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E 000 Initial Comments E 000 

An emergency preparedness survey was conducted 
at this facility from 12/10/2025 through 12/12/2025. 
 
The findings of the survey were based on 
observations, interviews and record reviews. 

Please start typing your responses here: 

 

E 007 EP Program Patient Population 
CFR(s): 483.475(a)(3) 
 
§403.748(a)(3), §416.54(a)(3), §418.113(a)(3), 
§441.184(a)(3),   §460.84(a)(3), §482.15(a)(3), 
§483.73(a)(3), §483.475(a)(3),  §484.102(a)(3),  
§485.68(a)(3), §485.542(a)(3), §485.625(a)(3), 
§485.727(a)(3), §485.920(a)(3), §491.12(a)(3), 
§494.62(a)(3). 
 
[(a) Emergency Plan. The [facility] must develop 
and maintain an emergency preparedness plan that 
must be reviewed and updated at least every 2 
years. The plan must do the following:] 
 
(3) Address [patient/client] population, including, but 
not limited to, persons at-risk; the type of services 
the [facility] has the ability to provide in an 
emergency; and continuity of operations, including 
delegations of authority and succession plans. **  
 
*[For LTC facilities at §483.73(a):] Emergency Plan. 
The LTC facility must develop and maintain an 
emergency preparedness plan that must be 
reviewed and updated at least annually.  The plan 
must do all of the following:  
(3) Address resident population, including, but not 
limited to, persons at-risk; the type of services the 
LTC facility has the ability to provide in an 
emergency; and continuity of operations,  

E 007 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days following the date 
of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these 
documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued program participation. 

FORM CMS-2567(02-99) Previous Versions Obsolete OVRM11 Event ID: Facility ID:  09G229 If continuation sheet Page 1 of 7 



A. BUILDING ______________________ 
(X1) PROVIDER/SUPPLIER/CLIA 
        IDENTIFICATION NUMBER: 

STATEMENT OF DEFICIENCIES  
AND PLAN OF CORRECTION 

(X3) DATE SURVEY 
       COMPLETED 

PRINTED: 02/11/2026 
FORM APPROVED 

(X2) MULTIPLE CONSTRUCTION 

B. WING _____________________________ 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391 

09G230 12/12/2025 
STREET ADDRESS, CITY, STATE, ZIP CODE NAME OF PROVIDER OR SUPPLIER 

25 MADISON STREET NE 
DC HEALTH CARE WASHINGTON, DC  20011 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(X5) 
COMPLETION 

DATE 

ID 
PREFIX 

TAG 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY 

OR LSC IDENTIFYING INFORMATION) 

E 007 Continued From page 1 E 007 
including delegations of authority and succession 
plans. 
 
*NOTE: ["Persons at risk" does not apply to: ASC, 
hospice, PACE, HHA, CORF, CMCH, RHC/FQHC, 
or ESRD facilities.] 
This STANDARD is not met as evidenced by: 
Based on observations, interviews and record 
reviews, the facility's Emergency Preparedness 
Plan (EPP) and/or individualized Personal 
Emergency Preparedness Plan (PEPP) failed to 
address each client's assessed needs that placed 
the client at risk, for one of the four clients residing 
in the facility (Client #2).       
 
Findings included:     
 
a) On 12/10/2025 at 11:30 AM, the review of Client 
#1's Behavior Support Plan (BSP) dated 07/12/2025 
revealed that the client had targeted behaviors that 
included physical aggression, verbal aggression 
and property destruction, and recommended 
proactive strategies and interventions to address 
the behaviors. Further review of the BSP indicated 
that Therap will be used to track the targeted 
behaviors to determine if the client is making 
progress towards the achievement of the behavioral 
goals.  
 
On 12/11/2025 at 8:08 AM Client #1 began yelling 
and screaming as he walked towards the surveyor. 
Direct Support Professional (DSP) #1 who was 
close by instructed the client to stop, and after some 
encouragement from the DSP, the client apologized 
to the surveyor. 
 
At 12:45 PM, a review of Client #1's Emergency 
Preparedness Plan (EPP) and/or individualized 
Personal Emergency Preparedness Plan (PEPP)  
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E 007 Continued From page 2 E 007 
dated 08/012025 showed that the plan failed to 
address the client's BSP.  
 
During an interview on 12/12/2025 at 1:15 PM, the 
QIDP acknowledged that the client's BSP was not 
addressed in the EPP and/or PEPP.       
 
b) Observations on 12/10/2025 beginning at 6:43 
AM, showed Client #1 wearing eyeglasses while 
using his electronic device.  
 
On 12/11/2025 beginning at 12:45 PM, a review of 
Client #1's PEPP dated 08/01/2025, showed that 
the plan failed to address or include the client's use 
of eyeglasses.  
 
During an interview on 12/12/2025 at 1:15 PM, the 
QIDP acknowledged that the client's use of 
eyeglasses was not addressed in the EPP and/or 
PEPP. 

E 030 Names and Contact Information 
CFR(s): 483.475(c)(1) 
 
§403.748(c)(1), §416.54(c)(1), §418.113(c)(1), 
§441.184(c)(1), §460.84(c)(1), §482.15(c)(1), 
§483.73(c)(1), §483.475(c)(1), §484.102(c)(1), 
§485.68(c)(1), §485.542(c)(1), §485.625(c)(1), 
§485.727(c)(1), §485.920(c)(1), §486.360(c)(1), 
§491.12(c)(1), §494.62(c)(1). 
 
[(c) The [facility must develop and maintain an 
emergency preparedness communication plan that 
complies with Federal, State and local laws and 
must be reviewed and updated at least every 2 
years [annually for LTC facilities].  The 
communication plan must include all of the 
following:] 
 

E 030 
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E 030 Continued From page 3 E 030 
(1) Names and contact information for the following: 
(i) Staff. 
(ii) Entities providing services under arrangement. 
(iii) Patients' physicians  
(iv) Other [facilities].  
(v) Volunteers. 
 
*[For Hospitals at §482.15(c) and CAHs at 
§485.625(c)] The communication plan must include 
all of the following: 
(1) Names and contact information for the following: 
(i) Staff. 
(ii) Entities providing services under arrangement. 
(iii) Patients' physicians  
(iv) Other [hospitals and CAHs].  
(v) Volunteers. 
 
*[For RNHCIs at §403.748(c):] The communication 
plan must include all of the following: 
(1) Names and contact information for the following: 
(i) Staff. 
(ii) Entities providing services under arrangement. 
(iii) Next of kin, guardian, or custodian.  
(iv) Other RNHCIs.  
(v) Volunteers. 
 
*[For ASCs at §416.45(c):] The communication plan 
must include all of the following: 
(1) Names and contact information for the following: 
(i) Staff. 
(ii) Entities providing services under arrangement. 
(iii) Patients' physicians.  
(iv) Volunteers. 
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E 030 Continued From page 4 E 030 
 
*[For Hospices at §418.113(c):] The communication 
plan must include all of the following: 
(1) Names and contact information for the following: 
(i) Hospice employees. 
(ii) Entities providing services under arrangement. 
(iii) Patients' physicians.  
(iv) Other hospices. 
 
*[For HHAs at §484.102(c):] The communication 
plan must include all of the following:  
(1) Names and contact information for the following: 
(i) Staff. 
(ii) Entities providing services under arrangement. 
(iii) Patients' physicians. 
(iv) Volunteers. 
 
*[For OPOs at §486.360(c):] The communication 
plan must include all of the following:  
(2) Names and contact information for the following: 
(i) Staff. 
(ii) Entities providing services under arrangement. 
(iii) Volunteers. 
(iv) Other OPOs. 
(v) Transplant and donor hospitals in the OPO's 
Donation Service Area (DSA). 
This STANDARD is not met as evidenced by: 

Based on interview and record reviews, the facility 
failed to include in its communication plan (CP) the 
names and contact information for each Day 
program and each employed direct support staff, for 
the six clients residing in the facility (Clients #1, #2, 
#3, #4, #5, and #6). 
 
Findings included: 
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E 030 Continued From page 5 E 030 
 
On 12/12/2025 beginning at 12:10 PM, a review of 
the facility's CP updated 12/08/2025 showed no 
evidence that the facility had developed a current 
list of the staff names and contact information for 
Clients #1, #2, #3, #4, #5, and #6. Further review 
plan revealed that the facility failed to include the 
clients day program information in the plan.  
 
During an interview on 12/12/2025 at 1:20 PM, the 
Qualified Intellectual Disabilities Professional 
acknowledged that the CP did not include a current 
list of the staff names, contact information, and each 
clients day program information. 

E 035 LTC and ICF/IID Sharing Plan with Patients 
CFR(s): 483.475(c)(8) 
 
§483.73(c)(8); §483.475(c)(8) 
 
*[For LTC Facilities at §483.73(c):] 
[(c) The LTC facility must develop and maintain an 
emergency preparedness communication plan that 
complies with Federal, State and local laws and 
must be reviewed and updated at least annually.  
The communication plan must include all of the 
following:] 
 
*[For ICF/IIDs at §483.475(c):] 
[(c) The ICF/IID must develop and maintain an 
emergency preparedness communication plan that 
complies with Federal, State and local laws and 
must be reviewed and updated at least every 2 
years.  The communication plan must include all of 
the following:] 
 
(8) A method for sharing information from the  

E 035 
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E 035 Continued From page 6 E 035 
emergency plan, that the facility has determined is 
appropriate, with residents [or clients] and their 
families or representatives. 
This STANDARD is not met as evidenced by: 
Based on interviews and record reviews, the facility 
failed to ensure that each client's representative or 
family member received information regarding the 
facility's Emergency Preparedness Program (EPP) 
for the three clients in the sample (Clients #1, #2 
and #3). 
 
Findings included:  
 
On 12/11/2025 beginning at 12:30 PM, a review of 
the facility's EPP dated 08/01/2025 revealed no 
evidence that the EPP had been shared with the 
clients' families or representatives. 
 
During an interview at 1:15 PM, the facility's 
Qualified Intellectual Disabilities Professional 
acknowledged that the most current EPP had not 
been shared with each client's representative or 
family member. 
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