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W 000 INITIAL COMMENTS W 000
I
-Amcemﬁcabonsurveymscmdmadfrom
| January 13, 2010 through January 15, 2610 The d«Q H\O
survey was initiatad using the fundamental survey :
process. A jandom sampling of two cllents was | GOVERNMERT OF THE DISTRICT OF CQLUMBIA
. selacted from a client population of four maies : DEPARTMENT OFHEALTH |
 with vatious disabilities. ! HEALTHREGULATION ADMINISTRATION
! 825 NORTH CARITOL ST., N.E., 2ND FLOOR
; The findings of the survey were based on WASHINGTDN, D.C. 20002 |
Iobservaﬁonsmmehmandomdayprograms, :
" intesviews with staff in the home and at the day t
; programs, as weil as a review of the clinical, i
admnwtraﬁve,andhabiﬁhﬁonmds.mcbdhg
!amofmem&ﬂlmmmesbgahon
W 104 - 483.410(a}(1) GOVERNING BODY W 104
:Thegovamim body must exercise general pobicy,
budget, and operating direction over the facility.
W14
The entire dryer sysiem was 8111518
| This STANDARD is not met a8 evidenced by: ‘removed and a new dryer system
' Based on observation, inierview, and record was installed.
_leviqw.mefadﬁtysgovemhodyfaﬂedgo _ Also, lint found accummulated at the
| B generai operating cirections s evidenced | bottom of the window and in the
.‘ end of the duct attached to the
'!heﬁndingshdude ‘dryer vent was removed and vent
. cleaned.
Thefacilntyfadedbimplementmeﬁecﬁve . - . ,
: System for the maintenancs of the dryer system ‘ Wmm.mube
*for four of the four cients residing in the facity conducting regular environmental
_(Clients #1, #2, #3, and #4),as evidenced below: inspections as specified in the
! ,  facility’s policy on “Repairs and
;Observatimon.lanmﬁ,zmﬁ.ze o Maintenance”, section 3 h. 1o
approximately 1:40 p.m., revealed the screen
medryerhadala'gemlemimdﬁ\atmesam ensure compliance.
* was detached from the frame on one side. Lint —

nmsc-ron-son FEPRESENTATIVES SIGNATORE DATE
M D &M .-/ — a-f/ﬁ

deficiency siatement ending with an asterisk (*) denoias & deficiency which the institution may be excused from correcling mlhmm
mmpmmmmmm {See instnxctions.) Except for nursing homes, the Indings staled above sre disclosable 90 days
Mh&u#wﬁ“wmawdmtm For nursing homes, the sbove findings and plans of comection are disclosable 14

Says foliowing the date these documents ame madae availabie to the facity. Ifmadm.anmphndm»mtom
program participation.
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W 104: Continued From page 1

. was observed accumulating inside the receptacie
: where the filter was ingsertad into the dryer.

On the same day at 2:15 p.m..cbsesvations of
. the exterior area of facility where the dryer vent
exited the building, revealed # was secured by a
gata. Maintenance staff provided entry to this
area where there was an accumulation of &l
dead weeds. Some of the weeds ware broken
down by maintenance to provide access o the
the dryer vent area. Inspection of the dryer vent
area revealed a heavy accumulation of fint
several inches thick across the botiom of the i
window, which appeared to have coma fomthe !
* dryer. An accumulation of lint was also cbserved |
in the end of the duct where it was attached o the:
dryer vent A large accumuiation of fint was aiso !
cbserved on the ground below the window. ;
1

During interview with the Register Nurse (RN) at
- the group home on January 15, 2010, at 2:40
- p.m., the RN informad the surveyor that upon
-lem'nmofmsliﬂtacummlaﬁon(appmﬁmuy
, 235 p.m.), she immediately telephoned the
| administrator 1o inform her of the situation. Upon,
lmpecbmofﬂledfyer the duct and vent system, :
: and maintenance staff was observed t remove
i the aforementioned int. Interview with the
:mwmmmm
ilaeemﬂs!mr:hm:l by managernent to purchase a
: naw lint filter, and if it was ot available, to

a new dryer. On January 15, 2010, at
l420pm further cbservation of the laundry area
immebasementrevealedamwdrwandduct
i system had been nstalled. Inspection of the
idryervantrevaabddhadbeendeamdmd
| attached o a newly instalted duct Inspection of
' the dryer revealed it was attached © the duct and
when turned on, it appeared to cperate propexly.

W 104

have been cut.

—— —— - —

o

The weeds seen on the side of the
01/18/16
facility where the dryer vent is

FORR CHS-2567102-99) Previous Versions Obscwte Event ID:MY00 T
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W104 : Continved From page 2 P W04

Interview with the residential manager on January -
15, 2010, at 4:47 p.m. revealed that an internal !
, environmental inspection of the group home was
! to be conducted on & reguiar basis. Review of

: the facility’s policy on "Repairs and Maintenancs,”

: saction 3b revealed, "Preventive maintanance will

-beoondudeddaﬂy. weakly, monthly, quarterdy,

serm-annuallyorammailymmdfonbmm

facﬂi!ymdenwmmntalsafay At the time of ]
nﬂ\esu:veﬂy there was no evidence the policy on
* repairs and maintenance had bee ‘
: implemented, as required to prevent the ;
aiomaenhoned!navyaoama.ﬂaﬁmoﬂht. !

: 2. [Cross refor to W158] The facikty failed to W104.2.
!mplenmntmelfecﬁvesystanhrﬂ!e i Cross refer to W 159
i coordination of services recommended o : o o
address Cliant #4's safely needs. '

W 159 483.430{a) QUALIFIED MENTAL W 159
;RETARDATIONPROFESSIONAL

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

This STANDARD is not met as evidenced by: |
&asadonobser@on.staﬁimm.arumd i
| review, the facility failed to ensure the Qualifred :
| Menta! Retardation Professional (QMRI) '
ooordnated integrated and monkiored servicas,
' for one of the three chents residing in the taciity.
:(Clientﬂ}

The finding includes:

1. The facility's QMRP falled % coordinate :
services with the interdiscipinary team (IDT) 10 !

i

FORM CMS-2557{02-08) Previous Versions Oboclate Event iD: MY0011 Faciilly ID: (DG 158 If continuation shoet Page 3 of 14
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W 159 Continued From page 3 W 159!

; determine how Chent #1°s safety needs were to
. be addressed when he addressed when he was
-in bed s evidenced balow: i

; :;O“ Januaryiﬂ-. 2010, :mﬁzsa-m. me'%iew i WI159.1.

i of an unusual incident re| dated Jamsary 16, .

: 2000, 5t 12:02 2m., staff reported that Cliant #1 3. QMRP will ensure that 1 of 2 | 0320410
was getting down off his bed and fell on the floor. night staff is assigned to Client
The incident report further nevealed that “staff #1”s bedroom to regularly check
triad o help [Glient #1] but he was already on the on him while in bed siecping.

! floor. He sustained an abrasion on his head

; above his left sye, above the eyebrow.”

i b. Interview with the registered nurse (RN) on b. The Physical Therapist willdo | g3/20/10
January 15, 2010, at 12:10 p.m. reveaied client an assessment with client #1 in
saﬂalyconcemsmwvicwed the Human bed to determine whether to
Rights Commitiee (HIRC). The RC minutes continue the use of hospital bed
dated February 11, 2009, revealed Client #1 ) :

requires one on one staffing in his group home. with rails or not. Findings will be
I“Rewmnemabmofﬂvehammw presented to the IDT and HRC.
lmnibor continus ong-on-one”. The HRC

. minutes aiso included recommendations to (1) ;
ooy b e I ' Bedrail on Clont #1's bed s
hemet helmet for protection. ‘been replaced.

* Additional interview with the RN on January 15,
§ 2010, at 1:30 p.m. revealed that at the time of the
HRC (February 11, 2009) recommendation, Client
#1 aiready had a hospital bed with ralls. The
medicathabilitation records, however, falled 0
| provide specific instructions on how the hospital
ibeduasbbewedforﬁiadient Record review i
! also falied to reveal 2 current physician's order for 1
 Ctient #1 to have 2 hospital bed. (Note: On ‘
January 15, 2010 at 2:30 p.m., one of the pins :
required to secure the bed rail in an upright i ‘
posiion was difficult tv engage.] :

FORM CMS-2567(02-89) Providus Vensions Qbsoiete Event iD; Y0011 aﬁwnma ¥ continsation shaet Page 4 0f 14
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Al the time of the survey, there was no gvidance : !
- the QMRP had coondinated with the 1DT to ,
determine how the hospitat bed with railswas to * 3
be used for Client #1. '
| 2. The QMRP failed to coordinate with the
. intergiscipinary team 1o dlearly identify Clent #1's W 159.2.
| level of required supervision as evidenced below: a. The number of hours Client #1 | 02/03/10
] . - .
' 2. On January 15, 2010, ot 12:45 p.m., review of is to b provided with One-on-one
: the psychological assessment dated February 4 supervision has been included in
: 2009, recommended one on one supervision to ;  his current Annual Psychological
" decrease the frequency of his maladaptive Assessment.
behaviors and unsieady gait due © his tendency :
. to lean ferward during ambulation. Record
: feveaied that the number of hours the client was
!tobeprovidedﬂieoneononesupewisiomns
| not spacified in the psychological assessment
! b. The facility’s QMRP will 03/62/10
i that the number of ho
b. On January 16,2010, &t 12227 pm, revew of Chont g 1 15 1o be provided with
| the HRC minutes dated February 11, 2009, ...
 revealed Client #1 requires one on one staffing in One-on-one supervision is
his group home. "Recommendation of the team: i inclnded in HRC mimtes.
~Continue to monitor; continue one-on-one” '
. staffing in his group home. Record revealed that
i the number of howrs the client was o be provided e b
the ohe on one supervision was not specified in o
| ¢ interview with the QMRP and the RN on
' January 15, 2010, at approximately 12:30 p.m. on
; revealed that the funding agency had approved
i 16 hours of one on one supervision for the Client
M.
d. On January 15, 2010, at approximately one on
one 12:47 p.m., review of the physical therapy l

FORM CMS-2567(02-69) Previous Versions Obsolete Event I0:MY001 1 Facily 1 00G 158 I continugtion shaet Page 5 of 14
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X4} 1D SUNMARY STATEMENT OF DEFICIENCIES e ] PROVIDER'S PLAN OF CORRECTION o)
H H DEFICENCY PRECEDED (EACH RECTIVE ACTION SHOULD COMPLETION
e | &mmmmm%%mm&% i i al EFE 1O THE APPROFIATE DATE
W 159 - Continued Fram page 5 | w1se;
- {PT) evaiuation dated February 6, 2009, revealed : i
precautions for "Falis risk due 1o visual
&pamﬁ%e_wesmmmpﬁ_hﬂmw  WI59
i hours a added safety.” The PT evaluation i . Client#1 had 16 bours One-on-
 further noted “...has 1: 1 staffing 16 howrs a day one supervision prior to the HRC
| due to his behaviors, as well as for his safsty. He meeti 02/11/09 and the IDT
| 's on 2 compliance program for his helmed, bt so meeting on
+ far he has been non-compliant The heimet i to | is well aware of the one-on-one
beuwﬁforsafety" service as documented in his ISP,
AtmetnEofﬁrestmy there was no evidence - i o
. ihat the QMRP tad coordinaied with the :

 interdiscipiinary team to determine when, and if,
| the one on one supervision which was approved
. and recommended by the HRC on February 11,
'zmmwmﬂmmad '
w 190! 483430(9)(2} STAFF TRAINING PROGRAM W 190

|Foremployeeswmmmm,mm
! must focus on skills and competencies directed
. foward dfients’ developmental needs.

This STANDARD i3 not met as evidanced by:
Based on observation, interview and record
- review, the facility fafled to ensure fraining to
: enable each staff to effectively demonstraie

icompetenwmru&zequdﬁcdevelopmmal
_z)e&dmdmm:nﬂww.(m
!Theﬁncﬂngindudas:

- Observation on Januaty 14, 2010, at 4:03 p.m.
; revealed a facility direct care staff instructing :
" Chent #2 to go 1o the bathroom. At 4:12 pm., the - i

direct care staff pointed to the bathroom and told :
{ Client #2 to wash his hands. The client walked :
{ into the bathroom and walked sight out The direct |

“ORM CMS-2567(02-96) Previous Varsioas Obcolele Evant ID: Y0011 Facilty ID: 093158 nmmmm Gof14
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W 190 Continued From page 6 W 190

care staff pointed to the bathroom and stated, i
: "Ga wash your hands”. At4:15 p.m., the house !
' manager told Chent #2 t0 go into the kitchento i i
help prepare snacks. Further observations :
revealed siaff talking to Client #2 without the use '
| a communicstion device. W 190

. Interview reveaied the aforementioned staff on The facility’s QMRP has retrained | 91/21/10
_Hﬁadnmw,zggg,att%pmd&mindshe . staff on the effective use of Client
 did not kmow how %o sign eat, more, water and #2°s communication device and
staff revealed Client #2 had bibiobsona use of manual signs (eat, drink,
a comemunication h
deﬁoewﬁchheusedaﬂerm . more, water, finish, bathroom yes
and no) to enhance better
Muf Chent#2's speec:w“eg’l:lg? dated commumication with Client #2 to
une 21, 2609, on January : is specifi
.apptmamtdy 5:00 p.m., reveaied Chent #2 : :;Zt:ls ¢ developmental
' participates in a communication program to ulitize
. & low tach communication device to facliiate his e ——
communication willy persons in the environment.
Further review revealad his commwmication
device with voice output allows him io scan
; pictures horizontally, vertically and ciagonally !
depress a cell which correlates pictures with basic
fundamental wants and needs during
; Communicative acts. Review of the clienf's
| @cquisition program revealed the client anxt the
| staff will use manual signs to express basicwants
| and needs such as eat, more, water, bathroom,
" yas anvd no.

‘m@maummmmw
-2010 at 10:30 a.m., revealed that staff was ! .
" trained on Client #2's commtmication program on ,
Ocfober 14, 2009. There was no evidence, ; :
however, that the provided training was effective ‘ I
; to improve the staffs communication with the
i client

W 192 . 483.430(eX2) STAFF TRAINING PROGRAM w192

SDRSA CUS-2567(07-09) Previous Versions Obsolats Event 10: MYD0T1 FackRy ID: 09G158 ¥ continualion shaot Page 7 of 14
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W 182, Continued From page 7 W 162, ;

| For empioyees who work with clients, training :
| must focus on skille and competencies directed ' :

]TIisSTANDARD is not met as evidenoed by i
| Baged on obsarvation, interview and record

i review, the facility failed ko ensure empioyees
: who work with clients, were traiped on sidis and :
- compstencies directed toward clienis’ heatth
: needs, for two of four cliants residing in the

facility. (Client #1 and #3)

| The finding includes:
' W 192

![Crossmbrwwsssj The facility failed %o ensure Cross refer to W 369
ﬁwsmﬁmmymmbm
*prmwbedmeduﬁonsforciamsﬁanus ———— . -
W 249! 483440(d}(1)PROGRAM IMPLEMENTATION W 249

Assoonasﬂlainhrdscipiwymm j
;fonmlﬂedacﬁwt‘sncﬁmdlﬂprowampm :

: each client must receive a contihuous aclive
fh'emnmprogwneonsisﬁngofnaedod
interventions and setvices in sufficient number
and frequency to support the achievement of the
omeﬁvesmmmmalmﬂ

p

i~

: This STANDARD is niot met as evidenoed by:

‘ Based on observation, interview, and recoed
mnewﬂwfacﬂyfaileﬁbemmoonﬂnuom
achvebutmantmirnplmutedmmdanoo
Immembrdm:pﬁmmmn
recommendations for one of two clients in the
sample. (Client #1)

FORM CHAS-248T({02-99] Prervious Versions Obscles: Evant 1D:MYD011 Facilly ). 09G158 if continuation shaet Page 8 of 14
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i |
' The finding includes: :
| The facility faited to ensure interventions identified ;
' in Client #2's behavior supporf plan were :
consistently impiemented as evidenced below. !
On January 13, 2010, at 6:30 p.m., Client#1 was
1 obsarved leaning forward as he was
! assisted by staff when walking about in the group W 249
 home. Duting this time, staff indicated the client - The facility’s QMRP will retrain | 03/12/10
 was required one on one supervision from 8:00 staff on the implementation of
I:;:?&.bm!z:nCOa.m..hmehssaiaydumg Client # 1’s Behavior Support Plan
i ’ {  (BSP)and one-on-one guidelines.
| On on January 14, 2010, at 9:45 a.m., interview QMRP and House manager will
:‘('g!i;g:)andh registered (RN) lweaiedmat momitor ly to
e : the interventions specified in the
the funding agency had approved 16 hours (8:00 Client #1°s BSP are bei
~am. to 1200 a.m.) of one on one supetvision for . being
 Client#1. The QMRP, however, stated that the ¢ implemented and also one-on-one
; client was provided ohe on one supervision, guidelines are adhered to.
 beginning from the time he got out of bed in the
i momings to ensure his safely. T
: On January 14, 2010, at 12:00 p.m., the review of
y @n unusual incident report dated June 12, 2009
;(s:ﬁsam.).mealedt:ﬁentﬁ'sonemunesiaﬁ
. left him in the living room while he wentto *
 punch in ". Upon the one an one's retum to the
: area, he saw [Cllent#1] "on the floor. He was
bieeding from a laceration he had sustained on
- the bottom of left eye. * Further review of the
. incident report and investigative stataments
: revealad that no ohe had observed how the cliant
j got on the floor. :
| The review of the Client #1's psychological i '
mmm-mrmv«mm Event I:MY01 Facily ID: 09G158 If continaation shest Page 9 of 14
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WﬂQiCmMuedFrompages

_ ON.ONe supervision was recommended 1o
; decrease the frequency of his !
behawors unsteady gait and his tendency to lean |
forwaﬂdunngarnbubhon

On January 15, 2010, at 12:13 pm. , the !

Staff Guidelines... as of January 26,
2009" were reviewed and provided the foliowing
information:

a. One on one Staff must closely monitor the
client "at all imes."

:bL'One-on-Onesuﬁmustrumainnofmﬂwman
: arm's length from the client.” '

H

©. One-on-gne staff must be famiar with the |
client's BSP (behaviors, proactive and i
‘hﬁeruenﬁonslrshgies).

; On January 18, 2010, at 1:27 p.m., the review of
; Client #1°s behavior support plan (BSP) dated
March §, 2009, revealed he “requires one on ohe :
staffing in his group home to enswe his physical
]sabtymlaanbmahngfmmmemomb
i ancther, dus to his unsisady gait and his
iianda'lcyholeanfoma:dwhiawam Within the
group home, his behaviors also warrant the use
ofoneononestaﬂhg The BSP further noted
that the chent's "maladaptive behaviors, (such as
falﬁngtomeﬁoor)nnybeauanbon-sedmgm

[Atthettneofﬁteswvey there was no evidence
[MClentﬁsBSPhﬁMneormmy :
implemented as necommended and approved by ;
] the interdiscipiinary teamn to prevent his fall. (See
{ also W159)

W 331 | 483.460(c) NURSING SERVICES

w33

FORM CMS-2567(02-89) Pravicas Versions Obsclete Event ID:MY00t1
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i'mefaa‘htymustpmwdedienswnhmnsmg " i
! services in accordance with their needs. ? |
1
' This STANDARD is not met as evidenced by:
Based on observation, interview and record , i :
review, the facllity failed 1o ensure nursing ' E ;
| services in accordance with the needs two of the ’
i%urcﬁantsmddnglnﬁnfacﬁty (Chent®1 and
)
i'l'heﬁndingsindude:
. 5 [Crogsreferinwm .The facility nursing staff W 331
failed to assure that all drugs are administered in Cross refer W 369
compliance with the physician's orders, for Cient i ence 1o
-# 1 and £3. — e — —

i

: 2. The facility’s nursing service failed o ascertain
how and when Client #1's bed rails were to be

; used as evidenced below:

interview with the RN on January 15, 2010, at
1210pm. revealed client safety concerns ane
reviewed by the Human Rights Commiltee. The
- raview of the HRC minutes dated February 11,

: 2008, on January 15, 2010, a8 1210 p.m. a

: revealed 3 recommendation to continue the
approval that the chient wear a helmet and have 3
hospital bed with rails for safety. Additional :
s interview with the RN on January 15, 2010, at ! :
| 1:30 p.m. revealed that at the time of the HRC ; '
| (February 11, 2009} recommendation, Client #1
.aimdyhadahospﬁbedwmm The January
" 2010 physician's orders, however did not inchude \
: the hospital bed as a trestment onder. !
;Addhmaﬂy,ﬂ\emafﬁnewmm '

FORM CMS-2567{02-59) Previous Versions Obsolels Event ID:MYD011 Facily IDx 09G156 if continuadion sheat Page 11 of 14
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W 331 Continued From page 11 : W33
;dwingmewweymvadedﬂlatapastaueru d
: the client to use a hospital bed was not available. W 331, 2, .
’ . . The Physical Therapist will do an
Observation of the Client #1's bed on January 15, . X . 03/26/10
. 2010, at 2:30 pm., revealed one of the pins assessment with client #1 in bed to
- required 1o secure the bed rali in an upright determine whether to continue the
position was difficult b engage. The RN indicated use of hospital bed with rails or
ﬂ\&tﬂﬂffl‘ﬂfﬁﬁﬁﬂdh&f@ﬂlﬁ&fﬂﬂdﬂ!dm not, Findings wiil be presented to
i concem identified with the bed rail. The nurse the IDT and HRC
indicated that a immediate requast would be )
made to have the bed repaired. At the time of the
i survey, however, there was on evidence that the
| interdisciplinary team had determined when and - T
! how the bed rails were t0 be used for the client.

W 369 483.460(k}(2) DRUG ADMINISTRATION W 369

i The system for drug administration must assure
that all drugs, including those that are

. seff-administerad, are administered without error.
|

, This STANDARD s not met as evidenced by:

; Based on observation, interview and record

| review, the facility failed o assure that all drugs

| are administered in compliarce with the

| physician's orders, for two of four clients residing
Vin the facifity. (Client # 1 and #3} :

_ The finding includes:

! a On January 13, 2010, Cllent #3 was observed
to finish eating his dinner meal 216:20 pm. At

: 7:14 p.m., the Trained Medication Empioyee ; ’
| (TME) administered the client his evening ; |
i medications. The review ofthemedicaﬁonswds’ | i

FORM CMS-2567(02-00] Previous Versicns Obsciete Event 1 MYD011 Faciity ID: 06G15% If continuation shoet Page 12 of 14
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! pRErD [EACH ACTION SHOWUD BE - COMPLETION
’ 15G TOTHEAPPROPRATE |  DATE
W 369! Continued From page 12 i wsss ’
;revealadordersformefoﬂwing .
- Dilantin Chewable 50 mg (2 tabs), 1oomgBlDl . W369,1

{7Tamand7pm ;
A pm) ‘ i @ The facility’s RN will retrain 63/20/10

b. Cakcium wVit. D 8600 mg-400 tablet, 1 tab twice :  TME on Medication
: daity with meals to prevent bone loss. (9 a.m. Administration in accordance with
;and S p.m) , the Physician’s Order Form.

| During the medication administration, the TME .

]rembdﬂlatu\enilarwnmspimibediw —_— — e c—-

=wmnasaﬂhatﬂ;e¢abumwasprasaibadio '
! prevent bone logs.

i Review of the January 2010 medication

: administration record (MAR) on January 13,
. 2010, after the medication administration !
revealadatmdulhnnotebymenumewhim l
- stated, ".....Remember, calcium should be i
'admmammmwm
[Dﬂmtnforbeuarabeupum

: The review of the current physician’s orders dated
;mmzmommmmsm

[
fmmwmoeoowwa,mbby ]
mouth twice daily with meals ¥ prevent bone loss : §

' Dilantin Chewable 50 mg (2 tabs), 100 mgBID . | |

' During interview with the RN on January 15, 2010 :
.at 1:37 p.m., it was acknowledged that Clent #3
had written: instructions on the MAR to have the
Calciurn and the Dilantin given at least 2 hours !
:apathrbeﬂuamm ; t

At he time of the survey, there was no evidence i
: the facility had ensured the Calcium was ; |

FORM CMS-256H012-50) Pravious Versions Obsclete Evart 10:MY0011 Faclty Dr 096158 ¥ continuation shast Page 13 of 14
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; evidenced below.

On January 13, 2010 at 8:27 p.m., Client #1 was
mmmmmmmm
10n.lanuary13 2010, at 723 pm Clent#1 was
| agministered his evening medication by the
lTrainadMadiadJmEmployee(‘IME) The client
' was observed 10 receive Calcium wiVit. D 600

: mg~400 tablet, 1 tab. The client was observed to
 recgive this medication TME indicated that the

: client was prescribed Calcium to prévent bone
loss.

The review of the current physician's orders dated
i January 2010 on Januasy 14, 2010 at 5:58 am.
confirmed that "Calcium wiVit D 600 mg-400
tablet, 1 tab by mouth twice dally with meals io
lpreventboneloss’mspremibed.

" Interview with the RN on Janusry 15, 2010 at 1:37
p.m., acknowiedged the primary cane physician
prescribed the calcium fo be administered with

" meals.

At the fimte of the survey, there was no evidence
that nursing services had ensured that the
Calcium was administered at mealtime as

: prescrived.

*
i

P2 MULTIPLE CONSTRUGTION (X3) DATE SURVEY
A BUILDNG COMPLETED
B. WING
o1t5/2010
STREET ADDRESS, GITY, STATE, ZIP CODE
8827 13T STREET, MW/
WASHINGTON, DC 20012
OB | SUMMARY STATEMENT OF DEFICEENCIES i o | PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST SE PRECEDED BY FULL PREFX | [EACH CORRECTIVE ACTION SHOULD B | COMPLETION
TAG REGULATORY OR LSC IDENTEYING IFORMATION) P OTAB CROSS-REFERENCED TO THEAPPROPRIATE | DATE
| DEFCIENCY} :
W&BBEConﬁnuedmepagew ! w3
| administered with the dinner meal in accordance
2. The facility failed to ensure each of Client #1's *
" medicatiohs were administered as prescribed as W 369. 2.

The facility RN will retrain TME | 03/20/10
on Medication Administration in
accordance with the Physician’s
Order Form.

FORM CMS-2567102-99) Provious Versicns Obsclele
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HFDO3-0138 QFH512010

(EACH DEFICIENCY MUST !
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG T CROSS-REFERENCED TO THE APPROPRIATE

DATE

1000 INITIAL COMMENTS 10600
| TORBIT, MARCELLA

i A icensure survey was conducted from January

* 13, 2010 through January 15, 2010. A random

' sampling of two residents was selected from a
resident population of four males with various

The findings of the survey were based on
- observations in the home and one day programs,
" interviews with staff in the home and at the day
programs, as wel as a review of the clinical,
| administrative, and habiiitation records; including
: a review of the unusual incident/investigasion
reports,

10741 3503.3(c) BEDROOMS AND BATHROOMS 1074

Each bedroom shall be equipped with at least the
. foliowing items for each resident: 1074 (c).
: The facility will provide drawer
(c) Drawer space; and... storage for Client #2 by 03/31/10

| This Statute is not met as evidenced by: at which time, the QMRP and

{ Based on observation, and interview, the GHMRP House manager will ensure Client
: failed to ensure that the bedroom was equipped #2 underwear and socks are

" with drawer space for one of the four residents in - appropriately stored in his

, the facity (Resident $2) . drawers.

- The finding includes:

. The GHMRP failed 10 ensure that Resident #2
 had his own drawer space for storing ciathing, as

| On January 15, 2010, at approximataly 2:45 p.m.,
: ! inspection of the bedroom shared by Residents

i - #3 and #4, revealed that Resident #2°s had no

’ i drawer stotage for his clothing. The surveyor

03/31/10

S T .z del

OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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{EACH DEFICIENCY MUST BE PRECEDED BY L PREFIX (EACH CORRECTIVE ACTION SHOULD BE i COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

1874} Continued From page 1 1074

: was directed the resident's closet where his

- underwear and socks were observed stored ina
gym bag. Stacks were observad neatly foldad and
plaendonﬂ\eshdfofthadosat i

InmmeRasndermaIDlramr(RD)dumgm
environmental observations on Januaty 15, 2010,
revealed that Resident #2 destroyed his dresser
- duing a behavioral episode in early 2009 and
i sinoe that time, his clothing had been stored in
| his closet. Further interview with the Qualified
* Mental Retardation Professional (QMRP) and the
RD revealed that the resident had not exhibited
any recent episodes of property destruction.

Record review on January 15, 2010, al 1:.07 p.m,
had revealed that the Resident #2's had no
racent behavioral episodes documented, At the

' time of the sutvey, they was no evidence the
_:GHHRPhadmmmatthedrnomof

! Residents #2 was equipped with the minimum
m&odiﬁams(drmsm)asrequuedby
District of Columbia Municipal Reguiations

1075, 3503 3(d) BEDROOMS AND BATHROOMS 1075

Eachbadro«nsmnbeequippedmmatlaastme
foﬂowingihmforeachmdant.

{d) Night stand.

! This Statute is not met as evidanced by:

| Basad on cheervation and inferview, the GHMRP

| falled to provide a night stand for each residem

: for two of the four residents residing in the facility.
(Residents #2 and #3)

The findings includes:

Health Reguiation Admimstation
STATE FORM - MYOO11 ¥ continugtion sheet 2o 17
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HFD03-0136 9111512010
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PREFIX DEFICIENCY NUST BE PRECEDED BY FULL " PREFIX ! {EAGH CORRECTIVE ACTION SHORDBE - COMPLETE
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1075 Confinued From page 2 11075

- On January 15, 2010, at approximately 2:45 p.m., %
observation in the bedroorn of shared by
Residents #2, #3, and #4 revealed that thera was
no nightstand available for Residents #2 and #3.
.I terview with the RD on J 185, 2010, 175 @)

n on January The facility will provide night 03/31/10

. during the environmental cbservations revealed -

i that Resident #2 had broken tis and Resident stand for each of Clients #2 and #3
 #3's nightstands during a behavioral episode and by 03/31/10.
_ that they had not been replaced. Further

‘ : interview with the Qualified Mentsl Retardafion - e !

+ Professional (QMRP) and the RD revealed that :

the resident had not exhibited any recent :

episodes of properly destruction. ]

Record review on January 15, 2010, at 1:07 p.m.
. had revealed that the Resident #2's had no

racent behavioral episodes documentad. At the
 time of the survey, they was no evidence the

. GHMRP had ensured that the badroom of

i Residants #2 and #3 was equipped with the

| minimum required items {nightstands)as required

by District of Columbia Municipal Reguiations.

| 1080, 3504.1 HOUSEKEEPING 1090

. The interior and exterior of each GHMRF shall be

- maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of

: accumulations of dirt, rubbish, and objectionable

: odors.

| This Staiute is not met as evidenced by:
- Based on observation and siaff interview, the
: GHMRP failed o ensure the environment was
. maintained for four of the four residents
(Residents #1, #2, #3, and¥4) as evidenced by
the concerns identified in this saction.
earth Regulation Adninistuabon
STATE FORM - MY0O11 ¥ cordiwation shoat 3ol 17
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vy | SUMMARY STATEMENT OF DEFICIENCEES ") PROVIDER'S PLAN OF CORRECTION s
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY RULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG O THE APPROPRIATE DATE
1090 Continued From page 3 1090
The findings include:
Observations of he GHMRP on January 15,
2010, beginning at approximately 1:20 p.m,
Ereveaiadmeblwingooncems:
1, The facility failed to implement an effective
1?&3&%%@% the facility 1090.1
re in .=
| (Residents #1, 82, #3, and #4),as eviderced The entire dryer system was 0115710
' below: removed and a new dryer system
was instafled.
. Obseivation on January 15, 2010, at Also, lint found accumnlated at the
: appraximately 1:40 p.m., revealed the screen in bot i of the window and in the
. the dryer had a large hole in it and that the screen
was detached from the frame on one side. Lint end of the duct attached to the
was observed accumutating inside the receplacie dryer vent was removed and vent
i On the same day at 2:15 p.m. observations of 'I'he_f'a:ﬂxt) Wﬂl ensu.e thai
! the exterior area of facifity whrere the dryer vent environmental inspection is
exited the buliding, revealed it was secured by & conducted on 2 regular basis as
_gate. Mamtenance staff provided entry to this specified in the facility's policy on
: area where there was an accumuiation of taf “Repairs and Maintenance”,
" dead weeds. Some of the weeds were broken section 3 b
downbymﬂnurmuebpmidsofmbﬂw )
the dryer vent area. Inspection of the dryer vent .
area revealed a heavy accumuiation of int The weeds seen on the side of the | o, 1040
+ séveral inches thick across the botiom of the facility where the dryer vent is
| window, which eppeared i have come from the have been cut.
* dryer. An accumuiation of fint was also observed
- in the gnd of the duct where it was attached o the _
| dryer vent. A large accumuiation of fint was aiso -
1 observed on the ground below the window.
During interview with the Register Nurse (RN) on
January 15, 2010, at the group home at 2:40
_p.m., the RN Informed the surveyor that upon
: leaming of the fint accumulation at approximately
Jealh: Roguiahon ACMISEa00n
STATE FORM - MYOD11 i continuaion sheet 4 of 17
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10890 Continued From page 4

2:35 p.m., she immediately telephoned the
administrator o inform her of the situation. Upon
inspection of the dryer, the duct and vent system,
and maintenance staff was cbserved to remove
i the aforementioned lint. Intefview with the

* maintenance supervisor indicated that he had

. been instrucied by management {0 purchase a
now lint fiter, and if it was not available, t©

l purchase a new dryer. On January 15, 2010, at

! 4:20 p.m. , further observation of fhe laundry area
 in the basement revealed a new dryer and duct

i system had been installed. Inspection of the

- dryer vent revealed it had been cleaned and
attached to a newly instalied duct Inspection of
the dryer revealed it was sttached 10 the duct and
when tumed on, it appeared to operate properly.

Interview with the residential manager on January

1 15, 2010, &t 4:47 p.m. revealud that an internal

i environmental inspection of the group home was

| to be conducted on a regular basis. Review of

i tha facility’s policy on "Repairs and Maintenance,”

!secﬂonSbwvoded.'Prevenﬁvenmmwil

| be conducted daily, weeldy, monthly, quarteriy,

: semiannually or annually in an effort to maintain
facility and environmental safely.” At the time of
the survey, there was no evidence the policy on
repairs and maintenance hag bee effectively
implemenied, as required to prevent the

_almnﬁonadheawawmﬂaﬂonofi&

2 Inadequate jighfing was observed in the

. bedroom of Residents #2, #3, and #4. Interview
_ with the residential director, revealed that the light
required a special bulb, which would require

! replacement by maintenance. During this tme a
lamp was observed on top of Resident #4's
wardrobe. Interview with the RD revealed it was
not connecied {0 an electrical source, because
the cord was too short to reach the ouliet.

1020

1090, 2

The light bulb in the bedroom of
Residents #2, #3, and #4 has been
replaced.

Lamp observed on top of Resident
#4°s wardrobe has been moved
and sitnated on Resident #4°s
nightstand close to an electrical
source and has been connected to
the electrical source. _

01/18/10

Heatth Reguiation AGMENGEShoN

STATE FORM

MYOU11 o conkizamtion sheet 5 of 17
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- observed {o have holes in the bottom and/or lids.
! Inferview with the residential manager revealed
jthet'.!aauﬂagewrasprol:ably::ﬂusedbymuimeh.

E?.Alargcrnhwasobwmdmmeceimg.beﬁde
! the light fidure in the bathroom, which was
* localad in the basernent of the facillty.

]

| 8. The window localed approximately four feet

! from Resident #3's bed, was observed & have an

_ large area of paint scaled on the sill, which
caused the natural wood 1o be visible. The size of

Ege unp;inted area was approximatety 12 inches

: by 1 inch,

: 8. The cover for the light fdture located near the
front of Resident #1's bedroom was missing.

| 10. The wood railing beside the steps, leading
; from the deck to the back yard, was observed lo
{havemmemuscrad&

11. A section of the proteciive front panel of the
furnace was missing.

12. The bed rail on the front of Resident #1's bed

i (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG |  REGULATORY OR LSCIDENTIEYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE OATE

. DERCIENCY)
1090 Continued From page § 1 090

3. A large amount of scaling paint was observed

on the exterior walls of the facility. :

‘ i

4. At the rear exit from the second floor, a crack

_ was observed across the widih of the walkway. X

e |

H ( j 'S

! soveral | the height of the 1090.3,4,5,6,7,8,9,10, 11, 035110

* window. This caused the curtairs o hang loosely and12.

on the fioor, resating a potential trip hazard. All observations will be

completely taking care of by
6. Five of the six frash cans in the back yard wore 03/31/10.

Heatth Reguiation Agminstration

STATE FORM

¥ contircation shoot 8§ of 17
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. was difficult to secure in ah "up position”. The RN
- indicatod that staff had reported this concern
" earlier during the day on January 15, 2010.
lzoaiasos.s PERSONNEL POLICIES 1206
 Each employee, prior to empioyment and
' annually thereafter, shall provide a physician’ s
certification that a health invendory has been
: performed and that the employee ' s health status
would aliow him or her to perform the required
duties.
! This Staliste is not met 38 evidenced by:
Based on interview and record, the group home
i for mentally retarded person’s (GHMRP) filed o
obumanannualhealﬂ'lsmemmasmqwredby
 this section for two consultants.
The finding includes: 1206
_ a. The Occupational Therapist is
Cm retardation professional (QMRF) was gt .
| requested %o obtain the fles of the GHMRP staff Wholistic Services, Inc.
i ! and consuitants for review.
i ! b. Wholistic Services will obtain | 3950
! The review of the records on Jamuary 15, 2010, at current health screening
- 1:47 p.m, revealed %&nlwtﬁlwﬂﬂﬁ; screening documents from the Pharmacist.
ey wers ot Tolowing Wholistic Services Inc. will
; ensure all health screening
' a. Occupational therapist: Expirad on October 23, - documents for consultants are
) 2009. obtained in a timely manner to
Eb.Fl st Ad ent entited ensynecomphancemthpersonnel
| "Tuberculosis Symptom Surveillance for Positive policy.
* PPD's" dated July 12, 2008 was provided. The o , _

Health Reguiabon AGTINESTRton
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1229, Continued From page 8 1229 5
device with volce output atiows him to scan
pnhareshom;mvaﬁalyaﬂdiagomy 1229.(
| depress a ce correlaies pictures All Staff persons have been trained
lbwcfl.mdamnialwamsmdneedsdmng onsexuaﬁtybnzaegﬁcialWorkcr 0121110
| commuricative acts, Review of the clint's ski Y -
_ staff will use manual Signs to express basic wants The facility’s QMRP has retrained
. and needs such as eat, more, waler, bathroom, staff on the effective use of Client | 01/21/10
. yes and no. #2’s communication device and
Interview with the direst care staff on January 15, use of manual signs (eat, drink,
2010, at 4:35 p.m. revealed the communication more, water, finish, bathroom yes
. device is used after dinner, Further interview, and no) to facilitate more effective
‘mwevar revealed the staff did rot know how 1o communication with Client #2.
Isugneat.me.mtarandbaﬂ'nmm
! MRP will ensure that the staff
-Raviawofmewamgreoordson.lanuaryﬁ. Q . o - .
2010, at 10,30 a.m., reveaied that staff was training is done on a regular basis
. trained on Client #2's communication program on 10 improve staff communication
: October 14, 2009. There was no evidencs, wnhChent#Z
: however, that each staff had been ¥Frained on sign ——— - . —
language to facifitate more eflective
communication with the client
i 401, 3520.3 PROFESSICON SERVICES: GENERAL 14
: PROVISIONS
| Professional services shall include both diagnosis
'andevaluaﬁm including identificaton of
dovdopmulevelswmads,mm
" services, and services designed b prevent
deterioration or further loss of functon by the
resident.
| This Statute is not met as evidenced by:
. Based on interviow and record review, he ;
‘GHMRPfailedbmmatpmfessbnd i
* services were provided in accordance with the !
medsofmofﬂ'lefourmsﬂon‘tsofﬂwm !
I(Residen1s#1 and #3}
Jesith Eegulabon Admirisraton
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* review of this document, however, provided no

: evidence that an annual health inventory had
_anelformed which allowed the consultant to
" perform the required duties.

; Interview with the QMRP prior to the exif on

1 January 15, 2010, at 4:45 p.m. confirmed that the
i aforementioned health cerificaions were not
* available for review at the GHMRP.

1229 3510.5(0) STAFF TRAINING

Each training program shall include, but not be
Iimltaab the following:

(ﬂSpmmamdememRPmdme
' residents ¥ be served including, but notlimited
to, behavior management, sexuality, mutrifion,
‘ technologies;

! This Statute is not met as evidenced by:

_ Basad on record review and interview, the
| GHMRP fail %o train staff in specialty area of
‘comnmnication.

! mﬁncshg includes:

; Rewewoftl\emrlg records on January 15,
2010, at 10:30 a.m., revealed the GHMRP falied
toprovidet‘ainlngonmahtyioralstaﬁatm
time of the survey.

Review of Client #2's speech evaluation dated

. June 21, 2009, on January 14, 2010, at

appmximawys.OOp.m revealed Client#2
paricipeies in a communication program 1o ubiize

,abwb@commmﬁondevbebfadﬁuehs

| communication with persons in the environment.

Further review revaailed his communicafion

1229

MYoo11
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EThefindngim:lm:les:

}1. The GHMRP failed to ensure the Qualified

! Mental Retardation Professional {QMRP)

i for Resident #1).

A. The GHMRP’s QMRP failed 1o coordinate

: sedvices with the i

" determine how Resident #1's safety needs were
| to be addressed when he addressed when he

i was in bed as evidenced below.

i On January 14, 2010, at 11:25 a.m., the review of

| @n unusual incident report dated Jamuary 18,

: 2009 at 12:02 a.m, siaff reported that Resident

: #1 was getfing down off his bed and feli on the
floor. The incident report further reveaied that

¢ "staff tried 0 heip [Resident #1] but he was

- already on the floor. He sustained an abrasion on

. his head above his ieft eye, above the eyebrow.*

| Interview with the QMRP on January 15, 2010, at
* 12:08 p.m. revealed staff informed him they had
! just checked on Resident#1, before turming their
| atiention 1o his room mate. The staff reportad to
éheQMRPmatResidentﬁappearedbbe

. aslaep when he was checked, however moments
i iater, he was observed on the flocr.

On January 15, 2010, at 12:20 p.m. , the review
i of the writien stalements compieled by the staff
i in the room with the resident when he fell,
_revealiad that Resident #1's “fall was the result of
i [the resident] attempting 0 get out of his bed and
| tosing his batance. The investigation report for
' the incident conciuded that “Tthe resident] has an
: unsteady gait which has resulisd in the need for
| one on one assistance during waking

14

I

A. QMRP will ensure that 1 of 2
night staff is assigned to Client
#1°s bedroom to regularly check
on him while in bed sleeping for
added safety.

401. 1

&

¥ continuelion shoet 13 of 17
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l
|
[

i Interview with the registerad nurse (RN) on
| January 15, 2010, at 12:10 p.m, revealed rasident

g‘ﬁ?smmu::?m; Thﬁgém 14011

H S .

. dated February 11, 2009, revealed Resident #1 The Physical Therapist willdoan | 03/31/10
:quasoneon_medaﬁnghhisgl_wphm assessment with cHent #1 in bed to

. monitor, continue one-on-one”™. The HRC £ hospital bed with raj

minutes aiso included recommendations & (1) use of hospital bed with rails or

i continue the use of  hospital bed with rails for not. Findings will be presented to

i safety and (2) continued to wear the prescribed thke IDT and HRC,
.ihelmethehtetforpmtecﬁon.

! Additional interview with the RN on January 15,
; 2010, at 1:30 p.m. revealed that at the time of the
- HRG (February 11, 2009) recommendation,

 hospital bed was to be used for the resident

+ Record review also failed 1o reveal a current

. physician's order for Resident #1 have a hospital
| bed. (Note: On January 15, 2010 2t2:30 pon.

imeofﬂnpimmmiadhsamﬂnbedrdﬂn
. @n upright pesition was difficult to engage.]

|

!

|

|

!

;Attheﬂlmofmosmvey.mareuesnoevideme !
 the QMRP had coordinated with the 1DT to !
- determine how the hospital bed with ralls was 1o )
be used for Resident 21, l
i

i

l

|

!

* .. The QMRP fallad to cootdinate with the IDT

; team fo clearly identily Resident #4's level of
required supervision as evidenced below:

i & On January 15, 2010, at 12:45 p.m., review of
, the ical assessment (dated Febryary 4,
' 2009, recommended one on one supervision o

alth Reguiation AGTIISTSEoN

TATE FORM hand MYDO1% ¥ contincation sheet 1101 17




[A10013/0032
12/10/2013 07:31 FAX [doo1

PRINTED: 0@/1872010
FORM APPROVED

(1) PROVIDER/SUPPLIERICLIA {2 MULTIPLE CONSTRUCTION {X3} DATE SURVEY
IDENTIFICATION NUMBER: A BULDNG COMPLETED
i 01182010
STREEY ADDRESS, CITY, STATE, 2P CODE
8627 1ST STREET, NW
WASHINGTON, DC 20012
. SUMMARY STATEMENT OF T
FREFX | (EACHDERCENCYMUST 56 RGO I | e | (EACH ConmerTve Aevim anooee. | collere
TAG  REGULATORYOR LSC IGENTIFYING NFORMATION) TAG !  CROSSREFERENCEDTYO THE APPROPRIATE |  DATE
5 e DEFICIENCY) s
1401 Continued From page 11 1401 l
|decraasemﬁiquencyoﬂﬁsmab%ﬁve |
: behaviors and unsteady gait due o his tendency i
- o lean forward during ambulation. Record ;
. revealed that the number of hours the resident
wasbbeprovm:_meoneonona_wpervision I401. B
was not specified in the psychological a. The number of hours Client#1 | 02/03/10
: assessment. is to be provided with One-on-one
., b. On January 16, 2010, at 1:27 p.m., the review supervision has been included in
' of Rasident #1's behavior support pian (BSP) his current Annual Psychological
| dated March 5, 2009, revealed Resident #1 Assessment.
| requines one on ona staffing in his group home.
: The "Recommendation of the leam: Continue to
 tmonitor; confinue one-on-one”. Further review of .
i the BSP revealed the resident’s "maladaptive b. The number of hours Client # 1 | g2/26/10
- behaviors, {such as falfing {0 the floor) may be is to be provided with One-on-one
attention seeking in nature....* Record revealed supervision has been included in
- that the number of hours the resident was to be his Behavior support Plan
; provided the one on one supervision was not
, specified In the BSP.
| ¢. interview with the QMRP and the RN on d. Client #1 had 16 hours One-on-
January 15, 2010, st approximately 12:30 p.m. on one supervision prior to the HRC
T e s e g on 03110 s he I
| Resident #1. is well aware of the one-on-one
; service as documented in his ISP.
| d. On January 15, 2010, at approximately 12:47 — _ _ _ .
- p\m., the physical therapy (PT) evaluation dated :
' February 8, 2008, revealed precautions for “Fafls :
, Tisk due to visual impairment; he requires one on |
. one staffing 16 hours a day for added safety.” :
! The PT evaluation tsrther notad ™...has 1: 1
| staffing 16 hours a day due to his behaviors, as |
: well as for his safety. He is on a compliance i
: program for his helmedt, but so far he has been |
i non-compliant. The heimet is & be used for
: safety.” |
At the time of the survay, there was no evidenca I

aalih Reguiaion Admaristaton
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1401, Continued From page 12 t401 !
+ that the QMRP had coordinated with the IDT to f
: determine when, and ¥, the one on one !
i Supervision which was approved and '
- Frecommended by the HRC on February 11, 2068
would be implemented. i
. IIl. The GHMRP fafled to assure that all drugs are f
~ administered in compliance with the physician's !
: orders Residents # 1 and #3.
i
FA. The GHMRP failed t ensure each medication
| was adminisiered within the time frames T40i.m . _
{ assigned on the MAR for Resident #3 as A. The facility RN will retrain 03/20/10
: evidenced below, TME on medication administration
' On January 13, 2010, at6:20 p.m., Resident #3 ’grda”;";odmme with the Physician’s
was obsarved to have finished eating his dinner
meal. On January 13, 2010, at 7:14 PM, Resident Bt - =
HRSaEBaHRﬁMshuadIﬁsevemmgnuxﬁnﬂunby
-meThmndNbdmﬁbnEmpbmniTME)The
| review of the medications cards from which the

' (1) Dilanfin Chewabis 56 mg (2 tabs), f'm BID 7
famaM?nmJ

i

!

|

;

F

J

!

ﬁncxkannwﬂﬁto600nm}400uumu;1ub i

twice daily with meals t prevent bone joss. {@ i

!a.IH.and5p.n'i.) |

: . . |
Ouring the medication administration, fhe TME

i revealed that the Dilantin was prescribed for i

| seizunss and that the Calcium was prescribed i |

| prevent bone loss. [i

l i

!

i

: Review of the January 2010 MAR on January 13,
+ 2008, after the medication adminisiration
- revealed a handwritien note by the nurse whic
- statad ".....Remember calcium should be

2aith RegAEaton AGMINVSTa0n
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im;GonﬁnuedFmpagew | 401 ] :
+ adminigtered at least two hours apart from
Dllantin for betier absorption.” '
The review of the current physician's orders ;
sdabddanumyzmommm i
!maers: i
1
[{1)CalciumwMt.0600mg-400hblat1tabby |
. Moizth twics daily with meals. to prevent bone loss ]
%g)oilanﬁnChewblewmg(ztahs),‘Imm |
H D-
i : |

+ During interview with the RN on January 15, |
2010.&:1:37p.m,itwasackm;wledgedtrst .
Resident #1 had written instructions the MAR to E

* have the Calcium and the Ditantin given at least 2 ;

. hours apart for better absorption.

fAtﬂnﬂmofﬂnam,ﬁmmmm ]

 the nurse and the TME to ensure that the ]

| Calcium was administered with the dinner meal in |

; accordance with the physician's onder. i
-Addiﬁondly.atﬂaeﬁmofmemyﬂtmwas

na evidence the GHMRP had ensured |

coordination betwee the nurse and HheTME to J.

- ensure the nursing instructions that fwo hours :

: elapse after administration of the calcium, before |

|

l

|

|

|

|

1

1

i the administration of the Difantin,

I B. The GHMRP failed to ensure each medication
; was administered for Resident #1 within the time

. trames assigned on the medication

{ administration record {MAR) as evidenced below:

i

" On January 13, 2010, at 8:27 p.m., Rasident #1
was observed to have finished sating his dinner
meal. On January 13, 2010, 2t 7:23 p.m.,

~Resident #1 was administered his evening

[y
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Ime(ﬁcaﬁonbyuleTraBndMediaﬂmEmployee
*(‘ME).Themsidentwasobservedbmceive

Caicium wVit D 600 mg-400 tablet, 1 tab. The
TMEmdmdmatheresnbgsemvasmmed

'mmd%funentphysidan'sm

| dated January Oon January 14, 2010, at 9:58
i @m., confirmed that "Calcium wVit. D 600
.mg-4001ablet.1tabbymoumwoedaﬂywim
jmismmmthnnebss'mmibed.

1

! mmmmenum.hnuaws.zow.a
1:37 p.m., acknowledged the primary care
physician prescribed the calcium to be

: administered with meals.

' Atthe ime of the survey, there was no evidence
+ thal nursing servicas had ensurad that the

t Calcium was administered at mealtime as
i’pmsaihed.

{ V. The GHMRP's nursing service failed to

; @scertain how and when Resident #1's bed rails
' were to be used a3 evidenced below:

, Interview with the RN on January 15, 2010, at
12:10 p.m. revealed resident safety concemns are
i feviewed by the Human Rights Committee. The
, Feview of the HRC minules dated February 11,

" 2009, on January 15, 2010, at 1210 p.m. 2

{ fevealed a recommendation 0 continue the

; @pproval that the resident wesr a helmet and

; have & hospital bed with raits for safety.
éwmmmmmﬂummmts.

; 2010 at 1:30 p.m. revealed that at the time of the
. HRC {February 11, 2009) recommendation,

* Resident #1 aiready had a hospital bed with rails.
- The January 2010 physician's orders, however
did not include the hospital bed as a treatment

el R e — o e
HFD03-0136 B WinG 011152010
NAME OF PROVIDER OR SUPPLIER mm.msmmzmcooe
WHOLISTIC 05 AT o
D | SUMMARY STATEMENT OF DEFIGIENCIES ! 1 PROMIDER'S OF CORREC K
W RREIERD (b Seevienmn |
k i
1401; Continued From page 14 [ 401 !

I401. 1t
B. The facility RN will retrain 03/20/10
TME on medication administration
in accordance with the Physician’s
Order Form.

I401. 1t :
IV. The Physical Therapist will do | 03/31/10
an assessment with client #1 in
bed to determine whether to
continue the use of hospital bed or
not. Findings will be presented to
the IDT and HR

edith Reguiation Adninistration
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1401’ Continued From page 15 1 401
- order. Additipnally the review of the availabis |
.mcordsdurhnngmeabdMapast
- order the the resident 1o use a hospital bed was 140110
: not avaiable. :
i o IV, The Physical Therapist will do | 03/31/10
ObsewaﬁonofﬂnResidmﬂ'sbedonJanm an assessment with client #1 in
Ii15,:2010,at2:30p.m.re\raalen:mneoflhoa;:u'ns bed to detenmine whether to
.requiredbsecummebedrailinanupﬁght : .
1 position was difficult 1 engage. The RN indicated “ﬁ“@“ﬁ;&m@‘mg}d“
. that staff had notified her earlier that day of the not. Findings presented to
' concem identified with the bed rails. The nurse the IDT and HR
: ndicated that a8 immediate request would be
. made to have the bed repaired. At the time of the
survey, there was on evidence that the 1DT had e —
* concured on how and when the bedrails were o '
be used for the resident l
14200 3521.1 HABILITATION AND TRAINING 1420
| Each GHMRP shtall provide habilitation and
_itlu"!ingbﬂsmidensloMﬂmban
: @and maintain thoee bife skilis needed to cope
' more effectively with the demands of their
- envirenments and to achiove their optimum levels
of physical, mental and social funclioning,

|

!

i

!

|

: This Statute is not met as evidenced by: |
; Based on observation, imerview and record ;
 review, the facity failed to provide consinuous |
| active treatment for one of two clients i the [
gsample.(dbm#z) [
| The findling inchudes: |
i

|

!

f

|

. Observation on January 14, 2010, at 4:03 p-m.
revealed the faciity’s direct care staft

- Client #2 {5 go to the bathroom. At 4:12 p.m., the

; direct care staff pointed to the bathroom and told
Client #2 to wash his hands. The client walked

| into the bathroom and walked right out. The direct

leall: Ragusation
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i October 14, 2008. There was no svidence that

i
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PREFIX {EACH DEFICENCY MUST BE PRECEDED | {EACH CORRECTIVE ACTION COMPLETE
ms! mmmmme#mwo&% e | CROSS REFERENGED TO THE Arrs | COMRLE
; |
lmicon&medFrompagew 1420 i
=carestaffpoimdtohehaWoomandstahd. |
“Go wash your hands”. At4:15p.m the house i
manager told Chent #2 10 go into the kitchen to
hebpmr:msradg.nwimﬂnsim.mechut 1420
1 Was not observed to use a communication .
! devi The facility’s QMRP has retrained 412110
; X staff on the effective use of Client
! June 21. 2009, an mry 14, 2010, at use OfmamlaISi (eai, dﬁ.nk,
, approximately 5:00 p.m., revealed Clent £2 Ens
‘ in @ communication program to utilize more, watet, finish, bathroom yes
@ low tech communication device to facilitate his and no) to facilitate more effective
mmmﬁmmmmhemm conunmication with Client #2.
Furmarrwiawuevealedhismmmicaum
sdaviceﬁﬂ:voiceoumalowshimbsean . )
* pictures horizontally, vertically and diagonally QMRP will ensure that staff is
| depress a cell which comelates pictures with trained on a regular basisto
! basic fundamental wants and needs during improve staff communication with
! communicative acts, Review of the clienf's Client #2,
acquisiion program revealed the client and the
;ﬂaﬁwﬁ!uxemms@nbwbasbm
landnaadssudraseat.mora,wabr.bahmm, - _ e _ { _
) Yes and no. |
immﬂe&wmmﬁmmﬂ& i
2010, at 4:35 p.m. revealed the communication i
| device is used after dinner. Further interview i
.revea!edﬂ:estaffdidnomwhwtos@nat :
| more, water and bathroom, ‘
iReviewofmebairﬁng:eoordstanuarﬂs, ]
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