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W 000 INITIAL COMMENTS W 000

A recertification survey was conducted from
- March 17, 2009 through Marcgh 19, 2008. The |
1 Strvey was initiated using the fundamental survey
'f process. The facility hadla reisitl:ient Sopulaition of
I six woman with varlous disabilities. One client T OF COLUMBIA

had been admitted within the past year: therefore, GOVERNMED'ELESTE&I%I gﬁ'&fw

she was included in the sample. Two additional HEALTH REGULATION ADMINISTRATION

women were selected randomly for inclusion in 825 NORTH CAPITOL ST., N.E., 2ND FLOOR

the sample, WASHINGTON, D.C. 20002

The findings of the survey were based on
- ohservations, interviews with clients, interviews
' with staff in the home and at thrae day program,
| as well as a review of client and administrative
- records, Including incident reports. I'
W 114 | 483.410(c)(4) CLIENT RECORDS W 114 e QMRP will contact the Behuvior Speciulist and
e . ] Psychologist date the usscssmeaty, und in future that !~ 4, /)‘éy
Any individua! who makes an entry in a client's assessments and Bebuvior Support Plans are bothy |

- record must make it legibly, date it, and sign it signed and dnted by the person who completcs
| und/or approves them,
|

This STANDARD s not met as evidenced by: |
Based on Interview and record review, the facillty
- failed to ensure entrias in each client's record
were dated, for one of the three clients in the
| sample. (Client #3)

! The findings include;
| On March 17, 2008, at 10:27 AM, interview with |
' the Qualified Mental Retardation Professionai !

(QMRP) revealed that Client #3 had been |
| admitted to the facillty in early June, 2008, On | l
' March 19, 2009, at 12:51 PM, review of Client ! i

« #3's habllitation recerd revealed that the

* psychologist and behavior specialist had signed
but not dated her 1st and 2nd quarterly reviews,

" for the periods of July 16, 2008-October 17, 2009

LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X0) DATE
L]
Wdf WM s X VLIS, o /j 7/ 2005

L4
Any deficiency siatement snding with an astarisk (*) dencles g deficlency which the institution may be excusad from corracting providing it Is datermined that
other safeguards provide sufficlent protection to the pationts. (See instructions.) Excopt for nursing homes, the findings stated above are disclosabls 90 days
followirg the dote of survey whather or not a plan of correction Is provided, For nursing homas, the above findings and pians of correction are disciosabia 14
doys fallawing the date these documents are made avallable 1o the facillty. If deflclsncles are cited, an oppraved pian of cormaction s raquisite to continued

program participation.
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RETARDATION PROFESSIONAL

i
Each client's active treatment program must be
integrated, coordinated and monitored by a
“qualified mental retardation professional.

This STANDARD s not met as evidenced by:
| Based on interview and record review, the facility
| failed to ensure that each client's active treatment
| program was integrated, coordinated and
| monitored by the Qualified Mental Retardation
Professional (QMRP), for two of the three clients
in the sample, (Clients #2 and #3)

The findings include;

1. Cross-refer to W322 and W340. The QMRP
failed to ensure that Client #2's day program was
| provided with the ProAir (aibuterol) inhaler that
| was prescribed “as needed" for wheezing/
shortness of breath,

| 2. Cross-refer to W322.3. The QMRP failed to

| seek clarification from the medical team

' regarding Client #2's diagnosis of either asthma
or bronchitis.

3. The QMRP failed to follow-up on 2
recommendation for further assessmant of Client
: #3's air swallowing behavior, as follows:

- According to interviews with the QMRP and the

Designated Nurse, and verified through record
' review, Client #3 was admitted to the facility on
| June 3, 2008. Ciient #3 was observed in the
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W 114! Continued From page 1 W 114
and October 18, 2008-January 30, 2008,
respectively,
W 159 | 483.430(a) QUALIFIED MENTAL W 159

1. The QMRP will ensure that dny progrums receive
medications to udminister (o clicnts ay prescribed.

Scc responses to W322 and W340,
)

|

slidog

2. The QMRP will mcct with the medicul icam to
1 ensure that the correct diagnoses ure listed for ul]

| clients,

|

s/i [og

!
[

+ 3. The QMRP will ensure that recommendations
thude by specialists are forwarded to the PCP, and _
- thut thoae recommendutions ure implemented by the

| medical team per the PCP's approval.
]
|

| slilo?

|
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home on March 17, 2009 from 7:15 AM - 8:35 AM
| and again from 3:08 PM - 6:23 PM. She was of
i thin build. Her abdomen, however, protruded
| noticeably,

' On March 19, 2008, at 11.59 AM, review of Client

| #3's medical records revealed that she had been
assessed by a gastro-intestinal specialist on
September 18, 2008. The purpose of the visit

1 was cited as "Assassment of habitual air

i swallowing with mild abdominal distention." The
Gl specialist wrote the following: “mouth
breather... increased air in the stomach...
recommend speech pathelogist evaluated for -

I behavioral therapy but I'm not sure patient will be

| able to participate, That assessment needs to be
made by her psychologist/ psychiatrist/ PCP." He

| also diagnosed a ventral hernia and
recommended Prevacid daily "to protact

' esophagus.” The Gl consultant raport had not
been initialed or signed and dated by a PCP,

" which was how the nurse indicated the PCP

' routinely documented his or her review.,
Subsequent review of Client #3's nursing, primary
care physician, QMRP, spaech/language,

| psychological and psychiatric records revealad no
evidance that the Gl specialist's recommendation
had been addressed.

, At 12:39 PM, the DN acknowledged that the

* September 18, 2008 recommendation for further
assassment had not been brought to the PCP's
attention. During the Exit Conference that
evening, which began at 6:22 PM, the QMRP

| acknowladged that to date, the Gi specialist's

| September 18, 2008 recommendation for further

| assessment had not been brought to the attention

| of Client #3's PCP, psychologist or the

| psychiatrist,
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_‘ 4. The QMRP failed to monitor Client #3's sleep i 4 The QMRP will establish o protocol for staff to
 pattern and coordinate appropriate interventions check and document the clicnt's 5"‘"': panems d“" a
! to ensure that she received active treatment in minimum of thirty (30) duys across the duy un

hame settings, with approval and input from the

IDT. The duts wifl be shared with the PCP and the
Psychintrist so that appropriule intcrventions, cither |
medieal or behaviornl, can be developed and

accordance with her Individual Support Plan
(ISP), as follows:;

* According to interviews with the QMRP and the approved by the tzam and the Humon Rights ,
Designated Nurse, and verified through record Comminee. Once such interventions have been |

| review, Client #3 was admitted to the facility on developed and opproved, the QMRP will implement :

i June 3, 2008, and document them for cffcctivencss., sl /09

I

I

 Client #3 was observed in the home on March 17, |

2009 from 7:15 AM - 8;35 AM. At 7:23 AM, the ‘

" ¢lient's eyes wandered around the room during an ,
attempted interview. She blinked several imas i

' and she appeared to be having trouble focusing
on the moment. At 7:35 AM, she was observed
with her eyes tiosed while seated on a sofa. A
minute later, her assigned one-on-one staff

| person awskened her and she sat up, Simllar

| observations were made at 7:47 AM, when the

[ client repeatedly (3 times) appeared to fall asieep

1 on the sofa. After she had finished braakfast,

| Client #3 sat on the sofa and at approximately
B:16 AM, she closed her eyes for several
minutes. Her staff awakened her but she

{ immediately closed her eyes again. At8:22 AM,

" her eyes looked very groggy.

Later that day, Client #3 siept throughout the
! observation period at her day program, from
+ 11:30 AM - 12:25 PM. The ohe-on-one staff said
| she had been asleep since they had arrived that
morning. Some days she reportedly slept all day,
| while other days she stayed awake. Most often,
she fell asleep in the afternoon, after iunch. The
day program case manager confirmed what the I
staff reported, adding that they collected haurly ' ,
FORM CMS-2507{02-09) Pravious Verslons Obsolele Evont ID: 38CS11 Faciity ID: 09G159 i eontinuation sheet Foge 4 of 16
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| data to see whether they could discern a pattern
' with her fatlgue Beginning at approximately

. 11:55 AM, review of the data collaction sheets
, confirmed that there had been days (examples
January 7 and February 24, 2009) when she slept |
' all day. There were other days where they had |
documented after-lunch sleeping. Still other
days, there was no data recorded. The day
1 program case manager indicated that they had
discussed the [ssue previously with the home.

On March 18, 2008, at 8:17 AM, interview with a

direct support staff on the overnight shift revealed

! that Client #3 often stayed awake until 12:00 AM
or 1:00 AM. In the past, the client reportedly
played music at night at a volumae that disturbed

' her housemates' sleep. Mora recently, they had

. purchased a radic/CD player with headphones,
The client listened to whatever music she ghose
u) on her headphones, until she fell asleep.
Further interview revealed that she or other staff
| recorded hourly bedchecks. However, to date,

| nobody had offered the staff strategies to
| implemant to ensure that Client #3 got a full

! mght's sleep.

A few hours later, at 10:12 AM, joint interview with ! '

| the QMRP and the RN in the facility confirmed .

' that Client #3's drowsiness at day program had
been discussed previously. The client had baen

| evaluated by their psychiatrist, who

| recommended that they discontinue the Melatonin
prescribed at bedtime, which she had been taking
since befara she was admitted to the facility on
June 3, 2008, The psychiatrist reportedly did not

| think Melatonin had any affect. The RN further

| indicated that the psychiatrist would consider
another medication if the client's sleep pattern
were to change. At 10:14 AM, both the QMRP ;

FORM CMS+2567(02-99) Provious Voraions Obsolate . Evont ID; 306811 Fackily ID: 09G150 if continuation sheet Paga 5 of 16
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W 158 i Continued From page 5

| and the RN indicated that neither was aware of
Client #3 staying up late. The QMRP stated "no,
 she sleeps at night."
|
| Client #3's medical and habilitation records were
' reviewed the following day. At 11:36 AM, review
of the primary care physician's (PCP's) admission
I hote, dated June 3, 2008, confirmed that she had
been prescribed Melatonin 3 mg at bedtime.
Further review of her chart revealed that she was
last administered Melatonin on October 23, 2008,
Beginning at 12:51 PM, review of the
psychologist's quarterly report for the periad

| October 18, 2008 - January 30, 2009 revealed ho

! maention of sleep issues. Previously, however, .
the report for the period July 16, 2008 - October |
17, 2008 included the following: "During the
review, staff mentioned that <client's name>

' takes a long time to sleep at night, even after she

i has been tucked into bed.” There was no
evidence that the issue had been addressed by
the psychologist after October 17, 2008,

Beginning at 2:06 PM, review of the hourly data
for bedchecks at night confirmed what the staff

' had reported. Most night, the client remained

| awake until 12:00 AM or 1:00 AM. On ene
occasion, staff documented that she was awake

| at 2:30 AM (March 4 - 5, 2009). It should be

| noted that an at least 5 nights within the past

| month (February 16, 18, 19, 28, and March 1,
2008), staff did not record bedchecks or Client
#3's sleap pattern,

| The survey findings revealed several months

' where Client #3 had not been receiving

t continuous active treatment (most notably at the
day program). During the period of January -

March 2009 residential staff had documented

W 159
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The facility must provide or obtain preventive and
general medical care.
|

This STANDARD s not met as evidenced by
Based on observation, interview and record
. review, the facility failed to ensure preventive and
| general medical care for two of the three clients in
| the sample. (Clients #2 and #3)

! The findings include:

i 1. The facility's medical team failed to develop
and implement a plan to ensure that Cliant #2's
ProAir (albuterol) inhaler was avaliable for use as
' needed, in accordance with physician's orders
(POs), as follows:;

Cross-refer to W340. According to Client #2's

. Individual Support Plan, dated July 17, 2008,

| ProAlr inhalant was prescribed for "wheezing/

| shortness of breath." Her February 2009 POs

| reflected the following: "ProAir HFAMDI 8.5 mg 2

| puffs by mouth as needed up to 4 times daily...

| <started> July 27, 2007.” On March 18, 2009,
however, observations and interviews at the
client's day program and in the home, at 12:01
PM and 2:18 PM respectively, revealad that there

were no ProAir inhalers onsite and available for
|
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W 159§ Continued From page 6 W 159
ongoing slaep pattern disturbances. However,
review of the client's GMRP monthly reviews,
| nursing quarterties and other documentation
failed to show evidence that her sleep pattern had
been monitored and coordinated with the
! interdisciplinary team, with appropriate
intervention strategies to be detarminad.
W 322! 483.460(a)(3) PHYSICIAN SERVICES w 322

1. The QMRP will ensure that a second inhaler is
ordered and delivered to the facility for the client. : /
i a/log
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W 322, Continued From page 7

| use in either location. There was ho documented

' evidence that the facility had addressed the

+ client's order for PRN ProAir with the her day

| program, to ensure availability of the treatment

, during her (approximate) 5 hours spent there

; every weekday, The DN confirmed this during
the March 18, 2009 interview, which began at
1:89 PM.

On March 19, 2009, at 5:51 PM, the Designated

i Nurse {DN) stated that the RN had brought a
ProAir inhaler to the facility earlier that day. At |
8:01 PM, however, she acknowledged that the
facility had not sent one to the day program,
stating further "we have had to order another
ane."

2. The facility's medical team was unable to
ensure that Client #2 received ProAir (albuterol)
treatment immediately should she develop signs/
symptoms of "wheezing or shortness of breath,” -
' as follows:

On March 18, 2009, beginning at 1:58 PM,

interview with the Designated Nurse {DN)

| revealed that the inhaler was usually secured

1 under lock and key in a medication cabinet at all

| times, with keys held only by nursing staff. She
acknowledged that nurses only came to the
facility to administer morning, evening and
bedtime medications and the facility did not
employ Trained Medication Employees. She

| further acknowledged that the ProAir inhaler
would not be accessible for at least 30 minutes,
perhaps longer, should Client #2 begin
experiencing symptoms and there was no nursa
in the facliity at the time. On March 18, 2009, the !
Director of Nursing brought a new ProAir inhaler

“to the facility. At 5:51 PM, the DN indicated the

w 322!

» 2. The QMRP will coordinate with the RN

Supervisor to develop and implement a protocol for

having TME sta(T on duty ut the home when the

client is not at her day progrum, so that the

medication ¢un be udministered ns indicated for .

| wheezing or shortness of broath. f// /of

I
| i

FORM CMS.2587(02-00) Pravioua Versiona Obsoloto Evont ID: 30CS11
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‘a. On March 18, 2009, at approximataly 11:40

| AM, Client #2's day program IPP, dated August 1,

! 2008, reflected a diagnosis of asthma, At

| approximately 2:38 PM, the Qualifiad Mental
Retardation Professional (QMRP) stated that she

| did not recall Client #2 having a history of asthma.

| b. At3:34 PM, review of Client #2's Individual

| Support Plan (ISP), dated July 17, 2008 revealed

the following: “There was an ER visit, during

which she was diagnosed with asthma. However,

after follow-up with a pulmonary specialist, it was

determined that she had a case of bronchitis,

which was resolved. She continued to have a

¢ PRN order for an inhaler to treat wheezing if it
occurs..."

, At approximately 4:05 PM, review of a November

' 7, 2007 consultation report revealed that the

| pulmonary specialist wrote “history of asthma...

| complains of shortness of breath with
climbing...uses Inhaler rarely... findings: treated

| asthma stable... recommend continue prn

» albuterol, exercise, low calorie diet/weight loss."

- There was no indication, however, that the
pulmonary specialist had changed the diagnosis

| to bronehitis. On March 19, 2008, at 11:50 AM,

' the DN looked at the consultation report and
stated that the pulmonary specialist wrote "history

* of asthma.” She then pointed to the words
"status post asthma” on Clisnt #2's January 20,

| 2008 Nursing quarterly. [Note: A post-survey

|

CARECO 02 WASHINGTON, DG 20012
(D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION I (xs)
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W 322 Continued From page 8 [ wazz |
inhaler was with Client #2's other medications in '
. the medicine cabinet,
1 ) o 4 il - .
; . , 3. The
1 3. The facility's medical team failed to obtain and .,,.-e.,‘t'ﬁ?,"f.ﬁg?gﬁ “3.’3":3352#2??’55’,.2522
{ document a clear and accurate diagnostic profile trom the PCP, to confirm the clicat's diagnoses
! regarding Client #2's history of asthma and/or (eurrent and/or historical) of bronchitis and/or !
| bronehltis, as follows: usthmu, f/r /oy
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W 322 ' Continued From page 8 W 322

review of incident reports confirmed a June 20,

. 2007 ER visit. However, the report indicated that
Client #2 left the ER with diagnoses of both
asthma and bronchitis. This did not correspond
with what had baen written in her ISP by the

| former QMRP.)

i €. At2:20 PM, Client #2's Health Management
Care Plan (HMCP), dated June 10, 2008 (revised
most recently on Fabruary 22, 2009), failed to
reflect a diagnosis of either asthma or bronchitls,
past or present.. instead, the HMCP indicated the
ProAir (albuterol) was used to treat her history of

- persistent allergic rhinitis. The DN stated that "it
makes sense" for use of ProAir to treat allergies.

d. At 3:55 PM, review of Client #2's Annual
Physical Examination report, dated July 8, 2008,

! revealed that It failed to reflect a diagnosis of

* elther asthma or bronchitis, past or present, The
client had since been assigned a new primary
care physician {(PCP) in October 2008, The

' PCP's prograss notes, however, failed to reflect a

' diagnosis of either asthma or bronchitis. past or

- present. The PCP's notes also showed no

| evidence that the question of current or accurate

i pulmenary diagnosis had been identified since

] she had been assigned.

1
| e. At4:11 PM, review of Client #2's Annual
| Nursing Assessment, dated June 10, 2008, as
, well as quarterly nursing reports dated September
16, 2008 and January 20, 2009 revealed that all 3 .
| documents showed ProAir "as needed for
asthma" However, furthaer review of the Annual
Nursing Assessment revealed "status post
asthma" was listed as a diagnosis. None of the
nurse repors made refarence to bronchitis, which
had been written in her ISP by the former QMRP.
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W 322 , Continued From page 10 W 322 ’
f. Although Client #2's February 2009 POs

| included the following: "ProAir HFA MD) 8.5 mg 2

+ puffs by mouth as needed up to 4 times daily...

<started> July 27, 2007," the POs did not indicate

the reason why the ProAir (albuterol) was

prescribed. The listed diagnoses on her POs

' 4150 did not reflect a diagnosis of either asthma or

' bronchitis, past or present. |

|

| g, There was na evidenca that a licensed
physician had evaluated Client #2's pulmonary
status since November 7, 2007 to clarity the
existing dlagnosis. |
4. The facility's medical team failed to foliow-up 4. See response to W159 #3. shioy
on a recommendation for further assessment of
1 Client #3's air swallowing behavior, as follows:

i

| According to interviews with the QMRP and the

; ON, and verified through record review, Client #3
' was admitted to the facility on June 3, 2008,

| Client #3 was observed In the home on March 17,
+ 2009 from 7:15 AM - 8:35 AM and again from

1 3:08 PM - 6:23 PM. She was of thin bulld, Her

: abdomen, however, protruded hoticeably,

’ a. On March 19, 2009, at 11:59 AM, review of
her HMCP revealed that it had been updated on
Septembar 18, 2008, following assessment

1 earlier that same day by a gastro-intestinal

i specialist. The purpose of the visit was cited as
: "Assessment of habitual air swallawing with mild
| abdominal distention." The GI specialist wrote

' the following: "mouth breather... increased air in
the stomach... recommend speech pathologist
evaluated for behaviora! therapy but I'm not sure
| patient will be able to participate. That

| assessment needs to be made by her
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her review,

, Appointment.”

assessment.

, attention.

I appointment).

W 322 Continued From page 11

: psychologist/ psychiatrist! PCP." He also
diagnosed a ventral hernia and recommended

| Prevacid daily "to protect esophagus." The GI

I consultant report had not been initialed or signed

| and dated by a PCP, which was how the nurse

' indicated the PCP routinely documented his or

b. At 3:10 PM, review of Client #3's psychological
records revealed no evidence that the

| psychologist had been made aware of the

! recommendation. Her Nursing Admission
Assessment, dated June 3, 2008, as well as a
January 10, 2009 Nursing Quarterly both cited
“abdominal distention" and included the following:

| "Swallows air frequently. Passas flatulence very
fraquently." The January 10, 2009 Nursing
Quarterly also cited the September 18, 2008 Gl
consultation; however, the RN wrote "none"

' regarding "Recommendations/ Foliow-Up

€. Further review of her HMCP revealad that
while it reflected the ventral hemia and
newly-prescribed Prevacid, it did not address air
swallowing or the recommended follow-up

+ 4. Further review of PCP and nurse progress
notes falled to show avidence that the Gi
specialist's recommendation for further

| assessment had been brought io the PCP's

8. There was ho documented evidence of
| contacts with the Speech Pathologist since the
| ime she conducted Client #3's June 25, 2008
initlal assessment (3 months prior to the Gl

W 322
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] f. At 12:39 PM, the DN acknowledged that the

| September 18, 2008 recommendation for further
| assessment had not been brought to the PCP's

| attention,

; g. At 1:09 PM, review of the QMRP monthly .
» Summary report dated October 10, 2008 revealed
| that while it reflected the September 18, 2008

" diagnosis of ventral hernia as well as the

! newly-prescribed Prevacid, it did not address the
| Gl speciallst's recommendation for further

f assessment of her air swallewing.

l During the Exit Conference that evening, which
| began at 6:22 PM, the QMRP acknowiadged that
' to date, she had not heen aware of the Gl
' specialist'’s September 18, 2008 recommendation
i for further assessment and, therefore, it had not
| been brought to the attention of Client #3's PCP,
{ psychologist or the psychiatrist.
W 331 483.460(c) NURSING SERVICES W 331

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

This STANDARD is not met as evidenced by:
Based on interview and record review, facility
nurses failed to ensure that each client's health |
and medical needs were monitored and t
coordinated effectively, for two of the three clients
in the sample. (Clients #2 and #3)

|
| The findings inciude: ’

|

i 1. Crosswrefer to W322, Nursing staff failed to
ensure that Client #2's home and day program ] 1. See response 1o W322 #1 and 42,

i had ProAir (albuterol) inhalers that was |

|
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prescribsd "as needed" for wheezing/ shortness
of breath. On March 18, 2009, Cllent #2's day
program was without @ ProAlr Inhaler. Similarly,
there was no inhaler in the home.
I
| 2, Cross-refer to W322.3. The facility's nursing 2, Sec response to W322 #3, 5-'/: /of
 staff failed to seek clatification regarding Client
| #2's diagnosis of asthma and/or bronchitis. .
i I
. 3. Cross-refer to W322.4 The facility's nursing '
i staff failed to follow-up on & recommendation for 3. See response to W15D #3. s/1/o?
| further assessment of Client #3's air swallowing
behavior.
W 382 | 483.460(1)(2) DRUG STORAGE AND w 382
; RECORDKEEPING The Designuted Nurse will sisure that al]
e , medicution nurscs keep the cabinet locked; if she
| The facility must keep all drugs and biologicals findy that locka nced 1o be replaced she will ensure |
locked except when being prepared for that the replacement occurs on the sume dule thit
. administration. : the need is discovered. i 3’/1/07

, This STANDARD is not met as evidenced by:

. Based on observation and interview, the facility

| failed to keep all drugs locked securely when not
l being prepared for administration.

1 The finding includes:

On March 17, 2008, the medication nurse was
already in the facility and administering morning
. medications when the survay was initiated, at
{ 6:27 AM, The nurse left before breakfast was
''served. AtB8:43 AM, the clients and staff left in
the facility van for day programs. At
approximately 8:57 AM, it was observed that the
| combination lock on one of the two medication
| cabinets had not been clicked shut. At 9:56 AM,
| the Designated Nurse and the Qualified Mental
' Retardation Professional looked at the medication |

, | |
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' cabinet and confirmed that the lock had not been
| properly secured., The Designated Nurse locked
| it, stating that 3 of the 6 clients' medications were
- kept stored in that cabinet, | ,

' Note: On March 18, 2009, at 2:00 PM, the | .
Designated Nurse stated that they had replaced

' the 2 padlocks on the medication cabinets. Both |
locks were properly secured when examined a
fow minutes later.

W 449 483.470(i)(2)(iv) EVACUATION DRILLS W 449
' ) ' The QMRP will review capies of the Carcco
| The facility must investigate all problems with policies and forms regurding evacuation drills that
evacuation drllis and take corrective action. were updated and forwarded on August 26, 2008,
The QMRP will train staff and ensure that they |
| adhere to the palicy. ) /df

| This STANDARD is not met as evidenced by:

' Based on interview and record review, the facility
failed to investigate client refusals to cooperate

| with staff during evacuation drills and take

" corrective action, for one of the six residents of

| the facility. (Client #3)

} The findings include:

i

i‘ On March 17, 2009, at 10:27 AM, the Qualified

: Mental Retardation Professional (QMRP) stated

"'that Client #3 had been admitted to the facility in i i

" early June 2008. Beginning at 4:07 PM later that |
day, review of the facllity's fire drill evacuation :
records revealed that staff had documented
Client #3 refused to get out of bed during
overnight drills on September 25, 2008,
November 25, 2008 and Fabruary 26, 2008, On

i the lower right carner of the form used to

i document each fire drill were the words

| "Reviewed by:" followed by a line for

| Signature/Title/Date, None of the 22 fire drill
reports completed during the period April 8, 2008
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"= March 17, 2008, inciuding the 3 aforementioned
i drills, reflectad a review signature and title with
date.

I
On March 18, 2009, at 9:15 AM, review of the
facility's written policy on fire drilis (dated 03/00)
revealed the following: “The person in charge on
the shift evaluates the drill and makes appropriate

recommendations.” The policy did not, however,

specify if, how, when or by whom drill report

| forms should be reviewed by management,

' Moments later, at 9:17 AM, interview with a direct

| support statf perscn who had participated in the

) avernight drills confirmed that Client #3 had

| refused to get out of bed and participate. When

1 asked if management had offered guidance or

i direction regarding strategles that might be used

{ to elicit the client's cooperation, the staff parson
replied "no." She further indicated that while she
thougnt that someane higher up reviewed the

' forms, she wasn't sure who that was.

When interviewed on March 18, 2008, at 10:07 I

, AM, the QMRP stated ") look at the fire drills,
make notes,., talk to staff about it... No one has
brought any problems to my attention..." She
indicated that she was previously unaware that
| Client #3 refused to cooperate during overnight
. [ drilis and acknowledged that to date, no actions
had been taken to address the problem. When
asked whether facility policies addressed
investigating problems with fire drills, she said
wasn't sure; however, she agreed to review their
policies. On March 19, 2009, at 5:49 PM, the
+ QMRP stated that she had not located a policy
' regarding administrative review of fire drill records
and investigating problems identified by direct
support staff,

'

l
FORM CMS-2567(02-80) Previous Versions Obsolete Ewvant 10:30CS11 Fagcility 1D: 08G159 If continuation shaet Page 16 of 18




FROM FRX NO.

Apr. 17 2008 B2:14PM P 18
PRINTED: 04/07/2000

FORM APPROVED
Health Requiation Ad Inlstrarmn
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA TIP RUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION &xn IDENTIFICATI%N NUMBER' (2) MULTIPLE CONSTRUCTIO COMPLETED
A BUILDING
B. WING
HFDO3-0143 03/19/2009

NAME OF PROVIDER QR SUPPLIER
CARECQ 02

STREET ADDRESS, CITY, STATE, 2IP CODE

8813 6TH STREET, NW
WASHINGTON, DC 20012

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PREGEDED BY FLILL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1 |

(%d) ID
PREFIX
TAG

0
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BC
CROSS-REFERENCED TO THE APPROPRIATE
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A licensure survey was conducted from March

' 17, 2009 through March 19, 2009, The Group
Home for Persons with Mental Retardation
(GHMRP} had a resident population of six women
with various disabilities, One resident had been
admitted within the past year; therafore, she was
Included in the sample. Twe additional women
were selected randomly for inclusion in the

| sample,

| The findings of the survey were based on
observations, interviaws with residents, interviews |
with staff in the home and at three day program,

' as well as a review of resident and administrative
records, including incident reports,

1082 3503.10 BEDROOMS AND BATHROOMS

Each bathroom that is used by residents shzll be
equipped with toilet tissue, a paper towel and cup
dispenser, soap for hand washing, a mirror and

i adequate lighting.

This Statute is not met as evidenced by:
Based on observation and intarview, the GHMRP
failed to equip all bathrooms used by residents

' with paper cups.

!
i The findings include:
1, On March 17, 2009, at 8:45 AM, the paper cup!

dispenser was empty in the restroom loeated on
the main floor (next to Resident #1's bedroom).

The cup holder was empty on March 18, 2009 at
9:30 AM, and on March 19, 2008 at 6:46 PM.

+ 2. On March 19, 2009, at 10:13 AM, the paper 1

1 000

|1 082

|
|
{
DEFIGIENGY) :
i
|

1. The QMRP will ensure that tie paper cup holdet
has disposable cups loaded. She will review the
shapping lists and reccipts ta ensure that o proper
supply of cups is available, nnd will nsxign staff to
keep the helder properly hilled,

. by ///09

era

2. See respanse to #1 above,
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1082, Continued From page 1

' cup dispenser in the bathroom located on the 2nd
floor (adjacent to the steps leading to the office

' on tha top floor) was empty. The cup holder was |
empty later that day, at 6:45 PM.

! 090! 3604.1 HOUSEKEEPING

I The interior and exterior of each GHMRP shall be
! maintained in a safe, clean, orderly, attractive,

I and sanitary manner and be free of

¢ aceumulations of dirt, rubbish, and objectionable

| odors.

| This Statute is not met as evidenced by:

| Based on observation and interview, the GHMRP

| failed to maintain the interior of the facility in a
safe, clean, orderly, and attractive manner.

| The findings include:

: First floor bathroom (next to Resident #1's
| bedroom).

i 1. On March 17, 2008, at 8:45 AM,

a. the caulking around the top edge of the
_bathtub was either missing or cracked;

b. the picture frame hanging on the wall behind
l the toilet tank was broken and presented a
| potential safety hazard. The upper right and
- lower left comers were split, leaving sharp edges
exposed. The frame was hanging loosely and
; appeared as if it could fall from the wall with only ]
I

the slightest nudge; and,

' €. Aftile was broken and missing from the wall
| directly above/behind the hand sink. The
exposed tile edge presented a potential safety

1 0B2

1090

1.{c)

I
|
1. (1) Muintenance will repair the caulking around t
the top edge of the buthtub, l

1. (b)Y Muintenance or the QMRP will remove the
picture frame from behind the toilet tunk.

above/behind (ke hand sink.

Muintchance will replace the broken tile

s/

Haaith Regulotion Agminisiration
STATE FORM
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hazard.

. 2, The conditions cited above (bathtub caulking,
| broken picture frame and broken wali tile) were

| observed on March 18, 2009 at 9:30 AM and on
| Mareh 19, 2009 at 5:46 PM.

|

I

' Upstairs bathroom:

1. the caulking around the top edge of the
bathtub was either missing or gracked.

i 097' 3504 8 HOUSEKEEPING f

| No cleaning agent, bleach, insecticide or any

| other poisonous, dangerous, or flammable

i material shall be aceessible to a rasldent where

1 access to such substance is contraindicated in
' the resident '  Individual Habilitation Plan.

| This Statute s not met as evidenced by:
Based on observation, the GHMRP falled to
ensure that cleaning agents were not accessible
+ to the residents,

|

i The finding includes:

' On March 18, 2009, at 9:30 AM, a spray bottie of
| Clorox "Clean-Up* with bleach was observed in
the vanity cabinet beneath the hand sink in the

' bathroom located on main floor (next to Resident
#1's bedroom).

t 204] 3509.4 PERSONNEL POLICIES

i job description to review and sign at the

| 204

i
. Each employee shall be given a copy of his or her|

t 090 f

2. See responscs to 1(n), 1(b), and 1(c) ubove.

1. Maintenance will repair the caulking around the !
bathtub,

| 5
1097 I
The QMR will ensure that ol poisonous or |

dungerous ngents are kept Incked and inaccessible
1o residents per Curcco’s policy.

The Human Resources Director will review the
QMRP Job description with the QMRP, and pbuiin i
her signature on it, She will provide the QMRP
with a copy ol hier joh description.

/I/O?

571 /09

! .‘)7(1/57
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| 204 i Continued From page 3 1204
beginning of employment.

This Statute is not met as evidenced by:;
t Based on interview and record review, the
I GHMRP failed to have on file for review current
job descriptions for all new employees.

The finding include:

On March 17, 2008, the Qualified Mental |
: Retardation Professional (QMRP), stated that she
began working in that position in early November
2008. Review of the personnel files on March 19,
' 2008, beginning at 2:15 PM, revealed no

t evidence that she had bean given a QMRP Job

. description to review and sign at the time that she
was promotad. During the Exit Conference,
which began at 6:22 PM later that day, the QMRP
confirmed that she had not been given a copy of
her job description.

1 208! 3500.6 PERSONNEL POLICIES | 206

The Humuon Resources Director will ensure thud all '

+ Each employee, prior to empioyment and nurses have updated henlth inventorics on file. {A /ﬂ

i annually thereafter, shall provide a physician 's
_certification that a health invantory has been

| performed and that the employee ' s health status
i would allow him or her to perform the required

| dutles.

. This Statute is not met as evidenced by:

' Based on interview and record review, the

! GHMRP failed to ensure that each employee

- previded evidence of a current physician's :
! certification that documented a health inventory
' had been performed and that the employee's

' health status would allow him or her to perform

HMaoaith Ragulation Administration
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the required duties, for 5 of the B nurses
employed by the facliity.

' The findings include:

On March 19, 2009, beginning at 4:31 PM, review
of the parsonnel! flles made available revealed

t expired health certificates for the following

| nurses, as follows:

| N1 - expired December 22, 2007
N2 - none in record
N3 - expired November S, 2008
NS - expired April 2, 2008

. N6 - expired October 156, 2008

f During the Exit Conference, which began at 6:22
' PM Iater that day, neither the QMRP nor the

| Designated Nurse could verify that the 5 nurses
' identified above had obtained updated health

t inventories as certified by a licensed physiclan.

I This is a rapeat daficiency.

]
. Previously, the annual licensure deficiency repert
dated April 25, 2008 included the following:

Interview with the Qualified Mental Retardation
Professional (QMRP) and review of the GHMRP's

| personnel files on April 24, 2008 at 2:39 PM

. revealed the GHMRP failed to provide evidence

* that current health certificates were on file for one
staff, one nurse, and three consultants, 1t should
be noted that interview was conducted with the
Director of Disability Services and further record

' review on April 25, 2008 additionally failed to
provide evidence of the required physician's

| certifications.

|
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| 291! 3514.2 RESIDENT RECORDS 1291

Each record shall be kept current, dated, and |
signed by each individual whe makes an entry.

This Statute is not met as evidenced by:
Based on interview and record raview, the facitity
failed to ensure antries in each resident's record
| were dated and/or maintain accurate physician's
" orders, for two of the three residents in the
| sample. (Residents #2 and #3)
|

The findings include:

'1. On March 17, 2009, at 10:27 AM, interview 1. See response to W14, 5 /i j01

" with the Qualified Mental Retardation
Professional (QMRP) revealed that Resident #3
had been admitted to the facility in early Juna,

1 2008. On March 19, 2009, at 12:51 PM, review

| of Resident #3's habilitation record revealed that

t the psychologist and behavior specialist had
signed but not dated her 1st and 2nd quarterly
reviews, for periods July 18, 2008-October 17,

+ 2009 and October 18, 2008-January 30, 2009,
respectively,

]

. 2. On March 18, 2009, at approximately 11:40 2. See respanse to W159, </ Jot

AM, review of Resident #2's February 2009

physician's orders (POs) revealed that they did

not accurately reflect her known diagnoses,

Specifically, her POs failed ta reflect aliergic :

rhinltls and status post asthma, for which she was

prescribed several daily and/or PRN ("as

. needed") medications,

1391 3520.2(a) PROFESSION SERVICES; GENERAL | 1391 See responses to federal deficiencics W159, W 322,
PROVISIONS W331, and W3RZ, N
I
Each GHMRP shall have available qualified

| professional staff to carry out and monitor

Haalth Regulation Administration
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necassary professional interventions, in

| accordance with the goals and objectives of every

, individuat habilitation plan, as determined to be
necessary by the interdisciplinary team. The
professional services may include, but not be

| limited to, those services provided by individuals

| frained, qualified, and licensed as required by

! Distriet of Columbla law in the following
disciplines or areas of services:

| )
| (a) Medicine;

" This Statute is not met as evidenced by:

| Based gn observation, intarview and record
review, the GHMRP failed to provide medical

i services to ensure the health and safety needs of

Clients #2 and #3.

The findings include:

| 1. The facliity's medical team failed to develop
and implement a plan to ensure that Resident
#2's ProAir (albuterpl) Inhaler was available for
use as needed, in accordance with physician's
orders (POs), as follows:

Cross-refer to Faderal Daficlency Report -
Citation W322. According to Resident #2's
Individual Support Plan, dated July 17, 2008,
ProAir inhalant was prescribed for "wheezing/
shortness of breath." Her February 2009 POs
reflected the following: "ProAir HFA MDi 8.5 mg 2
puffs by mouth as needed up o 4 times daily...
<started> July 27, 2007." On March 18, 2009,
| however, observations and interviews at the
i resident's day program and in the home, at 12:01
f PM and 2:18 PM respectively, reveaied that there
were no ProAlr inhalers onsite and available for
use in either location. There was no documented
avidence that the facility had addressed the
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. resident's order for PRN ProAir with the her day

' program, to ensure availability of the treatment
during her (approximate) 5 hours spent there
every weekday. The Designated Nurse {DN)
confirmed this during the March 18, 2008

i interview, which began at 1.58 PM.

On March 19, 2009, at 5:51 PM, the DN stated
that the RN had brought a ProAir inhaler to the
i facility earlier that day, At &:01 PM, howevar, she
acknowledged that the facility had not sent one to
| the day program, stating further "we have had to
order another ona."

|

1 2. The facility's medical taam failed to obtain and
document a clear and accurate diagnostic profile

| regarding Resident #2's history of asthma and/or
bronchitis, as follows:

“a. On March 18, 2009, at approximately 11:40

I AM, Resident #2's day program PP, dated

| August 1, 2008, reflected a diagnosis of asthma.

' At approximately 2:38 PM, the Qualified Mental

! Retardation Professional (QMRP) stated that she

. did not recall Resident #2 having a history of
asthma.

b. At3:34 PM, review of Resident #2's individual
Support Plan (ISP), dated July 17, 2008 revealed
| the following: "There was an ER visit, during

t which she was diagnosed with asthma. However,
aftar follow-up with a pulmonary specialist, it was

: determined that she had a case of bronchitis,

. which was resoived. She continued to have a
PRN order for an inhaler to treat wheezing if it
occurs...”

' At approximately 4:05 PM, review of a November

| 7, 2007 consultation repert revealed that the
pulmonary specialist wrote “history of asthma...

| complains of shortness of breath with

Health ﬁuguiatlon Administration
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: former QMRP.]

1391/ Continued From page 8

climbing...uses inhaler rarely... findings: treated
asthma stable... recommend continue pm
albuterol, exercise, low calorie diet/weight loss.”

| There was no indication, however, that the

! pulmonary specialist had changed the diagnosis

. to bronchitis. On March 18, 2009, at 11:50 AM,

: the DN looked at the consultation report and
stated that the pulmonary specizalist wrote "history
of asthma." She then pointed to the words

. "status post asthma" on Resident #2's January

| 20, 2008 Nursing quarterly. [Note: A post-survey
review of in¢ident reports confirmed a June 20,
2007 ER visit. However, the report indicated that
Resident #2 left the ER with diagnoses of both
asthma and bronchitis. This did not correspond
with what had been written in her ISP by the

I ¢, At2:20 PM, Resident #2's Health
Management Care Plan (HMCP), dated June 10,
i 2008 (revised maost recently on February 22,
 2009), failed to reflect a diagnosis of either
asthma or bronchitis, past or present. Instead,
the HMCP indicated the ProAir (albuterol) was
used to treat her history of persistent allerglc
rhinitis. The DN stated that "it makes sense"” for
: use of ProAlr to treat allergies.
|

d. At 3:55 PM, review of Resident #2's Annual

i Physical Examination report, dated July 8, 2008,

! revealed that it failed to reflect a diagnosis of
either asthma or bronchitis, past or present. The

+ resident had since been assigned a new primary
care physician (PCP) in October 2008, The

i PCP's progress notes, however, falled to reflect a
diagnosis of either asthma or bronchitis, past or
present. The PCP's notes also showed no

| evidence that the question of ¢urrent or accurate |

| puimonary diagnosis had been identified since
she had been assigned,

1391

I
|
|
|

Health Regulation AGminsiraiion
STATE FORM

waw 38C311

If continuation aheat 9 of 16




FRUM . FRX NO. : Apr. 17 2009 B2:17PM P 4

PRINTED: 04/07/2009

FORM APPROVED
Heaith Requlation Administration
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA MULTIPLE CONSTRUCTION {X2) DATE SURVEY
AND FLAN QF CORRECTION IDENTIFICATION NUMBER: £X2) CoNsTRuCT COMPLETED
A. DUILDING
B. WING
HFD03-0143 03/19/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6613 BTH STREET, NW
CARECO 02 WASHINGTON, DG 20012
(%d) ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ' BRERX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) | Tag CROSS-REFERENCED TO THE APPROPRIATE DATE
. X DEFICIENCY)
1391/ Continued From page 9 1391
| & Al4:11 PM, review of Resident #2's Annual

" Nursing Assessment, dated June 10, 2008, as ‘

! well as quarterly nursing reports dated

+ September 16, 2008 and January 20, 2009

' revaaled that all 3 documents showed ProAir "as
needed for asthma.” However, further review of
the Annual Nursing Assessment revealed "status

' post asthma" was iisted as a diagnosis. None of
the nurse reports made referenca to bronchitts,

ls which had been written in her ISP by the former
QMRP.

, f. Although Resident #2's February 2009 POs
included the following: “ProAir HFA MDI 8.5 mg2
pPuffs by mouth as needed up to 4 times dally...

| <started> July 27, 2007," the POs did not Indicate

i the reason why the ProAir (albuterol) was
prescribed. The listed diagnoses on her POs

l aiso did not reflect a diagnosis of either asthma
or bronchitis, past or present,

1

I g. There was no evidence that a licensed
physician had evaluated Resident #2's pulmonary
status since November 7, 2007 to clarify the

~ existing diagnosis,

' 3. The facllity's medical team fajled to follow-up |
on a recommendation for further assessment of ,
| Resident #3's air swallowing behavior, as follows: | ;

According to interviews with the QMRP and the l
! DN, and verified through record review, Resident
| #3 was admitted to the facility on June 3, 2008,
] Resident #3 was observed in the home on March
i 17, 2008 from 7:15 AM - 8:35 AM and again from
’ 3:08 PM - 6:23 PM. She was of thin build, Her
| abdomen, however, protruded noticeably.

a. On March 19, 2009, at 11:59 AM, review of |

Jonlth Roguiation Admintstration
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' Continved From page 10

her HMCP revealed that it had been updated on
September 18, 2008, following assessment

, earlier that same day by a gastro-intestinal

f specialist. The purpose of the visit was cited as
"Assessment of habitual air swallowing with mild
abdominal distention.” The GI speciallst wrote

, the following: "mouth breather... increased air in

' the stomach.,, recommend speech pathologist

" evaluated for behavioral therapy but I'm not sure
patient will be able to participate. That

| assessment needs to be made by her

| psychologist/ psychiatrist/ PCP." He also
diagnosad a ventral hamia and recommendead
Prevacid daily "to protect esophagus.” The Gl

' consultant report had not been initialed or signed

' and dated by a PCP, which was how the nurse

" indicated the PCP routinely documented his or
her review,

|

t b. At 3:10 PM, review of Resident #3's
psychological racords revealed no evidence that
the psychologist had been made aware of the

, recommendation. Her Nursing Admission

| Assessment, dated June 3, 2008, as well as a
January 10, 2009 Nursing Quarterly both cited

} "abdominal distention” and included the following:

: "Swallows air frequently. Passes flatulence very

' frequently " The January 10, 2009 Nursing
Quarterly also cited the September 18, 2008 GI
consultation; however, the RN wrote “none”

- regarding "Recommendations/ Follow-Up
Appointment,”

¢. Further review of her HMCP revealed that
while it refiected the ventrai hernia and

| newly-prescribed Prevaeid, it did not address air

swallowing or the recommended follow-up
assessment,

d. Further review of PCP and nurse progress

| 1391
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| notes falled fo show evidence that the G

| specialist's recommendation for further

' assessment had been brought to the PCP's
| attention.

‘@, There was no documented evidence of

* contacts with the Speech Pathologist since the

| time she conducted Resident #3's June 25, 2008
. initial assessment (3 months prior to the GI

| appointmaent).

f. At12:39 PM, the DN acknowledged that the
| September 18, 2008 resommendation for further
| assessment had not been brought to the PCP's
attention,

| g. At 1:09 PM, review of the QMRP monthly
summary report dated Qcteber 10, 2008 ravealed

' that while it reflected the Saptember 18, 2008

' diagnosis of ventral hernia as well as the

| newly-prescribed Prevacid, it did not address the
Gl specialist's recommendation for further
assessment of her alr swallowing,

During the Exit Conferange that evening, which
: began at 6:22 PM, the QURP acknowledged that
" to date, she had not been aware of the Gi
specialist’s September 18, 2008 recommendation
+ for further assessment and, therefore, it had not
. been brought to the attention of Resident #3's
' PCP, psychologist or the psychiatrist.

1500 3523.1 RESIDENT'S RIGHTS

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 federai
laws,

131

| 500
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|
This Statute s not met as evidenced by: I

' Based on observations, Interviews and record

| review, the GHMRP failed to observe and protect
residents’ rights in accordance with Title 7,

' Chapter 13 of the D.C. Code (formerly calied

i D.C, Law 2-137, D.C. Code, Title 8, Chapter 18)

| that governs the care and rights of persons with
mental retardation.

| The findings include:
I 1. The facility psychiotrist rencws psychotropic
1. The facllity failed to demonstrate protaction of medication prescriptions (other Lhan thase for
5 of the & residents' right to be free from geizure gontrol) every month, per Careco und
unnecassary or excessive madication: District policy and regulution. The PCP muy order

i i it ; medications (other thun psychatropics preseribed fo
- Specifically, psychotropic medications. [Title 7, support an Axis 1 diagnosis) for longer than 30

- 6-1965(h), as follows; 03:;':& "ll‘his notation will be ¢larified on the | /
| hysician orders, »
| 8. On March 18, 2009, at 11:34 AM, review of PRy s7/o ¢

Resldent #2's physician's orders (POs) ravealed

! that they were dated February 1, 2009. There

i were no POs for the month of March. Further

| review revealed previous POs dated July 1, 2008

" and October 1, 2008. All 3 POs ingluded the
statement "All orders in effect for 90 days."

. Resident #2's prescribed medication regimen
included the psychotropic medications Abilify, 10
mg every evening, Divalproex DR 250 mg twice

" daily, Paroxetine 20 mg every evening, and
Clonazepam 0.5 mg three times dally.

} b. On March 18, 2009, at approximately 3:46

* PM, review of Resident #1's POs revealed similar

| findings (July 2008, October 2008 and February
2009 “in effect for 90 days"). Resident #1's f

regimen included Alprazo! ER 2 mg every night, !
Gabapentin 800 mg three times daily, Buspirone .

- 30 mg three times daily, Risperidone 3 mg twice
daily and Divalproex DR 5§00 mg twice daily,

Haalth Regulallon Administration
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¢. During the March 17, 2009 Entrance !
' Conference, at approximately 10:00 AM, the !
+ facility's Qualified Mental Retardation
« Professional (QMRP) and the Designated Nursa
(DN) had indicated that all 6 residents were
| prescribed psychotropic medications, The survey
| findings revealed that 5 of the & residents
| received psychotropics, (Resident #3's Depakote
! was prescribed for seizure control.)

| On Mareh 19, 2009, at approximately 5:52 PM,

further interview with the QMRP and the
Designated Nurse revealed that neither was
aware of a May 2008 notification letter that was
sent to every licensad residential facillty from the
Health Reguiation Administration reminding them
of the requirement to set a termination date not to
exceed 30 days for all prescribed psychotropic

( medications.

2. The facility failed to demonstrate protection of

residents' rights to receive prampt and adequate

* medical attention, [Title 7, Chapter 13, §
7-1306.05(g), formerly § 6-1965(q)] as follows:

[

a. The facility's medical team failed to develop |

and implement a plan to ensure that Resident
* #2's ProAlr (albuterol) inhaler was available for

use as needed, in accordance with physician's
f orders (POs), as follaws:

| Cross-refer to 1391.1. According to Resident #2's

| Individual Support Pian, dated July 17, 2008,

| ProAir inhalant was prescribed for "wheezing/
shortness of breath." Her February 2009 POs
reflected the following: "ProAir HFA MDI 8.5 mg 2
puffs by mouth as needed up to 4 times dally..,
<started> July 27, 2007." On March 18, 2009,
however, observations and interviews at the

2. See rexponse to federal deticiencies W159,
W322, W331 and W3B2.

Shioo
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. resident's day program and in the home, at 12:01
PM and 2:18 PM respectively, revealed that there

« were no PreAir inhalers onsite and available for

' use In either location. There was ne documented
evidence that the facility had addressed the
resident's order for PRN ProAir with the her day
program, to ensure availzbility of the treatment
during her (approximate) 5 hours spent there

! every weekday. The DN confirmed this during

| the March 18, 2009 Interview, which began at

a 1:59 PM.

! b. The facility's medical team was unable to
ensure that Resident #2 recaived ProAir
(albuterol) treatment immediately should she
develop signs/ symptoms of "wheezing or
shortness of breath " as follows:

' On March 18, 2009, beginning at 1:59 PM,
interview with the Designated Nurse (DN)
revealed that the inhaler was usually secured

| under lock and key in a medication cabinet at all

| imes, with keys held oniy by nursing staff. She

I acknowledged that nurses only came to the
facility to administer morning, evening and
bedtime medications and the facility did not
employ Trained Medication Employees. She
further acknowledged that the ProAir inhaler

; would not be accessible for at least 30 minutes,
perhaps longer, should Resident #2 begin
experiencing symptoms and there was no nurse

' in the facility at the time.

' €. Cross-refer to 1391.2. The facility's medical

| team failed to obtain and document a clear and

b accurate diagnostic profile regarding Resident
#2's diagnosis of asthma and/or bronchitis.

" d. The facility's medical team failed to follow-up
on a recommendation for further assessment of

I 500
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' Resident #3's alr swallowing behavior.

Cross-refar to 1381.3. On March 19, 2009, at
11:58 AM, review of Resident #3's HMCP

; fevealed that it had been updated on September

| 18, 2008, following assessment earlier that same
day by a gastro-intestinal specialist. The purpese
of the visit was cited as "Assessment of habitual .
air swallowing with mild abdominal distention.”

| The G! specialist wrote the following: "maouth
breather... increased air in the stomach.,, _ |

, recommend speech pathologist evaiuated for
behavioral therapy but I'm not sure patient wili be
able to participate. That assessment needs to be
made by her psychologist/ psychiatrist/ PCP." He
also diagnosed a ventral hernia and

' recommended Prevacid daily "to protect

| @sophagus.” The Gl consultant report had not

| been inltialed or signed and dated by a PGP,

| which was how the nurse indicated the PCP

| routinely documented his or her review,

I Subsequent review of Resident #3's medical, ;

| psychological records or habilitation records

« fevealed na evidence that the psychologist, i
speech pathologist, psychiatrist or PCP had been
made aware of the recommendation,

I

] At 12:38 PM, the DN acknowledged that the

| September 18, 2008 recommendation for further
assessment had not been brougit to the PCP's

: altention. During the Exit Conference that

' evening, which began at 6:22 PM, the QMRP

| acknowledged that to date, she had not been

. ' aware of the Gl specialist's September 18, 2008

+ recommendation for further assessment and, i
therefore, it had not been brought to the attention |

+ of Resident #3's PCP, psychologist or the
psychiatrist,
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A licensure survay was conducted from March
17, 2008 through March 19, 2008, The Group
Home for Persons with Mental Retardation
{GHMRP) had a resident population of six women
with various disabilities. One rasident had been

» admitted within the past year; therefore, sha was
inciuded in the sampie. Two additional women

J were selected randomly for inclusion In the

| sampie,

|

| The findings of the survey were based on
cbservations, interviews with residents, interviews

" with staff in the home and at three day program,
as well as a raview of resident and administrative

' records, inclugding incident reports.

R 122 4701.2 BACKGROUND CHECK REQUIREMENT

Except as provided in section 4701.8, each
: facility shall obtain a criminal background check,
! and shall either obtain or condust a check of the
! District of Columbia Nurse Aide Abuse Registry,
before employing or using the contract services
of an unlicensed parson.

This Statute is not met as evidenced by:
Based on interview and review of parsonnel
records, the GHMRP falied to ensure criminal
' background checks had been obtained before
employing or using the contract services of an
| unlicensed person, for 1 out of 18 direct support
| staff employed. (S7) '

1
The findings include:

On March 17, 2009, at 10:15 AM, the Qualifled
Mental Retardation Professiconal agreed to
provide documentation neaded to show evidence
of criminal background checks for all staff

I R 000

j

R122

Tl;c Human Reyourees Director will ehisure that »
criminal backgroond check is completed per
regulntion for euch cmployec prior to start of
cmployment,

|
DEFICIENCY) ;
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employed in the facility. On March 19, 2008,
beginning at 2;15 PM, review of one direct
support staff persen's parsonnel record (S7)

' revealed no documentation available to verify that

| & background check had been obtained prior to
employment. Note: The file contained a job
description which the staff person had signed on

! March 17, 2008, '

i
It should be noted that there were 5 other direct
' support staff (85, $12, S14, $15 and S186) for
which there was no evidence of comprehensive
criminal background checks, to include ail

' jurisdictions in which he/she lived or worked (see |

| R125). .

R 125| 4701.5 BACKGROUND CHECK REQUIREMENT
i

i The criminal background check shali disclose the

criminal history of the prospective employee or

| contract worker for the previous seven (7) years,

"in all jurisdictions within which the prospective

. @mployee or contract worker has worked or
resided within the seven (7) years prior to the

- check,

 This Statute is not met as evidenced by:
Based on the review of personnel records, the
GHMRRP failed to ensure criminal background

had worked or resided within the seven (7) years
prior to the check,.

| The findings include:

On March 17, 2008, at 10:15 AM, the Qualified
1 Menta! Retardation Profassional agreed to
* provide documentation needed to show avidence
. of crimina! background checks for all staff
employed in the facility. On March 19, 2009,

checks for all jurisdictions in which the employees '

l

| R122

R126

'ﬂlﬂ- Mm‘n %Mmﬁimﬁ‘nr

W ensare et a ciminal
blcﬁﬁmmﬁ cluckt is @mploted l
o Aok pspotive. omployee
ov comtract worler per Hus

Stukke. s/i/o4
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beginning at 2:15 PM, review of the materials
presented revealed the following:

1. A background check for Prince Gecrges

| County, MD had been documented for S5.

" However, her personnel records indicated that

| she had worked in Mantgomery County, MD from

v July 19, 2004 up until she applied for employment
on July 18, 2008. There was no evidence,

! however, that a background check had been

» abtained in that jurisdiction,

. 2. A District of Columbla ba¢kground check had

| been documented for $12. However, his

| personnel records indicated that he had lived and
worked in Houston, Texas from January 12, 2008

l until December 8, 2008, There was no evidence,

' however, that a background check had been

| obtained in that jurisdiction.

| 3. A District of Columbia background check had
been documaeanted for S14. However, her
personnei records Indicated that she had worked
in Chantilly, Virginia from November 2005 until
May 2006. There was no evidence, however,
that a background check had been obtained in

: that jurisdiction,

4, Background checks for Prince Georges and
Montgomery Counties in MD, as well as

| Nebraska and North Dakota had been

| documented for $15. However, her personnel
records Indicated that she had worked in the
District of Columbia from February 2005 until May

I 2007. There was no evidence, however, that a
background check had been obtained in the
District of Columbia.

|

| 5. A background check had been documented

| for $16 in Prince Gaorges County, MD. Her

Health Regulation Administration
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" personnel records indicated that she had been
empioyed by a GHMRP in the District of

! Columbla from 2001 until she applied with this

v facility on April 24, 2008, There was no evidence,

i however, that a background check had been
obtained in the District of Columbia,

| Thisis a repeat deficiency.
!

i
Previously, the annual licensure deficiency report
dated April 25, 2008 included the following:

" Interview with the Director of Risability Services
| and review of the GHMRP's personnel records on
I April 25, 2008, at approximately 7:35 PM
revealed that the GHMRP failed to provide
’ evidence that criminal background checks were
on file and disclosed a seven year history of all
" the jurisdictions where the employee resided and
| worked for three staff.
1

!
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