PRINTED: 02/21/2010
FORM APPROVED

aTEMENT OF ORATENCIES  fpxn) PROVIOERISUPPLERICLA {X2) MULTIPLE CONSTRUCTION O5) DATE SuRvEY
A. BUILDING
HFD12-0082 o-Wing 0172812010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIF CODE
819 6TH STREET, NE
RCM OF WASHINGTON WASHINGTON, DC 20002
40 SUMMARY STATEMENT OF DEFICIENCIES | ® PROVIDER'S PLAN OF CORRECTION )
PREFIX - {EACH DEFICIENCY MUST BE PRECEDED BY FULL ' pRERAx {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG :  REGULATORY DR LSC IDENTIFYING INFORMATION) " TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
1 DEFICIENCY) !
| DOd: INITIAL COMMENTS 1000
A licensura survey was conducted on 1/28/2010.
A random sampling of {wo residents was selected
‘froma popfmlaﬁon of three individuals with varying N \
| degrees of disabilites. :
8 o Rped N\
. The findings of Ihis survey were based on . GOVERNMENT OF THE DISTRICT OF JOLUMBIA
: oObservations at the group home, interviews with |'¢ DEPARTMENT OF HEALTH
; direct cara staff, medical steff, facilty HEALTH REGULATION ADMINISTRATION
| managemeant, and a review of the habilitation and 825 NORTH CAMTOL ST., N.E., 2ND FLOOR
| administrative records, including the unusual WASHINGTON, D.C. 20002
: incident reports. T 1.
| 080 3504.1 HOUSEKEEPING 1030 -
i
| The interior and exterior of each GHMRP shal be
maintained In a safe, clean, orderly, attractive, |
and sanitary manmer and be fres of
- accumulations of dirt, rubbish, 2nd objectionable
~odors.
This Statute Is not met as evidenced by: ,
Based on observation and staff interview, the
¢ facllity falled to ensure the upkeep and
. aintenance of the facility ' s physical
' environment for four ot four residents residing in The shower head in the bathroom
the faclfity. (Resident #1, #2, #3 and #4) was replaced Dy maintenance. In (({2/1/10
. ) e future the QMRP will ensure
The finding includes: at all broken items are repaired
‘ rted
The shower head in Resident #2 ' s bathroom as soon as‘they are repo .
was broken off the Shower pipe. The shower broken. .Dally facillty checks will
hsad was observed in the cabinet beiow the Iso be implemented to ensure .
: bathroom sink. that all items in the home are i
operable and not in need of repair. |;
1180 3508.1 ADMINISTRATIVE SUPPORT [ 180
Each GHMRP shall provide adequate
dministrative support fo efficiently meet the "
i ) Tme ($8) DATE
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year. His ideat body welght range is 149 - 183.

+ As of 1272009 he was documanted as weighing

i 200ibs. Further record review on the same day

! at approximately 1:40 p.m., revealed hig

¢ Nutritonai Assessment dated 12/30/2009,

: recommended that his current diet of * 2000

+ calprie, low sodium, high fiver, low cholesterol

+ diet” be discontinued. The assessment further

! recommended that he starta * 1800 Keal, no
added sait, high fiber, low cholesterol, low fat

- dist to manage the weight gain. Review of the
curmrant Physician ' s Orders dated 2/2010
revealed the oid prder for the " 2000 calorie

| diet was still being reflected.

lintarview with the faciiity ' s icensed practical
nurse (LPN), registered nurse suparvisor (RNS),

; and the qualified mentai retardation professional

- (QMRP) on 1/28/2010, at approximatsly 2:00

| p.m, revaaled they were not aware of the diet
change and would work to address the

l aforementionad immediately.

. The GHMRP failed fo ansure adequate
1 adminlsirative support to ensure att dietary

(Xa)Ip i SUMMARY STATEMENT DF DEFICIENCIES " PROVIDER'S PLAN OF CORRECTION iy
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1180 Continued From page 1 (180
. needs of the residents as required by their
i Habilitation plans,
. This Statute is not met as evidenced by:
; Based on staff interview and record review, the
i facility failed to ensure the coordination of
! services (o properly monitor a resident ' s
nutritionai requirements for ohe of two sa
residents. Tlga:lzent #2) g eted The LLPN and the RN for resident
: ' #2 has since discussed his dist
. The finding includes: order with his Primary Care
I Racord review on 1/28/2010, at approximately Physician. A copy of the nulrition |
 1:30 p.m., revealed Resident #2's curront weight assessment was also forwarded  (]11/29/10
: has been on a steady increase over the past to the PCP for review. The PCP

signed the changes to his dist
order on 1/29/2010. The PCP
agreed to the diet change and the
Physician orders now reflect the
1800 calorie diet order. Staff were
trained on the new diet order on
2/3/2010. The Health Care Plan
as well as the health passport

has been revised to reflects the
change in his diet order. In the
future the LPN and RN will ensure
that ail health recommendations |
tare forwarded to the PCP in a
timely manner for approval and
Implementation. (See attached
signed Physician orders, doctor's
note, Health Passport, and
inservice training on the diet
change)

Health Regulation Administration
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: changes were being provided to the Primary Care

i Physician for approval and implementation.

!

1206 3509.6 PERSONNEL POLICIES 1206
Each empiayee, prior to employment and

: @nnually thereafter, shall provide a physician ‘ s '

. Certification that & heaith inventory has bean !
performed and that the emplayee ' s heaith status
would aliow him or her to perform the required
dutias.

| This Statute is not met as evidenced by: Since'the survey one staff have |,

| Based on interview and record review, the submitted a completed health 3/15/10
GHMRP failed fo ensura that each smployes, certificate. Another has been
prior to employment and annually thereatler, terminated and no longer works at

. provided evidence of a physician's certification the facility. Two out of the four

] that documented a health inventory had besn taff did have current health

i performed and that the employee's health status Stair did have curre

| woutd aliow him or her to perform the required screening on file but they are not

| duties, for 4 out of 10 staff. i‘on the correct form. The HR

' director have given them a

 The finding includes: deadline of 1/15/10 to get their

| Record review on 1/26/2010, at approximately doctors to complete the correct

: 6:00 p,m., revealed four out of ten staff employed form. In the future the supervisor

; at this GHMRP, did not have a current heatth [{for the home and the HR Director

‘ ?:é’?;;ﬂngfghrslcai :; ﬂ';ml Interview with the will ensure that all health ;

i faciiity ' s Qualified Mental Retardation i i
Professional (QMRP) revealed that she would |certificates are current by sending |-
address this oversight as soon as possible and out notices 2 months prior to the |
put systems in place to ensure that this problem expiration of the document to
does not re-occur. ensure compliance. (see attached

i health screenings)

§ 227 3510.5(d) STAFF TRAINING 1227
| L
Fealth Reguiation Adminkuaton - -
STATE FORM . FFOB11 if continuation shaet 3ol 7
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' Each {raining program shail inglude, bui nat be .
) limited to, the following: i

| (d) Emergancy procedures inciuding first aid,

i cardiopulimonary resuscitation (OPR), the

* Heimlich maneuver, disaster plans and fire !
evacuation plans; :

i
| This Statute is not met as evidenced by:

! Based on record review and staff interview, the

| Group Home for the Mentally Retarded Persons
- {GHMRP) falled {0 ensure that staff received the
: necessary training as outlined in the sub-section.

[ The findings include: All staff in the home that do not 3/6/10

1 n low with the faciity & od ments! have current CPR certification are
P terview with qualifi .
| retardation professional (QMRP) and | scheduled to attend a training on

‘ review reveeled on 1/28/2010, at approximately Saturday, March 6, 2010. In the

i 6:23 p.m., revealed four out of ben direct care furture classess will be scheduled

! staff failad to have & valid CPR certification on more frequently to ensure

i file. compliance. Once completed a

‘2 Interview with the facifty ' s QMRP and copy will be filed in thelr personnel

' racord review on 1/28/2010, at approximately record.. [|[3/6/10
6:30 p.m., revealed there was no evidence on fila :

 that all tan direct care staff received training on All staff in the home are scheduled

i parforming the Heimlich maneuver, implementing
| disaster plans and/or implementing fire
i evacuation plans.

to attend a fraining to address
these topics on 3/6/10. In the
furture classess will be scheduled l

1333 3517.11 ADMISSION POLICIES PROCEDURES | 1333 [|more frequently to ensure
compliance. Once completed a
: No tater than {en (10) days after the date of copy will be filed in their personnel
admission, the GHMRP director shall ensure that record
implamentation of the Individual Habllitation Plan -
| Is begun for each resident who is admilted with
i an Individua) Habilitation Pian.

Heslth Regulation Administration
STATE FORM bl FFO511 If continuation sheet 4 of 7
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| 333, Continued From page 4

: This Statute is not met as evidenced by:

| Based on record review and staff interview, the

- facility failed to ensure the implementation of a

- Client 's individuai service plan (ISP) as required
. by this section for one of two sampled residents.
. [Resident #2]

g' The finding inchudes:

| Interview with the facility's qualified mental

 retardation professicnal (QMRP) on 1/28/2010, at

E approximately 5:06 p.m., revealed Resident #2
was admitted to the facility on 10/29/2000. In
addition, his Individual Support Plan (ISP) was

I completed on 10/22/2008, just prior to his

; admission to the facliity. Additional record review
and interview with the faciiity ' s GMRP on the
same day at approximately 5:30 p.m. revealed

; the following ISP recommendations had not been

i implemented to date:

1. Resident #2 will be taught to be cautious
around stra
2. Resident #2 will identify safety signs when
| crossing the street.
!

In addition, Resident#2 ' s ISP alsp
recommended a goal to " Increasa [his)
functional languageivocabulary and reading skills

i *. The ISP goes on o outline two objectives to

t meet this goat. The objectives are:

]

1. Resident#2 will be able to identify different
language concepts in order to ncrease his
| language and vocabulary skills given model
-+ prompts 70% of the time.
_: 2. Resident#2 wilt be abie to Identify and read
i functional site words (using the whole word
i approach) in order to Increase his functionai
! reading skills given modei prompts 79% of the

1333

Both trainings was mastered l 2/15M10
during the previous ISP year and
should not have been included in
his current iSP. A meeting was
heid to amend his ISP. The final
ISP has not been received as yet.
Once received the document wiil
be filed in the records. In the
future the Support Coordinator will
read all recommendation In the
ISP to ensure that goals that have
been mastered are not carried
over into the current ISP.

Health Regulation Admirnistration
STATE FORM
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t ped Both Speech and Language goals ||[3/15/10
 time. were recommended by the
- Interview with the facllity ' s QMRP on 1/28/2010, Speech Pathologist, however, the
: at approximately 5:00 p.m., revealed none of the goals were never submitted for
: above recommendations or goais had been implementation and the staffs
; mﬂ%t?fdmaﬁ;ﬁm:hm 1'?1::: she were not trained as DDS did not
' the GHMRP * s Fadility ' s Director o faciiitate @ provide Fhe prior authorization for
I review of these recommendations and goals. the continued Speech and
i Language Services. The
_ The GHMRP failed to ensure the timely consultant who completed the
I by this saction. \
1' ' recommendations no longer
407! 3520.9 PROFESSION SERVICES: GENERAL | 1407 ||WOrks for DDS, and, the Service
| PROVISIONS Coordinator for client #2 is
- submitting the paperwork to get a
| Each GHMRIS shall obtain fror: :tﬂfh meesslnr;:l I prior authorization for another
: Sevice provider a written report at least quarter assessment. Once the
| :;r:ma' ,“_ms provided during the preceding assessment is completed the
! Support Coordinator will ensure
i This Statute is not met as evidenced by: that the additional hours are
| Based on staff interview and record review, the requested in order for all
| faciiity failed 1o ensure its professional staff recommendations to be
! cohducied quarterly reportslassessmgnts to imol ted. Staff will also b
ensure the health and safety of its resicdents for impiemented. Stair will also be
two of four sampled residents. [Residents #1 and trained in a timely manner on all
#2] recommended training goals.
The findings include:
1. Record review and interview with the facility ' :
s qualified mentat retardation professional i
{(QMRP) on 1/28/2010, at approximately 3:05 \
p.m. revaalsd, Resident #1 ' s Bahavior Support ;
Plan was last reviewed and reassessed on ;
i 1/28/2008, }
1
2. Record review and interview with the GMRP i
Hesilh Regulation Admistaton
STATE FORM -y FFO&11 If continuation shaat & of 7
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1407 Continued From page 6 1 407 Client #2 BSP has been 3115110
_on 1/28/2010 at approximately 3:20 p.m. compieted (see attached BSP) ]
 revealed, Resident #2 ' s Behavior Support Plan and client #1's BSP will be |
: (BSP) was last reviewed and reassessed on completed by 3/10/10. Both BSP's |
: 1/22/2008. X :

: will be presented to the Behavior
i Interview with the facilty' s QMRP on 1/26/2010, Support Committee and the HRC
; at e?ppmximately 5:;2 %m..hrel\;e?iad she would fcommittee for approval on
; g6t in contact with sycholoplst to see if an 3/15/10. In the future the Support
| updated Psychological and BSP could be Coordinator will ensure that the
| provided for both Residents #1 and #2.
i Psychologist completed all plans
i prior to their expirations.
I
|
i
i
i
FiaaiTh Reguiaton Adminiaraion '
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