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W 000 INITIAL COMMENTS 

A recertification survey 
September 21, 2011 
2011. A sample of 
from a population of 
Intellectual and developmental 
survey was initiated 
survey process 

I 

W 0001 

was concluded from 
through September 23, 

three clients was selected 
six women with various 

disabilities. This 
utilizing the fundamental 

survey were based on 
with three clients, 

three day programs, as 
and administrative 

reports. 

Professional 
to as Qualified  

Professional (QIDP) within 

PROVIDED WITH 	 W 120 

that outside services 
dent. 

not met as evidenced by: 
interview and record 
to ensure outside 
of one of three clients in 

#1) 

The facility failed to ensure 
met the needs of Client #1. 

MENTAL 	 i 	 W 159 

i 	 • 

Health 
latermedlate 

ejok olialic 
Department Ofd 

Regulation & LIcenebig isontrietadlon 
Care Faceless DIVillon 

no North Capitol et, N.E. 
Yeastangtoni D.C. 20002 

......_._ 

The findings of the 
observations and interviews 
staff, in the home and 
well as a review of client 
records, including incident 

[Qualified Mental Retardation 
(QMRP) will be referred 
Intellectual Disabilities 
this report] 

W 120 . 483.410(d)(3) SERVICES 
OUTSIDE SOURCES 

The facility must assure 
meet the needs of each 

This STANDARD is 
Based on observation, 

review, the facility failed 
services met the needs 
the sample. (Clients 

The finding includes: 

Cross refer, to W331. 
that outside services 

W 159 483.430(a) QUALIFIED 
RgTARDATION PROFESSIONAL, 

SeeW331 

....---- 	 if .9,-1 	 ....--1 
ESENTATIVES SIGNATURE  

riCeV atiC)atierea4-- 	 get/  
denotes a deficiency which the institution may be excused from correcting providing It is 	 rrn' 	 that 

le patients. (See instructions.) Except for nursing homes, the findings staled above are &closable 90 days 
n of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14 

made available to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued 

Any deficiency statement ending with an este 
other safeguards provide sufficient protection 1 
following the date of survey whether or not a 
days following the date these documents a 
program participation 
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W 159 Continued From page 1 	 W 159 

Each client's active treatment program must be 
integrated, coordinated and monitored by a 
qualified mental retardation professional. 

This STANDARD is not met as evidenced by: 
Based on observation, interview, and record 

review, the qualified Intellectual disabilities 
professional (QIDP) failed to coordinate, monitor 
and Integrate each client's active treatment, for 
six of six residents residing in the facility. (Clients 
#1, #2, #3, #4, #5, and #6) 

The findings include: 

1. Cross refer to W120. Th QIDP failed to 
ensure outside services met the needs of Client ; 
#1. 

See W120 
2. Cross refer to W189. The QIDP failed to 
ensure that each staff were effectively trained on 
the facility's menus as recommended by the 
nutritionist. 

3. Cross refer to W247. The QIDP failed to 
ensure to ensure client choice during meals, for 
six of six clients residing in the facility. 

W 189 483.430(e)(1) STAFF TRAINING PROGRAM 	 W 189; 

The facility must provide each employee with. 
initial and continuing training that enables the 
employee to perform his or her duties effectively, 
efficiently, and competently. 	 • 

This STANDARD is not met as evidenced by 
Based on observation, interview and record 

See W189 

See W 247 
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W 189 Continued From page 2 	 W 189 
review, the facility failed to ensure that each staff 
was effectively trained on the facility's menus as 
recommended by nutritionist, for six of six clients 
residing in the facility. (Clients #1, #2, #3, #4, #5, 
and #6)  

The findings include: 

1. The facility failed to ensure that food was 
served. in the appropriate quantity for Client #1, 	 , 
#2, #3, #4, #5, and #6, as evidended below: 	 i 

On September 21, 2011, beginning at 5:57 p m., 	 • 
observations of the dinner meal revealed Stott #1 	 I 
was observed to serve all clients' 4 small chicken 
wingettes, 1/2 cup of white rice, 1/2 cup of , 

cabbage, and a beverage. At 6:34 p.m., interview 
with Staff #1 confirmed that all clients received 
the aforementioned food items for their dinner 
meal. 	 I 

1 
On September 22, 2011, at app roximately 4:21 	 , 
p.m., review of the dinner menu for September  
21, 2011, revealed the clients were to receive 	 I 
chicken wings, cabbage, rice, wheat bread, 	 , 
orange slices, margarine, and a beverage for 	 1 
dinner. Further review of the menu revealed the 	 ; 
following: 

a. Client #1 was prescribed an 1800 calorie renal ' 
diet 	 , 
b. Client #2 was prescribed a 1200 calorie diet; 
c. Client #3 was prescribed a 1500 calorie diet 
d. Client #4 was prescribed a 1500 calorie diet 	 I 
e. Client #5 was prescribed a low sodium, lactose 

• free diet and; 	 i 
• f. Client #6 was prescribed an 1800 calorie diet 

_ ... __ 
Nutritional inservice completed with 

staff. Training included how to read 
 the menu according to the various 
calorie diets, appropriate portion 
sizes/quantity, drink and liquid 
allotment, _ _ 

____  
10/13/11 

11/1/11 A meal observation to be completed 
monthly by the QI DP or FC, to ensure 
meal time is followed according to 
each resident's diet. 
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W 189 Continued From page 3 

Clients that were prescribed a 1200 and 1500 
calorie diet were to receive 3 chicken wings and 
clients that were prescribed an 1800 calorie diet 
were to receive 4 chicken wings. In addition, the 
clients were to receive a slice of wheat bread. On 
September 22, 2011, at approximately 4:36 p.m., 
continued Interview with Staff #1 who prepared 

. that the clients did not receive the correct portions 
of chicken as well as wheat bread in accordance 
with the prescribed menu. Staff #1 stated that 
she did not realize that the the amount of 
wingettes served to the clients' did not equal to 

She further stated that she totally forgot to served 
the clients their wheat bread. 

2. The facility failed to ensure that Client #2 
received sugar free soda in accordance with the 
prescribed menu, as evidenced below 

On September 21, 2011, at 6:00 p.m., Client #2 
was observed to pour approximately 8-10 ounces 
of diet coke into her cup for dinner. Moments 
later, the client became upset when staff stated 
she could not have that much diet soda to drink 
for dinner. Client #2 was then given 4 ounces of 
diet soda with 8 ounces of water for dinner. 
Interview with the Staff #2 on the same day at 
approximately 6:02 p.m., revealed that according : 
to the diet, Client #2 was to receive 4 oz of diet 
soda during dinner and the other 4 oz during 
snack time. Further interview with Staff #2 
revealed that she had received training on the 
clients' diets and portion control. 

On September 22, 2011, at 4:21 p.m., review of 
the dinner menu for September 21, 2011, 

the dinner on September 21, 2011, confirmed 
 

the recommended amount on the dinner menu.  

W 189 

I 

I 
I 
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W 189 Continued From page 4 

revealed that Client #2 should have 8 ounces of 
sugar free soda during dinner. Review of the in 
service training records on September 23, 2011, 
at approximately 2:00 p.m., revealed staff had 
received training on the menus and mealtime 

• protocols on January 17, 2011, and August 4, 
2011. There was no evidence that training had 
been effective.  

W 247 483.440(c)(6)(v1) INDIVIDUAL PROGRAM PLAN 

The individual program plan must include 
opportunities for client choice and 
self-management 

This STANDARD is not met as evidenced by: 
Based on observation and interview, the facility 

' staff failed to ensure dent choice during meals, 
for six of six clients residing in the facility. 
(Clients #1, #2, #3, #4, #5, and #8) 

The finding includes: 

On September 21, 2011, beginning at 5:57 p.m., 
observations of the dinner meal revealed Staff #1 
was observed to place the following food items on 
the dining table: white rice, cabbage, baked 
wingettes, and a beverage. Staff #1 then served 
the clients their dinner. At 6:05 p.m., all clients 
were observed eating independently without the 
use of adaptive eating equipment Between 6:05 
p.m. and 6:31 p.m., Clients #1, #2, #3, #4, #5, 
and #6 were observed to take their plates/eating 
utensils to the kitchen sink, wash them using 
washing detergent, dry them, and placed them in 
the kitchen cabinets. 	 • 

Interview with the Staff #1 who prepared the meal 

W 189' 

W 247 

• 
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 on the same day at 6:32 p.m., revealed all clients 	 opportunity to exercise their  
 were more than capable of serving themselves. 	 Independence through family style  

Further interview revealed that she should have 	 I 	 eating practices for each meal. 

- encouraged the clients to serve themselves 
during dinner time. 

Staff will be inserviced on 	 10/28/11 
At the time of the survey, the facility's staff failed 	 I 

	 fundamentals to family style eating 

to allow clients to exercise their independence 	 i 	 practices for all individuals. 
and allow options of choice. 

W 322 483.460(a)(3) PHYSICIAN SERVICES 	 W 322. 

The facility must provide or obtain preventive and 
general medical care. 

This STANDARD is 	
I 

—  _ not met as evidenced by: 
Based on observation, interview, and record 

review, the facility failed to ensure preventive 
health services, for one of three clients In the 

— Mammogram completed 	 10/4/11 
 

• sample. (Client #2) RN, LPN and PCP sign off on all 	 10/17/11 

The finding includes: 	 medical consults and  
recommendations. 

The facility's nursing staff failed to ensure Client 
#2's mammogram follow up appointment was 
scheduled within the recommended timeframe, 
as evidenced below: 

On September 22, 2011, beginning at 9:35 am., 
review of Client #2s medical records revealed the . 

All recommendations from medical 	 10/17/11 
consults reviewed weekly with QIDP 
and LPN at weekly round table 
meetings 

client had a diagnosis of fibro glandular tissue of 
the left breast. Continued review of the medical 
records at 11:54 am. revealed a mammography 
radiology exam report dated September 30, 2010. 
The report revealed the asymmetry in the left 
breast was most likely fibro glandular tissue and 	 • 
was less prominent. A follow-up mammogram 

I 
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W 322; W 322 Continued From page 6 
appointment is recommended in 6 months to 
demonstrate stability. 

Interview with the facility's registered nurse (RN) 
on September 23, 2011, at approximately 11:43 I 
a.m., revealed that the appointment did not occur 
as recommended. Further interview revealed the 
follow up appointment was scheduled for October 
4, 2011, one year later. 

W 325 482.460(a)(3)(iii) PHYSICIAN SERVICES 

The facility must provide or obtain annual physical 
examinations of each client that at a minimum 
includes routine screening laboratory 
examinations as determined necessary by the 
physician. 

LPN will review medical activity 
sheet monthly with RN oversight to 
ensure all recommendations are 
followed in a timely manner 

QIDP and LPN will be inserviced on 

recommendation implementation 
10/21/11 

W 325 

This STANDARD is not met as evidenced by: 
Based on observation, interview, and record 

review, the facility's nursing staff failed to provide 
routine laboratory testing as determined 
necessary by the primary care physician (PCP), 
for one of three clients included in the sample. 
(Client #2) 

The finding includes: 

The facility's nursing service failed to ensure 
Client #Zs routine laboratory studies (Depakote) 
were obtained as recommended by the primary 
care physician, as evidenced below 

On August 17, 2011, at approximately 9:02 am., 
observation of the morning medication 
administration pass revealed that Client #2 was 
administered Divalproex DR (Depakote) 500 mg 
by mouth. Interview with licensed practical nurse 

Labs completed 

See W322 . 
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W 325 Continued From page 7 

(LPN) on the same day at approximately 9:05 
am. revealed that the depakote was prescribed 
for behaviors. 

Review of Client #2's medical records on 
September 22, 2011, at approximately 1:45 p.m., 
revealed a physician's order (PO's) dated 
September 2010. According to the PO's, Client 
#2's depakote levels were to be monitored every 
three months. Subsequent review of her medical 
records revealed there were no laboratory studies 
done until March 15, 2011, for the depakote 
(approximately six (6) months after the 
September 2010 Poe), 

Interview with the facility's registered nurse (RN) 
and further record review on September 23, 
2011, at 11:34 am., confirmed that laboratory 
studies for depakote were not completed every 
three months as prescribed.  

W 331 483.460(c) NURSING SERVICES 

The facility must provide clients with nursing 
services in accordance with their needs. 

This STANDARD is not met as evidenced by: 
Based on observation, interview, and record 

review, the facility failed to ensure nursing 
services were provided in accordance with the 
needs of, one of three clients included in the 
sample. (Client #1) 

The findings include: 

1. The facility's nursing staff failed to ensure a 
system was In place to track Client #1's fluid 
intake while at the day program, as evidenced 

I 

W 325 

 i 
: 

W 331 

i 

.._ 
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W 331 Continued From page 8 	 W 331 
below: 

On September 21, 2011, beginning at 12:01 p.m., 
observations conducted at the day program 
revealed Client #1 received eight (8) ounces of 
diet ginger ale and 8 ounces of ice water for 
lunch. A few seconds later, the client informed 
the day program staff to pour out some of her ice 
water. Approximately 4 ounces of ice water 
remained in the cup. 

Review of Client #1's medical records on 
September 22, 2011, at 12:57 p.m., revealed 
current Physician's Orders (POS) dated 	 i 
September 2011. The orders revealed that the 	 i 
client was prescribed a low cholesterol, low fat, 	 I • 
1800 calorie renal diet with fluid restrictions (1000 [ 
cc). Further review revealed Client #2 was to 	 ! 
receive only 240 cc (8 ounces) of fluids during 	 ! 
breakfast, lunch, and dinner. On September 23, 
2011, at approximately 11:20 a.m., record review . 
revealed a document entitled, "1000 cc Fluid 
Restriction". The document revealed that Client 	 ' 
#2 was to receive a 1/2 cup of diet ginger ale, or 
1/2 cup of water or other to equal 240 cc for 
lunch. 

Interview with the qualified intellectual disabilities 
professional (01DP) and the registered nurse 
(RN) on September 23, 2011, at 11:26 am., 
revealed that the day program staff documents 
daily the amount of fluids Client #1 receives on 

. their own fluid restriction forms. Further interview i 
revealed that the facility monitors the client's fluid 
intake closely and that Client #1 was very aware 	 i 

' of the amount of fluids she was to receive while at: 	 . 
the day program. When asked how the facility 
tracked Client #1's fluid intake while at the day 

• 

I 

Fluid intake sheet submitted to day 	 11/1/11 
program and collected weekly for 
the residence 

11/15/11 
ensure 

I 
i 

Nutritional inservice to be completed 
at day program and'home to 
accurate diet and fluids are provided 
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W 331, Continued From page 

program, the QIDP 
not request the fluid 
program. 

At the time of survey, 
the facility was aware 
Client #1 received while 

2. Cross refer to W322 
staff failed to ensure 
follow up appointment 
recommended 1imeframe. 

3. Cross refer to W325. 
failed to ensure routine 
determined necessary 
#2. 

W 472 483.480(bX2)(i) MEAL 

• Food must be served 

This STANDARD is 
Based on observation, 

review, the facility failed 
portions were served 
for six of six clients 
(Clients #1, #2, #3, 

The findings include: 

Cross refer to W189. 
disabilities professional 

. that staff were effectively 
the appropriate quantity 

9 	 i 
responded by saying, we do 	 : 
intake forms from the day 	 , 

there was no evidence that 
of the amount of fluids 

at the day program. 

The facility's nursing 

W 331 ;  

W 472 

I 

See W322 _ 

! 

Client 3's mammogram 
was scheduled within the 

The facility's nursing staff . 
laboratory testing as 

t  by the physician for Client : 

SERVICES 	 I 
in appropriate quantity. 	 I 

not met as evidenced by. 
interview, and record 
to ensure that food 

in the appropriate quantity, 
residing in the facility. 
#4, #5, and 06) 

The qualified intellectual 	 , 
(QIDP) failed to ensure  

trained to serve food in 	 i 
for six of six clients. 

See W325 
--• 

See W189 
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1000! INITIAL COMMENTS 

A licensure survey was conducted from 
• September 21, 2011 through September 23, 
I 2011. A sample of three residents was selected 
• from a population of six women with venous 
, intellectual and developmental disabilities. 

The findings of the survey were based on 
observations and interviews with three clients, 

. staff, in the home and three day programs, as 
well as a review of resident and administrative 
records, including incident reports. 

[Qualified Mental Retardation Professional 
(QMRP) will be referred to as Qualified 
Intellectual Disabilities Professional (GDP) within 
this report.] 

1 042. 3502.2(b) MEAL SERVICE / DINING AREAS 

Modified diets shall be as follows: 

- 	 (b) Planned, prepared, and served by individuals 
' 	 who have received instruction from a dietitian, 

and... 
• 
, This Statute is not met as evidenced by: 
: Based on observation, interview and record 
' review, the group home for persons with 

intellectual disabilities (GHPID) failed to ensure 
I that modified diets were served as prescribed, for 
! six of six residents residing in the GHPID. 

(Residents #1, #2, #3, #4, #5, and #8) 

• 1  The findings include: 

1. The GHPID failed to ensure that food was 	 , 
, served in the. appropriate quantity for Resident 
i #1, #2, #3, #4, #5, and #6, as evidenced below: 

' ...-----n 	 ----1 	 ....-n 	 I 

I 000 

I 042 

I 

I 
i 
1 

Ixel DATE 

tileiheit  
if awl 	 01S 



PRINTED: 10/07/2011 
FORM APPROVED 

nistratio 

(Xi) PROVIDEWSUPPUER/CLIA 
IDENTIFICATION NUMBER: 

HFD03-0195 

IXBIPMETEIR 
COMPLETED 

09!23/2011 

' 	 ' 	 - 	 ig - 
AND PLAN OF CORRECTION 

-(X2) MULTIPLE 

A. BUILDING 

B. WING 

CONSTRUCTION 

NAME OF PROVIDER OR SUPPLIER 

INNOVATIVE LIFE SOLUTIONS, INC 

STREET ADDRESS, CITY, STATE, ZIP CODE 

3259'0' ST, SE
WASHINGTON, DC 20020 

{X4) ID . 	 SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX ; 	 (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG 	 • 	 REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 	 PROVIDER'S PLAN OF CORRECTION 	 M8) 
PREFIX 	 (EACH CORRECTIVE ACTION SHOULD BE 	 Cowin 

TAG 	 CROSS-REFERENCED TO THE APPROPRIATE 	 DATE 
DEFICIENCY) 

10421 Continued From page 1 

On September 21, 2011, beginning at 5:57 p.m., 
observations of the dinner meal revealed Staff #1 
was observed to serve all residents' 4 small 

of cabbage, and a beverage. At 6:34 p.m., 
interview with Staff #1 confirmed that all residents 
received the aforementioned food items for their 
dinner meal. 

 On September 22, 2011, at approximately 4:21 
i p.m., review of the dinner menu for September 

21, 2011, revealed the residents were to receive 
• chicken wings, cabbage, rice, wheat bread, 

orange slices, margarine, and a beverage for 
dinner. Further review of the menu revealed the 
following: 

a. Resident #1 was prescribed an 1800 calorie 
renal diet; 

. b. Resident #2 was prescribed a 1200 calorie 
diet; 
c. Resident #3 was prescribed a 1500 calorie 

• diet; 
d. Resident #4 was prescribed a 1500 calorie 
diet; 
e. Resident #5 was prescribed a low sodium, 
lactose free diet and; 
f. Resident #6 was prescribed an 1800 calorie 
diet. 

Residents that were prescribed a 1200 and 1500 
calorie diet were to receive 3 chicken wings and 	 • 
residents that were prescribed an 1800 calorie 	 , 
diet were to receive 4 chicken wings. In addition, • 
the residents were to receive a slice of wheat 
bread. On September 22, 2011, at approximately 
4:36 p.m., continued interview with Staff #1 who 
prepared the dinner on September21, 2011,   
confirmed that the residents did not receive the 
correct portions of chicken as well as wheat 

; 

chicken wingettes, 1/2 cup of white rice, 1/2 cup  

I 042 

 J 	 ,..._ 
Nutritional inservice completed 
staff. Training included how 
the menu according to the various 
calorie diets, appropriate portion 

 
sizes/quantity, drink and liquid 

 
allotments, 

with 	 10/12/11 
to read 

I 
i 

11/1/11 
ensure 

to 

A meal observation to be completed 
monthly by the QIDP or FC, to 
meal time is followed according 
each resident's diet. 

. 
Health Regulation & Licensing Administration 
STATE FORM 
	 esr 	 ET8111 

	
If continuation sheet 2 o18 



PRINTED: 10/07/2011 
FORM APPROVED 

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

HFD03-0195  

-1 	 • ` [ - 1  - • 

A. BUILDING 

B. WING 	  

COMPLETED 

09/23/2011 

Health Regulation & Licensing Administration 

NAME OF PROVIDER OR SUPPLIER 

INNOVATIVE LIFE SOLUTIONS, INC 

STREET ADDRESS, CITY, STATE, ZIP CODE 

3259'0' ST, SE 
WASHINGTON, DC 20020 

(X4) ID 	 SUMMARY STATEMENT OF DERaENCIES 	 io 	 PROVIDERS PLAN OF CORRECTIO 
PREFIX 	 (EACH DEFICIENCY MUST BE PRECEDED BY FULL 	 PREFIX 	 (EACH CORRECTIVE ACTION SHOULD

N 
 BE 	 COMPLETE 

TAG 	 REGULATORY OR LSC IDENTIFYING INFORMATION) 	 I TAG 	 CROSS-REFERENCED TO THE APPROPRIATE 	 DATE 
DEFICIENCY) 

I 042 Continued From page 2 	 1042 

bread in accordance with the prescribed menu. 
Staff #1 stated that she did not realize that the the 
amount of wingettes served to the residents' did 
not equal to the recommended amount on the 
dinner menu. She further stated that she totally 
forgot to served the residents their wheat bread. 

2. The GHP1D failed to ensure that Resident #2 
received sugar free soda in accordance with the 
prescribed menu, as evidenced below: 

On September 21, 2011, at 6:00 p.m., Resident 
#2 was observed to pour approximately 8-10 
ounces of diet coke into her cup for dinner. 

• Moments later, the resident became upset when 
staff stated she could not have that much diet 
soda to drink for dinner. Resident #2 was then 
given 4 ounces of diet soda with 8 ounces of 
water for dinner. Interview with the Staff #2 on 
the same day at approximately 6:02 p.m., 
revealed that according to the diet, Resident #2 
was to receive 4 oz of diet soda during dinner and 
the other 4 oz during snack time. Further 
interview with Staff #2 revealed that she had 
received training on the residents' diets and 
portion control. 

• 
On September 22, 2011, at 4:21 p.m., review of 
the dinner menu for September 21, 2011, 

• revealed that Resident #2 should have 8 ounces 
of sugar free soda during dinner, Review of the 
in service training records on September 23, 
2011, at approximately 2:00 p.m., revealed staff 
had received training on the menus and mealtime 
protocols on January 17, 2011, and August 4, 
2011. There was no evidence That training had 
been effective. 

1 180 3508.1 ADMINISTRATIVE SUPPORT 	 1180 
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Each GHMRP shall provide adequate 
administrative support to efficiently meet the 
needs of the residents as required by their 
Habilitation plans. 

This Statute is not met as evidenced by: 
Based on observation, interview and record 
review, The group home for persons with 
intellectual disabilities (GHPID) failed to ensure 
adequate administrative support had been 

- provided to effectively meet the needs, for six of 
six residents residing in the facility. (Residents 
#1, #2, #3, #4, #5, and #6) 

The findings include: 

1. Cross refer to federal citation W120. Th QIDP 
failed to ensure outside services met the needs of 
Resident #1. 

• 2. Cross refer to federal citation W189. The 
QIDP fated to ensure that each staff were 

• effectively trained on the GHPID's menus as 
recommended by the nutritionist 

3. Cross refer to federal citation W247. The 
QIDP failed to ensure to ensure resident choice 
during meals, for six of six residents residing in 
the GHPID. 

1223' 3510.4 STAFF TRAINING 

Each training program agenda and record of staff 
participation shall be maintained in the GHMRP 
and available for review by regulatory agencies. 

This Statute is not met as evidenced by: 
Based on Interview and record review, the facility 
failed to ensure the training program agenda was 
maintained In the group home for persons with 

1180 

1223 

See W120 

See 11189-   
-- 

See W247 
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intellectual disabilities 
review by regulatory 
residents residing in 
#2, #3, #4, #5, and 

The finding includes: 

On September 23, 2011, 
review of the staff in-service 
revealed there were 
described what topics/Information 
covered during training's. 
behavior management, 
choices fluid restrictions, 

4 

(GHPID) and available for 
agencies for six of six 
the GHPID. (Residents #1, 

#6) 

beginning at 10:34 a.m., 
training records 

no agendas on file that 
had been 

(I.e. nutrition, rights, 
sexuality, making 

crisis protection 
etc.) This was confirmed 

the clinical service director 
day at 10:57 am. 

SERVICES: GENERAL 

shall include both diagnosis 
identification of 

and needs, treatment 
designed to prevent 
loss of function by the 

met as evidenced by: 
interview and record 
for persons with 

(GHPID) failed to ensure 
that included both diagnosis 

identification of 
and needs, treatment 
designed to prevent 
loss of function by the 	 - 

residents included in the . 
#1 and #2) 

1223 

, 	 1401 

10/17/11 All inservices will include sign-in 
sheet, agenda and all materials 
covered. 

nservice with QIDP's and Fts 
completed on training inservices 
what items are Included for each 
inservice completed. 

10/11A1 
and 

F 

interventions, fire drill, 
through interview with 
(CSD) on the same 

1 401 3520.3 PROFESSION 
PROVISIONS 

Professional services 
and evaluation, Including 
developmental levels 
services, and services 
deterioration or further 
resident. 

This Statute is not 
Based on observation, 
review, the group home 
intellectual disabilities 
professional services 
and evaluation, including 
developmental levels 
services, and services 
deterioration or further 
resident for two of three 
sample. (Residents 
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The findings include: • 

1. The GIIPID's nursing staff failed to ensure a 
• system was in place to track Resident#1's fluid 

intake while at the day program, as evidenced 
below: 

On September 21, 2011, beginning at 12:01 Rm., 
observations conducted at the day program 
revealed Resident#1 received eight (8) ounces of 
diet ginger ale and 8 ounces of ice water for 
lunch. A few seconds later, the resident informed 
the day program staff to pour out some of her ice 
water, Approximately 4 ounces of ice water 
remained in the cup. 

Review of Resident #1's medical records on 
September 22, 2011, at 12:57 p.m., revealed 
current Physician's Orders (POS) dated 
September 2011, The orders revealed that the 
resident was prescribed a low cholesterol, low fat, 
1800 calorie renal diet with fluid restrictions (1000 
cc). Further review revealed Resident #2 was to 
receive only 240 cc (8 ounces) of fluids during 
breakfast, lunch, and dinner. On September 23, 	 . 
2011, at approximately 11:20 a.m., record review i 
revealed a document entitled, "1000 cc Fluid 	 I 
Restriction". The document revealed that 
Resident#2 was to receive a 1/2 cup of diet 
ginger ale, or 1/2 cup of water or other to equal 
240 cc for lunch. 

Interview with the qualified intellectual disabilities 
professional (QIDP) and the registered nurse 
(RN) on September 23, 2011, at 11:26 am., 	 I 
revealed that the day program staff documents 	 1 
daily the amount of fluids Resident #1 receives onl 
their own fluid restriction forms. Further Interview I 
revealed that the OHM% monitors the resident's • 
fluid intake closely and that Resident#1 was very 

I 
	 1401 

iti 	 l i tronanservice will be Nutritional 	 11/15/11 
completed at the day program. 

• Fluid intake form submitted 
program and collected weekly. 

' 

to day 	 11/1/11 
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. aware of the amount 
• while at the day program. 

GHPID tracked Resident#1's 
the day program, the 
we do not request the 
day program. 

At the time of survey, 
the GHPID was aware 
Resident#1 received 

2. The GHPID's nursing 
Resident #2's mammogram 
appointment was scheduled 
recommended timeframe. 

On September 22, 2011, 
review of Resident #2's 
the resident had a diagnosis 
tissue of the left breast. 
medical records at 11:54 
mammography radiology 
September 30, 2010. 
asymmetry in the left 

• glandular tissue and 
follow-up mammogram 
recommended in 6 
stability. 

Interview with the GHPID's 
on September 23, 2011, 
a.m., revealed that the 

• as recommended. Further 
' follow up appointment 
• 4, 2011, one year later. 

6 

of fluids she was to 
When asked 

fluid Intake 
Q1DP responded by 
fluid intake forms 

there was no evidence 
of the amount of 

while at the day program. 

staff failed to ensure 
follow up 
within the 

beginning at 9:35 
medical records 

of fibro glandular 

receive 
how the 
while at 
saying, 

from the 

that 
fluids 

am., 
revealed 

of the 

the 
fibro 

(RN) 
11:43 

occur 
the 

October 

ensure 

by 
 

r 1 	 1401 

i 

, 
See W322  

— 

• 

1 

See \N325 

Continued review 
am. revealed a 
exam report dated 

The report revealed 
breast was most likely 

Is less prominent. A 
appointment is 

months to demonstrate 

registered nurse 
at approximately 

appointment did not 
interview revealed 

was scheduled for 

service failed to 
laboratory studies 

as recommended 

3. The GHPID s nursing 
Resident #2's routine 
(Depakote) were obtained 

Health Regulation 8 Licensing Administration 
STATE FORM 
	

ET8711 
	

conbnuation sheet 70f 8 



PRINTED: 10/07/2011 
FORM APPROVED 

. 	 7" rWrgiWri TKT 
AND PLAN OF CORRECTION 

— 'CIP , ir 	 P • r a E../ 	 r. 
IDENTIFICATION NUMBER 

HFD03-0195 

IF 	 , till 

A. BUILDING 
B.WING 

• 	 6 	 1 	 . • — 	 - 
COMPLETED 

09123/2011 
NAME OF PROVIDER OR SUPPLIER 

INNOVATIVE LIFE SOLUTIONS, INC 

STREET ADDRESS, CITY, STATE ZIP CODE 

3259'0' ST, SE
WASHINGTON, DC 20020 

(X4) ID 	 SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX 	 (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG 	 REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 	 (X8) 
(EACH CORRECTIVE ACTION SHOULD BE 	 COMPLETE 

CROSS-REFERENCED TO THE APPROPRIATE 	 DATE 

DEFICIENCY) 

I 401 	 Continued From page 7 

the primary care physician. 

On September 21, 2011, at approximately 9:02 
a.m., observation of the morning medication 
administration pass revealed that Resident #2 
was administered Divalprcex DR (Depakote) 500 
mg by mouth. Interview with licensed practical 

- nurse (LPN) on the same day at approximately 
9:05 a.m. revealed that the Depakote was 
prescribed for behaviors. 

Review of Resident #2's medical records on 
August 17, 2011, at approximately 1:45 p.m., 
revealed a physician's order (PO's) dated 
September 2010. According to the PO's, 
Resident #2's Depakote levels were to be 
monitored every three months. Subsequent 
review of her medical records revealed there 
were no laboratory studies done until March 15, 

' 2011, for the Depakote (approximately six (6) 
months after the September 2010 POs). 

Interview with the GHPID's registered nurse (RN) 
and further record review on September 23, 
2011, at 11:34 a.m., confirmed that laboratory 
studies for Depakote were not completed every 

. three months as prescribed. 

1401 
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