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The findings were based on observat(ons at the

INITIALCOMMENTS ‘[

On Februaiy 27, 2013, the Departmefnt on
Disability Services (DDS) forwarded to the State
Surveying Agency (SSA) the Evans’ Class Court
Monitoring Program Reports that alleged ‘
concerns related to client health safety and
welfare. ? I

Based on the concerns, the SSA's Intermediate
Care Facilities Division (ICFD) mltlated a
monitoring visit on March 21, 2013, to determine
the facllity's compliance with Federal artlc:ipation

and local !Icensure requirements. |
_f

group home, interviews with direct care staff, -
nursing staff and administrative staff.| The
findings were also based on the rewew of
medical, habllitation, and administrative records,
as well as a review of the facility's Incident
management reporting system. The momtormg
visit revealed the following: ! ;

Allegation #1- Health Management Cére Plans
(HMCPs) for Clients #1, #2, and #3 were net
updated and implerented. f

Findings - The survey process is outcome .
ariented, and the HMCP review is not within the
scope of the reguiatory authority. | i '

Conclusion - This is not applicable to the survay
process, !

Allegation #2 - Ocecupational Therapyé
recommendations were not implemented for
Chent #1 and #3.
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Any deficlency akaf’ement ending With an aﬂ{erlsk *) denolesia dafic iciency which the institution may ba excused from correc’;ting providing itis dét%rmlneci that

other safeguards provide sufficient proteclion to the patients.)

(See instructions) Excapt for nursing homes, the findings stated above are disclosable @0 days

following the date of survey whether or not a plan of correctlt}n is provided. For nursing homes, the abova findings and pla s of correction are dlscic»sabla 14

days following the date thes¢ docurmnents are made avaalable to the facllity if deficlencies are catsd an a2pproved plan of ¢

program padicipalion. i

orreclmn is reqms;te to cnnllnued
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Findings -There was no evidence to support the
allegation.

Gonclusion - Not substantiated.

Allegation #3 - The shower chair wasiinferior and
did not meet the needs of Client #1.

Finding -There was no evidence {0 substanttate

the allegation.

Conclusion - Not substantiated,

Allegatlon #4 - Physical Therapist (PT}
recommendations for Clients #1 and #-3 to be

1 repositioned at their day program evenr 2 hours
| were notimplemented. :

T Finding - There was no evidence to substanﬂa{e

the allegation. .
E
Conclusion -Not substantiated |

Allegation #5 - Client #2 gpends hours s;ttmg ln
the wheelchair without reposxtmnmg

Finding - Client #2 was observed on §everai ;
occasions during tha monitoring visit repositioning
herself in the wheelchair, and also siaff was '
observed repositioning Client #2 in thé bed.

Gonclusion - Not substantiated. ;

Allegation #6 ~The PT's recommendateons for
repairs and adjustments of Client #1' s wheeichair
were not completed.

Finding - The durable medical eq.uipmfen_t
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| deflciencies were cited. i

contractor was abserved making | repan‘s to Chent
#1's whaelchair during the momtormg visit. No

Conciusion - Partially substantiated.

Allegation #7 - The PT's r.econm‘:endétion to !
contact the vendor for an evaluation of Client #1's
air mattress overlay was not.completed.

Finding - There was nof enough evidénce to'
support the allegation, as the mattress was ﬂrm
and in good condition, i

Conclusion - Not substantiated. f
Allegation # 8 - Client #1's liquids werie not
thickened to a honey consistency as |
recommended.

Finding - There was not enough evidénce {o
support the allegation, as the texture of Client |
#1's liquids was consistent with the physxclan s
order. ;

. i
Conclusion - Not substantiated. i
Allegation #9 -~ Client #3's feeding tube
protocol/guidelines included the name of another
individual.
Finding - There was no ewdence to sﬂpport the
allegation, as all G-Tube protocols were
appropriately identified for each chent
Conclusion - Not substantiated. |

Allegation #10 - Client #2 was not prqﬁvided an

i
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|
.| IPAD as recommended to assist with |
13

: posrt[omng for tube feeding.

communication.

Finding - There was no evidence to support tﬁ‘e
allegation. The recommendation for the IPAD
was not approved by the Inter-dlscmimary team
(iDT) |
Cenclusion - Partially substantiated 3

Allegation # 11 -~ Client #2's speech aﬁd langliage

pathology assessment did not describe specar c
*- ,

Finding - There was no evidence fo support ihe
allegation. i

Conclusion - Nof substantiated.

Allegation #12 - Staff did not inform Client #1 of
the food items during the meal, )

Findings - There was no evidence to support the
allegation, Food that was offered durifg the
mealtime was described to the client.

Conclusion - Not substantiated.

Allegation #13 - The psychologist's
recommendation that Clients #1 and ;%3 have
desensitization programs was not clarjfied

Finding - Interview with the qualified mtellectual
disabilities professional (QIDP) confirmed that a
desensitization program was inadvertently ‘
included in Glient #3's psychological :
recommeéndations. At the time of the survey,
Clients #1 and #2 did not have desensmzat:on
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programs.

Conclusion - Partlally substantiated.

Allegation #14 - Risk areas (ccnstipat)ion :
dehydration, weight loss) identified in the clients’
nutritional assessments were not moﬁltored by
the nursing staff. : ;

Findings - There was no evidence to support the
allegation. . - . i

Conclusion - Not substantiated.

Allegation #15 - The physician's |
recommendations that age appropriate health
screening tests be updated for Cllents #1, #2 and

#3, were not timely implemented. !

Findings - There was no evidence to [support the

allegation. i

Conclusion - Not substantiated. jf

Allegation #186) Client #1's physician’ s order for
“liceral fluid intake" was not defined. [

Finding - There was ne evidence fo sﬂppoft the
allegation.

Conclusion -Not substantiated. 5

l ¥
Allegation #17 - Clfent # 1's fiuld intake was not
fracked, recorded, ana!yzed and acted upon by
the nurses. : t

Findings ~ There was no evidence to suppart the
allegation. : |
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Conclusion - Not Substantlated i

\
Allegation #18 - Client #1's 5.5 pound weighl 0SS
ldentified by the primary care physiclan was not
addressed by the nurse. _,
Finding - There was no evidence to sf;pport tﬁe
allegation. There was evidence that the nursing
ataff addressed the weight loss and the physician
recommended monitoring.

Conclusion - Not substantiated.

Allegation #19 - Glient #1's stools werg not
consistently monitored and documented

Finding -There was no avidence to sdpport the
ailegatlon

Conclusion ~ Not substantiated. ‘
Allegation #20 - Client #1's positioning after *
meals to prevent aspiration was not consistent
througheut the medical record. :

Finding - There was no evidence to support the
allegation. !

Conclusion - Not substantiated

“| Allegation #21 - Client #3's dental needs were not

maeat. :

Finding - There was no evidence to support the
allegation, f

Conclusion - Not substantiated
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Ailegalion #22 - Medication was not consastently
stored inaccordance with the hcensmg regulatron
facility. !
Finding - There was no evidence to si.lppor’t the
allegation. f ;
Conclusion - Not substantiated, i ;
W 331 483.460(c) NURSING SERVICES ! .: W 331
The facility must provide clients with riursing ' W 331 .
.semicgs in:_accotdaﬂcg with their nee?s, : All nursing staff was in-serviced on the 4“5_'_"]_3 i
Policy and Procedure for GTube feeding.
This STANDARD is not met as evfde[nced by: In the future all nursing staff will receive
Based on observation, interview and record Training on GTube P&P ~ for placement,
review, the facility failed to ensure that the - feeding
, {‘h“fs'”gtﬂaf ass‘t-’-sge‘zéo{ Pbm)P?‘” placen;?{:t of and documentation and be monitored i
e gastrostomy tube (G tube), for oné of thiee . |
clients who received enteral feedmgs' {Client #3) | by the RN Supervisor at least on a ‘
- quarterly basis to ensure competency and

The finding includes:
The facility failed to ensure nurses assessecf for . knowledge of the protocol.

the proper placement of Client #3's G-tube prior | See attached — Gtube P&P and in-service
to instilling water as evidenced below . Record.

On March 21, 2013, at approxi mate!y‘_B 00 a.m,,
Licensed Pracucal Nurse (LPN) #1 announced :

that she was going to flush Client #3's G tube. !
The nurse approached the cllent and exposed the!
tube. She pulled up 30 cublic centimeters (cc) of !
air into a syringe and pushed the air into the tube. |
The nurse then pulled back on the syfinge to. .
check for residual, none was noted. She :
proceeded fo flush the tube with 240 milliliters

"| {mi) of water. The client tolerated the procedure
well. At no fime during the procedure did the'
nurse use a stethoscope to listen for fhe sound of
air in the stomach. ; 3

3
3
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W 331 | Continued From page 7 : W 331 f
interview with the Supervisory Registered Nurse
(SRN) #1 on March 21, 2013, at 10:15.a.m. i
revealed that LPN #1 should have used her
stethoscope to listen for air to ensure proper
placement in accordance with the faclllty's 2 i
procedures and in accordance with nursmg
standards. Interview with LPN #1 on March 22,
2013, at approx:mately 10:15 a.m. reyea:ed that
the surveyor's presence made her nefvous-and
she forgot the step, [t should be noted that once :
SRN #1 was made aware of the issug, she called |
LPN #1 back the facility and prowded'trammg on '
the procedure of caring for client's with G-tubes.
J
?
;
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On February 27, 2013, the Departme'pt on
Disability Services (DDS) forwarded to the State
Surveying Agency (SSA) the Evans' Class Court
Monitoring Program Reports that alleged

1 concerns related to restdent health, safety and

we!fare

Based on the concems, the SAA Intermedrate
Care Facillities Division {ICFD) ;mttatepi a
monitoring visit on March 21, 2013, ta determine

| the Group Home for Indlviduals with intellsctual

Disabitity's (GHIID's) compliance with:Federal
pasticipation and local licensure requi!:ements.

| The findings wera hased on observaiifons atthe

group home, interviews with direct care staff, .
nursing staff and administrative staff, ;The .
findings were algo based on the review of
medical, habllitation, - and administrative records,
as well as a review of the GHIID's incident
management reporting system. The momloring
vislt revealed the foliowmg

Allegation #1- Health Management Care Plans
(HMCPs) for Residents.#1, #2, and #3 were not
updated and implemented. ;

Findings - The survey pracess is outcéme
oriented, and the HMCP raview is not within the .
scope of the regulatory authority.

Concluslon - This is not applicable to the survey
process. ‘

Allegation #2 - Qeccupational Therapy . ' .
recommendations were not implemented for
Resident #1 and #3.

$

Fmdrngs -There was no evide /fce o support the :

|
i
i
i
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allegation.

Conclusion - Not substantiated. |
Allegation #3 - The shower chair was infenor and
did not meet the needs of Resident #1

Finding -There was no evidence to su bstantlate
the allegation. | :

Conclusion - Not substantiated.

Allegation #4 - Physical Therapist (PT)
recommendations for Residents #1 and #3 to be
repositioned at their day program e\.rery 2 hours
were not implemented.

Finding - There was no evidence to substanuale
the allegation. : .

+ Conclusion -Not substantiated

Allegation #5 - Resident #2 spends hours smmg
in the wheelchair without reposmoning :

Finding - Resident #2 was observed on several
occaslons during the monitoring visit repositiohing
herself in the whaalchair, and also staff was  ©
observed repositioning Resident #2 in the bed,

Gonclusion - Not substantiated.

Allegatlon #6 -The PT's recommendations for °
repairs and adjustments of Resideht #1's
wheelchair were not completed. i

Finding - The durable medical equipment
contractor was observed making repalrs to )
Resident #1's wheelchair during the monitering

visit. No deficiencies were cited.

i
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Conclusion - Patially substantiated.

| Allegaticn #7 - The PT's recommandatlon to

contact the vendor for an evaluation of Resident

-1 4H's air matiress overlay was not completed.

Finding - There was not enough ewdénca fo’
substantiate this allegation, as the mattress was
firm and in good condition. ;

-Conclusion - Not substantlated

Allegation # 8 - Resident #1's hqu:ds were not

thickened to a honey consistency as |
recommended.

Finding - There was not enough evidence to .
support the allegation, as the texture of Resident
#1's liqulds was mnsxstent with the physrcran 3
order.

Conclusion - Not substantiated.

Allegation #9 - Resident #3's feed[ng tu be
protocoliguidelines included the name of another
Individual. i

Finding - There was no evidence to sufpport the
allegatlon, as all G-Tube protocols were
appropriately identified for each resident.

Conclusion - Naot substanﬁated

Allegation #10 - Resident #2 was not prowded an
IPAD as recommended to asslist wuth

commumcatlon

1 Finding - There was no svidence to support the

allegation, The recommendation for the IPAD

%
i

i

Health Regulation & L[censmg Admmlsh'atmn
STATE FORM .

3
i
i

6853

FJT2141

If cantinuation sheet 3o €




i

|
|

Health Requlation & Licensing Administration |

5 PRINTED: 04/05/2013
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION

‘ lDENTiF{CATIONVNUMBER:

09G238

B, WING

{X2)y MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

0372512013

INNOVATIVE LIFE SOLUTIONS, INC

NAME OF PROVIDER OR SUPPLIER i | STREET ADDRESS, CITY, STATE, ZiP CODE

5000 EAST CAPITOL STREET, NE i
WASHINGTON, DC 20019

i

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFSCIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

%6)
GCOMPLETE
DATE

1000

‘Continued From page 3

was not approved by the lnter{ilsclpllnary leam
(IDT) !

Conclusion - Partially substantiated

Allegation # 11 - Resident #2's speech and

| language pathology assessment did ot describe

spacific positioning for tube feeding.

Finding - There was no evidence to- support the
allegation. i

Condluslon - Not substantlated.

Allegatlon #12 - Staff did not fnform Resndent *1
of the food Items during the meal.

Findings - There was no evidence to éupport the
allegation. Food that was offered during the -
mealtime was described to the resrdent ‘

Lonciusfon Notsubstant:ated

Allegation #13 - The psychologist's !
racommendation that Residents #1 and #3 have
desensltization programs was not clarified.

Finding ~ Interview with the qualified intellectual
disabilities professionat (QIDP) confirmed that a
desensitization program was inadvertently i
included in Resident #3's psychological
recommendations, Al the time of the survey,

programs
Conclusion - Partially substantiated.
Allegation #14 = Risk areas (constipation,

dehydration, weight loss) ldentified in the
rasidents’ nutritional assessments were not

Residents #1 and #2 did not have dasensntezation_ i
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monitored by the nursing staff.

Findings - There was no avidence to support the
allegation.

Conclusion - Not substantiated.

Allegation #15 - The physician's :

recommendations that age apprapriate health

screening tests be updated for Residénts #1, #2,
and #3, wers not fimely im plemented :

Findings - There was no ewdonce to support the
allegation.

Conclusion - Not substantiatad.

Allegation #16) Resident #1's physician's order
for “liberal fluld intake” was not deﬁned

Finding - There was no evidence fo support the
atiegation. ;

Conclusion - Not substantiated.

' Allegation #17 - Resident # 1's fluid intake was
not tracked, recorded, analyzed, ‘and acted upon
by the nurses.

Findings - There was no evidence to support fhe
allegation.

Conclusion - Not Substantiated. ‘
Allegation #18 - Resident #1's 5.5 pound weight

loss identified by the primary care physician was
not addressed by the nurse,

Finding - Thers was no svidence to support the
allegation. There was evidence that the nursing

Health Regulation & Licansing Adm:mslrataon ‘ ’ ; > .
STATE FORM L FJT211 ; I continuation sheet 5of 9
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-Conclusion - Not substantiated

Continued From page 5

staff addressed the weight loss and the physmlan
recommended mon itoring.

Conclusion - Not substantiated.

Allegation #19 - Resident #1's stools were not
conslstent!y menitored and documented.

Finding -There was no evidence to suppcrt the
allegatlon

Allegation #20 - Resident #1's posmoning after
meals to prevent aspiration was not cons:stent
throughout the medical record : ;

Finding - There was no evldence fo. suppon the
allegation.

Conclusion - Not substantiated

Allegation #21 - Resident #3's dental needs were
not met,

Finding - There was no evidence to support 1he
allegation. :

Conclusion - Not substantiated

Allegation #22 - Medication was not cdnsistently
slored in accordance with the ncenslng regulation
GHIID.

Finding - There was no evidence to support the
allegation.

Conclusion - Not substantiated.
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1 291] 3614.2 RESIDENT RECORDS ; . 1 291

Each record shall be kept current, dated, and :
signed by each individual who makes an entry.

This Statute is not met as evidenced bs,r

Based on obsgrvation, interview and record
review the facllity failed to ensure individuals who
made an enlry in the resident's record dated it
and signed i, for two of the thres resldents in the
sample. {Residents #1 and #3) ;

The findings Include;

On March 21, 2013, &t 5:50 p.m., LPN #3 was
observed admmistenng med:catmn to Resident 1291 4/15/13
#1. To verify the medication pass observations, a - ‘ . . . g
review was conducted of Resident #1's medical All nursing staff was in-serviced on
racord on March 24, 2013, at approximately 2;00 Nursing Documentation and the
p.m. The record revealed an order, dated March Medication Administration P&P.
20, 2013, that indicated to “keep upright in wheel In the future all nursing staff will receive
chair for at least 456 minutes after eacr}hmeal to training
revent aspiration.” Further review of the order . : e s
Peveniod | ol £ In6HU0R the identity of the on Medication poliey for transeribing
persen who gave the order, the identily of the physician’s orders and nursing :
nurse who transcribed it, and how the order was documentation at least annually. i
recelved (i.e. verbal or by telephone) See attached — Medication Administration |

P&P and Nursing documentation

interview with supervisory registered nurse (SRN)
#1 on March 25, 2013, at approximately 2:00 -
p.m., revealed that the process for transcribing
orders was for the nurse to write the order, date
it, and sign it. When presented with the '
aforementioned order, SRN #1 acknowiedged the
deficient practice.

On March 21, 2013, at approximately 5:37 p.m‘. i
Resldent #3 was observed receiving a bolus i
feading of isosource 1.5 via gastrostomy tube. :
During the feeding, LPN #3 explained to the

Heallh Ragulation & Licensing Administration
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surveyar that the resident is fed four tfmes a day.
Review of the original January 2013 physician's
order reflected that Rasident #3 had been
prescribed Jevity 1.5 five times-per day. However,
an unknown person drew 4 line through the word
Jevity and wrote in Isosource, leaving the -
frequency at five times per day. If could not be
determined who made the strlke through and on
what date. ‘

On March 22, 2013 af approximately 4:40 p.m.,
an interview with SRN #1 was held to ascertain
the facility's profocol for correcting physician
orders when they are printed incorrectly. SRN #1
revealed that the nurse who made the strike
through on the January 2013 order should have
drawn a line through the incorrect order, initialed
it, and written the correct order. SRN #1 was .
presented with the physiclan's order dated
January 2013 and acknowledge the daflc:ent
practice.

1401 3520.3 PROFESSION SERVICES: GENERAL 1401
PROVISIONS ’

Professional services shall inciude both diagnosis
“and evaluation, including identification of :
deve!opmental levels and neads, freatment
services, and services desighed lo prevent
detertorahon or further loss of runctlon by the
resident. !

This Statute is not met as evidenced by: :
Based on observation, interview, and record
review, the group home for individuals with
intelleciual disabilities (GHIID) failed to develop
and implement systems to monitor the
effectiveness of prescribed health care
interventions for ane of the five residents.
(Resident #3).
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The finding includes:
g 1401

1. The GHPID failed to ensure that the nursmg
staff assessed for proper placemsnt of ;
Resident#3's gastrostomy tube (G tube) prior to
instilling water, as evidenced below: |

On March 21, 2013, at approximately'8:00 a.m.,

‘T Licensed Practlcai Nurse (LPN) #1 announced

that she was going to flush Resident#3's G tube.
The nurse approached the resident and exposed
the tube. She pulled up 30 cubic centimeters
(cc) of air into a syringe and pushed the air info
the tube. The nurse then pulled back on the
syringe to check for residual, none was noted,
She proceeded to flush the tube with.240
milliliters (ml) of water. The resident tolerated the
procedure well. At no time during the procedure
did the nurse use a stethoscope fo hsten for the
sound of air in the stomach.

Interview with the Supervisory Reglsterad Nurse
{SRN) #1.on March 21, 2013, at 10:15am.
ravealed that LPN #1 should have used her ~
stetl'oscope to listen for air to ensure proper
placement in accordance with the GHJID's
procedures and in accordance with nurslng ;
standards. Interview with LPN #1 on March 22,
2013, at approximately 10:15 a.m., revealed that
the surveyor's presence made her nervous and
she forgot the step. 1t should be noted that once
SRN #1 was made aware of the issue, she called
LPN #1 back the GHIID and provided training on
the procedure of caring fczr residents Wllh '
G-tubes.

l

All nursing staff was in-serviced on the
Policy and Procedure for GTube feeding,
In the futare all nursing staff will receive

Training on GTube P&P — for placement,
feeding

and documentation and be monitored

by the RN Supervisor at least on a

quarterly basis to ensure competency and

- knowledge of the protocol.

See attached — Gtube P&P and in-service

Record.

4/15/13
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