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: placed on the table In front of her. Staff

W) 1D SUMMARY STATEMENT OF DEFICIENGIES | w© PROVIDERS PLAN OF CORRECTION o)
PREFiX mu%mtgsrmmn% PREFX mmmmmﬁ OMPLETIGN
W 000 | INITIAL COMMENTS W 000 )
A recertification survey conducted from
Fabruary 18, 2010 th gh Febiugry 18, 2010.
The survey was using the fundamantal
survey process. A sa of three cliehts was
: fram a res) population of six women
with profound cognitive and intellectual
: disabilities,
The findings of the were basad on
mmanémmm dat;m clients and staff in
nome at hree programs, a8 well as a
review of client and administrative records, "Wizo
including incident reports. This Standard will be
W 120! 483 410(d)(3) SERVICES PROVIDED WITH w120 o et 2s
| OUTSIDE SOURCES evidenced by;
The acility must assurelthat ou , ' Client #3 mealtimes has been . LG 1
meet thtlr{ead: of each wm_ teide services modified with specific guideline 41910
, ‘ o for mealtime observation and fieal | VYT
monitoring. This change has been :
This STANDARD s not|met as evidenced by: discussed with client #3 day
Based on observation, interviews, and record program speech pathologist. In
review, the facility falled to ensure that outside addition, QMRP will revisit the
:-;v'm met the needs of each clert, for one of day program te monitor meal to
three cilants in the sample. (Client #3) ensure complisince with mealtime
The findings inckude: protocol as prescribed.
2. Cross reference response to
1. On February 17, 2010, Chent #3 ate hinch - Do
| between 12:21 p.m. - 1231 p.m. Throughout the W249.2. The fall/prevention
meal, she leaned forward, with her back, neck peotoood will be reviewed with all
and shoulders hunched cver. Her face was stafl. QMRP/Coordinator and
situstad at the edga of her piate, which had been LPN will continue to make routine
visits to the day program, monitor

ised and offered her intermittent . staff interventions and provide

m‘i vised as led the t the meal On ‘follow-upasneeded.

| Febnigry 18, 2010, 3t 4:33 p.m_, review of Client '
| :ﬂsindeualsupportplgn(ISP).dabdMaya. '
ummm.mmml REPREEENTATIVES SIGHATURE TIE L
— : % (>4’ 3 adjroj

defidency anding mﬂh(’) A deficiency institution be wxcused from corecting provicing v

oﬂ-rsafz:mds m]thm@.’mm wfwm"s’%mmmmmnmm:ﬁ!
following Mdamm“mammﬂsmm hames, the above fnsings and plana of corecion are disclosmdle 14
dmﬂ:mma daie thaca L1 avalable 1o the taciity. ¥ deficierrcios are chied, an approved plan of conaction it raquisite 10 coh uad

Evant ID:-B1I811 Feclily ©: 09G123 lfnuﬂmﬂhnmm 101';11
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2004, revealsd the following: “She places her :
facedasetotlmedgo#herplahanquuims !
varbal prompting to situp when ealing.* Day :
program staff, however, falied to offer any vertal . :
pmnmtsbrhertomuﬂmmd': in :

| accordance with her ISP. b

i
1

‘2. Cmsmtarbw:mz On February 17, 2010, '
adaypmgmmsuﬁpmmadndbd\indcmm
#3, 100k hold of the waistband above her buttocks
and egan pulling upwdsh assist herin
. | standing up from a reclining chair. In the fasility,
interdews with the house manager, the daytime i
kicensed practical nurse and the acting ‘ . i
» quaiified mental on profeesionat f
E(AQMRP)MMMMMHMMM-- : o
i ollent by her waistband. | Review of the clients fal .
i prevantion protoool, dated: January 12, 2010,
provitded confirmation. Itﬂnmﬂdbamhdmatthe
! AQWRP stated that the Physical )
'hadmnductedareesntm-uwulramhgforday
| program staff. There was no evidence, hawever,
|mtsuﬂommmmchmnln
| accordance with her fall prevention protocol.
W 124 483420(3)(2) PROTEC‘I'!ONOFCUENTS W 124 t

IThe1acsilymu&tmm'hln§hBofaﬂdients.
Wﬁbreﬂnﬁdﬂtymustmfomeachclem.
e it ek oo oot Quorda.
dient's mlcmdiﬁondwehpmm
and behavioral status, attendant risks. of
Mnentmdofhrightbmﬂmtuﬁnmt.

l

|
'

This STANDARD lsnotlmetasevldeneedby' ‘ !
Based an observation, stafl interview, and record i
review, ﬂwmﬁdbm:wm

mmnmmm : Event ID:B1611 Fachity ID: 00G12Y If continuation stwet Pape 2 of 17




03/29/2010 17:03 FAX 202 891 9293 INDIVIDUAL DEVELOPMENT

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CEN FORM ME SERVICES

oos

PRINTED: | 33/01/2010
FORM APPROVED

OMB NO. 538.0301

(X2) MULTIPLE CONSTRAUCTION
A BULDING

{X3) DATE Sty
COMPLETSE!

431 SIRD STREET, 9E

STREET ADDRESS, CITY, STATE, 20f CODE

WASHINGTON, DC 20019

D2M15(2010

(%) 10 SUMMARY srnmac;E OF DEFIIENGIES
TAG i :mucumm OR LSC IDENTIFYING INFORMATION)

SHOULD BE
TAS GROSS-REFERENCED TO THE APPROPRIATE
PEFIGIENCY)

W 124 | Continued From page 2
. wauld ensure clients, family members or
| guardians weng informed of their risks and ;
| benefits f clionts restrictive measures, for the
! two clients in the sample with restrictive behavior
 Support plans (out of a three-person sample) .
_-~-|10ﬁemmandn)' S
A N '
!1_ The facifity faled to ensyra that informed
- consant was abtrined from Client #2's
. ... priof to the implementation of her behavior

QI htily soiarcuthilied oL M
... | Included the use of psychotropic medications.

: Duting the entrance conference on February-16.---

2010, at 10:19 a.m., the registered nurse (RN)

t and tacility manager indicated that Client #2.-
" maladaptive behaviora, Further int

: revealed the client did not have the capacity o

igiveinfonnedomsantfﬂtﬂnusaofﬂudiwﬂons

Iandhahlilaﬁonmleos.

| on February 16, 2010, during the avening
: madication pass at 7:29 p.m., revealed that Client

The FN's siaternent was verifiad on February 17,
2010, at 2:20 p.m., through review of Client #2's
. psychological mssessment dated January 21,

: 2010. According to the assessmant, Client#2
i “can not make independant decisions on her own
behalr regarding her habifitation pianning,

: residential placement, treatment, medical, and -

o Thaﬁndngsmlude L "" ‘

! received psychotropic ioalionsto_;iquesqhg[ _

| Interview with the licanse practical nurse (LPNY |

#2 received her psychotropic medications durfing |

:mxaﬂﬁed-mn!almiardaﬁmprnfusiunalm

W24

FORM CMS-2567(02-00) Pravious Varsions Obeolate Event ID:B1644
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February 17, 2010, “at approximately 2:00 p.m.,
revealed that the client had a court appointed - e
guardian who is invoived in har habilitation ‘ .
| planning and decision making process. i ‘
At the time of the survey however, the facility » |
faileq 0 provide evidence that informed consent { wizg ..
~wasg obtained from the dentandfofhgalw . This Standard will be iret a5 L
- authorized representative prier to S " evidenced by: i [
:admmmnofﬂwpsychchopmmm T IR ; Hoauoe
.2 sl"ﬁiﬂi‘ mmwmem@mmg : Informedoonsentfor chent#z and fo“‘;}“"j
e L - ~.--cllentu#3hasboenupdatedby~{he .
e P ,-,..---Bml’mm@“mp'“?‘w "Will ensure thiat individuals and ‘
ot OO ee . e g'ia_'nan fii e po s | theirtEpresentatives are made PRSGRSIN SV |
1 T SO “ N awareoftm;ﬁnmthm'apms, g - o F
" | Durin ﬂ:eEnhmeeCmfsmmFabnmm | - medicationy sf well i< tisks aid P
201ogatappmxmaleu11 10am,theRNand | benefits. Further, legally
;‘ facility coordinator indicatel ha CSRLE3Rada - | - -authorized representative will be - N
, court-appointed guardian and was presoribed '|  updated whenever changes occur |
i psychotropic medications, This was lster verified | . and prior to administration of ]
| through recond review. Later that day, at 7:53 psychotropic medications.
| pm., uhmnwasmmuereanperdaim ”
Nattrexone Hydrochioride during the evening _
Imedlcaimadnwshﬂmpass interview with  ;
! the LPN during the madication pass confirmed
; that the aforementionad medications wene used ' :
| to adoress the cient's behrviors. On February T .
1 18, 2010, at 5:57 p.m., review of Client #3's ' Lo CL
records fafled to show evidenca that the medical S e e -
|guuu|anhadmwedarwlewafmmm! T
; regimen and provided written consent. The - Cowig.
\,__;acting,qualrhdmnialmhmnpmfessioml S
R mdﬂatshemuuommﬂnmmnb
~yrequest documentation. Na additionat - - Tk
,anfonnaﬂon however, was made available. '
w 137 463.&!0(:)(12) PROTEC110NOFCLIENTS W 137

mmmmwm ' ‘Eventif:BilT P:ﬁﬁjuei;;f”‘" ummmmufn
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W 137 | Comtinued From page 4 w137
RIGHTS
- The facility must ensure the rights of all clients,
Therafore, the facility must ensure that clients
have the right to retain and use approp
; personal possessions and clothing. w137
! This Stamdard will be met as
This STANDARD i3 not met as evidenced by: evidenced hy:
Based on observation, interview and record Inventory of client #2 clothing ' .
review, the facifity failed to ensure that clients had showed that she has adequate w110
| clothmg that was the appropriate size, for ane of supply of clothing that is Cr1-going |
" the three clients in the sample. (Client #2) appropriate for the weather. !
: o Al staff will received additional
The 7inding includes: : training on expectations
. _ . “appropriate fti N
1 Observations conductad.at Client #2's day is Em:;i ét: é:l;mgm@at
. !mi"'n';da lm:zshmm 2:' msmal!l-‘urﬂ'ier P continue on-going monitoring of
obsé rvation revealed that the lower part of her fndividuals to ensure compliznce
. stomach was exposad and her sleeves were oo With this standard as set forth.
+ shorl '
Inteniew with the day program case manageron |
February 16, 2010, at 1:30 p.m., revesled the
faciity frequently sent Client #2 o the day
program wearing clothes that were efther 100 big
or toc small. Day program reponedly had
conveyed their concesm 1o the facility. !
' Record review on February 17, 2010, st '
. approximately 11:00 a.m., revealed the day
| program and the faditity held a case conference
on January 14, 2010, Atthe meeting, the day
program case manager requestad that the facity
" purchase @ "new jacket, hat, scart, and ather
. Clothing™ for the client. On February 17, 2010, at
| approximately 4:00 p.m., inferview with the aciing
1 N
FORM CAIS-2567(02-99'+ Previous Viasicna Obsolets Event J0: 811614 Facily ID: 08G123 - W continuation sheet Page 5 ofl17
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| q:glmed mental retardation professional
j (AQMRP) revesled the faciity had purchased new
, clothas since the case confarence. it remained
unclear, howsvar, why the client was sent o day
. shmirl. am on February 18, 2010, with a poorfitting
I
! There: was no evidence that the facility ensured
that Client #2 wore appropriate fitting clothing.
W 1491 483.420(dX 1) STAFF TREATMENT OF W 149 Wi49
: CLIENTS p
This Standard will be met as
The facility must develop and implement written evideaced by: )
! policies and procedures that prohibit QMRP/Home Manager will
ristreaiment, neglect or sbuse of the cliem. implement appropriate follow-up 310
: C L C s to include disciplinary action-and - - - ‘omptﬂs
: training., All staff assigned to the .
This STANDARD is not met as evidenced by home have participated in-driving ‘
: ?:Is%c;n intervt:tasl}gﬁ record review, the facility training courses and are aware of
- | tatled t0 enswe ths consis the policies and procedures related
 implemented policias developed to protact ofent to vehicle safety,
safety. for three of the six residents of the facility. . QMRP and home manager will
(Clients #2, #3and #6) - continue to provide on-going
; — ! monitoring of drivers/attendance
The findings include: 10 ensure compliance with safety
1. Based on ohservation, interview and record rules.
j review, facility staff failed to implement the policy
on trarsportation safaty, 33 detailed bejow:
: @& On February 18, 2010, at 9;14 am.,
é observations reveafed that facilty staff falled in
| @nsure that Clients #2, #3 and #6's scat befts
were propérly secured prior o being transported
in the tacliity's van, in accordance with District of
Columiia law and facility policies. Once the
obsefvation was brought to the facility
| Coordinator's attention by the surveyor, she
|lr1stmctadtl1eshl1'bassistlnsewrkmlreir _
FORM GMS-2557(02-89) Frovious Vansiors Obsclely Event 0811611 Faclitg 0> COG12Y i cantinuation sheet Pagr:f of 17
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h : DEF
W 149 Continved From page 6 W 149
seathaits,
b. Gn February 18, 2010, at 8:41a.m,,
obsefvations revealed that faclity staff again
. failed to ensure that Chients #2, #3 and #6's seat !
| beltss ware properly secured in the facility's van,
On Fabruasy 18, 2010, beginning st 3:39 p.m.*
raview of Chaptar VI, Section 5, of the facility's
- safety policies ("Transporting Customers”) -
reveaied the following: "Seat beits are #o be wom
atal times during the transportation process and
i will' be checked i see that the beks are fastened
befors the vehicle begins the trip.” Review of the
| driver safety training materials revealed that the
-- QMRF and facllity coordinator were responsible -
i for ensuring vehicie safety. - e
W 194 483.430(e)(4) STAFF TRAINING PROGRAM w184\ Wwies, - -
I ) . i ) . » - . S
' Staff must be able to demonsirate the skills nd coioneed pye Tbemetas .z nlio
| techniques necessary to implement the individual ) c.'ngmm\r
m’:bp: ne for each client for whom they are Additional trainings was provided 7
by the PT both at the home and the
- day program staff on Lifting and
 This STANDARD is not met as evidenced by; trausferring to include the walking
Based oh ohservation, staff interview and record pretocol for client #3. In addition,
verification, the faciifty staff and day program statf QMRP/Home Manager will
; failed to consistently implement the fall prevention continue to monitor staff to ensure
: protocol as prescribed, for the one dlient in the that they are implementing the
sampie with such a protocol. (Client #3) protocol, and consistently
L demonstrating the skills and
The hndings include: - techniques as ontlined. -
- 1. On February 16, 2010, from 7:286a.m, - 7:41 ’
a.m., a dirget support staff person (S1) was X
observed assisting Chient #3 at breakfast Al 7:42
a.m., the client began to raise herself from her
seal S1 reached behingd the client, fook hold of
FORM CMS-2567(02-0% | Pravious. Viersions: Obsolate Evant I B13611 Fachily I 066123 If continuation slnetp;m 7 ofi17
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w194

: Continued From page 7

- the waistband above her buttocks and began

. puling upwards. Once standing, S1 positioned
: herself behind Client #3, placed her hands to

i @ither side of the client's waist and held that

! position as they walked together for
appraximately 12 feet  The client then sat down
on the love seat in the living room.

2. On February 17, 2010, at 12:30 p.m., a direct
support staff person at Client #3's day program
responded when the client xpressed her wish o
usa the restroom. The client was ssated ina

i recliner at the time. The stalf person reached

: behind the client, took hoid of the waistband F

: above her buttocks and began puling upwards:
1 Once standing, the client eft the room with the
| Staff.

During the Entrance Conference on February 1€,
2010, at 10:50 a.m., the facility coordinator ahd ~
the LI°N assigned to the 8:00 a.m. - 4:00 p.m.
shift stated that the physical therapist (PT) had
trained staff recently on how to assist Ciient #3.
They described and demonstrated echniques to
be used when assisting the client to a standing
position and with ambulation. Staff were to walk
aloig the client's left side, placing their right hand
around the cliont's lower back to her waist, and |
their left hand at the clent's front laft trunk. Staff !
were not to hold the cllents pants and were not to
| walik behind the client.

Before leaving Client #3's day program the
folowhgf :fhmtl:an, at approxdmataly 1:10 p.m.,
review of her fall prevention proiocol, dated
Janusry 12, 2010, confimned that the houss
manager and LPN had acourgtely described the
techniques prescribed by the FT. Upon relum to
the facliity, the acting qualified manta! retardation

w194

FORM GM5-2567(02-99 Pravious Vanions Obsolete Evert I0: BG4

Facly Ik 096123
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W 194! Continued From page B W 194

professional described the fall prevention
techniques and confirmed that staff should not kft.| .
the client by her waistband. She further stated

[ that the fal prevention protocal was Incorporated
" in Glient #3's individual support plan, and thst the
' PThadoondudadarauantmmwh'ningbr

day program stafl,

Tharewae noevldm. however, that staff in the
- home and at day program consistently
implemented Client #3's fall prevention strategles
as wrillen,

W 240 483.440(d)(1) PROGRAM IMPLEMENTATION | Waae|l

As soon as the interdisciphinary team has , :
farmulated a client's individual program plan, - : W249 : -
eachcﬂantnmstramiveacnnhnuousacﬁve Th“sand"dwmbemet“ : e
treamentprognlzmmb:gofnaadtad ber evidenced by: : T3 e
interventions and sarvices in sufficient num . .
| 'and frequency to support the achievemerit of e ; - Refereaceresponseto WS4, .. . | #igouag
objectives ldenﬂﬂedinﬂ!ei‘ldvidualpmgmm '

phan. y

This BTANDARD is hot met as evidenced by:
Basaxl an obsetvation, intsrview and record
review, fadlltyshﬂmddaypmgramshﬂhm
I to cohsistently impiement the fall prevention

. pratocol as presciibad, for the one client in the
samptewimsumaprobeol (Cliant #3)

The findings inchude:

1. On February 16, 2010, from 7:26 a.m. - 7:41 . -
a.m., 2 direct support staff (81) was !
obsearved assisting Cliem #3 at Sreakiast. At?azi
a.m,, the client bagan to raise herself fror the her:
’seat §1 reached behind the client, took hoid of |
FORM CMG-258TI200) Pravious Versiors ODbsolele EvendtD: B1I011 Faciilty ID: (UG 128 " Weontinualion shoet Psye D of 17
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W 248 | Continved From page 9 | W 249
the waistband above her buttocks and began |
puliing upwards. Onca standing, S1 positioned |
| herself behind Client #3, pioced her hands to

' gither side of the client's waist and heid that

. position as they walked together for i
_approximately 12 fyet. The client then sat down
on the love saal in the living room.

; 2. On February 17, 2010, at 12:30 p.m., a direct
: SUPPOIt staff person at Client #3's day program
- rasponded when the client expressed her wish to :
- use the restroom. The client was seatedina S
: reclinar at the time. The staff parson reached C
- behind the dient, took hoid of the waistband

i above her buttocks and began putling upwards.
_ ioan:festanding,ﬂndientleftMtoomwmma-«
.. staff, ' :

» During the Entrance Conferenoce on Februaty 16,
{ 2010, at 10:50 a.m., the faclity coordinator (aka )
| house manager) and the LPN assigned o the ¢
! 8:00 &.m. - 4:00 p.m. shiRt stated that the physical X
: therapist (PT) had frained staff recently on how to
- agsisl Client #3. They describad and

» demonatrated tschniques prescribed for

. trangfarring the cliant to & standing position and
with ambulstion. Staff were towak alongthe .
client's left side, placing their right hand around
the clent's lower bock to her waist, and their laft
hand at the client’s front left tunk. Staff were not
2 hokl the client's pants and were not to walk
behind the client.

1 Before leaving Client #3's day program the

¢t following afterncon, at approximadely 1:10 p.m.,

i reviaw of her fall prevention protocol, deted
Janusry 12, 2010, confirmed that the house
manager and LPN had accurately described the ‘
techniques prescribed by the PT. Upon retum to .
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the facility, the acting qualified mental retardation
. professional described the fal ;
! tachniques and confirmed that staff should not fift ;
; the cllent by her waisthand. She furthar stated |
that the fall prevention protocol was i
f in Client #3's individyal support ptan, and that the
PT had conducted a recent in-service training for
day program staff. .
Therewasnoevidenca, however, that $taff in the
home and at day program consistently
implermnted Cllent#ssfaﬂ prevention strategies e
W 263 483.440(ﬂ(a)(u). PROGRAM MONITORING & w283, - ... -
'mec:mnﬁmaesnouldlmrammesepmgmms | ; R o g
are coihducted only with the written informed: ! W263 - S il i ;
mﬁféﬁ ?u‘;“,d,t' am" ("m cHentsa . .p. ~'Phis Standard will be metas..-. s
evidenced by: i
| This STANDARD is not met as evidenced by: Reference W124. In addition, S - o
Basex on Interview and record review, the programs the HRC will review and he LC
facliily's specially-constituted committee failed to ensyre that informed consents for oG
' ensura that restrictive programs wera used onily each individus! has been obtained
. after written consent was abtained from the ‘! prior to implementation of
chent=" guardian and/or sufrogate healthcare - programs or practices which may
decision-maker, for two of the three clients in the involve risks or compromise the
sampie. (Client#2 and ¥3) : individual’s protections or rights. :
. HRC Chairperson will maintain i
The findings inchude: master fisting of all indiwdpa]’s ’ '
1. During the entrance conference on February | wha require restrictive
16, 2(315lg at 10:19 a.m., the registered nurse | interventions and dates reviewed by
! (RN) indlicated that Client #2 received HRC. Routine reviews willbe
- psychotropic medications to address her™ ~completed to further ensure .. ..
malacaplive behaviors. Further inderview compliance with this standard. = 1]
- revealed the client did not have the capacityto S S|
L . i i
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give informed consent for the use of metications :
and sahilitation services. On February 17, 2010, |
atapmﬂmdelykﬁﬂpm,ﬂ\eadmgqualmed i
: menizl retardation professional (AQMRF) aiso
indicated that the client lacked capacity {0 give
informed consent. She then stated that the client
had a court-appointed medical guardian who
provided substituited consent for health care

On Febryary 17, 2010, beginning at 2-20 p.m.,
review of Client #2's psychological assessmaen,
dated January 21, 2010, revaaled that she could
not “make indepandent decisions on her own
behsif regarding her habilitation planning,
residential piscement, treatment, medical, and
financial matters.” Client#2's behavior support
plan {BSP), dated March 27, 2009, confirmaed that
the plan incorporated the use of psychatropic
medications (Prozac and Atsrax). :

Further review of the client's recond that afterncon
failed to show aevidence that the facility had
obtained written consent for the BSP (and/or
medications) from Chent #2's guanfian,

| 2, Crose-refer to W124.2. Similarly, Glient #3's
; BSP, dated July 31, 2608, incorporated the use of ;
Risperdal and Naltraxone Hydrochloride. On :
February 18, 2010, at 5:50 p.m., review of the :
dient's record reveaied no evidence of writlen .
consaint from the clients medical guardian. The
acting qualified mantal eterdation prafessional
stated that she would contact the guardian to
request documentation. Review of the faciity's
Humen Rights Commitiee documents failed to
show evidence that the committee had sought
writtan corisent for the BSP (and/or medications)
 from Client #3's guardian. No additiona 1
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This STANDARD is not met as evidenced by:
Baseq on observation, staff intarview and record
review, the facility failed to ensure that aif drugs
were administered in compliance with the
physician's orders, for one of the six clients

: residing in the facifity. (Chents #5)

The ﬁndmg includes: '

| Observation of the medieation adminletration on

| February 18, 2010, at 6:28 p.m., revealed Cllent

| #5 was administered Lubrifrash eye ointent for
dry eves. Review of the of the medication

| administration forms and the physician order

i dated December 1, 2010, revealed that the client

| should have received the Lubtifresh at 4:00 p.m_.

‘2 1/2 hours earlier. When interviewed, the LPN

confirmed the fiming eror, and acknowiledged

that na had administerad the Lubrifresh at 8:23

| P-m. {after having spoken with the client's primary

i care physician).

1 483,460(k)(2) DRUG ADMINISTRATION

| The svstem for drug sdministration must assure

| that all drugs, including those that are

| self-administered, are administered without eror,

I H

| Thia STANDARD s not met as evidenced by: |
I:Baseuonommﬂon.mandremm .

W 369

W 360

Cross reference response to 369.

) OMB NO. (338-n391
$X2) MULTIPLE GONSTRUCTION (X3) DATE GUPHEY
A BUILONG COMPLETE!
8. WING
021872010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, QITY, STATE, 2% GO
431 53RD STREET, 3C :
INDIVIDUAL D LOPMENT, INC. !
N SVELOPMENT, WASHINGTDN, OC 20019 o
[} SUMMARY STATEMENT OF DEFICIENCES PROVIDER'S PLAN OF CORRECTION
FREP ( EAGH DERIGIENGY MUST 88 PRECEDED BY FULL = (EAGH CORRECTIVE AGTION SHOUWLD BE BTN
TAG REGULATORY OR L3GC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE QATE
W 263 | Continued From page 12 w2s3
,mft;emaﬁonwasmdeavaithMmheswey !
{ ended. i
WV 368 ° 483.460(k)(1) DRUG ADMINISTRATION W 368 ’
that rugs are administered In nce with .
tho v & e comp#a | This Standard will be met as .
#videnced by: R (]
Oi'i?'hcn
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review, the faellity failed to ensure thst
madications were administered without ermar, for |
, two of the six clients re<iding in the facility. !
' {Clients #1 and #3}
i The findings include:
| 1. Observation of the medication administration ——
I wh‘gﬁ& gfdﬁ,‘o;‘msm Rem!a! ? This Standard will be met as
| Trileptal, Calcium, Coreg, Risperdal, Vitamin £ evidenced by:
" Capsule, Cranbefry and Enulose. On February , . ,
17, 2010, at 9:30 am., review of the client’s RN will continue to monitor s 0
madication administration record (MAR} and the : * nursing interventions and R |
' phyeician orders dated December 1, 20089, medication administration. e it
revealed that a hitrogivoerin patch had been RN will document observations and | ;
placed on the client's lower chest wall at 7:00 provide immediate training as :
am. The nitroglycerin patch was scheduled to be peeded if problems are ideptified ;
removed at 7:00 p.m. lnterview with the LPN on during the medication . ‘
- February 17, 2009, at approximately 4:30 p.m., administration process. RN will
f.m. ‘There was no evidence that the LPN at the time of hire and ongoing
removed the nitroglycarin patch as prescribed by " thereafter to farther-ensure
the prysician. compliance with this standard.
2. On February 18, 2010, at 8:37 p.m., Cent #1
was pdministered P Mucinex,
Tegretol, Senna, Glyool, Enulose !
ond Yalproic Acid. On February 17, 2010, af 8:30 !
a.m., review of the client's MAR and the physician
orders dated December 1, 2009, revesied
i Nasonex 1 spray ih each nostril (twice daily) also
should have been administered that evening.
The LPN, however, was not observed to
adminisiar the Nasonex as prescribed.
W 436 | 483.470(g)(2) SPACE AND EQUIPMENT W 436 '
| The facility must furnish, maintain in good repat,
- and teach clients to use and to make informed
FORM CMS- 256710299 Pravious Versions Obedies Cvert D:BT611 Facty 10-000123 Hf continuaiion sheet Pare 14 0717
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choices about the use of dentures, eyoglasses, '
! hearing and other communications aids, braces, :
: and other devices identified by the !
| Merciscipiinary feam as needed by the client.
| This STANDARD Is not met as evidenced by: L
! Based on observation, Interview, and record W436.
review, the facliity faliod to maintain clients’ This Standard will be met as
adapm beds in mnmm mm. for m of evidenced by: . )
tha six clients residing in the facilily. (Clients #2, 1&2. The facility maintenance crew | | 2. (L0
#4, and #5) ; i has-repaired client #2, #4 and #6 g i
! T . : socket. The bed is now operating p
The f‘“"'"?" ‘m o without any problems,
. . _ \ / L et lete .
Durirtg the enviranmental inspection on February QMRP/Home Manager complete
18, 2010, beginning at 4:06 p.m., Client #2's and weekly environmental and |
Clien: #6's hospital bads were inoperable. Afew | > equipment checklists. Identifie
minunes fater, interview with the house manager problems are addressed with the
revesied that the electricat sockets needed repair. Mal,zrenancc Department and/or
ven .
2. At approximataly the sama time, Client #4's
hospital bed was inoperable. The house
manager tried 10 change the matiress position;
however, the control apparatus did not respond.
i She could not determine wity the bed was not
| functioning properly.
There: was no evidence that the facility ensured
the use of all adaptive beds.
VWV 448 | 483.4TO(H2)(v) EVACUATION DRILLS W 448
The faciity must investigate all problems with ¢
evacLation drilis, including accidents. :
| This STANDARD is not met as evidenced by: | !
iBasedon interview and record review, the facifily |
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1 failed to provide evidence that ensured problems
with avacuation drilis were investigated and
adrassed. ;
The finding includes: '
Raview of the facility's evacuation drifl records en
| February 16, 2010, beginning at 3:55p.m,, '
i revaaled the design of the evacuation drill records
... Included a place for the signatura pf the person
that completed the drill and required the signature !
» of the parson thet reviewed the drill record. !
" Review of the evacuation drilis from the period
. January 7, 2009 - February 16, 2010, failed to
show evidence that the drilis records had bean .
reviewed. . W448 i
‘ ‘ This Standard will be met as i
Further review of the grill records revealed that in evidenced by: IR
g:e 32;;:!1:: m ?; January 1, 2009 - Maurgnhs Additional training was provided to
) b . documented evacua . Facility Coordinator on monitoring - 2 A\ {0
musmmd were amgm 10 w or of fire drills. In addition, all staff ! :1: 4o 'l.“t
eveied i time e, e s 800 g o ity
significant lol:lger. Fore ie. a drill on ng persons to exit from the facility in |
January 7, 2000 repartedly took 15 minutas t cwcofafie. =~ '
compiate. Another drill conductad on Decermber ke Facility Coordinator will
3, 2009 was documented as taking 20 minutes. continue to p;%wdm-somg
monitonng of hre 5as
The faciity coordinator (aka house manager) was evidenced by her signature on each .
isntarvw iawed Slo': Fcbrugéﬂ. 2010, beginning at drill as file in the fire drill book.
{07 p.m. stated it was her role and .
. responsibility (o review the records. She then
acknowledged that there was no evidence the
avacuation drill records from January 7, 2009 -
Febrvary 18, 2010, had bean reviewed. When
asked about the 20-minute drill on Decamber 3,
2009, she exciaimed "it should not take that *
long!" and then added that she was previously

FORM CM5-2657(02-00  Pravious Varsions Obsalels Event I0: 81611 Pacsity ID; 09G123 _ IMMP; 16 of T
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| UNgware.

she was previously Unaware.

The acting qualified mental retardation
professional (AQMRP)amvedinmefaaityafew
- minutes later. At 5:22 p.m., after being asked if

. management had determined the fength of time it
| should take o safely evacuste the facility, she
&ﬂmwﬂeﬁwemnhadmmddumsbﬁ
in-sesvice training that “anything beyond 10
minues could be lethal... they wilt be dead...
smoke inhalation.” When asked about drils
taking 15 or 20 minutes to complete, she said that
should trigger an investigation and additional staff
training. She confirmed H\ﬂt-itwﬂlefadlity

: cooroinator's responsibility & review.
drilllevacuation records and report problems fo
managemant The AQMRP further indicated that
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAS CROSS-REFERENGED TO THE APPROPRIATE TATE -

DEFICIENCY)
W 448 Continyed From page 16 W 448
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1 000 INITIAL COMMENTS 1000

| A licensure survey was conducted from F

* 16, 2010, through February 18, 2010. A sampila

; of three residents was selected from a poputation
of six wornen with profound cognitive and

! intellectual disabilites.

The findings of the survey were based on
observations, interviews with residents and staff
in the home and at three day programs, as wefl
as a review of resident and administrative

-1 records, including Incident reports.

| 0491 3502.7 MEAL SERVICE / DINING AREAS 1049 3502.7 Mea! Scorvice/Dining Aroas

+ Each GHMRP shall serve meals at proper

temperatures. This Statute will be met as

cvidenced by:

This Statute is not met as evidenced by: The QMRP has conducted training £.19.00
Based on observation and staff interview, the for all statf on proper food storage '
facility taiied to property prepare the residents and appropriate temperatures. The ! ("-"‘90!”7
dinner for six of the six residents in the facilily. Home Manager, QMRP and I PN :
[Residents #1, #2, ¥3, #4, ¥5, #6) sizit will monitor od preparation i

o process on an ongoing bagjs,
The finding includes: provide feedback and direction for ‘
staff as needed and schedule
Durin3 the anvironmental inspoction on Februal it ining i
18, 2010, boginning ot 405 prm., revesiod 4 Iraryy Nutritional training if needed.
of cooked chicken breast on the stove, Further '
observation revealed that the chicken was not on
@ warmer. Interview with the acting
mental retardation professional revealed that the
direct support staff had taken the chickan out of
the oven at 3 p.m. Further interview revealed that
the residents were scheduled © est betwsen 5
p.m., and6p.m. :
! The Qualified Mental Retardation Professional
; (GMRP) failed t ensune that the msidents meal
i was kept at an appropriste emperature.

Heallh Reguiation Administraiion '
Wyafgiomel 5 Sk
LABORATORY DIRECTOR'S OR REPRESENTATIVE'S SIGNATURE Vs .Z%d@

STATE FORM -, BUsi1 I cortiation et 1 0(5




03/29/2010 17:05 FAX 202 8§91 9293 INDIVIDUAL DEVELOPMENT do24

PRINTELY. %3%0172010
FORM APPROVED
STATEMENT OF DSFICIENOIES PROVEOER/SUPPLERICI IA TIPLE CONSTRUCTION SURTEY
AND PLAN DOF COHRECTION x IDENTIRCATION NUMBER: b . Mmﬂm
A BULLDING
8. WING
HFDO3-5038 0218E10
NAME OF PROVIDRER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
INDIVIDUAL DEVELOPMENT, ING. WASHINGTON, BC. 30019
o4 1D BUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF CORRECTION o
PREFIX EACH DEFICIENCY MUIST BE PRECEDED BY FULL PREFDL {EACH CORRECTNE SHOULD TDUPLETE
TAG F:EQJMTORYG! LSC IDENTIF YING INFORMATION) TAG mmnmmwmagf DATE

1161] 3507.2 POLICIES AND PROCEDURES

Themmalshallbeappmredbymegwemhg
* bady of the GHMRP and shall be reviowed st
least annualty.

This Statute is not met as evidencsd by;
Based on interview and record review, the Group
for Mentally Retarded Persons (GHMRP)
Yovering body failed 1o document & review of its
policies and procadures annually.

The findings include:

On Fabruary 18, 2010, at approximately 3:05
p.m., review of the policy and procedure manyal
that was mamntained in the home, failed to provide
evidence that the agency had reviewed and
approved its policies at least annually. The most
recent documented review was in 2008. The
actina qualified mental retardation professional
(AQMRP) presented another manual that she
said she carried with her at al times. That
manual also did not roflect a review sinca 2008.
The AQMRP quickly tolephoned their corporate
offico and at 3:10 p.m.. she stated that the .
agency's policies had been reviewed In March
2008. She did, however, acknowledge that said
review had not been documented in elther
manual thal was available for review.

1188} 3508.35(c) ADMINISTRATIVE SUPPORT

Each SHMRP shall have an organization chart
i that shows the following:
|

; {c}) The categories and numbers of supportive
! and direct ¢care staff, and...

[

1181

1188

3507.2 Policies and Procedures

" maintain compliance with this

This Statuwte will be met a5
evidenced by:

The policy and procedures manuals
have been reviewed, updated and TR0
signed. Annual review of the At
wanuals will continue to occur to ¢ '?""3

Statute.

Feai Feguiation AfRINSTI50n

STATE FORM [
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I This Stalute is not met as evidenced by:
| Based on review of the organizational chart that
: was presented, the Group for Mentally Retarded
- Parsons (GHMRP) failed 1o ensure that the
organizational chart showed the numbers of !
supportive and direct care staff. :
The fincings include: ety o
1, 1 - |
! ugrg:umm mzss p.f., tha scting J. TheOrgenizarional charts |
(AQMRP) presented two arganizational charts | have been filed into the
(not dated). Review of the two charts revealad baok for review. The 4119410
that neither one showed the number of direct Human Resources :
support staff empioyed by the GHMRP, Departruent will contimue | 0"6(J0VAG
to update and file ' '
2. Further review of the organizational charis - organizational charts and
g’lgl;f that neither d‘l;:l indicated the number update whenever changes
and/or medication nurses b Sur.
the GHMRP. employed by ooctt
. Ref .
AL 28 pm.. the AQMRP thet the 2. Reference response to #1 i
| organizational charts did not indicate the numbers :
: of nursing and direct support staff, ’
1208 3509.8 PERSONNEL POLICIES 1206
Each empiloyes, prior tb employment and
annually thereafter, shall provide a physician's
cartification that a heslth inventory hes been
performed and that the employee ' 3 health status
would allow him ar het to pesform the required
| duties.
l This Siatute is nat met as evidenced by:
Based on Interview and record review, the Group
for Mentaily Retarded Persons (GHMRP) falled
Heallh Regutation Adminisration ~
STATE FORM - B I comtinsation wat 3 of §



03/29/2010 17:05 FAX 202 881 9293

INDIVIDUAL DEVELOPMENT

doz2e

1274 3513.1(e) ADMINISTRATIVE RECORDS

: personnel records Maintained for

» conguitants and interview with the acting qualified
' mental retardation professional (AQMRP)

: revealed, no evidence of a physician's
certification/ health imventory for the speech
pathologist and occupational therapist, No
additionat information was provided before the
survey ended fater that day.

This is a repaat deficiancy.

Previously, the December 12, 2008 deficiency
report included the following: *Interview with
QMRP and review of the personnel records on
Navember §, 2008 revealed the GHMRP falled to
have evidence of physicat examination for the
following; the Program Director, two LPN's, the
Speech Pathologist and the Pharmacist *

| Each GHMRP shall mlnti;ore%: W
: agency * s inspection, at any time, ng
1 administrative records:

(e) Signed agreements or contracts for
professional servicss;

This Statute is not met as evidenced by
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have on file for review, current heaith 3509.6
inventories/certificates for 2 of the 10 licensed: This Statute will be met as '
consultants working with the three residents in evidenced by:
the sample. (Residents #1, #2 and #3)
) . ! The consulitant files are maintsined
The findings include: in one book for review. Based on
i - record review the b i
On Fabruary 1'22103 g' r:egm“.m glftha certification/health inventories have r' ]q' '@
approsimately 12; M., e ; been filed in the record for the

Speech Therapist and Physician.
The OT consultant services have
been discontinued until required
documents are received. The
Administrative Assistant or
designee will establish a master of
&ll expiration dates and send
notices at least 90-days in advance
1o alert the individual consultant of
the required needs. This
information will be filed
immediately upon receipt and made
evailable for review.
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elarded Pe: H ‘
 have oni?illgfor review, w’:uﬂm &er::‘RP) falied 1o 3513.1(e.) Administrative Records
; agreaments or contracts for 2 of the 10 licensed .
consultants working with the three residents in This Statute will be met as X
the sample. (Residents #1, #2 and £3) evidenced by:
The tindings include: The contract agreement for the
. : Podiatrist will be re-dens as the -
On February 18, 2010, baginning at i original document can not be 2 280
approximately 12:10 p.m., review of the ! found. The Physical Therapist’s "
persannel records maintained for professional ' contract agreement between '5'-5"-'7 .
consultants and interview with the acting qualified | Individual Development Tnc. and
mgg;al rat:frdatbn professional revealed no ' | Innovative Rehabilitation, Inc. the
avi mmmwaﬁgzﬂzgmfsﬂmﬂ | consultant can assign or delegate
| and podiatrist. No addiional information was | ﬁgﬂ;ﬁ;ﬁifﬁ;fmiﬂmr
| provi ed before the survey ended later that day. qualifications, licenses and :
! certifications necessary o requirad ©
by law to render the service. '
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