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A receriification survey was conducted from !

11M8/12 through 1/19/12. A sample of two ollents oW 21U 14
was selected from a population of four women :

with severe intellactual disabilities. This survey

was initiated utilizing the full survey process,

Depertinent of Heats
. The findings of the survey were based on Health Reguiation & Mwh
chsarvations in the home and at two day Intermediatg Cars Faciitiog
programs, interviews with staff and clients at the mmw& NE
home and at the two day programs, as well as a Wesshington, DC 20002

review of cllent and administrative records,
Including intident reports,

[Quallfied mental retardation professional
(QMRP) will ba referred to as qualified Intelloctual
disabllities professional {QIDP) within this report.]
W 148 483.;:3@)(1) STAFF TREATMENT OF W 149
C S

The facliity must develop and Implement written
policles and procedures that prohibit
mistreatment, neglect or abuse of the client.

: This STANDARD s not met as evidenced by:

. Based on interview and record raview, the facllity
falled to implement lts policies to ensure the
health and safety of one of the four clients
residing in the facllity. (Client #3)

The ﬁndlngp include:

Cross refer to W153. The facility falled to
implement its established polioy for reporting
allegations of abusa, as follows:

'X8) GATE
7. ; A ) -9-#
Any deficiency statemient snding with sn astsrisk (*) denctes a deficiency which the i may ba axcusad from providing it is determined that

other safeguards provide sufficient protsction to the patients. (See instructions.) pl for nursing homas, the findings stated above are disclosabie 30 days
following the dats of survay whather or not a plan of comrection Is provided. For nursing homes, the above findings and pians of correction are disclossbile 14°
days following the date thess documents are mara availabie ta the faciity. If deficiencies are cled, an epproved plan of corraction s regulstts to continuad

program participation,
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2. The facility's pollcies categorized an allegation

- clients living at this faciiity. On 1/18/12, at 12.26

Continued From page 1

"Incident Management Policy” revaaled the
following: "ALL CMS staff... are required to report
their knowladge of an incident immediately... "
Further review of the policies and the facillly's
orientation training reganding incident reporting, at
1:30 p.m. ravealed:; "if you witnass an incident
where a person's well being and rights are
compromisad, it la mandatory and your duty to
:'epon the incident even if you are not directly
nvolved.”

of abuse as a "Serious Reportable Incldent’ and
any staff accused of such an aliegation would be
placed on leave, pending the outcome of an
investigation. However, according to personnel
records, the driver accused of hitting Cllent #3 on |
8/20/11, worked 8-hour shifts, as scheduled, on
the next two days (8/21/12 and 8/22/11). During
those two days, the driver had access to the four

p.m., continved review of the driver's personnel
record ravealed that he was placed on "leave
without pay” on 8/23M1.

483.420(d)(2) STAFF TREATMENT OF
CLIENTS ,

The faclity must ensure that all allegations of
mistreatment, neglect or abuse, as weall as
Injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordances with State law through
astablished procedures,

This STANDARD is not met as evidenced by:
Based on intarview and review of client records, |
Including insident reports and Investigations, the ‘

W 148

w163

1. Staff will raceive ttaining on Incident
feporing. Ongoing tralning of incident reporting
will be provided annually.

1. In the future, all staff will ba Instructed to

report all incidents inmadiately. Disciplinary
action up to terminetion will result when staff fail
to report incidents in a imely matter.

I 211012 “
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i On 1/18/12, baginning at 10:54 a.m., review of

- 2. There were two additional direct support staff

[ administrator and the Incident managament

Continued From page 2

facliity falled to ensure that all aliegatians of
abuse were reported immediately to the
adminiatrator and the Department of Health,
Health Regulation and Licensing Administration
(HRLA) timely, for one of the four clients residing
In the facliily. (Client #3)

The findings include:

incident reports in the facifity revealed an incident
of staf-on-cliant abuse, dated 8/20/11.

Continued review of the incident report, staff
witness statements and the nding
invastigation report, dated 8/16/11, revealed the
following sequence of events;

1. Client #3 bit the driver while the driver was
assisting her off the van on B/20/11, at
approximately 1:30 p.m. A direct support staff
witnessed the driver hit Client #3 several times on
her head. The withess complated the remainder
of her shift, and left the facility at 4:00 p.m.
without reporting the abuse,

working on the 8:00 a.m. - 4:00 p.m. shift on
8/20/11. In their written statements, dated
8/23/11, the two other staff went on record as
having knowledge that the driver hit the client,
while they were on that shift. Neither siaff, .
however, reported the sbuse,

3. The staff who witnessed the incident notified
the qualified intellectual disabilities professional
{QIDP) the next moming (8/21/11). Tha QIDP
then reported the incident to the facllity's

w183

2. Staff wili recalve training on Incident
reporting by the Incidant Management
Coordinator.

|2I1DI12 |

13. Incldent reports and investigations will be

compieted by QIDP within & working days.

|
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W 153 | Continued From page 3

coordinator (IMC) one day later (8/22/12).

4, The States agency was notified of the incident
on 8/22/11, at 8:26 p.m. (after business hours),

The facility falled to ensure that all allegations of
abusa were reportad immediately to the
administrator and o HRLA.

W 156 | 483.420(d)(4) STAFF TREATMENT OF
' CLIENTS

The rasults of all investigations must ba reported
to the administrator or designated representative
ar to other officials in accordance with State law
within five working days of the incident.

This STANDARD is not met as evidenced by:

Based on interview and record review, the facillty
failed to report the results of invasﬂgaﬂons o the
administrator or designated representative within
five working days of all incidents, for one of the
four clients residing in the facility. (Client#3)

The findings include;

Review of the facliity's incident management
records on 1/18/11, beginning at 10:54 a.m.,
revealed that on 8/20/11, at approximately 1:30
p.m., a direct support staff withessed a driver hit
Client #3 several times on her head while
disembarking the facility’s van. Review of the
cofresponding investigative report revealed the
investigation was Initlsted on 8/22/11 and
completed on 9/16/11 (27 days afiet the incident
occurad), The allegation of abuse was
substantlated. There was no documented
evidence that the administrator was informed of

i
|
W 163 ‘

4. Tha QIDP will ensure that the state agency
Is notified Immediately.

w 158!

Cross reference W153 l

121101'12 I
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. eoordination, monitoring, and implementation of a

Cantinued From page 4
the investigation results pror to 8/18/11.

On 1/18/12, at 1:00 p.m., interview with the
qualiflad inteliectual disabililies professional
(QUIDP) revealed that the facility’s administrator
routinely was kept Informed "throughout the
investigation... constant communication... to the
point at which it was substantiated." Ths QIDP
acknowladged, however, that 1his was not
documented In writing.

At the time of the survay, the facillty falled to
provida documentsd evidenca the administrator
was notified of the results of the investigation
within 5§ working days, as required by fadaral
ragulation.

483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client's active freatment program must ba
integratad, coordinated and monitored by a
qudlified mentai retardstion professional,

This STANDARD s nct mat as avidanced by;
Based on siaff interview and record review, the

facllity's qualified intellectua) disabilifies
Professional [QIDP] failed to ensure the

clients’' hablitation and planning for two of the two
sampled clients, (Clients #1 and #2)

The findings Include:

1. The QIDP failed to ensure each staff recelived
initial and ongoing training on univarsal
precautions. [See W184]

2. The QIDP falled to ensure staff implemented

W 156

W 158

1. Staff will receive ongoing training an Safety
~ |and Infaction Control by primary care nurse.
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3. The QIDP falled to ensure staff properly
documentad clients' targeted behaviors. [See
W252)

4. The QIDP falled to ensure staff affered the
clienis cholces regarding afternoon snacks items.
|See W247]

§. Observation on 1/18/12, beginning at 3:26

.| p.m., revealad Client #2 and #3 were engaged In

a verbal confrontation during thelr evening snack.
Shortly thereafter, Client #2 was provided a set of

' large Lego blocks to work with as part of her

evening activities. Client #2 remained agitated
and continuously tossed the Laggo pleces around
the dining room up until the onset of dinner, at
510 p.m.

Record raview on 1/18/12, at 9:53 a.m., revealed
Client #2's BSP dated 1/12/12, identifiad
"throwing o 8s one of her targsted
behaviors. The plan identified the following

- Interventions:

*Staff will medel appropriate responses to
upsetting acllons of others both verbally and
non-verbally ... Staff will respond to [Client #2)
physical aggression fowards others by
immediately stopping the actions and then
demonstrating appropriate techniques to get her
needs met."

At no ime during the svening was staff observed
implementing the measuras outlined above to
manage Cliant #2's maladaptive behavior of
“"throwing blocks.”

Interview with the facility's qualified intellectual

3. QIDP will provide fraining on acourataly
collacting and documenting behaviors. I 21012 I

4. Staff will receive additional training on how to
provide individuals with cholces by QIDP. 211012

L

5. Additiona! training will be provided on Clent
#2's BSP on 2/10/12 by QIDP. I aMoH2 I
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W 158
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W 184

I

: 2:30 p.m., revesled its Impessible for staff to

- behaviors,

| the facility. (Clients #1, #2, #3 and #4)

1. Cross refer io W454. The facility falled to

. ensure staff received initial and ongoing tralning

" program plans for each clisnt for whom they are

Continued From page 6
disabilities professional (QIDP) on 1/168/12, at

mode! or damonstrate appropriate behaviors due
to Client #2's deteriorated vision,

The faclity’s QIDP falled to ensure Client #2's
BSP met her neads to ensure staff could
effectively manage her targeted maladaptive

483.430{a)(1) STAFF TRAINING PROGRAM

The facility must provide each ampioyee with
Initial and continuing training that enables the
employes to perform his or her duties effectively,
efficlently, and competently.

This STANDARD is not met as evidenced by:
Based on chservation, interview and record
review, the facflity falled to ensure each staff
received inftial and ongolng training on universal
precautions, for four of the four cents residing in

The finding includes:
maintain a sanitary envirenment {o avold sources
and transmission of Infaction. :

2. Cross refer to WA55. Tha facility failed to

on infection contral.
483.430{e)}{4) STAFF TRAINING PROGRAM

Staff must be abla to demonstrate the skills and -
fechniques necessary to implement the individual

responsible.

w158

w188

1. Cross reference W454.

|2ri0n2 |

2. Cross reference W455

{21012 |

w194
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Continued From page 7

This STANDARD Is not met as evidencad by:

! Based on observation, ataff Interview and record,
review the facility failed to ensure staff was
competant in utilizing a client's adaptive
equipment, for ong of the two sampled cllents,
(Client#2)

The finding Includes:

Observation on 1/18/12, baginning at 3:15 p.m.,
revealad Client #2 was assisted to her chair at
the dining room table by her attending staff. Client
#2 was obsarved wearing a galt belt and the staff
was observed holding the galt belt directly from
the rear as she was asz!sted to her chair. The
gait belt was up near the lower portions of Client
#2's chest. The staff was also observed standing
directly behind Client #2 as she made her way to
the dining room chair.

Record raview on 1/18/12, at 12:00 p.m.,

revealed a gait balt protocol was in place to

manage how staff utilized Client #2's gait beit.

The plan goas on to identified the following
Interventions:

“Fasten the gait belt around the individual's waist
with the buckle placed in front of the individual ...
Place one hand an the portion of the gait belt at
the front of the individual's waist and place your

- other hand on the portion of the galit belt at the

¢ individual's back .... Walk to the side and slightly
behind the individual.”

At na {lme during the evening was staff observed
Implementing the maeasures cutlined above to

w194

usa of the galt belt daity.

Staff will receiva additional training on tha |
proper use of the gait belt by the primary care |
nurse for Cllent #2. QIOP will monitar proper

[ 211012 ||
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manage Client #2's ambutation from her rolling
walker (o the dining room tabila,

Interview and record raview with the facllity's
qualified inteflectual disabilities professional
(QIDP) on 1/18/12, at approximately 2:45 p.m.,
confirmed the staff should have implemented the
geit belt protocol as written.

As of the date of survey, the staff working with
Client #2 falled to praperly Implament her pait
protocol to ensure her health and safety, ;
W 247 | 483.440(c){6)(vi) INDIVIDUAL PROGRAM PLAN W 247 Staff wil recelve training on how to offer

The individual program plan must include Individuala choices during snack time. | 2/10/12 t
oppottunities for cilent choice and
' seif-management.

This STANDARD is not met as evidenced by:
Based on observation and interview, facllity staff

failed to ansure client cholce during snack, for

| four of the four cllents residing in the faclllty
(Cllents #1, #2, #3 and #4)

The findings include:

1. On 1/118/12, at 3:10 p.m., observations during
snack revealed a direct support staff brought 4
single-serving cups of blusberry yogurt to the
dining room table, One yogurt cup was given to
each of the four cllants. At no time did the staff

: ?ffer clisnts the option of having a different snack
tem.

2. A direct support staff (S2) was interviswed in
the living room on 1119/12, at 4:08 p.m. She

_ confirmed that she had worked an the day before
|
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Continued From page 8

and that the four cllents had sach receivad a
blueberry yaogurt. Further intarview revealed the
clients also "like wafers and cookies too" and that
staff "try to give them all the same thing.”

3, On 11812, at 4:11 p.m,, the four clients were
observed eating snacks at the dining reom table,
Staff that wera assisting st the tabla stated that
the snack consisted of blend of chopped fresh
apple, banana and tangerine, toppad with yogunt,
They then confirmed that the four sarvings of

. anack were kdentical.

it should be noted that during the enviranmental
inspection on 1/19/12, at 4:31 p.m., boxss of
wafers and graham crackers were observed in a
cabinst above the kitchan stove,

At the time of the survey, the facility's staff failed
to consistentiy allow cilents to exercise choice
and self-management during snack time.
483.440{=){1) PROGRAM DOCUMENTATION

Data relative to accomplishment of the criteria
specified in cllent individual program plan
objectives must be documentad in measurable

terms.

This STANDARD is not met as evidenced by:
Based on obssrvation, intsrview and record
review, faciiity staff failed to document behavior

data in accordance with the behavior support plan

| {BSP), for two of the two clients In the sample.

(Clients #1 and #2)
Tha findings include:

W 247

3, Cross reference W18

|‘ [2r10n2 |

wasz:
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W 252 | Continued From page 10

1. The facllity failed to ensure accurate data was
collected for Client #1 as outlined in the behavior
suppoert plan {(BSP), as follows:

On 1/18/12, beginning at 3:21 p.m. to 5:38 p.m.,

. evening observations revealed Client #1 was
observed to scream loudly forty-six (46) times
throughout the evening. Interview with the direct
care staff on the same day at approximately 5:30
p.m. revaalsd Cliant #1 had a BSP to address her
maladaptive behavior of screaming.

Record verification of Client #1's BSP, dated
10/26/10, (outdated) on 1/18/12, at approximately .
2:30 p.m., verified the cllent had a maladaptive
behaviar of screaming. Further review of the
BSP revealed data should be documented on

. every shift and every day. -

; Review of the data collection sheets on 1/18/12,

at appraximataly 3:20 p.m., revealed that staff did
not accurately document the observed bshaviors |
that occurred on 1/18/12, during the evening shift.

Interview with qualified Intellectual disabllities

. professional {QIDP) on 1/16/12, at approximately
3:50 p.m., confirmed that staff did not document
Cliert #3's behaviors that cocurned on 1/18M2.

2. Based on observation, staff interview and
record review, the facllity failed to ensure
accurate behavioral data was collected, for one of
the two sampled clients. (Client #2)

The finding Inciudes:

Observation on 1/18/12, beginning at 3:28 p.m.,

W 252

1. Staff will receiva tralning on how to

document behaviors for Client #1, the definition
of each spacified behavior and howto I
measure the frequency of each behavior. QIDP|

will monitar data sheet accurataly,
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Conlinued From page 11

revealed Client #2 and #3 were engaged in a
verbal confrontation during their evening snack,
Shortly thereafter, Client #2 was provided a sat of
large Lago blocks to work with as part of her
avening activities. Client #2 remained agitated
and continuously tossed the Leggo pieces around
the dining raom up until the anset of dinner, at
510 p.m.

Record review on 1/19/12, at 9:53 a.m., revealed
Client #2's BSP datad 1/12/12, identified
“throwing ohjeots” as one of her targeted
behaviors. The plan went on to require that “time
biock data will be taken on every shift on target
behaviors ...” Review of the behavioral data
sheets (ABC Data Sheets) revealed the facility
failed to ensure accurate data collection, This
surveyor counted seventeen instances of

“throwing blocks® and one Instanca of "pulling the |

table cloth off the table" during the evening of
111872012, Tha facility’s staff documented Client
#2 was Invoved In twenty-fiva instances of
throwing objects.

Intervisw with the facility’s qualified intellectual
disabllities professional (QIDP) on 1/15/12, at
3:03 p.m., ravealed she wouid have to provide
staff additional training on accurately collecting
data,

The facility failed to ensure staff accuratsly
collectad data on Cliert #2's targated behaviors,
483.480(k)(2) DRUG ADMINISTRATION

' The system for drug administration must assure

that all drugs, including those that are

self-administered, are administered without error. ;

W 262

W 369
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This STANDARD Is not met as evidenced by:
Based on observation and record review, the

; facllity failed to anaure that all drugs were
administerad without error, for one of the four

cllents residing in the facliity, (Client#3)
The finding includes;
The moming medication administration was

observed on 1/18/12, beginning at 7:20 a.m. At
8:41 a.m., the nurse tried administering eye drops

i In Client #3's eyes. The client closed both eyas

and held her head forward. The nurse used
physical guidence to mova the client's head back,
The cllant, howaver, remained uncooperativa for
the next & minutes. At 8:44 a.m., the nurse
placed 2 drops on the client's left eye lid, which
remained closed; the drops rolled down the

client's cheek and the nurse dabbed the moisture |

with a papar napkin, At 8:45 a.m., the same
observations were made with 2 drops appiled to
the client’s closed right eye (moisture dabbed
away from chesk with paper napkin). At 8:46
am., the client left the area without having
received the sye dropa effectively.

At 8:47 a.m., intarview with the nurse revealed
that sha routinely performed the morning
medication administrations In this facility, She

* stated that Client #3 frequentty squinted her eyes

and was uncooperative when it came time to
administer the eye drops...this was routine
behavior. When further queried, the nursa said
she was not aware of any known intervention
techniques to effectively elicit the cllent's
cooperation,

W 380

Nursing staff will be trained on proper
Imedication administration procedures for aye
drops for Client #3.

' 21012 |
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W 368 | Continued From page 13 W 368
; On 1/1812, at 2:33 p,m., reviaw of Client #3's
physiclan's order sheets for January 2012 verifisd
that Client #3 was prescribed the following:
"Artificial Tears aphthalmology 1.4% drops. Instil
2 drops in sach eye twice dally for diy eyes.” At

. 3:46 p.m.,, the qualified intellactual disabiiities

i professional (QIDP) was asked about the clisnt's t
resistance to receiving eye drops. The QIDP
indicatad matshawas;wara of the bahaviurﬂ;n
acknowledged that, to date, she was unaware
any interdiaciplinary team discussions,
assesements or recommendations to addreas the
behavior.

W 464 483,470(0(1) INFECTION CONTROL Waba Staff wil racaive training on Sefaty and
The facliity must provide a sanitary environment Infection Control for maintaining a sanitary

to avoid sources and transmission of infections. environment by Primary Care Nurse. QIDP and
Primary Care Nurse will monitor daily for

improvemsnt. . I 210112 I

This STANDARD Is not mat as evidenced by:
Basad on gbaervation, Interview and record
revisw, the faclity failed to maintain a sanitary
environment to avoid sources and transmission of
infection, for four of ths four cllents Included
realding In tha facilty. (Cllents #1, #2, #3 and #4)

The finding Includes:

On 1/18/12, at 4:18 p.m., Client #2 was observed
to pull the table cloth off of the dining table during
a bshavior, The napkins fell to the floor and

- remained there until staff placed them back on
the dining table, seven (7) minutes tater. Saveral
staff and Cllent #1 were obsarved walking past
the area in which the napkins had fallen. At
approximately 5:13 p.m., staff and clisnts were
observed to use the same napkins that had fallen

to the floor o wipe the clients' mouth,

FORM CMS-2587(02-09) Pravious Varsions Obsolets Evant ID:ES8T14 Facilily ID: 09G053 it continuation sheet Page 14 of 18
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- Intarview with the direct support staff at
approximataly 5:40 p.m. on the same day
confirmed that the same napkins that had fallen
to the floor ware used during dinner.

Review of the in-sarvice tralning records on
1/49/12, at approximately 1:40 p.m., revealed that
the last documanied tralning on sanitation and
infection control was dated 5/8/10. Thare was no
cumrent training on sanitafion and infection contral
located in the in-service training records. This
was confirmed through interview with the qualified
! Intellectual disabilitiss professional (QIDP) on
1/16/12, at 3:04 p.m. The QIDP also statad that
the evening staff that worked on 1/18/12, at the
group home, was empioyed iess than a year.

At the time of the survey, there was no evidence
that the facility maintained a sanitary environment
to aveid sources and transmission of Infection.

W 456 | 483.470())(1} INFECTION CONTROL W 4556

There must be an active program for the
prevention, control, and investigation of infection
and communicable dissases,

. This STANDARD s not met as evidenced by:

Basad on abservation, interview and record
raview, the facility falled to ensure effective
infection control procedures wers implemented,
for one of two sampled clients. (Client #2)

The finding includes:

On 1/18/12, baginning at 4:31 p.m., Cllent #2 was
observed playing with Lego bullding blocks and a

FORM CMS-2867{02-99) Pravious Versions Obaolete Event 1D: E58T11 Facility ID: 09G053 If continustion shaat Page 15 of 18
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W 466 Continued From page 15 W 455 [Brimary Care Nurse will provide treining to stafl
baby donlll’ :m dlnngatjia\e- ﬂ;:t 5:12 p.m., Client#2 and individugis on proper handwashing
was sa baked n fish, egg noodies, dures. QIDP wili monltor daily for
steamed cabbage, and a bavarage for dinnar, :;::mmﬂun. Y I 210M2 |
The clisnt was not observed to wash her hands

before eating. Interview with direct support staff
an the same day at approximately 5:40 p.m,,

* confirmed that Client #2 did not wash her hands
beafore eating,

Interview with the qualified intellectual disabilties
professionat (QIDP) on 1/19/12, at approximately
3:00 p.m., revaaled thara was no handing

- washing program in place for Client #2. Further
intarview revealad that thare was no cumrent
:pcords.w precaution tralning located In the

Raview of the in-service training records on
1/18/12, at approximately 3:04 p.m., confirmed
the QIDP's statement. The (ast training on
infection control was documanted on 5/8/10.

Note; It should be noted that staff who worked on
111812 during the evening shift (4 PM - 12 AM),
ware smployed lass than a year,
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INITIAL COMMENTS

A licansure survey was conducted from 1/48/12
thraugh 1/18/12. A samgple of two residents was
selected from a population of four women with
severa intellactual disabilitias. This survey was
initiated utilizing the full survey process,

The findings of the survey were based on

cheervations in the home and at two day

programa, intarviews with staff and residents the

home and at the two day programs, as wellas a

- review of client and administrative records,
including incidant reports,

(Qualified mental retardation professional
(QMRP) will be referred to as qualified intellectual
disabilities professional (QIDP) within this report.]

1002} 3500.2 GENERAL PROVISIONS

Each GHMRP licanses and residence director
shall demonstrate that he or she understands that
the provisions of D.C. Law 2-137, D.C. Code,
Title 8, Chapter 19 govern the care and rights of
mentally retarded peraons in addition to this

chapter.

This Statuts is not met ag evidenced by:

" Based on interview and record review, the group
home for persons with intellectual disabiities
(GHPID) licensee and its residence diractor falled
to demonstrate that they underatood that the
provisions of D.C. Law 2-137, D.C. Code, Titie 7,
Chapter 13 (formerly Title 8, Chapter 19) govern
the cara and rights of the facllity's four residents.

- (Residents #1, #2, #3 and #4)

The finding Includes:

I 000

TORY DIRECTUR'S OK
TATE FORM
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procedures [Formerly § 8-1970]
{f) "A customer's counsel, parent or

occurs.”

Cltation W163.

that the abuse had ocourred.

residents’ records.]

§ 7-1305.10. Mistreatment, neglect ar abuse
prohibited; use of restraints; seclusion; "ime-out”

guardian...shall be notifled in writing whenever
...an instance of mistreatment, neglect or abusa

Cross refer to Federal Deficiency Report -

On 1/1812, beginning at 10:54 a.m., review of
incldent reports and corrasponding investigation
reports revealed that on 8/20/11, at approximately
1:30 p.m., a direct support siaff withessed a
driver hit Resident #3 severaf times on her head
while disembarking the facllity's van, after
returning from a community outing. The incident
report documented that Resident #3's family
{mother and sisler) were notified of the allegation
on 8/22/11. Review of the faciiity's intemal
investigation report, dated 8/16/11, revaaled that
the allegation of abuse had been substantiatad,

On 118/12, at 1:00 p.m., interview with the
qualified inteflectus! disabilities professional

| {(QIDP) revealed that she had informed Resident
#3's family regarding the resuits of the intemal
invastigation, and that the allegation of abuse was
substantiated, She said this Information was
shared via telephone conversation with the family.
The QIDP then stated that to her knowledge, the

| family had not received written documentation

[Also see 1282 regarding maintenance of

(x4 ID SUMMARY BTATEMENT OF DEFICIENCIES [ m PROVIDER'S PLAN OF CORRECTION ol
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX (EACH CORRECTIVE ACTION S8HOULD BE LETE
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DEFIGIENCY)
1002 Continued From page 1 1002 fiyine future, the family wiil be contacted by

ttan documentation and telephane regarding
incidents ar allagations of mistraatment, abuse
and naglect. Cross reference W153
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Continued From page 2
3503.10 BEDROOMS AND BATHROOMS

Each bathroom thet is used by residents shall be

, equipped with tollet tissue, a paper towel and cup

dispenser, scap for hand washing, a mirror and
adequata lighting.

This Statuts is not met as evidenced by:
Based on cbservation and interview, the group

: home for persons with Inteliectual disabilities

(GHPID) falled to equip all bathrooms used by
residents with paper cups,

The findings include:

1. On January 19, 2012, at 4:41 p.m., observation
of the bathroom that was used by Residents #3

" and #4 revealed that there were no paper cups

avaliable. An empty cup holder was being stored
in a small cabinet on the wall, abova the foliet.

2. Similarly, at 4:49 p.m., there were no papst
cups avaliabla in the restroom locatad adjacent to
the bedroom shared by Residents #1 and #2. An
empty cup holder was stored in a cabinet above
the toilet.

The qualified Intellectuat disabllites professional
who was present at the tims, acknowledged that
thare wara no paper cups available for resident
use in gither bathroom.

3508.1 ADMINISTRATIVE SUPPORT

Each GHMRP shall provide adequate
administrative support {o efficlently meet the
needs of the resldents as required by thelr

1082
1 092

1180

Paper cups have been purchased and placed
in each individuals bathroom.

05)
COMPLETE

I 212 I

STATE FORM

ESETH

i continuation sheet 3 of 13



reaidents’ adaplive equipment protocols ag
written. [See W153]

3. The QIDP fallad to ensure staff properly
documented residents' targeted behaviors. [See

Wab2)

4, The QIDP failed to ensure staff offered the
residents cholces regarding aftemoon snacks
iterns. [See W247)

- Based on staff interview and record review, the

GHPID's qualified inteliectual disabiities
Professional [QIDP) failed to ensure the
coardination, monitoring, and implementation of a
residents’ habllitation and planning for two of the

- two sampled residents. {Residents #1 and #2)

The findings Include:
1. The QIDP falled to ensure each staff received
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1180 Continued From page 3 1180

This Statute s not met as evidenced by:

Based on staff Interview and record review, the

GHPID's qualified Inteliectual disabiitias

Professional [QIDP) falled to ensure the

coordination, menitoring, and implementation of a

residents' hablilitation and planning for two of the

two sampled residents. {(Residents #1 and #2)

The findings include;

1. The QIDP failed to enaure each staff received W454 2110112

Initial and ongoing training on universal 1. Cross reference I I I

precautions. [See W189)

3. Cross naference W252

I 2/10/12 lh

4. Cross refarance W247

Haronz |
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initial and ongoing iraining on universal 1. Cross referance W189 [2nan2 |
precautions. [See W188)
2. The QIDP failed to ensure staff Implemented
residents' adaptive equipment protocols as 2. Cross reference W153 [2nor12_]
written, [See W153]
3. The QIDP falled to ansure staff properly '
documentad residents' targeted behaviors. [See 3. Cross refarance W262 |{[z10n12 ]
w252
4, The QIDP falled to ensure staff offered the < v B
residents cholces regarding aftemoon snacks 4. Cross referance I 2nen2
items. [Ses W247]
6. Observation on 1/18/12, beginning at 3:28 5. Cross referance W1E8 (3) (5) YT

p.m,, revealed Resident #2 and #3 were engaged
in a verbal confrontation during their evening
snack. Shortly thareafter, Resident #2 was
provided a set of large Lego blocks to work with
as part of her evening activities. Reslident #2
remained agitated and continuously tossed the
Leggo places around the dining room up unti! the
onsst of dinner, at §:10 p.m.

Record raview on 1/19/12, at 9:53 a.m., revaaled
Resident #2's BSP dated 1/12/12, dentified
“throwing objects" as one of har targeted
behaviars. The plan identified the folowing
interventions:

"Staft will model appropriate responses to
upsetting actions of others both verbally and
non-verbally ... Staff will respond to [Resident #2|
physical aggression towards others

immediately stopping the actions and then
demonstrating appropriate tachnigques to get her
. needs met"

At no time during the evening was stalf observed
implamenting the measures outlined above to
manage Resldent #2's maladaptive behavior of

Haalth Reg n & Licansing Administration
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Continued From page 5

“throwing blocks.”

Interview with the GHPID's qualified intsliactual
disabiliies professional (QIDP) on 1/19/12, at
2:30 p.m., revealad its impossibie for staff to
meadel or demonsirais appropriate behaviors due
to Resident #2's deteriorated vision,

The GHPID's QIDP falled to ensure Resident #2'g
BSP met her needs to ensure staff could

effectively manage her targeted maladaptive
bahaviors,

3500.6 PERSONNEL POLICIES

Each employee, prior to employment and
annually thereafter, shall provide a physician ' s

. certification that a heslth inventory has besn

performed and that the amployes ' s health status
would allow him or her to perform the required
duties.

' This Statuts Is not met as evidenced by:

Based on interview and record reviaw, the group
home for persons with intellactual disablites
(GHPID) falled to ensure that all health care

- professionsls had current health certificates, for 3

of the & consultants, [psychologlst, physical
therapist and psychiatrist]

The findings include;

On 1/18/12, beginning at 8:38 a.m., review of the
personnel records falled to show evidence of a
current physician's health inventory/ cartificats for
the following:

- psychologist,
- phyalcal therapist; and,
- paychiatrist.

1180

Current heaith certlficates will be obtained for
psychologlst, psychiatrist and physical
therapist.

n& ] Ini on
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1208 | Continued From page 6 1208
On 1119712, at 2:05 p.m., the qualified intellectuat
disabiliies professional confirmed the findings
- and further Indicated that she would bring it to the
attention of thelr human resources director. No
additional information was presented before the
survey ended later that day at 5:00 p.m,
12268 3510.5(c) STAFF TRAINING 1226 Cross refarence Vva54 ' [2r1012 ]

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

(c) Infectiaon control for staff and residants;

i This Statute is not met as evidenced by:

Based on observation, interview and record
review, the the group home for persons with
Intellectual disabllities (QHPID) failled to ensure
each staff received initial an ongoing tralning on
universal precautions, for four of four residents
residing in the GHPID. (Residents #1, #2, #3, and
#4)

The findings include:

Based on observation, Interview and record
review, the GHPID falled to ensure effective
infection control procediires were impiemented,
for one of two sampled residents. (Residant #2)

The finding includes:

On 171812, baginning at 4:31 p.m., Resldent #2
was observad playing with Lege building blocks
and a baby doll until dinner time. At 5:12 p.m.,
Resident #2 was served baked Cajun fish, egg
noodles, steamed cabbage, and a beverage for
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| Continued From page 7

dinner. The resident was not observed to wash
her hands before eating. Interview with diract
support staff on the same day at approximately
5:40 p.m,, confirmed that Resident #2 did not

- wash her hands bafore eating.

Interview with the qualified Intellectual disabllites
professional (QIDF) on 1/19/12, at approximately
3:00 p.m., revealed there was no handing
washing program in place for Resident #2.

i Further Intarview revealed that there was no

current universal precaution training located in
{he racords.

Review of the in-service training records on

| 1719/12, at approximately 3:04 p.m., confirmed

the QIDP's statement, The last tralnlng on
infection control was decumented on B/8/10.

Note: It should be noted that staff who worked on
1/18/12, during the evening shift (4 PM - 12 AM),
were employed less then a year.

3510.5(f) STAFF TRAINING

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

(N Specialty areas related to the GHMRP and the
residents to be served Including, but not iimited
to, behavior management, sexuality, nutrition,
recreation, total communieaﬁons and asslstlve
technologles;

This Statute Is not met as evidenced by:
Based on obsarvation, staff interview and record

' review, the group home for persens with

Intellectual isabilities (GHPID) failed to ensure
staff was competent in utilizing a resident's
adaptive equipment, for one of the two sampied

1228

stration
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. Observation on 1/18/12, beginning at 3:15 p.m.,

revealed Realdent #2 was assisted to her chalr at
the dining room table by her attending staff,
Resldent #2 was cbserved wearing & geit belt and
the staff was observed holding the gait beit-
directly from the rear as she was assisted to her
chair, The gait beR was up near the lower
portions of Residen] #2's cheat. The staff was
also obsarved standing directly behind Residant
#2 as she made her way to ths dining room chalr.

Record review an 1119/12, at 12:00 p.m.,
revealad a galt beit protoco) was in ]
manage how staff utiiized Res/dent #2's gait belt,
The plan goes on to identified the following
Interventions:

“Fastan the gait beit around the Individual's walat
with the buckle placed in front of the Individual ...
Place ona hand on the pertion of the gait belt at
the front of the Individual's waist and place your
other hand on the portion of the galt balt 6t the
individual's back .... Walk to the side and slightly
behind ths individual.*

At no time during the evening was staff observed
Implementing the measures outlined abovs to

‘manage Resident#2's ambulation from her rolling

wall;er to the dining room table.

Intarview and record review with the GHPID's
gualified intellectual disabiliias professiona!
(QIDP) on 1/18/12, at approximately 2:45 p.m.,
confirmed the staff shouid have implsmented the
gait balt protocol as written,

protocal for Cllent #2 by the Primary Care
Nurea, QIDP and Primary Care Nurse will
monHor for proper usage.

FORM APPROVED
D) MULTIPLE CONSTRUCTION (43) DATE BURVEY
YION NUMBER: A BU : COMPLETED
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1228} Continuead From page 8 (229
cresidents. (Resident #2)
The finding includes: Staff will raceive additional training on gait beit

ll 2/1012 l
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¢229° Continued From page 9 12209
As of the date of survey, the staff working with
Resident #2 falled o properly implernent her gait
pratocat to ansure her heatth and safety.
1282 3514.3 RESIDENT RECORDS 1292

Each record shali include, but nat b fimited to,
the raquirements of D.C. Law 2-137, D.C. Code §
8-1972 (1989 Repl. Vol.).

This Statuta is not met as avidenced by:

Based on interview and record review, the group
home for parsona with intellectual disabilities
{GHPID) feiled to malintaln rasident records In
accordance with requirements of D.C, Law 2-137
(now Title 7, Chaptar 13), for four of the four
residents of the GHPID. (Resldents #1, #2, #3

. and #4)

The finding includes:

§ 7-1305.12. Maintenance of records; information
considered privileged and confidential; access;
contants [Formerly § 6-1972)
"Complete records for each customer shall be
maintained and shall be readily available to
professional parsons and to the staff workers who
% d‘l‘r:cﬂy involved... These records shall

ude:

{9) A summary of family visits and contacts”

Cross refer to 1002 and Federal Deficisncy Report

- Citetion W153.

On 1/18/12, beginning at 10:54 a.m., review of

_incident reports and corresponding investigation
reports revealed thal on 8/20/11, at approximately

1:30 p.m., a direct support staff witnessed a

| driver hit Resident #3 several imes on her head
while dissmbarking the facility’s van, after

ealth Rag! '] on
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refuming from & community outing. The taciity
dacumenied having notified Residant #3's family
(mother and siztar) of tha aliegation on 8/22/11.
The faciity's internal investigation report, dated
9H18/11, revesied that the allegation of abuse had
been substantiated.
_Onmaﬂz.at?:mnm..WMuiﬂﬂw the future, the family will be formally
qualified intellectual disabililes professional via amait end Shrough phone calls fo
{QIDP) reveaiad that she had informed Resident that they ere sware of ail incldents.
#3's family regarding the reeults of the intemai )
investigation, and that tha alisgation of abuse was
shared mmm:
via
and sister were “very involved” in her Be. The nt &l future communication between
| GHPID said she maintained frequant contacts ly for ail incidents. [218127]
] with the family. The resident's family aiso
telephoned and visiled the resident at the GHPID.
When asked, the QIDP replied "o.” these visils
and coniacie with the family were not being The contact log wilt documant all contact from
documentad in the residents moont. She further QIDP with family and medicel guardians |
addad that none of the four residents’ reconds each individusl. A visilor log will aiso
inciuded a racomnd of family visils and contacts. uliiized to document all visits from medical
and family members. These lops I
1 3510.3 EMERGENCIES 1372 be updatnd and reviewed weekly by the |
DP for record keeping purposes. ||m12 I
Each GHMRP shall post by aach tslaphone
Wmmmumh
- and rescue squeds, police department,
each resident ' s physician, and the agency 's QIDP will post amevgency personnel phons
on-duly sdminisirator. by il telephones in the group home. lmz I
This Stalute in not met as svidenced by:
| Bosed on obsarvation and interview, the group
home for parsons with inteflectual disablifiss
{GHPID) fallad to post by each telephone,
emergency numbers, which Include at laast fire
and rescue squads, the local police department,
each resident's , and the sgency's i
.mmmrm% —
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Coniinued From page 11
on-duty administrator.

The finding includes:

Observations on 1/16/12, at 2:50 p.m., revealed
there wis & llst of agency staff posted by the two
talephonea in the facility. The list included a
phone number far &n *“Emergency Nursa.” The
list did not, howevar, include all of the numbers
required by this regulation.

This deficisncy was acknowladged by the
qualified intellectual disabilities professional at
2:52 p.m,

} 3620.2(1) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have avaliable qualified
professional staff to carry cut and monitor
necessary profestional interventions, in
accordance with the goals and objectives of every
individual habllitation pian, as determined fo ba
necassary by the interdisciplinary team. The
profassional servicea may include, but not be
limited to, these ssrvices provided by Individuals
frained, qualified, and licensed as required by
District of Columbia kaw in the following
disciplines or areas of services:

() Spasech and language therapy; and...

This Statute is not met as avidenced by:
Based on interview and record review, the group
homa for persons with intellectual disabilities
{GHPID) falled to ensure that a copy of
professional credentials was maintained for each
Individual providing professional services at the
GHPID, for 3 of the B consultants (C1, C2 and
C4), as required by District of Columnbla law,

1372

Agancy's list of amergency contact numbers
will reflect that of ememgency personnel (police,
fire, ems) as well as primary care phycians
contact Information.

I 217112 I
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| 398 | Continuad From page 12 1089
including in the following discipline or area:
(i) Speach and Language Therapy.
The g ; WWSMPWMW
On 1/19/12, beginning at :38 a.m., roview of the Ticarsure in tha District of Columbia,
parsonnal racords revealod the GHPID feiled to a osnsad speach pathoiogist will be
have evidonce that the speech tanguage untl Reensure is obiained. QIOP wid
pathologist (C4) undar contract had a current consultant personnel folders quarterdy
licsnse to practice in the District of Columbia. snsure that all icensas are valld and up to
, and that sl aseessments and therapies
On 118112, a1 2:08 p.m., the quaiified intsllectual are adminictsred by a D.C. licensed
disabliities professicnsl acknowledged thet thera Tha Spasch Pathologist has
was no evidence of curment a professional Icensa ateceipt to confirm she has filed an
for C4 and further indicated that she would bring application for lcensurs in D.C. 22312

. it to the attention of thelr human resources
director. She confirmed thet the consultant had
performed an assessment for Resident #1 on
1118M0. wmmmmww

survey anded iater that day at 5:00 p.m.
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R 000 INITIAL COMMENTS R 000

A licensure survey was conducted from 1/18/12
through 1/19/12. A sample of two residents was
selected from a population of four women with
severe intellectual disabilities.

| The findings of the survey were based on

- observations in the home and at two day
programs, interviews with staff and residents at

- the home and at the two day programs, as well as

a review of resident and administrative records,

including incident reports.

[Qualified mental retardation professional
(QMRP) will be referred to as qualified intellectual
disabilities professional (QIDP) within this report.]

R 125 4701.5 BACKGROUND CHECK REQUIREMENT | R 125

The criminal background check shall disclose the
criminal history of the prospective employee or
contract worker for the previous seven (7) years,
in all jurisdictions within which the prospective

- employee or contract worker has worked or
resided within the seven (7) years prior to the
check.

This Statute is not met as evidenced by:

Based on interview and review of personnel
records, the group home for persons with
inteliectual disabilities (GHPID) failed to ensure
criminal background checks for all jurisdictions in
which the employees had worked or resided
within the 7 years prior to the check, for 1 out of

. 13 direct support staff. [S1]

The finding includes:

On 1/19/12, at approximately 10:00 a.m., review
of the personnel record for $1 revealed that a

Heaith Regulation & Licensing Administration
TITLE {X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE
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backgreund chack had been obtained in that
jurisdiction.

On 11912, at 2:05 p.m., the qualified intetiectval
dissbiitfes professional confirmsd the finding and
further indicated that she would bring it to the
attention of their human resources director, No
additions! information was presented before the
survey ended laler that day at 5:00 p.m.
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R 125 Continved From page 1 RI26 | o cbwain an additional o
District of Columbla background check had been ich will include the District of Columbia and
documenied on 1211007. Howgver, har liMaryland. HR will continue to ensure that all
employment application form, dated 12/1707, are required to obtain a
indicated that she was smployed in Upper background check o include al states an
Mariboro, Maryiand at the time she completad the hag worked and lived for the past 7
application form. Thers was no svikience that a
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