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" In addition to the reporting requirement in 3519.5, |
each GHMRP shall notify the Department of
Health, Health Facilities Division of any other

- unusual incident or event which substantially

' arrangement, well being or in any other way
places the resident at risk. Such notification shall | ]

i be made by telephone immediately and shall be

 followed up by written notification within
twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by: :
| Based on interview and record review, the group
 home for individuals with intellectual disabilities
. (GHIID) failed to ensure unusual incidents that

| were reported immediately to the Departm of

Health, Health Regulaticn anc} Llcenﬂ]g

interferes with a resident ' s health, welfare, living ;

. interfered substantially with the resident's health |
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I 000 INITIAL COMMENTS ! 1000
A liegnsure survey was conducted onJune 20, T 5 A I
' 2013 through June 21, 2013. Arandom sample
of two residents was selected from a resident !
population of four females with varying degrees cf
intellectual disabilities. ? Department of Heaith .
Health Regulation & Licensing i
The survey findings was based on observations intermediate Care Facliiies Division
in the home, interviews with administrative 899 North capitnl gt, N.E. ;
management, nursing and direct care staff, and Washington, D.C. 20002 i
the review of resident and administrative records, ! i
including incident reports.
[Qualified Mental Retardation Professional
(QMRP) will be referred to as Qualified
Inteflectual Disabilities Professional (QIDP) Wlthm !
this report.] :
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Admlmstratlon,(DOH/HRLA) for one of two e I

"residents in the sample. (Resident #1)
The finding includes:

Review of the GHIID's incident reports on June
20, 2013, beginning at 10:10 a.m., revealed

' Resident #1 was was transported to a local
emergency room on March 8, 2013 and
diagnosed with a furuncle (boil) and prescribed
Cipro. [Also See 3520.3, #1, a-e]

At the time of the survey, there was no ! ‘
documented evidence that the aforementioned | ;
| incident invalving Resident #1 was reported to f
: DOH within 24 hours as required.

1401 3520.3 PROFESSION SERVICES: GENERAL | 1401
PROVISIONS

- Professional services shall include both diagn03|s

| and evaluation, including identification of

. developmental levels and needs, treatment
services, and services designed to prevent

. deterioration or further loss of function by the |

i resident. i

: This Statute is not met as evidenced by: :
" Based on interview and record review, the group |
i home for individuals with intellectual disabilities
i (GHID) failed to ensure residents were provided |
. with treatment services recommended for one of | |
- two residents in the sample. (Resident #1) ! '

- The findings include:

I. Review of the facility's incident reports on June |
- 20, 2013, beginning at 9:44 a.m. revealed j
Resident #1 to a local emergency room on March |
8, 2013. The report also revealed Resident #1 i
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1401 Continued From page 2 g

____ was diagnosed with a furuncle (boil)and

g prescribed Cipro.

a. Review of Resident #1's medical record on

S June 21, 2013, at 11:00 2.m. reveaied a nursing
note dated March 8, 2013. The nursing note

. revealed the resident had a temperature of 109 |
degrees and was experiencing severe pain. The |
note also revealed she was examined and :

. observed with bumps on her left labia, pubic area,

| clitoris and on her upper lips. Resident #1 was
described in the nursing note as "grimacing and

. crying to touch.”

' b. The resident's record revealed a second
nursing note dated March 8, 2013. This note

! revealed the resident was examined by the

- gynecologist (GYN) on the same day, The

: resident was diagnosed with a furuncle (boil) that

| was < (less than) 5 millimeters (mm). The GYN

! ordered sitz baths/warm compresses, twice a day

. for relief. :

- ¢. Interview with the qualified intellectual i
disabilities professional (QIDP) on June 20, 2013
at 12:39 p.m. was conducted fo ascertain ;

. information regarding the recommendation made |

- for Resident #1 to receive sitzbaths. According to |

' the QIDP, she was not certain if the resident ever |

. received the sitzbaths before the former nurse left!

. the facility. Continued discussion with the QIDP

. revealed a new registered nurse (RN) was
assigned to the facility. The surveyor interviewed:

 the new RN on June 21, 2013, at 5:30 p.m.and |
was told that he was just familiarizing himself with |
Resident #1's record and could not verify if she
received the sitz baths/warm compresses.

d. The surveyor reviewed Resident #1's medical
record on June 20, 2013, at 11:10 a.m. The

11713
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L)) See |401.T. k. + 13
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' nursing note revealed the resident verbalized

was provided with the sitz baths/warm
- compresses as recommended.

: the resident's furuncle resclved and she was

i ‘her day program for four days due to the

; discomfort of the furuncle. At the time of the

. survey, interview and record review failed to
evidence if Resident #1 received the sitz

. baths/warm compresses as recommended.

: I Review of Resident #1's medical record on

: June 20, 2013, at 11:20 a.m. revealed a PCP

' consult dated August 28, 2012, The consult
revealed a iab requisition for a urinalysis fo

. revealed _Iab work was done on the same day,
| (August 28, 2012), however, there was no
| documented evidence of the iab results in the
- residents’ record.

a. Further review of the resident's record

| 2012. The PCP consult revealed the residant
| was experiencing urinary frequency. Resident

a urinary tract infection.

et fECORG - FEVERlEd B followeup- nutsingfﬂgt&tgthahé—
' emergency room visit dated March 9, 2013. The |

discomfort in her pubic area, and was advised to

rest and was administered one tablet of Bactrin
500 mg. The note failed to reflect if Resident #1 i

. permitted to return to her day program. it shouid
. be noted that the resident had to stay home from

. revealed another PCP consult dated August 30,

Job.) See Mol T 6.

e According to the resident's medical record, the
| resident was seen by her primary care physrc:ar; ;
" (PCP) on March 12, 2013. The consult revealed

i
d |
i
i
?

rule-out a urinary tract infection. The consult also |

i
I

_#1's PCP wrote a prescription io order urine for a '5
‘ culture and sensitivity study (C and 8) to rule out

b A monthly nursing note dated August 31, 2012 |

g/_) Sor 1401.T.6. |
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‘b, On October 10, 2012, the dental consult

. revealed the resident received gross scaling and |
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1401 Continued From page 4 1401 | Ta. cout. . g
___wasreviewed on June 20, 2013 at approximately 7 mprele (o /\}P,"}{ to ok ootz [
11:30 a.m. Review of the nursing notes failed to wyu.
' reflect the urine C and S lab study recommended Wf L(,{'UTV\ M Comr
. for Resident #1. | o gnwwu whna, 20 ﬁW\
| ¢. Review of Resident #1's medical record on N ; AAL- %W o AL
“June 20, 2013, at 11:40 a.m. revealed a PCP
 consult dated September 8, 2012. The PCP's MLO’LAA a}{; LUM{‘ MAM‘
findings revealed the resident continued to 0(.&
display urinary frequency. The PCP ordereda | W P’WV‘« ?
- second C and S to be conducted for the resident. -
| Review of the resident's record on June 20, 2013, ; LN’ vt L A :
at 10:42 a.m. revealed a lab was conducted on n JMIU) G‘ASCJL L {'L&M
. September 28, 2012, however, review of the lab :
; failed to evidence any tests of urine for C and S. w]/{/[ SLVTA
"l Review of Resident #1's medical record on Indorduads pecotd 1o
June 20, 2013, at 12:00 p.m. revealed PCP eQ
| consult dated December 20, 2012. Further ,WA/D\)\L Cow, '1/'{’ Loy At
| review of the consult revealed the PCP ardered - A,p TN ~
| the resident for the third time to get a test of urine Pf\ UU-Ldk L
i for C and 5. The PCP indicated in her findings 1-17-13
- that the resident had a vaginal odor. /146 i f’b M .
¢ Atthe the time of the survey, the facflity failed to | 7t
ensure Resident #1 received test for Cand Sas | M.b. See 1Kol . La. =113
- recommended by her PCP. i 1T e Cer 14Dl . Tha 1713
V. The GHIID failed to ensure Resident #1 was |
1 i ) a_ - H - -
- provided with on-going assistance with heroral | -HI . S“— LL{TD[ IL 1-1713
| hygieneas evidenced below: ] i
- a. Review of the resident's medical record on i 14o | . o
June 21, 2013, at 11:58 am, revealed she was | M W Jio¢ [‘,{71,0{4
| seen by the dentist on July 2, 2012. Further (A,
" review of the recard revealed the dentist : W
prescribed an electric toothbrush with assistance
- and Peridex Mouthwash. ' /\U{O\J& WE W dulin -

e d taoct Jummﬂ

|
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debridement. The consult also revealedthat. .
Resident #1 needed improvement in her oral %
hygiena and needed an electric toothbrush.

¢. On October 24, 2012, Resident #1 was seen |
again by her dentist and the recommendation for |
an electric toothbrush with assistance was
| repeated.

td. On January &, 2013, Resident #1 had a dental |
* appointment and received gross scaling and !
- debridement. The dental consult also revealed .
the "resident must be assisted with brushing i
daily.

| Interview with the staff on June 21, 2013, at 12.05!

. p.m. reveaied Resident #1 was provided hand

! over hand assistance with brushing her teeth.

: Continued discussion with the staff revealed the

' resident had an electric toothbrush in the past,

. however, at the tirme of the survey, Resident did
not have an electric toothbrush.

1500: 3523.1 RESIDENT'S RIGHTS : 1500

. Each GHMRP residence director shall ensura

' 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. i

i

Based on interview and record review, the group
home for individuals with intellectual disabilities
- (GHIID) failed to ensure each resident's rights |
' were observed and protected in accordance with |
' D.C. Law, Title 7, Chapter 13 (formerly D.C. Law |
| 2-137), this chapter, and other applicable District
: and Federal Laws, for one of two residents in the |

E
E This Statute is not met as evidenced by:
¢
f
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| 500

See. l4ol.b. 1401 ™

sample. (Resident#1) .

The findings include:

{Chapter 13, § 7-1305.05. formerly § 8-1965 (h}.
: Visitors; mail; access to telephones; religious ;
| practice; personal possessions; privacy; exercise; |

~ diet; medical attention; medication.

! (g} Each cusiomer shall have the right to prompt
- and adequate medical attention for any physical
. ailments.

: The GHHD failed to ensure Resident#1 was

. pravided with a sitz bath/warm compresses fo
 refisve the discomfort of a furuncle (bail) onthe
. resident's labia. Additionally, the GHIID falled to |

ensure medical recommendations were
conducted 1o include a urine culture and
sensitivity (C and S} to rule out a urinary tract
infection. The GHIID also failed to énsure

i
!
1

' Resident #1 was provided with on-going
. assistance with her oral hygiene. [See also
© 3520.3]

ound.

Yo W. & .
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