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W goe | INITIAL COMME

{s W 000

This recertification §
April 23 through Ap
initiated using the
random sample of
a residential popula
various degrees of;

purvey was canducted from

| | 25, 2008. Tha survey was
gndamental survey process, A .
6 cllents was salected from
jon of thrae males with

lisabiliies.

The findings of thiss
ahservations at the;
staff intervisws at b
programs, review o
records to include t
reports and policiad
W 124 483.420(a)(2) PRO
RIGHTS

ufvey ware based on
esidence and day program,
th the group home and day
clinicat and administrative

[ECTIONOFCLIENTS | w124

The facility muet a
Therefore the facility

sure the nights of all clients.

must inform each client,

a mingr), or legal guardian,

gal condition, developrnentsl
%, a’fiel‘ldant rISks of ) ! w124

p right to refuse treatment.

MTS hey developed standerd consent forms specific 1o
tae issue of consent for sedation vimations and for
Psychotrapic dru i regimens ax weil a3 one for medics|
§ not met as evidenced by: procedures wher: informed consent is required, The

& and record review, the QMRPs and nursing have been trained on their usp
ra that each cllant, parent or | - ;“‘fmm’" for all sueh situatione at s fime.
legally authorized p§rty is informed of the client's only sfter nformad copaen e 00 iplemented

medical conditions, [Hevelopmental and behavioral the guarding of CHent #1 mmmﬁfm
status, attendant rigks of treatment, and of the decision-making support persun for each pmm—y
right to refuse freatient for ane of two clients In suppocted who cannot provide infonmed conaent

1) themselves.., 5-33-08.

i sure Ciient#1 was
' and benefits of sedative
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S T By s 5Tazley

esterisk (") denotes & deficiency which tha Institution may be excused from comecting providing it is determined that
gjection to the patients. (See instructions,) Except for nursing hamas, tha fndinge stited above ure discionabla 97 days
2t @ plan of cotrection Is provided. For nursing homaes, the rbova findings and plana of comaction are disclosable 14

¥ are made available to the facillly. If deficiencies are cited, an appraved plan of camaction is requisite fo eantinusd
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o manage their finad
o do so to the extent

ial affairs and teach them
of thelr capabilitias,

This STANDARD is}hot met as evidenced by;
Based on observatig « staff Interview and record
verification, the faclif} failed to damonstrate that
clients were granted] iheir rights fo 3 thelr
financlal affaira and/g taught to do so to the
extent of their capabfities for one of twa cllents in
the sampia. (Client £2) .

The finding includes:

intarviaw with the Q ]
Professional an Apri)
3:30 PM, revealad

lified Mantal Retardation

3, 2007 at appraximately
it Client #2 was admitted on

February 4, 2008. THe QMRP further indicated

that the chent had anfindividual Support Plan
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UMMARY STAJEMENT OF DEFICIENCIES FROVIDER'S PLAN OF CORRECTION o)
X | EAcH DO S hETCIENGES PREFIX (EACH CORREGTIVZ ACTION SHGUWLD BE | cowbienon
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG caoss-mm:g I'rsa c‘ry}s APPROPRIATE
W 24 Continued From p gr W 124
medication prior to g Hministering it
Review of the medidation administration records
revealad that Client 1 received ativan 2 g on
December 4, 2007, fricrto a audialogy
appointment. The racord however, failed to have
evidence that the cilfnt's quardian was mada
awara and gava congent for Client #1 to recsiva
the medication priorkos Its administration, In an
interview with the Qalifled Menta Retardation
Professional (QMRH) on Aprii 26, 2008, at 10;00
AM she acknowledgpd that the Human rights
committee was infoifned of tha recornmendation
but the guardian wag not made aware 1o give
informed consent. .
W 126 483.420(a)(4) PRO =CTION OF CLIENTS W 128
RIGHTS o
The facllity must e ure the rights of all cdlients.
Therefore, the facllit§ must allow ind\vidual clients

FORH CMS-2067 (02-99) Praviaus Verslans

complisncs in he month
QMRP...S-SD-O!. bm
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"TAG | REGULATORY On b omes AMECEOED BY FLL "Tag . |  CAOSSREFERENGED T THE AeROIRITE | B
i DEFICIENCY)
W 126 Continued From pdie 2 W 126
meeting on Februagy 27, 2008
Observations and fiterview with the day program
staff on April 24, 24D8 at appraximately 10:30 AM
revealed that Clienf#2 participated in folding
pizza boxas, Tha Bilingual teacher at the dlient's
day program indicaed that after the cllent inftial
30 day meating, th§l client could potantially eam a
stipend based an hs wark production,
Review of the Cllest #2's clinical record revealed
2 Comprehensive Bunctional Assessment datad
February 2007. th§ assessment revealed that the
client could not idefjtify coins or make coin
combinations. Review of the allent's Individual
Program Plan (IPP] dated Fabruary 27, 2008 .
revealed no avidenfs that the faciity had
developed a progrgm objective based cn tha
money rmanagamel it needs identified In the
clisnt's comprehe jive functional assessment.
W 140 | 483 420(b)(1)(i) C ;ENT FINANCES W 140
The facility must establish and majntain A system
that assures a fult I d complete accounting of
clients' personal fufds entrusted to the facility on
behalf of clients. | Wi .
| ngcﬁ:’uc:mmmmﬂsmm' ace kept at the
This STANDARD & not met as evidencad by: :,’;,mh‘;m im:;lmﬁ;f o HRA. The QMRP
Based on staff intefliew and record review, the during the survey process a pe e 1 rodaced
Tacility failed to malh tain a systam that assuras a the Executive Director has mth.p‘mm: “;.,:
full and complete aficounting of cllents' personsl “aff member resg oasible for the maintepance und
funds entrusted to fha facility on behalf of two of updating of these records about insucing the samc,
the two dlients in sample. (Cliants #1 and #2) records will in the fikure be sont to ths home on
: dlywedmysurvcymiummayunbemiemd
The finding Inalude by the surveyor. .. 5.30-08
In an attempt to reyew the: financial records for
Clients #1 and #2 dn April 24, 2008 there were no

[
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W 140 | Continued From page 3 W 140
bank statamants avgilable. Interview with the
Qualified Mental Refardation Professiona|
(QMRP) on Aprit 25)12008 Indicatad that the bank
statements were Joclted in the main office and
wolild ba brotught tn. & facility for raview By ths
end of the survey, t ¥ bank statement were not
made available for rfview. It should ba noted that
the QMRP indicated|that only Cllent 1 receivad 2
monthly Soocial Secy ity Incoma (SS1). There was
no other maans avallabia for Surveyors {o assess
the expenditures and management of client's
funds.
w153 483.420(d)(2) STAFE TREATMENT OF W 163
CLIENTS y
The facllity must en yre that all allegations of wis3
mistraatme:tl; neglegt or abuse, as well as '
injuries of unknown DUres, are reportad — ich i i
immediately to the administrator or te other mm Directer, ';;sm m g':?::m.
officlals in accordands with State law through Consuitant, IMC/Corporste Consulient and Dirscior of
established procedufes. Nursing discusssd thie jmue st Jength in the May 21*
monthly texm meeting and using this survey as
cﬁumzdﬁnhmnhmmwnMMMNnmoHMww
This STANDARD ighot met 83 evidenced by; wotifications hiux boon noted aversl] bu some
Based on intarview, fview of unysual incidents, Bt o At w0 outlin o "’Umchﬁ?mhfm
_| and reviaw of medica records, the faclity falled to Shan T:omc can inm: :Im fimety notifications
ensura that all unusubl incidents including injuries :?:'mqmm including HRA, MTS"
of unknown origin welfe reported immediately to incident maoagement procedure will be modified. The
the administrator and other officlals according to GMRP of Len and each home will be made
district law (22 DMK Chapter 35, Section responsible for insuring that the IMC is notified
3519.10) for three ofjhe three clients in the- immedigtaly when incidests occur a3 apposed to
sample. (Cliants &1, 2, and w3 delegating this responsibifity to line staff as in the
* past. The RN will be respomsible for notifying the PCP
The ﬁndihgs indudF.'." whey issues involve phyaicul hoalth, Mudli.'ic_num in -
. umam&gnmmmgmmmﬁyg;:fmumnﬂh
i process
1. Review of the Incigant reparts on April 23, f.?b':‘ ma'_’f'.’:?& " i
2008, at4:30 PM rav @led an incident that L .
occurred on July 18, 3007 that documented
Clients #1 and #3 waga on a cammunity outing
FORM CMS-2667(02-35) Pravicus Versians Olborelc Event D: TMEY1{ FaciHy I0: 00GaT4 if continuation aheet Page 4 of 4a
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DATE

W 153

Continued From paga 4
where a by-stander Jis
observed hitting the|
an thelr clothing. T
the administration of

incident was not repg;

2. Review of the ingldent reports an April 23,
2008, at 4:30 PM rejealed an incident that
occurred on March 12, 2008 that documented
seovered missing from the
Rwas not reported to the state
1°, 2008, three day kater,

§ t0 an enlarged scrotum. He
received a sonograny et the ER and was
diagnosed with epidilymitls. The cliant was
treated and discharggd. On July 18, 2007 the
client was evaluatedloy his primary care physician
(PCP) noted the follbwing: “cantusion tesficlas -
and panls, supra-pu 'c. what calisad the trauma?
Why was | not notifid? where is ER sheet? Tha
PCP ordered that thd client ees the Urclagist.

In an interview with the Qualified Ments!
Retardation Professignal on April 25, 2008 at
approximately 9:30 AM, she indicated that
although the nurse infdicated that she notified the
physician, it was detdrmined that the PGP's
answering sefvice wis full and she could not
leave a message. ‘ :

There was no evide
clients scrotum was |
and the edministrato]
and District of Colum

that the conttision to the
bportad fo the stats agency
as required by thair policies
pla regulations, - .

W 153

The RN itr question for isaue #3 has beex: re trained by

the Dircttor-of Health to insure that she undersiands
mmcmm-wnﬁnmmmqmmmmmﬂm
PCP unti] reached when medical concems must be

Commuynicated. The Burse in question dmits not Eoing

beyommeinkhlphmnul'lmlhem when she

ﬁwndﬁcmmbnxlobumﬂ.ommdshr
reaching the PCP huve beon communicated and

dissemninated sitbough this is an isolmed Ingident and

notan mwgmhtm.s—ao-m
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W 154 | 483.420(d)(3) STARF TREATMENT OF W 164 '
CLIENTS
The fachity miust ha_ evidence that all alleged
viclations are thorowh hly investigated, ‘
| This STANDARD idlnot met as evidenced b
Based on interview fnd record raview, the facilily
falled to ensure thatfall allegations of abuse and
injuries of unknown prigin were thoraughly
investigated, for g Yot the three cliants (Cient
#1) that resided in th facility,
The finding includ
Review of the facilj iF incident reports on April
23, 2008 at appio Jately 4.00 PM revealad that
on July 13, 2007 Clidght #1 was taken to the
emergency room dud to an enlarged scrotum, He
recelved a sonogrard at the ER and was
diagnosed with epidifymitis. The client was
ted and dischargigd. On July 18, 2007 the
cliont was evajyate y his primary care physician
(PCP) noted the fol ng; “contusion testicleg
and penis, sUprs » what caused tha trauma?
hy was | not notifiefi? where is ER sheat?" The
PCP ordered that th lent sze the Urologist.
In an interviaw with ¥ Qualified Mantal
Retardation Professignal on April 25, 2008 at
approximataly 9:30 AM, she Indicated that
although the nurse jn licated that she hotified the
Physician, it was det fmined that the PCP's
answering sarvice wab full and she could not
leave a message.
There wag po 8videngp that the contusion o the
clients serotum was | estigated,
W 159 | 483.430(a) QUALIFIER MENTAL W 159
FORMCMS-QSHM) Previcus Versiong 0 .' Olate Event ID: TMEY1 Faclily 1D: 08G0rs It conbinustion sheet Pags Suf14
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P?E?‘ REGULATORY OR LS JIDENTIFYING INFORMATION) TAG céossaﬁensupg%l |T:?4 # APPROPRIKTE DATE
W 158 { Confinued From pag: 8 w159
" | RETARDATION PR .f SSIONAL
Each client's active 'Ii" tment program must be
integrated, coordina #d and monitared by g
qualified mental retadjation professional,
This STANDARD is fot met as avidencad by:
sed on observatiod interviews with the
Quelified Mental Retgrdation Professional
(QMRP) and record rliviaw, the QVRFP failed to
ensure integration, cqprdination and monitoring af
client's active treatmet regimen, Wisy _
The findings include: | The Director bos reinforced with fhe QMRD
: - Gy siop o o AR
Review of Client #1's fecord an Apri 25, 2008 at d for cach
approximatakly 9:15 AN ravealed thes the client g Th ":%%ﬁgﬁf.""’.” e by
had a self medication program to “Gat hia water medication objective. . 52008
to take medication with 80% verbal essistance Although this Is 0ot a cancem ¢
from staff " Review ofithe QMRP notas on April Executive Divector reminded sl QMRPs of
25, 2008 2t 9:30 AM fited to have evidence that fequircment in her May meeting with tho
the pragram was being) monitored, In an toem...520.08. ,
Interview with the QVIRF on the same day at I adcition, the Exceutive Directar will sudit pro
appraximately 10:45 AM, she acknowledgex that mﬁ%‘“&mm o ber mocthly mztings:
she had not been mar oling the cilents progress consideration.. 5.30.08. fles chocklists reflect this
In the aforementionedfpragram,
W 227 483.440(c)(4) INDIV) } AL PROGRAM PLAN W 2271 wny
The individual progra i plan states the gpecific The self was dape
ij&cﬂvas nmssa'y meet the c“anfs needsl . mﬁumally ﬁ:rChm#Zhs blﬂl made g formai
as identified by the cafiprehensive assessment g’;ﬂ""';}l’;“";m s now being rua...5-20-08
required by paragraphifc)(3). of this section, 30 W135 above. _
| This STANDARD s ng met as avidenced by:
Based on observation fstaf nterview and racord
reviaw, the facility failejl to ensure that an .
FORM CMS-2887(02.50) Praviows Versions ooel Evant I0: TMEY11 Facillty 10: 09G074 If coptinuation|sheat Page 7 of 14
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W 227 Continued From paga7 . w227

abjactive was devel ed to addrass-salf

madication training grogram Need as [dentified by

the interdisciplinary ®am (IDT) in the

comprehensive asadssment for one of the two

clients in the samplsl (Client #2)

The finding includes: _

On April 24, 2008 gt{f-21 PM, Client#2 was

vuserved being administered his Medications.

The Licensed Practiga) Nursa (LPN) preparad the

client's medications, fhe cilent poured 3 cup of

water and the nurse ‘andad the client the cup of

Medication and he c§isumed tha medication with

verbal prompts. Intefliew with the LPN indicatad

that the client did ne ihava a self medicating

Program. Review of | 8 salf medication

assessment dated F, joriary 26, 20008 on April 25,

2008 at 10:00 AM in Fcated that the cliwnt wauld

ofit from & modifigd version of a self

medicatian program. [Interview with the Qualifiag

Mental Retardation g lohal (QMRP) and

Registered Nyrse in ycated that the program

ablective had not bes} devaiopad,

Review of the Individ pl Program Plan (IPP)

datad February 27, zdas vealed ne pragram

goal or objective for the cllent to receive training
In self medication. C

- W 242 483.440(c)(6)(ii) INDIVIDUAL PROGRAM PLAN 1 W2421 w2
Tha Individual prograds ptan must include, for | Cllent #2 s newty sdmitted to the
those glients who fackithem, training In persana| ;":::; A tooth busking objective was sdded fo his
d i Program plan in May... 5-20-08, .

skllls essantial for privk and independenca In eddition nursing will ingars that StafFis amied to
personal hygiens,  dag hygiene, sewiﬂﬂu brushes jncluding; providing toueh up andor 4
bathmg.dresslng. grogming, and communication baushing support if nesded 1o innire His tecth

of bagic needs), until has been demonstrated thoroughly brush=d.,,6-10.03, R B
that the client Is devaldpmentzfly incapahle of R B

FRORM CMS-2557(0209) Pravies Versions Ohges Evart ID: TMEY 1 M continuatior] sheat Page B of 14
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W 242 | Conlinued From pagd g W 242
acquiring them. '
This STANDARD is fiot met as evidenced by:
Based on observatiod| staff interview and record
review, the facility failid to ensure that cllants
indlvidual program pigns (IFP} included training in
personal skills in bothlformal and informal settin
for one of the twa cfiefits in the sample, (Client
#2) ‘
The finding includes: -
During the entrance ynferance with the Qualified
Mental Retardation p fifessional (QMRP) on April
23, 2008 at approximgtely 3:30 PM revsaled that
Cllent #2 was admitteq into the facliity on
February 4, 2008.
On April 23, 2008, Clight #> Was observad with
stains on his tedh. Review of the clienVs
medical record revealgH & dental consuttation
dated March 13, 2008 ] The findings include
maderate and heavy cliiculus depasit on all tagth
quadrants, According fo the comprehensive
functional assessmentiiated February 2008
indicated that the clien ruqulrad assistance to
thoroughly brush his tapth. Review of the cliant's
IPP dated February 2772007 on Apdl 24, 2008 at
3:00 PM failed to identiffled a toothbrushing
program. _
W 249 483.440(a)( 1) PROGRA IMPLEMENTATION W 249 W
As 500n as the interdisg plinary team hag I iecd Clicnt #2 will &
formulated a client's indvidual program plan, implemensen by e 42 vl e
each client must recaivy a continuous active Client 42 is a new admittance who came without i)
treatment program cong sting of needed proper identificat on and as such, could not 2
interventicns and servidss in sufficient numbeayr library card. 'l'l_w‘swell.!s been addressed a1 thig poin
and frequency fo suppaft the achiavement ef the and his card will ‘% obtained by...6-1.08.
ORM CMS-2567(02-408) Pravista Verslons Evant I TMEY1Y Fn;ﬂl‘ly 1D; 00GoT4 I¥ continuation gheet Page 9 of 14
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RINTED: 05/14/2008
FORM APPROVED

NAME DF PROVIDER OR SLIPPLIER]
MTS i

FTREST ADDRESS, GITY, STATE. 2P CODE
4012 LEE STREET, NE
WASHINGTON, DG 20018

{X4) 1D
PREFE
TAG

SUMMARY
(EACH ORFICIENG
REGULATORY OR;

\TEMENT OF DEFICIENCIER
MUST BE PRECEDED 8Y FULL
G IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
© [EACH CORRECTIVE ACTION SHOULD BE
ROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)

Ip
PREFIX
TAG c

(%)
OATE

W 249 Continued From
objestives Idemtifi

plan.

ge 9

This STANDARD
Based on inlerviev
falled to ensure thy
interdisciplinary fel

t a5 soon as the

program plan, -i
active treatment s
and frequancy to g
objectivas identifi
Plan (iPP), for ona
the sampie. (Cliefit #2)
The finding includ

The facliity falied 1
evidenced beiow: ;

Intarviaw with the
Professianal (QM
23, 2008 revmaladi
tha facility on Febr
revealed that the
Habilitation Plan (If
27, 200B. Tha intd
that the client's Ind
visit the library ang
not heen Implemer
QMRP about the i
program. The QM

program would be jnplemented soon,

At tha time of tha i
ensure the progra
objective to visit
implemented.

in the individual program

s hot met as evidenced by:
ard record raview, the faciity

prm formulated cllent's individual

client received continuous
icas, in sufficient humber

pport the achisvement of the
I the individual Program

of the two cliants included in

implement Client#2's IPF ag

fualified Mental Retardation
F) and record review on Apti!
at Client #2 was admitted o
ary 4, 2008. Further intetview
Jlent had an Individual

P} mesting dated Fabruary
iew with the QMRP revealed
idual Program Plan (IPP) to
select reading material had .
ed. Tha surveyor askedd the
pplementation of Client #2°'s
P's responss was that the

ay the facility failed to
1o achieve the client's
% library had not been

W 248

FORM CMS-2657(012-95) Previoui Versiong Obaclete

Event 1D TMEY11

Facily W 08GOT4

If continuagian sheet Paga 10 of 14
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FORM APPROVED
MB NO. 0g 1
%2) ML TiPL g CONSTRUCTON ) DATE SUsvey '
A BUILDING '
““‘_
B, WING__

4012 LEE STRRET, NE
WAsHINGTON, DC 20019

Iz PROVIDER'S PrLay OF CORRECTION (K8}
! CORR SHOULD CoumLATION
/ PREFIX [ cR(gAcH ECTIVE ACTian &Er ..

/ STREET ADDRESS. 17, S1a12, 20 cope

TAG 'CED TG THE APPROPRY)
: DEFICIENCY)

W 263 483 440(n(3)ii) PROL RAM MONITORING 2 W 253
CHANGE |

jinsurs that these pograms waes

are conducted onfy w | informed See responses for WiZa above...5.30.08,
consent of the client, darents (f the cllent is )

intervantion technique,
behavigr modification df

During the entrance mn: Prance on Aprjj 23, 2008,
the Qualifiad Mantg Retirdati
(QMRP) indicateq that

ad a coyrt i
appeinted guardian tg ISt him in decigion
Making. Review of the jents record reveslad !
that he received Ativan 4mg priarto an

nt |
W 331 433.450(6) NURSING s RVICES W 331
The facllity must provide o) '

flents with nursing
Bervices in accordance their needs,

Bt as evidencad by;

|
I
!
1
i
i
i
: - o % Page 11 of 14
Evant ID: TMEY44 Fachly ID: 0yGo7e I continuation shaeT ag |
l !
* I
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May 23 0B 04:S6p oLy
DEPARTMENT OF HEALTH AN HUMAN SERvicEs FRLORM'A?&WES
CENTERS FOR IDs OMBNO, 06

STAT D - :
e Pﬂﬁﬂgrﬂgaéﬂegﬁggﬁs (X2) MULTIPLE CONSTRUGCTION (X3) DATE SURVEY
A, BUILDING
09G074 B. WiNg 12008
NANE OF FROVIDER OR SUPFLIER I STRSET ADDRESS, GiTY, STATE, 210 copx - W
MTs 4012 LEE STREET, NE
WASHINGTON. DG 20019
SUMMARY STA or (v} PROVILER'S PLAN OF CORRECTION o)
B ORRECT, COMPLETION
AU ATaRENeY BT DL TS| oBAGHE i M
, . ) DEFICIENCY) :
.
W 331 Continued From pagll 17 e
Based on obsarvatio interview and recorg
review, the facliity's nfirsas Taited to Inform the
primary cars Physleia tUmely regarding changes
in elient conditions, afe obtain Physician's orders
for medicatiog prior tg administeﬂng It for one of w33y
the two clients in the de mpla. {Client #1)
; I Sce fespionses for wisy
The findings include: | 2 Therewasa e, ordec
: Tailed ti transeribe ayyy g
1. Review of the faciiif’s Incident reports an Apri Naers {12 thmely magpse.
23, 2008 st approximafely 4:00 P revealed that harsing has et with the R g
Sy 13, 2007 Clienf#1 was taken tn e 2008 019080 50 immeq
Emergency room due P 2N enlarged scrotum, He
rBcsivad @ song ram & the ER and was The order is 0w rRnscribeg
diagnased with apidid - The dientwas Phyzician's orden will be audied
! tad and dischargedt On July 18, 2007 the they acourarsy raftect st med
client was evaluated b fhis primary care physician oo Proper diet presceribed for cauy person
{PCP) noted the folig ing. “contusion testicies ;{,‘P,,"h?",_hfn"&"s.ﬁm%-
2nd penis, supra-pubiclwhat causad fhe trauma? MOty incsting vy ;"&‘,{N"”Pgm”"‘“
hy was [ not notified Whara is ER gheet?” The e
PCP ordered that the clipnt see the Urologist Wi3|
In an interview with the JRualified Mengal The Lead RN has hoen ; recover the
Retardation Profession . I on April 25, 2008 gt booAng ER report includiog fofloy up with the
approximately 9,30 Anm, Ehe indicated that - ‘:u it neeessary..., . -
although the nurse indichited that sha notified 77 T30 the respenses for W33 . -
physician, it was detsrmfed that tha PCP'g
answering service was ] and she couid not
leave 3 Message,
2. During evening obsemvation op April 24, 2008
al approximately 5:45 p Client #1
obzervad wearing adult achive
undemyarments. Accordig to & Urolagy
consuitation report date, Pril 4, 2008, the ¢flent
Was prescribed the pa due 10 a positiva urins
culture obtainad on March 20 2003, Review of
the physician's orders on'lapril 25, 2008 at 9:40
AM failed to have evidengs that the PCP ordered
M CMS-2557(02-05] Pravious Versions Obaled Evant ID: TMEY#1 Facllhy & 0sGo7s It comtlnuation sneTx Fage 120f14
|
|
\
|
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X1 PROVIDER/SUREY,

IER/CLIA
IDENTIFICATION NUMBER: .

09G074

) MULTIPLE CONSTRUGTION
A BUlLDING

B. WING

FORM
MB NO,

bR ]

PRINTED: 05AH4/2008
APPROVED
0938-0391

NAME OF PROVIDER OR BUPFUER_
MTS

STREET ADDRESS, CITY. STATE, Zi# cops
4012 LEE STREET,NE -

WASHINGTON, DC 20019

X4) ID
A5 ,
TAG

EMENT op DERCIENCIES

D _ PROVIDER'S RLAN OF CORREGTION
PREFIX {EACH CORRECTIVE ACTION
TAG CROSS REFERENGED TO THE APRR
DEFICIENCY)

£m)-
COMALETION
BATE

W 331 Continued From 3

the med/cation,

the attention of th
conferefice. there
telephone order in

3. Review of the In
2008, at 4:30 PM re

2 e

Bccompanying the o

Mental Retardation
Nurse on April 25, 20

tha ER discharge racy

dgency as requireq by
of Columbia regutatioj
-| falled ta indleate that £
physiciar was notified

W 371

& information was brought to

2007 that documenteqd
gtained a "smar abrasion 1o
ifcldent further indicated that
pd. Review of the nursing
D8 at 2:20 PM raflecto <

phit that ha received g
tetanus injection. InMﬂws

§8 at approximately 1015
AM revealed nelther @

the clients ER vis]t wak

483.460(k)(4) DRUG f

The system for drug ap
that clients gre taught |
medieations if the inted
deiemines that selfay
is an appropriate objeg
dees not specify atherise

Cllity's nurse during the exit
S 1o evidence of 5 written or
record, .

Nt reports on April 23,
ealed an incident that

with the Qualified
fessianaland Registerad

MRP or RN couid locate
d. It shoy/d be nated that

Not reported to tha state
their policy and the District
§5. The medical records

e dlient’s primary care

lof the ER visit

w371

W 331

wa7y
Sez responscs for W 159 and w227

Facilly (0: 09GoTa i contnuation

set Page 13 of 14
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| ' - RINTED: 03M4/2008
DEPARTMENT OF HEALT AND HUMAN SERVICES FORM APPROVED |
CENTERS FOR MEDICA R & MEDICAID SERVICES ' B NO. 0838-0391 _j
| STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CL 7Y MULTiPLE CONSTRUCTION } DATE SURVEY 1
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER: | ﬁmms @ COMPLETED |
I i
09G074 B WING g4f25/2008 '
NAME OF PROVIDER DR SUFPLER STREET ADDRESS, CITY, STATE, 2ZIP CODE ;
MTS 40141 LER STREET. NE ) !
: WASHINGTON, DG 20019 :
o) 1o SUMMARY STAREMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF GOR & on 1
CH DEFIC] f By CEDED 8Y FLiL RE| (EACH CORRECTIVE ACTION SHOULD BE oM i
P$AE.FGK l{EEAGuHuToavENR & lgrEN‘IEFPYIRN!G mmnsm‘:mom F-mf;m ’ cncssmg% E?: crgeapmqpams oATE :
. . !
W 371 | Cantinued From pag W 371
ThﬁSTANDARDiﬁmﬂnunasmmhmmdbm _ :
Based on observati i, staff interview end record ' ‘
review, the facility alled to establish an effactive : i
system to provide g aining program for . !
self-administretion of medication for ona of the | |- - :
two clients included |h the sample. (Cliant #2)
The finding includes :
The facilfty faled teath Client #2 to administer of , g
participate in a self njedication program as :
fecommanded in his|self medication :
assesaments. . - i
During the medicatioh administration an April 24, ‘
2008 at 7:21 PM, Cli I #2 was observed i
recelving Atarax 25 ri . prepared and - .
administerad by the Hurse, Intarview with the
Nursa revealed that the clisnt was not invoived In
a sel.administration firogram. Obse ;
throughout the surved  revealed the the cllent was '
Capable of feading hifnseir without assistance and ;
following diractives b |

Evel I TMEYYY Feclily m: pdcaze If continuation $heet Paga 14 of 14
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P.10

|

INTED: 05M14/2008 |

i
|

FORM APPROVED |
STATEMENT OF DER IS " y - | G<h DATE SURVEY
AND Piasy o RRM'CE%% %1} .Pmﬁg’%ﬁﬁﬁﬁ-‘ fg |.::ULW"LE CONSTRUCTION COMNPLET
03ap74 & WNG 04/2512008
NAME OF PRNGVIDER OR SUPPLIER | STREET ADDRESS. CiTY, STATE, ZIP CODE
MT 42 LEE STREET, NE
s WASHINGTON, DG 20019
a0 SUMMARY STATEVENT OF DEFICIENGIES " . _PROVIDER'S PLAN OF CORREGTION )
CH DEFICIENCY WUST 22 pRECEDED BY RJLL ({EACH CORRECTIVE ACTION SHOULD BN COMPLETE
Pﬁ? a(sguurow OR LSE IDENTIFYING INFORMATION) TAG cnuss.REFmrzggEIg éme»mp TE DATE
1000f INFTIAL COMMEN 1600
This re-icensure sur 2Y was conducted from
April 23 threugh Aprili25, 2008. The survey was
inftiated using the f iamantal survey process, A
random sampla of tul residents was salacted
from a residential population of three males with
various degrees of diabilities
The findings of this Hrvey were based on
observations at the rqsidenca and day program,
staff interviews af hoth the grolp home and day
program, review of cilhical and administrafive
records to include the group home's unusya|
incident reparts and ghilicies.
1022 3501.5 ENVIRONMERTAL REQ /USE OF 1022
8SPACE
Each window shaj| Upplied with curtaing, ‘
shades or blinds, whigh zme kept clean, and in :
good repzir. | .
This Statide s not ma as evidenced by
Based on observation] the Group Home for 35015
Mentally Retarded b 1on (GHMRP) failed tg
Ensure that the blindsn the windows were in . The bltads will bo repiaced by.. 1.5
good repair. e :
The finding includes:
On April 25, 2008, banrung at 6:19 AM, an
environmental walk-thj bugh of tha interior and
exterior of the GHMR jrevealed the following:
Lhere wera broken loylers in the bilnds at the
window in Client #1 an #2's badrooms,
1090
TITLE X8) DATE
PPLIER REPRESENTATIVES SIGNATURE
Ao TMEY14 Irwnrmanmmt 10018
!
i
1
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p-11

f
], PRINTED: 05/1 412008
l FORM APPROVED
SNATEVENT OF DEFICIENCIES | | vty proviervstmmtmicy : PLE COn ON {X3) DATE SURVEY
AND PLAN OF CORREETION & TP GERICLIA X2 MULTIFLE CONSTRUCT COMPLETED,
. A. BULDING ,
_. 196074 8 WG 04/25/2008 -
NAME OF PROVIDER OR SUPFLIER STREET ADORESS, CITY, STATE, ZF CODE
' 4012 LEE 5TREET, NE
MTS WASHINGTON, bC' 20018
SUMMARY SEATEMENT OF DEMGIENGIES [} PROVIDER'S PLAN OF CORRECTIN &5
P‘:;‘E)FR (EACH DEFICIEN MUST BE PRECEDGED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE C['fg:;llEET'E
TAG REGULATORY ORJLSC IDENTIFYING INFORMATION) TAG cnoss-nsﬁansgﬂcglg To cT%E APPRTRIATE .
1080 Continuad Frem Pge 1 . I 1080 ’
maintained in a sa¥s, clean, orderly, attractive, 35041 |
andsanﬂarymanrandbefreaof _ . , '
accumuilations of girt, rubbish, and cbjectionable Tho list of repalr Issuos clted tnder 3504(1 has been

odors.

This Statute is nol
Based on observa
ensure the Interipr

|

1. The floor in the,
and dirty, i

2. Theventin the.
3. Tha molding

= Tgs
1

4. Dust was on the
facility.

3. The fop dresss
was off track,

6. There was dust,
bedroom "

7. The window sill |

residue on it

8. The full bathrooq

8. The vent Screan
grease build-up on

met as evidenced by:

jon,

'land exterior of the GHMRP

jo safe, clean, orderly,

» 8nd sarftary mannar and be frae of
rt, rubbish, and objectionabis

The findings Include:

Tloer boards throughout the

tdrawer in Client #2's room

build-up on the caul

the GHMRP failed to

f-bathroom was cracked

alf bathroom was rusted.
nd the b was biack,

the windowsill in Cliant #2's

the kitchen had a sticky -

had a blaek substance
ing (possibly mold),

shared with thmmmwﬂm&mmﬁll
um@ﬂuwﬁnﬁﬂhuimuubm:hhh

service by...6-10-08,

‘l‘h:QMRP hpnﬁpm dlchonc_ staff reievant
upkeep cancerns pn

chares implementad with steff suppost. ., 6-15-08,

salth Regulaton Administration
STATE FORM

TMEY11

: .
¥ continuallon sheel 2of 18
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VAL

fl PRINTED: 05/14/2008

FORM APPROVED
STATEMENT ()F DEFICIENCIES | X3} DATE SURVEY
AND PLAN OF ComaatENc 1) l;%gﬁgiwacg 2) MULTIPLE CONSTRUCYION ‘ ComPLETED
A. BUILDING ,
. 1
09074 5 wina 04/25/2008
NAME OF FROVIDER OR SUPPLIRR) : STREET ADDRESS, CITY, STATE, 2P CODE )
M ‘ ' 4012 LEM STREET, NE
Té WASHINGTON, DC' 20019 .
X4 ID SUMMARY STINTEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF GORRECTION CW
CH DEFICIENGY. MUST BE PRECEDED BY FULL REFIX EACH CORRECTIVE ACTION SHOULD BE LETE
"‘T‘Ef.“ ntggumronv ORYSC IDENTIFYING n%&umom Fma cn‘oss-ns;easucenmme APPROPRIATE 'OATE
- : DEFIGIENCY) .
* 1094 3504.5 HOUSE HEPING 1094
Adequate and ap pyopriate storage shall be
provided for each {pod item in accordance with §
3502.17, each piege of cleaning equipment, and
each supply, utengj), linen, or other household
Ttem, .
X . 5045
This Statute (s nol|met as evidenced by:
Based on observajjon, tha facillly failed to enaura The RN will train the
adequate storage fvas provided for food ftems, Peoner Siorage of vares o S0 members an

Toods and drinkes. ., 6-10-08.

The finding includds:

n of tha kitchen on April 25, .
cly 9:19 AM, a bottie of lemon
e in the cabinat Jocated over '
Nspection of the botile . R
} been opsnad (no date ) and , |
jpottie indicated the contants I
ed after opening. The ' '
Lght to the atbention of tie
house manager, | ’

!185{ 3507.4(c) POLIC 3

The manual shall i
procedures for at |

AND PROCEDURES } 165 . ' S

(c) Heaith and safa
fetion control, medication, and 35074 (c)

Attached are copies of MTS” Ppolicics addressin

) client death and owr End of Life pqu...5-26-o§.a
et as evidenced by: .- T ‘ "‘

nd record review, the
sure a policy on

include trauma and death,

This Statute is not|
Based on interview }:
GHMRP fajled t0 e
health and safety

alth RagukaBan Adminigtration
" STATE FORM

s TMEY11 If conmuason shast 3 of 18
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PRINTEL: 05/14/2008
FORM AF'FlROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

) PROVIORR/SUPPLIER/CLIA
{ DENTIFIGATION NUMBER:

B WING

(X2} MULTIPLE CONSTRUCTION
A BUILDING

(%3) DATE
c

08Gor4

MTS

"NAME OF PROVIDER QR SUPPLIER

4012 LEE STREET, NE

STREEY ADDRESS, CITY, STATE, 2IP CODE

WASHINGTON, b 20013

SURVEY
OMPLETED

L

04/25/2008

{%a) 1y
PREFIX
TAG

SUMMAKY STA

(EACH DEFICIENCY MIEST
REGULATORY OR LS DPENTIFYING INFORMATION}

ENT OF DEFICIENCIES o
BE PRECEDED BY FULL FREFIX
TAG

PROVIDER'E PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD ap
CROS3 REFERENCED YO THE ARFROPRIATE
DEFICIENCY)

GONI:”I‘.JETE
DATE

1165

i 184

The finding Includes: -

and procedures man

survay.

1185

agency or the rales @
licensee is notan ag

This Statute is not my
Based on review of thi
manual and request o
GHMRF failed to pro

depicting titlas and

The finding ingludes:
An organizational ch. (
enirance conference ¢

AM. This surveyor
the organizational ch

3508.5(b) ADMINI

Each GHMRP shal] he
that shows the follawir;

(b) The persannel in cl

components;

Hearh Regyl

Continued From pagd 3

fnterview and review af

revealed the GHMRPifailed 1o
include death of a resjdent at

3508.5{(a) ADMINISTRATIVE SUPPORT

Each GHMRP shall hive an ofganization ¢chart
that shows the followifig:

{a) All major cnmpoh Ants of

dbonsibilifies. :

% not provided 4 copy of

{ATIVE SUPPORT

1188

the GHMRP's policies
| on April 24, 2008
have a paliey to
the time of the

RE:*

the administering
ndividuals wieh the

ey

as evidenced by:

policy and procedures
management staff, the

€ anh crganizational chart

was requested at the
April 24, 2008 at 3:00

I 185

@ ah organization chart

rge of the program

3508.5¢a)

A copy of the MTS organizational charis hae been
faxed to HRA.. . 5-15-08.

The neganizarional chart is in the home policy manual,
The exccutive Director reinforced this with the QMRP

in their most recent mansgument meeking...5-22-08.

STATE FORM

dlon Agministiaton

TMEY11

¥ conlinuation sheel £ of 16
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p.14

-

PRINTED: 05/14/2008

! FORM APPROVED
STATEMENY OF DEFICIBNGIES " | ¢ DATE sURVEY
AND SLAN OF ¢o, : TION i 2.3 }] ;;Rmmw P2} MULTIPLE CONSTRUCTION COMPLETED
NI Nune A BUILDING
- 03G07a B. WING 04/25/2008
NAME OF FROVICER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP CODE
MTS y 4012 LEE STREET, NE
WASHINGTON, D& 20019
SUMMA| TEMENT OF DEFICIENCIES FROVIDER'E PLAN OF CORRECTION o)
P(:‘é)r!g( (EACH DEFIII:IY G MUST BE PRECEDED BY FULL pg'.%.x {EACH CORRELTIVE AGCTION SHOULD BE CoOMPLEYE
TAG REGULATORY OR)LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEPICIENCY)
1185| Continued From , ge 4 188"
This Statute is o met as evidenced by:
Basad on recerd mview, the GHMRP falled to
have an organizatpn chart the showed tha
personnei in charge of the program componants.
The finding includ s:_
There was ne org anatfon chart that listed the
personnhelin charg * of the program components,
1185 3308.5(c) ADMINBSTRATIVE SUPPORT 1186 .
Sach GHMRP shal have an organization chart s
that shows tha follpwing: . . 083 ®), (. nd )
‘ See rusponse for 3503 5 above.
{c) Th_e categoriegland numbary of supportive ‘ S
and direc! care s T and...
|
This Statute s nof met as evidenced by:
Based on review of the policy and pracedures
manual and reque jt of managemeant staff, the
GHMRP failed to rovide an organizational chart
degngﬁhng categorigs and numbers of supportive
and direct care stajy.
The finding includ
An organizational ghart was requastad at the
:Rﬂtra?ﬁg conferange on April 24, 2008 at 8:00
- This surveyor
the arganirationa] g |
determine the catel;
supportive and d
1187 3508.5(d) ADMINK t 187
Each GHMRP sha]
that shows: the folidwi
Heaith Regulation Adminiairaton
ETATE FORM -

TMEY1

IF tantinuation sheet & of 15
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Tt mr i m varww aemih 4 XD s o Wz
f PRINTED: 05/14/2008
g FORM APPROVED
STATEMENT OF DEFCIENCIES : (X3) DATE SURVIY
ANO PLAN OF CORRECTION 1 Iggﬂw;}neg%gr:#uﬁg? :‘? ul::;:I;LE CONSTRUCTION COMPLETED
03G074 - 8. VNG, 04/25/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
’ 4012 LEE STREET, NE
MTS WASHINGTON, DG 20019 ,
X410 SUMMARY STATRMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 5t
CH DEFICIENCY NEIST BE PRECEDED BY FULL REFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
F#EEK ngEguu-m%v OR IDEN‘I'IFYIREE INFORMATION} F-:Eg CROBS-REFERENCED TO THE AFPROPRIATE DATE
‘ DEFICIRNCY)
1187| Continued From pagh 5 1187 '
{d) The lines of authgrity. ‘
This Statute is not rjst as evidenced by:
Based on review of the policy and procedures
manual and requaest fnades of manegement staff,
the GHMRP failed toprovide an organizational
chart depicting the lies of authority.
The finding includes;
An organizational chiirt was requested at the
entrance conferencajon April 24, 2008 at 9:00
AM. This surveyor [As not provided a copy or
the organizational chrt throughout the survey {o
determine the lines df authority,
1188 3508.6 ADMINISTRETIVE SUPPORT ' 1188
Documentation that jervices hava been providad
a3 requived by each jesident ' s Individual 3I508.6
Habilitation Pian inclgiding contracts, vendor
agreamants, recaip | and paid bills shall be Clicnt #2 i3 2 new admisance. Foliow up with his day
available for review By authorized regulato Program to esblish an agrecrnen .
parsonriel, 1 9 _ Y W,,, 61-08 g T with MTS will be
This Statute Is not njet 2s evidenced by: |
Based on Interview dhd record review the
GHMRP falled to enfure that contract for outside
services are on file ffr the regulatory agency's
| review,
The finding includes
Interview with the QHIRP and a raview of the
avaflahle outside coftract on April 24, 2008 failed
to show avidence of iny contractual agreement
for the day program4in which Resident #2 attend
Health Reguiation Admlmm'lk.m
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The finding includes:

Review of the person

been reviewed.

annually thereafter, s

would allow him or he|
duties.

facility failed to achie
. regulations partaining
Chapter 35, Section 3

The finding Includes:

falled to provide evidd
Staff (Staff #3, #5 andi
1208 35096 FERSONNEL,
_Each employee, prior,

certification thata h e
performed and that th

This Statute is not me
Based on interviews g

el files onr April 24, 2008
ce that two direct care

y 1206
0 employment and

Rl provide a physician * s _
Jth inventory has been
employee ' s haalth stajus
to perform the required

as evidencad by:
pd record review, the
t compliance with Stata

fo heaith (22 DOCMR
§09.6).

FORM APFROVED
STATEMENT OF SEFICIENCIES i {X3) DATE SURVEY
AND PLAN CF CORRECTION 1 EROVIDERISUPP ICLA (X2) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING
09G074 8. VNG 04/25/2008
NAME OF PROVIDER OR SUPPLIER STRERY ADDRESS, CITY, STATE. ZIP COUR
MTS 4012 LEE STREET. NE
. j WASHINGTON, D¢ 20018
) 10 SUMMARY STATUMENT OF DERCIENCIES D PROVIDER'S PLAN OF CORRECTION o)
REFTX FACH DEPICIENCY NUIST BE PRECEDED RY RULL {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
ng R(EGULATCIRY OR LEQJIDENTIFYING INFORMATION) P?EE' X CROSS-REFERENCED TO THE APPROPRIATE DATE
y DEFICIENCY}
{203 Continued From pég 6 1203
1203} 3509.3 PERSONNE ] POLICIES 1203
Each supervisar shall discuss the contents of Jab
descriptions with eac| employee at the beginning
employment and at | gast annually theraaftar,
This Statute Is not mt as evidenced by;
Based on record revipw, the GHMRP falled to 35003
provide evidence thaflthe supervisor discussed .
the contenta of job degeriptions with sach The uﬁm:;’—'za-us igned job descriptions ars
smployee at the begiy ning of their employment mmsliué" il .
: estublished tracking for alt
and annually thereaft: ir. Ble concerns and 2 notification ﬁnmm fornp;t’:nm

insure proactive follow up...6-10-08.

Heaith Regulation Admiristration
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STATEMENT OF DEFICIENGIES IERICUA MULTIPLE CONSTRUGTION P2} DATE SURVEY
AND PLAN OF CORRSETION 0 ﬁ%ﬁmm f_e:wm e COMPLETED
09G074 - — 0412512008
NAME OF PROVIDER OR SUPPIUGR | | STREET ADDRESS, CITY, STATE, ZIP CODE
‘ 4012 LEE STREET, NE
MTs WASHINGTON, DC 20019
04} 1D BUMMARY OF DEPICIENCIES o PROVIDER'S PLAN OF COI )
EACH DEFICIENCYIMUST BE PRECEDED BY Ryl PREFIX {EACH CORRECTIVE ACTION SHOULD BE
vy REGULATORY OR LYC ICENTIFYING INFORMATION) e cmsﬁ-mmgli APPRCPRIATE DATE
1 206{ Continued From padie 7 [206 '
The State regulatony agancy conducted a review
of personnel recordf on April 24, 2008, at which :
time thare was no effidance that four diract care ;
staff (Stalf #2, #4, 4 P and #6), psychologist, |
social workar and sj yaech pathologist had a ;
currant health cer !I-». te. :
1227| 3510.5(d) STAFF { AINING 1227
Bach trainiing progrgm shall include, byt not be ‘
limited te, the follg ' q: Is16.5 @) _
" ' . Sen the aftacheq fopics of CRP ;
{c) lnfech?n cor‘m'ol; r staff and residents; ::;nﬁ fons for The st %{z;ng
This Statute Is not fhet as evidanced by: crvies theseutr Crialon and per the expivaion |
Based on record jew. the GHMRP falled to specific basis. Staff for m us ";"m’: "h:""‘
?;v: "?; ;“l;’:a f:r revigqw current training in First Aid llcmal.ly expired vl recoive updated training hy... 6.
The findings includ
On April 24, 2008, rview of personnei -
records/tralning recdrds revealad that ona of the
11 direct care staff Had current First Ald
certificiates and fouglof the 11 direct carg ataff
had current CPR s, o
1379 3519.10 EMERGENCIES 1379
In addition to the - ng raquirernent in 3619.5,
sach GHMRP shall fotify the Depastment of
Health, Heaith Faciijles Division of any other
unusual incldent or dvent which substantiall
interferes with a resfent s health, welfare, living
drrangemant, wall bjjing or In shy eothar way
places tha resident g risk. Such notification shall
be made by telephofe Immediataiy and shafl be
followed up by writtsth notification within
twenty-four (24) houdss or the next work day,
HeaR: RegUtation Adminisiration
STATE FORM
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FORM APPROVED
| ;
STATEMENT UF DEFICIENGIES
AND PLAn OF CpCIENG: B P ROVIDERISUPPLIERIGLA (X2) MULTIPLE CONSTRUCTION O T aVEY
A, BULDING
096074 B Wine 04/25/2008
HAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE. ZIP CODE
MTs : . 4012 LEE STREET, NE
, : WASHINGTON, DC 20019
(%] I SUMMARY STATEMENT OF DEFKAENGIES o PROVIDER'S PLAN OF CORRESTION )
PREFIX (EACH DEFICIENCY MUST BE FREGEDED By FuLL PREFX (EACH CORRECTIVE ACTION SMOULD BE e
TAG REGULATORY OR tC IDENTIFYING INFORMATION) TAG . mmmm c'r;c)e APFROPRIATE DATE
1379/ Cantinuad From o e 8 1378 }
‘ 1519.10
MIS Management team Which includes the President,
This Statute is nat fnet as evidenced by; Cmmmnf'“" Q%mg"' iecta Corporste
Based on record refiew, the Gavarning Body Nursing discussud gor “,;‘m"““, [ aad Director o
failed to ensure Its ncidant Management Systam m..'.ﬁim mecting and using this m? &
Policy and Procedufes were followad with evidence of tho Isse, fmy termas of timedy
regards to incident [eporting services of law sotifications has beon noted overa(} but seme
enforcement or e 1roency personnel by a stait , probiems persist ag by the IMC. To insure
for three of the thres) residants in the facillty. s MIC is munediately notfied when imcidents
(Resident #1) ~ ovcur so that she can isure timely notifications
' :gzzmmewz:““mmmm%ﬁ?hns. ’
, . ' procedurc wi odified
The finding inciy Qmprl:-;t&Iilhdmmwillbem':e ' The
. . responsil) suring MC; i
1. Revisw of the ingident reports on April 23, immediately when incid::: :Jhc:ur;f m
2008, at 4:30 PM ralraz ad an incldent that .  delegating this respousibillty to line staff as in the
occurred on July 18] 2007 thet dacumented | Pest. The RN will he responsiblz for notifying the PCP
Residents #1 and #§ wera on 5 community outing L e fsues tavolve physical heaith. Modifications fn
hﬂre a bY"slﬂnder dn md “‘at mwas . . thie mnz g“dﬂhnﬂs. WMW ad h'a.iuing ofthe
observed hitling theftesidants in the head ang ﬁu“b':t odfamd | the now process
puuir:?e gr:b m;g dg ing. Theincident was | compictcd by,
repol Bdministration on July 20, 2007, i i i ained
however the inciderd was not reporied to the Zt’ﬂﬁﬁ?ﬁf’ J’f:ﬁf mh:s::e:a u;f: . >
. erstands
state agancy unti| ARgust 4, 2007. - that she must con opions 1y contect (e
:- PCP untf! reached when medical concerns be
Z Review of the Ingjdant eports on April 23, communjcated. Th qnu:;n lﬂmi?;“:r:tguing
2008, at 4:30 PM refealed an incident that feyond the iniéal phane call o the PP win she
occurred on March 42, 2008 that documented mﬂn?mme?c? basx o b full. Crher methods for
Resident #2 1 5] ; °mmunicated and
fadlft: e ;';:;:: fiﬁiﬂpﬂ;ﬁ% f:ﬁ?;ﬁ?e discaminated alibough thiz is an isolazed incidont and
2gancy until March 15, 2008, i it SR problen... 530,08
The lssuey of untlm Y réporting of incidents to !
the state agancy wag discussed at tha axit ;
conference on Agril 5. 2008 at 11:00 AM.. . :
'| 3. Review of the inclitent reports an April 23
2008, at 4:30 PM revbaied an incident that
occuired on May 13,]2007 that documented i
Resident #1 fell and $ustained a“gmay- abralsion |
Healt Reguiation AGTIsTaton ' l
STATE FORM e TMEY11 |
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FORM APPROVED
SYATEMENT OF DATE SURVEY
AND PLAN OF com%m o lﬁ";ﬂ}”.?,ﬁ'%%ﬁ",’;ﬂ% (2 MULTIPLE GONSTRUCTION ol COMFLETED
' A BULLDING
oRcarTs . Wiia 04/26/2008 .
NAME OF PROVIDER OR SUPPLIER { STREET ADDRESS, C1TY, STATE, 21P CODE
4012 5 » NE
MTS wmi:iﬁ%sro-rﬁ.ansé 20019
- Oy ID SUMMARY STATEMENT OF DERCIENGIES 0 PROVIDER'S PLAN OF CORRECTION 0
{EACH ¥ H CORRECT TON SHOULD BE COMMLETE
P';EE“. REGULAQFEF'R?:‘E% ! ?fenﬁ&nnueg ﬁﬁ%ﬂm%um Fﬁaﬁx céacs-narmcuwf rﬁus» PRIATE DATE
: DEFICIENCY)
13791 Continued From pagle o : 1379
to hie right arm. “Thi incident futher indicated that
first aide wag providld Review of the nursing
notas on April 24, 2808 at 2:30 PM reflected g
note, dated June 1, 007 that documented the
resident was taken f the emergency room (ER)
on the brevious day secondary to falling while
frying to get out of hie whesichair. The nurse
documented that thy client had a laceration to his
right elbow. On Ju ¥ 2, 2007, the nurse
documented that the resident returned from tha
ER without sutures fiut was informed by the staff
accompanying the rsident that ha recelived a
tetanus injectian. Inflan interview with the
Qualified Mental R, frrdation Profassjonal
(QMRP) on Apil 25‘2008 at approximately 10:15
regarding the refiidents ER visit, she '
indicated that she not aware of the ER visit
The faciiity's Registdred Nurse was not avaliable 3523.1
at that ime. Whan skad to see the FR Wiso
the QMRP was unadle to produce it. It should be
hoted that the residghts ER visit was not reported The Executive Dincctor hes rei with the QMRP
o the state agency. ! that she must review progress on i
Tormally sdopied by the ]D'I'_lbr_ :l;r;:xﬁ . by
dh including self medication o 3 Tun
I 420 3521.1 HABILITATION AND TRAINING 1420 o QMRS began v ot
Each GHMRP shall firovide habiiitation and At Seclive.. 52008, ro, the
training to its residerfts to anable them to acquire Executive Director reminded 8l QNSRPs of this
and maintain those ffa skills needed to cope requitement in her May meeting The Management
more effectively withflve demands of their " twam...5-20-08.
environments and i¥achieve their optimum Javels In m thﬂmmiyu D_irt:tcr ﬂlmlt;dit P:;ns:n
; A i tation and review in her sonthly me
of physical, rm.fntal d social functloning, m oy . QMRP duties ists reflect this
This Statute is not rget as evidencad by Considemtion...5-30-08
Based on observatio » IMterview and record w227
review, the GHMRP falled 1o brovide habliitation
and training to its rediden would enable The self medication process that wils being done
them to mequira and naintaln (ife skills needed to informally for Client #2 has been a [oemal
<cope whh their anwi ments and achiave program objestive that is now being nun. . 5-20-08,
;thimum levels of pijysical, mental and soclal See also W159 above.
unctioning for one of the two reisdents in the —_
Health Regulaton Adm isiration
STATE FORM i conBinuation shest, 10 of 15
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PREFIX
TAG

1420

resident would beng

Qualiﬁed Menhl Ralg
(QVRP}and R

training in salf medieg

The habilitation andt

This Statute is not
review, the GHMRP

Health Ragaaton

STATE FORM

Cantinued From pagy
sample. (Resident

The findings include: |

Cup of medication and,
Mmedication with verbg
the LPN Iindicatad th 2|
a self medication progra
medication agsessma

on April 25, 2008 at 14
a self medication prog

egisterg
program objective had not bean

ary 27, 2 '
gaal or abjective for #i Resij

GHMRP shail inciude,
be limitad to, the follo ing areas:
(c) Personal hygiang (§
shampooing, brushingj
care); !

h

2 a5 evidencad by:
Based on obsearvation

Bjed to ensure residents

were affactively trained|in toothbrushing for one
™ :

PROVIDER'S PLAN OF
(EACH CORRECTIVE ACTION SHO
CROSS-REFERENCED TO THE APPR,
DERICIENCY)

RIATE DATE

10 1420

(27 PM, Resident #2 was
lstered his Mmedications,

[ Nurse (LPN) prepared the

'i the rasident poured 3 cup

f handed the resident the
ha consumad the

| Program Plan (PP

5 revealad no propgram
ident #2 to.receive
adminsiration.

N AND TRAINING

dining of residents by the
hen apprapriate, but not

|
jon

ciuding washing, bathing,
eeth, and menstrug)

nterview and recory

Qiml#!ism!yldnﬁmdmﬂn
2008). A tooth brushing objectiva wag agde

35217 (e

w242

Programn yian in May...5.20-08,

In addition nurshig will insnre that staff js tyai

i ﬂna{iaily.rmnhebui. en
brushing support if nesded to insare hig 1
thoroughly bmshad...é-lm.

Progrum (Manch

d to his

)
he
direct
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oo SUMMARY STATHMENT OF OEFICIENCIES [+ PROVIDERCS pran OF CORRECTION OB
EACH DEFICIENGY BE PRECEDED BY FULL CORREGTIVE ACTION 5H CONPLY
L = U e i TOTEAPROMATE | OMUT
DEFICIBNGY) ‘
1432 | Continued From pagd 11 1432
of tha two residents ifudad i the sample
(Resident #2) -
The finding includes:
During the entrance ';i 2rence with the Qualified
Mental Retardation Priyfassgions {QMRP) an Apr!
A 8t epprox; dely 3:30 PM revealed that
nt#2 was ted into the facility on
March 2, 2008
On Aprl 23, 2008, R nt #2 wes obearved
with brown staing on t=eth. Review of the
residient's medicsl rac, revaciod a dantal 35217
consultation dated Mafth 18, 2008, The findinga 70
include modarate and fles caleulug daposit on Wisg
all teeth quadrants, . A, rdingtbiha )
comprehensive functc Bésossment dated The Bxecutive D )
February 2008 indicatig thatth?y r:sidan':l Chat she ot et P83 Pirced wath the QuqRp
required assistance to fhoroughly brush s toath Tormally adopieq
Raview of the resident§ Individual Program Plan -fnz by:cﬁ'm s run by
{IPP) datsd Fedruary «¥, 2007 on April 24, 2008 . Dursing, The QMRP reviewing the
at 3:00 PM falled to idetifiad o toothbrushing | medication m?’bj’:cﬁvc -5-20.08,
program. : Althongh Rot & concem clycwhere, g
_ z?uwmmmma_-n QMRPs qf this
1438 3521.7() HABILITATIYY AND TRAINING 1435 ... 5 70.gp, " o8 With the Banagerseny
| In additi the Exzeutive irector will auds
The habilitation and trefting of residents by the ingplem‘?&su..mmimuin her i
SHMRP shall include, when approgriate, but mot wrih S4ch QM. QMRP duries et iy (408 Thia
be limited to, the foliow 0 Areag: congideration. .. 5-3{4g_
(f) Health care (includi ¢ =Kl relatad to nw. wazy
u3e and self-administr;ilfion o medication, .
aid. care and use of prajthetic and orthote ?""’ﬁ "‘fll‘“ﬁm mmm being gone
| devices, praventive he: 1{ cara, and zafely); g':ﬁ""{’jh‘"" that s pe bl n:" n- 3 . |
Thic Statute s not me: e avitenced by: ¥ W58 sbove. |
Baced on observation, iiterview and r;con! o I
raview, the Group Ha entnilly Rebardag -
Pareons (GHMRP) failng to ensura the ' J
Rt Reguiation Adniniesaion ——— : '
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habliitation snd trainir &
of self medication for §
the sampie. {Resider

(438 4

#2)

bif medication

2008 at 7:21 PM, Resk
faceiving Atarax 25 my
administerad by the
nurse revealed that thi
in & seif-administratiody
troughout the survey gevealad

was capable of fecding himself without
assistance and followtd

prepared and

1437 3521.7(g3 HABILITATI(
The habiiitation and tr:
GHMRP shail Include,

: Sppropriate,
be Tirnited to, the falovA '

| ding language

to reidents in the domain
@ of the two rasidents In

Resident #2 to administor
edication program as

administration on April 24,
it #2 was obsarved

[ directives by staff.

# madical record on April
¥ medication assessment
8 that indicated that thq

sion; howevar, thare
ye faciity had implemented
AND TRAINING
ing of residents by the

b, gigning, use of the

1% and availability and
Mons medla, such as

gazines, radio, television,

1435

w249

but not

3521 %(gy

The [beary objecive for Cligat 2 will be
implemented by...6-15-08,

Clicot #2 is w pew admitmnce who came wi all
proper ldentificat on and Bs such, could not
library card, The ssug has been addressed m

and his card will e

ina
is point
obtained by.. §-1-08.

Ag n

" shast 130178




May_23 08_0S5:02p
USTLE72068 TuBTad " RAY " 2"

- e me g s

p.23

ey v w

doa2

: D5/ 402008
APPROVED

PR

STATEMENT OF DEPICIEN i
ANB PLAN OF conn:cﬂo?clﬁs (x;

A BURLDING

X2 MULTIPLE CONSTYRUCTION

B. WiINEG

{%3) QATE survey
COMPLETED

04/25/2008

HAME OF PROVIDER, {IX SUPPLIER
MTS

STREEY ADDRESS, CiTv, STATE. ZIP CODE

4012 LPE STREET, NE
WASHINGTON, DC 20018

(%4) i SUMMARY STATD

1
3
r

{EACH BEFICIENESY MW

PAENIX
REGULATORY OR L8C

Tal

o
PREFX
TAG

DATE

{437 Continued From page:

to the facilty on Februsy
interview revealed that
Individug! Habltation
February 27, 2008. TF
reveaind that the resid;

Surveyor asked the Q
QMRP's response was -
implemented soon,
ensure the program to 2

Impiemented,

(m) Financial managen
=and banking);

| telephone, and such s

s evidenced by:;
ptalt inlervisw and record

interview with the Qug.&
Professional (QMRP) z
23, 2008 reveaied thmt &

material had hot been o
implementation of the s

At the fime of the surv:;:
abjective ta visk the liby

_ | 4a7
afized equipment as

record review on Apiil
esidant #2 was admitted

e resident had an

8N ([HP) meeting dated
intarview with the QMRP
t's Individual

the facility faiisc to
hieve the residents
ry had not baen

it (Inciuding budgeting N

3521.7{m)

athly meetings with

not

staled it peading #aff tialning. The QMRP will lnsur:
that slf objectives adapted by the IDT for ¢
Individual suppritcd are implemenizd in the G
frame: preserived and the Executive Dircetoy
campliance in her' mo.
QMRP...530-08,

)
Eafth Ragulsdon Adminaiaton
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GHMRP feiled to pro
in money managerme:
two regidents In.the s

Tha finding inehades: |

“intarview with the Qur
Professional on April
3:30 PM, revealad the
on February 4, 2008.

stalf on April 24, 2008

resident’s day prograr,
resident initlal 30 day |

eam a sty
production.

Assassment datod Fe

assessment

1500

prolecied in accordan
Healih Reguiation Administraton
STATE FORM .

indicated that the resi

Obsecvations and intelvie

reveaied that Res'dend
pizza boxes, The biing

Review of tha Residei]
ravealed a Comprahejy

individual Program Pk
2008 ravealed no avk|
davelopedaprogmm, bje
[ need from the compre

35231 RESIDENT'S 13

Each GHMRP resider de
that the rights of rasid §

443

Gation, the
training to its residents
and banking for one of
ple. - (Resident #2)

13, 2007 at approximately
Resident#2 was admitted
2 QMRP furthar

ent had sh Individual
February 27, 2008

with the day prograim
approximataly 10:30 AM
#2 participated In folding
ual teacher at the
indicated that after the
eeting, the rasident could
based on his work

#2's clinical record

Ive Functional

pruary 2007 rovealed that
iify colns or meke coin
aview of the

(IPP) dated Feabruary 27,
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GHTS 1600
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b with D.C. Law 2-137, this
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