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i A ficensure survey was conducted June 28, 2011. &% A /

A randomn sample of two residents was selectad

 from a resident population of three women with MW&MMM
various degrees of disabilities. tntermediate Care Faciltios Division
890 North Capltol 8¢, N.E.
The survey findings was based on cbservations Weshington, DG, 20002

in the home, interviews with administrative
management, nyrsing and direct care sfaff, and a
review of resident and administrative records,
including incident reporis.

| 090 3504.1 HOUSEKEEPING | 080 3504.1
+ The interior and exterior of each GHMRP shall be The carpet will be professionally cleancd by...7-19-11  ~
. maintained in a safe, clean, orderly, atiractive, MTS intends to move out of this facility Lv a morc
: and sanitary manner and be free of : appropriato home for the individuals supported. The new
. accumutalions of dirt, rubbish, and objectionabile home has been identified and approved by DDS...7-12-11
odors. The Assistant 1 the Dircetor of Residential Services has

had his job description revised to reflect greater attention to
home environmental upkeep and vehicle maintenance...7-

tatite aviden i2-11
' ;:':.3 on mﬂ a; |nte~bcwed ;X G ' Effective immediately, the Assistant routinely andits home
CH erso " an . sroup environments and is responsible for proactlvc follow up on
ome for P ns with Intsllectuial Disabilities 4.l concems uncovered as well as preventive

(GHPID) failed to ensure the interior of the facility overse
was maintained in a safe and sanitary marner. ‘{lai“‘m“’ 74211

The finding includes:

Observations on June 28, 2011 at approximately
&:21 am., upon entrance into the faciity neveaied
the carpet to be heavily solled, In addition the

carpet in hallway and the dining room areas were

also heavily solied,

1189 3508.7 ADMINISTRATIVE SUPPORT | 189

" | Each GHMRP shall maintain records of residents
' funds regeived and disbursed,
R I e, Die o Wm
v ] (%) DATE
T OR'S QX PROVIDER/SUPPLIER R.EPRESENTA‘I% 7// / /
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! This Statute is not met as evidenced by:
. Based on staff interview and record review, the
group home for persons with intefiectual —
disabilities (GHPID) faileq to ensure a system had 3508.7 TTomTm o T ——
been implemented to maintain a complete of -
. mfﬁ"ﬂ of ’er:e'dm i?mg“gs' for two The $563.98 was Resident #1's contribution to lodging for
a residents . the vacation taken in Scptember 2010 (See: attached
: (Residents #1 and #2) evidence).., 7-12+11 - ¢ ‘
o The $264.97 was for a personal lap top that Resident #1
The findings include: purchased persone’ 1ap fop fiat Residen
: . . See: attached receipt)...7-12-11
1. On June 28, 2011, beginning at approximately ¢ &
. 3:00 p.m., interview with the qualified intellectual _The money orders totaling $429.09 was the total amount of
disabilitios prore_ssbna! {QIDP) and review of the the vehicle rental charges, $85.00 dollars was each person’s
; gﬁglegfa financial mwrc:zemé ltri:ale er coniribution (Se¢: attached documentation),., 7-12-11
1 : assisted Reslden 1l ng
' finmnces. - The $232.41 reflects monies not spend by all of the
individuals that went on the vacation. Resident #£2 was
revealed a withdrawal was made from her (Iszﬂl!l attached reconciliation and deposit information)...7-
I account in the amount of 563.88 on September :
} 15, 2010. Continued review of the resident's . . ‘
i finances revealad another withdrawal was made ecive 111 the Client Acoounts Manager will mest
o ty Manager monthly to insure all records of
on February 8, 2011, in the amount of $264.097, deposit and expenditare are
properly reconciled and
Ft_uiher review of the resident's financial records documented in a timely manper...8-1-1}
failed to provide receipts for the ' The CFO will audit the client account records quartetly to
Mmdmwalslexpendrh{res from Resident #1's Insure that proper reconciliation is occurring and will meet
personal account. This was acknowledgad with the Client Accounts Manager at minimum bi-monthly
:‘tmmly ;3'%1 th:1 QIDP on the sama day to review the status of client account records,.,8-]-11,
:16 p.m. : -
At the time of the survey, the GHPID faited to
ehsure a complete accounting of the resident's
personal funds by providing receipts regarding
the aforementioned withdrawals.
: 2. On June 28, 2011, beginning at appraximately
| 3:00 p.m. Interview with the qualified inteliectueal
 disabilities professional (QiDP) and review of the
resident's finencial records revealed that the
Health ReguRTion & Licenale ASMITAIaton
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GHPID assisted Resident #2 with maintaining her
finances.
Review of Resident #2's financial records
revealed copies of blank money orders that were
purchased on September 21, 2010 in the amount
of $426.09 and on September 22, 2010 for
$232.41 respectively. This was acknowledged
through interview with the QIDP on the same day
at approxdmately 3:20 p.m. Further interview with
the QIDP revealed that she had no knowledge of
why the meney orders were purchased.
At the fime of the survey, the GHPID failed to
snsure 2 complete accounting of the resident's
personal funds by providing documentation
regarding the aforementioned withdrawals.
1274 3513. 1(b) ADMINISTRATIVE RECORDS 1271
Each GHMRP shall maintain for each authorized
agency ' s ingpaction, at any time, the following L —— == -
administrative records: 3513.1(b)
descriptions eithec at the GHMRP or in a central retneyed and sre included with the survey. Each has file
office and made available upon request: ggfilcimclcs that they have been notified to comect by...7-
is Statuta evidenced The two other consultants reentioned work under Total
Based on bservation, nlarviow and reoard oars. WL bas contacted the DDS Support Coordinator to
review, tha group homes for persons with The HR depmiftmﬁ:;w f:sby-“' 72811
) . uriog that all staff
m:;nm :iismagil;ges (G:I:ésg failed {0 ehsure .and consultant files are full, complete and current at all
avaiabie fo inspeciion or four of . ol personne e copcerms and roscoety s e
N vE| s
professionl consultants providing services. g:;:l?:ltls when updat:ld mformation is needed. In thf'eml !
N » Tallure to respond to pevsonnel (e issues in a t I
The findings include: 3;“:2;% W:EI f:?un in disc]i?]jnarylfo How up for mmr:e y
@/ oW up with consultants...8-1-
On June 28, 2011, at approximately 8:30 a.m,, R
during an interview with the qualified Intefiectusa) |
Health Reg Adrmin |
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1271: Continued From page 3
. disabilites professional (QIDP) via telephone it

! was relayed that heaith certificates, licenses, and

- agreements for consulants would need o made
available for review by the surveyor. The fiés

_ were delivered to the GHPID on the aftamoon of
June 28, 2011, Review of the files at
approximately 3:40 p.m., revealed that files for 4
(four) of the ten {ten)consultants providing

. services 1o the residents at the GHPID were not

| made avallable as they were not among the files

; defivered to the GHPID.

H
137¢! 351910 EMERGENCIES

In addition to the reporting requirament in 3519.5,
. each GHMRP shall notify the Depariment of
: Heaslth, Health Facilities Division of any other
; unysual incident or event which substantially
. interferes with a resident * s health, welfare, living
- arrangement, well being or In any cther way
. places the resident at risk. Such natification shall
| be made by telephone immediately and shall be
foliowed up by written notification within
twenty-four (24) hours or the next work day.

: This Statute is not met as svidenced by

| Based on Interview and record review the Group
Home for Persons with Indlvidual Disabilites
(GHPID) failed to ensure unusual incidents that
interfered substantially with the resident's health
was reported immediately to the Department of
Heatth, Health Reguiations Licensing
Administration (DOH/HRLA), in accordance with
district law (22 DCMR, Chapter 38, Section
3519.10), for one of the two residents included in
the sample. (Residents #1 and #3)

The findings Include:

1271

1379

13519.10

iﬂwematallincideutmrepurwd in atimely
QIDPde wﬂiinslmﬂlatacallisnmdetooonﬂnn N
mceiptofsut:hdobwts.“?-ﬁ-il

Staff Salled to report the second ipcident {nvolving ﬂs::ﬂ'

rabbit bito in a timely manner 10 thelr management
and nursing (weskend staff). These staft members witl be

ro.trained by the QIDP on tinely reporting of sl incidents”
by...7-16-13
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i Review of the GHPID's incident reports on June

i revegled the sister contacied the police and the
- sexual aesault unit. Both units interviewed
Resident #1 in her sigter's home,

At the time of the survey, the GHPID failed 1o

- aforementionad incident within twenty-four hours.

‘their pel rabbit when she was bittan. Continued

i approximately 11:07 a.m. revealed the rabbit was
. quarantined for ten days. The incident was
‘ reportad 4 {four) days later,

!twenty-fourhouns.
Hexzkh Regu F Adriok

23, 2011 beginning at 8:14 a.m. revaaled the
following: '

1. On February 21, 2011 the direct cane staff
reported an incident inveMng Resident #1,
According to the report, Resident #1 reported that
she had been sexually assaultad while on a home
visit. Continued review of tha incident report

ensure the Dapariment of Heaith, Health
Reguiations and Licensing Administration
Division (DOH/HRLA jwas notified of the

2. On November 28, 2010, the direct care staff
reported an incident invoiving Resident #3,
According to the report, Resident #3 was feeding

review of the incident report revealed the resident
sustained four marks to her right wrist. Further
review of the report revealed the resident was
taken tn the emergency room.

Interview with the Qusalified Program Coardinator
and review of records on June 28, 2011, at

Tthe GHPID failed to ensure the Department of
Heaith, Health Reguistions and Licensing
Administration Division (DOH/HRLA was notified
of the aiorementionsd incident within the required
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1 405 3520.7 PROFESSION SERVICES: GENERAL

| PROVISIONS

Professionsl services shall be

programs operated by the GHMRP or parsonnel
em by the GHMRP or by arrangements
between the GHMRP and other service providers,
including both pubkc and private agencies and
individual practitioners,

This Statute s not met as evidenced by:

Based on interview and record review, the group
home for persons with intellectual disabilities
(GHPID) failed to ensure that professionat
services were provided in accordance with the
neads of one of three residents in sample.
(Resident #2)

The finding includes:

Observatign of the administration of medication
on June 28, 2011 at approximately 6:25 p.m.
revaaled Resident #2 received one drop of
Brimonidine Tartrate 0.1 % in each eye,
Dorzolamide HCUTimolol Maleate 2%-0.5%, one
drop instilled and Travatan Z Benzatkonium free
. 0.004% drops, one drop in each eye.

! Review of the resident's medical record on June
- 28, 2011, 3t approximately 12:56 p.m. revealed

' the resident was diagnosed with Glaucoma and -

| &/P Retina Detachment Repair and High Myopia

| and had been ssan by the Ophthalmologist on

| February 25, 2011. The Ophthaimologist

| recommended a follow-up in one month t© check

| glasses and eye pressures. Continued review of

" the record revealed the resident was notseen
untit June 2011.

interview with the facility’s Registered Nurse (RN)

. on June 28, 2011, at approximately 1:10 p.m.

1 405

Y)

35207

The RN will check the medical records monthly to insure -
that all consultation reports are reviewed and all follow up
recommendations are addressed in a timely manser...7-12-
il

The RN will meet with the DON monthly and provide a
person-specific report on the status of all recommended
medical follow up...8-1-11

MTS maintaing a central nursing office charged with
insuring that all needed medical follow up is scheduled ina
titncly manner... 7-12-11 -

STATE FORM
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The habiitlation and training of residents by the
GHMRP shall include, when appropriate, but not
be Himited to, the following areas:

{m) Financial management (including budgeting
and banking),

This Statute is not met as evidenced by:

Based on staff interview and record review, the
facility falled to ansure that resident’s wera
afforded the opportunity to take part In managing
their finances as required by this saction,
(Resident #1 )

The finding includes:

Interview with the QIDP on the aforementioned
date revealed Resident #1 attended a day
program that aliows her to display and sell har
paintings. Review of the resident’s financial
records on June 28, 2011 revealad a copy of a
payroll check (n the amount of $150.00,
According to the QIDP, the resident had a ATM
bank card and the facility's House Manager (HM)
wag resppnsible for assisting her with her
financas. Review of the residant's financial
records revealed she had $175.00 In overdraft
fees. The QIDP revesled the resident diki not
have any training in hanking and/or budgeting,

FORM APPROVED
STATEMENT OF DEFCIENGES PROVIDER/BUPPLI . (%3) DATE SURVEY
mg AR OF 1) e L ERGLA :2) MULTIPLE CONSTRUCTION COMPLETED
. NTIFICA V BUILDING
HFD12-0030 B WING 08/28/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
MULTI-THERAPEUTIC SERVICES, ING i B 20018
o ID SUMMASTY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION )
PREFIX | (EACH BEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG i  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
1405 Continued From page 6 1405
» revasled the staff is responsible for faxing
medical consults and the Licensed Practical
Nurss (LPN) is responsibie for wheduﬁng
: appointmant&
" Atthe time of the survey however, the GHPID
; failed to provide evidence that Resident #2
recelved timely follow-up aphthalmoiogy services,
I
[ 443 3521 7(m) HABILITATION AND TRAINING | 443

3521 7(m)

MTS will insure thet the overdraft problem is addressed for
Resldent #1 by...7-16-11

The overdraft clause of the account has been
eliminated...7-12-11 )
Resident #1 now has a money management program that is
implemented routinely by with the Facility Manager’s
support as monitored by the QIDP. .. 7-12-11

trabion
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Interview with the Qualified Intellectual
. Developmental Professional (QIDP) on June 28,
2011 at approximately 1:45 p.m. was conducted
;toasoerhininformaﬁmregﬂdingmyassmad
; in the area of money management for Resident
:#1 The QIOP proceeded to look for the
i resident's assessment, however, there was no
docurnantad evidence that Resident #1 had
. raceived a comprehensive assessment that
i outlined her current money managemaent skills
" and specific needs.

. At the time of the survey, there was no

1 documaented evidence that the resident had
i:&aivadanytraininghmmymagmﬂ
i skills.

FORM APPROVED
£01) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTION (X3) DATE SURVEY
IDENTIFICATION NUMBER: o COMPLETED
. A BUILDING
B. WING
, 08/28/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
809 40TH 8T, NE
T-THERAPEUTIC SERVICES, INC WASHINGTON, DC 20049

DU} ID BUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S PLAN OF CORRECTION o=
PREFIX (EACH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE

. DEFICIENGY)
1443 Continued From page 7 I 443

imcu;ﬁ’m & Licensing Adrministiation
STATE FORM

had TNRB11




