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A recertification survey was conducted at this
facility on Novamber 16, 2008 through November :
20, 2009. Due to systemic deficient practices
identified during the 2008 recertification survey,
as well as during an investigation conducted on
August 26, 2009, the State Agency determined
f that the full survey process be used during the
survey. A random sampling of four clients was
selected from a residential population of eight
fernales with varying degrees of manta!
retardation and physical disabilities.

The results of the survey were based on
abservations in the home and at two day ]
programs. Administrative, nursing and direct care
staff interviews wera conducted, as well as a
i review of clients' and administrative records:
. including a review of the unusval incident reports.

Based on continued systemic daficlencles with its

health care delivery, the faciiity was found not to

be in compliance with the Conditions of

Participation in Health Care Services and

Governing Body.

W 102 | 483.410 GOVERNING BODY AND w102
 MANAGEMENT

: The facility must ensure that spacific governing
body and management requirernents ara met.

This CONDITION is not met as evidenced by:
Based on observation, interview and record
review the facility's governing body failed to
malntain generai operating directicn over the ‘ ;
facility. [See 104). g ‘ _ |

LABORATORY DIRECTOR'S DR PROVIDE;UPPUER REPRESENTATIVE'S SIGNATURE &T@ ~ /(XB) TE 55

Any deficlency stat;mant ending with an asterisk (*} denotes a deficlency which the institution may be excured from correctihg providing it is datermined that
other safeguards provkie sufficient protactien to the patiants. {Sea instructions.) Excapt for nursing homes, the findings statad dbove ars disclosabla 90 deys
following the date of survey wheither or net a plan of correction is provided. For nursing homes, the above findings and plang of ot tlon ere disclosable 14
days following the date these documents ara made avatiable 1o the facility. If deficiencies sre cited, an approved plan of correcion is requisite to' continyed
‘program participation, .

3
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W 102 | Con-inued From page 1 W 102
The resuits of these gystemic practices revesled
the tacliity's Governing Body failed to adequately
govem the facility in @ manner that would ensure
ead client's health and safety. [Ses also W318]

W 104 | 483. 110(a)(1) GOVERNING BODY W 104 .
The jovarning body must exercise general policy, W 102 - f'

budg et, and operating direction over the Tacllity.

This STANDARD is not met as evidenced by:
Bastd on otiservation, staff interview, and record
review, the facility’s governing body falled 10
-exersise general operating direction over the
faciliy as evidenced by defliciencies cited below
and :hose cited throughaut this report,

The -indings include:

1. Te Governing Body failed o ensure its
professional sarvices dated all entries
documented in the madical records. [See WY 14}

2. The Gaverning Body failed to develop and
implement an effectiva system for the oversight of
s@rvi Jes provided by contracted agencies. [Sée
Wi12]

3. T'ie Govemning Body falled to ensure nurse(s)
utilized through an outside agency, were trained
prior to providing care and services to the clients.
[See W192]

4. The Govering Body failed to ensure the
staffing agancy previding nursing services
subiritted all needed documaentation to the group
homs) as avidenced below;

This Condifion will be met
as evidenced by: g

The Governing Body has |
faken steps to abate the [
systemic deficient’ P
practices. These steps
include but are not

limited to; hiring d

physician as Medical
Director; hired a Nurse.
Praciioner, assigned o

new Director of Nursing
{(DON), recruiting and

hiring staff nurses; and
implementing training in
health supporis for nurses
and nondicensed staff.

See response to W104.

| 1oy

WQD"M‘,
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W 104 | Con'inued From paga 2

On Hovember 16, 2009, between the hours of
5:00 p.m. and 8:30 p.m., a Licensed Practical
Nur=e (LPN) administered the evening
medications to all eight clients in the facility. A
diffe ent nurse was observed administering the
medications on the evening of November 17,
200:). During the evening of November 18, 2009,
a thid nurse was observed administering

med cation to the ciients.

interview with the Supervisory Registered Nurse
on MNovember 19, 2009 at approximately 5:00
p.m. revaaiad all three nurses were contractad for
services through a staffing agency. Further
interview and record review on the same day at
appr ximataly 5:08 p.m., revealed the facility did
not -ave the following infermation availabie on file
for riview as required by District of Columbla
Muricipal Regulations (DCMR), Chapter 3500:

a. Crpy of & service contract with the staffing
agercy [22 DCMR 3508.6)

b. Hesalth records of the contracted nurses [22
DCWVR 3509.6]

¢ Cimpetencies of tha nurse to enable them to
care for clients with disabilities; and [22 DCMR
351¢.1]

d. Verification of professional credentialg
(licerzure) of gach nurse who had provided care
in the: facility. {(22 DCMR 3520.2(e)]

There was no evidence that the facility had
secued and maintained the hecessary
administrative documentation, prior to ailowing
contract nurses to provide care to the clfents

| residing In the facility.

W04

|

wios |
This Standard will be met |
as evidenced by: -~ | |
|

I

1. See response to W114
2. See response to W120 ‘

3. See response fo W192 |
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W 104 | Continued From page 3 W04 WID"‘ . !
5. [Cross-refer to W368] Tha Govarning body 4. The Goveming Body !
failec to develop a policy/procedure for ' .
replenizhing medications as evidenced below: terminated the use of
confracted agency !
During the medication pass observation sn nurses. The Goveming :
Nowembar 16, 2009 at 7:00 p.m., Client #1's Body secured i
Matamucil and Cliant #2's Zosor wers not a drr):' nistrativ /2 2309
avail able in the facility for administration. Review ! a e . M?”" ¢
of th facility's Health Care Protocol Manual on documeniation prior to
November 19, 2008 at approximately 1:30 p.m. allowing coniract nurses
faileci to evidenca a policy/pratocal for to provide care {o the
replenishing medications. : :
W 114 | 483.410(c){d) CLIENT RECORDS wie|  Sllents. A contract ?

‘record must make it legibly, date it, and sign it

This STANDARD is not met as evidanced by:
Based on intarview and record review, the facility
failec’ fo ensure that persons making entries into
the medical record dated thair enfries for four of
four cliants included in the sample. (Cliants ",
#2, #3, and #4)

Thea tinding includes;

Durirg the record verification conducted from
November 18, 2008 through November 19, 2008
the following deficient practices were identified:

Revirw of Client #1's medical record, revealed
the p-imary care physiclan (PCP) failed to date
entries made when he reviewed consultation
documents and when countersigning
interim/telephone orders. The nursas also noted
this oeficiént practice. In addition, the PGP only
documented the month and year of his manthly
assexsments and failed to document the exact

include hediits -
cerificates and

was obidined., The
Human Resources
Director faxed the

HR will review

submit required

ofientation prior to

verification of license : P

necessary information to
the group home site g
during the survey period. I

_policies/protocols and
make modifications as ;
needed to ensure that
all contracted nurses

documeniation and
complete a thorough

rendering services. The ! |
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W 114 Cominued.Frum page 4 W114] wiod, COhhnu&é‘ L
day <n which monthly assessments were
concucted. Governing Body will
Reviaw of Client #2's medical record o ensure that QA reviews l
view of Chen 'S ical record, ravea -
the |'CP failed to date entries made, when he and sign the documents |
reviewed consultation documants, and when to verify training and
courtersigning interim/telephone orders. The administrative
nurses also noted this deficlent practice. in documents are
addiion, the PCP only documented the manth com pI efe
and -rear of his monthly assessments and failed -
to dccument the exact day on which monthly w114 ) !
-assetssments were conducted, )
. This Stondard will be met
Revizw of Client #3's medical record revealed the as evidenced by: 3
PCP failed to date antries made, when he I 12 0
reviewed consulfation docurnents, and whan The ' | & 59,?1
e an y T . . . | - dﬂ P
countersigning interimtelephona orders. The . Med’CgN i . | !
nurs:s also noted this deficient practice, In DlreCf(_Jf/ D ‘W| review |
addrion, the PCP only documentsd the month and discuss with the PCP !
and vear of his monthly assessments and failed the failure to dafe |
te decumant tha exact day on which monthiy " er trie i
asse ssments were conducted. © . s. The BN and . l
assigned nursing staff will |
Reviaw of Cliant #4's medical record revealed the review all physician *
PCP failed to d?:ﬂ eﬂﬁ;ﬁ made, Whe: :,ﬁ orders, monihly notes
reviewed consultation documents, an en
\ cerns Qs
counlersigning interimAelephone orders. The ;Jhnd qqdre?hcoﬁ di Z?
nursus also noted this deficient practice. In ey anse. Ihe Medic
eddition, the PCP only documented the month Director will continve to
and vear of his monthly assessments and failed consult with the PCP ond
to document the exact day on whish monthly provide needed
asseisments were conducted. iaht 1 ‘ that ‘
W 120 | 483.410(d)(3) SERVICES PROVIDED WITH wige|  Oversight o ensure ha
OUT 3iDE SOURCES all of the records are
" dated and signed the : l
The facility must assure that cutside services e
meei the needs of each client. dCIY and month th
‘ assessment or enfry was
made per regulaiion.
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W 120 | Continued From page 5 - W 120 !
This STANDARD is not met as evidenced by:
Based on obsatvation, interview, and record
review, the fadility failed to impiement an effective w120

systeum for oversight of sarvices provided by
contracted agencies for two of four clients in the
samnle (Cllents #2 and #3)

The indings include:

1. Tt @ facility failed to ensure that the day
program implemented each active treatment
prog-am in accordance with the Individual
Suprort Plan for (ISP) for Client #3.

On Movember 17, 2009 at 12:30 p.m,, Client #3
was Jbserved dozing intenmittently as she sat at
the table with her peers. The instructor was
obse-ved attampting to awake the client to
enge e her in a tabletop activity. After apening
her eyes for brief periods, at 1:05 p.m., the client
continued to doze in her wheelchair. Interview
with *he day program staff revealed that Client #3
was isuslly sleepy after baing administered her
tube ‘eeding by the nursa at 11:00 a.m.

The rurveyor asked staff about the client's
oppo:tunities for community outings, The staff
was 1ot aware If the client had been on any
recert community outings while at her day
program. Subsequent review of day program
records on November 17, 2009 at 1:17 p.m,
ravezled one community outing was documented
in 2009. According to the cliant's day program
indivifusized treatment plan, she had a desired
outcoms to increase her community inclusion, To
achie ve this outcome, tha interdisciplinary team
(IDT) recommended a day program goal to
increqise the client's munity integration. The
cofresponding objective was that, “With staff

This Standard will be met as ‘-}
evidenced by:

1. The QMRP, Home Manager
and Nursing staff are cumrently | | |
required to visit the day 't
program sites at least twice '
monthly. A check list will be
developed fo for the i
designated managers/nurses | i
to ensure that active Pl
freatment programs and

other program interventions E
are adequately monitored | i
and corrective actions are
taken fo address the i
identified concerns. The : :
QMRP will diso coordinate as | | i
needed with day program | | .
staff fo ensure that stoffare  + | |
competently trained on each| | i
individual's freatment plan
and its implementation, and | i
can accurately document
progress foward goals. - it

iy
i
|
i
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W 120 | Continued From page 6 w120 W20
assistance {client] will visit ralavant places of
interest in the comrnunity once a month for thrae ‘ ;
conecutive months.” At the time of the survey,
the 1aview of day program records revealed the A
cliert had achieved 0% succass on this objective . .
and did not visit the community. There was no r e fo # |
evidanca tha ubjective had been implementsd as 2. See respons t ! il i
recomimended. above. The designee wi | 1. 2007
verify that day program staff En1geen
2. The facility failed to coordinate services whh have been frained on the il
the rlay program to ensure ts staff was trained to mealtime protocol, and will S
acci-rately implement Cliant #2's mealtima . . } : l '
praticol as evidenced below: mc}'r_“'c'” a copy of he, \ |
fraining agenda and sign-in ;
On Movember 17, 2008 at approximately 12:25 sheet completed by the "
p.m. the surveyor an the day program case [
man ager observed a direct cara staff feeding day prer?m‘ The il obs i
Clietit #2 her lunch. The client's mealtime QMRP/ designee will observe :
probicol, dated Navernber 8, 2008 was observed the medaltime protocol at i
on ti e table, near the client. As the staff the day program ot ieast e
presanted each spocn of food to thie dient, she Cl
tiltec her head backward and opened her mouth. once monthly for three | .
She also positioned her head in this manner as months f? ensure that the | ]
she accepted water {regular consistency) from a protocol i executed ol
spout cup. properly. This process will be il
The :ase manager stoppad Client #2's lunch at mpierr: enied whenever the .
appraximately 12:30 p.m. and Interviewed the person’s mealtime protocol
staff who was serving the meal and reviewed the is revised unless otherwise |
clian's meattime protoce! with him. Dyring the documented by the IDT. if
interriew, the case manager explained to the staff ' ! !
that according te Client #2's Mealtime Feeding Ll
Protocol, the following interventions were Kl
recornmanded;
a, Nrictar thick liquids.
b. Keep her head upright at (70-80 degrees) in o
her whaegichair, b
¢. Verbally cue her to close her mouth [and] take i
FORM CMS-2587(D2-68) Prawivus Versions Obsolete Event 1004211 Fachty iD: 09G121 i continvation sheet é&, T of a1
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W 126 | Continued From page 7
the frod from the spaon.

After verifying the information in the Mealime
Feacing Protocol, the day program case managar
rediracted the staff who was faeding Client #2,
and sadvised him to ensure that each of the above
interrentions should be implemented as

Therz was no evidence at the time of survey 1o
subsiantiate that the day program had ensured
each staff was provided affective training and
adecuate oversight for implementation Client #2‘5
mealtime protocol.

3. The facility failed to ensure that nurses
contracted by an outside agancy were trained
prior to providing care and services to the clients
as evidenced below:

On Movambar 16, 2008, at 8:10 a.m, the
Registared Nurse (RN} informad tha survayor of
an incident that eceurred on November 15, 2008,
According to the RN, an agency nurse (LPN #1)
inforined her that medications for Client #4 was
not sdministered at noon as prescribed due to the
clien's not being in the fadility. A comesponding
Incid2nt report reflacted that the clients were not
back from an ouling at the time of the med pass.
Howaver, interview with direct care staff #1 on the
samc: day at 10:28 a.m. revealed the dients did
not lave the facility untii 3:00 p.m. and retymed
betwzen 4:30 p.m. and 5:00 p.t. Review of the
Medization Administration Record (MAR) for
Client #4 reflected the cliant was 1o receive
Depakote 125 mg and Dilantin 100 mg at 12:00
noor, The MAR further revealed that the nurse
had circled the date and documented on the back
of ths MAR that the client was fiot back from &

W20 \N LD

3.Seeresponse to W104.4, | |/2/2%09
The DON will review and ~ :  [o%19P/«
update cument fraining L [
manuals for Agency Staff. A’ :
policy will be developed fo |
ensure agency staff gre
trained and demonsirate

the competencies prior fo |
providing care and services ,
to the people served. The |
goveming bodly is no longer .
using agency services. This = | |

1 ingident was reporfed to the | '
agency dlong with a follow-
up written comptiant.
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W 120 | Caminued From page 8 W 120 WVU:) : '
community outing, Review of tha Medication i
Varinnge Report dated November 15, 2009, g
reve aled that the physician was informed of the . i
incicent, and instructed the RN to administer the : ' : i
6:00 p.m. dose as prescribed. ! gt
The focilty folled " 4. The Nuiritionist standards /i b?-o'ﬁ
4. The facility to ensure the nutitionis? * t R ‘
prov-ded standards for the thickening of liquids fq:‘;hlckelmng ofiiquids m:q‘m‘]
with applesauce for Client #2, With applescuce to o |
. ~nectar consistency. :
On Movermber 16, 2009, at approximately 2:00 Training wili be conducted &
p.m. the staff served Client #2 milk that appeared f 8t 0
o heve been slightly thickened. Further Ocl;S‘fCIff 1:'0 IenSL.".e that it is | i
obse rvation of the liquid revealed it was netof a aaequately mixed and ; I
unifcn consistency, and still appeared thin, even meets the needs of the Bt
though some applesauce was visible at the person/s served. Ik
bottem of the cup. s
Acc: rding ta the staff, applesauce was used to The QMRP/Home . i
thickan liquids. Staff, howevar, acknowledged that Manager and nursing staff
the liquid was not the correct consistency. When will continue to conduct h
asked how much applesauce should be added to meci observcﬁons, check Nk
the liquid to thicken i 1o the required consistency, . i
staff stated that they add applesauce until the g:oqs:sfency Of foods and
liquir! is of the correct consistency. The RN added liquids and direct staff as i
two 10 three more tablespoonful of applesauce, needed as well as fo | |
until the milk was thickened to & nectar : P - |
consigtency. During interviews with the RN and pro‘fldefrh}r?edlofe follow i il
the 1"MRP on the saiie day, they both Uup. i.e. fraining when L
acknowledged the nutritionist did not provide probiems arise. ) '
specific instructions on how to thicken liguids to a ' !
nectiar consistency using applesauce. ;
The Nutritional Assessment dated October 13, i
200% reflected that the client " likes nectars, milk, i
and ‘vater mixed with applesaucs.” Further record e
review revealed no instructions had been i
provided fo the staff on how much applesauce to I
add 10 the liquids to obtain the nectar consistency, i
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Therzfore, the facility must ensure that olients
have the right to retain and use appropriate
personal possessions and clothing.

This STANDARD Is not met as evidenced by:
Based on obsarvation and staff interview, the

-facillry failed to ensure one of four clients in the

samgle was afforded the opportunity to dress for
varie § oeeasions. (Client #3)

The iinding includes:

On Novembar 18, 2009 at 5:30 p.m., ocbservation
of cicthing in Client #3's closat ravealed ihere
ware primarily sweat suits and athletic- type
spori swear avallable for her to wear,

Inteniew with the staif at that ime revaaled Cliant
#3 dii not own any dress elothing. Further
interiew with staff revaaled the clients take part
in difterent types of outings, during some of which
athielic type clothing/sporiswear may not be
appropriate attire. According to the facility's staff,
& request for funds was submitted on October 22,
2008 for the amount of $370.76 to purchase
winter clothes, ”

Recod review on November 18, 2009, however,
revezled no evidence the funds had been
released or approved to complete Client #3's

evidenced by:; |"1
Additional clothing iterns

- have been purchased for
client #3. The DRS will
conduct additional fraining
for both the QMRP/Home
Manager on policy and
requirements of mainfaining
adequate clothing supplies
which reflect personal choice,
maintained in good repair !
and accounts for a variety of
occasions and seasons,
QMRP/Home Manager are |
<iso expected to follow-up on /
requests for funds to ensure
fimely disbursement. /
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|
W 120 | Coni nued From page 9 w120 g
-l
Therz was no evidenca that the Nutritionist l
provided instructions to staff to ensure the client 1
rece ved fluids at a nectar consistency. i
W 137 | 483.-120(a)(12) PROTECTION OF CLIENTS w137 0
RIGITS Sk
w137 " i
1acili i - i ;
The 1acility must ensure the rights of all clients. This Standard will be met as 12 "]' y,
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W37 | Coniinued From page 10 w137
wintar shopping. .
W 156 | 483 430(a) QUALIFIED MENTAL W 189 h
RETARDATION PROFESSIONAL ;
g B ..
Each client's active treatment program must be 'W159 ] ? ) '
intesrated, coordinated and monitored by & Thi will be met qsi R T3 R
iy , is Standard S
qualified mental retardation profassional, e
evidenced by: /W
This STANDARD is not met as evidenced by: 1. See response to W120 :
Bas:d on observation, staff interview, and record o ;’I‘_-
review, the facility failed to ensure the Qualified ' _ iy
Mental Retardation Professional (QMRP) 2. See response o W120.2 l
coordinated, integrated and monitored services, R
for -iix of the eight clients in the sample. {Clients 3. See response to W137 _
#1712, #3, 34, #5 and #6) . : . |; :
| -
The findings include: 4. See response to W192 | |

1. T've facility's QMRP failed to coordinate and
integ rate services with Client #3's day program to
ensiite her objective to increase her community
inteyration was impismentsd as recommended in
har ndividual support plan. [Sea W20 and i
mdgl o
2. The facility's QMRP failed to ensure the .
coordination of cutside services forthe acourate
imphamentation of Client #2's mealtime protocol.
[See W120.2]

3. Tha facility's QMRP failed to ensure each
Cliertt #3 was provided with a variaty of clothing.

{See W137]

4. The facility’s QMRP failed to ensure all staff
were effectively trained to implament mealtime
feeding protocols. [See W192]

5. The facility's GMRP fallad to ensure the L

FORM GMS-ZSE7(02-89) Praviaus Varaitns Obsokit Evant ID: 42131 Faclity 10 096121 tf continuation sheet Page 11 of 41
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W 158 | Continued Fram page 11 W 159
coordination of cervices to verify the texturs of '
fluick; required by Cliant #2, [See Wa74] 5. Sge response to W476.
The Medical Director and

8. The facility's QMRP falled to coordinata with
nursing sarvicas to ensure Client #2 recgived five
to sb: small feedings as recommandations in
Modhlied Barium Swallow Study as svidenced
belowv:

On bovember 18, 2009 at 8:25 PM staff was
observad feading Client #2 2 pureed meal and
wate - for dinner. Immediataly after completing her
dinner at 6:45 PM, staff gave the client an eight
ounc2 serving of a creamy white beverage to
drink .

interview with the staff revealed that the drink was
Rescurce 2.0, a high calorie nutritional
suppiement. Further interview with staff revealed
the cient received Resource 2.0 twice daily
(breskfagt and dinner),

Record review on November 17, 2008 revealed
Clien! #2's Modified Barfum Swallow Study (MBS)
datec Septemmbar 18, 2007 recommended the
follewing: '

"Consider for five to six smailer meals a day,
giver the time it takasg for her to complete a single
swallow, (Swallowing fatigue can be a real factor
for her and resuit in aspiration). Five or six
small=r meals a day should be more optimal for
this patient.”

The raview of the physician's orders dated August
21, 2109, ravealed the client was to receive
Resource 2.0 twice daily with medieation pass.
The Fnnual Nutritional Asseszment dated
Octotwer 31, 2009, indicated the Resource 2.0

PCF will review the
recommendation for

Resource 2.0 at med pass to -

determine if it can be given
by trained staff as a smait

feeding as soon os the med )

pass Is completed by the

nurse for both moming and

evening med pass.. The

QMRP/Designee wil consult/ |

with the NUfritionist to
develop a viable plan for
five or six smaller medals as
recommended on the

|
|

. Barium Swdilow Study repori.

The Nuirifionist will train staff
on the new meal plan.
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W 159 | Cerinued From page 12 : W 159 : P T T ; .
was being given to the client twice daily with ) é. The' QMRP W‘ﬂl calt an IDT ‘ .
medication pass (as a high calorie nutritional meeiing to review the N
suppilement to promote weight gain) Barium Swallow Study and '
. ve the i i i ‘
Obs atvation of the evening medication pass on Festgl ¢ he IhCOﬂSéSéanles : )
Nevzmiber 16, 2009 and the morning medication 'n' © re_commen o
pas; on November 17, 2009 revealed that the thickening ‘ ' i
Resource 2.0 was not given as prescribed. ' recommendations fo : ¥
Inte: viaw with the nurse revealed that it was given laui il ‘ -
with the meals. The raview aof the November 2009 quids. Tl';e I%T W[l I ‘ ;
MAH, hewaver, revealed Resource 2.0 at 8:00 - approve the ?d ' /2 ..;W-aq
a.m and 8:00 p.m. was to be given by tho nurse recommendation, the ‘ i
with the medication as a small feeding between medaitime protocol will be ,
the meals. There was no evidence that Client #2 1 cormrecied, and siaff will be :

received five fo six smaller meals a day as s |
&ecriféfided in the MBS study. - frained to propery. - i ?
imptemeni and document ¥
7. The QMRP failed to ensue that Cliang #2's the profo(;ol. :
interdisciplinary team reviewad the Modffied g ‘
Barum Swallow Study (MBS) recommendstions o
to diztermine if a follow up study was warrantad, . . -

as evidenced balow:

a. C'n November 16, 2009 at approximately 2:00
p.m the staff was obsarvéd giving Client #2 milk
that appearad to have been slightly thickened.
Further abservation of the liquid revealed it was v
not >f a uniform canslstency, and =till appaared , s
thin even theugh sema applasauce was visible at - L
the Sottom of the cup. On November 16, 2009, at i
app-oximately 6:25 p.m., Client #2 was observad i
beirg given waterin & regular consietency while j
beirg fed har dinner meal. The nurse was o
obsarved giving the client regular consistency : vl
|

'7. Reference response to #6.

water with her medications on Nevembar 18,
20073 at approximately 8:30 p,m.

b. Cn November 17, 2000 at 12:25 p,m,, day

FORM CME-2567(02-0') Previous Versions Sbsolvie Event 02042171 Facliity 1D: 09G121 if continuation sheet F'abe 3ol 41
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Cont nued From page 13
program staff was obsaerved giving Client #2
reguiar consistency water to drink.

Inter/iew with the facility's Supervisory Registared
Nurs2 (R.N.) and the qualified mental retardation
professional (QMRP) oh November 17, 2009 at
approximately 2:48 p.m. revesled the client
should be provided liquids in the cangistancy
specifiad in tha mealtime protocol.

c. O November 17, 2009 at 3:00 p.m., the raview
of Cl ant #2's Maaltima Protocol dated November
8, 2(09 revealed it recommended that the
consistency of all liguids be "nectar thick, *
Acecrding to the Annual Nutritional Assessment
date.d October-31, 2009, the chent should -
cortinue to receive all "nectar thick” liquids, The
Anntial Speech Language Evaluation dated
November 11, 20089, which was completed by the
Spec:ch and Language Pathologist; (SLP)
howewver, stated that she “raceivas all liquids
thick 2ned to a honey consigtency.” It should be
noted, Client #2's currerit physician's orders.
daied September 1, 2009 prescribed “Thick
Liguds. *

Clier t #2's Modified Barium Swallow Study (MES)
datei Septembar 18, 2007, was raviewed o
detamine the recormmended food textures and
consistengy of liguids. The MBS Study reveaied
that 'he client wag reforred to assess the eticlogy
of coughing and {n determine currant safety of
swaliowing. The assessment revealed that, "Of
signiicant note was the cervical spine anomaly,
as the esophageal pathway for transfer of the
bolu:: was via an S shape ingtead of straight up
and down.” Continued review of the MBS Study
reve:zled the following recommendations:

W 159
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W 159 | Continued From page 14 w159 B
{1) Pureed foods and all kind of liquids continue ]
to bi: appropriate. ;

{2) *ihe should aitemnate food and liquid during
the meal with liquid halping to move the food
thraugh the swallowing system.

At tf-e time of the survey, there was no evidence
the AMRP had addressad the dirfsraljlt fAuid
consigtencies recammended by the IDT,

8. The QMRP failsd 1o ensure that Cliant 22's 8. See responses o #s 6 and
heal positioning during intake of food and Auids 7 above. z
was as directed in the Modifiad Barlum Swallow .
Stucy as evideniced beiow: ?. The QMRP/RN/designes |
Client #2s Modifid Barium Swallow Study (MBS) | - | - Wil ensure the day program 1
dated September 18, 2007, was reviewed 1o receives physicion orders |
determine the recommendad body positioning and health protocols as i

during food and fluid intaka. The study revealad !
that "Of significant note was the cervical spine So0n as ’rhey are approved . L

anoi naly, as the espphageal path way for transfor b.y fhe IDT. The
of the bolus as via an S shape instead of straight QMRP/RN/designee will %
up snd down." Continued review of the MBS ensure that day program Y
Stuay revealed the following recommendations: staff are frained to Col e
a. 5ne neads {o be repositioned to optimize her mplement and document t

PO i ttake. Ccare as oullined. Also, see
b. Raclining to 70-80 degrees is probably bast for response to W120.1 \ D

her, as it allows gravity to move food more ol
successfully from the front to the back of her -
mouth. :
<. Ke:ep as upright as possibie after mealtme has o
Besr: completed, to ailow for the peristaisis i
through the esophagus to be completed. i

Accrrding to the Mealtime Protoeol dated

Novamber 8, 2009, daveloped by the nutritionist,
staff should "Keep her head in an upright/neutral
posiilon throughout the meal” Intarview with the

FORM GMS-2687(02-9% Provious Vorsions Obisolela Event ID:J4Z111 Fagilly iD! 09G121 I continustion eheet Padk 15 of 41
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W 159 | Contnued From page 15 W 158 :
Supervisory R.N. and the QMRP on November ) o
17, 2208 revealed that staff should follow tha wi92
Mealime Protocol. : This Standard will be met
as evidenced by:
9. The facility's QMRP failad to intagrate sarvices | fﬂ ;3(_
to ensure that Client #3's day program was ; 1. Reference response to ‘ g -8 ’ ! ogl
infoirned of a prescribed change in diet, W369.1,2. and W104.4 and i
Intarviaw with the day program nurse revealed 5 i
that Client #3 was adiministered Arginaid e !
{(nutrGonal supplement) via G-tube at 11:00 a.m. 2. See response to #1 ,
Revi-w of dietary order available at the day above. Al nursing staff will :
pmgeag revealed the client was preseribed the : “receive further frainingon
Argiraid, ‘
Interviaw with the group home revealed Client use of proper adaptfive |
[ #3's- Amginaid had been discontinued; and-Progtat equipmentwhen L . |
101 liad been prescribed instead. Furthar administering medications
inter iaw with the RN revealed she instructed one : '
-accordance fo the
of th: house LPN's ta take the new diet order to nd on's mealfime
the day program, howaver there was no evidence person's mea ] '
that wer instructions had been followed. protocol. The RN will !
W 102 | 483.-30(e)(2) STAFF TRAINING PROGRAM w192, conduct random b
For empd b0 work with Gllents. e medication administration |
or employees who work with clients, training ' = rthe .
mus! focus on skills and competencias directed .Obsewahons 1"0 fu r b L
toward clients' health nseds. ensure compliance with i
this standard, RN will iake | *
Thie STANDARD ia not met as evidencsd by immediate comective :
& o [s éviden s N : 3 are
Based on obzervation, interview and record actions if problems - ‘ -
revie w, the facillty failed to ensure employees noted. A
were effectively trained to provide for each client's
health and safaty, for four of four clients in the 3. See rasponses to #1 !
samjie. (Clients #1, #2. #3 and #4) above, and fo W104.4and |,
The !indings include: W159.6. ;
1. The facility failed to ansure the nursing staff ' ' ' 2 i :
were offectivaly trained to procure prescribad ’ o
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Continued From page 16

mecications for Clients #1 and #2. [See also
War9, 1,2}

2. The facility failed to ensure the nursing staff
was trained to utilize the proper adaptive
equipment when administering medications in
accordancs with cllants’ mealtime protocols for
five of six clients in the faclity that recaived
medications by mouth as evidenced below:

During the medication administration
obsarvations conducted on Novernber 16, 2008
and November 17, 2009 revealed the following
daficiant practicas:

-8, During the evening medication pass -

obsnrvations conducted on Navembar 16, 20089 at
5:20 p.m., the nurse administered Cliant #5
medication, that had been crushed and placed In
appiesauece, The nurse then gave the client water
from tha 30 cc madication cup,

Rev-ew of Client #8 's mealtime protocol dated
August 31, 2009 revaaled that the client used 2
spout cup for drinking. Tha nurse fajled to usa a
spout cup when offering the client water during
the rnedication pass. It should ba noted that the
nurse that administerad the meming medication
on hovember 17, 2009 repeated the
aforementioned deficient practice.

b. During the evaning medication pass
obsesvations conducted on November 16, 2009,
at 5:50 p.m.,, the nurse administered medication
to Cient #1 that had been crushed and plagad in
applesauce. The nurse gave the dient water
from the 30 cc medication cup. Review of Client
#1's maattime protocol dated July 21, 2009

reve aled that the client used a spout cup or squirt

w192

9

|
4.See responses fo #s 1 |
and 2 above; W104.4; "
WI20.1. 2and .4 Wi59.6-
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bottle for drinking. The protoco! further raflected
1o ofier beverages from a spoon when she does
not eccept them from the cup or squirt bottie.
The wrse fallod to use a spout cup, squirt boltle
or th2 speon when offering the client watar during
the redication pass. It should be noted that the
nurs: that administared the moming medication
on November 17, 2008 repeated the
aforumentioned deficient practice.

<. During the rnoming medication pass
observation conducted on November 17, 2009, at
7:11 am., the nurse was observad offaring Client
#2 water from the 30 cc medication cup. Review
of th= maaitima protocol dated Novembar 8, .
200¢1, ravealed the client's liquids should be P
nact ar thick and offered from a spout cup. The o
rurs2 failad to adhere to the meaitime protocal.

d. Driring the moming medication pass
observation conducted on November 17, 2008 =t
8:03 a.m., the nurse crushed Cliont #4's
medication and placad it in applasauce before
giving it to her, Tha nurse then attempted to give
the dlient water from the 30 ce medication cup.

Review of Client #4's maaltime protocol dated
Qctober 18, 2009 revaalad that the: client should
be provided a spout cup for drinking liquids. The
protncol further reflects that tha client's fiuids :
shoild be served at a nectar consistency. The ‘ '
nurse falled to adhare to Client #4's mealtime
protocal.

e. During the Morning madication pass .
obs~wvations conducted on November 17, 2009 at
8:20 a.m., the nurse administered Client #7's
madication crushed and In applesauca . The
nurse gave the client water from the 30 cc

b
Ly
L
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mecication cup. Review of Client #7's mealtime
protacol dated January 16, 2009 revealed that the
cliert used a spout cup for drinking. The nursa
failed to utilize a spout cup, when offeting the
cliert water during the medication pass.

Interview with the RN on November 17, 2009 at
3:3( p.m. revealed the agengy nurses who were
resr onsible for the med pass had not received
trair ing to ensura the needs of each client,

3. Tne facllity failed to ensure the agency nursing
stal’ were trained to sdminister supplements as
ordered for two of four clients who receive
supnlementis as evidencad below:

8. yring the medication pass observations on
the avening of November 18, 2008 and the
morning of November 17, 2009, Cliant #2
recrivad her medications. During the medication
pas: observation verification conductad on
November 18, 2009 at 3:00 p.m. ravealed that
Client #2 was prescribed Resources 2.0 twice a
day with medications. Review of the Medication
Administrative Record (MAR) revealed that the
sup2lement should have been givan at 8:00 a.m.
with the medication pass. The nurse failed to
give the supplement as ordered,

b. ¢ n November 17, 2009, at 8:36 a.m., Client #1
was administered her medications. Record
raview on November 18, 2009 at 3:00 p.m.,
revealed that Resource 2.0 once a day was
preseribed to ba given with a.m. medications.
There was no evidence that the Resource was
given as ordered,

¢. Curing the mediication pass observation on
Novembar 16, 2009, at 8:45 p.m., Client #3
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race ved Reglan 10 mg via her Gastrostomy tuba.
The container indicated that the madication
shoudd be given 30 minutes prior to meals, The
nurea proceeded fo give Client #3 her Peptamen
250 >c bolus. The nurse informed the surveyor
that he Peptaman was the Clienis meal. The
nursa failed to give the mea! 30 minwtes afer the
Raglan as per order,

Further verification of the medication pass on
Novamber 18, 2009, at 3:40 p.m. revealed that
Cliait #3 was prescribed Prostat 30 ee's which
was o be given to the client at 5:00 p.m.
Howsver, the riurse was not cbserved

adm nistering the supplemant to tha dlient during

-ohse tvation from-5:00 p.m. through 9:605-p.m.-as

ordered.

4. The facility falled to ensure that each employea
working with Client #2 was affectively trained to
implament her mealime protoco! as evidenced
below:

a. Cn November 18, 2009 at approximately 8:25
p-m., the surveyor observed a direct care staff
feed-ng Cliont #2 hgr dinngr. The cliant's

mea ime protocol, dated November 8, 2009 was
pbeerved on the table, near the client, As staff
presanted food in the spoon to the dlient, she
tiltet: her head backward and opensd her mouth.
She also positioned her head in this manner as
she accspted regular consistency water from a
SpoLt cup,

Inter view with the QMRP verified that Client #2's
meatime protoco! identified interventions to
ensire she consumed hier food safely. Review of
the client's mealtime feeding protocal, dated
Novmber 8, 2009 revealed the following

W 192
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483 440{d)(1) PROGRAM IMPLEMENTATION

As soon as the interdisciplinary team has
forrulated a client's individual prograr plan,
each client must recaive a continuous active
trea:ment program consisting of needad

inte: vantions and servicas in sufficiant number
and fraquancy to suppori the achievement of the
objectives identified in the individual program
plar.

This STANDARD is not met as evidencad by:
Bas:d on pbservation, intarview, and racord
reviow, the facility failed to ensure continuous
acti-'¢ treatment was implemented.in aceerdance
with the interdisciplinary team (IDT)
reccmmendations for one of four clients in the
sample, (Clients #3)

The finding Incluces:

The facility failed o ensure that Client #3's
individual program goal designed to increase her
community integration was implernented at the
day program as evidenced below:

inte:view with the Qualified Mental Retandation
Prof2ssional on November 18, 2000 at 10:29 a.m.
revealed that Client #3's lack of outings at the day
procram had been a concem to the

inter digciplinary team (IDT)

Recard review on November 18, 2009 at 11:09
a.m , revealed that during the Individua! Support
Plar (ISP) an July 23, 2008, the interdisciplinary
tean; (IDT) recommended that Cllent #3 improve
her community integration at the day program,

W 249

WI9Z, Contwued <,

5. Reference response to

W120.5

w249

This Standard will be met |

as evidencsd by:

See response to W120.2 ';

,’ ' ’33‘“‘1

I.

FORM CMS-2587(02-8%) Pravious Versiens Obsolats Event ID: 42111

Faciity Lz 08G123

It continuation sheet Page 22 of 41




12/28/2009 10:16 FAX 202 891 9293

DEPARTMENY OF HEALTH AND HUMAN SERVICES

INDIVIDUAL DEVELOPMENT

o022

PRINTED: 1/03/2009
FORM APPROVED

STATEMENT OF DEF GIENCIES X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRIICTION {DENTIFICATION NUMBER:

09G121

{X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

£X2) DATE SURVEY
GOMPLETED' |

]

11/18/2008

391

NAME OF FROVIDE) t OR SUPPLIER

INDIVIDUAL DEVELORMENT, INC.

STREET ADDRESS, &ITY, STATE, ZiP CODE
4964 ASTOR PLACE, 8E

WASHINGTON, DC 20018

(X4) Iz
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10 PROVIDER'S PLAN OF CORRECTION

o8

PREFLX (EACH CORRECTIVE ACTION SHOULD BE COMPLATION

TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

DATE

W19z

Continued From page 20
inter+entions were recommended;

(1) Heetar thick liquids.

(2) Heap her head upright at (70-80 degrees) in
her v/heelchair,

(3) Verbally cue her to ciose har mouth [and]
take the food from the spoon.

Thers was no evidence that the facility had
ensured that oach staff was provided training and
adecuate oversight for the accurste
implementation of Client #2's mealtime protocol.

b. Cuwing the evening medication administration
on November 18, 2009, at approximstely 8:30
p.m. the nurse was obsarved feading the

med cation to the client with a spoon. The nurse
was 10t obsérvad to give any directions to the
client while administering the medication,

Iriter-/iew with the facility's Supervisory Registered
Nurse (RN) and the qualified mental retardation
professional (QMRP) on November 17, 2009, at
appr.ximately 4:30 p.m. confirmed Cliant #2's
meattime feeding protocol dated Novemnber 8,
200¢ recommended the following interventions:
"Verhally cue her to close her mouth [afier) take
the fod from the spoon®.

After verifying the content of tha mealtime feeding
protceol, the Supervisory RN and the QMRP
ackn swiedged that the nursing staff had failed to
Impl-ment the feeding protoce! during madication
adnynistration.

6. The facility failed to ensure the nutritionist
provided standards and training for the thickening
of liguids with applesauce for Cllent #2, [See
W12 1.5]

W 192
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a. Ascording to tha day program First Quarterly w318 |
Report (Novemnber 2008 - January 2009), the Tnk " " !
straregy to be implemented by staff was to inform | - This C.ondmon W!H. be—"meT !
Client#3 about different choices of community as evidenced by: |
outings and assist her to visit places of interest i
onc:: a month for 3 consecutive months, The The Goveming Body will
repd 1t further documented that during the quartar, . . .
the client had achieved 0% in the objective. The review Qn? rew_se (‘I_.f
actiin plan, hawaver, was that the criteria should needed} "5 pOilC‘y or 5
be raaintained and the objective: continued. coordination of health 5
b, Review of th o quartarty revi services and health N
. Review of the second qua review : : ; ;
{Fet ruary 2008 - April 2009) from Client #3's day monftoring. DON ;‘” il ) ﬂw
program indicated she had one community review nursing SYS er?r!s o : .
outing. ensure that nursing staff
- of thid oy ' ﬁo 'th have appropriate tools ,
€. The review of third quartery report fram the it ris to ;
Ciie 1t #3's duy program report dated July 2009 and trq:mng;uppg ds i :
did ‘10t achieve the community outing objective idenfify needs and deliver
becauss her arrival fime conflicted with the times care that meets required
of it @ scheduled community outings. standards. DON/RN will
At e time of the survey, thare was ne evidenca ObseN e .and rev .y i
com munity outings were ocourring at the day medication administration
profiram as recomivended, [See alao W120.1] at least 2x monthly for the
W 313 | 483 480 HEALTH CARE SERVICES w3ie next three months to .
sare |
The facility must ensure that spacific health care enswenthc; dr.:';'i; d fo
senvices requirements are met, properny (} minisiered. 3 |
DON/designee will provide f
fraining to staff on _ i
ve time "
This CONDITION is not met as evidenced by: appro lc? mealtim e
Basad on interviews, and record verification, tha protocols;
facllity failed to ensure praventiva health sarvices )
weris coprdinated [Refer to W322}; the facility's
nursing services falled to establish systemns to
provide health care monitoring and identify
senicas in accordance with clients' needs [Refer
FORM CM3-2567(02-9 1) Provious Versians Qbsolele Event ID:J4Z11 Faciity ID: 09G121 If continuation sheet Pajje 23:af 41
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W 318 | Continued From page 23 w318 w}
to W331], the facllity failed to ensure drugs were Ig :
admnisterad in compliance with physician's !
orde-s [Refer to W368]; the facility failed to .
ensura their system for drug at?n:umstratm.n Also, cross reference i
assured that all drugs are administered without
error [Rafer to W369); and the faciiity failed to responses to W322, W33t, |
enst.re staff was effectively trained to implement W348, W369, ond W192, | -
the rlients feeding protucols [Refer to W192] !
The -esults of these systemic practices results in
the remonstrated failure of the facility to provide
healh cara services.
w 322 | 483, 160(=)(3) PHYSICIAN SERVICES wsz2| WH22

The facility must provide or obtain preventive and
general medice! care, D ‘

This STANDARD is not met as evidenced by:
Bas:id on observation, Interview, and record
review, the facillly failad to ensure general and
prevantativa care services, for four of the four
clients in the sample. (Client # 1, #2, #3 and #4)

The finding includes:

1. The facility failed to ensure laboratory studies
werr completed for Client #1 as ordered by the
primary care physician (PCP) as avidenced
belo s

Review of Client #1's physician's orders on
Novaember 18, 2009, revealed the PCP ordered
Hemoglobin A1C's to be obtained every six

‘| months. Review of the laboratary documents

failed to evidence the studies had been obtained
as o-dered. Interview with the Supervizory RN on
November 18, 2008, at 1:07 p.m., verified the
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recomimended by the PCP as avidenced below:

On NHovember 18, 2009 at 4:10 p.m., the review
of C-ient #3's annual medical assessmant dated
Novamber 11, 2008 revealad that the PCP
racommended Ophthalmolagy annually. Further
record review revealad the client was scheduled
for 2n annual Ophthalmelegy avaluation on June
16, 2008, According to the consuliation report, the

-clier 4 rafused to open her eyes and the

asstssment could ot be complated. The
contultant recommended the client be
adrrinistered more sedation In order to complata
the valuation (within 4 ~ 8 months). Additinnal
racerd review reveadled the client had a comeal
ulcer that was treated and resclvad as of August
12, 2008. Thera was no evidence, however, that
the client refurned to Ophthaimology fer tha
ava:uation of her vigual fiald, as recommended by
the spacialist.

3. "he facility faled to ensure that Client #2's
wrist splints wara wom dally as recommended to
prevent worsening of wrist contractures.

The review of Client #2's Annual Physical
Theapy Assessment dated November 7. 2008
revealed a recommendation to "Continue with
wrist splints" dally, Subsequent review of the
mecication administration record (MAR) on
November 19, 2009 ravealed that the client had
worn bilateral wrist eplints for 8 hours (4:00 p.m, -
12:00 a.m.) daily through the month of August
2003 Interview with the QMRP on November 18,
20079 revealed revaaled that the client's spiints

X4 1D SUMMARY STATEMENT OF DEFICIENCIES
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W 322 | Con:inued From page 24 W 322
stud:as had not been obtained as ordared.
2. The facility failed to ensure medical gvaluations w322
by cansultants for Client #3 were completed as ‘ \
This Standard will be met as ¢

evidenced by:

1. The RN will develop @
laboratory schedule to
be maintained by the :
LPN staff assigned to |
the home. The :
designated day LPN
will be responsible for
coordinafing the ;
laboratory schedules,
The RN will conduct
weekly monitoring fo
ensufe ongomg
compliance with
recommended
laboratory studies.

\

Vol
S
i

L
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were: discarded because they wera in poor
concition. The QMRP reported that the client had
beer. reassessad by the orthopedist and the

physical therapist to datermine the type of new : . .
wris: splints that recommended for the client. 2. The RNin coord:nchon

with the nurse will A5

Raceird review revealed that the aferementioned review all PCP
assessmenis had been completad in October .
200t and November 2009 respectively. At the recommendations fo !
time of tha survey, there was no evidence that the ensure timely i
cliert had worn the wrist splints since August .
2001 . [See W436) evaluation as directed

: by the PCP. The
4. Tae facility faifed to anzure the nursing staff nursin g siaif are

performed monthly breast exarninations as
ordered for four of four clients'in the sample. expacted to -

(Clients #1, #2; #3, and #4) .
a. Review of the physician's ordars on NMovember document actions

18, 7 008, between 4:10 p.m. and 4:27 p.m., taken to secure

revailed the PCP ordered that Clients #1, #2, appoinfmenfs and

and :£3 receive monthly breast examinations. {
Revisw of the medical records, however failed 1o results of the scheduled |
avidonce that an examination had been visits. RN will review !/
conducted in October 2009 for Clients #1, #2, and ; . ‘
#3, |nterview with the facility's nurse on ‘ dand provide addifional /
Nove-mber 18, 2008 at appraximately 11:30 a.m, direction as needed. |

acknowledged that the nurse should have !
conducted the examinations monthly.

b. Rewiew of Client #4's record medical record on
November 18, 2009 at 4:27 p.m., the PCP
ordered the client to receive monthly breast
examinations. Review of Client #4's record
medial record failed to evidance that
exarrinations were conducted in September 2009
and October 2009. Interview with the facility's
nures: on November 19, 2009 at approxinately
11:30 a.m. acknowledged that the nurse should
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nuree failed to adhere to the mealtime protocol,
According tb the Annual speach and tanguage
dated November 2008, revealed a Madified

8ari um Swallow Study (MBS) was sanducted for
the «diant on September 18, 2007. Further review
of tre speach and language assessmant reveaied
that the client demonstrated an ovarall functiona|
oral and pharyngeal swallow was slow, oral
initizdion of the balus during the study. The
assasement recommanded the dlient's liquids be
thickened to honey conslstency.

d. Curing the maorning medication pass
obssrvation conducted on Navember 17, 2008 at
8:07r a.m., the nurse administered medieation
cru-hed and placed in applesauce to Client #4,
The nurse gave the client water from the 30 ¢¢
meclication cup, Review of Client #4's Maaltime
Pro: &¢ol datad October 18, 2009 revealed that
the ziant used a spout eup for drinking. The
protacol further reflects that the client's fluids
should be served at a nectar consistency. review
of thie spesch and ianguage assessment reveaied
tha! the client demonstrated. The review of the
client's annual speech and language evaluation
dated Jetober 18, 2009 revealed tha client exhibits
del-iyed oral onset of swallow and that guidelines
in the mealtime protocol guidelines! are
recomimended to ba followed. The nurse failed to
adhere to Clhient #4's Mealtime Protocol.

¢. [uring the Moming medication pass
obsarvations conducted on November 17, 2009 at
8:21) a.m,, the nurse administered medication
crushed and placed in applesauce to Client #7.
Thé nurse gave the client water from the 30 oo
madication cup. Review of Client #7's Mealtime
Protocol dated January 16, 2009 revealed that the ;
clie 1t used a gpout cup for drinking, The nurse J
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SUMMARY STATEMENT OF DRFICIENCIES

1o}

PROVIDER'S PLAN OF CORRECTIQN

‘The facility must provide ¢llents with nursing
sefvices in ccordance with their needs,

This STANDARD is not met as evidenced by:
Basd on cbservation, interview and record
revinw the facility falled to ensure the provision
nurzing services in accordance with the assessed
neeis of seven of the eight clients residing in the
faci ty (Clients #1, #2, #3, #4, #6, #7, and #8).
The findings Inciude:

1. T e facility failed to ensure that medications

|'wen: administered I éompliance with physician's

orders, (Saa W3E8)

2, Te facility failed to ensure their system for
mecication administration assunsed that all
meoications were administered withéout error.
{Sen W369)

8. "he facility failad to ensure the nursing staff
used adaptive equipment when administering
meclications in aceordance with clients' mealime
protocole for fiva of six ciients in the facility that
receivad medications as evidencad baiow:
Dur:ng the medication administration
obzarvations conducted on November 16, 200%
and November 17, 2009 revealed the following
defizient practices:

a. [ uring the evening medication pass
obszrvatione conducted on Novernber 18, 2000 at
5:20 p.m.. the nursa administerad medication to
Client #6 that hed been crushed and piaced in
applesauce. The nursa gave the client water from
the 30 ¢ medication cup. Review of Client#6's

with the QMRP and
assigned nursing staff
will conduct additional
staff training on wrist
splints. The QMRP/RN
will monitor
implementation
weekly, Also, reference
WA434,

The monthly breqst
examinations are being
conducted monthly as
ordered. The RN will

4
p?ée);& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TO THE APFROPRIATE oATE
DEFICIENCY}
W 322 | Con'inued From page 26 W 322
haw: conducted the examinations monthly. * )
W 331 | 483 460(c) NURSING SERVICES w33l W32, tonhaued < « ¢

3. The RN/in coordination

i

condyct weekly review

of all breast
examindtions to ensure
ongoing compliance
with this standard.
Disciplinary actions
and/or staff training will
be completed as
required.

}
|
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Mealtime Protocol dated August 31, 2009
revealed that the client used a spout cup for ‘
drinking. The nurse failed to utilize 2 spout cup ' !
whe-1 offering the client water during the
madication pass. It should be noted that the W331 :
nurs2 that administered the moming medication
on hMovember 17, 2008 repeated the . . ‘ Vb
aforamantioned deficient practice. This Standard wilf be met as ©

b. D ring the evening medication pass
obsrrvations conducted on November 16, 2008 at
5:50C p.m., the nurse administared medication io
Client #1 that bad been crushed and placed in
appl2sauce. The nurse gave the client water from
the {10 ¢¢ madication cup. Reviaw of Cliant#1's
Meattime Protocol dated July 27, 2009 revealad
“that the client lised & spdut cup &r squirt bottle for
drinkiing. The pretocol further reflacted to offer
beveragas from a spoon when sha doss not
accept them from the cup or squirt bottie. The
nurs: failed to utilize a spout cup, squirt bottle or
the -ipoon whan offering the cliant water during
tha rnadication pass. Raeview of the speech and
language Evaluatidn dated August 2008 revealed
that the client has a very slaw oral phase delayed
initiation of swallowing. Fuither review of the
spec:ch and language revealed the client should
recelve liquids through a spout cup or squirt
bofila.

It sh.ould be noted that the rurse that
admnistered the morning medication oh
Novamber 17, 2008 repeated the aferementioned
deficiant practice.

c. During the moming madication pass
obsesvation conducted on November 17, 2009, at
7:11 am. the nurse was observed offering Client
#2 watar from the 30 cc madication cup. Raview
of tha Mealtime Protocol dated Novermber 8,
200%), revaaled the Clisnt's fiquids should be
neciar thick, and offered from a spout cup. The

evidenced by:

Reference response o
W369. '

Reference response fo
W3469.

Reference response to

w192,

Reference response fo

W474.

Reference response fo | :

Wig2.

fj}um
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failer! to utiiize a spout cup, when offering the
clien- water during the medication pass.
Inter/iew with the RN on November 17, 2000 at
3:30 p.m. revealed that the agengy nurses had
not had any training prior to coming to the facility
to cere for the dlients.

4. Tre nursing staff failed to provide liquids in a
form consistent with the client's assessed needs,
during the madication pass. (See Wd74)

5. The nursing staff failed to provide dietary
supplements during medication administration as
ardered for four of four clients who receive
supplements. (Clients #1, # 2, # 3, and #6)

a. On November 16, 2009 at approximately 6:25
p.m. Client #2 wag servad her dinner. After
com;ieting har diriner at approximately 15
minutes later, the client was offered a creamy
white: beverage from a spout cup. The surveyor
asked the staff what he was giving the client to
drink. The siaff indicated it was Resource 2.0.
Intes siew with the facility’s Registered Nurss (RN)
and 'he evening medication nurse on November
15, 2009 at approximately 9:15 p.m. verified the
Resaurce was nof provided during the evening
medication pass.

Further interview with the facility's RN and the
qualifisd menta! retardation professional (QMRP)
on November 17, 2009 at approximately 5:26
p.m. confirmed the following informatipn:

b. Client #1 was administéred moming
med-cations on November 17, 2009 at 8:36 a.m.
Revisw of the Medication Administration Record
(MAR) reflected that the nurse initialed the record
as having administered the nutritional
supplement, Resource 2.0, with the medications.
At &50 a.m. the client was ohserved drinking a
supplemant with her breakfast Interview with
staft revealed that the drink was Resource 2.0.
Interview with the facility's day nurse ravealed at

W 331
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approximately 9:40 a.m. verified the Resource
war not provided to the client with meds as
presicribed.

The review of the client's physician ordars for July
3, 2008 ravealed to "Provide eight ounces of
Resource 2.0 PO once a day with Medication
Pags for nutritional supplement. * There was no
evinence the nurse ensyre that the nutritional
supolement was given at as order with the

mex lications instead of with the client's meal.

¢. Curing the medication pass gbservation on
November 16, 2009 at 6:45 p.m. Client #3
reciived Reglan 10 mg via her Gastrostomy tube,
The container indicated that the medication
shoJkd be given 30 minates prior to'meals. The
nur-e proceeded to give Client #3 her Peptaren
250 cc bolus. The nurse informed the surveyor
thal the Peptamen was tha cliant's meal. The
nur-e falled to give the meal 30 minutes after the
Reolan as per order,

d. Further verification of the medication

adm inigtration observation on Nevermber 18,
2003, at 3:40 p.m. reveaied that Cllent #3 was
presaribed Prostat 30 cC's to be given at 5:00
p.m However, the nurse was not observed
adrministaring the supplement to the client during
obs:rvation from 5:00 p.m. through :05 p.m. on
Novamber 16, 2002 as ordered. Intarview with
the AN on November 18, 2009 at approximately
2:0C p.m. acknowledged the deficient practice.
e. During the medication administration
obs#rvation on November 17, 2009 at 7:48 a.m.,
Cligt #6 received Caltium with vitamin D
supplements, cranberry fruit, Trileptal, and
Lactuipse. Raview of the client's Interim order
form dated September 20, 2008; reflected
Resaurce 2.0 should have been administered

W 331
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with medication. The nurse did not administer the
supnlement with the medications. Interview with
the IN on November 18, 2009 at approximately
2:00 p.m, acknowledged the deficient practice.

8. The nursing staff failed fo parform monthly
brerist examinations as ordered by the PCP for
four of four clients in the sample (See W322.4)

7. T e facility failed to ansure that Client #3's day i
progiram was informed of her prescribed change .
in har diet., .
interview with the nurse at Client #3's day

pro¢ ram on November 17, 2009 revealed dus to
her nability to eat by mouth, the client was
prescribed a tube feeding to maintain her
nuir-tion. Further interview the nurse revealed that
the slient was preseribed-Arginaid Protein Powder
(1 Packet) and Peptamen 1 can via G-tube.

On Hovember 17, 2008, review of the day
program nursing office record revealed &
physician's order for tube feeding: Paptaman 250
cc balug (1 can) 3 times daily at 7:30 a.m., 12:30
p.m, and 5:30 p.m. Further record review
revealed the most cumem!, physician's orders,
dated September 1, 2009, failed to list the
Arginaid, ’

Interview with the group horne nurse on
Noviember 17, 2009 at 3:30 p.m., revealed that
Client #3'¢ Arginaid had been discontinued, and
that Prostat 101 had been prescribed instead.
Furtiver interview with the RN revealad she

instr Jcted one of the house LPNs to take the new
diet arder to the day program; however there was
no evidence that her instructions had been
followed.

Reéview of the record on Novemnber 17, 2009 at
3:40 p.m. revealed a physician's order dated
November 2, 2009 to discontinue Arginaid and to
starl Prostat 101. There was no evigance the
facilty's nursing services had coordinated Clisnt
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This STANDARD s riot met as evidenced by:
Bas:yd on observation, interview and record

verit cation, the facility failed to ensure that

med cations were administerad in compliances
with physician's orders for 2 of 4 clients in the
sam2le (Clients #1 and #2 ) and one of the three
remciining clients cbserved receiving medications
in th.2 facility (Client #6).

The findings Include:

1. The facility falled to ensure Cliant #1's
Met:mucll was administered in compliance with
the physician's order, [See W369.1]

2, T1e facility failed to ensure Client #2's Zocor
wag adminigtared in complance with the
physician's order, {See W369.2]

3. During the medication pass verification, it was
discivered that the facility failed to ensure Client
#5's Macrobid was administered as ordered,
[See W369.3]

4. Tt-e fadllity failed to ensure Client #4 reflectad
the client was to receive Depakote 125 mg and
Dilartin 100 mg were administered it compliance
with the physicians orders, [Sew W120,3]

W 265 | 483.480(k)(2) DRUG ADMINISTRATION

The system for drug administration must assure
that 4l drugs, including those that ara

evidenced by:

Reference responses fo W192,
W104, W120.

W 369

QD SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROEE-REFERENCED TQ THE APPROPRLATE DATE
DEFICIENCY)}
W 331 | Corlinued From page 32 w321
#) tube feeding order with the day program to
ensure that her tube feeding was accurately
administered.
W 368 | 483 460(k)(1) DRUG ADMINISTRATION W 368
The system for drug administration must assure
that all drugs are administered in mrmllance with
the pshysician's orders, W369
This Standard will be met as

2yox

E
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self-administered, are administered without efror.

This STANDARD is not met as evidenced by:
Basad on observation, interview, and record %
review, the facility failed to ensure its system for
med cation administration assured that all .
med.cations ware administared without error for
thre:: of the eight clients residing in the facility.
(Clients #1, #2 and #8)

The findings includa:

1. Curing the medication pass observation on
Navambar 16, 2009 at 7:00 p.m., the nursa
retricved Client #1's Metsmucil container, which
was almost empty, Review of the cortainer
reve ilad the madication was prescribad for
constipation. Interview with the nurse at

appt aximately 7:03 p.m. revealed that no more
Met=mucil was avaitable for Client #1. Review of
the facility’s Health Care Protocol Manual on
Novi:mber 19, 2009 at approximately 1:30 p.m.
falled to evidenoe a policy/protocol for
replenishing medications, The facility failed to
ensi-ra the availabilify of ordered medications.
(See also W331)

2. During the Madication pass observation of
November 18, 2009 at approximately 9:05 p.m.
The 1wrse was preparing to administer
med:cations, Lactulose and Zocor to Client #2.
The wrse discovered when she entared the
rmedication cabinat that the Zocor was not in the
basket that contained her medication. Review of
the facility's Health Care Protoes! Manual on
November 19, 2009 at approximately 1:30 p.m.
failar) to gvidenca a policy/protocol for o L
replenishing madications. The facllity failed to : K
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W 362 | Continued From page 34 W 369

ensi.re the avallability of prescribed medications.
Intat vigw with the RN on the same day
acknowledged the medication was not available
for a iministration.

3. During the medication pass obsarvaticn
conductad on November 18, 2009 betwesn 520
p.m. and 9:05 p.m., Client #¥6 was observed
receving her evening medications that included
oyster-shell calcium with vitamin D, Trileptal,
laciulose and cranberry fruit. Review of the
Physician's Orders dated September 2009 (valid
for 120 days) to verify the medication passas on
November 18, 2008, revealed Macrobld 100 mg,
twice a day was to ba administered. This

| med cation was not cbseived baing administened
during the madication pass, the medication was
not observed administered, Review of the
Med:zation Administration Record (MAR),
however, reflected that the nurse's initials as
havir.g administered the medication.

The Registered Nurse produced the bubble pack
contining the medication. The bubble pack stiil
had the capsula of the medication that should
have been administerad on the November 16,
2002. The RN and the surveyor inspacted both
the AM and PM bubble packs and ruled out that
the nurse administered the medication from the
wron ) bubble pack. The RN acknowledged that
the medication had not been given as ordered.
[See WI31]

W 438 | 483.-.70(g)(2) SPACE AND EQUIPMENT W436

The facility must fumigh, maintain in good repair,
and t2ach clients to use and to make informed
cheices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and ¢ ther devices identified by the

FORM CMS-2507{02-88) Pravicus Varsions Dbsalety Evant ID: J42111 Facifty IIn 0G24 If continuation sheat Pé'gé 350fal




12/28/2009 10:18 FAX 202 891 9293

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDI EDICAID SERVICES

INDIVIDUAL DEVELOPMENT

@ose

STATEMENT OF DE'IGIENCIES {X1) PROVIDER/SUPPLIER/CLIA
ANDO PLAN OF CORF ECTION (DENTIFIGATION NUMBER:

05G121

(X2) MLLTIPLE CONSTRUCTION
A, BUILDING

B. WING

{X4) DATE SURVE]
COMPLETED:

NAME QF PROVIDE R OR SUPPLIER
INDIVIDLIAL DEVELOPMENT, INC.

STREET ADDRESS, Ci'TY, STATE, ZIP CODE
4954 ASTOR PLACE, SE

WASHINGTON, DC 20019

111013

X4 1D SUMMARY STATEMENT UF DEFICIENCIES
PREFIX {EACH DEFCIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LEC IDENTIFYING INFORMATION])

1D
PREFX
TAG

PROVIDER'S PLAN OF CORRECTION | -0
(EACH CORRECTIVE ACTION SHOULD BE [COMPLETION
CROS5-REFERENCED TQ THE APPROPRIATE . |fDATE
DEFICIENCT) .

W 436 | Continued From page 38
interdisciplinary t2am as needed by the client,

This STANDARD is not met as evidenced by:
Bas'd on observation, interview, and the record
raviow, tha facility failed to provide hand splints as
recommended by the interdisciplinary team for
five of the eight clients residing in the facility.
(Cllents #1, 42, ¥4, #8, and #7)

The finding includes:

On HNovember 16, 2008, at 8:37 a.m.. Client #2
was pbserved to have contractures of beth
wris/hands. !

Intet view with direct care staff on November 16,
2004 at 5:43 p.m. regarding Client #2's
conl-actures ravealed that the client had wom
wris! splints in the past, however, they were
currintly not available. On November 17, 2009 at
approximately 4:51 p.m., the qualified mental
retar dation profassional (QMRP) confirmed that
Clie: it #2 did not have hand splints to wear.
Addilional interview with the QMRP on November
18, t1 11:20 a.m. revealed that the client's
prev-cus wrist splints had been discarded
beczuse they were worn and in poor condition,
On Movember 18, 2009 at approximately 4:59
p.m. the QMRP stated she had not submitted an
auth yization form (Form 719) for the wlst spiints
becsuse she was waiting for the Physical
Therzpist (PT} to racommend the wrist splints.
Both the QMRP and the Supervisory Registerad
Nurse (R.N.) acknowledged that the PT had
recommended that the client wear bilatera) wrist
splints daily.

W 436
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The review of Cliant #2's Annual Physical
Therapy Assessmant dated November 7, 2008
ravealad 2 recommendation to "continue with
wrisi. splints ' daily ,The Annual PT Assessment
dated November 3, 2008 included &
recommendation to "Purchasa new Hand spiints
Sea link for example”. The reviaw of an adaptive
equioment form dated November 16, 2009
revenled "Wrist Splints - See PT recommendation
for rew hand splints.” Subsequent review of the
megication administration record {MAR) on
November 19, 2009 revealed that the client had
woir bilateral wrist splints for 8 hours (4:00 p.m, -
12:C0 a.m.) daily through tha month of August
2004. The record however failed to document =
racommmeandation that fhie client's bitateral wrist
splirts be discontinued after August 2009. At the
time of the survay, there was no avidence that the
facility had timely addressed the PT's
recommendations to obtaln wrist splints for Cliemt
#2 ) ensura thay ware available for her daily
wea -

2. The facility’s medication nurse failed to use tha
app: npriata adaptive faeding equipment (as
outiinad in the mealtima protocol) during
medication adminlstration for five of seven clients
receiving meadications by mouth, Clients #1, #2,
¥4, 78, and #7, [See W331]

W 474 | 483 480(b)(2)(il) MEAL SERVICES

Foord must be served in a form conslstent with the
developmental level of the client.

This STANDARD ig not met as evidencad by:
Based on observation, staff interview, and record
review, the facility failad to implement an effective
systom of manitoring and oversight to ansure

W 436

w474
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clients received oral flulds in a texture to meet the
assussed needs for four of four sampled clients.
(Clients #1, #2, #3 and #4)

The finding includes: . :

1. Gn Novembaer 18, 2009, at approximately 6:25 L
p.m, Client #2 was obsarved given julce in a i
ragular consistency while being fed her dinner.
The nurse was cbserved giving the sams client
regular consistency water with her medications on
Novambaer 16, 2009 at approximataly 8:30 p.m,

On November 17, 2008 st 12:25 p.m., day
procram staff was observed giving Client #2
regular consistency water to drink. At no time was
any of the staff or nurse observed to add any
thickener to Client #2'e flulds prier to serving it to
her,

Inter view with the facility's Supervisory Registered
Nurse (RN) and the qualified mental retardation
profassional (QMRP) on Navember 17, 2009 at
app:oximately 2:48 p.m. revealed the following
information concerning the consistency of Client
#2's liquids:

a. Mealtima faeding protocol datad Nevember 8,
2004 recommended nectar thick liquids.

b, Avnual nutritional assessment dated October .
31, 2009 racommandad "nectar thick” fiquics. i

¢. Annual spesch language evaluation dated
November 11, 2008 detailed her liquids are being
thickenad ta a " honey" consistency,

i
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Record review on November 17, 2009 at 4:30
P confirmed the information presented above
was approvad by the interdiseiplinary team (IDT.
It shuld ba noted, however that the review of
Clieitt #2°'2 current physician’s orders, dated
September 1, 2009 revealed the PCP prascribed
"Thick Liquids., "

On November 17, 2009, aftar verifying the
inconsistancies of the fluld texture reacommended
by i @ members of the |DT in their assessments,
the rupsrvisory RN indicated she would discuss
the roncemns with the QMRP. Additionally, tha RN
stated that she recommended that the IDT
convene to discuss the fluid consistency
digoidpancies.

The review of Clisnt #2 Modified Barium Swallow
Stuey dated

At the time of the survey, however, there was no
evidence that the facility had clossly monitored
Clisit #2 to ensura that her fluids were provided
in accordance with her needs.

It shauld be noted that prior to [eaving the facility,
it was determined that the staff were ta adhere to
the Client #2's Mealtime farding protocol and
provide her with nectar thickened liquids. [Cross
Referencae W120, W192)

2. Tre facility fziled to ensure the madication
nurees provided liquids in the consistency
required in their mealtime protocols for five of the
eight clients residing in the facility, (Clients #1, #2,
#4, #6 and #7)

The madication administration observations
conducted during the evening of November 16,
200¢% and the moming of November 17, 2009

W 474
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revcaied the following deficient practices:

a. (in November 16, 2009, at approximately 8:30
p.m , Client #2 recaived her medication. The
nurve grushed the medication and placed it in
applasauce. After administering the medication
to the cliant with a spoon, the nurse gave the
clier t water from the 30 o medication cup, There
was some coughing noted,

Rav-aw of Client #2's annual speech and

lang uage evaluation dated Novamber 8, 2009,
revealed a referenced swallow study that was
conclucted on Septamber 18, 2007. The study
revealad that Client #2 exhibied “impsired bolus
formation and transit, supraglottic penatration and
aspirstion during swallow with delayed reflexive
thro-{ tledifing 8nd coughing.” The cligits
mMaa time pretocol dated November 8, 2009,
revedied the Client's liquids should be nestar thick
and offered from a spout cup. The nurse falled
to pi yvide the liquids in the specified consistaney
durii g the medication pass, Interview with the
faciliy'’s Registered Nursa (RN) on Novernber 18,
200¢ at appraximately 7:30 a.m. she
acknowledged that the nurse should have
provided nectar thick fiquids.

b. On November 17, 2008, at approximately 8:03
a.m. Cllent#4 raceived her medication. The
nursa gtushed the madication and placed it in
applosauce, After administering the medication
to the client with a spoon, the nurse gave the
clien! water from the 30 o¢ medication eyp, There
was some coughing noted,

Reviow of Cliant #4 ' 5 Mealtime Protocol dated
Cctabar 18, 2008 revealed that the elisnt used a
spou cup for drinking. The protocol further
reflarted that the client * s fluids shouid be served
at a rectar congistancy. The nurse falled to
provide the liquids in the spacified consistency

w474
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durirng the medication administration, Interview
with the facility's Registered Nurse on Nevember
18, 2009 at approximately 7:30 a.m. she
acknowladged that the nurse should have
prov.ded nectar thick liquids,

-
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appiroximately $:40 a,m, verified the Resource
wa:s not provided to the client with meds as
prescribad.

The: review of the client's physician orders for Juiy
3, - 009 revealed to "Provide eight ounces of
Renaurce 2.0 PO once a day with Medication
Pazis for nutritional supplement, " There was no
evillence the nurse ensure that the nutritlonal
supplement was given at as order with tha
me-fications instead of with the client's meal.

1 & [uring the medication pass observation on
November 16, 2009 at 6:45 pm, Client #3
recvived Reglan 10 mg via her Gastrostomy tube.
The container indicated that the medication
shiauld be given 30 minates prior to meals. The
nurie proceadad to give Client #3 her Peptamen
25C ce bolus. The nurse informed the surveyor
that the Peptamen was the client's meal. The
nur;a falled to give the maal 30 minutes after the
Reglan as per order,

d. Further verification of the medication
administration cbaervation on November 18,
2003, at 3:40 p.m. ravealed that Client #3 was
praseribad Prostat 30 cc's to be given at 5:00
p.m However, the nurse was not observed
adrinisteiing tha supplement to the client during
abservation from 5:00 p.m. through 9:05 p.m. on
Novamber 18, 2000 as ordered. Interview with
the IN on November 18, 2009 at approximately
2:0C p.m. acknewladged the deficient practice.
8. During the medication administration
observation on November 17, 2009 at 7:48 a.m.,
Cliert #& received Caleium with vitamin D
suppidemnants, eranberry frutt, Trifeptal, and
Lactulose. Review of the dlient's interim order
forir dated Septamber 20, 2009; reflacted
Rasaurge 2.0 should have been administered

was1
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wit1 medication. The nurse did not administer the
supplement with the medications. Interview with
the RN on November 18, 2009 at approximately
2:60 p.m. acknowledged the defleient practice.

6. ""he nursing staff failed to perform tonthly
bre-ast examinations as ordered by the PCP for
four of four clients in the sample (See W322.4)

7. "*he facility failed to ensure that Client 23's day
proJram was informed of her prescribed change
in I er diet.

Inte rview with the nurse at Glient #3's day
prajram on November 17, 2009 revealed due to
her inability to eat by meuth, the cliant was
prescribed a wbe feeding to maimtain har
nutiition. Further interview the nurse revealed that
the client was prescribad-Arginaid Prateln Powder
(1 t'acket) and Peptamen 1 can via G-tube.

On Novermber 17, 2008, review of the day
program nursing office record revealad a
physician's arder for tube feading: Peptamen 250
cctolus (1 can) 3 times daily at 7:30 a.m., 12:30
p-m, and 5:30 p.m. Further recond review
revealad the most current physician's orders,
dated Septamber 1, 2009, failed o list the
Arginaid, :

Inte view with the group home nurse on
Novamber 17, 2009 at 3:30 p-m., revesled that
Cliet #3's Arginaid had been discontinued, and
that Prostat 101 had been presaribed instead.
Funtier intarview with the RN revesled she

inst ucted one of the house LPNs to take the new
diat srder to the day program; howaver there was
na evidence that her instructions had been
followad.

Review of the record on Novembar 17, 2009 at
3:40 p.m. revealed a physician's order dated
Nowsmber 2, 2009 to dissontinue Anginaid and to
start Prostat 101, There was no evidenca the
faciliy's nursing services had coordinated Client
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the physician's ordars,

Thi: STANDARD is not met as evidenced by:
Baced on observation, interview and record
vénfication, the facility felled to engure that

me lications were administered in compliance
with physician's orders for 2 of 4 cllents in the
sample (Clients #1 and #2 ) and one of the three
remaining clients observed receiving medications
in tt a facility (Client #8),

The findings include:

1. The facility failed to ensure Client #1's
Metumucil was adminisiered in compliance with
the physician's prder, [See w3691}

2. The facility failed 1o ensure Cliant #2's Zocor
was ddministered in compliance with the
physiclan's order. [See W349.2)

3. L.uring the medication pass varification, it was
disenvered that the facility failed to ansure Client
#6's Macrobid was administared as orderad,
[See W368.3]

4, The facility fajled to ensure Client #4 reflected
the client was fo receive Depakote 125 myg and
Dilartin 100 mg ware administered in compliance
with e physigians ordars, [See W120.3]

W 369 | 483.480(k)(2) DRUG ADMINISTRATION

The :iystem for drug administration must assure
that nill drugs, including those that are
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W 331 | Continued From page 32 was1 :
#3 tube feeding order with the day program to
ensiure that her tube feeding was accurately
adtninistered,
W 368 | 48:1.460(k)(1) DRUG ADMINISTRATION W 368
The: system for drug administration must agsure
tha: all drugs are administered in compllance with i
W369 |

This Standard will be met as
evidenced by:

Reference responses fo WI92,‘ ;
w104, W120. '

W 36g

FORM CME-2557(02-98) Pravieus Versians Obsalets Event D:.J42111

Facility (D, DG 121 If continuation sheot Paga 33 of 41




12/24/2009 16:26 FAX 202 891 9293

DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF D SFICIENGIES
AND PLAN OF CO! IRECTION

EDICAID SERVIGES

INDIVIDUAL DEVELOPMENT

@Boza

PRINTED: 12/03/2009
. EORM APPROVED

(X1} PROMIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

09G121

{X2) MULTIPLE CONSTRUCTION
A BUILDING

. WING

OMB N, 0938.0391

(X3) DATE SURVEY |
COMPLETED

NAME OF PROVIL ER OR SUPPLIER

INIIVIDUAL DEVELOPMENT, INC,

SYREET ADDRESS, CITY, STATE, ZIP CODE
4954 ASTOR PLACE, SE

WASHINGTON, DC 20019

1111912009

(X3} 10
PREFLX¢
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATDRY OR LSC IDENTIEYING INFORMATION)

L
PREFIX
TAG

DEFICIENCT)

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD B&
CROSS-REFERENGED TG THE APPROPRIATE

W 369

Continued From page 33
sel-administered, are administered without arror,

Thiz STANDARD s not met as avidenced by:
Batad on obsarvation, interview, and record
review, the facility failed to ensure its system for
medication administration assured that all
medications were administered without error for
threa of the eight clients residing in the facility.
{Cliznts #1, #2 and #85)

The findings includa:

1. uring the medication pass observation on
November 16, 2009 at 7:00 p.m., the nurse
retriaved Client #1's Metamucil container, whigh
was almeost empty. Review of the container
reve-aled the medication was prescribed for
constipation. Interview with the nurse at
app-oximately 7:03 p.m, revealsd that no more
Metamucil was available for Client #1. Review of
the acility's Health Care Protocsl Manual on
Novzmber 19, 2009 at approximately 1-30 p.m.
fafle 3 to evidence a policy/protocol for
replenishing medications, The facility falled to
ensure the availabllity of ordered medications.
(Seu also W331)

2. Luring the Medication pags observation of
Novismber 16, 2009 at approximately 9:08 p.m.
The nurse was preparing to administer
med:cations, Lactuiose and Zocor to Client #2.
The 2urse discovered when she entered the
mied-cation cabinet that the Zocor was net in the
basket that contalned her medication. Raeview of
the fadility's Health Care Protoco! Manual on
Noveriber 19, 2009 at approximately 1:30 p.m.
faltarl to evidence & policyfprotoco| for
replenishing medications. The facillty failed to

W 369
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ensura the avallabllity of preseribed medications.
Interview with the RN on the same day

ack 1owledged the medication was not available
for \dministration,

3. During the medication pass observation
conducted on Novembaer 16, 2009 between 5:20
p-m and 8:05 p.m,, Client #6 was cbserved
receiving her evening medications that included
oysier-shell calcium with vitamin D, Trileptal,
lact Hose and cranberty fruit. Review of the

Phy sician's Orders dated September 2009 (valid
for =20 days) to verify the medication passes on
Novamber 18, 2009, reveated Macrobid 100 mg,
twic:2 a day was to ba administerad, This

medication was not cbseived being administerad

during the medication pass, the medication was
not abssrved administered. Review of the
Medication Administration Record (MAR),
hownvsr, reflectad that the nurse's initials as
having adminigtered the medication,

The Reglstered Nurse produced the bubble pack
containing the medicstion, The bubble pack st
had the capsule of the medication that should
have been adminiatered on the November 16,
200%. The RN and tha surveyor inspected both
the £M and PM bubbie packs and ruled out thet
the nurse administered the medication from the
wron 3 bubble padkc. The RN acknowledged that
the miedication had not been given ag ordered.
{Ses W331)

483.¢.70(g)(2) SPACE AND EQUIPMENT

The facility must fumish, maintain in geod repair,
and tzach clients to use and to make informed
cholcss about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and cther devices identified by the

W69

w436
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inteadisciplinary team as needed by the client.

This STANDARD is not met as evidenced by:
Ba:ed on observation, interview, and the record
review, the fadility failed to provide hand splints as
recommangied by the intardisciplinary team for
five of the eight clients residing in the facility.
(Cliants #1,#2, #4, #5 and #7)

The finding includes:

On November 18, 2008, at 8;37 a.m., Cliant #2
wax pbserved to have contractures of bath
wrist/hands.

tnte view with direct care staff on Novermber 186,
2003 at 5:43 p.m. regarding Client #2's
conractyres revealed that the client had worn
wrist splints in the past, however, they were
currantly not available. On November 17, 2009 at
approximately 4:51 p.m., the qualified mental
reta dation professional (QMRP) confirmed that
Cliet #2 did not have hand splints to wear.
Addtional interview with the QMRP on November
18, .1t 11220 a.m, revealed that the slient's
previous wrist eplints had been discarded
baczuse they were wom and in poor congition.
On November 18, 2009 at approximately 4:59
p.m., the QMRP stated she had not submitted an
authJrization form (Form 718) for tha weist splints
beczuse she was waiting for the Physical
Therapist (PT) fo recommend the wrist splints.
Both the QMRP and the Supervisory Registered
Nurse {R.N.) acknowiedged that the PT had
reconmendad that the client wear bilateral wrist
splinis daily.
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The: review of Client #2's Annual Physical
Therapy Assessment dated November 7, 2008
revealed a recormmendation to “continue with
writit splints ¥ daity . The Annual PT Assessment
datxd November 3, 2009 included a
recommendation to "Purchase new Hand splints
See: link for example”. The raview of an adaptive
equipment form dated November 18, 2009
revi:alad “Wrist Splints - Sea PT recommendation
for vlew hand splints," Subsequent review of the
mexlication administration record (MAR) on
No.ember 19, 2009 revealed that the client had
wor 1 bilateral wrist splints for 8 hours (4:00 p.m. -
12:10 a.m.) dely through the month of August
2003. The record hewever failed 10 document a
recoimmandation that the client's bilateral wiist
splints be discontinued after August 2008, At the
time of the survey, there was no evidence that the
faciity had timaly addrassed the PT's
reccmmendations to obtain wrist splints for Client
#2 11 ensure they were available for her daily
wear.

2. The facility's medication nurse failed to use the
appropriate adaptive feeding equipment (as
outhned in the mealtime protocol) during
megication administration for five of seven dients
receiving madications by mouth, Clients #1, #2,
#4, 718, and #7. [See W331]

W474 | 483 480(b)(2)(if) MEAL SERVICES

Foort must be served in a form consistent with the
developmental fevel of the client.

This STANDARD is not met as evidenced by:
Base:d on observation, staff interview, and record
raview, the fadility failed to implement an effective
systom of monitoring and oversight to ensure

W 436

W 474
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clients received oral fluids in 2 texture fo moet the
assassed needs for four of four sampied clients.
{Clents #1, #2, #3 and #4)

The: finding includes:

1. On November 18, 2009, at approximately 6:25
P ., Client #2 was observed given juica in a
reg-iar consistency while being fad her dinner,
The nurse was observed giving the same client
regalar consistency water with her medications on
November 16, 2009 at approximately 8;30 pam,

On November 17, 2008 at 12:25 p.m,, day
praiyram staff was obsaerved giving Citent #2
regular consistancy water to drink, At no time was
any of the staff or nurse observed to add any
thiciener to Client #2's fluids prior to serving it to
her.

Inte-view with the facility's Supervisory Registered
Nurse (RN) and the qualified mental retardation
prof2ssional (QWRP) on November 17, 2009 at
appraximately 2:48 p.m. revealed the following
infomation conceming the consistency of Client
#2's liquids:

8. Mealtima feading protocol dated Nevember B,
20049 recommended nectar thick liquids.

b. Annual nutritional assessment dated Qetober
31, '009 recommended "nectar thick" liquids,

< Annual speech language evaluation dated
Novamber 11, 2009 detailed her liquids are being
thickened to a * honey" consistancy,

W474
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Re:ord review on Nevember 17, 2000 at 4:30
p.m . confirmed the information presented above
Wa:i approved by the interdisciplinary teaam (IDT).
i should be noted, however that the review of
Clicnt #2's currént physician's orders, dated
Septenber 1, 2009 revealed the PCP prescribed
“Th ¢k Liquids. "

On November 17, 2009, after verifying the
incrnsistencies of the fiuid texture recommended
by 1¢ members of the IDT in their assessmants,
the supervisory RN indicated she would discuss
the zoncemns with the QMRP. Additionally, the RN
statad that she recommended that the |DT
¢on-/ene to discuss the fluid consistency
discrépanciés,

The review of Client #2 Modified Barium Swallow
Stucly dated

At tr @ time of the survey, however, there was no
evigancs that the facility had closely manitored
Cliernt #2 to ensure that her fluids were provided
in arcordance with her neads.

It shaulkd be noted that prior to leaving the facility,
it was datermined that the staff were to adhara ta
the Client #2's Mealtima feeding protocol and
provde her with nectar thickened liguids. [Cross
Reference W120, w182)

2. The facllity falled 1o ensure the medication
nursas provided liquids in the consistency
requ-red In their mealtime protocols for five of the
eigh: clients residing in the facility. (Clients #1, #2,
#4, %6 and #7) .

The medication administration observations
conducted during the evening of November 18,
2008 and the moming of November 17, 2009

W 474
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revealed the following deficient practices:

a. On November 18, 20089, at approximately 8:30
p.r., Client #2 received her redication. The
nurs¢ crushed the medication and placed it in
8pjlesauce. After administering the madication
to t2e client with a gpoon, the nurse gave the
¢lient water from the 30 cc medication cup. Thare
wa:i gome coughing noted.

Review of Client #2's annual speech and
lan‘uage evaluation dated November 8, 2008,
reviaaled a raferencad swallow study that was
conducted un September 18, 2007, The study
reveaied that Client #2 exhibited “impairad belus
formation and transit, supraglottic penetration and
aspiration during swallow with delayed refiaxive
throat cidaring &nd coughing.* The diight's
meziltime protoco! dated Novemper 8, 2008,
revealed the Client's liquids should be nectar thick
and offered from a spout cup. The nurse failed
to provide the liquids in the spadified consistency
during the medication pass. Interview with the
faclity's Registered Nurse (RN) on November 18,
2004 at approximately 7:30 a.m, she
ackrowledged that the nurse should have
prov-ded nectar thick liquids,

b. O November 17, 2008, at approximately 8:03
am. Client #4 received her medication. The
nurs: crughed the medication and placed it in
applosauce. After administering the medication
to the: client with a spoan, the nurse gava the
clien: water from the 30 cc medication ¢up. There
was ;orme coughing noted,

Revirw of Client #4 * s Mealtime Protoco| dated
Octoher 18, 2008 revealed that the client used a
spoun cup for drinking. The pratocot ftirther
reflected that the client ' s fluids should be served
at a nectar consistency. The nurss fajlad to
provicle the liquids in the specified consgigtency
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dunng the medication administration. Intarview
with the facility's Registered Nurse on November
18, 2009 at approximately 7:30 a.m. she
ackowledged that the nurse should have
provided nectar thick liquids.
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i 000 INITIAL COMMENTS 1 000

A relicensure survey was conductad at this Group f
" Home for Mentally Retarded Persons (GHMRP)
: on November 18, 2009 through November 19,
2009. Due to systemic deficient practices

- identified during the 2008 recarification survay,

; as well as during an investigation conductad on

. August 26, 2000, the Slate Agency determined

! that the full survey process be used. A random

~ sampling of four clients from a residential

. population of eight femalas with varying degrees
of mental retardation and disabifities was
selected.

The resulis of the survey were based on P : K
obsarvations in the home and at two day
programs. Administrative, nursing, and direct
care staff interviews were conducted, as weil as a
review of clients’' and administrative records,
including a review of the unusual incident reports,

10541 3502.12 MEAL SERVICE / DINING AREAS © | 1054 1054 o A /J;Ul
| 7

f ‘ ;
. Residents shall be provided training to develop 3502.12 Meal Service/Dining Area
, @ating skills and to use speacial eating equipment This Statute /Il be met

 and utenslls if such training is indicated in the ew as

! Individual Habilitation Plgn. evidenced by;

See response to federal CONDITION

This Statute Is not met as evidenced by: W102, and federal deficiencies

Based on obsarvation, staff interview, and record W120.2 and W159.8.
review, the Group Home for Mentally Retardad
Parsons (GHMRP) failed ta implement training
recommended in the mealtime protocol for one of
four residents in the sampie. (Resident #2)

The finding includes:

Resident #2 was being fed her dinner by staff at
| approximately &:25 p.m. on November 16, 2009.

; i
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE % , W W
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' She was abserved to tilt her head back and open
her mputh each time the staff presented her with
food from the teaspoon and or water from the
spout cup.,
Tha reviaw of Client #2's maaltime protocol dated
November B, 2009 revealed
Meaitime Feading Protocol dsted 11/08/2008
recommended the following interventions be usad
when the client was receiving food or drink:
1. Keep her head upright at 70 to 80 degress in
i her wheelchair. |
i 2. Verbally cue her to ¢lose her mouth [and] take :
i the food from the spoon.
Interview with the GHMRP's Supervisory
Registersd Nurse {R.N.) and the queiifiead mental
retardation professional {QMRF) on November “1055 I
17, 2009 at approximately 4:30 p.m. confirmed ‘
that the aforemantioned interventions were 3502.13 Mqﬁl Service/Dining Areas
{hCIud@d m' Raesident #2's rnaa!hme protecol and 1. See respdnse to federal
should be implemented at ail times, L
CONDITION W102, and federal 122 :,9
i Naither staff from the home nor the day program deﬂcienciesf'WW104.4,- W120.2 and
| were observed to prompt Resident #2 to keep har W192.2
head in a neutral position during meals or varbally U ‘
cus the resident to take the food from spoon. 2. See response to federal
Thare was no avidance the resident was provided : ;
the recommended training In accordance with har deﬂcienclesLW159.7-8 and W192.2
maaltime protocol designed to develop her eating 3. See response to federal deficlency
skiir's and to improve her usa special sating WwW120.4 ‘
equipment, : :
4. See response to #1 above
t 055 350213 MEAL SERVICE / DINING AREAS 1085 5. See response to #1 above and
federali deficienci 59, ; '
| Each GHMRP shall train the staff in the use of eliclencies W159.6, w331
proper feeding techniques and mpnitor their and W368,
appropriate use to assist residents who require
special feeding procedures or utensils. i
Health Regulation Administration [
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| This Statute is not met as evidenced by:

Based on observation, interview, and record
review, the GHMRP failed to ensure staff
raceived sffective training on the use of adaptive
squipment, suppiements, and liquid textures as
outlined in the mealtime protocois.

The findings include:

1. The GHMRP failed to ensure tha nursing staff
was trained to use the proper adaptive equipment
when administering medications, in accordance
with clients’ mealtime protocots for five of six
cilents in the facliity that received medications by
mouth as evidenced below:

: During the madication administration
| observations conducted on November 16, 2009

and November 17, 2009 revealed the following
deficient practices:

a. During the evening medication pass
observations conducted on November 16, 2009
at 5:20 p.m., the nurse administered medication
that had been crushed and placed in applesauce,
to Client #6. The nurse gave the client water
from the 30cc medication ¢up. Review of Client

| #6's Mealtime Protocol dated August 31, 2009
: revealed that the clisnt used a spout cup for

. drinking. The nurse failed to use a spout cup
- when offering the client water during the

medication pass. it shouit be noted that the
nurse that administared the morning medication
on November 17, 2009 repeated the
aforementioned deficient practice.

b. During the evening medication pass
observations conducted on November 16, 2009,

Health Regulation Administration
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; at 5:50 p.m., the nurse administered medication

to Client #1 that was crushed and placed in
applesauca. The nurse gave the dient water
from the 30cc medication cup. Review of Chent
#1's Mealtime Protccol dated July 21, 2008
revealed that the client used a spout cup eor squirt
bottle for drinking, The protocol further reflacted
to offer beverages from a spoon when she does
not accept tham from the cup or squirt bottle.

The nurse failed to use a spout cup, squirt bottle
or tha spoon when offering the client water during

* the medication pass. it should be noted that the

nurse that administered the moming medication

| or Navember 17, 2009 rapeated the

aforementionad deficient praciice.

¢. Dusing the moming medication pass
observation canducted on November 17, 2009, at
7:11 a.m. the nurse was obsefved offering Client
#2 water from the 30cc medication cup. Review
of the Mealtime Protocol dated November 8,

: 2008, revealed the client's liquids should be
neactar thick, and offered from a spout cup.
Review of Client #4's Mealtims Protocol dated
November 8, 2009 revealed that the client used a
spout cup for drinking. The nurse failed to
aghere to the mealtime protocal.

d. During the morning medication pass
observation conducted on November 17, 2009 at

i 8:03 a.m,, the nurse administered medication

" crushed and placed in applesauce to Cllent #4,
The nurse attempted gave the client water from
the 30cc medication cup. Review of Client #4's
Mealtime Protocol dated QOctober 18, 2009
ravealed that the client used a spout cup for
drinking. The protocol further reflects that the
client ' s fluids should ba served at a nectar
- consistency. The nurse failed to adhara lo Client
#4's Mealtime Protocal.
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€. During the morning medication pass
observations conducied on November 17, 2009
al 8:20 a.m., the nurse administered medication
crushed and placed in applesauce to Client #7.
The nurse gave the client water from the 30cc
medication cup. Review of Client #7's Mealtime
Protocol dated January 16, 2008 revealad that
the client used a spout cup for drirking. The
nurse failad to utilize a spout cup, when offering
the cliemt water during the medication pass.
Interviaw with the RN on November 17, 2009 at
3:30 p.m. reveeled that the agency nurses had
not had any tralning prior to coming 1o tha facility
to care for the clients.

|

. 2, The GHMRP failed to ensure that each

. employes working with Client #2 was effectivaly
trained to implement her mealtime protoco! as
evidencad below:

2. On November 16, 2009 at approximately 6:25
p.m., the surveyor observed a direct care staff
faeding Client #2 her dinner. The client's
mealtime protocol, dated Novembar 6, 2009 was
observed on the table, near the client. As staff
presented food in the spoon to the client, she
tilted her head backward and opened her mouth,
She aiso positionad her head in this mannar as
she accepted regular consistency water from a
spout cup.

interview with the QMRP verified that Client #2's
Mealtime protocol identified interventions to
ensure she consumed her foed safaly. Review of
the client's Mealtime Feading Protocol, dated
Novembar 8, 2009 revealed the following
interventions were recommended:

(1) Nectar thick liquids.

1055
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(2) Keep her head upright at (70-80 degrees) in
har wheelchair.

(3) Verbally cue her to close her mouth [and]
take the food from tha spoon.

There was no evidence that the facliity had
ensured that each staff was provided training and
adequate oversight for the accurate
implemantation of Client #2's mealtime protacol.

k. During the evening medication administration

: on November 16, 2009, at approximately 8:30

p.m. the nurse was observed feeding the
medication to the client with a spoon. The nurse
was not cbserved to give any diractions to the
client while administering the medication.

Interview with the facility's Supervisory Registered
Nurse and the qualified mental retardation
professionai (QMRP) on November 17, 2009, at
approximately 4:30 p.m. confirmead Client #2's
Meaitime Feeding Protocol dated November 8,
2008 recommended tha following interventions:

! "Verbally cue her to closa her mouth [and] take
the food from the spoon. " )

After verifying the content of the Mealtima
Feeding Protocol, the Supervisory Registered
Nursa (RN) and the QMRP acknowledged that
the nursing staff had failed to impiament the
feeding protocol during medication
administration.

3. Tha facility failed to ensure the putritionist
provided standards and training for the thickening
of liquids with appliesauce for Client #2, [See
W120.5]

4. The GHMRP failed to ensure the medication
nurses provided liquids in the consistency
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required in their mealtime prolocols for two of
! four residents in the sampie. {Residents #2, and

< #4)

' The medication observations conducted during
* the evening of November 16, 200€ and the

. moming of November 17, 2009 revealed the

following deficient practices:

a. On November 17, 2009, at approximately 7:11
a.m., Resident#2 received her medication. The
nurse crushad the medication and placed in
applesauce. After administering the medication
to the resident with a spoon, the nurse gave the
resident water from the 30 cc medication cup.
There was some coughing noted.

Review of Resident#2's annual speech and
language evaluation dated November 8, 2009; it

! referanced a swallow study that was conducted in
' 2007. The study revealed that Residant#2

. exhibited “impaired bolus formation and transit,
 supragiottic penetration and aspiration dufing

swallow with delayed reflexive throat clearing and

. coughing." The resident ' s Meal time Protocoi

dated November 8, 2009 revealad the resident's
liquids shoutd be nectar thick and offered from a
spout cup. The nurse failed to provide the
liquids in the specified consistency during the
medication pass. Interview with the GHMRP's
Registered Nurse on November 18, 2009 at
approximately 7:30 p.m. she acknowledged that
the nurse should have provided riectar thick
liquids.

b. On November 17, 2008, at approximately 8:30
a.m., Resident#4 received har medication. The
nurse crushad the medication and placed it in
applesauce. After administering the meadication
to the rasident with a spoon, the nurse gave the
resident water from the 30 cc med|cation cup.
There was some coughing noted

Review of Resident#4's Mealtime Prptocol dated
October 18, 2009 revealaed that the resident used
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a spout cup for drinking. The protocol further
reflects that the resident's fiuids should be sarved
at a nectar consistency. The nurse failed to
provide the liquids in the specified consistency
during the medication pass. Interview with the
GHMRP's Registered Nurse on November 18,
2009 at epproximately 7:30 p.m. she
acknowledged that the nurse should have
provided nectar thick iquids.

5. The GHMRP failed to ensure the agency
nursing staff was trained to administer
supplemaents as ordered for two of four residents
who receive supplements as evidencad below:

a. During the medication pass observations an
the evening of November 18, 2009 and the.
meorning of November 17, 2009, Resident #2
raceived har rnedications. The medication pass

. observation verification conducted on November

18, 2009 at 3:00 p.m. revealed that Resident #2
was prescribed Resource 2.0 twice a day with
medications, Revlew af the Medication
Administrative Record (MAR) revealed that the
supplement shouid have been given at 8:00 a.m.
with the medication pass. The nurse failed to
give the supplement as ordered.

b. During the medication pass abservations on

i November 17, 2009, at 8:36 a.m. Resident #1

received her medications. The medication pass
observation verification conducted on November
18, 2009 at 3:00 p.m, revealed that Resident #1
was prescribed Resource 2.0 once a day with
medications. Review of the MAR revealad that
tha supplement shouid have bean given at 8:00
a.m. with the medication pass. The nurse failed
to give the supplement as ordered.

i €. During the medication pass observation on

November 16, 2009 at 6:45 p.m. Resident #3

| 065
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received Reglan 10 mg via her Gastrostomy tube.
The container indicated that the medication
shouid be given 30 minutes prior to meals. The
nurse proceeded to give Resident #3 her
surveyor that the Peptamen was the residents* | | ..
meal, The nurse failed to give the meai 30 1030 i
. minutes after the Reglan as per order. T
This Statute will be met as evidenced
d. Further varification of the medication pass on . )
November 18, 2008, at 3:40 p.m. revealed that by:
Resident #3 was prescribed Prostat 30 ¢¢'s which o
was to be given to the resident at 5:00 p.m. 1. Repalrs have been completed.
However, the nurse was not observed _ Home Manager will canduct
administering the supplemsnt to the resident : h
during observation from 5:00 p,m. through 9:05 weekly environmental home
- P.m. as orderad. inspections, and generate
“Maintenance Request form”
1080 3504.1 HOUSEKEERING 1080 : q
to the Maintenance
The interior and extarior of each GHMRP shall be Department as if repairs are
maintained in a safe, clean, orderly, attractive, Honi
and sanitary manner and be free of neeged. The Home Manager }7/2%
accumulations of dirt, rubblsh, and objectionable will maintain copies of all
odors. environmentai inspections |
and maintenance work
This Statute is not met as avidenced by: ;
completed. QMRP wlli aiso
Based on observation and staff interview, the P Q P
facility failed to ensure the physical integrity of the conduct routine home
residents’ environment as required by this Inspections and provide
saction, . , '
direction and feedback to the
The findings include: Home Manager as needed tp
| Observations of the on the GHMRP on November furthef ensure compllance. -
18, 2009 at 5:32 p.m. revealed the foliowing 2. Refgrence response to #1.
concems:; .
| 1. e Wil
o . Refaranes raenana b .
- 1here was unfinished and unpainted pl b :
Heaith Regulation Administration £2Tod plaster on
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: Record review on November 18, 2009, however,
revealed np evidence the funds had been
reieased or approved to complete Rasidsnt #3's
winter shppping.
1183
i 183 3505.4 ADMINISTRATIVE SUPPORT 1183 |
Each GHMRP shall hava a Residence Director 3508.4 Administrative Support

who meets the raquirements of § 3509.1 and who
shail manage the GHMRP in accordance with
| approved policies and this chapter,

5 This Statute is not met as evidenced by:
Based on staff interview and record review, the

GHMRP's Quailfied Mgnia) ﬂiw ‘

4
¢

| Professional (QMRP) failed to ensyre the
coordination, monitoring, and implementation of
habilitation and pianning for eight of eight
residents residing in the GHMRP. (Residents #1,
#2, #3, #4, #5, #6, #7 and #8)

The findings include:

1. The GHMRP's QMRP failed to ensurs the
coordination of putside services with regards to
the implementation of meaitime protocols. [See
Federal Deficiency Report - W1 20}

2. The GHMRP's QMRP failed to ensure the
coordination of outside services. [See Federai
Deficiency Report - Citation W120]

3. The GHMRP's QMRP feiied to ensure eli
residents ware providad with the proper and

! necessary ailotment of clothing, [See Federai
‘ Deficiency Report - Citation W137]

4. The GHMRP's QMRP failed to ensure ail staff
were effectively trained tp implement mealtime
| feeding protocois. [See Fedarai Deficiency Report

by:

This Statute will be met as evidenced

"Ml

deficiency report w120, -
2. See response to federal

deficignty report W20,
3. See rekponse to federal
deficiency report wi3z.
See response to federal
'deficléndy report Wig2,
5. See response to federal

deficiency report w159,

Health Regulation Administration
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Documantation that services have besn provided
as required by each resident ' s Ingividuai
Habllitation Plan inciuding contracts, vendor
agreements, receipts, and paid biils shail be
available for review by autharized regulatory
personnel.

This Statute is not met as evidenced by:
Based on observation, interview and record
review, the GHMRP fajled to ensure that
contracts for outside services were keep on file
for the regulatory agency’s review.

The findings include:

On November 18, 2009, at approximately 10:30
a.m., the surveyors raquested records from the
group home administrative office to verity that
contracts were available with outside services to
meet the health care neads of the residents,
interview with the Suparvisory Registared Nurse
on November 16, 2009 p.m. revealed several
nurses providing services were contracted
through a statfing agancy.

On November 18, 2009, between the hours of
5.00 p.m. and 9:30 p.m., a Licensed Practicai
Nurse (LPN) administered the evening
medications to all eight residents in the GHMRP,
A different nurse was observed administering the

1188

3508.6 Administrative Support

This Statute will be met as evidenced
by:

See response to W104.4

: ' ‘ e
(XHiD SUMMARY STATEMENT OF DEFICIENCIES 1 o) A O CTION ot
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ( 10N §| it
P ?ﬁé"‘ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caoss-neFeagggIE'% ,I:_% ‘1: ::)E ABPROPRIATE
1183 Continuad From page 11 1183
- Citation W192)
5. The GHMRP's QMRP failed to coordinate i
services to maximize Interdisciplinary team (1DT) f
collaboration on the consistency of Resident #2's i
fluids. [See Federal Deficiency Report - Citation L /> g
W159] /
{188, 3508.6 ADMINISTRATIVE SUPPORT 1188 '
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! medications on the evening of Novemker 17,
| 2009. During the evening of November 18, 2009,
- a third nurse was obsarved administering
| medication to the residents. interview with the
‘ Supervisory Registered Nursa on November 19,
1 2009 at approximately 5:00 p.m. revealed all ‘
| three nurses were contracted for services through .
l'a staffing agency.
At the time of the survey, howevaer, intarview and .
record review ravealad the administrative office
failed to provide evidence of a complete
contractual agreement to verify that the agency
wes in compliance with District of Columbia
Municipai Regulations (DCMR), Chaptar 3500 by R
providing the following information: 1202
' !
o
1
f
!
8. Copy of a service contract with the staffi o
in : - ‘ ;
agency [22 DCMR 3508.6] g 3509.2: Personnel Polictes =~ . /?Z%? ‘
©. Health records of the contracted nurees [22 T ' .
DCMR 3508.6] : This Statute will b s evi
c. Cofmpelencies of the nurse to enable them to b W & met as evidenced
cars for residents with digabilities: d [22 D¢ y:
’ 3510.1] . and [22 DCMR
d. Verification of professional credentials According to the QMRP and Home
’ .(hcansure) of each nurse who hag provided care M i .
in the GHMRP. [(22 DGMR 3520 2(a)] anager assigned to the home job
descriptions were not requested
[See slso Federal Deficiency R - Citati -
W104] ¢y Report - Citation during the survey visit. Al Job
descriptions were up to date at the
1202 3
3509.Z PERSONNEL POLICIES | 202 time of the survey. The Home f
i Each stafl person shatl heve a written job Ma nager WI?I continue to monftorthe' ’
i ?aiic::;:gﬂfti::’::ddﬁls each of his or her major status of ali job descriptions and l[
o uUtles and supervisory review with staff at the time of hire, ,
when change of status or position
Heaith Regulation Administration occurs and annually as required. {
STATE FORM i ‘
oo Jazi11
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This Statute is not met as evidenced by:

Based on staff interview and record review, the
GHMRP failed to ensure all staff were provided
Job descriptions as required by this section. (Staff
#9,#2, B3, #4, #5, #6, #7, #B, #9, 10, #11,
#12#13, 14, #15 #16, and #17)

The finding includes:

Interview with the GHMRP's qualified mental ; ! i
retardation professional (QMRP) on November :

17, 2009 at approximately 3:15 p.m., revealed
that the written job descriptions were not
avaliabie for the empioyees working in the
GHMRP.

The review of all records provided to the surveyor
verified that no signed job deecriptions for the
staff working in the group home had been
provided., At the lime of the survey, there was no
evidence {o that the seventeen empioyases at the
GHMRF had written job descriptions to outline
duties and supervisory controls, as required by
this section.

12 120 e '
03 3509.3 PERSONNEL POLICIES 3 3509.3

Each supervisor shalldiscuss the contenls of IY

. deneid h
descriptions with each empioyee at the beginning Personnel Policies
empicyment and at least annually thereafter. ’

This Statute Is not met as evidenced by:
Based on staff interview and record review, the by:
GHMRP falled to ensure that the supervisor ‘
reviewed job descriptions with all staff annually as Reference résponse to 3509,2
required. (Staff #1, #2, #3, #4, #5, #6, #7, #8, #9,
#10, #11, #12, #13, #14,#15, #16, and #17)

- This Statute wdl be met as evidenced

The finding includes:

Health Regulation Administration
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interview with the GHMRP's qualified mental
; retardation professional (QMRP) on November
' 17, 2009 at approximately 2:20 p.m., revealed
that tha job descriptions of employees working in
the GHMRP hand not been reviewed with the
employees during the last twelve months.
Record review at the time of the interview
reflected that there were no signed job
descriptions available to verify the date(s) they
were |ast discussed with the GHMRP staff. At
. the time of tha survey, there was no evidence that
. staff job descriptions had been reviewed with
empioyees at least annually, as required by this ’ : - R S
section. . iae
39Q9.6: Pg nnii Pl
i ! o
]
1208 3509.8 PERSONNEL POLICIES 1208

Each empioyee, prior o employment and
annually thereafter, shall provide a physician”"s
cortification that a health inventory has baen
performed and thet the employee ' s health status
would allow him or her to parform the required
duties,

This Statute is not met as evidenced by:

Based on staff interview and racord review, the
facility failad to ensure that each employee had a
health evaluation at least annually.(Staff #4, #7,
#8, and #15] .

Tha finding includas:

interview with tha facility’s qualified mental °
retardation professional {QMRP) on November
17, 2009 et approximately 3:30 p.m. revealed that
the administrative office had not provided a

This Statute will be met as evidenced
by: )

The Human Resource Director has
secured health certificates for the
identified er_hp'loyees. Human
Resource Department wiil continue to
maintain master listing of health
certifications and due dates. Human
Resource Department will generate
notices to employees at least 30days
prior to expiration date to allow the
employee sufficient time. QA
monitoring will be completed at least
quarteriy to ensure ongoing
compliance with this standard.

Z Z//gj
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current health certificate for Staff #4, #7, #8 and
#15.

The review of all staff records provided during the
survey verified that the administrative office failed
to provide heailth certificates (dated within the jast
twelve months) for the four aforementioned staff.
At the time of the suivey, there was no evidence
the health status of each employee working in the
GHMRP would allow tham the perform the
necessary duties, as required by this section.

3510.5(f) STAFF TRAINING

Each training program shall include, but not be

. limited to, the follawing:

{f) Specialty areas related to the GHMRP and the
residents to be served including, but not limited
to, behavior management, sexuality, nutrition,
recreation, total communications, and assistive
technologies;

| This Stetute is not met as evidenced by:

Based on pbservation, staff interview, and record
verification, the GHMRP failed to ensure that staff
received training on the residents’ liquid textures
and the use of adaptive equipment during
medication administration for five of the eight
residents in the survey. (Residents #1, #2, #4, #5,
and #7)

The findings includs:

1. There was no evidence that agency nurse
wer_e providad training on the the use of adaptive
equipment during medication administratign,

[See Federal Daficlency Repart - Citation W331.3
a, b, ¢ d, and e).

Hsaith Regulation Administration

1206

1220

by:

1229
3510.5(f) Staft Training

This Statute will be met as evidenced

2. Seé response to federa!

3, Seé response to federal

Seé response to federal
deficiency w3313 and
W192.2

deficiency -Wa74.2 aand b.

) %7/07

deficlency W120.4and
wi192.5

€€ response eaera
deficlency Wa3e .
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2. Thera was no avidance that the agancy
nurses were provided training on tha liquid
consistency requirements for the residents during
medication administration. [See Federal
Deficiency Report - Citation W474.2 a and b).

3. There was no avidence that direct care staff
were provided with training on how to thicken
liquids to a nectar consistency using applesauce.
[See Federal Deficiency Report - Citation W192.5
and W120.4]

4. The group home for the GHMRP faiied to
ensure training was provided to each staff in the
area of Assistive Technologies as identified
below: {Staff #1, #6, #10 and #11)

intarview with the facility * s qualified mental
reterdation professional {(QMRP} and record
review November 17, 2009 at approximatsly 3.40
P.M. verified only four of ceventeen staff received
training in the area of assistive technologies.
|Cross Reference Federal Daficlency Report -
Citation W436]

3514.2 RESIDENT RECORDS

Each record shall be kept current, dated, and
signad by each individual who makas an entry.

This Statute is not met as avidenced by:

Basad on interview and record review, tha
GHMRP failed to ensure that persons making
entrias into the medical record dated their entries
for four of four residents included in the sample.
{Residents #1, #2, #3, and #4}

The Finding inciudas:

During the record verification conducted from

1229

i291

by:

Wwil4

This Statute will be met as evidenced

See response to federal deficlency /1 67
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November 18, 2009 through Nevember 19, 2008
the following deficient practices wera idantified:

a. Review of Resident #1's medicat record, the
primary care physician faiied to date entries made
when he reviewed consullation documents and
when countersigning interim/tsisphone orders.
This deficient practice was also noted by tha
nurses. In addition Tha PCP only documented

! the month and year of his monthly assessmants

* and failed to document the exact day on which
monthly assessmenis wera conducted.

b. Review of Resident #2's medicgi record, the
: primary care physician failed to date eniries made
when he reviewed consultation documents and
when countersigning interim/telephone orders.
This deficient practice was aiso noted by the
nursas. In addition The PCP only document the
month and year of his monthly assessments and
failad to document the axact day on which
monthly assessments were conducted.

¢. Review of Resident #3's medical record the
primary care physician failed to date entries made
when he reviewed consuitation documents and
when countersigning Interim/teiephone ordars.
This deficient practice was also noted by the
nurses. In addition The PCP only document the
month and year of his monthiy assessmants and
failad to document the exact day on which
monthly assessments were conducted,

i d. Review of Resident #4's madical record the
primary cara physician failed to date entries made
when he reviewed consultation documents and
when countersigning intermitelephons ordera.
This deficient practice was also noted by the
nurses. in addition The PCP only document the
month and year of his monthly assessments and

Health Reguiation Administration
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, falled to dacument the exact day on which
. monthly assessments were conducted.
1395 3520.2(e) PROFESSION SERVICES: GENERAL 1395
PROVISIONS
Each GHMRP shall have available qualified
professional staff to carry out and monitor 95
| necessary professional interventions, in 13
! accordance with the gosls and ebjectives of every o . i
| individual habilitation plan, as determined to be 3520.2(e} Prafession Services: Genera
necessgry by thelmterdlsca!:hnary team. The Provisions..
professional services may inciude, but not be ‘
limited to, those services provided by individuals ] ]
trained, qualified, and licensed as required by This Statute will be met as evidenced
District of Columbla law in the following by:
disciplines or areas of services: . '
fed iency W368
() Nursing: 1. See fed:era! deficiency .
and W369
This Statute is not met 85 evidenced by: ;
. See response to #1 above.
Based on observation, Interview and record 2. See I’ SDO
review the GHMRP failed to ensure the provision 3. See response to #1 above.
; Nursing services in accordance with the assessed 4. See response to federal
* needs of seven of the eight residents residing in e w474 p
the GHMRP (Residente #1, 42, #3, #4, #6, 47, deficiency - 12J2)1%5
and #8). 5. 5ee response to federal
The findings include: Y ‘
1. The GHMRP failed to ensure that medications deﬂ?'enc'es W159.6, W192.3
were administered in compliance with physician's and ‘W368 i
orders. (See W3c) 6. See response to federal
2. Tha GHMRP failed to snsure their system for deficiencies W322.1-4
medication administration assured that all 7. See response to federal
medications were administered without arror. .
(Ses W359) deficiency W159.9
~ 3. The GHMREP failed to ensure the nursing staff
usad adaptive equipment when administering
medications in accordance with residents'
Health Regulation Administration
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mealtime protocols for five of six rasidants in the
GHMRP that received medications as evidenced
below:

During the medication administration
observations conducted on November 16, 2009
and Novernber 17, 2009 revealed the following
deficient practices:

a. During the evening medication pass
observations conducted on November 18, 2009
at 5:20 p.m., the nurse administered medication
to Resident #6 that had been crushed and placed
in applesauce. The nurse gave the resident water
from the 30 cc medication cup. Review of
Resldent #6's Mealtime Protocol dated August
31, 2009 revealed that the resident used a spout
cup for drinking. The nurse failed to utilize a
spout cup when offering the resident water during
the medication pass. [t should be noted that the
nurse that administered the morning medication
on November 17, 2009 repeated the
aforementioned deficient practice.

b. During the avening medication pass
observations conducted on November 16, 2009
at 5:50 p.m., the nurse administered medication
to Resident #1 that had baen crushed and placed
in epplesauce. The nurse gave the resident water
from the 30 cc medication cup. Review of
Resident #1's Mealtime Protocol dated July 21,
2009 revaaled that the resident used a spout cup
or squirt bottle for drinking. The protocol further
reflected to offer beverages from a spoon whan
she does not accept them from the cup or squirt
bottle. The nurse failed to utilize a spout cup,
squirt bottle or the spoon when offering the
resident water during the medication pass.
Reviaw of the speech and language Evaluation
dated August 2008 revealed that the resident has
a very slow oral phase delayed initiation of
swallowing. Further review of the speech and

Healih Reguiation Administration
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language revealad the resident should receive
liquids through a spout cup or squirt bottle.

It should be noted that the nurse that
adminigtered the morning medication on
November 17, 2009 repeated the aforementioned
deficient practice.

c. During the morming medication pass
observation conducted on November 17, 2009, at
. 7:11 a.m, the nurse was observed offering

- Resident #2 water from the 30 cc medication cup.
. Review of the Mealtime Protocol dated November
' 8, 2009, revealed the Resident's liquids should be
nectar thick, and offered from a spout cup. The
nurse failed to adhere to the mealtime protocol.

! According to the Annual speach and language

| dated November 2009, revsalad a Modified

| Barium Swallow Study (MBS) was conducted for

! the resident on Ssptember 18, 2007, Further

| review of the speech and languaga assessment
revealed that the resident demonstrated an
overall functional oral and pharyngeal swaliow
was siow, oral initiation of the bolus during the
study. The assessment recommended the
resident's liquids be thickened te honey
cansistency.

d. During the moming msdication pass
observation conducted on November 17, 2009 at
8:03 a.m., the nurse administered medication
crushed and placed in applesauce o Resident
#4. The nursa altempted gave the resident water
from the 30 cc medicatinn cup. Review of
Resident #4's Mealtime Protocol dsted October
18, 20089 revealed that the residsnt used a spout
cup for drinking. The protocal furthsr reflects that
the resident's fluids should be served at a nectar
consistency. review of the speech and language
assessment revealed that the resident
demonstrated. The review of the resident's
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annual speech and languaga avaluation dated
)October 18, 2009 revealed the resident exhibits
delayed oral onset of swallow and that guidalines
in the mealtime protocol guidealines ara
recommended to be followed. The nurse failed to
adhere to Resident #4's Mealtime Protocol.

€. During the Morning medication pass
observations conducted on November 17, 2009
at 8:20 a.m., the nurse administered medication
crushad and placed in applesauce to Resldent
#7. The nurse gave the resident water from the

. 30 cc medication cup. Review of Resident #7's
Mealtime Protocel dated January 16, 2009
revealad thet the resident used a spout cup for
drinking. The nurse failed to utilize a spout cup,

' when offering the resident water during the

" medication pass.

" Interview with the RN on November 17, 2009 at
3:30 p.m. revealed that the agency nurses had
not had any training prior to coming to the
GHMRP to care for the residents.

i 4. The nursing staff failed to provide liquids In a

i form consistent with the resident's assessed
neads, during the medication pass. (See W474)
5. The nursing staff failed to provide dietary
supplements during madication administration as
ardered for four of four residents who receive
supplements. (Residents #1, # 2, # 3, and #6)

a. On November 16, 2009 at approximately 6:25
p.m., Resident #2 was servad her dinner, After
compleling her difiner at approximately 15
minutes later, the resident was offered n creamy
white beverage from a spout cup. The surveyor
asked tha staff what he was glving the rasident to
drink. The slaff indicated it was Resourca 2.0.
Interview with the GHMRP’s Registered Nurse
(RN) and the evening madication nurse on
Novamber 16, 2009 at approximately 9:15 p.m.
varified the Resource was not provided during the

: evening medication pass.

1 395
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Further interview with the GHMRP's RN and the
qualified mental retardation professional (QMRP)
on November 17, 2009 at approximately 5:26
p.m. confirmed the following information:

b. Resident #1 was administered momning
medications on November 17, 2009 at 8:36 a.m.
Review of the Medication Administration Record
(MAR) reflected that the nurse initialed the record
as having administerad the nutritional
supplament, Resource 2.0. with the medications.
At 8:50 a.m. the residant was obsarved drinking a
supptement with her breakfast. Interview with
staff revealad that the drink was Resource 2.0.
Interview with the GHMRP's day nurse rovealed
at approximalely :40 a.m. verified the Resource
was not provided to the resident with meds as
prescribed. '

The review of the resident's physician orders for
July 3, 2009 revealed to "Frovide eight ounces of
Resource 2.0 PO once a day with Medication
Pass for nutritional supplement. * There was no
evidance the nurse ensure that the nutritional
supplement was given at as order with the
medications instead of with the resident’s meal.

¢. During the medication pass cbservation on
November 16, 2008 ot 6:45 p.m. Reaident #3
received Regian 10 mg via her Gastrestomy tube.
The container indicated that the medication
should be given 30 minutes prior to meals, The
nurse proceaded to give Residenl #3 her
Peptamen 250 cc bolus. The nurse informed the
surveyor that the Peptamen was the residant's
meal. The nurse failed to giva the meal 30
minutes after the Regien as per order,

d. Furthar varification of the medication

administration observetion on November 18,

i 2008, at 3:40 p.m. revealed that Resident #3 was
prescribed Prostat 30 cc's to be given at 5:00

Haaith Rogulation Administration
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p.m. Howavar, the nurse was not observed
administering the supplement to the resident
during observation from 5:00 p.m. through 9:05
p-m. on Novamber 1€, 2009 as ordered.
Interview with the RN on November 18, 2009 at
approximately 2:00 p.m. acknowledged the
deficient practice.

@. During the madication administration
observation on November 17, 2009 at 7:48 am.,
Resident #5 received Calcium with vitamin D
supplemants, cranberry fruit, Trileptal, and
Lactulose. Review of the resident's interim order
form dated September 20, 2009; reflacted
Resource 2.0 should have been administered
with medication. The nurse did not administer
the supplement with the medications. Interview
with the RN on November 18, 2009 at
approximately 2:00 p.m. acknowladged the
deficient practice.

6. The nursing staff failed to perform monthly
breast examinations as ordered by the PCP for
four of four residents in the sample (See W322.4)
7. The GHMRP failed to ensure that Resident
#3's day program was informed of her prescribed
thanga in her diet.

Intarview with the nurse at Resident #3's day
program on November 17, 2009 revealed dus to
her inablility to eat by mouth, the resident was
prescribad a tube feeding to maintein her
nutrition. Further Iinterview the nurse revealed that
the resident was prescribed Arginaid Protsin
Powder (1 Packet) and Peptamen 1 can via
G-tube.

On November 17, 2000, reviaw of tha day
program nursing office record revealed a
physician's order for tube feeding: Peptamen 250
cc bolus {1 can) 3 times daily at 7:30 a.m., 12:30
p.m., and 5:30 p.m, Further record review
revealed the most current physician's orders,
dated September 1, 2009, did not list the
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Arginaid.

Intarview with the group home nurse on
November 17, 2009 et 3:30 p.m., revealed that
Resident #3's Arginaid had been discontinued,
and that Prostat 101 had been prescribed
instead. Further interview with the RN revealed
she instructed one of the house LPNs to take the
new diet order 10 the day program; howeaver there
was no evidence that her instructions had been
followed.

Review of the record on November 17, 2008 at
3:40 p.m. revealed a physician's order dated
November 2, 2009 to discontinue Arginaid and to
start Prostat 101. Thare was no evidance tha
GHMRP's nursing services had coordinated
Resident #3 tube feeding order with tha day
program to ensura that her tube feeding was
accurately administered.

35620.3 PROFESSION SERVICES: GENERAL
PROVISIONS

| Professional services shall include both diagnosis

and evaluation, including identificatfon of
developmental levels and needs, treatment
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 interview and record review, the Group
Home for the Mentally Retarded Parsons
(GHMRP) failed to ensure services were providad
in accordance with the needs of four of four
residents in the sample, (Residents.# 1,#2,#3
and #4)

The findings include:

1. The facility failed to ensure laboratory studies

Heaith Regulation Administration
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3520.3 Profe_ss.lon Services: General
Provisions

This Statute will be met as
evidenced by:

1. See response to federal
CONDITION W318and
wa3a22,.

2. Seeresponseto#1.

See response to #1.

4. Seeresponse to #1.
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were completed for Resident #1 as ordered by
the primary care physician (PCP) as evidenced
below:

| Review of Resident #1's physician's orders on

' November 18, 2009, revealed the PCP ordered
Hemogiobin A1C's {D be obtained every six

" months. Review of the laboratory documents

! failed to svidence the studies had been pblained

|
i

as ordered. [nterview with the Supervisory RN on
Novembar 19, 2009, at 1:07 p.m., verified the
studles had not been obtained as ordered.

2. Tha facility failed to ensure medical evaluations
by consultants for Resident #3 were completed
as recommended by the PCP as evidenced
below:

On November 18, 2009 at 4:10 p.m., the review
of Resident #3's annuai medical assessment
dated November 11, 2008 revealed that the PCP
recommendsd Ophthalmology annually. Further
record review revealed the resident was
scheduled for an annual Ophthaimology
evaluation on June 16, 2008. According to the
consultation report, the resident refused to open
her eyes and the assessment couid not ba
completed. The consultant recommendad the

» resident be administered mora sedation in prder

'
F
L
i

to complete the evaluation (within 4 - 6 months).
Additional record review revealed the resident
had a comeal ulcer that was treated and resolved
as of August 12, 2008. There was no evidence,
however, that the resident returned to
Ophthalmology for the evaluatian of her visual
field, as recommended by the specialist.

3. The facility failed to ensure that Resident #2's
wrist splints were worn daily as recommended to
prevent worsening of wrist contractures.
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The review of Resident #2's Annuai Physical
Therapy Assessment dated November 7, 2008
revealad a recommendation 1o "Continue with
wrist splints” daily. Subsequent review of the
medication administration record (MAR) on
November 18, 2009 revealed that the resident
had wom bilaterai wrist splints for & hours (4:00
p.m. - 12:00 a.m.) daily through the month of
August 2009. Interview with the QMRP an
Novemnbar 18, 2009 revealed revealed that the
resldent's splints were discarded bacause they
were in poor condition. The QMRP reported that
the resident had been reassessed by the
orthopedist and the physical therapist to
determine the type of new wrist splints that
recommended for the resident.

Record review revealed that the aforementioned
assassments had been completed in October
2009 and November 2009 respectively. Atthe
time of the survey, there was no evidence that the
resident had wom the wrist splints sinca August
2009. [Ses W435]

4. The faciiity failed to ensure the nursing staff
performed monthly breast examinations as
nrdered for four of four residents in the sample.
(Residents #1, #2, #3, and #4)

a, Review of the physician's orders on November
18, 2009, between 4:10 p.m. and 4:27 p.m.,
revealed the PCP ordered that Residents #1, # 2,
and #3 receive monthly breast examinations.
Review of the medical records, however failed to
evidence that an examination had been
conducted in October 2009 for Residants #1, #2,
and #3. interview with the facility's nurse on
November 19, 2009 at approximately 11:30 a.m.
acknowiedged that the nurse should have
conducted the examinations monthly.
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b. Review of Residenl #4's record medical record
an November 18, 2008 at 4:27 p.m., the PCP
ordered the resident to receive monthly breast
examinations. Review of Resident #4's record
madical record failad to evidence that
examinations were conducted in September 2009

| and October 2009, Interview with the facility's

| nurse on November 19, 2009 at approximatsly
' 11:30 a.m. acknowledged that the nurse should
: have cenducted the examinations monthly.
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