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A recertification siirvey was conducted from
Novenber 13, 2007 through Novernber 14, 2007.
The survey was Ir itiated utilizing the fundamental
Survey process. A random sample of two clients
wera selected fromn a poputation of four males
with various degrees of disabilijes,

The findings of this survey were based on
observations at the group home, two day
programs, interviews with cllents and staff at both
the group home and day programs, review of
clinical and admin:strative recerds to include the
facility's unusual iricident reports.

W 114 ) 483.410(c)(4) CLIENT RECORDS W 114

Any individual whe makes an entry In a clients
record must make it legibly, date It, and sign it.

This STANDARD s not met as evidenced by:
Based on intarvievr and record review, the facility
falled to ensure persons making entries In the

medical record mede them legibly and signed B2 fAlse L ] P Y
them for one of tha two clients In the sample.

(Client# 1) : Ee RN signed the assessment the day of the survey exit.., 11-

14.

; The DON will review all HUrsing annuat assessmunts before the
The findings incluc a: , ¥

dre submitted 16 insure that they are ful] and complete, signed and
dated. .12-30-07,

1. Review of Client #1's medical record on The QMRP will also aud
Navember 14, 2007, at 11:30 AM revealed a submission ... 12-30-07.
nursing assessmet dated July 25, 2007, The
document lacked t1e signature of the person
completing the document. The document was
confirmed with the Qualified Mental Retardation
: Professional (QMFP) and Registered Nurse at
the exit conference: on Novemnber 14, 2007 it

: 3:00 PM,

t the assessments prior to

‘ LABORATORY DI%SEW&UFPUE REFRESENTATIVES SIGNATORE %‘Q TITT;E_ (X6) DATE
E / ft .

'

] 1o 1My, ‘P
| Aty deficiency & an aslerisk (*) denotes a deficiency which the institation may be excysadirom cirecting Froviding it ls delsrmir@‘ that

.| other safeguardg prfovide sufficient protection to tha patients. (Ses instructions.] Excapt for nursing homes, the findings stated abeve are disclosable 50 days
:| following the dgte’of survey whether or not g plan of correction Is provided, For nursing homes, the above fi

. ndings and plans of correction are disclosabiz 14
| days fcﬂowln? aidate these docurments are made avaliabie to the tadllity. IF deficlencies ase cited, an 2pproved plan of correction is requisite 1o cantinued
program participation,
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W 000! INITIAL COMMIENTS

A recertification survey was conducted from
Novenber 13, 2¢07 through Novemnber 14, 2007.
The survey was Initiated utilizing the fundamentaf
Survey process. A random sample of two clignts
were selected from a Population of four males
with various deg '=es of disahillties.

The findings of this survey were based on
observations at the group home, two day
programs, interviews with cllents and staff at both
the group home and day programs, review of
clinical and admiistrative records to include the
facility's unusual incident reports,

483.410(c)(4) CLIENT RECORDS

W 114

Any individual who makes ap entry ip a client's
record must mak= it legibly, date i, and sign i

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
falled to ensure pearsons making entries in the
medical record made them legibly and signed
them for one of the two clients In the sample.
{Client #1)

The findings inciude:

1. Review of Clignt #1's medical record on
Navember 14, 2007, at 11:30 AM revealed a
nursing assessme:nt dated July 25, 2007, The
document lacked he signature of the person
completing the dosument. The document was
confirmed with the Qualified Mental Retardation
Professional {QMRP) and Registered Nurse at
the exit conferene:s on November 14, 2007 at
3:00 PMm,

W 000

W14

3142 Alse bt Y
g';le RN signed the asiessment the day of the survey exit.., 11-14

The DON will review aj nursing annual assessments before they
are submitted to insure thag they are full and complete, signed ang
dated ... 12.30-D7.

The QMRP wil) also audit the asscssments prior to
submission.., 12-30-0°7.

LABORATORY Dl%ﬁew&mmm REFRESENTATIVE'S SIGNATURE M

9) DATE

Trrllj"'-(;

Any defitianay s
other safequar
following the dyts’ot survey whether or not g plan of correction is
days following e date these documents are made avaijlable to
Program participation.

[t
!
/ . . /4 ,{Z
an asterisk (") denotes q deficiericy which the institution may bg astedﬁ'mrn rrecting providing it is datarmikad that
otection to tha patients. (See Instructions.) Except for hwrsing homes, the finding i  day

provided. For nursling homes, tha above findings and plans of comrection are
the facility. If deflclansiae

§ stated above are disclosable 50 days
disclosable 14

ara cited, is requisite to continyed

FORM CMS-2567(02-99) Previcys Verslon:; Obsolsta Event [D:xgIv11

o ——

——

Facility 1D: 0a&101 If continuation sheat Page 1 of 22




12/11/2007 18:21 FAX 2022448048
[

DEPARTMENT OF HEA _TH AND HUMAN SERVICES
CENTERS FOR MEDIC/\RE & MEDICAID SERVICES

MTS, Inc .

1003

F

PRINTED: 1 1/30/200L

STATEMENT OF DEFICIENGIES

1 'PROVIDERISUPPL!ERICLIA {(£2) MULTIPLE CONSTRUCTION
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BULLDING
_ 09G101 B WING 11/14/2007
NAME OF PROVIDER OR SURRLIZR

FORM APPROVE
OMB_NO. 0938-03
(%3) DAYE SURVEY

STREET ADDRESS, CITY, STATE. ZiF CODE

MTS 6014 22ND STREET, Nw
WASHINGTON, DC 20015
{X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES iD PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION sHouLD BE COMPLETION
TAG REGULATORY ¢ IR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)

W 114 Coniinued From page 1 W 114
2. Review of Cliznt #1's medical record on
November 14, 20007 at 2:15 PM revealed that the
client was evalunted by the Podiatrist on April 26, Wii4
2007, At that tine the cllent wag diagnosed with :
tinea pedis. Cream was preseribed and there The prescribed cream has h?lpcd the foot problem (tinea‘ pedig) |
was a recommendation for follow-up on August : ;l%lmﬁcamlytbu.t lil:.'i‘ not ql‘J;te fully resolved. The RN will wite o
22,2007. The chart lacked evidence that the fgu?;cl)llf] :n(')lf.l;;-]l;-rg;?r updating the status of resident #1's
client had seen the podiatrist on the The QMRP will contact the podiatrist ang reinforce the need to
recommended fcllow-up date. The chart did insure that the follow up notes are readable and MTS has
however reflect that Client #1 was evaluated by developed a guide for physicians also reinforcing that
the podiatrist on September 12, 2007, howaver consideration.....12-15-07.
the writing on the consultation was illegible
tharefore it could not be determined if the tinea
pedis was resoived,

W 124 | 483.420(a)(2) PROTECTION OF CLIENTS W 124

RIGHTS

The facility must eansurs the rights of all clients.
Therefore the facility must Inform each client,
parent (if the client is a minor), or legal guardian,
of the client's medical condition, developmental
and behavioral s:atus, altendant risks of
treatment, and of the right to refuse treatment.

This STANDARD is not met as evidenced by:
Based on observaition, interview and record
verification, the facility failed to ensure the right of
each client or their legal guardian to be informed
of the client's meclical condition, developmental
and behavioral status, attendant risks of
treatment, and the: right to refuse treatment for
two of the two clients in the sample. (Clients #1
and #2)

The findings Include:

1. During the meclication pass observatlon on

3523.1

L MTS hag dey,

er of resid
eXPlain the r; o

15KS and benafiys <l ;
®T consenting Signature by... 1:;:){(53 fet and eouin
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W 124 | continued From page 2

November 13, 2007 at 5:30 PM Client #1
received Dapakot:: 600 mg and Klonopin 2 mg.
During the entrance conference on the same day
at 10:20 AM, the Cuualifisd Mental Retardation

a Professional {QMFIP) indicated that Client #1

I received psychotrepic madication in conjunction

i with a Behavior Support Plzn (BSP) to address

j his maladaptive behaviors, The QMRP also

; Indicated that the client' mother was very
i

W 124

Invalved in hig life.

Review of Client #1's record on November 14,
2007, Iacked avideirce that the potential risks
involved in using PEyehotropic medication, the
BSP, or his right to refuse treatment hag been
explained to the clioint or his/her mother, The
client's psychologic:al assessment, Indicated the
client's cognitive abilities tested in the moderate !
fange of retardation and he lacked the capacity fo

_ pProcess information effectively to make sound

] decisions. The QMIRP Indicated that the client's
mother was willing ‘o sign any necessary

j consents for restrict ve measures, The

the facility failed tq documant attempts to secure
informed consent frcm Client #1's mather with
regards to the restric tive measures employed to
control hig maladaptive behavigrs.

A 2. MTS has submitted the necessary paperwork to obtain &
?é, gggr;gatthaepg?gzg ra—«at 53'7;*3’?33?14 onth ,ioé?\n'%b;r l,:gt,,r, suardan g;\rd g;id;nﬁ #2 but the QMR]; notes do
| . . ot re e & follow u i
indicated that Client 12 raceives psychotropic P actions ap

: conversations. There have bee several. The QMRP
medications for his ialadaptive behavior, will pursue a legal guardian for residens #2 until one is
Fuﬂher intemlew reye aaled that the C"Ent and obtained and the QMRP monthly notes will reflect the

does not have a lega, guardian, Reviow of the status of follow up a any given point beginning with
{ client's currant physician orders revealed that the e December 2007 noes...1-10-07,
: cllent recetved the fo owing psychaotrople

Medications: Luvox 15 mg QPM, Seroquel 100

FQRM CMS-.?.‘ES?(DZ—QG) Pravious Varsiong Qt sglgte

—— i A
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W 124 | Continued From page 3 W 124

Mg QAM and C' noon and 150 mg QPM, and
Zyprexa 5 mg QIPM.

L ATy

On November 13, 2007 at approximately 2:00
PM, further revisw of Client #2's record failed to
show evidence ‘hat written informed consent hag
been obtained fir the use of the medication.
There was no evidence that the potential risks
invoived in ysiny this medication, or his right to
refuse treatmen: had been explained to the client,
The client's Psy::helogicat Assessment, dated
May 2, 2007, inclicated the client's cognitive
abilities tested I the sevare range of retardation

and he lacked tre capaeity to process Information
effectively to make sound decisions.

The psychalogis: had assessed the client as not
: being capable oi making informed decisions, the
i facillty failed to document altempts to secure an

Co b apprapriate surrgate decision-maker. [See

| W263)

W 125 | 483.420(a)(3) PF ‘OTECTION OF CLIENTS W 126
RIGHTS

, The facility must ensure the rights of all clients.
Therefore, the facility must allow and encourage

: Individual clients o exercise thelr rights as cliants
! of the facility, and as citizens of the United States,

: including the righ: to file complaints, and the right
i to due process.

This STANDARD is not met as avidenced by:
Based on observetion ang interview, the faciiity
falled to demonstrate how the rights of all clients
were protected ar d failed to allow and encourage
individual clients t3 exercise their rights as clients
‘ of the facility, and as cltizens of the United States
for one of two cliets in the sample. (Client #2)
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|
! The finding inely Jes:
[
1
' Review of the financig) records on November 14, OHILS
| 2007, at 1;30 FN., it was discovered that 5 debit
. of $150.00 was made from Client #2's account to The BSP of resident 42 wij| be modified 1o reflect strare ies afmed
0 it
| pay for a television. The ledger document al Freling Pﬂl’vfgﬂé ;’esww‘w and restitution
| indicated that the depit was made {o pay for g Frameters... .. 1-15.07, .
; . . h . The TV Tepayment issue will be taken before the MTS I, an
: television, Review of the incident reports on Rights Comumittee for its review, 1f the committee agreesliv"illh the: l
Novemnber 13, 2007 at 10:00 AM revealed that decision it will stand, 1r 0L, the account of resident #2 wil) pe
: during a behavior episode, Client #2 destroyed : reimbursed... 1-30.07. '
; Client #1 's televis on. . All lfumrc decisions of this type will go before the MTS Human )
Rights Comminee befare they are implemented.., 1.30.07,

. . ] . MTS continues 1o Se¢- 2 lepal puardian for resident #2 and the
Review of Client #:2' Behavior Support Plan QMRP will continuc the foliow up untif 2 guardian i
: dated Apri] 24, 207, does not address the cliant obtained... ...2-28.07.
; having to repiace tems that he braaks or destroys
: during behavior ehisodes, ]
; Ouring the &nirance conference on November 13,
: 2007, the QMRP informed the surveyots that

Client #2 did not have family involvernent nor

guardian to assist 1im in making decisions and io

Preteet his rights.

W 148 483.420(c)(6) COMMUNICATION WITH W 148
CLIENTS, PAREN S&

The facility must nolify promptly the client's

i parents or guardiar, of any significant Incidents, or
changes in the gligy s condition including, but not
limited to, serious il'ness, accident, death, abuse,
or unauthorized absence.

This STANDARD j; not met as evidenceg by
Based on interview and record review, the factiity
failled to notify pareris and/or guardians of ,
significant incldents, for one of the two clients in
the sample, (Client #1)

FORM CMS-2567(02-98) Previpug Versions (bgolate Event ID: Xg1v11 Fecility 10: 0g&101 If continuation shoet Page 5f of 22

fown PR,




MTS, Inc.
12/11/2007 18:24 FAX 2022448048

DEPARTMENT OF HEALTH AND HUMAN SERVICES

o007

PRINTED: 11/30/2¢

ORM APPROV
CENTERS FOR MED ARE & MEDICAID SERVICES . NO. 0938.93
STATEMENT OF DEFICIENCIES {xX1) PROVIDER/SUPPLIER/GLIA X2} MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ¢ "‘a’é’é‘ﬁfé#‘é‘és" 1
A BUILDING /
096101 B-WING___ 1111412007 |
NAME OF PROVIDER OR SUPF LIER STREETADDRESS. CITY, STATE, 21p COnE
6014 32ND STREZET, Nw
MTS
WASHINGTON, DC 20015 '
{(X4) 1D SUMMARY STATEMENT oF DEFICIENCIES n PROVIDER'S FLAN OF CORRECTION o5 |
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLL, PREFIX {(EACH CORRECTIVE ACTION SHOULD pg COMRLETIG)
TAG EGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED To THE APPROPRIATE DATE
DEFICIENGY)
W 148 Continued From page 5

.| @t approximately 10:00 AM, fziled to provige

The findings imzlude:

Review of the facility's unusual incldent reports
and investigative reports on November 13, 2007

evidence of the pPrompt naotification of family
members and/>r guardians of the incidents
detailed below:

2. On January 3, 2007, Cllent #1 complained of
back painflank bain. There was g smali amount
of bload in his u-ne, He was transported via the
facility's van; to ‘he emergency room (ER). A Cat
Scan performed at the ER reflected that thera
was no stones ebserved, The ER physician
indicated that the: paln was likely musculoskeleta],
The client was prescribed pain medication,

b. OnJune 1 1, 2007, Client#1 was taken to the
hospital for a cough, He was treated and
released with a ¢ 1agnasis of upper resplratory
infection.

¢. On Sgptember 24, 2007 Cllent #1 was
transported to the emergency room for 5 cough.
He was treated and released from the ER with a

diagnosis of Pnetimonia/bronchitis, -

interview with the Qualified Mental Retardation

Professionat {QMRP) on November 14, 2007 at
2:00 PM revealed that the cllent's mother had

W 192

been notified of t 2 aforementioned incidents,
however could not provide evidence to sUpport
his statement.

483.430(e)(2) STAFF TRAINING PROGRAM

For employees wiio work with ¢lignts, training
must focus on skills anqg competencies directad

toward clients' haelth needs.

W 148

‘3519-.5 b 1\4 3

- Asthe QMRP staled to the

conversations in his month}

Such contacts i hig monthly notes beginning ... 12.1.07.

W 192

| Surveyor, resident #1°5 mother was
nolified in each cage but tha QMRP failed 1o document the

¥ nntes, The QMRP wil document all

i -
| FORM CMS-2867(02-99) Pravious Versions Obsolete Evant 10: Xsv11

Facility ID; 096169
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W 192 Continued From page 6 W 192
This STANDARD is not met as evidenced by:
Based on observation, interview and record
varification, the facliity failed to ensure effective 3502.5 ) | 19
training with regard to special diets for one of two ™ (pegl c‘-\
clients in the samole. (Client #1) e QMRP will meet with the da . .
o oSt udersiand and o o ey s
o . » chopped)... 12-30.07.
The fmdlng includes: ;fl:: 324;:‘5 ::l;l Visit.th; Program at minimum monthly to insure
" ) ! men it being implemented ;
On November 13, 2007, Client#1 was abserved basis... 12:1.07, lefion 2 consistent
at his day placemont program. At approximately Pr:';?emme; ;:;dei.: :1 s food is chopped consistently and e has 4o
11:15 AM, the client indicated 1o his 1:1 staff that however the chR,,’s“f}'{,"ﬁf;;:gh‘]‘;‘:Y ('-."r-l“’“'“’“' his dentures),
he wanted to take his dentures out. The staff observer resident #1 at mealtime ,:;,‘::,,;’:;;P,;‘gg pathologist o
directed the client to the bathroom and instructed choking or aspiration brcauge resident #1 prefers to éi"&fﬁ.’,’ff Lio g
him to take the de-tures out and place them in a ge’;‘}"“- The speech pathology notes will reflect her *
paper towel. The slient gave the paper towal with nOIngs... 12-30-07.
the dentures to the staff who placed them In 2
denture sup. At 11:45 AM the client was abserved
eating hig lunch. “he lunch consisted of a tuna
salad sandwich ard water. The sandwich was
served on a sub-roll. The cllent gummed the
sandwich as he afa.
Review of the clierts physician's orders on the
same day revealex) that he is prescribed a
choppad texture 11300 calorie diet At no fime
during lunch observation did the staff cut the
sandwich to ensur: a chopped tonsistency as
recommended.,
Interview with the QMRP on November 14, 2007
at 2:30 PM revealed that the client usually eats
without his dentures. The QMRP also ;
acknowledged the need for the chopped diet
censistency.
W 227 | 483.440(c)(4) INDIVIDUAL PROGRAM PLAN W 227
; The individual program plan states the speciflc
| FORM CMS-2557(02-99) Pravious Version Obesiom Event ID:XéIV11

i
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objectives necessary to meet the client's heeds,
as identified by the comprehensive assessment
required by paragr:ph (c)(3) of this section,

This STANDARD ¥5 not met as evidenced by:
Based on interview with the observation, staff
interview and recory review, the facility talled to
ensure that an objectives was developed to
address self medicition training program as
identified by the inte rdisciplinary team (IDT) in the
comprehensive ass assmant for one of the two
clients In the samplos. (Client #2) :

The findings include -

1. Review of Client #2's records on September
13, 2007 at 2:00 Py revealed the glient's
Seli-Medication Ass essment dated May 2, 2007,
According to the astiessment, the client was
recommended fo participate in 2 self-medication
Program, and the specific goal and
Corresponding program objaective was
decumented on the assessment. interview with
the Qualified Ments( Retardation Professional
(QMRP) and further record review on Navember
13, 2007 at 3:00 PM tevealed Client #2's IPp
dated May 2, 2007, Review of the plan and
discussion with the QMRP failed to provide
evidence of an objective written to assist the
client with acquiring skills in the domain of
self-medication adm nistration,

2 On November 13 2007 at 7:45 AM, Client #2
was ohserved as overweight. Interview with the
direct care staff reve aled that the elient receives a

restrictive diet. Review of the client's medical

W 227

35211

W g

1. Resident number two will have a self-medijcation,

program added to his actjve treatment regimen that

reflects hig exizling skill leveis and Dotential for
growthfimprovement... - 12-24.07.

The QMRP wil] collaborate with Nursing to develop and
implement the program.

—

- oy

t L1

-0
Ttie QMRP will colisborate with the relevant members
of the IDT to establinh an exercise regimen for resident
#2, However, the regimen may be Structured activity
25 opposed 10 a moasurable objective. That decision
Wwill be made by the (eam With resident #2's input as to °
what exercises he desireg to do...12-30.07, :

Event [D: Xaiv11

-~
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|
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record indicated a 1500 calotie, no concentrated
sweets, no added salt. According to the
Nutritionist assessment dated April 28, 2007
indicated that the client is 27 pounds overweight.
The Nutritionist recommended that the client
participate in physical activity at ieast two to three
times per week for 3040 minutes, Review of the
client's IPP datec| May 2, 2007 revealed no
training goals or bjectives to assist the client in
losing or maintain his weight, ‘

W 255 | 483.440(1)(1)(7) FROGRAM MONITORING & W 256
CHANGE

The Individuat program plan must be reviewed at
least by the qualified mental retardation
professional and revised as Necessaly, including,
but not limited to situations In which the client has
successfully completed an objective or obfectives
identified in the irdividual program plan.

| This STANDARL is not rat as evidaneed by:
Based on observations, staff Interviews and
record revisw, the Qualified Mental Retardation
Professional (Q RP) falled to review and revise
the Individual Program Plan (IPP) once the cllent o )
had successfully completed an objective [dentified Wil 5 &5 ,
in the IPP. for one of the twa clients in the sam ple. All three objectives cited wilt be modified o reflect the progress
( Client #2) ) t_;'lhade... 12-30:07. . )
. e QMRP will review the data for each objective monthly and

. : .modify programs based on Progress or the lack thereof ... 12-30-07.
The finding inclucizs: MTS will pravide further training to the QMRP on modifying

programs based on the: (data-based) performance of the person and
The fa cility's QMIRP failed to revise Client #2's will provide additional standard tools for

this QMRP agd others 1o
program objectiviss. use as models ... 1~30-)7.

35200

a. On November 13, 2007 at 5:10 AM, Client #2
was observed asiisting the direct care staff with
laundry. The client measured the laundry
detergent and set. the dial requiring verbal

' FoRM CMS-2667(02-99) Previous Yersk ng Obsolalc Event 10: XoIV17 Pagiliy 'D! 080101 If Gontlnuation sheet Page 9 of 22
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j prompts from the staff, Interview with the direct

f care staff indicated that the client requires
minimal verbal essistance. Review of the client's ’ ;
(PP dated May 2, 2007 revealed = program . , j
objective which'stated, "given verbal directives,
the client will comlete pour measured laundry
detergent info washing machine on 80% of the
trials for three corsecutive months. Record
verification of the Qualified Mental Retardation
Professional (QMIRP) and data sheets from
March 2007 through October 2007 revealed that
the client achieved the established criteria since
March 2007, .

; b. On Navember 14, 2007 at approximately

: 11200 AM, in reviewing client’s IPP dated May 2,

: 2007, the client had a program objective which
stated, "fthe client| will wash his upper body with a
washcloth with verbal prompts far 12 consecutive
months”. Record verification of the data sheats

| on Novemnber 14, 2007 indicated that the client
achieved the estanlished criteria since June 2007.

¢. On November 14, 2007 at approximately 11:00
AM, in reviewing client's IPP dated May 2, 2007,
the client had a program objective which stated,
"Given verbal dire:tives, [the client] will complete
a tabletop activity with one or two of his peers on
80% of the record trials per month for six
consecutive monts”. Review of the data sheets
from August 2005 through October 2007 revealed
that the client ach eved the established criteria '
sinee August 200t
W 263 | 483.440(f)(3)(il) PROGRAM MONITORING & W 263
CHANGE

The committee stould insure that these programs
are conducted only with the written informed
consent of the client, parents (if the clientis a

FORM GMS-2587(02-99) Previous Versions Qbsolete Event 1D: Xa1v11 Frgility ID: 086101 If cortinuation sheet Page 10 0f22
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minor) or legal guardian. ‘
This STANDARD is not met as evidenced by:
Based on observaton, interview and record
verification, the fac lity failed to ensure that
informed consent was obtained prior to the
implementation of restrictive programs for two of
the two clients in tha sample. (Clients #1 and #2)
The finding include:s:
1. Although the Qualified Mental retardation
Professional (QMR 2) indicated that Client #1's
mOthe‘f was very involved in the clients life and As the QMRP stated to the surveyor, resident #1°s mother was
was willing to sign z ny necessary consents for notified in each case but the QMRP failed to document the
restrictive measy res, the facility failed to . conversations _in h_is monthly notes. Thp Q_MRP wili document alj
document attempts to secure informed consent such contacts in his monthly notes beginning, .. 12-1-07.
from Client #1's moher with regards to the '
restrictive measures; employed to controll his
maladaptive behaviars prior it's the
implementation,
2. During the entrance conference on November
13, 2007 at approximately 10:00 AM, the QMRP
indicated that Client #2 recaives psychotropic
medications for his naladaptive behavior.
Further interview revealed that the client and o
does not have a legal guardian. Review of the MTS has submj
; -, tted th ; .
client's current physician orders revealed that the iegal guardian for resi::e];i;c;s;g £i”5’&”§’.l‘ wfbm'" .
client received the following psychotropic aot reflect the QMRP follow up actions gy "O'CS 4O
medications: Luvox 25 mg QPM, Seroquel 100 fv‘}l';"’;i:fl"’““i T"f"* have bean several. The Quigp
mg QAM and Q nocn and 150 mg QPM, and Pursue 2 legal guardian for resident 47 untit one is

obtained and the QMRP monthj :
Y notes wilj s
Zyprexa 5 mg QPM. status of follow up at any given point beg;nnzzge:vtittl:‘ )

the December 2007 701¢s. .. 1-10-07,
On November 13, 2307 at approximately 2:00
PM, further review cof Client #2's record failed to
show evidence that written informed consent had
| been obtained for th2 use of the medication.

FORM CMS.2567(02-99) Previous Versions (Obsolete Event ID: X91v11 Facility ID: 096101 If continuation sheet Page 11 of 22




12/11/2007 18:28 FAX 2022448048 MTS, Inc. [do13 |

| |
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR%&&;A&:%%;EDS |
CENTERS FOR MEDICAF.E & MEDICAID SERVICES :

EDIC ! OB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA MULTIFLE CONSTRUGTION 3
AND PLAN OF CORRECTION ® IDENTIFICATION NUMBER: Aofzgumnme o o) 33&%5;’%‘5’

69G101 B winG

, 1171412007
NAME OF PROVIDER OR SUPFLIEE: STREET ADDRESS, CITY, STATE, 2IF CODE

MTS 6014 32ND STREET, NW

WASHINGTON, D 20015
X4) 1D SUMMARY S TATEMENT OF DEFICIENGIES ) " PROVIDERS P
faallid (EAGH DEFICIEN Y MUST BE FREGEDED BY FULL PREFIX e AT SECTION

(%3]
(EACH CORRETTIVE ACTION SHOU D HE COWPL
TAG REGULATORY OF LSC IDENTIFYING INFO RMATION) YAG CROSS-REFERENCED TO THE APFR(;'PRIATE N’N%EHON

DEPICIENCY) |

W 263 | Continued From prage 11 : ‘ W 263

There was no evidence that the potential risks -
involved in using this medication, or his right to
refuse treatment had been explained to the client,
The client's Psyct ological Assessment, dated i
May 2, 2007, indic:ated the client's cognitive
abllities tested in 1he severe range of retardation
and he lacked the capacity to process information
_ effectively to make sound decisions. [See W124]
W 325 | 482.460(a)(3)(ii1) I'HYSICIAN SERVICES W 325

The facllity must g rovide or obtain annual physical
examinations of each client that at a minimum
includes routine screening laboratory
examinations as ¢ etermined necessary by the
physician,

This STANDARD (s not met as evidenced by: ' w325 ;
Based on observations, staff interview and record ~ :
verification, the fauility failed to provide routine L Resident #1's valproic acid |
laboratory testing as determined necessary by the quartetly as prescribed, The RN will use the MTS
physician for twa uf the two clients in the sample. medical appointment cha

1 rting tool to proactively track
physiclan for ta o~ these and all medical Bppointments for her assigned

evels will be checked

The findings incluiie: fview follow up for the peopie served in this home s

The facility's Nursing staff failed to ensure 2 :;;“" as ubove (regarding the lytes levels for resident
recommended laboratory studies was obtained "

for Client #1 and Client #2 as evidenced by the
following:

a. During the meclication observation on : 2
November 13, 20¢17 at 5;30 PM, Client #1

recelved Valproic Acid 500 mg. Review of Client '
#1's PO's on November 13, 2007 at 2:04 PM
revealed an order for his valproic acid levels fo be
obtained every three months, Review of the
laboratory resulis section of the medical record
revealed that jevels were obtained February 27,

: FORM CMS-2567(02-88) Pravious Versions Obsclete Event ID:X8IV11 Facility ID: 096101 . If continuation sheet Page 12 of 22 |
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2007, August 10, 2107, and August 18, 2007,
The record lacked evidence that the levels were

obtained every three months as ordered by the
physician, '

it should be noted t1at the levels obtained on
August 10, 2007 and August 15, 2007 were

elevated 107.4 and 120.4 respectively (Normal
limits 50 - 100)

b. Review of Client #2's current physician orders
revealed an order for laboratory studies to include
Lytes, every three nionths. Review of the
laboratory studies revealed that the client
received lytes on May 3, 2007. Interview with the
| Registered Nurse 01 November 14, 2007
confirmed the lates] laboratory studies.

W 331 | 483.460(c) NURSING SERVICES

The facility must previde clients with nursing
services in accordance with their needs,

This STANDARD i¢ not met ag evidenced by:
Based on observation, interview and record
review, the facility fziled to provide nursing
services in accordarice with the needs of two of
the two clients included in the sample. (Clients
#1, and #2)

The findings include:

1. The nursing staff failed to maintain the
medication administ-ation record.

During the medication pass verification on

i November 14, 2007 at 1:30 PM, Client#1's

| Physicians Orders (°O's) and Medication

| Administration Records (MARS) were reviewed.,

W 325

W 331
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recommended as evidenced by the following:

Review of Client #1's record on November 13,
2007, at 2:15 PM ravealed that he was evaluated
by the Urologist on January 30, 2007, A
appointment slip was noted to have an August 21,

| 2007 follow-up dat2. Furiher review of the record

revealed that the c ient missed the August
appointment (no reason was documented). The
RN indicated on November 14, 2007 that the
client was evaluated by the Urologist on October
16, 2007, howaver acknowledged the
untimeliness of the appointment.

3. The facility’s Nursing sfaff failed to ensure
Client #1 received the recommended Neurclogy
evaluation as evidenced by the following:

Review of Client #* 's record on November 13,
2007, at 2:15 PM ravealed that he was evaiyated
by the Neuralogist on June 4, 2007. The
consuitant recomm ended that the client return in
four to six weeks. The record lacked evidence
that the client had returned for the follow-up visit
as recommendead. ] :

4, The facility's Nursing staff failed to ensure
recommencded laboratory studies was obtained
for Client #1 and Client #2. [See W325]

5. The facility's nurse failed to schedule an
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Several spaces were blank on the MAR.
Interview with the facility's Registered Nurse (RN)
on the same day at approximately 2:30 PM, she |
acknowledged the lack of documentation on the ?
MAR's, i
2. The facility's Nursing staff failed to ensure
Client #1 was evaliated by the Urologist as —

The RN will conduct a training session with the medication nurses
by...12-24-07.
L]

2 Although not document,
urclogy appointment Wwas rescheduled by the
The RN will insure that the reaso,
cancellations or misseq Bppointme;

in

3. ;\Toel.(;r;)logy will be scheduled for resident #1 by, 13-

6, . See responses for W] 14 above,

b. Resident #2 will be scheduled for adiat
son . podiatry follow up by... 13-

7. The needed Certificate of Waiver has been
obtained. ,, 12-1-07,

- The DON wily

all medicai consultations requir,

team charged with scheduling and insurig,
tiecded medica) consultations, ., 12-1-07.

4. Bee responses for W325 above, ' :
(L)J;‘ology will be scheduled for resident #2 by.._12-20.

The RN will monitor and review the MARs at
minimum weekly to insure that medication
administration is implemented and documented
consistently as prescribed. . 12-1-07.

ed by nursing in the record, the

specialist, i
ns for any

) ; nts are documented
the nursing notes in the future. . 12-30.07,

meet with the RN

its nursing SUpports creating an PN
g implementation of all
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urology consultatio appointments for Client #2,
timely, :

Review of Client #2's medical record on
November 13, 2007 revealed that the client has a
diagnosis of bladder instability. Further review of
the medical record revealed an urology consult on
July 25, 2006 with o réecommendation to return in
one year. According to the consult the client
should return in one year, At the time of the
survey there was no evidence of urology consult,

8. The facility' nurs = failed to obtain pediatry
services for two of the two clients in the sample,

8. Review of Ciient #1's medical record on
November 14, 2007 at 2:15 PM revealed that he
was evaluated by the Podiatrist on April 28, 2007.
At that time the client was diagnosed with tinea
pedis. Cream was prescribed and there was a
recommendation to follow-up August 22,2007, -
The chart lacked evidence that fhe client had
seen the podiatrist on the recommended
follow-up date, The chart did however reflect that
Client #1 was evaluated by the podiatrist on
September 12, 2007, however the writing on the
consultation was illegible therefore it could not be
determined if the tinea pedis was resolved.

b. On November 1%, 2007 at approximately 7:45
AM, Client #2 was putting on his shoes. The
shoes were observed to have pads in them.
Review of Client #2's medica! record revealed a
podiatry consult dated June 18, 2007. The
consuitation form rezommended extra depth
shoes to prevent trauma to the feet and to return
in 12 weeks. Further review of the medical

record revealed no 1pdated podiatry consuit.
Interview with the Rugistered Nurse on November

W 334

FORM CMS-2567(02-99) Pravious Verslons Obsclele Event ID: Xgiv11

Facliity 1D: 09G101

If continuation sheet Page 15 of 22




' @017
12/11/2007 18:31 FAX 2022448048 ¥TS ., Inc.

DEPARTMENT OF HEALTH AND HUMAN SERVICES | ' PRINTED: A0007
CENTERS FOR MEDICARE & MEDICAID SERVICES veo

STATEMENT OF DEFIGIENCIES (X1) PROVIDERISUFFLER/CLIA OMB NO. 0933:0391
T Ri A X2) MULTIPLE GONSTRUCTIO
| AND PLAN OF CORRECTION ‘ IDENTIFICATION NUMBER: ") NSTRUCTION (x3) DATE SURVEY

A. BUILDING COMPLETED

09G101 b, WiNG

| 11/14/2007
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CORE
MTS 6014 32ZND STREET, Nw

WASHINGTON, DC 20015
(Xd) ID SUMMARY STATEMENT OF DEFIGIENGIES iD PROVIDER'S p
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX WE ACTION Shioui]

)
(EACH GORRECTIVE AGTION SHOULD
TAG REGULATORY OR L!iC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRCIFR?ETE cmﬁﬁgm

DEPICIENCY)

W 331 | Continued Frem pajye 15 W 331

14, 2007 at approxinately 11:00 AM, confirmed
that there was no updated podiatry consuit,

7. The facility's nurse failed to obtain a Certificate
of Walver as require:d under the Clinical
Laboratary improveinent Amendments of 1988
Act (CLIA) befare aciministering finger stick tests
for blood sugar glucose levels. [See W394]

W 356 | 483.460(g)(2) COMIPREHENSIVE DENTAL W 386
TREATMENT

The facility must ensiure comprehensive dental
treatment sefvices {/1at include dental care
needed for relief of paln and infections,
restoration of teeth, and maintenanca of dental
health.

This STANDARD s not met as evidenced by:

Based on interview :ind record review, the facility
failed to ensure comprehensive treatment ‘ ,
servicas for the maintenance of dentat health for -
one of the two client; in the sample. (Client #2)

The finding includes:

W3ss
On Novembaer 13, 2007 at approximately 8:00

AM, Client #2 was ohserved wearing dentures, MTS nursing has been following up to obtain dental services for
Record review of the dental consultations dated resident #2 but has had difficulty as is the case routinely for dental

ices for all individuals served in our system. This is a serious
June 27, 2006 and Ciecember 19, 2008, At both services

’ \ system issue that must be resolved, MTS will continue to pursue
times, the dentist dizgnosed heavy caleulus the prior authorization needed and will enlist the aid of the DDS

deposits and recomrnended sealing, The dentist cﬂge T;lnagertiun dn;ing so. The ghgl;_%;nd nursing notes will
indicat o uthorizatlo refiect the status of progress...12- .

:’Cg:f': gg g:;at}r;{tee%ui Oskﬁf:t;ig;ei;jaand tl'l.llza? th 2 . An appointment will be ¢cheduled by...12-28-07.

facility would be coniacted to schedule the
procedure once pre~authorization wag received.
At the time of the suivey, the facility failed fo
ensure that the clien: received his recommended
dental satvices,
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Based on obser vation, interview and record
raviaw, the facility failed to abtain a Certificate of
Waiver as required under the Clinical Laboratory
Improvernent Ainendments of 1988 Act (CLIA)
before administining finger stick tests far blood
sugar glucose levels for one of the twe cllents in
the sample. (Clent #2)

The finding includes:

Review of Client #2's medical record on
November 13, 2007 at approximately 11:30 AM
revealed a physizian order to menitor the client's
blood sugar, fou- times perday. On November
13, 2007, at approximately 2:25 PM, tha facility's

Registered Nurs» was asked Whether the facility
had obtained a Cartificate of Walver, as required
under the Clinical Laboratory Improvement
Amendments of 1988 Act (CLIA). The nurse
Indicated that she had completed the appiication,
however, completed the form incorrectly and it
was returmned to the Provider, The nurse
indicated that she would re-submit the

Waze

application. At the time of the survey, the facility
did not have a CLIA Certificate of Waiver.

483.470(d)(3) CLIENT BATHROOMS

The facility must, in areas of the facliity where

clients who have nat been trained to regulate

W 426

The CLIA waiver has been obteined. Such waivers when needed
}vill be obtained in a timely manner. Neither MTS management nor o

for bringing it to our attention...12-1.07. 'i
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W 394 483.460(n)(2) L ABORATORY SERVICES W 394 i
If the Iaboraton’ chooses o refer specimens for | |
testing to anather laboratory, the referral
laboratory must be certified in the appropriate
Specialties and subspecialties of service in ;
accordance with the requirements of part 493 of
this chapter.
This STANDARD s not et as evidenced by: W394
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water temperature zre exposead to hot water,
ensure that the temperature of the water does not ;
exceed 110 degrees. Fahrenheit, : , "
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W 426 | Continued From page 17 W 426 }
|
I

This STANDARD is not met as evidenced by:.
Based on observaticns, the facility failed to
maintain water temgeratures at or below 110
degrees Fahrenheit,

W426
The finding includes ‘ The hot water was

adjusted to maximurm 110 degrees by the engd of
the day it was brought to the attention of staff by the

On November 13, 2007 at 4:00 PM, the hot water |- The st o b cocked daily and g 4

i _ erparature wilt be checked daily an ocumented to
temperature felt hot to the touch, Readmgs from e that it is routinely at or below 110 degrees. Staff has been
the surveyor's therm ometer was 118 degrees . instructed to notify supervisors immediately whengvey they get a

Fahrenheit in the kitchen, The Qualified Menta] . reading above 110 degrecs. . 12-1-7.
Retardation Professional (QMRP) was informed. :

The maintenance staff was in the facility and
adjusted the hot watr tank, at which time the
reading was 115 decree Fahrenheit. During the
environmental inspection on November 14, 2007
at 1:15 PM, the hot v/ater temperature registered
at 116 degree Fahrenheit in the kitchen, At2:30
PM the temperature reading was 120 degrees
Fahrenheit. The QM RP was informed at 2:30 PM
and instructed the staff to monitor the water
temperature very closely and that staff would
supervise the clients while bathing. The
maintenance staff was called again to make
adjustments to the hyt water tank.

W 440 483.470(i)(1) EVACUATION DRILLS ' W 440

:

J

The facility must holdl evacuation drills at least _ |
Quarterly for each shift of personnel, l'

This STANDARD is not met as evidenced by:
1. Based on staff interview and record review, the
4 facility failed to hold uvacuation drills quarterly on
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W 440 | Continued Erom pege 18 W 440
all shifts.
The finding includes: _
3505.5 - L' Hé
Based on siaff interview and record raview, the :
faility failed to holt evacuation drills quarierly oh ;;igﬁﬁ'ggg;;m% the home will hold one fire drill for each
all shifts. MTS will develop a mandatory fire drill schedule for 2008 thar
. e s at least on drill being held per quarter for each woss shift
The finding includes: This schedule will be distibyted by...12-30.07, "
il;lelms{:?} to l?ehResidentia] Director_ will proactively monitor
On November 13, 2007, interview with the ins'fm all" ho:::s‘:mtd :1,1“;1:?:; 22’:..’3.’& iﬁ’i’ﬁﬁ&fﬁf’°§ﬁ§i§"‘” .
Qualified Mental Retardation Professional and & prescribed fire drill wili have & make-up drilf Sci'ednled ma;,m'gs
review of the weekly staffing schedule indicated EYS... ..., 12:30-07, Within
that on Monday-Friday there are three designated
shifts (7:00 AM - 3:00 PM: 3:00 PM - 11 PM; and
11:00 PM - 7:00 AN1) and on Saturday and
Sunday, there are two designated shifts (7:00 AM
- 7:00 PM and 7:00 PM - 7:00 AM).
There was no evidence that the facllity conducted
simulated fire drills 13t ieast four times a year for
each shift. The facility's documentation reflected
that only one fire drill had been conducted during
the 7:00 AM - 3:00 I*M, two on the 3:00 PM -
11:00 PM - 8:00 AV, two on the 11:00 PM - 7-00
AM (Monday - Friday) twe fire drilis on the 7:00
AM -~ 7:00 PM and tva on the 7:00 PM - 7:00 AM
(Saturday - Sunday, shift for the year. _
W 455 | 483.470()(1) INFECTION CONTROL W 455
There must be an a:tive program for the
prevention, controi, and investigation of Infection
and communicabie fiseases.
This STANDARD i not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to properly defrost meats
in preparation for dinner,
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W 455 | Continued From pige 18 W 455 : |

The finding Includes: [

[ |

. . W-455 :

Upon entering the the kitchen on November 14, " '

5 2007 at approxima tely 1:30 PM, a Package of

J turkey wings was ¢bserved inthe sink. The meat
was in the sink without water running over it to
assist in defrosting. Review of the dinner meny
indicated that chicken was on the menu for
dinner. The observation was brought to the
atiention of the Qu alified Mental Retardation
Professional at 2:40 PM

W 4721 483.480(b)(2)(1) MEAL SERVICES

Foad must be servad in appraptiate quantity,

This STANDARD is not met as evidenced by:
Based on observaton, interview and record
review, the facility failed to ensure that food
portions were served in accardance with the
clients diet for two of two clients In the sample.
(Cltents #1 and #2

The findings includs:

Observation of the dinner meal on November 13,
2005 at 6:35 PM re /ealed the clients received
Hamburger Helper, mixed Vvegetables, salad,
pineapple, diet sodi1 and water. Review of the
posted menu revea ed sloppy joe, hamburger
bun, mixed vegetables crushed pineappie,
beverage/water, Direct care staff were observed
to serve all of the food with a large spoon.
Review of the diet crders for Clients #1 revealed
that he is preseribed a regular 1800 calorie
chopped diet and Client #2 is prescribed a 1600
calorig, no concentrated sweets, no added salt
diet, The menu wan reviewed and fevealed that

Nursing and nuirition will c&ver proper defrosting of ;
food in their training sessions wheg they discuss meal
* Preparation overall.., 12-30.07.

W 472

3502.14 W-H%} Y1
1. The QMRP wil cIordinate with the nutritionist go

jﬂsu]e ﬂlat tbe hot g bﬂs plopel‘ lools (1) Illeaslﬂ n
f 1 g

ns. Suggested 1ools wi
by ..12.15.q7, B e 100l Will be purchaseg

In addiy; ine:
by ;fmon, Staff will he trained on the yge of the taol(s) by.,, 12-
The QMRP ang Tacility manager will obserye at least ong megy

weekiy (QMRP) or two weekly (facilip

| | Manager) 1,
follow t_he prescribed dietg apg uge the {ool(s) 8010 tnsure st
appropriately,.. . 12-30.07,

Nursing wit Provide trajning o ing di i
preseribed menyg by 12—20-(%7. " Prepating diet Hoeording o
Nulrmqn will foliow up that g ining by .. 12-30-p7.

oth will cayer menu-matched shanpi
substitute jtemg Prescribed, PPIE o teduce teneed o
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Client#1 was to reeive thres ounces of the
sloppy joe, one while bun, 172 cup of mixed
vegetables and pin capple. Cllent#2 was to
receiva two ounces. of sloppy joe, ohe whole bun
12 cup of mixed vegetables and pineapple.

W 472

There was no way a determine if the clients
received the prescribed portion of the meat and
vegetables. The ohserved amount of food on the
clients' plates appeared to be more than the
Prescribed portions required for their diats, The
QMRP also acknowledged that the staff failed to

i use proper measuring utensils.

W 481 483.480(::)(2) MEN .S

Menus for faod actually served must be kepton
file for 30 days.

This STANDARD i not met ag evidenced by:
Based on observation, interview and record
review, the facility %iiled to ensure that menu
substitutions were Locumented for four of the four

clients residing in the Tacllity (Clients #1, #2, #3,
and #4),

The finding includes:

Observation of the dinner meal on November 13,
2008 at 8:35 PM clients were served Hamberger
Helper, mixed vegeables, salad, crushed
pineapple, diet sodz and watar, The review of the
posted menu revealed sloppy joe, hamburger
bun, mixed vegetablag trushed pineapple,
baverage/water wers on the printed dinher meny,

Interview with the Quajified Mental Retardation
Professional on Novembar 14, 2007 at 1;00 FM
revealed that the faciiity did not have a
system/procedure for documenting meal

W 472 _

W 481

w- U4l

The nutritionist will provide- 2 substitution list for ap1 i
) meny ite
that staff will foliow if the need tg substitute ariges. , 12-30-07r.ns
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~ 1000/ INITIAL COMMENTS 1000
A licensure survey was conducted from
Novenber 13, 2007 through Novernber 14, 2007,
A random sample of two residents were selected
from a population of four males with various
degrees of disabilitics.
The findings of this survey were based on
observations at the group home, two day
programs, interviews with residents and staff at
both the group hom: and day programs, review
of ¢linical and administrative records to include
the facility's unusual incident reports.
1047| 3502.5 MEAL SERVICE / DINING AREAS 1047
. Each GHMRP shall be responsible for ensuring
that meals, which are served away from the
GHMRP, are suited to the dietary needs of
residents as indicated in the Individual
Habilitation Plan.
This Statute is not rnet as evidenced by
Based on observation, staff interview and record
“verification, the facility failed to ensure that meals
served away from the GHMRP suited the
residents dietary nends for one of the ftwo 3502.5
residents In the faciity. (Resident #1) _ ton QMRP will meet with the day program of resident £1 1o
that all of its staff undersland and follow the rescribed di 1500°
The finding includes: srﬁ;lloge, chopped)...12.30-07. prescribed diet (1800
e OMRP wili visit the Program at minimum monthly to, 3
. : ] P Y to Insure
1 On Novemnber 13, 21)07, Resident #1 was g;:‘is““’ldzl_e}_'gg‘me" 15 being implemented on a consistent
:‘ observed at his day placement program. At At home, resident #1° food i
i . . ¥ ) h .
approximately 11:15 AM, the resident indicated to - problem eating in his pre!i:rrcf:lcw:;';i:.c\z?:l;cs):: ri?; :gﬁt:.ll: en
his 1:1 staff that he wanted fo take his dentures however the QMRP will coordinate with the speech patholggi);t to
out. the staff directed the resident to the ggéﬁ%;ror:idqul at mealtime to insure that thore is no danger of
bathroom and instructed him to take the dentures dentures, The[:;:;:l? :::mf,e mf,"i‘?"‘#,}lprefers to eat without hig
out and place them in a paper towel. The findings... 12-30-7, By riotes will reflect her
_ Resident gave the paper towel with the dentures : ] '
Health Regulation Administration )
: ‘ TITLE , (x8) DATE!
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Continued From [age 1

luhch, The lunch consisted of a tuna salad
sandwich and water,

On a sub-roll. The client gummed the sandwich
as he ate it without his dentures,

same day reveale:! that he is prescribed a
chopped texture 1.300 calorie diet, At no time

sandwich to ensurz g chopped consistency as
recommended.

without his dentures. The QMRP also
acknawledged the need for the chopped diet
consistency.

3502.14 MEAL SERVICE / DINING AREAS
Each GHMRP shall train staff in the storage,

to maintain sanitany’ conditions at all times.

This Statute Is not met as evidenced by:
Based on review of the training records and
interview with the Qualified Mental Retardstion
Professional (QMRi*) the GHMRP failed to

serving of food and food preparation in order to
maintain sanitary conditions at all times.

The findings Incluge -

to the staff who placed them in g denture cup, At
11:45 AM, the resident was observed eating hig :

The sandwich was served :

Review of the residents bhysician’s orders on the§

during the lunch alservation did the stafs cut the

Interview with the OMRF on November 14, 2007 |
at 2:30 PM revealed that the resident usually eats

preparation and serving of food, the cleaning and
care of equipment, and food preparation in order

ensure thal staff ha been provided training in the

'
i

1047

| 056

3502.14

The QMRP and facility manager will observe at least one meal

j weekly (QMRP) or twe weekly (facility Imanager) to insure staff
follow the prescribed diets and use the tool(s)

appropriately.. ..., 12-30-07.

In addition, staff will be trained on the use of the tool(s) by...12-
20-07.

Nursing wilt provide training on preparing diets according to
prescribed menus by 12.20.07.

Nutrition will follow up that training by, ,, 12-30-07.

Both will cover menu-matched shopping to reduce the need to
substitutc items prescribed,

The nutritionist wilJ previde a substitution lisy for all menu itemsg
that staff will follow if the need 1o substitote arises. . 12-30-07,

The QMRE will coordinate with the nutritionist to
insure that the home has proper tools for measuring
food portions, Suggested tools will be purchased
by...12-15-07,

‘ 2, See3s502.5 Tesponses above,
3. Nursing and nutrition will cover proper defrosting of
j 1. Obs ervation of the dinner mieal on November : food in t_hcir training sessions when they discuss meal
; 13, 2005 at 6:35 PV revealed the residents | Preparation averall... 12-30-07. ,
| Heaith Regulation Administration ; -
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1056 Continued From [age 2 '

received Hamburgjer Helper, mixed vegetables, |
salad, pineapple, diet soda and water, Review of
the posted menu 1evealed sloppy Jae, hamburger
bun, mixed vegetz bles crushed pineapple, :
beverage/water, Direct care staff were observed:
to serve all of the food with & large spoon,
Review of the diet orders for Residents #1
revealed that he is prescribed a regufar 1800
calorie chopped dizt and Resident #2 is
prescribed a 1500 calorie, no concentrated
sweets, no added salt dist The meny was
reviewed and reveled that Resident #1 was to
receive three oune»s of the sloppy joe, one whole
bun, 1/2 cup of mited vegetables and pineapple, .
Resident #2 was tc receive two ounces of sloppy !

joe, one whole bun 1/2 cup of mixed vegetables
and pineapple.

There was no way io determing if the residents
received the prescribed portion of the meatand |
vegetables. The obiserved amount of food on the |
clients’ plates appeared to be more than the
prescribed portions required for their diets, The
QMRP also acknowledged that the staff failed to ;
use proper measuring utensils. ' ;

2. On Novernber 133, 2007, Resident #1 was
observed at his day placement program. At
approxXimately 11:15 AM, the client indicated to
his one {o one suppart staff that he wanted to

take his dentures out, The staff directed the ;
client to the bathroom and instructed him to take |
the dentures out and place them in a paper towel.
The resident gave the paper towel with the
dentures to the staff who placed them in a

denture cup. At 11:45 AM the client was observed
eating his lunch. The lunch consisted of a tura
salad sandwich and water. The sandwich was
served on a subwroll. The resident gummed the
sandwich as he ate,

| 058
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Continued From age 3

Revlew of the residents physician’s orders on the
same day revealed that he is prescribed a
chopped texture - 800 calorie dist At ho time
during lunch obseivation did the staff cut the
sandwich to ensu-e a chopped consistency as
recommended.

interview with the QMRP on November 14, 2007
al 2;30 PM revealzd that the client usually eats
without his denture=s. The QMRP aiso ]
acknowledged the need for the chopped diet
consistency.

3. Upon entering he the Kitchen on November
14, 2007 at approimately 1:30 PM, a package of

| turkey wings was observed in the sink. The meat

was in the sink wit 1out water running overitto
assist in defrosting. Review of the dinner menu |
indicated that chicken was on the menu for
dinner. The obser vation was brought to the
attention of the Qualified Mental Retardation
Professional at 2:40 PM

3505.5 FIRE SAFETY

Each GHMRP sha!l conduct simulated fire drills in
order 1o test the effectiveness of the plan at least.
four (4) imes a yezr for each shift, :

This Statute is not met as evidenced by:
Based on interview and record review the
GHMRP failed to ensure that each shiit
conducted a fire drill four times a year.

The ﬁnding include:s:

On Novamber 13, Z 007, interview with the

Qualified Mental Re tardation Professional and

1 0566

1135 35055

In December of 2007, the home wil
shift...12-30-07,
MTS wil develop a mandatory fire drill schedule for 2008 that
reflects at least on drill being held per quarter for each work shift,
- This schedule will be distributed by...12-30-07,
:The Assistant to the Residential Director will proactively monitor
implementation of the mandatory fire drill schedule routinely to
Insure all homes and all staffs comply consistently. Shifts that miss

a prescribed fire drill will have a make-up drill scheduled within 7
days,......... 12-30-07,

1 hold one fire drill for each

Health Regulatlon Administration
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| review of the weekly staffing schedule indicated i
i that an Monday-Friday thers are three designated

shifts (7:00 AM - 3:00 PM; 3:00 PM - 11 PM; and
11:00 PM - 7:00 AM) and on Saturday and
Sunday, there are {wo designated shifts (7:00 AM |
- 7:00 PM and 7:00 PM - 7:00 AM),

There was no evide nce that the faeility conducted
simulated fire drills at least four times a yearfor |
| : each shift. The facility's documentation reflectad
i that only one fire drill had been conducted during
|

the 7:00 AM - 3:00 |°M, two on the 3:00 PM -
11:00 PM - 8:00 AM, two on the 11:00 PM - 7-00
AM (Monday - Friday) two fire drills on the 7:00
AM - 7:00 PM and twvo on the 7.00 PM - 7:00 AM
(Saturday - Sunday) shift for the year. :

1203 3509.83 PERSONNEL POLICIES 1203

3509.3

Each supervisor shell discuss the contents of job | The QMRP L
. . . g ARP has rev ipti i

descriptions with each employse at the beginning | reviewed job descriptions with staff members #8

A and #9, An updated g . PR 3
.employment and at |2ast annually thereafter. : personnel ﬁnf ofbot'hs::gmn;ﬂ,;neg:itfg jl"é’_ g;:?crxptron is now in the
‘ The QMRP wiil use the MTS personne] file tracking tool to insure
This Statute is not niet as evidenced by: z fo maure T have curea, signed job descriptions at all times ang
Based on record review, the GHMRP failed to f ' member at mm?,;ﬁfx'fﬁ.ﬁiﬁl{:f b descriptions with cach stafr
provide evidence that the supervisor discussad | Y a8 required... 12-30.07,
the contents of job d :scriptions with each :
employee at the beginning of their employment
and annually thereafier.

The finding includes:

| Review of the personnel files on November 14,
| - | 2007 failed to provide evidence that direct care
% staff #8, and #9 job dzscriptions had been

% reviewed.

1206) 3509.6 PERSONNEL POLICIES 1206

!
i
i
i
|
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| 1206| Continued From page 5 1206

Each employee, prior to employment and

i annually thereafter shail 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 required

i dutias,

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

facility fajled to achiave compliance with State
; regulations pertaining to health (22 DCMR
Chapter 35, Section 3509.6). .

\ ' 3509.6
: The finding Includes:

‘ The cited staff members have been g; i
| ‘ " g1ven a deadiine to obtaj
| The State regulatory agency conducted a review updated health certificates or they wi) come off the work scl?cdu[e.

of persannel records on Nov ember 1 4, 2007, at Updated health certificates will be obtained for the cited staff

e ! by...12-30-07.
which time there was no evidence that five direct The QMRP

- and Assistant to the Residential i
carf staff had cuirent health certificates. (Staff will conduct per S of - dential Dircctor separately

iodic audits of the petsonnel fil
1,42, #7 $10, #11 e o 2) ‘ staff are notified proactively aboyt upco:ain:; flilees 1 fisueothat
07

1229/ 3510.5(f) STAFF TRAINING 229

Each training program shall include, but not be
limlted to, the following: :

(f) Specialty areas related to the GHMRP and the
residents to be served including, but not limited
to, behavior management, sexuafity, nutrition,
recreation, total com-nunications, and assistive
technologies;

This Statute is not It et as evidenced by:

Based on observation, interview and record
verification, the facility failed to ensure effective
training with regard to special diets for one of two
g residents in the sarmnyile. (Resident #1)

Hoalth Reguiation Administration
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The finding inclucles:

On November 13, 2007, Resident #1 was
observed at his day placement program. At
approximately 11 15 AM, the client indicated fo
his one o one suport staff that he wanted to
take his dentures out The staff directed the
resident to the bahroom and instructed him to
take the dentures out and place them In a paper
towel. The Resident gave the paper towal with
the denturas to thi staff who placed them In 2
denture cup, At 14:45 AM the resident was
observed eating hls lunch. The lunch consisted
of a tuna salad sadwich and water. The
sandwich was ser/ed on a subroll. The resident
gummed the sandwich as he ate it without his
denfures,

Review of the residents physician's orders on the
same day revealex! that he is prescribed a
chopped texture 11300 calorie diet. At no ime
during the lunch observation did the staff cut the
sandwich to ensur: & chopped consistency as
recornmended.

Interview with the (IMRP 6n Navember 14, 2007
at 2:30 PM revealed that the resident usually eats
without his dentures. The QMRP also
acknowledged the “eed for the chopped diet
consistency,

3514.2 RESIDENT RECORDS (

Each record shall be kept current, dated, and
signed by each individual who makes an entry.

This Statute Is not met as evidenced by:
Based on record re riew the GHMRP failed to
ensure each regidets records were dated and

1229

135105 ()

See responses for 3502,5

291
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Continued From page 7

signed by the inclividual completing the
assessment or monitoring the [ab profiles,

The finding ncludes:

Review of Residint #1's medical record on
November 14, 2007, at 11:30 AM revealed a
nursing assessment dated July 25, 2007. The
document lacked the signature of the person
completing the document. The document was

| reviewed with the Qualified Mental Retardation

Professional and Registered Nurse at the exit
conference on Nuvember 14, 2007 at 3:00 PM.

3519.5 EMERGENCIES

After medical serrices have been secured, each
GHMRP shall promptly notity the resident* s
guardian, his or her next of kin if the resident has
no guardian, or the representative of the
sponsoring agency of the resident* s status as
soon as possible, followed by written notice and ,
documentation nc later than forty-eight (48) hours
after the incident.

This Statute is not met as evidenced by:

Based on staff interview and record review, the
GHMRP failed to provide evidence of the prompt
notification of parents or guardians of significant
incidents for one ¢ f the three residents in the
sample,

The finding includes:

Review of the facil ty's unusual incident reports
and investigations on November 13, 2007 at
approximately 10:00 AM, failed to provide
evidence of the prompt notification of family
members and/ar c uardians of the incidents
detailed below:

1281

374

3514.2

Th
07

The DON wil] r¢

e RN sisned the assessment the day of the Survey exit..,11-14

dated.,.1

The QMRP will also audit

submission... 12.30.0y the assessments prior to

tion Administralion
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a. On January 3, 2007, Resident#1 compained
of back pain/flank pain. There was a small
amount of blood i his urine. He was taken to the
emergency room, A CT scan perfomed at the ER
reflected that therz was no stones observed, The

1420

| mare effectively with the demands of their

ER physician dincicated that the pain was likety
muskuloskelital.

b. On June 11, 2007, Resident #1 was taken {0
the hospital for a cough. He was treated and
released with a dingnosis of upper respiratory
infection.

c. On September 24, 2007 Resident #1 wasg
transported to the emergency room for a cough.
He was freated and released from the ER with a
diagnosis of pneurnonia/bronchitis,

Interview with the Qualified Mental Retardation
Professional (QMF.P) on November 14, 2007 at
2:00 PM revealed that the Resident's mother had
been notifled of the: aforementioned incidents,
however could not provide evidence to support
his statement.

3521.1 HABILITATION AND TRAINING

Each GHMRP shall provide habilitation and
tralning 1o its residents to enable themn to acquire
and maintain those life skills needed to cope

environments and {o achieve their optimum levels
of physical, mental and social functioning.

This Statute is not met as evidenced by:

Based on observation, staff interview and record
review, the GHMREF’ failed to erisure habilitation
and training was provided to its residents that

would epable them fo acquire and maintaln life

1374

1420

3519.5

notified in each case but the QMRP failed to document the

such contacts in his monthly notes beginning...12-1-07.

As the QMRP stated to the surveyor, resident #1°s mother was

conversations in his monthly notes, The QMRP will docurment afl

i Health Regul
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Continued From pige 9

skills needed ta cape more effectively with the
demands of their environments and to achieve
thelr optimum leve s of physical, mental and
social functioning for one of the two residents in
the sample. (Resident #2)

The fihdings include:

1. Review of Resitent #2's records on
September 13, 2007 at 2:00 PM revealed the
resident's Seif-Mecication Assessment dated
May 2, 2007. Acccrding to the assessment, the
resident was reconimended to participate in a
self-medication program, and the specific goal
and corresponding program objective was
documented on the: assessment. Interview with
the Qualified Mentzl Retardation Professional
(QMRP) and further record review on November
13, 2007 at 3:00 PM revealed Resident #2's IPP
dated May 2, 2007. Review of the plan and
discussion with the QMRP failed fo provide
evidence of an objective written to asslst the
resldent with acquiting ekills in the domain of
self-medIcation adriinistration.

2. On November 13, 2007 at 7:45 AV, Resident
#2 was observed ai overweight, Interview with
the direct care staff revealed that the resident
recelves d restrictiva diet. Reaview of the
resident's medical record indicated a 1500
calorie, ne conceniiated sweets, no added salt,
According to the Ni tritionist assessment dated
April 28, 2007 indiciated that the client is 27
pounds overweight. The Nutritionist
recommended that the resident participate in
physical activity at lzast two to three times per
week for 30-40 min jtes. Review of the client's
IPP dated May 2, 20)07 revealed no fraining goais
or objectlves to ass st the resident in losing or

1420

3521.1

1. Resident number two will have a self-medication
program added to his active treatment regimen that
reflects his existing skill levels and potential for
growth/improvement. .. ...... 12-24.07.

The QMRP will collaborate with nursing to develop and
implement the program,

2. The QMRP will collaborate with the relevant members
of the IDT t> establish an exercise regimen for resident
#2. However, the regimen may be a structured activity
a5 opposed (o a measurable objective, That decision
will be made by the team with resident #2°s input as to
what exercises he desires to do...12-30-07,

Heslth Regu

ation Administration

! STATE FORM

unen XoIv1i1 if conlinuation sheet "0 of 15




12/11/2007 18:44 FAX 2022448048

MTS, Inc.

[Fo3s

PRINTED: 11/30/2007
FORM APFROVED

STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIER/
AND FLAN OF GORRECTION x1) PR SUP! CLIA

IDENTIFICATION NUMBER:

09G101

XX MULTIPLE CONSTRUCTION
A. BUILDING

(X9) DATE SURVEY
COMPLETED

B. WING

111472007

MTS

NAME OF FROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIF CODE

6014 32ND STREET, NW -
WASHINGTON, DC 20015

(X)) 1D
PREFIX
TAG

SUMMARY ST.ATEMENT OF DEFIGIENCIES
(EACH DEFICIENC ¥ MUST BE PRECEDED BY FULL
REGULATORY OR [.SC IDENTIFYING INFORMATIQN)

o PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH CORRIECTIVE ACTION SHOULD BE coMPLETE
TAG CROSS-REFERENCED YO THE APPROPRIATE DATE

DEFICIENGY)

1420

424

Continued From puge 10
msintain his weight

3521.5(a) HABILITATION AND TRAINING

£ach GHMRP shall make madifications to the

resident ' s prograr at least every six (6) months
or when the client:

(a) Has successfully completed an objective or
objectives identifiecl in the Individual Habiftation
Plam;

This Statute is not met as evidenced by;

Based on observation, staff Intetview and record
review, the GHMRP failed to make modifications
to the residents's program at feast every six
months when the resident has successfully
completed -an objective identified in the Individual
Program Plan for ane of the two residents in the
sample. (Resident #2)

The findings include:

The facllity's QMRF falled 1o revise Resident #2's
program objectives.

a. On November 11, 2007 at 8:10 AM, Resident
#2 was abserved assisting the direct care staff
with laundry, The rusident measured the laundry
detergent and set f e dial requiring verbal
prompts from the staff. Interview with the direct
care staff indicated 'hat the rasident requires
minimal verbal assistance, Review of the
resident's IPP datec May 2, 2007 revealed a
prograrn objective which stated, "given verbal
directives, the residient will complete pour
measured laundry detergent into washing
machine on 80% of the trials for three
consecutive months. Record verification of the

Health Reguls

Qualified Mental Reardation Professional
tion Adminisiration

1420

1424

3521.5 (a)

All three objectives cited will be
made, .. 12-30-07,

modified to reflect the progress
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Continued From pagé 11

(QMRP) and data sheets from March 2007
through Qctober 2:007 revealed that the client
achieved the established criteria since March
2007.

b. On November 14, 2007 at approximately
11:00 AM, in reviewing resident's IPP dated May
2, 2007, the residant had a program objective
which stated, “[the: resident] will wash his upper
body with a washclath with verbal prompts for 12
consecutive months". Record verification of the
data sheets on Ncvember 14, 2007 indicated that
the resident achie'red the established criterla
since June 2007.

c. On November 4, 2007 at approximately
11:00 AM, in reviewing residents IPP dated May
2, 2007, the resident had a program objective
which stated, "Giv:izn verbal directives, [the
resident] will comg lete a tabletop activity with one
or two of his peers on 80% of the record frials per
month for six consecutive months". Review of
the data sheets frem August 2005 through
October 2007 reve aled that the resident achieved
the establishad cri:eria since August 2005.

3623.1 RESIDENT'S RIGHTS

Each GHMRP resiience director shall ensure
that the rights of re sidents are observed and
protected in accardance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws,

This Statute is not met as evidenced by:
Based on abservation, interview and record
raview, the GHMR!? failed to ensure the
protections of eact resldent rights.

1424
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The finding incluc'es:

1. During the medication pass observation on
November 13, 2007 at 5:30 PM, Resident #1
received Depakole 500 mg and Klonopin 2 mg.
During the entrance conference on the same day
at 10:20 AM, the Qualified Mentai Retardation
Professional (QMRP) indicated that Resident #1
received psychotropic medication in conjunction
with a Behavior S Jpport Plan (BSP) to address
his maladaplive bzhaviors. The QMRP also
Indicated that the client's mother was very
involved in his life.

Review of Resident#1's record on November 14,
2007, lacked avidiznce that the poteniial rigks
involved in using psycholropic medication, the
BSP, or his right tu refuse treatment had been
explained to the re:sident or his/her mothar. The
client's psychologlcal assessment, indicated the
resident's cognitivz abilities tested in the
moderate range o retardation and he lacked the
capacily to process information effectively to
make sound decisions. The QMRP indicated that
the resident's mother was willing to sign any
necessary consents for restrictive measures,
The psychologist :issessed the resident as not
being capable of niaking informed decisions.
However, the facility failed to document attempts
to secure informec consent from Resident #1's
mother with regarcls to the restrictive measures
emplayed to control his maladaptive behaviors,

2. During the entriince conference on November
13, 2007 at approximately 10:00 AM, the QMRP
indicated that Resident #2 receives psychotropic
medications for his maladaptive behavior.
Further interview revealed that the resident and
does not have a lejal guardian, Review of the
resident's curranht physician orders revealed that

1500

3523.1

MTS has developed a new consent form specific to
psychotropic: medication regimens and behavioral
Support plans. The QMRP will review completed forms
‘with the mother of resident#1, supported by nursing,
explain the risks and benefits clearly to her and obtain
her consenting signature by...12-30-07,

MTS has submitted the necessary paperwork 1o obtain a
legal guardian for resident #2 but the QMRP notes do
not reﬂccf the QMRPs follow up actions and
conversations. There have been several. The QMRP
will pursue a lcgal guardian for resident #2 until one is
obtained and the QMRP monthly notes will reflect the
status of follow up at any given point beginning with
 the December 2007 notes. ., 1-10-07.
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the resident received the following psychotrepic
medications: Luvox 25 mg QPM, Seroquel 100
mg QAM and Q 1100n and 150 mg QPM, and
Zyprexa 5 mg QPM,

On November 13, 2007 at approximately 2:00
PM, further reviewv of Resident #2's record failed
io show evidence that written informed consent
had been obtained for the use of the medication,
There was no evidence that the potential risks
involved in using this medication, or his right to
refuse treatment lhad been explained to the
resident, The clienf's Psychological Assessment,
dated May 2, 2007, indicated the resident's
cognitive abilities tested in the severe range of
retardatior and he: lacksd the capacity to process
infermation effectvely to make sound decisions.

The psychologist 1ad assessed the resident as
not being capable of making informed decisions,
the facillty failed to document attempts to secure
an appropriate suitogate decision-maker.

3. Review of the flnancial records on November
14, 2007, at 1;30 °M, it was discovered that 2
debit of $150.00 was made from Resident #2's
account ta pay for a television, The ledger
document indicated that the debit was made to
pay for a televisior. Review of the incident
reports on November 13, 2007 at 10:00 AM
revealed that during a behavior episode, Resident
#2 destroyed Resiilent #1's television.

Review of Resident #2's Behavior Support Plan
dated April 24, 20C7, does nat address the
resident having to replace ltems that he breaks or
destroys during beiiavior episodes.

During the entranciz conference on November 13,
2007, the QMRP informed the surveyors that

3. The decision to have resident #2 pay forthe TV he
destroyed belonging to resident 41 was made at an 1DT
meoting with the DDS case manager present and in
agreement, The annual Individual Financial Plan
reflects this decision. .. 12-1-07.

The BSP of resident #2 will be modified to reflect strategies aimed
at preventing property cestruction and restitution ’
parameters...,..1-15-07,

The TV repayment issue will be taken before the MTS Human
Rights Committee for its review, If the committee agrees with the
decision it will stand. If not, the account of resident #2 will be
reimbursed. ., ] -30-07.

A]I future decisions of this type will go before the MTS Human
Rights Committee befors they are implemented. ., 1-30-07.

MTS continues to see g legal guardian for resident #2 and the
QMRP will continue the follow up until a guardian js
obtained...... 2-28-07.
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' Resident #2 did nct have family involvement rior
| a guardian to assict him in making decisions and
to protect his rights;.
4. Also See W2B3
|
1
i
| ,
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INITIAL COMMENTS

A licensure survey was conducted from
Novenber 13, 2007 through November 14, 2007.
A random sample of two residents were selected
from a population of four males with various
degrees of disabilities,

The findings of this survey were based on
observations at the group home, two day
programs, interviev:s with residents and staff at
both the group hor e and day programs, review
of clinical and administrative records to include
the facllity's unusuzl incident reports.

4701.5 BACKGROUND CHECK REQUIREMENT

The criminal background check shall disclose the
eniminal history of the prospective employee or
contract worker for :he previous seven (7) years,
in alf jurisdictions within which the prospective
employee or contract worker has worked or
resided within the seven (7) years prior to the
check.

This Statute is nof imet as evidenced by:

Based on the review of records, the GHMRP
failed to ensure eriminal background checks
disclosed the criminal history of any prospective
employee or contract worker for the previous
seven (7) years, in zill jurisdictions within which
the prospective emgioyee or contract worker has

‘| worked or resided within the seven (7) years prior

to the check,

The finding includes:

Review of the perscnel files on November 14,
2007 revealed the GHMRP failed te pravide
evidence of criminal background checks for threa
direct care staff (Staff #6, #8, and #9),

R 000

R125

R125
All sfaff will have current criminal background
check by 12/1/07 MTS has a new system to check
criminal records and will continue to implement

this system to eliminate the issue of no background

check-12/1/07
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