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1000 INITIAL COMMENTS 1000
A licensure survey was conducted from October The group home at 203 Sherigartx b 10/27/08
23, 2008 through October 27, 2008. A random Street, NW was surveyed on Tc o er]c
sample of two residents was selected from a 23 through Oct_ober 27,2008. Three o
population of four male residents with mental the four males in the home were
retardation and various other disabilities. One included in the sample. The surveygr
other resident was selected as a focus on shared the findings with the GHMR
behavior support and active treatment. and offered technical asms?ance in an
effort to help this facility gain
The findings of the survey were based on compliance. We have add(;ehssed all
observations at the group home, interviews with concerns stated within an _"a"e X
residents and staff, and the review of clinical and established systems that will preven
administrative records including incident reports. future citations.
1056/ 3502.14 MEAL SERVICE / DINING AREAS | 056
@ e e sorage, Receweel liglor
D o ot ey-and serving of food, the cieaning an GOVERNMENT OF THE DISTRICT OF COLUMBIA
care of equipment, and food preparation in order DEPARTMENT OF HEALTH
to maintain sanitary conditions at all times, HEALTH REGULATION ADMINISTRATION
825 NORTH CAPITOL ST, N.E., 2ND FLOOR
) ) ) WASHINGTON, D.C. 20002
This Statute is not met as evidenced by:
Based on record review, the GHMRP failed to
provide documented evidence that staff had been
trained in the storage, preparation and serving of
food, the cleaning and care of equipment, and
food preparation in order to maintain sanitary
conditions at all times,
The finding includes:
Interview with the house manager and review of » '
the staff training manual on October 27, 2008 at Training for staff on the storage,
11:00 a.m. failed to provide evidence that the preparation and serving of food will be | 11/19/08
staff had been trained in the storage, preparation conducted on November 19, 2008 by
and serving of food. Addittionally, there was no Nutrition Services, LLC.
evidence staff was trained on the cleaning and
care of equipment and the maintenance of
’ sanitary conditions d};u;rg food preparation.
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Each GHMRP shall conduct simulated fire drilis in
order to test the effectiveness of the plan at least
four (4) times a year for each shift.

This Statute is not met as evidenced by:

Based on interview and the review of fire drill
reports, the GHMRP failed to provide evidence
that evacuation drills were held at least quarterly
for each shift of personnel.

The finding includes:

Interview with the house manager on October 24,
2008 revealed that the GHMRP had three shifts
of duty, 9:00 AM - 3:00 PM, 3:00 PM - 11:00 PM
and 11:00 PM - 9:00 AM. Review of the
GHMRP's fire drill logs on October 24, 2008 at
approximately 3:30 p.m. revealed that the only
documented evacuation drill had been conducted
on August 11, 2008. According to the review of
the fire drill schedule, drills should have been
conducted on July 26, 2008, September 17, 2008
and October 2, 2008. Continued interview with
the house manager verified that the drills had not
been conducted quarterly for each shift as
required. :

Note: Interview with the house manager on
October 24, 2008 revealed that the resident s
moved into the GHMRP on June 29, 2008.

3509.6 PERSONNEL POLICIES

Each employee, prior to employment and
annually thereafter, shall provide a physician ' s
certification that a health inventory has been
performed and that the employee ' s health status

prepared for the home. Staff was

GHMRP and house manager will
adhere to the fire drill schedule.
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1135/ 3505.5 FIRE SAFETY 1135

A schedule of quarterly fire drills was 10/24/08

trained on evacuation drill procedures 10/29/08
on October 29, 2008. Evacuation drills
were held on October 24, 2008. The
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+206| Continued From page 2 1206
would allow him or her to perform the required
duties.
This Statute is not met as evidenced by: Health certificates were obtained for
Based on staff interview and record review, the the R-'\:’ :fo(rs LLPF’*? 4and 5 and direct
GHMRP failed to ensure its staff received annual care stafl 6. 2 will submit a health
health screenings in the form and manner as certificate before returning to the work
required by this section _ schedule. Staff number 5 will submit a
) health certificate by November 14, 11/14/08
P . 2008 or she will be removed from the
The findings include: A
9 : work schedule. Copies of health
Interview with the QMRP and review of the certificates will be collected annually
available personnel records on October 24, 2008 and maintained in the GHMRP’s
. revealed the GHMREP failed to provide evidence records.
of physical examinations for, LPN #1, #2, #3 and
#4. In addition, no health certifications were
available for two direct care staff (Staff #5 and
#6). B
3510.5(d) STAFF TRAINING | 227
Each training program shall include, but not be
lirnited to, the following: L
9 Proof of training in first aid and CPR 11/14/08
. . - btained from the RN, LPN 2 and
(d) Emergency procedures including first aid, was o !  LPN
cardiopulmonary resuscitation (OPR), the LPN 4. LPN 5 is on leave but wil
Heimlich maneuver, disaster plans and fire submit proof of training in first aid and
evacuation plans; CPR before returning to the work
schedule. Copies of first aid and CPS
certifications will be collected annually
This Statute is not met as evidenced by: and maintained in the GHMRP's
Based on record review, the GHMRP failed to records,
have on file for review current training in CPR for
employees.
The finding includes:
Health Regulation Administration
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1227 Continued From page 3 1227
On October 24, 2008, review of personnel
records/training records revealed the GHMRP
failed to provide evidence that three LPNs (#2,
#3 and #5) were trained in CPR.
1 4221 3521.3 HABILITATION AND TRAINING 1422
Each GHMRP shall provide habilitation, training
and assistance to residents in accordance with
the resident’ s Individual Habilitation Plan.
This Statute is not met as evidenced by:
Based on interview and record review, the
GHMRP failed to ensure Resident #3's Individual
Program Plan objectives were implemented as
. written in his habilitation plan.
The finding includes:
On October 27, 2008 at approximately 10:00 a.m.
Resident #3's ISP documentation was reviewed
with the QMRP present. The record reflected the
following programs had not been implemented as
specified in the IHP:
1. Resident #3 had a program to improve his 1. On October 29, 2008 staff was 10/29/08
hygiene skills. The resident was to brush his  trained on the importance on
teeth for 3 minutes with 90% or greater i implementing active treatment goals
independence. There was no documentation the and documenting the results as
program had been implemented in August 2008, schedule. Staff has conducted active
September 2008, and October 2008. treatment training as scheduled.
2. Resident #3 had another program to improve :
his hygiene skills. It reflected that the resident t2 'OndOctott;er‘ZQ, 2r?08 staff was 10/25/08
would apply lotion with 80% accuracy. There was wained on the importance on
.no documentation the program had been Implementing active treatment goals
implemented in August 2008. Additionally only 2 and dO‘f“me";'f"Q the 'eg‘“"ts o
of 5 trials were documented in September 2008. schedule. Staff has conducted active
treatment training as scheduled.
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September 2008 and October 2008. Additionally,
the resident's old address was located in the IPP
book. The QMRP acknowledged that the wrong
address was noted in the book.

In an interview with the QMRP on October 27,
2008 at approximately 3:00 P.M. she
acknowledged the lack of documentation of the
aforementioned programs. At the time of the
survey, the GHMRP failed to provide evidence
that Resident #3 was provided habilitation and
training in accordance with his habilitation plan.

trained on the importance on
implementing active treatment goals
and documenting the results as
schedule. Staff was given the correct
training material for this objective.
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1422 Continued From page 4 1422 3. On October 29, 2008 staff was 10/29/08
given verbal cues with 80% independence. itra|r|1ed ont_the Importance on
There was no data documented for August 2008, mg zmen Ing active treatment goals
September 2008 and October 2008. and documenting the resuits as .
schedule. Staff has conducted active
4. Resident #3 had a program goal to state his treatment training as scheduled.
new address. There was no evidence the
program had been implemented in August 2008, 4. On October 29, 2008 staff was 10/29/08
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The criminal background check shall disclose the
criminal history of the prospective employee or
contract worker for the previous seven (7) years,
in all jurisdictions within which the prospective
employee or contract worker has worked or
resided within the seven (7) years prior to the
check.

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMREP failed to ensure criminal background
checks disclosed the criminal history. of any
prospective employee or contract worker for the
previous seven (7) years, in all jurisdictions within
which the prospective employee or contract
worker had worked or resided.

The finding includes:

Interview with the Qualified Mental Retardation
Professional (QMRP) and review of the GHMRP's
personnel records on Qctober 24, 2008, at
approximately 3:00 p.m. revealed that the -
GHMRP failed to provide evidence that criminal

Copies of the criminal back ground
checks for the employees of 203
Sheridan Street were obtained from
the Human Resources Department.
These records were filed in the
GHMRP’s personnel records so that
they will be available upon request.
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R 000| INITIAL COMMENTS R 000 The group home at 203 Sheridan 10/27/08
Street, NW was surveyed on October
This licehsure survey was conducted from 23 through October 27, 2008. Three of
October 23, 2008, through October 27 2008. the four males in the home were
Four male residents with varying degrees of included in the sample. The surveyor
disabilities reside in this facility. Two of the four shared the findings with the GHMRP
residents were randomly selected for the sample. and offered technical assistance in an
effort to help this facility gain
The findings of the survey were based on compliance. We have addressed all
observations at the group home and two day concerns stated within and have
program, interviews with management and direct established systems that will prevent
care staff in the residence and the review of the future citations.
administrative records including the facility's
incident management system.
R 125 4701.5 BACKGROUND CHECK REQUIREMENT | R 125

11/13/08
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R 125| Continued From page 1 R 125
background checks were on file and disclosed a
seven year history of all the jurisdictions where
the employee resided and worked for two staff
(Staff #1 and #4).
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