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INITIAL COMMENTS

A recertification survey was conducted from
Septernber 17, 2013 through Septeraber 18,
2013. A sampie of three clients was selscted
from & population of one female and five males
| with varying degrees of intellectual disabifities.
The survey was initizted utilizing the fundartiental
SUrvey process.

The findings of the survey were bastd cn
otiservations in the hame and wo dey programs,
Interviews with ane client, direct support staff,
nursingl 8nd administrative staff, 3s well as a
review of client and administrative records,
includitig incident repotts. '

' [Qualified mental retardation profess enal

(QMRF) will be refarred to as qualified intellzctual
disabilities professional (QIDP) within this report.] .
483.43))e){1) STAFF TRAINING PROGRAM |

The facility must provide each employes with
initial aivd continuing training that enzbles the
employee to perform hig or her dufies effactively,
efficiently, and competently.

This STANDARD is not met as evidenced by:

Based on observation, interview and racord
review, the facility failed o ensure thzt staff
fecelve:d éffective training on sesuring clents
wheelcligirs when exiting the transpatation van
onto the: wheelthair lift, for two of the three clients
in the sidmple (Clienis #2 and #4), faied to ensure
staff was effectively trained to manage the
provisions outlined it each client's mealtime
pratocol and nutritional assessment for one of the
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W 188 | Continued From page 1 . W1ss
three ciienis in the sample (Client #2) and failed
10 ensure each staff was effectively rained on
universal precautions (hand washing) for six of
the six clients int the facility, (Client #1, 22 #3 #4, |
{#6 and #6) ‘
The findings include:;
1. On September 17, 2013, at 4:46 o.m.,
obeervations revealed direct suppoft professional ; .
(DSP) #1 assisted Client £, who was ir a (1.2 3, M es0etvas reyained ai 09/17/13
wheslchair onto the wheelchair fift from the van, a) Universal precautions on 09/17/13, i09/18/13
The staff then was observed ta lowe- the client to b) Meal i tacols on 09/18/
the groiind. The staff was not observed to engage Ihed t'me. protacols on #/18/13 09/18/13
the whieelchair brakes. A similar obsiarvation was €) Wheelchair operation on 09/19/13.
made for Client #4, (See attachment A, B, C)
These intense trainings included practical
Interview. with DSP #1 on September 14, 2013, at demonstrations, role play and questions

| revesled training was not effective.

approximately 8:00 p.m., revealed that securing
the wheelchair brakes after placing the client's on
{he wheelchair lift- was-a standsrd procadure.
When asked, DSP #1 stated that they did not
secure Cliant #2's and Client #4's whealchair
brakes while lowering the wheelchairs down to

- the ground, DSP#1 then stated that he had

| recaived training on securing clients ‘wheelchairs
within the past year.

Review of the staff in-service trairiing records on
Septemriber 18, 2013, at 10:40.a.m., revealed that
on August 28, 2013, all staff including DSP #1,
received training on wheelchair security.

| However, observations on September 17, 2013,

!a nd answers sessions.

‘The QIDP and Program Manager will
[ensure all staff are knowledgeable in all
areas by conducting daily monitoring on
all shifts for one month and then weekly
monitaring for six months.
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2. Facility staff failed to ensure Cliert #1 was
encouwraged ta drink liquids during their maal as
recommendad by the speech language
pathologist (SLPy as avidenced by:

a, Observations of the breakfast meal conducted l
on September 17, 2013, beginning 2t 7:35 a.m.
revealed the following:

7:36 am, - Client #1 was observed sitting upright
at the dining table independently eating hominy
grits from a high sided plate that was positioned
on a riser, Sitting next to the client was direct
support professional #2 (DSP £2).

7:45 a.m. - Client #1 was cbserved ¢ating pieces
of & bran muffin with grape jefly.

7:50 a.m. - DSP #2 was observed to open 3
: container of low fat vanilla yogurt for Client #1
who then began to eat the yogurt slowly

8:00 a.m. - Client #1 was observed -0 drink
approximately six ounces of low fat milk followed
by six aunces of V8 splash juice and six cunces
of decaffeinated coffee from a mug zfter
consuming the entire meal, No difficulties in
swallov/ing or coughing was noted during the
breakfzist mea),

!
Review of Resident #1 medical fecord on i
September 17, 2013, beginning at 11:2C a.m.,
revealed the resident had diagnoses that included
mild dysphagia, esophagitis and gastritie. Review
of Client#1's SLP assessment and mealtime
protoco| dated April 2013, on the same day
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beginring at 12:08 p.m., revealed on the same
day beginning at 12:08 p.m., revealid the
residefit was o giternate liquids/solids after
eating two to three bites snd then take sips of
liquids,

Interview with DSP #2 on September 18, 2013, at
8:12 a.m., confimed that the DSP did not
encourage Client #1 to drink liquids after esting
two to three spoonful's of food. When asked.
DSP #2 stated that they had training on Client
#1's mealtime protocol 2arlier this same year.

' Review of the GHIID's staff in-servica training

record on September 17, 2013, at approximately
2:20 p.m., revealed all staff had received training
on Client #1's' mealtime protocel on Apri 7, 2013, |
Cheervations on September 17, 2013, however, i
revealed the training had nat been e-factive.

3. Facility staff failed to ensure Clien: #1 was
offered eight ounces of prune juice twice a day as
recommended by the nutritionist as «videnced by:

a. Observations of the breakfast 2nd dirner
mesals on cofiducted on September * 7, 2013, at
‘approximately 7:35-a.m. and 6:40 p.In,,
-respeciively revealed the that the DEPs failed to
dffer Client#1 eight ounces of prune juice as

. recomrnendéd by the nutritionist.

- Review of Resident#1 medical record on
September 17, 2013, at approximately 11:45
p.m,, revesled tha resident had diagnoses that
inciuded constipation. Review of Client #1's
nutritional agsessment dated May 2, 2013 and
physician's order sheet (POS) dated September
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20013, on the samme day revealed tte rasident
was prescribed eight ounces of prune juice twice
a day far' bowel managerient.

Intervizw with the qualified mental retardation
professional (QIDP) on September 17, 2013, at
8:00 p.m., confirmed that the DSPs did not offer
Client #1 eight otinces of prune juice as
recammended by the nutritionist and the primary |
care physician (PCP). When asked, the QIDP
stated that the staff had training on Client #1's
nutriticnal provision for eight ounces.of prune
juice twice g day. Further interview ravealed that | . "
the staff would be re-trained onthe ?
aforementianed nutrifional provision

Review of the GHID's staff inservige training
record on Septerrber 17, 2013, at approximately
310 p.m., revealad all staff had received kraining
on Cliént #1's on thie aforementioner! nutritional
provigisn.on April 7, 2013, Observalians én
Septembigr 17, 2013, however, rsveiled the
fraining had hot been effestive,

4. The facility failed fo ensure staff roceived
effective and ongeing infection contr sl training
{(hand washing) as evidenced below:

On September 17, 2013, beginning #t &.35 p.m.,
DSP #5 was observed to opah 2 los] of wheat
bread and remove several slicas of t1e bread with
their bare hands, touch the kitchan ¢aurter, open
the docrr 1o the oven and place the slices of bread
on.a sheet of foil incide the cven witkiout first
washing their hands and putting on ¢ pair of
glovas,

Interview with DSP #5 on the same day at
spproximately 7:30 p.m., revealsd that they
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E

usually wash their hands and put or a pair of
gloves before preparing food for the clients.
Additianally; DSP #5 stated that they had training
on infection control procedtires but couid not
recall the date the training was completad.

Revigw/ of the in-service training records on
Septernber 17, 2013, beginning at 11:02 a.m.,
revealed that all staff including DSP #5 received
training on universal precautions wh ch ingluded
hand washing on February 23, 2013

! Observations on September 17, 2013, however.

revealed the training had not been efective.
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1000 INITIAL COMMENTS 1 000

A retertification survey was conducied from
Septemnber 17, 2013 through Septernber 18,
2013. A sample of thres residents v/as selected
from a population of one female anc five males
with varying degrees of intellectual ¢isabilities,

The findings of the: survey werz basud on
observations in the home and two day programs,
interviews with ane resident, direct support staff,
nursing and administrative staff, as well'as &
review of resident and administrative racords,
including incident reports,

[Qualified mental retardation professional
(QMRP} will be referred to as qualitied intellectus)
disabilities professional (QIDFY within this report.]

1222/ 3510.3 STAFF TRAINING 1222

. ‘There shall be continuous, ongsing n-gervica
training programs schedulsd for ail parsonne!.

This Statute is not met as evidencet by:

Based on observation, interview and recard
review, the group home for individuals with
intelleciual disabilifies (GHIID) the fauility failed to
ensure that staff received effective tmiining on
gecuring Residents whesichairs whei exiting the
transportation van onto the wheelchair Jift, for two
of the three resident in the sample (Residant #2
and #4) and failed to ensure staff was effectively
trained ‘o manage the provisions outlinad in each
Resident's mealfime protacs! and nutriticnal
assessment for ane of the three Residents in the
sample (Resident #2),

The fincings inciude:
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1222| Continued From page 1 ]' ;2324 The staff was retrained on: 7R
1. On September 17, 2013, at4:46 p.m., o a) Universal precautions on 09/17/13. 09/18/13
obsenations revealed direct support professional b} Meal ti . T :
(DSP) #1 assisted Resident #2, whe was in a } Meal time protocols on 109/19/13
wheelchair onto the wheelchair lift from the van. <) Wheelchair operation on 09/19/13.
The etaff then was observed lo lower the
Resident to the ground. The staff wes niot Gesatiachment 4, 8,0
observed to engage the wheelchair srakes, A These intense trainings included practical
simiiar observation was made for Re:sident #4. demonsttations, role play and questions

and answers sessions.

Interview with DSP #1 on Septembe- 14, 2013, at The QIDP and Program Manager will
approximately 8:00 p.m., revealed ttat securing

the wheelchaiir brakes after placing the ~esident's
on the wheelchair lift was a standarc procedure. areas by conducting daily monitoring on
When asked, DSP #1 stated that they did not
secure Resident #2's and Residertt 144's -
- wheelchair brakes while lowering the wheelthairs monitoring for six months.
down 13 the ground, DSP #1 then stated that he
had received training on securing Residents i
wheeichdirs within the past year,

ensure all staff are knowledgeable in all

all shifts for one menth and then weekly

Review of the staff in-service fraining records on
September 18, 2013, at 10:40 a.m., "evealed that
of August 28, 2013, all staff including DSP #1,
received training on wheelchair security.
However, observations on September 17, 2013,
reyrealed training was not effective.

2. Facility staff failed to ensure Resident #1 was
encouraged to drink liquids during thisir meal as
recomrmenced by the speech languaje
pathalogist (SLP) as evidenced by:

&. Observations of the breakfast mez| conducted
on September 17, 2013, beginning & 7:35 a.m.
revealed the following:

7:38 a.m. - Resident #1 was observed siting i
Heaith Regulstion & Licensing Adminstration
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uprigh: at the dining table independently aating
hominy grits from a high sided plate that was
positioned on a riser, Sitting next to ~he Regident

was direct support professional #2 (DSP £2),

7:45 a.m. - Resident #1 was observed eating
pleces of a bran muffin with grape jelly,

7:50 a.m. - DSP #2 was observed 10 op=n a
cantairer of low fat vanilla yogurt for Resident #1
who thien began to eat the yogurt slowly.

8:00.a.m. - Resident#1 was observad to dnink
approximately six aunces of low fat “nilk followed
by six vunces of V8 splash juice and six ounces
of deczffdinated coffee from a rhug effer . .
consuming the entire real. No difficilties in . :
swallovring or coughing was noted during the
breakfzist meal, 4 -

Review of Resident #1 medical record on -
September 17, 2013, beginning at 11:20 a.m.,
revealed the resident had diagnoses that Included
mild dysphagia, esophagitis and gastritis. Review
of Resident #1's SLP assessment and meaitime
protocol dated April 2013, on the same cay
beginning at 12:08 p,m., revealed on the same
day beginning at 12:08 p.m., revealed the
resident was fo alternate liquids/zolids after
eating two to three bites and then taks sips of
liquids.

Ihterview with DSP #2 on September 18, 209 3,at
912 a.m., confirmed that the DSP di¢: not
-encoursge Resident #1 to drink liquids after
eating two to three spoenful's of food. When
asked, [ISP #2 stated that they had t1 aining on
Residert #1's mezltims protocol earlier this eame
Fealth Regulation & Licknsing Admintstration
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Review of the GHIID's staff in-gervice training
record on September 17, 2013, at asproximataly
2:20 pm., revealed all staff had received fraining
on Resident #1's mealtime protocol an April 7,
2013. Observations on September 17, 2013,
however, revealed the training had rot been
effective.

3. Facility staff failed to ensure Resilent #1 was
offered eight ounces of prune juice twice a day as
recominended by the nutritionist as rvidenced by:

a, Observations of the breakfast and dirner
meals on conducted on September < 7, 2013, at
approx mately 7:35 a.m. and 6:40 p.in.,
respeciively ravealed the that the DSPs failed to
offer Resident #1 eight ounces of prune juice as
recommended by the nutritionist,

Review of Regident #1 medical record on
Septerriber 17, 2013, at approximate 'y 11:45
p.m., revealed the resident had diagr oses that
included constipation. Review of Resdent #1's
nutritiorial assessment dated May 2, 2013 and
physiciein's order sheet (POS) dated September
20013, -on the same day revealed the resident
was prescribed aight ounces of prune: juice fwice
a day for bowel management.

Intarview with the qualified mental retsrdation
professional (QIDP) on September 17, 2013, at
8:00 p.m., confirmed that the DSPs d d not affer
Resicert #1 eight ounces of prune juize as
recomimended by the nutritionist and “he primary
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care physician (PCP). When asked, the QIDP
stated that the staff had training on 12esident #1's
nutritional provision for eight ounces of prune
juice twice a day. Further interview ravealed that
the staff would be re-irained on the
aforementionad nutritioriz) provision

Revigw of the GHIID's staff in-servica training
record on September 17, 2013, at approximately
3:10 p.m., revealed all staff had recéived training
on Resident #1's on the aforementio e
nutritienal provision on April 7, 2013,
Observations on Septamber 17, 2013, however,
revealed the training had not been effecive.

4, The facility failed to ensure staff received
effective and onguing infection conttol training
(Hand vrashing) as evidenced below:

On Segtember 17, 2013, beginning 2t 6:35 p-m..
DSP #& was observed to open a loaf of wheat
bread and remove several slices of the bread with
their bare hands, touch the kitchan counter, opanh
the door to the oven and place the slices of bread
on a sheet of foil inside the bven without first
washing their hands and putting on a pair of
gloves,

Interview with DSP #5 on the same day at
approximately 7:30 p.m., revealed thut they
usuzlly wash their hands and put on-z pair of
gloves before preparing food for the Flesidents.
Additionally, DSP #5 stated that they 1ad training
on infection contrdl procedures but could not
recall the date the training was complated.
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Review of the in-servica training racords on
September 17, 2013, beginning at 11:02 am.,
revealed that all staff including DSP #5 recaived
training on universal precautions which included
hand washing on February 23, 2015,
Observations on September 17, 20° 3, however, i
| revealad the training had not been effective,

1228 3510.5(c) STAFF TRAINING 1228

Each training program shall include, but not be
limited to, the following:

(&) Infection control for staff and residents;

This Statute .is not met as evidence! by

Based on observation, interview and record
review, the GHIID failed to ensure exch staff was
effectivsly trained on universal precsutions (hand
washing) to avoid sources and trans mission of
infactian, for six of six of residents in the facillty,
(Resident#1, #2 #3, #4. #5 and #5)

09/17/13

The finding includes; _ ‘
The staff was retrained on Universal

The GHID failed to ensure staff received . /
effective and ongoing infection contrl training precautions on 09/17/13.
(hand vsashing) s evidenced belaw: (See attachment C)

On Seteniber 17, 2013, beginning &t 6:35 p.m.. These intense trainings included
DSP #& was observed to open a loaf of wheat ; ;
bread and remove several slices of tie bread with practical demonstrations, rolc play and
their bare hands, touch the kitchen counter, open ; :

the door fo the oven and place the slices of bread {estions and mswers sogsions.
on a sheet of foil inside the aven withaut first
washing thelr hands and putting on 3 pair of
gioves,

Health, Regulation & Licorsing Administration
STATE FORM 8445 MZBY1 i eontinustion shieet & of 7




PRINTED; 089/23/2013

FORM APPROVED
Health Redulation & 1icensin i Administratior)
STATEMENT OF DEFICIENCIER (X1) PROVIDER/SL PPLIERICLIA, (%2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAYICIN NUMBER: A BUILDING: CAMPLETED
HFD03-00£:0 B, WING 09/18/2013
NAME OF PROVIDER UR SUPPLIER STREET ADDRESS, CITY, STATE. 2IP CODE
‘ 801 14TH STREET, SE
D C HEALTH GARE WASHINGTON, DC 20003
X4 | SUMMARY STATEMENT OF DEFICIENCIES ! s} | PROVICER'S PLAN OF GORRECTION I (xn)
PREFIX | {(EACH DEFICIENCY MUST BE PRECECE ) BY FULL PREERX (BACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG ‘ REGULATORY OR L3¢ IDENTIFYING INFURMATION) TAG | CROSS-REFERENCED TO THE APPR!'JPR!&TE DATE

1226 Continued From page 6

gloves before preparing

Review of the in-sarvice

| Interview with DSP #5 on the same jay at
approxirately 7:30 p.m.
usually wash their hands and put on a pair of

. revealed that thay

Additionally, DSP #5 stated that they had fraining
on infetion control pracedures but could not
recail the date the training was comp:letad.

September 17, 2013, beginning at1-:02 a.m,,
revealed that all staff including DSP 1#5 received
training on universal precautions whish included
hand washing an February 23, 2013,
Observations on September 17, 2013, however,
revealed the training had not been afiective.

226

food for the residents.

training rectirds on

weekly monitoring for six months.

The QIDP and Program Manager will ’
ensure all staff are knowledgeable in
all areas by conducting daily monitoﬁn%

on all shifis for one month and then
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