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| 000| INITIAL COMMENTS 1000

A licensure survey was conducted on February
26, 2008 th'cugh and February 27, 2008, A
random sarile of two residents was selected
from a poptil ation of four male residents with
varying degr:es of mental retardation and other
disabilities.

The finding s of the survey were based on
observatior £ at the residence. Also the findings
were basec on interviews management and
direct care siaff in the residential, as well as a
review of hailitation and administrative records,
to include t12 facility's unusual incident reporting
system.

1 022) 3501.5 ENVIRONMENTAL REQ / USE OF 1022
SPACE

Each windyv shall be supplied with curtains,
shades or »inds, which are kept clean, and in
goad repair.

This Statwe is not met as evidenced by:
Based on » )servation and interview, the GHMRP
failed to envure window blinds were maintained.

The findiny includes:

On February 27, 2008 at approximately 2:30 P\,
the windovv blinds in the kitchen near the stove
were greasy and dirty to touch.

1 056] 3502.14 MI*AL SERVICE / DINING AREAS 1056

Each GHIARP shall train staff in the storage,
preparaticr and serving of food, the cleaning and
care of ec Lipment, and food preparation in order
to maintair sanitary conditions at all times.
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This Statute: is not met as evidenced by:

Based on onservation, interview and record
review, the facility failed to ensure that each
GHMRP st:iff was trained in the storage,
preparation iind serving of-food, the cleaning and
care of equipment, and food preparation in order
to maintain ¢ anitary conditions at all times.

The finding includes:

Observation of tha evening dinner preparation on
February 25. 2008 and morning breakfast
preparatior| on February 27, 2008 revealed that
the direct czre staff and residents involved in
handling fccd. Interview with the direct care staff
revealed th £t primarily the direct care staff are
responsibi: for preparing the meals for the
residents.

Raview of the direct care staff personnel file did
not provide: evidence that any of the direct care
staff had pzrticipated in any food handling course
to ensure :sife food practices, Review of the
in-service iraining log failed to evidence any
training hzc been provided to staff in food
preparation and safe food storage practices. The
GHMRP failed to ensure that each the direct care
staff who 111e designated food handlers had Food
Handler Cerification.

1090| 3504.1 HO JSEKEEPING 1 090

The interiiy* and exterior of each GHMRP shall be
maintained in a safe, ¢clean, orderly, attractive,
and sanituy manner and be free of
accumulations of dirt, rubbish, and objectionable
odors. . '
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This Statute is not met as evidenced by:
Based on ckservations, the GHMRP failed ta
maintain a s3fe,clean,orderly, attractive faclity
free from dirt and rubbish.
The findings include:
During the environmental inspection conducted
on February 26, 2008 at approximately the
GHMRP fzilad to ensure the following:
Internal
1. The toiled seat in the basement bathroom was Ll The cracked toilet scat cover was replaced on \ 03/26/08
cracked. 02/26/08. |

2. The light fixture in the medication area did not ' '
provide adequate light for medication #2 | The light fixturc was replaced on 02/26/08  02/26/08
administration purposes. .

3. Client 3% closet was with out a warking light 43 The light fixture was replaced for individual #2 . 02/26/08
fixture on 02/26/08. !
4. The blind covering the window near the back #4 The blinds near the door was cleaned amd on 02/26/08
dooar were (jreasy and dirty, | 02/26/08 A i
5. The chest freezer in the basement was 45 The Thermometer in refrigerator was replaced on |
without a F.ermometer. - | 02/26/08. : |

. . i
6. The refiigerator was without a thermometer 46 The thermometer in the freezer was replaccd on | 02/26/08

02/26/08.
External
. ' : |

1. The ferce boardering the property from the #1 The fence will be repaired on 04/15/08.

street was hanging loose and metal support | 04/15/08
poles anc/ ‘ence wire was lying on the ground
expasing s harpe metal edges.

2. Trash i) the rear of the GHMRP in front of the
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garage wag titrown on the ground. Boxes, paper
and bottles vere observed around the garbage
containers. 'The contaniers were unable to be
closed due tr the overflowing garbage.

3. The frort storm door had a glass insert which
was withou: ‘he support brakets and when the
door closet| t made a loud noise and the giass
moved back and forth.

3508.4 ADIVINISTRATIVE SUPPORT

Each GHMF P shall have a Residence Director

who meets 1he requirements of § 3509.1 and who
shall manage the GHMRP in accordance with
appraved policies and this chapter.

This Statule is not met as evidenced by:

Based on interview and record review, the facility
failed to han e a residence director who met the
requireme 1 s of § 3509.1 and who managed the
GHMRP ir accordarice with-approved policies
and this chizipter.

The findiniy includes:

interview v th the QMRP on February 27, 2008 at
approximz taly 2:55 PM revealed that Resident #1
was admifted in the group home as a respite
placemen: 1 little over a month. interview with
the DON revealed that his placement was to
occur for 131 days, hawever it had been extended
for an adcilional 30 days until permanent
residentia. Jlacement could be identified.

Review o the agency's Respite Policy and
Procedur: revealed that the agency was to have
inventoried Resident #1's personal property upon
his admizsion into the facility, Direct staff
reported iFat Resident #1 has some "very nice

1 090

#3

1183

r

The overflowing trash was cleared on 02/28/08
and D.C.H.C. will make sure that trash is
‘removed in timely manner.

The door was fixed on 02/28/08.

The QA provided the QMRP with & training on
DCHC Respite Care/Emergency Placcment
Policy on 03/17/08.

(Attachment A)

An inventory (which was done at the time of
admission) was completed on D.C.H.C. papet and
placed in the active medical record.

02/28/08

02/28/08

03/17/08
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luggage" an it was being stored in the basement
storage arez. According to the QVRP a note had
been written on a separate piece of paper and
was to be transferred to the agency's required
Resident poperty form, however, at the time of
the survey tis documentation was not available
for review,

3509.6 PEISONNEL POLICIES

Each emplcyee, prior to employment and
annually trereafter, shall provide a physician ' s
certification that a health inventory has been
performed ¢ind that the employee ' s health status
would allow him or her to perform the required
duties, '

This Statule is not met as evidenced by:

Based on interview and record review, the
GHMRP fiiiled to ensure that each employee,
prior to eniploymant and annually thereafter,
provided enidence of a physician’s certification
that docurnznted a health inventory had been
performec. and that the employee’s health status
would allow’ him or her to perform their required
duties.

The findirg includes:

On Februa<y 27, 2008 at approximately 2:00 PM,
interview aith the QMRP and review of the
GHMRP's., rersonnel files revealed the GHMRP
failed to provide evidence that current health
certificates were on file for Primary Care
Physician. '

[183

1206

The Primary Care Physician’s Health Certificate
was obtained on 02/28/08.
(Attachment B) |

02/28/08
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Each training program shall include, but not be
limited to, ‘e following:

(a) Overvicav of mental retardation including, but
not limited t3, definition, causes of mental
retardatior , associated health implications, and
frequently used medications, the history of care
of individu:a s with mental retardation, and daily
living skills;

This Statuz: is not met as evidenced by:.

Based on ; aff interview and record review, the
Group Hoire for Mental Retardation (GHMRP)
failed to ensure that staff received training on the
health anc ‘vell-being reguirements of caring for
the mantails retarded.

The findin j includes:

Interview with the QMRP on February 27, 2008 at
approximaiely 2:20 PM and review of the
in-service taining recards revealed that none of
the direct care staff received training specific to
the overvizw of mental retardation and its

The Staff was provided with an in-service training
on the overyiew of mental retardation and
corresponding service needed to ensurc the health
and safety of the individuals on 03/17/08-
(Attachment C).
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1222 | Continued ='om page 5 | 222
| 222| 3510.3 STAI'F TRAINING 1222
There shall he continuous, ongoing in-service
training prcgrams scheduled for all personnel.
This Statut2 is not met as evidenced by:
Based on iy erview and record review the Please see the answe
GHMRP fail :d to have evidence of on-going SWer t0 3510.5 (a) & 3510.5 (h)
in-service training for direct care staff. :
The findinc ncludes:
See Citaticr 3510.5 (1), 3510.5 (b) and 3510.5 (i)
| 224 3510.5(a) '3 TAFF TRAINING 1224

03/17/08

Health Reguiation Admiri: t ation
STATE FORM

6899 WGFES11 If continvation sheet 6 of 16



PRINTED: 03/11/2008
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION JDENTIFICATION NUMBER.:

HFD0066

(X3) DATE SURVEY
(X2) MULTIPLE CONSTRUCTION COMPLETED
A, BUILDING

B. WING

02/27/2008

 AME OF PROVIDER OR SUZPLIER
D C HEALTH CARE

_ STREET ADDRESS, GITY, STATE, ZIP CODE

4901 5TH SREET, NW
WASHINGTON, DC 20020

Ll =THLLIP_ /L LR Y

(X4) 1D
PREFIX
. TAG

SUN M ARY STATEMENT OF DEFICIENCIES
(EACH CE SICIENGY MUST BE PREGEDED BY FULL
REGULA- ORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CQRRECTION (X5)
PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)

| 224

I 225

1 232

Continued From page 6

corresponting service needs to ensure the health
and well-bizing of its residents.

3510.5(b) STAFF TRAINING

Each train'rg program shall include, but not be
limited to, 1e following:

(bj Humar jevelopment through the life cycle
(birth to dezth);

This Statute: is not met as evidenced by:
Based on 3 aff interview and record review, the
Group Hoir e for Mental Retardation (GHMRP)
failed to ensure that staff received training.

The findin j includes:

On Februaly 27, 2008 at approximately 2:30 PM,
interview 1v th the QMRP and the review of the
in-service t aining records failed to refiect that the
GHMRP faled to provide training in the area of
Human D relopment.

3510.5() STAFF TRAINING

Each trair i g program shall include, but not be
limited to, the following:

(i) Training of the residents in the maintenance of
oral health and hygiene,

This Statule is not met as evidenced by:
Based on staff interview and record review, the
Group Hcre for Mental Retardation (GHMRP)
failed to ¢r sure that staff received training.

The finding| includes:

| 224

| 225

Tﬁe stalf was pravided with an in-service trainin
on from Bitth to Death on 03/17/08. B | 03/17/08
(Attachment D).

1232
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'On Februziry 27, 2008 at approximately 2:30 PM,
interview v/ith the QMRP and the review of the
in-service mcords failed to provide oral health
and hygiene: training to the staff.

1391| 3520.2(a) FROFESSION SERVICES: GENERAL
PROVISIONS

Each GHM RP shall have available gualified
professior z| staff to carry out and monitor
necessary professional intervantions, in :
accardance with the goals and objectives of every
individual 1abilitation plan, as determined to be
necessary hy the interdisciplinary team. The
professior ¢[ services may include, but not be
limited to, those services provided by individuals
trained, quelified, and licensed as required by

District of C olumbia law in the following
disciplines »r areas of services:

(8) Medicine;

This Statute is not met as evidenced by:

The GHMSP failed to have current license
available :x:; required by District of Columbia law
in the follcving areas of professional services:

The finding includes:

Review of ihe consultant persannel files on
February .27, 2008, revealed the facility failed to
provide a lizense for one primary care physician.

| 401/ 3520,3 PRIOFESSION SERVICES: GENERAL
PROVISIONS

Professio 11l services shall include both diagnosis
and evaluation, including identification of
developmental levels and needs, treatment

1391

1401
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Staff were trained on oral health and hygiene on 03/17/08
10/24/07. However, another training was done on
03/17/08. D.C.H.C. will continue to train staff on
regular basis.

{Attachment E)

The 'Primary Carc Physician's license was
obtained on 02/28/08 and has been kept in file,
(Attachment F)
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services, 11d services designed to prevent
deteriorat ¢ n or further loss of function by the
resident.

This Statuts is not met as evidenced by:

Based on iiferview and record review the
GHMRP faled to provided diagnosis, evaluation,
treatment services and necessary follow up
servica to prevent deterioration or further oss of
functionin 3 for each resident in the facility.

The finding includes:;
1. See Cilation 0408 [3520.10(b)]

2. Intervieny and record review on February 27,
2008 with the QMRP and the Nurse revealed the
Resident k! is prescribed the following
medication for cantrol of his maladaptive
behaviors

Risperdol 3mg for behavior

Topamax 200mg for behavior

Thileptal 15)mg for behavior and Cogentin 2mg
for side efects

Review of I'is medical record failed to evidence
that a psyohilatric assessment had been
completec. According tothe nurse their had been
a recent ¢y ange in the client medication regimen
due to nevs behavior which had been monitored.

3520.10(b) PROFESSION SERVICES:
GENERAI. PROVISIONS

Prafessior 2| services personnel shall offer
consultation and instruction as appropriste to the
following;

(b) Other agenc:es organizations and persons in

1 401

#1

#2

| 409

(Plecasc scc 0409)

Individual # 3's Psychiatric evaluation was
completed on 12/27/07 and availablc in the facility
during the survey process,

(Attachment G)

12/27/07
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the commLnity involved in the habilitation of the
resident.

This StatLts is not met as evidenced by:
Based on interview and record review the
GHMRP faled to provide Speech services
recommenilation for Resident #2.

The findin 3 includes:

On Februiny 27, 2008 interview with QMRF and
record review Speech and Language
Assessmert dated 2/1/07 revealed that this
therapist r2 sommended a ENT exam be
conducted (o investigate Resident #2's "low vocal
output”. Further review of the records did not
evidence :it the time of the survey (1 year and
three weeli later) that the GHMRP ensured that -
timely corr pletion of this service as

recommer ¢ ed by the Speech consultant

3521.7(f) HABILITATION AND TRAINING

The habilitaion and training of residents by the
GHMRP slill include, when appropriate, but not
be limited ¢, the following areas:

(f) Health cizre (including skills related to nutrition,
use and s¢ ['-administration of medication, first
aid, care a1l use of prosthetic and orthotic
devices, preventive Kealth care, and safety);

This Statuts is not met as evidenced by:

Based on ohservation, interview and record
review, the GHMRP failed to ensure the
habilitation #ind training of its residents in the area
of self-mecication administration. :

The finding includes:

409

An ENT appointment for individual # 2 is
scheduled for April 14, 2008, D.C.H.C. will ensurc 04/14/0%
all appointments are followed up in a timely
manner,

1436
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Continuati From page 10

The GHMF.P failed to train Resident #2, #3 and
#4 in self - medication.

On Februiy 27, 2008, interview with the
medication nurse at 10:30 AM revealed that
Resident:¥2, #3 and #4 are participating in a
seif-medication program. Review of the
Medicatio 1 administration records did not
evidence '+ at an program objective was being
implemented, although, it was discovered that the
residents 13d been signing their initials in the
MAR for tiv: entire month of February, The nurse
confirmed Ihat each residents is supervised by
the nurse during medication administration and
sign their .ritials in the MAR after taking their
prescribe¢’ nedications.

Review of Flesident #2, #3 and #4's IPP did not
revealed z :self medication program objective for
either individual. According to the nurse no
self-medication assessment were in the
habilitatior ‘ecords and was unable to determine
how these residents were participating in an
objective. /dditionally, review of the habilitation
records dil not evidence that Resident #2, #3 or
#4 had a self-medication assessment to
determine each residents functional level far
participaticr in a self-medication program.

Review of ihe medical records of Resident #2, #3
and #4 revealed a statement on each of their
physician’s order that indicated, “May

self-medica e with staff supervision”, However no

| self-medic:yion assessment had been completed

and signec )y the physician. Neither a
self-mediciaion goal and objectives had been
developed znd/or the schedule for monitoring the
self-mediciy ion program objectives and its
implementaion.

436

A self medication administration assessment was
completed on 02/28/08 and a program was
devised and implemented as of 03/01/08,
Program iz monitored by licensed staff.

{Please see attachment# )

03/01/08
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Continued From page-11
3521.11 HABILITATION AND TRAINING
Each res cent ' s activity schedule shall be

available t» direct care staff and be carried out
daily.

This Stat g is not met as evidenced hy:
Based or nterview and record review the CGMP

failed to haive current activity schedules on file on

for Resid 21t #2's Individual Program Plans.
The finding includes:

Interview vith the direct care staff and review of
Resident #2's individual program plan on
February 27, 2008 did not revealed a current daily
activity sct edule detailing his Individual Program

‘Plan (IPF). The daily activity schedula available

reflected he a date in 2006 and did not have
current picgram objectives. Further review of
the records did not provide direction to the direct
care staff ¢:s to when IPP program objectives
were to b2 implemented.

35221 MEDICATIONS

Drugs shal! be administered as set forth in the
User Of Trained Employees to Administer
Medications to Persons of Mental Retardation or
Other Devolopmeantal Disabilities Act of 1994,
D.C. Codi:, sec. 21-1201 et seq.

This Statitz is not met as evidenced by:

Based on i terview and record review, the CGMP _

failed to ensure direct care staff was trained if
order to ba able to administer medication to the
resident's

The findings includes:

458
458

Individual # 2 was provided with a current daily | 02/28/08
sctivity schedulc detailing his Individual Progrant :
Plan (IPP).

(Sec Attachment £

470
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| 471

Continuell From page 12

Interview viith the direct care staff on February
26, 2008 revealed that thay are sometime
responsit I to supervising resident's during the
administr.a ion of their prescribed medications.

| Interview with the Director of Nursing (DON) on
| February 27, 2008 revealed that several direct

care staff i1 training to become Trained
Medication Employees (TME's) to include the
Qualified Nlental Retardation
Professio121s(QMRP).  Interview with the
License Fractical Nurse (LPN) later the same
morning ravealed that she did not supervise the
resident's medication administration the previous
evening, however, she recanted her statement
and explzined that she forgot she was in the
group horn2 the pravious evening supervising the

| residents during medication administration.

Review of the the back of the February MAR
revealed only the direct care staff signatures and
initial to include the QMRP. Further review of the
MAR revezled that nurses signature was not on
the back of MAR initially, hawever the LPN was
observed to signed her name and initials on the
MAR aftel -he surveyor brought it to her attention.
According fo the QMRP, the RN instructed her
and the dirmct care staff to sign the back of the
MAR duriiyg) her manthly review, Review of the
agency's personnel records did not evidence that
the QMRF' and/or the direct care staff in this
facility wa s trained and certified as TME's.

3522 2 MIZ JICATIONS

Each resitlent who has been certified by a
physician 35 being able to self-administer to take
medication s independently shall be monitored by
the GHMF:I’ to ensure that the resident is taking
medication; as prescribed

470

An in-service training was held on 02/28/08 with
Q.M_R.P. and nurses responsible to monitor thig
facility, Licensed staff (ie. - L.P.N. or TME.)is
to monitor and dispense medication at 5] times. 02/28/08
Individuals at this facility arc high fanctioning
and bas been ablc to take care of medication with
fupervision,

(See Attachment #.7)

47
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I 471| Continued From page 13 1471

This Statuie is not met as evidenced by:
Based on interview and record rieveiw the
GHMRP 1ziled to ensure that each resident
certified t> participate in a self-medication
objective was being monitored.

The findir ¢ includes:

See Citaticn 0436 [3521.7(1)]

1472| 3522.3 M ZDICATIONS 1472

The physiz an who identifies the
sslf-administration of medications as a geal for a
resident shall develop and monitor the plan for
implementation.

This StatLt: is not met as evidenced by:
Based on interview and record review the
GHMRP f1led to snsure that a self-medication
objective was developed and implemented for
three of the three resident's in the facility.

The findiny includes:

. Pleasc see answer to (0436).
See Citatin 1 0436 [3521.7(1)]

1474) 3522.56 MEDICATIONS 1474

Each GHM P shall maintain an individual
medication administration-recerd for each
resident.

This Statule: is not met as evidenced by:
Based on soservation, interview and record
review, the: GHMRP's nursing staff failed to
ensure me¢ication administration records were
without do s umentation errar.
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Continuet/ =rom page 14
The finding includes:

The The (5 AMRP staff failed to ensure that
Medicatio 1 Administration Records (MAR's) were
without er-or to include the following:

1. On February 27, 2008 at 11:30 AM, interview
ad record raview revealed that Resident #1 has a
diagnosis cf Hypertention and is prescribed
medication to control his blood pressure(BP).
Review Rosident #1's MAR revealed that his bilod
pressure is to be taken daily menitored daily, In
the month of February 2008 on the 4th and 8th
his B was not taken prior to administering his
medication. Furhter review of the MAR revealed
that his 2/13,08 AM dosage of Hydrochlorathizide
25mg was ot administered and sign off in the
MAR. In aidition, on 2/26/08 his PM dosage of
Lipitor wasi ot signed as being administered.

2. On Fekraary 27, 2008 at 11:30 AM, inferview
ad record +wiew revealed that Resident #3 is

| presribed Alrex Opthalmic 0.2% Solution for both

his eye ani Atenolol 100mg. On 2/26/08 this
treatment v.edication was not sign as being
administer=d in the MAR. On 2/28/08 Risperdal
3mg and Citigentine 2mg not signed in the MAR,
On 2/27/0% the AM dosage of Trileptal not singed
off as give 1in the MAR. The treatment
medicatior A2 O2 Solution %ghs BID for his ear
was signetl off in the MAR far the 2/1, 2/2, 2/3,
2/17 and 22 In addition, the 32 mcg Inhaler
spray had 1suble signatures in the MAR for the
2111, 2/17. 2/18, 2/19 and 2/20.

3. On Febriary 27, 2008 at 11:40 AM Resident
#4's AKNA ““ears OPthalmalic 1-4% drops
treatment Inedication was not availble for
administrizt on of the AM and PM of 2/26/08 and
am 2/27/0¢. No documentation in the MAR was

1474

#1

#2

#3

The DON pravided the nurse, QMRP and direct
care staff with a training on appropriate monitoring
the MAR.

The DON provided a training for the QMRP, direct
support staff and individuals on signing the MAR
appropriately.

The DON provided the nurse with a training on

properly potification on the refill ofmedications in
: a timely manney,
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available 1 determine why this medication had
run out,
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