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INITIAL COMMENTS

An [nitial certification survey was canducted from
September 15, 2008 through September 16, 2008
utilizing the full survey process. A random
gample of threg clients was selscted from a
population of six females with various lavels of
mental retardation and disabilities.

The findings of the survey were based on
observations at the group home and three day
programs, interviews with clients and staff, and
the review of clinical and administrative records
including Incident reports.

483.410(d)(3) SERVICES PROVIDED WITH
OUTSIDE SOURCES :

Tha facliity must assure that outside services
meat the neads of each ¢lisnt.

This STANDARD is not met ae evidenced by
Based on observation, interview and record
review, the facillty failed to snsure that outside
sarvices met the neads of one of the two cllants
Included In the sample. (Client#1)

| The finding includes:

On September 15, 2008 at 11:30 AM, Client #1
was observed at her day program having lunch.

.| The lunch consigted of chopped meat ioaf, and

string beans, peas, whole wheat bread,
applesauce, apple julca and milkk. The other
clients in the classroom lunch consistad of meaat
loaf, string beans, and rice, et¢. Interview with
the direct care etaff indicatad that the cllent's diet
was "no starch and finely chopped meats”.
Further interview with the lead kitchen staff
indicated that the client received @ 1200 radueing
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ho added salt, iow fat, low cholesterol bite slze,
finaly chopped meat, diet.

Interviaw with the Qualified Mantal Ratardation
Professional (QMRP) and Registered Nursa (RN)
on Septamber 18, 2008 at approximately 4:00 PM
revealed that the cllent's diet was changed on
August 3, 2008 to low fat, low cholesterol, high
fioer chopped dlet Review of the ¢llant'a current
phyzician orders concurred with QMRP and RN.

There was no evidencs thet the day program staff
implemented Cliant #1's dlet a5 ordered.
483.420(c)(6) COMMUNICATION WITH
CLIENTS, PARENTS &

The facliity must notify promptly the client's
parents ar guardian of any significant incidents, or
changes in the cllent's condition inciuding, but not
limitad to, serious lliness, #ccident, death, abuse,
or unauthorized absencs.

This STANDARD ig not met a3 evidenced by
Based on intarvisw and racord review, the faclilty

falled to notify parents or guardians of significant

incldents for one of the thrae cliants included in
the sampls, (Client #3)

The finding includas;

J Review of the facility's unusual incident reports

and investigative reporta on Beptember 15, 2008
at 9:00 AM, revealed that the facility failed to
notify Client #3's guardian immedistely of the
following incident:

On September 12, 2008, staff discovered a brulse
an Client #3's right arm. '

W 120

W 148

e

|

The Cacilibg will ensue

oM el dLads &S
Prpoied  ® “?enplra.t
pespic. S 4t W Wil
epn FL bvained O YRS
Mades . Whert. s\t FPUNY . S
ConmBnan mun Aoy will
e maindta el Te Svpperd
it our ebferes . Vraiaiay
Sehclta For VO[2L,

IO‘&\‘W

FORM CMS-2567(02-09) Fravious Verslona Obaciste

Event ID: 3ZGV11

Faclity ID: 08@222

If samtinusiion shoot Page 2 of 10




10/15/2008 15:30 FAX

PEPARTMENT QF HEALTH AND HUMAN SERVICES

Goods 018

FRINTED: 08/26/2008

FORM APPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVICES OMB NQ,_0838-0301
STATEMENT OF DEFICIENCIES *1) PROVIDER/SUPPELIER/CLIA (@2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIGN NUMBER: COMPLETED
A, BUILDING
. WAN
096722 B VNG 08/16/2008

NAME OF PROVIDER OR SUPPLIER
WHOLISTIC SERVICES, |

STREET ADDREES, CITY, STA
5310 C STAEET, SE

WASHINGTON, DC 20019

, ZIP CODE

(x4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(BACH DEFICIENCY MUST BE PRECEDED BY FUL|,
REGULATORY DR LSC IDENTIFYING INFORMATION)

FROVIDER'S PLAN OF CORRECTICN
(EACH CORRECTIVE ACTION SHOULD BE
CROSE-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

1D
PREFIX
TAG

coMbLETION
DATE

W 183

w158

483,420(d)(2) STAFF TREATMENT OF
CLIENTS

The facllity must ensure that all allegations of
mistreatment, neglect or abuse, as well as

. injuries of unknown source, are reportad

; immediately to the administrator or to other
officiale In accordance with State law through
estabiished procedures.

This STANDARD (s not met as evidenced by!
Based on interview aind record review, the faclity
failad to ensure that all unusual Incldents
including Injurias of unknown origin ware reported
Immediately to the administrater and other
officlals according to district law (22 DCMR,
Chapter 35, Section 3518.10) one of the four
clients residing In the facility. {Cliant #4)

Tha finding Includes:

Interview with the facility's Qualified Mental
Retardation Professional (GMRP) and review of
the facllity's Incldents reports, including available
correspending investigatlve reparts, on
Septamber 16, 2008 at 5:00 AM revealed the
following:

On January 8, 2008, staff discoverad a bruisa on
Client #3's right arm. Continued raview of the
facility's Incidents failed o provide evidence that
the incident was reported Immediately to other
officials in accordance with State law.
483.430(a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

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

qualifiad mental retardation professional.
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This STANDARD is ngt met as evidenced by:
Based on intarview and record review, the facllity ,
failed to ensure that each client's active treatment Cliear & 1's DM PRobiaM
program was Intagrated, coordinated and is provtoled with & Copy of toufon

moanitored by tha Quailfied Mental Retardation

 Professional (QMRP). Yo €05 on o menrhly Basis
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objectives identifisd by the interdisciplinary team. See. sz'l q
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W 194 | 483.430(e)(4) STAFF TRAINING PROGRAM | W 154

Staff must be able to demonstrate the skills and |
techniques necessary to implement the individug! .
program plans for each client for whom they are
respohgible,

This STANDARD ia not met as evidenced by:
Based on observation; staff interview and record
verification, the facillty falled to demonstrate
competengy In impismaenting clients diets for two
of the three cliants in the sample (Cllents #1 and.

#3) NW\Tr‘hW\ Ta=-strvie has l°{1.\].,'3
The findings include: been schedmted Ao 10]21]ch
LA -
1. The facilty fefled to ensure staft dispiayed m:%% e - baind
competency In Implementing Clisnt #1's diet :
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order.

Observatlons during the dinner on Septamber 15,
1 2008 baginning at 6:30 PM, Cliant #1 was

cbserved being sarved barbacua chicken, brussel
sprouts, and potato galad. After the client
completed har meal, she asked for more potato
salad. The direct cara staff was obaerved serving
- the client @ second helping of potato salad.
' Raview of the client's ¢urrent physigian order
revealed a diet order law fat, low cholesterol, high
fiver chopped diet Review of the dlet
procedures on Septambar 16, 2008 at
approximataly 10:00 AM reovealed that elients who
ara pressribed low fat, low cholestarol diets
should only be provided seconds of frults and
vogjetables.

There was no evidence that the facility implsrant
Client #1's dlet as ordered.

2. On September 153, 2008 at 6:20 PM, during
dinner abssrvation, the House Manager (HM) was
obsarved giving Cilent #3 a diet soda that
contained caffiene. The client consumed the dist
drink along with her meal, After the client
consumed her meal, she hagan requesfing
another diet soda. The client became aggressive
and was displaying self-injurious behaviors.
Interview with the HM indicated that the cilent
could hot recelve another diet drink bacause she
received a diet soda after she completed her walk
at 4:20 PM. Review of the ¢lient current physiclan
order reveslad a dist order of low fat, high fiber,
caffeine free, choppad dilet,

There was ho evidence that the facility implement
Client #1's dief as orderead.

W 247 | 483.440(c)(6)(v) INDIVIDUAL PROGRAM PLAN
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The individual pragram plan must Include
opportunities for ¢lient choice and
sal-management,

This STANDARD ¢ not met as evidenced by: |
Based on observation, staff interview and record
reviaw, the facility failed to offer clienfe a choice
of snacks for gix of the six ¢clients included in the
sample. (Clients #1, #2, #3, #4, #5, and #6)

The findings include;

1. On September 15, 2008 at 4:4% PM, staff was
observad giving Clients #7, #2, #3, #5, and #5 a
banana and a cup of water. Observation and
interview with the direct cara staff on Septamber
18, 2006 Indiosted that the clients anjoyed the
snack they recelved, During the inspection an
September 16, 2008, thers was a variety of
$n&cks In the pantry and the refrigerator, Atno
time during snack time ware the clients given the
opportunity to select a anack fram the varlety of
foad choices. |

2. On September 15, 2008 at 4:50 PM, Cllent #4
was observed recelving a shack of banana and a
cup of water. The client did not complete her
banana, (nterview with the dlrect care staff
indicated that the cliant did net like banangs and
prefarred oranges or apples. During the
ingpection and review of the menu book on
Septomber 16, 2008 at 12:15 PM revoaled a |
vatiety of snack tems on the snack list as well as
variety of enacks in the pantry and the
refrigerator. At no time during enack time was
Client #4 given the opportunity to select a snack
or anothar snack from the variety of food choicas,

W 247
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483.440(d)(1) PROGRAM IMPLEMENTATION

As soon as the interdlisciplinary team has
fermulated a cllent's Individual program plan,
each cllent must receive a continuous active
treatment program consiating of needed
Interventions and sarvices in aufficient number
and fraquency to support the achlevernent of the
objectives |dentified In the individual program

" plan,

. This STANDARD is not met as evidenced by:

Based on observation, staff interview and record
review, the facllity failed to .ensure that clients -
recslvad eontinuous active treatment to support
achievement of individual program plan (IPP)
objectives [dentified by the interdisciplinary ieam
far one of three clients in the sample. (Client #1)

The findings include:

1, During the morning medication administration
cbservation on Septembar 15, 2008 at 8:04 AM,
the TME was cbserved administering Client #1's
medication. The TME punched the medications
from the bubble pack, put the medication in
applesauce, poured a cup of water, spoon fed the
client's medications and gave the cup of water 10
the client. The client consumed the water with
verbal prompte. The TME was observed throwing
the medication cup In the trash can,

Interview with the Quallfisd Mental Retardation
Professional (QMRP) and Registered Nurse (RN)
on September 16, 2008 at approximately 4:00 FM
indlcated that the Cllent#1 had a self medication
program. Further interview with the QMRP and
RN ravealed that the program was “run in the

W 249
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evening for the sake of time.” Raview of the
clients self medication assessment dated January
30, 2008.

Review of the Individual Program Plan (IPP) an
Septomber 16, 2008 at approximataly 10:00 AM
revealed the client had a self medication program
with tha following objective which stated, "Given
physleal assistance from staff, [the client] will
follow the steps of drinking water from a eup
during medication pass 60% of the recorded trials
per month". The objective reflectad the following
steps:

» pour water into a qup;
- drink water; and
« take cup to the kitchen;

There was no evidence that the facility's TME
allowad Cllant #1 to participate in self medication
aa opportunity allowed.

2. After dinner observations on Septamber 15,
2008 af 6:40 PM, diract care staff was obsarved
wiping the dining roem table, putting the client's
dishes Into the dishwasher and putting the food
away In containers, Clisnt #1 was sltting at the
t dining room table while the direct care staff wag
performing dinner clean up activitles. Intarview
with the direct care staff indlcatad that the client
can participate in dinnor preparations and clean |
up. Review of the client's IPP dated July 28, 2008
revenisd an objactive which statad, "when givan
verbal prompts from staff, [the clienl] will load
dishes in the dishwasher 100% of recerded trials
per month."

There was no evidence that Client #1 was given
the opportunity to participate in her activities of

e
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W 249 | Continued From pege 8
daily living skills.

W 382 | 483.460(/)(2) DRUG STORAGE AND
' RECORDKEEPING

The facility must keep all drugs and biclogicals
locked except when being prepared for
| administration.

This STANDARD Is not met as evidenced by:
Basad on observation and interview, the facility
falled to provide svidence that all drugs and
blaloglcals remained locked exeept when being
prepared for administration.

The finding Includes:

On September 16, 2008 at 7:35 AM, & tube of
Oxistate 1% cream was located on the ¢ounterop
where the TME began meadication adminstration.
It should be noted that the door was wide opened
upon entry. Interview with the staff indicated that
the nurse and the Qualified Mental Retardation
Profassional (QMRP) shared the office. Interview
with the Register=d Nurse on September 16,
2008 at approximately 3:50 PM revealed that the
TME or nurse adminigiers foot creams. Atthe
time of the survey, the facllity falled to ansure Its
bivlogicale remained secured and lockead when
not b=ing administered.

W 455 | 483.470(){1) INFECTION CONTROL

There must be an active program for tha
pravantion, control, and Investigation of Infaction
and communicable diseases,

This STANDARD i not met as evidanced by.
LBasend on observation, the facility falled to

W 249
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impiement infectious conitrol procedures to
pravent communicable infectious diseases for
one of the thras clients in the faeility. (Cllent #2)

The finding includes:

The facility failed to ensure that Client #1 washed
her hands prior having her afternoon snack.

1. On September 15, 2008 at 4:00 PM, Client #1
arrived home from day pregram. At 4:20 PM,
Client #1 began cussing and fussing with Client
#3. The House Manegear (HM) was observed
escarting Client #1 on a community walk, At
4:40 PM, Client #1 was observed returning to the
facliity, sitting at the dining room table and éating
a shack of bananas and water. The ¢lient was
observed eating the bananag with her fingers,
Interview with the client indicated that she had
returned from a community walk,

The cllent was not observed to wash her hands
before going into the dining room to have her
snack. Atno time did the staff dirsct the client to
wash her hands prior to having her snack.

2. On September 15, 2008 at 6:05 PM, the HM
was observed setting the dinner table. Client #2
was heard coughlhg. Ths cliant was obeerved
with mucous coming from har mouth. The House
Manager went over to the client, wiped the
mucous from the client's tongue and mouth with a
papar towal with no gloves on. The HM
immediately went back to seiting the table. The
HM was not cbserved to wash her hand after
assisting the cllent,
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The findings of the survey were based on
observations at the group home and threg day
programs, interviews with residents snd statf, and
the review of clinical and administrative records
Incluging Incident reports.

1047 3502.5 MEAL SERVICE / DINING AREAS 1 047

Each GHMRP shall be respansible for ensuring
that meals, which are served away from the
GHMRP, are sulted to the dietary needs of
residents as indicaied in the Individual
Habilitation Plan.

This Statute |s not met aa evidenced by;

Based on observation, staff interview and record
verification, the faclilty falled to ensure that meals
served away from the GHMRP suited the
residents dietary needs for one of the threa
residents in the sample. (Resldent #1)

The finding Includes;

The facliity fallod to snsura ataff demaonstrated
campetangy in implemanting Resident #1's diet
order.

Obgervations during the dinner on September 15,
2008 beginning at 6:30 PM, Resident #1 was
cbsarved being served barbecue chickan, brusss|
sprouts, and potato salad, After the resident
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A licensure survey was condugted from
September 15, 2008 through September 18,
2008 utilizing the full survey process. A random é/Ww{ iD ,6 g%
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population of six females with various levels of GOVE NME@LS&W&?’%@S OF COLUMB"r-
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complsted her meal, she aaked for mors potato
salad. The diract care staff was observed serving
the rasident 3 second helping of potate salad.
Review of the resident's current physician order
revealed a diet order low fat, low cholesterol, high
fiber ehapped dlet. Review of tha dlet
procadures on September 16, 2008 at
approximately 10:00 AM revealsd that residents
who are prescribad low fat, low chalesterol dlets
should only be provided seconds of frults and
vegetables.

Therae was na avidence that the facility implement
Resident #1's diet as ordored.

3509.3 PERSONNEL POLICIES

Each superviser shall discuss the contents of job
descriptions with sach employee at the beginning
employment and at lesst annually thereafter,

This Statute ie not met as avidenced by:

Based on record review, the GHMRP falled to
have an flle for review current job descriptions for
all amployees.

The findings Include:

Review of the persannel files conducted on
Septamnber 15, 2008 et approximately 3:40 PM,
revealsd the GHMRP falad to provide evidence
that the facility discussed the contents of job
description with staff. It should ba noted that the
preset recorded did not include & Job description
for Staff #5, #6, #7, #8,# 8, #12 and #M13.

3618.56 EMERGENCIES

Afier medical services have bean secured, each

1047

1203
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GHMRP shall promptly notify the resident ' =
guardian, his or her next of Kin if the resident has
no guardian, or tha rapresentative of the
sponsoring agency of the regidant ' s status as
soon as possible, followed by written notice and
documentation no later than forty-slight (48) hours
after the incident

This Statute is not met as evidenced by:

Based on staff interview and record review, the
GHMRP failed to pravide avidence of the prompt
notification of parents or guardians of significant
incidents for one of the three residents in the
sample. (Resident #3)

The finding Inclutdes:

Review of the facility's unusual Incldent raports
and investigative reports on September 15, 2008
at 9:00 AM, revealed that the facility falled to
notify Resident #3's guardian immediately of the
following incidant:

On September 12, 2008, staff discoversd a
brulse gn Resident #3's right arm.

3621.3 HABILITATION AND TRAINING

Each GHMRP shall provide habilitation, tralning
and assistance to residants In accordance with
the resident ' s Individual Habilitation Plan.

This Statute s not met a=s wvidenced by:

Based on nterview and record review, the
GHMRF falled to provide training and assistance
to residents in accordance with the thalr
Individual Habllitation Plans for one of the three
residants included in the sample. (Resident #1)

The findings in¢lude:

|1 374

See Wil

| 422
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1. During the morning medication administration
observation on Septamber 15, 2008 at 8:04 AM,
the TME was observed administering Resident
#1's medication. The TME punched the
medications from the bubble pack, put the
medication in applesauce, poured a cup of water,
spoon fad the resident's medications and gave
the cup of water to tha client. The resldent
consumed the water with verbal prompts. The
TME was obaerved throwing the medication cup
in the trash can.

Interview with the Qualified Mantal Retardation
Professionat (QMRP) and Registered Nurse (RN)
on September 16, 2008 at approximately 4:00 PM
Indlcated that the Resident #1 had a self
medication program. Further interview with the
QMRP and RN revealed that the program was
"run in the evening for tha sake of time." Review
of the residents self madication assesament
dated January 30, 2008.

Review of the Indlvidual Program Plan (IPP) en
September 16, 2008 at approximately 10:00 AM
revealed the rasident had a self medication
program with the following abjective which stated,
“"Givan phyelcal assistance fram staff, [the
regident] will fallow the steps of drinking water
from & cup during medication pass 60% of the
recorded ftrials per month". The objective
reflacted the following steps:

- pour water into a cup;
- drink water; and
= take cup to the kitchen;

There wae no avidence that the faclliiy's TME
l allowed Resident#1 to participate In self
medication as opportunity allowed.
| Fsdith Regulation AdminlsTation
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2. After dinner observationa cn September 15,
2008 at 6:40 PM, direct care staff was observed

 wiping the dining room table, putting the

resident's dishes into the dishwasher and putting
the food away in containers. Resident #1 was
sitting at the dining room table while the direct
care staff was parforming dinner clean up
activities. Interview with the diroct care staff
indicated that the resident can participate in
dinner preparations and clean up. Review of {he
rasident's IPP dated July 28, 2008 reveasled an
ob|ective which atated, "when given verbal
prompts from staff, [the resident] will load dishes
in the dishwasher 100% of recorded trials per
manth." ‘

There was no evidence that Resident #1 was
given the oppertunity to participate in her
activities of daily living skille.
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R 0001 INITIAL COMMENTS R 000
A licansure survey was conducted from
September 15, 2008 through Septémber 16,
2008 utilizing the full survey process. A randem
sample of three resldents was aeiected from a
population of slx females with various levels of
mental retardation and disabilities.

The findings of the survay ware based on
observationa at the group home and three day
pregrama, interviaws with residents and staff, and
the raview of clinical and administrative records
Including incident reports,

R 125/'4701.5 BACKGROUND CHECK REQUIREMENT | R 125
The eriminal background check shall disclose the
criminal history of tha prospective amployee ar
contract worker for the previous séven (7) years,
In all jurlsdictions within which the prospsctive ‘
employee or contract worker has worked or

resided within the seven (7) years prior to the ’
check.

This Statute s not met as evidencad by:

Based on the revigw of records, the GHMRP
falied to snsure criminal background checks
disclosed the ¢riminal history of any prospective
employea or contract worker for the previous:
seven (7) years; in all jurisdictions within which
the prespective ampioyse or contract worker has
workad or rasided within the seven (7) years prior
to the check,

Criming  baaKemuad chcks
heve. been done fu<e
1211 emMplonees.

|°\\
The finding includes: 1)

Review of the personnel filss on August 28, 2008
revealed the GHMRP failed to provide evidence
of criminal background checks for eix direct care
staff (Staff #5, #6, #9, #12, #13, and $16).
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