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1000 INITIAL COMMENTS 1000
A licensure survey was condu cted on May 24, *
2010. A random sample of tw 3 reside nts was '
selected from a resident popilation f four males
with various degrees of disabilities. The findings
of this survey were based on -bservaiions at the
group home, interviews with r:sident:. and |
residentiai staff as welt as the raview >f clinical = «V)\\O
and administrative records, in:luding ncident U.SL \L
. reports.
: GOVERNMENT OF THE DISTRICT OF COLUMBIA
, DEPARTMENT OF HEALTH
090" 3504.1 HOUSEKEEPING ; 10%0 HEALTH REGULATION ADINSTRATION
The interior and exterior of eash GHMRP shall be | 82 mmgamé%fﬁ'é%:,’g FLOO
maintained in a safe, clean, o derly, ¢ltractive, ! '

and sanitary manner and be [ ee of 1
accumuiations of dirt, rubbish and ot jectionable
“odors.

This Statute is not met as evidenced by:

Based on observation and it rview, he Group
Home for the Mentally Retard :d Persons

(GHMRP) failed to ensure the interiol and .
exterior of the GHMRP were inaintairedin a g
safe, orderly, and attractive rmanner fr four of the .
four residents in the facility. ( Residerts #1, #2,

#3, and #4)
The findings include: :
During the inspection of the ¢ Wi nt on M | 10%,1
uring the inspection e & wironmr ent on May . The hole has been sealed off
24, 2010, beginning at 4:06 p m., the following - . '
concerns were identified: and the door kaob t!g!lt.ened. |
The Maintenance Division of
Interior: Wholistic Services Inc., will
. conduct monthly audits to
. 1. Resident #1's bedroomdcor had itholein it ensure that such issues are
and the door knob's screws w ere locie causing ved immediat 06/23/10
the knob not be secured. resolved immedia ely.
Health Regulation Administrati :
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1090 Continued From page 1 { 1030 1 .090,2 "'T'“__‘
.| Resident #2’s and #4’s |
2. Residents #2 and #4's bed oom w.2s observed | {| bedroom has been
to be cluttered and not attractive. Resident#4 't reorganized. One of Resident
had three dressers, two of wh ¢h wert - stacked on ' | #4°s dressers has been
top of each other. Resident #?2 had o e dresser !
and the top dresser drawer dili not have any B removed from the room to
handles. Additionally, the rug on the hedroom | provide space.
filoor was stained and soiled. :
5 Resident £3's bed comfort e Resident #2’s dresser has been
. Resident #3's comfort:r was ¢ oiled. W
\nterview with the staff on Mz 24, 2010 at 4:30 ;epl;lced- T';; 'l“" ]g."essef has |
i p m. revealed that the stains | robably was from | handles on afl leve :
the cream that was used on te resid :af's body. : :
| 1t should be noted that there v 'ere ners : | The floor carpet has been
| comforters, still in plastic bag: in the SHMRP's '| steam-cleaned. 061010
! finen closet. The resident's v 3l was sbserved | ! ;
! with black marks near his bec and thi oughout ..
" bedroom wall. According to tiie staff, the marks Once monthly, Whelistic’s
throughout the bedroom was jue to s laff running Maintenance Division will
into the wall with Resident #3's wheel shair. 3 conduct environmental audits
o to ensure compliance wi
4. A recliner chair located in the GHIMRP's living ! resulations P with
room was broken. Interview vith the s3taff on May . __gul ket
24, 2010 at 4:38 p.m. reveale 1 the cr air belonged ‘| I 090, 3
to one of the deceased residents. Tt e living :
;aanm' Iel “;hagi:vas noted to be sc 3iched behind the | Resident #3°s comforter has
' * 'l been replaced. The House
The aforementioned observaiions were {| Manager or the shift nurse will .
acknowledged by the House |fanage -, who : on a daily basis check resident :
accompanied the surveyor d.ring the inspection #3's comforter to ensure that it
- of the enviropment. . . . :
; ; is replaced immediately
108 3504.16 HOUSEKEEPING 1100 || Wheneveritis soiled.
' Each GHMRP shall fabel incc nspicut usly each Resident #3’s bedroom will be
item of clothing as belonging o a pat jcular | painted to eliminate the marks.
resident as indicated in his or her Ind vidual i _ 0623/10
Habilitation Pian (HF) Staff will be trained on how to
jealth Regulation Administration safely wheel the wheelchair so
STATE FORM L Rr| as to avoid running into walls  finustion sheet 20712
and causing marks.
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1 109 Continued From page 2 . £ 1109 I 090, 4
1, || The recliner chair has been
This Statute is not met as ev denced by: removed. The wall behind the |
Based on the environmental i 1specti¢ n, the group : | recliner chair will be painted. l 0672310
home for mentally retarded po:rsons { SHMRP) | ! i :
failed to label inconspicuously each it 2m of ; I 109 :
clothing as belonging to a pas icular rsident for Resident #2’s clothes have .
two of the two residents in the samph .. {Resident: . . ;
#2 and #4) ; been labeled inconspicuously. i
The findings include: . Resident #2’s clothes bave
_ been labeled inconspicuously.
During the inspection of the e wironirent on May
24, 2010, beginning at 4:06 p.m., Re: ident #2 ;
and #4's bedroom was inspec fed. Ol servation of | | The House Manager (HM) on
the bedroom revealed Reside nt #2 a1.d #4 shared | a weekly basis will check
acloset. Continued observat on of th e resident's ! resident #2 and #4’s closet to
closet revealed the surveyor \ ras unale to ! | ensure that their clothes are
identify Resident #2's clothin; from Rasident #4's | | proper noed
clothing. 1 | properly arranged. 06710710

At the time of the survey, the SHMRF failed to
ensure Resident #2 and #4's slothing had been
labeled inconspicuously.

1229 3510.5{f) STAFF TRAINING 1229

* Each training program shall if ciude, | ut not be
- limited to, the following:

* (f) Specialty areas related to {1ve GHR'RF and the .
" residents to be served including, but : 1ot limited

: to, behavior management, se wWality, . iutrition,

: recreation, total communications, anc assisbve

' technologies;

This Statute is not met as eviienced by:
Based on observation, interview and ecord .
review, the group homes Tor fersons with mental |
retardation {GHMRP) failed t- ensure that ;
nutritional training had been effective for staff | i
iealth Regulation Admintstration i
TATE FORM Ll RUNK11 if continuation sheet 3 of 13
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1229 Continued From page 3 1228 | ' !

(Staff #1) who prepared a sr ack for one of two ;
residents included in the sarple. {F.esident#2) i :

' The finding includes:

" Observation of the shack or May 2<, 2010 ; l
beginning at approximately -5:05 p.n.. revealed | ]
one of the direct care staff cffered & choice
between an apple or a banana to Risident #2.

; The resident was observed © choo: € a granny |

smith apple. The direct car : staff was observed |

to serve the resident a slice 1 appte. Continued I 229

- observation during the snac < time nwealed the Al Direct Support Staff (DSS)
resident sitting upright in a vtheelchiir with both have been re-trained on diet
feei elevated. At 5:15 p.m., the resiient was . .
observed to independently |ick up ¢ n apple slice i typet::;‘d texture, and portion
with his right hand whike hel Jing the bowl on his con
lap with his left hand. Resitent #21/2s observed

, to eat the apple slices without any iifficulty. i Once weekly during the next

, 90 days 2010 -
Review of Resident #2's me dical re sord on May Sept y lfJulzg‘()mth H

- 24,2010 beginning at appr¢ ximatel  8:54 a.m. ptember . ), the House i
revealed a physician's orde "dated 'une 19, 2009 Manager will observe staff

- According to the physician's order, ' he resident during meal preparation and
was prescribed a 1800 calo e, iow sholesterol, | service to ensure that all diets

no added salf, high fiber, ntn concenirated :
' P ) : and textures are adhered to as
sweets, chopped, mechanic ally sofl diet,
ppe by . specified. i 06/23/10

The inservice records were reviewed on May 24, |

2010 at approximately 3:30 p.m., revealed a
nutritional inservice training dated P ovember 3, .
2009. Review of the agenca revea 2d thatthe |

i direct care staff had been 1:ained o\ “different
diets -modified vs. restricter|. Furtt 2r review of
the agenda revealed mech: nical s¢ &, chopped |
diets were included in the training. '

At the time of the survey, trs GHMIRP failed fo |
ensure Staff #1 received tre ining that was |
effective in the area of Nuir tion as equired by '

Health Reguiation Administration
STATE FORM 5838 RUNK11 It centinuation sheet 4.of 13
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1229 Continued From page 4 . 1229 ' i
this section. |

1201 3514.2 RESIDENT RECORJS 1281 i

Each record shall be kept ¢rrrent, dated, and
signed by each individual who make s an enfry.

- This Statute is not met as ¢ vidence d by: |
Based on interview and recard revie w, the Group |
' Homes ‘or Mentally Retarde d Perscns (GHMRP) - .
failed to ensure that all perzons ma«ing entries . | i
. into the clients' records wen: dated 3nd signed. -
! for one of the two residents {(Reside nts #2) : '
inciuded in the sample. i

. The finding includes:

Review of Resident #2's me dical re sord on May ‘ | 129

24, 2010, beginning 11:55 ¢.m., re\ salted "Annual : It was an oversight by the i
. Nursing Assessment dated August 7, 2008 and a | | Registered Nurse (RN). !
' Quarterly Nursing Assessr~ ent date d November
6, 2008. Continued review f the assessments .
revealed that the GHMRP's nurse t ad not signed :
i the documents. )

To correct such oversight, the
Qualified Mental Retardation

i Professional (QMRP) will, on a

e ke R [ L L
ern , .

' 2§1g 05, at approximately 6:()53 p.m. it was g ' assessments completed by the
acknowiedged that the afor 2mentic ned ' RN to ensure that they are
assessments had not been signed. | signed and dated. 06/23/10

At the time of the survey, tt ere wa:. no
documented evidence of t- 2 signal ure of the
Registered Nurse (RN) tha conducted the

. "Annual and Quarterly Nureing Assasstnents for
Resident #2. |

1379 3519.10 EMERGENCIES © 1379

Health Regulation Administration
STATE FORM 5659 RUNK11 If continuation sheet 50f 3




06/22/2010 10:24 TEL

ran 90T/ 0004,

Health Reguiation Administration FORM APPROVED
STATEMENT OF DEFICIENCIES X1} PROV! JER/SUPI LER/CLIA DATE SURVEY
AND PLAN OF CORRECTION {DENTI FICATION NUMBER: ﬁ:f;:;w CONSTRUCTION O oMpLTeD

| HFZ12-007 o 05/24/2010
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P CODE '
WHOLISTIC HOME & COMMUNITY BASEDSE | WASHINGTON. Do 20012
{X4) 1D SUMMARY STATEMENT OF JEFICIEN CIES 1o PROVIDER'S PLAN OF CORRECTION L)
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1372 Continued From page 5 1379 =
In addition to the reporting re: juirement in 3519.5, i ' i
each GHMRP shall notify the Depart nent of i
Health, Heaith Facilities Divis on of a 1y other !
unusual incident or event whi th subs antially i
interferes with a resident’ s health, welfare, living |
arrangement, wel being orin any otferway . |
places the resident at risk. St ch notiiication shall *
be made by telephone immeciately a1 shall be !
followed up by writien notificz tion witl tin
. twenty-four (24) hours or the vext wo k day.
| This Statute is not met as ex dencec by.
i Based on interview and revie v of the incident :
- reports, the Group Home for Mentalh Retarded
Persons (GHMRP) failed to ensure f.at af
incidents that presented a ris < to resi jents' health
or safety were reported imms diately o the
Department of Health (DOH) Health egulation | I 379
Administration (HRA), for one of the wo res:dents; : . .
included in the sample. {Resi jent #1 5 ‘ f’nt:g;‘:lr:;:::g:i‘:i;'g‘ _
i "y
The finding includes: reporting, and other related
) . . . :| policies.
Review of an incident report «lated o1 Apsil 2, i ; !
2010, on May 24, 2010, at a;proximi tely 6:30 | . .
p.m., indicated Resident #1 vomited while on the A binder has been put in place
van and was taken to the em :rgency department which is geared towards
- (ED) for evaluation and treatrent Rusident #1 '| capturing evidence of where
, was subsequently admitted to the hospital on .| and when incidents reports
| April 3, 2010, and had a Percutaneot s : fi .
| Endoscopic Gastrostomy (PE G) inse ted on Apnl wereﬂiiaxei;i].bz: :':: :on 6l :tlon
8, 2010. Further review reves led the Department - recordw pt on Ile lor
 of Health (DOH) Health Regt lation A dministration evidence,
(HRA), was not notified of the unusu: il incident
that substantially interfered with Resident#1's | /| The QMRP will on a monthly
heaith and safety. ’ basis keep track of parties 06723110
Interview with the Qualified ¥ ental R stardation motified of unusual incidents.
Health Regulation Administration
STATE FORM L RUNK11 ¥ continuation sheet 6 of 12
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| 379 Continued From page 6 1379 )

Professional (QMRP) on May 24, 20 0 at
approximately 12:10 p.m., revealed tis unusual
incident was forwarded to the DOH ir- Aprit, 2010.

There was no documented e idence that the
GHMRP notified the Departrr ent of ealth (DOH)
of all unusual incidents that  ibstanti ally
interfered with resident's hea th or sa‘ety.

1401 3520.3 PROFESSION SERV CES: C ENERAL 1401
PROVISIONS

Professional services shall in jlude both d:agnosss
and evaluation, including idet tificatio 1 of
developmental levels and netds, tre: tment
services, and services desigr ed to p:event
deterioration or further loss © ' functict by the .
resident. : s '

This Statute is not met as ev dencec by:
. Based on staff interview and ‘ecord 1 aview,
facility's nursing services failed to frenscribe
physician medication orders un the A iedication
Administration Record {MAR: ;) accor fing to the
Priniciples of Nursing Bocum antatior for one of
the two residents in the sample. (Resident #1)

The findings included:

Review of Resident #1's phys ician ot Jers {(POS)

dated April 13, 2010, on May 24, 2013, at

approximately 1:40 p.m., revaaied th 3 faciiity's

nursing services failed fo trar scribe 1 ve physician
! medication orders on the Me:lication : : !
* Administration Record (MAR: ;) as ev denced by:

(&) Acetaminophen 325 mg. {ablet/8! 0 mg every f
six (6) hours whenever neccs ssary fur pain via
G-tube (gastric tube).

Heaith Regulation Administration
STATE FORM e RUMNK11 If continusation sheet 7 of 13
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1 401 ' Continued From page 7 e )
| Review of the ApriMay 201G MARs on May 24,
! 2010, at approximately 1:50 [ .m. rev.:aled
. Acetaminophen 325 mg. tabi /650 n:g every six X
i (6) hours whenever neccess: Iy for giin via |
: G-tube (gastric tube) was not transcr-bed on the
 ApsifMay, MAR .
' (b) Levetracetam 500mg/Smi soiutior per peg
- tube twice a day for seizures. T 301
Review of the April 2010, MAI? on M: y 24, 2010, The Licensed Practical Nurses
ft GPPFOleat%%g 595/g "|1 fel ;g:legy " (LPNs) will be in-serviced on
evetracetam mg/oml sol n mcutmce ¢ . s s
a day for seizures. Further re: iew revzaled the - th ;’;:g;mg. meglcat.mf:s 0n.
word "mouth “ was crossed o tand riplaced by | it e cation Administration
the word "peg”. i Record (MAR).
During a face to face interviev/ with tt e RN | | The facility’s Registered Nurse
Supervisor on May 24, 2010, 3t apprc ximately | ; will, on a ty“ arterly basis
2:00 p.m. it was acknowledge 1 the nt rsing staff | : q
had not transcribed Levetrace tam 50. ) mg/5ml | compare the MARs and
solution per peg tube twice a lay for:ieizures on Physician’s Order Sheets
the April, 2010, MARs accord ng to th e PﬂmClples (POSSs) to ensure that all
- of Nursing Documentation. | medication orders on the POSs E
. There was no evidence the P S wen: E are transcribed on the MARs |
documented on the Medication MARk. i as specified. 9612310
1404 3520.6 PROFESSION SERVICES: GENERAL  : 1404
PROVISIONS :
‘Each professional service pre vider s all assist,
as appropriate, each other pe son wha is working
- with a resident in the GHMRF so that relevant -
! professional instructions can Ixe implk mented i
| through-out the resident " s prigrams and daity ¢
| activities. :
i
! This Statute is not met as eviienced by:
| Based on staff interview and 1 2cord nwview, the
leaith Regulation Administration
STATE FORM % RUNK11 if continuation sheet 8 of 13
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1404 Continued From page & 1 404
group home for mentally retar ded pet sons :
{GHMRP) failed to ensure thzt all ster f working
with residents received relevi nt profe ssional .
. instructions 1o ensure comect implem ntation for
| appropriate dermatology inter sention:: for one of
| the two residents (Resident #2) incluc.ed in the
| sample.
i
! The finding inciudes:
" Review of Resident #2's med:cal rect rd on May
| 24, 2010 at approximately 12:29 p.m. revealed
" the resident was sesn by a de rmatolcgist on May
19, 2009. The dermatologist ndicate 3 Resident :
#2's Seborrhea Dermatitis ha i resolvzd and _
recommended Nizoral shamyp oo wee iy to the { 1 204
resident's scaip for preventior . ; )
; | Staff have been informed to
During the inspection of the ¢ wvironr ent on May immediately notify the House
24, 2010, beginning al 4:?5 pm., interview with | Manager and LPN when !
the House Manager (HM) war; condu ted to . !
ascertain information regardir g if the shampoo :;plc;: are ab:ut to ]rune(;“'lt so
had been provided for Reside nt #2. 1 \ecording fo - hat they can be replaced in 2
 the HM, the resident did not [.ave the shampooin | . timely manner. ]
 his hygiene kit. : : j
. A form has been put in place
" At 4:45 p.m., interview with th2 group home's . .
Licensed Practical Nurse (LP ) reveiled the - which will be used to track the
shampoc was available and [roceedd tothe | use of dermatological ,
. medication cabinet to show tt e surve yor. | treatments/ointment. On the
Continued interview with the | PN rev zaled form, percentile ranks of 25%, .
Ketoconazole 2% shampoo v as avai able for the o o, o :
resident. The LPN indicated hatthe staff are - soﬂf.bls % and ‘1120 %o of usage ;
suppose to ask for the shamj co whet they run W used to determine wlfen i
out. The surveyor informed :he nurs 2 that during i| 2 dermatological treatment is :
the environmental inspectior: the sha npoo was about to be used up. Thus, an
not in the resident’s hygiene tit order will be placed when 75% ;
At the time of the survey, the: 2ursing staff failed of the ointment/lotion/cream 06123/10.

1o ensure that the direct care staff were given ,‘
[}

has been used.

|

jealth Regulation Agmunisiration
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1404 Continued From page 9 1404 |
_instructions to request the sh:impoo
- recommended for Resident #2. :
| 406! 3620.8 PROFESSION SERV CES: C ENERAL | 1406 :
PROVISIONS 1 406
The EEG was done as
i Each professional service pre vided s 1all be .
documented in each resident' s recod. requested. This was confirmed
by client #2°s physician who
; This Statute is not met as ev dencec by: stated on a consult, “EEG seen
; Based on interview and recor I reviev ', the and normal.”
! GHMRP faited to ensure that sach pt fessional
| service provided was docume nted in each .
! resident's record. (Resident :12) The LPNs and medical escort
! staff have been strongly
| The finding includes: advised to ensure that all
consults, labs, X-rays
! ! Review of Resident #2's med caf recird on May cte. be ﬁ’l ed i ’ ediyat’e:w:f;
: 24, 2010, beginning at 8:54 :.m, revzaled 2 N mm Yy
| physician's order dated July 27, 2008 According client’s record.
| to the physician's order, Res! lent #2 was order .
% an EEG to the head to asses:; patent y of VP On a quarterly basis, the
: shunt . facility’s RN will review all the
| During 2 face to face intervie: / with t ¢ GHMRP's | medical records to ensure that
: Registered Nurse (RN} on M: y 24, 2010, the afore-mentioned
_ beginning at approximately 6:25 p.m. revealed documents are filed in the
that the EEG was completed or Resilent #2. medical records in a timely
However, at the time of the st rvey, tF ere was no manner
documented evidence of the 1esults «f the ’ i 06/23/10
recommended test.
1470 35221 MEDICATIONS | 470

| Prugs shall be administered s set fo th in the
User Of Trained Employees t» Admir ister
Medications to Persons of Mental Re ardation or
Other Developmentai Disabiliies Act of 1994,
0.C. Code, sec. 21-1201 et su .
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A. BUILDING
HFI12-007:" B WING 05/24/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Zif CODE
WHOLISTIC HOME 8 COMMUNITY BASEDSE | wasiiuaron e amw/
4) 1D SUMMARY STATEMENT OF DEFICIEN CIES PROVIDER'S PLAN OF
p(fzejm (EACH DEFICIENCY MUST BE F RECEDEL BY FULL pagnx ' (EACH CORRECTIVE mrﬁm BE COMPLETE
TAG REGULATORY OR LSC IDENTIFY ING RFO WMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE BATE
; i DEFICIENCY)
1470 Gontinued From page 10 % 1470 ] i
This Statute is not met as ev dencec by: : | |
Based on observation mterview and 1ecord g
review, the GHMRP fafled to administer :
medications in compliance with the piysician's .
order for one of two residents included in the | i
sample that received medicer ions. (Iesident #2) | |
i !
The findings include: | l
1. Review of Resident #2's ir edical 1 ecord or: 1470,1
May 24, 2010 beginning at aj proxin tely 9:00 | The LPNs have been in-
a.m. revealed a physician's ¢ der dat:d October : iced on adhering to
17, 2008. Continued review (f the p ysician's ! ;e;'v sif'ldan’s Orders and
_order revealed to "continue Lilantin 1 vice a day ySic . N
until Monday and confirm a ni:w arde: from the ' following with m?dlcatlon
. neurciogist.” Interview with tt e GHMIP's | orders to ascertain dose, route
i Registered Nurse at 1:49 p.m. and re zord review .| of administration, and time of
! revealed there was no evider e that 1 new order ; - :
. < inistration.
, had been obtained nor was tf ere a n srsing note : administra
i for verification. ; . .
‘| The facility’s RN will on a
- Record verification of the Me lication ‘| quarterly review POSs and
- Administration Record {MAR? dated ()ctober, MARSs to ensure that orders
| 2009 on May 24, 2010, begin ting at * 1:00 a.m. ; ; 06723/10
| revealed Resident #2's Dilantn was t be | ave consistently transcribed as e
 discontinued on October 17, 1'009. leview of . ordered.
- the current physician’s orders dated May 2010 i
. revealed Resident #1 was pre scribed "Dilantin, 1 :
i cap twice daily for seizures.” At the ti ne of the
! survey, there was no docume ited evidence thata
" | new order was confirmed witt the neurologist as
: prescribed.
- 2. Review of Resident #2's medical r xcord on 1470.2
May 24, 2010, at approximate y 12:2€ pm. ?
revealed the resident was secn by a Cross reference I 404.
dermatoiogist on May 19, 2003, The N '
. dermatologist noted that the risident’ ; Dermatitis
was resolved and recomment ed Nizc ral
Health Reguiation Administration
STATE FORM weos RUNK11 ¥ continuation sheet 11 of 13
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) PROVIDER'S PLAN OF CORRECTION (x5}
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DEFICIENCY)

1470

1473

. Continued From page 11

| shampoo, to be used weekly to his s calp for
! prevention.

- During the inspection of the cnviront 1ent on May
24, 2010, beginning at 4:30 {.m., the House
Manager (HM) was asked if iResidert #2 had the -
Nizoral shampoo in his hygie e kit. nterview the
HM revealed that the resident did no : have the
shampoo.

A face to face interview was -;onduci 2d with the
GHMRP's Licensed Practical Nurse LPN) on
May 24, 2010, at 4145 p.m. re vealed he the direct
care staff did not ask for the :shampc > after using -
it on May 23, 2010. The LPN procee ded to show -
-the surveyor that the shamp. o was wailable for
Resident #2. :

Review of the labe! on the st ampoo revealed it
was prescribed every other day.

At the fime of the survey, the GHMRI* failed to
ensure the Nizorai was admir istered as
prescribed for Resident #2.

3522.4 MEDICATIONS

The Residence Director shall report 2 ny
irregularities in the resident ' ¢ drug regimens to
the prescribing physician.

This Statute is not met as evidenced by: '
Based on observation, interview and ecord :
verification, the Group Home or the | fentally :
Retarded Persons (GHMRP) ailed tc report any
iregularities to the Primary C:ire Physician (PCP)
for one of the two residents inzluded in the
sampie. (Residents #1)

The finding includes:

1470

1473

|
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Health Requlation Administration FORM APPROVED
STATEMENT OF DEFICIENCIES 1} PRO JDE SPLIE
AND PLAN OF CORRECTION o IDEN TIFICATC .upisiuuﬂé%? 0@ MULTIPLE CONSTRUCTION O COMPLETED.
A BURLDING
7 HI D12-00' 5 5 WNG 05/24/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P CODE T
1449 ROXANNA ROAD NW
; SUMMARY STATEMENT (3 = DEFICIE NCIES . ;
%‘2.:'.?( : (EACH DEFIGCIENCY MUST BE *RECEDE D BY FULL i pn'é’m (Jm&%“%?ﬁﬁ&“&" 8E i congsu)e-re
TAG REGULATORY OR LSC IDENTIF YING INF: JRMATION) I TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
I4?3_ Continued From page 12 1473
Review of Resident #1's discharge summary
dated April 13, 2010, on Man’ 24, 2010, at
approximately 2:25 p.m., res ealed th e patient was
diagnosed with a right axitiz abcess and was
prescribed Batrium DS one 1 1) tablet twice a day
until Apsil 20, 2010. _ :
Review of Resident #1's phy sician o ders (PQS) ! I 473 ]
; dated Aprit 13, 2010, on Ma: 24, 2010, at : The Batrium was administered
! approximately 2:30 p.m., an order fc r Batrium DS but staff (LPN) failed :
i one {(1)tablet in the moming and one (1) tablet at . docam enf:lt;nl?he MARt.o i
| night, last dose April 20, 201). ; f
! : . . .
| Review of the April 2010, M/ R on May 24, 2010, | The facility’s RN will train the
: at approximately 1:55 p.m. 1t 'veglgd no abiet P LPNs on documentation on the
: documented evidence Batrium DS oe was MAR when medicatio:
administrated at 7:00 a.m. oh April 14, 2010. administered, O are
During a face to face inferview with t1e !
Registered Nurse (RN) Supervisor ot May 24, | A system has been put in place ,
2010, at approximately 2:40 .m. itvas ' wherein if a medication is !
acknowledged the nursing st aff hthd 10t ordered for ten days, the MAR [
documented Batrium DS on: tablet 11 i . :
administered at 7:00 2.m. on April 1, 2010, | will be boxed out for the ten
Further interview revealed ths Primay Care | days the medication is to be
Physician (PCP) was not ma le awar 2 of any : administered. The RN wil]
, medication Irregularities. follow-up with a review of the |
! Iw A R 3 i
| There was no evidence the FCP was not made | to ensure compliance.
| aware of any medication ies ularitie:, ! 06723710
| ‘
) j '
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