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W 000 ' INITIAL COMMENTS , W 000
: A recertification survey was conducted from ; i
10/4/2041 through 10/6/2011. A sample of three | j | _ (l :
ciients was sslected from a population of five ‘ ‘ ”
women with various intellectual and : 1 of Health
developmental disabilities. This survey was ; . Heakth Regulation & Licensing Administration
“initiated utilizing the fundamental survey process. | . Intermediate Care Facilittos Division
' _ j 899 North Capitol St, N.E.
. The findings of the survey were based on ; Washington, D.C. 20002
“observations and interviews with staff and clients | ;
in the home and at one day program, as well as a | %
‘ review of client and administrative records, ‘
“including incident reports. :
| [Qualified mental retardation professional : N
" (QMRP) will be referred to as qualified intellectual | ) ;
disabilities professional (QIDP) within this report.] Do~ '
W 234 - 483.440(c)(5)() INDIVIDUAL PROGRAM PLAN ' W 234, “H Yoo

' Each written training program designed to

" implement the objectives in the individual

| program plan must specify the methods to be

used.

: This STANDARD is not met as evidenced by:

. Based on abservation, staff interview and record

. review, the faciiity failed to ensure that written
training programs specified the methods to be

" used to ensure proper implementation of the
programs, for one of the three clients in the
sample. [Client #3]

b

“The finding includes:

- On 10/4/2011, at 4:10 p.m., Chent #3 was sitting
. in the living room watching television, At4:25 :
~p.m., the client got up and ran into the bathroom I P
i where she was observed turning on the faucet : i

_water and putting her face to the faucet. The

TITLE (%8} DATE

LABORATO: IRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE o
CED A7

Any deficiency statement ending with an asterisk (%) denotes a deficiency which the institution may be excused frorn_ correcting providing it is detfermined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, ths_z findings stated above are dtsclo§able 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes,'the above findings and pians of _ODFI.'eCtIDn are dlsclosgbb ;4
days following the dale these documents are made available to the facility, If deficiencies are cited, an approved pian of correction is requisite to continue

program participation, .
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W 234 Continued From page 1 LW 234: ;
direct support staff entered the bathroom and ;CL'Bn’f B3 Bt ‘DS/ /ey
asked the client to stop and directed her fo retum | has a sEchen oNoriSesS ‘
. to the living room and the cli lied. : : ‘
g room and the client complied '}nk.r‘\f N on- ?IS Sce-
On 10/4/2011, at 4:35 p.m., in an interview with 5 # B Alhed dicAodes

the direct support slaff it was revealed thatthe -
. client had a behavior of excessive water drinking -k\fof A IES ruast™ S

' and, therefore was on a water drinking schedule. Vb N2 ed L &L,e,-,{'

‘ ! 'y it
: Review of Client #3's behavior support plan | laonSuroveS excesSsi
{BSP) dated 7/11/2011, on 10/6/2011, at | mun'\'s of Laare
| approximately 10:00 a.m., revealed proactive ‘ ve
. . | ' dlespr Staft- Sapesitiary

strategies that staff must:

- foltow water drinking schedule, 5 _‘ HMJ-\ os RSP oo ;
- - provide frequent casual verbal praise; . jook_c;- T

- provide close supervision, and

- provide client with a schedule of structured 1

 activities. : 3\@)‘(@&5 as rﬂc‘;‘

Further review of Client #3's BSP on 10/6/2011, | *
at approximately 10:20 a.m., rovealed no written | ‘
directions/intervention strategies to guide staff
iffwhen an incident occurs. The qualified
intellectual disabilities professional (QIDP) was
interviewed at 10:45 a.m, to ascertain
informaticn regarding what staff should do when
- the client drinks water outside of her water
. drinking schedule. The QIDP confirmed that ‘ i :
. there were no written directionsfintervention ; : :
- strategies outlined in the client's BSP. i
W 325 482.460(a)(3)(iii) PHYSICIAN SERVICES b W325 :

The facility must provide or obtain annual physical§
examinations of each client that at & minimum
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W 325 Continued From page 2
- includes routine screening laboratory
examinations as determined necessary by the
physician.

This STANDARD is not met as evidenced by:

- review, the facility failed to ensure routine

physician, for one of the three clients in the
; sample. [Client #3]

~The finding includes:

On 10/4/2011, beginning at 7:47 a.m., Clienf #3
was observed being administered Klonopin,
Neurontin and Amantadine. During the

. employee {TME} indicated that the medications
were used to address the client's maladaptive
. behaviors.

Client #3's physician's orders (POS) dated from

 {ab order for the client to receive a HGA1C
" laboratory study every six months. Subsequent
review of her medical records revealed that her

11/29/2010.

Interview with the registered nurse (RN) on
10/5/2011, at approximately 11:30am.,
“confirmed that the studies were not completed

every 8 months as orderad.

The facility's nursing services failed to maintain
an effective system to ensure that clients’

: On 10/5/2011, beginning at 9:45 a.m., review of

¢ October 2010 through October 2011, revealed a

HGA1C levels were obtained on 10/15/2010 and

Based on observation, staff interview, and record |

“laboratory testing as determined necessary by the

- medication administration, the trained medication :

i

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

This STANDARD s not met as evidenced by:

~ Based on observation, interview and record
review, the facifity failed to ensure that all
prescribed medications were administered in
accordance with clients’ physician crders (POS),
for one of five clients residing in the faciity.
[Client #5}

The finding includes:

[Cross-refer to W389] On the morning of
10/4/2011, Client #5 was not observed receiving
her Flonase nasal spray in accordance with the
PQOS.

The facility failed to ensure that nursing services

medication to ensure accurate administration at
all times.

W 369 483.460(k)(2) DRUG ADMINISTRATION

. The system for drug administration must assure
“ that ali drugs, including those that are

' This STANDARD is not met as evidenced by:
Based on observation, staff interview and record

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 18]
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]l !
W 325 _Continued From page 3 Lw 325
. laboratory studies were performed at the : ﬁ
frequencies ordered by the primary care : ;
physician, I
W 368 483.480(k)(1) DRUG ADMINISTRATION w 3681';4*& noo been p[’/‘-[

provided effective and consistent monitoring of all

- self-administered, are administered without error,
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W 369 Continued From page 4
review, the facility failed to ensure that ail drugs
were administered without error, for one of the
five clients residing in the facility. {Client #5)

The finding includes:

The morning medicatiori administration was
“observed on 10/4/2011. At7:00 a.m., the trained
- medication employee (TME) entered the facility,
i introduced herself and went to the basement. At :
703 am,, the TME washed her hands, uniocked !

the medicine cabinet and called upstairs for staff

assistance. The TME administered madications

to Clients #2, #1, #4 and #3 during the 39

minutes that followed.

' At 7:42 a.m , the TME began pouring Client #5's
- medications and she called upstairs for the client.
At 7:45 a.m. Client #5 came downstairs, hugged |
the TME, sat down, took the cup of medications |
- from the TME and swallowed her medications. :
. The client then drank water while the TME started
documenting in Client #5's medication
“administration record (MAR). The client went |
back upstairs after she finished the water,
Shortly thereafter, the TME stated that she was
“through administering all clients’ medications. At
7:57 a.m., this surveyor went back upstairs and i
. observed the five clients entering a van that was |
i parked in the driveway.

On 10/4/2011, at 3:51 p.m., review of Client #5's
. physician's order sheets (POS) dated October ‘
2011, revealed the physician ordered i
"Fiuticasone Propionate 120 metered sprays 50 |

mcg spray suspension (Flonase), 1 in each nostril |

every morning for sinusitis/ rhinorrhea.”
. Concurrent review of her October 2011 MAR

W 369,

4

if continuation sheet Page
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W 369 Continued From page 5
" revealed that the space for documenting
~administration of the nasal spray had been left
- blank on that morning, as well as on the mornings
of 10/1/2011, 10/2/2011 and 10/3/2011. The :
- October MAR did not specify a designated time
- for the morning administration; however, review |
- of her September 2011 MAR revealed the TMEs |
: had documented administraticn of her nasal '
. spray at 7 a.m. every morning previously. Further:
. record review revealed no indication that her :
' nasal spray had been discontinued.

On the morning of 10/4/2011, Client #5 was not |
observed receiving her Flonase nasal spray as
. prescribed by her physician.

- This is a repeat deficiency.

See Federal Deficiency Report, dated ;
. 1041512010, :
W 375 483.460(k){8) DRUG ADMINISTRATION
" The system for drug administration must assure |
- that drug administration errors and adverse drug
reactions are recorded.

- This STANDARD is not met as evidenced by.

" Based on cbservation, interview and reccrd

" review, the facility failed to ensure that drug

- administration errors were recorded for one of the
_five clients residing in the facility. [Client #5] ’

f

- |
The finding includes: }

|

" During the morning medication administration on |
10/4/2011, the trained medication employee
- (TME) failed to administer Client #5's Flonase

(X2)D
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W 375 Continued From page 6 !

: the nasal spray were left blank on that momning, .
-and the mornings of 10/1/2011, 10/2/2011and |

i her peers left the facility at 7.57 a.m., and at no

- On 10/6/2011, beginning at 10:24 a.m., a
- follow-up inferview with the RN and LPN

nasal spray. On 10/4/2011, at 3:51 p.m., review
of Client #5's physician's order sheets, dated
October 2011, revealed the physician ordered

' "Fiuticasone Propionate 120 metered sprays 50

mcg spray suspension (Flonase), 1 in each nostril |
every morning for sinusitis/ rhinorrhea.”
Concurrent review of her October 2011
medication administration record (MAR) revealed |
that the spaces for documenting administration of |

I
\
|
i
t

10/3/2011:

.On 10/5/2011, al approximately 9:50 a.m., review :

of the client's MAR revealed initials now

- documented that the medication was |
" administered an 10/1/2011,.10/2/2011, 10/3[2011
cand 10/4/2011. A moment later, interview with

- the registered nurse (RN) revealed that she and

the licensed practical nurse (LPN) Coordinator |

. had examined Client #5's MAR affer this surveyor | !
' photocopied it on the previous evening, ;
- According to the nurses, they asked their two

TMEs if they had administered the Flonase. |
When the TMESs answered yes, their initials were

. placed on the MAR. Immediateiy, the RN, LPN
. Coordinator and several witnesses were informed |
- that the TME was observed from the time she i

entered the facility at 7:00 a.m. untif Client #5 and !

time was she observed administering Client #5's
nasal spray on 10/4/2011.

Coordinator revealed that the missed

" administration of Client #5's Flonase on the L
~morning of 10/4/2011, was not recorded inthe |

[
1

W 375!

t
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W 375 Continued From page 7
client's record. The client's MAR did not reflect
either the missed administration or any indication -
that the TMEs' initials had been late entries. The
RN further stated that no incident report was i
. generated after they were informed that Client #5 |
- did not receive her nasat spray. Further review of |
- the client's record failed to show evidence that the :
medication error had been recorded.

It should be noted that on 10/6/2011, beginning at :
- 11:39 a.m., review of the facility's Medication ,
Administration Policy revealed the following: !

"The missed administration shall be recorded and
completed as to the date, the prescribed time '
missed, the time administered, the observed sade
effects of the missed, the time administered, the
: observed side effects of the time administered (if
any), the reasons for the missed administration
and Incident Reporting Protocol followed.”
W 381 : 483 460(1)(1) DRUG STORAGE AND ;
- RECORDKEEPING |
. The facility must store drugs under proper
conditions of security.

This STANDARD is not met as evidenced by: |
. Based on observation, staff interview and record
review, the facility failed to ensure that controlled
| substances were stored under double iocks, for |
“one of the three clients in the sample. [Client #3] .

' The finding includes: ' |

On 10/4/2011, beginning at 7:47 a.m., the trained
medication employee (TME) was observed
- administering Klonopin 0.5 mg to Client #3. On

W 375/

W 381! ' ,
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W 381 Continued From page 8
. the same day, at 240 p.m., a drug controfied
substance count was conducted. The licensed
practical nurse (LPN) was observed unlocking a |
file cabinet that contained Client #3's ’
medications. The Klonopin was observed with !
her other medications, stored openly on a shelf.

 Interview with the LPN, on 10/4/2011, at 2:40
p.m., revealed that Schedule {1l controlied

- substance medications such as Klonopin should
be stored under double fock. The LPN

~acknowledged that the Kionopin was not properly

- secured.

Review of the agency's policy on 10/5/2011, at
" approximately 11:15 a.m., confirmed the LPN's
| staterment regarding double locks.
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1000 INITIAL COMMENTS
A licensure survey was conducted from
women with various intellectual and
developmental disabilities.

* The findings of the survey were based on
observations and interviews with staff and

well as a2 review of resident and administrative
records, including incident reports.

[Quaiified mental retardation professional

1075 3503.3(d) BEDROOMS AND BATHROOMS

following items for each resident:

{d) Night stand.

This Statute is not met as evidenced by:
Based on observation and staff interview, the
facility failed to ensure one of three sampled

#3)

The finding includes:

10/412011 through 10/6/2011. A sample of three
residents was selected from a population of five

residents in the home and at one day program, as

{QMRP) will be referred to as qualified intellectual
disabilities professional {QIDP) within this report.]

" Each bedroom shall be equipped with at least the

residents was provided a night stand. (Resident
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Observation and interview with the facility's house mndonsT, !
- manager (HM) on 10/4/2011, at approximately | fov ath chede. o lg[?’/ i
2:45 p.m. revealed Resident #3 was not provided ! corduct O (1! . :
a night stand. Her other roommates (Residents | ereure okl 1N d\daﬁ-b. °'l 1
#2 and #4) were provided the accommaodation of | 2 rovehed Wity o gU
a night stand. NS,
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The interior and exterior of each GHMRP shall be ;
maintained in a safe, clean, orderly, attractive, :
and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable |
odors.

This Statute is not met as evidenced by:
Based on observation and staff interview, the i
. group home for persons with intellectual !
disabilities (GHPID) failed to ensure the facility's
environment was maintained as required to ;
ensure the health and safety of five of five :
" residents. [Residents #1, #2, #3, #4 and #5]

The findings include:
Observation and interview with the facility's

maintenance personnel on 10/4/2011, at 2:30
p.m., revealed the following deficient conditions:

- 1. Resident #2's closet door was broken and
. coming off the wall. The guiding tracks that
should be in the wall over the closet doors were
missing. There was no way to properly shut the
closet doors.

2. Resident #3's cioset door was also broken
and was not able to open and shut properly. The |
guide track on the wall above the closet door was
broken and not screwed in properly. In addition,
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The facility's HM indicated she wouid meet with
the maintenance staff fo ensure the night stand
be provided to Resident #3 as quickly as
possible.
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Each employee, prior to employment and
- annually thereafter, shall provide a physician ' s
certification that a health inventory has been

would allow him or her to perform the required
duties. .

This Statute is not met as evidenced by:

Based on interview and record review, the group
home for persons with intellectual disabilities
(GHPID) failed to ensure that three of fifteen staff, |
and one of eleven professional consultants, had
current health certificates. [Staff #1. #2, #3 and
C#1]

The finding includes:

- On 10/5/2011, beginning at 2:45 p.m., review of
the personnel records revealed the GH PID failed |

the fifteen staff and the occupational therapist.
The qualified intellectual disabilities professional
confirmed that the aforementioned personnel
were without current health certificates in their
personnel files.

performed and that the employee ' s health status | -

i

J

to evidence current health certificates for three of |
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Each Residence Director shall maintain current
and accurate records and reports as required by
this section.

- This Statute is not met as evidenced by: ¢
Based on interview and record verification, the !
. group home for persons with intellectual ]
disabilities (GHPID) failed to ensure the j
maintenance of each resident's record to make
eertain they were current and accurate, for one of
the five residents of the facility. [Resident #5]

The findings include: §
1
{
The GHPID's trained medication employees :
(TMESs) failed to maintain Resident #5's MARs, as |
follows: ?

The morning medication administration pass was |
observed on 10/4/2011. At7.00 am_, the TME |
entered the facility, introduced herself and went to:
the basement. She washed her hands, unlocked :
the medicine cabinet and called upstairs for staff |
assistance. The TME administered medications
to Residents #2, #1, #4 and #3 during the 39
. minutes that followed.

At 7.42 a.m., the TME began pouring Resident
#5's medications and she called upstairs for the
resident. At 7:45 a.m., Resident #5 came
downstairs, hugged the TME, sat down and took
. her medications. The resident then drank water
while the TME started documenting in Resident |
#5's MAR. The resident went back upstairs after
she finished the water. Shortly thereafter, the f
TME stated that she was through administering
all residents' medications. At 7:57 a.m,, this
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surveyor went back upstairs and observed the | foken o ewsc Ko
five residents entering a van that was parked in ! . :
the driveway. ; ' Ol reedicoen Qv nsAohion

On 10/4/2011, at 3:51 p.m., review of Resident decentation s Gns-isrent
#5's physician's order sheets (POS) dated : ) . )
October 2011, revealed the physician ordered i loest ﬁarnd'\cﬂ;g :

" "Fluticasone Proplonate 120 metered sprays 50 ! .
fmecg spray suspension (Flonase), 1.in each nostnl
every morning for sinusitis/ rhinorrhea.” ‘
Concurrent review of her October 2011 MAR
revealed that the space for documenting
administration of the nasal spray had been left |
blank on that morning, as weil as on the mornings :

- of 10/1/2011, 10/2/2011 and 10/3/2011. The
October MAR did not specify a designated time
for the morning administration. However, the
space where nursing staff normally write the
designated time had been marked with 2 pink :
highlighter, which was the color used to highiight
other medications being administered in the |
morning (evening administration times were
highlighted in green).

On 10/5/2011, at approximately 9:47 a.m., the RN!
and LPN Coordinator stated that they had ‘
examined Resident #5's MAR on the previous E

- afterncon {after making a copy for the survey) !

~and found the blank spaces. They subsequently |
contacted their two TMEs. Both TMEs reportediy i
said they had administered her Flonase each i
morning. The nurses further explained the TMES'}
initials were added to the MAR afterwards, for the :
mornings of 10/1/2011, 10/2/2011, 10/3/2011 and
10/4/2011.

a. The TME that came to the facility the morning

of10/4/2011 was not observed to administer

Resident #5's Flonase nasal spray during the
 time that she was in the GHPID (7:00 a.m. - 8:03 |

Health Regulation & Licensing Administration
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1260 Continued From page 5 b 1260
a.m.}. Therefore, the TME's initials, which the
nurses acknowledged had been added at a later |
: time, were not accurate.
b. On 10/5/2011, at approximately 9:47 am., |
further review of Resident #5's MAR, front and i
back, found no TME or nurse notations to i
indicate that the TME initials placed for i
10/1/2011, 10/2/2011, 10/3/2011 and 10/4/2011 |
were |ate entries, as was reported verbally by the !
nurses. :
1401 3520.3 PROFESSION SERVICES: GENERAL {401 . q :l'
PROVISIONS - Qez W335 _ ;s [ /“'

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

|

This Statuie is not met as evidenced by: :
Based on observation, staff interview, and record -
- review, the group home for persons with !
intellectual disabilities (GHPID) failed to ensure |
- routine laboratory testing as determined :
. necessary by the physician, for one of the three
residents in the sample. [Resident #3]

The finding includes:

On 10/4/2011, beginning at 7.47 a.m., Resident
#3 was observed being administered Kionopin,
Neurontin and Amantadine. During the

_medication administration, the trained medication
employee (TME) indicated that the medications
were used to address the resident's maladaptive
behaviors.
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10/15/2010 and 11/29/2010.

10/5/2011, at approximately 11:30 a.m.,

every 6 months as ordered.

. laboratory studies were perfarmed at the
. frequencies ordered by the primary care
physician.

470 3522.1 MEDICATIONS

Other Developmental Disabilities Act of 1
:D.C. Code, sec. 21-1201 et seq.

This Statute is not met as evidenced by:

" review, the group home for persons with

residing in the facility. {Resident #5]

The findings include:

On 10/6/2011, beginning at 9:45 a.m., review of
Resident #3's physician's orders (POS) dated
from October 2010 through October 2011,
revealed a lab order for the resident to receive a
HGA1C laboratory study every six months. |
Subsequent review of her medical records .
revealed that her HGA1C levels were obtained on |

Interview with the registered nurse (RN) on
confirmed that the studies were not completed

The facility's nursing services failed to maintain
an effective system to ensure that residents’ .

Drugs shail be administered as set forth in the
User Of Trained Employees to Administer
Medications to Persons of Mental Retardation or

Based on observation, staff interview and record

intellectual disabilities (GHPID) failed to ensure
that all drugs were administered as set forth in
PC Code, 22-6100, for one of the five residenis

1401
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t 470 Continued From page 7 "
1. The GHPID failed to ensure that all drugs were

administered without error, as follows:

The morhing medication administration pass was
observed on 10/4/2011. At 7:00 a.m., the trained
medication employee (TME) entered the facility,

. introduced herself and went to the basement. At

* 7:03 a.m., the TME washed her hands, unlocked
the medicine cabinet and called upstairs for staff
assistance. The TME administered medications |
to Residents #2, #1, #4 and #3 during the 39 :
minutes that followed. :

At 7:42 a.m., the TME began pouring Resident
#5's medications and she called upstairs for the
~resident, At 7:45 a.m., Resident #5 came

; downstairs, hugged the TME, sat down, took the
cup of medications from the TME and swaliowed |
her medications. The resident then drank water |
while the TME started documenting in Resident
#5's medication administration record (MAR).

. The resident went back upstairs after she finished
the water. Shortly thereafter, the TME stated that |
she was through administering all residents’
medications. At 7:57 a.m., this surveyor went
back upstairs and cbserved the five residents ]

“ entering a van that was parked in the driveway.

- On 10/4/20114, at 3:51 p.m,, review of Resident
#5's physician's order sheets (POS) dated '

¢ October 2011, revealed the physician ordered

" "Fluticasone Propionate 120 metered sprays 50
mceg spray suspension (Flonase), 1 in each nostril
every morning for sinusitis/ rhinorrhea.” On the
morning of 10/4/2011, Resident #5 was not
observed receiving her Flonase nasal spray as

. prescribed by her physician.

- This is a repeat deficiency.
See Federal Deficiency Report, dated

470
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1470 Continued From page 8
10/15/2010.

~ 2. Medication administration records (MARs)
were not maintained accurately, as follows:

[Cross reference 1470.1} On 10/4/2011, at 3:51
. p.m., review of Client #5's October 2011 MAR
revealed that the space for documenting
adminisiration of her generic Flonase nasal spray :
had been ieft blank on that morning, as well as on
the mornings of 10/1/2011, 10/2/2011 and :
10/3/2011. )

3. 3. The GHPI failed to ensure oversight of
- TMEs by the registered nurse (RN), as follows:

i On 10/6/2011, at 11:45 a.m_, a request was made

- for evidence the RN had provided training for

" TMEs and observed the TMEs administering
medications to clients. At 12:37 p.m,, TME

- training records were presented, however, no
other documentation was made available for
review to verify that the RN had observed TMEs
while they administered the residents’
medications.

1 473: 3522 4 MEDICATIONS

_ The Residence Director shalt report any
irregularities in the resident ' s drug regimens to
the prescribing physician.

This Staiute is not met as evidenced by:
Based on observation, staff interview and record
review, the group home for persons with
intellectual disabilities (GHPID) failed to ensure
_that all irregularities involving residents' drug
- regimens were reported to the prescribing
| physician, for one of the five residents of the
! facility. [Resident #5]
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1473 Continued From page 9

The finding includes:

. The moming medication administration pass was |
ochserved on 10/4/2011. At 7.00 a.m., the trained
medication employee (TME} entered the facility,

. infroduced herseif and went to the basement. At

1 7:03 a.m., the TME washed her hands, unlocked
the medicine cabinet and called upstairs for staff

- assistance. The TME administered medications

" to Residents #2, #1, #4 and #3 during the 39 3

- minutes that followed.

At 7:42 a.m., the TME began pouring Resident
#5's medications and she called upstairs for the

" resident. At 7:45 a.m., Resident #5 came

" downstairs, hugged the TME, sat down, took the

" cup of medications from the TME and swallowed
her medications. The resident then drank water
while the TME started documenting in Resident
#5's medication administration record (MAR),
The resident went back upstairs after she finished
the water. Shortly thereafter, the TME stated that
she was through administering all residents’
medications. At 7:57 a.m., this surveyor went
back upstairs and observed the five residents

" entering a van that was parked in the driveway.

- On 10/4/2011, at 3:51 p.m., review of Resident

. #5's physician's order sheets {(POS) dated

- QOctaber 2011, revealed the physician ordered !
"Fluticasone Propicnate 120 metered sprays 50 ;
mcg spray suspension (Flonase), 1 in each nostn!

" every morning for sinusitis/ rhinorrhea." j

- On 10/5/2011, at approximately 9:50 a.m., the RN
- and LPN Coordinator were informed, in the i
- presence of the qualified inteflectual disabilities ’
; professional {QIDP) and the house manager, that |
- Resident #5 was not observed to receive Flonase !

L1473
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1473 Continued From page 10

~nasal spray on 10/4/2011 while the TME and
residents were in the facility (7:00 a.m. - 8:03

“a.m.). The _PN Coordinator stated that she had |
telephoned the primary care physician (PCP) on
the evening before, at 4:16 p.m_; however, she
had not been abie to speak with the PCP. She

- further indicated that she had left a message with

" the PCP's staff. |

On 10/6/2011, at 10:38 a.m., the RN stated that
- she had not reported the alleged medication error |
{missed Flonase on 10/4/2011, and possibly
. 107172011, 107212011 and 10/3/2011) because i
. the TME "said she did give it..." When asked, the |
. LPN Coordinator stated that while she had
: spoken with staff at the PCP's office on the
evening of 10/4/2011, she had not mentioned the
- Flonase, as she did not want to give detailed
information over the telephone to a person she i
couldn't verify was authorized to receive
confidential information., She and the QIDP
acknowledged during the Exit conference, on
- 10/6/2011, that the PCP had not been informed of
. Resident #5's missed Flonase. ;

: This is a repeat deficiency.

' See Licensure Deficiency Report, dated
10/15/2010. ,

1484 352211 MEDICATIONS 484 I edsotion  hes been

Each GHMRP shali promptly destroy prescribed alE- \AMJ
dication that is di tinued by the physici ]‘ Cho o e
medication that is discontinued by the physician | _ . o
- or has reached the expiration date, or has a (e preescnt o Vg lole. o4 ;O{ﬂ /
“warn, illegible, or missing label. o i\ &m“{', .

' This Statute is not met as evidenced by:

- Based on observation, staff interview and record 4o erouve medbocod3Tens
" review, the group home for persons with e tyeobed 0Lcewth—f
b
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{ 484 Continued From page 11

: intellectual disabilities (GHPID) failed o remove
. from use medications with missing labels, for cne

of the five residents of the facility. [Resident #5]

The finding includes:

[Cross reference 10 ] The morning medication
administration pass was observed on 10/4/2011.
At 7:45 a.m., Resident #5 came downstairs, took

- her medications and went back upstairs. The

« resident left the facility later that morning and was
: not observed receiving her prescribed nasal

i spray (Fluticasone Propionate, for sinusitis}).

On 10/5/2011, at approximately 9:45 a.m., the
facility's registered nurse (RN) uniocked the

. medicine cabinet and retireved a bottle of

Fluticasone Propionate nasal spray. The botile
was without a label. After looking through the

" cabinet, the RN stated that she was unable to ]
locate the box in which it was originally packaged

. (and on which the pharmacy had affixed the

i label). She and the LPN Coordinator both

. indicated that the bottle belonged to Resident #5,

i as she was the only resident for which the

. medication was prescribed. They further

; indicated that their two TMESs alleged having

_administered the Fluticasone Propionate nasal

* gpray on the preceeding dates. The nurses

removed the bottle from the medicine closet

" afterwards.

SR st g
By witl Chedh redashon

on ( meFn Ws'h;
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