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A recetification survey was conducted from
9/13/2011 through 9/15/2011. A sample of three
clients \vas selected from a population of six men
with various intellectual and developmental
disabilites. This survey was initiated utilizing the
fundarm :ntal survey process.

The fingings 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,
includiny incident reports.

1 TQualified ifertairetardation professional
(QMRP) will be referred to as qualified intellectual
disabiliti:s professional (QIDP) within this report.]
483,410 'd)(3) SERVICES PROVIDED WITH
QUTSIDE SOQURCES

W 120

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

This ST/NDARD is not met as evidenced by.

4——— .. Based o0 _observation, staff Interview and record |

W 120

review, the facility failed to ensure outside
services provided clients with the necessary
supports and interventions to ensure their health
and safely, for two of the three sampled clients.
[Clients 41 and #2]

The findings include:

1. Obsenation on 9/13/2011, at 7:20 a.m., Client

_ #1 was oserved seated In the living room with
his feet e evated, on a foot stool, A short time
later, at B:0D a.m,, the client was observed seated

LABORATORY DIRECTOR! i OR PROVIDER/SUPPLIER REPRESENTATIVE'S § NATURE

(%8} DATE

YT R T T ~TE
b A L]
_i\/(aumuf.bm&bﬁ[)(#‘c Lo /57y
Any deficlency statement snding with sn asterisk (%) denctes a deficiency which the inatitution ay be' axcused from comrecting providing R /s detorminad tat

other safequards provide sufficient protection to the patiants. {See instryctions,

following the date of survay whather or not a plan of carmeetion is provided.
days foligwing the date th se documents are made available to the facillty.
program participation,

FORM CMS-2567(02-83) Prav ous Vetslons Obsclete

Evant ID: L5BOY

) Except for nursing homes, the findings statad above are disclosable S0 days
For nursing homes, the above findings and plans of comection are disclosable 14
If deficioncies are clied, 3n approved plan of correction is requlsite to continued

Faciity ID: D8G022 If continuation eheet Page 108



PRINTED: 09/26/2011

DEPARTMEN'" OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FO R MEDICARE & MEDICAID SERVIC OMB NO, 0938-0391
STATEMENT OF DEF ICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORR=CTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
096022 B WiNG 08/15/2011
NAME OF PROVIDEF: OR SUPPLIER STREET ADDRESS, QITY, STATE, ZIP CODE
1026 8TH STREET NE
C HEALTH C#| ‘
o CARE WASHINGTON, DC 20002
(X4 10 SUMMARY STATEMENT OF DEFICIENCIES [[»] PROVIDER'S PLAN OF CORRECTION {XS)
PREFIX (E\CH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGGULATORY OR LSC IDENTIFYING INFORMATIQN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
W 120 Continued From page 1 W 120 Q.ID.P had conducted an in-scrvice training 09/02/11

in a weoden chair with arm rests at the dining
table, His breakfast plate was placed on an
elevated tray.

QObsen ations at the day program differed from
the surporis observed in the home earlier that
day. Forexample, on §/13/2011, at 11:30 am,,
revealed Client #1 was provided a Styrofoam
plate, plastic spoon, and a red plastic tray to eat
his meul. At the end of his meal, Client #1 got up
from thi2 table, walked over to a trash can in the
cafeteria and dumped the plate, spoon, and
napkin nto the trash, He then returned to his
seat ani placed the tray on the table and then

progeediad-towaltuntibt wastime-to returntohis

classroom. Roughly 20 minutes later, he
returne! to his class room and was seated for
approxitnately 6 - 7 minutes before he was taken
down th2 hall where he was again seated to take
part in his music therapy program. He sat
ancther 15 ~ 18 minutes before this surveyor left
the day zrogram.

Record review on 91572011, at 10:27 a.m.,
revealec Client #1's Medication Administration
Record (MAR) and Physician's Order Sheets

at individual #1's Day Program on 09/02/11 & 09/16/11 &
on use of adaptive equipment to ensutc that the day 09/16/11
program follew protocots for usc of adaptive cquipment.
Additiona!ly,day program also conducted in-servicc

training with their staff to cnsure continued use of Adaptive
equipment, Daily checklist has. been developed by D.CH.C
for Day Frogram to cnsure continued vse of ordered

Adaptive Equipment. Q.LD.P will conduct

weekly monitoring and observations @ Day Program

and would continue monitoring on monthty basis.

{Ploase see Attachment "Al-A10%)

l-a
b
¢

(POS) dited 972017 prescribed "Keep both legs
elevated to hip leve! when seated * Additional
record review on 9/15/2011, at 11:03.am.,,
revealed. Cllent #1's Protocol for Adaptive
Equipment, dated 9/3/2010, recommends that
during meals he should be provided a "Plate
Elevatior Aid, High Sided Plate ... With
exceptions during: Night Time." Further record
review revealed Client #1's Physical Therapy
Assessment dated 8/31/2011, also recommendex
that he "( se an armchair at the dining room table
... o help with proper sitting posture.”

FORM CMS-2587{D2-59} Prer laus Versions Obisolete

Evenl ID: L5801 T

Facility ID: 09G0Z? If continuation sheet Page 2 cf 8




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOF MEDICARE & MEDICAID SERVICES

PRINTED: 09/2e/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFIZIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRE STION IDENTIFICATION NUMBER:

08G022

(X3) DATE SURVEY

{X2) MULTIPLE CONSTRUCTION
COMPLETED

A, BUILDING
B. WING

09/15/2011

NAME OF PROVIDER OR SUPPLIER
D C HEALTH CAILE

STREET ADDRESS, CITY, STATE, ZIP CODE
1026 5TH STREET NE
WASHINGTON, DC 20002

SUMMARY SYATEMENT OF DEFICIENCIES
{EA >H DEFICIENCY MUST BE PRECEDED BY FULL
REQ JLATORY OR LSC IDENTIFYING INFORMATION) .

(X4} ID
PREFIX
TAG

D PROVIDER'S PLAN OF CORRECTION
PREFIX {EAGH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFCIENCY)

(X3
COMPLETION
DATE

W 120 Contint ed From page 2

With respect fo these racommendations, the
facility failed to ensure the day prograrm
consistently implemented the following:

a. Eleve te Client #1's feet to hip level whenever
he's seited.

b. Provile him with a high sided plate during
meals.

¢. Provide him an armchair during meals,

At no fire during the observation period at his
day progiram were Client #1's legs ever abserved
being el:vated, He was also not observed using

W 120

-————srhigh s ded-plate-for lunch;-and he was-not
providec an armchair during his lunch period.,

Intervievt with the qualified intellectual disabilities
professinal (QIDP) on 9/15/2011, at 11:58 p.m.,
confirmed the day program should have ensured
his feet wvere elevated when seated. The QIDP
also confirmed the day program shouid have -
used a high sided plate during lunch and he was
suppose ] to be provided a chair with arms during
junch. -

e 2. On 97 3720771 Cligft #2 Was observed holding |
a musicz1 instrument while participating in music
therapy it his day program, between 11:55 am. -
12:08 p.rn. At 12:10 p.m,, the client was
observec holding a handrafl as he walked down a
hatiway ¢ utside the music room. Client #2 was
again obsierved manipulating a musical
instrument from 12:11 p.m. - 12:48 p.m. When
summonid by staff, at 12:48 p.m., the client
walked tc the lunch room, sat down and began
eating hic lunch, The client was not observed to
wash his hands before lunch. Observations

2, In response to the infoction control @ individual #2's  09/19/11

# infrotnn

dontrol on hand washing techniqus @ the

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

Day program casc manager and nurse also

conductcd similar training. Daily hand washing

docymentation form is developed by D.C.H.C for

Day Program daily documentation, Day Program

-will ensore individual #2 follows univcrgal
precautions, Q.LD.P will conduct monthly monitoring.

{Sce Attachment B1 to B6)
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W 120 Contin Jed From page 3 W 120
during the meal revealed Client #2 held his spoon
in the right hand and he used his left hand fingers
to pust food onto his spoon. On 9/15/2011, at
12:23 j.m., the QIDP replied "no” when asked
whether she had inquired about staff in-service
fraining on infection control at Client #2's day
prograin. it should be noted that staff in the
home vsere observed giving Client #2 a verbal
remind:r o wash his hands before his aftemoon
snack on 9/13/2011, at 5:15 p.m.
3. On 8/13/2011, at 12:32 p.m., observation of 3. A case conferencc and an In-Service washeld  09/19/11
Client #3's lunch plate at his day program @ The Day Program on 09/19/11 to clarify
reveale 1 that he received a serving of ground diet orders and cating protocol for individual #3.
T—turkey, nashed-potatoes-mixed-vegetables and The cdse manager was provided cxplanation about
vanilla pludding. He aiso recs:awed two 4 oz. '  portion size. Per cating protocol meals to be separated
;amngorgz ?;;astf:ne:nrgg';r ;:‘rte;eznot:d;::' éha?eday _into 2 portions. Individual should be encoursged to
Swaliow and Eating Guidelines” that indicated swallow the food im hix mouth and drink his liquids
Client #3's lunch should be Sp“‘t "into twa before receiving his next portion. This strategy 1a
portions.” When asked what that meant, the established to maintain safcty with oral intake to
case m:nager stated that she was not sure and provent aspiration. On the day of the survey, catered
she wol Id seek clarification. She further stated tunch wax provided in scctioned plates and portion
that t‘ha unches wera catEfed. as per the client's sizc was per physicians diet order. Daily Documentation
physician's orders, When interviewed on on implementation of cating protocol is followed.
. 2{%:’;23, 1';‘ 9.36 LU g.}%ﬁ__-_w-_m Form has been developed by D.C,H.C. to.cnsurc.cating .
ould receive dovbie poruons. Siw oF protaco! is followed. Q.I.D.P will continue momthly
stated t at staff were to present one serving first, monitoring
and ther: present a second plate of equal portion ; "
size afterwards. On 8/13/2011, however, Client (See Attachment C1 to C5)
#3 was 1ot observed {0 be offered a second
plate.
W 159 483.430 a) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL
Each client's active treatment program must be
integratsd, coordinated and monitored by a
qualified mental retardation professional,
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W 159 Continued From page 4 W 159
This STANDARD is not met as evidenced by.
Based on observation, staff interview and record
review, the facility's qualified intellectuat '
disahilitie s professional (QIDP) faited to ensure
the coorclination of services to promote clients’
health ard safety, for three of the three sampled W149
clients, [Clients #1, #2 and #3) I Q.LD.P hed conducted an in-scrvice training 09/02/11
The findigs include: at individual #1's Day Program on 09/02/11 & 09/16/11 &
on ust of adaptive cquipment to cnsure that the day 09/16/11
1. The Q DP failed to ensure outside services program follow protocols for use of adaptive equipment,
met the reeds of each client. [See W120] Additionally.day program also conducted in-service
, " training with their staff to ensure continued use of Adapnvc
2. The QIDP failed to coordinate Client #3's
dietary sérvices with the nutritionist to ensure that cquipment. Daily checklist ha:.‘been developed by D.C.H.C
the client s diet orders refiected the client’s needs, for Day Program to ensure conitinued use of ordered
as followss: Adaptive Equipment. Q.1.D.P will conduct
i s nhvelclan heets (POS),. dated weekly monitoring and obscrvatians @ Day Program
gﬁgéf? srgﬂgcstl::ja ?hi?onlilﬁ:u?n:?ﬁ et(o rdel)'hs "25 00 and would continue monitoring on monthly basis,
kcal dout le portions, ground, regular with 2 (Please see Attachment "Al to A10")
snacks - arger snack in the evening. 8-10 :
glasses cf fluids per day. Low cholesterol high ‘
fiber. Pru 1¢ juice 1-2 glasses in diet.” When .  AMENDMENT .
' interviews:d on 9/14/2011, at 9.36 a.m., the QIDP Afor consulting wilh Nutritionist, the diet order ~ 02700/ 11
stated the tstrr:a ch;nt tsa::fcvuhci re;:ewe doutble for individuals #3 was clarified by the PCP today
portions. She said staff were to present one - Tows -
serving fist, and then present a second plate of and was rewtitten a8 follows : _
aqual por jon size afterwards. She further stated Diet - 2000 cal dovble portion law cholosterol, high
that the b $al daily calorie count should be 5000 fiber ground dict with snack totaling to 1000 cal
keals, The total daily calorie count, however, was ‘(divided during the day) Give 8-10 glasscs of fluids/day.
g‘r’tp;‘e;;?g :-:!si" Cﬁer:t #3's nutritional assessment This order will be shared with Day Program,
: “Nutritionist is scheduled to do an in-scrvice
. ii W :
W 391 483.460(r)2)(i) DRUG LABELING 391 ‘training today (10/11/11) at the facility. Q.1.D.P tofnjn
The facility must remove from use drug «and House Manager will follow up with same ;
FORM CMS-2567(02-89) Prev ous Versions Obsolate Event ID:L58011 Faclity ID: 096022 If continuation sheet Page S of 8
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W 391 Contintied From page § W 391
containers with wom, illegible, or missing fabeis.
This STANDARD is not met as evidenced by: |
Based on observation, staff interview, and record
review, the facllity failed to remove from use drug
containirs with worn, illegible labels for cne of the -
six clients in the facility. [Client #3]
The finding includes:
W3l An In-service training was done with nurses on 0920
On 9/13'2011, at approximately 7:30 a.m., the . 09/20/11 for the following:
Licens'ed Practicai Nurse (LPN) was qbsewed | - Refills should be called in a timely manner,
removin, a bottle of Multl-Delym Liguid from the - Liquid medication bottlos should be kept very
7 ' 'edm'am,bmet‘ 'F"mbsmaumm'ad clean i.c keep labels clean/frec of stains and legitlc,
the afore mentioned medication bottie had a ! In care label is not legiblc, a replacement should be
stained pharmacy label that was worn and Ted in fro ) n ' ‘
-ilegible 1 places. During a face to face interview catiedin trom pharmacy. L
with the |.PN on September 13, 201 1, at - While dispensing medications follow infection
approxin ately 7:40 a.m,, it was acknowledged | conirol;
Client #3 was prescribed Muiti-Delym Liquid & ml - wash hands before starting med pass in the
every day by mouth and that the aforementioned middle as necded, May use hand sanitizer
medicaticn pharmacy label was illegible in places ' or wipas to wash hands if contaminated.
gs a'er:su Fglfiebet';:gs Stasleneu byb;neﬂleﬁitmg'on - Nover touch cups on the top rim but hold
eview o nt #3's September ca : i . Ifhand is soiled th
Administration Record (MAR) E‘;% physician order :::' ':;::]el;h;;:’:w k;"ow;:::; keemf:g' ‘
sheel {PLUISY dafed September, 2011, on e -
9/13/201", at approximately 8:35 a.m, confirmed infection control in mind. :
Client #3 ~as prescribed the aforementioned D.O.N. wilt monitor nurse during med pass times
medication, « 1o aveid the above mentioned issuc from
rc-happening,
There waii no observable evidence the facility (Pleasc see atizchment E)
ensured that all prescribed medications did not
have worr and iliegible pharmacy labels.
W 455 483.470())"1) INFECTION CONTROL W 455,
l
There muxt be an active program for the
pravention, control, and investigation of infection ,
FORM CMS-2567(02-89) Previ s Varsions Obanlets Event iD:L5BO1 H continuation sheet Page 6 of 8
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but was accidentally left, un-served on the stove,

dietary services with the nutritonist to ensure that
the resident's diat orders reflected the resident's
needs, as follows:

Resideni #3's physician's order sheets (POS),
dated 9/ /2011, reflected the following diet orders
"2500 keal double portians, ground, regular with 2
snacks - Jarger snack in the evening. 8-10 '
glasses uf fluids per day. Low cholesterol high |
fiver. Prune juice 1-2 glasses in diet.” When I
interview=d on 9/14/2011, at 9:36 a.m., the QIDP ,
stated thit the resident should receive double |
[ portions. she said staff were ¢ present ong
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
kcals, The total daily calorie count, however, was
not reflected in Resident #3's nutritional
assessmint or physician's orders, :

3512.2 RIECORDKEEPING: GENERAL 1261

PROVISIDNS

1261

3. The C1DP failed to coordinate Resident #3's 3.

AMENDMENT

After consulting with Nutritionist, the diet order
for individuals #3 was clarified by the PCP today
and was rewritten as follows -

Diet - 2000 cal double portion low cholesterol, high
fiber ground dict with snack totaling to 1000 cal
(divided duting the day) Givc 8-10 glasses of fluids/day.
This order will b shared with Day Program.
Nutritionist ix scheduled to do an in-service

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

and Housc Manager will follow up with samc

_with nther staff as well

1011711

——-———~Each-rectrd-shail-be kept-in-a-centralized-file-and
made avzilable at all times for inspection and
review by personnel of authorized ragulatory

agencies.

This StatLte is not met as evidenced by:

Based on interview and record review, the group
home for |>ersons with intellectual disabiliies |
{GHPID) failed to ensure records were avaitable |
for inspec ion by personnel of the Department of |
Health, Health Regulation and Licensing '
Administrztion.

The findiny includes:

Heaith Reguiation & Licert mg Administration
STATE FORM
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On 911312011, at 6:45 p.m,, observation of the
dinner pliatas for Clients #1, #2 arid #3 revealed
that they received chicken, spinach and carrots.
On 9/14£.1011, at 8:56 a.m., review of the menus
that were posted in the kitchen revealed that in
addition t> the chicken, spinach and camrots, the
clients should have received a serving of brown
rice and 2. dinner roll. No additional food was
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W 455 Continyed From page 7 W 455
z;‘;?': l: ?SY %"29’5"" g’r:"":g;fa‘:':g :;;s;v;sashed 2. In responsc to the infoction control @ individual #2's  09/19/11
remindi }g‘ hi mytgﬁ gh his hands before thiel ved Day Program. Q.1D,P conducted training on infoction
meal, control on hand washing technique @ the
W 472 483.48C(b){2)(i) MEAL SERVICES W 472 individual's dsy program on 09/19/11.
Day program casc manager and nurse also
Food must be served in appropriate quantity, conducted similar training. Daily hand washing
documentation form is developed by D.C.H.C for
This STANDARD s not met as evidenced by; Day Program daily documentation. Day Program
Based «n observation, interview and record will ensure individual #2 follows tmiversal precautians,
review, t1e facility failed to ensure that food Q.LD.P will conduct monthly monitoring. _
portions were served in the appropriate quantity, {Ses Attachment B to B ) :
for three of three clients in the sampie, [Clients
———#1, #2-a1d#3] - ‘ - ! - ‘
The findig includes:
¢ An In-service training was donc an 09/15/11 gn 09-15411

the following: Dict Orders, following menv, and
meal preparation as per menu. The staff was
reprimanded and disciplinary action was taken
for carglessness. Q.1.D.P and House Manager
will monitar meal preparations from time to time.
(See Attachmont F1 TO F3)

served bé fore the meal'énded on 311372077 af
approximately 7:30 p.m, When interviewed on
9/14/2011, at 3:22 p.m., the direct suppor! staff
who had prepared dinner the night before stated
that the rie had been cooked but was
accidanta ly left, un-served on the stove.

4
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A licensure survey was conducted from

8/13/20 11 through 9/15/2011. A sample of three
residents was selected from a population of six
men with various intellectual and developmental
disabiliti 3s.

The find ngs of the survey were based on i
observalions 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. !
[Qualifie:) mental retardation professional

(QMRP) will be referred to as qualified intellectual

T disabilitie s professional- (QiD Py withi nthisreport ] ————

1 047
|
Each GHVIRP 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 rn Plan,

1047 3502.5 NEAL SERVICE / DINING AREAS

———This Stati te_is_not met as evidenced_by:
Based on abservation, interview and record
review, th:2 facility failed to ensure that residents
received rneals at their day programs in ;
accordance with their prescribed modified diets,
for one of the three sampled residents. [Resident \
#3) i
I

The findin;; includes;

On 8/13/2011, 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 vegetatles and
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anilla pudding. He al ved two 4 A case conference and an In-Servicc washeld  09719/11
cartons f fat-free milk, At 1:20 p.m., the day g.' m:d i 4 F:m o I .03.".? I
program case manager presented a "Safe o orcers and eatimg protocol for individual #3.
Swallow and Eating Guidelines" that indicated The case manager was provided cxplanation about
Residen: #3's lunch should be spiit "into two portion size/ per cating protocal meals to be separated
portions.” When 1:5?;‘ what that meant, the into 2 portions individual should be encouraged to
case manager sta at she was not sure and How the food in his mouth dsink his liquids
she would seek clarification. She further stated beore oo :’“’“'.‘ e "::: :
thet the | inches were catered, as per the o7 Tecelving his next portion. This strategy is
- resident's physician's orders. When interviewed established to maintain safcty with oral intake to
on 9/14/: 011, at $:36 a.m., QIDP stated that the provont aspiration. On the day of the survey catered
resident ;;hould receive double portions. She lunch was provided in sectioned plate and portion
furth'er strted that staff were o present one size was per physicians diet order. Daily Documentation
serving fist, and then present a second plate of implementation of eating protocol is fallowed
. .£qual portion size afterwards. On 9/13/2011, _ T O eatg protocol | follwed,
however, Resident #3 was not obeerved to be Fortt ¥ Been deveTaped by DICTHIT o ensuiré dating
offered a second plate. protocol is followed. QTDP will continuc monthly
i monitoring, '
{090 3504.1 HOUSEKEEPING - 1490 (Sce Attachment C1.C5)
The interi3r and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanit:iry manner and be free of
accumulalons of dirt, nibbish, and objectionable
odors.
This Statule is not met as evidenced by:
Based on observation and staff interview, the
Group Hoime for Persons with intellectual
Disabilities; (GHPID) failed to ensure the facility’s
environme nt was maintained as required to
ensure the health and safety of six of six
residents. [Residents #1, #2, #3, #4, #5 and #6]
The findings include:;
Observatic n and interview with the facility's house
manager cn 9/14/2011, beginning at 2:01 p.m.,
revealed t e following deficient conditions:
Health Reguiation & Licens ng Adminigiration
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1. The ceiling fans in both Residents #2 and . | 'The eriting fans in both the rooms were fixed on 0%/16/11
#3's betirmoms were incperable. 09/15/11 and 09/16/11.

2. The bathreom on the second floar:

2. Thetoilet seat was extremely loose and can 22 | The toilet seat was properly secured an 09/16/11

be moved from side to side.

b. The exhaust fan was inoperable. b |The bathranm's axhaust fan was Tixed on 09/16/11

¢. The sink did not drain property and water e. | The sink drain was unclogged on 09/16/11
pooled ir the sink when the faucet was turned on
{water le sel continued to rise until the water was
shut off).

09/16/11

1180 3508.1 ADMINISTRATIVE SUPPORT y 1180

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

This Statute is not met as evidenced by:

Based on observation, staff interview and record
review, tha group home for persons with
[~—"inteliectuz Fdisabilittes{GHPIDfalled ensure
adequate administrative staff to effectively meet
the residents’ needs, far three of the three
sampled rasidents. [Residents #1, #2 and #3) }

The findin 35 include:

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

a. Observetion on 9/13/2011, at 7:20 a.m.,
Resident #1 was observed seated in the living
Hoaith Reguiation & Licans ng AOMImEwalion
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observej seated in a wooden chair with arm rests .
atthe dining table. His breskfast plate was
piaced on an elevated tray.

Observations at the day program differed from
the supports observed In the home earlier that
day. Fot 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. Atthe end of his mesl, Resident #1 gat
up from the table, walked over to a trash can in
the cafeteria and dusped the plate, spoon, and

.napkin in o the trash. He then returned to his
seat and placad the tray on the table and then
proceeded to walt until it was time to return to his
classraory, Roughly 20 minutes later, he
returned o his ¢class room and was seated for
approximately 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 97/15/2011, at 10:27 am,

) _ ] FORM APPROV
Health Requlation & Licensing Administration AP =0
STATEMENT OF DEFIIENGIES (X1} PROVIDER/SUPPLIER/CLIA %3) DATE SURVEY
AND PLAN OF CORRE TION IDENTIFICATION NUMBER, (X2) MULTIPLE CONSTRUCTION O oV
A, BULDING
B. WING
HFD03-0080 09/15/2011
NAME OF PROVIDER 1JR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE ’
, 1026 8TH STREET NE
D CHEALTH CAFE WASHINGTON, DC 20002
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION
PREFIX {EACGH DEFICIENCY MUST BE PRECEDED BY FULL PRERIX {EACH GORRECTIVE ACTION SHOULD BE cor-pﬁmsrs
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROPRIATE DATE
DEFICIENCY)
1180 Continuad From page 3 {180
o 1.0 [Q.LD.P hed conductod an in-service traink 09/02/11
room wih his feet elevated, on a foot stool, A a at individual #1's Da :] : 09.’0;1;'1‘3& 09/16/1 | &02 1
short tie later, at 8:00 a.m., the resident was mevichat#1's Day Program on
on usc of adaptive equipment to ensurc that the day 09/16/11

program follow protocols far use of adaptive equipment
Additionalty,day program alsa conducted in-serviec
training with their staff'to ensurc continucd use of Adaptive
Equipment. Daily checklist has been developed by D.CH.C
for Day Program to ensurc continued usc of ordered
Adaptive Equipment. Q.L.D.P will conduct weekly
monitoring and observations @ Day Program

and would centinue monitoring on monthly basis.

(Plosse see Attachment "A1-A10")

{—————rFevealed flgsident #1's Medication Administration.|
Record (N AR) and Physician's Order Sheets
(POS) dat2d 9/2011 prescribed "Keep both legs
elevated tu hip level when seated." Additional
record rev ew on 9/15/2011, at 11:03 a.m.,
revealed, Resident #1's Protocol for Adaptive
Equipmen, dated 9/3/2010, recommends that
during mels he should be provided a "Plate
Elevation /\id, High Sided Plate .., With

exceptions dusing: Night Time." Further record
review revixaled Resident #1's Physicat Therapy
Assessmet dated 8/31/2011, also recommended
that he "us 2 an armchair at the dining room table i
-.. {0 help with proper sitting posture.”

Health Regulation & Licensi v3 Administration
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With reripect to these recommendations, the
facility fuiled to ensure the day program
coensiste ntly implemented the following:

1) Elevate Resident #1's feat fo hip level
whenever he's seated.

2) Provkie him with 2 high sided plate during
meals.

3) Provicle him an armchair during meals.

At no tire during the observation periad at his
day program were Resident #1's legs ever
observex!' being slevated, He was also not

period.

Interview with the QIDP on 8/15/2011, at 11:58
p.m., confirmed the day program should have
ensured lis feet ware elevated when seated.

The QIDF also confirmed the day program should
have useii a high sided plate during funch and he
was supposed to be provided a chair with arms
during lurch.

b On 91132011 _Resident #2 was.obsenved

observec using a high sided plate for lunch, and 4
he was nat provided an armchar Huring his lunch

[} L] 1 H (3 F
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holding a musical instrument while participsting in
music the apy at his day program, between 11:55
am. ~-12:118 p.m. At 12:10 p.m., the resident was
observed 1olding a handrail as he walked down a
naliway ot tside the music room. Resident #2
was again observed manipulating 8 musical
instrumen' from 12:11 p.m. - 12:48 p.m. Whan
summonei] by staff, at 12:48 p.m.,, the resident
walked to 'hie lunch room, sat down and began
eating his unch. The resident was not observed
1o wash hiii hands before lunch. QObservations
duning the meal revealed Resident #2 held his
spoon in t e right hand and he used his left hand

!
!

L

In responic fo the inlochion contro] @ mdividual 72 0oN19/TT

Day Progtam Q.1.D.F conductcd mraining on infection
control on hand washing techmique @ the
individual's day program on 05/19/11,

Day program casc manager and nurse also

conducted similar training. Daily hand washing
documentation form is developed by D,.C.H.C for
Day Program daily documentation.

Health RegUiaton & Licans ng Acmimsiraiion
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day program revealed that he received 2 serving
of ground turkey, mashed potatoes, mixed
vegetablis and vanilla pudding. He also received :
two 4 oz, cartons of fat-free miik. When

interview 3d SR 971720171, 31938 a.m., GIDP

stated thiit the resident should receive double
portions. She further stated that staf were to
present cne sérving first, and then present a
second pate of &qual poition size afterwards. On
9/13/201", however, Resident #3 was not
abserved to be offered a second plate,

i

2. The Qi P failed to ensure that staff in the
home ser red foods in accordance with the
prescribe! menus, as follows;

On 9/13/2011, at 6:45 p.m., observation of the
dinner pla'es for Residents #1, #2 and #3
revealed that they received chicken, spinach and
carrots. Cn 8/14/2011, at 9:56 a.m., review of the
menus thzt were posted in the kitchen revealed
that in adc ition to the chicken, spinach and
carrots, tha residents should have received a
serving of brown rice and a dinner roll. No
additional ‘ood was served before the meal

ended on 1/13/2011, st 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
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~ fingers ‘o push food anto his spoon, On
8/15/2011, at 12:23 p.m., the QIDP replied “no"
when a«ked whether she had inquired about staff
in-servi e training on infection control at Resident
#2's day program. it shouid be noted that staf in
the home wera observed giving Resident #2 a
verbal reminder to wash his hands before his
aftemnco1 snack on 9/13/2011, at 5:15 p.m.,
c. [See [147] On 9/13/2011, at 12:32 p.m., .
cbservation of Resident #3's lunch plate at his 1-C.{ A case conference and an In-Scrvice was held

@ The Day Program on 09/19/11 1o clarify
diet orders and eating protoco! for individual #3.

The case manager was provided explanation

sbout portion size mer sating protocol meals to

be separated into 2 portiens, Individual

should be encouraged to swallow the food

in his mouth and drink hin liquids beforc roeelving

his next portion. This strategy is cstablished to

maititain safety with ora) intake to prevent aspiration,
On the day of the survcy, catered lunch was provided in
sectioned platc and portion size was per physicians

dict order, Daily documentation on implementation of
cating protoco! is followed. Form lias been doveloped by
D.C.H.C to enfure eating protocal is followed. Q.1.D.P
will cantinue monthly monitoring. :
{Attachment C1-C4)

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

the fullowing: Diet Orders, following menu, and
tzal preparation as per menu. The staff was
reprimanded and disciplinary action was taken
for carelessness. Q.1.D.P and House Manager

will menitor meal preparations from time to time,
(Sce Attachment F1 TO F3)

night before stated that the rice had been coaked |

Haalth Regulation & Licens ng Adminlsirafion
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the resiclent's diet orders reflected the resident's
needs, ¢s follows:

Resident #3's physician's order sheets (POS),
snacks - larger snack in the evening. 8-10
glasses of fluids per day. Low cholesterol high
ficer. Prune juice 1-2 glasses in diet” When
stated that the resident should receive double
1 porons. Shasaid staff were o present orie
serving first, and then present a second plate of
that the ttal daily calorie count $hould be 5000

not reflected in Residant #2's nutritional
assessmint or physician's orders.

dietary siervices with the nutritionist to ensure that

dated §/1/2011, reflected the following diet orders
"2500 ke al double portions, ground, regular with 2 '
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1180 Contined From page 6 1180 |
but was accidentally left, un-served on the stove,

which mcans individual is given double

portion of all food (of 2000 keal which equals

4000 kenl excopt fluid.) Also given 8oz of yogurt and
802 of milk shake which is 250 keal each, which squals
$00 keal for breakfast and dinner. Tots] calotic
consumed by individual equals to 5000 calorie

equal poition size afterwards. She further stated

kcals. The total daily calorie colint, however, was

interviewed on 9/14/2011, at 9:36 a.m., the QIDP ,

H
J

3

1261

(i.e 4000 from food and 1000 from vogurt and milk
shake). Staff was in-scrviced by the nutritionist on
09/19/11 for above. Q.1.D.P and House Manager

lll v ﬁ ]] . . ’ .] I
weekly baxis,

.(Plcasc see Aftachment D1 to D6)

1261 3512.2 RIZCORDKEEPING: GENERAL

PROVISHINS

—————FEach-recerd-shalHbe-kept-in-a-centralized-file-and ol
made available at all times for inspection and
review by personnel of authorized regulatory
agencies.
This Statule is not met as evidenced by:
Based an interview and record review, the group
home for persons with intellectual disabiiities { |
{GHPID) fled to ensure records were availsble |
for inspection by personnel of the Department of |
Health, Health Regulation and Licensing .
Administration, '
The finding includes:;

Fleafih Reguiation & Licens rg Admmnistabon
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On 9/13'2011, at 10:30 a.m,, the qualified
inteliectial disabilities profesgional (QIDP) agreed
to make available for review the records of all
personn ¥, including licensed health
professionals. On 9/14/2011, beginning at 11.56
a.m., review of the records presented by the
facility's wuman resources director (HRD)
revealed na record maintained for the consuiting
phamacist. The HRD stated that the phamacist
had declined to fumish a physician's certification
of a heal'h inventory (i.e. health certificate™. The
facility re sortedly had entered into a written
agreement with the pharmacy. The written
agreemet, however, was not made available for

at 12:40 .m.
With no rzcord available for review, surveyors

agreement with the pharmacy, that the
pharmacist had a current license to practice in
the Distrit of Columbia or that the pharmacist
had a hetfth certificate that was signed by a

physician

review B¢ fore the survey ended 78 TollGWiRg day™

were unasle 1o verify that the facility had & written

1261

D.C.H.C has an agrestncnt with Noighbor carc 10/05411
pharmacy to provide all pharmacy nceds, D.C.H.C

has contactcd Neighbor care pharmacy on 10/05/1 1

1o obtain the cited information by 10/30/11 which

will be forwarded to D.0O.H for review,

(Please sce attachment "G" )

|
f
!
!
484

}—1484-350214- NEDICATIONS

Each GHIMRP shall promptly destroy prescribed
medicatio 1 that Is discontinued by the physician
or has reached the expiration date, or has a
worn, illegible, or missing label.

This Statute is not met as evidenced by:

Based on observation, staff interview, and record

review, the: facility failed to remove from use drug

containers with wom, illegible labels for one of the
six clients in the facility, {Client #3) .

The findinys include:

I

Health Regulation & Licensing Adminlstration
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On 811312011, at approximately 7:30 a.m., the An In-scrvice training was done with nurses on 09/20/11
License 1 Practics! Nurse (1.PN) was abserved 09/20/11 for the following:
remaving a bottle of Multi-Delym Liquid from the - Refills should be called in a tmely manner.
medigoaf on cé:pineg Ft;rctlr_gb pbsgrvtgﬂohn gevealed - Liquid medication bottles should be kept very
e aforementioned medication bottle had a . . .
: . $ fs d]l \
slained yharmacy labe! that was worn and cloan i kmp_' fabels Dl,cw{ree ': iains anh @T:
ilegible in places. During a face to face intenview I carc label is not legible, 2 replacement should
with the LPN on September 13, 2011, at called in from pharmaay,
approxinyately 7:40 a.m., it was acknowledged - While dispensing medications follow infection
Residen! ¥#3 was prescribed Multi-Delym Liquid 5 | control:
ml every day by mouth and that the | ) . .
aforementioned medication pharmacy label was >esh hands before starting med pass and i
illegible i places as a result of being stained by the middle as needed. May use hand sanitizer
medication. Review of Resident #3's September ! or wipes to wash hands if contaminated.
- " Medicatitit Adiinistration Record (MAR) and - Nover touch cups on the top rim buthold |
ggﬁ:crar 93;%% g??t fPOS) dgiecti ?yelaatgénber. from middle or bottam. If hand is soiled then
,on , at approximately 8:35 a.m. ) .
confirmex! Resident #3 was prescribed the clean hand if ar wrong place then disposc
aforemer tioned medication. cup. Use your own kmowledge kecping infection
control in mind. ’
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Sep:ember 23, 2011

Mr. Raymond Marke
Cas: Manager
Wholistic Day Services

Mr. Marke:

In osder 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
contnue to check on monthly basis. Hope you and your staff would cooperate in this
matt:r, .

Tharks

an-brrm——— . .
Sadhna Dubey
QIDI
DC Health Care, Inc.
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