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W 000 INITIAL COMMENTS |  Woo0o
! o .
~ Arecertification survey was conducted from May | /oo, e C
1, 2013 through May 2, 2013. Asample of three el >

clients was selected from a population of five ! 67
males with varying degrees of intellectual f } 0 i .
disabilities. This survey was initiated utilizing the | 5 /,ﬁ/ /%
fundamental survey process.

~ The findings of the survey were based on |
observations in the home and two day programs,
interviews with direct support staff, nursing and

- administrative staff, as well as a review of client

' and administrative records, including incident | DSP U:,QJ .Su..sP:Ad.e_.cg
i reports. ' : -
| G Lot +o . S /3
[Qualrf ed mental retardation professional COV\p HA LoD 3
' (QMRP) will be referred to as qualified intellectual b oa . <
! disabilities professional (QIDP) within this report.] "%O\fdl.&.q" ‘U‘-Q-KQ*—COJ’TU‘)
W 382 | 483.460(1)(2) DRUG STORAGE AND W 382| &Pov :
RECORDKEEPING ; *
) | DSP apad ;/60/
| The facility must keep all drugs and biologicals Wie dC Coh Gh Jo Ts Faa¥| Naohw';_ws. L—

| locked except when being prepared for .R y\I..
é administration. And &&3‘(0‘@ ( ;
| This STANDARD is not met as evidenced by: C/:SYﬂﬁ gV Vo3
.: Based on observation and interview, the facility ; Rl\) el “
| nonths? med e codion

i failed to keep all drugs locked securely when not |

+ being prepared for administration, for five of the | Q_d_rnm\ b‘h’ﬁ.h oN o O—

_five clients residing in the facility. (Clients #1, #2, wﬂ/ (g %

#3, #4 and #5)

]
|
J
!
The finding includes: ' Pr.o @_M Are
On May 1, 2013, upon arrival to the facility at 7:45 ‘ IB&LJ/DO ‘=L o C.}Je—cﬂ

!

a m., all clients were preparing for departure to
the day program. At 8:05 a.m., direct support

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGI;lATURE TITLE (%6} DATE

= Camm iy Arice ShEevsar é/:Dl/fS

Any deficiency statﬁ%rw an asterisk (*) denotes a deficiency which the |nsﬂtut|on may be excused from correcting providing it is delermlr(ed thal
other safeguards provide sufficient protection to the patienis. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility, If deficiencles are ciled, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2557(02~99) Previous Versions Obsolete Event 1D:99X011 Facility ID: 09G160 if continuation sheet Page 1of2




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/13/2013
FORM APPROVED
OME NO. 0938-0391

" had just completed the morning medication
' administration and that he was the trained

‘ looked over at the medication cabinet and
- discovered that the combination lock was not
i secured. Further observations revealed there
| were two (2) medication bubble packs
| (HydraAlazine HCL 50 mg) lying on the desk,
whlch belonged to Client #5.

| attention that he did not secure the clients’
‘ ' medications after he had completed the
| medication pass. A few moments later at
approximately 8:37 a.m., interview with DSP1
| revealed that when this surveyor arrived to the
facility, there was a lot going on. Further
interview with DSP1 revealed that he forgot to
| secure the medication cabinet and Client #5's
| medications. DSP1 stated that he would
| remember next time to secure the medication
| cabinet after the completion of the morning
[ medication pass.

|

1 that each medication had been secured.
[

1

|

professional #1 (DSP1) was observed sitting at
the dining table looking through the medication
i administration record {MAR). DSP1 stated that he

medication employee (TME). At8:31 a.m., while
walking downstairs to the basement, the surveyor |

’ At 8:35 a.m., the surveyor had to bring to DSP1’s

At the time of the survey, there was no evidence
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INITIAL COMMENTS 1000

2013 through May 2, 2013. A sample of three
residents was selected from a population of five
males with varying degrees of intellectual
disabilities.

A licensure survey was conducted from May 1, |
i

The findings of the survey were based on
observations in the home and at two day

. programs, interviews with direct support staff,
nursing and administrative staff, as well as a
review of resident and administrative records,
including incident reports.

[Qualified mental retardation professional
(QMRP) will be referred to as qualified intellectual
disabilities professional (QIDP) within this report.]

3504.1 HOUSEKEEPING | 090

| The interior and exterior of each GHMRP shall be

- maintained in a safe, clean, orderly, attractive,

~ and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable
odors.

; This Statute is not met as evidenced by:
Based on observation and interview, the group
home for individuals with intellectual disabilities
(GHIID) failed to maintain the interior of the

! facility, for five of five residents in the facility. i
(Residents #1, #2, #3, #4, and #5) '

The finding includes: _ﬂ"@ me\j 0] a_ﬂ- —5 /2/{3

| Observation during the inspection of the iy o heon
| environment on May 1, 2013, beginning at 12:30 LQACUJS n He J
l p.m., revealed the plastic covers on six of the F’EJDLCLL&CQ-’ ' M an

dining room chairs were torn, —F'Cl D, : 4
clottees Nonose! |

Health Reg@&ﬁe%ﬂmstmhon . 7
TITLE (X6) DATE
LABORATOR¥FETRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE COﬂPl_\ ANCE g_,Pg,Q\\ OO 5 / L2

STATE FORM 99X01 If continuation sheét 1 of 2




PRINTED: 05/13/2013

FORM APPROVED
Health Requlation & Licensing Adminisiration
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
HFD03-0147 B. WING 05/02/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
78 53RD PLACE, SE
WHOLISTIC 07 WASHINGTON, DC 20019
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ! D PROVIDER'S PLAN OF GORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
1090 Continued From page 1 1090 Wil @ﬂjﬂ g o

The house manager (HM #1), who was present M""“d’ > W

during the environmental inspection, confirmed ron Q{\{\{\QJ‘\’F’(;QJ od Ty

the above findings. HM #1 also stated findings Q ' 0 ¥ :

would be addressed with maintenance. E:: AU

VARAOYT and_ A hend
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