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. RECEIVEQ
DEPARTMENT DF HEALTH
HE ALTH REGULATION
ADMINISTRATIGN

WK -2 P 3 Ul

November 2, 2007

Dear Ms. Van Buren,

Please find enclosed the allegation of compliance to the deficiencies cited during a follow
up survey at 1613 Taylor Strest, NW, on October 11, 2007. The alleged date of
compliance is November 15, 2007. Please feel free to contact me on my cell at
301-204-2914, if you bave any questions Or concems.

Res tfully];/
ana 5. McKénpzie, Q
Careco, Inc.
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A fallow up survey was conducted from 10/9/07
through 10/11/Q7 to determine the facility's
compliancs with previous condition level o
deficiencias cited on 8/31/07. A random sample =3 =0
of three clisnts was selected from a client = p,m'},
population of four females and two males clients o SrAa
with varying degrees of disabilities. = ?.;*.,'5‘,}1!‘;“)
) ) \ SREMm
The findings of this survey were based on ~ ;;%ggﬂ
ohservations at the group home and two day gr—'\;@
programs, intsrviews with one family member, the AY Pt
day program and group home staff, and record W %gnég::
review of upusual incident reports and = )
[nvestigations, The survey findings determined -
that the facility was In compliance with the
Condltion of Participation in Cllent Protaction-and
Active Treatment
{W 104} | 483.410(a)(1) GOVERNING BODY {W 104}
The governing body must exercise general policy,
budget, and operating direction over the facility.
This STANDARD s not met as avidenced by:
Based on interviews and record review, the
facilty's governing body provided ta provide
general operating directions except for the'
deficienct practices detalled below.
The findings include:
Tha Governing Body failed to establish and/or
Implement policies that ensured the health and
safety of its cllents. [See W149]
W 130 | 483.420(a)(7) PROTECTION OF CLIENTS W 130
RIGHTS
ABORATORY DIRECTOR'S OR RQVWER REPRESENTATIVES SIGNATURE TITLE (X&) DATE
D D - Qukf (1 fz o7
\n'y@}l(clency statement anding with ah asl " denctes a deficiency which the Inatitution may be excused from cofmecting providiﬁg it fs determined that
sthefF safeguards provide sufficient protect

ollawing the date of survey wi
lays following the date thasa

to the patiens, (See instructions,) Except for nursing homes, the findings statod above are-disclosabla 50 days
arogram participation,

hether of not a plan af earrection la provided. For nureing homas, the abeve findings and plans of comeciion are disclosabie 14
dorumants are made available fo the facility. If defielencles are cited, an approved plan of correction is requisite to continuad
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(X4) 1D
TAG

PREFIX |-

51IMMARY STATEMENT OF DEFICIENCIES
{(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIEYING INFORMATION)

D
PREFIX
TAG

PRCVIDER'S PLAN OF CORRECTION x3)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETIDN

CROSS.REFERENCED TO THE APPROFPRIATE baTE
DEFICIENGY)

W 130

{W 148}

| policies and procedures that prohlbit

Continued From page 1

The facility must ensure the rights af ajl ellents.
Therefore, the facility must ensure privacy during |
treatment and care of personal needs.

This STANDARD is not met as evidenced by,
Based on observation, the acliity failed to ensurs
that the clients’ rights for privacy duting the
medication administration were protected for five
of six clients residing in the facility. (Cllent #1, #2,
#3, #5, and £6) .

The findings include:

The facility failed to ensure that Clients received
privacy during the evening medication
administration as evidenced below:

During the evening medication administration
observation on 10/9/07 beginning at 8:156 PM, the
Licensed Practical Nurse (LPN) was observed to
administer medications fo Clients #1, #2, #3, #5,
and #8 in a designated area (between the dining
room and Jiving ), THis area was opened to the
clients and staffs who were sitting in the dining
and living rooms; therefare, the clients receiving
medications could be abserved by others.
453,420(d)(1) STAFF TREATMENT OF
CLIENTS

The -facility must develop and Implement written
mistreatment, neglect or abuse of the client.

This STANDARD is not met s evidenced by:
Based on interview and record review, the facility

failed to establish and/or implament palleles that
ensured the client's health and safety far one of

w130

(W 149}

1

W130
A. decorative screen will be
purchased to use as a means
of providing privacy during
medication administration.
‘Whenever possible, other
clients will be encouraged o
participate in other activities
to increase privacy for the
person receiving medication.

11/15/07
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the three clients residing in the facllity. (Client #2)

The finding includes:

The facility failed fo enstre is "Medication W149

Administration Pnl'otocol“ was implemented to The DCS and medication nurse
address medication errors as evidenced below: will be retrained on the

Review of the unusual lcident reperts conducted Medication Administration

on 10/11/07 &t 2:12 AM revesled an incident Protocol. This and all incidents

dated 9/1/07. According o the incident, the

i X are reviewed by the Incident
evening medication nurse did not arive to the

faciity to administer 8:00 PM medications to ' Review Commuttes to recognize
Client#2. Further review revealed that the Direct trends and make
Care Support (DGS) on duty called Designated recomamendations to alleviate

Nurse (DN) on duty to report the medication error, : )

but recelved no response back. The DCS then future occurrences 11/07/07
called the Acting Resldential Directar (RD) who in )

return called the cavering hurse. The RD called
back to the facllity to Inform the DCS on duty that
the covering nurse would be sending someone
aver to administer the medications to Client #2.
“The scheduled medication nurse amrived at the
facility at approximaiely 11:45 PM and
administered medications to Cllent #2. -

Review of the carresponding investigation report .
confirmed the information presented on the
incident repart. Interview with the QMRP on
40/10/07 at approximately 3:00 PM revealed that
the DCS did net follow the established protacal.
According to the facility policy . . . “ If staff has
not received a call frorn the DN within the 15
minutes, which would then be 30 minutes past the
medication time, ataff calls the Program Services
Coordinator. * Further review of the protacal
revealed that "when the Medication Nurse (MN) is
going to arrive more than 15 minutes past the
medication time, he/ghe calls the home by that -

FORM CMS-2567[02-80) Pravioun Versions Obsosle Evert ID; RBER12 Fadilily ID: 08G167 If continuation gneet Page 3 of 7
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| Adminlstration (Medication Administration

Continued From page 3

time to notify staif of his/her expectad arrival
time." The medication-nurse alsa did not follow
establish protocals.

483.430()(1) STAFF TRAINING PROGRAM

The facliity must provide each employee with
initial and continuing iraining that enables the
employee to perform his or her duties effectively,
efficiently, and competently.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
falled fo ensure that each employee was provided
with initial and continding training that enabled the
employee to parform his or her dutigs effectively,
efficlently, and competently.

The finding includes:

Review of uhusual incident reports en 10/9/07 at
2:12 PM, revealed an Incldent dated 9/1/07 that
documented a medication error for Client #2.
Further revlew of the inciden{ repart and raview of
the corresponding investigation revealed that the
Direct Care Staff (DCS) failed to implemert the
facility's policy and procedures for “Medication

Protocaol)! when the medication nurse failed to
show up betwaen the hours of 8 PM to 10 PM o
administer Client #2's medications. Interview with
the Qualifiad Menial Refardation Professional
(QMRP) and review of the staff traimng
attendance record revealed that staff have been
retrained on the Medjcatton Administration Pass
Protocol on 9/22/07 after the incident had
occurted. Further review of the attendance sheet
revealed na evidence that the DCS involvad in the
Incident dated 9/1/07 had received the training on

{W 149}

W 188}

W189

The DCS involved will receive
additional training on the
Medication Administration
Protocol with appropriate
documentation kept on file for
review.

11/5/07 .
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the Medication Administration Pass Protocol.
[See W149)
W 247 | 483.440(c)(8)(vi) INDIVIDUAL PROGRAM PLAN | W 247
The individua! prugram plan must include
opportunities for client choice and
self~managemeant.
This STANDARD is not met as evidenced by:
Based on observation and interview, the facility — ,
failed to ensure that clients (#3 and #6) were w247
provided the opportunities for making choices as 1. Client #3 has a new
part of their self-management. objective in place to
. complete a chore of his
The findIngs include: . .
© d choice. This allows him
1. Evening abservations was conducted from the opportunity to make
3:10 PM 1o 8:02 PM on 10/8/07. At6:00 PM, choices and participate in
Client #3 was nbserved sitting on the sofa ih the the ement and
living room area while one staff wiped off the managen h
dining table and another staff swept the living upkeep of h.}s own home.
room floor. Review of Client #3's Individua! 2. Client #2 will be afforded
Program Plan (IPP) on 10/11/07 at approximately the opportunity to
11:19 AM revealed an objective that states "Given articipate in home
varbal prompis, the client will complete housahold P P
chores an 80% of trigls per month". (ie. cleaning management tasks as
table after meal, take dishes to sink, sweep of the tolerated. A chore
steps, ete.). Furthar raview of Cliant #3's records will be
revealed Social Work Assessment dated 8/7/07 zChe?ule d c})rotate d so
revealed a recommendatlon to “possibly do a cveloped an
chore of wiping the table after meals with that all have an o
assistance. There was no evidence that the opportunpity to participate
Client #3 was affarded opportunities for choice, in preferred uctivities.
self-management, or to pgrticipate in his IPP
regimen 1o the extent of his capabilities. 11/14/07
2. Evenlng observaiions was conducted from
3:10 PM 10 8:02 PM on 10/8/07. At 6:00 PM,

FORM CMS.2587(02-bi) Pravioue Verzlons Obsolete
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W 247 | Continued From page 5 W 247

Client#6 was observed to be sitting in her
personal chair watching felevision in the living
roam area while ane staff wiped off the dining
table and another staff swapt the living room floor.
At approximately 5:06 PM, interview with Client
#8 siated that she loves cleaning off the tables.
Interview with the Quallfied Mental Retardation
Professlonal (QMRP) on 10/10/07 at
appraximately 2:00 PM revealed that Client #6
used to clean of the table all the time, The QMRP
further revealed that due to Client #6's mability
and gait conserns, she does net clean the table
off as much as she use io. At tha time of the
survey, Client #6 was not given the oppartunity o
wipe of the table after dinner with the opportunity

’ was presented,

| {W 252} | 483.440(c)(1) PROGRAM DOCUMENTATION {W 252}

Data relative to accomplishment of the criterla
specified in client individual program plan
objectives must be documented in measurable
terms.

This STANDARD is not mat as evidenced by:

’ Based on observations interview, and renord

| review, the facility fziled to ensure that data was
collectad in the form and required frequency for
one of three clients included in the sample.

(Client #3) -

The findings Include:

The facllity falled to ensure that data had been
collected in accordance with the IPP for Client #3,
which was necessary for a functional assessment
of the client's progress as evidenced belaw:

RORM CMS-2667(02-99) Fravlous Versions Obsaleta Event :REBR12 Faclly ID: D9G167 i continuation sheet Page 6 of 7
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{W 252} | Continued From page B {W 252}
Evening observations conducted on 10/8/07 at
beginning at 3:10 PM to 8:02 PM revealad Client W252
#3's communication device sitting on top of the .
sheli. At no time did staff encourage ar offer All staff have been re-trained on
Client #3 the opportunity to use the , the importance of program
communlcation device. Review of the clients implementation and
Individual Pragram Plan (IPP) rrivealed a pmshram documentation, All newly hired
objective which resd “Given verbal prompis, the OF e .
cflent will answer a yes/ne question using his staff will part_mpatf: na N_ew
communication davice 50% of the trials for ene Employee Orientation, which
month”. Review of the data callection revealed occurs in the home, 1o ensure
that the ¢communication device (Nlini-Merg) should understanding of the Program
be implemented seven (7) days a week. Furiher Plans and g ired Br
review of the data collection sheets revealed staff an requure
documented the objective one time (10/7/07) s documentation.
of 10/11/07, Interview with the Qualifled Mental 11/01/07
Retardation Professional (QMRP) on 10/11/07 &t
approximately 10:15 AM acknowledged the lack
of documentation for the manth of October 2007.
The QVIRP indicated the staff was recently hired.
{W 331} | 493.46Q(c) NURSING SERVICES {W 331}
‘The facility must provide clients with nursing w331
services in accondance with theit needs. - - .
The medication nurse will xeceive
additional training in
This STANDARD is not met as evidenced by: " administering medication
Based on reserd review, the facility failed to according to the A © .
provide nursing services in accordance with the Orcing o tic AgeNcy s
heeds af one of six clients residing in the facility. POhCle%- Further, the RN
(Client #2) Supervisor will participate in
_ monthly incident review mectings
The finding includes: to identify trends and take
The facility’s nursing services failed to ensure that appropriate action to prevent
Client #2 received her meadications In accordance TecurTences.
to the medication administration schedule, [Sea
W149)
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A follow up licesure survey was eonducted from
10/9/07 through 10/11/07 to determine the
facility's compliance with previous condition level
deficiencies cited on 8/31/07. A random sample
of three residents was selected from a client
population of four femsles and two males
residents with varying degrees of disabilities.

The findings of this survey were based on
observations at the group home and two day
programs, Interviews with one family member, the
day program and group home staff, and record
review of unusual Incident reports and
investigations.,

(1 208}l 3509.3 PERSONNEL POLICIES 11203}

Each supervisor shall discuss ths cantents of job
descriptions with each employee at the beginning
employment and at least annually thereafter.

This Statute is not met as svidenced by:
Based on record reviaw, the GHMRP failed to
provide evidence that the supervisor discussed
the contents of job descriptlons with each
emplayee at the beginning of thelr employmant
and annually thereafter.

The findings include:

1203
Review of the personnel records was completed : : ;.
on 10/11/07 &t 11:12 AM. Seven of the aleven All job descriptions have been

staff identified an the eurrent staffing schedule revie“'red and signed. They will
did nat have current annual signed job be reviewed and signed annually, -
descriptions. [$5,56,57,58,59,510, and $111 in conjunction with the

" performance evaluation.
11/05/07
4]
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