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X010 | SUMUMRY STATEENT OF DEFICIENCIER T o PROVIDER'S PLAN OF CORRECTION I
ICIENCY MUST BE PRECEDED PREFIX {EACH CORREGTIVE ACTION SHOULD be
FREEX ! AEOLATOR? L0 IS Do) e ! OROSSREFSRENCED TO THE APPROPRUTE DATE
' . !
W 000 i INITIAL COMMENTS W 000: E
A raceriification survey was conductsd from
‘November 3, 2010 through November 4, 2010, ) oLy Ty
utitizing the fundamental survey process. A £ DISTRICT OF c
| random sampie of three clients was setected from ERANENT OF TH T OF pepLt 10
| a poputation of five females with various levels of GOVER T EPARTUER . L OMINISTRATIOR.
’ davelopmental disabiliies. : HEALTH “EG";}#TO\E:T ME. &22 FL0
| CN o W
l The findinga of the survey were based on ~ mm%“gsmﬂﬁw“’ >e 0
obsarvations at the group home, two day \ \ - - I
programe. interviews with clierts and staff, and
the raview of clinical and administrativa recands
including incident reporta, I
W 120 483.410(dN3) SERVICES PROVIDED WITH i W10
OUTSIDE SOURCES

E'l'hafadftyml.mutua.uradl'mt:m:idesuwiw:
i meet the needs of anch clent.

This STANDARD Is not met as evidenced by:

! Based on obsatvation, interviews, and record

; neview, mofadlityfalhdﬁoumummden!s'dav
programs implemented training programs and/or

provided & complete meal In accordance with

hutritional needs, for two of the thrae clients In the !

sampla. (Clients #2 and #3) ;

The findings include:

' 1, On November 3, 2010; Cllent #2 was observed
! @t har day program from 11:25 a.m, untii 1:00

; p.m. At the outset, the ciient was cbsesved

| manipulsting plastic objects (food iteme) a8 part
of her instructional program. At 12:20 p.m., the
client, hupamsmdtnerélmaupputstaﬂm
the treatment room ang walked to the cafeteria.
‘The client did not wash her hands befons sating
“hmeh, Durlng the lunheh, saffwaaobumd

Jsnuiia A, fifeafto

mummﬁmwumm

following the date of survey whether or not @ plan of corraction 15 provided. Fornwshgnomu mmmmm umwmu

mhwnghdmmndmmm“mmmnhw If daficiencies are cited, nwpmdmnmhmm
program participation,

¢ rrm—— -y
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W 120} Coatinued From page 1

* wiging Client £2's Mouth with & nepkin without

' AL 12:45 p.m,, review of Client #2's tralnlng

! pragrams revealed that she had an objective ©
wash her hands befera inch and anather
ebjective to leam haw to wips her mouth with @
napkin. Obsarvations on November 3. 2010.

cansistently Implement her training objectivas.

' 2. On November 3, 2010, Client 23 was obssrved
at her day program from 12205 p.m. untll

Appraxi 1:10 p.m. She finished agting her
junch at 4:06 p.m. and aftar recelving a verbal
prompt from staif, she clenred her plsce setiing.
i The cliant's lunch had consisted of chopped
meatbalie (without tomato sauce) mashed
potatoss, a slice of soft whole wheat bread
(chopped): there was no dassert offered,

At approximetely 1,15 p.m,, intefviaw with the
direct Bupport staff reveaied that she had not
offered the cllant a fruit cup becauss her dist
orders 5ald to avoid citrus fruits (due to the

' acidity). [Nate: Observation of the frult cups In
quastion revealed.no citrus werg if the
mixhyre of choppdd frults.] Further imsrview with
 the direct support staff also confirmed that she
had not offered the chient a substitute foed Hem
for dussant,

At approximately 1:30 pm., interview with the day
program ease mansger revealed that Client #3
was bxpectad to receive 2 full unclt, including 8
" dessert, ag long as the foods were not acidl: and
i did not contain [actose mitk augar, v acoordance

nowever, revealsd that day program staff did not

W 120

with her diet prders: chopped, regular, nwudd,noi

4—————-—*“
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o SUMMARY STATEMENT OF DEFIGENCIEG T PROVIDERTS PLAN OF CORRECTION ")
(EACH DEFIC) PRECEDED CORRECTIVE ACTION SHOWLD BE COMPLETION
"'%EE"‘ muumﬂc:sc%e m&% P%Ex caé%"mmm TO THE APPROPRIATE DATE
| ' 7 DEFICIENCY)
WﬁDlGon&:uedFmpanez W1E‘r wizo ' T e J .
{ dary products. A moment kater, reviaw of the The QMRP will meact with the day propsns af Chene 42
 cllent's physiclan's orders dated October 2010, anmﬁ wum:cmm WI?.D.‘:::
: " y lnzure schedules are
_ confirmed the diet erders as described: w“?‘”%‘”“ﬁﬂfx
On November 4, 2010, the qualifisd mental implementatior: of the objectives., 11:30:10
| retardation profassionsl (QMRP) was interviewed e ot o e oo e il e rovided e s
: in the facllity, beginning ot 1:20 p.m. She stated , substiugies  11-30-10
that "a few months” before the survey, sheamd | Additionally, the QMRP will insirw that she obacrees lunch
the house manager had given the day pragram a mesls during her nouiine monthly visits to the progyam or
a2 of food fems thae were appropeiate for Client her destgnee will do Riowise (the facility mwaags).., (2-1-
#3's restricted diet. The. QMRP then ta
acknowledged, howevar, that she had not
- retumad to ™ie day program o cbearve & funch
and to ensure that the client received a full meal
. in accoreance with her orders.
“W124 ;?g.:zj_sma)(z) PROTECTION OF CLIENTS W124!

The facillly must ensure the rights of ali lients.
Therefore the faclity must inform each elient,
. parent {If tha client i a minor), or legal guardian,
of the ¢lient's medical condition, develapmental
and behevioral status, attendant risks of
treatment, and of the right to refuss treetment.

This STANDARD s not met as evidenced by:

. Based-on observation, staff interview, and recory
i Peview, the faciiity falled to sstablish a system that:
would ensura clients' family members were
informed of the risks and banefits of cliants’
' treatmant, for ona of the three cliants in the
sample. (Chont#1)

| The finding inciudes:

| The facility failed w-ensure that informed congent
Jiwan obtained from Client #1's femily member

FORM CMS-2567{02-08) Provious Vargiors Oclale Event I OK 1K1 Faciity 1D; 0ed0as . If enotinugtion chast Page 3 of 14
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! DEFICIENCY)
W 124 | Continued From page 3 " Wizd
prior to the administration of her psychotropic
medleations.

During the entrance conferenca on November 3, :
2010, beginning at 8:30 a.m., the qualified mental | :
mprda#q-an professianal (QMRP) indicated that | '
Client #1 recaived peychotropie medications o

address har maladaptive behaviprs. Further
Interview revealad the ciient did not have the
capacity to give informed consent for the use of
medications and habilitation servicas.

i‘ Observations during the medication
: administration on November 3, 2010, at 5;30 !
! p.m., reveaied Cllent #1 raceiving Clonazepam 2 [

i ;

+ Review of Ciient #1's cument physician orders
(POS) dated October 26, 2010, on Novernber 3
2010, beginning at 10:20 &.m., revealed on ordar
for Clonazepam 2 mg, twice a day.

The QMRP's stxtemant was verified on
[ Novembar 4, 2010, at 8:20 a.m., Ihrough roview
of Cliant #1's peychological assessment deted
Decamber §, 2000. According to the
assessment, the client "does not evidence the
capaaity to make decisions on her own behalf in
troatment, habilitation, residential piacement, and
financial matters.” Further Interview with the
QMRP during the survey, rovealed that the client
had a farmily member that was involved in her
hablitation planning and decigion making. -

Record verification on November 4, 2010, gt :
10:00 a.m., revasied that Cllent #1's family

member had given informed consent on August
} 5 2010, for Clonazapam 1 mg, twice.a day

L T —

i
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W 124 | Continued From page 4 _ C wiza VI
Interview with the Registared Nurse confirmed ! Tho RN mads in arror in complating the consent fom fo
. 1 that Cliant #1's tamily member. had not givery . Cliemt 43, indiesting one mg of the magiaation whea the
informed consent for he use of Clonexepam 2- wotial dose vias 1wo, The RN callod the sistey, cxpleined
g twice daily. v 4o%0 3 g T s e e it 24
W Wﬁgﬂ,r?ﬁs(am) PROTECTION OF CLIENTS W26 B o dase Lz Provided consmk foc

Bot the /N asd the will review

condeat
= forms befire sent forth o nsure all informetion i
The faciiity must ensure the rights of all clients, scounse... 1 lggg‘ ® ?

Therefore, the facliity must allow individual glients
to manage their financial affairs and tgach them
to do 8o to the sxdent of their capabilities,

This STANDARD is not met as evidencsd by:
* Based on interview and record review, the facility
" feited to ensure clients were baing taught to
, manage thefr inances to the bast of their abilies,
| for oha of the three clients in the sample. (Client

.’3), '

Tha finding includes:

On Novamber 4, 2010, beginning at 12:33 pm.,
review of Gllant#3'»'record revealed that her
Interdisciplinary tearn had met on August 12,
2010 for her annua! review. Reviaw of the new
 program plen revasaled sbx goals for which specific
training objectives had been established. There
' Was no maney-related taining goat or obje
-noted! Al 12:51 p.m._, review of the client's money
. management skills assesament (dated

i mwr 2, 2010) revenled the following skl

!

‘ - could:not filt out deposit and withdrawal slips;, i

I-:uldnotsundmonaywhaoma pisaning;
.a '

!
' l
4
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WASBHINGTON, DC 20019

SUMMARY STATEMENT OF DEFICIENCIES

(x4 1 |
PREFIX | BEMCICNCY MusT BE PRECEDED BY mytLy,
REGULATORY OR LSC IDENTIFYING INFORMATION)

TAG |

™) I PROVIDER'S PLAN OF CORRECTION

W 128 | Continued From page 5 .
- - cotld not oontrol her own major expenditures.

Interview with the qualified mental retardation
; profossional (QMRP) on November 4, 2010,
i beginning at 1:50 p.m., confirned that although
; Clisnt #3 was able to make small purchasas with
staff assistance, she waa not Capabia of !
menaging er own finances, Instead, the facitty |
wa3 responsible for managing the clients '
finances in collaboration with the Department of
Disabllity Services. The QMRE 8lag stated that
i the cllent receives 8 tal Sacurlty lncome
[in the amount ¢f $70,00 Mmonthly as well as a
| :mall stipend (_f_; pg day) for attendance at her
BY program. The QMRP then acknowedged
that Client 43 was not receiving maney :
| Management akils training st the time:
W40 : 483.420(b)( 1)(i) CLIENT FINANCES

| The facllity must establish and maintain a system
. that assures a full and complete accounting of

| cllents' pereonal funds entrugted to the facilty on
' behalf of clients,

I This STANDARD I8 not mat ag evidanced by:

t Basad onsinﬁinterviewandrecordmur. the -
l_fadl!tyl‘aﬂadtoensuraaoyuhmhadbeen

! implementad to maintain g complate accounting

: 0f chients’ persanal funds, for thes of the three

| cllents in the sampie. (Clients #1, #2 and #3)

| The findings includs;

| On Novernoer 4, 2010, at approximatsty 1:30

; P-m., interview with the qualified mental

| retardation professiong) (QMRP} and roview of
) Clients #1, 22, and #¥'5"financial recends from |
| Navember 2008 through Crtober 2010, revealed l

Y —— e s ——

. In the past. Cliant #3 has bad manggeract

! quiwummmmmu.suwmum
simple purchises and ajthaugh she did not rexch
mmumhmhmmrm
(mm'mmwmﬁmm kis
MWMMMMMCIWHMMMII&
dmdnpwuhﬂviddh“mwwﬂlm
mumhhmwmﬂmwh
provided with copartimities to make purchasey of b
d’nlavulléz"o |

H
¥

rommmrmmnmmuom Evand 1D: OXIKT 1

¥ continuation shest Pege 8 of 44
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WMULTI-THERAPEUTIC SERVICES, INC WASHINGTON, DC 20010
. gy ! SUMMARY STATEMENT OF DEFIGIENGIES P b : OF R
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED CORRECYWEACTION 8HOULD BE |
TAG REGULATORY OF LSC m#ua m&% F?-I:’f;'x 7O TS l oaTe
w 140i Continued From page 8 wisg VWO
i that tha facility assisted the cents with The outstaniding 25 dollart has ben re-deposited in exch
| maintalning heir finances. Further record review clicat Sopunt W i documeraion roeord 410 e s
’Wamdngwalmmemmmedm @5, The{documeenmzrion rocoed has
- personal accounts on March 11, 2010, in the . f Financc
amount of $25.00, - Shrpod with oveeaing bt Pera) Adiris.
. Accounrs Manager and the Scifily managey wit
; Interview with the house manager (HM) on to review the status of all client xecount
| November 4, 2010, at 2:15 p.ny,, indieatad that w0 insare tha ell are dosumeancd ead
| the money wes requested for an outing.m the in n tirely Dtascate. . 11-23-10
‘M-Theremm,mmaipls.huwva;hr '

- Juch an outing and no evidence that the funds
i had been redepasited into the cllents’ persona) i
accounts, Moments Iwter, the HM axplvined that ;| '

| onsting, mnu.mmm.mmm the
! check. The HM reviewed the documentl&’),n and
» acknowiadged that the menay had net hoen

r itad back into the ellents! acoounts, She
furﬁerackpoudedgod that the facility had not
Btevicusly identified the oversight

: Al the time of tha survay, the facility failed to
establish and malntain an eﬁaeuvety

| system for the cliants’ personm aceounts. :
* W 26% g%#gg)(a) PROGRAM MONITORING & W 261 )
H ‘ J»

The facility must designate and use a spacially
, Constituted committae or commitaes congisting '
of members of facify staff, parents, tagal ;
 guardians, clients (es appropriate), qualiied
| parsons who have either sxperlence or fraining in '
contemporary practices to change inappropriate i
client bahavior, and parsons with no ownership or ; "
centroling interest in the faciity,

[}

: This STANDARD s not met as evidenced by:
FORM CM3-2567(0259) Previous, Versions Otwtits Event I0: OKIK14 FacRily 10; 09GORE If continuation sheet Pags 7 of 14
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W 2811 Continued From page 7 W 264

Basad on obsarvation, Interview and review of the !
1 Human Rights Commitiea (HRC) docymentation, "
;mwiwﬁiledmensumthmummno
ownership or controlling interest in the faciiity
reviewed and approved clients’ Behavior Suppurt
Plans {BSP3) and invasive medical prosedures, i
for two of tha three clients in the sgmple, (Cents |
#1 and #2) s

The findings inciude:

1 1. During the entrance conference on November |
I'3, 2010, beginning at 8:30 a.m., the qualified ;

* during the medication administration on
* November 3, 2010, at 540 p.m., revealad Client
- #1 received Chlorapraminze HCL 100 mg,

2 mg and Paxil 20 mg. On
November 4, 2010, beginning at 11:20 am,
raview of HRC-related documentation in Cliant
#1's record revealed agendas and signature
sheels for meetinga held on January 29, 2010,
March 28, 2010, May 26, 2019, July 30, 2010,
September 24, 2010 and October 26, 2010,
There were no minutes, however, that
documented the HRC's daliberations, Attached |
to the agenda for the Qctober 28, 2010, meeting
was & list of HRC members who votad to
“approve’ tha change in Client #1's medication,
Raview of the fist, howaver, reveaied. no.
signatures of the persons indicated eisewners as
being “community representatives.”

' 2, On November 4, 2010, at approximarely 10:08
' a.m., raview of HRCrelated documentation In
Client #2's record reveaied agendas and
signature sheets for meetings held on January

FORN CMS-258'H02-09) Pravins Vorsions Oteclely Everd {D: GK1K11 Faciiy 10; ¥ continuation sheet Page 8 of 14
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W 261 | Continuad From page g W 261

+ 29, 2010, March 26, 2010 and several other dates
during 2010. Each signature sheet contained cne
- of two signatures by ndividuels listad as

: "Community representatives.” The agenda for tha
! January 29, 2010, maeling Indicated that Client

' #2's BSP, medication regimen, and incisents

| Wers {0 be reviewsd by the committee. There ,

' was no indication, however, that a vote was. taken
| and there were no minutes thet documeanted

| committee's defiberations on the issues identiflad

i on the agenda, !

! Al approximately 10:15 a.m., s similer agends

! was atiached to a signature sheet dated March

1 26, 2010, The agenda indicatad that In edditon

| to Client #2's BSP, mediaation regimen, and

| incidents, the HRC was to view a

| recommendation that the elient undergo an

| invasive procadure

' (Esnphagngasﬂoduodenosenpy. EQD). Attached

. {6 the sgenda was a list of signaturas, The-

i Signature sheet indicated that 8 out of B HRC
renbers wher voted were iv"“ograsment” with the *
recommendad: procedure. Mowever, further ;
review of the sighatures revesied no signatures of |

| the persons indicated eisewhere as being

| "community representatives.s

" On November 4, 2010, at 1-21 p.m., the QMRP
was asked if the community reprasentatives had

. participated in the deliberations. She replied ves

" but then acknowiedged that the documeantation

" available for review failed to show avidence of

i thelr participation andJor that they (the community |

i representatives) had voted March 26, 201010 -

+ approve Cliont #2's EGD, She then -

| acknowledged that there were o minutes that

[ documented the committee's delibarations.

FORM CMS-2587(02-99) Pravious Varsons Cbeole Event ID: OK1K1
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I
|
1
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E ACTICN SHOULD BE
T | Ao e o oy | " fuasr ARyt e |
Y281 | Continued From page 9 W 261 :"ﬁ’w - ';ns present (or the dismssion. This
The faciiity's HRC failed to chow ovidence that | will gour B : weeting and the
persons with no ownership or controbing interest { An sgendt .'mmp:mﬁa:ﬁwummm
in the facility participated in committee ; B e Jetponsiniilty of thr panicipating QMRP &
| detiberations and vating, e e vy the Ttreans of Progimna... 12+ 1+
W 283 | 483.440()3)(T) PROGRAM MONITORING & | w283 % :
CHANGE ‘ : s '
are conclucted oy wth e wi e B e oioaion st
: consent of the client, parents (it the client is & e o v o T 8 ol the i, i
 minor} or legal quardian, the aror svd submitted & Agw cousent form indicating the
: : ! proper A amymgsﬂmmﬂmmm
- i the proper lom... | 1-22-10,
' This STANDARD is not met as evidenced by: l ' Both the RN and the QMIRP will rovicw compcaed congeot
Basad on interview and racond review, the ! forms bafirs they are cent forth to insors stl inforermtion is
facility's specially-conetituted committes (Human - scuric., J11-22-10

. Rights Committee) falled to ensurs that restrictive |
| programs were used only with written consent, for
' one of the three clients in the sampie. (Client 51 ) : i

The finding Innlqdos:

Cross-refer toWia2d, Clisnt#1's Behavior :
Support Plan, dated December 6, 2009, . ! |
Incorporated the use of psychotropla madication. .
TMMwasreceMngdonazspamngh»io& ,
daily. ‘The facliity's human. rights committes failed "
to ensure that informed consent had beea
' abtaibed from Client#1's substifuted health care
 decisior-maksr (Le. family member) for the dose '
‘ ' that was obeerved being administernd. ‘

V3281 482.480(a)(3)(R) PHYSBICIAN BERVICES W 325

The focllity must provide or obtain annuel physical 5

exarninations of each client that at a minkmurn
inchudes routing screening ta :

examinabions 2s ¢etarmined hecessary by the '
physician. : ;
[ - i
FORM CMS-288710250) Prarvious Vargions Obsviste Evont 10 OK1K14 Facithy 1D- 005008 If continuation sheet Page 10 of 14
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F'rm Jlauuromron ucmewmv?ﬁu wogmom P?EE“ l CROGS-REFERENCED TO THE APPROPRIATE DATE
‘W 325! Continued From page 10 I was wiss |

! This STANDARD i3 net met as evisanced by: !
' Based on staff interview and record vesification, | the
]

! the facilty's nureing staff falled to ansure routine i covered |in the CMP. Clicat #1's lab wark has shown
laboralory testing was scheduled as prdered by Tevels %0 the exnt i it kas boan mecoxtmended

the primary care physician (PGP), for one of tha bt che MP chcks can Do dano omtby ee sppem -
three clients in tha sample. (Client #1) monthly]in conjunction with dre CAMPs. .. 12+1-10 '

{ The finding includes:

During the enfrance confarence on November 3,
2010, beginning at 8:30 a.m., the qualified mental
fetardation professional indicated (hat Chent #1
; Was recently glagnosed with i
Diabetes Insipidus, Review of Grient #1's madical '
focord on November 3, 2010, beginning at 10:20 !
a.m., revealed physician's orders dated from _ :
March 2010 through November 2010, to.compiete :
+ [baratory shudias for liver function teat every

three months. Furthar review of the record
- tevealed no evidence of the laboratory studies,

|

Interview with the registared nurse on November '
4, 2010, at approximatoly 11:00 a.m., confirmed - |
that the studies had. not been i

completed as ardared”

“ The facility's nursing services failed to maintain
. 8n effective internal systemn t ensure that clients’
; laboratory studies were performed at the
frequencies ordered by the PGP,
#W 380 483,460(k)(2) DRUG ADMINISTRATION W 369,

| The system for drug acministration must assure |
| that sl drugs, inciuding those that are '
| self-sdministered, are administered without ervor, I

|

1
1
i
'

This STANDARD is not met as evidenced by: , I J
FORM CME2567(02-39) Pravious Versions Obaalgts Evant ID; OK1KY1 Facily ID); 006084 ¥ continuntion ghest Page 11 of 14
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| :eriﬁcaﬁan, the facility's nurse falied to enaure
1 dhug
aror, Tor oha of the three cllents in the sampls.
(Chnt i)

The finding includes:

retardation professiongl (QMRP} ; stated that

| Client#1's-psychotropic medications had been
recently adjusted due to significant side aMects

' {facisl. sweiling), Observation of tha svening

: megication administration on Nevember 3, 2010,
i @t 5:30 p.m,, revesied the nurse administering
Client #1 Therazine 100 mge Aftar administeting
them , the nurse also stated that Chent
| #1's Thorazine had baen sdjtisted recenty.

 On November 4, 2010, at appraximataly 11:30
-a.m,, review and reconciliation of the medication
observation and physician ordars (POs) ,dated

: October 26, 2010, revealed an order fo
disconinue Thorazing HCL 200 mg, twice a day
and begm. Thorazine HCL. 100 mg, twice a day.
The Human Rights Committee held a speciat

Bpproved the decrease to 100 myg, twice a day.

form that was signed by the client's famiy
member on Qctober 29, 2010,

However, on Novembar 4, 2010, st 12:20 p.m,,
review of Client #1's medication administration

| revealed that the client had continued receiving
Thorazing 200 mg, twice.a day through Oclober

i Based on observation, staff interview, and record

raview on October 28, 2010 and at that time, they |

; records (MARs) for Ociober and November 2010

31,2010, The drap to 100 mg was only reflacted

|
|
!

|

' During the entrance conferenca an November 3,
2010, beginning at 8:30 a.m_, the Qualified mental

Further review of the records revealod a consant !

W 369

]

FORM CGE-2567(02-00) Provious Vendona Obeciots

Event [D: OXIK11

Faciy ID: 00G0M

If continuption sheet Page 12 of 14



FROM :MTS CORP.

R e R T )

FRX NO.

L I

DEPARTMENT OF HEALTH AND HUMAN SERVICES

: 2022448048

Nov. 23 2818 11:33AM P 14
TO: 24498049 P.3712

PRINTED; 11M7/2010
Fo::g APPROVED

SYAYEMENT OF DEFICENGES
AND PLAN OF CORRECTION

{X2] MULTIPLE couarmTcncm
A BULDING

{x3) DATR SLRVEY
COMPLETED

B. YNNG

NAME OF PROVIDER OR SUPPLIER
MULTLTHERAPEUTIC SERVIGES, INC

STREET
027 55TH

WASHIN

19002010 |
, GITY, 6TATE. 297 GODE
-"E
,DC 20019

06 Iy
PREFIX
™

SUMMARY STATEMENT OF DEFICIENGIES |
(GACH DEFICIENGY MUST BE PRECEDED BY PULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX {
Yoo CRO
{

CORREGTIVE ACTIGN SHOLLD BE
FERENCED TQ THE APPROPRIATE

PLAN QF CORREGTION ’ )
DERCIENCY) i

Cantinued From paga 12

beginning oh November 1, 2010. When

interviewed a fow moments Iater, the registered

» hurse axplained that she had faied to write the:
new medication order on the MAR on October 29,
2010. The medication nurses, therefore, had

i continued administering the higher dose of

| Thorazine (200 mg) for an additional two days.

| The facilty falled to ensurs fimely implemantation
| of Client #1's phygician's ordars. ;
. WRMT4 ' 483.480(b)(2)(iii) MEAL SERVICES '

waesi .

i
: Food must be served in a fomn consistent with the
- devalopmental lavel of the client,

This STANDARD is not met a5 evidenced by:

Based on abservation, interview and recond
review, the faclity faied to ensure gl cllents
received their meals In the fonn and conslstancy
that was prescribed, for one of theee clients in the ;
sample. {Client #1) ;

Tha finding inchides:

On November 3, 2010, at 8:10 a.m,:Client #1 ;
was o oating cheese puff balle. Later that
day, at 3:30 p.m., she wes observed aating whole
| cheese crackers, At spproximately 3:45 p.m.,
review of Client#1's physician orders, dated
Novembar 2010, revealed 3 dlst order of fiber
mixture 63 mi, twice g day, high fiber, low
cholestercl, dite skze with ground meats:

On November 4, 2010, at 12:20 p.m_, Clisnt #4

. was observed 8 chicken (lunch meat)

: sgndwich.that was cut info bite size pieces.’ Later
. that aftlemaoon, at 2:00 p.m., she wes obsarved

| aating-cheess puff curks: |

W 369; W36y

W 474]

socurstely mmd tn
. 12-1010, *

qumwmofhmgu

0 bnsure: that they accurstely refioct the
of ench prysnn suppavied . 12-1—1g
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: |
On November 4, 2010, at appraximatsly 1:30 ; The RN will ro-train dyc stafT on the diet rogimen of Client
O ot o ot e | e o
#1 wag prescribed a low and facili B chacrve
chotestercl, high fiber, bie size diet (with no. | | ool ot oy gt WD chocre ot s e

mention that her meats should be served ground |
texture). At approximately 2:33 p.m., review of the !
facility's in-service tralning records revealed that ;
all staff had raceived training on October 15, 2010]
on Cliont #1's health management care plan :
{HMCP), which included the cument diet orgers,
was Mo evidence, howevet, that the training|

cons adhered ... 122110,
Clicat #1 lnhmvdmdwmm»
disterming if indeed o ground texture ix needod for mews.
The RN shd QMEP guestion this given the Sict thm Cliam
@] kmy and demonstrates no difficulty chewing snd
swillowing. .. 13=10-10
| The tesxe iwill fellow the findingy gnd recommendations of
i the pathalogist aftcr her review, .. | 2+16-10

]
i
|
1
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PROVIDER'S PLAN OF CORRECTION
CORRECTIVE ACTION BE

000! INITIAL COMMENTS

, A licensyre survey was condustad from

" November 3, 2010 through November 4,2010. A
random sample of three residents was selected
from & population of five females with various
levels of developmental disabilities,

The findings of the survey wereg based on
- observations at the group home, two day
, Programs, interviews with residents and staff, and

; the review of clinical and administrative records
including incident reporta.

1 wei 3508.7 ADMINISTRATIVE SUPPORT

| Esch GHMRP shalf maintain records of residents
|* funds received and disbursed.

! This Staluta is not met as evidenced by;

i Bosad on stff Interview and rocord roview, the i

= Group Home for Pergors with Memzal Retardation

' (GHMRP) falled to emsure a system had been i

“implemented to maintain a compiete acgounting

. of residents’ parsonal funds, for #mee of the threo
residents in the sample.. (Residents #1, #2 and

N <))

| The findings inchude:

On November 4, 2010, at approximately 1:30 |
i b.m,, intervicow with the qualified mental ;
| retardation professional (QMRP and review of
Residents #1, #2, and#3's financiak records‘from
November 2008 through Oatober 2010, revealed

that the facikity assisted tha residants with :
maintaining their finances. Further record review

fevagied a withdrawal from each of the resldsnts’ |
personal accounts on.March 11, 2010, in the :

1900

1139

. —E—— ot

l |
mlaﬂon Admivawion

LABORATORY DIRECYOR'S OR PROVIDER/SUPPLIER REPRESENTAYVIZE SIGNATURR

(X8) DATE
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e
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1208

|
v
I

}

This Statute is not met os

Continued From page 1

interview with the house Manager (MM) on
tl:ovemhar 4, 2010, at 2:15 i&m.. Indicgted that

8 monesy. was.requested for an.outing-towhe
circus. There were no recaipts, nowever, for
such an outing and no evidence that the funds
had been redaposited into the residents’ persona|
agoounts. Moments later, the HM explained that
the resigents never want to tha circus because
the funds were not mada available in fima for the
outing, The MM, therafore,
check. The HM roviewed the documeantation and
acknowisdged that the meney had not been
redeposited back Into the residents’ aceounts.
She further acknowledged that the GHMRP had
nat praviously identified the oversight,

At the time of the survey, the facility failed to
establish and maintain an effactive accounting
System for the residents’ parsonal acoaunts.

8509.6 PERSONNEL POLICIES

Each employee, prior to employment and
annually thereafter, shall provide a physiclan ' s
cerification that a health inventory has been
performed and that the employee ' 3 health Status
would allow him or her to perform the required
duties.

evidenced by:

Based on Intarview and record review, the Group
Home for Persons with Montal Retardation
(GHMRP) fallsd to ensure each consultant had a
current haalth cerificats, for aix of the twealve
consultanis. (three LPN's, PCP, Nutritionist, and
RN)

i188

| 208

Clapter 3 i _ !
3508.7 o

The o e §

client but B documenmrion record did not reflcer
thia. The tumantatisn receed has bees coevected. .. 11.22-
10

MTS has m.mummmrmmw
thar s with oversering Client Pervoal

Tha Clignt Muntger and the fusility manager will
heet ' reviaw t status of all client t

ioup ta maure G a1l are dacmented and
resonciled fnlllmely wanney, §1-22-10

Heaith Reguiaton Agminisoaton
STATE FORM

ONIKNY ¥ comifuzatien shet 20/9
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1208; Confinued From page 2 1206 |35096 ' e
e finding i : has Hired 8 oew Directar of HR who has bean charged
 The finding includes m persnel Bt recuirerents n:mmn:
- Interview with the house manager (HM) ana e bind boatts e b ey o
: review of the personnel records on November4, | gkl ; i the funpe
MTS will ly ttack such requitements &
| 2010, beginning at 11:45 a.m., revealed the and notity lboth stoff end enemitunts of upcaming isgues.
| GHMRP failed to provide evidence that current Tnformation will be enflectad and distribated to the program
| neatth ceriificates wete on file, for six of the | cites by thi Director of HR...12-15-10

| welve consuttants (three LPNs #2.43, and #3,
| PGP, Nutritionist, and RN).

1229.3510,5() STAFF TRAINING 1229 '

' Each training program shall include, but not be | I
 imited 1o, tha following:

(f) Speclalty areas related 10 the GHMRP and the !
; Mesidents 10 be served Including, but not imited (
| W, behevior management, sexuaity, nutrition,
i recreation, wtal communications, and aegistive
! teehnologles:

i This Statute is nat met au evidenced by:

. Bagad on observation, Interview and recorg

| nyview, the Group Home for Persons whh Mental
" Retardation (CHMRP) failad t ensure ati

'i residents re:atwed their masils in the form and

| congistency was prescribed, for one of three
T residents in the sample. (Reaident #1)

!' The finding inclirdes: _ !

| On November 3, 2010, at 8:10 a,m., Resident #4

I was obsarved eating cheess puff balls, Later that

' day, at 3:30 p.m., she was cheerved eating whole

t cheesg crackers, At approximately 3:45 P, -

{ review of Resident #1's physieian orders, dated

- November 2010, revealod a diet orasr of fiber
mixdure 60 mi, twice & day, high fiber, low

| cholestaral, bite eize with ground meats.

Hexlth RWmAdmkﬂsuthn
STATE PORM - Q1K1Y It confinuation shewt 3 of ¢
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! On November 4, 2010, at 12:20 p.m., Rasident Tho RN Wil ro-train the steff an the dict regimes of Clicar
| #1 was observad eating a chieken (lunch moat) ﬁn?g 'b?:_’l%‘:‘&h“ With the proper texrire
» sanawich that was cut into bite size pieces. Later Tho QMRS and facilley will ob
! that aftemocn, at 2:00 p.m., sha was obesrved meal weskly per ghift (zepanty| )mmm:?wmm
! ealing cheese puft curls. canssterily adhered io 12-1-135. Puaknle
; Clicat 81 faill bo revalustod by spooch pathology
t On November 4, 2010, at approximately 1:30 determi lﬂndaa!mm:inninmdd ﬁr::uu
' M., interview with the house manager had The RN shd QMRP qucstion thiz given the fiee that Client
- indieated that Resldent #1 was prescribed a low #1 has tecth and demouytrates 00 ¢lfficulty chewing and
| cholesterol, high fiber, bite size diet {with no The v B 12 0-10
| mention that her meats should be served ground ey Tollow e flndings end recommmendations f
| taxture). At approximetaly 2:33 p.m., review of o speec) pholopist after hey rview... 12-16-10

' the faaility's in-service training records revealed

, hat all staff had recelvad training on Oclober 185,

, 2010 on Resident #1's hesith management care
pian (HMCP), which included ths current dist

F arders. Thera was 1o evidence, however, that

; the treining had been effective.

405} 3520.7 PROFESSION SERVICES: GENERAL | | 405
dmwmns |

| Professional services shall be provided by
programs operated by the GHMRP or psrsonnel
empioyed by the GHMRP or by arrangemants
betwean the GHMRP and other service providers,

! including both public and privata agencies and

- individual practitioners,

| This Statute is not met as evidenced by

| Based on observation, IMerviews, and record

| review, the Group Home for Persons with Mental
| Retardation (SHMRP) failed tn ensure thet

' residents’ day programs impiemented fraining

. programs and/or provided a complete meal In

i accordance with nutritional needs, for two of the

*:g:e residents in the spmple. (Residents#2 and

! The findings include:
oaith Reguiation ASminlstration

STATE FORM b oKIKN

If consinustion shew. #of 9



FROM MTS

CORP. FAX NO. :202244580428

MUVTLE-CUL Wrivb  FROM:

STATEMENT OF DERICIENCIES
AND FLAN OF CORRRCTION

Nowv., 23 2018 11:34AM P 28
T0: 2448048 P.as1p2

PRINTED: 11/17/2010
FORM APPROVED

01) PROVIDER/SURRLIERICLIA
IDENTIFIGATION NUMBER;

WED03.0238

{42 MULTIPLE CONSY!
A BULDING
B. WANG

NAUE OF PROVIDER OR SUPPLIER
MULTI-THERAPEUTIC SERVICES, INC

SLETION (X3) DATE EURVEY

COMPLETED

44J0404p _

STREET ADDRESS, $IYY, SYATE, 2P CODE

927 BSTH STREEY, NE
WASBHINGTON, DC 20010

SUMMARY STATEMENT OF DEFICIENCIES
DEFICIENCY MUET BE PRECEDED 8Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

L]
PREFIX
TAG

GROSSWRAFERENCED TO THE APPROPRIATE | RATE

Y
1406

[}

|

. 1220 p.m., the resident, her peers and their
. direct support staff left the treatrment room and

' mouth-wiping.

At12:45 p.m., review of Resident #2'9 training

: abserved st her day program from 12:05 p.m.

 acigity). [Note: Obsarvation of the fruit cups in
; question revealed ng clrus products were in the
1 mixture of choppad fruits | Further intarview with

Continuad From page 4 1

1. On November 3, 2010, Resldent 42 was
observed at har day program from 11:25 a.m.
uniil 1:00 p.m. At the outset, the resident was
obsarved manipulating plestic objeots (food
items) as part of her insinsctiongi program. At

walked to the cafateria. The resident did not
wash her hands before eating et During tha
kmch, staff was observed wiping Resident #2's
mouth with & napkin without offering the chent
any verbal Guss or cpportunity (o participate In the

progrems ravealed that she had an ehjective to
wash her hands before lunch anx another
objective to leamn how to wipe her mouth with a
napkin, Obssastions on Novermnber 3, 2010,
however, revesled that day program staff ald not
conglistently implement her training objectives.

2. On Novernbar 3, 2010, Residant 83 was

until approximately 1:40 p.m. She finished eating
her iunch at 1:05 p.m. and after feceiving a verbal
prompt from staff, she cleared her piace satting.
The resident's lunch had conslated of chopped
meatballs (withaut tomato sauce) mashed
potatoes, a sficé of soRt wheie wheat braad
{chopped); there was no dessert offered.

At approximately 1:15 p.m., inlerview with the
direct support staff revealad that ahe had not
offered the resident a fruit cup bocause her dict
ordars 5310 10 avold citrus. {due to the

405

LT A e e

et Pt 541

Haalth Regiation Admiaiaton

STATE FORM o0

OK1K11

¥ continustion shost 8 of 8




FROM :MTS CORP. FAX NO. 2822448848 MNow. 23 2818 11:35AM P 21

NUV-12-2005 BT:@5 FROM: TO:2448p48 P.1@/12
‘ PRINTED: 117172010
FORM APPROVED
) Heal n H I
| ]
8TA oF DATE SURVEY
AND PLAN OF CORREE oM | X1 SRoMoey BT LERCUA “Z’M"S:NT:‘ CONSTRUCTION Meurter:o
A
]
HFDOS 0238 B WING ; 042010 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2 GODE
MULTI-THERAPRUTIC SERVIGES, ING AT B 19
o ! SUMMARY STATEMENT OF DERICIENDIES o PROVIDERE PLAN OF CORRECTION o)
PREFDX - [EACH DEFICIENCY MUST BE PRECEDED RY PU (EALH CORRECTIVE ALTION BHOULD BE COMPLETR
TAG ;  REGULATORY OR LSC IDENTIFYING IFORMATION) PG, | CNOGSREFERENCED TC THE APPROPRIATE DAty
| ~ bERcENCY)
: '
1405] Continued From page S laos 37 P
L] . . I3 m v
the direct support staff 8lao confirmed that che The QMNP will proct with the Gay orogresss o e &2
had not offered the resident a substitute food ftom e ety bactaloy
) for dessert mm»:udaymmrdl%«m
i of the ghjectives... 11
At approximately 1:30 p.m., intarview with the day The day of Ciiere #3 will be provided with o
program case managar raveisd that Resident 73 dotniled mﬁrmmmam”mm"ﬂ
oo 11530040
wasexpeaadtorecalve-mwnch.lndm_a 2: . tho OMEWP wil thad she of Ianeh
dessert as jong a8 the foods were not acidlc and Additlodal " el
meals her vogtine monthly vislts to the program ar
did not contain lactose mitk sugar, in sccordance hes will do (kewise: (the fhoility manages).., 12-1-
with her diet orders: chopped, regular, no-acie, no i0
) dairy products, A moment later, review of the _ : ! o

i resident's physician's orders dgted October 2010,
| confirmed the diet orders as descritied.

. |
, On November 4, 2010, the qualified mental ;
: tetardation professional (QMRP) was intarviewsd : !

j in the facility, baginning at 1:20 p.m. She stated b
that "a few months® before the survey, she and |
the house manager had given the day progmm a
st of food items thal wera appr for |

{ Resident #3's resiriciad dist. 'The GMRP then o

| acknowledged, however, that she had not %
retumad to the day program to. obeaive 3 lunch

~and 1o ensure that the resident raceived & full
meal In accordance with her orders.

| 443, 3621.7(m) HABILITATION AND TRAINING | 443

The habilitation and training of residents by the
GHMRP shall include, when appropriate, but not
be kimited to, the following ames; -

| (m) Financial management (including budgating
| and hanking);

This Statute s nat met as avidenced by:

- Based on Interview and record review, the Group
Home for Persons with Mental Retardation
(GHMRP) failed 10 ensure residents were being
taught to manage thair finances to the best of
Health Reguiation ACmEsTason ' ' '
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| Continued Frem page 6

their abilities, for ena of tha three residents in the
sample. (Resident #3)

The finding includes:;

+ On November 4, 2010, beginning at 12:35 p.m.,
+ review of Resident #3's record revealed that her
interdisciplinaty team had met on August 12,
.2010 for har annual review. Review of the new
program plan reveaied six goasis for which
specific training gbjectives had been sstabiched.
Thare waz. no mo goal.ar

ney-rolated training
.| objecivencted. At 12:51 p.m., review of he

. resident's monay managemant skills assesarment
| {cll(?ljad :depﬁembor 2, 2010) revesled ths following
| skitl needa:

- Couid, not fill out deposit and withdeawal siips;
;gdould&not spend money with soma .. hining;

| « could nat contral her own major expendires.

Interview with the qualified mental retardation
professional (QMRP) on Navember 4, 2010,
beginning at 1:50 p.m.. confinmed that although
Resident #3 was able to make small pyrchasaes
with staff assistance, she was not capable of
managing her own finances. Instaad, the faciiity
was responsible for managing the resident's
finances in coflaboration with the Department of
Disabillty Sesvices. Tha QMRP also statad that
the resident Supplamental Securily Income in the
{ 8maunt of $70.00 monthly as well 23 a amall

| stipend ($1 per day) for attendence at her day
program. The QMRP than acknowiedgad. that
Resident #3 was not receiving money
management skifls training st the tme.

1443

3521.

smple

|
!

L ient #3 has had money manegethant
gjﬂ&m&wumm.mwwbm
purcheses and although she did siot rach

T

f:emoptdnn of the YOT thm Clizn #3 hag tow potentisl t
p funber

et e am

. — i

reachad her mudmum potenial level
Bean with verbel assistance from a1, 1 I
this aldfH] wta The QMRP will docusent
in her motes snd Clicot #3 will informally bo
with jext t0 ke purchases of her
1122:10

i
!
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1 800/ 3523, RESIDENT'S RIGHTS

Each GHMRP resigence director shail ensure
that the nghu of residexts are observed and
protected in accandance with D.C. Law 2-137, this
chapter, and other applicable District and fedaml

I lews.

This Statute is not met as avidenced by:

Based on obesrvation, staff interviaw, and rencrd

rwfew the Home for Petwons with Menial

‘ rdation (GHMRP) falled #n sstabiiah a
syttnm that would ensure residents’ fa

members warg informaed of thelr rigks and

benatiis of rosidants’ treatment, for one of the

threa residents in the sampia. (Resident #1)

The finding includes:

The facility fatied to ansyre that informed consent
was obtained from Resident #1's family member
prior to the administration of her paychotropic
medications.

i i During the entrance confersnce on November 3,

+ 2010, beglnning at 8:30 a.m., the qualified mental
retardation profassional (QMRP) indicated that
Resident #1 received psychotropic medications to
address har maladaptive behaviors, Further
interview revealed the ragident did not have the
capacity t© give informead consent for the use of
medications and habilitation sarvices,

+ Qbaervations during the medication
administration on Novamber 3, 2010, at 5:30
p.m., rvesaied Resident #1 receiving
CIonazepam 2 mg.

Review of Resident #1's wn'ent physician orlers

1500
1500
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