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W 000! INITIAL COMMENTS W 000

A recertification survey was conducted from The Governing Body of Innovative Life

October 28, 2013 ‘through October 30,2013, A Solutions (ILS) has received deficiency

sample of three clients was selected from a ) tod dil , 1

population of five individuais with varying degrees feport as clied duting our annua

of intellectual disabilties. This survey was licensure survey. ILS has implemented

initiated utilizing the full survey process, l1‘:3levant systems and procedures to

Tl - iprevent and or minimize any

e findings of the survey were based on reoccurrences from an agency

observations, interviews, and with direct support
staff, nursing and administrative staff, as well as a
review of records, including incident reports.

standpoint and ensure compliance to
regulatory codes highlighted in this
survey process (on-going).

[Qualified mental retardation professional -
(QMRP) will be referred to as qualified intellectual
disabilties professional (QIDP) within this report.]
W 436 : 483.470(g)(2) SPACE AND EQUIPMENT W 436

The facility must furnish, maintain in good repair,
t and teach clients to use and to make informed
{ choices about the use of dentures, eyeglasses, /‘K C ())U

| hearing and other communications aids, braces,
: and other devices identified by the )
interdisciplinary team as needed by the client. I Il

»

This STANDARD & not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure a wheelchair
recommended was maintained in good repair for
one of three client's in the sample. (Client #3)

The finding includes:

The facility failed to ensure the wheelchair
cushion cover of Client #3's custom molded
wheelchair was maintained in good repair, as ‘;

o i
WLE (%6) DATE

[ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

SN VP 7 1D Senpices— /1) 223

Any déflclenc}s atemen g wih an asterisk (*) denotes a deficiency which the instiution may beldxcused (rurr_u correcting providing t fs detezminédthat f'
other safeguards provi fficient protection to the patients. (See nstructions.} Exceptfor nursing homes, the findhgs stated above are disclosable 80 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of corrfactlon are disclos_abledM
days following the date these documents are made avalablk to the facility. Fdeficlencis are cited, an approved plan of correction & requisite to continue

pregram participation.
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evidenced below:

On October 29, 2013, at 4:40 p.m., Client#3's
wheelchairwas observed while he was resting in
bed. The back cushion cover was noted to have a

very large hole at the top right side exposing
foam underneath. Closer observation of the
wheelchair back cushion cover reveakd a very
large circular area of worn vinyl at the eft side of
the torn area.

On October 29, 2013, at 4:47 p.m., interview with
direct support staff #1 reveakd that Client #3 is
usually in his wheelchair, except for when he is
repositioned or is in his bed. The staff indicated
that the client's wheelchair has a seat brace
designed to prevent him from sliding in his
wheelchair, and to help keep his head aligned
with the headrest. Further discussion with DSP #1
and the qualified intellectualdisabilties
professional (QIDP) at that time of the
observation revealed the duration of the damage
to the back seat cushion could not be
determined.The QIDP stated that he would
submit a request to have the back seat cushion
repaired.

On October 30, 2013, at approximately 10:30
a.m., the QIDP presented a prior authorization
request/approval form (719 A) dated October 29,
2013, for repalr of Client #3's wheelchair back
seat cushion cever.

Review of the adaptive equipment report dated
Qctober 2013 on October 30,2013, at 410 p.m.,
however revealed on October 29, 2013, itwas
then documented that Client #3's wheeichair
cushion cover was torn. Further record review on
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W 436 | Continued From page 1

ILS further ensured that the
physician order and medical necessity
letter identifying the needed repair
(wheelchair back seat cushion) to Client
# 3 custom molded wheelchair was
completed and submitted to the vendor
for approval on 10/29/13 & 11/22/13.

All DSP’s and staff #1 were

refrained (11/8/13) on the

_limportance of tracking, trending and
documenting work orders/daily
monitoring log sheets for all adaptive
equipment to ensure that repairs are
gidentiﬁed and resolved

in a timely manner, to ensure safety of
fall individuals, as well as proper
maintenance of all adaptive equipment.

ILS will ensure all management staff
are retrained on the adaptive equipment
policy and procedure to prevent further
occurrences by 11/27/13.

FORMCMS-2567(02-99) Previous Versbns Obsclete Evant ID-Y24K41

Facily D.09G238 if continuation sheet Pags 20f3




FORM CMS-2567(02-99) Previous Versons Obsolete

W 436

o’

Event ID:Y34K11 Facily D:09G238

i contnuation sheet Page 3of 3




PRINTED: 11/12/2013

DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM A PPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0838-0321
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPP LIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLANOF CORRECTION DENTIFICATION NUMBER: A BUILDING COMPLETED
09G238 BN 10/30/2013
MAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZP CODE

5000 EAST CAPITOL STREET,NE

NNOVATIVE LIFE SOLUTIONS,INC WASHINGTON,DC 20019

(x4) ID SUMMARY STATEMENTOF DEFICENCIES D PROVDERS PLAN OF CORRECTDN 05)
PREFIX (EACH DEFCIENCY MUST BEPRECEDED BY FULL PREFIX {EACH CORRECTVEAC TION SHOULD BE COMPLEDN
TAG REGULATORYORLSCIDENTIFYING NFORMATON) TAG CROSS-REFERENGED TO THEAPPROPRIATE PATE

DEFICENCY)
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W 436! Continued From page 2 W 436 QIDP, RN Supervisor, LPN Charge
order/plan of service by the vendor dated March Nurse, FC, and staff will continue to
25, 2013 (seven months prior to the survey), monitor through daily, weekly,
\wu?:rr: nsg;attheig that the back cushion material was monthly, quarterly and PRN audits to

ensure compliance with regulatory

At the time of the survey, there was no evidence agencies (10/31/13 and on-going).
the facility closely monitored the condition of
Client#3's back seat cushion cover to ensure that
itremained In good condition.
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interferes with a resident ' s health, welfare, living
arrangement, wellbeing or in any other way
places the resident at risk. Such notification shall
be made by telephone immediately and shall be
followed up by written notification within
twenty-four (24) hours or the nextwork day.

This Statute b not met as evidenced by:

Based on interview and review of resident
records, including incident reports and
investigations, the group home for individuals with
intellectual disabilities (GH!ID) failed to ensure
that all incidents that present a risk to residents'
health and safety were reported immediately to
the Department of Health, Health Regulation and
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IDOD INITIALCOMMENTS | 000
——— I The Governing Body of Innovative Life
recertification survey was conducted from s . :
October 28, 2013 through October 30, 2013. A SOM"’“S (ILS) has received deficiency
sample of three clients was selected from a 1f;:port as cited during our fmm'al
population of five individuals with varying degrees licensure survey. ILS has implemented
of intellectual disabilities. This survey was relevant systems and procedures to
intiated utilizing the full survey process. prevent and or minimize any
The findings of the survey were based on 1‘eoccu11:ences from F:m agenc'y
observations, interviews, and with direct support standpoint and cnsure f:omph‘ance.to
staff, nursing and administrative staff, as well as a regulatory codes highlighted in this
review of records, including incident reports. survey process (on-going).
[Qualified mental retardation professional
(QMRP) will be referred to as qualified intellectual
disabilities professional {QIDP) within this report.]
1 379 3519.10 EMERGENCIES 1379
In addition to the reperting requirement in 3619.5,
each GHMRP shall notify the Department of
Health, Health Facilities Division of any other
unusual incident or event which substantially
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Licensing Administration (DOH/HRLA), for one of
the five residents of the facility, (Resident#1)

The finding includes:

During the entrance conference cn October 28,
2013, at 9:00 a.m., the QIDP was requested to
provide the facility's unusual incidents and
investigations fo the surveyors for review. -
Review of the incidents, revealed Client #1 was
evaluated at the emergency room several times
due to his gastrostomy tube coming out. Review
of Client#1's medical record on October 29,
2013, beginning at 11:30 a.m., revealed his
emergency room (ER) records included
assessments and treatments on August 31,2013
and September 23, 2013, due to his gastrostomy
tube being dislodged.

Although there were several incident reports that
revealed Client#1 had been transferred to the ER
due to his gastrostomy tube becoming dislodged,
there was no evidence the ER vkits on August
31, 2013 and September 23, 2013 were reported
to the DOH.

Interview with the supervisory registered nurse
(R.N.) on Qctober 29, 2013, at 3:38 p.m.
confirmed that Client #1's gastrostomy tube had
come out on August 31, 2013 and September 23,
2013, and that the client was taken to the
emergency room for reinsertion of the
gastrostomy tube on those dates. Further
discussion with the supervisory R.N. on October
30,2013, at 4:30 p.m. revealed no incident
reports was available for the aforementioned

QaEes.

According to the facity's policy for medical
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1379 Continued From page 1 1a7s LS updated (10/16/2013) the internal

incident management Process which
will now ensure staff understands the
importance of reporting, documenting
and notifying all regulatory parties of
reportable and serious reportable
incidents.

ILS Nursing Progress note (attached)
dated 9/23/13 & 9/24/13, clarifies that

,]client #1 had a scheduled appointment |

for g-tube replacement, ILS will in-
service the nursing staff on the
importance of refetring to records to
ensure accurate information is
]communicated (completion date:
11/25/13).

A1l staff to include Quality Compliance
Officer, Program Director, QIDP, FC,
Supervising RN and LPN have been
retrained (11/13/13) on the new process |
for incident Management and Reporting |
Policy and Procedure (11/13/13 and on-'

going)

Health Regulation & Licensing Admin 1stration

STATE FORM

6399

Y34K11 Heontinuation sheet 20f 3




L

PRINTED: 11122013
FORM APPROVED

Health Requlation & Licensing Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: : COMPLETED
A . BULDING:
09G238 i 10/30/2013
NAME OF PROVIDER OR SUPPLIER STREETADDRESS. CITY, STATE,ZP CODE

INNOVATIVE LIFE SOLUTIONS, INC

5000 EAST CAPITOL STREET, NE
WASHINGTON, DC 20019

STATE FORM

4) 1D SUMMARY STATEMENT OF DEFICIENCIES | (E:ggggggg;ﬁﬁggﬁgﬁgﬁgaﬁN% o2
PREFK I
TAG RESULATIRG Bmébﬂﬁgﬁﬁ&é%ﬁﬁ?ﬁﬁ BwTL I RIS CROSS-REFERENCEDTO THE APPROPRIATE DATE
DEFICENCY)
1379 Gontinued From page 2 1970 Imnovative Life Solutions QA, PD,
L _— . QIDP, RN Supervisor, LPN Charge
incidents, staff will notify the nurse, the qualified Nurse. FC. and staff will continue to
intellectual disabilities professional (QIDP) and THE, 1o 8 !
the facility coordinator. The QIDP will review the monitor through daily, }Neekly, monthly,
incident report for completeness and will make quarterly and PRN audits to ensure
SUI’? ?hat_the E?OH incident manager for ICFMR ;Compliance with regulafory age,ncics
tellitios: |stntibad. ;and per internal electronic iManage
At the time of the survey, there was no evidence icor‘nphance system (10/31/13 and on-
that DOH was notified of the August 31, 2013 and going).
September 23, 2013 as required.
Heaith Regulation & Licensing Administration
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