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Surveyor: 17620 &Wﬁag

On Octaber 22. 2007 this office received an GOVERNMENY OF THE DISTRICT OF COLUMBIA -
incident report from the facility. According to the DEPARTMENT OF HEALTH
incident report, Client #1 was observed to have a HEALTH REGULATION ADMINISTRATIDN
! swollen left arm on Oclober 20, 2007 - The ciient 825 NORTH CAPITOL ST., N.E., 2ND FLQOR
was taken to the emergency room at a local WASHINGTON, D.C. 20002
haspital and was subsequently diagnosed with /_/ ',_,/ D ?
closed distal humerus fracture. Client #1 was
release from the hospital on the same day.

w OQ}D INITIAL COMMENTS W 000 .

ST

An investigation was initiated on March 20, 2008,
The findings of the.inveshigation were based on
ubservations at the group home, interviews and
the review of records including incident reports.
483.430(d)(3) DIRECT CARE STAFF W 187
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Direct care staff must be provided by the facility in
the following rminimum ratios of direct care staff to
clients:

(i) For each defined residential living unit serving
children under the age of 12, severely and
profoundly retarded clients, clients with severe
physical disabllities, or clients who are
aggressive, assaultive, or security risks, or who
manifest severely hyperactive or psychotic-like
behavior, the staff to client ratio is 1 t0 3.2;

(i) Far each defined residential fiving unit
serving moderately retarded clients, the siaff to
client ratio is 1 to 4; :

(iii} For each defined residential living unit
serving clients who function within the range of
mild retardation, the staff to client ratic is 1 to 6.4.

This STANDARD is not met as evidenced by:
Surveyor; 17620 :

Based on interview and record review, the facility
failed to ensure sufficient direct care siaff were

nam‘ DRY ?IRFGTOR'S OR pgfi\nnswauppuen REPRESENTATIVE'S SIGNATURE TTLE (X8) DATE .
" 5 ;e »-v, ',— LJ T by ;
,Lr&v}, - Sofit e Jor FUlas Seellls Ml I R,f’ 24 Jrep fi. 5
1e’5ﬁc ncy statem_é}nt ending with anl sstarsk {*) denctes a dafickancy which the instfiution may be excussd from corecting providing it is determined li:at
afeguands provide sufficknt protection to the patients. (See insbuctions.) Except for nursing hymes, the findings stated above ara disclosable 50 days
ving date of survay whether or not 2 plan of comection & proviied. For nursing homes, the abova findings and plans of cormection are disclosable 14

fallowing the date thess documents are made availsble to the facility. W deficiencies are clted, an approved plan of correction is requisite to cantinuad
‘aen participation. :
Y . .
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resent and on duty at the time of the incident MTS roatinely inaures that staff coverage ratios meet
?oaober 20 zao"]")ty prescribed manddcies rouinely. On the night in
| ' - question, moﬁhcm CNAs scheduled tn work the
: - ovemnight had sopposedly “switched™ shifts with
. | The finding Includes: other for  day. M either came fo ok ﬂmtn;ma:;h
: o there. was no prior cal} o the Facility Manaper. Staff
Review of the facility's unusual incident report on called the Focilit- Manager afier the staff sember was
March 20, 2008 revealad that Client #1 was one half hour late and be got o the home as spon as he
observed to have a swollen left aom on Qctober “’““:;v’ﬂm";ﬁﬁ‘w with the Facility Manager the
20, 2007 . The client was taken to the emergency ﬂ":“ 7y, the staf m “{;:;dppomdiyagmdm
room at 3 local hospital and was subsequently switch stated m not.
. | diagnosed with closed distal humerus fracture. The Facility Marager commseled bath siaff raembers
. ] N . ‘hﬁmwmngﬂfshiﬂmgnmmhcdmby
| Interview with ohe of the facility's Licensed Steff anilaterlly but rather must have the prior
. | Fractical Nurses (LPN) on March 21, 2008 at 8:20 approval of the Biility Mimager or QMRP.. 4-14-08.
AM and one of the facility's Gertified Nursing e . . o
| Assistants (CNA) on March 24, 2008 at 12:35 Noih the 522 ratc:that existed before the Facility
i anager artived and the 4:1 ratio with the purse 2s the
© | PM, revealed that they were the only people on one s1aff (when 11e sepond Cestifiod nursing g
- | duty to supervise and assist five clients on the went to the bospital) mest the regilatory mandate
. | overnight shift (October 19, 2007). Interview with cited but 1ot MT 3" mundats for coversge of this
.| the Qualified Mental Retardation Professional grouping. The 4:? vakic provided by the murse sod
. | (QMRP) on March 24, 2008 at 9:23 AM revealed gmﬂ_ﬂmmaaﬁumhmon and the one-to-one
i | that between the hours on 11:30 AM and 8:00 Soepsial supports were both appropriate gives the
. | AM, the facility required a staffing composition . '
1 { thatincluded fwo direct care workers and one MT'S provides routine guidance on coverage. Staff
o | norse. st call in at leist 2 bours prior to the shifi if they
c . ) must be shsent mid the Fecility Mannger or QOMRP
¢ | Additional interview was conducted with the . ISt afvanpe coverage by:
. | facility’s House Manager (HM) on March 20, 2008 . .
. 1 &t 5:54 PM that revealed he/she amived to the . Cﬂhqz;‘ i apan nr-:;csran’m_emba with
¢ | facility at approximately 2:00 AM, to assist with SXperiince serving the grouping;
, A . Asking o stafF
i | the shift coverage due fo the fact that the CNA : s,;;t('ﬁsmg e :“m‘i“q"“i oo the
i | accompanied Client#1 fo the emergency room consecotive hours worked)
.| leaving only the nurse in the facility with the four *  Covering 1ho shift themselves
i | remaining clients, At the time of the incident, the »  Using  outside agency (that provid
;| facility failed to ensure staffing was adequate to ____° cortifted Dursing assistants)._ 4-314.0
.. | monitor and assist the clients in the faciity. T e - - :
Y va‘{_ﬂ 483.460(c) NURSING SERVICES W 231 T
The facility must provide clients with nursing
‘ ‘;M‘%'mm’m) Previaus Vareinns Obsoleta Event I:NYHNT? Fachty 107 0065164 Il coniinuation sheet Page 2 of 3
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services in accordance with their needs. W
_§=‘= TESpOnSEs fu W187 above.
This STANDARD is not met as evidenced by: ' )
Surveyor: 17620 -

Based on interview and recard review, the
Tacility’s nursing services failed to ensure that -
each on going nursing notes were documented as
required by facility policy. :

The finding includes:

Review of the facility's unusual incident report on
March 20, 2008 revealed that Client #1 was
observed to have a swollen left am on October
20, 2007 . The client was taken to the emergency
roam al a local hospital and was subsequently
diagnosed with closed distal humerus fraciure,

Review of the Client #1's running nursing w33g
progress notes on March 20, 2008 for the periad _
between October 16, 2007 and October 20, 2007 " The RN will che 2k the ; - .
revealed that nursing progress notes were weekly basis 1o igsye ,},ﬁfm@ "“c?n;.': “;"m
documented during both the moming and evening develop the neeg eg notes.. 4-f4 08, eatly
shifts, except on October 19, 2007 (no evening -

progress note). Interview was conducted with T T
one of the facility's Licensed Praclical Nurses on
March 31, 2008 at4:18 PM via telephone, that
revealed it was the facility's policy that nurse's
document in the nursing progress notes on each
shift. At the tirme of the investigation, the facility
failed to provide evidence that nursing progress
notes were documented on each shift as .
required.
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R 000} INITIAL COMMENTS

An Inifial lcensure survey was canducted on
March 20, 2008 and March 24, 2008 at this
facility prior to the conversion to Medicaid Waiver.
was in the hospital. At the time of the survey
one aof the five residents residing in the facility
was in the hospital. Three résidents were
randomly selected for the survey sample.

Resident #1 was admitted to the hospital un
March 8, 2008, Interview with the facility's
Charge Nurse on March 20, 2008 at 9:14 AM
revealed the resident was transported to the
emergency room, because she was having
difficulty breathing. Interview with the Qualified
Mental Retardation Professional (QMRP) on the
aforementioned date revealed Resident#1 had
two (2) asthma attacks and was placed on a
ventilator. According to the QMRP, the hospital
was irying to ween the resident off of the
ventilator and that she had been scheduled for a
Scat Scan on Mareh 20, 2008.

The findings of the survey were based on
observations in the group home, interviews with
direct care, nursing and administrative staff in the
home, as well ag a review of all available resident
and administrative records, including incident
reports, : : ;

2 4701.2 BACKGROUND CHECK REQUIREMENT

Except as provided in section 4701.6, each
facility shall obtain a criminal background check,
and shall eithier obtain or conduct a check of the
District of Columbia Nurse Aide Abuse Registry,
before employing or using the contract services
of an unlicensed person. ’

This Statute is not met as evidenced hy:

R 000
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ER 122 | Continued From page 1 ’ R122 . *
: Based on interview and the review of recards, the
GHMRP failed to ensyre eriminal background
: chetks had been vbtained before employing ar
;. using the contract services of an unlicensed |
; person. . i
The finding includes:
personhel records on March 20, 2008 revealed staff metnber w;s du:smh;c m ﬁ’if;’m exre ‘
| N _ . mmres .
that the GHMRP failed to provide evidence that that background checks are completed and rcwewcd Pric
: criminail background ¢checks were obtained prior 2 the final decision to hire. .. . e
) to employing and using the services of one direct 411-08.
: care staff. - ‘ T ——
|
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* | An initial icensure survey was conguctad on

' March 20, 2008 and March 24, 2008 at this

' facility priar to the conversion to Medicald Walver.

| was in the hospital. At the time of the survey
one of the five residents residing in the facility
was in the hespital. Three residents were
rancomiy selacted for the sarvey sample.

Resident #1 was admitted to the hospital on
| March 8, 2008, interview with the faciity's
Charge Nurse on Mamh 20, 2008 at 9214 AM
ravealed the resident was transported (o the
emergency room, because she was having
difficulty braathing. Interview with the Clualified
Mental Relardaticn Professional (QMRP) on the
! aferementioned date revealed Resident #1 had
two {2) asthma attacks and was placed cn a
veriilator. According ta the QMRP, the hospital
was trving to ween the resident ofi of the
vertiatar anc that she had been scheouled for a
Seat Soan an March 20, 2008.

The fndings of thz survey wars based on
abservations in the graup home, interviewa with
direct care, nursing and administrative staff in the
horme, as well as a review of zll availabie resident
ard administrative records, including incident
repons.

2E09.6 PERSAONNEL POLICIES

Each employss, prior to employment and
arnualiy thereaftar, shall provide a physician ' s
zertifization that a health inventory has been
perfarmed and that the employes ' 5 health skrtus
wauls allow him or her 3o perform thg requlired
oulies.
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This Statute is not met as evidenced by:
Based an review of records, the GHMRP failed to
ensure each employes had a current physictan's
certification that indicated a health inventory had
been performed and documented the consuitants
health status would allow hirmvher to preform their
required dufies.

The finding inciudes:

Review of the personnel files on March 20, 2008
reflected that the GHMRP failed to provide
physician’s certifieation for one of the facility's
direct care staff and two nurses. .

3520.9 PROFESSION SERVICES: GENERAL
PROVISIONS .

Each GHMRP shall obtain from each professional
service provider a written report at least quarterly
for services provided during the preceding
quarter. , .

This Statute is not met as evidenced by:

Based on observation, staff interview and record
review, the Group Home for Mentally Retarded
Persons’ (GHMRP) Qualified Mental Retardation
Professional (QMRP), falled to provide evidanca
of a written quarterly report for each resident.
(Resident #3) -

The finding includes:;
Irterview with fhe Qualified Menizl Retardation

Professional (QMRP) revealed on March 24,
2008 at 11:21 AM revealed Resident #3 had a

[ 206

The Staff member and tvea nurses have been Cos
provided notice ta u

MTS will insure that personncl records N
are audited guarterly and that stafl is proactvely
oot fied of upcoming oweds. .

i

their health cextificares by.

- 43008,

4-20-08

individual Support Pian (ISP) meeting in May,

Nation Adrministration -

T

HRM

S

QG511

¥ condnuallon shest 2of3




Apr 14 08 05:14p MONNTRERL JENKINS 202-726-1563 p-10
G4/02/2008 0B:57 FAI 2024428430 ERA Zo011/011
P RNTED 04/02/2C08 !
FORM APPRCOVED |
!
{TATEMENT OF DEFICIENGIES X1y PROVIDERUSURPLIER/CLIA MULTIPLE CONSTRUGTION _ (%3) EATE SURVEY ‘
0 PLAN OF GORRECTION X IDENTIFICATION NUMBER: e COMPLETED ]
. A BUILDING '
B. WING !
HFD12-078 Q372472008 '
LAME OF FROVIDZR QR SUPPLIER STREET ADDRESS, CIVY, STATE, ZiF CODE i
P — $REEAROIY STREET M
() I SUMMARY STATEMENT OF DEFICIENCIES o - FADVIDER'S FLAN OF CORRECTION J £5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORSECQTIVE ARTION SHOLLD BE COMFLETE
TAG REGULATORY OR LSC IDENTIFYING INFQRMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY;
1407] Continued From page 2 1 407

2007. Review of Resident #3's habliitation recard
on March 24, 2008 revealed an occupational

' therapy (OT) Assessment dated April 20, 2007.

, Further review of the assessmen! revealed a
program abjective for the resident to assist with
applying Iotion to his arms and hands given 80%
hand over hand assistance. Additiona!ly, the
resigant was recemmended a program objective
* to tolerate teoth brushing with hand over hand
assistance for three minutes for 100% tials, The
O7 indicated that he/she would "monitor status
quarierly "

At the time of the survey, there was no
documented evidence to substantiate that the
cccupational therapist provided written reparts at
least on a quarterly basis for Resident #3.

" upeoming needs. .. 4-30-08.
35099

by...4.20.08.

upcoming tlmelmes A4-3008.

r’xf!"‘s wxll insure tha1 persm‘md m:«mis arc amlm:d
auactesly end that ST is proectively notified of

The QMEP will contact the OT 1o fusure that the :
megsarsbic ohjectives for resident #3 are reviewed %

The QMRP will review the records monithly fo i insure | ‘
that al} reviews occor as prescribed and wi) i
proactively autify clinical proﬁ:ssmnababom

i
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