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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Aging and Long-Term Support Administration

Residential Care Services
R019-014 - INFORMATION
February 22, 2019
	TO: 
	RCS Regional Administrators

RCS Field Managers and Staff
RCS Management Team

	FROM:
	Candace Goehring, Director

Residential Care Services

	SUBJECT: 
	QA 2018 STATEWIDE FINAL REPORT 

	Purpose:
	To notify staff that a Statewide Final Report has been completed to show the final results of the 2018 RCS QA Process Review cycle for all programs.

	Background:
	The RCS Quality Assurance Unit serves as the primary technical quality control to ensure timely and consistent processes around inspection, survey, and complaint investigation in meeting federal and state regulatory requirements. 

	What’s new, changed, or

Clarified:
	QA will begin providing a Statewide Final Report annually to reflect the work of the QA Unit and RCS staff around the state.  

	ACTION:
	RCS Staff will:

· Review the report.
RCS Headquarters will:

· Ensure a report is made available annually to reflect the final statewide QA Process review results for all RCS programs.

	Related 
REFERENCES:
	None

	ATTACHMENTS:   
	1. 2018 RCS Statewide Final Report

[image: image1.emf]R19-014 -  Attachment 1 - RCS Statewide Final Report 2018.pdf



	CONTACTS:
	Tracey Rollins, QA Unit Manager, (360) 725-3226 
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Residential Care Services 
Quality Assurance Final Report for 2018 


 
 


 


Residential Care Services Quality Assurance Team 
The Residential Care Services (RCS) Quality Assurance (QA) team was established in 2014 through a 
grant provided by Roads to Community Living.  RCS QA was officially funded beginning in July of 2018 as 
part of ALTSA’s 2018-2020 biennial budget and is now a permanent part of the RCS team.  
 


ALTSA Mission, Vision, and Values 
The RCS QA Team is dedicated to the mission, vision, and values of the Aging and Long-Term Support 
Administration (ALTSA). We believe the Quality Management System used by ALTSA is an integral part of 
ensuring the safety and wellbeing of those we serve by assuring DSHS and the public of quality divisional 
policies and procedures and preserving the funding that allows us to pursue our mission and our vision. 


 
One Mission 


To transform lives by promoting choice, independence, and safety through innovative services 
and promoting the health and well-being of vulnerable adults through quality assurance 
oversight programs. 
 
One Vision 


People are healthy, safe, supported, and taxpayer resources are guarded. 
 
One Core Set of Values 


Honesty and Integrity, Pursuit of Excellence, Open Communication, Diversity and Inclusion, and 
Commitment to Service. 
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Quality Assurance Report Overview 
 


Purpose 
The QA Statewide Final Report presents an overview of QA activities and statistical data 
compiled and analyzed for the 2018 process review cycle.   
 
The QA process review informs staff and provides data, evaluation, and analysis to: 


 Guide management decisions; 


 Ensure consistency in implementation of statewide policies; 


 Evaluate compliance with state and federal policies, regulations, laws, and federal 
funding requirements to ensure funding for ALTSA facility and agency quality oversight 
programs; 


 Present evidence related to the implementation of its quality management strategy for 
oversight review by the Centers for Medicare and Medicaid Services (CMS); and 


 Determine areas of focus for continuous quality improvement. 
 


 


QA Questions: Changes from 2017 to 2018 
Prior to the start of the 2018 process reviews, questions were updated and revised.  As you review the 


report, you may see “N/A” for some of the 2017 questions.  This means that the question was not asked 


in 2017 because it was not required or was a new question for the 2018 review.  Additionally, in 2018, 


there may be differences when comparing questions year to year or questions that were not asked. 


Based on feedback and change requests, we updated the way we framed the questions or the way we 


found information in staff working papers.   


 


Quality Assurance 2019 Planning 
Throughout 2018, the QA team worked on redeveloping from the original “360 QA” Quality Assurance 
and Quality Improvement team to a more focused QA team.  QA focuses on reviewing work 
retroactively and providing data to inform decisions about the work of RCS, policies, training, and overall 
program needs.   
 
The question development and update process includes convening workgroups responsible to review 
and propose updates to QA questions and reasons why QA would choose a “no response” during a 
process review.  Subject Matter Experts help explain how to review the questions and where we would 
find the information in working papers or files.  Workgroups convened in July and September of 2018 to 
review and propose changes to questions for 2019.   
 
In addition to question workgroups, the RCS QA Steering Committee, consisting of the RCS Director and 
all RCS Office Chiefs, was established and will meet periodically to review changes to the QA system and 
provide final approval. The first QA Steering Committee met on November 2, 2018 to finalize the plan 
for the 2019 process review.  
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Sample Methodology  
QA Sampling Methodology must align with the reporting requirements for Home and Community 


Services Wavier and State Plan programs.  For the 2019 review cycle, and all future QA cycles, a 


statistically valid sampling methodology based on recommendations by the Centers for Medicare and 


Medicaid Services (CMS) will be used. The Raosoft Sample Size Calculator  is used to determine the 


statistically significant statewide sample size with a margin of error of 5%, a 95% confidence level, and a 


50% response distribution.  Below is a statement for each process review area.  Additional information is 


available by request.  


Facility Visit Activities (e.g. Survey, licensing, revisits, complaints, etc.): 
The sample universe is derived by pulling the number of each facility type licensed or contracted in the 
state as of the last day of the calendar year.  The universe is entered into Raosoft, which determines the 
size of the statewide sample. The statewide sample is divided proportionately between the regional 
offices based on the percent of facilities in the area that office serves.  
 
Once the facilities are randomly chosen, the most recent Survey/Licensing/Certification visit within the 
review timeframe is reviewed and the revisit/follow-up for that visit is reviewed. In addition, if there is a 
complaint, that complaint (or a random complaint if there are more than one) is chosen for review as 
well. The timeframe for completed files chosen may be outside of the 2018 calendar year depending on 
the time of year the review is completed.  


 
CRU Intakes and Initial licensing work: 
Samples are based on work completed during the entire calendar year.  The total number of intakes or 
initial licensing visits are entered into Raosoft to determine the size of the sample. 


 
Statements of Deficiencies: 
Statements of Deficiencies (SODs) are pulled based on the facility type and SOD type.  The QA Team 
reviews two citations from each SOD in the sample. 
 
Home and Community Based Settings (ALF, AFH, and CCRSS) are combined to determine the universe by 
adding the total number of licensed or contracted facilities in the state at the end of the calendar year. 
Raosoft determines the sample size. The statewide sample is divided proportionately between the 
regional offices based on the percent of facilities in the area that office serves.  From each office, 75% of 
the sampled SODs are from Licensing or Recertification activities and 25% are from Complaint activities. 
 
ICF/IID and ESF settings are small programs and require a 100% review of SODs created for Licensing or 
Survey activities and at least one Complaint SOD for each facility.  
 
The Nursing Home program SOD sample size is based on State Performance Standard System (SPSS) 
guidance..  If over 400 survey activities (including regular surveys and complaint surveys) are completed 
during the calendar year, the State Operations Manual (SOM) guidance states to review 30 Survey SODs 
and 10 Complaint Survey SODs statewide. The statewide sample is divided proportionately between the 
regional offices based on the percent of facilities in the area that office serves.   
 
For further information on the sample methodology, please email Tracey Rollins, QA Unit Manager. 


  



http://www.raosoft.com/samplesize.html

mailto:rollita@dshs.wa.gov
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2018 Quality Assurance Results by Facility Type or Program 
 


Certified Community Residential Services and Supports (CCRSS) 
 


2018 Sample: 
The total universe included 145 facilities.   
The team reviewed the following: 


 42 Evaluations 


 29 Statements of Deficiency 


 50 Complaints 
 


Statewide CCRSS Recertification Results: 
Question 2017 2018 


1. Was the certification completed per requirement? 100% 100% 


2. Were background checks completed as required? 43% 90% 


3. Was documentation of client observation completed per requirement? 8% 9% 


4. Was client/collateral interviews completed per requirement? 21% 9% 


5. Was the client sample completed per requirement? 65% 92% 


6. Was the home environment and safety completed per requirement? 73% 26% 


 


Statewide CCRSS SOD Results: 
Question 2017 2018 


1. Was the statement of deficiency (SOD) posted timely per requirement? 76% 93% 


2. Do the findings support and illustrate the entity’s noncompliance? 90% 96% 


3. Does each DPS summarize provider failure and quantify a relevant extent? N/A 72% 


4. Was each person referred to in the citation uniquely identified? N/A 93% 


5. Did the citation identify the source(s) through which the evidence was 
obtained?  


77% 79% 


6. Was the evidence written in plain language? 94% 68% 


 


Statewide CCRSS Complaint Results: 
Question 2017 2018 


1. Was the investigation initiated timely? 82% 100% 


2. Was the ISR timely per requirement(s)? 78% 40% 


3. Was the ISR content completed per requirement(s)? 42% 90% 


4. Was data entered per requirement(s)? 100% 74% 


5. Was the investigation completed per requirement? N/A 30% 


6. Was the Vulnerable Adults Statements of Rights given per requirement? N/A 72% 


 
Additional Information: 
The policy for this program is expected to be revised effective January 1, 2019, including new inspection 


forms for recertification activities. The policy team anticipates this will enhance contractor 


understanding and compliance.   
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Skilled Nursing Facilities (Nursing Homes-NH) 
 


2018 Sample: 
The total universe included 206 surveys, re-visits, and statements of deficiency (SOD) 
completed by Nursing Facility staff statewide during the sampled timeframe of January 1, 2017 
through December 31, 2017.   
 
The team reviewed the following statistically significant statewide sample: 


 134 Surveys 


 135 Revisits 


 272 Citations within 135 Statements of Deficiency 


 97 Complaints 
 


Statewide NH Survey Results: 
Question 2017 2018 


1. Did the recertification survey occur within the required time frame? 100% 100% 


2. Was Abuse Prohibition investigated per requirement?* 32% N/A 


3. Were PASSAR forms reviewed per requirement? 21% 52% 


4. Were NH employee background checks reviewed per requirement? 81% 97% 


5. Was the related Care Area(s) initiated rather than an F-Tag(s)?* 51% N/A 


6. Were there at least one resident reviewed from each care area per 
requirement? 


N/A 75% 


*Questions removed after 2017 review. 
 


Statewide NH Revisit Results: 
Question 2017 2018 


1. Was the revisit completed timely? 91% 89% 


2. Were onsite revisits completed per requirement? 53% 62% 


3. Was there documentation for revisits per requirement? 74% 71% 


4. Was the plan of correction (e-POC) completed per requirement? 81% 96% 


 


Statewide NH SOD Results: 
Question 2017 2018 


1. Was the statement of deficiency (SOD) posted timely per requirement? 91% 95% 


2. Do the findings support and illustrate the entity’s noncompliance? 90% 88% 


3. Does each DPS summarize provider failure and quantify a relevant extent? N/A 85% 


4. Was each person referred to in the citation uniquely identified? 97% 83% 


5. Did the citation identify the source(s) through which the evidence was 
obtained?  


81% 64% 


6. Was the evidence written in plain language? 92% 67% 


7. Was the severity rating identified correctly? 95% 99% 


8. Was the scope identified correctly? 97% 95% 
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Statewide NH Complaint Results: 
Question 2017 2018 


1. Was the investigation initiated timely? 93% 98% 


2. Was the ISR timely per requirement(s)? 71% 92% 


3. Was the ISR content completed per requirement(s)? 25% 57% 


4. Was data entered per requirement(s)? 30% 89% 


5. Was the investigation completed per requirement? N/A 39% 


6. Was the Vulnerable Adults Statements of Rights given per requirement? N/A 28% 


 


Additional Information: 
In November of 2017, and throughout 2018, CMS updated the Nursing Facility electronic survey process.  
The results of this year’s process review addressed both methods of surveying.   
 
The Nursing Facility process review questions and expected proficiencies were subject to a review prior 
to the 2019 process review to enhance and improve the QA system for this facility type.  In 2019, the 
questions are not changing significantly; however, methods of retrieving the data may change. 
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Intermediate Care Facilities for Individuals with Intellectual Disabilities 
(ICF/IID) 
 


2018 Sample: 
The total universe included 7 facilities open at the time of the QA review cycle.  The team 
reviewed the following: 


 7 Surveys 


 6 Statements of Deficiency 


 15 Complaints 
 


Statewide ICF/IID Survey Results: 
Question 2017 2018 


1. Did the recertification survey occur per requirement? 100% 100% 


2. Was abuse, neglect and mistreatment interviews completed per requirement? 100% N/A 


3. Were observations completed per requirement? 100% N/A 


4. Were interviews completed per requirement? 72% N/A 


5. Were drug pass observations completed per requirement? 36% N/A 


6. Was there documentation that each area of the facility was visited? 0% N/A 


7. Were documents sent to Central Files per requirement? 72% N/A 


8. Was back in compliance letter completed per requirement? 66% N/A 


 


Statewide ICF/IID SOD Results: 
Question 2017 2018 


1. Was the Statement of deficiency (SOD) posted timely per requirement? 100% 100% 


2. Do the findings support and illustrate the entity’s noncompliance? 78% 91% 


3. Does each DPS summarize the provider failure and quantify a relevant extent? N/A 91% 


4. Was each person referred to in the citation uniquely identified? 94% 100% 


5. Did the citation identify the source(s) through which the evidence was 
obtained? 


89% 100% 


6. Was the evidence written in plain language? 84% 83% 


 


Statewide ICF/IID Complaint Results:  
Question 2017 2018 


1. Was the investigation initiated timely? 94% 93% 


2. Was the ISR timely per requirement(s)? 56% 20% 


3. Was the ISR content completed per requirement(s)? 0% 60% 


4. Was data entered per requirement? 99% 86% 


5. Was the investigation completed per requirement? N/A 20% 


6. Was the Vulnerable Adult Statement of Rights given per requirement? N/A 13% 
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Additional Information: 
QA met with ICF/IID program subject matter experts prior to the 2018 review.  Because guidance in 
Appendix J of the State Operations Manual (SOM) had significant changes requiring interpretation, it 
was determined that QA questions would be held until the 2019 review cycle so that the changes could 
be analyzed and incorporated into new policy.    
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Complaint Resolution Unit (CRU) 
 


2018 Sample: 
The total universe included 8,598 intakes completed by CRU staff during the sampled timeframe 
of October 1, 2017 through December 31, 2017.   
 
The team reviewed the following statistically significant sample: 


 368 Intakes 
o 2 day – 8 intakes 
o 10 day – 55 intakes 
o 20 day – 117 intakes 
o 45 day – 8 intakes 
o QR – 180 intakes 


 


CRU Intake Results: 
Question 2017 2018 


1. Was a response initiated within 24 hours of knowledge report? 98% 99% 


2. Were LE and Protective Services referrals processed as required 84% 92% 


3. Were referrals processed as required? 92% 59%* 


4. Were all narratives written per guidelines? 98% 98% 


5. Was the intake prioritized per requirement? 100% 98% 


6. Did the PS3 consult with the RN for intakes that contain clinical components? 97% 98% 


7. Was the priority changed in TIVA? 100% 100% 


8. Was the complaint/incident prioritized within two working days of 
knowledge? 


94% 100% 


 


Additional Information: 
The CRU worked hard to improve their overall systems and RCS received an award from the State 


Auditor’s Office that reflects the significance of the improvements.   


*The findings for question number three “Were referrals processed as required?” was an anomaly and it 


should be noted that there were significant changes to policy and software in progress during the last 


year, which impacted the findings for this question.  The majority of the findings for this question were 


due to no referral being send to the Medicaid Fraud Control Unit (MFCU); which policy stated must 


occur in specific situations.  Over the last year, MFCU has been able to pull referrals out of the Tracking 


Incidents of Vulnerable Adults (TIVA) system on their own and the policy will reflect this change for next 


year’s QA review cycle.  
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Assisted Living Facilities (ALF) 
 


2018 Sample: 
The total universe included 190 facility inspections during the sampled timeframe of December 
1, 2017 through May 31, 2018.  The team reviewed the following: 


 128 Inspections 


 128 Follow-ups 


 128 Statements of Deficiency 


 100 Complaints 
 


Statewide ALF Inspection Results: 
Question 2017 2018 


1. Did the inspection occur within the required timeframe? 73% 100% 


2. Was resident sample completed per requirement? N/A 100% 


3. Were all interviews completed per requirement? N/A 71% 


4. Was there verification of the resident group meeting? 90% 97% 


5. Were employee background checks and fingerprint checks documented per 
requirement? 


51% 88% 


6. Were staff administrative records completed per requirement? N/A N/A 


7. Was there documentation of resident/rep interview questions for Res. 1? 72% 100% 


8. Was there documentation of resident/rep interview questions for Res. 2? 71% 99% 


 


 
Statewide ALF Follow-up Results: 


Question 2017 2018 


9. Was the follow up conducted timely per requirement? 69% 71% 


10. Was the correct type of follow up completed per requirement? 96% 100% 


11. Was the follow up documentation completed per requirement? 83% 98% 


12. Was the attestation complete per requirement? 83% 82% 


 


 
Statewide ALF SOD Results: 


Question 2017 2018 


1. Was the Statement of deficiency (SOD) mailed out timely per requirement? 88% 99% 


2. Do the findings support and illustrate the entity’s noncompliance? 92% 82% 


3. Does each DPS summarize provider failure and quantify a relevant extent? N/A 78% 


4. Was each person referred to in the citation uniquely identified? N/A 95% 


5. Did the citation identify the source(s) through which the evidence was 
obtained? 


56% 58% 


6. Was the evidence written in plain language? 95% 87% 
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Statewide ALF Complaint Results: 
Question 2017 2018 


1. Was the investigation initiated timely? 98% 96% 


2. Was the ISR timely per requirement(s)? 86% 90% 


3. Was the ISR content completed per requirement(s)? 47% 72% 


4. Was data entered per requirement(s)? 99% 87% 


5. Was the investigation completed per requirement? N/A 30% 


6. Was the Vulnerable Adult Statements of Rights given per requirements? N/A 30% 
 


Additional Information: 
Question number 9 under Statewide ALF Inspection Follow-up Results has policy attached that is 


currently under revision. The policy in review references the timeframe field staff have to complete 


follow-up activities. The policy team anticipates updates will enhance understanding and reflect the 


work required and completed by staff as well as increases to proficiency.  
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Adult Family Homes (AFH) 
 


2018 Sample: 
The total universe included 1,130 Adult Family Home inspections completed by RCS staff during 
the sampled timeframe of September 1, 2017 through February 28, 2018.   


 
The team reviewed the following statistically significant sample: 


 287 Inspections 


 154 Follow-ups 


 222 Statements of Deficiency 


 87 Complaints 
 


Statewide AFH Inspection Results: 
Question 2017 2018 


1. Did the inspection occur per requirement? 95% 90% 


2. Was the Disclosure of Services completed per requirement? 92% 96% 


3. Was the environmental tour form completed per requirement? 80% 72% 


4. Was the residential observations completed per requirement? 40% 70% 


5. Was the Residential Medication Review Form completed per requirement? 52% 85% 


6. Were administrative records completed per requirement?* N/A 95% 


7. Were background checks documented per requirement? 77% 93% 


8. Were staff/provider interviews documented per requirement? 63% 84% 


9. Was there documentation of resident representative interview questions for 
resident 1? 


77% 87% 


10. Was there documentation of resident representative interview questions for 
resident 2? 


73% 87% 


11. Were comprehensive interviews completed per requirement? N/A 54% 


 


Statewide AFH Follow-Up Results: 
Question 2017 2018 


12. Was the follow up completed timely? 40% 58% 


13. Was the correct type of follow up completed per requirement? 96% 100% 


14. Was the follow up documentation completed per requirement? 61% 94% 


15. Was the attestation completed per requirement?  70% 81% 


 
Statewide AFH SOD Results: 


Question 2017 2018 


1. Was the statement of deficiency (SOD) mailed out timely per requirement? 93% 99% 


2. Do the findings support and illustrate the entity’s noncompliance? 91% 93% 


3. Does each DPS summarize provider failure and quantify a relevant extent? N/A 83% 


4. Was each person referred to in the citation uniquely identified? N/A 96% 


5. Did the citation identify the source(s) through which the evidence was 
obtained?  


70% 49% 


6. Was the evidence written in plain language? 94% 90% 
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Statewide AFH Complaint Results: 
Question 2017 2018 


1. Was the investigation initiated timely? 82% 96% 


2. Was the ISR timely per requirement(s)? 81% 94% 


3. Was the ISR content completed per requirement(s)? 69% 80% 


4. Was data entered per requirement? 100% 90% 


5. Was the investigation completed per requirement? N/A 58% 


6. Was the Vulnerable Adult Statement of Rights given per requirement? N/A 52% 


 


Additional Information: 
*Question number 6 under Statewide AFH Inspection Results was a question asked only for the 


purposes of Home and Community Services data reporting to The Centers for Medicare and Medicaid 


Services (CMS) for the Home and Community Based Services Waiver programs.  


Question number 12 under Statewide AFH Inspection Follow-up Results has policy attached that is 


currently under revision. The policy in review references the timeframe field staff have to complete 


follow-up activities. The policy team anticipates updates will enhance understanding and reflect the 


work required and completed by staff as well as increases to proficiency.  
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Residential Inspection and Quality Assurance (RIQA) 
 


2018 Sample: 
The total universe included 146 initial licensing visits completed by RCS staff during the sampled 
timeframe of January 1, 2017 through December 31, 2017.   
 
The team reviewed the following: 


 112 Initial Licensing pre-occupancy inspections for: 
o 13 Assisted Living Facilities (ALF) 
o 99 Adult Family Homes (AFH) 
o 0 Enhanced Services Facilities (ESF) 


 


 
Statewide RIQA Inspection Results AFH: 


Question 2017 2018 


1. Were Administrative Records completed per requirement? 78% 92% 


2. Were Staff Record(s) completed per requirement? 56% 93% 


3. Were Resident Sample Records completed per requirement 66% 95% 


4. Was the Applicant Interview completed per requirement? 81% 100% 


5. Were the Bedroom sections completed per requirement? 41% 57% 


6. Were the Bathroom sections completed per requirement? 38% 42% 


7. Were the Interior Physical Environment sections completed per 
requirement? 


46% 72% 


8. Were the Exterior Physical Environment sections completed per 
requirement? 


41% 55% 


9. Was the Floor Plan “Key” completed per requirement? 84% 94% 


10. Was the QA Visit completed within 120 days per requirement? N/A 71% 


11. Was there documentation of resident rep interview for resident 1? N/A 75% 


12. Was there documentation of resident rep interview for resident 2? N/A 75% 


13. Was Provider/Resident Manager interview completed per requirement? N/A 94% 


14. Was the locked area for medications completed per requirement? N/A 88% 


15. Were all exempt staff records completed per requirement? N/A 84% 


16. Were all non-exempt staff records completed per requirement? N/A 82% 


 


  







 


17 | P a g e  
 


Statewide RIQA Inspection Results ALF: 
Question 2017 2018 


1. Was the Pre-Inspection verification completed per requirement? N/A 91% 


2. Was Administrator Interview completed per requirement? N/A 81% 


3. Were Resident Record Review(s) completed per requirement? N/A 100% 


4. Was the Physical Plant – General Environment completed per requirement? N/A 100% 


5. Were the Physical Plant (Attachment E) sections completed per requirement? N/A 100% 


6. Was the Physical Plant – Kitchen section completed per requirement? N/A 100% 


7. Was the Physical Plant – Resident Rooms section completed per requirement? N/A 90% 


8. Was the Attached Bathroom(s) section completed per requirement? N/A 81% 


9. Were the Resident Room(s) sections completed per requirement? N/A N/A 


10. Were the Common Use Attachment H sections completed per requirement? N/A 72% 


11. Was the Common Areas/Day Rooms section completed per requirement? N/A 100% 


12. Were the Laundry, HK and Storage sections completed per requirement? N/A 75% 


13. Were the Medication and Nursing Services sections completed per 
requirement? 


N/A 100% 


14. Were the Egress & Outdoor and EARC sections completed per requirement? N/A 88% 


15. Was the Licensing Results of Findings letter completed/sent per requirement? N/A N/A 


 


Additional Information: 
The Residential Inspection and Quality Assurance (RIQA), also referred to as “Initial Licensing”, revised 
their questions for 2018 significantly.  AFH added seven questions and all 15 questions were added for 
ALF licensing.  
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Enhanced Services Facilities (ESF) 
 


2018 Sample: 
The total universe included 2 facilities.  The team reviewed the following: 


 2 Inspections 


 2 Follow-ups 


 2 Statements of Deficiency 


 4 Complaints 
 


Statewide ESF Inspection Results: 
Question 2017 2018 


1. Did the inspection occur within the required timeframe? 100% 100% 


2. Were staff background and fingerprint checks documented per requirement? N/A 100% 


3. Were staff credentials completed per requirement? N/A 100% 


4. Were staff administrative records completed per requirement?* 50% N/A 


5. Were resident samples completed per requirement? N/A 100% 


6. Were all interviews completed per requirement? N/A 50% 


7. Were there documentation of resident/rep interview questions for Res. 1? 50% 100% 


8. Were there documentation of resident/rep interview questions for Res. 2? 100% 100% 


 


Statewide ESF Revisit Results: 
Question 2017 2018 


1. Was the revisit conducted timely? N/A 50% 


2. Was the correct type of revisit completed per requirement? N/A 100% 


3. Was the revisit documentation completed per requirement? N/A 50% 


4. Was the attestation completed per requirement? N/A 0% 


 


Statewide ESF SOD Results: 
Question 2017 2018 


1. Was the Statement of deficiency (SOD) mailed out timely per requirement? 88% 33% 


2. Do the findings support and illustrate the entity’s noncompliance? 88% 80% 


3. Does each DPS clearly summarize the provider failure and quantify a relevant 
extent? 


50% 0% 


4. Was each person referred to in the citation uniquely identified? 100% 100% 


5. Did the citation identify the source(s) through which the evidence was 
obtained? 


25% 20% 


6. Was the evidence written in plain language? 88% 60% 
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Statewide ESF Complaint Results: 
Question 2017 2018 


1. Was the investigation initiated timely? 100% 100% 


2. Was the ISR timely per requirement? 100% 50% 


3. Was the ISR content completed per requirement? 47% 100% 


4. Was data entered per requirement? 89% 75% 


5. Was the investigation completed per requirement? N/A 50% 


6. Was the Vulnerable Adult Statement of Rights given per requirement? N/A 50% 


 


Additional Information: 
*Inspection question number 4 was not asked during the 2018 process review. The complex 
requirements for staffing in these facilities did not match the QA Question. QA met with policy and has 
address these issues and this question will be reviewed during the 2019 process review. 
 
The Enhanced Service Facilities (ESF) are a new facility type for the State of Washington.  In 2017, there 
were 2 facilities open and none of them required a revisit after inspection.  As of 2018, there were still 
two facilities that were open long enough to receive an inspection.  Two additional facilities were 
opened in 2018 and more are expected in the coming years.  
 
At this time, ESF policies are in draft form and planning is in place to finalize and publish these for staff 
in 2019.  
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Looking Ahead 
 


Lessons Learned from 2018 
 


Issue One:  Complaints 
In 2018, RCS QA separated complaint investigations for all programs and settings into a 
separate process review.  After analysis of the 2018 data, it was determined that this was not 
the most effective use of time and resources. The additional process review required over three 
weeks of additional travel for six staff members. This not only cost the state in travel expenses, 
but in time out of the office..  As well, the review was complicated by having staff in field offices 
separate complaints from the various files and working papers they may have been 
incorporated into (such as surveys). QA staff were required to review various setting and 
program types in one review, creating an issue with processing the review and the various 
nuances of each setting or program.   
 
Issue Two:  Statements of Deficiencies (SODs) 
In 2018, QA reviewed over 660 Statements of Deficiencies.  
The following issues were noted during the 2018 process reviews:  


 Completing the review of the SOD is highly technical and requires a great deal of focus 
and time.  Reviewing SODs at the same time as the inspection/survey and follow up 
review was challenging and required staff to work long hours during the review cycle in 
order to ensure they were completed.   


 A statistically significant sample of RCS Community Program SODs is about 362. Our 
sample was 44% higher than necessary to achieve a statistically valid result.  


 CMS has specific guidance for sample size for Nursing Home SODs that advises that 40 
SODs should be reviewed. Our sample of Nursing Home SODs was 135, which is 70% 
higher than required by CMS guidance. 


 ICF/IID SODs are written based on specific CMS guidance. In 2018, QA selected a sample 
of only “Condition of Participation” level citations. It was determined that this did not 
produce valid data. After meeting with program Subject Matter Experts, the sample was 
adjusted to, more appropriately, review “Standard Level” citations. The review was 
completed with a relevant sample and future SOD reviews will be based on “Standard 
Level” citations. 


 
Issue Three:  Sample Methodology 
There is not clear documentation showing how samples were derived in previous years. To gain 
consistency and continuity, a sample methodology has been determined for use for all future 
review cycles. This methodology is based on CMS guidance and aligns with other business areas 
of ALTSA that require the data for CMS reporting purposes. The Sample Methodology is 
explained above. 
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Process Review Changes for 2019 
 


QA Steering Committee 
To ensure that all questions, proficiency expectations, reasons for asking our questions, and no 
responses are reviewed and approved by leadership, a Steering Committee was formed. The 
goal of the committee is to meet with the QA Unit Manager at least annually to discuss any and 
all changes to the QA process brought forward by staff, the QA Unit, Policy, Training, or any 
other area of RCS. The Steering Committee is convened at least once annually and is comprised 
of the RCS Director and all Office Chiefs.  
 
Process Review Question Document Changes 
Instructions for complaints and for SODs were previously on different forms, one for each of 
the setting and program types.  After a full review of all of the instructions and information, it 
was found the questions are the same regardless of program (with the exception of 2 additional 
SOD questions for Nursing Homes).  
 
In 2018, the questions were incorporated onto one document for Complaints, and one 
document for SODs.  These were piloted during the 2018 review and were found to be more 
efficient. These documents were refined and will be used for the 2019 review.   
 
Statements of Deficiency Changes 
After discussions with leadership, it was determined that SODs will be completed as a separate 
review with consideration to the lessons learned in 2018. In 2019, following Lean principles, 
RCS QA will pilot the separate review of SODs and analyze the effectiveness of this change at 
the end of the year.   
 
Process Review Travel: 
Throughout 2018, the QA Team spent approximately $40,000 traveling throughout Washington 
to complete process reviews.  After discussions with leadership and our document 
management systems subject matter experts, it has been determined that this extensive travel 
can be eliminated by having files sent to Central Files and scanned into our document 
management system. Because RCS is moving toward a paperless system, the files that QA needs 
will be prioritized for 2019 and will be available electronically, thereby eliminating the need for 
extensive travel.  There is the potential that some travel may have to occur in 2019, however, 
this will be greatly reduced.  
 
In 2019, QA Process Reviews will be completed from the staff person’s primary office location, 
or the Headquarters office in Lacey, as frequently as possible.  At the end of the regional 
review, the QA Unit Manager and the Process Review Coordinator will travel to each region to 
provide each office with a preliminary exit conference.  Once each region has their results, a 
Statewide Exit Conference will be conducted from Headquarters and staff may attend in person 
or remotely. 


  







 


22 | P a g e  
 


Training and Transparency 
 
Training Focus  
RCS QA is heading toward the future with an eye for both training and transparency. Our 
mission as we forge ahead is to ensure all staff know what questions we are asking, why we are 
asking those questions, and how QA is reviewing and analyzing the questions.  During the 2018 
review cycle, QA worked hard to ensure staff feedback was incorporated into how we complete 
reviews.  Question development meetings were held to ensure everyone had an opportunity to 
understand why we ask QA questions and provide feedback. As we create our schedule for 
2019, information from question development meetings is being incorporated into our review 
process. This process will continue every year unless there is a change to the system. 
 
Training materials for QA Staff 
A written training guide outlining how to complete all phases of the Process Review has been 
provided to all QA Unit staff. The intent is to provide consistent information to ensure that all 
staff are completing reviews in the same manner and enhance interrater reliability.  
Additionally, this training ensures that extraneous work or errors are reduced with additional 
knowledge and clear instruction.  
 
Training for Supervisors, Managers, and RQICs on QA Reports 
A training guide and video were distributed to all those responsible for pulling reports from 
QA’s reporting tool (ALTSA Reporting). This guide provides details as to what reports are 
available, how to get to those reports, and what information the report will provide.  
 
Supervisory Reviews 
In 2019, supervisory reviews will be available in the QA Monitor Tool. Staff in quality 
improvement or supervisory roles were provided training materials so that they may review 
their staff’s work. Webinars are being held to review the materials with those interested in this 
training opportunity. RCS QA anticipates that 2019 will be a year of learning in this area and 
that as we move forward, leadership will determine requirements or expectations around these 
reviews. 
 
Standard Operating Procedures (SOP) Chapter 10: Quality Assurance 
QA published Chapter 10 of the SOP during the 2018 review cycle to provide clear policy and 
guidelines for our work. QA continues to implement standards and improve transparency.  
 
QA would like to thank everyone at RCS for the work you do each day to transform lives and 
ensure the safety and wellbeing of Washington’s residents. We continue to be committed to 
collaborating with everyone at ALTSA to ensure we promote and protect the rights, security, 
and well-being of individuals living in licensed or certified residential settings.  
 






