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W 000 | INITIAL COMMENTS : W 000
On September 30, 2009 HRLA received an e-mail
from Depariment on Disability Servicas (DDS)
. .| that indicated concems related to the health and
w7 | safety of clients residing in the fasility. Attached to . N IR
.2 . $he e-mall wae a eport Trom a-furse consultant [k d " \ (,;[0‘\ . N IS |
o T | with Universal Legal Services {ULS) menitoring 1\edewe o R
" | teRm that afleged obsarving significarit GOVERNMENT OF THE DISTRICT OF COLTMBIA
deficiencies as specified below: DEPARTMENT OF HEAL;‘H M ]
. e HEALTHREQYLATION ADRINI TMT%%
L) Ghent #1 was hospitaized from - - - - 17 825 NORTHCAPITQL ST, NETZND FLOGK == ———F
R T | . Since the hospital discharge, the e WASHINGTON, D.C. 20002
wi i) elass member had not been seen by the primary e e 1
... |carephysician (Bdays). S A R R
G . Tome .‘L." LR ] A - P et | B35
7. 2. CliEht#1's phisician's ondéry, werehotsigned | - e T S Il

(& days post hespital discharge) and were’ A
handwritten across multiple unnumbered pages. . : S
" . 1 The nurse censultant alleged that the format

presented a safety hazard for poor
commuaication between the prescribing physician
and thé nursing staff that would essentially need

implem.eng'tm ordors,
3. Discrepanciés Were noted betwean the :
-[ Ditantin order on the unsigned Physician's Order :
'Form, and the medication administration record E
regarding the amount of ime between : . ;
discontinuing the tube feeding and the ' . - :
| administration.of Dilantin for Client #1. e R R
- ..| 4 Misjor disorepancies in the dietary orders for N :
- | Glient#. (post discharging) were noted betwaen : e X
| the hospital and the facllity, . R R ICTIRY B |
6. Tha facilily nursing staff appeared to be B N R
 Unfamiliar with the scale and accurate weighing ‘ N I

‘procedures. Additionally, the report indicated that
nursing staff required further training in weighing

@MTW_, '
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INDIVIDUAL DEVELOPMENT, INC. WASHINGTON, DG 20019 S
04) I SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION oy
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUEATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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W 000 | Continued From page 1 . W 00D
techniques. Reportedly, on September 23, 2008,
after discharge from the hospital, Client #1 was
weighed by facility staff at 62 Ibs. Six days later,
the client was weighed again and her weight was BTy
. | documented as 81 Ibs (one pound below her A2 T
s | Healthy Weight Range), .. - IO
EETRT I P e ¥ o " Lo i_l'q‘,'h_.‘
- Due to the nature of this complaint; on Séptember K
30, 2008, State Survey Agency (sg un'.malned an . pIEM
onsite investigation. The findings of the , . )
_+| investigation were.based on obsarvations In the - e L N
" ['aroup hame, interviews with the facility steff, and "
. s |-review of facility's records, ircluding unusual i
- | Incident reports, investigative, and administrative crotra '
L frecords. o ot e ' LT R Ny
, . Y b . o + n R e T v B
As a result of the préfifiriary investigative ' e
~ . .- . findings, the, SA determined the resuits of the § PRV |
w . of investigation revealad that the faciliy failed to ]
[ waintain compiiance with the Conglitions of . b
Participafion of Govering Body and Health Care -
jervices, and the facllity's nursing services posed
likely harm to ciients residing in the facility. On :
September 30, 2008, at approximataly 4:30 p.m., o §
-| prior to the conclusion of the investigation, the f
- |fadilily's Qualified Mental Retardation . t
| Professional {QMRP), Director of Nursing, J F
Ragistered Nurse Supervisorand onduty :
. Licensed Practical Nursé were notified of the I
immediate jeopardy. _ _ B A ¢
-On.October 1, 2009, at approximately 2:00 a.m.
* | the facility's President; Direclor of Residential |
Services (DRS), and Director of Nursing faxed to e i
the SA & plan of correction to address the . o B

immediaie jeopardy. The SA's Program Manager
held a telephane conference with the
DRS and President from approximately 3:00 AM

{0 4:00 AM to discuss the plan of correction and

ORM CMS-2567(02-66) Previous Versions Cbsoiets - Event ID:EBTNGTY

Facilty ID: 00G129
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INDIVIDUAL DEVELOPMENT, INC. WASHINGTON, DC 20019 |
4 ID SUMBARY STATEMENT OF DEFICIENCIGS ) PROVIDER'S PLAN OF GORREGTION &x5)
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W 000 | Continued From page 2 W 000
infornved the facility that compliance and
implementation of corrected actions must be
observed prior ta the removal of the immediate
lecpardy. The following was the plan submitted .
2= | by the facility that oultined the proposed :
[joomective measures: - . - RIS
7 1. Accurate documentation of flid-intake (G-tube 2
‘eading, water flushes, and medication A
administration flush) in accordance with physician . ol e
- -} orders and nutritional recommendations, - . Lo Coe R Rt
, ke NMesitime protocol- ensuring consistent with heoneme i
T T ROS, nutﬁti_on. mc_bmmendgﬁpn_s. o ‘ o
3. Weighmonitoring use of scale and how fo 5 s |
propéry weigh individuals. - -~ - " .
.| & Appropriate.transcription of physicians’ orders. | o TR
&, Agherenca to medication adnifistrtion policy.
6. Al nurses in the home will receive additional o
training on documentation and communication
. | between primary care physician, nurses and staff o
__ { post hospitalization/émergency room visit, oL §
7. Improve coordination and communication N
between ATS staff and nurses during medication ‘ .
[ @dministration ard routine ADL/Hygiene care, . PR 3
{8 Fraining for the waskend nurses wil be a
- {'eompleted by Oclober 5, 2009, . ;
. 18, On Septefnber 30; 2000, [Diefitian Name), T D ';},".-"7.'_'_%
'RDLD re-assessed [Client #1] and recommended : T T F
the following prescription which was concurred by i
the PCP: Osmolite 1.2@80ce/r x 10 hoyrs (7 . o BORRECREE
| PM-5AM), Flush with 250 cc water (6 AM, 10 AM, y
Facilly ID: 096123 If continuation sheet Page 3«2'3;-5;_
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W 000 Continued From page 3 W 000
2 PM, 6 PM, 10 PM) 20ce water flush before and
after meds with 5 cc water flush between meds.
10. PCP is required to sign and date telephone :
' "T'order within 24 hours., ' K
s d 10, PoR is required to communicats: to the DON
W L OF designes coverage for rredical services in his
absence. e : - .
b 12, Appmpnatg personne:achoﬁ“;;ubehkemn e vt + oo — J“ .......‘..f-‘*’iz.i“?.ﬂ. —t
- il Insthincas Where a determinstion is reached R D T
] ::'.‘:"':’-".tj.“a.t anpmployeehasviolahed regmam o c E
T " Trequirements and/of DI policies and procadures, w102 ‘ T
.,.: , e i P . 1_'. ) . ... . _I I '-""“";:;""'"" s
oo |12, The-new scake was ordered and will be - _ ) . . SELE e
- | shippedto the horhe on October 2'2009 . This Condition of participation will be vas
W.102 | 483.410 GOVERNING BODY AND W 102|; met as evidenced by: I S
o0 MANAGEMENT I| s

. The facility must ensure that specific goveming

: body and management requirements are met.

: The governing body has taken spedfic | - _
measures to ensure that the facility O Wﬂ :
maintain general operating direction . qygmt-' :
over the facility as evidenced by the Rt

o . . L responses outlined in W104 and TR
"', "I 'This CONDITION is not met as evidencad by: W331. NN
Based on observation; interview and record ‘
revigw the facility’s governing body failed to . _ .
. |maintain general operating directiqh over the | The governing body currently is sl
o placiiity. [See W104and W331], . - undergoing critical analysis and '
- Fve ese fib OF thisse Systemic priictie - eval!mtion and developing strategijes ‘ :
- .| thefacility's Govaming Bedy failed.to adequately and interventions to address and N R
" [gevem the facilty in a manner that wauld ensure resolve the systemic prohl S
-8ach cllant " s health and safoty. [See also W318) Wais Systemic problems. (see | v -
W. 104 [ 463.410(2)(1) GOVERNING BODY w 104] W318) | |
s The govenifng_ body must exercise general policy, | ' ’ .
ommwmnmvmm | EventixBETNN Facy. I: 09G120 nnonumumsﬁeaipagq ey
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W 104 Continued From page 4 W 104
| budget, and operating direction over the facility. w104
- This Standard will be met as \
This STANDARD is not met as evidenced by: ; evidenced by:

.. ..f Based on observations, interviews, and record
- | reviews, the faciity's goveming body failed to
v e | provide ' general operating directions aver the
facility as evidenced by deficiencies cited
throughout this report and the fallowing:

.- | The physician failed to sign orders within 24
7 [hicui$ as required by local reguiation [Title 7,

"o "I "Subtitle £; Chapter 131~ St
 Review of the physician's ofders sheet (POS) on
. - pSeptember 30, 2009 at approximately 1:10 p.m.

| revealed Giient #1 had several telsphone orders

that had not been signed by the facity's Primary
CarePhysician (PCP) within twenty- four (24)
hours as required by loca! reguiation:

a.September 9, 2009 8t 8 p.m.:

Keflex 2'50"_';1::915 i suspension 10 mi P.0. Q 6
' hr's;qj(ldays;and - .
~Cleanse stomach stoma with NSS, pat dry apply
Baoitracin 500 units to G-tube site twice:daily,
.cover with dressing, s

' b. September 13, 2009 at 3:30 p.m.:

-Bactrim DS via G-tube BID x 10'days for MRSA.
. Monitor vital signs twics daily x 10 days. D/C
Keflex-bacteria is resistant to Keflex,

|- September 14, 2000 at 3:00 p.m..

Manual has been updated in
accordance to required local
ragulation to include physican’s
signature within 24 hours. The LPN
Must coordinate with the PCP to
obtain the required signatures within
the allocated timelines, DON wili
Provide training to LPN staff on the
expected outcomes and policy
updates. The RN will provide
sufficient operating direction over the
facility staff as evidenced by record

- reviews, observations and monitoring

| of medication administration, review
of documentation, training records,

T A

T AT

The Health Care Policy and Procedures |7+
-'J*J&"img

o e ey
A

and deployment of staff activities, RN -
and LPN staff will be required to meet |

oo

Ly
‘o s b
oAl

[

.
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W 104 | Continued From page 5 W 104

-D/C Bactrim, start Avelox 400 mg Qp x7 days. specific competaencies related to job
| tl. September 23, 2009 at 8:30 p.m.; performance. The Diractor of Nursing

DA : ' ' will provide ongoing supervision and
: -;,'%&WnBT@ww1Mx10hoqm i
Jfom7 p.m. fo § am. DIC Osmolite 1.2 CAL from direction for RN staffand take
S9pm/ip6am @a0ccms x 10hs: 0 necessary actions to address systemic
Interview with the Director of Nursing on October and problematic concerns. -
awear- e of -1.,.2009. acknowledged that the-aforementioned | | U P SO . L. S5 4
o L ieddphioné 6rders from the PCP had not been e he ey gl
-|;igred by the PCP within twanty-four hours. -
na 433.410(cX4) CLIENT RECORDS
I S P

» pAny individual who makés anentry in & client's . e

ecord¥nust makeé itlegibly, date it end sign it This Standard will be met as -

W4 o0 e
R PP e

P T o B ..-|., evidencad by: |
{ This STANDARD 8 not met as evidenced by: | i ‘ " ]
| Based on interview, and record review, the facility II The Director of Nursing has ]

-failed to ensiire tHat &k entries in clients’ records | .
ware signed, for.one of the thres clionts included | requested that that PCP sign and
. date all entries in the client's record.

(i the sample. (Client #1)
: The RN assigned to the specific site
- o o will be expected to review, report

-Raview of the physician's erders shest (POS) on |’ | and follow-up with the PCP L
Septembg :?& ﬁma:wt;‘mﬁ:& whenever discrepancies are noted., . .7-'-&-:;.,..__._,; B
y that' P..‘.E,‘ ha|epld.b_efeq. sighed but not dated by thé faciity's ‘ The governing body will developand |~~~ =" i
gg‘mrycam Physitian (PCP) as documented implement written policies and - :
S L L 1 ’ procedumsmsupportthe,seactions. o .,_;_,_.,-..._.:'
. [}On August 31, 2009 at-5 p.m. the PCP ordered IR TR T DR POy ¢
'via teléphorie the client to retumn fo her'day . | B SR S

L. | The findings inclide:

h 2 ol

o program and an illness;
‘On Septemiber 1, 2009 at.3 p.m. tha PCP ordered -
Hmmmwym:msv«m-m T ':E""'"'".D’?‘?""" Facity 1 coa12) ll'éonﬁnuation MP&QD Gdnﬁ.

L T R A
-

A
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PREFIX
TAG
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FREFIX
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v} PROVIDER'S PLAN OF CORRECTION :
CORREGTIVE ACTION SHOULD BE eon&gmu_
TOTHEAPPROPRIATE | DATE
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w114

- oielephone that the client Stayt Peptamen DT. @ 50
126 1.hour X 10 hours trom 7 p.m: untd Sam. |

++*Hiterviess With the Registor Nurse'ort Saptember

248 483420(d)(1) STAFF TREATMENT OF -

| This:STANDARD is not met es evidenced by: |
Based on interview and record revigw, the facility, |

[T findlings include:

{ Suibtitle D, Chapter 13},

* | Revigw of the physician's orders shest (POS) on
-|-Septainber 30, 2009 at approximralely 1:10p.m. .| -

Continued From page 6 .
via to discontinue Peptamen DT @ 40
sc/hr x 10 hours from 7 p.m. until 6 a.m.; and

On September 1, 2009 at 3 p.m. PCP ordered via

30, 2008 failed to provide an explanation as to
why the physician had not dated the orders.

“Titie ﬁaculrty must de'\;.élllép and implement written
| policies aixt procedures thak profmit ~ | -

mistreztment, neglact of. abuse of the client.

fided to establish and/or implempnt policies that
-ensuréd the health and safety of seven of seven

‘ clients residing in the facility. (Clients #1, #2983, |
:Mr-«#'.so ﬁr a“d#n ° e - - v

The fadiity failed to have a poiidy to ensire fhat

plysician's telephone orders were sighed within
' 24 hours as required by local reguiaﬁm[rme 7,

13

-revealed, Cilent#1'had seversl telepihone orders
that had not been sigried by the fadility’s Primary
' Care Physician (PCP) within twenty- four (24)

w114

\ B T TR T, P T YU
.o - 'r.;.-! i;-_n. I <o
t Z
- - ; .
3 4
. . a S peiby i,
W 148 - - - ot LS NNG
. . (Y ] LR S |
R DI RYAYY e poa
A
- 28 g DT "'z.'
I ’: oy [T Sip
Cara e v - -
T ey TN e W iy Trads
S et CiruLitn
‘ nTr
Wish r

‘heurs as required by local regulation:-

IRM CMS-2567(02-59) Priviaus Versions Obsolets ' EventID:BTNeY:

Facllity 10; 086123

if continuation sheet Page 70?23-_
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(X4 iD
PREFIX
TAG

(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC [DENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION

FREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

DATE

W 149

R

. |1, 2009 acknowledged that the aforementioned

W 192

-+ | <Clenise'stornach stoma with NSS, pat dry apply
. .| Bacltracin 500 units to G-tube site twice dally,
" | cover with dressing. :

* | -Bactrir DS via G-tube BID x 10 days for MRSA.

550 | o September 14, 2009 at3:00p.m.
. | <I¥C Bactrim, start Avelox 400 mQ QD x 7 days,

| Fo¥ employees who work wilh clients, training
| must focus on skills and competencies directed

‘| Based'on interview and record review, the faciiity

Sontinued From page 7
a. Sepamber B, 2009 at 8 p.m.

-Keflax 250 mg/5 mi suspension 10 mI P.O. Q6
hrs x 10 days;

b. September 13, 2009 at 3:30 p.m.

Monijtor vitat signs twice daily x 10 days. D/C
keflex-bactenia is resistant to Keflex.

-d. September 23, 2008 at 6:30 p.m.

<Start Peptamen DT @ §0 c¢ 1 hr x 10 hours
from 7 p.m_to 5 am. DIC Osmolite 1.2 CAL from
Bp.m. tb&am. @ 30cehrsx 10 hrs.

Interview with the Director of Nursing on October
telephune orders from the PCP had not been

siined by the PCP within twenty-four hours,
483.430/e)(2) STAFF TRAINING PROGRAM

‘toward clients’ health needs.

This STANDARD is not met as evidenced by:

failed to ensure that each employee providing

w149

W 192

JRM CMS-2557(02-99) Previous Viersions Cbsclets

. Event ID:BTNG1Y

Faciiy 1D: 09G123

¥ continuation sheet Page & of 23
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W 182 | Continued From page 8 w192
nursing services was trained to competently wig2
transcribe order:é assess weu%g.. a‘rlld,
administer G-tube feedings. failure posed . '
fikety harm 1o all clients’ heailth. This Standard will be met as S
: ‘ evidenced by: TS
‘The findings inciude: o
L il : ' 1. The Direct ing will - |7y
‘I The facility’s nursing services failed to ensure g or of Nursing will - e
that each licensed staff had recsived training on evelop and implement .
procedures to accurately measure the clients’ Competency level training to e '
/podywaight. . . include but not limitedto; |
-} Client3#1 had.a_decrease in her body weight accurate and timely o :
ftorh 88.7 pounds in March 2009 10 62 pounds in transcription of orders, ]DJ,?'O’F i
April 2608. The client, as of September 29, 2009, dicati o AR
had lost-an additionai pound, placing her below medication administration,  AGH 1S
her Healthy Weight Range (HWR 62-82 ibs). . Weights, g-tube feedings, |
.| On September 30, 2009, beginning at 8:45 p.m., . . measuring, and adherenceto [T T
interviews were conducted with the RN supervisor ;  physidian orders.
and Director of Nursing to ;:ioettai:i more !
information. According to RN Superviser, weight The Di :
varigtions had been documnented for several of i ll:ector _Of Nursing wiil
the clierts residing in the facility and it was malntain copies of all
suspected that weight's had ?ot been mmpleéed completed trainings. The RN -
andfor measured accurately in previous months. : . Lo
' The RN supervisor further indicated that the at th‘e designated site will Y
r weighing policy had been revised to ensure routinely observe the
- accuracy of weights and to ideitify measures to weighing process and L
| enact if warranted. The Director of Nursing d (IR
' (DON) rovealed that the Supervisary nursing staif ocument the nurse’s ‘
had providgd training to the nursing staff on the Competencies. The nurses
| Glanis bocy wehin, e o e . Madbeen previously trained in
| scale 10, ensura that the scale was accurately | August 2009 by the Director
fmeasuring weight. o | of Nursing,
Eariier interview with the LPN and the QMRP on : ~
. :September 30, 2009 revealed that a new scale,

;umﬁﬂmmsvmm' © Event)D:BTNGM Fachity ID; 09G123 lfmnﬁnuaummmédzy
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- -| LPN anduty was asked to demonstrate the
- | weighiting techniques, she failad to following the

- 's!e1_ The-QMRP acknowledged that the LPN
T iled o folidwing the weighing protocol
Y Trie RN was asked 1o provide evidenced that af

| 2. simitarty, interview with the nurses indicsted
' that the Supervisory

| additional information was provided; therefore, a
| facility’s weighing and G-Tube feeding protocol

3. Cross Refer to W331 (#1a,b.t). The facility
failed to ensure nursing staff were effectively
 trained 1o transcribe physician's orders
-accurately. ) :

weighing protacol that required the scale o be
calibrated prior to placing the individual on the

nurses had been trained to weigh dlients using
the chair scale. The RN.could not provide any
documentalion of training. I

. \ ry RN and Director of Nursing
had trained nursing staff en tube feeding.
procedures for Client #1. This reportedly |
addressed changes in the elient’s tube feeding
schedule. Although it was stated that nurse
training records would be documented in the
in-sefvice training book, subsequent review of the
training records failed to show evidence of said
lrainirig on tube feeding procedures. No

chronological history of nurse training on the
couid not be verifled.
It should be notad that this is a repeat deficisncy.

completed by each individual i .

nurse.

The assigned RN’s will be
expected to conduct
additional training, whenever
identified ngeds arise as a
result of monitoring and

oversight.

2. Reference response to #1. The
Director of Nursing will
continue to forward copies of
all completed trainings to the
group home site, The Director
of Nursing will also maintain a
copy as a back-up.

‘ 1 'PRINTED: 10/13/2009
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W 182 Continued From page 9 W 192 |
recommended by the Interdisciplinary Team (IDT) The Director of Nursing in
had been ordered, but had not been received. collaboration with training
The QMRP indicated that the scale currently | department
being used in the facility had been calibrated and partment is currently e
'{ was accurate. The QMRP also indicated that ali developing a tracking tool
rurses had been trained in ils use. When the document the training M‘ T

o e [0
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W 192 | Continued From page 10 wige| -
‘ W192, Continued...
& Review of Client #1's record on September 30,
2009 evidenced physician orders (dated
September 1, 2008, and September 9, 2009, 3. Cross reference response to -
Geptember 23, 2009 September 28, 2009) that W331 (#L.a.b.c.) Th '
" -tware transcsibed inaccurately, which could kkely -=eR-C) The nurses - - |,
. }poseda rlstl; ﬁ:’fhg Wtﬁ'ofh%aﬂh'and (ggfﬁt’ym have participated in training -
Hocof dm e Ufsmg ' e on tfanscﬁ - . I3
supervisory nursing staff had provided training to orders dpuon of physician
all nursing staff on and after the August 25, 2008, and procedures to oo
S Mdthr:' lmporhg:; o;m iranscﬂblof ;l: ""m : properly calculate fluid -
‘| orders’ accura in restricti :
. | training records, however, failed to show snctions. The Director of
' [ evidence of said tra:mng on lranscnbmg ofall Nursing will continue to
ol Phyﬂﬂaﬂs ordeis. .. - schedule and coordinate i
The DON acknowledged thvat the physnctans training with incoming nursing "
orders were transcribed incorrectly and that staff and provideongoing -
nursing inservice tfa'"'ng session were training thereafter. Corrective
. ‘ o . actions will be taken for
.3 Cross-efer 1o W331.6 The facility's nursing empl p
services failed to-ensure that each ficensed staff p-oyees who fa.l to
' had recsived training on procedures to property consistently participate and -
calculate fiuid restrictions for Client #2 and #3, as meet the training -
ordered by H'lb Primary Care Physleian (PCF). . requirements. The RN o
Review of Clients #2 and #3's Fluid Restriction | assigned to the designated
Intake Sheetson September 30, 2009 at ' home will review all fluid '
approximately 4:00 p.m. revealed inaczuragies records . , (R
 with the amounts of fluids recelved. On a consistent basis
_ check for aceuracy and/or
Fa. Intetview condueted with the facility RN | discrepancies
Supervisor on September 30, 2009 at o t
approxirnately 10:00 a.m. revealed that Client #2
-was piescribed a fluid restriction of 880 s cc of
fivid daily.
Review of Client #2's physician orders verified the
OFRM GME-2867((R-99) Pravioua Varslons Obgolee Event 1 BTNS14 Faciy 1Dz 0903123 IfcominuaﬁmsheetPagelil‘l of 23
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approximately
- [ revaaled the client ' s total aliotted daily flulds
inﬂke measured 920 cc daily.

[ interview with Director of Nursing (DON) on
aciknowledged the fluid intake documentation
‘shiest and mealtime protocol were inaccurate and

. + - |-the faciiity was not adhering to the 880¢c of fluid
da'ly as prescribed.

.| approximately 10:00 a.m. révealed that Clignt #3
~| was prescribed a fluid restriction of 1500 ¢c¢ of
g daily

| documentation utilized by the nursing staff {Le.

Tacknowledged' the fluid intake documentation
. | shaet and mealtime protocol were inaccurate and

daily as prescribed.
| Although & was stated that nurse training records

chent was prescribed a fluid restriction of 880 cc
of fluid daily. Review of the documentation
utilized by nursing staff ( L. Fluid Intake
Monitoring Shact) and the direct care staff (i.e.
inaaitime protocol) at ap 3:40 p.m.

September 30, zwsatapprmamtelysooprri

b. lntemew conducted wﬂh the facility RN
supervisor on Sepfémber 30, 20049 at -

Review of Client #3's physuc:an s orders, verified
that the client was prescribed & fluid réstriction of
1500.¢¢ of fluid daily. Review of tha

Fluid Intake Moniloring Sheet) and the direct care
staff (i.e. Mealtime Protocol) at approximately
3:45 p.m. revealed the client " s total allotted
daily fiuid intake measurtd 1720.

Interview with Director of Nursing (DON) on
Seplember 30, 2009 at approximately 5:10 p.m.

the facility was not achering to the 1500ce of fiuid

would be documented in the in-service training

a. The Director of Nursing (DON)
will deploy and assign RN staff
to focus and review specific

reviews at the home to
further ensure compliance
with this standard.

b. The Director of Nursing

currently sends training
records to the home site for

review and develop a more
effective system to ensure
that verification of training is
appropriately filed in the
home and avalilabie for

i  review, The Director of
Nursing in collaboration with
the Training Director
continues to maintain master
copies off site,

areas and will increase on-site -

) io.vzoﬂ

(5

filing. Director of Nursing wili -
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W 192 | Contirued From page 12 W 192§ w3
book, subsequent review of the training records
fafled b 5';1‘?“". 6vidancs of sald training on fuld This Condition will be met as
W 318 483,460 HEALTH CARE SERVICES . w 318/ |evidenced by: PR
e . K ' B T
1.7 17| The facility must ensure that specific health care Reference responses to W331, w368, |753/."
| pervices requirements are met. 'and W192, The Medical Director In JiUI}Zz
“coordination with the Director of . ! m
: Nursing will continue to eval . ‘
-+ | This CONDITION is-not met as evidenced by: S orunue to evaluateand - jepefliwy
" | Based on inferviews, and recard verification, the assess and implement policies and
......... tacility's nursing services failed to establish directives to ensure health care
systerrs to provide health care monitoring and ; R |
Wantify services in.accordance with dlients’ needs practices met the required standards. .- .
[RefertoW331}, the facilty failed to assure that Both will work toward improving e
all drugs are sdministered in compliance with the dinical documen ow- |
| physician's orders [Refer to Wa68]; and the cal documentation, timely follow- |
| facility falled {0 ensure that nurses were were up and monitoring, and
competent to provide nursing servicas {Refer to implementation of monitoring tools to
WﬂZI- : E : = more effectively measure health care
| The results of these systemic practices results in services. This will be evidenced by
the demonsirated falure of the facillty to provide mmpetency reViews’ record reviews
_ heaith care sanvices. sl ’
W 331 483.460(c) NURSING SERVICES W 331{ on site visitations, and performance
. evaluations.
The facility must provide clients with nursing
services in accordance with their needs,
| This STANDARD Is nof met a6 evidenced by:
Based on observation, interview and record '
verification, the faciiity's nursing services failed to e
establish systems to provide health care
monitoring and identify services in accordance
with clients' needs, for three of three clients in the
sample. (Client _#1._ Client #2 anq Client #3) -
Event IDr BTNE11 H continuation sheet Pag 13»:25
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The findings include:
1. The nursing staff failed to transcribe Client #1's -
physician's orders accurately, which could likely NI
N ‘pose a risk to the clients' health as evidence by cframas e
- .' ﬂ.-‘e fD"DW‘ng:' ' , .. ’ . 3 ] : ) ] ‘. Thow _i:' :Jr’-'f‘a? I.:.‘n
wy P A . f I Lo 'F’.‘ﬂ“p
‘ a [nterview with the nursing supkrvisor on B A
Septernber 30, 2009 at 8:45 a.m. revealed-that - i
Ciient 21 was hospitalized from September 15, o L . coefi e
~ 12009 through September 23, 2009 for elevated POV SRS 21k S
- ‘Iemperstiire @nd PEG tube Infection, Further ' Shew TR oL e
| interview revealed that the RN supervisor had SR
“contacled the Primary Care Physician (PCP) ’ P T s
'upon the cliexit’s return to the group home and - R S A
 racelved an order to "resume all previous arders”, j R R
Review of Client #1's record st approximately to .
|| 9:00 a.mn. revealed a readmission order that e . R S,
: | indicated “orders valid for 120 days. Resuming |
. | @ll previous orders, T.0. (telephone order) PCP
| reviawec by RN supervisor 9/23/09." Additional
handwritten orders, dated September 23, 2009
were discovered in the nurses’ stafion by
-Licensed Practical Nurse (LPN) #1 that were .
maie specific and identified discharge orders that o e
were not signed by the transcriber or the . o
| Physiclan. - The Register Nurse (RN) stated that S e
she received the telephone ordess from the PCP
between 4 p.m. and & p.m. and acknowledged
- that shé had not transcribed the telephone order S i K
frorn the PCP when it was given to her. ‘ el T e
On 9/30/09 at approximately 3:30 p.m. contact S
.| was mads with the PCP via phone which verified - . A PP |
that he had given the RN supervisor g tslephone L .
onder o resume all previous orders. At the time . - - "’
of the Investigation, the facility's RN failed to :
| trariscribe telephone orders es given, - g
M CMS-2567{02-69) Previous Versions Obsolets Event ID:BTNETY Facity ID- 09@123 If continuation sheet Paga 14 of 23
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W 331 | Continued From page 14
b. Review of a physician order dated September
', 2009 at approximately 8:55 am revealed the
client 'was to receive Dilantin chewable tablets
{U-D 50 mg tablets), 2 tablets orushed via G tube
everyday at 7 a.m. for selzura disorder, hold fube
* [Heeding for 1 hour before and after adminlstration
| of Phenytoin. Review of the corresponding
Medication Administration Racord at 9:00 a.m.
revealed that the client was receiving her G-tube
faeding from 6 pm. to 6 a.m. :

| Review of the Medication Administration Record

.| (MAR), howsver, revealed that the client was

| 'being administered Dilantin chewable U-D 50 mg
1 2 tablets, via G-fube at 6 AM. In aninterview

with the RN Supervisor at 9:05 a.m. , she

acknowledge that Client #1 was administered

.| Ditantin chewable U-D 50 mg 2 tablets, via

-} Gtube at 6 a.m. -

¢. Reviaw of the Client #1's records at
approximately 10:45 a.m. revealed a physician
order, cated September 1, 2009. Aeeording.to
the physician's order, the client was prascribed
Dilantin 2 tabs (100, mg) crushed via G-tube for
 seizure disorder. Review of the September 2009
MAR; however, documented the trapscription of
e order on September 29, 2009 as Dilantin
(chéwabie)U-D 50 rhg tab, 20 tablets (100-mg)
crushed via G-tube for selzure disorder. The

‘| MAR was signed by a nurse on September 30,
2009 indicating the order for 20 tablets had been
--administered. Interview with the RN supervisor at

for 20 tablets of Dilantin ciushed via G-tube for
seizure disorder hadd been transcribed instead of
' Dilantin {(chewable) U-D 50 mg iab, 2 tablets (100
mg) orushed via G-tube everyday , -

approximately 10:45 a.m. acknowledge the order |

w331

.....
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W 331

|- Review of the Cient #1's medical record
;. | revealéd a.physician arder, dated September 1,
- 12009, According to the order, the client was io
| Técsive water flushes (via G-tuba) prior to
- »-1 e order specified that her G-tubewastobe -
7 ['fushed with 20 &¢ of water both prior to and after
-] medications. and a $ mi flush was to occur
_ bétween medications, The review of the
-] G-Tube, deted September, 2609, revealad that
_ | fiushes. which did not corraspond to the number
-, | of times medication was administered. The .
Director of Nursing (DON) could not explain the
- discrepancy. o "

- [3. e nursing statt failed to clarify Client #1's

{ lotal of 3.cans per day) with 2 packages of .
ol water a day * . The nurse failed to clarify how

Continued From page 15

2. The nursing staff failed to calculate Client #1's
G-Tube flushes in accordance with physician
orders which could likely pose a risk to the clients’
heaith and safely as evidence by:

radications, between, and after medications.

corresponding Fluid Intake Monitoring Sheet for
the nursés documiented corfipléting 70 cc of water

Interview with the Director of Nursing at 5:30 p.m.
acknowledged that the facility nursing staff were
completad the fiushes incnnm_t'ly‘

physicisn telephone orders accurately, which

could likely posa a risk to the cliénts’ health and |
-safety as evidence byr

| 2. Ravies of Clieint #1's records revealed a

| telephone order, dated Septembaer 29, 2009.

According to the client's physician's telephone
order, the client was prescribed * Osmolyte 1.2 at
30 ce/hr, 1 can evety 5 hours fromGam. -6 p.m.

Procel a day or 909 kcals, 49 gm protein, 880 m|

W 331
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. Evenl ID:BTNG11

Faclity ID: 09G123

¥ continuation shest Pzge 15 of 23




11/06-2009 08:52 FAX 202 891 8293

INDIVIDUAL DEVELOPMENT

@oz20

PRINTED:  10r{3/2009

- |t specified:12 hour feading cycle. -
~-J b Review of :the Client #1's medical records
['and Geneéral Entergency Department Discharge
" Finstructions dated Septem| .
“. .., } that the clignt had a "Primary Diagnosis:

.| $econdary Diagnosis: Abscess/cellulitis-skin and
-{ Feriary Diagnosis: Complication-postoperative

: recommended Keflex 500 mg Twenly eight: one
[ capsuyle every 6 hours for 7 days. Review of the
‘miP.O. Q6 hrs x 10 days for abscess,

| 4. The facility nurses failed to administer Client
. #1's prescribed G-tube feeding at scheduled time.

| feceiving her € p.m. continuos G-tube feeding. At

| prescribed time.- At approximately 6:35 PM the

administered in total at the prescribed rate within

ber.9; 2000 revealed
Cellliitis-drainage sits, status post surgery;

infection.” The Emergency Discharge summary

physician telephone order dated September 9,
2009 revealed Keflax 250 mg/5 mi suspension 10

On Seplember 30, 2009 at approximitely 6:00
p.m. Client #1 was observed laying in her bed, at
approximately a 30 degree angle and was not

-approximatsly 6:15 p.m., the Department of
Health surveyors informed the' Director of
Resideritial Services that Client #1's prescribed
feeding.had not been administered at the

LPN #2 was observed administering 2 cans

Up corrective actions for the RN who

_as given. The Director of Nursing will

provide additiona) training for all RN
. staff to include but not limited to;
ongoing supervision requirements,
timely assessments/follow-up,
documentation and communications
with the PCP. The RN will conduct
assessments at discharge for each
individual and document in the
record.

. Director of Nursing conducted follow- )

 failed to transcribe telephone orders |-
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W 331 | Continued From page 16 w331 | )
to administer three cans of feedings with the
resiriction of one can every six hours during her
12 hour continuous feed, Furthennore, the nurse
failed to identify the exact type and amount of iy
Protein supplsment to be administered with the w331 e
Lo | dient’ s continuous feed. It should be noted that S
"+ . -pinterview with the Director of Nursing at . . |
.~ . | approximately 5:30 p.m. acknowladged that three * This Standard will be met as tes

%mms-mrmmhmmw
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W 331 | Continued From page 17 ' w33
DOsmalite 1.2 caf at 30 cofhr.
3. The facliity nurses failed to update Client#1's The RN will review physician orders
Health Management Care Plan (HMCP). against the MAR to ensure accuracy.
A. Review of the Client #1's medical records The RN will address all concerns and
and General Emergency Department Discharge S S
Instructions datad September 9, 2008 on- follow-up with the PCP as needed. h) |
September 30, 2000 revealed that the client had . . i . i 3’07
"Primary -Diagnosis: Cellulitis-drainage site, status The Director of Nursing will provide :
DOSt__almggn; ﬁﬁacondary Diggrosis: = further review of random recordsto | ¥ lw‘s I
o m‘bsmpﬁ Pty m| “r:"ﬁEaT;m‘ﬁ o 2Lagnosus: | further ensure ongoing compliance |-

" : i with this standard.

" | Review of the Health Management Care Plan . e
cated October 22, 2008 on October 1, 2009 at The individual no longer resides atthe | -
epproximately 1:00 a.m. revealed Client#1's h aNi dinati ith
HMCP did not updated to include the naw ome. The RN in coordination wit

.| diagnoses of Abscess/cellulitis-skin and the Director of Nursing will monitor
postoperative infection. Interview conducted with . . :
the Director of Nursing on October 1, 2000 at lm?l?mentatlon of the POS , provide

[ approximately 1:15 a.m. acknowledged that the training an g-tube feedings,
| HMCP had not baen ypdated to inchide the medication administration to include
September 8, 2009 Callulitis-drainage site, status ,
post surgery; Secondary Diagnosis: competency reviews.
Abscess/cellulitis-skin and Tertiary Diagnosis:
Complication-postoparative infection.
b. Review of the hospital discharge summary
report dated September 22, 2009 revealed that
Client #1 was hospitalized from September 15,
.| 2009 to September 23, 2009 for treatment of an
elevated temperature and PEG tube infaction.
Review of the Health Management Care Plan
duted October 22, 2008 on October 1, 2009 at
approximately 1:05 a.m, revealed Client#1's
. | HMCP was nat updated to include the treatment
| for efevated temperatura and PEG tube infection.
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intesview conducted with the Director of Nursing
on October 1, 2009 at approxmately 1:36 a.m.
acknowledged that the HMCP had not been
updated to include the hospitalization for elevated
temperature and PEG fube infection.
| "here was no.evidence that the HMCP had been ' e
updated since Augusi.25, 2000. : I
6. The facility nurses failed to accurately | .

| implement Client #2 and #3's fluid restriction.

Review of Clients #2 and #3's Fluld Restriction : .
lintake Sheets on’ Septernber 30, 2009 at :

approximately 4:00 p.m. revealed Inaccuracies ‘ , Lo VL TR
with the amounts of Ruids réceived. - o o T

a. Interview conducted with the facility RN
supervisor on Septemnber 30, 2009 at
appraximately 10:00 a.m. revealed that Cliént #2
.| was prescribed a fiuid restricion of 880 ' s cc of

'} fluid daily. ‘ '

Review of Client #2's physician orders verified the
client was prescribed a fluid restriction of 880 oo
-of fluild dally. Review of the documentation
utilized by nursing staff ( i.e. Fluid Intake
Monitoring Sheet) and the direct care staff (ie.
mealtime protocol) at approximately 3: 40 Pum.
revealed the client ' s total allotted daily fluids
intake measured 920 cc daily.

Interview with Director of Nursing (DON) on
September 30, 2009 at approximately 5:00 p.m.
acknowledged, the fluid intake documentation
sheet and mealtime protocol, were inaccurate
and the faciiity was not adhering to the 880cc of
fluid dally as prescribed. '
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b. interview conducted with the facility RN
supervisor on September 30, 2009 at
approximately 10:00 a.m. revealed that Client $3
was prescribed 3 fluid restriction of 1500 cc of
fluid daily. .
Review of Client #3's physician ' s orders, verified -
that the client was prescribed a fluid restriction of
1500 cc of fluid dafly. Review of the - .
documentation utilized by the nursing stif (i.e. -
Fluid Intake Monitoring Sheet) and the direct care o
| staff(i.e, Mealtime Protocol) at approximately
1345 p.m. revealed the client's total allotted daily
fluid intake meéasured 1720,
Interview with Direclor of Nursing (DON) on -
Septeraber 30, 2009 at approximately 5:10 p.m. waes
acknowiedged, the fluid intake documentation i .
sheet and mealtime protocol, were inaccurate Th_'s Standard will be met as
and the facility was not adhering to the 1500cc of evidenced by;
fluid daily as prescribed.
There was no evidence that fluid restriction Reference responses to w3a1. pRoq
[ hequirements were implemented as prescribed. The RN assigned to the home I
W 368 [ 483.460(k){1) DRUG ADMINISTRATION W38 will review MAR's and POS on m\ﬁom]
The system for drig administration must assure a consistent basis and address .
that all drugs sre administered in compliance with all concerns i.e. additional A
the physician's orders. training, corrective a ctions,
or ‘ and follow-up. LPN staff
This STANDARD is not met as evidenced by: i
Hased on interview and record review the facity assigned to the home are aiso
feiled to assure that all drugs are administered in axpected to review MAR’s and
‘compliance with the physician's orders, for one of report discrepencies to the RN
three clients included in the sampls. (Client # 1) i immediately.
The finding includes;
ORM CHS 2567 1246) Preons Versions Obsolote Paciity I: 09G122 If continuation sheet Page 20 of 23
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1. Review of the Client#1's medical records
' and General Emergency Department Discharge

Instructions dated August 26, 2009 at 12 noon
revealed that she was diagnosed with a Furuncle
(boil). Further review of tha medical record

| fevealed a physician order, dated August 25, o B R
S 2009, According to the physician ’ s order, Y M
© 7'~ | Backim OS Suspension 20 ml was prescribed to ; KR RLT
be administered via G-tube twice a day for 7 days .
(for upper lip abscass). Although the medication . ) B S
‘was prascribed for. 7 days, the August 2008 MAR | - e e PRI
[ indicated that Bactrim OS Suspension.20 mil was o R

-| initially administered on August 26, 2009 at a.m, T

' | and discontinued on September2, 2009 at 7 p.m. T N

( 8 days). Interviely with the RN Supervisor at : : T o
approximately 12:16 p.m, acknowledged that : ' LT
Bactrim OS Suspension 20 ml was prescribed to
be administered via G-tube twice a day.

- .| Additionally, the RN verified that the medication
had been administered for 8 days.

| 2. Review of the Client#1's medical records
and General Emergency Department Discharge
Instructions dated September 9, 2009 revealed
| that the client had & *Primary Diagnosis:
Cellultis-drainage site, status post surgesy; , : N
Secondary Diagnosis; Abscess/cefiuliis-skin and
Tertiary Diagnosis: Complication-postoperative )
infection.” The Emergency Discharge summary
recommended "Keflex 500 mg Twanty eight one
| Capsuie every 6 hours for 7 days.” Review of the
pliysician telephone order dated September 9,
2008 revealed Keflex 250 mg/5 ml suspension 10
mi P.O. Q 6 hrs x 10 days for abscess.

[ Reviow of September 2009 MAR on September
30, 2009 at approximately at 1:00 PM revealed
Keflex 250 mg (5 mi suspension) 10 ml Q 6 hours
X 10 days was not documented as administered
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on September 13, 2009 at 8 p.m,
Interview with the RN Supervisor at approximately ,
1:16 p.m. acknowledged that Keflex 250 mg/5 mi | W36s o
= mm1&%gg£m Wwas not | This Standard will be met as - .
| ‘W 436 483.470(g)(2) SPACE AND EQU]PMENT W 436] | evidenced by; p
| The factity must furnish, maintain In good repalr, .
and teach clients to use and to make informed Reference responses to W33, S
. [<hoices about the use of dentures, eyeglasses, The RN assigned to the home
| m: °"I ol %"""“ﬁﬁ"mw"g': aids, braces, will review MAR’s and POS on
| intervisciplinary tearn as needed by the client. a consistent basis and address ___
: - all concerns i.e. additional .
j : . . training, corrective actions, v
This STANDARD s notnr;let es evidenced b'yi;y and follow-up. LPN staff - J
| Based on observation and interview, the faci .
fuiled to ensure devices and aids identified by the assigned to the home are also
| interdisciplinary taarn as needed by the client expected to review MAR’s and
were available for seven of seven clients residing ; :
inthe (Client#1, #2. %3, #4, #5 5, and report discrepencies to the RN
£7) facility. immediately.
[ The finding includes: .
The facility faled to ensure the prescribed scale
was available for use.
On Ssptember 30, 2009 HRLA received an e-mail
from DDS that indicated concerns related to the
health and safety of the clients residing at the
facility.
" Allegedly, on September 29, 2009 the nurse
consultant requested that Client #1 be weighed
during the visit and found that the client weighed "
‘61 Ibs on the chigir scale. This was the scale
?omcus-mm-sowmvmm Event ID:BTNG11 Facifity 1D: coG123 if continuation shaet Page zz'ofzs
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reportedly used on Septamber 23, 2008 when her
weight was calculated at 62 pounds.
interview conducted with the RN Supervisor at e
| 8:45 a.m., confirmed that weight variations had R
. .beenan'agencvmnoerngrdindmdﬂutanew W436 AR
1 scala had been ordered, She further siated that " This Standard , ‘ s o
-the heme was currently utilizing the old chair as »%cncedb;fmbemet &
scale, which was observed in the whesichair eVl ’ :
sathroom located towards the nursing station, :
o - The new scale is expected e
inteyview conducted with the Qualified Mental to be delivered within a y
Rétartiation Professional (QMRP) at e e Do withis 102304
approximately 9:30 a.m. revealed that a new Y. v DV
scale (Detecto 6476 digital chak scale) was Nursing has assigned a 3 il ;0\ ")
‘recommended by the Registerad Diatitian (RD) specific staff'to order and e
on September 1, 2009 and ordered. The new- maintain foﬂow-up on all ‘
scale would be shipped to the group home on - t ord
Qclober 2, 2009 and during the intefim, the old fquipment orders.
chalr scale would continue to be utilized. | Documentation will be
[Documentation for the new scale orderad, | maintained to track and
however, was not available for verification at the | verify follow-up actions
time of the investigation. ;' taken to secure equipment
Interview with the Director of Nursing at 5:30 p.m. ; in a timely tmanner.
acknowledged that the facility had not acquired
the new scale, ‘ -
mm.mpmvmm Evont ID: BTNET1 i continuation sheet Page zwzi
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1000

'NITIAL COMMENTS

On September 30, 2009 HRLA received an
a-mall from Departrnent on Disability Services
{DDS) that indicated concems reiated to the
health and safely of Residents residing in the

facllity. Attached 1o the a-mail was a report from a

nurse consultant with Universal Lagal Sarvices

-|-{ULS) monitoring team that alleged observing

significant deficiancies as spedified below:
1. Resident #1 was hospitalized from

$/15/09-8/23/08. Since the hospital discharge, the {

class member had not been seen by the piimary
care physician (6 days).

%. Resident #1's physlcian's arders were not

| signed (6 days post hospital discharge} and wera

handwritten across multiple unnumbered pages.
The nusse consultant alleged that the format
Presentad a safely hazard for poor
communication between the prescribing

-physician and the nursing staff that would
essentially need implement the orders.

3. Discrepancies were noted between the
Dilantin order on the unsigned Physician's Order
Form, and the medication administration record
ragarding the amount of time betwean
discontinuing the tube fseding and the
administration of Dilantin for Resident #1.

4. Major discrepancies in the dietary orders for
Résident #1 {post discharging) were noted
batween the hospital and the facility.

$. The facility nursing staff appeared to be

“unfamiliar with the scale and accurate weighing

procedures. Additionally, the report indicated that
mirsing staff required further training in weighing
techniques. Reportedly, on Septémber 23, 2004,

) 600

%W |

J&KﬁﬁWORYmRECﬂN*SORPROWUBM&M?UH!NBRESE“TWNESSMHMWURE
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after discharge from the hospital, Resident #1
was weighed by facility staff at 62 Ibs. Six days
later, the Resident was weighad again and her
weight was documented as 61 ibs (one pound
below her Healthy Weight Range).

Due to the nature of this complaint, on

September 30, 2008, State Survaey Agency (SA)
initiated an onsite investigation. The findings of
tie invesligation were based on ohservations in : S
" the-group home, interviews with this facility staff, e ‘ A
and review of facility'’s records, inciuding unusual
. ‘::;Ig;nt reports, invastigative, and administrative

5.

| As a result of the preliminary investigative

findings, the SA determined the resuits of the
investigation revealed that the facility failed to
maintain compliiance with the Conditions of
Farticipation of Govermning Body and Health Care
Services, and the facility's nursing services posed
likely hamm 1o Residents residing in the facility. On
September 30, 2609, at approximately 4:30 p.m.,
prior to the conelusion of the investigation, the
facility's Qualified Mental Retardation
 Professional (QMRP}, Director of Nursing,
Registered Nurse Supervisor and on duty
Licensed Practical Nurse were notified of the
immediate jeaopardy.

On October 1, 2008, at approximately 2:00 a,m.
the fecility’s President, Directoer of Residential
Services (DRS), and Director of Nursing faxed fo
-| the SA a plan of correction to address the
immediate jeopardy. The SA’s Program Manager
held a telephone conference with the facility's
DRS and President from approximately 3:00 AM
to 4:00 AM to discuss the plan of comection and
informed the facllity that compBiance and
impleméntation of comrected actions must be
lealth Regulalion AdminFstraton
TATE FORM and BTNS11 if continuation sheat 2 of 18




11/06/2009 08:53 FAX 202 891 9293

INDIVIDUAL DEVELOPMENT

B@o2e

PRINTED: 10/13/2009
FORM APPROVED

062} MULTIPLE CONSTRUCTION

A BUILDING
B. WG

(X3) DATE SURVEY
COMPLETED

. NAME OF PROVIDER OR SUPPLIER

INDIVIDUAL DEVELOPMENT, INC.

STREEY ADDRESS, GITY, STATE, 2P CODE

431 53AD STREET, SE
WASHINGTON, DC 20019

{%4) I
PREFIX

DEFICIENCIES
EACH ST B PRECEDED BY FULL
TAG REGULATORY OR LS IDENTFYING INFORMATION) TAG CROSS-REFEREBB@TD THE APPROPRIATE DATE

PREFIX

] FRQVIDER'SPLANW‘GUR'REOHON

1000| Continued From page 2

by the faciiity that outiined the proposed
corrective measures:

, water: flushes, and medieation

FOS, nutrition recommendations.

' properly weigh individuals.

‘sompleted by October §, 2009.

RDLD re-assessed [Resident #1) and
recommended the following
was concuimed by the PCP: Osmolite

.watgrmsh between mgds.

observed prior to the removal of the immediate
Jeopardy. The following was the plan submitted

- 1. Adcurate dodumentation of fluid intake (G-tube
| adminkiration flush) in accordance with physician
orders and nutriional recommendstions,

~ -2, Mealfiine prolocol- ansuring consistent with

|3, Weigh mnitoring use of scale and how to .

8. Al purses in the hormie will receive additional
training on documentation and communication
botween primary care Physician, nurses and staff
post hospitalization/emergency room visit, ‘
7. Improve coordination and communication
between ATS staff and nurses during medication |
administration and routine ADUHygiene care.
8. Training for the woekend nurses will be

1 9. On September 30, 2009, {Dietitan Name),

1.2@80cc/Mr x 10 hours (7 PM-5AM}, Flush with
250 cc water (6 AM, 10 AM, 2 PM, 8 PM, 10 PM)
20cc water fiush before and after meds with 5 cc

1000

4 Appropriate transcripion of physicians’ orders. S TEm e
5. Adherefice to medication administration policy.

e

salth Reguiation AZmiisiaton
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10. PCP is required to sign and date telephone
order within 24 hours,

11. PCP is required to communieate 1o the DON

| or designee coverage for medical services in his

abse(ma.

2. Appropiiate personnel action will be taken in

all instances where a determination is reached

' that an employee has viokited regulatory '
requirements and/or IDI policies and procedures,

{12, The new séla was ordered and will be

shipped to the home on October 2, 2009.

3510.5(f) STAFF TRAINING

| Each training program shall include, but not be

limited "o, the following:

(1) Specialty areas related to the GHMRP and.the
residents to be served including, but not limited
to:, behavior management, sexuality, netrition,
recreation, total communications, and assistive
technologies; '

This Statute is not me! as evidenced by,

Basednnlntewiewandmoordrpview.hefaciﬁly '

failed 1o ensure that each amployee providing
nursing services wais trained to competently
transcribe oiders, assess weights, and,
administer G-tube feadings. This failure posad
likely harm to all residents’ health.

The findings include:
1. The tacility's nursing services failed o ensure

that each licensed staff had received training on
procedures 1o dccurately measure the clients’

| 000

1229

1229

3510.5 () ‘
This Statute will be met as - 'O"q"'"”}-
evidenced by: '

- Reference responses to
W192, W331, W114, and o
w318

{ealth’ Regutation Adeinistratian
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body weight.

Resident#1 had a decrease In her body weight
from 88.7 pounds in March 2009 to 62 pounds in
April 2008, The clhient, as of September 29, 2009,
had lost an additional pound, placing her below
her Healthy Weight Range (HWR 62-82 ibs),

Cin September 30, 2009, beginning at 8:45 p.m.,
interviews were conducted with the RN
supervisor and Director of Nursing 1 ascertain
more inforfnation. According to RN Supervisor,
weight variations had been documented for .
several of the clients residing in the facility and it
was suspecied that weight's had not been
completed and/or measured dccurately in
previous months. The RN supervisor further
indicated that the weighing policy had been
revised lo ensure accuracy of weights and to
identify measures to enact if warranted. The
Drrector of Nursing (DON) revealed that the
Supervisory nursing staff had provided fraining to
the nursing staff on the correct policyand
procedure for measuring clients' body welghts, to
include calibration of the scale to ensure that the
scale was accurately measuring weight.

Earlier interview with the LPN and the QMRP on
September 30, 2009 revealed that a new scale,
recommendad by the Interdisciplinary Team {DT)
had been ordered, but had not been received.
The QMRP indicated that the scale curretly
being used in the facility had been calibrated and
wes accurate. The QMRP also indicated that all
nurses had been trained in its use. When the
LFN on duty was asked o demenstate the
weighting techniques, she failed to following the
weighing protocol that required the scale to be
calibraled prior lo placing the individual an the
scale. The QMRP acknowiedged that the LPN

1229
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#ailed te following the weighing protocol,
The RN was asked to provide evidenced that al

nurses had been irained to weigh clients using
the chair scale. The RN could not provide any

‘tocumentation of training.
.2'. Simiarly, interview with the nlnrses Indicated

that the Supervisory RN and Director of Nursing
haxd trained nursing staff on tbe feeding

| pracadures for Resident #1. This reportedly
eddressed changes in the client's tube feeding
-schedule, Although it was stated that numse

training records would be documented in the

in-sefvice training book, subsequent review of the |

training records falied to show evidence of said
#ralning on tube feeding procedures. No

additional information was provided; therefore, a {
‘| chronological history of nurse training on the

facllity's weighing and G-Tube feeding protocol
could not be verified.

It should be noted that this is  repest deficiency.

3. Cross Refer to W331 (#1a.0.¢). The facility
falled to ensure nursing staff were effoctively
trained lo transeribe physician's orders
accuratedy.

a. Review of Resident #1's record on September
30, 2009 evidenced physician orders (dated
September 1, 2009, and September 9, 2008,
September 23, 2009 Septeimber 28, 2009) that
wera transcribed inaccurately, which could likely
posed a risk o the residents’ health and safety.
According to the Director of Nursing (DON), the
supervisoty nursing staff had providsd training to

| all nursing staff on and after the August 25, 2609,

on the importance of transcribing physician
orders’ accurately. Review of the In-service -

1229
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{raining records, however, falled to show
evidence of sald fraining on transcribing of all
physlcians’ orders, ’
“"he DON acknowledged that the physician's
orders were transeribed incomrectly and that ‘ :
-| nursing ingervice training session were j : .
ineffective. L -

4. Cross-refer to YWW3a31.6 The facility’s nursing

1 services failed 1o ensure that each licensed staff
had received fraining on pro¢édures to properly

" | calculate fluid restrictions for Resident #2 arid #3,
&s ordered by the Primary Care Physician (PCP).

Review of Resident #2 and #3's Fluid Restriction
Intake Sheets on September 30, 2009 at
approximately 4:00 p.m. revealed inaccuracies
with the amounts of fluids received.

a. Interview conducted with the facility RN
supervisor on September 30, 2009 at
approximately 10:00 a.m. revealed that Resident
#2 was prescribad a fluid restriction of 880° s cc
of fluid daily.

Review of Resident #2's physician orders verified
the client was prescribed a fluid restriction of 880
1 e of fluid daily. Review of the documentation
utitized by nursing staff  i.e. Fluid Intake
Monitoring Sheet) and the direct care staff (l.e.
mesaltime protocol) at approximately 3; 40 p.m.
revealed the resident's tota! allotted daily fluids
intake measured 920 cc daily.

Interview with Director of Nursing (DON) on
September 30, 2009 at appraximately 5:00 p.rm.
acknowisdged the fiuld intake documentation
sheet and meiltime protocol were inaccurate and
the facllily was not adhering to the 880¢cc of fluld
0aith Feguiaticn Admiwstration
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1 daily a5 prescribed.

b. interview conducted with the facility RN
supervisor on September 30, 2009 at
approximately 10:00 a.m, reveaied that Resident
#3 was prascribed a fluid restriction of 1500 e¢ of

.| tiuid daity. .

Review of Resident #3's physician ' s orders,
verified that the cient was prescribed a fluid
restriction of 1500 cc of fluid daily. Review of the

| documentation utilized by the nursing staff (i.e.

Fluig Intake Monitdring Sheet] and the direct care
staff (i.e. Mealtime Protocol) at approximately

| 3:45 p.m. revealed the cliem* s total affotted

daily fluid intake measured 1720.

Interview with Director of Nursing (DON) on
September 30, 2009 at appraximately 5:10 p.m.
acknowledged the fluid intake documentation
sheet and mealtire protocol were inaccurate and
the facility was not adhering to the 1500ce of fluid
daily a5 prascribed,

Although it was stated that nurse training records
woukd be documented in the In-setvice training
book, subsequent review of the training records
failed to show evidence of sald training on fiuid
intakefrestrictions. '

3514.2 RESIDENT RECORDS

Ezach record shall be kapt current, dated, and
signed by each individual who makes an entry.

This Statute s not met as evidenced by:

Based on interview and record review, the facility
failed to ensure that all entries In residents'
records were gigned, for one of the three clients
Included in the sample. (Resident#1)

229

'1201

201 3514.2

This Statute will be met as o
evidenced by: :

Reference responses to
w104, 114, W192
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The findings Include:

Review of the physician's orders sheet (POS) on
September 30, 2008 at approximately 4:10 PM
revealed Resident #1 had several telophone ‘ ‘ -
| facility's Primary Care Physician (PCP) as T
documerited below:

- On August 31, 2009 at 5 p.m. the PCP ordered
via telaphone the dlient to retum to her day
‘| sregram and an iliness:

On September 1, 2009 at 3 p.m. the PCP ordered Lo e e
via telephone to discontinue Peptamen DT @ 40 CoT T L s
| cc/hr x 16 hours from 7 p.m. until 5'a.m.; and gt

'} On Septernber 1, 2009 at 3 p.m. PCP ordered via
telephone that the client Start Peptamen DT @
%0 cc .1 hour x 10 hours from 7 p.m. until 5 a.m.

Interview with the Register Nurse on September
30, 2009 failed tv provide an explanation as to
why the physician had not dated the orders.

1 40| 3520.3 PROFESSION SERVICES: GENERAL | 1401 ' 1401
PROVISIONS . 35203

Profassional services shall include both diagnasis ] ) . '
end evaluation, including identification of | ~ This Statute will be met as 10-13-¢¥)
developmerital levels and needs, treatment evidenced by; 0'91
services, and services designed to prevent 9
d:;iiedriofﬁon or fusthier loss of function by the Reference responses to B A
resider ‘ | W102, W104, W331, -

This Statute i not met as evidenced by: W318.
Easad on observation, intarview and record
venification, the facility’s nursing services failed to
A establish systems to provide heaith care

Hoallthh Regulalion Admintation
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| Resident#1 was hospitalized from Septem

Continued From page 9
monitoring and identify services in accordance
with clients' needs, Tor three of three residents in
the sample. (Reskient #1, Resident #2 and
Resident #3)

1 The findings include:

1. The nursing staff failed io ranscribe Residant
#1's physician’s orders accurately, which could
likely pose @ risk to the clients’ heaith as evidence

| B the following:

:| 8. Inteiview with the nursing supervisor on

September 30, 2009 at 8:45 a.m. revealed that
ber

15, 2009 through September 23, 2009 for

| elevated temperature and PEG fubs infection.

Further interview revealed that the RN supervisor
had.contacted the Primary Care Physician {PCP)
upon the client’s return to the group home and
received an order to “resume all previous orders™.
Review of Resident#1's record at approximately
9:00 &.m. revealed a readmission order that
indicated “orders vald for 120 days. Resuming
all previous orders, T.O, (telephone order) PCP
reviewed by RN supervisor 9/23/09.* Additional
handwritten orders, dated September 23, 2009
werg dlscovered in the nurses’ station by .
Licensed Practicat Nurse (LPN) #1 that were
more specific and identified discharge orders that
were not signed by the fransesiber or the
physician. The Register Nurse (RN) stated that
she received the telephone orders from the PCP
between 4 p.m. and 5 p.m. and acknowledged
that she had not transeribed the telephone order
from the PCP when it was given o her.

On 9/30/09 at approximalely 3:30 p.m. contact
was made with the PCP via phone which verified
that he had given the RN supervisor a telephone

1401
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erder to resume all previous orders. At the time

of the investigation, the facllity’s RN falled to
transciibe telephone orders as given.

b. Review of a physician order dated September
1, 2009 at approximately 8:55 am revesied the

.| cient was to receive Dilantih ehawable tablets

(U-D §0 mg tablets), 2 tablets crushed via G tube
everyday at 7 a.m. for selzure disorder, hold tube
feeding for 1 hour before and after administration
of Phenytoin. Review of the co nding

‘Madication Administration Record at 9:00 a.m.

revealed that the client was receiving her G-tube -
feeding fom6pm.to6am,

Review of the Medication Administration Record
(MAR), however, révealed that the client was
being administered Dilantin chewable U-D 50 mg
2 tablets, via G-tube at§ AM. In an interview
with the RN Supervisor at 9.05 a.m. , she
acknowiedge that Resident #1 was administered

-Ditantin chewable U-D 50 my 2 tblets, via

G-tube at6 a.m.

‘| & Review of the Resident #1's recards at

approximately 10:45a,m. revealed a physician
order, dated September 1, 2009. According to

1 the physician's order, the cllent was prescribed

Dilantin 2 tabs (100 mg) crushed via G-tuibe for
seizure disorder. Review of the Septernber 2009
MAR; however, documented the transcription of
the order on September 29, 2009 as Dilantin
(chéwabie)U-D 50 mg tab, 20 tablets (100 mg)

| crushed via G-tube for selzure discrder, The

MAR was signed by a nurse on September 30,
2009 indicating the order for 20 tablets had been
administered, Interview with the RN supervisor at
approximately 10:45 a.m, acknowledge the order
for 20 tablets of Dilantin crushed via G-tube for
seizure disorder had been transcribed instead of
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-Dilantin {chewable) 11-D.50 mg tab, 2 tablets (100
.mg) crished via G-tube everyday . '
2. The nursing staff failed to calculate Resident
#1's G-Tube flushes in accordance with
pirysician orders which could likely pose a risk to S
the clients' health and safaty as.evidence by: : ‘ . -
Review of the Resident #1's medical record
revealed a physician order, dated September 1, . o - e

" | 2008. According to the arder, the resident was to
{ feceive water flushes (via G-tube) prior to

'| medications, between, and aftar medications.
The order specified that her G-jube was to be . .
flushed with 20 ce of water both prior to and after R
medications, and a § ml flush was to ocour .
between medications. The review of the ‘
coresponding Fluid Intake Monitoring Sheat for
G-Tube, dated September, 2009, revealed that
the nurses documented completing 70 ccof
water flushes, which did not corespond to the
number of imes medication was administered.
The Diractor of Nursing (DON) could not explain
the discrepancy,

Imervie;vwim the Director of Nursing at 5:30 p.m.
acknowledged that the facility nursing staif were
completed the flushes incorrectly,

-{ 3. Tha nursing staff falled to clarify Resident #1's
physician telephona orders accurately, which
could likely pose a risk to the clients' health and
safely as evidence by:

a. Review of Resident #1's records revealed a

telephona order, dated September 29, 2009,

According to the clienf's physician's telephone

order, the client was prescribed ” Osmolyte 1.2

{ at 30 cc/hr, 1 can every 6 hours fom 6 a.m. - 6
p.ro. ( total of 3 cans per day) with 2 packages of

B2l RegLiaton Adminisaiion .'
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. .|-nurse failed to identify the exact type and amount
-| of Protein supplement % be administered with the
L resident's continuous feed, {t-should be noted

" | the specified 12 hour feeding cycle,
‘| b. Review of the Resident #1's médical records

.| physician lelephone order dated September 9,
_ mi P.O. Q 6 hrs x 10 days for abscess.

‘| On Seprember 30, 2009 at approximately 6:00

Continued From page 12

PmoeladayorQOBkmlsAngpmteh 580 mi
ofwatera day*. The nurse failed to clarify how
tnadrnlnlstarthmcansoffeedmgsmme
restriction of one can every six hours during her
12 hour confinuous feed. Furthermore, the

that interview with the Director of Nursing at
approximately 8:30 p.m. acknowledged that three
cans of the Osmolyle 1.2 could ndt be
administered in total at the prescribed rate within

and General Emergericy Depastynent Discharge
Instructions dated September 9, 2009 revealed

that the client had a "Primary Diagnosis:
Cellulitis-drainage site, status post surgery;

Szcondary Diagnosis; Abscess/ceflul kinand |

Tertlary Diagnosis: complicatnon-posﬁopemhve

infection.” Thie Emergency Discharge summary
recommended Kéflex 500 mg Twenty eight cne
capsule every & hours for 7 days. Review of the

2009 revealed Keflex 250 mg/5 m) suspension 10

4. The facility nurses failed to administer
Resident #1's prescribed G-tube feeding at
scheduled time.

p.m. Resident #1 was observed laying in her bed,
at appreximately a 30 degree angle and was not
receiving her 6 p.m. continuos G-tube feeding. At
approximately 6:15 p.m., the Department of
Health surveyors informed the Director of
Residential Services that Resident #1's

préscribed feeding had not beerr administered at

1401

a3ith Regulation AGmiStaton

TATE FORM

BTNE11

N contipudtion sheet 13 of 18




11/06/2009 08:55 FAX 202 891 9293 INDIVIDUAL DEVELOPMENT do4d0

PRINTED: 10/13/2009
FORM APPROVED
PROMIDER/SUPPLIER/CUA MULTIPLE CONSTRUGTION (<% DATE SURVEY
IDENTIFICATION NUMBER: 0 COMPLETED
A BUILDING c '
B WING - .
L , , 10/01/2009
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, GITY, STATE, 2P CODE o
INGIVIDUAL DEVELOPMENT, INC., o .10
oD SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORREGTION pos
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
t401{ Contintied From page 13 1401

the prascribed time. At approximately 6:35 PM
the LPN #2 was obsarved administening 2 cans
Osmolite 1.2 cal at 30 co/r,

.| & The facility nurses failed to update Resident
.| #1°s Health Management Care Plan (HMCP),

‘| 4. Raview of the Resident #1's medical records
and General Emergency Department Discharge _
Instructions dated September 9, 2009 on ' - N
Seplember 30, 2009 revealed that the client had | T T .
"Primary Diagnosis: Cellultis-drainage site, status

post surgery, Secondary Disgnosis: A
Abscess/cellulitis-skin and Tertiary Diagnosis.
‘Complication-postaperative infection.”

Review of the Health Management Care Plan
dated Cctober 22, 2008 on October 1, 2009 at
aoproximately 1:00 a.m, revealed Resident #1's
HMCP did not updated to include the new
diagnoses of Abscess/cellulitis-skin and
postoperativa infection. interview conducied with
the Director of Nursing on October 1, 2009 at
approximately 1:15 a.m. acknowledged that the
HMCP had not been updated to include the
September 9, 2009 Cellulitis-drainage site,
siatus post surgery; Secondary Diagnosis:
Abscess/cellulitis-skin and Tertiary Diagnosis:

| Complication-postoperative infection,

I'b, Reviéw of the hospital discharge summary
report tated Septamber 22, 2009 revealed that
Resident #1 was hospitalized from September
135, 2009 to September 23, 2009 for treatment of
an slevated temperature and PEG tube infection.

Review of the Health Management Care Plan
dated October 22, 2008 on Cctober 1, 2009 at
approximately 1:05 a.m. revealed Resident #1's
HMCP vras not updated to include the treatment

IGaRth Regulaton Admiiistratlon
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for elevated temperature and PEG tube infection.
laterview conducted with the Director of Nursing
on Oclober 1, 2008 at approximataly 1:35 a,m.
acknowledged that the HMCP had not been
Lpdated to include the hospitalization for elevated
temperature and PEG tube infection.

There was no evidence that the HMCP had been '
updated since August 25, 2008.

8. The facility nurses failed to accurately -
implerent Resident #2 and #3's fluid restriction.

Ravigw of Resident #2 and #3's Fluid Restriction

1 Intake Sheets on September 30, 2009 at

approximately 4.00 p.m. revealed inaccuracies
with the amounts of fluids recejved.

8, Interview conducted with the facility RN
supervisor on September 30, 2009 at
appraximately 10:00 a.m. revealed that Resident
#2 was prescribed a fluid restriction of 880 ' s ¢c
of fluid daily.

Raview of Resident #2's physician orders verified
the client was prescribed a fiuid restriction of 880
cc of fluid daily. Review of the documentation
utilized by nursing staff { i.e. Fluid Intake
Monitoring Sheet) and the direct care staff (j.e.
mealtime protocol) at approximately 3: 40 p.m.
revealeci the resident's total aliotted daily fluids
intake measured 920 cc daily.

Interview with Director of Nursing (DON) on
September 30, 2009 at approximately 5:00 p.m.
acknowiedged, the fiuid intake documentation
sheet and mealtime protocol, were inaccurate
and the facility was not adhering to the 880cc of
fluid daily as prescribed,

1401
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t. Interview conducted with the facility RN

supervisor on Seplambar 30, 2009 at
approximately 10:00 a.m. revealed that Resident

| #3 was prescribed a fluid restriction of 1500 cc of

fluid daily.

Review of Resident #3's physician “s orders,
verified that the client was prescribed a fluid
restriction of 1500 cc of fluid dally. Review of the
documentation utilized by the nursing staff (L.e.

.Ftoid Initake Monitoring Sheet) and the direct care

siaff (1.e. Mealtime Protocol) at approximately
345 p.m, revealed the resident's total allotted
dalty fluid make measured 1720.

Interview with Director of Nursing (DON) on
September 30, 2009 at approximataly 5:10 p.m.
acknowledged, the fluid intake documentation
sheet and meaitime protocol, were inaccurate
and the faciiity was not adhering to the 1500¢ce of
fluid dally as prescribed. _

There was no evidence that fluid restriction
requirernents were impiemented as prescribed.

3522.4 MEDICATIONS

The Residence Director shall report any
irregutarities in the resident’ s drug regimens to

the prescribing physician.

| This Statute is not met as evidenced by:

Based on interview and record review the facility
failed to assure that all drugs are administered in
compliance with the physician’s ordeis, for one of
three residents included in the sample. (Resident
#1)

The finding includes:

1401
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(8 days), Interview with the RN Supervisor at

| 30, 2009 at approximately at 1:00 PM revealed

Continued From page 16

. Review of the Resident #1's medical records
and General Emargency Department Discharge
instructions dated August 25, 2009 at 12 nooh
revesled that she was diagnosed with a Furuncle
{boil). Further review of the medical record
reveaied a physician order, dated August 25,
2009. According to the physician * s order,
Bactrim OS Suspension 20 mi was prescribed to
be administered via G-fube twice a day for 7 days
{for upper lip abscess). Although the medication
was prasoribed for 7 days, the August 2009 MAR
indicated that Bactrim OS Suspension 20 ml was
initially adrinistered on August 26, 2009 at a.m,
and discontinued on September 2, 2008 at 7 p.m.

approximately 12:15 p.m. acknowledged that
Bacirim OS Suspension 20 mi was prescribed o
ba administered via G-tube twice a day, |
Additionally, the RN verified that the medication
had been administered for 8 days.

2. Review of the Resident #1's medical records
and General Emergency Department Discharge
Instructions dated September 9, 2009 revealed -
gnat the Resident had & “Primary Diagnosis:

ellulitis-drainage site, status post surgery;
Secondary Diagnosis: Abscass/cellulitis-skin and
Tertiary Diagnosis: Complication-postoperative
infection.”  The Emergency Discharge summary -
recommended "Keflex 500 mg Twenty eight: one
capsule every 6 hours for 7 days.” Review ofthe |
physician telephone order dated September9,
2009 revealed Keflax 250 mg/5 ml suspension 10
miP.O. Q 6 hrs x 10 days for abscess.

Review of September 2009 MAR on September
Knflex 250 mg (3 m! suspension) 10 m! Q 8 hours

x 10 days was not documented as administered
on September 13, 2009 at 6 p.m,
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Interview with the RN Supervisor at 1473
' approximately 1:16 p.m. that 3522.4
Keflex 250 my/S ml suspansion 10 ml P.O. Q 6 _
hrs was not documented as administered,
) This Statute will be met as
evidenced by:
. Referénce response to
| W104 &W331.
| The Director of Nursing
has conducted additional
training for the LPN staff
: The RN assigned to the
* home will continue to 10+ ’30‘7
implement training 0“3""75
whenever needed.
Additional RN’s will be
hired to provide oversijght
and monitoring on a daily
- basis, to ensure that the
" health care needs of the
individuals are met. The
Director of Nursing will
provide monitoring to
ensure implementation.
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