DEPARTMENT OF HEALTH AND HUMAN SERVICES RN AP

I
| selected from a population of three famales and _ '
wo males with varying degress of disabilities, i
: The findings of the survey were based on i
obssrvations and interviews in the home and at
. \wo day programs, as well as a review of the
; resident and administrative records, including the
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© A re-certification survey was conducted from - of Health ’
: March 13, 2012 to March 15, 2012. The survey | Reguistion & Licensing Adminietration :
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| & random sampling of three residents was Washington, D.C. :
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. incident reports. ,
: 1 i
: The qualified mental retardation professional i i
; (QMRP) will be referred 1o as the qualified : l |
| inteflectual disabllities professional (QIDP) in this |
| raport, ‘
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| Based on cbservation and staff interview, the 2 A 5N
facility falled 10 ensure the water temperature did Bﬂ’h Q{Ee&
not exceed 110 degrees Fahrenhit (F) for five of | WC’J%._
| five clients residing in the facilfy. (Client#1, 82, ' HoF . pt osi ;
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Observation on March 13, 2012, at approximately i b ¥ ;
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i 11:56 am., revealed steam was fising from the
| mnnhgwatarhthehaﬂmmmsir&duﬁng the
‘ environmental inspeciian,

Further inspection of the water temperature with
the maintenance manager (MM), the house
manager (HM) and the qualified intellectual
 disabllities professicnal (QIDP) on March 13,
2012, at approximately 11:57 a.m., revealed the
! waler temperature measured 120 F. The MM,
: HM and the QIDP confirmed the 120 degree
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On March 13, 2012, at 6:05 p.m., the survayor
and the QIDP rachecked the hot waler
temperature and it measured 114 degrees
: Fahrenheit. On the same evening at 8:15
; p.m.,The temperature was checked again and
‘ measured 105 degrees Fahrenheit. The lower
water temperature (less than 110 degrees)
" Fahrenheit was verified by the QIDP.
W 460, 483.480(a)(1) FOOD AND NUTRITION
! GERVICES

Each tlient must recsive a nourishing,
j well-balanced diet including modified and

i specially-prescribed diets.

! This STANDARD is not met as evidenced by:
| Based on chservation, interview and record
: review, the faciity failed to ensure that a modified +
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: dist wes provided in accordance with assessed |
t needs, for one of three clients in the sample.
! {Chient #1)

: The Finding includes:

1
8. On March 13, 2012, at 7:56 p.m., the avening |
; shift Beansed practical nurse {LPN) was observed
" to administer Client #1 a bolus feeding of 2 Cal
HN enteral feeding, 100 cc via gastrostomy tube.

f

* Interview with the evening shift LPN on March 13,

: 2012, at 7:58 p.m., revealed that Client #1 was

; prescribed to receive bolus feedings of 2 Cal HN

{ enaral feeding, 100 cc via gastrostomy tube at

i 7:00 p.m. and 4:00 am., and 200 cc via

I gastrostomy tubs at 4:00 p.m. and 12:00 a.m.
{totaling 1200 cc/24 hours). On March 15, 2012,
at 10:20 a.m_, the designated registered nixse
(RN) revealed that the client was currently

| receiving tube feedings as recommended by the

t Nutritionist and prescribed by the primary care .

i physician (PCP). , i

1

. Reviaw of the physiciane’ orders dated March 1,
2012, on March 13, 2012, at 7:58 p.m., confirmed ;

. Client #1's dietary order stated, “Bolus feedings of !
2 Cal HN, 200 mis. at 4 p.m. 100 mis, at 7 p.m.,
200 miks, at 12 8.m., 100 mis. 4 a.m. - This will

| provide 1400 calories arxt 48 gms. of

| protein/day.”

On March 15, 2012, at 10:26 a.m., review of the
! product information on the enteral feeding labe
revealad that 237 mis. {ccs) contalned 475
| calories. Based on this information, & was .
i determined that the prescribed 600 mis, of 2 Cal |
. HN enterat feeding only provided 1202 calories,

W 480
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Further review of the product information
; fevesied the amount of feeding prescribed
; Provided approximately 63% of the dietary :
1 feferance intake (DRI). At the time of the survey, !
imerawasnoevidanoamepmsafbadamountof .
i tube feeding provided 1400 calories/24 hws. as
jstaledinmephysidan'aorder.

’ b. On March 13, 2012, at 7:54 p.m., the evening
+ shift LPN was observed to administer Client #1

- Furtlnrdbwssionwithﬂ:eeveuﬂngshiftLPN oh

: March 13, 2012, at 7:55 p.m., reveated that Client '
{ #1 was prescribed Geneadac and several other

i medications to prevent constipation. The LFN

: also raveslod thet the client's medications

{ Included Vitamin D, iron, and Prolia.

I

: Reviaw of the physician's orders dated March 1,

: 2012, on March 13, 2012, at 7:59 p.m. confirmed

{ that Client #1's was prescribed the '

| aforementioned medications, which included

| Probl‘iﬂal 80 mmli&: ml. once every § months
j Subcuteneously for osteoporosis. The drug

iinfnrrnauonmviewreveahdaracnmmendaﬁonto

{ supplement the diet with calcium when taking the .

| medication, On March 15, 2012, at 10:26 a.m.,

; review of the enteral feeding product information
forGlient#‘!'spmaeﬁbedhlbebedhgreveaied )
that 800 mis. of 2 Cal HN provided approximately
1 63% of the DR for calcium. :

| Al the time of the survay, however, there was no -
i evidenca the client's dietary regimen was
reviewsdirevised to determine potential nutriiona .
rigks when the lube feeding proviiing less that :
|

| Genarlac 10 gms /15 mis., 40 gms./80 mis. via
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the DRI for vitamine and minerals.

Wa698 FINAL OBSERVATIONS

The following observation was made during the |
survey process. it is recommended that this area
be reviewed and a determination be made
regarding appropriate action o prevent a potential
non-complant practice:

On March 13, 2012, at 5:35 p.m., Client #5 !
appeared to be averweight for her height. On the !
: same day, at approximately 5:47 p.m., tha

» qualified inteflectual disabillties revealed the client .
- was prescribed a low calotie diet to help her lose

: weight,

: On March 14, 2012, at 3:35 p.m., record review
: confirmad a physician's order dated January 1,
12012, that prescribed for Client #5 to “discontinue
* Carbohydrate Controlied, High Fiber, Low
Cholastarol Diet with Bite Sized food (1300 - 1500 .
calories). Bagin providing Carboh |
" Controlled, High Fiber, Low Cholesterol, Bite size I’
(1200 calories), single portions at all meals.” On |
March 14, 2012 at 3.39 p.m., the record review |
revealed Cliant #5's weight had increased by 15% |
" (24 pounds) from April 2011(135 pounds) to
i March 2012 (158 pounds).

| On March 15, 2012 at 12:65 p.m.. review of Client

| #5's anaual nutritionsl assessmant, dated August

i 15, 2011, revealed the cliant's hegithy

| range was 104 to 135 pounds for her height of 82
inches. Continued record review revealed the
client had exceeded her maximum "idesi body

1 weight of 135 pound” by 24 pounde and was still

| galning weight.
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© A re-certification survey was conducted from A of Health l

: March 13, 2012 to March 15, 2012, The survey |mm :
{ was initiated utiiizing the fundamenial suvey . H"‘hl | rmw-dah c:..m Division -
; process. . ' i 899 North Capliol 8¢, N.E

| A random sampling of three residents was Weshington, D.C.

|

{ selected from a popuiation of three females and 1

lwomdes\ﬁmmingdegreasofdisablmbs. i

: The findings of the survey were based on i
observations and interviews in the home and at

. wo dey programs, ag wall as a review of the

 resident and administrative records, including the

. incident reports, i

: I

: The qualified mental retardation professional i ;

; (QMRP) will be refarred to as the qualified - f

| intellectial disabilities professional (QIDF) in this {

]

1 raport,
W 428 483.470(d)(3) CLIENT BATHROOMS W 428| .
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: ensura that the temperalure of the watsr does not ke T .

- exceed 110 degrees Fahrenhsit See Oocrrrin i ;
Syare i\l mh\j B

: This STANDARD is not met as evidenced by: Miw "?""_}“‘u,

i Based on observation and staff interview, the @ LN

facliity falled 1o ensure the watsr tamparature did BH“' €&

ot exceed 110 degrees Fahranheit () for five of | %M
+| five clients residing i the faciity. (Client#1, #2, - uovF . ol ;
| 3, #4 and #5) Qocune~todvan @ O—

'“The finding includes: ’ ’ e}oﬁ\‘}r‘b Orgc
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i

Observation on March 13, 2012, at approximataly O E _
LABORATORY ECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE HTLE .lxﬂ DATE

N EDEAPLy o
Anydeﬂqul!demlcndhu\ﬂtmuhrhk(')denduadlﬁqumhhthulndiubnmqhmmmmmmthmw

mrsmmym:mmmwmmutsum) Emapthrnmsinglunu.ﬂuﬂndhgsaiahﬂabonmmwm
nghedahofwaMaﬁandmwﬁmhpmﬁw. For nursing homas, the above findings and pians of comaction are digclosable 14
danhmﬂnmmmmmmmmmmsmm Hdeﬁdsndoammd.mwmmndmdonhmwmam

FORM CMIS-2887{02-06) Pravious Versions Ololele R

f continuation sheet Page 1 of 5



PRINTED: {a/28/2012

W 428 Continued From page 1 i

j 11:56 a.m., revealed steam was rising from the
{ running water in the bathroom sink during the
' environmentsl inspection,

Further inspection of the water temperature with
the maintenance manager (MM), the house
manager (HM) and the quallfied intellectual
i d::abllﬁas professional (QIDP) on March 13, l
2012, at approximately 11:57 a.m., revealed the |
! watler measured 120 F. The MM, |
! HM and the QIDP confimad the 120 degree

\\S&X\D

N . [ walet Yemperature. ' The MM indicatsd he would -
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j water did not exceed 110 degrees Fahenheit

i
!
On March 13, 2012, at 6:05 p.m.. the surveyor !
and the QIDP rechacked the hot water
temperature and it measured 114 degrees
: Falwenheit. On the same evening at 8:15
. p.m.,The temperature was checked again and
‘measured 105 degrees Fahrenheit, The lower
water temperature {Jess than 110 degrees)
" Fahrenheit was verified by the QIDP,
W 460, 483.480(a)(1) FOOD AND NUTRITION
: BERVICES

Each client must recaive a nourighing,
well-balanced diet in:iuding modified and
i specially-prescribed diets.

| This STANDARD i not met as evidenced by:
| Basad on observation, interview and racord
! review, the faciltly falled to ensure that a modified :

'm_ﬂitemperamreoﬁﬁe_memne&emget' qb\—a‘i = 1350 Qﬁ{f
the water temperature down below 110 F. I ! 0‘; BQOmL ! h
_ i ad 57 gomns of E’nr\vcm
i At the time of the survey, there was no evidence |
i the facilily ensured that the temperature of the

W AUSen0r® (o rovidedin
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W 480 Continued From page 2 [
! dist wes provided in accordance with assessed )
| needs, for one of three clients in the sample.

! {Client #1)

 The finding includes:

1 8. On March 13, 2012, at 7:56 p.m., the

: shift licensed practical nurse (LPN) was observed

" 1o administer Client #1 a bolus feeding of 2 Cal
HN enteral feeding, 100 cc via gastrostomy tube.

glm(ar\ritan.mwiththeie\.reningshift LPN on March 13,
: 2012, &t 7:56 p.m., reveaied that Client #1 was

; prescribed to receive bolus feedings of 2 Cal HN
} enteral fieeding, 100 cc via gastrostomy tube at

{ 7:00 p.m. and 4:00 a.m., and 200 cc ;la
gastrostomy tube at 4:00 p.m. and 12:00 am.
(totaling 1200 cc/24 howrs). On March 15,2012,
ai 10:20 a.m., the designated registered nurse
(RN) revealed that the client was currently
graodvingmbefaacingsasremmmndedbyme
! nutritionist and prescribed by the primary care .
{ physician (PCP). . i

. Review of the physicians' orders dated March 1,
2012, on March 13, 2012, at 7:50 p.m., confirmed :

. Client #1' dietary order stated, "Bojus feedings of
2 Cal HN, 200 mls. at 4 p.rn. 100 mig. at 7 p.m.,
200 mis. at 12 a.m., 100 mis. £ a.m. - This will

] provide 1400 calories and 49 gms. of
proteinfday.”

On March 15, 2012, at 10:25 a.m., review of the
product information on the enteral feeding iabe!
reveaied that 237 mis. (ccs) contained 475
| calories. Based an this information, it was :
j determined that the prescribed 600 mis. of 2 Cal
' HN enteral feeding only provided 1202 calorles,

i
!
1
!

W 480
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Further review of the product information ,
; revesled the amount of feeding prescribed |
. provided approximately 63% of the dietary :
1 Teference intake {DRI). At the time of the survey,
; thare was no evidence the prescribed amount of
! tube foeding provided 1400 calories/24 hrs. as
f siated in the physician's order.

l b. On March 13, 2012, al 7:54 p.m., the evening
: shift LPN was observed to administer Client #1

.} Genertac 10 gms./15 mis., 40 gms./60 mis. via

; Further discussion with the evening shift LPN on

: March 13, 2012, st 7:55 p.m., revealed that Cilent '
i #1 was prescribed Generlac and several other:
medications to prevent constipation. The LPN
aiso rovealed that the clisnl’s medications
included Vitamin D, iron, and Prolia.

i Reviaw of the physician's orders dated March 1,
2012, on March 13, 2012, at 7:59 p.m. confirmed
that Glient #1's was prescribed the '
aforementioned medications, which includad

i PmbE 60 ngmIEJ mi. once every T?ae months
Subcutaneausly for osteoporosis. dnig

! information review revesled a recommendation to

t supplement the diet with calcium when taking the .

| medication, On March 15, 2012, at 10:26 a.m.,

i review of the enteral feeding product information
for Clilent #1's prescribed tube feeding revealed
that 600 mis. of 2 Cal HN provided approximately -

| 63% of the DRI for cakium. :

| At the time of the survey, however, there was no
i evidence the client's dietary regimen was i
reviewedirevisad to determine patential nutritional .
risieswhanmembefeedingpmvkﬂngmmat ;

.
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the DR/ for vitamins and minerals.
W9690 FINAL OBSERVATIONS

The foliowing observation was made during the ;
SUIvey process. Itistaoommendedthatmisarea[
be reviewed and a determination be made
regarding appropriate action to prevent a potential
non-compiiant practice:

On March 13, 2012, at 5:35 p.m., Client #5 i
appeared to be overweight for her height On the |
. same day, at approximately 5:47 p.m., the

: qualified Inteflectual disabillties revealed the client ,
-wa.sﬁt‘rescribeda low calorie diet to help her lose

. wetq

: On March 14, 2012, at 3:35 p.m., record review
1 confirmed a physician's order dated January 1,
| 2012, that prescribed for Client #5 to *discontinue
Carbohydrate Controlled, High Fiber, Low
Cholestarol Diet with Bite Sized food (1300 - 1500 .
calories). Begin providing Carbohydrate
" Controlled, High Fiber, Low Cholesterol, Bite size
{1200 calories), single portions at all meais.” On
March 14, 2012 at 3:38 p.m., tha record review i
_ reveaiad Client #5's weight had increased by 15% i
" (24 pounds) from April 2011(135 pounds) to
i March 2012 (158 pounds),

| On March 15, 2012 at 12:56 p.m.. review of Client

| #5's annual nutritonal asseasment, dated August

{ 18, 2011, revealed the ckant's weight

| range was 104 to 135 pounds for her height of 62
Inches. Continued record review revealed the
client hed exceaded her maximum “ideal body

1 weight of 135 pound” by 24 pounds and was stiil

| gaining weight,

W460{
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FORM APPROVED
STATEMENT OF ES CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF o IDENTIMCATION NUMBER: O MOLTIPLE COMPM.ETED
A BULDING
HFDO3-0177 . wia 03/18/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
1314 PERRY STREET, NE
WHOLISTIC 04 WASHINGTON, DC 20017
%) I0 SUMMAMRY STATEMENT OF DEPMICIENCIES 1 PROVIDER'S PLAN OF CORRECTION !
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE ACTION SHOULDBE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) * "TAS |  CROSS-REFERENCED TO THE APPROPRIATE DATE
' ! DEFICIENCY)
R 000, INITIAL COMMENTS R 000
A survey was conducted from March .
13, 2012 to March 15, 2012, :
* A random sampiing of three residents was '
| selactad from a population of three females and :
i two malas with varying degress of dicabilities.
i The findings of the survey were basad on
: observations and interviews in the home and at
| two day programs, as wel: as a review of the
i resident and administrative records, including the
: incident reports. !
‘The qualified mental retardation professional
- (QMRP) will be referred to as the qualified
; intellectual disabilities professional (QIDP} in this
R125 |~
R mlﬂ‘ 4701.5 BACKGROUND CHECK REQUIREMENT s proyides has cdevceped borg-ve
E;mmgdmwmm%m System o PrE - employ m ent
= history prospactive employes trimi
: contract worker for the pravious seven (7) years, ) Tt bockgond chack i
- in all juriedictions within which the prospeciive complered. Upon auccess fun
!unpbynorhmwk«mw%r‘. “-om?u Hen of Hac Nicing process
madwlth the seven (7) years prior a erivainal back quound sceeen:
. 13 cempleded on 4wy praspecied 3
, This Stakute is not met as evidenced by: Smeleqes . AN docments, 4ok
- Based on record review and siaff interview, the Mbstanciare e full aad
e ovared where & staff Eved o arvat ::‘P"km";“ Bereening shall
during tie seven yesr period prior to thelr . filtd and monaged
- em for two of nine employes records coreingly. T monidag anent
* reviewed. (Staff #1 and #7) cf““"—"-“ o Teylew shall e
; dven ML me . .
i . ! evact infHemation
The finding includes: i ups™ Caguest and A o i
mhdlymumgmlww fothion: Diase Qg ebtoched
Hoelth Reguiation & LIONWING AGmirisiason
" e 08) DATE

jakls A Trmas  \/ice President  S(alp
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FORM APPROVED

(X2) MULTIPLE CONSTRUCTION
A BUILDING
B. WING

(X3) DATE SURVEY
COMPLETED

02012

STREET ADDRESS, CITY, STATE, ZIP CODE
1314 PERRY STREET, NE
WASHINGTON,

DG 20017

R 125 Continued From page 1
_history as outiined below:

: 1. Staff #1 worked in the District of Columbia
: (DC) and ived in Marytand (MD) prior 1o hire.
i'l'horow-nomnumm'mmb
| refiect thet a DC baokground check was
! complsted. Interview with qualified intellectuai
| disabllities professional (QIDP) on March 15,
' 2012, at 1228 p.m. confirmed that the DC
- background check was not on record.

2. Staff #7 worked in the DC and lived in MD prior
1o hire. Thare was no evidence presentsd or on

. file to refiect that a DC background check was

i completed. interview with QIDP on March 15,
|2012 at 12:32 p.m., confimed that the DC
%buckgromdduckvmmtonm

. ————————— — . gl §* % 5

-

fasan .

R125

e compltre bockarcund ‘
nbhermalion for awae staff |
specified in e dehicieney
regort, 1!
!

Health Faguiation & Licensing Adminiswation
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FORM APPROVED
STATEMENT OF DEFICIENGIES CONSTRUCTION SURVEY
AND PLAN OF CORRECTION o) IDENTIFICATION NUMBER: OChMALTIPLE M&EW
A BURDING
HFD03-0177 8 wina 03/18/2012
NAME OF PROVIDER ON S8UPPLIER STREET ADDRESS, CITY, STATE, 2P COOE
1314 PERRY STREET, NE
WHOLISTIC 04 WASHINGTON, DC 20017
04 I SUMMARY STATIBAENT OF DEFICIENCIES | o PROVIDER'S PLAN OF |
DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING . YAD mwmm . DATE
R 000, INITIAL COMMENTS | R 000
A re-licensing survey was conducted from March |
13, 2012 to March 15, 2012.
- A random sampling of thres residents was
| selacted from a population of three females and :
i two maies with varying degrees of disabilities.
i The findings of the survey were based on
: observations and interviews in the home and at
| two day programs, as well as & review of the
i resident snd administrative records, including the
* incident mports. !
" The quaiified mental retardation professional
. (QMRP) will be referred to as the qualified
| Intellectunl disabilities professional (QIDP) in this
j report
R1zs! 4701.5 BACKGROUND CHECK REQUIREMENT | R128 | Provider has Aeveioped o L-16- 12
| The criminal background chack shail disciose the Sysbem o pre~employ m ent
immmﬁm prwbusmn('f)y:!. Sriminan b“‘uym-md thack ie
- in all jurisdictions within which the prospective | |cemeteted. Voan auccess fun
. employes or contract worker has worked or Completion of Hne Widing process
_ resided within the seven (7) years prior to the a erivainal b“c‘v‘%"bh-'\d acceen
.d'ed" is Cempleded on +hy prospecied “:*
, This Statute is nct met as evidenced by: emeloves . Al docnments Hiak
;Buodonmg'dmwﬂmmm.h :l'ﬁm.-.-‘m e bl mad
=hdﬁtyf*d ansure background moceh 1 .
checks aovered where a staff lived or worked ve P;.-u::‘ NE seceening shadl
during the ssven year period prior to their et ol and o o
- am for two of nine employee records ~ ordiagly. T moni hiing agent
- reviewsd. (Siaff #1 and #7) i:‘““ a reuiew skall e
' The finding includes: : VN HL relevant tnfrmation
1 “upso (C%ng- and in a A-i'\n
mmmf:thdhomirld:’glpmmﬁm foshion . Plase & ngebtocked
Hesfth R & Administration
Reguision & Liceveing TMme 0o DATE
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FORM APPROVED
PR2) MULTIMLE CONSTRUCTION Mw
A, BUILDING
B. WING
03/15/2012
STREET ADDRESS, CITY, STATE, IW¥ CODE
1314 PERRY STREET, NE
WASHINGTON, DC 20017
) PROVIDER'S PLAN OF CORRECTION
i PREFX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
' Tva CROSS-REFERENCED TO THE APPROPRIATE DATE
. i ]
R 125" Continued From page 1 P R125 | ¥z complere background
history as outiined below. ; Wnhemation for s stat{ |
1. StafT#1 workd in the Distict o Columble. | specified in st deficiency
: (DC) and livad in Meryland (MD) prior o hire. | regert. g
| There was no evidence presentad oron fieto | !
*mm-ocmmundm\m '
: completed. Interview with qualified inteliectusi
, disabiiities profeesional (QIDP) on March 18,
'2012&122Bnm.mmatﬂnbc
- background check was not on record.
2. Staff #7 worked in the DC and lived in MD prior ,
1o hire. Thare was no evidence presantad or on X
- fie to raflect that a DC background check was ;
i complated. interview with QIDP on March 16, i
52012 at 12:32 p.m., confirmed that the DC
| background check was not on record.
! i
_ | |
i
; |
; !
i i
|
! :
: !
; i
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