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{W 000} | INITIAL. COMMENTS

A revisit was conducted on December 28, 2608,
to verity the facility's compliance with
condition-leval deficiencies cited during the
November 19, 2009 recertification survey. Two
clients remained in the sample from the previous
1 survey and two new clients were added from a
residential poputaion of six females with various
disablliies. The findings of the survey were
basad on observations In the home and at one
day priigram, interviews with day program staff,
direct c.are and nursing staff in both Ipcations, as
well as a review of cliniesl, administrative, and
habilitative records, Insiuding & review of unusual
incidert reports.

The renvigit resutted In d determination that the
facility vad regained campliance with the
Conditions of Particlpation in Governing Body and
Health Care Setvicos.

483.413(a)(1) GOVERNING BODY

{W 104} i

The governing body must exercise general policy,
.budget, and operating direction aver the facility.

‘This STANDARD is not met as evidenced by:
Based on obiservatian, siaf#f Interview, and record
review, the facility's governing body exercised
general aperating direction over the facility,

1 exoept lor in'the following areas:

L)

The findings include:

1. The governing body falled to ensure it
professional services dubed all entries

documerted in the medical racords. '[See W114)

{w 000}

{W 104}
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~This Standard will be met as
*- evidenced by:

1. Reference response to Wilig, ‘.

2. Reference response to W120.
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meet the neads of esch cilent.

The findings include:

'the training agenda snd signature sheet

| monthiv, for three menths, to ensure that

vocalizations, Staff thought the client's

2. The goveming body failed to ensure that day
-programs met the nesds of each client. [See

{W 120} | 483.410(d)(3) SERVICES PROVIDED WITH

| The facility must assure that outside services

; This STANDARD ls not met as evidencad by:

. Based an observation, Interviews, and record
review, the facility failad to ensure that outside
services met the neads of each client, for two of
the fou' clients in the sample, (Clients #2 and #8)

1. According to the facility's Plan of Correction
(POC), dated Decembar 24, 2009, the qualified
‘mental retardation prefessional {QMRP} wouid:
verify that day program staff had been trained on
mealtime protocols and wouid maintain a copy of

completed by the day program. The QMRP
would 2|50 obsarve meals at the day program

mealtinie protocols were executed properly.

Client #2 was observed recelving lunch at her day |
_Program on Decembar 28, 2009, beginning at
11:56 am. Her meal consisted of pureed baked
fish, mashed polatoes, mhxed vegetables,
chocolate pudding and weter. At 12:00 p.m,
followin some spoonfuls of food, Client #2 was
given a 5ip of water. She immediately made loud

CENTERS FOF MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFIIENCIES (X1) PROVIDER/SUPPUER/CLIA (X2) MULTIPLE CONSTRUCTION {{X3) DATE SURVES . ........
AND PLAN OF CORREGTION ICENTIFIGATION NUMBER: - COMPLETED-- - N

A BUILDING SR
.. - R, P
05G121 e 12/29/204i3 -

NAME OF PROVIBER OR SUPPLIER STREET ADDRESS, CITY. STATE, Zw CQDE .
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IND| /ELOPMENT, INC,

VIDUAL DEVELOPMENT, (NC WASHINGTON, DC 20019 .
X4 ID SUMMARY STATEMENT OF DEFICIENCIES iD { PROVIDER'S PLAN OF CORRECTION L {
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULD RE COM™ ETION
TAG REGULATDRY OR LSC IDENTIFYING INFORMATION) TAS CROSS:-REFERENCED TQ THE APPROPRIATE TITE .
| CEFICIENCY) |
{W 104} | Continued From page 1 W 104)! - .

w120

, ' This Standard will be met as
{W 120} evidenced by:

1. The QMRP verified that the day - -
program staff had been tralned on .- -

designated nursing staff will ensure

meaitime protocol. The QMRP and- | -

that a copy of the information is
maintained at the day program and
residence for review, The QMRP and’
LPN staff will continue to follow-up
with the day program to verlfy
implementation of the meaitime
protocols. ,'
Therapist and is no longer being
recormmended for thicken liqulds.
Applesauce continues to ba provided .
for flavor, Her meaitime protocol has
been updated to reflect the changes
and staff training wiil be conducted
reflective of the changes. QMRP and
designated LPN staff wil ensuyre that .

| staff training is compieted at the day

exrn o f

Client #2 was evaluated by the Speech |

Or 13|

vocaflzations reflected displeasure with the lemon _Program site.
flavored thickener they used. The water :
FORM CM3-2367(02.59) Prévious Versions Obaoiets Event 1D, J4Z112 Facity D: 09G 121 ! cenbinuation shest Page 2 of s:F
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{W 120} | Continued From page 2 Wiy —
: appeared to be of neotar consistency. : W120, continued... _""'------.'____
At 12:02 p.m., staff stirrd two (2) teaspoons of _ . i
"thick " Into apple julce and gave It to the client, Routine record reviews and direct .
The apple juice appaared to be of thinner observations will be conducted by QA/|[ . . -
| consis'ency than nectar. The client drank it, designated staff and correctj 4o
. however, without incident When asked, the staff gn corrective )} &
- [ confirmed that he had used 2 teaspoons of : actions taken to address concernsas |
thickerer. Moments latar, the staff added an they srise ‘
N " i

additional tablespoon of thickner to the ciants ‘ : ! - .
apple juice which mads it necktar thick. When o [T £ A - S
; asked about training, the staff stated that the s e

QMRF, facility nurse, and house manager had
providerd training on Client #2's mealtime protocol

on Derember 28, 2008 (the day before this S R TP S
survey). i A . ; . Coae el T
Al approximately 12:23 p.m., revievir of Client #2's ‘ : '

mealtirne protocol, dated December 28, 2008, N

revealad the following order: "low fat/cholesterol,
Pureec! with added fiber with nectar thick liquids
(2 tbsp of thick & easy mixed in 8 oz. of fiquidh,"
When shared with the.day program staff who jed
Client 2, he acknowlgdged that he had used the
. wrong “teaspoon"”)-end of the measuring spoon
that was placed inside of the "thick it" container.
Later that afternoon, st approximately 3:30 p.m.,
review of the facility's in-service training records

: confirmed that day program stafi were trained on
: Client 2's mealtime protoco! on December 28, .
2009. Observations &t iunch the next day, ' o R N
however, indicated that the training had not been : '
_ effactive, . -

W 154 483.420(d)(3) STAFF TREATMENT OF W154
CLIENTS . ,

The facility must have evidence that all alieged
; viclations are thoroughly investigated. '

FORM CMS. 2667(02-95) Fravious Versiony Obsoigte - " Eventip: JZN2 Facitily I0; 02G124 If eontinuation shest Parjr .3‘ of.ﬁ'f
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W 154 | Continued From page 3 WV 154 __V£154 . ;
This standard will be meias ~.
This STANDARD is not met as evidenced by: . . '
Based pn interview and record raview, the facility evidenced by:
failed 1> thoroughly Investigate all Injuries for one - i N
 of the eight clients residing in the facility. (Chent The Facility Coordinator completed )
%) : : training for all staff an proper o
The finding includes: o tie-down procedures. The facllity - *;
, ’ t Coordinator and QMRP will routinely .
On Deember 29, 2009, beginning at i . :
approximately 10:26 .m., raview of incident | mspe.ct for oom.petency and provide vl apl
reports and corresponding investigations revealed additional training and follow-up as
an investigation report dated December 8, 2009. needed. :
According o the Investigation, that was prepared !
by the facility's qualified mental retardation - , L A i -
professional (QMRP), Client #8 sustained an The investigative report was SR .
injury to her face while riding in the-"f:gility's. : consistent with staff interview ol
vehicle The client's "wheelchair ro against . ‘ g o
" | the ofher skie of the van... Sbrasisn on b e according to QMRP who was present . | {ﬁl;: iz
cheek. The irivestigation report indicated that, : when the surveyor conducted the I
-as per the primary care physician's order. the interviews. i
client was evaiuated al'en emergency room and ‘ I
‘relsased the same day, Recommendations ) ) E N
wers to cantinue manitoring the dlient for any * - i Vehicle safety procedure will continye - y
chah?es ‘":jd "provmidc 'rddm;ta""‘iﬂii@'ml : to be monitored by the Fleet 4
transfer and repositioning.” appraximately
10:40 &.m., the QMRP was asked about the Inspector to ensure that all = i
incidenl. She attributed the injury to the vehicke components are maintained In good v b
having :umed sharply, which caused the Cliant : 4
#B's Wheelehair 1o mave abro plly. working order. Anolncldent ' :
_ ‘ Management Coordinator has been EETREI
the two staff who wara on board thé vehicle at the ! . . yoversee a :
time of ‘he ncident revealed that the cient's conduct staff interviews as needed to i
:hegd"a" -had moved f?mf‘? afgg Shef nad h‘:!h further ensure that information Is ~ I
er fac: against a wheeichair In front of her, ‘This - . e e
accounting differed from what was presented in accurate. All incidents will be
. the investigation report, . : discussed at the safety review ]
:{W.150) | 483.43((a) QUALIFIED MENTAL o W 158} neetings.
FORM CMS.2567(02-66) Pravious Versions Obeol Event 0. 4zZ112 Facilty ID: 08G 121 ;
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{W 159} | Continued From page 4

RETARDATION PROFESSIONAL

Each client's active treatment Program must be
integrated, coordinsted and monitored bya
qualfﬁ'ed mental retardation professional,

| This STANDARD ls ot rrist as evidenoed by:

review the facility falled to ensure the qualifieg
. - .mental rétardation professional (QMRP) =
- --coordinated; integrated and monitored services,
1 for two of the four cients In the sample. (Clients
#2and ws) - -

The findings Include:. . .~ . )
| 1. Cross-refer to W120.1. The faciity’s GMRP
failed 5 ensure the ¢odidination of sarvicés e
verify the texture of flulds required by Ciient #2.
2. Cross-rafer to W184. The faéiiity‘s QMRP

failed tn thoroughly Investigate il incidents. "
483.480(b)(2)(iii) MEAL SERVICES

{W 474}

= deveiorimental level of the ciient.

| Thie STANDARD is not met as evidenced by:
Based on abservalion, interview and record
Glients in the
the forr and consistency as prescribed in her
mieaitime protocol. .

The findling _indu&as: | _
Cross-refer to W120. According to the facllity's

Based on obsarvation, staff interview, and recorg

Food fr:ust be servad In a fomn corisistent with the

| | review, the facility failed to ensure that oné of four
sample (Clent #2) received fluids in

l

v ” ..

fwd4ra) |

| Wiasg ™

.

T
This Standard will he met T S

. Wy
evidenced by: ‘J_qs e
E iR

1. Cross reference to W120.1

anamb

2. Cross refererce response to Wis4." |

wazs o L

This Standard will be met as x RS S }
evidenced by: N 3
Cross reference response to W120, . ‘!il °_t
[ O e

[ T A

GRA- LI e
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{W 474}! Contirued From page 6 | Ware i
i Plan of Correction (POC), dated December 24, X
2009, the quafified mantal retardation i
professional and house manager would conduct .
additicnal staff raining and meal observations at J e
s | the day praogram to snsure ongoing compliance i :
- with this.standard and provide immediate actions ' .
e '| (l.e: retraining, disgiplinary actions) when needed. : i
| On December 29, 2009, lunch time sbservations ; ;
' atthe Jay program revealed that staff failed to ' -
‘.. .| Bnsure that Clhent #2's gpple juics was thickensd I SR B - B Eie "'____,I
o to a-nectar consistency, g8 prescribed in the - R i
mealtime protocal. TS i
i
N |
. . ‘ — e e _— ...-...,.,;
P
i
i
| . M
R |
= ]
i
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{1 000} INITIAL COMMENTS {1 000}
A follow up licensure survey was conducted on

* December 29, 2008, to verify the GHMRP's
. ompliance with condition-level deficiencies cited
: during the November 19, 2009 licensure survey.
1 Two residents remalnad in the sample from the
| the Previous survey and-two new residents were
‘added from a residential population of six ..
females with various disabilitias. "Thgfindings of
the suvey were based on observatians in the
home and one day progrem, intarviews with day
[ Pregram-sitaff, direct care and nursing steff, as - -
well as a review of the glinical, administrative, and |. -
habilitztive récords; including a review of the -
i-unusualincident reperts, - .. e

1042, 3502.%(b) MEAL SERVICE / DINING AREAS 1042
| Madificd diets shall be as follows: |

(b) Plannex, prepared, and served by individuais
who hzve received instruction from a dietitian;
and... ) . .

This Statute is not met as evidenced by:
Based on observation, Interview and regord
review the facility falled to ensure that one of four
-residents.in the sample (Résident #2) received
fiuids i1 the forrm and consistency as prescribed
in her rmealtime protocal, . - ‘

 The finding includes:

According to the facility's Ptan of Cormection
(POC), dated Decomber 24, 2009, the qualifiéd
mental retardation professionai {QMRP) wouid
verify thet day program staff had been trained on
mealtime protocols and would maintain a copy of
the training agenda and signature sheet

'| completed by the day program. The QMRP

1042 - ——

13502.2 (b) e

Y

Reference response to W120.

[ ry o
R

This Statute will be met as avidenced by: "
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Health Regulation Agm| nistration

Mmeattime profocols were executed properly.
Accoreing o the facility's Plan of Correction

| (POC). dated December 24, 2009, the qualified

mental rétardation professional (QMRP) would

| verify.that day program staff had been trained on

mealtine protocols and would malntain a copy of
the training agenda-and signature sheet

+-completed by the day program.. The QMRP . .. | :

- [ would wilso observe Meals at the day program

. - |.monthly, for three months, to ensure that AR N
| mealtime protocols were executed property. |

Resident #2 was observed receiving lunchat her |

day progran on Deoemibér 29,2005 Bagining

~8t 1155 am. Her mesl consisted of pureed .

baked ‘ish, mashed potatoes, mixed vegetables,
chocolate pudding and water. Af 12:00 p.m.,
following some spoonfuls of food, Resident#2

wais given a sip of water, She immadistely made |

loud voralizations. Staff thought thie residents

vocdlizations refiected displeasure with the lemon |

flavorer! thickener thay used. The water
appearad to be of nactar consistency,

AtA12:0 p.m., staff stirred two (2) teaspoons of
"thick it into apple juice and gaveittothe = - -
residenl. The appie juics appeared to be of

| thinher consistericy than nectar. The resident -
drank it, however, without incident Whieri asked, |

the staf confirmed that he had used 2'teaspoons
of thickener. Moments later, the staffadded an

apple Juice which made It necktar thick. Whin' -

 @sked about training, the etalf stated that the ™ .
| QMRP, facility nurse, sne house managerhad, |

provideri fraining on Resident #2's meatime « - .

additional tablespoor of thickner 1o e residaiits o

.. FORM APP "‘.‘JVED
STATEMENT OF DEf ICIENCIES 1) PROVIDER/SUPPLIERICLIA E (X3) OATE SURVE:
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: A, BUILDING TR
B WING T
‘ ‘ HFD03-0048 12129/208:
NAME OF PROVIDEF OR SUPPUIER - STREET ADDRESS, CITY, STATE. ZIF CODE i
| 9, TO E ‘
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DEFICIENCY) ) ) o
1042/ Contin-red From page 1 | 042 :
would also observe meals at the day program
monthiy, for three months, to ensure that

i
L
i

protocot on Decembar 28, 2009 (the day before

v
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1042 Continued From page 2 tos2 | I
| this survey). —10—50—\__‘_’-__“%-
| At approximately 12:23 p.m., review of Resident R
| #2's mealtime protoce!, dated December 28, 3504.1 R n
| 2009, revealed the following order: “low Tl
: faticholesterol; puresd with added fiber with : o
| nectar thick liquids (2 tbep of thick & sasy mixed This Statute will be met as svidenced, - - ;
. in 8oz, ofliquid)." When shared with the day by: ! i
: program staff who fed Resident #2, he i i
i acknowledged that he had used the wrong Unfinished and unpainted plasteron 4 5 .. b
. ("teaspoon").end of the measuring spoon that . the | . ¢ LA |
; was pliaced inside of the "thick it" container. Liter © lower sections of the wall along ;. ﬂ{ o |
j that.aﬁemogn,.a_tlapprqxlmately 3:30 p.m.; réview | both hallways wilj be repaired and | e '"ﬂ :
; of the facility’s in-service training records - i or pj ;
I confirmed that day prograim staff were trainedon painted. The H?me Manager wiil A ; |
| Resident #2's mealtime protocol on.December ensure that maintenance requests are : - . AN !
28, 2008, Observations at lurich the next day, enerated whene i 1 B
! however, indicated that the training had not been 5 enever c‘oncerns arise. - .-
| effectiva, The Home Manager will complete a T
! o comprehensive environmental audit ]
(1080} 3504.1 HOUSEKEPPING {1080} |gopa monthly basis and routine .
: . " ; i
The intzrior and exterior of each GHMRP shall be mspections at least weekly. Al
maintained in a sale, claan, of:‘derly, altractive, concerns will forwarded to the ' .
and sanitary manner and be free of ; ' :
accumulations of dirt, rubbish, and objectionable mal_ntenance department. The R
odors.. . ‘ ' _ Facility Manager will Mmaintaln L i
. verification of completed repairs, '
 This Statute Is not met as evidenced by: :
i Based on observation and staff interview, the The screen has been replaced near !
. facilty failed to efisyre the physical integrity of the the corner of the dining room, The ]
residerins’ environment as required bythis = : 3
section ; A screen has been replaced. reference |
. ' . response to #3. )
The findirgs include; -
, : 3. Th
| Qbservations of the GHMRP on Novermber 1 8 Tl :=.- screen has also been replaced -
+ 2000 at £:32 p.m. revealed the foliowing for client #
| concarrs: ' |
Health Reguigtion Administration é
STATE FORM

Jaziiz ¥ confinuation sheé !’ 3 of §
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{1080} Continued From page 3

1. There was unfinished and u
the lower sections of
hallways,

2. The screen was mis
the comer of the dining raom,

3. A screen was missing from a window
bedroum of Residents #2 and #7, and In
| bedroam of Residents #4 and #8,

{1183}, 3508.4 ADMINISTRATIVE SUPPORT
Each CHMRP shail have
who meets the

" shall m
approved policies and this chapter.

This Statute is not met as evid
' Based on observation, staff inte
review, tha facility falled to ensu
mental retardation professional (QMRP)
coordinatad, integrated and mon
far two of the four residents in th
(Residents #2 and #8)

’ The findings jnclude:
' 1. Crosswrefer to 104
i to
texture of fiulds requi

2. The taclity's QMRP falled
investigate all Incidents as fo

On December 29, 2008, beglnning at

ensure the coordination of services to

fo thorough
llows:

reports and correspo
reveaiecl an inve

npainted plaster gn
the walls along both

8ing from the window near

& Residence Director
requirements of § 3509.1 and who
anage the GHMRP in accordance with

enced by:
rview, and record
re the qualified

itored services,
& sample.

2. The facility's QMRP failed
red by Resident #2.

approximately 10:28 a.m,. review of incident
nding investigations

{1 050}

in the
the

{1 183)

by:

2. Cross referto w154,

verify the |

ty

1. Cross refer to 1042 and w120, 127_ 5

Fieaith Regulation Admlistration
STATE FORM ™ .

stigatioh report dated Decamber
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{1183} Contirued From page 4 {1183}

i 9,2009. According to the investigation, that was
prepared by the facllity's qualified mental
retardation professional (QMRP), Resident #8
sustairied an injury to her face while riding in the S R
. facility's vehicle. The resident's “wheelchair rolied Do ey
' . | Bgainst the other side of the van... abrasion on . N
| her rignt cheek.” The Investigation report ) . . B

indical 2d that, as par the primary care physician's T N
onder, ihe resident was evaluated 4t an , ) . . A <
emeargency room and released the same day, . : T
' Recommendations were ta continue monitoring o T T
the resident for any changes and "provide ' .
additional training on transfer and repositioning.”
At approximately 10:40 a.m,, the QMRP was :
asked abaut the ircident. She altributed the - ‘ T e B
injury 13 the vehicle having turned sharply, which - S P EPRR
causer! the Resident #8's wheelchair to move o
gbrupty, o ‘ . o f L e

At approximately 4:55 p.m., interview with one of
the twe- staff who were on board the vehicle at the
; time of the incident revealed that theresident's
wheelc hair had moved forward and she had hit
her face against a wheeichair in front of her. This R
accounting differed from what was presented in - R
the invastigation report. :,'“g‘ia-s—-——_ ——

- T
— jo

- {1228} 35105 122
{r2zs}, 3510.5.) STAFF TRAINING 129 rnis Statute will be met as avidenced

Each training program shali include, but not be by;

limited lo, the following:

() Sheialty areas related to the GHMRP and the
residerts to be served Including, but not limited .
to, behavior Management. sexuality, nutrition, ' ‘ "

; Fecraation, total communications, and assistive ‘ ‘ "
. technglogies;

‘Cross refe, r to 1042

This Statute is not met as evidenced by: , '
Based n obiservation, staff interview, and record ‘

Heaith Reguiation Adm nistratian .
STATE FORM oain JaZi2 f continuation shos 8 of &
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verification, the GHMRP failed to ensure that staff
receivzd effective training on the residents' liquid
textures, for one of the four residents in the
sampl:, (Resident #2) .

* | Thefindings include:

Cross- refer to 1042 Even though thia group - o o SRR
. home had documented providing in-service AT . . . ;
training| to Resident#2's day program staff, Coe e i
-observations at lunch on December-29, 2009 _ U AN I
Indicatzd that the training had not been effeciive. ' T 7
The staff used two teagpoons of powdered’ - R -
thickener instead of two tablespoons. The -
residert’s apple juice was not of nectar. : e B |
consistency, as prescribed-in her mealtime - [ Lo e e : e f
protoced, ' B T

L
vy T
o
-1

1eaith Regulaticn Adminigiration — s
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