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04) 1D SUMMARY STATEMENT ( FF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION s
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WV 000§ INITIAL COMMENTS : W 000

A recertification survey wat [conductsd from

December 16, 2008 throug ) December 18, 2009. (’k g&\u n)
The survey was initiated us g the fundamental ()/LUW

survey process. A random pample of three

clients was selected from o lation of four ENTOF T ALTH
female clients and one met} Glent with various GOVERNW e aRTHENT OFL s TRATION
levels of mental reterdation jand dissbilities. HEALTHREG w%‘\?s oND FLQOR

The findings of the survey fas basad on
observations at the group ¥ pma-and two day
programs, interviews with ¢ aff, and the review of
clinical and administrative 1 pcords i

incident reports.

W 120 | 483.410{d){3) SERVICES | |IROVIDED WITH w120
OUTSIDE SOURCES :

| The facility must assure th } cutside services
meet the needs of gach clk

This STANDARD is not it &s evidenced by:
Basaed on observation, Inte-views, and record
review, the facility falled to pnsure that staff

working with ckents at thei lday programs (1) — . —

implemented communicatk [n programs, (2) let; .-
provided assistance during jmeals at the
appropriate level of suppor | and (3) ensured ] . Stifreceived sdditional tralning Srom the QMRP
continuous wheelchalr saft ly, for one of the three o0.12-18-09 to insure they understood the
clients in the sample, (Clie ht #2) < iraportance of taking Client #2°s comnnmication
| - o o h ey g siaty. T

. , ith the ,
The findings include: and Yo day program
On December 18, 2009, Cijent #2 was observed process (a standwd sign off form) to vorify
| at her day program from 125 &.m. untl 12:15 ”'ww,yw‘mm:ﬂ
lp.m. » facility mansger and QMRP will routincly check
1. At 11:44 am,, direct mb&rﬁiﬂaﬁcmﬂd not . &m&m&hﬁm&m& hosne
locate Client #2's commun pation device. daity...29-10. ¢

BORATORY DIRECTORS OR AROVIDERTEURE (1A AEFRECENTATIVES SIGIATORE E e

L)

. ~Iogal s ?m@&w__cﬂu_dﬁ%}hp
Wy deficiency stalsment ending with an asteri X (*) denotes a deficiency which the institttion may be excused from comecting providing ft 1§ datermingd thet

hor safeguards provide sufficient protection t jthe pitients, (Ses inatiuctions.) Except for nureing homea, the findings stated above are disciosabie 50 days

towing itve date of survay whether or not a pl p of comection i provided. For nursing homes, the above findings and plans of comation are disclosable 14

gﬂfoﬁmtgp‘m_ﬂnﬁdmmmdowmumm ‘avaliabie lothe facilty. If deficiencies are citad, an approved pian of comection i requisite to continued
m pation,
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W 120 | Continued From page 1 _ W 120

According ta both the direc |support staff and the

day program case manage | who were present,

the home had not been sef ging.the device in the

chent's backpack as requinld.  They presented

program data shests from ;joveimber and
Dacember 2009, on which 3taff had documented
that the communication delice had been
available on Novemnbar 2nvand:3rd and on

December 2nd and 4th but was unavalkible on afl
other days during those pe jods. The case
manager then presgnted | Intri-Agancy
Communication note, date:| November 23, 2008,
in which the day program ¢ d the heme io the
problem.

2. At 11:57 a.m., a direct 5 hpport staff person
presented a iunch plate thi} consisted of pureed
chicken, peas and other fo )de. - The staff placed
an angled spoon into the ¢ lent’s left hand and
immediately bagan providiijg her with
hand-over-hand assistancy as she ate her first
mouthfuls. The staff contirued providing
hand-over-hand assistanct}for the remainder of
the meal. Earlier that day, however, Client #2 had
been observed foading hei pelf breakfast, while
using the adaptive spoon.

3. During the meal (at 12:0B p.m.), it was
observed that the client's whesithair safety

hammess was not proparly ¢
strap was draped loosely &

rather than fastened prope Ry ¢

and chest.

While still at the day progn
review of Client #2's "Annu
June 2009, revealad thatd
“depandent upon staff to p
dsily living axcept self-feec

4rgd. Tha hamess
%8 her elbow region
¥wn her shouider

. at 12238 p.m,,
Summary, dated
clignt was

eform sil activities of

ng. <Cliant's name>

#2) with the day program and provided the day
program with & sew copy of the prexcribed
foading protocol. Clicnt #2 can est indepeadently
should be allowed io do 30 daily stall meals. The
obscrvations are done during routine, moathly
visits to the progaumn 1o inpue cagoing
compiance by tho day program staff...2-5-10.

3. The QMRP will meet with dsy program staff for
Clicut #2 10 insure they understand bow to
propety use the hameas and will offer to train
Sialf on #s v3c.. 2-18-10.

Twer monihdy visits W the progren o will the fility
manager diring peciodio vishts. . 3-5-10,

IRM CMG-2587(02-00) Previous Vemions Obsoleie

Event i CZFWH Y

Faclty 1D: 09G 183
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W 120

 her bag before leaving for Jay program to ensure

Continued From page 2

requires staff supervision ¢ bring meals... My
ultimate vision: (o increase ny Independence...”

4. The qualified mentsl ret pdation professionsl
(QMRP) was interviewed ¢ neixt day (December
17, 2005) at spproximately :20.a.m. She stated
that Client #2 was generalt! able to feed herself
with the angled spoon. St would anly provide
hand-over-hand assistance}if hecessary. The
QMRP further indicated thi} she had

Cliant #2's day program; iy wevear, she could not
recall whether that had incl jdacia meaitime
cbservation,

5. On December 17, 2009, jt 4:10 p.m., the
QMRP was interviawed fur her, along with the
house manager (HM) and ‘he RN. All three
concurred that the client's Jafety hamess should
be secured across her che )t ansl shoulders at gl
times while she is yeated || herwheeichair. They
all agreed that staff shouid pllow Chent #2 to feed
herself using tha adaptive |

6. On December 18, 2009 | at. approximately 9:20
a.m., the QMRP and HM w pre asked about Client
#2's communication deviet{ Nelther was aware
that the client had been wil the device at her
day program on the day be fore. The HM
presented the device and { pen demonstrated how
It should be used. She arx|the QMRP indicated
that the overnight shift staf]ware expected to
place the communication ¢ in Client#2's
backpack and the day shift staffwere to inspect

that the device was in then|. The HM further
stated that she spoke with after receiving the
November 23, 2000 nete fipiv; the day program.
Further interview, however | revesied that nelther
she nor the QMRP had be jn monitoring since

wi120|

"4, Soe response for #2 above.
5. Secaespouse for #3 above.
6. Soeresponse for#1 sbove.

JRM CMS-2567(02-08) Previous Versions Qbaolete Event I0; CZFW11
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PREFIX
TAG

{EACH DEFICIENCY MUST Bt
REGULATORY OR LBC {DENT.

SUMMASRY STATEMENT ﬁr DEFICIENCIES
P

RECEOED BY FULL
PYING: INFORMATION)

D
PREFIX
TAG .

PROVIDER'S PLAN OF CORREGTION

SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(EACH CORRECTIVE ACTION
DEFICIENCY)

)
COMPLETION
DATE

W 120

W 124

Continued From page 3
f then to ensure that the clie

' har and/or that her coimmu picetion program was

| being implemented at the ¢

| 483,420(a)(2) PROTECTK
RIGHTS

The facility must ensure t
Therefore the facilily must.
parent (if the client is a mir
of the client's medical conx
and behsvioral status, atte
treatment, and of the right”

This STANDARD is notm

informed of the risks and b
chients in the sample. (Clie:
The finding includes:

Dacember 16, 2009, Client
Risperdal 1 mg at approxi
During the entrance confei
later, at approximately 9:8(
mantal retardation profess.
house manager (HM) indic

his sister was his designat
care decision-maker,

On Decamber 17, 2009, o

mdr logal guardian,

t had her devica with

program.
OF CLIENTS

righits of el clients.
hforih each clent

; developmental
hdant rieks of
p refise treatment.

Basad on observation, stal | intesview, and record
review, the facility falled to pstablish a system that
would ensure clients snd k g#! guardiang were

programs and supports, fo{one of the three

During the morming medics fion pass cbserved on

as evidenced by:

ofits of restrictive
t#1)

#1 was administered
tely 7:30 a.m.
oe:a ghort while
a.m,, the qualified

Risperdal was incorporater | in-his behavior
support plan (BSP). They Jurther indicated that

Citent #1's Individual Supp jrt Pran dated July 29,

bnal {QMRP) and
that Client #1's

surrogate health

11:14 am., review of

w120

W24 ..

Wizt

The sister of Client #1 will have the socurste Risperdal
regimen revicwod with ber and have the risia/benchits
discussion omos agais in order 10 obtain proper, informed
consent for the regimen. This review will oocor by. . 2-14-

16.
In the Satore, the RN and QMR

will andit the

forms 2o insure they s compioned acommtety ind fulty. .. 2-

4-10.

JRM GM3-2587{02-99) Previous Varsions Obsalels

Everet 1D CTFWN

Faclity 10: 000183
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W 124

Continued From page 4
2009, revealed that the clie

meebng and there was no
for the use of Risperdal ob

On Decamber 18, 2009, at
Cliant #1's POs revealed t
been taking Risperdal 1 my
Klonopin, His record indic:
hospitafized between June
which time they discontine
The POs reflected that Clie
both medications for apprc
after being readmitied to th
2008 .

Subsequent review of Cliel
Medication Reviews reves
"stable, reditectable” and ¢
medications” until Februsn
ha had a splke in incidents
aggressiocn. On February |
psychiatrist prescribed &

At 1:41 pm,, the QMRP w.
sister had been informed ¢
changes and the psychiatr
that he resume taking Ris;

acknowledged that the fac j

on the day before (Decem
discyssed the issues. She
consant form that the siate

:10.p.m., review of

t he had previously
twice daily, as well as
that he was

1-24, 2008, during
both medications.
#1 remained off of

taly 8 months
facility on June 24,

t#71's Psychotropic
that he had been
etwise "daing well off
2009, ot which time
of phiysical
4, 2008, the
miption of Risperds!,

asked when the
Client #1's behavioral
s recommendation
rdat. She
contacted the sister
17, 2009) and
than presentsd a
had signed

W 124

JRM CMS-7567(02-99) Pravicus Vatsions Obaciule

Evert ID: CZFW11
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H oontinuation sheet Page 5 of 31



SEPARTMENT OF HEALTH AND H

PRINTED: 01/25/2010

FORM APPRCVED
> OMB NO. 09380381
ATEMENT OF DEFICIENCIES DERSUPPLIER/C! 02} MULTIPLE CONSTRUCTION {03} DATE SURVEY
ID PLAN OF CORRECTION PICATION NUMBER. COMPLETED
A BUILDING
09G183 B.WaNG 12/18/2009
AME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIP CODE
441416 JAY STREET, NE
WULTI-THERAPEUTIC SERVICES, IN( WASHINGTON, DC 20019
"o} 1D BUMMARY STATEMENT ' JF DEFICIENCIES 0 PROVIDER'S PLAN OF GORRECTION o)
PREFX {EACH DEFCIENCY MUSY B [PRECEDED BY FULL PREFiX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR L8O IDENT FYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRUPRIATE DATE
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W 124 | Continued From page & w124
Dacember 17, 2009 for 1 n F Risperdal daily.
[Note: The client was actus [ly receiving 1 mg
twice daily, two times the d peage represented on
the consent form.] The QAJRP acknowledged
that the facllity had not infa the sister timely.
W 130 | 463.420(a)X7) PROTECTI(JN OF CLIENTS W 130

RIGHTS

The faclity must ensure tix| rights of all clients.
Therefore. the facility must mw& privacy during
treatment and care of pers pnal needs.

This STANDARD is not m Jt ds evidenced by.
Based on observation, the
that the cllents’ right to priv pey during medication
administralion was protectyd, for two of the five

clients residing in the faciltp. (Clients #1 and #3)

The findings include:

1. The moming medicatio | pass was observed
on December 16, 2009, be jinning at 7:12 a.m.
Staff brought ong client st .} tima into the living
room to receive their medi ations. The
medication nurse expleine+] that this process was
used fo ensure privacy. Buginning at 745am,,
Client #3 repeatedly refus¢ § her medications.
She was taken from the kv pg:room at 7.51 a.m.
At B:04 a.m., two nurses bipught her back into
the living room and offered jher yerbal and
physical prompts to take ki rhetdications, During
the 8 minutes that followec | other staff came
through the living room, so hetithes with other
clients. There were yat off pr clipnts eating
breakfast at the dining tlb,lF witich was situated
approximately six feel awa |, #ind within view of
Client #3.

w130

The RN has retrained one of the two medication R

the pri i . on
P_nmny'isuu-,glvhgmwlrmionmm

whea paasing medications. .. 2-1-10,

The sccond medication pasaing murse 1s out
mdisschndnhdwmnmsmm:ffi%:um.

She will be traitiod on five subject by, .2 15-10,

Additionalty, MTS" protocol for spproprisic medication
Pessing is stored in the front of the medication
m:zmnwm.mwmhe
"“h’d. * 3 axandaicy sad nemindod 10 review the giide
puinrtomnmglhcnwdimionm..mo-w.

M CME-2667(07-0%) Previous Versions Dbeclete Event ID: CZFWH

Facsity ID; 009G 183 i continustion shaat Page 6 of 31
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W 130 | Continued From page 8 T W130 The RN wilt obs I tically o
2. Another nurse administ jred the evening ingare souting Wﬂhwm
medications. At 5:30 p.m,, the fiurse brought The QMRP and facility manager separsiely will cbserve o
Crient #1's medications to | im while he was modication pass at least oboc Weekly 10 ioge the same and
seated at the dining room 1pble. He first will roport to the RN any issucs observed. The RN will in
administered crushed med catichs in apple turn foflow up with the relevant mess, . 2-10-19,
sauce, and then he admini drops.
There were four staff and 1 pvaral clients present
in the dining room at that § e
W 140 | 483.420(b){1)(I) CLIENTF ES W 140

The findings Include:

that assures a full and oon piete accounting of
clients’ personal funds enti isted to the facility on
behalf of ctients. '

Tha facility must astablish :Fcl mintzin a system

This STANDARD is hot m }t as evidenoed by‘

facility failed to ensure a 8y
implemented to maintain a
of clients' personal funds, |

Interview with the quelified ment

profassional (QMRP), houtje mzanager (HM) and
review of the facility's finan bl records on
Decemnber 18, 2009, beginping at 10:32 am.,
revealed that the facility as isted Clients #1, #2
and #3 with maintaining th jir firances. Continuad
interview and record reviey | revealed that the
dients received Suppleme: jtat Security income
(55!} in the amount of $70 pOiper month.

and reveaiad the following

IRM CM3-2567(02-39) Previous Varsions Obsolsie

Event 10: CZFW11

Fadilty 10 09G 153

"#f vontinuaiion sheat Page 7 of 31
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W 140 Continued From page 7 o wW140| o
- June 24, 2009, In hamPntwm.m‘ There w140 T T R
were no receipts, ‘
gemmwmw from Clieat #2’s acoount was
b. Clisnt #2's bank statem nts were reviewed some major puechases that did sot occur. The moncy
from December 2008 throu jh Novermber 2009 mﬁ?&“miﬁwww
and reveaied the following ' fitidrawals: For Client #3's withdrewal of $775,00, $334.74 was the
- June 24, 2009, in the amcmt of $34.00. There e e et
weres NO recsipts, do 0. The Divector of Fitsace will iasuro St fhe balance
is retwmicd to the client acooum by, ,, 2-5-10.
- Fabruary 23, 2008, in the pmount of $300.00. 'lhaDkWrufFimeemmzcmtthhu
There were 5o receipts. Accounts manager on 3 woekly basts to review the status of
o acconuty 1o insure that all accounts are propexty revonciicd
c. Client #3's bank statenw it were reviewed at all times. The Director of Finance also conducts pariodic
from December 2008 throy rh November 2009 mdits to insure congistency in follow up._..2-10-10.
d reveaied the following « ithdiawals:
andre gt Tis $34.00 dolfar withdrawals were for tickets Sor an oveat
] . that uitimatety was not attended by the individoals Gt (e
- 4 K, h
win:gengréioiopifggmmﬂqfs&m Thete tisinally plecncd 30 do ao. These $34.00 bat -
. " '1 e been et 10 the Clicnt aceounix smd will be
- March 10, 2008, in the ar punt of $775.00. By...2:5-10.
There were raceipts totaling | $334.74.
At the time of the survey, thp facility faled to
ensure a8 complste account hg of the clients
personal funds by proving e idmoe that justified
the aforementionad withdra:
W 148 | 483.420(c)(B) COMMUNIC, LTI’DN WITH w148
CLIENTS, PARENTS & :
The facility must notify pron pty the clients
parents or guardian of any s jgnificant incidents, or
changas in the client's cond ioh including, but not
limited t0, serious liness, & Cicent, death, abuss,
or unauthorized absance.
This STANDARD is not ma|as awdenoed by
Based an interview and rec: jrd review, the facility

B CMS-Z567(02-94) Previovs Vemsiong Obacibts

Evant {0:CZFWI1

Fadility ID: 002182

if continustion sheet Page Bof 31
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- DEFICIENCY) :
W 148! Continued From page 8 : W 148
{ failed to ensure clients’ fam fy members were wi4s "o -
i informed of injuries of unknpwh origin, for one of
| the three clients in the sam Jle. {Client#1) Client #1 did 0ot have a0 iy of unknows ovigis by
tather a skin beeskdown i the: sorotan arce. This was
The finding includas: rscssed x0d detormiined by both the RN aod PCP s
confimed via follow up with dermatology (Sce: Attached
Review of the facility's incid pnt raports on Mmmgﬂwwmw
December 16, 2009, begini jng at 8:50 a.m., reginen a0d the e b wdeninistered aa per the prescsibod
revealed an incident invoM jg Cllent #1 dated clscwhero ia the survey by the e L emted
August 31, 2000. Accordin) b the report, staff The facility musager eports s g s 12110
discovered skin off his sero um, measuring two ﬁm#l‘smdﬁe%mt:mw
centimeters in diamater. Tje medication nurse Gt she failed 40 docwnont the cogiact The OMRP will
was notified and she applie J Vitsimin A & D MMM@M»MMWJMW
gintment. i= Al revicw meideot reports prioe t ubwission 4o fusail
e comoctly completedt and o ke that proper
An interview was conducie { with!the quslited natifications ocogr. ., 2-10-19,
mental retardation professi inat (QMRP) on
Deceamber 16, 2009, al app foximately 11:30 a.m.,
1o ascertain information reg the facility's
incident management syste . - According to the
QMRP, ail incidents should be reported to the
administrator, family memb Jrs and govemnmental
agencies. Further review ¢ |the incident report,
however, revealed no docu hentad evidence that
Client #1's family member ( jister) had been
notified of this injury. .
W 153 | 483.42((d)X2) STAFF TRE/[TMENT OF W 153
GLIENTS ,
The facility must ensure the | ail allegations of
mistreatment, negloact or abjse, as well as
injuries of unknown source, jare reportad
immediately to the administ jator or to ather
officials In accordance with faw through
established procadures, '
This STANDARD is not me | as evidenced by:
Based on interview and rew pw of Incident reports
th CMIS-2067(02-09) Previous Versions Cheolels ' Event ID: CZPW11 Faciity 1) 00G 182 i continuation sheet Page 9 of 31
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and dlient records, the facik
all injuries of unknown orig
immediately to the State A
one of the five clients res
(Client#1)

The finding includes:

falied to ensure that
ways reported
Sy {DOH/HRLA), for
in the facifity.

QOn December 18, 2008, at dpproximately 10:45
a.m., review of Client #1's r jirse progress notes
revaaled that on November [13, 2009 at 4:35 p.m_,
& nurse documeniad that a giract support staff
had "called this nurse to re| o

... féport to next nures that
Called the day program & 1
incident reports in the faciiily at the beginning of
this survey, on Decamber 1B, 2009, had not
shown that this injury had b pern raported.

At approximately 11:05 a.m|, Inteirview with the
housa manager (HM) reves Jed! that an incident
report had been prepsred. Bhe lelephoned the
tacility's incident managem jnt coordinator (IMC)
and then jeft the room te fir i the. Incident report.
At 11:30 a.m., tha HM presinted the original
incident report deted Noverber 13, 2008 which
she said she found on the ¢

the HM presented docume!
faxed to the facifity momen
Review of the documants n
incldent had not been repoi
The IMC, tharefore, nolfied
November 23, 20092, 10 da)
UNKNown ofigin was discov
forehead.

483.420(d)(3) STAFF TRE/|TMENT OF

red on Cllent #7's

W83

W 154

wis3 -

MTS increased its IMC personuel 10 inclade & stxff IMC
(QMRP) in addition to the consulting RN used a5 the
priragry IMC. The staff IMC is charged with insuring that

.all incidant teports are submmitted to all necessary parties in

& timely magner. Tho IMC acknowledged that this
particitlar incideat was not submitied in & Gmety mannor.
The Executive Director wilj meet with the IMC on a
monthly bazis to insipre that ali ncident roposts and :
investigations are submitted in a timely maoner. Tho IMC
for all incidents aod the status of outstanding
mvetigations, .. 2-20-10.

RM CM3.2567(02-99) Previcus Versions Obeolsie

Event ID:CZPW11

Facifity 1D: 09G 193

12/18/2009

it contivuation aheat Pege 10 of 31



MAN SERVICES

PRINTED: 01/25/2010

DEPARTMENT OF HEALTH AND } FORM APPROVED
OME NO, 0838-0391
iTATEMENT OF DEFICIENCIES () MULTIPLE CONBTRUCTIGN {X8) DATE SURVEY
\ND PLAN OF CORRECTION A BUILDING COMPLETED
| 09c183 5 wwa 1211812009
MAME OF PROVIDER OR SUPPLIER ; STREET ADDRESS, OITY, STATE, ZIP CDDE
: 4414-18 JAY STREET, NE
MULTE-THERAPEUTIC SERVICES, IN} . WASHINGTON, DC 20019 |
T oD | SUMMARY STATEMENT :Foemwes 10 PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUSTB | BY FULL PREFIX {EACH CORRECTIVE ACTION BHDULD BE
TAG REGULATDRY DR LSC (BN JFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)
W 154 | Continuad From page 10 W 154
CLIENTS '
The facility must hava evic pnice that all alleged
viokations are thoroughly i pestigated,

This STANDARD is not v
Based on inlerview and re
failed to thoroughly invest
unknown origin, for three ¢
residing in the facility. {Ch

The findings include:

On December 16, 2009 st
a.m,, the qualified mental |
(QMRP) and houss mana
facility's policy required ty
unknown origin must be in
agreed to make available '

reports and their comespo.

1. Cross-refer to W13, (
at approximately 10.45 as
NUTse progress notes reve
cliant returned from day pi

13, 2009, at 4:35 p.m,, th
on his forehead. Docum
incident indicated that the
not known. A nurse docul
telephone messagse for th

gdocumented on Novembe.
the injury) that she had sp
program nurse who "was |
mark but will talk with stef!
information was provided.

10:53 a.m., interview with

she had not had further ok

day program that aftamoo.

r (HM)stated that the

n Dacembaer 18, 2008,
, feview of Client #1's

distovored a scratch
tation related to the

uee of the injury wae

ted that she left a

nirtie at Client #1's
The same nurse
16, 2009, (3 days after
keniwith the day

t iware of the scratch

N aciditional

-approximately
he nurse revealed that
cussion with the day

w154

Bee: responses for W53 sbove, '

, the QMRP will insure in the future
Wﬂwmismmmn:ymm
incidents that reqaire it 2ud will track follow up to
completion.. . 2-20-10
TheQMRPwﬂ!lsistﬂmeMmm

?mqummw 220~

DRM CME-2507(02-00) Previous Verions Oteciels

Event 1D: CZFWY
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W 154 | Cantinued From page 11 WV 154
program regarding the Nuumber 13, 2009 injury. :
At approximately 11:32 a1 )., review of the
corresponding incident reg M'am interview with
the HM revealed that to da je, tha cause of the
injury had not been investijated. No additional
information was presented [before the survey
ended at 6:00 p.m. imter thpt dwy.
2, On December 18, 2009 |at 1:00 p.m., review of
minutes taken at an Augutf 31, 2009 Humen
(I’i!i'sghm Committee meeting Pmiieni;#%mﬂm had i o L
cussed a "scratch on < : scrotum,” i . .
The comesponding incider | report did net indicate Bt » et el th sepotium aree of Clicnt 41
that the cause of this injun had been sucoasséally trcated with proscribesd inpicel ceown. The
investigated, At 1:15 p.m. jinwerview with the case of the “scrateh” was known oot unknown s
QMRP confirmed that the taus« of this injury had coafirmed by dermasology Follow up...2-1-10.
not been Investigated. L
3, There was no fprmed imfm done beted ow the fall
3. Review of the facility's I eident reports on birt as mentioned by the wppropriste steps were
December 16, 2009, begi ping et 8:50 a.m.. taken to tiinimize the liksiibood of fiture fall. The fall
revealsd an incident repor{dated July 7, 2009, precaution protocol developed is being implemented
The report indicated that Efient 43 fell down the copsistontly and fs working cffectivety to-date. MTS will
stairs and was sent o the pmergency room. insure. vis the IMC personne] and via routine
mectings/monitaring by the Execntive Director that
Further review revealed ni | invesligative report,
In an interview with the Q1 JRP on December 16, investigations arc campleted cven when the patessial injury
on of known origin the bers. ..2-1-10.
2009. at approximately 11 B0-ajm., she is &3 yas [he case -
acknowledged there was 1 b invbstigation to the M1 Je shoukd Clion infured i
aforementioned incident, ' [here was no evidence id“tmm;m,;:‘w;% el -
that the incident had been |nvestigated. enaningtions.. 2-1-10,
Further intesrview and reco [d review indicated that
a Fall Precaution Pratocol been developed
and implemented August ;1008. Acconding 1o the
Fall Precaution Proioeol, ¥ je direct care staff
should be stationed upstai s, while Client #3
sleeps at night. Since the [mplamentation of the
Fall Pracaution Protocal, § have been no falls
reported for Client #3, :
DRM CmB-25a7(02-80) Frevious Versions Disolete Event (D:C2rv11 Fachy ID: 09G15 1t cOntinuation sheet Page 12 of 31
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Continued From page 12

4. On December 16, 200¢
a.m,, review of an unususl
March 13, 2008, reveaisd

home from day program w
bottomn lip. At approximan
QMRP acknowledged thel
investigation to tha sforem

tachniques necessary to if
program plans for each ¢l
responsible.

This STANDARD is notm
Based on observation, sta
verification, the facllity falk
demanstrated competenc)
clients' meattime pratoco,
clients in the sample. (Cli

The findings include:

On December 16, 2009, &
a.m, a direct support staff
Client %3 a container of B¢
supplement at tha breakig:
who was wearing gresn m
drank it readily. Atapprox:

a rash on her right
1136 am, the

tfcr whom they are

as evidenced by:

¥ ansure staff
In implementing
one of the three
it #3)

approximately 8:15
parson (S1) offered
bs! nutritional
ttable, The client,
oh both hands,
lyg:18am.,

another staff person (S2) « psarved that Client #3
had removed her right mitl jand wes mouthing on
her exposed thumb. Staff B2 wiped the client's

hand with a washcloth and
of the dining room. They r
room table at8:21 am. an
mitt was secured with whit
client was mouthing her ri
throughout this process.

3r: wheeled her out
pumed o the dining

) the client's right hand
tupe at the wrist. The
nt thimb (in the mitt)

W 154

W 184

4. The rash 1o Clicnt #4°s Hp is not wa incl

deat or an injury

Wind

The facility mnager bos condacsod tesining with six stetf
members oa the mealtime prosocol for Client #3 and itw
RN will follow up with training for the eatirc group_..2-14-
10.

IRM CMS_2587(02.88) Provious Vessions Obsoleta

Event Ik GZFvw4

Faciiity ID: 0803183

If continuation shaeet Page 13 of 31
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A1 6:22 a.m., 81 remeved e fid from a breakfast
plate and informed Client1}3 that she was being
served cereal, eggs and & bmad; (akl puresd). o ) e N .
S1 fried placing s spocn w fth @ bulli-up handle X will inmre thot the Boost isto be
into Client #3's hand; howjver, the dient was sil Tho BN wilt that sialf i clear that the =
- : given after the moal and not before and will ns well address
wearing the mitls and did 1 jot taike the spoon. At the proper whe of the mitis m mosaltine...2-14-10.
6:23 a.m., the staff began Jeeding the client. At The QMRP sod facility manager will observe at least onc
6:31 a.m., the staff observpd that Client #3 wae ment wockdy between thers for each shift (i.c. s breakfast, o
refusing o eat more so sh b covered the plate and dinner, a weekend innch and  fourth) to iosure that all st
wheeled the client cut of t j@ rodm "o check her follows the presoribed protoeols... 2-20-10.

for wetness.” They retumdd io the table at 6:39
a.m and S1 presented the | breakiast plate again.
S1 gave her verbal encoupgement to eat and
brought the adaptive gpoo) o the client's right
hand. The client, howevei| ha her right hand in
her mouth {siill wearing h¢ | mitts) and refused to
take the spoon. Tha ciien | continued mouthing
her hand mit. Al 6:42 a.n|, the staff presented a
spoonful of food but the ¢f nt kept the mitt in her
mouth, rejecting the food. A1:6:43 a.m., the staff
presented a spoonfu! of fc pd to the left comer of
Client #3's mouth, while t p client continued
mouthing her right hand njtt. The ciient again
refused to eat. At6:44 a.i., the staff covered the
plate and wheelad the clit it out to the living
reom.

Later that day (December 16; 2000), st 3:40 p.m,,
interview with the registen )d aurse (RN} revealed
that Client #3 should ba g len her Boost
nutritienal supplement aftjr she hat eatan her
breakfast. She further siz jad that it would not be
appropriate to give Boost p her bafore her meal
because the Boost "fills v up

On December 18, 2009, ¢} 8:05 a.m., review of
Client #3's meattime proi pof dated July 30, 2009,
revealed the following pro pedures:

ORM GMS3-2587(02-89) Frevious Varsions OBEGHN Event ID: CZFWI Faciiy 1D; DG16Y if continuation sheet Page 14 0F 31
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a. staff shoukd allow [the ¢

independently with verbal i jrompts;

b. if [the clienf} Joes not ¢
food being served, staff ot
prompts;

c. if [the client] does not e
stalf should provide hand «

d. if [the client] declines, ¢

8. if [the client] attempts &

should use gentle physical
redirect her back (o aating

1. allow [the client] extend
meal (30-45 minutes); anc

g. If {the client]} declines to
provide fiuids and supplen
inteke.

On December 18, 2009, b

approximately 11:00 a.m.,
in-service training records

breakfast had received trg
meaftime protocol on Qctr
Observations on Deoamby
indicated that the tralning !

As soon as the inderdiscipi
formulated a client's Indivk
each client must recsive a
traatment program consis!
interventions and services

ient] o eat

uftar 3-5 minytes of
id provide verbal

Emf 5-10 minutes,
er hand assistance;
jafi should fed her;
hand mouth, staff
{and verbal prompts to
K gme to complete her

finish her entire meal
and document

veiled that the staff
ing on the cilent's
18,2009, however.

sufﬁclent number

W 194

W 248

ORM CMS-2567(02-09) Pravious Varskons Obsalele

E\-t B C7TFWH1

Fachity 1D; 00G183
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W 248 | Continusd From page 18 W 249
and frequency to support | he achievement of the
oblectives identified in the [ndividual program
plan.
This STANDARD is not st as evidencad by:
Besed on abservation, stg [ intarview and record
verification, the facifity faikd to snsure staff
implementad diants’ Behs jior Support Plans
({BSPs), for one of the thre p ciients in the sample.
(Client #3)
The finding includas:
On Decambear 16, 2008, 735 a.m., Client #3 was
observed with gloves on h pr hands and tape
wrapped around each writp. At 7:62 am,, the
client wes observed remo fing the gloves and
sticking her hands Into heilmouth. At 8:00a.m,, : . o
g:odirectsupmdmﬁwl observed taking the w249 o
jent to tha bath . ‘her h
teplnacing the glowlmm;'l hﬁh:am:!' s Tld;a;d Tha QMRP will conduct a training sodtion with staff on the
a.m., the dient removed # gms and began proper impicnacatation of Clicet #3°5 BSE bry...2-5-10.
. K Psychology will provide fusther treining by...2-20-10.
slicking her hands in her r potith again, At 8:04 Additionally, the QMRP and ficility mansgee will cosduct
:hren(‘:ithe dimcﬁtc:;‘dmé ]gﬁ#dbﬂm: giove on - routine weekly obpervations to insure that staff follows the
ient's right hand, onl| Th and BSP when the hend-to-moufh behavior preseats 2
rernained without a giove. At 8:15 am., the client 15-10. itsclf.
was observed sticking bot } harids into harmouth MWMMIWWﬁﬂWW
The direct care staff was | rdlasklngtrncﬁem training when they observe inproper implemcutation of the
to “remove your hands fro b yolir mouth > PSP strategics and will docamcnt the tyining for the
record...2-15-10.
During the entrance confe jence on December 16,
2008, beginning at 9:25 8. jn., the qualifiea menta
ratardation profeasions! (¢ RF?) and house
manager (HM) revesied t it Chent #3 had a
Bshavior Support Pian (B!{P) to address hand
mouthing. Further intervi¢ v indicated the client
usad hand mittans tn mair kein healthy hand skin,
ORM CiM3-2567(02-00) Previous Yersions Obsclely Event K: CZPWH1 Fachity 10: 0RG1R3
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Review of the Client #3's ¢ jnical record on
December 18, 2009, st 10 52'am., revealed a
BSP dated June 13, 2009.| Tha BSP had a
targetad behavior of self-s jmulatory hand
mouthing. The BSP reves jad. the following
proceduras to address the pehavior;

- provide verbal redirectior

|
- if [the client] bagina to ha hd mouth, redirect her
to a sensory “scheduled & Hivity" with one to one
Supervision; ‘

- provida materials or genl  body movement;
~ engage [the clent] for 10|15 minutes;

- gently assist [the client] t y taking her hands out
of the mouth; :

- offer [the clienf] items o jold, place
headphones on her, ‘

~ if [the client] continues tv fhand mouth for 30
minutes, place the gloves pn her hands and direct

her to an actjvity with phyt jcal novement;

- remave the gioves after ' |6 minutes and offer
activities again; and,

- altemate periods of giow s on if [the clienf) is
persistent with gloves off : hd interventions.

On December 186, 2000, : ity ctaff failed to

implerent Client #3's BSF | as instrucied.

W 263 | 483.440(f)(3Xil) PROGRA W MONITORING &
CHANGE ‘

W 248

W 263

ORM CMS-2567(02-08) Pravious Varsions Gbecleh Event D GZFWH1
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W 263 | Continued From page 17
| Tha commitiaa should ingijre that these programs
are conducted only with th } wriltan informed
consent of the client, pana:jts (if the cllentis a

minor} or legal guardian.

W 263

W263

The sister of Clicat #1 will have the accursto Risperdal

] \n:lancadby‘
This STANDARD is not n pt as evi ) o
8 no d Wmﬂwmwmmwwﬂmtaldiu

Based on interview and re pord review, the

faclity’s spedially-constitul pd Committee failed to
ensure that restrictive proljramns were usad only

after written consent was « ot
clients’ guardian and/gr &

&wmmmmmmﬂemohinmp&.w
conscat for the regimen. This review will ocour by...2-14-

10

15 the futnre, the RN and QMRP sepasstely will sudit the

mwmwmmwmmﬂ.z

decision-maker, for one a[tha three clients in the
sample. (Client#1)

The finding includas:

Cross-refer to W124, Tiu|facility fsiled to obtain
writien consent fiom Cher} #1's gister prior io
beginning the use of Risp frdal 1 mg twice dally,
effective February 24, 20(p. -Minutes taken at
maeetings of the faciiity's F uman Rights
Committee (HRC) for the period January 2009 -
November 2009 wefe revi on December 18,
2009, beginning at 12:52 p.m. The minutes
documented HRC discusijon ragarding the
Rispardal on February 24 | 2009, and again on
July 31, 2009, Naither miputes refiected
consiceration given to wh jther the sister had
provided written congent.
433.460(c) NURSING SE

The facility must provide (Jients with nursing
services in accordance w ph ihair needs.

wWan

This STANDARD ks not
Based on observation, st
review, the facility falled t

TORM ClM3-2567{02-98) Pravious Versions Cbaolel

t-a3 avidencad by:
interview and record
ensure nursing

Event ID-CZFW11 Fachity ID: 00G 183 ¥ continuation sheet Page 18 of 31




. PRINTED: 0172622010
DEPARTMENT OF HEALTH AND llumm SERVICES FORM APPROVED

ICAID SERVICES OMB NO. 00380391
ITATEMENT OF DEFICIENCIES X1} PR MDERSUPPLIERICLIA () MULTIPLE CONSTRUCTION (X3) DATE SURVEY
\ND PLAN OF CORRECTION 1DE [TIFICATION NUMDER, A BUILDING GOMPLETED
09G183 B WG 42/18/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

4414-18 JAY STREET, NE
WASHINGTON, DC 20019

(43 1D SUMMARY STATEMENT DF DEFICIENCIES m PROVIDER'S PLAN OF CORRECTION o

-y

MULTI-THERAPELITIC SERVICES, IN

PREFIX (EACH DEFICIENGY MUST B E PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSC IDEN JFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
W 331 | Continued From page 18 W a1

servicas as needed by chingss in clients’ health
care status, for three of th.) five clients residing in
the tacility, (Clients #1, #2|and #4)

The findings include:

1. The faciity nurses faile } i update Clent#3's
Health Management Care Plan (HMCP), as
hollows: :

On December 18, 2009, 3| approximately 10:30
a.m., review of the Client j3's December 2008
physician orders revealed pn order for a S P e

cardiclogy evaluation for kithargy. Further record w3t
review revealed a cardiok By consult report dated been updated to include the
Qctobear 27, 2009. The cs pdiclogy consult I m :ut #3...2-1-10,
recommended the followk g check Ditantin 2. The HMCP has been updated to address the
m&ls. C%‘C. CMP laborat jy studies and retum in concex for Clieat #1...2-1-10.

r MONMms.

I mmwmmumm,m'mm .

Review of Client #3's HM([P dted June 2009, on develops is added fo the HMCP. The Direstoc of Nursiag
Decembar 18, 2008, at 1(}30 &.m., reveaied that will mdkmpwmhemum mdw o
. dig b add'?ss %9!010 ¥ yhen interviows ‘fiamcsa::;::d. 2-15-10
on December 18, , al11:00 am, the 1 ; - -
rogatred nura (RN) ack Jowlodged ira e e R e o e s DN 2110
HMCP had not been upds fed t reflect cardiology pdates during mooihy
services, :

2. Review of Client #1's 1v pdical records on
December 17, 2009, begl ining at 2:55 p.m.,
revealed that facility nurse p failed 1o revise his
HMCP w reflect the onsetjof "skin breakdown," @
decubitus stage 1 wound, ps follows:

Review of the facility's inc Heat raports on
December 16, 2008, begi|ning at 8:50 &.m.,
revealed an incideni repoi | dated August 31,
2009. Tha report indicate i ttiat staff discovered
“skin off his scrotum meajuing 2 emin

"ORM CMS-2567102:93) Previous Viersions Obuclel » Event 10;C2FA11 Facilty ID: DaG183 It eontinuation sheet Page 10 of 31
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W 331 | Continued From page 19 W aa

diameter." They notified t je nurse and applied
Vit. A & D cintment, in acc prdatice with Client '
#1's POs. When intervievied; the RN stated that N
the skin had since healed. :

On December 17, 2009, s
Client #1's HMCP, dated .
no skin-reiated care plan i
p.m., review of the RN's n
revealed that “skin breakd
observed a month after th
incident (on September 2¢| 2008). The client's

POs reflected that the PC.} orosred Zinc Oxide

20% cream, effective Sep pmber 28, 2009, “apply
1o affected area topicafly t ) buttocks and scrofum
areas aftar each dlaper ct
stage 1 until healed then | [RN.
of tha HMCP reveslad tha | it had not been
updated or revised since . uly 18, 2009, to
address skin integrity and i

ly. 18, 2009, revaaled
structions. At 3:14

Auglust 31, 2009

[Nate: Ret\;liew ofthe RN n
revealed that as of Octob [ 12, 2009, the wound -
had “resolved." The Nave mbet 12, 2009 monthly 3. Secrespomses for W368 below.
summary inciuded "Skin b
Oxide used PRN.")

e;'\sure timely administmt'i« of newdy-prescribed
medications (specificaily ¢
Suffate). .
W 368 | 483.460(k)(1) DRUG ADNINISTRATION w368

that all drugs are administ
the physician's orders.

| This STANDARD is not et 85 evidenced by:

ORM CMS-2587(02-00) Pravicus Yersions Obsclate Event ID:CZFwH 1 Facilty I; 00G183
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W 368

Continued From page 20
Based on observation, int prview and record
reviaw, the facility falled & | ensure that all
medications were admini Jered in accordance -
with physician’s orders (P Ps), for one of the five
clients residing in the facil jty. (Client #4)

The findings include:

The moming medication : dministration pass was
observed on December 1 }, 2009, beginning at
7:11 a.m. The two follow! kg errors were
cbserved:

1. At 7:56 a.m., the medic
to admimister Client #4°s / pti 3
client, however, squinted per eyes shut, flailed her
hands wildly and made st prp viocalizations,

While the client protested | the Hurse administered
one drop of Artificial Tear | nedr each eye. Less
than 1/2 of the drop of fiui | actually mads It Into
the client's aye; the rest v s wiped away with a
paper lowel At approxim ptely 5:20 p.m., review
of Client #4's December ¢
she was prescribed two d jops Artificial Tears into
each eye, twice daily for ¢jy eyss.

2. The facility failed to en: re timely
administration of newly-pi pscribed medications,
a9 follows: :

On December 16, 2008, ¢ | approximately 5:21
p.m., review of Client #4's |POs reveaied that she
had an order dated Decer pber 13, 2009, to stant
receiving Ferrous Sulfate 525 mg by mouth twice
daily to treat anemia. Thejcient had not received
Ferrous Sulfate during the jmadication pass
observed that moming. The RN was present at
the ime. Sha stated that phe
medication that day. Whe

W 368

‘ORM CMY-2567(02-99) Previcis Versiom Qbeclel

Faclity IE: 09G 183
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evening medication nurge findicuted that it . - ‘ A I
sometimes took 2 or 3 da |3 before the pharmacy Additionally, the RN will call the medication murse
filked new prescriptions. e said the Famrous responsible for administering the first dose of @ new
Sulfate was avaitable ons [e and he planned o Iedication to insure that the nurse is aware of the now
administer it to Client #4 t jat evening. medication. .2-5-10,
The RN will aleo audit implementation at mininmun
On December 18, 2009, &} 2:05 p.m., review of ”m‘mﬂmwmmmmm
the facility's policies and § res revealed "All Ppont QMRP...2-5-10.
new medications will be o deréd and
sdministerad within 48 ho prs of the time
prescribad by the physiciep.” Approximatety 72
haurs passed betwean th time Client #4's
physician prescribed the | srous Sulfate and the
time that it waa first admir jstarad.
W 366 | 483.450(k)(2) DRUG ADA INISTRATION W 3688
The system for drug admi histration must assure
that all drugs, including th that are
self-administered, are adr Mnistarad without emor.

This STANDARD is notn
Bassad on observation, Int

medications wera adminis
three of the five clients re:
(Clients #1, #3 and #4)
The findings inciude:

1. The moming medicatio
was observed on Decamt
at7:11 a.m. The followin
a. Clent #1 did not receh
accordance with his physi
follows:

At 7:39 a.m., the medicati

) administration pass
jpr 16, 2009 beginning
errcrs were observed:

eys drope in
ian's orders (POs), as

pn nurse approached

Wi6H

a Apsmgoolhubmdcvdopodmﬂinmg
strategics that owximize the lkelihood of
mmﬁmah“hmm‘ ing the
needed cye drops, Nueses wil] be trained 10 use
the protocol by...2-5-10,

|

ORM CMS-2587(02.08) Prexious Versions Obeclel

Evant i CZPW1{1
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VvV 369

Continued From page 22

Client #1 with a bottie of A
stated that he was prescri
drop Into each eye, twice «
client tilted his head forws
the nurse's atlempis to ag
While his hapd was still le
squeezed the dropper an(
outer aspact of his lower 1
the medication made it I
the liquid rolled down his |
it with a paper towei, She
procadure with his left ey¢
resistive and only a tiny fr
Artificial Tears actyally m:
eye lid. Throughout the p
not offer the client any ve:
encouragement to coopel
aftemoon, at approximate
Cilent #1's Decembar 20(
he was prescribed one dr
each eye twice daily for &

On December 17, 2009 2
with the RN revealsd that
following steps to encour
cooperation with eye drog
him how the aye drops wi
him {0 plegass tit his haad
gantie touch to his left ey
that applying those three !

would ¢licit his cooperatio h.

had not, howeaver, utilized
ensure proper adminigtraf

b. Similary, Client #4 did
accordance with her POs

Cross-refer to W368.1. T

administered less than onp drop of Artificial Tears

fifical Tears, She

pacl e eye drops, 1

iy for dry eyes. The
#nd was resistant to

inlster the drops.
ning froward, she

2 drops fell onto the
ht eye lid. None of
his right eye. While
ht cheek, she dabbed

| the same

Thea client remained

tior of the drop of

it anto tha lower left

, the nurse did

.lnsmlctions or

te. iater that

4.30 p.m., reviaw of

PGCs confimned thal
Artificial Tears into

oyes

401 p.m., interview
usad the 3
e Clent #1's
ministration: (1) tell
benefit him, (2) ask
pack, and (3) apply a
brovw. She indicated
tegies concumently
The moming nursa
techniques to
on of the eye drops.

hiol neceive eye drops in
fas follaws;

he madiCation nurse

W 68

b, Same a3 sbove for Clicat #1.

Onm CM5-2561(02-89) Frevious varsions OUS0e),

Event ID: CZFW1

Faciitty 10- 9G93
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AL J

MULTI-THERAPEUTIC SERVICES N

(X4) 10 SUMMARY srfrm": Psumcsucel.: e ) PﬂOVclg!R'S PL@@WBE oo
"555"‘ REGULA(EMH m%icmmtggn 2% ™) : |mua'uvnnou) P?EF@D( mm%gmz APFPROPRIATE DATE
W 388 | Continued From page 23 : W 369

into Client #4's right and le [t ayes, At

approximately 5:20 p.m., r pviaw of her December

2009 POs revaaled that sl jp was prescribed two

drops Artificial Tears into i ach iye, twice daily for

dry eyes. .

¢. The moming medicatio p pats routinaly was T 6 Tho RN has discrisiad i i i e

performed more than one Nour/past the Mm-wwmmﬁmﬁ?

designated administration [ime;'and the facility's changed to Ta and Tpm. This will < new

nureing departmaent failed p resolve this timing two bour window of Gam 10 8am which s better

errar, as follows: : MMWWMMfasNe

) for the medication nurse while also not

On December 18, 2008, tHe maming medication . compromising the cffootivencss of the regimen

nurse arrived at the facility jat 7:02 am. The for any persan supposted. This change will be

medication pass took plac § between 7:12 a.m. - made by...2.5-10,

8:25 a.m. Review of the fi pa cliants’ Medication '

Administration Records (N ARs] iater that day,

biginning at 4:17 p.m., re: paled thet the

designsted administration was 6 a.m.

The next mosming, review I the visitor's log

revesled that between Noeribar 15, 2000 -

December 15, 2009, the » oy morning
medication nurse cansiste jtiy signed-in between
6:55 a.m. - 7111 am. [Notp: There were no
signed armival times docunijented for any

or Sunday momings durini | thet same 1-month
period.] :

On Dacember 17, 2009, (3.4 p.m., the RN and
the quaified mental reterd: ion:professional -
(QMRP) ware asked abou|{tha designated
administration fime, They icated that they
were both previously swar} that the weekday
moming nurse wes admini3tering medications
later than the pne-hour aff frded by standerd
nursing practces. The cu moming nurse
reportedly began arriving L jte sometime in
October or early Novembe 2?(.'!9. The RN stated

IRM CMB-2567 (02-98) Previous Varsions Obaciete | Eveat I CZRA11 Faciiy @r: 00G 13 i canlinuation sheat Page 24 of 31
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that she had considared ¢h hnging the designated
time from 6,00 a.m. up {0 7|00 a.m. However, the
Director of Nursing (DON) {hstructed them to
maintain the current time b pealuse Client #2 wes
teking Reglan, which had 4} bé administered 30
rminutes prior to her breakf:
2. Review of Client #1's me Hical records on 2 The RN and QMRP will track § . o
December 17, 2009, begin: jing at 2:55 p.m., wqﬁﬁm‘:ﬂ Wﬁ:;
revealed that direct supporstaff continued specific, acute concems to tusure that such creams are
administering & PRN ointrn pnt thiree times daily, stopped in timely menner once the problem is effectively
even though It was no jong Jrindicated, as addrossed. The QMRP as directed by the RN or the RN will
follows: mu“ﬂb?uwmmmchum
sad/or instruction sheet 50 that Raff or murscs are clcarly
Review of the facility's incicpnt reports on e dhed sbous the medication. . 2- 10-10,
December 16, 2009, begin-jing it 8:50 e.m., ditonally, the RN will insurc that medioation tat
revealed an incldent report Hatedl August 31, ety saoyed from the storuge ares, e removed in u
2009. The report indicated fhat istaff discovered ity to sbesively o o ct medication cabines
“skin off his scrotum meas king 2 cm in ¥ mouitor this consideration. . 2-10-10.
diameter.” They notified th nuse and applied
Vit. A & D ointment, In acce pdance with Client
#1's POa. When interview [d, thie RN stated that
the skin had sincs healed.
On December 17, 2009, at P:11 p.m., review of
the RN's monthly nursing r s revealed that
“skin breskdown" had beer |obissrved a month
after the August 31, 2008 & nt {on September
26, 2009). The client's PO} reflacted that the
PCP ordered Zin¢ Oxide 2{ % craam, effective
September 28, 2009; “appl{ tz affected area
topically to buttocks and scptim areas after each
diaper change for decubitiy stage 1 until healed
then PRN." Continued reviswof the RN's
monthly summaries reveal d that as of October
12, 2009, the wound had "t 2d." The
November 12, 2008 month y summary included
"Skin breakdown healed. 7jn¢ Oxide used PRN
RM CMS-2567(02-98) Pravious Veraiong Obscioks : Evant ID: C2FW11 Faciiy ID; D9G 183 If continuation sheet Page 23 of 31
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Qn December 18, 2009, be hinping at 10:27 a.m,,
raview of the MARs on whiih the dinsct support
staff had been documantini] the. application of
topical medications, includi|g Clent #1's Zinc
Oxide, revealed that they h)d &ontinued applying

he Zinc Oxide to his scrot. n and rectal area
after each diaper change t rough the months of
November and December /{009, even though the
wound had healed.

3. The faciity failed 1o ensifre tHiat Client #3 3mm¢ﬁbibwwmmwﬂm“m

received his Debrox ear dr ps a5 prescribed. to ascertain why the drops were stopped before the ten day
plausible reason was given. The nurses
Review of Client #3's POs « jaied'June 24, 2009, e cosained Sodback o he foom oF s vérbal warniet
on December 16, 2009, st |ppriximately 2:30 | from the RN sbout the issportance of ingitring tha all
p.m., revealed an order to + imitister Debroxtwo | — medications and iroatments are imaplemenscd consisteatly as
drops, twice a day for ten d jys. prescribed. .. 2-2-10.
In the fisure, the RN, QMRP and facility manager working
Raview of Client #3's MAR: dﬂﬁddumm an 83 a team will monitor such regimens to insure that they arc
December 18, 2009, at apg foxirmately 1000am, implemented consistently a8 prescribed. The QMRP and
revesied Debrox two drops ltwice  day had been facility manager will remind the sursc i shohe appoars 1o
'| administered for 13 doses. | | be amitting the medication ducing 2 med pass and will
| inform the RN abont the pecessify o provide the prompt o
. ) the relevant purse. The KN and/or DON will follow tp with
3:22%:;??:2;3: :::; xiﬂﬁvﬁg% a.m, nﬁ.ndingms; ﬁrm;:ms. 2.5-10. e
she acknowledged that Det rox drops was - '
administered for "only” 13 ¢
W 382 | 483.460(1)(2) DRUG STOR A\GE AND wae2
RECORDKEEPING ‘
The faciiity must keep all di pgs and blologicals
locked except when baing | kepered for
gdministration,

This STANDARD is not mig as svidenced by:
Based on observation, stafl fintarview and record
review, the faciity’s nurse fijiled fo ensure all
biological and drugs were k kkad except while

mm(m‘m Pravious Vamions Obsoleie ’ Evant ID: CZFW14 Facility ID; 00G143 if continuatien shegt pm 25 of 31
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W 382 | Continued From page 26 P W 382
‘| baing prepared for admini yatian, for four of the -
five clients residing in the f jdillty (Clients #1, %2, w3g2 -
#4 and ¥5) .
m - .
The finding includes: 20d all neeses have m'”“mﬁf"d n 'ff‘:‘kﬁéd cabinet
: proper storage arce for . are u
Observation on December |8, 2009, at 4:50 p.m., m_qmummmm"u.m’
reveaied a tray of medicating o a cabinet routinely and report to the RN sy failipe g e 8"
counter top. On the tray' w :ﬁhottle of Client #1 m"inﬂb wbinet. 2570,
and #4's artificial tears, Clic ht #4's Nasonex 210 sudit suoh concerus during
spray, and Client #5's Fluti e P vists...2-5-10, het bome
0.1% Ointment. interview \ith & icansed
practicai nurse (LPN) on Dx ber 16, 2009, at
4.59 p.m., revealed that thcitray of medications
sat on the counter top, "all ‘ha tirhe.” Further
interview with the registers(| nurse confirmed the
LPN's statement, )
V¥ 380 | 483.480(m){2)(i) DRUG LA ELING W 380
The facility must remove fniim use outdated
drugs. :
This STANDARD is not mu [t ais evidenced by:
Based on observation and | pcord review, the - :
facility's nurse failed to rem pve from use, out W39
dated controtied substancs edications, for one ™
of three clients in the samp k. (Client #3) 1-1‘:) expiud medication has beey Properly disposed of.,_2-
T . The medication cabi ;
The finding incl : cabinet will be .
ng includes : by Gie RN o e _a}nmdaminimm:
- . insuge ; o Tty mipport LENg
On December 16, 2008, at |50 p.m., during an manser...2. 500 medlcations are disposed of in » timely
inspection of the medicatio: | cabinet, & bottle Quarterly revicws with the pharszaci
hoiding two Loraxepam 2 np pills was observed o instre expired medicots -uph"m“, are also cotptetod
in 8 plastic bag. The label () thé bottle indicated the facility manager mndits o T, Soposed of and
an expiration date of June 1B, 2009. The (wmmm)mmmmm
Licensed Practicai Nurse o | duty at that ime - 10. ppoct bimoeghly..2.5-
examined the label and con g that the
medication had expired. '
W CM3-2667(02-98) Pravioue Versions Obscles: Evant 10: Czrw11 Facity 1D: 096183 {f continuation sheet Page 27 of 31




DEPARTMENT OF HEALTH AND | JUMAN SERVICES

CENTE

STATEMENT OF DEFICIENCIES
WND PLAN OF CORRECTION

PRINTED: 01/25/2010
FORM APPROVED

i LIER/CLIA
IDR FHFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A BUILDING

B. WING

NAME OF PROVIDER OR SUPPLIER
MULTI-THERAPEUTIC SERVICES, IN}

. '09G183

447418 JAY STREET, NE
WASHINGTON, DG 20019

STREET ADDRESS, CITY, STATE, ZIP CODE

Q) ID
PREFIX
TAG

SUMMARY STATEMENT DF DEFICIENCIES
{EAGH DEFICIENCY MUST 0] PRECEDED 8Y FULL
REGULATORY OR LSC IDENT FYING INFORMATION)

1D PROVIDER'S PLAN OF GORRECTION )

PREFIX {EACH CORRECTIVE ACTION SHOLLD BE

TAG CROSS-REFERENCED TO THE APPROFRIATE baTE
DEFICIENCTY)

W 390

W 436

Continued From page 27

Al the time of the survey, t
that the facility's nursing st
expired medications were |
clients’ supplies after the @
483.470(g){2) SPACE AN[

The facility must furnish, m pintain in good repalr,
and tesch clients to use an} & make informed
choices about the use of dunturas, eyeglasses,
hearing and other commur [cations aids, braces,
and other devices identifie«] by the
interdisciplinary team as ny ad by the client.

This STANDARD is not rrv|t e 'avidenced by:
Based on observation, staf {inderview and record
review, the facility feiled © ‘
ensured provision of, and ¢
of chants’ adaptive and ass Btive devices, for two
of the three clients in the s: fnple, (Clients #1 and
#3)

The findings include:

1. The facility failed %o oblz 1 a safoly, chest
hamees for Client #1's whe pichir in ascordance
with physician's orders, as ' bllows:

On Dacember 17, 2009, at
p.m., review of Client #1's
records revealed a note da
which the PT indicated that
“new chest hamess” for his whae

client, however, had not bedn observed wearing &
chest hamess during the fir i .
On December 17, 2009, at |:48 p.m., the HM,
QMRP and the RN stated

ysical therapy _
June 12, 2009, in

W 390

W 435

W36

1 A mew bovncss has boca andered for Client #1 but
the individual’s Gait Belt will be used inthe -
interim.. 2-5-10.

M GMS-2367(02-00) Previous Verslons Obsclete | Event ID:C2FW11

Faciltly ID: 098G 109

i continustion cheet Page 28 of 34
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W 436 Continyad From page 28
wheeichair did not require :
p.m., the QMRP acknowis
PT note then gtated that si.
had "baen resoived” since

On December 18, 2009, at |
Ciient #1's physician's ord¢
on Fabruary 12, 2009, the :
{PCP) wrute an order to "A
wheelchair 10 prevent him |1
Further review of the POs,
imerviews with the QMRP ;

February 12, 2009 order,
ensured affective montorir
helmet, as follows;

On December 16, 2008, at P-06.a.m., staff piaced

| had @ large (approximately
on the front, right area, WI
the two direct support staff
had previously noticed the |

appraximately 3:33 p.m_, th
(HM), qualified mental rete

All three stated that they w
that Client #1's helmet was

the previous day. They sak
helmet had "just come loos b

) hamess. At4:27

harness was no longar nee Hed..

nd RN revealed no
evidence that the PCP had digeontinued the

2. The faclilty failed to impk}mant a system that

a safety helmet on Client #{'s head, as he
prepared 1o loave for day p pgram. The heimet

©On Dacember 17, 2008, be hinning at
(QMRP) and the RN were | jteiviewsd together,

notinformed them of the m pming observations on

«d the June 12, 2009
thaught this issue
{me. The QMRP

U7 p.m., review of
(POS) revealed that

¥y care physician
hamess to

falllng out *

by additional

of Client #1's safety

Jnch) crack visible
n asked, neither of
: there with him

hotse manager
N professional - -

previously unaware
Stafr

W 436

2. A new belinct fins

#1..2-1-10 o it

R CM3-2587(D2-09) Prawvious Versions Obsolats

Faciy 10:D9G183
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W 436
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Continyed From pags 29

prior to this survey, and the¢| HM reportedly had
ordered a new strap. At8:)2 pm,, the RN
indicated that she had insp poted the helmet and
confimmed the crack on thelfront She also
identified another crack th¢] was on the back of
the heimet,

On December 18, 2008, al pproximately 10:00
a.m,, the QMRP presentsd ja checklist from Client
#1sprogram book. The d jecklist was a daily
accounting of the dlient's a Japtive equipment.
Review of the checkiist rev paled that direct
supponslaffhnd docuimen jed that the heimet
Was in good repair on ever [ day:thus far in
December, including the pi st three momings.
The GMRP and the HM ¢ nawiedged that the
staff had not documented (e :
{strap or cracks) on the ch jokii

i they edg
thet they had not verified thp acguraey of the date
on the checkiist prior to thit aurvey

3. The facility faded to mair k
wheslchair in good repair, i

On December 16, 2009. at ppproximately 7:40
am., Cllent#awuobum d in‘her wheelcheir,
The left side of the armres! was:t

and worn down, exposing t e
Intarview with !he QMRP o
at approximately 3:30 p.m., mdahdmatshehad
no knowiledge of the worn ¢ B

staff had been documantiny| thatthe whealchair
was in good repair.
483.4700)(1) INFECTION ¢ JONTROL

W 436

W 455

umudwmdomm

RM GMS-Z357(02-99) Prvious Virsions Gbsoleia

Event ID: CZFW11

Facilty ID: 00G 181

If continuation shest Page 30 of 31




PRINTED: 01/26/2010

DEPARTMENT OF HEALTH AND | FORM APPROVED
CENTERS FOR MEDI OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X% PR (42) MULTIPLE CONETRUCTION (%3) DATE SURVEY
\ND PLAN OF CORRECTION e COMPLETED
A BUILDING
_osotes o 12/1812009
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CHTY, STATE, Zi CODE
| : 441416 JAY STREET, NE
MULTI-THERAPEUTIC SERVICES, IN} - WASHINGTON, DC 20019
) iD SUMMARY STATEMENT PF DEFICIENGIES o PROMIDER'S PLAN OF CORRECTION os)
PREFIX (EACH DERCIENCY MUST B [ PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E
TAG REGULATORY OR 1.5C IDEN FYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
W 45§ | Continued From page 30 - W 455
There must be an active pi pgfam for the o
prevention, control, and Im-;sﬁgation of infaction ; ’ I
and communicable diseasi|s. WASS
The staff menber in question wes ro-trained on hand
This STANDARD is not m }t as evidenced by: AR et G oot by 2415-10
Based on observation, the facility failed to Staff will be trained to usc the automAlc disiwasher
implement infectious cantr l pracedures to routinely and to do hand dishwashing ouly if there is a
prevent communicable infe ftious diseases. problem with the susomatic dishwasher,..2-15-10.
The finding inciudes: The RN will conduct infection control teaining for staff
; by...12-15-10,
On Dacember 16, 2009, at B:25a.m.. & direct New stelf candiduics receive the training during their initial
care staff was observed pu finj lishwasher liquid orientation...2-1-10.
into & basin, washing Clien [#2's braakfast dishes
and then placing them in a fish fack on the
counter top. The plates an ) cups were stacked
on top of each other, preve jting.air flow. Inquiry
was made 1o the house ma hager (HM) on
December 18, 2009, at 2:3) pm.. She stated
that the dishwasher was op ting property.
Further discussion reveale: | that when staff hand
washed the dishes, they wefe axpected to use
bleach 10 properly sanitze | he dishes.
Review of the facility's in-s¢ jvice training record
on December 18, 2009, at ijpproximately 12:30
p-m., revedied no evidence pf infection control
training. ?
d CMS-2887(02-9%) Previous Varsions Coacien: : Event ID:CZFW11 Facidty ID: 0aG 183 It continuation shwet Paga 31 of 31
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PREFIX
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DATE

1000

INITIAL COMMENTS

Alicensure survey was co
December 16, 2008 throwy
Tha survey was initiatad u
survay process. Arandon
residents was setected fro
female resicdents and one
various levels of mental re
disabllites.

The findings of the survey
observations at the group
programs, interviews with
GEnicat and admmnsh'llm
incident reports,

3504 1 HOUSEKEEPING

The intenor and exterior o
maintained in a safe, clea
and sanitary manner and {
accumulations of dirt, rubl
odors.

This Statute is not met as
Based on observation and
Home for the Mentally Rei
- {0 snsure the Interior and «
was maintained in a safe,

attractive, and sanitary mg
residents included residing
(Residents #1, #2, 3, #4,

The findings include:

December 18, 2009, begi
ravealad the following:

ucted from
December 18, 2009.
ing the fundamantai
sample of thyee

n & population of four
nale regident with
Endation and

based on
ome and two day
ff, and the review of
fecords including

each GHMRP shall be
, ordlenly, attractive,
freo of

Eh and ob}acﬂonable

idenced by
nterview, the Group
rded (GHMRP) failed
nor of the GHMRP
orderty,

hna for five of five

in tfie faclity.

nd #6)

An envimnmenial inspect! in oondudnd on

ning at 3:00 p.m.

1 800

3504.1
L

Matiress removed... 12.30-09.

2. Light bulbs andd cover roplaced. .. 12-30-09.
3. Light bulh replacedt . 12-72-00.

The facility masager will andit the

report findings to the Axsistent
for timely follow up...2-15-10.

9alth Regui

ation Adminlstration

ABORATORY DIRECTOR'S OR PROVIDER/SLP

TATE Fi

LIER REPRESENTATIVE'S SIGNATURE

TIE

(X0 DATC

CZFW11

¥ continustion sheat 1of 19
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| 3. Further review of the org:
N Regu

ATE FORM

Continued From page 1

1. There wis an ofd mattrtn:éutinﬂ're

backyard;

2. There were missing ligh

bulbe and a ight

cover in Client #3's bathroc m; and

3. There ware missing ligh

bulbs on the stairwell

close to Chent 3'W's bedroa .

3508.6(c) ADMINISTRATI [E SUPPORT
Each GHMRP shall have a ) organization chart

that shows the following:

(c) The categories and nun bers:of supportive

and direct care staff and...

This Statute is not met as. idenced by

Based on review of the org
was presented, the GHMR!
the organizational chart shi
supportive and direct care |

The findings include:
1. On December 17, 2009,

house manager presanted .
chart (dated December 20C

nizaional chart that
failed 1o ensune that
tha numbers of

9:52 am., the
n organizational
that did not show

the number of direct suppoi | staff employed by

the GHMRP.

2. Discusalons on the first ¢
indicated that the GHMRP |
title of medication nurse. T
organizational chart, howay
position, Interview with the
2008, at 3:33 p.m,, confirm
employed three medication

y of survey had
‘rurses with the
Deacamber 2006

, did not reflect that

N ¢n Dacember 17,

d that the faciity

Wrss.

nkational chart

1080

1186

Bogs

See: Theaﬂwhedmml
mswﬂmmemuum
most updated churts. . 2510

charts,. 2-1-10
’s policy manual hay the

un CZFW11

¥ continustion sheet 2 of 19
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| 188

| 189

Continued From page 2

indicated a position of nury
However, interview with th(
2009, at 3:33 p.m., reveale
been discontinued. Instea
changed the role and resp
supervisory RN. In additio
changed the title of the fon
that of Director of Nursing,

On BDecember 17, 2009, at
p.m., the OMRP acknowlsd
organizational chart had r«
refiect the changes made s jnce

3508.7 ADMINISTRATIVE

Each GHMRP shall maints
' funds recaivad and disbu

Thiz Statute s not met as
Bagad on staff interview ar
facility failed 10 ensure a sy
impiemented to maintain &
of residents' personal fund:
residents in the sample. (F
#3)

The findings include:

Interview with the qualified
professional (QMRP), hout

review of the facility's finan ji

Docember 18, 2000, begin
revesied that the facility ss:
#2 and #3 with maintaining
Continued interview and re
ihat the residents recaived
Income (SS1) in the amoun

a. Resident #1's bank stak

wfth Regulation Adm
'ATE FORM

ng coordingtor,
RN on December 17,
H that position had
h management had
nﬂbllllia of the
Lne the agency had

T Nurge Manager to

ppproximately 3:35
that the

baerl updated to
December 2006.

SUPPORT

n records of residents
lsed.

ced by:
racord review, the
-had baen
Formplete accounting
, for three of the three
jesidents #1, #2 and

mental retardation

menager (HM) and

| racords on

ing att0:32am,
Residents #1,

eir finances,

rd review revealed

Buppiemental Security

of $70.00 par month,

u'nems wera reviewed

| 188

i189

bad CZFW

If continyation shaet 3of 19
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i 188| Continued From page 3 1188
from December 2008 throl gh-November 2008
and revealed the following Mthdrawa): 35087 - .
- June 24, 2009, in the am« junt of $34.00. There The 800 dotlar withdmwal from Clicnt £2°3 acconnt was
were no receipls. for some major purchases thai did not oocur, The
‘ was retumed 10 the necount (Ses: attached deposit slip
b. Resident #2's bank atat, ts ware reviewed cogy)..2-1-10.
from Dacember 2008 throu bh November 2009 For Clieat #3's withdrwal of $775.00, $334.74 was the
and revealed the following : : smount speat. The Clicnt Accounts manager wes instracted
mdqummw_mm cﬁw}mmbmﬁiledw
- June 24, 2008, in the am nt cf $34.00. There @mmm ¢ of Finance will igsure that the balaace
WET® 110 ' is to the o amaoco\mthy...zl-s-w. .
Ceipts nwDitmofFimctmwmmSwnhtheChem
. Accounts manager on g weekly review the status
- February 23, 2009, in the nt of $800.00 mhm&;ﬂ mmmw
There were no receipts. at all times. The Director of Finance 4lso conducts pediodia
audits 10 insre consisteacy fn follow up... 2-10-10,
C. Resident #2's bank stat:menis were reviewed
from December 2008 throu hN{;vemherZOOQ mmwmﬁmmamhmm_
and revealed the folowing 1 fithdilawals: Unat ubtimate]y was not sttended by the individuals that
i otiginally planned 10 do 50. Thase $34.00 balaoces should
- June 24, 2009, In the ama bnt of $34.00. There have bera rettrmed to the Client sccouats aod will be
m no mim‘. and . w.-'}5'1°n
= March 10, 2000, in the am bunt of $775.00.
There were receipts totaling |$334.74.
At the ime of the survey, th) facility failad to
ensure a compiate acoount pg of the residents
personal funds by proving e i that justified
the aforementionad withdrer
1208 3509.6 PERSONNEL POLIHES 1206
Each employae, prior to em ent and
annually thereafter, shall pr -aphysiclan's
ceriification that 3 health inv pnfory has been
performed and that the emg joyee ' s health stetus
would allow him or her to pe fform: the required
duties.
&h Regu Administration
TE FORM e CZFW11 I" contiruimtion shaet 4 of 19
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1206 Continued From page 4 1206

This Stetute is nat met as pvidenced by:
Based on interview and rev jew of personnel and
consultant records, tha GH URP failed 1o ensure

that all staff obtained annu |l
inventories,

The findings inciude:
On December 16, 2009, at

hesith certificates/

pproximately 10:15

am., the house manager ({ JM) and qualified

mental retardation professk
available for review the per.
amployeas and consuitants
annual health certificates/ i
the personnel records on D
beginning at 4:57 p.m., rew

1. There was no health cey
made available for review f
support staff (S4), and 3 of
and N6).

al agreed to make
nel records for alt
including evidence of

venkrigs. Review of

iber 17, 2008,
lod the following:

inventory
1 of the 12 direct
e 7 nurses (N4, N5

3509.6

See: Attached, oarrent health certificates. ._2-1-10

Al others have beett given until 2-15-10 to sabuit current
health certificates. .. 2-13-10,

MTS will audit complisnce quasterly and will provide
proactive feedback 1o staff and consuliants thet ncod to
provide updated information. ., 2-15-10

Failure t follow up will result in appropriatc sctions by

MTS...2-15-10.
2. The haalth certificates/ | ries on file for 2
of the remaining 4 nurses h jd expired. as follows
{N1 expired on 1/12/06 and N3 6n 5/1/08).
3. There was no health car inv
made available for review fif 1 ¢f the 10
professionsl health consuliz pts (55).
4. The health certificates/ b bentories on Me for
sl remaining professional consuftants had
expired (C1, C2, C3, C4, Cf| C7, C8, C9 and
C10).
At6:36 p.m., the HM said sl je would ask their
corporate office for addition: j dogumentation. No
ik Reguiaton Admimistraion T
\TE FORM CIFW11 ¥ cantinuation sheel 3 of 19
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) 208 | Continued From page &

additional information was
survey ended the following

1 229( 3510.5(1} STAFF TRAININ

Each training program sha
limited to, the following:

{f) Speciafty areas related"
regidents 1o be served inci
to, behavior managemant,
racreaticn, total communic
technologies,

residents In the sample. (!
The findings include:

On Dacembar 16, 2008, &
a.m., a direct support staff
Residom #3 a contaliner of
supploment at the breakfa
who was wearing gresn m
drank it readily. At approx

#3 had removed her right | pr

white tape at the wrist. Th
mouthing her right thumb
this process. At 6:2Z g.m,
from a breakfast piste and

This Statute is not met as pvida
Basedonobsarvation, staifi

residents' mealime protoc |

anothar staff person (82) <k

on her exposed thumb. i pf
rasident's hand with 2 was b

brovided before the
day.

= T
b

] kmﬂ.lde but not be

p thel GHMRP and the
mg, but not limited
xuality, nutrition,
, and assistive

, for one of the three
eﬂdent#s) '

appioximately 6:15
persan {S1) offared
nutritional
table. The dlient,
ts on both hands.

. '!--.:l

andwasmouthhg
S2 wiped the
cloth and then

ey
returned to the dining roon tabic at 6:21 a.m. and
the resident's right hand |t

was secured with
résident was
the mitt) throughout
S1 removed the lid
informed Resident #3

1229

3510,5(9)

members on the menttinae protocol for Cliont #3 md the
RN will follow up with training for the eatire group...2-14-
10,

Too RN will insure that siaifY is clear that the Boost is to be
given sfter the mesl and not before and will as well address
the praper uce of the witts st mealtime. .. 2-14-10. '
The QMRP and facility oxsonger will obscrve st loast one
meal weekly between them for cach sinft (i c. a byeakimt, 2
dizmer, 8 weekend Junch and 2 fourth) 1o insure that all staff
follows the prescribed protocols, ,, 2-20-10.

eafth Regulation Administration
TATE FORM
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1228

1372

Continued From page 7
b. if [the residenf] dces no

et after 3-& minutes

of food being served, staff jhouid provide verbal

prompts,
c. i [the rasident] does no

eat gfter 5-10

minutes, staff should provije hand aver hand

assistance;
d. If [the resident] declines
o. if [the resilent] attempt:

shouid use gentle physical
redirect her back to eating;

staff should fad her;
to hend mouth, staff

pnd verbal prompts to

1. aliow [the resident] exte:

ded time to complete

her mead (30-45 minutes); : jnd

g. if {the resident] declines
meal provide fluids and suj
document intake.

On December 18, 2009, be
approximately 11:00 am., .

breakfast had recelved trai
2009, Obsarvations on De
however, indicatad that the
effective.

3519.3 EMERGENCIES

Each GHMRP shall post by
emergency numbers, whicl

inning at

Q on October 2,
bar 16, 2009,

ewch telephone
include at least fire

and rescue squads, the IocE police department,

each resldent ' s physician,
on-duty administrator,

nd ¢he agency's

This Statute is not met as pvidenced by:

Based on ocbservation and |

hterview, the GHMRP

1228

1372

ith Regutation Administration
‘ATE FORM

CzZrwi1
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failed to post by each telep hone, emergancy
numbers, which include at past fire and rescue
squads, the local poiice de partment, =ach
rasident's physician, and ¥ e agency's on-duty
administrator.

The findings include:

1. On December 17, 2009| at 9:17 am., there
was no fist of emergency a pntact numbers posted
near the telsphone located fn the dining area.
The qualified mental retard
{QMRP) acknowledgad the ro was no list nearby.
She Immediately retrigved b ernergency contact
list from elsewhere and po: jie
telephone.

35193

three telephones on the ug pe
who was present af the tim
there wers no amamency ||
refrieved two emergency o jnta
eisewhare and postad ther ) naar the tslephone in
her office and the telephon ) nesrest the

survey later that day, there s
contact kst posted next to | he
located upstairs in the facil ly (in the 'central’
nurses office),

3521.3 HABILITATION AND TRAINING
Each GHMRP shail provid

and assistance to resident
the resident ' s Individual H

habilitation, training
in.accordance with
ilitation Plan.

This Statute is not met as pvidencad by:

Based on observation, stal

interview and record

Ewmagency ‘contact lists we posted at every phone arca...2-
1-10

bimonthiy, enviropmentsl reviews and will follow up as
needed ... 2-4-10.

vt Reguistion Adnyirmstation
'ATE FORM
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verification, the Group Hor pe for Mentally
Retarded Persons (GHMR P) failed to implement
habilitation and training pr grams in accordance
with their Individual Suppoi} Plan, for two of the
three residents in the sam [le. (Residents #2 and
#3)
The findings include:
On December 16, 2009, R psident #2 wes
obsaerved at her day progr: m from 11:28 ga.m.
unti! 12:15 p.m,
1. At11:44 a.m,, direct su pport staff coukd not
locate Resident #2's comn unication device.
According to both the direc | support staff and the 35213
day program case manage F who were present,
the home had not been se: ing-ﬂledwicsinﬂ:
resident's backpack a8 rec hired. They present . ) »
program data sheets from Novamber and L mmﬂwmm QMRP
December 2008, on which staff had docurmented importance of wking Chog 310 e
that the communication de fice had been device to the d:u $ comeunicalion
available on November 2n| and 3rd and on QMRP Wmﬁu@w ~
Dscember 2nd and 4th bui|was unavailable on all and agreed to use & formal o o
other days during those pe iods. The case Proceas (2 standard sign off form) o verify
manager then presented ah Intra-Agency Teceipt of the commimdoation device daity as well
Communication note, dats } Novembar 23, 2009, a5 daily pick up by the residential staff. The
'“".’,"&"""’”’”""” the home to the ‘;;M&ym:mmdﬁgmrwmmm
roblem, . formg to insure that staff is
P Broviding tedeviosan bing it e
2, At11:57 am., a direct { upport stalf person gl i
presented a lunch plate thift consisted of pureed 2 ‘E‘)‘mz‘“*‘mm{%
chicken, peas and ather fopds. ‘The staff placed program wits & mwﬁwﬁb&y
an angled spoon into the njsident's left hand and fooding mi‘"‘"m."““iz"fmzﬁ‘.“’m
immediately began providi her with iesing the adaptive ibed for her mnd
hand-ovar-hand assistanc | as she ate her first shouid be atiowed 10 do 50 daity at alf meals. The
mouthfuls. The staff conth jued providing QMRP and facifity inanager will insurc that mes]
hand-over-hand agsistanc: | for the remainder of observations are done during routine, monthly
the meal. Earlier that day, however, Resident #2 Visits to the progrum to ingare ongoing
had been observed feedin | herieif breaktast, complisnce by the day program staff.,.2-5.10.

satth Requiahon Adminsbation
TATE FORM L czrwil ¥ continustion shaat 10 of 19
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1422 | Continued From page 10 | 1422
while using the adaptive sf pon.
3, Duringg_'l;r&e:l(atﬂt pm),lt\nlnaa )
abserved that the resident'  wheeichair safety 3. The QMRP Wil medt with day progreim
hamess was not property s pcured. The harna?s Clmqﬂmmwmwmm?ﬁmr
strap was draped loosely 2 bross her elbow region vroperly use the hamess and will offer to tmin
rather than fastened prope fiy down her shoulder staff on its use.,.2-18-10.
and chest. ‘
_ Additionally, the QMRP will mositor
While a8l at the day progr m, at 12:38 p.m,, Mwmwwmumumm
review of Resident #2's "A jnual: Summary, dated managee during periodic visits...2-5-10,
Juna 2005, revealed that ti [e redident was
"dependent upon staff to p pform all activities of
dally #iving except self-fesc <Resident's
name> requires siaff supe in during meals
My uttimate vision: to Incre pee my
independence...”

4. The qualified mental ret jrdation prafessionat
(QMRP) was interviewed t je next day {December
17, 2008) at approximately [9:20 a.m. $he stated
that Resident #2 was gene [ally able to foed
harseif with the angied spc pn. Staff would only
provide hand-over-hand a4 sistance if necessary,
The QMRP further indicats [ that she had visited
Residant #2's day progran | however, she could
not recall whether that had [included a mealtime
observatian,

§. On December 17, 2009, (at 4:10 p.m,, the
QMRF was interviewed fu ther, along with the
house manager (HM) and he RN. All three
concurred that the residen [s sefety hamess
should be secured across per chest and
shouiders at ail tmes whik | she is seatad In her
wheelchair. They all agrex [ that staff should
allow Resident #2 to feed | jerself using the
adaptive spoon.

6. On Decamber 18, 200¢| at approximately 8:20

palih Regulation Adminietration
TATE FORM os
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1422

Continued From page 11

a.m., the QMRP and HM w pra: asked about
Resident #2's communicati pn device. Nelther
was aware that the residen | had:been without the
device at her day program pn the day before.

The HM presented the dev pe and then
demonstrated how it shouk | be used. She and
the QMRP indicated that th p ovemight shift staff
were gxpaectad to place the jcommunication
device in Resident #2's ba kpack and the day
shift saff were to verify tha | it wes in her bag
before leaving for day prog jam. The HM further
stated that she spoke with - gaff after receiving the
November 23, 2008 note fr pm the day program.
Further interview, however |revealed that neither
she nor the QMRP had bedn monitoring since
then to ensure that the resl jent had herdevica
with her and/or that her coy
was being implemented at

tape wrapped around each

taking the resident 10 the b , washing her
hands and replacing the gkves onto her hands.
Al 8:02 a.m., the rasident
and began sticking her har s in her mouth again.
At 8:04 a.m, the direct car } siaff adjusted the
glove on the resident's righ| hand, only. The left
hand remained withouta gpve. At 8:15am., the
resident was ocbserved stic [ing both hands into
her mouth. The direct care| staff was heard
asking the resident to "rem pvé your hands from
your fmouth.*

2008, beginning at 9:25 a1 p., tha quslified mental

During the entrance confer on December 18,
retardation professional (Q E::} and house

| 422

tabont Administration

b CZFWi1
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1422 Continued From page 12

manager (MM) revealed thi it Resident#2 had &
Behavior Support Plan (BS P) %0 addrass hand
meouthing. Furthaer intervie | indicated the
resident used hand mittent (to maintain healthy
hand skin.

1422

clinicai record on
am., revealed a

Review of the Resident #3'
December 18, 2009, at 10:
BSP dated June 13, 2008. ‘BSPhad a
targeted behavior of seif-si hand
moything. The BSP revea pd the following
procedures i address the pehavior:

- provide verbali redirection
- if [the resident] begins tv pand mouth, redirect
her to a sensory “schedule J activity” with one to
one supervision; ‘
| - provide materials or gentik bosly movement,
- engage [the resident] for |0-15 minutes;

- gently assist [the resident| by taking her hands
out of the mouth;

- offer [the resident] items b hold, place
headphones on her;

- if [the resident] continues ko hand mouth for 30
minutes, place the glovas (n her hands and
direct her to an activity witl | physical movement;

- removae the gioves after 15 minutes and offer
activities again; and,

- aiternate periods of glove p on if [tha resident] is
persistent with gloves off a pd interventions.

On December 16, 2009, fs ity staff failed to
salth Regulation Administragon
TATE FORM L - CTFW11
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Continued From page 13
implemeant Resident #3's 8

p-m., review of Resident #
records revealed a note da

resident. however, had not
wearing a chest hamess ¢

p.m., the HM, QMRP and
Resident #1's wheelchair ¢
hamess. At4:27 p.m., the
the June 12, 2009 FT nota
thought this issue had "bes
time. The QMRP could no
note or other form of docis
substantiate that the hame
needed,

Further review of the POs,
interviews with the QMRP-
evidence that the PCP haw
Febryary 12, 2009 order.

9. The facility falled to impl
ensured effective monktori
safety heimet, as follows:

On December 18, 2009, al
a safely heimet on Reslde

s pﬁyslall therapy
June 12, 2009, in

19:0€ a.m., staff placed
t #1's head, as he

1422

#alth Regulation Adninstration
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1422 | Continued From page 14 1422
prepared to leave for day p jogram. The helmet
had = large (appmximatavl% P-nch) :drack \nsabl:f o . A L
on the front, right area. n asked, neither The QMRP will conduct & troining scasion with
the two direct support staff &WIS there with propes implementation ofém’a BSP by...zf;-ﬂ;g?h
hirm had previously noticed fhe crack. Psychalogy will provide fusther training try...2-20-10.
Additionally, the QMRP end facility manager will canduct
On December 17, 2009, b¢ pinning at routine weckly observations fo tnswre that staff follows the
(aﬁproxim:lte‘y 333pm. 8 hommmgor % fsﬁl’ :hm&ehmd-w-mmnhbdmmr' presents itself..,2-
M), qualified mental reta [dation sional - e )
{QMRP) and the RN ware ihterviewed together. m?“ﬁ;dw toanngex will provide co-the-spat
All three stated that they w:jre previously unaware Bep 3 ten they ;‘:;m improper implementation of the
that Resident #1's hetmet v Jas cracked. Staff had e rmisics @ will document the traniag for the
not informed them of the i prning pbeervations )
on the previous day. They paid that the sirap on
his helmet had “just come pose about two 1. A new hamess has ordered ;
weeks” prior to this survey, [and the HM reportedly the individual's Gaitbe;len will bef;(d:li’nmm: e
had ordered & new strap. M 6:02 p.m., the RN intesivg,.. 2-5-10.
IndieabdtmtshemdlnsdeedmohdMand 2 Anpew heloet has been obtained for Client
canfitmed the crack on the jfront. She also #2810
ldentified another crack thi | was on the back of A new wheslchair bad been requested for Clicat
the heimat. #3 via the T19A process prior to the merycy it
has not yet been approved. MTS is awaiting
On Dacember 18, 2009, al mﬁ:‘?mﬂ’rlmwwﬂl,
a.m,, the QMRP presentec a chacklist from The Q!;EP end RN wilnlwefonow m::‘f:hm
a daily accounting of the re progress in their monthty notes. .. 2-20-10.
equipment Review of the
direct support staff had dojumarited that the The QMRP md RN soparwicty will check the: neaded
heimet was in good repair : adaptive equipmentt monthiy to insure that it is in good
in Decembey, including the [past three momings. tepair and {n working order...2-10-10,
The QMRP and the HM ac The facility manager and staff will continue their soutine
staff had hot documented | check and reporting process but the more professional
(strap or cracks) on the oh xmofﬂwQMBPaqdRNwmm::emmw
them knew how lon § 3poiting concorns in & timely mannar and initiating
W on the 'w?'r?“?oal appapuiste foliow up._.2-15.-10.
that they had not verified 8
on the chacklist prior to thi
10. The facility failed to me [ntain Residant #3's
wheelchalr in good repair, js follows:
salth Reguiation Administration ’
TATE FORM [
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Continuad From page 13

On December 16, 2009, at
a.m., Resident #3 was obs
wheeichair. The ieft side o
observed tom and wom do
matal frarnework. Interviex
December 16, 2009, at apj
revealed that she had no k
armnest Review of the res
equipment checklist on De
10:00 a.m., revealed that s
documenting that the whee
repair.

3622.11 MEDICATIONS

wom, illegible, or missing

This Statute is not met a8
Based on observation and
facility's nurse falled to ren
dated cantrolied substanct
of three residents in the 8¢

The finding includes:
On Decembers 18, 2009, &

proximately 7:40
rvixd in her
the armrest was
I, exposing the
with the GMRP on
roximately 3:30 p.m.,

‘ of the worn

ent's adaptive

nple; (Residant #3)

:5¢ p.m., during an

inspection of the medicatic h cabinet, a bottle

holding two Lorazepam 2
in a plastic bag. The label

pills was observed
‘the bottie indicated

an expiration date of June |19, 2008, The
Licansed Practical Nurse ¢ h duiy at that time

axamined the label and co
medication had expired.

At the time of the survey, |
that the faciiity's nuralgg ol

mad that the

ers was no evidence

1 422

3522.11

1-i0.

The expired medication has been properly disposed of.., 2

The medication eabinct will be mdited at minimsm twice
monthly by the RN or the sdministrative support LENS to
insure that expired medications are disposed of in n timely
manaer. .. 2-5-10.

e msure expired medications arc property disposed of and
the fuottity mansgor sudits topical croams applicd with

eafth Reguation Administration
TATE FORM
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Continued From page 16
axpired madications were | pmaired from the
clients’ supplles after the e gpiration date.

3523.1 RESIDENT'S RIGH[TS

Each GHMRP resldenca d shali ensure
that the rights of residents pre cheerved gnd
protacted in accordance wth DC. Law 2-137, this
chapter, and other applical je District and federal
Iaws. ’

This Statuta 18 not met as pvidanced by:

Based on observations, in and record
review, the GHMRP failed (o observe and protect
residents’ rights in accords hea with Title 7,
Chapter 13 of the D.C. Coje (ftymerly ca!lod
D.C. Law 2-137, D.C. Cod}, Tite 8, Chapter 19)
and other District and fede fal laews that govem the
care and rights of persons mental
retardation, for three of the thre residents in the
sample. (Residents #1, #:| ant #3)

The findings include:

1. The GHMRP failed %0 &
wouild ensure residents an
informed of the risks and t

programs and supports, fo
regidents in the sample. (F

lish a system that
legai Quardians were

During the moming medic
December 18, 2008, Resk
administered Risperdal 1 1
7:30 am. During the entit
short while iater, at approx
QMRP and house manage
Resident #1's Risperdal w:
behavior support plan (BS P). They further
indicated that his sister wa p his designated

1484

1500

3523.1

10.

14-10.

The sister of Clicod #1 wili have the accurate Risperdal
disenssion once agein in order to obtain propes, informed
consent for the regimen. Thix review will occur by...2-14-

In the fature, the RN and QMRP sepanately will andit the
ﬁormlmmmlbrymcmnplmdmiymdﬁuy 2
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sirogate health care deck lon-maker.

On December 17, 2009, a]11:14 a.m., review of
Resident #1's individual St pport Plan dated July
29, 2009, revealed that the irasidant was nol
competent 10 make health pare. or financial
decisions and "has a sistefwho signs medical
consents for his medical Is pue

Further review of Residen! [
sheow evidance that the sis je
inlormed of the resident's | per
and the riskg and banefils jss

previously been taking Rig perdnl 1 mg twice daily,
as well as Klonopin. His i [cord indicated that he

medications. The POs rei peis
remained off of both medi ation:

behavioral changes and i p psych
recommendation that he ks

1500

saith Regu

TATE FGRM

AGINBIAton
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Risperdal. She acknowled
contacted the sister on the day before (December

17, 2009) amxi discussed
presented & consant form

signed Decembear 17, 200!
daily. [Note: The resident’

that the facility

issues. She then
the sister had
. far 1 mg Risperdal
actually recaiving

1 mg twice dally, two mes [the dosage
represented on the conser t forrn.] The QMRP
acknowiedged that the fac ity kiad not informed

the sister timely.

2. Cross-refer to 1422,1-6.] Tha: GHMRP failed to
ensyre that Resident #2 re pelved habiitation,
training and support in acc prdance with her

Individual Support Plan. §
program staff did not impk
communication program, ¢
apprapriate level of asslist

iy,
en‘ttmlryday

nct provide an
nca during her meals,

and failad to ensure contir pous whealchair

safety.

3. Cross-refer to 1422,7, 1
ensure that Resident #3 re
training and support in acc
behavior support plan.,

4, Cross-refer to 1422 8- 11
egtablish a system that en
the imaly maintenance of
assistive devices, for two (
the sample. (Resklents #

he GHMRP falled to
Peived habilitation,
brolance with her

. The facility tailed to
mvisbn of, armd

' adaptive and
f the three residents in
and ¥3)

| 500

——

Sec responses for 1422.1-6, 1422.7 and 1422.8.19

aalth Roguiabon Admnstaton
TATE FORM

o CZFW11

Foontinuation shast 15 of 19




PRINTED: 01/25/2010

FORM APPROVED
STATEMENT OF DEFICIENCIES ; ERICLIA (%3) DATE SURVEY
AND PLAN OF CORRECTION > QWM fz;mm CONSTRUCTION COMPLETED
 WING
| Kfposoten ® 12/1812009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE '

MULTI-THERAPEUYIC SERVICES, INt} .

4414-16 JAY STREET, NE
WABHINGTON, DC 20018

(X4} 1D
PREFIX
TAG

PF DEFIGIENGIES
PRECIEDED 8Y FULL
FOING INFORBATION)

SUMMARY STATEMENT
(EACH DEFIIENCY MUST Bl
REGULATORY OR LSC IDENT

D
PREFIX
TAG
DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION
{EAGH CORREGTIVE ACTION SHQULD BE
CROSS-REFERENGED TO THE APRROPRIATE

ox5)
COMPLETE
PATE

R OO0

R 122

INITIAL COMMENTS

A licensure survey was cor Hucled from
December 16, 2009 throug December 18, 2009.
The survey was initiated us jng the fundamental
survey process. A random painple of three
residents wae selected ﬂwF_populaﬁon of four
female residents and one r)ala resident with
various levels of mental ret jrdation and
disabilities. :

 based on

and twa day
L and the review of
wds Including

The findings of the survay
observations at the group h
programs, interviews with s
clinical and administrative r
incident reports.

4701.2 BACKGROUND CF ECK REQUIREMENT

Except as provided in sectijn 4701.6, each
facifity shall obtain a orimin |l background check,
and shall either obtain or ¢ pduct a check of the
District of Columbia Nurse . Nide Abuse Registry,
before employing or using | pa contract services
of an unlicensed person.

This Statute is not met as ¢ nced by:
Based on interview and rev pw of personnel
records, the GHMRP failed [o ensure criminal
background checks had be:jn obitained before
employing or using the cont [act $ervices of an
unlicensed person, for 3 ou |of-12 direct support
staff employed. (S6, S8 anj SB)

The findings include:

On December 16, 2009, at :jpproximately 10:15
a.m., the house manager (i M):and qualified
mental retardation professicaf agreed to make
available for review, the per jorinel records for all
employees and consultants, linciuding evidence of

R 000

R122

R)22

{Sec: attached copies).
Centwiry Link. .. 2-5-10.

‘The three older staff members

MTS wsos Coutury Link for its crimirs! backgromnd
checks, which is a global check and not 4 Joca one. The
mmmmwmchmmwcmm

cilndwi!lbtmdoqovit

th Regulation Admavsiation

ORATORY DIRECTOR'S OR PROVIDER/SUPPL, iR REPRESENTATIVE'S SIGNA

TURE

X8} DATE
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Continued From page 1
criminal background chech

for all staff employed

in the faciiity. Review of th} personnel records on|

December 17, 2008, begin ping at 4:57 p.m.,
revealed no documentatior| svailable to verify that
a background check had b pen cbtained prior to
smployment for the followi g direct support staff:

a. 85 {hired in October 20¢ p);

b. S6 (employment applica jon signed October 8,

2008); and, ' _

c. 58 (employment apphical jon signed January
m)l

At 6:368 p.m., the HM said s ho would ask their
corporate office for additior pl documentation, No
additional information was | jroviced bafore the
survey anded the following Hay.

it should be noted that then | wars 3 other direct
support staff (S1, S2 and S1) for which there was
no avidence of comprehen: jve criminal
background checks, to inch ke il jurisdictions in
which ha/she lived or worke |i (3ee R125),

4701.5 BACKGROUND CHFCK REQUIREMENT

The criminal background cf ok shall disclose the
criminal history of the ;
contract worker for the prav
in all jurisdietions withln whi
employee or contract works | has worked or
resided within the seven {7) jears pri
chack,

This Statute is not met as ¢ idenced by:
Bagad on interview and revi w of personne)
rfecords, the GHMRP failed | b engure criminal

R122

R125

CZFW11
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the employees had worke:
years prior fo the check, fc
support staff whose backg
documentation was made
{51, 52 and S4) ;

The findings include;

On December 16, 2008, &
a.m,, the house manager |
mental retardation profess
avaijlable for review the pe
employees and consuitant
criminal background checl
in the faciiity. Review of i
December 17, 2009, begir
revealed no documentatio
a background check had t
employment for 3 out of 1:
Of the 9 employees whost
Information was provided |
were not comprehensive, |

1. A background check h
the District of Columbia fo
2004. The request form, |
the resuits of the search.

presentod that a compreh

check had bean complete:|,

2. A District of Columbia }
been documented for S2.

personnel records indicate
Marytand when she applie
2003. There was no evide
check had besn obtained |

3. A District of Columbia t
been documented on July
However, her personnel r¢

or ragided within the 7
[ 3 oit of 9 direct
otineg check
available for review.

approximately 10:18
HM) and qualified
pnal agreed to make

or-all staff employed

 personnel records on

hing:at 4:37 p.m.,

avallable to verify that

pen obimined prior to

direct support staff.

background check
review, 3 of those 9
follows:

pl been requesiod In
$1 on January 14,
bwiever, did not reflect
[here was no evidence
nsive background

nel recards for all
-E‘i)r?c,luding evidence of
f

nd check had
, her
that sha livad in
for ampioyment in
hee that a background
tthat jurisdiction.

cikground check had
P9, 2009 for S4,
bord Indicated that she

R125

saith Regulajon Adminstration
TATE FORM
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R 125 Continued From page 3 R125
was employad in Montgor jery County, MD
(elderly care) from Augus! [2609 until she applied
for employment on Septel hber 21, 2009. There
was no evidence that a be pkground check had
been obtained in that juris ficion.
At 8:36 p.m., the HM said phe would ask their
corporate office for additic pal documentstion. No
additional information was |provided before the
survey ended the foliowin | day,
m
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