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W 000 ; INITIAL COMMENTS - W000:
<A recertification survey was ¢onducted from ; ‘

" January 2, 2014 - January 3,2014. A sample of .
three clients was selected from a population of

: five woman with varying degrees of intellectual 5 _ KE’@E’WQ 5ﬂ %Ll f (.( ;

« disabilities, This survey was initiated utilizing the

: : De, :

- full survey process. ;E.iea th Regu a%z;f?i{lt of Heaith !
The findings of the survey were based on Ntermeaiate Care Fagjjisi Wiration

; : : e 809 acllities Divie;

ohservations, interviews with direct support staff, North Capito] Vision

. nursing and administrative staff, as well as a ; Washington, D.eC 8, NE.
review of clients' medical and habilitation records. ; » L. 20002

“Nate: The below are abbreviations that may .
appear throughout the body of this report. i ,

. Administered as needed - PRN

| Cubic Centimeters - cc's

i Direct Support Profgssional - DSP

: Health Regulation and Licensing Adminisiration - The new PT was out of the country after assessing Client
HRLA #1 (from late November through early lanuary 2014}, The
House Manager - HM QIDP did not have an opportunity to provide feedback
Group Home for Individuals with Intellectual ;  about the existing ambularion protocal until she returned.
Disabilities - GRIID j The PT has been informed that the existing ambulation

Intermediate Care Facility - ICF pratocol may not be best suited for Client #1 and is

' Individual Support Plan - ISP returning to reassess the use of the protocol on...1-25-14
Licensed Practical Nurse - LPN ¢ The QIDP will ensure that the PT has all of the needed
Medication Administration Record - MAR feedback from staff on the issues with using the existing

- Physician's Order Sheets - POS + protocol and will provide opportunities for the PT 1o

ohserve its use {i.e. the existing protocol techniques}. i
the PT makes changes in the protocol, the QIDP will
arrange an all staff meeting within 7 days of the protacol

. Primary Care Physician - PCP
! Qualified Intellectual Disabilities Professional -

- QIDP : i
J . revisions so that the PT can train all staff to
- Registered Nurse - RN competency...2-7-14
W 159 483.430(a) QUALIFIED MENTAL W 158
RETARDATION PROFESSIONAL In the future, the QIDP will seek support from alternate PT

. . . i supports (the PT is a member of an agency support team)
- Each client's active treatment program must be i if the assigned PT is unavailable to address an acute
» integrated, coordinated and monitored bya | concern..2.1-14

LABO, TOR\" DIRECTOR'S OR PROV] DER.’SUPFI.IER. PRESENTATIVE’S SIGNATUR N TITLE X (X8) DATE B
(;‘u.,f?ﬁ)\ﬁ S aern, WoacA #f MWM / EM‘/M"

Anyeefitiency statemant ending with an asterisk (*) denotes a deficiency wh@h the institution may be excused from correcting providing it is deterrined that
othar safequards provide sufficient protection to the patienis. (See instructions.) Except for nursing homes, the findings stated above are discioaable 90 days
following the date of survey whether or not a plan of corraction is provided. For nursing homes, the above findings and plans of cosrection are disclosable 14
days following the date these decuments are made available to the facility. If deficiencies are cited, an approved plan of carection is requisite to continued
program participation.

FORM CMS-2567(52-69) Previous Versicns Ohsolels Event 10; MVX511 Fagility ID: 056098 {f continuation sheet Page 10f ¢




JF!N—E4‘-EIZI14 15:48 From:MTS CORP.

2022448048

To: 2824429438 Pase:3716

PRINTED: 01/16/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA {42y MULTIPLE CONSTRLCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
09G098 B. WING 01/03/2014
NAME OF PROVIDER OR SUPPLIER STREET ADNIRESS, CITY, 8TATE, ZIP GODE
MULT ‘ EUT VICES, INC o i
SULTI-THERAPEUTIC SERVILES, WASHINGTON, DC 20018
*4) 1D SUMMARY STATEMENT OF DEFICIENCIES D 1 PROVIDER'S PLAN OF CORRECTION (X5)
FREFIX (EACH QEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE GCOMPLETION
TAG REGULATORY OR LSC JDENTIFYING INFORMATION) TAG ; CROSS-REFERENCED TO THE APPROFPRIATE DATE
‘ . : DEFICIENCY) :
W 159 : Continued From page 1 i

. qualified mental retardation professional.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the QIDP failed to coordinate services

_timely {(specifically, obtain an updated ambulation -

protacal from the physical therapist), for one of

. three clients in the sample, (Client #1)

' The finding includes:

On January 2, 2014, at 1:48 p.m., DSP # 1 was
observed holding Client #1's hands while they
walked together. The staff was walking
: backwards while the client walked forwards. Af
3:59 p.m., the house manager (HM #1) was
: observed using the same ambulation technigue
with Client #1. Two minutes later, however, DSP
. #2 was observed using a different technique.
DSP #2 walked in a forward direciion; her arms
hung down to either side and her hands were
slightly behind her. Client #1 walked behind the
" staff, holding her hands. The client had her face
- placed up against DSP #2 back.

: Earlier on January 2, 2014, at approximately

©10:20 a.m., cancurrent interview with the QIDP,
HM #1 and the Incident Management Coordinator

{IMC) revealed that Client #1 was known to hit
staff and visitors, often for no apparent reason.

_ She may strike men or women, familiar or

- unfamiliar, sometimes using enough force to

| cause significant pain to the persan receiving the

{ blow. It was primarily due o her assaultive

“ behavior that facility staff were expected to ‘

“accompany Client #1 when she ambulated. They

“further noted that the client's gait also was

_impaired due to physical disabilities.

¢
W 158
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On January 3, 2014, at 11:25 a.m., an
_Ambulation Protocol, dated December 12, 2012
(updated August 22, 2013} was raviewed in Client -
: #1's habilitation records. The protocol included:

: "Allow <client's name>... fo ambulate, Guard her

i on either side, Keep one hand at her paivis and

i your other hand at her trunk, Your body should be

 close to her body without interfering with her
movements...lf she starts to lose her balance,
use your arms and position your body against her

. body to assist with regaining her balance. Avoid

i pulling oh har upper extremities.."

i When queried further on January 3, 2014, at 4:50

{ p.m., both the QIDP and the HM siated that the

! technique outlined in Client #1's Ambulation

: Protaceol was not suited to the client's needs.

« They indicated that Client #1 was likely to hit staif

"if they were to walk to her side, In addition, facility

* staff had determined that holding the client's

- hands while they walked together allowed them 1o

: redirect the client mere quickly and effectively if

| they sensed that she was about to strike

: someone, They further explained that the
aforementioned information was known for "quite
a while" however, neither the QIDP nor the HM

_had been present when the former PT had

- assessed the client in December 2012 and

- August 2013

: The QIDP presented a physical therapy (PT)

i assessment, dated December 11, 2013, The new

: assassment had been prepared by a new PT.

. Review of the assessment, hawever, revealed

- that it did not assess her ambulation needs. It did
however, recommended the continued use of the

: existing Ambuiation Protocol. The QIDP

{ acknowledged this and said that when the team
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W 159; Continued From page 3
- discussed the issue at Client #1's recent ISP
: meeting (December 14, 2013) they asked that the
new PT re-evaluaie the client and develop an
- updated protacol,

‘At the time of the survey, there was no evidence
that the QIDP sought timely reassessment of
‘Client #1's ambulation needs and development of

- an effactiva protocol. '

- This is & repeat deficiency. See Federal
deficiency report dated February 8, 2013.
W 336 483.460(c)(2)(iii)) NURSING SERVICES

Nursing services must include, for those clients
_cerlified @s not needing a medical care plan, a
. Teview of their heaith status which must be on 2
i quarterly or more fraequent basis depending on
: client nesd.

i

'‘This STANDARD is not met as evidenced by:

» Based on interview and record review, the
facility's nursing services failed to ensure nursing

“guarterly reviews were conducted far three of

: three clients in the sample. (Clients #1, #2 and

 #3)

1

n The finding includes:

On January 3, 2014, at 4:20 p.m., review of Client

: #2's nursing records revealed that she had
received a comprehensive, annual physical

. evaluation by an RN on January 3, 2013.
Continued review of the nursing racords revealed

- that RNs had pericdically reviewed some of the

‘ client's known health risk areas. There was no

_evidence, however, of comprehensive quarterly

W 159,

W 3361

i
1

The DON has mandated that the assigned RN complete
i comprehensive quarterly assessments for each person
suppoited. The assigned RN will present person-specific
formats for completing the Quarterly reviews, The formats
must at minimuin; {1} address the status of atl active issues
identified on the HCMP; (2) address the status of any
acute concerns that devealoped in the quarter; (3) address
the outcomes of all clinical follow up, The RN will pravide
the DON with an electronic copy of each quarterly review
completed for her review and approval, The &N will alzo
maintain a quarterly revisw schedule for her entire cluster
that outlines the review time frames for each person in
her caseload. This schedule will be reviewsd and approved
by the DON..beginning 2-3-14

The DON, QA/RN, assigned QIDP and QA Auditar will
monitor compliance routinely...2-1-14
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W 336 ;Conti'nued From page 4
i-assessments performed by an RN. Review of
‘;.Client‘#-'i-'-s;‘and Client #3's nursing.records on
IwJanuary 3, 2014, at 12:35 p.m. and 10:320 a.m.,
| respectively, revealed similar findings,

: When asked about this on January 3, 2014, at

- approximately 6:10 p.m., the Director of Nursing
* stated that she had identified the need for more

i thorough quarterly assessments (beyond the

+ qurrent praclice of reviewing the clients' known

| risk areas) and she subsequently had instructed
| nurses to perform comprehensive quarterly

1 physical examinations of all clients.

4

: At the ime of the survey, the faciiity failed to
: ensure quarterly nursing assessments were
- canducted for all clients as required.

- This is a repeat deficiency. See Federal
| deficiency report dated February 8, 2013.
W 365 483.460(j)(4) DRUG REGIMEN REVIEW

' Arrindividual-medication administration record
i must be maintained for each client,

‘Based on observation, interview and record
review, the facility failed 10 ensure medication
: records were accurately maintained, for one of
* five clients recelving medications. (Clignt #4)

g

i The finding includes:;

| This STANDARD is ot met as evidenced by:
]
!

| On January 2, 2014, at 519 p.m., a medication
inurse (LPN #1) was abserved.administering

: Client #4's medications. At 6:35 p.m., review of

; Client#4's MARs for January 2014 revealed that
] ;

D O

o b e L A a8 0

W 336!

W 365 ! J

The medication has been discontinued; however, the
Medication Administraiion LPN did not folow the regimen
as outlined on the MARs during this observation. The LPN
has received training from the DON and a personnel
action...1-15-14

Medication administration will be monitored by the DON,
QA/RN, QA Auditor and QIDP to ensure consistency in
following the prescribed regimens.,.2-1-14
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' LPN #1 documented having administerad

‘Menthot 0.25% hydrophor OT ointment to the i
: client's body and hands. Observations earlier that -
{ evening, however, had not shown the client being : .
i administered the ointment. Review of Client#4's i |
| most recent signed POS, dated October 4, 2013 - i
i (hand written readmission orders fallowing a

: hospital stay) failed to show avidence of 2 current ;
-order for that ointment. September 2013 POS did i
i reflect daily use of the ointment prior to the
: hospitalization.

E i

‘ When asked about Client #4's Menthol cintrment g

"on the next morning, January 3, 2014, beginning

&t 8145 a.m., LPN #1 replied 'I think it's

“PRN._supposed to be discontinued." She

--presented a {ube of Menthol 0.25% hydrophar I

_ointment with Client #4's name on the label. She |

then stated that she had nof administered the '

. cintment. When LPN #1 was shown the client's

: MAR, she acknowledged they were her initials on :

i the MAR indicating she had administered the I

i-ointment. She also noted that the MAR did not | \
reflect the cintment as having been changed to ' :

““provide as needed” or discontinued altogether. ‘

{ LPN #1 stated that she would seek to clarify the <‘

Jorder with the PCP, and the ¢lient's MAR would ! !

“be updated to reflect the outcome of said 5 :

: communications,

W 388 - 483.460(k)(1) DRUG ADMINISTRATION W 368

The system for drug administration must assure
" that all drugs are administered in compliance with '
the physician's orders.

This STANDARD is not met as evidenced by:
;. Based on abservation, interview and record i
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W:368 | Continued From page. 6 . W 368!

review, the facility failed to ensure that-each i
client's prescribed.drugs were administered in ! ;
accordance with physician's orders, for two of five : 3

| clients residing in the facility.. (Clients. #2 and #5) ‘ The LPN has been trained to infarm the RN if there is 2
| ‘ - . L, : reason to change a strategy for implementing a
The ﬁndlngs include: i ] medication pass. The LPN should not have changed the

-

) o o strategy on her own even though it is routinely successful,
L. OQnJanuary 2, 2014, at 5:31 p.m., a medication 1 The RN will discuss a strategy change with the PCP so that
:nurse (LPN#1) was observed admmustermg i the LPNs have the option ta try mixing the Miralax with
Client #2's medieations, including Polysthylene water or applesauce to ensure that medication

- glycol (Miralax) powder (17 grams) mixed into administration is successful with 100% consistency. The

: apple sauce. At6:50 p.m., review of Clisnt #2's i order will be changed by...2-1-14.

: current POS revealed the physician had ordered - ;
1 the. powder to be mixed "in 8 ocunces fluid by ! !

b e ——

§ mouth..." daily for constipation, i
: g The LPN as interviewed on the survey autcomes indicated
‘ When asked apout Client #2's Miralax on Januafy { i thatthe Enulose was given but as indicated by the
H {3,2014, at 808 am., LPN #1 said'she routinely ! surveyor, she failed to ensure that the surveyor saw her
| mixed it into 60 ec's of apple sauce hecause ! add the medication to the water, The DON reinfarced the

' Client#2- m|gh{ not drink her-water if she mixed | LPN an the importance of ensuring that the medication
tha laxative in with the water. LPN #1 i pass is completely transparent during the survay process.
‘~ackn0Mgdged that 60 cc's was approximately 2 1 The DON and QA/RN as well a5 the QIDP will periadically
i

i

i ounces in volume. Further interview revealed that observe medication administration to ensure consistency
Client #2 had not shown any difficulties receiving | inpassing 3l required medications and transparency in the
i the Miralax mixed with apple sauce and her ¢ medication passing process..2-1-14

1 bowel movements had consistently baen regular ; l
: {verified fater-that day through review of the { :

client's nursing records). LPN #1 stated that she :
{ woulid seek to clarify the order with the PCP, and ;
: the client's POS and MARs would be updated-to i i
! reflect the outcome of said communications. :

* 3 H i
i g i

¢ ; i
| I K H

IL.On January 2, 2014, at 5:55 p.m., LPN #1 was -

| observed administering Client #5's medications. |
At 7:10 pim., review of Client #5's MARs for ‘
danuary 2014 revealed that LPN #1 doctumented
having adminjstered Enulose 20 cc's.

| Onbservations earlier that evening, however, had |
i not shown the client being administered the ] o
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;-not shown the client being administered the

-that all drugs, including thase that are
self-administered, are adninistered without error.

This'STANDARD s not met as evidenced. by:
: Based on observation, interview and record
; feview, the facility failed to ensure that each
i-client's prescribed drugs were administered 2
(‘without error, for one of five clients-residing in the
i facility. (Client #6) :

g;’Th‘e finding-includes:

|

Lon January 2, 2014, at 5:55-p.m., LPN#1 was
j-observed administering Client #5's medications:
LAL 710 p,m,, review of Client #5's MARSs for
i.January 2014 revealed that | PN #1 documented
~having administered Enulose 30 cc's.,
+Observations earlier that evening, however, had

%‘Enuiose.
}
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* 1 ¢
W 368 i Continued From page 7 i W 388 :
1 Enulose, X :
. ; |
4 When asked about Client #5's Enulose on i
1 January 3, 2014, at 8:48 a.m., LPN #1 said she | 2
i had poured the Enulose and.mixed it in with !
{ Client#5's water. She further stated that-she had i
| made a "mistake” by not showing the bottle of | i
4 Enuloseto this surveyor during the process. E
} Observations during the evening medication i
: administration on January 2, 2014 revealed Client ;
i #2 and #5.did not receive all medications in
 accordance with their POS. . ‘ |
VV'36871 483.460(k)}(2) DRUG ADMINISTRATION W 389 }
I The system for drug administration must assure

The LPN as interviewed on the survey outcomes indicated
that the Enulose was given but as indicated by the
surveyor, she failed to ensure that the surveyor saw her
add the medication to the water, The DON reinforced the
LPN on the importance of ensu ring that the medication
pass is completely transparent during the survey process.
The DON and QA/RN as well as the QIDP will periodically
observe medication administration to ensure consistengy
in passing all reguired medications and transparency in the
medgication passing process...2-1-14
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When asked about Client #5's EnuIOSe: on - i
January 3, 2014, at 8:48 a.m., LPN #1 said she
! had poured the Enulose and mixed it in with

! Client #5's water. She further stated that she had
_’ made a "mistake” by not showing the bottle of
i Enuiose to this surveyor during the process:

|:Observafions during the evening medication
: administyation on January 2, 2014 revealed #5 ; a
i did not receive all medlcattons without error. f
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(000 INITIAL COMMENTS

. A licensure survey was conducted from January
i 2, 2014 through January 3, 2014 A sample of
three residents was selected from a population of
| five women with varying degrees of intellectual
! disabilities.

: The findings of the survey were based on
- observations, interviews with direct support staff,
. nursing and administrative staff, as well as a

Note The below are abbreviations that may
appear throughout the body of this report.

i-Admlmstered as needed - PRN
" Cubic Centimeters - cc's
{ Direct Support Professional - DSP

, HRLA
i House Manager - HV
& Graup Haome for Individuals with Intellectual
- Disabilities - GHIID
¢ Intermediate Care Facility - ICF
- Individual Support Plan - ISP
; Licensed Practical Nurse - LPN
| Medication Administration Record -~ MAR
¢ Physician's Order Sheets - POS
Primary Care Physician - PCP
'j Qualified Intellectua! Disabilities Professional -
. QIDP
? Regtstered Nurse - RN

I 071 13503.2 BEDROOMS AND BATHROOMS

i-from any other bed and at least three feet (3 ft)

fi from any unprotected radiator.
I

|
|

b

rewew of clients' medical and habilitation records. -

: Health Regulation and Licensing Administration -

L 107

Each bed shali be placed at least three feet (3 ft.) .

!
1
|
!
i

| 1000

" The exicting sleigh beds which prevented proper spacing
have been replaced. There is now sufficient space
between the beds...1-25-14

Health Regulation & Licensing Administration
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1071} Continued From page 1 1071

i This Statute s not met-as-evidenced by:
§ Based on observation and interview, the group:
i home for individuals with intellectual disabilities
! {GHIID) failed to ensure a distance of at least
! three feet between resident beds was maintzined,. ;
i for two of five residents in the facifity. (Residents : i
#2 and #4) b

'l

Trhe‘ﬁndmg includes; .

: Observatlon onJanudry 3, 2014; at4:30 pm.,
revealed the space between Residents #2. and :
#4's twin beds appeared to be less than the j
required three.feet (36 inches). The surveyor ‘
‘measured the space between the twe beds and ) ]
determined that it was 31 inches wide, The house | ;
. manager (MM #1), who was present at the time,
stated-that this issue had been identified in the
1 previous survey (February 8, 2013) and they had
implemented their plan of correction (POC). The
POC-had entailed making alterations to a closet
door to maximize space.

: On January 3,2014, 2t 5:00 p.m., the.director of :
: residential services informed surveyors that she :
thought the issue had been resolved lastyear. | ; ;

At the time of the survey, there was no evidence
that each client's bed in the facility was placed at :
least three feet from any other bed, as.required, i
. ]

H

] 474__:‘ 3522.5 MEDICATIONS Tt " The medication has been discontinued; huwever; the
¥ . s e e e | Medication Administration LPN did not follow the regimen

Eact} G’HMRP ‘s!'ja‘il ma,mtam an-'rmdlwdua! ’ { _=soutlined an the MARs during this chservation. ThegLPN
m'e‘fjmatmn adminjstration record for each | has received training from the DON and a personne}
resident, 1 action..1-15-14
S~ ‘ N Medication administration will be monitored by the DON,
i This ‘Stamt.e‘ _js not_:met_‘;as eyldenced by: 1 QA/RN, QA Auditor and QIDP to ensure consistency in
Eased on observation, interview and.record following the prescribed regimens...2-1-14
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:4—74? Continued From page 2

‘ { review, the facility failed to ensure medicationy

i: records: were accurately maintained, for-one of
;i five residents-receiving medications, (Resident
[

“The finding includes:

; On January 2,2014, at 5:18 p.m., a medication
‘nurse (LPN #1) was observed admimstenng
‘Resident #4's medications. At 6:35 p.m., review

-that LPN-#1 documented having administered
Menthot 0.25% hydrophor OT cintment to the
Tesident's. body and hands. Observations eartigr
that-evening, however, had not shown the
‘resident being.admiinistered the ointment, Review
.of Resident #4's most recent signed POS; dated

following a hospital stay) failed to show evidence
.of a curment order for that ointment. September
1'2013 POS did refiect daily use of the ointment
‘prior to the hospitalization.

When asked about Resident #4's Menthiol
-eintment on the next'morning, January 3, 2014,
+:beginning at 8:45'a.m., LPN #1 replied "I think it's
| PRN...supposed 1o be discontinued.* She
i:presented & tube of Menthol 0.25%, hydrophor
; ointfment with Resident #4's. name o the label.-
;:She, then stated that she had not administered
1 the cintment, When LPN#1 was shown the

resments MAR, she acknowledged they were her
1 ‘jnitials an.the MAR indicating she had
‘ administered the ointment. She also noted that
; the MAR did not reflect the gintrhent as”having

- been changed to-PRN or discontinued altogether. |

. LPN #1 stated that she would seek to clarify the
*iorder with the PCP, and the resident's MAR

{ would be updated to reflect the outcome of said
i communications.

et rte { ey

‘of Resident #4's MARs for January 2014 revealed :

‘Qctober 4, 2013 {hand written rezdmission orders|

1 474

e e s, i i et T b
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1500,.3523.1 RESIDENT'S RIGHTS ;

‘:Each GHMRP residence director shall ensure

“that the rights of residents are observed and ‘

.‘protected in accordance with D.C. Law 2-137, this’

'flchapter, and other applicabla District and federat
WS,

E This Statute is not met as evidenced by:

| ‘Based on observations, interviews and record

| review, the group home for individuals with
}Amte!lectual disabilities (GH!ID) failed tc observe
i ‘and protect residents' rights in accordance with

| Title 7, Chapter 13 of the D.C. Code (formerly

i called D.C. Law 2-137, D.C. Code, Title 6,
:Chapter 19) and fadaral regulations 42 CFR 483
; Sub-Part 1 (for Intermediate Care Facilities for

- Individuals with Intellectuat Disabilities), for two of |
2;? residents of the facility. (Residents #2 and

The findings include:

i [483 460(k)}(2)] The GHIID failed to ensure

! Residents #2's and #5's right to raceive

: : medications in accordance with physician's
orders as follows:

“1. On January 2, 2014, at 5:31 p.m.. a licensed
- practical nurse (LPN #1) was observed

i administering Resident #2's medications, ;
| including Polyethylene glycel (Miralax) powder i

- (17 grams) mixed into apple sauce. At6:50 p,m., |
| review of Resident #2's current POS revealed the !
i physician had ordered the powder to be mixed “in '
.: 8 ounces fluid by mouth..." daily for constipatian. [
|

| When asked about Resident #2's Miralax on |
i January 3, 2014, at 9:08 a.m., LPN #1 said she

|
|
I
|
i

The LPN has been trainad to inform the RN if there isa
reason to change a strategy for implementing a
medication pass. The LPN should not have changed the
strategy on her own even though it is routinely successful.
The RN will discuss a strategy change with the PCP so that
the LPNs have the option to try mixing the Miralax with
water or applesauce to ensure that madication
administration is successful with 100% consistency. The
order will be changed by...2-1-14.

The LPN as interviewed on the survey sutcomes indicated
that the Enulose was given but as indicated by the
surveyor, she failed to ensure that the surveyor saw her
add the medication to the water, The DON reinforced the
LPN on the importance of ensuring that the medication
pass is completely transparant during the survey process.
The DON and QA/RN as well as the QIO will perindically
observe medication administration to ensure consistency
in passing all required medications and transparency in the
medication passing process...2-1-14

Health Regulau:m & Licensing Administration
STATE FORM e

MVX511 If continuation sheet 40f 5




JAN-24-2814 15:45 From:MTS CORP.

2022448648 To:2602442343A

Page: 16716

PRINTED: 01/16/2014

. _ _ _ FORM APPROVED
Health Regqulation & Licensing Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HFDD3-0236 B. WING 01/03/2014
NAME OF FROVIDER OR SUPELIER STREET ADDRESS, CITY, STATE. ZIF CODE
: 927 55TH STREET, NE
MULTI-TH 4
U HERAPEUTIC SERVICES, INC WASHINGTON, DC 20019
X&) io - SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION L %)
FREFIX I (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE '\ COMPLETE
TAG ~+  REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROBRIATE |  DATE
£ . DEFICIENCY) :
£500:; Continued From page 4 . 1500

:autcome of said communications.

4
¢ 'process.

B

“routinely mixed it into 80 cc's of apple sauce
i because Resident #2 might not drink her water if :
i sha mixed the laxative into her water. LPN #1 :
‘acknowledged that 60 cc's was approximately 2
.ounces in vofume. Further interview revealed that
‘Resident #2 had not shown any difficulties
:receiving the Miralax mixed with apple sauce and
‘her bowel movements had consistently been
-regular. LPN #1 stated that she would seek to
‘clarify the order with the PCP, and the resident's
‘POS and MARs would be updated to reflect the

1. On January 2, 2014, at 5:55 p.m., LPN #1 was
‘observed administering Resident #5's
‘medications. At 7:10 p.m., review of Resident
F#5's MARSs for January 2014 revealed that LPN
#1 documented having administered Enulose 30
‘cc's. Observations earlier that evening, howaver, |
.:had not shown the resident being administered
::the Enulose. When asked about Resident #5's
'Enulose on January 3, 2014, at 8:48 am,, LPN
. #1 said she had poured the Enulose and mixed it .
_in with Resident #5's water. She further stated
“that she had made z "mistake" by gt showing
: the bottle of Enulose to this surveyor during the

Health Regulation & Licensing Administration
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