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1 000 INITIAL COMMENTS 1000
A re-licensure survey was conducted from
7/8/2010 to 7/9/2010. A random sample of three
residents was selected from a resident population
of five males with varying cognitive and adaptive
disabilities. The findings of the survey were
based on cbservations, staff interviews, as well
as a review of the resident and administrative erow-wq, S “ (0\ o
records, including the unusual incident reports.
GOVERNMENT OF THE DISTRICT DF COLUMBIA
1044 3502.3 MEAL SERVICE / DINING AREAS [ 044 HEALTHDSEI(;?JTL?AE”)TND:DH&E%J%W QN
825 NOATH CA L, NE. L FLDOR
All food and drink shall be clean, wholesome, free WAgHggbﬁTd %Ezooﬁ'é FLDOR
from spoilage, and properly prepared. T
This Statute is not met as evidenced by:
Based on pbservation, staff interview and record
review, the group home for the mentally retarded
persons {GHMRP) failed to ensure staff
accurately prepared a resident ' s modified
texture diet for one of three residents. [Resident
- #3]
The finding inciudes:
An In service training was conducted by the 07-09-10
[Cross Reference §3502.13) Program Manager to the QMRP, House
. . Manager and staff for resident # 3
Observation on 7/8/2010, at approximately 6:10 to receive chopped food at all meal time,
p'm:' re\.’ealed Resnder]t #3 was pm\"d_ed a meal QMRP will ensure and monitor the meal time on
i of bite sized meats. His serving of broiled weekly basis. Also QMRP and House Manager
| chicken was served well done/finn and out into ooy ans. Alvo 8
. bite sized chunks. will observe resident #3's meal at day program on
\ monthly basis to ensure that diet is provided in
‘ Record review on 7/9/2010, at 12:59 p.m. proper texture at ajl time.
| re;eale: Rfsmdent #3be'ds 'ZI 1/201 Oldphysician '§ Also, Nutritionist will continue to monitor above  |07-09-10
order sheets prescri e should receive an and train staff on quarterly basis to ensure that
J altered texture diet of Ch°pped foods. staff continue to follow ordered diet texture.
! i \ 1
’ interview with the qualified mental retardation See altechmnent ' 4
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1044 | Continued From page 1 1 044

professional (QMRP) on 7/9/2010, at
approximately 4:55 p.m., confimed the staff
should have served his meal " chopped . The
QMRP further added she would be sure staff is
retrained to address the oversight.

1055 3502.13 MEAL SERVICE / DINING AREAS 1056

Each GHMRP shall train the staff in the use of
proper feeding techniques and mpnitor their

: appropriate use to assist residents who require
special feeding procedures or utensils.

This Statute is not met as evidenced by:

Based on observation, staff interview and record
: review, the group home for the mentally retarded
persons (GHMRP) failed to ensure staff
consistently and accurately implemented a
resident " s feeding protocol for one of three
residents. [Resident #3)

The finding includes:

F?bsemaﬁo?e(:’ana_lgo 1?'#?:99'-2":??:‘5,6: 10 An In-Service training was conducted by the 07-09-10
.m., revea esigen rrve Iinner

table for his evening meal. He was served a Program Manager to QMRP, House Manager and
meal of spinach, corn and broiled chicken {well ) i .
donelﬁn-n) which was cut into bite sized chunks. meal time Protocols to ensure proper implementation
During dinner, he was observed taking large and close effective supervision,

heaping spoons of food and eating at a fairly fast QMRP will monitor the Residents # 3 during

pace. His attending staff requested that he siow mealtime on weekly basis to ensure the above.
down on four separate occasions. On each Also QMRP will ffu with this at day program on
request by the staff for him to slow down, monthly basis.

Resident #3 appeared to become more agitated. ill make sure House M d

As his agitation ievel appeared to increase, his QMRP will make sure House Manager an
feeding pace also increased.

all staff for Eating protocols. Staff were trained on

all staff are trained and retrained for Eating Protocol
on quarterly basis.

Record review on 7/8/2010, at 1:03 p.m., See Attachment "A"

revealed Resident #3 ' s Eating Protocol dated
Health Regulatiors Administration
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1055| Continued From page 2
5/14/2010 outlined the following:

" Presenting Problem/Expected Outcomes -
[Resident #3] presents with mild oral dysphasia
characterized by in increased oral transit time due
to difficulty forming a cohesive bolus and
propelling it to the posterior mouth. [Resident #3]
requires verbal prompts to alternate liquids/splids
to assist in clearing residuals. An eating protocol
has been established fo maintain safety with oral
¢ intake. "

The same eating protocol also outlined the "
Techniques for Eating and Drinking " that staff

| should enforce during meals. The protocol
requires that " [Resident #3] alternate his liquids
and solids. After 2-3 bites of food, have him take
adrink. "

Interview with the qualified mental ratardation
professional (QMRP) on 7/8/2010, at
approximately 4:55 p.m., confirmed the staff
should have prompted Resident #3 to alternate
his liquids and solids after 2-3 bites of fopd. The
i QMRP further added she would ensure staff
received additional training to enforce this
protocol.

1077 3503.5 BEDROOMS AND BATHROOMS

Each bedroom shall contain sufficient storage
space for each resident ' s seasonal, personal
clothing and personal effacts.

This Statute is not met as evidenced by:
Based on observation and staff interview, the
group home for the mentally retarded persons
(GHMRP) failed to ensure adequate storage
space for one of three sampled residents.

|
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1077 | Continued From page 3 1077
[Residents #2]

- The finding includes:

On 7/9/2010, at approximately 2:55 p.m., an An In-Service training was conducted by Program | 07-12-10
inspection of Resident #2 ' s closet revealed none Manager and QMRP to House Manager and .
of his dress clothes were availabie for use. Upon staff for residents seasonal and personal clothing
further inspection, Resident #2 ' s winter coats in proper storage area. .

took up the entire back wall of the closet and QMRP will continue to monitor for above on weekly

Resident#5's clothing took up the front part of basis to make sure above is followed.
the closet. Program Manager/ QMRP will make sure all staff

are trained on quarterly basis and check individual's

interview with the GHMRP ' s house manager closet for their clothing.
{HM) revealed Resident #2 ' s dress clothes and See Attachment "B"
addition clothing was being stored in a separate
location away from his bedroom. According to
the HM, Resident #2* s dress and additional
clothing was being stored outside in the faciiity ' s
detached garage. Further interview revealed, the
garage was converted into additional storage

| Space and his ciothing was being stored in large
plastic bins. The HM further added that when
they need to provide him with additional clothing,
the staff would bring those items in and iron them
for him to use.

The GHMRP failed to ensure adequate storage
space in Resident #2* s bedroom for all of his
personal clothing as required by this section.

1080 35041 HOUSEKEEPING ! 090

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of
accumuiations of dirt, rubbish, and objectionable
odors.

This Statute is not met as evidenced by:
Health Regulation Administration
STATE FORM L 7VM11 If continuation sheet 4 of &
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| group home for the mentally retarded persons

| The finding includes:

| [Cross Reference §3504.1(1) and §3504.1(2))

Each GHMRP shall be free of insects, rodents
and vermin.

This Statute is not met as evidenced by:
Based on observation and staff interview, the

(GHMRP) failed to ensure an insect free
environment to ensure the health and safety for
five of five its residents. [Residents #1, %2, #3,
#4 and #5]

D C HEALTH CARE WASHINGTON, DC 20020 '
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1 090 Continued From page 4 1080
Based on observation and staff interview, the
group home for the mentally retarded persons
(GHMRP) failed to ensure integrity of the physical
environment to ensure the health and safety of its
residents. [Residents #1, #2, #3, #4 and #5)
The findings include:;
On 7/9/2010 at approximately 2:45 p.m., the 1&2.| The tear on window screen in resident #3, #5's 7-9-10
following deficiencies were cbserved: room, living room and basement were replaced
the same day (7/9/10)
1. Atear approximately 8 inches by 4 inches (8 QMRE and House Manager will check building
. x 4) square was observed in the window screen on weekly basis for needful repairs. Also
near Resident#5 ' s bed. maintenance supervisor will perform a house
check on quarterly basis.
2. Small tears approximately 3 - 4 inches were
; i indow ens in \ I
ﬁ\:rr:gmnat: : ::'2! esid:::e#Sn'ss bg'derob::'le ment 3. |Light bulb in resident #3's closet was changed at 7-9-10
y ' the time of survey and House Manager will

5 I ; : ' continue to replace above as needed. Also at the

i3n' opl-:,‘:b:leg ht fixture in Resident #3 ' s closet was time of weekly house inspection all needfial
' will be taken care
1092 3504.3 HOUSEKEEPING

Health Regulation Adminisration
STATE FORM

TIVM11

I continuation sheet 5of 9




PRINTED: 07/22/2010

o FORM APPROVED
Health Regulation Administration
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRU {X3} DATE SURVEY
AND PLAN DF CORRECTION wh IDENTIFICATION NUMBER: *2 STRUCTION CDMPLETED
A. BUILDING
B. WING
HFDOO0ES 07/09/2010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
4901 5TH STREET, NW

D C HEALTH CARE WASHINGTON, DC 20020
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5]
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1092 Continued From page 5 1092 The entire house was disinfected by American 07-30-10
: | . . Pest Control on 07-30-10. The centipede
Dunng th.e enwronrnental inspection on .7l9!2010' crawled in the bedroom because of the broken screen
at appr_oxnrnately 2',57 p.m,a Iarge centipede The broken screen has been replaced. The QMRP
approximately 3-4 inches in iength was observed nd House Manager will enstre and
crawiing along Resident #6 ' s bed. The facility* s heck the buildin daily basis. And all needful
. " g on a daily basis. And all nee
maintenance staff removed the centipede from action will be taken care as needed.
the bedroom and piaced it in the trash. Interview
with the GHMRP ' s maintenance staff at the Attachment "C"
same time of the observation revealed he would See Attachment
have the exterminator retum to the home tp
inspect and treat the bedroom for more
centipedes or other insectsfivermin.
The faciiity failed to ensure an insect free
environment as required by this section.
1183 3508.4 ADMINISTRATIVE SUPPORT | 183
Each GHMRP shall have a Residence Director
who meets the requirements of § 3509.1 and who
shall manage the GHMRP in accprdance with
approved policies and this chapter.
This Statute is not met as evidenced by:
Based on staff interview and record review, the
GHMRP's qualified mental retardation
professional (QMRP) failed to ensure the
coordination, monitoring, and implementation of a
resident's habilitation and planning for two of
| three sampled residents. [Residents #1 and #3)
The findings inciude: 1. |Anlnservice training was conducted by the Program | 07-09-10
. . Manager to the QMRP, House Manager and stafT for
1. The QMRF,’ fa'b.d to em_"ure staff accl_;rately resident # 3 to receive chopped food at all meal time
prepared a resident * s modified texture diet. [See QMRP will ensure and monitor the meal time on
§3502.3] weekly basis. Also QMRP and House Manager
2. The QMRP failed to ensure staff consistently will observe resident #3's meal at day program on
and accurate implemented a resident’ s feeding monthly basis to ensure that diet is provided in
protocol. [See §3502.13) proper texture from at all time.
See Attachment 'A'
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i 183 | Continued From page 6 1183 , |AnIn-Service training was condycted by the 07-09-10
. Program Manager to the QMRP, House Manager
3. The Q_MRP _fa'led to ensure adequate storage and all staff for Eating Protocols. Staff were irained
spacs for its residents. [See §3503.5) on meal time protocols to ensure proper
' implementation and close effective supervision.
4. The QMRP failed to ensure staff consistently QMRP will monitor the Residents # 3 during
and accqratg implemented a resident ' s mealtime on weekly basis to ensure the above.
communication program. [See §3521.3) Also QMRP will fu with this at the day program on,
monthly basis.
1208 3509.6 PERSONNEL POLICIES QMRP will make sure House Manager and all staff
are trained and retrained for eating protocol on
Each employee, prior to employment and quarterly basis.
| annually thereafter, shall provide a physician ' s See Attachment "A"
certification that a health inventory has been 3 |AnIn-Service training was conducted by Program | 97.12.]10
performed and that the empioyee s heaith status Manager and QMRP to House Manager and
would allow him or her to perform the required staff for residents seasonal and personal clothing
duties. in proper storage area.
QMRP will continue to monitor staff on weekly
basis to make sure above is followed.
QMRP will make sure all staff are trained on
quarterly basis.
This Statute is not met as evidenced by: See Attachment "B"
Based bn staff interview and record review, the
group home for the mentaliy retarded person 4 | AnIn-service training was conducted by the 07-12-10
(GHMRP) failed to ensure all staff received an Program Manager and QMRP to House Manager
annual health inventory as required by this and staff on 07-12-10 for resident #1
section for one out of the eleven currently communication program.
empioyed staff. [Staff #6] The training was done to ensure that staff
continues to implement, emphasize the strategies
The finding includes: and encourage resident #1 to select a snack by
naming the food items to improve Resident #1
Interview with the GHMRP ’ s management staff communication skills.
on 6/4/2010 at approximately 4:45 p.m., See Attachment "D"
s:;? (;iE?; r?tnl‘?egflt:l?;ev%?ﬁf:taag glg drlg’: :::;Eha 1206/ The physic:.il has her.eby l?een obtained and Esnclo:?ed.
inventory on file. [Staff #6) 1. | The staff will be notified in advance to obtain their
physical on or before time. DCHC will ensure that
The GHMRP failed to secure evidence that ail the Health Certificate of all staff members are
Staff had secured the proper and necessary checked on quarterly basis. Staff will be reminded
health screening as required by this section. to obtain their PE/ Health Certificate in a timely
. mantier
See Attachment "E"
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1422 | Continued From page 7 1422
1 422 3521.3 HABILITATION AND TRAINING 1422
Each GHMRP shall provide habilitation, training
and assistance {0 residents in accordance with
the resident ' s Individual Habilitation Plan.
| This Statute is not met as evidenced by:
Based on observation, staff interview and record
review, the group home for the mentally retarded
. persons (GHMRP) failed to ensure staff
consistently and accurate implemented a resident
'8 communication program for one of three
residents. [Residents #1)
The finding includes:
Observation on 7/&/2010, at approximately 4:35 An In-service training was conducted by the 07-12-10
p.m., revealed Resident #1 was seated at the Program Manager and QMR? to House Manager
dinner table for his aftemoon snack. At the table and staff on 07-12-10 for resident #1
was a large tray of bananas, oranges, Jell-o, fruit communication program.
bars, and pudding. His attending steff attempted The training was done to ensure that staff
to get Resident #1 to choose a snack to eat, but continues to implement, emphasize the strategies
Resident #1 was not responding. The staff ;”as and encourage resident #1 to select a snack by
observed asking him * which one do you want ... naming tbe food itt.ams to improve Resident #1
this one or that one. " The staff offered Resident communication skills.
#1 a choice, but failed to "name " the food items QMRP and House Manager will continue to
as he pointed to them- Another staff at the table monitor staff on daily basis to make sure that
pICI:(Bd Upa cort\t:;ng t(;kaeiitlﬂTOff the tl'atYI1 and staff is following and implementing the goal as
::0:" Tie:::t’etl?e v -Iacg:js itSti:ffRese"(} . outlined in IPP. QMRE will make sure all staff are
#1' spgivided plate for :im tg eat ‘ae trained and retrained for above on a quarterly basis.
' Please See Attachment "D"
Record review on 7/9/2010, at 2:20 p.m.,
revealed his current Speech & Language
assessment recommended a Communication
Training Program to improve his functional
communication skills. The communication
objective provided that " [Resident #1) will select
a snack that he wouid like to eat when offered
two with 50% independence for three consecutive
Health Regulation Administration
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| 422

Continued From page 8

months in one year. " The training steps for this
objective were as follows:

1. Show [Resident #1] two snacks

2. Name them for him

3. Ask him which one he would like " this one
or that one ”

4. Have him choose the snack he would like to
eat

5. Allow him to eat the snack he chooses

Interview with the qualified mental retardation
professional (QMRP) on 7/9/2010, at
approximately 3:30 p.m., confirned the staff
should have named the food items and allowed
him to actively choose the itemn he wanted to eat.
The QMRP further added that she would retrain
the staff on this objective to ensure he was
provided the oppertunity to improve his
communication skills.

| 422
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