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A remit, cation survey was conducted from 
January 5, 2012 through January 8, 2012. A 
sample of three clients was selected from a 
population of six men with varying degrees of 
intellectual disabilities. This survey was Initiated 
utilizing the fundamental process. 

The findin 2s of the survey were based on 
observatic rts in the home and at two day 

, programs, Interview with one client's guardian, 
interviews with staff at the home and at the two 
day prognlms, as welt as a review of client and 
administrative records, including incident reports, 

W 120 483.41001(3) SERVICES PROVIDED WITH 
OUTSIDE SOURCES 

W 120 

.T.D.P contacted the case manager of 

lient # 2's Day Program who stated that 

r the protocol, every individual must 

ash or sanitize hands 5 minutes before 

nd after meals. The universal precautions 

policy includes washing after using the 

est room. This was shared with the Day 

rogram ease manager via phone on 01/09/1 

.I.D.P met with Day Program 

n 02/07/12 and discussed the finding and 

ongoing implementation of protocol. 

Q.I.D.P will complete random monthly 

visits to Day Program to ensure completion 

and continued implementation. 

(See Attachment #1) 

01/09/12 

This STAbIDARD is not met as evidenced by: 
Based on observation, interview and record 

review, the facility failed to ensure that outside 
services meet the needs of each client, for one of 
the three clients in the sample. (Client #2) 

The findin(' includes: 

On January 5, 2011, at 11:41 am., Client #2 was 
observed identifying coins. At 11:48 p.m., Client 
#2 walked az the bookshelf and retrieved a book. 
At 12:01 p.m., Client *2 walked into the cafeteria 
With  the der program staff. One minute later, the 
client begat to eat a turkey sandwich without 
washing or sanitizing his hands first Interview 
with the der program individual program plan 
coordinator, at approximateiy 12:45 p.m., 

)1 0 / 1 aN  Any deficiency statement an dim with an sate** r) denotes a deficiency which the Institution may be excused from correcting providing It Is detrained that Reny saVinards Pm* so Mani ProteCdoll to the ormene. (See instmctions.) Except for nursing horns, the findings stated above are dledosebit 90 dee, following the tire of minim whether or note plan of correction Is moose. For nursing homes, the above findings and plans of commtlon ate disclosable 14 days following the date the r documents we made avows to the facirily, if dencesnows we cited, an approved Man of correction Is regulate to continued program participation, 

LABO DIRECTOR'S I DERWUPPLI REPRESENTATNENnNATURE 	 TITLE 	 Co) DATE 

V CO c care\  .MCAnClarrar 

2. 

02/07/12 

The facility must assure that outside services 
meat the reeds of each client, 
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W 120 Continued From page 1 
revealed 'hat Client #2's activity schedule 
includes washing his hands five minutes before 
lunch. 

W 120 

W 124 

There was no evidence that proper infection 
control poseedures were Implemented at the day 
Program. 
483.420(e X2) PROTECTION OF CLIENTS 
RIGHTS 

The facile/ must ensure the rights of all clients. 
Therefore the faclity must Inform each client, 
parent (if I he client is a minor), or legal guardian, 
of the dein% medical condition, developmental 
and behavioral status, attendant risks of 
treatment, and of the right to refuse treatment. 

W 124 

This STAPIDARD is not met as evidenced by 
Based on Interview and record review, the facility 

failed to el mum the rights of each client and their 
, legal guan Ilan to be informed of the client's 
medical amnion, attendant risks of treatment, 
and the right to refuse treatment, for one of the 
three ellen a in the sample. [Client 03] 

The findinst includes: 

[Cross-refer to W322] Client 03 was edentulous 
and his die t orders included pureed foods and the 
use of Thk k-k for liquids. On January 13, 2012. 
beginning It 10:00 a.m., review of the client's 
medical re lords revealed he had been 
uncoopereive during a Modified Barium Study 
(MBS) on tleptember 21, 2011, The facilitys 
consulting speech/language pathologist (SLP) 
had recom fended the MSS back on November 

FORM CM54567e02-Fam Porto JaYersfons MESS 	 Swot 10:111THI 

[ n-Service training was completed by 

rogram Manager with Q.I.D.P on 02/01/12 
the importance and requirement of 

otifying guardians of recommendations 

talus changes, etc and documenting 

ngoing communication in QIDP progress 

otes. Program Manager will monitor Q.I.D.P 

onthly for 3 months to ensure ongoing 
compliance. 

(See Attachment 02)  
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W 124 Continued From pa 
8, 2009 "b determine his risk of aspiration" after 
she detal mined the client showed "moderate 
dysphagii" 

p 2 W 124 

On January 6, 2012, beginning at 10:26 am., 
Interview with the facility's qualified intellectual 
disabilities professional (QIDP) and the Program 
Manager (PM), coupled with review of Client *3's 
records, evealed the client's guardian was 
informed in September 2011 that the MBS 
proceduni had not been completed due to the 
client's refusal to cooperate. The QIDP and PM 
then indkated that Client #3's primary care 
physician (PCP) had decided against pursuing 
another NIBS partly because the potential risks 
oubveight id the potential benefits. In addition, the 
hospital's radiologist reportedly advised against 
using pre sedation and the hospital SLP said she 
did not think another MBS was possible (due to 
the client's behavior). 

Further interview revealed that the QIDP was 
responsible for communicating with clients' 
guardian'. When asked about the decision not to 
attempt another MBS, the QIDP stated that he 

' had not spoken with Client #3's guardian since he 
first inforn fed her tthat the September 21, 2011 
procedun had been unsuccessful. He and the 
PM further acknowledged that, to date, the facility 
had not Informed the guardian of the PCP's and 
other mac ;cal professionals' opinions and/or 
recommendations regarding pursuing another 
MBS In the future. 

On Janus y 6, 2012 , at 4:00 p.m., Client P3's 
guardian returned a telephone message left 
earlier that day. She confirmed that, to date, the 
facility heel not Informed her of the PCP's and 
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W 124 Continued From page 3 
other medical professionals' opinions and/or 
recommondations regarding pursuing another 
MBS In the future. 

W 125 483.4200X3) PROTECTION OF CLIENTS 
RIGHTS 

The facility must ensure the rights of all clients. 
Therefont, the facility must allow and encourage 
individual clients to exercise their rights as clients 
of the facility, and as citizens of the United States, 
including the right to file complaints, and the right 
to due pmcess. 

This STANDARD is not met as evidenced by: 
Based on observation, Interview and record 

review, the facility failed to allow and encourage 
clients and their legal guardians to exercise their 
rights regarding individual finances, for six of the 
six residents in the facility. (Clients #1, #2, #3, 
#4, IS and 03) 

The findkigs include: 

Review co' Client # l's financial records on 
January e, 2011, beginning at 12:49 p.m., 
revealed iieveral withdrawals were noted to come 
from his personal account Review of the 
facility's corresponding financial tracking record 
that documented a breakdown of how the client's 
funds were spent revealed that a portion of a 
cable bill was paid by the client between the 
months of February 2011 through December 
2011. Meer review of Client #1's financial 
record revealed the following Information 
regarding how cable bids had been paid by the six 
clients Ilviig in the facility: 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

W 124 

Cable was cancelled on 01/12/12. Credit 

for converter boxes and late fees S113.15 to 
be refunded from comcast and deposited 
equally to individual's accounts. New digits 

TV was purchased by DHCH for the living 
room on 01/10/12. Q.I.D.P and )DT's are 

determining cable and TV needs on an 

individual basis with guardian notification 
and involvement in determining expenses 
and details. Program Manager will monitor ' 

to ensure compliance. 

(See Attachment #3a, #3b) 
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W 125 Continued From 
February' 4, 2011- 
equally clvided; ea 
from the r personal 
March 111, 2011• C 
n, #4, and #5 eac 
and #6 pile $6.68. 
April 7, 2011- Ca l 
#4 and #5 each pa 
#6 paid 18,42. 
June 23, 2011- Ca 
#4, #5, and #6 paid 
#3 paid 18.40. 
July 29, 2011- CS 
and #8 pied $12.63 
August 11, 2011- 
equally divided by 
September 22, 201 
ft1, #2, #1 and #5 
and #6 p Aid $8.34. 
October!), 2011- C 
equally d Ylded by 
Novernbrir 16, 201 
was aqui illy divided 
from thei • personal 
December 13, 201 
paid $14.82 and th 
$14.63. 

e4 W 125 
Cable bill $203.82. The bill was 

of the clients paid $33.97 
account. 

able bill $40,04. Clients #1, 
h paid $6.67, while Clients #3 

Is bill $50.56. Clients #1, #3, 
d $8,43, while Clients #2 and 

ble bill $50.00. Clients #2, 
*30, while Clients #1 and 

ble bill 550.51. Clients #3, 05 
, while Client #1 paid $12.62. 

Cable bill $90.00. The bill was 
six (each paid $15.00). 

1- Cable bill $50.00. Clients 
paid $8.33, while Clients #3 

able bill $60.00. The bill was 
six (each paid $10.00). 
1- Cable bill $60.00. The bill 

by six (each paid $10.00) 
account. 

1- Cable bill $87.77, Client #5 
e remaining five clients paid 

1. Inter/km with t 
disabilities profess 
2012, beginning at 
actual co die bill da 
the facile is cable 
name. When forth 
that Client #5 had 
guardian was unawa 
name. R bylaw of 
assessmi int dated 

qualified intellectual 
lonal (13113P) on January 6, 
1:10 p.m., and review clan 

ted October 1, 2011, revealed 
ccount was In Client #5's 

or queried, the QIDP revealed 
legal guardian and the 
re that the account was in his 

Dent #5's psychological 
January 3, 2011, at 3:40 p.m., 
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Continued From page 5 
revealed the dient "...does not display the 
capacity to make decisions on his own behalf 
regardinii _financial matters!' 

2. The October 1, 2011 bill reflected a $5.95 late 
fee and it $3.95 reactivation fee had been 
assessel to the account The OIDP and the 
program manager both stated that the facility 
manage I the six clients' funds, and the QIDP 
handled sIll-paying responsibilities. Review of 
Client #1's records Indicated that the six clients 
(none of whom were deemed to have the 
capacity to make financial decisions) had paid for 
the pens ty fees, 

3. Dully the survey, the cable bill dated October 
1, 2011 vies the only billing statement made 
available for review. However, on January 12, 
2011 (post-survey), the facility submitted to the 
State egg' incy, via email, three additional cable 
bills (Match 1, 2011, December 1, 2011 and 
January 2012). Review of the three cable bills 
revealed that each month, the account had 
incurred is $5.95 late fee. As with the October 1, 
2011 billi vg, Client #1's records showed that the 
six client I routinely paid for these penalties, even 
though tt e facility managed the account. 

4. Client ;f1's records reflected that on July 29, 
2011. he and Clients #3, #5 and #6 !saki the bill. 
Clients *I and 04 did not contribute. 

5. On Jar wary 6, 20 
October 2011 
p.m., revnaled that 
digital coi iverter 
Post-surv ey review 
2011) revealed that 

12, further review of the 
cable bill, at approximately 1:10 

the clients were charged for 7 
boxes, at a cost of $2.95 each. 

of another bill (dated March 1, 
the clients had been charged 

W 125 
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W 125 Continued From page 6 
the sam, fee that month for 7 digital converter 
boxes. However, during an environmental 
inspectk a of the facility on January 6, 2012, none 
of the clients' Individual televisions had digital 
converter boxes attached. The sole television 
with a ccnverter box was situated in the facility's 
living rota. 

W 125 

It should be noted that during the January 6, 2012 
environmental Inspection, at 1:56 p.m., it was 
observed that Clients #1 and #2 did not have 
televisions in their bedrooms. Client #4's 
television was broken. Clients #3, #6 and es all 
had televisions; however, none of them worked. 
When turned on, the televisions showed a screen 
message Indicating that a digital converter was 
needed ID receive a signal. When the QIDP was 
asked al lout the aforementioned finding, he 
acknovit odged that the televisions required digital 
converters to operate. He further Indicated that 
the diens did not have the converter boxes 
because they were very expensive. 

(Note: 'Die survey team was unable to determine 
whether digital converter fees (and/or penalty 
charges] had been charged the other eight 
months in 2011 because the applicable cable bills 
were not available for review.' 

At the tine of the survey, the facility failed to 
provide evidence that Client #5's guardian was 
aware that the cable bill/account was In his name. 
Additionidly, the facility failed to ensure each 
client and/or their legal guardians were fully 
aware of how their personal finances were being 
remitted for payment of the cable bill, including 
digital converter box charges, late fees and 
reactivat on fees. 
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W 154 483.420:s:1)(3) STAFF TREATMENT OF 
CLIENT; 

The facility must have evidence that all alleged 
violation; are thoroughly investigated. 

This STANDARD is not metes evidenced by: 
Based cc Interview and record review, the facility 

failed to thoroughly investigate an allegation, for 
one of Se three clients in the sample. (Client #2) 

The finding includes 

0n January°, 2012, at 10:14 a.m., review of a 
day program progress note, dated November 15, , 
2011, revealed that the qualified Intellectual 
disabilities professional (QIDP) went to the day 
program to meet with the day program's incident 
manager to discuss an Incident that was alleged 
to have occurred on October 20, 2011. 

The DID P was interviewed for clarification, on 
January 3, 2012, beginning at 1:40 p.m. He 
stated that he inadvertently learned of the alleged 
incident inappropriate touching) from another 
source it November 2011, after the fact. The 
010P as d he received a copy of the day program 
Incident report during his visit on November 15, 
2011. A 1:41 p.m., review of the actual incident 
report re reeled that on October 20, 2011, another 
individual at the day program alleged that Client 
#2 "touched me" while pointing to his genital area, 
Client #2 reportedy denied the accusation when 
asked at out It by day program case manager and 
social we ricer. 

W 154 

ii 

Q.1.D.P received in-service on 02-06-12 
from Incident Management Coordinator 

to ensure that all incidents are to be 

investigated thoroughly and brought to 

conclusion. IMC to monitor during 

monthly/quarterly tracking. 

(See Attachment #4 ) 

A case conference was held on 02-08-12 

attended by Day Program Staff, gi.D.P 
and Service Coordinator. The incident 

was an isolated event that did not require 

intervention. Ongoing supports will be 

provided to monitor for any further 

incidents. 

(See Attachment #5)  

02.06-12                

I a, 

PREFIX 
TAG 

psoviosits PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 
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OD) 
CONSLITION 

DATE 

On January 8, 201 
Interview with the 

, at 2:03 p.m., continued 
IDP revealed that upon 
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W 192 

The Q.T.D.P and the Program Manager 
'n-serviced staff on 02-09-12 by 

emphasizing the importance of implementi 
ll recommendations made for all clients. 
licnt # 3's eating protocol and diet texture 
,as  

reviewed. Q.I.D.P and House Manager 

will monitor on a daily basis that Client #3 
receives his food in pureed form, and that 

staff implement at all times. 
See Attachment #6 ) 
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W 154 Continued From page 8 
learning of the allegation, he went to the day 
program on November 15, 2011 to discuss the 
incident 'with the day program Incident 
Management coordinator (WC). The IMC, 
however was not on duty. The QIDP 
acknowli lodged that since November 15, 2011, no 
meeting had been held and no further actions had 
been taken. 

Record review on January 6, 2012, at 2:18 p.m., 
confirmed that the allegation of Client #2's 
inappropriate touching of another individual at his 
day prowam had not been thoroughly 
investigated by the facility. 

W 192 483.430(e)(2} STAFF TRAINING PROGRAM 

For employees who work with clients, training 
must foo ds on skills and competencies directed 
toward clients' health needs. 

This STANDARD i not met as evidenced by: 
Based on observel on, Interview and record 

 
were elk Maly trai 
review, ft me facility ft 

ned (i.e. demonstrated the 
iled to ensure that all staff 

skills enc competen cies needed) on diet textures, 
for one of the three clients in the sample. (Client 
#3) 

The findli 1g includes 

On January 5, 2012 at 7;41 am., Client #3 was 
observer carrying h s plate from the breakfast 
table tow ards the k itchen. There was uneaten, 
ground neat on the plate. When asked If his 
foods were always p repared to a ground texture, 
the housit manager replied This foods am 
pureed," A moment later, the qualified Intellectual 

02-09-12 
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Continued From page 9 
disabilities professional (OIDP) looked at the 
meat left on the plate, stated that it was of a 
"ground" texture and continued, saying "it Is 
supposed to be pureed.., should be more liquid." 
The OIDP retrieved the menu and stated that the 
meat sewed that morning was turkey. The direct 
support I staff who prepared breakfast (Staff #2) 
confirmed this. 

On January 5, 2012, at approximately 4:15 p.m., 
review a' Client N's speech-language records 
revealed an Eating Protocol, dated February 9, 
2011, thi it prescribed a pureed food texture. On 
January S, 2012, at 9:24 a.m., review of the 
client's physician's order sheets for January 2012 
also con inned a diet order for pureed foods, as 
the clierr was edentulous. 

On January 5, 2012, at approximately 12:00 p.m„ 
review a' the staff in-service training records 
revealed that all staff had received training for 
Client #2's Eating Protocol and Dlet Textures on 
October 15, 2011. Observations on January 5, 
2012, however, indicated that the training had not 
been efh wave. 
483.430IeX3) STAFF TRAINING PROGRAM 

Staff mud be able to demonstrate the skills and 
techniqu as necessary to administer interventions 
to mangle the inappropriate behavior of clients. 

This ST/ iNDARD is not met as evidenced by 
Based an observations, staff interview and 

record verification, the facility's staff failed to 
demonst *ate the skills and techniques necessary 
to 'male/lent each client's behavior support plan 
(ESP), fc r one of the three clients in the sample. 

W 192 

W 193 
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Continuod From page 10 
(Client S3) 

The find ngs Include: 

1. (Cross-refer to W249,2) On January 5, 2012, 
facility a aff failed to Implement Intervention 
strategies that were outlined in Client fa's 
behavior support plan (BSP), at 7:25 a.m. and at 
5:33 par. 

2. [Crosi;-refer to W2521 On January 6, 2012, 
beginning at 8:32 a.m., review of Client #3's 
behavior data sheets revealed that fadety staff 
failed to document observed incidents of 
self-hitting on the day before (at 7:25 a.m. and 
5:33 p.rr.). Staff also failed to document When 
the Bien: left the table during his dinner on 
January 5, 2012 (at 6:15 p.m.), In accordance 
with his 135P. 

On January 5, 2012, at 7:46 a.m., review of the 
staff in-service training records revealed that all 
staff had received training for Client 03's BSP on 
October 15, 2011. Observations on January 5, 
2012, he waver, Indicated that the training had not 
been off 'dive. 
483.440i OM(vI) INDIVIDUAL PROGRAM PLAN 

The individual program plan must include 
opportur files for client choice and 
self-management 

This STANDARD is not met as evidenced by: 
Rased c n observation and interview, facility staff 

failed to insure client choice during snack, for six 
of the sii: clients residing at the facility, (Clients 
it 1 , .2, 43,114, 45, and 46) 

W 193 

1. 

I 

W 247 

!document 

Staff received in-service training on 

02-09-12 from Q.I.D.P and Program 

Manager on 02/09/12 on the implementatio 

and documenting of the BSP. 

Detailed training and discussion included 

the importance of implementing the BSP 

as written at all times when a behavior is 

exhibited by Client #3.Staff should 

as required and 

implement the BSP. Q.I.D.P will monitor 

the BSP implementation and 

documentation weekly to ensure that 

BSP and data is being implemented and 

documented consistently. Program Manage 

to monitor monthly. 

(See Attachment #7) 

02-09-12 
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continutel From page 11 

The finding Includes: 

On January 5, 2012, at 5:03 p.m., observations 
during si mak revealed a direct support staff 
verbally .assisting Client #2 to pour water for 
himself4'nd Client #1, #3, #4, 05, and #6. At no 
time during snack, did the staff offer different 
beveragi Is to drink. 

Interviesi with the qualified intellectual disabilities 
professk mai (C3IDP) on January 6, 2012 at 
approximately 4:30 p.m., revealed that the clients 
should have been offered a choice for beverage. 

At the time of the survey, the fecilltys staff felled 
to consistently allow clients to exercise their 
independence and allow options of choice, 
483.440IdX1) PROGRAM IMPLEMENTATION 

As soon as the interdisciplinary team has 
formula od a clients individual program pion, 
each client must receive a continuous active 
treatmer t program consisting of needed 
Interventions and services in sufficient number 
and freqitency to support the achievement of the 
objectives identified in the Individual program 
plan. 

This ST/ ADARD is not met as evidenced by: 
Based en observation, Interview and record 

review, tlie facility failed to ensure continuous 
active fro etment, for one of the three clients in the 
sample. (Client #3) 

The find igs include: 

W 247 

W 249 

I 

Program Manager in-serviced staff on 

ensuring that Clients have the opportunity 

to make choices throughout the day. 

Discussed verbal and non-verbal 

communication and use of gestures. Snack 

and activities were focused on for training_ 

Q,I.D.P, Program Manager will monitor 

on daily basis/weekly basis. 

(See Attachment #8) 
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Continue(' From page 12 

1. FacIllt I staff failed to implement Client #3's 
"Commutation" program when presented the 
opportur ity, as evidenced by the following: 

On January 5, 2012, at 4:51 p.m., Client 03 
entered 'he facility and went to his bedroom. He 
left his bedroom at 5:00 p.m., walked to the living 
room ant then went into the kitchen, where he 
Mood and watched a direct support staff 
interactirig with Client #4. At the same time, 
Client # was observed pouring water into six 
beverage glasses at the dining room table. At 
5:04 p.m., Client 03 left the kitchen, sat at the 
dining ro DM table and began eating a snack 
(pudding). 

Client IC was observed seated on the living room 
sofa from 5:40 p.m. until 6:11 p.m. His dinner 
plate and beverage glass (war) were observed 
on the table at 6:10 p.m. At 6:11 p.m., he and his 
peers came to the dining room for dinner. 

On January 6, 2012, at 10:00 a.m., review of a 
summer r report for the period Sept/Camay, 
2011 (dated December 9, 2011), whiten by the 
qualified intellectual disabilities professional 
(OIDP), revealed Client #3 had the following 
format "Communication" training program: 
"<clients name> will touch Go Talk button to 
access he speech a need or desire (sic) with 
50% indi spendence by the end of the..." year. 
The pros ram Instructed staff to show him the 
buttons on the Go Talk device, place his hands 
on it, anti ask him "which one do you need or 
want" Alter the client pushed a button, staff 
should "I °peat to enforce his message then 
respond lo his request." 

W 246 

1 . An in-service training was held on 

02-07.12 to discuss the communication 

needs of Clienta3 and use of the "Go Talk 

Device " Staff to implement the 

program daily as stated during natural 

event timing. Q1DP , House Manager and 

Program Manager to monitor daily and 

monthly for ongoing implementation 

(See Attachment #97) 

02-07-12 
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W 249 Continued From page 13 

On January 0, 2012, at 12:13 p.m., the house 
manage' (HM) demonstrated how to use the Go 
Talk device (located in the kitchen/ dining room 
area). The device had two buttons: one with a 
picture c f a toilet and another with a picture of a 
beverage glass. She stated that staff using 
hand-ovar-hand assistance, were to push the 
button with the picture of a glass, when the client 
wants something to drink. Staff would then say 
"drink" aid assist him with getting a drink. 
Further iterview with the HM revealed that a 
direct support staff person told her Client #3 had 
refused . 0 participate with her on the previous 
day. Staff, however, had not been observed 
Interactia, with Client #3 at or near the Go Talk 
device d ming the afternoon/ evening 
observations. 

Staff wet not observed implementing Client #3's 
"Communication" program when presented with 
the oppertinity, at 5:04 p.m. and 6:11 p.m, on 
January 5, 2012. 

2, Fecal y staff failed to implement behavior 
intervention methods presalbed In Client #3's 
behavior support plan (BSP), as evidenced by the 
following: 

a On Ja 'wary 5, 2011, at 7:25 am., Staff #1 
assisted Client #3 Into the nurse area to receive 
medlcatiais. Immediately upon sitting in a chair, 
the ellen hit himself on the head, using moderate 
force wit 1 his right hand. The client repeated the 
gesture every 6 - 10 seconds, for almost two 
minutes. He also hit his right thigh with his fist a 
few times. Each time he hit his head, a dull 
'clunk' sc and was audble to this surveyor, 

W 249 

2. 
a 

b 

n1service training conducted on 02-09-12 02-09-12 

tolreview Client#3's BSP. Staff must ensu 

to 	 the client whenever head/chin 

hirting is observed and to follow the 

strategies spelled out in the BSP. The 

QLD.P will continually monitor for targete 

events, implementation and documentation 

daily. 

(She Attachment #7)  
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Continued From page 14 
standing approximately two feet away. Neither 
the medication nurse nor Staff 01 intervened 
during the two minutes of self-hitting. 

b. On January 5, 2011, at 5:33 p.m., Staff #2 
assisted Client #3 into the nurse area to receive 
medical ans. Immediately upon sitting in a chair, 
the alien: hit himself three times on the chin, 
lightly. :tie 42, who was standing nearby and 
witnessed his chin-hitting behavior, did not 
respond. 

On January 5, 2012, beginning at 1:52 p.m., 
review ol Client 03's BSP, dated November 14, 
2011, revealed the following: "<client's name> 
frequently hits his head and chin... the self-hitting 
is light and does not appear to hurt..." At 2:11 
p.m., col dinued review of the BSP revealed the 
following intervention strategy: "Whenever 
<clients name> hits his head say 'No <client's 
name>, lac not hit your head (or chin).' If he 
continue; to hit his head or chin lightly ignore him. 
Do not t ilk about h a behavior. If he hits his head 
or chin with force, say '<client's name>, do not hit 
your head (or chin).' Guide <clients name> 
hands to his lap where they should remain for two 
minutes.? 

Staff did not respond to Client #3's head/ chin 
hitting bchavior in the manner prescribed in his 
BSP, whin the behavior was observed on 
January 5, 2012, at 7:25 a.m. and 5:33 p.m. 

3. Fecal, ' staff failed to implement Client 03's 
"Eating Protocol" when presented the opportunity, 
as evIdeiced by the following: 

On January 5, 2012, beginning at 6:11 p.m., 

W 249 

3, In-service training was conducted 02-09-1 

to re-emphasize and review the importance 

of following the clients eating protocol 
during all meals /snacks. The protocol 

02-09-12 
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Continued From page 15 
Client ti: was observed eating dinner, He 
Independently ate approximately six or seven 
spoonful 3 of pureed roast beef sandwich. He 
then tool: two spoonfuls of pureed peaches. He 
returned to the main course, eating several more 
spoonful 3 before he stood up at 6:15 p.m. and left 
the di& I table. Client *3 subsequently ignored 
several tramp% to coax him back to the table. A 
8:23 p.m., a direct support staff covered the 
dinner plate, stating that It would be offered to 
Client1n later. 

On January 5, 2012, at appro)dmately 4:15 p.m., 
review a' Client #3's speech-language records 
revealed an Eating Protocol, dated February 9, 
2011, thi it included the following: "Staff should 
provide verbal prompts to alternate liquids/solids." 
Staff watt not observed providing verbal prompts 

• for him 6) alternate between liquids and pureed 
foods wt en presented the opportunity at dinner 

. on January 5, 2012. 
483.4401ex1) PROGRAM DOCUMENTATION 

Data relaitive to accomplishment of the criteria 
specified in client individual program plan 
objective, must be documented in measurable 
terms. 

This STANDARD is not met as evidenced by: 
Based cn observation, interview and record 

review, f acility staff failed to document behavior 
data In a xonlance with the behavior support plan 
(BSP), for one of the three clients in the sample. 
(Client * I) 

The findings Include : 

W 249 

W 262 

must be followed and implemented. The 

Q.I.D.P and/or House Manager will 

observe and monitor at least one meal 

daily for 3 months to ensure ongoing 

implementation of eating protocol. 

(See Attachment #6 ) 
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1.[Crest-refer to W249.2] On January 5, 2011, 
at 7:25 tan., Client 03 hit himself on the head, 
using moderate force with his right hand, 
repeatedly for almost two minutes. The morning 
medication nurse and Staff #1 were with him at 
the time Later that day, at 5:33 p.m., the client 
hit himsid three times on he chin, lightly, while 
the ever ing nurse prepared his medications and 
Staff #2 looked on. 

On January 5, 2012, beginning at 1:52 p.m., 
review of Client #3's SSP, dated November 14, 
2011, revealed that hitting himself on the head or 
chin is oieof his targeted maladaptive behaviors. 
On January 6, 2012, beginning at 8:32 a.m., 
review of the client's behavior data sheets, 
revealed that neither Staff #1 nor Staff #2 had 
documented the incidents of self-hitting observed 
on January 5, 2012. 

When interviewed on January 6, 2012, at 7:35 
a.m., Sniff #1 Indicated that he had received 
training an Client #3'S BSP. When asked about 
his target behaviors, Staff #1 said he "hits his 
chest" When asked if he sometimes hit other 
body pea the staff replied "no, just the chest." 
When raked If Client 03 had hit himself on the 
day before, Staff #1 replied "no, yesterday was a 
good do; I." Further interview revealed that each 
episode should be documented on a behavior 
data sheet 

2. On Jonuary 5, 2012, beginning at 6;11 p.m., 
Client A was observed eating dinner. At 6:15 
p.m., he stood up and left the dining table. Much 
of his MI Ull remained uneaten on the plate. He 
ignored oeveral attempts by staff to coax him 	 1 

W 252 

1, 

2. 

Staff received in-service training on 

2/07/12 from Q.I.D.P and Program 

anager on implementing and documenting 

SP. Detailed training and discussion was 

adc. Staff were reminded on the importan 

f implementing the BSP strategies as 

iten and that when a behavior is 

exhibited by Client #3. Staff should 

document as required. Q.I.D.P will monitor 

the BSP implementation and documentatio 

weekly to ensure that 13513  and data is being 

implemented and documented consistently. 

(See Attachment #7) 
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' Continued From page 17 
I back to the table during the eight minutes that 
followed. At 6:23 p.m., a direct support staff 
covered the dinner plate, stating that his meal 
would be offered to him again later. 

On January 5, 2012, beginning at 1:52 p.m., 
review a' Client firs BSP, dated November 14, 
2011, revealed that "Leaving the Table During 
Mealtime was a targeted maladaptive behavior. 
Staff welt instructed to document each episode 
of the behavior on the designated behavior data 
sheet On January 6, 2012, at approximately 
8:45 ant, review of the client's behavior data 
sheets, revealed that the incident of his leaving 
the dinnur table on the previous evening had not 
been do :Lamented in accordance with the BSP. 

It should be noted that review of Client *as 
behavior data sheets for the period December 1, 
2011 thn sigh January 5, 2012 revealed the only 

n information that was documented had been 
recordeC by staff assigned to work on the evening 
shift 
483.4400)(3)(h PROGRAM MONITORING & 
CHANGI! 

The committee should review, approve, and 
monitor Individual programs designed to manage 
inappropriate behavior end other programs that, 
in the opinion of the committee, involve risks to 
client prtection and rights. 

This ST/ 'HOARD is not met as evidenced by: 
Based cn interview and record review, the facility 

failed to insure that restrictive measures had 
been reviewed and/or approved by the Human 
Rights Committee (HRC), for one of the three 

W 252 

W 262 
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Continued From page 18 
clients if I the sample. (Client #3) 

The finding includes: 

On January   5, 2012, at 10:15 am., review of 
Client OK l's incident report dated June Z 2011, 
revealec Client 03 was taken to the emergency 
room one hour after being sedated for a 
Dexa-Sr en appointment. Review of Client 44'S 
medicat on administration record on January 6, 
2012, at approximately 9:00 a m., confirmed that 
the client received a Lytic cocktail on June 2, 
2011, at 10:00 am The cocktail consisted of 
Darner° 50 mg, Thorasne 25 mg and Phenergan 
20 mg. 

Interview with the qualified intellectual disabilities 
professional (0113P) on January 6, 2012, at 12:00 
p.m., inc floated that the HRC discussed the 
clients sedation during their August 2011 
meeting However, there was no evidence that 
the HRC approved Client #3's sedation prior to 
the June. 2, 2011 administration of the rytic 
cocktail. 

The fad ity failed to evidence that the HRC 
• approved Client #3 s sedation prior to his Dexa 
Scan appointment. 
483.460X5X1) NURSING SERVICES 

Nursing services must include implementing with 
other mi ober; of the interdisciplinary team, 
appropriate protective and preventive health 
measun is that Include, but are not limited to 
training 'silents and staff as needed In appropriate 
health awl hygiene methods. 

W 282 

W 340 

1n-service training was completed by 

the Program Manager on 02-08-12. Q.I.D. 

must ensure that all consent for sedation at 

approval from H.R.0 be noted in the HRC 

minutes. If date falls between HRC meetin 

dates, the "Consent for pre-sedation" form 

must be completed and filed. Program 

Manager will monitor monthly_ 

(See Art #10a and Art #10b) 
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W 340 Continued From page 19 
This STANDARD is not met as evidenced by: 
Based cin Interview and record review, the 

facility's nursing start failed to show evidence that 
medicati3n nurses had been trained on 
procedures for administering crushed 
medicabeiS, to ensure clients' health and safety, 
for three of the six clients residing in the facility. 
(Clients1P1, 03 and #6) 

The finding Includes: 

On January 5, 2012, at 7:15 am., the medication 
nurse Int ormed this surveyor that she would crush 
Client 01% medications, as she was reaching for 
a ceramic mortar and pestle. A white powdery 
substance was observed on the inside of the 
mortar and pestle. The nurse placed a 25 mg 
tablet of Hydroxyzine HCL Into the mortar and 
pestle, followed by a Calcium with Vitamin D 
supplement tablet and a Multi-Vitamin 
supplement tablet. After crushing these together, 
she *timid the powdered mixture into three smell 
plastic IT edicabon cups and administered Client 
#1's medications. 

At 7:20 r :.m., the nurse began preparing Client 
06's medications. She placed an OsCai tablet 
(500mg it.:alcium with 600mg vitamin 13) into the 
mortar aid pestle without first wiping it clean. 
She that added a 200 mg tablet of 
Carbamitzepine, crushed the two tablets and 
stirred the crushed medications into apple sauce 
in two sr iall plastic medication cups. At 7:23 
&m., Clii,nt 06 took his medications and then left 
the recur . 

At 7:26 a .m., the nurse began preparing Client 
#3's medications. She placed a 1/2 tablet of 

W 340 

An In-service was conducted by D.O-N 

nurses on 01/09/12 to ensure that the 

procedure for administering crushed 

medication is followed. Nursing standards 

renewed to utilize the metal pill-crushing 

with paper souffle cups or if pestle is used 

it must be wiped thoroughly before 

crushing the next set of pills. Review of 

dispensing and administering meds 

discussed. The RN will conduct 

supervision during mad administration 

monthly to ensure that all procedures 

are properly followed. 

(See Attachment 411) 

, 01-09- )2 

evice 
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Continued From page 20 
Metocicsiramide HCL (25 mg) into the mortar and 
pestle w thout first wiping it clean. She then 
added Calcium with Vitamin D supplement tablet 
and a MAU-Vitamin with Iron supplement tablet 
and =ENS the three tablets. The nurse was 
then observed to stir the crushed medications into 
apple sauce in three small plastic medication 
cups. A moment later, she retrieved 
Ftenoberbital from a locked box, crushed a 60 
mg tablet and stirred It into apple sauce in 
another uedication cup. She administered his 
medicatl is in apple sauce at 7:31 a.m. 

The Nun Ong Director (ND) was Interviewed by 
telephone on January 6, 2012, beginning at 10:05 
am. WI ien Informed that the medication nurse 
had not I wiped the mortar and pestle before each 
use, the ND expressed surprise that the nurse 
had not i diked a metal pill-crushing device, with 
paper scuttle cups, to ensure there was no 
madicatixi residue remaining after each use. At 
11:11 tin., the faclitys program manager stated 
that the I4D typically would observe the 
medication nurses during administration passes. 

There vs is no evidence that the medication 
nurses had received training appropriate to meet 
the safely and hygiene needs of clients who were 
administered crushed medications. 
483.480i k)(2) DRUG ADMINISTRATION 

The system for drug administration must assure 
that an drugs, including those that are 
self-administered, are administered without error. 

This STANDARD is not met as evidenced by: 
Based c n observation and record review, the 

W 340 

W 369 

FORM CIAS•E5s7(1240) Pn Wan Menem Obsolete 
	

Ens ID:6071111 
	

Fielqty ID: 09022e 
	

14 cunt nuatkin sheet Page 21 of 25 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS F RAM 

PRINTED: 01/312012 
FORM APPROVED 

STATEMENT OF DEEM ICES 
AND PLAN OF CORRECTION 

pci) PROVIDER/SUPPUERCUA 
IDENTIFICATION NUMBER: 

0113230 B. VYING 

(X2) MULTIPLE 

A, BUILDING 

CONSTRUCTION MN DATE SURVEY 
COMPLETED 

01/0812012 
NAME OF PROVIDER 0 I SUPPLER 

DC  HEALTH CARE 

STREET ADDRESS, CITY, STATE, ZIP CODE 
26 MADISON STREET NE 
WASHINGTON, DC 20011 

(X4) D 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EA0 I DEFICIENCY MUST SE PRECEDED BY FULL 

REGU ATORY OR LSC IDENTIFYING INFORMATION) 

in 
PREFIX 

TAG 

PROVInER'S PLAN OF CORRECTION 	 O 
(EACH CORRECTIVE ACTION SHOULD BE 	 COMPLETION 

CROSS-REFERENCED TO THE APPROPRIATE 	 . 	 DAM 
DEFICIENCY) 

W 389 

W 428 

Continued From page 21 
facility Med to ensure that all drugs were 
administered without error, for one of the six 
clients Fielding in the facility. (Client 85) 

The finding includes: 

The moiling medication administration was 
observed on January 5, 2012, between 8:49 am 
- 7:40 tin. At approximately 9:40 am., while 
verifying the administered medications, it was 
revealed that Client *5 was prescribed "Refresh 
P.M. 42. 5-57.3% ointment Apply to the left eye 
twice daily for lubrication." The eye ointment was 
not administered on the morning of January 5, 
2012. Cmcurrent review of Client 05's January 
2012 medication administration record (MAR) 
revealed the nurse had initialed the MAR, 
indicatinir the medication was given. 

Note: This surveyor returned to the facility at 7:19 
a.m. on January 6, 2012, to interview the 
medicatim nurse. The nurse, however, had 
already a dministered the clients' medications and 
left the facility. 
483.470(d)(3) CLIENT BATHROOMS 

The facts ty must, in areas of the facility where 
clients wit, have not been trained to regulate 
water temperature are exposed to hot water, 
ensure tliat the temperature of the water does not 
exceed 110 degrees Fahrenheit, 

This STiNDARD Is not met as evidenced by: 
Based an observation and interview, The facility 

failed to iinsure that the temperature of the water 
did not exceed 110 degrees Fahrenheit, for six of 
six client; residing in the facility, (Clients *1, AG. 

w 369 

W 426 

1n-service training by DON was conducted: 

ith nurses on 01 /09/12 to ensure that 

11 medications/drugs/treatments are 

ministered as ordered at all times. RN 

ill monitor medication administration 

t least Ix per month. 

Attachment #11) 

1-9-12 
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43, #4, 45 and #6) 

The finding includes: 

On Janu3ry 6, 2012, at 1:19 p.m., this surveyor 
noted thi it the hot water temperature felt very 
warm to touch at the hand sinks in the two 
bathrooms located off the hallway, in the 
bedroom area. Upon immediately checking the 
tempera tees of the hot water In the 
aforeme toned bathroom& they measured 124 
degrees Fahrenheit and 125 degrees Fahrenheit. 
The km InIstrative office was immediately notified 
of the hot water temperature. 

Interview with staff on January 6, 2011, at 1:23 
p.m., revealed that the hot water temperatures 
should n M exceed 110 degrees Fahrenheit Staff 
further Irdloated that the hot water temperatures 
had not been observed to exceed 110 degrees 
Fahrenheit On January 6, 2012, at 
approximately 1:35 p.m., the maintenance 
supervisx, who was present during the 
observat ion, stated that he would adjust the water 
tempera ure to ensure that it did not exceed 110 
degrees. 

On Janu sty 8, 2012, at 2:47 p.m. and again at 
4:45 p.m., the temperatures were observed to 
measure 120 and 122 degrees Fahrenheit at the 
aforementioned bathroom hand sinks. The facility 
was tier requested to develop a plan to ensure 
the Individuals' safety when washing their hands 
at the hand sinks. At 5:30 p.m., however, the 
water temperatures still measured 120 degrees 
Fahrenheit At 6:23 p.m., the facility's program 
manage submitted a written plan, via email, 
which idiatified measures to ensure the 

W 426 

- 11 staff received in-service training by 

rogram Manager to ensure that the water 

emperature does not exceed 110 at all times 

'n all locations. Reviewed procedure to 

otify upon any elevated temperature findings. 

corrective action plan was immediately 
ut into place. The plumber corrected the 

roblem on 01-06-12. The water 

temperatures were brought to normal. D.O.H. 

inspector who visited the facility on 

01-09-12 tested water temp and did 
not exceed 110 degrees. Testing of water 

temperatures are being completed at all 

locations of running water and documented 

on every shift. Q.I.D.P and House Manager 
to monitor daily to ensure the temperature 

does not exceed 110 degrees. Program 

Manager to monitor monthly. 
(Attachments 412a, 412b, 412c) 
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Continued From page 23 
individuals' safety during hand washing while 
using the: bathroom sinks. The plan also revealed 
that a plumber was scheduled to be onsite during 
the evening of January 6, 2013 to address the 
problem with the water temperatures. At the time 
of the survey, however, there was no evidence 
that the facility had ensured that the temperature 
of the writer did not exceed 110 degrees 
Fahrenh St at all times. 
483.4801b)(2)(iii) MEAL SERVICES 

Food mist be served in a form consistent with the 
developmental level of the client. 

This STANDARD is not met as evidenced by: 
Based en observation, staff interview and record 

review, the facility failed to ensure all clients 
received their meals in the form and consistency 
prescribed, for one of the three clients in the 
sample. ;Client WM) 

The findi fg includes, 

On January 5, 2012. at 7:41 a.m., Client #3 was 
observed I carrying his plate from the breakfast 
table toe ards the kitchen. Them was uneaten, 
ground meat on the plate. When asked if his 
foods we re always prepared to a ground texture, 
the house manager replied "his foods are 
pureed." A moment later, the qualified intellectual 
disabilities professional (QIDP) looked at the 
meat left on the plate, stated that It was of a 
"ground" texture and continued, saying It Is 
suppose! to be pureed_ should be more liquid." 
The CID' retrieved the menu and stated that the 
meat served that morning was turkey. The direct 
support I left who prepared breakfast (Staff #2) 

W 428 

W474 

An In-Service was completed on 02/09/12 

y The Q.I.D.P and the Program Manager 

o review and discuss the importance 

f implementing all recommendations 

t all times for all clients. Client # 3's 

ting protocol and diet texture 

as reviewed. Q.LD.P and House Manager 

ill monitor on a daily basis that Client #3 

eceives his food in pureed form, and that 

taff implement at all times. Program 

antler to monitor monthly. 
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W 474 ContInurel From page 24 
confirmed this. 

On January 5, 2012, at approximately 4:15 Rm.. 
review o' Client #3's speech-language records 
revealed an Eating Protocol, dated February 9, 
2011, that prescribed a pureed food texture. On 
January 5, 2012, at 9:24 a.m., review of the 
client's physician's order sheets for January 2012 
also con firmed a diet order for pureed foods, as 
the chew was edentulous. 

There vets no evidence the facility ensured that 
Client E received his food in a pureed texture at 
all times, as prescribed. 

W 474 
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A [tenth re survey was conducted from January 
5, 20121hrough January 6, 2012. A sample of 
three retidents was selected from a population of 

 

six men with varying degrees of intellectual 
disebilline. 

The findings of the survey were based on 
observai Ions in the home and at two day 
program;, interview with one residents guardian, 
intervIeras with staff in the home and at the two 
day programs, as well as a review of resident and 
administ 'Sive records, Including incident reports. 

It should be noted that an January 5, 2012, at 
1:19 p.m., the hot water temperature was 
measured at 124 and 125 degrees Fahrenheit In 
two hen( sinks. An immediate adjustment was 
made to the thermostat of one of the facility's two 
hot wate • heaters. At 5:30 p.m.. however, the 
water still measured at 120 degrees Fahrenheit. 
At 6:23 F.m., the facility's program manager 
submitte I a written plan, via email, for ensuring 
client sal ety while they awaited the snivel of a 
plumber later that evening. 

A State $ Sency surveyor returned to the facility on 
January 1, 2012, at 8:15 am. The program 
manager stated that a plumber had come and 
made further adjustments. Readings taken at the 
same tw locations showed the hot water now 
measure! 110 degrees Fahrenheit. 

1090 3504.1 HOUSEKEEPING 

The interior and exterior of each GHMRP shall be 

I 090 

maintained in a safe, clean, orderly, attractive, 
and sanitary manne r and be free of 
a:cumuli01one of dirt, rubbish, and objectionable 
odors. 
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This Stases is not met as evidenced by: 
Based DI observation and interview, the group 
home for persons with intellectual disabilities 
(GHPID) failed to ensure the interior of the facility 
was mai Vaned in a safe and orderly manner to 
meet the needs of six of six residents in the 
GHPID. pasidents #1, #2, #3, #4, #5 and #6) 

The findings include: 

On January 6. 2012, beginning at 12:45 p.m., the 
program manager and the maintenance 
supenrisr accompanied this surveyor during 
observations of the environment The following 
concemt I were identified: 

1, The GHPID failed to ensure that the 
temperature of the water did not exceed 110 
degrees Fahrenheit 

On January 6, 2012, at 1:19 p.m., the surveyor 
noted !hot the hot water temperature felt vary 
warn to ouch at the hand sinks in the two 
bathrooms located off the hallway In the bedroom 
area. Up m Immediately checking the 
temperatures of the hot water in the 
aforementioned bathrooms during this time, they 
measure 3 124 degrees Fahrenheit and 125 
degrees Fahrenheit The administrative office 
was immediately notified of the hot water 
temperature, 

Interview with the staff on January 8, 2011, at 
1:23 p.m , revealed that the hot water 
temperat ures should not exceed 110 degrees 
Fahrenheit. Staff further indicated that the hot 
water temperatures had not been observed to 
exceed 110 degrees Fahrenheit. On January 6, 

1090 

All staff received in-service training by 

Program Manager to ensure that the water 

temperature does not exceed 110 at all 
times in all locations. Reviewed 

procedure to notify upon any elevated 
temperature findings. A corrective action 

plan was immediately put into place. 

The plumber corrected the problem on 

01-06-12. The water temperature was 

brought to normal. D.O.H. inspector 

who visited the facility on 01-09-12 tested 

water temp and did not exceed 110 

degrees. Testing of water temperatures 

are being completed at all locations of 

running water and documented on every 

shift. Q.I.D.P and House Manager to 

monitor daily to ensure the temperature 

does not exceed 110 degrees. Program 

Manager to monitor monthly. 

(Attachments #12a, #12b, #12c) 

01-06-12 
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2012, at approximately 1:35 p.m., the 
maintenance supervisor, who was present 
the observation, stated that he would adjust 
water temperature to ensure that it did not 
110 dogmas. 

On January 6, 2012, at 2:47 p.m. and again 
4:45 p.m., the temperatures were observed 
measure 120 and 122 degrees Fahrenheit 
aforeme %oiled bathroom hand sinks. The 
GHPID was then requested to develop a 
ensure the individuals' safety when washing 
hands at the hand sinks. At 5:30 p.m., however, 
the wale • temperatures still measured 120 
degrees Fahnsnhelt. At 6:23 p.m.. the GI-IPID's 
program manager submitted a written plan, 
email, which identified measures to ensure 
individuals' safety during hand washing 
bathroom sinks. The plan also revealed 
plumber was scheduled to be onsite during 
evening If January 6, 2012 to address the 
problem with the water temperatures. At 
of the su vey, however, there was no evidence 
that the OHPID had ensured that the temperature 
of the we ter did not exceed 110 degrees 
Fahrenholt at MI times. 

2. Observation of the hand sink in the basement 
bathroom revealed only a small amount 
water flared from the faucet when it was 
to an ^on' position. Interview with the 
maintenance supervisor indicated that a 
tool was equired to correct the problem. 

3. Sheer curtains were observed hung at 
windows In the bedrooms of Residents #1 
#4. Further observations of the windows 
revealed no shades, blinds or other devices 
installed .it the windows to protect the privacy 
the irelh4fuals. 
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2. 

3. 

The Plumber corrected the problem on 

01-06-12. 

(See Attachment 412c) 

New heavier curtains were purchased 

for both Client# I, #4's bedrooms windows 
to ensure privacy. 

cebee_ Mkarin en en#41 

01/06/12 

02/08/12 
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4. Obsen ration of Resident #4's television 
revealed that it did not come on when connected 
to the electrical power source. Interview with the 
staff revealed that the television was broken. 

5.Obsenation of the televisions located In the 
bedroom: of Resents #3, #5 and #6 revealed 
they were not operable. Interview with the 
qualified Intellectual disabilities professional 
(0113P) revealed the televisions were not operable 
becauseihey required cable converter boxes. 
When tun fed on, the screen on each television 
showed a message which stated that a converter 
box was required to view the television. 

6. The lid on the trash can used to stem 
recyoleabe items had a torn area. The lid was 
warped musing it to not close securely on the 
can, 

PREFIX 
TAO 

ID 

CROSS-REFERENCED TO THE APPROPRIATE 
(EACH CORRECTIVE ACTION SHOULD BE 

PROVIDERS PLAN OF CORRECTION 
COMPLETE 

DATE 

(x5) 

DEFICIENCY) 

4. The broken TV was removed on 1-6-12. 
A new digital TV was bought for client 
#4 on 2-8-12. 

5. TV's were removed on 1-6-12. New digital 
02-09-12 

TV was purchased on 2-8-12 for 
client # 3 (client # 5, #6 N/A) 

1080 

01-06-12 

and 

02-08-12 

6. A new Recycle Bin was requested from 
DC Govt. 

229 3510.5(0 ;TAFF TRAINING 

Each training program shall include, but not be 
limited to, liter 

(f) Special y areas related to the CIHMRP and the 
residents ID be served including, but not limited 
to, behavior management, sexuality, nutrition, 
recreation, total communications, and assIstive 
technologi De; 

This Stetule Is not met as evidenced by 
Based on observation, staff interview and record 
review, the group home for persons with 
Intellectual disabilities (GHPID) failed to ensure 
that staff rotreived effective training on residents' 
behavior support plans and prescribed dietary 
textures, fc r one of the three residents in the 
sample. president #3)  
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Staff received in-service training on 

2-9-12 from Q.I.D.P and Program Manager 

on implementing and documenting BSP. 

Detailed training and discussion included 

the importance of implementing the BSP 

as written at all times whenever a behavior 

is exhibited by Client #3. Staff should 

document as required and implemented the 

BSP. Q.I.D.P will monitor the BSP 

implementation and documentation weekly 

to ensure that BSP and data is being 

implemented and documented consistently. 

(See Attachment #7) 

1,2 

The Q.I.DP and the Program Manger 

in-serviced on 02-09-12 staff by 

emphasizing the importance of implementi 

all recommendations made for all clients. 

Client #3's eating protocol and diet texture 

was reviewed, Q.I.D.P and House Manage 

will monitor on a daily basis that Client#3 

receives his food in pureed form, and that 

staff implement at all times. 

(See Attachment #6) 

3 
02-09-12 

Ig 
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The findings include: 

1. [Cross-refer to 1422] On January 5, 2012, 
OHM() staff failed to implement Intervention 
strategies that were outlined in Resident #3's 
behavior Itupport plan (BSP), at 7:25 a.m. and at 
5:33 p.m. 

2. [Cross-refer to Federal Deficiency Report - 
Citation Vr2521 On January 6, 2012, beginning at 
8:32 a.m., review of Resident #3's behavior data 
sheets revealed that facility staff failed to 
document observed incidents of self-hitting on the 
day before (at 7:25 a.m. and 5:33 p.m.). Staff 
also failed to document when the resident left the 
table durir g his dinner on January 5, 2012 (at 
6:15 p.m.), in accordance with his BSP. 

On January 6, 2012, at 7:46 am., review of the 
staff in-service training records revealed that all 
staff had 11:calved training for Resident Nis BSP 
on October 15, 2011. Observations on January 
5, 2012, however, indicated that the training had 
not been effective. 

3. On January 5, 2012, at 7:41 a.m., Resident ft3 
was obser red carrying his plate from the 
breakfast table towards the kitchen. There was 
uneaten, round meat on the plate. When asked 
if his foods were always prepared to a ground 
texture, the house manager replied "his foods are 
pureed." A moment later, the qualified intellectual 
disabilities professional (01DP) looked at the 
meat left on the plate, stated that it was of a 
"ground" texture and continued, saying "it is 
supposed t a be pureed... should be more liquid." 
The QIDP retrieved the menu and stated that the 
meat serves that morning was turkey. The direct 
support sta T who prepared breakfast (Staff *2) 
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On January 5, 2012, at approximately 4:15 p.m., 
review of Resident #3's speech-language records 
revealed an Eating Protocol, dated February 9, 
2011, that prescribed a pureed food texture. On 
January 0, 2012, at 9:24 am., review of the 
resident's physician's order sheets for January 
2012 also confirmed a diet order for pureed 
foods, as the resident was edentulous. 

On Janus ,ry 6, 2012, at approximately 12:00 p.m., 
review of the staff in-service training records 
revealed hat all staff had received training for 
Resident n'a Eating Protocol and Diet Textures 
on Octobilr 15, 2011. Observations on January 
5, 2012, r owever, indicated that the training had 
not been 'active 

3520.7 PROFESSION SERVICES. GENERAL 
PROVISIONS 

1405 

Professia nil services shall be provided by 
programs operated by the GHMRP or personnel 
employed by the GHMRP or by arrangements 
between to GHMRP and other sante providers, 
including both public and private agencies and 
individual practitioners. 

This Statute is not met as evidenced by; 
Based on observation, interview and record 
review, es group home for persons with 
Intellectual disabilities (GHPID) famed to ensure 
professions services had been provided In 
accordance with each resident's needs, for one of 
the three residents included in the sample. 
(Resident V) 

The findino Includes: 

Health Regulation A Wenn rig Administration 
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If callIntaWon Meet 8 of 18 ENTH11 



PRINTED: 01/31/2012 
FORM APPROVED 

STATEMENT OF DEMO' MIES 
AND PLAN OF COMM' nos 

oci) pecvinEwsuppuEefew, 
IDENTIFICATION NUMBER: 

HFD03-0255 

 
(X2) MULTIPLE 

A.Busmen 
B.WING 

CONSTRUCTION (X$) DATE SURVEY 
COMPLETED 

01/06/2012 
NAME OF PROVIDER Olt SUPPLIER 

DC HEALTH CARE 

STREET ADDRESS, CUt STATE. ZIP CODE 

25 PAADISON STREET NE 
WASHINGTON, DC 20011 

(X4) ID 
PREFIX 

TAG 
S DEFICIENCY 

 STATEMENT OF DEFICIENCES 
(FAQ I DEFICIENCY MUST BE PRECEDED BY FULL 

REGUI ATORY OR LSO IDENTIFYING INFORMATION) 

ID 
PREFIX 

TAG 

PROVIDERS PLAN OF CORRECDON 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

De) 
coPANATE 

DATE 

I aos 

1 4 2i 

Continued From page 8 

On January 5, 2011, at 11:41 a.m., ResideM #2 
was observed identifying coins. At 11:48 p.m., 
Resident #2 walked to the bookshelf and 
retrieved a book. At 12:01 p.m., Resident #2 
walked into the cafeteria with the day program 
staff. On t minute later, the resident began to eat 
a turkey sandwich without washing or sanitizing 
his handit. Interview with the day program 
IndivIdua. program plan coordinator, at 
approxirr ately 12:45 p.m., revealed that Resident 
#2's acthity schedule includes washing his hands 
Nye minutes before lunch. 

There me no evidence that proper infection 
control procedures were implemented at the day 
program. 

. 3521.3 H MUTAT ON AND TRAINING 

Each GHMRP shall provide habilitation, training 
and risk Mince to residents in accordance with 
(he resident' s Individual Habilitation Plan, 

This Stet de Is not met as evidenced by: 
Based or observation, interview and record 
review, facility staff failed to implement training 
program• and behavior support plans in 
acordano e with residents' individual Support 
Plans, for one of the three residents In the 
sample, (Resident #3) 

The findings include: 

1. Facility staff failed to implement Resident #3's 
"Communication" program when presented the 
opportunlly, as evidenced by the following: 

On January 5, 2012, at 4:51 prn., Resident #3 
entered the facility and went to his bedroom. He 
	 Lleft his bedroom at 5:00 p.m., walked to the lMng 

1405 

I 422  

Q•I.D.P contacted the case manager of 

zlient # 2's Day Program who stated that 

per the protocol, every individual must 

wash or sanitize hands 5 minutes before 

and after meals. The universal precautions 

policy includes washing after using the 

rest room. This was shared with the Day 

Program case manager via phone on 01/09/ 

Q.T.D.P met with Day Program 

on 02/07/12 and discussed the finding and 

ongoing implementation of protocol. 

Q.1,D.P will complete random monthly 

visits to Day Program to ensure completion . 
and continued implementation. 

(See Attachment #1) 

01/09/12 

2. 
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Continued From page 7 

room aro I then went into the kitchen, where he 
stood an 1 watched a direct support staff 
interectir g with Resident #4. At the same time, 
Resident S2 was observed pouring water into six 
beverage glasses at the dining room table. At 
5:04 p.m., Resident #3 left the kitchen, sat at the 
dining rows table and began eating a snack 
(pudding I. 

Resident #3 was observed seated on the !king 
room sole from 5:40 p.m. until 8:11 p.m. His 
dinner plate and beverage glass (water) were 
observec on the table at 6:10 p.m. At 8:11p.m., 
he and h s peers came to the dining room for 
dinner. 

On Jams my 8, 2012, at 10:00 am., review of a 
summer) report for the period Sept/Oct/Nov. 
2011 (de)ed December 9, 2011), written by the 
qualified intellectual disabilities professional 
(QIDP), revealed Resident #3 had the following 
formal "Communication" training program: 
"cresider es name> will touch Go Talk button to 
access es speech a need or desire (sic) with 
50% independence by the end of the..." year. 
The program Instructed staff to show him the 
buttons on the Go Talk device, place his hands 
On it and ask him "which one do you need or 
want" Ater the resident pushed a button, staff 
should "n meat to enforce his message then 
respond ID his request" 

On Janutry 8, 2012, at 12:13 p.m., the house 
manager (HM) demonstrated how to use the Go 
Talk devise (located in the kitchen3 dining room 
area). The device had two buttons: one with a 
picture of a toilet and another with a picture of a 
beverage glass. She stated that staff using 
hand-over-hand assistance, were to push the 
button with the picture of a glass, when the 

„ 	 ...,,,„_,__ ,_______ 

1422 
1 . An in-service training was held on 

02-07-12 to discuss the communication 

needs of Client#3 of using a "Go Talk 

Device " Staff to implement the 

program daily as stated during natural 

event timing. 

QIDP. House Manager and Program 

Manager to monitor daily and monthly 

for ongoing implementation. 

(See Attachment #9) 

02-07-12 
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Continue i From page 8 

resident wants something to drink. Staff would 
then say 'drink" and assist him with getting a 
drink. Ft ether Interview with the HM revealed that 
a direct support staff person told her Resident #3 
had refused to participabs with her on the 
previous day. Staff, however, had not been 
observed interacting with Resident #3 at or near 
the Go Tiolk device during the afternoon/ evening 
observations. 

Staff was not observed implementing Resident 
#3's "Cormunication" program when presented 
with the cppoctunity, at 5:04 p.m. and 6:11 p.m. 
on January 5, 2012. 

2. Facilitf staff failed to implement behavior 
Intervention methods prescribed in Resident #3's 
behavior support plan (BSP), as evidenced by the 
following: 

a. On January 5, 2011, at 7:25 am„ Staff #1 led 
Resident #3 Into the nurse area to receive 
medications. Immediately upon sitting in a chair, 
the resident hit himself on the head, using 
moderate force with his right hand. The resident 
repeated the gesture every 5 - 10 seconds, for 
almost No minutes. He also hit his right thigh 
with his fir a few times. Each time he hit his 
head, a dull 'clunk' sound was audible to this 
surveyor, standing approximately two feet Envoy, 
Neither It e medication nurse nor Staff /1 
intervene, during the two minutes of self-hitting. 

b. On Jar nary 5, 2011, at 5:33 p.m., Staff #2 led 
Resident If3 into the nurse area to receive 
medicatkns. Immediately upon sitting in a chair, 
the resident hit himself three times on the chin, 
lightly. Staff IC, who was standing nearby and 
witnessed his chin-hitting behavior, did not 
respond. 

... 	 . 

1 422 

. 

2. Staff received in-service training on 

02-09-12 from Q.I.D.P and Program 

Manager on 02/09/12 on the implementation 

and documenting of the BSP. 

Detailed training and discussion included 

the importance of implementing the BSP 

as written at all times when a behavior is 

exhibited by Client #3.Staff should 

document as required and 

implement the BSP. Q.I.D.P will monitor 

the B$P implementation and 

documentation weekly to ensure that 

BSP and data is being implemented and 

documented consistently. Program Manage ' 

to monitor monthly. 

(See Attachment #7) 

2-09-12 
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1422 Continued From page 9 

On January 5, 2012. beginning at 1:52 p.m., 
review ol Resident fiE3's SSP, dated November 
14, 2011, revealed the following: "<rosident's 
name> frequently hits his head and thin... the 
self-hit& g Is light and does not appear to hurt..." 
At 2:11 p.m., continued review of the 13SP 
revealed the following intervention strategy: 
"Whenever <resident's name> hits his head say 
'No <res dent's name>, do not hit your head (or 
chin).' If he continues to hit his head or chin 
lightly ignore him. Do not talk about his behavior, 
If he hits his head or Chin with force, say 
'<resider is name>, do not hit your head (or 
chin).' Guide <resideM's name> hands to his lap 
where th Ey should remain for two minutes..." 

Staff did not respond to Resident 93's head/ chin 
hitting be havior in the manner prescribed in his 
SSP, whin the behavior was observed on 
January 5, 2012, at 7:25 a.m. and 5:33 p.m. 

3. Facility staff failed to Implement Resident la's 
"Eating F rotator when presented the opportunity, 
as evidenced by the following: 

On Janui try 5, 2012, beginning at 6:11 sn., 
Resident 03 was observed eating dinner. He 
indepenc ently ate approximately six or seven 
SpOonfulit of pureed roast beef sandwich. He 
then tool two spoonfuls of pureed peaches. He 
returned to the main course, eating several more 
spoonftth t before he stood up at 6:15 p.m. and left 
the dinini I table. Resident #3 subsequently 
Ignored several attempts to coax him beck to the 
table. A i5:23 p.m., a direct support staff covered 
the dinner plate, stating that it would be offered to 
Resident 93 later. 

3. n-service training was conducted 02-09-12 

e-emphasize to the staff the importance 

f following the clients eating protocol 

ring all meals /snacks. The protocol mus 

followed and implemented. The Q.I.D.P 

nd/or House Manager will observe 

onitor at least one meal daily for 3 

months to ensure ongoing 

implementation of eating protocol. 

(See Attachment #6) 

02-09-12 

On January 5, 2012, at approximately 4 15 p.m., 
Health Reim Mien & Liear sing Administration 
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I 422 Continued From page 10 1422 

review or Resident #3's speech-language records 
revealec an Eating Protocol, dated February 9, 
2011, 'het included the following: "Staff should 
provide lethal prompts to alternate liquids/solids." 
Staff wai not observed providing verbal prompts 
for him t i alternate between liquids and pureed 
foods Men presented the opportunity at dinner 
on Jams iry 5, 2012. 

1500 3523.1 RESIDENT'S RIGHTS 1 500 

Each Gl'IMRP residence director shall ensure 
that the lights of residents are observed and 
protected in accordance with D.C. Law 2-137, this 
chapter, and other applicable District and federal 
laws. 

This Staute Is not met as evidenced by 
Based o i observations, interviews and record 
review, tie group home for persons with 
intellech al disabilities (GHPID) failed to observe 
and protect residents' rights in accordance with 
Title 7, Chapter 13 of the D.C. Code (formerly 
called D.C. Law 2-137, D.C. Code, TRW 6, 
Chapter 19) and federal regulations 42 CFR 483 
Sub-Parl 1 (for Intermediate Care Facilities for In-Service training W93 completed by 02-01-12 
Persons with Mental Retardation), for six of the 1 Program Manager with Q.I.D.P on 02/01/1: 
six resit:hints of the facility. (Residents #1, #2, #3, 
#4, #5 and #6) on the importance and requirement of 

notifying guardians of recommendations. 
The findings include 

status changes, etc and documenting 
1. [§483.420(a)(2) and 463.460(a)(3)] The ongoing communication in QM? Progress 
GHPID tilled to ensure the rights of Resident #3 
and his Idgal guardian to be informed of the Notes. Program Manager will monitor 
resident' medical condition, attendant risks of Q.1.D.P monthly for 3 months to ensure 
treatment, and the might to refuse treatment, as 
follows: ongoing compliance. 

(See Attachment #2) 
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]Cross-n der to Federal Deficiency Report - 
Citation IN322] 
Resident #3 was edentulous and his diet orders 
included pureed foods end the use of Thick-It for 
liquids. On January 8, 2012, beginning at 10:00 
am., review of the resident's medical records 
revealed he had been uncooperative during a 
Modified Barium Study (MBS) on September 21, 
2011. The facility's consulting speech/language 
patholog st (Sly) had recommended the MBS 
back on slovember 8, 2009 "to determine his risk 
of aspire Son" after she determined the resident 
showed ' moderate dysphagia." 

On Janu, my 6, 2012, beginning at 1026 a.m., 
Interview with the facility's qualified intellectual 
disabilities professional (QIDP) and the Program 
Manager (PM), co pied with review of Resident 
#3's ma Ns, revealed the residents guardian 
had been Informed in September 2011 that the 
MBS procedure had not been completed due to 
the residents refusal to cooperate. The COOP 
and PM then indicated that Resident #3's primary 
care physician (PCP) had decided against 
pursuing another MBS partly because the 
potential risks outweighed the potential benefits. 
In addlticn, the hospital's radiologist reportedly 
advised I gainst using pre-sedation and the 
hospitalltLP said she did not think another MBS 
was pose ilble (due to the residents behavior). 

Further liter/few revealed that the QIDP was 
responsible for communicating with residents' 
guardians. When asked about the decision not to 
attempt Another MBS, the QIDP stated that he 
had notepoken with Resident #3's guardian since 
he first informed her that the September 21, 2011 
procedure had been unsuccessful. He and the 
PM furtho sr acknowledged that, to date, the facility 
had not informed the guardian of the PCP's and 

1 500 
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other medical professional& opinions and/or 
recommendations regarding pursuing another 
MRS in the future. 

On JanuNiry 6, 2012, at 4:00 p.m., Resident IG's 
guardian returned a telephone message left 
earlier tilt it day. She confirmed that, to date, the 
facility hal not Informed her of the PCP's and 
other medical professionals' opinions and/or 
recommendations regarding pursuing another 
MSS in the future. 

2 [§483.420(a)(3)) The GHPID failed to observe 
and protect the financial rights of the six 
residents, as follows: 

Review a' Resident # l's financial records on 
January !, 2011, beginning at 12:49 p.m., 
revealed aeveral withdrawals were noted to come 
from his ;nonfat account Review of the 
facility's cm:responding financial trackingrecord 
that documented a breakdown of how the 
resident's funds were spent revealed that a 
portion of a cable bill was paid by the resident 
between the months of February 2011 through 
December 2011. Closer review of Resident *Ds 
financial record revealed the following information 
regarding how cable bills had been paid by the six 
residents living in the facility: 

February -I, 2011- Cable bill $203.82. The bill was 
equally divided; each of the residents paid $33.97 
from their personal account 
March 18, 2011- Cable bill $40.04. Residents #1, 
#2,#4, and #5 each paid $6.87, while Residents 
#3 and #8 paid $6.68. 
April 7, 2C 11 - Cable bil $50.58. Residents #1, 
#3, #4 and #5 each paid $8.43, while Residents 
#2 and 06 paid $8.42. 
June 23, i011- Cable DS 550.00. Residents #2, 
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#4, #5, Ind 08 paid $8.30, while Residents #1 
and #3 g aid $8.40. 
July 29, 2011- 	 Cable bill $50.51. Residents #3, 
#5 and 46 paid $12.63, while Resident #1 paid 
$12.62. 
August 11, 2011- Cable bill $90.00. The bill was 
equally c Ivided by six (each paid $15.00). 
Saptemter 22, 2011- Cable bill $50.00. 
Resident 01, #2, #4 and #5 paid $8.33, while 
Residens 03 and 06 paid $8.34. 
October 9, 2011- Cable bill $60.00. The bill was 
equally c Ivided by six (each paid $10.00). 
November 16, 2011- Cable bill $60.00. The bill 
was *qui illy divided by six (each paid $10.00) 
from the r personal account. 
December 13, 2011- Cable bill $87.77. Resident 
#5 paid :114.62 and the remaining five residents 
paid $1463. 

1. Interview with the qualified intellectual 
disabilities professional (QIDP) on January 6, 
2012, beginning at 1:10 p.m., and review of an 
actual cable bill dated October 1, 2011, revealed 
the facility's cable account was in Resident #5's 
name, When further quelled, the COP revealed 
that Resident #5 had a legal guardian and the 
guardian was unaware that the account was in his 
name. Review of Resident 05s psychological 
assessment dated January 3, 2011, at 3:40 p.m., 
revealed the resident "...does not display the 
capacity o make decisions on his own behalf 
regarding ...financial matters: 

2. The CiAciber 1, 2011 bill reflected a $5.95 late 
fee and e $3.95 reactivation fee had been 
assessed to the account The QIDP and the 
program manager both stated that the facility 
managec the six residents' funds, and the QIDP 
handled bill-paying responsibilities. Review of 
Resident #1's records indicated that the six 
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resident (none of whom were deemed 
the capacity to make financial decisions 
for the penalty fees. 

I 500 

to have 
) had paid 

3. Dunn; the survey, the cable bill dated October 
1. 2011 was the only billing statement Made 
available for review. However, on January 12, 
2011 (pc et-survey), the facility submitted to the 
State agency, via email, three additional cable 
bills (Math 1, 2011, December 1, 2011 and 
January 1, 2012). Review of the three cable bills 
revealed that each month, the account had 
incurred a $5.95 late fee. As with the October 1, 
2011 billing, Resident #1's records showed that 
the six residents routinely paid for these 
penalties, even though the facility managed the 
account. 

4. Reskk'nt #1's records reflected that on July 29, 
2011, he and Residents sta, 05 and 08 paid the 
bill. Readents 01 and #4 did not contribute. 

5. On January 8, 2012, further review of the 
October I, 2011 cable bill, at approximately 1:10 
p.m., revealed that the residents were charged for 
7 digital converter boxes, at a cost of $2.95 each. 
Post-sun vey review of another bill (dated March 1, 
2011) revealed that the residents had been 
charged 'he same fee that month for 7 digital 
converter boxes. However, during an 
environmental Inspection of the facility on January 
8, 2012, itone of the residents' individual 
televisions had digital converter boxes attached, 
The sole television with a converter box was 
situated it the facility's living room. 

It should ie noted that during the January 8. 2012 
environmental Inspection, at 1:58 p.m., it was 
observed that Residents #1 and 02 did not have 
televisions in their bedrooms. Resident #4's 
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television was broken. Residents #3, #5 and re 
an had televisions; however, none of them 
worked. When turned on, the televisions showed 
a screen message Indicating that a digital 
converter was needed to receive a signal. When 
the QICill was asked about the aforementioned 
finding, he acknowledged that the televisions 
required iiigital converters to operate. He further 
Indicated that the residents did not have the 
converts boxes because they were very 
expenslw,. 

[Note: The survey team was unable to determine 
whether digital converter fees (and/or penalty 
charges) had been charged the other eight 
months it 2011 because the applicable cable bills 
were not •available for review.] 

At the tints of the survey, the facility failed to 
poitte  ridence that Resident #5's guardian was 
aware that the cable bill/account was In his name. 
Additionally, the facility failed to ensure each 
resident and/or their legal guardians were fully 
aware of how their personal finances were being 
remitted f w payment of the cable bill, including 
digital con verter box charges, late fees and 
reactivatk n fees. 

1500 

if-Service training conducted on 01-06-12 
ith Q1DP and staff. Reviewed individual s 

egal rights with regards to finances. 

otification, discussion and agreement muss 

c completed with legal guardian and 

ocumented. Program Manager to monitor 

onthly for ongoing compliance 

Please also refer to POC, WI25, 

.4 of 25) 

See Attachment #14) 
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