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W 153     
W153 
This Standard will be met as 
evidenced by; 
The QDDP who was assigned to 
the home is no longer employed at 
!DI. The new QDDP has been 
trained on Incident management 
policies and procedures. 
It Is the expectation that all 
incidents are reported to the 
administrator in a timely fashion. 
The Home Management staff will 
be retrained on reporting incidents 
as it relates to injuries.                                   
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' A recertification survey was conducted from 
November 30, 2011 through December 1', 2011. 
A Sample of three clients was selected from a 

; population of six women with various iritellectUal 
and developmental disabilities. This survey was , 
Initiated utilizing the fundamental survey process. 

• • 
; The findings of the survey, were based on 
observations and Mien/Jews with staff end clients 

' in the home and at two day programs, as welt as 
a review of client and administrative records, 
Including incident reports. 

W 153 , 483.420N),(2) STAFF TREATMENT or CLIENTS 

The facility must ensure therallailegations of 
' MIstraatrtient, neglect or abuse, as well as 
injuriet'd unknown source, are reported 
immediately to the administrator Of to other 
officials in accordance with State. law through. 
established procedures. 	 ' 

This STANDARD Is not •met as evidenced by; 
Based on•Interview and review of the client's 

records, the facilityialled to ensure that all 
' injuries of unknown origin were reported 

immediately to the administrator, for one of the 
Rye, clients in the sample. (Client #1) 

The findings includes: 

On November 29, 2011, at approximately 5:30 ' 
pint, a request of the Tackle/a Incidents and any 
corresponding Investigative reports were .made to 
the fealty's qualified intellectual digabilltles 
professional401DR). On November 30, 2011,, at 
approximately 3:30 	 the•acility* incident 
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W 153: Continued.From page 1 	 • 

management coordinator (IMC) delivered the 
Incidentreports and corresponding Investigative • 
reports to The facility; 

Review of the facillty's•Incldent reports on 
DeCember 1, 2011 be,gIrrnintat 9:00 aim • 
revealed, the following: 

• 
•On September 16, 2011, staff discovered a small 
mark under Client #1's left eye. On beoimber 1, 
.2011, at epproximately 11:30 tin:,, an Interview 

•was held with the house manager (HM) and the 
' qualified Intellectual djsabllities professional 
(GDP) to ascertain Information related to the 
aforemeOtIoned Injury, According the•nteryiew, 

•, the in.cident Management Coordinator (IMC) 
•Completed an investigation but was not available 
, for Interview. Review of the •correepondIng 
investigation and Client #1's record failed to 

' identify allyThformation related to the size of the 
Injury, measures used to treat the•Injury, or the. 
status of the Injury as it hoofed. Additionally, 
further reiVIew of the Investigation revealed that 
the licensed practical .nurselLPN).categerized 
the MOO as a. "bruise," Further reVIew Of the 
incident report revealed that the administrator 
was notlfled of the Injury on September 19, 2011, 
Three days. after It:occurred. At the time of the 

' survey, the•faciiity failed to ensure the 
administrator wai Immediately notified of Client 
#1's Injury. ' 

W 154 483.420(d)(3) STAFF TREATMENT OF CLIENTS 

The ?sidle,/ must have. evidence that all alleged 
: violations are thoroughly investigated. 

This STANDARD is not met as evidenced by: 

NAME OF PROVIDER OR SUPPLIER 

INDIVIDUAL 	 , INC. 

(x2) MULTIPLE CONSTRUCTION 

A. BUILDING 

B.WING 
12/01/2011 

W 153 .  
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W154 
The Incident Management 
Coordinator will amend his 
investigation of the incident for 
Client #1 to include all pertinent 
interviews. The COO and DRS 
will continue to review the IMC's 
investigations for thoroughness 
and accuracy. 
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W 15t! Continued. From page 2 
Based On interview,and record review, the facility 

failed toansure;allinJudesof unknown origin and 
medication errors were Investigated, fbe one of 

• the. two dientsin the sample. (Client E1) 

The finding includes: 
. 	 . 

' Review at the facility's Incidents repcalai, Including 
ravalleble oorreepondIng.Investlgative reports, on 
Decerober 1, 2011, beginning at 97.00a.M., 
revealed that on September 18, 2011, staff 

•discovered a small-Mark under Cheritiffs left 
eye. Review of the InvestatIon report dated 
October 7, 2011, on December 1,.2011: at 
approximately 1.1400 "tit, the incident 
management coordinator (IMC) interviewed "only' 
the license- practical nurse (LPN). The 'LPN 	 • 
stated that upon the dient's return from day 
program the LPN observed a bruise on,Client 
#Zs left eye; the staff revealed that they did not 
observe anythIng•rom that morning; and the' 
qualified intellectual disability professial (QIDP) 
stated that the, client bumped her eye while In bed 
and didn't tell anyone initially. 

The facility failed to ensure that this: injury Of 
unknown ;origin was thoroughly inveitibeted fef 
Client #1'S bruise under her left eye. 

W 159. 483.430(e) QUALIFIED MENTAL RETARDATION 
PROFESSIONAL 

W 159, 

Each afieists.active treatment-program must be 
'integrated, coordinated and monitored by a 
qualified mental retardation professional. 

' This STANDARD Is not met as evidenced by 
Based on observation, staff Interview and record 
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W 159 Continued From page 5 
• review, the faellity!s qualified intellectual disability 
professional, (QIDP) failed to ensure.the 
coordination of Services tO promote the health 
'and saftity‘ for two of the three sampled clients. 
(Clients fill and *3). 

The:findings Include: 

1. The facility's QIDP toilette ensure that the 
' Individual Program Plan (IPP) included objectives 
to meetthe client's needs as recommended by 
the Interdisciplinary team. [See W227] 

2. The facility's QIDP failed to ensure clients 
received continuous active treatment. [Sea 
1/1/2491 

3. The facility's 01DRfailed to ensure the 
coordination of, dental 'armless. [See W35$1 

4. The facilitYs QIDP failed to ensure the 
maintenance and oversight of adaptive 

.eqUipment. [W436) 
W 227 483.4400(4) INDIVIDUAL PROGRAM PLAN 

The individual program • plan states the specific 
objectives necessary to meet the client's needs, 
as identified .by the comprehensive assessment 
reqUired by paragraph (o)(3) of this sedum. 

; This. STANDARD is not met as evidenced by: 
Baled on observation, interview and record 

review. the facility filled to ensure that the 
Individual'  rogram Plan (IPP) included'objectives 
to meet the client's needs as recommended by 
the interdisciplinary team, fqr one of the three 

W159 1 W159 
This Standard will be met as 
evidenced by: 

1. See W227 
2. See W249 
3. See W356 
t See W436 

W 227 
W227 
This Standard will•be met as 
evidenced by: 
The QDDP will coordinate with 
OT for clarity on the 
recommendation for "client 
participation on self-feeding skills" 
The 01' will update the assessment 

I  to if necessary to include a trairthig 
I program if deemed necessary. 

FORM Cle2037(0E49)ProvionVerelans Obsolete 	 Beall ID:KJECM Facility 111 0110130 If continuation shoat Page 4 of is 



'DEPARTMENT OF HEALTH AND HUMAN 'SERVICES 
CENTERS FORMEDICARE &.MEDICAID SERVICES 

a+) PeeviterusuPsuitivcta 
1 IDENTIMATION NUMBER: I STATEMENT al r CaEirjr4ES 

AND. PLAN OF CORRECTION 

01/08/2012 15:44 FAX 3012708012 	 IDI la 006/032 

NAME OF PROVIDER OR SUPPLIER 

	 °acme 
INDIVIDUAL DEVELOPMENT, INC; , 

PREFIX 
.0(4) ID 

TAG 
	

REG • VICLSC iDENDPYING INFORMATION) 
'(DEFICIENCY LIUSTSE PRECEDED BY FULL 

SUMMARYSTATEMENT OF DEFICIENCIES 

•  

OMMULTPLE CONSTRUCTION, 

A-BUILDING 

B. WINO 	  

• STREET ADDRESS. arrv, STATE. zw•oDE 
5520 1811 STREET, NW 
WASHINGTON, DC  2b012 • 

10 	 PROVIDERS PLANOP QDRRECTIDN 
PREFIX 	 (EACH CO • ECTIVEACTION SHOULD SE TAG 	 CROS•REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

PRINTED: 12/20/2011 
FORM APPROVED 

OMB NO. 0938-0391 
(X3) DATESURVEY 

COMPLETED 

InO1 120 1 1  

ccikenacwre 

W 227 Continued' From page' 4 
clients in the seniple.. (Client #2) 

The tinting includes: 

Dudng meal observations on. November 29, 2011, 
. at 5:15 p.m.., a direct support staff Was.bbterved 
; feeding Client #2 using.a.high tided divided plate. and a built up. handle spoon. 

: Interview with the staff at 5:30 p.m„ indicated that 
Client#2.was dependent on staff during meals. 
At SOO p.m., the client was observed turning . 

. pages of several megraitles. 

Review of Client Oat occupational therapy . 
•assessment dated Novenlb.er'2, 2010, on • , 
NoVember 30, 2011, at a:52 p,m.,'reveeled a 

. recommendation for•lient participation with 
einehasia on incitasing her se/Needing Skills. 
Review of the client's PP dated Apr11'5.2011,, on 
November SO, 2011, at 4°1'5 pan., revealed no 
evidence of a training program to address the 
efOremeritioned recommendation made by the 
occupatiOnal therapist• 

Interview With the qualified intellectual disabilities 
professional lCilDP) on December 1,'2011, at 

: 11:00 a.m., revealed that she had been newly 
assIgnedlo Client OM ThereforerWas net aware 

-of the reconimended trainingobjective end no ' 
training program ;had been developed prior to her ', 
arrival. 

W 249 ; 483.440(d)(1) PROGRAM IMPLEMENTATION 	 Vi( 249 

As soon as the Interdisciplinary team has 
..formUlatrid a clienti Individual molten plan, 
'.. each client mustreceive a Continuous active. 
treatment program consisting Of needed 
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This STANDARD is. not met as evidenoed by: 
,Based.On observation; stiff Intendebtand record 

• review, the facility' felled to ensure clients 
received continuous active treatment for one of 
the three clients In the sample. (Client #2) 

The findings. Include:. 

• 1. On. November 29, 2011, at 5:15 p.m., Client#2 
web observed receMng her dinner. At•5:43 p.m.., 
staff assisted the client to the living; room area 
and staff turned on the television. At 5:55 p.m., 
the. staff was observed assisting the client with 
using a communication device. The device had 
pictures of the client, a drink of liquid' a IMMO of •food and a boom box/television. Once a picture 
was pushed the word was said. Staff was ' 
obterved pushing the- picturesof a :plate of food 
and the boom box/television, tb which one could 
hears recorded message, "I am hungry+ and "I 
want to watch television: 

On November 29,2011, at 6:40 esti, interview •  
with the direct care staff revealed that Client 
used the device to express her wants.. 

On November 30, 2011, at 2:50 p.m., review of 
' Client #21.1ndIvIdual program plan (IPP) dated 
April 4, 2011, revealed a program objecfive which 
stated, "Given model demonstration, (the'client) 
will activate a lbw tech communication deWee in 
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' interventions and sehAcas in sufficient number 
and frequency to support the achievement of ,  the 
Objectives identified In'  he  Individual program 
plan. 

FORM cm$4037(0249) PIS 	 varimeni obsoode 	 Event Cougigili 

(%2) MULTIPLE CONSTRUCTION 

A Bytom 	  

O. WING. 	  

12/01/2011  
STREET ACDREas. ant STATE. ZIP CODE 

6513 1ST STREET, NW 

WASHINGTON, DC 20012 

PROVIDERS PLAN OF CORRECTION 
(EACH CORRECTIVEAOTKIN SHOULD OE 

cricass-aernacao ro misappnoearare 
orriasecv3 

W249 W249 	 1114112.. 
(NEM will trein the staff on active 
treatment to include program 
documentation. 
QIDP will periodically complete in 
home observations of the 
implementations of the goals for 

i all Individuals in the home, 

romy nom 	 If enntinuellan sheet Pape 13 of in 

PRoviliensupeulataix 
meararcArtormuseart 

OKI 20 • 

(x*) IO 
PREFix 

TAG 

(XS) DATE SURVEY 
COMPLETED 

Io 
PRF_FIX 

TAO 
(Am 

SOWLEMON 
MCV 

1 

PRINTED: 12/20/2011 
FDRMAPPROVED 

OMB NO 0938-0391  

IDI l 007/032 



01/08/2012 15:45 FAX 3012708012 

DEPARTiVIENT OF HEALTH AND HUMAN SERVICES 
CENT S • - n ICAR & ME ICAID SE ICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

0,0130  
NAME OF PROVIDER OR SUPPLIER, 

INDIVIO•ALDEVELOPNIENT, tNG 

PMHIS I 	 • cilIMMARY STATEMENT OFDEFICIENCIES 
PREFIX , 	 (EA DEFICIENCY MUSTEE PRECEDED EY FUU. 

TAG ; • 'REGULATORY OR LSC IDENTIFYING INFORMATION) 

pc) MULTIPLE CONSTRUCTION 

A. BUILDING 

it WING 

12/0112011  
STREET ADORES.% CITY, STATE. ZIP COOS 

8520 -tar stew, NW 
WASHINGTON, DC 20012. 

ID 	 PROVIDERS FUN OF CORRECTION 
PREFIX 	 (EACH CORRECTNE ACTION SHOULD BE 

TAG 	 CROSS-REFERENCED TO THE APPROPRIATE *  
DEFICIENCY) 

OCI) PROVIDEFUSUPPLIERCLIA 
IDENTIFICATION SAJMOER: () DATE SURVEY 

COMPLETED 

0.04461001 N  

IDI el 008/032 

w'  49 • Continued' F(tirn page 6 
response to query related to four, basis wants and 
needs with 80% mastery for 8 of lathe's per 
sessbn es Measured by active treatment 
documentation." 

On November 30. 2011, at 3:30 p.m.. review of 
Client/Cs speech assessment, dated March ft 
2011, revealed that she had severe speech and 
language. deficits. The assessment 
reborn/Minded that the dent receive expOsure to .. 
cause and effect Whittles to increase her overall 1 
retpensivehess. , • 

Interview With the HM On November 30, 2011, at 
aPProxiolatebt 7:00 p;m., revealed that the dent : 
should use 'her communication devjoato,express 
her wants, needs and/or desires prior 413 the 	 • 
selectioppresented to her. The staff, however, • 
falled.to linplement Client 02% cornmunIcatIon 
goal as written. They did not present the voice 

. a/tout/picture communication board to Client #2 
prior to (a during)mealtIme Of leisure activity. . 

2. Client #2 did not participateln her standing . 
program, as evidenced by the fallowing; 

Observations were 'conducted. on Client #2 on 
November 29, 2011,.from 4:00 p,m., until 7:00 

: p.m. At 4:00 p.m., Client #2 arrived. home from 
; day program and staff was observed assisting the 
' client Into her bedroom. Upon return from Client 

bedroom, the staff assisted the client to the 
living room, she watched television end 
participated in sensory activities involving smells 
and textures. At S:15 p.M., Client #2 was 
observed receiving her dinner: After.dinner at 
5:43 p.m., staff assisted the client 'to the living 
room area apd.staff turned on the television. At 

W 2491 
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W 249' Continued From page 7 	 . 
5;68 p.in;,,the staff Was observed agitating the 
clieht WftheSing a cordfnuelcatton device. , . 

Review Of Client/es IndivIdlial program plan 
(IPP).dattsd April 6, 2011, et2:50 p.m., on 
Noverriber30;2011, revealed n.prograin 	 • 
objeCtive whal stated This talent ,will stand for 
at least $.minutes every 30 Minutes that she Is 
awake at •100% accuracy for.one month., 

On Nei/ember 30. 2011, at 4;00 p.m., In en 
interview with the direct support staff wheys 
assigns to Client #2 On the evening of • 
November 29, 2011, revealed thatthe dieM did • 
not partiolpate in the standing program, as 
required. 

The stafffailed to providethe Client with the 	 .. 
opportunity to patticipate In hair standing program. 

W 322 483.460(0) PHYSICIAN SERVICES 
• 
' The ,faGlity must proVkle pr obtain preventive and 
general medical care. 	 • 

This STANDARD Is not met as evidenced by: 
Based on Observation, staff interview and record 

review, the facIlltys medical staff felled t•ensure 
that each clients' medical appointments were 
scheduled as ordered, for one of thtee clients In 
the sample. (Client 82) 

The finding includes: 

During the medication administration observation, 
on November 29, 2011, at 7:11 p.m.. the licensed 
practical nurse (LPN) was observed administering 

W 240 

W322 
RN will retrain the nurse on 
medical appointment management 
The medical appointment was 

W 322 scheduled for 1/30/12. The QDDP 
' will coordinate a monthly "ground 
round" with the nursing team to 
ensure appointmentare being  

I scheduled in accordance to 
recommendations. The RN will 
tiwilitate corrective action for the 
LPN(s) who failed to schedule the 
appointment as recommended 

11 151 12    
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This STANDARD Is not met as evidenced by. 	 i 
. Based on.observation, staff interrilew, and record 1 
review, the facility failed to ensure routine 	 'I 
laboratory testing as determined necessary.by the I • 

1, physician, for one of the three-clients. In the 
sample. (Client #2) 

W 325 
1 • 	 W325 
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 Artificial Tears to Client #2. 

Roylew of Client #2's. Medical record On 
NoVernber 20,2011, begihning at 10:02 a.m.,. 

.1, revealed an ophthalmologist consult 'dated 
November 1, 2010. At that, drrlo, AVM 

Irecromthended that the client return In onai,year, 
1 	 • 
Interview with the LPN. and registered nurse (RN) 
on November 30, 2011. at apprcirtimately 42:30 

oonfirnied that. the client should have 
•returned in one year. Further interview reiealed 
that an appointment had •not been scheduled but 

. she would contact the ophthalmOlogist office and 
schedule an appointment for Client #2 

W 325 482.4130(2)(3)00.PHYsiciAN SEriVic.ES 

The facilitymust provide or obtain annual physical 
exam Inadons of each client that at a minimum 
includes .routine screening laboratory 
examinations as determined necessary by the 
physician. 

The finding includes: 
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ICU 

W 322 

1 

The Labs were completed on 
12/8/11 RN wilt retrain the nurse 
on medical appointment 
management. 
The QDDP will coordinate a 
monthly "ground round" with the 
nursing team to ensure 
appointment are being 
scheduled In accordance to 
recommendations. The RN will • 

• thoilitate corrective action for the 1 
LPN(s) who failed to schedule the 1 

 appointment as recommended. 

10n NoVember 29, 2011, beginning et 7:11 p.m., 
Client1/2 was observed being administered 

, Theophylline, During the medication 
adininistration, the licensed cracked nurse (LPN) ! , 

indicated that the medication was used to 
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W 325 ContInned From page 9 
address the client's esthete.. 

On NnVembei 30, 2011,.tnigInning at 10:02 a.m., 
' reviewer alent.#3.12 physician% orders (P05) 

'dated from NoVembir 2010 through NoVember 
..2011,. revealed a laboratory order the the client to 
receive a Theophylline libOtatory study every 
three. months. Subsequent review of her medical , 
records revealetthet her Theophylline levels 	 I 
were obtalned'on November 18, 2010 and 
February 21, 2011. 

OCIN ID • 
PREPPC  

TAG 

interview with the registered nurse (RN); on 
: December 1, 2011, at approximately 1:30 p.m., 

confirmed •  that the •studies were not completed 
every three months as•ordered. 	 • 

The facifitys nursing seivicet failed to maintain 
ah effective system 10 ensure that clients' 
laboratory studies were performed at the 
•frequencies ordered. by the primary care ' 
physician. 

W 331 483.480(c) NURSING SERVICES 

The facility must provideollents with nursing 
services In accordance with their needs.                  

W 331. 
W331 

1. SeeW325 
2. See W356 
3, See W368                    

This STANDARD Is not met so evidenced LW; 
Based on observation, staff interview and record 

review, the facility's nurse failed to ensure that 
each clients' medical appointments were 
scheduled as ordered, for two of the three clients  
in the sample. (Client #2 and 03) 	

, 

! 
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The findings include: 

1. The facility's nursing staff failed to ensure 
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W 331 • continued From page 10 
• routing laboratory. testing as determined 

necessary by the physician, for one of the three 
clients In the sample: ($0e W325) 

2. The %ones; nursing staff failed to ensure 
consistent oversIghland.monitoring of clients oral 
care and treatment. •See W356) ' 

• • 
3.. The facility's nursing staff failed to ensure that 
all phis:Abed ;medications *ere administered in 

• ' accOrdance With clients' iihyslollan Orders. [See 
W3581 

W 356 4113.460(0)(2) COMPREHENSIVE DENTAL 
TREATNENT ' 

The facilitymust int uredoreprehenslye dental 
treatinent services that include dental tare 
needed for relief of pain, and infections, 
restoration of teeth, and Maintenance .of dental 

•health. 	 • 
• 

This STANDARD is not met es evidenced by: 
Based on observation, staff interview end record 

review the facility failed to ensure consistent 
oversight and monitoring of clients oral care and 
treatment for one of.  hree sampled clients. (Client 
#3) • 
The.finding includes: 

Observe km on November 29, 2011 at 5:55 p.m., 
revealed Client 03's speech was not. clear and at 
times sounded slurred. Interview with Olent.#3's  
attending staff at:the Same time revealed Client 

•#3 wore dentures and " they didn'telurays fit 
right, ' 1  Beeluse of this, the staff Said, her 

• speech can be a IMO diffiCiUlt at times. ' 

W 388 

W356 
Appointment has been scheduled 
for Client #3 has completed the 
dental appointment for her 
dentures. The QDDP will 
coordinate a monthly "ground 
round" with the nursing team to 
ensure appointment are being 
scheduled in accordance to 
recommendations. The RN will 
facilitate corrective action for the 
LPN(s) who failed to schedule the 
appointment as recommended. 

1 1 )34111 

FORM CMS-2587(0240)ProdousMonams modelle 	 Event (9110.13611 Facply ID: 090130 	 If continuation net Page 11 of 15 



PROVIDERS PLAN OPCORRECTION 
(EACH CORREOTNE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

PREFIX  
TAG 

W 368 

W 368 
My368 
This Standard will be met as 

evidenced by: 

The R.14 will facilitate corrective 
action for the LYN(s) who failed to 
document the medication 
according to physician's order, 
The LPN's will receive training on 
documentation and pharmacy 

coordination. 
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W 356 Continued From page 11 

Record review on December 1, 2011 at 10:49 
a.m. revealed Client #3 Was Seen by the dentist 
on Jujy 10,2011 and the findings delalled,  
"Adjusted' Upper denture ... Pt (patient) to wear • upper only for 1 .  month and retumfor re-fitting of 
lower denture." further recurs, review revealed 

• there was no evidence presented or on file that 
Client•00 returned to the dentist. 

Interview with the LIgensed Practical Mae (LPN) 
on NoveMber 30,2011 at 10:51 a,ni. confirmed 
Client #3 had yet, to return to the dentist to have 
her dentures refitted, 

1 
The facility Failed to ensure that all clients 	 ,  
received the proper end necesaerY dental 
services to ensure their health, Well-being and 

' safety. 
W 368 483.460(kX1) DRUG ADMINISTRATION 

•The system for drug administration must assure 
that all drugs are administered In compliance with 

• the physician's orders. 

This STANDARD is not met as evidenced by: 
. Based on record review and'interview, the facility 
; failed to ensure that all prescribed medeatitins 
werladministered In accordance with diorite' 
physician orders, for one of the'three clients In 

• the sample. (Client #1.) 

The findings include: 

(X2) MULTIPLE CONSTRUCTION 
A. BUILDIN0 

B.WING 

On November 28,2011, the.State •Agency (SA) 
• received a' phone call from the provider• indicating 
that Giant #1 received Atigrmantin 500mg beyond        
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W 388 Continued Frain page 12 
the prescribed period of ten days. 

' Review di:Client #1's medication administration 
records (MAR) on December 1, 2011, at 
approximately 10:00 a.m., revealed the client 

, receiveclAugmentln 500 mg, twice a dayfor 
thirteen days, from September ZS, 2011 until 
October 7, 2011. Review of the client's physician 

• orders (POs) on December 1. 2011, at 10:15 
a.m., revealed a STAT telephone order dated 
September 24, 2011, for the Giant to receive 
Augmentin 500 mg, twice a day, for ten days. 

Interview.With the registered nurse on DeceMbe 
1„2011, lit approximately 10:30 eve., revealed 
that Client:$/1 only received twenty pills from the 
pharmeclet She 'further Indlotited••hat the 
licensed .practical nurse (LPN) oontintled to sign 
the MARS forthree additional days. ' 
483.479(9)(2)SPACEAND EQUIPMENT 

. The facility must furnish, Maintain In good repair, 
and teach' clients to use:end to make Informed 

. choices stout the use of dentures, eyeglasses, 
hearing and other communications olds, braces, 

; and other devices identified by the 
'Interdisciplinary team as needed by the-client. 

This STANDARD is not met as evidenced by: 
Based on'  bservation, staff Interview and record 

review, the facility failed to ensure clients 
received their adaptive equipment as prescribed 
for two of three sampled Glents. (Clients #2 and 

, #3) 

The findings include: 

rofiM CMS-2:337(024m) NAT./Fut vermeils abookAs 	 Even' CTAX3011 

I W436 
1. Client #1 will receive training 

W 438 	 on the use of her back brace. 
If necessary the QDDP and PT 
will coordinate a scheduled for 
the Client #1 to wear her back 
brace. 

2. The new QDDP for the home 
has been trained on IDI's 
Adaptive Equipment 
Procedures. QDDP will 
continue to follow-up and 
•documents on a weekly basis 
until Client #3's orthopedic 
shoes are secured 

3. See W356 

W 436 

r 

W 388 

p 11 511z 
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W 438 Continued From pegs 13 	 W 438! 
• , 1. On NOVerhber 29, 2011 e at 1120 a.m.,. Client #2 was observed at herday program. Iritenilew 

' with the'fferPreghlail Staff revealed the client did ' , 	 have her back brace for the entire month of 
November 2011. Moments later, review of the 
day program's, adaptive erldipmenttacking form ' 
WWII:mad the .day:prograte's statement 

• . 
On November30„ 2011, at approximately 4:00 

, 'interview With the nursing staff at mem #2's 
residendelleciltly indlcatedthe day program 
staffs statement was not true. She,further 
Indlcatedthat she had worked on the day shift 
severe•times during the month of November 
2011, andhad. personally ppt her back brace on 
prior to Client #2 leaving for her day program. 

• Observations on November 30, 2011, at 4:10 
p.m., revealed Client #2 was westing a back 
brace. Seconds later, In an Interview with the 
house manager, she Indicated that the client 

•should wear her back brace at all times with the 
exclepUbn of sieepingand showering. 

• • , 
; At the time of the observadon on November 30, 
2011., theta was no evidence that the facility's 
staff wore teaching Client Ores to use and make informed choices about the use of her back brace. 

2. On November 20, 2011, at 5:11 p.m.. Client 03 
was observed wearing orthopedic Shoes. Record , 
review revealed she was seen by her Orthopedist •on February 24, 2011. The findings were as 	 I 
follows, "unable. to evaluate for heel wedge, lift do 
not. have rail for 

pt were 
	 to stand u. The 	 • s 

recommendations were as follows, "need to 	
• 
• FORM cusassnokors Previous Versions Obscene 	 ' 	 Event IOK.J3011 
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W 435 Continued From page 14 
reevaluate witherapist to determine definitive 
adios:Dent. If so, •uteri need to know how high. 

' Than would just heed to drop off shoes w/719 
form completely filled out. Do not need pt 
(PatIOD)6) wide ba tik." 

Interview with the facility's Licensed Practical •  Nurse (LPN) and Registered Nurse (RN) on 
December 1, 2011, at 11:18 ern., and review or 
the February 24, 2011, orthopaedic consult 
revealed Glientlit's heel wedge was still pending 
further evaluation and repairs,  

The facility failed to ensure the timely oversight 
l a nd Monitoring of adaptive equipment to 
ensure .her health and safety. 

3. The facility failed to ensure Client *Vs 
dentures were, efitted as recommended by the 
dentist to ensure a proper fit. (See wasej  

t WING . 
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This Stature will be met as 
evidenced by; 

i 	 1. The large scrapes have 
been repaired. 

• 2. The large scrapes have 
been repaired. 

• 
In the fame the RD for the home 
will thoroughly complete 
environmental walkdirough of the 
home and report any concerns to 
IDI's maintenance departhient 

	

1990 3504.1 1401jSEKEEPJNG 	 . 	 11.090 
, 	 . 	 • 	 - 	 - 	 . 	 , 	 . 	 1 The Interior and exterior of each G11,MRP snail be 

maintained Inia:ealei clean, 'orderly:attractive, . I 
andsanday mariner eind•be free of • 	 i 
accumulations. of dbt rubbish; end objectionable ' 
odors.. ;. • 
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SULFAARY STATEMENT OF DEFICIENCIES. 
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REGULATORYCIR LAC ID•(TIFYING INFORMATION) 

This Statute 	 rIbt iftet as-evideiteci by: • • • 
• Based on observation and interview(the group 

home for persons.with intellectual disabilities • 
' (OHM)) Maintained the Interior and piterlot of 
the facility Innate, clean, orderly, attractive,;  and , 
sanitary Manner, except for the folloWing 
observations, for four of the six redidents of the 
facility. (Residents0, #4, #5 and #6) t• •  

The findIngkinclUde:' . 

1. On Nov,ember 30,2011, at 11:15 0,m,. there • 
were numerous, large scrapes observed OR the 
paint la the bedroom shared. by Residents815 and 

a The mos•notable damage was observed on. 
the , closet doors and the wall between the closet 
doors. 

2. tn:November 30, 2011, at 11:30 a.m., there 
were numerous, large scrapes observed. on the 
paint In the bedrOom shared by Residents #1 ,and 
#4. The most notable damage was observed on 
the closet doors and the wall between the Closet 
doors. 
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' PROVIDERS PLAN CF CORRECTION 
(EACH coactacnvg ACTION SHOULD BE 
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1160 3507,1 POLICIES AND PROCEDURES 	 1 80 

Each GHMRP shall have On.site a written Manual 
describing the policies and procedures It will , 

 follow which•shall be as detailed as ,Is necessary 
to Meet the heeds of each resident served and 
proylde guidance to each staff member. 
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1160  • Contimied From page 
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This Statute IS net, met 
Based on. obsetyatioriand 
home Tot persona %an:Intellectual 
(GHP11)failecno-have 
procedures alarmsl on 
review by staff op thetirst 

The finding includes: 

On November .29, 201.1, 
manager (HM), the. qualified 

. disabilities Profeissional 
sUpervleOntregiStered 
not have an Updated abliales 
manual In the- facility. 'The 

- manual that she had been 
more than e.year earrierand 
thw Most recent Policy 
the OOP stated that she 
their corporate Office to 

• . procedures manual to the,lac011y. 
00. 2011,, at. 4:40 p.m.. 
brought a poiroles manual' 

I 183 3500.4 ADMINISTRATIVE 

Each oHMRP shall have 
who meets the requirements 
shall: manage the GHMRP 

, approved policies and this 

This Statute is not met 
Based on observation, 
review, •the group horns 
intellettuel disabilitles's 
intellettual disability professional:(01DP) 
ensure the.coordinetion 
the health and safety, for 
sampled' clients, (Residents 

NeutIlh Rockall Ilan & Llesnolne AfirnMI•AT.A... 

1 	 . 

as evidenced: by: 	 , 
interview, the.grorip 

aleabilitteii 
a written policies end 
site.and available for; 

day of the survey. 

. 	 I 

at 5:20 Cirri., The house .1 
-intellectual 	 ; 

(QIDP) and the 	 : 
nurse (RN) stated [herdic! 

and procedures  ei 
HM presented a 	 ' 

	

given at orientatian 	 • 
said It dldndt reflect 

changes., A15:20 emir , 	 : 
Wouttlesk someone at 

	

bring a!pollcies and ! 	 • 
On NOvernber . 1 

	

en agency employee : 	 • 
into the facility. • 	 • 

SUPPORT 

a Residence Director . 
of § 3509.1 and who' 

in accordance with 
chapter. 

as evident:ed.by: 
staff Interview. and record 
for ;persons with 
(GH1210) qualified - 	 . 

felled to 
of services to promote 
My of the three 	 ' 

$1 and #3) 

 1160 	 • 

. 

; 

i 

• 

. 

. 	 ' 

1103 	 . 
 

' 

' 1160 
This Stature will be met as 

•evidenced by: 
All IDI homes were provided with 	 , 
new Standard Operating Procedures 
Manuals within the past 6 months, 
Director of Residential services will 
provide another copy of the manual 
to the home. The QDDP will be 
responsible for ensuring availability 
of the manual and that it reflects 
cu 	 ch rrent policy 	 anges. The DRS 
will request periodic reporting of 	 I 

status of manuals in the home. 

1183 

evidenced 
This Stature will be met as 

 by; 

1. See W227 
2. See W240 
3. see W356 
4. See W436 

• 
• 

• 

3 ‘ 	 . 04.3 0 

i 

, 

Itielft 

STATE FORM 	 cw 	 11.13011 
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1206 
1206 
Consultant #1, #2, #3, 4, #5 
updated health certificates have 
been placed on file. IDI Office 
Management will ensure that 
documentation of all consultant' 
health status is maintained in 
accordance with policy and 
procedure/22 DCMR, Chapter 35. 
WI Office management will keep a 
schedule when health certificates 
are expiring and follow-up with the 
consultants to secure a copy of the 
updated health certificate before the 

. expiration date. 
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I 133 Continued From page 2 

The findings Include: 

I, The GHPID's rDIDP failed to ensure that the 
. Individulal Program Plan (IPP) Included objectives 
to meet the cilantro needs as recommended by 
the Interdisciiiiihrgry feehi. •See W227] 

•2. 'The,GHPID's OIDP failed to ensure: clients 
•retielved.Oontinuous,nctIve treatment. [See 
•W2414] ..• 

3. The $HPID's QIDP failed to ensure the 
coOrdlnation of dental. services. [See W356] 

4. The IGHPID'S.01DP falledio ensure. the 
•mointentrige and oversight of adaptive 
equipment. [W436J 

1205 3509.6 PERSONNEL POLICIES 

Each employee, prior to employment and 
annually thereafter,. shall provide a physician "  S 
certification that a health inventory has been 	 • 
Performed and that the employee' a health status 
would allow:him or he to perform the required 
duties. 

This Statute isnot mat as stddented by: 
• Based qn•Intenriew and record review, the group 
home for Persons with Intellectuidclisabilltios% 
(GHPID) failed to ensure that' all health care 
professionals had current health certificates, for 5 
of the 14 Consultants. (C1, CZ C3, C4 and C5) 

The findings Include; 

swatter sTATEtiEm:OP DEFliciaNCIES 
(EADNOESIOENCV MUST BE trescaoto eY.FOLL 

ftESEXATORY OR LSOIDENTIPANO INFORMATION) 

I 21.301 1 

comptsrs 
DATE 

i.  STREET ADDRESS; ant. STATE, VP coca 
6520 'tar STREET, NW 
WASHINGTON; DC Imola 

(X2) MU271pLE CONSTRUCTION 
A. EsUEC ING 
81, wuto 	 ,  

(20) DATE CURVE', 
COMPLETED 

12/0112011  
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STATE FORM 

If conlInuallen sheet 3 of 18 



I 

01/08/2012 15:47 FAX 3012708012 
	

IDI 
	 a 020/032 

PRINTED: '12120/2011 
FORM:APPROVED Realt,h Reaulatran Licensin %Unlink:0260n 

1200.. Continued From page 3 

On November 30, 2911, beginning at.3:00 p.m,, 
review of the .personnel records failed to show • evidence of a current physician's health 
inventotykettifIcate For the following; 

- peychologiat 1 (C1); 
- PaychOltigist 2 (C2) 

nutritionist (C3) 
. 	 - psychiatrist (04); and, 

- pharmacist (05). 

On November 30, 20n, at' a:35 p.M., the house .1 
manager acknesaledged that there was no 
evidence of health .  Inventories performed by a 
physician far the aforementioned personnel. She 
Statedshe would seek additional Information from 
their coMbratti office: No additional information 
was presented before the survey ended the 
following .day.' 	 ' 

This is arepeat deficiency. See Licensure 
Deficiency Report, dated November 12, 2010. 

644) .1D 
PREFIX 

TAO 

l OolOgresutwey . 
cOSAPLETED . 

12101(2011  

• 

20012 

PROVIDER'S PLAN OP CORRECTION 
(EACH CORRECTIVEACTION SHOULD BE 

OROSSAREPERENCIM TO THE APPROPRIATE 
DEPiciaNcvy , 

' 	 PR) 
Mamma 

DATE 

gos 

itrATLITUgSFIZICEs 	 (xi) mvu'EvsuPfuERiGuA 	 pc2) MULTIPLE CONSTRUCTION ' IDENTIFICATIoNNUmsER: 
• A. EERIE°

I 
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WASHINGTON, DC 
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ID (EACH DEFICIENCY MUET.OE PRECEDED EY FULL 	 PREFIX REGMAYORY OR tSC IDENTIFYING INFORMATION) 	 TAO • 

1201 3512.2 .RECORDKEEPING: GENERAL 	 1 201 PROVISIDN$ 

Each redOrd shall be. kept in a centralized. file and 
. made mini:able stall times for inspection and 
review by personnel of authorized regulatory 
agencies. 

This Statute is not met as evidenced by 
Based on Interview and rechrd review, the group 

. home for Dersons'irith IntelleCtual disgbiltties 
' (GHPID)•alled to ensure that all the required 
administrative records were available for 
inspection, for two of the 'seven nurses providing 
services. (N1 and N2) 

' The:findings include:.  
Heroin neguteuon a Licenska Administration 
STATE FORM 

sew 

1261 
Thts Stature will be met as 
evidenced by: 
Nurses Ni and N2 have current 
updated files. During the survey 
process QDDP and Human 

. Resource Director will provide all 
files requested to the surveyors in a 

timely lkshion. 
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ID 
PREFIX' 

TAG 
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1261 Continued From page 4 

PO NOVemder 29„.2011. at 5:211'run ,.•The qualified intellectual disabilities professional 
(OIDP) agreed to make available forreview the 
personnel records of all employees, including 
nurses. On November 30, 2011, beginning at 

, 1:15 p.m., review at the personnel records 
' revealed no evidende of a current admihIstrative 

recprd for two riurses (NI and N2). At 2:30 P.m., 
the house manager said she Would follow-up With 

• the: agency's Mein office. NO additional. 
information was presented beforethe.SUrvey, • 	 . 1 
ended thefollowino day. 

With no record availablefOr reyleW,.stirVeyOrs 
were enable to verify that the two nurses had 
current licenses.  o practice In the. Mallet of 

•Cplum bit, maintained current CPR certifications 
and that they had current health certificates that 
were signed by a physician, 

1271' 3513.1(b) ADMINISTRATIVE RECORDS 

Each GHMRP shall maintain for each authorized 
agency ' s Inspection, litany time, the following 
administrative records: 

(b) Personnel records for all stiff Inciluding Job 
descriptions eitherat the GHMRF' or in a  central 
office and made available upon request; 

This Statute .1s not metes evidenced try: • Based on Interview and record review, the gr4445 
home'for persons with Intellectual rilizabilitles 
(GHPID) failed to ensure records were available 
for Inspection by personnel .of the Department of 
Health, Health Regulation and Licensing 
Administration. 

The findings 	 Include: 
Heallh Regulation & Licensing AdInInstrabon 
S TATE FORM 

1 271 

WIN 
II civemmtion sheet S or 1B 



1271 
Tbis Stature will be met as 
evidenced by: 

1. IDI's Human Resources 
Diratur and Training 
director will ensureithat 
employees files are 
updated to reflect current 
certifications. The 
training director will 
coordinate with the 
CPR/First Aid instructor 
to ensure documentation 
of successful completion 
of the course is provides in 
a timely fashion. 

1 

2. Nurses NI and N2 have 
current updated files. 
During the survey process 
QDDP and Human 
Resource Director will 
provide all files requested 
to the surveyors in a 
timely fashion. 

1 Consultant #1 updated Health 
Certificate have been placed on file. 
IDX Office Management will ensure 
that documentation of all 
consultant' health status is 
maintained in accordance with 
policy and procechre/22 DCMR, 
Chapter 35. 
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PREFIX ' 
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1211 C.ontinried,Fre•We page 5 

• ' 1.. On November 30, 2011, beginning at '1:15 
p.m.. review of the personnel records failed to. 
show eVIdetiee that Si had received Current 
Cardierminloryary ResPaeltation•,(CFR) ' 
certification. A signaler° sheet indicated That she 
had attended .a training; class on February 2,' 
2011:.however, there was no evidence that she 

• had completed all steps necessary for 
certification. . 

• 
1 On November 30, 2011', at 3:35 p.m., the hodse 

manager (HM) acknowledged that there was no 
mfidenca of current CPR certifleation for S1. At 
3:45 p.m.. the HM reported that'thelr huthan 
resources officer had Informed her by telephone , 
that Si had indeed passed the test. The HM 

' further elated she wat/Id seek. written 
documentation' showing evidence.  hat S1 had 	 f 
received an updated CPR certification; however, I ' 
no additional infOrMation was presented before 
the survey ended the fallowing day. 

• 2. On November 29,.2011 at 5:28 p.m., the 
qualified intellectual disabilities professional ' 
(OIDP), agreed lo make avalladietfrr review the 
personnel records &MI employees. Ineloding 
nurses. On November 30, 2011, beginning at 
1:15 p.rn,, review of the personnel records• 
revealed no evidence of a' current administrative 
record for two nurses (N1 and N2).. At 2:30 P.M., • 
the house manager said she would follow-up with 
the agencys main office. No additional 
Information was presented before the survey 	 : 

. ended the following day. • ' 

I 379 3519.10 'EMERGENCIES 	 II 379 

• 11271 

Health Raoulallem & 
STATE FORM 

In additionto the, reporting requirement lo 3519.5, . 
each GHIVIRP shall notify the Department of 

Licanaing AdmImstratIOn 

6101 	 KJ3Q11 
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1379 
This Stature will be met as 
evidenced by: 
The Incident Management 
Coordinator will amend his 
investigation of the incident for 
Client #1 to include all pertinent 
interviews. The COO and DRS will 
continue to review the 1MC's 
investigations for thoroughness and 
accuracy. 

:t 115 1 0L 

ri
I  
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1 072 Continued From page 6 
Health, MealthFaceitiesDivislonoranyother 
unusualincldentoriventWidasubstantlally 
interferes a resident's health: welfare, living 

	

arrangement, Wellbeing or in any other way 	 • 
, places theretidentetrisk. Such notification shall 

be made by telephone %Immediately and shall be 
followed, up byy, written notification within 
twenty-fdut124) hours or the next•work day. 

This Statute IS not Met as evidenced by: . 
Based on interview and review of the resident's 
records, the group•orne for persona with 
intellectual disabilities .(GHPID) failed to provide 
written notification the Department of Health 
(DOH) for one of the three residents in the 

• sample.. (Resident #1) 

The finding:Includes: 

On •November 29, 2011, at approximately 5:30 
p.m.', a :request of the GH15113's incidents and any ; 
corresponding Investigative tenonswere made to 

	

the GHPICvs qualified intellectUal: disabilities, 	 ! 
• 'PrOfessional (0113P). On NOvember 30, 2011, at 1 

approximately 3:30 p.m., the GHP11:re incident 

	

management coordinator. (WIC). delivered the. 	 • 
incident reports and corresponding investigative . 
reports to the SHPID. 

• 
ReIdew of the Giiipto's froldent reports on 
December 11,2011, begrnning at 9:o0 
revealed the following: 

On September 113, 2011, staff discovered a small 
mark. under Resident #1's left eye. On December 
1, 2011, at apPioximately 11:30 a.m., an Interview 
was held with the house manager (HM) and the 
qualified intellectual disabilities professional 

• 1 379 

les I lh Regulaon & UoonsIrtgadmitustrIMIon 
STATE FORM 
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I 379 Continued From page 7 	 1.379 

(OOP) to ascertain information related to the 
'aforementioned Injury, According therletervIew, 
the Incident Managemenh Coordinator (IMC) 
completed an investigation but was not available 

, for interview, Review of the corresponding 
Investigation and Resident SI'S record felled to 

• Identify any Information related to the sike•of the 
. Injury, measures used to treat the Injury:a-the  
•status of the 'intirry as it healed., Additionally. 
further review of the IRVEMAtlafit1011 revealed that 
the licented•practil4 pUrsis (LPN) categorized 

• injury as "bruise." Further review of the 
incident report revealed that the administrator 
was notified of the Injury on September 19, 2011, , 
three days. after It occurred, At. the time of the 
survey, the GHPE). failed to ensure the 

'administrator Wet Immediately notified of 
Resident #1's injury. 

1399' 3520.2(1) PROFESSION SERVICES; GENERAL 1399' 
PROVISIONS 

Each .GHMRP shall have available qualified 
professional staff to carry out and monitor • 
necessary ProfeatibrIal interventions, In 
accordance with the goats and objectives of every I 

, individual habilitation' plan, as determined• to be 
. neoeSsary by the interdisciplinary•team. The 

professional 'services may holude, but not be 
limited to, 'those services provided by individuals 
trained, qualified, and licensed as required by 
District of Columbia law in the following 
disciplines or areas' of services: 

(I) Speech andlanguage therapy; and... 

This Statute • Is not metes evidenced by: 
Based on Interview and record', review, the group 
home for Orisons with Intellecnial disabilities 
(OHPID)Nited.tb ensure that a, .copy of  

Health Regulation glUoentling•aininiSV011on 
STATE HAM 	 too 	 N413011 

IRLE CONSTRUCTION 

IRELOINCt 

Il eaRnuadon shoot 8/if al 

1399 
This Stature will be met as 
evidenced by: 
Consultant #1 current license and it 
has been placed on file. ID! Office 
Management will ensure that 
documentation of all consultants 
license's maintained in accordance 
with policy and procedure/22 
DCMft, Chapter 35. 



1400 
This Stature will be met as 
evidenced by: 

1. See VV322 
2. See W356 
3. See W$36 
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1399 .Ccintini.)ed FrOrii page 8 	 r t age 
professional orWientialsmas •maintained for each Individual providing professional services at the 

Tor 1 of the 14 consultants (C6).•ae 
required by Diatrictofttplurnbla law, In the 
following discipline or area: 

•) Speech and Language Therapy. 

The finding includes: 

On November 30,'20'11,, beginning at.3:00 
review orthe,personnel records revealed the 
GHPItitailed to have evidence that one.of the 
two speech language pathologists under contratt pay had a current license to practice ET The 
DIstric•tlf Columbia. The record indicated that the 
speech language pathologist applied for alicense 
on April It, 2011, 

On November 30, 2011, at 3:35 p.m., the house 
manager acknowledged that there was no 
evidence of cUrreof a Orofisselontill ilisensefOr CS, 
She confirmed that the 'consultant had, performed 
assessments for Resident #2 oh March ff, gam 
respectively She further confirmed that the 
consultant had provided In-service training for 

' staff on.Februery 15. 2011, after having revised - 
the formal communication training programs for 
all six elle residents oft* GHPID. 

I 400 3520.28) PROFESSION SERVICES: GENERAL i 1400 
PROVISIONS 

Each GHMRP shall have available qualified 
professional aloft to carry out and • monitor 
necessary professional interventions, in 
accordance with the goals and objectives of every' 
Individual habilitation• plan, as determined to be 

. necessary by the interdisciplinary team. The • 
professional services may include, but not be  
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I 400 COntinued From page 9 	 , 	 1400 

limited to, those services provided by individuals ,. 
trained, qualified, and licensed es *squired by 	 I 
District of Columbia law in the following 	 . • 
disciplines or areas Of sertIcee; 

(1) Recreation 
• 

This Statute Is not met as eVidenced by: 
Based IS1 Obsenkition, staff interview and record 
review,, the group home for Persons with 
intellectual•disebilities (GHPID) nurtelailed to, 
ensure that each Clients,' medical appeIntments. 
weroscheduied as ordered, for tvio;of theihree 

' clients lathe sample, (ResIdent#2 and./3) 

The findings Include: 

During the medication administration 
oblenraffOn, on November 29, 2011, at 7:11 p.m., 
the licensed practical mires (LPN) was observed 
administering Artificial Teats to Reside,nt#E. 

• 
Reviewof Resident #2's medicarrecord on  
November 30, 2011, beginning at 10:02 a.m., 
revealed an ophthalmologrst consult dated 
November 1, 2010. At that Vine it was 
reconiMended that the resident return in one 
year.  

Interview with the LPN end registered nurse (RN) 
on November 30, 2011, at approximately 12:30 
P.M.. confirmed that the resideni should have 
returned In one year. Further Interviewrevealed 
that an appointment had not been scheduled but 
she would contact the ophthalmologist office and 
schedule an appointment for Resident #2. 

2. The facIlltys nursing staff failed to ensure the 
.coordination of dental services to ensure all 
recommendations were met and address to 
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1400 Continued From page 10 , 
•ens-ure tile! properfitling of a client's detest 
(See W3613) 

' I400 
• 

I 
timely coordination Of orthcibecilb seridixbe to' 

' 3. Theft:101114,1s nursing alaff'falled to ensure the 

' erisure•the proper Molding/refittltig of 0 bilenre 	 • 
orthopedic shoes. [See W4S0J 

1  406 3520.8 PROFESSION SERVICE& GENERAL 	 1406 
PROVISIONS, 

Each professional service prOvided shall•be 
, documented In each.resIdenti s record. 

This Statute is not met as eyidenced )3r• 
'Satiety; record revreim and staff interwew, the 
facilltsrs nurse tilled to ensdneall treatment 
services were documented M accordance with 
the, physician's orders for one of three sampled 
residents,. (Resident #3) 

The finding inclUdes: 

Interview kWh.' the case manager on November 
30..2011 at 1241pm at Resident #3's.clay 

. program revealed she received noon 
' medications. The case manager presented a 
copy of the Medication Administration :Record 
(MAR) and Indicated Resident #3 received 

. Cranberry Caplet (CC) 300mg x 2 Tabs and 
Pentoxifylline (PTX) 400mg tab at noon. 

Interview with the facillbes Registered Nurse (RN) ; • 
and a reviewof Resident #3's reocirds on 
December 1, 2011, et•2:37 to.m. revealed several I 
dosages of the CC arid'the PTX were not 

• documented:at the day program And Were also I 
not documented .at the home, Thefacilitys RhN,! 
reviewed the MARS' from the day Progfaril against I • the MARs at the home and confirmed the.  

Health Regulation E. Lleen ng AOMMISfrallon 
STATE FORM 

I 406 
The RN will facilitate corrective 	 • 
action for the LPN(s) who failed to 
document the medication according 
to physician's order, The 1..P14's 
will receive training  on 

documentation. The RN will 
continue to monitor the MARS for 
accuracy. The RN will coordinate 
medication administration with the 
day program staff to ensure 
physician's orders arc implemented 
as written. 	 • 
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following documentation mom: 

• 1. October 18, 2011 - CC and VEX not 
. documented at dayprogram and home. 
• 2. September 19, 2(1•11 - documentation for 

administering the •medlcatIon.was riot dear on the 
MAR, the RN Ceilidhs:it Clarify the mark made on 
the MAR from the horrid. Linable to confIrM if it 
Was missed Or SthalaiSteaS:1; 

Aagala 12, 2011; CC not documented at day 
• prOgrarn and home; 
4—August 26, 20t1 CC and PTX Missed at day 
Program and hhome;

• '5. July 12, 2011 -CC not docurn.  anted at home 
. and day program; 
6. July 19, 2011 - CC not documented at home 
and day prOdram; 

' 7. JOY & 2011 PTX •not documented at home 
and day program; 
8. July 12, 2011 - PTX not documented at home 
and day program; 
9. July 1g, 2011 - PTX not documented at home 
and day program; 
ID. July 7, 2011' - CC not documented at home 
and day program; and 
11. June 7, 2011 PTX.  ot documented at home 

and day program. 

1 420 3521.1 HABILITATION AND TRAINING 

each GHMRP shall provide habilitation and 
. 	 . 

braining to Rs. residents 4o enable'  hem to. acquire 
and MaInfain those Iff e skills needed to cope 
more effectively With We demands of their 
envliromInts and to achieve thelr optimum levels 
of physical, mental and Social functioning. 

: This Stabile is not met as evidenced by: 
' eased on Observation,, interview and record 
review, the group home for persons with •  

wN 
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1420 
This Stature will be met as 
evidenced by: 
The QDDP will coordinate with OT 
for clarity on the recommendation 
for "client participation on self- 
feeding skills" The OT will update 
the assessment to 'if necessary to 	 • 
include a training program if 
deemed necessary. 
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1420 continued From page ,  12 

; intellectual disabilities (OHPID) failed to ensure 
•  

that the Individual' Program Plan 'WM.:Included 
objectives to Meet the itten•E needs as 
recommended by:the:Interdisciplinary team, for 
one of the three OlMnfs Ingle: sample. (Resident 
#2) 

The finding. Includes: 

During meal observations on November 29, 2611, 
at 5:15 p.m., a direct support staff was observed 
feeding Resident #2 using a high sided divided 

• plate, and a built up handle;spcion. • 

Interview with the staff at 5:30 ,p,m., Indicated that 
Rebldent #2.Wats dependent on stag during 

• mealt. At 0:00 p.m., the resident was observed 
turning Nage of Seyeral magazines, • 

Rev law off ResIdeint #Ws.accupadonai therapy 
assessment dated November 2,2010, on 
November 90, 2011, at 9:52 pan., revealed. a 
recommendationlor the resident. to participate 
withemphals on increasing her seif-feeding 
Skills, Review of the realdent's IPP dated April 5, 

	

. 2011, an Noverhber 30, 2011, at 415 p.m., 	 .1; 
revealed no evidence of a training Program to 
address the aforementioned recommendation 

' made byte occupational therapfst. , 
interview with the qualified Inteitedual disabilities • 
professionallaiDp) on December'', 2011, at 
11:00 e,rm, revealed that she had been newly 
assigned to Resident #2. Therefore was not 
aware of the recorhrnended training objective and,i 
no training program 1.4ed been ;developed. prior to , 
her arrival, 
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1422 Continued From page 13 

Each OHMRP shall provide habilitation, training 
and assistance to residents In accordance with 
the resident '  s individual Habilitation Plan. 

This. Statute is not met as evidenced by: 
Based on . observatiori, staff Intenilew and record  
review, the group home for poisons with 
Intellectual disabilities .  (GHPID) failed to ensure• 
residenbRecelvectcontinuous.acifve treatment, 
for one of•e three residents Inthe sample. 
(Resident #2) 

The findings include: 

PREFIX 
: Tno 

1 1422 

PRO.viDERS PLAN OF CORRECTION /goo CORRECTIVE ACTION SNOULO BE 
CROSS-REFERENCED TO THE APPROINBATE 

• • EFIGENCV• 

1422 
This Stature will be met as 
evidenced by; 
Q1DP will train the staff on active 
treatment to include program 
documentation and implementation. 
Q1DP will periodically complete in 
home observations of the 
implementations of the goals for all 
Individuals in the home 

(%M) 
COMPLETE 

OATS 

IS (S(o... 

• 
1-On NoVerhber 29, 2011, at 5:15' p.m., Resident 
#2 was bbeetved receiving her dinner. At £43 
p.m„ staff assisted the resident to the living room 
area and staff turned on the television.. At 5:50 

•pin., the staff was observed assisting the 
resident with using icommunication device. The 
device had pictures. of'the resident, a drink of 
liquid, a plate of food and a boom bordtelevislon. 
Once a picture was pushed the word was said. 
Staff was obsefved pushing the pictures of a 

• plate of food end the hoom box/television, to 
• Which one could hear a recorde •  Message, 9 am 
hungry and want to watch' television." 

Health Regulcban & Lir-shift AdmINSImbon 
STATE FORM 

• i 
On,Nevernber 29, 2011, at 6:40 p.m., Interview 
With the direct care Staff revealed that Resident .1 #2 used the device to express her wants. 

On November 30,2011,   at 2:5Q p.m., review of 1 
Resident #2's individual program plart ()P0) dated I 
April 4, 201 1, revealed a program objective which 't 
stated, "Given model demonstration, Otte 
resident] will activate, a low tech communication 
device in response to query related to 'four basic 
wants and needs with 80% mastery for 8 of '10 
trials per'sassion as measured by active 

eee 3011 . 
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treatment documentation." 

' On"Novern bear 30, 2011, at 3:30. p.m., reVIew of 
Resident #2's speech assessment, dated March 
6, 2011, revealed that she had severe speech 
and, hanguege.deficits. The assessment 
recommended that the resident receive exposure 
to cause and effect activities to Increase her 
overall responsiveness. 

interview with the H14 on November 30, 2011, at 
approximately 7:0Q p.m., revealed that 	 ' 
resident should use her,  ommunication device to 
express herwants, needs and/or desires prior to 
the selection presented to her. The staff, 
however, failed tO implement Resident #2's 	 • 
communication goal es. written. They did not 
Present the voice output/picture Communication board to Resident #2 prior 10 (or during) mealtime or leisure activity. 

• 2. Resident #2 did not participate In ' er Standing  
Program, as evidenced by the following: 

Observations were conducted on Resident** on 
N ovember 29, 2011, from 4:00 p.m., until 7:00' 
p.m. At 4:00 p.m., Resident #2 arrived home 
from'  ay program' and staff was observed 
assisting the resident into her bedroom. Upon return from Resident #2's bedroom, the staff assisted the resident to the living room, she 
watched television and participated in sensory 
activities Involving smells andlextures. At:5;15 

: 	 Resident #2 was observed receiving her 
! dinner. Alter• dinner at 5:43 p.m., staff assisted 
'the resident to the Wing room area and staff 
turned on the television. At ,5`.58 p.m., the staff was obserVed assisting:the resident with tiling a 
communication device. 
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Rayipw qf Resident 1/2's indbildual• program plan 
(IPP) detect/wit 5, 2011., at 2r50 p.m., on 
November 30, 2011,•revealed a program 
objective which stated, "[the resident) will stand I. 
for at least 5'minutes every 30 minutes that she Is 1, awake at 100% accuracy fOr one Month: 

On NoveMber 30, 2011, at 4:00 P.m., Ivan 
interview with the direct support staff who was 
alstP/nd. to ResidentS2 on the evening of 
Noveraper29. 2011, revealed that the resident 
did not participate in the standing program, as • 
required. 

The stattfailed to provide the resident with the 
, opparfunIty to participate hi her standing program. 
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