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This Statute is not met as evidenced by:

: Based on interview and record review, the

GHMRP licensee and its residence director failed
to demonstrate that they understood that the
provisions of D.C. Law 2-137, D.C, Code, Title 7,
Chapter 13 (formerly Title 6, Chapter 19)

" governed the care and rights of the facility's 5
residents.

The findings include:

1. According to the Residence DirectorfHouse
Manager (HM) and confirmed by review of
Resident #1's records, he was admitted to the
facility on September 20, 2008, with multiple,

- known diagnoses. There was no evidence that
the GHMRP licensee and its HM understood the

idents' right to receive prompt and adequate
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A licensure survey was conducted on February
18, 2009. A random sampie of three residents
was selected from a resident popuiation of one
. woman and four men with various degrees of
- ! disabilities. The findings of this survey were
based on obsgervations at the group home,
interviews with residents and residential staff as
well as the review of clinical and administrative
records, including incident reports.
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. | Rersident #1 since hig September 20, 2008

1002 Continued From page 1 l

medical attention and physical examinations upon
admission, as follows:

a. Cross-refer to 1325, (326, 1327, 1330 and 1401, !
| There was no avidence that a nurse had
- performed a full system physical evaluation of

‘ admisslon. At 326 PM, the HM aiso
acknowledged that the resident had gone nearly
5 months before being svaluated by a primary

. Care physician, on February 9. 2009.

b. Cross-fefer 10 1300.2 Resident #1's records )
inciuted @ November 29. 2007 dental evaluation ]

Y

f

=y ey,

&TATE FORM

‘ (report not signed) that reflected “inflamed

gingiva, gingivitis™ and decay in tooth #18 {as per
chart). Rasident #1's mast recent individual

Supgert Plan (ISF), dated March 27, 2008, held a
recommendation that he receive “comprehensive
dental reatment .. scheduled 6 months.” There
was no evidence that he had been evalyated bya
dentist since November 2007. At 3:27 PM, the
HM acknowledged that Resident #1 had not keen
evaiualed by a dentist since his September 2009
admission. She further indicated that he was :
without # designated dantist

2. Crous-rafer o 1420. Thera was no evidence
the GHMRP licensee and its residence director
undersiood the residents' right to receive
habiltstion and training o enhance his/her ability
1o cope with histher environment and “create a
reasonable opportunity for progress toward the
ozl of indepandent living "

i According 1o the HM ang Resilent #1's record,

| he was admitted to the facility on September 20,
2008, His ISP, dateg March 27, 2008, reflected
only one training-related goal (“enroll in a dey
habiitation program”). At approximately 12:10

D2

residentiai goals to
program goals

2. Person # | team will meet and develop ’ 4-1.09

intertwine with day ’

18La1
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PM, interview with the Program Consultant Ntae A} s ' l%/ -47
revealed that his interdisciplinary team had not
" reconvengd and there had beean no new goals or
cbjectives added to the resident's plan after he
7, was admitted to the facility aimost 5 months
earlier. it should be noted that the resident was
' already enrolled in a day program at the time he
came to the GHMRP and continued attending the
program at the time of the survey.
1043 | 043

3502.2(c) MEAL SERVICE / DINING AREAS
Modified diets shail be as follows:

(c) Reviewed at least quarterly by a dietitian.

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the GHMRP failed to ensure that modified
diets were reviewed at least quarterly by a ‘
dietitian.

The findings include:

On February 18, 2009, at 8:30 AM, Residents #1
and #2 were observed in the living room. Both
individuals were of large, round stature and
appeared to be overweight. The House Manager
{HM), who arrived a few minutes later, stated that
Resident #1 had been admitted to the facility in
Septermnber 2008,

1. At 1:05 PM, review of Resident #1's most
recent Nutrition Evaluation, dated November 29,

- 2007, revealed that he had welghed 265 Ibs. at
the time of the evaluation. The evaluation

indicated & desirable weight range of 140 - 184
Ibs. and "his weight is above the heaithy weight
range.” The nufritionist (evaluation not signed)
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. ‘ earfier.

.+ weight nad been monitored since his Seplember

recommended “foods low in fat and sugar but

| high in fiber " and "nufrition counseling through
Medicaid, for weight control.” Resident #1's most !

| recent Individual Support Plan (ISP), dated March
27, 2008, included the recommendation that the

j case manager refer him for nutrition sarvices |
through the Home and Community Based

| Waiver. The resident's Health Passport,
prepared by the GHMRP after his September 20,

| 2008 admission, refiected a “regular, low fat high '
fiber" diel. There was no documentad evidence,

l however, that & nutritionist/dietitian had reviewed
Resident #1's die! since his Sepltembar 20, 2008

i date of admission.

2_ At 2:00 PM, review of Resident #2's Nutrition
Evalvation, dated September 26, 2007, revealed
that resident was recommended an 1800 calarie,

* low sodium, Bnd low fat diet Further reviaw
failed to show evidence that the
nutritionist/dietitian had reviewed Resident #2's
diet on & Quarterly basis. For exampie, the most

| racent documented nutrition review for Resident
#2 was dated February 16, 2008, one year

[ 3. At 3:30 PM. inlerview with the Registered

! Rursa and HM revealed that the facilidy had been
without 2 nutritionist They confirmed that to date,

[ nelther of the residents had received nulrition

. servicas. )

it should be r;oted that even though he was
| obese, there was no evidence that Resident #1's

' 2008 admission to the GHMRP. The GHMRP
had not instituted a weight chart in hig record.

] His Medical Evaluation, dated February 9, 2009,
did not document his body weight (the designated

| space was left blank)and his medical records did ,

1043

|
|
|
|
|
i
!,
|

2. Update for person #2 Nutrition G289
and al! other individuais residing

at this facility along with staff

training on diet recommendation

Agency has contracted with a 4-24-09
Nutrition consultant to bring
assessment and staff update on

nutrition recommendations

Lt

Person along with all other individuals will | 3-26-09
be weighed and result recorded monthly in

person medical records

|
l
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nol include any nursing reports from 2008 o
2009.

1062 3502.20 MEAL SERVICE / DINING AREAS
i Dishes and eating utensils shall be cleanad after

each meal and stored lo mainain their Ssanitary
condition.

This Statute s not met as evidenced by:

Based on observation and interview, the GHMRP
failed to ensure that claaned dishes were stored i
! to maintain their sanitary condition. - i

|

.. The finding inchides:

On February 18, 2009, at 4:59 PM, water was
observed trapped in the bottoms of 3 white ceraal |

+ bowis that were stacked in 2 kilchen cabinet i
The House Manager indicated that the bowls
ware usad on a daily basis. She further indicated
that the bowis had been waghed then placed in
the cabinet before they had fully dried. As such,
the water could not air dry, to ensure proper

| sanitation.

1082 350310 BEDROOMS AND BATHROOMS

Egch bathroom that is used by residents shall be
equipped with toilet fissue. a paper towe! and Gup
dispenser. soap for hand washing, a mirror ang

adequade fighting.

This Statute is not met as evidenced by
Based on observation and interview, the GHMRP

feiled to equip ! bathrooms ysed by residants

1043

1082

Staff will be retrained un universal 4-1-09
. precaution and proper techniques for hand
washing and dish washing including how

to store cups and bowls

hon tratron
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e

i 095

with paper towels and paper cups.,
t The findings include:

1. On February 18, 2009, at 9:28 AM. the
restroom located in Resident #4's bedroom area
was without paper towels and there was no
evicence of a paper towel dispenser. |n addition,
the paper cup dispenser was empty. At 2:30 AM,

interview with the House Manager revealed that
staff did not place paper towels and paper cups in
the bathroom because Resident #4 had stuffed
them in the toilet at times in the past. When
asked if a psychologist had evaluated this allaged
behavior, the House Manager acknowledged that
the facility was unsure of which resident had
stuffed them in the tojlet.

2. At 4:43 PM, there was no hand soap available
for use in the bathroom located on the 2nd floor.

3. At 4:51 PM, the paper cup dispenser in the

bathroom located adjacent to the first floor living
room was empty.

8504.6 HOUSEKEEPING q

Each poison and caustic agent shall be stored in
a locked cabinet and shall be out of direct reach

of each resident.

This Statute is not met as evidenced by:

Based on observation and interview, the GHMRP
: failed to store poisons and caustic agents in a
locked cabinet and/or out of direct reach of each
resident.

The finding includes:
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On February 18, 2009, at 4:50 PM, bottles of Spic At 74,.1 4/ gl
n Span, Pine Glo, Mr. Clean and other poisonous / 7.
agents were observed being stored openly on the
top shelf in the coat closet located near the main
floor bathroom. At that moment, a direct support ﬁ/u, dég,uaoéa_ u,wéﬁ ,&c
staff person walked past and informed the House 0%- z5s /f/-f-f 1
Manager that the cleaning agents were placed r &n&( AFLETL
there for use by the overnight staff. A m w4 Dt d
1138 3505.5 FIRE SAFETY 1135 Tohi Ugimela / Jcc L L
. Each GHMRP shall conduct simulated fire drills in| Qheil Con b mﬂf Zg 0 F 4
_ order to test the effectiveness of the plan at least /—Q{’p e { sd Az Latforoe.
.. four (4) times a year for each shift. " ) ,
“laeo

This Statute is not met as evidenced by:

Based on staff interview and the review of fire drill
reparts, the facility failed to hold evacuation drills
at least quarterly for each shift of personnel.

The finding includes:

| | Interview with the House Manager (HM)on
o i February 18, 2009 at 9:34 AM revealed the facility
had five shifts of direct care personnel. The
shifts were weekdays 8 AM -4 PM, 4 PM - 12
AM, 12 AM- 8 AM and on weekends 9 AM - 9 PM
and 9 PM - 8 AM.

Review of the fire drill log book from February
2008 to February 2009, revealed that the facility
b failed to hold fire evacuation drilis quarterly on all

' shifts in the first, second, third and fourth
quarters.

Review of the fire drill log book February 2008 to
February 2009, revealed that the faciiity failed to
hold fire evacuation drills from March 2008 to
May 2008 and September 2008 to November

-iealth Regulation Administraion
STATE FORM L 1SL411 If continuation sheet 7 of 47
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2008 for the 8 AM - 4 PM moming weekday shift.
Additional review of the records revealed that
there were no fire drills conducted from June
2008 to August 2008 during the 12 AM - 8 AM
overnight shifts during the week. Further
interview the HM acknowledged that fire drills
ware not conducted quarterly on each shift. At
the time of the survey, the facility failed to provide
evidence of fire drills conducted quarterly as
required.

3507.4(c) POLICIES AND PROCEDURES {

The manual shall incorparate policies and
procedures for at least the following:

(c) Health and safety, which covers fire safety
and evacuation, infection control, medication, and
procedures for ernergency and the death of a
resident;

" This Statute is not met as evidenced by:

. evidence of policies for the destruction of

Based on the review of the GHMRP's pelicies
and procedures, the GHMRP failed to provide

medications.
The finding includes:

On February 18, 2009, at approximately 10.56
AM, review of the policies and procedures
revealed no evidence of a policy on destroying
medications. At approximately 1:30 PM, the
facility's Registered Nurse (RN} confirmed that
she had not developed a policy on destroying
medications.

At approximately 5:10 PM, an expired tube of a
prescribed medication was observed.in the

drawer of Resident #4's bedroom nightstand.

1135
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| 180| 3508.1 ADMINISTRATIVE SUPPORT

The label on the tube of Mometasone Furoate
Cream USP, 0.1% indicated an expiration date of
February 22, 2008 (one year earier). The House
Manager, who was present during the
walk-through, stated that Resident #4 was to
apply it to his face in the morning. The tube,
however, remained approximately 98% full. The
HM further indicated that staff were expecied to

remind the resident to apply it. She
acknowledged that she had not verified whether
he had been using the cream as prescribed. She
remaved the tube from the drawer and said she
planned to discard it,

It should be noted that at 5:17 PM, the RN said
that all tubes of prescribed topical medications
should be stored in the locked medication closet.
She unlocked the medication closet, looked
through the baskets and other supplies for a
current tube of Mometasone Furcate Cream

USP, 0.1% then stated "l don't see it.” The RN
then presented the resident's February 2008
Medication Administration Record (MAR). The
MAR indicated that the cream should be applied
“at bedtime.” Further review of the MAR revealed
that the evening LPN had already initialed it for
that night (February 18, 2009), even though there
was no tube of (unexpired) Mometasone Furcate .
Cream on hand. The LPN's initials were present
on the MAR for every previous day in February
2008, When asked about the cream, the RN
could not verify that Resident #4 had received
staff reminders as needed (as per the HM). In
addition, she acknowledged that she had not

| inventoried medications and/or determined

" whether his Mometasone Furoate Cream was

I kept available for use daily.

|
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1180 Continued From page 9 1180
Each GHMRP shall provide adequate
administrative support to efficiently meet the

needs of the residents as required by their
Habilitation plans.

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to provide adequate administrative
support to ensure that residents' needs were met.

‘The findings include:

1. Cross-refer to 1043. The February 18, 2009

i survey findings revealed that none of the

residents with specialized diets were receiving
professional nutrition services.

2. Cross-refer to [390:2. The February 18, 2008
survey findings revealed that Resident #1 had
been without a designated dentist since he was
admitted to the GHMRP on September 20, 2008,

3. Cross-refer to 401, 1470 and 1471. There was

no evidence that the Registered Nurse provided
assessment services and administrative

| oversight as defined in her job description. The

RN reported having been hired in July 2008.
There was no evidence, however, that any of the
heaith-related deficient practicas outlined in this
report had been identified by the fagility prior to

; the survey.

) @: 509.6 PERSONNEL POLICIES

Each employee, prior to employment and

| annually thereafter, shall provide a physician' s

certification that a health ;nventory has been
performed and that the employee ' s heaith status

would allow him or her to perform the required
duties.
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This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to ensure that each employee,
prior to employment and annually thereatter,
provided evidence of a physician's certification
that documented a heaith inventory had been
performed and that the employee's heaith status
would allow him or her to perform the required
duties.

The finding includes:

Interview with the House Manager and review of
the personnel records on February 18, 2009,
beginning at 11:29 AM, revealed the following:

1. The GHMRP failed to provide evidence that
curent health certificates were on file for two of
the six direct care staff (Staffs #3 and #6).

2, The GHMRP failed to provide evidence that
current health certificates were on file for two
LPNs {Consultants #1 and #3).

3510.3 STAFF TRAINING

There shall be continuous, ongoing in-service
training programs scheduled for all personnel.

This Statute is not met as evidenced by:

Based on interview and review of staff in-service
training records and personnel files, the GHMRP
failed to provide ongoing in-service training to
ensure that staff and nurse consultants
maintained their current cardiopulmonary
resuscitation (CPR) cedifications and First Aid

(l 2227y
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The findings include:

On February 18, 2009, at approximately 10:03
AM, the House Manager (HM) was asked about
" which staff had current CPR certifications. The
- HM stated that there were some employees
whose certifications had expired. At the time,
- . there were no new CPR/First Aid training courses
: scheduled; however, she expressed interest in
making such arrangements. Further interview
revealed that the facility placed photocopies of
the CPR certification cards in each employee's
personnet file. Beginning at 11:31 AM, review of
the personnel files revealed the following:

1. There was no evidence that two of the six : 2
direct care staff (Staffs #2 and #5) had current /¢ 72 22807
CPR certifications,

2. There was no documented evidence that the
Registered Nurse had current CPR certification.

3. There was no evidence of current First Aid 2609
training for two of the six direct care staff (Staffs /r 1 g
#2 and #5).

4. There was no evidence of current First Aid
training for two LPNs (Consultants #2 and #3).

it should be noted that Staff #2 was assigned to
work the overnight shift alone. At approximately
8:30 AM, Staff #2 indicated that she had worked
in the GHMRP for "ahout one year." There was
na indication of past CPR certifications or First
Aid training documented in her personnel record.

Similarly, Staff #5 was scheduled to work alone
from 9:00 AM - 9:00 PM on Saturdays and )

2alth Regulation Administration
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Sundays. Her personnel file also did not reflect
any past CPR or First Aid training.

3/3510.4 STAFF TRAINING

Each training program agenda and record of staff
participation shall be maintained in the GHMRP
and available for review by regulatory agencies.

This Statute is not met as evidenced by:
Based on interview and review of staff {raining

- records and personnel records, the GHMRP
failed to make available agendas and signature
sheets to document staff in-service training.

The finding includes:

On February 18, 2009, the House Manager was
interviewed in the GHMRP, beginning at 8:55 AM.
She indicated that she had worked "with youth®
for the 14 years prior to her employment with
Carl's Place, which began in June 2008. At -

| approximately 9:57 AM, she stated that she had

. received training regarding-the Chapter 35
regulations that govern the operation of group
homes for persons with mental retardation and
related disabilities at the time of hire. At
approximately 10:25 AM, however, review of her
personnel file and staff in-service training records
revealed no decumented evidence of said
training.

3510.5(h) STAFF TRAINING

Each training program shall include, but not be

{2227
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| programs, practices and goals of the GHMRP as ' !‘1.51
i

1272 3513.1(c) ADMINISTRATIVE RECORDS S 1272

"'well as a review of applicable laws, regulations
and agreements important to the operation of the
GHMRP for the care and treatment of persons
with mental retardation in the District of
Columbia; and... '

This Statute is not met as evidenced by:
Based on interview and review of staff training
" records and personne! records, the GHMRP
failed to include orientation programs far new
empioyees that included a review of applicable
laws, regulations and agreements important to
the operation of the GHMRP for the care ofits
residents,

| The findings include:

{ On February 18, 2009, at 3:37 PM, interview with

; the Registered Nurse revealed that she had not

| received training on D.C. Law 2-137 or the

i Chapter 35 regulations applicable to this

. GHMRP. At approximately 10:26 AM, review of

: her persenne! file and the staff in-service training

* records revealed no evidence that she had

; received training on those statutes/regulations

i since she began emplayment with the facility in
July 2008.

" Each GHMRP shall maintain for each authorized
agency ' s inspection, at any time, the following
: administrative records. !

{c) Weekly staff schedules, including
. substitutions;

This Statute is hot met as evidenced by:
Based on interview and record review, the facility

alth Regulation Administration
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failed to maintain a weekly staff schedule, to
reflect. current employees and substitutions.

| The finding includes:

On February 18, 2009, the facility failed to provide
evidence of 2 weekly staff schedule. When
asked about a staff scheduie at approximately

. 10:02 AM, the House Manager stated that they
had one on their computer; however, their printer
e had "just died." She was, therefore, unable to
print one.

1325 3517.6(a) ADMISSION POLICIES ' @
| PROCEDURES

Each resident, prior to admission if possible or
within ten {10) days of admissicn sf}nall receive a _
health inventory, screaning and immunizations !
which may include the following and any other
tests as detemmined appropriate by the examining
physician:

(a} A complete medical history including i
vacclnation history, immune status and any

condition that may predispose the resident to
acquiring of transmitting infectious diseases;

This Statute is not met as evidenced by: : {2’ /&; .

Based on interview and record review, the L ey be{ W Y 6/( 3
GHMRP failed to ensure that prior to admission o . v AN

or within ten days of admission, Resident #1 Gl LA LU :‘ .

received a health inventory, screening and V7 4y Casc 'ﬂ/w.«vcé,?,z, Land gty

immunizations... that included the following: . -
' wed phe M’*ftﬂbﬁ. e
(@} a complete medical history including 2 . . s
vaccination histary, immune status... . et ZI'V‘['-C“' /fdl Mlﬂh
. it gt dur Ao _frioo
The finding includes: Mothins JLenesd. |
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n February 18, , at approximately 8: . , : .
the House Manager stated that Resident #1 had ; ﬁm Ll ol 2’74{3 W
been admitted to the GHMRP in September f - L i
D808, The residents racords were reviewed later vt @ leerdend? P Miydizdl il
i that day, beginning at 12:02 PM. His Individual Coppeee’ ofz Ve '!1-44‘4‘1{”"/ prhH tte
Support Plan (ISP), dated March 27, 2008 . |
o contained a Physical Examination report dated yryr /)ﬂu«w" M-f: Vé'{a»z,z_ Cre—

" July 27, 2007. Another, more recent Medical . ) .

‘ Ev;luation, dated February 9, 2009 was filed A dfld ,4/&/(_ W%AZAW

i elsewhere In his record. Neither of the two .
evaluations provided Resident #1's vaccination a _Mycuca.é il /Ag c@;a

! history or immune status, and there were no ; .

. ather documents observed in his records that 2z s SO (é TR deilf
provided this information. The resident’s record e i, _z Z , ‘["‘
reflected an admission date of September 20, Aloveclenect | oy A Secm
2008. At 3:26 PM, interview with the House o _

Manager and Registered Nurse confirmed that et gl /V waae ¥ /A1
the resident had not received a health inventory Criel Olhen fluisi M#
during his first 4+ months in the facility. They 7 '
also confimmed that his record did not reflect an &Arw-( Cae Sk 7-;,4‘42,414[
immunization or vaccination history. Madnition £ mu&%@,k;{' , .
| 326 3517.6(b) ADMISSION POLICIES @ AL ~igtieats Gl alsin rieeld
- | PROCEDURES Wik e Gellunal by 44
E3 Aforl G afiiin Ghlincercin
Each resident, prior to admission if possible or Coriliniecl. Aicanm Ciaz P - 3.2%- 9
within ten (10) days of admission shall receive a ' ‘%""-’19«_ /3
health inventory, screening and immunizations _
which may include the following and any other
tests as determined appropriate by the examining
physician:
(b) Determination of the Hepatitis B antigen and
antibody status of each resident to acquiring or
fransmitting infectious diseases;
This Statute is not met as evidenced by:
Based on interview and record review, the
GHMRP failed to ensure that prior to admission
or within ten days of admission, each resident
lealth Regulation Administration
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1326

1327

received a health inventory, sceening and
immunizations including a determiniatin of their
Hepatitis B antigen and antibody status, for one
of the four residents included in the sample.
(Resident #1)

The finding includes:

Cross-refer to 1325, Resident #1 did not receive
a complete health inventory until more than 4
months had passed after his admission. Review
of the resident's July 27, 2007 and February 9,
2009 medical evaluations revealed no evidence
that the resident's Hepatitis B status had been
assessed. At 3:26 PM, interview with the House
Manager and Registered Nurse confirmed that
the resident's Hepatitis B status had not been
assessed.

PROCEDURES

Each resident, prior to admission if possible or
within ten (10) days of admission shall receive a
health inventory, screening and immunizations

; which may include the following and any other

: tests as determined appropriate by the examining

! physician:

{c} Tuberculosis screening; and. ..

This Statute is not met as evidenced by:
Based on interview and record review, the
GHMRP failed to ensure that prior to admission

. or within ten days of admissfon, each resident

i received a health inventory, sceening and
immunizations including Tuberculosis screening,
for one of the four residents included in the
sample. (Resident #1)

3517.6(c) ADMISSION POLICIES @

Continued From page 16 (@ ¢ ovilivpece
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| 3305

. Based on cbservation, interview and record

- sufficient information concerning Resident #1's

' The findings include:

' evaluation on February 9, 2009. A moment |ater,

Continued Frem page 17
The finding includes:

Cross-refer to 1325. Resident #1's record
documented that he began residing in the
GHMRP on September 20, 2008. At the time of
admission, his record did not reflect a recent
(within 12 months) PPDtuberculin test, At 3:26
PM, interview with the House Manager and RN
confirmed that more than 4 months passed
before a physician performed a tuberculosis
screening, on February 9, 2008, [Note: On
February 11, 2008, a facility nurse documented a
"negative” reading in the resident's record.}

3517.8 ADMISSION POLICIES PROCEDURES

Each GHMRP shall secure a physician ' s written
report of the health inventory, which shall provide
sufficient information concerning the resident ' s
heaith including treatment, special diet, or
medication orders to enable the GHMRP to
provide appropriate services.

This Statute is not met as evidenced by;

review, the facility failed to secure a physician's
written report of a heaith inventory that provided

health needs.

On February 18, 2009, at 8:30 AM, Resident #1.
was observed in the living room. He appeared to
be overweight. At 10:05 AM, interview with the
House Manager (HM) revealed that Resident #1
had recently started taking Seroquel, after having
been assessed by a psychialrist The HM also
stated that the resident had received a physical

327
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E review of the resident's medical records revealed
the fallowing:
il.dB%vie\:vsof the !{%slide?lt‘sspl;e:ltth :idsspc;‘rtzaTnd “he Chavge Aure [ &Wf 4-30-5F
ndividual Support Plan , dated March 27, Y 4 o ‘
* . 2008, revealed that his known diagnoses dogrelinadion. and /" M et
| il cbesty. s e o copus Gt werk ome R of He
;LT . i SIS, sis of ¢ o 4s -
/ callosumn and schizophrenia. A consultation form HLM 7 “"“f"”{‘ ,FESE gl
- found elsewhere in his medical chart documented ; o ; g b fa—
that on January 23, 2009, a psychiatrist | Gt cliagpiogs« e
diagnosed “poor impulse control” and prescribed grrl el b clomit, it ”W_
Seroquel 200 mg twice daily “for agitation." o L. olit
T Review of the February 8, 2009 physical Lo &e""’L vl Lv-ﬁﬂ(g
R evaluation, however, revealed that it falled to gjz -cu‘-c)‘tguf Lo Mook
i reflect any Axis | diagnosis (either izophrenia - » CLE. A~
or poor impurse control). CL(?':“ b U’:’u Mf Lo
M p 1 tle I
2. The February 9, 2009 physical evaluation ' . » 4
failed 1o include the newly-prescribed Seroguel in e packer Z Ak L‘
the listing of current medications. ﬂ-,f, AL ArL N Y/ e
3. The February 9, 2009 physical evaluation W 6lha Nrwz"t/w-t &
failed to refiect his diagnosis of allergic rhinitis, - T £ )
diagnosed in the gast. JW:@&M : _¢Zf.4, 2
Murse N2 4 Aesel Lhes
4. A consultation form in his medical record il S0 av ' A4
: : avel Hm Alihs
indicated that on December 2, 2008, a 4 N .
neurologist determined that Resident #1 was D6 /PZ&M Ll e Ut
. ; | altergic to the medication "Tapamax (causes : ‘.
7 | hallucinations).” Review of the February 9, 2009 Aot
- physical evaluation, however, revealed that the
¢, | physician had placed a check mark indicating
2 | "None" for known "Allergies/Drug or Food.”
' & n addition, the physician had left blank the
space on the February 8, 2009 physical
evaluation designated for recording the resident's
weight. The physician had. however, written
*obese" under the resident's General
Health Regutation Administration ‘
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Appearance. There was no evidence that the 4

resident was weighed by his physician during the ! 3?)0
physical evaluation. Further review of the
resident's medical chart also failed to show
evidence that he had been weighed by a nurse or
other facility staff since he was admitted more
than 4 months earier.

At approximately 3:30 PM, the HM and RN were
asked about the February 9, 2009 physical
evaluation and how the GHMRP had facilitated
the process. The HM said she had forwarded
' Resident #1's Health Passport via facsimile to the
physician's office prior to the February 9, 2008
" evaluation, as per the physician's request. The
RN indicated that she had not been involved in
.. the process. Further interview revealed that the
' HM had not sent other medical records fo the
physician. A second review of Resident#1's
Health Passport revealed that the RN had !
updated it on February 8, 2009. However, the. : !
Health Passport did not reflect the most recent - ‘
clinical findings, such as the December 2, 2008
neurological evaluation a2l the Januayy 23, 200:
psychiatric evaluation.

1372 3519.3 EMERGENCIES : 1372

i Each GHMRP shall post by 2ach teleshone
emergency numbers, which inciude at least fire
and rescue squads, the local police department,
each resident ' s physician, and the agency's
an-duty administrator.

This Statute is not met as evidenced by:

Based on observation and interview, the GHMRP
failed to post by each telephone emergency
numbers, which include at least fire and rescue
squads, the local police department, each
resident's physician, and the agency's an-duty

salth Regulation Administration .
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The finding includes:

On February 18, 2009, at approximately 5:03 PM,
there was no list of emergency contact numbers
posted near the telephone located at the staff
desk in the foyer. The House Manager, who was
present during the environmental walk-through,
acknowledged that there was no list posted. She
stated that in the past, they had posted a list.
However, the list included her phone number and
| that of the agency's administrator. One of the
residents reportedly called their telephone
numbers repeatedly, so they had removed the list
in response. :

This is a repeat deficiency.

Previously, the November 1, 2007 licensure
deficiency report included the following: On
November 1, 2007, the GHMRP did not have

: posted near the telephone, emergency numbers,

to include W
department, the résident's ary care physician
1390

riorthe on-duty @dministrator.
M

3520.1 PROFESSION SERVICES: GENERAL
FROVISIONS

S

Each resident of a GHMRP, regardless of his or
her age or degree of disability, shall receive the
professional services required to meet his or her
needs as identified in his or her individual

- habilitation pian in accordance with the current “
Outcome Performance Measures * from the *
Council on Quality and Leadership in Support for
People With Disabilities " (Council) and to the

1390 )
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Law 2-137, as amended. 70 ; ,1"" 'ﬁw&ﬁ( A
&’L‘L [/{r‘f)"f/k{f 7 XN z‘d.f 2 'TL

| This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to ensure residents received
professional services in accordance to their

‘*}9“/‘201 AR 5&'241?/7:/51&
Sty 4 Altd 3¢ G

b

needs as identified in the Individual Support Plan,
for one of the three residents in the sample.
(Resident #1)

20 G697 .
asof G LAY e it 4o b
dave m;WzW o £bas— !t

The findings include: Werthows, il Zhe phorilen
“ 1. The GHMRP failad to ensure Resident #1 ’fg‘v '075‘&;?( e A deiip L
received timely evaluation by a psychologist Wl fomnen "Z{’ -

and/or development of a behavior support plan, Mﬁé&uﬁw{ .///14»&'&- a._;lé‘jﬂ' al

as follows: ,

On February 18, 2009, at approximately 10:05 |
AM interview with the House Manager revealed |
that Resident #1 had been assessed recently by

a psychiatrist, who prescribe Seroque! “for
agitation." The resident's cu?r\eﬁlﬁéa'i?:ation
regimen also included Risperdal.

Beginning at 12:05 PM, review of Resident #1's - |
Individual Support Plan (ISP}, dated March 27. ‘
2008, revealed that he was living with family at
the time. He was prescribed Zoloft for the
gatmenﬁMen
diagnosed With undifferentiated schizophrenia in
' 2005 for which he was prescribed Gegdon. Ina

Psychological Assessment dated November 29,
2007, a psychologist had recommended that he

i receive “an updated%%ghgjwm&a%s_e;smaﬂl
] _withic one year," The ISP included the following:

“<residents name> is not currently working with a
behavior support plan, althcugh there is a history
of behavioral concerns including tantrums, low
frustration tolerance and property destruction.”
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The resident's case manager was to "submit a 2( ¢ / A

. referral for crisis prevention through the Home
and Community Based Walver."

P At approximately 2:00 PM, further review of
o Resident #1's record revealed that he was not
A re-assessed by a psychologist within one year of
the November 2007 assessment. An
authorization letter from Medicaid, dated May 20,
2008, identified a provider by name for
ostic Agsessment to determine the ne

" foliow-up services" however, he
assessed until December 29, 2008, which was 3
manths after his Septermber 20, 2008 admission
to the facility. The psychologist recommended
develapment of a behavior support plan (BSP).

. as Resident #1 was taking psychotropic

medications to manage behaviors. To date, ‘ B W‘%;ﬂ"( %L&m \,‘p«ﬂ-{)ﬂ-

however, the resident remained without a BSP.

) _ It Ganed 2R
2. The GHMRP failed to ensure timely dental |
evaluation and treatment, as follows: | A
f o On February 18, 2002, beginning at 12:05 PM, : A
F review of Resident #1's ISP, dated March 27, | Paenil Ew“i olene |3-27-09
1 2008, revealed that he had received a dental Gk
evaluation on November 29, 2007, The dentist - i Y-3-0.9

found gingivitis and decay in Tooth #18. The ISP
included the recommendation that he receive
"comprehensive dental treatment... including
preventive care scheduled every 6 months..."
The resident's record, however, failed to show
evidence of any dental visits or treatments since
November 2007. At 3:28 PM, interview with the
House Manager and Registered Nurse confirmed
that the resident had not been seen by a dentist
The House Manager stated that she had "to find
him a dentist," as the dentist serving the other 4

. residents reportedly was "not accepting new

Health Regulation Administration
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| Medicaid"” patients. The RN indicated that to i %M W 57(, W‘uf

date, she had not been involved in the process. :
Lo p ol dej .

it should be noted that Resident #1 was admitted -
to the GHMRP on September 20, 2008, more "//,ﬁz, W d“""’l‘ém w1
than 4 months before the survey. ﬂ"“l':"“/ v (i/iudc il l
uk It should be further noted that the facility's the siuAre Do M-u\, p
Policies and Procedures on Securing Medical S :
and Dental Care" included the following: N pld gt A e ,&c-/m(

"Recommendations for general care, specialty . .
care, and medical follow-up will be carried out by The m;wf _ﬂm tetdd

the <facility’s> nurse within the time frame

prescribed by the ... specialist... Preventive dental | bemie AALIA Mc Woé—
care consisting of at least two annual visits and . . v , P

tactile evaluations... A treatment plan is to be . }(’C"'/ ("‘{"’“{{( Ape e LLQ‘;’(’
generated that outlines specific dental needs... 7 our- g S -
The Nurse will... conduct periodic audits in st "'é'm /&

tracking appointments, timeliness of service, dg,,,faé 17?&.,;{_,_. .

| follow-up visits, consistency, treatment delivery

' and documentation of data pertaining to... key
elements that impact the person's habilitation as
specified in the ISP" and "quality service delivery

" in medical and dental components through

treatment plans.”

1 392 3520.2(b) PROFESSION SERVICES: GENERAL | 1302
PROVISIONS

Each GHMRP shall have avaitable qualified
professional staff to carry out and monitor

" necessary professional interventions, in
accordance with the goals and objectives of every
_individual habilitation pian, as determined 1o be
necessary by the interdiscipfinary team The
professional services may include, but not be
limited to, those services provided by individuals
trained, qualified, and icensed as required by
District of Columbia law in the following
disciplines or areas of services:
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- Continued #¥rom page 24 1392

]
' {b) Dentisiry. !

’ This Staiute is not met as evidenced by
Based on record review and interview, the

i GHMREP failed b ensure access 1o a dentist ang

I o demal evaluations end treatment as deemed

' necessary by the interdisciplinary team, for sne of
the three residents in the sample. (Residant #1)

I The finding includes.

, Cross-refer to0 1380.2. On February 18, 2009, at -
approximately 8:40 AM. intarviow with the House
Manager reveaied that Resident #1 was admitted
to the facility on September 20 2008 Faview of
Resident #1's records confirmed the admission
date. The record also revealed no evidence that

i he had been referred to a denlist since he came
[ to this GHMRP. Al3:20 PM. further interview

with the House Manager and Registered Nurse

, deotal services sinte November 2067, in

aadition. they indicated that to date, no dentist

confirmed that the resident had not received |
l
had been identified to provide Resident #1's care |

3520.2(d) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have available qualified i
professional siafl to carry out and menitor
necessary professional intarvenlions, in
accordance with the goals and objectives of svery
individual habilitation plan, as determned to be
necessasy by the intardiscipiinary team The
professional services may include. byt not be

! 394

I

limited lo, those services provided by individuals |
trained, qualified, end licensed as required by
District of Columbla law in the following
disciplines or aress of services.

Dental appointmeat scheduted 3-27409

+ ——

3
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II {¢) Nutrition:

. Based on record review and interview. the
" GHMRP failed to ensure access tc a

| nubitionist/dietiban as deemed necessary by the
| interdisciplnary team, for two of the three
residents in the sample. {Residents #} and 2

- i

j The findings inchide:

' Cross-refer 101043 On February 18, 2009, at

| 8:30 AM, Residents #1 and #2 were observed in

. . the living room. Bath individuals were of large, e
~° ! round stalure and appeared io be overweight ! -
"7 | The survey revesled, however, that neilter |
| resident had access to a licensed |
|
|

|

|'

l

l

| This Statuta is not met as evidenced by: ||
|I

i

{

|

I

|

niztrtiomist/dietitian for evaluation ang nutrition
| counsaling.
H

. 1. On February 18, 2000, af approximalely 8-4¢

| AM_ interview wath the House Manager (HV) |

| revealed that Resident #1 was admitted to the |

| faciity on September 20, 2008. Review of { |
Resident #1's records fater that day confirmed the '

I admission date, At1:05 PM, review of Resident

| #1's most recent Nulrition Evalugtion. daied

i November 29, 2007, revea'ed that he hag :

| weighed 265 Ibs at the tme of the evaiuation |

[ | The evaluation indicated a desirable weight range ,

of 740 - 184 (bs. and “his weight is above the

| heaithy weight range * The record also revealed

| meviuqmcthntrmhadbeenmessedbya
nutriionst/dietitan since he came to this

| GHMRS,

I 2. At 2:00 PM. review of Resident #2's
| most-recent Nutrition Evaluation, dated
._LSaplember 26, 2007 revealed that the resident

Hes{ih Regulsuon Adminmiravon ]
STATE FORM ) : b 151411 N convtuation sheet 26 ot a7

Nutritionist has been contracted and 4-15409
assessrents and training are scheduled

Il
| |
i l
| |
|
| J'

H




03/16/2008 t9.36 Fan 202 447 3430

= Health Regulaton Administration

HEALTH REGULATIGN ADWIN

@ 032/052

PRINTED: 03/16/2008
FORM aPPROVED

STATEMENT OF DHFICIENCIES X1) PROVIOFRSUPPLIER/CLIA X2; ML DPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION x4 IDENTIICATION HUNBES: 1A2; MJLTIPLE GONSTRY COMPLETED
M A BUILDIMG
B WG
HFD12-0040 ) 02/18/2009
NAME OF PHOVIOER OR SUPPLIER STREEY ADDRESS. CITY, STATE. ZIP CODE
404 NEWCOMB 8T, SE
CARLS PLACE WASHINGTON, DC 20032
%4 10 ‘ SUMMARY STATEMENT OF DEFICIENCIES ) [[s] i PROVIDER'S PLAN OF CORRECTION | (ng)
PREFIX (LACH DEFICIENCY MUST BE PRECEOED BY PULL PREFX {EACIF CORREC TIVE AC NION SHOULD B8 COMPLETF
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROUHIATE DATE
DEFICIENCY)

i 394[ Continued From page 26 )

had a recommended 1800 calorie, low sodium
and low fat diet. Further review failed to show

l evidence that the nutrifionist/dietitian had

i reviewed Resident #2's diet on a quarterly hasie
For example, the most recent nutrition review for

| Resident #2 was documented on February 16,

I 2008, a yeat priot to this survey

At approximately 3:30 PM, further interview with
| the HM and Registered Nurse confirmed that the
+ GHMRP dig nol currently have a consultant
agreement with a nutritionist/dietitian
!
1401 3520.3 PROFESSION SERVICES:
I PROVISIONS B

LI

Professional seevices shall inctude bath dagnosis |
' and evalustion, ncluding identification of
developmeontal levels and needs. treatment
se@rvices, and sérvices designed o prevent
deterioration or further loss ef functior by the:
resident. I

This Statute is not met as evidenced by
Based on interview and record review. the
| GHMRP fafled to provide professional reatment
services and services designed fo prevent
. deterioration or further loss af function, fot fwo of
] the thrae residents in the sample (Residents #1
and #2) _

I The findngs include.

| 1. The Registered Nurse (RN) tailed to ensure |
thet Resident #2's psychiatrist was made aware
of the neurvlogisi’s recommendations as

I evidericed below

Review of Residen! #2's physician orders (PGS} |
dated January, 2009 on February 18. 2009 at

——

394

' GENERAL (401

—— i in e,
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r i tl1§0?3M led Resident #2 (00 | Zhe puree ol A 104
approximately 1: revealed Residen was ) - )
' prescribed Trileptal 600 mg twice a day for /t-wﬁmw"(b %04_ ;LL?./ AL
seizures. Review of the Neurologist consultant f d- p /tzc:e .- ;
L all.

report dated May 5, 2008 at approximately 1:45

PM, revealed Resident #2 was seen at the A«‘-& p W
it AT

Epilepsy Clinic for his initial clinic visit. The

i impressions/findings revealed the following: Wtw Lo 7 ,
7 .

o a. "I [Neurologist] agreed that it could be W
: worthwhile to see if Resident #2 would do wellin

W
terms of his seizure control off the Trileptal. If the W W @ﬁ“ﬁ Mu_{

psychiatrist does not feel he needs to be on the o

Trileptal, they could taper off the Trileptal by 300 e NiAde -
mg every week, so that after four weeks, he 1 ;
would be off Trileptal.” Interview with the RN on TAr dfw/tﬁ,l Ndhae BV
February 18, 2009, at approximately 5:40 PM, < _,ﬁu_ . (//

- revealed that she was unsure if follow-up had e /U—Wb&”z‘*
occurred with the psychiatrist. The RN stated % 2l
that she would have to refer to the House \fb"\ w Mw dﬂfé
Manager (HM) for further information. 6»/’ ;‘»%, /fi;é,(,dé;

Review of the RN's job description earlier that
day, at 11:29 AM, revealed one the following
duties and responsibilities: " The staff nurse must
E be continually aware of the health of each

. individual and communicate concerns to the
Primary Care Physician {(PCP).” There was no
evidence that Resident #2's PCP and/or
psychiatrist were made aware of the neurologist's
\ recommendations,

o
e

b. "I [Neurclogist] would fike the GHRMP to get
an EEG before they do the taper off of the
Trileptal, as this can be informative in terms of
recurrence risks." interview with the GHMRP's
RN on February 18, 2009, at approximately 5:41
PM, revealed that she was unsure if the
psychiatrist was made aware of the
recommendation for Resident #2 to have an

3 EEG completed. The RN stated that the HM
might have further information. There was no 1
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3 evidence that Resident #2's psychiatrist and/or
i , PCP was aware of the neurclogist's

| recormmendation for an EEG

]

¢. "He [Residemnt #2] should be on 1200 (o 1500
mg of caicium.., and... 200 infernational units of
vitamin ) per day.” Inlerview with the RN on
Fabruary 18, 2009 at approximately 5.42 PM,
i revealed that she was unsure if the psychiatrist
| was made awara that Resident #2 should be
prescrided 1200 o 1500 mg of calcium per day.
The RN staled that the HM mignht have further
information. There was no evidence that
Resident #2's psychiatrist and/or PCP was aware
of the neuralogist's recommendation for calcium
, and Vitemin D suppiements. -

_
.

' d. "He [Resikdent #2] should have a Dexa-scan to
check his bone density since he had been on
Tritepts! for decades.” Interview with the RN on
February 18, 2008 at approximataly 5:44 PM,
ravealed that she was unsure if the psychiatrist
was made aware of the recommendation for
Remdent #2 to have a Dexa-scan completed
Again, the RN referred this surveyor to the KM for

» further ifformation. Thare was no evidenca that
Rasidont #2's psychiatrist and/or PCP were
aware of the neurologist's recemmiendation for a

| bore density study.

Interview with the HM on February 18, 2069, at
I approximately 540 PM. revealed thal Resident
#2 had not been saen by his psychiatrist since
the May 21, 2008 neurciogy visit Further
{ interview with the MM revealed that the
‘ psychiatrist was not aware of the neuroiogists
afgrementioned racommendations. The HM
stated thet Reskiont #2 was scheduled to sae his
l psychiatrist on March 5, 2009,

¥ i

4071

[

¢ MNurse will assure PCP and
psychiatrist are aware of
neurologist recommendation for
caleium

d.  Nurse will follow up with 5-1-09
neurologist recommendation for

bone density study

i,
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2. Review of Resident #2's Physician's QOrders
(POs) on February 18, 2009 at approximately
290 PM, revealed the resident was prescribed
Seroquel XR 200 mg for psychosis and Trileptal
600 mg for seizures. Further review of the POs
! revealed orders for Prolactin levels every three
(3} months. Review of Resident #2's labs, at
approximately 2:30 PM, revealed the only fabs in
the record were dated August 20, 2008. Thelabs
© did not address Prolactin levels. When
interviewed at approximately 5:58 PM, the RN
acknowledged that labs had not been done every
three months as recommended.

4. On February 18, 2009, beginning at 12:02 PM,
review of Resident #1's records revealed no

, documented evidence that either the RN or an
LPN had performed a physical assessment of the
resident, since he was admitted to the GHMRP
on September 20, 2008. At approximately 3:27
PM. the RN acknowledged that she had not
assessed the resident. She further indicated fhat
she did not know whether an LPN had assessad
tirn. No additional infformat.on was presen:i
before the survey ended at6:40 PM that evening. i

4. On February 18, 2009, beginning at 12:02 PM, !
review of Resident #1's records revealed @ '
sre-admission physical evaluation *hat he had
received at a hospital clinic on July 7, 200y,

The evaluation report was inciuded in his March
27. 2008 Individual Support Plan (ISP}, which
was provided to the GHMRP at the time he was
admitted an September 20, 2008. There was no
documented evidence that his former PCP had
performed a more recent physical assessment
prior to his September 2008 admission. Resident
#1's records reflected a February 9, 2008
physical evaluation, however, there was no

1401

evidence that this physician had seen the

R
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resident between September 20, 2008 and 7
February 9, 2009. Beginning at 3:26 PM, /\S/

interview with the RN and the HM confirmed that
the resident had been without a PGP for over 4
months. The HM indicated that she had arranged
. for the February 9, 2009 physical in preparation
N for an upcoming 1SP meeting. There was no

) evidence that the GHMRP obtained a current

- health inventory upon Resident #1's-adipission,
as required in 22 DCMIR 3517 6.

5. Cross-refer to 1390.2. The RN failed to ensure
_that Resident #1 received timely dentai services
- (i.e. evaluation and treatment). The resident had
been without a designated dentist since his
September 20, 2008 date of admission. At 3:28
PM, interview with the RN and HM indicated that
the nurse had not been engaged in the process
of identifying a dentist who was willing to accept
Resident #1 as a new patient. l

6. Cross-refer to 1325, 1326, 1327 and 1330. The
RN had signed Resident#1's Health Passport cn | |
February 8, 2009. The Health Passpori, ; .f ‘
L however, failed to reflect the findings of his most l
s recent professional consultations. For example,
the resident had been seen by a neurclogist on I
December 2, 2008. The neurologist's finding that
the resident was allergic to Topamax was not ,
| reflected on the Health Passport or on the
. physical evaluation performed by his new PCP on
February 9, 2009. Similarly, the resident had
been evaluated by a psychiatrist on January 23,
2009, at which time he was diagnosed with “poor
impulse control” and a new medication {Seroguel}
was added to his regimen. The new diagnosis
and medication were not reflected on the Health
Passport or on the physical evaluation performed
j by his new PCP on February 8, 2009. At
3 i approximately 3:30 PM, the HM said she had

Eeallh Regulation Adrainistration
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faxed Resident #1's health passport to the
physician prior to the February 8, 2009
evaluation. She also stated that no other medical

, records had been forwarded fo the PCP. The RN
indicated that she had not bean involved in the

process.

7. Cross-refer to 1165. The only tube of
Mometasone Furoate Cream USP 0.1%
observed in the GHMRF on February 18, 2009
had a label indicating that it had expired 12
months earlier (February 22, 2008). The tube
was approximately 98% fuil, with only two
faint/minor indentations cbserved on its sides.
The HM indicated that staff were expected to
remind the resident to apply it She
acknowiedged that she had not verified whether
the resident had been using the cream as
prescribed. At 5:17 PM, the RN said that all

tubes of prescribed topical medications should be |
- stored in the locked medication closet. She

unlacked the medication closet, looked through
the baskets and other supplies for a current tube
of Mometasone Furoate Cream USSP, 0.1% ~hen
stated "l don't see it.” The RN then presented the
resident’s February 2008 Medication
Administration Record (MAR). The MAR

; indicated that the cream should be applied "at

bedtime.” Further review of the MAR revealed
that the evening LPN had already initialed it for
that night {(February 18, 2009}, even though there
was no be of (current) Mometasone Furoate
Cream found in the facility. The LPN's initials
were present on the MAR for every previous day
in February 2009. When asked about the cream,

! the RN could not verify that Resident #4 had

received staff reminders as needed (as per the
HM). 1a addition, she acknowledged that she had
not inventoried medications andfor datermined

l whether his Mometasone Furoate Cream was

(evitinuid fremdtge
A8
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kept available for use daily. It should be noted
that earlier that day, at approximately 1:30 PM,
the RN had confirmed that the GHMRP was
without a written policy on the destruction of
expired medications. There was no evidence of
RN oversight in accordance with her job
description.

4520.13 PROFESSION SERVICES: GENERAL
PROVISIONS

If a resident evidences the need for a
professional service for which arrangements do
not exist, the GHMRP shall have fourteen (14)
days to show evidence of arrangements for
provision of the professional service, except that
in life threatening situations, arrangements must
be made immediately.

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to make arrangements with a

' dent'st to ensure the provision of dental services

for Resident #1.
The finding includes:

Cross-refer to 1390.2. On February 18, 2008, at

approximately 8:40 AM, interview with the House |

Manager (HM) revealed that Resident #1 was

. admitted to the facility on September 20, 2008.

According to a November 29, 2007 dental
assessment, the resident had gingivitis and decay
in Tooth #18. The resident's March 27, 2008
Individual Support Plan recommended dental
evaluation and treatment twice yearly. There was
no documented evidence, however, that he had
been referred to a dentist since he came to this

, GHMRP more than 4 months earfier. At 3:29 PM,
| further interview with the HM and Registered

1401 (‘,&pﬂi@bwit/ _ ?%%L N
et
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, Nurse confirmeq thai he hag been withaui and
i remained without. 5 dentist

MZﬂi 35211 HABILITATION AND TRAINING

| Each GHMRP shall provide habilitation and
training to ils residents to enable them to acquire
| and mamiain those life skilts needad to cope
|m0taeﬂecﬂveh;wimmedemandsofmelr |
environments and 1o achieve their optimum lovels |
| ©f physical. mental and socia! functianing |
|
|
|

| This Statute is nol met as evidenced by:

. Based on observation. resident and staf
' Vinterviews, and record review, the facility failed to
l_ ensure that the GHMRF provided habilitation and |
training to Rasident #1 1o enable him to scquire |
1 and mairtain those life siills needed to cope !
[ more effectivaly with the demands of his i
environments and to achieve his optimum levels |
1 of physical. mental and soctat functicning ;

i The finding includes |

' On Fetruary 18, 2009, at approximately 8:40 &M,
| the House Manager stated that Resident #1 hac
been admitted ta the GHMRE in Septermnber :
| 2008. The resident's records were reviewed fater |
I that day. beginning at 12:02 PM. Mis Individual |
Support Plan (ISP), dated Merch 27, 2008, had
' been developad prior to his admission o the
. GHMRP. The ISP did not include any training
| goals or objectives. At 2:04 PM, the facilty's
Program Consuitant stated thal there had besn
' no interdisciptinary team meetings convened
. since Reskiont #1's September 20, 2008
| admission, to detsrmine what goals Bnd
f objectives might be appropriate to meet his
; habilitation and training neads in the GHMRF
; The Program Consultant acknowledged that the

1412

|
l
l
|
|
|
]
|
|
|
|
|
i
|
|

Person ISP is 3-27-00 new goals 3-30-09
implemented after this meeting
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1428 Continued From page 34

. regident remained without any formal training
programs, outside of the habiitation day piogram :
that the resident attended on weekdavs.

NAME OF PROVIDER OR SUPPLIER

1420

1422 3521.3 HABILITATION AND TRAINING | 422

! Each GHMRP chall provide habilitation, training
! and assisiance 1o residents in accordance with
‘ the resident * s Individual Habilitation Plan,

This Statute is not met as evidenced by.
Based on interview and record review, the
GHMREP falled to ensure that each resident
recelved training and assistance in actordance
with the individual Support Plan (IGF)
recommendationt for one of the three residents
in the sample. (Regident #2) ;

The finding includes:

The faciity fa:ded to develop a seitmedication
. program objective as identiffed ir Resident #7 s
i ISF,

‘ On February 18, 2009, at 2:32 PM, review of i icati
Resident #2's ISP, dated Novembsr 10, 2008, S avacweop sclfmedication | 4209
revealed a section called "Restoring )
Independence”. Under this saction, "! was ;
" suggested that 2 pian be put into place to help
Resident #2 learn now {0 give himself
medicalions.” interview with the GHRMP's ;
{ Registered Nurse (RN), at 2pproximalely 555 |

PM. revealed that Resident #2 did not heve a
seit-medication program

b 1455 3521.10{a) HABILITATION AND TRAINING - | 1455

. Each GHMRP shall develop an activity scheduie
I for each resident that includes the following J

f
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455} Continued From page 35

| unless contraindicated by the resident &
« individual Habilitation Plan.

| {a) Structured activiies including the weekends .
1. | and holidays, :

! This Statute is not met as evidenced by.

| Based on opservation, interview and record
| review, the GHMRP failed to develop an activity

g schedule for one of the three resigants in the |
| sample (Resident #1}

| The finding includes:

| On February 18, 2009, at approximataly 8:40 An.
the Howuse Manager siated that Resicent #1 hag

| been acmitted 1o the GHMRP i September

| 2008. The resident's records were reviewed later ’
that day. beginning at 12,02 PM. His Individual i

| Suppoct Pran (15P), deted Morch 27. 2008, hat |

| been geveloped prior o his admission o the
GHMRP and therefore, did not inchude an ackwity

I schedule Further review of the resigenlt's

| Yecords failed to show evidence of an aclivity
schedule, At 12:05 PM ihe facility's Program |

| Consukant scknowledged that the GHMRF had |

| not developed an activity schedule for Resident
I #1 t0 meet the requisements of 22 DCMR
|

3521 11
' ‘This s 2 repeat deficiency
i . .

| Previously, the December 8. 2006 licensure
| geficiency report inchued the following:

[ { On December 8, 2006, Resident #1 was horme
i due to having a medical appointment. The client
| was cbgerved in his room mast of the day He

I 455

|
[
[
r,
|z
i
|
|
|
l
l
|
|
|

09 formal
ited after this

3-30-9

|
|
|
|
|
|
|
|
|
|
|
|
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. caene out 10 the living roum area where the |
| surveyor was. The staff was upstairs In anctaer ' [
4 | area of the facikity
| vhen asked what types of activities the Resident I l
| #1 participates n at the facility when he is nol al :
his day placerment, the UMRP had no answsr o I
| the question. When asked for the activity t
| schedule, none was produced.
! i should be noted that this is a repeat deficiency |
| from the Decembe: 2005 survey .
meai' 3521.1% HABILITATION AND TRAINING 1458
| Each resident ' s activity schedule shafl be
{ | daity.

! This Statute is not met as evidenced by:

| Based on observation and record review, the
GHMRPF fased ic establish an aotivity schedhic

! and to make i vallable t© direct care sia® for | |

| one of the three residents s the samgplc i j
{Resident #1}

|

I

l

I

i

availabe to direct care staff and be cared out O
i
. | The finding inchudes |

Person 18P 5 3-27-09 formal ’

scheduie impiemented after this

meeting

! Cross-refer ta 455 To date there was ro P23
eviderce that the GHMRP had deveiopad an
’l activily schedule for Resident #4 since hiz

admission (o ihe facility on September 20, 2008

§——— s ——

| This is a repeat deficiency
I

- FERRABTOR s oA A BTV 4SS AT T T AT orrtr

t
| Previously, the November 14, 2007 licensyre _
[ deficiency report inciuded tne fotiowing: ]

- {
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There was no evidence that Resident #2 had an
activity schedule. On November 1, 2007 at 8:40
AM, the resident was observed fo leave the
facility with a transportation driver. Interview with
the resident on November 1, 2007 at
approximately 4:30 PM indicated that she was
going to the club this evening. Review of the
community outing log revealed no evidence that
the client attended the outing to the ciub.
(T470)}3522.1 MEDICATIONS 1470 020
Drugs shall be administered as set forth in the

User Of Trained Employees to Administer
Medications to Persons of Mental Retardation or
Other Developmental Disabilities Act of 1984,
D.C. Code, sec. 21-1201 et seq.

This Statute is not met as evidenced by
Based on observalion, interview, and record
review, the GHMRP failed to ensure that licensed
f or trained staff administered medications, for five
of the five resident of the facllity. (Residents #1,
#2, #3, #4 and #5)

‘. The findings include:

1. On February 18, 2009, at approximately 2:30
PM, a man entered the facility, retrieved cups

' from a kitchen cabinet and interacted with the
House Manager (HM) and the Reglstered Nurse
(RN} in the living room. He stayed in the facility
only a short while before departing, without
introduction to the surveyors working in the dining
room. At approximately 3:48 PM, when asked if
the man seen earlier had been the evening
Licensed Practical Nurse (LPN}, the HM replied
"Yes. He wrote in the boak, but he didn't
administer medications because the client's
weren't home."

SUtf wins amforl Aot
' el Gnel Absid s
Lowded Ao G pdodie |
,4444.&/2/ 7/ ‘ZA-:?# el
\?ﬁ{—uwf‘ Ko e ploce
C/ic« 7:44.? loiik Libdg
-a:zfﬁww(/ :—&M ' /{7{?
12277774 /&Z-:Lc— _,Z&-r_,c-f
76—54‘/ 74 he ;‘.’Eo/
Ol itec 7{%&«&( i
T e Thmi-.

/&'. 'é‘;jj ;Z;_’, Gé-é i

e RNyt Aathil 2RV

—

Health Reguiation Administration
STATE FORM

n

R i s s s

a8ee

1SL411 If continuallon sheet 38 of 47



Apr 13 02 04:12p

p.3J

PRINTEC: 03/16/2009
FORNM APPRCVED

Health Regulation Administration

STATEMENT OF DEFICIENCIES

1
WND PLAN OF CORRECTION o

PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTICN {¥3) DATE SURVEY
IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
HFD12-0040 02/18/2009

NAME OF PROVIDER OR SUPPLIER

CARLS PLACE

STREET ADDRESS, CITY, STATE. ZiP CODE

404 NEWCOMB ST, SE
WASHINGTON, DC 20032

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION iX5)
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS'REFERESES% ]TE% {1:-3:}5 APPROPRIATE JATE
- e
| 470 | Continued From page 38 /; 470 @W’L‘“‘;' .A‘L&L fjf'ﬂ&"&': 2’9'5”{';1
| . . g 4
; 5 LAl Lo Aedek
2. At 3:58 PM, review of Resident #1's January i {’L“_"{ Lt /a ;é‘ ;o
. and February 2009 Medication Administration Wf"a" 38 Gwvd W
Records {MARSs) revealed that: / : aj‘ 19 /(9 S
: ' ie :
a. throughout the manth of January 2009, the z M | . -
spaces for documenting administration of the \j)wyy(, At~ BN s M»j
evening dose of Depakote (1000 mg} had been y
left blank all 31 days; ,&J,/rf .
b. the space for documenting thQE orning )
medication administration (4 pres i
medications) had been left blank. [Note: The m’ )4 M A/W@ Loiad 3660
) overnight staff had indicated earlier that morning y
that the nurse had already been to the facility and LMLJ pr s
administered medications prior ta the surveyors' -
arrival.]; and (3) the space for documenting the ; A«ld/,'/(/ %Z o+
evening medication administration for that day _
had already been initialed by the evening LPN, Al W A cﬁ/é,g
' even though the medications reportedly had not ; . .
- yet been administered. e a,éj( /&;ﬂ‘%y}%tp&
3. At4:20 PM, interview with the HM and RN W’f/’ ﬂ%;; A ,ﬁitbfﬁlz_@
confirmed that the LPN had prepared the A M / , 4 7 Ly‘
residents' medications and left them for the ; th _(,.-gﬂ . A %
evening staff to administer later. They unlocked Al “ . J
the medication storage closet and presented 5 o ' et i . :
separate cups with the residents' pre-poured t7 {‘ “7&% f /&{%L’
. medications. There was a separate tray marked 7" M{
| for each resident, as labeled. Each tray also held %ﬂ’ M—ﬁi' /V wlad_ Q~2M?
a large plastic tumbler with water in it. The RN M M ]
and HM explained that this was a routine . - ;&{’M”/
practice. Every afternoon, the LPN poured the } . . e
medications, initialed the MARs and left the tfw’ ﬂ»z‘x&é- L.szﬁz
GHMRP if the residents were not present. The ! . ] . . 1
RN acknowledged that this was not standard vbl @ - T Ae ﬁ/{ﬂff ;
nursing practice, saying "Nurses didn't do this . . 7
where | used to work <hospital and nursing Nardl  Legnd~ ,&ﬂ%{ n&’(//
home>... I'm learning how they do things in the . !
group homes.” Review of the RN's job A&, el pry
alth Regulation Administration
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14706 | Continued From page 39 '/Ijl-?% ] & ’ ',L@_gbwdl %m,tﬂ?/(

. description earlier that day, at approximately

11:30 AM, reveaied one of the following duties , 3 5’ :
and responsibilities: “The staff nurse supervises l

and assists with medication administration.”
There was no evidence, however, that the RN
had been supervising the medication
administration process to ensure compliance with
standard nursing practices. |

4. At5:10 PM, further interview with the HM |
revealed that she routinely administered :
medications to the residents before leaving the
GHMRP at or around 6:00 PM. The HM
acknowledged that she was neither a nurse or a
S Trained Medication Employee (TME).

- it should be noted that review of the GHRMP
"Drug Administration” policy revealed that all
drugs must be administered by licensed
personnel.

1474] 3522.5 MEDICATIONS (474

Each GHMR#P shailt maintain an individug:
medication administration record for each
resident.

" This Statute is not met as evidenced by:
Based on observation, interview and record
review, the GHMRP's nursing staff failed to
- accurately maintain residents’ medication
_— administration records (MARs), for five of the five
- residents of the facility. (Residents #1, #2, #3, #4
and #5)

The findings include:

1. Cross-refer to 1470, On February 18, 2009, at
3:48 PM, when asked if the man seen earlier had
. been the evening Licensed Practical Nurse

Health Regulatior Admimistration
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" 1474 | Continued From page 40 1474 P -
pag A 2 Nt ao

(LPN), the Registered Nurse (RN) and House
Manager (HM) indicated that the evening
medication nurse/LPN had prepared medications,
stored them in the medication closet and then
left. The HM further stated that he “wrote in the
book, but he didn't administer medications
because the client's weren't home.” At 3:58 PM,
review of Resident #1's January and February

2009 Medication Administration Records (MARS)

revealed that,

a. throughout the month of January 2009, the
spaces for documenting administration of
Resident #1's evening dose of Depakote (1000
mg) had been left blank all 31 days;

b. the space for documenting Resident #1's
morning medication administration (4 prescribed
medications) had been left biank. [Note: The
overnight staff had indicated earlier that morning
that the nurse had already been to the facility and
administered medications prior to the surveyors'
arrival.]; and,

¢c. the space for documenting Resident #1's
evening medication administration for that day
had already been initialed by the evening LPN,
even though the medications had not yet been
administered.

d. At4:20 PM, further interview with the HM and
RN confirmed that the LPN had prepared the
residents' medications and left them for the

. evening staff to administer fater. The RN and HM
. explained that this was a routine practice. Every

afternoon, the LPN poured the medications,
initialed the MARs and left the GHMRP if ali of
the residents were not present. According to the
HM, she typically administered the medications
shortly before she left the facility at approximately

(s R porkly ond
Do

! W%\/w I
Pl Ho L

a2
ot vi's
1470

Tk 1PN Showtd 1ot e
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1474 | Continued From page 411 1474 : . . oot .

| At 4:26 PM i f Resident #2's Feb W ' ﬂm za é‘éé
e, . . review of kesiaen s rebruary Ny i
2009 MAR revealed the same deficient practices prngalesl - The UM Aeaiicl
as described above. The LPN had initialed that ] - - - { fi: .

~evening's medications, even though they had not #"‘4’ \ﬂ’m - -/M"/

| yet been administered. The moming nurse had ; b

: Mhir us Wb g mHp

! not initialed any of Resident #2's medications
earlier that morning (February 18, 2008). . . f - ’

2. Cross-refer to 1165. At approximately 5:10

PM, an expired tube of a prescribed medication M '
was observed in the drawer of Resident #4's
bedroom nightstand. The label on the tube of
Mometasone Furoate Cream USP, 0.1% - - .
indicated an expiration date of February 22, 2008 | ——— Wﬂf{ ‘p&“ﬂ‘f%‘ﬁ"
(one year earfier). At 5:17 PM, the RN uniocked _ A
the medication closet, looked for a current tube of 37 (470
Mometasone Furoate Cream USP, 0.1% then i
stated "| dan't see it.” The RN then presented the
resident's February 2008 Medication
Administration Record (MAR). The MAR
indicated that the cream should be applied "at
bedtime." Further review of the MAR reveaied

that: . 5 :f gy B’
a. the evening LPN had already initialed it for that|—  _____ &WJ’W '

| night (February 18, 2009), even though therewas |
| no tube of {unexpired) Mometasone Furoate / "‘{ Te
. Cream on hand; and,

Tt

b. the LPN's initials were present on the MAR for
every previous day in February2008.

1500, 3523.1 RESIDENT'S RIGHTS 1500

Each GHMRP residence director shall ensure
that the rights of residents are observed and
protected in accordance with D.C. Law 2-137, this

chapter, and_other applicable District and federal

Health Regulation Administrafjon
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iaws

|
This Statute is not me! as euldenced by
I Based on observations, interviews and record
; feview, the GHMRP failed to cbserve and protect
+ residents’ rights in accordance with Title 7,
Chapter 13 of the D.C. Code (formerly callad
| D.C. Law2-137, D.C. Code, Title 6, Chapter 15)
- that govemns the care and rights of persons with
{ mental retardation

i 100!

o ——

| The findings include:

! 1. The facility failed to protect residents’ rights (o
- racelve & habiltakon program that maximizes
...y his/her abillties, enhances the resident's ability ic
: l copa with hig/her anvironment and create a
' reasonable apportunity for progress toward the
1 goel of independent living [Title 7, Chapter 13, §
7-1305.0 ¥{d). formerly § 6 1961(d)). as foliows’

| Cross-reter to 1420 The GHMRP fates to

, provide a habilitation and Yraining program for

' Resident #1, o enable him to acquire and
maintain those ife skills needed to cope more

I effectively with the demands of his environments

! and 1o achieve his optimum Jevels of physical.

% | mentat and sociat functioning

| 2. The facility failed to protect residends’ rights to
receive prompt and adequate medicat attention

J and a compiele physical examination upon

i 3dmission and at least once a year thereatter,

, [Title 7, Chapter 13, § 7-1305.05{(g). formedy §

! 6-1965(g)k 2 foliows

| @ Cross-refer 10 1325, i326. 1327, 1330 and 1401
On February 18, 2009, at approximately 8 40 AM
| the House Manager stated that Resiient #1 had

|

L 500 I

|
]
|
|
|
|
|

e

i
Pt +

11740

Chame guds devatuped 0y sam | 5 3009

| |
i !
Person ¢ has atiaeal plo siza! ued 4-15-09
appoimtenas with othor medicat
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' 500[ Continued From page 23

peen admetted to the GHMRP in September
2008. The resident’s records were reviewed later
that day. beginning at 12:02 PM. His individual

| Support Pian (ISP}, dated March 27, 2008
contained a Physical Examination report dated

[ July 27, 2007. Anocther, more racent Medicat

* Evaluaiion, dated February 8, 2009 was filed
elsewheaie in his record, There was no evidence
that the resident had received a complete

| physical by either a nurse or a physician during

: the 14 months between November 27, 2007 and
February 8. 2009. In addition. interviews and
record raview revealed no evidence that a nurse
or physician had performed a full system physical

I evaluation upan Resident #1's September 20,

! 2008 admission The February 9, 2004 physicai

. was parformed more than 4 manths after

| admission. 1t should be noted that the resident's
record did not indicate a curent tuberculosis test
at the time that he was admitted A PP was

| administered o February 9, 2006, maore than 4
months later

]

| b. Review of Resilent #1's February 9. 2009

. physical evajualion revealed that it failed (o refiect

! a compiete and sccurate inventory of his health
status as follows:

| 1) The repost faied tc: reflact any Aws |
giagnosis. His Health Passport, however,
indicated he haa schizophrenia. This had been

. diagnosedin 2005 More recently. on January
23, 2009, a psychiatrist diagnosed "poor impuise
comiral” and prescribed Seroguel 200 mg twice

| daky “for agitation -

2} The February 8, 2006 physical ¢valuation
| failed to inchide the newly-prescrived Seroque! in
l the listing of current medications.

P 1500

i

i

|

|
|

|

BT Medwai inonipation e duead o ik
PP and Pavehitatrise | - aprepenng

diagnesis
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immunization status and/ar vaccination history |
1 At 3:26 PM, inlerview with the House Manager
and Registerad Nurse confirmed thal the I
I resident's Hepatitis 2 status had nat been
| asgessed. l

'c. Crogs-refer 101380.2 Resident #1's redords
nciuded a November 29, 2007 dental evatuation
| (report not signed) that refiected "inflamed

CARLS PLACE WASHINGTON, OC 20022
%410 | SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAK OF CORREG HON o5
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13 -
t SOOTContinued From page 34 1500 2 Madication fistine updated 3-2709
3) The February 9, 2009 phySi_Cl evaiuation . ¥ THagawets of Allergic Rhinitis 3-26-09
. failed to reflect Resident #1's diagnosis of allergic torsrded w PO
rhinitis. Review ¢ his Mealth Passpart reveaied
] | thet his known diagneses included: obesity, ,
seizure disorder, allergic rhinitis, left
[ , hemi-paresis, agenesis of corpus caliosum and
' | schizophrenia.
| 4) On December 2, 2008, a neurologist ! + Disgronis of sllergy 0 ' 3-26-09 |
C- determinad that Resident #1 was sllergic Io the l‘ aedieation torairded and
T " medication "Topamax {causes hallucinalions) * | cormested by PR i
Review of the February 9, 2008 physicsi ! l
evaluation, however, revealed thal the physcian
l had placed a check mark indicating "None” for
. known “Allergles/Drug or Food " i
| 5) The physician had teft biank the space or the
evatuation form designated for recording the 5. Ferson weights will be recorded | 4-15-09
resident's weight The physician had, however. mesnthly and Nutritionist will ¢
written “obese” under the resident's Gengral ouisultitions and st trieimng o
{ Appearance. There was no evidence that the per-un €1 dict
! regident was weighed by the physician durng ihe
* February 8, 2009 physical evaluation  Furthe
review of the resident's medical chart also failed
| to show evidence that he had beer weighed by &
. nurge of other facility staff since ha was adrmtted
3 | more than 4 months earker
L I 6) The February & 2000 physical evaluation
} HaasslvdiseasHioovnit bl iy £ Porson FLinununrsatnn md 1-18.09

" vaccinution history ferwarded to
home
¢ See Response 10 1390 12

|
|
|
|
|
|

. : | gingiva, gingivibs” and decay in toath #16 (as per N
Meaith Regulabon Adminisiration
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| charl). Resident #1's most recent individual
Support Plan (!$F), dated March 27, 2008, held a |
recommendation that he recaive "comprehensve |
| dental treatment ... scheduled & months There |
was no evidence that he had been evaluated by 2 |
| dentist since November 2067, At3:27 PM. the

evaluated by a dentist since his September 2008 l
| admission. She further indicated tha! he was
| without a designated denlist, the other residents !
dentist raportediy was not accepting new
| patients. )

I 3. The facility falled tc demonstrate protection of

| residents’ rights to ,

I be free from unnecessary or excessive
medication; specifically, psychelropic

| medications. [Tilie 7, Chapter 13, §

| 7-1305,058(h}. farmeriy § & 196&(n). as follows:

©On February 18, 2009, st spproximately 8-40 AM,
interview with Hovse Manager (HM) revezled that |

| Resident #1 had recenty heen seen by #

| psychigtrist and had & new psycholiopic
medication (Seroquel) added to his regimen, The

| resident already had been recewving Risperdat
Further interview with the HM revealed that

* Resident #1's aunt was very involved in his care

, Moments later, the HM presented a consutation

| form on which the psychiatriet had diagnosed

| ~312.30 poor impulse control” and prescrived
Sercquel 200 mg twice daily.  The resident's aunt

| reportedly asked the HM why 8 new medication

{ was being addad. Afier the HM explained whai
stte had leamed from the psychiatrist, the aunt |

| reportediy "saxd O - {

I Beginning at approximately 12-05 PM, review of
| Resident #1's most recent individusd Suppon
| Plan (ISP). dated Marck: 27, 2008, ¢confirmed that |

1500

| HM acknowledged that Resident #1 had not been |

Modicgd 1wy wwen 2 oedicas D LA

revicw with possidiv side efiouts will
he completed with gusrdian

AT

|
|
|
|
|
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I his aunt had attended the meeting. Accoeding to !

| the ISP, the reskient did not show capacity for I

i "granting, refuging andfor withdrawing cansent o :

| medicai treatment. " The HM indicated that the
aunt was his degignated surrogate health care

I decislon maker. Resident #1's Heaith Passpon
iisted the following medicalions that were

' administened twice daily. Risperdal 2 my,
Depakate ER 500 mg, Keppra 750 mg and

! Lamnictal 50 mg. However, further review of the

‘ record fafled to show evidence that the GHMRP

| had cbiained written, informed consant from

Resident #'s aunt.

i
Al 5:55 PM, review of the facility's poficies on | .-
M

S

e l inf Consent revealed the following: v mcdicution changes will alo be
i “Consent is needed for the following procedures prescatod 1o Humun Righis
I ... restrictive procedures... administration of Commilie: tor upproval
rmedications. . For non-atnergancy consants for
l heaith care, the Suppuort Coordinator and the
i l Nurse will facllitate the obtaining of consent. ..
cantact involved family member..." During the
- Exit Tonference, at approvirmely 5730 Fh. fie
| RN indicated that she had not attempted to reach i
l Resident #1's auni to obtain consent for his
| | prescribed medications, There was no evidence l
that the GHMRP followed established policies
| and guidetines to ensure that its residents |
4 received only those medications thatthe
i ingividual's legal representative agreed to as . 1
1 necessaly and least restrictive, i
|

1 (
[

} I
i I
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