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A recerﬂﬁc_éatloh survey was conductad from May
9, 2012 through May 11, 2012, A sample of three

dients was selected from & population of six men )e -
with various degreas of Intellactual disabilities. . (\ {
This survey was iniiated utllizing the fundamental ¢cewel o[tz
SUrvay progess. Department of Health
Tha findings of the survey were basedon . Intermediate Care Facilitios Divielon
cbservations in the home and at three day 806G North Capitol 8t, N.E.
programs, interviews with direct support staff, Washington, D.C. 20002
administrative staff, as well as a review of client ' o
and administrative records, including incident
reports. ' -
[Qualified mental retardation professional
(QMRP) will be referred to as qualified Intellectual
disablliies professional (QIDP) within this report.} 7

W 120 483.410(d)(3) SERVICES PROVIDED WITH W 120 Client #2’s day program will
OUTSIDE SOURCES ' | be sent a plate riser and a copy

The facillty fust assure that outside services of the OT assessment that

meet the needs of each client. - recommended the plate riser.
: : QIDP will visit day program
- quarterly to ensure the use of .
This STANDARD Is not met as evidencad hy: the plate riser. 6/1/12

Based on observation, interview and record
review, the fadlity falled to ensure that outside
services met individual's need, for one of the
three sampled cllents with prescribed adaptive
feeding equipment. (Client #2)

The finding includss: _
“The facillty failed to ensure that Client #2's day

program used adaptive eating equipment, as
gvidenced below: .

ARDRY DIRECTOR'S OR PROVIGEA/SUP ﬂ R REPRESENTATIVE'S sla??ns / 70.«5
s Li:A'_A‘:‘;_ B ,/,r’ - . . 4 ) . / /J’J
Any defidency statement ending with an asterisk (*) denates 2 daficlency which the Ifétitution may be excused from correcting providing it t¢/detdrmined that

oth€r safeguards provide suffident pratection to the patients. {See instructidns.) Except for nursing homes, the findings stated above are disclosable 90 days
foltowing the date of survay whether or not a plan of correction is provided. For nursing homes, tha above findings and plans of correction are disdosable 14
days following the date these documents are mada available to the facility. If deficiencies are cted, an approved plan of correction is requisite to continued
program participation,
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On May 9, 2012, at 4:56 p.im., Staff #1 was
ohserved In the kltchen prepar}ng Client #2's
dinner by placing a chopped cald cut sandwich
and raw vegetables into a sectional divided plate.
At 5:21 p.m,, Client #2's dinner was placed an a
plate riser as he consumed his meal
independently while remaining In an upright
position. Observations conducted at the day
program on May 10, 2012, beginning at 12:13
p.m., revealed Client #2 was served his lunch
meal which consisted of collard greens, macaroni
and cheese and fish In a sectional divided plate.
Further observations revealed the cllent's head
and neck remained over top of his piate as he
consumed his lunch meal Independently.

Day program staff (Staff #1) was Interviewed on
the sarme day at 12:30 p.m.,, to ascartain whether
Client #2 used a plate riser during lunch while at
the day program. Staff #1 responded by saying,
"we do not-use it here". Staff #1 then stated that
the plate riser was not part of the client's
mealtime protocol. At approximately 12:55 p.m.,
interview with the day program's program director
{PD} revealed that the client used the plate riser
here in the past. The PD did state however, that
the plate riser was sent back facility because
there was no assessment that indicated that the
client needed a plate riser while feeding.

On May 11, 2012, at approximately 3:15 p.m., the
qualified intellectual disablllties professiona!
(QIDP) was interviewed, The QIDP revealed that
the day program should be using Client #2's plate
riser during lunch time. Further Interview with the
QIDF revealed that she had not observed a meal
observation at Cllent #2's day program since
September 2011. The QIDP stated that she

W 120
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w 120 Continued From page 2

thought the day program was using Client #2's
plate riser during lunch time, When asked, the
QIDP stated that there was an assessment

completed by the occupational therapist (OT) that
recommsended the plate riser during mealtime. -

Record verification on May 11, 2012, at
approximately 3:25 p.m., reveaied an OT
assessment dated September 13, 2010.
According to the asseasment, the OT -
recommended the use of the plate riser to
prevent Cllent #2 from slouching over when he
eats. Further review revealed that plate riser
would help him to sit In an upright position.
W 159 483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client’s active treatmant program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.

This STANDARD is.not met as evidenced by:
Based on observation, interview and record
review, the iacility's qualified intaliactual
disabilities professional (QIDP) failed to ensure
the coordination, monitoring, and implementation
of each client’s habilitation and planning, for two
of the three sampled clients. {Clients #2 and #3)

Thé _ﬂndlngs" include:

1. The QIDP failed to ensure that Client #3's halr
was kept short to prevent the client from pulling
his hair, as recommended by the interdisciplinary
team (IDT).

On May 9, 2012, at 4:35 p.m., evening

W 120

W 159

1. Client #3s hair will be
cut at least once weekly.
QIDP and House Manager
will ensure that his hair is

kept cut short. 6/1/12
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observations revealed Client #3 was sitting at the
dining table folding a news paper. The client
appeared to be In-heed of a hair cut and a
shaving. The dlient's hair appeared to be
approximately 1/4 to.1/2 of an inch long. Further
observations revealed the client had two patches
of hair missing from the left side of his head
about the size of a haif dollar, There was a
smaller patch of hair also observed missing from
the back side of his head. At 4:37 p.m., when
asked, the house manager (HM) stated that
Client #3 pulled his hair out in the three spots
where his hair was missing. Further interview
with the HM revealed that the behavior of halr
pulling was part of his behavior support plan
(BSP).

Interview with Staff #1 {1:1 staff assigned to
Ciient #3) an May 10, 2012, at 11:12 a.m.,
revealed the Cllent #3 had a behavior of pulling
his hair out. Further Interview with Staff #1
reveated that the HM, who usually cut the client's
halr, transferred to another facliity approximately
three (3) weeks ago. Staff #1 stated, as a result
~of Client #1's halr not being cut In over a month,
the client pulled his hair ouit in the aforementioned
3 areas located on his head, Staff #1 also added
that during the individual support plan (ISP)
meeting that occurred In February 2012, the

lnterdlsdﬁ)l&’nary team ag reed to kee the client's
hair cut low to prevent im from pu ing his hair
out: ; ) .

Review of Cllent #3's b_eha_\_rior' support plan
(BSP) dated August 3, 2011, on May 11, 2012, at
12:18 p.m., revealed the client had a target
behavior of pulling his halr. Further review of the
BSP in the section entitied "Preventative

W 159
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Strategles”, revealed to keep the dient's hair cut

short, '
Interview with the qualified Intellectual disabllities
professional (QIDP) on May 11, 2012, at
approximately 3:30 p.m., confirmed Stalf #1's
interview that the HM who usually cut the dient’s
halr was transferred to another facility. Further
interview with the QIDP revealed that the facility
was in the process of trying to find a tocal barber
shop in the area,
2. Cross-réfer to W120. The QIDP falled to 2. Cross reference W120 6/1/12

monitor Cllent #2's day pragram to ensure that
the recommended adaptive eating equipment
was used during lunch time,

On May 9, 2012, at 4:56 p.m., Staff #1 was
observed In the kitchen preparing Client #2's
dinner by placing a chopped cold cut sandwich
and raw vegetables into a sectional divided plate.
At 5:21 p.m., Qlient #2's dinner was placed on a
plate riser as he consumed his meal
independently while remaining In an upright
position. Observations conducted at the day
program on May 10, 2012, beginning at 12:13
p.m., revealed Client #2 was served his lunch
meal which consisted of collard greens, macaroni
and cheese and fish in a sectional divided plate.
Further observations revealed the client’s head
and neck remained over top of his plate as he
consumed his lunch meal Independently,

Day program staff (Staff #1) was Interviewed on
.the same day at 12:30 p.m., to ascertain whether
Client #2 usSed a plate riser during lunch while at
the day program. Staff #1 responded by saying,
“we do not use It here”. Staff #1 then stated that

FORM CMS-2567(02-99) Previous Versions Obsalete Event ID POFS11 Facility ID 09GD37 if continuation shest Page 5 of 8
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the plate riser was not part of the client's
mealtime protocol. At approximately 12:55 p.m.,
interview with the day program's program director
(PD) revealed that the client used the plate riser
here in the past. The PD did state howevar, that
the plate r!sar was sent back facillty because
there was no assessment that Indicated that the
client needed a plate riser while feeding.

Cn May 11, 2012, at approximately 3:15 p.m., the
qualified intellectual disabllities professional
(QIDP) was interviewed, The QIDP revealed that
the day program should be using Client #2's plate
riser during Junch time. Further interview with the
CQHDP revealad that she had not chserved a meal
observation at Client #2's day prograrm since
September 2011. The QIDP stated that she
thought the day program was using Client #2's
plate riser during lunch time.

Raview of the day program's visitors log records
on May 10,2012, at approximately 12;55 p.m.,
revealed that QIDP last visit to the day program
was on July 29, 2010.

W 189 483.430(e)(1) STAFF TRAINING PROGRAM

The facillty must_provlde each amployee with
initial and continuing training that enables the
employse to perfomn his or her duties effectivaly,
efficiently, and competantly.

This STANDARD is not met as evidenced by:
Based on gbservation, interview and record
review, the facllity falled to ensure staff was
provided with initial and continuing training that
enabled them to perform their duties effectively,
efficiently, and compstently, for one of the three

W 159

W 189 Staff will be trained on the use
gait belt. QIDP and House
Manager will ensure each staff
is appropriately using the gait
belt and will monitor daily for

proper usage.

6/8/12
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W 188 Gontinusd From page 6
clients with an unsteady. galt (Client #2)

The ﬂndlng lncfudes.

On May 9, 2012, at 4:37 p-m., Client #2 was
observed watking from the nvlng room area, to

- kitchen and back to the living room area with an
unsteady gait. The ciient appeared to have a

of the gait beit. At 4:48 p.m., Client #2 got up
from the dining table and stumbled siightly as he
walked to the kitchen to put his plata into the sink
independently, At 5:18 p.m., the ciient was

his gait belt. Continued cbservations revealed
Client #2 was observed ambulating independently

the use of his gait belt.

Review of Client #2's physical therapy {PT)
assassment dated May 22, 2011, on May 11,
2012, at 11:41 a.m., revealsd the client walked
with an unsteady gait. Further review of the
assessment revealed that stalf suparvision was
recoramended for Client #2's safety while

of the gait belt for safety. Continued review of
Client #2's records revealed current physician's
orders dated May 2012. According to the orders,
the gait belt was lo be use while ambulatlng

Intarview with Staff #2 on May 11 2012, at
' approxlmately 3:30 p.m., revealed that on May 9,

the use of the gait beit while he ambulated sach

blue gait belt on with loops attached to the back

observed independently walklng down the steps
from his badroom to-the living room area without

throughout the remainder of the survey without

ambulating. The PT also recommended the use

2012, he was responsible for Client #2 during the
4 PM - 12 AM shitf. Further interview with Staff
#2 revealed that he did not support the client with

W 189
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training.

gait belt,

recommended

W 188 Continued From page 7

time threughout the avening. When asked, Staff
#2 stated that he had recelvad training on the use
of Client #2's galt balt.

The facility's staff in-service training record was
reviewad on May 11, 2012, at appraximately 4:00
p.m. Thers was an aganda that staff members
from muitiple shifts had bean trained on the use
-of the galt belt for Client #2, Howaver, there was
no signature shest attached with tha agenda
indicating what staff had actually received the

Interview with the facility's.qualified Inteliectual
disabilittes professional (QIDP) on May 11, 2012,
at 4:17 p.m., revealed that all staff had been
trained on the use of Client #2's galt belt. Further
interview ravealed that she could not locate the
signature sheets for the training on the use of the

At the time of the survey, there was no
documented evidencad that staff had been
trained on the uss of Cllant #2‘s gait beltas

w189
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A licensure survey was conducted from May
9,2012 through May 11, 2012. A sample of three
resldents was selacted from a population of six
men with various dagrees intelfactual disabilities,

The findings of the survey were based on
observations in the home and at three day
programs, Interviews with direct support staff,
administrative staff, as well as a raview of
residnet and administrative records, including
incident raporls

[Qualified mental retardation professional
" (QMRP) wilf be refarred 1o as qualified intellectual
disabllities professional (QIDP) within this report.]

1180 3508.1 ADMINISTRATIVE SUPPORT 1180

Each GHMRP shall provide adsequate
administrative support to efficiently mest the
needs of the residents as required by their
Habilitation plans.

This Statute Is not-met as evidenced by:
Based on dbservation, interview and record
review, the group home for persons with
intellectual disabilities (GHPID) failed to ensure
adequate administrative support had been
provided to effectivaly meet the needs, for two of
the three rasidents included in the sample
(Residents #2 and #3)

. The ﬂndings include:

1. The QIDP falled to ensure that Hes!deﬁt #3's o

hair was kept short to prevent the resident from Cross Reference W159 #1 6/1/12
pulfing his halr, as recommended by the :

mterdlscipllnary team (IDT).

.'
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On May 9, 2012, at 4:35 p.m., evening
observations revealed Flasident #3 was sitting at
the dining table folding a news paper. The
resident appearad to be In need of a hair cut and
a shaving. The resident's hair appeared to be
approximately 1/4 to 1/2 of an inch long. Further
‘nbservations revealed the resident had two
patches of hair missing from the letf size of his
head about the size of a half dollar. There was a
smaller patch of halr also observed missing from
the back side of his head. At 4:37 p.m., whan
asked, the house manager (HM) stated that
Resident #3 pulled his halr out in the thrae spots
whera his hair was missing. Further interview
with the HM revealed that the behavior of hair
pulling was part of his behavior support plan
(BSP).

Interview with Staff #1 (1:1 staff asslgned o
Resident #3).on May 10, 2012, at 11:12 a.m,,
revealed the Resident #3 had a behavior of
pulling his halr out. Further interview with Staff #1
revealed that the HM, who usually cut the
resident's halr, transferrad to another GHPID
approxlmately three- (3) wesks ago. Staff #1
stated, as a result of Resident #1's hair not being
cut in over a month, the resident pulled his hair
out in the aforementioned 3 areas located on his -
head. Staff #1 alsa added that during the
individual support plan (ISP) meeting that
occurred in February 2012, the interdisciplinary
team agreed to keep the resident’s halr cut low to
prevent him from pulling his hair out.

Flaview of Resident #3's behavior suppnrt plan
(BSP) dated August 3, 2011, an May 11, 2012, at
12:18 p.m., revealod the resident had a target
behavior of puliing his hair, Further review of the
BSP in the.section entitled *Preventative -
Strategies®, revealed 1o keep the resident's hair

Haallh Reguiation & Licensing Adminisiration” _
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cut short, -

Interview with the qualified intellectual disabilities

professional (QIDP) on May 11, 2012, at

approximately 3:30 p.m., confirmad Staff #1's

interviaw that the HM who usually cut the

resident's hair was transferred to another GHPID.

Further Interview with the QIDP revealed that the

GHPID was in the process of trying to find a local

barber shop in the area.

2. Cross-refar to W120, The QIDP failed to Cross Reference W120 6/1/12

monitor Resident #2's day program to ensure that
the recommended adaptive eating equlpment
was usad during lunch time.

On May 9, 2012, at 4:56 p.m., Staff #1 was
observed in the kitchen preparing Resident #2's
dinner by placing a chapped cold cut sandwich
and raw vegstables Into a secticnal divided plate.
At 5:21 p.m., Resident #2's dinner was placed on
a plate risar as he consumed his meal
Independently while remaining in an upright
position. Observations conducted at the day
program on May 10, 2012, beginning at 12:13
p.m., revealed Resident #2 was served his junch
meal which consisted of collard greens, macaroni
and cheese.and fish in a sectional divided plate.
Further ohservations revealed the resident's head
&and neck ramained over fop of his plate as he

- consumed his funch meal independently.

Day program staff (Staff #1) was Interviewed on
the same day at 12:30 p.m., to ascertain whether
Residant #2 used a plate rser during lunch while
at the day program. Staff #1 responded by
saying, "we do not use it here", Staff #1 then
stated that the plate riser was not part of the
resident's mealtime protocol. At approximately
12:55 p.m., Interview with the day program's

Health Regulation & Lloensing AGTISTaton : } . :
STATE FORM . . v POFS11 If continuation shael 3 ol &



888-555-5555 ) ) : ©10:3%:52'a:m. 06-01-2012 13 /15,

BOEENTN S hbafn Sl Bl 02

: : FORM APPROVED
Health Regulation & Licansing Administration -

STATEMENT OF DEFICIENCIES - 1) PROVIDER/SUPPLIER/CLIA CoN X3 DATE SURVEY
AND PLAN OF CORRECTION o) S o PLIER/CLIA A‘:zg‘::gm STRUCTION COMPLETED

: B, WING .
HFD03-0095 05/11/2012

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

COMMUNITY MULT! ICES: INC 3815 ALBERMARLE STREET M
TI SERVICES, IN WASHINGTON, DC 20008

(X4} D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORAECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ : S DEFICIENCY

1180 Continued Erom-page 3 ' © 1180

program director (PD) revealed that the resident
used the plate riser here in the past. The PD did
state howaver, that the plate riser was sant back
GHPID because thera was no assessment that
indicated that the resldent needed a plate riser
while feeding.

On May 11, 2012, at approximately 3:16 p.m., the
qualified intsllectual disabllities professional
{QIDP) was interviewed. The QIDP revealed that
the day program should be using Resident #2's
piate riser during lunch tima. Further Interview
with the QIDP revealed that she had not observed
a meal chservation at Resident #2's day program
since September 2011. The QIDP stated that
she thought the day program was using Resident
#2's plate dser during lunch time,

Review of the day program's visitors fog records
on May 10, 2012, at approximately 12:55 p.m.,
revealed that QIDP last visit.to the day program
was onJuly 28, 2010,

222 3510.3 STAFF TRAINING | 222 Cross Reference W189 6/1/12

There shall be continuous, angoing In-service
training programs scheduled for all personnsl.

This Statute is not met as evidenced by:
Based on abservation, interview and record
review, the the group home for persons with
intallectual disabilities (GHPID) failed to provide

. ongaing in-service training for staff on gait be|t
use as recommended to ensure resident's health
and safety, for one of three residents in the
sample, (Resident #2)

The finding Inchides:

Health Regulation & Licensing Administration” _ _ X : '
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On May 8, 2012, at 4:37 p.m., Resident #2 was
observed walking from the living room area, to
kitchan and back to the living room area with an
unsteady gait. The resident appeared to have a
blue gailt belt on with loops attached to the back
of the gait belt, At 4:48 p.m., Resident #2 got up
from the dining table and stumbled slightly as he
walked to the kitchen to put his plate Into the sink
Independently. At 5:18 p.m., the resident was
obsserved indapendently walking down the staps
from his badrocom to the living room area without
his gait belt: Continued ohservations revealed
Resident #2 was cbserved ambulating
independently throughout the remainder of the
survey without the use of his gait bait.

Review of Resident #2's physical therapy (PT)
assessment dated May 22, 2011, on May 11,
2012, at 11:41 a.m,, revealed the resident walked
with an unsteady galt Further review of the
assassment revealed that staff supervision was
recommended for Rasident #2's safely while
ambulating. The PT aiso recommended the use
of the gait belt for safety. Continued review of
Resident #2's records revealed current
physician's orders dated May 2012. According to
the orders, the galt belt was to be use while
ambulating.

Interview with Staff #2. on May 11, 2012 at
approximately 3:30 p.m., revealed that oh May 9,
2012, he was nesponslble for Resident #2 during
the 4 PM -.12 AM shiif. Further Interview with
Staff #2 revealed that he did not support the
resident with the use of the galt belt while he
ambulated each time throughout the evening.
When asked, Staff #2 stated that he had recelved
training on the use of Hesident #2's galt belt.

The GHPID's staff in-service training record was

Health Regulaton & umnn Administration
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reviewed on May 11, 2012, at approximately 4:00
p-m. There was an agenda that staff members
from multipie shifts had been trained on the use
of the galt bek for Resident #2. However, there
was no signature sheet attached with the agenda
indicating what staff had actually recelved the
training.
Interview with the GHPID's quallﬂed intellectual
disabllities professional (QIDP) on May 11, 2012,
at 4:17 p.m., revealed that all staff had been
trained on the use of Resident #2's gait belt.
Further Interview revealed that she could nat
locate the signature sheets for the training on the
use of the gait belt.
At the time of the survey, there was no
documented evidenced that staff had been
rained on the use of Resident #2's gait belt as
recommended.
Health Regulation & Ur.'eming Admlnlstration
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