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A revisit was conducted on pecember 3, 2009,

through Decamber 4, 2009, to verify the facilty' i

compliance with condition level deficiencies cited n Q-X Dﬁl

during a complaint investigation dated Cctober -

16, 2009. A random sample of three clients was OF THE DISTRICT OF COLUMBIA

selected from a residential population of six GOVERNM%ELAR TMENT OF HEALTH

females with various disabililies. The findings of TION ADMiN\STRAT\O

the survey were based on observations in the HEALTH REGU;#O 08T, NE., 2ND FLOO

howme, interviews with direct care and nursing 825 NORTH Cam T 0N, D.C. 20002

staft, as well 85 @ review of the clintcal, WAS :

administrative, and habilltative recerds; including
a review of the unususl incident repotts.

The revisk resulted ina determination that
although progress had been made in correcting
previously cited deficiencles, continuing
condition-level deficiencies remained that

iude finding the facility in comphance with the
Conditions of Participation in Governing Body and
Health Gare Services.

On Decembar 3, 2008, at approximately 5:40
p.-m., the faciity’s Acting Qualified Mental
Retardation Professional (AQMRP), Registered
Nurse Supervisior, and Licansed Practical Nurse
were notifiad that a client was observed coughing
multiple timas and spitting out large amounts of
liquid during the evening maal.
observation, interview and record verification, it
was revealed that the facility's staff falled to
effectively implement the clent's mealtime
protocol and the observed client was at tisk for
aspiration, The facility was informed that the
cbserved actions posed likely harm to the client.

On December 3, 2009, at approximately 840
p.m.,, the faciiity's AQMRP implemented and
‘submitted to the State Agency (SA) a plan of

L

4

i

Any deficiancy alstament &
other safeguards pravide sufficiant
fatiowing the datd of suryay whather OF nok @ plan of cortection ls

mﬁd&ﬂmmamﬁdwwﬁwmimﬁnﬂmmwbeem-dfmm
) Excapl for nureing homas, the fin
r nursing homes, the above findi

wecting providing & Is deferl
dings stgted abova 3@ disclosable
and plans of comeciion dre disclosable 14

fhat
a0 days

days following the tzau these documents am mada avelable to the facility, defiiencios are cted, sn appraved plan of comection Is requisits to continyed
n,

program
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correcton to sddress the Identified concem a3
detalled below.

| 1. All staff and nurses present during the
observed evening mesi were trainag-on-Cllent. ..
‘ gﬂolwm’ dﬂmmm-.;teomplcud December 3,

2. The ovemight staff will receive tralning on
Client ¥2's mesitime protocol. {Completed .
Decamber 3, 2009)

| 3. The morning staff.will receive tralning on Client
;2'; inesitims protacol, (Cempleted December 4,
008) .

4. in addition, all staff in the home will receive
follew-up training on mealime protocols, adaptive
i . | fueding squipment, and the use of adaptive
i;:ﬂd!ng squipmant oh #n ongoing or as

s.

5. Nursing snd sment will monitor
meaitmes to sasure that staff adhere to the -
- pretocols as outiined on & manthly basis. - )

(W 102} | 483.410 GOVERNING BODY AND wiey| | - — - - — -~
MANAGEMENT w102

The faciiity must ensure that specific governing This Condition will be met as ;
body and manapement raquirements are met. evidenced by: /2 a?ﬁOf

References response to W104 and WM?
w331 and

This CONDITION s not met as evidenced by: w318,
Based on sbesivation, Interview, and record

review, the faciity's goveming body falled to

malnt:lngcmral opareting direction over the
facilty, {See W104 snd W331] -

mmnmmvmw Evant ID:BTNSTS - Faciily ID; 0013 |t gontinustion ‘shest Pxge 2 of 13
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offects of these 8 i pracices resulted
in thve goveming s fallure t0 adequately
manage the feiity in 8 manner that would ensure
.- silents he th , [Seo uis® 18]
Wi 04} 483.418(ai(1) sovaaNlNGaow (W 104)
‘ﬁ 7| The geveming bedy Mmust exercise general policy, - L
budget, and operating direction over the feciiity. W104 com T
This Standard will be met as W
id i
fhis STANDARD s ot met 88 evidenced by: evidenced by:
Baszed &0 tion, staff interviow, 8 resord 1. Cross-reference response to
eviow, thy fecillly's governirg body fafied to W192.1. o
1 axereisd unuril sperating direstion over the 2 C af o rf
faeiity as svidenced bY deficiencias cited below . Cross reference response to /2t
and thou;mlm;oug&ouf:ga“ls ropco]t‘::; f’nzur of wi192.2 071 L j
;‘:et“ugt:m s . | . 3. Cross reference response 1o _ 9 9
. ' o ] wi192.3 .
The fineing® Include. | 4. Cross reference responsesto
on Nevembel 48, 2008, the facility submitted J WwWw368 _
:‘::':‘fg?m (POC) 1© m'dmﬂ“"mtu“ o 5. Cross reference responses to W369.
the Octeber 16, 2009 Investigation/survey. on
Ocipber 16, 2009, ine f_aclﬂ%m cited for faling
o snsure the th and 38 ty of the clients
residing in the fecllity. ing to the POC
antad November 18, 2009, the hcllit{
decumented that it would engure the dicest care
and nursing steff received additional tralning on
implementing mesitime protocsls.
1. Gross-Refer o W1921. The governing body
failed toansure gach empioyes providing direct
care and nyrsing :&wm . COmPS Aty
sralasaigtimriement tliant #Z Smesiime L
Evard \D:ETNS1Y ¥ouiiy 10; 096122 . “uﬂWMM ol 1%
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{W 104}

1 (W 192}

‘Physician (PCP).

Continuad From page 2
protocol.

2. Cross-Referto W182.2. The governing body
fallad to ensure thet each licensed staff had
reselved effective training on procedures to
property implement/document Cliant %3's fluid
restrictions ag ordered by the Primary Care

3. Cross-Refer to W192.3. The facllity’s nursing .
staff failed to ulllize standard nursing practices by

snsuring universal precautions wero implemented
while administering Client #4's Injections.

3. Cross refer to W331. The goveming body
talled 1o ‘ensire nursing services in accordance
with each clisnt's needs, for three of the six
cllents residing In the facility.

4. Cross~-refer o W 368. The goveming body
failed to ensure that all medications wefe
administered In accordance with physician's
orders, for two of the six clients residing in the
facility,

5. Cross-refer to W 369. The goveming body
failad to ensure that all medications were
administered without error, for one of the six
dllents residing In the facility.

483.430(e)(2) STAFF TRAINING PROGRAM

For employess who work with clients, training
must focus on skills and competencles directed
toward chents' health neads.

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

{W 104}

{w 192}

e

w152

e —

- ‘ol

This Standard will be met as evidenced
by:
0%50!"6, _

1. All staff received retraining on
mealtime protocols and will be
observed to ensure that they
have acquired competency.
staff who fail to adhere to the
mealtime protocol after
training/retraining will be

disciplined.

"FORM CMS=2567(02-09) Previous Veslons Olsolete
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{W 192} | Continued From page 4 w182} - - -
providing direct cére and nursing sefvices wére .
competently trained to implement mealtime w192, Continued...
protacbls and calculate fiyid restrictions, for t*hzroe
of six clients residing in the facility. (Clients #2,
#3, and #4) This fallure posed likely harm tp the The Home Manager and
:lailents' heaith and safsty. P;fddiﬂonallz. the facillty assigned LPN will conduct KRR
‘ Ua:dedmtoenaziunﬁn:gﬁesgon?wrﬁi; adhering random meal chservations at i
universal precautions and standard nursing least four times monthly. These -
?ad'afwum:b:&m;f six cllents residing in the observations wiil continue to be e f
documented on the "Meal / ' 240%
Tha‘;ﬂnding‘s inciude: Observation form.” The J
On November 18, 2009, the facility submitted 2 assigned RN Supervisor will also ",I.!.’. :.',‘..- :
| Pian of Gomeﬁdnf(POC) to address deficiencles conduct random meal : SRR
cited 85 a result of the October 16,2009 . : ;
invesﬁgationlsure-y. According to the POC. the observations to ensure ongoing
facﬂig, mmntad that staff would recelve ' compliance. If deficiencies are
gdadl ining on ensuring consistency with .
mealtime protocols In accordance with the noted during the meal
Physician's Orders. Additionally, the POC observations immaediate
docurentad that nurses would accurately etraining wi
implement/dogument client's fluid restriction as retraining will be implemented
pmmﬁbgd. aﬂd dotumented on the
1. The direct nd nursing staff fafled 1o observation form. If
. care and nursing s : . .
darnonstrate competency in ?r?iplementing Client deficiencles are noted during
#2's meditime protecol as detailed below: the meal cbservations
Observatiens during dinner on December 3 immediate retraining will be
20089, beginning at 5:45 Q re\m::d Client ¥#2 completed by the LPN and/or
was being assisted by Staff #1 to eat her meal. . .
The meal consisled of pureed pork chops, string !\danager' on struft, This
beans, zuochini, and cranbarry grape juics. At information will documented
§:48 p.m., the House Manager (HM) was directly onto th
obsenved to assist Client#2 with drinking her irectly onto the meal
cranberry juice using hand over hand assistance. observation form.
When the HM looked away momentarily, Cllent
FORM CMS-2567(012-68) Previous Versions Ooeclelo Event 1D: BTNB13 Fachty [D: 004123 ff continuation sheet Fage 5 of 13
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{W 192} | Continued From page 5 W 192)
#2 Independantly began to drink and was o
observed to take a iarge gulp of four (4) ounces
of juice. Cllent#2 immediataly started ko h
muttiple imes as a large amount of liquid spll
from both sides of her mouth. Prior 4o the clent .
coughing, the surveyor observed staff taking the S
- spout lid off of the client's cup while assisting the : . S
‘clignt with drinking her Juice. The purse
immediately intervened by telling the staff to stop
feeding until Client #2 cleared her throat. Once
| the client stopped coughing, the nurse wentto
- _ | retrieve more cranberry juice. The nurse then - o S
= | gave the staff member the cup of juice (without g j
. | the spout lid} and that staff member resumed ‘ j
| feeding the client and assisting her with drinking : R
- | without tse spout fid on the cup. At that time, the BRI - N IR
| surveyor immadistely Intervened by informing the . : ‘ ]
Acting QMRP/Assistant Director of Residentlal - i
Services, who wias on site, that the client was B
being fed juice without the benefit of the spout lid.
The AGMRP intervened by stopping staff from
continuing to allow Cllant #2 to drink without the
| spout lid end piaced the |id onto the cup.

| Interview with Staff #2 at 5:57 p.m., revealed that
Ciient #2 did not use the spout kd and tha only
reasan the spout fid was Initially on the cup was
because the cup of juice was being refrigerated.
When Inerviewed regarding what the spout kd
was used for, the siaff revealed that the spout fid
Was necsssary to decreasa the flow of fluid while
drinking. At approximately 6:00 p.m.. interview
with the MM revealad that the spout Cup was
discontinued but, there was no documented
avidence to support the HM's statement.

Review of Client #2's mealtime protocol dated
October 2, 2009, on December 3, 2009, at
approximately 5:50 p.m., (which was heted to be

FORM CMS-2887(02-00) Previouy Varglons Obecists Event ID:BTNG1S Facility ID: 006123 If comtinuation sheet Page 8 of 13
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{W 192} | Continued From page 6 {w 192)
on the table during the dinner meal), indicated e e =
that Client #2 was at risk for aspiration and W192 Continued...
identified apecial feeding equipment (cpen
handiad mug with spout id). Interview with the
AQMRP/Direttor of Residential Services on
gvealedw 4, 2009, st approximately 1({:320 am,
that staff was trained on Client #2's 2. Cross refere
mesitime protocol. Record review on December o ference response to
4, 2009, at approximate 2:45 p.m,, confirmed that wi3l.2
staff was trained 0510 Client T:.?'s mealtime v%uboeol
on Novamber 30, 2009, There was no evidence : .
| that tralning had been effective. . The Director of Residential
) Services and DON reviewed the '
it should be noted that this is a repeat deficlency, faciity policy on universal /J.' a W
2 Crogs-refer to W 331.2. The facllity's nursing precautions . Ali staff are : . _m.
sarvices failed to ensure that each ficensed staff - ovgyl 7 |
| /had received effective training on procedures fo exp'ected to“adhm"e to the .
properly implement/document Client #3's fluid policy as written, i.e., gloveswill | -~ = ~
restriction as ordered by the Primary Care be worn when administering o
Physician (PCP). . -
: injections and topical
On Decmcn b;; 3, 2003. at aelzprtgxi:wglyig g:t 1(3 ) medications. The RN
p.m.. Client #3 was observ drink @ . .
ounces bf beverage during the dinner meal. Supervisor will conduct random
Review of Clant #3's mealtime protocal datﬂa_.d medication administration
September 30, 2008, after dinner revealed the . .
cliont was prascribed 8 1500cc/day fluid observations and provide
rastricton. direction and training,
i diat
Review of the Decembar 2009 Fluid Intake immediately and/or as needed
Monitoring Sheets (FIMS) on December 4, 2009, to LPNstaff. Verification of the
at approximately 2:30 p.m., revealed the fadility's training will be indicated on the -
nursing staff dooumented Client #3's fluid intake dicati - )
during the month of November 2009 as detalled medication administration
below: observation form.
a_ Client #3 received less than 1500 oc fluids on
November 2, 2009 (1270 cc), November 14, 2009
FORM CMS-256702-09) Previous Varsiony Obsolels Event ID:BTNG1Y FaciMy [D: 00G12 I continugtion shoet Page 7 of 13.
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{w 192}

. b Qlient #8's FIMS dqeumanud she received
.| ovar the 1860 es fuld -llowncnt for Mw-four

| received 8 Total of 1680 cc'y of fuids.
| 2009, the dlsntreceived 8 total of 1850 co's of

| Continued Merd raview of Cliont #3's Physician's
Ordiers and iriterview with the facility's Registered

1 Aeting QMRP revesled that all direct cars and

revealod staff were trained on Auld

Contlnuod From page 7

(1200 ez), November 17, 2009 {1440 ¢o),
November 20, 2008 (1240 cc), and November 22,
2009 (1470 e¢), .

'(24) days. For-axample;

- On Novemnber 5, 2008, the client received a tote!
of 1890 e of Auids,

- On November 13, 15, and 18, 2009, the client

-oanembnr*ll 19, 20, 23, 24, 25,26, and 27,
fuids dily.

Nurse (RN) and Acting QURP/Assistant Dlr&etor
of Residential.Services on the same d
approximately. 3:20 p.m., verified that C Iom s
was preseribed i@ fuid restriction of 1500 ez of
fluid dally. Review of Client #3's FIMS reveuled
that staff Inascirately documentad 1ot of 1500
ot’s dally fér the $ntind month of November 2009,
Further intarview with the RN and Acting QMRP
acknowledged the Nuld intake monltorl

wers inaseyrste for Novembar 2009 .
facility was not gghering to the 1600 ¢c of fluid
daily as prescribed, Additional interview with: the

nunlng staff had received tralning on fuld
restrictions socumentation,

Review of the Imsarvice tralning records on
Decarhber 4, 2009, 3t approximately 425 p.m,,

{W 188)

hq»..lzul.h. Wl
" ~

WWHJWVMMM' Event ID:BTNSTY
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PrOGRLIRNSANRE:
H Sdministering Client #4¢'s mjecﬂma
| on November 18, 2009, the facliity submitted @

Continued Froin page 8 _
Intake/restrictions documentation on November
20, 2009. YThete was no svidence that training
hed been effective. '

It should be noted that this is » repeat deficiency,
3. The tecily's nursing steff falled o utitze

standang ni : cas by ensugingusiariek
s nurig pacioss by s

Pisn-of Comection (POC) to address dsficiericies
cited us 3 result of the Oclober 16, 2009 -
investigatio , Aegording to the POC dated
Novarnbar 18,i2000, the fusility documented that
sdditiansl siaif trelning had been completed
Navember 24, 2009 on Infection controland
maintaining sanitary.senditionsiinchiding-te-use
al:gloveergRand wasing-dt altimes:

Obsarlvaﬂ;h. on Dmmbo':u 4, zm%alt 8:18am.,
revealed the Registared Nursa (RN) Injected
Gllenhikdostins Y SPNEC oot
wearing gleves. Furthar observation rovesied the’
RN wiped the punctured ares with an aleohal ped,

Interview with the RN on December4, 2009, at
approximately 10:00 a.m., revesled that “there
WRS 1o nead to wear gloves because body flulds
are not exehanged.” Review of the rriedication
scdministration pelicy/procedures on December 4,
2009, at approximately 10:45 a.m,, revealod that
gloves were required when adminisiering exiemal
medicatiens. )

483,480 HEALTH CARE SERVICES

The fesility must ensure that specific hesith cam
serviaes reguirements are met.

{w 192}

{w 318}

]

FORM CM3-2387(02+00) Proviaus Versions Cbepiats - Event ID:BTNE13

Facitty I 0803128
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r{W‘3181' Continved From page § {W 818}
This CONDITION is not met gs evidenced by:
Based on stion, interview, and record - .
verification, ths facility falled to ensure nursing -
sprvieey. Oﬂlﬁlilhod systems (o provldu health iy
care men and ldentlfy services in |
accordence with clients' nesds [Refer to W331];
Talled to ensurg that all drugs were administered |
in aceardance with the physician's orders [Refer
to W88]; fallad to ensure that all medications
wure sdministered without error [Refer to W389]
and fulied to ensure that nurses were trained to
compatently pnw!do nursing services [Ruforto ) -
ez Was T - - e
| The effests of thase systemic practices resulted )
| in the fasilil's failure to provide heaith care : This Standard will be met as

. services. : \ '

{ W 331} | 483, 480(cy NURSING SERVICES wagy| Cvidencedby: o
| The facility must provide clisnts with nursing 1. Cross reference response to / 2?/ 09
serviess In aceordances with their rieeds. W192. 4 o1 nf)

2. Cross reference response to -';
Yhis STANDARD Is not met as avldencodrdby: W192.2
ed 0 sevation, Interview and reco
:ﬁo\v ﬂl::bhsulty f:lnhd o ensure nUrSHng . 3. Cross reference response to
services ;n ma{m with each clisnt's nl?i;'ds. W192.3 B
for faur of the six ellents residing In the fec - -
(Clients #2, #5, “ and #8) 4, Cross reference response to .
W368. '
The findings Include: 5. Cross reference response to
On November 18, 2009, the facility submitted @ W369,
Plam of Coregion (POC) to address deficiencles
¢cited 23 a result of the October 16, 2009

_ investigationisurvey. According to the POC dated

FORM CMS-2587(02-50) Provieus Varsions Cbsoiele Event 1D STNE1Y Facky I: 00G128 If continustion shest Page 10 of 13
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{W.318} | Continued From page 9

This CONDITION is not met as evidenced by'
Based on , interview, and reccrd
varification, the facﬂlly falled t enaure nursing
services esizbiishad systams to provldo heailth
care man and identify services in
scesnjance with clients’ needs [Refer to W331};
falled lo ensure that all drugs wers administered
in sesondance with the physiclan's orders [Refer
to W3BS]: falind to ensure that ail medications
were agministered without error [Refer to W35g)
and falied to ensure that nurses were trained to
eemuThnuy provide nursing services [Rofor to
w1e2

The effects of thase systemic practicas resulted
| in the fasilily's failure to provide henlth care :
J services,

{W 331} | 483.480(c) NU_RSING SERVICES

{ The facilly must provide clisnis with nursing
services In mondanoa with thair rieeds.

This STANDARD is not mat as evidenced by
Based on pbservation, inlerview and record
revisw, the facillty felled o ensure nursing :
services In scgerdance with each client’s needs,
for four of the six clients residing in the facilfy..
(Cllenty #2, #8, #4 and #8)

The findings Inelude:
On Nevember 18, 2009, the facility submitted »

Flan of Correclan (POC) to address deficienciey
cited as a resylt of the October 18, 2009

W $31)

investigation/survey. ‘According te ' the POG datod

W318)

w318

This Condition will be met as
evidenced by:

Reference responses to Wi192,
w331, w368, and W369, The DON
in coordination with the RN’s will
ensure that that nurses provide
heaith care monitoring and identify

" services In accordance with the

people’s needs and facliity policy.
The DON will conduct ongoing
monitoring reviews to ensure that
drugs are administered without
error and that nurses receive
training and demonstrate hecessary
competencies in accordance
nursing standards.

1220
gy
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TAB CROSS-REFERENGED TQ THE APPROPRIATE CaTE

| tw 3311 | Gontinued From page 10

- November 18, 2009, the facllity documented that
nurses accurately Implement/docurnent client's
fluid restriction as prescribed.

1. Gross-réfer to W182,1 The nursing staff fafled
{0 demaonstrale competency in implementing
Client #2's mealtime protocol.

2. Cross-refer fo W192.2. The facility’s nursing

services failad to propetly implement/document

Client #3's fiuld restriction as crdered by the

Primary Care Physician (PCP),

3. Cress-ferio W192.3. The facility’s nursing

staff fallad to utilize standard nursing practices by

ensuring universal precautions were implemented

' while administering Cllent #4's injections. .

4. Cross.referto W368. The facility's nursing

services failed o ensure that Clients #4 and #6's

| medications were administered in accordance
with physician's orders.

| 4. Cross-refer to W389. The facility failed io

ensure that all medications were administered

withoyt error. .

W 368 | 483.4680(k)(1) DRUG ADMINISTRATION

| ‘The system for drug Nminhﬁﬂon must assure
that all drugs ate administerad in compliance with
the physician's orders.

.| This STANDARD is not met as evidenced by.
Basad on observation, interview and recard
review, the facility falled to ensure that afl
meadications were administered In accordanco
with physician's orters, for twe of the six clients
residing in the facility. (Client #4 and #6)

Ths findings include;

{W 331}

W 368

- FORM CMS-2587(02-69) Prévious Versions Obsolete Evont I, BTNG13

Faclity IO 08Q123
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| December 4, 2008, at 8:18 a.m., revesled Client

1 on December 4, 2008, at.approximately 10:00
| Synthroid medication no later than 7:00 a.m.

| pack. Review of Client #6's December 2009

1. The facility’s madication nurse failed to ensure
that Client #4's medication was administered as
prescribed,

Observation of the madication administration on

#4 was sdministered Synthroid. Review of the
Madication Adminlstration Record (MAR) and
current Physician’s Qrders dated December
2009, sfter the medication administration at
approximately 9:50 a.m,, revealed the
aforomentioned medication should have been
administered betwean §:00 a.m. and 7.00 a.m.

interview with the License Practical Nurse {LPN)
a.m., revealed Cllent #4 shouid have received the

2. The faclkty’s medication nurse failed to ensure
that Client#6's Nitreglyoerin pateh was
administered as prescribed,

On December 4, 2009, at approximately 6:50
am., the LPN was observed to sign and date the
Nitroglycerin patch. The LPN was then observed
to apply Client#6's Nitroglycerin patch to her

MAR and December 2006 Physician's Orders
after the medication administration at
approximately :35 a.m.,, revealed the

lycerin patch should have been applled to
Client #6's chest wall.

Interview with the LPN on the same day at
approximataly 10:00 a.m., revealed that Cliant #§

This Standard will be met as
evidenced by:

cara physician. If the

be documented and

the PCP.

order to reflact the

1. The medication nurse will

administer medications as Ff; /707 -

prescribed by the primary

an individual changes, the

nurse will immediately inform
the primary care physician for A
direction and follow-up. All * S
new or modified orders will |

implemented as ordered by i/

2. Seeresponse to #1, W368.1.
The nursing staff have been
retrained in protocols for
contacting the primary care
physician. The primary care .
physician has written a new

application of the patch for
the person designated as

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
. OME NO. @M1 ,
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICUA P2) MULTIPLE CONSTRUCTIDN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICAT ION NUMBER: COMPLETED
A, BUILDING
' 09G123 B. WING umﬁm
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
i 431 ESRD STREET, 8E
INDIVIDUAL DEVELOPHFNT. INC. WASHINGTON, OC 20019 | |
(X4) ID SUMMARY 3TATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION - L)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRESTIVE ACTION SHOULD BE GOMPLETION
TAG REGUI.ATORY ORL3C IDENTIFYING INFORMATION) TAS CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
W 388 | Continued From page 11 W 388 w3es

needs of

"G

" FORM CMS-2687102-9%) Previous Versions Cbsciete

would removed the Nitroglycerin patch when “client #4". o
plased on her chest and therefere, the patch was
Event i BTNG13 _Faciiy ID: 00G128 it continuation shesl Page 92 of 13
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W 360

The system for drug administration must assure
that all drugs, including these that are
self-adminisiered, are administered without ermor.

This STANDARD i3 not met as evidenced by:
Based on observatibn, Interview and record
review, the facility failed to ensure that all
medications were administered without eror, for
one of six clisnts residing the faciiity. (Client #4)

The finding Includes:

Cross-refer W 368.2. Thae facility's madication
hursa failed to ensure that Client #6's
NHroglycerin patch was administered as
prescribed,

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDBI MB NOQ. 0938.0391
STATEMENT OF DEFIGIENGTES (X1) PROVIDER/SUPPUER/CLIA (%2) MULTIPLE CDNSTRUCTION {(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDNG GOMPLETED
. R )
| 096123 - Wik 12/04/2009 -
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
. 431 53RD $TREET, SE
INDIVIDUAL mmgm.' NG, WASHINGTON, DC 20019
(%4) ID SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF CORRECTION &)
PREFIX, {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG NGED TO THE APPROPRIATE DATE
: DEFICIENCY)
W 388 Continued Frem paga 12 W 383
applied 1o the client's back. When asked by the °
surveyor If the Primary Care Physiclan had been
made aware of Client #8's refusals, the LPN was
not able to produce any evidence.
483.460(k}(2) DRUG ADMINISTRATION W 380

This Standard will be met as
evidenced by:

, n
Cross reference response to W368.2 . Wj 4 j

FORM CME-2587(02-08) Pravicus Verslons Chiaciate

Event ID:BTNG13
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~ {1000} INITIAL COMMENTS {1 000}

1 p.m., the facility's Acting Qualified Menta!

' submitied to the State Agency (SA) a plan of

A revisit was conducted On December 3, 2008,
through December 4, 2008, to verify the faciRy's
compliance with condition levei deficiencies cited
during a complaint Investigation dated October
16, 2009. A random sample of three clients was
selacted from 4 residential population of six
females with verious disabilities. The findings of
the syrvey were based on abservations In the
home, interviews with direct care and nursing
staff, as weil a8 a review of the clinical,
administrative, and hablliiative records; including
a review of the unusual incident reports,

The revisit resuited in a detsrmination that
although progress had been made in correcting
previously cited deficiencies, continuing
condition-lsvel deficiencies remalned that
preclude finding the facllity in compliance with the
Conditions of Participation in Governing Body and
Health Care Services.

On December 3, 2009, at approximately 5:40

Retardation Professional (AQMRP), Registered
Nurse Supervisior, and Licensed Practical Nurse
were notlfied that a client was observed coughing
muitipie times and spitting out large amounts ‘of
fiquid during the evenlng meal. Based on further
observation, Intarview and record vaerification, it
was revealed that the faciity's staff failed to
effoctively implement the client's mealtime
protoco! and the observed resident was at risk for
gspiration, The fucility was informed that the
cbserved actions posed likely harm fo the
resident,

On December 3, 2008, at approximately 8:40
p-m., the faciiity's AQMRP implemented and

LABORATORY
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PREFIX
TAG
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PREFIX
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-DATE
DEFICIENCY)

{t 000}

| 226

Continued From pade 1
corraction to address the identified concem B8
detalled below:

1. All staff and nurees present during the
observed evening meal wers trained on Resident

| #2's mealtime protocol. (Compieted December

3, 2009)

2. The ovemight staff will receive tralning on
Resident #2's mealtime protocol. (Completed
Dacembar 3, 2009)

3. The moming staff will receive training on
Residerit #2's mealtime protocol. (Completed

| Dacember 4, 2009)

4. In addition, all staff in the home will receive
Tollow-up tralning on mealtime protocals, adaptive
feeding equipment, and the use of adaptive
feeding eguipment on an ongolng or ag needed
basis.

5. Nursing and management will monitor

{1 mealtimes to ensyre that staff gdhere to the

protocols s outlined on a menthly basis,

3510.5(c) STAFF TRAINING

Each training program shall include, but netbe
limited to, the following: -

(c) Infection cantrol for staff and resigents;

This Statute Is not met as evidenced by:

-1 Based on observation and Interview, the Group

Home for the Mentally Retarded (GHMRP) falled
to ensure offective trairing on infection control,
for one of six residents residing in tha facility.
(Resident #4)

{1 aoc}

| 226

1226
3510.5 Staff Training

This Statute will be met as
evidenced by:

The facility nursing staff
have been retrained on
universal precautions
while adiministering
injections,

Also, reference response
“to W 192, and W331.

Heoalth Regulation AGmInETaton

STATE FORM

BTNG1S
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Continued From page 2

The finding Includes:

The facliity's nursing staff falled to utilize standard
nursing practices by ensuring universal

{ precautions were implemerited while

administaring Resldent #4's injactiohs.

| On November 18, 2009, the facility submitted a

Pian of Cerrection (POC) io address deficiencles
clied as a resull of the October 16, 2009 .
investigation/survey. According o tha POC dated
November 18, 2009, the facility documented that
sdditionsi staff tralning had béen complsted
November 24, 2009 on infection control and

| mgintaining sanitary Gonditions Inciuding the use

of gloves and hand washing at all times.

Observation on December 4, 2009, at 8:18 a.m.,,
revealed the Registered Nurse (RN) injected
Resident #4 with eight units of Novolog without
wearing gioves. Further observation reveaied the
R;:li wiped the punctured arez with an aicoho!
pad.

interview with the RN on Descember 4, 2008, at
approximately 10:00 a.m., revasied that “there
was no nsed to wear gloves because body fluids
are not axchanged." Review of lhe medication
administration policy/procedures on December 4,
2009, 8t approximately 10:45 a.m., revealed that
gloves were required when administering extemal
madicatons,

3510.5(f) STAFF TRAINING

Egch training program shail inctydes, but not be
limited to, the fallowing:

(f) Specially areas related to the GHMRP and the

1228

1229
3510.5(f) staff Training

This Statute will be met as
evidenced by:

Cross reference w192,

{1 229} 2. Cross refer to W331.2.
3. Cross refer to response
for w192, w318, 368.

il

o)

salth Aeguialion ASMINET alon

STATE FORM

o BTNE13

¥ cnirumtion shasi 3of 19



12721720089 15:28 FAX

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

@o17

PRINTED: 12/1/2000
FORM APPROVED

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HFDO3-0036

(X2) MULTIPLE CONSTRUCTION

A, BUILDING
B. WING

DATE SURVEY
MCOWLEI’ED

R
12/04/2009

NAME OF PROVIDER OR SUPPLIER
INDIVIDUAL DEVELOPMENT, INC.

1

STREET ADDRESS, CITY, STATE, 2IP CODE

431 53RD STREET, 8E
WASHINGTON, DC 20019

{X4) 1D
PREFEX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EAGH DEPICIENCY MUST BE PRECEDED BY FULL
REGLHLATORY OR LSC IDENTIFYING INFORMATION)

i
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PUAN OF CORRECTION
{EAGH CORRECTIVE ACTION 8HOULD BE HLE
DEFICIENCY) B

{i 229}

: [ Observations during dinner on December 3,
Heal jula

SYATE FORM

Continued From page 3

residents lo be served including, but not limited
to, behavior management, sexualily, nutriion, -
racraation, total communications, and assistive
technologias;

This Statute Is not met as evidenced by:

Based on obssivation, Intefview, and record
reviaw, the fadiity falled to ensure each employes
providing direct care and nursing services were
competently trained to Implement mealtime
protocois and calculate fluid restrictions, for three
of six clients residing in the facility. (Residents
#2,#3, and #4) This failure posed likely harm to
the clients’ health and safety. Additonally, the
facility falled to ensure nursing staff were
effectively trained to administér injections while
adhering {a universal precautions and standard
nursing practicas, for one of resident residing in
the facliity, (Resident #4)

The findings Include:

On November 18, 2009, the facility submitted a
Flan of Cerrection (POC) to address deficienclas
cited as a result of the October 16, 2009
Investigation/survey. According io the FOC, the
facllity documentad that statf would recelve
additional training on ensuring conglstency with
mealtime protocols in accordance with the
Physician's Orders. Additionaily, the POC
documented that nurses woukl aocurately
Implemant/dogument client's fluld restriction as

prescribed,

1. The direct care and nursing stalf falled to
demonsirate compatency in implamenting
Resident #2's mesltime protocol as detafied
below:

{l 228}

BTNG13
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(1 229)| Continued From page 4

2009, baginning at 5:45 p.m., revealed Resident
¥2 was being assisted by Staff #1 to sat her
meal. The meai consisted of pureed pork chaps,
string baans, zucchinl, and cranberry grape Julce,
At 5:48 p.m., the House Mana r (HM) was
"| observed to assist Resident #2 with drinking her
cranberty juice using hand over hand assistance.
When the HM looked away momantarily,
Rasident #2 Independently began to drink and
was observed to take a large gulp of four (4
ouncas of juice. Resident #2 immediataly started
to cough multiple times as » lerge amount of
liquid spilled from both sides of her mouth. Prigr
to the resident coughing, the surveyor observed
staff taking the spout lid off of the dlient's cup
whilo assisting the client with drinking her juice.
The nurse immediately intervened by teliing the
staff to stop feeding untll Resident #2 cleared her
|| throat. Onee the client stopped coughing, the
Nurse went to retrieve more cranberry juice. The
nurse then gave the staff member the cup of juice
(without the spout lid) and that staff member
resumed feeding the elient and assising her with
drinking without the spout lid on the cup. At that
time, the surveyor Immadiately intsrvened by
wiforming the Acting QMRP/Assistant Director of
Residential Services, who was on site, that the
cllent was being fed julce without the benefit of
the spout lid. The AOMRP intervenad by
stopping staff from continuing to allow Resident
#2 to drink without the spout lid and placed the lig
onto the cup.,

Interview with Staff #2 at 5:57 p.m., revealsd that
Reskient #2 did:not use the spout kd and the enly
reasan the spout Ild was Initially on the cup was
because the ¢up of juice was being refrigerated,
When interviewed regarding what the spout lid
was used for, the staff revesled that the spout lid
was necessary 0 decrease the fliow of fluid while

{1229}
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drinking. At approximately 6:00 p.m., interview
with the HM revealed that the spout cup was
dizcontinuad but, there was no docuimented
evidence to support the HM's statement.

Review of Residant #2's mealime protocol dated
October 2, 2009, on Decamber 3, 2009, at
approximately §:50 p.m., (which was notsd to be
on the table during the dinner meal), indicated
that Resident 32 was at risk for aspiration and
idantified special feeding equipment (open
handled mug with spout fid), Interview with the
AQMRP/Director of Residential Services on
December 4, 2009, at appraximately 10;30 a.m.,
revealed that staff was trained on Resident #2's

| mealtime protocol Record review on December

4, 2009, st approximate 2:45 p.m., confirmed that
staff was trained on Residerit #2's meaitime
protocol on Novemnber 30, 2009. There was no
evidence that training had baen effective, _

It should be noted that this s a repeat deficiency.

{ 2. Cross-rafer to W 331.2. The facility's nursing

servicas fallad to ensure that each licensed staff
hed recelved effective tralning on procedures to
properly implement/document Resident #3's fluid
restriction as ordered by the Primary Care
Physician (PFCP).

On December 3, 2009, at approximately 6:15
p.m., Regident #3 was observed to drink eight (8)
ounces of beverage dusing the dinner mea,
Review of Resident #3's mealtime protoco) dated
Saeptember 30, 2009, after dinner revealed the
client was prescribed & 1500cc/day fiuld
restriction,

Raview of the December 2009 Fluid intake
Monltoring Sheets (FIMS) on December 4, 2008,

{1 225}
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at approximately 2:30 p.m., revealed the facillly's
nursing staff documentad Resident #3's fluld

intake during the month of Navember 2009 as
detailed balow:

&. Regident #3 received less than 1500 o fluids
on Noveinber 2, 2008 (1270 <c), Novermber 14,
2008 (1200 cc), Novembaer 17, 2009 (1440 co),
November 20, 2008 (1240 cc), and November 22,
2000 (1470 ce). ,

b: Resident #3's FIMS documented she received
over the 1500 oc fluid allottment for twenty-four
(24) days. For exampls:

- On Nevember 5, 2009, the client received a
totai of 1890 ez of fluids. :

- On Novembsr 13, 15, and 16. 2009, the client
received a total of 1680 ¢¢'s of fluids.

- On November 18, 19, 20, 23, 24, 25, 26, and
27, 2000, the client received a total of 1680 cc's
of fluids daily,

Continued record review of Resident #3's
Physician's Orders and interview with the facility's
Registerdd Nurse (RN) and Acting
QMRP/Assistant Director of Residential Services
on the same day at approximately 3:20 p.m.,
verified that Resident #3 was prescribed a fluid
restriction of 1500 ¢¢ of fluid daly. Review of
Resideni #3's FIMS revealed that staff
Inaccurately dogumented a total of 1500 cc's daily
for the entire month of November 2009. Further
interview with the RN and Acting QMRP
acknowledged the fluid intake monitoring sheets
were inaccurate for November 2009 and the
faciity was not adheting to the 1500 ec of fluld
dally a8 prescribed. Additional interview with the

{1 229}
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Acting QMRP revealed that 2ll direct care and
nursing staff had received training on fluld
restricions documentation.

Review of the in-service training recards on
December 4, 2009, atrappraoximately 4:25 p.m_,
revealed staff were tralried on"fuld
intake/mestrictions documentation on November
20, 2009. There was no eviderce that training
had bean aflettive,

it shouid be noted that this is a repeat deficiency,

3. The facllity’s nursing staff fsiled to utilize
standard nursing practices by ensuring universal
precautions wers implemented while
administering Resident#4's injections.

On November 18, 2009, tha facility submitied a
Plan of Correction (POC) to address deficiencies
cited as a resuit of the October 18, 2009
investigation/survey. According to the POC datad
November 18, 2009, the facility documented that
additional staff tralning had besn completed
November 24, 2009 on infaction control and

of gioves and hand washing at all times.

Observation on December 4, 2009, at 8:18 a.m.,
revealed the Registered Nurse (RN) Injected
Resident #4 with eight units of Noveleg without
wearing gloves. Further observation revealed the
Rhéwiped the punctured area with an alcohol
pad.

Interview with the RN on December 4, 2009, at
approximately 10:00 a.m,, revealed that “there
was no need i wear gloves because body fluids
are not exchanged,” Review of the medication
administration policy/procedures on December 4,

maintaining sanitary ¢conditions including the use |

0

229}‘
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2004. at approximataly 10:45 a.m,, revealed thet
gloves were required when administering external
medications.

{1401)| 3520/3 PROFESSION SERVICES: GENERAL | {1 401 . N
PROVISIONS .

Professional services shall include both diagnosis
and %vahation. ihciuding Identification of 3520.3 Profession Services:
develppmental levels and needs, treatment : i 3
:enliqas. and services g%r}ed o prwrs\fenti1 General Provisions ' ,’QJOO;I
eterioration or further function by the '
,es;d'x,; Y ) This Statute will be met as ‘ON_’OW[S
o evidenced by: .
‘ ;hm Statute Is no}] met as evidenced by: ‘
aseq on observation, interview and record |
revi ‘.ot;::e ?adrrty f;Iet‘llnt:: ansur:l:nill"éing Reference responses to w192.3
servichs in accordance with each client's needs, #2 and W368 for #1,2,and 3

for four of the six residents residing in the faciity.
| (Residents #2, 43, #4, and #6) 3522.4 Medications

The ﬂrrdlngs include:

On November 18, 2009, the facillty submitted a

Plan of Carrection (POC) o address deficiencias

{ clied a8 a resuit of the October 16, 2009
invesiigation/survey. According to the POC dated

November 18, 2008, the faciiity dosumeonted that

iy accurately implement/document residents

fiuid ; triction as prescnbed.

1. Theldirect care and nursing staff failed to
demonsirate compeiency in implementing
Resident #2's mealtime protocol as detailed
balow:

Observations during dinner on December 3,
2009, beginning at 545 pm., revealed Resident
#2 was baing assisted by Staff #1 to eat her
meal. The meai consistad of pureed pork chops,
! on

STATE FORw ‘ e BTNG13
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string beans, zucchini, and cranberry grape julce.
At 5:48 p.m,, the House Manager (HM) was
obsarved io assist Resident #2 with drinking her
cranberry juice using.hand over hand assistance,
When the HM looked away momentarily,
Residant #2 independently began to drink and
was observed 1o take a large guip of four 4)
ouncas of Juice. Resident #2 immediately started
to cough multiple times as a large amount of
liquid spillsd from both sides of her mouth, Prier
to the client coughing, the surveyor observed staff
taking the spout iid off of the resident's cup while
assisting the client with drinking her juice. The
nurse immediately intervened by telling the staff
to stop féeding until Resident #2 cleared her

| throat. Once the client stopped coughing, the

nurse went to relrieve more cranberry juice. The
nurse then gave the staff member the cup of juice
(without the spout lid) and that staff member
resumed feeding the client and assisting her with
drinking without the spout §d on the cup. Atthat
time, the surveyor immediately intervened by
Informing the Acting QMRP/Assistant Director ol
Residential Secvices, who was on site, that the
cllent was being fed juice without the benefit of
ihe spout id. The AQMRP intervenad by
stopping staff fram continuing to allow Resident
¥2 to drink without the spout lid and placed the Iid
oo the cup,

Interview with Staff #2 at 5:57 p-M., revealed that
Resident#2 dic not use the spout iid and the oniy
reason the spout lig was inltially on the Cup was
because the cup of Juice was being refrigerated,
When interviewed regarding what the spout lid
was used for, the staff revealed that the spout Ik
was necessary to decrease the flow of fluid while
drinking. At approxirately 5:00 p,m., interview
with the HM reveaied that the spout Ccup was

discontinued but, there was no documented

{1 401)
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evidence to support the HM's statement

Review of Resident #2's mealtime protocol datad
October 2, 2009, oh December 3, 2009, at
pproximately 8:50 p.m., (which was noted to be
on the-table during the dinner meal), indicatsd
that Resident #2 was at risk for aspiration and
identifiad special feeding equiprnent {open
handisd mug with spout lid), Interview with the
AQMRP/Director of Residential Services on
December 4, 2009, at approximately 10:30 a.m,,
revesled that staff was trained on Resident #2's
mealtime protocel. Record review on December
4, 2009, st spproximate 2:45 p.m., confirmed that
staff was trained on Resident #2's mealtime
protocot oh November 30, 2009. There was ne
evidence that training had been effactive,

't should be noted that this is a repeat deflciency,

2. The facllity's nursing services failed to ensure
that each licensed staff had received effective |
tralning on prosedures to properly
implement/decument Resident #3's fluid
restriciion as ordered by the Pritmary Care
Physicien (PCP).

On December 3, 2009, at approximately 8:15
p-m., Resident ¥3 was observed to drink eight (8)
ounces of beverage during the dinner meal,
Revisw of Resident #3's mealtima protocol dgted
September 30, 2009, after dinner revesled the
client was prescribed a 1500cc/day fluid
restriction, . -

Review of the December 2009 Fluid Intake
Monitoring Sheets (FIMS) on Dacember 4, 2009,
at approximately 2;30 p.m., revealed the facility’s
nursing staff documented Resident #3's fuid

intake dudng the month of November 2008 as

{1401}
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detailed beiow:

2. Residant #3 receivad less than 1500 cc fiukds
on Novembar 2, 2009 (1270 ¢c), November 14,
2008 (1200 cc), November 17, 2009 (1440 oc),
November 20, 2000 (1240 c¢), and November 22,
2008 (1470 cq).

b. Resident #3's FIMS documented she received
over the 1500 cc fluid allottment for twenty-four
(24) days. For example;

- On Novembar 5, 2009, the client received a
total of 18940 cc of fluids.

- On November 13, 18, and 16, 2009, the client
received a total of 1880 ec's of fiulds,

~ On November 18, 19, 20, 23, 24, 25, 26, and
27, 2009, the client received a total of 1660 cc's
of flulds dally.

Cantinued recard review of Residant #3's
Physician's Orders and interview with the facility's
Registered Nurse (RN) and Acting
QMRP/Assistant Director of Residentiai Services
on the same day at approximately 3:20 p-m.,
verified that Resident #3 was prescribed a fluld
restriction of 1500 cc of fluid dally. Review of
Resident #3's FIMS revealed that staff

| inaccurately documented a tots| of 1500 cc's dally
| for the enlire month of November 2009. Further

interviow with the RN and Acting QMRP
acknowledged the fluld intake monitering sheets
were Inaceurate for November 2008 and the
Facility was not adhering to the 1500 cc of fluid
dally as preseribed. Additional interview with the
Acting QMRP revealed that ali direct care and
nursing stzff had received training on fiuid
restrictions documentation,
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Review of the in-service training racords on
Decamber 4, 2009, at approximately 4:25 p.m.,
revealed staff were trained on fiuid .
intake/restrictions documentation on November
20, 2009. There was no evidence that training
had been effective.

It should be noted that this is a repeat deficiency.

3. The faciity’s nursing staff failed o ulllize
standard nursing practicas by ensuring universal
precautions were implemented while
administering Resident #4's Injections,

On November 18, 2009, the facility submitted a
Plan of Correction (POC) to address deficiencies
citad a8 a result of the October 16, 2008
investigation/survey. Accarding to the POC dated
November 18, 2008, the facliity documented that
additional staff training had been completed
November 24, 2009 on Infection control and
maintaining sanitary conditions including the use
of gloves and hand washing at all timas,

Observation on December 4, 2008, at 8:18 a.m.,
revealed the Registered Nurse (RN) Injected
Resident #4 with aight units of Novalog without
wearing gloves. Further abservation revealed the
RN wiped the punctured araa with an alcohol

pad,

Interview with the RN on December 4, 2009, at
approximately 10:00 a.m., revealed that “there

| was no need to wear gloves because body fluids

are not exchanged.” Review of the medication
administration policy/procedures an December 4,
2009, at approximately 10:45 a,m., revealed that
gloves were required when administering extemal
medications.

{1 401}
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4. The faciity'’s medication nurse falled to ensyre
that Resident #4's medication was administared
as presstibed.

Observation of the medication administration on
Dacember 4, 2008, at 8:18 a.m., revealed
Residantk4 was administared Synthroid. Review
of the Medication Adminisiration Record (MAR)
and current Physician's Orders dated Decembar
2009, after tha medication administration at
approximately 9.30 a.m., revealed the
aforementioned medication should have baen
administered batwaen 5:00 a.m. and 7-:00 am.

interview with the License Practical Nurse {LPN)
on December 4, 2009, at approximatsly 10:00
a.m., revealed Resident #4 should have received
the Synthroid medication no later than 7:00 a.m.

S. The fagility's medication nurse failed to ensure
that Resident #¢'s-Nlitroglycerin patch was
administered as prescribed.

On Daecember 4, 2009, st approximately 8:50
a.m., the LPN was observed to sign and date the
Nitroglycerin patch. The LPN was then observed
1o apply Resident#6's Nitroglycerin patch o har
back. Review of Resident #6's December 2009
MAR and December 2009 Physiclan's Orders o — -
after the medication administration at
;Ppmfimztely 9&5 :ﬁm'i r?‘Vealebd the a1 This Statute will be met as
n ould have baen applied to . .

Rmei‘i‘as-."é'm wall. i evidenced by: . 12,2009

_ ﬂ 478) Medications ongoine

(I 478) 3622 4 MEDICATIONS

The Residence Director shall report any Reference response to W368.
irregularities In the resident's drug regimens io
‘the preseribing physician.

stion ADMinGaton
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This $tatuts i notmetss evidenced by:
Basad on auservation, interview and recond
revisw, the SMRP falled to ensure that any
Imagularties I the drug ragiman was raported &

| the prasanbing physician for on of six rasidents
Te3iding IA the GHRMP, (Resident #8) .

The fiadings include:

| Tha faciiy's medieation nurss failed 1 ensure
thist K-.'&I,?r" t48's NI rin patch was
sdmiiniped o8 preserbns
.| On Geosmber 4, 2009, at approximately 6:50
a.m., the LPN-was sbysrved 1o sign and date the
| Nitroglycerin pateh. The LPN was then obgerved
1o aply Resicent #8's Nitroglyearin patch o her
back, Rpm&?ﬂg :G's Dmmgorzwo
| MAR and Deasi 009 Physician's Orders
-afar ﬂ’agdmod sation ldmlnllgﬂ,uon at \
abproximaiely. :35 @.m., revaaied the
| Niroglydarin pateh shoukd have-been applled to
| Residentdgs ehoxt wall.
Intsrview with the LPN on the same day at
Spproximately 15:00 a.m.,, nvuladg::_{ Rexident
¥ wayld remeved the Nitraglycerin paich when
#pplind (9-the alient's back, Wher, asked by the .
survayor It the Rrimary Care Physiclan had been
rade awam of Resident #5's refusais, the LPN
was not able to prodyes any svidenes, .

L
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Department of Health
. * % %
Health Regulntion & B
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DEC } 1 2009
Set via Baail and US Ml
M CEO/CFO

Individual Devel at, Inc. .
1420 N Sgeet, N.W., Suite 9
Washington, DC. 20005

RE: 431 53" Street, NE

‘On December 4, 2009, & follow-up survey was conducted, 8t your facility identified Ib?‘i.rc, fo
detormine if your faciity had rcgained campliancs with the Pederal Conditions of Participation
for Intermediate Care Facilities for the Masuully Retarded (ICF/MR). The revisit rosulied in
- finding that even though progress had been made in correcting pmtoysly cited ?ondlﬁonlml
. deficlencies that resulied in the proposed enforcement uﬁoﬂ,oonﬁMScondhonnleVBl.ahd
snidird-level deficiencics <emained and preciude finding your facility in compliance with the

" the renewal of your Provider's Agresment.

: ﬁisbﬁcewﬂlmommqndminnﬁmofyo\wf-dﬂal ,'onif(l)th_iaofﬂeedwnpt.
mdvcgaqtadibleqlegﬁﬁenofcomﬁmbymban,wor(l)ifjrwsmﬂa
allegation of compliance, but are found not to have been in substantial compliance by December
21, 2009. Wewﬂlmmmmdthatthswmimﬁonwwﬂbewrm,ZMM'(%
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lease contact Lawra A. Hunte, Superviscry Health
Pacilities Division on (202) 442-5888.
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