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INITIAL COMMENTS

A licensute survay was conducted from
November &, 2013, through Novembesr 8, 2013,

A sample 6f three resia:sents was selected from &
population of five individuals with varying degrees
of intellectual disabifities, During the tourse of

conducted.

The findings of the survey were based on
observations, interviews, aid the review of
records, including incident reports.

Note: The below are abbreviatiors that may
appear throughout the bady of this report.

Clinlcal Directar {CD)

Chief Operating Officer {CO0)

! Director of Nursing (DON)

 Direct Support Professional (DSP)

- Group:-Héme for Individuals with Intellectual

' Digabilities (GHIID)

! Intermediate Care Facility (ICF)

i Incident Management Coordfiator (IMC)
Andividual Support Plan (ISP)
Multi Wound Chart Notes Document Detail
{(MWCNDD)

.Licensed Prectical Nurse (LPN)

! Physical Therapist (PT)
Quslified Intellectual Disabilities Professional

(QIDP)

Registered Nurse (RN)
Emergency Room (ER})
Gastreintestinal Tube (G-Tube)

3509.6 PERSONNEL POLICIES

Each employee, prior to employment and
anmnually thereaﬂer shaij-pqu.e aphysician ' s

. the survey, a comprehehsive raview of Residents |
i #1's health care and nutritional status was
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certification that a health inventory hias been
performed and fhat the employee * s health status
| would allow him or her to perform the required

! dufies.

This Statute is not met as evidenced by:

! Based on inferview and record review, the GHIID
failed to ensure that all empioyees and health
cate professionals had current heslth cerfificates |

con fils, for 3 of 16 DSPs (DSPs #3, #5 and #18), |

-1 af 7 LPNs. (LPN #3) .and 2 of 7 consultants.
(Consultants #1 ang #2)

The findings include;

On November 7,.2013, beginning at 9:42 a.m.,
review of the personnel records for all employees,
including licensed professional health consuliants
| @nd nurses, revealed thefollowing:

1. There was no evidence of a complete
physician's health inventory/certificate for the:
primary eare physician {Consultant #1) and
nutritionist (Cansultant #2).

2. There wis no evidence of a complete
physician's health inventory/certificate for DSPs
#3, #5 and #18,

3. There was no evidence of a complete ]
physitlan's heaith inventory/ceriificats for i PN #3,

At approximately 1:55 p.m., the COO, who had

: facilitated the review, acknowledged the
aforementioned findings. No additional
information was made availabla-for review before
the survey ended later that day. i

L= =]

]
;

9

nutritionist’'s are currentl

Refer to attachment $#la & 1b

| The Health Certificates for

1.The Primary Care Physician's
fealth Certificate, and thel

on file %1-1543

2.The Health Certificates for
DSP2s #3is currently om file|11-15-7
Refer to attachment # 2 1

3

D3Ps #5 and #16 will be on
file on 2-9-13
2.The Health Certificate for

LPN #3 will be on file on 2-9-13
In the future, the providex

will ensure that all the personnel
“iles are up to date, and availabld
upon reguest .
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| 401| 3520,2 PROFESSION SERVICES: GENERAL | 1401
PROVISIONS
| Professional services shall include both diagriosis
~and evaluation, including identification of
‘developmentsl levels and needs, treatment
services, and services designed to prevent
-deterioration or further lossof function by the
| resident.
This Statute is not met as evidenced by:
‘Based on observation, interview and record :
review; the GHHD failed to ensure that-each i
individusl-received professional services in
accordance with their needs one of three
residents of the sample. (Resident #1)
R Fhe facility's RN was inserviced
he fin ;
. rigs-ncluae by the DON Consultant on thﬁ?
The facility failed to ensure that Resident #1's importance of the timely
gl:vy‘;ﬁ %nsmpﬁgggﬁéwmljgiding&ﬂf implementation of the t elephone
implemertted timely to prevent weight loss and to brder of resident #1 on 12-3-13
promete hedling of the pressure ulcers. Refer to attachment #3
| On November 7, 2013, at approximately 7:00 [n the future, the nursging
p:m., LPN #2 was observed providing wound care : i
treatment to Resident #1's Stage 3 pressure i anagement 1’,‘”' l% t‘ensure EDat
ulcers on the right and left ischium. Additionally, a 11 of the individuals' telgphone
| dressing was observed covering Resident #1's brders are implemented as
i left heel. Interview with LPN #2 at appreximately : e : o
7:08 p.m. révealed that Resident #1 ais0 had a preseriosd &g in a bdmely
pressure ulcer on the left heel, which was freated manner in ordex to prevent the
every three days (last treated on November 4, He] 4 !
2013) and covered with an Optifoam boarder. peiay in care, and to provide
& the best possible care as
n Noveriber 7, 2013, at approximately 7:30 ks :
p.m., review of the MWCNDD dated October 31, stipulated in the Health and
- 2013, revealed it recommendad that Resident #1 Wellnegs Standards of practices.
be re-positioned evary Four while sitting in the
Healh-Regulation & Licensing Adminisiration
STATE FORM #en DJDR1 iF cortinusdion sheet 3 of 4
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b Contmued me page 3 08 fhe facility's RN was inseriiced
wheelchair. Further review revealed. that the : DON ltant b
wound on the right schial had deteriorated and l?y " S alil on th?’
 had increased in size and depth.(7 X 4 X 2.3) and importance of the timely
hed doubled in size'since October 17, 2013. implementation of the telephone
Additionally, the wound on the left hesl had 3 £ ident #1 ho-3-13
increased in size and the area was friable (1 x 0.6 | Preers ol residen R e |

x.0). Refer to attachment #3 X

Interview with the primary RN on November 8, In the future, the nursing

2013, at 12:38 p.m., reveated Resident #1 had management will ensure that|

slso had a significant weight loss in September n11l of the individuals' telephone
; 2013. Upon.being inforiried of Resident #1's J" e

weight loss (October 2, 2013), the primary RN orders are implemented as

informed the PCF and was instructed 1o write & prescribed, and on the timelly

telephone order te resume the Two Gal HN, 1 can

{240 cc), up to 3 times & day when the resident matter in order to prevent

| consuried Jahss than 50% af het meal. Further the delay in care, and to |
interview with the ptimary RN revealed the , . !
telephone order was not implemented until provide the best poz?- sible
October 17, 2013, because it was not jn Resident care ag stipunlated in the ;
#1's medical racord, Health and Wellness Standards

of practices. !

Health Regulation & Licensing Administration
STATE FORM emon 0JDRT1 If cortinuation sheel 4 ar 4
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A receriification survey was conducted from

| November 5, 2013, through Novemiber 8, 2013.

| A sample of three clients was selected from a

' popuiation of five individuals with varying degrees | '
of intéllectual disabilities. This survey was

initiated utilizing the full survey process. During

the course of the survey, a comprahensive review

of Client #1's health care and niitritional status
was conducted.

Thefindings of the survey wars based on
cbservations, interviews, and tha review.of
records, including ihcident reports.

: Note: The below are abbrevigtions that may [
- appear throughout the body of this repart. ’

Clinical Director (ED)

Chief Operating Cfficer (CQD) ‘
! Directar of Nursing (DON) }
- Direct Support Professional (DSP)

| Group Home for Individuals with [ntellectual
Disabiliies (GHI)

Intermediate Cara Facility (ICF)

Incident Management Coordinator (IMC)

Individual Support Plan (ISP) :
| Multi Wound Chart Notes Document Detail
(MWCNDD}

Licensed Practical Nurse (LPN)

Physical Therapist (PT) :

Qualified Intellectus| Disabilities Professional i

: {QIDP) [
Registered Nurse {RN) !
Emergency Room (ER)

Gastrointestinal Tube (G-Tube)

W 148 483.420(d)(1) STAFF TREATMENT OF . W48
CLIENTS

L
1

LABORATORY DIRECTOR'S OR PROVIDEHISL TATVE'S SIGNATURE TITLE (X8 DATE

&or) 1 7Y

Any deficiency stahement enditg. with.an azmr&kh&%s 2 deficianty which the Instifution may be excizad fram correcting providing t is deffermined that
e ; : ‘
of

other safeguands provide sutfitierit prataction to t . {Sée instructions) Excapt for nursing homes, the findings stated above ara.disciozable 90 days
following the dale of survey whetheror not a plan ioh i& provided, For nursing homes, the above fmdings and plans of comrection aredlsdosablem
days rﬂfﬁ t::ut ffate thesa documents are made avgilable to the facility. If deiiclmncies sre clted, an approved plan of earrection Is raquisite ta contiued
prog ) Kan.
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policies and procedures that prohibit
mistreatmient, heglect-or sbuse of the:client,

This STANDARD s niot met as evideficed. by:
facility failed fo implament its inciderit

and safety, for two of five tlients residing in the
| facility. (Clients #2 and #4)

I'The findings include:

The facility failed to ensure to implement its

thorough investigations.

- the agency's policy on reporting results of
of the incident was consistently implemented.

| Review of the facility's investigation reports on
' November 6, 2013, beginning at 10:22 a.m.,

‘as evidenced below:

(2} On September 13, 2013, Client #2 was
evaluated at the ER due to a fall fromi the van
wheelchdir [it. Review of the facility's Intemnal

! investigation report dated September 27,2013,
revealed the resiilts of the investigation were
repotted o the administrator nine working days
after the Incident occurred.

The facility rust develop.and implement writtsn

Based oh staff interiiew and récord review, the

management policy to ensure each client's tiealth |

- Cross refer to W156. The facility falled to ensure

revealed the facility failed to report the resujts of
two'investigations within the required timeframe,

|

i

incident management palicy on the-completion of

|

investigations to the administrator within five days !

i

f
(b) On June 25, 2013, the facllity was notified that :

REM WASHINGTON, DC 20019
o ! SUMMARY STATEMENT OF DEFIGIENCIES : D _PROVIDER'S PLAN GF CORRECTION. (X8}
PREFIX - | (EACH DEFICIENCY MUST BE PRECEDED BY FULL : PREFIX [EACHCORRECTIVE ACTION SHOULD BE COMPLETION |
TAG REGULATORY OR L5C IDENTIFYING INFORMATIEN) | TG CROSS-REFERENCED TO THE APHROFRIATE | DATR
| DEFILIENCY) )
o
W 148 | Continued From page 1 Vir 148 :

/It ie RCM's policy that al
if the incidents are repoxted
s they occur, and that the |
ncident reports are compleﬂed
g written in the policy; )
dditionally, the result of |each
investigation is completed
ithin the required time frdme.
n these cases, the results 'of
he investigationg were not
eported to the Administratdr
ithin five days as stipulatied
n the Incident Management Bolicy.
11 staff were inserviced |
on incident management policy
with emphasis on incident
(reporting and protocol 11-12-13
efer to attachment #4
nn the future, the provider
ill ensure that the the results of
11 of the investigations
re reported to the adminigtration
within the time frame as
stipulated in the incident
@anagement policy.
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W 149 Continued From page 2 wW 149L
 on June 24, 2013, an anonymous caller alleged is RCM's policy that all

that Clients # 2 and #4 were "systematically”" not
beitig adequately cared for at their day program.
Review of the facility's internal investigation report
dated July 11, 2013, revealed the resulfs were

: repotied to the administrator eleven working days

| after nofification of the incident.

]
interview with the facility's COO onNovemker 8, !
2013, at 11:57 am., revealed ths incident '
managemenit policy required that the results of all |
 investigations be reported to.the administratar
. and/or desighee with five working days. Further |

discussion with the COO corifirmed that the !
results of the aforementionéd investigations were
not reported to the administrator within five
working days,

- On November 8, 2013, at approximately 12:15 |
p-m., review of the facility's incident management :
policy revealed the final investigative report shall

'be submitted no later that 5 working days

- following the incident report for individuals |

residing in the facility, i

I

I

W 156 | 483.420(d)(4) STAFF TREATMENT OF
CLIENTS

. The results of all investigations must be reparted ;

to the administrator or designated representative |
or to otherofficials in accordance with. State law
within five working days of the incident.

| This STANDARD is not met as evidenced by: _
Based on interview and record review, the facility |
failed fo ensure the outcome of investigations ]
was reported to the administrator or designated
representative within five working days of the

the incidents are reported
they occur, and that the,
incident reports are compleked
& written in the policy;
%dditionally, the result eagh
investigation is completed :
within the required time frame.
In these caseg, the reasults| of
the investigations were not
reported to the Administrator
within five days as stipulated
in the Incident Management Policy.
A1]l staff were inserviced o
the inc¢ident management policy
with emphasgis on incident
reporting and protocol 11-12-13
W156Refer to attachment #4
In the future, the provider
;will ensure that the the results o
all of the investigations
are repoxted to the adminigtration
within the time frame as
stipulated in the incident
management policy.

n horr

|
} :

FORM CMS-2567{0%-08) Previous Versiong Obaolate Event [D:CJDR11
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W 158 | Continued From page 3 | W58
incident, for two of the five clients residing in the '}
faciiity. (Clients #2 and #4) t is RCM's policy that all
The findings include: f the incidents are reportéd
' Reviow of the facilit's i peias _ s they occur, and that the
S 0 BT vesBaiin Fport:on neident reports are completed

s written in the policy; |
dditionally, the result each

nvegtigation is completed
ithin the required time frame.

révealed the facility falled to report the resuts of
two investigations withif the required timefrariie,

1
a5 evidenced below: ! .

Novembar 6, 2013, béginning at 10:22 a.m., f

(a) On Septermber 13, 2013, Glient #2 was l
evdiuated gt the ER due to 3 fall from. the van !
wheelchair lift. Review of the facility's internal | in these cases, the results|of
'ff-‘lVéSfI_igEﬁDﬂ Teport dated September 27, 2013, , he investigations were not!
revealed the results of the investigation were : . :
reported to the administrator nine wotking days | eported to the Administrator
after the incident otcurred. ithin five days as stipulated

' (b) Ont June 25, 2013, the faicility was notified that i the Tacident Hansgewent Policy.
on June 24, 2013, an anonymous caller allegad | 11 staff werxe inserviced

that Clients # 2 and #4 were "systematically” not . ’

being adequately cared for at their day program. | e t_:he Ix:mldent mall‘.magement

. Review of the facility's interna) investigation report | policy with emphasis on

 dated July 11, 2013, revealed the results were ] ncident protocol 1-12-17
n the future, the provider

| reported to the administrator eleven warking days |
| ‘
Eill ensure that the the results of

Interview with the facility's COO on November 8,

| 2013, at 11:57 a.m., revealad the incident j
management paiicy required that the results of all |
investigations be reported to the adminigtrator f t,

after notification of the incident.
11 of the inwvestigations
re reported to the administration

and/or designes with five working days. Further ALl €38 Gime frame ag
discussion with the COO confirmed that the tipulated in the incident
resulis of the aforementioned investigations were ;

not reported to the administrator within five anagement policy.
| working days.

'

i

On November 8, 2013, at approximately 12:15 . I
FORM GMS-2587(02-09) Previotrs Vevsions Cibsoléle Event ID: 0JDR 11 Facllity 1D: 09G241 ¥ continuation sheet Page 4 of 8
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 The facility must provide each employée with
- initial ahd continuing training that-enables thie
| emgpioyes to perform his or her duties effectively, |

efficiently, and competently, ’

'

‘This STANDARD is not met-asevidenced by:
Based on obiservation, interview and record

review, the facility failed to ensure staff was

 effectively trained fo manage the provisions

i outlined in each client's physical therapy

-assessment, for one of the three clientz in the

sample. {Clent #1)

The finding includes:

The facility failed to ensure Client #1's wheelchair |
!'was filted back no more than ten (10) degrees fo |
prevent increasing the pressure.on the client's |
ischium and pelvis in accordance with the PT ;
assessment, a5 evidenced below:

On November 7, 2013, at-approximately 5:00
p.m. and 8:00 p.m., Client #1 was abserved
sitting in a wheelchair that was filted back

- between 11 - 12 degrees with the dlient’s legs
extended.

| On November 7, 2013, at approximately 7:00 ,
p.m., LPN #2 was observed providing wound care ;
freatment to Client #1's Stage 3 pressure ulcers |

RCM o WASHINGTON, DC 20019
4) ID SUMMARY STATEMENT OF DEFICIENCIES ! D PROVIDER'S PLAN OF CORREGTION I ey
PREFIX - (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOLILL BE | COMPLETHON:
TAG REGULATDRY OR LSC IDENTIFYING TNFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
i i DEFIGIENCY) |
| _ l
W 156 | Continued From page 4 I w156
p:m., review of the facility's incident management :
policy revealed the fihal investigative report shall
be submitted no later that 5 working days ‘
following the incident report for individuals :
residing in the facility. i
VW 188 | 483.430(e){1} STAFF TRAINING PROGRAM W183

pll staff were inserviced by
the Physical Therapist on
the repositioning of resident

#1l's wheelchair on Septembei
B0,2013; however, the traini:g
seemed not to have been effective.
| All Staff were ingerviced
gain by the Physical Therapist
n resident#l's wheelchair
epositioning on 11-15-1
Refer to attachment #5

in the future, the facility
management will ensure that
Pll staff are effectively
trained to manage the provikions
outlined on each individuazal's
Physical Therapy assessment|
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(X4) 1D, SUMMARY STATEMENT OF DEFICIENCIES D PROMIDER'S PLAN GF GORRECTION : (xB)
PREFIX {EACH DEFICIENCY MUST BE FRECEOED BY FULL PREFIX | (EATH CORRECTIVE ACTION SHOLILD BE ' GOMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFIGIENDY)
W 188 | Continued From page 5 W189| All staff were inserviced by
on the right and left ischium. Additionally, = the Physical Therapist on
dressing was observed covering Cligrit #1's left h — £ | dlant
heel. Interview with LPN #2 at approximately the repositioning of residen
7:08:p.m., rewealedhthat Client #1 also had a i #1's wheelchair on September
pressure ulceron the left heel, which was freated - : . -
every three days {last treated on November4, - 30,2013; howevex,the training ]
1.2013) and covered with an Optifoam boarder. } seemed not to have been effectivel
: | All staff were inserviced
- On Novemnber 7, 2013, at approximately: 7:30 i || . . ;
pm., review of the MWCNDD dated October 31, | | again by the Physical Therapist
2013, ravesdled it recommended that Glient #1 ba | on resident#l's wheelchair
re-positionéd every thour while sitting in the o e
wheelchair. Further review revealed that the : EEPoaLElaniug on H~158-1
wound on the right ischial had deteriorated and . Refer to attachment #5 :
had increased in size-and depth (7 X4 X 2.3) and s 7
 had doubled in size sirice October 17, 2013, ! j E0, Ehe Ehfpes, Lhe Sscilig
- Additionally, the wound cn the left heel had ' - management will ensure thalt |
, increased in size and the area was friable (1 x 0.6 | all staff are effectively
x 0). i i
: trained to manage the provisions
On November 8, 2013, at approximately 11:35 outlined on each individusil's
L aJm., interview with DSP #2 at 6:10 p.m., : ;
revealed that Client #1 was to be re-positioned Physical Therapy assessmenft.
- every hour while sitting in the wheelchair, '
Additionally, DSP #2 revealed staff had been
trained on how to change the client's position by
tilting the handle en the wheeichair up and down.
However, DSP #2 was unable io state how many ,
degrees the client's wheelchair should be tilted. :
' On November 8, 2013, at approximately 138 |
p.m., review of Client #1's PT assessment dated |
May 1, 2013, reveaied it stated if the clierit is
reclined 'back in the wheelchsit more than 10
degrees, this would Increase the pressure at the
 client's ischium and pelvis.
- On November 8, 2013, at approximately 2:05 |
p-m., review of the staff in-service training ' i
FORM CMS-2867(02-50) Previous Verslons Obzolets Event I0;0JDR11 Faclity ID: 08Q241 If cartiniuation sheet Page & of 8
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This STANDARD is-not met as evidenced by:
Based'en obsetvation, interview and record
review, the facility nursing services failed to
“ensure & prescribed freatment was tifmely
implemented for ane of three clients it the
sample. (Client #1)

The finding ncludes:

The facility failed io ensure that Client#1's
physician's order for supplemental feedings of |
Two Cal HN via gastrostorny tube was :
implemented timely to prevent weight loss and to
promote healing of the pressure ulcers.

On November 7, 2013, at approximately 7:00 ]
; Pim., LPN #2 was observed providing wound care |
trecitment to Client #1's Stage 3 presaure ulcers |
‘on the right and left ischium. Additicnally, a
dressing was observed covering Clieht #1's left
heel. Interview with LPN#2 at approximately
7:08 p.m. reévealed that Client #1 also had a !
. pressure Ulcer on the left heel, which was treated |
every three days (last treated on November 4, |
| 2013) and coveted with an Optifoam bearder.

‘STATEMEN,T OF DEFICIENCIES (X1} PROVIDERISUPRLIER/CLIA 2) MULTIPLE CONSTRUCTION (X4} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘A BUILDING COMPLETED
09G241 B. WING 1170812013
NAME OF PROVIDER ©GR SUPPLIER STREET ADDRESS, 5ITY, STATE, ZI¥ ¢:0bE
RE 4954 ASTOR PLACE, SE
' WASHINGTON, DC 20018
4)iD SUMMARY STATEMENT OF DEFIGIENGIES ' D PROVIDER'S PLAN OF CORRECTION: ois)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L'SC IDENTIFYING INFORMATION) TAG cncssaernggEHcglé 3213 6T$3E APPROPRIATE ORTE
h |
W 188 | Continued From page 6 W 188 ‘
| records.dated September 30, 2013, revealed that
| all staff had:recsived.training on Clieht#1's
wheelchair re-poesitioning. Observations and
interviews on November 7 and November 8,
2013, however, inditated that the tralning was not
. affective. . N
W 321 | 483.460(c) NURSING SERVICES: W331
* The facility must provide clients with nursing
SeTvices in accordance with theii needs. ;

i

he facility's RN was inserticed

v the DON Consultant on th
importance of the timely
implementation of the telep
rdere of resident #1 on
efer to attachment #3

n the future, the nursing
anagement will ensure that

b

rnone
12-3-13

1l of the individuals' telephone

rders are implemented as
prescribed,and on a timely
matter in order to prevent
the delay in care, and to
provide the best possible
care as gtipulated in the
Health and Wellness Standarx
of practices.
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AND PLAN OF EORRECTION IDENTIFICATIGN NUMBER! A BUILDING EOMPLETE
08G241 B. WING 1170812043
NAME GOF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP-CODE
RCM 4954 ASTOR PLACE, 8&
WASHINGTON, DC 20019
penym | SUMMARY STATEMENT OF DEFIGIENCIES [ D PROVIDER'S PLAN GF GORRECTION xs)
PREFIX - (EACH DEFICIENGY MUST BE FRECEDED BY FUi. | PREFIX {EAGH CORRECTIVEAGTION SHOULDBE | COMPLETION
TAG i REGULATORY ORLSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO-THE APPROBRIATE HATE
: DEFICIENCY),
WW'331| Continued From page 7 CWas :
On Noveriber 7, 2013, at. %ppromma’fely 7:30 ; The facility's RN was ingezviced
p. ITI.. review of the TAWCNDD dated October, 31, by the DON Consultant on the
2013, revealed it recommended that:Client #1 bs o o
| te-positioned every hour while sitting in the importance of the timely
‘wheelchalt., Further review: revealed that the T implementation of the telephone
wound an the nght ischial had deteriorated atid .
had increased in size and depth (7 X 4 X 2.3) and | orders of resident #1 on 12-2-1
had doubled in size sinee Octeber 17, 2013, I: Refer to attachment #3
Addrhunally the wound on the left heel had ; .
increased in size and the area was friable (1 x 0.6 | i £he fustits, The DirElag
X 0). management will ensure that
all of the individuals' telephone
Interview with the primary RN on Noveniber 8, . | P
2013, at 12:39 p.m,, reveaied Client#1 had also orders are implemented as |
' had a sighificant weight loss in Septermber 2013, | prescribed,and on a timely
Upon being informed of Client #1's weight Ioss ;
(October 2, 2013), the primary RN informed the matter in order to prevent
P.?ip and was instructed to wrge a telephone the delay in care, and to
order to resume the Two Cal KN, 1 can (240 cg), : :
up fo 3 times a day when the client consumed | previde th? Dese po?s ible
. less than 50% of her meal. Further interview with care as stipulated in the
. the primary RN revesled the telephone order was H Well Standard
not implemented until October 17, 2013, because ealth ar‘1d R ERee e
it was not in Client #1's medical record. of practices. !
i
i :
J
I : i |
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