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| A recertification survey was conducted from Aprtf | l !
|22, 2008 through April 24, 2009. The survey was | | \g !
| inkiated using the fundamental Survey process. A | o % -
| random sampie of three clients was selacted from | @7\
a resident population of five men with varioys | , 3, (
' disabilites. Tho findings of the survey were | = 2 AL ,
| based on observations, irterviews with staff In the _ : o, DX
' home and at twd day programs, ag well as a i j Cx /@ |
! raview of client and sdministrative records, I | Ry
including inciden tion reports. I o |
W 124 | 483.420(a)(2) PROTECTION OF CLIENTS i W1z24l 4 |
! RIGHTS [ i 9 l
| The facility must ensure the rights of el clents, , i |
| Thersfore the faolilty must inform each client, ! ‘
' parent (If the client is a minor), of legal guardian, | | I
| of the client's medical condition, developmental i A
. &nd behavicral stetus, attandant risks of | j = ;
treatment, and of the fight 1o refuse treatment. , : > “%o ;
; 2 i
| . | = 4/% |
| This STANDARD Is ot met ae evidenced by: | | @ ¥ :
| Based on observation, inlerview, and resord : | ng/ ,
| raview, the facillty falied to ensure the nights of ; -
each client and/or their legal guardian tobe | | !
| informed of tha client's medica) oondition, | . a
- developmental and behavioral status, attendant ; ‘ !
| risks of treatment, and the right to refuse i ,
treatment, for one of the three clients inciuded In . i :
| the sample. (Cllent #2) | : i
! ; ! ' ‘
The finding includes: i |  The sister for client #2 |
: ! d f )
- During the entrance conference on April 22, 2009, i 3,?2726}:33, °°§§:“§“ u;:de |
] 8t appropriataly 3:48 PM, '""M”‘m.' the ! ' aware verbally of the :
House Manager (HM) revealed that Client #2's ' | n 1 dicati :
| sister was identified as designated surogate . | | chenge in medication. i
TILE BMoATE

@ daficiency which the instiution m mﬂmwumuh«mm
o ! e .wﬁnuu%hmhmmmmdnmaumm::y:
foliowing the cate of au whethar or not 2 pien of comect b provided. For aursing homes, 1 sbove findings snd piane of comrection s disciossb

mmmmmmmmmmumuumw Hmluelu.mwmupmuoﬂwmhmbmm
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W 124! Continued From page 1

|hb med .

.I Evehing absarvation of the medication
| administration at 7:18 PM, revealad Client #2

' mg, Luvox 150 mg, and Risperdai 3 mg by
| mouth. Intarview with the Trained Medication

. Empioyee (TME) during the medication
' administration pass mlhd that the

| maiadaptive behaviors,

] 2000 at approximatsly 1:40 PM, revealed s
. written physicien's monthly consultation visit

| the client's Risperdal from 2 mg to 3 mg twice
dally. Further medical record review revesied
i Lummllnnguud mwﬂmgb 160 mg
i twice ctobar 2008. proximate
| 3:00 PM, Gllent #2's Paycholegions Abcememe,

liheluenmont, Client #2 did not evidence the
| capacity to make informed decislons on his own
|

finencial, or medical mattars.

I Interview with the Qualified Mental Retardsation
| Professionat (QMRP) on April 24, 2009, at

. medication was incressad dus o an Increase in
i the client's maladaptive behaviors,. The GMRP

| to determine If consent was cbtained for the
: medication changes. The QMRP stated that he
was unsure [f the sieter was informed and/or

| heatthcare decision-maker dus to the chent's iaok |
Iorummgmmummform.uuoﬂ

received medications inciuding Phenobarbitel 48

1
1

| aforementioned medication was used to sddress |

| Review of Client #2'a medioal record on April 24, |

l
| dated July 2008, that documented an Incrasss in

|
I
|

|
|
|

nt
dated Octaber 2008 was reviewed, According the

behalf rega hsbliitation plan
rding ning, placement,

i
| spproodmately 3.30 PM, revesied thet Cllant ¥2's |

,usmwmoumncmmmml
| besn informed of ihe incresse in medications and

|

i
!
[

l

QMRP and RN shall aacertain 5/8/09

consent for prior to the
| administration af psyehetropie
l | medication moving forward.

;
;
!
|
!

PORM CMB-2507(02-00) Previous Versiens Cbeciels Everd ID: CANJ11
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!
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| provided consent for the medication changes. At '

| the time of the survay, tha focliity falled to provide
@vidence that informed consent was oblaingd

| from Client #1's sister prior to the revocn

i dosage of his Psychotropic medication regimen.

' it should be noted that on April 27, 2008, & faxed '
| Gonsent form dated April 26, 2009 was recelved |

from the provider, The conesnt form indicated |
| that Chent #2's sistor was made aware of the !

|
[
W 124 Continued From page 2 ,’ W 124
I
I

| medication changes and signed the consent form. |
W 18D 483.430(a) QUALIFIED MENTAL
| RETARDATION PROFESSIONAL

|
| Each clierite active treatment program must be '
| integrated, coordinated and monitored by a |
' quaiified menta! retardation professionai, '

i

1 .

' This STANDARD Is not met as evidenced by:

- Basad on interview and recond raview, the ity

. failed to snsure thet sach client's active traatmant '

| program was Integrated, coordinated and !

| monitored by the Qualified Mental Retardation

| Profassional (QMRP) for five of five ciients l

| ru;ldlng in the facility. (Client#1, #2, 3, #4. and |

|* |
!

| The findings include:

! 1. The QMRP falled to ansure that informed I
| consant was obtained from Clignt ¥2's suiTagsts

| dacision maker prior to the Incresse dosage In hisl
| medication regimen. {See W1 24)

I
|2, The QMRP falled to ensure thet fire evaisetion |
| drills were conducted quarterly on all shifts. [See See W440
fWMI:] : | |
| l |
FORM CME-2967(02:6) Previous Versions Otesisty Evert ID:Can1 Faclity 1D: 00G140 If continuation shewt Page 3 of 7
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SHOULL BE

W 180 | Continued From page 3
3. The QMRP fullad to ensure fire drilis were
| conducted under varied conditions.[See W441)
W 283, 38&4409(3)(") PROGRAM MONITORING &
: NG

 are conducted only with the writtan informad
| consent of the client, parents (if the client is @
I minor) or legal guardian.

I This STANDARD s not met as svidenced by:

| Based on obsarvation, Intsrview, snd record

| review, the facility's spacially-constitubed
commitiee (Human Rights Cammities) falled to

| @tsure that restrictive programs were used only

. with writtan consents, for one of three clients

| Included In the sample. (Ckent #2)

| The finding includes:

I [Cross Reference W124) The faciliity's hurman

} rights committee falled to enaure that infermed

| Eonsent had been obtained for the Increased

| dosage in Cllent #2's medication regiman.

i Interview with House Manager (HM) on April 22,

+ 2009, at approximately 3:45 PM during the

II entrance conference, revealad that Client #2's
sister was his surogate heaitheare

| decision-maker. Interview with the Qualified

|24, 2000, st approximately 3:30 PM revesiad to
i wat unsure if the sister was informed and/or

| @vidence that informed consent was obtained
from Client #1's sister prior to the Incresse
{ dosage of his peychotropic medication regimen.
W 440‘ 483.470(1X1) EVACUATION DRILLS

 The commities should insure that these programs :

|
|
i
|
f
|
J
|
|

!

Mental Retardation Professicnal (QMRP) on Apri |

provided consent for the medication changes. At '
| the time of the survey, the faciity felled to provide

|
|
|

|

w 159i
i See Wisl
|

W 263.

QMRF and RN sghall

to HRC approval of

| the use of psychotropic

: medicatione.

t

W 440!

obtain consent in a
written manner prior

APPROPRIATE ll DATE
I
|
|

5/8/09
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| The facllity must hokl evacuation drils ot least
| Quartarly for sach shift of personnel. '

|
i
, This STANDARD I8 not met as evidenced by i
| Basad on staff interview and record review, the |
facility falled 1o hold evacuation drilis quarterly on |
8l shifts for five of five clients residing in the |
taciity. (Clients #1, w2, #3, #4, and #5) ,
|

| The finding inciudes:

| Interview with the House Mg '
nager (HM¥Qualified

| Memtal Retardation Profassional (QMRP) and |

| Teviow of the statfing pattern on April 23, 2008, at

! ;lozfg‘;_M. Fevedied the scheduied shifts were as |

| :

|" Weekdays/Weekends

|
l
| 19t Shift 8 AM 10 4 PM "
|20 Bhit 4 PM o 12 AM |
3rd Shift 12 AM 10 8 PM .

| X
Further intarview with the HW/QMRP revaaled |

i that the staffe wers raquired to conduct a drill

" quarterly during each shit. Review of the firm drill |

| log on April 23, 2009, et approximately 1:40 PM,

; ravaaied thet the facikty falled to hold fire |

| evacuation drills quarterly on the foliowing shifts; :

. J
=~ During tha second shift from 2008
Ju'IJy ﬁ Sga May through
= During the first shift from August 2 |

‘= During the second shift from November 2008
| through January 2009 |

| !

I

|

' The provider is in

| disagreement regarding

I the analysis of this
deficiency. Our contention

| 1s that the regulations

J merely require quarterly

{ drilla. When the quarter

| begine'is not astated in the

‘ regulations, Our drille are

i conducted quarterly based on
the calandar year. Thus

] Jan~March, April-June,
July-Sept, & Oct=Dec. The

| agsumption that the quarterl

I schadule begins in the
certification year is not

| suppertad by the regulation.

l Baged on the calendar year

i we conduct quarterly drills.
If & provider is conducting
the drilils quarterybased

|
4

*
1
I

|

mm"t&-ﬂ) Mravious Versiens Oteolate Event I CONI

Facay (D: 090180

i continuation sheat Page 5 of 7




Ue/2372003 15:40 FAX

B010/018

PRINTED: 08/01/2000

wmfconﬁnu-d From page 5 j
* Continued interview with the HM acknowled '
| that fire dritis had not been conducted during“ -
iuehahm.ﬂmmnnovldenoalhltﬂmdrm .
| Wware conducted quarterly on all shifts. \

W 441 | 483.470(i)(1) EVACUATION DRILLS |

| The facit |
@ facilty must hold evacuation drills

| varied condtore. e |

Il i

This STANDARD Ip not met as evidenced by: X

[' Based on the interview and review of the ﬂl:ydﬂll !

records, the faciiity fulled to conduct fire drifls |

| under varied canditions for five of five cliants '
|I gc)ldlﬂg in the facility. (Clients #8243, 84, andl |

, The finding includes:

I Review of the facility's fire drlll recorts on Apri |
| 23, 2008, &t 1:35 PM, revealed that most of the
. fire drills were conducted via the front, back, and |
! m(m. Ini::vlwwim the House i
2.00 PM ravealed thet the facilty had at Ionm |
| methods of egrass. Further review of the fire dril} '
fecord reveaied that the exit in the bassment had |
lnubunuseduthutquurhdyonmhshln. '
| The HM acknowledged that the besement exit '
| had not been sed during fire drills. Thers was
| ho evidence that evacuation drilis wers heid I
: under variad conditions. I
W 455 | 483.470((1) INFECTION CONTROL i

!mmmua&l%mmmm
prevantion, control, and investigation of infection '
; and communicabie diseases, |
|

|

i

DEPARTMENT OF HEALTH AND HUMAN SERVICES
T ‘ ICAID 8 ‘ . FORM APPROVED
STATEMENT DOF DEPICIENC!
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090180 8 WiNg 04/24/2000
NAME OF
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—— - WASHINGTON, DC 20019
I SUMMARY STATEMENT DF DEMGIENCIED I w PROVIDER'S P RECTION i
FREPTX (EACH DEFICIENCY MUST BE Y ! PREFIX ‘ nacmmmw o i : o
| o o o | "R | UCNETEATIC T | ol
g . DEFIGIENCY) i
I

VV4405°n & calendar year it is our |
i belief that we meet the
' standards of the regulations,
' (Only this surveyor takes this
vv441inarrow interpretation),

f |
| |
I

! |
i' |

; |
i f

. .!

{The fire dzill schedule will bﬂ'S/lS/OQ
|don¢ to ensure that all exite

are being utilized during fire |
|drills. |

i
|
|
W 485|

|
|
|
|
|
|

i
!
| ,
Faclily 1D: 0661180 if continuation sheet Page @ of 7
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w455|- Continved From page 6 I
1 This STANDARD s not met as evidenced by:

on obssrvation and interview, the facility |

i failed to eneure effective iInfection control |

| Procedures were implementad, for one of three |

| elionts residing in the faclity. (Cllent #3) |

|

| The finding Inciudes:

| The faclity falled to ensure that Cliant #3's hands
: famained sanitary during meal consumptionon |
| March 16, 2009, as avidencad below:

! On April 22, 2000, at appreximately at 5:27 PM, |
jdﬂ'ﬁetcarnmffmm::lbphumngo '

cards and bingo chips on the dining table for |
| tabletop . AL6:25 PM, Cllont #3was
’ observed to et sweet paas and rice off the place |

Mat/dining table where staff had placed the bingo |
| cards/chips earler. The staff, who sat directy
|aauul'ru.rlncnontwautmtume. did not i
- ancourage/provide him the opportunity to wash
t his hands, Additionally, staff was not observed i |
! redirect him from eating off the tabie, ,

' Interview with the direct care on the same day at |
, approximately at 7:00 PM revesied that he had

. received training on infection control. Review of |
| the staff In servioe an Apeit 24, 2000, at

r approximately 4:04 PM confimad that ail staff [

had received training in infection control, There

i’mnocvldonumutmolﬂlnhghpnvem }
; infactious diesanss wae effective, |

i
|
|
|
|
!

Nurse will retrain staff on i 5/8/09

linfection control. The QMRP

and HM shall observe mealtime |

lto engure that proper infection,

control procedures are being

followed, Staff that fail to i

iadhere to proper protoc¢ol shall

jbe terminated, ]

o |

|

. |
|

' |

- .

FORM CMB-2957(02400) Previous Veesions Obsolets
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SUMMARY STATEMENT
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INFORMATION)
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e
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1000 INITIAL COMMENTS

I

, 2009 through April 24, 2009. The survay

" in the home and at two day pragrams, se
" Including incident/investigation reports.

I .

nonoj 3504.1 HOUSEKEEPING

and sanitary manner snd be free of

1l

+ This Statuts Isnotmntuovldenmdby:

42, #3, %4, and #6)
+ The finding Includes:

, o4, 2008

the Housa Manage
| needed to be replaced

!
1136 3505.5 FIRE SAFETY

| A liconsure survey wag conducted fmm April 22,

' Initiated using the fundamental 8urvay process. A

" random Eample of three clents was selected :

 from a resident population of five men with
various disabillles. The findings of the survey

' ware based on cbeervations, interviews with staff

; 8 review of client and administrativa records,

| The interior and exterior of each GHMRP shall be
* Mmaintained In a safe, cisan, orclerty, attractive,

' accumulations of dirt, rubbish, and cbjectionable l
H [+ -8

Based on abservation and interview, the GHMRP
| failed to maintain the intarior of the faciltty in
' safe, clean, orderty, and attractive manner for five
| of five clients residing in the facility. (Chent#1,

' An environmental walktr conducted on Apt :
beginning at 5:54 PM reveaied several ?
: celling tiles located in the room near the front |
| oor entrance, with water damage. Interview with |
acknowiedged that the ties ’

. Each GHMRP shall conduct simulsted fire dritg in |

| 000

1080

| 1138

Tiles have been replaced.

3/7/09

oukh Regula
’

LABORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Viw oot

(X8) DATE

I s/er

STATE FORM

AR conut

If continustion sheet 1 of &




Pb/icafcQ03 10740 FAA

STATEMENT OF
AND PLAN

NAME OF PROVIDER OR SUPPLIEER
' 78 53RD PLACE, 3&
WHOLISTIC 07 WASHINGTON, BC 20018

@o13/018

PRINTED: 08/01/2000
FORM APPROVED

DEFICHINCIES
OF CORRECTION

(X2} MULTIPLE CONRTRUCTION
A BULDING :
B. WING

} DATE SURVEY
o COMPLETED

Ddi2a/2000

STREET ADDRESS, CITY, STATE. 2If SODE

PREFIX
TAG

{(X4) 1D :

i BUMMARY STATEMENT OF DEFICIENCIES
(EACH DEPICIENCY MUIST BE PRECEDED BY FULL
! REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION [ om

! (EACH CO.

PREFIX ACTION
TAG CROSE-REFERENCED TO THE
; DEFICENGY)

API'ROPR?A!TE | DATE

Health Rogulubon Adminsbanon

[ 135, Continued From page 1

!oruartowltﬂleeﬂucuvmofmsplanatlaasl
, four (4) times a year for each shift

: This Stetute is not met as evidenced by:

. Basad on staff interview and record review, the

| GHMRP failed o hoid evacuation drills quarteny
jon all shifts for five of five resident residing in the
| GHRMP. (Clients #1, #2, #3, #4, and #5)

| The finding includes:

1
4

,
:
|

| Interview with the House Manager (HM)/Qualified |

: Mantal Retardation Professional (QMRP) ang
review of the staffing pattem on April 23, 2009, at
; 1:3&;% revealad the scheduled shifts were as

|
| Weekdays/Waekends

| 18t Shift 8 AM to 4 PM
| 2nd Shift4 PM 10 12 AM
| 3rd Shift 12 AM t> 8 PM

! Further interview with the HM/QMRP revealed
that the staffs were required to conduct a dril
quarterly during sach shift. Review of the firs drill

H
H
1
1
i

e e ——— .

: lop on April 23, 2009, at appraximately 1:40 PM, -

' reveaied that the GHRMP fafied to hoid fire
« evacuation drills quarterly on the foliowing shifts:

P - 3uring the second shift from May 2008 through
July 2008

| During the first shift from August 2008 through

| Octabar 2008

. = During the second shift from November 2008

+ through January 2009

' Continued interview with the HM acknowledged
i that fire driils had not besn conducted during

|

|

See W440

STATE FORM
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- A licgnsure survey was conductsd from Aprl 22, [ |
' 2009 through April 24, 200, The survey was | !
| initiated using the fundamenta! survey process. A | "
| random sampie of three rasidents was saiectad '
! from s resident population of five men with |
| various disabllites, The findings of the survey
| Were based on cbeservations, interviews with staff |
1 In the home and at two day programs, es well a3
| @ review of client and administrative records, |
| incluging incident/nvestigation reports. !
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| The eriminal background check shail discioss the |
| criminal histary of the prospeciive employee or I
contract worker for the previous seven (7) yuars, |
in &l jurisdictions within which the prospective I
| 8mpicyee o contract workar has worked o |
resided within the saven (7) years prior to the :
| eheck. i
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. Based on the interview and review of records, the this defiency. The findings
GHMRP falled to snsure criminal baekgrpund [ fall to stipulate whether the !
E Gm%hws seven (7) yaars, inall | ten gcaff had evidence of a |
! &:lﬂllh m:f:" . re staff had _”“’""‘::eor resided | criminal background check that
! gt pereonnz) m'l’""f_h check for disclosed a 7 year liating of ’
i 0rds reviewec. all jurisdiction prior to I
The finding includes; employment.,
contentlon that prior to i
' Intarview with the Qualified Mental Retardation smployment all jurisdictions !
Professional (GMRP) and review of the persannel were properly ragearched, f
| files on April 24, 2008, at 4:30 PM, revealed the Once employed there is no ,
* GHMRP falied to provide evidence of a criminal obligation to research .
background chacks that disciosed a saven year additional jurisdictions. Thu
| llsting of all jurisdictions where ten (1 0) staff staff that had not lived or j
| ::T'Oﬂ‘ had worked or resided at the time of the worked in DC prior to employ-
| ey S ment at Wholistic do not have
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