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A recertification survey was conducted on
December 14, 2010, through December 1~,[2010 ;
Due to systemic deficient practices 'idenufie9 !
during the August 2010 investigation, thelstate

• Agency determined that the full survey process I
would be utilized. A random sample of four I

iclients was selected from a residential populatlon
of seven females with various degrees of
intellectual disabilities. I

!

W159

The findings of the survey were based on
observations in the home and one day program,
interviews with staff in the home and one day
program, as well as a review of the clinical,

· administrative, and habilitative records, including
a review of the unusual incident reports.
483.430(a) QUALIFIED MENTAL

· RETARDATION PROFESSIONAL

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

· This STANDARD is not met as eVidence1!b :
Based on observation, interview, and recbrtJ
review, the facility's qualified mental retardation
professional (QMRP) failed to ensure each
client's active treatment program was integrated, i

coordinated and monitored by a qualified mental 1
, retardation professional for five of seven clients
· residing in the facility. (Clients #1. 3, #4, #6, and
#7)

The finding includes:

1. Cross Refer to W436. The QMR P failed to
: ensure that clients' prescribed adaptive

WOOD:

W159i

I. See response to W436.
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Continued From P?ge 1
equipment (i.e. wheelchairs, chest harness. lap
trays, etc ...) were maintained in good condition,
for Clients #1. #4, #6. and #7. I
2. Cross refer to W252. The QMRP failed to
ensure that data was consistently and accurately
maintained to monitor Client #3's tolerance of her
wrist splints. I
483.440(e)(1} PROGRAM DOCUMENT ATlON

, Data relative to accomplishment of the criteria
specified in client individual program plan
objectives must be documented fn measurable
terms.

This STANDARD is not met asevidenced1bY;
Based on observation, interview, and record
review, the facility failed to ensure consistent
documentation of progress on the Individual

. Program Plan (IPP) objective, for one offoLr
clients in the sample. (Client #3)

The finding includes:

The QMRP will retrain aU staff: incl djng;
LPN staff, on use of the splints and :
documentation of usage. The QMRP \will
provide data and reports to the clin ici~ to
ensure that he has the information ne dkct to
make appropriate clinical decisions. hk
Director of Residential Services (DR ) Iwill
monitor for three months to ensure
compliance.

W 159'
1 I

i I

I-J---·-
i

; I;

:
;

The facility failed to ensure that data required to
monitor Cnent#3's tolerance of her wrist splints
was consistently and accurately maintained.

Observation in Client #3's bedroom on December i
14,2010. at 3:30 p.m. reveaJed bilateral wrist ;
splints. Later that day, interview with staff at 4:57

. p.rn, revealed that the client wore them at night
while she was sleeping. I i

Interview with the Licensed Practical Nurse (LPN) ;
on December 15, 2010, at 2:05 p.m. revealed the
client had a treatment order to "wear resting hand

I i

2. See response 0 W252.
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W252 Continued From page 2 I
splints to both hands from 9:00 p.m. to 5:00 a.m."
The nurse indicated that the client was to
gradually increase the amount of time she
tolerated the splints up to 8 hours. Continued
discussion with the LPN at approximately 2:50
p. m. indicated staff should monitor the client's
tolerance of the wrist splints and document it on
the data couecnon form. Outing this discussion. I
the quafjfied mental retardation professional
(QMRP) slated that staff reported that the client
hollered at times and did not want to wear the
wrist splints.

Record review on December 15, 2010, at 2:05
p.rn. revealed a physical therapy (PT) goal dated
September 2010 which documented that Client
#3 will tolerate wearing wrist resting splints.
According to the objective, the client "will wear the

· resting splints from 9:00 p.m. to 5:00 a.rn,"
· Further review of the active treatment
documentation form revealed that daily staff
should "document the number of hours the client

· wore the brace," or if there was "no response."
On December 15,2010, at 3:10 p.m .. the data
collection revealed the cfient wore the braces
eight days in August 2010, five days in

; September 2010, and five days fn October 2010.

At the time of the survey, the facility failed to
provide evidence that y ensured data was

· collected in a manner to accurately monitor:, the
client's tolerance of her splints.

W 356 483.450(g)(2) COMPREHENSIVE DENTAL
TREATMENT

The facility must ensure comprehensive dental
treatment services that include dental care i
needed for relief of pain and infections,
restoration of teeth. and maintenance of deptaJ

B. WING L
\ 1211~12010
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healm.

This STANDARD is not met as eviciencedby:
Based on observation, interview, and record
review, the facility failed to ensure timely
comprehensive treatment services for the 1
maintenance of dental health, for one of the four
clients in the sample. (Client #1)

The fInding includes:

On December 14,2010, at 12:05 p.m.,
observations conducted at the day program

. revealed Cfient #1'5 was observed to have a
heavy build up plaque and discoloration
(yellowish) around her teeth. Review of Client
#1's medical record on December 15, 2010, at
approximately 11 :10 a rn., revealed a dental
consultation dated March 2,2010. The dentist j

noted "moderate calculus deposit. Patient needs I

scaling, will submit Pre-authorization for
approvaL" Please call if we have not contacted
you in two months; Further record review
revealed the client went back to the dentist on
July 19, 2010. The dental consultation noted,
"Patient has very poor oral hygiene. Large
deposits of plaque and calculus present on all '
teeth surfaces. Diagnoses: HafitosislPeriOdontitis, .
Full mouth scaling is indicated. Preauthorization
request will be submitted ..." I
Interview with the qualified mental retardation
professional (QMRP) on December 16, 2010, at
approximately 1:20 p.rn., revealed that the client
had not returned back to the dental office since
July 19, 2010. Further interview with the QMRP
revealed that Client #1 had not received an~1 !
dental treatment aince May 11. 2009t" over 9 ~

I
. ~
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· The QMRP and RN will ensure that \ hen ia
· dental consult recommend~ a treatrne t Ith~t '

requires pre-authorization,1 the Nurse r.' 11 .
: coordinate with the dental office to enSI re that
~the pre-authorization request is submi]« d at
· the time the recommendation is made lard !that
· an appointment is secured to coincide w thjthe .
expected date of the approval so that tile
approval does not expire before the

· appointment occurs. The Director of ~ursjng
: (DN) and the DRS will track all such J i
submissions and appointments at wee] 1 '

; staffing meetings to ensure complianc ,"bnd to .
: identify barriers and seek resolution as nbeded.
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months later. The QMRP stated that the client
had a dental appointment scheduled for January
24.2011, preautnorization pending. At the time
of the survey. the facility failed to ensure dient#1
received timely dental services follow-up.
483.460(m)(2)(ii) DRUG LABELING

. The facility must remove from use drug
containers with worn, illegible, or missing labee.

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facility failed to remove medications that ~d
missing labels from iI's use, for two of the four
clients in the sample. (Clients #2 and #4)

The findings include:

1. On December 15, 2010, at approximately 8:02 :
a.m., the Licensed Practical Nurse (LPN) was
observed to place a bottle of Oxcambazepine
Oral Suspension 300 mg/5ml with a torn/missing
label on the kitchen counter. During a face to
face interview with the LPN on December 15,
2010 at approximately 7:50 a.m. it was J
acknowledged that the bottle of Oxcarnba pine !

. Oral Suspension 300 mgf5ml had a torn/missing I

label and belonged to Client #4. Further interview !
revealed the pharmacist would be notified and the
bottle of Oxcambazepine Oral Suspension 300
mg/5ml would be replaced.

There was no evidence that the facility removed
all medications that had torn labels from use.

2. On December 15,2010, at approximately
11:10 a.m., the LPN was observed to place a
bottle of Nasoex Spray 100 meg. with a torn label i

W 35(:>'
I I
! j
1 I

IJ The DON will observe med pass at least
: weekly to ensure quality arid accuracy Jhe
: DON will train all nursing staff to aler Her
. when medicines have damaged or mis idg
labels, and she will ensure they are rep a~d by

: the pharmacy. The Medical Director and DRS
. , will spot check for three months to ens ~rk , .

compliance. ;;..:: /,;,
- - .. - -- .__ . ---- 1-
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This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to furnish and maintain in
good condition wheelchairs. chest harnesses. a ;
lap tray, and foot rests as prescribed. for four of
the seven clients in the facility. (Clients #1. #2. i
#6, #7)

The findings include:

1. The facility failed to furnish and maintain tn
condition Client #1's wheelchair, as evidenced
below:

On December 14, 2010, at 12:08 p.rn.,
observations conducted at the day program
revealed Client #1 sitting in a wheelchair with a i

B. W!NG ....,i_
I

10
PREFIX

TAG

1, The QMRP will complete an ad: Pr've
equipment assessment fqr each indi -i u~l
weekly. The QMRP will submit tht .
assess~ent to the DRS and the ap~I'pwia~e
clinician (if required) and vendor immediately
upon noting that repair is needed. F ~actively,
the QMRP win seek training and cl r~lqation
on how to clean various 'adaptive ec u rnent

I .components such as the chest harne s to
ensure that they are not damaged ar dire in
good working order as well as clear, IThe

,DRS will follow up weekly to ensu e that the
, "'assessments are completed on time n:c:Ithat

the vendor has all authorizations an clinical
1 , •

specifications required to complete eparrs In
the earliest possible timefrarne.

. '

i .-'
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W391' Continued From page 5 W391
on the kitchen counter. During a face to face
interview with the LPN on December 15, 2010 at
approximately 11:12 a.m. it was acknowledged
that the bottle of Nasoex Spray 100 meg. had a ;
torn label and belonged to Client #2. Further i
mterview revealed the pharmacist would be
notified and the bottle of Nasoex Spray iOO meg.
would be replaced,

There was no evidence that the facility removed i
all medications tha1 had torn labels from use.

W436 483.470(g}(2) SPACE AND EQUIPMENT W436i

The facility must furnish, maintain in good repair, :

and teach clients to use and to make informed
choices about the use of dentures, eyeglasses, :

hearing and othercomrnunications aids, braces,
and other devices identified by the ,
interdisciplinary team as needed by the cJi~nt.

Facility 10: 119Gi 21 If continua o I sheel Page 6 of 11
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W 436 Continued From page 6 I
lap tray awaiting lunch. When asked ff there were i

any issues/concerns regarding Client #2'5 i
Wheelchair. the classroom coordinator (CC)
indicated that the left strap for the chest Harness
would not snap into place, the lap tray wa~
broken, and the wheelchair had a worn out cable :
which caused the wheelchair to tip back.wards if
you pressed down on firmly. This was vekfied
through closer observations of the cFient's
wheelchair at approximately 12: 14 p. m. lfil
addition, black duck tape was also observed on .
the wheelchair foot rest, arm rest, and on the side'
of the seating system.

· Interview with the day program's case man,ager
(CM) on the December 14, 2010, at

· approximately 12: 50 p.m., revealed that he
communicated this concern with the facility
through the day program's "Intra-Agency I
Communication" form on May 12, 2010. Further
interview revealed that the day program's physical
therapist CPT) had assessed Client #'Zs
wlleelchair on May 10, 2010, at the day program.
According to the PT note, the "client requires

· multiple repairs to her wheelchair. Staff complain
that the wheelchair tilts spontaneously. Staff
reported this poses a safety risk as the I
wheelchair will tilt during transfers and pushing
the wheelchair. Please repair the hydraulics."

Interview with the facility's qualified mental I
retardation professional (QMRP) on December
14,2010, at approximately 5:15 p.m., revealed
that she had not received any communlcation
form from the day program regarding Client #2's
recent wheelchair concerns. The QMRP
indicated that she was not aware that the client's
wheelchair would tilt backwards when heaViY
pressure was applied and that the left chest

B. WING -:-!
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W 436 Continued From page 7
harness strap would not snap into place. When
asked to see a wheelchair evaluation form, the
QMRP was not able to produce one. At
approximately 5:20 p.m., the QMRP stated that
she talked with the PT via telephone and he
stated that he would evaluate Client#1's
wheelchair at the day program on December 15.
2010.

Interview with the residential director (RD) on
December 14, 2010, at approximately 5:30 p.rn.,
revealed that Client #1's has had numerous
wheelchair repairs since May 2010. (This was
verified through record verification of the facility's I
adaptive equipment log book on December 15,
2010, at approximately 9:30 a.m.). The RD
indicated that the facility's PT assessment dated
September 2010 recommended that Client #1
would benefit from a new wheelchair. However.
the assessment did not state the condition of the

. wheelchair at that time. The RD stated that a
• 719a form was submitted for a new wheelchair for
the client on October 6, 2010. This was also
verified through record review and a telephone
interview with the facility's office personnel on
December 15, 2010 at approximately 10:00 a.m.

On December 15,2010, at approximately 12:20
p.m., the QMRP provided the surveyor with a
copy of the physical therapist evaluation dated
December 15, 201 a of Client #1'5 wheelchair
which noted the following wheelchair conditions:

a. Seating System - Molded system is worn. The
back is superior and does not fit her deformity.

b. Hydraulics - The seat will spontaneousiytilt
back. The hydraulics is damaged.

W436

,

i
,

;
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i
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I
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W436 CDntinued From page 8 I'

c. Arm Rest ~The left arm rest does not remove
, because it is pressed against the seat. There is I
tape over left arm rest cushion. i

d. Wheelsrrires - AIr four tires are worn.

e. Chest Harness - The left lower dip does not
, secure

f. Headrest - Misatigned

g. Lap tray - Left arm rest bracket is broken.
Right bracket is misaligned.

, h. Other parts - no anti-tippers

Recommendations: Newwheefchair with custom
molded seating system. Align her back cushion
and headrest Repair hydf'aulics. Align left arm
rest. New left arm rest cushion. Replace!with '
four new tires. The clients needs a new lower !

I
, chest harness dip. New arm rest bracket on lap :
:tray. I
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W436
,

Continued From page 9 I
that Client #1's wheelchair was maintained in i
good repair. !
2. The facility failed to ensure Client #7'51 !
wheelchair was maintained in good repair. ,

I

Observations of Client sr« wheelchair orl !
: December 16, 201 0, at 1:55 p.m., revealed the !
· left wheelchair tire was worn. In addition. the foot:
, rest was ripped which was covered with black .
· tape. This was acknowledged by the residential i
director (RD) who observed the client's 1

· wheelchair with the surveyor on the same day. t

i
• 3. The facility failed to ensure Client #$'s !
· wheelchair was maintained in good repair.. I
Observations of Client #$'5 Wheelchair on I
December 16, 2010, at 2:20 p.rn., revealed the
wheelchair needed covers for the hard b~eaks. I

· This was acknowledged by the RD who observed :
· the wheelcnair with the surveyor on the same I
day. .
4. The facility failed to ensure that Client #4 ches
harness was maintained in good repair. I

· Observation on December 14. 2010, at 5:35 p.m.
• revealed Ctient #4's chest harness on her
: wheelchair was tom on the left side. Interview :
with the RD at the·time of the observation.
revealed ihat the client had recernly received a
new chest harness for her wI1eelchalr.

; Record review on December 15, 2010 at 10:47 !
a.m. revealed an adaptive equipment form dated
October 28 2010 for CHent #4 which stated "ches
harness -replace chest hamess straps, harness
assembly." At approximately 11:50 a.m., ithe RD, i

W436

2. See response to #1.

3. See response to #1.

4. See response to # 1.

i iI/'-;.,');I 0'.. ~

I

,
;
I
!~3j;1

FORM CMS-2567(02.99) Pll!lIiaus Vers ions. Obsolete
I

Event 10: ml'1fl1
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W 436' Continued From page 10
revealed that the new harness had been
damaged during laundering and additional
training to staff was provided to prevent further
damage to the chest harness, At the time of the
survey, however, there was no evidence the 1

, facility had implemented proactive strategies to i
maintain the clients chest harness in good repair. !

I,
;

:
i,

, i
,:
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1000 INITIAL COMMENTS

I
A licensure survey was conducted on December
14,2010, through December 16, 2010. Due to

· systemic deficient practices identified during the I

, August 2010 investigation, the State Agency !
determined that the full survey process would be j

· utiliZed. A random sample of four residents was It

selected from a residential population of seven
females with various degrees of intellectual i
disabilities. 1 ,!II,

The findings of the survey were based on
observations in the home and one day program,
interviews with staff in the home and one

J
program, as wen as a review of the clinical, !
administrative, and habilitative records; including ;
a review of 1he unusual incident/investigation
reports.

I 090 3504.1 HOUSEKEEPI NG

The interior and exterior of each GHMRP shall be ,I
maintained in a safe, clean, orderly, attractive, I
and sanitary manner and be free of I

· accumula1ions of dirt, rubbish, and objectionable I:
odors. . I I

· This Statute is not met as evidenced by: I I;~f
Based on observation and interview, the group
home for mentally retarded persons (GHMRP) r
failed to ensure that the environment was free I
from potential safety hazards. !

, The finding includes: I
On December 16, 2010, beginning at9:15 a.m., 'I

· the surveyor ,
· was accompanied by the residential director (RD)/;

to conduct observations of the interior and II

1000 !,
;

,
!

,

!

;

1090

;.teallh; RegUlati?nAdml~istration. I I
!r"k:'''~ 0"~7~/-T7v,-

.A60AATQRY DIR!;CTOR'S 01\ P~OVIOEFtfSUF'F'U~R REPRESENTATIVE'S SlGNATURE

TITLE I
J.i~(''':j. t.}~,.'ZI-]/~~td-A6~1 !

(XG) DATE

/j7~/
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I 090 Continued From page 1 I
exterior of the environment of me faCility-I

1. The cable cord was noted to be hanging
loosely from the roof and was looped outward,
and approximately 3 feet from the ground, at the I
rear of the house.

i

I
2_ The cover was missing from the floor drain in

· the utility room. Closer observation of the drain
reveal a small object inside. There was an

· accumulation of dirt on the floor of the utility
room.

3. Trash was observed behind the washer and
dryer located in the laundry room.

4_The coving was observed to be detached from I
the walt behind the head of the bed of Resident I
~. !

i
5. The oven of the range in the kitchen was i
observed to be soiled on the interior. I

, These findings were acknowledged by thr RD
during the inspection of the environment on
December 16, 2010.

1180 350B.1ADMINISTRATIVE SUPPORT

Each GHMRP shall provide adequate
administrative su pport to efficiently meet the
needs of the residents as required by their
Habilitation plans.

· This Statute is not met as evidenced by:
· Based on observation, interview, and record

review, the group home for mentally retarded I
persons (GHMRP) failed to ensure that the l

· qualified mental retardation professional/(QMRP) I
integrated, coordinated and monitored tHe active

11090

---.--------

I I

I ,
I. The Maintenance Department wil remove,
replace, or refasten the eJrd as nee de d. ,

;:"/:Y'!
2. The Maintenance Dep!artment wi I tepbir

, the drain if needed and r~place the c Jer .. The
Home Manager will ensure the floor is
cleaned.

.
~.;. .J:_~J.:/

-- ·-----;----1--h
! 3. The Home Manager \~i11ensure ~'tt~e . .
, trash is removed from b~hind the w s erand

dryer.
- - ------------+-+-

1 4. The Maintenance Debartment w II make
, repairs to the wall.

---------------~ .•

5. The Home Manager ~'i1l ensure h ninge
and oven are cleaned, and assign sp ec'fie staff "
to maintain its cleanliness. : ;:... ':"/./

1180

Health Regulation Administration I
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I J ••.I. See response to federal deficienc ' w436.
!

1180 Continued From page 2 I
11801

i
treatment program for five of seven residents t

residing in the facility. (Residents #1, #3, T' #6,

Iand #7)

The finding includes: I
I

1. Cross Refer to W436. The QMRP failed to :,
ensure that residents' prescribed adaptive j

. equipment (Le, wheelchairs, chest harness, lap ! I

trays, etc. were maintained in good condition, for
Residents #1, #4, #6, and #7.

2. Cross refer to W252. The QMRP failed to
ensure that data was consistently and accurately i,
maintained to monitor Resident #3'5 tolerance of I

: her wrist splints.

1401 3520.3 PROFESSION SERVICES: GENERAL I 1401
PROVISIONS I

I

Professional services shall indude both diagnosis!
and evaluation, including identification of :
developmental levels and needs, treatment Ii

services, and services designed to preven~
. deterioration or further loss of function by the

resident. i
,This Statute is not met as evidenced by:

Based on observation, staff interview and record
review, the Group Home for Mentally Retarded
Persons (GHMRP) failed to provide professional
services that included treatment services, and
services designed to prevent deterioration lor

, further loss of function by the resident, for one of
four residents in the sample. (Resident #1)

The finding includes:

On December 14,2010, at 12:05 p.rn.,
. observations conducted at the day prograr;n

..I

2. See response to federal deficiency W252.

See response to federal deficiency" }. 6.
_.. -_.-

. 'I; :r.'::..:.i:,

j
;

I
I
i

I
1
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1401 Continued From page 3 I I 401

revealed Resident #1's was observed to have a I
heavy build up plaque and d.iscoloration I
(yellowish) around her teeth. Review of Resident II

#1's medical record on December 15, 201b, at ,
approximately 11:10 a.m., revealed a dental" !
consultation dated March 2, 2010. The dentist !
noted "moderate calculus deposit. Patient needs i

: scaling, will submit Pre-authorization for I
approval ..." Please call if we have not contacted I

• you in two months. Further record review I I
, revealed tile resident went back to the dentist on
· July 19, 2010. The dental consultation noted
· "Patient has very poor oral hygiene. Large

deposits of plaque and calculus present on all
teeth surfaces. Diagnoses: Halitosis/Periodontitis.
Full mouth scaling is indicated. Preauthonzation
request will be submitted..... I
Interview with the qualified mental retardation
professional (QMRP} on Oecember 16,2010, at ;
approximately 1:20 p.rn., revealed that the I
resident had not returned back to the dental office I
since July 19, 2010. Further interview with the !
QMRP revealed that Resident #1 had not ~

; received any dental treatment since May 1[1. 1
: 2009, over 19 months later. The QMRP stated

that the resident had a dental appointment
scheduled for January 24, 2011, preauthorization
pending. At the time of the survey, the GHMRP
failed to ensure Resident #1 received timely
dental services follow-up.

1420 3521.1 HABILITATION AND TRAINING

Each GHMRP shall provide habilitation antl
· training to its residents to enable them to acquire
· and maintain those life skills needed to cope
· more effectively with the demands of their

environments and to achieve their optimum levels
of physical, mental and social functioning. I

~
j
; 1420

iealth Regulatron Administration I
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'420 Continued From page 4 I
This Statute is not met as evidenced by:
Based on observation. interview, and recOIjd
review, the group home for mentally retarded
persons (GHMRP) failed to ensure consistent
documentation of progress on the Individual
Program Pfan (IPP) objective, for one of four
residents in the sample. (Resident #3)

The finding includes:

IThe facility failed to ensure that data required to I
. monitor Resident #3's tolerance of her wrist

splints was consistently and accurately I I
maintained.

i
Observation in Resident #3'5 bedroom on
December 14,2010, at 3:30 p.m. revealed
bilateral wrist splints. Later that day, interview
with staff at 4:57 p.m. revealed that the resident _
wore them at night while she was sleepingl I;

Interview with the licensed Practical Nurse (LPN)
on December 15; 2010. at 2:05 p.rn. revealed the :

, resident had a treatment order to "wear resting I'

hand splints to both hands from 9:00 p.rn. ~o 5:00
a.m.' The nurse indicated that the resident was !
to gradually increase the amount of time she
tolerated the splints up to 8 hours. Continued ,
discussion with the LPN at approximately 2:50 I

. p.m. indicated staff shoufd monitor the resident's .
tolerance of the wrist splints and document it on
the data collection form. During this discussion, I
the q us lined mental retardation professional
(OM RP) stated that staff reported that the
resident hollered at times and did not want to
wear the wrist splints. I
Record review on December 15, 2010, at 2:05
p.m. revealed a physical therapy (PT) goal dated

i
!,
!
; ;

:
;
:

See response to federal deficiency W39 .

; :

;

;

;

1

;

i
See response to federal deficiency ~f51. , )-13111

I
I :

;
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,TATE FORM 7N1Y11 If~llnuation sheet 5 of 7

i,
!



Feb 03 11 09:13p Marsha H. Thompson

Health Reaulation Administration

STATEMENTOF DEFICIENCIES
AND PlAN OF CORRECTiON

(X1) PROVIDERlSUPPLIERlCLIA
IDENTIFICATION NUMBER:

IHFOO.l..o048

3014307219 p.19

P~~NTED:1212312010
FORM APPROVro
'I:i

(X2) MULTIPLE CONSTRUCTION

A. BUILDING
B. WING -;-.i

I

( 3) ~TE SURVEY
COMPLETED

i
I
I 12116/2010

STREET ~DRESS. em', STATE, ZIP CODe

~954 AS10R PLACE, SE
'i"ASHIN~TON, DC 20019

NAME OF PROVlDER OR SUPPLIER

INDIVIDUAL DEVELOPMENT, INC.

(X4) 10
PREFIX

TAG

(X5)
COrvPLETE

DATE

SUMMARY STATEMENT OF DEFICIENCIES II ID !

(EACH DEFICIENCY MUST BE PRECEDEO BY FULL : PREFIX
REGULATO~Y OR LSC IDENTIFYING INFORMATION) ! TAG '

1484; Continued From page 6 1484

interview revealed the pharmacist would be i
notified and the bottle of Oxcambazepine Oral I

Suspension 300 mg/5ml would be replacM. :

There was no evidence that the facility re~OVed I,::

all medications that had tom labels from use.

2. On December 15, 2010, at approximately
11:10 a.m., the LPN was observed to place a i
bottle of Nasoex Spray 100 meg. with a torn label I
on the kitchen counter. During a face to face i
interview with the LPN on December 15,2010 at r
approximately 11:12 a.m, it was acknowledged I
that the bottle of Nasoex Spray 100 meg.!had a l
torn label and belonged to Resident #2. Fwrther
interview revealed the pharmacist would IJe ~
notified and the bottle of Nasoex Spray 100 meg. i
would be replaced. l

tThere was no evidence that the facility removed
all medications that had torn labels from use. \

I

II

I
I
I
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(EACH CORRECTIVE p,.cnON SHOI LP BI=
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DEFIC~NCY)

learth RegUlation Administratit)n
;TATE FORM If oonti nuaton sneer 7 of 77N1Y11


