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i
A recertification suvey was conducted from o
December 12, 2007 through December 13, 2007, = o !
The survey was conducted using the fundamental S e i
| 8rvey process. A random sample of two clients = "E’gﬁ' ;
yas selected from 3 residential population of two == é-mﬂd i
\l%(ales with mental retardation and other > ‘E:g:“if [
disabllities. The survey findings were based on :_‘:ﬁfa i
observations in the group home and at ane day 0y »EC |
program, interviews and a review of records, poNg ‘;
including unusual ir cident reports. &= =5 ‘
W 104 | 483.410(a)(1) GOVZRNING BODY W 104 \E_J
as
The governing body must exercise-general policy,
b‘rdget, and oparating direction over the facility.
This STANDARD s not met as evidenced by: E
Based on observatic i, interview, and record ' :
n.ji[view, the facllity's .joverning body provided !
general operating directions except for the :
deficlent practices datailed below. !
i‘ '
Tke finding includes |
|1 The Govern Bedy failed to provide cont e ' |
-1 ' e Gaverning Bedy failed to provide continous I.  See Response for w322 0.
m_!aintenance and repair of the facility's van. [See P . 1-30-08 [
V‘:\{!322] ‘
11| The governing bady failed to ensure the _ o :
implementation of its medication destruction 2. RN will retrain the medication nurse on . |
palicy. properly disposing of medications. 1-30-G8 |
i !
[ .
Observation of the evening medication : E
administration on Den:e'mber 12, 2007 beginning i
ay5:26 PM revealed Slient #1 received ;
medications including| Phenobarbital, Depakote, _
ariijd Topamax. During the observation, Client #1 : f
; : A |
LABORATORY DIRECT OR'S OR (iaovzpswsupmsn REPRESENTATIVE'S SIGNATURE 7 T . o / x&OATE
L 2N Y o tap WMA@/L{M/Q _lf22)08
Anydeficiericy statement en’ding withen asterisk (*) denotes a deficlency which the institulon may b axcushd from correcting providiag it is determined that ]
other S&faguards provide sufficient protection to the patients. (See instructlo

ns.) Except for nursing homes, e findings stated above are disclosable 90 days
provided. For nursing homes, the above findings and plans of conection are disciosable 14
he facilty. If deficiencies are clted, an approved plan of corraction is raquisita to continuad

following the daté of survey whether or niot a plan of corraetion is

days fallowing thie date these docurnents sre mzde available ta b
pragram participation,

|
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W 104 | Continued From page 1 W 104| '

was observed to drop one of the Depakote pills f
from his mouth. The nurse was observed to !
re-administer anoher Depakote to the tlient. i
pontinued observation of the nurse revealed the !

nurse disposed of the dropped Depakote by
drushing it and plecing it in the sharps cantainer
ocated in Clignt #2's bedroom,

Review of the faciiity's policy for disposal of ‘ i
medication revealed that medications should be ”
disposed of by cru shing them and/or melting
them completely and flushing down the drain. At
the time of the s strvey, the facility failed to
gnsure the droppe 1 Depakote was disposed of in

fccordance With fz cility policy.
W 124

583.420(a)(2) PROTECTION QF CLIENTS W 124
RIGHTS

"ﬁhe facility must ensure the rghts of all clients.
herefore the facility must infarm each client,

parent (if the client is @ minor), or legal guardian, .
f the client's medisal condition, developmental _!
nd behavioral status, attendant risks of ‘ '

freatment, and of the right to refuse treatment.

i

This STANDARD s not met as evidenced by:
ased on observati an, interview and record
review, the facility failad to ensure the rights of
gach client and/or their legal guardian to be
informed of the client's medical condition,
qevelopmental and behavioral status, attendant
sks of treatment, znd the right to refuse
eatment, for one of the twa clients (Client #1)

Included in the samyte,

i |

]

he finding incluges:
i
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W 124 | Continued From piige 2

C
Observation of the evening medication
dministration on 0ecember 12, 2007 beginning
;=|m1t5:26 PM revealed Client #1 receivad
pedications including Phenobarbital, Depakote,
Ind Topomax. Interview with the medication
nurse during the m adication administration,
rtvealed the aforertentioned medications were
g ed to address the client's seizure disorder.
ubsequent to the nedication administration
opservation, the Decembar 2007 Physician's
Orders (POS) were reviewed and reflected that
client #1 was presc ibed Naltrexane
Hydrochloride to addrass self injurious behaviors.
his corroborated information provided by the
louse Manager (HIV) on Decamber 12, 2007 at
12:56 PM, and reflected that the medication is’
used to control beh:viors used In canjunction with
a)Behaviar Support Plan (BSP).

L]

i
This interview with t1e HM also revealed that
Client #1 was not ¢z pable of giving informed
c:}:nsent for the use »f his medications and
habilitation service r eeds. The HM alsg indicated
that Client #1 has in/olved family members but
did not have a legal guardian appointed.

R'}aview of Client #1's records on December 13,
2007 at approximate ly 3:30 PM revealed the
cllent's psychalogical assessment dated June 2,
2007. According to the assessment, Client #1 *is
nq'?t able to make ind2pendent decisions
cencerning his residential or day placements,
treatment plans or financial affairs. He lacks the
cagnitive skills necessary to understand the
irqplications of such decisions and therefore
cannot give his Infortned consent " At the time of
the survey, the fachit/ failed to provide evidence
that Client #1's treatrient needs, including the
benefits and potential side sffects assoclated with

W 124

w124

has agreed 1o sign a consent for the

1-30-08.

Client # 1°s sister supports him in making
important decisions. She has had his
medication regimen reviewed with her and

regimen. Her signature will be obtained by | 1-30-08
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W 124

W 148

C ipﬁnued From paye 3

the medications, and the tight to refuse treatment,
had been explained to him and a legally
authorized representative.
433.420(4:)(6) COMMUNICATION WITH
CLIENTS, PARENT 3 &

|
Trle facility must not fy promptly the client's
parents or guardian f any significant incidents, or
changes in the ciient's condition including, but not
limited to, serious ilir ess, accident, death, abuse,
or qnauthorized abse:nce,

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to provide evid:ance that family members
Wwera notified promptly of significant incidents for
one of the twa clients (Ciient #1) included in the

sample,
Tth finding includes:
|

Re

iew of the facility; Investigative reports 6:1
Da

mber 12, 2007, hxeginning at 2:10 PM

revealed the following:

On February 20, 2007, staff reported that blood
wag observed ‘on Client #1's sock after returning

fro 1 the day program The report also Indicated
that the client's foat had been caught in the van
The residential nurse assessed the client and
sent the client to the emergency room. The client
Waj}subsequently diaginosed with a fractured right

toey | it should be noted that interview with the HM
and Qualified Mental Fletardation Professional
(QNRP) on December 12, 2007, revealed the
aforementioned incident was catagorized as
neglect. Additionally, iaterview with tha HM on

Dec%:mber 12, 2007 at 12:55 PM revealed Client

W 124

W 148

W148

The QMRP spoke with the sister of client
#1 about the incident, but did not document
the conversation in her notes. In the fiture,
the QMRP will document such
conversations in her notes.

The sister was satisfied with the way MTS
handled the incident. She raised no concerns
on issues.

1-18-08

1-5-08
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|
W 148 ﬂ%ontinued From page 4
:’ﬁ1 had Involved fanily members, howsver, there
/as no avidence frovided to substantiate that
lient#1's family vsas notified of the
aorementioned incident. ,
W 149 | 483.420(c)(1) STAFF TREATMENT OF
LIENTS

he facility must develop and implement written
plicies and procerlures that prohibit

listreatment, neglsct or abuse of the client.

This STANDARD |s not met as evidenced by:
ased on interview and record review, the facility

failed to establish and/or implement policies that

jhsured the heaith and safety of one of the two

|

lients (Client #1) ircluded in the sample,

r'le finding include::

ﬁe facllity failed to ensure its incident
)anagement policy was developed and/or

- | implemented in acesrdance with the federal
regulations,

| Interview was cenducted with the facility's
ouse Manager (HM) on December 12, 2007, at
120 PM to ascertaii information abuout the
facility's incident ma nagement system. According
to the interview, if staff observed, discovered, or
as informed of an incident, the information
about the incident was verbally reported to the
HM, who In turh, wolild report that information to
the Incident Management Coordinator (IMC).
Onee the information was reported fo the IMC,
the IMC entered the information into 2n incident
reporting system operated by the Department on
{sability Services (D)DS). The IMC was
responsible for makiag all written notifications. It

L (x8)
COMPLETION
DATE

W 148

W 149

W49

The QMRP will retrain all staff on incident
reporting and proper documentation by

All new staff will receive training via the
QMRP within their first work week as a
part of their in-home orientation.

1-30-08

1-30-08
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W 149

(iontinued From page 5

was also noted thzt all required verbal
otifications, Inclucling notifications to the family
r guardian, were imade by the HM within 24
ours. The HM also revealed that the :
epariment of Hezilth was not verbally nofified but
/as notified in writing by the IMC within five
rorking days.

[
|

| .
he interview with “he HM also revealed that the
:Pcility stupped using hand written incident report
nms approximate y two years ago; at that time,
the systern describ2d above (IMC documenting
incidents) was initieted. The HM also revealed a
flew incident report ng system was developed that
Included requiremnents for staff to document
ﬁp:cidents on an incldent report form. According to
the HM staff were iiv-serviced an that system in
ctober 2007. Indi/idual interviews were
onducted with two staff on' December 12, 2007
? 1:52 PM and 1:55 PM respectively, o ascertain
it they were aware of the new system. According
tt the interviews, th: staff were not aware of the

required documentztion form (Incident Report
ormy, '

| Review of the fasility's investigative reports on
ecember 12, 2007, beginning at 2:10 PM

-friactured night toe. | should be noted that

revealed the following:

as observed on Client #1's sock afier returning
from the day prograim. The report further
revealed that the client's foot had been caught in
e van lift. The residential nurse assessed the
client and sent the c.ient to the €mergency room,.
The client was subsuequently diagnosad with 2

:g*erview with the HM and Qualified Mentzal

Ig-ztardation Professional (QMRP) on December

W 149

B. The incident cited was reported to the
Department of Health. An incident
report was sent. In the future, MTS
staff will indicate on the incident 1-30-08
reporting form that DOH was
contacted,

The QMRP will review all incident

reports before they are submitted to insure

the above. 1-30-08

1T -
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W 149, ontinued From page 6

12, 2007, revealed that the aforementioned

incident was categorized as neglect. Additionally,
ere was no evidence that the incident was

reporied to the Department of Health (DOH).

C. The facllity's incident management and
reporting policy (revised1/15/06) was reviewed on

ecember 13, 2007, and revealed the fallowing
information: : :

-} The Program Dircctor/QMRP is to ensure
timely notification o*any and all allegations of
a‘:bUSe. neglect or mrilstreatment to the appropriate
authorities. In accerdance with our regulatory
requirement, any si«ch allegations should be
rgported within 24 Fours of the initial verbal
report. The agencies to be notified include DDS,
{OH, the Commission on Health Care Finance
and other agencies depending on the nature and
sgverity of tha occurrence.

- El’he QAMRP was responsible for recording

incidents on an "Unusual Occurrence/incident
B rm‘ll

The QMRP was respansible for contacting the

fent's famlly within 48 hours of the incident.

t}gte: Interview with the HM on December 12,
|

2
f

07 at 12:55 PM revealed Client #1 had invalved
}'mily mernbers.

{ the time of the su-vey, ingident reports were
not available far review. Additlonally, the facility
failed to provide evidence that the policy was

fltten in accordanc: with the reguiations to
make certaln notificztions were made as required.
(See also W148 and W183).
W 153 4?3.420(d)(2) STAFI TREATMENT OF

W 149

(See attachment)

W 133

C. MTS’ incident management guide
clearly indicates DOH as an entity to be
contacted and faxed an incident report copy. | 1-20-08
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W 153 | Continued From pege 7

G
GLIENTS
T
m

The facility must er sure that alj allegations of
Istreatment, neglect or abuse, as well as

injuries of unknown source, are reported

immediately to the tidministrator or to other

officlals in accordarice with State |aw through
established procediires.

This STANDARD I not met as evidenced by:
Based on interview and record review, the faciiity
failed to ensure that all allegations of neglect and
injuries of unknown origin were reported
mediately to the zdministrator or to other
officials in accordanze with state law [22 DCMR
Chapter 35 3515.10] through established

procedures for one of the two clients (Client #1)
included in the sample.

The finding includes:

Review of the facility's investigative reports on
December 12, 2007, beginning at 2:10 PMm
ealed the following:

Op February 20, 2007, staff reported that blood
was observed on Client #1's sock after retuming
from the day progran. The report further
revealed that the client's foot had been caughtin
the van fift. The resilential nurse assessed the
clignt and sent the client to the emergency room.
The client was subse quently diagnosed with g
fractured right toe. It should be hoted that
interview with the HM and Qualified Mental
Retardation Professicnal (QMRP) on December

» 2007, revealed tha aforementioned incident
§ categorized as naglect.
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W 153 | Gontinued From page 8 W 153 Wis3 :
terview with the Qualified Mental Retardation . s .
rth easion th(QJ\?lF‘ P) !Lln December 13, 2007 was A copy of the incident report cited has been | 1-20-08
’ . .
bnducted to asceitain if there was an Incident %i‘ced In the client records, .
. . e QMRP will routinely follow up with
port for the aforementioned incident. At the th . that final versi fth
fime of the survey, no incident report was the IMC to ensure that fina dvertsﬁof of the
rovided for review. Therefore, there was no incident reports are retumed to the home
¢ g and appropriately filed on a routine basis. .
vidence that notifisations were made to the The QMRP will audit the records month]
icility's administra:or and the Department of e Q 1™ audit i Y 5008
ealth (DOH) as required. to insure routine compliance. 1-30-

W 154 | 483.420(d)(3) STAI'F TREATMENT OF W 154

LIENTS

|
T‘he facility must have evidence that alj allegad
v{iolations are thoroughly investigated.

|

his STANDARD i ot met as evidenced by:
ased on interview and record review, the facility
fgiled to ensure thal all allegations of abuse and
neglect and injuries of unknown origin were
thoroughly investigated for ene of the two clients
client #1) aincluded in the sample.

i

n February 20, 2007, staff reparted that blood

$ observed on Cliznt #1's sock after returning
frI m the day prograrn. The report further
revealed that the clicnt's foot had been caught in
the van lift. The residential nurse assessed the
client and sent the cllent 1o the €mergency room. ,
The client was subse.quently diagnosed with a ' :
frEctured right toe. It should be noted that :

interview with the HN| and Qualified Menta|
R|

stardation Professional (QMRP) on Decernber
|
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| 12, 2007, revealed that the aforementioned
Incident was categurized as neglect. Wis4
eview of the corresponding investigation for the The %M};g,ﬁ“:gggr e::z ﬁgﬁf@ggg but
incident (not dated) and interview with the GMRP Seoonc stall mer . d Sh
December 12, 2307 revealed that thare was stated she lc:u:l Itlot se_«:e whg:ih?lg}t;g; S tg ,
o staff on duty and present at the time of the was “;t a5 eh' z wrlie 4 errir The
incident. However, the investigative report that . e.“l‘]’;. i retrain the QMRP
révealed evidence ¢f only one direct care staff resi entxath lrt;]c oarIt oy waan the QMRP |
ember being interslewed (the van driver). to Insure that all parties who ar 1-30-08
F How-up interview was conducted with the of an incident arc interviewed and T
IMRP to ascertain if the second person was statemnents are taiken regardless of what they
interviewed at the time of the investigation to -~ didor did not sec or hear. dod the k 1-5-08
dfsclose any informeition regarding the incident. The primary staff person provi ]SITS :’ T{y .
The QMRP reveale! that the second staff person facts, which are rot in d““'p“:;' - oo
was not interviewed and was no longer employed appropriate action based on that.
byl the facility,
W 156 | 483.420(d)(4) STAFRF TREATMENT OF W 156
CLIENTS
Thte results of all inviestigations must be reported
ta|the administrator or designated represantative
ofito ather officials ir accordance with State law
whthin five working diys of the incident,
This STANDARD s not met as evidenced by:
Based on interview and record review, the facility
fafled to ensure required investigations were
reviewed by the administrator or designee within
fi Fworking days, for one of the two clients
(Cnﬁent #1) included i the sample.
{
Ti ‘!e finding includes:
[
Review of the facility's; investigative reparts on
Deacember 12, 2007, heginning at 2:10 M
reyealed the following:
FORM CMS-2587 Event ID: 170211 Facliity iD: 08Go6s

If continuation sheet Pags 10 of 18



5, Inc.
FAX 2022448048 MYk

do1s

01/23/2008 15:51 FAX 202244804 Sy o022 :
: ' PRINTED: 01/10/2008 |
DEPARTI\PENT OF HEALTH AND HUMAN SERVICES FORM APPROVED .
CENTERS FOR MEDICARE & MEDICAID SERVICES QME NQ. 0933-0391 -
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION (X2) DATE SURVEY :
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
09G005 B. WING 1213/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: f 1044 A5TH STREET, NE
s WASHINGTON, DC' 20019
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W 166 | Continued From page 10 W 156
On February 20, 2307, staff reported that blgod )
was observed on Client #1's sock after retuirning w156
from the day program. The report further The investigation copy presented f0f l:he' A
fevealed that the ¢ ient's foot had been caught in survey did not have the IMC or Residential
the van lift. The residential nurse assessed the Director’s signatures. The QMRP failed to
lient and sent the client to the @mergency room. obtain a copy of the final signed document
he client was subsequently diagnosed with a from the main office to replace the unsigned
fractured right toe. It should be neted that copy in the record. The document was 1-26-08
interview with the FIM and Qualified Mentai properly reviewed by the IMC and
etardation Profes sional (QMRP) on December Residential Director. (sce attachment) and a
2. 2007, revealed that the aforementioned signed copy is now in the home.
incident was categurized as neglect. -
eview of the corré sponding investigation for the
Incident (not dated) and interview with the QMRP
n December 18, 2007 failed to provide evidence
at the investigation was reviewed by the
dministrator or designee as required. Blank
paces were obser/ed for the incident manager
nd the administratar.
W 189 | 483.430(e)(1) STAFF TRAINING PROGRAM W 189
he facility must provide each em ployee with
initial and continuiny training that enables the
mployee to perfor 1 his or her duties effectively,
fficiently, and campetently,
hls STANDARD is: not mef as evidenced by:
ased an observation, interview and record
review, the facllity fzlled to ensure that each
mployee was provided with initial and continuing
tiaining that enablec the emplayee ta perform hisg
ar her duties effectively, efficiently, and
ﬁompetently. .
. W189 1-30-08
The findings inciude: 1. Satff will be retrained on the incident
i olicy by the QMRP and by 1-30-
T. The facility failed (0 provide evidencs that the a;;?ortmg policy by the Q Y
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W 189 | Qpntinued From pagje 11 . W 189
staff were effectively trained on the facility's
Incident Manageme nt policy. (See W149, 1)
i - icati 1-30-08
2} The facility failed to provide evidence that 2. Tt.: i?(;{f'{rlg,wgigtr:;n tltgedx;rs;?)?;; :J(}n
niirsing staff were effectively trained on the ““rs. tons b 1930-0),8
dication disposal policy, (See W104) medica 4
W209(4 3.440(c)(2) INDIVIDUAL PROGRAM PLAN W 209
Prticipation by the :lient, his ar her parent (if the
clientis a minor), or the client's legal guardian is
required unless the Jarticipation is unobtainable
ofl inappropriate.
This STANDARD is not met as evidenced by: w209 - :
B%sed on inteiview :ind record review, the facility Client #2 cannot sign his name but is
fajled to provide evicence that Client #2 assisted in making his “mark” with support
participated in his ar.nual Individual Support staff then writing in his name. This did not
Planning (ISP) meet ng. occur in the last meeting although he was
| present. This was an oversight not caught in
The finding includes: [ the audit process. The QMRP will insure
" that client #2 “signs” in the future, and a
Interview with the Qu alified Mental Retardation late entry will be done to verify his
Plofessional (QMRP) on December 13, 2007 attendance and participation in the last
revealed Client #2 pziticipated in his Individual meeting,
Siipport Plan (ISP) meeting. However review of The residential Director will review al{ ISPs | 1-30-G8
th' attendance recor 1 for the annual meeting before they are submitted.
dgted July 8, 2007 did not include Client #2's :
ngme.
W 214 4%3.440(c)(3)(ﬁi) INDIVIDUAL PROGRAM PLAN W 214
I
The comprehensive functional assessment must
identlfy the client's specific developmental and
bThaviora! management needs, '
This STANDARD s 1ot met as evidenced by;
Based on interview and record review, the facility
fajled ta ensure Clieni #4 recelved a
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mprehensive psy:hiatric assessment,

=

e finding includes::

c?.asen/ation of the ¢vening medication
ministration on Dizcember 12, 2007 beginning
at5:26 PM revealed Client #1 received
dications includir g Phenobarbital, Depakote,
and Topomax. Intetview with the medication
nyrse during the medication administration,
rﬁ'e ealed the aforemantioned medications were
Used 1o address the client's sefzure disorder,
ubsequent to the medication administration _
ouservation, the December 2007 Physician's :
Qrders (POS) were reviswed and reflecled that . _
client #1 was prescribed Naltrexone :
drochloride to adcress self injurlous behaviors.
This corroborated information pravided by the
House Manager (HM) on December 12, 2007 at
12:55 PM, and reflected that the medication is
uzed to control behaviors used in conjunction with |- w214
ehavior Support Fllan (BSP). '

3-

A full psychiatric assessment will be
i completed by 1-30-08
An interview was conducted with the Qualified The QMRp and lead RN will audit the
M ntal Retardation Professional (QMRP) on medical records no less than quarterly to 1-30-08
cember 13, 2007 to ascertain if Client#1 had a ensure all assessments are current.
prehensive psychiatric assessment to Justify
tl use of the behavior modification drugs and hig
corresponding psychiatric diagnases (Intermittent
plosive Disorder), At the time of the survey,
tq facility lacked eviclence that Client #1 received
agomprehensive psy hiatric assessment, 4
W 263 4% «440(0)(3)(ii) PROGRAM MONITORING & W 263
NGE

t

|
The-committee shouldl insure that these programs
are conducted only with the written inforrmed
consent of the client, parents (if the client is a
m"hor) or legal guardiin,
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W 263

| Capable of giving inforinad consent for the use of

Cpntinued From paye 13

This STANDARD is not met as evidenced by:
Based on observation, interview and record
reyiew, the facility's tspecially-constituted

cgmmittee (Human Rights Committee, (HRC))
fajled to ensure that restrictive programs were
Used anly with writte s consents, for one of the twa
clignts (Client #1) included in the sample,

The finding includes:

ORservation of the evening medication
administration on December 12, 2007 beginning

atl 26 PM revealed 2lient #1 recejved
medications including Phenobarbital, Depakate,
aq Topomax. Interyiew with the medication
nurse during the medication administration,
reyealed the aforementioned medications were
used to address the ¢lient's seizure disorder.
Sybsequent to the medication administration

observation, the December 2007 Physician's
Orders (POS) were reviewed and reflacted that
client #1 was prescribed Naltrexone

Hy{i rochloride to address self injurious behaviors.
This corroborated information provided by the

Hc1 $e Manager (HM) on December 12, 2007 at
12168 PM, and reflected that the medication is
used to control behaviars used in conjunction with

a Behavior Support Plan (BSP),
|

The interview with the HM on December 12, 2007
at 2:55 PM also reveuled that Client #1 was not

Nismedications and hzbilitation service neads.
Th‘_ HM further revealed that Client #1 had
inv;’lved family members but did not have a legal
guardian,

W 263

W263
See Responses for W124

“ORM CMS-2567(03
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W 263 | Qéntinued From paje 14 W 263
Review of Cllent #1's records on December 13,
2007 at approximatoly 3:30 PM revealed the
cilent's psycholagicsl assessment dated June 2,
2007, According to the aszCesment, Client #1 "js
not able to make inclependent decisions
concerning his residential or day placements,
treatment plans or financial affairs. He Jacks the
qanitive skills necessary to understand the
implications of sych decisions and therefore ‘
ot give his infor ned consent * Review of the
client's BSP on December 13, 2007 at
agproximately 3:35 PM revealed the plan included
the use of a psychot opic medication (Revia). At
the time of the surve Y. the facility failed to engye
appropriate consents were obtained prior ta
implementation of th s restrictive practice,
W 322 4ﬁ3.460(a)(3) PHYS CIAN SERVICES W 322 W322
| e .
The facility must provide or obtain preventive and I PT recommended Botox injections for
eral medical care. . the wrists anc| fingers for client #2.
' Nursing and QMRP scheduled the
appointment. At the time of the
appointment, the homes’s vehicle was
Tis STANDARD is not met as evidenced by: inoperable s indicated by the surveyor.
Brsed on interview and record revisw, the fa)éflity Also as indicated, MTS’ QMRP and
f3led to ensure gene-al ang preventive care was Nursing made an alternative .
phovided for one of tha two clients (Client #2) arrangement for transportation vid one
included in the sampla. of the approved medicaid provider
| i vendors. The vendor failed to pick up
TT findings include: client #2 and dlid not notify MTS of any
1 issues it was having with the
1.1 [Review of Client #» $ medical record on appointment, This is a common
Dgcemnber 13, 2007 at 1:47 PM revealed Client problem with transportation vendors
#2|\was seen by a Physical Therapist (PT)on May and the reason the MTM contract was
g} 2007. Tha consuitation form revealed that developed. MT'S rescheduled the
J

Nt #2 was to returr) for follow-up services in
weeks. However, ha client's record lacked
evidence that the clier t was sean for follaw-up
ices untit Novemp ar §, 2007 (approximately

appointment fcr the first available date
but that happened to be in November.

Evant ID: 170211
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W azz Gontinued From page 15 W 322 Client #2 has received the Botox
six months later) injections and has benefitted from
' them.
An interview was conducted with the House MTS has 4 back up van that is 1-18-08 |
Manager and the Qualified Mental Retardation Wheelchair accessible at this point |
Frofessional (QM XP) an December 13, 2007 at which will elliminate the need to use |
3130 PM to ascertain the reason for the untimely transportation vendors for future
follow-up services. The interview revealed that emergencies. ' ?
the facility's van had been inoperable at the time - 1308 4
of the follow=up visit (June 2007) and '
transportation was: arranged with a local vendor; |
however, the vendor failed to pick the cllent up for :
LIF; appolntment, i
2 On December 13, 2007 at 2:09 PM . Client |
¢ medical recorJ was reviewed and revealed Nursing discussed the abnormal values
) Was seen by a iZardiologist on February 7, with the PCP but both failed to write |
07. The consult form also indicated that the notes outlining whether they are
BT and recn it st were e o Cpeeuire further follow ﬁ
] - , up. The lead LNP will contact the PCP i
ddressed by the client's Pritmary Care Physician to follow up further and will write a i
’ detailed note about the outcomes of the | 1-20-08 !
discussion. j
e [aboratory restits that wera collaeted on . : . !
. o The QMRP will review the medical |
nuary 23, 2007 revealed the following: 3 records to audit for such concerns and
ucose 325 H reference range (74 ~ 105) alert the lead RN in their routine
nos 15.3 H reforence range (4 - 13.0) monthly meetings. 1-30-08
BOT 72 H reference rangs (15 - 37)
SGPT 92 H refarence range (28 - 77)
ording to a physician's note dated March 6, :
07, the PCP noted the aforementionad lab 1
uits, however, thare was no evidence that the
7hnormal results were addressed or managed,
|
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R 000 INITIAL COMMENTS R 000 !
1
A relicensure survey was conducted fram
ecember 12, 2007 through December 13, 2007.
A random sample of two resldents was selected i
rom a residential population of two males with |
ental retardatlor and other disabilities. The
urvey findings we:re based on observations in ,
he group home and at one day program, A
pterviews and a review of records, including
nusual incident reports.
R 124/ #7014 BACKGRCOUND CHECK REQUIREMENT | R 124
The facility shall ohtain a criminal background
Gheck from the Metropolitan Police Department,
from the U.S. Depirrtment of Justice, or from a
private agency.
This Statute is not met as evidenced by:
Pased on interview and review of the records the R 124
GHMRP failed to ensure all direct care staff had q : copies of the criminal }
bbtained a criminal background check from the Attached are the copies of the criminal ooz I
Metropolitan Police Department, from the LIS, checks for staff (2) cited. | 120
Pepartment of Justice, or from a private agency, MTS completed criminal background
X checks for all new staff prior to making
The finding includes: final decisions to hire.
[ Personnel records are audited at minimum
Review of the GHNVRP's personnel files on quarterly (main office files) to insure all are
pecember 13, 2007, revealed the GHMRP failed full and complete and to proactively notify H
lo provide evidence that poiice clearances were staff of pending issues. 1-20-08
pn file for one direc: care staff and one
T‘gdministrative staff. {
Health Regula :pn Admintistration
: TILE (X5) DATE
LABORATORY QlRECTDR'S OR PROVIDIER/SUPPLIER REPRESENTATIVE'S SIGNATURE .
STATE FORM , toes 170211 If continuation sheet 1 of 1
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1000/ INITIAL COMMEN""S 1000
i
Ah annual licensure: survey was conducted from
D

Alrandom sample cf two residents was selected
fiom a residential population of two males with
ental retardation zind other disabilities. The
siirvey findings wer: based on observations in
the group home anc| at one day program, - ‘ |
interviews and a review of records, including :

unusual Incident rep orts.

i

[

|

cember 12, 2007 through December 13, 2007. (|
[

(090| 3504.1 HOUSEKEERING 1090

The interior and exterior of each GHMRP shall be
Taintained in a safe, clean, orderly, attractive,

and sanitary manner and be free of

accumulations of dir’, fubbish, and objectionable

This Statute is not met as evidenced by:

Based on observation and Interview, the GHMRP

| falled to ensure the interior of the facility wag
megintained in a safe manner.

The findings Include:

Qbservation during the environmental waik ‘
through on December 16, 2007 and interview with j
the Qualified Mental Retardation Professional |
(QMRPF) revealed the following:

1. The bottom grill of the refrigerator was
missing.

i 3504.1
2:/ The back door was not properly affixed to the MTS is relocating rhe individuals supported
door frame, and the back storm door did not at 45" street to a new home in better overall
clase securely.

condition. The move will occur by 2/15/08 | 2-15-08

Heath Ragis alion Administration
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1208) Qontinued From pzge 1 1206
1206 3509.6 PERSONNIEL POLICIES 1206
ch employee, prior to employment and
annually thereafter, shall provide a physician ' s -
dertification that a heaith inventory has been
performed and that the employee ' s health status 3509.6
vould allow him or her to perform the required All of the staff and consultants have been
duties, notified and must submit updated health
; certificates by 2-20-08,
Failure to comply will result in removal
from the work schedule and possible further | 2-206-08
: action,
This Statute is not inet as evidenced by:
Based on interview iand record review, the
HMRP failed to ensure that each employee,
prior to emplayment and annually thereafter,
provided evidence of a physician's certification
that documented = t eajth inventory had been
erformed and that ihe employee's health status
would allow him.or her to perform the required
dities, -
The finding includes
1
interview with the Qu alified Mental Retardation
Professional (QMRP) and review of the GHMRP's
personnel files on December 13, 2007, revealed
the GHMRP failed to provide evidence that
clYrent health certificates were on file far two
direct care staff the CQIMRP, one nurse and five
Onsultants.
1271 3513.1(b) ADMINISTRATIVE RECORDS 1271 3513.1 (b)
j MTS has personnei files for all of its
Each GHMRP shall niaintain for each autharized nursing personnel and the podiatrist it
ajency's inspection, at any time, the following routinely uses. A number of nurses have file
agministrative record:s: deficiencies that are being addressed
: , currently. All nursing personnel files will be | 2-20-03
() Personnel records for al| staff including job full and complete by
descriptions elther at he GHMRP orin a central
Health Regulatioh Administration
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MTS

F

Q
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WASHINGTON, DC 20013

(X4) ID
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TAG
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(EACH DEFIGCIENCY MUST BE PRECEDED BY FULL
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PREFDX (EACH CORRELCTIVE ACTION SHOULD BE COMFLETE
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PEFICIENCY)

1271

Cpntinued From page 2
oaﬁce and made available upon request;

This Statute is not net as evidenced by:

ed on interview and regord review, the
HMRP failed to provide evidence that it
Jaintained personnel records for all of its staff

Tjwe finding inctudes:

irhterview with the Q salified Mental Retardation
Professional (QMRP) and review of the GHMRP
personnel racords an Decamber 13, 2007
[revealed that there were missing personnal -

records for its nursir g staff and for the Podiatrist,

1379 3519.10 EMERGENCIES

I addition to the reparting requirement in 3519.5,
egch GHMRP shail notify the Department of
Health, Health Facilities Division of any other
unusual incident or event which substantially
interferes with a resident ' s health, welfare, living
atrangement, wel! being or in any other way
Places the resident at risk. Such notification shall
be made by telephone iImmediately and shall be
fq’ lowed up by written notification within

enty-four (24) hours or the next work day.

|
|
,!
Tt is Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to ensure the Department of
Health, Intermediate 13are Fagilities Division was
Imediately notified ¢ f unusual incidents that
substantially interfered with a resident's health, or
that written notification was forwarded within 24
hqurs of occurrence for one of the two residents
(Resident #1) that resided in the facility.

) 271

1379
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1379! Continued From page 3 1379 3519.10
The finding includoss: The QMRP spoke with the sister of client v
#1 about the incident, but did not docurnent g
Review of the facility's investigation reports on the conversation in her notes. In the future,
December 12, 20C7, beginning at2:10 PM the QMRP will document such
evealed the following: conversations in her notes. |
E The sister was satisfied with the way MTS
On February 20, 207, staff reported that blood handled the incident, She raised no concerns | 1-15-08 {
Was observed on Resident #1's sock after on issues, j
efuming from the day program. The report ]
urther revealed th at the resident's foot had been The QMRP will retrain all staff on incident
ught in the van It. The residential nurse reporting and proper documentation by j
assessed the resicent and sent the resident to All new staff will receive training via the
& emergency rocm, The resident was | QMRP within their first work week as a
ubsequently diagiosed with a fractured right toe. part of their in-home orientation. 1-30-08 |
t should be noted ‘hat interview with the HM and
Lualified Mental Rstardation Prafessional - The incident cited was reported to the
QMRP) on Decem[ber 12, 2007, revealed the Department of Health. An incident report
forementioned incident was categorized as was sent. In the future, MTS staff will ;
eglect. indicate on the incident reporting form that j
] . ) ] DOM was contacted.
ntefrwew with the Qualified Mental Retardation The QMRP will review all incident ;
roiessional (QMR P) on December 13, 2007 was reports before they are submitted to insure | 1-30-08 |
‘fonducted to ascertain if there was an incldent the above, i
2port for the aforeinentioned Incident, At the l
ime of the survey, no incident repart was - . :
; Ml MTS’ incident management guide clearly :
rovided for review Thersfore, there was no indicates DOH &s an entity to be contacted 3
vidence that notlfn_:atlﬂcatxons were made o the and faxed an incident report copy. (See
epartment of Hea th (DOH) as required. attachment) 1-20-08
1401 3520.3 PROFESSION SERVICES: GENERAL | 1401 |
PROVISIONS
Professional servic:s shall include both diaghosis
gnd evaluation, incl 1ding Identification of |
tevelopmental levels and necds, treatment l
3ervices, and servicas designed to prevent i
feterioration or further loss of function by the 5
fesident.
This Statute is not met as evidenced by:

Health Regu[a‘iun Admiinistration
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1 N I
1401 | Cantinued From [age 4 1401 35203 ]
i i
gased on interview and record review, the C :|
SHMRP failed to ensure general and praventive P recommended Botox injections for the
tare for one of the: two residents (Resident #2) wrists and ﬁng_ers for chen! #2. Nursing and
neluded in the saimple, . QMRP scheduled the appointment. At the
! time of the appointment, the homes’s
Fhe findings inclucle: vehicle was inoperable as indicated by the
‘ : surveyor. Also as indicated, MTS’ QMRP
|- Review of Resldent#2' g medical record on and Nursing made an alternative
Pecember 13, 2007 at 1:47 PM revealed arrangement for transportation via one of
Resident #2 was spen by a Physical Therapist . the approved medicaid provider vendors.
PTlon May 31, 2007, The consultation form The vendor failed to pick up client #2 and
evealed that Resiient #2 was to return for did not notify MTS of any issues it was {
Cllow-Up services in six weeks. Continued having with the appointment, This is a -
eview of the resident's recorg revealed the common problem with transportation

esident did not return for follow-up services until vendors and the reason the MTM contract _
November §, 2007 (approximately six months was developed. MTS rescheduled the !
- appointment for the first available date but
that happened to be in November, Client #2
It . has received the Botox injections and has
lanager and the QQualified Menta Retardation benefitted from them,
MTS has a back up van that is wheelchair
accessible at this point which will elliminate
the need to use transportation vendors for
future emergencies,

:30 PM to ascertain the reason for the untimely
llow-up services, The interview revealed that
he facility's van had been inoperable at the fime
f the fallow-up visit (June 2007 ang _—
fransportation was urranged with a local vendor: '
owever, the vendor failed to pick the ciient up for

. On December 13, 2007 at 2:09 PM, Client
2's medical record was reviewed and revealeq

he laboratory results that were collected on
January 23, 2007 revealed the following:

Haalth Regulatien Adminisiration
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_ D
1481 Cpntinued Fro I 1 401
Pntmu rom pege 8 Nursing discussed the abnormal values
with the PCP but both failed to write notes
lucose 325 M refzrence range (74 - 105) outlining whether they are significant and
lonos 15.3 H reference range (4 - 13.0) require further follow up. The lead LNP
GOT 72 H reference range (15 - 37) will contact the PCP to follow up further
GPT 92 H relerence range (28 - 77) and will write a detailed note about the
. outcomes of the discussion.
ccording to a physician's note dated March 8, The QMRP will review the medical records
D07, the PCP noted the aforementioned lab to audit for such concerns and alert the lead
resuits, however, tt ere was no evidence that the RN in their routine monthly meetings. 1-18-08
| normal results wi:re addressed or managed.
1500/ 3523.1 RESIDENT'S RIGHTS 1600
ach GHMRP resicence director shall ensure
that the rights of reuidents are observed and
rotected in sccord ance with D,C, Law 2-137, this
- Ghapter, and ather applicable District and federal 3523.1
laws. Client # 1’s sister supports him in making
i important decisions. She has had his
N N ) medication regimen reviewed with her and
his Statute is not net as e\fldenced hy: has agreed to sign a consent for the
asad on observation, interview and record regimen. Her signature will be obtained by | 1-30-08
review, the GHMRF failed to ensure the 1-30-08.
protections of each resident's rights.
The findings include:
[See Federal Deficiency Report W124 and W263]
!
|
i
||
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