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W 000 | INITIA . COMMENTS woop|
A rece fification survey was conducted from W
Augusi 11, 2008 through August 12, 2008, The gLU/
survey wras inftiated using the fundamental survey o {)
process. A random sample of three clients were 01 U MBIA
selected from a population of six males with NT OP THE DISTRICT OF COLU
3 GOVERNME LTH
varlous disablilities, DEPARTMENT OF Hl\%lﬁl IS TRATION
; : TH REGULATION AD
The findings of this survey were based on s‘ggﬁl‘E)RTH CAPITOL ST., N.E., 2ND FLOOR

obsérv.zifons at the group home, three day
prograirs, interviews at both the group home rnd
day pregram, review of clinical and administrative
recordy: lo include the facility's unusual incident
reports

W 104 | 483.41)}a)(1) GOVERNING BODY W 104

WASHINGTON, D.C. 20002

The go /atning body mus: exercise general policy,
budget, «ind operating direction over the fagility.

This STANDARD s niat met ag evidenced by:
Baged ;n observation, inferviews, and the review
of recolds, the facility's governing body failed to
provide yeneral operating directions over the
faciiity 1w evidenced by the fellowing:

| The findings include:

1. The geverning body failed to ensure that the
agency's nursing staff failed to ensure nursing
sefviee: in accordance with the ageney nursing
policy and procedures. ($ee W331]

Please see the answer to W331

2, The governing body failed to ensure that the 2
direct ciire staff implamentsd the Client .
Protaction/Safety Policy as evidenced below:

Qbserviition on August 12, 2008 at approximately

LABQRATORY DIRESTO !higﬁ PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE () DATE
v i
=g D3y (SJ,LV‘-'AM_. /D?'E_P/dcn/- Q/«-'?/DF/

Any defisiency statems ¢ ending with an ssterisk () donctes & geficiency which the instiition may be sxsyged from correcting providing it i determinad that
othor sateguards provid » sufficient protection to the pationts. (See ingtructions,) Except for mursing homes, the findings stated above s discleaabie 00 days
following the dato of sur by whether of not & plan of cormection is peovided, Cor nursing homes, the above findings and plans of correction are disclosatla 14
days following the date | s domuments sre made avaitable to the fasility. If deficiencies are citad, an approved plan of cerrettion is raquisite to oantinyed
pragram particlpation,
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QUTSIDE SOURCES

The fasiiity must assure hat outside services
meet flwv: needs of each ciient,

This STANDARD [ not met as evidenced by;
Based on obsarvation, interviews, and record
review the facility failed io ensure that outside
sefvices met the needs of Client #2 in the
sample,

The fitding includes:

Tha fauility failed to consistently monitor Client

(%4} ID HUMMARY STATEMENT OF DEFICIENCIER 13 FROVIDER'S PLAN OF CORRECTION XE!
PREFIX (E/ CH DEFIGIENCY MUST B2 PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE couplenion
TAG RECULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATR
DEFIGIENGY)
W 104 | Contin Jed From page 1 W 104
8:05 A VI, revealed the direct ¢care staff members 2. )
were qbserved to escort clients ( Clients #1, #2, Staff were retrained on transportation 08/15/08|
#3, #4, 115, and #6). The clients accuples all four policy and procedure including the use i
rows of seats an the van. At approximately 8:15 of seat belts on 08/15/08. |
AM the: driver of the van (house manager) drove The QMRP transportation co-ordinator j
off the premlise in route 1o the cliants day d ofher administrative staff will :
progras. At no time prior to the van leaving the anc other administrative stall wi
facility vias the direct care staff observed to continue to monitor the seat-belt usage !
encouage tha client's to buckle their seatbalts, and other safety measures discussed in :
: . f: tha QUIRP on th da at the transportation policy daily for one .‘
ntarview wi a on the same day a mo then thly and periodically. X
approxiimately 1:00 PM revaaled that the agency neh, oty andp Fay
had the: following safety poliey: “
s poley: Athachmeanl ™ A
"When transporting clients in the agency vehicle
each cliant is {o wear a seatbelt for their safaty en
route 5 and from each destination™.
Accorcing fo the Program Coordinator, the direct
care s1aff were trained on the importance of
buckiir ¢ each client’s seatbelts before departure;,
howev x their was no evidence that training on
the sataty palicy had occurrad, -
W 120 | 483.41 O(d)3) SERVICES PROVIDED WITH W 120

QMRP monitored and held meeting 08/15/08 |
with client #2's Day Program to discuss
adaptive feeding equipment on
08/15/08. Please see sign in sheet.

# Ho.davnewk- At A
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W 120 | Continred From page 2 W 120
#2's adaptive feeding equipment being used at
his day program. [See W158]
W 159 | 483.430(a) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL
Each Hient's active treatment program must be
integrted, coordinated and monitored bya
qualifiad mental retardstion professional.
This STANDARD is not met as evidenced by:
Based on obsarvations, interviews with the
Qualified Mental Retardation Professional
(QMRi) and record review, the QMRP failed to
‘ansure. integration, coordination end monitoring of | -
client's feeding supports for one of thrae clients in
the sanple. (Client #2)
The fir eling includes:
The QVIRF failed to ansure that Client #2' day
progra used the prescribed adaptive faeding ' '
equipnignt as evidenced below: The speech therapist recvaluated client 08/?.5/0&'
) #2 on 08/25/08 for feeding protocol. '
Obsentions of at lunch at the day pregrarm on Recommendations include use of plate ,
Augus! 11, 2008 at approximately 12:35 PM tiser built u d fork dur !
revealiq Client #2 's plate was placed on top of 8 P Spoon, and rork duting ;
plate riser. The client, howaver, wae not fncals. The QMRP will ensure
cbservad to use a riger at his rasidence during implementation of this program at !
mealtir 1es (dinner, snacks and breakfast) an home and Day Program. All staff !
Auguei 11th and August 12th. He was observad members were trained on #2's feedin :
. . . : g ;
with it uppar body bent over with his head was program on 08/£5/08 (Please see ;
position over his piate. *o 17
attachment) ’'A At 4o K &
Interview with the day program staff revealed that
the pia‘e riser was used o keep Client #2's "head
mers upright whila feeding”. The observation gt
the day program confirmad the staff's comment.
FQ‘RM CM3-2597(02-89) £ mivious Varsions Oheglele Evert D; EYS5T1 _ Faellity 10} DBGDAA it conbinuation sheat Page 3of1a
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w159

W 188

| day prgram.

Contir ued From page 3

Intervisw with the Qualified Mental Retardation
Professional (QMRP) on August 12, 2008 at
approimately 1:50 PM Indicated that she was

unawg e of the day program's use of a plate riser,
She fi rther indicated that during her last
monifcring visit to the day progeam in May 2008
she diy not observe the client using 2 plate riser
during heals. She stated that she was unaware
that th > day program was unaware that a plate
riger was & requirement and being used at the

Client:#2's Occupational Therapy (OT)
assesiment, dated Janyary 4, 2007, was
review=i{ an August 12, 2008, Although the
assess ment recommendad several adaptive
feeding supports, it did not Include the use of a
plate rizer.

483.430(e){1) STAFF TRAINING PROGRAM

The fauility must provids each employes with
intial and continuing training that enables the
employee to perform his or her duties affectively,
efficier iy, and competently.

This S”.ANDARD ig not met as evidenecad by:
Based 51 ohservation, staff inferview and record
review, the facility failed o ensure that each
empioyee had been provided with adequate
training ‘hat enables the employee to perform his
or her tlutles effectively, efficiently and

compe’ sntly.

The findings include:
1. The ¢ was no avidence that the facility provide

direct care staff with training on policies and
procediures for safe transporting of elients. [See

W 159

#2's will be evaluated by Q.T. to 09/15/08
include the use of plate riser by
09/15/08. Tt should be noted that #2' js
already using a plate riser.

W 189

Please see answer W104,

FORM CIM5-2567(02-99) F mviaus Versions Obavlete Evant ID:EY5511
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ambulae with aut the use of staff assistance.
Although the client continued to wear the gait balt,
i the staf” did not use the gait belf to assist the
chient a: he ambulate from the living room to the
bathroam. The client was observed to Jeave the
bathroam and navigate the stalrs leading to the
basemart with no assistance from the staff.

The cliert was ocbservation on August 12, 2008
between 7:00 AM to 7:54 AM to ambulate
through-sut the facility without his gait beit
suppart. At 7:53 AM, the a direct care staff
placed 'he galtbelt support on Client #6 in
prepamtion to leave for the day program. Tha
staff the n allowed Client #6 to ambulate down the
rear stairs to the van without any assistance,

Intervierw with the QMRP &t 12:30 PM, revaaled
that Client #6 was o wear his gait bslt support
dua to I i unsteady gait @s recommended by the
Physical Therapist (PT). Further interview with
the QMIRP revealed that the direct care staff had
been fr: ined by the PT on the proper use of the

. 47 QUINCY PLACE, NW
™ = ,
DCHI?AL CAIRM WASHINGTON, DG 20001 |
X410 | SLIMMARY STATEMEN'T OF BEPICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (RA 2H BEFICIENCY MUST & PRECEDED BY FULL PREFIX (FACH GORRECTIVE ACTION SHOULD BE COMPLEYION
A VY- REG JLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)

W 188 | Continuied From page 4 W 189

W104]
1. Please see the answer to W 454

2. The facility failed to ensure that the diract care
staff ensured infection control practices, [See
W454]
3. The facility failed to ensure that direct care
staff ysed Client #6's gait belt during smbulation
as evid anced balaw:
Qbserv al:im:l an August 11, 2008 gt app_ro:dmat_ely 3 ° | Staff were retrained on proper use of 08/15/08!
e e | Gl
observex: 1 held the client hand, and not the gait 08/15/08. "The QMRP and HM will i
belt, to shablize his gait which appsared ensure that staff r.pembers implement
unsteacly. Chant %6 was further observed to the program consistently.

Atrachnl "3 “ ¢!
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DEFICIENCY)
W 189 | Contivued From page § W 189
gait bslt support for Client #6 on April 24, 2008.
Review of the PT assessment gated 3/27/08
included the following:
"Client #8 is to use the gait belt dim'ng the day, so
that t* & staff may assist him with ambuiation. He
shoul! be assisted by a staff member for all
ambulation and when Negotiating the stairs"
Reviey of the Human Rights Committae Minutes
(HRC; date 8/5/08 revealed that the commiitee
approved the client's yse af the Qaitbelt for
ambulsfion at that time.
W 183 | 483.4%0(e)(3) STAFF TRAINING PROGRAM W 183
Staff niust be able to demohstrate the skills ang
techniiues necessary to adminlster interventions
to mar age the inappropriate bahavior of clients.
This STANDARD is not met as evidenced by:
Based on observations, staff interviews and the
review of records, the facility steff fajled to
demonsirats cbmpetency in the implemeantation
of Clieii: #3's Behavior Support Plan (BSP). ‘
s Staff members were trained on client
The finding includas:; #3's BSP targeted behaviors and ABC™s,
" . . collection on 08/18/08. The
The favility's diract care siaff failed to implement of data collectio . ‘
Client 1's BSP as eviderced helow: QMRP ermphasized the importance of 8-13-0%
, continued monitoring, implementation
On Aug\ist 12, 2008 at approximately 7:35 AM, and documentation of individuals
Client # was observed walking areund in the behaviors in the training,
kitchen, Client #3 picked up and urwrapped g MRP {l) review data daily. -
sandwi 3 that was Iaft on the kitchen saunter. 8 h 1?C-1ﬂglﬁéﬁew data weekly.
Once apened, he was observed te stuff half of the X 8ychologl nine sizn in
sandwich in his mauth. The House Manager (Please see attached training sign '
responiled "Nol Thet belangs to someone else.” sheet). Axtuchanl “D{'do D2
FORM CMS-2587(02+86) F revious Versions Gbaclets Event1DiEYSAN Fadility I opgoss If continuation sheet Page 6of14
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W 182 | Contir ued From page & W 183

The hiuss removed the remaining unaaten
portion uf the sandwich fram the counter and
threw tin the garbage.

Later that morning, at approximately 7:43 AM,
Client #3 was abservad in the dining roorn at
breakfast. He snatched a partion of Client #1's
muffin from Pis plate while he was eating his
breakfast. Cllent#1, in a loud and angry tone
asked him to "Leave my food alone”. Ciient #3
was ih 3n observed to eat some scramble eags off
the floor which had fallen from Client #6's plate
who hz ¢ eaten earier. Staff responded by

| @scortiy Client #3 from the dining room area to
the main level of the facilty. The house meanager Please see W193 P.6
inattuc ed the direct care 2taff to document each
episod:: of food snatching onto Client #3's hig
ABC duty sheet.

Interview with the house manager revealed that
Client #9 had a target behavior of food snatching.
Reportitlly, a behavier support plan was in place
to addr 25s this concem.

Review of the Behavior Support Plan (BSP),
dated ,\uguef 10, 2008 revealed tha following
intervar fions to address food snatching
behavicrs: ‘

Whén Client #3 reaches for or picks up food
which doss Ret belong 6 him say “[Client #3]
Stop!"

If food draps, don't let [Client #3] alm for the food.
The area should be clean Immediately.

Qocumeant all decurrences of food stealing on tha
behaviar data collection sheet in [Clienté3's] PP
hook,

FORM CMS-2587(02-48) P avious Versions Obspiste Event (D BYS51 Facility 10 496038 If continugtion sheet Page 7of 14
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W 183

W 214

W 247

Contin izd From page 7

Revievr of the ABC data sheet failed to evidence
that the direct care staff had documented the food
snatch rig episodes In the program beek as
directed by the house manager.

483,440/c)(2)(i) INDIVIDUAL PROGRAM FLAN

The comprehenslve funeiional assessment must
identify the client's specific developmental and
behaviral management needs,

This S"ANDARD s not met as evidencad by:
Based on observation, intsrview and record
review, the facility faifed t2 ensure each client had
a currenl comprehensive occupational
assessment on file that dapicted thair current
functional status in that domain, for ane of the
three cliants in the sample. (Client #2)

The finding includes:

[Cross efer to W159] The facliity feifed to ensure
that Clint #2's occupational assessment had
examinzd the need for & plate riser.
483.44INe)(8)(vi) INDIVIDUAL PROGRAM PLAN

The Individual program plan must include
opporturities for client shoice and
self-management,

This STANDARD is not met as evidenced by:
Based un obsearvation and interview, the facility
falled ts #nsure that clients were provided the
oppurtunities for making choices as part of their
self-maisgement (Client#®1 and #3)

The finclings includes:

W 193

W 214

W 247

Please see the answer to W159.
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1. On August 11, 2008 at 11:08 AM at the day
progrern, Client #3 was observed 1o eat frut
cocktzil from a Styrofoam bowl and drank wafer
from a Styrofoam cup. At approximately 11:11
AM the: day program etaff ware observed to throw
Client #3's Styrofoam bowl and cup into the trash
can. £t 11:19 AM, Client #3 was obsarved to
carty his lunch fray from the serving area to his
saat w th verbal prompts. At 11:26 AM, Client #3
was futher observed to dumged his entire tray
into the: frash esan.

intervievr with the day program’s Lead Counsaier
(LC) 17 :24 AM revesled thet Client #3 had the
abllity £> take his enfire tray to the trash can tlaily.
Atno tie did the day program staff allow Client
#3 at each opportunity to throw his garbage.

2. On.August 11, 2008 at approximately 4:52
PM, Clisnt #1 was observed to get a package of
chicker from the refrigersitor and placed It inta the
sink incependently. At approximately 4:53 PM,
Cllent#1 was observed to set the entire tabie for
six Individuals with minimal verbal prompting. At
8:19 PN, direct care staff was obeerved to
prepare ¢ach clients' dinner plate and plaged It on
tha diniiny table,

Intervie'w with the direst care staff on the same
day at approximately 6:40 PM revealed that Client
#1 mssit staffs in the kitchen during dinner
almost claily. Further interview with staff reveaied
that Client#1 was capable of serving his own
plata of fuod with supervieion, Interview with the
Quatifier] Mental Retardation Professional
(QMRP] on August 12, 2008 at approximataly
11:00 AlY! revealed that Client 1 has the ability to
prepare his plate, Further interview with the

ALl

Staff was trained on 08/15/08 to
encourage client #1 to participate in
meal preparation and serving his
portion according to calorie need as per
PMD’s order. Staff to supervise the
above and also assist client #1 to carry
his plate to dining table as needed.

|
Please see attachment. ' [
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W 247 | Gontirnred From page 8 W 247

Day program was visited on 08/25/08 to | 08/25/08
discuss the need to encourage client #3
to allow to empty his tray aftey each
meal a3 part of self management
training. QMRP will visit day program
on a quarterly or as needed basis

to monitor the above,

Atte.chenvd

t

(22

08/15/08

1
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AND PLAN QF CORR 2%TION IDENTIFICATICN NUMBER- COMPLETER
A. BULDING
09G038 B WING D3/12/2008
—_——
NAME OF PROVIDE}! DR SURPUER STREET ADDRESS, CITY, STATE. ZIP GODE
, 47 QUINCY PLACE, NW
D C HEALTH G2 FE '
WASHINGTON. DC 20001
(X4 (0 SUMMARY STATEMENT-QF ORFIGIENCIES i PROVIDER'S PLAN OF GORRECTION {Xs)
PREFTX {E.\H DEFICIENCY MUST BE PRECEDRD BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RELATORY OR LSC IRENTIFYING INFORMATICN) TAG CROSS-REFERENCED TQ THE APPROPRIATE UATE
DEMICIENCY)
W 247 | Continued From page 9 W 247

QMRF revealed that Client #1 has tremors and
would need assistance taking the plate to the
table t reduce zplilage. At ne time did the direct
care siaff allow Client #1 to prepare his own food
during ¢inner time,

W 252 | 483,440(e)(1) PROGRAM DOCUMENTATION W 252

Data relative te accomplishment of the criteris
specifizd In client Individual program pizan

objecti #:s must be documented in measurable Pleage see answer to W193
terms.

This 3ANDARD s not met as evidenced by:
Based an staff interview and record review the
facility “ailed to ensure the implemantation of an
effactivs system of doeumenting clients’ program
pragres efragression for one of three dlients in the
sample, [Clients #3]

The finling includes:

[Cross Refer W133] The facility falled to ensure
that sta T decumented client #3's faod shatching
behavicrs as required by his Individual Program
Plan.

W 258 483.44((:)(1)()) PROGRAM MONITORING & ‘W 255
CHANGE

The ind vidual program plan must be reviewed at
least by the qualified mental retardstian
profagsicnal and ravised as heceseary, Including,
but not ‘Irajted to situations In which the client has
success fully completed an objective or objectives
identifie d in the individual program plan.

This STANDARD is not met as evidenced by

FORM CMS-2567(02-08) Fr »vinus Varsions Obsaleka Event ID: EYS514 Fasly I0: 08838 If continuation sheet Paga 10 of 14
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CENTERS FCR MEDICAID SERVICES OMclsgl %22533\55?
STATEMENT OF DE 1SIENCIES 1) PROVIDER/SUPPLIE poss TRvEY
AND PLAN OF GORHEETION T AT R _ P MULTIPLE caNgTRUCTION Pe) DATE SURVEY

A. BUILDING COMPLETED
Qdc03s ° e 081212008
NAME OF PROVIDER OR SUPRLIER STREET ADDRESS, CITY, STATE, ZIF CODE
D € HEALTH GARE 47 QUINCY PLACE, NWY .
WASHINGTON, DG 20001 *
%4} 1D SUMMARY STATEMENT OF DEFICIENCIES o | PRGVIDER'S PLAN OF CO)
PREFIX (E ACN DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE Ac'rloh?sﬁﬁgz'fn"ae compirion
TAG REGULATORY OR LSC IDEMTIEYING INFORMATIQN) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)

W 255 | Continned From page 10 W 255
Basa| nn observation, staff interview and record
reviev,, the QMRP failed ¢ ravise clients' '
objeciives for ong of three ¢lients in the sample,
[Clien:#1]
The fiinling includes:
On August 12, 2008 at approximately 1:00 PM, . . ‘L. |
intervisw with the QMRP and review of the Client #1's self medjcation assem?egg 05/01/08 ’
mediciition administration records revealed that was reviewed and revised on 08/25/08.
Cllent #1 had a self-medication program that The new goal will start on 09/01/08.
detailed the following task: Please see attachment. Fi-Fs
;‘ 'IF::; :'unaeg}giﬁlﬁon cup; Nursing staff received traitiing on the :

T ' implementation of self medication
3. Piclz up water,
4. Drinf: water and program, by the DON on 08;’.25/08. i|
6. Trash cup. QMRP will ensure program is @- 2509
implemented by reviewing datasheets
Intervienr with the Licensed Practical Nurse (LPN) on monthly basis. . "
on August 12, 2008 at 10:56 AM revesled that Please see attachment. = &
Clients%) "maybe able to punch out his '
medicztion”. Further interview with the LPN
reveale < thet the nursing staff had not provided
Client 122 the opportunity to punch hig medicatione
to dete 'mine his functional sbilities. Interview with
the QVRP on the same day at approximately
11:30 41 revealed that "[Client #1] has a greater
functioning ability and may pessibly participate at
higher |eve! within his self-medication pregram.
Accard ng to the QMRP the nurse is the
respontiible for the sel-medtcation assessment
for the 1zciiity,
Review ¢f the medical record ravealed a
salf-medicatlon assessment date July 2008. A
review of this assessment in the physical
assistancie section indicated that the cllent could
FORM CM8-2587(02.09) P revious Versions Ohssieha Event ID;EYS511 Facilty 10: 006088 If continuation sheet Page 11 of 14
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PRINTED: 08/22/2008
FORM APPROVED

The faclity must furnish, maintain in goud rapair,
and te 3sh elients to usa and to makea infermed
choicas about the use of dentures, eyegiasses,
hearin;j and ather communications aids, braces,
and otiar devices idantified by the
Interdisiciplinary team as needed by the cilent.

Thigs STANDARD is not met as evidenced by
Based on obsenvation, inlerview, and recerd
review. ‘he facility failed io ensure necessary
edaptive equipment was furnished and
maintained for one of the three clients included in
the sarnple. (Client #2) ' '

The finding includes:

[Cross Fefer to W153] The facility failed to ensure
that Cllant #2 was provided with the
recominended adaptive feeding equipment as
eviden:ud below:

On Augiust 11, 2008 at 12;38 PM, Cilent #2 was
observii at his day program using a built up
handle zpeon and scoop dish to feed himzelf
durlng 1is lunch, Further observations revealed
that hiz plate was on 3 riser. Ohsarvations of the

Please see answer to W159

CENTERS 'O § MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFJICIENCIES (X1) PROVIDER/SUPFLIER/CLIA } MULT/PLE CONSTRUCTION
aND PLAN OF CORREITION IDENTIFICATION NUMBER: o2 " ESPEEPLSEE’VRE‘BEY
A. BUILDING
| 096038 . WING . 08/12/2008
NAME OF PROVIDEIR DR SUPPLIER STREET ADDRERY, CITY, STATE, ZIP CODE
4T QUINCY PLACE, NW ,
O € HEALTH CARE '
H a WASHINGTON, DC 20001,
064y 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 0@
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (BAGH CORRECYIVE ACTION SHOULD BE COMPLETION
YAG REJIATORY OR LSC IDENTIFYING INFORMATIDN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 255 | Contirued From page 11 W 255
particioate by opening the medication container
with virrbal prompting. Further review of the
recorcs did not evidence a current
salf-madication assessment was avallahle for
review. Aceording te the QMRP, it could not be
determine by way of the ‘assassment, the current
funetic ning leval of Client #1 in order to address
the aporapriateness of his current self medication
chjactva.
W 436 | 483.470(q)(2) SPACE AND EQUIPMENT W 436

FORM CMEB-2687(02.89) F rievious Versiona Obsolate Evert ID: EYR514
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FORM APPROVED

STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORR i TION IDENTIFICATION NUMBER: x2 ‘”’(?QJE[”E.-E.,"""E"
A BUILDING
09G038 B VNG 08/12/2008

QMB NO. 0938-0391

NAME OF PROVIOEF: DR BUPPLIER
D G HEALTH C£RE

STREET ADDRESS, CITY, STATE, <P GODE
47 QUINCY FLACE, Nw/

WASHINGTON, DC 20001

(X4} 1D
PREFTX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(E MM DEFICIENGY MUST BE PRECEDED BY FULL
RESULATORY DR LSC IDENTIFYING INFORMATION}

W 438

W 454

D FROVIGER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(0%8)
CAMFLETION
DATE

Contirued Frem page 12

dinner neal on the same day a1 6:40 PM revealed
Client #2 used & reguiar table spoon for feeding
and dif not have a rise for his plate. The client
was alsi observed during breakfast on August
12, 2038 et approximately 7:27 AM, using a
regular fable spooh and 3 three partiion plate,
which ‘vas rot on & riser.

Interview with the Quaiified Mental Retardation
Profes sional (QMRF) on August 12, 2008 at
approximnately 1:41 PM revealed that Client #2
had and was required to use a built up handied
spoon for feeding.

On August 12, 2008 at approximetsly 3:50 AM,
review of the Occupational Tharapist (oTy -
assessment dated January 4, 2007 revealed that
Client ! was prescribed 2 bullt up handled
Spoon, plate guard, bowl, and scoop dish for
feeding, There was no evidence that these these
items vmire made aveilable during meals at the
resider ce.

483.47)(1)(1) INFECTION CONTROL

The facdlity must provide a sanitary envirerment
to avoidd sources and transmission of infactions.

This STANDARD is not met as evidenced by:
Based in observationg, the facliity failed 1o
ensure that Its ditect care staff maintainad a
sanitan' anvironmant to avoid sourees and
potetii)! transmission of infections.

The findings includes:
[Cross Isfer to W193] The facility's direct cara

&taff fai ed to ensure that spilled food was cleaned
off the ¢lining roam fioor to ensure a sanitary

W 436

W 454

Staff were retrained on infection
control policy on 08/15/08 including
cleaning the environment spillage after;
food immediately as it occurs on
08/15/08. QMRP and house manager
will ensure that staff follow proper
sanitory procedures, -

Arechon~ “H "

8715’/08’

FORM CMS-2387(02:95) F revigus Varslons Obsalsts

Evont ID:EYSS11
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PRINTED: 08/22/2008

FORM APPROVED
MMS MEDICARE & MEDICAID SERVICES : QMB NQ. 0838.0301 _
STATEMENT OF DES ICENCIES (%) PROVIDER/SUFPLIZRICLIA {X2) MULTIPLE CONSTRUCTION [X3) BATE SURVEY
AN FLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING
B. WING
08G038 , 08/12/200%
NAME OF PROVIDEI! (9R SUPPLIER ETREET ADRIRESS, CITY, STATE, 2IP CODE
47 QUINCY PLACE, NwW
C HEALT Ji !
o W C/RE WASHINGTON, DG 20001
(X4) I SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF &GRRECTION (X8,
PREFIX (E\CH DEFIIENCY MUST BE PRECEDED BY FULL PREFIX . {EACH CORRECTIVE AGTION SHOULD AR nDMPLElnoN
TAG RESLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
W 454 | Contirued From page 13 W 454
enviro 1ment In accordance with Client #3's
Bshavar Support Plan.
Obser ration on August 12, 2008 at approximately
7:46 A\, Cllent #3 was observed to eat scramble
2pgs cff the fioor.
FORM CMS-3867(D2-BR} Pr svious Verslans Obsclsie Bvent I0; BYS51T
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STATEMENT OF DEF CIENCIES 1) PROVIDER/BUPPLIER/CLA v 1R 0 ' (%3) PATE SURVEY
AND PLAN OF CORRIZCTION e ICENTIFICATION NUMBER; V2 ML TIPLE C,ONSTRUCT' N COMPLETED
A BUILDING
B. WIN
HFD03.0028 ¢ - 08/12/2008
NAME QF PROVIDER QR $UFPLIER STREET ADDRERS, CITY, STATE, ZIP CODE
_ 47 QUINCY PLAGE, NW
D G HEALTH CARE WASHINGTON, DG 20001
0%4) 1o SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S FLAN OF CORREGTION ey
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETR
TAGQ REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APRROPRIATE DATE
DEFICIENCY)
1000 INITIAl. SOMMENTS 1000

A licensure survey was conducted from August
11, 200 & through August 12, 2008. A random
sample of three clients were selected from 2
populalicn of six males with various disabilitles.

Thafimlings of this survey ware based on
obsenviitions at the group home, three day
prograrss, interviews at both the group home and
day program, review of clinieal and administrative
records 0 include the facility's unusual incident
reports.

1022) 3501,5 ZNVIRONMENTAL REQ / USE OF 1022
SPACE

Each window shall be supplied with curtains,
shades ur blindg, which are kept clean, and in
good re air.

This Stztute is not met as evidenced by;

Based ¢t observation and interview, the GHMRP
falisd to ansure blinds and curtains at each
wiridow,

The find'ng includes:

An enviroamental walk-through was cempleted
on August 11, 2008 which included the foliowing:

1. No curtain or blinds were at Client #s
bedroorm window.

All repairs were completed during the
2. Windew blinds in the living raom were beant and survey on 08/11/08. g-l-6%
| ripped,

3. Windw blinds in the Client #2 and #6'e
bedroom were bent and ripped.

Health Regulation Admin s ralon

: 5 y - - TmMLE (K6) DATE
LABORATORY DIRECTOR § OR F;%;RISUPEUER REPRESENTATIVES SIGNATURE Presrelent 9/ J/ 05

STATE FORM Geew EYS511 If contnuABien sheel 1 of 8
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FRINTED: 08/22r2008

FORM APPROVED
STATEMENT QF DI #CIENGIES {X1) EROVIDER/SURPLIER/CLIA NSTR DATE SURVEY
AND PLAN OF CORRECTION ! IDENTIFICATION NUMBER: X2) MULTIPLE GORSTRUCTION a COMFLEETED
A, BULDING
B WING
HFRQ3-0028 081212008
NAME OF PROVIDE F OR SUPPLIER STREET AUDRESS, CITY, STATE, ZIF CODE '
A7 QUINCY PLACE, NW
D C HEALTH CARE WASHINGTON, DC 20001
(X4) I SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION =
PREFIX (tACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRMETIVE AGTION SHOULD 86 COMPLETE
TAG RETILLATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TD THE APPROPRIATE DATE
DEFICIENCY)
1474 | Contied From page 1 1074
1074 3503, 3(¢) BEDROOMS AND BATHROQOMS [ 074
Each sezdroem shall be aguippad with at least the
follow ng items for each resident
(c) Dnawer space; and. ..

This Statute is not met 23 evidanced by:

Based on observation and Interview, the GHMRP
failed ‘o previde adequate drawer space for each
ragide .

‘ * | The drawer was repaired on 08/11/08 | 08/11/08
The fir ding includes; during the survey QMRP and HM will

conti itor {he facilit
An emvironmental inspection on August 11, 2608 e (o monitor the facility on an

revealil that Resident #5 dresser had a broken ongoing basis and take corrective i
drawe, measure to keep facility intact. ;
1082 3503.17 BEDROOMS AND BATHROQMS I 082

Each bathroom that is usad by residents shall be
aquippid with tollet tissug, a paper towel and cup
dispensiér, soap for hand waghing, a mirrar and
adequeti lighting.

This Statute Is not met as evidenced by:
Based o1 gbservations and interview, the
GHMRI? failed to properly equip each bathroom
with the nppropriate items to meet each
regiden?s need.

The fincling includes:

Cups were placed in a closed cabinet 08/11/08

An envitnmental walk-through was conducted next to the bathroom accessible to
on August 11, 2008. It was discovered that individuals and staff on 08/11/08 |
bathroo n #3 did not have cups in the cup QMRP and HM will continue to .'

dispensar, According to interview with the QMRP
and houea manager, one of the client's had &
behavia- of stuffing eups in the toilet Raportadly,
Health Regulation ASmi iaion

STATE FORM aten BYsE11 F canlinumtian gheet 2 of &

mornitor the above. |




®UzZu/028

FRINTED:; 08/22/2008

accyrr ulations of dirt, rubbish, and objectionable
edors.

This Statute is nat met ag evidenced by:

Based on observation, tha GHMRP failed to
ensure the Interior and exterior of the GHMRP
was maintained in a safe, clean, orderfy,
atfractive, and sanitary manner and be free of
aceumJiations of dirf, rubbish, and objectionable
odors.

Tha findings Include;
[nternal

1. Tha faucet In bathroom #3 made a loud hoige
and spJited water intermittentty when turned on,

2. The bath tube in bathroom &3 was stained a
dark substances apd was discolared overall,

3, The third floor exit door hinges were loose and
was diflicult to close securaly when opened,

4. The besement security door made a loud
noise whan being opened.

3. The tloset in the dining room wae without
support2d hinges on the right door,

FORM APPROVED
| ’-;I'ATEMENT OF DEFICIENCIES 1) PROVIDER/SUPFLIER/CLIA 3) BATE SURVEY
AND PLAN OF GOR Sromiin, (x1) IDENTIFIGATION MR (X2) MULTIPLE CONSTRUCTION x jcomm.eren
. A BUILDING
B.WING
HFN03-0023 08/12/2008
NAME DF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, ZIP CODE
47 QUINCY PLACE, NW
D CHEALTH CARE WASHINGTON, DG 20001
(%4) 1D SUMMARY $YATEMENT OF DEFICIENDIES ("} PROVIDER'S PLANM O‘F CORRECTION
pnz’p[x (EACH DEFIIENCY MUST BE PRECEDED 6Y FULL F’R’EFIX {EACH CURREGTIVE ACTION gHOULD EE cm\%ﬂem
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQOSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
1082 Contiivsed From page 2 I 082
an se'/eral occasions the toilet had {u be
uncloqyed by a plumber.
1080| 3504. | HOUSEKEEPING 1080
The intarlor and exterier of each GHMRP shail be
mainthined In a safe, clean, orderly, attractive,
and sunftary manner and be free of

Repaire were completed on 08/11/08
during the survey. g-l1-0¥

Heelh Reguigtion Admi Tist=ion
STATE FORM

[7.0.1]

EYS814 If antinuakien sheet 3 of &
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PRINTED: 08/22/2008

; FORM APPROVED
$TATEMENT OF DEF CIENGIES (X1) PROVIDER/SUFPLIERICLIA MULTIPLE CONSTR| BATE SURVEY
AND PLAN OF SORRI:CTION IDENTIFICATION NUMBER; %2 co HETION M)GOMFLETED
A. BUILDING
- B, WING
HFD03-0028 — 08/12/2008

NAME OF PROVIDER OR SUPFLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
47 QUINCY PLACE, NW

D C HEALTH CARE WASHINGTON, DC 20001
X9 I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEACIENCY MUST BE PRECEDED SY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMFLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO,THE APPROPRIATE DATE
DEFICIENCY)

1085 | Continiied From page 3 1085

1085 3504.6 HOUSEKEEPING 1 085
Each paison and caustic agent shall be stored in
a locked cabinet and shall be out of direct reach
of each resident.
This Stiftuta [s not met as evidenced by: DCHC, generally keep all cleaning
Based nn observation the GHMRP failed to lock materiakin a locked cabinet. This is 08/15/08
caustic agents being stored, definitely an oversight from this
The ﬁl'l!lil'lg includes: fac:l.hty:- All CIBE.Tling ma‘tel‘lals: are now

stored in a locked cabinet starting
Observizions during the environmenta) 08/11/08 QMRP will ensure that all |
walic-thicugh on 8/11/08 approximately 1:40 PM, chemicals are stored under lock and key ,'
revealed a variety of caustic agents (bathream on daily basis staff was in serviced on i
cleaner ‘oilet cleaner, glass cleaner, etc.) were . '
being sicre in an unlocked cabinet located above 08/1.5 /08, QMR’.P and H]\él will !
the couiter jn the launary areas. Additionaliy, continue to monitor the above on a ;
large b x of open detergent and a bottle of consistent basis. |
bleach \vare being stored on the floor unlocked. -
Please see attachment * 14

1203 3508.3 ’ERSONNEL POLICIES 1403
Each supenvisor shall discuss the contents of jeb
descript ons with sach employee at the beginning
emplayrient and &f least annually thereafter,
This Statute is nat met as evidenced by:
Based an record review, the GHMRP failed to

'| have on file for review current job descriptions for
all emphyyees annually.
ngl :

The find ng Includes I-_Iouse manager and staff #1 have
Reviaw f the personne! filea conducted on signed job descriptions.
6/11/08 evealed that GHMRP failed to provide 4
evideneq: of a current signed job descriptions far Please see attachment. ‘_T__:I' -1
the newly promoted house man=ager and one
direct cany staff, (Staff #1)

Health Regulation Admir litraion

STATE FORM
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STATEMENT OF DBI!CIENCIES
AND PLAN OF CORFEETION " |ERE%E|%:'§%:1PII\|JEI\%CELAA

HFD03-0028

(X2) MULTIPLE CONSTRUGTION

A BUILDING
B. wWiNG

{%3) DATE SURVEY
COMPLETED

__08M2/2008

NAME OF PROVIDET: R SUPPLIER
D G HEALTH G2 RE

STREET ADDRESS, TITY, $TATE, ZIP CODE

47 QUINCY PLACE, NW
WASHINGTON, DG 20001

(%4} 1D
PREFIX
TAG

SLUMIMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST 188 PRECEDED RY FULL
RES3ULATORY OR LSC IDENTIFYING INRORMATION|

1ty PROVIDER'S £LAN OF CORRECTION

PREFIX (EACH CORRECTIVE AGTION SHOULD BE CO&%?ETE
DATE

TAG CROSS-REFERENCED TO THE APPROPRIATE

REFICIENCY)

1208

1222

3509.¢ PERSONNEL POLICIES

Each employes, prier to employment and

anhus [y thereafter, shall provide a physician ' s
certification that a health inventory has been
perfonnad and that the employee * s health status
would allow him or her to parform the required
duties. .

This S atute is nat met as evidenced by

Based on staff interview and record review, the
GHMRF falled to ensure its staff received annual
health screenings in the form and manner as
requirad by thls section.

The fingings include:

interview and review of the personne! regords on
Augusi 12, 2008 revealed the GHMRP failed to
have gidence of physical examination for two
direct ¢are staff. [Staff #1 and #2]

3510.3 GTAFF TRAINING

There shall be continuous, engoing in-servics
training programs scheduled for all personnel,

This Ststute ie not met as evidenced by:

Based dn observations, interview and record
verificatinn, the GHMRP falled to ensura
continuous, ongoing in-service training programs
were cunducted for all persannel,

The finding includes:
See Fedaral Deficiancy Report Citation W189

12068

attached. Tj" 23 >

Health certificate of the two staff are

Heag(ih Regulation Aqm ristration

STATE FORM
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FORM APPROVED

STATEMENT OF DE FICIENCIES 1} PROVIDER/SLPPLL
AND FLAN OF COR RECTON e ICENTIFICATION NEI'%?E'E'.A

HFB03-0028

(X2) MULTIFLE CONSTRUGTION (3) gg;i sn.;_ﬂs\asv
A. BUILDING L&

B. WING

08/12/2008

NAME OF PROVIDER OR SUPPLIER
P C HEALTH CARE

STREET ADDRESS, CITY, BTATE, 2P CODE

47 QUINGY PLAGE, NW
WASHINGTON, DC 20004 |

(%4 IR
PREFIX
TAG

SUMMARY STATEMENT QF DEFICIENCIES
(HACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

[v) PROVIDER'S PLAN OF CORRECTIDN X5)
PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE

TAG CROSS-REFERENCED TO THE APPROPRIATE RATE
DEFICIENCY)

1226
122

1 227"1

1398

Contied From page &
3510.8(c} STAFF TRAINING

Thia Siatute js not met as evidenced by;

Basged on observation, the GHMRP failed to
ensure the implementation of infection control
procedures to prevent communicsble infectious
disea;as for one of twa residents included in the
samp &. (Resident #3)

The finding includes:

See finderal deficiency eitation Was4,

a510.5(d) STAFF TRAINING

Each raining program shall include, but hot be
fimitet] %0, the following:

(e} Infzetion control for staff and residants;
This Statute Is not met Az evidenced by:

1 Basat nn record review, the GHMRP failed 1o

have on file for review eurrent training In the
agenclus infection ¢onirol practices for
emplcyzes.

The fivilng ineludes:

See Faderal Deficiency Raport Citation W454

3520.:1(f) PROFESSION SERVICES: GENERAL
PROVIBIONS

Each ‘3HMRP shall have available qualified
professional staff to carry out and monitor
necessary prafessional interventions, in

indlvidual habilltation plan, as datermined to be

accortlanee with the goals and objectives of every

1226
[226

See response to W454 Pg. 13

1394

Haalth Regu

afion Adininiettation

STATE FORM
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STATEMENT OF D SFICIENCIES
AND PLAN OF COF MECTION
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1401

Cont rued From page 6

necagrary by the Interdisciplinary team. The
profasslonal services may inciude, but not be
limitedl to, those services provided by individuals
traine), qualified, and licensed as required by
District of Columbia law in the following
disciplines or areas of services:

(N Cegupational Therapy:

This Statute Is not met as evidancad by:
Base ] on interview and record review, the
GHMRP failed to ensure an Qccupational
Theraipist had a current licenses on file.

The f nding includes:

On August 12, 2008, interview with the Human
Reso urce Manager revealed that the GHMRP did
not hivve an OT at this tims. According to the
further interview the agency is in process of hiring
3 nev' 0T, Review of the personnel records
revealed that the GHMRP failed te have current
licenge on file for an Oceupational Therapist

(QT).

3520.3 PROFESSION SERVICES; GENERAL
PROVISIONS

Ptafe:sslonal services shall include both diagnosis
and evaluation, ineluding identiication of
develspmental levels and needs, treatment
services, and servicas designed to prevent

deteri ration or further loss of function by the
raside nt. )

This Sitatute is not met as evigenced by:

Baset| on observation, interview, and recerd
review, the GHMRP falled to ensura Necessary
adaptive equipment was furnishad and
maintilnad for one of the threa residents included

1326

g / I_Sj vy
A new Q.T. bas been appointed for
DCHC.

. |
Please see attached current licence. ¢

I
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1 401| Contlr ued From page 7 [ 401
in the sample. (Resldent #2)
fleas e Seeresponseto W120 P, 2
The finding includes:

The facliity falled to ensure that Resident 2 was
providid with the recommended adaptive fesding Please Seeresponse to W436

equiprsnt [See Federal deficiency report
citation W438]
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