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W 000 INITIAL COMMEN TS 	 W 000 

A recertification su 
9/13/2011 through 
clients was selec 
with various Intel 
disabilit es. This s 
fundamental surve 

rvey was conducted from 
9/15/2011. A sample of three 

led from a population of six men 
lectual and developmental 

urvey was initiated utilizing the 
process. 

The finc ings of the survey were based on 
observations and Interviews with staff and clients 
in the home and at two day programs, as well as 
a review of client and administrative records, 
including incident reports. 

Quarrfferffrehtstrratardation professional 
(OMRP) will be referred to as qualified intellectual 
disabilitil?s professional (01DP) within this report.) 

W 120 483.410'd)(3) SERVICES PROVIDED WITH 
OUTSIDE SOURCES 

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

s not met as evidenced by: 
N _Anew ancliecoLd 	  

ailed to ensure outside 
lients with the necessary 
entlons to ensure their health 
of the three sampled clients. 

This ST/ ,NDARD 
...,Sactsmobse 

review, tile facility 
services provided c 
supports and in 
and safely, for two 
[Clients it 1 and #2] 

Vat illill 
Nallt Regultn thanstrgAdmkabatke 
Inbrinediate Care Facades DOM= 

899 North Capitol St, N.E 
Wsshington, D.C. 20002 

W 120 

The findings include: 

1. Observation on 9/13/2011, at 7:20 am„ Client 
#1 was o served seated in the living room with 
his feet e mated, on a foot stool. A short time 
later, at BOO a.m., the client was observed seated 

LABORATORY DIRECTOR:I OR PROVIDER/SUPPLIER REPRESENTATIVE'S 49 S NATURE 	 TILE 	 093) DATE 

M Cit A A Al7j I alet At• .b! t's Iv/ / 'Ere-. terrip•e•kre 

_... 

1 a / Vte  i 
Any deficien cy statement Incline with an asterisk (°) denotes a deficiency which the insfilution ihay be excused from coffer:ling providing It is determined tdat 
other safeguards providei:ufliclent protection to the patients. (See instructions) Except tor nursing homes, the findings stated above are discbsalge 90 days 
following the date of suwa ( whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are discloser* 14 days following the date thi se documents am made available to the facility. If deficiencies are cited, an approved plan of correction IS requisite to continued 
Program participation. 
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in a wooden chair with arm rests at the dining 
table. His breakfast plate was placed on an 
elevated tray. 

Obsenstlons at the day program differed from 
the supports obse rved In the home earlier that 

from the table, wet 

revealed Client #1 
plate, plastic spoon 
his meal. At the en 

day. Ex example, 

ked over to a trash can in the 

was provided a Styrofoam 
, and a red plastic tray to eat 
d of his meal, Client #1 got up 

on 9/13/2011, at 11:30 am., 

cafeteria and dum ped the plate, spoon, and 
napkin nto the tras h. He then returned to his 
seat an i placed th tray on the table and then 
pro ciew led-towalty Mint wartime-to return-to-Ms 
classroom. Rough ly 20 minutes later, he 
returned to his cies s room and was seated for 
approxiinately 5 - 7 minutes before he was taken 
down the hell whe re he was again seated to take 
part in his music th erapy program. He sat 
another 15 - 18 min utes before this surveyor left 
the day xagram. 

W 120 Q.J.D.P had conducted an in-service training 	 09/02/11 
a at individual ell is Day Program on 09/02/11 & 09/16/11 	 & 

b on use of adaptive equipment to ensure that the day 	 09/16/I I 

C 
program follow protocols For use of adaptive equipment. 

Additionally,day pmgram also conducted in-service 
training with their staff to ensure continued use of Adaptive 
equipment. Daily checklist has been developed by D.C.H.0 
for Day Program to ensure continued use of ordered 

Adaptive Equipment. Q.1.D.P will conduct 

weekly monitoring and observations ©Day Program 

and would continue monitoring on monthly basis. 

(Please see Attachment "Al -A l O f) 

/15/2011, at 10:27 a.m., 
Medication Administration 

Ph  ician's Order Sheets 

Record ieview on 9 
revealec Client #1' : 

Record  1 MAR) and 
(POS) dined 9/201 
elevated to hip )eve 
record re view on 9/ 
revealed, Client #1' 
Equipment, dated 9 
during meals he sh 
Elevatior Aid, High 
exceptim is during: 
review revealed CI' 
Assessment dated 
that he "L se an arm 
... to help with prop 

1 prescribed "Keep both legs 
I when seated? Additional 
15/2011, at 11:03 a.m., 
s Protocol for Adaptive 
/3/2010, recommends that 
ould be provided a "Plate 
Sided Plate 

Night Time.'' Further record 
lent 01's Physical Therapy 
8/31/2011, also recommended 
chair at the dining room table 
r sitting posture." 
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With re sped to these recommendations, the 
facility f ailed to ensure the day program 
consistently implemented the following: 

a. Eleve to Client #1's feet to hip level whenever 
he's seated. 
b. Provi le him with a high sided plate during 
meals. 
c. Provide him an armchair during meals. 

At no tine during the observation period at his 
day prot ram were Client #1's legs ever observed 
being &waled. He was also not observed using 

highs ded-plate 
provides an armchair 

Interview with the qualified 
professiimaf (QIDP) 
confirmed the day program 
his feet were elevated 
also con firmed the day 
used a high sided plate 
supposed to be provided 
lunch. 

r lunchrand he was-not 
during his lunch period.  

intellectual disabilities 
on 9/15/2011, at 11:59 p.m. 

should have ensured 
when seated. The QIDP 
program should have 
during lunch and he was 

a chair with arms during 

2. In response to the infection control @ individual #2's 	 09/19/11 

was o 	 wed Meting , 	
t 	

. . 

while participating in music 	 4onrol on hand washing technique ® thc 

between 11:55 a.m. - 	 individual's day program on 09/1 9/11. 

p.m.. the client was 	 Day program case manager and mime also 
as he walked down a 	 conducted similar training. Daily hand washing 

room. Client #2 was 	 documentation form is developed by D.C.H.0 for 
a musical 	 Day Program daily documentation, Day Program 

p.m. - 12:48 p.m. When 	 • will ensure individual #2 follows universal 12:48 p.m., the client 
sat down and began 	 precautions. Q.I.D.P will conduct monthly monitoring. 

client was not observed to 
lunch. Observations 	 (See Attachment Ell to 136) 

2, On 9/ 3/2011, Llientif2 
a musla I instrument 
therapy elt his day program, 
12:08 p.m, At 12:10 
observes holding a handrail 
hallway outside the music 
again oegrerved manipulating 
Instrument from 12 11 
summoned by staff, at 
walked tc the lunch room, 
eating hit lunch, The 
wash his hands before 
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W 120 Contin Jed From page 3 

during the meal revealed Client #2 held his spoon 
in the right hand and he used his left hand fingers 
to push food onto his spoon. On 9/15/2011, at 
12:23 p.m., the OfDP replied "no" when asked 
whether she had inquired about staff in-service 
training on infection control at Client #2's day 
program. It should be noted that staff in the 
home were observed giving Client #2 a verbal 
reminda' to wash his hands before his afternoon 
snack on 9113/2011, at 5:15 p.m. 

3. On 9'13/2011, at 12:32 p.m„ observation of 
Client 43's lunch plate at his day program 
revealei that he received a serving of ground 

	turkey, nashed-potatoesrmixed-vegetables and 
vanilla pudding. He also received two 4 oz. 
cartons of fat-free milk. At 1:20 p.m., the day 
program case manager presented a "Safe 
Swallow and Eating Guidelines" that Indicated 
Client #3's lunch should be split "into two 
portions." When asked what that meant, the 
case manager stated that she was not sure and 
she woi. Id seek clarification. She further stated 
that the lunches were catered, as per the client's 
physician's orders. When interviewed on 
9/14/20' 1, at 9:36 a.m., QIDP 	 stated that the 
cirent should receive doubTe portions. she further 
stated t at staff were to present one serving first, 
and Merl present a second plate of equal portion 
size afterwards. On 9/13/2011, however, Client 
#3 was not observed to be offered a second 
plate. 

W 159 483.4301a) QUALIFIED MENTAL 
RETARDATION PROFESSIONAL 

Each climes active treatment program must be 
integrated, coordinated and monitored by a 
qualified mental retardation professional. 

W 120 

3. 	 A case conference and an In-Service was held 	 09/19/11 

The Day Program on 09/19/11 to clarify 

diet orders and eating protocol for individual #3. 

Tht case Manager was provided ekplanation about 

portion size. Per eating protocol meals to be separated 

into 2 portions. Individual should be encouraged to 

swallow the food in his mouth and drink his liquids 

before receiving his next portion. This strategy is 

established to maintain safety with oral intake to 	 ' 

prevent aspiration. On the day of the survey, catered 

lunch was provided in sectioned plates and portion 

Disc was per physicians diet order. Daily Documentation 

on implementation of eating protocol is followed. 

Fotmhas been develogeldilY_D CH.C_to ensure eating 

protocol is followed. Q.I.D.P will continue monthly 

monitoring, 

(See Attachment CI to CS) 

W 159 
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This STF.NDARD is not met as evidenced by: 
Based on observation, staff interview and record 

review, the facility's qualified intellectual 
disabilities professional (OIDP) failed to ensure 
the coordination of services to promote clients' 
health and safety, for three of the three sampled 	 vii 59 

clients. [Clients #1, #2 and #3] 	 I. 	 Q.I.D•P had conducted an in -service training 

The findings include: 	
at individual #I's Day Program on 09/02/11 

on use of adaptive equipment to ensure that 

1. The Q DP failed to ensure outside services 	 program follow protocols for use of adaptive 

met the reeds of each client. (See W120] 	 Additionally,day program also conducted 

09/02/11 

& 09/16/1 I 	 & 

the day 	 09/16/Il 

equipment. 

in-service 

use of Adaptive 

by D•C.H.0 

of ordered 

Program 

basis. 

1 

2. The QI DP failed to coordinate Client *3's 	
training with their staff to ensure continued 

dietary services with the nutritionist to ensure that 	
equipment Daily checklist has been developed 

the clients diet orders reflected the clients needs, 	 For Day Program to ensure continued use 

as follow;: 	 Adaptive Equipment. Q.I.D.P will conduct 

weekly monitoring and observations @ Day 
Client #3's physician's order sheets (POS), dated 	 and would continue monitoring on monthly 
9/1/2011, reflected the following diet orders "2500 
kcal dout le portions, ground, regular with 2 	

(Please see Attachment "A 1 to Al 01 

snacks - arger snack in the evening. 8-10 
glasses cf fluids per day, Low cholesterol high 
fiber. Pru iejuice 1 2 glasses in diet." When 	 I 	 , AMENDMENT 

intWwod on 9/14/2011, 
stated the t the client 
portions. She said staff 
serving hist and then 
equal por ion size afterwards. 
that the Ettal daily calorie 
keels, Th e total daily 
not reflec ed in Client 
or physici in's orde 

W 391 483.460(n)(2)(10 DRUG 

The facility must remove 

at 9:36 a.m., the .910P 	 After consulting with Nutritionist, the diet order 	 , 	 U9/09/ I I 

should receive double . 	 for individuals #3 was clarified by the PCP today 
were to present one 	 and was rewritten as follows :- 

present a second plate of 
She further stated 	 Diet - 2000 cal double portion low cholesterol, high 

count should be 5000 	 fiber ground diet with snack totaling to 1000 cal 

calorie count, however, was 	 '(divided during the day) Give 8-10 glasses of fluids/day. 

#3's nutritional assessment 	 This order will be shared with Day Program. 
. 	 Nutritionist is scheduled to do an in-service 

W 391' 
 

LABELING 	 leiti)i; training today (10/11/11) at the facility. Q.T.D.P 

from use drug 	 and House Manager will follow up with same 

with other staff as well 
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containers with worn, illegible, or missing labels. 

This SlANDARD is not met as evidenced by: 	 , 
Based on observation, staff interview, and record 

review, the facility failed to remove from use drug 
containers with worn, illegible labels for one of the 
six clients in the facility. [Client #3) 

The finding includes: 

On 9/137011, at approximately 7:30 am., the 
Licensed Practical Nurse (LPN) was observed 
removing a bottle of Multl-Delyrn Liquid from the 
	 medication-cabinet..Furtherobservationievealed 

the Wort mentioned medication bottle had a 
stained pharmacy label that was worn and 
illegible 11 places. During a face to face interview 
with the I.PN on September 13, 2011, at 
approxirr ately 7:40 am., It was acknowledged 
Client #3 was prescribed Multi-Delym Liquid 6 ml 
every day by mouth and that the aforementioned 
medication pharmacy label was illegible in places 
as a result of being stained by medication, 
Review or Client #3's September Medication 
Administration Record (MAR) and physician order 
sheetTPOSTCSEI eptem6er 2011, on 
9/13/201' , at approximately 8:35 a.m. confirmed 
Client #3 was prescribed the aforementioned 
medication. 

There wail no observable evidence the facility 
ensured that all prescribed medications did not 
have won' and illegible pharmacy labels. 

W 455 483.4700:1) INFECTION CONTROL 

There minit be an active program for the 
prevention, control, and investigation of infection 

W 391 

W 391 	 An )n-service training was done with nurses on 	 09/20/1 I 
, 09/20/11 for the following: 

- Refills should be called in a timely matmcr, 

- Liquid medication bottles should be kept very 
clean i.e keep labels clean/frcc of slims and legible, 

In care label isnot legible, a replacement should be 
called in from pharmacy. 

• While dispensing medications follow infection 
control: 

- wash hands before starting med pass in the 
middle as needed, May use hand sanitizer 

or wipes to wash hands if contaminated. 
- Never touch cups on the top rim but hold 

from middle or bottom. ff hand is soiled then 
clean hand. Use youroum knowledge keeping. • 

infection control in mind. 

D.O.N. will monitor nurse during mcd pass times 
to avoid the above mentioned issue from 
re-happening, 

(Please see attachment E) 

W 455. 
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but was accidentally left, un-served on the stove. 

3. The C IDP failed to coordinate Resident #3's 
dietary services with the nutritionist to ensure that 
the residents diet orders reflected the residents 
needs, a s follows: 

Resident #3's physician's order sheets (POS), 
dated 9/: /2011, reflected the Following diet orders 
"2500 kcal double portions, ground, regular with 2 
snacks - larger snack in the evening. 8-10 
glasses of fluids per day. Low cholesterol high 	 I 
fiber. Pit ne juice 1 -2 glasses in diet." When 	 i 
interviewed on 9/14/2011, at 9:38 am., the OOP , 
stated that the resident should receive double 
po ions. "ShrC3a staff were o present one 
serving fist, and then present a second plate of 
equal portion size afterwards. She further stated 
that the total daily calorie count should be 5000 
koala. The total daily calorie count, however, was 
not reflected in Resident #3's nutritional 
assessrront or physician's orders.  

AMENDMENT 

After consulting with Nutritionist, the diet order 	 10/11/11 

for individuals #3 was clarified by the PCP today 

and was rewritten as follows 

Diet - 2000 cal double portion low cholesterol, high 

fiber ground diet with snack totaling to 1000 cal 

(divided during the day) Give 8-10 glasses of fluids/day. 

This order will be shared with Day Program. 

Nutritionist is scheduled to do an in-service 

training today (10/11/11) at the facility. Q.1,1),P 

and House Manager will follow up with same 

with &kr.. 0,91 yr wen  

1180 

3. 

1261 1261 3512.2 RIECORDKEEPING: GENERAL 
PROVISIONS 

ach•record shah-be kept-in-s-centralizedfile-and-- 
made available at all times for inspection and 
review by personnel of authorized regulatory 
agencies. 

This Stab. to is not met as evidenced by : 
Based on interview and record review, the group 
home for persons with intellectual disabilities 	 I 
(GHPID) failed to ensure records were availabre 
for inspec Ion by personnel of the Department of I 
Health, Health Regulation and Licensing 
Administrt 

The findloi includes: 

J 

Health Regulation & Ucenting Administration 
STATE FORM 
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at the day program without having first washed 
his hangs. Day program staff was not observed 
remind' hg him to wash his hands before the 
meal. 

W 472 483.48C (b)(2)(1) MEAL'SERVICES 

Food must be served in appropriate quantity. 

This STANDARD is not met as evidenced by: 
Based <In observation, interview and record 
review, the facility failed to ensure that food 
portions were served in the appropriate quantity, 
for three of three clients in the sample. [Clients 

1, #2-al id #31 

W 455 

2. In response to the infection Central ® individual #2's 	 09/19/11 

Day Program. Q.I.1),P conducted training on infection 

control on hand washing technique Q the 

W 472 individual's day program on 09/19/11. 

Day program case manager and nurse also 
conducted similar training. Daily hand washing 

documentation form is developed by D.C.H.0 for 

Day Program daily documentation. Day Program 

will ensure individual #2 follows Universal precautions. 

Q.I.D.P will conduct monthly monitoring. 

.(See Attachment B I to B)   

The find' ig includes: 

On 9/131,2011, at 6:45 p.m„ observation of the 
dinner ph des for Clients #1, #2 and #3 revealed 
that they received chicken, spinach and carrots. 
On 9/14/2011, at 9:56 am., review of the menus 
that were posted in the kitchen revealed that in 
addition t) the chicken, spinach and carrots, the 
clients should have received a serving of brown 
rice and g dinner roll. No additional food was  
served bflore the meal entric9/1372011, at 
approximately 7:30 p.m. When interviewed on 
9/14/2011, at 3:22 p.m., the direct support staff 
who had prepared dinner the night before stated 
that the rine had been cooked but was 
accidents ly left, un-served on the stove. 

An In-service training was done on 09/15/11 on 

the following: Diet Orders, following menu, and 

meal preparation as per menu. The staff was 

reprimanded and disciplinary action was taken 

for carelessness. Q.I.D.P and House Manager 

will monitor meal preparations from time to time. 

(See Attachment Fl TO F3) 

09-15.11       
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A licensure survey was conducted from 
9/13/2011 through 9/15/2011. A sample of three 
residents was selected from a population of six 
men wits various intellectual and developmental 
disabiliti s. 

The find ngs of the survey were based on 
observations and interviews with staff and 
resident; in the home and at two day programs, ' 
as well as a review of resident and administrative , 
records, including incident reports. 

[Qualified mental retardation professional 
(QMRP) will be referred to as qualified intellectual 

- disabilities professionalICIDPtwithin-thisreport] 	  

I 047 3502.5 IV EAL SERVICE DINING AREAS 	 I 047 

Each GHMRP shall be responsible for ensuring 
that meals, which are served away from the 
GHMRP, are suited to the dietary needs of 
residents as indicated In the Individual 
Habilitatic n Plan, 

Statote_is_notrnetas_evidencecLbr 
Based on observation, interview and record 
review, 01.4 facility failed to ensure that residents 
received meals at their day programs in 
accordance with their prescribed modified diets, 
for one of the three sampled residents. [Resident 
#3] 

The finding includes: 

On 9/13/2011, at 12:32 p.m., observation of 
Resident a 3's lunch plate at his day program 
revealed that he received a serving of ground 
turkey, mashed potatoes, mixed vegetables and 

Health Regulation & LIcens ng Administration 
• 

063)0Am 
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vanilla pudding. He also received two 4 oz, 
cartons of fat-free milk. At 1:20 p,m., the day 
program case manager presented a "Safe 
Swallow and Eating Guidelines" that indicated 
Resider .  #3's lunch should be split "into two 
portions." When asked what that meant the 
case ma Tagerstated that she was not sum and 
she would seek clarification, She further stated 
that the I inches were catered, as per the 
residenfir physician's orders, When interviewed 
on 9/144 011, at 9:36 a.m.', GDP stated that the 
resident ishould receive double portions. She 
further st Med that staff were to present one 
serving fist, and then present a second plate of 
equal portion size afterwards, On 9/13/2011, 
however, Resident #3 was not observed to be 
offered a second plate. 

1090 3504.1 HOUSEKEEPING 
	

1090 

1047 
A case conference and an in-Servicc was held 	 09/19/Il 
(a1 The Day Program on 09/19/11 to clarify 
diet orders and eating protocol for individual #3. 
The case manager was provided explanation about 
portion size/ per eating protocol meals to be separated 
into 2 portions individual should he encouraged to 
swallow the food in his mouth drink his liquids 
before receiving his next portion. This strategy is 
established to maintain safety with oral intake to 

prevent aspiration. On the day of the survey catered 
lunch was provided in sectioned plate and portion 
size was per physicians diet order. Daily Documentation 
on implementation of eating protocol is followed, 
PonfilithiRen deVERifiEdbY 
protocol is followed. QIDP will continue monthly 
monitoring, 

(Sce Attachment CI-05) 

The interi )r and exterior of each GHMRP shall be 
maintained in a safe, clean, orderly, attractive, 
and sanik iry manner and be free of 
accumula :Ions of dirt, rubbish, and objectionable 
odors. 

This Statute is not met as evidenced by: 
Based on observation and staff interview, the 
Group Home for Persons with Intellectual 
Disabilitier; (GHPID) failed to ensure the facility's 
environment was maintained as required to 
ensure the health and safety of six of six 
residents. [Residents #1, #2, #3, #4, #5 and #6j 

The findings include: 

Observaticn and interview with the facility's house 
manager cn 9/14/2011, beginning at 2:01 p.m., 
revealed 0 e following deficient conditions: 

Health Regulation 6 Mertz ng Administration 
STATE FORM LBEIP11 	 Reenanuaaon sheet 2 of 9 



STATEMENT OF DEFICIENCIES 
AND PLAN OF OORRI:CTION 

Health Re ulati xi & LicensinAdm inistration 
PRINTED: 09/26/2011 

FORM APPROVED ig  

(XI) PROVIDERJSUPPLIER/CLLA 
IDENTIFICATION NUMBER: 

HFD03-0060  

(X21 MULTIPLE CONSTRUCTION 

A BUILDING 
B. WING 	  

NO0 	 LS BO11 
	

cominearion sneet 3 of B 

(X3) DATE SURVEY 
COMPLETED 

OF PROVIDER OR SUPPLIER 

D C HEALTH CARE 

SUMMARY STATEMENT OF DEFICIENCIES 
(EN :H DEFICIENCY MUST BE PRECEDED BY FULL 

REG AATORT OR LSC IDENTIFYING INFORMATION)    
ID 

PREFIX 
TAG 

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

CROSS-REFERENCED TO TH
ON
E APPROPRIATE 

DEFICIENCY) 

(xM) 
COMPLETE 

DATE 

1180 

b. 

C. 

I 090 Continted From page 2 

1. The ceiling fans In both Residents *2 and 
#3's bedrooms were inoperable. 

2. The bathroom on the second floor: 

a. The toilet seat was extremely loose and can 
be moved from side to side. , 

b. The exhaust fan was inoperable. 

c. The sink did not drain properly and water 
pooled it the sink when the faucet was turned on 
(water le rel continued to rise until the water was 
shut off).  

1180 3508.1 ADMINISTRATIVE SUPPORT 

Each GHMRP shall provide adequate 
administrative support to efficiently meet the 
needs of the residents as required by their 
Habilltaticn plans. 

This Statute is not met as evidenced by: 
Based on observation, staff interview and record 
review, th a group home for persons with 
	 (GPIPIDrfailettrensure 	  

adequate administrative staff to effectively meet 
the residents' needs, for three of the three 
sampled residents. (Residents #1, *2 and #3) 

The findinqs include: 

1. The qualified intellectual disabilities 
professional (01DP) failed to ensure that outside 
services rr et the needs of each resident, as 
follows: 

The ceiling fans in both the rooms wcrc fixed on 	 09/16/1 I 
09/15/11 and 09/16/11, 

2a Thc toilet scat was properly secured on 	 09/16/11 

Thc bathroom's exhaust fan was lixod on 
	

09/16/11 

The sink drain was tmclogged on 09/16/11 
	

09/16/11 

1090 

1.   

09115/2011  
STREET ADDRESS, CITY, STATE, ZIP CODE 

1028 8TH STREET NE 
WASHINGTON, DC 20002   

a, Obsenn Von on 9/13/2011, at 7:20 a.m., 
Resident 01 was observed seated in the living 

Health Regulation & Linens ng Administration 
STATE FORM 



STATEMENT OF DEFIDIENCIES 
AND PLAN OF CORRE CTION (XI) pROVIDER/SUPPLIER/CtLA 

IDENTIFICATION NUMBER, 

FIFD03-0000 

PRINTED: 00/26/2011 
FORM APPROVED Health Re ation  & Licensing Administration 

(Xa) MULTIPLE CONSTRUCTION 

A. BUILDING 
B. WING 	  

NAME OF PROVIDER OR SUPPLIER 	 STREET ADDRESS, CITY, STATE, ZIP CODE 
09/15/2011  

(X3) DATE SURVEY 
COMPLETED 

D C HEALTH ON 1026 8TH STREET NE 
WASHINGTON, DC 20002 

aisi ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECED BY FULL. 

REGULATORY OR 1SC IDENTIFYING IN 
ED
ORMATION)    

ID 
PREFIX 

TAG 

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Po) 
CONDLETE 

DATE 

180 Continued From page 3 	 1180 

room wi h his feet elevated, on a foot stool, A 
short time later, at 8:00 a.m., the resident was 
observe' seated in a wooden chair with arm rests. 
at the dining table. His breakfast plate was 
placed an an elevated tray. 

Observations at the day program differed from 
the supports observed In the home earlier that 
day. For example, on 9/13/2011, at 11:30 a.m., 
revealed Resident #1 was provided a Styrofoam 
plate, plastic spoon, and a red plastic tray to eat 
his meal. At the end of his meal, Resident #1 got 
up from the table, walked over to a trash can in 
the cafeteria and dumped the plate, spoon, and 
napkin iePAte trash__ He the!' retained te.his 
seat and placed the tray on the table and then 
proceeded to wait until it was time to return to his 
classroom. Roughly 20 minutes later, he 
returned to his class mom and was seated for 
approxim.stely 5 - 7 minutes before he was taken 
down the hall where he was again seated to take 
part in his music therapy program. He sat 
another 1.5 - 18 minutes before this surveyor left 
the day program. 

Record review on 9/15/2011, at 10:27 a.m., 

	

revealed f tesident #14-Nledication-Administration 	 
Record (fie AR) and Physician's Order Sheets 
(POS)datsd 9/2011 prescribed "Keep both legs I 
elevated to hip level when seated." Additional 
record rev ew on 9/15/2011, at 11:03 am., 
revealed, Resident #1's Protocol for Adaptive 
Equipmem, dated 9/3/2010, recommends that 
during meals he should be provided a "Plate 
Elevation Aid, High Sided Plate ... With 
exceptions during: Night Time." Further record 
review revealed Resident #1's Physical Therapy 
Assessment dated 8/31/2011, also recommended 
that he suss an armchair at the dining room table i 

to help with proper sitting posture." 
Health RegUlatIon 8 Licensi nD AdmInIstriitiOn 
STATE FORM 

1.0 Q.T.D.P had conducted an in-service training 	 09/02/11 
at individual #1 is Day Program on 09/02/11 & 09/16/11 

on 115C of adaptive equipment to ensure that the day 
	

09/16/1 I 
program follow protocols for use of adaptive equipment 

Additionally,day program also conducted in-service 

training with their staff to ensure continued use of Adaptive 

Equipment Daily checklist has been developed by D.C.H.0 

for Day Program to ensure continued use of ordered 

Adaptive Equipment Q.I.D.P will conduct weekly 

monitoring and observations @ Day Program 

and would continue monitoring on monthly basis. 
(Please see Attachment  "Al -Al 0") 
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With reined to these recommendations, the 
facility foiled to ensure the day program 
consists nfiy implemented the following: 

1) Elevate Resident #1's feet to hip level 
wheneviir he's seated. 
2) Provide him with a high sided plate during 
meals. 
3) Provic le him an armchair during meals. 

At no time during the observation period at his 
day program were Resident #1's legs ever 
observer' being elevated, He was also not 
observes using a high sided plate for lunch, and  
he was not provided an armchair during his lunch 
period. 

Interview with the QIDP on 9/15/2011, at 11:59 
p.m., confirmed the day program should have 
ensured his feet were elevated when seated. 
The QIDP also confirmed the day program should 
have used a high sided plate during lunch and he 
was supposed to be provided a chair with arms 
during lur ch. 

rla: 1/2011,_Resideritatzwas.abseored 	  
holding a nusical instrument while participating in 
music the .apy at his day program, between 11:55 
a.m. -12:1)8 p.m. At 12:10 p.m., the resident was 
observed folding a handrail as he walked down a 
hallway outside the music room. Resident #2 
was again observed manipulating a musical 
instrumer• from 12:11 p.m. - 12:48 p.m. When 
summoned by staff, at 12:48 p.m., the resident 
walked to tie lunch room, sat down and began 
eating his unch. The resident was not observed 
to wash hin hands before lunch. Observations 
during the meal revealed Resident 02 held his 
spoon in tt e right hand and he used his left hand 

Health Regulation & Limns ng Administration 
STATE FORM aaa 
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(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 

RE
A :N DEFICIENCY ;RUST SE PRECE 	 BYFL 
G JLATORY OR LSC IDENTIFYING INDED 

	 UL 
FORMATION)  

I -b 
	

in response to the infection connoT® individual -  #2 09/19/T1 

Day Program Q.I.D.P conducted training on infection 

control on hand washing technique ® the 

individual's day program on 09/19/11. 

Day program ease manager and nurse also 

conducted similar training. Daily hand washing 

documentation form is developed by D,C1-1.0 for 

Day Program daily documentation. 

1.58011 	 If comMustIon sheet S of 9 
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fingers o push food onto his spoon, On 
9/15/2011, at 12:23 p.m., the OIDP replied "no" 
when at,ked whether she had inquired about staff 
in-service training on infection control at Resident 
#2's day program. It should be noted that staff in 
the home were observed giving Resident #2 a 
verbal raninder to wash his hands before his 
afternoon snack on 9/13/2011, at 5:15 p.m. 

c. [See I )471 On 9/13/2011, at 12:32 p.m., 
observation of Resident #3's lunch plate at his 
day program revealed that he received a serving 
of ground turkey, mashed potatoes, mixed 
vegetablits and vanilla pudding, He also received 
two 4 oz. cartons of fat-free milk. When 

— intrvie745CI-511-914720T171f9:36 a.m., OIDP 
stated thitt the resident should receive double 
portions. She further stated that staff were to 
present c ne Serving first, and then present a 
second pate of equal portion size afterwards. On 
9/13/201' 1 , however, Resident #3 was not 
observed to be offered a second plate. 

2. The QI DP failed to ensure that staff In the 
home serred foods in accordance with the 
prescribei menus, as follows: 

A case conference and an In-Scrviee was held 

The Day Program on 09/19/11 to clarify 

diet orders and eating protocol for individual #3. 

The case manager was provided explanation 

about Portion size vet eating protocol meals to  

be separated into 2 portions. Individual 
should be encouraged to swallow the food 

in his mouth and drink his liquids before receiving 

his next portion. This strategy is established to 
maintain safety with oral intake to prevent aspiration. 

On the day of the survey, catered lunch was provided in 
sectioned plate and portion size was per physicians 

diet order. Daily documentation on implementation of 

eating protocol is followed. Form has been developed by 
13.C.H.0 to ensure eating protocol is followed. Q.I.D.P 

will Continue monthly monitoring. 

(Attachment CI-CA) 

2. 	 An 1n-service training was done on 09/15/11 on 	 09/15/11 

the following: Diet Orders, following menu, and 

meal preparation as per menu. The staff was 

reprimanded and disciplinary action was taken 

for carelessness. Q.I.D.P and House Manager 

will monitor meal preparations from time to time. 

(See Attachment T1 TO F3) 

1 -C. 

On 9/13/2011, at 6:45 p.m., observation of the 
dinner plates for Residents #1, #2 and #3 
revealed that they received chicken, spinach and 
carrots. On 9114/2011, at 9:56 a.m., review of the I 
menus theft were posted in the kitchen revealed 
that in adc ition to the chicken, spinach and 
carrots, th ? residents should have received a 
serving of brown rice and a dinner roll. No 
additional rood was served before the meal 
ended on 9/13/2011, at approximately 7:30 p.m. 
When inte viewed on 9/14/2011, at 3:22 p.m., the , 
direct support staff who had prepared dinner the 
night before stated that the rice had been cooked 1  

Health Regulation & Licens ng Administration 
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but was accidentally left, un-served on the stove. 

3. The OIDP failed to coordinate Resident 83's 
dietary rervices with the nutritionist to ensure th 
the resit lent's diet orders reflected the residents 
needs, is follows: 

at 

stated th at the resident should receive double 	 I 

glassesig fluids per day. Low cholesterol high 
fiber. Prune juice 1-2 glasses In diet." When 
interviewed on 9/14/2011, at 9:36 a.m., the OIDP 

snacks - larger snack in the evening. 8-10 
"2500 kcal double portions, ground, regular with 2 
dated 9/1/2011, reflected the following diet orders 
Resident 1t3's physician's order sheets (POS), 

po ions. -S(WITCO staff were o present one 
serving first, and then present a second plate of 
equal poi tion size afterwards. She further stated 
that the total daily calorie count should be 5000 
kcals. The total daily calorie went, however, was 
not reflected in Resident #3's nutritional 
assessment or physician's orders. 	

; 

3. 	 2500 kcal double portion is equal to 5000 kcal 	 09/09/11 

which means individual is given double 

portion of all food (of 2000 kcal which equals 

4000 kcal except fluid.) Also given R0z of yogurt and 

802 of milk shake which is 250 kcal each, which equals 

SOO kcal for breakfast and dinner. Total caloric 

consumed by individual equals to 5000 calorie 

(ie 4000 from food and 1000 from yogurt and milk 

shake). Staff was in-scrviced by the nutritionist on 

09/19/11 for above. Q.J.D.P and House Manager 

will ennehnin fa follow mnnitnring nn daily And  

weekly basis. 

.(Please see Attachment D1 to D6) 

1281 3512.2 RECORDKEEPING: GENERAL 	 1281 
PROVISIONS 

	

ach-reeted-shell-be kept-in-a-centralized file-end 	 
made available at all times for inspection and 
review by personnel of authorized regulatory 
agencies. 

This Statute is not met as evidenced by: 
Based an interview and record review, the group 
home forirersons with intellectual disabilities 
(GHP ID) failed to ensure records were available 
for inspection by personnel of the Department of 
Health, Health Regulation and Licensing 
Administration. 

The finding includes: 
Hearth Regulation & Licens ng Administration 
STATE FORM   sme L58a11 	 If continuation sheet 7 of El 
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On 9/13'201/, at 10 
intellectual disabilit 
to make available 
personnel, includin 
professionals. On 
am, rev iew of the 
facility's 'lumen re 
revealed no record 
pharmacist The H 
had declined to fu 
of a healti invento 
facility reoortedly ha 
agreeme it with the 
agreeme'it, howev 
revievi M tore the s 

:30 am., the qualified 
as professional (QIDP) agreed 

for review the records of all 
g licensed health 
9/14/2011, beginning at 11:56 
ecords presented by the 

sources director (HRO) 
maintained for the consulting 
RD stated that the pharmacist 

mish a physician's certification 
ry (i.e. health certificate"). The 

d entered into a written 
pharmacy. The written 
r, was not made available for 

urvey end -fhtffilEoWirTg' day 

With no ra.cord ave labia for review, surveyors 
were una Ns to yeti fy that the facility had a written 
agreemei it with the pharmacy, that the 
pharmaci St had a current license to practice in 
the District of Colu mbia or that the pharmacist 
had a health certif 
physician 
	 mate that was signed by a 

-I-4 	 14404-3522, IEDICATIONS 

at 12:40 p.m. 

D,C.H.0 has an agreement with Neighbor care 	 10/05/11 
pharmacy to provide all pharmacy needs. D.C.H.0 
has contacted Neighbor care pharmacy on 10/05/11 
to obtain the cited information by I 0/30/1 I which 
will be forwarded to 1/0.H for review. 

(Please see attachment "6" ) 

I-484 

Each GNI AR P shal promptly destroy prescribed 
medicatio 1 that Is d Iscontinued by the physician 
or has reached the expiration date, or has a 
worn, illegible, or m lasing label. 

This Statute is not met as evidenced by 
Based on observation, staff interview, and record 
review, thil facility failed to remove from use drug 
containers with worn, illegible labels for one of the 
six clients in the facility. (Client #3) 

The findings include: 
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NAME OF PROVIDER OR SUPPLIER 

D C HEALTH CARE 

(X1) PROVIDER/SLIPPLiER/CLIA 
IDENTIFICATION NUMBER; 

HFDO3.0080  
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A. BUILDING 
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1020 8TH STREET NE 
WASHINGTON, DC 20002 
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COMPLETED 

09/1512011 

1484 I 484 Continued From page 8 

On 9/1312011, at approximately 7:30 a.m., the 
Licenses Practical Nurse (LPN) was observed 
removing a bottle of Multi-Delym Liquid from the 
medicat on cabinet. Further observation revealed 
the afonimentioned medication bottle had a 
stained pharmacy label that was worn and 
illegible in places. During a face to face interview 
with the LPN on September 13, 2011, at 
approximately 7:40 a.m., it was acknowledged 
Resident #3 was prescribed Multi-Delym Liquid 5 
ml every day by mouth and that the 
aforementioned medication pharmacy label was 
illegible in places as a result of being stained by 
medicaticm. Review of Resident #3's September 	  
ed^imAdministration RecordINIAR) and 

physiciar order sheet (POS) dated September, 
2011, on 9/13/2011, at approximately 8:35 a.m. 
confirmed Resident #3 was prescribed the 
aforemer toned medication. 

There wag no observable evidence the facility 
ensured hat all prescribed medications did not 
have worn and illegible pharmacy labels. 

An In-service training was done with nurses on 	 09/20/11 
09/20/11 for the following: 

- Refills should be called in a timely manner. 

-  Liquid medication bottles should be kept very 
CIO= i.e kccp labels clean/free of.  tains and legible. 

In care label is not legible, a replacement should be 
called in from pharmacy. 

- While dispensing medications follow infection 

control; 

- wash hands before starting med pass and it• 

the middle as needed. May use hand sanitizer 

or wipes to wash hands if contaminated. 

- Never touch cups on the top rim but hold I  

from middle or bottom. If hand is soiled then 

clean hand if or wrong place then dispose 

cup. Use your own knowledge keeping infection 

control in mind. 

D.O.N. will monitor nurse during mcd pass times 

to avoid the above mentioned issue from 

re-happening. 

(Please see attachment E) 

Health Regulation & Licensing AdrnInIshatIOn 
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Sep:ember 23, 2011 

Mr. Raymond Marke 
Cul: Manager 
Wholistie Day Services 

Mr. Marke: 

In older to provide consistent and copacetic service to Mr. Wheeler. I request you to have 
the Adaptive Equipment Checklist Form for Mr. Wheeler to be filled up by your staff 
DAILY. This Checklist will ensure continued use and effectiveness of Adaptive 
Devices. I would be doing a weekly monitoring for the coming four weeks and then 
continue to check on monthly basis. Hope you and your staff would cooperate in this 
matbm 

Thar ks 

1-btrWs--- • • 

Sadhna Dubey 
QIDI' 
DC Health Care, Inc. 

As 
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