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{W 000} | INITIAL COMMENTS

A follow-up to the November 14, 2007
recetification survey was conducted from |
January 15, 2008 through January 16, 20 8, to
verify Corrective action identifieq in the submitted
plan of corection. Interview with administfative
staff and record review determined that th
GHMRP had corrected the praviously cite

| deficiency and was in substantial compliance with
the regulations.

483.420(a)(3) PROTECTION OF CUENT
RIGHTS

{W 125)

The facility must ensure the rights of all clignts.
Therefore, the facility must allow and en rage
individual clients to exercise their rights ag clients
of the facility, and as citizens of the United States,
including the right to file complaints. and the right
to due process, '

This STANDARD s not met as evidence by:
Based on observation and interview, the f: cility
failed to demonstrate that the rights of all glients
were protected and failed to aliow and encpurage

individual clients to exercise their rights within the
facility, and as citizens of the United States for
one of two clients in the sample. (Client #2)

The finding includes:

| The plan of correction for the November 14, 2007
survey specified that the psychologist would

modify the Behavior Support Plan (BSP) to
further address property destruction and ako to
include restitution parameters, Interview with the
Interview with the Qualified Mental Retardstion
Professional (QMRP) on January 15, 2008:at

.

415 PM and the review of records revealed no
'!‘IVE'S IGNATURE i

ABDRATQRY DIWR'S OR PROVID RIWIE@ZB&?:SE
7] Y P H A )
Cuttte Womt/ Nondele TR

TITLE

WS /TS

(M8) DATE

ny deficiency statement ending with an asterisk (") denctes g deﬁélency which the institytion
her safequards previda sufficient protection to the patients (See instructions.) Excapt for nyr.
liowing the date of survey whether or not a plan of carrection ig provided, For nursing homes,

ys following the date these documents are made available lo the facility. I deficiencles are cited, an appraved pla
Jgram participation, ;

y be excused from

1

i

carrecting Providing it is determined that

ng homas, the findings stated above are disclosable 9 days
he above findings ang Plans of correction gre disclosable 14

n of correction is requisite to continypd
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evidence that the BSP had been updated|since
May 2, 2007. The November 14, 2007 sy rvey
report documented that financial records tevealed
@ 3150.00 debit was made from Client #2|' s bank
account because he broke Client #1's telgvision
during a behavioral episode.
On January 15, 2008 at approximately 1:15 PM,
the QMRP informed the surveyor that the _
interdisciplinary team convened to discuss the W25
issue, deemed the $150.00 restitution to He _ - . - s
\ofi “Tient & ~and deliberately broke the TV set of his
appropriate, and approved that money be C lluflt 2 m_lllulll‘_\ ”jd ‘d(,ll‘hu(.,]tk:l'\ .l::ml:«it‘n_,‘ ;\, of his
ded d fr Client #2' tto For th roommate. But as mentioned. the BSP For client £2.
e u_c@e om Llien ?._aCCDl.JI'I .pay or the although it addresses property destruction. docs not outline
television he broke. Additional mte_an"ew fith the a specilic, appropriate consequence il the behavior occurs.
_QMRP hc_)wevar t_'evealed that restitution was not In addition. restitution is not addressed for individuals
included in the client’s behavior support p&an supported in the District although such a policy exists for
(BSP) dated May 2, 2007 and also that the BSP individuals supported in Marvland. The $150 dotlars will
had not been modified. Additionaily, therewas no be restored o elient #2°s account... 2-20-08.
evidence a modified BSP, including restitytion MTS will address this issue in a eam mecting and during
had been presented to the HRC for review and/or the next HRC meeting and may modily its pelicics at that
approval, tme to allow for such justifiable restitution. Such a policy
would include due process for the person and the right to
Observation of Client #2 on January 15, 2008 at appeal.
715 AM .rev.ealed .“m'tEd ve_rbal and Client #27s sister acls as his primary decision making
communication skills. Intew}ew with the QMRP on support person. She has had his BSP and psychotropic drug
Janualnéﬁ. tngI)B a::;gr?ma;tely 4:‘115tip " regimen reviewed with her and has signed consent for
reveale a 1en ad a close relativeé who i...2-11-08.
was his advocate, however he did not havg a
guardian. Review of the client's Psychologycal
Assessment, dated April 27, 2007, 2007,
Indicated the resident's cognitive abilities tbsted in
the severe range of retardation and that h lacked
the capacity to process information effecti ely to
make sound decisions. There was no evidence
that the facility implemented an effective s stem
to assist Client #2 in decision-making and o
ensure that his rights were protected.
{W 331}| 483.460(c) NURSING SERVICES i {w3zny

FORM CMS-2567(02-99) Previous Versions Obsolele

Event ID: X9IV12

i

Facliy urlb: 096101

1

If continuation sheet Page 2 of 12



DE‘PARTMENT OF HEALTH AND HUMAN SERVIbES
CENTERS FOR MEDICARE & MEDICAID SERV(CE_S

wuoe/023

; PRINTED: 02/04/2008
: FORM APPROVED
OMB NO. 0938-0391

i
A
4

STATEMENT OF DEFICIENCIES x1) PROVIDER/SUPPLIER/CUA
AND PLAN OF CORRECTION

IDENTIFICAYTION NUMBER;

09G101

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X3) DATE SURVEY
COMPLETED

R

B. WING

3 01/16/2008

-

NAME OF FROVIDER OR SUPPLIER

MTs

STREETjnADDRESS. CiTY, STATE, ZIP cODE
6014 B2ND STREET, Nw
WAsp-nNG'roN, DC 20015

SUMMARY STATEMENT OF DEFICIENCIES §
{EACH DEFICIENCY MUST BE PRECEDED BY F|
REGULATORY OR LSC IDENTIFYING INFORMAT)

X&D |
PREFIX
TAG

LL
D)

D
FREFIX
TAG

PROVIDER'S PLAN QF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED To THE APPROPRIATE
j DEFICIENCY)

(X5)
COMPLETION
DATE

{W 331} | Continued From page 2

The facility must provide clients with nurs;
Sefvices in accordance with their needs,

g

This STANDARD s not met as evidence
Based on observation, interview and reco
review, the facility failed to provide nursin
services in accordance with the needs of g
the two clients included in the sample. (C

by:

ne of
ient #1)

The findings include:

1. The facility's nursing services failed to mMaintain
an accurate accounting of controlled subsfances
administered, [See also Wasgs]

2, The facility's nursin
that Client #1 recejve
as prescribeq.

g services failed to ehsure
d psychotropic medj

Pproximately 7:30
AM revealed Ciient #1 did not receive
Clenazepam 2 mg on January 1 and Janu ry 2,
2008. The reason documented was that itjwas
not available. Interview with the Director o
Nuary 16, 2008 revealed tha
agency policy required that the DON be nofified
when medication was not avallable for
administration to a client, There was no evidence
that Client #1's lack of Clonazepam for two days
was reported to the DON for follow-up.

483.460(g)(2) COMPREHENSIVE DENTA
MENT

{W 356}

i
1

i
dezktal
re ;

i

The facility must en
treatment services
neaded for relisf of
restoration of teeth,

Sure comprehensive
that include dental ca
pain and infections, :
and maintenance of deptal

{W 356}

w 331}l

W33

Clienr #] 15 receiving the medication at
RN Will re-tryin the LPN on reporting
medication administration and will mo
minimum weekly (o insure appropriate
20-08.

resent. The lead
4any concerns with
nitor the MARs at
adminis(ration 3

;
i
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health, '
This STANDARD is not met as evidenced by:
Based on interview and record review, the|facility
failed to ensure comprehensive treatment .
services for the maintenance of dental hedlth of
three of the four clients residing in the facity,
Clients #1,#2, and #3).
The finding includes:
1. Aceording to the plan of correction (POL) for | °

the November 14, 2007 survey, the facility|nurse
had been unsuccessful in obtaining the ne sary
authorization to schedule Client #2 for his dental
treatments recommended during the dentg|
assessments. Record review revealed defital
assessment on dated June 27, 2006 and
December 19, 2006. During both assess ents,
the dentist diagnosed heavy calculus depokits
and recommended scaling. The dentist inflicated
that a request for pre-authorization would e
submitted to Medicaid and that the facility would
be contacted to schedule the procedure orjce
pre-authorization was received.

The POC for the November 14, 2007 surv y
further documented that a dental appaint
was scheduled for December 28, 2007 for
client. Interview with the Director of Nursi
(DON) on January 15, 2008 revealed that the
client went for a dental consultation on an arlier
date, November 20, 2007. No consultation report
was available for a November 20, 2007 or
December 28, 2007 dental visit. At the time of the
survey, however, there was no evidence t t the
dental scaling had been performed.

i
!

W36

Client #2 went back to dental on 2-13-08 and received the
needed follow up. Vimely dental follow up is a problem for
all Medicaid recipients becanse of the dearth of dentisty and

the prior authorization for pavment process. which is vers

slow. Providers need the support of sovernment (o solve
this svstem problem.

Client 43%5 follow up iy pending avthorization, Nursing will
follow up with the dentist 1o schedule an appointment any
then work o insure that Py ment authorization is approyed
i time for the visit, MTS wil] seck the support of 1S
clinfeal services to obtaip timely

approval L 20008

!
!

!
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2.. Interview with the primary RN on Janufry 186,
2008 at 3:37 PM indicated that Client #3 wWent to
the dentist on June 13, 2007. The review f the

consultation reported revealed a large ampunt l

plaque deposits present on all teeth, The \
' tooth oa o
et

funding agency. Further interview with th
and the record review revealed an entry o
Health Summary Form which documente
the client had a dental consuitation on July 19,
2006. Interview with the Director of Nurs g and
tha RN revealed that the consultation repdgrt for
the July 19, 2006 was not available for re ew. At
the time of the survey, the last date that Client #3
received dental treatment services could rot be
determine. There was no evidence that th client
received timely dental health maintenan
services, :

3. Also see W438
W 368 463.460(k)( 1) DRUG ADMINISTRATION W 368

The system for drug administration must %sure
that all drugs are administered in compliarjce with W30y
the physician's orders.
As i_ndicutu.‘l. the TLead RN will cheek the MARs on o
rouLne weekls hasis 1o

i Isure medication administrarion js
This STANDARD is not met as evidenced by: c.zu‘rn;-d OUL s preseribed and w g atthe same time; andiy
Based on interview and record review, the facility f-h.g‘ .mcciul}u[mn) supplies o insure po critical shortagey
failed to ensure that Client #1 received sl 2-20-08,
psychotropic medication as prescribed.

I
The finding includes: ’

b e ——

Interview with the medication nurse on Jariuary
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W 385

Continued Fram page 5
15, 2008 at approximately 7:30 AM revealgd that-
Client #1's recently had an increase in his osage
of Kionopin from 2 mg BID to 4 mg. on January 9,
2008 due to an increase in his aggrassive
behavior. The review of the medication
administration record (MAR) on January 1p, 2008
at 8:37 AM revealed that Client #1 did not Feceive
the prescribed Kionopin 2 mg BID on Janyary 1
and January 2, 2008 because it was not ayailable.
Interview with the Ditector of Nursing at January
15, 2008 at 4:20 PM revealed that she wa not
informed by the nurse that Client #1's
Clonazepam 2 mg was not available contipuously
for administration as prescribed. There was
evidence that Client #1 received his medi tion
as prescribed.

483.460()(3) DRUG STORAGE AND
RECORDKEEPING

The facility must maintain records of the receipt
and disposition of all controlled drugs.

This STANDARD s not met as evidenced by:
Based on observation, interview and record
review, the facility failed to maintain an acgurate
accounting of the disposition of controlieg Hrugs.

The finding includes:

Interview with the medication nurse on January
15, 2008 at 7:12 AM revealed on January 8, 2008
the psychiatrist prescribed that Client # 1

dosage of Clonazepam 2 mg BID be increpsed to
Clonazepam 4 mg BID on January 9, 2008 due to
an increase in his maladaptive behavior.
Observation of the bubble pack instructions and
the Declining Inventory Medication Sheet
revealed that 42 tabs were dispensed by “Pe

W 368

W 385

W38s

the I)()N' or Lead RN will rerain the LN on completing,
e Declining Imventory Form™ 14 insure that i1 jx prn\pcrﬂ

used when necessary .., 2-20-08

H
!

i |
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W 385 | Continued From page 6

pharmacy. Observation of the medication ¢ard
revealed the bubbles for January 10, 2008 (PM)
" | through January 15, 2008 (AM) were empty.

However, the review of the medication
administration record (the mornihg declinirlg
inventory form) on January 15, 2008 at 7-35 AM
revealed nursing signatures, time administered
and dose given were rissing on January
2008 and January 13, 2008 for the 7:00 A
dosage. Interview with the Medication Nurse on
those dates. The facility's Director of Nursi g
(DON) acknowledged during interview that{a

dates failed to accurately document the
Clonazeparm on the declining inventory forfn.

accurate accounting of controlled substandes
administered,
{W 426} | 483.470(d)(3) CLIENT BATHROOMS

The facility must, in areas of the facility whgre
clients who have not been trained to regulgte
water temperature are exposed to hot watér,
ensure that the temperature of the water d
exceed 110 degrees Fahrenheit,

This STANDARD is not met as evidenced|by:
Based on observations, the facility failed td
maintain water temperatures at or below 110
degrees Fahrenheit,

The finding includes:

l

Record review revealed the client began rgceiving
the Clonazepam 4 mg BID as prescribed gfter it
was received at the facility on January 10, 2008,

duty at 7:20 AM indicated that she did not york on
medication nurse on duty on the aforementioned

There was no evidence the facility maintaiped an

W 385

{W 426)

i
J
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Kitchen degrees Fahrenheit at the kitchen $ink
was 124 degrees Fahrenheit

Lower level bathroom was 125 degrees
Fahrenheit

Upper level bathroom was 123 degrees

Fahrenheit

Professional (QMRP) adjusted the hot watdr
heater control, the hot water was monitoreq again
from 6:27 PM to 6:37 PM and revealed thaf the
water temperatures were unstable at the foflowing

sinks:

B. After the Qualified Mental Retardation %

Kitchen (dropped from 130 to 60 degrees
Fahrenheit)

Lower bathroom (dropped from 128 to 60
degrees Fahrenheit)

Upper bathroom (dropped from 128 to 60
degrees Fahrenheit)

C. The water temperature was checked again at

f R
! L WING
09G101 B. WIN 01/16/2008
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WASHINGTON, DC 20015
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{W 426} | Continued From page 7 {W 426)
The review of the plan of correction (PQC)|for the
November 14, 2007 Survey revealed that the hot
water was adjusted to a maximum of 110 egrees
Fahrenheit by the end of the survey. The ROC
further documented that the water temperdtures
would be checked daily and documented f
ensure that they were maintained routinely|at or
below 110 degrees. Additionally the POC stated
that staff had been instructed to notify sup@rvisors
immediately whenever hot water temperatyres
measured more than 110 degrees Fahrenheit. Wi
A On :lanuary 15, 2903 at approximately [5:30 Phe water temperatyre iy checked daily ut this point and
PM during handwashlng. water temperaturg felt documented. Stalf has been trained 1o report immediately
very warm. Measurement of the water any readings above 110 degrees. The Janyary and Februan
. | lemperature revealed the following temperatures: water temperature readings reflect temperuiurey below 110
degrees on g consistent basis (see attached copics of (he

charts).. 2] =018,

|
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7:05 PM on January 15, 2008, The water
ternperature read at 110 degrees in both

bathrooms but immediately dropped to 65
degrees Fahrenheit while the hot water w
running.

Interview with the direct staff indicated thaf each
client required supervision during bathing. Further
interview with the QMRP revealed that he hatified
his supervisor of the water temperature a
requested assistance to correct the problefn. The
QMRP was observed to remain on site andl stated
that he would instruct staff to document the water
temperatures until the clients Ieave for thejr day
programs on January 16, 2007. The tempkrature
log was reviewed on 1/16/08 and reflected|that on
1/15/08 at 9;00 PM the water temperature was
122 degrees, and at 11:00 PM was 105 degrees
Fahrenheit. The next morning (1/16/08) a{ 7.00
AM. the temperature log read 120 degree
Fahrenheit, '

The water temperatures were checked on [1/16/07
between 8:15 AM and 8:18 AM and revealf;d the
following:

Kitchen (130 degrees Fahrenheit)
Lower bathroom (130 degrees Fahrenheit)
Upper bathroom (135 degrees Fahrenheit]

The water temperatures were checked on /1 6/07
between 8:55 AM to 9:00 AM and revealed the
following:

Kitchen (144 degrees Fahrenheit)

Lower bathroom (147 degrees Fahrenheit)

Upper bathroom (147 degrees Fahrenheit]
i

D. A repairman was observed in the facim& at

FORM CMS-25687(02-09) Previous Veraiona Obsolgts Evon’ 10: X9iv1z Facility I&a: 006101 If continuation sheet Page 9 of 12
]
i

1




; _- PRINTED: 02/04/200¢
DEPARTMENT OF HEALTH AND HUMAN SERvg:ES | FORM APPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES | OMB NQ, 0938-0391

STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIERIELIA (X2) MULTIPLE!CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
[ A. BUILDING
: B. WING i R
09G101 | ‘ : 01/16/2008
NAME OF PROVIDER OR SUPPLIER Z STREE','; ADDRESS, CITY, STATE, ZIF CODE
| ' 6014{32ND STREET, NW

MTS i WASHINGTON, DC 20015

i

X4 1D SUMMARY STATEMENT OF DEFICIENCIES | D ' PROVIDER'S PLAN OF CORREGTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FrLL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMBLETION

TAG REGULATORY OR LSC'IDENTIFYING INFORMATION) TAG : CROSS-REFERENCED 1;:0 THE APPROPRIATE
DEFIGIENCY)

{W 426} | Continued From page 8 {W 426)

approximately 10:45 A.M. on January 16,[2007.
Interview with the repairman revealed tha he
calibrated the hot water heater and that tHe
temperature should adjust to 110 degree
Fahrenheit.

The water temperatures were checked o 1/16/07
between 10:47 and 10:52 AM revealed th
following:

Kitchen (144 degrees Fahrenheit)
Lower bathroom (146 degrees Fahrenheif)
Upper bathroom (145 degrees Fahrenheit)

The water temperatures were checked or 1/16/07
between 5:10 PM and 5:15 PM revealed the
following:

Kitchen (101.5 degrees Fahrenheit)
Lower bathroom (101.6 degrees Fahrenhgit)
Upper bathroom (101.4 degrees Fahrenhgit)

According to the facility's instructions on the Hot
Water Log Sheet, "Temperature is to be fead
weekly. Should read between 100 -.110 degrees
Fahrenheit. if ternperature is abave, contgct your
Supervisor.” Interview with the Director of
Residential Service on January 16, 2008 it 4: 20
PM indicated that hot water temperatures{should
be monitored daily at the facility ensure t t they
remain within the established range. Therk was
no evidence however that the facility had
> | Implemented measures timely and consi ently to
ensure that the hot water temperature did not
exceed 110 degrees Fahrenheit,
W 436 483.470(g)(2) SPACE AND EQUIPMENT,

W 436

The facility must furnish, maintain In good,repair,
and teach clients to use and to make infogmed

il
i

H
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W 436

Continued From page 10

choices about the use of dentures, eyeglassgs,

hearing and other communications aids, brafes,
and other devices identified by the
interdisciplinary team as needed by the clien

—
H

This STANDARD s not met as evidenced Hy:
Based on observation, interview and record
review, the facility failed to ensure monitorin
dentures to ensure that they fit properly for
ohe of two clients in the sample (Client #1).

S
™9
]

8

The finding includes:

On January 15, 2008 at approximately 7:35 JAM,
Client #1 appeared to be edentulous. and
received a chopped diet. On January 15, 2
8:40 AM, the client's one on one direct care
showed the surveyor the client's upper and fower
dentures which were stored in a container i
drawer in the office. Polygrip denture adhes{ve
was also observed in the drawer.

Interview with staff indicated the client requited a
chopped textured diet due to not often wearjng
his dentures. When questioned why he was{not
wearing his dentures, the client stated they were
in the drawer because thay hurt his gums.
Interview with the client ' s one on one staff|"
revealed the dental adhesive had been applied to
the dentures however they still did not fit th
client's gums. Further interview with the staff and
the record review on January 16, 2008 at 3:80 PM
revealed the client had a training program which
required that staff offer the client his denturés
each morning and document whether or nof he
accepts them. Staff indicated and the review of

documentation revealed that the client ofte

W 436

i

W36

Client #1 has consistently camplained about his dentures
since getting them and has been re-fitted at least three times
o date. Tle i3 scheduled o return 1o the dentist on March
12, 2008. At that time, the question will be undertaken s Lo
whether he is a pood candidate for dentures. Iy may be thai
he simply does not want 1 wear dentures, The dentist will
cither trv once again for a perfect it or provide leedback
about whether he s indeed a 2ood candidate for

dentures, . L1208,
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refused to wear his dentures. Interview with the
primary RN on January 16, 2008 indicated that
the client's teeth may hurt his mouth due to ot
fitting properly on his gums,

Record review revealed the client had an anpual
dental assessment on November 20, 2007.
Through interview and record review howevdr, It
could not be determined if the client took his
dentures to the appointment with him. for
observation/assessment of the fit by the dentist.
The dentist indicated " Patient completely
edentulous; oral cavity structure in good
condition. Come back in one year. It could ngt be.
There was no evidence the client received déntal
assessment/treatment services in accordan
with his assessed needs.

i
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{1 000} INITIAL COMMENTS {! 000}

A follow~up to the November 14, 2007 licensjire
survey was conducted from January 15, 200
through January 16, 2008, to verify correctiv
action identified in the submitted plan of
correction. Interview with administrative staff and
record review determined that the GHMRP Had
corrected the previously cited deficiency andjwas
In substantial compliance with the regulations.

AT

{1 206y 3509.8 PERSONNEL POLICIES {l 208}

Each employee, prior to employment and
annually thereafter, shall provide a physician[' s
certification that a health inventory has been
performed and that the’employee ' s health status
would allow him or her to perform the requir
duties,

This Statute is not met as evidenced by:
Based on interviews and record review, the Jf

facility failed to achieve compliance with Stat
regulations pertaining to heaith (22 DCMR
Chapter 35, Section 3509.8) for three staff.

The finding includes:

According to the plan of correction for the
November 14, 2007 survey, staff would be giyen
a deadline to obtain an updated health certifidate
or would come off the work scheduyle by
December 30, 2007. The QMRP and the
Assistant to the Residential Director separate
would conduct periodic audits of the personnal
files to ensure that staff are notified proactively
abaut the upcoming file issues, ‘

L
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{1 206} Continued From page 1 {1208}

interview with the Qualified Mental Retardati n
Professional (QMRP) on January 15, 2008 a S
3:45 PM revealed that the health cerificates Chaprer 35
requested for Staff #8, #9 and #12 were not ,

available for review. The QMRP indicated that 3509.6
these health certificates would be requested ffrom ]
the administrative office. Interview with the Al ofthe health certificares have poen obtained (see
Director of Residential Services and the review of attachments). | 2.14-0g,

the personnel records provided on January 16, T

2008 at 2:50 PM revealed current health
certificates were not available for Staff #8, #9 and
#12. At the time of the follow-up survey, ther
was no documented evidence that the
aforementioned staff had current health
certificates,

1222 3510.3 STAFF TRAINING I 222

There shall be continuous, ongoing in-servi
training programs scheduled for all personney.

This Statute Is not met as evidenced by:
Based on interview and record review, the
GHMREP failed to ensure staff working with tHe
residents had current training in emergency
procedures (Cardiopulmonary resuscitation gnd
first aide).

The finding includes:

Interview with administrative staff (Qualified
Mental Retardation Professional and the Dirdctor
of Residential Services on January 15 and 18,
2008 revealed the following staff lacked CPR)
and/or first aide: 5103

a) Staff#2 - no current CPR Proofof CPR certitication - attachied . 2014008
b) Staff #3 - no current CPR or first aid T
) Staff #8 - no current CPR or first aid
|__d) Staff#9- no current CPR or first aid
\ith Regulation Administration
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1394 3520.2(d) PROFESSION SERVICES: GENE*RAL 1394
PROVISIONS

Each GHMRP shall have avallable qualified
professional staff to carry out and monitor
necessary professional interventions, in
accordance with the goals and objectives of pvery
individual habilitation plan, as determined to be
necessary by the interdisciplinary team. The
professional services may include, but not b
limited to, those services provided by individyals
frained, qualified, and licensed as required b
District of Columbia law in the following
disciplines or areas of services:

(d) Nutrition;

This Statute Is not met as evidenced by: -
Based on interview and record review, the B%
nse

GHMRP failed to ensure the professional li
was available for the (d) nutritionist.

The finding includes:

Record review on January 15, 2007 at
approximately 2:10 PM revealed a current DC
License was not on file for the nutritionist,
Interview with the Qualified Mental Retardatign
Professional on January 15, 2007 indicated at 3320.2 1d)
the license would be requested from the .
administrative office. Interview with the Diredtor Acopy of the nutritionist current Hcense I
of Residential Services on January 16, 2008 lat Athached. 20,

4:15 PM revealed this consultants should haye
current professional license at the administrative
office, howaver at the time of the follow-up
survey, the license was not available for review,

1396/ 3520.2(f) PROFESSION SERVICES: GENERAL | 1396
PROVISIONS
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1386 Continued From page 3 1306
Each GHMRP shall have available qualified

professional staff to carry out and monitor
necessary professional interventions, in
accordance with the goals ang objectives of pvery
individual habilitation plan, as determined to be
necessary by the interdisciplinary team. The
professional services may include, but not b
limited to, those services provided by individdals
trained, qualified, and licensed as required by
District of Columbia law in the following
disciplines or areas of services:

(fy Occupational Therapy;

This Statute is not met as evidenced by:

Based on Interview and record review, the
GHMRP failed to ensure the professional license
was available for the (f) OCCupational therapi

~

The finding includes:

Record review on January 15, 2007 at
approximately 2:12 PM revealed a current D
License was not on file for the Occupational 35202 (1)
Therapist. Interview with the Qualified Mentd
Retardation Professional on January 15, 200,
indicated that the license would be requeste
from the administrative office. Interview with the MUS audits personnel fife nformation quarterly ang
Director of Residential Services on January 16, notifies stalf proactiy ely 1o address upcoming -
2008 at 4:15 PM revealed this consultant shquid SUes. L 2 H-08.

have current professional licenses at the
administrative office, however at the time of the
follow-up survey, the license was not avaiiab for
review,

A copy of the current O'T ficenge js allached., 2-14-08

3523.1 RESIDENT'S RIGHTS {1 500}
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{1500}/ Continued From page 4 {1 500}
chapter, and other applicable District and fe#eral
laws,

This Statute is not met as evidenced by:
Based on the interview and record review, th
GHMRP failed to ensure that the rights of eakh
resident were protected in accordance with D.C.
Law 2-137, this chapter and other applicable
laws.

The finding includes:

The plan of correction for the Navember 14, 007
survey specified that the psychologist would
modify the Behavior Support Plan (BSP) to
further address property destruction and als
include restitution parameters, Interview wit
Qualified Mental Retardation Professional
(QMRPF) on January 15, 2008 at 415 PM
revealed no evidence that the BSP had bear{
updated since the May 2, 2007. According td the
November 14, 2007 Survey report , the review of
financial records revealed a $150.00 debit was
made from Client #2's bank account because he
broke Client #1's television during a behaviosal
episode,

On January 15, 2008 at approximately 1:15 pM,
the QMRP informed the Surveyor that the
interdisciplinary team convened to discuss the
issue, deemed the $150.00 restitution to be
appropriate, and approved that money he
deducted from Client #2's account to pay forjthe
broken television, Additional interview with t|
QMRP however revealed that restitution wasg not
included in the client's behavior support plan
(BSP) dated May 2, 2007 and also that the
had not heen modified. Additionally, there
svidence a modified BSP, including restituti

Ve IET3 |

Client #2 willfully and defiberately broke the TV set of his
roomumate. But as mentioned. the BSP for client £2,
although it addresses property destruction. does not outline
a Spuclrﬁc. appropriate consequence il the behavior oceurs,
Inaddition, restitution is not addressed for individuals
supported in the District although such a pol_ic_v CXIStS 'I’Am‘
individuals supported in Maryland. The $1350 dollars wili
be restored (o client #2°5 account. . 2-20-08.

MTS will address this issue in a team meeting and during
the next HREC mecting and may modily its policies at thai
time 1o allow for such justifiable restitution. Such a policy
would include due process for the person and the right to

appeal.

Client #275 sister acts as his primary decision making
support person, She has had his BSP and psy chmm;?ic drug
regimen reviewed with her and has signed consent for

L. 2-14-08.

i

Ith Regulation Administrafion
TE FORM BAaD

X8ivi2

If continuatlon gheet 5 of g




PRINTED: 02/04/2008
i : FORM APPROVED
4
:_

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (x3) go'\;ﬁ LSEPTFI*E‘SEY

AND PLAN OF CORRECTION ICATION NUMBER: |
IDENTIFICATIO M8 : A BUILDING R

: B. WING
09G101 : 01/16/2008
smger ADDRESS. CITY, STATE, PIP CODE

6014 32ND STREET, NW
MTS WABHINGTON, DC 20015

4) ID SUMMARY STATEMENT OF DEFICIENCIES D # PROVIDER'S PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPUER

x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG oss-REFERENgFED ESJHE APPROPRIATE DATE
DEFICIENCY)

{1500} Continued From page 5 {1 500}

had been presented to the HRC for review afd/or
approval.

Observation of Client #2 on January 15, 2008 at
7:15 AM revealed limited verbal and
communication skills. Interview with the QMRP
on January 15, 2008 at approximately 4:15 FM
revealed that Client #2 had a close relative who
was his advocate, however he did not have
guardian, Review of the client's Psychologicgl
Assessment, dated April 27, 2007, indicated the
resident's cognitive abilities tested in the sevkre
range of retardation and that he lacked the
capacity to process information effectively to
make sound decisions. There was no evidance
that the facility implemented an effective sysfem
to assist Client #2 in decision-making and to
2 | @nsure that his rights were protected,
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