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Surveyor: 27628
A recertification survey was conducted from April
23, 2014 through April 25, 2014. A sample of
three cllents was selected from & population of
five man with varying degrees of intellectusl
disabilies. This survey was conducted utiiizing
the fundamental survey procass.
The findings of the survey ware based on
obgervations, interviews and review of client and Department of Health
administretive records. -Health Regutation & Licsnsing M+ :
‘ ] Intermadiate Care Facilitios Division
Note: The below are abbreviations that may 899 North Capitol 8t., N.E.
appeal throughout the body of this repart. ‘Washington, D.C. 20002

Direct Support Professional - DSP

Group Home for Individuals with intellectual 04

Disabilities - GHIID ' RECEIVED MAY 03 AQ”

House Manager - HM ‘

grlallfnad Intelleciual Digabilities Professional -
pP

Individusal Support Plan - ISP

Individual Program Plan - IPP

W 248 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 249

As soon as the interdisciplinary team has
formulated a client's individual prog-am plan,
each client must receive a continuous active
treatrment program congieting of needed
interventions and services in sufficlant number
and frequency to support the achievemnent of the
o!bjecﬂves identified in the individual program
plan.

This STANDARD {s not met as evidencad by:

{ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
LY ' reelor D 5i2ally
Any deficiency statemont ending with an astsTizk (') dencles a deficiency which the institution\may be excused from carmeeting providing ft (s determinedthat |
~ther safeguards provide sufficiant protsction to the patierts. (See istructions.) Except for nureing hames, the findings steted above are disclosable 50 days
Tawing the date of survay whather or not & plan of corrertion Je provided, For nursing homaes, the above findings and piana of corraction are disciosable 14

dyn following the date these documents are mede evailable ta the faclliity, if deficiancles are citad, an approvad plan of corraction iz mquisite to continued
program pasticipation.
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Surveyor. 27828
Based on observation, interview, and record
review, the facility staff failed to ensure each
clisnt's ambulation program wag implemented, for
one of the three sampied clients. (Client #2)

The finding includes:

On April 23, 2014, at 4:52 p.m., when Client #2
arrived home from the day program. observations
revealed DSP #1 escorted Client #2 into the
facillty a8 he sat In his wheelchalr. At 5:00 p.m,,
DSP #| escoried Client #2 in his wheelchair to
the dining room table for a snack. At5:17 p.m,,
DSP #1 and DSP #2 used a gaitbell to assist
Client #2 as he walked approximately three steps
from the wheeichair 1o the couch, At 6:00 p.m.,
DSP #2 escorted Cllent #2 in his wheealchair to
raceive his medication in the kitchen. At 7:.06
p.m., DSP #1 agsisted Client #2 in his wheelchalr
to the clining room takile for dinner where the
client remained until 7:45 p.m. Client #2 was not
observad ambuiating in the facility throughout the
survey period,

Review of Client #2's ISP records on Aptil 24,
2014, at 2:46 p.m., revealed an IPP dated
February 1, 2014. According to the IPP, the client
had an objactive that read;

With physical aesistance, the client will ambulate
4-5 lapis around the living and dining room area
daily.

Interview with DSP #2 on April 24, 2014, at
approximately 4:30 p.m, revealed Client #2 did
not amibulate in the faciiity on April 23, 2014.
According to DSP #2, he/she was not aware that

there was a daily. requirement for Client #2 to

An in-service training was compieted

on 04/26/14 for all the D.S.P's and House
Managers by the Q.LD.P and Program
Manager regarding the implementation and
documentation of IPP programs. The
Q.1.D.P will monitor to make sure that
programs are implemented & documented.
Q.1.D.P will check the above x2 weeks
regularly then weekly, 3.5, P's will be
re-trained on a quarterly basis to emphasize
tha program. The Program Manager will
check the above on her routine
unannounced visit,

See Attachment # 1
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| The facility must hold evacuation drills at least

guarterty for each shift of personnel.

This STANDARD Is not met as evidenced by:
Survetor: 27828
Based on interview and record review, the facility
falled t> hold evacuation drills quartarly, for six of
the six shifts of duty reviewed (Weekday 6:30
a.m. - 10:30 a.m.; 2:30 p.m. - 10:30 p.m.; and
10:30 p.m. - €:30 a.m.) and weekend (6:30 am. -
2:30 p.m.; 2:30 p.m. ~ 10:30 p.m.; and 10:30 p.m,
-6:30 a.m.)

The finding includes:

On April 23, 2014, at 2:45 a.m., interview with the
QIDP ravealed that there were three designated
shifts (3:30 a.m. - 10:30 a.m.; 2:30 p.m. ~ 10:30
p.m.; and 10:30 p.m. - 6:30 a.m.), Monday
through Friday and three designated shifts (6:30
a.m.~2:30 pm.; 2:30 p.m. - 10:30 p.m.; and
10:30 p.m. - B:30 a.m.) for Saturday and Sunday.

Review of the facility's fire drill records on Aprll
23, 2014, beginning at 8:47 am_, revealad that
there was no evidence that drills were held during
the 6:30 a.m, - 2:30 p.m., and 2:30 p.m,, - 10:30
p.m., weekday and weekend shifts from October

An in-service training was completed for
@ll the D.S.P's on 04/26/14 and House
Manager by Q.1.D.P regarding the
mplementation of the fire drills on a monthly
asis on all shifts and to completely
ocument the fire drills forms. The Q.1.D.P
nd the House Manager will enzure that all
he fire drills are conducted as outlined by
.C.H.C and the fire drill forms are complete
orrectly. Q.1.D.P and Program Manager will
aview during their visits to the facility,
ea Attachment #2
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W 249 | Continued From page 2 W 248
ambulate. DSP #2 indicated the client was only
required to parficipate with the aforomenticned
ambuliztion objective three times a week.
At the lime of the survay, the facillty falled to
implemient Client #2's ambulation pogrem as
recommended.
W 440 | 483.470()(1) EVACUATION DRILL3 W 440
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10:30 p.m. - 8:30 a.m., weekday shift from
January 2014 through March 2014. Further
10:30 p.mi, weskend shifts from January 2014
drill records revealed that the facility failed to
drills were completed. The QIDP and the HM

at 2;00 p.m. and confirmed that there was no
evidence that drills were conducted during the

to document the fire drill forms completely.
At the time of the survey, the faciiity falled to
least quarterly for each shift of personnel.

2013 through December 2013, Adcitionally, thers
was nc evidence that drills were held during the
6:30 a.m. - 2:30 p.m., 2:30 p.m. - 10:3D p.m., and

review revealed no evidence that drille were held
during the 6:30 a.m. ~ 2:30 p.m. an¢ 2:30 p.m. -
through March 2014. Continued review of tha fire
cansislently document the specific tme of day the

reviewad the fire drill reports on March 25, 2014,

sforementioned time periods and that staff failed

provide svidence that fire drills were conducted at

W 440

W 440
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INITIAL COMMENTS

Surveyor 27828

A licensure survey was conducted from April 23,
2014 thwough April 25, 2014. A sample of three
residents was selected from a population of five
men with varying degrees of inteflectual
digablities.

The findings of the survey were based on
observations, interviews and review of resident
and administrative records.

Note: The below are sbbreviations that may
appear throughout the body of this report,

Direct Suppart Professional - DSP

Group Home for Individuals with intellactual

Disabilties ~ GHIID

House Manager - HM

glugliﬂud Inteliectual Disabilities Prefessional -
P

Individual Support Plan - ISP

Individual Program Plan - IPP

3505.5 FIRE SAFETY

Each GHMRP shall conduct simulated fire drills in
order 0 fest the effectiveness of the plan at least
four (4) times a year for each shift.

This Statute is not met as evidenced by:
Surveypr; 27828

Based on interview and record review, the facility
failed to hold evacuation drills quarterly, for six of
the six shifts of duty reviewed (VWeekday 6:30
am, - 10:30 a.m.; 2:30 p.m. - 10:30 p.m.; and
10:30 p.m. - 6:30 a.m.) and weskend {6:30 a.m. -
2:30 p.m.; 2:30 p.m, - 10:30 p.m.; end 10:30 p.m.

-6:305.m.)
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The finding includes:
An In-service training was completed for 04/26/14

On April 23, 2014, at 9:45 a.m., interview with the .
QIDP revealed that thers were three designated all the D.S.F's on 04/26/14 and House
shifte (6:30 a.m, - 10;30 a.m.; 2:30 p.m. - 10:30 Manager by Q.1.D.P regarding the
p.m.; and 10:30 p.m. - 6:30 a.m.), Monday implementation of the fire drills on a montht
through Fridey and three designated shifts (6:30 P . oy
a.m. - .2:30 p.m.; 2:30 p.m. - 10:30 p.m.; and basis on all shifts and to completely
10:30 p.m. - £8:30 a.m.) for Saturday and Sunday. document the fire drifis forms. The Q.L.D.P

. and the House Manager will ensure that all
?:f"é%“-fi'éﬁ;:ﬁi?ﬁ?’:t gfg;’g"";f’ﬁg:a?:d'“ﬂﬂg‘t the fire crills are conducted as outined by
there wias no evidence that drills were held during D.C.H.C and the fire drill forms are completed
the 6:3% :krgég: 2::;0 p.mé, azd tzugg %m.,é ;tgbag correctly. Q.L.D.P and Program Manager wil
pm.,w and weekend shifts from r ; ; P "

2013 through December 2013. Adcitionally, there review during their visits to the facility.

was ho evidence that drills were held during the See Attachment #2
€:30 a.m. ~ 2:30 p.m., 2:30 p.m. - 10:30 p.m., and
10:30 p.m. - 6:30 a.m., weekday shift from
Janusary 2014 through March 2014. Further
review revealed no evidence that drillg were held
during the €:30 a.m. - 2:30 p.m. anc 2:30 p.m. -
10:30 p.m. weekend shifte from January 2014
through March 2014. Continued review of the fire
drill records revealed that the facility failed to
consistently document the specific tme of day the
drilie ware completed, The QIDP and the HM
reviewad the fire drill reports on March 25, 2014,
at 2:00 p.m. and confitmed that there was no
evidence that drills were conducted during the
aferemantioned time periods and that staff failed
to documaent the fire drill forms completely.

At the time of the survey, the facility failed to
provide evidence that fire drills were conducted at
least quartery for sach shift of personnel.
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I4221 3621.3 HABILITATION AND TRAINING . 1 422
Each (SHMRP shall provida habilitation, training
and aysistance to residents in accordance with
the resident " e Individual Habiiltation Plan.
This Statute is not met ag evidenced by:
Surveyor: 27828
Based on observation, interview and record
review, the GHIID staff failed to ensure each
resident's ambulation program was implemented,
for one of the three sampled resident. (Resident
#2)
The finding includes:
An in-service fraining was completed 04/26/14
On April 23, 2014, at 4:52 p.m., when Resident on 04/26/14 for all the D.S.P's and House
#2 arrived home from the day program, : , .
observations revealed DSP #1 escorted Resident Managers by the Q.1.D.P and Program
#2 il’ltﬂ the fad“ty as he sat In h's Wheelchair. At Manager regard[ng the implementaﬁon and

§:00 p.m., DSP #1 escorted Client #2 in his )
wheelchair to the dining room table for a snack. documentation of IPP programs. The
At5:17 p.m., DSP #1 and DSP #2 used a gaitbelt Q.1.D.P will monitor to make sure that

to assist Resident#2 as he walked spproximately .
three steps from the wheeichair to the couch. At programs are implemented & documented.

5:00 ? hm., DSP #2 escorted Resident #2 in his Q.1.D.P will check the above x2 weeks
wheelchair to receive his medication In the : T

kitchen, At 7:06 p.m., DSP #1 assisied Resident regularly then weekly. D.8.P's will be

#2 in his wheelchalr to the dining room table for re-trained on a quarterly basis to emphasizp
dinner where the client remained urtil 7:45 p.m.

Resident #2 was not observed ambulating in the the program. The Program Ma"ager wil
facility throughout the survey period check the above on her routine

unann visit.
Review of Client #2's ISP records on April 24, nnounced visit
2014, st 2:46 p.m., revealed an IPP dated See Attachment # 1
February 1, 2014. According o the IPP, the client
had an objective that read;

With physical assistance, the client will ambulate
4-5 laps around the living and dining room area
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daily.

interview with DSP #2 on April 24, 2014, at
approydmately 4:30 p.m. revealad Resident #2 did
not ambulate in the facility on April 28, 2014.
According to DSP #2, he/she was not aware that
there was a daily requirement for Resident #2 to
ambuiate, DSP #2 indicated the chent was only
required to participate with the aforementioned
ambulation objective three times a week,

At the time of the survey, the facility falled to
implen;ant Resident #2's ambulation program as
recornmended.
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