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. The facility operated by DC health care i
| recertification survey was conducted from April 8, |
2013 through April 10, 2013. A sample of three = !
. clients was selected from a populaticn cf five A .
' men with varying degrees of intellectual ; - 4 | 27
, dizabilities. This survey was initiate¢ utilizing the oW
fundamental process.

g
3
i

: The survey was based on abservaticns in the Health Reg‘{mlz;i,e Faclities Divieion |
1 home and one day program, interviews with staff Inte ‘at:‘m Cep , :
, at the home and at the day program, aswell as a | 899N 2

i review cf cllent and administrative rezord, ; Wash
I Including incidents reports. i

. The facility operated by DC Health Care | Inc. is i )

i in compliance with the requiremants of 42 CFR -
- 483, Subpart 1, Requirements for intarmediate ‘ I
Care Facilities.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNRTURE TITLE (XB) DATE
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Any deficlency statement ending w-th an asterlak (") dencten: a ceficiency which the instituticn may be excused from comacting providing it is determined that
other safaguards provide: sufficlant prataction 1o the patents. (See ins{ructions.) Except for nursing homes, the findings statred above ane dsclosabia S0 days
follawing the date of survey whether or not a plan of comecti an is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days fallowing the data fwse documents are made availabk: t0 the fadility, If deficiencies pre cited, an approved plan of correction is requisite to continued

program parficipation.
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1000 INITIAL COMMENTS " toop
A licensure survey was conducted from April 8, E
2013 through April 10, 2013, Asample of three
residents was selected from a popu ation of five
men with varying degrees of intellectua’
disabil ties. i
I !
The fir dings of the survey were bas 3d on | ‘
éhservations inthe hame and at one: day , ;
program, interviews with staff at the home and at
ihe day program, as wel| a& a revievs of resident !
and acministrative recards, includify incident ¥
reports. F
I

. [Qualified menfal retardation professioral :

¢ (QMRP) will be feferred 1o as qualifizd ntellectual
disabilifies professional (QIDP) with.n this report]

1 999" FINAL OBSERVATIONS . 1999

i

| The following observations were mzde during the

' survey process. It Is recommended thzt this araa ;

" ba reviewed and a determination be made |
regarding appropriate actions to prevent a !
potential nor-compliant practices: '

| 1. Observation of the van oh April 9, 2013 at 8:23 ll The van seats of the second and third row WAz

| a.m,, ravealed a large tom area in the custom and the running board on the passenger
vinyl cover on the back of the third seat. The forn side of the van was replaced on 04/12/13.
area.was approximately 12 inches long and six On 04/10/13 an In-Service training was | 04/10/13
inchas wide, and permitted the foarr urdernsath completed for QIDP and HM for the

1 the vinyl to: be expnsed. A smaller liole'was ' implementation of the van check. QIDP

| observed In ‘the viny! cover on the sticand seat, and HM will complete the checklist l

weekly for 30 days and then monthly. |
Interview with the residential directo " (RDx-Staff QIDP and HM will ensure that any future
, #2) on Aprit 9, 2013, &t 8:28 am., revezled that | maintenance needs are immediately
| the seats covers may have been damaged by informed to the maintenance supervisor °
. Resident #4 when he exhibited his kshaviors. and taken care in a timely manmet.
: ; . ‘ d A2].
On Apiil'9, 2013, 8t 8:31 2., further ovservation Flaase:see attachment (A1 and 42)
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of the van revealed that the running board
installed on the passenger side was slanted
downward, in section ldcated near the rear tire.
Interview with the maintenance supcrvisor on l
April 10, 2013, 2t 4:35 p.m,, reveale I-that he was !
not aware of the aforementioned co \cems and
- that they would he addressed. ; ,
q -
2. The review of persennel racords on Aprl 10, The specch and language pathologist 12/11/12
2013, 2t approximately 2:20 p.m., 15 vealed the submitted license renewal to DOH on
professional license for Constltant 141 (speech 12/11/12 with payment. To ‘date the
language pathologist) expired on Febiuary 28, rencwal has not been processed and i
2013. The expired license will be referred fo the pending due to new regulations and fhe
health professional licensing board. background checking process.

DCHC has been in censtant contact with !
| speech and language pathologist for !
i follow-up. As of 4/11/13 speech and

language  pathologist notes and

assessments are being reviewed and
\ counter-signed by Jamie R Tetiey licensed *
| specch and language therapist, !
Please see attachment [B1 and B2],

i
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