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- duty, therefore; all of the clients residing in the

facility did not receive their evening medications.

- In addition, on April 9, 2013, the OCQAID
received an incident report via facsimile that

: reflected an incident that occurred on April 4,
2013, involving Client #1. According to the

- incident report, Client #1 was observed to be
unresponsive at the dinner table. She was

| transported to the emergency room via i
ambulance and subsequently was admitted to the i
hospital.

- The OCQAID initiated an onsite investigation on

- April 10, 2013, to evaluate the facility's

- compliance with both Federal participation and

local licensure requirements for Intermediate. .

- Care Facilities for Individuals with intellectual

. Disabilities (ICFIID),
The findings of the investigation were based on
interviews with direct care staff, nursing staff and
management staff, the review of medical and |

. administrative records, as well as a review of the

 facllity s incident management reporting system.
During the process of the investigation, it was
revealed that the facility staff failed to obtain
medical services timely in order to address a

- client's change in health status i

~ (unresponsiveness) Additionally, the facility failed
to ensure the availability of management/nursing
staff during a critical incident.

' Based on this information, it was concluded that

' .
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W 000 ! INITIAL COMMENTS " W000 :
- On March 31, 2013, at 4:30 p.m., the State ;
- Surveying Agency's (SSA) Office of Compliance, '
| Quality Assurance and Investigations Division g -
] (OCQAiD), received notification of a medication The direct care staff and nurses were trained on
! arror. According to the e-mail notification the ! change of condition and signs and symptoms of illness
! responsible for administerin &veri;'i i for Client #1°s specific issues. 4-12-13
i nurs_e ) ".Sp n .g ing | Additipnally, staff and nurses received tralning on the above
; medlcatlon, on March 30' 2013’ did not report for | topicsfin a more general manner focusing on the appropriate

reactions that are universal for anyone or any situation...4-12-13
Procedures for appropriately contacting 911 and managing the
person safely while waiting for 911 supports to arrive were also
taught during the training...4-12-13

The strategies outlined in the updated HMCP for Client #1 were
also cdvered during the training session...4-12-13

entation for al! of the above training was submitted to
g..5-13-13

Docum
licensie
2, The resident specific safety protocol for Client #1 was
developed and staff were trained on its strategies...4-
12-13
An emergency contact guide was developed to ensure
that staff are instructed on proper notifications in
emergency situations. Staff were trained on the
guide..4-12:13
The gulde has been posted in the Recreation Room and
all staff have been made aware of where itis
posted...4-12-13

As indicated above staff have been trained on the
modifications in the HMCP for Client #1 and all of the
other required areas...4-12-13

Nurses were trained...4-13-13

One LPN remains outstanding and she is scheduled to
be trained...5-11-13
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W 000 Continued From page 1 W OODE:
_ conditions existed that posed an immediate and ,
' serious threat to the health and safety of the i
i clients that resided in the facility. On April 12, :
1 2013, at 1:05 p.m., the administrator was notified | |
* | that an immediate jeopardy (1J) existed. On April | =
©12, 2013, at 5:00 p.m. the administrator ‘

submitted a plan to remove the 1J, however the
- plan was not accepted as it failed to include how
' nursing delivery was to be addressed. At 6:15
“p.m. on April 12, 2013, the administrator
; submitted an addendum to the plan to address
- the IJ. The plan submitted consisted of the
following:
1. The direct care staff and nurses will be trained
- on the facility's change in condition plan and
signs and symptoms for Client #1 including
procedures for contacting 811. A protocol for
Client #1 related to management of medical ;
| concerns that require 911 services and revision of!
 Client #1's health management care plan (HMCP) |
' to identify when 911 should be called will be
- included. The direct care staff and nursing staff
~will receive training on April- 12, 2013 April 13,
+ 2013 with a follow-up training on April 20, 2013.
- 2. Training of staff related to how to manage an
 individual (Client #1), safely while awaiting 911
' services. The individual specific protocol
developed for Client #1, will outline safety
measures for supporting the client. The direct
care staff and nurses will be trained on Aprif 12,
2013 and April 13, 2013. :
3. A formal written procedure will be put in place
- to guide staff in insuring that notifications are
made timely to ensure the health and safety of
the individuals supported. The quide for
notification will identify for staff the procedure to
follow. The guide for emergency contacts will be
developed on April 12, 2013, The direct care staff

e A tsthet
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W 000 ' Continued From page 2
| and nurses will be trained on April 12, 2013, April |
{13, 2013 and April 16, 2013. ‘
1 4. Client #1's HMCP was revised on April 12, ;
1 2013, to identify specific concerns related to the 5
| client's medical condition, specifically recurrent !
- concerns that may require 911 support. The j
- direct care staff and nurses will be trained on
- April 12, 2013, April 13, 2013 and April 15, 2013.
5. Effective immediately, registered nurse (RN)
- #1 and liscensed practical nurse (LPN) #1 will no
- longer continue a working relationship with MTS.
 DON #1 along with her nursing designee will
 provide nursing supports to the 55 th Street
home.
' The immediate jeopardy was lifted on April12, |
1 2013, at 6:50 p.m. The facility however,
- remained out of compliance with the condition of |
| participation in Health Care Services. i
W 149 483.420(d)(1) STAFF TREATMENT OF
CLIENTS

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

This STANDARD s not met as evidenced by:

' Based on interview and record review, the facility
failed to ensure staff implemented established

- protocols to make certain clients received timely

: emergency services, for one of one client in the
investigation (Client #1).

. The findings include;
The facility failed to ensure the direct care staff

- implemented its General Administration Policy
regarding serious iliness and trauma as

W 000

W 149

Both_{the RN and LPN have been terminated for failure to follow
MTS-ipolicv for appropriately addressing emergency situations and
an individual's change in condition..4-12-13

The’FN currently covering the home will be trained by the DON on
emefgency response, change of condition and the specific (new)
prot?cols for Client #1...5-11-13

emergency response with the exception of one nurse that will be

All .jaff and all nurses serving the home have been trained on
trained by...5-11-13

|
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; evidenced below:

 Interview with direct care staff (DCS) #1 on April
110, 2013, at approximately 11:00 a.m. revealed
 that on April 4, 2013, Client #1 was picked up
- from the day program at approximately 2:15 p.m.
: According to DCS #1, Client #1 was fine. The

: client received a snack, medication and dinner |

- without incident. After dinner, between 6:00 p.m. |
and 6:30 p.m.,-Client #1 appeared to be sleeping
at the table. Staff #1 called the client's name and

i asked the client if she was ok. Client #1 gave no

| response. After not receiving a response, Staff

| #2 and DCS #3 assisted Client#1 to the i

i bathroom and gave her a shower. DCS #1 called

: the registered nurse (RN) #1 twice and the
- director of nursing (DON) #1 twice and innitially |
received no answer. Eventually, at approxlmately
1 6:30 p.m., RN #1 called the facility. DCS #1
| informed RN #1 of Client #1's condition. RN #1
instructed the staff to lay Client #1 down and
- watch over her to see if they get a response fron
“the client. RN #1 told DCS #1 that she would call
¢ back. The house manager (HM) #1 called the J
| facility while Staff #1 was speaking to RN#1. HM !

' ' #1 was informed of the instructions given by RN
#1 but overruled those instructions and directed
the DCS #1 to call 911.

Interview with DCS #2 on April 10, 2013, at 2:22
_ p.m. corroborated the accounts made by DCS #1.
DCS #2 stated that Client #1's eyes opened a
little bit while in the shower but then closed.
When asked if Client #1 was able to walk to the
- bathroom, DCS #2 stated that Client #1's gait was
; very unsteady. |

' Review of the facility's policy entitled, "Signs and ;
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W 149 Continued From page 4

 directed to call 911 if they noticed that "the

{ had a "General Administration Policy” that
i documented "some conditions are of such
- magnitude that immediate transport {o the

of consciousness . . "
Interview with the director of nursing (DON) #1
~on April 12, 2013 at approximately 11:00 a.m.
revealed that the staff should have called 911
when Client #1 was observed being
' unresponsive.
W 189 | 483.430(e)(1) STAFF TRAINING PROGRAM

- The facility must provide each employee with
initial and continuing training that enables the

! efficiently, and competently.
i This STANDARD is not met as evidenced by:

was trained to competently perform in an
- the investigation. (Client #1)

The finding includes:

Interview with Direct Care Staff

that on April 4, 2013, that he/she witnessed an

L

person won't wake up.” In addition, the facility

i emergency room is warranted. Direct Support
 Staff should call 911 immediately if the following
- conditions happen, then notify nursing. Those
conditions include but are not limited to . . _ loss

-employee-to perform his or her.duties effective

' Symptoms: Just Not Right" on April 12, 2013, at
| approximately 4:00 p.m., stated that the staff was j

ly,

i

- Based on interview and record review, the facility -
- failed to provide evidence that the direct care staff

emergency situation involving, one of one clientin

(DCS) #1 on April
10, 2013, at approximately 11:00 a.m. revealad,

W 149

W 189:

— i
|
i

Thestaff were trained on the signs and symptoms policy and
pratocols during the completion of Phase | training which was
completed for all incumbent staff as mandated by DDS and is
provided to new hires during their four- day orientation training
whith must be completed prior to starting work...5-12-13

(See: Attached training documentation)

I
]
{
i
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| incident involving Client #1. According to DCS #1,
; Client #1 observed to be unresponsive on the ‘
| evening of April 4, 2013. DCS #1 revealed that |
f the client was given a shower, although |
I unresponsive, in an effort to arouse her. After the |
| shower, Client #1 was still noted to be i
- unresponsive. Concurrent with the shower given
‘to Client #1 by DCS #2 and #3, DCS #1 !
attempted to contact the facility's nursing
personnel, registered nurse (RN) #1 and the
- director of nursing (DON) #1. DCS #1's initial |
; attempts proved unsuccessful. It should be noted ‘;
' that the facility's staff did not immediately initiate -
a call to obtain emergency medical services to
address Client #1's decline in health status.

- Review of the facility's policy entitled, "Signs and
Symptoms: Just Not Right " on April 12, 2013, at
approximately 4:00 p.m., stated that the staff was '

~ directed to call 911 if they noticed that " the

. person won't wake up." In addition, the facility

- had a "General Administration Policy" that

~documented-"some conditions are of such

- magnitude that immediate transport to the

emergency room is warranted. Direct Support

Staff should call 911 immediately if the following

; conditions happen, then notify nursing. Those

| conditions include but are not limited to . . . Joss

- of consciousness . . "

- Interview with the Director of Nursing (DON) #1,

; on April 12, 2013 at approximately 11:00 a.m.,
revealed that the staff should have called 911

- when Client #1 was cbserved being

" unresponsive.

' Interview with the QIPD on April 19, 2013, at

: approximately 2:00 p.m. however, revealed that E

- she could not recall if the staff had received ;
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: fraining on the policy. Review of the training | j
' records made available at the time of the ! !
| investigation, failed to show evidence that the !
staff had been trained on this policy. i g
W 318 f 483.460 HEALTH CARE SERVICES W 318 i
. The facility must ensure that specific health care
. services requirements are met. See responses for W322, W331 and W368
. Staff will be ratrained on the bowel movement protocol for Client

| This CONDITION is not met as evidenced by:
- Based on interview and record review the facility
: failed to make certain that clients were assessed
. in accordance with their needs [See W322]; failed |
' to provide nursing services in accordance with

| client's needs [See W331] and failed to

' administer medication in accordance with

. Physician's orders [See W368).

The effects of these systematic practices resuited |
in the demonstrated failures of the facility to ‘
i provide health care services.
W 322 | 483.460(a)(3) PHYSICIAN SERVICES

' The facility must provide or obtain preventive and |
| general medical care. :

“This STANDARD is not met as evidenced hy:

- Based on observation, interview and record
review, the facility failed to ensure clients
received health care services in accordance with
their identified needs for five of five clients

 residing in the facility. (Clients #1, #2, #3, #4 and

| #5)

|

1 #1 to ensure that they understand the need to notify nursing if

| Client #1 does not have a bowel movement for 2 cansecutive

| days...5-12-13

i The Facility Manager will serve as the point person for reporting
| to nursing and will check the data daily to ensure accurate and

; timely reporting...5-12-13
é *It should be noted that Client #1 had a bowel movement on 3-

1 15-13, the day she was given the PRN medication; in fact, she had

| two (See: attached bowel mavement sheets)..5-1-13

:| The QIDP will meet with the day program to ensure that the home
receives data daily regarding the bowel movements of Client fi.

| Currently, the day program provides the data weekly which is

i ‘insufﬁci,ent for tracking the two-day timeline...5-15-13

W 322 | | The medication nurse failed to follow MTS’ established protocol
has been replaced...5-1-13

The LPN should have called the DON or RN directly to inform
them

. IThe DON has retrained staff on the MTS protocol to address
patentiai late medication pass situations or potential to miss
medication passing...4-13-13

The DON will do expanded training on the subject by...5-12-13

The new medication LPN has been trained on the proper protocal
. {for notification of intent not to pass and other key
considerations...4-20-13

i
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W 322 Continued From page 7

& The findings include:

|
1. The facility failed to ensure the effective l
management of Client #1's bowel elimination. |
a. Interview with the Incident Management :
| Coordinator (IMC) #1, on April 10, 2013, at 10:16 ;
‘a.m., revealed that Client #1 was admitted to the
“hospital on April 4, 2013, after being observed
 unresponsive at the group home. Client #1 was

discharged on Aprif 9, 2013. The discharge

- diagnosis included elevated white blood cell count
' (WBC) and constipation.

Review of the client's Resident Care Flow Record
| (RCFR) on April 12, 2013, at approximately 12:36 |
- p.m. revealed that the staff maintained
- documentation of the frequency of Client #1's
: bowel movements (BM). In addition, the staff .
i was directed that if the client did not have a BM in |

two (2) days to contact the nurse the morning of
' the third day. Further review of the RCFR

"revealed that Client #1 did not have a BM from '~

1 March 12, 2013 through March 14, 2013. Review |
' of client #1's medication administration record
] (MAR) on April 12, 2013, at 12:00 p.m. revealed
' the client was administered her prescribed Senna |
- Plus 8.6 miligran (mg)/500 mg constipation |
' medication on March 13, 2013. Continued review '
. of the MAR however failed to provide
' documentation on the medications effectiveness.
Additionally, review of Client #1's nursing notes
on April 12, 2013, at 12:00 p.m. failed to provide
evidence that indicated nursing personnel had
assessed the client's gastrointestinal system (i.e.
auscaltation and palpation). :

It should be noted that continued review of the

W 322}

Staif will be retrained on the bowel movement protocol for Client
#1 to ensure that they understand the need to notify nursing if
Client #1 does not have a bowel movement for 2 consecutive
days...5-12-13

The{Facility Manager will serve as the point person for reporting
to nfursing and will check the data daily to ensure accurate and
tim]ely reperting...5-12-13

i
*It should be noted that Client #1 had a bowel movement op 3-
15-13, the day she was given the PRN medication; in fact, she had
twoi(See: attached bowel movement sheets)...5-1-13

The FIDP will meet with the day Program to ensure that the home
recejves data daily regarding the howel movements of Client #1.
Currently, the day program provides the data weekly which is
insufficient for tracking the two-day timeline...5-15-13

The DON will ensure that the RN covering is trained to monitor
Wwhether a bowel movement occurs after the PRN medicatian is
given and to document her findings and follow up in the nursing
notes,..5-11-13

i

!
i
{
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W 322 Continued From page 8
I client's medical record revealed that the client did
| not have a BM until March 15, 2013,

: b. Review of Client #1's MAR's on April 12, 2013,
| at 12:12 p.m. revealed that on March 25, 2013,
. Client #1 received Senna Plus for constipation.
i According to the BM records the client had not
. had a BM since March 23, 2013. Review of the

' nursing notes on April 12, 2012, at approximately

1:00 p.m., however did not reveal that an

assessment of Client #1's gastrointestinal system |
- was completed. There was also no evidence that
the nursing staff has assessed the effectiveness |

. of Client #1's bowel movement medication
. regimen.

- Interview with DON #1 on April 12, 2013, at

' approximately 12:45 p.m,, revealed that the

- nurses should have assessed the client's

| gastrointestinal system prior to administering the

medication and again after the medication was

administered to ensure the client had a bowel
i movement. At the time of the investigation the
: facility failed to ensure the provision of general
| care as it related to the management of Client
1 #1's BM.

W 331 ‘E 483.460(c) NURSING SERVICES

The facility must provide clients with nursing
! services in accordance with their needs.

This STANDARD s not met as evidenced by:
Based on interview and record review, the facility
- failed to ensure the nursing staff provided
appropriate instructions to the direct care staff in
. an emergency situation and failed to ensure
nursing services in accordance with standard

W 322:

W 331/

1

|
|
i
|

The RN and LPN invslved have been terminated and
replaced...5-1-13
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~hospital.

nursing practices for five of five clients residing in |

the facility. (Clients #1, #2, #3, # 4 and #5)

The findings include:

' On March 31, 2013, at 4:30 p.m., the State

i Surveying Agency's (SSA) Office of Compliance,
- Quality Assurance and Investigations Division

' (OCQAID), received notification of a medication
+ error. According to the e-mail notification, the

nurse responsible for administering evening

- medication, on March 30, 2013, did not report for |
. duty; therefore, all of the clients residing inthe
facility did not receive their evening medications.
' In addition, on April 9, 2013, the OCQAID

received an incident report via facsimile that i

- reflected that an incident that occurred on April 4,

2013 involving Client #1. According to the incident

' Teport, Client #1 was observed to be
' Unresponsive at the dinner table. She was

transported to the emergency room via
ambulance, and subsequently admitted to the
Information obtained during the investigation
revealed the following:

' 1. The facility's nursing staff failed to provide

| appropriate instructions to the direct care staff
- (DCS) in an emergency situation as evidenced
" below:

Interview with DCS #1 on April 10, 2013, at 11:00
a.m. revealed that after dinner, between 8:00

'p.m. and 6:30 p.m,, Client #1 appeared to be

. sleeping at the table, DCS #1 approached Client

- #1, called her name and shook her shoulders, :
 After not receiving a response, DGS #2 and DCS |

#3 assisted Client #1 to the bathroom and gave

Thq direct care staff and nurses were trained on change of
condition and signs and symptoms of iliness for Client #1’s specific
issues...4-12-13
Additionally, staff and nurses received training on the zhove
topics in a more general manner foeusing on the appropriate
reagtions that are universal for anyone or any situatien...4-12-13
Procedures for appropriately contacting 911 and managing the
person safely while waiting for 911 supports to arrive were also
taught during the training...4-12-13 :
The :strategies outlined in the updated HMCP for Client #1 were
also;covered during the training session...4-12-13

|
Docsﬁmentation for all of the above training was submitted to
licensing...5-13-13

E
The gesidcnt specific safety protocol for Client #1 was developed
and I:‘aff were trained on its strategies.,.4-12-13
Anemergericy contact guide was developed to ensure that staff
are irgstructed on proper notifications in emergency situations,
s:aff!were trained on the guide...4-12-13
The guide has been posted in the Recreation Room and alf staff
haveibeen made aware of where it is posted..4-12-13

As indicated above staff
the H?\ACP for Client #1
13 |

Nurses were trained...4-13-13

One LPN remains outstanding and she is scheduled to be
trained..5-11.13

have been trained on the madifications in
and all of the other required areas...4-12-
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W 331 f Continued From page 10

- her a shower in an effort to arouse the client.

| Concurrently as Client #1 was being showered,

and the director of nursing (DON) #1 twice but,
initially received no answer. Eventually, at

RN #1 instructed the staff to lay Client #1 down
from the client. RN #1 further told DCS #1 that

she would call back. Continued interview with
DCS #1 revealed that while she was on the

and directed DCS #1 to call 911.

According to DCS #1, licensed practical nurse
' (LPN) #1 called the facility shortly after

' Client #1's condition. After informing LPN #1

' that when EMS arrived to the facility, they
: attempted to arouse Client #1 by calling her

| her nose. There was still no response.

| Client #1 was fine at the time her medications

- leaving the facility, RN #1 called LPN #1 and

| DCS #1 called the registered nurse (RN) #1 twice

approximately 6:30 p.m., RN #1 called the facility.
DCS #1 informed RN #1 of Client #1's condition.

and watch over her to see if they get a response

phone with RN #1, the house manager (HM) #1
called the facility. After informing HM #1 of Client :
#1's condition and of the instructions given to her |
by RN #1, HM #1 overruled RN #1's instructions

emergency services was called to inquire about

‘ about Client #1's condition, LPN #1 asked Staff
- #1 why emergency medical services (EMS) was
| called. LPN #1 reportedly stated that “all the staff
. needed to do was to put the client in the bed and
; monitor her condition.” DCS #1 further indicated

| name, shaking her, and placing ammonia under

“ Interview with LPN #1 on April 12, 2013, at 4:40
i p.m. revealed that on April 4, 2013, she arrived to |
| the facility at 5:00 p.m. to administer medications. -

|

| were administered. Approximately one hour after }

W 331
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| asked her how Client #1 was doing when she

administered medication. LPN #1 responded that :

 Client #1 was fine. RN #1 told LPN #1 that Staff |

{ #1 informed her that Client #1 was lethargic. f

After being informed of the client's condition |

LPN #1 called the facility to inquire about the

. client's status. DCS #1 informed LPN #1 that
Client #1 was lethargic and sleepy. LPN #1

- stated that DCS #1 informed her that EMS had

- been called and instructed the staff to monitor

! the client and they {(EMS) would call the facility

; back. According to LPN #1, however, she tald

' the staff to transport the client to the emergency

room in the company van.

Interview with a Fire and EMS Communications
personnel (FEMS) #1 on April 19, 2013, at 10:48

- a.m. revealed that it is not the policy of D.C. Fire

" and EMS to tell a resident to monitor a personin |
 lieu of sending a unit to the facility. The operator
- would have instructed the caller to monitor the
patient and if the condition changed, to call back

| to inform EMS of the change justin case a

- different unit; (either basic or advanced) needed

i to be dispatched.

. Review of the facility's policy entitled, "Signs and
Symptoms: Just Not Right" on April 12, 2013, at
approximately 4:00 p.m., documented that the .

- staff are to call 911 if they notice that "the person

-won't wake up." In addition, the facility had a

- "General Administration Policy” that documented

: "some conditions are of such magnitude that

' immediate transport to the emergency room is

- warranted. Direct Support Staff should call 911

- immediately if the following conditions happen,

- then notify nursing. Those conditions include but

"are not limited to . . . loss of consciousness . "
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| At the time of this incident, the nursing staff failed |
to provide appropriate instructions to the staffto
I address Client #1's unresponsive episode.

_ 2. The facility failed to ensure nursing services in |
- accordance with standard nursing practices.
|

| Interview with the incident management

' coordinator (IMC) #1, on April 10, 2013, at
approximately 10:16 a.m., revealed that Client #1

: was admitted to the hospital on April 4, 2013,

. after being observed unresponsive at the group

 home. Client #1 was discharged on April 9, 2013,

' The discharge diagnosis included elevated white

' blood cell count (WBC) and constipation.

‘ a. Review of the client's Resident Care Flow
| Record (RCFR) on April 12, 2013, at
- approximately 12:36 p.m. revealed that the staff
: maintained documentation of the frequency of
. Client #1's bowel movements (BM). In addition,
; the staff was directed that if the client did not
i have a BM in two (2) days to contact the nurse
| the morning of the third day. Further review of the
| RCFR revealed that Client #1 did not have a BM
\ from March 12, 2013 through March 14, 2013, |
- Review of Client #1's medication admlmstratlon
i record (MAR) on April 12, 2013, at 12:00 p.m.
| revealed the client was administered her
- prescribed Senna Plus 8.6 milligram (mg)/500 mg |
- constipation medication on March 13, 2013, ;
Continued review of the MAR however failed to
provide documentation on the medication's
effectiveness. Additionally, review of Client #1's
nursing notes on April 12, 2013, at 12:10 p.m.
 failed to provide evidence that indicated nursing
. personnel had assessed the client's
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2. Staff will be retrained on the bowel mevement
protecol for Client #1 to ensure that they understand
the need to notify nursing if Client #1 does not have a
bowel movement for 2 consecutive days...5-12-13
The I«acmtv Manager will serve as the point person for reporting
to nursing and will check the data daily to ensure accurate and
timely reporting...5-12-13

*It should be noted that Client #1 had a howel movement on 3-
15-13, the day she was given the PRN medication; in fact, she had
two (Bee: attached bowel movement sheets)...5-1-13

The dipp will meet with the day program to ensure that the home
receiyes data daily regarding the bowei movements of Client #1.
Currently, the day program provides the data weekly which is
insufficient for tracking the two-day timeline...5-15-13

The OON will ensure that the RN covering is trained to monitor
whether a bowel movenient occurs after the PRN medication i is
givenjand to document her findings and foliow up In the nursing
notes,..5-11-13
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, gastrointestinal system (i.e. auscultation and
I‘ palpation).

It should be noted that continued review of the

- not have a BM until March 15, 2013.

- a8t 12:12 p.m. revealed that on March 25, 2013,
Client #1 received Senna Plus for constipation.
" According to the BM records, the client had not
had a BM since March 23, 2013. Review of the

| client's medical record revealed that the client did !

i
i
i
!
i
1

|

' b. Review of Client #1's MAR's on April 12, 2013,
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{

- nursing notes on April 12, 2012, at approxirmately

- 1:00 p.m., however did not reveal that an
assessment of the client's gastrointestinal system -
was completed. There was also no evidence that -
the nursing staff had assessed the effectiveness

- of Client #1's bowel movement medication
regimen.

Interview with DON#1 on April 12, 2013, at
. approximately 12:45 p.m., revealed that the
nurses should have assessed the client's
| gastrointestinal system prior to administering the
medication and again after the medication was l
- administered to ensure the client had a bowel ]
!
i

‘ movement,

- At the time of the investigation, the facility failed
to ensure nursing personnel provided services
related to the maintenance of Client #1's bowel
health as determined by her needs.

3. The facility nursing staff failed to ensure
medications were administered according to
physician's orders as evidenced below:

Review of the facility's incident reports and

3. The medication nurse failed to follow MTS’ established
protocol has been replaced...5-1-13

" The LPN should have called the DON or AN directly to infarm
em

The DQN has retrained staff on the MTS protocol to address
potentidl late medication Pass sltuations or potential to miss
medicatlon passing...4-13-13

The DON will do expanded training on the subject by...5-12-13

{
The ne.u:!medication LPN has been trained on the ﬁmper protocol
for notlﬂ_ ation of intent not to pass and other key
consider.}rtions..A«ZO—l.’»

l
|

FORM CMS-2557(02-99) Previous Versions Obsolete

Event ID; BC8311

1

Facllity ID: 09G098

;?
|
i

if continuation sheet Page 14 of 19




PRINTED: 05/03/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
09G09%8 B. WING 04/19/2013
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EUTIC SERVICES, INC ST GoTH BTRERT, N
WAL TRTHERAF ’ WASHINGTON, DC 20019
(X4} 1D ¢ SUMMARY STATEMENT OF DEFICIENCIES i 1D PROVIDER'S PLAN OF CORRECTION i (X5}
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) i
W 331, Continued From page 14 W 331

correspondmg investigation reports on April 10,
| 2013 at 3:30 p.m. revealed that on March 30,
- 2013 the licensed practical nurse (LPN)
T responsible for passing medications did not arrive | a
to the facility. ,

Jnterwew with LPN #2 (medication nurse) on Apni

- 18, 2013, at 12;30 p.m. revealed that she

‘ communfcated her need to be out of town a
week in advance. She stated that she e-mailed

. @and texted DON #1 to remind her that she would

i be out of town. LPN #2 stated that DON #1

i responded "ok" to her e-mail. According to LPN

' #2, she was made aware of the medication error

 when she arrived back in town.

| Review of the e-mail trail from LPN #2 and DON

| #1 on April 18, 2013, revealed an e-mail to DON

' #1 from LPN #2 dated March 3, 2013. The e-mail

reflected that LPN #2 would be out of town on

: "March 29, 2012 through March 1 2013."

- According to LPN #2 she revealed that the e-mail

mistakenly identified March 1, 2013 instead of

April 1, 2013. There was no evidence that DON

#1 responded to this e-mail.

Interview with DON #1 on April 12, 2013, at

approximately 11:30 a.m., acknowledged that

- LPN #2 sent her an e-mail indicating that she

: would be out of town. Continued discussion with

 DON #1 was held to determine if there was a

. policy to address the issue of when and who the

i nurse should call in the event that she/he cannot

- administer medication as scheduled. DON #1

. stated that the nurse should have called and

' spoken with the nurse coordinator or DON #1.
DON #1 further indicated that after the
medication error in January 2013 (when there
was no nurse to administer medications), an
administrative policy update was developed dated

i e T 13 T T e
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. February 5, 2013. The update instructed the ;
- nurses to provide notification in writing at least ;
- seven (7) days in advance when requesting time
. off. In the event of an emergency, the nurse was |
instructed to speak with the nurse coordinator for -
i the home so that coverage could be obtained.
| Al the time of the investigation, the faciiity failed
to ensure nursing coverage to make certain ]
- client's received their prescribed medications. i
(See also W368)

Based on the aforementioned information, it was
concluded that conditions existed that posed an |
- immediate and serious threat to the health and .
 safety of the clients that resided in the facility. On |
- April 12, 2013, at 1:05 p.m., the administrator was .
- notified that an immediate jeopardy (1J) existed.
" On April 12, 2013, at 5:00 p.m. the administrator
submitted a plan to remove the IJ; however the
plan was not accepted as it failed to include how
- nursing delivery was to be addressed. At 6:15
i p.m. on April 12, 2013, the administrator i
- submitted-an addendum to the plantoaddress — ! - - i
: the IJ. The plan submitted consisted of the
. following:

- The direct care staff and nurses will be trained on :

. the facility’s change in condition plan and signs
and symptoms for Client #1 including procedures !

for contacting 911. A protocol for Client #1 related

- to management of medical concerns that require

911 services and revision of Client #1's health
management care plan (HMCP) to identify when

- 911 should be called will be included. The direct ,

: care staff and nursing staff will receive training on

[ April 12, 2013, April 13, 2013 with a follow-up

| training on April 20, 2013.

i Training of staff related to how to manage an
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!individual (Client #1), safely while awaiting 911

- services. The individual specific protocol

i developed for Client #1, will outline safety

| measures for supporting the client. The direct

; care staff and nurses will be trained on April 12,

i 2013, and April 13, 2013.

* A formal written procedure will be put in place to

' guide staff in insuring that notifications are made

: timely to ensure the health and safety of the
individuals supported. The guide for notification

- will identify for staff the procedure to follow. The

- guide for emergency contacts will be developed

' on April 12, 2013. The direct care staff and

i nurses will be trained on April 12, 2013, April 13,

12013 and April 16, 2013.

' Client #1's HMCP was revised on April 12, 2013,

| to identify specific concerns related to the client '

| 5 medical condition, specifically recurrent

- concerns that may require 911 support. The

+ direct care staff and nurses will be trained on

April 12, 2013, April 13, 2013, and April 15, 2013.
Effective immediately, RN #1 and LPN #1 will no ;

longer continue a working relationship with MTS.
| DON #1 along with her nursing designee will
! provide nursing supports to the 55th Street home. i
| The immediate jeopardy was lifted on April 12,
12013, at 6:50 p.m,

W 368 | 483.460(k)(1) DRUG ADMINISTRATION

The system for drug administration must assure
. that all drugs are administered in compliance with
the physician's orders.

: This STANDARD is not met as evidenced by: i

- Based on interview and record review, the facility :

' failed to ensure medications were administered
according to physician's orders for five of five

W 331

Fenamanmr:

W 368

i1
'

i
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 clients residing in the facility. (Clients #1, #2, #3.
i #4 and #5)

The finding includes:

Interview with the incident management
coordinator (IMC) #1 on April 10, 2013, at 11:30

 residing in the facility did not receive their evening

- medications as prescribed. Review of the
medical records on April 12, 2013, revealed the

- clients did not recieve the following medications:

1. Client #1 did not receive her prescribed Gas X,

- 80 milligram (mg ) for gas and vitamin E, 400

. units for tardive dyskinesia.

2. Client #2 did not receive her prescribed

. Chlorpromazine Hel 100 mg, for obsessive

- compulsive disease, Klonopin 2 mg , Lacrilube

|
|
|

+ a.m. revealed that on March 30, 2013, the clients |

i

§

ointment for dry eyes, and Simvastatin 20 mg for |

i high cholesterol.
3. Client #3 did not receive her prescribed Miralax
. powder for constipation, Risperdal 3 mg for
-aggression, Tylenol 500 mg for arthritis, Antacid
- with calcium Carbonate for nutritional bulk
: supplement, Tegretal 200 mg for seizures
disorder, Anafranil 125 mg for bipolar, Enulose
for constipation, Famotidine 20 mg for gastritis,
- and Hydrogen peroxide/mineral oil for ear wax
' contral,
4. Client #4 did not receive her prescribed Haldol
10 mg for psychosis, Neurontin 100 mg for
_ seizure disorder, Coreg 12.5 mg for hypertension,
- and Calcium carbonate 60 mg supplement.
5. Client #5 did not receive her prescribed
- Calcium with vitamin D 600 mg - 400 mg for
- osteoporosis, Debrox ear drops for cerumen
- control and Miralax powder for constipation.

i

i
i

The facility failed to ensure client's received their |

th
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;1. The medication nurse failed to follow MTS’ established
protocol has been replaced...5-1-13
?The LPN should have called the DON or RN directly to inform
em

The DON has retrained staff on the MTS protocol to address
potential late medication pass situations or potential to miss

m

edjcation passing...4-13-13

The DON will do expanded training on the subject by...5-12-13

fo

The Few medication LPN has been trained an the proper protocol

r notification of intent not to pass and other key

cons|derations...4-20-13

The edicatiorfadminlsirntlon record will be reviewed at

m

inifnum weekly by the QIDP or RN and daily by the medication

Passing nurses to ensure all medications are given and properly
documented as prescribed...5-1-13

The

QIDP will notify the DON of any Issues discovered...5-1-13
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: orders.

; medications in accordance with their physician's
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[ 000" INITIAL COMMENTS j | 000
; i i i
‘ 1 {
. On March 31, 2013, at 4:30 p.m., the State i ’
| Surveying Agency's (SSA) Office of Compliance, '
' Quality ASSUF&R?@ gnd It!?fest_“gah?ns Dl\él_SIOtr"l 5 1. [The direct care staff and nurses were trained on
} (OCQAID) received notincation of a medication i change of condition and signs and symptoms of iliness
| error. According to the e- -mail notification, the | for Client #1's specific issues...4-12-13
| nurse responsible for administering evening " Additionally, staff and nurses received training on the above
i medication, on March 30, 2013, did not report for topics in a nore general manner focusing on the appropriate
i duty therefore: all of the clients residing inthe | reactions that are universal for anyone or any situation...4-12-13
' ! ) s : Procedures for appropriately contacting 911 and managing the
GIOU?-hOFﬂE fg;i}efzog s with m;eilet{r:‘tqal > E person safely while waiting for 911 supports te arrive were also
disabilities (GHPID) did not receive their evening | 13 gnt durng the training..4-12-13
- medications. In addition, on April 9, 2013,the  The strategies outlined in the updated HMCP for Client #1 were
OCQAID received an incident report via facsimile | also covered during the training session...4-12-13
| that reflected an incident that occurred on April 4,
- 2013, involving Resident #2. According to the : Docurmnentation for all of the above training was submitted to
| incident report, Resident #2 was observed to be | licensing...p-13-13
| unresponsive aathﬁ dinner table. She was | 2. |The resident specific safety protocol for Client #1 was
| transported to the emergency rcom via developed and staff were trained on its strategies...4-
" ambulance and subsequently was admitted to the | 12-13
" hospital. i 3. | An emergency contact guide was developed to ensure
" The OCQAID initiated an onsite in\,restggat;on on 3 that staff are instructed on proper notifications in
April 10, 2013, to evaluate the GHPID's | emergency situations. Staff were trained on the
: et j S - guide...4-12-13
! ﬁ;:n;ﬂ?an:e ‘:;h b?;h Fedetrai, p,alr,ﬂt;;;[pat!gr} ?n-'d i The guide has been posted in the Recreation Room and
i ce Su req 4rgmen S 0’: n_e mediate ! all staff have been made aware of where it is
. Care Facilities for Individuals with intellectual posted...4-12-13
| Disabilities (ICFIID). ;
| The findings of the investigation were based on | 4, | Asindicated above staff have been trained on the
U interviews with diract care staff‘ nu rsiﬂg staff and modificatigns inthe HMCP for Client #1 and all of the
management staff, the review of medical and E‘“iz'e"“”ef ?fea;--:';;'ll;
P : . urses were traineq,, 4-13-
gde[P[])Str"?m\{i records, aswellas a reylew of the ‘ One LPN remains outstanding and she is scheduled to
!f’ s incident management fepqrt|ng system. | be trained..5-11-13
- During the process of the investigation, it was |
- revealed that the GHPID staff failed to obtain t
_ medical services timely in order to address a '
client's change in health status i
(unresponsiveness). Additionally, the GHPID f :
' failed to ensure the availability of i
| management/nursing staff during a critical 5
. incident. i
- Based on this information, it was concluded that
Health tion &}wﬁsmg Adminis, ;anon - . g
4 F;@ j‘ SV dd, D4 Tme (%6 DATE
LABO’F!A (/YD CTORS OR PRO <P PRESERTATIVES 7 7 L TS) D S
DR LIE’}{é eSS ERmOre Ck” Dj,f SSATAD
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. conditions existed that posed an immediate and
. serious threat to the health and safety of the |
| clients that resided in the GHPID. On April 12, |
! 2013, at 1:05 p.m., the administrator was notified
| that an immediate jeopardy (1J) existed. On April
12,2013, at 5:00 p.m. the administrator
i submitted a pian to remove the |J, however th
* plan was not accepted as it failed to include how
" nursing defivery was to be addressed. At 6:15
. p.m. on April 12, 2013, the administrator _ I
! submitted an addendum to the plan to address i
the IJ. The plan submitted consisted of the : |
| following: ;
' 1. The direct care staff and nurses will be trained |
on the GHPID's change in condition plan and
signs and symptoms for Resident #2 inciuding ,
procedures for contacting 311. A protocol for
Resident #2 related to management of medical |
' concerns that require 911 services and revision of|
Resident #2's health management care plan |
| (HMCP) to identify when 911 should be called will |
be included. The direct care staff and nursing
staff will receive-training on April 12, 2013, April
13, 2013 with a follow-up training on April 20,
2013.
2. Training of staff related to how to manage an
individual (Resident #2), safely while awaiting 911
services. The individual specific protocol
developed for Resident #2, will outline safety :
measures for supperting the client, The direct :;
. care staff and nurses will be trained on April 12, | .
2013 and April 13, 2013, ! !
3. A formal written procedure will be put in place . =
to guide staff in insuring that notifications are :
made timely to ensure the health and safety of
the individuals supported. The guide for
' notification will identify for staff the procedure to
follow. The guide for emergency contacts will be |
developed on April 12, 2013. The direct care staff ‘
. and nurses will be trained on April 12, 2013, April |

AR ———"
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- 13, 2013 and April 16, 2013. ! '
4. Resident #2's HMCP was revised on April 12, | i
1 2013, to identify specific concerns related to the | |
| client's medical condition, specifically recurrent | l
' concerns that may require 911 support. The | .
! direct care staff and nurses will be trained on % i
CApril 12, 2013, April 13, 2013 and April 15, 2013. 5
. 5. Effective immediately, registered nurse (RN) .
#1 and liscensed practical nurse (LPN) #1 will no
lenger continue a working relationship with MTS.
DON #1 along with her nursing designee will i
provide nursing supports to the 55 th Street
i home.
' The immediate jeopardy was lifted on April12, !
1 2013, at 6:50 p.m. The GHPID however, ;
- remained out of compliance with the condition of !
¢ participation in Health Care Services. i
1390 3520.1 PROFESSION SERVICES: GENERAL | 1380
PROVISIONS " |
. Each resident of a GHMRP, regardiess of his or
-~ her age or degree of disability, shall receive the Both the!RN and LPN have been terminated for failure to follow
: professional services required to meet his or her MTS poliy for appropriately addressing emergency situatiens and
! needs as identified in his or her individual i an indivilua!’s change in condition...4-12-13 5
| habilitation plan in accordance with the current * | The RN cu"f:s"vu :Zfiii’fﬂ";‘*:}‘f;‘f;?iiiii ;;aitgzdszz .:t.?,i Eg:‘rn :
i " " { emerger|c q
' Outcome Performance Measures " from the pmwgwﬂ ol o e g !
Council on Quality and Leadership in Support for
People With Disabilities " (Council) and to the All staff and all nurses serving the home have been trained on
- extent of funds appropriated for purposes of D.C. emergency response with the exception of one nurse that will be

Law 2-137, as amended.

This Statute is not met as evidenced by:

' Based on interview and record review, thegroup
- home for individuals with intellectual disabilities

GHPID failed to ensure tje provision of nursing
services to meet the residen's assessed needs

trained by...5-11-13

for five of five residents in the GHPID. (Residents

#1, 42, #3, #4 and #5)

J
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|390i Continued From page 3
| The findings include:

!
|
|
i

I 1. The facility's nursing staff failed to provide

| appropriate instructions to the direct care staff
| (DCS) in an emergency situation as evidenced |
| below: |
| Interview with DCS #1 on April 10, 2013, at 11:00
! a.m. revealed that after dinner, between 6:00

- p.m. and 8:30 p.m., Client #1 appeared to be

- sleeping at the table. DCS #1 approached Client |
: #1, called her name and shook her shoulders.

¢ After not receiving a response, DCS #2 and DCS
| #3 assisted Client #1 to the bathroom and gave

i her a shower in an effort to arouse the client.

| Concurrently as Client #1 was being showered,

' DCS #1 called the registered nurse (RN) #1 twice |
and the director of nursing (DON) #1 twice but, .
initially received no answer. Eventually, at
approximately 6:30 p.m., RN #1 called the facility.

| DCS #1 informed RN #1 of Client #1's condition. |
. RN #1 instructed the staff to lay Client #1 down |
- and watch over her to see if they get a response !
from the client. RN #1 further told DCS #1that |
she would call back. Continued interview with ‘
DCS #1 revealed that while she was on the
phone with RN #1, the house manager (HM) #1
called the facility. After informing HM #1 of Client
| #1's condition and of the instructions given to her
by RN #1, HM #1 overruled RN #1's instructions

' and directed DCS #1 to call 911.

|
|

According to DCS #1, licensed practical nurse

. (LPN) #1 called the facility shortly after

. emergency services was called to inquire about
Client #1's condition. After informing LPN #1 |
about Client #1's condition, LPN #1 asked Staff
#1 why emergency medical services (EM3) was
called. LPN #1 reportedly stated that "all the staff

| 380
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' needed to do was to put the client in the bed and
- monitor her condition.” DCS #1 further indicated |
| that when EMS arrived to the facility, they

| name, shaking her, and placing ammonia under
her nose. There was still no response.

attempted to arouse Client #1 by calling her

' Interview with LPN #1 on April 12, 2013, at 4:40 |
' p.m. revealed that on April 4, 2013, she arrived to -

the facility at 5:00 p.m. to administer medications. '
Client #1 was fine at the time her medications
were administered. Approximately one hour after
leaving the facility, RN #1 called LPN #1 and

| asked her how Client #1 was doing when she

' Client#1 was fine. RN #1 told LPN #1 that Staff
f #1 informed her that Client #1 was lethargic.

- After being informed of the client's cendition

. LPN #1 called the facility to inquire about the

|
|
i
i
administered medication. LPN #1 responded tnat?[
i

client's status. DCS #1 informed LPN #1 that ‘
Client #1 was lethargic and sleepy. LPN #1 i

i stated that DCS #1 informed her that EMS had
' been called and instructed the staff to monitor |
! the client and they (EMS) would call the facility |

- personnel (FEMS) #1 on April 18, 2013, at 10:48
a.m. revealed that it is not the policy of D.C. Fire

back. According to LPN #1, however, she toid
the staff to transport the client to the emergency
room in the company van.

Interview with a Fire and EMS Communications

and EMS to tell a resident to monitor a person in
lieu of sending a unit to the facility. The operator

" would have instructed the caller o monitor the

patient and if the condition changed, to call back

to inform EMS of the change just in case a i
different unit; (either basic or advanced) needed i
to be dispatched. |

Review of the facility's policy entitled, "Signs and |

Health Regulation & Licensing Administration
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i Symptoms: Just Not Right" on April 12, 2013, at
approximately 4;00 p.m., documented that the
staff are to call 911 if they notice that "the person
won't wake up." In addition, the facility had a
"General Administration Policy" that documented
“some conditions are of such magnitude that
immediate transport to the emergency room is

! warranted. Direct Support Staff should call 911

. immediately if the following conditions happen,

i then notify nursing. Those conditions include but
« are not limited to . . . loss of consciousness . . .".

! to provide appropriate instructions to the staff to
address Client #1's unresponsive episode.

- 2. The facility failed to ensure nursing services in
' accordance with standard nursing practices.

! Interview with the incident management
: coordinator (IMC) #1, on April 10, 2013, at

i 'was admitted to the hospital on April-4, 2013,
after being observed unresponsive at the group

bleod cell count (WBC) and constipation.

. a. Review of the client's Resident Care Flow

: Record (RCFR) on April 12, 2013, at

- approximately 12:36 p.m. revealed that the staff
maintained documentation of the frequency of

: Client #1's bowel movements (BM). In addition,
the staff was directed that if the client did not
have a BM in two {2) days to contact the nurse

" RCFR revealed that Client #1 did not have a BM
from March 12, 2013 through March 14, 2013.

‘ Review of Client #1's medication administration

' record (MAR) on April 12, 2013, at 12:00 p.m.

{ At the time of this incident, the nursing staff failed |

home. Client #1 was discharged on April 9, 2013.
: The discharge diagnosis included elevated white |

the morning of the third day. Further review of the |

H

+
H

i approximately 10:18 a.m., revealed that Client #1

|

E

t
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1390 Continued From page 5 : 1390

staff will be retrained on the bowel movement protocol for Client
#1 to ensure that they understand the need to notify nursing if
Client #1 does not have a bowe! movement for 2 consecutive
days...5-12-13

The Facility Manager will serve as the point person for reporting
to nursing and will check the data daily to ensure accurate and
timely reporting...5-12-13

*It should be noted that Client #1 had a bowel movement on 3-
15-13, the day she was given the PRN medication; in fact, she had
two (See: attached bowel movement sheets)...5-1-13

The QIDP. will meet with the day program to ensure that the home
receives data daily regarding the bowel movements of Client #1.
Currently, the day.program provides the data weekly which is
insufficient for tracking the two-day timeline...5-15-13

The DON will ensure that the RN covering is trained to monitor
whether 3 bowel movement occurs after the PRN medication is
piven and to document her findings and follow up in the nursing
notes...5-11-13
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 palpation).

It should be noted that continued review of the
| client's medical record revealed that the client did |

' administered to ensure the client had a bowel

revealed the client was administered her
prescribed Senna Plus 8.6 milligram (mg)/500 mg
constipation medication on March 13, 2013,
Continued review of the MAR however failed to
provide documentation on the medication's
effectiveness. Additionally, review of Client #1's
nursing notes on Aprilt 12, 2013, at 12:10 p.m.
failed to provide evidence that indicated nursing
personnel had assessed the client's

gastrointestinal system (i.e. auscultation and

not have a BM until March 15, 2013.

b. Review of Client #1's MAR's on April 12, 2013,
at 12:12 p.m. revealed that on March 25, 2013,
Client #1 received Senna Plus for constipation.
According to the BM records, the client had not
had a BM since March 23, 2013. Review of the
nursing notes on April 12, 2012, at approx;mateiy
1:00 p-m., however did notreveal that an :
assessment of the client's gastrointestinal system |
was completed. There was also no evidence that |
the nursing staff had assessed the effectiveness |
of Client #1's bowel movement medication
regimen.

Interview with DON#1 on April 12, 2013, at
approximately 12:45 p.m., revealed that the
nurses should have assessed the client's
gastrointestinal systemn prior to administering the
medication and again after the medication was

movement.

At the time of the investigation, the facility failed
to ensure nursing personnel provided services

. related to the maintenance of Client #1's bowel
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. Review of the facility's incident reports and
' corresponding investigation reports on April 10,

' 2013 the licensed practical nurse (LPN)

| 1390
health as determined by her needs. i
3. The facility nursing staff failed to ensure

medications were administered according to
physician's orders as evidenced below:

2013 at 3:30 p.m. revealed that on March 30,

' responsible for passing medications did not arrive |

to the facility.

. Interview with LPN #2 (medication nurse) on April ,
18, 2013, at 12:30 p.m. revealed that she g
- communicated her need to be out of town a |
| week in advance. She stated that she e-mailed |
! and texted DON #1 to remind her that she would |

be out of town. LPN #2 stated that DON #1

i responded "ok" to her e-mail. According to LPN

#2, she was made aware of the medication error

 when she arrived back in town. ;
' Review of the e-mail trail from LPN #2 and DON -+
- #1 on April 18, 2013, revealed an e-mail to DON |
¢ #1 from LPN #2 dated March 3, 2013. The e-mail

reflected that LPN #2 would be out of town on

i According to LPN #2 she revealed that the e-mail
. mistakenly identified March 1, 2013 instead of

. #1 responded to this e-mail.

i
i
i
"March 29, 2012 through March 1 2013." l
April 1, 2013. There was no evidence that DON '

interview with DON #1 on April 12, 2013, at
approximately 11:30 a.m., acknowledged that
LPN #2 sent her an e-mail indicating that she
would be out of town. Continued discussion with |
DON #1 was held to determine if there was a
policy to address the issue of when and who the
nurse should call in the event that she/he cannot
administer medication as scheduled. DON #1
stated that the nurse should have called and

T SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
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1. The medication nurse failed to follow MT5’ established
protocol has been replaced...5-1-13
The LPN should have called the DON or RN directly to inform
them
The DON has retrained staff on the MTS protocol to address
potential fate medication pass situations or potential to miss
medication passing..4-13-13
The DON will do expanded training on the subject by...5-12-13

The newwme;dicgtipn LPN has been trained on the proper protacol
for notification of intent not to pass and other key
considerations...4-20-13

The medication administration record will be reviewed at
minimum weekly by the QIDP or RN and daily by the medication
passing nurses to ensure all medications are given and properly
documented as prescribed..5-1-13 '

The QIDP will notify the DON of any issues discovered...5-1-13
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] spoken with the nurse coordinator or DON #1. v
- DON #1 further indicated that after the i

. nurses to provide notification in writing at least

medication error in January 2013 (when there ;
was no nurse to administer medications), an i
administrative policy update was developed dated |
February 5, 2013. The update instructed the

|

- seven (7) days in advance when requesting time |
. off. In the event of an emergency, the nurse was

instructed to speak with the nurse coordinator for f
the home so that coverage could be obtained.

At the time of the investigation, the facility failed

tc ensure nursing coverage to make certain i
client's received their prescribed medications. E
(See also W368)

Based on the aforementioned information, it was

. concluded that conditions existed that posed an

i

immediate and serious threat to the health and

: safety of the clients that resided in the facility. On:

: April 12, 2013, at 1:05 p.m., the administrator was
i notified that an immediate jeopardy (1J) existed.
~On-April 12, 2013, at 5:00 p.m. the.administrator

submitted a plan to remove the IJ; however the
plan was not accepted as it failed to include how
nursing delivery was to be addressed. At6:15
p.m. on April 12, 2013, the administrator
submitted an addendum to the plan to address |

' the 1J. The plan submitted consisted of the

following:

. The direct care staff and nurses will be trained on |

the facility's change in condition plan and signs |

. and symptoms for Client #1 including procedures :

for contacting 911. A protocol for Client #1 related |
to management of medical concerns that require f
911 services and revision of Client #1's health %

i management care plan (HMCP) to identify when |
- 911 should be called will be included. The direct i
- care staff and nursing staff will receive training on .
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| April 12, 2013, April 13, 2013 with a follow-up
| training on April 20, 2013, ‘ |
. Training of staff related to how to manage an :
| individual (Client #1), safely while awaiting 911 |
| services. The individual specific protocol ?
. developed for Client #1, will outline safety
' measures for supporting the client. The direct
| care staff and nurses will be trained on April 12,
2013, and April 13, 2013.
A formal written procedure will be put in place to
guide staff in insuring that notifications are made
timely to ensure the health and safety of the i
- individuals supported. The guide for noftification !
~ will identify for staff the procedure to follow. The
- guide for emergency contacts will be developed
' on April 12, 2013. The direct care staff and
" nurses will be trained on April 12, 2013, April 13,
© 2013 and April 16, 2013.

Client #1's HMCP was revised on April 12, 2013, |

to identify specific concerns related to the client
- s medical condition, specifically recurrent
- concerns that may require 911 support. The
- direct care staff and nurses will be trained on
" April 12, 2013, April 13, 2013, and April 15, 2013.
Effective immediately, RN #1 and LPN #1 will no
longer continue a working relationship with MTS. | i
! DON #1 along with her nursing designee will '
. provide nursing supports to the 55th Street home.
- The immediate jeopardy was lited on April 12,
1 2013, at 6:50 p.m.

| 500 3523.1 RESIDENT'S RIGHTS | 1500

Each GHMRP residence director shall ensure

that the rights of residents are observed and

protected in accordance with D.C. Law 2-137, this
' chapter, and other applicable District and federal !

E
laws. i -;
|
|
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This Statute is not met as evidenced by:

Based on observations, interviews and record
review, the group home for persons with
intellectual disabilities (GHPID) failed to observe

| and protect residents’ rights in accordance with

' Title 7, Chapter 13 of the D.C. Code {formerly

" galled D.C. Law 2-137, D.C. Code, Title 5,

+ Chapter 19) and faderal regulations 42 CFR 483
: Sub-Part 1 (for Intermediate Care Facilities for

Persons with Mental Retardation), for one of the
three residents in the sample. (Resident #1)

' The finding includes:

 Chapter 13, § 7-1305.05. Visitors; mail, access to
- telephones; religious practice; personal

| possessions,; privacy; exercise; diet; medical

. attention; medication [Formerly § 6-1965], and

[483.460(g)(2)]

- (g) Each customer has the right to prompt and

adequate medical attention

for-any physical ailments... =

1. The GHPID's nursing staff failed to provide
appropriate instructions to the direct care staff
(DCS) in an emergency situation as evidenced
below:

Interview with DCS #1 on April 10, 2013, at 11:00
" a.m. revealed that after dinner, between 6:00 |
' p.m. and 8:30 p.m., Resident #1 appeared to be
- sleeping at the table, DCS #1 approached
" Resident #1, called her name and shook her

shoulders. After not receiving a response, DCS
#2 and DCS #3 assisted Resident #1 fo the
bathroom and gave her a shower in an effort to
arouse the resident . Concurrently as Resident
#1 was being showered, DCS #1 called the

£

!

| registered nurse (RN} #1 twice and the director of

|

i

|

|
1. The RN and LPN involved have been terminated and J
replaced...5-1-13

The direct care staff and nurses were trained on change of
condition and signs and symptoms of Hiness for Client #1’s specific
i$sues...4-12-13

Additionally, staff and nurses received training on the above
topicsin a more general manner focusing on the appropriate
reactions that are universal for anyone or any situation...4-12-13
Rrocedures for appropriately contacting 911 and managing the
person safely while waiting for 911 supports to arrive were also
taught during the training...4-12-13

The strategies outlined in the updated HMCP for Client #1 were
ajso covered during the training session...4-12-13

Documentation for all of the above training was submitted to
licensing...5-13-13

he resident specific safety protocol for Client #1 was developed
hd staff were trained on its strategies...4-12-13

n emergency contact guide was developed to ensure that staff
e instructed-on proper notifications in emergency situations.
aff were trained on the guide...4-12-13

he guide has been posted in the Recreation Room and all staff
pve been made aware of where it is posted...4-12-13

T A0 L s o

>

s indicated above staff have been trained on the modifications in
e HMCP for Client #1 and all of the other required areas...4-12-

-

hrses were trained...4-13-13

he LPN remains cutstanding and she is scheduled to be
pined...5-11-13

Oz e

-~
=
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i nursing (DON) #1 twice but, initially received no

| answer. Eventually, at approximately 6:30 p.m.,

' RN #1 called the GHPID. DCS #1 informed RN

i #1 of Resident #1's condition. RN #1 instructed

| the staff to lay Resident #1 down and watch over

i her to see if they get a response from the resident
| - RN #1 further told DCS #1 that she would call

. back. Continued interview with DCS #1 revealed

. that while she was on the phone with RN #1, the |

| house manager (HM) #1 called the GHPID. After !

" informing HM #1 of Resident #1's condition and

| of the instructions given to her by RN #1, HM #1

- overruled RN #1's instructions and directed DCS

I‘ #1 to call 911.

| According to DCS #1, licensed practical nurse

| (LPN) #1 called the GHPID shortly after
emergency services was called to inquire about

. Resident #1's condition. After informing LPN #1

. about Resident #1's condition, LPN #1 asked

Staff #1 why emergency medical services (EMS)
- was called. LPN #1 reportedly stated that "all the
- staff needed to do was to put the resident in the
- bed and monitor her condition.” DCS #1 further
" indicated that when EMS arrived to the GHPID,

. they attempted to arouse Resident #1 by ca!lrng

' her name, shaking her, and placing ammonia
- under her nose. There was still no response.

Interview with LPN #1 on April 12, 2013, at 4:40
p.m. revealed that on April 4, 2013, she arrived to |
the GHPID at 5:00 p.m. to administer :
- medications. Resident #1 was fine at the time her
. medications were administered. Approximately
~ one hour after leaving the GHPID, RN #1 called |
' LPN #1 and asked her how Resident #1 was
| doing when she administered medication. LPN
- #1 responded that Resident #1 was fine. RN #1
. told LPN #1 that Staff #1 informed her that
' Resident #1 was lethargic. After being informed

2. Staff will be retrained on the bowel movement
protocol for Client #1 to ensure that they understand
the need to notify nursing if Client #1 does not have a
bowel movement for 2 consecutive days...5-12-13

The Facility Manager will serve as the point person for reporting

to nursing and will check the data daily to ensure accurate and

timely reporting...5-12-13

*1t should be noted that Client #1 had a bowel movement on 3-
15-13, the day she was given the PRN medication; in fact, she had
two (See: attachéd bowel movement sheets)...5-1-13

ThetQIDP will meet with the day program to ensure that the home
receives data daily regarding the bowel movements of Cllenlt #1.
Curfently, the day program provides the data weekly which is

" insufficient for tracking the two-day timeline...5-15-13

The DON will ensure that the RN covering is trained to monitor
whether a bowel movement occurs after the PRN medication is
given and to document her findings and follow up in the nursing

not]es...s-l 1-13

? b —

3. The medication nurse failed to follow MTS’ established
protocol has been replaced...5-1-13
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of the resident 's condition, LPN #1 called the
GHPID to inquire about the resident 's status.
DCS #1 informed LPN #1 that Resident #1 was
lethargic and sleepy. LPN #1 stated that DCS #1
informed her that EMS had been called and
instructed the staff to monitor the resident and
they (EMS) would call the GHPID back.
According to LPN #1, however, she told the staff
to transport the resident to the emergency room
i in the company van.

Interview with a Fire and EMS Communications
personnel (FEMS) #1 on April 18, 2013, at 10:48
a.m. revealed that it is not the policy of D.C. Fire
and EMS to tell a resident to monitor a person in
lieu of sending a unit to the GHPID. The operator
would have instructed the caller to monitor the
patient and if the condition changed, to call back

. to inform EMS of the change just in case a
different unit; (either basic or advanced) needed
to be dispatched.

. Review of the GHPID's policy entitled, "Signs and 5
Symptoms: Just Not Right" on April 12, 2013, at
approximately 4:00 p.m., documented that the
staff are to call 911 if they notice that "the person
| won't wake up." In addition, the GHPID had a
"General Administration Policy" that documented
! "some conditions are of such magnitude that

| immediate transport to the emergency room is

| warranted. Direct Support Staff shouid call 911

i immediately if the following conditions happen,

| then notify nursing. Those conditions include but
! are not limited to . . . loss of consciousness . . .".

| At the time of this incident, the nursing staff failed
. to provide appropriate instructions to the staff to
address Resident #1's unresponsive episode.

2. The GHPID failed to ensure nursing services in
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| accordance with standard nursing practices.

Interview with the incident management l
coordinator (IMC) #1, on April 10, 2013, at . ;
| approximately 10:16 a.m., revealed that Resident g
#1 was admitted to the hospital on April 4, 2013,

after being observed unresponsive at the group

home. Resident #1 was discharged on April 9, |
2013. The discharge diagnosis included elevated i
white blood cell count (WBG) and constipation.

a. Review of the resident 's Resident Care Flow

! Record (RCFR) on April 12, 2013, at i
. approximately 12:36 p.m. revealed that the staff |
. maintained documentation of the frequency of |
| Resident #1's bowel movements (BM). In [
- addition, the staff was directed that if the resident |
' did not have a BM in two (2) days to contact the | i
' nurse the morning of the third day. Further review | j
i of the RCFR revealed that Resident #1 did not

| have a BM from March 12, 2013 through March .
| 14, 2013. Review of Resident #1's medication ] ;
administration recsrd (MAR) on April 12,2013, at |~ . . i
12:00 p.m. revealed the resident was |
administered her prescribed Senna Plus 8.6

milligram (mg)/500 mg constipation medication
' on March 13, 2013. Continued review of the ‘
MAR however failed to provide documentation on | |
' the medication's effectiveness. Additionally, ;
| review of Resident #1's nursing notes on April 12, |
| 2013, at 12:10 p.m. failed to provide evidence |
! that indicated nursing personnel had assessed i
. the resident 's gastrointestinal system {i.e.
auscultation and palpation). ; i

. It should be noted that continued review of the
: resident's medical record revealed that the :
resident did not have a BM until March 15, 2013. .

- b. Review of Resident #1's MAR's on April 12,
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2013, at 12:12 p.m. revealed that on March 25,

{ 2013, Resident #1 received Senna Plus for

' constipation. According to the BM records, the

resident had not had a BM since March 23, -

| 2013. Review of the nursing notes on April 12,

' 2012, at approximately 1:00 p.m., however did

| not reveal that an assessment of the resident 's

| gastrointestinal system was completed. There

" was also no evidence that the nursing staff had
assessed the effectiveness of Resident #1's
bowel movement medication regimen.

Interview with DON#1 on April 12, 2013, at

approximately 12:45 p.m., revealed that the

nurses should have assessed the resident's
| gastrointestinal system prior to administering the
. medication and again after the medication was |
- administered to ensure the resident had a bowel |
- movement. i

- At the time of the investigation, the GHPID failed
| to ensure nursing personnel provided services

- bowel health as determined by her needs.

3. The GHPID nursing staff failed to ensure
- medications were administered according to
| physician's orders as evidenced below:

Review of the GHPID's incident reports and
¢ corresponding investigation reports on April 10,
: 2013 at 3:30 p.m. revealed that on March 30,
| 2013 the licensed practical nurse (LPN)
' responsible for passing medications did not arrive
! to the GHPID. i
. Interview with LPN #2 (medication nurse) on April |
18, 2013, at 12:30 p.m. revealed that she
| communicated her need to be out of town a
| week in advance. She stated that she e-mailed
' and texted DON #1 to remind her that she would

' related to the maintenance of Resident #1's § .
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' be out of town. LPN #2 stated that DON #1

- responded "ok" to her e-mail. According to LPN

| #2, she was made aware of the medication error ‘

| when she arrived back in town. ;‘
| Review of the e-mail trail from LPN #2 and DON !

| #1 on April 18, 2013, revealed an e-mail to DON ' i

| #1 from LPN #2 dated March 3, 2013. The e-mail -
reflected that LPN #2 would be out of town on 4

. "March 29, 2012 through March 1 2013."

' According to LPN #2 she revealed that the e-mail |
mistakenly identified March 1, 2013 instead of

: April 1, 2013, There was no evidence that DON

. #1 responded to this e-mail.

! Interview with DON #1 on April 12, 2013, at
approximately 11:30 a.m., acknowledged that |
LPN #2 sent her an e-mail indicating that she |

t

would be out of town. Continued discussion with |
DON #1 was held to determine if there was a ! .
policy to address the issue of when and who the | |
- nurse should call in the event that she/he cannot '
* administer medication as scheduled. DON #1
- stated that the nurse should have called and !
. spoken with the nurse coardinator.or DON #1. }
i DON #1 further indicated that after the
, medication error in January 2013 (when there
was no nurse to administer medications), an |
administrative policy update was developed dated !
February 5, 2013. The update instructed the
' nurses to provide notification in writing at least |
' seven (7) days in advance when requesting time |
' off. In the event of an emergency, the nurse was
- instructed to speak with the nurse coordinator for
the home so that coverage could be obtained.
At the time of the investigation, the GHPID failed
to ensure nursing coverage to make certain i
resident 's received their prescribed medications. |

(See also W368)
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