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! .
A recertification survey was conducted from ’ jThe Symbral’s Goveming Body will exercise 7/5/09 and
- 5/7/2008 through 5/8/2009. The survey was (Ovessite over program operations, the _ ongoing
conducted utilizing the fundamental survey I implementation and update of all Policies and '
process. A random sample of two clients was {Procedures.

selected from a residential population of three :
males with mental retardation and other '
disabilities. The findings of the survey were )
based on observations, interviews at the facility

and at one day program, and a review of records, |
including the unusual incident ‘

W 124 483.420(a}2) PROTECTION OF CLIENTS . W 124,
RIGHTS | QJ
The facilty must ensure the rights of ol cents. , /{UEW % \00'
Therefore the facility must inform each client, 1 ' y ENT OF I
parent (if the Client is a minor), or legal guardian. QOVaRNM Dggﬁggggmg&;sowmm
of g’ebfmm"““' “mt"?“::ﬂ;"’""' , ‘ HEALTH REGULATION ADMINISTRATION
an status, a risks o 825 NORTH CAPITOL ST., N.E., 2ND FLOOR
treatment, and of the right to refuse treatment. WASHINGTON, D.C. 20002

This STANDARD is not met as evidenced by:

Based on observation, staff interview and record |
* review, the facility failed to ensure psychotropic

medications were being administered with the .

consent of a client* s legally appointed guardian j i

or advocate for one of two sampled clients. :

[Client #1]

The finding includes:

Obsarvation on 5/7/2009 at 5:45 PM, revealed the |
attending nurse administared Client #1 * s PM :
dosage of 250mg of Chiorpromazine (S0mg Tab
+ 200mg Tab). Record review on 5/8/2009 at : '
approximately 3:05pm verified the administration | '
250mg ofChlorp azine the previous !

PPLIER REPRESENTATIVE'S SIGNATURE &?\’J é% lf
cofrecting
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evening was as prescribad.

over the past few months:

manage his behavior,

behavior.

behavior.

regimen.

2. 12/04/2008 physician's order: Thorazine
100mg PO Q AM x 30 days for behavior and
Thorazine 200mg PO Q PM x 30 days for ’

Intarview with the facility’s Licensed Practical
Nurse and record review on 5/8/2009 at
approximalely 3:30 FM revealed Client #1's
psychotropic regimen was adjusted as follows

1. 11/06/2008 physician's order. Thorazina .
(Chlorpromazine) 200mg PO Q PM for 30 days to ;

3. 12/26/2008 physician’s order. Thorazine
150mg PQ Q AM x 30 days for behavior and
Thorazine 250mg PO Q PM for 30 days for

According to the Qualified Mental Retardation :
Professional (QMRP) during an interview on '
5/7/2009 at 3:48 PM, Client #1's mother was his
ingal advocate and she took part in ail of his
health and habilitation planning. Review of Client '
#1's legal records verified his mother signedan -
affidavit on 6/14/2007 which named her as such '
and was recognired by the courts.

Further record review revealed thare was no
evidence Client #1's mother sither took part in the
psychotropic medication reviews or was informed
of the changes, benefits and attendant risks as it |
relates to her son's psychotropic medication |

The facility failed to ensure psychotropic ‘

The QMRP hae been ingtracted prior to any
recommended adjustment in the individual®s
psychotropic medication by the peychiatrist, the
Medical Guardian or Next of Kin with Consent
Authority must provide written consent for the

: change.

The Medical Guardian or Next of Kin will be

notified of the meeting two (2) weeks prior and 7/5/09 and
! documentation will be kept in the individual’s ongoing
“record. If he/ she cannot attend meeting, a written

stutement from the Medical Guardian or Next of

- Kin will be placed in the record.

The Cuardiar will be asked to participate via
telephone, documentation of the medication change
will be faxed to the Medical Guardian or Next of

' Kin after the telephone conference and will only be

- prescribed after convent is received.

DON/ LPN Charge Nurse will monitor to ensure
; that consent is provided for al medication changes.
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" medications ware being administered and f
increased with the consent of a parent, legal ;
guardian and/or advocate as required by this ,
Section, :
W 156 483.420(d){4) STAFF TREATMENT QF 1 W158
CLIENTS -
The results of all investigations must be reported |
to the adminisirator or designated representative
or to other officials in accordance with State law
within five working days of the incident. |
This STANDARD is not met as evidenced by: | The investigator conductng the investigation wil 674109 and
Based on staff interview Md. record Feview, the Coordinator in writing the reason for any delay ongoing
facility failed to complete an investigation into an beyond the five (5) days time. This information will

allegation of exploitation within five (5) days for be communicated to DOH/ MAA and DDS.
one of two samplad clients. [Client#1] .

Incident Management Coordinator will monitor to
The finding includes: . ensure compliance.

Interview with the facility's Qualified Mental
Retardation Professional (QMRP) and review of
the incident reports and on 5/8/2009 at '
approximately 1:30pm, revealed an incident _ :
report dated 3/8/2008 detailed Client #t's * i :
one-lo-one " staff took him out to sell »
newspapers and did not compensate him for his
work. -

Further record review revealed an investigation ‘
into the allegation ensued on 3/13/2009 and was
completed on 3/17/2009; nine (9) days after the
incident was reported.

, There was no evidence on file or presentad

~ during the survey to substantiate this investigation !
was completed timely in accordance with this
reguiation.
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W 157 ° 483.420(d)4) STAFF TREATMENT OF ;
CLIENTS f

if the alleged violation is verified, appropriate i
corrective action must be taken. :

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
facility failed to implement comective aclions to
prevent the recurrence of exploitation for one of
two sampled clients. [Client #1) i

The finding includes:

interview with the facility’s Qualified Mental
Retardation Professional (QMRP) and review of
the incident reports on 5/8/2009 at approximately
1:30pm revealed, an incident repod dated !
3/8/2009 detailed Client #1's " one-lo-one " staff
took him out to sell newspapaers and did not
compensated him for his work.

_ Further record review revealed an investigation
into the allegation ensued on 3/13/2009 and was
compileted on 3/17/2009. The investigation ,
substantiated the aflegation of exploitation and |
recommended the following preventive measutes: -

1. Deveiop a protocoi for taking individuals out
in the community within 30 days.

2. Schedule a Case Conference within 30 days
to discuss ways and means to adequately provide :
hirn the necegsary support naeded fo ensure !
safety and prevention of axploitation.

Review of the policy and procedures manuai and i
interview with the facility's QMRP on &/8/2009 at |
approximately .38 PM revealed, there was no

Policy and Procedure Manual was revised on

3/17/2009 however the npdated signatare form was

not in the record. The protocol and the policy change 5/19/09 and
was additionally reviewed on 5/19/2009. QMRP will opging

- ensyre that documentation of amendment/s

* (Habilitation and Training, One on Cne (1:1) and

Activity Program for Individuals to Policies and

Procedures are placed with the record.
I

i QA will monitor to ensure compliance.
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W 157 Continued From page 4
protocol and/or policy in place to address the
procedure for  taking individuals out in the
community “. The administrative records

Chief Executive Officer.

Further record review and interview with the
facifity's QMRP on the same day at 1:40 PM
revealad a case conference was held on
4/17/2009. However, the meeting minutes
revealed the team met to address issues and
concems surrounding Client #1's sexuality and
habilikation. The issue of providing support to
prevent " exploitation * was not addressed
during the meeting.

At the time of survey, there was no evidence -
presented or on file to substantiate that a case

preventing future occurrences of ™ ax
W 159 483.430{a) QUALIFIED MENTAL
RETARDATICN PROFESSIONAL

integrated, coordinated and monttored bya
qualified mental retardation professional.

This STANDARD is not met as evidenced by:

facility’s Qualified Mental Retardation
Professional (QMRP) failed o ensure the

client's habilitation and planning for one of two
samplad clients. [Clients #1}

The finding includes:

1. The QMRP failed to ensure psychotropic

reflected the last policy review and/or amendment ' policics and procedure to safs-guard individual #1
was signed and dated 8/29/2008 by the facility's ’

i Minutes of meeting on 4/17/2009 only documented 7/5/09 and

conference had been heid to address the issue of
as recommended dy the 3/17/2009 investigation.

Each client's active treatment program must be

: Based on staff interview and record raview, the

coordination, monitoring, and implementation of a _

W 157

-A cage conference will be scheduled to review the
Incident, the investigation and the changes in

from abuse and exploitation.
~acomment “Incident - with R.B.”. QMRP did not ongoing
idocument the details of the discussion.

!QMRP will ensure that notes are documented in
details of issue/s discussed.

QA and CEOQ will receive copies of minutes with
clearly outlined topics and discussions.

W 159
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medications were being administered with the
consent of a client ' s legsily appointed guardian
or advocate, [See W124]

2. The QMRP failed to complete an : Cross reference and adopted with (W124), (W156)  7/5/09 and

investigation info an allegation of exploitation and (W157).
within five (5) days. [See W156)

3. The QMRP failed to implement comrective ;

actions to prevent the recurence of exploitation, |

[See W157] |
4. The QMRP failed to ensure psychotropic :
medications were being administered with the

consent of a client ' s parent, legally appointed ‘
guardian and/or advocate. [See W283] ,
483.440(N)(3)ii) PROGRAMMONITORING & ' W 283
CHANGE

The commitiee should insure that these programs -
are conducted only with the written informed '
consent of the client, parents (if the client is a
minor) or legail guardian.

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the |
facility faled to ensure psychotropic medications
were being administered with the written consent
of a client's parent, legally appointed guardian

‘and/or advocate for one of two sampled clients.

[Cliant #1)
The finding includes:

" Observation on 6/7/2008 at 5:45 PM reveaied the

attending nurse administered Chient #1's PM
dosage of 250mg of Chiorpromazine (50mg Tab
+200mg Tab). Record review on 5/8/2009 at )
approximately 3:08pm verified the administration *
of 260mg of Chlorpromazine theprevious evening,
was as prescribed.

onpa
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interview with the faciity's Licensed Practical
Nurse and record review on 5/8/2009 at

- approximately 3:30 PM revealed Client#1's
psychotropic ragimen was adjusted as foltows
over the past few months:

1. 11/06/2008 physician's order. Thorazine
manage his behavior.

2. 12/04/2008 physician's order: Thorazine
100mg PO Q AM x 30 days for behavior and
Thorazine 200mg PO Q PM x 30 days for
behavior.

3. 122672008 physician's order: Thorazine
150mg PO Q AM x 30 days for behavior and
Thorazine 250mg PO Q PM for 30 days for
behavior.

At the time of survey, there was no evidence on
file to substantiate these medication increases
had been reviewsd and approved with the written
informed consent of a legal guardian or advocate
acting on behaif of Client #1,

Note: According to the Qualified Mental
Retardation Professional (QMRP} during an
interview on 5/7/2000 at approximately 3:50 PM,
Client #1's mother was his legal advocate and
took pari in all of his health and habilitation
planning meetings. [Reference W124)

W 368 483.460(k){1) DRUG ADMINISTRATION

The system for drug administration must assure

that all drugs are administered in compliance with

the physician's orders. ‘

(Chiorpromazine) 200mg PO Q PM for 30 days to !

W 263

" Cross reference and adopted with (W124). 7¢5/09 and

ongoing

€
3
H
b3

W 388
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This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
facliity falled to ensure psychotropic medications
- wers administered in accordance with the ‘Paychotropic Medication orders” for 30 days are
physician's orders for one of two sampled clients. clarified by DDS’ to read monthly. Al ‘
{Client #1] Pgychotropic Medications ordered are for the entire
month and are not to be packaged or blocked into a
" s 304 cle because of discrepancies at the end of
The finding includes: . ‘the .:ﬁ f:r mc:uhs :vhik are ih:lrtur than 30 day
' ‘i.e.; February, and months while are | than 30
Observation on 5/7/2009 at 5:45 PM revealed the ; :1:y.. an h.."."m'f?l‘m:;d &393"1,&‘;’ to reflect
attending nurse administerad Client #1's PM 2 monthly cycle instead of a 30 day eycle. 5’”0_9 and
dosage of 280mg of Chiorpromazine (50mg Tab ngoing
+ 200mg Tab). Record review on 5[352009 at i The Physician's Order for Mey 09 has been located
approximately 3:05pm verified the administration and filed in the individual’s medical record in ite
of 250mg of Chiorpromazine the previcus  propes places.
evening, was as prescribed. ‘ f Managers, QMRP and staff have been inserviced
, - . . i | into ensuring that all documents removed or
Interview with the facility's Licensed Practical | reviewed from individuals medical records are
Nurse (LPN) and record raview on 5/8/2009 at properly replaced.
approximately 3:30 PM revealed Client #1's
psychotropic regimen was adjusted as follows
over the past few months;
1. 11/06/2008 physician's order. Thorazine
(Chlorpromazine} 200mg PO Q PM for 30 days to .
manage his behavior. .
2. 12/D4/2008 physician's order: Thorazine
100mg PO G AM x 30 days for behavior and
Thorazine 200mg PO Q PM x 30 days for
behavior. :
3. 12/26/2008 physician's order. Thorazine
150mg PO Q AM x 30 days for behavior and
Thorazine 250mg PO Q PM for 30 days for
behavior.
Further interview with the LPN verified the ; l
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. madication was steadily increased from what it
" was on 11/6/2008 10 its curent dosage as

1
prescribed on 12/26/2008. Review of the !
physician's orders on 5/8/2009 at 3:38pm
revealad, the medication was ordered as a thirty
{30) day regimen,

Review of the Medication Administration Record
revealed the medication was administered each
day in January 2009. However, the physician's
order for the January 2008 regimen was not on

file at the time of survay for verification.

- Further interview with the facility's LPN on the

same day at approximately 4: 12pm verified she
couid not locate the physician's orders and was
not sure where it could have been filed.
Additionally, she was unsure as to why the orders
were no filed in the medical records.

W 368
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i 000

INITIAL COMMENTS

A re-licansure survey was conducied from !
5§/7/2000 through §/8/2009. A random sample of
two residents was selected from a residential
population of three males with mentaf retardation
and other disabilities. The findings of the survey
were based on observations, interviews at the
facility and at one day program, and a review of
records, inciuding the unusual incident reports.

3508.4 ADMINISTRATIVE SUPPORT

~ Each GHMRP shall have a Residence Director

whao meets the requirements of § 3509.1 and who
shall manage the GHMRP in accordance with
approved policies and this chapter.

This Statute is not met as evidencad by:
Based on staff interview and record review, the
facility's Qualified Mental Retardation i
Professional (QMRP) failed to ensure the !
coordination, monitosing, and implementation of a _
residant’s habilitation and planning for cne of two
sampled residents. [Resident #1]

The finding inciudes:

1 The QMRP failed to ensure psychotropic
medications were being administered with the
cansent of a resident ' s legaly appointed
guardian or advocate. [See Federal Deficiency
Report Citation W124) ;
2. The QMRP falled to implement comective !
actions to prevent the recurmence of exploitation, !
[See Faderal Deficiency Report Citation W157)
3. The QMRP failed to ensure psychotropic
medications were being administered with the
cansent of a resident ' s parent, legally appointed
guardian and/or advocate. [See Federal
Deficiency Report Citation W283]

¢ 1000

Symbral's Goveming Body will exercise oversite +/5/09 and
over program operations, the implementation and ongoing
update of all Policies and Procedures,

183

Cross reference and adopted with W124,

7/5/09 and
ongoing
Cross reference and adopted with W157,

Cross reference and adopted with W263.
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1375 3519.6 EMERGENCIES 1375
Each GHMRP shall document each emergency

and enter the follow-up actions into the resident *
s parmanent record, which shall be made !
available for review by authorized individuals. !

This Statute is not met as evidenced by:
Based on staff interview and record review, the
facility failed to implement corrective actions to
prevent the recuirence of exploitation for one of
two sampled residents. [Resident #1)

The finding includes:

b h ———— . . p—

Intarview with the faciiity ' a Qualified Mental i
Retardation Professional and review of the '
incident reports on 5/8/2009 at approximately
1:30pm revealed, an incident report dated
3/8/20089 delailed Residant #1's " one-to-cne ™
staff ook him out to sell newspapers and did not ,
compensated him for his work. i

Further record review revealed an investigation
into the allegation ensued on 3/13/2009 and was
complsted on 3/17/2009. The investigation
substantiated the allegation of exploitation and
recormmended the following preventive
measures:

1. Develop a protocoi for taking individuals out
in the community within 30 days.

2. Schedule a Case Conferenca within 30 days |
to discuss ways and means to adequately provide
him the necessary suppornt needed 10 ensure
safety and prevention of exploitation.

Review of the policy and procedures manual and '
interview with the facility'’s QMRP on 5/8/2009 at |

Heaith Reguiation Administration
STATE FORM L MZ&4T11 o continustion sheet 2of 8
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approximately 1:38 PM revealed, therewas ng |
protocol and/or policy in place 10 address the I
procedura for " taking individuals out in the !
community “ . The administrative reconds :
reflected the last policy review and/or amendment i
was signed and dated 8/20/2008 by the facility's
Chief Executive Officer.

i
Further record review and intarview with the '
facility’s QMRP on the same day at 1:40 PM !
revealed a case conference was hekt on
4/1712009. However, the mesting minutes
revealed the team met to address issues and !
concems surrounding Rasident #1's sexuality and |
habilitation. The issue of providing support to '
prevent " exploitation * was not addressed

during the meeting.

At the time of survey, there was no evidence .
prasented or on fils to substantiate that a case |
conference had been heid to address the issue of |
preventing futune occurrences of * exploitation * !
as recommended by the 3/17/2009 investigation.

1500 3523.1 RESIDENT'S RIGHTS !
Each GHMRP residence director shall ensure .
that the rights of residents are observed and i
protected in accordance with D.C. Law 2-137, this '
chapler, and other appiicabie District and federal
laws.

|
!
This Statute is nol met as evidenced by: {
Based on staff interview and record review, the |
GHMRP failed to ensure psychotropic ;
medications were being administered withthe -
. consent of a resident's legaily appointed guardian |
or advocate for one of two sampied residents. t
{Resident #1) :

1500

Cross reference and adopted with W375, 7/50% and

ongoing
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The finding includes:
A. The GHMRP failed to adhere o the

[W124] Section §483.420(a)(2) as presented
betow:

Observation on 5/7/2009 at 5:45 PM revealed the
attending nurse adgministered Resident #1's PM
dosage of 250mg of Chlorpromazine (50rng Tab
+ 200mg Tab). Record review on 5/6/2000 at

of 250mg of Chiorpromazine previous evening
was as prescribad.

Interview with the facility * s Licensed Practical
Nurse and record review on 5/8/2009 al
approximately 3:30 PM revealed Resident #1's
psychotropic regimen was adjusted as follows
over the past few months:

1. 11/06/2008 physician's order. Thorazine
{Chlorpromazine) 200mg PO Q PM for 30 days to
manage his behavior.

2. 12/04/2008 physician's order: Thorazine
100mg PO Q AM x 30 days for behavior and
Thorazine 200mg PO Q PM x 30 days for
behavior.

3. 12/26/2008 physician's order: Thorazine
150mg PO Q AM x 30 days for behavior and
Thorazine 250mg PO Q PM for 30 days for
behavior.

According to the Qualified Mantal Retardation
Professional (QMRP) during an interview on
5/7/2009 at 3:49 PM, Resident #1's mother was
his legal advocate and she took part in all of his

approximatsly 3:05pm verified the administration |

| 1500

requirements of the Code of Federal Regulations A

i
H
H
H
H
L}
2

!
E
|
!

st i

L

7/5/0% and

'1, 2, and 3: Cross reference and adopted with W124.
! ongoing
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1500 Continued From page 4 ‘1500
health and habilitation planning. Review of :
Resident #1's legal records verified his mother |
signed an affidavit on 6/14/2007 which named
her as such and was recoghized by the courts. i

Furthar record review revealed there was no
evidence Resident #1's mother either took part in
the psychotropic medication raviews or was
informed of the changes, banefits and attendant
risks as it relates to her son's psychotropic ;
medication regimen. |

The facility tailed to ensure psychoiropic
medications were being administered and
increased with the consent of a parent, legal
guardien and/or advocate as required by this
section.

8. The GHMRP failed to adhere fo the
requirements of the Code of Federal Regulations
[W263) Section §483.440(N)(3)ii) as presented
balow: :

Observation on 5/772009 at 5:45 PM revealed the
attending nurse administered Resident #1' s PM
dosage of 250mg of Chlorpromazine (50mg Tab
+200mg Tab). Record review on 5/8/2009 at

- approximately 3:06pm verified the administration
of 250mg of Chiorpromazine previous avening '
was as prescribad. i

Interview with the facility * s Licensed Practical
Nurse and record review on 5/8/2009 at
approximately 3:30 PM revealed Resident #1's
psychotropic regimen was adjusted as foliows
over the past few months; i

1. 11/08/2008 physician ' s arder: Thorazine |
(Chlorpromazine) 200mg PO Q PM for 30 days to |

I
‘ 1.2, and 3: Cross reference and adopted with W263. 7/5/0% and
ongoing
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manage his bahavior,

2. 12/04/2008 physician ' s order: Thorazine

100mg PO Q AM x 30 days for behavior and

Thorazine 200mg PO Q PM x 30 days for !
|

3. 12/26/2008 physician ' s order: Thorazine

150mg PO Q AM x 30 days for behavior and :
Thorazine 250mg PO Q PM for 30 days for t
behavior. ;

Al the time of sutvey, there was no evidence on
fila to substantiate these medication increases
had been reviewed and approved with the written
consent of a legal guardian or advocate acting on !
behalf of Resident #1. !

|
Note: According to the Qualified Menta) !
Retardation Professional (QMRP) during an
interview on 5/7/12009 at approximately 3:50 PM, i
Resident #1's mother was his legal advocate and |
took part in all of his heaith and habilitation '
planning meatings. [Reference W124)
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