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A recertification survey was conducted from

October 17, 2012 through October 1€, 2012. A I QQL‘()/\\A, C\/ \ \\\

sample of three clients was selected ‘'rom a

population of five males and one wom.an with ! . HealhR Dmnment of Hea*th
_varying degrees of intellectual disabiliies. This | ‘ nt egulation & Licensing

survey was Initiated wtlfizing the fundzmental | ntermediate Care Facmtias Divieion

SUrvey process. ' a\ilgag:n%em 8t, N.E.

The findings of the survey were basec on
observations in the home and two day programs, ;

interviews with one client, direct suppuirt staff,

nursing and administrative staff, as well as a v
review of client and administrative rec irds, .
including Incident reports,

{Qualified mental retardation professic nal i
- (QMRF) will be referred to as quallfiec intallectual :
disabilities professional (QIDP) within “his report.] | '
W 368 483.460(k)(1) DRUG ADMINISTRATION W 368 The nurse was retrained on 10/19/12

by the Director of Nursing on Drug

The system for drug administration must assure
that all drugs are administered in compliance with , " administration with emphasis on
the physician's orders. .

understanding the physician order and

\ h i Il K
This STANDARD Is not met as evider ced by: cross checking the pharmacy tabel for a

. Baséd on ohservation, interview and racord
' review, tre facility failed to ensure that clients'
medicaticns were administered in acctrdance
- with physiclan's orders, for one of the taree . and then monthly for three months to
clienls in the sample. (Client #3) : :

' clients medication. The QIDP will monitor '

all medication nurses dally for one week

ensure that all medications are
The findirg Includes: f administered correctly fa all individuals.

" (clients). The LPN 1 was retralned by the

The facility's nursing staff failed to ensure Client | , ,
' #3's eyes were washed with Johnsor's baby DON (Director of Nursing) on 10/19/12

o i «
LABORATQRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Sty L Poen o) ﬁ//q/;ﬁ..

Any deflclency statement ending with an asterisk( ) denotes a deficiency which the Institution may be excused from comecting praviding it is determined that
other safeguards provide gufficlent protection to e patients. (:see Instructions.) Except for nursing homes. the fincings stated above are disclosable 90 days
following tha date of survey whather or not a plan of correction is provided. For nursing homes, the above findings and plans of comrection are disclosable 14
days following the date these documents are made avallable & the facility. If ceficiencies are cited, an approved plan of carrection is requisite to continued

pregram participation.
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W 368 Continued From page 1
shampco, as follows:;

Observation conducted at the day program on
#3 was sitting at the table with his classmates
assembling a worked puzzle with verbal and
he worked on his puzzle. interview w th DPS1
stated trat Client #3 was legally blind in both
at approximately 5:18 p.m., revealed licensed

practical nurse #1 (LPN1) was observed to

administ-ation pass.

review of the medical records revealed current
physiciar's arders {(POS) dated Oectober 2012.
The FPOS: revealed the client had a dizgnosis of
blindness due to congentiai cataracts. Further
was to use Johnson's baby shampoo 10 wash
Tears.

Interview with the facility's registered nurse #1
(RN1) on Qctober 18, 2012, at approximately

with Blepnaritls on September 19, 2011. As a
1 drop to both eyes BID. When asked f the

with Johnson's Baby Shampoo befere

eyes using the presctibed shampoo. ~he RN1

Qctober 17, 2012, at 11:00 a.m., reve aled Client

some pliysical assistance from day program staff
#1 (DPS1). The client's eyes remalne:d closed as

eyes. Continued observations iater that evening

sanitizec his hands prior to administeling Isopto
Tears one drop to each eye during the medication |

On Octooer 18, 2012, at approximately 9:05 p.m.,

review of the POS revealed under treztment, staff

Client #1 s eyes twice daily before app-ying lsopto

3:12 p.m., revealed that Client #1 was diagnosed
result, the: client was prescribed Isopto tears 0.5%
- nurses were washing Client #1's eyes  twice daily

administering the eye drops, RN1 responced by
saying that the morning nurse cleaned the client's :

W 368. in regards to following physician orders

and cross checking with pharmacy
Iabel. The RN will monitor the medication
nurse weekly, for one month to ensure
~ that all drugs are administered In
compliance with physician orders.
. The following will be emphasized:
- - Review the physician orders for all
the Individuals.
- Match the physician orders with medication
labels and MAR.

- Demonstrate (role play) medication

,
pass- Alkdochenand: # \,\)

FORM CMS-2567(02-99) Previows Verelohs Qbsolete

livent ID: 643811

Facllity ID; 08G078 If continuation sheet Page 2 of 3




PRINTED: 11/01/2012

DEPARTMENT OF HEALTH AND HUMAN SI:RVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SE:RVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUP>LIERICLIA {X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND P1AN OF CORRECGTION IDENTIFICATION NLIMBER: COMPLETED
A. BUILDING
B WING
03GP735 10/18/2012
NAME OF PROVICER R SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
901 14TH STREET, SE
D C HEALTH CARE \ ’
WASHINGTON, DC 20002
(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES 1 FROVIDER'S PLAN OF CORRECTION ps
PREFIX {EACH DEFICIENCY MUST BE PRECEDEL BY FUtLL ' pREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGUI.ATORY OR LSC IDENTIFYING INFO-MATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE

DEFICIENCY)

the Isopto Tears.

W 368 Continued From page 2
however, stated that she was uncertz in if the
evening nursing staff had cleaned Client #3's
eyes using the shampoo prior to administering

A telephone interview conducted with licensed

practical nurse #1{LPN1) who admini;tered the
client's eye drops on the evening of Cctober 17,
2012, revealed that on October 18, 2012. at

approxirately 3:45 p.m., he did not ¢ciean the
client's eyes with shampoo prior to administering
the Isopto Tears, as prescribed. '

i

W 368

FORM CMS-2567(02-99) Previous Versions Obsolate

livent 1D:643B11

Facllity ID: 08G075

If continuation sheet Page 3 of 3




PRINTED: 11/01/2012

FORM APPROVED
Health Regulation & Licensing Administration :
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUP NIER/CLIA IPLE CONSTRUGTION (X3) DATE SURVEY  ~
AND PLAN OF CORRESTION 1) IDENTIFICA?ION NUMBER: (X2) MULTIPLE STRUC COMPLETED -+ - -~
A BUILDING -
B. WING -
HFDO03-008( 10/18/2012 °
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P CODE i
801 14TH STREET, SE : .
D C HEALTH CARE WASHINGTON, DC 20003 :

(X4) 1D SUMMARY STATEMENT OF DEFICIEN SIES ) ‘ PROVIDER'S PLAN OF CORRECTION 1 (X
PREFIX ' {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE " COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFOHMATION) TAG CROS$-REFERENCED TO THE APPROPRIATE DATE

i DEFICIENCY)
1000 INITIAL COMMENTS j | 000

Alicensure survey was conducted from October
17, 2012 through Qctober 18, 2012, A sample of ,
three residents was selected from a gpopulation of :
five males and one woman with varying degrees |
of intellectual disabilities. j
|
- The findings of the survey were baset' on :

observations in the home and two day programs,

interviews with one resident, direct su)port staff,
nursing and administrative staff, as well as a i
raview of resident and administrative records, '
including incident reports. |
[Qualified mental retardation professicnal ’
(QMRP) will be referred to as qualifiec intellectual : ;
disabilities professional (QIDP) within " his reporl] |

1401 3520.3 PROFESSION SERVICES: GENERAL 1401 i
PROVISIONS '
Professianal services shall include bat diagnosis !
and evaluation, including identification of
developmiental lavels and needs, treatiment
services, and services designed to prevent |
deterioration or further loss of function by the
resident.

This Statute is not met as evidenced ty:
Based on observation, interview and record !
review, the group home for persons with i ‘
intellectual disabilities (GHPID) failed t: ensure | :
~ professional services included both diagnesis and '
evaluatior: mcrudmg identification of tre-atment
services end services designed to prevent
deterioration or further loss of function, for one of

the three residants in the sample. (Res dent #3)

The finding includes: )
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NAME OF PROVIDER 1JR SUPPLIER

STREET ADDRESS, CITY, STATE, 2IP CODE
901 14TH STREET, SE

_bhaby shampoo, as follows:

The GHPID's nursing staff failed to e 1sure j
Residerit #3's eyes were washed witt Johnson's
baby shampoo, as follows;

" Based an observation, interview and ecord y

review, the GHPID failed to ensure that residents’ |
medications were administered in accordance
with physician's orders, for one of the three
residents in the sample. (Resident #::)

The finding includes:

The GHPID's nursing staff failed to er sure
Resideni #3's eyes were washed with Johnson's

Observarion conducted at the day pro.jram on
QOctober 17, 2012, at 11;00 a.m., reveulec
Resident #3 was sgitting at the table with his
classmates assembling a worked puz:ie with
verbal and some physical assistance f-om day
program staff #1 (DPS1). The residert's eyes
remained closed as he worked on his »uzzle,
Interview with DPS1 stated that Resident #3 was
legally blind in both eyes. Continued .
observations later that evening at appraximateiy
5:18 p.m,, revealed licensed practical nurse #1
(LPN1)was observed to sanitized his hands prior :
to administering Isopto Tears one drop to each
eye during the medication administration pass. i

On October 18, 2012, at approximately 9:05 p.m., "
review of the medical records revealed current
physician's orders (PQS) dated October 2012, .
The POS revealed the resident had a ciagnosis

of blindness due to congential cataracts. Further .

D C HEALTH CARE WASHINGTON, DC 20003
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o SROVIDER'S PLAN OF GORREGTION " xs)
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1401 Continued From page 1 - 1401 The nurse was retrained on 10/19/12

by the Director of Nursing on Drug
Administration with emphasis on
uhderstanding the physician order and
cross checking the pharmacy label for all
clients medications. The QIDP will monitor

all medication nurses daily for ane week
and then monthly for three months to
ensure that all medications are
administered correctly to all individuals.
(clients). The LPN 1 was retrained by the
DON (Director of Nursing) on 10/19/12
in regards to fallowing physician orders
and cross checking with pharmacy
label. The RN will monitor the medication
nurse weekly, for one month to ensure
that all drugs are administered in
compliance with physician orders.
The following will be emphasized:
. Review the physician orders for al|
the Individuals.
- Match the physiclan orders with
medication labels and MAR,

- Demonstrate (role play) medication

review of *he POS revealed under treaiment, staff pass.
was to use Johnson's baby shampoo tc wash
Resident j#1's eyes twice daily befere a»plying
Meaith Regulation & Licensing Administration
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1401 Continued From page 2
Isopto Tears.

. Interview with the GHPID's registerec nurse #1 |
{RN1) o1 October 18, 2012, at approximately !
3:12 p.m., revealed that Resident #1 ‘vas
diagnosid with Blepharitis on Septerr ber 19,
2011. As a result, the resident was piescribed
lsopto tears 0.5% 1 drop to both eyes BID. When
asked if the nurses were washing Resident #1's
eyes twice daily with Johnson's Baby Shampoo
before administering the eye drops, RN1
responded by saying that the morning nurse ‘
cleaned "he resident's eyes using the Jrescribed
shampoo. The RN1 however, stated that she

~was uncertaln if the evening nursing s aff had
cleaned Resident #3's eyes using the shampoo
prior to administering the Isopte Tears

Atelephene interview conducted with | censed
practical nurse #1{LLPN1) whe adminis ered the
resident's eye drops on the evening of October
17, 2012, revealed that on October 18, 2012, at
approximately 3:45 p.m., he did not clean the
resident's eyes with shampoo prior {o
administering the Isopto Tears, as prascribed.
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