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W 000 | INITIAL COMMENTS

A recertification survey was conducted from i
DPecember 3, 2008 through December s, 2008, i
The survey was inltiated using the fundamental.
Survey process. A random sample of fwo cllents
was selecied from g resident population of four:
men with various disabilities, ; i

On December4, 2008, at 3:25 PM, facliity .
management was informed that the survey was!
being extended in the Condttion of Participation in
Health Care Services after It was determinad that
8ven though Client #1 repeatadly bit his peers -
(broken skin), there was no established protocol
Tor addressing human bites. While Client #2 had
been sent to an emergency room in April 2008 i
and received a tetanus booster and prophylactic
antibiotics, a simiiar bite to Client #4 was treated
with normal saline solution and tripl= antbiotic .
eintment (topical), and without évaluation at an :
ER. : i

The findings of the survey were based on X
observations, interviews with clients, interviews |
with staff in the home and at one day program, gs
well as a review of client and administrative
records, including incident reports. '

W 104 | 483.410(a)(1) GOVERNING BODY

» 0

The goveming body must exercise general p;ollqy.
budget, and oparating direction over the faoility.

This STANDARD Is not met a5 evidenced by: ',
Basad on gbservations, staff interviews and =~ -
record review, the faclity's goveming body

provided general operating direction, exceptin |
the following areas: Z :

=

T e e e T 4 s g e

-1

i 0 ‘I ., ' -
ABORATORY DIRECTOR'S OR PROVIDER/SUFFLIER REPRES VES SIGNATURE «  TQE (XB) DATE
[-——7 . ; %é-wy LS
ny deficiency statement ending with an asterisk fy! ,#hs a teficiency.which the ingtitution may be axcuced from comecting providindy it Is datemflined th
c

thar safeguards provide sufficient protection to-the
owing the date of Survey whether of net a plan of cermction
ays following the date
ogram participation,

et ettt A o m [L e,

' -

nts. (See instructions.) Except for nursing homes, the findlngs stated above are disciasable S0 dsys
In provided. - For nursing homes, the abave findings and pians of correction are disclosabls 14
these documents are made gvailable to,the facliity, If usficiencies are cied, an spproved plan of cotreclion Is requislte to continued

c v
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Continued From page 1

The findings inciude:

1. Cross-refer fo W282. The governing body
failed to ensure its specially constituted
committee reviewed and approved increases in
medications prescribed to manage behaviors.

2.  Cross-refer to W148. The governing body
failed o establish a protocal to ensure timely and
appropriate response to human bites. A
December 4, 2008 review of incident reports and
client records revealed a continued pattern, past
anhd present, of Client #1 biting his peers. Some
clients were sent fo an emergency room and
received prophylactic antibiotic treatment, while
others did not. There was no policy or protocol
available for review in the facility, On December
5, 2008, the PCP brought a written statement to
the facility. The statement, dated December 4,
2008, did not identify the anticipated/ appropriate
response {ime re: nurse assessment of the bite
wound and PCP notification. Further discussions
with the LPN and newly-hired RN failed to clarify
why one client would be sent fo an ER while
another would not, when there was evidence of
skin break. During the December 8, 2008 Exit
teleconference, the facility's Clinical Director
stated "we take them to the ER, period. Thatis
our policy.” This policy, however, had not been
conveyed during the survey. There was no
evidence that the facility had established a pohcy
on human bites prior to this survey.
483.410(c)(1) CLIENT RECORDS

The facility must develop and maintaina
recordkeeping system that documents the client's
health care, active treatment, social information,
and protection of the ciient’s rights.

W 104

W 104
ILS will insure review and approval

of client medication changes
{psychotropic medications) through
the Human Rights Committee that
meets on the 3™ Wednesday of
every month.

ILS has implemented a Human Bite
Policy and Protocol as of 12/12/08,
to address any type of human bite as
it may occur.

The Human Bite Protocol addresses
the issue of immediate response to
all incident of human bite. Incidents
of human bite will be treated at the
emergency room. (In case of skin
break) The Nurses and PCP will be
notified immediately:.
Implementation (including in
service training) provided by the
nursing staff on 12/16/08.

W 111

12/16/08

1/21/09

12/12/08
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W 111} Continued From page 2 W 111
This STANDARD is not met as evidenced by:
Based on interview and record verification, the
facility failed to maintain a record keeping system
that contained all pertinent client information in
the active client files, for one of the four clients
residing in the facility. (Client #4)
The findings include:
Wil
On December 3, 2008, at approximately 5:15 PM, The agency will insure that
review of Client #4's Medication Administration incidents of human bite will be
Records (MARs) revealed that he received addressed as outlined in the
treatment for a human bite in July 2008. Protocol. The agency will insure all
According 1o a July 13, 2008 Nurse Progress clients’ immunization records are up 12/18/08
Note, Staﬁ reported that mdn{lduai was bitten by to date. (Tetanus shot)
another individual; bite size middle of right ' Client #4 immunization record has
forearm. Size 1/2 by 1.2 inches open wound with hot was
. ; . been updated. Tetanus sho
red tissue effacing. Wound cleansed...triple : 12/18/06. good for ten
antibiotic ointment... bandage per MD's order... given on ©. g
LPN Nurse and RN Nurse Supervisor made years.
aware.” Similar bites received by Clients #3 and
#2, on January 20, 2008 and April 24, 2008,
respectively, had led to referrals to an emergency
| room where they received tetanus booster shots.
On December 4, 2008, at 1:40 PM. review of Wil .
Client #4's immunology history/record sheet in his Immunization records will be
medical chart revealed that the most recent mamtamedfrewewec} by nursing
tetanus-diptheria shot he had received was given staff monthly and will be reviewed
on July 23, 1998. It further indicated that he was by the Primary Care Physician
due for another booster shot in July 2008. annually.
Continued review of Client #4's record revealed
no evidence, however, that he had received the
10-year tetanus booster shot.
On December 4, 2008, at approximately 3:25 PM,
interview with an LPN revealed that someone
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CFYM11 Facility 10; 09G212 If continuation sheet Page 3 of 27
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within tfhe agency had informed her that Client #4 W11l
had in fact received a tetanus booster. She o .
' acknowledged, however, that the alleged tetanus mun.lzatmn r_ecor:ilsbwﬂl be. 12/18/08
booster was not reflected in the client's medical maintained/reviewed by nursing
chart. The following afternoon (December 5, staff monthly and will be reviewed
2008), the LPN presented a document that she by the Primary Care Physician
had received just minutes earlier via fax annually.
transmittal from a hospital clinic, verifying that -
Client #4 had received a diptheria-tetanus booster
on December 18, 2006. The LPN acknowledged
that the facility had not maintained current
immunology records for Client #4.
W 124 | 483.420(a)(2) PROTECTION OF CLIENTS W124| W 124
RIGHTS
ILS will insure review and approval
The facility must ensure the rights of all clients. of client medication changes
Therefore the facility must inform each client, (psychotropic medications) through
parent (if the client is a miner), or legal guardian, +he Human Rights Committee that
of the client's medical condition, developmental © 1 Wednesday of
and behavioral status, attendant risks of meets on the 3 We b ¥
treatment, and of the right to refuse treatment. every month following tne
medication review clinic with _the
Psychiatrist. Consent forms \.ml% be
generated at each change of incident
This STANDARD is not met as evidenced by: and the QMRP or Clinical Manager
Based on interview and record review, the facility will contact family members, 12/18/08
failed to establish a system to ensure that each attorneys or guardians for consent
client, or his/her authorized surrogate heaithcare th e da ~ In addition, the
decision-maker, was informed of the client's © same Cay. | Richts ,Committee
medical condition, benefits and risks of Hl_lman and Le%a gn o Feach
medications and of the right to refuse treatment, will meet the 3 Wednesday ¢
for two of the two clients in the sample. (Clients month following the medication
#1 and #2) review clinic to review BSP and
Psychotropic medications, or any
The findings include: other human rights issue as needed.
1. On December 3, 2008, at approximately 9:30
AM, interview with the Qualified Menta! .
j Retardation Professional (QMRP) revealed that
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W 124! Continued From page 4 W 124
Client #2's sister was his designated surrogate
healthcare decision-maker. On December 4,
2008, beginning at approximately 9:30 AM, review see W 124
of Client #2's Individual Support Pian (ISP), dated page 4 of 27

April 11, 2008, revealed that the client functioned
in the severe range of mental retardation in -
cognitive and adaptive skills. The ISP confirmed
that his sister was the designated surrogate
heaithcare decision-maker due to his impaired
abillity to process information effectively.

His December 2008 physician's orders (POs)
indicated that his medication regimen included
Abilify 30 mg every moming, Lexapro 20 mg
every morning, Lorazepam 1 mg twice daily and
Zyprexa 10 mg every morning, amang other
medications, and he received one-on-one staff
Support as part of his behavior management pian.
Further record review revealed that Client #2 was
1 fitted far, and received dentures in September

: 2008. His psychotrapic medication regimen was
changed in October 2008, following a new
psychiatric evaluation (performed by an outside
source, as a second opinion). The daily dose of
Lexapro was doubled (from 10 mg to 20 mg) a
new medication, Abilify, was added, and the
doses of two of his prior medications (Lorazepam
and Zyprexa) were reduced. In addition, his
cardiology records reflected an October 28, 2008
change in his medication regimen after a
cardiologist determined that his hypertension was
not being controlied effectively.

a. Further review of the ISP revealed no
-evidence that the sister had been involved in the
planning and/or review process (i.e. she had not
attended meetings, there were no documented
telephone calls or written communications, efc.).

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CFVYM11 . Facility 1D: 09G212 If continuation sheet Page 5 of 27
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b. Client #2's records did not show evidence that
his sister had received an explanation of his -
health condition(s) and treatment plans, including
psychotropic medications and/or the right to
refuse treatment.

G On December 5, 2008, at approximately 6:28
: PM, interview with the current QMRP revealed
that he had not reviewed Client #2's health,
developmental and/or behavioral status with the
sister, either in person or over the telephone,
since he was appointed in September 2008,

’ d. The current QMRP stated that he had not
discussed these matters with the sister and upon
review of the former QMRP's monthly summaries
from 2008, he acknowledged that there was no
such review documented in the client's record.

e. The current QMRP confirmed that Client £2's
sister had not been in attendance at the April 11,
2008 ISP meeting and further indicated that the
interdisciplinary team had not met again since
April to review the status of his training and

: habilitation needs.

2. On December 4, 2008, at 12:00 PM, review of
Client #1's Nurse Progress Notes revealed that
on July 17, 2008, his mother, who was his

| designated surrogate healthcare decision-maker,
| had refused to give consent for an increase in his
 daily dose of Depakote {from 500 mg twice daily
 to 750 mg twice a day). The progress note also

’ indicated that she would consult with an attorney.
| Another progress note, dated July 22, 2008,

| documented that the mother had consented to

| the proposed increase. Further review of Client
#1's psychotropic medications revealed that the
Depakote had been increased again, effective

W 124

The QMRP will review health plans
and treatment plans with the
individuals family members,
guardians or attorneys at least
guarterly, or in the event of any 12/18/08
changes, immediate notification is
mandated. The Clinical Manager
will review the current status of all
individuals in the weekly Manager’s
meeting to insure implementation of
this procedure.

In the event a new QMREP is hired,
any new QMRFP will contact each
individuals family,

(ruardian or attorney and review
current status and document each
review in the client’s record.
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W 124 | Continued From page 6 | W124
October 12, 2008. Thete was no evidence, .
however, that the facility contacted his mother to W1
inform her of the most recent medication see W 124 12/18/08
increase. In addition, the client's record did not page 4 of 27

reflect an updated consent form had been signed,
since the previous increase in July 2008,

This is a repeat deficiency.

| Previously, the Federal Deficiency Report dated
| February 21, 2008, included the following:

On February 20, 2008, review of Client #'s
Individual Support Plan (ISP), dated April 13,
2007, revealed the client functioned in the severe 5
range of mental retardation cognitively and his
adaptive skills tested in the profound range. His
sister was the designated surrogate healthcare
decision-maker due to his impaired ability to
| process information effectively. His medication
regimen included Lithium Carbonate 300 mg
twice a day, Trazodone 100 mg every evening,
Paroxetine 20 mg and Zyprexa 5 mg every
evening, among other medications and he
received one-on-one staff support as part of his
i behavior management plan. Included in the ISP
was a team recommendation to "maintain contact
| with the sister... she is available to provide
“ pertinent information regarding his welfare_.."
r Further review of the ISP revealed no evidence
‘, that the sister had been involved in the planning
| and/or review process (i.e. she had not attended
| meetings, there were no documented telephone
J‘ calls or written communications, etc.).

} Client #4's records did not show evidence that his
| sister had received an explanation of his health

i
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W 124 | Continued From page 7 W 124
condition(s) and/or given written consent for his
treatment plan, including psychotropic
medications.
At approximately 1:27 PM, interview with the W 124
Qualified Mental Retardation Professional
(QMRP) reveaied that he had not reviewed Client : .
#4's heaith, developmental and/or behavioral The QMRP will review health plans
status with the sister, either in person or over the and treatment plans with the
telephone, since he was appainted QMRP in individuals family members,
January 2008. He was unaware of what actions guardians or attorneys at least
might have been taken by previous QMRPs. He quarterly, or in the event of any
did, however, acknowledge that there was no changes, immediate notification is
such review documented in the client's record. mandated to include any explanation 12/18/08

| February 20, 2008, at 2:22 PM, review of the April

The sister's most recent documented visit to the
facility was June 11, 2006,

On February 20, 2008, Client #4's sister was
interviewed by telephone, beginning at 1:37 PM.
She verified that she had not attended ISP
planning and development meetings. She
confirmed that she was the designated healthcare |
decision-maker. Further interview revealed that |
the sole time that she had been contacted by the
facility in recent months was when her brother
had fluid in the [ungs and she had given consent
for diagnostic procedures. No one from the
facility had reviewed the client's health,
developmental and/or behavioral status with her.
When asked if she was interested in knowing
about her brother's medication regimen, she
replied yes, and she would share the information
with their siblings (who "all live out of town"}... on

2004 "Rights of Individuals" policy had revealed
the following: a facility "designee will facilitate
services relating to medical conditions and
treatment being explained to the individual and/or
his/her designee... this includes risks and benefits

of risks and benefits. The Clinical
Manager will review the current
status of all individuals in the
weekly Manager’s meeting to insure
implementation of this procedure.
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of medications and/or procedural interventions."

e el Aeededeiede R i e i ek sk dedrd ok ke ke

Previously, the January 10, 2008 findings
included the following:

Client #2 was observed during the evening
medication pass on January 7, 2008 ...
administered Chlorpromazine 150 mg by mouth.
interview with the Licensed Practical Nurse (LPN)
... revealed that Client #2 was prescribed the
medication for behavior management. Review of
the physician’s order sheet (POS) dated
December 1, 2007 ... revealed that Client #2 had
diagnoses of Intermittent Expiosive Disorder and
Schizophrenia; Chronic Undifferentiated Type and
was prescribed Chlorpromazine 150 mg by mouth
twice a day and Lithium 150 mg every day for
seven days. Lisinopril 5 mg. by mouth every day
for behavior management. Interview with the see W 124
Program Manager ... revealed that Client #2's _ page 4 of 27
mother was very involved in his life but is not the
client's legal guardian. Review of Client #2's,
psychological assessment ... the client did not
have the ability to make decisions on his behalf
regarding habilitation planning, residential
placement, finances, treatment and medical
matters. There was no documented evidence that
the facility informed Client #2's mother of the
health benefits and risks of treatment associated
with the use of his psychotropic medications.

| Additionally, the facility failed to provide evidence

' that substituted consent had been obtained from

a legally recognized individual or entity.

W 148 | 483.420(c)(6) COMMUNICATION WITH W 148
CLIENTS, PARENTS &

The facility must notify promptly the client's
i
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W 148 | Continued From page 9 W 148
parents or guardian of any significant incidents, or
changes in the client's condition including, but not
limited to, serious iliness, accident, death, abuse, W 148
or unauthorized absence. The QMRP will ensure proper
notification of individual’s family
This STANDARD is not met as evidenced by. members, guardians, attorneys and
Based on interviews and record verification, the other circle of support members 10
facility failed to consistently nofify clients’ family the event of any incident/injury of
members or guardians of significant incidents any kind. The QMREP will insure 12/16/08:
involving injuries, for one of the four clients that incident reports are generated as
residing in the facility. (Client #4) the need may arise and all staff were
L re-in serviced on 12/16/08 on the
The finding includes: importance of completing incident
On December 3, 2008, at approximately 9:33 AM, reports in a timely manner.
interview with the Qualified Mentat Retardation
Professional (QMRP) revealed that Client #4 had
a court-appointed guardian. According to coun |
documents, the guardian was appeinted October | .
25, 2006 due to the client's impaired ability to ; W 148 o
process information effectively . i Incident management training was
‘ completed on 12/16/08 and training
At approximately 5:15 PM, review of Client #4's \ on incident management/reporting
Medication Administration Records (MARS) will oceur on an ongoing basis 12/16/08
revealed that he received treatment for a human monthly and as the need may arise.

! According to the QMRP, the notification of clients'

bite in July 2008. According to a July 13, 2008
Nurse Progress Note, "Staff reported that
individual was bitten by another individual; bite
size middle of right forearm. Size 1/2 by 1/2
inches open wound with red tissue effacing.
Wound cleansed...triple antibiotic cintment...
bandage per MD's order... LPN Nurse and RN
Nurse Supervisor made aware.”

family or guardians following an injury should be
documented on the incident report. However,
there was no corresponding incident report for

The QMRP will insure in the future
that family members, guardian,
Department of Health and nurses are
notified in a timely manner in the
event of any incident. The agency
has put in place a policy/protocol on
human bite dated 12/12/08; staff
were in serviced on the protocol on
12/16/08.

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

Event 1D; CFVM11

Facilty 1D: 09G212

If continuation sheet Pags 10 0f 27



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

PRINTED: 12/31/2008
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/!
SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

09G212

(X2) MULTIPLE CONSTRUCTION
A BUILDING

OMB NO. 0938-0391

(X3} DATE SURVEY
COMPLETED

B. WING

12/05/2008

NAME OF PROVIDER OR SUPPLIER

INNOVATIVE LIFE SOULTIONS, INC

7416 BLAIR ROAD, NW
WASHINGTON, DC 20012

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION o5)

PREFIX . (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

W 148

Continued From page 10

this bite incident. Further review of the client's
records, including a detailed account of alt
contacts between the guardian and the faciiity
(submitted by the guardian to the court), failed to
show evidence that the guardian was notified of
the July 13, 2008 bite incident.

This is a repeat deficiency.

Sedevevies sl s e sl s ok e Ve e e e R el

Previously, in a February 21, 2008 Federal
Deficiency Report, the facility was cited for failure
te inform anather client's sister/ designated
surrogate healthcare decision-maker, as foliows:
*...the client functioned in the severe range of
mental retardation cognitively and his adaptive
skills tested in the profound range. His sister was
the designated surrogate healthcare
decision-maker...

... on January 21, 2008, he was sent to an
emergency room (ER) 'for evaluation secondary
to human bite... need tetanus’ shot.' The client
subseguently received the tetanus shot and
began a 5-day antibiotic treatment, Biaxin 500 mg
twice daily. At approximately 12:05 PM, review of
the corresponding incident report revealed no
indication that the client's sister had been notified.
.. interview with the recently-assigned Qualified
Mental Retardation Professional (QMRP)
reveaied that he had left a telephone message for
the sister after the January 20, 2008 bite incident
and subseguent emergency room visit. Upoan
examination of the incident report, however, the
QMRP acknowledged that the alleged telephone
call had not been documented on the incident
report. When asked if the call had been
documented eisewhere, he replied no. He said
that he would (only) document the call/notification

W148| w148

report written.

The Clinical Manager instituted
mandatory attendance for nursing
staff at weekly Managers’ meetings
and the RN in-serviced all nursing
staff on notification of the QMRP or
Clinical Manager for each incident

12/16/08
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in the designated space on the incident report.
On February 20, 2008, Client #4's sister {and

: surrogate healthcare decision-maker) was
linterviewed by telephone... To her knowledge,
Client #4 had not been to an emergency room

| since he was admitted to this facility in March

| 2008...

...review of the April 2004 "Incident Management”
policy revealed the following: 'All incidents will be
handled appropriately and promptly, to include...

| timely and accurate notification of appropriate

| staff, families, guardians...” There was no

| evidence, however, that Client #4's sister

| received timely notification of the bite incident and
| subsequent treatment that he received.

On March 27, 2008, the facility submitted a Plan
of Correction that included the following: “ILS will
ensure that individuals family <sic> are informed
: of all medicai related incidents...”

483.420(d)(1) STAFF TREATMENT OF

| CLIENTS

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect or abuse of the client.

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
facility failed to establish and implement policies
to ensure the health and safety of the four clients
residing in the facility.

The findings include:

1. Cross-refer to W148. The facility failed to
! consistently inform family members and/or
; guardians of incidents that place clients' health or

W 148

W 149!

- See W 148
Page 10 of 27

[2/16/08

See W 149
Page]3

12/16/08
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safety at risk. . .
All facility staff were in-serviced
2. Cross-refer to W153. The facility failed to 12/16/08 on incident management
consistently implement its policies and protocol. QMRP’s will review
procedures for reporting incidents that place [ facility notes daily to insure not
clients’ health at risk. According to the policy, an incidents occur without appropriate
incider)t report should be co_m_pleted_by persons documentation. The Clinical
who witness or discover an injury, with prompt Manaeer will review each incident 12/16/08
notification of the administrator, family/guardian =T DOHL. th
and the Department of Health. Nursing staff Teport to insure - the
documented having assessed a bite with broken Administrator, and families or
skin on Client #4's forearm on July 14, 2008. guardians are immediately
There was no corresponding incident report and informed. All incidents will be
no evidence that the administrator, guardian and reviewed weekly in the Managers
Department of Health were notified of the bite. meetings with the interdisciplinary
3. Cross-refer to W154. The facility failed to staff.
implement its policies and procedures requiring a
thorough investigation of client injuries. W 149
‘ Incident management training was
| 4. The faclility failed to establish and implement a completed on 12/16/08 and training 12/16/08

‘cleanse the wound with normal saline soiution

policy or protocol to ensure timely and appropriate
response to human bites. A December 4, 2008
review of incident reports and client records
revealed a number of incidents where Client #1
bit himself or his peers. For exampie, Client #1
bit Client #3 on his hand on January 20, 2008.

He also bit Client #2 on the arm on April 24, 2008.
Client #2 was sent to an emergency room where
he received a tetanus booster and begana’
10-day regimen of Augmentin (antibiotic) as a
prophylactic. Client #4's record documented that
on July 13, 2008, he too was bitten by Client #1.
However, instead of going o an ER for evaluation
and treatment, the PCP instructed the nurse ta

and apply triple antibiotic cintment. Client #1's
behavior support plan (BSP), dated April 11,
2008, reflected 3 target behaviors, including biting

on incident management/reporting
will occur on an ongoing basis
monthly and as the need may arise.
The QMRP will insure in the future
that family members, guardian,
Department of Health and nurses are
notified in a timely manner in the
event of any incident. The agency
has put in place a policy/protocol on
human bite dated 12/12/08; staff
were in serviced on the protocol on
12/16/08.
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W 149

| the information provided by the primary nurse "

| admitted to this facility in March 2006. The most

Continued From page 13

himself and others. The BSP indicated a history
of biting behavior that began years before he was

recent documented bite was to his own arm, in
August 2008.

On December 4, 2008, beginning at 12:18 PM,
interviews with the recently-hired Qualiified Mental
Retardation Professional (QMRP), recently-hired
LPN Coordinator and newly-hired Registered
Nurse revealed that there was no established
policy on handiing human bites. At 12:38 PM, the
RN stated that their recently-hired Clinical
Director and the CEO were reviewing the
agency's policies at the corporate office to
determine whether there was an established bite
protocol. At 2:39 PM, the RN presented an
OSHA policy regarding exposure to blood-borne
pathogens. The policy, however, addressed
{only) the risks presented to the biter if the other
individual's skin was broken. On December 5,
2008, the PCP brought a written statement to the
facility that indicated that whether to send a client
to the ER after 2 human bite would be "based on

including "the site of the bite, depth of the bite...”
The statement also referred to CDC immunization
standards, as aftached. Review of the standards
revealed a CDC recommendation to receive
tetanus boosters every 10 years.

The statement, dated December 4, 2008, did not
identify the anticipated/ appropriate response time
re: nurse assessment of the bite wound and PCP
notification. In addition, it did not define the term
"primary nurse.” Further discussions with the
LPN and newly-hired RN failed to clarify why one
client would receive prophylactic antibiotic
treatment while another would not, when there

W 149

See W 104 #2
Page 2 of 27

12/12/08

12/16/08

)
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W 149 | Continued From page 14

was evidence of a skin break. Thera was no
' evidence that the facility had established a policy
on human bites prior to this survey.

It should be noted that the July 13, 2008 bite
incident had not been investigated and review of
Client #4's records failed to show evidence that
the faciiity had sought to determine whether the
client's wound received timely assessment by a
trained medical professionai.

It should be further noted that during the
December 8, 2008 Exit teleconference, the
facility's Clinical Director stated "we take them to
the ER, period. That is our policy.” This policy,
however, had not been conveyed during the
survey.

W 153 | 483.420(d)(2) STAFF TREATMENT OF

. ' CLIENTS

The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately to the administrator or to other
officials in accordance with State law through
established procedures.

f This STANDARD is not met as evidenced by:

: Based on interview and record review, the facility
i failed to ensure that all ailegations of abuse were
: reported immediately to the administrator and to
| other officials in accordance with State Law as
required by DC regulation (22 DCMR Chapter 35
Section 3519.10), for one of the four clients

! residing in the facility. (Client #4)

The finding includes:

W 149

See W 104 #2
Page 2 of 27

W 153

see W 153
page 16 if 27

12/12/08

12/16/08

12/12/08

12/16/08
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On December 3, 2008, at approximately 5:1_5 PM, W 153
review of Client #4's Medication Administration The QMRP will insure that incident
?ec?rds t(rFqARSIzur:’\‘:’:aESet::\aj t:lle ;%coeéved reports are completed in a timely
reaiment tor a y ) mapiner and all notifications are
According 1o a July 13, 2008 Nurse Progress made appropriatel
Note, "Staff reported that individual was bitten by | ppropriaiely.
ancther individua!; bite size middle of right _ Incident management training was :
forearm. Size 1/2 by 1.2 inches open wound with completed on 12/16/08 and training 12/16/08
red_ ti_ssye gffacing. Wound cleanseg.l. triple on incident management/reporting
wil oceur o e ongoing i
aware.” Further review of the record revealed ?honthly and ?sntpc need mﬁy ?Lll'lse-
that Client #1 had bitten Client 4. e QMRP will insure in the future
that family members, guardian,
A pre-survey review of incident reports had shown Department of Health and nurses are
i documentation that Client #1 had bitten Client #3 notified in'a timely manner ir the
{on January 20, 2008 and bitten Client #2 on April event of any incident. The agency
24, 2008. There was no incident report, however, has put in place a policy/protocol on
for the July 13, 2008 bite involving Client #4. human bite dated 12/12/08; staff
| On December 4, 2008, beginning at 10:40 AM, ;";IIGG% Sserwced on the protocol on
another review of incident reports in the faciiity :
revealed no evidence that the July 13, 2008 bite
was reported in accordance with facility policies. - W 153
At 12:18 PM, the recently-assigned QMRP stated I Client #2 immunization record is up
that the notification of their administrator and to date tetanus shot was given on
Sovernmetn;al of:;::la_ls fc()jIIO\ltVIng a; 'nﬁfﬁg\tf;as 8/9/99, good for ten years. Client
ocumented on the incident report. X ,
there was no evidence that an incident report was #2 was taken to the emergency 12/16/08
b room for treatment for the incident
prepared for this bite (peer-on-peer abuse). The £ 7/08. Th dical t 1
QMRP and the recently-assigned LPN 0 - 1D€ medical leam Wi
Coordinator indicated that neither was previously follow the e§tabllshed ‘
aware of the July 13, 2008 bite incident that went protocol/policy on human bite and
unreported. Further review of the client's records | will insure consistency in medical
and interview with the Incident Management ' treatment to all individuals in the
Coordinator later that afternoon failed to show event of a human bite.
evidence that the administrator and the Health
Regulation Administration were notified of the July
13, 2008 bite incident.
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W 154 | 483.420(d)(3) STAFF TREATMENT OF W 154
CLIENTS .
W 154
The facility must have evidence that all alleged One on One, policy/protocol
, violations are thoroughly investigated. training was provided to all staff on
2/16/08. Training specifically 12/16/08
addressed staff position to their
This STANDARD is not met as evidenced by: assiened resi degt (within arms
. ; ; - g
Bgsed on record review apd interview, the facll_rty length at all times). Staffs were re
failed to thoroughly investigate incidents involving . i ced on th dt 4
human bites that resulted in injuries (broken skin), 1n serviced on the need to provide
for three of the four clients in the facility. (Clients | supervision to thCl_T aSSlgﬂ?d .
#1 #2 and #4) individuals at all times as indicated
in the individuals BSP and ISP.
The findings include: Staffs were in serviced on the need
to provide supervision to the
1. According to an incident report dated April 24, residents as needed, and insure
2008, Client #1 reportedly bit Client #2 on his left Maintenance of personal space
wrist during breakfast. The bite broke Client #2's between individuals
: skin and he was sent to an emergency room for )
! evaluation and treatment. On December 4, 2008,
at approximately 11:00 AM, review of the W 154
corresponding investigation report failed o shqw Incident management training was
evidence .tha.t the facility had sought to determine completed on 12/16/08 and training 12/16/08
the following: on incident management/reporting
a) where each staff on duty was located in the will ?h(_:lcur 051 an Engou:ig basis
facility at the time of the incident; meonthly and as the need may arise.
The QMRP will insure in the future
b) whether the staff on duty at the time had been that family members, guardian,
providing supervision in accordance with the Department of Health and nurses are
clients' assessed mealtime needs; notified in a timely manner in the
event of any incident. The agency
¢) how Client #1 managed to bite Ciient #2, who has put in p{ace a policy/pr ot% COI}OD
according to staff and observation on the morning human bite dated 12/12/08: staff
of December 3, 2008, routinely sat approximately : i g = h“ ’ I
3 feet away from Client #1 at the dining table; were I serviced on the protocol on
and/or i 12/16/08.
d) establish a timeline of actions taken by facility
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CFVYM11 Facility ID: 09G212 If continuation sheet Page 17 of 27
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W 262

1 & July 13, 2008 Nurse Progress Note, Client#4 -

medical avaluation end referral for freatment.

2. Cross-refer to W153, According to Client #4's
July 2008 Medication Administration Record and -

was bitten on the forearm by & peer. Theonly
staff documented as having knowledge of the bite
incident were medical (nurses and the primary
care physician). There was no evidence that an
incident report was prepared and ne evidence
that the facllity conducted a thorough
Investigation.

It should be notad that the Nurse Progress Note™
was entered at 7:40 PM; however, there was no
documentatioh here or elsewhsre to determine
the time that the bite actually occurred andfor
whether the cilent received timely assessment of
the wound by a licensed medical professianal,

AB3.440(f)(3)()) PROGRAM MONITORING &
CHANGE -

The commitice should review, approve, and ..
monitor individua! programs designed to manage
inappropriate behavior and other programs that,
in the opinion of the committea, involve risks to -
client protection and rights. :

This STANDARD is not met as evidenced by:
Based on staff interview and review of the
faciiity's Human Rights Committee (HRC) i
minutes, the HRC fafled to manitor increases and
the addition of new medications, for two of the
two clients in the sample. (Clients #1 and #2) -

The findings include:

W 262| incident reports immediately and

OVIDER'S PLAN OF CORRECTION : X5)
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES - 0 - PR RECTION = .
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W 154 | Continued From page 17 : o W 154 W.154#2 , - tion record iS up
staff, including nurses, following the bite to .+ Client lénmunm(tctanus shot)
determine whather Client #2 received timely to date, reflecting ,

given 8/9/99, good for ten years He
was taken to the &mergency room
for treatment on the day of the 12/16/081
incident of 7/08. The medical team
will follow the established _
protocol/policy on human bite and
will insure consistency in medical
treatment to all individuals in the
event of a hiuman bite.

The QMRP/Nurses will insure that
incident reporis are geperated
whenever an incideat occurs. All
gtaff were re-in serviced on
12/16/08 on the importance of
completing incident reports ina ,
timely manner. In addition The 1/30/06
Clinical Manager will review all
each QMRP will report/discuss all
jncidents in the weekly managers
meeting. Recommendations/
implementation on all incidents will
be reviewed in the weekly managers
meeting to insure regulaory
compliance of investigation
protocol. The agency’s Clinical
Manager, QMRP's and House
Managers arc scheduled to attend
DDS Incident Management Training
on 2/18/09 and 3/04/09 respectively.
In addition the Clinical Manager
and the Incident Manager will -
 attend Incident Management level I
certification traiming on 3/25/09. . :

FORM CMS-2587(02+25) Pravious Versions Obsolate - Event I0:GEVMT1

“Faciiy 1L, vwasie m canunuaton st Page’ 18 of 27




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

PRINTED: 12/31/2008
FORM APPROVED
OMB NO. 0938-0331

i mg} until the order was changed October 12,
2008 to 1000 mg twice daily {2000 mg}. On

' reviewed by the HRC.,

revealed that this medication was prescribed to-
help manage the client's aggressive behavior.
Shortly after the December 3, 2008 medication
pass observation, review of Client #1's physician's!
orders (POs) on December 3, 2008 at 8:50 AM
revealed that he recsived the Depakote twice
daily. Continued review of his POs revealed that
he had been receiving 750 mg twice daily (1500

December 5, 2008, at 5:40 PN, interview with the
Qualified Mental Retardation, followed by a
review of the HRC minutes, dated November 19,
2008, revealed no evidence that the 33%
increase in Depakote had been reviewed and
approved by the HRC.

2. Client #2's December 2008 physician's orders
(POs) indicated that his medication regimen
included Abilify 30 mg and Lexapro 20 mg every
morning, among other medications. .In addition,
the client received one-on-one staff support as
part of his behavior management plan. Further
record review revealed that the daily dose of
Lexapro had been doubled {from 10 mg to 20 mg)
and the Abilify had been introduced in October
2008. There was no evidence, however, that
these (and concurrent} changes in his
psychotropic medication regimen had been
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W 262 | Continued From page 18 W 262

The facility's HRC had documented meetings

held on May 8§, 2008, August 20, 2008 and

November 19, 2008. However,

1. On December 3, 2008, at 8:10 AM, Ciient #1

was observed to receive Divalproex {Depakote)

i DR 500 mg Tab, 2 tabs (1000 mg) by mouth. W 262
interview with the medication nurse at 8:15 AM ! IL.S Human Rights Committee will 12/21/08

convene on 1/21/09 to re- approve
the continuation of psychotropic
medications treatment and
continuation of the BSP. The
Committee will, on a continuous
basis, ensure updated records
{(approval for continued use of
psychotropic medications and
BSP’s).
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W 263

' #1 receiving Divalproex (Depakote) DR 500 mg

483.440(f)(3)(il) PROGRAM MONITORING &
CHANGE

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

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
facility failed to ensure that programs which
incorporate restrictive techniques, including the
use of medications to control behaviors, were
conducted only with the written informed consent
of the client or legal guardian, for two of the two |
clients in the sample. (Client#1, and #2)

The findings include:

1. The facility failed to ensure informed consent
for an increase in Client #1's psychotropic
medication, as follows:

Observation of the medication administration on.
December 3, 2008, at 8:10 AM, revealed Client

Tab, 2 tabs (1000 mg by mouth}. Interview with
the medication nurse at 8:15 AM ravealed that
this medication was prescribed fo be
administered daily in conjunction with Lorazepam
2 mg BID, Trihexyphenidy! 2 mg (Artane), and
Chlorpromazine (Thorazine} 50 mg, 3 tabs BID to
help manage the client's aggression. She also
indicated that the medications were used in
conjunction with a behavior support plan (BSP).

On December 4, 2008, at 5:40 PM, interview with
the Qualified Mental Retardation Professional
(QMRP) revealed that Client #1's guardian had

W 263

W 263

10/22/08.

The QMRP will insure that all
mformed consents are obtained to
address medication changes
gsychotropic medications). Client
’s mother signed the inform
consent form on 12/20/08 for 12/20/08
psychotropic medication changes as
prescribed by the psychiatrist on
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approved the use of the psychetropic medication. Rk i ill meet
Subsequent review of his records revealeda The Hﬁ) ioﬁlmv;onw sych 9
consent form signed July 2008 that reflected & ey e oot (o 13000
750 mg dose of Depakote twice daily. Since review, The HRC will meetto
then, however, the Depakote was increased 33%, approve/digapprove any changes in
to 100 mg twice daily, effective Oclober 12, 2008. psychotropic medications, pending
Further review of the record falled to show _ consent by guardian. The HRC will
evidence of written Informed consent from the review the migutes from the
mother for the Octobar 2008 increase in previous meeting to identify any
Depakote. outstanding issues, In the event of
. lephone consept, written
2. According to Client #2's psychological telep N4 :
assessment, dated April 2008, Client #2 was documentation will reflect verbal
diagnosed with severe mental retardation and consent and a c_:onsent document
was incapable of processing infarmation ; will be immcdlat_cly forwarded to
efiactively to make informed decisions.. Client - the gardian/family member for
#2's Individual Support Pian (ISP), dated Aprit 11, signature. Once consent has been
2008, documented that his sister was the: ' obtained and approval has been
designated surrogate healthcare decision-maker, given by the committee, nursing
In addition, the client's diaghostic profile included > a1 ; P— t
. X . ‘ staff will immediately impiemen
intermittent explosive disorder and mood : cation chan
disorder, NOS. . _any medication changes. :
_ : TOW263 7 .
-Client #2's behavior support plan (BSF), also The QMRP will jusure that client
dated Aprill11. 2008, inciuded the use of i family members, guardians;
psychotroplic medications {(Lexapro, Lorazepam attorneys, and oth ‘ -
and Zyprexa) as well as the use of 1;1staff | individnals cirele giﬁf vglglt%: : 12/18/08
supervision 16 hours dally (during awake hours). informed of any medicati ; s
Further review of his record falled fo show (psychotropic medication oy changes -
evidence that Client #2's sister had signed written Informed pic medications) and
consent for the use of medications and Intensive  oiormed consent will be ebtained
(1:1) staff supervision. iz a timely manner,
This is a repeat deficiency.
Previously, the Federal Deficiency Report dated .
February 1, 2007, Included the following: -
Evant ID:CRVM11 Facitty 1D: 096212 If continuation shest Page 21 of 27 '
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W 263 | Continued From page 21 | w 263L |
_ \ W 263 \
| Based on staff interview and record review, the ILS Human Rights Committee will :
facility failed to ensure that programs, which ] convene on 1/21/09 to re- approve
incorporate restrictive technigues, were the continuation of psychotropic
conducted only with the written informed consent medications treatment and
of the client or legal guardian, for two of the two comtinuation of the BSP. The 1/21/09
clients in the sample. (Clients #1 and #2) Committee will. on a co‘ntinuous
The finding includes: basis, ensure upda?ed records ‘
: (approval for continued use of
| There was no evidence that the HRC had psychotropic medications and l
informed consent for the use of the behavior BSP’s).
support plans that included the use of
psychotropic medications. [See W124)
W 322 | 483.460(a)(3) PHYSICIAN SERVICES W 322
\ The facility must provide or ohtain preventive and
| general medical care.

l
|
! This STANDARD is not met as evidenced by:

. Based on staff interview and record review, the

| facility failed to ensure that clients received
preventive and general medica! care, for four of
four clients residing in the facility. (Clients #1, #2,
#3, and #4)

The findings include:

1 1. Cross-refer to W149.4. On December 4,
2008, review of incident reports revealed that
Ciient #1 had bitten Clients #2 and #3, on January
20, 2008 and April 24, 2008, respectively. Client
#4's medical record documented that he 100 was
bitten by Client #1 on July 13, 2008. All of the
aforementioned bites broke the skin. However,
uniike previous bites, there was no evidence that

| Client #4 received assessment in an ER and

L
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' revealed that the client's Health Passport which
| accompanied him to the ER, identified his allergy '
' to Haldol. The investigation repart indicated that
once the error had been identified, the client was
administered Benadryl to counteract the potential
| effects of the Haidol.

| Review of the December 1, 2008 POs revealed

- an order for "Haloperidol Lac Smg/ml, give only
on order of <psychiatrist> for extreme agitation."
The same POs, however, also indicated that the
client was allergic to Haloperidol.) On December
5, 2008 at 9:35 AM, interview with the designated

L

recommendations will be followed
appropriately.
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W 322 | Continued From page 22 W322, wia
prophylactic antibiotic treatment. At the time of 1LS has in place a protocol to
the survey, there was no evidence that the address all incidents of human bites. 12/12/08
medical team had established a protoco! for The medical team will ensure
E timely response to human bites. creatment of all bites in accordance
| 2. The facility's medical services failed to ensure with the Human Bite Protoco_l. o
timely implementation of the primary care (Emergency 100m treatment in the
physician's (PCP's) order that Client #1 receive event of skin break)
' an allergy evaluation to verify Haldol allergy.
]
i On December 4, 2008 at 4:10 PM, review of
: Client #1's annual medica! evaluation, dated
| March 10, 2008, revealed a diagnosis of "Haldol
' Sensitivity.” Review ofa physician's order dated |
t July 16, 2008 reflected a hand written order w
"Allergist to determine if allergic to Haidol." The
July 16, 2008 physician's order (PQOs) also
included "Haldol 5 mg IM (for psychotic
aggression}”.
] W 322
' A pre-survey review of incident reports revealed The medical team will insure
that on September 4, 2008, at 2:40 PM, Client #1 immediate response to all
: received Haldol 5 mg (via intramuscutar injection) recommendations on behatf of our
- while receiving treatment for an ear infection at a individuals. An appointment was
local I“losprtal emergency room (ER). The group scheduled with the allergy specialist
home's subsequent investigation of the incident on 1/6/09 for client #1. All 1/6/09
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W 322! Continued From page 24 L w 322] W 322 \
| years later, on January 8, 2008, [ab tests 1 | Seepage 1/6/09
1 indicated that his status was non- reactive. 23 of 27
' Further review of the client's immunization record | |
\ revealed that it included & statement that his '\ ‘
hepatitis immunity status should be assessed W 322
every five years {in accordance with Centers for
| Disease Control (CDC) and Prevention Resident # 1 Hepatitis B series has
 guidelines). Testing therefore had been due been initiated and will be completed
| February 2006. There was no evidence that 2/27/08
Client #1's hepatitis immunity status was tested on :
every 5 years. In addition, the facility failed to
provide timely response fo the client's January 8,
2008 tests that indicated his non-reactive status.
W 338 | 483.460(c)(3){v) NURSING SERVICES W 338 w338
. Nursing services must include, for those clients The RN has mandated all consults |
certified as not needing a medical care plan, a for individuals be faxed to the office 12/18/08
review of their health status which must resultin for weekly review at the Managers | |
any necessary action (including referral to a | nc;;etincr 05; T the need occurs. The |
hysician to address client health problems). & )
| Py P ) l Clinical Manager has mandated that
‘ nursing will be represented weekly
| This STANDARD is not met as evidenced by. \ at the Mapagers meetings. )
‘l Based on staff interview and record review, the | 1
facility's nursing services failed to ensure timely }
follow-up on referrals in accordance with the W 338
| negds of one of the two clients in the sample. i Nursing staff will review consult
| (Client #1) recommendations as they occur and
. - , inform the Primary Care Physician
The findings include: The medical team will insure
| 1. (Cross-refer to W322.2) The facility's nursing jmmediate response 1o all o
services failed to ensure Client #1 was timely recommcndatlons on_beha of our
referred to an "Allergist to determine if allergic to individnals. An appointment was -
Haldo! " as prescribed on July 16, 2008 by the scheduled with the allergy specialist
primary care physician. interview with the on 1/6/09 for client #1. All 1/6/09
' designated LPN on December S, 2008 revealed recommendations will be followed ,
' that the appointment was scheduled during the :
survey for January 6, 2009. appropriately.
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W 338 ] Continued From page 25

|

l 2. (Cross refer to W322.3.)The facility nursing

1 services failed to ensure timely foliow-up on

. Client #1's non-reactive Hepatitis B immunity as
| follows.

On December 3, 2008, at 12:25 PM, interview
with Client #1's day program case manager
revealed that on June 3, 2008, Client #1 bit a peer
at his day program. The day program indicated

- that the peer's skin was broken during the bite
and that he was a Hepatitis B carrier. The day
program requested that Client #1 Hepatitis B

' status be assessed. Record review revealed the
Client #1 was tested on January 8, 2008 and
again on June 25, 2008 and was non-reactive
both times. Client #1's immunization record
docurnented that Hepatitis B vaccination (dose
#3) had been administered on February 14, 2001.
There was no evidence the client was referred
timely for follow-up on his non-reactive status
when tested for immunity to Hepatitis B.

W 362 | 483.460(j)(1) DRUG REGIMEN REVIEW

A pharmacist with input from the interdisciplinary
team must review the drug regimen of each client
at least quarterly.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
' failed to ensure that the pharmacist provided drug
regimen reviews at least quarterly for two of two
clients in the sample. (Clients #1 and #2)

The findings include:

On December 5, 2008, at 2:45 PM, interview with

W 338 W338

The RN has mandated all consults
for individuals be faxed to the office
for weekly review at the Managers
meeting or as the need occurs. The
Clinical Manager has mandated that
nursing will be represented weekly
at the Managers meetings. All
consults and recommendations will
be reviewed weekly and
recommended completion dates will
be followed and documented.

waez| W 362
The RN has mandated all consults
for individuals be faxed to the office
for weekly review at the Managers
meeting or as the need occurs. The
Clinical Manager has mandated that
nursing will be represented weekly
at the Managers meetings. All
consults and recommendations will
be reviewed weckly and
recommended completion dates will
be followed and documented.

12/18/08

12/18/08

FORM CMS-2567(02-89) Pravious Versions Chbsolete

Event ID: CFVM11

Facility {D: 00G212

If continuation shest Page 26 of 27




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/31/2008
FORM APPROVED

. PM: 4:00 PM - 12:00 PM; and 12:00 AM - 8:00
AM). Later that day, beginning at 12:55 PM,
review of the facility's fire drill records revealed
that only one drill (July 12, 2008) had been
documented during the overnight shift (12:00 AM
- 8:00 AM) since January 2008.

12/16/08 ou the need to conduct fire
drill evacuation as scheduled .
(monthly per shift). The QMRP will
conduct weekly inspection of fire
drill records to ensure staff
compliance.
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W 362 | Continued From page 26 W 362
the designated LPN revealed that pharmacy
reviews should be conducted quarterly to monitor W 362
the clients’ medication regimens. At 3:05 PM, . b ducted
record review reveaied that the pharmacist Pharmacy reviews will be conducte
reviewed Client #1's medications on May 28, every three months.. The agency
2008 and on September 21, 2008, 4 manths later. will insure that pharmacy reviews
Similarly, there was a 4-month gap between are conducted every three months.
i Client #2's Fe!aruary 29, 2008 and June 24, 2008 The last review was Conducted on
pharmacy reviews. There was no evidence Ithat 12/18/08 12/18/08
the pharmacist consistently reviewed clients
medications at Ieast quarterly. W 440
W 440 | 483.470(}{1) EVACUATION DRILLS W 440
Fire Drill Calendars were updated
| The facility must hold evacuation drills at least to reflect drills monthly per shift and
quarterly for each shift of personne. Fire Drill records were reviewed for
implementation of 1 drill per shift
, , er month. The Clinical Manager
This STANDARD is not met as evidenced by: zn d QMRP’s will review Fire Drill
Based on interview and record review, the facility d entation monthly at the
failed to conduct simulated fire drills at least oculnl -
quarterly on each shift. Maspagers meeting.
The finding includes: W 440
On December 5, 2008, at 12:50 PM, interview The QMRP will insure that fire drill
with the Qualified Mental Retardation evacuations are conducted as
 Professional (QMRP) and review of the weekly outlined in the Policy and Procedure
| staffing schedule indicated that there were Manual. Staff were re-in-service on 12/16/08
+ primarily three designated shifts (8:00 AM - 4:00

1
|
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A licensure-survey was conducted on Dagember !
3, 2008 through December 5, 2008. Two -
residents wers randomiy selected for the sample .
from a residential population of four males with
varying degrees of mental retardation. ©
, i
The findings of the sUrvey were based on ‘
observations at the group home, Interview with
residential staff and day program staff, and the
review of ciinical and administrative records,
inoluding the review of the facliity's unusual
incident reports. : 7
| 227] 3540.5(d) STAFF TRAINING SR (T S e
Each training program shall inciude, but not be . o
fimited to, the following: - The Clinical maneges reviewed all
' CPR/1* Aid, fire and disaster plans
(d) Emergency procedures inciuding first aid, i and implemented training sessions
| cardiopulmonary resuscitation (OPR), the : : for all individuals.
Helmlich maneuver, disaster plans and fire ‘ ‘
evacuation plans, e . ;
; _ 12/18/0
. - l : Fire Drill Calendars were updated ‘ 8
- : . ghift and
i This Statute is not met as evidenced by - - ;?. re%:'cglddlls mi oﬁﬂﬁificwed for
Based on staff interview and record review, the : Fre Loniil 1o £1 aril) :
| facility falled to effectively train staff to implement : implementation of 1 dril per shift
| emergency measures for four of the four l : + | per month, The Clinical Manager
I residents of the facility. (Residents #1,.#2, #3, - : and QMRP’s will review Fire Drill
and #4) _ . . = documentation monthiy at the -
. ‘ P .t | Managers mecting,.
The findings include: . .
During the December 3, 2008 Enfrance
| Conference, at approximately 8:40 AM, the :
Qualified Mental Retardation Professional : l
(QMRP) stated that all staff were expectedto ' ; ;-
maintain current Cardiopuimonary Resusciation i .
(CPR) certification and First Aid training. - -
Realth Reguiation Administration ¥
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1227" Continued From page 1 1227 |
| On December 5, 2008, beginning at
approximately 2:00 PM, review of staff and 1227
| consultant records revealed the following:
| ILS Human Resources Department
1. There was no documented evidence of current will insure that all staff are CPR and
CPR certification training for 5 of the 15 direct 1% aid certified at all times. First
support staff (51, 52, 3 and 54 and §6). Aid and CPR training was
scheduled for 12/29-31% 2008. The 12/31/08

2. There was no documented evidence of CPR
cerfification for N1.

3 There was no documented evidence of CPR
certification and First Aid training available for:

a. the Residential Manager,
b the Qualified Mental Retardation Professional. :
4. There was no documented evidence of First

" Aid training for 2 of the 15 direct support staff (54
and S5).

This is a repeat deficiency.

Fedede dededo dedcde e A dedrdedok do ek Aok Aok ok dededr

| Previously, the Licensure Statement of
Deficiencies, dated January 10, 2008, included
the following:

| On January 8, 2008... the following staffs and

| consultants was without current First Aid and
CPR, or both.

1. Current CPR - S#4, #5, #11, #12, #13 and #14

2. First Aid - S #4, #5, #11, #12 #13 and #14

HR department will ensure l
maintenance of proper certification
of First Aid/CPR for all employees.

The Clinical Manager instituted a
spread sheet including all staff
certifications and trainings to be
reviewed monthly. Notification of
certification needs will be directed
to appropriate staff via letters
attached to pay checks. Any
individuals not meeting certification
standards will be removed from the
schedule until completion of
certification is completed.
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- Mareh 12, 2008 dental report that failed to

On December 4, 2008, at 12:25 PM, interview
with the designated LPN revealed that Resident
#1 had recently been to the dentist and was
awaiting authorization of funding for restorative
treatment services. Subsequent review later that
day of the resident's dental records revealed a

document what, if any, assessment and/or

treatment services were rendered. The March i

(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1292 | Continued From page 2 1292
292 3514.3 RESIDENT RECORDS | 282 1292
Each record shall include, but not be limited to, The QMRP will docum;nt all .
the requirements of D.C. Law 2-137, D.C. Code § contacts related to individuals in
6-1972 (1989 Repl. Vol.). ’ monthly notes. The Clinical |
. . . manager will randomly '
| ;hls E‘étatute is not meé as ev:;ienced btyh review and cross reference contacts
| Based on interview and record review, the . .
| GHMRP failed to maintain resident records in g’lth individuals and appizllmg;esis
-accordance with requirements of D.C. Law 2-137 ocumentation on a monthily
| (now Titie 7, Chapter 13), for two of the four for each individual.
residents of the facility. (Residents#1 and#4)
' - ults
(- Ainae i . ‘ The RN has mandated all consu
The findings include: for individuals be faxed to the office
v rovietw at agers |
Title 7, Chapter 13; D.C. Code 7-1305.12 for weelly review & g‘e}fai O
(formerly 6-1972) meeting or as the need ou»\}r‘- ] 1; t
! Complete records for each customer shall be Clinical Manager bas mandz'® ]Ila i
maintained and shall be readily avalable to nursing will be represented Weekly %
professional persons and to the staff workers at the Managers meetings. S 12/18/08
wh:: 3:. directly involved... These records shall [LS will insure that all customer
mees: records are made available 10 the
| (9) "A summary of each significant contact by a circle of support and al% St'affolved
- professional person with a customer” workets who are directly 1nv ,
effective immediately.
The facility failed to ensure a summary of '
treatment received during each dental 1202
consultation was provided to the group home for . .
Resident #1. Complete consultation entries
-“- regarding treatment (dental) bave 1/6/09

been requested as of 1/6/09.
Nursing services will ensure that
regular dental follow-up
appointments are completed as
ordered/indicated.

Client #1 has a dental appointment
Has been scheduled for 3/10/09.
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| 12, 2008 report reflected a recommendation that . .
‘5 he return on April 2, 2008. The dentist had not, Complete consultation entries
however, indicated the reasoning or "findings” regarding treatment (dental) have 1/6/09
‘% that led to the recommendation to return 3 weeks | been requested as of 1/6/09.
! later. On December 5, 2008, at 3:40 P, further Nursing services will ensure that
| interview with the designated LPN revealed that I recular dental follow-up '\
the type of services rendered to the resident on ntm
| March 12, 2008 had not been verified. | ifg:r‘:d/ggf;izwmplmd as
It should be noted that he did retum to the denist Client #1 has a dental appoimtment \
| on April 2, 2008. And on November 17, 2008, the Has been scheduled for 3/10/09.
l‘ resident was diagnosed with periodontitis,
| halitosis and multiple carious lesions (teeth #22,
#23 and #27}.
{16} A record of any seizures, ilinesses, ’ k
i treatments thereof, and immunizations.” }
The faciiity failed to ensure that current ‘ \
| documentation of Resident #4's tetanus booster I l
" shot was maintained in his health record. i |
. 1292 !
On December 4, 2008, at 1:40 PM, review of ' . : |
' Resident #4's immunology history/record sheet in Immunization records will be 12/18/08
his medical chart revealed that the most recent 1 maintained/ rev1cwec'1 by nursing
' tetanus-diptheria shot he had received was given [ staff monthly and will be reviewed |
- on July 23, 1998. It further indicated that he was | by the Primary Care Physician
| due for another booster shot in July 2008. ' annually. -‘
| Continued review of Resident #4's record ? : ‘
% revealed no evidence, however, that he had L
-l received the 10-year tetanus booster shot. !
“i On Dacember 4, 2008, at approximately 3:25 PM, l
| interview with an LPN revealed that someone | |
| within the agency had informed her thal Resident l 1
' #4 had in fact received a tetanus booster. She
acknowiedged, however, that the alleged tetanus ! ‘
| pooster was not reflected in the resident's . ]
E medical chart. The following aftemoon
: (December 5, 2008), the LPN presented a ’ i

Health Regulation Administration
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October 25, 2006 due to the resident's impaired
ability to process information effectively .

. At approximately 5:15 PM, review of Resident

| #4's Medication Administration Records (MARS)
revealed that he received treatment for a human

| bite in July 2008. According to a July 13, 2008

|

psychotropic medication changes as
prescribed by the psychiatrist on
10/22/08.

(x4} ID SUMMARY STATEMENT OF DEFICIENCIES I D PROVIDER'S PLAN OF CORRECTION | o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1292 | Continued From page 4 292 1292
document that she had received just minutes ) .
earlier via fax transmittal from a hospital clinic, The QMRP will review health plans '
| verifying that Resident #4 had received a and treatment plans with the
diptheria-tetanus booster on December 18, 2008. individuals family members,
Thc? PN acknowledged that the facility had not guardians or attomeys at least
maintained current immunology recerds for quarterly, of in the event of any 12/18/08
Resident #4. changes, immediate notification 18
mandated. The Clinical Manager
374 3519.5 EMERGENCIES h374 will review the current status of all
After medical services have been secured, each mdlv_‘duals o the ’.‘VCCMS Mam.ig“r z.
GHMRP shall promptly notify the resident ' s meeting 10 Insure implementation o
| guardian, his or her next of kin if the resident has this procedure.
no guardian, or the representative of the In the event a new QMRP is hired,
sponsoring agency of the resident ' s status as , new QMRP will contact each
soon as possible, foliowed by written notice and any new .
* documentation no later than forty-gight (48) hours individuals family, _
after the incident. , Guardian or attorney and review
current status and document each
This Statute is not met as evidenced by: review in the client’s record.
Based on interviews and record verification, the
| facility failed to consistently notify residents’
family members or guardians of significant
| incidents involving injuries, for one of the four
residents residing in the facility. (Resident #4)
The finding includes: 1374
. The QMRP will insure that all
On December 3, 2008, at approximately 9:33 AM, informed consents are obtained to
interview with the Qualified Mental Retardation address medication changes
. Professional (QMRP) revealed that Resi:_:lent#4 (psychotropic medications). Client
had a court-appointed guardian. According to #1"s mother signed the informed
court documents, the guardian was appointed consent form on 12/20/08 for 12/20/08

Health Regulation Administration
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1 374 | Continued From page 5 | 374

Nurse Progress Note, "Staff reported that
individual was bittan by another individual; bite
size middle of right forearm. Size 1/2 by 1/2
inches open wound with red tissue effacing.
Wound cleansed...triple antibiotic cintment...
bandage per MD's order... LPN Nurse and RN
Nurse Supervisor made aware.”

According to the QMRP, the notification of 1374

residents' family or guardians following an injury The QMRP will ensure proper
should be documented on the incident report. notification of individual’s family
However, there was no corresponding incident members, guardians, attorneys and 12/18/08 |
report for this bite incident. Further review of the other circle of support members in - F
resident's records, including a detailed account of ! the event of any incident/injury of
all contacts between the guardian and the facility Kind

(submitted by the guardian to the court), failed to any xang.
show evidenhce that the guardian was notified of
' the July 13, 2008 bite incident

| This is a repeat deficiency. , !
| 1

B A SR AR T A e Ak ok ek T e de ek

Previously, in a February 21, 2008 Federal
Deficiency Report, the facility was cited for failure
to inform another resident's sister/ designated i
surrogate healthcare decision-maker, as follows:
- "...the resident functioned in the severe range of
; mental retardation cognitively and his adaptive
skills tested in the profound range. His sister was
the designated surrogate healthcare
decision-maker...
... en January 21, 2008, he was sent to an
emergency room (ER) ‘for evaluation secondary
to human bite... need tetanus' shot.' The resident
subsequently received the tetanus shot and ]
began a 5-day antibiotic treatment, Biaxin 500 mg
twice daily. At approximately 12:05 PM, review of
the corresponding incident report revealed no [
indication that the resident's sister had been i

Health Regulation Administration -
STATE FORM L CFVM11 If continuation sheet 6 of 20
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| 374 | Continued From page 6 ‘ 1374 |
| notified. ‘ 1 374
_ interview with the recently-assigned Qualified
Mental Retardation Professional (QMRP) All incident reports will be reviewed
| revealed that he had Ieft a telephone message for weekly in the Managers meeting to
the sister after the January 20, 2008 bite incident insure notification of guardians and
and subseguent emergency room visit. Upon families of any incidents The
examination of the incident report, however, the é‘{n Al M Y h ins'titute da
| QMRP acknowledged that the alleged teiephone inical Mapager has  health
| call had not been documented on the incident policy that any individual hea t
report. When asked if the call had been changes be reported 1mn}cd1ately 10
documented elsewhere, he replied no. He said the Clinical Manager to 1nsure
that he would (only) document the call/natification prompt notification of families and C 1241 8/08
in the designated space on the incident report. guardians. All incident reports will i
| On February 20, 2008, Resident #4's sister (and faxed 1o the office be reviewed by
| surmogate healthcare decision-maker) was .. :
interviewed by telephone... To her knowledge, the Chnfwfl glanage;tt;.lszfg d
Resident #4 had not been to an emergency room appropriate documentat !
since he was admitted to this facility in March notification.
| 2008...
: _.review of the April 2004 "Incident Management”
policy revealed the following: 'All incidents will be
handied appropriately and promptly, to include... I
timety and accurate notification of appropriate
| staff, families, guardians...” There was no
evidence, however, that Resident #4's sister
received timely notification of the bite incident and
subsequent treatment that he received. '
On March 27, 2008, the facility submitted a Plan
 of Correction that included the following: "ILS will
" ensure that individuals family <sic> are informed
\ of all medical related incidents..."
|
| 379 3519.10 EMERGENCIES 1379
in addition to the reporting requirement in 3519.5, |
each GHMRP shalf notify the Department of
Heaith, Health Faciiities Division of any other
unusual incident or event which substantially
interferes with a resident ' s health, wetfare, living |
Health Regulation Administration .
STATE FORM 000 CRVM11 It continuation sheet 7 of 2
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1 379! Continued From page 7 | 379 1379
arrangement, well being or in any other way :
places the resident at risk. Such notification shall i The Clinical Manager has mandated
be made by telephone immediately and shall be that all incidents be reported
foliowed up by written notification within atilizing the chain of command, and
twenty-four (24) hours or the next work day. the Clinical Manager will review all
IDCIdentS, documentation and 12/18/08
notification to insure compliance
This Statute is not met as evidenced by: with state and federal regulatory
Based on interview and record review, the facility standards.
failed to ensure that all aliegations of abuse were
reported immediately to the Department of
Health, Health Regulation Administration, in
accordance with State Law as required by DC
; regulation (22 DCMR Chapter 35 Section
| 3519.10), for one of the four residents residing in
i the facility. (Resident #4) 1379
The finding includes: The QMRP will insure that incident
, reports are generated as the need
On December 3, 2008, at approximately 5:15 PM, may arise and all staff were re-in
review of Resident #4's Medication Administration serviced on 12/16/08 on the
Records (MARs) revealed that he received importance of completing incident
treatment for a human bite in July 2008. reports in a timely manner.
According to a July 13, 2008 Nurse Progress fncident management training was
Note, "Staff reported that individual was bitten by .
| another individual; bite size middle of right completed on 12/16/08 and training
! forearm. Size 1/2 by 1.2 inches open wound with on incident managemc::nt/repqrtmg
red tissue effacing. Wound cleansed...triple will occur on an ongoing basis
antibiotic cintment. .. bandage per MD's order... monthly and as the need may arise.
| LPN Nurse and RN Nurse Supervisor made The QMRP will insure in the future
i aware.” 'Further review of the regcord revealed that family members, guardian,
that Resident #1 had bitten Resident 4. Department of Health and nurses are
| A pre-survey review of incident reports had nofified in a t.lm?ly manner in the
| Shown documentation that Residant #1 had bitten | event of any incident. The agency
Resident #3 on January 20, 2008 and bitten has put in place a policy/protocol on 12/12/08
Resident #2 on April 24, 2008. The Health human bite dated 12/12/08; staff
Reguiation Administration, however, had no were in serviced on the protocol on
evidence that an incident report for the July 13, 12/16/08.
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| 379| Continued From page 8 1379
2008 bite involving Resident #4 had been 1370
received. o ) .
The Clinical manager will review all
On December 4, 2008, beginning at 10:40 AM, incidents and responses by the
| another review of incident reports in the facility Incident Manager and insure prop_er 116/08
revealed no evidence that the July 13, 2008 bite notification of the Health Regulation 1211
was reported on an incident report, in accordance Administration is completed. All
with facility policies. At 12:18 PM, the staff have been in-serviced on

recently-assigned QMRP stated that the
notification of governmental officials following an
incident should be documented on the incident
report. However, there was no evidence that an
incident report was prepared for this bite
(peer-on-peer abuse). The QMRP and the
recently-assigned LPN Coordinator indicated that
neither was previously aware of the July 13, 2008
bite incident that went unreported. Further review
of the resident's records and interviews with the
Incident Management Coordinator later that
afternoon failed to show evidence that the Health |
Regulation Administration was notified of the July
13, 2008 bite incident

incident management .

| 401, 3520.3 PROFESSION SERVICES: GENERAL £ 401
[ PROVISIONS

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

This Statute is not met as evidenced by:
Based on staff interview and record review, the
facility failed to ensure that residents received
preventive and general medical care, for two of !
the four residents living in the facility. (Residents
#1 and #4)

Health Regulation Administration
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| 401 | Continued From page 9 ‘ 1 401
| The findings include: 1
L 1. The facility failed to establish and implementa :
policy of protocol to ensure timely and i 1401
appropriate response to human bites. % The Buman Bite Protocol addresses
; . . the issue of immediate response to
A aeceljgbe{ 4, 2038 rewev;f c&f lncldeg'; res-‘liofts all incident of human bite. Incidents
and resident records revealed a numper o o h
 incidents where Resident #1 bit himself or his of human bite will ?g treate(]i? 212;116
' peers. For example, Resident #1 bit Resident #3 emergency room. ( gasg ; e
on his hand on January 20, 2008. He also bit break) The Nurses an PCP will be
Resident #2 on the arm on April 24, 2008. notified 1mm-ed1at.61Y- o
Resident #2 was sent to an emergency room Implementation (including m 12/12/08
| where he received a tetanus booster and began a service training) provided by the
| 10-day regimen of Augmentin (antibiotic) as a nursing staff on 12/16/08.
prophylactic. Resident#4's record documented
that on July 13, 2008, he too was bitten by ,
Resident #1. However, instead of going to an ER i
for evaiuation and treatment, the PCP instructed
the nurse to cleanse the wound with normal |
saline solution and apply triple antibiatic ointment. i
Unlike Residents #2 and #3, Resident #4 did not TLS has implementsd 2 Human Bite
| receive prophylactic antibiotics. Resident #1's Policy and Protocol as of 12/12/08 212/08
behavior support plan (BSP), dated April 11, | e R 12712700
| 2008, reflected 3 target behaviors, including biting 0 address any type 03 human bite as 1|
himself and others. The BSP indicated a history fLmay oceur. '1
of biting behavior that began years before he was The Human Bite Protocol addresses i
admitted to this facility in March 2006. The most ‘he issue of immediate response 1 1|
recent documented bite was to his own arm, in S . . g
\ all incident of human bite. Incidents |
August 2008. o oy mE)
of human bite will be treated at the 12/16/08
On December 4, 2008, beginning at 12:18 PM, emergency roonl. {In case of skin 'i
interviews with the recently-hired Qualified Mental hreak) The Nurses and PCP will be !
Retardation Professional (QMRP), recently-hired notified immediately. |
L PN Coordinator and newly-hired Registered Implementation {including in |
Nurse revealed that there was no established service training) prox-'ided‘—b\' fhe |
policy on handling human bites. At 12:38 PM, the | o staffon 12/16/ i }
RN stated that their recently-hired Clinical mursing staff on 12/16/05. i
Director and the CEQ were reviewing the !
agency's policies at the corporate office to ‘
Health Regutation Administration
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Continued From page 10

determine whether there was an established bite |

protocol. At 2:38 PM, the RN presented an
OSHA policy regarding exposure to blood-borne

' pathogens. The policy, however, addressed

(only) the risks presented to the biter if the other
individual's skin was broken. On December 5,
2008, the PCP brought a written statement to the
facility that indicated that whether to send a
resident to the ER following a human bite would
be "based on the information provided by the
primary nurse," including "the site of the bite,

. depth of the bite...” The statement also referred
 to CDC immunization standards, as attached.
| Review of the standards revealed a CDC .

recommendation to receive tetanus boosters
every 10 years.

The statement, dated December 4, 2008, did nof
identify the anticipated/ appropriate response

| time re: nurse assessment of the bite wound and |
PCP notification. In addition, it did not define the |

term "primary nurse." Further discussions with
the LPN and newly-hired RN failed to clarify why
one resident would receive prophylactic antibiotic
treatment while another would not, when there

i was evidence of a skin break. There was no

evidence that the facility had established a policy
on human bites prior to this survey.

2. The facility's medical services faiied to ensure
timely follow-up on the primary care physician's
(PCP's) order that Resident #1 receive an aliergy
avaluation to verify Haldol allergy.

On December 4, 2008, at 4:10 PM, review of
Resident #1's annual medical evaluation, dated
March 10, 2008, revealed a diagnosis of "Haldol

- Sensitivity." Review of a physician's order dated

July 16, 2008 refiected a hand written order
"Allergist to determine if allergic to Haldol." The

401

I 401
See ] 401
Page 10 of 20
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July 16, 2008 physician's order also included I . -
"Haldol 5 mg IM (for psychotic aggression)”. ‘, _The me.dwal tearn will insure
imrmediate response to all

| A pre-survey review of incident reports revealed

| that on September 4, 2008, at 2:40 PM, Resident
#1 received Haldol 5 mg (via intramuscufar
injection) while receiving treatment for an ear
infection at a local hospital emergency foom.
The group home's subsequent investigation of
 the incident revealed that the resident's Health

. Passport, which accompanied him to the ER,
identified his allergy to Haldol. The investigation
report indicated that once the error had been
identified, the resident was administered Benadryl
to counteract the potential effects of the Haldol.

Review of the Dacember 1, 2008 POs revealed
an order for "Haloperidol Lac 5mg/ml, give only
on order of <psychiatrist> for extreme agitation."
The same POs, however, also indicated that the
resident was allergic to Haloperidol.) On
December 5, 2008 at 9:35 AM, interview with the
designated LPN confirmed that the Haldol ailergy
| evaluation had not yet been completed, nor had it
! been scheduled to date. Later that morning, the

| LPN informed this surveyor that she scheduled a
Haldol-allergy evaluation for January 6, 2009.
Subsequent record review verified that at the time
of the survey, there was no evidence the allergy
assessment prescribed by the PCP in July 2008
to "determine if allergic to Haldo!" had been
performed.

3. The facility failed to refer Resident #1 for
Hepatitis B immunization timely, after a January
8, 2008 test indicated his non-reactive
(unprotected) status, as follows.

On December 3, 2008, at 12:25 PM, interview
with Resident #1's day program case manager

|

recommendations on behalf of cur
individuals. An appointment was
schedujed with the allergy specialist
on 1/6/09 for client #1. All
recommendations will be followed
appropriately.

1/6/09

The RN has mandated all consults

for individuals be faxed to the officz
for weeklv review at the Managers

meeting or as the need OCCUTS. The i
Clinical Manager has mandated that . 12/18/08
pursing will be represented weekly ‘
at the Managers meetings. Al |
consults and recommendations will {
be reviewed weekly and !
recommended completion dates will
be followed and documented. ]
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revealed that on June 3, 2008, he bit one of his
peers. Review of a day program referral FER (for |
evaluation and review form) indicated that the l
group home would be notified and that the FER |
wolld be sent to the group home. Review of the !
FER at the day program revealed that it included
a request for verification of Resident #1 's
Hepatitis immunization status, as the other
resident's skin had been broken. Additional

was bitten by Resident #1 was a Hepatitis B
carrier.

On December 5, 2008, at 2:40 PM, review of
Resident #1's immunization record in the home
indicated that a Hepatitis B vaccination, dose #3,
previously had been administered on February

1ab tests indicated that his status was non-

| reactive, however the record failed to reflect
further instructions on how to address the
resident's non-reactive status at that time. On
June 25, 2008, another test again showed that
Resident #1 was non-reactive. A new series of

review of the FER indicated that the resident who |

14, 2001. Seven years later, on January 8, 2008, |

Hepatitis vaccinations was initiated on on July 15,
2008,

Eurther review of the resident's immunization
record revealed that it included a statement that

every five years (in accordance with Centers for
Disease Control (CDC) and Prevention
guidelines). Testing therefore had been due
February 2006. There was no evidence that
Resident #1's hepatitis immunity status was
tested every 5 years. In addition, the facility failed
to provide timely response to the resident's
January B, 2008 tests that indicated his
non-reactive status.

his hepatitis immunity status should be assessed |

I 401

Resident # 1 Hepatitis B series has
been initiated and will be completed
on 2/27/08.

Immunization records will be
maintained/reviewed by nursing
staff monthly and will be reviewed
by the Primary Care Physician
annually.

12/18/08
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[ 500 3523.1 RESIDENT'S RIGHTS | 500
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
laws.
1500
This Statute is not met as evidenced by: The Human Bite Protocol addresses
Based on observations, interviews and record the issue of immediate response to
review, the GHM_RP failed to observe and protect all incident of human bite. Incidents
g":’d?;‘ts; 3ng?tt?1 '"S%C"c";dadm%w'th 1;'“3 ?I'i' ; | of human bite will be treated at the
apter 13 of the D.C. Code (formerly calie i (In £ skin
D.C. Law 2-137, D.C. Code, Title 6, Chapter 19) gf;;{(g)e?gﬁ ;&flfes( and PCP will be 12/12/08
that governs the care and rights of persons with fied 1 diatel
| mental retardation. notified immediately.
Implementation (including in
The findings include: service training) provided by the
! nursing staff on 12/16/08.
+ 1. The facility failed to protect residents’ rights fo e o
' receive prompt and adequate medical attention
| [Title 7, Chapter 13, § 7-1305.05(g), formerly §
| B-1965(g)], as follows:
! 1500
l Cross-refer to 1401. The facility failed to: Nursing staff will review consult
i . N . recommendations as they occur and
i a. refer Resident #1 to an allergist timely apd in inform the Primary Care Physician.
| 2?:2:-“[109 with his primary care physician's The medical team will insure
! ' immediate response to all
| b. establish and impiement a policy or protocol to FECQI]?mﬁndatlons 0 behalf of our
ensure timely and appropriate response to individuals. An appointment was 1/6/09
human bites; and, scheduled with the allergy specialist
for 1/6/09 and rescheduled for
c. refer Resident #1 for Hepatitis B immunization 2/13/09 for client #1. All
| timely, after a January 8, 2008 test indicated his recommendations will be followed
: non-reactive (unprotected) status. appropriately.
|
Health ReguJiation Administration .
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1'500 | Continued From page 14 1 500
2. The facility failed to demonstrate protection of 1500
residents' rights to be free from unnecessary or
excessive medication; specifically, psychotropic ‘
medications. [Titie 7, Chapter 13', § 7-1305.05{h), Client # 1 Hepatitis B series
formerly § 6-1965(h)], as follows: Is in progress and will be 2/27/00
a. Cross-refer to Federal Deficiency Report - Completed 2/27/09
Citations W124 and W263. Based on interview
and record review, the facility failed to establish a _
system to ensure that Resident #2's designated W 263 1/29/09
surrogate healthcare decision-maker was See page
informed of the benefits and risks of medications 22 of of 2
and of the right to refuse treatment. Resident
. #2's Individual Support Plan (ISP}, dated April 11,
t 2008, revealed that the resident functioned in the 24
1 L w12 .
severe range of mental retardation in cognitive Sec page 12/18/08
and adaptive skills. The ISP indicated that his 40f27 ‘
sister was the designated surrogate healthcare oL = ;
decision-maker due to his impaired ability to
_process information effectively. His December
2008 physician's orders (POs) indicated that his 1500
medication regimen included Abilify 30 mg every
morning, Lexapro 20 mg every moming,”
Lorazepam 1 mg twice daily and Zyprexa 10 mg
every morning, among other medications. ) )
Howr}e,ver 9 g The QMRP will review health plans
and treatment plans with the
| (1) there was no evidence that the sister had individuals family members,
| been involved in the planning and/or review euardians or attorneys at lzast
process (ie. she had not attended meetlngs, quarterl}"_ or in the event of any
thgtrte were no dpcur:nented te!ephone calls or changes, immediate notification is
written communications, etc. ), mandated to include any explanation 12/18/08
| (2) his records did not show evidence that his of risks and benefits. The Clinical
' sister had received an explanation of his heatth Manager will review the current
- condition(s), treatment pian, including status of all individuals in the
11 psychotropic medications, and right to refuse weekly Manager’s meeting 10 msure
| treatment; and, impiementation of this procedure.

(3) there was no evidence that the sister had
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1 500| Continued From page 15 1500 '

provided writter: consent for intrusive behavior

management methods, including psychotropic

medications and 1:1 staffing.

1 500

The QMRP confirmed that Resident #2's sister See page

had not been in attendance at the April 11, 2008 15 0f 22

ISP meeting, and acknowledged that there was

no evidence that his sister had been informed of

‘
1

the resident’s health status and treatment
options. In addition, the QMRP indicated that the
interdisciplinary team had not met again since
April; and,

..b. Cross-refer to W263. Resident #1's mother
was his designated surrogate healthcare
decision-maker. On October 12, 2008, the
resident's Depakote was increased by 33%.

contacted his mother to inform her of the recent
medication increase. In addition, the resident's
. record did not reflect an updated consent form

i had been signed.

| This is a repeat deficiency.

There was no evidence, however, that the facility |

| Previously, the Federal Deficiency Report dated
February 21, 2008, included the following: ;

... Resident #4's Individual Support Plan (ISP),
dated April 13, 2007, ravealed the resident
functioned in the severe range of mental
retardation cognitively and his adaptive skills
tested in the profound range. His sister was the
designated surrogate healthcare decision-maker
due to his impaired ability to process information
effectively. His medication regimen included
Lithium Carbonate 300 mg twice a day,

Trazodone 100 mg every evening, Paroxetine 20

1L.S will insure review and approval
of client medication changes
(psychotropic medications) through
the Human Rights Committee that
meets on the 3 Wednesday of
every month following the
medication review clinic with the
Psvchiatrist. Consent forms will be
ge;aerated at each change of incident
and the QMRP or Clinical Manager
will contact family members, 12/1%/08
attorneys or guardians for consent
the same day. In addition, the .
Human and Legal Rights Cornmatiee
will meet the 3™ Wednesday of each
month following the medication
review clinic to review BSP and
Psychotropic medications, or any
other human rights issue as needed.

+

Health Regulation Administration

STATE FORM

CFvM11 1f continuation sheet 16 of 20



PRINTED: 12/31/2008

. o ' R
Health Regulation Administration FO» M APPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
%2) MULT! (%3) DATE SURVEY
. A. BUILDING
B. WING
HFDO03-0206 12/05/2008

NAME OF PROVIDER CR SUPPLIER

INNOVATIVE LIFE SOULTIONS, INC

STREET ADDRESS, CITY, STATE, ZIP CODE

7416 BLAIR ROAD, NW
WASHINGTON, DC 20012

PROVIDER'S PLAN OF CORRECTION

(X3}

sister had been involved in the planning and/or
review process (i.e. she had not attended
meetings, there were no documented teiephone
calls or written communications, etc.).

Resident #4's records did not show evidence that :
his sister had received an explanation of his '
health condition{s) and/or given written consent
for his treatment plan, including psychotropic
medications...

On February 20, 2008, Resident #4's sister was
interviewed by telephone... She verified that she
had not attended ISP planning and development
meetings. She confirmed that she was the
designated healthcare decision-maker... Further
interview revealed that ... no one from the facility °
had reviewed the resident's heaith... status with
her. When asked if she was interested in
knowing about her brother's medication regimen, !
she replied yes, and she would share the
information with their siblings (who "all live out of
town")... review of the April 2004 "Rights of i
individuals" policy had revealed the following: a
facility "designee will facilitate services relating to
medical conditions and treatment being explained .
to the individual and/or his/her designee... this
inciudes risks and benefits of medications and/or
procedural interventions.”

mandated to include any explanation
of risks and benefits. The Clinical
Manager will review the current
status of all individuals in the
weekly Manager’s meeting to insure
implementation of this procedure.

X&) ID SUMMARY STATEMENT OF DEFICIENCIES I
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
; DEFICIENCY)
1500 | Continued From page 16 1 500

mg and Zyprexa 5 mg every evening, among 1 500
other medications and he received one-on-one ‘
staff support as part of his behavior management The QMRP will review health plans
plan. inciuded in the ISP was ateam and treatment plans with the
recommendation to "maintain contact with the individuals family members,
sister... she is available to provide pertinent guardians or attorneys at least
information regarding his welfare...” Further quarterly, or in the event of any
raview of the ISP revealed no evidence that the changes, immediate notification is 12/18/08
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Previously, a January 10, 2008 Statement of
Deficiencies report included the following:
Resident #2 was observed during the evening
medication pass on January 7, 2008 ... 1 500
administered Chiorpromazine 150 mg by mouth. g
interview with the Licensed Practical Nurse (LPN) c¢ page
... revealed that Resident #2 was prescribed the ! 170f22
medication for behavior management. Review of

. the physician's order sheet {POS) dated
December 1, 2007 ... revealed that Resident #2
had diagnoses of Intermittent Explosive Disorder
and Schizophrenia; Chronic Undifferentiated
Type and was prescribed Chlorpromazine 150
mg by mouth twice a day and Lithium 150 mg
every day for seven days. Lisinopril 5 mg. by I 500
mouth every day for behavior management.
Interview with the Program Manager ... revealed ILS will insure review and approval
that Resident #2's mother was very involved in of client medication changes
his life but is not the re§rdent's legal guardian. (psychotropic medications) through

' Review of Resident #2's, psychological the Human Rights Committee that

i assessment ... the resident did not have the the 3° Wednesdav of
ability to make decisions on his behalf regarding mects on tne i Y
habilitation pianning, residential placement, every month following the
finances, treatment and medical matters. There medication review clinic with _the

' was no documented evidence that the facility Psychiatrist. Consent forms will be

i informed Resident #2's mother of the health generated at each change of incident
benefits and risks of treatment associated with and the QMRP or Clinical Manager
the use of his psychotropic medications. will contact family members, 12/18/08
Ak & b A b ! attorneys or guardians for consent

the same day. In addition, the

Previously, the Federal Deficiency Report dated Human and Lc%al Rights Committee
February 1, 2007, indicated that there was no will meet the 3% Wednesday of each

. evidence that the <facility's> Human Rights month following the medication

- Committee had ensured that informed consent review clinic to review BSP and
had been obtained for the use of the behavior Psychotropic medications, or any
suppﬁntrpla.ns, th:_t intr;luded the use of other human rights issue as needed.
psychotropic medications.
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1500| Continued From page 18 1500

) 1 500
3. The faciiity failed to demonstrate protection of |

residents’ rights to report allegations of abuse .
immediately to residents' guardians or families The QMRE will e‘?s‘};e Iifol;cr .
[Title 7, Chapter 13, § 7-1310(g), formerly § notification of individual’s tamily 12/1%/08
6-1870(e)], as follows: a members, guardians, attorneys and
other circle of support members in

Cross-refer to 1374. The GHMRP failed to show the event of any incident/injury of
evidence that Resident #4's court-appointed : any kind.

guardian was notified of a July 13, 2008 bite
incident (peer-on-peer abuse) that resulted in a
break to the resident's skin.

| 4. The facility failed to demonstrate protection of
residents’ rights to have their personal records
kept complete and current [Title 7, Chapter 13, §
7-1305.12, formerly § 6-1972], as follows:

Cross-refer {o 1292.

(8) The GHMRP failed to ensure that Resident
#1's record included his medication history and
status (specifically, allergy to Haldol); ! w153
“’ See pag®
(9) The GHMRP failed to ensure that Resident 16 of 27
 #1's record included a summary of his visit with
: the dentist on March 12, 2008;
|
! {13) Cross-refer to Federal Deficiency Report -
Citations W153 and W154. The GHMRP failed
to ensure that the records of Residents #1, #2 !
- and/or #4 included a thorough investigation into
" incidents that resulted in injuries. According to an
; incident report dated April 24, 2008, Resident #1
. reportedly bit Resident #2 on his left wrist during
' breakfast. The bite broke Resident #2's skin and
| he was sent to an emergency room. On June 3,
2008, Resident #1 reportedly bit a peer while at
day program, potentially exposing him to the

Health Regulation Administration
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Hepatitis B virus. In addition, Resident #1
reportedly bit Resident #4 on his right forearm on
July 13, 2008. That bite reportediy broke the
skin. These incidents had not been thoroughly
investigated. In addition, Resident #1 reportedly
was injected with Haldol while receiving services 1
at a local hospital On June 3, 2008. The

: resident’s Health Passport and physician's orders
indicated that he was allergic to the medication. W 148
While the GHMRP reported the incident as a See page
"medication error," the facility failed to investigate 10 of 27
how and why the error occurred,

(18) The GHMRP failed to ensure that Resident
#4's record reflected dogumented evidence of a
diptheria-tetanus booster shot that he received on!
December 18, 2006. On December 4, 2008, the
booster was not reflected in the resident's
medical chart. The following afterncon
{December 5, 2008), the LPN presented a
document that she had received just minutes
earlier via fax transmittal from a hospital clinic,
verifying the December 2006 vaccination. The
LPN acknowledged that the facility had not
maintained current immunology records for
Resident #4.
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