FRINICU. U4ULILU 1V

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
09G212 03/122/2010
NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS. GITY. STATE, ZIP CODE
INNOVATIVE LIFE SOULTIONS, INC 7416 BLAIR ROAD, NW
WASHINGTON, DC 20012
x40 SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF GORRECTION )
PREFIX | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL . PREFX | (EACH GORREGCTIVE AGTION SHOULD BE - COMPLETION
TAG | REGULATORY OR L SC IDENTIFYING INFORMATION) : TAG ' CROSS-REFERENCED TO THE APPROPRIATE DATE
3 : DEFICIENGY) .
W 000 iNITIAL COMMENTS . Wo000
A recertification survey was conducted from APR 26 2010

- March 16, 2010 through March 22, 2010. A

: sample of two clients was selected from a
population of four men with varying degrees of
inteltectual disabilites. This survey was initiated i ) .

utilizing the fundamental process; however, due | T:'De Zfl"“r’:‘s;”::l"“af ;ﬁ:ﬁﬂf&ﬂg;ﬁ”ﬂ:g
to concerns in the area of incident reporting and | freeY b O e oty seportall
[hr;;?glt'llqla?t,i%nds‘i (t)?aeatpic;c;:sf:,afo er’g;gev%gn ' incidents to the appropriate agencies. including the DOH.
' facility's level of compliance in the Condition of

- Participation (CoP) for Client Protections.

Page | W 000 #1:

The findings bf the survey were based on Page 1 W 000 #1:

observations, interviews with staff and clients in The administration has reviewcd.ILS’s policy on Incident
the home and at one day program, as well as a Management/Reporting and Incident Management Protocol
! 10 ensure that said policy includes proper protocol for reporting

: rew-ew.r of .Chem and adMinistrative records, . incidents as well as effective incident follow up. All staff have been

- Inciuding incident reports. . trained on Incident Management / Reporting on 3/19/2010, 3/20/2010,
: . 1 and 3/24/2010. ILS has also put into place a QA process to monitor

- As aresult of the extended survey in Client " the Incident Management Process and ensure thorough follow up.

| Protections, the SA determined that the facility:
! (1) failed to ensure that an effective system had |
. been developed and implemented to make ‘
' certain that significant incidents, including

- allegations of physical abuse, were reported and

A new Incident Management Reporting and Follow Up Monitoring Tcol
. will include: All fax confirmations verifying fax’s sent to DOH reporting i
I incidents will be turned into the Executive Director. The administration also

*  took the action of replacing the Incident Management Coordinator . The

: effectively addressed; .and' (2.) fa"eq to . administration at !LS also recognizes that all individuals have the right
- adequately address Client #2 s medical i to be free from abuse and / or neglect. All staff received training on
recommendations and/or provide services to " Individual Rights. Abuse and Neglect on 3/23/2010 and 3/26/2010.

: ensure his health and safely. The facility's
practices, therefore, posed likely harm to clients
residing in the facility. On March 19, 2010, at |
approximately 1:30 p.m,, the facility's Qualified |
: Mental Retardation Professional (QMRP) and :
i Incident Management Coordinator were notified

The administration at ILS recognizes the importance of
ensuring every individual’s health and safety through proper

of the im iate jeopardy. follow up of medical recommendations and services. ILS has
- , +  and will continue to foilow all recommendations regarding the
On March 19, 2010, at approximately 7.47 p.m. helth needs of it’s individuals.

the facility's Executive Director and their Director |

ﬂ %ursing faxed to the SA a pian of correction to |

o P

'S OR PROVIDER/SUPPLICR REPRESENTATIVE'S SIG;\IATURE TITLE y DATE
litution may be excused from correcting providing i is(de{ermiie tEal

ny deficiency statement ending with ajfasferisk (*) denotes a deficiency which the
other safeguards provide sufficien! profephon to the patients. (See instructions.) Excedt for nursing homes, the findings stated above are disciosable 50 days
foliowing the dete of survey whether drfiot a pian of correction is provided. For nursinghomes, the above findings and ptans of comection are disclosgble 14
days foliowing the date these documenis are made avallable 1o the facility. if deficienciés are cited. an approved plan of correction is requisite 1o continued

program participation.
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address the immediate jeopardy. The SA survey
* teamn held a telephone conference with the
: facility's Executive Director from approximately
1 8:10 p.m. to 8:15 p.m. The Executive Director
' agreed to suppiement the proposed corrective |
' plan by adding immediate training for staff ;
: assigned to work with Client #2 on the ovemnight
| shift that night (March 19, 2010). Comnpliance |
! and implementation of the corrected actions must |
 then be observed prior to the removal of the
- immediate jeopardy.

- The following was the plan submitted by the
facility that outlined the proposed corrective
measures: ;

1. Staff will continue implementing Client #2's |

. Ambulation Protocol, Fall Precautions and Helmet |

! Protocot.

' 2. Monthly monitoring by psychology/behavior
. specialist and physical therapist to ensure

. effectiveness of the plan and provide staff

' in-service trainings as needed.

- 3. Nursing will monitor/assess Client #2 on a

: weekly basis or as needed and report to primary
. care physician and interdisciplinary team and

: changes in his condition.

" 4. Staff will continue implementing Client #2's
- behavior support plan (BSP).

5. Within 24 hours of March 19, 2010, 8:30 p.m.: |

a. Physical Therapist will re-evaluate and
deveiop a program concerning Client #2 use ofa -
" soft cervical collar, gait belt, other supports and

. strategies to reduce his risks for falls; i

(XA 10 | (o J PROVIDER'S PLAN OF CORRECTION
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W 000 ' Continued From page 1 w 000!

i

Page2 W 000 #2:

The administration at ILS recognizes the importance o

of Client #2's situation. Due to the complexity, monthly monitoring
by the Behavioral Specialist/Psychology and Physical Theram?t.as
needed to ensure effectiveness of the plan and provide staff training to

all staff.

. Page2 WO000 #3:

+ The administration at ILS has implemented that Client #2

; will be assessed/ monitored on a weekly basis and as needed.

- The LPN /RN will report to the PCP and Interdisciplinary Team
¢ any changes in his condition.

Page2 WO000 #4: )
The administration at ILS understands the importance of
implementing all Individuals Behavioral Support Plans.
All ILS staff was trained on the BSP on 3/20/2010.
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W 000 Continued From page 2 W 000:
) - Page2 WOO00 #5 A: ) . juated the
' b. Client #2's one-to-one staff supervision will be * On March 19, 2010 the ptlnypsmal therapist c{;g; ;ﬂpmtwl
H |, Fall Prevention, an ST
extended from the current 16 hours to 24 Ambulation Protoco { the Behavioral Specialist

: ing in conjunction with Nursing an r :
i a“t:r::!‘;g%d Protc;]col was written and in:tplemented. A dlsc_uss.mni {.at;

: additional supports such as use of a gait bekt and soft cervical _clobe“ :

! occutred. It was determined that previous afiempts to use & gald o o threw
 failed as Client #2 would not allow it to be secured in place an e ysical
! it on the floor. Amongst the concerns agreed by bot_h the Nl:’ﬁ.e ‘a( el

" Therapist were 1) refusal to wear cervical collar, 2} increased ris!

- hours/day, 7 daysiweek;

! ¢. A discussion with the PCP and the

' neurgsurgeon on their recommendation on the

- use of a soft collar prior to surgery. Upon
approval of order for soft cervical coliar, PT will

. . h . strength due to
: develop a schedule for wearing the collar in due to limitation of range of motion, 3} decreasing mu'%lidatior%t :nduconcems
' increments to increase the likelihood that Client endence on collar. The Nurse addressed the recomme ay, 3/23/20
dep y

i d
* with the PCP who did not feel it was warranted. On the foliow:mgal\::r‘i:oncems
| the Nurse discussed with the Neurosurgeon the recommndano&n -
for using a soft cervical collar and he stated there would be no {

“#2 will comply with the use of the collar,

d. After evaluations and recommendations have
: been approved by the PCP, all staff will be trained
- extensively on these measures by the appropriate !
i disciplines with 48 hours; ;

Page3 W O000#3B:;
Client #2 has had one-to-one supervision 24 hoyrs a day
| 7 days a week since 3/19/2010,
Page3 WO000#5C:
A discussion with Client #2's PCP and Neurosurgeon
, concluded that a soft collar would not be beneficial.

_ €. Behavior Specialist will amend the current
- BSP to reflect strategies to address Client #2's

- behavioral issues/difficulties with redirection, use

i of his helmet, and tantrums which include

 throwing himself on the fioor. Staff training wilt
ocour on the newly ravised BSP within 48 hours:

- f. Al staff will be trained on one-to-one support of
. Client #2 and the Health Management Care Plan

within 24 hours;

i §. There will be training conducted by the

* Executive Director for managers on all Incident

- management and investigation policies and

" procedures. There will be further training
conducted to all staff on incident reporting; and

; The Neurosurgeon feit it would only increase behaviors
- and risk of injury. Client #2 may not have 10 weara
i collar post operatively.

"Page3 W OO0 #SD:

: Staff has been extensively trained on all new measures within 24 hours.
! 3/19/2010 and 3/20/2010
I

. Page3 W 000 #5E:
 Staff has been trained on the newily revised BSP on 320/2010.

© Page3 W 000 #5F:
All staff were trained on 0N10 ane sypport of client #2 and
HMCP on 3/19/2010 and 3/%/201¢,

Page3 W 000 #5G:

i ident Management and
Al} managers were trained on |nciden
Investigation Policies on 3/24/2010. 3/30/2010 and 4/6/2010.

h. The Executive Director will review all incidents - All staff were trained on 3/19/2010 and 32072010,

and fax confirmation sheets to ensure that
- government agencies are nofified.
W 104 483.410(a)(1) GOVERNING BODY

. Page3 W 000 #5H: )
The Executive Director is informed of any/al! incidents
¢ And given a copy of fax confirmation 1o DOH.
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budget, and operating direction over the facility.

- This STANDARD is not met as evidenced by:

' Based on observations, staff interviews and

“ record review, the facility's governing body

- provided general operating direction, except in
the following areas:

- The findings inciude:

- 1. Cross-refer to W192. The governing body

! failed to ensure that all staff were trained and

: compelent to provide assistance in accordance

with the health care needs (j.e. cenvcal spine

condition, and commensurate safety

- precautions), of one of the two clients in the
sample. (Client #2)

2. Cross-refer to W127.1l. The goveming body
failed to ensure that the facility adequately
- addressed Client #2's medical recommendations

: safety after receiving a December 15, 2009
warning that his spinal stenosis and myelopathy
+ placed the client at increased risk of paralysis.

3. Cross-refer to W368. The governing body
failed tp ensure that the facillty's nursing staff

- estabiished a medication scheduie to ensure that
Ciient #3 received his Nexium 30 minutes before
breakfast, in accordance with his physician’s
orders.

4. The governing body failed to ensure that the
- facility maintained in working order systems that

4D SUMMARY STATEMENT OF DEFICIENCIES 0 i PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
W 104 Continued From page 3 W 104

* The governing body must exercise general policy, !

‘Page 4 W 104 #1 (Cross Refer W 192)
“T'he administragion at LS recognizes the importance of
: being knowledgeable and competent in providing
;assistance with the medical needs ot gur ¢lients. All
_staff were trained on each clients HMCP and specific
medical needs on 37192010 and 3/20/2010, ILS will continue
- 1o ensure that the HMCP and specific medical needs of each
- individuai is part of each staff person's orientation

tand initial training upon entering the facility.
' :

i . !
| Paged W 104 #2 (Cross Refer W 127 II)
| 1S will continue to ensure all medical recommendations
 ore implemented while ensuring individual safety.
: The medical recommendation was received on 12/15/09 of

spinal stenosis. myelopathy and the risk of paralysis.
- ILS ook multiple steps Lo ensure the safety of client 2

by yraining all staif on 3/20/2010 to include but not limited

o BSP training, Helmet Protocol, Ambulation Protocol,
: One to One Protocol. HMCP, Fall Risk/Safety Protocol, and

" and/or provided services to ensure his heatth and | a second opinion MRI was completed due ta the artifact from

| movement in the first MRI and could not be used to clearfy
Fdetermine client #2 condition. Muttiple team meetings to discuss -
. the recommendations to ensure client #2 safety has taken place.

' Pagc4 W 104 #3 (Cross Refer W 368: _

: '?‘i?adminiﬂm‘i on at 118 will ensure that all clients receive

* medications as preseribed by their physician. 1LS provided training elv
sor all LPN's on medication administration on 410/2010 to ensure MED

medication adininistration.

c4 W04 #4 o . .
f[ﬂg il ensare that all eguipment is in good working order and work

| . , N ted to
appropriately to cosure clict safety. ABC burg]u:) alarm vas u:‘maarcﬂ: system
provide mainienance on 37192010, We were infnned that the alarm 52

was working. but had been inadvertently disabled,

Iy.
.S will epsure we have a inainienance agreement and walk thru month])
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W 104 Continued From page 4
- were installed for client safety, as foliows:
|

; 1
Review of the Human Rights Committee minutes |
_on March 19, 2010, at4:08 p.m., reveaied.that |
: door alarms were installed inside the facility for
- Client #2's health and safety. They were installed -
on atl doors leading to the outside, i
. On March 22, 2010, at approximately 2:30 p.m.,
interview with the QMRP revealed that the alarm '
- had not been working for two weeks. She then |
: made a phone cali and indicated that the facility
"was in the process of making arrangements to fix |
: the atarm.

' During the March 22, 2010 Exit Conference, at l
4:57 p.m., the Executive Director indicated that

 the alarm system had been installed on all ;

- exterior doars of the facility because both Clients '

-#1 and #2 had longstanding targeted maladaptive |
behaviars of attempting to leave their home '
without staff escort. Note: The Executive

. Director acknowledged that prior to March 19,

1 2010, neither of the two clients received :

; one-to-one staff supervision during the ovemight

| hours.

VW 122° 483.420 CLIENT PROTECTIONS

~ The faciiity must ensure that specific client ;
- protections requirements are met.

This CONDITION is not met as evidenced by:

Based on observation, interview and record
_review, the facility falled to ensure an effective
| System to protect Client #2's health and safety |
' {WH127]; and, the faciiity failed to ensure the :
‘ immediate naotification of the State Agency of i

W 104]

W 122; !
Page5 W I22 '

The administration at ILS acknowledges that staff failed to ensure

immediate notification 1o the State Agency of allegations of

I abuse, although 11.S has standard poticies and protocols,

-additional measurcs taken to address this issuc include:
Review and modification of incident management policy,

{ incident management training to include procedure tor

* reporting to DOH in & timely marter, policy modification

i to ensure executive director signs off on all incidents,

; and installation of 2 new Incident Management Coordinator,
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W 127 483.420(a)(5) PROTECTION OF CLIENTS
.RIGHTS

- The facility must ensure the rights of all clients.

1 Therefore, the facility must ensure that clients are :
not subjected to physical, verbai, sexual or !
- psychological abuse or punishment.

This STANDARD is not met as evidenced by:
. |. Based on interview and record review, the !
facility failed to ensure that an effective system
had been developed and implemented tb make
: certain that significant incidents, including
 allegations of physical abuse, were reported and
effectively addrassed

The findings include: l

On March 17, 2010, beginning at 10:53 a.m,,
‘ review of incident reports in the facility revealed
: ongoing head injuries sustained by Client #2, as
follows:

a. On January 19, 2010, a residential staff person .
was observed by two witnesses hitting Client#2 -
in the head and shoulder outside his day
program. The staff was assigned to provide the
- client ane-to-one support to address his :
maladaptive behaviors and unsteady gait. Police !
_arrested the staff for assault on the same day. |

b, Client #2 was taken fo an emergency room

X410, SUMMARY STATEMENT OF DEFICIENCIES ! (3] ) PROVIDER'S PLAN OF CORRECTION {X%8)
PREFIX 1 {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG :  REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
: i DEFICIENCY)

' . {
W 122 : Continued From page 5 ;f w1221

- allegations of abuse [Refer to W153), ; i

- The effects of these systemic practices resulted |

Lin the failure of the facility to protect its clients ‘

* from potential harm and to ensure their general

safety and well being.

c6 WI2TA

i’&g;\::i“ c\::nlinuc 1o ensure all clients are Fret: from abu.:!se "
and neglect and any allegations are n.‘ffccl‘lve v reporte }:_;] -

vernment agencies and addressed ina Im:lc!?r matter. - 4 e
5 ined on 312372010 and All ILS statt wili continue 1o be tt:a oW
oy ‘tr‘amt Rights. Abuse and Neglect. ILS wij also continue 10 tol  cies
fmg ; hcrrtl)pria%c p;'occss as it relates 10 notificgion of govemment
:is w\]‘.‘l;l. as notifving the Maetropolitan police dpartimnent.

|
Page 6 WI27B
{LS wilt ensure that all staff continues 1o be trained on fall
precautions, one 1o on¢ training and gait. Al ILS staff was trainzd
on 3/20/2019.
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w127 ! Continued From page 6 w 127%

. {ER) for evaluation and treatment of head injuries :
i after falls/Ipss of balance on February 13, 2009 '
. and March 18, 2008.

¢. Client #2 sustained six other injuries to his
- head due e failsfloss of balance: on January 6,
2008, January 25, 2009, April 24, 2009, June 25, ;
2009, November 3, 2009 and February 20, 2010.
i Other incident reports documented that Client #2 -
“injured his head during behavioral episodes on
" January 27, 2009, February 2, 2009, December |
- 3, 2009, December 30, 2009 and January 4,
2010,

- d. Staff took Client #2 to an ER after he hit his

- head on a floor during a behavioral episode

~ September 29, 2009. The hospital discharge

- report indicated the primary diagnosis was
"closed head injury" with secondary diagnosis
“laceration, left eyelid."

- The facility failed to report the aforementioned
- head injuries, ER visits and alleged :
- (substantiated} physical abuse to the State i
- Agency, in accordance with federal and state !
| regulations.

“11. Based on observation, interview and record
review, the facility failed to adequately address
Client #2's medical recommendations andfor
provide services {0 ensure his health and safety.

'
:
i

~The findings include:

' During the March 18, 2010 Entrance Conference, '
| at 5:40 p.m., the Facility Coordinator and ;
" Qualified Mental Retardation Professional |
_ reported that Client #2's medical guardianand -
- interdisciplinary team (IDT) were explaring

i
' page 7 Wi271!
| The previous Neurosurge
| of Client #2's conditio

© could not be used to clearly determine
" under deep sedation woul
- client #2 mqltiplc times an

Page? WI27C
1LS will ensure that all staff continues to be trained on fall
i precautions. one to one training and gait for client #2. ILS
! will also provide moditication of the BSP to adequately
! support individual safety. Duriag this period. multiple
" trainings in fall protocol and heimer protocol were performed
with staff on 3/20/2010.

[ Page7 WI27D _ ‘
1LS will ensure that all staff continues to be traimed on fall
i precautions, one to one training and gait. 1LS will also provide
* modification of the BSP to adequarely support individual safety.
' Thuring this period. multiple trainings in fall protocol and
- helmet protocol were performed with staff on 3/20/2010. N
" The administration ar 11.S will ensure appropriate timeliness of
* reporting all incidents to povernment agencics.

3

on failed to communicate the severity

o and would not retumn the Legal Guardian’s calls.

al evaluation with the second opinion Neurosurg;;ll'le,
and safety were discussed. It was learned at thal "
due to artifact from mov ement al;d -
i *s Condition. A repeat
Client #2°s e
and heimet safet

During Client #2’s initi
Client #2 s risk factors .
that the current MRI was questionable

d have to be performed. Physical Therapy
d provided training to staff on ambulation

‘Page 7 W12711

ILS will comtinue o ensure all medical recommendations
! are implemented while ensuring individuad safety by providing
I ongoing quality assurance medical review, The RN provided

" Iraining for alf LPN's on 4/10/2010.

L

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:SECT11

Facity 10: 09G212 if continuation sheet Page 7 of 25



PRINTED: 0470272010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
096212 8 WING 03/22/2010

NAME OF PROVIDER OR SUPPLIER

INNOVATIVE LIFE SOULTIONS, INC

STREET ADDRESS, CITY, STATE, ZIP CODE
7416 BLAIR ROAD, NwW

WASHINGTON, DC 20012

~whether to proceed with surgery to his cervical

- spine, as recommended by two neurosurgeons.
Subsequent pbservations, interviews and record
review revealed an immediate risk to Client #2's
health and safety, as follows:

: 1. 0On March 17, 2010, beginning at 9:02 am.,

: Client #2 was observed repeatedly refusingto |

- cooperate with the moming medication nurse. At :

9:04 a.m., the client removed his helmet and laid

: on the floor. His behaviors escalated and he

' became combative with staff. He repeatedly got

- up off the floor but would then refuse to letthe
nurse test his blood pressure. He balled his fist
and tried to hit his one-to-one staff several times
before dropping back to the floor. He repeatedly
threw his safety helmet across the room and at

- 9:09 a.m,, he threw a cup of water to the fioor.

- During the course of his tantrums, staff told him

“ they would take him to McDonald's if he .

: cooperated {not an approved strategy in his i

' Behavior Support Plan, dated April 2009). The
nurse stopped trying to take his biood pressure,

. saying he wouid hold the client's hypertensive

- medication. He stirred the client's other morning
medications into pudding and tried administering
them. The client refused and {aid back on the
floor. The nurse called it "snack” but when the

: client stood up andfor sat on a chair, he again

' refused his medications and went back down

onto the floor, At 915 a.m., the client ate the

pudding with medications, and the nurse said

- "thank you very much” and then shook his hand.

. Later review of the Behavior Support Plan

* revealed that offering the client praise so soon

after his tantrum behaviors was contraindicated in |
the plan. The nurse and staff were ineffectivein
addressing Ciient #2's behaviorai needs.
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W 127 Continued From page 7

W 127]

Page 8 WI27 41

115 reatizes (hat offering “MeDonalds™ as a strategy for
cooperative hehavior is not appropriate, but walking is listed

s an appropriste strategy to deescalate the behavior

and stall will ollen take watks as client #2 enjoys. ILS has rained
all staft on the revised BSP. demonstrated tantrum-like behaviors,
and the helmet protocol on 372042010, :

1

|

E Page 8 Wi27 sccond paragraph

! The “thank you™ was provided 1o positively reinforee client # 2
¢ for taking the medication. not praising him for the @ntrum-like
; behaviur he exhibited prior 1o taking the medication. 105 staff
! was trained on the B8P on 3720:,2010.
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W 127 | Continued From page 8

2. As noted in paragraph | above, documentation
in Client #2's record indicated that he had
experienced repeated, ongoing injuries to his
head, due to falls or behavioral episodes.

- 3. Client #2's annual Medical Evaluation, dated

. March 20, 2008, included: "repeated accidentsl

{ injury and abnormal gait led to the investigation

- for the cause of the problem. MRI of the spine

: showed cervical spine spondylosis and lumbar

- dis¢ proirusion. MR of the brain pending. Will
confinue with measures of injury prevention such |

- as wearing helmet, gait and muscle strengihening !
exercise and behavioral therapy.” Gait training,
behavior therapy and one-to-one supervision

: during waking hours were among the

- recommendafions. The client's Medical

Evaluation dated March 13, 2009, included:

"Repeated fall and head injury. Repeated ER visit. -

Histary of nasal bone fracture. Lumbar disc :

. disease, cervical stenosis ... gait instability.” :

- Behavior management, neurosurgeon evaluation

- regarding spinal stenosis and one-to-one :

- supervision during waking hours were among the

recommendations. Client #2's Individual Support
Plan (ISP), dated April 13, 2009, prescribed:
one-to-one staff support for 16 hours daily,

“included a Behavior Support Plan (BSP), an

- Ambulation Protocol and a Heimet Protocol. His |

; support plan remained essentially unchanged |

. since then, despite frequent documented falis

" andfor injuries and ER visits,

4. On June 12, 2009, Client #2's iDT met to

* review the risks and benefits of surgery to
address cervical stenosis and myelopathy, as
recommended by a neurosurgeon on May 11,

'2009. The IDT expressed "unanimous concern -
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W 127°

Page 9 WI274#2
- ILS has trained all staf¥ on the revised 8SP, demonstrated
* tantrum-tike behaviors. and the helmet protocol on 3/20/2010.

‘Page® WI27#3

: The administration at 1LS acknowledges the

j eompiexity of Client #2 and the need for continuous

i reassessment. ILS will continue 1o ensure saft and

“adequate support. 115 has added 24 hour nme (o one supporl

! for client #2 on 3/§9/2010 as well as addressed behavioral supports
' with modification of the psychotropic medication on 3/30/2010.

i Page9 WI127#4

- The administration at ILS recognizes the mportance of

. ensuring every individual’s health and safety through proper
follow up of medical recommendations and services. ILS has

. and will continue to follow all recommendations regarding

- health needs of it’s individuals,

Page9 WI27#4 ] ]
The administration at ILS maintains that medical recommendations

concerning client #2 have been addressed as warranted. Client# 2

had an iritial diagnostic work up inveiving several MRI's Quc to an
unsteady gait and frequent falls. Client #2°s PCP referred client #21o : .
Neurologist, Client #2 was seen by the Neurologist whom recommen lc
arepeat MRI. Clicnt #2 was also evaluated by the Physical Therapist 10
re-evaluate fall precautions and helmet safety coneerns. Client #2 was 4
seen by the Neurosurgeon and the consuit documentation retufned state
“Findings: Cervical stenosis with myelopathy and recormending Surgery:
Client #2 was again evaluated by Physical Therapist. An IDT meeting Was
held to discuss the teams concems regarding client #2° ability to recover
from the recommended surgery. The IDT was unanimous in their cONCETNS
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whether such surgery would” benefit the dlient
- and recommended that the medical guardian
~ communicate with the neurpsurgeon. On

- ordered the ICF/MR to facilitate communication
- between the medical guardian and the

. to seek the ppinion of DC Health Resources
! Partnership (DCHRP) regarding Client #2's

. cervical spine condition and the proposed

- surgery.

_In an email dated December 15, 2009, the :
- DCHRP Project Director informed the faciiity that
' the neurosurgeon recommending surgery
“Indicated that given his physical anatomy, “the
patient's movement is compromising the cord |
periodically. This is significant given the fact that
! this client has a history of recurrent falls. This '
. patient has an increased risk of complications
 resuiting from falling and sustaining injury to the
. cord. Minor movement in just the right direction or
- position could lead to quadriplegia in this client”
There was no evidence, howsver, that the facility |
made any changes to his support plan after
' receiving the warning of increased potential for
, risk of paralysis.

' 5. On March 16, 2010 and March 17, 2010, at

,6:02 p.m.and 8:22 a.m,, respectively, Client #2

“ was observed not wearing his protective helmet

! while ambufating in the facility and/or going out to |

“ the driveway. The Helmet Protocol, dated _‘
September 24, 2009, stated that he should wear it
while awake, unless eating or showering.
Aithough staff indicated that falling to the floor
and removing his helmst were frequent

- behaviors, review of Client#2's BSP on March
17, 2010, beginning at 5:21 p.m., revealed no

r

! September 29, 2009, a DC Superior Caurt judge

- neurosurgeon. The judge alsc ordered the facility | e ade
©OWe

regarding whether the surgery would he bcneﬁcial relatec_i to client #2°s zéla':llny
{10 participate in rehabilitation and wear a cervical collar :f m:e‘flcd.l ’I}“hc c1'55 ' hind
: neyrosurgeon stated “ the patient has C3-_C5'pathology \gvnt! signal chang Dehind
{ (4 vertebral body involving the cord periodically. Thl? is agmﬁcgmt glvzg 'ek
| is client has a history of recurrent falls. The patient has an increased fis
from falling and sustaining injury to the cord. Minor
position could lead to quadriplegi :.; ;iTh'cﬂ:?hT an;ig}:g :’

; i i ation that was not provided with the or _
B had s soetn mfomlion with another Ngurosurgeon. Documentation
blern as well as films of previous Ml}l’s

’ ided. A discussion via phone with the Neurosurgeon and RN during
t:: 1‘:02;3;’!! g?;:urred to address thg IDT’s concerns regarding surgery an'd th‘;:l n':wly

provided information from the previous Neurosurgeon. ft was cofnmurélcatmh :f
the second opinion Neurosurgeon that the MRI was of poer quelity an ant ct
MRI would need to be done. The MRI took place and & follow up appoin mend
with the second opinion Neurosurgeon was attend:cd by the Legal Guardian i{l "
Behavioral Specialist and QMRP. Recommendation was made for surgery. A pos
ive plan was prepared and discussed with the 1DT.

| that th _ _
of complications pesu!t'mg
! movement in just the right

consult. Client #2 had a second opin
of client #2's history of the current pro

operat

12745 ‘
: Tﬁge»:i(l)ltnsum that all 1waining. sieps and measures will be

' s of clienl #2. Training for helmet
- uken o mfﬁlﬁsﬁf?ﬁl risk/safety protocol and BSP was
”m"“’]ﬁ 0 3/19/2010 and 3720/2010. Client # 2 has the
C{'mduc‘ Klsc 'and arabulate without his protective helmet
nghtfﬁf - ILS will continue toredirect client #2 as outlined
‘11:1 ?3:, ;?[s Iand .ensure his safetyat all nweasures.
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W 127 Continued From page 10 w17
evidence that the consulting behavior specialist
“ and/or the supervisory psychologist had proposed
. intervention strategies for those behaviors to ' »
ensure his health and safety. 'Page 11 W127 #6

. 6. On March 18, 2010, between 3:45 p.m. - 4:30
. p.m., separate interviews with two of Client #2's
: one-to-one staff revealed that neither staff was

‘ aware of his spinal condition. On March 19,

t 2010, at 8:53 a.m., interview with the one-to-one

'
i

 staff observed with him at the moming medication |
' pass on March 17, 2010 revealed that he too was !

- previously unaware pof the spinal stenosis and
myelopathy andfor that the client was at
“increased risk of paralysis.

7. On March 18, 2010, beginning at 12:30 pm.,

: review of staff in-service training records revealed :

. hD evidence that the two staff assigned fo the

i overnight shift (12:00 a.m. - 8:00 a.m.) had

: feceived training regarding Client #2's spinal

. candition, BSP, Ambulation Protocal and Helmet
! Protocol.

8. On March 18, 2010, at 12:45 p.m., review of

" the perspnnel file for the staff person that was

« arrested on January 19, 2010 revealed that he

- had begun working in the facility in August 2009.

" Subsequent review of staff in-service training

' records revealed no evidence that he had

! received training on Client #2's BSP, Ambulation

i Protocol and Helmet Protocol prior to being
assigned to provide the ciient with one-to-one

-1 sUpport.

" immediate jeopardy was called on March 19,
2010, at 1:30 p.m. after determining that there
was ho evidence that the facility sought to

; establish interim, protective measures to ensure

!

The administration at .S recognizes the importance of
i being knowledgeable and competent in providing
" assistance with the medical needs of our clients. All
\' staff were trained on each ctients HMCP and specific .
| medical needs on 3/ 19/2010 and 372072010, 1LS will continue
| ta ensure that the FIMCP and specific medical needs of each
* individual is part of each s1aff person's oricntation
i and initial trzining upon entering the facility.

Page 1] WI27 47

| The administration at 1.5 recognizes the importance of

 being knowledgeable and competernt in providing

lassistance with the medical needs of our clients. All

‘ staff were wrained on cach clients HMCP and specific

| medical needs on 371942010 and 3/20/2010. 1LS will vontinue

1
(o ensure that the HMCP and specific medical needs of each
individual is part of each staff person's oricnsation
- and initial training upon entering the facility. 11.S has alsy trained
il staff on client #2 BSP. Amhulation protoce! and helmet protocol.

Page 11 WE2743

The administration at ILS recognizes the importance of
' heing knowledgeable and competent in providing
assistance with the medical needs of our clients. All

stat¥ were trained on each clients HMCP and specific

medical needs on 3/19/2010 and 3/20/2010. LS wilt continue
1o ensure that the HMCP and specitic medical needs of cach
individual is part of each s1aff person’s orientation

and initiaf training upon entering the fcility. ILS has also traintd
a1 stafl on client #2 BSP. Amhulation pratocol and helmet prototfllr
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 Client #2's health and safety after receiving a Page 12W127  paragraph 2

. December 15, 2009 warning that his spinal
* stenasis and myelapathy placed the client at
' tncreased risk of paralysis.

«1ll. On March 19, 2010, the survey team remained |

onsite until the facility submitted a Corrective [
~Action Plan, at 7:47 p.m., that included the
 fallewing:

1. Staff will continue implementing Cient #2's
Ambuiation Protocol, Falf Precautions and Helmet
Protocol; :
2. Monthly monitoring by psychology/behavior
- specialist and physical therapist to ensure i
- effectiveness of the plan and provide staff ;
“in-service trainings as needed;

: 3. Nursing will monitor/assess Client #2 on a

. weekly basis or as needed and report to primary
- care physician and interdisciplinary team and

" changes in his condition;

4. Staff will continue implementing Client #2's
- behavior support ptan (BSP); and ;

6. Within 24 hours of March 19, 2010, 8:30 p.m.:

'a. Physical Therapist will re-evaluate and ‘

; develop a program conceming Client #2 uss of 3 §

- soft cervical collar, galt bslt, other supports and
strategies to reduce his risks for falis;

' b. Client #2's one-to-one staff supervision will be
- extended from the current 16 hours to 24
hours/day, 7 days/week;

c. A discussion with the PCP and the

1£.8 will continue 10 ensure al) medical recommendations

are implemented while ensuring individual safery,

The madical recommendution was received on 12/15/09 of

spinat stenosis, inyclopathy ang the risk of paralysis.

1S took nruliiple steps to ensure the safety of client #2 to

include but not limited 10 BSP training. Helmet Protocol,

Ambuiation Protocol, One to One Protocol, HMCP.

Fall Risk/Safety Prorocol, and a second opinion MR] was completed

due ta the artifact from movement in the fiest MRI and could not be used
1o clearly deferming client #2 condition. Mulliple team meetings to discuss
the recommendations o ensurc client #2 safety has taken place,

Page 12 W127 #1 ILS will ensure that alf training, steps and measures will be
taken o ensure the safety of client #2, Fraiming for helmer

protocol. ambulation. Fall risk/safety protacol and BSP was

conducied on'3/19/2610 and 3/20:2010. Client # 2 has the

right to re fuse and ambulate withowt his protective hehmet

atanytime. TLS will continue to redirect client #2 as outlined

in his BSP and ensure his safety at all measuwes.

|
Page 12 W27 42
ILS will ensure monthly monitoring by psycholegistbehavior
specialist and physical therapist w0 ensure effectiveness of the
plan and provide contimuous training to ILS staff, LS was trained
on 3:20/2010.

Page 12 W127 #3
118 will continue to ensure that client #2 BSP, Fall protucof,
Ambulation prowcol and hefmet protoeo! are being implemented.

Page 12 W27 #4

IS will ensure that ali siaff cominues 1o be trained on 1all
precautions. one to one iraining and gait for client #2. [LS§
will alsa provide moditication of the BSP o adequately
support individual safetv. During this period, muliiple
trainings in fall protovol and helmet protocol were perfonned
with stafT on 3/20/2010.

Page 12 W]27 A

Physical therapist evaluated ciient #2 for a suft cervical collar and gait,
Recommendation was clisnt #2 would not benefir from wearing a soft
Cervical collar and would only further increase his unsteady gait,
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neurosurgeon on their recommendation on the
- use of a soft collar prior to surgery. Upon

approval of arder for soft cervical collar, PT will
- develop a schedule for wearing the collar in :
: Increments to increase the likelihood that Client
. #2 will comply with the use of the collar: |

1 d. After evaluations and recommendations have |
been approved by the PCP, all staff will be trained |

- extensively on these measures by the appropriate |

 disciplines with 48 hours; ‘

|

i e. Behavior Specialist will amend the current

; BSP to reflect strategies to address Client #2's

“ behavioral issues/difficulties with redirection, use

- of his hefmet, and tantrums which include

! throwing himseif on the floor. Staff training will !

 occur on the newly revised BSP within 48 hours:

'f. All staff will be trained on one-to-one support of
Client #2 and the Health Management Care Plan
" within 24 hours;

g. There will be fraining conducted by the
Executive Director for managers on all incident
- management and investigation policies and
procedures. There will be further training 1
+ conducted to all staff on incident reporting; and

- h. The Executive Director will review all incidents l

i and fax confirmation sheets to ensure that
. government agencies are notified.

W 153 - 483.420(d)(2) STAFF TREATMENT OF
- CLIENTS

The faciiity must ensure that all allegations of
mistreatment, neglect or abuse, as well as
+injuries of unknown source, are reported i

immediately to the administrator or to other
|

© Pagel2 Wi27B

© From 16 hours tn 24 hnurs a day/7 days a week. Training was conducted

IL5 has ensured client #2 safety by modifving his one to one supervision

on ¥/l 9/20!0.

Page 12 W127 C

Neurosurgeon did not agres with client 42 wearing a sofl cervical cotlar
and physical therapist assessed clicnt #2 and did not agree as well with the
use of a cervical collar.

Page 13 WI27E
?SP was amended and alf staff was trained by the Psychologist/Behavior
Specialise on 3/20/2010,

Page 13 W127F

The administeation at ILS recognizes the importance of

being knowledgeable and cnmpetent in providing

asyistance with the medical needs of our clients, All

staff were trained on each clients HMCP and specific

medical needs on 3192010 and 3/20/2010. ILS will continue
to ensure that the HMCP and specific medical needs af each
individual is part ot cach staff person's oricntation

and initial training upon entering the facility,

Page I3 WI27 G

ILS will ensure that ab) managers and staff are trained on incident
management, investigation policies and procedures. 1L.5°s executive
director conducted a training on 3/24/2010. (sce attached training sheet)

Page 13 WI27 H

The administratinn at ILS will ensure that the exectiti ve director
review all incidents and fax confinmations sheets 10 ensure that

ol government agencies arg notitied in a timelv matter of all incidents.

1
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officials in accordance with State law through
. established procedures.

 This STANDARD is not met as evidenced by:
. Based on observation, interview and review of
rincident reports and investigations, the facility

' reported immediately to the administrator and/or

' Licensing Administration (HRLA), for one of the
. four clients residing in the facility. (Client #2)

The finding includes:

“ facility's incident reports and incident
Mmanagement system were reviewed. According
to one incident report, a residential staff person
- was observed by two witnesses physically
assaulting Client #2 (hitting him in the head and
shoulder) on January 19, 2010, outside his day
program. Police were calied and the accused
staff was placed under arrest. HRLA was not

. notified of this incident.
W 159 | 483.430(a) QUALIFIED MENTAL

' RETARDATION PROFESSIONAL

Each client's active treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.

. This STANDARD is not met as evidenced by:
: failed to ensure the qualified mental retardation

i monitored services, for one of the two clients in
i the sample. (Client #1)

' On March 17, 2010, beginning at 10:53 am., the !

. failed to ensure that all allegations of abuse were

the Department of Health, Health Regulation and

" Based on record review and interview, the facility '

 professional (QMRP) coordinated, integrated and

'
!
i
|

I
Page 14 W153 paragraph |
ILS will continue to cnsure all ¢licnts are free from abuse
and neglect and any allegations are effectively repored to all
government agencies and addressed in a Gmely inatier, Al ILS
statf will continue to be trained on Client Rights, Abuse and Neglect.
ILS will also continue to follow the appropriate process as it relates
to notification of government agencies as well as notifying the
Metropolitan police department. At {L.S staff was trained on 3/20/2014.

W 159| |
| .
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i p.m., review of Client #1's psychotropic

. medication review revealed that absconding
attempts was identified and reviewed as a target

. behavior. Further review revealed that the client |

+ had attempted to abscond on February 19, 2010, |
and four pther times in 2009. Previously, on

- March 18, 2010, review of the client's Behavior

. Support Plan (BSP) dated April 2009, had not

: identified absconding as one of his targeted

behaviors. Instead, it listed physical aggression,

- self injurlous behavior, property destruction and

stealing foed as his target behaviors,

On March 22, 2010, at approximately 1:15 p.m.,

. interview with the QMRP and the incident

" Management coordinator/quality assurance
specialist confirmed that Client #1 had attempted

- to abscond. They further acknowledged that

. attempts to abscond shauid have been

addressed in the BSP.

There was no evidence that the QMRP ensured
: that Client #1's BSP addressed all known target
' behaviors, including leaving the facility without a
| staff escort. |

2. Cross-refer W249. The QMRP failed to ensure *
that facility staff consistently implemented Client
#1's communication program (i.e. using manual
signs) as recommended in his IPP.

(XD | SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION . {X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHDULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROFRIATE OATE
DEFICIENGY)
W 159" Continued From page 14 W 158"
“The findings include: F ;
;1. On March 22, 2010, at approximately 1:00 paZe 15 W59 41

ILS Wil ensure that client #1 BSP includes his attempts on absconding
from™ the facility. On 3/20/2010. the psychologist modified the BSP to reflect
cliev! #1 absconding arteinpts.

Page 15 W59 #2 o
iLS will ensure that client #1°s IPP is implemented by the QMRP.

The QMRP has completed training on active {reatment.

w1gzg

W 192 ' 483.430(e)(2) STAFF TRAINING PROGRAM
. For employees who work with clients, training
- must focus on skills and competencies directed
- toward clients’ health needs.
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W 192" Continued From page 15

- This STANDARD is not met as evidenced by: -
~Based on interview and record review, the facility |
failed to ensure that all staff received trainingto |
. address clients’ health needs, for one of the two
 clients in the sample. (Client #2)

The findings include:

" 1. On March 18, 2010, between 3:45 p.m. - 4:30
' p.m., separate interviews with staff who were
: observed providing one-to-one support for Client
+ #2 at various times during the survey revealed |
. that neither staff was aware of his spinal condition !
" (spinal stenpsis and myelopathy). On March 19, .
-2010, at 8:53 a.m., interview with anather (third)
staff, the one-to-one staff who was observed with
“ Client #2 at the marning medication pass on
March 17, 2010 revealed that he too was
previously unaware of the spinal stenosis and
Mmyelopathy and/or that the client was at
“increased risk of paralysis,
1 2. On March 18, 2010, beginning at 12:30 p.m., f
 Feview of staff in-service training records revealed i
! no evidence that the two staff assigned to the
tovernight shift (12:00 a.m. - 8:00 a.m) had
received training regarding Client #2's spinal
condition, Behavior Support Plan, Ambulation
Protocol and Helmet Protocol.

'3. On March 18, 2010, at 12:45 p.m., review of

the personnel file for a staff persen that was
, arrested on January 19, 2010 for assaulting Client !
' #2 revegled that he had begun working in the
facility in August 2009. Subsequent review of
+ staff in-service training records revealed no
: evidence that he had received training on Client

l

W 192!

Page 16 W192 41

The administration ag ILS recognizes the imporance of

being knowledgeahle and competent in providing

assistance with the medieal needs of oyr clicnts. All

statf were trained on each chents HMCP and specific

medical needs on 3/19/2010 and 3720201 0. ILS wil continue

10 ensyre that the HMCP and specific medical needs of each
individual is part of each staff Person’s oricntation

and initial training upon emering the facility. ILS has also trained
ali stafT on client #2 BSP, Ambulation protocol and hetmet pratocol,

Page 16 W19242 & 3

ILS will ensure that al] stalf continues 1o be trained on fall
precautions, one to one iraining and gait for cfient #2. ILS
will also provide modification of the BSP to adequately
support individual safety. During this period, multipic
trainings in tall protoco] and helmet protwcol were performed
with staff on 3/20/2010.
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W 192 Continued From page 16 AL
- #2's Behavior Support Plan, Ambulation Protocol '
+ and Helmet Protocol prior to being assigned to | '
- provide the client with one-to-one support. i [
W 249 483 440(d)(1) PROGRAM IMPLEMENTATION w249,

' As spon 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

objectives identified in the individual program
. plan.

This STANDARD is not met as evidenced by:
- verification, the facility failed to implement a
* client's Individual Support Plan (ISP), for one of
. the two clients in the sample. (Client #1)
The finding includes:
Observation on March 16, 2010, at 5:20 p.m.,
p.m,, the 1:1 direct support staff was observed
teliing him to go into the bathroom to wash his
- follow the 1.1 staff to the dining room table for
. dinner. At 6:18 p.m., the client was cbserved
"him hot chocolate instead of coffee.

Review of Client #2's IPP dated March 1, 2010,
“on March 22, 2010, at 8:30 a.m., revealed an

' and frequency to support the achievement of the

. revealed Client#1's 1:1 direct support staff telling !
. him to bring a basket of clothes upstairs. At6:071 |

hands. At 6:05 p.m., the client was observed to

!

Based on observation, staff interview, and record -

H
H

' drirking hot chocolate. Interview with the staffat |
. the same time revealed that they sometimes gave/

- objective for Client #1 that stated, given a model, |

Page 17 W249 (D) (13

ILS will ensure that all staff continues to be trained

on each individuals active treatment as outlined in their IPP book.
Training was provided on 3/23/2010,

|
|
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W 249 Continued From page 17 ‘ W 249!

- the client will manually sign the foliowing words: ‘

: €at, drink, clothes, coffee, wash, sleep, home,
walk, throw and telsvision. On March 22, 2010,
at 11:30 a.m., review of the client's speech and

. language evaluation, dated April 10, 2010,

- reveaied a goal to manually sign ten pictures of

. daily living activities upon request with 80%

. accuracy per session for three consecutive !

. months. Further review revealed that the client :

increased his functional communication skills as a,

' resuit of his participation in functional '

{ communication programming. However, at no

+ time during the survey were any of the 1:1 staff |
observed using signs while communicating with :
Client #1. . |

“Interview with the qualified menta! retardation
professional on March 22, 2010 at approximately ! !
2:00 p.m., revealed that she had observed a !
. female staff using manual signs with Client #1, |
She acknowledged that she had not observed ‘
- other staff using manual signs. Throughout the | |
. survey, Client #1 had received one-to-one support! |
from male staff. : ;

* There was no evidence that facility staff :

- consistently implemented Client #1's ' !

- communication program as recommended in the i

PP - :
W 252 483.440(e)(1) PROGRAM DOCUMENTATION W 252°

| Data relative ta accomplishment of the criteria | 5
- specified in client individual program plan

. objectives must be documented in measurable :
‘terms. : |

This STANDARD is not met as evidenced by:
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W 252 Continued From page 18

" Based on observation and racord review, facility
staff failed to document ali behavior data in

for one of the two clients in the sample. (Client
#2)

- The findings include:

- On March 17, 2010, between 9:02 am. - 9:15

- a.m., Client #2 was observed refusing severat

; attempts by the medication nurse to take his

' from refusais, to dropping to the fioor, throwing
of water onto the flcor, and he made several
attempts to hit his one-to-one staffin the face.

' #2's behavior support plan (BSP), dated April
2009, revealed that staff were instructed to

behaviors on the designated behavior data
collection sheets.

- On March 22, 2010, at approximately 2:15 p.m.,
- review of Client #2's behavior data sheets
revealed that staff had not documented the
incident of tantruming and physical aggression
that pccurred during the medication pass on
+ March 17, 2010,
W 325 482.460(a)(3)iii) PHYSICIAN SERVICES

: examinations of each client that at a minimum
 includes routine screening laboratory

- examInations as determined necessary by the
- physiclan.

accordance with the behavior support plan (BSP),

. blood pressure. The client's behaviors escalated !

his safety helmet across the room, throwinga cup '

" On March 18, 2010, at 3:12 a.m., review of Client

document each incident of targeted maladaptive

' The facility must provide or obtain annual physitzl;

W 252!

Page 19 W252(EY(D) ) .
ILS wili ensure that all siaff continues to document a1l behavior

|data in accordance with the behavior support plan (BSPY.
"ILS staff was lined an the BSP on 37202010,
!

FORM CMS-2567(02-99) Previous Versions Qbsolete

Event {D:SECT11

Facility 1D: 08G212 If continuation sheet Page 19 of 25




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/02/2010
FORM APPROVED
OMB NO. 0938-0391_

- This STANDARD is not met as evidenced by
Based on staff interview and record verification,

- the facillty's nursing staff failed to provide routine

" laboratory testing as determined necessary by the!

primary care physician (PCP), for one of the two

' clients in the sample. (Client #2)

The findings include:

- On March 22, 2010, at approximately 10:50 am,

. dated March 20, 2008 and March 13, 2008, as

“ well as his monthly physician's orders during that
- 2-year period, revealed ongping orders for him to :

receive laboratory studies every six months to

~assess his Thyroid functioning and Lithium

- Carbonate serum levels. Subsequent review of
: his medical records revealed the fast

: documented {aboratory studies for the ‘
' aforementioned tests were dated July 7, 2008, |

on

i In an interview with the Registered Nurse {RN) on l
March 22, 2010, at 11:25 a.m., it was ‘
~acknowledged that more recent lab reports were |
-notin Client #2's chart, At 11:46 a.m., the RN
indicated that she had just learned that the client
- went for labs that Saturday (March 20, 2010).
' The psychiatrist reportedly ordered the lab tests
i upon review of the client's chart on March 189,
1 2010, as part of his monthiy psychotropic ‘
: medication review. At 11:54 a.m., the RN i
- presented the reports/findings of the lab tests that :
! were performed March 20, 2010, She then '
. acknowledged that the tests had been due two
- months earlier, in January 2010,
W 368 ; 483.460(k)(1) DRUG ADMINISTRATION

The system for drug administration must assure
: that all drugs are administered in compliance with i

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
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X4 D | SUMMARY STATEMENT OF DEFICIENCIES il o ! PROVIDER'S FLAN OF GORRECTION {X5)
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| ‘ ! DEFICIENCY)
' W 325 Continued From page 19 - wazsh
- ‘ i

. N \ . . - Puge 20 W325 paragraph |
 review of Client #2's annual Medical Evaluations i ILS will ensure that all clienis receive medications as prescribed by their

physican. ILS will ensure that all LPN's continues to be trained on medication
administration and lab sheet schedule. ILS provided training to all LPN's

4/1012010.

i

W 388|
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_the physician's prders.

- This STANDARD is not met as evidenced by:
. Based pn observation, interview and record

' review, the facility failed to ensure that all

- medications were administered in accordance |
. with physician's orders, for one of the four clients
: residing in the faciity. (Client #3)

The findings include;

1. The moming medication administration pass
“was observed bn March 17, 2010, beginning at
7:598 a.m. At8.37 a.m., the medication nurse
administered Client #3's medications, including
Nexium 40 mg capsule. On March 19, 2010 at |
- 4:50 p.m., review of Client #3's March 2010 ;
- physician's orders revealed that he was ‘
- prescribed "Nexium 40 mg capsule, twice daily.
! Give 30 minutes before breakfast and dinner”

The client, however, had already finished his

breakfast before he received the Nexium on

March 17, 2010. :

2. During the Entrance Conference on March 1 6,
2010, at 5:27 p.m., the facility coordinator and
- qualified mental retardation professional reported
- that the clients’ typical, daily morning routine had
; them eating breakfast at approximately 6:30 a.m. '
.or 7:00 a.m. Clients then received their !
: medications after breakfast and left for day
programs shortly thereafter.

- The facility's nursing staff failed to establish a
nursing schedule to ensure that Client #3 |
received his Nexium 30 minutes before breakfast -
in accordance with his physician's orders.

W 381 483.460{)(1) DRUG STORAGE AND
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W 368 Continued From page 20 W 368

H.5 will ensure that all LPN's continues i be traired on medication
administration o incude med pass procedures and lab sheet schedule.
IL.S provided training 10 all LIPN's on 4/10/2019.

W381;
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1o : PROVIDER'S PLAN OF CORRECTIDN (X5)

This STANDARD is not met as evidenced by,
' Based on observation, the facility failed to ensure
 that drugs were consistently stored under proper
 conditions of security, for four of the four clients

residing in the facility. (Clients #1 thraugh #4)

" The findings inciude:

- The morning medication pass was observed on [
March 17, 2010 beginning at 7:58 a.m. On two _
: occasions, the medication nurse (eft the !
- medication closet unlocked in the home office
“while he went elsewhere in the facility, thereby
leaving medications unsecured , as follows:

1. Upon arrival, the nurse washed his hands,
retrieved pudding and new medication cups from
- the medication closet. At 8:00 a.m., the nurse left |
the closet door open while he went to use the
i restroom. The medications in the closet were left |
unsecured. :

‘2. AtB:02 a.m., the nurse retumed to the office.

| The nurse, however, left the room again just

- moments later, following behind Client #2 and his ;

. ane-to-one staff person. For approximately two
minutes, the nurse was gone, the cieset door

i remained open and the medications were left
unsecured.

(X410 | SUMMARY STATEMENT OF DEFICIENCIES _
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATION) L OTAG CROSS-REFERENCED TO THE APPROPRIATE DATE

. ; ‘ DEFIGIENCY)
W 381 Continued From page 21 W 381!

- RECORDKEEPING

- The facility must store drugs under proper

; conditions of security.

ty Page 22 W381

ILS will ensure that all medications are properdy stored and locked at the
factlity.

118 will ensure that all 1LPN"s continues 10 be trained on medication
administration to include med pass procedures and lab sheet schedule,
ILS provided training o all 1.PN's o0 410720 1),

W 436

W 436 : 483.470(g)(2) SPACE AND EQUIPMENT
- The facility must furnish, maintain in good repair,
' and teach clients to use and to make informed
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- This STANDARD is not met as evidenced by:

" Based on observation, staff interview and record

“ review, the facility failed to ensure adaptive k
equipMent were being furnished, monitored and |
maintained as recommended, for one of two

" clients in the sample. (Client #2)

The findings incfude:

- Observation on March 16, 2010, beginning at |
. 6:10 p.m., revealed Client #2's dinner was served |
_in a hi-low plate. During the meal, the plate was
. positioned $0 that the highest side was opposite |
- the client, and the low side was closest to his
body. Client #2 was observed scooping his food :
. towards himself, with food spilling over the low .
side of his piate onto the table as well as his shirt. |
: i
Interview with the 1:1 direct support staff on f
: March 16, 2010, at 6:33 p.m., indicated he was |
“not sure where the high or low side of the plate
. should be positioned. Further interview confirmed|
- that the 1:1 direct support staff had observed the :
- food spillage throughout the meal. i

- On March 19, 2010, at approximately 11:00 a.m,, |
review of Client #2's individual support ptan (ISP),
dated April 13, 2009, confirmed that the client

. was prescribed a plate guard to reduce food

- spiltage.

The facility failed to ensure Client #2's hi-low plate

(X410 | SUMMARY STATEMENT OF DEFICIENCIES :
PREFIX |, (EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY}
W 436 - Continued From page 22 W 435
' choices about the use of dentures, eyeglasses, :
~hearing and other communications aids, braces, IS "w_”e
. . , H nsur, .
and other devices identified by the ‘ - pive equip;;gl;[t:ﬂ Staff continnes 1 be trained on o)
“interdisciplinary team as needed by the client | ENSure that af cuen&ﬁr all clients, 11, i also continye to
: be SUfE. Tegiy- 2 was Prov:}cf:c: gow to use their adaptive W“ipnlent
. in i 13 : s
' "o control on 2117720 1, CYIRE IR ESPHIVE equipme and
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' was positioned correctly to reduce food spillage. | ‘

W 455 483.470(1)(1) INFECTION CONTROL - Wass)

' There must be an active program for the J
: pravention, conirol, and investigation of infection
| and communicable diseases.

- This STANDARD is not met as evidenced by: ; |
. Based on observation and record review, the - f
- facility failed to ensure proper infection control
 procedures, for one of the four clients residing in |
: the facility. (Client #2) :

The finding includes:

- Observation an March 16, 2010, beginning at
' 6:10 p.m,, revealed Client #2 received his dinner
-in 2 hi-low plate. During the meai, the scoop
plate was not in proper position and food was
- observed spilling onto the table and the client's ! .
- shirt while he ate. At6:13 p.m., a spoonful of ; '
* chicken felf between the table and his shirt. The :
 client proceeded to pick up the chicken and he |
. Put it in his mouth. At 6:16 p.m., more food fell | |
: onto the table and the client proceeded to eatit |
: as well. At6:23 p.m., the 1:1 direct support staff | ;
. assisting him at the meal pointed to food that had ;
* fallen onto the clients shirt, The client looked at | :
 the food that the staff was pointing to, and then
picked itup and ate it. At6:33 p.m., the client
. was again observed eating food that had spilled
- onto the table.

Review of staff in-service training records on ‘
March 19, 2010, at 3:45 a.m., ravealed that a : {
"nurse had conducted training on infection control | i
“on June 17, 2009. However, there was no

 evidence that proper infection control procedures |
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‘ were implemented consistently by all staff,
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1000 INITIAL COMMENTS 1000

- A licensure survey was conducted from March
16, 2010 through March 22, 2010. A sample of
two residents was selected from a population of
four men with varying degrees of cognitive and
intellectual disabilities.

The findings of the survey were based on

- Observations, interviews with residents and staff |
in the home and at one day program, as well as a °
review of resident and administrative records,

" including incident reports.

1226 3510.5(c) STAFF TRAINING {1226

Each training program shall inglude, but not be
limited to, the following:

(c) Infection contrel for staff and residents;

This Statute is not met as evidenced by:

. Based on observation and record review, the i
GHMRP failed to ensure that 2/f staff and

- residents were effectively trained on infection

. control procedures, for one of the four residents

' residing in the facility. (Resident #2) d

The finding includes:

Observation on March 16, 2010, beginning at
6:10 p.m., revealed Resident #2 received his
dinnerin a hi-low plate. During the meal, the
scoop plate was not in proper positien and food
was observed spilling onto the table and the

- resident’s shirt while he ate. At8:13 p.m., a :

* spoonful of chicken fell between the table 2nd his .
shirt The resident proceeded to pick up the
chicken and he putitin his mouth. At8:16 p.m.,
Ec_;_rs food fell onto the table and the resident

TLS will ensure that all staff continues to be trained on all

adaptive equipment for atf clients. ILS will also continue to

ensure that all clients are tanght how to use their adaptive equipment
by staff. Training was provided by QMRP on adaptive equipment and
infectious contro] an 2/17/2010. !
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' proceeded to eat it as well. At5:23 p.m., the 1:1 2
direct support staff assisting him at the meal j
pointed to food that had fallen onto the resident's
shirt The resident looked at the fopd that the ]
staff was pointing to, and then picked itupand |
ate it. At8:33 p.m, the resident was again )
observed eating food that had spilled onto the |
table.

i

~ Review of staff in-service training records on ;
. March 19,2010, at9:45a.m,, revealed thata |
nurse had conducted staff training on infection
. control on June 17, 2009. However, there was no
- evidence that proper infection control procedures
were implemented consistently by ali staff. in =~
~additlon, there was no evidence that residents
received training whenever appropriate.

1230 3510.5(g) STAFF TRAINING

. Each training program shall include, but not be
limited to, the foliowing:

' (9} Habilitation planning and implementaticn:

: This Statute is not met as evidenced by:
Based on interview and record review, the facility .
failed to ensure that ail staff received trainingto
on residents’ habilitation plan and speciziized ‘
needs, for one of the twp residents in the sample. |
(Resident #2)

The findings include;

- 1.0n March 18, 2010, beginning at 12:30 p.m.,
 review of staff in-service training records reveaied
no evidence that the two staff assigned to the
overnight shift (12:00 a.m. - 8:00 a.m.) had ;
received training regarding Resident #2's spinal |
condition (spinal stenpsis and myelopathy), |

ot __PROVIDER'S PLAN OF CORRECTION LX)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE T COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
5 DEFICIENCY)
126 |
| '
1
1
r
1 230

The adiinistration 8! LS recognizes the importance of

being knowledgeablt and competent in praviding

assistance with the inedical needs of our clients, All

staft were trained »n cach clients HMCP and speeific

medical needs on 312610 and 3/20/2010. 118 will continue

to ensure that the HMCP and specific medical needs of each
indivichal ig part of each stall person's erentation

and initial fraining #pou entering the facility, (1S has also trained
all staTon client #2 BSP. Ambulativn protocol and helmet protocul.
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Behavior Support Plan, Ambutation Protocol and
¢ Helmet Protocel. :

2. On March 18, 2010, at 12:45 p.m., review of
the persannel file for a staff person that was
arrested on January 18, 2010 for assaulting
Resident #2 revealed that he had begun working |
in the facility in August 2009. Subsequent review
of staff in-service training records revealed no |

i evidence that he had received training on d
Resident #2's Behavior Support Plan, Ambulation

- Protocol and Helmet Protocot prior to being §
a@ssigned to provide the resident with one-to-one |
support.

On March 18, 2010, at 1:23 p.m., the Incident
Management Coordinator {and immediate-past
Qualified Mental Retardation Professional)
acknowledged that there was no written
documentation that the above-referenced staff

. had received training on Resident #2's habilitaticn
needs. No additional information was made
avaitable before the survey ended on March 22,
2010.

1379 3519.10 EMERGENCIES F379

in addition to the reporting requirement in 3519.5, :
each GHMRP shall notify the Department of '
Health, Health Facilities Division of any other
unusual incident or event which substantially ;
interferes with a resident ' s health, welfare, living
arrangement, well being or in any cther way :
places the resident at risk. Such netification shall -
be made by telephone immediately and shali be
followed up by written notification within
twenty-four (24) hours or the next work day.

The administration at 1S recognizes the importance of

beipg knowledgeable and competent in providing

ass!stanee with the medical nceds of our clicats. All

staff swere trained on each clients HMCP and specific

tnedical needs on 3/192010 and 3:20/2010. 1LS wi continye

to cnsure that the FIMCP and specific nicdical needs of each
mdilt'idual is part of each staft person’s crientation

and faitial training upon entering the factlity. ILS has also trajpeg
all staf¥ on client £2 BSP. Ambulation protocal and helmet protacgl.

The administration at ILS recognizes the importance of
properly reporting and effectively addressing incidents.

It has always been ILS’s policy to promptly report gll
incidents to the appropriate agencies. including the DOH.

The administration has reviewed 1155 policy on Incident
Management/Reporting and Incidesit Management Protocol

to ensure that said policy includes proper profoco! for reporting
incidents as well as effective incident follow up. All staff have been
trained on Incident Meanagement / Reporting on 3/19/2010, 3/20.’2‘010.
and 3724/2010. 1LS has also put into place a QA process to monitor
the Incident Management Process and ensure thorough {allow up.

A new Incident Management Reporting and Foliow Up Monitoring Tool

will include: All fax confirmations verifying fax’s sent to DOH reporting
incidents will be turned into the Executive Director. The administration alse
took the action of replacing the Incident Management Coordinator . The
administration at ILS also recognizes that all individuals have the right

to be free from abuse and / or negleet. All staff received training on

Individual Rights, Abuse and Neglect on 3/23/2040 and 3/26/2010. |
|
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This Stafute is not met as evidenced by:
Based on itterviews and review of incident
. reports and investigations, the facility failed o
" ensure that all allegations of abuse and other
incidents that placed resident health and safety at !
risk were reported immediately to the Department i
of Health, Health Regulation and Licensing i
Administration (HRLA), for two of the four i
. residents of the facility. (Residents #2 and #3) i
i
. The findings include: ;

On March 17, 2010, beginning at 10:53 a.m., the
facility's incident reports and incident
management system were reviewed, ]
1. According to one incident report, a residential |
staff person was observed by two witnasses
physically assaulting Resident #2 {hitting him in
! the head and shoulder) on January 19, 2010,
outside his day program. Police were called and |
- the accused staff was placed under arrest. HRLA!
was not notified of this incident. |

' 2. Further review of incident reports revealed that |
since January 1, 2009, Resident #2 received !

: evaluation and treatment in hospital emergency |

. rooms. HRLA had not been notified of the
following incidents:

a. On Fabruary 13, 2009, the resident losthis
balance while flushing a toilet. He hit his head on :
the tojlef seat, sustained a gash on the forehead
and was taken to an emergency room (ER) for
further assessrent and freatment.

"b. On March 18, 2009, at 4:30 p.r., Resident #2
fell again, while ambuiating in the kifchen. He

| abuse. although LS has standard policies and protocols.

The administration aLILS acknowledgss that staff failed 1o ensure
immediate notification to the State Agercy of allegations of

additional measires taken to address s issue ineluds:
Review snd mudification of incident management palicy.
fncident maeREMENt training to include procedure for
repoeting to DOH in & timely matter. poticy moditication

to chsure exeoutive director sigas oft on all incidents.

and insialiation of a new fncident Muonagement Coordinator.

1 ILS will continue o ensure all clients are free from abuse

and neglect and any allegations are eflectively reported o alf
government agencies and addressed in a tnvely matzer. ALHES

staff will continue to be trained on Client Righis. Abuse and Negleet.
ILS wilf also continue to follow the appropriate process as it relages

10 rotification of government agencies as well as natifying the
Metropolitan police department Al! TLS stafFwas trained on 3/20/2010.

All TManagers were lrained on Incident Manageme:iana
lavestigation Policies on 3/24/2010, 3/30/2010 and/6/2010.
Al staff were trained on 3/19/200 end 3207201€

Health Ragulation Administration
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sustained a 1 1/2 inch cut on his left forehead,
after which he was taken to the ER as per the
physician's order, and received sutures.

' The administration at ILS recognizes the importance of -

¢. An incident report, _c!ated S.emen_‘ber ?9= 2009, | ensuring every individual s health and safety through proper
doCL:[ mented a be_haworal episode in which : follow up of medical recommendations and services. ILS has
Resident #2 hit his forehead on the floor of a and will contirue to follow all recommendations regarding

- courthouse. He was taken o an ER for treatment health needs of it’s indéviduals.

. of a laceration to his left eye iid. .
~ 3. Another incident report, dated February 14, ‘ i

2010, documented thal Resident #3 was taken to ° :
an ER due to chest pains, nausea and vomiting. :

HRLA was not notified of this incident. ILS will ensure that all marnagers and statt are rrained on incidem
: mapagement. investigation policies and procedurss. LS5 executive

direcror conducted a training on 3/24/2010. (see attached training shcet)

1401 3520.3 PROFESSION SERVICES: GENERAL ' 1407
PROVISIONS

. Professional services shall include both diagnosis !
and evaluation, including identification of :
developmental levels and needs, treatment
services, and services designed to prevent ; :
deterioration or further loss of function by the ; |
resident. _ |

This Statute is not met as evidenced by: b - A tha Clicnt £

 Based on staff interview and record verification, | I’l‘ﬁ g‘:"‘;‘s';::s‘g;";:;i‘ﬁtﬁfﬂ";'\":”:ﬁ‘gaﬂs";ﬂ e
the facility’s m{rsmg staff fa]E.Ed to provide routine ! The LPN / RN will report to the PCP and Interdisciplinary Team

- laboratory testing as determined necessary by | any changes in his condition.

- the primary care physician (PCP), for one of the Vo

. two residents in the sample. (Resident #2) i

i

j The findings include:

On March 22, 2010, at approximately 10:50a.m.,
review of Resident #2's annual Medical - ILS will continuz Lo ensure alt medical recommendations
Evaluations dated March 20, 2008 and March 13, L::“ L'Eif‘"”ﬂ;"iﬁd while ‘*f‘“"’:gg ";dwfldual safety hy providing
2009, as well as his monthly physician’s orders oinig T all LEe e ey iew The RN provided
for the 2-year period, revealed ongoing orders for - e

- him to receive laboratory studies every six

Heatth Regqulation Administration
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" moriths to assess his Thyroid functioning and
Lithium Carbenate serum levels. Subsequent -
review of his medical records revealed the last
documented laboratory studies for the

~aforementioned tests were dated July 7, 2009.

*In an interview with the Registered Nurse (RN) on
. March 22, 2010, at 11:25am., it was {
- acknowiedged that more recent iab reports were
not in Resident#2's chart. Al 11:46 a.m, the RN
" indicated that she had just learned that the '
. resident went for 1abs that Saturday (March 20, ¢
©2010). The psychiatrist reportedly ordered the
lab tests upon review of the resident's chart on
March 19, 2010, as part of his monthly :
psychotropic medication review. At 11:54 a.m., |
the RN presented the repons/findings ofthelab |
tests that were performed March 20, 2010. She |
: then acknowiedged that the tests had been dus |
" two months earlier, In January 2010. ;

Each GHMRP shall provide habilitation, training
and assistance o residents in accordance with
the resident ' s Individual Habititation Plan.

This Statute is not met as evidenced by:
- Based on observation, staff interview, and record
verification, the GHMRP failed to implementa |
' resident's Individual Support Plan (ISP), forone |
of the two residents in the sample. (Resident #1) |

: The finding includes:

QObservation on March 16, 2010, at 520 p.m.,
revealed Resident #1's 1.1 direct suppost staff
telling him to bring a basket of clothes upstairs.
At 6:01 p.m,, the 1:1 direct support staff was
observed telling him to go intp the bathroom to

1422 3521.3 HABILITATION AND TRAINING I 422

i The administration at ILS recognizes the importance of
ensuring every individual's health and safety through proper
follow up of medical recommeéndations and services. ELS has

. and will continue to follow al recommendations regarding the
{ health needs of it's individuals.

1
i
i

All staff were trained on one-to one suppors of client #2 and
HMCP on 3/1972010 and 3720/2010.

|
|
|
|
|
|
|

H
i
H
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wash his hands. At6:05 p.m., the resident was | i
observed to follow the 1:1 siaff to the dining room [ ‘

table for dinner. At 6:18 p.m., the resident was

observed drinking hot chocolate. Interview with |
the staff at the same time revealed that they
sometimes gave him hot chocolate instead of !
coffae.

- 2010, on March 22, 2010, at 8:30 a.m., revealed
an objective for Resident #1 that stated, given a
model, the resident will manually sign the
following words: eat, drink, cfothes, coffee, wash, {
sleep, home, watk, throw and television. On
March 22, 2010, at 11:30 a.m., review of the :

. resident’'s speech and language evaluation, dated !
April 10, 2010, revealed & goal to manually sign !

 ten pictures of daily living activities upon request

§

; !

Review of Resident £2's IPP dated March 1, | l
i

i

i

|

|

with 80% accuracy per session for three
consecutive months. Further review ravealed that
the resident increased his functional

- communication skilis as a result of his
participation in functional communication :
programming. However, at no time during the :
survey were any of the 1:1 staff observed using
signs while communicating with Resident #1.

- Interview with the qualified mental retardation

- professional on March 22, 2010 at approximately

+ 2:00 p.m., revealed that she had observed a ;
female staff using manual signs with Resident #1. |

- She acknowledged that she had not observed |
other staff using manual signs. Throughout the
survey, Resident #1 had received one-to-one
support from male staff

L5 will ensore that clien: 41°s [PP js implemented by the QMEP.

There was no evidence that facility staff The OMRP has completed lraining on sctive treatnient.

consistently implemented Resident #1's ; !
communication program as recommended in the |

IPP. : I
Health Regulation Administration
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|
* Each GHMRP residence director shall ensure i
- that the rights of residents are abserved and !
. protected in accordance with D.C. Law 2-137, th153
chapter, and other applicable District and federal

- laws.

This Statute is not met as evidenced by:
" A. Based on observation, interview and record
' review, the GHMRP failed to ensure the health
- and safety of one of the two residents in the i
. sample. (Resident #2)

! The findings include:

During the March 16, 2010 Entrance Conference, ! !
- at 5:40 p.m., the Facility Coordinator and '
" Qualified Mental Retardation Professional
reported that Resident #2's medical guardian and |
interdisciplinary team (1DT) were exploring i
whether to proceed with surgery to his cervical |
spine, as recommended by twa neurosurgeons.
. Subsequent observations, interviews and record
review revealed an immediate risk to Resident
#2's health and safety, as follows:

1. On March 17, 2010, beginning at 9.02 am.,

. Resident #2 was observed repeatedly refusing to
" cooperate with the moming medication nurse. At
9:04 a.m., the resident removed his helmet and
laid on the fioor. His behaviors escalated and he
became combative with staff. He repeatedly got

up off the floor but would then refuse to let the
nurse test his blood pressure. He balled his fist |
and tried to hit his one-to-one staff several times
befare dropping back ta the floor. He repeatedly
: threw his safety helmet across the room and at
: 9:09 a.m,, he threw a cup of water to the fioor.
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ILS will continue to ensure ail medical recommendations

are implemented while ensuring individual safety.

The medical recemmendation was received on 12:13/09 of
spinal stenosis. myelopathy end the risk of pacalysis.

115 100k multiple steps 1o ensure the safoty of elient &2

by training &ll staff en 3/20/2010 te include but not Hmited

tno B3P training. | fefmet Protocel, Ambulation Protocol,

One to One Prowocol. HMCP. Fall Risk/Safety Protocol, and

a second opinion MRI was compleled due 10 the artifact from
mavement in the first MRY and could not be used 1o clearly
determinie chient #2 condition. Multiple team meetings t discuss
the recommendations (o ensure client £2 safety has taken place.
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During the course of his tantrums, staff tald him

. they would take him to McDonald's if he

1 cooperated (not an approved strategy in his

- Behavior Support Plan, dated Aprit 2009). The

i nurse stopped trying to take his blood pressure,

~ saying he woutd hold the resident’s hypertensive
medication. He stirred the resident's other
maorning medications into pudding and tried

- administering them. The resident refused and
iaid back on the floor. The nurse called it “shack”
but when the resident stood up andfor sat on a

. chair, he again refused his medications and went

. back down onto the floor. At %15 am., the
resident ate the pudding with medications, and
the nurse said "thank you very much” and then
shook his hand. Later review of the Behavior
Suppaort Plan revealed that offering the resident
praise so soon after his tantrum behaviors was
conhtraindicated in the plan. The nurse and staff
were ineffective in addressing Resident #2's

: behavioral needs.

- 2. As noted in paragraph | above, documentation
in Resident #2's record indicated that he had
experienced repeated, ongoing injuries to his
head, due to falis or behavioral episodes.

3. Resident #2's annual Medical Evaluation,
dated March 20, 2008, inciuded: "repeated

. accidental injury and abnomal gait led to the

- investigation for the cause of the problem. MRI of }

' the spine showed cervical spine spondylosis and |
lumbar disc protrusion. MR of the brain pending. :
Will continue with measures of injury prevention
such as wearing helmet, gait and muscle

- strengthening exercise and behavioral therapy.”

. Gait training, behavior therapy and one-to-one
supervision during waking hours were among the '

- recommendations. The resident's Medical ;
Evaluation dated March 13, 2008, included:

(X4) 1D . SUMMARY STATEMENT OF DEFICIENCIES D i PROVIDER'S FLAN OF CORRECTION {X5)
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(LS realizes tha offering “McDonahs™ as a strategy for
cooperative behavior is noi appropriye, but walking is listed

as an appropriaie strategy to deescalye the behavior

and salf will often tke walks us client #2 njuys. LS hus trained
all taff on the revised BSP. demonsirated tantrim-like behaviors,
and the helmel protocel ot 320/20 I,

'!he “thank vou™ was
o1 taking the medieat
bekavior he exhibited
wats rained on the BS

provided 10 pusitively reinforce clien) # 2
10N not prazsing him for the lanirum-fike
prior o taking the medicaion. (1.8 staff
P on 37202610,

ILS has trained x 18 staff on the revised BSP. demonstrated
tantrum-like hehaviors. and the helmet protocol on 3/20/2010.

ILS will ensure that all stail continues te be wained on fall
precantions, one to one training and gait. Al LS staff was wained
an 372672010,

|
i
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i "Repeated fail and head injury. Repeated ER

. visit. History of nasal bone fracture. Lumbar disc

| disease, cervical stenosis ... gait instability.”
Behavior management, neurpsurgeon evaluation |
regarding spinaf stenosis and one-to-one ’
supervision during waking hours were among the !
recommendations, Resident #2's Individual
Support Plan (ISP), dated April 13, 2009,
prescribed: one-to-one staff support for 16 hours

- daily, included a Behavior Support Pian (BSP), an

' Ambulatinn Protocol and a Heimet Protocol. His

! support plan remained essentially unchanged
since then, despite frequent documenied falls
and/or injuries and ER visits.

i

4. 0n June 12, 2009, Resident #2's IDT met to
- review the risks and benefits of surgery to
address cervical stencsis and myelopathy, as
recommended by a neurasurgeon on May 11,
2008. The IDT expressed "unanimous concern
whether such surgery would” benefit the resident -
and recommended that the medical guardian '
' communicate with the neurosurgecn. On i
September 29, 2009, a DC Superior Court judge |
; ordered the ICF/MR to facilitats communication |
| between the medical guardian and the i
neurosurgeon. The judge aiso ordered the facility |
to seek the opinion of DC Health Resources
Partnership {DCHRP) regarding Resident #2's
- cervical spine conditicn and the proposed
surgery.

In an email dated December 15, 2008, the
DCHRP Project Director informed the facility that
the neurosurgeon recommending surgery

- indicated that given his physical anatomy, “the

' patient's moverment is compromising the cord

! periodically. This is significant given the fact that
this resident has a history of recurrent falls. This

" patient has an increased risk of complications

|

{
!
i
H
T
!
|
!

Health Regulatiors Administration
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The administration at [L'S maintains that medical recommendations

unsteady gait and frequent falls. Client #2's PCP referred client#2 to a

\ arepeat MRI, Client #2 was also evaluated by the Physicat Therapist to

Client #2 was again evaluated by Physical Therapist. An DT meeting was

WASHINGTON, DC 20012
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ILS will ensure that ail staff continues to be trained on fali
precautions. one to one training and gair for client #2. 115
will also provide modification of the BSI to adequately
support individual safely, During this period, multiple
trainings in 1ail protocal and helmet pratoco! were performed
wilh stalf on 320/2010,

conceming client #2 have been addressed as warranted. _Client #2
had an initial diagnostic work up involving several MRI's due to an

Neurologist Client #2 was seen by the Neurologist whom recommended
re-evaiuate fall precausions and helmet safety eoncerns. Client #2 was

seen by the Neurosurgeon and the consult documentation returmied stated
“Firdings: Cervical stenosis with myelopathy and recommending surgery.

held to discuss the feams concerns regarding client #2°s ability to recover
frorn the recommended surgery. The IDT was imanimous in their cortce‘ms »
regarding whether the surgery would be beneficial relateq to client #2's inability
to participate in rehabiiitation and wear & cervical collar ‘.f no;ded. The first
neurosurgeon stared * the patient has C3-C5 pethology with sx_gnal changes beh;-nd
C4 vertebral body involving the cord periodically. This is significant given ll'_le act
that this client has a history of recurrent falls. The patient has an increased risk
of complications resulting from falling and sustaining mjun lc:‘thc cord. MmcgCP
movement in just the right position could lead to quadnplegx'a. " The 1DT anc} E
were made aware of this new information that was not provided with the ongma?
consult. Client #2 had & second opinion with another Netrosurgeon. pocumn}auon
of client #2's history of the current problem as weil as films of previeus M}U s
were provided. A discussion via phone with the Neurosurgeon and RN during .
the consult occurred 1o address the [DT"s concerns regarding surgery and the newly
provided information from the previous Neurosurgeon. It was co‘mmumcatcd by
the second opinion Neurosurgeon that the MRI was of poor quality and a.znother
MRI wouid need to be done. The MRI taok place and a follow up appointment
with the second opinion Neurosurgeon was attended by the Legal Guardian and
Behavioral Specialist and QMRP. Recommendation was made for surgery. A post
operative plan was prepared and discussed with the IDT. |
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cord. Minor movement in just the nght direction or |
" position could lead to quadriplagia in this i
; resident” There was np evidence, however, that !
' the facility made any changes to his support plan

after receiving the waming of increased potential |
- for risk of paralysis.

. resulting from falling and sustaining injury to the }
i
j

5. On March 18, 2010 and March 17, 2010, at
6:02 p.m. and 9:22 am., respectively, Resident *
' #2 was observed not wearing his protective
. helmet while ambulating in the facility and/or
' going out to the driveway. The Helmet Protocol,

dated September 24, 2009, stated that he should :

wear it while awake, unless eating or showering. '

Although staff indicated that falling to the floor ¢
- and removing his helmet were frequent {
: behaviors, review of Resident #2's BSP on March !

17, 2010, beginning at 5:21 p.m., revealed no

evidence that the consulting behavior specialist

and/or the supervisory psychologist had proposed !
intervention strategies for those behaviors to
. ensure his health and safety.

' 6. On March 18, 2010, between 3:45 p.m. - 4:30

' p.m., separate interviews with two of Resident

i #2's one-to-one staff revealed that neither staff
was aware of his spinal condition. On March 19,

1 2010, at 8:53 a.m,, interview with the one-to-one

staff observed wrth him at the morning

medication pass on March 17, 2010 revealed that i

he too was previously unaware of the spinal ,

stenosis and myelopathy andfor that the re31dent

- was at increased risk of paralysis.

© 7. On March 18, 2010, beginning at 12:30 p.m.,

' review of staff in-senvice training records revealed |
| no evidence that the two staff assigned tothe
overnight shift (12:00 a.m. - 8:00 a.m.) had :
. received training regarding Resident #2's spinal '

The administration at LS understands the importance of
'mplﬂ'nem:ng all Individuals Behaviaral Support Plans.
AW ILS staff was trained on the BSP on 3/20/2010.

ILS wili ensure that all staff continues io be trained on fall

precautions. one to one trairing and gait for client #2. (LS
will algo provide moditication of the BSP w adequately
support individual safety. During this period. muktiple
teainings in fall protocol and helmet protocol were performed
with staff on 3/20/2010.

ILS will ensure monthly monitoring by psvchologistbehaviar
specialist and physical therapist 1o ensure effectivensss of the

plan and provide continuous training to ILS staff. {LS was trained
on 320/2010.

BsP was amended and all staff was rained by the PsychblogisL-’Bemvior
Speeialist on 3202010,

Health Regulation Administration
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' condition, BSP, Ambulation Protoco! and Helmet
 Protocol. i

. 8. 0On March 18, 2010, at 12:45 p.m., review of

i the personnel file for the staff person that was

" arrested on January 19, 2010 revealed that he
had begun working in the facility in August 2009.
Subsequent review of staffin-service training
records revealed no evidence that he had :
received fraining on Resident #2's BSP, !
Ambulation Protocol and Helmet Protocol prior to
being assigned to provide the resident with
one-to-one support.

i

Immediate jeopardy was called on March 19, !
2010, at 1:30 p.m. after determining that there
was no evidence that the facility sought to
establish interim, protective measures to ensure
Resident #2's health and safety after receiving a
. December 15, 2009 warning that his spinal ;
- stenasis and myelopathy placed the resident at |
increased risk of paralysis. i
|
!

B. Based on observation, interview and racord

t
' review, the facilily failed to ensure the residents'

“ right to receive medications in accordance with i
: physician's orders, for ane of the four residents of ;
- the facility. {Resident #3) 1

' The findings include:

1. The moming medication administration pass
was observed on March 17, 2010, beginning at

| 7:58 a.m. At 8:37 a.m., the medication nurse

" administered Resident #3's medications,

. including Nexium 40 mg capsule. On March 19,

i 2010, at 4:50 p.m., review of Resident #3's March
. 2010 physician's orders revealed that he was

| prescribed "Nexium 40 mg capsule, twice daily.

* Give 30 minutes before breakfast and dinner."

|
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IS will continue to ensure all ClEnts are free from abuse

and neglect and any alfegations &% eflectively reported (o all

government agencies and addressed In a timely mater, Al staff

was trained on 3/23/2010 and AN ILS Staff will continue to be trained

on Client Rights, Abuse and Nezlect. ILS will also continue to foflow

the appropsiate process as it wlats o natificatian of government agencics
as well as notifving the Metcopolitan police department. -

IS will continue to cosure afl medical recommendations

are fnplemented while ensuring individual safety,

The medical recommendation was reveived an [2715/09 of

spinal stenosis. mvelopathy and the risk of paralysis.

ILS took mulkiple steps to ensure the safety of client #2 to

include bt nat limited to BSP training. Helmet Pratocol.

Aimbuiation Protocol. One w0 One Protocol. HMCP,

Fali Risk/Sufety Protocol. and & second opinion MRT was completed
due 10 the artifact from movement in the first MRI and could not be used
to clearly deterntine client £2 condition. Multiple team meetings to discuss
the recommendations to ensure ciient #2 safety has taken place.

ILS will ensure that ali LPN's continies to be trained on medication
administration to include med pass procedures and lab sheet schedule.
LS provided training to all LFN’s on 4/10/2016.
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March 17, 2010

The resident, however, had already finished his
breakfast before he received the Nexium on

. C. Cross-refer to 1422, Based on observation,

. interview and recerd review, the facility failed to
ensure Client #1's right to receive habiltation and
training {specifically, his communication goal

- using manual signs), in accordance with his ISP,

2. During the Enfrance Conference on March 16, .
2010, at 5:27 p.m., the facility coerdinater and
qualified mental retardation professional reported |
that the residents' typical, daity morning routine
~ had them eating breakfast at approximately 6:30 |
. a.m. or 7:00 a.m. Residents then received their |
- medications after breakfast and left for day
programs shortly thereafter.

The facility's nursing staff failed to establish a

nursing schedule to ensure that Resident #3

received his Nexium 30 minutes before breakfast, :
. in accordance with his physician's orders.

ILS \Avill ensure that all clients receive medications as prescribed by their
ph_»s.ic'an. ILS will ensire that afl LPN s continues to be trained on medication
administration and {ab sheet schedule. 1LS provided training 1o afl LPN's

on 34102010,
f

iLS will ensure that atl staff continees to be trained
on each individuals active treatment as outlined in their IPP book.
Fratning was pravided on 3/23/2010.
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