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A re-certification survey was conduched from :
$/20/2011 through 0/22/2011. A random :
sampling of two clients was selected from a !
population of four individuals with varying degrees =
of inteflectual and developments! disabilties.

This re-cerfification was compleled utiizing the -
fundamental survey process. The findings of this
survey ware based on observaiions at the group .
home and twao day programs, interview with r.ilu'.t
care staff and management, and a reView of the
habiiitation mnd administrativa records indluding . i
the unusual incident reports. ' i
W 150 483.430(2) QUALIFIED MENTAL . ' w1se!
RETARDATION PROFESSIONAL _ '

Emwm:mmmmummintbe ;
inlegrated, toordinated and monitored by a . .
qualified mentei retardation professional.

NBE b ety . ¢ S s vrw b

This STANDARD (s not met as evidenced by: | " See responses to W 158 on page 2 of 8.
Based on abservation, interview and racord ‘ .

review, the facility falled to ensurs that the
qualified inthltectual disabilities professional
{(QiDP) caondinated and monitored services, for
one of the two clients in the sample. [Clhent #2{

The finding includes:

Tha QIDP feled o coordinate Client #2's PT
gservices o ensure the development and

implementation of a range of motion program, as |
follows: ’

Observation on 8/20/2011, beginning at 1:00 :
p.m., rweﬁad Cliuntﬂwalhad slowly and was |

' mmum-mu
lays loflowing the dele these documenta are made avaliable 1o the faciity. NI deficencies are clied, an app plan of comrection is eguisie to continued
wogram participstion. .
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W 159 Continued From page 1 TOW1s9
very unsieady at times as she moved around her C owese

environmant. Review of Cient #2's medicsl :
records on %21/2011, at 10:27 s.m., revesled hes
4/8/2010 wawmmnm
her "decressed range of motion of he ankies and .
- waakness ara related tc an increase in risk for
fall.” Further review of the PT assessment -

the | 40.31-11
Ongaing

e

revealed the recommendation that the facility "Set ! ; recommendations wil be implemented

up an axercise and range of motion program to - and all stalf will Pp;_n trained on

address anide range of motion and general | recommendaiions from PT,

decreasad strangth (therapist to set up and . wil be done by

nssrvics . roan anegonailr "t ooeurs | SEIAT

Interview with the QIDP on 92172011, at 1:05

p.m., reveaied the PT had yst to set-up the range :

of motion program for Client #2's ankle. Further ;

record review confirmed thers was no evidenca . I .+ action may ba taken,
t

§
%
|
3

that the renge of motion program for Chent #2's

ankja had been put in place.
W 368 483.460(k)(1) DRUG ADMINISTRATION T WGB!

The systam for drug administration must essure
that all drugs are administened (n compliance with
the physician's orders,

This STANDARD is not met @s evidenced by:
Based on observation, interview and recond
review, the facility falled to ensure that ofl
prascribed medications were adminisiered in :
accordance with clisnts' physician orders, for one ;
of the four clients residing in the facility. [Client
#3] ‘

The finding includes:

On 92072011, at 7:44 am., Cliert #3 was
observed waking from her bedroom to the

See responses o W 388 on page?,ofa.
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W 368 Continued From page 2 : W ass,

nurse's desk in the office. At 7:50 a.m., the
moming mdcaﬁnnnurse(aiunadmcﬁcal
nurse, LPN) administered Client #3's - :
- Mmedications. At7:52 a.m., theclientwentto the
dining room and began eating her braakfast. sneg

was observed to finish her meal at 8:10 am. Ww3ss

Delegating RN will provide addiional

4 p e n————— g

On $/20/2011, at 4:58 p.m., review of Client #3's '

physlcian'sada'shuts (POS) dated Septamber '

2011, revesled the physician ordered
Mymmsodmmsmogmtmom
T tab by meuth every day - 30 minubes prior to
meal - for ypothyroidiam.” Concurrentreviawof
the cllent’s September 2011 Medication .
Administrafion Record (MAR) revealed that the
designated time for 1aking the Levothyroxine wes
7am.

Thereniahrudma(kﬂ)mimervmdm
days iater, on ¥22/2011, beglnningﬁ'ﬂlialm
' She stated that @ trained medication

(TME) typlceily administered Client #3's

- Levathyroxing prior to breskfast, VWhen informed
that the LPN had sdministsred the cllenl's ;
Levothyroxine along with her cther medications,
immediaﬁlyprbrtnumgmmww
to review the clents MAR. AL 12:01 p.m., the RN
confirmed that the moming LPN had placed her
Iniials on the MAR on SMW2011, 9202011 and
212011, ATMEhadhhahd&uMARon
9/22/2011. The RN stated that Levothyroxine
should be Igicen on an amply stomach lo ensure
absorption

The faciity failed 10 ensure that Cliert #3's
Levothyroxiné was administered Somhmasprbr
to her mead, in accordance with her POS.

e e s mam.

training to LPN and TME In comect | 923114
medication administration in accordance | 101111
with the physician order for client #3. Ongoing
Periodic medication pass observation
wi!homnductodbyhdaMURNh
ensure complisnce and provide technical
assistance The RN has consultad with the
.prmery care physiclan  regarding
medication for clent #3 and
administraticn time of the medication hes
bean changed to onsure accuracy .

The Delegating RN will observe 022,11
medicafion adminletration periodically to Ongoing

administered in accordance with olienty’
physician orders and medication
administration protocols. Follow up acion
as necessary and spplicable will ensue
for LPN's TME who Tall 1o adhere to
medicalion  administretion  protocols
Addiionally, The Delegating RN will
provide refresher training to TME's and
PN on clients’ physician orders by
10/30M1,

- . -
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W 368 Continued From page 3

W 388

This is a repeat deficiency. See Federal
Deficiency Report, dated 8/18/2010 - Cltation
W69

483 460 }2) DRUG ADMINISTRATION

The system for drug administration must assure
that all drugs, including those that are !
self-administered, are administersd without error, ;

This STANDARD is not met s evidenced by:
Based on obsexvation, staff inlerview and record |
review, the faciily falled to ensure that all drugs ™ |
were administerad without emor, for one of the
four clients residing in the facifity. [Clent#3)

The finding includes:;

[Cross-refer to W368] On 972042011, at 7:50
a.m,, the morning medication nurse (a licensed
practical nurse, 1LPN) admiinistered Cllent £3's
medications, At 7.52 am., the ciient went to the
dining room and began eating her breakfast. Cn
2072011, at 4:56 p.m.. review of Cllent #3'z
physician's arder sheets (POS) dated Seplember
2011, reveaied the physician orderad

" Sodksm 125 mcg tablet (Levoxyi)

. 1 tab by mauth every day - 30 minutes prior to

maal - for " Concurment review of
the clisnt's mber 2011 Medicafion .
Administration Record (MAR) revegled thet the
designatad time for taking the Lavothyromdne was
7am i

The registasad nurse (RN) was interviowed two .
days later, on 92272011, At 12:01 p.m., she :
stated that ne should be taken onan !
empty stomach to ensurs absorption. She further

ORM CMS3-2557(02-05) Previeas Yergians Otnclete

Evend 12:33UYTT

Faciity i O9GO27 If contimsiion shest Page 4 of 6
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W 436

Continued From page 4
acknowledged that this wes a (Uming) medication ;

®Ieor.

This is a rapeat deficiency. Ses Federal
Deficiency Report, dated 9/16/2010 - Citation
waas

483.470(gX2) SPACE AND EQUIPMENT
The facility must furnish, maintaln in good repalr,

W 436

and feach clents 1o use and to make informed | -

choices about the use of denlures, eyegissses, |
hearing ant! other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the clent

This STANDARD is not met as evidenced by:
Based on gbservation, staff interview end record
reviaw, the facility failed to ensurs cllents’
adaptive squiprment wera available snd in good
repair to ensure their health and salety, for one of
the two sarhpled clients. [Client #2]

The finding inciudes:

Observation and interview with the facility's
qualified intaliectual disabilites professional
{QIDP) on W202011, at appraximately 10:25
a.m., revealed the grab bar in the bathroom In the
rmain hallway was broken and was falling off he
wall In the shower. The grab bar was not
functional and was in no structural condition to
provide sny physical support. Recond review on
82172011, st 11:20 a.m_, reveaied Client #2's
Qccupatiansl Therapy Update, dated 2/28/2011,
recommended that the faciiity ensure the
“coniinued yse of jthe] grab bar on the tub and !

4 me AN e amerrmhE s e

w436 .
8.22.11

The Grab Bars were replaced on
/222011, The QIDP/Program Menager
will monilor the residence weskly using
tha environmental compliance form as the-
mathod of QA. Followmncﬂono\:ll'om
as applicable for any needs n asa
regukt of the emvironmential audit.
Documentation of the environmenial
sudits will be mainisined In the Program
Manger's anvironmentaf audit book along
with any follow up thet has occurred.

‘ORM CWM3-2587102-09) Provious Virsions Cbeclels

Evend 10:95UV11

Faciity ID: 095027
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W 438 Continved From page 5 1 W38 ‘
toilet for safety.” interview with the QIDP on ; ) : ;
9/2172011, at approximately 11:30 a.m., . i
confirmed the grab bar was broken and that it ¢ .
provided kitle io no support. . I See responses to W 438 on page 5 of 6.
: i .
i ‘ i
! : i
i ?
1 ;
l H
i i
]
|
! |
f i
i i
| i
i -
: : i
i
i
| | ]
i b, !
| ' !
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1000 {NITIAL COMMENTS : 1000

A licansure survey was conducied from
/20/2011 through 9/22/2011. A random
sampling of two residents wes selecled from a
poputation of four women with varying degrees of
inteflectual end developmental disabiliies.

The findings of this survey were basedon .
obssrvations at the group home and two day
progrems, interview with individuals, direct
support stalf and management, and a review of |
the habilitafon and administrative records i
including unusual incident reports. . !

[Qualified mental retardation professionat - -
(QMRP) will be referred to as qualified htellocmd :
disabiities professions! (QIDP) within tis report] |

1090 3504.1 HOUSEKEEPING g 1090

Then&dwandemriarﬂfeﬂammalbe*
maintsined n a safe, clean, arderly, altractve,
and sanitacy manner and be free of

eccumuiafions of dirt, rubbish, and cbjectionsbls |
odors. :

See responses to | 190 on page 2 of 8.

This Statute Is not met as avidenced by:

Based on observation and staff interview, the
group home for persons with inlellectual
disabilitios (GHPID) failed to ensurs the
environmental upkeep of the facillty to maintain
the health and salety of four of four persons
residing in the facliity. [Residents #1, ¥2, #3 and
#4]

The fmdings Inchude:

1. The toilet seat and supportive chair reilsin : :
nal M(Bm:ﬂ)mmmulaouand { o ;
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1080 Confinued From page 1 : 1000
could be moved from side 1o side. 1090 ,
2.  The supporiive grab bar on the wall inthe 1. The QIDP/Program Manager wit have
shower in Bath #1 was broken (extremely locse) | repsiredireplaced the ftollet seat end | T 20t
and coming off the wall. [Reference Fadaral i supportive chair rails in the hal bath Ongoing
Deficiency Citation W436] B (Batiws.
3. The#oorin Resident &' badroomwas | 2. The QIDP/Program Manager hes had
extremely werped and bowed t the point that the ; the supportive greb bar on the wall inthe |  g9.2.14
closet door {hot water heater closet) was very shower in Bath #1 repaired | ongoing
difficult to push shut or open. Further observation |
revesied e walls and floor around the base of 3. The QIDP/Program Manager will have
repairedirepiaced the floor in Resident #3 |  10.15.11
the hat heater appeared covered in alther bedroom as weli as the removel and | Ongoing
mold ar midew. Interview with the qualified =~ sanfiation of the substence (mokd or
intalectunt disebilites profeasional on 8202011, ] mildew) on the walls and ficor around the
at approxirnately 10:30 a.m., confirmed thathe | ‘hot weler heater.
floor was bowed due 1o the hot water heater !
leaking and thet repair of the wall and fioor had | 4. . The QIDP/Program Manager will
been pending for some time. i have repairediraplaced the westher | ...,
! siripping along tha base of the exdit door in o
4.  The weather stripping along the bese of the Resident #2 bedroom removed, repedred '
exit door i Resident #3's badroom was tom and or replaced. :
coming off tha door. 5 The QIDP/Program Manager wil have
5. Paint on the two shutters to either side of the The two shutiers on elther aide of the front
front door was peeling and/or chipped. _ door painted. 10.15.11
6. The lower haif of the front storm door had - 5. The QIDPProgram Manager wil
nurmerous knicks, dents and/or markings that repait/repisce the jowsr half of the front
presented an eyesore. door that had knicks, dents endior | 10.15.11
- , markings.
I 180 . ' " 1180
3508.1 ADMINISTRATIVE SUPPORT On #n ongoing basie, the QDIP/Program
Manager Wil monitor residence weekly
Each GHMRP shall provide adequate using’ the Enviconmental Compliance 10.15.11
administrative support to efficienty mast ke Form to ensure that al fumishes are in
Habilitation plans. necessary
This Statute is not met 83 evidenced by: i
Based on , staft inkerview and recard -
mmm%
. " AUy W contirumtion shast 2ot ¢

iTATE FORM
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1180 Continued From page 2 . 1180

review, the group home for with 5
intellectun disabiliies (GHPID) lailed to ensure .
adequate,sdministrative Staff & effactively mest | :
the resilemts’ needs, for one of the two sampled ; :
residents.; (Resident #2] l |
“The finding inciudes: i 1180
The QIDR faiied 1o coordinate Resident #2's PT | The QIDP in conjunclion with e 3 10-31.11
services 10 ansure the daveiopment and . W&:’;‘Im scheduled client # a2t Ongolag
i mentation range molion program . “for a rapy re-gvajuation
mg:s ofe of 88 ; Upon receipt of the asssssment

. | | e emdtons it b Implemantod

. recommendations e Imp
QObservation on 9/20/2011, baginning & :00 | el st wil be trained on
p.m., revpaled Resident #2 waked slowly and recommendations from PT.
was veryunsteady al imes as she moved sround
medical necords on 92172011, at 10227 am., ' program menagerfQIDP to  ensure | q0/14/91
revealed har 4/8/2010 Physical Therapy - compiiance and provide technical | gacging
Eva assessed her "decreased range of - assistance @s needed. In cases when
motion of the ankles and weakness gre related o : stuff tailed to carry out recommendations,
ani In risk for fall.® Further review of the . staff wil be relrained and comective
PT ent revealed the recommendation action may be taken.
that the “Set up 8n exercise and range of |
motion plogram 1o address ankle range of modon !
and geners! decreasad strengih (therapist to set .'
up and iri-service staif).* . i
Intsrview with the QIDP on 921/2011, at 1:06 I |
p.m., revealad the PT had yst to sel-up the rangs |
of motion program for Resident #2's ankle. i
Further necord review confirmed thers was no !
evidence lhat the range of motion program for |
Resident #2s ankie had been put in place. !
1206 3508.8 PERSONNEL POLICIES ! 1200 T

annualty thereatier, shall provide a physician ‘s | |

] that a health inventosy has been | s

Heaith ] j .

STATE FORM L

Lo Tigd)
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1206 Continuad From page 3 | 1208
performest and that the employee * s health status © .
wm!dalbuhmorherbpufamﬂnwumd . ; i
duties. . :
! Im . H
© The outstanding health certificates forthe | .
e program manger, registersd nurse and Onuohs-
This Statute is not met as evidanced by: ‘ phamacisl have been secured and
Based on interview and record review, the group placed on fls in their health records in the
home forpersons with intellectual disablities . administrative office. _
( il hmmﬂml m’“ i QIDP/Personnel Administrator will ensure
cel'hmmrzm‘muanpbyaawid v e :“P'm and """"M?:u‘:
the 8 constitants. [program manager, registered | l m”"".w Including Pmoramm' oot Manager,
nurse and pharmacis?) registarad Nurse and proper
documentation on Pharmacist Personnel
The findings inciuda: ! Administrator Wl perform  quarterly
. . i monitoring to ensure compiiance and
On 9/20/2{H1, beginning at 3:00 p.m., review of : adequate notification to employess of
the persannel records failed to show evidence of - uwpcoming expiration dates. Employeos
& current physician's heu!th Inveniory/ cerlificate who are not compliance with having their
for the folowing: . health mﬁat;r: completed ﬂ'l:'l’uﬂ
- rarm manager; 1. per protocols j
m rse; and, § femoved from the schedule unil such
- - pha‘maﬂut. I time that their heatth certifications have
. | been completed/received by Human
On $/2172011, st 4:21 p.m., the quaiified ! Resources.
intallectusl disabilities professional and the |
program manages acknowledgad that there was
no evidenca of a health inveniories performed by
a physician for the aforementioned :
- They stated thay woukl seek additional
informatign from their corporate office. No )
addittonal information was presentad before the :
survey endad the foliowing day. ;
1227 3510.6(d) STAFF TRAINING 1227 :
Each training program shall inciude, but notbe | :
Hrited to, the following: i
Health [
STATE FORM - SOUY * I omtenamtion sheet 4 ot 8
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%‘&ax mmmumw mm X (EACH CORRECTIVE AGTION SHOULD BE ey
TAG R OR LSC IDENTIFYING INFORMATION) " TAG m&m DATE
1227 Continued From page 4 | V27
' . b
(d) Emergancy procedures including first aid, b
cardiopuimonary resuscitation (OFR), the i i
Heimfich maneuver, disaster pians and fire ' | 1227
evacuation plane; | ’ The CPR Cartifications for S2 and 53 | gremmy.
. - have been pbscod on file in their training | Ongoing
< ] H records. 1 and Nt completed
g;dsm h'nntma:n:videmedbv: i CPR training on $/28/2011, Sign in sheet
- &mﬁbrmvm‘ mmmrd. wl g . indicating thelr participstion in  and
disabiities (GHPID) faled $o show evidence that | rowerks i s - i
all employees had current trainig 1 im i rowdf. = p&'f'm.mé'u' Developmongt
emergenty maasures, for 3 of the 8 divect | CoordinatorDirecior of Programe  will
support staff and 1 of the 2 mxrses employed. I perform quarterly fraining record audits of
(S1, S2, 83 and N2) Do all empioyee treining records o ensure
. Co complianca. Notification to employess of
The findings include: . expiring certifications wil be lssued 60
oo %ys p:ordhu wu;'aho; alonghwith a
begin . review : edule’ of upcoming classes In which
g: MIWI':‘O fﬂ:tdsﬁom&idm | the employees will be registored.
that 51, 82, S3 and N2 had neceived current .

Retdd . Employses who fall o renew their CPR
Cardlopuimonary Resuscitation (CPR) | : certifications prior to their expiration will
certification. ! ; g:m removed from the achedule unti such

' I that their CPR carlifications are
On 22172011, st 4:21 p.m,, the qualified l i curent and mceived by the traming
" imeltectuial disabilities professionaland the | | department. . .
program manager a that there :
no evidence of current CPR certifications for 81 ;
and §3. They thought they couid secure by :
evidence that S2 and N2 had received updated
CPR ceriificstion; however, no additional 1 |
information was presented before the survey |
ended the follewing day. Pt
1379 3519.10 EMERGENCIES L
fn addition 1o the reporting requirement in 351015, |
each GHMRP shall nofify the Departmentof | | | i
Heallth, Hesith Facliities Division of any other | ! i
. unusual Eouarnormwhhh substantally i 1 i
Health Regula on
STATE FORM . - SSUYH ¥ continuslion shest 3 of 8
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{378 Continued From page $ 11379
interferesiwith a resident ' s heaith, welfare, fiving i
arrangemant. wall being or In any other way |
places the resident at risk. Such notification shell | !
be made by telephone immediately and shall be | .
followed yp by writhent notification within . |
twenty-four (24) hours or the naxt work day. : i
This Stawte s not met as evidenced by:
Based on interview and recond review, the group
home for persons with intelectisal disabiiies !
{GHPID} failed io enwuw that all incidents that i
- present & risk to residenis’ health and well-being 1379
were repynted immediately and in writing 10 the
Dapwg:gntof I-:aﬂh.!-balrﬁ:lguhuonbr s:'!w o 11 2. QIDP/Director of cmm ::d 10-15-11
Licensing Adrinistraion (DOH/HRLA), ‘ cident Mansgement f
the four residents. of the GHPID. [Resident#1] enaure staff are retraned on the incident | O™
. managemont reporting procedures and
The findings include: : protocol for inddents at home and at the
. ' 1 day program.
1. On 9/2002011, at approximately 10:15 a.m., i : ‘
review of facity incident reports revesaled that on ! Director of Programa/incident | 10-15-11
12/42010, staff documented that Resident #1 feil :  Management Coordinator wil revise .
while ambulating in the drivewey. According internial policies for reporting incidents to | O"wond
the incident report and corresponding refloct the Residentiel Provider's
report, dated 17712011, the resident ° responsibiity to report all incldents o the
was takes: to @ hospital emergency room (ER) | DOH per regulatory guidelines. Incident
where she was asseesed and disgnosed with - Management Coordinator will in-service
“abrasion fisce, contusion face and fracture nasal | W sts on the redsed incigent
bones, closad.” Pre and post-survey reviews of | ooyt proceduss  and
incidents-that were 1o DOHHRLA : _ '
revesled no avidence that the GHPID sent written ; In the event that policies for incident | 10/15/2011
natification of Resident #1's fall and ER visit on ; reporting are not followed, comective | Gngoing
12/4/2010. i ) action as appropriate will ensue.
2. On 912Di2011, 8t 830 a.m., interview with the | :
qualified Inteliectizal disabiiites professionsl . [ .
(QIDP) revasied thet an 8/24/2010, day program | i
staff docurnented that Resident #1 sustaineda - 5
m -
STATE FORM L b Trg ] ¥ condinualicn shest § of 8
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1379 Continueg From page 6 1379

"laceration® 10 har face whan she fell while
_ambulating at her day program. This wes
"confirmed on 8/21/2011, at approximately 11:45

nurse's
to a hospitsl ER via ambulance from the day
program. Pre and post-survey reviews of
incidents Shat ware reparied 1o DOHMRLA
revasiud hb evidence that the GHPID sent written
notificatigin of Resicent #1°s fall and ER visit on
82472014, When intarviewed on 8/21/2011,
beginning st 1:50 p.m., the facifly's program

' mwmmwamwmm
GHPID hed not submitted a written incident

report.

1473 3522 4 uﬁJICATIONS

The Resitience Direcior shall report any
iregularities in the resident * s drug regimens o
the presaribing physician. -

This Statte s not met as evidenced by:
Based on ¢bservation, interview and record
verffication, the group homa for parsons with
intellectus! disabiities (GHPD) falled to report
any imegélarites to the primary care physician
{PCP), for one of the fuur raaldenuofm GHPJD.
(Resldenlla)

The findings Includec

On S/20/2011, at 744 a.m., Resident #3 was
mdwmmncmmmwme
nurse’s dosk in the office. At 7:50am., the
mwmgubdlcaﬁmmm(ampmcﬁcal
nurse, L.PN) administered Resident #3's
medicatigns. Al 7:52 a.m., the resident went to

CE i P ————

Ayt

1 473

Sea responsee (o | 379 on page § of 8.

See rasponses o | 473 on page 8 of 8.

_ | medhgmmmmmharmm
oal
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1473 Gontinued From page 7 4Ty |
She was observed 1o finish her meal at 8:10 am. |- ;
* 1
On 9/20/2011, at 4:56 p.m., review of Resident | 1473
g;&wmz‘;s arder shee:“(IPOS} dated
11, revealed ardered ; :
- Delsgating RN will de additionsl
LwoﬂmﬂSodMﬂﬁmcgtﬂlet{Lemy!) l training to LPN .m'% in comect | 9231 &
1 tab by Mmouth avery day - 3¢ minutes pdorio medication administration in accordance | 10/11H
meal - for hypothyroidism.” Concurrent review of with the physician m; for client %3, Ongaing
_ the resident's September 2011 Medication : Perindic maedication obasrvation
Administnation Record (MAR) revesled that the | : Mlhnwmwhodmmb
designaudtlmforlalthyﬂ'le Levothyroxine was ’ ensure compliance and provide technical
Tam, ! assistance The RN has consulted with the
: primary mw physician gga:dhg
™ medication client
e registered nurse (RN) was inteiviewed two | s e of the medicedon has
days later, on 9/22/2011, beginning at 11:46 a.m. | mh
She stated that a trained medication employee | been changed to ensure accuracy .
(TME)!y]luﬂyadmhmadRuﬂamm ;
1o breakfast. When informed T e ttion miodiaty | 22211
ulatthel.ﬁNhadaderodﬂumu i ensue that of medications are Ongeing
- Levothyreting glong with her ather medications, administered in accordence with clierts’
immediaialy prior io eating breakfast, she agreed an orders and  medication
1o review-the residenf's MAR. At 12:01 p.m., the . administration protocols. Follow up action
RN confiirhed that the moming LPN had placed ; #3 nocessay and appiiceble will ensue
her initial.on the MAR on 8/19/2011, /2072011 | for LPN's TME who fall to adhere o
and O2212511. A TME had inltieled the MAR on ; medicaion adminietralion  protocols
9/22/2011. The RN stated that Levothyroxine | Additionsity, Tha Deisgatng RN will
shoudbﬂalwnonanmplysumdmm | provide refresher baining to TME's and
absorption. ! LPN on ciients’ physiclan orders by
: - 10301,
The faciilly failed 10 ensure that Resident s
Levothyrootine was administered 30 minutes prior
to her medl, in accordance with her POS. .
There was no evidence the PGP was made H
aware of any medication inegularifies. : I
i H
This is a rapeat deficiency. See Licensure ! '
Deficengy Report, dated 8/16/2010 - Citation |
- 401 ) :
FiasH Faguiation & Doetatng AGiviton ' :
STATE FORM e o5UY11 ¥ confinuation shest 8 of B




Oct121107:18p Rochelle Odsjobi | 202-526-3177 p.17

PRINTED: 100322011
FORM APPROVED
STATEMENT OF ' DER/SUPPLIER/GLIA -~ OATE SURVEY
D LA OF ConRECHON . [o PROVIDER/SUPFLERICLIS 0@ MRLTIPLE CONBTRUCTION O e ETED
A BULDING
B WING
. Hm " 99222011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P CODE . _
MY OWN PLACE nummsec'r.nz'
o4 0 STATEMENT OF © PROVIOER'S PLAN OF CORRECTION I om
PREFIX {EMNDHDEFCIENCY MUET SE PRECEDED BY RAL PREFIX {EACH CORRECTIVE ACTION SHOULD BE - GCOMPLETE
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R 000 INITIAL GOMMENTS R DOD _ I
A lconsufe suivey was conducted from
8/20/2011 thwough 22/2011. A random
sampling of wo residents was selectad from a H
population of four women with varying degress of !
disabiiies. ! . !

T
|
!
E.

imallectusl and developmenta!

- The findings of this survey were based on
cbservalions at the group home and two day '
programs, interview with individuals, direct i

" support giaff and management, and a review of
the habiitation and administralive records . _ .
including unusual incident reports. !

{Qualified mental retondation professionsl ‘
{QMRP) will ba referred to as qualified intellectual ' . l
dizabifities profassional (QIDP) within this repont.] ' .

R 125 4701.5 BACKGROUND CHECK REQUIREMENT | R 126

_ The criminal background check shall disclose the
criminal ::nrkerm‘;;r ll;:’ prospecive employse or . '
contract worki previous saver: (7) years, | ‘
in &t jurisdictions within which the prospective See respanse 1o R 125 on page 2 of 2.
aemployes or contract worker has worked or
resided within the seven (7) years prior to the
check. '

. This Statuta Is not met as svidenced by: : '

. Based on interview and review of personnal - -
records, five group home for parsons with : L : -
intellectysi disabiities (GHPID) falled o ensure ' '
criminal background checks for slf jurisdictions n o
which the employess had worked or resided 1
within the 7 yaars prior to the check, for 1 cutof 8 . :
diract support staff. [S1] N . .
The finding includes: ’

: ,atappmmldys:wp.m.mim ™ L

| DATE -
R REPRESENTATIVIS SIGNATURE : Qa AN \O\ N
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R425 Continued From page 1 R 128
of the parsonnel record for S1 revesled that 8 '
Maryland' background check had been
documented on 3/30/2010. However, her i
employment application form indicated that she R128 _ _
had been emplayed in the Disirict of Columbila The Criminal Background Check for staff V282011
from 11/3000 - 1/2009. There wes no evidence AH. for Washington DC was compled | pngoing
that  bagkground check had been obtained in on 9/28/2011.
the Distritt of Columbia. On B/21/2011, at 1:45 | _
p.m., the qualified inteflect.al disabilities QIDP/Personnel Administrator will ansure
professional confirmed the finding and further | that el "'i"'p'w criminal background
indicated.that she would bring it to the attention of ; s omplsted for al jyrisdiciions in
thelr administrator. No additional Information wes | rosided within w3 year Py e o
S:mb:f:‘mmwwe@dh»blm_ ] check for new and current employees. '
.g |
f !
|
! :
5 1]
L]
i
[}
[
|
!
Health Reguaton & Licensing Adminaraton . :
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