated fire drills in order to quarterly, however
tast the effectivenes:; of the plan at least four (4) records were misplaced
, imes a year for ead: shift, for six of six residents by previous home
| residing in the GHMIRP. (Residents #1, 2. #3, Yanager. A new systern
#4, #5 and #6) manager. /A new
| i8 in place to ensure that
The i - all fire drills are properly
] finding includes ) " filed and can be located
I interview with the Qu alified Mental Retardation ; even with personnel
Professional (QMRF  and review of the staffing : changes.
pattern on July 28, 21109 at approximately 11:00 '_ o |

ATE - B0MZ11 ¥ continussion sheat 2 of 14
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1136 | Continued From pa ge 2 1135 A new fire drill schedule
. has been developed
AM revealed the fo lowing staffing pattem: :ndplaoedinlheﬁre
Sunday - rda rill book that slipulate
| 7.00 A:d -s.'.’sa:glo Pl;; dates for drills on sach
3:00 PM -11:00 PA ; and shift. Home manager
11:00 PM - 7:00 AR} and QMRP wiil monitor
drilts monthiy o ensure
Review of the fire d ill log from June 2008 that they are done in g
through June 2009 avidence no fire drill records timely manner.
available for review for that time period. There
was no evidence th it the facility held fire drilis at
least quarterly for e ich shift of personnel, 8-17-09
i 1891 3508.7 ADMINISTR ATIVE SUPPORT 1189
Each GHMRP shall maintsin records of residents
' funds received an | disbursed,
’Thissutub is not i net as evidenced by: .
Based on interview :1nd record review, the Group
| Home for the Menta ly Retarded (GHMRP) failed 3508.7
' to maintain each ret ident's funds recelved and $380.00 was taken out
disbursed, for one o’ the three residents included for purchase of a
! in the sample. {Res dent #3) television, and the
receipt has now baen
The finding includes located and
1 appropriately filed. In
Interview with the House Manager (HM) and the future, QMRP wil
| review of the faciiity" ; financial records on July 29, ensure that all
2009, at 9:43 AM ren ealed that the facillty withdrawals from
] assisted Resident ¥ . with maintaining her individual accounts are
finances. Continued interview and record review reconciled and filed
lrwealodmatthemdentmswplemenul timely, and that they
| Security Income (SS') in the amount of $100.00 match the monthj bank
manthly. The review of the bank statsments from statements y
July 2008, through J:ine 2008, revealed a )
| withdrawal on Janua y 27, 2009, in the amount of
$380.00. There weri: no receipts to substantiate 8
Ihawmemonlesm:spent ~14-09

o Rl At
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At the time of the s urvey, the facility failed to
l provide evidence ti at justified the
withdrawals/expen fitures from Resident #1's
| personal account

!208,| 3508.6 PERSONNIZL POLICIES 1208
|Eachanployec,priarmempbymntand l
annually thereafter, shall provide a physician ' s I
‘ certification that a I eaith inventary has been

| performed and that the employee ' s heaith status

|

would allow him or ver to perform the required
duties,

;
I

| This Statute is not i net as evidenced by:

l Based on interviewr and record review, the
Group Home for the Mentally Retarded {GHMRP)

| failed to achieve coinpiiance with stats

| regulations pertainir g to health (220CMR 35, 3500.6
section 3500.8), for four of the tweive Heaith cerifficates for

| consuitants. the four consultants

i have been obtained and

| The finding includes filed. In the future, the

| The Stats regulatory agency conductd a review eanacor it borformn
of personnel record: on July 28, 2009, at rly personnel file

|appro:dmala!y11:00m.atumichtimethemwas quarterly per
no evidence of curnnt health certificates on file audits and request all

| for four of the iweive consuttants (Psychologst, needed documents to

| Primary Care Physician, Psychiatrist and the ensure compliance.

| Physical Therapist). 6.20-08

| Interview with the Qu alified Mental Retardation

| Professional (QMRP | July 28, 2009 at 3:30 PM

I mlabla the missin j health certificates were not
| aval A

i
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1226 Continued From pe ge 4 1220 3610.5(1) |
| zzo| 3510.5(f) STAFF T RAINING 1229 All st are uled
Esch progr 1m shall inciude, but not be 1o receive training in
l limited to, the follov ing: sexuality on 8-28-09. All
staff will receive
() Speciaity areas 1 slated to the GHMRP and the sexuality training upon
residents to be sen ed including, but not limited hire, and at least
to, behavior manag »ment, sexuality, nutrition, annually. An annual
l recreation, fotal cor imunications, and assistive training schedule will
technologies: ensure that all required
training is implemented.
This Statute is not :net as evidenoed by:
Based on interview and record review, the Group 8-28-09
Home for the Mentz lly Retarded (GHMRP) failed
to ensure staff were trained on sexuality, for
tweive of twelve dire ct care staff personnel
| records reviewed. (Statf #1, #2, 43, #4, #5, #6,
#7, #8, #9, #10, #11, and #12)
3514.2
I The finding includes Nursing assessment for
. resident #3 has been
| Review of the persc 1nel training records on July signed, Director of
28, 2008, :ftw gltely 123“?"1’;!“ lsvea!edtrlo nursing will conduct a
avidence ing for sexuality. Subsequen rerly audit
i interview with the Qh ialified Mental Retardation 3:;' all nu:;dngto ansure
] Professional later th it day indicated that there assessments are
' was no indication of sexuality training. properly completed.
reskdent #2 has be
Each record shall be kept current, dated, and completed and signed,
signed by each indiv dual who makes an entry, and the DON will
. . ide oversight to
; This Statute is not net as evidenced by: pI'mOEVI
| Based on record review, the Group Home for the asse;;:";:;" nursing
Mentally Retarded (C:HMRP) failed to ensure o end
| each residents nursi iy assessments were completed and signed |
| signed, for one of the three residents in the for all individuals. |
! facifity. (Resident #3) 8-17-00 |
]
ATE FORM oo 80M2Z11 ¥ continuation sheet 5 of 14
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The finding include 5:
Review of Residen #2's medical record on July
29, 2000, at 9:00 AM revealed a nursing
assessment dated Viarch 3, 2009. However the
assassment was ni it signed by the person
| completing the ass :ssment.
| 401) 3520.3 PROFESSION SERVICES: GENERAL | 1401
PROVISIONS
Professional servicos shall include both diagnosis
and evaluation, incl iding identification of
developmental leve s and needs, treatment
services, and servk es designed to prevent
deterioration or furtiier loss of function by the
resident.
This Statute is not | net as evidenced by:
Based on observatiin, interview and record 35203
review, the Group ¢ of;ne for the
Retarded (GHMRP] failed to ensure evaluations
were conducted, for two of the three residents . OT;';;ET disc;ﬁ:::‘ﬂg;"‘
included in the sam)jle. (Residents #2 and #3) medication review
. meeting. The
find include :
The findings includ recommendation was
1. The facility falled to assess Resident #2's for the psychologist to
behavior (non-comp iance) to determine it's Tevise resident #2's
cause and develop : trategles for implementation BSP 1o include non-
to address the beha rlor. compliance to daily
activities, and include
On Juily 28, 2009, ai 9:00 AM, Resident #2 was strategies for
l observed sleeping ir her bed. The resident woke implementation. The
up at 11:30 AM and -eceived her breakfast. Psychologist will revise
. . the BSP and provide
interview with the Li ensed Practical Nurse staff training by
(LPN), Qualified Mex tal Retardation Professional 8-31-09.
(QMRP) and Houss Manager at 9:15 AM
oakh
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| Indicated that the ¢ #ent refused to prepare for day
program. Further |lerview revealed that her

| behavior of non-co npliance occurrs often.

| Review of Residen : #2's record on July 28, 2009

| at 2:00 PM reveale 1 a Behavior Support Plan
(BSP) dated Nover 1ber 8, 2008. The BSP

| addressed the targ st behaviors of physical

| aggression, verbal aggression and

| non-compliance with medical suppor and

l appointments.

| According to Resid snt #2's behavior data sheets

| there were many in idents documented of the

I clients refusals to p articipate. There was no

| evidence that the R asident #2’s non-compliant
behavior had been issessed or addressed by the

| Interdisciplinary Ta:m.

l 2. Review of Resid st #3's medical record on

| July 28, 2009 at 9:0) AM revealed a nursing

| assessment dated | darch 3, 2009. Interview with
the Licensed Practi:al Nurse (LPN) on the same

| date at approximate ly 10:00 AM, indicated that
nursing quarterly re:lews are completed by the

| Registared Nurse (F:N) and should be conductad

j quarterly.

| Further review of Re sident #3's medical record
| maalednoevidencnofadlreclphysical
examination by the IN.

3. On July 27, 2008 at 5:00 PM, Resident #3
Iwasobservadtobe sbese. During dinner

] observations at 6:45 PM, Resident #3 was
lobeervadeatlngamaalinapumedﬁexh:re.

', RaviawofResldmtiB‘amedlcalmcordonJuly
28, 2009, at 9:00 AN, revealed a diet order of low
| sodium, low choleets ol, lactose free, high fiber

been completed for
resident #2, and #3.
The DON will provide
Quarterly reviews to
ensure that aj}
assessments are
completed timely, and
recommendations
Toliowed.

8-17-09

?. Assesstﬁems ha\}e o

paith Reguiation inistration
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Each GHMRP shal provide habiiitation, training
and assistance to rasidents in accordance with
the resident " s Indi idual Habilitation Plan.

This Statute is not met as evidenced by:

Basad on interview and record review, the Group
Home for the Ment: lly Retarded (SGHMRP) failed
to ensure habilitatic n, fraining and assistance was
provided to its resid ents in accordance with their
Individual Habilitatic n Plans (IHP), for three of the
three residents incli ided in the sample. (Resident
s #1, #2 and #3)

’ The findings inctud :

l 1. Interview with th » Qualified Mental Retardation

| Professional (QMRI?) on July 27, 2009, at

| approximately 5:00 °M revealed that Resident #1

| was admitted to the facllity on June 12, 2009,
The QMRP further 1 tated that the resident's JHP

i and Individual Progiam Pian (IPP) was accepted

| 88 written. Accordir g to the QMRP, a 30 day
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1401 | Continued From pige 7 1401 ,
pureed diet. Furthr review of a nutritional 3. Resident #2's diet has
assessmant dated March 15, 2008, on July 28, been reviewed by the
2009, at 9:47 AM rivealed a recommendation to primary care physician
change the resider t's diet to 1800 low sodium, and has been added to
| low cholesterol, lac ose free, high fiber pureed. the physician orders. In
According to the ni tritionist first quarterly review the future, DON will
l dated June 2009, il was again recommended to conduct reviews to
change Resident # 3's dist to 1800 calorie. ensure that new orders
interview with the L PN at approximately 10:30 AM are reviewed by the
. ravealed no eviden e of the recommended PCP and implemented
change. in a timely manner.
lThemwasnoeviduncethatthaPrimaryCare 8-13-09.
Physician address ‘he recommended diet for
Resident #2. _
Mzzl 35621.3 HABILITAT ON AND TRAINING 1422

fea'th Nogulation Admineiraton
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3521.
meetlrlgwasheldcn.luly24.2009,andnew 1Allgoalsand0bjedim
programs were acc spted by the IDT. acoepted by the team
Review of Residen: #1's IPP dated July 24, 2008, "'e’“m::‘ g‘n"d staff
on July 29, 2008, & 10:00 AM revealed the B oaen Saired
following programs: had been wained.
Implementation of goals
- "[The resident) wil activate his communication had begun, however since
device to appropria ely communicate with staff it was near the end of the
assistance daily (1 v/ant to go outside, please?, month, GMRP dated the
Can | have something to drink, and May | have data collection sheets for
something to eat, p ease;” the next month.
Documentation began on
- "three time a weal, [the resident] will participate 8-1-09. In the future,
in a tabletop activity of his choice on 80% of the QMRP will implement the
times recorded per month for six months™ goals and documentation
within three days of
- "twice a month wh ile shopping, [the resident] will acceptance by the team.
hand the cashier mney to pay for his shopping 8-01-09
given physical assis tance 75% of trials recorded.”
- "three times a wet k, {the resident] will bathe his
upper body with ver >al assistance from staff on
50% of trials in a s month period.”
Further interview wi h the QMRP and review of
the resident's recon i failed to provide evidence
that the aforementi ned program objective had
been implemented.
2. Review of Residiint #3's records on July 28,
2008, at 10:20 AM r svealed the resldent had an
Individual Support F lan (ISP) dated March 9,
2009. Interview will | the Qualified Mental
Retardation Professional (QMRP) on July 28,
2008, and further re /iew of Resident 3's record
reveaied that at the ime of the ISP meeting, the
interdisciplinary tear y recommended program
objectives including the following:
jeaith Reguistion Adminstration
TATE FORM oo
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“Ithe resident] wil u Bize back washing brush to 2 Mocident #3's
assist in washing hr lower body during bathing \ oo ng program
with stand by assisiance on 80% of trials '8 naw being
recorded per montt * :;nplem::tge: aHr;d
ocum \ me
Further interview with the GMRP and review of manager will review
the resident's recor is falled to provide evidence program boolf weekly
of a cument data stieet. There was no evidence and QMAP will do so
that the QMRP imp.smentad the bathing monthly to ensure that
program. data sheets for all
program goals are in
3. On July 27, 2005 and July 28, 2009, during the book, and
observations, Reésk: snt #2 was observed using a implemented correctly.
walker to ambulate hroughout the facility.
Interview with direc! care staff indicated that the 3.Thephyaicalﬂ19raplst
“[the client] always \ valks as if she is in a rush. has now provided the
Review of Resident #2's IPP dated March 9, 2,':”5.‘323,‘;‘.?,,‘,',-?,‘;‘,0";?,‘
2009,0n July 28, 2019, at 2:00 PM revealed an extremity exercises. |
objective which stat xd, “with staff assistance, [the the futwre, the QMR |
resident] will partick ate in lower extremity will revi W,‘
exercige five days a week." Review of the sheets ; program
program data shest there was no evidence that data snsure that afl
the program was be ing impiemented as written, colisction sheets
The data sheet indi ated that the resident will match the objectives.
perform balance exi rcise for five repetitions daily 8-14-08
at 100% accuracy f r three months. The steps
included catch/throv' a ball and kicking. Interview
with the QMRP on J aly 28, 2009, at 4:00 PM
indicated that kickinj was a part of the lower
extremity exercises,
! 424l 3521.5(a) HABILITA TION AND TRAINING 1424
! Each GHMRP shall nake modifications to the
I resident ' s program at least every six (8) months
or when the client;
l (a) Has succeasfully completed an objective or
objectives identified n the Individual Habiitation
oR Adrinistration L
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] P QMRP has reviewed the

Plan; programs for #2'g
objective to

This Statute is noi met as evidenced by: body, and re‘:izzhdltlf':gsr

i Based on staff inte rview and record review, the Ohjec;tive 10 include lower
Qualified Mental R stardation Professional
(QMRP) falled 1o i view and revise the Individual mb"a"t’a'"c'""“e'fp wil ensure
Program Plan (IPF ) once the resident had ised dc'"e"‘;‘ are
successfully compi sted an objective identified in fevised or discontinued.
the IPP, for one of 'he three residents in the 8-31-09
sample. (Resident #2)
The finding inciude s:

Review of Residen: #2's IPP dated March 9,
2008, was reviewe(] on July 28, 2009, at 2:00 PM.
The resident had a program cbjective which
stated, "[the reside it] wHl utilize back washing
brush to assist in w 2shing her upper body during

| bathing with assistz nce on 90% of trials recorded
per month.” Record verification of the QMRP
quarterly reviews d: ted June 2009, on July 28,
2009, at 3:45 PM in dicated that the resident

| achieved the estabi shad critaria since April 2009.

| Atthe time of the strvey, the QMRP failed to
revise Resident #2': program objective once she
met tha established criteria.

HZﬁ 3521.5(c) HABILIT# TION AND TRAINING 1426

| Each GHMRP shall make modifications to the
| resident ' s program at least avery six (6) months
lorwhenﬂwwnt:

| (c) 18 tailing to progr sss toward identified
I objectivas after reas onable efforts have been
made;

J»ThitSlatubo Is not r et as evidenced by:

Based on record review, the Qualified Mental
m"‘_m*AEFM"
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Retardation Profes:ional (QMRP) falled to revise Program objective for
objectives identifiec in the individual program resident #3 to touch switch
pians (IPPs) that h: < not been achieved, for one to activate a message has
of three residents it the sample. (Resident #3) been reviewed and
. ) discontinued as a formal
‘The finding include: i: goal, and kept as an
‘ ; 3 informal goal as #3 will
Review of Residen! #3's IPP dated March 9, 2009 .
on July 28, 2009, i 10:17 AM revealed an always require hand over
objective which stai sd, "the client] will touch a hand and will never
switch to activate a message, * would like a pragress to independence.
drink, please and w 1en asked "what do you in the fun_:re, QMI:-IP will
want?" with 10% i lependence in six months. revise objectives in a
Review of the QMR P quartsrly reviews dated reasonable time not to
November 2008, Ft bruary 2009 and May 2009, exceed 3 months of
the resident require 1 hand over hand assistance achievemeant or non
or refused on 100% of the recorded trials. There progress.
is no evidence that he QMRP revised the 8-31-09
program objective.
I 454' 3522.1t MEDICATIONS 1484
Each GHMRP shall promptly destroy prescribed 3522.11
medication that is discontinued by the physician Medication has been
! or has reached the 'axpiration dats, or has a properly discarded.
worm, itlagible, or missing label. Medication cabinet is
) usually cleaned at the end
Tha Is mm I o "°t"1 :‘::tiasl °‘."d°';md by. I of the month. it was due to
review, the facility fz fled to promptly destroy be cleaned on 7/28/09,
| prescribed medicati »n that had reached the and the medication
expiration date, for tne of the six residents expired 7/28/09. In the
residing in the faciiit’. (Resident #4) future, the DON will
, ensure that expired
The finding includes medication is properly
discarded as soon as jt
inspection of the me dication suppiy cabinet on expires, and not wait til
July 28, 2009, at 10:14 AM, revealed a the end of the month.
medication package of Hemarrhoidal suppository 8-14-00
Wﬁiﬁm:“ L el the
lation n
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medication had an sxpiration dated of July 28,
2009,
interview with the L icensed Practical Nurse (LPN)
confirmed the exph ation date on the
Hemorrhoidal supp sslitory.
1 500| 3523.1 RESIDENT S RIGHTS 1 600

|

Each GHMRP resk ence director shall ensure
that the rights of re::idents are obsarved and
protected in accord ance with D.C. Law 2-137, this
chapter, and other .ipplicable District and federal
laws.

This Statute is not net as evidenced by:
Based on observati>n, staff interview and record
review, the Group I 'ome for the Mentally
Retarded (GHMRP. failad to ensure the rights of
residents were obsrved and in
accordance with D.: 2. Law 2-137 (Rights of
Mentally Retarded { itizens), this chapter, and
other applicable Dis lrict and Federal Laws, for
one of the three res dents included in the sample.
(Resident #2)

The finding include: :

The facility failed to ensure that informed consent
was obtained from I tesident #2 and/or his legal
guardian prior to the administration of his
psychofropic medic: itions.

a. Medication admir istration observation on July
27, 2008, at 8:15 P11 revealed that Resident #2
received Seroquel 200 mg. Interview with the
Licensad Practical } lurse (LPN) during the
medication administ ration indicated that the

resident received th ) aforementioned medication
fealih Raguiation Adminisaation
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for her matadaptive: behaviors. 35031
During the entranc) conference on July 27, 2009, forc mal' slspsych' s are ob tained
at approximately 5: 30 PM, an interview oot zn"(’f"’h
conducted with the Qualified Mental Retardation e s T
Professional (QMRP) revaaled the Resident #2 changas occur. The
did not have the ca Jacity to give informed Guardian for #2 was
consent for the use of medications and made aware of all
habiiitation service:. Further interview revesied medications, including
the resident had a (:ourt appointed legal guardian benefits and potential
to assist her in mex ical decision making. side effects, and he was
due to come to the group
Review of Residen! #2's record on July 29, 2008, home to sign the
at 1:32 PM reveate | a diagnostic assessment consent form. The
:;tta‘d March 17, zci- D8, t::t verified the r<|:lt.MRl="s consent forms and side
ment. According 6 assessme effect of medications
Resident #2 “is not ablehmgkeindepandent have been mailed to the
decisions concemii g her residential or day Guardian. In the future
placements. She ki cked the cognitive skills the QMRP will ensure
necessary to under stand the implications of such that all consents are
decisions and there fore cannot give her informad signed in a time!
onsert. She lacks the judgment and insig manner, by having the
requi make d«icisions independently. guardians sign at the
| Review of the Resk ient #2's medical record and annual ISP mesting, or
additional interview with the GMRP on Juty 28, obtaining signatures by
2009, at approxima ely 2:00 PM failed to provide '
evidence that the re sidents’ treatment needs, 6-31-08.
including the benefi s and potential side effects
I associated with her madications, and the right to
refuse treatment, hiid been explained to her
and/or a legally autt orized representative.
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