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1 A recertification survey was initiated on N e A
' November 9, 2070 and was concludad on : & ‘Lﬁ. P ¢
November 12, 2010 A sample of three clients 7 iy '
i was salected from a population of six women with ' 4 \ !
various cognitive and Intellectual disabilities, This
survey was injtiated utilizing the fundamentai | w120
| procaess. | |

}
b
l The findings of the survey were based on || This Standard will be met as |

- i
obsarvations and interviews with clients and staff - | evidenced by:
 in the home and at one day program, as wellas a | , '
l re;lew of client and administrative records, : Expired medications were removed
including inciden! reports, . ; .
W 120, 483.410(d)(3) SERVICES PROVIDED WITH ' w120 mmediately from #3's possession
| OUTSIDE SOURCES , and new medication ordered and

] The facility must assure that outside servicas

_meet the needs of each client. RN conducted training for all LPN

staff on medication administration, !
review and discarding of all expired l

delivered to the day program. The ! [1:20:/0

lTnis STANDARD is not met as evidenced by, ‘ T
' Based on observation, interviews, and record ' medications and delivery of

review, the facility failed lo ensure that clients’ day medicationsto the day program. In
programs administered medications that had not , d DI policy ail '
1 expired, fo one of the three clients in the sample. jaccoraance to D3 policy a

| (Client #3) ‘medications will be delivered by the

) LPN staff and signed by the day
‘program nurse to confirm receipt.

Cross-refer to W320. On November 10, 2010, an The RN will conduct monthiy day
LPN at Cliant #3's day program was observed isitatl dd
administering Albuterol via a nebulizer. program visitations and document

'"The finding includes:

Observation of the (abel revealed tha: the observatiens and interventions. RN
- madication had expired. Interview with the day . ;
; program RN indicated that a cusrent supply of ! will a?lso conduct at feast m?nth!v
| Albuterol vials had besn delivered by the facifity + medication checks to further ensure
|. on November 5, 2010, There was no EVidence. medications are current. !
* however, that the facidy had removed the expired: i
H 4
LABOAATORY DIRECTOR'S OR P}owoemsurp IEA REPRESENTATIVE'S SIGNATURE TITLE (48) DATE
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Any deficiancy statament t{ndlng with an asterisk (*) denoles a defickency which the institition may be excused from comecting providing it is detarminad that
other safeguards provide sufficlent protection Lo tha patients (See Instructions.) Excapt for nursing homes, the findings stated above are dlscicsabie 50 days
fallowing the date of survey whather ar not a plan of cotrection 18 provided. Fof nursing homes, tha sbove findings and plans of camection are disclosablo 14
days following the dala thesa documents are mads avallabie Lo the facllity. I deficlencies are cited, an approved plan of comection i3 raquisiie 1o continuzed
program participation.
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W 120 Continued From page 1 W 120 189
. medication or otharwise ensured that day :
program nurses would not administer it. This Standard will be met as ,
W 189 - 483.430(e}{1) STAFF TRAINING PROGRAM w1isa - evidenced by: '
| 1. QOMRP conducted training on
The facility musl pravide each employee with ;
i initial and continuing wraining that enables the lifting ar.'d transfers/fall i
employee to perform his or her duties effactively, prevention. QMRP will follow- |
_efficiently, and competently, up to coordinate additional
i training with the Physical i
. This STANDARD is not met as evidenced by Therapist on safe lifting and !
: Based on interviaw and recard review, the facility '
! failed to ensure that gl staff providing care and ! transfers/fall prevention. The
support received ongoing training ¢n transfer ' (ncident Management
| techniques and fall prevention, and tne provision ] Coordinator has received
i of effective perineal care to reduce the incidence [ , :
! of urinary tract infections, for four of the six clients . additional training to Include '
« residing in the facility. (Cllents #1, #2. #3 and #6) I| but not limited to; follow-up '
i }
 The findings Include. || on recommendations,
} | securing supporting I | 2.9 (D
- 1. The facility falled to document the provisian of | documentation as needed, 0Ngom
in-gervice fraining on lransfer technigues and fall ) q
| Prevention for all staff, as follows: | andanalyze systemic [ssuesto
g 10, 2010 be addressed in all homes and
On Novernber 10, 2010, at 9.14 a.rn., review of . . :
| incident reports revealed that on June 28, 2010, discussed in Safety Committee |
| at 5:30 a.m., a staff person ($1) began Meetings.
. tfransferring Client #6 from her bed into her The QMAP in coordination |
| whaelchair, The staff, however, was unaole to )
| fasten the seatbelt befors the client began sliding with the Physical Therapist
downward, and off (he wheelchair. The slaff ard Home Manager wili
. reportedly guided the client to the floor slowly ang . i
| without injury. Aceording to the cor'esponaing coordinate at least quarterly '
" investigation report, dated June 30, 2010, the and/or as needed training
clienl was morbidly coese and refused lo allow with the Physical Therapiston .
! staff to utilize tha Hoyer lift as recommended by . 1
1 the physical therapist (PT). The report indicaled fall preventions, programming
that S$1 had followed protocol while assisting the and adaptive equipment.
, .
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W 189’ Continued From page 2 W 188 ‘.
_client that morning. Further review of the '
I investigation report revealed that the sole
recommendation made was "in-service training f _ -
‘ on transferting.” . 2. The Nurse Practitioner
- conducted training on 12,2.10 I
 Staff in-service training records were reviewed in on perennial care and
. the facility on November 10, 2010, beginning at i
| 12:18 p.m. The review revealed that prevention of urinary tract ;
I infections. The RN's have [7_.2 0
' 3. There was no documented evidence that the ) ; . : ’
| staff person (S1) identified in the June 28, 2010 been charged with tracking |
| incident report invoiving Client 46 hac received and recording on a monthly 30 rrj
training on transfers and fall prevention prior to basis all UT1 infections for
| the incident. Additionally, there was no evidence i
| that the facility provided training or: t:ansfers for further analyzing. The MD and
i all staff a3 recommended on June 30, 2010; and, DON are developing and
b. There was no documented evidence that . ‘.explormg-addinonai I
facility staff had received training on the proper interventions to be !
| use of the Hoyer lift. interviews with the facility implemented in the upcoming
| coordinator (FC) and the daytime LPN revealed i . - ‘
i that staff routinely used the Hoyer fift while year which will assist in 1
| transterring Client #1. tracking, trending and d
) . . . .
. During the Exit conference on November 12, ic%enttﬁcatlon Cff sr.lfectlous
' 2010, the FC, RN and two LPNs present stated diseases to assist in reduction
that the PT had conducted training vn transfers of UTI"s. RN/LPN will conduct
+ and fall prevention, They acknowiedged, . - '
however, that the most recent documentation quarterly training or as :
; avaitable for review was dated August 21, 2009, + needed to include but not !
' with signatures irdicating thal the former FC and | L - .
+ & of the 15 direct suppoit staff (1/3) were in  limited to recognizing signs
‘ attendance. . and symptoms of illness and
!
UTI’s. '
. 2. The facility failed 1o document the provisian of I
' in-service training on perineal care and
, prevention of ufinary tract infections |UT!s), as
: follows: :
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W 189 | Continued From page 3 W 189
- On November 10, 2010, beginning at 3;00 p.m.,
; review of Clients #1, #2 and #3's medical records *
| revealad they had Fistories of recurrent UTis,
The clients' physician's orders {POs), dated
: September 1, 2010 revealed that each was
| prescrived Cranberry fruit supplements (475 mg
' capsules, two capsules three limes daily) and had
, orders for urinalysis laboratory studies and urine
; microblal cultures every three months  Their POs -
I and Medication Administration Records indicated
' that in spite of the ongeing monitonng and care,
} the three clients had experienced recent incidents
of UTls for which they received treatment with
" antibiotics. For exemple, Client #1 bagan a
_10-day treatment with Cipro on Augusi 3, 2010.

}

" Staff in-service training records were reviewed in
the facility on November 10, 2010, baginning at
12 18 p.m. The rov:ew revealed i at the most
! recent training on perineal care and JTi

| prevention had beer, presented on October 13,

- 2008 and Octobar 19, 2009. Staff in-service

! training records also snowed no evidence of

1 training {past or recent) of infection centrol
recognizmg the sighs and symptoms of illness.

' During the Exit corference on Novenber 12,

1 2010, the FC, RN and two LPNs present stated
that there had been training for stafl on
; recognizing signs and symptoms of iliness,

| including UTls; howaver, they acknowiedged that
" there was no docunientation availadic to review
for verification puspcses.

! It shouid be noted :hat failure lo ensure effective

"training for staff on perineal care and JTI
prevention is @ repeat deficiency. (See Federal

i Deficlency Report daiad December 1€, 2009 -

E Citatlon W192.4)

FORM ChS-2587{D2-89) Provious Verake s Lt wele Evant ID-WTXU1 Facllity I10: 09G130

{t continuation shest Paga 4 of 11



DEC-8-2010 11:88 FROM: T0: 2B24429430 P.12
C-8- : :

PRINTED: 11/29/2010

DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NGO, 09358-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDERISLPPLIERICLIA {42) MULTIPLE CONSTRUCTION- {%3) DATE BURVEY
AND PLAR OF GORRECTION IDENTIFICATION NJMBER, COMPLETED
A BUILDING
09G130 B. WiNG 11/12/2010
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, 2i? CODE

8520 18T STREET, NW
WASHINGTON, DC 20012

INDIVIDUAL DEVELOPMENT. INC,

X4 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION | xa)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
7AG | REGULATORY OR L3C IDENTIFYING INFCRUATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICENCY)

W 214 483.440(c)(3)(iil) INDIVIDUAL PROGRAM PLAN W 214

1 The comprehensive: functional assessment must
| identify the client's specific developmental and
" behavioral managernent needs.

' This STANDARD is nat met as evidenced by
 Based on observation, interview and review of

maedical records, th= facility failed fo ansure that | w214
i psychiatric assessmenis were conducted, for one i

; of three cllents in the sample. {Ciienl #3) E This Standard will be met as

The finding includes: ) " evidenced by:
» During the entrance conference on Navember 9, Psychiatric Assessment was
2010, beginning at 4. 10 p.m., the Facility . £ i
| Coordinator indicated that Client #5 received completed on 11.20.10 for person .
: psychotropic medicatans for her matadaptive #3 which address her axis |, 11, and I}

1D

, behavior, Obsesvations dunng the n-22ication '
!
I
1

| administration on November 9, 2010. 3t 6:10 diagnosis, side effects of

a.m., revealed that ihe client receivec Revia 50 medications and response to ()[g)\
. mg. Interview with the medicaiion nurse, during interventtons. The QMRP will
the medication adminisiration verified nat the . f
, client received this medication for her : request assessments in advance o
| maladaptive benaviors. expiration dates to ensure ongoing
* During the recore venbcation process on compliance with this standard.
November 10, 2010 21 approximatgly 3:00 p.m., DON/DRS will conduct monthly
i it was confirmed By lhe clie ni's current physiclan record reviews to further ensure
{ orders, that the clier  recelved Revia 50 mg, once : . L ot dard
' a day and Zyprexa 1 & mg, In the evering, for , compliance with this standard,

" psychotic behavior. T urther record review

revealed no evidence of & psychiairi: |
| assessment, Interview with the qualified mental . !
 retardation professionai on Novarnber 2, 2010,

at appraoximately 1(:3G a.m., confirrrad that the

facility failed to obtzin a psychiatric assessment 1
| for Client #3. There was no evidence that the
! client had been assessed by a Psychuavist to
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. determine the Axis | diagnosis to justify the use of
! the psychotropic madications,
W 249 ' 483.440(d)(1) PROGRAM IMPLEMENTATION W 249

- Ag soon as the interdisciplinary team has
| formulated a client's individuat program pian,
each client must receive a continuous active
trealment pragram consisting of needed '
! Interventions and services (0 sufficien’ number
and frequency to suppart the achievement of the
| objectives identified in the individuas program
plan,

|

This STANDARD is not mel as evidenced by:
Based on observation, staff interview a4d record
v review, the facility fared o implement zach
| cllent's individual proyrsm plan (IPP at accepled
| by the interdisciplinary taam (1D7T), jor one of the
| three clients in the sample. (Client #3)

Tha finding inciudes,

‘ During the Entrance conference on November 9,

i 2010, beginning at 4:10 p.m.. the facility

. coardinator revealed that Client #3 had an
Individual Suppart Plan {ISP) meetng on

i Novamber 5, 2010, On November 12, 2010, at

1 2:30 p.m., review of Cient #3’s speest and
language assessmen! dated Novermber 3, 2010,
revealed the followirg chjective.

| - Given verbal prompts, [ihe client] wilt compute
! coin and currency gombinations up to $5.00
| neaded to compiete a simple purchase

| W249

This Standard will be met as
evidenced by:
v 280

The QMRP has received additional | .
training on monitoring and cross mg
checking the IPP document at the
Itime of the ISP and monthly

ithereafter, timely impiementation

.of program objectives, The QMRP

has implemented the speech

program and updated the IPP. .

QMRP will foillow-up and address
concerns as they arise, DRS will

conduct monthly record reviews

and provide feedback and

"transaclion in the community for 8/1¢ lrials per direction for the QMRP,
_session for six conseculiva monthg a5 measured
i by program documentation.
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W 249 | Continued From page 6 W 249
“On November 12, 2010, at approximately 2:50
. p.m., review of Cliant #3's |PP, dated November
i 5, 2010, revealed no evidence of the
| aforementioned obieclive. i
In a follow-up interview on Novermnber 12, 2010, at
' 2:85 p.m., the facility coordinator and acting ' 'l
I qualified mentai retargatior professionzl l
| (AQMRP) acknowledged that the objective was 1
| notincluded on the {PP. She then indicated that
i she would inform the QMRP upon her return.
W 325 . 482.460(a)(3)(i) PHYSICIAN SERVICES 1. W 325 W325
' The facility must provide or obtatr anrual physical
examinations of each client that at a minimum This Standard wlll be met as
includes routine screaning laboralory evidenced by: !
'_ examinations as delermined necessary by the "
! physician, . :
CBC is indicated every six months for  {{.70:/(
'| person #1 as clarified by the PCP ' gy\gomci
| This STANDARD is not met as evidenced by: '
 Based on interview, and record rev.ew, the facility (Sf’e attached order.). The RN/LPN
provided routine labaratory testing as determined will develop a tracking format for
. necessary by the paysician, except for the laboratory studies schedules and ,
| following finding, affecting one of the three clients ! d to PCP :
in the sample. (Client #1) update In accardance to !
recommendations. RN will conduct
The finding includes weekly monitoring and provide
. On Novamber 12, 2010, beginning at 8.24 a.m., direction and feedback to include
1 review of Client #1's physician's orders (POs) training and other corrective actions E
| trom December 1, 2009 to Septemoer 1. 2010, . ; ith
revealed that beginning on June 1, 010, the to ensure ongoing compitance w
primary care physician (PCP) orderzd fur the . this standard.
1 client to have CBC - SMAC 24 tatoratory studies '
i performed every thee months. Subsequent ' !
' review of his medical records revealer:, the last ‘
. CBC - SMAC 24 zooralory study was completed - :
FORM CMS-2667{02-99) Previous Ve sicns Ohsoleie Evenl (D WTXU1 Facilily (0 09G130 If continuation shesl Page 7 of 11
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~on May 6, 2010. Interview with the licensed
practical nurse (LPiN) on later that vay, at 2:34
i p.m., confirmed that the studies were 10t
| completed as ordered The CBC - SMAC 24
" orders previousty had baen orderad for every six
“months. Further interview revealed lhat a
_ calendar that was maintained by the nursing staff
| for scheduling laboratory studies had not been |
i amended to refiect the June 1, 2070 change in w378
! frequency. The LPN then presented a calendar
i on which Client #1's next laboratory studies were This Standard will be met as I
! scheduled for November 18, 2010, evidenced by: .
" The facilily’s nursing services failec i maintain . _
jan effective interna. system to ensure that clients’ The medication has been ‘
. laboratory studies were performed at the properly stored. The RN '
« frequencies ordered by the PCP. ducted training for LPN staff i ]1! 20:(0
W 378 ' 483 460()(1) DRUG STORAGE AND warg  concuctedtraining for LPN sta

RECORDKEEPING

' The facility must sione drugs undas proper
i' conditions of temper atura.

This STANDARD 15 not met as evidenced by,
Based on cbservation, the facilily faied to slora

; for one of the six ciiens residing 1 the Tacifity.

i {Client #6)
" The finding inciudes:

I During the morniny nredication adir. niziration

. gbservation on Noveriber 9, 2010, at
approximately 7:35 a.m., the Licensed Practical
Nurse {LPN) was onserved removirg Client #6's

. botle of Foradil 12 mcg capsuie from the

i medicatlon cabinet i urther obsen xina of the

| blue pharmaoy label ultached to the cotainer

_alt drugs uncer proper condilions of remperature, .

to include medication storage, DY\%OIM/'
The RN will conduct medication

administration
observations/competency

reviews at least q 6 months for all

LPNs. The RN will check

individual's medications at least
monthly to ensure that all drugs |

are stored under proper

conditions. DON wili conduct
random checks at least quarterly :

of medications supplies to

further ensure compliance with

the standards set forth,

i
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W 378 Continued From page 8

’ revealed Foradll 12 mcg capsules should be

- refrigerated. During a face o face in‘erview with
the LPN on Novemer 8, 2010, at approximately

. 7:45 am.. the LPN stated thal the pharmacist had -

" advised nursing slaff to remove Client #6's

: Foradit 12 meg. capsaies from the refiigerator.

I On November 9, 2010, at approximately 9:35

I a.m., review of Client #6's medical chart revealed

" that the consulting pharmacist had dotumented a3
review of the client's medicalion reniren every

i three months. Howaver, review ol the

| pharmacist's notes revealed no evidence that he

! had instructed nurses to remove the Feradil from

" refrigeratlon, as reported eartier by tha LPN.

There was no evidence an effective system to
store all drugs under proper conditions of
1 temperature was remented,
W 381 483.460()(1} DRUG STORAGE AND
RECORDKEEPING
E The facility must stors drugs under ploper
' condions of security

This STANDARD is not met as avide nved by

" Based on observabon, interviews, ang record

! review, the faciity faited to ensure tha: all drugs
were stored under croper security, for one of the
three clients in the sample. (Client #3)

. The finding includes

s Cross-refer to W32C, \On Novemter 0, 2010, at .

. 11:55 a.m., Cltent 3%'s day program licensed

. practical nurse (LPN} was observed removing a2

) plastic bag from the tack of the clienr's
wheelchair. The LF'N was observed rawieving a
nebulizer maching and four tubes ¢i ,sibuterol

W 378

w 381 W381

This Standard will be met as evidenced by: Hm,](_‘)

Reference resp

onse to W378 and W120. Ow,)em{?

—

1
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K Continued From page 8

Suifate UD from a jdasiic bag. Seconds later, the
LPN was observed pouring a tube of Albuterol
_ Sultata UD inlo the nebulizer machine and
. administering it {0 the client. After the medication
i administration pass. intesview wilh {he LPN
' rovealed that the Aluuterol was transporied to and
' from the day progra:n by the resident:al staff. Al
_the Ume of the survay, the medicabion was being
: transported in & mzanoacr that falled ¢ 2nsure it
! was accessible to avthiorized perscningl only.
W 380 . 483.460{m){2){i) DRUG LABELING

! The faciity must re v.ove from use ouwaled
' drugs

This STANDARD  nul met as evidzncad by:

- Based on observaviun, stafl interview 20d record

* revigw, the facilily faiizd to ensure cuwated
medications were remnoved from usaye, for ong of
the three clienis inciuaad in the sarmzle (Client

"#3)

| The finding inchudes

: Observations were conducted at Clierl #3's day
program on Neovember 10, 2010, from 115 a.m.,
untd 12:25 p.mm At 11:55 a.m., the cay program's

licensed practical rnirse (LPN) was cl.sgrved

$ removing a plastic oag rom ine bsa. of Client

' #3's wheelchair, Ths LPN was opsevad

* retrieving a nebulizer raching ano f.r tubes of
Albuterol Suifate UL fiom the plasty tag
Seconds tater, the 1.PN was observed pouring a

‘ whe of Alouterot Sulfate UD into the nabufizer

| machine and admisistenng it to the chant,

| Interview with the LPN revealed thau ine client

' received nebulizer reaiment once a Guy while at
the day program, It sa0uld be noted wat Clent

EE

wW3g0 | wson
|

| This Standard will be met as
' evidenced by:

Reference responses to W120. RN
will conduct training and monitor [ lmafD
medication administration monthly. N
RN will conduct monthly day Wm‘
program visitations, and review
medications records and medical
supplies for compliance, Feedback
and corrective actions will be taken
; 88 the need arises. Medications shall
Ibe defivered to the day program to
'ensure proper handling of
. medication by authorized personnel
only.
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1 000 INITIAL COMMENTS . 1000
A ficensure was initiated on November 9, 2010 !
. and was conciuded on November 12, 2010. A !
sample of three residents was seilected froma
poputation of six women with various cognitive
and intellectual disabilities. This survey was ,
initiated utilizing the fundamenptal process. | 3504.1 Housekeeping
" The findings of the survey were based on “Thi : :
, observations and interviews with clients and staff This Statute '.w'" be met as !
- in the home and at one day program, as well as a | .' evidenced by: :
' review of resident and administrative records, ! ; '
including incident reports. ! . 1. The teather covering on the
; ' gurney has been replaced. :
1080, 3504, 1 HOUSEKEEPING : 1090 ] X
! ' 2. The carpetin the room. A g
, The interior and exterior of each GHMRP shall be * request has been sent to 12:2:/0
maintained in a safe, clean, ordesly, attractive, . : ;
and sanitary manner and be frees of maintenance department i ongere
. accumulations of dirt, rubbish, and objectionable for follow-up assessmentto |
odors. determine if new carpet s ’
required or the existing 14 IO
This Statute is not met as evidenced by: carpet can be L ONERNG
. Based on observation and interview, the Group ; . !
Home for Persons with Mental Retardation : repaired/professionally .
(GHMRP) maintainad the interior and extetior of cleaned. !
_the facility in 3 safe. clean, orderly, altractive, and .
| sanitary manner, except for the following ! The Hormne Manager will conduct
observations, for four of the four residents in the K . tal checks of
facility. (Residents #1, #2, #3, #4, #5 and #6) weekly enviranmental tnecks o |
\ the home aitd report afl |
. The findings include: maintenance ¢oncerns to the
Cbservation and interview with the facility maintenance department. The
. courdinator (FC) on November 10, 2010, QMRP will monitor at least i
! beginning at approximately 1:30 p.m., revealed flv t . ;
{ the following: : ~ monthly to ensure ongoing
. l compliance with this standard, :
“1. A gumey observed in the balhroom located on

Hazlth Reguiation Administation
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+ Each employes, prior (o empioyment and
annually thereafter, shall provide a physician's
certification that a health inventory has been
performed and that the employee ' s health slatus
would allow him or her to perform the required
duties,

This Statute is not met as evidenced by:
Basad on intarview and record review, the Group °
Home tar Persons with Mental Retardalion

" {GHMRP) failed to show evidence of a
physician's certification that documanted a health
inventory had been performed for 2 out of 12
professional consultants.

The finding includes:

On November 10, 2010, at approximately 1:00
p.m., the facility coordinator provided personnel

" records for all employees and consultants for
review. Thea personnel records reveated no )
avidence of current health certificates for the
social worker and the cccupational therapist. No ’
additionai information was presented for review
before the survey ended on Navermnber 12, 2010.

STATEMENT OF DEFICIENCIES e - {X3) DATE SURVEY
AND PLAN OF GORRECTION {X1) InggE:T%lg;mﬁﬁrﬁg?Rl? {X2) MULTIPLE CONSTRUCTION LETED
A, BUILDING
B. WING
HFD03-0033 ] 11122010
NAME OF PROVIDER OR SUPSLIER STREET ADDRESS, CITY, STATE, ZIP CODE
TREET
INDIVIDUAL DEVELOPMENT, ING. \?VSAZSOIJI:E%N. 5¢ 20612
x4y 10 SUMMARY STATEMENT OF DEFICIENCIES o0 PROVIDER'S PLAN OF CORRECTION 45)
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFY ING (INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{ 080" Continued From page 1 | [ 080 BRS04
the left side of the GHMRP had cracks in its |
+ leather covering. ]
2. The carpel in the living room had noticeable 1 Both the QMRP and Home
soiled stains. Manager will check and monitor
' The FC acknowledged the above-cited the adaptive equipment needs
deficiencies at the conclusion of the of the people to ensure that )
environmental walk-tnrough. equipment Is maintained in good |
3508 § PERSONNEL POLICIES 1208 repair and condition at all times,

QMRP/Home Manager will

docurment actions taken to

address and secure the

necessary-equipment and report
' to DRS any concerns follow-up.

Health Regulation Administation
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1222 3510.3 STAFF TRAINING 1222
' : 1 3509.6
! There shali be continucus. ongoing in-service !
; training programs scheduled for all personnel. 'Yhis Statute will be met as
This Statute is not met as evidenced by: . evidenced by:
. Based on interview and recerd review, the facility
i failed to ensure that all staff providing care and Both the Social Warker and OT
. 5upport recejved cngoing lraining on transfer \
techniques and fall prevention, infection control have current health certificates
- and the provision of effective perineal care to ' on file. it appears the . | | ]5_ 1D
: reduce the incidence of urinary tract infections, : :
! for four of the six residents ofr¥he facility. informatian was filed under ' Orqu
| {Residents #1, #2. #3 and #6) another consultant.
i PO . Administrative Assistant will
The findings include: .
continue to monitor and track
1. The facility failed to document the provision of compliance. DRS wili conduct
» in~sarvice training on transfer techniques and fall .
: prevention for ailgstaff. as follows: \ monthly}:evu?lm;s to further |
, ensure that all documents are
~ On November 10, 2010, at 9:14 am,, review of filed and curcent.
" Incident reports revealed that on June 28, 2010,
| at 5:30 a.m., 2 staft person (S1) began '
‘ transferring Residert #6 from her bed into her i
« wheeichair. The staff, however, was unable to 1
: fasten the seatbelt before the resident began
sliding downward, and off the wheeichair. The
staffl reporledly guided the resident to the ficor
slowly and without injury. According 10 the
corresponding investigation report, dated June
+ 30, 2010, the residenl was morbidly obese and
refused to allow staff to utilize the Hoyer iRt as
« recommended by the physical therapist (PT).
' The report indicated that 51 had followed protocol |
while assisting the resident that morning. Further
review of the Investigaiion report revealed that
the sole recommendation made was "in-service
, training on transferring.”
]
f i
Haalth Regulation Agminlstration
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1222 Continued From page 3 1222 !

» Staff in-service training records were reviewed in '
the facility on November 10, 2010, beginning al
' 12:18 p.m. The review revealed thal:

I
a. There was no documented evidence that the
staff person (S1) identified in the June 28, 2010
incident report involving Resident #6 had
received {raining on transfers and fall prevention
prior to the incident  Additionally, there was no
. evidence that the facility provided lraining on )
« fransfers for all staff as recommended on June  °
30, 201Q; and,

b. There was no documaerled evidence thal
facility staff had receivad training on the proper
' use of the Hoyer Jift Interviews with the facility
i coordinator {FC) and the daytime LPN revealed
I that statf routinely used the Hoyer «ift while
transferring Resident #1,

During the Exit corference on November 12,
2010, the FC. RN and two LPNs present stated
that the PT had conducted training on transfers
and fall prevention. They acknowledged,
however, that the mosi recent docomantation
+ available for review was dated August 21, 2009,
i with signatures indicating that the former FC and
' 5 of the 15 direct suppont staff (1/3) were in
i attendance,

2, The faciiity failed to document the provision of
in-service ltraining on peringal cara and
prevention of urinary tract infeclions (UTIs}, as

1 follows:

" On November 10. 2010, beginning at 300 p.m.,
review of Residents #1, #2 and #3's medical
records revealed tney had histories of recurrent
UTls. The residents’ physician's orders {POs),

' dated September 1. 2010 revealed that each was

Health Regulation Admlinistration
STATE FORM wey
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#3 had been hospitslized from September 26,
| 2010 through Octeber 21, 2010, and returned to
‘ the day program on Nevember 10, 2440,

! Review of Clien} #3's physician ordets dated
November 23, 2010, on Novembar 10, 2010, al
12:10 p.m., revealed that the clien! was
prescribed Albuterol 2.5/3 mi via! neb, cne vial

i avery four hours while awake for shoriness of

i breath (SO8) or wheezing. Review of the

' medication package revealed that the pharmacy

| 1abe! had an expiraion date of May 15 2008, and |

{ the box tabei had 31 gxpiration date ot February
2010. Interview with \he day program LPN and

| registered nurse (RM; after the mede:slion
administration, confinned the expired dales. In

. addition, the day program RN ackr.owledged that

- the facllity had delivered new madications

: {Albuierol} on November 5, 2010, at the case

l conference meeting.

)
|
e
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| prescribed Cranberry fruit supplements (475 mg
capsules, two capsules three times daily) and had’
orders for urinalysis laboratory studies and urine
microbial cultures every three menths. Their POs

- and Medicatlon Administralion Racords indicated
that in spite of the ongoing monitoring and care,
the three residents had experienced recent

v incidents of UTIs for which they recelved

| treatment with antibwolics. For example, Resident

. #1 began a 10-day treatment with Cipro on

- August 3, 2010.

|

i Staff in-service training records were reviewed in

« the facility on November 10, 2010, baginning at

" 12:18 p.m. The reviev revealed that the most
recent training on perineal care and UTi

. prevention had been oresented on October 13,
200% and October 19, 2009. Siaff in-service
teaining records also showed no evidence of

. training (past or recent) on infection control and

. recognizing the signs and symptomis of illness.

" During the Exit conference on November 12,
2010, the FC, RN and two LPNs present stated
that there had been lraining for staff on infection
control and recognizing signs and syrmptoms of

. Riness, Including UTls: however. they

acknowladged that there was no documentation
available to review for verification purposes.

it should be noted that failure to ensure effective
training for staff on perineal case and UTI
« prevention is a repeat deficiency.

| Previously, the Slate Licensure Defciency
Report, dated December 18, 2009, inciudad the
following:

1222

Heallh Regulation Adminisiaton
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1222 Continued From page § 1222

! "Review of Resident #1's Medical Assassment

! dated November 5, 2009... revealed Residant #1

. had diagnoses that include Acute Cysilis, anda

- history of recurrent Urinary Tract Infections.

| (UTI's)... laboratory studies and review of
physician orders from December 2008 ihrough

* December 2009 revealed Resident #1 had

- urinary tract infections that required reatmant in

+ December 2008, February 2009 x 2, April 2009,

“June 2009, October 2008. and December 2009.

P

..ihe only documented staff training on :
! incontinence/peri-care was on October 13, 2009, '
! During a face-to-face interview with the consulling 3510.5(d)
, mental retardation professional on Decamber 18, :
' 2008, at approximately 3:56 p.m., it wes : This Statute will be met as
» acknowledged additional training was naeded in

the area of incontinence/pari-care. There was no - evidenced by;

documented evidence of continuing training

enabling the employees to perform Lheir duties The Human Resource

sffectively, efficiently. ard competently.” Department in coordination with

1 227 3510.5(d) STAFF TRAINING Cizgy ! theTraining Department wil 122:/0
! . | monitor and track compliance onGiol
Each training program shall include, but not be for CPR/First Aid, Staff are “90 ‘M\
limited to, the following: ‘ o N
provided reasonable notification
(d) Emergency procedures including first aid, that their documents will expire.

- cardiopuimonary resuscitation (OPR) the

Heimlich maneuver, disaster plans and fire Any staff who fails to attend the

svacuation plans; . scheduled training which is
| i, provided on a bi-weekiy basis
_This Statute is not met as evidenced by: , and periodic weekends will be
" Based on record review, the Group Home for ' removed from the work

Persons with Mental Retardation (GHMRP) failed : ;
to have on file for review, evidenci‘: of curre)nt schedule until the training has
; training in cardiopulmenary resuscitation (CPR), been completed.
. for two of the twenty-1hree staff, (Staff #4 and
 #20)
Health Reguiation Administration
STATE FORM s WTXU11 it continuation sheet & of 12
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1227 Continued From page 6 {1227

* The finding includes:

, Review of the personnel and training records on

' November 10, 2010, beginning at approximately -
1 2:15 p.m., revealed the GHMRP failed to provide

- documentation of CPR certification for Stalf #4 (a |
+ direct suppon staff) and Staff #20 {an LPN), !

+ The facility coordinator acknowledged these ]
deficiencias at approximately 3:10.p.m.

1401 3520.3 PROFESSION SERVICES: GENERAL 1401
PROVISIONS
| _ ‘ 3520.3
Professional services shall include both diagnosis
and evaluation, including identification of

. developmental fevels and needs, ireatment This Statute will be met as

| services, and services designed to pravent : evidenced by:
+ deterioration or further Joss of funclion by the f
resident. Reference response to W214.

; Yhis Statute is not met as evidenced by:
Based on observatlon, interview and record

' raview, the Group Home for Mentally Retarded
Persons (GHMRP} failed to ensure that
psychiatric assessments wera conducted, for one
of three residents in the sample. (Resident #3)

« The finding includes:

During the entrance conference on Novemnber 9,

2010, beginning at 4.10 p.m., the Facility

1 Coordinatar indicated that Resident #3 received |

I psychotropic medicatons for her maladaptive i

. behavior. Qbservations during the medication !
administralion on November 8, 2010, at6:10

; a.m., revealed that the resident received Revia 50

' mg. Interview wilh the medicalion nurse, dufing

!_the medication administralion verified that the : |
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" resident received this medication for her '

maladaptive behaviors.

During the record verification process on
- November 10, 2010, at approximately 3:00 p.m.,
it was confirmed bty the resident's cufrent
physician orders, that the resident received Revia
B0 mq, once a day and Zyprexa 15 mg, in the
aevening. for psychotic behavior, Further record
review revealed no evidence of a psychiatric
assassment, Interview with the qualified mertal
retardation professional on November 12, 2010,
at approximately 16:30 a.m., confirmed that the
facility falled to oblain a psychiatric assessment
. for Resident #3. There was no evidence thatthe
. resident had been assessed by a Psychiatrist to
determine the Axis | diagnosis to justify the use of
the psychotropic redications.

3521.3

1 422! 3521.3 HABILITATION AND TRAINING 1422 !
i Each GHMRP shail o habi o This Statute will be met as

ac shail provide habilitation, Iraining .
and assistancs to residents in accordance with evidenced by:

; the resident * s Ingividual Habilitation Plan,

1
' This Statute is not met as evidenced by
Based on observation. interview and record
_review, the Group Home for the Mencally
' Retarded Persons (GHMRP) failed to ensure
\ havilitation, training and assislance ware
provided to Its residents in accordance with their
_Individual Habilitzlion Plan (JHP), for one of the
| three residents In the sample. {Resident #3)

' The finding includes.

. During the Entrance confaerence on November 9,
2010, beginning at 4:10 p.m., the facihity '
i coordinator revealed that Resident#3 hadan |
; Individual Support Plan (ISP} meeting on -

Reference response to W249.

128100
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. November 5, 2610. On November 12, 2010, at

! 2:30 p.m., review of Resident #3's speech and
language assessment, dated November 3, 2010, .

: revealed the following objective.

- - Given verbal prompts, {the resident] wil
compute coin and currency comblinations upto |
| $5.00 needed to complete a simple purchase '
: trensaction in the community for 8/10 trials per
{ sassion for sik consacutive months as measured
by prograr documentalion. '

; On November 12, 2010, at appraximately 2:50
p.m., raview of Resldent #3's PP, dated
November 5, 2010, revezled no evidence of the
afarementioned objective.

In a follow-up interview on November 12, 2010, at
2:55 p.m., the facility coordinator and acting !
* qualified mental retardation profession.al

. (AQMRP) acknowledged that the objeclive was
not inciuded on the iPP. She lhen indicated thal
she would inform tne QMRP upon her return.

1484 3522.11 MEDICATIONS

Each GHMRP shall promptly deslroy prescribed
medication that is discontinugd by the physician
or has reached {he exoiration date, or has a3
wom, iltegible, or missing labet.

This Statute is not mel as evidenced by:

Based on observation, staff interview and record

- raview, the Group Home for Persons with Menlal

Retardation {GHMRP} failed to rermnove from use

medications that reached an expired date, for one’

, of the three residents in the sampte (Resident
#3)

| .
| The finding inciudes: !

1422

| 484

3522.11

This Statute will be met as
evidenced by:

(2310
! ong]omq

Reference responses to 378 and

W120.

ealih Regutation Adminisizallen

STATE FORM s

WTXUN

If continuation ghest B of 12




DEC-5-2016

i1:82 FROM:

Heaith Requtation Administration

TO: 2824423430 F.28

PRINTED; 11/29/2010
FORM APPROVED

5TA

ENT OF DEFICIENCIES
AND Pi OF CORRECTION

A1y PROWDER/SUFPLIERICLLA
IDENTIFICATION NUMBER.

HFD03.0033

B. WING

5
{X2) MULTIPLE CONSTRUGTION
A BUILDING

(X3} DAYE SURVEY
COMPLETED

11/42/2610

NAME OF PROVIDER OR SUPPLIER

INDIVIDUAL DEVELOPMENT, INC.

STREET ADDRESS, CITY, STATE, ZIF CODE

8520 15T STREET, NW
WASHINGTON, DC 20012

{4110
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{CACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC tOENTIFYING INFORMATION)

4]
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROWVIDER'S PLAN OF CORRECTION
{EAGH CORRECTIVE ACTION SHOULD BE

)
COMPLETE
DATE

QEFICIENCY)

—

| 484

1 500!

Continued From page ©

Observations were conducted at Resident #3's

" day program on Novamber 10, 20140, from 11:15

a.m., until 12:25 p.m. At 11:55 a.m., the day
program'’s licensed oracticat nurse (LPN) was
observed removing a plastic bag from the back of
Resident #3's wheelchair The LPN was
observed retrieving 2 nebutlzer machine and four
tubes of Albuteral Sulfate UD fror the plastic
bag. Seconds later, the LPN was observed
pouring a tube of Albuterol Sulfate UD into a

- nebulizer machine and administering it to the

resident. Interview with the LPN revealed that the
residen! received nebulizer treatment once a day
while at the day program. N should De noted that
Residant #3 had been hospitalized from
September 26, 2010 through Oclober 21, 2010,
and retumed to the day program on Movember
10, 2010.

Review of Residen: #2's physician orders dated
Novembar 23, 2010, on November 13, 2010, at
12:10 p.m., reveaied that the resident was
prescribed Albuterc! 2.5/3 mi vial neh, one vial |
every four hours wnite awake for shortness of
breath {SOB) or wheering. Review of lhe
medication package revealed hat he pharmacy
iabel had an expiration date of May 15, 2009, and
the box labe) had ar expiration date of February
2010. Interview with the day prograrn LPN and

. registered nurse (RN), afier the medication
" administration, confirmed the expirad dates. In

addition, the day arogram RN acknowiedged that
the faclity had delvered new medicalidns
(Albuterol) on Novermuoar 5, 2010, at the case
conference meeting.

3523.1 RESIDENT'S RIGHTS

Each GHMRP residence director shall ensure

1 484

1 500
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that the rights of residents are observed and
_ protected in accordance with D.C. Law 2-137, this.
' chapter, and other applicable Distnet and federal
. laws,

This Statute is not met as evidenced by:

Based on observation, interview and record

raview, the Group Home for Mentally Retardation

1 Persons {(GHMRP) failed ta ensure the rights of
raesidents were obszrred and protected in
accordance with 0.C. Law 2-137, this chapler,

- and other applicabla District and Federal Laws,
for one of three res.dents included n the sample,

{(Resident #3) :

« The finding includes-

7-1305.05 (h) ...."All prescriptions for

. psychetropic medications shall be vritten with a
. termination date, whizh shall niol excaed thiny

! days"...

| The GRMRP's primary care physicion falled to

' ensure orders for psychotropic medisations had a .
termination date which did nol exce a4 thirty days
as for sign physigiar orders {(POS), for one of the .

" {hree residenls in the sample. (Resident #3)

Observations during the medication
. administration on November 8, 201§, al 6:10

" a.m., revealed that tae resident recerved Revia 50 '

mg. Interview with the medication nurse revealed
that the resident received this medicaiien for her

| maladaptive behav.os. :

' Review of Client #3's FOS dated September 1,

'+ 2010, on November 10, 2010 a1t approximately
3:00 p.m, revealed that the resident was

- prescribed Revia 50 mg, once a day and Zyprexa

X4m SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION - ™5}
PREFIX - {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE - COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
1500 Continued From page 10 § 50C

3523.1 Residents Rights

This Statute will be met as
evidenced by’

The erder for psychotropic
medications is written to reflect
a termination date which does
not exceed thirty days . The RN
will review all orders at least
once a month and/or when new
orders are prescribed to ensure
! + ongoing compliance with this

. standard,

D0

OngIn]

Heatth Regulation Administration
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15 mg, every day. .

Interview with the icensed practical nurse on ) ;
| November 12, 2010, at approximately 10:00 a.m.,

. confirmed that the #ast POS were dated

. September 1, 2010.

r
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