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The findings of the survey were based on
. observations in the home and at one day
' pregram, interviews with direct support staff,
: administrative staff and two client, as well as a
| review of client and administrative records,
i including incident reperts.
 {Qualified mental retardation professional :
| (QMRP) will be referred to as qualified inteliectual |
! disabilities professionai (QIDP} within this report.]

W 140 483.420(b)(1)(i) CLIENT FINANCES W 140

' The facility must establish and maintain a system |

H

 that assures a full and complete accounting of
. clients’ personal funds entrusted to the facility on

 behalf of clients.

. This STANDARD is not met as evidenced by:

i Surveyor: 27828 :
! Based on staff interview and record review, the .
| facility failed to provide a complete accounting of
! clients' personal funds, for one of the two clients :
"in the sample. (Client #1)

‘The finding includes:

' Interview with the quaiified intellectual disabilities
. professional (QIDP) on May 7, 2012, at 3:18 p.m., :
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7 : Health Reguistion & Licafsing Administration

Surveyor: 27828 merg:giata Care Fac%ttl-aNDEthn

. A recertification survey was conducted from May North Cepltol 8t, N.E.

7, 2012 through May 8, 2012. A sample of two Weshington, D.C. 20002

" ciients was selected from a population of four

. men with various degrees of intellectual

. disabiliies. This survey was initiated utilizing the

‘ TvVey progess.

fundamental survey proc w140 5/1512.
Ongoing

piient #1's personal funds are maintained
in a sub account under the facilily due to a
lack of identification.

The Program Manager has received re-
training or the protoco! for securing funds
from client#1's account which includes
submitting a Disbursement Voucher
identifying the purpose for the funds being
requested. The Disbursement Voucher is
then routed to the Director of Programs for
review and approval and then forwarded to
the accounting depariment to release the
funds and allocate the disbursement
accordingtly

The Accounting Spegialist in conjunction
with Account Receivables personnel wil
ensure that all authorized disbursements
as well as any deposits are reconciled on
monthly basis and provide at a minimum a
quarterly statement with account activity
and reconciliation verification.

Director of Programs and Quality and
QIDP, in conjunction with My Own Place,
Inc.'s accounting department will moniter
Clent #1's banking docurmentation
routinely to ensure adherence fo the
agency pratocol and efficient record
keeping practices.

W i, S =

2 NTATIVE'S SIGNATURE

) .

o

FIE bnding with an asterisk {*) denctes a Ne ficiancy which the ingdtutidng ma
feguardg provide sufficient protection to the patients. {See nstructions.) Except for nursin ;
faliowing the date of survey whether or not a plan of corection is provided. For nursing homes, the above findings and plans of

m
g hcemes, the fifdings statei apove are disclosable 90 days
correction are disclosable 14

days following the date these documents are made avaiable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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W 140’ Continued From page 1
. revealed that the facility assisted the client with
- maintaining his finances. Review of Client #1's
: financial records however, revealed no bank
' statements were available for review.

: Interview with the QIDP on May 7, 2012 at 3:20

: p.m., revealed that Client #1 did not have

_ identification to open an account at the bank.

i Therefore, the client's bank account was opened
in the facility's name. Continued interview

 revealed she was not able to produce all of the

. officer was an vacation.

' At the time of the survey, the facility failed to
. provide a complete accounting of Client #1's
| personal funds.

W 189 ; 483.430(e){1) STAFF TRAINING PROGRAM

! The facility must provide each employee with

- initial and continuing training that enables the

' employee to perform his or her duties effectively,
‘ efficiently, and competently.

' This STANDARD is not met as evidenced by:

| Surveyor: 27828

i Based on observation, interview and record

! review, the facility failed to ensure staff were

| provided with initial and continuing training that
| enabled them to perform their duties effectively,

i in the sample. (Client #1)

|
Y The finding includes:

; Observation on May 7, 2012, at 7.00 p.m.,
. revealed Client #3 dropped his Depakote

' client's financial information because the financial

- efficiently, and competently, for one of two clients :

W 140
w140

Response to W140 on page 1 of 11

"W 189

W189

Response to W189 on page 3 of 11
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medication on the floor. Further observation — ; ith | 81512
i icati Director of Nursing will provide the RN with | oz
- revealed the trained medication employee (TME) - additional training on the disposal of | Ongoing

i medication. .

placed the medication back in the medication
. cabinet.

* Interview with the TME at approximately 8:20

; p-m., revealed she did not know how to dispose

: of the medication. At approximately 8:40 p.m., the
- TME flushed the Depakote in the toilet. When
. asked, the TME stated that the registered nurse
{RN) fold her to flush the medication.

:

" On May 8, 2012, at appraximately 9:45 a.m.,
review of the facility's policy, titled "disposat of

: unused medication” revealed, "when a
i medication needs 10 be disposed of because it
: has been dropped on the floer during
. administration, the unused medication will be
" tuned over to the registered nurse. The nurse wﬁ[
. gither return the medication to the area
pharmamst or destroy the medication.”

Intemew with the RN coordinator on May 8,
1 2012, at approximately 9:50 a.m., revealed thata °
i drug that has fallen on the floor i |s to be thrown in
: the trash, and a controlled drug is destroyed in =~ |
4 front of two withesses. 1

' Rewew of the training book on May 8, 2012, at .
g approximately 10:00 a.m., failed to reveal training :
: on medication disposal. However, interview with
i the RN at approximately 9:50 a.m., revealed afl

. TME's were trained on disposal of unused

t At the time of the survey, there was no
- documented evidenced that staff had been

- trained on the disposal of unused medication.

medication. The RN will subsequently train
all T™MEs on medication policies and
procedures including medication disposal
by &/5M12. To ensure accurate
administration of medication to all cliants,
the facility RN will continue to observe al}
TMESs,. In addition, facility RN will conduct
periodic spot checks during medication
pass to ensure compliance. Cormective
action as needed will ocour for any issues
noted during the periodic medication
observations. Documentation of these
actions as well as the observations will be
maintained on file in the employee's
inservice racord.
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. Surveyor: 27828

. Based on cbservations, interviews and the review |
' of records, the facifity failed to ensure that each

. client's individual program plan stated specific

- objectives necessary to meet each client's needs, -
as identified by the comprehensive assessment,
for one of two clients in the sample. (Clients #2)

The finding includes:

; Observation on May 8, 2012, at 6:17 p.m.,
revealed Client #2 was administered his

" medications by the facility's trained medication |

: employee (TME). The TME was observed to 1

- punch the client's medications from the bubble
packs into a cup and hand it to the client. The

{ client then swallowed his medications and drank
prune juice.

' On May 8, 2012, at 12:08 p.m., review of Client

: #2's self-medication assessment dated February

' 15, 2011, revealed the client "is able to :

i independently get his cup of water, punch out

: medication from bubbie pack, take his ;
medications and return cup to the sink. He :
however needs someone to assist in the process |
becatise he cannot identify his medications and

. does not know the reason they are given." !t

I should be noted that the surveyor was ableto ¢
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W 227 483.440(c)(4) INDIVIDUAL PROGRAM PLAN W 227
- The individual program plan states the specific
objectives necessary to meet the client's needs,
- as identified by the comprehensive assessment
i required by paragraph {c)(3) of this section.
4 w227
i
This STANDARD is not met as evidenced by: Client #2 self medication objectives will be 50’:1;2”‘@

re-assessed by facility RN by 6/1/12.
necessary, objectives will be revised to
meet his specific needs. The RN will review
self medication objectives for each
individual! annually and incorporate
individualized goals to meet each clients
needs. in addition, facility RN will conduct
periodic reviews of self medication data
sheets to ensure compliance as well as
identify any modifications that may be
needad to ensure the goal is functionat
based upon identified abilities and support
needs.
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W 227 Continued From page 4

- converse with the client and cbserved the client
tafking to his peers and his staff throughout the
morning and the evening.

: Interview with the facility's registered nurse (RN}
“on May 8, 2012, at approximately 9:30 a.m.

* revealed that she was aware of the

. aforementioned fraining need for Client #2 and

» further indicated that area of need would be

. addressed in the client's upcoming individual

* support plan mesting in May 2012, At the time of
. the survey, however, the facility failed to provide

. evidence that an objective necessary to address
Client #2's self-medication program need had
been developed. . i
483.480(k)(1) DRUG ADMINISTRATION

W 368 |

The systern for drug administration must assure

. that all drugs are administered in compliance with
. the physician’s orders. ;
!

! i
i

- This STANDARD Is not met as evidenced by:
. Surveyor: 27828

' Based on observation, record review and
interview, the facility failed to ensure that all
prescribed medications were administered in :
- accordance with each client's physician orders, |
: for two of the four clients residing in the facility.
! {Clients #1 and #3) i

The findings inciude:

- Observation of the medication administration on
May 7, 2012, at 6:52 p.m., revealed the trained _
. medication employee (TME) punched Client #3's
. medication from his biister pack and handed the -
i cup of medications to the client. As the client was

W 227

w227

See response to W227 on page 4 of 11

W 368

W3gs

'Rfeﬁrence Response to W189 on page 3
of 11,
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" taking his medications, a pill (Depakote) fell on

: the floor. The TME then said she was going to

1 inform the registered nurse coordinator (RNC).

' However, the TME failed to call the RNC after

| she completed her medication administration at
7:25 p.m. At 7:30 p.m., review of the client's

: medicaticn administration record (MAR) and

- physician orders dated April 1, 2012, revealed an |

. order for Depakate. Continued review of the MAR
revealed the aforementioned medication was

: prescribed for 600 p.m.

' Further observation at 8:12 p.m., revealed the |
 TME was cleaning the kitchen. When asked, the |
| TME stated that she will call the RNC before the
“end of her shift at 11:00 p.m. At approximately |
; 8:40 p.m., the TME called the RNC. The TME

: then stated that the RNC instructed her to

- administer the medication. Observation at 843
p.m., revealed the TME administered Client #3's

' Depakote.

* At the time of the survey, the facility failed to ;
- ensure Client #3 was administered his Depakote
 timely.

W 369 483.460(k)(2) DRUG ADMINISTRATION

The system for drug administration must assure :
that all drugs, including those that are i
; self-administered, are administered without error.

i

i This STANDARD is not met as evidenced by:
* Surveyor: 27328

! Based on observation, interview and record
 review, the facility failed to ensure that

i medications were administered without error, for
 two of the four clients residing in the facility.

i

W 369

W368

Reference Response to W189 on page 3 | 6/5/12-
of 11, Ongaing

w369
6/5/12-

See Response to W189 on page 3 of 11. Ongoing

FORM CMS-2567(02-98) Previous Versions Obsclete Event 1D:RTTW11

Facitity iD: 09G118

If coniinuation sheet Page 6 of 11




PRINTED: 05/18/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
09G116 05/08/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
121 TUCKERMAN ST, NE
MY OWN PLACE '
WASHINGTON, DC 20014
(%43 1D SUMMARY STATEMENT OF DEFICIENCIES ' D PROVIDER'S PLAN OF CORRECTION 48
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - {EACH CGRRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC 1DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Date
: DEFICIENCY}
w 369_E Continued From page 6 W 369

“{Clients #1 and #3)
' The findings include: : . W36B9

. Observation of the medication administration on
May 7, 2012, at 6:52 p.m., revealed the trained
. medication employee {TME) punch Client #3's
medication from his blister pack and handed the ‘ The RN will train afl TMEs on medication | 6/5/12-
. cup of medications {o the client. As the client was . ‘ policies and procedures including imely | Ongoing
. taking his medications, a pill (Depakote) fallon ' medication administration and medication

. the floor. The TME then said she was going to emors by 6/5/12. To ensure accurate
administration of medication to ali clients,

- inform the registered nurse coordinator (RNC). > . X
e ed har ool the RNC afer e seiton. acity RN wih condt
sfme completeq her medica;ion adminis_tratilon at peri odic & oot che cks durin o medication
17:25 p.m. At7:30 p.m., review of the client's : pass to ensure compliance.

medication administration record (MAR) and

- physician orders dated April 1, 2012, revealed an

. order for Depakote. Continued review of the MAR |
revealed the aforementioned medication was

' prescribed for 6:00 p.m. j

. Further observation at 8:12 p.m, revealed the |
TME was cleaning the kitchen. When asked, the |
TME stated that she will call the RNC before the
end of her shift at 11:00 p.m. At approximately
840 p.m,, the TME called the RNC. The TME |
then stated that the RNC instructed her to i .
administer the medication. Observation at 843 ! i
. p.m., revealed the TME administered Client #3's :
: Depakote. |

i At the time of the survey, the facility failed to :
: ensure Client #3 was administered his Depakote |
; timely. _
W 370 483.460{k)}(3) DRUG ADMINISTRATION ¢ W37

The system for drug administration must assure
| that unficensed personnel are allowed to

FORM CMS-2567{02-99) Previous Versions Obsoigte Event ID: RTTW11 Facility ID: 09G116 If continuation sheet Page 7 of 11
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i administer drugs for one of the four clients
residing in the facility. (Client #1)

' The finding includes:
{ Observation of the medication administration on
“May 7, 2012, at 6:40 p.m., revealed Client #1 was !
i administered Vitron C, Docusate, Calcium, and
: Nexium. At 7:54 p.m_, review of the client's i
! medication administration record (MAR) and |
! physician orders dated April 1, 2012, revealed an |

order for Debrox (twice a day).
' Continued review revealed the TME initialed the |
' MAR for 6:00 p.m., indicating the medication was |
: given. However, It was not administered during
. the evening medication pass.

* Interview with the TME at 8:20 p.m., revealed

- "whoever gives him a shower will give it", The

’ surveyor then asked Staff #2, who had given

: Client #1 his shower at approximately 7:30 p.m.,

. if she had administered the client's Debrox. Staff
: #2 stated that she did not administer the Debrox.
; The TME then opened the medication cabinet

{ and handed the Debrox to Staff #2, At 8:23 p.m,
' Staff #2 assisted Client #1 into the bathroom and
! administered Debrox in the right and left ear.

Further interview at 8:25 p.m., on the same day
I with the qualified intellectual disabilities i

i
P
L

MY OWN PLACE
WASHINGTON, DC 20011
(X4 D SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORREGTION {x8)
PREFIX ' (EACH DEFiCIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 370 Continued From page 7 W 370
- administer drugs only if State law permits.
' This STANDARD s not met as evidenced by:
i Surveyar: 27828
. Based on observation, staff interview and record W370
_verification, the facility failed to ensure that
- unlicensed personnel were not permitted to Staff #2 was cautioned on 5/19/12 that gflggr’%

she is not permitted to administer
medication in the District of Coiumbia
until her TME application process in
completed. Additionally, all TMEs will be
reminded that they may only administer
medications in the jurisdiction of their
certification. The RN will review MARs

: periodically to monitor compliance and

i implement corrective aclion as necessary

' in the event of non-compliance.

I
i
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i conditions of security,

* This STANDARD is not met as evidenced by.

' Surveyor. 27828

‘ Based on observation and interview, the facility
failed to siore drugs under proper conditions of

. security, for four of the four clients residing in the

facility. {(Clients #1, #2, #3, and #4) :
' i

': The findings include:

i 1. On May 7, 2012, beginning at 6:35 p.m., the

! trained medication employee (TME) was ;
- observed to leave Client #2 and #3's Generlac |
! (oral laxative) on top of the medication cabinetin !
; the dining room as she administered medications |
| in the clients' bedrooms. Other clients and staff
- were in close proximity to the medication. :

i

'2.0nMay7, 2012, at 6:36 pm,, the TME was |
‘ observed to walk to the bathroom to wash her
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W 370 Continued From page 8 W 370
. professional {(QIDP) revealed that Staff #2 was
: not a TME. Interview with Staff #2 revealed that
' she was a TME in Maryland; however, she is nct .
. licensed in the District of Columbia, ’
Interview with the registered nurse coordinator :
. (RNC} on May &, 2012, at approximately 8:00
“a.m., confirmed that Staff #2 was not a certified
' TME. Further adding that all drugs are to be
administered hy licensed nurses, or staff trained
‘ and certified in medication administration.
W 381 483.460(){1) DRUG STCRAGE AND W 381
- RECORDKEEPING
The facility must store drugs under proper
ty 9 prop . W3B1 B/5112-
Ongoing

1 - 4. The RN will train ali TMEs on
medication policies and procedures
including storage and security of
medication during the medication pass by
6/5/12. In addition, facility RN will
conduct periedic spot checks during
medication pass to monitor compliance,
Docurnentation of the outcome of the
random medication administration

~ observations will be maintained in the

© TME’s training file along with any
corrective action necessary as the result
of the observation.
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W 381 Continued From page 9 W 381
" hands. During this fime Client #2’s medications
- were left unattended in the client's bedroom as
- the client watted.
3. 0n May 7, 2012, at 6:53 p.m., the TME was
observed to walk {o the living room and the dining '
" room to retrieve a medication book and cup. , W3s1
615112

! Afterwards, the TME walked to the bathroom to

- wash her hands. During this time Client #3's
medications were left unattended in his bedroom

- ag the client waited.

‘4. On May 7, 2012, at 8:45 p.m., the TME was

| observed to walk to the bathroom to wash her |
. hands. During this time Client #3's Depakote was

i ! left on the dining room table. Further observation
' revealed clients and staff were in close proximity -

. to the unattended medication.

| Interview with the TME on May 7, 2012, at 8:48
. p.m., confirmed the aforementioned medications
- were feft unsecured. ‘

Interv:ew with the registerad nurse coordinator on
; May 8, 2012, at 9:10 a.m., revealed that all

" medications were required to be secured at al
tjmes by a licensed professionat,

?he THME failed to ensure the security of afl drugs -
dunng the evening medication administration
: observations on May 7, 2012, ; _
W 454 : 483.470(1}( 1) INFECTION CONTROL - W 454

The facility must provide a sanitary environment
to avoid socurces and transmission of infections.

:
| This STANDARD is not met as evidenced by: |

i

See Response to W381 on page 9 of 11. Ongoing
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' The finding includes:

i Observation on May 7, 2012, beginning at 4:50
' p.m., revealed Client #1 urinated on himsalf while °
» sitting on the couch. Continued observation

| revealed the couch was soiled. Staff #2 then

i informed the other staff that she was going to .
' change Client #1. At 4:54 p.m., Staff #2 returned ;
. to the dining room with Client #1 and began to

" engage him in a table top activity. During this time -
. Clients and staff were walking in the dining room.

| At 5:02 p.m., the surveyor informed Staff #2 that

| the couch was soiled. The staff then stated "I :
i Know I'm going to do it." The qualified intellectual
| disabilities professional (QIDP) overheard the :
| conversation and instructed the staff to disinfect |
the couch.

Review of the training records on May 8, 2012, at
approximately 2:30 p.m., revealed that staff was
! trained on infection control on July 23, 2011,

! [nterview with the registered nurse coordinator on
May 8, 2012, at 9:35 a.m., revealed the staff was
| required to clean the soiled area immediately.

| There was no evidence that proper infection
. control procedures were implemented,

i i
-’ !

i
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W 434 | Continued From page 10 W 454

' Surveyor. 27828

. Based on observation, interview and record i :

I review, the facility falled to maintain a sanitary ! '

! environment to avoid sources and transmission of!

infection, for four of the four clients residing in the -
facility. (Clients #1, #2, #3 and #4) : was4 o512
' | To ensure proper infection control | Ongoing

procedures, the facility RN will provide in-
service trafning to all staff on Universal
Precaution and infection Control policies
and procedures who were not present for
the annual refresher training by 6/5/12.
Additionally, Universal Precaution and
Infection Centrol refresher training will
continue to occur on an annual or as
needed basis for all employess.

Facility RN, QIDP, and Program Manager
will conduct periodic monitoring of the
environment to ensure sanitary conditions
and proper inflection control procedures
are implemented.

i
1
|
i
|
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1000 INITIAL COMMENTS o |
' Surveyor; 27828
A licensure survey was conducted from May 7,
2012 through May 8, 2012, A sample of two
: residents was selected from a population of four
- men with various degrees intellectual disabilities. -
. The findings of the survey were based on
. observations in the home and at one day
. program, interviews with direct support staff, | 189
¢ administrative staff and two clients, as well as a
f reviem_v of ;es_ident and administrative records, Client #1's personal funds are maintained | 5/15/12-
including incident reports. in a sub account under the facility due to a | ongoing
: lack of identification.
" {Qualified mental retardation professional
. (QMRP) will be referred to as qualified inteliectual The Program Manager has received re-
: disabifities professional (QIDP) within this report ] training on the protocol for securing funds
: : from clien#1's account which inciudes
. submitting a Disbursement Voucher
1189 3508.7 ADMINISTRATIVE SUPPORT §189 identifying the purpose for the funds being
: . requested. The Disbursement Voucher is
i Each GHMRP shall maintain records of residents - then routed to the Director of Programs for
i funds received and disbursed. : review and approval and then forwarded to
: the accounting dapartment to release the
{ This Statute is not met as evidenced by: 5 funds 2nd aliocats the  disbursement
| Surveyor; 27828 Y
| Based on staff interview arjd njecord review, the The Accounting Specialist in conjunction
1 group home for persons with intellectual ; with Account Receivables personnel wil
: Disabilittes (GHPID) failed to ensure a system ensure that all authorized disbursements
" had been implemented to maintain a compiete as well as any deposits are raconciled on
¢ accounting of residents’ personal funds, forone ! monthly basis and provide at a minimum a
: of two residents included in the sample. quarterly statement with account activity
; (Resident #1) and reconciliation verification,
f L . Director of Programs and Quallty and
‘ The finding includes: QIDP, in conjunction with My Own Place,
| ) _ o o Inc.'s accounting department will monitor
I Interview with the qualified intellectual disabiiities Client #1's banking documentation
i professicnal (QIDP) and review of Client #1's routinely to ensure adherence to the
" financial records on May 7, 2012, at 318 p.m., agency protocol and efficient record
. revealed there were no bank statements for keeping practices.
: Client #1.
Health Reguiaton & Licensing Administration
A egu ng TITLE {8} DATE
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATLIRE
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1189 Continued From page 1 1189

Interview with the QIDP on May 7, 2012 at 3:20
p.m., revealed that Client #1 did not have
identification to open an account at the bank.
Therefore, the client's bank account was opened
in the facility's name. Continued interview

. revealed she was not able to produce all of the

- client's financial information because the financial

- officer was on vacation. .

. At the time of the survey, the facility failed to
© pravide a complete accounting of Client #1's
personal funds.
{ ;
i 2065 3509.6 PERSONNEL POLICIES © 1206
- Each empiloyee, prior to employment and
- annually thereadter, shall provide a physician 's
! certification that a health inventory has been
| performed and that the employee ' s health status
. would aflow him or her to perform the required
! duties.

i

* This Statute is not met as evidenced by:

. Surveyor: 27828 :
Based on interview and record review, the group .
home for persons with inteilectual disabilities :

- {GHPID) failed to ensure that all empioyees and

© health care professionals had current health

" certificates, for one of the eleven consultants.

- (Consultant #1)

5 The finding includes:
' On May 8, 2012, beginning 3:00 p.m., review of

- the personnel records failed to show evidence of
~a current physician’s health inventory/ certificate

! 189

5Reference response lo | 189 on page 1 of | &/5/12

1206
Health Certificate for Consultant #1was | 5/9/12-
secured on 5/9/12 and placed in the file. | Ongoing

M.O.P. Human Rescurce Department
and Director of Health Services will
ensure that all staff and consuitants
secure an annual heaith screening
{physician’'s certificate) to ensure the
health and safaty of its individuals,

These certificates will be maintained in
the staff personnel files for raview. In
cases when staff that are not

in compliance, they will be placed on
administrative leave. Additionally, quaiity
assurance monitoring will review a random
sample of personnel files gquarterly to
ensure compliance.

Heaith Reguiaﬂ'on & Licensing Administration
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1206 Continued From page 2 1206

- for Consultant #1. At approximately 3:30 p.m., on
- the same day, interview with the House Manager
. (HM) confirmed that there was no evidence of

- health inventories performed by a physician for

" the aforementioned personnel.

1226 3510.5(c) STAFF TRAINING 1226
' Each training program shall include, but not be
" limited to, the following:

: {c} Infection control for staff and residents;

' This Statute is not met as evidenced by:

. Surveyor: 27828

| Based on cbservation, interview and review of

| in-service training records, the group home for
persons with intellectual disabilities (GHRID)

. failed to ensure that all residents and staff
received affective training on infection control, for
. four of the four residents of the GHPID.
 (Residents #1, #2, #3, and #4)

The finding includes:

Observation on May 7, 2012, beginning at 4:50

p.m., revealed Resident #1 urinated on himself

while sitting on the couch. Continued observation :
revealed the couch was soiled. Staff #2 then ]
informed the other staff that she was goingto |
change Resident #1. At 4:54 p.m., Staff #2 |
returned to the dining room with Resident #1 and !
began to engage him in a table top activity. !
During this time clients and staff were walking in |
the dining room. At 5:02 p.m., the surveyor
informed Staff #2 that the couch was soiled. The
| staff then stated "l kKnow I'm going to do it." The

: qualified intellectual disabilities professional
! | (QIDP) overheard the conversation and instructed

1226

6/5/12-

To ensure proper infection control -
Ongoing

procedures, the facility RN will provide in-
service fraining to all staff on Universal
Precaution and Infection Contrel policies
and procedures who were not present for
the annual refresher training by 6/5/12.
Additionally, Universal Precaufion and
Infection Control refresher training will
continue to occur on an annual or as
needed basis for all employees.

Facility RN, QIDP, and Program Manager
will conduct periodic monitoring of the
environment to ensure sanitary conditions
and proper inflection control procedures
are implemented.

Health Reguiation & Licensing Administration
STATE FORM

8898

RTTW11

If continyation sheet 3 of &




PRINTED: 05/18/2012
FORM APPROVED

Health Regulation & Licensing Administration

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION " IGENTIFICATION NUMEER: G2 ML - COMPLETED
A BUILDING
B. WING
HFD03-0231 05/08/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
121 TUCKERMAN ST, NE
MY OWN PLACE WASHINGTON, DC 20011
Xy SUMMARY STATEMENT OF DEFICIENCIES S PROVIDER'S PLAN OF CORRECTION XSy
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TaG |  REGULATORY OR LSC IDENTIFYING INFORMATION) C TG CROSS-REFERENCED TO THE APPROPRIATE DATE
i . . DEFICIENCY) ’
1228 Continued From page 3 1228

the staff to disinfect the couch.

' Review of the training records on May 8, 2012, at

- approximately 2:30 p.m., revealed that staff was 1226
i frai i ] fon .
trained on infection control on July 23, 2011 See Response to | 226 on page 3 of 5.
" Interview with the registerad nurse coordinator on
' May 8, 2012, at 9:35 a.m., revealed the staff was
' required to clean the soiled area immediately, '
" There was no evidence that proper infection
- control procedures were implemented.
1227 3510.5(d) STAFF TRAINING 1227
" Each fraining program shall include, but not be
limited to, the following: 1227
; - ; ' All staff had current CPR and First Ald 52112-
- (d) Emergency procedures including first aid, . Onaoi
| cardiopulmenary resuscitation (OPR), the L g‘:’:;e?%W:;?;}gsé?sswe;gonsf ggﬁ;id ngoing
i Heimtich maneuver, disaster plans and fire : were copied and placed Ain the staff
| . evacuation plans; . records on 5/21/12.

M.O.P. Human Resource Department

i i This Statute is not met as evidenced by: | and the Professional Development
i Surveyor: 27828 : Coordinator will ensure that all staff and

consultants secure current CPR and First

- Based on interview and record review, the group . : e
. home for persons with intellectual disabilities : g;‘:ectsﬁfﬁti’r“’é‘iﬁ%sgfs“"?ntg“;gea'th and
' (GHPID) failed to have on file for review, current - certificates will be maintained in the staff
| training in cardiopuimonary resuscitation (CPR} personnel files for review. In cases when
t and first aid, for two of nine employees. ; staff that are not in compiiance, they will
! (Employees #1 and #9) : be placed on administrative leave.

; Additionally, quality assurance monitoring
will review a random sampie of personnel
files quarterly to ensure compliance.

- The finding inciudes:
' Review of the personnel records on May 8, 2012, |
- beginning at 3:.00 p.m., revealed the GHPID failed ;

. to have available for review a current first aid and

: CPR certification for Employees #1 and #3. This |

. was confirmed by the House Manager on the :

Heatlth Regutation & Licensing Administration
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- same day at approximately 3:30 p.m.
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