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W 000 INITUL COMMENTS , i woool
‘ ' ! .
| r The Governing Body secks to ensure that
A recertification Survey was conducted from ! | fication s oo e i the home.
| Marcn 26 2009 through Meroh 27, 2008, The | - This 1 damm of censing withthe e ome
| SUrvey was initiated using L1 fundaments! survey j a0d proeedurc guidelines,
! process. A random sample of two clients was ; -
Selectd from a client papu ation of four females | . w% ‘5&‘\}0"\ |
| with various disabiiities. ! GOVERNMEN O;TMISN!':I,' 01|; I-:g; I?rI:.lCOLuu.ﬁ...
: i DEPA
i The findings of the survey viere based on HEALTH REGULATION ADMINISTR#E%‘J
,obsen'aﬂonutthegroup home and two day | 825NORTH CAPITOL ST, NE, 2ND
programs, interviews with siaff and the review of | WASHINGTON, D.C. 200 '
; administrative records, inch ding tha facility's . '.
inciderit management syster. [ '
W 104} 483.410(a)(1) GOVERNING. 30DY W 104 !
' ’ . i i |
; , . The Go Body seek to maintain the operating |
| The gaveming body must exarcise general policy, ! dircction of all faliieg. Thie 1 ovident in e ,
" budget, and operating direclion over the facility. | ! agency-wide policy and procedures, !
| _ ; ' |
; This STANDARD [ not mer os evidenced by: |
Based on abservation, interyiew, and record ; |
review, the goveming body failed to provide | |
- oparaling directions over the faciiity to ensure fire ! '
drill reporte were conaistentl dJocumented in two _
' of four quarters reviewed, i i
; The finding includes: : i
: - ' ' | m, ing Body had the old snd new
: The govemning body failed to ensure that sach l ! hf,t.Gm"I“"!Ee d on five and ot by awarness. This
! simulated .ﬁre drill report was rnonitored and, ' i ;a an :nenmﬁa;lr;zui::?n;: ?:r all t;tg homes, i 4/16/2009
' evaluated in accordance with the agency policy. | ,
(See Wa47)
W 159 | 483.430(a) QUALIFIED MENTAL r W159: ;
RETARDATION PROFESSIONAL | l
; i
| Each cliants active treatmen| program must be
! integratad, coordinated and mankored bya . i
! Qualified mental reterdation p-cfessional i ! |
LABORATORY CIREGTOFS OR PROVIDERSSUFPUIER REPRESENTATIVES SGRATORE TITLE C®DATE

Any doficiency statement ending with an asterisk (') denctes a deficiancy which the instivtion May be extused from comecting Providing it is detemined that

othar

for nursing homas, the findings stated above are disclozablo 90 days
the above findings and plans of cofraction are disclosabls 14

) lfdtﬂcbndasmdtod, an dpproved plen of carection Is requisite to cominued

T oty 107 0oGi7n W cantinuation shest Page 1 of 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/22/2009
FORM APPROVED
OMB NQ.

CENTERS FOR ICARE & MEL)ICAID SERVICES
STATEMENT OF DEFICIENGIES

(X1) PROVIDERJSUPPLIER/CLIA
AND PLAN OF CORRECTION ° J DETHFICATION NUMBER:

08G173

(X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

(¥%3) DATE SURVEY
COMPLETED

0¥27/2008

NAME OF PROVIDER OR SUPPLIER
ST JOHN'S COMMUNITY SERVICES, INC

= —
STREET ADDRESS, CITY, STATE, 2P CODE

4315 CHESAPEAKE STREET, NW
WASHINGTON, DC 20015

) 1D SUMMARY STATEMENT 1)1 DEFICIENGIES l
PREFIX {EACH DEFICIENCY MUST BE. PRECEDED BY FULL

TAG |  RESULATORY OR LSp IDENTIE(ING INFORMATION) |
l .

o | PROVIDER'S PLAN OF
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

1 W%N
DATE

W 150 ' Contirued From page 1 '

| This STANDARD is not met 23 evidenced by:
; Baged on observation, interview and record

client's: active treatment pro jram was inlegrated, :
; coordinated and monitored 5 the Quaiified
} Mental Retardation Professionsi {QMRF) for two |
' of the four clients residing ir 1he facility, (Clients
#1 and #4)

The findings include;

' 1. The QMRP failed fo ensu.e Client #1's Speech
 and Languaga expressive lanpuage
recommendations were implemented as
evidenced below: :

' On Maich 25, 2008 at approximately 5:45 PM, a

. staff weis observed to give Client #1 severa)

: crayons and to verbally prom:ct her o color 2
picture. At 5:55 PM, the survayor asked Client #4
If she could look at the picture the client was
coloring. Chiont #4 then cominented to the

| surveycr, "She can't talk]"

Intarview with Client #1's day program instructor
on March 27, 2008, revesied that the frequency of
the client's speech had increasied, however the
. volume of the client's speech continuad to be :
: barely above a whisper, The ingtructor indicated |
i that when verbally prompted, the clisnt would !
| repest the alphabets and nunbers, Interview with |
l staff at the group home later ‘hat day confirmed
| that the client did not speak ofien and that ffso, |

; 8he spoke in a volume "ike wh ispering”,

|
| On March 27, 2009 at 2:10 P, the review of a |
| Speech-Language Evaluation tated March 12, °

review, the faclliy failed to ensure that each |

1. The QMRP contacted the Speech angd Language
Pathologist regarding the recommendations indicated
|in her report on 3/27/2009. Client #1 and staff will be
| participating in signing classes on Mondaysond |

Thursdays at 6pm starting May 4, 2009, 5/1/2009

FORM CMS-2587(02-88) Privious Varsions Chaclete Event ID; GOFM11

Fachiy ID; ppa72 if continuation shaet Page 2 of 12
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|
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PREFIX | R(EAGH DEFICIENCY MUST B2 PRECEDED BY FuLL PREFIX
TAG |

w 1591’ Continued From page 2 . W159

2008, rsvealed Client #1 wis limited in her ! ,
| 8Xpressive [anguage skifls. The , ; I
Speech-Language Patholoyisi(SLP) noted that i i !
! she did not withess the clie 1 spaaking, however |
r the his;toritI:'al racords indicated the cliant
occasionally whi » gevrally when upset.
Acconling to memagm aiigll,ystaff reported

| that ths client was learning c: do basic signing

1 @hd staff were also leaming basic sign language
j to improve their communics tion with the client,

The SI.P revealed that "The client may benefit
from speach - language services, including
i resident and staff education iy signing", ,

| The review of recommenda ions included in the I '
j Shient's August 1, 2008 Indiviciual Support Plan |
 (ISP) failed to evidence that the interdisciplinary | ,
team (IDT) reviewed the Spuech and Language !
| Facommendations. Review .3 the individusl =

Program Plan (iPP)failed to svidence a training
objective for communication (5ign language), l
Addtionally, review of the in-servica fraining log
failed to evidence that Clisnt 2:1 or the direct care
staff had mcelved training in tie area of :
| @Xpressive communication. At the time of the , : .
Survey, there was no evidenr« that Client #1 had
! recoived speech and langusaye services and
. communication training as recommended,

2, The QMRP failed to ensu e Client #1's Speech 2. The Registered Nuse in-serviced the staff on the

: 7 recom i ' implementation of #1's distary plan with the staff as
, and Larguage dietary mendations were indicated on her nutrition plan snd SL Pg !

i implemented as evidenced below: recommendations. The training was completed also

! i h : 4120/2009
| On March 25, 2009 at 8:39 PW, Client #1 was | ineluded the hosse mansger

given a portion of a fresh oranyje for a snack.

The client was observed to pill a section from the
; orange. She than quickly plased the orange
| section in her mouth and began to chew it. Afer '
' several verbal prompts from Ine direct care staff,

FORM CMS.-2567(02-00) Privious Vorsions Obsolete Evert ID: COPM11 Facilty ID: 00G173 it continuation sheet Page 3of 12
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W 159 | Continued From page 3 LW 158 !
the cliont spit the section of crange onto a napkin [ !
held by the staff. Meal observation on Margh 26 i
; 2008 &t 7:00 PM, revealed (>iient #1 recelveg ,
: ground chicken for dinner. Staff indicsted that the | ]
client required verbaj Promrting to chew her food | ’
. well before swaliowing it. ' | ,
I Interview with the QMRP on the same day at 2:10 e QP e sseoments e consltng
PM, revealed a Spesch and l.anguage e . A :
. , + professionals. The QMRP coordinated with the RN
| Sesessment dated March 12, 2008, According to : for the home to ensure that all records roflect the |
the QVIRP, the (SLF) commented in her report recommended dietary regimen need ts ommsie mmﬁ
i that the: Client tends to chew: minimally, then complications, The nutritionist and PCP reports wer
' swaliov..” Further intarview with the QMRP reviewed to ensure a continuity of care, ! 4/2012009
; falled to evidence monitoring and coordination of .
 S8rvices to ensure that the food texture was being-
! provided in accordance with the pian,
On March 27, 2009 at 1:40 F'M, the review of the . The QVMRP and RN reviewed all required document
Meattime Protocol develops by the Speschand ' o ot com el reguied conning
Language Pathologist dated March 12, 2008, ' professional had been implemented. This
reveaied "Continue Mechanizal Soft diet, with ! Lnlforr:ﬂﬁ[m was :éio shﬂr"ledt“'i “Imy :l'm%r'-m
' " Review ician’ * #1's physicians orders refloct a m ical so
ghﬁmfa:?guﬁw 3, 2‘::[;?'8 rgvhoygggré:entﬁ chopped meat, thin liquids; 1500kcal, NAS, law E
was prescribed & 1500 kal: NAS (No Added Saf) sodfem. ' | 4202009
Diet, Low Sodium diet. Accordingly, the Review
- of diet crder listed in the mer u book for Cliont #1 ,
revealed it was the same as “abruary 3, 2009 5
* physician's orders.
‘ At the time of the survey, there was no evidence | !
. the QMRP had coordinated services to ensure !
| that the discrapancy between the food fexture , manager
recommended in the SLP mealtime protocol and : i 3 n,fnhuu",ﬁf i idu,]n;n:,:_.h: ’:‘.,‘:E ?ﬂm.zi?‘?g?wf
A cnsuring ndiv ot missing ay |
physiclan's orders was addressed addressed. | freatment duc to late arrivals. Disciplinary actions
: ! ! for those who firil to ensurs that the individuals hav
3. The QMRP failed to estatlish an effective | 80 opportunity to participate fou day treatment,
- monitoring system to ensure onsistent i House manager will monitor the log for late :
| apporturiities for day program nctive treatment. ! departurcs to the day program. 42512009
i ’ i |
FORK CMS-2687(02-59) Pravious Varsions Obsolate Event 1D, CORMI1 Facity ID: 09G 173 If continustion sheet Page 4 of 12
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TAG
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PREFIX
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. BATE
! DEFICH

W 159

Contirved From page 4

1 #4 on March 27, 2009, betv
| AM and 10:10 PM, revesied the clients had not
arvive at the day program.

i On March 27, 2009: ot approximately 9:30 AM,
| interview with the day program instructor and

often arrived after 10:00 AM, and usually are

. AM, reveaied that the day program scheduled
* also indicated that the clients were expected to
i AM and depart at 3:00 PM,

| on March 28, 2000 at 8:55 AM, revealed the
group home had its own vehicle. Further
| interview revealed that the grcup home have

. raspective day programs ansi other leisure

| activities in the communtty, |nterview with the
| QURP on the same day at a3proximately

' revealeit thet she does not mrchnitor the client

, departure from the group home on a regular

l basis. Interview with the drivar at approx|

" On March 27, 2009 at 4:10 PV, review of
 transportation logs maintained by the

| timas were recorded each merning. Furthar
. review of the logs for March incicated that the

| program director revaaied tht Ciients #1 and #4
attendad the day program on most days, howaver

| picked up by 3:15 PM, Furtlw interview with the
 day program instructor on March 27, 2009 at 9:50

1 hours of operation were 8:30 AM to 4:30 PM. She ,
, arrive &t the day program nc Igter than from 9:00

" Interview with the Residentis| Team Lsader (RTL)

"scheduled drivers to transport tha clients to their

2:45 PM, ravealed that if the Fvemight shift does
not completed dressing the chents, tolieting of the
clients end breakfast has not been served, it will
push the day program van ru1 back significantty.

designated
| group home drivers revealed the daily departure

i
|

Observation at the day program of Clients #1 and |
reen the hours of 9:15 -

1

w 159 ;

| |
|

! I

FORM CMS-2567(02-09) Pravious. Vnrsions Obaclets

Evertt iD; CDEM1 1

i continuation sheat Paga 5 of 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED:

r_mawmmmgﬁmm ' ';"RM APFROVED-
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WASHINGTON, DC 20018
o | SUMMARY STATEMENT OF DEFIGIENGIES | o T PROVIDER'S PtAN OF CORRECTION )
EF FACH DEFICIENCY MUST BE PRECEDED : | oM
P%mu R(:EGULATOI!Y OR LSC IDENTIFYING mronnmﬁl%ﬁ; , e l c!{t%m&aé.orggeﬁugsw: 16 ?&":wﬂqn%%fﬁ oate
. |
W 159 ] Continued From page 5 i w 15§'
' client were consistently departing after 10:30 oo :
! when one specified driver was on duty. it should , , i
 be further noted that the revlew of day program .
, attenciance logs an March .27, 2006 at 9:52 AM, [
| reveaied that Clients #1 anJ #4 arived at 1020 | \
: AM, o later on at least nine: days out of each |
| month for the months of Ja wary 2008, February | :
: 2009 and March 2009, : i
' At the time of the survey, however, there was no | .
svidence that an effective manitoring system had | ’
been established and implementad to ensure the | !
 Clients armived timely to thei day programand ! . '
; Were able to participate in their scheduled active i |
 treatmeent progremming, ; o
W 331 | 483,460(c) NURSING SERVICES © Wast j
J
The facillty muet provide clients with nureing
Services in accordance with their needs. |
This STANDARD |Is not met s evidenced by: !
 Basad observation, interview and record review : _ !
the facility failed to ensune nursing servicesIn =~ X
| accordance with the clients reeds of two of four | ! All mursing aad TME will only use medicine cup
clients residing in the facllity. (Cliemts #1 ang #3) 1 for measuring teatpoon and tablaspocn liquid or
| ‘ . | Powdcred medications. In-servieo with nursing and
- The finding includes: | i TME will be dame by $/8/09. 5/8/2009
I ' ;
| 1. The facility's nursing staff iailed io ensure that { - .
" o . iy : { Al Individuals will scheduled Dentel
i Client #3's medication was aiministered as , : Con;]::tlions s(Edcntm: :n:!ividuals: every year and
prescrited. (See Waeg) . I as nceded, for those with teeth: cvery 6 months and
: ' { 28 noeded. Following each acheduled Dental
| 2, The facility’s nursing staff failed to ensure | ¢ Consultation, the house RN and the house QMRP
{ Client #1's dantal appointments were completed | will sign the back of of the dental consult indicati
| gg recornmended. ( See wate) l H Mhuwle&gﬂh&;’t{ that appoin:nc;;lgli’d ta.i_olr]:g'lwc.
a : i N w
W 356, 483.480(9)(2) COMPREHENSIVE DENTAL | w g8’ el L pertrin ik L
| TREATMENT : ’ ’ l
i

FORM CMS-2587(02.60) Pravious Varsions Cosclets Event ID: CDPU11 Facily Il: 05G173 If continuation sheet Page 8 of 12



DEPARTMENT OF HEALTH AND HLMAN SERVICES FRINTED: 04/22/2009

FORM APP
CENTERS FOR MEDICARE & MEDIGAID SERVICES OMENO, 00380000
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPUER/CUA
AND PLAN OF CORRECTION & IDE i'ﬂFICATIgN NUMBER: G MLTIPLE CONSTRUCTION ‘”’S'SEL’E”%W
A BUILDING
08G173 2 Wik 03/27/2009
RE—— e
NAME OF PROVICER OR SUPPUIER STREET ADDRESS, CITY, STATE, 2IP CODE
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NS TV SERVIGES, iN WASHINGTON, DC 20018
D ; - BUMMARY STATEMENT (F DEFICIENGIES Cop PROVIDER'S PLAN OF COR
PREFX | (EACK DEPIc AT FRECEDEDBYFUL | prir (EACH CORRECTIVE ACTION Brcut . | connon
TAG | RESWATORY OR LSC IDENTIEYING INFORMATION) TAS cmss-nmsggﬁg 'Eomrge APPROPRIATE DBATE
| :
W 358 Contirued From page 6 .’ W 358 All Individuals will receive schedufed Dental ,'
i i ; Consultations (Edentulous Individuals: evory year an
. k&f::m:ys:' I;Ige:m?ncdomrr:lhenﬁ;ve iemal ; as nocded,for thosc with teeth: cvery 6 months and Tl
: needed ';or relief of pain'arkl;‘l: e. ﬂsm + 88 needed, Following each schadulog Denmim
; . , fections, Cansultation, the house RN and the houge
: restoration of teeth, and maintenance of dental _- will sign the back of of the denta) consult iSdiclﬁng
healith, ' acknowlcdgement that appointment did take placc,
Nursing, House Managers, and QMRPs will he
' " In-scrviced on this by May 8, 2009, 5/8/2009
' ;:;’3 ;ﬁmnn?“!:ﬁ:‘ggflﬁﬁgem’ 'wmb” Cliont# 1 did resoive Deatal Consoltation on 4/29/09
| review the faoility faile‘d o en;um comprehensive and is due for‘m:xt dental follow up on 5/6/09. o
, treatrn;ant services for the maintenanca of dentgl :
i health, for one of the two clinnts in the sample, 0

| (Cliont #1)
' The finding includes: |

| The facility falled 1o ensure txat dental treatment
| and service recommendations were completed as |
~ recommended., !

’, On March 25, 2009 at 5:12 ¢M, Cliant #1 was I
' observed to have protruding upper front teeth and !

' also missing testh. Interview with the staff !

. fevealed the client was able ‘o chew regular food | : |
+ Which had bean ot into smas piecas, ’ ,

| On March 27, 2009 at 1:40 P, the primary

. Registered Nurse {RN) was ivlsrviewed
conceming Chent #1's dental Meaith, The RN
acknowletiged that the client had not received
comprehensive dertal treatments since har

: admission to the group home an June 27, 2007,

{ Reportedly, Client #1 had @n nitial dental

| evaluation on September 21, 2007.

! The dental report documente:s that only one x-ray
+ Was taken and described the visug) assessment |
i of the client's mouth, According to the report the
| client hat, "Generaiized caricqs leslons, several : _
; i ] i

FORM OMS.-2567(02-30) Pamvious Versions Qbsolers Evant ID:CDPM11 Fachiy 0:09G1Ta I continuation shuet Pape 7 of 12
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PREFIX '
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PREFX |
TAG
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PROVIDER'E PLAN OF CORRECTION
{EAGH ACTION SHOULD BE l
CROSS-REFERENGED TO T#}E APPROPRIATE

i
W 368 483.460(k)(2) DRUG ADMINISTRATION |

W 356 Continued From page 7 f

 fractured teeth, retained routs, heavy supra .
 gingivaal calevius, and Inflamed gingival tissues. |
- Deep soaling, severa) extrastions and filtings were |
| recommended to be peiformad using crel or IV
' sedation”,

|

| Continued interview with the Ry revealed that

 Client #1 was scheduled to see a dentist due to

| @xperiencing some bleeding of her gums. The |

. RN also revealed that the scrieduled Aprit 2008 ?

i appointment was not complaied and was '

' rescheduled for Septembber 22, 2008, However,
there was no documented evidenca that this

| appoimment was completed. Continued ,

' discussion with the RN on March 27, 2009 at 3:28
PM, revealed the RN informad the surveyor that
the client was evaluated at the emergency rgom

- on February 9, 2009 for anoiher condition. At that

‘ time, howeaver, during the asenssment it was
determ ned that the ciient gisc had a denta)
infection, The client was prescribed anti-biotic by

. the ER physician to treat the Infection and foow !

| Up with the dentist was recornmended. Ascording

“to RN, the follow-up dentat axpointment was

' schedulad for Aprij &, 2009,

i

|

' On Marzh 27, 2009 at 1:30 FM, review of Client

 #1'8 Individual Suppart Plan 113P) dated August

] 1, 2008. aisa revealed a service recommendation

: to"continue dental services a recommended.” At
the time of the survey, there wias PO evidence that

, Client #1 had received the rezommended dental
Interventions,

!
!
;
|

"The gystem for drug administ-ertion Must assure
. that aft drugs, including those tat are f
| sefl-administered, are administered without error. |

W 356

i
i

|

FORM CMS-2687/02-99) Privioyus Vartions Obsciate
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STATEMENT OF DENGIENCIES 1} PRDER/SUPPLIER/CLIA MULTI NSTRUCTI URVEY
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(4D | SUMMARY STATEMENT ' DEFICIENCIES LoD [ PROVIDER'S PLAN OF CORRECTION D om
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED By FULL | PREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG  REGULATORY OR LSC IDENTIF/ING INFORMATION) [ TAG céoss-na-ensmen TOTHEAPPROPRIATE |  bate
L) I
W 389 Contirued From page 8 . i W a3ep,
; ] Al nh.rsing' and TME wil] only use mcdigin_e cup
| This STANDARD Is nat met as evidenced by: o icaauring teaspoon ind ablespo liquid ot
| Based on observation, interview and record -
We_wn the facliity f!i_'ﬂd to ensure that prescribed Inservice with mursing and TME will be done
medicition wes administered without error, for by 5/8/09, ! 5/8/2009
| one of the four clients residing in the facllity.

| The finding includas:

; The facllity's nursing sﬁff faled to administer .
- Client #13's Natural Vegetabt: Fiber as prescribed ;
| a8 evidenced balow: |

Observation of the medication administration of |

! Cllent # 3 on March 26, 2009 at 0:04 AM, !

i revealed the moming medication nurse measurad

1 tablespoon of Natural Vegetable Fiber snd l
mixed it with water. The nursq then gave Client

- #3 the mixture to drink, The client consumed the ! '
entire amount, : i

|
, Interview with the madicatior nurse at the same |
i tima revealed Natural Vegettie Fiber was
: prescribad for stools,
The review of the medication #dministration
record it 8:35 AM, revealed Metamuci Powder, -
Generic (Natural Vagstabie Fiber), 1 twaspoonful |
. Was prescribed to help stool ‘crmation, it should
l be noted! that the nurse gave the clieni a table
: Spoonful instead of a tea $paan of the mixture.
" At the time of the survey, thers was no evidence
i that Client #3 recelved the cormect amount of the
| Natural Vegetable Fiber as prescribed by the
Pphysician, ‘
W 383 | 483.480(n)( 1) LABORATORY SERVICES W 393

' If a facility chooses to provide laboratory services,
I the laboratory must meet the faquirements

FORM GMS-2587(02-29) Privious Vamions Obeciets Event 1D: CDEM11 Facliy D: 09G17) If conlinuation sheet Page 9 of 12
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X4)ID SUMMARY STATEMENT OF DEFICIENGIES
,!ns’p,x ' {EACH DEFICIENGY MUST Bif PRECEDED BY FuLL

TAG , REGULATORY OR LSO IDENT FYING INFORMATION)

D ' PROMIDER'S PLAN OF CORRECTION 5
PREFIX (EACH GORRECTIVE ACTION SHOULD &E COMAETION
TAG | CROSS-REFERENGED TO THE APPROPRIATE DATE
i DEFICIENGY)

W 393! Continued From page 9
' specified in part 493 of this chapter,

i Basac on Interview, and record review, the

in the sample. (Client #2)
, The firding includes;

! Further Interview with the LF'M revealed that

10 the riurse, blood ghucose lavels wera {0 be
; Monitored, using a Glucometer waekly.

- On March 27, 2008 approxinately 4:15 PM,

the PD revealed that the agenzy was in the
i who may have chent participating in glucose
 this facility had not eompleted! the nequired

. Glinical Laboratory improvemsnt Act (CLIA},
W 447 l 483.470(1X2)(iii) EVACUATICN DRILLS

[ each evacuation drill.

,! This STANDARD is ot met as evidenced by

| Client #2 had a diagnasis of hypo/hyperglycomia
| reactions to hypothyrakdism sanditicn rereo

i Interview with the Program Cireclor (PD) was !
conducted to determine If the facility had obtained

' the Clinical Laboratory Certif cation ta test blood

i glucose ievel in the faciity, Further interview with

| process of correcting this area with afi the facllity
monitoring. However, at the time of the survay,

| certification process in order 1o conduct blocd
| glucose testing, as identified by Part 493 of the

' The faciity must file a report and evaluation on

facillty failed to ensure it met the requirements for f
| perferming glucose testing ¢¢ one of two clients

|
]
1

y

- Interview the Licensed Practical Nurse (LPN}and !
| record review of the Physiciin's order on March

127, 2002 at approximately 548 AM, revealed that
Client 1#2's blobd glucose level was to be tested
by using the finger stick meinod every Tuesday.

Ing

W393[.

i

_I Govemning Body applied Clinical Lahoratory
Certification to tost blood glucose level in the facilityi 3/30/2009
f We are awaiting a responsc. :

T
a

- i
|

I !

W 447
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EACH DEFICIENCY MUST B: PRECEDED gy Fu ;
T RN oR ot A | L i ) R
1 ! IGIENCY) ;
. | ;
W 447 Continued Fram page 10 W 447 | The Governing Body had the old snd new
: &taff were trained gn fire and safcty awareness, This
. it an anmual requirement for all the homes, 4/16/2009
This STANDARD is not met asevidenced by, |
- Basedl on interview and record review, the faciity |
failed lo ensure that each fire drill report was. |
- Monitored and evaluated for the four of the twelve ! : :
; months reviewed. : -’ _
' The finding includes: |
, The facility fafled to ensura the accurate ] ,
; documentation of each fire deills conducted as - The QMRP will monitor the monthly fire drills to
I evidenced below: ) ensure they are being completed 45 schedy led, 5172009
| On March 27, zooaatmrmﬁnahly 3:15 PM, |
| Interview with the Quslified Vienta/ Retardation

Profegsional {QMRP) and review of the fire dlrill ,
- records provided from the p#riod of January 2008 ;
+ 1o March 2009 evidenced the following; |

' 18t Quarter (January - Marc 1t = Unable to

| determine the date and time of sevars) drills due -
i to incomplete fire drill reports, ,
l 3rd Querter- (July - September) - Unable to !

determine date and time of several drills due fo

+ incomg-ete fire dril reports :

* 4th Quaarter - (October - December) - Unable
 determine date and time of several drills dus to J
 incomplete fire driff reports |

| Alfough it appeared that the fire driils may have :
i been hefd, it was difficult to verify the occurrence |
due to the missing dstes and fimes on the fire drill l
reports. !

| Interview with the Program Cirector and the
QMRP on March 27, 2009 s fipproximately 4:45
PM, reveaied the group hom3 is to implement the !
| fire drill as required by the acency policy. Further !
]

FORa CMS-2587(02-68) Previous Verzions Obsoieta Event ID; COFMI

Facuty 10 003172 If continuation sheat Fage 110f12
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i

documentation of the f;
. Survay, there was no av
| monitoring of the fire dri
I' and acouracy was effective,

W 447 ; Continued From page 11

" | interview with the QMRP rerasiled that the staff
were naquired 1o corduct a -ire drill once per

month oh each ehift. According to the PD the

i agency has a Quality Assurance
| that monitors the fire drill documentation which
' should have caught the discrepancies in the
o drills. At the time of the
idence that the system of
Nl repicrts for cansistency

{QA) component !

|

i

W 447

[
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XD
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TAG

e e
5H E
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

10
PREFLX -
TAG

(X5
COMPLETE
i DATE

LABCRATORY DIRECTOR'S OR PROVIDER/SUPPLIE)!

1 000, INITIAL COMMENTS

r
E
|
]

A ficensure survey was conducted from Mareh |

. 25, 2009 through March 27, #009. A random

+ sampir of two clients was selected from a client
» population of four females wilh varioyus

| disabilities,

 Tha findings of the survey were based on

. observstions at the group horne and two day

! prograims, interviews with staif and the review of
administrative records, inclusdi ng the facllity's

incident management Systern,

1090 3504.1 HOUSEKEEPING

| The interior and exterior of @ach GHMRP shall be

! maintained In a safe, clean, derly, attractive,

+ @nd sanitary manner and be free of

| sccumulations of dirt rubbish, and objectionable
" odors.

;
» This Statute s not met a2 evidanced by:

- Based oh observation and inerview, the GHMRP

failed te maintain the facility in a safe,
- Onderly, and atfractive manner.

clean,

' The finciings include:

{ On March 27, 2009, beginning at 3:15 PM,
Observation of the environmen! revealed the
following concerne:

“A. Interral

1. Asection of the basement Had standing water,

which appeared to be entering undemeath tha
i basement door, '

:j 2. The sump pump in the basement was

i

i 1080

L. The basement was cleaned and the water was
dtaincd and is no Jonger an jssue.

2. There is no sump pump in the home,

3/28/09
4/20/09

N/A

Health Reguiation Administration
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. BUILDING
HFDOS-0183 8 e 03/27/2008
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AID SUMMARY STATEMENT 3F° DEFICIENGIES R PROVIDER'S PLAN OF CORRECTION P o
PREFX (EACH DEFICIENCY MUST BY: 'RECEDED RY Fur), i o '
TAG REGULATORY OR LSC IDENT:FYING INFORMATION) "552' . cn?acs'-‘nﬁrﬂém m &%‘éﬁi‘m cmm
i DEFICIENCY)
1090 . Continued From page 1 1090
inoperable during the observation of the standing | i
, water, |
3, Mold was observed around the base of the . 3. The shower floor was cleaned and the mold iano ]
; shower floor in bathroom # located in the ' longer in the shower arca, '4/1712009
i hallway. . l
. i 1. 4/17/2009
4. The sink fixture that contmllsd the hot and 4. The faucct was replaced in bathroom #
+ cold water In bathroom #1 lncated in the hallway
; was lonse and moved from side to side,
5. The two ceiling light fixtu~es observed in the ) 3. Light bulhs were placed in the celling fixtures.  |'4/17/2009
' shower area were not aperable, '
“ , ALl . 1 4/17/2009
6. The light fixture near the door leading to the 6 Al light fixtures are operable :
i side poreh was not oparable. !
)
' 7. The ceiling above the waziter and dryer in the 7. The ceiling has been re-plastered but still nogds
laundry room was observed freshly plastered and- i Painting. !
. was without paint. _ ¢ |
: i !
: 8. The mattress pad on the bad in Resid ent #3's 3. The mattross was replaced with a new one. 32772009
" bedroom had an enclave In the middle section of
. the support pad, ‘
: 9. There was a large crack i1 the wall beside 9. The crack was reprired by maintenanec. J 4/17/2009
| Resident #3's bed. j
' ' ; !
i 10. There was a hole in the cefling, nearthe | 10, Thi int | 4172000
i sprinkler head in the hallway, outside of Resident 0 This area was repaired by maintenancs, o
#3 bedroom. The celling abc:ve the sprinkjer :
appeared to have water damage. :
11. The linoleum flooring leading from the living i 1], The linolcum was fepaired, ] 4/17/2009
, room to the dining room was fipped and tomn, I
; Creating a possible trip hazanj, |
' B. Extarnal j'
]
[ 1. The outside storm door way missing near f 1. A storm door will be put on, [5/1/2009
Health Regulation Adm, strakon

STATE FORM
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STATEMENT CF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTRYING INFORMATION)

x40 .
PREFIX
TAG

i 10
! PREFIX
¢ TAG

| courers
DATE

PROVIDER'S PLAN OF GORREGTION
EAGH

( ACTION SHOULD BE
CROSS-REFERENCED 7O THE APPROPRIATE

DEFICIENCY)

1 090 1 Continued From page 2
| pantry area,

' 2. The stairwell leading into the basement door
' had particles of lint from the dryer vant,

3. The drain at the base of the stairwall leading
: Into the basement had abou: six inches of dirty,
standing water.

i 4, Tha sliding door leading ino Resident #1's
! bedroom coukd not be opened,

i 5. Bed rails, sgverai mattrees, electric bed pads
| and otd linen were being stoied on the woorde.
| porch on the side of the facilty.

: 8. The window in the kitcher: area had no
: window screen,

7. The window in the living ryom area had ro
window screen,

' 8. The front storm door screan was ripped and
i hanging looge from the frame:.

1088, 3504.7 HOUSEKEEPING
|

i No poisonous or hazardous &gent shall be stored
in fa_nd preparation, storage: or serving ares,

! This Statute is not met as evidenced by:

» Observation and interview revealed that the

' GHMRF falled to ensure that aapustic agents ware
- not stored in the food prepargtion and service

+ aread,

_.’ The find'ng includes:
Observation on March 27, 2009 revealed that

|

2. The lint was cleaned from the stairwell. 3/27/2009

3, The watcr was drained by maintenance, ;32812009

4. The dogr was repaired, 312712009

5. All the hospital beds were replased with new ones. 3/23/2009

6, The kitchen window now has a scroen, 15411«5:2009

7. The living room window has a ycreen, . 41712009

8. The front storm doot sereen was repaired by

maintenance, 3727/2009

A padlock was placed on the cabinets

aforementioned, i 4/21/09

Haaith quﬁon Admiristration

STATE FORM
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PREFIX

TAG
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1088 Continued From page 3

i Kitchen sink.

1136 3605.6 FIRE SAFETY

| simulated fire dril],
! This Statute s not met as evidenced by:
" Based on recond

' the twelve months reviewed.
| The finding inciudes:
' The facility failed to ensure the accurate

l conducied,

' reco
to March 2009 evidenced the following:

« to incomplete fire deil reports
¢ Incomplete fire dril) reports

incomplate fire drill reports

|! cleaning agents(i.e, dishwasher detargent,
disirfectant spray, cleanger i4c.) wore being
| stored in a unlocked cabinet undemeath the

* Each GHMRP shall maintain records of aach

' review revesfed that the
; GHMRYP failed to ensure fire cirills records warg
: monitored ang accurately completed for four of

i documentation and racord keeping of all fire drills

- On Marsh 27, 2009 at approsimately 3:15 PM,
 Interview with the Qualified Me¢ntal Retardation
' Professional (QMRP) and revisw of the fire: drilt
: rds provided from the period of January 2008

* 18t Quarter (January - Maroh) - Unable to
determine the date and time of several drills dua

i 3rd Quarter- (July - Septemter) - Unable to
| determine date and time of several drills dye to

I 4th Quarter - (October - December) - Unable
] determire date and time of several drills due to

1138

regulations goveming fire safety.

[

The QMRP and hopse manager had the siaff trained
on fire and safety awareness on fire drills and the

4162000

Health Reguiation Admifigiration
STATE FORM
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PREFIX -
TAG

%4) ID SUMMARY STATEMENT CF DEFIGIENGES ' i
e (BACH DEFICIENCY MUST BE PRECEDED BY FLL .
AEGULATORY OR LSC IDENTIYING INFORMATION)

PREFIX | [EACH CORRECTIVE
TAG ;

PROVIDER'S PLAN OF CORRECTION i
CROSS-REFERENCED
DEFIC!

AGTION BHOULD BE conpere
TO THE APRROPRIATE DATE
ENGY)

1136 Continyed From page 4
i

| .
! Although it appeared that the

i dua to the missing dates an1
- PepOHE,

QMRP on March

that menitors the fire

. and acturacy was

: Each GHMRP shax

* Habilitation plans.
This Stetute is
review, BHMRP failed

. efficienty meet the

j four residents
*#1 and #4).

I The findings include:

STATE FORM

fire drills may have
' been held, it was difficult to varify the occurrenca
times on the fire drill

Interview with the Pragram Director and the

‘ 27, 2009 at dpproximately 4:45

! PM, revealed the group horre Is to implement the
fire drill as required by the agency policy. Further
interview with the QMRP revealed that the staff

| were required {0 conduct a fira grill Onece par

i month oh each shift Accorting to the PD the

t agency has a Quality Assursnce (QA) component

drill documentation which

{ should have caught the discrepancies in the

; documuntation of the fire drills. At the time of the

 sUrvey, there was no evidence that the system of
moenitoring of the fire drill reparts for consistency k

effective. -

I 180] 3508.1 ADMINISTRATIVE SUPPORT

provide aciequate
| administrative support to efficionty meet the
| needs cf the residents as required by their

not met as eviclenced by:

| Based cn observation, intervisw and record
to ens.ire adequate
adminisirative support had been provic
neads of ihe residents ag
: required by their habilitation Flans for
residing in the facility, (Residents

{1138

1180

Thursdays at 6pm starting

two of the

The QMRP contacted the Spcech and Language
Pathologist regarding the recommendations indicated 5/1/2009
in her report on 3/27/2005. Client #1 and s(afF wil] by
participating in signing classcs on Mondays and

May 4, 2009,

1. The GMRP failed i ensure Resident #1's
Health Reguiation Administation =

COPMM 1
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FORM APPROVED

- recommandations
. evidenced below:

! erayans and to
' plicture, At 5:59 PM, th
. #1 if she could look at

1 stirveyer, "She can't taiki*

i Interview with Resident
'instruclor on March 27,

" howavier the volume of
“continued to be barely

the resident would rapeat the
- Aumbers, Interview with stef:
 later that day
I speak often and that
| "like whispering”,

| Speech-Language Evaluatio

exprestive languaqge skills. The

" she did not witness the
- however the historical

. upsel. According
i reportex] that the resident wa:

8ign
| with the resident, The
; resident may benefit fro

, signing®,

wers implemented a5

#1's day program

2003, revealed that the

. frequency of the resident’s speach had increased,
the rasident's speach
abovi a whisper. The
Instructor indicated that when verbai
giphabats and

at the group home
confinmed that the resident did not
if 80, she: spoke in a volume

: On March 27, 2009 at 2:10 F'M, the review of a
1 dated March 12,
. 2008, revealed Resident #1 was limited in her

. Speech-Language Pathologis\(SLP) nated that
resident speaking,
reconds indicated the
resident occasionally whispeied, ganerally when
to the SLP evaluation, staff
learming to do
 basic signing and staff were niso leaming basic
language to improve their communication
SLP revealed that "The i
m spesach - language H
servicas, including resident and staff edycation in i
{

On March 25, 2008 at apprximately 5:45 PM, g

. Staff was obaerved to give Rosident #1 gevers| l'
verbally prompt her to calor a |
@ suveyor asked Resident !

the picture the resident !
i was coloring. Resident #4 then commented to the

ly prompted, |

Health Regulati
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HEDO3-0163 5. WG oy2?
NAME OF PROVIDER OR BUPPUER STREET ADDRESS, CiTY, 8TATE, 1P CORE .
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1180° Continued From page 5 1180 l
| Speech and Language exprossive language :
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+ team (IDT) reviewed the Spech and Language

: recommendations. Review f the Individual

- Program Plan (IPP)failed to avidence a training

- Objective for communication (sign language),

| Additionally, review of the in-gervice training
falled t evidence that Residant #1 or the direct

i care staff had received training in the area of

; GxXpressive communication. At the time of the

 survey, there was no eviden:e that Reskient #4

 had recelved speech an¢ language services and

 commiunication training as recommended,

2. The QMRP failed to enstire Resident #1's
! Speech and Language dietary recommendations
| were imiplemented as evidenowd below:

. On March 25, 2009 at 6:35 FM, Resident #1 was

 §iven a portion of a fresh orange for a snack.

, The resident was observed t) pull a section from

| the orange. She then quickly placad the orange

! section in her mouth and began to chew it. ARer

' several verbal prompts from he direct care staff,
the reskient spit the section ¢f orange onto a

; apkin heid by the staff Mes) observation on

. March 26, 2009 at 7:00 PM, revealed Resident #1

| received ground chicken for dinner, Staff

indicated that the resident reciuired verba|

i prompting to chew her food wel) before
swallowing I,

| Interview with the QMRP on {12 same day 6t 2:10
| PM, revealed a Spaech and Language

; assessmant dated March 12, 2008, According to
. the QMRP, the (SLP) commenad In her report

| that the Resident tends to chew, minimally, then

“swallow.” Further interview with the QMRP

'3
i

T

R W v i
REFIX CORRECTIVE JHOLLD BE i
TAG REGULATORY OR LSC IDENTH YING INFORMATION) i PTAG : CROSS-REFERENCED TO THE APPROPRIATE JI DATE
. DEFICIENCY) . |
]
1180° Continued From page 6 1180 The QMRP tevizws all assesements from consulting =
I professionals. The QMRP caordinated with the RN :
X ] for thc home to ensuve that all records reflect the |
- The review of recommendarions included in the recammended dietary regimen heed to cnsure that no |
resident's August 1, 2008 Individual Support Plan complications. The nutritionist and PCP roports were!
+ (ISP) falled to evidence that the interdisciplinary reviewed to ensure a continuity of care. 1472012009

The QMRP and RN reviewed all required documents
to ensute that communication between all consulting .
profesiona] had been implemcated, This
information was also shated with the day program.
#1's physicians orders reflect a mechanical soft,
chopped meat, thin liquids; 1500ken], NAS, low
sodium.
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1180 ' Continued From page 7 f 1180 The QMREP reviews all assessments ﬁ-:m ci?lguln'x;g"
: , ] , fessionals, The QMRP coordinated wig e RN |
i faited to evidence manitoring and coordination of ?;? thses;:n::c to enauQrc that :u records reflect the
- Services lo ensure that the faod texturs was ! resommended dietary regimen need to ensure that nd|
: being providad in accordar ce with the plan, | complications. The nutritionist and PCP reports were!
i : reviewed to ensure a continuity of care. l’ 4/20/2009
- On Mareh 27, 2009 at 1:40 PM, the review of the | i
| Meaitime Protocol develope by the Spesch and
Language Pathologist dated March 12, 2008,
| reveaied "Continye Mechanizal Soft dict, with '
' chopped meats”. Review of the physician's The QMRP and RN reviewad all required document
]; orders dated February 3, 2009, revealed to cl;surie that hcaodmbl:’:mimilon betw:eg;_ll consulting
! Resident #1 | & 1500 kea): professional n implemented, This
I (No Added S‘:I?)‘ Igg&: mkldhsl‘godieh 't NAS information was also shared with the day program,
* Aceo / . : #L's physicians orders reflect a mechanical sof,
aves u"g';g"{ 'ﬁ;r"?! ;g‘:f;{ "m}’:ﬁ’ lt"::: t’;,‘e"’e chopped meat, thin liquids: 1500keal, NAS, love
: L n
. Same ias February 3, 2009 prysician's orders.
At the ime of the Survey, thire was no evidenos
| the QMRP had coordinated sBrvices to ensure
| that the discrepancy between the food texture
! recominended in the SLP meattime protoce! and
physician's orders was addrassed addressed.
. 3. The QMRP failed to estzblish an effective
| monitoring system to ensure consistent
- initi r ! ' ,
opportunties fo day PrOgrarn active reatment The house manzge;- dl::et the staff on 4/25/&')‘:9t n.bo;ll
| i ing that individuals are not missing active day
| Observation at the day program of Residents #1 :;un:relil ducTo Jate arrivals, Digciplinary actiong
and #4 on March 27, 2009, tetween the hours of for those wha fail to ensure that the individuals hay
| 5:15 AM and 10:10 PM, revealed the fesidents ar opportumity to participate ion day treatment. Th
! had not arrive at the day program. Housc manager will motitor the log for 1ate
On Marnzh 27 2069 at approxi ately 8:30 AM gzgartues to the day program, 4/25/2009
an f , &t approxim : , ium,
,{ interview with the day program instructor and
program director revenieqd thyt Resgidents #1 and
‘ #4 attended the day program cn most days,
however often amived after 110:00 AM, and usually ;
 are picked up by 3:15 PM. Finther interview with
 the day program instructor on IMarch 27, 2009 at
9:50 AM, revasied that the day program
1 scheduled hours of operation were 8:30 AM to
Heallh Reguialon A iabaton
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1180 I Continued From page 8 1180 The house manager mct the staff on 4/25/09 about

! ensuring that individuals are not missing active day |
4:30 PM. She also indicated that the residents ! _ treatment due o late ervivals, Disciplinary actions |

Wware expected to amive at the day program ro. for thoso who fail to ensure that the individuals have
" " later than from 9:00 AM and Clepart at 3:00 PM. an opportunity to participate ion day treatment, The
i Housc manager will monitor the log for late
Interview with the Residentic; Team Leader (RTL) departures to the day program, 4252009
| on March 26, 2009 at 8:55 AM, revealed the :
| group home had its own vehicle. Further
| interview revealed that the g-oup homa have
' scheduled drivers to transport the residents to
- their respective day programs and other leisyre
. activities in the community. 'nterview with the i
» QMRP on the same day at aporoximately :
| revealed that she does not monitor the resident
* departura from the group home on a regular
basis. Interview with the driver at approximately
. 2:45 PM, revealed that if the ovemight shift does
| not completed drassing the rasidents, toileting of
! the residents and breakfast hes not been sérvad,
" R will push the day pragram van run back
- significently.

| On March 27, 2008 at 4:10 PN, review of

* fransportation logs maintained by the designated
group home drivers reveaied the daily departure
times ware recorded each moming, Further

. review of the logs for Marah indicated that the

i resident were consigtently departing after 10;30 i

; when cne specified driver was on duty. Itshould

; be furthiar noted that the reviesr of day program

 attendance logs on March 27. 2009 at 9:52 AM,
revealscl that Residents #1 and #4 arrived at

| 10:20 AM, or Ister on at least nine days out of

| @ach month for the months of JJanuary 2009,

| February 2009 snd March 209,

At the time of the survey, howaver, there was ho
, evidence: that an effactive monitoring system had _ ;
. been established and implemanted to ensure the ;
i residents arrived timely to their day program and |
i were able to participate in the + scheduled active

Health Regulstion Admiristration l
STATE FORM ™) COFMt 1

¥ continuation wheet ¥ of 16



PRINTED:
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN DF CORRECTION

HFDO3-0163

{x1 PROVDER/SLUPPLER/CLIA
J ICENTIFICATION NUMBER:

{%2) MULTIPLE CONETRUCTION
A BUILDING

(X3) DATE SURVEY
mCOMPI.lTED

B, WING

NAME OF PROVIDER OR SUPPLIER
ST JOHN'S COMMUNITY SERVICES, :NC

STREET ADDRESS, GiTY, STATE, 2P CODE

4813 CHESAPEAKE STREEY, Nw
WASHINGTON, DC 20016

oyzrove_ |

SUMMARY STATEMENT
(EACH DEFICIENCY MUST &
REBULATORY OR LsC

Ft':ge);& { I DEFICIENGIES

TAG

E FRECEDED BY FULL
IDENT NG INFORMATION)

o
PREFIX
TAG

(EACH CORRECTVE

GROSS-REFEREEOED O

PROVIDER'S PLAN OF G N
wnomas ,

EFKH'ENGY)

coMeLETe

THE APPROPRIATE DATE

1 1801 Continued From page 9
treatment programming,

11187, 3508.5(d) ADMINISTRATIVE: SUPPORT
[

 Each GHMRP shall have ar, organization
f that shows the following:

]- (d) The fines of authority.

This Statute is not met as ev
! Based on interview gnd reviy
| records, the GHMRP failed 10
- 8N organizational chart.

: The finding includes:
| On Mareh 27, 2009

interview with the QM
, administrative reco

idencad by:

| inchyded in the age

" manual that was net availabla for review,

1208 3500.6 PERSONNEL POLICIES

1 Each empioyes, p
| annually therpafte
| certification that a
, performed and that the e
: would allow him or her

| tuties,

tior to empkyment and

|
t

+ This Statute is not met as evdenced by:
. GHMRP failed

v of administrative
provide evidence of

at approximately 11:45 AM,

RP and review of the

rds falled 12 provide evidence

! of an organizationai chast. Actording to the
administrator, the organizaticrial chart was

ney's policy and procedure

r, shail proviide a physician’g
health inventery has been
mpityee ' s health statug
to percrm the required

: Based on intarvigw and record raview, the
to ensure that each empiayee,

1180

I 187

chart details,

| 206

The Governing Body has attached the organ f,
chart. The chart identifies the administrative chain o '5/1/2009
command for agency. Please review attachment for '

izational

|
,
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FIX EACH DEFICIENCY MUST BE PRECEDED BY FULL ’ H CONPLETE
T RRGATOR On s e gy | "X S cm e ot oee | coune
‘ DEFICIENCY)
1206; Continued From page 10 1208 Governing Body applied Clinical Laborstory '
Do Cortification to test blood glucess level in the facility: 3/30/2009
- pner to employment ang annually thereafter, We are awaiting a response, i
- provided evidence of a physician’s certification
i that documented g health invantory had been
! performed and that the empicyee's heaith status
: would aligw him or her to perform the required
| duties ‘or one out of the ten riscords reviewed.
i
The finding Includes: |
| Interview with the Qualified antal Retardation
- Professional on March 27, 2239, and review of
, the GHMRP's parsonnel recards at 2:15 PM
' revealed that the GHMRP failad to provide
! evidence that current heaith cartificates wera on
file for one consultant (MD).
g
1227 3510.5(d) STAFF TRAINING: | 227

* Each training program shat inzlude, but not ba
, limited |0, the following:

|

! {d) Emergency procedures ir-cluding first aid,
candiopuimonary resuscitation (OPR), tha

: Heimlich maneuver. disaster pians and fire

; @vacuation plans;

|

" This Statute is not met as evidenced by:
| Based on interview and record review, the
| GHMRE: fafled 1o have on file for review current

" training in First Ald and CPR &r employees for
, One out of the ten records reviewed.

|
; The findings include:

Interview with the QMRP on March 27, 2009 at
| 2pproxirnately 12:40 PM and ite subsequent
review of personnel records/tigining records
! failed to provide evidence of (3°R training for one
 direct care staff. (S#1)

All st2fF will receive the mandatory trainings to be iny )
campliznce with the policy and procodures. ' Ongoing
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STATEMENT OF DIZFICIENCIES 1) PROVIDERS .
AND PLAN OF CORRECTION B TOIASUPPLERICLIA o :::.L;::E GONSTRUCTION P OATE sumvey
HIT03-0163 5. WiNG 0372712000
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE T
ST JOHN'S COMMUNITY SERVICES, IiG WASHINGY O DKE SYREET, MW
o0 | SUMMARY STATEMENT OF Bsslc:sucfss D PROVIDER'S PLAN OF CORREGTION P om
PREFIX (EACH DEFICIENCY MUST B PRECEDED BY FuLL ; {EACH CORRECTIVE ACTION COMPMLETS
TAR . REGULATORY OR LSC IDENTIFYING IDFORMATTON} P?AE;"‘ CROSS-REFEREEUEMED 'I’D THE m&mTE OATE
! ICIENGT) ,
. The Governing Body had the old and new
1260 35121 RECORDKEEPING: GENERAL | 260 saff werg frained on fire and saftty awarencss, This
 PROVISIONS : 15 an anmmal requirernent for ali the homes. 4/ 16/2009
| Each Residence Director s.vall maintain current
' and aceurate records and r3orts as required by
 this section,
* This Statute Is not met as ovidenced by
| Based on interview and ressd review, the
! GHMRP failed to snsure thit entries into the
; facility's fire drill reports were dated for four of the
| twelve months reviewed. i The QMRP will monitor the monthly fite drills to
.' cnsure they arc being completed as scheduied, 50172009
The firding inchudes:

| The facility tailed to enéura {he accurate
documantation of each fire drills conducted as
! ovidencced below;

; On March 27, 2609 at appreximately 3:15 PM,

I Interview with the Qualified 1antal Retardation

' Professional (QMRP) and review of the fire dril)

; Fecords; peavided from the period of January 2008

: to March 2009 evidenced tha following:

18t Quarrter {(January - March) - Unable to

| determine the date and time of saveral drills due
j to incornplets fire dril) reports;.

- 3rd Quarter- (July - September) - Unable to _ ,
i determine data and time of several drills due to i
| icomplete fire drill reports |
' 4th Qusrrter - (October - Decornber) - Unablg

. dstermine date and time of szveral drifs due to
! incompiate fire dril reports

+ Althaugh It appeared that the fire drills may have

i been heid, it was difficult to vatily the ocourrence

' due to the missing detes and times on the fire drill
rs
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I zeog Cantinued From page 12
" Interview with the Pregram Director and the

were rtquired to conduct a fire drill once per
| manth on each shift. Acconrding to the PD the

| shoulkd have caught the disc'epancies in tha

and acquracy was effective.

1 401] 3620.3 PROFESSION SERVICES: GENERAL
| PROVISIONS

and evaluation, including idenlification of
; developmentsl levels and newis, treatment
| services, and services designed to prevent
| deterioration or further loss of function by the
: resident.,

This Statute s not met a8 evidenosd by:
. Based on observation, interview and record

services included evaluation .and treatment
| levels and needs, treatment sarvices, and
| services. designed to prevent deterioration or
* further lnss of function by the rasident,
f
| The finding includes:
j A. The facllity falled to ensure that dental

treatmart and service racomraandations were
I' compieted as recommended.

QMRP on March 27, 2009 it approximately 4,45

PM, ravealed the group honwt is to Implament the
. fire drill @s required by the agancy policy. Further
| intarview with the QMRP revealed that the stoff

| agency has a Quality Assursimice (QA) componant
_ that monitors the fire grill doumentation which
| documentation of the fire driili, At the time of the

survey, thare was no eviden that the systom of
| monttoring of the fire dill reports for consistency

:
| Professional services shall irclude both diagnosis

’ review, tha GHMRP failed to ensure professionat
' service, including identification of developmental

1260

1404

Haaitn Regulation Administalion
STATE FORM

CDFM11

if conttnuation sheet 13 of 168



PRINTED: 04/22/2009
FORM APPROVED

Heaith R i
STATEMENT OF DEFICIENCI
AND PLAN =

OF CORRECTION

x1) PR OVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HFDO3-0183

{*2) MULTIPLE CONSTRUCTION
A BULDING
B. WING

DATE SuRvey
m>OOMPLEI'ED

NAME OF PROVIDER OR SUPPLIER
ST JOHN'S COMMUNITY SERVICES, ¢

STREET ADDRESS, CITY, STATE, 2 CODE

4815 GHESAPEAKE STREET, nw
WASHINGTON, DC 20018

02703009

o4 |
PREFIX :
TAG

(EACH DEFICIENCY MLIST &)

SUMMARY STATEMENT OF nsmmg;&sm |
REGULATORY ORLSC IDENTIFYING INFORMATION) |

) ' PROVIDER'S PLAN OF COR,
PREFIX {EACH CORRECTIVE
TAG b,

) DEFIC

ACTION SHOULD pE
CROSS-REFERENCED TO THE APPRCPRIATE

DATE

1401/ Contued From page 13

i obsenved to have protrud

+ evaluation on September 21, 2007,

was taken and described the visuai

i oral or IV sedation".
i

PM, revaaied the RN infermey the

| The facility failed to ensure that dentsl treatment
‘ and sarvice recommendatinons were completed
ad.

. On March 25, 2009 at 5:12 FM, Resident #1 was {
iy upper front teeth and |
' also milssing teeth. Interview with the staff
: fevealad the resident was abja to chew regular
 food which had been qut inta small pieces.

| On Marsh 27, 2009 at 1:40 PM, the primary
Registared Nurss {RN) was Interviewad

| Sonceming Resident #1's dora) health, The RN

acknowledged that the resicent had not recelved

compmhensive dental treatinents since her

: admission ta the group home on June 27, 2007,

 Reportadly, Resident #1 hac 4n infi dental

! The dental report documentad that onlff One X-ray
nt

| of the resident's mouth, According to the report

1 the resident had, "Generalized carious lesions,

; Several fractured teeth, retzivad rocts, heavy
Supra gingival caleulus, and ‘nflameq gingival
tissues. Deep scaling, sevar| extractions and

' filings were racommended t» be performed using

* Continued interview with the RN revesied that

| Resident #1 was scheduled to sea a dentist due |

! to experiencing some bleeding of her gume, The

N also revealed that the scheduled April 2008

| appointiment was not compleed and was

| rescheduted for Saptember 22, 2008. However,

; there wais o documented evidencs that this

| appointrnent was completed. Continued
discussion with the RN on March 27, 2009 at 3:28

surveyor that

I the reskient was evalugted at the emergency

I 401
Consultations (Bdentulous Individual

in-serviced on this by Mzy 8§, 2009,

All Individuals will recoive scheduled Dental

8: overy year
and as needed, for those with teeth: every 6 months
and as nesded, Following cach scheduled Dentat
Consultation, the houge RN and the house QMRP
will sign the back of of the dental conyult indicating -
acknowledgement that appointment did tzke place. ,l
Nursing, HouseManagers, and QMRPs will be :

Client # 1 did receive Dentg) Consultation on 4/29/0
and is due for next dental follow up on 5/6/09,

| 3/8/2009

H

*4/29!2009

. ——

J
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1401} Contirved From page 14

| foom on February 8, 2008 for another condition.
At thal. ime, however, during the assassment it
was determined that the residant aiso had a
dental infection. The resident was prescribed

" anti-biotic by the ER physician to treat the

 infection and follow up with the dentist was

‘recommended. According to RN, the follow-up

 dental appointment was st eduleqd for April 8,

. 2008,

i’ On March 27, 2009 at 1:30 M, review of
Resident #1's Individual Sugport Plan (ISP) dated

i August 1, 2008, afso revealec| a service

+ recormmendation to"continun dental sarvices as

| recommended.” At the time ¢f the survey, there

} Was no evidence that Resident #1 had received

' the recommended dental intarventions,

| B. The facity's nureing staf- failed t administer
. Resident #3's Natural Vegetible Fiber as
; prescribed as evidenced behyw:

: Observation of the medicaticn administration of
Resident # 3 on March 28, 2300 at 8:04 AM, .

. fevealed the morning medication nurse

| measured 1 tablespoon of Natural Vegatgble

| Fiber and mixed it with water. The nurse then

: gave Resident #3 the mixture {o drink. The

) Tesident consumed the entire amount.

. Interview with the medication rurse at the same

: time revealed Natural Vegetehle Fiber was

. prescribed for stools.

| The review of the medication administration -

: g:ord st( 3:35 A:Ul. revaaied Mstamucil Powder,

[ Generic (Natural Vegetable Fiber), 1 teaspoonful

l was prescribed to help stoal formation. ¢ should

- be notecl that the nurse gave the resident a table

] spoonful instead of a tea spoon of the mixture,
At the time of the survey, there was no evidence

1401

All nursing and TME will only use medicine cup
for measuring teaspoon and tablespoan liquid or
powdered medications,

In-service with nursing and TME will be done
by 5/8/05.

372772009

51872009
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! that Resident #3 recgived tin comect emount of
i the Neitural Vegetable Fibar ;s prescribed by the
physician.
i
i i
|
i
f
I
i
|
]
i
|
| |
| | _i
i
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