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“A racelgziagtion survey was conducted from | i MJ of' g I 2 .
Novembsr 30, 2011 through December 4 20M. i rtment of Hy
| Asample of three olients was selacted froma | ; Healh Roguiation & Licsnsing Adminietraion.
' Population of aix women with various irttellectual | ;  intermediate Care Facilties Division !
and developmentzl disabilfties. This surveywas | 899 North Capitol St, N.E. ;
* Initiated utlizing the fundamental survey process, ! i " Washington, D.C. 20002 P
:' The findings of the survey were based on ° '
i observafions and Interviews with staff end clients '
* " inthe home and at two day programs,.as wall. as [
+ a review of cllent and administrative records, i
: Including Inckient reports. : ’ i
W 153 483.420(d)(2) STAFF TREATMENT OF CLIENTS | W 153 Wiss I ! JIEYAP]
_ The facillty must enaure that.all-alisgations of , | This Standard will be wet as
'mistreatment, neglect or abuse, as well as | | evidemced by; . .
- ifjuries of unknown source, are reported - [ * The QDDP who was assignedto .
. immediately to the adrinistrator or 1o other i i the home is no longer employed at i
' officlals in accordance with State.law through. | . IDL The new QDDP bas been < '
 eslablished procedures, ,| | trained on Incident management ;
3 ' ' | policies end procedures. o
. _ o . ! 1 Ttis the expectation that all '
. This STANDARD is riot met as evidenced by: | | incidents are reported to the '
.- Based ofrinterview and review of the cllent's i | administrator in a timely fashion. ;
. records, the facllity falled to ensure that all | | The Home Management staff will o
" Injurles of unknown origin were reported [ 11 be retrained om reporting fncidents . . |
» Immediately {o the administrator, for one of the H il as it relates to injuries. ' ;
, three clients in the sample, (Client #1) : i ' ' ;
" The findings includes: ' ; i
] ,
- On November 29, 2011, at approximately §:30 | , N
- P, a raquest of the facllity’s Incidents and,any : |
; corresponding Investigative reports were made to ; !
: the fagiity’s qualified intellectual disablilities |
 professional (QIDP). On November 30, 2011, at i !
approximately 3:30 p.m., the facility's incident o k
LA RV PIRECTORg OR PR vnnewnijvmen REPRESENTATIVE'S SIGNATURE TMLE (%) DATE
i i (9D 12/30]{]

| FaoyID: 096130 _

may be excused from camecting providing It ls determined that
rsing homes, the findings stated above ane disclosable 80 daya
¥8, the above findinga and plgng of corraction aka diaciosable 14
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10 ' PROVIDER'S PLAN OF SORRECTION
{EACH CORRECTIVE ACTION SHOULD BE

. DEFICIENGY)

manggeient coordinator (IMC) delivered the
incident reports arid corresponding investigative
reports 10 the facility,

‘Review of the facility’s incldent reports on
Deceamber 1, 2011 begimingat 9:00 a.m, -
. revealed, the following:

.'On September 16, 2011, staff discovered a smail
t mark under Client #1's left eye. On Detember 1, |
2011, at mpproximately 11:30 a.m., an Interview i
“was held with the housa manager (HM) and the |
" qualified intellectua) disabllities professional |
(QIDP) to ascertain information related to the i
aforementioned injury, Acocording the-interylew,
-, the Incident Manragement Coordinator {IMC)
- omplelad an investigation but was not avallable
i far irterviéw.” Review of the corrésponding ;
investigation and Cllent #1's record Falled to
" identify any Information related 1o the size of the
injury, measures used to treat the Injury, or the,
+ status of the Injury as it healed, Additionally,
 furtiher review af the Investigation revealed that
- he licensed practical nyrse (LPN) categorized
theinjury as a. "brulge.” Further review of the
incident report revealed that the administrator
was notifled of the Injury on September 18, 2014,
' three daye. after R.occurred. At the time of the
- survey, the faclity falled to ensure the
adminlsirator was immediately notified of Glient
#1's Injury,
W 154 | 483,420(d)(3) STAFF TREATMENT OF CLIENTS

“ The facllity must have. evidence that all alleged
- violations are thoroughly investigated.

1
1

- This STANDARD ig not met as evidenced by: |

|

. |

T W 153; Centinued From page 1 : ]l
!

:

W 154

!
I

f
|
|
I
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W 154: Continued. From page 2 |

Basad on interview.and recond réview, the facity |

falled to ensure-all Injurfes.of unknown origin and
medication efrore ware Investigated, for one, of
- the.two clients'in the sampie. (Client #1)

The finding includes:

" Review of the facllty’s Incidents reparts, including

-avaliabla corresponding Investigative raports, on
Decamber 1, 2011, beginning at 9:00-a.m.,

, fevesled that on September 18, 2011, staff

" discovered a small.mark under Clierit#1's left 1

eye. Review of the investigation report dated

October 7, 2011, on December 1, 2011; at

approximately 11:00 &.m., the ingldent '

management coordinator (IMC) interviewed “only" :

the license- practical nurse (LPN). The LPN "

stated that upon the client's return from day

praogram the LPN observed a bruise on.Client

#2's {eft eye; the staff revealed that they did not

cbserve anything from that moming; and the'

. qualified Imellectual disability professial (QIDP)

: Stated that the, cllent bumped her eyé while in bad

+and didn't t¢ll anyone initially.

- The faility failed to ensure that this. Injury of
Unkrawn arigin was thoroughly investigated for
Client #1°s bruise under her left eye. .
483.430(a) QUALIFIED MENTAL RETARDATION
PROFESEIONAL

'_Each dlient's. active treatment.program must be
"integrated, coordinated and monitored bya
qualffied mental retardation professional.

W 158

'
f

|

" This STANDARD Is not met as evidenced by
Based on observation, staff Interview and record ;

w154 w154
" | The Inciden: Management '

investigation of the incident for
Client # to include all pertinent
. interviews, The COO and DRS
" will continue to review the IMC's
¢ investigations for thoroughness
"' and scouracy. '

st

e ey

et e e ——— ey o
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W 159 Conlinued From page 3 W59/ wisg Cllsi
review, the faciiity's qualified inteliectual disabiilty i This Standard will be met as i
» professipna) (QIDP) falled to ensure.the . 1 evidenced hy: . . !
 coordination of services t promote the health 1. See W227 !
“and safety, for lwo of the three sarapled clients. ! 2. SecW249 :
(Clients #1 and #3), , ! 3. See 'W3sg '
: ‘ L 4. See W436 :
Thefindings Include: | oo R |
+ 1. The facility's QIDP falled'to ensure that the' : . [
" Individual Program Plan (IPP) indluded objectives ’
 to meet.the cllent's nesds as recommendad by ! |
the interdlsciplinary team. [See waz27] ! |
| :
2. The facliity’s QIDP failed to ensure cllerits ; :
received continuous active treaiment. [See i )
) t N
3. The facilty's QIDP-falled to ensure the i ' j
coordinaion of dental services. [See Wase| | b
- | A R ’
4. The faciiity's QIDP failed o ensure the l
Mmaintenance and oversight of adaptive i
" equipment. (/438 - ) . _
W 227 453.440{¢)4) INDIVIDUAL PROGRAM PLAN I w227 — : 12/30) 1)
The individual program plan states the specific : This Standard will.be met as
objoctives necassary to meet the cllent's needs, | ; evidenced by: . )
. @ Identified by the somprehensive assessment | i The QDDP will coordinate with
required by paragraph {c)(3) of this seclion. : OT forclarity enthe
' : ‘ ' i i recommendation for “client
: ! participation on self-feeding skdlls”
: . J The OT will update the assessment '
. This STANDARD is not met as evidenced by: ; to if necessary to include a traifing i
+ Based on observation, interview and record | program If deemed necessary. ,'
review, the facllity faliad to ensura that the i . i
- Individual Program Plan (IPP) included: objectives ' ;
to meet the client's needs as recommended by !
the interdisciplinary team, for one of the three :

FORM CMS-2667(02:03} Pravious Versians Obsalel Event I0: KJsQt1 Fasliity iC: 09G'130 : it conlinuation sheet Page 4 of 15
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W 227 Continued From page 4
qli‘e;ns in the sample.. (Cliont #2)

The finding Jacludes: 4
* During meal abservations on November 29, 20171, |
. at5:16.p.m.., & diréct support staff was.bbserved
, feading Client #2 ueing a.high sided divided plate,
: arid a bujlt up. handie SpOon.

- Interview with the staff at 5:30'p.m., indicated that
- Cllent #2 was dependent on ataff during meals.
Ar8:00 p_in., the client was observed tuming .

* . pages of seveial magazines. 3

+ Review of Client #2's occupational therapy I
- assessmient dated November 2, 2010, on - ' ;
. November 30, 2011, &t 3:52 p.m., revealed a .
; recommandafion for ‘client parficipation with :
| @mphasly on Increasing her self-feeding skilis. |
i Review of the client's IPP dated April'§, 2011, on !
' November 30, 2011, at 4:15 pum,, revealed no |
; evidence of a traiining program to address the l
 afdfemertioned recommendation made by the
, 6ccupatidnal therapist, o
l
i

+ Interview with the qualified intallectual disabilities
 professional (QIDP) on Decerber 1, 2011, at

- 11:00 a.m., revesled that she had besn newly
 assignad'to Cllant #2. Therefore was fiot aware
~af the recommenged training objective and no

: tralning program hat beert devsloped prior to her
' amrival .

‘@l , . -
W 249, 483.440(d){1) PROGRAM IMPLEMENTATION

..As soon as the Interdisciplinary team has

» formutated a olient's individual progrei plan,

- @ach clienf must-receive a ¢ontinuous active.
treatment program consisting ¢f needed

i

- W22z

B

el — L

- ———

W 240
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This STANDARD is.not met g evidenoed by: | 20l ndividuals in the home,
+ Based.on obsarvation, staff Interview and record ‘ "
: teview, the Tacility falled to ensure clients
" received continyous active treatment, for one of
the threa olients in the sample. (Client #2)

01/08/2012 15:45 FAX 3012708012 101
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T SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (e
PREFIX EACH DEFICIENCY MUST BE ¥ .
ol kst TR ol -5 o A
! ' I . . I I
. !
W 249 Continued From page 5 ,! w 249! w249 IS
' interventions and setvices in sufficlent number l | QIDP will train the staff on active T
and krequancy to suppart the.achievement of the ! \ treatment to include program C
objectives ideritified In the Indvidual Rrogram ; ' documentation. :
plan. - . ] 1 ' QIDP will periodically complete in
! | ' home observations of the i
i i implementations of the goals for ‘
|
. ]
(I

——— e ————— ———

The findings. Include:

- 1. OrrNavember 29, 2011, at 5:15 p.m., Client #2 |
. was observed recelving her dinner. At5:43 p.m.,

 Staff assisted the cliont to the Jiving room area
-and staff turned on the television. At 5958 p.m.,
the.staff was observed assisting the clierit with

' using a communieation device. The device had
pictures of the client, & drink of liquid, a plate of

" food and a boom bex/telavigion. Orce g picture
was pushed the word was said, Staffwas
observed puyshing thé pictures of a plate of faod
and the boom box/telévision, to which one could :
hear a recorded message, "l am hungry” and " }

, want to watch television."

. On November 20, 2011, at §:40 p.m., Intarview - ;
| with the direct care staff revaaled that Client #2 !
|
|
]

T e e ..

. used the device to express her wants. i

On Navember 30, 2011, at 2:50 p.m.. review of '
' Client #2's Individual program plan (IPP) dated
April 4, 2011, revealed a program objective which .
stated, “Gliven mode! demonstration, [the ‘client]
will activate a low tech cormmutrication device In

FORM CMS-2057(02-89) Previoos Varsloos Otediets Event 10: KIIQ11 Fachiy iD: 096130 if coninuation sheat Page 6of 15
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- W 249 Continued From page 6 : W 249
response lo query ralated e four basic. wanis and : !
needs with 80% mastery for 8 of 10 trials per | , L - i
segsion #5 measurad by active treatment : ! . ;
" documentation.” " ' '

- On November 30, 2011, 4t 3:30 p.m.. review of
: Cllent #2s speech assesamant, dated March 8,
1 2011, revealed that she had severe speech and !
. lariguage deficits. The assessment
 rebommended that the cllent recalve exposure to |
i cause and effect activitles to increasd her oversll -
i reSponsivehess. . o

" Interview with the HNI oy Nevember 30, 2011, at | Cb
. approximately 7:00 p.m., revealeg that the client | r
shouid use her communication device o express

her wants, needs and/or desires prior io the: y
* selection presented ta her. The staff, however,
, falied to implament Glient #2's communieation
- pdal a8 writlen. Theéy did not present the voice
-Qutput/pleture communication board to Cllent #2
«'prior to (or during)- mealtimé or leisure activity.

2. Client #2 did not participate. in her standing o . . .
program, as evidenced by the following; ; ' : i

———

: Observations were conducted.on Client#2 on. |
' November 29, 2011, from 4:00 p.m., until 7:00 '
B, AL#:00 p.m., Cllent #2 arrived hame from !
" day program and staff was observed assisting the
“clignt Into her bedroom. Upon return from Cilant ' " . |
+ #2's bedraom, the staff assisted the client to the : i
sVving room, she watched telsvision and - b
| participatad in sensory activities involving smeils - " ) :
_and textures. At 5:15 p.m., Gllent #2 was ' :
. observed receiving her dinner. After.dinner at
§:43 p.m., st=ff assisted the, cllent 1o the tiving
. Foom area and staff turned on the television, At

H .
13
{
1

FORM CMS-2567(02-99) Pravieus Varsions Obsolile ) Evert 10: KJ3Q1 Fadllly ID: 6@ 130 If contipuation shast Pags 7 of 16
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W 249 Continugd. From page 7 . © W 248! '
5:68 p.m.,.the staff was obaerved assisting the ! " I
clietit with using & cormmunication device. : ' :
e ! . ] . . , ’ I': "
. Revisw of Client#2's Individual prograrh plan ;' I
(IPP).datod April 6, 2011, at:2:50 p.i., on i i)
_ Noverribei 30, 2011, revealed o, program H i
* objegtive which stated, "Tthe lie t) will stand for l I
@t least 5 minutes every 30 minutes that she is ! 1
" swake at.100% aceuracy for-one maonth,, i I'
On Novamber 30, 2011, at 4:00 p.m., In an ' i
interview with the direct support staff who'was i i
assigned to Client #2 on the evening of . X )
Novembier 29, 2011, tevesled that the clisit did - .
not partiolpatein the standing program, as . i '
_required. { : ,} w322 1] §5)R
' , RN wi n th on ?
; The stafffalled to provide the ciént with the . ! m}:ﬂ;;;':ﬁmm’:mmm '
. opportunily tq participate In her standing program, ' The medical appolntment was
W 322 '. 483.460(8)(3) PHYSICIAN SERVICES . w 322.1'  scheduled for 1/30/12. The QDDP ' :,
' The facility must provide pr obtain preventive and ; ::m.. withatr:nﬂ?nﬂ;‘zmg to I:
general medical carel. : ! | ensure appointment are belx: !
| | scheduled in accordence to L
, ' - reco:_nmcudaﬁoqs. The RN wiil
This STANDARD is not'met as evidenced by: facilitate corrective action for the
Based on dbservatibn, staff interview and record | LPN(S) who fuiled 10 schedule the
. Tevigw, the facllity's medical staff falled to-ensure : Eppomtment as recommended.
" that each clients* medical appointments wera
: schaduled as arderad, for one of thfee dllents In
. the sample. (Client #2)
' |
: The finding includes: ' I
During the medication administration observation, v
on November 29, 2011, at 7:11 p.m.. tha licensed ! ;
practical nurse-{(LPN) was observed administering . : ' _
FORM GriS-2087(02-99) Previtus Varsions. Otsolole Event ID:KJ3Q11 Fl;llule: 09GT20 If continuation sheet Page 8 of 15
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o — J
W 322 Continued From page 8 : J . wazz | ;
 Artificlal Tears to Client #2, - P y ' ' !
Roylow of Qlient'#Z'S. medical record gn , ' . .
. November 30, 2011, beginning at 10:02 a.m., . ., !
: revealed an ophthalmologist consult dated - : ' :
* November 1, 2010, At that time, It was . "
{ recommended that the client return In oneiyaar, Il !
i i I !
“Interview with the LPN &nd registerad nurss (RN) | i
an November 30, 2011, at approximately. 12:30 (- !
p.rm,, confirmed that the client should have 1 g
- -Teturhad in one year. Further interview revealed !
that an aﬁpblntmgr}t,had not been scheduled but
. 8he,would contait the ophthalmologist office and ,
. Seheduie an appointmant for Client #2, . " : ,
W 325 482.460(8)(3)(i) PHYSICIAN SERVICES W | ISR
‘ ; - e - Labs were completed on
. Tha facjiity myst provide or-gbtain annual physical The . :
; xaminations of each client that at a minimum: 12/8/11 RN will rm;;tﬂw nurse
, includes foutine scresning laboratory SR on medical appointm _ \
| examinations as determined necessarybythe | : mﬁ'ﬁﬁh courdingte 8
PhyﬁlCIaljl. . menthly “ground round” with the R [
' ' | nursing team to ensure .
This STANDARD Is not met as evidenced by: f appointment are being : !
. Based on.observation, staff interview, and record | i Scheduled in accordance to . , ;
 review, the faciiity falled to ensure routine ' i recommendations. TReRNwill | |
laboratery testing as determined necessary by the | . Il . facilitate corrective action for the ! :
,[ physiclan, for one of the three-clients. In the | LPN(g) who failed to schedule the
. sample, {Client #2) !l appointment 83 recommended.
| The finding inclydes: : oo l'
-On November 29, 2011, beginning &t 7:11 p.m., 4;' :
 Gllent #2 was observed being administered i ' :
. Theophylline, During the medication i ! i
. administration, the licensed practical nurse (LPN) | |
- indicated tha the medication was used to :
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W 325 Continued From page 9
- address the client's psthmia.

. On Noviember 30, 2011, .beginrilng at 10:02 a.m,,
review. of Cllent. #3's physician's orders (POS)

dated from November 2610 through November
, feceive B Theophyillirie labotatery study every

records revealed that her. Theophyifine levels
were oblalned on November 18, 2010 and
- Fabruary 21, 2011, .

Interview with the reglstered nurse (RN):on
-+ Decomber1, 2011, at approximatety 1:30 p.m.,
.. confirmed that the studlos ware not campleted
; every threé months as.orderad. :

, The facllity’s nursing services faled to maintain
. ah effactive system 1o ensure that clients’
: laboralory studies were performed at the.
. ‘frequen ardered by the primary care
physician,
W 331 483.460(c) NURSING SERVICES

‘fha faclity muat‘provlde‘cuehts Wlth nursing

 services In aceordance with their neads,

. This STANDARD Is not met as evidenced by:

! Based on observation, staff interview and record
© . review, the facillty's nurse failed to ensure that

. @ach clients' medical appointments were

- Inthe sampis. {Client #2 and ¥3)
-I The findings include:
;1. The faciity's nursing staff failed to snsure-

' 2071, ravealed a laboratory order for the client to |
three- months. Subsequent review of her medical

- 8cheduled as erdered, for twa of the thres cllents ,

]
f
!
[
!
i
|
|
{
|
|
]
i
I

|
!
,l.
!

W 3s1)

|
! |
| DEFICIENGY) : !

W 325 j

- e =

. Wall .
1. SeeW325 .
2. See W56 ' !
3, See W368

e

A e

L

|
i
h
i
1
i
I

FORM CHMS-2587(02:89) Pravious Versions:Obeolats.

Evant ID; KJ3Q11

Fackiy 1D; 096130 If conttrwmation sheet Page 10.0f 15



01/08/2012 15:45 FAX 3012708012 IDI

DEPARTMENT OF HEALTH AND HUMAN SERVICES

@012/032

PRINTED: 12/20/2011

: FQRMAPPROVED
o ERS FOR MEDICARE & MEDICAID SERV!FJES . N OMB NO, 0838-0391_
STATEMENT OF DEFICEENCIES {x1) PROVIDER/BUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X2)DATE SURVEY
AND PLAN OF CORRECTION - IDENTIFIGATION NUMBER: ‘A BULDING COMPLETED
| _ | 096150 B WiNg A2/01/2011
NAWE OF PROVIDER OR SUFFLIER STRERT ADORESS. CITY; STATE, ZIP CODE
A : - 6520 15T STREET, NW
. INDIVIDUAL DEVELOPM;M. ING. | L .| WasHINGTON, DC 20012
0 . SUMMARY STATEMENT. OF DEFICIEN ; ‘D | Vi '\OF CORRECTION '
éﬁeﬂr-!& : tEA,Cg-_I u:nclam;v MI’.BT".'LEO ;mog%ﬁm e [EAPgHQGgE;EBG?TLIcENF?gTJQN SHOULD BE | cﬂuﬁrﬁh
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) T - RENGED TO THE ARPROPRIATE ‘ DATE.
. , . : DEFICIENCY) -~ | ,
. ; : ] - !
W 331 Continued From pags 10 ‘ S wasl
| routina labaratory testing as determined ‘L :
necessary by the physieian, for one of the three !
: clients In the sample. [See W328) :
‘2, The faqﬂi't}fs'nucgi,ng:staff failed to ensure \
 consistent ovarsight and monitering of cllents org! !
.| care-and trealment, {See W358) :
'3, The facility's nursing staff falled to énsure that
all preéseribed g'nealcation_s wire adminisleredin |
“ accordance with clients' physiclan érders. [See
W358] . ) ' -
W 356 . 483.460@(2) OOMPREHENSIVE DENTAL - - Wa3se
- TREATMENT - . _ w356 12 )35
 The Tacillty must EHSUfé comptehensive dental - Appoi_nlm;gt::: been fm:d
: tregtiment services that Inclyde danta! care for Client wﬁ h
: needed for rellef of pain and irifections, dental appointment her
. festoration of tasth, and maintanance of dental dentures, The QDDP will .
" health. - . i coordinate a monthly “ground :
' IR : 4 round” with the nursing team to '
. N . ! ' ensure appointment are being |
This STANDARD ‘is not met as evidenced by: i scheduled in accordance to !
. Based on observatiori, staff interviewand record i . recommendations. The RN will . |
; review thig tacliity falled to ensure consistent | . facilitate corrective action for the
. oversight and monitoring of clients oral care and ! | LPN(s) who failed to schedule the - |
i gaeatmant for one of three sampled clierits. (Cliont ! appointment as recommended. ;
, #3) : ! : [
' ' .
. The.finding includes: ,
‘ Obssr_vation. on November 29, 2011 at 5:55 p.m., ‘ _a'
 revealed Cliant #3's speech was not.clear and at I
“times sounded slurred. Intefview with Cllent.#a's
: tfending $taff at the same lime revealed Client :
- H3 wore dentures and " they didn'i always fit :
.right. " Because of this, the sta¥ said, her
- Speach can be a little difficult at imes. .
FORM CMB-2567(02-09) Previove Versions Obestore Evant 1p: RAagr T Fachy 10 095130 if continuation sheet Paga 11 of 15
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TAG - REGULATORY OR LSC IBENTIEYING.INFORMATION)

' B | PROVIDER'S PLAN OF CORRECTION Y
PREFIX | (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
a6 ' CROSS-REFERENGED TO THE APPROSRIATE oare

‘ il DEFICIENCY) i

W 356 Continued From page 11 i w366 . !
I : | : C

- Record review on December 1, 2011 at 10:49

; 8.m. revealed Client #3 was seen by.the dentist
. 1on duly 19, 2011 and the findings detalled,

: "Adjustad upper denture ... Pt {patient) to woar

. Upper only for 1 month and returs for re-fitting of

. lower denture.” Further record review revealed
. Ihere was no evidence presented or on file that

, Client-#3 returnad to the dentist.

interview with the Licensed: Practical Nurse {LPN)
" on Novembeér 30,2011 at 10:51 a,m. confirmed
Clisnt #3 had yet to return to the dentist to have [

| The facillty Falled to ensure that all clients

! recelved the proper and necessary dental .

- $ervioes to ensure their heaith, well-belng and - X

' safety. . , s
W 368 483.460(kX1) DRUG ADMINISTRATION W 368 . h

et e e T — T

_ w368 ¢ met a5
" The systern for drug adminisiration must assure This S““d“fi wilt b .
that all drugs are administered In compllance with / cvidenced by: P
 the physician’s orders. . The RN wil facllitato oomfﬁ: o
: ' action for the LPN() who -
' This STANDARD s not met as evidencad by: | document the medicab O
 Based on record review and interview, the facility uocording W0 PSR S B L
i failed to ensure that all prescribed medications The LPN's will recoive
' were administered in accordanca with clients' documentation and p
physictan orders, for one of the three clients In ordination. |
- the sample. (Clieht #1) ] oo i

; |
1 |
. t

The findings ipclude: |
-On November 28, 2011, the. State Agency (SA) 'i
Ii

. recaivad & phone call from the provider indicating
_that Client #1 received Augmantin 500mg beyond

|
. .
! |

il ’ |
. Il -
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X4 D UMMARY STATEMENT OF DEFIC i ) PROVIDER'S PLAN OF CORRECTIGON )
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. : i | DEFICIENGY) -
B . . I i
|+ W 388 Continued From page 12 [ W a3es|
the prescribad period of ten days. ~ t
.- Ravigw ¢f Client #1's. medication administration :
. records (MAR]) on December 1, 2011, st ' ,
. approximately 10:00 a.m., revaaled the client {
s receivedi Augmentin 500 mg, twice a dayfor :
i thirteen days, from September 25, 2011 unti
- Qctober 7, 2011. Review of the client's physician ! :
. orders (POS) on December 1, 2011, at 10116 ‘
a.m., revealed a STAT telephone order dated ! [
September 24, 2011, tfor the clientto recelve i ;
. Augmentin 500 mg, twice 2 day, for ten days. I f
+ Interview with tha registered nurse on December
: 1, 2071, &t epproximately 10:30 s.m., revealed,
; that Client#1 only recetved twerty pllls from the
- pharmaclst. SFis further Indicated that the :
- licensed .practical nursie (LPN) contirided to sign | i1 w436 N B
: the MARS for three additiinal days. ° |1, Client #1 will receive training | l 15712,
W 436 483.470(g)(2) SPACE AND EQUIPMENT ! W438) on the use of her back brace. .
: . : '. Ifnecessary the QDDP and PT .
. Thie facility must fumish, maintain in good repair, - . will coordinate a scheduled for - i
and leach cllents to use'and to make Informed . | the Client #1 to wear her back
. - Choices about the use of dentures, eyeglasses, brace. - by
» hearing and other communications alds, braces, 2. The new QDDP for the home !
.and other devices identified by the " has been trained on IDI’s Ly
i Interdisciplinary team as needed by the cllent. Adaptive Equipment C
: | .
X Procedures. QDPDP will 5
. b ' continue to follow-up anl‘:luis !
' This STANDARD is.not met as evidenced by: ; ~docutnents on 8 weelkly bUs :
: Based on observation, staff Interview and record i until Client #3's pe :
 review, the facllity falled to ensure clients | . shoes ere securcd !
received their adaptive equipment as prescribod | - © | 3. BSee W356 : |
, for two of three sampled cilents. {Cliants #2 and : ! N
. ¥) ' C i { .
» ! The findings include: I* '

FORM CM5-2507102480) Provious Varsiors Obsokte Event ID:KBON Facilty [Dx 06130 If continuation sheet Page 13 of 15
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W 438 Continupd From piage 13 .\ Wadag'

* . 1. On Noverber 29, 2011, -at 11:20 am,, Client
. #¥2 was observed at her day program. iriterview
' with the day programh siaff revecied the cllent did -
. nof have her back bracs for the entire month of
November 2011, Moments Jater, review of the
day proggam's_adap!in equipment ¢racking form
oonfirmed the day program’s statemient,

On November 30, 2011, at approximately 4:00
p-m., inferview with the nursing staff at Client #2's
residential fachlty indlcated the day pragram -
staff's stetement was not ttue. She further
Indicaled that she had worked on the day shift
several imes during the month ¢f Novembar

' 2011, and-had. personally put her back brace on
prior to Client #2 leaving for her day program,

]
i
{
.5

e — e i e

. Observations on Novembar 30, 201, at 410
' p-m., révesied Cllent #2 was wearing a back
 brace. Secondslater, In'an interview with the g

house manager, she Indicated that the client '.'
- should wear her back bréce it all imes with the . Y
+ excaplion of slesping-and showerlng. ! g

i At the time of the observation on November 30, - i
2011, thete was no evidenos thet the faciitys !
 staff were teaching Cllent #2's to use and maks
. Informed choices about the use of her back

L

2. On November 29, 2011, at-5:11 p.m., Client #3

: Was observed wearing orthopedic shoes, Record
review revaalad she was seen by her Orthopedist

- on February 24, 2011. Thie findings were ag !
follows, “unable-to evaluate for heel wedge, [ift do !

- ot have rail for pt (patient) o stand up. Tha {7
recormmendations were as follows, "need to :

i * ]
FORM cus-zsmez.—nq) Previous Varsions Obsolete : Event O:KJI011 Faclny 10 09G130 If continuation sheet Page 14of15
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adjustment, if 50, then need to
" Then would Just fiead
+ form' completely fllled
! (patient)-to comte back.”

" Nurse (LPN) and
s the Fabruary 24,
further evaluation and repairs.
: ensure-her health and safety.
'3. The

! dentures were refitted
+ dentist to ensure

re-evalyete witherapist to determine defloitive |
know how high,
to'drop off shoes wi719
out, Do not need pt

! interview with the facility’s Licensed Pructical

Registered Nurse (RNYon . |
December 1, 2011, gt 11:18 am.,
2011, orthopaedic consult !
' revealed Clignt #3's hool wedge was stil pertding |

‘ The faciity falled to snsure the timély oversight
i 8nd' mondtoring of client's adaptive aquipment to

facility failed to ensure Client #3's
as recommendad by the
& proper fit. [See W356)

and review of

l'l
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fU . .* HFDO-0033. .
meb#m\nnendg-sww-_; o

‘STREET ADORESS; CITY, STATE, ZW CODE

INDIVIDUAL DEVELOPMENT, INC. | WasHINGTON P& Se12

i0 T 7. SUMMARY STATEMENT OF Dﬁﬁcm.
PREFRIX {EACH DEFICIENGY MUST BE

D BY, FLLL
TAG REGULATORY.OR LSC IDENTIFYING INFORMATON)

PROVIDERS PLAN OF CORRECTION

"] B
PREFIX - {(EACH

CORRECTIVE ACTIYON SHOULD BE N
Tae CHOSS-REFERENCED TO THEAPPROPRIATE .  DATE
OEFICIENCY) '

(x8)
COMPLETE

1090 35041 HOUSEKEEPING - I
. Tha Intstior and exterior of ach Gl-‘i_lv-lR‘P shall be |
maintained in‘a:safe, clean, ordesly, attraclive,
. and'sanitary meriner gnd'be free of - !
agcumu_lhﬁon,s:of dirt, rubbish, and' objectionable r
odore.t et et '

This Statute is niot et as-evidepced by:- -
- Based on abssnvation and Interview, the group
home for persans with infellectue! dizabilities .
“ (GHPID) maintained the interlor and exterior of
the facllity in-a safe, ¢lean, orderly, altractive, and
sanitary manner, except for the following -
observations, for four of the six residents of the
facliity. (Residents #1, 24, #5 and #6)
! The findinga, include: . _
. 1. On Noweribar 30,2011, at 11:15 a.m., there
" were numerous, large scrapes observed on the
. paint In the bedraom shared. by Resldents #5 and
“#8. The most notable damage was observed on,

- "the closet doors and the well between the closet
doors,

2.-On November 30, 2011, at 11:30 a.m., there
Werg numerous, large screpes observad.on the
pzint in the bedriom shared by Residénts #1 ard :
#4. The mast notable damage was observed on |
the closet doors and the wall between the closet
doors. )

1160 3507.1 POLICIES AND PROCEDURES
Each GHMRP shall have on.site 3 wrilten manugl .

describing the policies and procedures it will ]
follow which- shall be as detailed as is necessary |
to mest the needs of sach resident served and ' *

provide gulda_nc_e to each staff member. ;

. . — e e —— o

i 1180

1080 1090

| 1.

1

2,

. This Stature will be met as
evidenced by;

The large scrapes have
been repaired.
The large scrapes have
been repaired,

In the future the RD for the home j
will thoroughly complete :
envirenmental walkthrough of the |
home and report any concerns to !
IDI's maintenance departinent, !

|
ST

3

M 123011 -

(%6) DATE

Tegp Reguiation & Licenslpg Agm ration
Dvekesli - Dicsclor of Bxibideel Scuias
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1180 "Continued From page 1 . ' 1 1160 o |
, e 1160 1 2430[ 1}
This Statute Is not met as evidenced'by: . ! This Stature will be met as o
Based on obseryation'and interview, the. grolp - evidenced by:
home for persons with intellectual disabllities o All IDI homes were provided with \
{GHPID) failed to-have a written policies end i new Standard Operating Procedures
procedupes manual on site and avallable for; ; Manuals within the past 6 months,
raview by staifl on the-first day of the survey. ' Director of Residential services will
' ' O i pravide another copy of the manual _
. The finding includes: _ i to the home. The QDDP will be f
‘ , - ) : . onsible for ensuring availabili ;
On November 20, 2011, at 5:20 p.m., the house .| | , ;?t%, manual and that it mﬂ,mm i
manager (HM), the qualified intellectual | | current policy changes. The DRS ;
. disabllitius professional (QIDP) and the ! : : . Mg |
” i will request periodic reporting of X
suparvisory registered nursie (RN) stated they did the status of maguals in the ho ;
not heve an updated policies and procedures Taaua’s In me. !
manual In the facllity. The HM presanted & : ;
- manual that she Hied bean given at orfentation - ; )
more thah a year eatler.snd sald It dld net reflect ; i
thw most recent policy changes., At'5:28 p.m.,,
; the QIDP stated that she would ask someote at l
. their corparate office td bring a policies and ! ¢ :
. procedures miznual to the facilly. Oy November | P
30, 2071, &t 4:40 p.m., ah agency employee ' 1 Iy [151R
brought a policles manual into the faciflty. - ¥ : ' .83 |
D " This Stature will be met as '
1183 3500.4 ADMINISTRATIVE SUPPORT R [:< evidenced by: i
' Each GHMRP shall have a Residerce Director . 1. See W227 | :
who meets the requiremaents of § 3509.1 and who * 2. See W249
shall: manage the GHMRP In accordante with 4 3. See W356 '
. approved policies and this chapter. , 1 4 See W436 j
' ) ’ i
This Stalute is not met as evidehced.by: b A
Based on observation, staff interview and redard i
- raview, the group kome for persons with \ )
intsllectual disabjfities’s (SHPID) qualified. . | :
intellectud disability professional (QIDP) falled to ¢ : - !
ensure the coordination of services to promote | ;
the health and sefely, for two of the thrae | ;
sampled dlients. (Residents #1 and #3) i
HGallh Reguintion & Licenting AGmimeronon . . | !
] we KJ3QT1 If contlnuation sheet 2 0f 16
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1183 Continued From page 2 | 1183 ' | :
- “ o,
- Thie findings Include: ' : ’
1, The GHRID's QIDP falled 1o ensure that the | L
- Indlvidua! Program Plan (IPP) Included-objectives : )
to megt the client's neads as recommendéd by !
Ife interdisciplinary feair. [See waz7y |
2. The BHPID's QIDP falied o ensure clients | !
* received continuous active treatment. [Sea . 1 :
o o e ve | ;
3. The GHPID's GIDP falled to onsurathe |
codrdination of dental, services, [See W356] |
4. The GHPID's. QIOF falled to ensure the : '-
‘mainienance and oversight of adaptive ;
equipment. [W438] !
1208 3509.6 PERSONNEL POLICIES , 1206 e
: , : - 1206 ©12) 300y
Each employse, prior to employment and - Consultant #1, #2, #3, 4, 45 [
annually tkereafter, shall provide a physician " s updated health certificates have :
ceriification that a hesith inventory has besn i been placed on file. IDI Office to
- performed and that tha employee ' 5 heslth status | Management will ensure that b
~ would allow:him or hef to perform the requirad documentation of all consuhant* !
duties. . ' . health status is maintained in .
1 aceordance with policy and
; procedure/22 DCMR, Chapter 35,
' : DI Otﬁcedulz management will keep a
' . e . . . he when health certificateg S
This Statute isnot mef as evidenced by: -| Seaecu’e : o
- Based on interview and record review, the group | &re expiring aad follow-up with the !
fome for persons with inteflectual disabilities consultants to secure a copy of the !
(GHPID) falled 16 ensure that all healih care . | updated health certificate befare the ;
professionals had current health certificates, for 5 | | expiration date. I
of the 14 consultants. (C1, C2, C3, C4 and c5) ' {
The findings Include: ' ’

STATE FORM '

J3Q11
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. = Nutittionist (C3) ~ :

| On November 30, 2011, at®:35 p.m., the house

* Deflclancy. Report,

. agencies.

- Basad on Interview
- home for persons with intellectuz disapilities )
" (GHPID) falled to

__ The findings include: ,
Heoliy Reguiation & Ei'qamk Administration -

.Continued From page’s , ; | 208
- On November 30, 2011,

1. beginning at.3:00 p.m,
review of the personnel records falled to show
svidenoe of & current physician's ‘health
inventory/certificate for the followihg: :

- payshologist 1 (C1): .
- psychologist 2 (C2) i

- psychilatrist (C4); and,
- pharmacist (C5),

marisger acknowledged that there was no
svidance of health Inventortes. performed bya
physician far the aforementioned personnel, $he _
stated.she would seek additionsl Information from s
their corporate office. No additional information
was presanted before the survey ended tha v
follewing.day,” . - .

- . i
This is.a repeat deficiercy, "See Liconsure
dated November 12, 2010,
3512.2 RECORDKEEPING: GENERAL 1261
PROVISIONS . -

' Each record shal| ha-kept in & caniralized fila and

- made available at.all times for Inspection and ,

review by personhel of authorizeg regulatory
This Statute is hot met as evidencad by:
anid rectrd review, the group |
ensure that all the required
recorde. were available for i
saven nurses providing :

administrative
inspegtion, for two of the
services. (N1 and N2)

1261

This Stature will be met as ;
evidenced by: :
Nurses N1 and N2 have current iy
updated files. During the survey :
process QDDF and Human ;
- Resource Director will provide all Co
files requested to the surveyorsina . ;
timely fashion. _

1
|
|
.- =
i

D

KJag1i

I coninuation choot 4 of 16
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1261° Continued From page 4

On November 29, 2011, at 5:28 p.m., the !
qualified inteligctual disabilities professional :
(QIDP) agreed to make available for'review the * |
personnel recorfds of alf employges, including
nAurses. On Navember 30, 2011, beginhing at

. 1:15.p.m., revisw of the personnel records ;

" tevealed no évidence of @ currant administrative |
record for twa riurses (N1 and N2). At 2:30 pm., |
the house manager said she would follow-up with ;
the' agency’s imain office. No additioral J
information was preserited before the survay .
ended the following day. |

With no recerd available for review, surveyors | ‘ : !

were yrigble to verlfy that the wo nurses had =~ | .

current licenses to practice In the District of i ' _ !
‘Columbla, raintained current CPR certifieaticns .

and that they had current health certificates that
. were signed by a physician,

1271’ 3513.1(5) ADMINISTRATIVE RECORDS 1271

Each GHMRP shalt malntain for aach author|zed
agency ' ¢ Inspection, at.any time, the foliowing
administrative records: '

v L eemr——— ey 1 s Fa

(b) Persannel records for alf staff Including job
descriptions either at the, GHMRP-or in aceniral
ofﬁceland made avallable upon request; '

. j
This Statide Is not met as evidenced by: |

- Based pn interview and record review, lhe group | ,
home for persons with Intellectual «disabilities

. (GHPID) failed to ensure records were avallable |-
for Inspection by persannel of the Department of .
Health, Health Regulation and Licgnsing :
Administration, v '

The ﬂndings Include: : ' .
Heinlih Regulation & Licen ng Adminjstration . S i .

STATE FORM ’ . KL3Q11 . If confimsation sheat § of 18
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XD o ' OF CORRECTION: ' x
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTIONSHOULDBE .| comeiere '/
TAG REGULATORY OR ST IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED'TO THE APPROPRIATE |  DATE
. . IUEFOGIENCY) . :
. 1271 Continued From page 5 127 i
; 7 Hag3sfil
' 1.0n November 30, 2071, beginning at1:45 : This Stature will be met a5
. Pm., review of the pefsonnel recorde falled to, | e e urnen R :

. show vvidence that $1 had racelved current i 1. IDI's Human esources :
Cardiopulmonary Resuséitation (CPR) - Director and Training I
certification. A signalure sheet indlcated that she ' director will ensure’that -

{ had attended a training class on February2,~ ! employses files ere
2011;.nowsver, there Wi no evidence that she | updated o reflect current
- had complefed all steps necessary for } GWﬁcmﬁ‘m 'I‘he_ i
certification. : training director will L
S , S cocrdinate with the '
. ©n November 3Q, 2011, at 8:35 p.m., the house g CPR/First Aid inswuctor .,
- manager (HM) acknowledged that there was na : to ensure documentation |
- avidence of current CPR certifleation for S1. At | of successful completion i
- 3:45 p.m,, the HM reported that thelr hyman of the course is provides in ;
resources officer had informed her by teélephone | a timely fashion, '
‘ttnaths1 had Indeed pe:::ed the test, TheHM - . o
" further ststad she would seek. written 1 X ha :
documentation showing evidence that 1 had ! 2 mﬁﬂ?ﬁﬁ%w Co
réceived anh updated CRR certification; however, ! - During the survey process |
no, addHional infdrmiation was presented before | QDDF and Human ! ‘
the aurvey ended the following day. . 1 Resource Director will 1
* 2, On November 29, 2011, at 5:25 p.m,, the | \ provide all files requested !
quallfied intellectual disabilities professional ) to the surveyors in a :
(QIDP) agreed to make available for review the i timely fashion.
personne! records of all employees, ineiuding ;
nurses. On November 30, 2011, beginning at !
1115 p.m., review of the personnel records: : 4
revaaled ro evidence of a curmnt administrative Consultant #1 updated Health ,
recotd for two nurses (N1 and N2). At 2:30 p.m., ¢ Certificate have been placed on file. !
the house manager sald she would follow-up with i IDI Office Management will ensurs i
_the agency’s main office. No additional i that documentation of all i
infarmation was presented before ihe survey ; consultant’ health status is i
. el‘ldﬁd the following day. L ] meintained in accordance with e
1379 3518.10 EMERGENCIES i 1379 Chapter 35. '
In addition. o the.reporting requirement in 3610.5, i . i
each GHMRP shall notify the Department of .
Haalh Reguialion & sing Admilnistration :
STATE FORM el KJ3Q11 If coninuation sheet & of. 18




01/08/2012 15:47 FAX 3012708012 IDI @ 023/032

PRINTED: 12/20/2011
FORM APPROVED

'STATEMENT OF DEFIGIENC

' \} DATE SURVEY
AND BLAN OF CORRECTION 1) PROVIBER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION MQOMPLE‘FED

IF
ISENTIFICATION NUNBER: A, BULLOING
8. WING

HFDO3-0033 12/01/2011 .

NAME OF PROVIDER OR SUPPLIER [ STREET ADORESS, CITY, STATE, ZIF GODE
VIBLAL hiEv : . 6020 1ST STREET, NW
{x4) 10 j ;qmnysﬂfmuf OF DEFICIENGIES -

PREFIX { DEFICIENCY MUST BE PRECEDED'BY FULL, :
TAG .msmmmoa}sc]n&mﬂrme‘mmmmm . ' . TAG

(] ] ©_'PROVIDER'S PLAN OF CORRECTION i em ]
* PREFIX {(EACH CORRECTIVE ACTION SHOULD BE | COMALETE
i G - | CMSS—REFERENGEg TOTHEAPPROPRIATE | DATE

DEFICIENGYY

t379  Continued From:page 6 *§ 1378
Health, Health Faclilies Division of.any other
unusaal incident or evant which substantially
interferes with a resident * s health, weffare, living
arrangerment, wall. belng or in any other way ]

. Pleces the resldent at risk. Such notitication ghal

: be made by {elephone:Immediataly atid ghall be
fallowed, up by written notification within
twenty-four (24) hours: or the naxt-work day.

379
This Stature will be met as SIS
evidenced by: _ o
The Incident Management .
Coordinator will amend his ‘ :
investigation of the incidant for
Client #1 to include all pertinent
intsrviews, The COO and DRS will
continue to review the IMC's .
investigations for thoroughness and i
accuracy. i

H -

This.Statuts s not met a$ evidencad by: -
Based on interview and review of the residents:
records, the group-home for-perscns with
intellactyal disabilities (GHPID)-fajled to provide
written notification the Départment of Health
- (DOH)for one of the three residents in the i
; * satnpls, . (Resident #1) I

The finding Includes: .

+ On-November 29, 2011, at approximately 5:30 -
p.m., arequest of the GHPID's incidents and any
corresponding Investigative reports were made to
the GHPID'S quaiifled intellectual disabilities,

- ‘professional (QIDP). On Névember 30, 2011, at
approximately 3;30 p.m., the GHPID's incident :
management coordinator.(IMC) datlvared the. : .o
incident reponts and corresponding invesfigative : .
reports to the GHPID, ]

Raview of the GHPIE's Inoidant reports on
December 1, 2011 beginning at 9:00 a.m.
revealed the foliowing: :

On September 18, 2011, staff discovered a small | !
rhark under Resldent #1's left eys. On December ! :
1, 2011, at approximately 11:30 a.m., an interview ' !
was held with the house manager (HM) and the ;
quallfied intellactual disebilities professional

HeaTlh Rguiation & Licensing AGrIRaTEGon

'STATE FORM - 2% A= . i contirmisiion sheet 7 of 16
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1378 Continued From page 7

(QIDP} to-ascertain information related to the
-aforermentioned injury, According the Inferviaw, .
the: Incident Management Coordinator (IMC)
completed an Investigation but was. nat avallable !
. forinterview. Review of the corresponding -I
]
l

LEITPENSEN

* Investigation and Resident #1's racord falled to

- Ideritify any: Information related to the size of the

- injury, measures used to treat the Injury, or tha

-status of the injury as it healed., Additiongilly,

- further réview of the Investigation reveaied that !
the licensiad. practical nurse (LPN) catogorized | .

* the injury as & “prulss.” Further review of the ;
incident raport revealed that the administrator |
was nottfied of the injury on September 18, 2014,
three days after It occurred, At.the time of the
survey, the GHPID falled to ensure the

“-&dministrator wag immediately notified of
Resident #1's Injury.

- ———— e .

1399 3520.2()) PROFESSION SERVICES: GENERAL

PROVISKONS

professional staff to carry out and monitor
necessaiy profedsional interventions, In i
‘ accordance with the goals and oblectives of avery

. individual habliitation’ plan, as determined to be

.| necassary by the intardisciplinary team, The ;

i professional ‘services may Inclyde, but not be !
iimited to, those services pravided by mdividuals
trained, qualified, and licensed as required by
District of Columbia faw In the following
disciplines or sreas of services:

()] S;Seech and 'Iangl_.rage therapy; and...

This Statute . is nol met.as avidenced by:
Based on Interview and record review, the group
home for parsons with Intallectual disablilifjes !

1379

1age

Each GHMRP shall have avallable qualified ¢

1399
This Stature will be met as

evidenced by: . .
Consultant #1 current license and it
has been placed on file. ID1 Office
Management will ensure that ‘
documentation of all consultants |
license’s maintained in accordance |
with policy and procsdure/22
DCMR, Chapter 35.

13y

e ———

(GHPID) failed.to énsure that & copy of .
Health RegUlation & Liconsing AGminisveton '
STATE FQRM .

KJaqri
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1400

* GHPID, for
: following
(i) Speech and Language Therapy.

- consultant had provided in-servica
" §1aff on.February 15, 2011, after having revised
. the formal communicetion tralning programs for
. all six of the residenis of the GHPID.

‘Cantinded Fromi ipege 8 '

professional aredentials-was maintsined for each
individual providing professional sérvices at the

1 of thé 14 censultants (C6), as
required by Disfriet of Columbla law, In the
discipline or area;

- The finding includes:

On November 30, 2011, beginning &t-8:00 p.m.,
review.of thie personnel records revealed the
GHPID failed to have evidenca that one.of the
two spedch language pathologists under contratt

(C8) had a current ficange to prectice in the
District of Columbla. The record Indicated that the.

. $peech language pathologist applied fora. licensze
. omApHl 11, 2011, .

' On Novéimber 30, 2011, at 3:35 p.m., the house

manager atknowladged that there was no:
evidenca of current a professional license for C6,
She corifirmed that the consultant had. peiforrmed
Assessments for Rasident #2 on March 6, 2011,
respectively, She further confirmed that the -
training for

3520.2(j) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have available qualified
professional sfaff to carry out and manitor
necassary professional interventione, in
accordanee with the goals and objectives of every
indlvidual hablitation: plan, as.determined to-be

- Necassary by the interdisciplinary team, The
; professional services may include, but not be

- ey e e & e w

L
1
L
¥

i

et e Bt e e

i DEFICIENCY)

1400 1. 1400
This Stature will be met as
evidenced by:

1. See W322

2, See W356

3. Sce WS36

NS

Hesliy Regulston & Cioaning AdWIREFaton

STATE FORM
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1400 Continued From page 9

limited 1o, those services provided by individuals
tralned, qualified, and licensad as vequired by

: District of Columbia law in the following
disciplines ar areas. of services;

()" Recreation

This Statute |s not mat as evidenced by:

Based on observation, staff interview and record

review, the group home for persons with

infellectusl-disabilities (&HPID) nurse failed to

ensure that each cllents' medical appointments.

were:sgheduled as ordered, for two.of the three.
" ollents In-the eample, (Resident#2 and #3)

' The firidings Include:

1. During the madicatior administation
observatjon, on November 28, 2011, at 7:14 p.m,,
the lieanged practical nurse (LPIN) was observad
administering Artificial Tears to Resident#2.

Roview of Resident #2's medical record on
November 30, 2011, beginning at 10:02 a.m,,
. Fevealed an ophthalmologist-consult dated
Novembar 1, 2010, At that time it was _
. recomimerided that thé resident return in one
year. .

[

on November 30, 2011, at approximately 12:30

p.m., confirmed that the resident shouldhave |

raturned Ifi one year, Further intorview revealed |

that an appolntment had'hot bsen scheduled but !

she would contact the ophthalmologist office and _
schedule an appoiniment for Resident #2. b
2. The faclity's nursing staff failed to ensure the |
-coordination of dental services to ensure all

. recommendations were mat and address to

Intarview with the LPN and registered nurse'('RN,) | |

8

e et e e i

e i o — .,

e e .

e e —— T e -

i
:
1
|
i
i

Health Regulation & Gcensing Adminiasaficr:
STATE FORM v '

KJ3Q11
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1400

1408

. PROVISIONS,

! [See W36 |
3. The facllity's Aursing staff falled 1o énsisre the

. timely coordination of orthupedic sorvices to
" ensure the proper molding/refitiihg of & cllent's

. documented In each. resident” s record,

f'Thia Statute is not met as a,iriiénued by:
Basedon record review and staff inferviéw, ‘the

. services- were documented In accordarnice with

. Cranberry Caplet (C€)-300mg x 2 Tabs and
Pentaxifylline (PTX) 400mg tab at noon.

. . dosages of thé CC anid the PTX were not
- documenited: at the day program and werg also

- the MARs gt the home and confimed the
Fleaity Reguia
STATE FORM

Continved From page 10
ensuyre the: proper fiting of a dient's deniures,

orthepedic shoss. [See W43e]

3520.6 PROFESSION SERVICES: GENERAL

Each prefessional service providad shall-be

facility’s nurse falled to ensure al fraatment

the. physiclan's orders for one of three sempliad
residents, (Resident #3)

L ) R . S

The findirg includes:

Interview with the case manager an November
30, 2011 at 12:41pm at Resident #3's.day

. Program revealed sha received noon
- medications, The case manager prassnted a

capy of the Medication Administration:Record
{MAR) and Indicated Reslidant #3 recslved

. 1400

LT SN

Intarview with the facllity's Registered Nurse RN) | .

and a review of Resjdent #3's records on
December 1, 2011, at 2!37 p.m. revealed several

riol documented.at the  home, The facllity's RN
reviewed the MARs: from the day program agalnst

' action for the LPN(s) who failedto

1406 .
The RN will facilitate corrective

documment the medication according ; :
to physician's order, The LPN's . i
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 are implemented

as written. ..
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|
|
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1406 Continued From .pada 11
Tollowing documenitation errors:

1. Oclaber 18, 2011 - CC and PTX not.
. documarited at day‘pragram and home. ,
2. Beptember 19, 2011 - documentation for |
adminislering the ‘medlcation.was not elear on the.
" MAR, the RN could rigt claiify. the mark made on
: the MAR from the. home. Unabie fo confirm if it
* was migsed or administerad;
3. August 12, 2011 < CC not documented at day .
' program and-home: ! ,
. 4. Augyst 28, 2011 2 CC and PTX missed at day |
... program and homrie; , o
8, July 12, 2011 -CC not dacumented at home |
and day pragram; : |
6. July 18, 2011 - CC not documented at home |
and day program; l
]

T e e 4 e e 8t 5 |

+ 7. July 8, 20'11 « PTX not documented gt home
and day program;
8. July 12, 2011 - PTX not documented at tome
and day program,; ' .
9, July 18, 2011 - PTX not docymented at home
and day program;

3 10. July 7, 2011 - CC not documented at home
and day program; and . .
11. dune 7, 2011 - PTX not documented at home

;‘and day pragram.

1420 A f?ﬂ_ﬂ
420, . * | This Stature will be met as '
1420 3§21.1 HABILITATION AND TRAINING | evidenced by:
! ' . C ill coordinate with OT
. Each GHMRP shall provide hablitation and ame QODP will coordinsts with OT
T : . - clarity on -
training to its. residents to enable them to.acquire For “cli articipation on self-
and' malintain those Ife skills nesded to cope . for | “‘”ﬁll’ls,, The OT will updats
more effectively with the demands of their ‘ feeding skl {10 if necossary 1o
environments and to achleve their optimum levels v the assessment o
of physical, mental and social functioning. ; include a training program
' . : deemed necessary. i
: This Statute is not met as evidenced by §
. Based on bbservation, interview and record ' ;

! review, the group home for persons with
STATE FORM i l aw .K.jaqﬁ . ‘I continiaations sheat 12 'arié
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1420 Continued From page.12

+ intellectual disabilities (GHPID) failad to ansurg
that.the Indivigual Program Plan (IPPIncluded

 objectives to meet the client's need as

, Facommendsd bythe Intardiseiplinary team, far
'on)e of the threo éllents in the- sample. (Rezidant
#2' 1

i
The finding. includes: !

During meal observations on November 29, 2011, '

at 5115 p.m., a direct support staff was observed !
 fesding Resident #2 using a high sided divided
"« plate, and a bullt up handle-spagn, -

Iriterview with the staff-at 5:30'p.m., Indicated that
" Résldent #2 was dependent on staff durlng
T moals. AL8:00 p.m., the residert was observed
turning peges of several magsaznes, -

Revléw of Resident #2's accupationsl therapy
assessment dated November. 2,.2010, op !
November 30, 2011, at 3:52 p:m., revealeda |
recommendation fur the resident to participate |
. with.emphasis on Increasing her self-feeding

. Skills, Review of the resldent's |PP dated April 5,
+ 2011, .0n Noverhber 80, 2011, at 4:15 p.m., i
revaaled no evidenca of a training program to !
i
f

address the aforementioned recommendation
" made by 'the occupational theraplst. ,

Interview with Ihe qualified intellectual disabilities *
professional.(QIDP) on December 1, 2011, at °
11:00 a,mh, revealed that she had been nawly
assigned fo Resident #2. Therefore was riot
 aware of the recorhmanded Ireining objective and.
no tralning program had been developed. prior to ,

her arrivel,

{422 3521.3 HABILITATION AND TRAINING 422

ERR . —

|
|
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" and assistanca to residents in accordance with
the resident " s Individual Habifitation Plan,

" This.Statute is not-met as evidenced by:
Brzed on obsarvation, staff Interview and record ;
revigw, thie group home for pefsons with - X
Intellectual disabilities (GHP!D) falled to ensure:
residents raceived continyous. active treatment,
for one of the three residants inthe sample. i

_ (Resident #2) ' . : \

- The findings inclv:ldef '

. 1.On Noveriiber 29, 2011, at 518 p.m., Resident
' #2 was dbserved recelving her dinner. At 53 .
' p.m,, staff agsisted the resident.ta the tiving room '
are2 and steff turned on the ‘televislan. AtS5:58 | -
-p.M., the staff was observed assisting the
‘resident with using a' communication device, The
device had pictures. of the resident, a drink of ;
i'quid. a plate of food and a boom box/television.
Once a dicture was pushed the word was sald. ,
Staff wasd obsaived pushing the pictures of a 1
: Plate of food and the bhoom boxftelavision, to i
" which one could hear d recorded message, "lam
hungry” and *l wan! to watch televisjan.”

. Gn November 20, 2071, at 6:40 p.m., Interview .
With the difect care staff revesled that Res/dent :
#2 usad the device to axpress herwanis.

On November 30, 2011, .at 2:50 P.m,, reniEw of |
- Resident #2's individual program plan:(IPP) dated
April 4, 2011, revesigd & program bbjective whigh '/
 stated, “"Given model demanstration, [the Bt
 resident] will activate a low tech communication
device in response te query related to-four basic
- Wants and neads with 30% rastery for 8.of 10
. trials par'session as reasured by acive

. evidenced by:

QIDP will train the staff on active

treatment to include program i
documentation and implemantation. -

- QIDP will periodically complete in -

home observations of the i
implementations of the goals for all ,
Individuals in the home
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1422 Conlinued From page 13 422 '
. . oo - . 1422 !
Each GHMRP shail provide habilitation, training This Stature will be met as Iﬁ (S{r

i
|
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' On'Novembar 30, 2011, at 3:30.p.m., roview of

" Interview with the HM on Noveniber 30, 2011, at

" 2. Residdnt #2 did not participate In her $tanding ,
; program, as evidenced by the following: i

* Observations were conducted on Reslident #2 on

. watched television and participated in sengory |
. p.m.. Resilent #2 was observed recelving her

Hisahh Regulaiion & Liconelng Adminebalion

STATE FORM

Resident #£2's Bpeech assessment, dated Margh
6, 2011, revealod that she had severs speech
and.language.deficite. The asseasment
recommendsd that the residerit raceive exposute
to cause and effect activities to Increase her
oversll resporisiveness.

approxtrately 7:09 p.m., revealad that the'
resident should use her communication device lo
express har'wants, needs and/or deslres priof to
the seleation presented to her, The staff, '
however, falled to mplement Resident #2's
communication goal as written. They did not ,
prasent the volce cutput/picture communlcation
board to Resident #2 prior to (or during) mealtime -
or leisure activity, ,

‘November 28, 2011, from 4:00 p.m., untll 7:00
P.m, At4:00 p.m., Resident #2 arrived home
from day program and staff was observed i
assisting the resident into her bedroom. Upon
return from Residen! #2's bedroom, the staff
Jassisted the resident to the living room, she

aclivities Invalving smells and'textures. At 515

dinner. Afterdinrier at 5:43 p.m., staff essisted
the rasident to the living room area and staff '

rned en the television. At5:58 p.m,, the siaff *
was observed assisting the resident with usinga :
commuhication davice, -

SUMMARY ' , ;
EACH DEFICIENCY MUST BE SRECEDED Y FULL | N EACH CORRECTIVE ACTION SHOULD BE . COMPLETE
P?E?x éeum'rqnv ORLSC IDENTIFYING INFORKMATION) ; "'%f';"-‘ !-' cr‘aossnEFEREggFEn TOTHEAPPROPRIATE @ DATE
. ! . 1 . ICIENCY ) 1 )
! !
1422 Continued From page 14 1 1422 i
reatmant documentation.” i
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422, Continved From page 15
l Review of Residarit #2% individua! program plan
- (IPP) dated April 5, 2011, at 2:50 p.m., on
November 30, 2011, revesled a ram
objective which stated, “[tha resident) will stand

awake &t 100% accuracy for one menth,

On Nowvsinber 30, 2011, at 4:00 p.m,, In-an
interview with the direct support staff who was
- assigned to Resident #2 on the evening of
- Novembyar 29, 2011, ravegled that tha residant
did m;d participate in the standing program, as
required.

The staff failed to provids the resident with the

appartunity to participate in her standing program.

'.15122

{

i
i

for at least § minutes every 30 minutes that shols!

T e —— e .
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