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W 000 INITIAL COMMENTS W 000

A recerfiisation survey was conducted from
71612011 through 7/8/2011. The survey was :
complete} utilizing the fundamental survey !
process. A random sampling of three dlients was
selected from a regidential population of six

males wit1 varying degraes of disabilitias.

The findir gs of the survey were based on
observations and interviews in the home and at
one day program, as well 38 a review of tha client
and administrative records, Including the incident
reports. :

W 158 483.420(c }{4) STAFF TREATMENT OF W 156
CLIENTS ;

The resulls of all investigations must be reported |
to the adniinistrator or designated representative |
or to othei officials in accordanCe with State law |
within five working days of the incident. i

:  The mentioned incident was followed up and -omzim
This STANDARD is not met as evidenced by: ' vinvestigated by D.C.H.C, incident management
Based on recond review and staff interview, the . “team. Howcever, as per D.O.H reguljtions all incidents
facility failwd to ensure all investigations into ' have to be investigated within 5 working days
serious reportable incidents were completed - which was an oversight, We as a provider
within five working days for one of six clients : _agency arc overwhelmed with D.D.S every
residing in the facility. [Clienl #4] i 'day changing repulation and requicemcnty which

diverted our attention, A mesting with

The findiru] includes; “Incident Management. coordinator was held on

Review of Client #4 * < records on 7/6/2011 at - 0772111 and from now on preliminary investigation will
12:37 p.m. revealed he was taken to a local o be completed within 5 working daysiand final report
hospital fo' emergent care on 2/1/2011 due to will be campleted on or before 25 days.
breathing «ifficullizs. The facifity ' s loghncident D.C.H.C - policy was aiso revised to-meet both
report idenlified this ocourrence as a ™ serious . roquirements-(D.0.H & D.D.S)
reportable " event. Further review of this client' Pleose Sco Attschment "A”
s records on the same day at approximately
LABORATORY DIRECTOR®, SR FROVDE SUPPLIER REPREGENTATIVES SGNATURE TIVLE e} DATE
]\ra;w\ ANAN _(_Dw.bw}v.\ Dvecdor 1D e | 429 ] 1]

Any deficiency statamant @) iing wilk an astarisk (") denotes 3 deficiancy which [he instiution may be excused from comecting providing i is determined that
other safeguards provide 8 Mcient protection to the patiants. (See instructions.) Excapt for nuesing homes, the findings stated abiove @re disciosable 50 day=
foliowing the date of survey whathar or not 3 plan of correction is provioed, For nursing homes, the sbove findings and plang of correction are disclosable 14
days fotlowing the date the2a documents are made avaiigble to the faciity, (Fdeficiancies sre clted, an approvad plan of carrection 18 requisite ta continued

pregrem paiticipation,
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W 156 Continuel From page 1

12:44 p.m. revaesled the investigation was
compiated on 2/28/2011.

Interviaw with the facility * s Qualified Intellectuai
Disability Profeasional (QiDP) on 7/6/2011 at
approximely 12:45 p.m. confirmed the date of
the invesiigation was 2/28/2011.

The facilily failed to ensure all investigations were
complated within five working days as required by
this secticn.

483.430(e ) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

W 159

Each cllerit's active treatment program must be |
integrateq, coordinated and monitored by a ‘
qualified ryantal retardation professional.

This STAIHDARD is not met as evidenced by:

Based on observation, staff interview and record
review, thi: facility ' & Quaiified Intellactual
Disabulnty i’rofessional (QIDP) failed to ensure the
caordination of services lo promote the heaith
and safety of three of three sampled clients.
[Chients #1, #2 and #3)

The findings include:

1. The QIDP failed to ensure all investigations
into serlous reportable incidents were completed
within five working days for one of six clients
residing In the facility, [Sea W156]

2. The QIDP failed to ensure afl staff was
competent in implementing clients’ behavior
support piting for one of the three sampled
clients. [See W193]

W 156

W 159

07/21/11

Pleaqe scc answer to W-156 on page 1 of ) 1.

2.: Please see answer to W-193 on page 4 of 1. 07/11/11

¥
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3. The (JIDP failed to ensure the consistent
implementation of a client’ s communication
program ‘or one of three sampled ciients, [See
W194]

4. The ()IDP failed to ensure the

implemer tation of a client ' s communication
program {or one of three sampled clients. [See |
W249]

5. The QIDP failed to ensure staff collected
accurate Jata on a client * s behavicr support plan
for one of three sampied dients. [See W252]

8. The ClIDP failed to ensure clients utilized their’
prescribet] adaptive equipment as prescribead for
one of thre sampled clients. [See W435]
W 193 4§3.430(¢)(3) STAFF TRAINING PROGRAM |
Staff mus be abie to demonsirate the skills and |
technigues nacessary to administer interventions -
to managi: the inappropriate behavior of clients.

This STANDARD is not met as evidenced by: |
Based on observation, staff interview and record
review, thir facility failed to ensure all staff were
competerr ih implementing clients' behavier
managem 2nt producols for one of three sampled |
clienis. [Client #1] i

The findim) includes:

Observalitin on 7/6/2011 at 5:34 p.m. revealed
Client #1 yas chewing small sections of material
he was ab e to tear away from the heel tab of his
right shoe. Client #1 was pbserved taking the

w159

3. Please scc answet to W-194 on page 5 of 11. 0712/1}

4.: Ploasc see answer to W-194 an page 5 of 11.  07/12/11

N
»

5. Plcase seeanswerto W-193 onpage4of 11,  07/11/11

6. iPlease scc answer to W-436 on page 10 of 1. 07/12/11

w133,
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W-159

The mentioned incident was followed
up and Investigated by D.C.H.C.
incident management team. However,
as per D.0O.H regulations all incidents
have to be investigated within 5
working days which was an oversight.
We as a provider agency are
overwhelmed with D,D.S every day
changing regulation and requirements
which diverted our attention. A meeting
with Incident Management coordinator
was held on 07/21/11 and fram now on
preliminary investigation will be
completed within 5 working days and
final report will be completed on or
before 25 days. D.C.H.C - policy was
also revised to meet both requirements-
(D.O.H &D.D.S)

(Please see Attachment "A™)

An In-Service training was done with all
Direct Care Staff , House Manager and
QMRP on 07-11-11 by the psychelogist
regarding Client #1's behavior and data
collection, The Q.LD.P & House
Manager will monitor the above daily
and re=train staff on a quarterly basis or
sooner if needed. The Program Manager
will check ptogram implementation on
routine visits. Staff will be quizzed and
role play will be done to make gure
every one understands and implemenis
the program propetly.

(Please sce Attachment # B)

An In-Service training was done oh
07-12-11 by Speech Pathologist for al)
staff, House Manager and Q.1L.D.P
regarding the implementation and
documentation of TPP programs. The
QIDP/House Manager will cnsure that
all programs are implemented and
documented daily, Staff will be re-
trained on & quarterly basis or catlier if
needed, Program Manager will check
the above oh her routine visits.

(Please see Attachment "D1 & D2")

0772111

07/11/11

07/¥2/11




An In-Service training was done on
07-12-11 by Speech Pathologist for all
staff, House Manager and Q.L.D.P
regarding the implernentation and
documentation of IPP programs, The
QIDP/House Manager will ensure that
all programs are implemented and
documented daily. Steff will be re-
trained on a quarterly basis or earlier if
needed, Program Manager will check
the above on het routine visits.

(Pleasc see Attachment "D2")

An In-Scrvice training was done with al]
Direct Care Staff, House Manager and
QMRP on ()7-11-11 by the psychologist
regarding Client #1's behavior and data
collection. The Q.1.D.P & Housc
Manager will monitor the above daily
and re-train staff on a quarterly

basis or sooner if necded. The Program
Manager will check program
implementation on routine visits, Staff
will be quizzed and role play will be
done to make sure every onc
understands and implements the
program properly.

(Please scc Attachment # B)

An In-Service training was done with all
the 07-12-11. Direct Care Staff on
07-12-11 regarding use of adaptive
equipment. (Individuals #2'c

neck collar). The QIDP and the House
Manager will moniter on a daily basis to
ensure the proper use of the Neck Collar
(on 2 hours & off 1 hour during
awakening hours). Also, Program
Manager will check the above on her
routine visit to the facility to ensure that
adaptive equipment are used properly
and effectively in conjunction with
prescribed treatment plan,

(Please See Attachment # C)

077121

0/

07/12/11




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/20/2011

material Ut of his mouth and manipuiating them
in his hands on three ogcasions within a ten o
fifteen miute petiod as he sat in the living room
walting fo- the evening medication pass and
dinner, Siaff was present and observed tha
client's be havior and failed to intervena,

Record review on 7/8/2011 at 2,23 p.m. revealed

recomme 1ded, * [Cllent #1] requires & behavior

on to outline that staff should provide a verbal

and to previde a physical prompt if the verbal
redirection was ineffective. The plzn further
delineates that staff shouid have Client #1 piace
his hands In his lap for iwo minutes if the verbal
redirectior was ineffective. Finally, the

#1 shoyld be provided an activity that aliows him
to use his hands in B constructive manner and fo
be reward ad for it afterwards. Additionat review

Wwas in pla ;2 1o address him " chewing inedible
objects " i1s well. Neither of these twp

evening ol 7/6/2011.

Interview vith the facility ' s Qualified inteilectual
Disability i'rofessional (QIDP) on 7/8/2011 at
approximately 2.28 p.m. confirmed the facility ' s
staff should always implemient the behavior
support plin whenever Client #1 begins to rip any
clothing ar d chewing of inedible abjects, The
QIDP also indicated she would ensure staff
received a 1ditional training to manage Client#1°
s maladap ive behaviors,

his Behavior Support Plan (BSP) dated 2/11/2014 :

support plan to address clothes ripping, chewing
inedible ¢ jects and agitation ... *  The plan goes -

redirection when they obsefve him ripping clothes
interventicr requires that after ten minutes, Client

of the piar revealed a similar intervention strategy

interventions was implemented by the staffon the
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W183 Continued From page 3 W 193 An In-Service training was done with all 0711/1

" Direct Care Staff , House Manager and QMRP

i on 07-11-11 by the psychologist regarding

_ Client #1's behavior and data collection.

- The Q.LD.P & Housc Manager will monitor

* the above daily and re-train staff on a quarterly
basis or sooner if needed. The Program Manager
will check program implementation on routine .
visits. Staff will be quizzced and role play will be
done to make sure every one understands '
and implements the program propetly,
(See Attachment # B)
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The facilit/ failed to ensure staff was effectively
trained to manage Clignt #1 ' s malagaptive
blehaviors ais outlined in his behavior support :
plan, :
W 194 483.430(el(4) STAFF TRAINING PROGRAM - W 194

Staff musl be able to demonstrate the skills and
technique!: necessary to implement the individugi
program plans for each client for whom they are
responsibiz.

This STAMDARD is not met as evidenced by;
Based on observation, staff interview and record -
review, the: facility failed to demonstrate the skills
necessary to ensure the consistent
implementation of a client * s communication
program fcr one of three sampled clients, [Client

) ;

The finding: includes: An In-Service training was done on 07-12-1t  07-12-11
. by Speech Pathologist for all staff, House

[Cross Reference W249] i Manager and Q.LD.P regarding the implementation

Observation on 7/6/2011 beginning at 4:28 p.m. . and documentation of IPP programs.

revealed it e facility * s staff falled o implement . The QIDP/House Manager will ensure that al}

Client #3 ' 5 communication program. Record * programs are implemenited and documented

review on \'/8/2011 at 1:55 p.m. revealed his : daily. Staff will be re-trained on & quarterly basis

Speech anj Language Pathelogy (SLP) . or earliet if needed. Program Manager will

assessment dated 8/16/2010 recommended that

" [Client #3| should receive tralning on his
communiciiion geal, *  interview with the
Qualified Ir telleciual Disabillty Professional
{QIDP) on 7/8:2011 at approximately 2:22
revealed she drafted the written plan to take

place daily and ensured the staff received tralning
on the writt2n plan. ‘

i check the above on her routinc visits.
. (Please Scc Attachment "D1, D2
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The facility steff failed to demonstrate the skills
necessan' to consistently implerment Client#3 's -
communii:ation program. ‘
W 249 483.440(c)(1) PROGRAM IMPLEMENTATION W 249
As soon s the interdisciplinary team has
formulate 8 dient's individual program plan,
each ¢ller t must receive a contintous active
" treatment program consisting of needed
interventions and services in sufficient numbet
and frequency 10 support the achievement ofthe
objectives identified in the individual program
plen. ‘
This STANDARD is not met as evidenced by:
Basad on observation, staff Interview and record
reviaw, thi: fagility fallad to implement a client' 5
communic afion program for one of three sampled -
clients. [€lient #3)
The findin includes: :
o 1An In-Service training was done on 07-12-11 07-12-11
Obsef\'l h('fll';:ft\ ;;51"20"1 beQ""ixlg at 432; P—m';a -by Speech Pathologist for aft staff, House
as a mear s pf communication. Throughout the .and documentatiot) of IPP programs.
survey, hit: attermpts st communication were not ‘The QIDP/HOUSC Manager will ensure that all
aways colisistently understood by staff, -programs ar¢ implemented and documented
Reond rer 218/2011 at 1.5 od .daily, Staff will be re-trained on s quarterly basis
\ACOnd retfiew on s02 P.M. ravea ‘or earlier if needed, Program Manager will '
;:;s:sl sma! :ta g:t;':%?:l g g%.r m%yré:#dpgd that Echeck the above on her routine visits.
" [Client #:] should receive training on his ;(Please See Attachment "D1, D2" )
communication goal. * The plan outlines that :
when Clietit #3 arrives home from his day :
FOR M CMS-2867{02-88) Pravi 5.4 Viersions Obsolete Evert ID: PWEJ11 Facility I0; 083163 If continuation shest Page & of 11
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W 249 Continued From page 6 ;
program, he should be provided a " picture :
schedule related i his aftemoon routine, = The
pian goe: on to provide direction for how staff
should review the picture schedule based on the
afternoon activity he was engaged in. The written
data collection sheets for this program indicate
the plan should ba implemented daily. This :
pregramriatic intervention was not observed !
being img lemented during the survey,

Interview with the facility ' & Qualified intellectual
Disability Profassional (QIDP) on 7/8/201% at
approximitely 2:22 p.m. confirmed the fagility ' s
staff was ot implementing this plan as written.
The QIDF aisc indicated she would ensure staff
received udditional training on this program to
ensure thi improvement of Client #3's
communication skills.

The facility falled o ensure Client #3's
communic ation plan was implemented as written.
W 252 483.440(e)(1) PROGRAM DOCUMENTATION

Data relative to accomplishment of the griteria
specified 11 client Individual program plan
objectives must be documented in measurable
terms,

This STAMDARD is not met a8 evidenced by,
Based on record review and staff interview, the
facility faited to ensure staff coliected accurate
data on a client ' s behavior support plan forone
of three sampled clients. [Client #1)

The finding| includes:

W 249

W 252,
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W 252 Continuetl From page 7
[Cross Reference W193)

Recard review on 7/8/2011 at approximately 2:25 |
p.m. reve:iled the facility ' s staff documentad that
Client #1 xhibited none of his targeted
maladaptive behaviors of ¢clothes ripping, eating
inedible ¢ Jects and agitation on the evening of
TR/2011. On 7/6/2011 at 4:46 p.m. Client #1 was .
observed vocalizing loudly, foot stomping and
slapping b right side of his face with hisright |
hand on no less than six occasions. He was aiso
observed ‘ipping parts of his shoe off and

chewing it later bn that evening.

Interview with the facility * s Qualified Intellectust
Disability i>rofessional (QIDP) pn 7/8/2011 at
approxims tely 2:29 p.m. confirmed the facliity ' 3
staff should always document his behavior
whenever Client #1 begins tb rip any clothing,
chew ined ble objects, or exhibit any agitation.

The QIDP aiso indicated she would ensure staff
recelved additional training to manage Client #1 '

3 maladaplive behaviors, ‘

The facility failed o ensure staff was effectively
trained to slecument Client #1 ' s maladaptive :
behaviors as outlined in his behavior support ;
‘plan.

483.480(1) 2) DRUG STORAGE AND
RECORDKEEPING

W 383

Only auth¢ rized persons may have access o the -
keys to the drug storage area. :

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facility falled to ensure the security of the

w 252 An In-Service training was done with ali

- Ditect Care Staff, House Manager and QMRP
on 07-11-11 by the psychologist regarding

. Client #1's behavior and data collection.
The Q.1.D.P & House Manager will monitor

- the above daily and re-train staff on a quarterly
basis or sooner if needed. The Program Mamager

" will check program implementation on routine -
visits, Staff will be quizzed and role play will be
done to makc sure every onc understands

. and implements the program properly.

. (Sce Attachment # B)

W 383
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The facllity must fumish, maintain in good repair, |
and teach :lients to use and to make informed ¢
choices about the use of dentures, eyeglasses,
hearing an3 other communications aids, braces,
and other tigvices identified by the

interdiscipi nary team as needed by the client.

This STANDARD is not met as evidenced by:
Based on >bservation, staff Intenview and record
review, the facility failed to ensure clients utilized
their presciibed adaptive equiprnent as .
prescribed for one of three sampled clients.

[Client #2)

The finding includes;

STATEMENT OF DEFICIE ¥CIES X1) PROVIDER/SUPPLIBR RVEY
AND PLAN OF CORRECTIDN e IDENTIFICATION NUMBER. 0% MOLTIPLE CONSTRUGTION (m,g&:ifEUTED
A. BUILDING
B. WING
09G163 07/08/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
D C HEALTH CARE 248 WALNUT STREET, NW
WASHINGTON, DC 20011
{(X4) 1D SUNMMARY STATEMENT OF DEFIGIENCES 3 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH OCRICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGUL/\TORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
i
|l .
W 383 Continue¢ From page 8 . W33
medicatio | cabinet as required for six of gix ’
clients residing in the facility. [Clients #1, #2, #3,
#4, %5, #6|
The findin 3 includes: , An In-Service training was donc on 07/22/11  07/22/11
Observat 2712011 at 12:40 e ~with D.C.H.C Q.M.R P/House Manager
rvatii:n on al 12:40 p.m., revea : " ropardi edicati d medicati
the facility’ s Qualfied Intellectual Disabilfy e
Professior al (QIDP) was able to scoess the camInet, VULt no clrsumslances ey afe
locked madication cabinet to procure the current to apen medicine cabinct unless they
MARS for ‘eview by this surveyor. Interview with have license to do so. Staff in question
the QIDP pn 7/7/2011 at approximately 12:41 18 undergoing T.M.E. training and has
pfl:l U?T;ﬁ‘ ;“;da:h: had 3:?:35 to the med'ts'o‘h"e . been practicing medication administration
cabinet an she was not 3 nurse nor was L ekille § ' :
. o « skills in the presence of RN, (that is how
a certified Tramed Medication Empicyee (TME). : she had learned to access the med cabinct)
The facility failed to ensure only authorized . However, she has not yet received her
personnel had access to the medication storage " licence therefors, she should have not
area. « even spproached the medicine cabinet. A
W 436 483.470(g!(2) SPACE AND EQUIPMENT W 436

. written waming was given to involved staff.

- Medication cabinct lock was changed and
supervisoty R.N's will make sure not to use
actual med eabinet for training purposes. ‘
D.C.H.C will make sure this kind of incidents
do not happen ever in the future by making sure
that only licensed people have access.

. {Please see gttachment "E")
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W 438 Continuec From page 9 W 436 An In-Service training was donc with alt the 07-12-11
. Direct Care Staff on 07-12-11 regarding
Observation on 7/8/2011 beginning at 4:26 p.m, usc of adaptive equipment. (Individuals #2'c
revealad ulenlt #2 arrived home from his day neck collar). The QIDP and the Housc
program vmaring a soft (cream coiored) coliar as i : . .
he was being escorted into the facility by his Manager will monitor on a daily basis to
altending staff. Client #1 was Iater observed . cnsure the proper use of the Neck Collar
throughou! the evening having a shack, resting in " (an 2 hours & off ! hour during
glredine{. rn thelliving room an:df?toer ebart:nfghvo © awokening hours), Also, Program Manager
mner. The collar was remavi Fa one : itl check the ab h tine visit
Minuts pe ¥od by the Qualified Inteliectual -, facility o ot adaptive
Disabliity I’rofessional (QIDF) when she was 3 o nsure P
trying to exipiain fo this surveyor the purpose of . cquipment are uscd properly and
the coliar. She indicated he wore it to help " cffectively itt conjunction with prescribed
support hi: head, due to his lack of neck strength * treatment plan. :
to keep hit: head in an upright position, Client#2 - ' (Please Sce Attachment "C")
was abser red wearing the collar for the ' ;
remainder of the evening. :
Record review on 7/8/2011 at 1;31 p.m. revealed '
Client #2 * s Physical Therapy assessment dated
2/16/2011 recommended that " [Clignt #2] should
continue 1. use the soft carvical collar for two
hours and have it removed for one hour. The
staff will cteck for red areas around his neck
after remo ral of the collar, ™
Further obssrvation an 7/8/2011 baginning at
approximazely 1:32 p.m. confirmed the facility :
was not eflectively managing the uss of Client #1 ;
‘scollar. (lient#2 was observed wearing the
soft collar 1zp until approximately 4.55 p.m., and it
was never observed to be removed from his
neck,
Interview with the facility ' s Qualified Intellectual
Disability Professional (QIDP)} on 7/8/2011 at ;
approximately 5:05 p.m. confirmed the faciiity's
staff shoukl have implemented the treatment plan -
FORM CMS-2587(02-99) Pravia s Versions Ctsolels Event (D PWEJ1 Facitty (D: 09G163 if continuation shest Page 10 of 11
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W 436 Continue| From page 10 i WA436

oullined by the Physical Therapist for the use of
the soft cllar. The QIDP further indicated that
she woula have the staff take part in additional
training to ensure the effective use of Clienf #2° s

collar, i

The facilit+ fafed to ensure Client #2 ' s collar was |
being utilb:ed as prescribed to ensure his health 5
and safal. i
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1900 INITIAL COMMENTS

A random sampling of three residents was
" selected f'om a residential papulation of six
males with varying degrees of disabilities,

The findin 3s of the survey ware based on
observatic s and intefviews in the home and at
one day program, as well as a review of the

incident raperts.

1090 3504.1 HOUSEKEEPING

maintainad in a safe, clean, orderly, atiractive,
and sanitay manner and be free of

odors.

This Statule is not met as evidenced by:

Based on observation and staff interview, the
Group Horya for Persons with Intejlectual
Disabilitias (GHPID) failed to ensure the facility ' s
environme 1t was maintalned as reqmred to
ensure the health and safety of six of six
residents. | Residents #1, #2, #3, #4, #5, and #6]

The findings include;

Observation and inferview with the facility ' s
maintenan:e persannel on 7/6/2011 beginning at
2:20 p.m. ravealed the following deficient
conditicns;

1. The il and edges around the hall bath
between Resident #2 and Resident #3's

rust colorx| staing around the caulking points.
The tiling a ong the back wall was aiso broken

resident a.)d administrative records, including the :

The intericr and exterior of each GHMRP shall be |

accumulat ons of dirt, rubbish, and objectionable

bedroom was observed to have black, brown and - )

-~ 1000

© 1080
i

1. jThe black, brown and rust colored strains 07-06-11,
around the tile and edges of the hall 2] oom :h‘%
! was removed and tiling along the back wall
which was broken waes repaired on 07-06-11
during the inspectjon. The QIDP atid the House
Manager will ensurc that all repaits are maintajned
and areas are ¢lcan without any deposits on

daily basis.
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1090 Continued From page 1 ‘ 1090 ) Lint from the exterior venting hole of 07/06/11
— ' : ¢ |the dryer in the basemert was removed and
along the 2aulking line and appeared to be : :
coming of ' the walls exposing the grout behind it. \t was capped on 07-06-11.The QIDP and
' i the House Manager will check on a weekly
2, The eterior venting hole from the dryer in the i basis and remove any lint or foreign objects
batsament Iappeapr:: tt: be ﬂlie:i with Iin‘tﬁ:nd it ?as| present. Also will monitor that the vent has
- Nol proparly cap pravent vermin from using a proper fitted cap to prevent any vermin to
it a5 an entry point Into the facifity. [enter the vent. Also, maintenance person is to
3. The gutters around the roofiine appeared to check these on a monthly basis.
be filled with debris, twigs and branches. One . . '
portion of 1he roof near the rear of the facility was 3 Al the Debrig, twips and branches that filled 07/07/1%
overrun wiih fallen branches, twigs and leaves " [the guttcrs around the roof line were removed
which ovlelﬂ“WEd into the gutters on that pert of nd cleaned and the branches of the trces near
the roof line. he roof line were cut and removed on 07-07-11,
' ) gintenance person will check the gutters on
1183 3508.4 ADMINISTRATIVE SUPPORT ! 1183 3. monthly basis (except wintet time).
Each GHN RF shall have a Residence Director |
who meelt the requirements of § 3509.1 and who -
shall manage tha GHMRP in accordance with :
approved |wlicies and this chapter, ;
This Statule s not met as evidenced by ;‘
Based on ¢hservation, staff interview and record
review, the facility’s Qualified Intellectual Disabmty
Profession3i (QIDP) faited to ensure the
corrdination of services o promota the heakth and
safety of three of three sampled residents !
{Residents #1, #2 and #3) |
The findings include: f
1. The QIDP failed 1o ensure all investigations . 1.| Please see anawer on W+156 ot page 1 of 11 0721711
into seriout. reportable incidents were completed !
within five vorking days for one of six residents
residing in" he faciity. [See W156] :
2. The QIGP failed to ensure all staff was ' 2. | Flcase see answer on W-193 on page ¢ of 11 a7HiN1
competent n implementing residents’ behavior
support plas for one of the three sampled i

Health Reguiation & Licens| g Administration
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1183 Continued From page 2 ¢ 1183
residents, [See W183] '

3. The QIDF failed to ensure the consistent i 3
implemeniption of a resident ' s communication !
program for one of three sampled residents. {
[See W181] i
I

Please sco answer on W-194 onpage 5 of 1 07/12/11

4, The QIDP failed to implement a resident’'s 4. | Plcasc sce answeron W-194 on page; 50f 11 S oMt
communiaetion program for one of three sampled |
residents, (See W249]

5. The QIDP failed to ensure staff colected

accurate deta on a rasident’ s behavior support
pian for ore of three sampled residents, [See | ;
W252] ‘ -

5.| Please see answer on W-153 on page 4 of 1] w2

6. The QIDP failed to ensure residents utilized
their preacribed adaptive equipment as
prescribad far one of three sampied residents.
[See W43t}

6. | Pleasc see answer on W-436 on page 10 of 11 o

1229 3510.5(f) HTAFF TRAINING 1229

Each training program shail include, butnotbe |
fimited to, ‘he following: .

(F) Specialy areas reiated to the GHMRP and the
residents {) be served including, but not limited -
to, behavic r management, sexuality, nutrition, )
recreation, lotal communications, and agsistive ,
technologii:s; ;
|
I

Thiz Statule s not met as evidenced by:

Based on nbservation, staff interview and recorg |
review, the Group Home for Persons with |
Inteliectusl Disabiltes (GHPID) failed to ensure
staff was effectively trained to implement a -
resident ' 8 behavior support plan, oommunmtnn i
program and use of agaptive equupmentfur three |
of three sampled residents. [Residents #1,#2

Health Reguialion & Licans fg ASministation T
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The mentioned incident was followed
up and Investigated by D.C.H.C,
incident management team. However,
as per D.OH regulations all incidents
have to be investigated within §
working days which was an oversight.
We as a provider agency are
overwhelmed with D.D.S every day
changing regulation and requirements
which diverted our attention. A meeting
with Incident Management coordinator
was held on 07/21/11 and from now on
preliminary investigation wiil be
completed within 5 working days and
final repart will be completed on or
hefare 25 days. D.C.H.C - policy was
also revised to meet both requirements-
(D.OH & D.D.5)

(Please see Attachment "A™)

An In-Service training was done with ail
Direct Care Staff, House Manager and
QMRP on 07-11-11 by the psychologist
regarding Client #1's behavior and data
collection. The Q.1.D.P & House
Manager will monitor the above daily
and re-train staff on a quarterly basis or
sooner if needed. The Program Manager
will check program implementation on
routine visits, Staff will be quizzed and
roie play will be done to make sure
every one understands and implements
the program properly,

(Please sce Attachment # B)

An In-3ervice training was done on
07-12-11 by Speech Pathologist for all
staff, House Manager and Q.1.D.P
regarding the implementation and
documentation of IPP programs. The
QIDP/House Manager will ensure that
all programs are implemented and
documented daily. Staff will be re-
trained on a quartcrly basis or earlier if
needed. Program Manager will check
the above on her routine visits,

{(Please sce Attachment "D1 & D2")

07/21/11

07/11/11

07/12/11




An In-Service training was done on
07-12-11 by Speech Pathologist for all
staff, House Manager and Q.1.D.P
regarding the implementation and
doocumentation of IPP programs. The
QIDP/House Manager will ensure that
all programs are implemented and
documented daily. Staff will be re-
trained on a quarterly basis or earlier if
needed. Program Manager will check
the above on her routine visits,

(Please see Attachment "D2™)

An In-Service training was done with all
Direct Care Staff, House Manager and
QMRP on 07-11-11 by the psychologist
regarding Client #1's behavior and data
eollection. The Q.LD.P & House
Manager will monitot the above daily
and re-train staff on a quarterly

basis ot sooner if needed. The Program
Manager will check program
{mplementation on toutine visits, Staff
will be quizzed and role play will be
done to make sure every one
understands and implements the

program properly.
(Please see Attachmont # B)

An In-Service training was done with all
the 07-12-11. Dircct Care Staff on
07-12-11 regarding use of adaptive
equipment. (Individuals #2'¢

neck collar), The QIDP and the House
Manager will monitor on a daily basis to
ensure the proper use of the Neck Collar
{on 2 houts & off | hour duting
awakening houts). Also, Program
Manager will check the above on her
routine visit to the facility to ensure that
adaptive equipment are used properly
and effectively in conjunction with
prescribed treatment plan.

(Please Sec Attachment # C)

07/12/11

o7/11/11

0712/11
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- : . |An In-Scrvice training was done with a!! X .
1228 Gontinued From page 3 1229 1. 8 - Q3L
rom pag Dircat Care Staff , House Manager and QMRP
and #3] on 07-11-11 by the psychologist regarding
ey Clicnt #1's behavior and data collection,
The finding includes: ; The Q.1.D.P & House Manager will monitor
) ] ' the above daily and re-train staff on a quarterly
'1I'h e[gfnfu:ggg::le %ﬁgﬂ?ﬂgﬁ:ﬂ’n’g: 93] o | bas}'s ot sooner if needed. The Program Manager
e eciy ; will check program implementation on routine
D‘ﬁiiﬂﬁl@?_@“e":?g fane‘g to a?gjrq;tazf:‘als i visits. $taff will be quizzed and role play will b
:ehavit:'vslllr:;ﬂ plaIl1mtg a::!ergss :iasl t:?get eds II _|donc to make sure every one understands
- d i ks t ,
maiadaptive behaviors of clothes ripping, aating | ::J:ﬁ:ﬁ;‘:ﬂ k :csp)mgr am properly
Inedible ab'ects, and agitation, i
2. [See Faderal Deficiency Citation W194] 2. JAn In-Service training was done on 07-12-11 ©07-12:1]
The GHPID) failed to ensure staff demonstrated by Speech Pathologist for all staff, House
the skills m:cessary o ensure the consistent B Manager and Q.1.D.F regarding the implementation
implamentition of a residen ' s comn?unlcation i nd documentation of TPP programs,
program far one of three sampled residents. : ¢ QIDP/House Manager will ensure that all
. ) i pragrams are implemented and documented
%he lgffpﬁ ?df:l']::jot:ﬁeﬁ:gg Stiat?ftgnas‘ﬁ?fiﬂi\!e!y i daily, Staff will be re-trained on a quarterly basis
h . : . i lier § ded. P Mana ill
trained to L tilize Resident #2 ' s supportive neck | o ::;’:h“::c e
collar 10 ensure the proper support of his head | [Pleasc See Attachment "D1, D2" '
and neck tiroughout the course of the day. F lense bee ent "D1, D2
; 3. | An Ta-Scrvicc waining was done with all the 07-12-11
i
Tdireot Care Staff on 07-12-11 reparding
| use of adaptive equipment, (Individuals #2'c
] neck ¢ollar). The GIDP and the House
Managet will monitor on a daily basis to
enaure the proper vse of the Neck Callar
(on 2 hours & off 1 hour during
awskening hours). Also, Pragram Manager
1 will check the above on her routine visit
' to the facility to cnsure that adaptive
i cquipment are tsed properly and
l effectively in conjunction with preseribed ;
] teeatment pien,
i (Ploasc See Attachment "C")
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