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The Health Regulation Licensing Administration
(MRLA) received a report via email on September
1, 2008, from University Legal Services (ULS)
rnonitoring team. Attached to the email was a
report dated August 20, 2009, of an onsite visit
completed by their nurse consuttant who alleged
that significant deficiencies were observed

involving four class members, as described
helow. . M \\ LS\ 0 Ca e
13 Clziss member's fluid restriction program is not GOVERNMENT OF THE DISTRICT OF COLUMBIA
oeing implemented as ordered; ] DEPARTMENT OF HEALTH
HEALTH REGULATION Aumwsméﬁg
(2) Class member's wheelchair does not provide 825 NORTHCAPITOL ST, N E 2UAFL
her with adequate support; the status of her new WASHINGTON, D.C.
wheelchair, ordered in April 2009, has been
*panding” for months.
(3) Staff are not implemaenting positioning .
protocols as ordered. "

(4) Staff persons are not adequately famillar with
the class mambers' significant health risks;

(5) Staff are not famikar with or implementing
class members' behavioral support plans;

(6) The home is not adequately staffed;

(7) Staff are not implementing class members’
physical therapy recommendations, ‘

(8) Class members are left awake in bed in the
afternocn;

(9) Sitaff has minimal meaningful interactions with
class membars;

b e ——— e~ et
LABORATORY DIRECTDF?;R PROVIDER/SUPP| REPRESENTATIVE'S SIGNRATURE % %

Any deficency statament ending wih an setetisk (") denotes a deficiency which the Institution may be excused fram comesting provid o
othes aafeguands provide sufficiant protection fo the patients. (See hugmaiom.) Except for nmlnghmtmnmm:mhdgsbmmudt:omw::p
following the date of survey whether or not a plan of comection is provided, For nursing homes, the abave findings and plans of correction are disciosable 14
dmhllo;na-;gug\:ﬂe:nmtmmm made avaliable to the faciity. If deficiencies are ciled, an approvad plan of comaction s requisite ta continsed
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{10} Nursing staff failed to ensure that the
physician was made aware of Client #1 recetving
far mare fluids than ordered;

(11) Statf are not aware that the class membears'
medical records contained health care :
management plans (HCMP); Staff had not
received training on the HCMPs;

(12) A medical recard does not indicate whather a
ciass membar's primary care physician agreed
with the racommendations and whether a second
3! consultation is indicated;

:13) Nursing etaff failed to continue documenting
and tracking the amount of edema daily for a
class member;

Due to the nature of this complaint, on Septembar
3, 2000, three HRLA surveyors inftiated an onsite
investigation. The findings of the investigation
were based on observations In the group home
and day program, interviews with the facility and
day program staff, review of the ULS findings,
and raview of facfiity's records, including unusual
incident reports, investigative and administrative
records,

As a result of the investigative findings, the state
agency determined that the facility was not in
complience with standard level requirements, as
evidenced by deficiencies throughout this report.
The follewing six out of the twelve concerns
identified by ULS were substantiated as follows:

(a) The facility's nursing services failad to ensure
the physician's recommendation to decrease
Client #2's fluid intake from 1200 cc to 1000 ce
was Implemanted,;

FORM CMS-2567(02-9) Prenvious Versions Obsolele Evert (D: 503311 Fachily 1D 00G119 if continuation sheet Page szs
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(b) The facility's nursing services failed to ensure
Client #2 received the appropriate amaount of
fluids as ordered by the physician and falled to
ensure the physician was made aware;
() The facility's QMRP failed to address Client
#3's assessed physical therapy needs [ -——
(specifically, repositioning every hour); w120
d) The facility nursing staff failed to ensure all This Standard will be met
{ -} I nuJ 1l . .
staff had received training on the clients Health as evidenced by:
| Management Care Plan (HMCP).
' " Cross reference response to
| {€) The tacility falled to ensure Client #3's W331.3. o
wheelchair headrest was ordered; and '
() Nureing staff falled to continue documenting Client #1°s fluid
5 and tracking Chient #2's edema daily. recommendation
W 120 | 483.410(d)(3) SERVICES PROVIDED WITH W120|  has been implemented as
OUTSIDE SOURCES . orde_red by physiciap. An in-
The facility must assure that outside servioes service training has been ag.c9)
meet the needs of each client, completed with the day O
-program. In addition, a fluid ’90 "?
intake sheet and a measuring
This STANDARD s not met as evidenced by. . .
Based on observation, interviews, and record -cup is now being used at the
review, tha facility failed to ensure that outside home and at the day program
sefvices met the needs of each client, for one of which clearly outlines the
five clients in the investigation. (Client#1) amount of fluid client #1
ina i . should be receivi
The finding includes: g Vlﬂg
QMRP will revistt the day
Cross reffirlt:d W 331.3. '(I;he facllity's n:r:n("ng program to ensure
services failed to ensure Client #2 received the : . .
appropriate amount of fluids as ordered by the 90m1:hanoe;mh the g‘;‘d
| physician and failed to ensure the physician was . imtake as ordered by
made awars of the eror in the amount actually - physician.
EORM CMS-7587(02-78) Pravicus Versions Obgolete Event \D: 503511 Facilty iD: 08G116 If continuation sheet Page '3 of 15
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W 154 | 483.420(d)X3) STAFF TREATMENT OF W 154
CLIENTS Wis4
This Standard will be met as
. | The facility must have evidence that all alieged evidenced by:
- L yolations are thaoroughly investigated.
i _ Client #4 was seen for follow up
- ' with Orthopedic doctor which 4.9.06
This STANDARD is not met as evidencad by: indicated that she did not sustain an 104
Based on interview and record rewewthe facility injury to her shoulder as previously " ORI
.| failed ta thoroughly investigate all injuries to reported by the technician. She 1 W ‘f

detarmine neglect or mistreatment for one of the

was also seen for second opinion
seven clients residing in the facility, (Client #4) pint

and follow-up x-rays which also

o - confirmed that client #4 did not L
The finding includes. sustain injury to her shoulder as .
- reported, Director of Residential or '
On September 4, 2009 beginning at desginee will continue to provide
| approximately 1:15 p.r., review of incident on-going training to QMRP's i
| reports and comesponding investigations revesled and/or designated investigators on
that on April 24, 2009, Client #4 sustainad an incident investigation and .
- | injury to her shaulder while receiving x-raye ata and reporting
| hospital. Specifically, the hospilal senta report of _process., :

the findings (report dated April 27, 2009) in which .
the hospiial wrote: “the shoulder appears to have |

dislocated at somie point during the course of the
| radiographic evaluation.”

Review of the corresponding investigation report
(report not dated) revealed that the investigator
_interviewed a residential LPN and their Director of

Nursing. The interviewet also dogumented
having reviewad the radiology report, the incident
report and Client #4's habiiitation and medical
racords,

Further review of the facility's investigation repart

revealed that while It identified the location where

the injury was thought to have happened (hospital
radiology clinic), it falled to indicate a cause.

FORM CMS-2567(02-99) Previous Viarsions Dbsolete Event |D; S08%11 Faolity 1D: 09G118 1f continuation sheet Page 4 of 15
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There was no evidenoce that the facifity sought to
determine whether facility and/or hospital staff
provided Client #4 supports and assistance in the
raanner prescribed in her plan. The investigation
| dlid not reflect any interviews conducied with
tacility staff who accompanied her ta the hospital . s
| that day, nor was there evidence that anyone ‘ S
from the hospital had been interviewed about the g
proceciures used while Chent #4 was being

x-rayed. : .
| At approximately 1:45 p.m., the Assitant Director Twiss -
. | of Residential Services stated that she did not : This Standard will be met as q.10-04
have any additional information regarding the Evidenced by:
= | investigation into Cliant #4's dislocated shoulde. ROy
W 156 | 483.420(d)(4) STAFF TREATMENT OF . W 158 The QMRP conducting the v
© | CLIENTS : ' investigation no longer works for
) the company, All QMRFhave
Th:.t na:glts of all investgatli:n:ten‘éust be reported received training on incident
to the administrator or designated representative rting and investigation process
o to other officials in accordance with State law ot wotroctive actions will
within five working days of the incident. : be taken as needed to ensure
| ongoing compliance with this
This STANDARD is not met as evidenced Dy. mﬁi‘gﬁ%"m““}:‘;ﬁ Ii:ﬂdm
Based on interview and record review, the facility . currently being advertised.

failed to document having reported the resutis of . . .
al investigations of injuries of unknown origin o Incident Management Coordinator

Lo e A ill further ensure that incidents
the administrator within five working days of the . Wil A . "
incident, for one of the seven clients residing in are reweu_red, mvestlg.at.ed, filed
the facility. (Client #4) and submitted to.admmlstrator and !
. ragulatory agencies in accordance |
The finding includes: with company policies and '
‘ procedures. Routine file reviews
Cross-refer to W14, On September 4, 2009 .will be conducted and follow-up
beginning at approximatety 1:15 p.m., review of actions completed in accordance to
incicient reports and corresponding Investigations _the findings. g

revealad that on April 24, 2009, Clientit4
| sustained an injury to her shoulder while receiving

FORM CMS-2567(02-99) Pravious Varsions Obstlete Evem D 305511 | Fadlity |D; 00G119 - f continuation sheet Page| S of 15
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x-rays at a hospital. The facility's administrators
were made aware of the njury on May 1, 2009.
However, review of the corresponding
investigation report revealad that it was not dated.
“There was no information contained in the e
report's text that indicated how long it took to LT
complete the investigation, once the dislocated ‘ qa,q.oq
shoulder was discovered. There was no Co R
additional information provided that could verify

that the Investigation findings were.reported back w192 . Q(!?@,\n’j
.. | tathe administrator within 5 working days. This Standard will be met as UL

W 192 | 483.430(e)(2) STAFF TRAINING PROGRAM W 192 Evidenced by:
S Orieqtation training modules are

For smployees who work with dlients, training . currently being reviewed and

must focus on skilis and competencies directed revised to include additional B

foward clients’ heatth needs. information related to the health o

care needs of the individuals
: . . served. Competency tests are
This STANDARD is not met as evidenced by: - included as @ part of the revision

Sasad on Interviews and review of staff in-service
{raining records, the facility failed to ensure 2of
the 4 direct support staff on duty had received
training on the clients’ Heaith Management Care

process. All staff in the home has
received training on health
management care plan, Hygiene

. . practices and seizure precautions,
;‘2‘;}?;:‘,;?"" and seizure management Also the medical team and QMRP
' will provide on-golng instruction
. ; . and feedback to ensur¢ that staff
The ﬁnd|§95 include: can demon the <kills and
On September 3, 2009 beginning at 10:41 a.m., techniques associated with the
interview with direct support staff, followed by a desired outcomes outlined in the
| review of staff training records (beginning at HMCP. QMRP/LPN/RN will be
12:08 p.m.) revealed that 2 of the 4 ataff who expected to provide training as
were on duly when the nurse consultant visited necded. Record of such trammg

the facility on Saturday, August 29, 2009 had not will be filed in Training book.
recaived healthcare<elated training, as foilows: .

1. At approximately 8:25 a.m., intorview with
Staff #1 revealed that she had started working in
the facility on June 15, 2009. She replied "yes"

FORMW*TW)MMWW Event iD; 506811 Facility 1D 09G119 If continuation sheat Pege 60{15‘
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when asked if she had been trained on the
clients' HMCPs. She stated that a “lady came
last week,,. Saturday." When she could not recall
ihe lady's name, she tumed to Staff #2 who was
working nearty and asked her. Staff #2, who had LT
¢ .1, 1been working there that day, cited the name of B S S
. -| the ULS nurse consultant who had visited the ' S e
- | faclity.. Staff #2 quickly added that the visitor : SR
{ULS nurse consultant) "did not do training.” e ' .
At approximately 11:05 a.m., Staff #1 stated that C PR N LR |

'shie had not recsived training on seizure
. precautions; adding however, that she had some
| prior knowledge of the subject. When asked if : Co

she had received training on prtwiding hyglene ' LT e B O
and toileting care to reduce the risk of urinary o e [ D
tract infections, she replied that staff should "give LT ‘ o
thern plenty of fluids.” Subsequent reviaw of the PR N A
. in-sarvice. training records showed no :
documented evidence that she had received
training in those areas. The next moming, review
of the staffing patiern confirmad that Staff #1 had
been on duty when the ULS nurse consultant was
. In the facility on Saturday, August 29, 2009.

2. Sirnilarly, at approximately 8:25 a.m,, interview
" | with Staff #2 revealed that she had not received

| training on the clients’ HMCPs or on seizure
precautions. Three of the five clients In the'
sampla had current or past histories of seizures.
.| Staff #2 indicated that she had bean amployed in
- this facility for approximately 1 year and 2
months. Subsequent review of the in-service
tralning records falled to show evidence that she . ) ‘ R
- had received training on the clients’ HMCPs. ' _ ‘

W 331 | 483.460(c) NURSING SERVICES W 331 Q<05
- The facilny must provide clients with nursing ‘oﬂgc..z .%3
services in accordance with thelr needs.
FORM CMS-2567(02-99) Previous: Vensions Obeolsie Event ID: S08811 Facilly ID; 00G119 H continuation sheat Paga 7 of 15
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This STANDARD is not met as evidenced by.
Hased on observation, interview and record w33l
verification, the facility's nursing services failed to This Standard will be met as
" .. | establish systems t0 provide health care wil
| monitoring and Identify services in accordance Evidenced by:
‘with clients’ needs, for three of five clients being \q -
investigated. (Clients #2, #3, and #4) "1. . Client #1’s fluid intake was modified;
. | The findings include: during client #1’s annual review. B
. h C
*. The facifity's nursing services failed to ensure The nurse present at the time of the q’é' O
'the physician's recommendation to decrease meeting Is no longer with the orgen)
| Client #2's fuid intake from 1200 cc {o 1000 c¢ company. The facility RN will ensure
was Implemented. : that the nursing staff receive ST
Review of Client #2's medical records on additional training and oversightto .
September 3, 2009, beginning at 3:37 p.m., ‘ t ; d
ravaaled an annual medical evaluation dated ensure tha .rl.aoom m?ndatuons mace
-June 21, 2008. Further reviaw revealed the by the physician are implemented.
m;c_lk:alfva}:ation renggcm ;hat Qlieng ;%'3 RN will review recommendations
sodium levels remai espite a cc . .
fluid restriction and shouid be kowened to 1000 oo and provide follow-up with the ,
a day. Continued review of the client's records st nursing staff assigned to the home. |
‘approximately 3:40 p.m., revaaled an interim N wiil clari ,
ohysician order dated August 29, 2009, The Nurse/RN will clarify -
order documented to discontinue Client #2's 1200 recommendations as needed and
o fluld restriction and to begin Client #2's on make day program staff aware of all
1000 e fluld restriction a day. orders in a timely manner.
Review of the hurse ' s progress noles dated Also reference response to W189:
August 29, 2009, on Septembar 3, 2009 at »
approximately 3:50 p.m. further verified to
discontinue Client #2's 1200 cc fluid restriction
and to begin Client #2's on 1000 ce fluid
restriction a day. .
Review of Client #2's |ab reports on September 4,
FORM CMS$-2$87(02-60! Previous Versions Obeolet Event ID: 505511 Faciity ID: 090119 . ¥ continuation shest Page Blof 15
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2008, at approximately 1:50 p.m., revealed her
sodium levels should reference between (135 -
147 MEQI/L). Further review of the client's labs
revealed the following sodium levels:
& August 18, 2009 - 131 MEQAL
b. May 26, 2009 - 130 MEQAL ‘ :
. April 23, 2009 - 130 MEQ/L - - Co—
d. December 10, 2008 - 133 MEQAL 2. DON will review current policies and .
Continued review of the aforementioned report procedures/protocols a.“d reviseas .,
revesled the primary care physician had been needed to ensure ongoing Q49
.| made aware of the levels and no additional orders - compliance with this standard. L
were identified. o . oneing
- - Additional training will be conducted - -
On Septamber 4, 2009, at approximately 10:30 for LPN staff to include but not _
a.m., interview with LPN ¥ acknowledged that limi . : ;
the physician's recommendation to decrease mited to; consistent ongoing ,
Chient #2's fluid restriction from 1200 e¢ to 1000 - communications, timely follow-up,
<¢ a day was not implementad timely. , visitations to day program and
2. The faciity's nursing services failed to ensure verifying receipt of information. The:
day program was made aware of the change in RN will monitor nursing practices
Client #2's fluid restriction timely. and provide additional corrective
During an onsite visit to Client #2's day program actions as needed.
on Saptember 3, 2008, at 12:42 p.m., interview
with the day program's case manager (CM)
revenled that the day program received a faxed
- interim physician order (PO) for the client dated
i August 20, 2009 on September 3, 2009 from the
: group heme. The order stated to discontinue
: 1200 cc fluid restriction and start the client an
- 1000 co a day. This information was verified by
i the day program's director of nursing ({DON) on
' September 3, 2009 at 1:00 p.m. The DON stated
that she would immediately call Client #2's group
homs to inquire about training for the new
mealtime protocol.
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interview with LPN #1 on September 4, 2009, at
approximately 10:30 a.m. acknowladged that
Cliant #2's new orders were faxed to the day
program on September 3, 2009. At the time of the
investigation, the facility failed to ensure the day
program was notified timely of the orders to
decrease Client #2's fluid intake,

’ | . 3. Client #2's edema is appropriately
3. The facility's nursing sefvices failed to ensure documented on the MAR. TheRN

that Client #2's edema to her right foot was

‘| decumented and that the physician was made . will provide additional training on q 86‘1
gware. . documentation of pertinent health on%a \ﬂ(}
Interview with LPN #2 on September 4, 2009, at - related concerns suchasedema | -7
2:24 o.m. mmpmr?-.he had worked ml.'P:lay #2‘-"f until resolved. The nurse is meor
August 28, 2009, Further interview with . ' .
revealed that he recalled having assessed Ctient . expected to dOCU_ment observations
#2'e foot with the ULS nurse consultant on August and assessments in the Nursing
29, 2009. LPN #2 stated that Cllent #2 had 1+ : Progress notes on a daily basis.

pitting edema in her right foot. When asked If he
- had documnentad the edema in his nursing notes
or on the MAR, LPN #2 stated thet he "was not
sure.”

Raviaw of the nursing notes on September 4,
200§, at approximately 2:30 p.m., dated August
28, 2009, and review of the curmment MAR revealed
LPN #2 did not document edema observed on
Client #2's right foot. .

On September 4, 2009, at appreximataly 3:50
p.m. interview with LPN #1 revealed that when
ederna is observed, nurses should document it in
the nursing notes and on the MAR, Further
interview with LPN #1 revealed the primary care
physician (PCP) should be notified. At the time of
the investigation, the facility failed to provide
evidance that Cllent #2's adema had baen
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- | with & direct support staff person revealed that all

| On September 4, 2009 beginning at 12:16 p.m.,

- Plan {ISP) dated June 22, 2009 and Health

4. The facility's nursings seérvices failed to
address Client #3's assoessod physical therapy
needs (specifically, repesitioning every hour).

On September 3,2009 at 3:10 p.m., interview

clients were repositioned every 2 hours. This was
repeated by anather direct support staff person
during her interview the next moming at
approximately 9:58 a.m.

" review of Client #3's physical therapy assessment

| dated June 4, 2009 revesled that the PT had
recommended that she be repositioned every
hour. Subsequent review of her Individual Support

Management Care Plan dated Juna 18, 2009

revealed that beth plans had not been updated to

reflect the PT's recommendaticn. There were no

QMRP reports or notes available for review for
i June 2009 m Client #3's record, Review of the
signature sheet for the Juna 22, 2009, ISP
meeting revealed that the PT had not been in
attendance, The QMRP and Supervisery RN
were unavailable for interview during the
investigation and the Assistant Residential
Director stated that she was previously unaware
of thee PT recommendation. There was no
evidence that the PT's recommendation for houry
repasitioning had been brought to the
igtuer&:lésciplinaly team's (IDT) attention by tha

M : '

The PT came to the facllity during the Septernber
4, 2009 Exit conference. He stated that the
‘recommended hourly repositioning was specific to

4. The OMRP is no langer employed
with company. The repositioning
schedule has been modified to
reflect the recommendations
outlined by the Physical Therapist.
Staff training has been completed-
. and adherence to the schedule
continues to be monitored by the
" LPN staff/fand Managers.

bomn

g™
k)

B

AU

rgpre
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W 331

‘ Client #3 and her needs. He did not recall
recelving any inquiries from the QMRP ar others
on the IDT reganding the recommendation during
the maeting or In the 2 months since then. He
reiterated his concem for Client #3's skin integrity
and the need for hourly repositioning.

it should be noted that staff documentation on
Client #3's repositioning chart indicated that she
wag In her whealchgir for the 6 hours between
8:00 a.m. - 2 p.m. on Saturdays and Sundays
thraughout the months of June, July and August
2009. -

There was no evidence that the facility monitored
the client's repositioning chart to ensure staff
adherence to her repasitioning schedule.

5. The facility's nursing setvices failed to ensure
that Client #4 received eight cups of fluid daily as
prescribed by the nutritionist,

' Observation on September 3, 2000 gt 6:48a.m.,
revealed Client #4 drinking milk and juice.

Review of Client #4's mealtime protoco! dated
September 14, 2008, on September 3, 2009, at
approximately 11;30 a.m., revealed staff shoukd
provide at least eight cups of fluid daily. Review
of Client #4's fluid intake sheets dated May 2008,
through August 2008 indicated that the client
consumed four to six cups of fluid daily. Further
review of Client #4's records revealed a health
management care plan dated May 20, 2009
states staff should provide six to eight cups of
fluids if not contraindicated.

Interview with the License Practical Nurse on

5. The Director of Nursing and RN’
have conducted several trainings on}
. adherence of adequate-flisid-intake \
- and documentation of fluid intake Q<40+
" and staff supervisions to ensure - 0“9'}*“91

fiuids are offered and given as
recommended. RN will implement
additional corrective actions as
warranted for staff who fail to
adhere to the expectationsof
performance and best practices.
The RN will monitor fluid intake §..
jrecords to ensure ongoing g
‘compliance and follow-up. &
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Septamber 4, 2009, at approximately 2:00 p.m.,
confirmed that the HMCP recommended six to
eight cups of fiuids daily, Additional interview
confirmed that Client #4's fluids intake sheet
indicated that she consyumasd four te six cups of
fluids caily. At the time of the investigation, i ’
¢could be detenminad the amaunt of fluids Client
: #4's was prescribed.
W 436 | 483.470(9)(2) SPACE AND EQUIPMENT w438 — - -
436
-| The fagility must furnish, maintain in goad repair,
| and teach clients to use and to make informed This Standard wil be met s Evidenced
choices about the use of de&uﬁres. eyegl;s:es, by: Q400
hearing and other communications aids, bracas, Review of client #3’s record indicat o
and other devices identificd by the b the pT rdindicates | o0t
interdisciplinary team as needed by the client, that the PT recommendation for a .
. . molded seat was completed as ordered
% by the vendor. Client #3's head rest
This S'TANDARD is not met as mencgd bm was iater adjusted by the PT to pI'O\"dE
Basec on observations, interviews and record roper su
7 A - ‘ prope DPDr‘t
review, the facility failed to fumish and maintain in 3
goad repair adaptive equipment, for one of the &
five chents included in the invastigation. (Client : The QMRP will continue to follow-up
#3) d and document the status of client #3’s
The findings include: - adaptive equipment. QMRP will also
1 inform the DDS f i
1. Client #3 was observed seated in her 3 . Service Coordinator and
whes|chair on September 3, 2009 between 6;29 request assistance as needed to ensure
a.m. - 8:30 am. The headrest was centered on | timely completion of repairs.
the back of the wheelchair, but the rod supporting P
it was angled o the isft. Prier to breakfast, the
client had her head positioned outside of the
headrest. Her head laid at a sharp angle towards
the left, rasting against her left shoulder. The
headrest was above/behind her head, Through
most of the breakfast meal, she kept her head In
the haadrest, although on a few oocaslons (7:24
FORM CME-2587(02-08) Previous Versions Cbscluta Evant |D; 505511 Fachity ¥ 00G119 I mﬁnuﬂiﬂ.n shaet p.g.. 13.gf 15




11/04/2009 12:38 FAX 202 891 9293

DEPARTMENT OF HEALTH AND HUMAN SERVICES

INDIVIDUAL DEVELOPMENT

ih016/017

PRINTED: 09/25/2009

FORM APPROVED
CENTERS FOR MEDICARE & MEDI OMB NO. 0938-0391
STATEMENT OF DEFICIENCES 1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION (43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING ¢
| 096119 8. WING _08/04/20089
NAME OF PROVIDER. OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE ‘
- 4516 EDSON PLACE, NE
INDIVIDUAL. mmem, INC. WASHINGTON, DG 20019 . |
(%4} ID SUMMARY STATEMENT OF DEFIGIENCIES ] PROVIDER'S PLAN OF CORRECTION | (xsy!
PREFTX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 436 | Continued From page 13 W 438

am., 745 am. and 7:47 a.m.) she maneuvered
her head back out of £ and down against her
shouider, Atthose times, staff repositioned her
head upright, in accordance with her mealtime
protocol (dated June 16, 2008) that was on the
table.

'| On September 4, 2008 beginning at

approxdimately 12:16 p.m,, review of Client #3's
physical therapy (PT) records revealed that the
PT recommended a new custom-molded seating
system and headrest for her in November 2008,

-.| Measurements for her naw seating sysiem were

taken on April 22, 2009 and according to the
house manager, the new seating was installed in
the wheelchair on August 27, 2009 (5 months
later). The house manager further indicated that
the wheelchalr technicians did not daliver the

.| headrest, for reasons unknown. Review of the

August 27, 2009 delivery ticket confirmed that the
headrast was not delivered.

The physical therapist came into the facility during
the Septembar 4, 2008 Exit conference. Intesview
with the PT confirmed that he had recommended
a new headrest 10 months earfer. The cumrent
headrest was attached to the back of the
wheelchair (Center). As such, it was severely
angled and did not provide the necessary support.
He wanted a new headrost mountad towards the
left side of the wheeichair; this would prevent her

_{ head from resting against her shoulder.

The September 2, 2008 complaint Included an
allegation that the headrest on Client #3's
wheelchair did not propetly support her head.
The client reportedly kept her head in the
headrest only while being fad. Otherwise, she
beld her head angled to the laft and against her
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shoulder. In addition, it was alieged that Client #3
had not received a new, specially-molded
wheelchair, as recommended by her physical
therapist.
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INITIAL COMMENTS

The He:itth Regulation Licensing Adminisiration
{(HRLA) received a raport via email on Saptember
1, 2009, from University Legal Services (ULS)
monitoring team. Aftached fo the email was a
report dated August 29, 2009, of an onsite visit
campleted by their nurse consultant who alleged
that significant deficiancies were observed
invaiving four class members, as described

‘| bealosr

{1) Ciass member's fluid restriction program is
not being implemented as ordeted;

{z) Class member's whaelchair does not provide
herr with adequate support; the status of her new

wheelchair, ordered in April 2009, has been
‘pendiny* for months.

{%) Staff are not implementing positioning
protecols as ordered,

(4) Staff persons are not adequately famillar with
the class membars' significant health risks;

(5) Staff are not famibar with or implementing
class members' behavioral support plans;

(6) The home is not adequatly staffed;

(7) Statf are not implementing class members’
pnysical therapy recommendations;

(B) Class members are left awake in bed in tha
afternonn;

(9) Staff has minimal meaningful interactions with
class miembers;

(10} Nursing staff failed to ensure that the

(000
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physician was made aware of Client #1 receiving
far more fuids than ordered;

(1) Statf are not aware that the class members'
medical records contained health care
management plans (HCMP); Staff had not
received training on the HCMPs;

(12) A medieal record does not Indicate whether
a dlass member's primary care physician agreed
1 with the recommendations and whether a second
Gl consuitation is indicated;

(13) Nursing staff failed o continue documenting
and tracking the amount of edema daily fora
class member,

Due to the nature of this complaint, on
September 3, 2009, three HRLA su

initiated an onsite investigation. The findings of
the investigation were based on observations in
the group home and day program, interviews with
the facllity and day program staff, review of tha
ULS findings, and review of facility’s records,
including unusual incident reports, investigative

- and administrative records.

As a result of the investigative findings, the state

agency determined that the fadllity was not in

.| compliance with standard level requirements, as
evidenced by deficiencies throughout this report.
The following six out of the iwelve concems

“Identified by ULS wene subatantiated as follows:

(a) The facility's nursing services failed to ensure
the physician's recommendation to decrease
Client #2's fluid intake from 1200 cc to 1000 cc
was implamented;

(b) The tacility's nursing services failed to ensure

00D
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Client #2. recsived the appropriate amount of
fivids as ordered by the physiclan and failed to
ensure the physician was made aware:

(c) The facility's QMRP failed to address Clhent
#3's assassed physical therapy needs
(specificaily, rapositioning every hour):;

{d) The facility nursing staff fziled to ensure all
staff had received training on the clients Health
Management Care Ptan (HMCF).

(@) The facllity failed to ensure Client #3's
wheelchair headrest was ordered: and

(f) Nursing staff failed to continue documenting
and tracking Client #2's edema dally.

35610.3 ETAFF TRAINING

There shall be continuous, ongoing in-service
training programs scheduled for all personnel.

This Stalute is not met as evidenced by:

Based on interviews and review of staff in-service
training records, 2 of the 4 direct support staff on
duty had not received training on the residents'
Health Management Care Pians (HMCPs) and
s8iZure ranagement.

The findings include;

Or. Septomber 3, 2008 beginning at 10:41 am.,
interview with direct support stalf, fotiowed bya
review of staff training records (beginning at
12:05 p.m.) revealed that 2 of the 4 staff who
were on duty when the nurse consuitant visited
the GHMRP on Saturday, August 29, 2009 had
frg:;t: received heaithcare-related training, as
lows:

' 000

1222
3510.3 Staff Training

This Statute will be met as 92409
evidenced by:

Reference responses to
W192, W331, W436..
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1. At approximatsly 8:25 a.m., interview with
Staff #1 revealad that she had started working in
the GHMRP aon June 15, 2009, She replied "yes"
when asked if ehe had been trained on the
clients” HMCPs. She stated that a "lady came
laut week... Saturdasy." When she could not recall
the lady’s name, she tumed to Steff #2 who was
working nearby and asked her, Staff #2, who had
been working there that day, cited the name of
the ULS nurse consultant who had visited the
facility. Staff #2 quickly added that the visitor
(ULS nurse consultant) "did not do training.”

At approximately 11:05 a.m., Staif #1 stated that
she had not received training on selzure
precautions; adding howaver, that she had some
prier knowledge of the subject. When asked if
she had received training on providing hygiene
and toileting care 10 reduce the risk of urinary
tract infections, she replied that staff should “give
them pienty of fluids.” Subsequent review of the
in-sarvice training records showed no
documented evidence that she had received
training in those areas. Tha next meming, review
of the staffing pattem confirmed that Staff # had
been or: duty when the ULS nurse consultant was
in the facility on Saturday, August 29, 2008,

2. Similarly, at approximately 8:25 a.m., interview
with Staff #2 revealed that she had not received
training on the residents’ HMCPs or on saizure
precautions. Three of the five residents in the
sample had current or past histories of seizures.
Staff ¥2 indicated that she had been employed in
this facility for approximately 1 year and 2
months. Subsequant rovigw of the in-service
training records failed to show evidence that she ‘ !
had recsived training on the rasidents’ HMCPs. .

Jealilt Regulation Admenistration
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1401 3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall include both diagnosis
and evaluation, Including identification of
developmental levels and neeads, treatmant
services, and services designed to prevent
deterioration or further loss of function by the
resident.

This Statute Is not met as evidenced by:

Based on observation, interview and record
verification, the facility's nursing services fallad to
eslablish systems to provide health care
monitoring and identify services In accordance
with clients' neads, for three of five.clients being
investigated. (Clients #2, #3, and #4)

The findings Include:

1. The tacility’s nursing services falled {o ensure
the physician's recommendation to decrease
Client #2's flyid intake from 1200 cc to 1000 cc
was implemented,

Review of Client #2's medical records on
September 3, 2000, beginning at 3:37 p.m.,
revealed an annual medical svaluation dated
June 21, 2009, Further review revealed the
medical avaluation reflecied that Client #2's
sediumn levels remained low despite a 1200 oG
fluid restriction and should be lowered to 1000 cc
aday. Continued review of the client’s records at
approximately 3:40 p.m., revealed an interim
physician crder dated August 29, 2009. The
arder decumented to discontinue Cllent #2's 1200
c¢ fluid restriction and to begin Clent #2's.on
1000 cc fluid restriction a day.

Review of the nurse ' s progress noles dated
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August 29, 2008, on September 3, 2009 at
approxirmately 3:50 p.m, further verified to
discontinue Client #2's 1200 ¢¢ fluid restriction
and to begin Client #2's on 1000 cc fluid
restriction a day.

Raview of Client #2's lab reports on September 4,
2009, at approximately 1:50 p.m., revaaled her
sodium levels should reference betwaen {135 -
147 MEQ/L). Further review of tha client's labs
revealed the following sodium levels:

a. August 18, 2008 - 131 MEQL

b, May 28, 2008 - 130 MEQAL

c. Apni 23, 2009 - 130 MEQL

d. Decamber 10, 2008 - 133 MEQ/L

Continued review of the sforementioned report
revealed the primary care physieian had been
tmade awara of the levels and no additional
orders were identified.

Cn September 4, 2009, at approximately 10:30
a.m,, interview with LPN #1 acknowledged that
the physician's recommendation to decresse
Client #2's fluid restriction from 1200 cc to 1000
c¢ a day was not implemented timely.

i. The *acility’s nursing services failed lo ensure
day pregram was made aware of the change in
‘Clhent #2's fiuid restriction timety.

During an onsite visit {o Client #2's day program
on Seplember 3, 2009, at 12:42 p.m,, interview
with the day program's case manager (CM)
ravealed that the day program recaived a faxed
interim physician order (PQ) for the client dated
August 29, 2009 on Septamber 3, 2009 from the
group homa. The order stated to discontinye
1200 ¢ fluid restriction and start the client on
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1000 cc a day, This information was verified by
the day program's director of hursing (DON) on
Septembier 3, 2009 at 1:00 p.m. The DON stated
that she would knmediately call Client #2's group
home to inquire about training for the new
mealtime protocol.

Interview with LPN #1 on Septembaer 4, 2009, at
approximately 10:30 a.m. acknowledged that
Client #2's new orders were faxed to the day
program on Septembar 3, 2008. At the time of
the investigstion, the facility fafled to ensure the
day program was notified timely of tha orders to
decreasa Client #2's fluld intake.

3, The facility's nursing services failed to ensure
that Cllent #2's edema to her right foot was
documented and that the physician was made
aware,

Interview with LPN #2 on September 4, 2009, at
2:24 p.m. revealsd that he had worked the day of
August 219, 2009, Fyrther interview with LPN #2
revealed that he recailled having assessad Client
#2's fool with the ULS purse consultant on
August 29, 2009. LPN #2 stated that Chent #2
had 1+ pitting edema in her right foot. When
asked if he had documented'the edema in his
nursing notes of on the MAR, LIPN #2 stated that
he “was not sure.”

Review of the nursing notes on September 4,
2009, al approximataly 2:30 p.m., dated August
29, 2009, an review cf the cumrent MAR revealed
LPN #2 did not document @dema abserved on
Client #2's right foot.

On Saptember 4, 2008, at appmximataiy 350
p.m. interview with LPN #1 revealed that when
edema is observed, nurses should document it in
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the nursing notes and on the MAR. Furthes
intarview with LPN #1 revealed the primary care
physician (PCP) should be notified. Al the time of
the investigation, the facility failed to provide
evidence that Client #2's edema had been

documented as required,

4. The facility's nursings services failed to
address Clent #3's assessed physical therapy
needs (specifically, rapositioning every hour).

On September 3, 2000 at 3:10 p.m_, interview
with a direct support etaff person revealad that all
clients were repositioned every 2 hours, This was
repeated by another direct support staff person
during her intarview the next marning at
approximately 9:68 a.m.

On September 4, 2000 beginning at 12:16 p.m.,
review of Client #3's physical therapy assessment
dated June 4, 2009 revealed that the PT had
recommended that she be repositioned every
hour. Subsequent review of her Individual
Support Plan (ISP) dated June 22, 2008 and
Heaslth Management Care Plan dated June 19,
2009 revealed that both plans had not been
updated to reflect the PT's recommendation.
There were no QMRP reports or notes available
for review for June 2009 in Cliant #3's recom.
Revigw of the signature sheat for the June 22,
2000, ISP meeting revealed that the PT had not
been in attendance. The QMRP and Supervisory
RN were unavaliable for interview during the
investigation and the Assistant Residential
Director stated that she was previously unaware
of the PT recommendation. There was no
evidence that the PT's recommendation for
hourly mpositioning had been brought to the
interdisciplinary team's (IDT) attention by the

1 QMRP.
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The PT came to the facility during the September
4, 2008 Exit conference. He stated that the
recommended hourty repositioning was specific
to Client #3 and her needs. He did not recall
receiving any inquiries from the QGMRP or others
on the IDT regarding the recommendation during
the meeting or in the 2 months since then. He
reiterated his concern for Client #3's skin imegrity
and the need for hourly repositioning.

it should be noted that staff documentation on
Client #3's rapositioning chart indicated that she
wzs in har wheaslchair for the 8 hours betwaen
8:00 a.re. - 2 p.m. on Saturdays and Sundays
throughout the months of June, July and August
2008.

There was no evidence that the facility monitored
the chanl's repositioning chart to ensure staff
adherense to her repositioning schadule.

5. The facility's nursing services falled (o ensure
that Client #4 recelved eight cups of fluid daily as
prescribed by the nutritionist.

Observation on Septamber 3, 2009 at 6:46 am.,
revealed Client #4 drinking milk and juice.

Review nf Client #4's mealtime protocol dated
September 14, 2008, on September 3, 2009, at
approximately 11:30 a.m., revealed staff should
provide at least eight cups of fluld daily. Review
of Client #4's fluid intake sheets dated May 2009,
through August 2008 indicated that the clent
consumad four to six cups of fluid dally. Further
review of Cliant #4's records revealed a health
management care plan dated May 20, 2009
states staff should provide six to eight cups of
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fluids if not contraindicated.

Interview with the License. Practical Nurse on
September 4, 2009, at approximately 2:00 p.m.,
confirmed that the HMCP recommended six to
aight cups of fiuids dally, Additional Interview

_ confirned that Client #4's fiuids intake sheet

indicated that she consumesd four o six cups of
fluids daily. At the time of the investigation, it
could be determined tha amount of fluids Client
#4's was: prescribed.
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