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Alclowp iriey 1o e 71252008 et we
SuNveY Was COImp an 8 e SuUrvey .
was cenducted o datermine i the faciilty had This Condition will be met as evidenced by:
« megaimad compliance with the federal The ficility reviewed all concerns related to the dgy
. T requirements in fhe Condifiorre of Govaming Body - Program sind implementation of the mes) protoeols,
| and Mznagement, Cllent Protection, Faciity Previous interventions outlined in the plan of correction
Staffing, and Hezlth Care Services. The results. continnc ez oudined. ,
of tire survey ware based on cbservaticn, st2aff " On9.8.08 meal obsevati o
b et et i B mo?ﬂ:te mi%mfmmﬁmmﬁmﬁﬁfjﬁ | .
. oo a8 necands, g 8 eV ; ; Director of Residential Services, Assista
unusiral Incldent reparts. The faclily was found Dieatos Residontial Scrvices, RN and Director of "
: to be i 2 state of continued non~compliance with mﬁ?&ﬁwm““mm
-~ . the Condltions of Parscipation in the sgss of resilt of the mcal cbservations and he ongotey.
. . 1 Governing Body, Glient Protections and Heaith comcenss related to the safity the clients were removed
« | Care Services, : from the day program and are currently being provided
QM 102} | 483.410 GOVERNING BODY AND {W 102} 2cHive reathseat sarvices in the bome,
v | MANAGEMENT Porthar mostings od
¢ E ) ] o ws;e d-;lw conﬁm:ez s:n]] be .
1 The faciity must ensure that specific geveming will be scheduled on behalf of ench individual to
body and management requirements oo met. discuss staffing and training necds at the day .
The DDS Case Manager s - sitoati ~
dis ger has been aware of the situation
carreqtly Seﬂtdulﬂ ﬁ‘)ram:wdzy Program to I C .
et the needs of the individuals. The QMRP will 14108
, ] contintie :;Vﬂ mlnsm::mwha ability to
evalusie w'llpﬂlﬂwy al ] i ,
f This CONDITION is:not met a5 evidenced by: o addrns d docment concerns e e bty | ONVIY)
i | The faclity must ensure that specific gaveraing | - 44 ity of the pecple. The QMRP will continue o
- * body and management requirements ate mat. pogram stes, Fronioriapiske visitsto the day |
. ' ; On 8/29/2008, a followup Burvey was completad: ‘ Meal cbservations continue to be conducted by the
4 iE raé:asss the facility'sleve! of eompliance with LPN's, Home Mensger and QMRP.
| the Re-certification follow-up that was complatad ‘
3 | 6n 7/25/2008 QMRP/Home Manager will cootdinato training with -
A : . specitlists on an on basi
= . o that tho maff e comperont md atto s
e Based oh chservations, staff interviewsiand demongimte the skill fecossary 1o mess the needs of the
v mecond reviews both at lhe day pragrasand the people.

' governing bedy falled i meintain

: _
i opersling direstion over the faciity to efsure [ :
TORY OF R E '

s ; - )i L

Bary weliclency stxtmmunt’esding with anas {™ danates a teficiomcy Wil £ inethstion 2y b exsased from corecin g R is detefminad thar
odher safeguards provide sufficicnt protestion 1o the patians, (See thabuctidns) Seant for numsing homes, the fndings stahg émﬁ%agamm 40 cay=
the datw of sprvey whitther or rol 5 plan of canaction & provided, IFad mozing homes, tha above Sndings #ad plons of cormcton am disdosable 1a
ollowing the dale these documante ara made available tuthe fociity. iif dficienzics we chad, xn apprvad pleh of carpetion la requitks 1 cowtimued
Tmﬂm participation,
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% . N R R
| oz i > (970212008
NAME OF PROVIDER OR SUPPLIER : STREET ADDREESS, CITY, STATE, ZIP COPE
| 3020 STANTON RDAD, S5E
| 'P . | WASHINGTON,DC 20020
| puyi SUMMARY STATEMENT OF DEFICIENGIES ! PRGVIDER'S PLAN OF CORRECTION 3
i PREFIX (EADH DEFICIENGY MUST, BE PRECEDED BYEULL CORRESTIVE AGTION SHOULD BE COBPLENCN
| : rag REGULATORY CR L3C MENTIFYING INFORMATION) TAS cROm-REFEREgc TO THE APPROPRIATE OATE
1 W 102}, Continued Fram page 1 N 1023 |
’ cilent health and safely [Cross reference W104, |
W127, W158 and W318]. .
1Th Its of th tmie pracliees revemied wod
' The resy ese systetnie pract = . .
the Sacilly’s G iy Body falled tr ar s Tl;:‘ssml‘lldbarflmllbemttas
b govem the facliity I & manner that would ensure evidéenced by:
- ' cllents wera fraa from harm.
{W 104} 483.413(a)(1) GOVERNING BODY _ W 108}| The POC dated 8.25.08 detaileda , 4,4 nf
! ' respo: 59.1 whi .
e e o GNP Ll 10 e
Ly " ] - -
! and op residential and day program staff !
. were trained effectively and -
- tly impl i ’
| . This STANDARD is not mét as evidenoed by: o s b et °h;“‘it. #2;
Based on staff interviews and record vetification eI, response mdicates
' during the re-visl on &/28/2008, the goveming that training was conducted at both
1 o, Dodyfalled to ensure that the fauﬂity consistently | the day progran and residential sites.
-, macisard genarsl policy and operalion girection ‘
; over the TaTiiity. Traming for all individuals was
l The findings nclude; completed. The RN fiom the home
1 1. Dty 208 the sk and the RN from the day program
1 . Duwring arearisnonﬂlzﬁfz the facility also provided a joint training to staff -
was again found to have not implemantad the . -
. corective aciions in sextre gnate ,ai the da? program Smf. This
! their Plan of Correction (POC) dated 8/25/2008. book at the time of the revisit. :
IThtefacﬂrtyf*avle:dtoprememtanyeﬁ\_rlldem:tauatﬂ'le , ~
y tirve of the revisit to subsiartiate that atirstf ‘
: ' received training to address cach elients ' nesds The surveyor reportedtotheADRS
p with regards to the approved mes) time feeding that he would be returning to review .
ﬁ protocals. [Cmss Reference W188] . . the documents on Tuesday,
September 2, 2008, H Y
§ » 3, The facility * s Governing Body falled to s;?vte Ordﬂmtmmr;;e:;r-the
E __, . ensure that quislde services (day program) were ¥ R ginally .
‘e ! correctly impherrishiting meal time protogls as stated, nor did he call to report
| prescribed by the faciBly, [Sea W20 SW127] + changes to the revisit process,
W 111 ' 483.410{c)(T) CLIENT RECORDS ° . W 111 ]
RV CMS-ESET (@-A5) Favisun Versisns Disafeba Benl ©;FLCot Faclfity [ 305422 if continuation shest Pans 2 of 16
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4 NAME OF PROVIDER OR SUPFLIER BTREET ADDRESS, CITY, STATE. ZIP CODE
. (B 3020 STANTON RQAD, SE
; X L WASHINGTON, DC 20820
I g ! SUMIMARY STATEMENT OF DEFCIENCIES e | PROVIDER'S PLAN OF CORRECTION _ (X8
1 FREPFR + (EACH DEFICEENCY MUST BE PRECEDED BY FULL PREF CORRECTIVE ATTION SHOULD BE COMPLETION
{ TAG REGULATORY QR LSC {DENTIFYING INFORMATION) TAG REFERENCET! TO THE AFPROPRIATE DATE
{. . DEFICIENCY) |
] W111 Continued From page 2 wi11| '__'"_"_ _ '
7 ' [
‘ Thefgggltypmgmﬂst dmm maermmgm l -
recordiceeping system cetunents the client's
heaith caje, aclive treatment, social Infbrmation, Nursmg staff, QMRP and Home *
and protection of the client's rights. Manager contmuetowsﬂﬂmday
1 program sites and conduct
: ' This STANDARD is net met a3 evidented by: | monitoring of meals as well as
Based an staff intendisw and record review, the programming. No significant-
f;z',r,‘té fafled to ensurm an accurats ulragﬁltmumn of! + ~ ' problems have been documented by
assessments, their reg ps : MRP, Manag b
and the subsequent staif Fainings for fdur of the %eQ Home erand .
! four sampled cliants residing In the taclity. b Nurse. o
: (Clients #4, #5, #7 and £8) ]
. In addition, a meeting was held at the,
The finding includes: day program (8.15.08) whercby the
e | O 8/20/08, a second fol % the eriginal needs of all individuals were i
(. reoertmcagm survey conducted 6M2/29038 was reviewed and recommendations ,
- ' fitimied. During the survey, the House (Menager made to address individual concerns.

" {HM) and the Assistant Director (AD) sat in to .
represent the facity as the newly hired Quaified - 1 C
Menta! Retardation Professionz! {(QIVIRP) was net

» available. n reﬁewﬁhedﬂideﬂtpraﬁ
cited ih W158 with the facliity * s AD, the Plan of
Corraclian (POC) daixlad that "raining was

] ; conducted at the day: pragram slte and fesiderntial
site an Cliest 32 ' s diet crders ... documentation

| will be meintaines in the inciividuai recopd for

| review. " Further intarview with the ADwand the %E,Smme response to Wi20aud | .4 0y
HM revealed all eight of the clients i the faciity - '
have been individeally prescribed a meal #me N
; Teading protocol. A sample of four other clients | _

. (Cliems #4, #5, #6 and #3) was randonty ,
' selected to assess (he conective actionplan the
- ' facility snacted o addnass the citations levied In
R W102, W122 and In W318. The feciliytiafied to .
provide evidence that siaff received traibing an
the meal ime probscal requtirements onany athen
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: ) omB NO_ 0638-0381
BTATEMENT OF DEFICIENGIES (%1} PROVIDERSUPPLIERICLIA [Xz} MULTIPLE CONSTRLUCTION (e )] DATE SURVEY
] AND PLAN OF CORRECTION MENTIPCATION NUMBER: A BULDING GOM:FLET‘ED
R
036122 B Wika 00M02/2008

| NAME OF PREVIDER it StirPLIER
IDI

STREET ADDRESS, CITY, STATE, 2IF COPE
3520 STANTON ROAD, SE

WASEENGTON, DG 26020

SLUMMARY STATEMENT OF DEFICIENGIES
{EALH DEFICIENCY MUST BE PRECEDRED BY FLLL
REGULATORY OR LEC IDENTWFYING INFORMRTION)

N

s
PREFX
TAQ

PROVIOER'S PLAM OF ci:lRREG"I'IDN
{EACH CORRECTIVE ACTION SHOULD BE |
ERENGED Wgy,E APPREOPRIATE

=

" W11 Gontinued Fram page 2

 cllants with the exception of Client#2. The facilty
i ook mples of the treiring sign-in sheats from
Client 92 ' 5 racords flled am In each bf the
ather client ' s reconds. There was no avidence
ezt the training addressed the spedific eeds of
' each client. The facility ' s AD and HM reviewed
severg] other records and was ot ableto provida
any evidence of client speciic training. {Cross
[ Reference W120 & W127] I
[ W 114 483.410(¢H4) CLIENT RECORDS

» Any individual who makes zn eriry In a elient's
record must make # legibly, date & andisign i

|
I ]
lTl'ns STANDARD la not met as avidended by:
Based on staff interview and record reviaw, the
, | faciity f2lled 1o ensure an effective systam of X

| necarding keeping with regards to the cartiication
of Indivicdkiz! assessiments for four of g four
sampled clients residng in the faclity. (Cllerts sl
#5, #7 and #8)

i The finding includes:

On 8/25/08, a second follow:-up o the
receriication survsy canductad 6/12/2008 was
fniﬂata:i. During the survey, the House Maneger
' (HM) atd the Assistant Dirastor (AD) szt in o
represent the facility as the: rewly hired Qualified
Mental Retardation Professlona] (QUMRP) was not
avallable. During the 7/25/2008 follavwe-tp W04
. was cited for the facliity ! falling to enaure that

| outside consuliants had compieted [the]

| Necessary assessments, mvisions, andiraining. *
In reviewing the facilily ' s corrective acton pian

| Tor this eitation several newly crested mpal time

, protocois were reviewsd and none of thé new

' meal tirne feeding protocols Were neither signed
|

W 111

W 114

- ——

wit1
This Standard will be met as
evidenced by:

The facility provided required
follow-up as outlined in the POC, !
Training was conducted at the day
program site on individual meal
protocols, aspiration precautions
were added and to all individual
protocols and staff at both the

- residential and day program sites

were jn-serviced. This information
was in the record at the time of the
visit and reflected the actual
experience of the person being
served. It is unclear as to why client
#2’s training sheet was found in the
book. Staff interviewed did not
confirm this information. Cross
reference response to W120 and
W127.

Q408

Ben 1D: FLCEHE

RM CIVIS-2687(02-85) Frevanis Versiras Cikhan|eta

Faciiity |D: 09G122
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R
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NAME QF PROVIDER OR SUPPLIER

Vol B VR L. AL

STREET ADDREESS, CITY, STATE, 2P GODE
3020 STANTON ROAD, SE

'b! _ WASHINGTON, DC 20020
" m!ﬂﬂs ) PROVID: RECTIO
3 S mgi' %ﬁTw El? Erace BYWFULL FREFX m%"‘@f&%ﬁ? SHOVLD B : canPLAnoN -
T l REEULATORY OR LSC IDENTIFYING REORMATION) TAG CROSSREFERENCED TO THE APFROPRIATE pare
iq w114*c°nhnuedx=mm paged, W 114
" nor dated by the Individuhl who drafied the
p asszessment. [Cross Referance W20 & W127] ’ -_—— =77
|-fW 120} 483.41(d)(3) SERVICES PROVIDED WITH AW 120}
l OUTSIDE SOURCES wii4
'Themmymuatassmaﬂaatcuﬁdesawm ThlsStandardmllbcmetas\
mest the neads of sach client. evidenced by: : 34, 01)
' Meal time protocols i S| Mopin
| This STANDARY s net met as evidenaed by: mﬁmﬁm?;tlzﬁﬁetbe % ”]
Basad on observetions, saff Intarview, and .
record review, the taciily fsiled to effectively assessments. The mealtime
g:omnm eag:‘ client's day program to ensurs that protocols have not been viewed as an
. eir meal time feeding programs were kelng “entry™ ini individual’ -
¥ Impiamentad to ensure client safety for two of e As such sign:l;ures gere nstfemfi
*  two ciients In the samgle, [Client #4 ahd#5] . o
_ ' indicated on the protocols. All
"y i The firrding includes: _ assessments continue to be signed
: and dated as outlined i -
‘gg; foﬂ:w!gg;ﬂci!aﬂuns  are rﬁ;&;ﬁvm of Gominuous regulatory mquiremnlt_n ﬂg systemic
. o8 ﬂ‘pf’ =8 a8 TI2SIZ008 problem has been identified
' previously.
The Tollowud survey dated 7/25/2008 ditafed -
systematic meatime ksues, as # related o the
day program * s failure In pratect client %2's heatth
and salety at mealtiivres. On 8/29/2008, & second!
ravisit was conductact 2nd the simisr mesitime
issues were identitfed for Clients #4 and#5. On
£/25/2008 the group home submitied a Plan of
1 Carrection (POC) that outiined the Qualfiad
' Mental Retarded Profisssional (QMRP) would
ensure the aversight of this deficient pratlice by "
8/22/2008. As of 9/3/2508 cordinuing pribletns '
: ware atserved with Clenis #4 and #5¢
e |1, Client 34 was oheetved being serveti a
ground texhured meal with a plasfic spadan. The
: staff was abserved o provide this client wih
PORM SMS35E7(72:89) Privious Versians Obealets Bvent I FLCoB Pmafly iy 00927 ¥ canBrraation ;haetpaga 8 of 1@+
:i
i
v




09/09/2008 13:568 FAX 202 891 9283
09/05/2008 .],'.9 43 FAX 202 518 9685

Ry N BT

ngPne
'

1D
nss

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE &

INDIVIDUAL DEVELOPMENT

@010

i@om

an‘rﬁn CoMSIIOs
FORM APFROVED

OMB NG

m\!

TR DT Yr L
-
. *
-
-

» sponge handle and divided plate, helnglshe dlict
not feed herself arul required full staf¥ atsisiamee)

, 2 Client #5 ' 5 new Mea! Time Protacs] datad

' Bf27/2008 roquired that Client #5 be pravided with
' B ounces of nectar thickened water, must be fed

| at 80 degrees, presented %0 1 teaspobn [of
Ifmﬂ]azathnewlﬂ'l chin upwards, allowther to
swaliow before presenting ancther spodnful, and
' when she shows signs of fullness such ea wming
her head away, do not foreg her to finlgh hiar
meal, Observation on 9/3/2008 revesled Cllent
 #5 was not provided her liquids ot a nectar
consistancy. According o staif interdaw, he does;
Inatmaememeaﬂmngmpsﬂ!atmmme u i
« thickenar “ , but uses a regqular plastic spoon for
rReasurament, Clant#6 was also chsefved
ieaning forwand for tha duration &f her nteal and
there was a considerable spillage of foet! and
baverage during het feeding. Ao, showas
ohseyved taking ih mere spoons of faodiwith
| addifioral food baing in har motth, Durlng the
Inter part of the meal, Client #5 tumed atvay
saevaral timas eppesring fo refuse more bifers of

equipment needs, reoommendemoﬁs
1 will be reviewed as needed to finther
ensure needs of the individuals are | |
met. o

¥ . 0923.0307
5 STATEMENT OF DEFISIENCIES =<1 ' 53 MULTIFLE CONSTRUCTION =) DAT.E SURVEY
Y AND PLAN OF CORRECTION (DENTIFRSATION NUMEER: COMPLETED
: A BUILDING : l R
; | asa122 1 b |DB{03/2008
| Nawe oF PrOVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZiP GODE L
. 3020 STANTON ROAD, SE -
; . WASHINGTON, DC 20820, :
| o SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S FLAN OF CORREGTION | | o)
R PREFIX {EACH DEFICIENCY %PRE@ED B¢ FULL PREFIX (EACH CORRECTIVE ACTION SHOULD HE, | COMPLETION
TG REC'UI.M'OHY ORLSC D INFORMRATION) TAG caoss-nEFEnsugc g‘ cn%s AFPROPRIATE DATE |
{W 120} Gontinued From page & W 120) -
o oun ot Sl plac e (SporEvbrmtaly L
1 ocutora
S oo woi b o o oo o -Tﬁ,%w%m%mm—
| senings of water.
8/28/2008 Nieal Time Protocal revesled she was  accuracy and sign/date to verify L Q.a.08
- o have her solids and liquids served in@gn information is consistent with the- ADit
I aherating fstion. Iy adeton, s pretocol physician orders, and I I
required an eakahls teaspoon, a sponge . :
handle and & ivided plate, Glient 24 wes not Speech/P.T/OT recommendations. |
servad with a unbrégkable spooh nor wes it . B i
i Eqﬂipped with 2 sporge handle. Intefview with Feeding Team Meetings will be  : |
i the Day staif ravaaled Client 34 was not conducted on a monthly basis, @ | 9450}
! functioning level for anmepastwear Itid loss/. it e
1 ;! notolarwhy this client fad been gain, posi mﬂmg adaptive || |

FORM CM5-2687602-95) Prvioos Varsiong Obsoleze
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TEMENT OF DEFIENCES mp—y—y T uCTION DATE suavsv
20D P OFOOQMEG'HQN . oh g:@:rv'nnmmirumaut“ ﬁﬁ;’;‘g conETR w’l::ngw
! | R
! psG122 ‘B. WING B-Emgmm
{ NamE OF PROVIDER OR SUPFLER STREST ADORESS, CITY. STATE. Z|P CODE :
3020 STANTON ROAD, SE E
i 1o : o WASHINGTON, D& 20020 |
i oo SUMMARY STATEMENT OF DEFIGENGIER o PROVIDER'S PLAN OF CORRECTION ,Jé o=
'g T SNTRIMIRGRSIN R | S i
il (W 120}’ Gontinued From page s, {WW}. Wi20~ T
i i food, The Staff was ohserved 1o grab Ner lower .
1o | foichin and sttempeio force feed her e This Standard will be met as -,
e I 'udiional spoans of food. After thiee atiemprs, | evidenced by:
.  the stoff gave up and proceeded to serve Client i :
#5 her serving of * Rescuree ¥ (nutritigrial 1
i Supplement). On 9.8.08 Director of Resid
i 483. OTECTIONS 122 -5 emm] .
{W122}%48342‘.0(:U‘ENTPH | Wiz} ¢ RN’ and other team ! 9.5-0% l
| The fachity must ensure that specific cllert i members conducted a site visit atthe | 0G0
| protaciions requirements sre mat. day program. The purpose Ofﬂ]é E i .
) ; visit was to monitor and further | |
3 evaluate the mealtime i
3 -g“ug a;g;qumg:qﬂ llg net met as avidenced by: pzceess/pmtocols Following thel L
$ 12008 & w-upsumevwwm at ‘
‘ o access the faclily's level of co :mhl;vhe’;:smemmmbmm |
, the deficlencles identified da'lng the y program staff to discuss |
Ty receftification follow-up which was cortpicted ont the observations. Corrective aﬂIODS‘ o
[ ¥ ' - 72512008, Based on abservatons, intrview and and the need for additional staff © = .
q recard review, it was determined that the taxility was also
1. falled to ensure e safety of clienis whb wefe at training disoussed.
risk of aspiration [See W127 arnd W1S4). —_—
It agreed that another m meetmg
1 The effects of these sysiermic praciices results in wxmschﬂdMedvuththeday i
L mebdureofmafaaﬁwmpmmemm . . detaxl
] harm «nd to ensure their ganoral eafety and well) progmmtod]scussmﬁnthc. T =
i being. the issues related to adaptive
L {W 127} | 483.420(a)(5) PROTECTION OF CLIENTS {W 127}| equipment, positioning, food |
3 RIGHTS 1 consistency and mealtime 3
l The faciity must enaure the rights of 2 ellents. | - supervision as 1t relates to each
| Therefote, the facity must ensure thaticionts &é , mdwldual.
not subjectad to physical, varbal, sexusl or
psychological ebuse or punishmernt - ’ .
This STANDARD Is notmetas evddencad by: | "
Ensed on observaon, interview and retord
review, the facility failed w develep and

RM CME-255/02-a8) Previous Vemions Obstlate

By 4_-"‘-‘#";‘?;-1\-? m‘ﬂ
D -

) i

-

Enm ln-n.ccha

Faellity 1D: 00G132
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' "DEPARTMENT OF HEALTH AND HUMAN SERMCES FOF APPROVED
| CENTERS FOR MEDICARE & MEDICAID SERWICES | CMB NO. 00380391
J STATEMENT OF DERCIENGES (%) PROVIDER/SUPFLIBR/CLIA ¢ MULTIPLE CONSTRUCTION (%3 DATE SURVEY
AND PLAN OF CQRRECTION IDENTIFICATION NLBIEER: A BUILDING BOMPLETED
R
_ pocrzz  fruee DSA33I2088
3 NAME OF PROVIDER OR SUPFLIER STREET ADDRERS, CITY, STATE, 2IP GODE
. 2020 STANTON ROAD, BE
‘ 4 WASHINGTON, DC 20820 ,
T oD HLMMARY STATEMENT OF D!F!GIENG!EB poom PROVIDERS FLAN GF CORREGTION (8
1 PREFX (EACH-DEFUSIENSY WIUAT BS PRBIEED PREFIX (EALH GORRECTIVE AGTION SHOULD 82 COMPLETICN
| TAG |  REGULATORYORLSC BENTIFYIN wommw YAG CROSS-REFERENCED TO ggﬁ APPROPRIATE DATR
| —— il
N T L [
# {W127)} Cordinued From page 7 W 127} I
: implement syst=ms to ensure the health and _WI20. Convvnmad.. .
f safely of one dient by enzuring that all their mealh The D :
i were sesved in accordance with the prascribed DS Case Mavager was ~ |: -
]daemqmqumments fori two of the tworckents n mformedandwmthcproce: sof |-
| the sample. (Chent #4 & #5) | identifying a new day progra ‘site to -
i The findings include: meet the needs of the individ: 's“: : l
4
; . The pnavﬂioua survey dated 7/25/2008 outiired The individuals have been rex wed
i systematic Issues, as It refated to the gioup home from the current day program ndjare d
atyd the day prograns faiure 1o profeciClient being pmwded days;gt ivities/s 't1Ve I
#2's health and safety st mealimes. ’
- On &25/2008 the group home subimitten 2 Plan i P
| I of Correction (POC) that outlined the following! o ' b
' - w127 - |
.1 The nuitionist, OT, PT and I
et mﬁ:;ﬂﬁ‘gl‘;ﬁdﬁ and fe:ding Mh;;.ldes.~ This Standard will be met as |
evidenced by: !
2. Mealtime protacals were modised And L
;uiﬁ:e aspitetioh risks 3 well 28 the adlion steps Reference response to W120. A]sb,i 990
' Case Conferences will be schedid : I 30
+ As described In the 7725/2008 deficlency report, on behalf of each person to dlscus$ (MP(
simiar problems were identiled with both Clients! . the level of supervisionneeded || | . - M)
#4 and #0 as presentsd below: dunngmealsatthedaypmgmmsitd's
; as well as training needs. Addmomll
. 1. Clicnt#4 was observad being servad 2 funding will be requested as needlﬁ'd,
* ground texttired mezl with a plastic spobn. The and day program agreements || |
' stafT was shserved to pravide this clentwith modified as warranted to reflect the |
spoots of food and at varying intetvals, eips of ended |
water aut of & small plastic cup (approdmately TocomT changes L
40z). There would ba two 1o five spoons of food ;
- betwennt servings of water, Review of the !
o 8/28/2008 Mea| Time Pratacal revealedishe wers
to have her solids and ligiids gerved in an
altemaiing fashion. In addition, thkis pmtacal

3 IRM CMS-29E7(13-45) Fravioin Viersians Olmclal Bveal o ments Fudiity 0% 286122 If continustion ,,h.,;g Pago Baf16
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR

.ogT A

o1

.@013
| ERYLL
pwu-ran 0O/0G/2008

ORM APRROVED
m@i

p VIDERISUBPLIER/OL | 2 MULTIRLE CONSTRUCTION 8 SURVEY
[romeemes  [oomempey [ o e
¢ R
i 636122 | i 03/03/2008
i NAME OF PROVIDER OR SUPPLIER STREST ADDRESS, CITY, §TATE, ZIP SODR
1 e 2020 STANTON ROAD, SE
WASHINGTON, DC 28620
I ap e cTATueeTOf DeSCENGEE PROTK | (AR CORRSOTIVE AGTIGN oD BE | | soMnon
% FRaa I REGULATORY OR LSG IDENTIFYING INFORNKTION) TAQ mos-aesewsg% Mﬁ APPRGPRIATE naTe
{W1271]cnhﬁmedl=mmpaaes | aw1zn
required an uhbreakabls =tspoon, & sponge
hardie and a divided: plaie. Chent &4 was not
served with a unbreakable speon nor wias i
, expspped with a sporgs landie. Intervisw with
i the Day Program Staff revealed Client %4 was nol
| able to faed herself and had been at this ——
funclioning level for mare than the pastiyear, It W127 Lo
not clear why fhis client bad besn provided a Ll
sponge: handie and divided plate, balhgishe did . .
net feed herself and Fequires full siaff assistanes, This Standard will be met as e 12108,
evidenced by: | oo,
e A wl| ]
' [ required tivat Glle B provi
.. e follswing: Reference response to W120. lej
) Case Conferences will be schedu
] § 8 cunces of hectar thickened weter on behalf of each person to dlscusb
L the level of supervision necded ||
¥ § Must be fed at 80 degrees, dmngmealsatthedayprogram |
{§ Presented % ‘o 1 teaspaon [of foud] &t 2 fima as well as training needs. Addxtmnal_
| with chin upwards, ﬁmdmgvnllberequestedasneedéd '
L and day program agreements
‘8 MDWHW%WW before presaming modified as warranted to reflect the
3 another spaotiul ... recommended changes. IR
' § ..and when she shows signs of fullgess stich
a3 tuming her head away, do not force Recto
| finish her meal.
Observation on 4/8/2006 revesied Cllert #5 was
' ot provided her liqulds at 2 nectar consfistency,
1 bt at & consistancy siriltar ta nsgular maik.
Acroriing 1o staff interview, he does nod usatha
' mezsuring cups that came with the ¥ thickerer ~
but uses 2 regeiar plustic spoon for
- measrermnent Chent #6 was also qbsetved
R leaning forward for the duration of her mesj snd -
as stich, thete was considerable spilage of food
| and beverage during her deeding. - In adifition, she
kummm] Pandous Vemlnns Obsalabe Emﬂm—m:o;a * Foclly B; 09G122 I‘Feonﬂnﬂaﬂ.on alieo; Page 9af 16
t
]
h
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‘| STATEMENT OF DEFICIENCIES
| AND PLAN OF CORREITION

EDICAID

INDIVIDUAL DEVELOPMENT
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-1

lL ﬁ014
Ui
PR %‘ UIMQOB

[do14

093.&9.119_

X)) PROVIDERSUFPLIERICLIA
IENTIFICATION NLEAHER:

paG122

) £X2) MIBLTIALE CONSTRUCTION
N, BURDING

B, WING

£lem

DATE SURVEY
OMPLETED

wdmnus

= s v gews )

NAKME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE. 2P GODE
3620 STANTON ROAD, SE .
WASHINGTON, DC 20620

L]

BUNIMARY STATEMENT OF DEFIGIENGIES
{(EACH DEFICIENCY MUST BE PRECEDED BV FULL
REGULATORY GR LIC IDENTHYING INFORMATION)

PRGFIX
o)

DEFCIENGY)

" PROVIDER'S FLAN OF cﬁmcnuﬁ
[EACH CORRECTIVE ASTION SHOULD BE
CROJES-REFERENCED TO THE APPROPRIA

TE DATE

1
{W 158;

’t

" | exemplified by the ineffective iImplementation of

* of its cBents [Cross reference W159]; arwd the

' Canfinued From page )

was observed taking in addifional spoons of food
. while still having additional fscd in frer mouth,

: The staft did net aliow her to completely ingest
her food prior to providing anothsr. Duing the
I3ter part of the meal, Client #5 was chserved to
bam her head away sovaral timas appegring to
refuse the addiional spoons of food the siaff was
, attempting fo feed her. The staff was chsarved 1
grab her lower and attempt to foree feed
her the addiional spaons of food. Aftenthree
atampts, Yve staff gave up and proceeded to '
provide: Chiesst 25 her-ses'\nng of " Resotros ®
(nutriticnal supplement) again with keavy spillages

Thera was Tia avidance prasamad or on flle

during the fallow~up to substantiate thatthe fackity

anauvad the proper avarsight and Haining as

' tha meal ime protocols.
| 483,430 FACILITY STAFFING

The fauility must ensure that specific fadllity
, staffing requirements are met.

!

| This CONDITION is et et 23 evidended by:
On July 26, 2008 a follow-Up SUTVeY was
completed t0 access the faciily's level of
comnplisnice with cormecting deficiencles tited
amarating from the recertification survey
completed on June 12, 2008. '

Based on observations, imerviews and tscord
review, it was defermined the facilily cohfinued tal
fail o ensune clients' healkth and safaty [Cross
referance W127}; the: Qusiifad Mentsl
Refordation Profassianal (QMRP) falledito
effeclivaly coordinate selvices to meet tha neads

w1z

wass

wiss
This Condition will be met as
evidenced by:

apnd W159 and W194.

Cross reference response to WIZ# |

49.0¢

l;#gm SMEEAT(12.09) Frewlmes Viersdnng Ghsolete

B R e L = s

Edant {D: FLCOM3

Faciity IH: o122

1? cortinumtian ke
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DEPARTMENT QF HEALTH AND HUMAN SERVICES

INDIVIDUAL DEVELOPMENT

I _GENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFIRIENCIES Ol) FROVDERISIPFLIERICUA
AND FLAN OF CORRECTION IDENTIFICATION NUMBER;

e

QaG22

%) MULTIPLE CONSTRUCTION
A BUILDING
B. WiNG

NAME OF PROVIBER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
3020 STANTON ROAD, SE
WASHINGTON, DC 20820

| SUMBARY STATEMENT 0P DEFlClEﬂeléS

[ (EACH DEFRICIENCY UST BE PRECEDED BYWFULL
1 REGLI ATORY UR LEC IEENTEYING INFORMATION)
3

T L LA e L e W
N
3 .
o

-

D PROVIDER'S FLAN oF cénﬂec'nbﬁ
PREFIX (BAGH CORRECTIVE ACTICN BMoiLD B
TAG CROBES-REFERENCED TO THE AFPROFRIATE
DEFICIENGY}

{W 158} Contimied From page 10
| facHity failed to ensure that each emploges
' demansirated compatency in implementation of

el Lo I LY

cllents’ mm'na protocols [Cross referance
W194]:

) The effocis of these syetamic praclices tesults in
| " the Rflure of the facilily 1o ensure ths aunliablity
; of adequately trained <kaff, fo enstte chbnt hasithy
safaty and well being,

483.4351)(=) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

' Each cllent’s active treatment program st be
integrated, coordinated and monitorad by g
qualifierd mental retardation professional.

'i {W 158}

i

" Thia STANDARD is Rot met as evidendzd by:

. Besed on absetvation, stEff inferview amd record
. j verification, the Qualified Mental Retardation
Frofessional (QMRP) failed o coordinats and
monitar services for two of the eight clieits
residing in the facity. (Clients #4 and #3)

i
I The findings Include: *

1. ‘The QMRP fafled to ansurs that thevay
program staff was trained o jvely and
competenty mplement Clients #4 and #5 ' & meal
- time protocols & ensure client health anti \
[Cross refarence W194 and W127].

2, The QMRP failed to ensura that daypro

staff enswired Client £5 was fed st o 80 dasrae
- langel and reesived her liquids at a neckar

conzsistency. [Cross refarence W120 & W127]

:{wws}

- {W 1593

1 3. The Qualified Mental Retardation
! Profagsional (QMRP) failed 1o ansurs that the daylj

HEF- Sﬁl':mrﬁnl'd“‘l.ﬁ""\- I e T
- - 1l
c, y

ORM CMB-20R7{02-89) Pravinus Vesiana Ohisits Bvent ID:FLCa1B

oyt

LT T

Faciity 1O; 0BG122 i cuntinuation she

kPage 11016
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DEPARTMENT OF HEALTH ARD HUMAN SERVICES
cENTERS FOR MEDI 2 1D

TEMENT GF DEFIGISNCIES OVIDER/SUPPLIBR/CLA P22} MULTIPLE CONSTRUCTION
SO LA OF CORRECTION ICENTIFCATION NUMEER: A BUILDNG
0sG1z2 8. WING
| NAME OF PROVIDER OR SUPPUER STREST ADDRESS, CITY. STATE, ZIF CODE
: 2020 STANTGN ROAD, SE |
Ibi ) L WASHINGTON, DC 20020 BnE
em | BUMMARY GTATEMENT OF nmmn%m 1 m FROVIDER'S PLAN mﬁgﬁ combBnon
e l REGULATORY OR T YING INFORMATIOR) TAG CROSS REFERENGED 'DEFM';)‘ THE APPROPRI’AVT- paTe
[ 169} Gontinued From page 11 W 159
program staff aiemated the serving of e solids
and llquids during meais gs required in the meal _
i time pretocal for Client #4. [Cross referetice - e ———
100 e e DIREET CARE STAFF wiass| Wi59
W 186 483.430¢d)(1-2) DIRECT CAR This Standard will be met as 4.9.04
The facility must provide sufficlent direchcare evidenced by: Iy
siaff to manage #nd supervise clients in ‘ Al
accordance with their individuai program pins. 1. Cross Reference responselto|
| Direct care st=if are definad as the present W194 and W127. ‘
| onduty stff caleulated over ol shifts In & 24-hourt 2. Cross reference response 10 |
i |pariod for each defined msidential ivingrunit W120 and W127. ]
o Ld 3. Cross reference responsﬁ o| |
1™ ]Tnis STANDARD is niot met as evidenced by! W120 and W127.
Eo. Basad on observation and staff interview, the
2 faﬂwmledmerﬁumanemmmpmﬁoﬂ
ke staff in the implementstion of :f cliont * simeal : W186 :
- time fewd) etocol Tor two of two samipled ' :
cllents, (Unhselpt'tls #4 & Client #5) This Standard will be met as| | |
- evidenced by: !
The finding includes:
Cross reference onse to
During lunch observations on §/2/2008, and agal resp !
on 8/3/2008, obgervalions at the day pragram Wi127, W120 and W104, 19 .l0.0g
revealed that only one siaff was avaiiabls during o
funch 1o assist approximatedy siX (6) clehts With
their meals. it should be aoted tat both Clients '
. #4 and #5 Weie identified as being st risk for
’ aspiration and meal ime feeding protochis were !
‘ developed to address this sk, During the |
- observation, the attending staff was seen feeding:
Client #4 her meal and also taking time en
occanions to essist apather client (silling at the
tzble) with her meal. Throughout the oliservatiom |
pesiod on 8/2/2008, and again on H3/2008, the
other residents (approximately 6) had ta sit at the §
» toble with their meals in front of them and wai for |
i}om CME-2667(02-56) Previous Varsions Obaolete P Faxlity ID; 096122 ¥ reonbuation BF

e S R TT e

}Page 12 0f 16
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! DEPARTMENT OF MEALTH AND HUMAN SERIACES
._CENTERS FOR MEDICARE & MEDICAID SERWICES

{| STATEMENT OF DEFI-ENGIES $01) PROVIDER/SUPFLIERICLIA %) MULTIPLE CONSTRUCTION
| AND PLAN OF CORRESTION IDENTIFIGATION NUMBER: A <

08G122 B. WING

Y| NAME QF PROVIDER OR SUPPLER ' STREET ADDRESS, CITY, STATE. ZIP GODE
. 3620 STANTON ROAD, S ;
v WASHINGTON, DC 29820 ' ! :

1 waw E:#wmﬂAWOFDEFIGMﬁE ) 0 PROVIDER'S PLAN OF CRRRECTION )

RREF {EACH DERCIENCY MUST BE PRECEDED BVRULL PREFIX (FACH CORRECTIVE AQTION SHOULD
TAG REGULATORY DR LEC IDENTTFYING INFORMATION) TAG CROSS-REFERENCED TQ ;ﬂf.ﬁPPRDF RATE | - BATE

§

W 185 Conthued From page 12 wiss’ -
 their tn 1o be served.

| Nete: Feview of the Meal Time Protoce) dsted
B/28/2C08 reguired that Cllent #4 have er solids
and liquids served in an altemeling fashior, The

| ey progratn * & staff tailed o ensum that

' requiraiment

On /32008, at approximately 12-30piy there
were 2pproximataly ten (10) residests In the luneh I
roam and one siaff was present at the Hine the | :
' sutvey team eniersd the lunch oom. The swevey-| L
BN team intratuted themseives to the siafitend at ' U
%-- | approxiivrately 12:35pm, a second st=if membar I
o 'Ianiaradmeroomandﬁéﬂmwbﬁmemmrmt
' ihirninsinmﬁm&onwhiohcﬁerﬁ's i
l feeding. Acooriing to staff intetview on ©/3/2008,
r afl the residents for this lunch peticd wate
nomally in the kinch reom by 12:15pm, There
was ho evidence presenited or on fle at the ime oK
of survey to substentaie Het the facllity had !
|enamn Mmeasures to ensure an cltscive iE
complment of staff to properly iplement the
1 meal me feeding producols fof Client " 9#4 and
| Clinnts #5. [Cross Refarence W120 & W12T7]
{W 184} 4383.430(e}{4) STAFF TRAINING PROGRAM W 184}

. Stif must be able to demonsirats the siilis and |
. techmigues necassary o implement the tndividual ) il
,pmgtamplansfareauhcﬂaltformmheyare L

ﬁ
E
[

responstble,

&' ! This STANDARD 18 not met a0 evidanced by:
. » Bamad on sbhearvation, inlervew and recerd !
. verificetion, siaff failed t damonstizi=
rompeiency v Implernemdng clents’ feeding
profocols, for one of the four cllents in the
l sample. (Clients #3)

- : 2 -. [N I-
RM CMS-2587(02-0) Pravious Varsions Sbsainte Evtal iXFLCOMA Pacllity (7 PAGTE2 If continuwtion ghost Page 13 of 16
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DEPARTMENT OF HEALTH AND HUMAN SERWICES

___INDIVIDUAL DEVELOPMENT

. ldo1s
s
)t |09/05/2008

CENTERS FOR MEDICARE & MEDICAID SERVICES |

CEFICIEN REOVIDERISUFPLIER/CLIA MULTIPLE CONSTRUCTION
AND, PLAN OF CORMETION. O R ENTIRGATION NURER: LILOMG
_ pOGIZ2 ~ [pWiNe il
NANR OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21° CODE |l
3820 STANTON ROAD, SE b
1ot WASHINGTON, BC 26820 | |
e 1D SUMMARY STATEMENY OF DEFRCIENCIES 1T wm PROVIDER'S PLAN OF CORRECTION: || X5
‘é&u M DEFICENCY MUST BE PRECEDED BY (JLL PREFIX (EACH CORRECTIVE AGTION SHOULD SOMPLETION
A R(E"écuumnv OR LEC TDBHTIFYING INFORMAIION) I TAG moss-meggﬁbmmmmrnm DATE
{W 194} ] Continued Fram page 13 ] W 194} : .
The findings include: w194 A
The 7/25/2008 revisit outiined systematic This Standard will be met as; .
mealiime issues, as it related to the day evidenced by: ok
; fal!umhpmtectcﬁengfz'sh;:lthningsﬁhwat ; -z;
| mealtimes. Similarly, Clients #4 a was 1 MRP wi i Eed O
i observed wubu; Igi;rﬁlar findings during mehitimes adQ dmmuﬂaﬁmboi:);fetmg o ’ 9. ID'DK
as outlined : .
;_ ) implementation of protocols,
P 1. Client#4 ' s st=if failed ta ensure that follow-up actions and :
. mathodalogy of serving her solids and Rguids was= doc Co
|12 | implemented as writ=n, [See W128 and W127] umentation. ol
—
| M. 2. Chent#s's staff failed to ensure that she 1. Reforcnce response to W120 4.0
! 'Egggvghﬁm?sl;anummw:nd and W127 L
ensure her icuikls were se| a&a 2. Crossreferencer&eponseto; !
l nectar conslstancy. [(S=e W12D anhd W‘l‘m W120 and W127 :
{\N 318} | 483.460 HEALTH CARE SERVICES W 318} ) S
o
The facility misst snsure that spacific hadih care Pl
services requirementsi are met. o
wis ||
! Yhis CONDITION is not met as evidanced by: ThisCondltlonwﬂlbemetas:: N
| Based on observalion, interviews, and rebord evidenced by: Y
- review, tha facitity failed to ensure that staif in the . Lol
- homs and &t day program demonstrsted Cross reference response to W127,! | CM,OK
: competancy In implamenting clents’ mesgitmes W194. W322 and W331. ol
] | protocols {Cross referenca W127 and WH84]; ’ : Ly
1 * failed to provide preventive and genersl Reatth L
i - eare seivices to mest the needs of the ¢flents P
| w. [Cross referenca WS22): and filsd to establish o
! |svstamstuenaurahatnursmgaefmssm |
) | provided in accordance with clients’ healfrand |
. safely needs [Cross reforance W331); H
i ITharastﬂlsafﬁmeae&ymamlcplacﬁmwln i|
‘ORM CGIMSasE7(2-68) Previous Vansons Qbucler Boant b FLOBTS Fa;mym- DaBi23 it mnﬁnM aha%( Page 140f 18
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE 2. MEDICGAID SERVIGES
STATEMENT OF DEFICIENCIES (=9)] PROVIDERISLDELIFRMAL LA ) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IFENTIFICATION NUNBER: BURBING
. Q9G122 . PG
NAME OF PROVIDER TR SUPPLIER | eTREET ADDRESS, CITY. STATE, ZIF CODE
o . 3020 STANTON RQAR, BE
S . A WASHINGTON, DC 20820 NN
m ! (En.éH OEFICIENGY Musfmuggmmmruu ‘ﬁn’%u @cgmgﬂw SHOULD Bl mmgl;'i’uan
TAG ! REGULATORY OR LSC IDENTIFYING INFORRATION) TAG TO THE APPROPRIATE
. . DEFICIENGTY)
W 318} Continued From page 14 T W 218}
+ the detronshated fafitre of the facility toprovide
’ | heatth care services.
W 322} | 483.480(a)(3) PHYSICIAN SERVICES [W 322}
! The facility must provids or obtain prevekiive and {
e ganeml medical care.

‘_.._._-
3
1

.-]..--—- -
i
i

1 This STANDARD s net met as evidenced by:
W) Based on observatian, staff interview ané@ record
review, the facifty Talied to provide preventive and|
general madical care for one of the four elerds in

o

| the sample, (Clent #5)
[ i The findings include:
'L'-r Observations, Intervlews and record raviews

during the Juna 12, 200& recertification survey,

i ravezled that Cllent #Z was at fisk of =spiration

' | | during mesls, There was no evidence, afthat
time, thet the medical taam had effectively

monitorad the implemeantzation of her mealtime

' , Brafocol, to enaure her heaith and satety: As

i found with the 6/12/2008 recertification stivey

¢ and as faund In the 7/25/2008 follow-up, the

'£ facility failed to provide any evidehce thalthe ' i

——————

madical t=am had reviewed andlor monifored the -
newly developad meaal ime protocols that were

drafted on 8/26/2808 and provided & therday B

progreem an 8/28/3008 for beth Clienls #4 and %5, P

The day program failed to pravide any evidencs |
|

S e
- ' -

, that st=ff had been frainmed on the “naw” P

{ protocols and stoff was ohgarved to incetrectly v

mplernent the meal Hine protocols on bath ! 't

‘. | S2/200% and agsain ¢on S/3/2008, [Cross i E

[ Reforansa W120 and W1272) . Pl

, (W 474} 1 483.480B)2)Xm) MEAL SERVICES W 474} i
1 i

'ORIN CMBIEEIOL-55) Brevisus \eselent. Ancalrty Euard (P RLEDA Fackily ID: 000122 ¥ mﬂ"ﬁm: dj.,.,é Fage 15 of 16
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES
. CENTERS FOR MEDICARE & MFDICAID SERVCES

| STATEMENT OF DEFIGIENGIES PROVIDER/SLIP) MULTIPLE CONSTRYGTION
1 AND PLAN QF CORRECTION e {CENTIFICATION N ?mc
' 096122 ) E WING ‘
] NaME OF PROVIDER OR BUPPUER STREET ADBRESS, CITY, 5TATE, 2P cobs
. 3020 STANTON ROAD, SE !
o WASHINGTON, DC 20020 Ll
SUMMARY STATEMENT OF DEF ¥ PROVIDER'S PLAN OF CORRECTION : |
éﬁ#& (EACH DEFICIENTY MUSY BEM?.&*’M mgn: (EACH cnsgsc'rws mcgn SHOULD BE| conpLION
' TAG REGULATORY OR LSG IBENTIFYING INFORMMIION) TAS CROSS-REFERENCED YO 'rm:Ar-Puopm e | OATE
{W 474} ' Continued From page 15 W 474)
Food must be servad In & form consisteit with thel W322
developments] [evel of the client ' ' . .
t  This Standard will be met as 9, q 08
‘ evidenced by: ’
‘This STANDARD is not met as evidenceéd by

5, Do chemston st e obdreer Cross reerence W20 and Wiz
= provided In the prescribed texhse, forone ofthe '
wo clients in the sample, (Client ¥5)

e The findings include:

'’ Client#5' s new Meal Time Pratocol datied _ L
==, | 8/27/2008 required that Cllent #5 ba prowked with e .
" 8 ources of nectar thickered water ® WaT4 109 cmé
| Observatian on $/3/2008 revealed Chentis was This Standard will be met as S LAY
not pravided her fiquids at a nectar consistency, . evidenced 1} N
e lbutata consistency similar to reguiar milk. Videnced by: ! 0“0)““"()
! [mm%%wqm%mm %ﬂ;ﬁ_nﬁmm e , Cross reference responses to “1’;120,
1 but uses a reguiar plastic spoon for and W127. ;

measuremert Thenswas no evidencs gresanted . :

or on file at the time of the faliowup to ' i

- . substantiate that the facility implememed effective

: ﬁ'ain{ng on the requirements of providingsa nectar
consistency liguid to Client #5. ‘
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