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* A licensure survey was conducted on August 24,
2009. The findings of the survey were based on

; observations at the Community Residential

: Facility (CRF), interviews with the sdministrative S

i staff and residents, as well 83 & review of clirice NMENT QF THE D

+ and administrative racords, including incigent GOVERNNE G o RTMENT 0
reports. A random sample of four regidents was AL TH REGU

: seiscted from @ resident population of seven HE NORTH CAPITOL

| residents with various medical dissbilities. 825 NOF ASH

. A thorough environments) inspaction was
conducted of the facility and there were no

. significant deficlencies that woyld be lite

 threatening to the residents and /or staff

D 430] 3402.2(b) Personnel

i
' (b) Plans for the orientation of al employees and ¢
' for regulanty scheduled staff Mmeetings;

This CONDITION is not met as evidenced by:
' Based on interview and record raview, the
- Community Residential facility faled to provide
- evidence of orientation training for (2} of the ten
- {10) records reviewed. (Staff #3 and #8)

- The finding includes:

|

 Interview with the administrative staff,
i O August 24, at 1.15 p.m. and review
. personne| records revealed that the facllity failed
. to provide evidence that St #3 and 29 hed

- recaived orientation training

D 440] 3402.2(c) Porsonne!

. {c) An annual evaluation of employee
f Performance by appropriate Supervisors; and

D 430
Pocovs 1

(Director)
of

D440
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| This CONDITION is not met a8 evidenced by: Al fevicapat Tilas boive b AL
i Based on interview and record review, the T N N T L Uy
- Community Residential fecility failed to provide | . '
: evidence of an annual evaluation for (1) of the ten e-f'bm_ﬂc bRl e sevitees .
| (10) records reviewed. (Residential Dirsctor) Yometedy i
| The finding includes: !
Interview with the Director on August 24, at 1.15 '
p.m. and review of his perconnel record failed 1o {
_ evidance an annual evaluation. Repartadly there '
+ was an evalugtion, however at the time of the |
Survey, it was not avaitabie for review. i '
D 450] 3402.3 Personnel D 450 ‘, - ..
| Shdf: s peonded i q_,f 1409
- All persons employed in @ community residence > lekeg L) Ko c.wh{.nic on f
| facility shall have a pre-empioymant madical EYR SLip . i
" examination by a licensed physician and shall be Nifor, SHiF 4o, . |
certified annually by the examining physician to 125, sy oo b ot wf fwe 5Wigisn |
 be in good heatth and frée of communicable o A gyEme ; .: b
| diseases as defined in chapter 2 of this tite, Al G gty |
‘3 . . {"t“;’"h " f'e*v'g.'.:\'(,' ¢ 'Ig"l-'j': b !
+ This CONDITION is not met as evidenced by 2 R APRTE VP |
- Based on interview and record review, the ot T Wi‘“‘-if” T '
; Commuruty Residential facility failed to provide poviges Flad S BSer (G
| evidence of medical examinations for (2) of the it o Vgt K P L0 Z
Ay Tt T ANY VR P i
| ten (10} records reviewed. {Staff #5 snd #5) ~ : I
) . Ai Ty | f—}_g Yy }-'. L v :
The finding includes: VA ved bamogpad ",E"‘N !
' Interview with the administrative sff, (Director) el Roduiat L, ,
| on August 24, at 1;15 p.n. and review of iy M Ve tf'vt'-vl-c*‘y . |
' personnet records revealed that the facility failed ' '
10 provide evidence of a health cerlfficates for
. Staff #5 and #8.
[}
D1420; 3411.3(}) Resident’s Records D1420
Wdith Regulation Administration
"ATE FORM rabs

vyt I conlinuation siwet 2 of G



SEP-29-2889 @9:58A FROM:Fax machine 2028324711

Heatth Regulation Administration

TO: 4429430

P:4-7

PRINTED: 08/03/2008
FORM APPROVED

STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER'

CRF-000235

(X3 MULTIPLE CONSTRUCTION

A BULDING
8. WING

(X3) DATE SURVEY
COMPLETED

08/24/2009

MAME OF PROVIDER OR SUPPLIER
GHRISTIAN COMMUNITIES GROUFP HOMES

STREET ADDRESS, CITY, STATE, ZIP CODE

2501 16TH STREET NE
WASHINGTON, DC 20018

e

(X$) 10

PREFIX | (CACH DEFICIENCY MUST BE PRECEDED DY FULL

TAG

i SUMMARY STATEMENT OF DEFIGIENCIES
! REGULATORY OR LSC IDENTIFYING INFORMATION)

. PROVIDER'S PLAN OF CORREGTION T oo

PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG H

DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE  © DATE

COMPLETE

D1420 Cormtinued From page 2

ith Rm‘ non Admvinistration o

ATE FORM

(i) Reports and recommendations from
\ physicians, social workers, or other health care
| professionals (including, in the case of group
- homes for mentally retarded persons, the
. comprehensive evaluation for each resident and
- reports and recommendations from appropriate
! professionals) regarding the resident's care;

" This CONDITION Is not met as avidenced by.
Based on observation, interview, and record

' review, the community residential facility falled to

. ensure recommandations was implemented from

: the primary care physician (PCP) ragarding the

- resident's care for two(Residents #2 and #3) of

» the four residents included i the sample

! The findings Include:
|

! Observation during the administration of

- medication and interview with the caragiver on
April 24, 2009, at 12:22 p.m. revealed that the
residents take their medications independently,

 Althaugh Residents #2 and #3 did not receive any

+ Noon medications, a review of their medical

records revealed the following:

; 1. Resident#2 was seen by his PCP who

| conducted a medical certification examinaticn on

June 12, 2008 Review of the rasident's

| certification at 11:30 a.m. revealed the fesident's
certification incluced treatment orders. Further

| review of the orders reveaied the resident's PCP

' noted that the residant's hypertension (HTN) was
uncontrolled and recommended the resident's

. Amlodipine be ngreased from 5§ mg 1o 10 mg.

i INterview with the administrative staff and review

| of the medication administration record (MAR)

| Fevealed that the medication had not besn

: increased. Continued interview with the
administrative staff was cenducted to ascertain

D1420
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01420 | Continued From page 3

more information regarding why Resident £2'g
medication (Amiodiping) was not increased a8
recommended. According to the administative
staff, the facility did not receive g prescription,
Decause the normal procedure was for the
facility's Assistant Administrator to fax the
prascriptions to the pharmmacy

* At the time of the survey, the facility failed to
. follow the PCP's treatment order tp incregse
Residen #2's medication (Amiodipine).

| 2. Review of Resident #3's medical record on

| August 24, 2009, reveaied a prescription far

| Zocor 10 mg dated January 29, 2009. Further

© review of tha resident's record revealed a

| medtication administration recard (MAR} for the

| month of August 2008, Confintad review of the

' MAR failed 10 evidance tha sforementioned

I medication (Zocor). Interview with the

: administrative staff revealed that he recalled that
Resident #3 never recelvad the Zocor, because
the PCP discontinued # and started him on
Pravastatin 40 mg on Fetruary 3, 2009.

| At the timo of the survey, the facility fajled to
| pravide evidence that Resident #3's Zocor had

02000 3418.1 Therapeutic Diets

i All community residence facilities that accept or

- retaln residents in need of special or te

- diets shall provide for those diets to be planned,
prepared, and served as prescribed by the

| attending physician. Those community residence

| facilities shal consutt regularly with s digtitian,

- This CONDITION is not met as evidenced by:
| Based on obsewati_on, interview and record

D420
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D2000 Continued From page 4 D2000
| review, the community residential facity faied o :
| consuit with a dietician on a reguiar basis for two }
i (Residents #1 and #2) of the four resiients i
, included in the sample. .
. The findings include. Qr i skt feuv et W o N ‘1 - { ;
1. Interview with the administrative staff and avs T T Y gy g |q¢:l
review of Resident #1's medical record on August Mx;;;:s,.;.f;uwf‘fsw NV S
24, 2009 at 10:20 a.m. revealad an “annual o baoh v ddie b Gadaies by 'H- 1%
' medical certification” dated June 28, 2008, e i o “*’r
, Further review of the certificahon reveaied the Cpa i Mo ek ot H e vendis
resident had been prescribed & low sodium diet. u,,w,,_ e \_q_- s ,<,,, Yan S i
It should be noted that the medical assassment Vi W wv{ !
| indicated that the resident was diagnasad with T o
" hypertension. Continued interview with the i $*-cssv=u¥ Beb apionds Ry -

. adrinistrative staff revealed that the resident had
5 not been assessed by a nutritionist or a dietician.

Observabon on August 24, 2009, at 12:05 p.m.

' revealed Resident #1 was served beef hot doge

" and French fries for lunch. interview with the
caregiver revealed they wera “"Ball Park” beef hot
dogs. The surveyor further researched the
aforementioned brand aof hot dogs and reviewad
the back of the package revealad the hot dogs

" contalned 550 mg of sodium.

i At the time of the aurvey, there was no
documented evidence that the facility had
consulted with a dieficlan for persons prescribed
therapeutic diets,

' i 2. interview with the administrative ataff and
rewew of Resident #2's medical record on August
| 24, 2009 at 2:05 a.m. revealed an "annual
medicel certification” dated June 12, 2009.
Further review of the certification revealed the

| resident haxl been prescribed a 2 gm NAS (no
" added salt), low cholesten! diet. it should be
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, noted that the medical aesessment indicated that ;
! the resident was disgnosad with uncontrolled s SR
- hypertension. Additionally, he had a had & INE T
| reatment onder for his biood pressure medication
! (Amiodipine) to be increased from 5 mg to 10 my.
Continued interview with the administrative staff
revealed that the reaitent had not boen assessed - i :
: by & nutritionist or a dietician S avon ;
| Obsarvation on August 24, 2009, at 12:08 p m. j
' revealed Resident #2 was $erved beof hot dogs
and French fries for lunch. Interview with the
| caregiver revealed they were “Ball Park” beef hot
» dogs, The surveyor furthar researchad the ‘
loned brand of hot dogs and reviewed }
| the back of the package noted 550 mg of sodium, '
[ At the time of the survey, there was no
. documented evidence that the facifity had
i consulted with a dietician for Persons prescribed
+ therapeutic diets, i
: !
| |
g )
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!. !
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