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Department of Health
A recertification survey was conducted from Health Regulation & Licerising Administratior}
January 27, 2014 through January 29, 2014. A Intermediate Care Facillities Division
sample of three clients was selected from a 898 North Capitol St., N.E.
population of two females and four males with Washington, D.C. 20002
varying degrees of intellectual disabilities. This , o
survey was conducted utilizing the fundamental i 2 / { L/
survey process. ‘

The findings of the survey were based on
observations, interviews, review of client and
administrative records.

Note: The below are abbreviations that may
appear throughout the body of this report.

Department of Health, Health Regulation and
Licensing Administration - DOH/HRLA
Direct Support Professlonal - DSP

Group Home for Individuals with Intellectual
Disabilities - GHIID

indlvidual Program Plan - IPP

Individual Support Plan - ISP

Intermediate Care Facility - ICF

Licensed Practical Nurse - LPN

Medication Administration Record - MAR
Qualified Intellectual Disabilities Professional -
QiDP

Registered Nurse - RN

DON - Director of Nursing

DPS - Day Program Staff

W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 249

As soon as the interdisciplinary team has
formutated a client's individual program plan,
each client must receive a continuous acfive
treatment program consisting of needed
interventions and services in sufficient number

OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE HILE . (X8) DATE
20 o SC Oy roahons 2zl

Any deficlen atempnt ending with an asterisk (*) denotes a deficiency which the {nstitution may be excuskd from correcting providing it is determined that

othior safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homss, the findings slated above are disclosable 80 days

following the date of survey whether or not a plen of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facility. if deficiencles are cited, an approved plan of correction Is requisite fo continued

program participation.
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and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD s not met as evidenced by:
Based on observation, interview and record
review, the facllity failed to ensure that the IPP
included the communication program objective to
meet the cllent's heeds as recommended by the
speech pathologist, for one of three clienis in the
sample. {Cllent#3}

The finding includes:

On January 27, 2014, beginning at 12:26 p.m.,
Client #3 was observed learning sign language
with ftash cards at her.day program. At 12:30
p.m., Client #3 signed bathroom without the use
of the flash card. DPS #1 assisted the client to
the bathroom. At 3:40 p.m., Client #3 arrived
home from the day program, At 3:54 p.m., DSP
#2 asked Client #3 to set the table for snack. At
3:57 p.m., DSP #3 asked the client to choose
what she wanted to eat for snack. At 3:59 p.m.,
Client #3 gestured for DSP #2 to open the
pudding container. At 5:43 p.m., DSP #2 asked
Client #3 to wash her hands for dinner.

Review of Client #3's record revealed the client
had an ISP meeting on September 10, 2013, at
10:54 a.m. At the ISP meeting; the IDT reviewed
consultant recommendations and approved the
program goals and objectives to be implemented
the following year.

Review of Client #3's speech assessment dated
August 28, 2013, on January 29, 2014, at 10:16
a.m., revealed the client was required to

W 249

W 249

The QIDP will re-inservice staff #2 and
all staff working with individual #3 on
the program goals recommended by the
speech pathologist, and approved by
the IDT. 2121114
SYSTEM: The QIDP will af least monthly
review the documentation for the goals
and observe the implementation of the
goat that ensure that staff are
consistently implementing the speech
goal and all goals consistently. Ongoing
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participate in a communication program with the
use of manual signs. Further review revealed the
following program objective:

"Client #4 wili produce manual signs to label
activities of daily living for 8 of 10 trials offered
with 80% accuracy." Continued review of the
assessment revealed that the objective intended
the client to manually learn the words: eat, drink,
bathroom hello, goodbye, sleep, wash hands,
shoes, ride and finish,

Review of the IPP dated September 10, 2013, on
January 29, 2014, at 11:27 a.m., revealed no
evidence of a training program to address the
aforementioned communication program by the
speech pathologist.

interview with the QIDP on January 29, 2014, at
3:00 p.m., confirmed that the communication to
produce manual signs was not implemented.

W 382 | 483.450({)(2) DRUG STORAGE AND W 382] W 382
RECORDKEEPING LPN #2 will be re-inserviced on ensuring

The facility must keep all drugs and biologicals and keeping all drugs apd biclogicals
locked except when being prepared for locked except when being prepared

administration. for administration. 2121114
SYSTEM: The supervising RN will, at
This STANDARD s not met as evidenced by: ﬁf:f every 6 m°m§f’ zgser:'iﬂae?r’;
Based on obsetvation and interviews, the facility § passing medication &

falled to ensure medications were secured during Homes, Inc. and document all
the medication administration, while not in the observations. Ongoing
direct supervision of the nurse administering the
medications, for six of six persons residing in the
facility. (Clients #1, #2, #3, #4, #5 and #6)

On January 27, 2014, during the medication
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administration beginning from 8:23 a.m., through
9:09 a.m., LPN #2 was observed to leave the
meadication closet door open and unsecured on
six separate occasions. Additionally a small
maedication refrigerator which was positicn next to
the medication cabinet was also noted to be
unsecured. The medication refrigerator was used
to store medications including insulin. As LPN #2
administered the medications, the nurse was
observed to lsave the direct oversight of the
medications. The surveyor remained in the
medication area each time the nurse left the
medlcations unsecured. Furthermore Client #3
and DPS #1, #2, #3 and #4 were observed to
have direct access to the medication area.

Interview with LPN #2 on January 28, 2014, at
3:23 p.m., confirmed that the medication shouid
have been secured and unaccessible to staff, the
clients and the surveyor.

483.460(n){(1) LABORATORY SERVICES

if a facllity chooses to provide laboratory services,
the laboratory must meet the requirements
specified in part 493 of this chapter.

This STANDARD is not met as evidenced by:
Based on Interview and record review, the facliity
failed to ensure it met the requirements for
performing glucose monitoring testing, for two
individuals (out of six clients that reside ini the
facility) whose blood giucose was being tested by
facllity staff. (Clients #1 and #5)

The finding includes:
On January 27, 2014, at 8:37 a.m., LPN #2 was

W 382

W 393

... PROVIDER'S PLANOF CORRECTION . {6y .f. ... .. ..
{EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 383

The Director of Nursing will obtain a
current CLIA for the home for glucose
monitoring for individual #1 and #5.  |2/21/14
SYSTEM: The Director of Nursing will
obtain an updated CLIA every two
years as required by part 493 of the
Clinical Laboratory improvement Act. | Ongoing
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observed performing a finger stick glucose test
on Client #5 using a glucometer. Interview with
the nurse at 8:38 a.m., revealed that Client #5
had a diagnosis of diabetes and was prescribed
Metformin and Januvia to {reat his health
condition.

Similarly, on January 27, 2014, at 9.05 a.m,, LPN
#2 was observed performing a finger stick
glucose test on Client #1 using a glucometer.
Interview with the nurse at 9:06 a.m., revealed
that Client #1 had a diagnosis of diabetes and
was prescribed Metformin to treat his health
condition.

Interview with the facility's DON on January 29,
2014, at approximately 4:30 p.m., revealed that
the provider did not have a certificate of waiver as
required by part 493 of the Clinicai Laboratory
Improvement Act (CLIA) to perform glucose
monitoring in the facllity. Further interview
revealed that the DON started the process to
obtain a CLIA certificate.

The facility failed to obtain a clinical laboratory
improvement amendment (CLIA) certificate prior
to conducting taboratory testing,

W 440 | 483.470(i)(1) EVACUATION DRILLS W 440{ W440
The Residential Coordinator will be
The facihty must hOld evacuaiiqn drills at least {e_insewiced on the requ'[rement as it
quarterly for each shift of personnel. relates to printing evacuation drills on a
monthly basis, and file in the fire drill
This STANDARD is not met as evidenced by: book . 221114
Based on Interview and record review, the facility SYSTEM: The Residential Coordinator
failed to hold evacuation drills quarterly, for five of will monthly review fire drills in electron|c
the five shift of duties reviewed (Weekday 8:00 system 10 Z nsure they are completed

a.m. - 4:00 p.m., 4:00 p.m. - 12:00 a.m., and

per regulation, and follow filing process, Ongoing
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12:00 a.m. - 8:00 a.m., and weekend 8:00 am. -
8:00 p.m. and 8:00 p.m. - 8:00 a.m.).

The finding Includes:

The GHUD failed to conduct simulated fire drilis at
teast four times a year for éach shift, as
evidenced below:

On January 27, 2014, at 11:00 a.m,, interview
with the QIDP revealed that there were five
designated shifts (8:00 a.m. - 4:00 p.m.; 400
p.m. - 12:00 am.; and 12:00 a.m. - 8:00 am.),
Monday through Friday. Further interview
revealed that there were two designated shifts
(8:00 a.m. - 8:00 p.m. and 8:00 p.m. - 8:00 a.m.)
for the weekend (Saturday/Sunday).

Review of the GHUID's fire drill records on
January 28, 2014, beginning at 3:07 p.m.
revealed that no drills were held during the
weekday and weekend shift (12:00 a.m. - 8:00
a.m.) from April 2013 through January 2014.
Futther review revealed that no drills were held
during the weekday and weekend shift (8:00 a.m.
- 4:00 p.m., and 4:00 p.m. - 12:00 a.m.) from
June 2013 through January 2014.

Interview with the QIDP on January 29, 2014, at
approximately 4:15 p.m., revealed that fire drills
were to be completed for every shift,
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1000, INITIAL COMMENTS 1000

A licensure survey was conducted from January
27, 2014 through January 29, 2014. A sample of
three residents was selected from a population of
two females and four males with vatying degrees
of intellectual disabilities.

The findings of the survey were based on
observations, interviews, review of residents and
administrative fecords.

Note: The below are abbreviations that may
appear throughout the body of this report.

Department of Heaith, Health Regulation and
Licensing Administration - DOH/HRLA
Direct Support Professional - DSP

Group Home for Individuals with Intellectual
Disabilities - GHIID

Individual Program Plan - [PP

individual Support Plan - ISP

Intermediate Care Facility - [CF

Licensed Practical Nurse - LPN

Medication Administration Record - MAR
Qualified Intellectual Disabilities Professionat -
QIDP

Registered Nurse - RN

DON - Director of Nursing

DPS - Day Program Staff

1090, 3504.1 HOUSEKEEPING 1080

The interior and exterior of each GHMRP shali be
maintained in a safe, clean, orderly, aitractive,
and sanitary manner and be free of
accumulations of dirf, rubblish, and objectionable
odors,

This Statute is not met as evidenced by

Health Regulation & Licensing Adminisiration
AQORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XB) DATE

it continuation sheat 7 of 6
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1090 | Continued From page 1 1090 1090 ,
Based on observation and interview, the GHHD 21 Individuals #3 ar.'d d4 dresser 2/3/44
failed to maintain the interior and exterlor of the rawers .w'ere repaired. ‘
facility in a safe, clean, orderly, atiractive, and 2. The dining room chair was repaired.{2/3/14
sanltary manner, for six of six residents residing 3. The electric space heaters have
in the facility. (Residents #1, #2, #3, #4, #5 and been removed from the home.
#6) Additionally, the space heaters in
The findings include: individuals #3 and #4 bedroom have
been removed and replaced by an
Observation during the inspection of the approved heater. 2/12/14
environment on January 29, 2014, beginning at 4. Individual #5's blind has been
4:50 p.m., revealed the following: replaced. 2/3/14
1. Residents #3, #4 and #5's dresser drawers 5. The gutter outside was cleaned, and
were off track, creating a potential safety hazard. repaired. 213114
. SYSTEM: The Residential Coordinator
2. One dining room chalr arm rest was broken. will conduct monthly environmental
3. There was an electric space heater observed checks, a-nd npte any rfapalrs needed:
in Residents #3 and #4's bedroom. Additionally, The repairs will be put in the electronic
there were two unplugged electric space heaters system within 24 hours of discovery,
were observed in the nurses' office. and follow maintenance protocol. Ongoing
4, Resident #5's blind was broken.
5, The gutter outside was leaking water onto the
iront steps.
The QIDP who was present during the inspection,
confirmed the above findings. The QIDP stated
she would address the findings.
1138) 3505.5 FIRE SAFETY 1135 cross reference W 440
Each GHMRP shall conduct simulated fire drills in
order to test the effectiveness of the plan at least
four {4) times a year for each shift.
Heailh Regulation & Licenslng Administration
STATE FORM o69% 7HNC11 If continuation sheet 20f 6
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This Statute is not met as evidenced by:

Based on interview and record review, the GHIID
failed to hold evacuation drilis quarterly, for five of
the five shift of duties reviewed (Weekday 8:00
a.m, - 4:00 p.m,, 400 p.m. - 12:00 a.m,, and
42:00 a.m. - 8:00 a.m., and weekend 8:00 a.m. -
8:00 p.m. and 8:00 p.m. - 8:00 a.m.).

The finding includes:

The GHIID failed to conduct simulated fire drills at
least four times a year for each shift, as
evidenced below:

On January 27, 2014, at 11:00 a.m,, interview
with the QIDP revealed that there were five
designated shifts (8:00 a.m. - 4:00 p.m.; 4:00
p.m. - 12:00 a.m.; and 12:00 a.m, - 8:00 am.),
Monday through Friday. Further Interview
revealed that there were two designated shifts
{8:00 a.m. - 8:00 p.m. and 8:00 p.m. - 8:00 a.m.)
for the weekend {Saturday/Sunday).

Review of the GHIID's fire drill records on
January 29, 2014, beginning at 3:07 p.m.
revealed that no drilis were held during the
weekday and weekend shift (12:00 a.m. - 8.00
a.m.) from Aprll 2013 through January 2014.
Further review revealed that no drills were held
during the weekday and weekend shift (8:00 a.m.
- 4:00 p.m., and 4:00 p.m. - 12:00 a.m.} from
June 2013 through January 2014.

Interview with the QIDP on January 29, 2014, at

approximately 4:15 p.m., revealed that fire drills
were to be completed for every shift.

3509.6 PERSONNEL POLICIES

135

1206

Health Regul
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1208 Continued From page 3 1206 )
Pag The Director of Human Resources has

Each employee, prior to employment and
anaually thereafter, shall provide a physician ‘s
certification that a health inventory has been
performed and that the employes * s health status
would allow him or her to perform the required
duties.

This Statute is not met as evidenced by:

Based on interview and record review, the GHIID
falled to ensure that all employees and health
care professionals had current-health cerlificates
on file, for six (6) of nineteen {18) DSPs (DSPs
#4,#5, #6, #7, #8 and #9), one (1) of one {1} RN
(RN #1), and one (1) of (ten) consultants .

The findings include:

On January 29, 2014, beginning at 12:57 p.m.,
review of the personnel records for all employees
including nurses and consultants revealed the
following:

1. There was no evidence of a complete
physiclan’s health inventory/certificate for DSPs
#4, #5, #6, #7, #8 and #9.

2. There was no evidence of a complete
physiclan's health inventory/certificate for RN #1.

3. There was no evidence of a complete
physician's health inventory/certificate for the
pharmacist {Consultant #1).

On January 29, 2014, at 3:30 p.m,, the QIDP,
who had facilitated the review, acknowledged the
aforementioned findings. No additional
information was made available for review before

obtained the current health cerlificates
for 3 DSP's. The DSP's that have faileg
to get current health certificates to Human
Resources have been removed from
the schedule. Additionally, she obtaine
current health ceriificates for RN #1,
and consultant #1(Pharmacist). 2121114
SYSTEM: The Director of Human
Resources will distribute, quarterly, a
checklist to all employees to ensure that
they are aware of the status/due date
of their required documents.
Furthermore, should the required
documents expire, the employee shall
be removed from the schedule, until
received by the employee/consultant. |Ongoing

e
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Each GHMRP shall provide habilitation and
training to its residents o enable them to acquire
and maintain those life skil's needed to cope
more effectively with the demands of their
environments and to achieve their optimum levels
of physical, mental and social functioning.

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the GHIID failed to ensure habilitation and
{raining to its residents to enable them to acquire
and maintain those life skills that is needed to
communicate, for one of three residents in the
sample. (Resident #3)

The finding includes:

On January 27, 2014, beginning at 12:26 p.m.,
Resident #3 was observed learning sign language
with flash cards at her day program. At 12:30
p.m., Resident #3 signed bathrcom without the
use of the flash card. DPS #1 then assisted the
Resident o the bathroom. At 3:40 p.m., Resident
#3 arrived home from the day program. At 3:54
p.m., DSP #2 asked Resident #3 to set the table
for snack. At 3:57 p.m,, DSP #3 asked the
Resident to choose what she wanted to eat for
-snack. At 3:569 p.m., Resident #3 gestured for
DSP #2 to open the pudding contalner. At 5:43
p.m., DSP #2 asked Resident #3 to wash her
hands for dinner.

Review of Resident #3's spsech assessment
dated August 28, 2013, on January 29, 2014, at
10:16 a.m., revealed the Resident was required

Health Regulation & Licensing Administration
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to participate In a communication program with
the use of manual signs. Further review revealed
the following program objective:

The Resident will produce manual signs {o label
activities of daily living for 8 of 10 trials offered
with 80% accuracy. The Resident will manually
learn the words eat, drink, bathroom, hello,
goodbye, sleep, wash hands, shoes, ride and
finish.

Review of the 1PP dated September 10, 2013, on
January 29, 2014, at 11:27 a.m., revealed no
evidence of a {raining program to address the
aforementioned communication program by the
speech pathologist.

Interview with the QIDP on January 29, 2014, at
3:00 p.m., revealed that the training objective was
not implemented.
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