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W 000 INITIAL COMMENTS | | wooo

A recertification survey was conducted from ; |
August 17, 2011 through August 18, 2011. A i :
sample of two clients was selected from a | y
,popmaﬁonoftwofemaleswimvariousoogniﬁve |

; and inteMlectual disabiiities. This survey was | ; d@ / 62 C,_Eﬁ: /
%'mmt of

: conductad utilizing the fundamental survey [

 process. © Health Reguistion & Liceneing Administration

: The findings of the survey were based on {  Intermediete Care Feciities Division

, Observations and interviews with staff in the home , . 899 North Capitol 5¢, N.E.

; and at two day programs, as well as a review of | ; Washington, D.C. 20002 5

; client arnd administrative records, including - :
W 159 - 483.430(a) QUALIFIED MENTAL W 159 C

. RETARDATION PROFESSIONAL g

?Eachcﬁetfsacﬁveheaumntpmgrammustbe N
: integrated, coordinated and monitored by a . - :
- qualified mental retardation professional.

This STANDARD 'is not met as evidenced by: i
Based on observation, interview, and record i

review, the facility failed to ensure that each
client’s active freatment program was
coordinated, integrated and monitored by the
qualified intellectual disabilities professional

" (QIDP), for one of two sampled clients. (Client
#1)

The finding includes:

1. Cross refer to W369. The facility's QIDP failed |
to coordinate Client #1's Activity Schedule with |

the medication administration nurse. :
On August 18, 2011, at 12:10 a.m., record review |
LABORATORY DSmR-s oR REPRESENTATIVE'S SIGNATURE TIE (%) DATE

Any deficiency stalement ending with an asterisk (*) danctes & deficiency which the institution may be excused from comecting providing It is detediined that
wmrsafegmmpmHeM'maionhmmnu.(SeeM) Emmmfmmm,ﬂnmmmmmmeomys
foﬂowingmedateofmymmornuaphnofconecﬁmisprwided. Fomuuinghonns.ﬂnaboveﬁnqamandohmofcwucﬁm_agemu
dmmuﬂndamﬂmedwmmummdemhbhbmem. Hdem“ded.mwmawmdbnbmumhm

program participation.
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D SUMMARY STATEMENT OF DEFICIENCIES ! | :
PREF (EACH DEFICIENCY MUST BE PRECEDED BY FULL | prerx (| W159.1 { CoMAEmON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ’ ' - Client #1’s activity ;. DAE
, schedule will be modified -
W 159 Continued From 1 i W1 595 to reﬂe.ct a.cimlmst!:atlon '
revealed that the Client #1's_activity schedule, | of medication (Lopid) 30 |1
documented that she should eat her breakfastat - minutes before meal at ;
7:20 a.m. and then be administered her moming ! | all times. A memo will be
medications at 7.45 a.m. At the time of the sent to the nurses and
survey, the client's activity schedule had not been f -
modified to ensure that she received the Lopid ' Direct Care Staff to
- 600 mg. 30 minutes before breakfast as emphasize the need to
prescribed to reduce her serum cholesterol, adhere to such order.
2. The QIDP failed to coordinate services to
ensure that foods required to accurately - The Medication
impiement Client #1's therapeutic diet were Administration Records |/
available.
: (MARSs) of other
Observation of Client #1 at her day program on ! individuals in the facility
August 17, 2011, at 11:35 a.m., revealed her : will be reviewed to
. lunch included a peanut butter and jelly sandwich | i !
' (bite-size) and 16 ounces of a red colored i ensure that any :
. beverage, in addition to the other foods. The i |' individual affected by ?
- client was observed to consume the entire meat, ! such deficiency is ;
 Dinner observations on the same day at 5:23 ! | ; d v ified ||
_p.m,, revealed the client's beverages inciuded 1 | corrected as spec
cup of apple juice and water. Further observation | i above. g
ofﬁ:gdientduring{hesetimesmvealedshewas : ! :
significantly overweight for her height ? | - Thefacility’s House 1
interview with staff at the day program and the | Manager will conduct
group home at the aforementioned times i monthly monitoring to
_revealed that Client #1 was prescribed a 1500 | r
" calorie diet to heip her lose weight. On the | ens-urethat r!urseso
day at 6:10 p.m., interview with the direct care ! Trained Medication
staff conceming the red beverage served to I Employees (TMEs) are
Client #1 for lunch revealed that it was probably i adhering to physician’s
juice, because no diet beverage was available. l rd € ip. Vst th
On August 18, 2011, at 12:20 p.m., interview with ! order pertaining to the
the home manager concerning the client's meals ) time medications are to
received on August 17, 2011, revealed the red | be administered.
colored beverage may have been cranbemy juice,
: ]
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W 159 Continued From page 2 ! ‘Wis9 | W159.2 E
used as a substitute for a diet beverage. Upon | ~ - The facility’s nutritionist ‘
request by the surveyor, the HM showed the ; ' has been |
surveyor a jar of regular jelly, which she stated | develo arlei:tuefs:ed;o i
was used with the peanut butter to prepare a ' iy of fooas |
- sandwiches for the client. ; | that will meet Client #1’s |
I | dietary needs. This will ;
On August 17, 2011 at 3:05 p.m., review of Client l : also be done for oth
' #1's physician's orders dated August 1,201 | S0 R € for other
revealed she was prescribed a 1500 calorie, low | | individuals in the facility ||
. cholesterol, low sodium, chopped food diet. On i I
?v:lre?ﬂ‘::yh' atl 6:15 2h’:u”'e;:w of meledr?:rnt;‘me : | - The House Manager will ||
client to ensure she did not exceed 1500 : f conduct weekly audits to | :
calories/day: ensure that appropriate
. dietjely i of reguiar jelly foods f?r Client #1 ar.td #2
 b. 1/2 cup diet beverage for lunch and dinner | are available as specified
; | on the weekly menu
At the time of the survey, the facility failed to : |
ensure that the appropriate foods were available i . .
1o be served to the client. * l - Staff will be trained on
W 189 483.430(e)(1) STAFF TRAINING PROGRAM W 189 dietary needs of Client #1 |
. ' and #2 -
The facility must provide each employee with | |
initial and continuing training that enables the
_employee to perform his or her duties effectively, | - Once weekly during
efficiently, and competently. ' varying shifts, the House
i Manager will monitor
This STANDARD is not met as evidenced by: | staff during meal timeto |
. Based &ne m Int:ewiew agd‘;t record - l ensure that dietary |
: review, i ensure that each s |
' was effectively trained 1o the of two | orders are adhered to as )
" of two clients in the sample. (Clients #1 and #2) specified. .09/30/11
The findings include: ;
Cross refer to W474. The facility failed to ensure | i
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W 189 Continued From page 3 C w189
that Client #1's and #2's food served was served |
- in a form consistent with their identified ; |
: developmental. needs. ] |
W 247 483.440(c)6)vi) INDIVIDUAL PROGRAM PLAN w247 |
~ The individual program plan must include i
opportunities for client choice and [ i i
. self-management ! !
This STANDARD is not met as evidenced by: | :
Based on observation, interview and record i ;
- review, the facility failed to ensure clients were !
provided with opportunities for choice and |
ﬁ-management during snack time, forone of . | T W 247
clients included in the sample. (Cli i ' .
okided in the sample. (Client #2) I! - The facility’s Qualified
. The finding includes: l Intellectual Disabilities
: I - - l .
 The facility failed to ensure Client #2 was Professional (QIDP) will |,
: afforded opportunities for choice and , in-service all staff of the ||
self-management during snack time, as : facility on the subject of
 evidenced below: ; provision of choice during
On August 17, 2011, at approximatety 11:10 am., meals and other
observations conducted at the day program ' 5 habilitation needs
revealed Client #2 had a small body stature. On !
August 17, 2011, at approximately 4:00 p.m., : . .
Ctient #2 was given chocolate pudding in a small | ! Once weekly during
glass bow! during snack time. The direct care varying shifts, the QIDP
. staff am to feed Client #2 after she refused will monitor staff during
to eat pudding i . When staff i
I ht the pudding close to the client's h, : m.eals to ensure that
' she was observed to shake her head (no). There ; Client #1 and #2 are |
were no other snacks offered or given by the i i provided choices [ 09730711
direct care staff. At approximately 4:30 p.m. i i
observation of the kitchen revealed there were : :
several other snacks available (i.e. appies, " .
. |
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i
W 247 Continued From page 4 L w4zl

bananas, oranges, etc.). . l !

Interview with the direct care staff on August 17,
2011, at 5:34 p.m., confirmed that there were ! !
several other snacks available. Further interview | _ '
: Fevealed that he should have presented all : , :
: available snacks to the client during snack time.
: On August 18, 2011, at 9:10 a.m., review of the ’
. current physician's orders (POs) dated July 27,
2011, revealed an order for Client #2 to receive
three (3) snacks a day. |
W 325 482.460(a)(3)Hi) PHYSICIAN SERVICES ’ W35
The faciilty must provide or obtain annual physical .
- examinations of each client that at a minimum | ‘e
includes routine screening laboratory ; :
- examinations as determined necessary by the ;
: physician.

- This STANDARD is not met as evidenced by:
Based on observation, interview, and record i
review, the facility's nursing staff failed to provide §
routine laboratory testing as determined

|
3
g
!
3

3
%
:
§
3
i

observation of the moming medication
administration pass revealed that Client #2 was :
I.
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W 325 Continued From page § P owazs
* administered Divalproex Sodium Dr {Depakote) || W 325
- 250 mg by mouth. Interview with licensed - Atracking system will be
- practical nurse (LPN) revealed that the depakote | put in place to capture
Was preacrioed for depression. when labs are to be done

Review of Client #2's medical records on August |
17, 2011, at approximately 1:45 p.m., revegled a | - The facility’s Registered
physician's order (PO's) dated August 2010, | N RN} will
According to the PO's, Client #2's depakote levels | urse (RN) will on a
were to be monitored every three months. [ : monthly basis audit all
Subsequent review of her medical records : ; medical records to ensure
untl Flgdbtuary 26, 2011, 01 e dopacte | 5 that physician orders are
(approximately seven (7) months after the August | adhered to as specified
2010 POs). :

; Interview with the facility's registered nurse (RN) |

“and further record review on August 17, 2011, at !

3:45 p.m., confirmed that laboratory studies for _
 depakote were not completed as prescribed. : i

W 331 ° 483.460(c) NURSING SERVICES . W3

. The facility must provide clients with nursing : i
: services in accordance with their needs. . :

09/30/11

i This STANDARD I8 not met as evidenced by:
- Based on observation, interview, and record .
' review, the facility failed to ensure nursing 5’

services were provided in accordance with the | i
needs of, one of two clients included in the 5
sampile. {Clent #2) | '

The finding includes: 1 [W331
9 i : - Please see W325
- Cross refer to W325. The facility's nursing staff |
failed to ensure routine laboratory testing as i
- determined necessary by the physician for Client
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PREFIX - {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX : (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG [ TO THE APPROPRIATE DATE
W 369 Continued From page 7 | . W369 :
to ensure that the dlient received the medication
at the prescribed time, .
W 440 : 483 470(i}1) EVACUATION DRILLS W440: | W 440
_ o . | - The facility’s fire drill
QU e o vaciation il atleast schedule will be revised
j i to ensure that simulated
'
: - i fire drills are conducted
i i evidenced |
: .g‘a':;rx mann?: mrewew the lf,:c.::ility : at least four (4) times a
failed to hold evacuation drilis quarterly on all year for each shift.
' shifts, for two of two clients residing in the faciilty.
(Clients #1 and #2) - All staff will be trained
- The finding includes: on conducting fire drills
) ] ) ' _ with emphasis on
The m&;’:‘: E:"g:‘grs'm"lmﬁ‘::“"s at frequency drills areto be |!
evidenced below: conducted. This is to
ensure that staff are
the house manager (HM
were two designated shils (300 PM - 1000 PM | fire drilis across shifts |
and 10:00 AM - 8:30 PM Monday thru Friday. i ; :
:;:_he" interview m"’m mmﬂdm ! - Once monthly, the ,
10:00 PM - 10:00 AM) for the woekend | facility’s House Manager |
(Saturday/Sunday). will audit the fire drili
. records to ensure
Review of the facility’s fire drill log records on : . .
Auguist 17, 2011, beginning at 9:30 a.m., | compliance with ST
revealed that no drills were held during the Tag W440. b
weekend second shift (10:00 PM - 10:00 AM) '
from April 2011 through June 2011. On August
17, 2011, 10:37 a.m., the qualified intellectual
disabilities professional (Q!DP) and HM
confimed that fire drilis were not conducted on : :
'theweekendseoondshiﬂfmmAmeOﬂmmh! i _
i i
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W 440 Continuad From page 8 f W 440,
June 2011. ' !
W 441 483.470()(1) EVACUATION DRILLS W 441 W 441
: 1
i The facility must hold evacuation drilis under I - The facility’s fire drill
varied conditions. schedule will be revised
to capture all methods of
. This STANDARD s not met as evidenced by: egress including the
" Based on the interview and review of the fire drilf basement door. g
. records, the facility failed to conduct fire drilis i .
under varied conditions, for two of two clients . .
residing in the faciity. (Clients #1 and #2) i i - All staff will be trained on :.
i conducting fire drills to 'ﬁ
The finding includes: ensure that all methods | |
On August 17, 2011, beginning at 9:30 am., of egress are utilized g
 review of the facifity's fire drill records revealed ,‘ during drills. During the
that all available fire drills reviewed were in-service, emphasis will
: e front back, and side door asis
exits. uﬁm mgm;e house m:age??eﬂu) on | : be placed on utilization of
© August 17, 2011, at 9:24 a.m., revealed that the | the basement door as
facility had four methods of egress (front, back, 3 part of the methods of
side, and basement door exits). Further review of egress
the fire drill records revealed that the basement y
door exit had not been used since September
2010. - Once monthly, the
On August 17, 2011, at 10:37 a.m., the HM and facility's House Manager
the QIDP confirmed that the basement door exit will audit the fire drill
was not utilized during the past year. There was records to ensure that
"°|°"'d°“°°| ot ?“Mﬁ':“at "‘el time mw to staff are efficiently
W 474 483.480(b)(2)(iii) MEAL SERVICES i wazs|  utilizing the basement
door and other methods
3Foodmwtbeservedmaformoonsuswntudmme of egress. 199/30/11
 developmental leve! of the client. : j
H |
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES {
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|

. i

W 474 Continued From page 9 ;
. This STANDARD IS not met as evidenced by: |

: Based on observation, interview, and record '
i:review.mefadﬁtyfailedbensummatdienw i

- received food in a form consistent with their !

: leveis, for two of two clients i
‘included in the sample. (Clients #1 and #2) |

The findings include: I

1. The faciiity failed to ensure that Client #2's ,
- food was served in a form consistent with her [
identified developmental need. :

revealed, Client #2 was served a ground texture
dietforlunchthatmnsisuofmois.mah
potames,:andSalisburysmakmdglavy.Lamr
 that evening at approximately 5:15 p.m.,
observations of the dinner meal revealed Client
#2's BBQ steak, rice, brussels sprouts, and a
slice of bread was served bite sized, At5:38°
p-m., the evening licensed practical nurse (LPN), |
 house misnager (HM), and the direct care staff aff |
observed and that Client #2's

' of hamburger.

revwledmatausiaﬁhadreceivedhainlngﬁom :
the nutritionist on Client #2's diet texture. ;

On August 18, 2011, at approximately 9:10 a.m, r
review of Client #2's current physician's orders |
(POs) dated July 2011 revealed the client was |

;dinnerwasnotﬁnelychqppedmmeoonsistency li

Fommmmm)wvmm Event ID: DOVF11
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review of the protocol revealed that the client had |

a diagnussis of severe oral pharyngeal phase

dysphasia (swallow dysfunction) which piaced her |

at risk for aspiration.

Note: It should be noted that review of the in

:sewioe&aifﬁngmmMsonAugust18,2011,at
%approxhna&e!y10:00am..revea:edmatallstaff ,
,hadrecu‘vedtrainingoncrlemﬂsdietiype‘diatl
* texture, and mealtime protocol on April 7, 2011, :

7 I
-2, Thefacimyfailedmensuremau:ﬁem#fsfuod{
wassel\vedinaformwnsis&entwimheridenﬁﬁedi
devefopmemalneed.asavidenoedbebm

|
Observation of Chient #1 at her day program on ]
August 17, 2011, at 11:35 a.m. revealed she !
appeared to be edentuious as she ate her ’
|

|

- lunch. Thecﬁentvrasobservedremovhgbite
sizepieusofpeanutbuﬂerandjellysandwﬂ
'fromasanduﬁchbagmdeaﬁngmem.mar
eatingﬂlesandwim.Meclientwasobservedm
_eat1OSdtineclackerssandwiches(crackers
filled with:sliced cheese). interview with the :
+ program staff supervising the client revealed that [
she always brought her lunch from home and ate
everything. !

Further observation of Client #1 on the same day ;

at 5:23 p.m., during dinner revealed she was
;servedbsmewebeefumm\wasunimpieoes
* Measuring approximately 3/4 to 1 inch in

| [Wa73:
i
|

The facility’s nutritionist

will re-train staff on
Client #1’s and Client#2’s
diet textures

Staff training will be done
quarterly to ensure
competency in adhering
to Client #1’s and Client
#2's diet.

On a weekly for the next
90 days, the facility’s
House Manager will
monitor staff during meal
time to ensure that diet
orders are adhered to as
specified.

T, j ES |
EN STPEmOgD%EFICIENCIH [t4)] lmwm A()-CZ)MUI.TIPLE CONSTRUCTION (X3) DATE SURVEY |
09G152 B.Wwa 08/18/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZP CODE
COMP CARE 1000 NEWTON STREET NE
H . WASHINGTON, DC 20019
o SUMMARY STATEMENT OF DEFICIENGIES | o PROVIDER'S OF CORRECTION i s
PREFX  (EACH DEFICIENCY MUST BE PRECEDED B PREFIX | (EACH CORRECTIVE ACTION SHOULD | comprenon
TAG = REGULATORY OR LSC IDENTIFYING INFORI:A% l Tas | Mro memomafm . DA
_ 2 DEFICIENCY) |
. ; -' : ‘
W 474 Continued From page 10 | wara !
_prest_:ﬁb_edaregularﬁnelymoppeddiet Review ! i |
-ofCliem#Q'sMealﬁmeProtoooldadeulyZOH i ! ]
~on ﬂlesiimedayatappmmmate!y' 110 p.m., o
revealed that the client's meats and othes foods | ! . |
+ Should be finely chopped (foods are cut into sma | = |
pieces about the size of hamburger). Further 1&2 |
|
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W 474 Continued From page 11 ;
diameter. Theclientproceededtoplaoesomeof’
mepiecesofmemwomoasﬁoeofbmd,ate i
:meminasandwich.menatemefemaimng ’
pleces of meat. During the meal, a mealfime i
. protocol was observed on the dining table, near |
the client’s plate. Interview with the staff during
misﬁme-revealedthaolientwasprescribeda
: chopped diet and that food should be cut
approximately the size of cheerios.

On August 17, 2011, at approximately 3:05 p.m.,
review of Client #1's physician's orders dated
. August 2011 revealed the client was was
prescribed a 1500 calorie, low cholesterol, fow
sodium, chopped diet. Review of Client #1's |
* Mealtime Protocol dated July 2011 on August 18, '
2011 at 12:42 p.m. revealed that the client's food |
should be chopped. The third quarterly nutrition
review dited June 7, 2011, revealed that the
client required chopped foods at all meas to
eliminata risk of choking, due to her history of
eating rapidiy. The facility failed to ensure that
Client #1 receive each food fextured in
accordance with her assessed developmental
need.

W 474

|
|
|
|
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1000 INITIAL COMMENTS 1000

{43} DATE SURVEY
COMPLETED

A licensure survey was conducted from August

17, 2011 through August 18, 2011. A sample of
two residents was selected from a population of !
. two males with various cognitive and inteflectual :
disabilities. This survey was conducted utiizing !

the fundamental survey process. |

The findings of the survey were based on :
observations and interviews with staff in the ]
resident and at two day programs, as wellas a-
review of resident and administrative records,
including incident/investigation reports.

1042 3502 2(b) MEAL SERVICE / DINING AREAS F042
* Modified diets shait be as follows:

(b} Planned, prepared, and served by individuals
who have received instruction from a dietitian;
and...

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the group home for persons with
intellectual disabilittes (GHPID) failed to ensure
that modified diets were served as prescribed, for
two of two residents included in the sample.
(Residents #1 and #2)

The finding includes:

TheGHPIDfaiiedtoensurethatRwdentﬂmd;
#2 received food in a form consistent with her :
prescribed dietary needs, as evidenced below: |
1. On August 17, 2011, at approximately 12:02

p-m., observations conducted at the day program

revealed, Resident #2 was served a ground
texture diet for lunch that consisted of carrots,

Health Regulaljon & Licensing Administration
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1042 Continued From page 1 ;

mash potatoes, and Salisbury steak and gravy.
Later that evening at approximately 5:15 p.m.,
observations of the dinner meal reveaied
Resident #2's BBQ steak, rice, Brussels sprouts,
and a slice of bread was served in a bite sized
texture diet At 5:38 p.m., the evening kcensed
practical nurse (LPN), house manager (HM), and
the direct care staff all observed and , i
acknowledged that Resident #2's dinner was not :
fimely chopped to the consistency of hamburger. |
The HM stated that Resident #2's food was not |
served in the right texture as prescribed.

On August 18, 2011, at approximately 9:10 am.,
review of Resident #2's current physician's orders .

(POs) dated July 2011 the resident was e

prescribed a regular finely chopped diet. Review |
ofR&sidnnt#Z‘sMealﬁmeProtoooldatedJuIy
2011 on the same day at approximately 1:10 {
p.m., revealed that the resident's meats and other '
foods texture should be finely chopped (foods are :
cut into small pieces about the size of i
hamburger). Further review of the protoco! '
revealed that the resident had a diagnosis of :
severe ofal pharyngeal phase dysphasia (swallow ;
dysfunction) which ptaced her at risk for
aspiration.

Note: it should be noted that review.of the in ]
service training records on August 18, 2011, at
approximately 10:00 a.m., revealed that afl staff
had received training on Resident #2's diet type,
di:ttexm.and mealtime protocol on April 7,
2011

2. Observation of Resident #1 at her day program
on August 17, 2011, at 11:35 a.m. revealed she
appeared to be edentulous as she ate her

lunch. Tber&sidentwasobsewedremoving bite
size pieces of peanut butter and jelly sandwich |

+
4

1042

1042:1 &2
- The facility’s nutritionist
will re-train staff on
Client #1’s and Client#2’s
diet textures -

- Staff training will be done | |
quarterly to ensure
competency in adhering
to Client #1’s and Client
#2's diet.

- On a weekly for the next
90 days, the facility’s

House Manager will

monitor staff during meal |

time to ensure that diet | |

orders are adhered toas | -

specified. [09/30711 |

Health Regulation & Licensing Admiistralion
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1042 Continued From page 2

. eating rapidly. The facility failed to ensure that
Resident #1 receive each food textured in

1090 3504.1 HOUSEKEEPING

from a sandwich bag and eating them. After

ﬁoeatwsalﬁnecmd:erssandwidres(aackers
filied with sliced cheese). Interview with the day
program staff supetvising the resident revealed :
that she miways brought her lunch from home and |
ate everything. ]

Further abservation of Resident #1 on the same :
day at 5:23 p.m., during dinner revealed she was |
served barbecue beef which was cut into pieces .
measuring approximately 3/4 to 1 inch in :
diameter, The resident proceeded to place some
ofﬁtepieowofmemeatonbaslioeofbtead,
ate them in a sandwich, then ate the remaining
pieces of meat. During the meal, a mealtime
protocol was observed on the dining table, near
the resident's plate. Intesview with the staff
during this time revealed the resident was
prescribed a chopped diet and that food should
be cut approximately the size of cheerios.

i

On August 17, 2011, at approximately 3:05 p.m.,
review of Resident #1's physician's orders dated
August 2011 revealed the resident was was
prescribed a 1500 calorie, Jow cholesterol, low
sodium, chopped diet. Review of Resident #1's
Meaitime Protocol dated July 2011 on August 18,
2011 at 12:42 p.m. revealed that the resident's -

. food should be chopped. The third quarterly

nutrition review dated June 7, 2011, revealed that .

- the resident required chopped foods at aX meals |

to eliminate risk of choking, due to her history of

accordance with her assessed developmental
need.

L1042

T e e L,
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1090 Continued From page 3 | 1090 |
The interior and exterior of each GHMRP shall be |

- maintained in a safe, clean, orderly, attractive,

_and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionabie :
odors. ' i
This Statute is not met as evidenced by: l
Based on observation and interview, the the )

" group home for persons with intellectual :
disabilities (GHPID) failed to ensure the interior ;

. and exterior of the facility were maintainedina | 1
safe and sanitary manner to meet the needs of _ §
two of two residents in the facility (Residents #1 | o .
and #2) l 1090.1 _ i :

i - The trash can has been P
The findings include: : replaced. ,
1. On August 18, 2011 at 9:47 a.m., observation '

. of the one of two trash cans located adjacent to - The porch has been :

. the basement door of the GHPID revealed i painted i
mutltiple orn area on the sides, which created a : i
potential entrance for rodents and other pests. a

- The facility’s :
2. A heavy accumulation of rust was observed on l maintenance team and f
the painted surface of the porch located atthe | :
roar of the GHPID, | the House Manager will
; on a monthiy basis
Interview the residential director acknowledged | conduct internal and ﬁ

the aforementioned findings. - external audits to ensure :

1135 3505.5 FIRE SAFETY 1135 compliance with Tag 1 090 I; 09/08/11
Each GHMRP shall conduct simulated fire drills in:
-ordertnlestmeetfecﬁvenasofmeplanatbastg
four (4) times a year for each shift. § ;
I :
_ This Statute is not met as evidenced by: !
Based on interview and record review, the group i
Health Reguiation & Liconsing Admwisiration
STATE FORM - DOVF11 If continuation sheet 4 of 8
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$135. Continued From page 4 1135 i
’ i
home for inteflectual disabilities (GHPID) failed to !
hoid evacuation drills quarterly on all shifts, for I 135 '
t\lrl‘gof two residents in the facility. (Residents #1 - The facility’s fire drill
and #2) schedule will be revised
The finding includes: to ensure that simulated
- ] o fire drills are conducted
mleastf?:u.:y mnesfa"e?:? aco yg.f:’%,s'eacm"h'a;d{ raesdnlls at? at least four (4) times a
evidenced beiow: year for each shift. _‘
; t<’)“r; August ng 2011(?: 3;24 am, m r:fith - . All staff will be trained :
were two designated shifts (3:00 PM - 10:00 PM on conducting fire drills | |
" and 10:00 AM - 8:30 PM Monday thru Friday. with emphasis on '
sis'?;' hters\;'?f; m Ih?t1 tggr: :::n t;fo frequency drilis aretobe ||
10:00 PM - 10:00 AM) for the weekend conducted. This is to B
(Saturday/Sunday). i ensure that staff are |
] 5 _ | competent in conducting | :
:ugua ”st gﬂ;ﬁcu bu:g?nir;;g !;gsoreao::nrds on I fire drills across shifts '
. revealed that no drills were held during the |
fll\m:‘snlce.nd m shift 9511 ‘!I}:DO 2:)‘1-1 10(:)00 A’:z)st ' - Once monthly, the
m April rough June . On Augu .
17,2011, 10:37 am,, the qualified inteflectual | facility’s House Manager
 disabilities professional (QIDP) and HM will audit the fire drill
confirme that fire drilis were not conducted on ’ records to enstire ;
?mwggwud second shift from April 2011 mrough compliance with .
' ! Tag!135. 09/30/11 |
1180 3508.1 ADMINISTRATIVE SUPPORT 1180 l :
Each GHMRP shall provide adequate - E
administrative support to efficiently meet the '
needs of the residents as required by their ;
Habilitation plans. '
This Statutte is not met as evidenced by:
Based on observation, interview, and record
Health Regulation & Licensing Administration
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| r schedule will be modified |
1180 Continued From page 5 , 1180 to reflect administration I;
. . of medication (Lopid) 30 ;
review, the group home for persons with - a
intellectual disabilities (GHPID) fadled to ensure minutes before mealat | |
that each resident's active treatment program all times. Amemo willbe | |-
qualified intellectual disabilties professional | Direct Ca s: e
(QIDP), for one of residents in the sample. ; irect Lare Stalt to g
{Resident #1) emphasize the need to |
. adhere to such order. |
_ The findings include: :
1. Cross refer to Citation 10401. The GHPID's - The Medication |
QIDP falled to coordinate Resident #1's Activity Administration Records | |
Scheduie with the medication administration i (MARs) of other
nurse. : g . - |
. : individuals in the facility
On August 18, 2011, at 12:10 a.m., review ! will be reviewed to :
revealed that the Resident #1's activity schedule, | i
- documented that she should eat her breakfast at ensure that any ;e
7:20 am and then be administered her moming individual affected by !
medications at 7:45 am. Atthetime ofthe such deficiency is
survey, the client's activity schedule had not been rrected ecified
modified to ensure that she received Lopid 600 cg as sp
mg. 30 minutes before breakfast, as prescribed above.
to reduce her serum cholesterol. :
P o F . Report - The facility’s House :
~ 2. Cross refer to Federal Deficiency Report - : i
 Citation W159.2. The GHPID's QIDP failed to | Manager will conduct !
coordinate services to ensure that foods required monthly monitoring to |
to accurately implement Client #1's therapeutic . ensure that nurses or
diet were available. i Trained Medication
1401 3520.3 PROFESSION SERVICES: GENERAL | 1401 Employees (TMEs) are
PROVISIONS adhering to physician’s
) order pertaining to the
Professional services shall include both diagnosis § oAt
and evaluation, including identification of ::;me dm?d.' catlo:s areto
developmental levels and needs, treatment e administered.
services, and services designed to prevent )
deterioration or further loss of function by the ! ' 1180.2 :
resident ‘ ' Please cross refer to response of L’E’
Hoalth Regulation & Licensing Administration " .
STATE FORM " p | Federal Deficiency Citation ition sheet § of 8
W 159.2
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1401 Continued From page 6

- was administered Divalproex Sodium Dr

;revwedaptwsmnsorder(POs}datedAugust
. 2010. According to the PO's, Resident #2's .
,depakotelevalsweretobemonmoredevaymree‘
- months. Subsequent review of her medical

- records revesled there were no laboratory studies
- done until February 26, 2011, for the depakote

This Statute is not met as evidenced by:
Based on observation, interview and record
review, the group home for persons with

intellectual disabilities (GHPID) failed to ensure
professional services that inciuded both dnagnosns=
and evaluation, including identification of

" developmental leveis and needs, treatment '

services, and sesvices designed to prevent

* deterioration or further loss of function by the ‘
* resident for two of two residents included in the
- sample. (Residents #1 and #2)

The findings include:
1. The GHPID's nursing service failed to ensure

Resident #2's routine laboratory studies
(Depakole) were obtained as recommended by
the primary care physician, as evidenced below:

On August 17, 2011, at approximately 7:50 a.m.,
observahnafﬁwmommgnmdmbon
administration pass revealed that Resident #2

{Depakote) 250 mg by mouth. Interview with
licensed practical nurse (LPN) reveaied that the
depakote was prescribed for depression.

Review of Resident #2's medical recomlé on
August 17, 2011, at approximately 1:45 p.m.,

e o

(approximately seven (7) months after the August
2010 POs).

Interview with the facility's regigtered nurse (RN)

1 401

I 401.1
- Atracking system will be
put in place to capture
when labs are to be done

- The facility’s Registered
Nurse (RN) will on a
monthly basis audit all
medical records to ensure
that physician orders are
adhered to as specified

Health Regulation & Licensing Admanstration
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1401 Continued From page 7 {14 - Client #1's activity j
- and further record review on August 17, 2011, at - schedule will be modified | |
3:45 p.m., confirmed that laboratory studies for to reflect administration | |
leted cribed. !
depakote ot com as ’ of medication (Lopid) 30 i
2. The GHPID's nursing services failed to ensure a minutes before meal at
that R_e:zeﬁ":rg received a medication atthe ! all times. A memo will be
presca ) sent to the nurses and
- On August 17, 2011, at 7:15 a.m., the direct care Direct Care Staff to
just finished eating breakfast. The dining table adhere to such order :
~ was observed o have already been completely . ;
" cleared. At 7:35 am, the L!?N ani\fed to
administer th% mndent: 1Iherr moming o - The Medication i
medications. Resident #1 was observed . . !
receive 600 mg by fouth at 7:45 a.m. Administration Records
During the aforementioned medication {MARs) of other :
administration, the LPN stated that the Lopid was | individuals in the facility | :
pr&ecnbed fo jower the resident's serum i will be reviewed to i
cholasterol. ]
' ensure that any 5
On August 17, 2011, at 2:15 p.m., the review of a individual affected by
physician's telephone order dated August 2, such deficiency is
2011, revealed that it stated to "Restart Lopid 600 y v e
mg thirty (30) minutes before meal. c:rrecte as speditie ;
above.
On August 17, 2011, at approximately 5:30 p.m.,
the LPN acknowledged that physician’s order } .
prescribed that Resident #1 be administered the | The f"""“"_s House !
. Lopid 600 mg, 30 minutes before her meal atall | Manager will conduct |
times. At the hg: of the survey, the ?:P'D failed monthly monitoring to |
to ensure that the resident received ensure that nurses or !
cats ibed time. :
med atthe s bed time Trained Medication :
Employees (TMEs) are i
adhering to physician’s ]
order pertaining to the 5
time medications are to :
be administered.
Haalth Regulation & Licensing Administration
STATE FORM - DOVF14 K coninustion shoet 8 of 8



	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18
	Page 19

