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Arscertification survey was conducted from April | i e 9’
: 10, 2012 through'April 12, 2012, Asampling of | Q
: threa clisnts was selectad from a population of
: six individuals with varying degrees of intellectuat o
disabliites.  This survey was inltiated utnlzing the ° WMO
fundamental process. . \0
1'The findings of the survey were based on “@w ﬁ@o\i’w@@d 'ﬂd!
! observalions In the home and ane day program,
' interviews with direct support staff, day program .
and administrative staff, ag well as.a review of ' '
client and administrative records, Indudlng i ;
i lnclclent reports. _ | f '
Qualrﬁed manial mtardabon pmfessional " w189 -SI 30] )2
" (QMRP) will be referrad to as qualified Intellectual | This Standard will be met as : -
disabllities professional (QIDP) within this repori.] .| evidenced by:
W 159 483.430(a) QUALIFIED MENTAL RETARDATION W 158 o
PROFE IONAL 1. QDDP will coordinate with PT
to revise Client #2 PT goal, The
anh cllenite active treatment program must be PT goal will address the need for :
Imagratad coordinated and monitored by a | the staff to measure how far :
' qualified mental retardation profess;onat | Client#2 walked. Staff will be i
retrained on any revisions to the
. | q 5051
. This STANDARD is not met as evidenced by: . i i
, Basad on observation, staff Jntérview and record | : 2, A new evaluation should be
‘ ' verification, the qualified intellectual disabliiies ! goheduled to determine the
. professional (QIDP) failed to coordinata,integrate, | appropriateness of the amplifier
" and monltor services, for one of three clients in i given that Client #2 at times :
the sample. (Client #2) \ | refuses to use it. After the ‘
- : " | evaluation, the QDDP will
The findlnga mcluda. _ . i ' ensure that the communication
; T y - 3 .
I 1. Tha QIDP failed to ansure a system . goel s implemented as wntten ST
wadeweloped to monttor Client #2's progress _ ' :
TS IER REPRESENTATVE'S SIGNATURE {X8) DATE

dieng ststama Ly ing with an asterisk (') danoles a daficiency which the institution may be excused from comecting providing i is deemined that
yhards provies sufficlent protaction to tha patients. (Ses Instructions.) Except for nursing homes, the findings stated above ane disclosable 90 days

Tolis --u-- date of survey whetlier of not 2 plan of comaction is provided. For nursing homes, the above findings and plans of Gomection are disclosabls 14
days following the dmthm documients ahe made available to the fagiity, If daficlancies arm cited, an approved plan af cormection Is requisite Lo contmued

program particlpation.

FORM cumr(oa-as} Provious Verkions Obsclete -~ Event ID:e80011

Fagilily 1D obem _ Il‘ umunmuon sheet Page 1 of 15



08/20/2012 17:10 FAX 3012708012 - IDI

DEPARTMENT OF HEALTH AND HUMAN SERVICES

003/033

PRINTED: D4/30/2012
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENGCIES

(X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

B. WING

{(2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
A, BUILDING COMPLETED

04/12/2012

NAME OF PROVIDER OR SUPPLIER
INDIVIDUAL DEVELOPMENT, INC.

STREET ADDRESS, CITY, STATE, 2P CODE
12 4TH STREET, 8E

WASHINGTON, DC 20032

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

04) 1D
PREFIX
TAG

D _ PROVIDER'S PLAN OF CORRECTION
PREFIX (EAGH CORREGTIVE ACTION SHOULD BE
TAG CROGS-REFERBNCED TO THE APPROPRIATE
- DEFICIENCY)

) CDM&.G)ETIDN
DATE

W 159 Continued Fram page 1
- toward his ambulabnn gosl, 88 evidenced below'

I
On April 10, 2012, at 12:28 pm,, Client#2 was
, observed seated ina regular chalr atatable ina
. reatment room with his peers. Interview with the
, day program instructor on the same day at
approximately. 12:35 p.m., revealed that Client #2
was encouraged to sit In regular chalrs, and -
-. sometimes the recliner at his day program. The
. day program instructor also indicated that the
cllent was encouraged to walk short distances, 1o
use his wheelchair for distance travel, and to use
. his wheelchair for safety, if he refused towalk, ;
1 The Instructor stated the client walked morein
| the past, However, after returning ta'day’
' treatment fram an extended medical absence (fall
| of 2011), the client did not want to walk much, '

On April 10 2012, at 4:17 p.m., dlrect support
staff #1 asked Cllent #2, "Let's.go for 2 walk?"
' The client responded by saying, "Ncpe, nope,
- nope" repeatedly, then refused lo stand up with
i assistance of staff using his gail belt. Staff
' Indicated that it was sometimes very difficult to
get the client to walk and that his ambulation
skile had declined after his liinass during the fall -
of 2011. Further discussion with the staff revealed
. the cllent had a goal ¥ walk several days a wesk, '
. however, more racently he had often refusedto !
. walk on the days the tralning was scheduled to be
documented. Interview with the residential
- director (RD) on Aprit 12, 2012, at-4.36 p.m.
indicated that the client was encouraged to walk
" daity. Further discussion with the RD indicated
{ that the client sometimes walked short distances

- in the facility, however, no record was maintained
when he walied on a day of the week that did
not require documentation of the ambulation.

| 1

ALY
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| Record review on April 11, 2012, at 3:12 p.m.,

 revealed Client #2 had a physical therapy goal for
August 13, 2011 through August 12, 2012, to ,

, increase his ambulation endurance skills, '

t According to the oblective, “Given stand by !

. assistance, client will ambulate 100 feet” three
days per week..." Review of the skill acquisition _
form revealed staff were to dacument the n
ambulation objective on three days a week, The -

j dala revealed that the client had refused to walk |

: in March and April 2012 on the scheduled three

. At the time of the survey, however, thera was no | ; _ )
i evidence a systom was In place to monitor if, and ; : _
' how far Client #2 watked on days not scheduled |
" for documentation; to detarmine the extent of his
overall progress toward the abjective.

2. The QIDP tailed to ansure a system was
* deveioped 1o monitor Client #2's progress toward
Eis functicnal communication goal, as svidenced .
elow: N ! :

: On April 10, 2012, at 12:28 p.m., Client#2was . '
| observed looking in the direction of his Instructor
* In his class reomn as she verbally prompted him to
participate in classroom activities. The client '
| failed to respond to the instructor instructions |
» after severa! verbal prompts. K

" OnApril 12, 2012, at 12:42 p.m., interview with
the RD revealed that Client#2 hada
recommendation io wear a hearing device to :

: enhance his communication, Further discussion

 with the RD during this time revealed the hearing |
device was working properly, however, for some

FORM CMS-2567(02-88) Pravious Versions Obsgiele - Event I;680Q11 Facly ID: 08G162 ' ' if continuation sheet Page 3 of 15
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. reason the client now refused to wear. The RD™ .
] then brought the listen device to the surveyor and
| demonstraled how to operate it. :

Record review on April 12, 2012, at 1255 p.m.,
. revealed Cliori #2's last audlology consultation,
' dated April 20, 2010, recommended that he wear
an assistive listening device (amplifiers) when In
the home. Continued record review revealed the
_¢lient had a goal lo Increase his functional
: communicatien skills. According to the objective,
1 "Given verbal prompts, the cllent will maintaln his
 fistening device appropriately for periods up to 25 _ ;
minutas as measured by active treatment : : '
. documentation. On April 12, 2012, at 1:17 p.m.,
| review of the functional commun[caﬂon skl
i acquisition form revealed staff were to implement
the program daily and to documant the clients
performance one time a week. On April 12, 2012, |
. at 1:22 p.m., data collection revealed that the
' client participated with physical assistance in
- November 2011, and refused the listoning device
. in December 2011 and-January 2012, There was
no evidence, however, that the QIDP monitored -
. the client's performance in the objective during |
* January 2012. At the time of the survey, the client :
; continued to refuse to waar the device.

Further interview with tha RD on April 12, 2012, atn
4:36 p.m., Indicated that Client #2 had

' occasnonally acoepted his listening device on

. days other than the days of scheduled
documentsation. The RD revesled, however, that
the client's acceptance of the listening device on

| days other than those scheduled was not

! dowmented '

Atthe nme of the survey, hmuevur, thera was no

L
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‘evidence a system was developad to monitor the : !
frequency that Client #2 used his listening '
] device. :
W 331, 483.460(c) NURSING SERVICES 'OW3s wis1 5] 26/ 12
The facility must provide clients with nursing This Standard will be met as
" setvices in accordance with their needs. evidenced by:
' . The IDI’s NP will train the RN,
! This STANDARD - is not met as evidenced by: | LPN and DSP's on the sign and
{ Based on observation, staff interviews and . symptoms of Edema and the use
: racond review, the faulity‘s nursing staff failed to of TED stockings. The QDDP
' provide each client with services in accordance will order extra pairs of TED
: with thelr needs, for ene of three clientsin the . stockings for client #2, The
sample. (Client#2) -; ; QDDP will determive a location ;
! for the stockings so0 they can be '
The finding includes: : e::uy located by staﬂ‘.ey
' The facility's nursing services falled to ensure that ‘
: Client #2's protocol was implemented to prevent '
and manage bilateral lower extremity edema, as |
evidenced below:
_ | ;
On April 10, 2012, at 7:52.a.m., Cllent#2 was :
' observed sealad In his wheelchair with his fest !
: resting on the floor. He remained in his
, wheeichalr untit he was assisted to board the van .
: to travel to his day program at 8:37 am. Onthe ,
same day, from 12:25 p.m. (o 1:10 p.m., the client
was observed at hls day program silting ina '
regular chair with his feet resting on the floor.
After arriving home from the day program, at 4:10
p.m., the client was again observed seated in hls |
wheeichalr with his feet resting on the fioor. At
[ ‘417 p.m., the dlient refuged to stand or walk
: when Staff verbally and physically prompted him p
to da sa. Further observation of the ¢lient during . -
the evening revealed the client sitting in his L
FORM CMS-Z!‘LE‘F{OMB)-PMHS Versions Obsoiete Evenl n:aaotm. FacHly 10: 09G182 If continuation sheet Page S of 15
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W 331 " Continied From page § ,
wheelchair in the living room at 4:53 pm,, and !
then in the dining room at 5:09 p.m. During the

- aforementioned times, the client was not
: observed to have his fest elevated.

On April 11, 2012, at 4:22 p.m., the survayor
observed that Client £2 was wearing short socks
. that left an Indentation around his legs. The
‘ client's feet and ankles wane observed to he
: swollen. LFN #2 assessad the client's lower
exiremities, confirmed the swelling, and
requested that they be elevated. During this time, !
- healed scars were also observed on the clients |
' feat amd and ankies, i

. Interview with the residentlal (RD) on April 11,

' 2012, at 4:23 p.m., revealed that staff were to
elevate the cllent's feet to prevent swelling of his
lower extremities,

! 11, 2012, at 4:27 p.m., LPN #2 revealed that the

| client had a history of lowar extremity edema. He -

: further indicated that the sears on the ¢lient's feet
were the result of open areas that daveloped from
the fiuid filled blisters. LPN #2 indlcated thatif
the client's lower extremities ware swollen, ;

+ swelling would beqin to subside when the client's ;

i feet ara elavated. . )

at 8:45 a.m., revealed he was seated in his
wheelchair wailing to 9o to his day pragram.
: Minimal swelllng of his lower extremities was
1 absarved during this ima. \When he returned ;
| from his day program at approximately 3:30 p.m..
- howevar, his lower extremitiss appeared more
swollen than on April 11, 2012. At 3:47 p.m.,

wWas1

. During the assessment of Client #2's fast on April ,

. Further observation of Cllent #2 on April 12, 2012,

FORM CMS-2587(02-98) Previous Versions Opsolale . Evenl ID:880Q11
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W 331 Continued From page 8

registered nurse (RN) #1 and LPN #1 were :
infonmed of the swelling. Upon assessment of tha |
' client, the RN determined that the client had 2+
- edema of his legs and feet. The RN revealed that
the client was prescribed to wear TED stockings
as needed, if or when he had lower extremity
edema. The RN and LPN#1 then put on the

' dient's compression stockings. Continued
. discussion with the RN revealed that if staff _
- observed that Client #2's lower extremities were
swollen, they were to report the swelling to the -
, hurse for asseaemeni and appropriate

i intervention. If the nurse's assessment

: determined that the client had iower extremity

' edema, the as needed (pm) order for TED
stockings was to be implemented, |

Interview with LPN #1 on Aprll 12, 2012 at 3:47
p.m., indicated that Client #2's TED stockings
' were In his bedroom and she proceeded to
- Search for them, When she was unable to lacate
them, she asked the staff, but they was unable to
focate them. LPN #1 then left atelephone
message for LPN #2 regarding the TED !
i stockings. Upon his amival to tha facillty at 4:00
' p.m., LPN #2 located the ¢lient's TED stockings
in the client's cioast. Tha nurse was queried
concemning any addilonal TED stockings,
howaver, he indicated that no TED stockings
were available for the client to be applled if
. heeded at his day program, '

At the time of the survey, there was no evidence
" a timely and effective system was implemented o -
. ensure Cliant #2's legs were slevated to prevent -
: edema, and bo manage edema ifand when it -
! oceurred.

W 365 483. 4600)(4) PRUG REGIMEN REVIEW

]

W 331,

W 365
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W 385 1 Continued From page 7 W 385 This Standard will be met a3 / f
An individual medication administration record evidenced by: .
r " 1,2 The LPN’s involved will
must ba maintained for each client. receive o ive action for not
" praperly documenting '
* This STANDARD s not met as evidenced by: . -medication administration.
Based on observation, interview and record LPN’s for that bome will be
review, the facility falled to ensure medicstion trained on Medication
' records ware accurately maintained for one of Administration and
three clients in the sampls. (Client #3) Documentation. The RN and NP :
' will conduct random checks of i
The finding includes: - MAR’s and Physicien Orders. :
The facility's nursing services failed to ensure | '
. Clilent #3's prescribed medications had been { -
" documented accurately on the Medication
Administration Records (MARs) according to the
" physicians' orders as evidenced below;
1. During the moming medication administration ;
onApril 10, 2012, at approximately 7:40 a.m., |
Client #3 was observed to receive Fluoxetine | i
HCL (Prozuc) 40 myg capsule by mouth from ; X
licansed practical nurse #1 (LPN #1). Further ; ;
" observation confiimed the pharmacy had only |
' dispensed-a 30 day supply of Prozac 40 mg i
: capsules to the facility which provided evidence -
the medication had been administrated as
' ordered,
Review of Client #3's physiclan's orders dated _
March 22, 2012, on April 10, 2012, at |
approximately 5:00 a.m,, verified Clisnt #3 was :
. prescribed Prozac 40 mg capsule by mouth every ; !
* day for dapression, Review of Client #3's April ! | !
+ 2012, Medication Administration Regords (MARs)
“on April 10, 2012, at approximately 9:20 a.m.,
i revealed LPN #1 had initialed the M.AR at 8:00
FORM CMS-2587(02-05) Previous Varsions Gbeoioie Evenl ID: 500071 Facty ID; 08G182 If continuetion shaet Paga 8 of 15
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. @m. and 6:00 p.m., indicating Clisnt #3 received :
Prazac 40 mg by mouth twice a day from April 1,
2012, through April 8, 2012. it should be noted
that continued review of the client's MARSs
revesled LPN#1 had initialed tha MARs indicating
: Cllent #3 had received Prozac 40 mg by mouth
twice a day since Janvary 2012, ;

. Interview with LPN #1 on April 10, 2012, at !
| approximately 11:30 a.m.,confirmed Client #3 ;
. was only receiving Prozac 40 mg by mouth once . ;
' 2 day on the aforementioned dates. In a further i ,
interview with LPN #1 it was acknowledged that
- documentation errors had been made as a result
of reviewing and copying what was already
documented on the previous MARS month after
month, instead of verifying the MARs with the
: curment physician' orders,

* 2. During the moming medication administration :
on Aprii 10, 2012, at approximataly 7:42 a.m., : !
: Client #3 was obeerved to raceive Docusate . ’
! Sodlum (Colace) Softgals 100 mg capsule by
- mouth from LPN #1. Further obsarvation revealed '
" the pharmacy had dispensedq two bubble packs ' o
containing a 30 day supply of Colace 100 mg
capsules each to the facility for administration
. morning and evening which provided evidence
the medication had been administrated as
ordered, . . :

* Review of Client #3's physician's orders dated

| April, 2012, on April 10, 2012, at approximabely
9:50 a.m., verified Client #3 was prescribed |
Colaca 100:mg capsule by mouth twice a day for [

- constipation. Review of Client #3's April 2012,
* MAR on April 10, 2012, at approximately 9:55
a.m., revealed LPN #1 had inilaled the MAR oniy
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at 6:00 p.m., indicating Client #3 received Colace : :
+ 100 mg by mouth once a day from April 1, 2012,
through April 10, 2012, It sheuld be noted that
continuad review of the client's MARs revealed
LPN#1 had initialed the MAR indicsting Client #3
had recsived Colace 100 mg by mouth once a
day at 6:00 p.m., since January 2012,
Interview with LPN #1 on April 10, 2012, at
approximately 12:00 p.m., confirmed Client #3

! was receiving Colace 100 mg by mouth oncea :
| day on the aforementioned dates. Further |

interview with LPN #1 It was acknowledged that :

' documentation errors had been made as a result .

of raviewing and copying what was already 1
documented on the previous MAR month after
month, instead of verifying the MAR with the
- cument physiclan® orders, S)i5|2
W 368 - 483.460(k)( 1) DRUG ADMINISTRATION W3g8  wass
; | . | This standard will be met as
The systern for dtug administration must assure ; ' evidenced by: .

- that all drugs are administered in compiiance with : 1,2 The LPN’s involved will

i the physicien's orders. . ' yecejve comective action for not !

! _ | properly documenting '

. . : . i i adminisu ation,

This STANDARD s not met as evidenced by; | , f;ﬁf:?;n that home will be
Based on interview and record review, the facilty | "\ rained on Medication
failed to ensure that medications were ? '\ Administration snd

. adminisiered in compllance with physicians' : Documentation, The RN and NP
orders for ane of three clients in the sample, gt random chocka of \

(Cllent#3). - A and Physicien Orders
The findings Include: _ )

| The facility's nursing services falied to ensure :

! Client #3's prescribed medications had been '
documented accurately on the Medication ' -
Administration Records (MARSs) according to the_ ; .

Event ID:-HUCH{ Facilty (D: 080G 192 If confinuetion sheet Page 10 of 15
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W 368 . Continued From page 10
physicians'- orders as evidenced below;

I 1. During morning medication admiinistration on
“Aprll 10,2012, at appro:dmﬂteiy 7:40 a.m., Client
#3 was observed to receive Fluoxetine HCL
(Prozac) 40 mg capsule by mouth from licensed
practical nurse #1 (LPN #1). Further obsarvation

+ confirmed tha pharmacy had only dispensed a 30
- day supply of Prozac 40 mg capsules to the

E facility which pravided eviderice the medication

{ had been administrated as ordered.

Review of Client #2's physician's orders dated
March 22, 2012, on April 10, 2012, at i
approximately 9:00 a.m., verified Cliant#3 was |
prescribed Prozac 40 mg capsule by mouth every

. day for depression, Review of Client #3's Aprid

. 2012, MAR on Aprll 10, 2012, at approximataly

. 9:20 a.m., revealed LPN #1 had Inilialed the MAR

‘ at 8:00 a,m, and 6:00 p.m., indicating Client #3
received Prozac 40 mg by mouth twice a day

- from Aprll 1, 2012, through April 8, 2012. It should
be noted that cnnﬂnued review of the client's ‘
MARs revealed LPN##1 had initialed the MARs

. indicating Client #3 had received Prozac40mg

. by mouth twice a day since January 2012,

" Interview with LPN #1 on April 10, 2012, at
approximately 11:30 a.m., confirmed Cllent#a
was only receiving Prozac 40 mg by mouth once
a day on the aforementioned dates, Further
interview with LPN #1 acknowledge that

. of reviewing and copying what was already

i documented on the previous MARs month after
. month, instead of verifylng the MARs with the

: current physician’ orders.

documentation errors had been made as a result

W 388
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2. During the moming medication administration
on April 10, 2012, st approximately 7:42 a.m.,
Client #3 was observed to receive Docusate
Sodium (Colace) Softgels 100 mg capsule by
mouth from LPN #1. Further sbservation revealed
the pharmacy had dispensed two bubble packs
containing a 30 day supply of Colace 100 mg
" capsules each to the facllity for administration
i moming and evening which pravided evidence :
) th';le medication had bean administrated as !
ordered. . :

. Review of Client #3's physician's orders dated

* April, 2012, on April 10, 2012, at approximately
9:50 a.m., verified Resident #3 was prescribed
Colace 100 mg capsule by mouth twice a day for
constipation, Review of Resident #3's April 2012,

. MAR on April 10, 2012, at approximately 9:55
a.m., revealed LPN #1 had initlaled the MAR only

+ a4 8:00 p.m.,, indicating Ciient #3 received Colace

" 100 mg by mouth once a day from April 1, 2012,
through Apeil 10, 2012, It should be noted that
conlinued review of the clients MAR revealed

. LPN#1 had Initlaled the MAR indlcating Client #5

" had received Colace 100 mg by mouth once a

- day at 6:00 p.m., since January 2012,

Interview with LPN #1 on April 10, 2012, at
approximately 12:00 p.m., confirmed Client #3

, was raceiving Colace 100 mg by mouthoncea

1 day on the aforementioned dates. in a further |

* interview with LPN #1 It was acknowledged that )
documentation errors had besn made as a result :
of reviewing and copying what was already ; t
documented on the previous MAR month after
month, instead of verifying the MAR with the i

" current physician' orders.

FORM CMB-2507(02-88) Previous Versions Obaolats Event ID: 860Q11 Faciity [D: 05G142 If continuation sheet Page 12 of 15
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. There was no documented evidence that all :
medications were administered in compliance
with physicians’ orders. . .
W 381 483.460(m)(2)(il) DRUG LABELING wae o rfge) 1%
: The faciltty must remove from use drug  This Standard will be met as
* contafners with worn, illegibie, or missing labls, | evidenced by: '
|12 the LPN will call the
This STANDARD s not met as evidenced by: | pharmacy to replace all

Based on observation, staff interview, and record -
: raview, the facliity falled to remove from use drug
* gontalners with worn, llegible or missing labsls
for two of the five clients in the facility. [Client #2
and Cllent #5]

The findings Include:

1, On April 12, 2012, at approximately 7.30a.m.,
i lcensed practical nurse (LPN) #2 was observed
, Femoving a bottle of Docu Liquid 50 mg/5 mi from
* the medication cabinet. Further observation
revealed the aforamentioned medication bottle
had a worn pharmacy label that was tom in .
places. Durlng a face to face Interview with LPN
#2 on April 12, 2011, at approximately 7:32 a.m.,
it was acknowledged Client #2 was prescribed
. Docu Liquid 5 ml every day by mouth and that the
. alorementlonad medication pharmacy label was
worn and tom in places. Further interview
revealed the LPN would call the pharmacy to
, replace the bottle of Docu Liquid. Review of Client’
1 #2's April Medication Administration Record '
: (MAR) and physician order sheet (POS) dated
. Aprll, 2012, on April 12, 2012, at approximately
7:33 a.m, confirmed Client #2 was prescribed the !
aforememloned medication for conatipation.

medications indicated with worn
and tarn labels, The RN and
LPN, will set up a schedule to
! pcnodlcﬂl‘-y check the condition

| of the labeis on-all the
Indmduals medications,
. RN Supervisor and LPN will
ensure ongoing compliance with
. this standard during the monthly

I Grend Round and on an ongoing :
baasls. '
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W 381 Continued From page 13

2, On Aprii 12, 2012, at spproximately 8:01 a.m,,
LPN #2 was observed femoving a bottle of

* Lactulose from the Medication cabinet. Further

| Observation revealed the aforementioned

: medication bottle had a torn pharmacy label that

' Was wom and illegible in places. During a face to -
face interview with the LPN #2 onApril 12, 2011, .
at approximately 8:02 a.m., it was acknowledg
Cliant #5 was prescribed Lactulose 5 ml every

| day by mouth and the aforementioned megication

. Phammacy fabel was torn and lilegibie In places.
Further interview revealed the LPN would ¢l the
pharmacy to replace the bottia of Lactuloge,
Reviaw of Client #5's April MAR and physician
order POS dated April, 2012, on Aprl 12, 2012, at
appreximately 8:03 am. confimed Client #5 was -

* prescribed the aforementioned medication for
constipation.

- There was no abservabie eviderice the faciiity
ensured that all prescribag medications did not |

have worn and tom phammacy labels, i

W 436 | 483,470(g)(2) SPACE AND EQUIPMENT ’

- The facility must furnish, maintain in good repalr,

 and teach clients 1 use and to make informed -

 choices about the use of dentures, eyeglasses,

- hearing and other communications aids, braces,
and other davices identified by the '
interdisciplinary team as needad by the client, i

W436 SIS
: This Standard will be met 35
. evidenced by:
. The shower gurney will be
replaced. The QDDP and
. Residential Director wij] receive
. additional training on Adaptive
| Equipment repairg and -
' maintenance from the Director of (!
- Residential Services (DRS). The
QDDP and RD will follow and

: . ' implement the established
+ This STANDARD s not met as svidenced by; . adaptive equipment protoco] to
' Based on abservatlon, Interview, and record  ensure that adaptive equipmen s
review, the facility failod to ensure that maintained in good condition gt
recommended assistive devices were maintained all times,
i in good repair for three of three clients in the
"ORM GM$-2687(02-06) Priavious Versions Obanjers Event ID; 830011 Fachlly 10: oeci102 If santinuation sheat Page 14 of 15
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W 436 Continued From page 14
sarmple, (Clients #1, #2, and #3)

The findings include:

' The facility failed to ensure that the shower
-gurmey mat was maintalned in good eondltion, as
svidenced below:. -

On April 12, 2012, at 3:35 p.m., multiple cracks
wera obgerved in the mat attached to the shower |
. gumey. The cracks permitted water o enter the |
- fazm padding underneath the vinyl covering. The '
, residentia] director {(RD) and the qualified :
intellectual disabilities professional (QIDP) were
. present during the observation .

On April 12, 2012, at 3:39 p.m., interview with the
. RD and the QIDP revaaled the mat was used on
the shower gumney for bathing of the clients. .
" Further discussion with the RD and the QIDP I
confirmed that the shower gurhey mat nesded to !
be replaced due to the observed cracks.

At the time of the survey, there was no evidence |
" the facility to maintained the shower gurney mat
. 1o ensure It was free of tlom areas, to prevent the
entrance of water into the cracks when in use.

W48

FORM CMS-2567(02-99) Praviouz Versions Dbsalete Event ID:680Q 11
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1000 INITIAL COMMENTS " 1000
A licensure survey was conducted from April 10,
2012 through April 12, 2012. A sample of three
residents was selacted from a population of six '
men with varying degrees of intellectual
disabllitles.
. The findings of the survey were based on
observations in the home and at one day
pragrams, interview with one client's guardian,
staff at the home and at the one day programs,
as well as a review of client and administrative !
records, including incident reports.
: {Qualified mental retardation profassional
. {QMRP} wii} be raferred 1o as qualified intellectuat -
. disabilities professional (QIDP) within this report.}
| ..
1020 3504.1 HOUSEKEEPING ' iloso  |]1090 s [ &ff
The interior and extarior of each GHMRP shall be . ' This Statute will be met as
maintained in a safe, clean, orderly, atiractive, ' evidenced byt .
and sanltary manner and be free of ‘The shower gurney will be replaced.
accumulalions of dirt, rubbish, and objectionable |Tha QDDP andReudentx?l Director
odors. {will receive additional training oo
{ Adaptive Equipment repaits and
: | maintenance from the Director of
* This Statute is not met as evidenced by: Residential Services (DRS). The
_ Based oh observatian, interview, and record ' QDDP and RD will follow and
* review, the facility failed to ensure that the interior . - | jmplement the established adaptive
of the group home for persons with intellestual . equipment protocol to ensure that
disabilities (GHPID) was in a sanitary mannef for - * gdaptive squipmertt is maintained in
three of three-residents in the sample. (Residents [ dapoo dncon dition at all timee.
#1, #2, and #3) : ' B
The findings include:
The facility failled {o ensure that the shower .
gumey mat was maintained in good condition, as
evidenced below: '
uulg] .
Divecler o€ @8/ dentiad vy ™e Syt 12 e oare

i iy
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1080 Continued From page 1 1090
On Aprii 12, 2012, at 3:35 p.m., muitiple ¢racks
were observed in the mal attached 1o the shower
gurney, The cracks parrnitted water to enter the
foam padding undermeath the vinyl covering. The
residential director (RD) and the qualified
intelectual disabiiities professional (QIDP) were
present during the observation . :
On April 12, 2012, at 3:39 p.m., interview with the *
RD and the QIDP revealed the mat was usad on
the shower gumey for bathing of the residents.
Further discussion with the RD and the Qipp
i confirmed that the shower gurney mat needed to ,
be raplaced due to the observed cracks. '
At the time of the survey, there wes no evidence :
the facillty to maintained the shower gurney mat
10 ensure & was free of tom areas, to pravent the -
enbrance of water into the cracks when in use, 1180 SYETIEN
1180 3508.1 ADMINISTRATIVE SUPPORT 1180 " This Statote will be met as
) | evidenced by:
Each GHMRP shaff provide adequate ; .o
administrative support to efficiently meet the . 1. QDDP wilt coordinate with PT to
needs of the residentis as required by their  revise Client #2 PT goal, The PT: goal
Habilitation plans. ‘ will address the need for the staff to
- - measure how far Client#2 walked. Staff
This Statute |s nat met as evidenced by: will be retrained on any fevisions to o
Based on observation, interview and record . goal,
+ verification, the group home for persons with '
intellectual disabiiiies (GHPID) failed to provide | 2. A new evaluation should be,
adequate administrative support o efficiently ' ' scheduled to determine the
meet the needs of the residents in accordance ' appropriateness of th \ifier gi
. _ . Topriateness of the amplifier given
with the habilitation plans, for one of three that Client #2 at times refuses to use it,
residents in the sample. (Reslident #2) _ After the evaluation, the QDDP will
' . - ensure that the communication goal is
The findings Include: | implemented a5 written
1. The QIDP failed fo ensure a system developed :
Health Regujation & ﬁman’m Admimistration
STATE FORM “ 580Q11 * ieantinuation sheet 2 of 17
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1180 Continued From paga 2 1180
* to monitor Resident #2's progress toward his . -

ambulation goal, as svidenced below:

On Aprii 10, 2012, at 12:28 p.m., Resident #2 was
observed seated In g regular chair at a table Ina

 freatment room with his peers. Interview with the
day program Instructor on the samea day at
approximately 12:35 p.m., revealed that Resident
#2 was ancouraged to sit in reqularchalrs, and |
sometimes the recliner at his day program. The
day program Instructor also indicated that the
resident was encouraged io walk short distances,
to usa his wheelchair for distance travel, and to

- Use his wheelchalr for safety, if he refused o
walk, The instructor stated the resident walked
more in the past However, after retuming to day |
treatrment from an extended medical abaencs (fali!
of 2011}, the resklent did not want to walk much, |

On April 10, 2012, at 4:17 p.m., direct support '
staff #1 asked Rasident #2, "Let's go for @ walk?" .
The resident respondad by saying, "Nope, nope, *
nope" rapaatedly, then refused to stand upwith -
assistance of staff using his gait belt, Staff
Indicated that it was sometimes very difficult to
get the resident to walk and that his ambulation ;
skills had deciined after his Hiness during the fall )
of 2011, Further discussion with the staff revealed '
' the resident had a goal to walk several days a
" week, however, more recantly he had often
refused to walk on the days the training was .
" scheduled to be documented. (nterview with the |
residential director (RD) on April 12,2012, at 4:36 .
p.m. indicated that the resident was encouraged -
to walk daily. Further discussion with tha RD
indicated that the resident sametimes walked
shont distances in the facillty, however, no record
' was maintained when he walked on a day of the
waek that did not require documentation of the
ambulztion._ :

Health Regulation & Licensing Adminiatration

STATE FORM L] £80Q11 _ It coniinustion sheat 3of 17
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1180 Continued From page 3 t

, Record review on April 11, 2012, at 3:12 p.m.,

" revealed Resident #2 hag a physical therapy goal
for August 13, 2011 through August 12,2012, 1o

- increase his ambuiation endurance skilis,
According to the objective, "Given stand by i
assistance, resident will ambuiate 100 foat* three !
days per week..." Reviaw of the skill acquisition ;
form revealed staff were to document the !

- ambulation objective on three days a week, The
data revealed that the resident had refused to

- walk In March and April 2012 on the scheduled
three days. '

Al the time of the survey, however, thers was no |
evidence a system was In place to monitor W, and ,
how far Resldont #2 walked on days not '
scheduled for documentation, to determine the i
extent of hig overall progress toward the '

- Objective,

2. The QIDP failed ko ensure a system was
developed to monitor Resldent #2's progress

- foward his functional communication goal, as
evidencad balow;

On April 10, 2012, at 12:28 p.m., Resident #2 was ;
abserved foaking in tha direction of his instructor i
in his class reom as she verbally prompted him to |
 participate in classroom activities. The resident
failed to respond to the Instructor instructions
. after several verbal prompts.

- On April 12, 2012, at 12:42 p-m., interview with
the RD revealed that Resident #2 had a
recommendation to wear a hearing device to _
enhance his communication. Further discussion

. with the RD during this time revealed the hearing

+ device was working properly, however, for some

i reason the resident now refused to wear. The |

180

Heaith Regukalien & Licanzing Administration
STATE FORM i

880Q11

I cominuation shoer 4 of 17




@021/033

06/20/2012 17:13 FAX 3012708012 Ikl

PRINTED: 04/30/2012

FORM APPROVED
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA X3) 0A
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: (2) MULTIPLE CONSTRUCTION 0 aTE SURvEY
A, BUILDING
HFD03-0050 B WING 0471212012
NAME OF PROVIDER OR SUFPLIER : STREET ADURESS, CITY, STATE, ZIF CODE
INDIVIDUAL DEVELOPMENT, INC. ,ﬂé,_,‘,;’é%:ﬁﬁc" A
) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREC
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX, (EACH CORRECTIVE ACT%ON SRHOEIL%NBE GOISle?.’ETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRGPRIATE DATE
DEFICIENCY)
1180 Continued From page 4 - 1180
RD then brought the listen device to the survaynr
and demonstrated how to aperats it '

Record review on April 12, 2012 at 12:55 p.m.,
revealed Resident #2's last audiotogy ;
consultation, dated April 20, 2010, reuommandad
that he wear an assistive listening device
(amplifiers) when in the home. Continued record
review revealed the resident had a goal to
Increase his functonal communication skifls.
According to the objective, "Given verbal
. prompts, the residant will maintain his listening
| device apprapriately for periods up to 25 minutes
as measured by active treatment documentation. :
On April 12, 2012, at 1.17 p.m., review of the i
functional oommunic.ah'on sidil acquisiﬁon.form :
- revealed staff were to Implement the program
daily and to decument the resident's performance -
one time a weel. OnApril 12, 2012, at 1:22 p.m., .
data collection rovealsd that tha resident
participated with physical assistance in Novenber .
2011, and refused the listening device In
Decamber 2011 and January 2012, There was no -
- evidence, howaver, that the QIDP moniored the
! resident’s perforrnanoe in the ohiective during
. January 2012. At the fime of the survey, the
resident continued to refuse o wear the davice.

Further interview with the RD on April 12, 2012, at !
4;36 p.m., Indicated that Resldent #2 had

" occasionally accepted his listening davice on
days other than the days of scheduled
dosumeantation. The RD revealed, however, that
the resident’s acceptance of the listening device
on days other than those schadulad was hot

. documented.

At the lime of the survey, however, there was no
evidence a system was developed fo monitor the |
. frequency that Resldent #2 used his listening

Heaith Reguiation & Licansing Adminlstration )
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" This Statute is not met as evidenced by:

Continued From page 5
device,

3509.8 PERSONNEL POLICIES

Each employee, prior to employment and

annually thereafter, shall provide a physician ' s
cerlification that a health Inventory has been i
perforrned and that the employee * & health status
would allow him or her to perform the required
duties.

Based on Interview and record review, the group
home for persons with intallectual disablitles
(GHPID) falled to ensure an annual heaith
certificate ware availabia for two of twelve

- consultants. (Consuliants #1 and #2)

The findings include:

" During the entrance conference on April 10, 2012.§

at 9:10 a.m.,, the qualified intellectual disablitles
professional (QIDP) was requested to obtain and |
provide the current health certificates for the staff |

" and consultants for review. Interview with the '
" QIDP an April 10, 2012, at 9: 22 a.m., revealed

. that the heaith certificates would be available for _
. raview on Aprll 11, 2012,

On April 12, 2012, at 5:15 p.m., the review of the

provided records revealed that no health :
certificates were available for Consultants #1 and |
#2, ;

! Interview with the residential director on April 12,

2012, at 5:19 p.m., confirmed that the

1180

" 1208

1206 M| %f (2.
This Statute will be met asg
evidenced by;
| The health certificate has been
obtamed for Consultants #1 and #2, In
the future, IDI will continue to track
expiration of consultants health
. certificates, -

aforementioned health certificates were not
ation & Licanskig Administration i
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* (GHPID) falied to ensura that each program
" agenda and recory of staff participation was

maintained In the facllity and avallable for review !
by the Department of Health (DOH).‘E ;

' The findings include: ! o

" During the entrance conference on April 10, 2012,

at 9:10 a.m., the qualified intelleciual disabllities
professional (QIDP) was requested to provide
staff tralining records for review. Interview with

+ the QIDP on April 10, 2012, at 8: 22 a.m.,

! ravealed that the tralning records would be

_ avaliable for review an April 11, 2012,

On April 12, 2012, at 3:19 p.m., reoon"d review '

revealed incomplete training records as !
. evidenced balow; | _
"a. One of six sign in forms, entitled PT (physical |
therapy) revealed it lacked the date and time of
the training. The form also did not include an
agenda, i

¢ b, Two of six sign in forms, entited FT (physical -
 therapy) did not include agendas. :

c. One of six sign in forms tacked thai titleof the
. sesslop and agenda, ' ' :
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1208 Continued From page 8 : 1206
 provided for review. ! '
| . i . 1]
1223 3510.4 STAFF TRAINING ' . 1223 '
; ] 223 5[33"’“
" Each training program agenda and|record of staff - ' This Statute will be met as
participation shall be maintained in the GHMRP i evidenced by:
and available for review ulatary agencies. ,
By reg abTy IDI QDDP's will be retrained on the
This Statute is not met as evidenced by: preparation of saff training recards.
' Based on Interview and record review, the group IDI's Training Director will
home for persons with infellectual disabilites ! periodically audit staff training files,
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|
d. One of 5ix sign in forms lacked a title of
session, date, time , location, or agenda. The
form was noted to contain only signatures of the
: staff and the facilitator. '
&, One of six sign In forms lacked the title of the
session or an agenda. |

Further intarview with the QIDP on .hpril 12, 20142,
; 81 5:30 p.m., confirmed that the afqremenﬁoned
' Iraining records wera incomplets, and iacked
agendas of the information provided duringthe |
sesslons, !

1401: 3520.3 PROFESSION SERVICES: GENERAIL

1401
i PROVISIONS '

Professional services shall Include both diagnosis
and evaluation, including Identification of
, davelopmental levels and needs, treatment
; Services, and services designed to prevent
- deterioration or Rurther loss of function by the :
resident | :
]
- This Siatute is not met as evidenced by:
. Based on observation, staff interviews and record .
 feview, the group home for persans with [
" ntellectual disabllities {GHPID) provpad
professional services In accordance with the
needs of one of three residents in the sample.
~ (Resident #2) |

The finding includes: _ I

i i

The facility’s nursing services failed tl!::_ ensure that,

+ Resident #2's protocol was implemented to !
- prevant and manage bilateral lower ePttramity

edema, as evidenced balow; '

I L]
| 1401 : Sj2oji
This Statute will be met as

evidenced by:

! The IDI's NP will train thg; RN"tLg
3 s o a0 symipto
i DSP’s on the sign and

" m;dédemm The QDDP will o;der exmra
| s of TED stockings for client #2.
! p'l‘hu QDDP will determine a loca'ao;;

' for the stockings so they can be easily

' located by staff.

!
[
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observed seated in his wheelchair with his feet
restirig on tha floor. He remalined in his
. wheeichalr untll he was assisted to board the van
to travel to his day program at 8:37 a.m. On the
' same day, from 12:25 p.m. to 1:10 p.m., the
resident was observed at his day prograrm sitting -
in a regular chalr with his feet resting on the floor,
After arriving home from the day program, at 4:10
p.m., the resident was again observed seated in
his whealchair with his fest resting an the floor.
At 4:17 p.m., the resident refused to stand or ;
walk when staff verbally and physically prompted ;
him to do so. Further cbservation of the resident | . i
during the evening revealed the resident sltting in - )
his wheelchalr In the living room at 4:53 p-m., and
" then in the dining room at 5:09 p.m. Duringthe |
aforementioned times, the resident was not !
observed to have his fest elevated,

On Aprit 11, 2012, at 4:22 p.m., the surveyor

- observed that Resident #2 was wearing short )
. 8ocks that left an indentation around his lags. The!
resident's feet and ankles were observed (o be '
swollen, LPN #2 assessed the resident's iower !
extremities, confirmed the swelling, ang d
requested that they be elevated. During this time, '
healed scars were also observed on the .
resident's feet and and ankles.

On April 10, 2012, at 7:52 &.m., Resident #2 was |
|

Interview with the residential (RD) on Aprit 11, -
2012, at4:23 p.m., revealed that staff were fo :
elevate the resident’s feet to prevent swelling of

his lower extremities. _ _ .

During the assessment of Resident #2's feet on i
April 11, 2012, at 4:27 p.m., LPN #2 revealad that |
" the resident had a history of lower axtremity ;
adema. He further Indicated that the scars on the
resident's feet were the result of open areas that !

Haalth Reguiation & Licensing Adminlstation
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doveloped from the fiuld filled bllsters. LPN #2 : '
indicated that If the resident's lower extremities
were awallan, swelling would bagin to subside
when the resident's feet are slevated.

Further cbservation of Resident #2 on April 12,
2012, at 8:48 a,m., revealed he was seated In his

_ wheelchair waiting to go to his day program.

- Minimal ewelling of his lower extremities was .

. abserved during thls ime. When he returned i

' from his day program at approximately 3:30 p.m., |
howaver, his lower extremities appeared more
swollan than an April 11, 2012. At 3:47 p.m.,
registered nurse (RN) #1 and LPN #1 were

- Informed of the swelling. Upon assasament of the !

; resident, the RN determined that the rasident had

' 2+ edema of his legs and feet. The RN revealed
that the resiklent was prescribed to wear TED
stockings-as needed, if or when he had lower
extremity edema. The RN and LPN #1 then put
on the resident's compression stockings, .
Continuad discussion with the RN revealed that if

. staff observed thal Resident #2's lower

i extremities were swallen, they were to report the ;
awelling to the nursa for assessment and '

appropriate intervention, If the nuree's .

assessment determined that the resldent had '

lower extremity edema, the as needed (pm) order |

for TED stockings was to be Implemented. .

Interview with LPN #1 on April 12, 2012 at 3:47
- p.m., indicated that Resident #2's TED stockings
- were. in his bedroom and she proceeded o
search for them, When she wae unable to locate |
them, she asked the staff, but they was unabie to |
locate thern. LPN #1 then laft a telephone \
- message for LPN #2 regarding the TED !
- stockings.  Upon his amival to the facility at 4:00
p-m., LPN #2 located the resident's TED
" stockings in the resident's clossl, The nurse was :

Henith Reguiation & Licensing Admmistralion
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, Bpproximately 8:58 a.m., revealed an order to
discontinue Dacusate (Colace) Liquid 30 mi

day. Review of Resident #3's August 2011,
Medication Administration Record (MAR) on April
10, 2012, at approximataly 10:00 a.m., revealed
Colaca Liguid 30 ml every day was not .
discantinued until August 25, 2011 (2 days latar). .

 Interview with LPN #1 on April 10, 2012, at
approximately 12:00 p.m., confimned Resident
#3's Colace Liguid 30 mi evary day was not ‘
discontinued on the August MAR unti August 25,

]

L W R AT, ool
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) "‘%%"‘ m‘gscshﬁemggnm%?vﬁ%gnﬁm °°%‘f#em
. DEFICIENCY)
1401 Continued From page 10 { 1401
\
- queried conceming any additional TED slockings, !
however, he Indicated that no TED stockings
. were available for the resident to be applied, it  :
needed at his day program. :
t 473 3522 4 MEDICATIONS ' 473
' 1473 —
' The Resjdenne Directc_:r shall report any This Statute will be met as S , I5|
irregularities In the resident ' s drug regimens to " evidenced by:
the prescribing physician. . '
L s involved will :
| This Statute ts not met as evidenced by: | 12254 The LPs thvovod w
* Based on cbgervalio, interview and record . | ly documenting medieation
verification, the Group Home for Persons with | : 1:‘;?“ ‘on. LPN's for that borme
Intsllectual Disabilities (GHPID) faited to report | L e e oo
Irregularlties to the Primary Care Physiclan (PCP}-. [ .e.mm,:i and D entation
for one of three residents included in the sample, Administration and Docum do,
. (Resident #3 ) , The RN and NP will condut_:t‘ran m
. h checks of MAR's and Physician o
The findings include: i Orders for accuracy. All IDI’s nursing
v gtaff is expectad to report any '
1. During the moming medication administration } irregularities in the Individual’s
. on April 10, 2012, at approximataly 7:42 a.m., medication regimen to the PCP.
| Resident #3 was observed to receive Docusate |
- Sodium {Calace) Softgeis 100 mg capsuls by g
mouth from licensed practical nurse #2 (LPN #2). :
Review of Resident #3's physician's orders dated 1
August 23, 2011, on Aprit 10, 2012, at . :

HosWh Regulation & Licahaing AGIinEiration -
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1473 Continued From page 11

2011. Further interview with LPN #2 revealed that |
the medication was not discontinued uniil August

- 25, 2011, because he believed the pharmacy was
unable to deilver the Colace 100 mg capsuie unfil -
that day. |

2. Review of Resident #3's August 2011  MARs
on April 10, 2012, at approxirnately 10:00 a.m.,
reveaied an arder to start Colace 100 mg capsule
* by mouth twice a day for constipation on August'
23, 2011, Further review revealed Colace 100 my :
capsule was not administrated unti August 25,
- 2011, at €:00 p.m, Interview with LPN #1 on April |
10, 2012, at approximately 12:10 p,m., confirmed
. Resident #3's Colace 100 mg capsule was not
administered until August 25, 2011, at 6:00 p-m.

3. Review of Resident #3's September 2011
MARs on April 10, 2012, at approximataly 12:15
p.m., revealed LPN #2 had initialed the MAR at
6:00 p.m,, indicating Resident #3 recgived Colace
+ Liquid 30 mi by meuth onca 3 dayat800 p.m.,
. from September 2011 through Decambar 2011.
Further review of the September 2011 MAR
revealed Colace 100 mg capsule twice a day was |
. hot transcribed on the September 2011 MAR. !
Interview with LPN #1 on April 10, 2012, at i
approximately 12:20 p.m., confirmed Resident #3
received Colace Liquid 30 ml by mouth oncea
day at 6:00 p.m,, from Septernber 2011 through
December 2011 and that Colace 100 mg capsule
twice a day was not transcribed on the
September 2011 MAR, _

4. Review of Residant #3's October 2011 MAR on!
P April 10, 2012, at approximately 12:20 p.m,, :
* revealed LPN #2 had inltialed the MAR at 6:00
p.m., indicating Resident #3 recelved Colace
Liquid 30 ml by mouth, The nurse additionally
initialed the MAR at B:00 a.m. and 8:00 pm.,

| 473
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1 473: Continued From page 12

indicating Resident #3 atsa received Colage 100
mg Capsule from October 2014 through
December 2011,

During an interview with LPN #1 on April 10,

. 2012, at approximately 12:25 p.m,, it was

. confirmed that Colace Liquid 30 mi by mouth
once a day at 6:00 p.m., was Initaled as

. administered from October 2014 through

! Decernber 2011 along with Colace 100 mg
capsule twice a day. Interview with LPN#1 on
April 10, 2012, at approximately 12:40 p.m.,
howsver revealed she denies actually
administering Colace Liquid 30 mi by mouth on
the aforementioned dates, During an interview

. with LPM #1 and LPN #2 on April 10, 2012, at -
approximstely 1:15 p.rn., it was acknowledged

" that documentation eors had been made asa
resull of raviewing and copying what wag already

. documented an the pravious MAR month after

- month, instead of verifying the MAR with the

| current physician’ ordars. Further interview with

" LPN #1 and LPN #2 raveaied the Primary Care
Physician (PCP) was not made aware of the drug

- iregularitlas,

There was no documented evidenue' the
irregularities were reported were raported to the
PCP.

1 474 3522,5 MEDICATIONS

 Each GHMRP shall maintain an individug|
f | medication administration record far each
' resident.

This Statute is not met as evidenced by:

Based on interview and record review the Group
Home for Person's with intellechyal Disabilities’
(GHPID) nursing staff failed to maintain the

1479

1474

i

| 1474
| This Statute will be met as

i evidenced by:

i, 1,2 The LPN's involved will receive

. corrective action for not properly
documenting medication
administration. LPN"s for that homne
will be rained on Medication .
Administration and Documengation.

1 The.RN and NP will conduct random

i checks of MAR's and Physician

" Orders for accuracy.

S]]+
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of one resident in the sample. (Resident #3)

The findings include;

The facility's nursing services failed fo ensure
Resident #3's prescribed medications had been
documented accurately on the Medication
Administration Records (MARs) according to the
physictans' orders as evidenced below:

1. During morning medication administration on
April 10, 2012, at approximataly 7:40 a.tn.,
Resident #3 was observed to receive Fluoxetine
HCL (Prozac) 40 mg capsule by mouth from
licensed practical nurse #2 (LPN #2). Further
obsarvation confirmed the pharmacy had only
- dispensed a 30 day supply of Prozac 40 mg

. capsules to the facility which provided evidence

: thrse medication had been administrated as

. orderad,

Review of Resident #3's physlclan's orders dated
March 22, 2012, on April 10, 2012, at
approximately 9:00 a.m._, verifled Resldent #3

- was prescribed Prozac 40 mg capsule by mouth
every day for depression. Review of Resident
#3's April 2012, MAR on April 10, 2012, at
approximately 9:20 a.m., revealad LPN #2 had
initizled the MAR at 8:00 am, and 6:00 p.m.,
indicating Resident #3 received Prozac 40 mg by
mouth twice a day from April 1, 2012, through
Aprll 9, 2012, it should be noted that continued

« review of the client's MAR revealed LPN #2 had

tinitialed the MAR indicating Resident #3 had

- received Prazac 40 mg by mouth twica a day
sthce January 2012

- intarview with LPN #1 on April 10, 2012, at

Medication Administration Record (MAR) for one :

; 1474
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approximately 11:30 a.m., confirmed Resident #3 |
was only raceiving Prozac 40 mg by mouth once |
a day on the aforementioned dates. Further {
Intarview with LPN #1 acknawledge that I
documentation errors had been made as a resuit :
of raviewing and copying what was already
documented on the previous MARs month after
month, Instead of verifying the MAR with the
current physician' orders.

: on April 10, 2012, at approximately 7:42 a.m.,

Resident #3 was observed to receive Docusate

" Sodium (Golace) Softgels 100 mg capsule by

i mouth from LPN #2. Further abservation revealed;

: the pharmacy had dispensed two bubble

* containing a 30 day supply of Colace 100 mg
capsules each to the facility for administration

+ morning and avening which provided avidence
the medication had been administrated as
ordered.

L
!
2. During the moming medication administration |
i

. Review of Resident #3's physiclan's orders dated ,
April, 2012, on April 10, 2012, at approximately !
2:50 a.m,, verified Resident #3 was preecribed ¢
Calace 100 mg capsule by mouth twice a day for i
conglipation. Review of Resident #3's April 2012, |
MAR on April 10, 2012, at approximately 9:55 i
a.m., revealed LPN #2 had initialad the MAR only

" at 6:00 p.m., indicating Residant £3 recaived )

, Colace 100 mg by mouth onca a day from April 1,

. 2012, through April 10, 2012, It should be noted

: that continued raview of the client's MARs

; revealed LPN #2 had initialed the MAR indicating

| Resident #3 had recelved Celace 100 my by i

- mouth once a day at 6:00 p.m., since January ;

12012,

| Interview with LPN #1 an April 10, 2012, st .
' approximately 12:00 p.m., confirmed Resident #3 |

1 1474
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or has reached the expiration date, or has a !
worn, illeglble, or missing label.

- This Statute js not met ag evidenced by:
Based on observation and interview, the group
home for persons with intellectual disabilities’ |
: (GHPID) nursing staff failed to remave from it's
| usa, medications that had worn or missing label
" for two of five residents residing in the facility.
(Residents #2 and #5) :

: The findings include: ;

1. On April 10, 2012, at approximately 7:30 a.m.,
the licensed practical nurse (LPN) was observed -
removing a bottle of Docy Liquid 50 mg/5 ml from
the medication cabinet. Further observation
revealed the aforementioned medication bottle
had a worn pharmacy label that was tom In :
| placas. During a face to face intervisw with the |
I LPN #2 on April 10, 2011, at approximately 7:32
am, it was acknowledged Resident #2 was :
prescribed Docu Liquid 5 ml every day by mouth |
{ and that the sforementioned medication
pharmacy fabel was wom and tom in places. .
Further inlerview revealad the LPN would cslj the
pharmacy to replace the bottle of Docu Liquid,

FORM APPROVED
STATEMENT OF DEFICIENCIES PROWI DATE SURVEY
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A BUILDING
B. WING
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TAG REGULATORY OR LSC IDENTIFYING INFORRATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; ' - DEFICIENCY)
1474 Continued From page 15 1474
was feceiving Colace 100 mg by mouth once a
* day on the aforementioned dates. In a further
interview with LPN #1 it was acknowledged that
documantation errors had been made as a rosult
of reviewing and copying what was already
documentad on the previous MAR month after
month, instead of verifying the MAR with the
_ Current physician' orders. '
1484’ 3522.11 MEDICATIONS 1 484 ! C
_ ] . 1484 ] Dl ( 0 I (=
» Each GHMRP shall promptly destroy prescribed | This Stature will be met as
. medication that is discontinued by the physician | evidenced by:

i 1,2, the LPN will call the pharmaey to
replace all medications indicated with

' wom and tor labels. The RN and

. LPN, will set up a schedule to

periodically check the condition of the . .

Hearth Reguistion & Licensing Adminisiraten

STATE FORM L

"Iabels on all the Individuals
, ‘medications.
| RN Supervisor and LPN will ensure
i ongoing compliance with this standard
 during the monthly Grand Round and
| . '
, Ot an ongoing basis. \
580011 If continustion sheet 18 of 17
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. canfirmed Resident #5 was prescribed the
: aforementionad medication for constipation.

have wom and torn pharmacy labels.

. Review of Resident #2's April Medication

Administration Record (MAR) and physician order
sheet (POS) dated Apnil, 2012, on April 10, 2012,
at approximately 7:33 a.m. confirmad Resident
#2 was prescribed the aforamentioned

. medication for constipation.

2. On April 10, 2012, at epproximately 8:01 a.m.,
LPN #1 was observed removing a bottle of

! Lactulose from the medication cabinet. Further

observation revealed the aforementioned
medication bottle had a torn pharmacy label that
was worn and ilegible in placas. During a facato !
face interviow with LPN #1 on Aprll 10, 2011, at

" approximately 8:02 a.m., it was acknowledged

Resident #5 was prescribed Lactulose & mi svery -
day by mouth and the aforementioned medication
pharmacy label was torn and illegibia In places.
Further interview revealed LPN #1 wouki call the !
pharmacy t replace the bottle of Lactulose. !

- Review of Resldent #5's April MAR and
" physiciens' orders (POS) dated April 2012, on

April 10, 2012, at approximately 8,03 a.m.

There was no observable evidence the facllity
ensured that all prescribad medications did not -~
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