The facility must ensure the rights of ali clients,
Therefore, the facility must ensure privacy during
treatment and care of personai needs.

‘This STANDARD 1s not met as evidenced by:
Based on observation and interview, the facility
failed to ensure privacy during personal needs,
for one of the two clients in the sample. (Client
#3)

The flndfng includes:

On April 27, 2010, at 8:44 p.m,, Client #3 was
observed sitting in her wheelchair in front of the
bathroom door. The client was observed wearing
a towael that covered the front of her torso,
however the back of the cllent was uncovered,

| leaving her buttocks exposed. Seconds later,
her ane to one support ataff was chserved
wheeling the client into her bedroom, As the
client was wheeled into her bedroom, Client #1
and her one lo one direct suppori staff was

@6/87/2018 15:34 3815654541 CARECO PAGE B4/78
PRINTED: 05/26/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
ES PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
ﬂgrm%goﬁ% i IDENTIFICATION NUMBER: A BUILDING COMPLETED
086174 B WING 04/29/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
1701 24TH STREET, NE
CARECO 11 WASHINGTON, DC 20002
MMAR NT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
rgxn‘l‘a)r!& ! (EAcsil-lj nencéﬁé@'ﬁu% BE PRECEDED BY FULL PREFIX CORRECTIVE Acmg wR%Lgerf cowﬁ.ssﬁmu
74@ |  REGULATORY OR LSCIDENTIFYING INFORMATION) TAG cnoss-nsreneggg% ;E?q gy) APP TE
i o
1
W 000 | INITIAL COMMENTS W 000 Wl A
; A recertificatipn survay was gogdt%%hed from April ll\ f\\ tD
27, 2010 through April 29, 2030. The survaey was SOVERNMENT
initiated using the fundamental survey process. A ? DEP?ETWEEN[‘)rIng;&ZCOLUMBIA
random sample of two clisnts was selected from HEALTH REGULATION ADMINISTRATION
a population of four female clients with various 825 NORTH CAMTOL ST., N.E. 2ND FLOOR
levels of mantal retardation and disabilities. WASHINGTON 6 C 26002
The findings of the survey were based on
observations at the group home and two day
programs, Intarviews with ciients and staff and the
review of clinical and administrative records
Including Incident reports.
W 130 | 483.420(a)(7) PROTECTION OF CLIENTS W 130 _ .
RIGHTS The QMRP will provide trairiing to the Residence

Director and staff on privacy, including providing
privacy for people when they share a bedroom. The
QMRP will purchase bathrobes for each person to
be used whenever the person i in a state of undrass
or partial dress outside of their bedroom or

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

bathroom.
k’/‘f /i.vaa
TTE {X0) DATE
vt 0f DisalS/ y £/7/24/0

Any deficlancy siatement ending with an astarisk () denolas a deficlancy which the institution may be excusad from coitecting providing it is dstermined that
othar safaguards provide sufficient protaction to the patienta, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of swivey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are discicsable 14
days following the dale thesa documents sre mads available to tha facliity. If deficiencies are cited, sn approved plan of correction is requisite to continued

program participation,
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W 130 | Continued From page 1 W 130
: observed in the same bedroom. When
interviewed on the sama day, at approximately
7:30 p.m., the direct support slaff acknowledged
that Client #3 was not provided privacy while
exiting the bathroom or in her bedroom. Further
interview ravaaied that she did not provide privacy
in the bedrmoom because the client shared a
bedroom with Clent #1.

On Aprit 29, 2010, at 12:57 p.m,, interview with
the Qualified Mental Retardation Professional
(QMRP) revealed that staff was required to
ensure privacy during personal needs. If another
client Is In the bedroom, staff are required to ask
them o “pieasa excuse themseives uniess their
| sleeping.”

At the time of the survey, there was no evidence
that staff ensured privacy during Client #3's
personal care.

W 140 | 483.420(b)(1){l) CLIENT FINANCES W 140

. The Accounting Department will provi ies of
The facility must estabiish and maintain a system the updated re-gcpol;its to thctlic::tr;‘:gs:l?t?t:s of
that assures a full and compiete accounting of The QMRP will retrain the Residence Director on
clients’ personal funds entrusted to the facility on the Careco policy of returning unspent funds to the
| behaif of clients. Accounting Department on a timely basis,

e

This STANDARD s not met as evidenced by:
Based on staff interview and record review, the
facility failed to ansure a system had been
impiemented to maintain a complete accounting
of clients' personal funds, for two of the two
ciients in the sampie. (Clients #1 and #2)

615700

The findings include:

| Interview with the qualified mental retardation
l profassional (QMRP), house manager (HM} and
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review of the client's financial recards on April 29,
2010, beginning at 1:00 p.m., revealed that the
facility assisted the clients with maintaining thelr
finances. Continued interview and record review
revealed thal the clients received Supplemantal
Sacurity Income (S8} in the amount of $§70.00
per month.

' a. Review of Client #1's bank statement from

April 2009, through April 2010 revealed a
withdrawal in the amount of $250,00, on Oclober
21, 2008. Additional review ravealed receipts
totaling $226.44. Interview with the house
manager indicated that the money was returned
{o the office (accounting departrnent).

b. Client #2's bank statements were raviewad
from April 2008, through April 2010 and revealed
the following withdrawala:

- On May 7, 2009 $700.00 was withdrawn.
Further raview revealed receipts totaling $390.27

- On April 8, 2009 $270.00 was withdrawn.

| Further review revealed receipts totaiing $226.41

Interview with the HM Indicated that the money
was retumed to the office (accounting
department).

At the time of the survey, the facility failed provide
evidance 1o ensure a complete accounting of the
cliants’ parsonal funds by providing evidence that
verified the HM statement {ratum of funds) and/or
receipts to justify the remaining balance of
withdrawn funds.

483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

w140

W 159
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Each client's activa treatment program must be
integrated, coordinated and monitored by a
qualified mental retardation professional.
This STANDARD s not met as evidenced by. o
Basod on observation, staff intarview and record 1. The QMRP will purchase adaptive feeding
review, the facility's qualified mental retardation equipment that the client needs and provide it to the
professional (QMRP) falled to monitor, day placement. The QMRP will obtain a receipt
goordinate, and integrate eéach client’s active from the day placement to document that the
treatment program, for one of two sampled equipment was provided. The QMRP will ensure
clients. (Client#1) that she checks for the presence of the equipment
during her regularly scheduled visits to monitor day / / 3
The findings include: placement services. Ll
2. See response to W 252. The QMRP will retrain
:6 fﬁ;:l:: 'é?; ':v::!g d:he mrla[trvnswiqxlrl{epr falled the Residence Director and staff, and coordinate
five fead i y pl‘:g with other clinical diseiplines, to ensure that data
adaptive ng equipmen are properly recorded in form and frequency. The
, QMRP will check the records weekly for a
2. Cross rafer to W252. The faciiity's QMRP failed minimum of four weeks to ensure that the data are
raquired frequency. mentoring if required.
W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 248 '
As soon as the interdisciplinary team has
formuiated a client's individual program plan,
each client musi receive a continucus active
freatment program consisting of needed
interventions and sefvicas in sufficient number
and fraquency to support the achievement of the
objectives identified in the individual program
plan.
' The QMRP will coordinate with the RN Supervisor
to retrain the medication nurses on the seif-
ication TIPPs. Th P will check the
This STANDARD s not met as evidenced by. glocc‘fllrc:ic;:’t:tion Zf thcep?obgrRam‘:ceﬁlyc ‘;'or four
Based on obseryaﬂqn. interview, and record weeks to ensure that the program is implemented
review, the facility failed to ensure continuous and documented. & 720 p
active treatment was implementad in accordance | | o
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with the interdisciplinary team (IDT)
| recommendations for one of two cilents in the
sampie. (Client#1)

The finding includes:

The facility falled o implement Cllent #1's self
medication program as evidenced below:

On April 27, 2010, at 5:31 p.m., the iicensed
practical nurse (LPN) was observed getting a box
from the refrigerator and entering the nurse's
station. Minutes later, the LPN was overheard
asking staff to bring Client #1 to the nuree’s
station. After the LPN completed administering
Client#1 her medications, the LPN was observed
putting the box back into the refrigerator.

Interview with LPN #2 on April 28, 2010, at
approximately 10:10 a.m., indicated that Client #1
does not participate in a self maedication program.
Review of the record on April 28, 2010, at
approximately 3:00 p.m. revealed a self
medication assessment dated March 29, 2010,
The assessment indicated that the client was
recommended for a seif medication program.

Review of Cilent #1's Individual Program Pian
(IPP) dated August 11, 2009, on Aprii 28, 2010, at
approximately 3:16 p.m., revealed a program
objective for the client to raceive training in
self-medication skills development. Further
review Indicated Cilent #1's self- medication
program was as follows:

a. Get Insulin from the refrigerator and get water;
| b. Go to the nurse's station with insulin box;

¢. Give box to hurse and take madication from the
nurse;
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d. Swallow medication;
e. drink water; and
f Retumn box to the refrigerator.

At the time of the survey, the facility falled to
provide evidence that the sslf medication
program was implemented,

483,440(e)(1) PROGRAM DOCUMENTATION

Deta relative to accomplishment of the criteria
specified in cllent individual program plan
objectives must be documented in measurable

terms.

This STANDARD is not metas evidenced by:
Based on observation, interview and record
review, the facility failed to ensure that data was
callected in the form and reqguired frequency, for
one bf the two chients in the sample. (Client #1)

The finding includes:

i On April 27, 2010, at £:02 p.m., Client #1 was

observed digging her fingernalls into her chin and
attempting to turn over the dining room fable.
Staff asked the client to stop and she complied.
Af 5:21 p.m., Client #1 was observad turning over
a chair while sitting at the dining room table. Staff
askad the client to stop and she complied. On
Aprii 28, 2010, at 9:40 a.m., Client #1 was
observed scratching the surveyor and knocking
over a chair, Staff asked her stop and she
complied.

interview with the one o one support staff on
April 27, 2010, at approximately :10 p.m.,
indicated that Client #1 has a behavior support

W 249

w 252

The QMRP will ensure that the Residence Director

and all staf¥ are trained on the client’s BSP and the
docutnentation requirements, The QMRP will
monitor staff implementation and documentation at
least weekly for a minimum of eight weeks and
provide immediate retraining and mentoring if staff
fails to implement or document the BSP as written.

470
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W 252 i Continued From page 6

plan (BSP) o address physical aggression,
property destruction and self-Injurious behaviors

(SI1B).

Record verification on April 28, 2010, at 2:30
p.m., revealed Client #1's BSP dated August 9,
2009 that identified maladaptive behaviors of

| property destruction, S8 and physical

| aggression. According to the data collection
 Instructions, staff are to record behaviors on the
| data sheet provided for each cccurance. Further
review of the data chart on April 29, 2010, at
approximately 4:00 p.m. revealed that Clhent #1
had no behaviors documented of property
destruction, physical aggression or SIB on either
April 27, 2010 or April 28, 2010.

There was no evidenca that data had been
collected in accordance with the client's BSP,
which was necessary for a functional assessment
of the client's progress.

W 322 | 483.480(a)(3) PHYSICIAN SERVICES

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

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facity fajled to ensure preventive
health services were implemented as
recommended, for two of two chents in the
sample. (Client#1 and #2)

The findings include.

1. The faciiity falled t obtaln a physician order
(POS) for Cllent #1's glucose testing prior to

W 252

w322

1. The Director of Disability Services and the RN
Supervisor will meet with the Pharmacy to ensure
that POS are updated and revised appropriately and
timely, and that the POS are accurate each month

Jpcr the PCP. é/ /)’/‘.)do
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- impiementation as evidenced below:

On Aprii 28, 2010, at approximately 9:20 a.m,,
Licensed Practicat Nurse #1 (LPN #1) was
pbserved to use a glucometer and perform a
finger stick on Client #1. Further observation
revealed the biood gluccse reading was 74 mg/di.

During a face to face interview with LPN #1 on

i April 28, 2010, at approximately 9:30 a.m.,
revealed that the finger sticks were performad pn
Cliant #1 twice a day.

Review of the March and April, 2010, daily blood
sugar records on April 28, 2010, at approximately
9:40 a.m., confirmed finger sticks were performed
on Cilent #1 twice a day.

Review of the POS dated April 2010, revealed
Cllent #1 had a diagnosis of Diabetes Meilitus,
Further review revealed Cllent #1 did not have a
physician's order for finger sticks twice a day.

During a Face to face interview with the
Reglstered Nurse #1 (RN) on April 28, 2010, at
approximalely 10:15 a.m., it was acknowledged
Client #1 did not have a POS for finger sticks
twice a day nor had parametars been estabiished.

There was no evidence the faclity's nursing staff
had obtained clarification from the physician as to
how Client #1's giucose monitoring should occur.

2. The facility failed 1o ensure the primary care
physician addressed Client #2's radioiogy report.

On April 28, 2010, at approximately 10:00 a.m.,
review of Client #2's radiology report dated April
5, 2010, revealed impressions of multipie small

2, When specialty consults are completed the RN
Supervisor will ensure that they are communicated
to the PCP via telephane and fax. The RN
Supervisor will ensure that a nursing note is placed
in the record detailing when the PCP is notified and
any orders that the PCP may issue regarding the
specialty consult. A fax receipt and cover will be
placed in the record behind the specialty consult as
additional evidence that the PCP is notified.

&/ em |
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cysts on the client’s right breast. Further review
revealed a recommendation for routine screening.

Interview with the license practical nurse (LPN)
on the same day at 12:40 p.m., indicated that
primary care physician was aware of the report,
however, It was not noted because she is

* schedulad in the facility every thirty days.

There was no evidence the facility made the
primary care physician aware of Client #2's
ultrasound.

| 3. The QMRP failed to ensure Client #2 wore her

compression stockings as prescribed.

On April 27, 2010, at 7:31 p.m., Gllent #2 was
observed sitting in her wheelchair wearing white
cotton crew socks. The next day at herday -
program at 12:15 p.m., the client was observed
wearing white cotton crew socks. Later that day
at the fadiiity, Client #2 was observed wearing
compression stockings.

Interview with the iicense practical nurse at 4:50
p.m., revealed Cilent #2 is requirad to wear
compression stockings during waking hours.

On April 26, 2010, at 11:10 p.m., reviaw of the
Client #2's medical vascuiar report dated July 10,
2008, revealed a racommendation for the client to
wear compression stockings due to mild edema
in her knees.

There was no evidence that the faciiity ensured
Client #2 wore her compression stockings as
recommended.

483.460(1)(1) DRUG STORAGE AND
RECORDKEEPING

W 322

W 381

-3. The RN Supcr\gél:;iﬁraﬁegt_ the PCPto

review the need for compression stockings and the
protocols on when they should be used. The RN
Supervisor will then update the Health Management

Care Plan and Health Passport, and train the QMRP
and staff on the use of the stockings and
‘/J"/lda

documentation on their use,
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The facility must store drugs under proper
conditions of security.

This STANDARD is not met as evidenced by.
Based on pbservation, staff interview and record
verification, the facility failed to ensure all
medications were properly secured, for one of the
four clients residing in the facility. (Client #1)

The finding includes:

On April 28, 2010, at approximately at 10:25 a.m,,
a tool like box was observed in the facllity’s
refrigerator. The box contained a vial of Lantus
Insulin for Client#1 and a tubs of Tubersol,
labeled house stock. Immadiately, tha licensed
practical nurse (LPN) was Informed that the box
of medications ware stored in the refrigerator
unsacured. The LPN acknowledged the
unsecured vials of medications.

Interview with the LPN on April 28, 2010, at 1¢:45
a.m., Indicated that the lock broke approximately
2-3 weeks, ago. The house manager indicated
that she purchased a new box, howaver, it was
the incorrect type of box. The LPN instructed the
HM to purchase another type. Further interview
with the LPN acknowledged that all medications
should be secured with a iock.

483.470(9)(2) SPACE AND EQUIPMENT

The facility must furnish, maintain In gobd repair,
and teach cllants to use and to make Informed
choices about the use of dentures, syagiasses,
hearing and other communications aids, braces,
and other devices identified by the

. interdisclplinary team as needed by the client,

W 381

will be made.

W 436

‘The LPN Coordinator will advise the medication
nurses in writing to immediateiy report both
verbally and in writing if a lock for any medication
storage device or area is broken. As soon as such a

report is made repairs and/or equipment purchases
&5 a0
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This STANDARD is not met as evidenced by:
Based on observation, interview and the record
review, the facility failed to ensure a whesichair
was malntained In good repalr, for ong of the two
clients in the sample {Clients #2) and falied to
ensure that clients were fumnished with the
recommended adaptive feeding equipment, for
ane of two clients in the sampie. (Client #1)

The findings Includes:

On April 28, 2010, at 11:58 p.m., Client #2 was
vbservad at her day program sitting in her
wheaichair wearing a chest hamess. Further
observation revealed the harness straps were
wom and tom.

On April 28, 2010, at 8:55 a.m., review of the
occupstiona! therapy asseasment dated
September 5, 2009, revealed a recommendation
that docurnented, "A wheelchair evaluation shouid
be parformed to replace wheelichair.” The
occupational therapist also noted thatas a
temporary fix, the caregivers shoyld place a towe!
over the back head cushion where a hole has
formed. On Aprii 30, 2010, at approximately 4:00

: p.m., the direct support staff was asked to

remave the client's towel if possible. Upon
removal of the towel, the headrest was observed
to be wom and had formed a hoie. On April 29,
2010, at 10:12 a.m., review of Client #2's physical
therapy asssssment dated June 11, 2008,
indicated that the client's wheelchair required
repairs, please see wheslchair svaluation form,

-| Moments later, review of the wheelchair

evaiuation form daled Aprii 8, 2010, reveaied the

W 436

1. Fhe GMRP will review ail clinical assessments

ag soon as they are made and ensure that

recommendations are addressed. In the case of the

wheelchair, which is durable medical equipment,

the QMRP will complete a prior authorization form

and ensure it is signed by the PCP and provided to

the equipment vendor so that the equipment can be

obtained or repaired so that it is in good condition. /fﬁd‘b
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following recommendations:

a. Consider a new wheelchair, 8eating system,
and accessories,

.| b. Repair male end of waist belt;

le. New wheels,

! d. Secure the lower straps for the chest haress
! o the seat back;

o. Install wheelchalr seat and back cushion
covers;

Interview with the license practical nurse (LPN)
and the QMRP on the April 29, 2010 at
approximately 3:00 p.m., indicated that several
repairs were made In the past. Further interview
revealed that a 719A form and the physical

| therapist's recommendations were faxed in Aprii
2010, to start the procass for a new wheelchair.
The QMRP also stated that she plans to fax the
aforementioned information to a second vendor to
speed up the process.

There was no avidence that the facility addressed
Client #2's recommendations timely 1o maintain
her wheelchair in good repair.

2. During meal observations on April 27, 2010, at 2. See the response to #1 above. The QMRP will |

5:02 p.m,, Client #1 was observed ealing dinner obtain the equipment as recommended and ensure
using a reguiar teaspoon, regular piate and that staff are trained to support the client in uging it
regular cup, requiring verbal prompts. The client as intended, b//f 20

was further observed dropping the spoon on the
floor. The client had difficulty putting and keeping
the food on the spoon. As the client consumed
her meal, liquid was observed running down her

| chin. The cllent consumed a soft chopped diet
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On April 28, 2010, at 8:20 a.m,, Client#1 was
cbserved eating breakfast. The one 1O one
support staff was observed feeding the client the
entire meal which consisted of a soft chopped
diet. At 12:30 p.m., during day program
observations, the client was obsarved eating
lunch. The lunch consisted of peaches {cut into
quarters), bite size (quarter sized) chicken,
mashed potatoes and mixed vegetables. The
client was observed consuming one quarter
portion of the meal. The one to one support staff
offerad the client, a half of a peanut butter and
jeily sandwich. The ona to one support staff was
observed feeding the client the sandwich, which
was cut into quarters,

Review of the Client# 1's occupational therapy
assessment daled September 5, 2008, on April
29, 2010, at 9:11 a.m,, indicated thet tha client
should use @ built up spoon, hislow plate and cup
with handles. Further record raview on April 28,

j 2010, at 9:30 a.¢n., revesled a Feeding Protocal

datad February 13, 2010. According to the
protoco! the cilant required adaptive feeding
suppotts including, a built up handle spoon, a
hi-low pate and a cup with handies.

Interview with the QMRP on Aprl 29, 2010, at
10:30 a.m., revealed that Client #1 does not
require any adaptive feeding equipment
Furthermore, the QMRP revealed she was
unaware ¢f any recomimended adaptive feeding
equipment. At the time of the survey, the facikity
{ailed to ensure Client #1 was provided with the
recommended adaptive feeding equipment.
463.470(1}(1) INFECTION CONTROL

W 436

W 485
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There must be an active program for the on infection control to the medication nurses, and
prevention, contral, and investigation of Infection will provide the schedule for required refresher
and communicable diseases. training. o /2o

This STANDARD is not met as evidenced by.
Based on observation and interview, the facility
falled to provide an active program for the
prevention and control of infaction and
communicable diseases, for one of four clients
residing at the home. (Cilent #1)

The finding includes:

On Aprii 28, 2010, at approximatety 7:20 am.,
Licensed Practical Nurse #1 (LPN #1) was
observed to use sanitizer to cleanse his hands
prior to administering medications to Client #4.
However, LPN #1 touched the Medication
Administration Records (MAR's), pill crusher and
then touched the rim of Client #4's medication
Cup.

During a face to face interview with LPN #1 on
April 28, 2010, at approximately 7:26 a.m., it was
acknowledged after using hand sanitizer to
cleanse his hands, he touched the MAR's, piil
crusher and then touchad the im of Client #4's
medication cup,

There was no evidence the facility's nursing staff
provided an active program for the prevention and
control of infection,
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1000 INITIAL COMMENTS i 000

A recertification survey was conducted from April
27, 2010, through April 29, 2010. The survey
was initiated using the fundamental survey
process. A random sample of two residents were
selected fram a population of four female
residents with various levels of mental retardation
and disabilities.

The findings of the survey were based on
observations at the group home and two day
programs, Interviews with residenta and staff and
the review pf clinical and administrative records
Including incidant reports.

1043 3502.2(c) MEAL SERVICE / DINING AREAS | 1043 | e
The QMRF will track each client’s clinical plans to

Modified diets shall be as follows: cnsure that reviews and updates occur per each
person’s needs and per regulation. The Quality

¢) Reviewed at least qua by a dietitian, Assurance staff will track progress every 90 days.
() quarterly by b5 P

This Statute is not met as evidenced by: !
Based on cbservation, record reviaw and {
interview, the Group Home for Mentally Retarded '
Persons (GHMRP} failed to ensure that the
maodified diet for resident's had been reviewed at
least quarterly by dletitian, for one of the two
residents in the sample. (Resident #2)

The finding includes:

On April 27, 2010, at 5:40 p.m., Residant #2 was i
observed eating pureed lasagna, spinach, ltalian
bread and peaches in a sectional plate with a
built up spoon. The resident was also observed
drinking water from a sippy cup. Review of
Resident #2's nutritional assessment dated May
29, 2009, on April 28, 2010, at 4:48 p.m,,
revealed that the resident was prescribed a

Hoalth l

%a:? Administration
; . TITLE {X8) OATE
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regular pureed diet and four ounces of prune
julce on Mondays, Wednesdays, and Fridays.
Further review failed to show evidence that the
facility’s nutritionist had raviewed Resident #2's

: diet on a quarterly basis.

On April 29, 2010, at approximately 4:30 p.m.,
intarview with the qualified mental retardation
professional confimned that there was no
evidence that a second quarterty was conductad.

At the time of tha survey, the GHMRP failed to
have a nutrition review for the second quarter.

3504.1 HOUSEKEEPING

The Interior and exterior of each GHMRP shail be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of
caxclcumulatlons of dirt, rubbish, and oblactionabie

This Statute is not met as avidenced by:
Basad on observation and interview, the Group
Home for the Mentally Retardad Persons
{GHMRP) failed to ensure the interlor of the
GHMRP is maintained in a safe, clean, orderly,

i attractive, and sanitary manner

The findings inciude:

During en anvironmental inapection of the facility
on Aprii 28, 2010, beginning at 2:30 p.m., the
following concems were identified:

Iinterior

1. The washing machine in the laundry room was

| Ieaking water from tha bottom.

1043

1090

1. Maintenance will repair the leaking washing
machine.

Health Regulation Administration

STATE FORM

RX2311

M5 P o0

If confinuation sheet 2 of 11



B6/ 87

STATEMENT OF DEFICIENCIES
ANDPLAN DF CORRECTION

/2818 15:34 3P15654541

CARECO

PAGE 20/28

PRINTED: 05/26/2010
FORM APPROVED

1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

HFD03-0233

(X2) MULTIPLE GONSTRUCTION

A BUILDING
8. WING

Col

{X3) DATE SURVEY
MPLETED

04/28/2010

NAME OF PROVIDER OR SUPPLIER
CARECO 11

STREET ADDRESS, CITY, STATE, ZI° CODE

1701 24TH STREET, NE
WASHINGTON, DC 20002

(X4) ID
PREFIX
TAG

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

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TC THE APPROPRIATE
DERICIENCY)

L
PREFIX
TAG

DATE

i 080

189

Continued From page 2

2, The left arm on one of the dinning ropm chairs

! was broken.

3508.7 ADMINISTRATIVE SUPPORT

| Each GHMRP shali maintain records of residents

' funds received and disbursed.

This Statute Is not met as evidenced by:

Basaed on siaff Inierview and record review, the
facility failed to enaure a system had been
implemented to maintain a complete accounting
of clients' personal funds, for two of the two
clients in the sampie. (Clients #1 and #2)

The findings include:

Interview with the quaiified mental retardation
professionaj (QMRF), house manager (HM) and
review of the client's financial records on Aprli 29,
2010, beginning at 1:00 p.m., revealed that the
facility assisted the clients with maintaining their
finances. Continued interview and record review
revealed that the clients received Suppiementai
Security Income (5SS} In the amount of $70.00
per month.

a. Raview of Cliant#1's bank statement from
April 2009, through April 2010 revealed a
withdrawal in the amoun! of $250.00, on Celober
21, 2009. Additionai review revealed receipls
totaing $228.44. Interview with the house
manager indicated that the money was returned
to the office (accounting department).

b, Cilent #2's bank statements were reviewed
from April 2009, through April 2010 and revealed
the following withdrawals:

1090

i 189

See t—'ésponse to fedel'.s“ti"d;f"lciency W 140,

2. The dihing chair will be replacec-l“orrréﬁhircd.-

/5t

¢/
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- On May 7, 2009 $700.00 was withdrawn.
Further review revealed receipts totaking $380.27

~ On April 8, 2008 $270.00 was withdrawn.
Further review revealsd receipts totaling $225.41

Interview with the HM indicated that the money
was retumed to the office (accounting
department).

At the time of the survey, the facility falled provide
evidence to ensure a complete accounting of the
clients’ parsonal funds by providing evidence that
verified the HM statsment (retumn of funds) and/or
raceipts to justify the remaining balance of

withdrawn funds.
1 206 3500.8 PERSONNEL POLICIES | 206
Each employes, prior to employment and  The Human Resources Deparimént will Tmplément
annually thereafter, shall provide a physician ' s policies for removing staff from the schedule when
certification that a heaith inventory has been they have not submitted required documentation
performed and that the eamployes ' s heaith status such as health certificates, licenses, etc.
\:ould allow him or her to perform the required 5T
uties. ‘

! This Statute is not met as evidenced by:

: Based on personnel record review and staff
interview, the group home for the mentaliy
retarded person (GHMRP) failed to ensure
current health screening for one of twenty
employees. (Medicai Nurse),

The finding includes:

Record review and interview with the House
Manager on April 28, 2010, at approximately 2:30
Heaith Regulation Admimnistration
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1208} Continued From page 4 i200
p.m. revealed that the medication nurse did not
have a current health screening on file.
1226} 3510.5(c) STAFF TRAINING {228
Each training program shall include, but not be ‘See response to federal deficiency W 455. L fihers

limited to, the following:
(¢) Infection control for staff and residents;

This Statute is not met as avidenced by:

Based on observation and interview, the Group
Home for the Mentaily Retarded (GHMRP) falied
to ensure effective training on infection control,
for four of four residents residing at the home.
(Residents #1, #2, #3 and #4)

The finding inclides:

On Aprii 28, 2010, at approximately 7:20 e.m.,
Licensed Practical Nurse #1 (LPN #1) was
obsarved to use sanitizer to cleanse his hands
prior o administering medications to Cilent #4.
However, LPN #1 touched the Medication
Administration Records (MAR's), piil crushar and
then touched the rim of Cllent #4's medication
cup.

During a face to face interview with LPN #1 on
April 28, 2010, at approximately 7:25 a.m., It was
acknowiedged after using hand sanitizer to
cleanse his hands, he touched the MAR's, piil
crusher and then touched the rim of Client #4's
medication cup.

Thene was no avidence the facliity’s nursing staff
provided an active pragram for the prevention
and controt of infection.

Health Reguiation Administration
STATE FORM 009t RX2311 ¥ continuation sheat 5 of 11



86/87/2818 15:34 3815654541

Heaith Regulation Administration

CARECOD PAGE 23/28

PRINTED: 05/26/2010
FORM APPROVED

STATEMENT OF DEFICIENGIES Ot1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION \DENTIFICATION NUMBER:

HFD03-0233

X3) DATE SURVEY
{X2) MULTIPLE CONSTRUCGTION ( oot
A. BUILDING

B. WING

0472912010

NAME OF PROVIDER OR SUPPLIER
CARECO 11

STREET ADDRESS, CITY, STATE, ZIP CODE

1701 24TH STREET, NE
WASHINGTON, DC 20002

(X4)10
PREFIX
TAG

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

0 PROVIDER'S PLAN OF CORRECTION (8)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)

1201

128

Continued From page 5
3514.2 RESIDENT RECORDS

| Each record shali be kept cument, dated, snd
| signed by each individual who makes an enfry.

This Statute is not met as evidenced by:

Based on interview and record review. the facillty
failed to ensure that nursing quartery reviews in
the residents’ medical recorda wers signed, for
two of the two rasidents In the sample.
{Residents #1 and #2)

The findings include:

1. Review of Resident #1's medical record on
April 28, 2010, at 9:30 a.m., revealed nursing
quarterly assessments dated November 2009
and February 2010. Further review revealed thet

| the assessment were not sighed.

interview with the faciiity’s licensed practical
nurse (LPN) on Aprii 28, 2010, at approximately
9:45 a.m., revealed that the registered nurse
(RN) complated quarterly nursing reviews. The
findings were brought to the attention of the LPN;
who acknowledged that the nursing quartery
assessments were not signed.

! 2. Review of Resident#2's medical record on
. Aprii 28, 2010, at 3:00 p.m., revealed nursing

quarterly assessments datad October 1, 2009
and February 1, 2010. Iinterview with the facility's
licensed practical nurse (LPN) on April 28, 2010,
at 12:09 p.m., revealed that the registered nurse
(RN) campleted quarterly nursing reviews. The
findings were brought to the attention of the LPN,
who scknowledged that the nursing quarterly
assessmenta were not signed.

1201
i261

1. The RN Supervisor will ensure that all nursing
documentation is properly signed. The Quality
Assurance Department will review quartetly to

ensure compliance, ) Mr‘

2, See response to #1 Eva.

/57w
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3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

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

This Statute Is not met as evidenced by.
Based on observation, staff interview and record
review, the Group Home for Mentally Retarded

-Persons (GHMRP) faited to provide professional

services that included both diagnosis and
evaluation, including identification of
developmental levels and needs, treatment
services, and aervices designed to prevent
deterioration or further ioss of function by the
residenl, for one of two residents included in the
sample. {Resident #1)

The finding includes:

1. The faciiity failed to obtaln a physician order
{POS) for Client #1's glucose testing prior to
implementation as evidenced below:

On April 28, 2010, at approximately 8:20a.m.,
Licensed Practical Nurse #1 (LPN #1) was
observed 10 use a glucometer and perform a
finger stick on Client #1. Further observation

! revealed the blood glucose reading was 74 mg/dl.

During a face to face interview with LPN #1 on
April 28, 2010, at approximately 9:30 a.m.,
revaaled that the finger sticks were performed on
Ciient #1 twice a day.

Review of the March and April, 2010, daily blood

1 401
| 401

1. Ses l;esponsc to federai deficiency W 322

&5 a0
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sugar records on April 28, 2010, at approximately
9:40 a.m., confirned finger sticks were
performed on Client #1 twice a day.

Review of the POS dated April 2010, revealed
Client #1 had a diagnosis of Diabetes Mellitus.
Further review reveaied Client #1 did not have a
physician's order for finger sticks twice a day.

During a face to face interview with the
Registered Nurse #1 (RN) on April 28, 2010, at
approximately 10:15 a.m., it was acknowledged
Client#1 did not have a POS for finger sticks
twice a day, nor had parameters bsen
established,

There was no evidence the facility's nursing staff
had obtained clarification from the physician as to
how Client #1's glucose monitoring should occur.

2. The facility falled to ensure the primary care
physician addressed Client #2's radioiogy report

On April 29, 2010, at approximately 10:00 a.m.,
raview of Client #2's radiology report dated April
5, 2010, revealed impressions of multiple smail
cysts on the client’s right breast. Further review
reveaied a recommaendation for routine
screening.

Interview with the license practical nurse (LPN)
on the same day at 12:40 p.m., indicated that
primary care physiclan was aware of the report,
however, it was not noted because she is
scheduled in the facility avery thirly days.

There was no evidence the facility made the
primary care physician aware of Client #2's
ultrasound,

1401

2. §ee response to federal deficicncy W 322.
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3. See responsé to federal deficiency W 322.
3. The QMRF failed to ensure Client #2 wore her 3. See response 1o federal deficiency 4/ ot

compression stockings as prescribed,

On April 27, 2010, at 7:31 p.m., Client #2 was
observed sitting in her wheelchair wearing white
cotton crew socks. The next day at har day
program at 12:15 p.m., the client was observed
wearing white cofton crew socks, Later that day
at the facility, Client #2 was obsarved wearing
compression stockings.

interview with the licanse practical nurse at4:50
p.m,, ravealed Client #2 is required to wear
comprassion stockings during waking hours.

On April 29, 2010, at 11:10 p.m., raview of the
Clisnt #2's medical vascular report dated July 10,
2009, revealed a recommendation for the dient to
wear compression stockings dus to mild edema
in har knees.

There was no evidenca that the facility ensured
Client #2 wore har compression stockings as
recommended.

1436 3521.7(f) HABILITATION AND TRAINING | 436

The habilitation and training of residents by the See response to federal deficiency W 249, /200
GHMRP shail include, when appropriate, but not
be limited to, the following areas:

{f) Health care (including skills reiated to nutrition,
use and self-adminigtration of medication, first
aid, care and use of prosthetic and orthotic
devices, preventive health cars, and safety);

This Statute is not met as evidenced by

: Based on observations, interviews and the raview
of records, the facility failed to implement an
Fealth Reguiation Admmisaton

STATE FORM 8o RX2314 if continuation sheet 8 of 11
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Continued From page 8

effective system to ensure that each resident
participated in a self-medication fraining program,
for one of the three residents in the sample.
(Resident #1)

The finding Inciudes:

On April 27, 2010, at 5:31 p.m., the licensed
practicai nurse (LPN) was observed gefting a box
from the refrigerator and entering the nurse's
station. Minutes later, the LPN was overheard
asking staff to bring Resident #1 to the nurse’s
station. After the LPN compieted administering
Resident #1 her medications, the LPN was
obsarved putting the box back into the
refrigerator.

interview with the LPN on April 28, 2010, at
approximately 10:10 a.m,, indicated that Residant
#1 does not participate in a self medication
program, Review of the record revealed a self
medication assessment dated March 29, 2010,
on April 28, 2010, at approximataly 3:00 p.m.
The assessmant indicated that the resident was
recommeanded for a self medication program.

Review of Resident #1's individuai Program Plan
(IPP) dated August 11, 2008, on April 28, 2010,
at approximately 3:15 p.m., revealed a program
objective for the resident to receive fraining in
self-medication skills development. Further
review indicated Resident #1's self- medication
program was as foilows:

a. Get insulin from the refrigerator and get water;
b. Ga to the nurse;s station with insulin box;

c. Give box 1o nurse and take medication from
the nurse;

d. Swallow medication;

e. Drink watar; and

1438
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