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men and une female with various degrees of
rtelleciual disabilities. In addition, a focused

Tre Aindings of the survey were based on
observations in the home and at three day

and administrative records, including incident
raports.

[Liuatified mental retardation professional

W 114 483 410(c)(4) CLIENT RECORDS

This STANDARD is not met as evidencad by:

HThe findings include:
review of Cllent #1's quarterly nursing
revealad no documented evidence that the

" registered nurse (RN},

A recertification survey was conducted from May
€1, 2012 through May 23, 2012, A sample of two
clierts was selected from a population of three

review was conducted of another (third) client's !
recent admission to the hospital. This survey was |
iitiated utilizing the Rundamemal survey process.

programs, interviews with direct support staff and -
administrative staff, as well as a review of client

{QBMRP) will be referred to as qualified intellectual :
disabiiities professional (QIDP} within this report |

Any individual who makes an entry in a client's
- record must make it legibly, date it, and sign it.

Based on inferview and record review the facifity
failed t0 ensure individuals who made an entry in
the client's record dated and signed it, for two of

the two client's in the sampie. (Clients #1 ang #2

1. OnMay 22, 2012, at approximately 12:25 p.m.,

- assessments datad July 2011 and October 2011,

- assesgments had been signed or dated by the
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- The nurse has added and signed
' a signature page for the assessmez?ts

- of client #1 and #2....6-12.2012

Ay deficiency statemert ending with an asterisk ¢ roaficisncy

' X8} DAYE
W ETSa 0 an Fin s B e). é13§’>§ i
$hich tha institbidn may be excused fiom corracting providing it i d‘lermfﬁad fhat

othier safeguards provide sufficlent protection to the patients. (See instrustions ) Excapt for nursing homes, the findings stated above are disclosaiie 9C days
fetlwng (e dats of survey whether or not a plan of comrection is provided. For rursing homas, the above findings and plang of correction are disclonabie 14

Savs fotowing the date these docymentis sre mada aveilable to the facil

pregram parlicipation.
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CLIENTS

The facity must ensure that all allegations of

mistreatment, neglect or abuse, as well as

" injuries of unknown source, are reported
immediately to the administrator o to other
officials in accordance with State law through
established procedures.

- This STANDARD is not met as evidenced by
Based on mterview and review of client records,
meiuding incident reports and investigations, the
faciity falled to ensure that aif allegations of
abuse ware reported immediately to the
adrninistrator and the Department of Health,

- Health Regulation and Licensing Administration
{HRLAJ Bmely, for one of the three clients

“included in the sample, (Client #1)

A SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION : 1253
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W 114 Continued From page 1 W 114
. Interview with the adminisirator and director of
marsing (GON) on May 23, 2012, at approximately
2.3% pom ravealed Client #1's atorementioned
quartarly nursing assessments had not been
signed or dated by the RN because the nurse had
not included a signature page. : ’
‘ The QIDP will audit assessments;
2. On May 22, 2012, at 213 p.m., review of Client - i i ’
. #2's quarntedy nursing assessments dated July once developed within 3 busmesg
1 2011 and October 2011, revealsd no docurmented days to ensure they are full,
evidence that the assessments had been signed complete accurate and
- of dated by the registered nurse (RN). During an 3 )
interview with the DON on May 23, 2012, af | signed...6-12-2012
approximately 2:40 p.m , it was acknowledged
that Chent #2's quarterly nursing assessments did .
not inciude 8 sigrature page and had not been
signed of dated by the RN
Wo153  483.420{d}{2) BTAFF TREATMENT OF W 183
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W 153 Continued From page 2
Tha finding includes:

The facility failed to ensure that an allegation of
abuse was reparted immaediately to tha
adroanisirator, as evidenced below:

On May 22, 2012, at approximately 9:35 am.,
. review of an investigation report dated January |
+ 20, 2012, reveated that the assistant executive |
" director {AED]) received an anonymous call
{December 13, 2011), that indicated that Staff #1
was verbally abusive toward Client #2. Fupther
review of the investigation report revagied that the
ailegation of verbal sbuse was substantiated,

interview vath the AED on May 22, 2012, at
approgimaiely 1040 a.m., verified that she

_received an ananymous phone call on December -
19, 2011, that alleged that S1aff #1 was observed
o be verbally abusive toward Client #2. Further

s internigw revealed that she immediately contacted |
the qualified intellectual disabiliies professional
{QIDP) on the same day and instructed her to

- remove Staft #1 from the schedule. The AED

- then stated that she notified the faciliiy's
administrator of the allegabon of verbal abuse on
Decamber 28, 2011, eight (8) days later.

The CHDP was interviewed on May 23, 2012, at
approximately 2:08 p.m., to ascentain why the
s alegation of verbal abyuse was not reported to the -
- administraior on December 18, 2011, The QIDP
replied by saying, "she did not know why Staff #1
was being removed from the working schedule”.
W 156 483.420{d)}{4) STAFF TREATMENT OF
CLIENTS

: The rasuits of all investigations must be reported

W 153

Staff was re-frained to ensure that each
undersiood that the administrator must be
informed about all incidents immaediately,

particularly serious reportabie
ingidents. .. 6-12-12

A protoeol was developed specificaily

te mstruct staff on reporting
situations...5-30-12

W 156
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W 186 Continued From page 3

facility, {Clients #1 and #4)

to the administrator or designated representative
of to ather officials in accordance with State law
within five working days of the incident.

- This STANDARD is not met as evidenced by:

Based on interview and record review, the facifity

- faiied 10 report the results of alf investigations 1o
the administrator within five working days of the

incident, for two of the two clients residing in the

H
H

The findings include:

1. Revieaw of the facility's investligative reports on
May 22, 2012, at 9:35 a.m., revealed that on
December 18, 2011, an anonymous caller had
contatted the agency's assistant executive

- directar (AED) alleging that Stalf #1 was verbally

abusive toward Client #2. Continued review of the
investigation raport revealed the incident

s management coordinator {IMC) completed the

mvestipation on January 20, 2012, The allegation j

: of sbuse was substantiated, however, there was
' ng documented evidence that the results of the

mvestigabon were raported or signed off by the
administrator within five working days.

interview with the assistant executive director
{(AED) on May 22, 2012, at approximately 1040
a.m., acknowledged an anonymous call was

- recetved on December 19, 2011, that alleged that
t Staff #1 was observed o be verbaly abusive

taward Client #2_ interview with the IMC on May

P22, 2012, at approximately 10:50 a.m., verified

that the resuits of the investigation was not
reviewsd and signed off by the facility's

. adrmnistrator within five working days. Further

W 156

- BRA ensures that incidents are reviewed ;
and signed off by the administrator
within 5 working days by reviewing all

incident s in the routine weeakly team
mestings each Monday.
The IMC ensures that the

- administrator's review and signature is

" abtained at that time if it has not been

. obtained prior to the team masting

812412
The QIDP and IMC audit ali incident
reports weekly 1o ensure routine
compliance., 6-1-12
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W 158 ¢ Continuad From page 4

interview revealed the IMC was not considered
the administrator's designee.

' 2. Review of an incident report dated January 6,

2012, on May 21, 2012, at approximately 9:00

-a.m. alisged Staff #13 allowed Clignt #4 to sit in

- seiled clothing unattendad for saveral hours.
Review of the corresponding investigative report
reveaied the IMC completed the investigation on -
January 17, 2012, Inierview with the IMC on May -
21, 2012, at approximatety 10:30 a.m., verified
that the nesults of the investigation were not
reviewed and signed off by the faciiity's
administrator within five working days. Further

. interview rovealed the IMC was not considered

" the adminisirator's designee.

W 331 . 483.480{c) NURSING SERVICES

The facility must provide chents with nursing
senicas in accordance with their needs.

This STANDARD is not met as evidenced by,
Based an interview and record review, the facility
failed to provide nursing services in accordance

i with sach chent ' s needs, for one of one focus
ciient. {Client #4}

: The finding includes:

 The faclity's nursing staff failed to ensure Client |

- #4 received limely medical services in

- atoordence with the changes in tha client's health
status, as evidenced by 5
On May 21, 2012, of approximately 10.56 a.m., |
review of an unusual incident report dated Aprit 4,

- 2012, revealed Glien! #4 was refusing to walk or
foad himsell. Further review revealed the client
was ansported to the emargency room for
evaluation and treatment, via the facility van,

W 158

W 331,

The DON will counsel the RN to ensure

¢chiange of condition situations are ‘

discussed both with the DON and PCP
50 as that the DON and PCP have the

opportunity o direct follow up based

on the signs and symptoms reporied

. 6-12-12

t
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W 331 Continued From page &
On May 22, 2012, beginning at §.35 am., review

, of nursing progress notes revealed the following:
April 1, 2012: Direct care staff reported 1o the

. nursing statf, that Client #4 was “not standing’”.

i Further review revealed the nurse documented
'no vigible abrormalities noted to legs”,

: Aprit 2, 2012: Direct care staif reported to the .
nursing staff, that Client #4 was"not standing” and i
stated Client #4 was able o stand before having
& sezure on March 28, 2012 Staff was advised
fo monitor and report changes to the nurse.

Aprit 3, 2012t was noted by direct care sta¥f,

that Cllent #4 was not able to stand and had to be
piaced on hed to change his adult protective
undargarment. During the change no pain was

| noted on movement when the client ' s lower i

“extremities were moved and palpated. Nursing |

i stalf documented that they would re-evaluate

 Client #4 in the morning,

Aprit 4, 2012 Nursing staff received a call from

. the direct care staff that indicated that Client #4

swas nat ambulating and was going 1o be }

“ransported o the emergency room for evaluation |
and x-rays. The nursing note also indicated that
Chient #4 was admitted to the hospital for bilateral
tfernur fracture, atiology unknown '
Review of the hospital summary raport dated

P 2:30 pm., verifisd Client #4 was admitled to the

hospital on Aprit 4, 2012, Further review revealed,

| "The client was originally seen at an outlying
hospital after seizure and discharged from that

home. Thereafter [the resident] stayed in the bed
and did not get up whereas befors {the client] was
- abie to get up with a watker. [The client] was sent
 to the ED (emergency department; at [this
- hospital], whare bilateral femoral neck fracture

FMay 11 2012, on May 21, 2012, at approximately -

hespital ER {emergency room) back to his group |

W 331
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§OWET Continued From page B
were diagnosed.” itis presumed that the severity
of the shaking during that prior seizure was the
- cause of the symmelric femoral neck fractures”.
1 Review of the surgical dictation report dated May
10, 2012, on May 21, 2012, at approximately 2:35
a.m., revealed that on April 7, 2012, Clien! #4 had
: a closed reduction and internai fixation with i
" multiple percutaneous screws 1o treat the bilatera! -
s fernoral neck fracture.
» During a telephone interview with the director of
nursing {DON) on May 22, 2012, at approximately
12:05 p.m., It was indicated that when Client #4's
- fower extremities were moved and paipated the
chent did nol exhibit any pain thersfore, the nurse
“had nat notified the primary care physician (PCP) -
' of the change in Client #4 ' 5 health or referred |
ihe client for medica! services.
W 440 | 4834701 1) EVACUATION DRILLS

~The faciity must hold evacuation drilis at east
: quartetly for each shift of parsonnel.

This STANDARD is not met as evidenced by:

Based on inferview and record review, the facility

failed {0 hoid evacuation drills quarierly on al

shifts, for four of the four clients residing in the
faciity. {Chents #1, #2, #3 and#d)

i The finding includes:

The facility failed to conduct simutated fire drills at
. ieast four imes (4} a year for each shift, as
" evidenced below:

Ot May 21, 2012, beginning at 5:32 p.m.,
interview with the house manager (HM) revealed
that thare were three designated shifts (8:00 am

W 331

W 440 5

PO CRAS -2BE TR 68} Pravicus Versions Ubsolote

Evant 1. FQO41

Faiity 10 00GO5S i continuation sheet Page 7 of 8




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

PRINTED: 08/06/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF NEMCIENCIES X1y PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AR PLAN OF CORRECTION ENTIFICATION NUMBETR: COMPLETED
A BUILDING
09G055 B WING 05/23/2012

HNAME OF PROVIDER OR SUPPLIER

BEHAVIOR RESEARCH ASSOCIATES

STREET ADDRESS. CITY, $TATE, 2IP GODE
A288 172 SOUTHERN AVE, SE
WASHINGTON, DC 20018

FITE
PREFX

TAG

SUMMARY STATEMENT OF DERICIENCIES
{EACH DFFICIENGY MUST 8E PRECEDED BY FULL !
REGULATORY OR 1.SC IDENTIFYING INFORMATION)

i ! FROVIBER'S PLAN OF CORREGTION
PREFIX {EACH CORRECTIVE ACTION SHOULL BE
TAG CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)

(XE)

COMPLETION

DATE

W 440 | Continued From page 7

=400 pm; 4:00 pm. - 12:00 a.m.; and 12:00
a.m. - 500 anm.}, Menday through Friday.

Further interview revealed that there were two

designated shifts (B:00 a.m. - 8:00 p.m. and 8:00
g, - 8:00 a.m.) for the weekend
{Saturday/Sunday).

Review of the Facility's fire drifl log records on May
21,2012, beginning at approximately 5:33 p.m.,
revealed that no drills were held during the
weekday second shift (4:00 p.m. - 1200 am)
and third shift (12:00 am. - 8:00 a.m.} from July
20111 through September 2011, Further review
revealed there were no fire drills held during the

- weexend second shift (8:00 p.m. - B:00 a.m.) over
@ six (8} month time frame (July 2011 through
“Decernber 2011).

_Interview with ihe HM on May 23, 2012, at 2:40
“pom., revealed that she was aware that fire drills
“were not conducted during the aforementioned

timeframes listed above. The KM stated that afl

- staff had been retrained on congducting fire drills.

W 440

A makeaup Fire Drill schedule will be
. deveioped for the next 60 days
{June - July 2012) to cover the time
frames missed. . .6-20-12
. Staff was re-trained on following the fire drill
schedule and fire drill procedures...6-12-12
The QIDP will audit the fire drilt record
: monthly to ensurg thal drills are held
as planned and will schedule a makeup
i within 5 days of any missed drill...
L 62012
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HUOD INITIAL COMMENTS

Adicensyre survey was conducted from May 21,
2012 through May 23, 2012, A sample of two
residents was selected from a population of three -
mer ard one female with various degrees of
inteliectual disabiiities,

. The findings of the survey were based on
cbservations in the home and af two day
programs, interviews with direct support staff and

- adminisirative staff, as well as a review of i

* resident and administrative records, including !
incident reports. ‘

- [Quaiified mental retardation professional
{OMRP) will be referred to as qualified intellectual
disabilities professional (QIDP) within this report ]

P8t 3504.2 HOUSEKEEPRING

 Housekeeping and maintenance equipment shall

. be welt constructed, properly maintained and

- appropriate 1o the function for which tis to be
used.

This Statute is not met as evidenced by,
Based on observations and interview, the group
home for persons with intellectual disabilities
{(GHPID) farled to ensure maintenance equipment -
was well sonstrucied, properly mamtained, and
appropriate i the function for which 11is to be

. used, for four of four residents residing in the
faclity, (Residents #1, #2, #3 and #4)

" The finding includes:

Oy May 23, 2012, beginning at 1:50 p.m.,
revealed lint was observed in the exhaust vent
leading culdoors from the clothes dryer. The ‘

1o

OO
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build-up of lint presented & potential fire hazard.
The house manager (HM), who was present at
the tume, verified the aforementioned
matrtenance need. The HM stated that she wouid:
contact the facility's maintenance personnast
imrmadiately to have the jint trap cleaned.

1185

Lt
L

5 ABDS.S FIRE SAFETY

Each GHMRP shall conduct simulated fire drills in |
order to test the effectiveness of the plan at ieasi f
tour (4} times a year for each shift, :

This Statute 5 not met as evidenced by

Based on interview and record review, the group
home for persans with intellectuat disabilities '
{GHPID falled to conduct simulated fire drills
quarterly on all shifis, for four of the four residents
residing in the GHPID. {Residenis #1, #2, 83 '
ang#4)

The finding incluges

The GHPID failed to conduct simulated fire drills
&t least Jour times (4) & year for each shift as
© avidenced halow

On May 21, 2012, beginning at 532 p.m.,, :
intervigw with the house manager {HM) revealed
that thera wers three designated shifts (8:00 a.m.

A0 pm, 400 pm. - 12:00am;and 1200
am. - 800 a.m.}, Monday through Friday. ‘
Further interview revealed that there were two |
designatad shifts (800 am -800pm and 8 ec !
pon. - B:00 a.m.) for the weekend
{Saturday/Sunday).

- Review of the GHPID's fire drill log records on
May 21, 2012, beginning at approximately 5:33

% 13 N GURMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIY {EAGCH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE CCOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE GATE

DEFICIENCY}
{081 Continuaed From page 1 1081

The fint irap was clesned...5-24-12

The fint rap will be checked daily by the home
manager to ensure it is routinely cleaned.. 6-12-12
Staff will be retrained on maintaining the iint trap
free of debnis. . 6-20-12

A makeup Fire Brili schedule will be

developed for the next 60 days {June —

July 2012} to cover the time frames missed
...5-20-12 Staff was re-trained on foliowing

the fire dnill schedule and fire drill procedures
..B-1212

The CIDP will audit the fire drill record monthly to

ensure that drilis are heid as planned and

will schaduie a makeup within & days of any

missed drilt.. 6-20-12

Haalit Regulation & Licensing Administration
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1135 Continusd From page 2

p.m., revesied that no drills were held during the
weikday second shift (400 p.m. - 12:00a.m.)
and third shift (12:00 a.m, - 8:00 a.m.) from July
2011 through September 2011, Further review

- revealed there were no fire drills held during the
weekend second shift (8:00 pm. - 8:00 a.m.) over

~a six (§) month time frame (July 2011 through
Cacamber 2011).

Interview with the HM on May 23, 2012, at 2:40
-, revesled that she was aware that fire drills
+ were not conducted during the aforementioned
" fimeframes listed above. The HM stated that all

staff had been retrained all staff on conducting !

fire drills.

1406 35008 PERSONNEL POLICIES
Each employee, prior (o smployment and
annually thereafter, shall provide a physician * s
cedification that a health inventory has been ‘
performed and that the employee ' s health status
weliki allow tarm or her o perform the required
duties.

- This Statute is not met as evidenced by
Based on record review and interview, the group
home for persons with inteilectual disabilities
{GHPIL) faiied ensure one of the twelve staff
provided a physician's cedification. (Siaff #2)
The finding meludes:

- Review of Staff #2°s health cerificate dated

- February 10, 2012, on May 23, 2012, at
approXimately 10; 35 a.m., revealed that the PPD

- was read more than severaty-iwo {72} hours, .

| outside the recommended window for PPD test
reading. Further review ravealed that the

. 1135

1208

Staff #£2 will have a repeat PPD and produce an
updated heaith certificate by...6-20~12

The QIDP will audit the personnei files at minimum
guarterly to ensure they are full and compiete

at all times. . .8-20-12

Health Regulation & Licensing Adminisiration
STATE PORM

.
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physician recommended the PPD be repeated in
one wesk. There was no documented evidence

: the PPD was repeated and that Stalf #2 was

 certifiad free of communicabla diseass.
interview with the house managerincident
manages coordinatar (HMAMC) on May 23, 2012,
at approximately 11:35% a m. revealed Stalf #2
woltd be removed from the schedule untii the

: fachily received documented evidence the Staff

- #2 was certified free of communicable disesse.

1227 3510.5(d) STAFF TRAINING 22

Each iraining prograrm shall Include, but not be
lirmited to, the following:

{d) Emergency procedures including first aid,
cardiopuimanary resuscitation (OPR), the
Heimiich maneuver, disaster plans and fire
avacughion plans;

This Stalute is not mat as evidenced by:
Based on record review and interview the group
hamg for persons with intellectual disabilities
. {GHPID) failed to ensure one of one diractor of
nurses (DON) and two of twelve direct care staff
had currant training to implemant
cardiopuimonary resuscitation (CPR) (DON, Staft ;
. #1 and #2) and two of tweive direct care staff !
had training program in first aid, {Stalf #1 and #2) |

The findings include:
- 1. Review of the personnet records on May 23, |
2012, beginning at 9:35 a.m., revealed the i
GHPID faifed 1o have available for review current :
Cardivpuimonary Resuscitation (CPR)
- cartifications for the director of nurses {DON),
Staff #1 and #2. ’
interview with the house manageriincident

Heaith Regulation & Licensing Admurnstradion
STATE “ORM Heok FQO411
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1227 Continued From page 4 C2e7

manager coordinator (HWIMC) on May 23, 2012, ' | 3/105@
af approximately 1:38 p.m., confirmed the DON. The CPR/First Ald training scheduled for
Staff #1 and Staff #2 did not have current CPR May 31, 2012 was cancelled by the tramer and
" iraining on file in their parsonnel records. Further rescheduled for .. 6-28-12
interview revesied Staff #1 and Staff #2 was as been
scheduiad for the aforementioned training on May The .trammg record for the DON :12
212012 obtained {copy allached}. . .B-12-
2. Rraview of the personnel records on May 23,
2012, beginning at %:35 a.m., revealed the
- GHPID failed to have avauabie for review current
first aid cerbitications for Staff #1 and #2.
Interview with the house manager/incident '
- manager coordinator (HM/IMC) on May 23, 2012, °
at apptoximately 136 p.m., confirmed Stat 1
- and Staff #2 was not certified in First Aid. Further
*irderview revealed Staff #1 and Staff #2 was
scheduled for the aforementioned training on May
31, 2012

1291 3514 2 RESIDENT RECORDS 1201 ;

Each record shail be kept current, dated, and ;
signed by each individual who makes an entry. |

This Statute is not met as evidenced by
Based on interview and record review the group
- for persons with inteliectual disabiliies (GHPID)
failed to ensure individuals who made an entry in
the resident's record dated and signed i, for two
_of the two residents in the sample. (Residents #1
Cand #2)
The findings include: :
1. Gn May 22, 2042, at approximately 12:25 p.m., .
review of Resident #1's quanerly nursing i
assessments dated July 2011 and Cotober 2017
revealad no documented evidence that the
. assessments had beean signed or dated by the
" registered nurse {RN). i
During an interview with the administrator and =
director of nursing (DON) on May 23, 2012, at
Heaith Ragulation & Litensing Administration
BTATE FORM L FQO411 If coninuaticn sheel §of 10
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H has added and signed a
approxmately 235 pom it was acknow iedged 'he RN for th g ments of
Resident #1's quarterly nursing assessments did - signature page for the assess
not have & signature page and had not been ' client #1 and #2...8-12-12
signad or dated by the RN, The QIDP will audit assessments once
: . deveioped within 3 business days o
2 O,“ May 2,2 2012, &t 2.73=p.m.. review of ensure they are full, complete, accurate
Resident #2's quarterly nursing assessments , 12
. dated July 2011 and October 2011 revealed no - and signed...6-12-
- documented evidence that the assessments had |
| been signed or dated by the registered nurse ]
{RN}. During an interview with the DON on May
23, 2012, at approximately 2:40 p.m., it was !
ack mwéedged that Resident #2's quarterly
nursing assassments had not been signed or
_dated by the RN,
1379 351910 EMERGENCIES . 1379

i in addition to the reporting requirement in 3519.5,
- each GHMRP shall notify the Department of :
Heaith, Heaith Faciiities Division of any other
unusumi incudert or event which substantially
interferes with a resident ' s heatth, welfare, fiving
arrangerment, well being or in any other way
places the resident at nsk. Such notification shalt .
" be mada by lelephone immedialely and shallbe
followed up by written notification within
twenty-four (24 hours or the next work day.

. This Statute is not met as evidenced by

. Based on record review and interview the group

- home for persons with intellectual disabilites |
(GHPID) falied snsure the Department of Health |
{DOM) was notified of an incident or event which
substantially interferes with a resident's heaith, for|
two of the four residents residing in the GHPID. |
{ Res;dem #2 and Resident #4)

. Dn May 22, 2012, at approximately 935 a.m.,

Healm Hegulaton & Ligensing Administration
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review of an investigation report dated January
20, 2012, reveaied that the assistant executive .
tirgctor (AED) received an anonymous call :
(December 19, 2011}, that indicated that Staff #1
was verbaly abugive toward Resident #2. :
Furiher revisw of the investigalion report reveaied
that the allegation of verbal abuse was
substantiated.

| interview with the AED on May 22, 2012, at ;
" approximately 10:40 a.m., revealed that she
immaediately contacted the qualfied inteliectual
- desabilitias professional (QIDP) on the same day
- of the silegation of verbal abuse. Interview with
“the QIDP on May 23 2012, at approximately 2,05
o.m., revealad that the she did not repont the
aliegation of abuge immediately to DOH.

2 On May 21, 2012, beginning at 10:05 am.,
review of an unusual incident report dated March
28, 2012, revealed Resident #4 had a seizure ;
- lasting sixty seconds with a recovery time of !
fifteen minutes. Resident #4 was transported via |
811 to the emergency room for evaluation ang
freatmaent. The resident was diagnosed and
treated for seizure aclivity and released back to
. the group home on the same day. Further review |
" of an unusual incident report dated April 4, 2012,
revealad Resident #4 was refusing {o walk or
feed himself and was transperted vig van 1o the
. emeargency room for evaluation and treatment,

" Review of the hospital summary on May 21,
2012, at approximatsly 2:.30 p.m., revealed

, Resident #4 was admitied 10 the hospital on Aprit

-4, 2012. Further review revealed "the resident

. was orginally seen at an outlying hospital after
seizure and discharged from that hospital ER
{emergency room) back to his group home. ,
Thereafter {the resident] stayed inthe bed and |

x4 SUMMARY STATEMENT O0F DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION x5
PEEFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE © COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
_ DEFICIENCY)
1 378 Continuad From page 6 D13

Both the IMC and the QIDF received
training to reinforce the mandate to ensure
that incidents are reported to DOH the
day they oceur and in writing via incident
report within 24 hours. . .6-12-12

The administrator will review the status
of foliow up weekly in tearn management
meetings (all incidents, all iocations) '
...6-20-12

Heslth Reguistion & Licensing Administration
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did not get up whereas before [the resident] was
able to get up with a watker. [The resident] was
sent i the ED {emergency depariment) at [this
hospitall, where bilateral femoral neck fracture
were diagnosed. "It s presumed that the severity
of the shaking during that prior seizurs was the |
- cause of the symmetric fernoral neck fractures”.
Heview of the surgical dictation report on May 21, . :
2012, al approximatety 2:35 a.m., revealed on i
April 7, 2012, Resident #4 had a closed reduction | :
and intemat fixation with muitipie percutaneous |
screws 10 treat the bilateral femoral neek fracture.
During an inferview with the house ;
- manager/incident manager coordinator (HMAIMC; :
on May 21, 2012, a8t approximately 3:00 p.m., it
was acknowledged the Department of Mealth i '
T {DOM) was not notified of the incident which ¢ :
substantially inferfered with Resident #4's health.
Further interview revealed the HW/MC did not ‘
- natify the DOM because they were waiting for the !
hospital to forward Resident #4's medical records |
to the group home i

i
i

1401, 55203 PROFESSION SERVICES: GENERAL | 1401
PROVISIONS :

Professional services shall include both diagnosis
s and evaluation, including identification of '
developmental levels and needs, treatment
. servicas. and services designed to prevent
- deterioration or further loss of function by the |
- resident. E

This Stalute is not met as evidenced by: |
Based on record review and interview the Group
Home for Parsons with Inteliectual Disabilities
faiied ansure professional services included both ¢
diagnosis and svaluation including identification ;
of treatment services and services designed to |

. prevent deterioration or further luss of function by 1

Health Reguiation & Lidensing Administration
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two of twe resident's in the sampie and one focus
residant (Resident #1, #2 and #4) :

" The findings include:
1. Tre GHPID's nursing staff failed to ensure
Resident #4 received timely medical services in
accordance with the changes in the resident's
hesith status, as evidenced by )
Cn May 21, 2012, at approximately 10:55 am., |

- eview of an unugual incident report dated April 4, ;
2012, reveaied Resident #4 was refusing to walk |
of feed himsalf. Further review revealed the
resident was transported to the emergency room |

! for evaluation and treatment, via the GHPID van.
On May 22, 2012, beginning at 9:35 a.m., review
of nursing progress aoles revealed the following:
Aprit 1, 2012, direct care staff reported to the
nursing staff, Resident #4 was "not standing”.
Further review ravealsd the nurse documented

- "no visible abnormalities noted to legs”. !
Aprit 2, 2012, direct care sta® reported o the
nursing sta¥f, Resident #4 was "not standing” and

* slated Reswdent #4 was abie 1o stand before
having a seizure on March 28, 2012, Sta¥ was
advised o monitor and report changes to the

" nurse.

" April 3, 2012, it was noted by direct care staff,
Resident #4 was not able 1o stand and had 1o be

- placed on bed for diaper change. During ¢hange

- NG pain was noted on movement when lower :
extremitias were moved or palpated. Nursing staff:

- documented that they would re-evaluate Resident!
#4 i the a.m.
April 4, 2012, nursing staff received a call from
the direct care staff that indicated that Resident I
#4 was not ambulating and was going to be |
ransporied to the emergency room for evaluation |
and x-rays. The nursing note siso was admitted

" to the hospital for bilateral femur fracture, etiology
unknowrn.

A4 SURMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORREGTION (X5}
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DERICIENCY:
1401 Continued From page B 11401

The DON will counsel the BN 1o ensure
change of condition situations are
distussed both with the DON and PCP
30 as that the DON and PCPF have the
opportunity to direct follow up based on
the signs and symptoms reported. ..
8-12-12
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Review of the hospital summary dated May 11,
2012, on May 21, 2012, at approximately 2:30
p.m., revesled Resident #4 was admitied to the
hospital on Aprit 4, 2012, Further review revealed,
“The resident was originally seen at an outlying
hospital after seizure and discharged from that
hospital ER {emergency room) back (o his group
home. Thereafter [the resident] stayed in the bed

- and did not get up whereas before {the resident] |

- was able to get up with a waiker, [The resident]

- wasg sent to the ED (emergency department) at
[this hospital], where bilateral femoral neck
fracture were diagnosed.™ It is presumed that the

. severily of the shaking during that prior seizure |
was the cause of the symmatric femoral neck

fractures”.

Review of the surgicai dictation report dated May
10, 2012, on May 21, 2012, at approximately 2:356

;. a.m., revealed that on April 7, 2012, Resident #4 {

- iad & closed reduction and intemnal fixation with |
muiitple percutanaous screws 1o treat the bilateral ;
fermoral neck fracture,
During & telephone interview with the director of
nursing (DON)Y on May 22, 2012, at approximately
1Z2:05 p.m., it was reveaied that on April 3, 2012,
Residant #4 appearedio be alert, active and
talkative ard when Resident #4's lower

. extremities were moved and palpated no pain

- was ngted on movemeant. Further interview ;
revealed the nurse had planned 1o re-gvaluate the

| resident on April 4, 2012, i

401

Health Regulation & Licensing Adminiziration
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