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W 000 | INITIAL COMMENTS W 000
A recertification s;lllrvey was conducted from
January 7, 2009 rough January 9, 2009, The
survey was initiated using the fundamentai survey GOVERNMENT OF THE DISTRICT &ZCOLUMB%Q
; process, A randorln sample of three clients was DEPARTMENT OF H&?&ISTR ATION
- selected from a reLident Population of six males HEALTH REGULATION M;l E. 2ND FLOOR
AN with various disabilities, In addition, a focused 825 NORTH CAPITOL ﬁTﬁ C. 50002
| review was conducted of a fourth client's behavior WASHINGTON, D.C.
§ Support needs. THe findings of the survay were
. hased or observations, interview with one client,
: interviews with staff in the home and at two day
programi, as well &s a review of client and
administiative recdrds, including incident reports,
"W 148 | 483.420(2)(6) COMMUNICATION WITH W 148

CLIENTS;, PARENTS &

The faciliy must n tify promptly the clients
parents cr guardian of any significant incidents, or
changes n the client's condition including, but not
limited to serious i ness, accident, death, abuse,
] or unautherized abJ ance.

t

L This STANDARD IL not met as evidenced by:
A Based on interview}and record review the facility

d failed to ensure family members and/or legal
guardians ‘were promptly notified of significant
incidents, for one of three clients included in the
sample. (Client #2)

The finding inctudel:

1 On January 7, 2009 at approximately 9:40 AM
during the entrance conference, interview with the

A formal incident report was
done and filed from the day
program  since the incident
happened at the day program, A
Dursing encounter form was sent
home with the individual, Client
# 2s guardian was notified but
the formal incident report was not
written  to  avoid redundant
reporting.  DCHC Program
Manager and QMRP wi]] ensure
that any incident irrelevant 1o the
location will be reported to all

Qualified ental Retardation Professiong| agencies as per the policy. Ap in-
(QMRP) raveaied tat Client #2 had involved service training for the QMRP
family meinbers and a court appointed guardian. was done by the Program
On Janua y 8, 2008|at approximately 10:30 AM,
MORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATVES SIGNATURE THLE : (XB) DATE
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W48
review o' Client #2's

i ‘ According to the not

physiciar: noted two
(abrasior s).

! S notificatic n to Client

guardian wag notifie
incident,
483.420(1}{1) STAF
CLIENTS

L ensure eazh client's

The findiny includes

evidence below:

Interview viith the fa
Retardatio 1 Profess
the facility' s incident

no incidenls reports

Continued From page 1

; physician's note dated March 13, 2008.
G program bit Client #2 on the left shoulder, The

Interview with the QMRP on January 9, 2009 at
approximately 10:25 AM revealed

following the incident. However, there was rno
documented evidence in the records that the

| The facility must develop and implement written
policies and procedures that prohibit
mistreatm ent, ngglect or abuse of the client,

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to esiablish and/or implement policies that

E three clier ts included in the sample. (Client #2)

The facility failed to implement it's policy for
investigating serious

at approxirnately 10:25 AM revesled there were

medical book revealed a
e, another client at the day

(2) small healing spots . .

that the
#2's guardian was made

d of the March 11, 2008 bite
F TREATMENT OF

health and safety for one of
reportable incidents as

cility's Qualified Mentai
fonal (QMRP) and review of
reports on January 7, 2009

completed since April 2008.

W 148

W 149

Manager and IM coordinator on
01/10/09 on how to “foliow IM
policy™,

[See Attachment ‘A’)
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-W 149/ Continu2d From page 2 W 149 :
on 4 ' 8. 2009 at mately 10:30 AM A formal incident report was
n Janary 8, at approximately 10: \ done
review cf Client #2's medical book revealed a3 :) : and fHCd from t'he , day
physicia~'s note dated March 13, 2008, 7 program  since the  incident
| . According to the note, another client at the day happ:ened at the day program. A
program bit Client #2 on the left shoulder. The  nursing encounter form was sent
' physicia 1 noted two (2) small healing spots - home with the individual, Client
(abrasio1s), - Further record review revealed s # 2's guardi At
“Nursing Encounter Form" signed by the day the f: ali la% was notified but
. program s nurse on March 11, 2008. The form ;- Ofna’ incident report was not
Cr, Indicatec! that Client #2 was seen in the health wntteg to  avoid redundant
i office be>ause another client came over to where teporting, DCHC Program
Y& | the clien was sitting and bit him on the loft Manager and QMRP will ensure
oo shoulder, L. that any incident irrelevant to the
' Continued interview with the QMRP on Januiary 9, location will be reported to all
1 2009 at sipproximately 10:25 AM revealed that the | agencies as per the policy. An in-
’ facility dii not complete an incident report - service training  for the QMRp
because the day program completed one and was done by the Program
forwarde 1 it to all agencies. Further interview Manager and IM coordipator ¢
with the QMRP revealed that an intemal - 01/10/09 eemator on
investiga ion was not completed, : policy” on how to “follow IM
: _ olicy”,
' Review cf the facility's "Policy for Investigation of [See Attachment ‘A’]
- Serious Fleportable” incidents conducted on
' January 8, 2009 at approximately 4:23 PM -
revealed an in-house investigation will be started
by the Qualified Menta! Retardation Professional
- (QMRP) and/or Quality Assurance (QA) within 12
i hours of the occumence.
. | Atthe time of the survey, the facility failed to
L ensure lts “Policy for Investigation of Serious
Reportab e had been followed as outlined.
W 153 | 483.420(c1)(2) STAFF TREATMENT OF W 153
‘ CLIENTS o
F The facllity must ensure that all allegations of
' mistreatrrent, neglect or abuse, as well as o
ORM CMS-2567(02.99) Prev cus Verrigns Obsalata Event ID: 3.0WF11 Faciity ID: 00G05? ¥ continuation shaet Page 3of t1
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I W 153 Cantinusd From page 3 . W 153
o injuries -3f unknown source, are reported
‘ immediztely to the administrator or to other
; officials in accordance with State law through
! establislied procedures. e
§ar This STANDARD is not met as evidenced by
Based on interview and record review, the facility
failed to ensure that aft allegations of abuse were
. immediately reported to the administrator or to
other off clals in accerdance with State law, for
one of t ree clients included in the sampie.
H\- ' (Clients :¥2)
4 The finding includes: A formal incident feport was
Interview: with the facility's Qualified Mentai done and filed from the day
"7+ . | Retardation Professional {QMRP) and review of program  since  the  incident
' the facilily's incidents reports on January 7, 2009 happened at the day program. A
at approximately 10:25 AM revealed there were nursing encounter form was sent
no incident reports compieted since April 2008, home with the individua] Client
- ’ ' . . o
On January 8, 2009 gt approximately 10:30. AM, 3121,5 mm was notified but
review of Client #2's medical book revealed a ¢ Iormal incident report was not
1,! . Physiciar's note dated March 13, 2008, written  t0  avoid redundant
x Accordin 3 to the note, another glient at the day reporting. DCHC Program; .
1 1y . . !
program bit Client #2 on the left shoulder. The Manager MRP wi
5 physiciar noted two (2) small healing spots that ag aﬁ!’ Qt irrel will ensure
# {abrasiors). Further record review revealed a S incident irrelevant to the
] "Nursing Encounter Farm" signed by the day locauqn will be reported to all
program’s nurse on March 11, 2008. The form agencies as per the policy. An jn-
indicated that Client #2 was seen in the heatth sefvice training for the QMRP
- office because another client came over to where was done by the Pro
the client was sitting and bit him on the left ' L rogram
shoulder g . Manager and IM coordinator op
3 01/10/0%9 on how to “follow IM
b, Additionali interview with the QMRP on January 9, policy™. .
| 2009 at agproximately 10:25 AM revealed that the (See Attachment ‘A’]
facility di¢ not complete an incident report,
Event 1D: 3JWF11 Faaillty ID: 09G057 i continuation sheet Page 4of 11
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| This STANDARD. s not met as evidenced by:

program Dit Client #2 on the left shoulder. The
| physician noted two (2) small healing spots

CLIENT:3

The facility must have evidence that all glleged
viclation:; are thoraughly investigated.

Based o interview and record review, the facility
failed to “horoughly an investigate incident
involving & human bites that for one of three ™
clients inzluded in the sample. (Client#2)

The findi 1g includes:

Interview with the facility's Qualified Mental
Retardation Professional {QMRP) and review of
the facilit/s incidents reports on January 7, 2009
at approy imately 10:26 AM revealed there were
no incide 1t reports completed since April 2008,

On Januzary 8, 2009 at approximately 10:30 AM,
review of Client #2's medical book revealed a
physician's note dated March 13, 2008,
According to the note, another client at the day

(abrasions). Further record review revealed
“Nursing Zncounter Form* signed by the day
program's nurse on March 11, 2008. The form
indicated that Client #2 was seen in the health
office because another client cams over to where

A formal incident report was

X410 HUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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W 153 | Continu2d From page 4 W 153
Further nterview with the QMRP revealed that
adminisirator was notified immediately of the
incident. At the time of the stirvey however, the
;- faciity filed to provide evidence that the
; adminisirator and/or ather officials were
¥ immediately notified of the aforementioned
a incident, S
- W 154 483.420 d)(3) STAFF TREATMENT OF W 154

done' and filed fiom the day
program since the incident
happened at the day program. A
nursing encounter form was sent ,
home with the individual, Client
# 2's guardian was notified but
the formal incident report was not
written to avoid redundant
repottingg. DCHC  Program
Manager and QMRP will ensure :
that any incident irrelevant to the .
location will be reported to all
agencies as per the policy. An in-
service training for the QMRP
was done by the Program
Manager and IM coordinator on
01/10/09 on how to “follow IM
policy™. | '

[See Attachment *A’)

o A e =
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W 154 | Continuisd From page 5 ' W 154
the client was sitting and bit him on the left
shoulder-
Ny Interviev: with the QMRP on January 9, 2009 at

approxiriately 10:25 AM revealed that the facility
did not complete an incident report because the
day prog ram completed one and forwarded itto
all agentiss, Further interview with the QMRP
revealed that an intemal investigation was not
o completed.

NW 159 | 483.430is) QUALIFIED MENTAL W 159
RETARDIATION PROFESSIONAL

S Each client's active treatment program must be
- ' integrated, coordinated and monitored by a
qualfied raental retardation professional

This STANDARD is not met as evidenced by:
Based on interview and record review, the QMRpP
failed to ensure that each client's active treatment
program was integrated, coordinated and
monitore: by the Qualified Mental Retardation
Professic nal (QMRP).

e The findings include:
1. The CMRP falled to ensure staff demonstrated Please see answer to W193,
| competeticy in implementing Client #4's Behavior
- Support Flan, [See W1 93]

2. The QMRP failed to ensure that data was Pl answi
o collected in the form and required frequency. sase sec °r to W252.‘
[See W2ti2] '

, 3. The QMRP failed to ensure aach client
‘ |-recelved r:ontinuous active treatment services, Please see answer to W249,
‘; (See W24g) _

W 183 | 483 430(¢:)(3) STAFF TRAINING PROGRAM W 193

ORM CMS-2567(02-99) Fre\lous Viersicns Obsolate Bvent I1D: 30WF14 "Facilily (D: 08G057 i continuation shee! Page 8 of 11
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W 193 | Continuig From page 6 W 183
Staff must be able to demonstrate the skills and
i techniques necessary to administer interventions
; to manaye the inappropriate behavior of clients.
B This STANDARD is not met as evidenced by:
' Based o observation, intarview and record
verificatinn, the facility staff failed to demonstrate
[ competeacy in the implementation of each client's
Faiv: Behaviot Support Plan, for one of the six clients
residing in the facility, (Client #4)
- The finding includes:
On January 7, 2008, ét-E:SO AM, Clisnt#4Was . . s
observed tesring his t-shirt, Staff immediately An in-service training was done
- L instructex! him to stop, which he did once the shirt o retrain the staff on 01/24/09
was comyletely torn down the front. At7:59 AM, - and 01/25/09. Training included
Client #4 grabbed & plastic trash bag from a strategies, terminology and rules
waste ba:ket in the facility's office and began - to follow BS : s
tearing it. A direct support staff person instructed waso dis cu? I; Client #ﬁ4 1{1}33:1’
him to stcp, stop it but the client ignored the ! sed as mentioned in
: directive iind continued tearing the bag. The staff his program book. QMRP and
- then instrcted Client #4 to place his hands on his Psychologist will do quarterly
B head. The client complied immediately, released and as needed training to ensure
the bag a1d placed his hands on his head. At proper implementation of BSp
9:30 AM, the Qualified Mental Retardation rograms. All BSP
Professional (QMRF) confirmed that the tearing programs. program are
a behaviorivas a longstanding targeted behavior in reviewed apd approved by
the client s Behavior Support Plan (BSP). DCHC/HRC.
[See Attachment “B”]
On Januay 8, 2009, at 5:37 PM, review of Client
#4 ' s BSF' dated February 13, 2008, reveajed
instructior s on how staff should respond to the
client during episodes of the tearing behaviors,
The pian clid not, however, include instructing the
client to place his hands on his head. _
;RM CMS-2667(02-09) Previ s Versiong Obsoleta Evant ID; JJWF1 1 Facility 1D: 0eGos? If continuation sheet Page 7 of 11
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W 183/ Continud Frompage 7 - w193
On January 9, 2009, at 9:17 AM, a follow-up

interviev with the QMRP confirmed that
instructing Client #4 to place his hands on his
head wzs not an approved strategy. If he ignored
staff dire ctives to stop tearing an item, staff wers
to instrunst him to place his hands in his lap. This
was veri‘ied through further review of the client's
BSPon January 9, 2009. At 9:26 AM, review of
staff in-service fraining records revealed that the
o staff parion who was observed instructing the

s client to >iace his hands on his head had received
: training on the BSP on June 16, 2008. There was
ERe no avide 1ce that the training had been effective.
-—-W-249 483.440(d)(1) PROGRAM IMPLEMENTATION W 249

Ry B

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequiency to support the achievement of the
objectives identified in the individual program
plan.

il

This STANDARD is not met as evidenced by:
Based or observations, interview and recard
review, the facility failed to ensure Client #2
received sontinuous active treatment services.

MR T o
L]

The findir ¢ includes:

On Januzry 7, 2009 beginning at 5:06 PM through
9:58 PM, Client #2 who was blind, was observed
. playing w th an electronic game upstairs in Client
] "1 #4's bedrom.

4 .
t Interview aith the direct care staff at

“ORM CMS-2567(02-80) Prev aus Varsions Obsalete Event 1D: JUWF11 Facliity iD- 006057 If continuation sheet Page 8 of 14
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Continuizd From page 8

approxirately 5:08 PM revealed Client #2's had
program objectives that consisted of making
simple purchases, identifying body parts, and
using an AAC device that had recorded
messages. Further interview with the direct care
staff revizaled that the device was to be used
during his shift between 2:30 PM - 10:30 PM
Monday through Friday. Interview with the
facility's -louse Manager at 6:00 PM confirmed
that Ciient #2 had a program that incorpertated
the use «f an AAC device.

Review ¢f Client #2's Individual Program Plan
(IPP) daied February 16, 2008 on January 8,
2009 at upproximately 9:55 AM revealed a
program that required the client to use an AAC
device to express a message on 3 of 4 training
for 3 consecutive months. (Document four (4) x
week) -

Training :Steps:

1. Place the device in the client's lay.

2. Place his fingers one of the three buttons,
(One message should say, ™l am going to the
tathroor”, The next message would say, “Thank
you for the snack’. The third message would say,
"Would you dance with me please”,

3. Allow ‘he client to fill where your hands are ag
you are placing his hands on the buttons.

4. Work diligentiy with him to push the button at _

the right t mes,

At the tim= of the survey, there was no evidence
that staff implemented Client #2's program
objective 'using the AAC device) as required.
483.440(¢ (1) PROGRAM DOCUMENTATION

Data relative to accompiishment of the criteria

W 249

An in-service training was done
on 01/16/09 to retrain staff on
implementation of IPP objective,
Active Treatment, staff duties,
Data collection and Behavior
support plans. QMRP will ensure
proper  implementation  and
documentation by providiug
quarterly & as needed trajning
and review with Direct Care
Staff.

[See Attachment “C™]

W 252
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| The facil ty failed to ensure that data had been

specifiedi in client individual program pian
objectives myst be documented in measurabie
terms.

This STANDARD is not met as eviderced by:
Based 01 obsarvation, staff interview, and record
review, t1e facllity failed to ensure that each
client's Individual Program Plan (IPP) data was
documented accurately, for three of the three
clients ircluded in the sample. (Client #3)

The finding includes:

collected in accordance with Client #2's |PP.

On Janu.ary 7, 2009 beginning at 5:06 PM through
5:38 PM, Client #2 who was blind, was observed
playing with an electronic game upstairs in Client
#4's bedicom, Interview with the direct care staff
at approvimately 5:08 PM revealed Client #2 had
program objectives that consisted of making
simple purchases, identifying body parts, and
using en AAC device that had recorded
messages. Further interview with the direct care
staff revealed that the device was to be ysed
during hiti shift between 2:30 PM - 10:30 PM
Monday through Friday. Interview with the
facllity's House Manager at 6:00 PM confirmed
that Client #2 had a program that incorportatad
the use of an AAC device.

Review o° Client #2's Individual Program Plan
(IPP) dati*d February 16, 2008 at approximately
9:565 AM on January 8, 2009 revealed & program
thst requi-ed the client to use an AAC device to
express 2 message on 3 of 4 training for 3
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An in-service training was done
on 01/16/09 to retrain staff on
implementation of IPP objective,
Active Treatment, staff duties,
Data - collection and Behavior
support plans. QMRP will ensure
proper . implementation  and
documentation by providing
quarterly & as needed training
and review with Direct Care
Staff.

[See Attachment “C”}
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consecuive months. (Document four (4) x week)
i Review cf the data collection sheets on the same

day at approximately 11:28 AM revealed no

: documer tation from January 1, 2009 through.
i .. January i3, 2009. Interview with the Qualified .
| ol Mental R >tardation Professional (QMRP) and
S Quality Assurance (QA) personnel on January 8,
2009 at 12:09 PM acknowledged that the data

i had not teen collected for the month of January

2009 in accordance with the IPP.

!
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1 000[ INITIAL COMMENTS

1081 3504.2 FOUSEKEEPING

used.,

orderly, etiractive, and sanitary manner.

S The finding includes:

1 374) 3519.5 EINERGENCIES

A licens:ire survey was conducted from January
7, 2009 ‘hrough January 9, 2008. The survey
was initiated using the fundamental survey
process, A random sample of three clients was
selected from a resident population of six males
with varidus disabilities. In addition, a focused
o review was conducted of a fourth client's behavior
support eeds. The findings of the survey wera
. based on observations, interview with one client,
M interviews with staff in the home and at two day
programs, as well as a review of client and
v administ ative records, including incident reports.

Housekeeping and maintenance equipment shall
| be wall constructed, properly maintained and
“appropriate to the function for which it is to be

This Statute is not met as evidenced by:
Based or observations and interview, the
GHMRP falled to maintain the intetior and

p exterior ¢f the GHMRP in a in a safe, clean,

The envitonmental inspection of the GHMRP was one step to get into the bathroom.
conducted on January 8, 2009 at approximately A small riser will be placed to
'2:38 PM ‘evealed. The inspection reveaied the avoid any potential hazard
bathroorr located on the second level had posed Bathr P e . )
a potentisl hazard, interview with the Quaiity atroom  work  will  be
- Assurrani:e person acknowledged that the completed by 02/15/09.
bathroom entry needed immediate attention.

1 600

1091

Second level bathroom entry has

1374
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After meclical services have been secured, each
] GHMRP shall promptly notify the resident' s
: guardiar, his or her next of kin if the resigent has
i ne guarciian, or the representative of the
0 sponsaring agency of the resident ' s status as
’ soon as possible, followed by written notice and
documentation no later than forty-eight (48) hours
after the incident,
- — This Stalute is not met as evidenced by:
b Based on interview and record review, the
26 GHMRP failed to ensure that after medical ’
services wera secured, prompt notification of the
T resident'; status would be made as soon as _
passible to the resident's guardian, his or her next ———— —_—
of kin if the resident had no guardian, or the A formal incident report was
representative of the sponsoring agency, foliowed done and filed from the day
by writter: notice and documentation no later than program since the incident
forty-eigl t (48) hours after the incident, for one of
the threa residents (Resident #1) included in the happened at the day program. A
sample, : nursing encounter form was sent
home with the individual. Client
The finding include: # 2°s guardian was notified but
- the formal incident report was not
On Januzry 7, 2009 at approximately $:40 AM whitten to avoid poredundant
. during the: entrance conference, interview with the ) HC P
Qualified Mental Retardation Professional reporting. DC , rogram
- (QMRP} 1eveeled that Resident #2 had a court Manager and QMRP will ensure
hery appointec guardian an involved family members, that any incident irrelevant to the
| i il reported to all
r On Januzry 8, 2009 at approximately 10:30 AM, locauc?n :: I b:'h e poci- cv. An in-
) review of Resident #2's medical book revealed a agencies as per the policy.
physician's note dated March 13, 2008. service training for the QMRP
According o the note, a resident at the day was done by the Program
1 program bit Resident #2 on the left shoulder, The Manager and IM coordinator on
- physician noted two (2) small healing spots 01/10/09 on how to “follow M
(abrasion:s), T
: policy™.
Interview with the QMRP on January 9, 2009 at (See Attachment ‘A’]
approximiitely 10:25 AM revealed that the
ealth Regulation Adminls tration
ATE FORM " 3JWF11 If condnuation sheed 2 of 4




ky
:

PRINTED: 01/27/2008

TATE FORM

b e e e R e ‘v‘%
H

3JWF11

l FORM APPROVED
Health Requlatio) :
STATEMENT OF DEFICIENCIES (X3) DATE SURVEY
 AND PLAN OF CORRE(TION B or T LTUGLIA (X2) MULTIPLE CONSTRUCTION COMPLETED
'y A BUILDING
' HFD03-0081 B WING 01/09/2009
4 NAME OF PROVIDER C-F SUPPLIER STREET ADDRESS, CITY, STATE. ZIF CODE
428 "Q" STREET, NW
D C HEALTH CARE WASHINGTON, DC 20001
"o 10 HUMMARY STATEMENT OF DEFICIENGIES D PROMDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
5 TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS—-REFEREE(E:E% IE?J;%E APPROPRIATE DATE
" 1374/ Continusd From page 2 1374
notification to Resident #2's guardian was made
followiny| the incident, However, there was no
docume ated evidence in the records that the
guardiar) was notified of the March 11, 2008 bite
o incident.
L Note: A phone message was left on Resident
#2's guardian telephone on January 9, 2009 to
X verify nctification of the bite incident,
1379 3519.10 EMERGENCIES 1 379
)
- In additicon to the reporting requirement in 3519.5,
i each GHMRP shail notify the Department of . _
" Health, Haalth Facilities Division of any other A formal noid
' unusual incident or event which substantially ormal jofident report was
2o interfere s with a resident ' s heaith, welfare, living done and filed from the day
: arra_nge{nent, well being or in any oﬁ%er way progratn  since the incident
places the resident at risk. Such notification shall happened at the day program. A
be made by telephone immaediately and shall be .
followed up by written notification within TUrsing ‘encount_e r form was s:ent
4 twenty-four (24) hours or the next work day. home with t-he mlelduﬁl- Client
# 2's guardian was potified but
j the formal incident report was not
. ' written to avoid redundant
b This Stalute s not met as evidenced by: .
1 The finding includes: reporting. ~ DCHC lProgram
E Manager and QMRP will ensure
i interview with the facility's Qualified Menta! that any incident irrelevant to the
Retardat on Professional (QMRP) and review of location will be reported to all
the GHRMP's incidents reports on January 7, apencie er the ¢ s
o - 2009 at aipproximately 10:25 AM revealed there cgrvic’e S 85 DX f m&z%
' were no ncidents since April 2008. 8 raining  for
- was done by the Program
E On January 8, 2009 at approximately 10:30 AM, Manager and IM coordinator on
: review o Resident #2's medical book revealed a 01/10/09 on how to “follow IM
; physiciaris note dated March 13, 2008. policy”
. Accordinj to the note, a client at the day program : cas
' bit Resid :nt #2 on the left shoulder. The [See Attachment *A’]
physiciar noted two {2) small healing spots
prealth Regulaton Admim siralion '
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; (abrasions). Further record review ravealed a
3 “Nursin¢ Encounter Form" signed by the day
] prograrr's nurse on March 11, 2008. The form
; indicate:! that Resident #2 was seen in the health
1 office because another resident came over to
f where tf e client was sitting and bit him on the left
. shoulder. .
' Interviev/ with the QMRP on January 9, 2009 at
approxiriately 10:25 AM revealed that the facility
did not camplete an unusual incident report
and/or investigate the incident. Further interview
with the QMRP revealed that the incident was not
- report to the Department of Health.
!
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