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A recertification survey was conducted from
Oclober 16, 2007 thru Oclober 18, 2007, The
survey was initizled using the full swvey process,
A random sample of three clients was selected
from a resident population of four females and -
gng male with various disabilities. A fourth client
was added for a focused review in healtheare,
The findings of the survey were basad on
observations, interviews wilh staff in the home
and at two day prograins, as well as a review of
client and administrative records, including
incident reports.

W 120 | 483.410(d)(3) SERVICES PROVIDED WITH W 120
OUTSIDF SOURCES

The facility must assure that outside services
meet the needs of each client.

This STANDARD is not met as evidenced by:
Basod on observations, staff interview, and
record review, the facility failed to effectively
monitor each client’s day program to assure that
the necds were met for two of three glignts
included in the sample. (Clignt #2 and #3 )

The findings include;

w120

The facility failed to ensure that Client #2 and #3 .- MTS will purchase the nceded items
raceived the appropriate adaptive feeding : for client #2 and provide them to the
equiptnent during lunch time at the day program day program by (1-15-07. This will be

1 as evidence below: at least the second set given 1o the

program. The QMRP will visit the
1. Obseryations conducted during lunch time an program at minimum monthly to ensure
10/16/07 at approximately 12:26 PM revealed that that the program has and uses the
Client #2 was scrvoad her prescribed pureed diet adaplive feeding equipment supplicd
with double portions in g round bulit-up plate. . for ¢lient #2 routinely.
| Further observations revealed that the client used
LABORATORY DIRECTOR'S GR PROVIDFR/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (XE) DATE

Any aeficiency statoment. pnding with an astetisk (%) denoles a deficiency which the institutian may be excused from worecting praviding it is detesmined that
other safogiands provide sufficient prataction fo the patients. (See Instructions.) Except for nursing homes, tho findings stated abeve an: tisclosable 90 days
following the date of suivey whether or nat & plan of corraction is provided. For nursing homee:, the ahove findings and plane of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiancies are cited, an approved plan of correction is requlsite to continued
rrogram panticlpation.
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a cooted tablespoon to consurne her meal| Inan
earlier interview with the day program at

; approximately 11:25 AM, it was revealed that
Client #2 feeds herself independently using a
coated tablespoon and Dycem mat as needed.
Further interview with the day program staﬁf
revealed that Client #2 was prescribed a pureed
dict with double portions. Review of the |
Individual Support Plan (ISP) dated B/25/07 on
10/17/07 at approximately 12:00 PM revealed that
Client #2's adaptive equipment included a bunlt-up 1
weight spoon, divided Scoop plate, and a wonder ;
flow cup during mealtime. Review of the
Qccupational Therapist Assessment Addendum
daled 1/7/07 recommended that Client #2 could
bonefit from a sectional divided plate to increase
independence, Dycam mat, weight built-up
spoon, and spout cup. There was no evidence
Client #2 used sectional divided plate, built-up
weight spoon, or drank from @ spout cup as
recommended by the ISP/OT in the day program.,

2. Observations conducted during lunch time on
| 10/16/07 at approximately 11:40 PM revealed that | -
Client #3 was served a prescribed regular ground s
diet, Further abservations revealed that the ’
Client #2 drank twa apple juices, two chocolate
milks, and water from a blug mug with a small
skinny straw independently. In an earlier
interview with the day program’s Aduit
Coordinator (AD) at approximalely 10:47 AM, it
was revealed that Client #3 likes the blue mug.
The AD also revealed that the client can hald the
mug and cansume his liquids independently. '
Review af tha Occupational Therapist (OT)
Assessment Addendurn dated 1/10/07 an
10/17/07 at approximately 2:47 PM
recommended that Client #3 could benefit from a
plate riser, Dycem rmat, right handed curved

Both the day program and home will
use & cup with straw as the best option
for #3. I'he day program uses the cup
with straw now. The home will switch
to cup with straw by 11/15/07. The
staff will be trained on cup/straw
method for Client # 3 by 11-20-07.
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spoon, and noseay cup 1o increase drinking
afficiency. Interview with the OT on the same day
at 3:00 PM revealed that "the blue mug with the
straw Used at the day program and
recommended nosey cup serves the same
purpose; however, we need to narrow it down and
uSe Of1e CUp consistently”.

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

The facility must ensure the rights of all clients.
Therefore the facilily must inform =ach client,
parent (if the client is 2 minor), or legal guardian,
af the client's medical condition, developmental
and behavioral status, attendant risks of
treatment, and of the right to refuse troatment.

Tnls STANDARD is not met as evidenced hy:
Based on abservation, Interview and record
verification, the facility failed to ensure the right of
each cliont or their [egal guardian to be informed
of the client's medical condition, developmental
and behavioral status, attendant risks of
treatment, and the right to refuse treatment for
twa of four clients in the sample. (Client #2 and
Client #3)

The tindings include: , i

1. Ohsarvation of the morning medication

administration on October 18, 2007 at wi24 :
approximately 7:65 AM, revealed Client #2 Cliem # 2’s mother has agreed to provide
received Fluoxetine HCL 40 my and Naltrexone conscnt and has been given the appropriate
Hydrochloride 50 mg (1/2/ tab BID) by mouth. paperwork to do so, and provide consent for
Interview with the nursing staff an Octaber 16, the BSP and drug regimen. The QMRP will
2007 at approximately 7:58 AM revealed that the obtain Lhe signed documents by 11-15-07.

medications were prescribed for behavior
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management. Review of the client's physiclans
arders dated Qetober 2007 on October 16 2007
at approximately 10:10 AM revealed that
Fluoxetine HCL 40 mg by mouth every morning
and Naltrexone Hydrochloride 50 mg (1/2/ 1ab) by
mouth twice a day was incorparated in a Behavior
Support Plan (BSP) dated June 13, 2007, to
address behaviars associated with hand
mauthing and finger sucking, and head
dropping/banging. Interview with the Qualified
Mental Retardation Professional (QMRF) on
Oclober 16, 2007 at approximately 10:15 AM
revealed that Client #2 did not have a legal
guardian. Further interview revealed that Client
#3's mother signs the consents for her madical
pracedures, however she was not the ¢lient's
legal guardian.

The roview of Client #2's Psychological ,
Assessment dated June 13, 2007 on Qctober 17,
2007 at appoximately 12;00 PM indicated that
the client was not competent to make
indepandent decisions concerning her residential
or day program placements, treatment plan or
financial affairs. There was no documented
evidence that the facilily informed Client #2 ara
 tegally authorized representative, as appropriate,

of the health benefits and risks of treatment
associated with the use of her psychotropic
medications and varresponding BSP.
Additionally, the facility failed ta provide evidence
that substituted consent had heen obtained from
" a legally recognized individual or entity.

2. Observation ot the morning medication
administration on October 16, 2007 at
approximately 7:45 AM, revealed Client #3
received Risperdal 1 mg and Clonazepam 0.5 mg
by mouth, Interviaw with the nursing staff on
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Client #3 cr a legally autharized representative,

W 153

Cantinued From page 4

October 16, 2007 at approximately 7:50 AM
revealed that the medications wero prescribed for
behavior management. Review of the client's
physicians orders dated September 28, 2007 on
Octoher 16 2007 at approximately 10:00 AM
revealed that Risperdal 1 mg by mouth twice a
day and Clonazepain 0.5 mg by mouth twice a
day was incorporated in a Behavior Support Plan
(BSP) dated July 1. 2007, to addiess behaviors
assaciated with physical aggression (j.e. hitting,
kicking or grabbing athers) and non-compliance,
Interview with the Qualified Mental Retardatian
Professional (QMRP) un October 16, 2007 af
approximately 10:15 AM revealed Lhat Client #3
did not have a lega! guardian. Further intcrview
revealed that Client #3's sister signs the cansents
for his medical procedures, howeaver she was not
the client's legal guardian.

The review of Client #3's Psychological
Assessment dated July 1, 2007, on October 16,
2007 at approximately 10:45 AM indicated that
the client was not competent to make
independent ar informed decislons congcerning
medical and psychological treatment. 1here was
no documented evidance that the facility informed

as appropriate, of the health benefits and risks of
treatment associated with the use of his
psychatropic medications and caresponding
BSP. Additionally, the facility failed to provide
evidence that substituted consent had been
obtained from 3 legally recognized individual or
entity.

483.420(d)(2) STAFF TREATMENT OF
CLIENTS

The facility must ensure that all allegations of
mistreatment, neglact or abuse, as well as

(X35)
GOMPLETION
DATE

W 124

Client #3°s sister has already sighed consent
forms and forms establishing her as the
primary decision-making support person.
{1-4-07. (se Attached copies).

Both relatives will be contacted and
informed consistently on consent issues and
priar consent will be obtained for each for
all necessary issucs.

W 193
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Injuries of unknown source, are reported
immediately to the sdministratar or to other
officials in accordance with State law through
eatablished procedures.

This STANDARD is not met as evidenced by:
Bazed on interview and record raview, report
incidents that pose a risk {o client health or safety
to governmental agencies, as required by DC
regulation (22 DCMR Chapter 35 Section
3519.10).

[he findings include:

1. Review of an unusual incident report dated
3/21/07 on 10/16/07 &t approximately 9:05 AM
revealed that Client #2 had a seizure while sitting
in her wheelchair at the day program. Further
review uf the incident revealed the client dropped
her head an injured her right eyebrow and was
taken to the emergency ioom. The client was
diagnosed with an abrasion to the eyelid and
contlsion to the right eyo. There was no
documented evidence that this incident had been
reporled to governmental agencies as required.

2. Review of an unusual incident repart dated
February §, 2007 op Cctober 16, 2007 at
approximately 9:05 AM revealed that Client #1
was transparted to the hospital emergancy room
for vomiting eoffes ground matarial and was
subscquently admitted for gaatric intestinal
bleeding. There was na evidence that this
incident was reported to the DOH until February
12, 2007.

3. Review of an unusual incident report dated

WIs3
L

The day program involved docs not
routinefy send incident reporis 10 MTS
or any other residential providers, They
say their obligation is to send such
reports to the DDS casc manager. MTS
will meet with the day program to
cnsure that the program agrees to send
such incident reports to the MTS home
within 24 hours, so that it can be
submitted to DOH and filed by MTS or
that they send them 1o DOH and MTS
in addition 10 DDS case manager. MTS
will involve DDS case manager o
etisure an agreement is reached,

The facility failed to send the incident
report for client #1 to the IMC ina
timely manner in this case. The QMRP
will retrain all $1afT to cnsure that each
understands that incident reports fnust
be sent to the IMC by the end of the
shift on which the incident occurs.

See response for #2 above.

!
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February 28, 2007 an October 16, 2007 at
approximately 9:15 AM revealed that Client #3
was transported to the hospital emergency room
for cvaluation of a suparficial burn on the right
side of his neck. There was no evidence that this
 incident was reparted to the DOH until February
4, 2007.

W 154 | 483.420(d)(3) STAFF TREATMENT OF
CLIENTS

The faciiity must have evidence that all alleged
violations are thoroughly investigated.

This STANDARD is not met as svidenced by:
Based on interview and review of medical records
the facility failed to document the provision of
tharough investigations of injuries of unknawn
origin for the one of four clients in the sample.
(Client £3)

The findings include:

1. Review of an unusual incident report dated
February 28, 2007 on October 16, 2007 at
approximately 9:15 AM revealed that Client #3
was transported to the hospital emergency room
for evaiuation of a superficial burn on the right
side of his heck of unknown origin. Interview and
record review on October 16, 2007 at
approximalely 9:25 AM revealed an undated
invastigative repart an Client #3's injury. There
was no decumented evidence when this
investigation was conducted by the facility.

W 159 | 483 .430(a) QUALIFIED MENTAL
RETARDATIGN PROFESSIONAL

Each client's active treatment program must be
integrated, coordinated and monitored by &

W 154
w154

properly signed off.

W 159

The incident investigation was completed
by the home’s QMRP at that time bt was
not properly signed off. The Residentiat
Dircctor will review all such incidents in the
future before they are finalized to ensure i
they are full and complete, including being
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gualificd mental retardation professional.

This STANDARD is not met as evidenced by;
Bascd on abservation, staff interview and-record ’
review, the facility's Qualified Mental Retardation :
Professional (QMRP) failed to integrate, |
cocrdinate and monitor its clients active treatment
programs.

The findings inelide:

1. Cross refer to W120. The QMRP failed to w159

ensure that Client #2 and #3 received the 1. See W120
appropriate adaptive feeding equipment during
luncti lime at the day program, |

2. Cross refer to W189. The QMRP failed to 2. See WIBY '
ensure Lhat failed to ensure that each employee ' |
had boen provided with adequate training that i
enables the employoes to perform his or her
duties.

3. Cross refer to Wa36. The QMRP failed to 3. See W436 ,
ensure that Client #1's wheelchair was in good |
repair.

: 4. See W436
4. Cross refer to W436. The QMRP failed to
ensure that clients were provided with necassary
adaptive equipment.

5. Cross refer ta W220. The QMRP failed to |
inform the Interdisciplinary Team (D7) to ensure 5. See W220 |
that Client #4 had a spesch/ language '

assessment as recommended by the incident
managemenl coordinator,

8. The QMRP failed to ensure that staff
momtared Client #3 every half hour during the
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night as evidenced by: 1

Review of an unusual incident report dated
February 28, 2007 on Octaber 16, 2007 at
approximately 8:15 AM ravealed that Client #3
was lransportad to the hospital einergency raom
tor evaluation of a superficial burn on the right
gide of his nerk of unknown arigin. Review of an
undated investigative report regarding this
incident revealed that the injury occurred when
Client #3's head was caught between the bed
railing and the wall during the night. Further
review revealed a recemmendation that staff
monitor Clicnt #3 every half hour during the night
lo an interview with the QMR on October 17,
2007 at approximately 3:25 PM it was
acknowledged that the staff were not
documenting bed chacks every half hour on
Client #3. There was no documented evidence
that Client #3 was being monitored every half
hour during the night.

1

7. The QMRP failed to ensure that Client#1 was
provided a plate riser as recommended by the
Occupational Therapist (OT) as evidenced by:

Breakfast observation an Octuber 18, 2007 at
approximately 6:40 AM, revealed thal the staff
placed three divided plates uu top of each other in
order to elevate Client#1's plate. Interview with
diroct care staff an Qctober 16, 2007 at
approximately 6:50 AM, revealed that Client #1
did not have a plate riser. Review of the OT
assessmont dated Jahuary 10, 2007 on Qctober
17, 2007 at approximaltely 1:15 PM, revaaled that
Client #1 was to be provided a plate riser to
medify her feeding environment and increase
overall independence in self feeding. There was
no evidence that a plate riser was provided as

6. The QMRP discussed the
recommendation for client #3 to
monitor him every ¥, hour overnight,
Both agreed that this was too intrusive
und unnecessary. They agreed that
hourly checks would be both more
appropriatec and sufficient. The QMRP
and RN will collaborate on a form for
vollecting data hourly and will train
stalf on it's implementation by 1]-15-
07.

7. Client #1s plate Riser wilt be obtained
by 11-15-07. The QMRP will develop a
checklisl of the recommendarions
accepted by the team from each clinical
service and for each person supported.
This checklist will be used to track
recommendations and cnsure all are
properly implemented.
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| recommended by the OT.,

8. The QMRP failed to ensure that Client#1 was
provided adult hobby materials as recommended
by the Psychologist as evidenced by:

Evening observation an Qctober 16, 2007 at . |
approximately 4:45 PM, revealed that the staff 8. Sec "95?0"53 for #7 above,

assisted Client#1 in playing with a child age key In addition, the QOMRP will cnsure that
board. Review of the psychological assessmant adult hobby materials are replenished
dated June 10, 2007 an Oclober 17, 2007 at as needed
approximately 12:10PM, revealed that Client #1
was {u be pravided adult hobby materials that
made heoise. In an interview with- the QMRP on
October 17, 2007 at approximately 1:20 PM it
was acknowledged that Client #1 did not have
adult hobby materials that made nolse . There
was no evidence that adult habby materials that
made noisé weré provided as recommended by
* the Psychologist

[Note: Tha QMRP brought adult hobby materials
far Client #1 on October 18, 2007]

9. The QMRP falled fe ensure that Client #1 was
provided prune juice and cranberry juice as 9

recommended by the nutritionist as evidenced by: he QMRP will retrain siaff on

shopping according to the planned
menus. 11-20-07.

Breakfast observation an October 16, 2007 at Nk
In addition the (d(‘_‘,(llty manger will

approximately 6:40 AM, revealed that the staff

served Client #1 apple juice. Review of the
Frimary Care Physicians orders dated September
28, 2007 revealed that Client #1 was to have
prune julce two to three times a week and
cranberry juice three times a week.
Environmental observation on October 17, 2007
at approximately 9:40 AM ravealed that there was
na prune juice and cranberry juice in the Tacility.

check the food and drink supplies on a
weekly basis (Mondays) to ensure that
all items planned for all of the week's
meals are in adequate supply.

FORM CMS-2567 (02-99) Pravious Verslong Qbudlaln
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In an inlerview with the QMRP on October 17,
2007 at approximately 8-45 AM it was
acknowledged that the facility did not have prune
Juice and cranbery juice in the facility, There was
no evidence that prune Juice and cranbery Juice
was piovided as recommended by the nutrifionist.
[Nate; The QMRP provided prune juice and
cranbey julce for Client #1 on October 18, 2007]
W 170 | 483.430(b)(5) PROFESSIONAL PROGRAM W 170
SERVICES
Professional program staff must be licensed,
certified, or registered, as applicable, to pravide
profassional services by the State in which he or
she practices,
w170
_ MTS does not use a recreation Therapist. !
This STANDARD is nat met as evidenced by: MTS will obtain copics of the Podiatrist's
Based on staff interview and record review, the license and that of the Pharmacist’s. Both
; facility failed to ensure that all professionals are will be obtained by 11-15-07.
licensed and/or cerlified in accordance with the MTS has audited it's entire set of personnel
District of Columbia Laws, files for it’s clinical professionals and has
o notificd cach person with a file deficiengy
The tinding include; or several as to what is needed. All are I
N . A respanding by submitting the requested
! The review of personnel records on October 18, ot . . o 0.
. 2007, at approximately 10:40 AM indicated that E?te”mb' All should be at 100% by 11-30
 the professional licenses for the Podiatrist, T will cermeim. .
available for review, There was na evidence that personncl file isses . upcoming
the Podiatrist, Recreational Therapist and ' e
Pharmacist were enrrently licensed in accordance
with the Health Occupation Revision Act (HORA),
Title 3 Chapter 12, Section 3-1205.13 ("Each
siicensee shall display the license conspicuously in
any and all places of business or emplayment of
the licansee.") .
W 189 | 4B3.430(2)(1) STAFF TRAINING PROGRAM W 189
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Caontinued From page 11

The facility must provide each employee with |
initial and continuing training that enables the

employee to perfarm his or her duties effectively,

efticizntly, and competently.

This STANDARD is not met as evidenced by:

.| Based on observation, interview, and record

review, the facility failed to ensure that each
empioyee had been provided with adequate
training that enabies the einployees lo perform
his or her duties effectively, efficiently and
competently.

The findings include:

1. Observations conducted during snack time on
10/16/Q7 at approximately 4:34 PM revealed
Client #2 eating vanilla pudding independently
with same difficulty using her right hand. The
client was further observed to have a mitien on
her right hand whilc feeding. Intarview with the
Qualified Mental Retardation Professional
(QMRP) on 10/18/07 at approximately 11:49 AM
revealed that Client #'s mittens can be on or off
while feeding. Review of Client #2's Occupational
Therapy (OT) Addendum datod 1/7/07
recommendead that the hand mitten be on the left
hand when performing self-feeding tasks. Atno
time during the survey was staff observed to
rermove the hand mitten from Client #2's right
hand to the left hand as

recommendead.

2. Cross Refer to W460. The facility failed to
ensure that staff had received effective training
on Client #3's food allergies.

483.430(e)(2) STAFF TRAINING PROGRAM

Vv 189

w192

W89

)

N

QMRP will retrain stalT (o ensure that
client #2's mitten is removed from her
tight hand during mcals.

‘The QMRP wil] ohserve at minjimnum
one meal weekly to ensure routine |
compiiance.

See respouse for W460

FDRM CMS 2567(07 R9) Praviaus Varsions Obnaletn

Fvanl ID-MPE111
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Continued From page 12

Far employees whoe wark with clients, training
must focus on skills and campetencies direcled
toward clients’ health needs.

This STANDARD is nol mel as evidenced by.
Based on observation, staff interview and record
review, the facility failed to effectively train staff to
implement emergency measures for five of five
clients in the facility. (Clients #1, #2, #3 and #4)

The findings include:
1. The QMRP failed to ensure that all staff had

been effectively trained to implement emergency
measures for five of five clients in the facility as

" evidenced by:

" Interview with the House Manager on October 18,

2007 at approximately 10:00 AM revealed that all
staff was not trained in CPR. Record review on
Qetaber 18, 2007 at approximately 10:10 AM
revealed that three out of ten staff did not have
current CPR certifications. There was no
documented evidence that all direct care staff had
CPR training and current CPR cenlifications.

2. The QMRP failed to ensure that all staff had
been effeclively tained to implement emergency
mensures for five of five clients in the facility as
gvidenced by:

in an interview with the House Manager un
Octaober 18, 2007 at approximately 10:05 AM
acknowledged that all staff was not trained in First
Aid. Record review on June 25, 2007 at
approximately 10:156 AM revealed that three out
of en staff did not have current First Aid

w192]

Wi92
L. Altten staff have current CPR ’
certification and training including the

three cited, but M'T'S has not yet |

received the cards from the training :

agent. The traming was done i |

Scptetnber 2007, MTS will obtain the |
- cards by [1-30-07.

A signature sheet and agenda are

aitached as prool of the training,

i 2. See response for # 1 above,

]
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ceriifications. There was no documentsd
avidence that all diract care staff had First Aid
training and current First Aid certifications.
W 220 | 483.440(¢)(3)(v) INDIVIDUAL PROGRAM FLAN W 220

The comprehensive functional assessment must
include speech and language development.

This STANDARD iz not met as evidenced by
Based on record review and staff interview, the
facility failed to engure the provision of a
recommended speceh and language assessment
for twa of four clients in the sample. (Client #1 ‘
and #4) i

Tha finding includes:

1, Breaktast observation on Oclober 16, 2007 at w20 i
approximately 6:40 AM, revealed that Client # 1. Clicnt #1 does have a speech |
1was observed eating her foad with a left handed assessment that was filcd under specch
curved built-tip spoon at a fast pace . Staff Assessment that was filed under

verbally prompted the client to slow down and the “gpeech Pathology” in the ISP book.
client complied by slowing down her eating pace. (see altached copy)

Review of Client #1's physicians's orders dated
September 28, 2007 at approximately 11:45 AM
on October 17, 2007 revealed thal she has a
diagnosis of apastic quadriplegia. Medical record l
review on Qctober 17, 2007 at approximately
11:50 AM revealed that Client #1 did not have a
specch/ language ossessment. 11 an interview
with the Qualified Mental Retardation
Professional (QMRP) on October 17, 2007 at
11:65 AM it was acknowledged that Client #1 did
not have a speechy/ language assessment. There
was 110 documeanted evidence that the client had
been assessed by the speech/ language
therapist.

FORM GMS.2567(02-88) Previcus Versions Dbsolets Event ID; MFE111 Facility 10 09163 If continuation sheet Page 14 of 25
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The objectives of the individual program plan
must bo expressed in behavioral terins that
provide measurable Indices of perfarmance.

This STANDARD is not met as evidenced by:
Bascd on ipterview and record review the facility
failed to ensure that all client program ohjectives
were formulated to provide measurable indices of
performance fer lwe of four clients in the sample.
(Client #1 and #3)

The findings include:

1. Review of Cliont #1's Individual Program Plan
(IFP) dated October 2007, on Qctober 17, 2007
at approximately 1:50 PM included the following
money management objective:

a. Select.an item
b. Take itemn to the cashiser

MTS
- WASHINGTON, DC 20019
(x4) |01 SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S FLAN OF CORRECTION (x8)
PREFIX (FAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR L& IDENTIFYING INFORMATION) TAG CROS3-REFERENCED 'TO THF APPROPRIATE DATE
DEFIGIENCY) i
. ' T
W 220 Contm_ur.-d From page 1?1‘ | W220 5 (Client #4 is scheduled to have a ‘
(2). Rat\)nev‘\{ of an undated investigative report on swallowing study done an 11-12-07,
ttaber 16, 2007 at approximately 9:25 AM Client #1 is also scheduled (or a
revealed that on June 1, 2007, Client # 4 was swallow study on 11-09-07. The '
transparted to the hospital emergency room and dysphasia issue will be addressed at
admitted for right lower lobe pneumonia and that bime.
~discharged on June 4, 2007, Further review 1
revealed a recommendation for Client# 4 to be
evaluated by the speech/ language therapist to
rule out dysphasia and associated aspiration of
foed, thin liquids and salvia. |n an interview with
the QMRP on Octaber 17, 2007 at 3:55 PM i was
acknowledged that Client #4 did not have a
speech/ language assessment completed, There
was no documented evidence that the client had
been assessed by the speech/ language
therapist.
W 231 | 483.440(c)(4)(iil) INDIVIDUAL FROGRAM PIAN | W 231| W23

The QMRP did not acknowledge that the
money managemenl objective for client
and #3 “had multiple criteria for mastery
and was not measurable.” To the contrary,
the QMRP dous nol agree client #1's
measurable objective in the money
munagement area is, ¢ will make a
small purchasc in the community once a
month {or six months consccutive months.”
That objective i3 measurable. Ttems “a”
through *{1" referred to by the surveyor are
the functional steps that musi be compleled
to successfully complete the task. The
surveyor seems 10 be confusing “multiple
criteria for mastery” with 1ask analysis
breakdawn, Plus (+) or (-) is used s
opposed to levels of assistance (Physical,
pestwral, verbal, Independent) because the
QOMRP and IDT recopnizes that clicat #1
will always need physical assistance to |
make a purchase, along with onc-on-one
staff support and guidance.

FQRM CME-2567(0D2 99) Pravinie Verslona Obsolete
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c. Pay for item
¢ Wait for the change/receipt
f. Say thank you

Further review of the objectives indicated that the
staff was instructed to document a (+) for
accamplished if all five objeclives were completed
and (-) if all five objectives were not met or
refused. In an interview with the Qualified Mental
Retardation Professional (QMRP) on Qctober 18,
2007 at approximately 2:00 PM it was
acknowledged that the program had multiple
criteria for mastery and was not measurable.

‘| here was no evidence thal the measurement i
criteria provided measurable indices of
perfarmance at each level,

2. Review of Client #3's Individual Program Plan
(1PP) dated 8/20/0, an Octaber 18, 2007 at
approximately 9:36 AM included the following
motiey management objective:

a. Select an itemn

b. Take itemn to the cashier

¢. Pay for item

e. Wait for the change/receipt '
f. Say thank you i

Further review ¢f the objectives indicated that the
staff was instructed to document a (+) for
accomplished if all five objectives were completed
and (-) if all five objectives were nat met ar
refused. In an interview with the Qualitied Mental
Retardation Professional (QMRP) un Oclober 18,
2007 at approximately 2:00 PM it was
acknawiedged that the program had multiple
criteria for mastery and was not measurablg,
There was no evidence that the measurement
criteria provided measurable indices of

FORM CMS 2567(Q2 a0) Pravioun Vertlona Ovsalele Fvant 10; MPE111

MT
S WASHINGTON, DC 20019
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then atms to measure her level of
participation and coorperation. Staff is
instrucred 10 score plus( 1) if she
~Acceprs assistance
-Follows instructions
~coorperates/participales fully.
For cach step and minus (-) if she does not,
staff understand this fulty and explained it
1o the maonitor when asked. Client #3°s
objective is also measurable,
- will make a small purchase of
no more than one dollae (rom his personal
funds given no more than 3 verbal cues
from staff on 6 consecutive opportunitiey
presented.” Agaio there are task analyzed
steps but in this case, the level of assistance
is measured:

" A needed hands on assistance
R= Verbal Reminder
X= (iven opportunity did not perform
G pestural assistance
I+ Independence
In october, client #3 performed at the “A"
level for il steps.(Needed hands on
Assislance).
The QA consultant will theet with the
QMRP to review these programs and thosc
cited under W237 to insure that they arc
clearly stated in measurable terms, and data
collection system and lask unalysis reflect
the measurable objective and that there are
clear protocols for staftf 1o follow that
cxplain afl ot the above,
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Each written training program designed to
irmplemncnt the objectives in the individual
program ptan must specify the type of data ang
frequency of data collection necessary to be able
to assess progress loward the desired objectives.

This STANDARD is not met as evidenced by:
Based on record review, the facility failed to
ensure that each written training program
designed to implement the objectives in the
individual program plan (IPP) specified the type of
duta necessary to assess progress toward the
desirad objective for one of the three clients in the
sample, (Client #2)

The finding includes:

1. Review of Client #2's Individual Programs Plan
(IPP) and data collection on 10/17/07 at

approximately 12:00 PM revealed the following
objectives:

a. Given Physical Assistance (PA), the client will
tolerate dance for 20 minutes for 50% of the
opportunities for 2 consecutive months,

b. Given PA, the client will place her dirly clothes
in her clothes hamper with 50% of the
opportunities fer 2 consecutive months

c. Given PA, the client will complete all steps of
the hand washing process 50% of the
oppartunities for slx consecutive months.

1. Turn on water

FORM CMS. 2867(02-00) Previoys Versions Obsaletg

Event ID.MPE111

w2317

Nee Respanses for W23 | above,

In addition, it must be recognized that
training objectives are sometimes run when
iv is known that the person will not reach
independence for that objective. The goal in
such cases is ro frain the person to their
maximum performance level whatever that
might be, Licensure itself has pushed for
such training in the mongy manapement
arca and sell medication and MTS aprees
with (hat philusophy. When the QMRP
indicates “given Physical assistance™ for
parlivular objectives it is becase the IDT
has rccognized that the person will
continually need that fevel ol assistance but
can be trained to Aceept that support and
coorperate/participaic fully. That is what iy
being measured for such objeclives and that
is why the plus(1 ) or minos(-) legend is
most appropriate,

MTS
K WASHINGTON, DC 20010
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2. Rinse/wet hands

Put soap on hands

Lather hands with soap
Rinse hands

Pull paper towel off the roll
Dry hands

Turn of water

TENmo W

According to the data sheets, staffs’ documanted
a (+) if the client cumpleted the task and () if the
client did not complele the tasks or refused. The
data sheat did not reflect at what level of

‘| assistance was being used. it couid not be
determined how these goals wore being
measured for progress. Inferview with the

' Qualified Menta) Retardation Professional
(QMRP) on 10/18/07 at approxirmately 1:45 PM
acknowledged that the current data collection
system did. not provide accurate measurement
the client's pragress.

2. Review of Chient #3's Individual Programs Plan
(IPP) and data collection on 10/17/07 at -
approximately 1:50 PM revealed the following
objectives:

a. The client will learn to count to sixty givon
verbal/physical prompts at 70% accuracy 2 times
a weak for 6 consecutive months.

b. The client will learn to tell time by the hour
given verbal/iphysical prormpts at 80% accuracy
twice a week for € months.

c. Will participate in small graup activities taking
turns 2 imes a week for 45 minutes on task
100% of the time with independence,

FORM CMS-256T(u2-35) Previous Versions Obgolele Evant \D: MPE114 Facflity 10: 096183 It continuation sheet Page 18 of 25
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d Wil brush his teeth daily in the AM/PM and at |
the day program with verbal prompts at 70% '
accuracy for 6 consacutive months.

a. Will make a small purchase invoving not mare
than one $1.00 dollar of his personal funds given
no more than 3 verbal cues for six manths,

According to the data sheets, staffs’ documented
a (+) if the client completed the task and (-) if the
client did not coinplele the tasks or rafused. The
data sheet did not reflect at what level of
assistance was being used. It could nnt be
determined how these goals were being
measured for progress. Interview with the
Qualified Mental Retardation Professional
(QMRP) on 10/18/07 at approximately 1:45 PM
acknowledged that the current data collection
system did not provide accurate measurement
the client's pragress.
W 255 | 483.440(f)(1)(1) PROGRAM MONITORING & W 254
CHANGE

The individual program plan must be reviewed at |
least by the qualified mental retardation |
professional and revised as necessary, including,
but not limiled to situations in which the client has
Successiully completed an objeclive or objectives
identified in the individual program plan.

This STANDARD s not met as evidencad by:
Based on record review, the Qualified Mental
Retardation Protessicnal (QMRP) failed to revise '
objectives identified in the individual program ’
plans (IPPs)as they had been successfully

achieved for one of four clients included the i
sample. (Client #2)

|
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The finding includes: W255
; Client #2 schieved the cited objective in
. . y i
Review of the Client #2's Individual Program Scptember of 2007, The QMRP

Plans (IPP)s and related data collection was
reviewed on 10/19/07 at approximately 8:44 AM.
There were no revisions made 1o the program
that had boen achieved at the stated criterion
level as evidenced below:

discontinued the program at that time.
However, as is oflen done, the OMRP had
staff collect data for another month
(Ocrober) to ensure that the skill level
achieved was retained. [t was. Data

Client #2's IPP indicated that the client will collection was torall;y discomimlled as of
tolerate ten (10) repetitions of shaulder/elbow Navember 2007. Clicnl #2 continues to
passive Range of Motion (ROM) on 80% of the | perform the task as a structired activity-
Irials recorded per month for 3 consecutive ,
months. The documentation reflecled that from {
June 2007 fo September 2007. the client
performed at tasks above B0% ,

Interviews with the Qualified Mental Retardation
Frofassional (QMRP) on 10/18/07 at
approximately 11:49 AM acknowledged that the
client had achieved the objective according to the
staled criterion. There was no ducument
evidence that the QMRP discontinued the
program atter the criterion was met.
W 283 | 483.440()(3)(ii) PROGRAM MONITQRING & W 263
" | CHANGE

The committee should insure that these programs
are conducted only with the written informed ‘

conseni of the client, parents (if the clientis a i
. minor) or legul guardian.

This STANDARD s not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to ensure that each
client's behavior intervention technique, including

: the use of behavior modification drugs was '
i conducted with the written informed consentof | ‘ : l’
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- consents signed by a guardian or legally

Contihued From page 20

the elient, paients (if the client is @ minor) or legal
guardian for two of two clients in the sample
(Client #2 and Client #3).

The findings include:

Crass refer to W124. There was no evidence that
written consent had been abtained for Client #2
and Client #3's Behavior Suppart Plans (BSPs)
anhd for the use of their prescribed psychotrapic
medications. Interview with Qualified Mental
Retardation Professional (QMRP) on October 18,
2007 at approximatcly 12:30 PM ravealed that
Clieht #2 and #3 did not have written informed

recoghized individual or entity.
483.480(c) NURSING SERVICES

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

This STANDARD is not met as evidencad by:
Bascd on observation, Interviews, and record
review, the facility failed to ensure that nursing
sarvices were provided in accordance with clients
needs for one of four clients in the sample (Client
#2).

The finding inciudes:

The facility's nursing staff failed to ensure (hal
Client#2's Sefzure Activity Summary Log was
documented monthly as evidenced below:

During the medication administration observed on
10/16/07 at appraximately 7:56 AM, Client #2 was
administered Dllantin (Chewable) S0 mg and
Keppra 500 mg for seizures. Review of the

W 263

w263
See Responses for W124

W 321
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current Physician's Orders on 10/17/07 at
approximately 8:50 AM revealed that the clicnt
had a diagnosis ot Seizure Disorder. Further
review of the Client #2's medical book revealed a
"Seizure Activity Summary Log". According to.the
selzure activity suinmary leg, Cliant #2 had zero
(0) seizures for tho Inenths of July 2007 and
August 2007. Raview of the nursing notes and
Epilepsy Management for persons with Mental
Retardation on the same day at approximately
3:37 PM raevealed that Client #2 had a seizure on
7112/07 that |ast for two minutes and 8/16/07
while siaeping. Interview with the Licensed
Practical Nurse (LPN) on 10/18/07 at
approximately 1,50 PM revealed that Client #2
has seizures and that the direct care ataff fills out
the seizure forms. Further interview with the LPN
revealed that the nurses's review the seizure
forms and dociirment the seizure activity in the
Seizure Activity Summary Log menthly. Thero
was no evidence that the seizures were being
documented as indicated by the LLPN.
4B3.470(g)(2) SPACE AND EQUIPMENT

The facility must furnish, maintain in good repar,

| and teach clients to use and to make informed

choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identitied by the
interdisciplinary team as needed by the client.

This STANDARD is not met as evidenced by:
Based on observations, interview and record
review, the facility failed to ensure that clients
were provided with necessary adaptive equipment
for two of the four clients included in the sample.

, (Client #1 and Client #3) '

W 331

wil|
The Facility Manager purged the August
2007 and July 2007 logs without consulting

the QMRP. The QMRP has followed up
formally. 11-7-07

The August and July logs will be ;
reconstructed using the nursing notes and !
Staff progress notes to ensure that the record |
is full and completc.

W 436 |
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The finding includes:
1. The facllity falled to ensure that Client #3 was
provided the necessary adaptive aquipment as
evidenced below: -
1a. Obsarvations conductad at the day program | w436
and group home an 10/16/07 reveaied Clienl #3 JA. MTS has submitted all of the necessary
used a basic wheelchair for mobility. Review of paperwork for client #3's custom molded
Client #3's Individual Support Plan (1SP) dated wheelchair once again( October 2007).
8/20/07 on 10/17/07 at approximately 1:60 PM Essential Rehab was to come our and
revealed a Physical Therapist Assessment (PT) measurce client #3 on October 29, 2007 but
gjated 8/23/06. According te the PT assessment, did not. The RN and QMRP arc pursuing a
it was recotimended that Client #3 receive a new rescheduled date but will submit the
"Quicy Iris Custom M'o'ldled Wheelchair", . information to an alicrnative vendor for
Interview with the facility's Registered Nurse (RN) processing ifthis is not resolved by 11-20-
on 10/18/07 at approximately 2:00 PM revealed 07.
that the facility had put in several requests for the
recuommended wheelchair back in February 2007,
March 2007, May 2007, and July 2007. The RN
further revealed that tha facility had purchased a
new basic wheelchair in June 2007 to prevent
Client #3 from being discharged from his day
program. At the time of the survey, there was no
i evidence that the client had recelved custom
molded wheelchair as recommended as
recommeanded in the |SP, |
b. Review of Client #3's Individual Suppon Plan . o ’
(ISP) dated 8/20/07 on 10/17/07 at apgroximately 31;:':':: #3's ?p*S‘Lh““]bee“ ordered and
1:50 PM revealed a Mability Fyaluation (ME) Tho O oaved by 11-15-07.
dated 1/9/07. The ME recommended a wrist and the OMRP will ensure that adaptive
elbow comfy splint for contractures, Interview ¢quipment needs are indicated on the
with the QMRP on 10/18/07 at approximately nursing Health Management Care Plang S0
11:48 AM revealed that she was not aware of the s o track follow-up effectively. See Also
recommendations for the adaptive equipment, responses {or W159 (item#7),
The QMRP further revealed that the wrist and
elbow comfy splint had not been purchased. At
FORM CMS-2567(02-08) Pievious Versinaz Qarnlnin Event ID:MPE111 Facilily ID: 64G183 - If continuation sheet Fage 23 of 26
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at approximately 4:00 PM revealed that the:
facillty's main entroe was ground turkey with
lomatecs sauce. Interview with the House
Manager on Qctober 17, 2007 at appraximately
1.00 PM revealed that Client # 3 was served the
main entree of ground turkey with tomato sauce
on October 16, 2007. Review of the Primary Care
Physician's (PCP) orders dated February 2007 on
QOctober 17, 2007 at approximately 1.25 PM
revealed that Client #3 was allergic to tomatoes
and tomatoes based products. Review of the

TS
" WASHINGTON, DC 20018
(%) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION )
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W 436 | Continued From page 23 W 436
the time of the survey, there was no evidence that
tha client had received the recommended _
adaptive equipment. 2. The armrest of client #1°s wheelchair will
e e be replaced hy 11-30-07. ‘
2. Tho facility failed ta ensure that Client #1's RN seprately will Aucts o R end
\gl'lleelchalr was in good repair was as evidenced equipment monthly to ensurcr; il is in
elow: adequate supply and in good repair. |{-30-
. - 07,
On Qclober 16, 2007 at approximately 7:00 AM
the right armrest an Client #1's wheelehair was
ohserved 1o be torn in several places.
W 460 | 483.480(a)(1) FOOD AND NUTRITION W 460
SERVICES
Each client must reccive a nourishing,
well-balanced diet including modified and
specially-prescribed diets.
i This STANDARD is not met as evidenced by:
| Based on observation, interview, and record
review, Lhe facility failed to ensure therapeutic
diets addressed the nutritional needs of one of
the four clients in the sample. (Cliant # 3)
- The finding Includes:
Dinner preparation observed on October 16, 2007 L wao

‘T'he nutritionist will retrain staff on the diets
and diet restrictions of all of the individuals
suppotted by  11-20-07. The QMRP and
facility manager will ohserve meals at
minimum one weelky(QMRPO or twice
weekly (Facility manager) to ensaie routine
compliance. | 1-13-07

In addition, the nuteitionist will supply
meny substitutions lor all excluded
foods/drinks by 11-15-07.

FOKM CME-ZSE?([J‘:!-S)B) Previgus Verglons Ohsolete Evunt ID:MPE111

Fadilty ID: 09G182 If continuation sheet Page 24 of 25




NOV 12,2007 22:45 Page 26

1073072007 04:10 FAX 2024429430 - _ HRA do3o
PRINTED. 1073072007

DEFARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NOQ, U938-0391
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/CLIA (A2) MULTIPLE CONSTRUCTION (X3) NATE SURVEY
AND PLAN OF CORRECTION WENTIFIGAT DN NUMBER: COMPLETED

A. BUILDING
09G183 B e ~ 10/18/2007

' NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2P CODE

Wis ' 4414416 JAY 8 TREET, NE

WASHINGTQON, DC 20018

(XAY ITY .SUMMARY STATEMENY OF DEFICIENCIES |0] PROVIDER'S PLAN OF CORRESTION - |%5)
PREF{X " (BAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SKOULD BE COMPLETION
TAG REGHLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCEDR TO THE APEROFRIATE DATE
DEMSIENCY)
W 460 | Continued From page 24 W 480

facility's menu bouk an QOctober 18, 2007 at
approximately 1:30 PM revealed that there were
no substitute menus for the staff to nse when
tomatoes or tomatoes based produets where on
the menu, In an interview with the House
Manager it was acknowledged that the facility did
not have sybstitute menus for Client # 3. There
was no evidence that the nutritionist provided the
facility with substitute menus for Client # 3.
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10/18/2007

1000 INITIAL COMMENTS . - 1000

A licensure survey was conducted from Qctober
16, 2007 thru October 18, 2007. The survay was
initiated using the full survey process. A random
sampla of three clients was selected from a
resident population of four females and one male : |
with various disabilities. A fourth client was |
added tor a focused review in healthcare———. : i
The findings of the survey were based on
observations, interviews with staff in the home
and at two day programs, as well as a review of
client and administrative records, including
incident reports,

) 057 3502.15 MEAL. SERVICE / DINING AREAS [ 057

Menus shall be written an a weekly basis, shall
provide a variety of foods at each meal, and be
varied from week to week and adjusted for
seasonal changes.

This Statuta is not met as evidenced by:
RBased on observation, interview, and record ,
review. the facility failed to ensure therapeutic '
diets addressed the nutritional needs of one of ’ J
the four residents in the sample, (Resident # 3)

The finding includes; W460 '

: Dinner preparation observed on October 16 The nutritionist will retrain stuff on the diets
i v ! and diot restrictions of all of the individuals
2007 at agproximately 4:00 PM revealed that the supporied by 11.20-07. The OMRP ang.
faciity's main entree was ground turkey with
tomatoes sauce, Interview with the House
Manager on October 17, 2007 at-approximately
1:00 PM revealed that Resident # 2 was served
th in c i .
sa?.lg;aonn con::rtgzt;f%ﬂggg;ug:gi;wzﬁﬁam In addition, the natritionist will supply
¥ . - - N
Pritiary Care Physician's (PCP) orders dated menu su!)stltutmns for all excluded
February 2007 on October 17, 2007 at foods/drinks by 11-15-07.

Heaith Requlation Adminisiration

facility manager will ohserve meals at
minimum one weelky(QMRPO or twice
weekly (Facility manager) to ensure routine
compliance. 11-15-07
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Continued From page 1

approximately 1.25 PM revealed that Resident
#3 was allergic o tomatoes and tomatoes based
products. Review of the facility's menu boak on
October 18, 2007 at approximately 1:30 PM
revoaled that there were no substifute menus for
the staff tu use when tomatoees ar tomatoes
based products where on the menu. (nan
interview with the House Manager it was
acknowledged that the facility did not have
substitute menus for Resident # 3. There was no
evidence that the nutritionist provided the facility
with substifute menus for Resident # 3.

350218 MEAL SERVICE / DINING AREAS

Perishable foods shall be stored at proper
terperatures in order to conserve nutritive value.

This Statute is not met as evidenced by:

Based on observationh and staff interview the
facilty failed to ensure that the primary
refrigeratar in the facility was operating at proper
. temperatures,

The find includes:

During the environmental walk-through on
10/18/07 revealed that refrigerater that stores
extra foods on the thire lovel was found not be
equipped with a thermometer.

3504,1 HOUSEKEERING

The interior and exterior of each GHMRP shal! be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be lee of
accumulations of dirt, rubbish, and objectionable
odors,

1057

1 060

1090

3502.18

A thermometer was purchased for the (exlra
food) refrigerator on 10-19-07. The facility
manager will check for it routinely during
weekly environmental audits.

Health Regyl
STATE FOR
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This Statute is not met as evidenced by:
Based an abservation and staffl interview, the
GHMRP failed to maintain the facility in a
safe,clean,orderly and sanitary manner.

The findings include:

Internal

1. Doar knnbs missing aff of Client #2's closet

2. Carpet throughout the facility appeared to be
dirty and stained.

3. The supply closet door was obsefved to be off
the hinges and not sscured.

4. Client#3's recliner sofa chair (right arm)
located 10 Ris bedroom appeared to have a hole

! in it exposing the cotton and wood. Interview the
i House Manager indicated that Client #2 would be

gefting a new recliner chair soon.

. 9. Mold and Mildew was observed in the shower
- located on the first floar close ta the kitchen,

6. Shower lacated upstairs shower head was
extended from the wall,

7. There was clutter observed in the coat closst.
(i.e. wheelchair and wheelchair accessories,

! hospital rail pad, ete.)

External

1. Gutter located in the back of the house
appeared to be full of dabris and leaves.

35041

All of the repairupkeep issues cited will be
addressed 11-7-07,

The facility manager will Audit the physical
environment weckly and report all
maintenance issues {or follow wp, 1]-15-
07 '
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2, Paint chipping on the pole with the 4414
numbers located in front of the home.
External
3. The wood framing outside of Client #1's and
#2's window appearad to be rotten, The paint 1. Guiters were cleaned 10-18-07
was observed to chipping. ;2. Pole will be repaired by 11-20-07
3. Window (client #1 and #2 begroom)
4. The paint appeared to be chipping around the will be replaced by 11-30-07.
side door. The wood framing appeared to be 4. The side door wil be repalced by 11-
rotting. ' 30-07
5. The lence will be replaced hy 11-30-07
6. The wooden fence around the home had _ 6. The dirt/debris ar the backside of the
[nany |al'ge holas in them. F‘Elrl Of the fEHCE that housc was cleaned out 1{)-1 8-07.
was {0 be attached to the home was detached
and leaning info the backyard.
6. The backside of the hause appeared to have
dirt built-up and debris.
1095 3504.6 HOUSEKEERING ) 095
. Each poison and caustic agent shall be stored in
 a locked cabinet and shall be out of direct reach
’, of each resident.
This Statute is not met as evidenced by: ,
Based on observation the GHMRP failed to joe ' !
caustic agents being starad. 3504.6
The finding includes: The cited items were relocated to a locked
cabinet. 10-18-07
During the environmental walk-thraugh on Staﬂ‘wil] be rF[rflincd 10 ensure that such
10/18/07 revealed that caustic agents were being ftems arc routiticly stored in the locked
stored in the bathroom under the sinks unlocked | cabinet afer use. 11-30-07
upstairs on the third level. (i.e. Scrub bubbles and Fhe facility Manager will Audit compliance
Lysol Spray) during routinc weekly cnvironmental audits.
11-15-07
Hwalth Regufation Administratian ’ "'J_'"
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1203 3609.3 PERSONNEL POLICIFS 1203

Each supervisor shall discuss the contents of job
descriptions with each employee at the beginning
employment and at least annually thereafter.

This Statute is not met as evidenced by:

Based on record raviaw, the GHMRP failed to
have on file for review current job descriptions far
2ll employees annually.

35093
The finding includes: . All staff will have received and signed
updated job descriptions by 1 (-16-07.
Review of the personnel files conducted an MTS is systematically tracking the
October 17, 2007 at 2:20 PM, revealed that anniversary datcs for this item $o as to
GHMRP failed to provide evidence of current ensure that stafl sign new job descriptions
signed job descriptions for ten direct care staff. on & routine, annnal basis. 11-15-07. [

[Stalf#1, #2, #3, #4, #5 #6, #7, #8, #9 and #10].

| 208! 3509.6 PERSONNEL POLICIES 1206

Each employae, prior to employment and

annually thereafter, shall pravide a physician's

cerfification that a health inventory has been

performed and that the employse ' 3 health status

would allow him or her to perform the required
duties. :

This Statute is not met as evidencad by

Based on interview and recard review, the facility
failed to ensure that all staff had current health
certificates on file.

The finding incluges:

Review of personnel records on Qctober 18,
i 2007 at approximately 9:25 AM revealed no
Heaith Regulation Administration
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dacumented evidence of current health
certificates for the Primary Care Phyisican, 1509.6
Psychologist,Occupational Therapist, Nutritiohist, All of the updated healtl - .
Recreational Therapist, Pharmagist and Physical obtained byp, ,_30_‘;;3 * certificates will be
Therapist consultants. Further review revealed MTS was aware o hhiq issue Via internal
na c!ncumcntcd 'ewdence of current health audits and had notified staff and clinical
certificates for six out of ten direct care staff. In professionals of their specific (il —
' an interview with the House Manager on October deficiencies. Follow a1y oot |
18, 2007 at approximately 12:10PM it was 07. ' P 15 angoing. 1]-15~
acknowledged that the health certifications were
not available during the survey. ( Staff #1, #2. #3, !
#4,#5 and #6 ) I
1227 3510.5(d) STAF'T' TRAINING

Each training program shall inciude, but not be
limited to, the following:

(c) Infection contral for staff and residents:

This Statute is not met as avidencod by:

Based on observation, staff interview and record
review, the facility failed to effectively train staff to
Implement emergency measures for five of five
residents in tha facilily. (Resident #1, #2, #3 and
#4)

The findings include:

1. The QMRP failed to ensure that all staff had
been effectively trained to implement emergency
measures for five of five residents in the facility
as evidenced by:

Interview with the Hause Manager on October 1&,‘

2007 at approximately 10:00 AM revealed that all
staff was not trained in CPR. Record review on
October 18, 2007 at spproximately 10:10 AM
revealed that three aut of ten staff did not have
current CPR certifications, There was no

1227
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documented evidence that all direct care staff
had CPR fraining and current CPR certifications.
(Staff #2, #3 and #5)
2. The QMRP tailed 1 ensure that all staff had All ten stafT have current CPR
been effectively trained to implement emargency certification and training including the
measures for five of five residanis in the facility threc cited, but MTS has not yet
as evidanced by: received the cards from the Lraining
agent. The training was done in
In an intervicw with the Housa Manager on September 2007, MTS will obtain the
QOctober 18, 2007 at approximately 10:05 AM cards by 11-30-07.
acknawledged that ail staff was not trained in A signature sheet and agenda are
First Aid. Record review on June 25, 2007 at attached as proof of the training, |
approximalely 10:15 AM revealed that three out
of ten staff did not have current First Aid
cetifications. There was no documented
evidence that all direct care staff had First Aid
. training and current First Aid certifications. (Staff ’
#2, #3 and #5) ;
3519.10 EMERGENGIES 1379

1 379

In addition tu the reporting requirement in 3519.5,
each GHMRP shall netify the Depaitment of
Health, Health Facilities Division of any other
unusual incident or event which substantially
Interferes with & resident ' s health, welfare, living
arrangement, well being or in any other way
places the resident at risk, Such notification shall
be made by telephons immediately and shall be
follawed up by written notification within

| twenty-four (24) haurs or the noxt work day.

This Statute is nat mot us cvidenced by:

Based on interview and recerd review, report
incidents that pose a risk to client health or safety
to governmental agencies, as required by DC
regulation (22 DCMR Chapter 35 Section

laalth Regulation Admingltation
STATE FORM
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3519.10). 1. The day program involved does not
_ » routinely send incident reports to MTS
The findings include: or any other residential providers. They
) o say their obligalion is to send such
1. Revigw of an unusual incident repott dated reports to the DDS case manager. MTS
3/21/07 on 10/16/07 at approximately 9:05 AM will meet with the day program to
revedled that Resident #2 had a ‘seizura while ensure (hat the program agrees 1o send
Sifting in her wheelchalr at the day program, such incident reports o the M1'S home
Further review of the incident revealed the client within 24 hours, so tlhﬂl it can he
dropped her head an injured her right eyebrow submitted to DO and filed by MTS of
ar}d was taken to the emergency room. The that they send them to DOI and MTS
client was diagnosed with an abrasion to the in addition o DDS case manager. MTS
eyelid and contuslon to the right eyc. There was will involve DDS oo ger. MIS
no doeumanted avidence that this incident had v Ve DI CASE anager to ‘
been reported to governmental agencies as FSUrG an agreement Is roached. |
required.
2. The facility failed to send the incident
1 2. Review of ap unusual incident report dated report for client #1 to the IM( in a |
i February 5, 2007 on Qctober 16, 2007 at tincly manner in this case. The OMRP |
approximately 9:05 AM revealed that Resident #1 will retrain all staff 1o ensure that each
was transported to the haspital emergency room understands that incident TEPOS Must
for vomiting coffee ground material and was be sent to the IMC by the end oﬁhc.
subsequently admitted far gastric intestinal shill on which the incident ogours
bleeding. There was no evidence that this b
_incident was reported to the DOH until February
» 12,2007, '
3. Review of an unusual incident report dated
Februgry 28, 2007 on Octobar 16, 2007 at
approximately 9:15 AM revealed that Resident #3 . !
was transported ta the hospital emergency room 3. See response for 42 ahove,
for evaluation of o superfieial burn on the right ?
side of his neck, There was na evidence that this
incident was reported to the DOH untit February
4, 2007,
1401 3520.3 PROFESSION SERVICES: GENFRAL 401
PROVISIONS

Heaith RegUlatlon Administraton
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T

Professional services shall include bath diagnosis
and gvaluation, including identification of
developmental levels and needs, freatment
services, and services designed to pravent
deterioration or further loss of function by the
resident.

This Statute is not mat as evidenced by:
Based on record review and staff interview, the

{ facllity failed to ensure the provision of a

recommended speech and languago assessment
for two of four residents in the sample. (Resident
#1 and #4)

The finding includes:

1. Breakfast vbservation oh October 18, 2007 at
approximately 6:40 AM, revealed that Resident #

_1was observed eating her food with a left handed

curved built-up spoon at a fast pace . Staff
verbally prompted the client to slow down and the

; client complied by slowing down her eating pace.

| Review of Resident #1's physicians’s orders

| dated September 28, 2007 at approximately
11:45 AM on Qctaber 17, 2007 revealed that she
has a diagnasijs of spastic quadriplegia. Mcdical
record review an Qctober 17, 2007 at
approximately 11:50 AM revealed that Resident
#1 dig not have a speech/ language assessment.

- In an interview with the Qualified Mental

* Relardation Profeasional (QMRP) on October 17,
1 2007 at 11:58 AM it was acknowledgad that

. Resident #1 did not have a speech/ language

asseasment. There was ne documented
evidence that the client had been assessed by
the speech/ language therapist.

2. Review of an undated invastigative repart on
October 16, 2007 at approximataly 8:25 AM
revealed that on June 1, 2007. Resident # 4 was

1. Client #] does have a specch
asscssmend that was filed under speech
Assessment that was filed under
"Speech Pathology™ in the ISP book.
(see attached copy)

Hualth Regulatisn Administration
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ransported to the hospital emergency room and 2. Client #4 is scheduled 1o have &
admitted {or right lower |obe pneurionia and swallowing study done on | 1-12-07,
discharged on June 4, 2007. Further review Client #1 is also scheduled for a
revealed a recormmendation for Resident # 4 to swallow study on 11-09-07. The

be evaluated by the speech/ language therapist dysphasia issue will be addressed at
to rule out dysphasia and associated aspiration of that time.,

food, thin liquids and salvia. In an interview with
the QMRP on Octaber 17, 2007 at 3:55 PM it was
acknowledged that Resident #4 did not have a
speech/ language assessment completed. There
.| was no documented evidence that the client had
been assessed by the speech/ janguage
therapist.

1422 3521.3 HABILITATION AND TRAINING 1422

Each GHMRP shall provide habilitation, training -
and assistance to residents in accordance with
the resident ' s Individual Habilltation Pian,

This Statute is not met as evidenced by:

Based on observation, staff interview and record
review, the facility's Qualified Mental Retardation
Prafessional (QMRP) failed to integrate,
coordinate and monitor its clients activa treatment
programs.

The findings include:

1. The QMRP failed to ensure that Resident #1
was provided a plate riser as recommended by Client #1°s plate Riser will be obrained
the Occupational Therapist (OT) as evidenced by 11-15-07. The QMRP will develop a
by: chegklist of the recommendutions
: accepled by the team from cach clinica)

Breakfast observation on QOctober 16, 2007 at service and for cach persoi supported.
approximately 6:40 AM, revealed that the staff This checklist will be used 10 1rack
placed three divided plates on top of each other recommendations and cosure a]] are
in order to elevate Resident #1's plate, Interview properly implemented.
with direct care staff on October 16, 2007 at ‘

approximately 6:50 AM, revealed that Resident . |
STATE FORM . rauo MPE111 ff continuation sheet 10 of 14
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#1 did not have a plate riser. Review of the OT
assessment dated January 10, 2007 on October
17, 2007 at approximately 1:15 PM, revealed that
Resident #1 was ta ba provided a plate riser to
medify her feeding environment and increase
overall independence in self feeding. There was
no evidence that a plate riser was provided as

recommended by the OT.

2. The QMRP falled to ensure that Resident #1 See Response for #7 above.

was provided adult hobby materials as In addition, the QMRP will ensure that
recommended by the Psychologist as evidenced adult hobby malerials are replenished
by: as needed.

Evening cbservation on October 18, 2007 at
approximately 4:45 PM, revealed that the staff
assisted Resident #1 In playing with & ¢hild age
key board. Review of the psychological
assessment dated June 10, 2007 on Octobar 17,
2007 at approximately 12:10PM, revealed that
Resident #1 was to be provided adult hobby'

| matariala that made noise. n an interview with

: the QMRP an Octobar 17, 2007 at approximately
- 1:20 PM [t was acknowledged that Resident #1
did not have aduit hobby materials that made
noise , There was no evidence that adult hobby
materials that made noise were provided as
recommended by the Psychologist .

[Note: The QMRP brought adult hobby materials
for Resident #1 on Qctober 18, 2007] i

| 424| 3521.5(a) HARILITATION AND TRAINING ) 424

Each GHMRP shali make modifications to the
resident’ s program at least every six (8) months
ar when the ¢lient;

(&) Has successiully completed an objective or
objectives identified in the Individual Habilitation
Health Regulation Administration

STATE FORM aeod MPE111 If gontinuation sheet 11 of 14




NOV 12,2007 22:47 Page 38

10/30/2007 04:12 FAX 2024429430 HRA ' doda2
PRINTED: 10/30/2007
FORM APPROVED
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/GLIA '%2) MULTIPLE GONSTRUC (X3) BATE SURVEY
AND FLAN OF CORRECTION e IDENTIFICATION NUMBER; & ONSTRUCTION COMPLETED
A BUILBING
. B. WING ,
09G183 _ N 10/18/2007
NAME UF FROVIDER OR SUPFLIER STREET ADNRESS, CITY, STATE, ZIF CODE
MTS 4414-18 JAY STREET, NE
WASHINGTON, DC 20019
{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION *5) -
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CQRREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
| 424 Conlinued From page 11 1424

Plan:

This Statute is not met as avidenced by:

Based on record review, the Qualified Mental
Retardation Professional (QMRP) failed to revise
objectivas identified in the individual program
pians (IPPs)as they had been successfully
achleved for ohae of four residents included the
sample. (Resident #2) \

The finding includes:

Review of the Resident #2's Individual Program
Plans (IPP)s and related data collection was
reviewed on 10/18/07 at approximately 8:44 AM, Client #2 achieved the cited objective in
There were no revisions made ta the program Seplember of 2007. The QMRP

that had been achieved at the stated criterion discontinued the program at that time
level as evidenced belaw: However, as is often done, the QMRP had
staff collect data for another month
(October) to ensure that the skill level
achieved was retained, It was, Data
collection was totally discontinued as of ;
November 2007, Clicnt #2 continues (o
perform the task as a structured activity.

Resident #2's IPP indicated that the client will
tolerate ten (10) repetitions of shoulder/albow
passive Range of Motion (ROM) on 80% of the
trials recorded per month for 3 consacytive
menths. The documentation reflected that fram
June 2007 ta September 2007, the client
performed at tasks above 80% .

Interviews with the Qualified Mental Retardation
Professional (QMRP) on 10/18/07 at
approximately 11:48 AM acknowledged that the
resident had achieved the abjective according to
the stated ¢riterion. There was no document
evidence that the QMRP discontinued the
pragram after the criterlon was met.

1443 3521.7(m) HABILITATION AND TRAINING | 443

The habilitation and training of rasidents by the
GHMRP shall include, when appropriate, but not
be limited to, the following areas:

Heallh Regulallon Adminatratan
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1443 | Continued From page 12 1443 | w23 il
The QMRP did not acknowledge that the |
. . . . . . money management ohjective for clicnt #1
! g:& Fb?l‘?l:li:la)l'manduernent (Including budgeting and #3 “had multiple criteria for mastery
9h and was not mcasurabie.” T'o the contrary, |
This Statute is not met as evidenced by: the (‘_)MRP does mot ?g.rcfh‘f“em kU’
Based on staff interview and racord review the measurable objective in the ""“".:lyl ‘
Group Home for Mentally Retarded Persan management area is, °______will maxe 4
(GHMRP) failed to ensure the habilitation and small purchase In the community oncea
skill building of residents as required by this ,“,mmh for six months °°"se°“t“_'e m_‘_":,lh”'
' saction. (Resident#1 and #2) That objective is messurable, ltems “a
i through *f* referred to by the surveyaor are
the functional steps that mus( be completed
The finding includes: to successfully complete the task. The
surveyor seems to be confusing “multiple
1. Review of Resident #1's Individual Pregram criteria for mastery™ with task analysis
' Plan (IPP) dated Octaber 2007, on Qctober 17, breakdown. Plus (+) or (+) is used as
2007 at approximately 1:50 PM included the, opposed to levels of assistance (Physical,
following money management abjectives: gestural, verbal, Independent) becausc the
QMRP and [DT recognizes that client #1
a, Select an item will always need physical assistance to
b. Tuke ltern to the cashler make # purchase, along with one-on-onc |
¢. Pay for item staff support and guidance. The objective
e. Wait for the change/receipt then aims to measure her tevel of .
f. Say thank you participation and coorperation. Staff is i
: instructed to score plus(+) il she
Further review of the objectives indicated that the -Accepts assistance
! staff was instructed to dacument a (+) for -Follows instructions
accomplished if all five abjectives were ~coorperates/participates fully.
completed and (-) if all five abjectives were not For each step and minus (-) if she does not, .
met or rafused  In an interview with the Quallfied staff understand this fully and explained it
Mental Retardation Professional (QMRP) on to the monitor when asked. Client #3°s |
October 18, 2007 at approximately 2:00PM It was ohjective is also measurable, |
acknowledged that the program had multiple “ .. will make a small purchase of i
critetia for mastery and was not measurable. no mor¢ than one dollar from his personal
There was no evidence that the measurement funds given no more than 3 verbal cues
criteria provided measurable indices of from staff on 6 consceutive opportunities
performance at each level. presented.” Again there are task analyzed
| T . . steps but in this case, the level of assislance
! 2. Review of Client #3's Individual Pregram Plan i measured:
(IPP) dated 8/20/0, un Qctober 18, 2007 at ,
Heaith Regulation Adminlstration ‘
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09G183 ' 10/18/2007
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MTS _ WASHINGTON, DC 20019 |
4 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P
é’éa)ég: (EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION 8HOULD BE COMLETE
TAG REGLLATORY OR |8C IDENTIFYING INFORMATION) TAG CROSS-REFEREnDagE‘% l'gf' é;i)E APFROPRIATE |
| ;
| 443! Continued From page 13 | 443 A - needed hands on assistance
_ approximately §:36 AM included the following ir gf;t’:‘:“r:l‘_:‘u‘;‘;: did not morfo .
money management objective: G= E.esturallz:qiqtanci peren |
a, Select an item I=Independence
bt Take iterm to the cashicr In october, ¢lient #3 performed at the “A”
c. 5\7{ f?r Ittim ) A 'ltz‘;ﬁ;l t;zl; :;I steps.(Needed hands on
. e change/recei assl: '
fe saayltﬂgnk you v P The QA consultant will meet with the
' QMRP 1o review these programs and those
Further review of the objectives indicated that the gigl;"g;fexfﬁ;;: ;3::;? trat they ::jrc;l ‘
staff was instructed to document a (+) for E S e terms, and data
accornplished if all five objectives w(er)e collection system and task analysis reflect
compieted and (-) if all five objectives were not t}‘:& mcasurabl%‘ c'»bjecmic and that there are
met or refused. In an interview with the Qualified ¢lear protocals for stafT'to follow that
Mental Retardation Professional (QMRF) an explain all ol the above,

October 18, 2007 at approximately 2:00 PM it
was acknowlsdged that the program had multiple
criteria for mastery and was not measurable.
There was no evidence that the measurement
criteria provided measurable indices of
performance &t each level.
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Based on interview and record review, the facility Staff #2 has a polive clearance.

failed to ensure that all ataff had police (see attached Copy)  11-1-07

clearances on file,

The finding includes:

Review of ten personnel records on October 18,

2007 at approximately 2:10 PM revealed no

documented evidence of a police clearance for

ane staff members. (Staff #1)

1
Hoalth Reguiation Adminlatration i 6 0TE
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