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W 000 INITIAL COMMENTS

A recertification survey was conducted from
Augusi 26, 2013 through August 28, 2013. A
sample of three clienls was selecled from a
population of six females with varying degrees of
inlellectual disabilities. This survey was initiated
utilizing the fundamental survey pracess.

The findings of the survey were based on
obsarvations in the home and two day programs, {
interviews with one guardian, direct support staff, |
nursing and adminisirative staff, as weli as a
review of client and administrative records,
inciuding incident reporis.

[Qualified mental retardation professionai

(QMRP) will be referred to as qualified intefleciual |

disabililles professional (QIDP) within this report.] |
W 120 483.410(d)(3) SERVICES PROVIDED WiTH '

QUTSIDE SOURCES

The facility must assure that outside services
meet the needs of each cliant.

This STANDARD s not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure each staff was
trained on behavior support plan (BSP), for one of .
the three clients thal required one to one (1:1) i
supervision during awaking hours. (Client #1)

The finding includes:
The day program staff failed to ensure all staff

was lrained on Ciienl #1's BSP, as evidenced
below: .

W noo}.j

z
1
&

w 120;

|

'The facility's psychologist will be
~requested to visit Client #1's day
i program to make observations

i and provide training for all of her
: staff.

i
i
!
I
t
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y deficiency statement ending with an asterisk™(*) denoles a deficiency which the id4litution may ba excused fram cormecling praviding il is qbtarmingd that
lher safeguards provide sufficlent prolection 1o the patients. (See instructions,) Except for nursing hames, Ihe findings stated above are disclosable 90 days

following the date of survey whether or not a plan

of comeclion s provided. For nursing hames, the above findings and plans of correclion are disclosable 14

days following the dale these documents are made available o the facility. If deficiendies are citad, an approved plan of comeclion is requisile to conlinued

pragram participation.
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W 120 Continued From page 1 ‘

On August 26, 2013, al 11:08 a.m., abservations
conducted af the day program revealed Client |
#1's 1:1 staff (Staff #5) asked the day program
staff (DPS) #1 i he would walch the client while
she siepped out of the classroom for a couple of
minutes. DPS #1 agreed to do so. Whila Client #1
remained seated al the computér, DPS #1 was

* gbserved o step outside the classroom to assist

- another slaff with a client. During this time, Client

. #1 was observed palting down her computer

“chalr. DPS #1 stepped back inside the classroom
and provided no intervenlion. Approximately
thirty seconds iater, Staff #8 re-entered the
classroom and Immediately redirecled the client
1o slop. Stafi #5 slated that patling down chairs
was one of her targeted behaviors.

At approximately 11:10 a.m., Inlerview with DPS
#1 revealed that he was aware that Clienl #1
“required 1:1 services at ali limes while at the day
program. Further Interview with DPS #1 staled
that he had not been trained on Client #1's BSP,
When asked, DPS #1 could nol identify Client
‘#1's specific targeted behaviors. At11:21 a.m.,
interview with the day program case manager
(DPCM) #1 revealed that all staff were trained on |
all cllents BSPs including Cliant #2. :

Review of the day program's Iraining records on
August 26, 2013, beginning al approximately ;
11:22 a.m. revealed DPCM #1 could not produce
any written documented evidence that DPS#1 |
had received trainlng on Cllent #1's BSP.
483.420(d)(2) STAFF TREATMENT OF CLIENTS

W 153

The facility must ensure that all allegations of
mistreatment, neglect or abuss, as well as

i QIDP and Residential Manager

| will visit the day pragram monthly

{ to make observation of Client #1's
' day program to ensure that training
from the Psychologist was

effective. . 9/28/13

i
|
|
W 153

|

i
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injurles of unknown source, are reported
immediately to the admmlstratn: or to other
officials in accordance with State law through
established procedures.

This STANDARD is nol met as evidenced hy:
Based on interview and review record, the facility !
falled to ensure that all allegations of abuse were |
raporied immediately to the administrator and the
Department of Health, Health Regulation and ’
Licensing Administration (HRLA) timely, for one of ;
the three clients included In the sample. (Client
#1) ) |

The finding includes:

On August 26, 2013, beginning at 2:04 p.m.,
review of an incident report dated June 8, 2013,
revealad that Clienl #1's guardian visited her
during a recent hospitalization. The guardian i
reparted that she observed Client #1's one lo one
(1:1) staffl pulling the client by the arm. The client
was observed o resist by ieaning in the oppaosite
direciion away from the staff. :

Interview with the incident management
- coordinatar (IMC)#1 on August 26, 2013, at

approximately 2:40 p.m., revealed that he notified
the facilily's administrator of the allegation of
abuse on July 10, 2013, thirty-iwo (32) days Iater.
Further interview with IMC #1 revealed that she
naotified HRLA on July 12, 2013, 34 days later
afler the Incident.

; In the future all allegations of

} abuse will be documented and

l immediately reported to the

! Administrator and Department of
: Health Regulation and Licensing
i Administration. The Incident

' Management Coordinator (IMC)
! Will provide additional training to

- staff and test for competence.

9/20/13
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At the time of the survey, the facility failed to -
ensure that an allegation of abuse was reparied :
immaedialely to the administrator and the '
Department of Health timely,
W 156 483.420(d)(4) STAFF TREATMENT OF CLIENTS

The results of ail investigations must be reparied
to the administrator or designated representative
or to olher officials in accordance with State law
within five working days of the incident.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility |
falled to report the resulls of investigations to the
administrator or designated representative within
five working days for an Incident of abuse, for one !
' of the three clients included in the sample.
. {CHent #1) , ;

The finding includes: .

The facllity failed to provide documented

evidence the administrator was notified of the

results of the Investigation within 5 working days |
- of the incidant, as required by federal reguiation, |

* Review of the faclity's incident management
racords on August 26, 2013, beginning at 2:04
p.m., revealed that on June 8, 2013, Client #1's
guardian visited her during a recent
hospitalization. The guardian reported that she
observed Client #1's one to one (1:1) staff pulling
the client by the arm. The client was observed to |
resist by ieaning in the opposite direction away

i r—

W 156,

Investigations will be completed
within five working days of the
- incident. The Administrator will
review and sign all incidents.
The Incident Management
Coordinator will monitor for
completion within required time.  9/20/13
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Each client's active freatment program must be
integrated, coordinated and monitored by a
qualified mental retardatlan professional.

This STANDARD is not met as evidenced by:

Based on observation, inlerview and record
review, the facility's gqualified Intellectual
disabililies professional (QIDP) failed to ensure
new behaviors were identified and communicated
to the psycholegist, for one out the three dients in
the sample. (Cilents #2)

The finding includes:
The QIDP falled \o snsure that Client #3's known

behavior of food stealing was incorporaled as
part of the behavior support ptan (BSP).

On August 26, 2013, at 4:05 p.m., evening

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPFLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
naGneE2 B. WING 08/28/12013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP COOE
6300 9TH STREET NW
COMMUNITY MULTI SERVICES, INC WASHINGTON, DC 20041
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATI|ON) TAG CROSS-REFERENCED TO TIIE APPROPRIATE DATE
DEFICIENCY)
i
W 156 Cenlinued From page 4 W 156;
from the staff. Review of the coresponding
invesligative report revealad the investigation was
completed on July 24, 2013. (46 days afier the
incident occurred). There was no documented
evidence that the adminisirator was informed of
the investigation resuits prior {o July 24, 2013.
interview with the house manager (HM}#1 an - i
August 26, 2013, at appraximalely 2:40 p.m., ¢
confirmed that the result for the aforementioned !
incident was not reviewed by administrator within i
five working days. ' :
W 159 483.430(a) QUALIFIED MENTAL REI'ARDATiDN W 159
PROFESSIONAL :

observations revealed Client #3 reached over on ;

i

i

: The facility's Psychologist will

- instruct staff to collect baseline
data on food snatching for Client #

b a, QIDP and Residential Manager

; will monitor at mealtime. 9/28/13
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W 159 Continued From page 5

two (2) occasions and attempled to grab Client
#6's snack but was redirected by Staff #2. At

reached over to Client #6's plate and grabbsd a
pieca of chicken off of the plate and ate ii. Staff
#2 verbally prompled Client #3 not {o "snatch”
food off of her housemales' plate,

On Augusl 27, 2013, al approximately 10:50 a.m.,
interview with Staff #1 revealed that she was
aware of Cliant #2's food stealing and indicate it
occured frequently. Interview with Staff #6 on
August 27, 2013, at approximalely 11:00 a.m.,
also revealed that she has abserved Ciient #3
attempting to snatch food from her housemates.
interview with Staff #2 on August 27, 2013, at
4:10 p.m., revealed she was essigned as Client
#3's 1:1 slaff 5 day= a week from 400 p.m. to
8:00 p.m. due fa her maladaplive behaviors of
Intermittent explosive disorders and yelling.
Further interview with Staff #2 revealed that food
"snatching” was not part of Cilenl #3’s behavior
support plan (BSP). When asked, Staff #2 statad
that Client #3 attempts to snatch/grab her
haousemates' food occurs at least once a day
during snacks and meals.

On August 28, 2013, at approximately 10:30 a.m.,
interview with QIDP #1 revaaled that she

j observed on August 26, 2013, during dinner
Client #3 reach over and grabbed a piece of
chicken off of Ciient 6's plate. Further intervisw
with QIDP #1 revealed that this behavior of food
snatching was not one of Client #3's targeted
behaviors. Continued interview wilh QIDP #1
revealed she had abserved this behavior
sporadically. Further discusslon with QIDP #1

W 159

approximately 5:14 p.m., during dinney, Client #2

i

-

: I‘ QIDP will meet with IDT on Client
: #3 food snatching. Baseline data
| lwill be collected for 30 days.

|

9/28/13

FORM CMS-2567(02-99) Previcus Versions Obsolsle Event 10: FPZH1 Facliily 1D: 08G062 If continuation sheet Page 6of9




9301 588 9287 CMS,; Inc 08:24:53 p.m. 09-18-2013 8/19

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/11/2013
FORM APPRQOVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA [X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDNG COMPLETED

09G0o62 B. WING 0B/28/2013

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

¢ VICES TN 6300 8TH STREET NW
COMMUNITY MULTL SERV) ' WASHINGTON, DC 20011
X4}ID SLIMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P
ontlez) {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR .5C IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
W 159 Conlinued From page 6 © Wi1ss

revealed that she had been empioyed as the
QIDP of the facilily since December 2012. When
asked, QIOP #1 staled that she had nat
coordinaled with the psychalogist to address
Client #3's behavior of food snalching. The QIDP
#1 staled thal she would address this issue with
the teams at the next pre-individual support plan
meeling on September 9, 2013.
W 242 483.440(c)(6)iii) INDIVIDUAL PROGRAM PLAN ~ W 242

The Individual program plan must include, for
those clients wha |ack them, training in personal
skllis essential for privacy and independence
{including, but not limited to, tollet training,
persanal hygiene, dental hygiene, self-feeding,
bathing, dressing, grooming, and communication
of basic needs), until it has bean demanstrated
that the client is developmentally incapable of i
acquiring them.

This STANDARD s not met as evidsnced by:
Based on observalion, interview and record
review, the facility falled to develop and ! !
implement a communication tralning objective, for
one of the three clients in the sample. (Client #2)

The finding includes:

L
|
i
i
E

On August 26, 2013, beginning at 12:04 p.m., : !
Client #2 was observed sitting at the day program ;
table working on arts and crafis. As ihe surveyor
intraduced himseif to the client, Client #2 looked

"up and waved. Day program staff (DPS) #1
responded immediately by saying thal Client #2
was non-verbal. On August 27, 2013 at 3:45 p.m,,
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W 242 Continued From page 7

Client #2 was observed compleling an alphahet
puzzle wilthout assistance for approximately five

minutes. While campleting the puzzle, Client #2

attempted to place the "Q" puzzle plece Into the
letter "0 slol but was unsuccessful. Cllent #2
was then observed to bang the "Q" puzzle plece
into the "0" puzzle slot several times and
appeared to show signs of agltation and
frustration. Staff #3 {who was assigned to Cllent
#2) assisted Client #2 by palnting to the comrect
placement for the letter "Q" on the puzzie board.
Clisnt #2 immediately refurned a smile to Staff
#3. Continued observations of the client

throughout the survey verified that the client could

not verbaily or orally commimnicate, - The cllent
was observed to make undistinguishable "
vocalizations.

Interview with Staff #3 on August 27, 2013, at .

approximately 3:50 p.m., revealed thal Cilent #2
. had a funclional communication book 1o assist
her with communicating. Staff #3 revealed that'
the communication book should be used by
showling the ltem consistent with the picture,
repeat the hame of the item, and encourage
Client #3 lo point to the same ltem shown on the
page. Interview with QIDP #1 on the same day
3:45 p.m. confirmed that Client #2 had a
functional communication book. QIDP #1
revealed that the communicatlon book should be
- used by presenting the book to Client #2 and
encouraging the cllent ta a make request by
pointing to the piclure (drink, bathroom, food)

randomly throughaout the day. The communication

book, howeaver was nol aval!able to Client #2 at
the day program.

On August 28, 2013, at approximately 8:30 a.m.
review of Client #2's clinical records revealed a

H

|

1 W24z

i
|
i
!
t

| The facility's Speech Pathologist
- will visit the day program to make -
: l observation and provide training
to staff at the day program and
home on Client #2 communication
 book. QIDP and Residential
Manager will monitor the use of
the communication book at the
day program and home monthly.
I

i
¥
1

9/18/13
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Speech and Languape Assessment dated ;
November 23, 2012. According to the i

' assessment, a recommendation was made to i

- conlinue use of the functional communication

. book daily. At 11:40 a.m., interview with the QIDP
revealed that Client #2 did not have a farmal goal
or tralning objective program far the use of the '
communication book. At approximalely 12:15 ;
p.m. review of the Cllent #2's individual Program :
Pilan (iPP), dated January 15, 2013) confirmed !

i the QIDP's aforementioned inlerview.

- At the time of the survey, there was no

. documenied evidenced that the facliity developed
a training program that is essential for Client #2 lo
communlcale basic needs.

i
3
|
II
i
i
i
o 3
! i
i i
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A licensure survey was condusted fram August
28, 2013 through August 28, 2013. Asample of
three residents was selecled from a population of .
six females with varying degrees of intellectual
disabliities.

The findings of the survey were based on
observations in the home and twa day programs,
interviews with ane guardian, direct suppart staff,
nursing and administrative staff, as well as a2
review of resident and administrative records,
including incident reports.

[Qualified mental retardation professional
(QMRP) will be referred to as qualified intellectusi .
disablities professional (QIDP) within this report.] . i

1180 3508.1 ADMINISTRATIVE SUPPORT " | 1180, | Cross-reference W120 W159 - 9/28/13

Each GHMRP shall provide adegquate
administrative support to efficiently meet the
needs of the residents as required by their
Habllitation plans.

% This Statute Is not met as evidenced by:

. Based on observalion, inlerview and record
review, thé group home for individuals with
Intellectual disabiiities (GHIID) qualified
intellectual disabiiities professional (QIDP) falled
to ensure new behaviors were identified and
communicated to the psychologist, for one out the
three residents In the sample. (Resldents #3)

The finding includes:

The QIDP failed 1o ensure that Resldent #3's
known behavlor of food stealing was Incarporated
as part of the behavior support plan {(BSP). ;
Health Reguiation & Licensing Administration
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On Augusl 26, 2013, at 4:05 p.m., evening
observations revealed Resident #3 reached over
on two (2) occasions and attempled to grab
Residenl #6's snack but was radirected by Staff
#2. At approximately 5:14 p.m., during dinner,
Resldent #2 reached over ta Resident #6's plate
and grabbed a plece of chicken off of the plate

. and ate it. Staff #2 verbally prompted Resident #3

not to "snalch” food off of her housemales® piate.

" On August 27, 2013, at approximately 10:50 a.m.,
interview with Staff #1 revealed that she was
aware of Resident #2's food steallng and indicate
it occured frequently. Interview with Staff #8 on
August 27, 2013, at approximately 11;00 a.m.,
also revealed that she has observed Resident #3
attempting to snatch food from her housemales.
Interview with Staff #2 on August 27, 2013, at
4:10 p.m., revealed she was assigned as
Resident #3's 1:1 staff 5 days a week from 4:00
p.m. to 8:00 p.m. due to her maladaplive
behavlors of Intermiltent explosive diserders and
: yalling. Further interview with Staff #2 reveaiad
" that food "snatching™ was not part of Resident
#3's behavlor support plan (BSP). When asked,
Stasff #2 staled that Resident #3 attempls lo
snatch/grab ber housemates’ food oceurs at least
onee a day during snacks and meals.

( On August 28, 2013, al approximately 10:30 a.m.,

i interview with QIDP #1 revealed that she

! observed on August 26, 2013, during dinner
Resident #3 reach over and grabbed a plece of

; chicken off of Resident 6's plate. Further
intarview with QIDP #1 ravaaled that this behavior
aof foad snatching was not one of Resident #3's

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES : D PROVIDER'S PLAN OF CGRRECTION (¥5)
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In addition to the reporting requirement in 3519.5,
each GHMRP shall nolify the Departmeni of
Health, Health Facilities Division of any other
unusual incident or event which substantially
interferes with a resident ' s heaith, welfare, living
arrangement, well baing or In any other way
places the residenl at risk. Such notification shall
be made by telephone immediately and shall be
followed up by written notificalion within
twenty-four (24) hours or the next wark day.

Thia Statute is not met as evidenced by:

Based an [nterview and review of resident
records, including Incldent reports and
investigations, the group home for individuals with
intellectual disabilities {(GHUID) fziled to ensure
that all incldents that present a risk to residents’
health and safety were reported immediately to
the Department of Health, Health Regulation and
Lizensing Administration (DOH/HRLA), for one of

- the three residents of the facility. (Resident #1)

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
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i 180 Continued From page 2 1180
{argeted behaviors. Continued Interview with
QIDP #1 revealed she had observed this behavior
sporadically. Further discussion with QIDP #1
revealed that she had been employed as the
QIDP of the GHIID since December 2012. When
asked, QIDP #1 sialed that she had not
coordinaled with the psychologist to address
Resident #3's behavior of food snatching. The
QIDP #1 stated that she would address this issue
with the teams at the next pre-individual support
plan meeting on Seplember 9, 2013,
1379 3519.10 EMERGENCIES 1379 Cross-reference W153 W156 9/20/13
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Continued From page 3
The finding includes:

The facility failed to ensure thal an allegation of
abuse was reparted immediately to the DOH, as
evidenced below:

On August 26, 2013, beginning at 2:04 p.m.,
review of an incident report dated June 8, 2013,
revealed that Client #1's guardian visited her
during a recent hospitalization. The guardian
reported that she observed Client #1's one to ana
(1:1) staff pulling the client by the arm. The client
was observed lo resist by leaning in the opposite
direction away fram the staff.

Interview with the incident management
coordinator (IMC) #1 on August 26, 2013, at
approximately 2:40 p.m., revealed that he nolified

~HRLA on July 12, 2013, 34 days later.

3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habiitation, training
and assistance lo residents In accordance with
the resident ' s Individual Habilitation Plan.

This Statute is not met as evidenced by:
Based on observalion, interview and record
review, the group home for Individuals with
intellectual disablilites (GHIID) failed to develop
and Implement a communication Iraining
objective, for one of the three residents in the
sample. (Resident #2)

The finding includes:

1378

1422

Cross-reference W242

'9/18/13
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On August 26, 2013, beginning at 12:04 p.m.,
Resldent #2 was observed sitting at the day
program table working on arts and crafts. As the
surveyor introduced himself to the resident,
Resldent #2 looked up and waved. Day pragram
staff (DPS) #1 responded immediately by saying
that Resident #2 was non-verbal. On August 27,
2013 at 3:45 p.m., Resldent #2 was aobserved
completing an alphabet puzzle without assistance
for approximately five minutes. While completing
the puzzle, Resident #2 attempled to place the
"Q" puzzle plece Into the letter "0 slot but was
unsucecessful. Resldent #2 was then observed to
bang the "Q" puzzle piece info the "0O" puzzle slot
several times and appeared to show slgns of
agitation and frustration. Staff #3 (who was
agsigned to Resldent #2) assisted Resident #2 by
pointing to the correct placement for the lelter "Q*
on the puzzle board. Residant #2 immediately
returned a smile to Stafi #3. Continued
observations of the rasident throughout the
survey verified that the resldent could not verbally
or orally communicate. The resident was
observed to make undistinguishable
vocalizations.

Interview with Staff #3 on August 27, 2013, at
approximately 3:50 p.m., revealed that Resident
#2 had a functlonal communlcatlon book to assist
her with communicaling. Staff #3 revealed thal
the communication book should be used by
showing the item consistent with the picturs,
repeat the name of the item, and encourage
Reslident #3 to point to the same item shown on
the page. Interview with QIDP #1 on the same
day 3:45 p.m. confirmed that Resldent #2 had a
functlonal communication baok. QIDP #1
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revealed that the communication book should be
used by presenting the book {o Resldent #2 and
encouraglng the resident to a make request by
pointing ta the piclure {drink, bathmaam, food)
randomly throughout the day. The communication
book, however was not available to Resident #2
al the day program.

On August 28, 2013, at approximately 9:30 a.m.
review of Resident #2's clinical records revealed
a Speech and Language Assessment dated
November 23, 2012. According to the
assessment, a recommendation was made to
continue use of the functional communication
baok dally. At 11:40 a.m., interviaw with the QIDP
ravealed thal Resldent #2 did not have a formal
goal or training objective program for the use of
the communication book. At approximately 12:15
p.m. revlew of the Resldent #2's Indlvidual
Program Plan (IPP), dated January 15, 2013)
confirmed the QIDP's aforementionad Inlerview.

Al the time of the survey, there was no
documented evidenced that the GHIID developed
a fraining program thal is essential for Resident
#2 lo communicate basic needs.
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