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A lleensute survey was conducted from April 24,
2012 through April 26, 2012, A sample of three !

- residents was selected from a population of six .
men with profound intellectual disabilities.

- The findirgs of the survey were baged on
observatins in the home and two day programs, i
- inferviews with direct support taff, administrative
 staff and ne resident's legal guardian, as well as -
- areview.¢f resident and administrative records, |
1including ncident reports, :

[Qualified mental retardation professional :

; (QMRP} v4ill be referred to as qualified intefiectual
 disabilitiet: professional (QIDP) within this-report ] -
i

1075, 3503.3(d) BEDROOMS AND BATHROOMS " 1075
- Each bed vom shall be equipped with at least the |

* following Iterns for aach resident;

. (d} Night sitand, ' B !

This Statute is not met as evidenced by:

Based on obsefvation and interview, the group
_-home far >grsons with intellectual disabilities

{GHPID} {ailed to ensure that each bedroom was :
: equipped with a night stand for each resident, for |
- 8ix of six 1esidents of the facility. (Residents #1,
'#2,43, #4, #65, and #6) :

: The ﬁnt_iing‘_in@ludes: o | '_ | 1075 | As of 05/17112 each bedroom was . 05/17/12
. During the: Inspaction of the env_ir:j:nrhent on April | provi.ded wi.th a night stand for all the
28, 2012, beginning at 11:15 p.m_, there wereno * - Individuals in the house,

nightstancis observed in the badrooms of L
Residents #1, #2, #3, #4, #5, and #5. The house .
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1075 Continuext From page 1 1075

- manager {HM), and the management staff who
* was presont at the time of the inspectian,

. acknowle Jgad that nightstands were not provided *
for the resildents. : _

1090 3504.1 HINUSEKEEPING oo

The interi ) and exterior of each GHMRP shall be :

maintained in a safe, clean, orderly, atractive, !
" and sanitiry manner and be free of

accumulstions of dirt, rubbish, and objectionable

odors, :

This Stahute is not met as evidenced by: |
- Based on gbservation and interview, the facility
failed to ensure that the interior of the group o
home for cersons with intellectusl disabilties |
: (GHPID) vas in an orderly manner for six of six
; Tfesidents in the facility. (Residents #1, #2, #3, #4,

#5, and #3)

Thefndrgincide: - 1 090 |The interior gasket for the oven was 016012
The facilily failed to ensure that the oven was | ordered and replaced as of 05/16/12.
maintaing m__good condition, as evidenced QIDP and MM will ensure that any future

below:
_ ‘ . maintenance needs are immediately
On April 28, 2012, at 12:02 p. m., obeervation of : : ; i
the oven levaaled there was no gaeket was : informed to the maln‘tenange supegrvisor
installed ¢ the ifterior of the doar to prevent heat’ and taken care In a timely manner.
from escaping and causing the oven to work ) Please see attachment [A],
» harder to maintaln Its temperaiure setting. :
" Interview with the maintenance suparvisar April
26, 2012, &t 12:04 p. m., acknowledged that the
oven dooi gasket was missing and needed to be
replaced. = ‘ : :
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1422 3521.3 HABILITATION AND TRAINING 1422
" Each GHMRP shall provide habilitation, training
and assidtance o residents in accordance with
; the residunt ' 5 Individual Habilitation Plen, .
i This.Staulie i8 not met as evidanced by '
Brsed or: observation, interview and record |
- review, 1@ group home for persons with :
intellectunl disabilities (GHPID) failed to ensure |
; that all staff, including those empioyed by the f
* residents day programe, implemented mealtime )
- protocols in accordance with residents' Individual
Support Plans (ISPs), for one of the three :
residents ip the sample, (Resident #1) !
 Thefindlr gs Include: 1422 Jag In-Service training was compluted for 04/27/12

1 . .
Resident #1 was observed eating lunch at his day
. program on April 24, 2012, beginning at 12:48
p.m. Acdiy program staff (DPS1) brought a Junch -
plate to t @ resident and walked over to another *
resident rearby to assist him. Another day :
program «taff (DPS2) informed Resident #1 that
+ his mes| ¢onsisted of chicken {pureed), spinach
{pureed), mashed potatoes, apples sauce and
! 2% milk, DPS2 was then observed using a )
coated te:dpoon with a built-up handle o spoon !
' feedd the rasident. Only the staff held the spoon
| with its ad aptive handie throughout the meal. |

+ DPS2 firs: scooped encugh food ta fill Resident |
#1's teast aon 1/2 - 2/3 full, However, as the ;
* lunch progjressed, DPS2 scooped a larger '
amount of food onto each spoonfui. By the end }

" of the main course, at 1:04 p.m., he was filling the
. bowl of th ¥ teaspoon to almost full with food. :

 Resident 11 finished his meal at 1:10 p.m. When !
- asked {f It e resident had a formal moaltime :

[Direct Support Profcssionals at day program. |

t And

on 04/27/12 by the QIDP on the implcmentation 04/24/12
of the meal time protocol of Client#1, :
The purpose of the cating protoco! was
idiscussed to ensure the safety of the Individug], .
The QIDP will cnsure that day program follows
all the required protocols to ensure the safety

of tho Individual. The QIDF/HM will continue
to make weekly times x2 then manthly and
quarterly visits during meal time to ensure the
same. Also an in-service training was provided :
10 all the DSP at-the day program by the Day
program nurse on 04/24/12 for the same.

Please see attachment [B & C).
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" protocol { 10ne was observed in the lunch room),
DPS2 reglied "yes:* When asked if he had .

. receivad 'raining on tha mesltima protocol, he

“hesitated & moment and then replied "yeah."

' DPS1 was Interviewed at approximately 1:25 p.m. |
. He too iniicated that he had received trsining on
. { Resident #'s meaitime protacol. At 1:30 p.m.,
interview. with the day program director reveaied
i that the resident's prescribed food texture was
' changed ‘v pureed, after a recent modified
barium svaaliow study revealed a risk of
i aspiration, Both the director snd DPS1 stated
i that the q 1alified intellectual disabilities - ]
professional (QIDP) visited the day program ‘
' regularty, i
-+ Observations during lunch at the day program |
' differed from the supports that were obsarvedin
the home later that day. For example, on Aprit !
- 24,2012, at 6:22 p.m,, a direct suppiort staff in the
“ home ({S4) was observed placing & similar coated :
; teaspoon with a bulit-up handle info Resident #1's '
" hand. $4 offered verbal instruction and .
encouragament for the resident to begin ;
. self-feeding. After the resident did not start eating !
* and he re axed his grip on the spoon, S4 retumed :
. the spoon to the rasident’s hand, placed his hand b
i over the ragidant's hand and together, they
' scooped {oad from the dinner plate. In addition, i
; the amou v of food that they scooped for each i
. bite was ¢ raalter; each spoonful was '
approximitely haif full. i
. f
When inte:rviewed on April 24, 2012, at 2:00 p.m., '
. the QIDP stated that an Ezting Protocol was |
- incorpera ed in Resident #1's ISP, dated July 5, o
- 2011. The resident's day program had been
: given a copy of his latest Eating Protoco! (EP)
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-2012, Itwas har understanding that the day

- pregram nJrse had trained day program staffon

- the revisec| EP, which she then presented for i
review. ‘

| o e

On April 21}, 2012, baginning at 2:05 p.m., review !

of Resider t #1's EP (revised February 8, 2012)

- confirmned that it was designed to reduce his risk
of aspirativn, Continued review revealed the ! '

- following: o i ' '

1. Resider t #1 should be given the adaptive
teaspoon with a built-up handle and for 15 i
minutes, staff are to encourage him "to seif-feed, !
After the first 15 minutes, if needed, staff may |
provide hand-over-hand assist...should only ocour!
- if <regider s name> refuses to feed himself, !
' becomes “atigued or ia physically unable to feed i
“himeelt.,”™ JPS2 had not encouraged the resident |
|
|

to feed hirself nor did he attempt to usa
* hand-over-hand level of assistance before he
. spoon fed the resident.

* 2. Continued review of the EP revealed that :
! Resident 1t "should be encouraged to take small - '
! bites (1/2 leaspoon) and eat slowly,” DPS2 was
: observed oroviding the resident bites that were | :
- 2/3 to 1 temspoon full in siza during his lunch, ; |

A follow-u 3 interview with the QIDP on April 25,
2012, at 12:14 p.m., raveslad that while she had
visited the day program twice since the February
8, 2012 revisions were made to Resident #1's EP,
she had not observed a meal to verify day
program 1 £aff implemented the protocol as

P - . _ i
| The GHP'D failed to ensure that staff at Resident
! #1's day [ rogram provided assistance during !
, Meals in ficcordance with his esteblished Eating |
Health Regulstion & Lican sing Adminigtration
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Protocol. _ : ;

' This is a tepeat deficiency. See Federal
Deficienc / Report dated March 31, 2011. i
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- Arecertif cation survay was conducted from April
24, 2012 hrough April 26, 2012, A sample of
three clients was gelected from a population of
six men with profound intellactus! disabiliies,
This surviyy was initiated utilizing the fundamental
survay priess,

. The findir gs of the survey were based on
obiservations in the home and two day programss,
interviews with direct support staff, administrative

- staff and ne client's legal guardian, as well ag 3
review of Jlient and administrative records,
including ncident reports,

[Quaiified mental retardation professional :
{QMRP) v/lf be referred to as qualified intellectual
 disabilitle:: profassional (QIDP) within this report.]
W 120 . 483.410( )(3) SERVICES PROVIDED WITH - Wiz
- OUTSIDE SOURCES ' ‘

- . The facifﬁr must assure that outside services.
' meet the eeds of aach cliant,

Thie STANDARD is not met as evidenced by:
Based or observation, staff interview and record
_teview, the facility falled to ensure that all outside
* services | rovided clients with recommended
supports iind interventions, for one of the three
' clients in ihe sample. (Client #1)

The findings include: _ : ‘ | _ :

Client #1 wvas observed aating lunch at his day

- program ¢ ApH 24, 2012, beginning at 12:48

- p.m. Aday:program staff {DPS1} brought a funch
plate to the ciient and walked over to another

e B e o e e — .
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESEMTATIVE'S SIGNATURE TITLE (X6} DATE

M oo Cisens Debodo Brogduridene  Gtd12

Any dediclency staiement «:nding with an aslerisk () danctes a deficiency which the institution maly be excused from commecting providing It Is datenmined tha
other safeguands provide 1 ufficiant pratection to the petisrts, (See instructiony.} Except for nursing names, the findings stated above ame disclosadle 90 Cays
following the date of surve/ whether or not a plan of cotrection ie provided, For nursing homas, the abeve findings and plans of comection ame disclosable 14
days following the dute thise documents are made available to the tacility. if deficiencies am Gited, an epproved pian of cormection Is requisite 1o continued
program participatian, C :
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W 120 . Continuec From page 1 . W 120 An In-Service training was completed for . 04/24/12
client nea by to assist him. Another day program _ Direct Support Professionals at day program &

staff (DPS.2) informed Client #1 that his meal

. consisted ¢f chicken {pureed}, spinach (pureed), .
mashed potatees, apples sauce and 2% milk. '

. DPS2 wati then observed using a coated.

" teaspoon #ith a buiit-up handle to spoon fead the
client. Only the staff held the spoon with its

* adaptive  andle throughout the meal.

DPS2 first scooped enough food to ll Client #1's
teaspoon 142 - 2/3 full. However, as the lunch
progressed, DFS2 scooped a larger amount of
food onto sach spoonful. By the end of the main |
course, al 1:04 p.m., he was filling the bow! of the .
teaspoon 1o almost full with food.

Client #1 {inished his meal at 1:10 p.m. When

- asked if # @ client had a formal mealtime protocol |

_{none wae-chserved in the lunch room), DPS2

. replied "yes." When-asked if he had receivad
training or' the mealtime protocol, he hesitated &

- mament and then repiied “yeah,”

DPS1 was Interviewed at approximately 1:25 p.m.
He toc indicated that he had received training on
; Client #1't. mealtime protocol, ‘At 1:30 p.m., :
: intarview \vith the day program director revesled
that the dlent's prascribed food texture was |
_changed 12 pureed, after 3 recent modified
" barlum swallow study revealed a risk of
asplration  Both the director and. DPS1 stated
that the quialified inteflectual disabilities
profesesior al (QIDP) visited the day program
regularly. _

: Observatiions during lunch at the day program
differed from the supports that were observed in
' the home Iater that day. For example, on April

* on 04/27/12 by the QIDP on the implementation 04/27/12

" of the meal time protocol of Client# ], f
The purpase of the cating protocol was

* discussed to cnsure the safety of the Individual.:
The QIDP will ensure that day program follows
all the required protecols to ensure the safety
of the Individual, The QIDP/HM will continue
to make weekly times x2 then moathly and
quarterly visits during meal time to ensure the
same, Also.an in-service training was provided

* to all the DSP at the day program by the Day .

? program nurse on 04/24/12 for the same. I

. Please see attachment [B & CJ.

FORM CMS-2387(02+39) Pravi 2ua Viwsions Otrstiete Evert {D: tLPOY

Facikty D: 0D@228 If continuation sheat Page 2 of 8




PRINTED; 05/09/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES | FORM APPROVED
CENTERS FOR MI:DICARE & MEDICAID SERVICES . . OMB NO. 0938-03¢91
STATEMENT OF DEFICIE“ clES {%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN DOF CORRECTHIN IOENTIFICATION NUMBER: A BUILOING COMPLETED
| 096226 8. Wike | 04/26/2012
MAME OF PRCVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE. ZiP CODE
6505 EASTERN AVE NE
oc HEALTH_C-&FE : | WASHINGTON, DC 20012 :
MHARY STATEMENT OF ES R " PROVIDER'S PLAN OF GORRECTION
9'245)1:13 (Eaas:' 3‘:’>e’=|cne:c¢1'5|us'r ag nggg%mw FULL FR'EDFIX {EAGH CORRECTIVE ACTION SHOULD BE CompLEnON
TAG REGUL/TORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE - DAvE
_ DEFICIENCY)
W 120 Canfinuec From page? W 120

.24, 2012, 8t6:22 p.m., a direct support staff In the ,
- home (S4) was observed placing a similar coated ' .
- teaspoon with a built-up handle into Client #1's
hand. S4 »ffered verbal instruction and i '
{ encouragument for the client to begin . ‘:
self-feadirig. After the cllent did not start eating ‘
~and he relaxed his grip on the spoon, S4 retumed
‘ the spoon fo the client's hand, placed his hand . :
over the cient's hand and together, they scooped
food from the dinner plate. In addition, the :
amount ol food that they scooped for each bite
. was smaliar; each spoonful was approximately
half full,

; When inte niewed on Apnil 24, 2012, at 2:00 p.m,, :
_the QIDP stated that Client #1's day program had : ,
been give1 a copy of his Eating Protocel (EF) : . f
i Immediatedy after it was revised onFebruary8, '
: 2012, Itwes her understanding that the day
program rurse had trained day program staff on
- the revised EP, which she then presented for
Faview,

- On April 24, 2012, baginning at 2:05 p.m., review
i of Client#1's EP (revised February 8, 2012) '

confirmed that it was designed to reduce his risk -
; of aspiration, Continued review revealed the - '
 following:

- 1. Client #1 should be given the adaptive

! teaspoon with a built-up handle and for 15
minutes, ¢taff are to encourage him "to self-feed.

- After the frst 15 minutes, if needed, staff may :
provide hz nd-over-hand assist.. should only accur
if <client's name> refuses tc feed himself,

- becomes " atigued or is physically unable to feed

~himselt" JPS2 had not encouraged the client to

 feed hims2ff nor did he attempt to use _

B
1
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- hand-ovei-hand level of assistance before he '
" spoon fad the dlient, : :

' 2, Contint ed review of the EP revealed that Cilent

#1 "shouk| be encouraged to take small bites (1/2

. teaspoon; and eat slowly.” DPS2 was observed '
providing the client bites that were 2/3 ta 1
teaspaon Ml in size during his lunch,

- Afollow-u ) interview with the QIDP on Apri 25,
2012, at 1214 p.m., revealed that while she had |
: Vigited the day program twice since the February
' 8, 2012 revisions were made to Client #1's EF, !
- she had not observed a meal to verify day i
: prot?mrn staff implemented the protocol as :
“written,

| The facilit/ failed to ensure that staff st Client #1's
day prognim provided assistance during meals in '
accordance with his established Eating Protocol,

' This is a rapeat deficiency. See Federal
Deficiency' Repart dated March 31, 2011, :
W 189, 483.430(6)(1) STAFF TRAINING PROGRAM . W 189.

The facilits must provide each employee with
| initial and continuing training that enables the ,
- employee to perform his or her duties affectively,
_efficiently, and compatentiy. .

This STAMDARD is not met as evidenced by;
* Based on observation, staff imterview and record '
review, this-facility failed to ensure that each staff
' was effec!ively trained trained on the procedures |
; outlined in the stand-pivot transfer protocol for
. one of the three cilents in the sample. (Client #2) ,
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W 189 | Continue! From page 4 W 189 'An in-service training was completed for all  04/27/12
' The findirg includes: ; the Dircot Support Professionals on 04/27/12  ~#nd

-On April i 4, 2012, at 8:39 a.m., & direct support
 staff (31) approached Chent #2 who was seated
on the living room sofa, S1 lesned forward, facing

the client, placed his arms to either side of the
- client's upper body, and fifted him, transferring
 hirm to & vheelchair that he had placed adjacent
i to (and parallel to) the sofa. S1 then pushed the '
chiant's wieelchair into an adjacent room and i
1 transferrgd him into a standard offica-styte chair
 before a nurse administered his medications,

1 Ashort ire later, at 8:52 a.m.. two cther staff
“were obstirved using a different method of
transferring Client #2. After the client had
finished ruceiving his medications, two direct
Support siatf (S2 and $3) asked him to “stand up*
 from the < ffice-style chair. The ciient's empty
wheeicha r had been placed directly in front of <
» him and vias pesitioned so the seat faced him. S2;
+and S3 repeated their verbal instructions while
. positioning themselves to either side of him. They
; ware then observed pulling on the client's upper
arms, The: staff wera having difficulty lifting: him
and:so thir house manager joined them. .
 Together, the three employoes transferred Client :
' #2 back irto his wheelchair and he was wheeled
out of the nurse's area, '

i

Client #2%: physical therapy annual ssessment
| dated Maich 27, 2012 was reviewed on April 25,
2012, beginning at 3:55 p.m. According to the
: client's Prysical Therapy Assessment, dated
' March 27, 2012, he was to be "assisted to stand
by two staff.” :

On April 25, 2012, a1 4:05 p.m., inferview with

and D4/3(_}!12 on PT tecommendations and 0473012

‘instructions for proper transfer for Client2.
‘Reviewed the respansibilitios of the DSP's to
follow the ambulation and fall prevention
‘protocol immediately after the change,

QIDP and House Managst will continue to
‘ensure the DSP will follow recommendations
88 instructed. QIDP/PT will conduct [n-service
| training quartecly and on ongoing basis ag !
_needed, '
' Please see Attachment [D & EJ.

1
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W 189, Continue From page 5

' Client #2's physical therapist (PT) revealed that

: staff weri: expecied to slways use 3 two-person
transfer, The PT then demonstrated how to
safely usis a two-person transfer, where each
staff was 1o support the client's upper arm by

- using the T upper arm, while simultaneously

- grasping ‘he client's pants waist band in the back

' uging thar.cther hand, :

. The facili'y's staff in-service training reconds wers

| reviewed on April 24, 2012 and April 26, 2012, at -

:5:12p.m, and 4:16 pm. respectively, There was |

documen xd evidence that the PT had trained

staff initially after the recommendation.

- Observations in the facility, however, on the -
moming of April 24, 2012, revealed siaff failed to

. demonstrate the skills and techniques needed for °
safely transferring Client #2.

"1t should I noted that the PT provided additional ,
 training fcr the staff that were on d uty the avening !
 of Apri] 2¢, 2012. |

W 455, 483 470 (1) INFECTION CONTROL ;

There must be an active program for the o
' prevention, contral, and investigation of infection
_and comniunicable diseases.

 This STANDARD is not met as evidenced by:
~ Based or observation, interview and record
i review, ths facility failed to ensure effective
* infection ¢ ontrol procedures were implemented,
i for 4 of the 6 clients residing in the facility (Clients '
" #3, #4, #5 and #6), the house manager and 13 of *
8 13 direct support staff (S1, 82, S3, S4, S5,
§6, 87, 511,89, 510, 811, $12 anx $13). 5

w189

W 455°
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W 455 i Continus I From page 6
. The findings include:

On April 24, 2012, at 7:38 am.,, the merning :
- medicaticn nurse (LPN1) used a lancet to obtain
- @ small d oplet of blood from Chlent #4's index .
finger. Afar she took a reading on a glucometer, |
i LEN1 cairied the lancet into the bathroom lacatad

in the din ng area (and adjacent to Client #1's and l
: Client #4'3 bedrooms), The nurse disposed the !
| Iancet in s waste basket next to the sink. As
' LPN1 wa ked out of the bathroom, she )
_ @cknowledged that she had discarded the lancet j
"inta the waste basket, '

Further e camination of this issue revealed the i
' following deficient practices:

1. OnApril 24, 2012, at approximately 11:15 a.m., |
| one of the: facllity's registered nurses (RN1)
stated thzt nurses were expected to dispose of
- “sharps” in a standard, red disposal container !
| labeled fc r biohazard waste, On April 26, 2012, at
" 10:47 a.n;, the qualified intellectyal disabllites
. professic al (QIDP) and the facilty's program !
. manager (PM) acknowledged that LPN1 had
- improperiy disposed of the lancet two days
earher. [Flote: They further stated that ancther
 urse: (LF N2) had come o the facitily that
| moming (April 24, 2012), retrieved the lancet
. from the \vaste basket and placed it in a |
| bichazarr disposal container that she (LPN2) |
| reportedh;’ carried with her on a routine basis]

1 2. On Aprl 24, 2012, at approximately 11:17 a.m,, |
' RN1 look 2d threughout the facility's medication -
Closet ani stated that she was unable to iocate 8
_“sharps d sposal box,” adding that she did not .
think ther: was a bax in the facility, At 1:55 p.m.,

|

!
W 455 An In-Service training was completed for nurses, 04/27/12

by Nursing Director/RN on 04/27/12 regarding
the safe handling and the disposal the sharp
objects in a standard bichazerd waste.

Director of Nursing will continne monitor
nurses on ongoing basis (unannounced).

Also please see attached policy and procedure
;rcgarding the safe handling and disposal i
of “Sharps™. f
'Plesse see Attachment [F & GJ.
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W 455 . Continued From page 7
RN1 presented an empty biohazard disposal
containar which she indicated was new and she
: had just Lrought [t to the facility.

'3, OnApri 24, 2012, at 1:568 p.m,, RN1 agreed to |

"locate a facliity policy that govems the safe

- handting . and disposat of “sharps.” On April 28,

$ 2012, at* 0:50.:a.m., the QIDP and the PM aiso
agreed 10 find sald policy. No policy was

. presentex| during the survey. During the Exit

- conference held on April 26, 2012, beginning at
4:26 p.m,, the survey team was again told that a

 poilcy on "sharps” existed and that sald policy
wold be sent fo the State agency via facsimile.

. A3 of May! 1, 2012 (post-survey), however, there

‘ was no evidence that the facility had established

- policies a1d procedures regarding the safe
handling :ind disposal of “gharps * : i

" 4. On April 24, 2012, at 1:57 p.m., RN1 agraed 1o
seek dociimentation of in-service training(s) :
! provided ‘or the facility's medication nurses
regarding the safe handling and disposal of
-"sharps.® On April 24, 2012 and April 28, 2012, at -
5:12 p.m. and 4:16 p.m. respeciively, raview of
ih-service training records revealed no evidence
 that facility nurses had received said training. i
WS999 ' FINAL OFISERVATIONS

 The folloving observation was mads during the
. Survey-prixcess, It is recommended that this area i

+ be reviewsd and a datermination be made i
regarding appropriate action ta prevent a potential
- * non-comdiant practice: _ _

Interview with the qualified intellectual disabiiies
+ professional (QIDP) on April 24, 2012, at 9:01 i
‘am., revealed that Client #4 had a percutanecus

W 456

W399
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-  The nssessment from Nutriticnist completed 05715712
WS999 . Continued From page § We939 ;::‘:’::?;“: e e by the i &
endoscopic gastrostomy (PEG) placament on on e AT : |
: March 11, 2012, due to his low body weight and nuttitionist. was corpleted of client#4's 04/30/12
' risk of aapiration during food and fiuid Intake by | ; hanges on 03/23/12. OIDP will :
i mouth. T e client returned to the group homeon ; dictary changes on ?
the day of the PEG placement, ; . ensure tbat all future PMD orders are
Reéord : view ' A I 26, 2012, ot 9:45 : - completed within 24 hoyrs, An in-service
! Y i ‘ 45 a.m. ‘ ! .
. revealedthat th?priprrrl'ary lﬂ-ﬂl"E Ph:;[dan am., : tratning by the P ragram Manager to QIDP
' presoribed Client #4 to be administered Jevity 1.5 . was done on 04/30/12 reviewing all the
Cal, 2 caig In the &.m. and at noon, and Javily : . b L
'1.5 Cal,  cans in the ev ening via gasirost my procedurcs of discharge, change in client's
tube (GT.. Atthe timea of the survey, the + status and follow up. Program Manager
- redicaticn administration record (MAR) noted ; ¢ h is i diatel
' administration of the feedings at 7-00 a'm. 12:00 ' will ensure that any change is immediately |
i p.m., anid 6:00 p.m, The PEG was prescribad to addressed. Please sec attachment (H & 1. |
- be flushe with 30 cc of water prier to each ' ;
: feeding avd 240 cc of water after each feeding, !
| Addttionally, the client was prescribed 450 e¢ of ;
water via GT at 10:00 a.m., 3:00 p.m., and 9:00 - :
1 pm. On March 23, 2012, the dietitian ‘
- documen ied an acknowledgement of the . !
 physician s order for the cans of Jevity 1.5 cal and i
 the 240 ¢ water flushes, noted that the client
wouid be monitored, and that an updated ‘
i hutritona assessment would be provided for the |
client. At ihe time of the survey, however, there
. Was no evidence that a nutsitionat assessment
: had been conducted for the clent since the :
 client's PIG placement. ' \ !
i . . ;
4
i i
. : . i
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