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Initial Comments  

A recertification survey in conjunction with a 
complaint investigation was conducted at this facility 
from 08/17/2026 through 08/19/2026. A sample of 
three persons was selected from a census of five. 
The survey was conducted utilizing the focused 
fundamental survey process. 
 
On 08/13/2026 at 12:31 PM, the Department of 
Health (DC Health) received a complaint email 
(Complaint #3158016) from a Department on Disability 
Services (DDS) Investigator which alleged that the 
furniture's in the facility had been removed because 
staff were unfortunately using the furniture to sleep. 
Also, that Person #1’s foot stool would be placed 
back in the home shortly and the rest of the 
furniture would be brought back to the facility. 
 
Additionally, a follow-up visit conducted on 
08/19/2026 determined that foot ottomans were in 
place for the three persons that required them as 
their adaptive equipment. The survey determined that 
the report by the Qualified Intellectual Disabilities 
Professional (QIDP) that all the bedrooms had 
recliners was inaccurate, as Person #3 had no 
recliner in his room and the recliner in Person #5’s 
room was not operable. In addition, there was a 
strong order of urine in two of the bedrooms 
upstairs. 
 
The survey findings were based on observations, 
interviews and record reviews. The complaint 
investigation determined that the allegations could 
not be substantiated as the facility had addressed 
the complainant concerns. 
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Please start typing your responses here: 
 

 

STAFF TRAINING 
 
CFR(s): 3515.5 
 
3515.5 Orientation training shall also cover the 
following m accordance with each employee's 
responsibilities and the CRFPID's goals: 
 
 
(a) Prevention of abuse, neglect and exploitation; 
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I8250 Continued from page 1 
(b) Compliance with the policies and procedures of 
the CRFPID, including a review and discussion of 
relevance of them; 
 
 
(c) Compliance with applicable District and Federal 
laws and regulations; 
 
 
(d) Confidentiality requirements, including a review 
of HIPAA; 
 
 
(e) Responding to emergencies, including reporting 
responsibilities, fire safety, vehicle safety evacuation 
procedures, disaster plans, first aid, CPR and any 
other emergency protocols; 
 
 
(f) Providing personal care to persons; 
 
 
(g) Nutrition; 
 
 
(h) Meal preparation and food storage; 
 
 
(i) Mealtime protocols; 
 
 
U) Behavior management; 
 
 
(k) Persons rights; 
 
 
(1) Community integration and inclusion; 
 
 
(m) Communication skills and techniques; 
 
 
(n) Adaptive Equipment and assistive technologies; 
 
 
(o) Transfer and mobility procedures; 
 
 
(p) Behavior supports; 
 
 
(q) Sexuality, as indicated by the needs of the 
person; 
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I8250 Continued from page 2 
(r) Infection control and universal precautions for 
staff and persons; 
 
 
(s) Specialty areas related to the specific needs of 
the person; 
 
 
(t) Implementing ISPs; and 
 
 
(u) Training of the person in activ1ties of daily living, 
including the maintenance of oral health and 
hygiene. 
 
This LICENSURE REQUIREMENT is NOT MET as 
evidenced by: 
 
Based on observations, interviews, and record 
reviews, the facility failed to ensure that one of the 
nine Direct Support Professionals (DSP #1) was 
effectively trained in universal precautions 
(handwashing) for one of the three clients in the 
sample (Person #2). 
 
Observations on 08/17/2026, beginning at 10:20 AM, 
revealed the following: 
 
- From 10:21 AM to 10:42 PM, Person #2 was 
observed participating in a chip-sorting activity by 
transferring red and yellow round chips from a gray 
container to a second gray container. The Person 
picked up chips that had fallen to the floor, returned 
them to a container, tapped the table, and had 
continuous contact with the staff's hands. It should 
be noted that the facility sent a one-to-one (1:1) 
Direct Support Professional (DSP) #1 to the day 
program to work with Person #2. At 10:53 AM, DPS 
#2 requested assistance from a male staff member 
because the Person was not following verbal 
instructions. At 10:57 AM, the Person was 
transferred to DPS #1's table, where he continued 
the activity with the DSP’s verbal instructions till 
11:12 AM. 
 
At 11:18 AM, Person #2 was served lunch consisting 
of a bite-sized sandwich, corn, cinnamon 
applesauce, and a fruit cup. The Person handled the 
sandwich and corn with his hands, and at 11:24 AM, 
Person#2 completed his meal. At no time was the 
Person verbally instructed by DSP #1 to wash his 
hands before eating. At 11:24 AM, Person#2 
completed his meal. 
 
During an interview at 2:40 PM, DSP #1 
acknowledged that she did not verbally instruct 
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I8250 Continued from page 3 
Person #2 to wash his hands prior to eating his 
lunch. When asked, DSP #1 confirmed that they had 
received training in infection control, including 
handwashing, from the Qualified Intellectual 
Disabilities Professional (QIDP). 
 
On 08/19/2026 at 2:15 PM, during an interview, the 
QIDP indicated that all the staff had received training 
on universal precautions. The QIDP further stated 
that she would visit the day program to address the 
lack of training regarding hand hygiene. 
 
At 2:25 PM, a review of the facility’s in-service 
training records revealed that on 07/30/2026, all 
staff, including DSP #1, received training on 
universal precautions. 
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