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A recertification survey was conducted from April § C . :
27,2011, through Aprif 29, 2011. A random o -/ '
' sampling of three clients was selected from a : 66@"" oo, é I 6! L\
résidential population of five males with varying : : ’ :
degrees of intellectual disabilities. Due to ' Department of Health
condition leval deficlancies cited during the MW&MM
previous survey, the full survey process was ! ;Whte Care Faciilties Divisien
utilized to review the facility's compliance. © 800 North Capliol 8¢, N.B.
, (i D.cl
. The findings of the survey were based on 0002
pbservations, interviews with staff and clients in : .
the home and at two day programs, as well as a ! i
| ¥ review of cllent and administrative records, i '
i inciuding incldent reports. J ;
W 104! 483.410{a)(1) GOVERNING BQDY I W 104 WI104.1

: i :

The goveming body must exercise general policy, : ' See WIE9, See W 193

budget, and operating direction over the facility. :

! Ww104.2 6/15/11
U S PR ——— - N T -

11 This STANDARD is not met as evidenced by: ! Innovative Life Solutions will
: Based on observation, interview atd record ! ensure that the primary Licensed
, review, the governing body failed o maii‘min ; Practical Nurse (LPN) is licensed
1 & general operating direction over the facility, as — istrict of

evidenced by the deficiencies cited throughout to practice . tth;s o ad :
1 | this report, for five of five clients residing in the + Columbia. The LPN was place i
| facility. (Clients #1, #2, #3, #4, and #5). on Administrative Leave untit she ‘
 has received a current District of
|| I The findings inciude: . Columbia license. On May 10,
: L , the RN Supervisor
; 1. The goveming body failed to ensure staff was ¢ | 2?;; d'; d training to LPN
| [ trained to effectively implement active treatment | . provid s q
| | programs. (See W189 and W133) % | coordinator which include

' : I medication administration,

; 2. The goveming body failed to ensure thatthe | ! securing medications, hand :
| icensed practical nuzpe {LPN) was ‘ hygiene and disposal of
: TOLE (%) DATE

| priary S

. -y J

MBG?WEMUPP ER REPRESENTATIVE'S snGINATURE ‘
n i,

Any def‘f ::enJ:y statement ending with an yot
ather s3faguards provide sufficient protactin to the patients.
foI[owinébm date of survey whether or nolfa plan of comection Is provided.
days follhwing the date these documents are mada available to the facility.
pragrampa icipation.

i

[APRENUID,
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fitution may be excused from cormecting providing it is de rmingd that

risk (7] denotes a deliciency wn:rch the In
(See instructiops.) Except
For nursing

for nursing homes, tha findings stated above are dt’sclogable 90 days
hames, the above findings and plans of corection are disclosable 14

if deficiencies are cited, an approved plan of corraction is requisite to continued
i
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W 104 . Continued From page 1

i licensed to practice in the District of Columbua as
: | evidenced helow:

2 On April 27, 2011, at 8:40 a.m., Nursa #1

- indicated that she was preparing to administer the
-morning medication to the clients. Further

- discussion with the nurse revealed that she was
 the facility's primary LPN and that she had been

. Funﬁher disclssion with the administrator on April
29, 2011, at approximately 4:30 p.m., confirmed
: that the primary LPN had been employed by the

 agency for approximately two months. ‘

' Observation of the medication administration on

revealed several medication strors. During |
' interview with the LPN after the medication
- administration, the LPN acknowliedged the errors.

. On April 28, 2011, at approximately 3:30 p.m.,
record review revealed the LPN was licensed to
 practice in Virginia and had "Multi-State .

: Privilege." The LPN was informed that follow-up
would be conducted to determine if the multi-state
' ficense was valid in the District of Columbia, and

" that she would be notified accordingly.

{The surveyors' post-exit consultation with the
: Director of the DC Board of Nursing on May 2,
i 2011, revealed that the aforementioned nursing |
i license was not valid in the District of Colurbia.)
W 120 | 483.410(d)(3) SERVICES PROVIDED WITH
: OUTSIDE SOURCES

' employed by the agency for approximately two  }:
! months Ui

EAprl 27, 2011, from 8:45 a.m,, to 9:40 a.m.,, !

g The facility must assure that outside services

i

medications. Medlcation
administration training for all of
the nurses working with
Inhavative Life Solutions as been
scheduled for on June 15, 2011,
LPN alse receivad a disciplinary
action for failing to ensure that

| medications are given as per

| Physician Order Sheet as well as
failing securing an appropriate v
* District of Columbia ficense, :

W 104

W 120 ' [
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W 120 ; Continued From page 2 W 1200 w120 ; 6/7/11
' meet the needs of each client. ) . .
[ innovative Life Solutions will
: ensure that the day program |
' This STANDARD is not met as evidenced by: i implements the individual's |
. Based on observation, interview and record i : lans by providing &
i review, the facility failed to ensure outside i | program p _V prove B
: ! N | ongoing in-service trainings to
| services met the needs of one of three clients In ! ‘
i the sample. (Client #3) | the staff. OnMay7, 2011 the
, staff was in-serviced on program
i The finding includes: goal implementation. On June 7,
o _ I 2011 the Facility Coordinator
+ The facility faluled tc»t egigrg tg_at_ c;’_‘,lielnt #3's day E went to the Day Program and
+ program implemented his individual program . et ient &
 plan, as evidenced below: ‘ f provided anin service to Clien :
: ! 3'g staff regarding his goal !
. Observation on April 28, 2011, at 11:30 a.m., ! implementation. |
- revealed Client #3 ate chill and salad, and also i Il
: drank tropleal fruit punch and water. After the : P
' meal, the client's ane-on-one staff removed the | ‘
. tray from the table and handed the tray to the day
| program staff. :
: Record review on April 28, 2011, at 12:10 p.m..
 revealed Client #3 had a day program goal to |
I improve his activity of daily living skills. The ;
. objective stated, "When given verbal prompt, the
* client will clean-up his eating area after lunch '
- 80% of trials per month.”
‘ Interview with the one-on-one staff an the same |
. day at 12:25 p.m., acknowledged that the client . |
; did not clean up his eating area as required. ; J
W 159 ° 483.430(a) QUALIFIED MENTAL ' W 159 i
| RETARDATION PROFESSIONAL |
Each client's active treatment program must be |
: integrated, coordinated and mohitored by a ]
- qualified mental retardation professional. |
: i
FORM CMS-2567{02-99) Pravious Versions Gbsclete Event 10:COGQ1 1 Facifty |fy. €0G212 i continuetion shabt Page 3 of 31
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w 159j Continued From page 3 W 159
 This STANDARD is not met as evidenced by: !
. Based pn observation, interview and record bl
- review, the facility failed to ensure that each [ ]
: client's active treatment program was integrated, | | P
{ coordinated and manitored by the qualified i
 intellectual disabiiity profesgional {QIDP), for
 three of three clients in the sample. (Ciients #1,
:#2 and #3) ;
F
5 The findings include: i
i 1. The QIDP failed to effactively coordinate ang | W159.1 J 5/19/11
- monitor Client #1's behavior management, as I !
; evidenced below: : innovative Life Solutions will I \
i t each client's active
| On April 27,2011 2t 12:45 p.m., the review of ensure that each cler integrated
' unusual incidents revealed on August 6, 2010, at treatment prog ] '
: 3:56 p.m., while sitting at the dining room table, coordinated and momﬁored _by
I Client #1 attempted io take another individual's the QIDP. The QIDP will notify i
r [Client#2's] food. In respanse, the individual - | the Behavior Specialist when the |
ECllentt#E] bqiEhCllent#; or: his hea?t (éaLtJ:gl% a i individuals are invoived in a '
i laceration. The investigation report, da ugus ior related incident within
i 12, 2010, revealad the client required sutures at bihhaworrf ur'rence on May
| the emergency room for a "bite-hurnan, assault" | 24 hours of occurrence.
. The investigation report further noted that Client | [ 7,2011, the restdential staff
- #1 had a behavior support plan which addressed l received an in-service training on | |:
: "taking others food/snacks/drinks" that do not | BSPimplementation to address 5
I gelong fg hdim and "grabbing" and thatt he shcn;ld ‘ the implementation of behavior {
e provided one on one supervision to preven ; t technigues. The !
! this behavior, Further review of the incident report | an’%n: gcm%: dan in—gervice ! i
_i reveaied at the time of the incident Client #2's | oT recel F
i targeted behaviors included biting. Client #2's training on May 1_9, 2‘011 to I
! behavior support plan dated April 2010 "Staff : address communicating with i
. shoutd regularly monitor the environment for . cansultants, client safety and :
| Increases in stimulation and be preparad tcr : monitoring active treatment. i
; minimize this.” i i
. i !
Event ID: CDQ1 Fecilty (D: 096212 If continuation sheet Page 4 of 31




JON/11/2011/54T 11:17 AM

DEPARTMENT OF HEALTH AND HUMAN SERVICES |
CENTERS FOR MEDICARE & MEDICAID SERVICES

FAX No. 3012704754

1 05/17/2011
| APPROVED
OMB:NQ. 09380391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

09G212

{X2) MULTIFLE CONSTRUCTION
A, BUILDING

8. WING

(X3) DATE $URVEY

NAME OF PROVIDER OR SUPPLIER

INNOVATIVE LIFE SOULTIONS, INC

STREET ADDRESS, GITY, STATE, 2IP GODE
7416 BLAIR ROAD, NW

WASHINGTON, DC 20012

COMPLUETED
141 0/2011

a0 | SUMMARY STATEMENT OF DEFICIENCIES

PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

; :

s} PROVIDER'S PLAN OF CORRECTION

{¥5}

FREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG CROS8-REFERENCED TO THE APPROPRMIE ; OATE

DEFIGIENCY)

w 1595 Continued From page 4

 {nterview with the QIDP on April 27, 2011, 12:50
' p.m. revealed that the BSPs of Client #1 and
. Client#2 did not prescribe one on one i
. supervision, however, that both required close
¢ mohitoring. Further interview with the QIDP
i revealed that she monitored the client's targeted
behawors monthly. i

s Dn April 28, 2011 at 3:37 p.m., review of Client
. #1's QIDP summary for August 2010 revealed "0"
t documented incidents of his targeted behaviors
. of "aking food/snacks/drinks" that do not belong
" to him and “grabbing". The client's BSP dated
- July 23, 2010, confirmed that his targeted |
" behavicrs included "taking food/snacks/drinks”
" that do not belong to him and "grabbing” should
E be manitored. Continued review of the August
: 2010 QIDP summary revealed no evidence that
+ the August 6, 2010 incident was included, and |
i noted that "[Client] had no reportable/serious
. reportable incidents for (the)month. ...... Staff and
" team will continue to monitor his safety at all ;
“times." There was also no documented evidence |
. that the psychologist was informed of or
. gonsulted regarding the incident.

' On the same date at 4:15 p.m., review of the first
: quarterly psychology review dated October 2010
; " revealed “0" incidents of food snatching from July
. through October 2010. The quarterly also failed
i to reveal knowiedge of the August 8, 2010
| incident (taking food/snacks/drinks) or that the
| behavior specialist and/or the psychologist were
' informed. The second psychoiogy quarterly dated
' January 2011 stated, "Some data was not
i available for this review. Further record raview
' revealed there was no QIDP monthly summary

W 159

b
'
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! documented for January 2011. There was no
‘ evidence the QIDP effectively. coordinated .
i setvices to address the client's behavioral needs.

- 2. The QIDP failed to coprdinate sarvices to i
‘ ensure the protocol identified in Client #1's BSP |
- dascribed the dimensions Df the cloths he was to
i be provided to suck.

! Client #1 was observed on April 27, 2011, at 8:33
'a.m., to pull a white round object from his mouth,
whk:‘.h was approximately 3/4 inch in diameter.
! The medication nurse identified the object as
1 cloth and explained that if the client was not given
the cloth, he would tear his shirt. Upon returming
"to the medication room about two minutes later,
' the client was observed with two pieces of wet 5
| cloth in his hand that were approximately 1" wide
rand 4" long. He was observed pulling the cioth
’ from his mouth, then holding it in his hand ‘

On April 27, 2011 at approximately 8:50 a. m the
} ' licensed practical nurse (LPN) and the QIDP

' revealed that Client #1 sometimes chewed on

. cloth. Further discussion with the QIDP indicated
! that a protocol for cloth sucking had been :
rincluded in the client's BSP dated July 23, 2011; |
. however, the protocol was discontinued in is i
revised BSP dated April 12, 2011, ;

Rev:ew of the April 12th BSP confirmed the cloth |
- sucking was no longer a target behavior and
| rewewed the following:

Client #1 target behaviors included cloth tearing .
| , with the object to reduce incidents of taring paper |
[ to zefo incident for six month. The BSP required
! the staff to encourage client to give the paper

1

1
i
1

On April 28, 2011, Client #1's
Behavior Support Plan was
amended 10 eliminate the use of
the cloth strips. Because Client
#1 will tear his clothing in order
10 abtain the cioth, a choking
praotocol was implemented as a
safety measure. Staff received
training on this protocol on April
28, 2011. The QUDP provided an
in-service to the Day Program
staff regarding the updated
Behavior Support Plan. On May
5, 2011 a case conference was
held to address Client #1's cloth
suckling behavior, During this
conference the team agreed for
the cioth to be eliminated and
replaced with something edible
or a sensory item. The team
explored alternative fabric
options for Client #1's tee shirts
in an effort to dissuade him from
tearing the material, The Speech

Pathelogist completed a bedside

swallowing study to examine
Client #1'5 swallowing ability. On
May 26, 2011 Client #1 was
evaluated by the Speech
Pathoiogist and 8 request for a
modified barium swallow study
was made.

X&) 1D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *8)
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w 159 Continued From page 6

and/or take clothing out of his mouth. Inwte him

to participate in an activity involving the use of his

. hands. If the client continues to attemptto tear |
! paper and/or suck on clothing, staff should offer a |
- piece of cloth from the box with cloth pieces, ;

! The QIDP falled to ensure that safety precautions |
i were inciude in the BSP to address the ;
: size/diameter of the cloth provided o the clientto |
| suck/chew. ;

| 3. [Cross refer to W120.] The QIDP falledto |
i ensure that outside services met the need of '
: Clisnt #3. |

i 4, The QIDP failed to ensure that each employee |
: was provided with initial and continuing training
; that enabled the employee to perform his or her
- duties effectively, efficiently, and competently.
- (See W189)

{8 The QIDP failed to ensure that clients received
i : continuous active treatment, consisting of needed
: interventions and services. (See W249) !
VW 180 5 483.430(e)(1) STAFF TRAINING PROGRAM

! The facility must provide each employee with

! initial and continufng fraining that enables the
“employee to perform his or her duties effectwely
eff iciently, and c:ompetently

? This STANDARD is not met as evidenced by;
i Based on observation, interview and record
! raview, the facility failed to ensure each staff was
, provided training to perform his or her duties
i effectively, efficiently, and competently for three
| of three clients in the sample. (Clients #1, #2, and

W 159

W 189

wi5s9.3
See W120
Wis9.4

See W188

W159.5

See W249

il 67711

6/9/11

5/7/11

P T == el e
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W 189 | Continued From page 7 W 189] . t 6/9f11
) P23 " onMay 3, 2011 the LPN | /ol
: | Coordinator in-serviced the
' The findings include: i residential staff on Infection
: Control, During this in-service,
| 1. [Cross refer to WASE]. The facility falled fo i staff received information
. e:;su{le that e;?clh staff was ?ﬁectwely h‘gmed ;1n | i related to hand hygiene and
: Q:ﬂ? souncﬁg gergﬁ?osrures D manage Client#1's ! preventing contamination. On
June 9, 2011 the residential staff
; 2. [Cross refer to W252]. The facility failed to recelved an additional in-service |
| ensure staff were trained to document Client 21, on infection Control and |
' #2, and #3's program plan objectives in { Universal Precautions. inan
t measurable terms. effort to ensure that staff
W 193" 483.430(e)(3) STAFF TRAINING PROGRAM W 193l o ervising Individuals are
! Staff must be able to demonstrate the skills and | effectively trained on Infection
! techniques necessary to administer interventions ! Control, residential staff will be
| to manage the inappropriate behavior of clients. | in-serviced on an on-going basis.
i
| This STANDARD i8 not met as evidenced by: 6/15/11
¢ Based on cbservation, staif interview and record W188.2 ;
i review, the faclity failed fo ensure all stalf was The QIDP will schedule ongoing |
 effectively trained to implement a client's behavior | . . i :
* support plan (BSP), for one of three clients in the | df? cumd:entat'lolnftra.ull.nlng W't?m }
' gample. (Client #1) the residential facility as well as
: at the Day Program to ensure
' The finding includes: that the staffis trained an
| i ) . documenting program plan
1. The facility tailed to ensure staff supervising objectives in measurable terms.
:i ggﬁ;:,i: ;Yleggn?'tﬁ:g :?gsh:;mm fo implement his The residential staffs were in- ;.
: ' serviced on May 7, 2011 I
| On April 27, 2011 at 7:02 p.m., Client #1 was regarding program plan |
| observed seated on the couch quietly with his documentation and
{legs crossed. At7:.05pm., a staff carying a implementation. The residential
! basket of laundry was observed with a narow | staffs are scheduled to receive
i plece of white cloth in his hand. When the client an additional program plan i
]
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Record review on April 28, 2011 at 3:50 pm.,
revealed the client had BSF dated April 12, 2011
' o address his targeted behaviors, which included

. "tearing paper.” The objective stated that [Clignt]
' will decrease incidents of tearing paper to 0

» incidents per month for 6 months. The BSP also
' stated that If the client begins to tear paper or

" suck on his clothes, staff should encourage him
‘{0 give them the paper andfor take the ciothing

! out of his mouth. IF [client] continues to tear paper
' and/or sUick on clathing, staff shouid invite him to
| select a piece of cioth from the box with cloth

. pieces. There was no evidence the staff had

| implemented the client's BSP as written, which

. required that he be cnly offered a piece of cloth if
! he can not be redirected.

W 220 483.440(c){3)(v} INDIVIDUAL PROGRAM PLAN

 The comprehensive functional assessment must
! inciude speech and fanguage development.

' This STANDARD is not met as evidenced by:
. Based on ohservafion, staff interview and r;eoord ;
- veriflcation, the facility failed to ensure that each t

On April 28, 2011, Client #1's

! Behavior Support Plan was
amended to eliminate the use of
the cloth strips. The GIDP
provided an in-service 1o the Day
Program staff as well as
Residential Staff regarding the
updated Behavior Support Plan
on April 28, 2011. On May 7,
2011 provided an additional in-
service training on Client #1's
Behavior Support Plan.

Vv 220
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S ‘ documentation training an June
W 183 Continued From page B ' W1083i 15, 2011, In an effort to ensure L
; he:tj 3':Ehi5lh;”g tokgetctih;:lnﬂ:, the 'sttfﬁt;heen !I | that staff supervising individuals
. pulled the cloth back and did not give it to ctively trained on s
: client. The client was not observed to be agitated are effe ’l y traine |
! either before or affer he was offered the cioth. program pian ,
i implementation/documentation,  ;
; Interview with staff on April 28, 2011, at 4:52 p.m. residential staff will be in- :
! revealed that the Client #2 should only be offered || serviced on an on-going basis.
 the cloth to suck if he Is agitated and can notbe ||
i redirected. interview with the QIDP on April 29,
12011 at 2:50 p.m. indicated that all staff had
{ received training on the client's behavior support ;
e ling PR L af28{1d
| pan. w193 b

i

. i
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W 220 . Continued From page 9 | w220] W220 |l a/30/11
: cfient received a speech and language i j
development assessment, as recommended for Innovative Life Solutions wil bl
one of the three clients in the sample. (Client #1) | continue to ensure that al i
‘ f individuals receive a speech and :
The finding includes: language development !
' On April 27,2011 at 8:27 am,, Client #1 was | assessment. On April 30,2011,
; observed sitting quietly in the living room as staff | Client #1 was assessed and i
. talked to him, however, did not respond verbally, i evaluated by the Speech {
i Staff indicated that the client was unable to talk, | Pathoiogist. [LS will continue to ‘
’ i ensure that adequate an i
Durmg the entrance conference on April 27, : | appropriate consmunication is J
1 2011, at 8:45 a.m., the qualified intellectual j vid th
dlsablilty professwnal (QIDP) revealed that Client | Provice to ensure .at .
| #1 was admitted to the facility on July 16, 2010, consuitant are provided with !
‘ from another agency. At 2:37 p.m., the QIDP adequate time to ensure that co L
: acknowledged that the client's speech and ! assessments can be completed -
! ianguage ianguage development had not been : in appropriate and timely Ll
; . formally assessed after his admission. I manner
- On April 28, 2011 at 4:25 p.m., the review of the
client's annual psychological assessment dated | i 4'
. April 10, 2011, revealed, "It appears that the i f
| client's receptive skills are stronger than his H ;
| expressive capablilities; 3ome of the targeted ; !
' behaviors may be expressions of frustration with | |
. his difficulties with communication.”" The - i i
 psychologist recommendad to refer to the speech | *
. and language therapy report for further : |
; information. The QIDP indicated that the speech i ’
, bathologlst and been requested to assess the i i
cl!ent | :
On Apnl 27, 2011 at 2:17 p.m., review of Client i
- #1's audiology assessment dated January 10, '
; 2009, revealed he had a chronic abnormal middle |
i ear function bllaterally. Review of Client #1's K
' occupationat therapy assessment dated February !
; ! |
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W 220 . Continued From page 10 [ w220 -
1 18, 2011, revealed "hearing and speech | ;
 impairment. ..." There was no evidence, however, || 5
i that his receptive and expressive language skills ||
i i had been assessed to determine his specuﬁc
! cornmunication needs, I 6/15/11
W 242 : 483.440(c)(6)(iii) INDIVIDUAL PROGRAM PLAN W 2427 w242

The individual program plan must includs, for

| those clients who Jack them, training in personal
| skills essential for privacy and independence

. {including, but not limited ta, tailet training,

i pargonal hygiene, dental hyglene, self-feeding,

j bathing, dressing, grooming, and communication
: of basic needs), until it has been demonstrated
that the client is developrmentaily mcapable of
acqumng them.

:‘
i

. This STANDARD s nat met as evidenced by.
i Based on observation, staff interview and record
| review, the facility failed to train all clients tn

! personal skills (communication) essential for

! independence, far ane of three ¢lients in the

' sample. (Client #1)

' The finding includes:

! [Cross refer to wW220Q). Interview with the

' quallﬁed intellectual disability professional
+ (QIDPYon- April 27, 2011 at 1:50 p.m., revealed
i Client #1's individual program plan (IPP) did not
+ Include training to improve his communication

i sk!lis

On April 28, 2011, at 4:20 p.m., review of Glient
. | #1's behavior support plan (BSP) dated April 12,
2011 implermented at his group home revealed
i ; the client may initiate interactons with others by

ensure that all ¢lients are trained
in personal skills essential for
independence. On June 10, .
2011, Client #1 and his staff o
i were in-serviced on Client #1's ;
method of communication and
appropriate responses to Client
#1's communication effarts. On
June 15, 2011 the residential
staff will receive an additional in-
service on Client #1's

} communication. The QIDP will
develop a program plan
ohjective related 10 Cliant #1's
communication needs.

1
|
Innovative Life Solutions will {
i

‘

|
|
|
|
|
|

4
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W 242 Continued From page 11

‘ puliing on one's arm to communicate his needs.
" - Continued review of the BSP revealed it incjuded
- a targeted behavior of grabbing. ‘

W 242

| On Aprit 28, 2011 at 11:30 a.m., review of Client
i #1's updated behavicr support plan (BSP) at his
: day program dated April 26, 2011, revealed the
' client frequently touches and grabs others, the

" grabbing seems to have a primarily

-~ communicative function...... A simitar pattern of ) ,
 the use of grabbing as communication is noted at !
1 his residence. Cansequently, grabbing is being

discontinued as a target.” At the time of the
i survey, however, there was no evidence the client
' was receiving training to improve his
_ communication skills.
W 249+ 483.440(d)(1) PROGRAM IMPLEMENTATION

W 249

i As soon as the interdisciplinary team has

- formuiated a client's individual program plan,
. each client must receive a continuous active ;
' treatment program consisting of needed - : 3 ;
" interventions and services in sufficient number i
' and frequency to support the achievement 6f the
- objectives identified in the individual program

. plan. .

; This STANDARD is not met as evidenced by: |
: Based on observation, interview, and record
 review, the facility falled to ensure continuous

E active treatment was implemented in accordance
| with the interdisciplinary team (10T)

' recommendations, for two of three clients in the

: sample. (Clients #2, and #2)

|
|
|

! The findings include:
: |
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i 1. The facility failed to provide one-on-one

« supervision for Client #3 to prevent falls

+ (ambulation protocel/behavior support plan), as
‘ evidenced below:

“On April 28, 2011, at approximately 9:00 am.,

: the surveyor heard a noise. Client #3 was

' observed lying on the fipor, and his helmet was
' on the floor behind him. Further abservation at

: that ime revealed the client's one on one staff

1 was in directly in front of him, then immediately
- turned around and waiked to the client to assist
- him te his feet. Seconds [ater, the licensed

- practica nusse (LPN) walked into the room and
I began to assess the client, Interview with the

- nurse revealed she wanted to make sure the

' client was "fine".

. Interview with the staff on April 29, 2011, at
approximately 8:10 a.m., indicated that the client
- tays on the floor, as he sometimes does.

' On April 28, 2011 at 10:32 a.m., review of Client
| #3's BSP dated April 13, 2011, revealed

" interventions to address self injurious behaviors
! (51Bs), which Included intentionaily failing to the
‘ground. Interventions identifisd in the BSP to

| prevent the behavior included a one to one staff
! "tg closely monitor him for any indicators of thig,
. and intervene as early in the cycle as possible.”
i Further raview revealed "staff shoufd make

: attempts to have a small pillow {(or other soft

: objects, such as a jacket) nearby so that, if he

] begins to bang his head, staff may cushion his

. head with the pillow. If 2 soft object is not -

: available, staff may also use their hands to help
- cushion [the client's] head.

oepp | SUMMARY STATEMENT OF DEFICIENCIES - I FROVIDER'S PLAN OF CORRECTION T o
PREFIX | (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTIDN SHOULD BE | |-{ COMPLETION
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATIQN) TAG CROSS-REFERENCED TO THEAPPROPRIATE |  DATE
DEFICIENCY) |
; ! T
H . i
W 249 Continued From page 12 W 249 ="
| w249 1 ] 5/7/11

Innovative Life Solutions will i ‘
ensure continuous active ;
treatment is implemented in
accordance with the
interdisciplinary team. The
Psychologist will review the i
Behavior Support Plan to assess
appropriateness of the
intervention strategies. On May
3, 2011, the residential staff
received an in-service on one to
one protocol as well as Client
#3’s heimet throwing behavior
and documentation. On May 7,
2011, the residential staffs were
i in-serviced on BSP Do
implementation.

FLIRM CMS-2567(02-99) Pravious Versions Obsolete

Event ID: CDGQY

Faoiliy ID: 00E212 If continuation dheet Paga 13 of 31




N/UL/2001/5AT 1121 &M

DEPARTMENT OF HEALTH AND HUMAN SERVICES -
CENTERS FOR MEDICARFE & MEDICAID SERVICES

FAX No. 3012704704 P04

F'RINT'E ; 05M7/72011
FOR APPROVED
OMB NO} 0938-0391

STATEMENT OF DEFICIENCIES £} PROVIDER/SUPPLIERICLIA (¥2) MULTIPLE CONSTRUCTION {%3) DA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; , co
A. BUILDING
096212 B WING ' d
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CDOE i
7416 BLAIR ROAD, NW !
INNOVATIVE LIFE SOULTIONS, INC WASHINGTON, DC 20012
oA D SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN GF CORRECTION P
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX | (EACH CORRECTIVE ACTION SHOULD BE | [} COMPLETION
TAG .  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCEDTO THEAPPROPRIATE |:  DATE
: ? DEFICIENCY) il
& ! ;
W 249 | Continued From page 13 W 2491  w249.2 i §/15/11
| : On May 10, 2011 the Speech and i
. On April 28, 2011, at 10:51 a.m., review of Client Language Therapist completed I
| #3's physical therapy assessment revealed staff consultant note regquesting that i
! is required o "provide contact guard assistance h biective related to |
when he is mobile and provide standby ' t € program onjectiv RO
! ass:stance at all imes for safety". {usinga communication devicels Iy
i discontinued. According tothe |
, The facility failed to ensure that the staff $peech and Language Therapist, I
: implemented the client's BSP and physicai Client #3 appears to have !
- therapy protocal as written. maximized his ability to i :I
| 2, The facifty failed to ensure Client #3's complete tasks related to this
' communication objective was implemented, as program cbjective. The ;
| evidenced beiow: residential staffs were in- :
. , serviced on May 7, 2011 |
- On April 27, 2011 (8:36am. , 4:15 p.‘m.) and regarding program plan Pt
P April 28, 2011 (11:38 a.m.), Client #3's :
‘ P, documentation and I
. one-on-one staff was observed questioning him ; vion. The residential | 11
- about his personal needs and daily activities. The implementation. The resicer P
| clients speech was mumbled and repstitive. staffs are scheduled to receive ] |
an additional program plan Lo
Record review on April 29, 2011, at 11:30 a.m,, documentation training on lune |
:revealed thazhorz Aprll 11, 2010, tg\:d st;:}z?ﬁeand . 15,2011 In an effort to ensure |
anguage pathologist recommen i ising individuals
 client receive formal communication : i that staff ?u;:{ervis_mg c;n iv
. pfogramming using a low tech voice output are effectively trained on
: communication device (personal talker). program plan
implementation/documentation,
| ' Interview with the QIDP on April 29, 2011, at E residential staff will be in-
 approximately 2:15 p.m., revealed that a |ow tech | servicedonanon-goingbasls | |
. voice output communication device had not been | f | i
- provided for the client after she was employed by | | : :
| the facility, approximately sight months priorto i
| the survey. The facility failed to ensure i i
| continuous active treatment as recommended to | ’ v
! improve his communication skifls. ; l :
! ] !
! [Note: Review of the program data reveaied that | l
i ; [ ;
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W 248! Continued From page 14 W 249
: the objective was being implemented.]
3. The facility faited to ensure that Client #3's day W249.3
- program goal to improve his activity of daily iiving '
" skilis was consistently implemented at his day See W120 ?
 program by his one on one staff. {See W120)
W 252 483.440(e)(1 PROGRAM DOCUMENTATION W 252 ;
| Data reJative to accomplishment of the cntena
: specified in client individual program plan i
: objectives must be documented in measurabie §
‘terms. i
i This STANDARD is not met as evidenced by: i
. Based on observation, interview and record W252 1 . |i 8/15/11

. review, the facility fa|ied to ensure consistent

' documentation of progress on the individual

- program plan for two of the three clients in me
* sample {Clients #2 and #3)

The findings include:

1 Observation on April 27, 2011, at 5:08 p. m

f revealed Client #2 biting his hand as he sat at the
: dining room table. The facility coordinator stated
“ the client becomes agitated when people are
“around him. At 7:07 p.m., Client #2 bit his hand

" again as he sat in the llvmg room.

: On April 28, 2011, at 8:30 am,, review of Client

» #2's BSP, dated April 13, 2011, confirmed that

: biting himself is ane of his primary targeted

: maladaptive behaviors. The BSP also instructed
 staff to document each of the behaviors on the

! "data sheets". On Aprit 28, 2011, at 10:06 a.m.,

' review of the client's behavior data sheets for

innovative Life Solutions will i
ensure consisted documentation | |;
of progress on the individual |
program plan for all individuals.
Onh May 7, 2011, the residential
staff was in-serviced on BSP !
implementation, The residential !
staffs are scheduled to receive !
an additionai BSP 1
| implementation and
documentation training on June
15, 2011, In an effort 10 ensure ‘
that staff supervising individuals i
are effectively trained on BSP
implementation/documentation,
residential staff witl be in-
serviced on an on-going basis. |
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W 252 Continued From page 15
1 April 27, 2011, revealed the staff failed to
 document each time Client #2 displayed his
- maladaptive behavior (biting himself).

- In an interview with the qualified developmental
: disability professional (QIDP) on April 28, 2011, at
" 10:15 a.m., it was acknowledged that the direct

- support staff is required to docurment all target
maladaptlve behaviors,

; The facility failed to evidence that Client #2's
: primary targeted maladaptive behaviors were
documented as required by the psychologist

' 2. Observation on April 27, 2011, at 9:15 a.m.,
! revealed Client #3 threw his helmet down. On
- April 28, 2011 at approximately 4:30 p.m,, the
i surveyor heard a loud noise. Interview with the
(QIDP) revealed Client #3 threw his helmet.

1 On April 29, 2011, at 10:32 a.m., review of Glient
.I#S's BSP, dated April 13, 2011, confirmed that
- throwing his helmet is one of his primary targeted
: maladaptive behaviors. The BSF also instructed
staff to document each of the behaviors on the
| "data sheets”. On April 29, 2011, at 8:00 a.m.,
| review of the client's behavior data sheets for
PAprii 27, 2011, and April 28, 2011, revealed the
: staff had failed to document each time Client#2 |
" displayed his maladaptive behaviors. :

“[n an interview with the QIDP on Aprit 29, 2011, at
. 10:15 a.m,, it was acknowledged that the direct |
: support staff is required to document all target
" maladaptive behaviors. ?

" The facility failed fo evidence that Client #3's
| primary targeted maladaptive behaviors were

W 252

W252.2

Client #3's helmet throwing
May 7, 2011, the residential

implementation.

.

On May 3, 2011, the residentia|
staff received an in-service on
phe to one protocol as well as

behavior and documentation, On

staffs were in-serviced on BSP

1 5/7/11

1
8
1y
i

]
1
|
|
1
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W 252 | Continued From page 16 W 252
| documented as required by the psychologist. |
W 262 1 483 440(f)(3){i) PROGRAM MONITORING & | W 262 !
CHANGE . ]
' The committee should review, approve, and
- monitor individual programs designed to manage i
{ inappropriate behavior and other programs that, |
Fin the opinion of the committee, involve risks to |
[ client protection and rights. | .
Thrs STANDARD is not met as evidenced by: :
: Based nn observation, interview and record
- verification, the facility failed to ensure that :
' restrictive measures had been reviewed and i
. approved by the Human Rights Committee 1 !
- {HRC), for two of three clients in the sample. j :
(Clients #2,and #3) : {
‘ i |
- The findings include: | : !
. 1. Observations during the medication W262.1 4f28/11
! administration, an April 27, 2011, at 8:45 a.m., Innovative Life Solutions will i
- revealed that Client #2 received Ativan, :
: Hydroxyzine, Chlorpromezine angd Depakote. ensure‘that restrictive measures ;
| Interview with the Licensed Practical Nurse (LPN) are reviewed and approved by |
 during the medication agministration indicated the Human Rights Committee for | |
: that the client received the medications for ! all Indiviguals. The medication : .
maiadaptwe behaviors. i dosages of the psychotropic Pf
medications have b I B
- Interview with the qualified intellectuat disabilty tre Human R e added to )
 professional (QIDP) and the review of Client #2's : g mmitiee <
' record pn April 28, 2011, at 9:30 a.m., revealed orm and have been approved by .
' the client's behavior support plan (BSP) the Human Rights Committee ;
| addressed his targeted behaviors. Review of the Chairperson. '
' . BSP dated April 13, 2011, confimed that it
| addressed his maladaptwe behaviors of property
" destruction, physical aggression and self-injunous
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b

:

- behavior, The review of the HRC minutes on April

1 29, 2011, at 11:48 a.m., revealed that the use of

i the psychotropic medications was reviewed and

‘ approved, however the dosages of the

: medications wefe not documented in the minutes.
. The LPN confirmed that the HRC minutes failed

: " medication agministration indicated that the client
: received the medications for maladaptive
behaviors.

Interview with the QIDP and the review of Client

i tantrumming, and disrobing. The review of the

. HRC minutes on April 28, 2011, at 12:05 p.m,,

. revealed that Risperidone and Benadryl was
'reviewed and approved, however the dosage of
' the madications were not documented in the

i i HRC. i

' .
! The facility failed to review and approve the
- client's current psychotropic medications as
; preseribad,

Continued From page 17

: to evidence that the HRC reviewed the amount of
meducahon prescribed.

2 Observations during the medication
admm:strat!on on Aprit 27, 2011, at 9:20 a.m.,

! revealed that Client #3 recawed Benadryl

: Lorazepam, Lithium and Risperdal. Interview with
| the Licensed Practical Nurse (LPN) during the

" #3's record on April 29, 2011,at 10:32 a.m,,
reVeaIed the client had a behavior support plan
(BSP) to address his targeted behaviors. Further
rewew of the BSP dated Aprit 13, 2011 confirmed
 that it addressed his maladaptive behaviors of

. physical aggression, self-injurious behavior,

' minutes. Additionally, the HRC minutes revealed
no evidence that Lithium, Lorazepam and
Rtsperdal were reviewed and approved by the

i

|
|

W 262

W262.2

See W262.1
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W 262 | Continued From page 18 w 262| |
. f 1| 4/28/11
1 3. On April 28, 2011, at approximately 4:00 p.m., - W262.3 .
: Client #2 was observed weanng a gait belt J
: Interview with the LPN and the QIDP i OnAprit 15, 2011, the Human
' acknowledged that the HRC had not approved I Rights Committee reviewed the
i the use of the gait belt for the client. On the use Df the gait belt for Client #2. ;
: same day at 3:34 p.m., review of the physical The Human Rights Committee |
- therapy assessment dated March 15, 2011, Chairperson signed and agreed

: revealed a recommendation for the use of a gait

" belt. At approximately 4:30 p,m., interview with to the use of the gait belt. HRC

the LPN and the QIDP acknowledged thatthe will convene at least quarterly to |
i MRC had not approved the use of the gait beit for ensure approval of all restrictive P
: thﬁ' cllent, ) controls. i
* There was no evidence that the use of the gait | W263.1 r l
- belt was reviewed and approved by the HRC. ; ‘ Lol 4f28/11
W 2637 483.440(f)}(3)(i)) PROGRAM MDN!TOR!NG & i W263| | ovative Life Solutions will k
| CHANGE i o |
: ensure that restrictive measures i
: ' The committee should insure that these programs I arereviewed and aPPfﬁV?d by
" are conducted only with the written informed the Human Rights Committee for |
: consent of the client, parents (if the clientis a all individuals. The QIDP has
minor} of legal guardian. made several attempts to

contact the guardian for Client
#2 with no syccess, The QIDP

- This STANDARD is not met as evidenced by: : )
notified the Service Coordinator

| Based on pbservation, interview and record

- review, the facility's specially-constituted . for Client #2 of her attempts to

- committee (Human Rights Committee) failed to | contact the guardian. The :

ensure that restrictive programs were useq oniy_ service Coordinator discovered

with wnttein cgrr’&*.en:éE 2for one of the three Clients In that the guardian is presently !

! e sampie. [CTent# : | located in a Nursing Home and !

The finding includes: | unable to sign documertation |

| for Client #2. The Service

1. [Cross refer to W262.1] On Apri 28, 2011, at Coordinator is making attempts

 9:30 am., review of Client #2's BSP. dated Aprl 1o locate a different guardian for

13, 2011, reveaied interventions to address Client #2. i
: b
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W 263 * Continued From page 19 I W263
maladaptwe behaviors of property destruction, r
: physical aggression and self-injuricus behaviors, 3
' The review of the HRC minutes on April 29, 2011,
‘at 11:48 am., revealed that the BSP was !
' reviewed and approved. At the fime of the survey, . |
. however there was no evidence that the client's i
, guardian consented to the implemeantation of the r
' BSP.
2 [Cross refer to W262.3} The facility failed to i w26e3.2
| ensure written consent was obtained from client |
1 #2's guardian prior fo the implementation of I See W263.1
' restrictive measures (gait beit). !
W 365 . 483.460(;)(4) DRUG REGIMEN REVIEW 1 w365 .
: : g
: An individual medication administration record | W365 | 6/15/11
- must be maintained for each client On May 10, 2011, the RN :
; ? | Supervisor provided training to f
L DARD | , ! | the LPN Coordinator that i
. This STANDARD s not metas evidenced by: | included medication ’
: Based on observation, interview and record . “nistration. secutin
: review, the facilty failed to maintain medication | administration, securing
: administration records (MAR) to document the | medications, hand hygiene and

. clients in the sample. (Client #2) ! Medication administration
training for all of the nurses
working wlth innovative Life
solutions has been scheduled for
June 15, 2011. LPN coordinator

The findings include:

———

Observatmn of the medication administration on
t April 27, 2011, at 8:45 a.m., revealed Cilent #2
 was administered Ativan, Vitamin E, Vitamin C, received a disciplinary action for
| Hydroxyzine, Ch!orpromazme Trihexyphenidyl, failing to ensure that !
C:alcmm Depakate and Lisinopril, | medications are given as per l
| | On the same day, at 10:00 a.m., review of Cllent | Physician Order Sheet. :
i #2's medication administration record {(MAR} ; :
' dated April 1, 2011, revealed that the client was ‘ |
‘ prascribed Fosamax. Review of the physician’s !
i | i
FORM CMS-2587(02-99) Previous Versions Obsciete Event 10: CDGA11 Fadility ID- 08G212 I continuation :,heel: Page 20 of 31
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W 355 Confinued From page 20 W 385 :

- order dated April 1, 2011, confirmed that the |

" client was prescribed "Alendronate {Fosamax } i

. 70 mg, take one tablet weekly by mouth." Further

- review of the MAR, however, revealed no !
i documented evidence that Fosamax had heen .
i administered during the month of April 2011.

1
. On April 27, 2011, at 10.20 a.m., further
. observation of Client #2's April 2011 medications
i revealed the weekly dosages of Fosamax had
! been removed from the medication card.

" Interview with the nurse on April 27, 2011, at !

*10:28 a.m., reveaied she had administered Client

. #2's Fosamax one day a week as prescribed.

' The nurse acknowledged, however, that she

i failed to document administration of this

! medication. There was na evidence that the

| nurse ensured that the client's medication

f administration record was accurately maintained.
W 369 | 483.460(k}(2) DRUG ADMINISTRATION : W 389: W369

' The system for drug admihistration must assure See W365 i
that all drugs, including those that are i { .
' self-administered, are administered without error, | ;

. Based on observation, interview and record
" review, the facility failed to ensure that
| medications were administered without efror, for
' three of the five clients residing in the facuhty

i (Clients #1, #2 and #5)

‘ Thus STANDARD is not met as ewdenced by: ;
i

i The findings include:

1 Observation of the medication administration | i

on April 27, 2011, at 8:45 a.m,, revealed Cl!ent#Q | |
Feclity ID: 08G212 If continuation $hedt Page 21 of 31
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W 369 Continued From page 21 W 368

! was administered Ativan, Vitamin E, Vitamin C,
: Hydroxyzine, Chlorpromazine, Trihexyphenidyl,  ©
- Calcium, Depakote and Lisinopril. On the same |
i i day, at 10:00 a.m., raview of the client's
» medication admtntstratlon record (MAR) and !
‘ current physician orders, revealed that Fosamax,
Patano] Nasoney, Saline Nasal Spray and
' Astepro were ordered, but not administered
- during the morning medication pass. i

‘ Interview with the nurse on April 27, 2011, at
| 10:25 a.m., revesled that Patanol, Nasonex and
' the Saline Nasal spray were nof available. The ! :
nurse also indicated that Astepro was not offered !
 to the client because he had refused it for the last
three days, The MAR, however, failed to
~ document why the client did not receive his
. prescribed medicatians. On April 27, 2011, at
| 1 3:55 p.m., the LPN informed the primary care
! physician (PCP) that the client did not receive his §
i Fosamax as prescribed. As a result, the primary
, care physician informed the LPN to administer
i the Fosamax when the client arrived home from
‘the day program.

~2. On April 27, 2011, at 9:33 am,, Client#1 was
. administered Maxztde Carbldoplevo 25/100 mg, i
Therobec
'Plus and two drops of sar wax remaval. Dunng
i this time, the LPN poured Polyathyiens Giycol G
: 3350 NF into the medication bottle cap, mixed it
. with water, then administer it to the client.

: On the same day at 10:08 a.m., review of Client
#1's current MAR  and the physician orders,
. revealed that artificial tears was ordered, but not
- given. The client's MAR and the physician's

~orders dated April 1, 2011, also revealed that |
: ‘ i
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W 389, Continued From page 22
i three drops of ear wax removal was prescribed,
f instead of the two drops of ear wax rempval
i administered. Additionally, the Palyethylene
+ Glycol measuring cup provided by the
{ manufacturer to measure the medication was not

i Used by the nurse.

]

: lnterwew with the nurse on April 27, 2011, at :

i 10:30 a.m., confimmed that the cap of the i
Polyethylene Glycol was not the same :
: measurement as the prescribed measuring cup. |

; Additional interview revealed that she applied two |

' drops of ear wax removal instead of three. The

' LPN also revealed that the artificial tears was not |

“available, however, at 4:08 p.m,, the LPN stated |
“the artificial tears was defivered and that the client!
| would recetve it during the evening medication
| administration.

»
; . . o f
j, 3. Observation of the medication administration
t on Aprit 27, 2011, at 9:00 a.m., revealed Client #5!
' was administered Gaicium, Allegra, Saline Nasal |
i Spray and Antihistamine. On the same day, at
i 10:20 a.m., review of the client's medication '
i administration record (MAR) and the physician !
i orders dated April 1, 2011, revealed that one dropi
, of Saline Nasal Spray was administered instead |

i Gf two drops.

lntervnew with the LPN on April 27, 2011, at 10:301:.
i a,m., revealed that she admimstered ong dmp i
r mstead of two drops as prescribed.
W 3711 483.460(k}(4) DRUG ADMINISTRATION

. The system for drug administration must assure |
: that clients are taught to adrinister their own

| medications if the interdisciplinary team :
: determines that self-administration of medications

W 369

W a1

i
2}

FORM CMS-2867(02-95) Previous Versions Obaclete Event iD: CDGQM
|

Faeility 1D: 04G212 if continuation <

hedt Pags 23 of 31




PRINTED|. 05/17/2011
FORM|APPROVED

JINAL/2001/784T 11225 AM FAX No. 3012704754
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICI:M {X2) MULTIPLE CONSTRUCTION (X3) DA[
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: [aln]
. A BUILDING
09G212 B. WING d

OMB NO :0938-0391

NAME OF PROVIDER OR SUPFLIER

INNOVATIVE LIFE SOULTIONS, INC

STREET ADDRESS, CITY, STATE, ZIF CQOE
7418 BLAIR ROAD, NW

WASHINGTON, DG 20012

(x4)iD
PREFiIX
TAG

i SUMMARY STATEMENT OF DEFICIENCIES

i {EACH DEFICIENCY MUST BE PRECEDED BY FULL
! REGULATORY OR LSG IDENTIFYING INFORMATION)
1
1

10
PREFIX,
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APEROPRIATE
DEFIGIENCY)

(X5)
COMPLETION
DATE

W 371 Continued From page 23 .

' is an appropriate objective, and if the physician
i does not specify otherwise.

' This STANDARD is not met as evidenced by: |
| Based on observations, interviews and the f
: review of records, the facility failed to implement

; an effective system to ensure that each client

| participated in a seif-medication training program,
. for three of three clients in the sample, (Clients
P, #2, # and #3)

| The findings include:

: 1. Observation on April 27. 2011, at 8:45 a.m.,
, revealed Client #2 was administered his

i medications by the facility's Licensed Practicat
i Nurse {(LPN). The LPN was observed 10 punch
; the client's medications from his bubble packs.
| Continued ohservation revealed the LPN mixed
: the client's medication with applesauce and

! spoon fed/administered the clienthis

. medications. After the client swallowed his

; medications, the LPN handed him a cup of water,
" then piaced the cup on the table. -

. Review of Client #1's Individual Program Plan
: (IPP) dated April 1, 2011, on April 27, 2011, at
: 12:00 p.m., revealed a pragram objective which
! stated, "given verbal prompts {the client] will put
. his medications in his mouth when handed over
by the nurse on 0% of the opportunities per

: month across six consecutive months,” Further
i review indicated Client #2's self-medication

- program was outlined as foliows!

- lift his medication cup to his mouth,
i - throw his cup in trash;
]

W 371

' W371.1

| Innovative Life Solutions will '

ensure that an effective
system is implemented to
ensure that each individual
participates in a self-
medication training program
for all individuals. Client #2
was re-evaluated for the
appropriateness of the self-
medication plan. The self-
medication plan was modified
according to Client #2’s ability
to place medication in his
mouth with assistance if
needed.

$4/30/11
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!
Review of Client #2's program documentat;on i
\ record on April 27, 2014, at approxlmate{y 12:15
- p.m., indicated that the c:hent participated in his
- self medication program. Interview with the LPN, !
! however, confirmed that Client #2's
, self-medication objective was not implemented. | L
f ' , j | {14/30/11
‘2 Observation on April 27. 2011, at9:20a.m., | wizl2 | 30/
! revealed Client #3 was administered his Innovative Life Solutions will :
! medications by the facility's Licensed Practical ensure that an effective system i
: thrl]urs? (LtF'N)- g_het!-PN gas %bsebrvggl to p‘ur':ch ; is implemented to ensure that |
: the client's medications from his bubble packs. | Do ki ‘s :
i Continued observation revealed the LPN mixed | Ea;h in(::.wdtlftal ptarflqpates na 1‘
F the client's medication with applesauce and sell-medication iraining program |
' spoon fed/administered the client his | for all individuals. Client #3 was |
- medications. After the client swallowed his ! I re-evaluated for the {
 redications, the LPN handed him a cup of water | | appropriateness of the self-
' then placed the cup on the table. | medication plan. The self- |
[ i s # . '
! Review of Client #3's Individual Program Plan ! medu!:;tion "'af‘ was TOd'fi,Ed o
 (IPP) dated April 1, 2011, on April 27, 2011 at ' according to Client #3's abllity to |
. 12:20 p.m., revealed a program objective which | | independently drink water after | | |
. stated, "given verbal prompts [the client] will put ! i taking his medication, with N
. his medications in his mouth when handed over | | assistance as needad. ;
by the rurss on 80% of the opportunities per i i
| month across six consecutive months.” Further |
i review indicated Client #3's se!f—medicatlon 5 ! ,
prograrn was outlined as follows: | E
. - lift his medication cup to his mouth; } _
- throw his cup in trash; | j
. Review of Client #3's program documentalion | g
“record on April 27, 2011, at approximately; 12:25 | : i
' p.m., indicated that the client participated in his | : ;!
' self medication program. literview with the LPN, | -
 however, confirmed that Client #3's | H
| -
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W 371 Continued From page 25 W 371] |
_self-medication objective was not implemented. | :
| | B ,
'3, Observation on April 27. 2011, at 933 am., | w371.3 || 4/30/11
i revealed Client #1 was administered his l o . . ! i'
I medications by the facility's Licensed Practical | (nnovative Life Solutions will o
“Nurse (LPN). The LPN was observed to punch | ensure thatan effective system | | |
z . the client's medications from his bubble packs. l is implemented to ensure that Col
: CDI“IEI!-"ILIEfj obse_rvai;mn rgveaied the LPN mixed cach individual participates in a . !
the client's medication with applesauce and g If-medication training program | |
. spoon fed/administered the client his ; seli-mecica ing Prog Col
' medications. After the client swallowed his r for all individuals. Client #1was
; medications, the LPN handed him a cup of water | re-evaluated for the |
i then placed the cup on the table. i appropriateness of the self- :
| nenp | P :
! Revi ¢ Client #1's Indivicual P o ! i medication plan. The self- I i
- Review of Client #1's Individual Program Plan | i edication olan was modified |
| (PP) dated April 1, 2011, on April 27, 2011 at m ';a. ) et #1re abili o |
' 12:38 p.m., revealed a program objective which | actording to Client #1's ability |
' stated, "given verbal prompts [the client] will put mdgpen.dently_dru?k Waf'E‘r after !
his medications in his mouth when handed over taking his medication, with Do
| by the nurse on 60% of the opportunities per ; assistance as needed. i
i month across six consecutive months.” Further i
' review indicated Client #1's self-medication | ‘]
' program was outlined as follows: | i
| - lift his medication cup to his mouth; :
{ - throw his cup in trash; g
f f
i Review of Client #1's program documentation |
record on April 27, 2011, at approximately. 12:42
i P- m., indicated that the client participated in his
 gelf medication program. Interview with the LPN,
! however, confirmed that Client #1's ;
" self-medication objective was not implemented. i
W 381 . 483.4680(1)(1) DRUG STORAGE AND W 381! i :
. RECORDKEEPING | ]
! ' {
: The facility must store drugs under proper : |!
FORM CMS-2567(02-99) Preyitus Verslone Obsolels Event ID. CDGQ1t Fachity ID: 09G212 If eontinuation she&? Page 26 of 31
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W 381, Continued From page 26
. conditions of security.

i This STANDARD is not met as evigenced by:

! Baged on observation and interview, the faeility
i failed to store drugs under proper conditions of
" security, for five of five clients residing in the

' facility. (Client #1, #2, #3, #4 and #5)

The finding includes:

i During the medication administration on April 27,
2011, 8t 9:23 a.m., and at $:40 am,, the license
i practical nurse {LPN) was observed to leave

! medications on the table and to leave the

! medication closet door open as she left the room
: to wash her hands. Continued observation

| revealed the qualified intellectual disability

\ professional (QIDP) and the house manager

L were sitting in the same room.

I an interview on Aprit 27, 2011, at 10:30 a.m.,
 the LPN stated "1 asked the QIDP or the house
: mahager to watch the medications."

I The LPN failed to evidence that ail drugs were
! stored under proper conditions of securtty.
W 436 I 483.470(g)(2) SPACE AND EQUIPMENT

: The facility must furnish, maintain in good repair,

I and teach clients to use and to make informed

. choices about the use of dentures, eyeglasses,

" hearing and other communications aids, braces,
and other devices identified by the

. interdisciplinary team as needed by the client.

I
i

w381 wasl
See W365

W 436

FORM CMS-2667(02.99) Previous Versions Obsolate Event ID:COGO{1
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W 436 : Continued From page 27 LW 436 1
: This STANDARD is not met as evidenced by: !
: Based on pbservation, staff interview and record |
 review, the facility failed to provide and maintain |
+in good repair adaptive devices recommended by ||
: the interdisciplinary team, for one of three clients |
¢ In the sample. (Client #3) i
| The finding include: .
| . |'s77/11
" 1. The facility failed to ensure Client #3's ; wa3e.1 '
- protective helmet was maintained in good repair, | . .
. as evidenced below: ! ?ccordmg to the Ad?rpt'v:.
; ; guipment Request Tracking
| On April 27, 2011, at 8:47 a.m_, Client #3 | Form documented by the QIDP ;
: removed his protective heimet from his head i onAprii 19, 2011 a soft helmet ;
" several times and threw it on the floor. He was was approved and ordered for |
. verbally prompted by his ohe on one staff to put Client #3. On May 3, 2011 the i
- the helmet back on his head. Further observation (- ‘ ' Y2 o
- of the helmet at 8:57 a.m. revealed that a piece QIDP calied the RN Supervisorto
| was missing from the left side, and that the chin | inquire about the status of the I
» strap could not be secured. Later that morning at | . soft helmet. The RN Supervisar i
8:15 da.m., the clhent's prOtECtive helmeat fell off his SmeittEd a medica! necessity
} :gad aglhefscooted forward in his chair to receive and will order a hard helmet as ?
; 18 madications. - ] well, On May 6, 2011 the hard oy
: | : i
; Interview with direct care staff on April 27, 2011, | hetmet for Client #3 was
: at 8:50 a.m., revealed that Client #3 was "hard on || received and provided. On June
" helmets" and had received a new heimet several ! 7,2011, the QIDP notified the RN !
' months prior o the SUNE)’_. Interview with the , SUPEWESOF 10 inquire about the ,
: gualified intellectual developmentai professional || ft helmet f
| (QIDP) at 9:45 a.m., revealed the staff had just || ‘Ef’t“::; t?ﬁ NS ":\E;:r il
. informed her that the strap broke off the client's  |: 'ent #3. The pen!
: helmet earlier that moming. Further discussion  |: notify the vendor to follow upon |
' with the QIDP revealed that damage was initiafly | . the status of the helmet. Client i
observed on the heimat a coupie of weeks before 1! i #3 will continue to wear the hard ¢
: the survay. At 10;20 a.m., the primary licensed ' | helmet that he was provided on
* practical nurse (LPN) and the QIDP stated that | ' Mav6. 2011 ;
: the client was measured for a new heimet at his || i ¥ '
FORM CMS-25'67(02-99) Pravious Varsions Obsolete Event ID:CDGQﬂ‘ Fagllity 10: 00G212 If continuation 5Heei F’age 28 of A
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W 436 Continued From page 28
day program on April 23, 2011. Discussion with

i
!
: a.m.), indicated that the client's helmet had been

damaged for approximately one month. ;

On April 29, 2611, at 5:10 p.m., continued record
' review ravealed a nursing pregress note dated
iJanuary 5, 2011 which stated that Client #3's
1 helmet was still on order. A consuitation report
" dated October 4, 2011 had revealed, "Re: Helmet
: replacemant; current helmet brokenfworn beyond ||
' repair. The attached 719A requisition form dated
- November 30, 2010, stated,"Purchase a new
i protective hard sheli helmet,” was attached to the
: consultation. The review of the client’s ongoing
. and current physician's order dated April 1, 2011,
i revealed a "Helmet w/face guard” was prescribed
! due to gait instability and history of falls and head
~injury. At the time of the survey, there was no
' evidence that Client #3's protective helmets were
L furnished timely and maintained in functional
! c:ondition

2 The facility failed to ensure a communication |
| device (personal talker) recommended by the IDT
 for Client #3 was provided, as evidenced below:

: On April 27, 2011 (B:35 a.m. , 4:15 p.m.) and

: April 28, 2011 (11:38 a.m.}, Client#3's

| one-on-one staff was observed guestioning him
about his personal needs and daily activities.

; Inter\.rlew with the QIDP on April 29, 2011, at

" approximately 2:15 p.rL, revealed that a fow tech
- voice output communication device had not been
 provided far the client after she was employed by
the facility, approximately eight months prior to
the survey.

Hhe day program director on April 28, 2011-(11:38 i .

W 438

W436.2

SeeWw249.2
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W 436 | Continued From page 29 W 438,
!

| Record review on April 29, 2011, at 11:30 am,,
' revealed that on April 11, 2010, the speech and
- l[anguage pathologist reccmmended that the

. client receive forral communication ;
programming, using a low tech voice output ;

, communication device (personal talker). - WAas5
W 455 ' 483.470(1)(1) INFECTION CONTROL bW 455!

 See W189.1

1

. There must be an active program for the
prevention, control, and investigation of infection
and communicable diseases.

. This STANDARD is not met as evidenced by: i
Based on observation, and interview, the facility i
' failed to ensure that procedures for prevention of
- communicable disease were implernented for one
* of the three clients in the sample. (Client #1)

‘ The finding includes:

Observation of Client #1 on April 27, 2011, at

8:30 a.m., revealed the client sat quietly in the i

tiving room continuously chewing. On the same

. morning at 9:30 a.m. , the staff ascorted the client

to the office to receive his medications. After

 verbal prompting from the nurse, he removed an

| object from hig mouth with his hand, then put it

: back again. The object was later identified by the

' nurse as a piece of ¢loth. As the client pulled the

i piece of cloth from his mouth, it appeared to

" measure approximately 1" in width and 4" in
fength. After taking his medications, he was

" observed with two pieces of clothes in his hand.

: A staff wearing gloves escorted the the client

 directly to board the van. Staff was not, howgver,

 observed to wash the client's hands after he i i

Event 1D COGQYS Facility : 086212 If continuation shee} Page 30 of 31
| :
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— 455 . Continued From page 30
! handled the wet cloths.

: Interview with the QIDP on April 28, 2011, at

 trainad to implemant sanitary measures when

1 On April 28, 2011 at 4:25 p.m., the review of

: Client #1's BSP dated April 12 2011, however,

i revealed it failed to identify infection control

: measures to address the cllent's removal of the
: wet cloth from his mouth. At the time of the

! survey, the facility failed to evidence effective

« infection control procedures were implementad
! far the client

. approximately 4:20 p.m. indicated that staff were

' Client #1 removed the wet cloth from his mouth. -

W 465
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1 000l INITIAL COMMENTS

\[ A licensure survey was conducted from April 27,

1 2011, through April 29, 2011, A random sampie

P of three residents was selected from a residential |
popuiation of five males with mental retardation

" and other disabilities. The survey findings were

. based on observations in the group home and at
three day programs, interviews and a review of
records, including unusual incident reports.

IGQU; 3504.1 HOUSEKEEPRING i

The interior and exterior of each GHMRP shall be |
i maintained in a safe, clean, orderly, attractive,
* and sanitary manner and be free of |
! accumulations of dirt, rubbish, and objectronable \
odors.

This Statute is not met as evidenced by: :
Based on observation and interview, the Group |
Home for Persons with Inteliectual Disability ;
(GHPID) faiied to ensure the environmentwas
maintained in a safe, clean and orderly manner ta!
| meet the heeds of five of five residents in the !
' facility. {Residents #1, #2, #3, #4, and #5)

The findings include:

During the enviranmental walk-through on April |
129, 2011, at approximately 5:02 p.m., the - |‘
! ! surveyor was accompanied by the admm:strator |
i and the qualified intellectual disability ;:)rcnfee;su:)ns!FI

. (QIDP} to conduct abservations. The following |
| concerns were identified: i

! 1. The gutters installed at the front of the house
! were nat secured tightly on both the right and left :
; ends.

| 000

1090

1090.1

Innovative Life Solutions will
ensure the envirohment is
maintained in a safe, clean and
orderly manner to meet the
needs of all of the individuals.
innovative Life Solutions has a
maintenance service contract to
review and address rnaintenance
issues. On April 30, 2011 the
gutters were secured tightly on
both the right and left ends.

4/30/11
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Each GHMRP shall provide adequate
administrative support to efficlently meet the
; needs of the residents as required by their

; Habilitation ptans.

" This Statute is not met as evidenced by:
Based on observation, interview and record
review, the Group Home far Persons with

| Intellectual Disahility (GHPID) failed to ensure

" adequate administrative support to meet the

! habilitation needs of three of three residents in
' the sample. (Residents #1 #2 and #3)

. The findings include:

: [Cross refer to Federal Deficiency Report -

been created as an effective
means of addressing all
environmental issues within the
facility. This check list will be
completed monthiy and
reported for repair.

X410 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION T e
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | compieTe
TAG | REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED 7D THE APPROPRIATE | DATE

‘ : | DEFICIENCY) ;

IOQG;’ Continued From page 1 | 1000 1090.2 :
L h” f Lassom
: 2. 0n the porch exiting from the bedroom of o |1 ; i ‘
* Residents #3 and #5, the following concemns were | Innovative Life S olutions w L
| noted: ensure the environment is i
maintained in a safe, clean and f
- a. One piece of the railing was not secured at the § orderly manner to meet the |
 base. needs of all of the individuals. o
| : - , : Innovative Life Solutions has a -
‘b A f . .
! nail hr:::j 9, split wamed board with a protruding | maintenance service contract to
i . review and address maintanance
: ¢. Splinters on the ralling issues. On April 30, 2011 the
E _ railing on the porch of residents ;
13, Open sockets were observed in the floor lamp " #3 and #5 was secured. The i -
| in the bedroom of Residents #1 and #2. Bumed | ith orotrudin :
. out light bulbs were observed in the floor lamp in | Wa.?;Ed goard :V I Iac[;)ed ; nA i’i !

the bedroom of Residents #3 and #5, and in the | nail heac was rep nAp !

- range hond. Upan natification of the light bulbs, 30, 2011 as well. The splinters on
_ they were replaced by the facility. There was no the railing were also removed on
i evidence an effective systern had been April 30, 2011, L]
: implemented to ensure adequate lighting in the :
: aforementioned areas. :
i 1090.3 1- 5/7/11
; An environmental check list has !

E180; 3508.1 ADMINISTRATIVE SUPPORT 1180 ;
i |

Health Regulation Administration
STATE FORM
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| 180; Continued From page 2 11180 i
| Citation W159] ! 1180.1 '
. 1. The QIDP failed to effectively coordinate and |
+ monitor Resident #1's behavior management. ; See W159.1, W159.2
. 2. The QIDP failed to coordinate services to [180.2
! ensure the protocol identified in Resident #1's :
: B3P descmbeq the dimensions of the cloths he i Sea W159.2
: was 0 be provided ta suck. !
' ? 1180.3

£ 3, [Cross refer to Federal Deficiency Report -

| Citation W120}. The QIDP failed to ensure that Sea W 120

| outside services met Resident #3's active

' treatment needs.

4. Th - | 1180.4

. 4, The QIDP failed to ensure that each employee ||

' was provided with initial and continuing training |

- that enabled the emplayee to perform his or her See W189.2, W133

- duties effectively, efficiently, and competently.
(See Federal Deficlency Report - Citation W189

i and W193)

(180.5

' 5 The QIDP failed ta ensure that regidents
received continuous active treatment, consisting | See W249.1
' of needed interventions and services. (See !
' Federal Deficiency Report - Cltations W249) |

1206 3509.6 PERSONNEL POLICIES 1206

. Each employee, prior to emplayment and

- annually thereafter, shail provide a physician * s

- gertification that & heaith inventory has been

. performed and that the employee ' s health status
: would allow him or her to perform the required

i duties.

| This Statute is not met as evidenced by:
' Based on staff interview and record review, the

Health Reguiation Adminigtration i
STATE FORM 8209 chGa11 if continugtion sheet 2 of 14
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1206 Continued From page 3 , | 206 1206 L 4/28/11
! Group Home for Persons with Inteflectual o ) ) bl
* Disabiliies (GHPID) failed to ensure an annual Innovative Life Solutions will !
 health certificate was provided for three (3) of ensure an annual health o
. fifteen staff and four (4) of thirteen consultants certificate is provided for all staff :
; contracted to provide professional services. working within the facility. Two :
; (Staff #1, #2, and #3 and Consultants #1, #2, #3, weeks prior to the expiration of |
rand #4) |
: the staff member's health [
' The finding includes: certificate, the administrative ;
! staff will notify the QIDP of the
LOn Aprilt 28, 2011, at approximately 4:45 p.m., i upcoming expiration of the staff .
 review of the facility's records revealed there ! member's health certificate. One .
: were no current heatth certificates on file for week prior to the expiration of
' facility Staff#1, #2, and #3. Continued record P € expiration o !
. review on the same day at 5:00 p.m., revealed no the staff member’s health !
: current health certificates were on file for certificate the administrative i
i Consultants #1, #2, #3, and #4. At 5:20 p.m., the staff will submit a second notice .
. administrative office was nofified of the finding. to the QIDP and will also notify |
: On April 29, 2011 at 4:45 pm_, the administrator the Human Resources Manager I
; acknowledged that current health certificates The staff ber will be tak o
; were not available for the aforementioned ‘ € stalt mem er wii be taren i
' individuals. | off of the schedule if the heaith I|
; certificate expires and will be j
i 222j 3510.2 STAFF TRAINING | 222 unable to return to work until an i
; accurate health certificate is |
- There shall be continuaus, ongoing in-service obtained. |
- training programs scheduled for all personnel. i
i This Statute is not met as evidenced by: :
i Based on observation, staff inferview and record
, review, the GHPID failed to ensure each staff was!
t provided continuing training that enabied them to
- perform thelr duties effectively, efficiently and
- competently for three of three residents residing |
"in the GHPID. {Residents #1, #2, and #3) :
i .
* The findings include: 1222.1 :
[Cross refer to federal deficiency report - Citation | See W193
. W183]. The GHPID failed to ensure gach staff |
Heatth Regulatlon Administratlon Pt
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1 222" Continued From page 4 1222
* was effectively trained on strategies to manage
’ Resident #1's behaviors.
B ! 2. [Cross refer to federal deficiency report - [222.2
' Citation W455]. The GHPID failed to ensure that H
| each staff was effectively trained on infection See W189.1 3
' control measures to manage Resident #1's cioth h
i sucking behavior. '
+ 3. [Cross refer to federal deficiency report - 1222.3
. Citation W252]. The GHPID failed to ensure staff :
“were frained to document Resident #1, #2, and See W252.1 7
- #3's program plan objectives in measurable ,
- terms.
: ‘ ‘
I 281 3512,2 RECORDKEEPING: GENERAL } 261 1261 to| 4/28/11

' PROVISIONS

i Each record shall be kept in a centralized file and
I made available at all limes for inspection and

i review by personnel of authorized regulatory

| agencies.

! This Statute is not met as evidenced by:

~ Based con interview and record review, the Group !
' Home for Persons with inteflectual Disability i
i (GHPID) failed to ensure that each record was |
| keptin a centralized file and made available at all |
" imes for inspection and review by parsonnel of

I authorized regulstory agencies for one of three

i residents in the sample.(Resident #2)

The finding includes;

" Record review on April 27, 2011, at8:21 p.m.,
' revealed the nursing assessments for the first
" and second quarters were not on file for Resident
i #2. i

inter\new with the administrator revealed thal

innovative Life Solutions will
ensure that each record is kept
in a centralized file and made
available at all times for
inspection and review by
personnel of authorized
regulatory agencies for all of the
individuals. The record
information will be made
available for personnel of
authotized regulatory agencies
when requested,
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: l Record reviews revealed the following BSPs were

' Each GHMRP shall maintain for sach authorized :
- agency " s inspection, at any time, the following
administrative records:

: (&) Signed agreements or contracts for ;
professional services;

i This Statute is not met as evidenced by, |
: Based on interview and record review, the Group |
i Home for Persons with Inteliectual Disablﬁtles i
| (GHPID) failed to have on file for review, a written!
: agreement or contract, for one of fifteen i
" professionals providing services for three of three
tesidents in the sample. (Residents #1, #2, and |
#3)

The finding inciudes:

' interview with the qualified intellectual disability
| professional (QIPD) during the entrance

i conference on April 27, 2011, at 10:02 a.m.,

( revealed that 5/5 residents in the facility have

; hehavior support plans (BSPs) being monitored
I by the behavior specialist. On April 28, 2011, at
! approximately 4:40 p.m., the agency's

" administrator revealed that the licensed

: psychologist provides oversight to the licensed
* behavior specialist who conducts assessment

. and treatreni services for the residents,

i however, rarely needs to visit the facility.

i being implemented:

AND PLAN OF CORRECTION . COMPUETED
IDENTIFIGATION NUMBER: - | suioma ;
i 18 winG :
HFDO3-0206 | 04/29/2011
NAMEZ OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE |
7416 BLAIR ROAD, NW
INNOVATIVE LIFE SOULTIONS, INC WASH"#ITON. DG 20012
x40 SUMMARY STATEMENT OF DEFICIENCIES i o PROVIDER'S PLAN DF CORRECTION A sy
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) i
|
1261 Continued From page § I 261 |
- some of the clients’ records had been purged and
; transferred to the main pffice for storage. At the |
. time of the survey exit, the nursing quarterly ;
. review were not provided as required. '
1274 a/28/11
1274 3513.1(e) ADMINISTRATIVE RECORDS 1274

Innovative Life Solutions will
ensure that written agreements
and/or contracts for
professionals providing Services
are on file for review, The
contract and agreement for
psychological services has been
ohbtained and is presently
maintained in the personnel
record.
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PREFIX
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LD BE
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A licensure survey was conducted from Apri| 27,

2011, through Aprit 29, 2011. A random sample
of three residents was selected from a residential
population of five males with mental retard?jion
and ather disabilities. The survey findings were
based on observations in the group home and at ;
three day programs, interviews and a review of |
records, including unusual incident réporns. |

|
3504.1 HOUSEKEEPING i
- o
The interior and exterior of each GHMRP shgll be
maintained in a safe, clean, orderly, attractivg,
and sanitary manner and be free of ;
accumulations of dirt, rubbish, and objectionable

odors. :

|

This Statute is not met as evidenced by: J ;
- Based on observation and interview, the Group
Haome for Persons with Inteileciual Disabilityl_

(GHPID) 1363 16 ensure the environment was |

+ maintained in a safe, ciean and orderly manner to

- meet the needs of five of five residents in the
facility. {Residents #1, #2, #3, #4, and #5) |

The findings include: i

. |
During the environmental walk-through on Abril

28, 2011, at approximately 5:02 p.m., the

' surveyor was accompanied by the admimsirator
and the qualified inteilectual disability professional
{QIDP} to conduct observations. The fGHowirlg

! congerns were identified: |

' 1. The gutters installed at the front of the house
- were not secured fightly on both the right and Ieft
ends. '

000 - e s mrr—————
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COMPLETE
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1274 Continued From page 6

& On April 28, 2011, at 9:30 a.m. - Resident #2's
' BSP dated Apnl 13, 2011 !
. b. On April 29, 2011 at 10:32 a.m. - Resident
' #38's dated April 13, 2011 :
¢, On April 27, 2011 at 2:35 p.m. Resudent #1's
BSP dated April 12, 2011

Continued review of the BSPs of Residents #1, |
#2, and #3 revealed they were signed by botha
- behavior specialist and the licensed psychoiogist. !

i On April 28, 2011, at 4:20 p.m,, review of the

. personnel records of health care professionals
however, revealed no file was available for the

. psychologist, Additionally, no agreement ar
contract for the oversight of the psychological
services was provided for review prior to the

© survey exit. '

1376 3549.10 EMERGENCIES

In addition to the reporting requirement in 35185,
each GHMRP shall notify the Department of 1
Health, Health Facilities Division of any other ;
" unusual incident or event which substantially

. interferes with a resident ' s health, welfare, living .
arrangement, well being or in any other way "
places the resident at risk. Such notification shall
be made by telephone immediately and shall be ;
- followed up by writien netification within

" twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by:
Based on interview and raview of incident reports
 the group home for parsons with intellectual

* disability (GHPID) failed fo notify the Department
i of Health (DOH), Health Regulation and

1274

1379

379

The Incident Manager attended
an in-service provided by The
Department of Health and
Developmental Disability
Services on May 20, 2011 that
addressed incident management
and reporting requirements. The
Incident Manager will continue
to receive in-service trainings
provided by regulatory agencies
1o ensurée reporting compliance.

L LS04

|
i
|
|

Health Regulahon Administration
STATE FORM

.0

chGQtt

If conlinuption sheet T of 14




JUN/U1/2011/5AT 1131 AM : FAY No. 3012704754 P.‘Uﬂl[]
: PRINTE B: 08/17i2014

_ o FORN APPROVED
Health Requlation Administration ; j
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/GLIA 1ON (¥2) D,LTE $URVEY
AND PLAN OF CORREGTION {DENTIFICATION NUMBER: {X2) MULTIPLE CONSTRUC chMF' {ETED
‘ A BUILDING ‘
‘ B. WING ‘
HFD{3-0206 i 04/29/2011
NAME QF PROVIDER OR SUPPUIER STREET ﬂ,'iDRESS' CITY, STATE, Zif CODE !
7416 BLAIR ROAD, NW
INNOVA !
TIVE LIFE SOULTIONS, ING WASHIN‘STON, 0e 20012 ‘
o4y o ! SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION - o {x5)
PREFIX ’ (EACH DEFICIENCY MUST BE PRECEDED BY FLILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | compLete
TAG i REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
: DEFICIENCY) |
] . ]
1 379 Continued From page 7 [ 1379

Licensing Administration (HRLA) of an unusuai
1 incident or event which substantially interfered
: with the resident's health, welfare, living

| arrangements, well-being or in any other way :
' places the resident at risk, by telephpne i
! immediately and followed up by writen

1 notification within twenty-four (24) hours or the

| next work day for one of the five residents in the |
; GHPID (Resident #1).

. Review of the facility's incident reparts on April

i
|
; |
. The finding includes: :
' |
1 27, 2011, beginning at 10:05 a.m., revealed that ,

1

on January 27, 2011, at 4:05 a.m., Resident #1 !
: altempted 0 use the bathroom that was having | I

repairs. His foot went through the floor, causing a ! Co
i hole in the floor and minor scratches on his right [
“leg. First aid was administered and the bathroom
was observed to prevent further injuries.

" The review of a nursing progress note dated
- January 27, 2011, at 11:07 a.m., revealed
- Resident #1 was evaluated after the fall and
- determined to have skin abrasions on right shin,
right knee and outer Iower side of fool. A ! ,
telephone physician's prder dated January 27, ! .
2011, revealed "Skin abrasion to right shin, right | :
knee and outer side of foot. Cleanse daily with | |
soap and water and apply Bacitracin ointment :
until healed.” i

)

;

I ,

! Y
| :

|

f

¢ Interview with the administrator on April 29, 2011, :
at 4:40 p.m., indicated that the January 27, 2011, '
; incident had been reported as a skin tear,

. however, DOH was notified. He further
acknowledged that staff had been interviewed by
the agency’s incident managemaent coordinator

. and had provided detailed written statements on
- how the incident occurred. According to the

Health Regulation Administration

i
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Each GHMRP shall have availabie qualified

~ professional staff to carry out and monitor

- necessary professional interventions, in
accordance with the goals and objectives of every
individual habilitation plan, as determined to be
necessary by the interdisciplinary team. The
professional services may include, but not be
iimited 1o, those services provided by individuals
- trained, qualified, and licensed as required by

. District of Columbia law in the following

: disciplines or areas of services:

(e} Nursing;

' This Statule is not met as evidenced by:

. Based on observation, interview, and record
review, the GHPID faiied to have available
qualified professional staff to carry out and
muonitor necessary professlonal interventions, in
. accordance with the goais and objectives of every
! individual habifitation plan, as determined to be

- necessary by the interdisciplinary team. The

| professional gervices may include, but not be
 limited to, those services provided by individuals
| trained, qualified, and iicensed as required by

i District of Columhbia law in the following

| disciplines or areas of services:

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA ' {X3) DATE éuavev
AND PLAN OF CORRECTION ) IDENTIFICATION NUMBER: (X2) MULTIPLE CONSTRUCTION CéMF' ETED
A. BULDING !
8. WING ;
HFD03-0208 04/§9/2011
NAME OF PROVIDER OR SUPPLIER STREET AI%DRESS, LITY, STATE, ZIP CODE :
INNOVATIVE LIFE SOULTIONS, INC J:;gj',;,g‘?&"g@ gggu
Xa o | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x3)
PREFLX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX, (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE | DATE
; i DEFICIENCY)
I 379 Continued From page 8 1379 ‘
" administrator, the floor was being replaced in the .
« bathroom and the door should have been i
i secured. i
* Although further investigation revealed that the
- incident was verbally reported to DOH, there was
: no evidence that the written Incident report was
; provided,
1 395; 3520.2(e} PROFESSION SERVICES: GENERAL ¢ 1395
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! 395; Cantinued Frorn page 9
| .

. Nursing:
The findings include;

- 1. [Cross refer to federal deficiency report -

; Citations W365, 369, and 381] The GHPID failed
to ensure that medication was administered ag
prescribed and documented, for three of three

: residents in the sample. (Residents #1, #2; and
#3). :

| 2. The GHPID failed to ensure that the primary
licensed practical nurse {LPN) was licensed to
practice in the District of Columbia, as evidenced
below:

. On April 27, 2011, at 8:40 a.m., Nurse #1
 indicated that she was preparing to administer the
; morning medication to the residents. Further

- discussion with the nursé revealed that she was

. the GHPID's primary LPN and that she had been

- employed by the agency for approximately two
rmonths, :

Further discussion with the administrator on Aptil
(28, 2011, at approximately 430 p.m., confimed
that the primary LPN had been employed by the

i agency for approximately two months. '

. Observation of the medication administration on
Aprit 27, 2011, from 8:46 a.m., to 9:40 a.m.,

- revealed several medication errors. During

. interview with the LPN after the medication

. administration, the LPN acknowiedged the errors.

- On April 28, 2011, at approximately 3:30 p.m.,

; record review revealed the LPN was licensed to

'+ practice in Virginia and had "Multi-State

i Privilege." The LPN was infarmed that follow-up

; would be conducted to determine if the multi-state

f
DEFICIENCY) 3
I
1

1395.1

See W365, w365 and W3B1

[395.2 i

See W104.2

Health Regulation Administration

STATE FORM

1

wnlelwghl If aonti{'luaﬁrl\ sheel 100 14

i




JUB/A11/72001/84T 11:37 AN FAX No. 3012704704 P. 043
PRINTED: 06/17/2014
) o FORM APPROVED
Health Requiation Administration ; !
STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIERICL (X3) DATE SURVEY
AND PLAN OF CORRECTIDN &0 IDENTIFICATION NUMBERH:\ (X3 MULTIPLE CONSTRUCTION )Cé{MPl:i,ETED
A, BUILDING __
B. WING :
HFD03-0206 D4/$9/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE ;
INNOVATIVE LIFE SOULTIONS, INC WaSAIR ROAD. MW
B {X4] ID SUMMARY STATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAN OF CORRECTION (X85)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CDRRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFIGIENGY)
1395 Continued From page 10 1 385
. license was valid in the District of Columbia, and
: that she would be nofified accordingly.

(The surveynrs’ Pust-Exit consultation with the

D:rector of the DC Board of Nursing on May 2,

© 2011, revealed that the aforementioned nursing

license was not valid in the District of Columbia.) .

1
1410, 3620 11 PROFESSION SERVICES: GENERAL | (410 1410 | 6151

| PROVISIONS

f
. Each GHMRP shall ensure that when another
| agency assumes responsibility for services to a

i resident, a summary of the appropriate record is
! forwarded to that agency.

' This Statute is not met as evidenced by:
Based on abservation, interview and record
- review the GHPID failed to ensure that the day
i program forwarded clients medication ‘
. administration records (MAR) back to the group
; home for ane of three clients in the sample.
! (Client #2)

' The finding includes:

i Interview with the LPN on April 27, 2011, at

: approximately 10:40 a.m., revealed the day

' program revealed that Resident #2 is prescribed
. to receive medications for behavior at his day
 program.

Dn April 27, 2011, at approximately 10: 50 am,

E review of the current physician's orders dated
Aprll 1, 2011, revealed Client #2 was prescribed
lTIEd!CEItIOHS to be given at 2:00 p.m.

Observatlon on April 28, 2011, at 1:22 p.m.,
' revealed Resident #2 was administered Ativan 1
1 mg, Chlorpromazine 75 mg, and Mydroxyzine 75

The QIDPF will schedule a case
conference with the Day
Program Nursing professionals
to ensure that the MAR's are
returned to the residential
facility upon completion. I
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 mg at his day program. interview with the day
- program License Practical Nurse (LPN) at

! approximately 1:30 p.m., revealed the client's
medications and orders were forwarded from the |
group home. :

Review of the medical records on April 27, 2011,

- beginning at 2:30 p.m., revealed that no monthly
MARs were on file at the home to verify the

- administration of the cilent's 2:00 p.m. weekday

medications at his day program.

| Interview with the LPN on April 28, 2011, at

; approximately 3:30 p.m., revealed the day

: program did not return any of the residents

i MAR's, At the time of the survey, there was no

evidence the GHPID ensured appropriate records

" were provided by the day program, who was

* delegated the responsibility of administering the
glient 2:00 p.m. medications on Manday through

. Friday.

I 420; 35211 HABILITATION AND TRAINING i

Each GHMRP shall provide habilitation and
training to its residents to enable them to acquire
and maintain those life skills needed to cope
more effectively with the demands of their

~ environments and to achieve their optimum levels
. of physical, mental and social functioning.

" This Statute is not met as avidenced by:

. Based on observation, interview and record
reviaw, the GMPID failed to evidence each

i resident was provided with hahilitation and
training to enable them to cope more effectively
with the demands of their environments and o

i achieve their optimum levels of physical, mental :

* and social functioning for three of three residents |
i in the sample. (Residents #1, #2, and #3)

410 [

420
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; The findings include:
!

‘1. [Cross refer tp Federal Deficiency Report
-W242 ] The GHPID failed fo train all residents in
" personal skills {communication} essential for

- independence, for Resident #1.

2 [Cross refer to Federal Deficiency Report
-W249 } The GHPID failed to ensure continuous
: actlve treatment was implemented in accordance
| | with the interdisciplinary team (IDT)

5 recommendations, for Residents #2, and #3.

! 3. [Cross refer to Federal Deficiency Report

i -WW252 ], The GHPID failed o ensure consistent

. documentation of documentation of progress on

. the individual program plan for Residents #2 and
- #3.

1500 3523.1 RESIDENT'S RIGHTS
|

! Each GHMRP residence director shall ensure

i that the rights of residents are observed and
. protected in accordance with D.C. Law 2-137, this
i chapter, and other applicable District and federal
Iaws

" This Statute is not met as evidenced by:

" Based on observations, interviews and record

. review, the Group Home for Persons with

! Intellectual Disabilities (GHPID) failed to observe

! and protect residents’ rights in accordance with

' Title 7, Chapter 13 of the D.C. Code (formerly

. called D.C. Law 2-137, D.C. Code, Title 6,
Chapter 18) and other District laws that govemn

i the care and rights of persons with mental

i retardation, for five of five residents in the facility.

: {Residents #7, #2, #3, #4, and#5)

1420

1420.1
See W242

1420.2

Sea W240.1

1420.3

See W252.1

| 500
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§
i The findings include:
| 1500.1

] .

' 1. [See Federal Deficiency Report - Citation

- W369] - The facility failed to ensure that See W365 i
medications were administered without error, for

| three of the five residents in the facility (Residents

I 2 {See Federal Deficiency Report - Citation 1500.2

' W262] - The facility fajted to ensure that soe W62
! restrictive measures had been reviewed and
i approved by the Human Rights Gommittes

i (HRC), for Residents #2 and #3).

' 1500.3

! 2 1See Federai Deficiency R eport - Citation
| W263] - The facility's specially-constituted See W263
committee (Human Rights Cormmittee) failed to |
ensure that restrictive programs were used only : |
- with written consent, for Resident #2. :
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