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A recertification survey was conducted on a of
Seplember 21, 2010, through Seplember 23, 0\519'\ 9\,““ ’3\0““ 1
2010. The survey was initiated utilizing the \—,1\'\\"-‘“ o?“ \\\5‘%“_00 ;
fundamental process: however, due to concems “e\“ .P&\N‘E‘\Q\\ P&‘?@,,’l‘_\
in the area of incident reporting. the process was GO“E?& 03" G\)\}G\ﬁg‘ S Q*q, !
axtended {o review the facility's level of \,1%“3@.?‘“ 10!\‘0' | 0 ‘
compliance in the Conditions of Participation \\?—%ﬁﬁ“ﬁﬁ“@ ) Y-
(CoP) for Client Protections and Health Cars 2B¥ W \
Services.
A random sampig of three clients was selected
from a population of six females with various
levels of mental retardation and disabilitles.
The findings of the survey were basad on |
observations at the group home and three day :
programs, interviews with clients and staff. and ;
the review of clinical and administrative records, ;
including incidentiinvestigation reparts. o :
W 111 433.410(c){1) CUENT RECORDS Wi1tt w11l 10/23/10
ItS Program Director provided o
The facility must develop and maintain a trainingwith the LPNp
recordkeening system that documents the client's -g
health care, active treatment, soclal information, Coordinator and LPNs
and protection of the client's rights. responsible for passing
medications on the Medication
e nd
This STANDARD is not met as evidenced by :dmw:strat:?n lp ‘:.Icy an
Based on obsetvation, interview and record rocedures, Including
review. the facility failed to ensure treatment documentation and maintaining
tecords were accurately maintained for two of six medical records on 10/21/10. RN
clients residing in the facility. (Cients #3 and #5) Supervisor will continue to
The findings include: 'pl’O\:l’ldE quarterly medrcal record
: audits to prevent any further
1. The facility failed to ensure each client's deficiency in this area.
medication administration record (MAR) was
agcurately maintained, as evidenced below:
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other safeguards provide sufficient protectiph to the patwals.
following the date of survey whether or not a ptan of corraction is pravided.
days foliowing the date thess doctments are made avaifable 1 the fachity.
pragram participation. '
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a. Observation of the medication administration
on September 21, 2010, at 8456 a.m., revealed

Client #3 received Klonopin 2 mg. Thercbec Plus.
Seroquel 300 mg, Cogentin 2 mg, Topamax 100
mg, Depakote DR 500 mg, Calcium 600/D400
and artificial tear drops. Review of tha MAR on
September 21, 2010 at 9:35 a.m., revealed that
the client was lo raceive Bactrim DC, however,
the ¢lient did not raceive the Bactrim,

Review of Glient #3's physician orders (POS)
dated September 2010, after the medication
administration, revealed an order for Bactrim DC,
one tablet, twice a day for 10 days, for cellulitis of
right defloid. Further review of the MAR indicated
that the client began receiving the medication on
the morning of September 1, 2010 through
September 21, 2010 (totaling 21 doses).
interview witlt the medication nurse indicated that
the documentation was an oversight,

b. Reconciliation of Client #5's medication with
the POS and MARS on September 21, 2010, at
9:30 a.m,, revealed that Fluticasone 50 mcg
nasal spray, one o two sprays. twice a day was
prescribed for one week. Further review of the
MARSs revealed the medication had been signed
off as given on Seplember 21, 2010, however,
was not administered. Conlinued review of the
MARs also revealed that the nasal spray began
on September €, 2010, (in the morning) and
ended on September 21, 2010.

. Observation during the medication
administration on Sepltember 21, 201¢, at 8:20
a.m.. revealed Client #5 punching TriamyHCTZ
37.5 mg lablet from a bubble package, with
assistance from the medication nurse.
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Reconcifiation of Clent #5's medication
observation with the POS and MARz on
Septamber 21. 2010, at 9:30 a.m.. revealed that
TmUHCTZ 37.5 mg tablet was prescribed on
September 1, 2010. According to the September
2010 MARs, the TrimtHCTZ 37.5 my tablet was
fiot signed by the medicatian nurse for the entire
month of September 2010. interview with the
medication nurse indicated that it was an
oversight. She further indicated that all
medications adrministered should be signed by
the licensed personne! who administers them.
483.420(a)(2) PROTECTION OF CLIENTS
RIGHTS

The facility must ensure the rights of all clients.
Therefore the facitity must inform each client.
parent (if the client is a minor), or legal guarditar,
of the client's medical condition, developmental
and behavioral status, attendant risks of
treatment, and of the right to refuse reatment.

This STANDARD is not met as evidenced by:
Based on inteeview and record review, the facitity
failed to ensure the rights of each client andfor
their lagai guardian to be informed of the client's
medicat condition, developmental and behavioral
status, attendant risks of freatment, and the right
to refuse treatment, for two of tha three clients
inciuded in the sampla, (Clients #1 and i3

The findings include

1. Observations during the medication
administration. on September 21, 2010, at 8:52
a.m., revealed that Client #1 received
Fluvoxamine 50 mg (Luvox). Interview with the

W 111

W 124

wiz4

Due to ILS dIfficulty in getting
client #3 family/guardian to
cooperate with maintaining
compliance with policies and
procedures, documentation was
submitted to the District Court
for client #3 to have a court
appointed guardian, ILS is
currently awaiting court
response. Due to ILS difficulty
getting client #1 family/guardian
to cooperate with maintaining
compliance with policies and
procedures, a case conference _
was initiated to discuss the need
for client #1 to have a court
appointed guardian, however
according to the DDS Service
Coordinator, client #1 does not
qualify for a court-appointed
guardian since she has available
family involvement.

10/23/10
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Licensed Practical Nurse (LPN) after the . indivi'c.i-ﬁgls, a signed consent will 10/23/10
medication administration indicated that the client be obtained for all prescribed o
recaived the medication for her maladaptive : . dicat]
behaviors. _psychotropic medications.

Review of the client's current physician orders
(POs) dated September 2010, on September 21,
2010, al approximately 3.35 p.m., confirmed the
aforementioned medication. Further review of the
POs revealed an initial order date of February 8.
2010 for the Luvox 50 mg.

Review of Client #1's Psychological Assessment
dated June 13, 2010. on September 22, 2010, at
approximately 11:01 a.m.. revealed that the client
was not competent to make decisions regarding
her health, safety, tinancial or residential
placement. Further review of the client's record
failed to provide evidence that informed consent .
had been obtained for the use of the medications.

The facility falied to provide evidence that the
patential risks involved in using this medication.
or her right to refuse treatment had been
explained to the client and/or her family member
untit after the medication was prescribed then

2. The facility failed to provide evidence that
informed consent was obtained from Client #3's
family member for psychetropic medications as

Observations during the medication
adrninisiration, on September 21, 2010, 5t 848
a.m., reveated that Client #3 received Kionopin 2
mg. Seroquel 300 mg, Cogentin 2 mg, and
Depakote DR 500 mg. interview with the

Prograrn Director provided
training with the QMRP, House
Manager, and LPN Coordinator
on 10/18/10 on ILS Policy and
Procedures for obtaining
consent for the use of
psychotropic medications. Risks
and benefits of each medication
and the right to refuse treatment
will be discussed with the
individual and their legal
guardian. ILS will obtain consent
following medication changes
made by the preseribing
psychiatrist or at least annually
during the scheduled ISP to
ensuré consents are maintained
in the future.
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W 124 Continued From page 4

Licensed Practical Nurse (LPN) after the
medication administration indicated that the client
raceived the aforementioned medication for
anxiety and maladaptive behaviors

Review of the client's current physician orders
dated September 2010, on September 21, 2010,
at approximately 10:50 a.m., confirmed the
aforementioned medications. In addition, the
clignt was ordered Haloperidol injection, 50 mg
every seven days for combative aggressive
behavior.

Review of Client #3's Psychological Assessment
dated July 24. 2009, on September 21. 2010, at
approximately 3:00 p.m., revealed that the client
was not competent to make decisions regarding
her health, safety, financial or residential
placement, Further review of the client's record
faitad to provide svidence that informed consent
had bsen ohtained for the use of ihe medications.

The faciiity failed to provide evidence that the
potential risks involved in using this medication,
or her right to refuse traatment had been
explained to the client andor her family mamber,
prior to the implementation of the psychotropic
medication.

W 159 483.430(a) QUALIFIED MENTAL
RETARDATION FROFESSIONAL

Each client's active treatment program raust be
integrated, coordinated and monitored by a
qualified mental retardation professicnal

This STANDARD is not met as evidenced by:
Based on observation. interview, and record
review. the facility failed to ensure that each

W t24

W 159 w159
For client #1, according to

10/23/10

Ophthalmology visit on August

25, 2008, “Prescription for
glasses given if patient is

interested in having glasses.”

FORM CHS-2567(07-08) Previcas Versions Obsolele Evient D QX101

Facey 1D J9GT86 It continuation sheet Page 5 of 22

A —




PRINTED: 1011912010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDERISUBPLIERIGLIA %21 MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IENTIFICATION NUMDER COMPLETED
A BUILDING
09G188 8 WING 09/23/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZIP CODE
E LIFE SOLUTIONS, INC 3259 '0° 5T, 3€
INNOVATIVE LIFE SOLUTIONS, WASHINGTON, DG 20020
“ SUMMARY STATEMENT OF DEFICIENGIES PROVDER'S PLAN OF CORRECTION ey
;’é‘g.:& (EACH g&mc: ENCY MUST BE mtfcanso B8Y FULL mﬁ.x {EACH CORRECTIVE ACTION SHOULD BE cmﬂf’gm
TAG REGULATORY OR LSC IDENTIFYING HIFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oA
DEFKIENCY)
W 159 Continued From pege 5 w158  According to-Ophthaimology visit 10 /'23 /10
client's active treatment program was integrated, on June 29, 2010. “Vision/
coordinated and monitored by the qualified Ocular health good.” LPN
mental retlardation pf0f855i0ﬂ3| (QMRP). for two Coordinator w|“ foﬂow up with
of three clients in the sample. {Clients #1 and #3; Ophthalmologist to determine
The findings include: need for continued use of
glasses for client #1, For client
1. The QMRP tailed to ensure that each written #3, LPN Coordinator scheduled
training program designed to impltement the ; for 12/06/2010
objactives in the individual program plan (PP} ?n agp;' ;:t:nenl‘t) / /e t
includec a data collection syslem directly related or phinaimology a.'sse'ssm n
to the outcome of the objective for Client #1. to abtain new prescription for
[See W237] glasses. Once new glasses are
2 The QMRP faiked t dinat cas | received for client #3 and if
. The ailed to coordinate servicas lo i
ensure that Clients #1 and #3's eye glasses were deerped nacessary fqr clh'ent #,
available, and that strategies were developed and hursing anc! tlhe QMRP will
imptemented to encourage them to wear them. provide training with staff on
[See W435] clients Health Maintenance Care

Each written training program designed to
implement the objectives in the individual
prograrn gizn must specify the type of dala and
frequency of data collection necessary to be able
to assess progress toward the desired objectives.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
teview. the facility failed o ensure that each
written training program designed to implement
the objectives in the individua! program plan (IPP)
included a data collection system directly related
to the outcome of the objective, for one of three
clients in the sample. (Client #1)

The finding includes:

appropriate documentation of
encouragement and/or
individual's refusal to wear
glasses. Interdisciplinary team,
including primary care physician
and ophthalmalogist, for clients
#1 and #3 will discuss possible
alternatives for impaired vision
due to client’s consistent refusal
to wear glasses. During quarterly
review, RN will document the
status of adaptive equipment
and ensure its appropriate yse
and function.
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On Septamber 21, 2010, at approximately 6:37
p.m., Client #1 was observed looking at the pages
ina book.

On Seplember 21, 2010, at 6:40 p.m.. interview
with direct care siaff {DCS) revealed they
sometimes ok Client #1 to get books from the
libracy to read, with staff assistance. '

Record review on September 23, 2010, at 11:30
a.m., revealed an objective which stated, "Given
physical assistance, [the cliert] will go to the
library, select a Spanish tape, magazine or book
of her choicefwatch, read (with assistarice) for 30
mirtules, at 75% of trials for six consecutive
months." Review of the data collection sheet on
September 23, 2010, at 12:12 p.m., revealed the
staff failed to document the number of minutes
that the client watched a tape or read a book
when she went to the library.

Interview with the Qualified Mental Retardation
Professional (QMRP) on September 23,2010 at
12:10 p.m.. indicated that the client had not been
able to accomplish the objective. The QMRP
acknowledged during further discussion that the
program dala collection system was not designed
to monitor the objective.

W 262 483.440(f)(3)(i) PROGRAM MONITORING &
CHANGE

The committee should review, approve. and
monitor individual programs designed to manage
inappropriate behavior and othar programs that,
in the opinion of the committee, involve risks to
client protection and rights.

This STANDARD is not met as evidenced Dy:
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W 237 Continued From page 6 W 237 w237

for all ciients, the Skill

Acquisition Sheet will be

modified to indicate client’s
progress on each task listed for

all objectives. Client’s refusal will
be clearly indicated for each

task. Program Director provided
training with the QMRP on
10/18/10 on developing,
implementing and evaluating ..
Individual program plan goals. +
QMRP provided training with

staff on proper documentation

for data collection of client’s PP
progress on 9/30/10. As a part of
Quality Assurance, QMRP wili
monitor staff documentation
monthly and indicate review of
data in monthly QMRP notes.

W 262

- 16/23/10
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Based on obsarvation. interview and record
verification, the facility failed to ensure that
restrictive measures had besn approved by the
Human Rights Commitiee {HRC), for three of
three clients in the sample. (Clients #1 #2. and
#3)

The findings include:

1. Observations during the medication
administration, on September 21 2010, at 8:52
a.m., revealed that Client #1 received Luvox 50
myg. Interview with the Licensed Practical Nurse
{LPN} after the medication administration,
indicated that the client received the medication
for maladaptive behaviars,

Interview with the qualified mental relardation
_professicnal (QMRP) and the .review of Client
#1's record on September 22 2010, at
approximately 11:20 a.m., revealed the client had
a behavior support plan (BSP) lo address her
'argeted behaviors. Further review of the BSP
dated June 2010 confirmed that it addressed her
maladaptive behaviors of property destruction
verbal aggression. making unfounded statement
or false allegations, inappropriate sexual
comments and/or behavior gestures. leaving staif
supervision, agitation, sell-injurious behavior,
haliucinations and thought distortions. The
review of the HRC minutes on September 22,
2010, beginning at 11:37 am., fevealed that the
HRC did not review the psychotropic medications.

2. On September 21, 2010, beginning at 9:45
a.m., during the entrance conference. the QMRP

-indicated that Client #2 had. 8SP and received
psychotropic medications,
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W 262 Continued From page 7 W 262 W262 ‘10 /23/10

The HRC form was updated to
include the review and approval
of current psychotropic
medications on 10/15/2010. HRC
LChair, QMRP, and RN Supervisor
will ensure ail restrictive
measures, including the use of
prescribed psychotropic ‘
medications are approved during :
guarterly HRC meetings, HRC '
Chair will provide temporary
approval for changes in

restrictive controls during the
interim periods. QMRP will
provide guarterly review of
restrictive controls.
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W 262 Continued From page 8

This was verified later that day at 1:17 p.m., while
reviewing Client #2's physician orders dated
September 1, 2010. The POS revealed Rispardal
3 mg and Paxil 20 mg were prescribed. Review
of Client #2's BSP dated Augus! 2010, on

~ September 23, 2010, at approximalely 10:00 a.m.
confirmed the findings. Review of the HRC
minutes on September 22, 2010, beginning at
11:37 a.m., however, revealed that the HRC had
reviswed and approved Client #2's BSP on
August 20, 2010, however did not review andfor
approve the client's psychotroplc medications,

3. Medication observations on September 21,
2010, at 8:46 a.m., revealed Client #3 receiving
Klonopin 2 mg, Seroque! 300 mg, Cogentin 2 mg. .
and Depakole DR 500 mg. interview with the
LPN, after the medication administration indicaled
that the client received the aforementioned
medication for anxisty and maladaptive
behaviors.

Interview with the QMRP on September 22, 2010,
at approximately 14:00 a.m., revealed Client #3
had a BSP to address her targeted behaviors.
Review of the BSP dated July 2010, on
September 22, 2010 at approximately 11:12 a.m .
confirmed that the client had a current BSP to
address her maladaptive behaviors of physicat
and verbal aggression, property destruction,
agitation, etc.

Review of the client's physician orders on
Septermber 21, 2010, beginning at 10:50 a.m.,
revealed the following order: Depakote £R 500
mg. twice a day (BID), Gogentin 2 mg. BID.
Haldol, injection 50 mg orice a week, and
Seroquel 300 mg. TID, and Klonopin 2 mg. TIO.
The LPN confirmed that the client received the

W 282
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following medications.
The review of the HRC minutes on September
22, 2010, beginning at 11:37 a,m.. revealed that
the HRC reviewed and appraved the client's 85P
to inciude the following medications: Depakote
ER 500 mg, twice a day (BID), Cogentin 2 mg.
BID, Haldol 50 mg once a week, and Seroquel
200 mg. TID, and Kionopin 1 mq, TiD. it should
be noted that the client is currently receiving
Seroquel 300 mg, TID and Kloanopin 2 mg TID
The factlity fziled to review and approve the
client’s current psychotropic medicatians as
prescribed.
W 312 483.450(e)2} DRUG USAGE W3i2 w312
Client #1 Behavior Support Plan
Orugs used for control of inappropriate behavior . ;
must be used only as an integral part of the will be updated to include all
client's individual program plan that is directed current psychotropic
specifically towards the reduction of and eventual medications, The Behaviarat
elimination of the behawiors for which the drugs Specialist will ensure ongoin
are ermnployed. P going 16/23/10

This STANDARD s nol met as evidenced by,
Based on observation, interview and racord
review. the facility failed to ensure drugs tsed ic
control inappropriate behavior were used anly as
an intagrai part of the client's individual program
plan that was directed specifically towards the

-reduction of and eventual efimination of the

behaviors for which the drugs are empioyed, for
one of the three clients included in the sample.
(Client #1)

The finding includes'

1. Observations during the medication

updates are reflected in the BSP.
QMRP will review submitted BSP
for accuraey. All prescribed _
medications and BSPs will be
reviewed and approved

quarterly during HRC meeting for -
accuracy.
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administration, on September 21, 2010, at 8:52
a.m., revealed that Client #1 received Seroquel
300 mg. Interview with the Licensed Practical
Nurse (LPN} after the medication administration,
indicated that the client received the medication
for matadaptive behaviors.

On September 22, 2010, at approximately 11:20
a.m., interview with the qualified mentai
retardation professional (QMRP) and the review
of Client #1's record revealed the client had a
behavior suppoert plan (BSP} to address her
fargeted behaviors.

On Sepiember 22, 2010. at approximately 11:32
a.m., review of the BSP dated June 2010
confirmed that it addrassed her maladaptive
behaviors of praperty desiruction, verbal
aggressian, making unfounded statement or false
allegations, inappropriate sexual comments
andfor behavior gestures, leaving staff
supervision, agitation, self-injurious behavior,
hallucinations and thought distortions.

On September 22, 2010, beginning at 11:37 a.m.,
review of the POS dated September 1, 2010,
revealed that Client # 1 was prescribed Seroguel
300 mig , 1 tab by mouth each morming and
Seraquel 400 mg, 3 tabs (1260 mg) daily at
bedtime by mouth. At the fime of the survey, there
was no evidence that the behavior support plan
included the use of the aforementioned
medication,
W 322 483.460{a)(3) PHYSICIAN SERVICES W 322

The facility must provide or obtain preventive and
general medical care.
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This STANDARD is not met as evidenced by:
Based on interview, and record review, the facility
failed to ensure timely preventive health services,
for one of the three clients in the sample. (Chent
#1)

The finding inciudes:

The facility failed to ensure that Client #1 received
prescribed medication limely, as evidenced
balow:

interview with the LPN on September 22, 2010 at
1:10 p.m. revealed the client was evaluated by
the dentist on April 13, 2010, the day after shé
broke her toath. At that time, the dentist
recommended that the client return on May 6.

" 2010 to have a root canal o tooth #12.

Review of Client #1's medical records on
September 23, 2010, at approximately 9'60 a.m.,
reveaied a dental consull dated May 8, 2010. and
that the dentist performed a root canal on tooth
#12.  The dentist prescribed Amoxicillin 500 mg,
20 tabs, 1 tab by mouth twice a day until finished
and aiso Motrin 600 mg, 24 tabs, 1 tab every 6
hours. On Seplember 23, 2010 at 3:43 p.m.,
further discussion with the LPN indicated that
primary care physician (PCP) was notified of the
dentist's findings and approved Client #1 to have
the recommended medications,

The review of the medication administration
record (MAR) on September 23, 2010. at 3:23
p.m.. howaver, ravealed Client #1 did not receive
the first dosage of the antiblotic (Amoxicillin} unti
May 10, 2010, 2t 8:00 p.m.

Prescribed medications will be
received and adminlistered
within 24 hours of Primary Care
Physician approval. ILS Program
Director provided training with
the LPN Coordinator and LPNs
responsible for administering
medications on timely
implementation of physician
recommendations, including
transcribing, ordering, and
administering new or adjusted
medication regimens on
10/21/10. RN Supervisor will
ensure compliance with policy
during quarterly audit,
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w 322@ Continued From page 12
| On September 23, 2010, at 3:57 p.m., the LPN
; acknowiedged that the client did not receive the
| Amoxicillin until 4 days after it was prescribed.
W 3311 483.460(c) NURSING SERVICES

+ The facility must provide clients with nursing
. services in accordance with their needs.

: This STANDARD is not met as evidenced by:
| Based on observation, staff interviews and record
; revisw, the facility failed to provide gach client !
i with nursing services in accordance with their |
; needs, for four of the six clients residing inthe |
| facility, (Clients #1, #3, #4, and #5) :

| The findings include:

1 1. fCross refer to W111). The facility failed to
i ensure treatment records medication

; administration records were accurately

| maintained for Clients #3 and #5.

' 2.{Cross refer to W389]. The facility nursing
| services failed to ensure medications were
; administered without error for Client #4.

! 3. [Cross refer to W322]. The facility nursing
; services failed to ensure that Client #1 received
. prescribed medication timely.
W 356 | 483.460(g)(2) COMPREHENSIVE DENTAL
| TREATMENT

i The facility must ensure comprehensive dental
i treatment services that include dental care

-+ needed for relief of pain and infections, ;
i restoration of teeth, and maintenance of dental
 health.

o i PROVIDER'S PLAN OF CORRECTION L s
PREFIX {EAGH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
W 322!
W 331, w331 October 23, 2010.
| See W111, W322 and W369,
|
i
i
1‘
i
W 3561
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This STANDARD s not met as evidenced by:;
Based on interview and record review. the facitity
failed 1o ensure timely comprehensive services
for the maintenance of dental health, for one of
three clients in the sample. {(Ciient #1)

The finging includes:

Interview with the licensed practical nurse {(LPN)
on September 22, 2010 at 1:10 p.m., revealed the
client was evaluated by the dentst on April 13,
2010, the day after she broke her tooth.

Record review on September 22. 2010 at 5:25
p.m. revealed that on April 12, 2010, upon her
arrival home from the day program, Client #1 told
the nurse that her front tooth fell out. Tha
stalement sent home by the day program stated
that some tooth was left in the gum. The dental
consultation report dated April 13, 2010 stated
client "presented to dentist office with tooth #9
fractured." The dentist recommended that the
client return for a consultation on May 6. 2010 to
have a rool canal treatment on tooth #12

Continued record review on September 23, 2010
at approximately 9:40 a.m., revealed a nursing
progress nole dated April 19, 2010, which
reported that the client had comniained of pain on
that morning. however. had a dental appointment
scheduled.

On September 23, 2010 at 9:50 a.m . review of a
dental consultation report dated May 6, 2010.
revealed the dentist performed a roo! canal on

U taoth#t2.

[t was turther noted that there was no mentioning

Program Director provided 10/23/10 . .

training with the LPN
Coordinator on 10/18/10 on
reviewing consultation reports
upen return from visit to ensure
needs are addressed by
provider. Training will also
include timely follow up and
implementation of physician
recommendations. RN will
provide quarterly QA to ensure
future timely follow up of
physician recommendation.

individual #1 was seen by dentist
on 6/2/10 and tooth #9 crown i
was re-cemented. Prior !

authorization from DC Medicald
pending for partials. B
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of the fractured tooth #9 in the consultation report.

There was however, no further information

provided by the dentist on plan o address the

fractured tooth. i
W 382 483.480(1)(1) DRUG REGIMEN REVIEW W 362 W362

‘ot wibh ¢ . L ILS will establish a pharmacy visit 10/23/10
e o ot rom Ine Interdiscipinary schedule to ensure accessibility

team must raview the drug regimen of each client

at least guarterly. to residential facility and

individual records for drug
This STANDARD i it . . regimen reviews. ILS will ensure
is C is not met as evidenced by: nursi X
Based on inlerview and record review, the faciiity u;s:tgl s;aff a.v alla: :\':tsy durlrtg
failed to ensure that drug regimen reviews were scheduled review. RN Supervisor
conducted at least guarterly for two of thrse wilt ensure compliance with
clients in the sample, (Clients #1 and #3) policy during quarterly audit.

The findings include:

Interview with the licensed practicsf nurse {LPN)
on September 22, 2010 at 3:50 p.m., ravealed the
pharmacist should come to the facility every three
months to conduct reviews of the clients'
medications.

The réview of Clients #1 and #3's racords on
September 22, 2010, beginning at 3:67 p.m.,
revealed no pharmacy reviews were documented
between July 9, 20409 and November 2, 2009.
Further review of the medical records of the
aforementioned clients aiso revealed that no
pharmacy reviews were documented between
February 2, 2010 and June 24, 2010.

Continued discussion with the LPN on Seplember
23, 2010 at 4:44 p.m., acknowledged that the
pharmagist had not reviewed the clients'
medication regimens quarterly as required.
W 369 483.480(k)(2) DRUG ADMINISTRATION W 380
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The system for drug administration must assure
that all drugs, inciuding those that are
self-administered, are administered without etror,

This STANDARD is not met as evidenced by:
Based on observation, client and staff inferviews
and record verffication, the facility's nursing staff
falled to ensure that all drugs were administered
without error, for one of the six cliants residing In
the facility, (Client #4)

The finding Includes:

On Septembar 21, 2010. at 7:25 a.m.. the
surveyor entered the facility. Inkerview with Client
#4 at 7:55 a.m.. revealed thal she had breakfast
and it consisted of cream of wheat, bacon and
toast. Further interview revealed that she had
completed her fingerstick and the reading was 95.

At 8:05 a.m., the licansed practical nurse (LPN)
was observed entering the faciiity. Interview with
the LPN at 8:10 a.m., revealed that she would be
administering the morning medications to the
clignts. At8:12a.m., Client #4 was observed
preparing her medications with physical
assistance from the LPN. The client consumed
Reglan 5 mg. Interview with the madication nurse
indicated that the Reglan was prescribed for
reflux prevention. Review and reconciliation of
the physician orders (POS}) on Seplember 21,
2010, at 9:40 a.m., confirmed that Client #4 was
presciibed Reglan 5 mg, four times a day, before
meals.

Interview with the LPN Coordinator on September
21, 2010, at 9:45 am., revealed that Client #4

Disciplinary action in the form of
a written warning was fssued to
the LPN identified as previously
trained but failing to adhere to
the Medication Administration
Palicy and Procedures. To
prevent future occurrence of
delay in medication
administration, the LPN
responsible for administering
medications will contact the LPN
Coordinator immediately. LPN
Coordinator will ensure
medications are administered on
time. See ailso W111,
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The facility must remove from use drug
containers with wotn. illegible. or missing labels.

This STANDARD is not met as evidenced by:
Based on observation, record review and staff
interview, the facility's nurse failed to remove
medications with no labels from use, for one of
* the six clients residing in the facility. (Client #8)

The finding includes:

During the medication observations on
September 21, 2010, at 8:32 a.m.. the licensed
practical nurse (LPN) removed a blister package
containing pills from a vinyt sleeve. Seconds later,
the LPN administered the medication to Client #8.
The blister package read, "TriSprintec oral
contraceptive.” Further observations ravealed no
evidence of a client's name, dosage or
instructions on the medication blister package.
The package was distributed by the ‘
pharmaceutical company.

Interview with the LPN, after the medication
adminisiration, acknowledgad that the blister
package had no label. However, the medication
belonged to Client #6. Furlher interview revealed
should would call the pharmacist 2nd a new label
waould be dispensed,.

Review of Client #6's physician's orders dated
September 2010, at 9:30 a.m.. revealad an order
for TriSprintec oral confraceptive once a day.

At the time of the survey, there was no evidence
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shoutd have received Regian 5 mg. before meals, _
W 391 483.460(m)(2)il) DRUG LABELING w391 w3l 10/23 /10

Program Director provided
tralning on 10/18/10 with the
LPN Coordinator on checking

" medications received from the
pharmacy for a label indicating
the right client, right medication,
right dose, right schedule and
right amount and compare to
the physiclan order sheets for
accuracy. The LPN Coordinator
will immediately inform the
pharmacist when inaccuracies
are identified. RN Supervisor will
ensure compliance with policy
during quarterly audit.
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comfortable mattress.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
falied to ensure each client in the facility was

the six clients residing in the facillty. (Client #4)
The finding includes;

On September 23, 2010, at 1.29 p.m.. the
residential director (RD) accompanied the
surveyor through the facility to conduct
environmental observations. At 1.42 p.m

of the mattress on Client #4's bed. when it was
fouched.

At approximately 1:44 p.m. on September 23,
acknowledged that the springs were palpable
There was no evidence that the m:tlress on
Client #4's bed would ensure her comfort when

sitting or lying on it. _
W 436 483.470(g)(2) SPACE AND EQUIPMENT

and teach clients to use and to make informed
choices about the use of dentures. eyeglasses,

and other devices identified by the
interdisciplinary team as needed by the client,

The facllity must provide each client with a clean,

provided with 8 comfortable mattress, for one of

multiple palpable springs were felt on the sudface

2010, the RD checked Client #4's matiress and

The facility must furnish, maintain in good repair,

hearing and other communications aids, braces,
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that the facility had removed the unlabeled
medication for use.
W 418 483.470(bj{4)(ii) CLIENT BEDROOMS W 418  W418 10/23/10

Client #4 mattress was replaced
on 10/1/10. House manager will
conduct monthly environmental
checks within the residential
facility and identify issues that
may compromise the coamfort of
all individuals. The issues will be
escalated to the QMRP and/or
Program Director for
intervention when necessary.

W 436
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- This STANDARD is not met as evidenced by.

: Based on observation, staff interview and record
| review, the facility failed to ensure the consistent
i use and maintenance of assistive devices as

i recommended, for two of thres clients in the

i sample. (Clients #1 and #3)

. The findings include:

i 1. The tacility falled to ensure Client #1 had

; eyeglasses as recommended by the

| interdisciplinary team, and received training to
| care for them, as evidenced below:

:Observation of Client#1 at her day program on
| September 21,2010 at 1:59 p.m., revealed her
| standing ciosely to a survival signs chart, which

i the instructor to identify some of the signs.
. in the past, however, no longer wore them.

! Interview with a direct care staff on September
1 22, 2010 at 10:38 a.m., revealed that Client #1
- had eyeglasses in the past, however, she had
i i never seen them. Interview with the qualified

{ that she had never seen the client's glasses.
According to the licensed practical nurse (LPN),
i the client did not like to wear glasses, and had
+ broken them approximately five months prior to
i the survey.

i nursmg progress note dated Aprfl 8, 2010

i Aocordmg to the instructor, she had worn glasses

- mental retardation professional (QMRP) indicated

1 On September 23, 2010, at 9:55 am., a quarterty :

|

i was located at the front of the classroom. During |
| this time, the client required verbal prompts from -

W 4361 wa3le
See W159.

October 23, 2010. |
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W 436 Continued From page 198

them. The individual support plan (ISP} dated

2010. revealed, "Adaptive equipmenl - eye
glasses.”

that the facility had ensured that Client #1's
eyeglasses were available and that strategies

2. Review of Client #3's medical record on
September 21, 2010. beginning at 10:50 a.m.,

with the LPN on September 21, 2010, at
approximately 2:00 p.m., revealed that Rest
Disease is a form of pragressive macular

aay. at approximately 2:30 p.m., revealed an

The consult confirmed the diagnosis and that
unfortunately no treatment exists. However,
vision should be maximized by wearing -
eyeglasses and an annual eye exam.

al 4:30 p.m., indicaled that she had 2 pair of
also reported that she broke the eyeglasses.

sometime ago. intarview with the residential
director (RD) on September 22, 2010, at

not sesn Client #3 with a pair of eyeglasses.

revealed the client had eye glasses and rafused
to wear them. and should be encouraged to wear

June 22. 2010, revealed the client should have

eye glasses. On September 23, 2010 at 10:20
a.m., the physician's orders dated September 1.

At the time of the survey, there was no evidence

wers developed ta encourage her to wear them.

revealed a diagnosis of Best Disease. Inlerview

dysfrophy, located in the center of the retina. at
the back of the aye where there is a concentration
of cone cells. Further record review on the same

ophthalmology consult dated Oclober 15, 2009.

Interview with Cliant #3 on September 21, 2010.

eyeglasses bul does not like to wear them. She

approximately 4:00 p.m., revealed that since she
started working at the facility (July 2010). she had

W 438
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W 438 Continued From page 20
Interview with the QMRP on September 22, 2010,
at approximately 4:30 p.m.. revealed that the
client broke her eyeglasses about four months
ago.

Review of Client #3's individual program pian
(IPP} dated July 24, 2010, on Seplember 22,
2010, at approximately 12:41 p.m.. revealed no
evidence of a training program to teach Client #3
to tolerate her eyeglasses or make an infarmed
choice on wearing them.

W 441 483.470(i)(1} EVACUATION DRILLS

The facliity must hold evacuation drills under
varied conditions.

This STANDARD s not met as evidenced by:
Based on the interview and review of the fire drill
records, the facility failed to conduct fire drills
under varied conditions. for six of six clients
residing in the facility. (Clients #1, #2, #3, #4. #5,
and #6)

The finding includes:

On Septembar 21, 2010, at 10:12 a.m., review of
the facility's fire drill records revealed that most of
the fire drilis were conducted utilizing the fronit
and back door exits. Interview with the residential
director (RD) on the same day at approximately
11:06 a.m., revealed that the facility had at least
four method of egress (front door, back door, side
rear door, and basement door). Further review of
the fire drill records revealed that the side rear
door and basement door exit had nol been used.
There was no evidence on file at the time of
survey to substantiate that all exits ware used.

W 454 483.470(K 1) INFECTION CONTROL

W 436

w41 : 10/23/10
The QMRP provided training on '
9/30/10 with the House

Manager and staff on conducting
fire drills under varied conditions
and using all exits each month.

The fire drill schedule and form

has been updated to include all

exit options. House Manager wil!
check fire drilis monthly to

ensure compliance.

W o441

W 454
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W 454 Continued From page 21 W454  w4sq 10/23/10
- The QMRP provided training on
The facility must provide a sanitary environment 9/30/10 with the House
to avoid sotrces and transmission of infections, _Manager and staff on
: maintaining sanitary conditions
This STANDARD is not met as evidenced by: at all times within the facility.
Based on obsecvations and interview. the facility The LPN Coordinator will provide
falled to ensure sanitary conditions at all fimes, ) ith - i i
for six of six clients residing in the facility. training with staff on mfecthn
(Clients #1, #2, #3_#4, 45, and #6) control. When blood or bodily
fluids are exposed, staff and
The finding inciudes: clients will ensure facility
: . oms and hard surfaces are
On September, 2, 2010, af approximately 10:45 res tr: # usi timicrobial
a.m.. while using the bathroom located on the Wipea off using antimicrobia
main level of the facility. blood was observed soap and/or disinfectant
underneath the tollet seat A few minutes later at following use. Nursing will
approximately 10:50 a.m., the qualifisd mental rovide ongoing training to
fetardation professional (QMRP) immediately znsure confpiiaice Hougse
inspected the toilet seat, then directed staff to :
clean the blood from undemeath the toile! seat. Manager and QMRP will monitor
There was no evidence that the facility to ensure compliance in the
maintained a sanitary enviranment to avoid future.
sources and transmission of infection
FORM CMS-256102-90) Previous Versians Obsolele Event 1D GX1D11 Facikly 1D 0§G188 If continuation sheat Page 22 of 22




PRINTED: 10/19/2010

FORM APPROVED
Health Regulation Administration
STATEMENT OF DEFICIENGIES IX3) DATE SURVEY
AND PLAN OF CORRECTION G 1';%%23%&%5&%“ LXT;J"U;:;LE CONSTR”CTfON CONPLETED
B WiING
_ _ HFD03-0195 09/23/2010
NAME OF PROVIDER OR BUPPLIER STREET ADODRESS. CITY, STATE, ZIP CODE
| INNOVATIVE LIFE SOLUTIONS, INC @%33,;?,;3;@?00 20020
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION X51
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMMLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
DEFICHENCY}
1000 INFTIAL COMMENTS 1300
AR
An licensure survey was conducted on oF ¢O \--““B
Sepltember 21, 2010, through Sepltember 23, EN-T“ on
2010. Arandom sample of three residents was 10" 'N'f- 0\‘“ 1“’\“00“
selected from a population of six females with GQ\IEP‘“ DEPNF\ .“Qﬂb- WE. ?_“DF\-
various levels of mentat retardation and .‘“ EG\“ Q\_s’ﬂ 'ZW
disabilities. HEA- AT ,\.0“,90- .0
228 MR CE W - M
The findings of the survey were based on
observations at the group home and three day
pragrams, interviews with rasidents and staff. and
the review of clinical and administrative records
including ncident reports.
1080 3502.18 MEA|. SERVICE / DINING AREAS {060
1050 . - . 10/23/10
QMRP provided training with
Penshabie foods shall be stored at proper staff of food and safety and
lemperaturas in order to conserve nutritive value. n ty
proper handling-on 9/30/10.
QMRP will ensure food is
This Statute is not mel as evidenced by, properly stored and prepared to
Based on observation, interview and record . :
0 rowth of
review, the Group Home for Mentally Retarded pre;ent the p ter'ltlal g; wt.
Persons (GHMRP) failed to perishable foods food bomne organisms. Nursing
ware stored at the proper temperature, for six of will provide ongoing training to
the s_i'x residents residing in the GHMRE. ensure compllance. House .
(Residents #1, #2, #3. #4. #5. and #6) Manager and QMRP will monitor
The findings include: to ensure compliance in the
. future,
On September 22, 2010, at 10:35am., a
package of frozen chicken wings and frozen
mixed frult were observed on the kitchen counter.
During the environmental inspection at
approximately 2:30 p.m., the residential direcior
{RD) was observed placing the chickan and
mixed fruit In the refrigerator. At approximately
4.30 p.m., the direct care staff was observed
preparing chicken for the residents’ dinner.
N
Health Reg@s?ﬁi
TITLE 4By DATL
LABORATOR G ZPRESENTATIVE'S SIGNATURE
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1080 Continued From page 1 1060

On September 23, 2010. at 10:48 a.m., a family
package of frozen chicken thighs was observad
on the kitchen counter, At 12:30 p.m., the drect
care staff was observed placing the chicken in
the refrigerator. Review of the menw: for
Seplember 22, 2010, at approximately 1:00 p.m.,
revealed that chicken was on the menu for those
days. Interview with the RD on September 23,
2010, at approximately 3:00 p.m., indicated that
the meat should have been removed from the
freazer and placed in the refrigerator o thaw.

There was no evidence the GHMRP exercisad
safe handling procedures to prevent the potential
growth of food borne organisms.

1090 3504.1 HOUSEKEEPING 1 090 : 1030 . ' 10/23/10

The interi d exterior of each GHMRP shall b ILS retains a service contractor
e interior and exterior of ea shall be . ;
maintained in a safe. clean, orderly. altractive, for angoing Enalnt_enance and' to
and sanitary manner and be kee of address the identified potential
accumulations of dirt. rubbigh, and objectionable trip hazards and risk for infection
odors. and Infestation. ILS will ensure
maintenance contractor

This Statute is not met as evidenced by provides monthly monitoring of

Based on observation, interview. record review, residential facillty interior and
the Group Home for Mentally Retarded Persons " exterior environment. See also
(GHMRP) failed to maintain the physical w418 and W4a54. ILS has ,
environment, for six of the six residents residing i ntal repairs
in the faciilty. (Residents #1, #2, #3. #4. #5, and ensured environmental rep
#6) - bhave been addressed.

The findings include: 1.} Fixed on 10/1/10.

During the environmental inspection on
September 23, 2010, beginning at 1:20 p.m., the
fallowing concerns were identified:

1. There was no protective covering (globe) for

Heailh Regulation Adminisiration
STATE FORM oy SX1011 I continuabion steel 2 of 25
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1090 Continued From page 2 080 2.) Fixed on 12/1/10,
the light buib in the fight fixture, which was
tocated at the upper right corner of the basement 3.) Completed on 11/5/10 and
entrance door, at the rear or the facillty. 11/6/10
2. A hole, approximately five inches in diamater,
was observed in the paved walkway beside the 5.} Stump was cut down to make
rarr:)?eitﬁzir:eahraczog irt;e facility. The hole created level with ground to remove any
ap P ‘ safety hazards on 11/15/10.
3. Broken and uneven pavement were also .
observed in the back yard in the following areas: 6.) Fixed on 11/15/10.
a. On the walkway at the rear of the facitity, a _
section of the pavement was observed to be 7.) Corrected on 10/29/10.
uneven, with one section being approximately an .
inch higher than the adjoining section. 8.) Fixed on 10/2%/10.
b. Along crack, which was approximately three 9.) Part was ordered and is
feet by one inch wide, was observed on the scheduled for repair between
walkway.
11/22 -11/25/10.
¢. A large area of broken and uneven pavement
was observed in front of the grill 10.) Replaced on 10/1/10.
These areas of uneven and cracked pavement ‘ .
created potential trip hazards. 11). Program Director completed
' . training with House Manager on

5. A rotting trip stump, which was approximately 10/18/10 on environmental
fourteen inches tall, was bbserved on the 1&ft side rounds and reportingl See also
of the ramp in the back yard. This created a was4
potential for infestation by wood digesting pests. )
6. When walking on the ramp, movement was
detecled on severat of the floor boards. The ramp
was observed to begin at the exit door from the
badroom of Residents #4 and #5. Discussion
with the administrator on September 23, 2010,
indicated that none of the residents currently
residing in the facility required the use of the
ramp as an exil.

Health Reguiation Adminisiration -
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7. Observation of the closet door in the bedroom
of Residents #4 and #5 revealed opening of the
docr was obstructed. There was not enough
space between the door and a bed for it to open
completely. The Residential Director (RD)
indicated that the bi-fold closet door had been
modified to open as a single door. There was no
evidence the facliity ensured the positioning of
the bed allowed the Residents easy access to
their belongings stored in the closat.

8. No source of naturai or mechanical ventilation
was observed in the basement bathroom.
Interview with tha RD indicated that the window
located in the basement bathroom did not open.

9. The boltom section of the gaskel on the
interfor of the aven door was missing.
Additionally. the gaskat was detached on both the
left and right side of the oven door. These
created the potential for haat to escape during
cooking, and for an increased cooking time.

10. Multipie palpable springs were felt on the
surface of the maltress on Resident #4's bed.
when it was touched. The RD checked Resident
#4's maltress and corifirmed the finding. There
was no evideace that the matlress on Resident
#4's bed would ensure har comfort whan sitting or
tying on H.

The aforementioned concerns wers
acknowledged by the RD and the qualified mental
retardation professional (QMRP) during the
survey.

11. The GHMRP tailed i ensure sanitary
conditions at all imes, for six of six residents
residing in the facility.

Health Regiation Administration
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1090 ; Continued From page 4 {1080
i 1
! i
- On September, 21, 2010, at approximately 10:45
i a.m., while using the bathroom located on the
; main level of the facility, blood was observed
- underneath the toilet seat. Upon notification, the '
' QMRP immediately inspected the toilet seat, then
; ; directed staff to clean the blood from undemeath
" the toilet seat. There was no evidence that the
 facility maintained a sanitary environment to ;
; avoid sources and transmission of infection.

: 0.
1135 3505.5 FIRE SAFETY 1135 | 135 October 23, 201

’ , See W441, '

i Each GHMRP shall conduct simuiated fire drills in
| order to test the effectiveness of the pian at least
: four (4) times a year for each shift.

Thls Statute is not met as evidenced by:

¢ Based on the interview and review of the fire drill
records the Group Home for Mentally Retarded

| | Persons {(GHMRP) failed to conduct fire drilis

5 under varied conditions, for six of six residents

| residing in the GHMRP. {Residents #1, #2, #3,

P #4 #5, and #6)

3 .

i The finding includes:

On September 21, 2010, at 10:12 a.m., review of
: the GHMRP's fire dnll records reveaied that most
i of the fire drills were conducted utilizing the front
. and back door exits. Interview with the residential
1 : director (RD) on the same day af approximately
' 1108 a.m., revealed that the GHMRP had at
l least four method of egress (front door, back
o 1 door, side rear door, and basement door).
! Further review of the fire drill records revealed
i that the side rear door and basement door exit
i had not been used. There was no evidence on
i file at the time of survey to substantiate that all
Health Regulation Administration ]
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1135 Continued From page 5
. exits were used.

[ 1805 3508.1 ADMINISTRATIVE SUPPORT

i Each GHMRP shall provide adequate

. administrative support to efficiently meet the
: needs of the residents as required by their

! Habilitation plans.

| This Statute Is not met as evidenced by

| Based on observation, interview, and record

| review, the Group Home for Mentally Retarded

| Persons (GHMRP) failed to ensure that each

. Tesident's active treatment program was

| integrated, coordinated and menitored by the

| qualified mental retardation professional (QMRP),
' for two of three residents in the sample.

! (Residents #1 and #3 )

» The findings include:

: 1. The QMRP failed to ensure that each written

i training program designed to implement the

i objectives in the individual program plan (iPP)

| included a data collection system directly related
; to the outcome of the objective for Resident #1.
. [See Citation 1420} o

: 2. The QMRP failed to coordinate services to

; ensure that Residents #1 and #3's eye glasses

i were available, and that strategies were

: developed and implemented to encourage them
| to wear them.

| a. Observation of Resident #1 at her day program
" T on September 21, 2010 at 1:59 p.m., revealed

i her standing closely to a survival signs chart,

: which was located at the front of the classroom.

: During this time, the resident required verbal

| prompts from the instructor to identify some of

i 135

| 180

1180 October 23, 2010,

See W150,

Heaith Regulation Administration
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the signs. According to the instructor, she had
worn glasses in the past, howaver, no longar
wore them.

Interview with a direct care staff on September
22, 2010 at 10:39 a.m.. revealed that Resident #1
had eyeglasses in the past, however, she had
never seen them. Interview with the qualified
mental retardation professional (QMRP) indicated
that she also had never seen the resident's
glasses. According to the licensed practicat
nurse {LPN), the resident did not like to wear
glasses. and had broken them approxtimately five
months prior 1o the survey.

On September 23, 2010, at §:55 a.m,, a guartterly
Aursing progress note dated April 8, 2010,
revealed the resident had eye glasses and
refused to wear thern. and should be encouraged
to wear them. The individual support plan (1SP)
dated June 22. 2010, revealed ths resident
should have eye glasses. On September 23.
2010 af 10:20 a.m.. the physician's orders dated
September 1, 2010, revealed, "Adaplive
equipment - eye glasses.”

At the time of the survey, there was no evidence
that the facility had ensured that Resident #1's
eyeglasses were available and that strategies
were developed to encourage her to wear them

b. Review of Resident #3's medical record on
- September 21, 2010, beginning at 10:50 a.m_,
revealed a diagnosis of Best Disease. Interview
with the LPN on September 21. 2010. at
approximately 2:00 p.m., revealed that Best
Disease is a form of progressive macular
dystrophy, located in the center of the teting, at
the back of the eye where there is a
concentration of cone cells. Further record

Maalth Regulation Adminisisation
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review on the same day, at approximately 2:30
p.m., revealed an aphthalmology consult dated
October 15, 2009. The consult confirmed the
diagnosis and that unfortunately no treatment
exists. However, vision should he maximized by
wearing eyeglasses and an annual eye exam.

Interview with Resident #3 on September 21,
2010, at 4:30 p.m.. indicated that she had a pait
of eyegiasses but does not like to wear them.
She alsa reported that she broke the eyeglasses,
somelime ago. Interview with the resigental
director (RD) on September 22, 2010, at
approximately 4.00 p.m.. revealed that since she
started working at the facility (Juiy 2010). she had
not seen Resident #3 with & pair of eyegiasses.
Interview with the QMRP on Seplember 22, 20190,
at approximately 4:30 p.m.. revealad that the
resident broke her eyeglasses about four months
ago.

Review of Resident #3's individual program pian
(IPP) dated Juiy 24, 2010, on September 22,
2010, at approximately 12:41 p.m.. revealed ho
evidence of a training program o teach Resident
#3 to tolerate her eyeglasses or make an
informed choice on wearing them.

1206 3509.6 PERSONNEL POLICIES 1208

Each employee, prior to employment and
annually thereafter. shall provide a physician ' s
certification that a health inventory has been
performed and that the employee ' s health status
woulid aflow him or her to perform the required
duties.

Heallh Reglilation Administration
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This Statute is not met as evidenced b 1206 10/23/10
; ! evi Y. i ill provi
Based on interview and racord review, the Group Prqgram D.|rector will provide
Home for the Mentally Retarded Persons training with the Human
(GHMRP) failed to ensure five of sixteen Resource Manager and the
consultants and two of sixteen staff had current Training and Development
health certificates. ' Specialist an maintaining
The finding includes: employee and consultant
personnel files. All employees
On Septemper 23. 2010, 11:30 a.m.. interview and consultants will have current
with the residential director (RD) and review of health certificates on fife. ILS will
the personnel records revealed the GHMRP X 'y . . ;
; : ve
falled to have evidence of current health provide addltror.)al adrzlnlstrat"
certificates for five of sixteen consultants and two support to monitor and tract a
of sixteen staff. , employee and consultant
credentials.
1297 3514.2 RESIDENT RECORDS t 291
1291

Each record shall be kept current. dated, and
signed by each individua! who makes an entry,

This Statute is not met as evidenced by:

Based on observalion, staff interview and record
review, the Group Home for Mentally Retarded
Persons (GHMRP) primary care physician failed
to sign physician orders {POS). for six of the six
residents residing in the facility. (Residents #1,
#2 #3, #4,#5, and #6)

' The findings inctude:

1. Recongiliation of the medication obsarvation in

comparisan to the medication adminkstration

reveaied no evidence that Residents #1, #2, #3,

#4, #5, and #5's September 2019, POS were

signed, Further review ravealed that the clients

I:OS dated August 2010, were signed on August
8, 2010.

Interview with the licensed practical nurse {LPN)

ILS has updated the Medication 10/ 23/.19

Administration Policy and
Procedures to inciude obtaining
prescribing physician signature
within 24 hours for verbai /
telephone orders and within 30
days for monthly orders. RN
Supervisor will ensure
compliance with policy during
quarterly audit,

Health Regutallon Adminisiration
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; on September 21, 2010, at approximately 2:40
i p.m., indicated that the primary care physician
: comes once a month and is expected to come
i later this month.

| Review of the facility's policy on September 22,
i 2010, at approximately 10:00 a.m., revealed no
. evidence of a policy on when the primary care

| physician should sign POS,

. 2. Review of Resident #3's medical record on

i September 21, 2010, beginning at 10:50 a.m.,

1 revealed & telephone order dated August 30,
 2010. Further review revealed that the order did
| not have a co-signature by the prescribing

i physician. Review of the facility's policy on

: September 22, 2010, at approximately 10:00

- &.m,, revealed no evidence of a policy on when
 the primary care physician should sign telephone
' orders.

401 3520.3 PROFESSION SERVICES: GENERAL | 1401 1401
i PROVISIONS See W111, W358, and W369.

+ Professional services shall include both diagnosis
' and evaluation, including identification of
developmental levels and needs, treatment
 services, and services designed to prevent

i deterioration or further foss of function by the

| resident.

: This Statute is not met as evidenced by:
i Based on interview and record review, the Group
; Home for Mentally Retarded Persons (GHMRP)
i failed to ensure professional services included
- | tréatment services, and services designed to
: prevent deterioration or further loss of function by
! the residents, for six of the six residents in the
t GHMRP. (Residents #1, #2, #3, #4, #5, and #8)

October 23, 2010,

Health Regulation Adminisiration .
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The findings include:

1. The GHMRP failed to ensure that Resident #1
received medication timely, as prescribed as
evidenced below:

Interview with the licansed practical nurse (LPN)
on September 22, 2010 at 1:10 p.m. revealed the
resident was svaluated by the dentist on April 13,
2010, the day after she broke her tooth. Further
discussion with the LPN on September 22. 2010
at 2:33 p.m. revealed that Resident #3's day
program reported she broke & tooth eating
something. The resident was given a follow-up
dental appointment for May 6, 2010,

The dentist recommended that the resident raturn
for & cansultation on May 6, 2010 have 3 root
canal treatment on tooth #12. There was
howaver, no further informaticn provided by the
dentist on plan to address the fractured tooth #9,

Conltinued recerd review on September 23, 2010
at approximately 9:40 a.m.. revealed a nursing
progress note dated Aprit 19, 2010, which
reported that the resident had complained of pain
on that marning, however, had an appointment
scheduted. .

On September 23, 200 at 9:50 a.m.. review of 4
dental consultation report dated May 6, 2010,
revaaled the denlist performad a rcot canal on
tooth #12. The dentist prescribed Amoxicillin 500
mg, #20. 1 tab po BID until finished and also
Motrin 600 mg, #24, 1 tab Q 6 hours. On
September 23, 2010 at 3:43 p.m., further
discussicn with the LPN indicated that PCP was
notified of the dantist's findings and
recommendations and approved Resgidert #1 fo
have the medications.
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The review of the medication administration

record (MAR) an Septembar 23. 2010, at 3:23

p.m., however revealed Resident #1 did not

receive the first dosage of the antibiotic until May

10. 2010, at 8:00 p.m.

On September 23, 2010, at 3:43 p.m.. the LPN
confirmed that the resident did not receive the
Amaxicillin untit 4 days after it was prescribad.

2. The GHMRP failed to engure a timely
comprehensive services for the maintenance of
dental health of one of three residents in the
sample. (Resident #1)

Inferview with the LPN on September 22, 2010, at
1:10 p.m., revealed the resident was evaiuated by
the dentist on April 13, 2010. the day after she
broke her footh.

Record review on September 22, 2010 at 525
p.m. revealed that on April 12, 2010, upon her
arrival home from the day program. Resident #1
told the nurse that her front tooth fell out. The
statement sent home by the day program stated
that some tooth was left in the gum. The dental
consultation report dated Aprif 13, 2010 stated
resident "presented to dentist office with tooth #
fractured.” The dentist recommended that the
resident return for a consultation on May 6, 2010
to have a root canai treatrent on taoth #12.

Conlinued record review on September 23, 2010
at approximately 9:40 a.m., revealed a nursing
progress note dated April 19, 2010, which
reported that the resident had compiained of pain
on that moming, however, had a dental
appointment scheduled.

Heallh Regutation Administralion
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On September 23, 2010 at §:50 a.m., review of a
dental consultation report dated May 6, 2010,
revealed the dentist performed a root canal on
tooth #12.

It was further noted that there was no mentioning
of the fractured tooth #9 in the consultation
report. There was however, no further
information provided by the dentist on pian to
address the fractured tooth.

3. The GHMRP failed to ensure treatment
records medication administration records ware
accurately maintained for Residents #3 and #5

a. Observation of the medication administration
on September 21, 2010, at 8:46 a.m., revealed
Resident #3 received Klonopin 2 mg, Therobag
Plus, Seroquel 300 mg, Cogentin 2 mg, Topamanx
100 mg, Depakote DR 500 mg, Caicium
600/D400 and artificial tear drops. Review of the
MAR on September 21, 2010 at 9:35 a.um.,
revealed that the resident was to receive Bactnm
DC. however, tha resident did not receive the
Bacirim.

Review of Resident #3's physician orders {FOS)
dated September 2010, after the medication
administration, revealed an order for Bagtrim DC.
one tablet, twice a day for 10 days, for celiulitis of
right deloid. Further review of the MAR indicated
that the resident began receiving the medication
on the morning of September 1. 2010 through
September 21. 2010 (totaling 21 doses).
Interview with the medication nurse indicated that
the documentation was an oversight.

b. Reconciliation of Resident #5's medication
with the POS and MARs on September 21, 2010,
at 9:30 a.m., revealed thal Fluticasone 50 meg

Hezith Regulafion Adminlstration
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nasal spray, one to two sprays, twice a day was
prescribed for one week. Further review of the
MARs revealed the medicaticn had been signed
off as given on September 21, 2010, howaver,
was not administered. Continued review of the
MARs aiso revealed that the nasal spray began
on September 8, 2010, (in the morning) and
ended on Seplembsr 21, 2010

¢. Observation during the medication
administration on September 21, 2010 at 8:20
a.m., revealed Residen #5 punching
Triamt/HCTZ 37.5 mg tablet from a bubble
package, with assistance from the medication
nurse. Reconciliation of Resident #5's
medication observation with the POS and MARs
on Seplember 21, 2010, at 9:30 a.m., revealed
that TimtHCTZ 37.5 mg tablet was prescribad
on September 1, 2010, According to the _
September 2010 MARs, the TrimtHCTZ 37.5 mg
tablet was not signed by the medication nursé for
the entire month of September 2010, nterview
with the medication nurse indicated that it was an
oversight, She further indicated that ail
medications administered should be signed by
the licensed personnel who administers them.

4. The GHMRP failed to ensure medications were
.administered without error for Resident #4.

On Seplember 21, 2010, at 725 a.m_ the
surveyor enterad the GHMRP. Intarview with
Resident #4 at 7:55 a.m., revealed that she had
breakfast and it consistad of cream of whaeal,
bacon and toast. Further interview revesied that
she had completed her fingerstick and the
reading was 95.

AL 8:05 a.m., the LPN was gbserved entering the
GHMRP. Interview with the LPN at 810 a.m.,

Healih Regulation Administration
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j revealed that she would be administering the

: morning medications to the residents. At 8:12

¢ a.m., Resident #4 was observed preparing her

i medications with physical assistance from the

+ LPN. The resident consumed Reglan 5 mg. .

. Interview with the medication nurse indicated that
- the Reglan was prescribed for reflux prevention.

| Review and reconciliation of the physician orders

 (POS) on September 21, 2010, at 9:40 a.m.,

- confirmed that Resident #4 was prescribed

: Regian 5 mg, four times a day, before meals.

|

. Interview with the LPN Coordinator on September
! 21, 2010, at 9:45 a.m., revealed that Resident #4

+ should have received Reglan 5 mg, before meals.

1407, 3520.9 PROFESSION SERVICES; GENERAL | 1407 1407
‘ PROVISIONS See W362.

' £ach GHMRP shalt obtain from each professional
. service provider a written report at least quarterly
i for services provided during the preceding

! quarter.

i This Statute is not met as evidenced by:

. Based on interview and record review, the Group
i Home for Mentally Retarded Persons (GHMRP)

: failed to ensure that drug regimen reviews were

1 conducted at least quarterly for two of three
 residents in the sample. {Residents #1 and #3)

The findings include:

; Interview with the ficensed practical nurse (LPN})
: on September 22, 2010 at 3:50 p.m., revealed

* the pharmacist should come to the facility every

: three months to conduct reviews of the residents’
j medications.

f The review of Residents #1 and #3's records on

October 23, 2010,

Health Regulation Administration
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| September 22, 2010, beginning at 3:57 p.m.,

: revealed no pharmacy reviews were documented
, between July 8, 2009 and November 2, 2000.

* Further review of the medical records of the

- aforementioned residents also revealed that no

| pharmacy reviews were documented betwesn

i February 2, 2010 and June 24, 2010.

i Continued discussion with the LPN on September
i 23,2010 at4:44 p.m., acknowledged that the

| pharmacist had not reviewed the residents'

! medication regimens quarterly as required.

|
| 420] 3521.1 HABILITATION AND TRAINING

' Each GHMRP shail provide habilitation and

' training to its residents to enable them to acquire
- and maintain those Iife 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 evidenced by:

l Based on interview and record review, the

i Qualified Mental Retardation Professional

- {QMRP}) failed to ensure each resident received
i training to effectively cope with the demands of

- the environment, for one of three residents in the
- sample. (Resident #1)

H

. The finding includes:

1

| The GHMRP failed to ensure that Resident #1's
| written training program designed to implement
: the objectives in the individual program plan {IPP}
“included a data collection system directly related

| to the outcome of the objective, as evidenced

: below:

On September 21, 2010, at approximately 6:37

| 420

1420 October 23, 2010.

See W237,

f
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| p.-m., Resident #1 was observed looking at the
pages in a book.

on September 21, 2010, at 6:40 p.m., interview , i
. with direct care staff (DCS) revealed they

! sometimes took Resident #1 to get books from
! the library to read, with staff assistance.

: Record review on September 23, 2010, at 11:30
: a.m., revealed an objective which stated, "Given i
. physwal assistance, {the resident] will go to the
; library, select a Spanish tape, magazine or book
| of her choice/watch, read (with assistance) for 30
- minutes, at 75% of trials for six consecutive ‘
: months.” Review of the data collection sheet on i
+ September 23, 2010, at 12:12 p.m., revealed the '
; staff faited to docurnent the number of minutes '
; that the resident watched a tape or read a book
- when she went to the library.

! Interview with the Qualified Mental Retardation
 Professional (QMRP) on September 23, 2010 at

| | 12:10 p.m., indicated that the resident had not
been able to accomplish the objective. The

| QMRP acknowiedged during further discussion

! that the program data collection system was not
: designed to monitor the objective.

; October 23, 2010,
I473! 3522.4 MEDICATJONS 1473 1473
See W11l and W369,
The Residence Director shall report any
wregularrtles in the resident ' s drug regimens to
' the prescribing physician.

ThIS Statute is not met as evidenced by:

: Based on observaticn, staff interview and record
| review, the Group for Mentally Retarded Persons

: (GHMRP) failed to report any imegularities to the

: Primary Care Physrcsan (PCP), for one of the six .
lresedents residing in the GHMRP. (Resident #4) )

Health R Regulation Administration
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i
" The finding includes:

+ On September 21, 2010, at 7:25 a.m., the

« surveyor entered the GHMRP. Interview with

i Resident #4 at 7.55 a.m., revealed that she had
‘ breakfast and it consisted of cream of wheat,

i bacon and toast. Further interview revealad that
+ she had completed her fingerstick and the

i reading was 95,

|

| At 8:05 a.m., the licensed practical nurse (LPN)

: was observed entering the GHMRP. Interview

- with the LPN at 8:10 a.m., revealed that she

; would be administering the moming medications

' to the residents. At 8:12 a.m., Resident #4 was

- observed preparing her medications with physical
assistance from the LPN. The resident

» consumed Reglan 5 mg. Interview with the

; medication nurse indicated that the Regian was

i prescribed for reflux prevention. Review and

! reconciliation of the physician orders (POS) on

- September 21, 2010, at 9:40 a.m., confirmed that

. Resident #4 was prescribed Reglan 5 g, four

i imes & day, before meals,

j Interview with the LPN Coordinator on September
i 21, 2010, at 9:45 a.m., revealed that Resident #4
; should have received Reglan 5 mg, before meals..

1474 3522.5 MEDICATIONS

+ Each GHMRP shall maintain an individual
1 medication administration record for each
| resident,

| This Statute is not met as evidenced by:
Based on observation, staff interview, and record
review, the Group Home for Mentally Retarded

i Persons (GHMRP) failed to ensure medication

1473

1474

1474
See W1ll. , :

QOctaber 23, 2010,
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1474 ] Continued From page 18 | 474 ;
| administration records {MARs) were maintained, ‘
i for two of the six residents residing in the
- GHMRP.
, (Residents #3 and #5)
i
' The findings include:
H
! [Cross refer to 1401.3) The GHMRP failed to i
: ensure each resident's medication administration
j records (MAR) was accurately maintained. f
] :

October 23, 2010.

( 484! 3622.11 MEDICATIONS 1484 | lasa

: See W391.

! Each GHMRP shall promptly destroy prescribed
: medication that is discontinued by the physician
+ Or has reached the expiration date, or has a

- worn, illegible, or missing label.

‘ This Statute is not met as evidenced by:

; Based on observation, staff interview and record
. review, the Group Home for Mentally Retarded

F Persons (GHMRP) nurse failed to remove

! medications with missing labels from use, for one
| of the six residents residing in the facility.

: {Resident #6)

- The finding includes:

. During the medication observations on

| September 21, 2010, at 8:32 a.m., the licensed

, practical nurse (LPN) removed a blister package
. containing pills from a vinyl sleeve. Seconds later,
; the LPN administered the medication to Resident
; #6. The blister package read, "TriSprintec oral

. contraceptive.” Further observations revealed no
: evidence of a resident's name, dosage or
 instructions on the medication blister package.

i The package was distributed by the '

| pharmaceutical company.
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Interview with the LPN, after the madication
adminlstration. acknowledged that the blister
package had no label. However, the medication
belonged t¢ Resident #8. Further interview
revealed should would call the pharmacist and &
new label would be dispensed.

Review of Resident #6's physician's orders dated
September 2010, at 9:30 a.m.. revealed an ordar
for TriSptintec oral contraceptive once a day.

At the time of the survey. there was rno evidence
that the facility had remaved the unlabelod
medication for use,

1500 3523.1 RESIDENT'S RIGHTS 1500 1500 10/23/10
Program Director provided
Each GHMRP residence director shail ensure training with LPN Coordinator on
that the rights of residents ara vhserved and 10/18/10 on ensuring
protected in accordance with 0.C. Law 2-137. this compliance with physician order

chapter, and other applicable District and federal
Iawg PP sheets and medical records. ILS

will coordinate with pharmacist

This Stat t s not met as evidenced b to include expiration date of no
is Statute is not met as evidenced by:

Based on observation, interview and regord more than _30 days for all
review, the Group Home for Mentaily Retardation psychotropic medications
Persons (GHMRP) faited to ensure the rights of prescribed. See also W124 and
residents were observed and protected in - W262. RN Supervisor will ensure
accerdance with 0.C. Law 2-137, this chapter, compliance with policy during
and other applicable District and Federa Laws, rterly audit
for two of three residents included in the sample. Quarterly audit.
{Residents #2 and #3)

The findings inciude:

1. Observaltions during the medication
administration, on September 21, 2010. at 852
a.m., revealed that Resident #1 received
Fluvoxamine 50 mg (Luvox). interview with the

Health Regulaion Administraticn
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Licensed Practical Nurse (LPN) after the
medication administration indicated that the
resident received the medication for her
maladaptive behaviors.

Review of the resident's current physician orders
(POs) dated September 2010, on September 21,
2010. at approximately 3:35 p.m.. confirmed the
aforementioned medication. Further review of
the POs revaaied an initial order date of February
6. 2070 for the Luvox 50 mg.

Review of Rasident #1's Psychological
Assessment dated June 13. 2010, on September
22, 2010, at approximmately 11:01 a.m., revealed
that the resident was not competent to make
decisions regarding her health, safely. financial or
residential placement. Further review of the
resident's record failed to provide evidence that
informed consent had been obtained far the use
of the medications.

The GHMRP failed to provide evidence that the
potential risks involved in using this medication.
or her right to refuse treatment had been
explained to the resident andior her famity
member until after the medication was prescribed
then administered.

2. The GHMRP failed to provide evidence that
informed consent was obtained from Resident
#3's family member for psychotropic medications
as evidenced below:

Observations during the medication
administration, on September 21, 2010. at 8:46
a.m,, revealed that Resident #3 received
Klonopin 2 mg, Seroquel 300 mg, Cogentin 2 mg,
and Depakote DR 500 myg. Interview with the

Hezith Regalation Adminisirafion
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Licensed Practical Nurse (LPN) after the
medication administration indicated that the
resident received the aforementioned medication
for anxiely and matadaptive behaviors.

Reviow of the resident's current physician orders
dated September 2010, on Septembar 21, 2010,
at approximately 10:50 a.m., confirmed the
aforementioned medications. In addition, the
resident was ordered Haloperidol injection, 50 mg
every seven days for combative aggressive
behavior.

Review of Resident #3's Psychalogicat
Assessment dated July 24, 2009 on Septenber
21, 2010, at approximately 3.00 p.m., revealed
that the resident was not competent to make
decisions regarding her heaith, safely, financiat or
residential placemeant. Further review of the
resident’s record failed to provide evidence that
informed consent had been obtained for the use
of the medications.

The GHMRP failed to provide evidence that the
potential risks involved in using this medication.
or her right to refuse treatment had been
explained to the resident andfor her tamily
member, prior 1o the implementation of the
psychotropic medicaftion.

3. The GHMRP failed to ensure that restrictive
measures had been approved by the Human
Rights Committee (HRC), for three of three
resident in the sample. (Residents #1. #2, and
#3) [See Federal Deficiency Report - Citation
W282]

4. 7-1305.05 [h) ...."No medication shall be
administered unless at the wrilten or verbal order
of a licensed physician, noted promptly in the
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1992 Continued From page 23 1999 1995
1999 FINAL OBSERVATIONS 1999 The QMRP provided training 10/23/10
with staff on dressing clients

The following cbservations were made during the

Survey process. It is recommended that this area appropriately for size, season

be reviewed and a determination be made and situation on 9/30/10. House

regarding appropriate action to prevent 3 Manager will ensure clothes fit

potential non-compliant practice: appropriately or are tailored

laced as needed,

a. On September 21, 2010 at 1:42 p.m.. and/or res HC d M i

observations at Resident #1's day program QMR_P and house Manager wi

revealed her instructor pulting up her jeans, and monitor to ensure compliance,

pulling down her shirt to cover her back and red
underwear, which were aexposed when she stood
up to answer a question.

Observation on Septernber 21, 2010 at 4:25 p.m..
revealed Resident #1 seated at the dining table,
During this time. the waist of the resident's
“low-tider” jeans exposed the crevice belwaen
her hips. At4:31 p.m., the residential director
asked the resident whera her beit was, and
instructed her to pull up her pants.

b. Observation on September 21. 2010 at 6:37
p.m., revealed Resident #5 seated at the dining
table eating her evening meal During this time,
the waist of the resident's low-rider jeans
exposed the crevice between her buttocks.
Further observation revealed the crevice between
her buttocks was again exposed as she leaned
over at the kitchen sink. At 6:39 pm. aDCs
then asked the resident o pull up her pants,

Interview with staff on September 21, 2010 at
6:44 p.m. revealed that both residents ownead g
belt.

At the time of the survey, however. there was no
evidence the GHMRP ensyred that Residents #1
and #6 wore clothing accessories to ensure their

Haalth Reguiation Admintstation
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jeans remained in the appropriate position on the
bodies to prevent undue exposure.
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