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through 6/21/10. A samgiing of two residents
was selected from a residential population of five
with various degrees of c:Lsabllity. One of the five

A relicensure sutvay waz%oonducted from 6/18/10

residents was in the hosglital at the time the -
survey was conducted. The findings of the survey .
were basad on chaervations and Interviews in the

home, as well as a revi

reporis.
i 050 3504.1 HOUSEKEEPIN

The interior and exterior

of the resident and

administrative records, inkzluding the incident

each GHMRP shall be

1080

e
GOVERNMENT OF THE DISTRICT OF COLUMgIN

DEPARTMENT OF HEALTH
HEALTHREGULATION ADMIN[STRMO&!R
205 NORTH CARTOL ST, N.E., 2NDFLO
WASHINGTON, D.C. 20002

maintained in a safe, in, orderly, attractive,
and sanitary manner andjbe free of
accumulstions of dirt, rubbish, and objectionable
odors,

This Statute is not met as evidenced by:

Based on observation anfi interview, and record
review, the Group Homefor Mantally Retarded
Persons (GHMRP) failedito ensure the exterior of
the GHMRP were maintained in a safe and
attractive manner for fivel of the five residents.
{Residents #1, #2, #3, #4, and #5)

The findings include:

A. During the inspection &f the environment on
| 6/21/10, beginning at 2:08 p.m., the foliowing

| concems were identified;
i - B

‘ 1. Exterior

a. Bags of garbage werg abserved protruding
‘ above the top of 3/3 large tra jocated at
i the rear of the facility. ugh ids ware
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1090| Continued From page 1 1090
attached to the trash cang, they were partially
raised to accommodate the large number of bags
fillad with garbage. Interview with the qualified
mental professionsal p sional (QMRP)
revealed that the trash was removed from the
premises every Friday. The QMRP acknowledged _ .
that an additional trash can would be beneficial to w | MTS purchased an additional, lidded. rash
revent the overloading ¢f those avaliable. - eaf,. 7710
P 9 b, | The missing louver oreating the open spaca will
b. The dryer vent located at the rear of the facllity . _beroplucedby.. 2510
was ohserved to have lokver(s) missing from the
cover, which created an dpen space.
2. Interior
a. The floor vent cover | in front of the
door of the refrigerator would not remain flat .
against the floor. The raised position of the floor 4, The floor vene cover was repluced baling the trip
vent cover created a poténtial trip hazard. hazrd... 7-12410
‘L h. The bathraom shower will be re~c: slied by...7-
b. The caulking on the figor at the front of the 300 e
hathroom shower was cracked,
The aforementioned obslervations were
acknowledged by the quidified menta! retardation
professional (QMRP), the house maneger (HM),
and the licensed practical nurse (LPN), who
accompanjed the surveybr during the inspection
of the environment.
B. On 6/21/10, incidenta} observations revealed
the following concems: »
arre I, Pexl lrculment occred in May of 2 10 and ¥
1. At 11:20 a.m., a millippde _ ,ﬁ&mw schednled w;yms chedules
(thousand-legger),approkimately 4 cm in length treabnents at groater levels of frequi ny &s
was observed rapidly crawling across the floor of _ netdsd to addres nents Situntions. | he home will
the recreation room localted In the basement. The bs n-atod ugain by...7-20-10 .
QMRP was informed of the observation and was The acifity manoger and QMRP w| | monitor for
asked about the facility's extermination pesty thereaftor and *M}":‘]T; ot
. | frequency. The QMRP ifldicated that the agency __ cmegency treatment usaeeled.. o e -
Health Regulation Administration '
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Each staff person shaii have a written job
description, which details}each of his or her major
responslbliities and dutie$ and supervisory
control.

This Statute is not met ajs avidenced by;

Based on obsarvation, inlerview and record
review, the GHMRP failed to ensure all staff were
provided job descriptions} as required by this
section for two of 12 certified nursing assistants.
(CNA#1 and #2)

The findings include:

In a telephone conversalion with the program
manager on 6/16/10, at abproximately 3:45 p.m.,
the surveyor requested the agency to provide a
sighed job description forjali staff working at the
facility for review on 6/21/10, The program
manager indicated that the records would be

: The fucilily mesmagor will conducr weekly

- Tovienws. of the home covironment using & 2

: stantherd MTS tool and will repors defiele) cles
¢ found by the Assistent to the Divector of

* Residentisl Services for follow up,,. 7-20. [0
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1080 | Continued From page 2 1090
contracted services with g professional company
and that she would follow-up on the frequency of
the services provided.
The review of records supmitted post-survey . Tioth the QDD und Faxility Manager ind cozed
(6/23/10 reveaied an initial service invoice dated that sithough & July trestment will "“""'}f fud, the
4114/10 and a bimonthly servics invoice dated hatm: is aot sulfring um infstation probl m at
i invoi this timie. An vocusional pest of various 1) pes
5/24/190. Accarding to the! invoices, the faciiity had h !
. : gels in when doors arc left ajar ton fong. ' he
been treated both times for milipedes, siiverfish . . b
fiteill ty rannapger will waln staffio ingre
and other target pest, for|general controi. At the dours #re not loft open and to Insare e
time of the survey, there no evidence the wind ows when open‘are coversd by Serei ns in
treatments had been effgctive to fuily eliminste minimizs the lkclibood of allowing pesti ino the
the prasence of pests. bom:. 7200
2. At2:39 p.m., the of two the four dining The two din chal teanad
room chairs were observixd to be heavily stained. by 210 T RS E v stsll
The ztaing did not fully conss vul. The cn rs will
1202 3509.2 PERSONNEL POLICIES I 202 be professionally ulesmed by...7-20-10
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1202} Continued From page 3 1202
avajlable on 6/21/10 as rdquested.
Observation of two staff working in the facility on
6/18/10, at 3:27 pm.. aled they appearad to
be receiving training by other staff in the home.
Interview with staff these two staff were
*new” and being ofiented| to the activities in the
group home. interview with the home manager at
3:32 p.m., revealed that 4 copy of the written
scheduie would be faxed to the group home, as 35092 i
requested. ‘ o
On 6118110, &t 6:57 ow of the staff The lvl:::lsluff uuembermd ;vm: ncwihim fat at this
n , at 6:57 p.m.} review e staffing point have gone ovar ob deseriptions v th their
pattern provided to the syrveyor confimmed the supmis{ur snd signed tham. .. 7=7-10,
names of the two staff phserved earlier were I.'mloy':'ﬂ cecurds are mai | o MT! i ofBice
i 3 g ; mainsined a :
inciuded on the schedule. The revugw_of . endl broight o aay om belng : aring the
personnel records on 6/21/10, beginning at 4:40 Survey fInocest, aﬂkm"‘“m_ ; "”m""’ :'ﬂl + TS mmsin
p.m. revealed no records were Inciuded for the ol 16 prutiit the nlegrity and privacy of wersonal
two aforementioned empioyees. informaiion...7-20-10
During a discussion withithe qualified mental T ' — T
retardation professional [QMRP) oh 8/21/10, at The QMRP snd fissitity manager audit persom el sesvrds o
5:20 p.m., the QMRP acknowledged that records ““""';""' quurterly to insure that thoy sm full nd
for the two new staff had not been included with complels, conatning ourrest: nformation foral
those sent {o the facility for review. The QMRP Rkl SNSRI L
did, however, indicated hat the records would be - W
made avaliabie The review of the records
provided post survey (6/23/10 at 1:00 p.m.),
reveajed that no written ence the two
afarementioned staff haf recelved a written job
description, outlining theit duties and supervisory
| controis, as required by fthis section.
1 208 3500.6 PERSONNEL PPLICIES 1 208
Each employee, prior t¢ employment and
annually thereafter, shali provide a physician's
certification that a health inventory has been
performed and that the pmpioyee ' s health status
would allow him or her fa perform the required

Health Regulation Administration
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| 206 | Continued From page 4 1206
duties.
This Statute is not met gs evidenced by:
Based on interview and rd, the group home
for mentally retarded peson's (GHMRP) failed to

obtain an annual health Soreening, as required by
this section for 9 of 10 consultants and one
on-call LPN. -

The findings include:

In a telephone conversation with the program
manager on 6/18/10, at approximately 3:45 p.m.,
the surveyor requested the agency to provide a
health certification for all staff and consultants
providing setvices to the residents in the group
home for review on 6/2171Q. The program
manager indicated that {he records would be
available on 8/21/10 as fequested. The review of
provided documents andl interview with the
qualified mental retardation professional revealed
the following:

1. The facility falled to ehsure that current health
certificates were maintajned for C1, C2, C3, C4,
C5, C6, C7, C8, and C8) . Consultants (C2) had
a current tuberculin scr@ening, however, lacked a
heaith certificate.

2. The facility failed to p
current health for one i
(LPNJ).

Upon arrival at the group home on &/18/10 at
3:00 p.m., the surveyarwas greeted by a LPN #2

ide evidence of a
nsed practical nurse

who stated that she had been working for the

agency as an on-call n for approximately 6

‘I'he consabants and LPN thut do not hav curvent health

cenificales have bean notificd to provide tha needed
documents within the nsxt 10 busincss di ys. Due
compensniion will be bold for such fodiv duals untl] they
comply,..7-30-10 )

MT'S Iracks omplianos on such concort | viathe HR
Coordinstor and Administrative Assigtar : and has providad
past notification to the dolinquent partier . M3 wli
continuc its proccss bt add appeapriase innsequences for
falturc to followup in a timely manner,. 7-30-10
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Each training program shall include, but not be
limited to, the following:

evacuation plans,

This Statute is not metjas evidenoced by:
Based on interview andirecord review, the
GHMRP failed to have on file for review, current
training in cardiopulmonary resuscitation (CPR)
for 1 of 5 llicensed praciical nurses (LPNs).

The findings include:

In a telephone conve
manager on 6/18/10, atiapproximately 3:45 p.m,,
the surveyor requestedithe agency o make
available for review on $/21/10, evidence of
current CPR cartificatians for the group home
staff. The program manager indicated that the
records would be available on 6/21/110 as
requested.

On 6/21/10, beginning 2t 4:30 p.m., review of
personnel records and staff training records
revealed that LPN #1's PR on file had expired
on 10/30/09.

On 6/21/10 at approximately 4:50 p.m., the

SUMMARY STATEM?T OF DEFIGIENCIES x5)
PREFIX (EACH DEFICIENCY MUST' BE PRECEDED BY FULL PREFIX CH CORREGTIVE ACTION SHOUL ) BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROI RIATE | 0ATR
: DEFIGIENCY) )
1208 | Continued From page § | 206
months. The nurse indicated that she did not
work regularly. At the At the time or the survey,
however, there was no gvidence the facility
provided certification that a heaith inventory had
been performed prior tojempleyment.
1227) 3510.5(d) STAFF TRAINING 1227

Procf of CI"IUPirst Ald wlil be obtained for the eheed 1PNy
by...7-30-10

M tracks sll raining requirements o direct care suil’
and Insure recemtification in required ars 1y by ssiing up
truining sessions intemoly, Nursing wil he required to
attend on an as needed basis gaing Rrw ... 7-30-10

Health Regulation Administration
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resident.

#2)

Professional services 8
and avaluation, includi

developmental levels a
services, and services
deterioration or further

This Statute is not m
Baged on observation, jnterview and record
review, the GHMRP failed to ensure professional
sarvices weare provided: in accordance with the
needs of 1 of 5 residertts in the facllity. (Resident

The finding includes:

The nurse indicated
verbalize her wants and needs.

identification of

as evidenced by:

The GHMRP failed to {imely address an ear
condition identified by the specialty clinic for
Resident #2, as eviderjced below:

Observation on 6/21/1), at 7:21 p.m.,, revealed
Client #2 did nof res
talked to her while adrhinistering her medications.
the client was unable to

d to the nurse as

Record review on 8/21/2010, at 12:05 p.m. -
revealed Resident #2 had an audiology

consultation on 1/5/10. Audiology noted, ™
Otoscopy: abnormal

ilaterally; occluding

nall include both diagnosis

d needs, treatment
esigned to prevent
oss of function by the

she
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| 227 | Continued From page 6 1227
gualified mentat retardation professional {(QMRP)
confirmed the eforemerfiioned documentation
was not available, At thp time of the survey,
there was no evidence the facility had
documented evidenced that LPN #3 was currently
certified in CPR.
1 401| 3520.3 PROFESSION $ERVICES: GENERAL | 401
PROVISIONS
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Health Regulation Administration

HOXM11

If cantinuation sheet 7 of 11




p7/12/2p18 @9:84 2827261563

MONTREAK JENKINS

PAGE @09/12

| RINTED: 06/25/2010
FORM APPROVED

STATEMENT OF DEFICIENCIES x1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

HFD12-0079

(%2} MULTIPLE GONSTRUCTION
A. BUILDING

8. WING

(» ) DATE SURVEY
COMPLETED

06/21/2010

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

MULTI-THERAPEUTIC SVCS ﬁéﬁsg‘?gﬂfgc 200',]?

e A ————

(x4)iD
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORREGTIC N (%s)
PREFIX (EACH QORRECTIVE ACTION SHOUL ) BE COMPLETE
TAG CROSS-REFERENGED TO THE APPRO! RIATE DATE

DEFICIENCY)

1401

Health Regulation Administration
STATE FORM

Continued From page 7

cerumen left ear and otorrhea right ear (9/4/09).
Patient placed on ear diops for both ears... Fiat
tympanogram bilaterally and both ears are
occluded. ...Further testing could not be done
due to canal coclusion bilaterally. .Impression.
occlusion of ear canal With cerumen (Left ear)
and drainage right ear due to otorrhea that
prevents audiometric ssment. Middle ear

the resident to have

retumn to the audiology

assessment, when her

with the licensed practica

| that the usual protocol

: any abnormal findings and recommendations
from the spegcialty clinics. :

inic for hearing

| nurse (LPN) revealed

On 6/21/10, at 12:28 p/m., the review of primary
care physician's (PCP)| progress note dated

had been slerted to the 1/5/10 audiology clinic.
findings and recommendations. A 2/20/10 PCP
note, howsver, acknowledged the 1/56/10

| Audiology consuitation diagnoses and

| recommendations. The PCP noted the plan for

'\ the Otolaryngology follow-up (which the resident
|

received on 2/22/10).

On /21110, at 12: 35 p.m., Resident #2's 110
nursing progress note|, which was dated 2/5/10

consuitation and docufnented aferementioned
audioiogy findings an recomtendation to
foliow-up with otolaryngology for a left ear
cerumen impaction arjd greenish gray drainage

did not include when the primary care physician
was notified of the audiology findings.dnd -
recommendations. A pursing comment (dated
2/5/10) written at the bottom of a 2122110

status undetermined. " |Audiclogy recommended
laryngology follow-up and

ars were clear. Interview

g to inform the PCP of

2/16/10 revealed, it did not mention that the PCP

was reviewed. It discyssed the 1/5/10 audiology

right ear. The nursing progress notes, however,

1401

L HOXM11
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Continued From page

otolaryngology consult{ did state to D/C audiology
consult due o otitis media of right ear.
Additionally, the physigian's orders (POs)
revealed a 2/5/10 corresponding telephone order.
During the otolaryngology on 2/22/10, the client
was again diagnosed with an ear infection and
was prescribed @ 10 day medication regimen of
Bactrim and Cortispori ear drops. The
inistration record confirmed that
iated an 2/23/10 and was

On 8/21/10 at 12:47 pim., the 1/10 health
management plan revisalad target areas of

y and chronic otitis
media. Management goals were that resident
would have no drainage, bleeding, or wax or odor
noted. At the time of the survey, however, there
was No evidence thatiResident #1 had received
timely treatment to address the drainage from her
right ear which was identified on 15610,

3521.7(¢c) HABILITATION AND TRAINING

The habilitation and tfaining of residents by the .
GHMRP shall includég, when appropriate, but not
be limited to, the follgwing areas!

(c) Personal hygiene|(Including washing, bathing,
shampooing, brushing teeth, and menstrual
care);

This Statute Is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to engure residents received
training to increase their tolerance of
toothbrughing and improve their oral hygiene, for
two of twa residents n the sample. (Resident #1
and #2)

| 401

wectings._...7-30-10

15203

The RN atismpted 10 schedule an appe atment for Regident
E1 us soon s puesible aller the audicly [y wppointment on
1-5-10 ynd Lok (he Jrst avatbable dat: whith tmod out to
be the dale cited by the surveyun, Frou 1-5-10 10 2-22-10
Reviddont #1 was monitgred snd was ni L showing symplosms
of Siyiress oy ymy other signs ol #n s @ problem, In the
future, the RN and primary ear phys) tnn will soak
ahemative sites and scrvioes to frsure hut follow up oocurs
in u timelier muoner und D RNAQMY! P/Pucility Manuger
b will review suvh silusifons o ir voutine monthly

o i ——
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Continued From page 10

2. On 6/18/10, at 6:25 §.m., a certified nurse aide
was observed feeding Resident #1 a pureed meal
with a spoon, The resident tolerated the meal
without difficulty. Intenliew with staff revealed
that the resident was dependent on staff to
perform all activities of daily living.

Record review on 6/21{10 at 10:40 a.m. revealed
on 9/156/09 the dentist tonducted a full mouth
scaling and adult propiiylaxis with polishing for
Resident #1. The dentist recommended tooth
brushing 2 - 3 times aflay. A follow-up
assessment on 12/9/0P revealed heavy calcuius
daposits on all teeth. A full mouth scaling was
recommended. The dentist noted that a request
to perform treatment services would ba
submitted. The scallna and prophylaxis were
parformed on 3/22/10{ The dentist recommended
assistanoa with brushing daily.

Interview with the QMRP on 8/21/10 at 5:19 p.m.
s tolerance of tooth

The QMRP acknowledged
that the resident was lotally dependent on staff,
for tooth brushing, hovever, Indicated that no
formal strategies had{been identified to possibly
increase the resident!s tolerance of tooth
brushing, which was tecommended twice daily.

brushing was poor.

432

15217 ()

Bolh Rnildam.#l and Residant #2 hav) formal programa in
place ta ineraase their cooparation and tolerance for the
tooth brushing task. ‘The QMR s ma Itoring
:ltgplcmmtaﬁon rowriicly as is the faal ity manuger_.,7-12-
‘the QMRI* wlii scck the advice of px, :hology suppurty
devclop the best implementation strati: Hes :?ssﬂ:r:m .
posittvely relnforee cooperation and v lute 1hr unxicly
each persan has for the'tooth brashing sk, ,, 7-30-10
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