far S etait ke A ek e ¥

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES o : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
09G152 , 08/17/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1000 NEWTON STREET NE
COMP CARE |1
WASHINGTON, DC 20019
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 000 INITIAL COMMENTS W 000

A recertification survey was conducted from
August 16, 2010, through August 17, 2010,
utilizing the fundamental survey process. A 0 A
sample of two clients was selected from a \ Q\
population of two females with various levels of Q «(I)J
mental retardation and disabilities. A focus was Q(
conducted on one client who was discharged 0

from the facility on May 3, 2010, @

The findings of the survey were based on
observations at the group home and one day
program, interviews with clients and staff, and the
review of clinical and administrative records,
including incident reports.

W 153 | 483.420(d)(2) STAFF TREATMENT OF W 153
CLIENTS

The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law through
established procedures.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that all unusual incidents
including injuries of unknown origin were reported
immediately to the administrator and other
officials according to District of Columbia
Reguiations (22 DCMR, Chapter 35, Section
3518.10) for one discharged client. (Client #3)

The finding includes:

Review of an incident report dated April 12, 2010
and an investigative report dated April 15, 2010,

LABORAT(:BDIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE @ TlTLE {X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is detel ine‘ that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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W 153 | Continued From page 1 W 153
on August 18, 2010 at 9:35 a.m., revealed Client
#3 sustained a physical injury above her right eye
on the morning of April 12, 2010. According to
the incident report, Client #3 was hit in the face by
another client while riding on the facility's van.
Review of Client #3's hospital "Discharge
Instructions” dated April 12, 2010, revealed the W 153 ;
client's diagnoses included right frontal Staff will be trained on 01.20.40
hematoma closed head injury (CHI) and PR ement policies
hypokalemia. Further review reveaied the client mi;dentcl‘:ldanag . po
was evaluated, treated and released to the group and procedures.
home on the same day
The facility’s Incident
During a face fo face interview with the Qualified Management Coordinator
Mental Retardation Professional (QMRP) on (AM il with the
August 16, 2010 at approximately 10:00 a.m., it H ) M. work. ensurin
was acknowledged the allegation of client to client ouse vianager in g
abuse was not sent to the Department of Health that all incidents are reported
(DOHY) untif July 22, 2010. | to the necessary authorities in Q»SOJO
) B | a timely manner. i
There was no evidence the facility ensured the — R
fimely nofification of all aliegations of abuse or
actual harm was conducted as required by this
regulatory requirement to the Department of
Health (DOH).
VWV 156 | 483.420(d)(4) STAFF TREATMENT OF W 156
CLENTS
The results of all investigations must be reported
to the administrator or designated representative
or to other officials in accordance with State law
within five working days of the incident.
This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to report the results of all investigations to
the administrator within five working days of the
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W 156 | Continued From page 2 W 156
incident for one discharged client. (Client #3)
The finding includes:
Review of an incident report dated April 12, 2010 W 156
on August 18, 2010, at approximately 9:35 a.m., .re ill adhere to
revealed Client #3 sustained a physical injury The facl.hty will .
i ina hi completing and reporting the
above her right eye after being hit by another cCompieting thin fi
client while riding in the facility’s van. Review of investigation report within five
Client #3's hospital "Discharge Instructions™ dated working days in accordance
April 12, 2010, revealed the client's diagnoses with State Law.
included a right frontal hematoma, closed head :
Injury (CHi} and hypokalemia. The facility’s Incident
Review of the corresponding investigative report Management Coordmatol:
dated April 15, 2010, on August 20, 2010 at (IMC) will work closely with
approximately 1:35 p.m., revealed that the the Assistant Administrator in
Qualified Mental Retardation Professional . : isati
. urin investigations
(QMRP} completed the investigation on April 21, ens g that all wmorted to
2010. Further review revealed the administrator are completed and repo
reviewed and signed the investigative report on | the administrator within five _
April 22, 2010, working days. P‘Laoal
During a teiephone interview with the QMRP on
August 20, 2010, at approximately 2:30 p.m., it
was acknowledged the administrator reviewed
and signed the investigative report on April 22,
2010.
There was no documented evidence the facility
reported the results of all investigations to the
administrator within five working days of the
incident.
W 189 483.430(e}(1) STAFF TRAINING PROGRAM w189
The facility must provide each empioyee with
initial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently.
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This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure each employee was effectively
trained enabling them to perform their duties
effectively, efficiently, and competently for three
(3) of sixteen (16) staff.
The findings include:
1. The facility failed to ensure that the Direct Care
Staff (DCS) had received effective training on
Client #1's meaitime guidelines as evidenced by: ST
W 189, 1
During breakfast observation on August 16, 2010, | The speech and language
at approximately 7:30 a.m., staff was observed to | pathologist will train staff on
feed Client #1 chopped eggs, hash brown P ‘#1?"“‘ I idelin
potatoes and toast with a slightly built -up spoon | client#1’s mealtime guidelines.
from a high sided plate, .
| The facility’s House Manager
During a face to face interview with the direct care will on a weekly basis observe
staff on August 16, 2010 at approximately 8:00 | P .
a.m., it was acknowiedged Client #1 was capable | gﬁ_:#f’ltmpl;lm;‘;‘““g idelines
of feeding herself. { clen S m e guide o Oq 20.10
i ' L
Review of Client #1's mealtime guidelines dated | A memo will be sent to all staff
March 2010 on August 17, 2010, at approximately { reminding them sbout net to
11:00 a.m., revealed the client eats | toed el 1 during meals
independently after set up with close supervision = eliem#l B e
and assistance to decrease distractibility and to
maintain a safe rate of food intake.
There was no visible evidence that the facility
staff allowed the client to eat independently
according to her mealtime guidelines.
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W 189 | Continued From page 4 W 188|
2. Cross Refer to W153. The facility failed to | W189,2 )
ensure the Qualified Mental Retardation | | The Qualified Mental
Professional (QMRP) had received effective Retardation Professional
training on their incident management policy to (QMRP) will be re-trained on
ensure the timely notification of all allegations of g t policies
abuse to the Department of Health/Health incident I:danagel;;:n po .
Regulation Licensure Administration ’U}d procedures. The trammg
(DOH/HRLA). will emphasize timely
completion and submission of
3. Cross Refer to W156. The facility failed to investigative report to the
ensure t_he.QMRP had received effect:ve training Department of Health, and the
on their incident management policy to ensure the litv’s administrato
facility reported the results of all investigations to { | facility’s administrator.
the administrator within five working days of the 09.30-10]
incident.
4. Cross Refer to W252. The facility failed to ' W 189.3
ensure that the DCS had received effective ’ )
training on data collection to make certain all Cross Reference W 156.
required targeted behaviors were captured. _
W 193 | 483.430(e)(3) STAFF TRAINING PROGRAM W 193
Staff must be able to demonstrate the skills and ‘ W 189, 4
techniques necessary to administer interventions ' 4 09
to manage the inappropriate behavior of clients. | | Please refer to W 252 : +30.10

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure ali staff was
effectively trained to implement a client's behavior
management plan, for one of two clients included
in the sample. (Client #1)

The finding includes:
During medication observation on August 16,

2010, at approximately 8:10 a.m., Client #1 was
observed licking the surface of the dining room
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W 193 | Continued From page 5 W 183
table four (4) times. The Acting House Manager W 193
made no attempt to redirect the behaviors. Staff will be re-trained on
client #1’s Behavior Support
During a face to face interview with the Acting Plan (BSP)
House Manager on August 16, 2010, at "
approximately 8:15 a.m., revealed Client #1 had a
behavior support plan to address her targeted The House Manager and
behaviors that included surface licking. Further QMRP will on a weekly
inte_rview revealed thg A'cting House Manager did observe staff implementation |
not implement the client's BSP. of the interventions specified in
Review of Client #1's BSP dated March 28, 2010, client#1’s BSP. =
on August 17, 2010 at approximately 12:10 p.m., Hands on training will be
revealed Client #1's BSP listed surface licking provided to a staff who does
and ﬁnger licking as two of her targeted - not implement the
maladaptive behaviors. The BSP revealed if the interventions specified in
client engages in surface licking her name was to ' ss BSP 09.30-!
be called, eye contact established and in a firm client #1°s . +30-10|
tone of voice say "stop, client #1 ",
There was no evidence the facility ensured all
staff was effectively trained specifically on Client
#1's behavior management plan.
W 201 | 483.440(b)(4)(i) ADMISSIONS, TRANSFERS, W 201
DISCHARGE
If a clientis to be either transferred or discharged,
the facility must have documentation in the
client's record that the client was transferred or
discharged for good cause.
This STANDARD is not met as evidenced by:
Based on interview, the facility failed to ensure
documentation in the clienfs record that the client
was transferred or discharged for good cause for
one of one client discharged from the facility.
(Client #3)
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W 201 Continued From page 6 W201 |
- w201 ,
The ﬁndlng includes: R%ident #3's transfer was an
emergency case (not 2 good
During a face to face interview with the Qualified cause situation). Her mother
Mental Retardation Professional (QMRP) on took her away from the facility
August 16, 2010, at approximately 10:05 a.m., it £t ¢ .ac. dy at and refused
was acknowledged that Client #3 was discharged atter .an meident an
from the facility on May 3, 2010, in the custody of to bring her back. After
her Mother. Further interview revealed that Client several failed attempts by the
#3's medical records were not in the facility. facility in getting Resident #3
back to the facility, an
There was no documented evidence at the time .
of the survey that the client was transferred or eltlergency discharge was heid
discharged for good cause. with the mother a.nd th."
W 242 | 483.440(c)(6)(iii) INDIVIDUAL PROGRAM PLAN W 242| | Department on Dlsablhtym
Services (DDS) on May 3",
The individual program plan must include, for 2010. 05103"0
those clients who lack them, training in personal
skills essential for privacy and independence v .
(including, but not limited to, toilet training, The facility’s policy on
personal hygiene, dental hygiene, self-feeding, maintaining records after
bathing, dressing, grooming, and communication discharge of a resident, states;
of basic needs), until it has been demonstrated “Upon discharge of a resident,
gfc‘: l.ltlt:lfl ;:I;ﬁgtn:s developmentally incapable of all habilitation record shall be
) transferred to the i
administrative office...” At the |
This STANDARD is not met as evidenced by: time of the survey, resident
Based on observation, staff interview and record | #3°s records were stored in the
review, the facility failed to ensure each client's iministrat -
individual program plan (IPP) included training in . tive office as por
activities of dental hygiene, for one of the two { cpmpauy’s pelicy.
clients in the sample. (Client #1)
The finding includes:
Review of Client #1's dental consult dated
February 1, 2009, on August 17, 2010,
recommended the client brush her teeth two (2)
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W 242 | Continued From page 7 W 242
to three (3) times a day. Further review of Client
#1's dental consultations dated June 18, 2009
and July 27, 2009 on August 17, 2010, at
approximately 9:10 a.m., revealed plaque and W 242
calculus was present on all of the client's A formal Individual Program
remaining teeth. Plan (IPP) will be put in place
: )
Review of Client #1's Individual Program Plan to enhance cll?nt #1’s hin
(IPP) dated August 2010, on August 17, 2010 at participation in tooth brushing
approximately 9:12 a.m., revealed no evidence of tasks.
a training program to address the client's oral 09.04.10
hygiene. The implementation of the IPP *
During a face to face interview with the Licensed V_"i“ be monitored quaritltierl? by
Practical Nurse #4 (LPN #4) on August 17, 2010, the QMRP and the facility’s
at approximately 1:20 p.m., acknpwledged Client Registered Nurse (RN) for
#1 did not have a training program to address her DIGETesS
dental hygiene, S
There was no evidence the facility ensured the
client's IPP included training in activities of dental
hygiene.
W 252 | 483.440(e)(1) PROGRAM DOCUMENTATION W 252
Data relative to accomplishment of the criteria
specified in client individual program plan
objectives must be documented in measurable
terms.
This STANDARD is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure that data was
collected in the form and required frequency, for
one of the two clients in the sample. (Client #1)
The finding includes:
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W 252 | Continued From page 8 W 252
During medication observation on August 16,
2010, at approximately 8:10 a.m., Client #1 was
observed licking the surface of the dining room
table four (4) times.
Review of Client #1's BSP dated on March 28,
2010, on August 17, 2010 at approximately 12:10
p.m., revealed Client #1's listed surface licking
and finger licking as two of her targeted W 252
maladaptive behaviors. The BSP revealed if the Staff will be trained on
client engages in surface licking her name was to . s .
be called, eye contact established and in a firm client#1’s Behaw;:jiupport
tone of voice say "stop, client #1 ". According to Plan and data co o,
the data collection instructions, staff were to
record all incidents of targeted behaviors on the The House Manager and
Antecedent Behavior Consequence (ABC) sheet. QMRP will on a weekly basis
Review of the ABC data sheet on August 17, ob§erve staf;f mPlemiefl.l::‘:;m 09.20.10
2010, at approximately 12:10 p.m., revealed of interventions specifi
Client # 1 had no maladaptive behaviors client #1°s BSP and also
documented on August 16, 2010, at 8:10 a.m. | monitor consistency in data
flection.
During a face to face interview with Licensed L :
Practical Nurse #4 (LPN #4) on August 17, 2010,
at approximately 12:30 p.m., it was acknowledged
the staff had not documented the aforementioned
maladaptive behavior on the ABC date sheet.
There was no evidence that data had been
collected in accordance with the client's BSP.
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I 000,

1090

INITIAL COMMENTS

A relicensure survey was conducted from August
16, 2010 thru August 17, 2010. Two residents
was selected from a resident population of two
females with various degrees of disabilities. A
focus was conducted on one resident who was
discharged from the faciiity on May 3, 2010. The
findings of this survey were based on
observations at the group home and one day
program, interviews with residents and residential
staff as well as the review of clinical and
administrative records, including incident reports.

3504.1 HOUSEKEEPING

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable
odors.

This Statute is not met as evidenced by:
Based on observation and interview, the group
home for mentally retarded persons (GHMRP)
failed to maintain the interior and exterior of the
facility in a safe, clean, orderly, attractive, and
sanitary manner for two of two residents in the
facility. ( Resident #1, and #2)

The findings include:

Observation and interview with the facility's
Qualified Mental Retardation Professional
(QMRP) on August 16, 2010, beginning at 9:20
a.m. revealed the following:

Interior;

1. The light near the second floor of the GHMRP

I

000

090
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1 090| Continued From page 1 1090 [T 090. 1
- E ]
exit door did not have a light cover. The light cover has been
Exterior installed.
2. The second floor exit door of the GHMRP had I 090,2 ]
chipping and peeling paint on the outside of the The second floor exit door has
door. been re-painted.
3. The wood railing, on the front porch of the 1 09,3
GHMRP had nails protruding outwards creating ’ . s ha
the potential of injury of hands. | The pmtrudu:}g m“lst ve
| been covered by protective
4. The wood planks on the front porch of the | wares so as to avoid potential
GHMRP were raised upward creating the injury.
potential for injury by someone tripping on the
planks. : 1 09%. 4
s
During a face-to-face interview on August 16, The whole porch will be
5101%3 a't:{ agl;:ximatsly f10:00 a.:n., It(he ﬁugliﬁedd remodeled so as to eliminate
ental Retardation Professional acknowledge ' ial for injury.
the findings, potential for injury
Once monthly, the facility’s
1192 . 1192 ‘ -
3508.8(c) ADMINISTRATIVE SUPPORT 9 maintenance team will conduct
Each GHMRP licensee shall carry or ensure that internal and external
the premise carries the following insurance in at environmental audits so as ¢
least the following amounts: | enhance a clean and safe L
.  09/30/10
(¢} Professional Liability | environment. g
This ktatute is not met as evidenced by:
Based on interview and record review, the
GHMRP failed to have on file for review,
professional iiability insurance for one of twelve
professionals. (Pharmacist )
The finding includes:
Heaith Regulation Administration
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1 192! Continued From page 2 192
I 192
Review of personnel records on August 16, The pharmacist has submitted
2010, at approximately 11:40 a.m., reveaied the a professional liability
GHMRP failed to provide evidence of insurance.
professional liability insurance for the pharmacist ey
_In an interview with the Qualified Mental The facility’s Human Resource
Retardation Professional (QMRP) on August 16, P er?onnel will 011.3 monthly
2010, at approximately 2:00 p.m., it was basis conduct review of
acknowledged that the pharmacist did not have consultants’ files to ensure that |
%oei‘eessicr;r;a{l1 liabiili‘ty insutl;?n?: ﬁ?t;tiri:iggtes on file. all required documents are
re was no evidence the fac ,
professional liability insurances on file for all Lcurrent or updated as needed. 09/30/10
professionals. -
1 229! 3510.5(f) STAFF TRAINING 1229

Each training program shall include, but not be
limited to, the following:

() Speciaity areas refated to the GHMRP and the
residents to be served including, but not limited
to, behavior management, sexuality, nutrition,
recreation, fotal communications, and assistive
technologies;

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the Group Home for the Mentally
Retarded Persons (GHMRP)'s nursing staff failed
to demonstrate competency in the
implementation of the Behavior Support Plan
(BSP), for one of two residents included in the
sample. (Resident #1)

The finding includes:

During medication observation on August 16,
2010, at approximately 8:10 a.m., Resident #1
was observed licking the surface of the dining
room table four (4) times. The Acting House
Health Regulation Administration
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1228| Continued From page 3 1229
Manager made no attempt to redirect the
behaviors,
During a face to face interview with the Acting
House Manager on August 16, 2010, at
approximately 8:15 am., revealed Resident #1
had a behavior support plan to address her 1229
targeted behaviors that included surface licking. : . .
Further interview revealed the Acting House All staff (including the i
Manager did not implement the resident's BSP. , Assistant House Manager) will
. be re-trained on Resident #1’s
Review of Resident #1's BSP dated on March 28, BSP
2010, on August 17, 2010 at approximately 12:10 ] )
p.m., revealed Resident#1's listed surface licking
and finger licking as two of her targeted The House Manager and the
maladaptive behaviors. The BSP revealed if the | QMRP will on a weekly basis
resident engages in surface licking her name was | conduct random observations
to be called, eye contact established and in a firm t aff implementing '
tone of voice say "stop, [Resident#1] " of y _ s
Resident #1°s BSP. . 09/30/10

There was no evidence the facility ensured all
staff was effectively trained specifically on
Resident #1's behavior management plan.

1365 3518.4(a) DISCHARGE / TRANSFER POLICIES | 1355
PROCEDURES

Each GHMRP shail plan for voluntary or
involuntary transfer or discharge of a resident on
a non-emergency basis and shall provide the
following:

(a) Sixty (60) days notification to appropriate
individuals or sponsoring agencies of reasons for
the need to transfer or discharge:;

This Statute is not met as evidenced by:

Based on interview and record review, the Group
Home for Mentally Retarded Persons (GHMRP)
falled to provide evidence of notification to

Health Regulation Administration
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appropriate individuals or sponsoring agencies of 1355 is applicable to a non-
the reason for the need to transfer one of one emergency transfer. Resident
resident discharged from the facility. (Resident #3’s transfer was an
#3) emergency case. Her mother
The finding includes: took her away from the facility |

after an incident and refused

During a face to face interview with the Qualified to bring her back. After
Mental Retardation Professional (QMRP) during several failed attempts by the
the entrance conference on August 16, 2010 at epag  w . .y "
approximately 10:05 a.m. it was acknowledged facility in get I|._|t|g_ Resident #3
that Resident #3 was discharged from the facility back to the f{“’lmy’ an
on May 3, 2010, in the custody of her Mother. emergency discharge was held
Further interview revealed that Resident #3's with the mother and the
medical records were not in the facility. Department on Disability

rd

There was no documented evidence at the time | Services (DDS) on May 37, 05.03.19
of the survey that the resident was transferred or | 2010.
discharged for good cause.

The facility’s policy on
1379 3519.10 EMERGENCIES 1379 { maintaining records after
i addit h ] discharge of a resident, states;

n addition to the reporting requirement in 3519.5, “ discharee of a resident
each GHMRP shalt notify the Department of ailljgo'll)ilitati ;ge rd shall be
Health, Health Facilities Division of any other a o
unusual incident or event which substantially | transferred to the
interferes with a resident* s health, weifare, living | administrative office...” At the |
arrangement, well being or in any other way | time of the survey, resident
places the resident at risk. Such notification shall .| #3’s records were stored in the
be made by telephone immediately and shall be _ . .
followed up by written notification within _admimstr;atlve office as per
twenty-four (24) hours or the next work day. company’s pelicy. :

Health Regulation Administration
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1379 | Continued From page 5 1379
reported immediately to the Department of I 379
Health, Health Regulations Licensing will be trained on
Administration (DOH/HRLA), in accordance with .St'g . mb:n; mem ot policics
district law (22 DCMR, Chapter 35, Section mcerden 8 po’l
3519.10), for one discharged resident. (Resident and procedures. Elnpl.lasm of
#3) the in-service will be timely
. notification of regulatory
The finding includes: agencies of an incident.
Review of an incident report dated April 12, 2010 e .
on August 18, 2010 at approximately 9:35 a.m., The facility’s Inc'del."
revealed Resident #3 sustained a physical injury Management Coordinator
above her right eye on the moming of Aprit 12, (IMC) will ensure compliance
2010. chprding to the incident repqrt, Resic!ent with incident management
#3 was hitin the face by another resident while s
- g policy through tracking and
riding on the facility's van. ..
trending of when incidents are
Review of Resident #3's hospital "Discharge reported to regulatory
instructions” dated April 12, 2010, on August 20, agencies and the
2010 at approximately 1:35 p.m., revealed the ministrative office.
clients diagnoses included a right frontal ad 09/30/10
hematoma, closed head injury (CHI) and
hypokalemia. Further review revealed the
resident was evaluated, treated and released to
the group home on the same day
During a face to face interview with the Qualified
Mental Retardation Professional (QMRP) it was
acknowledged the allegation of resident to
resident abuse was not sent to the Department
of Health (DOH) until July 22, 2010.
There was no evidence the facility ensured the
timely notification of all allegations of abuse or
actual harm was conducted as required by this
regulatory requirement to the Department of
Health (DOH).
1432/ 3521.7(c) HABILITATION AND TRAINING 1432
Heaith Regulation Administration

STATE FORM

Z5HB11

If confinuation sheet 6 of 8




Health Regutation Administration

PRINTED: 08/24/2010
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

HFD03-0128

(X2) MULTIPLE CONSTRUCTION COMPLETED

A BUILDING
B. WING

{X3) DATE SURVEY

08/17/2010

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1000 NEWTON STREET NE
COMP CARE Il WASHINGTON, DC 20019

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION {X5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)

1 432 | Continued From page 6

The habilitation and training of residents by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas:

(c) Personal hygiene (including washing, bathing,
shampooing, brushing teeth, and menstrual
care);

This Statute is not met as evidenced by:
Based on interview and record review the
GHMRP failed to ensure the residents had
training on brushing their teeth, for one of one
resident in the sample. (Resident #1)

The finding includes:

Review of Resident #1's dental consult dated
February 1, 2009, on August 117, 2010
recommended the resident brush her teeth two
(2) to three (3) times a day. Further review of
Resident #1's dental consultations dated June 18,
2009 and July 27, 2009 on August 17, 2010, at
approximately 9:10 a.m., revealed plaque and
calculus was present on all of the residents
remaining teeth.

Review of Resident #1's Individual Program Plan
(IPP) dated August 2010, on August 17, 2010 at
approximately 9:12 a.m., revealed no evidence of
a training program to address the client's oral
hygiene.

During a face to face interview with the Licensed
Practical Nurse #4 (LPN #4) on August 17, 2010,
at approximately 1:20 p.m., acknowledged
Resident #1 did not have a training program to
address her dental hygiene.

There was no evidence the facility ensured the
resident's IPP included training in activities of

1432

{ Plan (IPP) will be put in place

1 432
A formal Individual Program

to enhance resident #1’s ability | [~ 1
to brush her teeth. - 09.0L.t0
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dental hygiene.
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