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W 000 | INITIAL COMMENTS W 000 '

A recortif cation Survey was conducted on May ‘ ,
12, 2009 through May 14, 2009, The SUrvey was -
initiated as a full survey due to facility's history of
condition leve! deficiencies during the previous
survey period. A random sampling of three clients ‘ \')\\0/\0'\

from the residential population of six males was - ff/

selected fr the survey. The results of the survey QIOVERNMENT OF THE DISTRICT OF COLUME::.-
were base«t on abservations in the home and at DEPARTMENT OF HEALTH

three day orograms, staff interviews, as weil asa HEALTH REGULATION ADMINISTRATION

review of ihe client and adminis records, 848 NORTH CAPITOL ST., N.E., 2ND FLOOR
- | including « review of the unusual|incident reports, WASHINGTON, D.C. 20002
W 120 | 483.410(d)(3) SERVICES PRO DED WITH W 120 _

OUTSIOE SOURCES

i The facility must assure that outside services
meet the needs of each client.

This STANDARD is not met as evidenced by ,
Based on ubservation, interviews, and record i
: I

|

The finding includes:

i On May 12 2008 at 7:25 AM, Client #2 was I
observed ir his group home eating pureed aggs, |
muffins anc cereal with hand over hand
assistance. Howsver, the client was able to drink
his honey esnsistency arange juice without

| @ssistance. Client #2's adaptive eq ipment
consisted 0 a plate gusrd, high tray, and a built

up spoon and fork,

Observatior & at Client #2's day program at 12:40 |
- PM, revealgc Client #£2 sitting in a classroomn »
i wearing a b b, According to staff interview at

ABORATORY DIRECTOR'S O3 PROVIDERISUP R REPRESENTATIVE'S SIGNATURE TITLE (x8) DATE

, i , ALA__IA Ve W \ j‘of/b-c-ﬂ'(' %
ny deficiency statement enc Ing.with an astarisk (*) denotes deficiency which the institution may be axcused from carracting providing i is detamtined that
her safeguards provide sufficient protéction to ﬂgp atents. (See instructions.) Except for nursing homes, the findings =txtad ebove are disciosable 90 days
llowing the dats of survey w hether or niot a plan of comas on I8 provided, For nursing homes, the above findings and plans of comection ams disclasable 14

s following the'tiate these ciocuments sre made available to the facility. If deficiancies are citad, an épproved plan of correction is rdishe to continuad
ogram participation. -
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AN PN OF ComrecTion © | <7 ZESVDERSUPPUERIOUA o WULTeUE cowsTRUGTON * ey ]
A BUILDING
- 096172 Y 05/14/2009
NAME OF PROVIDER OF BUPPLIER STREET ADDRESS, CiTY, STATE, 2IP CODE
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WASHINGTON, DC 20019
g | SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUU\TORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
W 120 Continyec From page 1 [ W 120 .
d (]
| 12:42 PM, Client #2 had Just finished eating l'hﬂ; oal pod madh” een provided (¢ 09
I . p | me adaptive  equipment
. puleeq me wat I;alls, nce, mix vagetables and - (Plate  Guard High Tray Built-Up [
- grape juict: mixed with water. When questioned Spoon and Fork, thick it and Dycem mat
. fl.l'rthel' 'f th e Client had uﬂ"ZGd adapﬁve { ) sinee Jmuary 2009 for Clienl: #2 |
| equipmenl and Thick-It as observed earfier in the The QMRP retrained the Day Program |
f group hon'e, the staff stated “no” further , Staff on feeding protocols for Cliont #2, - |
indicating 1hat Client #2 was transferred to his 2 on 6/2/09
classroom because his teacher went on a trip. He MRP wi isit fi
also indicared that he was only told to serve Client f?m moxllmmitehﬁ%::leﬁ::uﬂx
#2 a puree tunch, 6/4/09 then monthly visits to the day
it |
[l Review of the day program meal time protocol F,,r,;i;lmmuﬁ::,_ momtor program. |
dated March 1, 2000 at 1246 PM, stated that the Visits to the da foctive |
I . . ¥ program effective |
client should be provided with @ Dycem mat, | 6/4%9  to  momitor propram
sooop dish, built up spoon, was independent with implementation. |
' feeding, aftar set up and was able to drink liquids :
! with verbal srompts. Further review revealed a i
caution notition which stated that " the client is at
risk for aspiration and choking due to reduced See Attachment (A ) !
oral motor skills and reduced chewing skilis, "
. Thick-It was to be used,
] Interview with the Qualified Mental Retardation
Professional (QMRP) on May 14, 2009, at
+ approximatedy 2:40 PM indicated that the day .
. Program was aware of Client #2's meaitime
protocal. |
 There was o evidence that Client #2's mealtime |
protocol was implemented while at the day
program. ‘
W 150 | 483.430(a) QUALIFIED MENTAL W 158
RETARDAT ON PROFESSIONAL
Each client's active treatment program must be )
integrated, coordinated and monitored by a :

qualified mental retardation professional.

!

|

—
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

903 14TH STREET, SE

D C HEALTH CARE
WASHINGTON, DC 20019
oo | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF CORRECTION T
PREFIX |  (EACH JEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULLTORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
W 159 Continuec From page 2 w 158| i
* This STAIDARD is not met as evidenced by ! ‘| Client # 3 , ;
Based on cbservation, interviewand record | ' | plaseaued - self bri::i::::::d has | 06/02/09
. review, thi: Qualified Mental Retardation i informal objective which did not requi::
. Professional (QMRP) failed to coardinate, data collection. This was an oversight’ '
integrated and monitor the active tregtment by QMRP ersigt, :
\ Ve . :
! programs for three of three clients in the sample QMRP was trained '
| in the facl ity. (Clients #1, #2, and'#3 ) Marager on proparly n':gftch;rgommmd ‘
; identify; : '
| The findings include: i B formel ~ and informal |
| Pl’ogﬂ.‘m 5 3 ’ '
i 1. The QI/RP failed to coordinate and monitor book on qm;rbl monttor LP.P |
Client #3's active treatment program to ensure ) |
- that the seif-medication training objective was See Attachment (D)

. implementad. (See W249 and W340)

- 2. The QIVIRP failed to coordinate active
i treatment to ensure that written training programs

: designed (o implement the individual program
l Plan (IPP' objectives specified the type of data
] necessary to monitar the client's progress toward
; the objectives for Clients #1 and #3. ( See W237)

}3. The QMRP failed to monitor and coordinate

- spfvices t) ensure data relative to the

. accomplis hment of the criteria specified in th

| individual program plan objectives was

" documen-ed in measurable terms for Clients #1
and #3. (See W252)

|

i 4, The QMRP failed to monitor and coordinate

| services 10 ensure the required consistency of
Client #2 thickened liquids was identified by the

| specialist (See WA474)

| 5. The QMRP failed to coordinate with the
' nutritionist to ensure that Clients #1 and #2
. received somprehensive nutritional assessments,

Client # 3 ROM training objectives was | .
reviewed and modified on 52909 staff ;| 5-29-09
was retrained on 5-29-09 on how to
implement and document the program.
The QMRF will monitor the program
weekly for ons month effective 6/1/09
and then continue with monthly
monitoring.
The QMRP will ensure that the ROM
training objectives are implemented
congistently. Data Collection Sheet was
modified with clarification to the key.
Q.MRP will continue to monitor all |
individual programs on monthly basis to l
|

ensure proper implementation and
documentation of this program.

' (See W217) ! '
W 217 | 483,440(:)(3)(v) INDIVIDUAL PROGRAM PLAN | W 217 |
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EALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR1JEDICE ERVICES . OMB NO_0933-0391
STATEMENT OF DEFICI:NGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORREC™ }ON IGENTIFICATION NUMBER; COMPLETED
A. BUILDING
08G172 B. WING 05/14/2009

NAME OF PROVIDER ot SUPPUER

STREET ADDRESS, GiTY, ETATE. ZIP copR

- 903 14TH STREET, SE
D CHEALTH CARE WASHINGTON, DC 20019
(X4) ID SLMMARY STATEMENT OF DEFICIENCTES D PROVIDER'S PLAN OF CORRECTION L e
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FLiL PREFIX {EACH CORRECTIVE ACTION SHOLILD BE COMPLETION
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATION) TAG cRosa-nsFEREggE'g l;o NGT%E APPROPRIATE oAtz
r
W 159 - Continuex| From page 2 W 159| Client #T's ROM training objective was ' 5-29-09
This STANDARD s not met as evidenced by: 2~ reviewed and modifjed on 5-29.09, I
Based on observation, interview and record l Staff was retrained on 5-29.09 on how
, review, the Qualified Mental Retardatiori ! to  implement and document the
, Professional (QMRP) falled to coordinate, progra, [
_integrated and monitor the active treatment | The QMRP will monitor the program
| programs for three of three clients in the sampie weekly for one month effctive 6/1/09
lin the facitty, (Clients #1, #2, and #3 ) and then continue with monthly
I monitering.
| The findings include: The QMRP will ensure that the ROM
i training  objectives are implemented
+ 1. The QNIRP failed to coordinate and monttor consistently. Data Collection Sheet was
Client #3's active treatment program to ensure Modified with clarification to the key. i
that the self-medication training objective was QMRP will continue to monitor all. [
implementud. (See W249 and W340) individual programs on monthly basis to |
ehsure  proper implementation and |
2. The QMRF failed to coondingte active d,‘ﬁlirﬂe&tﬁgn ‘ifﬁ:\;-s program, - l
. F) W\~ . -
, g:saitment t ensure that written training programs Client § 3oy msw& by he Speoct 06/02/09
gned tc implement the individual program Y. Patholop 05-15-09 and o P !
Plan (IPP) cbjectives specified the type of data athologist on 05.15-09 an client #
necessary £ monitor the client's progress toward :;:::f mprzt:"‘t':e it "';:‘z:f;: c;“rg; l
A \ i
1 the objectivias for Clients #1 ang #3. ( See W237) Physician on 06-01-09, QMRD Fous |
i3 T P fail nitor and cacnds Manager will continue to monitor Client ‘
Senins s s s end oot # 2 closely for any changes. Also Day
' accamplishrnent of the criteria specified in th Program was contacted and Opdated
| individual pragram pian objectives was sith above. POF and Eating Protocol
documentsc in measurable terms for Clients #1 WAl sent to the Day Progam.
and #3. (Sea W252) See allachwenr £ &Fy |
4. The QMF.P failed to monitor and coordinate [
services to ensure the required consistency-of
| Client #2 thic kened liquids was identified by the ’
| specialist, (See Wa74) ,
! 5. The QMRP failed to coordinate with the J
* nutritionist to ensure that Clients #1 and #2
- feceived conprehensive nutritional assessments,
. (See W217)
W 217 | 483.440(c)(3, (v) INDIVIDUAL PROGRAM PLAN I w217 | ;
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NAME OF PROVIDER ()R SUPPLIER

STREET ADDRESS, CITY, STATE, 2IP CODE
903 14TH STREET, sk

FORM CMS-2567{02-29) Prav bua Versions Oboointe

D C HEALTH CAFE :
WASHINGTON, DC 20010
04) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION L
*H DEFICIENCY ML
A | REGUATORY on Lo e B UL | CROSSAEVERENGRS 10 THE Aemeniare | TN
DEFICIENCY)
, .
W 1591 Continuad From page 2 WSB! Client # 1° g i !
et !
This STANDARD is not met as evidenced by: B4 | started on some p::;\fl: ﬁlcgii :::r:?:: | 320
Based cn observation, interview and record program starting Oct. 2008 but he did|
; review, the Qualified Mental Retardation not show any wt loss (may be due to his | .
; Professional (QMRP) failed to coordinate, physical condition ) Nevertheless) | 60109
Integratexd and monitor the active treatment ' another P.T training was done on|
| programs for three of three clients in the sample 5/29/09 to revisit training program to!
Il in the fa Aiity, (Clients #1,#2, and #3 ) encourage weight Joss,
| The find:ngs include: Since Client # | has not shown any. | ¢1.09 |
[ weight loss and in-servi
1. The QMRP failed to coordinate and monitor Inneghti, 2009mabo:11t gﬁhﬁ:ﬁ:ﬁggi
Client #2's active trestment program to snsure documentation of Client ¥ 1's diet.
that the sielf-medication training objective wis
implemeted. (See W249 and W340) | See Antachment # B and B2
2. The QIMRF falled to coordinate active f
, treatmant to ensure that written training programs
designed to implemant the individual progra |
Plan (IPF) objectives specified the type of d
Necessary to monitor the client’s progress rd
| the objectivas for Clients #1 and #3. ( Sce W237) !
3. The QIVRP fajled to monitor and coordin
services |0 ensure data relative to the
accomplishment of the criteria specified in 1
{ individual program plan objectives was
. documented in measurable terms for Clients #1
and #3. (See W252) '
4. The QMRP failed to monitor and coordm?'e
services to ensure the required congistency
Client #2 ‘hickened liquids was identified by the
| specialist. {See W474)
l S. Tha QVIRP failed to coordinate with the
! nutritionis; to ensure that Clients #1 and #2
received comprehensive nutritional assessmeénts.
(See W217)
W 217] 483.440(c){3)(v) INDIVIDUAL PROGRAM P : N w 217[ !
Evant IDJvi111 Facilty 1D: 096172 If continuation sheat Page 3 of 21

=



m. h : A . .;’-"7'-7—”1 1 .
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STATEMENT OF DEFK JENCIES
AND PLAN OF GORRE SENC! P uRPLIER LA PG MULTIPLE ConsTRUCTION B L e
A. BULDING
09G172 B. WiNa 05/14/2009

NAME OF PROVIDER 3R SUPPLIER

STREEY ADDRESS, CITY, STATE, ZIP cODE
D C HEALTH CAgye 803 14TH STREET, SE
WASHINGTON, DG 20019

Based¢n observation, interview and record |
; review, ‘he Qualified Mental Retardation i
, Professional (QMRP) failed to coordinate,
integrated and monitor the active tre:atmentlTI '
| pragrams for three of three clients in the sample
1’ in the faility. (Chents #1, #2, and #3 )

| The find rgs include:

1

+ 1. The QMRP failed to coordinate and momtor
Client #3's active treatment program to ensure
that the velf-medication training objective was
impleme 1ted. (Sea W249 and W340)

2. The GMRP failed to coordinate active
| treatment to ensure that written training programs
1 designed o implemant the individugt progra

Plan (IPF) objectives specified the type of d

necessary to monitor the client's progress toward
 the ablectives for Clients #1 and 23, ( See W237)

' 3. The QI/RP failed to monitor and coordin

| services 10 ensure data relative o the

' accomplihment of the oriferia specified in th

| individual program plan objectives was
documen ed in measurable terms for Clients #1
and #3. (See W252)

4. The QVIRP failed to monitor and coordinie
services t) ensure the required consistency of

Client #2 ‘hickened liquids was identified by the
specialist. (See W474)

5. The QI/RP falled to coordinate with the | |
+ nutritionis! 1o ensure that Clients #1 and #2 L
received comprehensive nutritional assessm nts.
(See W217)
W 217 | 483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN W 217

|

intake for all meals for two weeks. The
nutritionist wiil use the data to caleulats
daily Calorie intake. Based on Client # 2
average daily calorie intake, calories
will be added to promote weight gain.
The nutritionist will continue to
calculate average daily calorie intake for
two more week, after which the dist will
be adjusted to meet client # 2's needs.
Q.MRP and Nutritionist will contigue
to monitor Client # 2's weight on a
monthly basis and notify medication
team as well if concern is not satisfied.

See Attachment B2

j
]

——

—_— e e

.

Oy ID SLIMMARY STATEMENT OF DEFICIENCIES l 0 PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EALH DEFICIENCY MUST BE PRECEDED 8Y FUILL PR [ CTIVE conLy
TAG REGIILATORY OR LSC IDENTIFYING mv-omnclm ngu cn%glnsmzincen T%c ?r?e" :PF;'OR%%R?AETE m"?‘tﬂm
‘ DEFICIENCY)
W 159 Continuzd From page 2 W18  Effective June 1, 2009 staff will usg | &1-09f
This STANDARD is not met as svidenced by: 54 “Daily Food Intake chart for Clieat # 2's !

FORM CMS-2587(02-08) Pravi s Varsions Chscieta Event ID:YMJ111 Fachity ID: 096172

if continwation sheet Page 3 %f 51
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AND PLAN OF CORREG NON IDENTIFICATION NUMBER: f‘:mw: . ONSTRUCTION M)géaﬁl.sé"rsn

09G172 | B. WING

NAME OF PROVIDER 0% SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE

D C HEALTH CAR): 903 14TH STREET, SE
WASHINGTON, Dec 20019

(%X4) ID 8 JMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION )

PREFIX (EACII DEFICIENGY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BS combLErion
TAG | REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

05H14/2009

W 217 Continued From page 3 w217

| The comorehensive functional assessment must
| include nutritional status,

This STANDARD is not met as evidenced b _
Based or obgervation, interview and record |
review, t e facility failed to ensure a
comprehunsive assessmant of the caloric I‘LI :
requirema:nt for two of three clients in the sample. '

e

(Clients #1 and #2)

. The findir g includes:

' On May 12, 2009 at 8:30 AM, Client #1 was [
observed bd have cansumed 100 percent of His l
breakfast. On May 12, 2009 at 6:45 PM and again
at dinner on May 13, 2008, Cliant #1 was
observed o eat 100 percent of his meai.

Interview with group home staff on May 12, 2009
at 8:30 AM revealed that Client #3 received
1800 calo ie diet and usually ate gi] of his food.
interview with the day program instructor on Nfay
12, 2008 &t 1:30 PM revealed the client seemed
to enjoy his food and usuglly ate ali of his meal.
Interview with the Qualified Ments) Retardaticj‘r

' Professior al revealed that the nurse weighed the
| client and documented the weights on the chart in
| the client's record. According to the QMRP,
nutritionist had addressed a court
recommer dation for an assessment to ine
l a possible reason for Client #1 weight gain.

—_———e o

I' Record review on May 14, 2009 at 3:15 PM

" revealed a court recommendation (dated Octdber
| 29, 2008) 'hat Client #1's weight gain be

1 @xplained .and that a plan be devised to prom i

| weight los. Further racord review revesled trfat |

FORM CMS-2567(02-99) Previ iLs Versions Obsolete Evant (D: YJ1 11 Facilty ID; 08G172 If continuation shast Page 4 of 21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES P RORM APPAEI0S
—=ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF DEFIGIE NCIES '
AND PLAN OF GORRECT iow O OERTIEATION Mo 0@ MULTIPLE GONSTRUCTION o Comperen |
A BUILDING
096172 B, G 05/14/2009
[ NAME OF PROVIDER OF SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
D C HEALTH CARE 903 14TH STREET, SE
WASHINGTON, DG 20019
{X4) ID SLMMARY STATEMENT OF DEFICIENGIES 1 PROVIDER'S PLAN OF CORRECTION L s
PREFIX {EACH DEFICIENCY MUST B¥ PRECEDED BY FULL & I compy
TAG. |  REGULATORY OR LSC IDENTIFYING INFORMATION) P?EEIX cég“sg'jnzgggéﬁgewg 1’%? 'Trﬁ? f;ﬂ;%fgfm i
DEFICIENGY)
W 217 Continued.From Page 4 _ W217) Effective June 1, 2009 smff will use'  g..00
+ 8t the tim:z of the hearing the client was aiready d- “Daily Food Intake chart for Client # 1
. prescribed an 18Q0 calories a day! Plus 8 ourices ittake for all meals for two weeks. The '
cranberry juice twice a day, A hutrition progr nutritionist will use the data to calculate |
note dated October 2, 2008 indicated the client daily Calorie intake. Based on Client # | l |
weighed 184 poungs, : average daily calorie intake, calories

The revievr of Client #1's Annual Nutritional
Assessment dated February 8, 2009 reveal
client's he ght was 5 feet, 8 inches and that h
weighed 189 pounds (Ideal Body Weight 141 fo
1 179 pouncs). The dietary/feeding section

- document:d that the client was prescribed an

1800 kcal, low, high fiber, choppead diet with 1icup

- . of cranbery juice twice/day, According to the

. nutrition summary, the client weighed 189

| pounds, wich reflected a gain of nine pound

| since Jany&ry 2008, The nutrition summary
documentad that the client usually consumed 85
to 100 percent of his dist, The review of the
client's recard, however revealed no food intake
 record wera completed or available. Nutritiondl

the

| recommendations included : (a) Client should
- avoid furthar weight gain; (b) Monitor weight
monthiy, i

|

: At the time of the survay, there was no evidence
| that Client ¥1's daily caloric needs had been

| establishec! or that the number of calories had
| been modiiied to encourage weight ioss had béen
establisher .

I 2. On May 12, 2009 at 7-25 AM, Client #2 wa
- observed szated at the table dining room. MHe
! appeared ti} be thin and below his ideal body

: weight. I

- On May 12 .20089 at 6:25 PM, Client #2 was
' observed tc receive pureed chicken, rice and
spinach ani ice cream for dessert, At 8:38 PM

will be subtracted or reduced to promots
weight loss.

The nwutritionist will continue to
calculate average daily calorie intake for
two more weeks. Staff will continue to
document Daily Food Intake Chart for
client # 1 meal intake for 2 more weeks
i.¢ June 19-July 4, 2009 f

QMRP and House Manager will check |
Client # 1's food (Portion size) and l
intake documentation trains retrain and |
test staff about above. Also Q.M.R.P. I
will do the same at the day program on
his visit. |
Also wilt work closely with medical
staff and physical therapist for above | |
issue, i

See Attachment..C

|

1

——
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! & MED

FORM APPROVED

CENTERS FOR MED ID SERV OMB NO, 0838-0391
STAT NT OF £ )
A. BUILDING
096172 o e 05/14/2008
NAME OF PROVIDER OF SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
903 14TH STREET, SE
D CHEALTH Care ‘ WASHINGTON, BC 20019
. SLMMARY STATEMENT OF DEFIG :
!%r'& { (EACH DEFICIENCY uﬂ“gr BE PRDEEGEDEg %ﬁuu PREFIX (E:gr?w c&ﬁ?éc%‘\?s"n"cﬁfé’u"é‘ﬁo“ﬁﬁ"u ’ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE | DATE
: DEFICIENCY) |
W 217 Continuec From page 5 B W 217 ‘
. the client \vas observed spilling food on his o
' clothing, &s he attempted to feed himsalf, Stﬁff !
| intervenec and praceedsd to feed the client, ,
{ using hanc| over hand assistance. The client -
! continued o eat slowly and at 7:19 PM finished
, drinking his thickened milk,
|
| Intarview with staff on May 12, 2000 at 7:23 p .
, revealed Client #2 was prescribed 84000
! diet to help him gain weight, Further interview |
, with staff revealed the client usually ate about I
- 80% of hig diet, however it took him a long time to I
eat his mez| i
Record review on May 12, 2009 at 2:05 PM, . |
revealed Cl ent #2's Annyal Nutritionaf !
Assessment was completed on October 8, 2008,
The assessment revealed that the client was 5
| feet tall snd weighed 08 pounds (haalthy body
' weight rangs: 110 - 120 Pounds). Tha client's
food intake ‘vas stated as 85 to 90 % of his . _
meals. The client was prescribed double portion Effective June 1, 2009 staff wilf use| N
{4000 calorss), low cholesterol, high fiber, iron | | "Paily Food Intake chart for Client 29! i 610
i rich, pureed food diet. [ intake for alf meals for two weeks, The
| nutritionist will use the dat to calcujate
The review of the May 1, 2008 physician's ordeds dajly Calotie intake, Based on Client # 2
revealed Clinnt #2 wes prescribed a low average daily calorie intake, calories
cholesterol, high fiber, with 4000 calories with will be added to promote weight gain.
pureed iron iich food. May give Ensure once or The nutritionist wiyy continue ¢o
twice a day, f client does not eat his meal. caloulate average dafly calerie intake for
Monitor body weight two times a month, Further| - TWo more waek, after which the diet will
record reviev/ revealed inconsistencies in the be adjusted to meat client #2’s needs, I
! client's body weight. On May 5, 2009, the clients QMR.P and Nutritionist will contimye |
| weight docuriented on the medication "t monitor Client # 275 weight on a !
' administratio 1 record was 100 pounds, On monthly basis and notify medication )
! March 4, 2009 and March 18, 2009 the client's feam as well if concern i not satisfied,
i weight was 72 pounds and 74 pounds "
respectively. The record failed to refiect that th | See Attachment B2 f
| nutritionist wis aware of the March weights. ,

RM CMS.2567(02.90) Previocs “farsions Obscrete Evert ID: M 11 Faciity 1D 09G 172 If continuation sheet Page 6 of 21 .
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wzw;fcmuued Fiom page 8

- The dietary/fuading saction of the Annual

i Nulritional Atsessment documentsd that the
client receiveq a double portion (4000 kcal, low
cholestarol, high fider, iron rich, puread food. The
nusrition suminary documented that the clisnt

| fevealed no f)od intake records were compl
| Or avaliable & monitor the cient's intake,

. Nutritional recommendations Included:
* keal, low chokasterol, high fiber, iron rich, pureed
. food (follow niodified eating procedures as

thick- it to fiqu ¢; (b) monitor food Intake

| frequently; (¢) attain and maintain weight within
10% of heathy body weignt range; {d) monior
weight montht, .

|Attheh‘m- of the survey, there was no evidence
i that Cllent #2y; dally caloric needs had been
estadlished of that the number of calories the
client raquired for weight gain had baan
. astablished,
W 237 | 483.440(c)(5) v) INDIVIDUAL FROGRAM PLAN

Each written tr.2ining program designed to
| Implement the objecives n e oo,

| program plan rnust specify the type of data and
 frequency of dirta collection hecassary to be abla
.tcmpmgmmmmemm:;bjam.

ok as per
' speech, langusge consult) with thin liquid and h

 Thia STANDAFID is not met @8 evidenced by

. Based on intendew and recard review, the facility

i falled to ensure: thet each written fraining program

 designad to im)ement the objectives in the
individual program plan (IPP) included a data

! collection systém directly related to the outcome

w217

W 237

Staff were retrained on the djet of Client ,
#2 in the facility on 6-109 with

emphasis on texture, portion size and
food intake

The QMRP and House Manager wili
monitor meal preparation and serving on
2 daily baais effective 5-18-09,

Also Nutritionist will monitor the above

6-1-09

See Attachment (B & 9§]

hummmnmv-mm Boant D:YIH 11
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W 237, Continues From page 7 )

 of the objective for two of the three clients !
| included it the sample, (Clients #1 and #3) '

,| The findinys include:

W 237

I

i 1. On May 13, 2009 at 8:50 PM, Client #1 was

' cbserved sieated in his wheel chair, interview
with the Re:sidential Director (RD) on May 15, |

1 2008 at 2:30 PM revealed Client #1 received

- BXercises to maintain hig range of motion (ROM)

- Further intorview with the RD revealed the

, humber of exercise repetitions to be done

1 ten. Accoriing to'the RD, f the client tolerateq
the exarcisas, staff documented an "A® in the
biock on th: datg collaction sheet

I~ :Client # 3 ROM training objectives was
-reviewed and modified on 5-29-09 staff
‘was retrained on 5-29-09 on how to
implement and document the program.
The QMRP will monitor the program
‘weekly for one month effective 6/1/09
#nd then continve with monthly
‘monitoring.

The QMRP will ensurz that the ROM
training objectives are implemented
consistently. Data Collection Sheet was

5-29-09

On May 14, 2009, at 1:00 PM, the raview of thé
| client's traiting book revealed the client had a
- 9oal to partcipate in ROM exercisas dafly.

: According t> the task analysis, the client should |
received the: following exercises:

() hip abdL ction

(b} Ankle Rotation

' {c) Knoe str aightening
(d) Knee Fleiion

(e) Straight eg raises

- On May 14, 2009 at 1:38 PM, the raview of the

Physical the apy quarterly dated February 6, 2009

revealed, “"Has done well with range of maotion

- exercises; i crease the exercises from three
times a wee < to five times a week " The review bf |

| data collected for April and May 2008 revealed

*"A" was docmented on the days the cbjective

; was implemanted. According to the program d
key, "A" equ:aled absent, At the time of the

j Survey, there was no evidence the data collecticn

system was lesigned to includs documentation

modified with clarification to the key.
QMRP will continue to monitor all
lindividual programs on monthly basis to
‘ensure  proper implementation and
:documentation of this program.

‘See Attachment B, 3& ¢ !

|

;!M CMS-2357(02-85) Previous Versions Obeolate Evant ID: yamd111

Faciity ID: 09G172 if continuation sheet Page B of 21




revealed {hat the client was totally dependent for
i 8ll activitios of daily living. Interview with the
1 Residentiis! Director (RD) on May 15, 2009 at|2:30
| PM revea ed Ciient #1 received exercises to
! maintain his range of motion (ROM). According to
the RD, if the client tolerated the exercises,
documentad an "A” in the block on the data
]' coliection sheet.
| On May 14}, 2009, at 9:45 AM, record review
 revealed Client #3's diagnoses included spastic
quadriplegia and fixed contractures of extrem ies,
. The physical therapist (PT) recommended th t !
' the client continue to be provided upper and lower
range of motion exercises dally. The August 18,
2008 Individual Program Plan included an
objective that the client to have upper and lower
ROM exer:ises, PT quarterly reviews on June 9,
2008 and iarch 18, 2009 documentsd the ciibnt
was cooperative for the ROM exerciges.

The review- of Client #3's training book revealdd
he had a goal to participate in ROM exercises
daily. The review of data collectad for April and

, May 2009 - wvealed "A" was documented for ehch
 day. Accoriing to the program data key, "A"

- equaled atsent. At the time of the survey, th

| was no evijence data collection system was L
 designed t include documentation on the clieht's
' tolerance cf upper and lower ranga of motion

‘ exercises.

‘Was retrained on 5-29-09 on how to
implement and document the program,
The QMRP will monitor the program
weekly for one manth effective 6/1/09"
and then continue with monthly:
monitoring,

The QMRP will ensure that the ROM |
taining objectives are implemented.
consistently, Data Collection Shest was'
maodified with clarification ta the key.
QMRP will continue to monitor al]
individual programs on monthly basis to
CDSUTE proper implementation and
decumentation of this program,

Sec Attachment B], 3& 4

reviewed and modified on 5-29-09 staff:

i
i
!,
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WASHINGTON, DC 20019
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)
W 237/ Continue § From page 8 L W 237
on the clisnt's tolerance of the aforemention :
lower ext'emity range of motion exarcises. i
2. On May 13, 2009 at 8:50 AM, Client #3
- appeared to have fixed contractures of his !
. extremitie s, |
Interview with staff on May 13, 2009 at 8:00 AM 2- | Client # 3 ROM training objectives was . | 5-29-09)

FORM CM$-2567(02-00) Pravia st Varsiohs Obsolets

Event ID:YMU111
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As s00n a5 the interdisciplinary team has
formulatizd a cllent's individual program plan,

each cliert must receive a continusus active
ireatment program consisting of needed

intervent ons and services in sufficient number
and frequency to support the dchievement of the

| Objectives identified in the individual program :
i plan, '
|

This STAMDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure continucus
active treatment was implemented in accordance
| with the interdisciplinary team recommendations
, for one of three clients in the sample. (Client #3)

The findirg inciudes:

The facility failed to ensure that Client #3's self
medicatio 7 objective was implemented. (See
Wa340)

483.440(e){1) PROGRAM DOCUMENTATION

Data relat ve to accompiishment of the criterig
1 specified in client individual program plan
objectives must be documented in measurabie
terms.

W 252

This STAMDARD s not met as evidenced by;
Based on abservation, interview and record
review, the: facility failed to ensure accurate
document:ition of progress on the individual
program p ain (IPP) objectives, for two of the three
clients incl ided in the semple. (Client #1 and #3)

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAI SERVICES OMB NO. 0938-0391
STATEMENT O DEFICIENCIES 1) PROWDERISUPPLIER!CL ] RVEY
AND PLAN OF CORRELTION & IDENTIFICATION NUMBER'? G MULTIPLE CONSTRUCTION o) ggLELSEUTED
A BUILDING
006172 B.WING_ 05/14/2009
NAME QOF PROVIDER CFt SUPPLIER STREET ADDRESS, CITY, STATE. ziP CODE
D C HEALTH g 903 14TH STREET, SE
CAR WASHINGTON, DC 20019
{X4) ID HUMMARY STATEMENT OF DEFICIENCIES . PROVIDE
PREFIX ‘ (EACHY DEFICIENCY MUST BE PRECEDED 8Y FULL PRIEFIX (EACHoglORRR.ESC;LIcS:G%c&!gEgEL%NBE | cwal‘.ﬂnlm
TAG REGULATORY OR L3¢ IOENTIEYING INFORMATlON) TAG CROSS-REF| ERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
W 249 | 483.440 d)(1) PROGRAM IMPLEMENTATION W 249

Client # 3's Self Medieation has
plateaved and was maintainad as
informal objective which did not require
data collection, This was an oversight

06/02/0¢

by QMRP.
QMRP was trained by Program
Manager on properly matching and
identifying  formal and informal
abjectives in LP P
Program Manger will monitor LP.P
book on quarterty basis,

W252|  See Attachment D)
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w252 Continusd From page 10 W 252! Cli‘eﬂt #1'¢ ROM trainin £ objective was™! 52909 /
1 Teviewed and modified on 5-29.09, i
The findings include: ' Staff was retrained on 5-29-09 on how !
. . o implement and document e .
1. Cross refer to W237.1. The facility failed to i program,
| collect data in measurable terms which was } The QMRP will monitor the program |
pocessary to monitor Client #1's progress in his } Meekly for one month effective 6/1/09 | |
. lower ex remity range of motion objective. and continue with monthly ’
monitoring. |
| 2. Cross refer to W237.2. The faciity faed to The QMRP will ensure that the Rop | |
collect dita in measurable terms which was training ohjectives are Implemented
necassary to monitor Client #4's progresa in consistently. Data Collection Shect was |
recommended upper and lower extremity range modified with clarification to the key. l
of motion exercise objective. QMRP will continue 0 monitor aj] - ;
W 331/ 483 460(:) NURSING SERVICES Wa31] | individuaj programs on monthly basis to |
| ' eOSure  proper implementation and
 The facliily must provide clients with nursing documentation of this program, « i
' services i1 accordance with their needs, |
e - ; . 3 Client # 3 ROM training ohio: | 5-29-09/
| This STANDARD s not Mmet as evidenced by: 2 teaining objectives was
 Based on cbservation, interview and record reviewed and modigieq on 5-29-09 stafy
review, th: facillty falled to ensure nursing Wwas retr on 3-29-09 on how t, !
Services In accordance with the needs of three of implement and document the Program !
four clients; in tha sample. (Client #1.2 and #3) The QMRP will monitor f, program

l The finding) includes:

i 1. The faciity failed to ensure that Client #3's gelf
I medicatior, abjective was implemented as
recommenied. (See W340)

i

1 2. The faclity's nursing services faiied to ensure

|
I
|

 timely coar fination of services to facilitate Clignt > 0n monthly basis 1o
#1's recom mended extraction of teeth in poor PIOPer  implementation and
Tepair. (Sez2 W356) documentation of thig program,
l See ent (C2)
3. The faciity's nursing services failed to closely
| monitor the body weight of Clients #1 and #2 as
- evidenced halow: |
— L .
ORM CMS-2567(02-58) PrevioL s Vearsions Obsolete Event ID; YMJ111 Facllity 10; 00G172 If continuation sheet Page 11 of 21
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W 252 Continued From page 10 W252] ’ |
I
The findings include: . <
1. Cross wfer to W237.1. The faciiity failed to
| collect deta in measurable terms which was
necessar/ to monitor Client #1's progress in his
lowar extiemity range of motion objective,
2. Cross rafer to W237.2. The facility fgiled to
collect da:a in measurable terms which was
nacessan’ to monitor Client #3's progress in
recomme:1ded upper and lower extremity range
of motion exarcise objective.
W 331 483.460(c) NURSING SERVICES W a3 |
The facility must provide clients with nursing 4-| Slient # 3's Self Medication has 06/02/09
' services ir accordance with their needs, plateaned and was maintained as
tnformal abjective which did not require
data collection, This was an oversight l
| This STAMDARD is ot met as evidenced by: by QMRP.
 Basad on woservation, interview and record QMRP was trained by Program |
review, the facility falled to ensure nursing Mansger on properly matching  and
services in accordance with the needs of three of identifying formal ~ and  informal
four clients in the sample. (Client #1,2 and #3) objectives jn LP.p
Program Manger will monjtor LPp
{ The finding inciudes: book on quarterly basis, - j
l 1. The facility falled to ensure that Client #3's seif | See Attachment (D) ‘
Mmedication objective was implemented as |
recommen:ied, (See W340) i
!
-2, The facility's Nnursing services falled to ensure
{ timely coonfination of services to faciltate Clent |
1's recom nended extraction of teeth.in poor
repair. (Se2 W356)
3. The faciity's nursing services failed to closaly
’ monitor the body weight of Clients #1 and #2 as ,
evidenced helow: i
| i
Evant ID; Y111 Faciitty ID: 09G3172 If continuation sheet Page 11 of 27
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February * 8, 2009 97 ibs

March 4,009 74 Ips
March 18,2009 72 Ibs
April 3, 2015 101 Ibs
April 17,208 102 Ibs

The registired nurse acknowledge the
inconsistencies in regards to the vital signs fiow
shest and the medication administration sheet,

| b, Recard eview on May 14, 200 st 3:15 PM
revealed a court recommendation (dated October

the immedinte

about weighing ctients and ensuring
that scales are properly adjusted and
matched, If there is a drastie change in
weight for whatever reason to inform
Supervisor |

S0 it can be rechecked, R.N will monitor
this issue for all the individua) in the
facility on monthly basis to avoid firture
discrepancies/issue.

Attachment # E| —E9

!
:
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W 331 | Continued From page 11 W331|  Client # 1 tecth were extracted at , 04-30-09 |
: <~ Howard University Hospital under |
. @ On May 12, 2009, at 7:25 AM, Client #2 was general anesthesia on  04/30/09. | |
| observec eating pureed eggs, muffins, cereal and However there was a delay in obtaining ’
,orange juice mixed with thick it, the appointment due to preauthorization
by M.A.A. then scheduling appointment
Interview with the Direct Care Aid at at H.UH and alo obtaining the consent
| BPproximately 7:50 AM revealed that Client #2 from legal guardian. QMRP and aursing | |
receives .1 double portion diet. Staff will ensure that they are dental | |
recommendation is completed in a|
Review o' the physician orders dated July 1, 2008 timely manner. ‘
| through hlay 1, 2009 at 4:05 PM revealed that
Client #2 weight was prescribed monthly. Review !
of the nutitionist quarterly report dated January
| 13, 2008 .and April 9, 2009 cenfirmed that Client _
|.#2 is below his ideal body weight, |
| Review of the vital signs flow sheet revealed the
following sveights: [ :
24~ | Client #2 is in wheslchair and weight is }
| February 17, 2000 98 ibs taken by a scalc where one roles the ;
March 3, 009 98 |bs Wwheel chair along with client on the wic,
April 16, 2009 97 Ibe It appears that the medication nurse did
not check the scale adjustment while
Review of the Medication Administration Sheet taking weight and recorded the weight
revealed t1a following weights: on MAR without paying proper
attention.
' February 5, 2000 97 1/4 ibs An in service was given to nurses

FORM CMS-2567(02-99) Previc us Versions Obsolate

Event [D: YMJ144

Facllty 1: 08G172
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W 331/ Continuag From page 12 f W 331 ’
29, 200¢) that Client #1's weight gain be i

explaine and that a pian be devised 1o promote

 Weight icss. A nutrition pragress note dated

" October 2, 2008 indicated the client weighed 184 l
pounds,

|
‘ Interview with the QMRP on May 15, 2008 at
approximately 1:30 PM reveaied the weights were

recommendation and the client had lost some

weight Reicord review qn May 14, 2009 reveaied
i that the 2008 weight chart maintained by the

nurse could not be located in the client's record.

The weigt t for Aprit 2008 was 188 pounds. At the
- time of the: survey, there was no evidence the

—r

documenting Cliant #1's .
W 340 | 483.480(c (5)(1) NURSING SERVICES W 340! !

Nursing services must include implementing with
other members of the interdisciplinary team,
| Bppropriaky protective and Preventive health

training clients and staff as needed in appropriate
heatth and hygiene methods,

———— e

3
&
)
—'
z
>
2
o)
&
g
3
o
.
g

ansure that one of three clients in the sample
received training in self Mmedication as

' recommenced by the intordiscipﬁnary team,
(Ciient #3)

1

' The finding ncludes:

f
!
|
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W 340 Continued From page 13 - i Wa40 Client # 3% Sei o

! The fac ity's nursing services failed to ensure that plateaned ar:! vevas l\:Imefilcl:\t;:x'“:t:.d . | oo |

| Client #:s self medication objective was informal objective which did not require

Il Implemented. data collection, This was an oversight .

M , i
On May 13, 2008 at 5:10 PM, Client #3 was gh&pmm trained by Program !
ved' seated in the dining room conversing Manager on properly matching and ' [
with staft, At 5:18 PM, staff brought him to the identifying  formal and  informal '
kitchen it| his wheelchair, where he was objectives in I.P.p '
administered Senna 8.8 mg, 2 tabs and Pro anger will monitor LPp |
Simvastatin 20 mg by the medication nurse, _ boof::qu:im,g]y ba:;ls. montor LRP

- Before aciministe ing the medication, the nurse ’
informed the cliant that it was time to take his See Attachment (D) '
medicaticn, then showed him his medication,

The client replied "ok After the nurse placed the !
pills into the clients mouth, the cliant drank i
Spproximiately 8 ounces of weter through a straw, |

| 88 the nuise held the cup for him, ‘

' Interview with medication nurse on May 13, 2009 i

| at 5:52 PN reveaied that the client's disability |

| (inability t) use his hands), prevented him from
actively pe rticipating in a self medication training '
program. Interview with the Qualified Menz| I

! Retardation Professional (QMRP) on May 15,

12009 at 12:57 PM indicated that an self :
medicatior training objective had been :
recommencded, but not implemented due to the :
aforementioned reason.

I
On May 13, 2009 at 5:52 PM, verification of the !
April 2009 medication administration record !
(MAR) and self medication training revealed no !

: data collecian. On May 18, 2009 at 1:00 PM, ’

' revaaled an Individual Program Pilan (IPP) r

! objective fcr self medication training wherein |
Client #3 wuld (1)identify his medications, (2) l

| state the piirpose of the medication, and (3) take

i the medicaiion with water,

¥

- | | [
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'. — PRINTED: 05/28/204
e BSRARTMENT MW
_CENTERS FORMED! BlcAl o Ftﬁg APPROVE
‘SL;?)TEMENT OF DEF CIENCIES

3E
1) PROVIDE '
PLAN OF CORRECTION ah |mnmcﬁgm{fuz%w PG WILTIPLE consTRuCTION mg&:ﬁfsur?r’:a
. A, BULDING
B, WiNG
_ 996172 . 05/14/2009
NAME OF PROVIDER GR SupPLIER STREET ADDRESS, CITY, STATE, 1P CODE
D C HEALTH CAjzE 003 14TH STREET, sg
WASHINGTON, DC 20019
X4} iD SUMMARY STATEMENT OF DEFICIENCIES (4] PROVIDER'S PLAN OF CORRECTION ] %
PREFIX (%A H DEFICIENGY MUST BE PRECEDED BY FULL
TG | REGILATORY OR LC IDENTIING R Ui, TG SROSS RESERENC s TN SOULDBE e
i | DEFICIENCY) !
W 340) Continued From page 14 ' ,’ W 34p .I
| At the time of the survey, there was no evidence
that Client #3 was afforded the opportunityto |
Participzite in his self-medication training objective | '
| @s recornmended, |
W 356 483 480 gX2) COMPREHENSIVE DENTAL . Wase
| TREATMENT | |
|
The facility must ensurg comprehensive denta , f
treatmert services that include dental care Client # 1 teeth were extracted at 04-30-09 |
i Needed for rellef of pain and infections, Howard University Hospital under '
: restoration of teeth, ang maintenanca of dental general  anesthesia on  04/30/09.
health, However there was a delay in obtaining |
| | the appointment due to preauthorization |
i . by M.A A, then scheduling appointment ¢
This STANDARD g not met as evidenced by: | &t HL.U.H and also obtaining the consent |
Based on observatian, Interview and record ' from legnl guardian. QMRP and nursing
| Feview, the facility falled to ensure the provigion of l Staff will ensurc that they are demtal |
 timely corprehensive treatment services for the recommendation is completed =n a
i Maintenance of denty] heatth, for one of three timely manner. [
| clients in (he sample. (Client #1) i
i {
'fThe findin j includes: | !
i’ The facility failed to ensure that recommended ! . :
' dental trestment sarvices were Completed timely | '
for Client 71, | '
| On May 12, 2008 &t 7:30 AM, Client #1 sppeared ,
to be eden ulous as he sat at the table eating his
breakfast. Interview with staff at that time
revesled tha ciient recently had afl of his
remaining feeth extracted,
1 Interview w th the Qualified Mentaf Retardation ,
| Professionzi and the Director of Nursing (DON)
| on May 15, 2009 at approximately 12:15 PM
revealed thit issues Conceming the medical
- €onsent antl clinic scheduling had prevented the
i client from having the tooth extractions, !
aﬂ CMS-2507(02-99) Previous Versions Obsoiete Evant [D: M 11 Fm;illfy I: 0eG172 i continuation sheet Page 150f21
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BEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 06/28/200
MED! MEDICAID

FORM APPROVET
c RS FOR: SERVICES . OMB NO. 0938-0391
STATEMENT OF DEFIJENCIES 1} PROVID) IR LIA MULTI

AND PLAN OF CORRESTION o IDEN'I'IF&’%ON NU%%R: rz.)u':;:l:u CONSTRUCTION ngg&g&%

B. W1
— 09G172 ne 05/14/2009
NAME OF PROVIDER 1R SUPPUER STREET ADDREBS, CiTY, STATE, zip CODE
. 903 14TH STREET, S§
D C HEALTH CARE . )
WASHINGTON, DC 20079
FROVIDER'S PLAN OF CORRECTIDN
(EACH CORRECTIVE ACTION SHOULD B OOI:?'E!TION

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

IMMARY STATEMENT
PREFIX (EACH DEFICENCY MUST BE PRECEDED BY FuLL, PREF(

(%4} 1D Ol OF DEFICIENCIES [
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG

W 356I Continund From Page 15 ' W 356 ;

|

i Record review on May 14, 2009 at 1:37 PM

| revealed physician's order dated April 30, 2009
for extrac:tion of teeth #5, #20, #@1. #22, #26 and

teeth to be: loose and none functioning. The PCP ’
féquested that precperative tgb tests be i
scheduled for the removai of the client's teeth i
while under genera) anesthesia, Although the ‘
extractions, had been compiated at the time of
the survey, the was No avidence timely measures
had been i nplement to ensure the client received
| the recomr1ended tooth extractions. ;
W 436 483.470(9) 2) SPACE AND EQUIPMENT W 436 l
| The faciiity must furnish, maintain in good repair, . |
and teach clients to use and to make informed |
choices abuut the use of dentures, eyegiasses, | :
hearing anc other Communications aids, braces, i
and other d :vices identified by the
interdiscipfi 1ary team as needed by the client.

|’ This STANLCARD s not met as evidenced by

i Based on ot servation, staff interview and record
i review, the facility fajled to furnish adaptive

| equipment, {2r three of the three glients inciuded
il in the sampls. (Clients #1 , #2, #3)

t ]

The finding inciudes: ‘ Il

;M CMS3-2507(02-00) Previous. Versions Obxolete Rvent ID: YA 14 Facliity 10: 00G172 if continuation sheat Page 16 of 21




a1 ;QEHEALIH.AMEM — APP
RS FOR . . BN o m
STATEMENT OF DgrF ] 1
e LTI TR o S e
. 08G172 B.wWiNG___ 05/14/2009
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, GITY, $TATE, 21p CODE
803 14TH STREET, 8
© CHEALTH Gaize WASHINGTON, DC 20019
© SUMMARY STATER NT OF DEFICIENG] OVIDER.
PRI | (oa R STATENENT OF D R | p S T, conbilnon
TAG ! REGJLATORY OR Lac IDENTIFYING INFORMATION) | TAg CROSS-REFERENCED 70 THE APPROPRIATE DATE
: I , DEFICIENCY) 1
! } f
W 438 Continued From page 16 W 438 [
{1.0n May 12, 2009, at 7:25 AM, Ciient #2 wasg 1- , Client # 2 Adaptive equipment (built-up - | 5-16-00 '
Observed eating his breakfast, snack and dinner spoon and fork) was replaced on 5-16- . ]
With buil: up handled §poon, which had a torn ang 09 i
rusty handle. g‘
- House Manager will check these | |
Intarview: with the House Manager on May 14, equipments on a daily basis to maintain | ?
| 2009, at 3pproximately 2:30 PM revealed that the equipment in good and functioning !
i Client #2 had two built up handle spoons. The condition. Also Q.M.R.P will check aJ] |
house manager indicated that she was ynaware adaptive equipments on monthly basis
that the randie on both built up spoons were tom to ensure that they are in good %
| and rusty functioning condition. ! R
| There was no evidence that the facility 9 Client # 2 wheelchair arm rest and tireg | | 51609 |
| maintained Client #2's built up handie spoon in - were repaired on 5-16-09. I [
good repeir, iy ]
- House Msnager will check these i |
2. On May 13, 2009 at 8:52 AM, the armrests on equipments on a daily basis o maintain |
! Client #2's wheel chair were observed to be very the equipment in good and functioning |
| worn, with the fabric visible through the vinyl condition. Also QM.R.P will check g} |
| covering, |1 muitiple areas. At 8:54 AM on the adaptive equipments on monthly basis ' |
' same day, the tire on the right wheel was 10 ensure that they are i good | |
| observed t3 have smaj chips of rubber missing ﬁmcﬁuning conudition ;
- from the the on the right rear wheel, Interview |
| with the R[) on May 15, 2009 at 3:30 PV revealed 3~ Client # | wheelchair tires were repaired || | 5-16-09
the wear wag prebably due to the client usually on 5-16-09 :
resting his arms on them. The RD indicated that
the cause of the damage to the tire would need to Houge will check these
be investigited. At the time of the survey, there ! equipments on a daily basis to maintain
| WaS No eviclence Client #2's wheelchair had been the equipment in good and fumctioning
| maintained in good repair. condition, Also Q.M.R.P will check all |
o adaptive equipments on monthly basis | |
/3. On May 13, 2009 at 9.0 AM, Cllent #1's fncesurs that they are in good ||
; Wheeichair as observed to have chips of rubber functioning condition ]
| missing fror 1 the tire on the right fear wheel, ]
! Interview with the RD on March 15, 2009 at |
i approximately 3:30 PM révealed that the cause of |
| the damage to the tire Would need to be |
;nicmrzsmma) Previous Versions Obsolete Evert |D; YMJ111 Facity ID: 0eG172 It eontinuation shaet Fage 17 of 21
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STATEMENT OF DericiENe) 1 )M " N
AND PLAN OF GORmrarNC! e ureLERCUA oL CONSTRUCTION O e SurRvEY
_ 09G172 & Wing 05/14/2009
NAME OF PROVIDEF: OR SUPPLIER STREET ADDRESS, CITY, $TATE, 210 CODE
903 4TH STREET, g
D CHEALTH CARE ’
BAL WASHINGTON, bC 20019
X&) iD | SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION |y
PREFIX (EACH DEFICIENGY mysT ga PRECEDED BY Fup| R CH CORRECT TION SHOULD B -
| R / T | o | i
, DEFICIENGY) |
| :
W 438 Continied From page 17 w 436’ '
| investig ated. i
’ At the time of the Survey, there was na evidence
Client #1's whaeelchair had been maintained in
good re iair.
W 472 483.480(b)(2)(1) MEAL SERVICES W 472
’,i Food must be served in appropriate quantity, ! ;
|
| This STANDARD s not met as evidenced by: ’ !
i Based or observation, interview and ref%ord i ! ! |
: review, the facility failed 1o ensure that food : [ !
f portions \vere Served in accordance with :;aﬁ‘l_‘nwa;:ebg:? on the diet of Chf'm ! 6109
Prescribed diets for one of thrae ciients i the emphasis o o 6109 ity ,
sample, (:“ﬂnts #2) food l'ntak:n teocturq portion gjza and
; . The QMRP apg House Manager wiy }
| The finding includes: :‘:;g?;mg" Preparation and serving on |
j Obsarvation on May 13, 2009, at 6:05 piy i ective 5.18-09, '
' revealed t1at Client #2 received pureed turkey, | Also Natritionist wiy Monitor the above . .'
cabbage, 1d masheq Swest potatoas, The direct '
- care staff was observed using a 3/4 cup to
| Meéasure the Cabbage and the Sweet potatoas, ,’
| Interview with the direct care aid at approximate | See Attachment (53 & ©) ! |
1 6:10 PM Inicated thet Client# 2 is on a double .
portion diel, therefore he receives ong cup of
cabbage and one cup of sweet potatoes
] Review of t1a Physician order dated May 1, 2009 ‘
| on May 12, 2009 ot 4:05 PM reveaied that Client [
{#2isona double portion (4000 Calories) low :
i cholesterol, high fiber pureed diet. Review of the |
 UrSe’s progiress notes gateq May 11, 2009 at ‘ ’
, Bpproximated 4:30 PM revealed that Client#2 | ! |
' remains belw his Idsal po y weight, .' ¥
i i
On May 13, 2009, at approximately 6:45 PM the ; { '
RM CMS-256712.99) Prévious Versions Obscreme Evant 1D M1 1 Fachty ID:09G172 f continuation shaet Page 18 o 27




1] PRINTED: 08/28720
VEFARI MEN M FORM APFROVE
’mmw MED) s OMB NO
¢

STATEMENT OF PEf IiENCIES 1) PROVI L
AND PLAN OF CORRICTION al tmmﬁ'agg:wﬁ: O MULTIPLE CONSTRUUHON
A. BUILDING —
09a172 B.wNG___ 05/14/2009
NAME OF PROVIDER OR SUPPLIZR STRERT ADDRESS, i1y, STATE, 2IP CODE
903 14TH STREET, 8¢
D CHEALTH ’
HEA CATE_ WASHINGTON, 0C 20015
O | T SommaRy STATEMENT OF DEFICIENCIES D TROMIDER'S PLAN OF CORREGTION T ey
PREFIX EACH DEFICIENCY MUST Bg PRECEDED gy FuL, CORREC HOULD B COMPLET)G)
M| A e " | CRUSRETII SO | oo
| : | DERCIENCY)
W 472/ Continied From page 18 | wazzl !
House tanager acknhowledged that the Direct
Care Al failad to use the comrect Measuring cup. I
W 474 | 483.48¢ (B)2)(ii) MEAL SERVICES W 474 i
Food must be served in a form consistent with the !
developiriental leve of the cliant 1 ' StafF wag retrained on s.15.09 by the l
, . aegb !?I?ﬂll’ On dict texture prescriped bythe | 3:15-09
| This STANDARD ig nof met as evidenced by: ,s’:"’g“M"‘;{ g"‘.':fd“b} Lo [
| Based on observation, statf interviews and recorg " coatinue to tragy oedenist _will
, , s and monitor safy for
review, the facilty failed to Provide the prescribeq above on m onthly basis ang d ,
texture d et for two of thrae chients | the sample. Y % needed.
| The findirgs include: by ::t}";;r:o,; E;';':: SL;R:H seat to
: , ' A copy of the same Ofder was submitte
1. The facility failed to ensure thiat Client #1
* consisterriy receved his diet in the texgs ;‘;;";,m’ﬁ"; ot s - Bocaus use.
préscribec! by.the primary care physician. Order form, Every fret o rkinl; ’;‘; 2':_ .
. ] the month Dy sends the POF 19 o
I . X , a,
! gbsgpvrda;: 2 zg%ar:tss?zismih:kgsmﬂnms the day Programs for the individuals, oy
: o In-Service wag go € with staff to follow |
| consisted of a muffin, scrambled eqgs, and Physica o?::r o Prigls ﬂm?c’ ;Li‘”
=l —~C| g .
Cereal. any specialty and Texture of food, |
During the entrance confererce at 10:30 AM, The |
Qualified v entgy Retardation Professionaf P wi itor thi
(QMRP) re eal that Ciient #1 is on & puras diet baal 7 "1l monitor this on & moniaty
due to multpla teeth extractions.
D, Intarview with Client #1's day program SeeAttschment# a4 g 5 I
 instructor aiy May 12, 2009 at 1 ‘45 PM revealed l
,’ the client hed recently returned to his day |
. program aftsr having Multiple teeth extractaq, '
Further inteiview with the Instructor revealed that |
 the client weg prescribed and received & cho ;
 diet. Interview with the day program niurse at
@pproximately 2:15 pM revealed the client was |
prescribed a chopped diet, f ]
HOMSQSB?{OZ-W) Previous Versions Obeclete Event [D: YMJ111 Faclihy 1D: 08172 if continuation shoet Page 19 of 24
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sTg'rEMENT OF DEi‘iIciENg '

NTERS
AND PLAN OF CORF ECTION

) MULTIPLE oN E U
IDENTIFICATION NuMBER, fzmmm e mismucn , ‘mggn:n%r?
_— 096172 iy L os143000
NAME OF PROVIDE}! o SUPPLIER STREET ADDRESS, CiTy STATE, zip copg o
D C HEALTH caRg 992 14TH STREET, o
o WASHINGTON, DC 2001p
T rr= STATEMENT OF DEFIGIENCIES PROVI ]
FP:!)FIX \ (4 CH DEFICIENCY MysT pe PRECEDED By Fiyy. Pn?ﬁx ! (EACH c%?c?ﬂ"&%‘ﬁgﬂg“s " CoMAETON
TAG | REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG cnossas:-‘megac%m THE APPROPRIATE | ATE
] —— ENCY) |
W 474 Continued From Page 19 W 474 !
Record review at the group home on May 13,
2009 at 4:37 PM, revealed g gjet change on May
| 1. 2009 which stateq "continue with Puraeq Diet |
! {8ame alet) for fwo fmenths (until June 30, 2009) i
| due to Multiple tcath extractions.” At the fime of '
| the Survsy there Was no evidence Cliant #1 was !
| receiving a pureed te re diet ag prescribed.
i - |
2. The fucility falled to énsure that Client s |
consisteritly received their diet in the texture |
prescribed by the primary cara physician. I
On May 13, 20090 at 6:05 PM, Client owas
| observed eating dinner, which consisted of
’ pureed tu kay, cabbage and masheq sweet !
Potatoes, _ !
| Interview \vith the Diract Care Aid gt ‘ ! !
| approximetely 6:15 ppg confirm that Client #2's
i sweet potstoag was mashed instead of pursed, I
| Review of :ha Physician order dated May 1. 2009 Z. | Stff was retrained o the diet of Cljeqt 6-1-09 .
on'May 12, 2009 at 4:06 PM revealed that Client #2 in the facility op 6109 with B
#2 i3 on a ¢ouble portion (4000 calories) low emphagis op texture, portion size and
cholestaroi, high fiber pureed diet. . food intake,
| The QMRP and House Manager will [
! At the time >f the Survey, there was no evidence monitor meq| Preparation serving on
i Client #2 renjvaq the pureed texture diet ae a daily bagis effective 5-14.09,
! prescribed. [ - Also Nutritionis¢ will monitor the above '
' 3. The tacility failed to identify the consistency of , I See Attachment B2 &C f
thickened lic ulds to be Provided for Ciient . ! :
‘ i
On May 12, :2009, at 7.25 AM, Client #2 was | l i
observad eaing pureed ©99s, muffins, ceregl and
orange Juice mixed with Thick-it. !
l .
; Interview with) the House Manager at }
;M CMs-zr;enoz-eaj Pravious. /arzione Ghsoleie Event ID: My114 Faoitty u); soG 72 If continuation Sheet Paga 20 of 24
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PRINTED: 052872000

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CE RS FOR M =D} RE & MEDICAID s VICES OMB NO. 938-0391
STATEMENT OF DEFICIEN CiEs (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
D PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A BUILDING
096172 8 Wike 05/14/2009
NAME OF PROVIDER OR GUPPLIER STREET ADDRESS, Crry, 8TATE, 2P CODE
802 14TH STREET, 8&
D G HEALTH cARE WASHINGTON, DC 20015
o4 p | SUVMARY STATEMENT OF DEFICIENGIES o ] FROVIDER'S PLAN OF CORRECTION I )
PRERIX ' (EACH DSMICIENCY MUST BX PRECEDED 8Y FULL | PREFIX ] {EACH CORRECTIVE ACTION SHOULD gg _ COMPLETION
TAS |  REGULAIORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENGED TO THE APPROFRIATE DATE
j f j DEFICIENCY) j
W 474 | continued I¥rom page 20 f w 4?4’ Client # 2 wag reassessed by the § !

’ approximatly 8:30 AM revealed that Client #2 3 Pathologist on 05-15-09 a:yd c:lianitwa:c;1 \ . 09'
received all liquics thickened to a honey eating  protoco] wag modified and l'
cansistency, approved by the client Primary care ; i

; Physician on 06-01-09, QMRPF /Hoyse |

, Review of tr @ annyal nutritional assassment ’ | Manager wif] continue to monjtar Client:

, dated Octoter 8, 2008 at 2:05 PM, revesieq it I #2 closely for any changes. Also Day = |

| stated, "follow Modified eating procedures ag per Program was contacted ang updated © '

| Speech, lan¢ uage consult with thin liquid and with above, POF and Bating Protoco) ;

Thick-It to lic uid™. At 2.30 PM, the most recent Wes sent to the Day Program, '
eating protoc.ol, (dateq June 18, 2007) developed House Manager QMRP wil] monitor i
by the speech professional, was reviewed. The Client #2 on daily basis for any changes |
eating protocal stated, "aj| liquids must be or issues, '
thickened", F eview of the Physician's orders . Staff was informed about the change in . !
dated July 1, 2008 through May 1, 2009, at 4:05 Client #2's eating protocol ty agd thick

M revealed “with thin liquid, add Thick it to, it which does not need to be nseq By

I fiquidl." Further recorg review, however revealed More starting 6/1/09,

| 110 written ins ructions by the Speech professiongl, { Also ap eating protogo; in-service wag ' 5-15-09

 to verify the s>ecific consistency of liquids that done by Speech Pathologist on 5/ 59, 0

' Was required Oy Client #2 to ensure hig safe { oo

i swallowing of liquids, ! See Attachment F & g '

| —
. At the time of the survey, there was no evidence :
| that the facility had ensureq that the consistency
| of liquids (hon 2y) being provided to Clignt #2 was
the most appn)priate for his developments/ leve|. .

e — —_— - —_—
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FORM APPROVED'

—Health Regulation Administration
NT FICI .
Balaatiee s st T [T — o S
A BUILDING
HFD03-0197 B WING 05/14/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
903 14TH STREBT, SE
D C HEALTH GARE WASHINGTON, D& 20019 -
0M) 1D | SUNMARY STATEMENT OF DEFICIENCIES i PROVIBER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENGY) :
1 000/ INITIAL COMMENTS 1 000
. Alicensurs survey was conducted from May 12,
2009 through May 14, 2009. Three rasidents
: wera randomly selected for the sample from a
residentiai population of six males with varying
| degrees of mental retardation. |
The findins of the survey were based on l
| observations, interviews with staff in the home
| and at twa day programs, as well as a review of -
| resident aitd administrative records, including ’
| incident reports.
| |
1 0471 3602.5 MEAL SERVICE / DINING AREAS 1047 1- The day program has been provided | | -2-09
. with meal time adaptive equipment | !
Each GHNRP shall be responsible for ensuring (Plste  Guard, High Tray, Built-Up !
| that meais which are served away from the Spoon and Fork, thick it and Dycem mat
| GHMRP, sra suited to the dietary needs of ) since January 2009 for Client#2 .
| residents s indicated in the Individual The QMRP retrained the Day Program
{ Habilitatior Pian. Staff on feeding protocols for Client # 2,
_ 2 on 6/2/09 '
] QMRF will make weekly visit for the
' This Statutz is not met as evidenced by: | first month to the day program effective
- Based on obsarvation, interviews, and record - 6/4/09 then monthly visits % the day _
review, the GHMRP failed to ensure that meals at program  to  monitdr | program |
the day prcgram were suited to dietary needs of implementation. |
- two of thre:: residents in the sample. (Residents ' Visits to the day program cffective
i #1 and #2) 6/409  to  monitor  program
implementation.
The findings include: !
i 1. The GHMRP failed to ensure that Resident #2 See Attachment (A ) |
j consistently received thickened liquids at his day f
| program as avidenced balow:
{
On May 12 2009 at 7:25 AM, Resident #2 was
. observed ir “his group home eating pureed eggs,
- muffins anx! cereal with hand over hand
assistance. The resident was able to drink his i
honey consistency orange juice without i |
18alty Reguiatan Admiistr iion _6 .
1A~ TMe - {X8) DATE
ABORATORY DIRECTOR'S CR pﬂwmm REPRESENTATIVE'S SIGNATURE j‘-lﬁ““-\ D—ww'l"o'f/ﬂ N e G(g)oq

3TATE FORM [ YMJ111 if continuation shaet { of 17
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o T etar e -__“ —
PRINTED: 05/28/2009
_ _ FORM APPROVED
Health Requlation A¢ ministration
STATEMENT OF DEFICIENC IES 1) PROVIDER/SUPPLIER/CLIA i {x3) DATE SURVEY
AND PLAN OF CORREGTION bl NUMBER, 02} MULTIPLE CONSTRUCTION ) COMPLETED
A. BUILDING
B. WING
HFD03-0197 05/14/2009 -
NAME OF PROVIDER OR S1 FPLIER STREET ADDRESS, CITY, STATE, 2IP GODE
903 14TH STREET, SE
D C HEALTH CARE WASHINGTON, DG 20019
oo | SUMN ARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 0x6)
PREFIX (EACH DE =ICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8§ COMPLETE
TAG REGULATCIRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
1047 Continusd From page 1 | 047

! assistance. 13esident #2's adaptive equipment
consisted of a plate guard, high tray, and a bullt
up spoon and fork,

Observation: at Resident #2's day program at
12:40 PM, revealed Resident #2 sitting in a
classroom wearing & bib. According to staff
interview at * 2:42 PM, Resident #2 had Just
finished eating pureed meat bails, rice, mix
vegetables and grape juice mixed with water.
i Staff was quastioned further if the resident had
| utilized adap jve equipment and had Thick-It in
i his liquids, a3 observed sarfier in the group
home. The s:aff stated "no", indicating that
Resident#2 was transfermed to his classroom
| because his ‘eacher went on a rip. He also
revealed tha! he was only toid to serve Resident
#2 a pureed unch,

Review of th: day pragram meal time protocol
dated March 1, 2009 at 12:46 PM revealed it

| Stated the resiident should be provided with a

. Pycem mat, :;coop dish, bulit up Spoon, was

| independant with feeding, after set up and was

- able to drink iquida with verbal prompts. Further
. feview revealed a caution note which stated that
. “the resident is at risk for aspiration and choking
due to reducid oral motor skilis and reduced
chewing skills.” Thick~lt was to be used.

Interview witt the Qualified Mental Retardation
Professional \QMRP) on May 14, 2009, at

- approximatets 2:40 PM indicated that the day
program was aware of Resident #2's meaitime
protocol.

- There was nc: evidence that evidence that the
; GHMRP had implemented affective measures o
i ensure that Resident #2's mesitime protocol was

| implementad consistently st his day program.
alih uia A strathn
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10471 Continued From page 2 047  Staff was retrained on 5.15.09 by the  5-15.09
2- QMR.P' on diet texnure preseribed by the
2. The GHMRP failed to ensure that Resident #1 Physician for Client 1. :
| received p iresd food at his day program as Alfo QMRP and Nutritionist wi |
| prescribed continue to train and monitor staff for
: ' above on monthly basis and as needed.
During the entrance conference at 10:30 AM, The [
Qualified Mental Retardation Professional On 05-01-09 The Physician Order for
(QMRP) reveal that Resident #1 was on a puree diet change for Client # | was sent to
+ diet due to recent multiple teeth extractions. the day program by the QMREP.
' A capy of the same order was submitted
Interview with Resident #1's day program 1 the day program on 5/16/09. Becayse
- Instructor an May 12, 2000 at 1:45 PM revealed day program has lost the first physician
* the resident had recently retumed to his day order form. Bvery first working day of
- program afer having multipie teeth extracted. the month DCHC sends the POF to all
| Further interview with the instructor revealed that the day programs for the individuals, An
the residen: was prescribed and received a In-Service was done with staff 1o foljgw .
chopped dint. Intarview with the day program Physician order for diet ~caloric intake ' ,
nurse at aporoximately 2:15 PM confirned the any specialty and Texture of food, |
resident was prescribed a chopped diet. - '
Record revisw at the group home on May 13, QMRP will monitor this on & monthly ~ _
| 2009 at 4:37 PM, revealed a diet change on May basis l
''1, 2009 whizh stated "continue with Puread Diet i
 (same diet) for two months (until June 30, 2008) See Attachment# A A g2
; due to multiole teeth extractions.” At the time of . ,
- the survey t1ere was no evidence the GHMRP '
i implemente] effective measures o ensure that l
Resident #1's prescribed pureed diet was
consistently provided in all settings. |
1O ] 3502.14 MEAL SERVICE / DINING AREAS 1056 !
i Each GHMFP shail train staff in the storage, |
' preparation and serving of food, the cleaning and
care of equipyment, and food preparation in order
 fo maintain sanitary conditions at sl times, .
: ’ I
1 This Statute is not met as evidencad by: :
staff Interview and record !

| Based on ot servation,
9ith Ragulation ASminrstra jof
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l 056! Continued |*rom page 3

 review, the GHMRP failed to implement
- measures ) ensure that adaptive sating

- equipment was maintained in good repair for one

of three res clents in the sampie, (Resident #2)
The finding ‘nclides:

1. On May 12, 2009, at 7:25 AM, Resident #2
wag observed eating his breakfast, snack and
dinner with built up handled spoon, which had a
! torn and rus y handle.

! Interview with the House Manager on May 14,
2000, at approximataly 2:30 FM revealed that

' Resident #2 had two buijlt up handle spocons. The
house manajer indicated that she Was unaware
that the hancile on both buitt up spoons were torn

1 and rusly.

| There was nn evidence that the GHMRP

| maintained F.esident #2's built up handie spoon in

! good repair.
1222) 3510.3 STAFF TRAINING

| There shall ba cantinuous, ongoing in-service
training progrems scheduled for all personnel.

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the G IMRP failed to ensure continuous
training on fond preparation and meal service for
the accurate impiementation of prescribed
modified diets for two of three residents in the

! sample. (Resiclents #1 and #2)

The findings include;

for the accurale implementation of Rasident #2's

1. The GHMRP failed to ensure ongoing training

1056

1222

’Eiem #2 Adaptive equipment (built-up|
;;;oon and fork) was replaced on 5-14-

5-16-0%

House Manager wijj check these
equipments on a daily basis to maintain
the equipment in good and functioning
condition. Also Q.M.R.P will check all
adaptive equipments on monthly basis

ensure that they are in good
functioning condition.

iih Reguiation AGminisirate n
\TE FORM
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1222; Continued From page 4 lzzzl_ Staff was retrained on the diet of : §1.09
| diatary meal plan as evidenced below: Client in the facility on 6-1-09 with | '
‘ emphasis on texture, portion size and !
Observaticn on May 13, 2009, at 6:05 PM food intake,
revealed tt at Resident #2 received pureed The QMRP and House Manager will
turkey, cat bage, and mashed sweet potatoes. _ mmonitor meal preparation and serving on
The direct 2are staff was observed using a 3/4 a daily basis effective 5-18-09.
+ CUp t0 mes sure the cabbage and the sweet
| potatoes. See Attachment (B & C)
. Interview with the direct care aid at approximately
| 6:10 PM in dicated that Resident # 2 is on a

! double porion dist, therefare he recaives one cup : |

- of cabbage and one cup of sweet potatoes. ,

| Further inteirview with the Dirsct Care Aid at
approximaiely 8:15 PM confirmed that Resident
#2's sweet potatoes was mashed instead of
pureed,

! Review of the physician order dated May 1, 2009

- on May 12, 2009 at 4:05 PM revealed that

: Resident #! is on a double portion (4000 calories)
: low cholestarol, high fiber pureed diet. Review of

: the nurse's progress notes dated May 11, 2009 at
approximatad 4:30 PM revealed that Resident #2

remains be ow his ideal body weight.

On May 13, 2009, at approximately 8:45 PM the
House Manager acknowledged that the Direct |
Care Aid fa led fo use the comect measuring cup.

There was 10 evidence that staff had received |
ongoing tra ning to ensure that Resident #2's diet
was implerriented as prescribed.

2. The GHAIRP failed to ensure that staff

received timaly training on changes in Resident !

#1's prescribed diet after multiple tooth '
extractions as evidenced below:

a. On May 12, 2009 at 7:25 AM, Resident #1
was observd eating a bite size breakfast which

TATE FORM -n YMJ111 H continuation sheet 5of 17
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1222 Continue From page 5

consisted of a muffin, scrambled eggs, and
ceres!,

During the: entrance confarsnce at 10:30 AM, The
! Quallfied | Aental Retardation Professional
(QMRP) naveal that Resident #1 was on g puree
diet due tc Multiple teath extractions.

| b. Interviesy with Resfdent #1's day program
instructor un May 12, 2009 at 1:45 PM revealed
the resident had recently returned to his day
program a ter having multiple teeth extracted.
Further inturview with the instructor revealed that
the resider t was prescribed and received a
chopped diet. Interview with the day program

| nurse at agproximately 2:15 PM revealed the

| resident wes prescribed a chopped diet,

+ 2009 at 4:37 PM, revealed g diet change on May
1, 2009 whith stated "continue with Pureed Diet

' (same diet) for two months (until June 30, 2009)

| due to multiple teeth extractions.” At the time of

| the survey there was no evidence, there was no

| evidence that staff hag received ongaing training
to ensure that Resident #2's djet was .
implemented as prescribed.

1 401 35203 PRCFESSION SERVICES: GENERAL
- PROVISIONS

Professiona services shall include both diagnosis
| and evaluati>n, including identification of
| developmental levels and needs, treatment
| Services, an services designed to prevant
i deterioratiop or further loss of function by the
. resident,

| This Statute s not met as evidenced by:

1222 .
1 2 b Client # 2 Adaptive equipment (built-up

a};oon and fork) was replaced on 5-16-
0

diet change for Client # 1 was gent t0
the day program by the QMRP.
A copy of the same order wag submitted
to the day program on 571 6/09,

1 401

| Based on ob servation, interview and recorg

On 05-01-09 The Physician Order for l

| 5-16-09

|
]

f

l
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review, the GHMRP failed to ensure professiona / +°1 “Daily Food Tntake chart for Clicnt # 1 | |6-1-09
services v/ere provided in accordence with the intake for all meals for two weeks, The | | ‘
assessed needs of two of the three residents in tutritionist will use the data to calculate | ' 1
the sampl 2. (Residents #1, #2, and #3) daily Calorie intake, Based on Client # 1 |
‘ average dally calorie intake, calories |
. The'findinjs include: will be subtracted or reduced to promote |
weight loss, . i
A. The G MRP falled to ensure a comprehensive The nutritionist will continue 1o
~assessme 1t of the caloric requirement for calculate average daily calorie intake for
| Residents #1 and #2 as avidenced below: two more weeks. Staff will continue to
| document Daily Food Intake Chart for
| 1. OnMay 12, 2009 at 8:30 AM, Resident #1 client # 1 meal intake for 2 more weeks
was absenred {o have consumed 100 percent of i.e June 19-July 4, 2009
his breakfast. On May 12, 2008 at 8:45 PM and
again at dinner on May 13, 2009, Resident #1 QMRP and House Manager will check
was obsened to eat 100 percent of his mea, Client # 1's food (Portion size) and
intzke documentation trains retrain and
Interview with group home staff on May 12, 2000 test staff about above, Also QMR.P
at 8:30 AM revealed that Resident #3 recaived an - will do the same at the day program on
1800 caloris diet and usually ate all of his food. his visit.
Interview with the day program instructor on May Also will work closely with medical
12, 2009 at 1:30 PM réveaied the resident staff and physical therapist for above
seemed to onjoy his food and usually ate all of his issue. I
meal. Interview with the Qualified Mental
Retaraation Professional revaaled that the nurse See Attachment C 3
weighed the residant and documented the
weights on the chart in the resident's record,
According tc. the QMRP, the nutritionist had
addressed a couyrt recommendation for an
assessment to determine & passible reason for f
;Resident #1 weight gain, ;
Record reviaw on May 14, 2009 at 3:1s PM |
| revealed a ciyurt recommendation (diated October
; 20, 2008) thett Resident #1's weight gain be !
explained and that a plan be devised to promote
weight loss. " Further record review revealed that
at the time of the hearing the resident was
already prescribed an 1800 calories a day, plus 8
l ounces cranterry juice twice a day. A nutrition
alth Regulation Administrat >
ATE FORM L YMJI111 if cordinuation sheat 7 of 17



L ery

PRI :
. FORM APPROVED
Health Regulation sdmi tion '
STATEMENT OF DEFICIEICIES 1) PROVIDER/SUPPLIER/CLIA DATE SURVEY
AND PLAN OF CORRECTION a IDENTIFICATION NI.IEPTSGER: (X2) MULTIPLE CONSTRUCTION N)COMPLEI'ED
A BULDING
HFD03-0107 B na 05/14/2009

NAME OF PROVIDER OR : 3UPPLIER

STREET ADDRESS, CITY, $TATE, ZIP CODE
903 14TH STREET, SE

| continued ¢ eat siowly and at 7:19 PM finishad
laqith Reg%ﬁ Administn ton

TATE FORM

. | Pounds, Wt ich reflected a gain of nine pounds

The review of Resident #1's Annual Nutritional
Assessmeit dated February 8, 2009 revealed the
| residents height was 5 feet, O inches and that he
weighed 1¢i9 pounds (Ideal Body Weight 141 to
179 pound3). The dietary/feeding section
documented that the resident was prescribed an

' 1800 keal, iow, high fiber, chopped dist with 1 cup
of eranberry julce twice/day. According to the
nutrition summary, the resident weighed 189

since Januiary 2008, The nutrition summary
documented that the resident usually consumed
85 to 100 percent of his dist. The review of the

l resident's racard, however revealed no food

! intake reco d were completed or available.

: Nutritional tecommendations included : (a)

| Resident should avoid further weight gain; (b)
Monitor weight monthly.

At the time of the survey, there was no evidence
that Resident #1's datly caloric needs to maintain
or decrease: his body weight had been
established

2. On May 12, 2009 at 7:25 AM, Resident #2
i was observad scated at the table dining room.
| He appeared thin and below his ideal body
weight. '

On May 12, 2009 at 6:35 PM, Resident #2 was
observed to receive pureed chicken, rice and
spinach anc' ice cream for dessert. At 6:38 PM
the resident was obsarved spilling food on his
clothing, as he attempted to feed himsel. Stuff
intervened und proceeded to feed the resident,
* using hand >ver hand assistance, The resident

D C HEALTH CARE WASHINGTON, DC 20019
o4 SUNWARY STATEMENT OF DEFICIENGIES o] PROVIDER'S PLAN OF CORRECTION T o
PREFIX (EACH LIEFICIENCY MUBT BE PRECEDED 8Y FULL ECTIVE ;
TAG  REGULATORY OR LSC IDENTIFYING NFORMATION) PG | CROSSREFERENGED 1 R AHOULDEBE i coMPLETE
j . DEFICIENCY) !
1401/ Continued From page 7 1401 _ )
progress note dated October 2, 2008 indicated ﬁ'( 2. EDﬂ:Fl“? OL"'I“’EL’ 20 f:t:’g“‘:nl:l#:f"
the residert weighed 184 pounds. LY 2 00 niaKe s 6-1-09 w
intake for all meals for two weeks. The -

nutritionist will use the data to calculate
daily Calorie intake, Based on Client # 2
average daily calorie intake, calories ,
will be added to promote weight gain. | |
The nutritionist will continue to |
caleulate average daily calorie intake for| |
two more week, after which the diet will
be adjusted to meet client # 2’s peeds. !
Q.M.R.P and Nutritionist will continue | |
to monitor Clieot # 2’s weight on 2.
monthly basis and notify medication
team as well if concern is not satisfied.

Sea Attachment B2

YMI111
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drinking hits thickened milk.

Interview with staff on May 12, 2000 at 7:23 PM,
. ' revealed Rasident #2 was proscribed a 4000
" | calorie diet to help him gain weight. Further
interview with staff revesied the resident usually
| ate about 80% of his diet, however it took him a
' long time t¢: eat his mea|

Record rev ew on May 12, 2009 at 2:05 PM,
revealed Resident #2's Annual Nutritional
Assessmer t was completed on October 8, 2008,
The assessment revealed that the resident was 5
feet tall and weighed 98 pounds (heatthy body
weight range: 110 - 120 pounds). The residents
f food intake was stated as 85 to 80 % of his
meals. The resident was prescribed double
portion (40C0 calorie), low cholesterol, high fiber,
! iron rich, punsed food diet.

The review >f the May 1, 2009 physician's orders

. revealad Resident #2 was prescribed a fow

| cholestercl, high fiber, with 4000 caloties with

i pureed iron rich food. May give Ensure once or

- twice a day, if resident does not eat his meal,

* Monitor bod ¢ weight two times a month. Further

f record revie v revealed Inconsistencies in the
resident's body weight. On May 5, 2009, the
resident's wizight documented on the medication

. @dministration record was 100 pounds. On
March 4, 201)8 and March 18, 2009 the rasident's

! weight was '"2 pounds and 74 pounds
respectively. The record failed o reflect that the
nutritionist was aware of the March weights.

The distary/teeding section of the Annual
: Nutritional A ssessment documented that the
 resident rectived a double portion (4000 kcal, low
* cholesterol, high fiber, iron rich, pureed food. The
nutrition surr mary documented that the resident i

l —
3ith Regulation Administraiion
'ATE FORM ) YMJT11
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usually cor sumed 85 to 95 percent of his diet
The raview of the resident’s record, however
revealed n; food intake records were completed

: or available to monitor the resident’s intake.

Nutritional ‘scommendstions inciuded: (a) 4000
keal, low chiolesterol, high fiber, iron rich, pureed
food (follow modified eating procedures as per
Speech, lar guage consult) with thin liquid and
thick- It to liquid; (b) monitor food intake
frequently; (c) attain and maintain weight within
10% of hesthy body weight range; (d) monitor
weight mor thly.

At the time of the survey, there was no evidence
that Resident #2's dally caloric needs had been
established or that the number of calories the
resident recjuired for weight gain had bean
established,

B. The GHIARP's nursing services failed o
closely moriitor the body weight of Residents #1
and #2 as evidenced below:

1. On May '{2, 2008, at 7:25 AM, Residant #2
was observad eating pureed eggs, muffins,
cereal and orange juice mixed with thick it.

Interview w th the Direct Care Ald at
approximataly 7.60 AM revealed that Resident #2
receives a (ouble portion diet.

Review of tia physician orders dated July 1, 2008
through May 1, 2009 at 4:05 PM revealad that
Resident #:! weight was prescribed monthly.
Review of the nutritionist guarterly report dated
January 13, 2009 and April 9, 2009 confirmex
that Resident #2 is below his ideal body weight

Review of the vital signs flow sheet revesied the
following wrights:

L L R LRy —_?m-
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Effective June I, 2009 staff will use 6-1-0%
Bl 4% 2 “Daily Food Intake chart for Client # 1 0

intake for all meals for two weeks. The i
nutritionist will use the datg to calculate
daily Calorie intake. Based on Client # ]
average daily calorie intake, calories
will be subtracted or reduced t0 promote
weight loss, !
The nutritionist will continue fo
calculate average daily calorie intake for
two more weeks. Staff will continue o |
document Dajly Food Intake Chart for '
client # 1 méal intake for 2 more weeks i
i.e June 19-Jady 4, 2009

Sec Attachmeit ( B 2.] .
| ]
Effective June 1, 2009 staff will uge -
“Daily Food Intake chart for Client # 2
‘s intake for all meals for two weeks.
The nutritionist will use the data’ to
calculate daily Calorie intake. Based on
Client # 2 average daily calorie intake,
calories will be added to promote
weight gain, .
The nutritionist  wiij continue to
calculate average daily calorie intake for
two more week, after which the diet will
be adjusted to meet client # 2’s needs.

Sec Attachment  B) l

i
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| Review of ihe Medication Administration Sheet
 revedled the foliowing weights:

|

| February 3 2009 57 /4 Ibs
February 13, 2009 87 Ibs
March 4, 2129 74 |bs

| March 18,2009 72 Ibs
April 3, 20C8 101 Ibs

C April 17, 2€C09 102 Ibs

The registenad nurse acknowledge the
' inconsistencies in regards to the vital signs flow
i sheet and t1e medication administration sheat

- 2. Record raview on Mé 114, 2009 at 3:15 PM

; revealed a :2ourt recommendation (dated October
[ 28, 2008) that Resident #1's weight gain be

I explained and that a plan be devised to promote

| weight loss. A nutrition progress note dsted

- October 2, 2008 indicated the resident weighed

' 184 pounds.

" Interview with the QMRP on May 15, 2009 at

; approximabsly 1:30 PM revealed the weights

' were evalusited by the nurse and documented on

i the weight chart. According to the QMRP, the
nutritionist had addressed the court
recommen ation gnd the resident had lost some
weight, Reiord review on May 14, 2009 revealed
that the 2008 weight chart maintained by the

; hurse could'not be located in the resident's

: record.  The weight for April 2009 was 188
pounds, Atthe time of the survey, there was no
avidence th» GHMRP had maintained an
effective sy:tem for documenting Resident #1's

—————————————————— n
eaith Regulation Administrs ton

' TATE FORM

It appears that the medication nurse did
not check the scale adjustment while
taking weight and fecorded the weight
on MAR without paying proper
attention. _

An in service was given to nurses'
about weighing clients and ensuring
that scales are properly adjusted and
matched. If there is a drastic change in .
weight for whatever reason to inform |
the immediate supervisor i i '
$0 it can be rechecked, R.N will monitor
this issue for all the individual in the
facility on monthly basis to avoid future
discrepancies/issue.

Attachment # E1 -E9
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1401 | Continued From page 10 1401 "
| 3
i February 17, 2009 98 Ibs B2~ | Client #2 is in wheelchair and weight is' |
| March 3. 2708 A taken by a scale where one roles the | q
, 88 Ibs v ; 1 If‘doq
April 18, 2009 97 Ibe L wheel chair along with client on the w/c. _
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STREET ADDRESS, CITY, STATE, 2IP CODE
903 14TH STREET, SE

: maintenane of denta! healthfor Resident #1

On Meay 13, 2009 at 7:30 AM, Resident #1
appeared t) be edentulous as he sat at the table
eating his Lreakfast. Intarview with staff at that
time revealed the resident necently had all of his
remaining {eeth extracted.

Interview with the Qualified Mental Retardation

- Professioniil and the Director of Nursing (DON)
" on May 15, 2000 at approximately 12:16 PM

| revealed that issues concerning the medical

| cansent an clinic scheduling had prevented the
| fesident fram having the tooth extractions.

Record rev aw on May 14, 2009 at 1:37 PM
! revealed physician's order dated April 30, 2009
H for extraction of teeth #5, #20, #21, #22, #26 and
- #27 under cleep conscious sedation. The
identified teeth were extracted and at the time of
the survey, the resident was completely
. edentulous, Further record revealad the resident
- had severa prior recommendations to have the
! teeth extracted in 2007 and 2008, On May 1,
: 2007, the dantist recommended that alf remaining
teath be ex rected under deep sedation. On June
4, 2008, the: primary care physician assessed the
resident's feth to be loose and none functioning.
The PCP-requested that preoperative lab tests be
scheduled for the removal of the resident's teeth
while under general anesthesia. Although the
extractions had been completad st the time of the
survey, there was no evidence timely measures
; had been implement to ensure the resident
I received the: recommendad tooth extractions.

by M.A.A. then scheduling appointment
&t H.U.H and also obtaining the consent
from legal guardian, QMRP'and nursing
Staff will ensure that they are dental
recommendation is compléfed in a
timely manner,

D C HEALTH CARE WASHINGTON, DC 20019
4D | SUNMARY STATEMENT OF DEFICIENCIES © PROVIDER'S PLAN OF CORREGTION (s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVIE ACTION SHOULD 8E COMPLETE
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bATE
! DEFIGIENGY)
1401; Continued From page 11 | 401 6
' bady. € | Client # i testh were extracted at 04-30-09
Howard University Hospital under ‘o
- C. The GHMRP failed to ensure timely provision geacral  wnesthesia on. 04/30/09. ° o
| of comprehiensive treatment services for the However there was a delay in obtaining |
the appoiniment due to preauthorization i

'—"'.*
tealth Regulation Administri tion
TATE FORM
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A BUILDING
B WiNG
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14/2009

NAME OF PROVIDER OR SUPPLIER
D CHEALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CODE

903 14TH STREET, SE
WASHINGTON, DC 20019

x4 1D .
PREFIX
TAG

SUNMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FLLL
REGULATORY-QR L&C IDENTIFYING INFORMATION}

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-AEFERENCED TO THE APPROPRIATE
DEFICIENCY)

1401

| 422! 3521.3 HAEILITATION AND TRAINING

’ Each GHMIZP shall provide habilltation, training
and assista 1ce (o residents in accordance with

| consistency of thickened fiquids for Resident #2

Continued From page 12
D. The GHMRP failed to ensure the required

was Identilied in his feeding protocol as
evidenced below:

On May 12, 2008, at 7:25 AM, Resident #2 was
observed eating pureed eggs, muffine, cereal and
orange juice mixed with Thick-it

Interview with the House Manager at

, approxima'ely 8:30 AM revealed that Resident #2
i neceived al’ liquids thickened to a honey
! consistency,

| dated July ‘|, 2008 through May 1, 2009, at 4:05

Review of ihe annua! nutritional assessment
dated October 8, 2008 at 2:05 PM, revealed it
stated, “follow modified eating procedures as per
speech, |ar guage consult with thin liquid and
Thick-It fo liquid®. At 2:30 PM, the most recent
eating protocol, (dated June 18, 2007) developed
by the spe¢ch professional, was reviewed. The
eating protocol atatad, "All liquids must be
thickened”. Raview of the Physician's orders

PM revealed "with thin liquid, add Thick-It to
liquid.” Furt1er record review, however revealed
no written istructions by the speech
professiongl, to vertfy the specific consistancy-of
liquids that was required by Resident #2 to
ensure his safe swallowing of liquids.

At the time f the survey, there was no evidence
that the GHMRP had ensured that the

; consistency of liquids (honey) being provided to

| Resident #2: met his developmental need.

1401

1422

Client # 2 was reassessed by the Speech’ ks
Paﬂ:o[ogis‘!: on 05-15-09 and client # 2
cating protocol was modified and
approved . 8 the client Pri
Physician on 96-0]-09, QMRP /Ho
Manager will fue to monitor Clien
# 2 closely for any changes. Also D.
Program was cortacted and update
with above. POF ‘and Eating Protoco.
Was sent to the Day Program. '

leaith Regulation Administrtion

STATE FORM
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PRINTED: 06/28/2009

This Statue is not mat 88 evidenced by:

Based on abservation, record review and
interview, tha GHMRP failed to ensure
continuous: active was implemented in
accordance with the interdisciplinary team (IDT)
recommaer dations for two of the three residents in
the sampli. (Resident #1 and #3)

The findings include:

1. The fac lity's nursing services failed to ensure
that Client #3 recaived training in seif medication
as recomraended by the IDT as evidenced below:

On May 1:3, 2009 at 5:10 PM, Client #3 was
observed seated in the dining room conversing
with staff. At 5:18 PM, staff brought him to the
kitchen in his wheeichair, where he was
administe ‘ed Senna 8.8 mg, 2 tabs and
Simvastatin 20 mg by the medication nurse,

. Before administering the medication, the nurse
informed the client that it was time {o take his
medication, then showed him his medication. .
Tha client replied "ok.” After the nurse placed the
pills into the client's mouth, the client drank
approxim:atety 8 ounces of water through a straw,
as the nursie held the cup for him,

Interview with medication nurse on May 13, 2008
at 5:52 PV revealed that the client's disability
(inability ta use his hands), prevented him from
actively participating in a self medication training
program. interview with the Qualified Mental .
Retardation Professional (QMRP) on May 15,
2009 at 12:57 PM indicated that an seff
medicatic:n training objective had been

recomme nded, but nat implementad due to the
aforemertioned reason.

. FORM APPROVED
Health Regulation A Jministration
STATEMENT OF DEFICIENJIES %X3) DATE SURVEY
AND PLAN OF CORRECTIC N O R S KDL (<2) MULTIPLE GONSTRUCTION O OMPLETED
A, BUILDING -
B. WING
‘ HFD(O3-0197 056/14/2009
NAME OF PROVIDER OR € LPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
903 14TH STREET,6E .
D C HEALTH CARE WASHINGTON, DC 20019
oA 1D SUMMARY STATEMENT OF DEFICIENGIES "o PROVIDER'S PLAN OF CORRECTION <)
PREFIX (EACH [ EFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BB COMPLETE
TAG REGULA'"ORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
| : DEFIGIENCY)
1422 Continued From page 13 1422
the resident ' Individual Habilitation Plan. 4. | Clent # 3's Self Medication has | 06/02/09

platcaued and was maintained as
informal objective which did not require
data collection, This was an oversight
by QMRP. . o

QMRP was trained. py -Program
Manager on projerly imatching and
identifying formdl  and ‘ihformal
abjectives in LPP C,
Program Manges . wilt monitor LP.P
book on quartesly basis.

Sec Attachment (D) ‘

meg, ation Administration

STATE FORM
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PRINTED: 05/28/2009
FORM APPROVED
Health Requlation Administration _
STATEMENT OF DEFICIE NCIES DATE SURVEY
| AND PLAN OF Gomaar ne! )] g;%gf%g:?hm {X2) MULTIPLE CONSTRUGTION (*8) OB
A, BUILDING
HFD03-0197 0 05/14/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, 2IF GODE '
003 14TH STREET, SE
D CHEALTH CARE WASHINGTON, DC 20019
{X8) ID i SUUMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN Of CORRECTION 0e5)
PREF|X (BACH JEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caossnersnsugolro THEAPPROPRIATE DA
DEFICIENCY) '
1422’ Continued From page 14 1422 QMRP will continue to monitor all !
| 2. | Individusl programs on monthly basis to |
' On May 15, 2008 at 5:52 PM, verification of the | oo Proper  implementation and f
: April 2009 medication administration recorg documentation of this program.
i (MAR) anc saif medication fraining revealed no : . , A .
data collection. On May 15, 2000 at 1:00 PM, :,;l‘:ie:;tdl ﬁoﬁgfi;:g Z?m?;;‘;;s | F29-09

revealad a1 Individual Program Plan (IPP)
objective fur self medication fraining wherein
Client #3 would (1)identify his medications, {2)
, State the purpose of the medication, and (3) take
| the medication with water.

. At the time of the survey, there was no evidence

[ that Client 143 was afforded the opportunity to

| participate n his self-medication training objective
as recommeanded, :

2. The GHMRP falled establish measures to
ensure accurate implementation and monitoring
of Resident #1's and #3's range of motion

I exercise iPI1* objectives.

 See Federa Deficiency Report - Citations W237
" and W252

1436] 3521.7(1) HABILITATION AND TRAINING |
' The habilitalion and training of residents by the
GHMRP sheill inciude, when approgriate, but not
be limited to the following areas:

(f) Health cae (Including skills related to nutrition,
i use and self -administratiof of medication, first
! aid, care anc! use of prosthetic and orthotic
. devices, prerentive health care, and safety);

: This Statute s not met as evidenced by

Staff were retrained on 5-29-09 on how ,
W implement and document the | . ,i
program, ;l
The QMRP will monitor the program d
weekly for one month effective 6/1/09
and then continue with monthly -
monitoring, |
The QMRP will ensure that the ROM :
training objectives are implemented |
consistently. Data Collection Sheet was
modifled with clarification to the key:
QMRP will continue to monitor ail
individual programs on monthly basis to
ensure proper implementation apd
documentation of this program,

:
s

Client # 3 ROM training objectives was

reviewed and modified on 5-29-09 staff
was retrained on 5-29-09 on_ how to

implement and document the program. |
The QMRP will monitor the program

weekly for one month effective 6/1/09

and then continue with monthly

monitoring,

The QMRP will erisure that the ROM )
training  objectives - are Implemented |
consistently, Data Collection Sheet was _
modified with clarification to the key. |
QMRP will continue to monitor all

individual programs on monthly basis to

ensute proper implementation and

1 5.29-0%

_—

Based on on observation, interview and record |
o e Susar failed 10 ensure habilitation Soe Atmon ofthis program. |
 and training in setf administration of medication ’ :
was providec as recommended by the : .'
alth Regulation Administrat on ’ '
o YMI111 If continuabion sheet 18 of 17
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1436 Continued From page 15

I interdiscipliniry team for one of three residents in

| the sample. (Resident #3)
l The finding includes:

The facillty's nursing services failed to ensyre that
Resident #3' self medication training objective
| was implemented as evidenced below.

| On May 13, 11009 at 5:10 PM, Resident #3 was

| observed sedated in the dining room conversing

| with staff. Af 5:18 PM, staff brought him to the
kitchen in his wheelchair, wheie he was
administarad Senna 8.8 mg, 2 tabs and

' Simvastatin ;!0 mg by the medication nursa.
Before admitistering the medication, the nurse
informed the resident that it was time to taka his
madication, then showead him his medication,
The resident replied "ok." After the nurse placed
the pills into “he resident's mouth, the resident

| drank approvimately 8 ounces of water through a
i straw, as the nurse held the cup for him.

+ Interview with medication nurse on May 13, 2009

" at 5:52 PM 1evealed that the resident's disability
i (inability to use his hands), prevented him from

. actively partizipating In a self medication training
program, inhrview with the Qualified Mental
Retardation '*rofessional (QMRP) on May 15,

2009 at 12:57 PM indicated that an self
medication §aining objective had been .
recommendaod, but not implamented due to the
aforementioned reason.

On May 13, 2009 at 5:52 PM, verification of the
, April 2008 rr edication administration record
(MAR) and & elf medication training revealed ho
data collection. On May 16, 2009 at 1:00 PM,
revealed an individual Program Plan (IPP)
objective for gelf medication training wherein

1436
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PRINTED: 05/28/2000

State the p 1rpose of the medication, and (3) take
the medics tion with water.

At the time of the survey, there was no evidence
that Resident #3 was afforded the opportunity to
participate in his self-medication training objective
as recomrr ended.

1

i
|

informal objective which did not require
data collection. This was an oversight
by QMRP,

QMRP was trained by Program
‘Manager on properly matching and

jdentifying formal and informal
objectives in IP.P

Program Manger will monitor IP.P
book on quarterly basis.

See Attachment (D)

PPRO
Health Requlgtion Aciministration FORMA VED
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—
1436, C .
| ontinued From page 16 1436 Client # 3's Self Modication has | 06/02/09
; Resident #2 would (1)identify his medications, (2) | platesued and was maintained as
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