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1000 Initial Comments 1 000

Please start typing your responses here:

A licensure survey was conducted at this facility
from 12/10/2025 through 12/12/2025. A sample of
three persons was selected from a census of six.

The findings of the survey were based on
observations, interviews, and record review.

15200 3503.2 Housekeeping 15200

3503.2 All CRFPID furnishings shall be comfortable,
functional and in good repair, and in accordance
with the preference of the persons who reside there,
as well as appropriate for persons who work in the
CRFPID.

This Statute is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure that furniture's were properly
maintained in good repairs for the six persons
residing in the facility (Persons #1, #2, #3, #4, #5
and #6).

Findings included:

Observations on 12/10/2025 at 6:25 AM, showed
that the living room sofa's back cushions were
missing, leaving the wooden frames exposed.

During an interview on 12/12/2025 at 10:45 AM, the
Qualified Intellectual Disabilities Professional and
the Maintenance Director acknowledged the
findings and stated that the concern would be
addressed right away.
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3503.7 No cleaning agent, bleach, insecticide or
any other poisonous, dangerous, or flammable
material shall be accessible to a person where
access to such substance is contraindicated in the
person's ISP.

This Statute is not met as evidenced by:

Based on observations and interviews, the facility
failed to properly and safely store cleaning agents
for the six persons residing in the facility (Persons
#1, #2, #3, 4, 5, and #6).

Findings included:

Observations during the environmental walkthrough
of the facility on 12/12/2025, beginning at 10:30 AM,
with the Qualified Intellectual Disabilities
Professional (QIDP) and House Manager (HM)
revealed the following:

An unlocked cabinet containing numerous cleaning
agents and disinfectants, including bleach, oven
cleaner, and bathroom cleaner were observed in the
facility's cabinet. A review of the labels on the
products indicated that they were hazardous to
humans and animals and advised consumers to call
a poison control center and physician if ingested.

QIDP and HM, who were present during the
walkthrough acknowledged the findings and stated
that the items will be removed and properly stored.
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Continued From page 2
3504.17 Meals And Dining

3504.17 Each CRFPID shall ensure that all direct
care staff who prepare, cook or serve food are
trained in the storage, preparation and serving of
food, the cleaning and care of equipment, and food
preparation in order to maintain sanitary conditions
at all times.

This Statute is not met as evidenced by:

Based on observations and interview, the facility
failed to ensure that food was properly stored and
maintained at all times for four of the six persons
residing in the facility (Persons #1, #2, #4 and #5)

Findings included:

Observations in the kitchen on 12/12/2025 at 10:35
AM showed a pack of ham and a pack of cheese
placed on top of the kitchen counter and not in the
refrigerator.

When asked during an interview at 10:40 AM about
the ham and cheese, the House Manager stated
that the ham and cheese was placed on the kitchen
counter because the clients were going to have
them later for lunch. The House manager
acknowledged that they should have been stored in
the refrigerator.

3505.11 BEDROOMS

3505.11 Each person shall have privacy in his or
her sleeping and living unit.

This REQUIREMENT is not met as evidenced by:

Based on observation and interview, the facility
failed to ensure that privacy was provided during

16580
16580

16810
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personal care, for one of the six residents residing
in the facility (Resident #3).
Findings included:
Observations on 12/10/2025 at 6:34 AM showed
Person #3 standing in front of the toilet with the door
wide open as he used the bathroom. Direct Support
Professional (DSP) #1 who was positioned across
from the doorway and failed to close the door to
provide privacy. Other clients and staff members
were also observed within close proximity.
When asked during an interview on 12/12/2025 at
12:40 PM, DSP #1 acknowledged that the bathroom
door should have been closed to ensure Person
#3's privacy.
19000 3520.10 HABILITATION AND TRAINING 19000

3520.10 The CRFPID shall develop an IPP for each
person to implement the ISP. All training shall be
implemented as prescribed by the ISP.

This REQUIREMENT is not met as evidenced by:

Based on observations, interview, and record
reviews, the facility failed to ensure that each
client's active treatment program was implemented
as recommended for three of the six clients residing
in the facility (Persons #1, #2 and #3).

Findings included:

1) The review of Person #3's Individual Program
Plan (IPP) dated June 2025 listed an objective
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that stated: "<Person's name > will wash his dishes
after meals with verbal prompts from the staff 25%
of the time."

Observations during breakfast on 12/10/2025 at
7:52 AM showed that Person #3 carried his dishes
to the kitchen and without encouragement from the
staff failed to wash the dishes.

Further observations during dinner at 6:20 PM
showed that Person #3 again carried the dishes to
the kitchen and without staff encouragement failed
to wash the dishes. At 6:48 PM, Direct Support
Professionals (DSPs) #2 and #3 rinsed and loaded
all the used dishes into the dishwasher.

When asked during an interview at 7:05 PM about
the findings, DSP #2 acknowledged that the staff
failed to encourage Person #3 to participate in the
Individual Program Plan of dish washing as
required.

2) The review of Person #1 and 2's self-medication
program revealed a goal which indicated that both
clients would participate in a self-med medication
program with supervision.

Observations on 12/11/2025 beginning at 11:48 AM,
showed that the Licensed Practical Nurse (LPN)
failed to ensure that Person #1 and 2 participated in
their required self-medication training program as
recommended.

[Cross Reference 371]

3521.3 MEDICATIONS

3521.3 A registered nurse or physician shall

19000

19130

Health Regulation & Licensing Administration

STATE FORM

6899 OVRM11

If continuation sheet 5 of 11




Health Regulation & Licensing

Administration

PRINTED: 02/11/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HFD03-0256

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
B.WING 12/12/2025

NAME OF PROVIDER OR SUPPLIER

25 MADISON STREET NE
WASHINGTON, DC 20011

DC HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

SUMMARY STATEMENT OF DEFICIENCIES

ID

PROVIDER'S PLAN OF CORRECTION (X5)

assess each person's capability to self-- administer
medications. The assessment shall reflect the
person's skills and abilities and shall determine
whether technology can be used to promote self--
management. Assessment findings shall be
available to the IDT to determine the person's
training and support needs, in accordance with
Subsection 3519.6.

This REQUIREMENT is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure that each
Person participated in a self-medication training
program as recommended, for two of the six
persons residing in the facility (Persons #1 and #2).
Findings included:

The review of Person #1's self-medication program
revealed a goal which indicated that the person
would participate in a self-med medication program
with supervision.

The programs objectives listed that with 100% of
independence Person #1 will:

- pick up his medicine cup
- take his medicine

- pick up cup of water

- drink his water; and

- put cup in trash

Observations on 12/11/2025 at 11:48 AM, showed
that Licensed Practical Nurse (LPN) #1
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administered medications to Person #1. The LPN
punched the person's medications from the bubble
packs into a cup and handed it to the client. After
the person swallowed the medications, LPN #1
handed the person a cup of water, which the person
drank. The LPN then threw the medication cup into
the trash and took the drinking cup into the kitchen.

Similarly, the review of Person #2's self-medication
program revealed a goal which indicated that the
Person would participate in a self-med medication
program with supervision.

The programs objectives listed that with 100% of
independence, Person #2 will:

- pick up his medicine cup
- take his medicine

- pick up cup of water

- drink his water; and

- put cup in trash

Observations on 12/11/2025 at 11:59 PM showed

that LPN #1 administered medications to Person #2.

The LPN punched the client's medications from the
bubble packs and then crushed and mixed the
medications in applesauce before handing the cup
to the client. After the Person swallowed the
medications, the LPN handed the Person a cup of
water, which the Person drank. The LPN then threw
the medication cup into the trash and took the
drinking cup into the kitchen.

When asked during an interview at 12:30 PM about
medication administrations, the LPN
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stated that the persons are only encouraged to
participate in the program only on the weekends
During an interview on 12/12/2025 at 1: 15 PM, the
Registered Nurse confirmed that the LPN was
expected to encourage both persons to participate
in the recommended self-medication program.
19150| 3521.5 MEDICATIONS 19150

3521.5 All drugs shall be administered in
accordance with physician orders.

This REQUIREMENT is not met as evidenced by:

Based on observation, interview and record
reviews, the facility failed to ensure that each
client's prescribed drugs were administered in
accordance with physician's orders, for one of the
six persons receiving medications (Person #2).

Findings included:

On 12/11/2025 at 11:50 AM, the review of Person
#2's Physician Order Sheet (POS) dated December
2025 revealed that the person was prescribed
Valproic Acid 7ml three times daily.

Observations at 12:08 PM showed the Licensed
Practical Nurse (LPN) poured Valproic Acid into a
small plastic medication cup. When the surveyor
asked to verify the amount, the LPN stated that the
medication cup did not have a 7 ml marking but
estimated that he had poured 7ml. The LPN when
asked if the facility had a syringe with 7ml markings,
confirmed that one was available but explained that
he does not use it because the
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syringe does not fit inside the medication bottle, and
he does not want to pour the medication out and
waste it.
19190| 3521.9 MEDICATIONS 19190

3521.9 The CRFPID shall maintain an accurate
medication administration record for each person,
including a daily log of all medications administered
or refused by the person, and medication not
administered due to lack of availability. The log shall
identify who administered the medication. Each
record shall be kept current and updated as
necessary.

This REQUIREMENT is not met as evidenced by:

Based on observations, interview and record
reviews, the facility failed to properly maintain each
client's Medication Administration Record (MAR),
for two of the three persons in the sample (Persons
#1 and #2)

Findings included:

The review of Person #2's MAR and Physician
Order Sheet (POS) dated December 2025 revealed
that the person  was prescribed Levetiracetam
and Valproic Acid three times a day. Continued
review of the client's MAR revealed that no
completed and signed MARs had been submitted
from the day program to the facility for the client.

Observations on 12/10/2025 beginning at 12:50 PM
at Person #2's day program showed the day
program Registered Nurse (RN) administered the
client's Levetiracetam and Valproic.
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Similarly, the review of Person #6's MARs and POS
dated December 2025 revealed that the person was
prescribed Brimonidine and Valproic Acid three
times a day. Continued review of Person #6's MARs
revealed that no completed and signed MARs had
been submitted from the day program to the facility
for person  #6.

Observations on 12/10/2025 beginning at 1:05 PM,
at Person #6's day program revealed that the day
program Registered Nurse (RN) administered
Brimonidine and Valproic to the person.

When asked during an interview on 12/12/2025 at
1:32 PM regarding the MAR's for the clients, the
facility's RN stated that the completed and signed
MARs were not available because the day program
had stopped sending them back to the facility.

3524.6 ABUSE AND NEGLECT

3524.6 The CRFPID shall complete an investigation
of any alleged incident within five (5) working days
unless additional time is requested of and approved
by the Department. The result of such investigation
shall be reported to the Department within two (2)
days of the conclusion of the investigation. A copy
of the investigative report shall be provided to the
Department upon request. Any substantiated claim
of abuse, neglect or mistreatment shall be reported
to the appropriate law enforcement entities.

This REQUIREMENT is not met as evidenced by:

Based on interviews and record reviews, the

19190
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facility failed to thoroughly investigate
circumstances of possible mistreatment, for one of
the six clients residing in the facility (Person #1).

On 12/11/2025 at 11:15 AM, the review of an
investigation report dated 07/05/2025, indicated that
Person #1's mother reported that the House
Manager took the client's phone in response to a
behavioral episode. Per the investigation, removing
the client's phone was not part of an approved
Behavior Support Plan. Further review of the report
revealed that Person #1's mother and the Direct
Support Professionals (DSPs) were not interviewed
as part of the investigation.

During an interview on 12/11/2025, at 3:05 PM, the
facility's Incident Management Coordinator (IMC)
confirmed that Person #1's mother was not
interviewed as part of the investigation, and that
only one DSP was interviewed because another
agency was conducting the investigation. The IMC
acknowledged that a thorough investigation was not
completed.
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