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A follow-up survey was canducted on April 8, NN oA
2010 to verify that the facility had come into GOVERNMENT OF THE DISTRICT OFHCOLUMBIA
compliance with the Condition of Client i DEPARTMENT OF HEALT ATION - o "
Protectior:s, identified In the recertification survey i | HEALTHREGULATION ADMINIST LOOR >+ e
- of March 3, 2010, Through observation, : ' 25 NORTH CAPITOL ST, N.E, 2NDFLOOR 27 "2
. interviews with staff and clients and review of . WASHINGTON, D.C. 2000_2' Ut
- - ' records, the determination was made that the : R |
facility had achieved substantial compliance in the : ‘ . A i
. Condition-of Cient Protections., However, X ' : £ i
; - standard Rvel deficiencies remained, as f foenin_ d
L < ! evidenceq in the report that foliows. : : S : }
- {W 149} E:i?gp?'?'(sd’m STAFF TREATMENT OF : (W18}, ‘widg— —— - — ;

A — et}

i - i

The facility must develop and implement writtan | This Standard will be. met as ~ [/Vﬁ/@
policies amd procedures that prohibit ; evidenced by: '

- migtreatmsnt, neglect or abuse of the client. ) |

- : i The facllity has written policies and - d : a :

This STAMDARD is not met as evidenced by: | proceduras that prohibit
Based on mterview and record review, the facility i i tment, ;

. failed to develop written palicies and procedures ! mistreatmen neg.lev.-t or abuse Of il
to ensure *he health and safety of four of four t parsons. The policies are undergoing
cliznz residing in the facliity. (Clients #1, #2 #3 . . review and currently pending
and #4)

approval. The proposed revisions
were made to further ensure timely

- On April 8, 2010, baginning &t 10:45 a.m., ! and systematic appreaches are taken

| interview with the Director of Residential Services | ~ intheavent there is » questionable '~
 (ORS) reviealed that after the State Agency raised | © background check.
. conoems an February 22, 2010, about a criminal |
" backgrourd check findings indicating cne of the :
staff was a convicted sex offender, management
had initlated an intemnal investigation, The DRS
stated that their investigation findings had .
revealed that the staff person in question was not
the same individual that was identified in the initlal; :

L O T was dentified in the . ' :
LABORATORY DIRESTOR'S DR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATU TITLE (8) DATE ’
722 W—— o Y. zrro:

Any deficlency Staterment ending with an astarisi (%) danclos » deficiency which the InsTuton may be $20used frorm comectingiproviding X is determined that .

other safeguards provide siificient prolaction to the patiants, (See ingtructions.) Except for nursing homes, the findings staiedisbove ere disciosable 90 days. .
foliowing the date of aurveywhether or not a plan of correction ls provided. For nursing homes, the abave findings and plans of corection are disciosable 14 . .
days following the date thess documents are made avaiuble (o the faclity. f deficiencies are cited, en approvad plan of comextion i requisite ta continued ..

Rrogrem participation. S
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- comparec with information about the convictad
- sex offander on the wabsite maintained by the
 Virginia State Palics,

The DRS stated that the faciity had institutad new

procedures since the March 3, 2010 survey o

- ensure that no persons with a history of abyse

was allowad to work with clients. For example,
the Human Resources Director had been :
instructed to fully investigate any discrepancies or |
concems «dentified in & prospective new
employeess initial criminal background check.

+ Investigation would include, but not be limited to, |
- obtaining a secondary criminal background |
: check, to be performed by another agency i
' specializing in those services. Gther new f

procedure included monthly reviews of all

. personnelifiles by the facility's quality assurance !

officer as 'well as randomly performing periodic, i

. nationwide background checks on a sampie of

existing employees. i
|

" However, 'when asked if the new procedures she -

was descrbing had been approved by the

" goveming body, the DRS stated no. She

indicated that meetings had been held and policy '

- revisions were under review. She then !
- Bcknowlegiged that their existing polioy on hiring
- practices, dated Qctober 1, 2003 (which she

presentedifor review), had not yet been modified.
Revised pulicias were yet to be adopted. s

it should be noted that interview with the Fachity
Coordinator, at 9:30 a.m,, indicated that there had !

rfm o ! SLMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION g
REFIX | (EACHIDEFICIENCY MUST BE PRECEDED BY FULL i PREFIX, (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC {DENTIFYING NFORMATION) H TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

i . DEFICIENCY:
g T
| W 148} Continued From page 1 i (W4}
background check report. This was subsequently !
verified through review of the staff person's date
of pirth, diiver's license and a secondary : - - ;
backgrouad check that was performed in the - X o o
applicable: jurisdiction; those documents were If a questionable background check 3

is received for any potential new hire T
they will not be allowed toworkin &40 |
the home until the matter has been - M‘]W‘%
resolved. The Human Resources o
Department in the interim has taken """~
steps to protect and safe guard
agalnst future occurrences as — ek
evidenced by: The:Human Resource ... [ -
Director will immediately initlate = "
further investigation to determine
the actual status of'the potential
applicant. A back-up agency (Absco)
is being used to provide secondary
information as needed. Incident ROl !
Manager/QA is reviewing personnel ... i p
records for compliance on a monthly .
basis. o

Lt b,

i .
T i ey e i

The Human Resource Department s . "' _.|
currently implemeniting this C A
procedure, ' -
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" Previously, the deficiency report dated March 3,

© ¢ - The-facility failed to enstire the o
- development/implementation of policies that !

-, " ~pfohibit tha‘employment of individuals that have |

- -i.been-comvicted of child abuse.neglector .. .......... .

. mistreatment, as evidenced below., . . -

. reportadly began employment on February 10,
2010.

2010 survey. The most recent person hired i
|
i

2010, included the followlng:

N P

- Review ofistaff parsonnel records on February
- 22, 2010, "seginning at 4:55 p.m., revealed one of -

the ten staff, providing direct services to the
clients, had a criminal background chack that .
indicated he was a "sex offender (Staff #3)."
Further review of the background check revealed
that Statf #3 had failed 1o register with the sex

- offender registry on February 23, 2006. Interview ,
. with the Program Director (PD) on February 22,

2010, at 5:30 p.m., revealed that the staff person
was still on the current schedule. The PD called
the Human Resaurces (HR) offica on February

- 22, 2010, .2t approximately 5:30 p.m., and was

inforred that the staff person told the HR

- departmend, "that i$ not me,* when questioned

about the criminal background check disposition. i

* On February 23, 2010, at approximately 11.00 !

a.nv., the F'D gave the surveyor notification that
the staff hiad been removed from the schedule.

Review of the facility personnel policy on

, February 33, 2010, at approximétely 3:00 p.m.,
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{W 148} Continued From page 2 {W 14g): wikd '
been no rew employees hired since the March 3, | i Review of the documents did not
i show any concerns related to staff

#3’s police clearance. (See attached)

B A i3 i
LTI T
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{W 148} Continuetl From page 3 ' w 149}.' -
revealed that a police clearance Must be obtained ! .
~ prior to empioyment. At the time of the survey,
- hawever, :he facility failed to Investigate the :
. disposition documented on Staff #3's police : g
; clearance)in order to verify that the staffwas =~ ° - : BN SO
L su‘abb tL? be empbyed .- ; w"z‘gg_.&___“_-‘-_ 'E . PRt ! L.
1{W 256) ‘2'483.443(1'.'*(1)(1) PROGRAM MONITORING & {w 255} . U T e - “F
. . ch E: .. .' . : . . P ..’- - .- . Sy, ’: e N .
SR | This Standlard will be met as ;
The individual program plan must be reviewed at evidenced by: 4
... least by the qualified mental retardation . o _ . J
+ - professional and revised as necessary, including, D g e PR 13
_ . but not limited to situations in which the client has . 1.7 The program abjective for ™ |
[ * " successfully completed an objective or objectives : - making the bed was modified ; |
[i [ 1dentified In the individuai program plan. . intanuaryfrom verbal k=t
L L L | | ‘prompting to verbal cue. Pt |
: This STANDARD is not met as evidenced by: | ' " Program status will be : '
- . Based on interview and record review, the facility | o rolg d . ) R
fallled to provide evidence that the qualified = ; evaluated and revised as ‘ f
mental retardation professional reviewed and i needed, SR
revised thee Individual Program Plans (IPP) once a : A y . ¥
- client had sucoessfully compieted an objective, | - % Thisobjective was attained In . - '
- for one of 'wo sampied clients. [Client#1) ; : March 2010. Data collection e ol
§ 7 B will contl : S
. £ The finding includes: ; | nue forthe -next
] S quarter informal basis.
: The facility was previously cited during the March | i o S
3, 2?01I0, wri&-certigcﬁ:i:n survey forfgilti:g to revise ; - QMRP will review and modify all l
the followig habilitation programs after the dlient ; . b cbbo g oo ‘-;
had demonstrated a mastery of thé skii being | Program objectives In situations - -axp
taught, The programs in question were as i in which the person has
follows: _ . suctessfully completed an ;
* 1. "With verbal prompting, [Client #1] will . objective identified In the ’
complete the steps of making his bed on 100% of . 1 indlividual program plan.
the trials fer the manth, for six consecutive ) a P ™ pan .
.. Mmonths as measured by active treatment ' . T SO
. documentation.” 4 : . ‘ |
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'SUMMARY STATEMENT OF DEFICIENGIES
(EACHIDEFICIENCY MUST BE PRECEDED BY FULL,
REGULATORY OR LS IDEN TIFYING INFORMATION)

Q41D !
PREFIX
TAG

o
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTICIN SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

1 {W 255} Continviest From page 4

. 2. "Wittyverbal prompting, [Client #1] will
, completeithe steps of vacuuming the carpet in the
- basemen; area on 80% of the trials recorded for
;+ . the month for six consecutive months as
- 7T 7 measured by aclive treatrment documentation:®

" 7" Record raview an April 8, 2010, at 12:16 p.m:;
. revealed the following goals and objectives
remainediand were being implemented for the
.. month of April 2010: o

... . 1. Goal2.1 [Cient#1) willimprove his daily
S vin
- | bed on 100% of the trials for the month, for six

. ' consecutive months as measured by active
 reatmentidecumentation by-?{'iq;" g

T

| e e

revealed tis client's progress was being
- documentad five days a week, ©

. living skill. Objective 2,2 " With verbal
| prompting, [Client #1] will camplete the steps of
: vacuyming the carpet in the basement area on
| 80% of thw trials recorded for the month for six
- consecutive months as measured by active
. treatmentdlocumentation by 7/10."

. Review ofithe April 2010 data collection sheet
revealed this cllent's progress was being
documentisd-iwice a week. o

: Interview with the facility coordinator on April B;

: 2010, at approximately 12;25 p.m., revealed the

- above programs and thelr corresponding data

g skills. Objective 2.7 "With verbal prompting, .
+ IChent #1° will complete the.steps of making.his .. ..

" Review 61 the April 2010 daita collection stisef

2. Goal 2.2$Cl'vent#1] will improve his daily

DﬁFlGIEJGY;;
(W 255) |
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.., re-certification survey.

i
i
I
|

! AL DEVEL .
NDIVIDU. EVELOPMENT, INC WASHINGTON, DC 20018
)t SLMMARY STATEMENT OF DEFICENCES D PROVIDER'S PLAN OF CORRECTION W
PREFIX - (EACHIDEFIQIENCY MUST RE PRECEDED BY FULL '+ PREFIX {EACH CORRECTIVE ACTICIN SHOULD BE COMPLETION *
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ! TAG |  CROSS-REFERENCED TQ THE APPROPRIATE DatE
S DEFICIENCY)
| (W 255) Continued From page 5 (W 256):
. Were curnant. : o
. There was no evidence presented or on flle at the | . _ '
time of survey to substantate that the programs | o emm et
.. . had beenrevised since the March 3, 2010 ! et ::;__{1_;’:170':\
. : RN A Dl

|
i
|
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A foliow-up survey was conductad on April 8,
2010 to verify that the facility had come into
compiiance with deficiencies identified in the ‘ R B
licensure survey of March 3, 2010. Through R R
observaticn, interviews with staff and residents I I
and review of records, the determination was = S T Rttt |
Made thatthe facility had achieved substantial e fren s s et
complianca, ' v e
. i

Health Regulaton Adm 7 : ' '
%WM\ it o) Dare
LASORATORY DIRECTOR'S GR PROIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE % ‘ %2/// Q

STATE FORM ; ws 30UF2 ' ¥ continuabion sheat T of 1




04/22/2010 16:22 FAX 13012708779

IPI ER DEPT

ooy

PRINTED: 04/09/2010

NAME OF PROVIDER OR 3UPPLIER
INDIVIDUAL DEVELOPMENT. INC.

STREET ADDRESS, CITY, STATE, 2 CODE

3112 WAL NUT STREET, NE
WASHINGTON, DC 20018

FORM APPROVED
| STATEMENT OF DEFICIEUCIES (X1) PROVIDER/SUPPLIER/CIIA MULTIPLE CONSTRUCTION (X2) DATE SURVEY
AND PLAN OF CORRECTIDN ) IDENTIFICATION NUMBER: e QUIH-ETED
| A BUILDING
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PROVIDER'S PLAN OF CORRECTION . X8y

Lo

...] accumulations of dart. rubbish, and objectionable | ..
| odeors. - -

This Stetute is not met 28 evidenced by

Based on nbservation and staff Interview, the
Group Hone for the Mentally-Retarded Persons
(GHMRP)ailed to ensure the interior of the

 GHMRP was maintained in a clean, orderly, and
- attractive manner for four of the four residents
| naslding I the facility. [Residents #1, #2, #3, and

#4)

* | The findings include:

An environmental Inspection was conducted on
41312010 8t §:30 a.m. and the following deﬁclent
practices were observed:

1. The hardwoed floors were dlrty and grimy as
previously:cited during the 3/3/2010 re-licensure.

i survey.

*4) D SUWMARY STATEMENT OF DEFICIENCIES i . . .
PREFIX (EACH JEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD &€ COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 1O THIf APPROFRIATE . -DATE
DEFIGIENC‘()
{1000} INITIAL C:OMMENTS {1 000} 5: S ' -
A follow-un survey was conduched on April 8, — —T
2010 lo verify that the faclity had come inta 1090
compllance with deficiencles identified in tha g
licensure wurvey of March 3, 2010, Through 3504.1 "
. -+ pbgervation, interviews with staff and residents . T
| and reviewr of records, the determination was . .
. | made that the facility had achleved substantial - This Statute will be met as evidenced ° R 5
compliance, Two citations, however, remained by HHEE
out of oonﬂphance as ewdenced in the report that Fal ' i
P A o R : 1. The hardwood ficiors need to be T
v ! 4
e 090} -:_3_504J,H09U$,EKEEPING = {loa0) resurfaced and treated. This g
R A N , R work is scheduled for May ¥
7] The interiar.dnd exteridr of aGh GHMRP $HalMbe 2010 PO |
* § maintained in a safe, clean, orderly, attractive, | ’ | wtweme |
and sanitery menner and bie freé of -’ 2. The missing handies have been & Z/T }0 !
124

replaced. The original handles
purchased did not: fit and an
accurate model had to be
located.

3. The closet door has been
assessed and |5 scheduled to be | ) :
replaced once thelhardware has ~,
been obtained. o

4. All comforters have been I W
washed. s

5. The protective covers in the hall | B )
way will be replaced in the o
basement and main hallways.- Y

6. An electrician has been
contacted to address the ] .
shortage. U {

Health Regulaﬂun

Iniswration
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(X4) 10
PREFIX

TAG

SLMAMARY STATEMENT OF DEFICIENCIES
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REGULLTORY OR LEC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S FLAN OF CORRECTION
(EAGH CORRECTIVE AGTICIN SHOULD BE
CROSS-REFERENGCED TQ THE APPROPRIATE
DEFICIENCY])

{ 080}

- 1160

| broken.
.| 4 Residue resambling bodily fllildé cbserved on

| 5. The protective covers on. e Iaght fixtures in
»: missing. . o
‘I 8. The Ii;ht fixture near the bagemertt exit doof

. . charlge the bulb.
L interview with the facility ‘& house manager (HM)

| replaced while the residents are out on their

".| Each GHMRP shall have on site a written manual
" | fallow whizh shall be as detailed as is necessary

Continued From page 1

2. Resigent #1, #3 and #4 ' s dressers had
missing hﬂndhs s previously cited during the
37372010 ‘e-licensure survey,

3. The handle to Resident #1 * 3 closet door was

Resident #1, #2, and #4 ' s comforters,

‘the main hhallway and in the basement weré’

appears to have an electrical shortage and”
flickered wn and off as the staff attempted o

A

. On 4/8/2040 &t 9:50 a.m. fevealed the:hardwood

| floors arerscheduled to be resurfaced during the

- resident ' 5 vacation which is scheduled to take
piace during the month of §/2010. In addition, the
- HM also indicated that all the furniture wili be'

vacation gnd the wiring on the basement light

fixture wauld be checked and repaired by an
| electrician as soon as possible. ’

'3507.1 POLICIES AND PROCEDURES

.describing| the policies and procedures it will

| {o meet the needs of each resident served and
provlde guldarn:e {0 each staff memher

| This Statyte is not met as evidenced by
. Based onidnterview and record review, the

{i 090}

1180

The Home Manager will cdontinue to

completion. in addition, Home
| Manager will report and document
maintenance concerns as they arise.

3507.1

by;

Reférence response to W149,
)

e

monitor all outstanding repairs through -pﬂ»i:?”‘?‘ .

This Statute will be met s evidenced 14

Health Ragulation Administration
STATE FORM

3UUF12
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GHMRP failed to develop written policies and
procedures that detailed how the facility's human
resources department would ensure the health
and safety needs of four of four residents of the

facilty. (Rasidents #1, #2, 3 and #4)

The finding includes:

" ! On April 8, 2010, beginning at 10:45 a.m.,

interview with the Director of Residential Services

- | {DRS) revealed that after the State Agency raised.

concerns an February 22, 2010, about a criminal

- | -backgroumd check findings indicating one of the |
staff was u convicted sex offender, management
. had Initalsd an intemal investigation. The DRS

staled thak their Investigation findings had
revealed nat the staff person in question was not

. | the same individual that was identified in the
- | initial background check report. This was . ..

subsequently verified through review of the staff
pergon’s gate of birth, driver's license and a

{ secondary background check fat was performed |.

in the appicable urisdiction; those documents
were compared with Information about the
convicked 'sex offender on the website maintained
by the Virginia State Police,

| The DRS stated that the fagility had Instituted

new procedures since the March 3, 2010 survey

to ensure that no persons with a history of abuse
was allowed 10 work with residents. For example,

the Human Resocurces Director had been

- | instructedto fully investigate any discrepancies or

concems dentified in 3 prospectivs new

‘employee’s initial criminal background check.
- Investigation would inciude, but not be limited to,

obtalning a secondary criminal background

' check, to be performed by another agency
| specializirg in those services. Other new

pracedures included mon#ily raviews of all
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perscnnelifiles by the facility's quality assurance
officer as well as randomly performing periodic,
nationwide background checks on a sample of _
existing employees. AT,
. However, when asked if the new procedures she e
was descyibing had been approved by the e o
‘| govemingibody, the DRS stated no. She ! e
indicated the! meetings had been held and policy ———
revisions ware under review. She then

acknowlediged that thelr existing policy on hiring
praciices, dated October 1, 2003 (which she
presented for review), had not yet been modified.
Revised pilicies were yet to be adopted.

It should ke noted that interview with the Facility

1 Coordinater, at 9:30 a.m., indicated that there

had been 10 new employees hired since the
March 3, 2010 survey. The most recent person
hired reportedly began employment on February
10, 2010.

Previoysly, the deficiency report dated March 3,

; 2010, inciuded the following:

"Review ¢t staff personnel records on February
22, 2010, beginning at 4:565 p.m., revealed one of
the ten stalff, providing direct services to the
residents, had a criminai background check that

_indicated lve was a 'sex offender,’ Further review

of the baclkground check revealed that Staff #3
had failed o register with the sex offender

‘registry on February 23, 2006, Interview with the

Program Cirector (PD) on February 22, 2010, at
5:30 p.m., revealed that the staff person was still
on the curvent schedule. The PD calied the

i Human Resources (HR) office on February 22,

......
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| 2010, at gpproximately 5:30 p.m., ahd was

informed ‘hat the staff person told the HR
department, ‘that is not me,' when questioned
abaut the.criminal background check disposition.
On February 23, 2610, at approximately 11:00
a.m., the D gave the surveyor notifiegtion that

| the staff had been removed from the scheduls.

Review gi the facllity personne! palicy on
February 23, 2010, at approximately 3:00 p.m.,
revealed $hat a police clearance must be
abtained prior to employment At the time of the

.- survey, hnwever, the faciiity failed to investigate
the disposition documented on Staff #3's police

clearance in order to verify that the staff was
suitable te be employed.”

3521.5{a} HABILITATION AND TRAINING

Each GHMRP shall make modifications to the
resident * 8 program at least every six (6) months

. of when the client:

{(») Has swccessfully completed an objective or
objectives identified in the Individual Habilitation

Plan;

This Statiite Is not met as evidenced by:
Based onlinterview and record review, the facility

| failed to provide avidence that the qualified

mental re:ardation professional reviewed and
revised this Individual Program Plans {IPP) once

a resident had successiully completed an
objective, for one of two sampiad resigents.
| [Residenti#1]

_The finding includes:

The facility was previously cited during the March
3, 2010 re-certification survey for falling to revise

1180

{l 424} 1424

3521.5{3)

by:

e — —'—-:._‘___'

This statute will be met
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the following habilitation programs after the
resident had demonstrated a mastery of tha skill
being taugiht. The programs in question were as
fallows:

1 1. -"With verbal prompting, [Resident #1] will
. complete he steps of making his bed on 100% of

the triais yr the month, for six consecutive
months as measured by active treatment
documentation.” .

2. "With verbal prompting, [Resident #1] wil
compiﬁta he steps of Vacuum'ﬂg the carpet i
the basérwent area on 80% of the trials recorded

~{ for the menth for six consecutive months as

measured by active treatment documentation.”

.| Recard rewiew an April 8, 2010, at 1216 p.m.,
- revealed the following goals and objectives were

be'inq impamented for the month of April 2010;

1. Goal 2.1 (Resident #1] wili improve his dally
living skillu. Objective 2.1 "With varbal '

prompling, [Resident #1] wili complete the steps

 of making his bed on 100% of the trials for the

month, fos six consecutive months as measured
by active treatment documentation by 7/10."

Review oftthe April 2010 data coilection shest
reveaied {is resident's progress was being

documentad five days a week.

2. Goal 2.2 [Resident #1] will improve his daily
iving skifle. Objective 2.2 With verbal -
prompting; {Resident #1] will complete the steps
of vacuuming the carpet in the basement area on
80% of the trials recorded for the maonth for six

- . | consecutive months as measured by active

treatment documentation by 7/10,"

{1 424}
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Review ofthe April 2010 data collection sheet
revealed tinis resident's progress was being
decumentizd twice a week. e
Interview with the facility coprdinator on April 8, 3
2010, at anproximately 12:25 p.m., revealed the TR N
above programs and their comesponding data O EEb
were curmant. .
) . ek gy
There was no evidence presented or on file at the - - e RO
time of susvey 0 substantiate that the failura to
¢ update 2 mesident's habilition programs had been
i corrected 3lnce the March 3, 2010 re-certification
| survey, : e TN
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