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W 000 INITIAL COMMENTS I W00

A recertification survey was conducted from
January 17, 2012 through January 20, 2012, A
sample of three clients was selecled from a
pepulation of five women with varying degrees of .
intellectual disabilities. This survey was initiated i
utiiizing the fundamental process. !

The findings of the survey were based on

observations in the home and at two day j

programs, interview with ane client’s guardian, ; d 5 / 7 y

staff at the home and at the two day programs, as | v o

well as a review of client and administrative ! Health Reg epartiment of Hoalth

records, including incident reports. ea ulation 8 Lbuﬁum

' | Intermediate Care Faciftios Divisin

{Qualified mental retardation professional : 899 North Cepltol St, NE !

(OMRP) will be referred to as qualified intellectual : Washington, D.C 26(!12

disabilities protessional (QIDP) within this report} | P
W 1204834 10(d}{(3) SERVICES PROVIDED WITH W120 i

OUTSIDE SCURCES

The facility must assure that outside services
megt the needs of each client,

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed 1o ensure that outside
services meet the needs of each client, for one of . :
the three clients in the sample. {Client #2) !

The finding inciudes:

On January 18, 2012, beginning at 11:48 am., .
Client #2 was observed drooling heavily, asthe
aay program staff assisted her with & recognition ! :
assignment. At 11:49 a.m., the day program staff | :
handed Client #2 a paper towe! and asked herto |

?GDRAT DEREJ}C OR' ’WDER}SUPPLER REPRESENTATVE'S smﬁ.«ru%‘ - . TITLE (%6 DATE
A LMV g A irie ks rf s eleadiad o g A (X
daficiency staterment ending with an asterisk (") denotes a deficiency whlé;}ihe mstitution may be excused from correcting providing # is defermined thas
Jther safeguards provide suffisient protection to the patients. {See instructiond” Except for nursing homes, the findings stated above ara disclogable 30 days
‘oliowing the dale of survey whether of not a pian of correction is pravided. For nursing hiomes, the above findings and plans of correction ure disctosable 14
1ays following the dale these documents are made available to Ihe faclity. If deficiencies are cited, an approved pian of correction is requisite to continyed
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; 55" Street Survey Respenses
W 120 ; Continued From page 1 W 12(
wipe her mouth. The client did not respond February 20, 2012
thewefore the direct suppon staff wiped her mouth w120
with hand over hand assistance. Continued '
observation revealed the direct Support staff. The QIDP will meet with the day program to discuss this raining
placed th.e paper towel on the table sc;veral times roncern, The QIDP wili ensure that the staff js retrained on proper
as she wiped her mouth repeatedly with the same infection control practices with emphasis on managing the F
paper towel. At 12:15 o.m., the day program staff draaling teadency of Client #2. Tratning will be documented and
threw the soiled paper towel away then assisted MTS will maintain copies..3-2-12
the client to the cafeteria for unch, Additionally the QIDF and facility manager will visit the program
. ;ts lvz:;r::m n":;:gthiy and e:iti oi;:e;ve for ongoing comgliance.
. i 0w € reported to the da
Crors 25y oy i
2011, revealed the client was a hepatitis B carrier.
Interview with the day program case manager on
January 18, 2012, at approximately 12:30 p.m.,
revealed the day program staff was tequired to
put the paper fowel in the trash after Client #2's
mouth was wiped.
Atthe time of the survey, the day program staff
failed to implement infection controt procedures.
W 153 483.420(d)(2) STAFF TREATMENT OF CLIENTS W 153 :
The facility must ensure that ail allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported
immediately lo the administrator or to other
officials in accordance with State law through
established procedures,
This STANDARD is not met as evidenced by
Based on interview and record review, the faciiity
failed to ensure that injuries of unknown origin
were reported immaediately to the State Survey !
Agency (SSA) timely, for one of the three clients :
included in the sample. (Client #1) ;
i
FORM CMS-2567(02.99) Pravious Versions Obsolsts Event ID; SWMTH Facity iD: 08Goo8 W continuation sheet Page 2ot17



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/10/2012

On January 17, 2012, at 10:30 a.m., review of

i
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W 153 Continued From page 2 W 183!
; ; h,deS Inttially discovered the injury batween Spm and Gpm on the
: N . 3% of January. A reporable incident was developed and
. The finding includes: submitted within 24 hours on the 4™ of January, The fracture was
. e discovered based on the X-ray results abtained on 1-4-172, The
! Review of the f‘amilty § incident reports on January QICP upgraded the incident from reqortable to serious reportable
(17,2012, 8} 18:30 a.m., revealed that on January on 1-5-12 and reported to the licensing agency via email and viz 2
3, 2012, Client #1 was seen in the emergency taxed Inzident report. MTS bellevas that bath the initigh
room for a swollen hand. The ameargency room Feportable incident and the upgrade to serious reportable based
report revealed that the client's finger was an better information {the x-ray} were submitted within 24 hours
! fractured. as per the mandate..,2-20-17
t
An interview was conducted with the qualified :
intellectual disabilities professional {QIDP} on
January 20, 2012, at 10:30 a.m., to ascertain
information regarding the facility’s incident
management system. According fo the QIDP, all
incidents of unknown origin should be reported
immediately to the State Survey agency. Review
of the incident report, however, revealed that the
state agency was notified two days after the
incident was reported, :
W58 483.420(d)(4) STAFF TREATMENT OF CLIENTS W 156 !
The results of all investigations must be reported
t the administralor or designated representative ;
of to other officials in accordance with Siate jaw |
within five working days of the ingident.
This STANDARD is not met as evidenced by: 5
Based on interview and record review, the facility
failed o repert the results of investigations to the
administrator or designated representative within
five working days of all incidents, for one of the
five clients residing in the facility. (Client #1)
The finding inciudes:
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i revealed a direct support staff discovered Client
*#1's loft hand was swollen. Review of another
i incident report dated January 5, 2012, at

Client#1's incident report dated January 3, 2012,

approximately 10:35 a.m., revealed the client had
an x-ray on January 4, 2012, Continyed review
revealed the client sustained a fractured finger.

Further review of Client #1's incident repons
revealed no evidence of an investigation for the
afarementioned incident. interview with the
qualified intellectual disabilities professional
(QIDP} on January 17, 2012, at 5:17 p.m.,
revealed the investigation was “pending” and it
witl be completed the next day. On January 19,
2012, at approximately 10:00 a.m., the QIOP
gave the surveyor the tnvestigation report.
Review of the investigation report, revealed Client
#1 may have fractured her hand after displaying
an “"explosive behavior'. Further review revealed
"the actual date of this accurring cannaot be
substantiated *

Interview with the facility's QIDP on January 19,
2012, at approximately 16:30 am., confirmed the
incident took place on Januaty 3, 2012, and that
{he ensuing investigation was com pleted on
January 18, 2012,

At the time of the survey, the facility failed fo
provide evidence that the administrator was
natified of the results of the investigation within
five working days, as required by faderal
reguiation.

(x4 10 SUMMARY STATEMENT OF DEFICIENGIES ; PROVIDER'S PLAN OF CORRECTION x5
PREFIX {BACH DEFICIENCY MUST AE PRECEDED BY FLL : (EACH CORRECTIVE ACTION SHOULD BE LCOMPLETION
TAG REGULATORY DR LSC HENTIFYING INFORMATION) : CROSS-REFERENCED TO THE APPROPRISTE DRTE
i i DEFICIENLY)
*The Director of Residential Services will meet with the QiD?l 10
W 158! Continued From page 3 W 156 reinforce the importance of submitting incident reparts within 24

hewrs, including siuations where the status of an incident
changes. Reporting of incidents is systematically tracked for )
ongoing compliance and issues are reviewed with the QIDP during
monthly meetings with the Director...3-1.12

Wish

aitheugh the review Process makes a self-injury based
her hand most likely, in the future, the IMC wil track ¢
timeline and ensyre that lieensing ra
preseribed 5 days, |f the inve,

on banging
he five-day
celves a repart within the
stigation contimses beyond the 5

Event ID: SWMT11

W 186 | 483.430(d){1-2) DIRECT CARE STAEF days and results in better, more accurate findings, the INMC wil
ensure that the updated regort j¢ alse submitted to licensing...3-1.
The facility must provide sufficient direct care 12
staff to manage and supervise clients in W1BE
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W 186 { Continued From page 4
accordance with their individual program plans.

Direct care staff ase defined as the present
on-duly staft calculated over all shifts in 2 24-hour
period for each defined residential living unit.

This STANDARD s not met as evidenced by:
Based on interviews, and recorg verification, the
facility faifed to ensure adequate direct care staff
was scheduled on each shift to supervise the
clients in accordance with their assassed needs
for one of three clients in the sarnple. (Client #2)

The finding includes:

{Cross refer to W322.1] The facility failed to
ensure sufficient direct care staff were on duty {0
provide timely compietion of Cliert #2's neurclogy
appointment.

 Inferview with the residential directar (RD} and
3’ the registered nurse (RN) on January 19, 2012, at
+ 3:00 p.m., revealed Client #2's follow-up

: newrology appointment was scheduled for

| December 29, 2011; however, the neurology

; office called to reschedyle the appointment for

i Jatuary 2012, The RD indicated that the

l appointment time offered conflicted with the time
 residents are transported from their day

. programs. Therefore, a new appointment was

: obtained for the next available appeintment date,
! March 5, 2012 (three months jater).

 The facility failed to ensure adequate staff was
i scheduled to facilitate the timely compietion of
i Cliant #1's recommended neurology consultation.

W 186

i
i
i

FORM CMS-2567(02:99) Previous Versions Obsolete Event i) SWMT1:

Facilidy ) 095098 if cantinuation staet Page 5 of 17




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/10/2012

The faciiity must provide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, ang cormpetently.

This STANDARD is not met as evidenced by:

Based on observation, interview and record
review, the facility failed to ensure that each staff
was effectively trained to meet the needs of one
of three clients in the sampie, (Client #1)

The findings inciude:

The facility failed to ensure that each staff
received ongoing iraining on Client #1's intake
and output documentation, as evidenced below:

On January 19, 2012, at 3:37 p.m., review of
Ciient #1's intake and output records for Cctober,
November and December 2011 revealed five of
thirteen weekly intake and oulput forms reviewed
ware not dated.

interview with the qualified intebectual disabilities
professional {QIDP} and the residential director
{RD) on January 20, 2012, at 11:02 a.m.,
acknowledged the finding and confirmed that the
date of all intake and output shauld be recorded
for Client #1. They also revealed that all direct
care staff had been trained on the client's heaith
management care plan, which included how 1o
document the client's fluid intake and Gutput. The
RO indicated that she is required to monitor the
infarmation staff documents on the intake arne
cutput forms daily. The QIOP stated that she
coordinates with the RD, and may monitor the
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W 183 | 483.430(e)(1) STAFF TRAINING PROGRAM W 188
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’ In the future, MTS will bring on extes staff and make
W 188 | Continued From page 6 W 180} transpantation arrangements to ensure that needed medical
i i i appointments are kept when they need to be scheduled in a
intake and autput forms if the RD is not on duw' “difficult windew” {like day program detivery and pick up times).
. igned RN will notify the Director of Residential
Cn January 19, 2012, 3:53 p.m., record review ihe QIDP ana assigne "
revealed staff training on Ci_ient #1's health rs:ar::fs;;:;z?ﬂﬁ in advance sa that proper arrangements can be
managemant care plan, which intluded _ MTS will ensure that the March §™ date is kept. it should be noted
inderventions on how to monitor the client's intake that Client #2 has shown significant impravement since an
and out put protocol. adjustment in her medication reglmen was made..2-20-12
' !
Atthe time of the survey, there was no evidence wigs !
the training provided was adequate 1o ensure that
staff dacumented the required information at all i
times,
W 3221 483.460(a)(3) PHYSICIAN SERVICES W 322
The facility must provide or obtain preventive and
general medical care.
!
This STANDARD is not met as evidenced by:
; Based on observation, interview and record
: review, the facility falled to ensure preventive
| services were provided for two of three clients in
i the sample. {Clients #1 and #2)
 The findings inchude:
1. The faciiity failed to ensure Client #2 received
: imely foliow-up to address her frequent syncope
| episodes.
i
;3. On January 17, 2012, beginning at 10:00 am.,
: review of Client #2's incident reports revealed she
! was unresponsive and taken to the amergency
room (ER) six times, between May 15, 2011, and
Nowvernber 24, 2011, Three of the six ER visits
resulted in hospital agmissions for further
evaluation. Record review on January 18, 2012,
FORM CME-2567(02-93) Pravicus Versions Obsolete Event 1D St 14 Fagilty ID: 69G0Da If continuation sheet Page 7 of 17
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beginning at 10:00 a.m., revealed that during the
aforementioned ER visits/hospitalizations, the
client was recommended to be evaluated by
cardivtogy and neurology. Continued record
review revealed the following information
regarding the specially visits,

On January 19, 2012, at 3:00 p.m., record review
revealed Client #2 was hospitalized from
November 23, 2014 through November 25, 201
for altered mental status. Review of a primary
care physician (PCP) progress note dated
November 29, 2011, following the hospitatization,
revealed the client was evaluated and continued
neurology follow-up was recommended for
syncope

Intarview with the residentia) director (RD) and
the registered nurse (RN) on January 19, 2012, at
3.00 p.m., revealed Client #2's follow-up
netrology appointment was scheduled for
December 29, 2011; however, the neurclogy
office called to reschedule tha appointment for
January 2012, The RD indicated that the
appointment time offered conflicted with the fime
residents are transported from their day
programs. Therefore, a new appointmant was

: obtained for the next avaiiable appointment date,
| March 5, 2012 {three months later).

At the time of the survey, the facility failed to
. ensure the client's neurology follow-up was

: conducted timely as recommended.

¢ b. Apost ER PCP medical progress note dated
Jung 30, 2011, revealed Client #1 was evaluated
at the ER for altered menta! statys. The PCP
recommended follow-up by the cardiologist and

|
H
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neurologist. The client retumed to the ER on July
14, 2011 and was admitted for syncope. Review
of the discharge summary dated July 18, 2011,
revezled an EEG was performed and it was
unciear what the results showed, The
naurologicat consultation report dated July 28,
20M, revealed the client was evaluated for
episodes of loss of conscicusness and possibie
dystonia. The report further revealad that
medication could be prescribed to freat the
dystonia; however, a sleeping EEG must first be
conducted. In the consuitation repart dated, July
28, 2012, the neurclogist also referenced the
EEG conducted at the hospital on July 14, 2011,
stating that it concluded there was significant
motion artifact. The report further revealed that
the client “may eventually need another EEG
study under sedation.” A consuitation report
dated August 23, 2011, confirmed that a sleeping
EEG was attempted. The impression revealed it
was. probably within normal fimits, however, a
sleep EEG may be useful in clarifying the study
further,

Interview with the qualified inteflectua disabilities
professional {QIDP) and the nurse on January 18,
2012, at 3:02 p.m, revealad that the siseping
EEG recommended on August 23, 2011, had not
been addressed by the PGP for Client #2.

2. The facility failed to ensure that Client #1's
serum sodium level was monitored monthly as :
recommended. !

On January 17, 2012, at 8:07 a.m., Clien! #1 was
observed to be significantly overweight for her ;
height. interview with the medication nurse at : !
813 a.m., reveaied the client had gained a lot of 1

FORM CMS-2557(02.99) Prawious Versions Obsoiele Event 1D SWMT11 Fucility 10, 09G098 if continuation sheet Page 9 of 47
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: Interview with the director of nursing (DON) on
“January 19, 2012, at 3:30 p.m., revealed that the
: Primary care physician approved the

Continued From page 9

weight during the last year, howsver, the cause
had not been determined. Interview with the
QIDP at 9:58 a.m., revealed ihat numerous
studies had been performed 1o monitor the
client's condition and 1o address her weight gain.

On January 18, 2012, at 2:32 p.m., review of a
nephrology consultation dated February 3, 2011
reveated that Client #1 was being monitored by
the nephrologist for her diagnosis of nephrogenic
diabetes insipidus. The consuitation report
revealad that the client was svaluated for weight
gain, shortness of breath, nephraogenic diabetes
insipidus, and hypothyroidism. The nephrologist
recommended to decrease the cliant's fluid intake
to 3 liters per day, and to monitor sodium twice
weekly, then monthly, Review of the foilowup
nephrology cansultation report dated July 7, 2011,
revealed 10 continue to monitor the client's labs
monthly. Record review revealed no monthly lab
values were available for the months of April,
May, July, September, and October 2011, to
confirrn that the ctient's sodium had been
monitared monthly as recommanded,

naphrologist's recommendations for Client #1,
and that they were being implemented.

Further discussion with the DON revealed that
she wouid follow-up with the primary care
physician (PCP) and the nurses at the
administrative office to determine if lab results
were avaitable for the aforementioned months.
On January 20, 2012, at 11:30 a.m., the DON
acknowledged that her discussion with the PCP ;
and the nurses revealed no additional lab reports ;

i

W 322
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W 322 Continued From page 10

were available for the client At the time of the

w322

The Fatility Manager will review the data for Cliont #7's intake
and output at minimum 5 days weekly and the QIDP will review
the data st minimurm 3 times weekly. Issues discovered will be
asddressed with staff either on the spot of on their next scheduled

W 331

sutvey, there was no evidence that Client #1
received the lab tesis during the months of April,
May, July, September, and October 2011, as
recommended.,

483.460(c) NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by

Based on observation, staff interviews and
record review, the facility's nursing staff failed to
provide gach client with sarvices in accordance
with their needs, for one of three clients in the
sample. (Client #1)

The findings include;

The facility's nursing services falled 1o ensure that
: Cliant #1's laboratory assessments were

{ scheduled monthly as recommended by the
nephralogist.

On January 17, 2012, at 8:07 a.m., Client #1 was
observed to be significantly overweight for her

height. Interview with the medication nurse at

- 9:13 a.m., revealed the client had gained a lot of
: weight during the last year, however, the cause
 had not been determined. interview with the

' qualified intellectual disabifities professional

- (QIDP) at 9:58 a.m_, revealed that numerous
 studies had been performed to monitor the

; client's condition and to address her weight gain.
- On January 18, 2012, at 2:32 p.m., review of a

| nephrology consultation dated Fabruary 3, 2014

- shift..3-1-12

meetisg.. 2-3-12

W3In
w322

The QUOP and Fatliity Manager conducted a tra ining session
before the end of the survey addressing this concern...1-20-12
The issue was also addressed in the February 2012 all staff
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1. The EEG attempted 8-23-11, was intended to be 3
W 331 Continued From page 11 W 331 s:eepiu;g EEG. t:fie;:t #2 was sedated but did not go to
rouealed trat Clent 1 was being monitored by | Coparavenrs o et b e
the nephrologist for her diagnosis of nephrogenic i suctessfully (See: the attached nota n:r: the PCRL_2.
dmbe:e; xtrri‘s:r:gusérThte consu!tfmutgd refgort ant 2012
feveale at the client was evalya T welg 2. There was a change in the RN s t
gain. shortness of breath, nephrogenic diabetes RN did not pick uf this mandat:.p'i?:er :3?3;.':: ;:ew
insipidus, and hypothyroidism. The nephrologist ensured that the requirement was added to the
recormmended to decrease the client's fluid intake physician's orders but not to the Health Management
Ic 3 liters per day, and to monitor sodium twice Care Plan for better tracking and foliow up by the RN,
waekly, then monthly. Review of the followup Tha issue has bean added to the HMCP at this time.
naphrofogy consultation dated July 7, 2011, The January and February 2012 sadium level chetks
revealed to continue to monitor the client's labs have baen within normal imits.. 2-20-12
monthly. Record review revealed no monthiy lab The QUDP will review the HMCP mandates monthiy a5 4 ¢cross
ml;ejxrgeap‘i:‘::gl:f fg:‘ g‘%xggﬁgﬁ fpt:l’ check 2udit to ensure ongoing compliance on 2il requirements...3-
] \ ' . 1-12
confirtn that the client's sodium had been
monitored monthiy as recommended. was1 ;
i
Interview with the director of nursing (DON) on
January 19, 2012, at 3:30 p.m., reveaied that the
primary care physician approved the
nephrologist's recommendations for Client #1 and
that they were being implementad. The DON
indicated that all medical appointments are
scheduled by the nurse at the administrative
office. Further discussion with the DON revealed
that she would follow-up with the primary care
physician (PCP) and the nurses at the
administrative office lo determine if iab results
were available for the aforementioned monthe.
On Janvary 20, 2012, at 11:30 a.m.. the DON
acknowledged that her discussion with the PCP
: and the nurses revealed no additional lab reports
: were available for the client. At the time of the
. survey, there was no evidence that Client #1
; received the lab tests during the months of April,
; May, July, September, and Oclober 2011, as
: recornmended. !
W 365 | 483.460(j)(4) DRUG REGIMEN REVIEW W 365
: i
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£03) DATE SURVEY

An individual medication administration record
must be maintained for each client,

This STANDARD is not met as evidenced by:
Hased on observation, interview and record
review, the facility failed to ensure the medication
administration record (MAR) was timely
documented for one of three clients in the
sample. (Client #1)

The finding includes:

The facility failed to ensure Client #1's medication
administration record {MAR) was maintained, as
evidenced below:

Gbservation of the medication administration on
January 17, 2012, beginning at 9:10 a.m.,,
revealed the licensed practical nurse {LPN)
administered Client #1 Chiorpromazing HCI, 100
mg tablet, Clonazepam 2 my tablet,
Levothyroxine Sodium 25 meg tablet, Mullt-Delyn
| S/F liquid, 5 m, and Nexium UD 40 mg capsuie
i SAby mouth. Further observation reveaied that
after the administration of the medications, the
nurse failed to update the client's MAR. At

i approximately 5:35 a.m., the LPN was observad
. to exit the home.

Interview with the aforementioned medication
nurse on January 18, 2011, at 8,37 am,,
indicated that all medications administerad should
be signed by the licensed personnel who
administers them. Furlher discussion with the
{ LPN revealed that her failure to document the
medication administration record for Client #1

: COMPLETED
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING
B WiNG
09G098 01420/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
927 65TH STREET, NE
. L b
MULTI-THERAPEUTIC SERVICES, ING WASHINGTON, DG 20019
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES [[s] E:cﬂrmisc?ltn?&“ chDaiRgsg; IL%NBE fm‘mn
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX { COMPLE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG cRoss-REFEREchFE!gIEgCTgE APPROPRIATE DATE
W 365 | Continued From page 12 W 365
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VvV 385

W 368

Continued From page 13

was an oversight. The LPN also stated that she
returned to the facifity during the evening on
January 17, 2012 to document the administration
of the previously identified medications,

On January 19, 2012, at 3:52 p.m., the review of
the agency's policy on the MAR revealed the
record is to be updated with the licensed medica;
staff initials each time a medication is taken. At
the time of the survey, the facliity failed to ensure
each dose of medication was timely documented
on Client #1's MAR.

483.460{k)(1) DRUG ADMINISTRATION

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

This STANDARD is not met as evidenced by

Based on staff observation, interview and record
review, the facility failed to implement its system
that ensured all drugs were administerad in
compliance with the physician's orders for two of
five clients in the ¥acility. (Clients #1 and #5)

The findings inciude:

1. The facility failed to ensure that Client #1
received Levothyroxine Sodium 25 meg tablet on
an empty stomach as prescribed.

On January 17, 2012, at 8:22 a.m., direct care
staff revealed that Client #1 had already eaten
her breakfast. At 9:17 a.m., the LPN, was
observed to administer the client's Levothyroxine
Sodium 25 meg tablet. Interview with the LPN
during this time revealed the client received the

W 385

W 368

There was s chan
pick up this mandate, The erstwhile RN ensured that the

added to the physiciar’s orders byt not to the
Health Management Care Pian for better tracking and follow up
by the RN, The issye has been added to the HMCP at this time.

The January and February 2012 sodium level checks have been

within norma) limits,..2-20.12

W3Es
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The DON will re-train the medic;

, A ¢ ation nurse in question on
W 368 Continued From page 14 . W368; ensunng that medication passes are properly documented at the

nue . time of the medication pass..2-28-13
medication as a thyroid sy pplement. Medication administration documentation will be reviewed ar

miai) P :
Interview with the director of nursing on January ssmf}’iﬁé‘gﬂﬁ" N with appropriate tollow up of any
20, 2012, at 11:20 a.m,, revealed the system
required an investigation to ensure that Client #1 Wigs
was administered the Levothyroxine Sodium 25 !
mcg tablet on an empty stomach,

2. The facility failed to ensure that Client #5
received the prescribed dosage of Enulose 10
mg/t5 mi solution, 30 mil.

On January 17, 2011, at 9:04 a.m., the licensed
practical nurse (LPN) was observed to administer
Cllent #5 Enulose (10 mg/15mt solution), 15 mi.
Observation of the medication bottle revealed that :
it was empty. }

1
At 9:06 a.m., the LPN commented that the client
should have received Enulose 10 mg/15ml
solution, 30 ml, however, the pharmacy had not
deliverad the monthly supply of the medication. !
interview with the director of nursing on January
17,2012, at 10.42 a.m., revealed that a supply of i
medication should be maintained for the client.

On January 18, 2012, at 3:38 p.m., review of the
fadility's policy on ordering of medications
revealed the nurse will assure all necessary
medications are available and well raintained for
use by the residents. The policy further revealsd
to ensure the residents always have at least a 30
day supply of medication when ordering.

The facility faifed to implement its sysiem o
ensure the administration of Enulose in
compliance with the physician's order.

W 388 | 483.480(k)(2) DRUG ADMINISTRATION W 369

FORM CMS-2557{02.98) P Versions Obsolat Event 10, SWMT14 Facility ID: 065008 I continuation sheet Page 150117
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W 369

i

W 474

: 1. {Cross refer to W368.1. ). The facility failed to
: ensure that Client #1 was administered

. deveiopmental level of the client.

Continued From page 15

The syslem for drug administration must assure
that all drugs. including those that are
self-administered, are administered without arror.

This STANDARD is not met as evidenced by:
Based aon abservation, interview, and record
review, the facility failed to ensure that all drugs
were administered without error, for two of five
clients residing in the facility (Clients #1 and #5).

The findings inciude;

Levothyroxine Sodium 25 meg tablet on an empty
stomach as prescribed,

2. [Cross refer to W368.2 |, The facility failed to
ensure that Client #5 was administered the
prescribed amount of Enulose 10 mg/15mi
solution,

483.480(b)(2)(iii) MEAL SERVICES

Food must be served in a form consistent with the

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure ciients
Tecelved their meals in the form and consistency
as preseribed, for one of the three clients in the
sample. (Client #2)

The finding includes:

W 369

W 474

2,

thay repart meditation s

manner,, 202812
The assigned aN and/or the Ad
reviaw medication supplies i
medications are maintainad |

wisy

The DON will re-train the medi

catien nurses 1o ensure

poty needs in 5 tirnely

tinistrativa Support LPNs will
monthly to ensure that 4)f
n adequate supply..3-3-12

1
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Observation on January 17, 2012, at 6:67 p.m.,
revealed the direct support staff served Client #2
pureed shrimp, polatoes, carrots, string beans
and nocdies. The spinach was served in a requiar
consistency.

interview with the direct support staff at
approximately 7:00 p.m., revealed Client #2 was
on a pureed diet. When asked, the staff stated
the spinach was puread.

Review of Client #2's physician's order dated
Dacember 1, 2011, on January 18, 2012, at 9:00
a.m,, revealed the client was prescribed 4 pursed

Imsuft, causing breakfast for Clignt #1 to be later gng
ater, The nurse’s royte Plan has beep changed to
significam!y earller (45 rg 5y

the nurse arrives to i
Pass medications for C3 i
" her breakfast)...2.28-12 et fe
@ RN will track arriva) tim icart
: 3 by the medication n
breakfast is noe unreasonably delayed. 2.28.12 e to ensure

2. ;l::yDON will r%—uain the medication nurses to ensyre
report medication supply nee i
manner,..2028-12 P needsina el

I & d! t S Ve Sup) L]
dmin A S wifl
The assigned AN an or the A ministrat Sy port [PN i

uppies bimonthly to ehsure tha
' Supp tail
medications are maintained in adequate Suppiy..3-1.12

low cholesterol diet. W474q
The facility failed fo ensure Client #2 received her
food in the texiure prescribed to meet her
developmental needs.
FCAM CMS-287(03-99) Previous \ 05 Event ID: SWMT1Y Facitty 10 096056 If continuation shoet Page 17 of 17




PRINTED: 02/10/2012

MULTI-THERAPEUTIC SERVICES, INC

927 55TH STREET, NE
WASHINGTON, DC 20019

FORM APPROVED
ing Administration

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVDEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETE

A BUILDING

B. WING

HFD03-023¢ 01/20/2012

NARME OF PROVIDER OR SUPPLIER STREEYT ADDRESS, CITY, STATE, 1P CODE

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY Furt
REGULATORY OR LSC IDENTIEYING INFORMATICON)

+)
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EALH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)

(X5)
DATE

1400

1 042

INITIAL COMMENTS

A licensure survey was conducted from January
17, 2012 through January 20, 2012. A sample of
three residents was selacted from a population of
five wormnen with varying degrees of intelleclyal
disahilities.

The findings of the survey were based on
observations in the home and at two day
pragrams, interview with one client's guardian,
staff at the nome and at the wo day programs, as
weli as a review of client and administrative
records, including incident reponts.

[Qualified mental retardation professional

{QMRP) will be referred to as qualified inteliactual
disabilities professional (QIDP) within thig report.)

3502.2(b) MEAL SERVICE / DINING AREAS
Modified diats shail be as foliows:

{b) Planned, prepared, and served by individuals
| who have received instruction from a distitian;
Cand...

This Statute is not met as evidenced by

Based on observation, interview and record
review, the group home for persens with
inteliectual disability (GHPID) failed to ensure that
madified diets were served ag prescribed, for one
of the three residents included in the sample.
{Resident #2)

The finding inchudes:

 Observation on January 17, 2012, at 6:57 p.m.,
i revealed the direct support staff served Resident

1000

1042

3502.2

The QUGP and Facitity Manager conducted training on ensyeing
that each food item is Properly pureed for Client 32 and the
proper use gf the equipment..1-20-32

Fhis training was reinforeed in the February 3, 2012 syaff
fmeeting..2-3-12

The QIDP will ser up a formal training session by the
nutritionist,.3-10-12

The faciity manager wil observe food texture turing meal
ehservations conducted at minimum 3 times weelkly_ 3.1-12

| #2 pureed shiimp, potatoes, carrots, string beans j
Heal Regfilation & Licensing AGrnsiraton B - R
Eg : @ 5 Yllagar Nlcloy JK%MJ%%WW B
Y[s PLIER REPRESENTATIVE'S SIGNATURE ’
[ -]
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Continued From page 1

and noodies. The spinach was served in a regular
consistency.

inferview with the direct support staff at
approximately 7:00 p.m., revealed Resident #2
was on a pureed diet. When asked, the staff
stated the spinach was pureed.

Review of Resident #2's physiclan's order dated
Daecember 1, 2011, on January 18, 2012, at 9:00
a.m., revealed the resident was prescribed a
pureed low cholesterol diet.

The facility failed to ensure Resident ¥2 received
her food in the texture prescribed to meet her
developmental needs.

109G 3504.1 HOUSEKEEPING

The interier and exterior of each GHMRP shal ba
maintained in a safe, clean, arderly, attractive,
and sanitary manner znd be free of
accumulations of dirt, rubbish, and objectionable
odors.,

This Statute is not met as evidenced by:
Based on observation and interview, the group
home for persons with intellactyal disabilitias
{GHPID) failed to maintain the interior and
exterior of the facility in a safe, clean, ordetly,
atiractive, and sanitary manner.

Tha findings incude:

Observations during the environmental
wall-through and interview with the residential
direttor, (RD), on January 17, 2012, beginning at
approximately 11:30 a.m., revealed the following:

1042

1080

3504.1

1. The hole will be fifed by 2-26-12 252 temporary
solution. The hole will be addressed permanently in
the spring so that the final work is hat compromised by
winter weather.,.4-1-12

2. The putter will be cleanad by..2-26-12

The facility manager wili conduct Bimonthly environments| audits
and repart issues found to the program assistant for follow up,
The program assistant’s duties have been changed to place more
smphasis on environmental upkeep,.3-1.12

kealth Regu

ation & Licensing Administraiion
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Each training program shall include, but not be
limited to, the following:

{f) Specialty areas related 1o the GHMRP and the
residents to be served inciuding, but not fimited
to, behavior management, sexuality, nutrition,
recreation, total communications, and assistive
technologies;

This Sfatule is not met a5 evidenced by:

Based on observation, interview and record
review, the GHPID failed to ensure that each staff
was effectively trained to meet the needs of gne
of three residents in the sample. (Resident #1)

The findings include:

The GHPID falled to ensure that each staff

fecaived ongoing training on Resident #4's intake
and oufput documentation, as evidenced below:

On January 19, 2012, at 3:37 p.m., review of
Resident #1's intake and output records far

October, November and Decerm ber 2011
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1. There was a hole in the ground, on the right
side of the paved walkway leading to the steps of
 the front entrance to the facility. Closer
: observation of the hole revealed that the hoie
extended undemeath the walkway, which present
a potential fiving environment for pests,
2. The gutter installed above the front porch had
ieaves in it.
Interview with the RD during the environmenta
walk-through acknowledged the above identified
findings.
1229, 3510.5(f) STAFF TRAINING 1229

3510.5 {f}

The Facility Manager will review the data for Client £1's intake
and output at minimum 5 days weekly and the QIOP wilf review
the data st minimum 3 times weekly. Issues discovered will be
addressed with staff either on the spot or on their next schedulad
shift..3-1-12

The QIDP and Facility Manager conducted  training session
before the end of the survey addressing this concern...1-20-12
the issue was also addressed in the February 2012 all staff
meeting..2-3-12

i
;
i
;
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1229 Continuedt From page 3

forms reviewed were not dated.

not on duty.

management care plan, which included
intake and out put protocot.

times.

1379 3519.10 EMERGENCIES

revealed five of thirteen weekly intake and output

Inlerview with the quatified intellectual disabilities
professional (QIDP) and the residentiai director

| (RD) on January 20, 2012, at 11:02 am.
acknowledged the finding and confirmed that the
date of all intake and output should be recorded
 for Resident #1. They also revealed that all direct
| care staff had been trained on the resident's
health management care plan, which included
how to document the resident's fluid intake and
output. The RD indicated that she Is required to
maonitor the information staff documents on ihe
intake and output forms daily. The QIDP stated
that she coordinates with the RD, and may
monitor the intake and output forms i the RD is

On January 19, 2012, 3:53 p.m., record review
revealed staff training on Resident #1's health

interventions on how to monitor the resident's

At the time of the survey, there was no evidence
the training provided was adequate to ensure that
staif documentied the required information at i)

in addition to the reporting requirement in 361 9.5,
each GHMRP shall notify the Department of
Hesith, Heaith Facilities Division of any other
unusual incident or event which substantially
interferes with a resident * s health, welfare, living
arrangement. well being or in any other way
places the resident at risk. Such notification shail
be made by telephone immediately and shall be

1229

1379
! 351910

ongoing compliznce and issues are

*The Director of Residentia| Services will meet with the Qiop to
reinforce the importance of submitting incident reports within 24
hours, including situations wihere the status of an incident
changes. Reporting of incidents is systematically tracked for

reviewed with the Qipg during
monthly meetings with the Director..,3-1-12
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Continued From page 4

foliowed up by written notification within
twenty-four (24) hours or the next work day.

This Statute is not met as evidenced by:

Based on interview and record review, the group
home for persons with intellectual disabilities
(GHPID)} failed to ensure that injuries of unknown
origin were reported immediately to the State
Survey Agency (SSA) timely, for one of the three
clients included in the sample. (Client #1)

The finding includes:

Review of the facility's incident reports on January
17, 2012, at 10:30 a.m., revealed that on January
3, 2012, Resident #1 was seen in the emergency
room for a swollen hand. The emergency room
raport revealad that the client's finger was
fractured.

An interview was conducted with the qualified
inteliectual disabilities professional (QIDP) on
January 20, 2012, at 10:30 a.m., to ascertain
information regarding the facility's incident
management system. According to the QIDP, ali
incidents of unknown origin should be reported
immediately to the State agency. Review of the
incident report, however, revealed that the state
agency was notified two days after the incident
was reported.

3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

Profassional services shall include both diagnosis
and evaluation, including identification of
developmental levels and needs, treatment

1378

1401
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services, and services designed to prevent
deterioration or further loss of function by the
resident.
This Statute is not met as evidenced by:
Based on observation, interview and record
review, the group home for persons with
intellectual disabiliies (GHPID) failed to ensure
professional services that included treatment
services, and services designed to prevent
jorati orfurﬂmlossoffunctioning by the
rasidmtfortmofmreemsidmatsinmempie. e 4
{Residents #1 and #2) 35203 o LT
The findings include: L Theees imempte;f 8-23-11, was intended to ba 2
sleeping EEG. Chient AZ was sedated but did noy gota
1. The GHPID failed o ensure Resident 22 sieep. However, the sedation improved her fevel of
received timely follow-up to address her frequent pereveness and the EEG was completed
$yncope episodes. P freq ;—mmu lly (See: the attached note from the PCP). 7-
. i 2. There was a change | the RN
a.onJ 17, 2012, . ) o ehis e R supports and the new
- :;maq ng,f,m‘:‘?ga“owam- RN did aat pick up this mandate. The erstwhile e
feview of Resida) inciden ports revealed ensured that the requirement was added 10 the
mewasunrespmmveand_mkentome phvsldansordersblunotmﬂmﬂealmhaanagemm:
emergency room (Eﬂ}sbrtlmes,betweenuay le’hnforbenemacldnswfouowupbymuﬂ
15, 2011, and November 24, 2011, Three of the The issue has baen added to the HMCP at this time.
six ER visits resulted in hospital admyissions for The January and February 2012 sodium level checks
further evaluation. Record review on January 18 haue been within normal limits...2-20-12
2012, inni t 10: .m.,
cring o om0 bt gl i e e et oy 3
visitsthospitalizations, the resident was 810 SN onging camplance o i raquremmes. 5
recommended o be evaluatad by cardiology and
neurology. Continued record review revealad the
foliowing information regarding the specialty 8. The QIDP will contact the psychologist and set up thy
v neaded BSP training by_3.35-12
The QIOP will ensure that ali training needs are
On January 19, 2012, at 3:00 p.m., record review tracked, sheduied ang implemented in a timeiy
revealed Resident #2 was from ;l’gz':*f R;"; TEPAIt any support needs 10 the
23, 2011 through November 25, 2011 ' sndal-.3-1-12
for altered mental status. Review of a pri i needs il be reviewed with th Director i
care physician (PCP) progress note dated OnRly meetings with the QIDP._.3.1.12
wﬁm& Uuwgmsnwm J
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November 29, 2011, following the hospRaiization,
revealed the residant was gvaluated and
continued neurolegy follow-up was recommended
far syncope

Interview with the residential director {RD} and
the registered nurse (RN} on January 19, 2012, at
3:00 p.m., revealed Resident #2's follow-up
ngurology appointment was scheduled for
December 29, 2011; however, tha neurology
office calied to rescheduie the appointment for
January 2012, The RD indicated that the
appointment time offered conflicted with the time
residents are transported from their day
programs, Therefore, a new appointment was
obtained for the next availabie appeintment date,
March 5, 2012 {three months iater).

Atthe time of the survey, the GHPID failed 1o
ensure the resident's neurofogy follow-up was
conducted timely as recommended.

5. Apost ER PCP medical progress note dated
June 30, 2041, revealed Resident #1 was
evaluated at the ER for altered mental status. The
PCP recommended foliow-up by the cardiblogist

- and neurologist. The resident returned to the ER
on July 14, 2011 and was admitted for syncope,
Review of the discharge summary dated July 18,

: 2011, reveaied an EEG was performed and it was
unclear what the results showed. The
neurological consultation report dated July 28,
2011, reveaied the resident was evaluated for
episades of kss of consciousness and possible
dystonia. The report further revealsd that
medication cauld be prescribed to traat the
dystonia; however, a slegping EEG must first be
conducted. in the consultation repart dated, July
28, 2012, the neurologist also referenced the
EEG conducted at the haspital on July 14, 2011,

Health Regulation & Licansing AGTST alion
STATE FORM suts SWMTH If continuation sheat 7 of 12
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staling that it conciuded there was significant
imotion artifact. The report further revealed that
the resident "may eventually need another EEG
study under sedation." A consultation repaort
dated August 23, 2011, confirmad that 2 sleeping
EEG was attempted. The impression revealed it
was probably within narmal limits, however, a
slaep EEG may be useful in clarifying the study
further,

Interview with the qualified intefiectual disabilities
professionat {QIDF) and the nurse on January 19,
2012, at 3:02 p.m. revealed that the sleeping
EEG recommended on August 23, 2011, had not
been addressed by the PCP for Resident #7.

2. The GHPID failed to ensure that Resident #1's
sefun sodium level was monitored monthly as
recommended,

On January 17, 2012, at 9:07 a.m., Resident #1
was observed to be significantly overweight for
her height. Interview with the medication nurse at
8:13 a.m., revealed the resident had gained a iot
of weight during the last year, however, the cause
had not been determined. Interview with the
QIDP at 2:58 a.m., revealed that numerous
studies had been performed to monitor tha
resident’s condition and to address her weight
gain.

| On January 18, 2012, at 2:32 p.m., review of a

. nephrology consultation dated February 3, 2011

revealed that Resident #1 was being monitored

by the nephrologist for her diagnosis of

nephrogenic diabetes insipidus, The consultation

réport revealed that the resident was evaluated

| for weight gain, shoriness of breath, naphrogenic
diabetes insipidus, and hypothyroidism. The

| nephrolagist recommended to decrease the

HeaRh Raguiation & Licansing AGmanisralon
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resident's fiuid intake to 3 liters per day, and to
monitor sodium twice weekly, then manthly,
Review of the followup nephrology consultation
report dated Juiy 7, 2011, revealed to continue to
monitor the resident's labs monthly. Record
review revealed no monthly iab vaives were
available for the months of April, May, Juty,
September, and October 2011, to confirm that the
resident's sodium had been monitored monthly as
recommended,

Interview with the director of nursing (DON) on
January 19, 2012, at 3:30 p.m., revealed that the
primary care physician approved the
nephrologist's recommendations for Resident #1,
and that they were being implemented. Further
discussion with the DON revealed that she would
follow-up with the primary care physician (PCP)
and the nurses a1 the administrative office to
determine if lab resuits were available for the
aforementioned months, On January 20, 2012, at
11:30 a.m., the DON acknowledged that her
discussion with the PCP and the nurses revealed
no additionat lab reports were availabie for the
regident. At the time of the survey, there was no
evidence that Resident #1 received the lab tests
during the months of Aprll, May, July, September,
and October 2011, as recommended.

3 The GHPID failed to ensure training was

- provided by the psychologist fo facilitate the

; timely implementation of Resident #1's revised
behavior support plan {BSP).

Observation of the medication administration on
January 17, 2012, beginning at 9:10 a.m.,
revealad the licensed practical nurge {LPN)
administered Residentitt Chiorpromazine HCI,
100 mg tabiet and Clonazepam 2 mg tablet,
Interview with the nurse during the madication

Heaith Regulalion & Licensing Agmnsiraton ’
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administration revealed these medications were

prescribed for maladaptive bahaviors. During the
evening absefvations on January 17, 201 2, staff
was observed redirecting the resident when she

hit the wall with her hand.

Review of the medication administration record
{MAR) on January 17, 2012, at 9:47 am.,
revealed Resident#2 was also prescribad Paxil
4G mg in the evening for behavior. It should be
noted that on January 12, 2012, the previous
order of Paxil 20 mg was increased due an
increase in the resident's targeted behavior of
aggression.

Interview with the qualified intellectual disabilities
professional QIDP) on January 17, 2012, at
1237 a.m., revealed that due to a significant
increase in Residentit's behavior, Paxil 20 mg
prescribed in the evening for behavior, was
recently increased to Paxil 40 mg. The QIDP
also revealed that the resident's revised BSP
dated December 10, 2011, was approved by the
human rights committee (HRC) on Novemnber 22,
2011, The revised BSP was to be implemented
after staff received training from the psychologist.
The QIDP indicated, however, that the revised
BSP had not been implemented because she had
not been able to confirm a date with the
psychologist for the training.

On January 18, 2011, at 1:42 p.m., HRC minutes
daked November 22, 2011 revealed the review
and approval of of Resident#1's revised Bsp
dated December 10, 2011. The resident's
previous BSP dated Docembaer 10, 2010, which
continued to be impiemented, instructed the staff
to record target behaviors {explosive episodes)
that last for 5 minutes or more, and the resident
cannot be easily redirected. The revised BSP

Health Regulation & Licensing Agminsiration
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dated Decernber 10, 2011, instructed the staff to
record target bahaviors only when they last 20
minutes or more, and the resident cannot be
radirected easily. At the time of the survey, there
was no evidence staff was provided training by
the psychologist 1o facilitate the implementation of
; the revised B3P,

1405 3520.7 PROFESSION SERVICES: GENERAL 1405
PROVISIONS 3520.7

& i The QUIDP wifl meet with the day program to discuss this training
infaction control practices with emphasis on managing the

employed by the GHMRP or by a“ar.tgemem.‘s drooling tendency of Client #2. Training will be documented and
between the GHMRP and other service providers, MTS will maintain copies..3-2-12
inciuding both public and private agencies and Additianally the QIOP and facility manager will visit the program
individual practitioners, at minimutn monthly and will cbserve for angoing compliance,
Issues seen will be reported to the day program management
This Statute is not met as evidenced by: staff..3-1-12
Based on observation, interview and record ;
review, the group horne for persons with ’
inteflectual disabiliies (GHPID) failed to ensure :
professional services had been provided in
accordance with each resident's needs, for one of
the three residents included in the sample, i

{Resident #2)

The finding includes:

On January 18, 2012, beginning at 11:48 a.m.,
Resident #2 was observed drooling as the day
program steff assisted her with & recagnition
assignment. At11:49 a.m,, the day program staff
handed Resident #2 a paper towel and asked her
to wipe her mouth. The resident did not respong
therefore the direct support staff wiped her mouth
with hand over hand assistance. Continued :
observation revealed the direct support staff then !
placed the paper towe! on the tabile. :
i

Heaith Ragulation & Licensing Admeistration
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Inferview with the day program case manager on
January 18, 2012, at approximately 12:30 p.m.,
revealed the day program staff was required to
put the paper towel In the trash after the
resident's mouth was wiped.

At the time of the survey the day program staff
failed t¢ implement infection control procedures.
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