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{ 412212018 through 4/23/2010. The survey was 825 NORTH CAPTOL ST., N.E., 2ND FLOOR
compieted utitzing the fundamentsl survey " wiMESHINGTON, D.C. 20002
process,
A ranciom sampling of three clients was salected This Standard will be met as'
from 2 residental population of six malas with evidenced by:
varying degrees of disabilities. The findings of the
survey were baeed on observations and F ;
inerviews in the home and @t one day program, oltow up actions have been
as weil as a review of the client and taker to address the
admiilg;straﬂ\fe records, including the incident meditations prescribed for #3
reports. ' ‘
W 120 | 483.410(d){3) SERVICES PROVIDED WITH wizo|  3nd#. RN conducted
OUTEIDE SOURCES ) » additional training on ordering
The fochty must assure that outside servs qf new medications from the .
meet the needs of each chent, pharmacy and matching the 5000
information to ensure jt is {Hﬂ{pirﬁ
| This STANDARD is not met as evidenced by: . consistent with the prescribed .
Survevor: 12301 physidian orders. The RN wilf '
Basad on ion, interview and d continue to check medications,
review, the contracted phammacy failed to ensure physicjan orders on a routine
that madication labsls coincided with the current basis 3nd provide direct]
physic:an's orders for two of the six clieats provide Girection to
residing in the facility. (Clients #3 and #6) the LPN’s as needed to ensure
e ﬂndngs inciude: ongolng compliance with this
. standard.
1. Observation of the administration of Client #3's
medications on 4/22/2010, at 7:16 p.m., revealed #1 and #2 reference above _
gt gmoewed generic Debrox, 10 drops in his response. ‘;
Interview with the medication nurse, the licensed
[ABORA _TORYL DIRECTOR'S ON FROVIPERELPFLIER REFFESENTATIVES SIORATORE T AmME o0 L ATE
%‘Mm RS S50
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W 120

-| The review of the label on the ear drops on

| administration record also documented a

Continued From page 1

practicel hurss (LPN) on 4/22/10, at 7:20 p.m.,
revealed that the ear drops wers necommended
by the ear nose and throat clinic on 4/15/2010, o
further soften the wax in Cllent #3's ear.

The review of the label on the ear drops on
4/22/19, at 7:50 p.m., révealed instructions to
administer Client #3 five (8) drops of the
medication in each ear twica dally. Acoording to
the most recent physician’s order, dated April 15,
2010, “he client was prescribed to-receive
"Debrcx 10 drops dally in left ear x 14 days” for
edr wax removal.

Al the ime of the survey, there was no evidence
the pharmacy had ensured that the kabal on Client
#3's ear drops cormespondad with the cument
physician’s order.

2. Observation of the administration of Clent #8's |
medications an April 22, 2010, at 7:20 p.m.,
revealed that he received generic ear drops, 2
drops in both ears.

Imterview with the medication nurse and the LPN
an 4/22/10, at 7:24 p.m.,, revealad that the drops
were prescribed by the primary care physician to
the keep the wax In Client #6's eare soft.

422110, at 7:52 p.m., revealed instructions to
administer Client #6 five {5) drops of the
medication in each ear twice daily for the first five
days in the month, The physician's order dated
3/1/2010, included an order for "Debrox 6.5%
drops: 2 drops in both ears, 2 imes a week for
cerumen impaction.” The 4/2010 medication

W 120
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W 120, Continued From page 2 w120
physician's order dated 3/10/2010, for "Eardrops
(generic debrox) 6.5 %, Instill 2 drops In each ear
2 times a week for certiman impaction. "
At the ime of the survey, however, there was no
evidence the had ensured that the
label ¢n Client #6's ear drops corresponded with
the curant physician's medication order.
W 159 | 483.420(a) QUALIFIED MENTAL - W 1889
RETARDATION FROFESSIONAL
Each cilent's active treatment program must be
integrated, coardinated and monitored by a 'W159
quelified mental refardation professional
This Standard will be met as 5.2 16
4
This STANDARD Is not met as evidenced by: evidenced by: o rgelry

Surveyor, 12301

Basaed on obsarvation, staff interview, and record

review. the facllity falied to ensure the Qualified

Mental Retardation Professional (QMRF)

cocrdinated, integrated, and monitored services,

;or one of the three clients in the sample. (Client
)

Tha findings Inciude;

1. The facility's QMRP falled to ensure that each
written training program designed to implement
the objactives in the individuai program plan
(IPP), Included a data coliecton system directly
related to the cutcome of the ambulkation
objective for Client #1. [See W237)

2. The faciliy's QMRP failed to coordinate and
monitor services (o ensure the Gmely replacement
of Client #1's wheelchair cushion. [See W436]

1. Reference response to W237.
2. Reference response to W436,
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W 237 | 483.440(c)(5)(iv) INDMIDUAL PROGRAM PLAN W 237

Each writien training program designed to | w23z
implerment the abjectives in the individual ‘
program plan must specily the type of data and This Standard will be met as
frequency of data collection necessary to be able . .
10 asgess progress towand the desired objectives. evidenced by; £ 20
) i ) The program objective for #1 will 01,1801g
gmﬂgﬁn 's ot met as evidenced by: be written to provide clear
directions for staff as well as the
Based on observation, interview and record f
review, the facility failed to ensure that each .requency of-prograrn
written training program designed to implement implementation and data
?‘;&PW; the Individual pmg‘am Phnla(:::) collection information. Staff
in a coflection system directly re - .
to the outcome.of the objective for ane of the training will be conducted to :
thwee chents included in the sample. (Client #1) ensure accurate monitoring of the .
The firding includes: person’s progress. QMRP and
consultant will monitor measure |
On 4/22/10, at 10:40 a.m., Client #1's instructor Is and mak ‘
was of i rolling him n & wh i from pe‘rfc‘;rma nce leve d make
whero he ate his snack in the treatment room to revisions as needed.

the sitting area, which was located approximately

30 feet away. The instructor then asked the client

o stand up from his wheel chair and assisted him

o ambulate approximately 15 feet o the couch.
At that time, the client sat down on the couch.

Interview with the instructor dyring the
aforementioned observation revealed that he
encourages the client to walk overy day because
heioidnotlikebwalkas much as " he use to
vl

On 4722/10, at 3:57 p.m., two direct care staff
were observed unloading Cant #1 from the van
mito his wheelchair when he retumed at the group
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Continued From page 4

home from the day program, Staff then wheeled
the client into the facllity. The cllent proceeded 1o
prope! himseif in the wheelchalr, using his feet to
move himself down the haliway at a2 moderate
pace. Al 4:40 p.m., the chent was abserved
wheeling himself away from the keyboard, and
starting down the hallway again using his feet to
prope: himself. A staff followed him, and asked
him if ne wanted to walk. The staff then assisted
the client ip stand up from his wheelchair,
however, the client tumed back toward his
wheelhair and was assisted to sit back down.

Upon Client #1's retum from the day program en
4123110, he was cbsarved being assisied to walk
into the faciily from the van.

Interview with staff on 4/22/10, at4:17 p.m.,, -
reveglad Client#1 should walk as much as
possible and that he has a training objective to
wak daily. Interview with the qualified mental
retardation professional (QMRP) on 4/23/10, at
approximately 3:15 p.m., indicated that during the
current ISP year, the client's distance tolerated
during ambulation had progressed from 50 to 150
feet daily.

Recond review on 4/23/10, ait 4:30 p.m.. revealed
Client #1's individual plan plan (IPP) inciuded a
goal dated 6/06/69, “To improve ambulation
endurance.” The objective stated, "Given
stand-oy assistance, Mr. {Client] will ambulate
150 feet, 3 days a week, for & consecutive
months. The review of program data for 4/2010
indicated that on each day documented, the client
ambulated 150 feet. The review of the skill
acquisition revealed that the training instructions
were: “Given slandby assistance, Mr. [Client] wi
ambulate 1560 feet, 3 days a week, for6

W 237
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: Taal, At the time of the suvey, there was no

LContinued From page 5
consecutive months.”

At the lime of the survey, the record, howaver,
failed 1o specily how staif would be abie 1o
determine when the client had ambulated 150

evidence the traihing program was designed to
provids specific information to provide accurate
monitoring of the client's progress in the training
objechve.

483.460(c) NURSING SERVICES

The facility must provide clients with nursing
services in accordance with thelr neads.

This STANDARD is not met as evidenced by:
Surveyor: 12301

Based on observation, interview and the recond
review the facility’s nursing services failed to
coordinate services for two of the six clents
residing in the facility. (Clients #3 and #6)

The findings include:

1. [Cross refer to W120]. The facilily’s nursing
services falled 1o coordinate senvices © ensure
the timsly recaipt of medication iabels
coffesponding to the physicians erders for Clicnts
#3 and #6 os avidenced below;

Medication administration observations on
4/22110, at 7;16 p.m., and 7:28 p.m. respectively,
revealed Client #3 and Client #8 received ear
drops.

The review of the physician's orders on 4/22/10,
at approximately 7:55 p.m., revealeq that the ear

w237

W 331
W331

This Standard will be met as
evidenced by:

1. Cross reference response
to W120.
2. Cross reference W120.,

SI '|1L(‘ IQ
o1 LA
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drops had been ad ministered as prescribed by
the prmaiy care physician. The review of the
labels on the ear drops reveaied, however, that
they bad not been changed to reflect the currently
prescribed dosages and frequency of the ear
drops. 1o comespond with the physician's orders,

Interview with the nurse during the medieation
administration confirmed that ihe physician had
changed the orders to reflect the amount and
frequency of the ear drops which were received
by Clients #3 and #6. Interview with the RN
revealed that the policy was to sand the new
medication onders to the pharmacy, whenever a
medication order chenged. At the ime of the
survey, however, there was no evidence that the
coordinationfollow-up had been effective to
ansura that the pharmacy provided eardrops
labeled in accordance with the currently
prescribed dosage and frequancy of the
medication.

2. [Cross refer to W120] The facility tailed to
ensure that Client #3 and #6 were provided
privacy during the administration of ear drops as
evidenced below:

On 4/22/10, between 7:16 p.m. and 7;28 p.m., the
LPN nurse administered ear drops for Clients #3
and #€, while they were in the bedroam together.

Interview with the RN on 42210, st
approximately 7:56 p.m., revaaled Chent #3 and
#86 should have each been alone when their ear
drops were administered by the nurse.

At the time of the survey, there was no avidence
the faclity had ensure that each elient had been
afforded privacy during the administration of ali
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medications.
W 382 | 483.460())}(2) DRUG STORAGE AND W 382
RECORDKEEPING
The focility must keep all drugs and biologicals w3sg2
gﬁm‘wm being prepared for This Standard will be met as
evidenced by:
This STANDARD is not met as evidenced by: The RN will complete corrective & 7: [0
Survevos: 12304 ' actions for the nurse who failed ; oM gor “‘]"
to secure the medication closet.
Bagec on ebservation and interview, the Facility y e_ ? e onco‘se :
failed 0 ensure that medications were supervised The RN will continue to monitor :
at all tmes during medication administration for medication administration on an;
;:";fz‘mgicﬁ;?:nmm the facikty. (Clients ongoing basis, provide feedback
. and direction to staff and
The finding Includes: implement additional actions as
On 4/22110, at 8:42 p.m., the medication closet needed.
was observed unlocked. The nurse leit the
kitchen area, where the medication closet was
iocated, to administer medication 1o Client #5.
The medication closet remained uniocked and
unsuparvised unfil 6:55 p.m. when the nurse
returned to the medication closet,
During the interview on 472210, at 7:18 p.m., the
nurse acknowladged that all medications should
have been locked except when being prepared
for administration.
At the time of the survey, there was no evidence
that each medication had been sécured, except
for when being prepared for administration.
W 436 | 483.470{g){2) SPACE AND EQUIPMENT W 436
The facikity must furnish, maintain in good repair,
FORM CMS-2567(02-99) Pravisus Versions Obsowte Evest ID; DEG?H Focliity ID: 08G1852 W continuation shest Pq;; Sof 11
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W 435 | Contitued From poge 8 W 436
and teach clients to use and to make nformed :
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other deviges identified by the
interdiscipfinary team as needed by the client.
 wass
| This STANDARD is not met as evidenced by: : . '
Survevor: 12301 Th-ls Standard will be met as 52410
Basec on observation, staff interview, and record evidenced by: oriGol
review, the facility falled to ensure the Figoing
maintenance of assisied devices as The wheelchai itori
recommended by the interdisciplinary team, for g 2ir monitoring and
one of three clients in the sample. [Client #1) adaptive equipment process is
; _ ] currently under review. The QMRp
The findings include; will consult with the Physical
On 4/22/10, at 3:57 p.m., two direct care staff Therapist to secure additional
mgbsewed uryoadingh::llexltﬁ from mﬂ?evgnair ‘evaluation am.:' assessment to
program. Staff then wheeled the client into the include conditions wheelchair
facility The client proceeded to propes himself in [ should b .
the wheelchair ata moderale pace, ysing his feet b b @ used. Once the cushion
to move down the halway. Observation of Client s been received all staff will .
#1's wheelchair in his bedroom on 4123/2010, at receive training on use, maintenance |
approximately 2,30 p.m., revealed bilateral Velcro and reporting on status of the, '
strips on the seat of the wheelchair, to which . _ ‘
nothing was altached. The wheelchair was equipment. '
further noted to have nao seat cushion,
Interview with staff on 4/22/10, at 4:22 p.m.,
revealed Chent #1 was ehcouraged to, and
should walk as much as possible during the day.
Interview with the qualifisd mental retavdation
professional (QMRP) on 4/23/10 at 2:35 p.m.
revealed the client's use of the wheelchair was
only recommended for digtance travel. On
_ 4/2310 at approximately 2:35 p.m., staff indicated

FORM CMS-2567{12.09) Firnious Versions Obeolote Event ID: DBG?11 Faciity |ID; 09G182 i Continuation shaet Page: 8 of 11
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that the seat cushion had been removed from the
chents wheel chair because It was in poor repair.
Further interview with the QMRP on 4/23/10, at
2:40 p.m., revealed that the condition of
wheelchairs was monitored ongaing and
documented weekly. The QMRP confirmed that
Clisnt #1's wheelchalr should have a seat cushion
altached to the Velcro strips. According to the w9993
QMRP, the physical therapiet {PT) had assessed
the clisnt's wheelchair and recommended This area will be reviewed to
f:upgéﬂfm";fm uﬁmmg;n he QI MR:in determine if further actions are
2201}, however had not been received yet needed to prevent potential non- G lT 00
At the time of the survey, thare was no evidence compliant practices. Prior 1o the Ui s Jere
that the fachity hed maintained Client #1's seat survey process both DRS and ongen et
cushion in good repair to ensure its consistent Maintenance Coordinator
avalabiﬁtybmahrhhhiswmfodwnen&lﬂingin . .
his whealchair, , discussed poles and railings and
wosge9 | FINAL OBSERVATIONS wW9939| the potential hazards. There are
' areas in the driveway requiring
mm%m: fion ware made during the railings to prevent damage to the
suvey process. Itis recommended that this area building and landscaping. The
be fe‘r‘é{ewe: and a dmﬂagm be made ental railings will be replaced and
mgﬂﬂ;ggﬁ&qoppfmz o & Fo consideration will be given to
Throuahout i increasing the helght of the poles
attar:'lﬁd to ﬁmﬁyﬁﬁm to prevent future damage to the
near the front of the parking lot at the at the side rails. Home Managers will monitor
of malef?:ldultyl - F;m:bsmlwhidfm :’:a staff to ensure adherence to
raiings attached. vehicle safety rules and take
n actions whe
Intervisw with the qualified mental fetardation recessaty actions wienever
professional (QMRP) on 423/10, at concerns arise.
approximately 2:30 p.m., revealed that rajiings
FORM CMS-2587(02-08) Pravious Varsides Obeolety Event ID: DBG714 Faodlly iD: G102 wamm:1nﬂg1
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had previously been installed an the poles where

there were missing. At the ime of the survey,

however, there was no evidence that a .

delermination had been made regarding the poles

whiich lacked railings.
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Surveyor: 1231

A re-licensure survey was conducted from
A22r2010 through 4/22/2010. A random sampling
of thme residents was sclected from a residential
population of six males with varying degrees of
disabilities. The findings of the survey wer based
on abservations and interviews n the: horne and
at ona day program, as well a3 a review of the
resident and administrative records, inclixiing the
incident reports. 1090

! “‘1 3504.1 HOUSEKEEPING 020 3504.1 Housekeeping €174
The Interior and exterior of each GHMRP shall be . O
maintained in a safe, clean, orderly, attraclive, This Statute will be metas . c’”‘ﬁo“ﬁl
and sanitary manner and be free of evidenced by:
accumulations of dirt, rubbish, and ohjectionable _
odars. items 1 thru 7 will be repaired and

. : ” items replaced as needed. The'
mzs%‘:‘ot metase ué Homme Managers will conduct

Based on observation and interview, the Group waekly home inspections and
Home for the Mentally Retarded Persons
(GHMRP) falied to e the interior and _ report all concerns to the
exterior of the GHMRP were maintained in a maintenance department for
safe, orderly, ond attractive manner for six of the follow-up.
six residents. (Residents #1, #2 #3, #4#5 and _

¥6)

The findings include;

During the ingpection of the environment on
4/23/2010. beginning at 1:45 p.m., the following
concams were identified:

A. Exterior:

1. The gutter instalied at the rear of the building
Heakh Reguldion

T o
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(left side) was not tightly secured. Additionally,
on the left side of the building, a section of the
gutter was aiso not tightly secured.

2. The down spout installed at the feft comer of
fhe building was bent, near the ground.

3. The paved arca in front door of the exterior
storage room, located on the left side of the
buildirg, had numerous cracked areas.

B. Interion:

1. There was an accumuletion of dirt in the drain
of the: fioor in the ulility room. In the same room,
the floor was heavily soiled. Several cracked floor
tiles were also observed in the utility room.

2. In the bathroom located on the left side of the
faclilty, the rod in the towel rack was missing,
however, the supporting end units remained on
the wall.

3. Ir the bathroom located on the right side of
the facllity, one of several sarews was missing
from grab bar in the shower,

4. A nole, approximately § inches n diameter,
was ohssived on the side of the cabinet located
underneath the kitchen sink.

5. Muliple cracls were obsatved on ihe hottom

of ther left kitchen sink. An area of thick, gray

| caulking was observed across the width of the
sink.

8. The seat of the chalr In Resident #2's bed
room was heavily stained.

l?.Theleﬁknomefsshgﬂumﬂlafourh

Fealth Regutation Adminstration -
STATE FORM uw
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1020

1180

Healh Regu

Continued From page 2
drawer in Resident#4' s storage chest.

The aforementioned observations were

ackn owledged by the qualified mantal retsrdation
"+ professional (QMRP) and the primary registered

nurse (RN), who accompanied the surveybr
through the facility during the inspection of the
anvironment.

350&.1 ADMINISTRATIVE SUPPORT

Each GHMRP shall provide adequate
admmistrative support to efficiently meet the
heedas of the residents as raquired by their
Habiiitation plans.

This Statute is not met as evidenced by:
Surveyer: 12301

Based on observation, staff interview, and record
review, the GHMRP fafled ip ensue the Qualified
Mental Retardation Professional (QMRP)
coordinated, integrated, and monitored services
in accordance with the individual program plan
(IPP" for one of the three residents in the sample.
(Resident#1) )

The findings include;

1. The facility's QMRP failed to ensure that each
written training program designed fo implement
the objectives in the individual program pian (1PP)
included a data collection system directly related
1o the ouicome of the ambulation objeciive for
Resident #1.

On 4/22/10, at 10:40 a.m., Resident #1's
instnictor was observed roliing him in a
wheelchair from where he ate his snack in the
treaiment room io the sitting area, which was

1080

| 180

1180
3508.1 Administrative Support

This Statute will be met as
evidenced by:

1. Reference response to
w237. '

220
thgoug

localed approximately 30 feet away. The
Admmnotration

STATE FORM
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Continued From page 3

instructor then asked the residant to stand up
from his wheel chair and assisted him to
ambulata approximately 15 feet to the couch, At
that time, tha resident aat down on the couch.

Interview with the instructor during the
aforemantionad observation revealed that he
encourages the resident to walk every day
pacause he does not like to walk as much as
he uga to walk. *

0On ¢i22/10, at 3:57 p.m., two direct care staff
were obsefved unigading Residant #1 from the
van into his whaelchair when he retumed at the
group home from the day program. Staff then
wheeled the resident into the facility. The resident
proceeded to propel himseilf in the wheelchair,
using his feat to move himself down the haltway
at a mogerate pace. At 4:40 p.m., the resident
was observed wheeling himself away from the
keyboard, and starting down the hallway again
using his feet to prapal himself. A staff followed
him, and asked him if he wanted to walk. The
staff then assisted the resident to stand up from
his wheelchair. howaver, the rasident wurned back
toward hswheeldwairandwasassustedm sit
back down.

Upon: the Rasident#1's raturn from tha day
program on 4/23/10Q, he was observed boing
assisted to walk inlo the facility from the van.

Intarviaw with staff on 4/22/10, at 4:17 p.m.,
revealed Resident #1 should walk a8 much a2
poseible and that he has a tralning objectiva to
walk daily. Interview with the QMRP on 4/23/10,
at approximately 3:15 p.m., mdicated that during
the cuirent ISP year, the resident's distance
tolerated during ambulation had progressed from

Health Regu!

50 &> 150 feat daily.

1180

alion Aammistaton

STATE FORM

e pea71

It continualion: weet 4 of 12



06/09/2010 20:02 FAX 202 8§91 9293 INDIVIDUAL DEVELOPMENT doos

PRINTED: 05172010

FORM APPROVED
STATEMENT OF DEFICIENCES 1) PROVIDER/SUPPLIERIGUA MULTIPLE GONSTRUCTION {%3) DATE SURVEY'
AND PLAN OF CORRECTION &N IDENTIFICATION NUMBER; 02 COMPLETEL
A BULDING
- B WING ;
HFDO3-0050 04/22r2004 0
NAME OF PROVIDEF. OR SUPPLIER STREET ADDRESS, CITY, STATE, ZF CODE
3312 4TH STREET, SE
INDIVIDUAL DEVELOPMENT, INC, wmm-?o". DC 20032
(%4) ID SUMMARY STATEMENT OF DEFICIENCEES =] PROVIDER'S PLAN OF CORRECTION %
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREUTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L3GC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
1 180 | Continued From page 4 1180

Record review on 4/23M0, at 4:30 p.m., revealed
Resident #1's individual pian plan (IPP) included
3 goa dated 8/08/09, "To improve ambulation
endurance,” The objective stated, "Given
stand-by assistance, Mr. [Resident] will ambulate
150 feet, 3 days a week, for 6 cansecutive
months. The review of program data for 4110
indicated that on each day documented, the
resident ambulated 150 feet The review of the
skill acquisition revealed that the training
instructions were! "Given standby assistance, Mr.
[Resident] will ambulate 160 feet, 3 days a week,
for &6 consecutive months.”

At the ime of the survey, the record, however,
failed to specify how staff would be able to
determine when the resident had ambulated 180
feet At the time of the survay, thare was no
evide nte the training program was designed to
provide specific information to provide accurate
monkitoring of the resident's progress in the
training objective.

2. The fadility's QMRP failed to ccordinate and
manitor services to ensure the imely
replacement of Resident #1's whaslehair cushion.
[Federal Deficiency Report - Citation W4 36]

1 208 3508 6 PERSONNEL FOLICIES 1208

| Each employee, prior to employment and
annually thereafter, shall provide a physician' s
cettification that a health inventary has been
perfcrmed and that the employee * s haalth status
wouk! afiow him or her to perform the required
duties.

Tt Regulabon Adminstration
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Basecl on observation, interview and the record
review, the facility’s mursing services failed to
coordinate services for two of the six clients
residing in the facility. {Clients #3 and #6)

The findings include:

1. [Cross mfer 1o W120], The facility's nursing
sorvices failed 1o coordinate services o ensure
the dmely recaipt of medication labels
corrasponding to the physicians otders for Clients
#3 and #6 as evidenced balow:

Medication adminigiration cbservations on
4/22/10, at 7:16 p.m., and 7:28 p.m. respectively,
ravealed Client #3 and Client #6 received ear
drops.

The review of the physician's prdars on 4/22/10,
at aporoximately 7.55 p.m., revealed that the sar

FORM APPROVED
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W 237 | Continued From page 5 w237
consecytive months.”
At the idme of the survey, the record, however,
fadled ‘o specify how staff woukl be able fo
detarmine when the client had ambulaied 150
: feet. Atthe time of the survey, there was no
evidence the fraining program was designed to
provide specific information 1o provide accurate
monitoring of the client's progress in the training
objactive.
W 331 | 483,460(c) NURSING SERVICES W 331
The facility must pravide clients with nursing w331
senvices in accordance with their needs.
This Standard will be met as 5 1D
'2"a 4]
This STANDARD is not met as evidenced by: evidenced by: CngoL
Surveyor: 12301 /

1. Cross reference response
to W120.
2. Cross reference W120.

FORM CM5.2587(02-95) Previcers Versions Obaciate Evend Iz DBA711
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draps had been administered as prescribed by
the primary care physician. The review of the
{abels on the ear drops revealed, however, that
they had not been changed to refiact the currently
prescribed dosages and frequency of the ear
drops, to comespond with the physician's orders.

Interview with the nurse during the madication
adminstration confirmed that the physician had
changed the onders tO reflect the amount and
frequency of the ear draps which werg received
by Clients #3 end #6. Interview with the RN
revegled that tha policy was to send {he new
medication orders o the pharmacy, whenever 8
medication order changed. Atthe time of the
survey, hawever, there was no evidence that the
coordination/follow-up had been effective to
ensure that the pharmacy provided eardrops
labeled in accordance with the currently
prescribed dosage and frequency of the
medication,

2. [Cross refer i© W120] The facliily failed to
ensure that Client #3 and #6 were provided
privacy turing tha administration of ear dnops as
avidenced below:

On 4/22/10, between 7:16 p.m. and 7:28 p.m., the
LPN nurse administerad ear drops for Clieqts #3
and #3, while they were in the bedroom together.

Intervew with the RN on 4/22/10, at
approxdimately 7:56 p.m., revealed Client #£3 and
#6 shotld have each been alone when their ear
drops were administered by the nurse. -

At the ime of the survey, there was no evidence
the fasility had ensure that each cllent had been
afforged privacy during the administration of all

W 331

FORM CIS-2567(D2-99) Pravioua Varalons Obsolote Event ID: DBGT11
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1. The pharmacy failed to ensure that medivation
label= cpincided with the cutrent physician's
orders Residents #3 and #8 as evidenced below:

a. Observation of the administralion of Resident
#3's medications on April 22, 2010 at 7:18 p.m.
revealed that he received generic Debrox, 10
drops in his leit ear.

intarview with the medication nurse, the licensad
practical nurse (LPN) on 4/22/10 at 7:20 p.m.,
revealicd that the ear drops were recommended
by the: ear riose and thwoat clinke on 41572010 b
soften the wan In Resident #3 ear.

The review of the label on the ear drops on
4/22/10 at 7:50 p.m, revealed instructions o
administer Resident #3 five (5) drops of the
medication In each ear twice daily. According to
the most recent physisian's order, datad April 18,
2010 the resident was prescribed to recaive
"Debrox 10 drops daily in left ear x 14 days* for

W120.

m (EACH Dermesrc#mrsso;mm BY FULL W.m x mcounecmems mgnm SHOULD OMRETE
TAG REGULATORY OR LEC DENTIFYING INFORMATION) TAG GigOBS—REFERENCED TO memma?fre v
DEACIENGY)
1401} Continued From page 7 . [ 401
1401 3520.3 PROFESSION SERVICES: GENERAL 1401
PROVISIONS
1401

Professional services shall include both diagnosis
and evaluation, including identification of 35203
deveiopmental levels and needs, treatment ;
services, and services dasigned to prevent + This Statute will be metas |
detenoration or further loss of function by the id ] F
resident evidenced by: ;
This Statute is not met as evidenced by: 1. Reference response t°:i'. 3.0 |
Surveyor: 12301 w120 i =~
Based on abservation, interview and record ' j 01‘“50"1
review, the GHMRP failed to ensure professional 2. Reference responses to] -
services for two of the four residents in the W120 and 331.

. (Residents #3 an ‘
sample. (Reside d #6) 3. Reference response tg °

_ w382, :
The findings include 4. Reference response to |

Health Raguiation A¢ ministration
STATE FORM
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Continued From page 8
ear wax refnoval.

At the ime of the survey, there was no evidence
the pharmacy had ensured that the label on
Rasident #3's ear drops corresponded with the
current physician's order.

b. Ohservation of the administration of Resident
#6's medications on April 22, 2010 at 7:20 p.m.,
revealed that he recelved generic ear drops, 2
drops in both ears.

interview with the medication nurse, the LPNon |
4122/10 at 7:24 p.m. revealed that the drops were
prescribed by the primary care physician to the
keep the wax in Resident #6's ears soft

The review of the label on the ear drops on
4/22/40 at 7:52 p.m. revealed instructions o
administer Resident #6 five (5) drops of the
medication in each ear twice daily for the first five
days in the month. The physician’s order dated |

| 3111240 included an ofder for "Debrox 6.5% -

drops: 2 drops in both ears, 2 fimes a week for
cerumen impaction.” The 4/2010 medication
administration record also documented &
physician's order dated 3/10/2010 for “Eardrops -
(generic debrox) 6.5 %, insti) 2 drops in each ear
2 times @ week for cerumen impaction.

At the time of the survey, however, there wasno

| evidence the pharmacy had ensured that the

label on Resident #8's ear drops comesponded
with the current physician's medication order.

2. The GHMRP's nursing senices failed to
coordinate services to shsure the timely recsipt of
meadication labels comesponding te the physicians
orders for Resident's #3 and #G as evidenced

) 401
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Medication adminisbation observations on
4722110 at 716 p.m, and 7:28 p.m. respectively,
revealed Resident #3 and Resident #8 received
ear drops.

‘The review of the physictan's orders on 4/22/10 at
approzimately 7:56 p.m. revealed that the ear
drops had been administered as prascribed by
the primary care physician, Tha review of the
labels on the ear drops revealad, however,
revealed that they hax not been changed to
refiect the currently prescribed dozages and
frequency of the ear drops, 1o correspond with
the physician's orders,

Inisrview with the nurse during the medication
administration confirmed that the physician had
changed the orders to reflect the amount and
frequency of the-ear drops which were received
by Resklents #3 and #6. interview with the Rv
| revesled that the policy was to send the new
medication orders to the phamacy, whenevera
medication ¢rder changad. At the time of the
survey, Nowever, there was no evidence that the
coordinationfollow-up had been effective to
ensure that the pharmacy provided eardrops
labaled in accordance with the cumently
prescribed dosage and frequensy of the
tnedicgtion,

] 3. The GHMRP failed to ensure that medications

were supervised at all ime during medication
adminkstration for Residonts $#1, #2, #3, ¥4, #5
and #6 a5 evidenced balow:

On 4/22/10 at 6:42 p.m., the medication closet

was observed unlocked. The nurse left kitchen

| area, where the medication closet wags locatad, to
administer medications tv Resident #5, The

' “Health Reguiation Administation
STATE FORM - DBGM1 ¥ continuation shen. +0 of 12
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medication closet remained unlocked and
unsupervised until 6:35 p.m. when the nurse
returned to the medication closet

During the interview on 4/22/10 at 7:16 p.m., the
nurse acknowiedped tha! all medications should
have bean focked axcept when being prepared
for adminisyation.

At the time of tha survey, there was no evidence
that each medication had been secured, except
for when being prepared for administration.

4,{Cross refer 1o W120), The faciity falled to 7y
ansure that Residents #3 and #6 were provided
‘privacy durlng lhe administration of ear drops as
evidanced below:

Onazzno petween 7:16 p.m. and 7.28 p.m,,
the LPN nurse administered ear drops for -
Residents #3 and #6, while they were in the

bedmom together

Interview with the RN on 4/22/10, at

| approximately 7:55 p.m. revealed Residents #3

: and #8 should have each been alone when their
.| ear dfops were administered by the nurse.

At the time of the survey, there was nio evidence
‘the facility had ensure that each client-had been
afforced privacy during the administration of all

medications.

1969 FINAL OBSERVATIONS 1989 1999

' - 42301 .

The ‘liowing observation were made during the Final Observations 43340

ﬁwey'lwad mltimm"gnﬁmmm iy
revig and & i made ‘ Reference re (j

g ] o provento sponse to W9999 .
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potential pon-complant practice:

‘Throughout the survey, rallings ware observed
attached o poles approximataly 18 inches tal,
near ine front of the parking lot 3t the at the side
of the GHMRP. Further observatian of the area
reveaied other mulliple poles which had no
railing;s attached.

Tnlerview with the qualified mental retardation

| proféssional on 4/23M10 at approximately 2:30
p.m, ravealed that railings had praviously bean
installed on the poles whera there were missing.
Al the time of the survey, however, there was no
evidence that a determination had been made
regarding the poles which lacked rallings.
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