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The Dapartment of HealttyHeaith Regulation
Administration (DOH/HRA) received five unusus|
incidert reports vie facsimile on January 4, 7, 23
and 28, 2008 from the facility involving six
hospltel emergency raom visits by residents in
January, 2008. Atthe tims of the investigation
three of the eight residents residing in the facility
had been hospitalized within the month of
January, 2008, :

1. Reviaw of unusual incident reports on February
12, 2008 at approximately 9:40 AM revealad the
following:

a.) Client #1 was transportad to the smergency
room an January 4, 2008, for a productive cough
that did not raspond to medication therapy and
was freated and released,

b.) Client #1 was transportad to the hospital
emaergency room on January
7, 2008, for a productive cough and admitted. to
the haspital with a diagnosls of pneumonia. Client
1!; was digcharged from the hospital on January

L] zuﬂﬂl

G.) Client #1 was transported from the day
prograim to the hospital emergency room on ]
January 23, 2008, far difficulty breathing and
admittec! to the hospital with diagnosis of
Tespiratory failure and sspiatory pneumonia.
Client # 1 was discharged from the hospital on
January 31, 2008,

d.} Cllent #2 was transparted to the hospitai
emergericy reom on January 6, 2008, because
her gastric tube was biocked. Cilent #2 wag

treated with a temporary gastrie tuhe replacement
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and released,
[Note: Client #2's tamporary gastric tube was
replaced with a permanont gaatric tube on
January 14, 2008.)

€.) Cllent #3 was transported to the hospital
emergency raom via 911 on January 28, 2008, for
an elevated tempsrature. Client #£3 was admittad |
to he hospital with a dlagnosis of sepsis. At the
time of the investigation Client #3 remained in the

hospital.

f.) Cliert #4 was transported o the hospital
emergency room on January

21, 2008, because he was weak, had diminished
bowel sounds in all

four quadrants arid vomited a bicod stained
tissua like substance that

Was approximataly three cantimeters long. Ciient
#4 was admitted to

the haspital for vomiting and was dischargad
from the hospita)l on

January 28, 2008.

[Note: Client #4 was admiited to the hospital on
Fabruary 8, 2008 for a

schadulad right laparoscapie radical
nephrectomy and open

cystolithotomy. Clisnt #4 was discharged from
the hospital on February

12, 2006.]

An Investigation was conducted February 12-18,
2008 based on the identfication of conhcams
ralated tc the facllity's capacity to fumnish
adequate services for the three males and ona
femala with varying degraas of dlsabiliies that
resided In this facitlty. The invastigative findings
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were bared on observations in the group home
ard interviews with residential, nursing, and
administrative staff. Review of records; including
investigations of unusual incident raports was
» also conducted. - .
W 158 | 483.430(a) QUALIFIED MENTAL W 169| yise ™
Each client's active treatment pragram must ba _evidenced by:
infegraled, coordinated and monitored by a ’
qualified mental ratardation professional, As indicated in the report findings
‘ the gel mattress for client #3 was on
This STANDARD is not met 2s evidenced by: order at the time OfﬂJF survey. The
Baszed on interview, and record review, the gel matiress was received on '
Quagi;d Mental Ratardation Profassional February 17, 2008. QMRP will
(QMRP) fajlad to engure the coordination of ensure reco ndati
.| services for one of four clients in the investigation. that all mme_ 1c_ms are
(Client # 3) followed and addreswd i a timely
i manner. QMRP will review 2:17.08
The finding includes: -Tecommendations at least monthly ongang
and provide ongoi:
The QMRP falled to obtain a gel matirass as via ‘p‘lzioumhl g:mg sta;:s;:gc;g;
recommended by the Physical Thefapist (PT) for va 2 Y Lrogress No
Cllent # 3 as evidenced by: identified recommendations.
Observation of Client #3's hospital bed on Routine QA reviews will be
February 14, 2008 at approximately 3:30 PM nducted to further maintaj
revaaled that there was a foam mattrass lying on g Ilm::mh this Stand:'nd
top of @ standard mattress. Review of the PT wp -
consult dated October 24, 2007 on February 14,
2008 at approximately 3:50 PM revealad that
Cllent #3 had bilateral spastic quadriparesis and
status post coccyx pressure uicer, Furthar review
revealad & recommendation for a ge! mattress for
Client #3. Interview with the QMRP on February
14, 2008 at approximataly 4:00 PM revealed thet
the gel matiress had been orderad a “few days
ago”. There was no evidence that Client#3 had a
Evant ID: 500011 Fadiity ID: 08G203 If continualion shest Page 3 of 5
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gel mattress on his hospltal bed
as recommended by the PT.
W 325 482.480(a)(3)(Hi) PHYSICIAN SERVICES W 325
The facility must provide or obtain annual physical
examirations of each cfient that at a minimum
includes routine screening laboratory

- | examingtions as determined necessary by the
physiclan,

This STANDARD is not met as avidenced by:
Basad on staff interviaw and record verification,
the faciiity failad to provida routine laboratory
testing as determined necessary by the physician
for one of the four clients included in the
investigation, (Ciient #3)

The finclings includs:

1. Review of Client #3's physician's orders (POS)
dated December 27, 2007, on February 15, 2008
at approximately 2:30 PM revaalsd an order for
the client to have a urinatysis. In an Interview with
the Licensed Practical Nurse (LPN) on February
15, 2008 at approximately 2:45 PM |t was
acknowiedged that Client #3 did not have the
faboratory test performed. There was no evidence
that the urinalysis was scheduled or obtained as
recommended by the physician.

2. Review of Client #3's POS dated Decamber
27, 2007, on February 15, 2008 at approximately
2:50 PM revealed an order for the client to have &
urine for culture and sensitivity obtained, in an
interview with the LPN aon February 15, 2008 at
approximately 2:55 PM it was acknowledged that
Client #& did not have the laboratory test
performed. Thare was no evidence that the urine
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for culture and sensitivity was schaduied or w3is T ————
btai di clan. ‘
obtained as rscornmendad by the physi This Standard will be met as
evideneed by: |
* The routine laboratory studies for
"~ client #3 were completed as ordered
by the Primary Care Physician. 2:2008|
An annual laboratary schedule is | ongping
developed each year following the
individual’s ISP and updated as
ordered by the Primary Care
Physician. RN will continue to
monitor to ensure that all 7 )
recommended laboratories studies
arc completed in a timely manner,
RN will conduct additional training
as needed.
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The Depariment of Haalth/Health Reguiation
Admimstration (DOH/HRA) received five unusual
inciderit reports via facslmile on Janyary 4, 7, 23
and 28, 2008, Involving six hospitat Bmargancy
foom vislts in January, 2008, At the ime of the
investigation three of the sight residents rasiding
in the facliity had besn hospitalizad within the
manth of January, 2008.

1. Review of Unusual Incident reports on Feb
12, 2008 at approximately 9:40 AM revealad the
following:

a.) Reaident #1 was transporfed to the
€mergency room on January 4,

2008, ior @ productive cough that did not
respand to medication

therapy and was treated and relgasad,

b.) Rasident#1 was transported to the hosphat
EmMergency room on '
January 7, 2008, for a productive cough and

admitted to the hospital

with a dlagnosis of Pneymonia. Resident #1 was
discharged from the

hospitzl on January 10, 2008,

¢.) Rasident#1 was transported to tha hospital

&mergency rosm on
January 23, 2008, fram the day program for &
productive cough and

admitted to the hospital with a diaghosis of
Respiratory Failure and .
Aspiratory Pneumonia, Resident ¢ 1 was
discharged from the hospital

on January 31, 2008,

d.} Resident #2 was transported to the hospital
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gastric tube,

[Note: Client #2's temporary gastric tube was
teplaced with a )
permanent gestric tube on January 14, 2008.]

€.} Resident 3 was transported to the hospltal
emargeincy room via 911

on January 28, 2008, for an elavated
temperatur=. Resident #3 was

admittad to the hospital with a diagnosis of
gepsis. At the time of the

lnvestlgation Resident #32 remalned in the

| hospitai.

) Resident #¢ was transported to the hospital
emergency room on

January 21, 2008, bacause he was wealk, had
diministiad bowel sounds

in all four quadrants and vomited a blood
stained tissue (ke substanca

that was approximately thrae cantimetsrs long,
Residert #4 was

admitted to the hospitat for vomiting and was
discharged from the
hospital on January 28, 2008.

an Fsbruary 8, 2008

for a scheduled right laparoscopic radica)
hephrecomy and

cystolithotorny. Resident #4 was discharged
from the hospital on

February 12, 2008.]
| An invastigation was conducted February 1215,

[Note: Resident#4 was admitted to the hospital
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emergency momon
January 8, 2008, because her gastric tube was
blocked. Residentiz
was freated and releasad with a temporary
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2008 based on the Identification of concemns
related to the facility's capacity to furnish
adequate services for the three males and cne
famale with varying degrees of disabilitias that .
residec’ in this facility. The investigative findings
are based on observations in the group home
and interviews with rasidential, nursing, and
administrative staff. Review of records; including
investigations of unusual incident reports was
.also conducted, :

1385/ 3520.2(e) PROFESSION SERVICES: GENERAL
PRGOVISIONS

Each GHMRP shall have available gualified
professional staff to carry out and monitor
necessary professional interventions, in
accordsnce with the goals and objectives of every
individual hablfitation pian, as determined to be
necessary by the interdisciplinary taam, The
professianal senvces may include, byt not be
limited 3, those services provided by individuals
trained, quelified, and licensed as required by
District of Columbia law in the following
disclplines or areas of services:

(o} Nursing;

This Statute Is not met as evidenced by:

The GHMRP failed tc ensure that qualified
professional staff carriad out and monitored
naecessary professional intarventions, in
accordance with clients needs, the goals and -
obfectives of every Individual habilitation plan, as
determired to be necessary by the
interdisciplinary team for one of four residents in
the Invastigation. ( Resident #3 )

The findings include:

1000
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The findIng includes:

1. Review of Resident #3's physician's orders
(POS) idated December 27, 2007, on February
15, 2008 at approximately 2:30 PM revealad an
order for the cliant to a urlnalysis. In an intarview
with the Licensed Practical Nurss (LPN) cn
February 15, 2008 at approximately 2:45 PM it
was acknowledped that Resldent #3 did not have
the laboratory test performed. Therewasng
evidence that the urinalysis was scheduled or
obtained as recommended by the physician.

2, Revisw of Resident #3's POS dated Dacember
27, 2007, on February 15, 2008 at approximately
2:50 PM revealed an order for the client to have a |
urine for culture and sensitivity cbteined, In an
interview with the LPN on February 15, 2008 at
approximately 2:55 PM It was acknowladged that
Resident #3 did not have the laboratory
performed. There was no evidence that the uring
for cuitire and sensitivily was scheduled or
obtained as racommended by the physician.

1422 3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habilitation, training
and assistance to rasidents In accordance with
the reskient ' s Individual Habilitation Plan.

This Ststute s not met as evidenced by:

Based cn Interviaw and record review, the
GHMREP failsd to ensure habilitation, training and
assistance was provided for one of four reskisnis
in the investigation in accordance with their
Individual Habilitation Plan (IHP). ( Resident #3)

The QMRP failed to obtain @ gel matiress as
recommendad by the Physical Therapist (PT) for

tast

Reﬁrence-;sp_nnse to W325 of the 2. 2008
Federal Deficiency report. ongeiny

1422 | Reference Response to W150 of the 5 1V709
Federal Deficiency report. ongongy
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Resident # 3 as evidencad by:

| Observation of Resident #3's
February 14, 2008 at app
ravealed that there wae a foam mattress overlay
on top of 3 standard matiress. Review of the PT
consult dated October 24, 2007 on February 14,
2008 at approximately 3:50 PM revealed that -
Resident#3 had bilateral spastic quadriparasis
and status post coccyx pressure ulcer, Further
revigw revealad a racommendat)
matirass for Rasident #3,
QMRP on Fabruary 14, 2008 at approximately
4:00 PM revealed that tha gel mattress had baon
ordered a “few days ago".
that Resident #3 had @ gel
hospital bed as recomme

hosgpital bed on
roximately 3:30 PM

oh for a gel
Intarview with the

There was no evidenca
matiress on his
nided by the PT,
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