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A rectification suney was conducted on
February 8, 2011 through February 10, 2011. A
sampia of two cliants was selected from a : N
populition of four men with various cognitive and QJA - o
inteflatugl disabilities. Due to condition level , mp‘ b 'S ! 20t ERRER B
daflci-neies during the pravious recertification
surves, {his survey was conducted utilizing the
full su-vey process.

899 North Cq lof .} .. ...
pitol St.,. 1o L
Washington, D,C. 2000

The findings of the survey wera based on
obser-ations and intarviews with staff and clienis
in the nome, and al one day program, as well as
a reviiw of adminigtrative records, including . .. N [
. incident raports. '
W 120 | 483.4" 0(d}(3) SERVICES PROVIDED WITH
OUTSIDE SOURCES

w120

The facllity must assura that outside services
meet the needs of each client.

This STANDARD is not met as evidenced by:
Based on observation, intarview and record
review, the facllity failed to ensure outsida
servicis met the needs of two of two clients in the
sampi., {Clients #1 and #2)

The: firdings include;

The facility failed to ensure that Client #1 and
#2's dny program maintained and provided data
nacess=ary 1 moniter their prascribed fluid
resfriclons, as evidenced below:

a. On -“ebruary 9, 2011, at 10:27 a.m.,
gbservations of the mid-moming snack
TITLE it BATE

LABORATO IRGETOI TS OR PROVIDERUSUPPLIE RéPRESEN'I‘ATWE'S SIGNATURE
'%L A M Dicecdor of [esidwtial Secvices 3144/l

Ay aenkidcy batorgght ending with an asterisk (%) donates & daficlency which the lnstiutien may b excused fram correcting providing itis determined that other
safeguards provide  ent protectien 1o the patients. (Sea instructions,) Except for aursing homes, the findings stated above arc dieciosabie 90 days fallowing the
dae of survey whether ornota plan of eorrestion is provided. For nursing homes, the above findings and plans of comection are disciosable 14 days following the
ats these documents B8 made svalisbie (o the faciity. If daficiencles are cited, an approved plan of correction is requisite to continued progrm participation.
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condusted at the day program revealed Client #1
potre| 4 ounces of pineapple prange juice into \ R
his cuiy and drank it. Interview with the day B
program's registered nurse (RN) at approximately - - .
11:00 a.m. ravealed that Client #1 was T i
prescribed a 1500 m! fluid restriction dlet, W 120 . N als an
Further interview with the RN revealed the day ‘ e R . 5' 9. t
The Director of Nursing (DON} and the :

program administered Client #1'¢ fluids in
accordance with the nutritionist's 1600 mi fluid
restriction breakdown. When asked if there was
any documentation available for the client's fluid
intake &t the day program, the RN revealed there
was n) documentation in the dient's record.

Interviaw with the residential director (RD) on
February 9, 2011, at1:02p.m. revealed that the
day piograrm's nutritionist stated that they do not

- docun eht Client #1's fluids, The RD's statement
] was confirned through interview with facility's RN
on February 10, 2011, at approximataly 1210
p.m.

On February 10, 2011, at 2:42 p.m;, racard
. | reviev: revealed a document entitied, 1500 cc

1 Fluid [Restriction”, dated May 12, 2010, which
was ¢reated by the group homa's dietitian. The
docurment revealed the following breakdown for
the day program on Monday through Friday:

Mid-Morning Snack:
4 oz (120 cc) Sugar-Free Beverage

Lunct:
8 oz ( 2490 cc) Sugar-Free Beverage

*“Nursing to use 120 cc of fluid with medication
pass «at the day program)

Director of Residential Services (DRS) will
arrange and complete an additional Case
Conference with the Day Program Nursc, ‘
Nutritionist, and the DDS Service Coordinator |

tp ensure that the Day Program provides and

Jocuments the prescribed diet (includingeny | . .,
restrictions) to the clients. The DON and DRS
will hold a monthly grand round to where
documentation will be Teviewed to easure that
when Physician Orders change the Day n
Program Nursifig 36 are aware, and that day
staff are trained on changes when requifed.” [

)

§om CMS.2507(02-09) :reviaus Veralons Dbaclale

g L
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Interviaw with the qualified mental retardation

professional (QMRP) on February 10, 2011, at
appreximately 5:00 p,m., ravealed that a case

.| confersnce was held at Client#1's day pregram

on Awjust 3, 2010. The case sonference was
atiendad by the client's guardian, service
coordinater, the facility's interdisciplinary team
{QMR~?, RD, speech-language pathologist (SLP),
registered nurse (RN}, nutritionfst), and the day
program professional team (Individual program
Pian (-PP) coordinator, R, SLP, nutritionist).

On Feoruary 10, 2011, at approximately 7:15
p.m., ine case confarence summary dated
Auguet 3, 2010, which was provided by the
QMRF revealed the following infermation:

a. The day program nutritionist will administer the
fluid intake at the day program.

b. The nurse and tha nutritionist will oversee the
fluid reasurements.

¢. Stalf will monitor the client to prevent drinking
additic nal liquids from the soda machine.

The case conference summary further -
dosumented that the nutritionist assurad the
QMRF that sha would manitor the cllent's fluid
intake daily during lunch. The group home taam
requested that the day program forward monthly
data sheets on the client's fluid intake.

b. On “ebruary 9, 20171, at11:22 a.m,, interview
with Ciient #2's day staff revealed the nutritionist
monitored his fluid intake, Interview with the day
progre m nutritionist on the same day at 11:28
a.m. nwvealad that the client was prescribed a

W 120

FORM CME-2967(02-9%) F revious Versions Dbsolale Event ID:PTZS1T
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fluid re stricted diet and that he received 240 mi of
fluid with hig lunch.

Recori raview on February 8, 2011, at 11:45
a.m., revealed a day program quarterly nutrition
assesw.ment dated February 2, 2011, that
documented that Chent #2 was prescribed a
1080 i fluid restriction per his nutritional
asgesc«ment from his home dietitlan. Further
review of the day program quarterly nutritional .
assastment, however, revealed that it failed to :
specify how much of the 1080 ml of fluid the
client rzceive at the day program.

On February 10, 2011, at 3:10 p.m,, record
review ravealed & document erititted, “1080 co
Fluid Festriction", dated January 31, 2011, which
was craated by the group home's dietitian. The
documsnt ravealed the following breakdown for
the day pregram on Menday through Friday:

Mid-Mrming Shack;
4 oz (120 ¢¢) Sugar-Frae Beverage

Lunch: :
4 oz (1:20 ec) skim milk

Interview with the residential director (RD) on
Februa-y 8, 2011, at 1;02 p.m., revealed that the
day program's nuiritionist stated that they do not
docume:nt Clignt #2's fluids. The RD's statement
was confirmed through inferview with facility's RN
on February 10, 2071, at approximately 12:10
p..

It shouli be noted that further interview with RN
revealed that she and the QMRP requested to
have data on Client #2's fluid intake sent to the

FORM Qa$-2387(02.80) Pro vious Versions Obsolte Evenl ID: P725%1 Faciiky ID; D9G129 If continuation sheet Page 4 of 24
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group home on a monthly basis.
At the time of survey, there was no evidanca that
the dzy program maintained documentation of
the cliants' fluld Intake and forwarded it to their
. raside ntial facility.
W 154 | 483.4::0{d)}{3) STAFF TREATMENT OF W 154
CLIEMTS .
_ W 154 121
The facility must have evidence that all alleged . IJP'SI " |
viclations are tharoughly investigated. The DRS will retrain all staff in the home, | o
inchading the DON, RN Supervisor, LPNs, |
. ) ' . ) QDDP (Qualified Developmental D;sablliues
;h's ¥ TN':C:AR:D s ":t rnetr:s evidenced by: Professional), and RD on incident ], |
f::f—o:hn e i:" an r:co review, tha facility management. The DRS will revﬂzw the ID} 1
! " o o_rolugfo:r lnve:f g:;\te;n lnll.fryt:f incident ruanagement prutdcol “Investl atmg i
::m"'alf" (::ri'lge.-l:t 1 )° ne of two cherts In the Incidents,” with all staff; will personally -
pi. review all incident mvestigatlons g_nél i o g
ing i : summaries and sign off tg dgturvept review *
The fiding includes: and approval, and will follow up \mﬂi'ﬂm
, DDP to ensure that complet, Sigried ™ '
On February 8, 2011, 3t 4:03 p.m.. review of the Q I el
uhusual incidents reports (UIR) revealed an invesngation Fel:iql'tsl are dis:1$uted ?cm;:‘mg
incident dated February 5, 2011, that occurrad at W ’eg“l‘g“’“ and policy, an iy “;1‘ "I’“P &
4:14 pm. The incident revealed that Client #1 approved copy is maintained in the clisnts’,
was cming out of his bedroom during a fire rill records.
Staff #1 then noticed bleod coming from the
clients mouth. The licansed practical nurse
{LPN) oh duty assessed the client and found his :
lower iip was cut and biseding. Anice pack was . ’
appliad.” The client denied any pain and there
was n» sign of swelling.
On February 9, 2011, at appreximately
appro:dmately 3:30 p.m. interview with the
reside ntial director (RD) revealad that when he
lockex: at Client #1's mouth on February 6, 2011,
i;r'onu TS 2567 (02-068) Frevous Vertions Dbsolats Event ID: PTZE11 Facility 10: 096129 If confinuation sheet Page 5of 24
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W 154 | Contir ued From page S
he did not observe a cut on the client's lip,

On February 10, 2011, at approximately 8:00
p.m., the qualified mental retardation professional
oy {QMR®) provided the surveyars with tha intamal
‘ investigation report which was not signed and
dated. The report revealed that Staff #1 walked
into tha upstairs hallway during a fire drill. As
Client #1 was coming out of his bedroom during
the dell, Staff #1 noticed blood coming from
Client #1°'s mouth. Staff #1 cafled the nurse on
duty &nd Immediately notified her of the client's
injury. The nurse assessed the client's mouth
and ditermined that his lower lip was "cut and
bleedivg". The nurse then treated the area by
applying ice and pressure to the area to stop the
bleeding.-

Continued review of the investigation report on
February 10, 2011 at 8:15 p.m. revealed Client
#1 staled 0 the investigator that he did not want
to tell what happened and that he did not have to
tell her. The report noted that the client stated i
told a lot of peaple over and cvar again.” The
client 1lso slleged that he informed the RO of
how his injury occurred.

Eurthe:r review of the investigation report also
revealiad the the following:

a. Staif #2 was on duty with Staff #1 at the time
of tha incident. Staff #2 was interviawed by the
Investigator on February 6, 2011 at12:10 p.m.
Thert was no documented svidence of the
intarview or writton statement.

b. There was no documented evidence that the
nurse whe observed and treated the client's injury

w164

EORM CMS.2567(02+89) - roviaus Versions Qosolets Event ID; PTZ511
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was interviewad. The ¢lient's record did in¢lude a
nursin-y progress note dated February 5, 2010
(8:00 1,m,) which addressed the injury and first
aid treatment to the client's lip.

c. There was no documented evidenca that an
intarvkiw or written statement was obtained from
the Rt whom the client allegedly told how he
sustailled the injury.

483.4: 0{d)}{4) STAFF TREATMENT QF
CLIENTS

The results of all investigations must be reported
1o the administrator or designated representative
or to o-her officials in accordance with State iaw
within ‘ive werking days of the incldent.

This STANDARD is not met as evidenced by;
Based on interview and record review, the facility
failed 10 report tha results of ali investigations of
injuries of unknawn onigin o the administrator
within ve working days of the incident, for one of
two clinnts in the sample. (Client#1)

The finding Includes:

Cross *afer to W154. The facilify falled te ensure
the results of the investigation was reviewed and
signed by the administrator within five days,
483.4%0(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

Each client's activa treatrment program must be
integrated, coordinated and monitored by a
qualificd mental retardation professional,

W154

W 156

W 168

2fasil
W 156 |

See the response to W 154.
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This STANDARD is not met as evidenced by:
Based on obsarvation, interview, and record
review, the facility’s qualified mental retardation
professional failed to ensure the active treatment
program wag integrated, coordinated, and
monitcred for two of two cliants i the sample.
(Cllenis #1 and #2)
The firdings include:
‘ W 159
1. Cro:is refer to Wi20, The facility's QMRP ,’3,;‘5’“
failed 1> ensure that Client #1 and #2's day 1. See response to W 120, '
pragran meintained and provided data i,, "
necest.afy to moniter their prescribed fluid 2. Seeresponse 1o W 242. 31811
restriclions, L s
3. The QDDP will retrain the RD ,ﬁg:;l}qppmg 3} 18 ' m
s -

2. Crossrefer to 242, The facifity's QMRP failed
1o coo dinate services for tha implementationof
specifi s measures to address Client #2's hygiene
neads.

3. The facility's GMRP failed to coordinate
services to ensure that necessary food items
were n:ade available in accordance with Clients
#1, #2, #3, and #4's therapeutic diets, as
evidenned below:

On Fel ruary 9, 2041, at 8:30 a.m. Clients #1,
#2, #3, and #4 were observed eating breakfast,
which consisted of juice, a whole wheat English
muffin, regular strawberry preserves, and turkey
ham.

On February 9, 2011, at 8:15 a.m. intarview with
the dire-ct care staff who prepared and served the
meal revealed that all clients were {0 receive the
same #ro0d, except that Client #1 was (o racelve a

in accordance with the needs of the clients that
are specified in their therapeutlcdaets ) The
QDDP will check the weekly shoppisg .
receipts to ensure that the RD has purchased. .
items per the diets, and wilt document the'
check by signing off on the shopping list.* The
DRS will review the weekly submission of the
shapping list by the QDDP and RD to epsure
ihat it-has been reviewed and approved by the
QDDP. ,

FORM CM3+2587(02-99) Fraviaus Versians Dbsolatn
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diffarent type of jufce. Further discussion with the
direct support staff indicated the clients received
all the food that the menu required.

On Fabruary 9, 2011, at 8:32 a.m. review of the
breakfst menu for the day revealed that all
clients should have received 1% milk with
breakf.st. Further review of the menys revealed
that in sccordance with their therapeutic diats, all
of the liant's should have received jelly or
preser+as, {low or reduced sugar). Observation of
tha refiigerator at 3:34 a.m. raveaied that no milk
‘ or low/ educed sugar preserves wene available to
be sened.

On Felirvary 9, 2011, at 9:00 a.m,, the

resider tial director acknowledged that milk
should have been served with the breakfast meal.
Additionally, the RD confirmed that lowfraducad
sugar presarves of jelly should have been
availatle for the clients at braakfast.

4, Cross refer to W249, The facility’s QMRP
failed tn ensure that Cllents #1 and #2 recelved
continuous active treatment to support
achieavement of individual program plan (IPP)
objectivas identified by the intergisciplinary team
{IDT).

5, Cross refer tb W252. The facility's QMRP
fafled t consistently document Client #2's
participation in his tralning cobjective designed to
increas2 his independence in meal prepamtion.

6. The 7acility's QMRP failed to moniter Client
#1's flud intake records to ensure data was
collected consistently.

W 159

4. See response to W 249,

5. Secresponse to W 252,

6. The DON and DRS will retrain the QDDP,

" RD, LPNs and staff on how to document the

FIMS, and the importance of the B
documentation. The RD will review and sign
the data daily, and the QDDP will review' and
sign the data twice weekly. As soon as either
the RD or QDDP note that a staff person has
not documented as instructed, immediate

retraining will be implemented-dad : . ¢ |

documented.

- 1318

28
3Jasii
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On Fubruary 8, 2011, at 3;30 p.m., Client #1 was
observed sitiing at the dining table asking the
staff {>¢ a snack and something to drink. At
appreximately 3:48 pm,, the RD stated ip the

e surve-rors that staff was to monitor the client's

[ e 1500 i fluid restrictions schedule as outlined by
the mrifionist. The RD also stated that Client #1
was prascribed a Consistent Carbohydrate Renal
Diet, 12n the same day at 5:27 p.m,, the RD
poured approximately 8 ounces of baverage in
Client #1's cup during dinner time.

On February 8, 2011, at 7:20 p.m., pbservation
of the avening medication administration revealed
the licansed practical nurse (LPN) poured
approdmately 120 ces of water into a large
plasthc cup for Client #1. On February 9, 2011, at '
7:55 £.m., the LPN poured approximately 120
ccs of water into a large plastic ¢up for Client #1
during the medication administration pass, Later
that evening at 5:33 p.m.,, chservation of the
dinnel meal revealed Client #1 received 8 ounces
of bevarage during his dinner meal.

Review of Client #1's medical records on
Fabruary 10, 2011, at approximately 12:30 p.m,,
reveal=d the client had diagnoses that included
dizbelzs mellitus, hyponatramia, hypertension,
and schiZophrenia chronic undifferentiated. He
was prescribod a 1800 Consistant Carbohydrate,
Renal diet with 1500 m! fivid restriction. Further
record review revealed a document entitied,
"1500 ce Fluid Restriction”, dated May 12, 2010,
which was created by the dietittan. The
document revaaled the following breakdown:

Breaidast:
4 oz (20 ce) skim Milk

FORM CMS-2567(02.88) F rovious Versions Otrsolets Event ID: PTZ81% Facillly iD: 09G12% ¥ condnuation sheet Page 10 of 24
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Continued From page 10
4 0z (120 cc) Cranberry Juice

Mid-Morning Snack:
4 0z { |20 cc) Sugar-Free Beverage

Lunck:
8 oz (:’40 cc) Sugar-Free Beverage

Afternoon Snack:
4 oz ( 20 cc) Sugar-Free Beverage

Rinne ;
B oz (:'40 cc) Sugar-Free Beverage

Evenilig Snack:
6.5 0z (200 cc) Sugar-Free Beverage

*Nursing to use 120 cc of fluld with medication
pass {rae times daily totaling 360 ¢ of fluids.

The records additionally revealed Cliant #1's fiuid
intake monitoring sheet (FIMS) for February
2011. According the FIMS, there was no
documentation for Februsry 8th and 9th, 2011,
during the 12:00 a.m. - 8 a.m, and 4:00 p.m. -
12:00 1m. shift. Further review of the (FiMS)
revealid there was no documeantation on
Februxry 4, 2011 through February 7, 2011,
during the 12:00 a.m. « 8 a.m. and 4:00 p.m. to
12anm.

Intervisw with the facility's RN on February 10,
2011, it approximately 2:00 p.m., acknowledged
that staff were not documenting Client #1's fluid
restriction on the FIMS as recommended,
483.430(e)(1) STAFF TRAINING PROGRAM

w159

W 189
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Continued From page 11

The facility must provide each employee with
initial .3nd continuing training that enabies the
employee to perform his or her duties effectively,
efficiently, and campetently.

This STANDARD is not met as evidenced by:
Basac on obsarvation, interview and record
review, the facility failed to ensure each stalf was
provided continuing training to enable them to
affectirely perform duties, for two of two dlients in
the sa nple, (Clients #1 and #2)

The firding includes:

[Cross refer to W331] The facility failed to ensure
ongaing staff training on the implementing of fluid
restrictions for Clients #1 and #2.

Interview with the direct support and nursing staff
ravealed that during the survey, Client #2's fiuids
were biing provided in accordance with the May
27, 200, 1080 cc breakdown pravided by the
nutrtionist

Review of the fraining record son February 10,
2011, £t 1:20 p,m, revealed staff had received
training on fluki restrictions on November 5, and
on Novamber 26, 2010, Retraining on the clients’
current fluid breakdowns was provided to all staiff
on duty by the nurses en February 10, 2011, At
the timu of the survey, however, there was no
evidente that the previausly provided training had
been etfective to ensure each staff accurately
implamanted and timely documented the clients'
fluid intake,

483.440(c)(6)(il) INDIVIDUAL PROGRAM PLAN

W 180

w242

- W 189

'See Tesponse to W 159 #6.
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The indviduai program plan must include, for
those clhents who lack them, training in parsanal
skills essential for privacy and independence
(includirg, but not limited 1o, toilet training,
personz| hygiena, dental hygiene, self-feeding,
bathing, dressing, grooming, and communication
of basic needs), until it has been demonstratad
that the dient is developmentally incapabie of
zequiring them,

This STANDARD is not met as evidenced by:
Basad cn abservation, interview and record
raview, ‘he facllity failed to angure the individual
prograrr ptan {IPP} included traintng in personal
skills essantial for independence, until it has
bean demonstrated that tha client is
developinentally incapabie of acquiring them, for
one of two clients in the sample. (Cliant #2)

The finding includes:

Evening observation on February &, 2011, at
411 p.r ., revealed Ciient #2 appeared to be
wearing Jentures. Interview with diract support
staff on t“ebruary 8, 2011, at 3:30 p.m. revealed
that Client #2 wore partial dentures, however had
a few reinaining natural teeth. Stafi indicated that
the clien: was able to brush his natural teeth,
however needed tp be monitored for
thorgugkness, Staff also revealed that the client
was supurvised during care and cleaning of his
dentures.

On February 9, 2011, at 9:45 a.m., review of
dental sonsuttation dated September 22, 2010
revaaied the dentist recommended that Client #2

'The QDDP will produce a dentel hygiene - |

program to support the client to tmprovc_ _a_nd
maintain dental health per the ‘Dentlst’ 5
recommendations. The DRS w111 trackthe' | -
performance of the QDDP, RD, and staffto
ensure that the programming and IPPs are - |
properly formulated, trained, and effectlvely i
implemented. '

DRM CMB-2587{02-88) Prav-ous Versions Obsolata

Event 1, PFTZE11
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have 0ot canals and crowns for taeth #22 and
#27, vs well as new dentures. The roct canais
were nerformed on Novernber 17, 2010. The
denta assessment conducted on the same date
-t revea:sd diagnoses of generalized plaque,

i caleuts and gingival infammation, The dentist
noted that the client had “packet depth of 4 mm
and h.gher, which indicated gum disease was
praget. The dentist recommended the d¢lient to
have :igsistance with brushing two times a day,
flossirg of natural teeth, and to take advantage of
periodantai treaiments." Further review of the
ciient' s medicai record at 2:15 p.m. on the same
day, rivealed that due 1o the client's cognitive
and adaptive deficits, he had a potential for poar
aral hvglene,

- Interview with the QMRP and the RD on February
10Q, 2010, at 4:42 p.m. revealed that Client #2
was recommended to have a dental hygiene
program at his individual support pian (ISF)
meeting dated June 2010.

Review of the client's individual program plan
(IPP) »n February 10, 2011, at approximately
- 3;40 g.m., and further discussion with the QMRP
& and RO revealed that Client #2 did not have a
dental hygiene program.

At the time of the survey, however, the
recommended dental training/supervision
program had nat been formally implementad.
W 248 | 483.440(d)}(1) PROGRAM IMPLEMENTATION W 248

As soun as the interdisciplinary team has
formulated a ¢iient's individual pragram plan,
each client must receive a continuous active

FORM CMS-2567(12.05) F mvious ‘Versions Cbsolala Event ID: FTZ5811 Faciity 1D: 090128 If sonfinuation sheet Page 14 of 24
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treatm.int program consisting of neaded
interventions and services in sufficient number
and freguency o support the achievement of the
objecties identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based »n observation, staff interview and record
SR review, the facility falled to ansure that two of two
clients n the sample received continuous active
treatrment to support achievement of individual
program plan (iPP) objectives identified by the
interdis:ipiinary team (IDT). (Clients #1 and #2)

The finciings include: w249 N 3! IBI ”
1. The QDD will ensure that the RD

completes a weekly travel schedule for the |

client, provides cash for travel, and ensures !

that the staff and the client implement and
document the IPF. The DRS will review at’

least bi-weekly to ensure compliance. '

1. On Fabruary 8, 2011, at 3:50 p.m,,
observation of Client #2 revealed he was able of
responc appropriately when questioned by direct
support staff. At 4:07 p.m., interview with staff
reveale:| Client #2 was cooperative and enjoyed
helping >ut around the house. :
On Febiuary 9, 2011, at 1:09 P.m., review of
Cliert #.'s individual support plan (ISP) dated
June 24 2010, revealed the IDT recommendad
saveral rjoals to enhance the client's level of
funictioning in the community. The PP ingluded
the foliowing goals (1) to increasa his
commurication skills and (2) to inerease his
home m:anagement ckills, respectively:

Two times weak, Client #2 will complete the steps

for travai on Metro using a pre-selected rouie with

80% accuracy per session for six consecutive
months.

RM CMB-2587(03-99) Prev-sus Vorsions Obsoloig Event 1D PTZS4$1 Faclity ID: DBG123 i continuation sheet Page 15 of 24
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Review of the corresponding active treatment
data revealad that Client #2 traveled on the
Metro on February 1. 2011. Intarview with the
residential director (RD) on February 9, 2011, at
3:22 [.m. failed to eonfirm that the client had
traveld on the Metro after February 1, 2010.

2. On February 8, 2011, at 5:23 p.m., Client 21 2. The RD will review and sign Oﬁqnll"? 3'8‘ il
was nasarved sitting at the dining tabla waiting : implementation and documentation daily, and

for hix dinner. At 5:27 p.m., the residential the QDDP will review and sign the data :
direct:r (RD) was observed to pour approximataly collection twice weekly, As soon as either the

aight 18) ounces of beverage into tha client's cup. RD or QDDP note that a staff person has not

The ciient was not obsarved to measure his documented =s instructed, immediate '

beverige. On February 8, 2011, at 5:53 p.m., retraining wiil be implemented and

tha dilact support person (DSP) poured 8 ounces documented.

of the beverage from the measuring ¢up into
Cllent #1's regular cup while the glient sat at the
dining table for dinner, Again, the cllent was not
cbaer ed o measure his beverage.

Intervizw with the RD on February 10, 2011, at
appraximataly 10:05 a.m., revealed that the client
had 3 program cbjective to measure his fluids
three 1 3) times a week during dinner time.,

Record verification of Client #1's IPP dated
September 5, 2010, on February 10, 2011, at
approximately 10:30 a.m., revealed three (3)
days & week, the cliant when," given physical
assistiince, will measure his approved fluid intake
of 8 ounces for dinner with 75% accuracy for 12

L consenutive months.*

Review of the February 2014, data collection
sheets on February 10, 2010, at approximately
11:00 1.m,, revealed staff last documented the
objective on February 3, 2011, This was

FORM CMS-2857(02-99] F'evious Versions Dbaslets Event I PTZ811 Facllity 1; 08G129 if continuation shaat Page 16 of 24
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spegified in client individuat program plan

objeclives must be documented in measurable

terms,

This 8 TANDARD is not met as gvidenced by:
Basec pn obsaervation, interview, and record
review, the fadlity fafled to ensure data wag
collest2d in @ manner to accurately measure
progress foward the individual program plan
(IPP) 1ibjectives for one of two cliénts in the
sampl:. {Clent #2)

The findings include:

The facility failed to consistently document Client
#2's participation ih his training objective
desigred to Increase his indepéndence in meai
preparation, 25 evidenced below:

On Feoruary 8, 2011, at 4:55 p.m,, Client #2 was
obsarved assisting staff with dinner preparation
by washing vegetables for salad. On February 9,
2011, 3t approximately 5:00 P.M,, the client was
observad removing items from cabinets and
obtain'ng cooking utenslis for staff. Interview with
direct support staff on February 8, 2011, at 4:89
p-m., ravealad the client had a training objective
to assist with the preparstion of the dinner meal
several times a week.

: _DEPARTMENT JF HEALTH AND HUMAN SERVICES FORM APPROVED
' __CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
'| STATEMENT OF DEFIC IBNCIES (X1) PROVIDERISUPPUER/CLIA {X2) MUL TIPLE CONSTRUCTION (X%3) DATE SURVEY
|| AND PLAN OF CORRE! TION IOENTIFICATION NUMBER! COMPLETED
A. BUILDING
08G129 B.WING 02/10/2011
NAME OF PROVIDER R SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
3112 WALNUT STREET, NE
HLOPMENT, :
INDIVIDUAL DEV P , INC. WASHINGTON, DC 20048
(%4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X8
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH GQRRECTIVE ACTION SHOULD BE '=°";‘-E“°N
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DEFCIENGY)
W 242 | Contirued From page 16 W 249
confinned through interview with the RD on the
same Jay at approximately 11:20 a.m. l
W 252 | 483.4-i0{e)(1) PROGRAM DOCUMENTATION W262 W 252 3 l ia‘ ‘
Data r2lative to accomplishment of the criteria See response to W 249, '

|
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W 252 | Gontinued From page 17
On Fenruary 8, 2011, at 3:31 p.m., review of
Client #2's IPP objectives for Fabruary 2011,
revealnd a goal to improve his activities of daily
living ¢kills. The corresponding objective stated,
i "Three times a week, the [Client] will assist staff
(R to prepare dinner with 40% independence of the
: .opportunities provided for six consecutive
month”. Further review of tha data collection
form for the objective, however, revealed no data
| was recorded after February 3, 2011.
- W 322 | 4B3.460(a}(3) PHYSICIAN SERVICES

The fa:ility must provide or obtain prevertive and
generzl medical care.

This STANDARD [s not met as evidenced by:
Beased on observation, interview, and record
reviaw the facility failed to ensure preventive
heaith services, for twe of two clients in the
sampl . (Clients #1 and #2)

The finding includes:

L Cross refar to W120 and W331. The facility
failed 1 ensure documentation was
abtained/maintained for each clients fluig
resirichon and failed to ensura aach client fluid
restricton was consistently observed.

W 325 | 4B2.46)(a)23)(h) PHYSICIAN SERVICES

The facility must provide or obtain annual
physice] examinations of aach cliantthat at a
minlmum includes routine séreening laboratary
examinations as determined necessary by the
physicion.

W 252

W 3az2
W 322

W 325

See response to W120.

3feshl
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This $TANDARD Is not met as evidenced by: w325 '3 -'5[“
Basac| on interview and record review, the facility . th thl J
failed to snsure routina laboratory studies were The DON and DRS will ensure that a ﬂ:ﬁﬂ Y
condLcted, for one of the two clients (Client #1) Eﬁnfj round is .h?]d to track and verify i
inciudad in the sample. medical and clinical needs, a.nﬂ to ensure that |
, sach need is addressed, iricluding taking labs
The finding includes! every three months for electrolyte monitoting, _

- The fucility failed to ansure that Client #2's serum
electriytes wera manitored at the preseribed
freque ney, as evidenced. below:

Cn February 10, 2011 at 3:10 p.m., record
reviev' revealed a document entitted,"1080 c¢
Fluid 1Restriction”, deted January 31, 2011, which
was cealed by the group home's dletitian. This
docun ient provided a breakdown on how the
client 1uid's werg to be provided aach day.

On February 10, 2011, at 8:05 p.m., review of
Client #2's medical problem list rovealed it
includid "Hyponatremia - rasolved on fluid
restriction and to continug the 1080 cc fluid
restricion o prevent the retumn of hypenatremia.
‘Tha chent's current physician's order dated
Deceriber 1, 2010 revealed a tab order (initial
date May 14, 2009) for electrolyte monitoring
every :hree months. Continued record review
revealad laboratory reports (including electrolytes)
dated May 28, 2010 and November 3, 201D,
Intervi:zw with the RN on February 10, 2011 at
6:42 p m. acknowiedged that the labs were not
obtainad every three months as ordered.

W 331 | 483,460(c) NURSING SERVICES W 331
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. | administration, as evidenced below:

On February 8, 2011, at 6:26 p.m. Cliant #2 was
administered Polyathylene Glycol mixed in water
and Famotidine 20 mg, 1 tab by the medication
nurse {| PN). Interview with the LPN at 6;33 p.m.,
revealed the medications were prescribad to
prevent constipation and to prevent gastric
distress.

Resord review on February 8, 2011, at 815 p.m.,
revealed administration of the Polyethylene Glycol
mixed il water and Famotiding 20 mg, 1 tab to
Client #2 was not documented on the medication
admintsiration record (MAR), Further discugsion
with the LPN on February 9, 2011 at 4:49 p.m.
acknowiedged that the administration of the
aforementioned medizations had not been
documented.

2. [Croxs refer to W371.] The facBity's nursing
services failed to ensure that Client #1 was given
the appurtunity te fully participate in his self-

. DEPARTMENT (}F HEALTH AND HUMAN SERVICES FORM APPROVED
_ CENTERS FOR MEDICARE & MEDICAID SERVICES _OMB NO, 0938-0391
STATEMENT OF DEFICISNCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREC NON IDENTIFICATION NUMBER: COMPLETED

A BUILDING
B. WING
- 09G129 02/10/2011
| NAME OF PROVIDER ¢ R SUPPLIER STREET ADDRESS, GITY, STATE. ZIP CODE
T,
INDIVIDUAL DEVELOPMENT, INC. 3112 WALNUT STREET, Ne
WASHINGTON, DC 20018
{%4)1D SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION o)
PREFIX EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGT/ON SHOULD BE i o:o.:::l.glnﬂ
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W 331 | Continvied From page 19 W 331
The fardlity must provide clients with nursing
service s in accordance with their needs.
This STANDARD is not met as evidenced by:
Based an observation, interview, and record
review, the faciiity failed to ensure nursing
service s were provided in accordance with the
needs:or, two of twe clients in the sample.
(Clients #1 and #2)
The firvlings include:
) i
1. The 1a¢ility failed to ensure Client #2's recelved W 331 ! -,3 18 ”..
medication were docurnented timely after e , ,

1. The DON will retrain the medication nurse |
on the requirement to document all medicines |
administered. The DON will ensure that the
RN meonitors the MAR and signs at Jeast
monthly to ensure that nursing documentation
is complete and accurate.

2. See response to W 371, .

‘ORM CMS-2567(02.68) Pra-iows Versions Obsolate Evant ID: FYE511
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3. The: facility's nursing servicas falled to ensure
Client #2 recieved fluids in agcordance with his
outlini:d fluid restriction, as evidenced below:

On Febryary 8, 2011, at 4:00 p.m., Client #2 was
obser/ed sitting at the dining table eating a
snack which included approximately 8 ounces of
juice. During the snack, the RD informed the
surverors that the client's physician's orders
includad a 1080cc fluid restriction outlined by the
nutritionist. On the same day at 5:29 p.m., the
RD peured approximately 8 ounces of beverage
into Ciient #2's cup during dinner time.
Additionally, the client received Brost Plus 240cc
with his dinner.

On February 8, 2011, at 6:26 p.m., observation
of the 2vening medication administration revealed
the licznsed practical nurse (LPN) pourad
approrimately 120 ccs of water Into a plastic cup
for Cliznt #2, which he drank after his pills,

On Fewruary 10, 2011 at 3;10 p.m., record
review revealed a document entitled,"1080 cc
Fluid Festriction”, dated January 31, 2011, which
was ¢i2ated by the group home's dietitian. This
documented providad a breakdown on how the
client 1luids were to be provided on each day.

Breakiast:
8 oz (+40 ¢c) Skim Milk

Mid-Mnming Snack:
4 0z (120 cc) Sugar-Free Baverage

Lunch:

BEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOF' MEDICARE & MEDICAID SERVICES OMB NO. J838-03g1
‘| STATEMENT OF DEF} IENCIES (X1} PROVIDCER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVIZY
AND PLAN OF CORRE 2TiON IDENTIFICATION NUMBGR; COMPLETEC
A, BULDING
B, WING
09G129 02/10/2011
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© W 331 | Continued From page 20 W 331
medication program,

3. The DON and DRS will ensure that all

staff, including nurses, are retrained on the
client's fluid restrictions. The RD and any
LPN or RN who is en duty will mohitor and
intervene/redirect staff and the client if the
fluids given at mealtime or snack timeé donot
meet the plan developed by the Nutritionist.
The DON and the DRS will observe :
meals/snacks/med pass at least twice monthly
to ensure compiiauce and to provide y
immediate retraining as needed for thrée '
months. After three monthsthe RN = !
Supervisor and the QDDP will provide such ¢
monitoring and retraining to sustain corrective;
measures. l

s
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W 331 | Continued 1°rom page 21 W 331

4 o0z (120 c2) Skim Milk

Afternoon ¢ nack:
4 0z (120 ¢i) Sugar-Free Bavarage

Dinnar: .
B ounces Baast Plus Bavarage

Evaning Snack:
4 0z (120 ¢y Skim Milk

*Nursing to usa 60 ¢ of fivid with medication
pass twice 1imes daily totating 120 ec of fluids,

At the time .of the survey, the facility's nursing
services failzd to ensure Client #2's fluid
restriction wag provided as indicated.

W 371 | 483.460(k)(+) DRUG ADMINISTRATION W37 waTl 5]13] I
Tha system for drug administration must assure The DON will retrain all medication nurses on
that clients .ire taught to administer their own the proper implementation and documenitation i
medications if the interdisciplinary team of the clients® self-medication IPPs. The DON |
determines ihat self-administration of will track performance by observing a ‘
medications is an appropriate objective, and if the medication pass at least once every two weeks, |
physician d.es not specify otherwise. and providing immediate retraining as !
necessary. -

|
This STANDARD is not met as evidenced by: ‘
Based on ohservations, interview, and record
review, the ‘acility failed to ensure that each client
participated in a self-medication training program
for one of two clients in the sample. (Client #1)

The findings include:

On Fabruar' 8 2011, at 7:20 p.m. cbsarvatipn of
tha evening medication administration revealad

CMS-2357(02-99) Pravious /orsions Obsolele Event ID: PTZ511 Facility 1D: 093129 If continuation sheet Page 22 of 24
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W 371 | Contin ied From page 22

the licenzed practicaf nurse (LPN) pourad
approxmately 120 ocs of water into a large
ptastic 2up for Cllent #1. The nurse punched the
client's pills inte a medication cup, passed the
medica lion cup to him, and then informed him
that it was time to take his medications. The
client independently consumed the pills, drank all
of the vater from the cup, and put the pili cup
into tha trash. Interview with the medication
nurse 01 the same day, at 7,25 p.m. revesled the
- client h.id previously participated in the
administration of his own medications, however
had a p-oblem with drepping his pills.

On February 9, 2011, at approximately 4:45

p.m., ra/iew of Client #1's individual program
plan (IPR) dated September §, 2010, revealed an
objectiva that stated, "with verbal prompts, the
cliant will participate in self-medication
adminisiration for 75% of tfial periods®, Further
review indicated the client's self-medication
pregrarr was outlined as follows:

& ldentiy personal madication container;
b. Pour severage into cup;

¢. Accept medications and

d. Put madication cup in trash,

At the tirie of the survey, there was no evidence
that Client #1 was given the opportunity to fully
participata in his seif- medication program,

W 440 | 483.47011)(1) EVACUATION DRILLS

The facil:ty must hold evacuation drills at least
quartery for each shift of personnel.

. W37

RM CMS-2567 (02-89) Prov s Versiors Oosolgte Event I; PTZS11
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This STANDARD i& not met as evidencad by:
Basee on interview and record review, the facility
failed *o hold evacuation drills quarterly on all
shifts 1or four of four clients residing In tha facifity.
{Cliams #1, #2, #3, and #4)’

The firding includes:

The facility fafled 1o conduct simulated fire drills at
least fyur times (4) 8 year for each shift, as
eviderced below;

On Fearuary 8, 2011, at 5:50 p.m., interview with
the ret.idential director (RD) revealed that there
were {ree designated shifts (6:00 AM -2:30 PM;
2:00 PM -10:30 PM and 10;00 PM - 6:30 AM)
Mondey through Friday. Further Interview
revealyd that there were two designated shifs
(6:00 AM - 6:30 PM and 6:00 PM - 6:30 AM) for
the wezkend (Saturday/Sunday).

Revievr of the fadiiity's fire drill log racords on the
same (fay at approximately 5:58 p.m. revealed no
documanted drils ware held during the weakday
averninht shift (10:00 PM ~ 6:30 AM) from April
2010 Hirough June 2010, In gddition, thera wera
no documanted fire drills held during the
weekand evening shifts (5:00 PM - 6:30 AM)
from July 2010 through Deeember 2010. This
was acknowladged by the facility's house:
managst (HM) on February 10, 2011, at 12:07
p.m,

AN

w440

The RD and QDDP will hold scheduled and
unscheduled evacuation drills on each shift
four times annually. The DRS will ‘establish 2
tracking mechanism to ensure compliance.

FORM CMS-2567{02-95) Pr svioys Verglona Obtolate Event D! PTZE11
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1 0G0l INITIAL COMMENTS | 000
A licensure survay was initiated on February 8,
2011 -hrough February 10, 2011, A sample of
two residentz was selected from a population of
four nien with various cognitive and inteliectual
disahilities. Due to condition level deficiencies
during: the previous recertification survey, this
surve / was conducted utilizing the full survey
process.
The findings of the survey were based on
obsersations and intarviaws with staff and
residents In the home and at one day program,
as well 83 a review of administrative records,
inclucing incidant raports,
1082| 3503.10 BEDROOMS AND BATHROOMS to82

Each bathroom that is usad by residents shall be
equipaed with toilet tissue, a paper towel and
cup d.spenser, soap for hand washing, a mirror
and adequate lighting.

This Hitatute is not met as evideniced by:
Baserl on gbservation and interview, the Group
Home: for Persens with intellectual Disability
{GHFID) failed to equip all bathrooms used by
residents with paper towels and paper cups, for
four of four rasidents of the facility. (Residents
#1, %, #3 and #)

The finding includes;
On Fobryary 10, 2011, at 2:32 p.m., there were

no paver cups, cup dispenser, paper towel, or
towel dispenser observed in the master

1082 | - 3]\l

The QDDP will do a weekly walk-through at !
the home to check for all environmental :
concerns, including the proper stocking of |
paper cups and paper towels in each bathrocm.{
The QDDP will documeit the wauc—thrlzu_ugh
each week, along with instructions provided to
the RD and staff, |

Heaith Regulation Adryinistration X Q . ot} DATE
oo e AL St DU IRC oF Residiial Stveet 3
/
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1082 | Contiruad From page 1

bathre.om, which was adjacent to the bedroom of
Rasid:nts #1 and #2,

The residentisl director {RD), whe was present
during the environmental walk-through,
acknowlgdged that there were no paper cups,
paper cup dispenser, paper towel of paper towel
dispensar obsarved in the master bathroom.

1080 3504, HOUSEXKEEPING

The irterior and exterior of each GHMRP shall be
maintiined in a safe, clean, orderly, attractive,
and s initary manner and be free of

aceun Llatisns of dirt, rubbish, and objectionable
oders,

This Statute is not met as evidenced by:

Basec on observation, interview, and record
review the Group Home for Persons with
Intelletual Disability (GHPID) failed to ensure
the envirenment was maintained In a safe clean
ordert to meat the needs for, two of four
residlents in the survey. (Residents #1 and #4)

The firdings include:

On Fenruary 10, 2011, beginning at 2:16 p.m.,
obsenations were oonducted of the environmant.
The surveyor was escorted through the facility by
the residential director (RD) whb acknowledged
the following concerns:

1. Resident #1's shoes were stored in a laundry
baske: in his closet. Other pairs of shogs were
stored directly on floor of the client's closet.
Resideint #4 shoas were also stored on the fioor

| 082

I 090

1090 3“3”'

1. The RD will devise appropriate storaglc for
and easy access to the clients” shoes. ©

Health Regulation Admiistratan
STATE FORM
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1090 Conthwed From page 2 1080
of his cloget. The shoas weare not easily
accessible to the residents. . 8
2. The Maintenauce Division will repair the 3 l 81

2. Reiidant #1's chast of drawers contained a

drawer, which had a partiaily detached botiom, drawer.

3. The Maintenance Division will ensurethe} llﬂm

, On2 of two lights in the fixtures located at th A \ .
3. On "ghis in ures foca © light fixture is repaired.

basement exit was not operable.

1135] 3506, 5 FIRE SAFETY 1135

Cach 3HMRP shall conduct simulated fire drills ‘
in ord-2r to test the effactiveness of the pian at -
lmast 1our (4) times & year for each shift. 1135 ' . "3, | ‘1] ”

Sce response to federal deficiency W 440. .
This & tatute 1s net met as evidenced by:

Basec on interview and record review, the Group
Home for Persons with Intellectual Disabilities
{GHP'D} failad to held evacuation drills quarterly
on all shifts for four of four residents residing in
the G1PID. (Residents #1, #2, #3, and #4)

The finding includes:

The GHPID failed 1o conduct simulated fire drills
at least four times (4) a year for each shift, as
evidericed below:

On February 8, 2011, at 5:50 p.m., interview with
the hc use manager (HM) revealed that there
were three designated shifis (6:00 AM -2:30 PM;
2:00 F'M +10:30 PM and 10:00 PM - 6:30 AM)
Meond.y through Friday, Further interview
reveaied that there were two designated shifts
(8:00 AM - 5:30 PM and 5:00 PM - 6;30 AM) for
the we.ekend (Saturday/Sunday).

Health Regulation Adminisimgon
STATE FORM Ed PY2511 f COMUNUION sheat 3 of 14
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1135

1180

Contir ued From page 3

Revie'v of the GHPID's fire drill feg records on the
same day at approximately 5:58 p.m. revealed
that nir drills were held during the weekday
overnight shift (10:00 PM - 6:30 AM) from April
2010 through Jurie 2010. [n addition, there were
no fire drills held during the weakend avening
shifts 1 6:00 PM - 6:30 AM) from July 2010
through December 2010. This was

ackno vMedged by the GHPID's house manager
(HM) on February 10, 2011, at 12:07 p.m.

3508.. ADMINISTRATIVE SUPPORT

Each :3HMRP shall provide adequate
administrative support to efficiently meet the
needs of the residents as required by their
Habiltation plans,

This Statute is not met as avidanced by:
Baseo on observation, interview, and record
review, the the Group Home for Persens with
Intelle::tual Disabilities (GHPID) failad to ensure
tha aciive treatment program was integrated,
coordinated, and moriitored for two of two
residents in the sample. (Residents #1 and #2)

The findings include:

1. Cross refer to federal deficiency report citation
W120 The GHPID's QMRP fafled to ensure that
Residunt #1 and #2's day program maintained
and provided data necessary to monitor thelr
prescrbed fluid restrictions:

2. Cross refer to W242 federal deficiency report

. citation W242. The GHPID's QMRP failed to

coordinate services Tor the implementation of
specific measures to address Resident #2's oral

1135

1180

1130
1. See response to federal deficiency W 120. ‘3'35"

2. Seeresponse to federal deficiency W 242. 5’ 181 I
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hygiere needs.
3. The faciiity's QMRP failed to coordinate 3. See response to federal deflciency W 156 2 j 11
servic:s to ensure that necessary food items #3. | '

were mada available in accordance with
Residents #1, #2, #3, and #4's therapeutic diets,
as evivenced below:

On Fetyruary 8, 2011, at 8:30 a.m. Residants #1,
#2, #3 and #4 were abserved eating braakfast,
which :onsistad of juice, @ whole wheat English
mufiin, reguiar strawberry preserves, and turkey
ham,

On Feliruary 9, 2011, at 8;15 a.m. interview with
the. diruct care staff who prepared and served the
meal rivealed that all residents were to receive
the sare food, except that Resident #1 was o
recelve a different type of juice, Further
discussion with the direct support staff indicated
the clig nts received all the food that the menu
raquire 1,

On February 9, 2011, at 8:32 a.m, review of tha
breakfzst meny for the day reveated that all
residants should have recsived 1% milk with
breakfest. Further review of the menus reveaiad
that in :sccordance with their therapeutic diets, all
of the rasident's should have received jelly or
preserves, (low or reduced sugar). Observation of
the refraerator 8t 8:34 a.m, revealed that no milk
or low/reduced sugar preserves were available to
be servad.

On Feb-uary 8, 2011, at 9:00 a.m., the
residental director acknowledged that mitk
should nave been served with the breakfast
meal. Additionally, tha RD confirmod that

Health Regulation Administration
STATE FORM B2 P7ZS14 it continuation theel 5 of 14
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low/reduced sugar presarvas or jelly shouid have
been avallable for the clients at breakfast,
4. Cress refer to federal deficiency report citation . ) ,
o . res . H
W249 The facility's QMRP failed to ensure that 4. See response to federal deficiency W'249 Alial

Residints #1 and #2 received continuous active
freatmant to support achievement of individuat
program plan (IPP) objectives identified by the
interdisCiplinary team (1DT).

5. See response to federal deficiency W 252. .3 |8

6. See respons to federal deflciencics W 159. 2Jag] ||
#6 and W 242,

5. Cro:s refer to federal deficiency report citation
W252, The facility's QMRP failed to consistently
docurr-ent Resident#2's participation in his
trainin ) objective designed to increase his
indepe ndence in meal preparation.

6. The GHPID's QMRP failed to monitor
Resident #1's fiuid intake records to ensure data
was cllected consistenty,

On Feotuary 8, 2011, at 3:30 p.m., Resident #1
was observed sitting at the dining table asking
the staff for & snack and something to drink, At
approyimately 3:48 p.m., the RD stated to the
survay)rs that staff was to maniter the resident's
1500 nil fluid restrictions sehedule as outiined by
the nutritionist. The RD also stated that Resident
#1 wa¢ preseribed a Consistent Carbohydrate
Renal iet. On the same day af 5:27 p.m,, the
RD poured approximately 8 ounces of beverage
in Resident #1's cup during dinner time,

On February 8, 2011, at 7:20 p.m., observation
of the t vaning medication administration
revealed the licensed practical nurse (LPN)
potred approximately 120 ccs of water into a
large prastic cup for Resident #1. On February 9,
2011, 1t 7:55 am._, the LPN poured

Health Reguiation Admiristration -
STATE FORM vave P72S14 If comtinuation sheat 8 of 14
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approximately 120 ccs of water into a large
plastic sup for Resident #1 during the medication
administration pass. Later that evening at 5:33
p.m., onservation of the dinner maal revealed
Resident #1 received 8 ounces of beverage
during iis dinner meal.

Review of Resident #1's medical records pn
Februay 10, 2011, at spproximately 12:30 p.m.,
reveale the residenthad diagnoses that included
diabete s mellitus, hyponatremia, hypertension,
and scl.izophrenia ¢hronic undifferentiated, He
was pre-scribad @ 1800 Consistent Cartohydrate,
Renai ¢let with 1500 mi fluid restriction. Further
record eview revealed a document entitied,
"1500 ¢ = Fluid Restriction”, dated May 12, 2010,
which vag created by the dietitian, The
document revealed the following breakdown:

Breakfast,
4 5z (1:°0 ce) skim Milk
4 0z (1.0 cc) Cranberry Juice

Mid-Moming Snack:
4 oz {1:°0 cc) Sugar-Free Beverage

Lunch:
8 oz (220 cc) Sugar-Free Beverage

Afternoin Snack;
4 oz (120 cc) Sugar-Free Beverage

Dinner:
8 oz (240 cc) Sugar-Free Beverage

Evening Snack:
6.5 oz (200 co) Sugar-Free Beverage

) FORM APPROVED
Heaith Regulatior Administration
STATEMENT OF DEFIG ENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONETRUCTION (X3) DATE SURVEY
AND PLAN OF CORREX TION IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING
B, WING
. HFDa3-5201 02M0/2011
NAME OF PROVIDER (3 SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CQODE
WALNUT STREET, NE
INDIVIDUA L DEVEI.OPMENT, INGC. ;';:HNGTON. DC 20048
(x40 SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION 5
PREFIX EACH DEFICIENCYY MUST BE PREGEDED BY FULL FREFIX (EACH CORREGTIVE ACTION SHOULD 88 COMPLETE
TAG F EGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
1180} Contimied From page 6 1180

Jeaith Reguiation Admini-tration

STATE FORM

= P7ZS11

If conrtinuation eheat 7 of 14



03/14/2011 17:22 FAX 202 891 9293

INDIVIDUAL DEVELOPMENT

doo9

PRINTED: 03/04/2011

Heslth Regulaticn Administration

STATEMENT OF DEFb JIENCIES
AND PLAN OF CORRE CTION

(X1} PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

HFDO03-0201

FORM APPROVED
{X3) DATE SURVEY
{X2) MULTIPLE CONSTRUCTION COMPLETED
A, BUILDING
B, WING
02/10/2011

NAME OF PROVIDER )R SUPPLIER

INDIVIDUAL DEVELOPMENT, INC.

STREET ADDRESS, CITY. STATE. 21iF CODE

3112 WALNUT STREET, NE
WASHINGTON, b 20018

"Nursing to use 120 ce of fluid with medication
pass tree times daily totaling 360 ee of fluids.

Tha re-cords additionally revealed Resident #1's
fiuid ir take monitoring shaet (FIMS) for February
2011. According the FIMS, there was no
docun-entation for February 8th and 9th, 2011,
during the 12:00 a.m. - 8 a,m. and 4:00 p.m. -
12:00 a.m. shift. Further review of the (FIMS)
revealad thare was no decumentation on
Febru:wy 4, 2011 through Fabruary 7, 2011,
during the 12:00 a.m, - 8 a,m. and 4:00 p.m. to
12 a.n,

Intervisw with the GHPID's RN on February 10,
2011, 3t approximately 2:00 p.m., acknowledged
that staff were not decurnenting Resident #1's
fluid restriction on the FIMS as recommended.

Intervinw with the QMRP and the residential
directer (RD} on February 10, 2010, at 4:42 p.m.
acknowledged that Resident #2 had a dental

hygiana training program prior to his now ISP. At

the timz of the survey, however, there was no
evidence that specific measures had bean
implenented 1o address the resident's dental
hygienz of his remaining natural teeth after the
June 2010 1SP.

3. [Cress refer to W249 ] The GHPID's QMRP
failed 13 ensure that Residents #1 and #2
receive-d continuous active treatment to support
achievament of individuat program plan (IPP)

3. See response to federal deficiency W 249,

(x4} IC SUMMARY STATEMENT OF DEFICIENCIES [[»} PROVIDER'S PLAN OF CORRECTION 1KS)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHDULD BE COMPLETE
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objectves identified by the interdisciplinary team
(DT).
5. [Cr¢ s refer to W252.] The GHPID's QMRP ' .
failed 10 consistently document Resident #2's - 211
participation in his training objactive designed to 5. See response to federal deficiency W 252. :,_x, 8' i)
Increase his independence in meal preparation,
[401| 3520.: PROFESSION SERVICES: GENERAL 1401

PROV:SIONS

Professional services shall include both
diagnesis and evaiuation, including identification
of dev. slopmental lovels and needs. treatment
servicus, and services designed to prevent
detericration or further loss of function by the
residesit.

This Satute is not met g2 evidenced by:
Based on observation, interview and record
review the Group Home for Persons with
intellectual Disabilities (GHPI D)failed to provide
professional services that includad treatment
services, and services deslgned to prevent
detericration or further ioss of funstion by the
resident, for two of two residents in the sample.
(Residznts #1 and #2)

The findings include:

Based on observation, interviaw, and record
review the GHPID falled to ensure nursing
services were provided in accordance with the
needs for, two of two clients in the sample.
{Residents #1 and #2)

The findings include:

Health Regulation Adminiatation -
STATE FORM L1 P7ZS11 H continuation shesl B of 14
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1. The: GHPID fallad to ensure Resident #2's
receivad medication wene documented timely
after ndministration, as evidenced below:

On February 8, 2011, at 6:26 p.r. Resident #2
was aiministered Polyethylene Glycol mixed in
water and Famotidine 20 mg, 1 tab by the
medication nurse (LPN). interview with the LPN
at 6:31 p.m., revesled the medications were
presciibed to prevent constipation and to prevent
gastric: distress., :

Recor 1 raview on February 8, 2011, at 8:15
p.m., 1evealed administration of the Polyathylene
Glycol mixed in water and Famotidine 20 mg, 1
tab to Resident #2 was not documentad on the
medieation administration record (MARY), Further
discussion with the LPN-on February 8, 2011 st
4:49 p m, acknowledged that the administration
of the 2forementioned medications had not been
documentad,

2. [Crass refer to W371.] The GHPID's nursing
servicis failed to ensure that Resident #1 was
given 1he opportunity to fully perticipate in hig
self- medication program.

3. The GHPID's nursing services failed to ensure
Resident #2 raciaved fluids in accordance with
his oulined fluid restriction, as evidenced below:

On February 8, 2011, at 4:00 p.m,, Resldent #2
was ohsetved sitting at the dining table eating 2
snack ‘which included approximately 8 ounces of
juice. [luring the snack, the RD informed the
survay ors that the clients physician's orders
in¢cluded a 1080cc fluid restriction outlined by the
nutritioaist. On the same day at 5:29 p.m., the

1 401

1 1401

1. See response to federal deficiency W 331 3, IB]])
#1, :

2. See response to foderal deficiency W 371, 2 I 23541

3. See response to federal deficiency 331 #3. < ) 2511
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RD paoured approximately 8 cunces of beverage
into Roasident #2's cup during dinner time,
Additicnally, the residentreceived Boost FPlus
240cc with his dinner,

On Fewruary 8, 2011, at 6:26 p.m., abservation
of the evening medication administration
revealad the licansed practical nurse (LPN)
poure:| approximately 120 ccs of water into a
plastic cup for Resident #2, which he drank afler
his pil's.

On February 10, 2071 at 3:10 p.m., record
reviev revealad a document entitled,”"1080 ¢c
Fluid |lestriction”, dated January 31, 2011, which
was ceated by the group home's dietitian, This
docunented provided a breakdown on how the
residentiivids were to be provided on each day.

Breakiast:
8 oz (240 cc) Skim Milk

Mid-Moming Snack:
4 oz (120 ¢ce) Sugar-Free Beverage

Lunet:
4 oz (120 c¢) Skim Milk

Afterr.oon Snack;
4 oz (120 ec) Sugar-Free Beverage

Pinner:
8 ounzes Boost Flus Beverage

Evening Snack:
4 oz (120 cc) Skim Milk

*Nursing to use 60 cc of fluid with medication

Health Regutation Administration
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pass {vice times daily totaling 120 cc of fluids.

At the time of the survey, the GHPID's nursing
servics faited to ensure Resident #2's fluid
restriction was provided as indicated.

3521..1 HABILITATION AND TRAINING

Each -5HMRP shall praovide habititation, training
and a:isistance to rasidents in accordance with
the rasident’ s Individuat Habiiitation Plan.,

This £tatute is not mat as evidenced by:

Base¢ on abservation, staff interview and record
reviev , the Group Home for Persons with
intallestual Disabilities (GHPID) failed to ensura
that tvo of two residents in the sampie received
continuous active treatment to support
achievement of individual program pian (IPP)
objectives identified by the interdisciplinary team
(I0T). (Residents #1 and #2)

The fridings include:
The findings include:

1. On February 8, 2011, at 3:50 p.m.,
ghserration of Rasident #2 revealed he was able
of respond appropriately when questioned by
direct support staff. At 4:07 p.m., interview with
staff rivealed Resident #2 was cooperative and
enjoyexd helping out around the house,

On February 9, 2011, at 1:09 p.m., review of
Residant #2's individual support pian (ISP) dated
June !4, 2010, ravealed the 10T recommended
severrt goais to enhance the Resident's level of
functivning in the community. The IPP included

I 401

422

1422

1. See response to federal deficiency W 249
#1. ‘ \

2)1g
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the following goals (1) o increase his
comm nication skills and (2) to increase his
home nanagement skills, respectively;

Two times week, Resident #2 will complate the
steps 'or travel on Matra using a pre-selected
route vvith 80% accuracy per session for six
conse utive months.

Review of the corresponding active treatment
data r:vealed that Resident #2 traveled on the
Matro on February 1, 2011, interview with the
reside 1tial director (RD) on February 9, 2011, at
3:22 p m. failed o confirm that the Resident had
traveled on the Metro after February 1, 2010,

2. On ~ebruary 8, 2011, at 5:23 p.m., Resident
#1 wa observed sitting at tha dining table
waiting for his dinner. AtS:27 p.m., the
rasidantial directer {RD) was observed to pour
approrimataly eight (8) ouncas of bavarage into
the Resident's aup. The Resident was not
obsaned to measure his beverage, On Fabruary
9, 2011, at 5:563 p.m., tha direct support parson
{DSP) poured 8 ounces of the bevarage from the
measu ring cup Into Resident#1's regular cup
while ihe Resident sat at the dining table for
dinrer. Again, the Resident was not observed to
maasi.re his beverage.

intarviaw with tha RD on February 10, 2011, at
approximately 10:05 a.m., revealed that the
Resignnt had a program objective 10 measure hig
fluids 1hree (3) imes a week during dinner ime.

Recor ] verification of Resident #1's IPP dated
September 5, 2010, on February 10, 2011, at
approsimately 40:30 a.m., evealed threa (3)

| 422

2. Sccresponse to federal deficiency W 249 |

#2.
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days a week, the Resident when," given physical
assistanca, will measure his approved fluid intake
of B a unees for dinnar with 75% accuracy for 12
consecutive months."

Reaview of the February 2011, data ¢ollection
sheets on February 10, 2010, at approximately
11:00 a.m., revealed staff last documented the
objemive on Fabruary 3, 2011, This was
confirned through interviaw with the RD on the
same day at approximately 11;20 a.m.
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