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On August 3, 2011, the Department of Heaith
(DOH) received notification of a complaint from
an anonymous individual via US mail. The
complainant identified the following concerns: .
Allegation #1: Theft and misuse of resident / 9/ z5/ ¢ (
manies. : of Health
, Hoelh Raguistion &
Findings: Interview with management staff and Cere Facilitios Divigion
the review of the resident's financial records 3 969 North 8t,NE
failed to reveal mismanagement of resident A , D.C. 20002

funds. Deficiencies, however, were cited for
failure to have an effective system for financial
record keeping.

Conclusion: This allegation could not be
substantated.

Allegation #2: Resident abuse and neglect.
Findings: Interview with the facility's
administrator and the review of the facility's
incident management system failed to show
evidence of abuse/neglect. Deficiencies,
incidents to DOH timely.

Conclusion: This allegation could not be
substantiated.

Allegation #3: Falsification of documentation.

Conclusion: This allegation could not be
substantiated.

Allegation #4. Unsanitary living conditions.

Findings: Deficiencies were cited in the areaof
housekeeping. . n n

i

i

however, were cited for failure to report significant
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Conclusion: This allegation could not be
substantiated.

Allegation #5: Individuals given wrong medication
and reported medication errors,

Findings: Review of the facility's medical records
failed to evidence any incidents of individuals
receiving the wrong medication.

Conclusion: This allegation could not be
substantiated.

Allegatioh #6. Hostile work environment.

Findings: Interviews conducted with facility
employees failed to evidence a hostile work
environment.

Conciusion: This allegation could not be
substantiated.

Due to the nature of the allegations, an onsite
investigation was initiated on August 4, 2011
through August 5, 2011, All residents files from
a population of four females with varying degrees
of inteliectual disabilities were reviewed.

The findings of this investigation were based on
observations, interviews with direct care staff, the
agency’s management staff, and a review of the -
clinical, financial and administrative records. :
Additionally, this investigation included a review of
the facility's incident management system. ;

[Qualified Mental Retardation Professional
(QMRP) will be referred to as Qualified
Intellectual Disabilities Professional (QIDP) within
this report].
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1090 3504.1 HOUSEKEEPING 1090 v ExTERICEL

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable
odors.

This Statute is not met as evidenced by:
Based on observation and interview, the group
home for persons with intellectual disabilities

(GHPID) failed to ensure the interior and exterior

of the facility were maintained in a safe and
sanitary manner.

The findings include:

+. On August 5, 2011, beginning at 3:40 p.m., the

surveyor conducted observation of the external
environment. The foliowing concems were
identified:

a. The right hand rail on the steps leading from
the back porch to the back yard, was splintered
on the top, near the middie of the rail. Both rails
were weather worn and had splinters.

b. One of the risers was missing from the steps
leading from the back yard porch to the porch.

c. One of the balusters in the metal railing on the

front por¢h was observed to be rusted and

broken off near the bottom, causing itto haveaa !

jagged edge.-

2 Observations of the interior environment were
initiated on August 4, 2011.

a. On August 4, 2011, at 3:30 p.m., the seat of
the toilet in the basement bathroom was noted to
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This Statute is not met as evidenced by:
Based on staff interview and record review, the
Group Home for Persons with Intellectual

Disabilities (GHPID) failed to maintain records of

residents’ personal funds, for three of three

residents included in the sample. (Residents #2, :

#3 and #4) :
The findings include:

1. Review of the financial records for Residents
#2, #3, and #4 on Augusi 4, 2011, beginning at
2:19 p.m., revealed that on December 10, 2010, a
withdrawa! of $100.00 was made from each
individual's account. Further review of each

: ‘ FORM APPROVED
Health Reguiation & Licensing Administration _
{X3) DATE SURVEY
AND PLAN OF GORREGTION | ") PROVIDERISUPPLERICLA (%2) MULTIPLE GONSTRUCTION COMPLETED
‘ A BUILDING c
B. WING
HFD12-0027 08/05/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIF CODE -
815 FLORAL PL, NW
WARD & WARD WASHINGTON, DC 20012
o) D JUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO é-vuis APPROPRIATE DATE

1080 Continued From page 3 10 9g 4 Y Lam{tm‘\cf sitached Woﬂ
be disconnected from the commode. On August v LL . ,
5, 2011 at 3:50 p.m., the toilet seat was noted to DU AR n !
have been reconnected to the commode. ¥~ waduals EUUJ:MLQ funance ,
b. On August 5, 2011, at 3:52 p.m., the bathroom X Qoerd e PW Judiveduato
on the sacond floor had a piece of broken plastic 3, «PF )+ﬁ -
attached to the left side of the wall (above the left el Fumds - Degosihs,
side of the hand sink). Staff indicated that it was : -
where the paper towel holder was previously * Lecrid l&u;pmu’ {on dudieduals
atta to th ll.
c. Area rugs in the hall way of the facifity were - '
observed to move on the floor when pressure A V-t%""u{- {'DF- Fronda, _
was apphed. % Codrms Lond"gﬂ& : 'FS/
The above cited deficiencies were ack - . - 4 ‘ _
by the facility's qualified intellectuat disabiliies # udividual “’WW“"WL‘/{ A 2eounch
professional (QIDP) on August 5,2011 at I Approve A ey prnars,
SPproximatsly 4:45 p.m. + Du burrement ‘% fle un broseacent

' ; M,

1189 3508.7 ADMINISTRATIVE SUPPORT " 1189 JG P e ﬂ.f &UJD?AMC( ‘FWYL d/.\
Each GHMRP shall maintain records of residents 4 . : .
* funds received and disbursed. W PDLLW are MMP(LWM

o W/Wf:; fm;ﬂw&w v adre
to At ion veudm agree -
wfz{s,ﬂ.mmﬂs aud padd bill e
Ot esdince o psulation 3506, & and
25027, Ahao Luid oftached

neceple dmy gk % the wdlirduals
Hio #1900 with drawals that wdioats

$hopped ad ﬂ\ﬂw A’[“O’?ﬂ- bwt
m#aﬁf IZM AW M &Eccww{

Health Regulation & Licensing Administration
STATE FORM

VCEZO?‘! Hu_ sibo 'f“o‘f‘a,l v If continustion sheet 4 of 7 .



PRINTED: 10/11/2011
FORM APPROVED

STATEMENT OF DEFICIENCIES %1) PROVIDER/SUPPLIERICLIA TPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION xn IDENTIFICATION NUMBER: 02 ML ‘ COMPLETED
A. BUILDING ' c
B. WING
HFD12-0027 08/05/2011

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS. CITY. STATE, ZIP CODE
815 FLORAL PL, NW

WARD & WARD WASHINGTON, DC 20012 |
{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 18] PROV'DER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS&REFERENCE% ?&E APPROPRIATE DATE
DERCI

(189 Continued From page 4

resident's financial records revealed that a copy
of the same receipt {same raceipt number, date,
time, and place) was used to justify each $100.00
withdrawal. Review of the copied receipt (located
in each residents file) indicated there was a
purchasa for $92.49 at a local discount
department chain on December 11, 2010, at
11:54 am.

On August 10, 2011, at approximately 4.00 p.m.,

interview with the financial assistance revealed
that the house manager was responsible for
maintaining the residents’ funds. Interview with
the finanicial administrator revealed that the
provider was "making changes and fixing their
financial management process”.

2. Review of the financial records for Residents
#2, #3 and #4 on August 4, 2011, beginning at
2:19 p.m,, revealed that on August 8, 2010, a
withdrawal of $81.00 was made from each
individual's account. Further review of each
resident's financial records revealed that a copy

of the same receipts (same invoice number, date,

time, and place} was. used to justify the purchase

of $16.18. Review of the copied receipt (located

in each residents file) revealed the following:

a. A purchase for $3.29 at a local fast food chain
on August 1, 2010, at 1:08 p.m.;

b. A purchase for $4.23 at a local cosmetics store 5

on August 6, 2010, at 2:42 p.m.;

¢. A purchase for $4.23 at a local beauty supply
store on August 7, 2010, at 6:39 p.m.;

d. A purchase for $4:40 at a local fast food chain
on August 29, 2010, at 12:07 p.m,;
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On August 10, 2011, at approximately 4:00 p.m.,
interview with the financial assistance revealed
that the house manager was responsible for
maintaining the residents’ funds. Interview with
the financial administrator revealed that they were
“making changes and fixing their financial
management process”.

3. Review of the financial records for Residents
#2 and #3, on August 4, 2011, beginning at 2:19
p.m., revealed that on September 10, 2010, a
withdrawal of $20.00 was made from each
individual's account. Alsoc on September 17,
2010, a withdrawal of $70.00 was made from
each individual's account. Further review of each
resident’s financial records revealed that a copy
of the same receipt (same receipt number, date,
time, and place) was used to justify the difference
of $12.69. Review of the copied receipt (located
in each residents file) indicated the purchase was
made at a local beauty supply store on
September 20, 2010, at 4:31 p.m.

On August 10, 2011, at approximately 4:00 p.m.,
interview with the financial assistance revealed
that the house manager was responsible for
maintaining the residents’ funds. Interview with
the financial administrator revealed that they were .
"making changes and fixing their process”.

1379 3519.10 EMERGENCIES !

in addition to the reporting requirement in 3519.5,

each GHMRP shalil notify the Department of

Heaith, Health Facilities Division of any other

unusual Incident or event which substantially

interferes with a resident * s health, weifare, living

amrangement, well being or in any other way

places the resident at risk. Such notification shall

be made by telephone immediately and shall ba
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followed up by written notification within
twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by:

failed to ensure that all incidents that present a
risk to resident's health and weli-being were
reported immediately to the Department of Health
(DOH), Health Regulation and Licensing
Administration (HRLA), for one of the four
residents residing in the facility.

(Resident #2)

The findings include:

On July 21, 2011 staff noticed that Resident #2's
upper lip was swollen. In addition, scratches
were observed on her upper lip, around her neck
and her right eye looked swollen. Resident #2
was unable to explain how the injuries occurred.

Interview conducted with the QIDP on August 4,
2011 at 2:30 p.m. revealed their incident policy
only required all serious reportable incidents are

the time of the incident this was not considered
week prior to this investigation, the agency's new

policy requires that all incidents be reported to
DOH.

Based on interview and record review, the facility '

forwarded to the Department of Health (DOH). At

as a serious reportable. Reportedly, effective the
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