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B:44 PM, Cliant #1 was administered
Clonazepam 2 mg and Glomipramine HCL 75
mg crushed Into applesauce by mouth. Interview
with the Trained Medication Nurse (TME) or tha
sama day at approximately 6:50 PM revealed that
the medication was prescribed for maladaptive
behaviors. Review of the client's physicians
ordere dated 7/2/07 on 7/18/407 at approximately
9:22 AM revealed that Clomipramine HCL 76 mg
1 cap BID and Clonazepsm 2 mgwas .
incorporated in a Behavior Support Plan (BSP)
dated 2/5/07, to address behaviors associated
with proparty destruction, self-njurious behavior,
screamiyalling/crying/failing to the fioor, and
trichotilomania.

Intsrviaw with the Qualified Menta! Retardation
Protessional (QMRP) and House Manager on
7/47/07 et approximately 10:00 AM revaaled that
Client #2 did not have a legal guardian and/or
involved family members. Review of Client #1's
Psychologlcal Assessment dated 7/16/06 on
7/18/07 at epproximately 2:41 PM revealad that
sha was not campetent to make independent
decialons on her bahalf or provide meaningful
input into decisions regarding har habliation
planning, placament, treatment, financial, or
madical matters. Thare wae no documentad
avidence that the tacility Informed Client #1 ora
legally-authorized representativa, &s appropriate,
of the health benafits and risks of treatment
agsociated with the use of his psychotropic
medications and corresponding BSP.
Additionally, the facillty failsd to provide evidance
that substituted consent had been ocbtained from
a legally racognized individual or entity.

' b. Review of the Cllent #1'a current physiclan's

order dated 7/2/07 on 7/1B/07 at approximately
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'Revisw of Cliant #3's Psycholopical Assessment

-AM revealad that the cliant did not avidence the

Continuad From page 2

9:22 AM revesled an order 5/15/07 to give six (8)
mg of Ativan PO one hour prior to GYN
appolntment. Further record review failed to
evidanca that consent had been obtained prier to
the administration of the medication on 5/21/07
per the medicetion administration record.
Intarview with the Qualifisd Ments] Retardation
Professional (QMRP) 7/17/07 at approximataly
10:G0 AM revealed that Cllant #2 did not have a
legal guardian and/or involved family members.
Further interview with the GMRP revealed that
Human Rights Committea (HRC) had dpproved
the use of the sedative medications prior to the
Implementation. ‘

2. During the medication pass on 7/17/07 at 6:34
PM, Client #3 was administerzd Mirtazepine 15
mg, Nefazeding HCL 100 mg, and Zyprexa 8 mg.
Interview with the- TME on the same day at
approximataly 6:40 PM revealed that the
medication was prescribed for meladaptive
behaviors. interviaw with the Qualified Mental
Retardation Professional (QMRP) and House
Manager on §/23/07 at approximately 11:12 AM
revealed that Client #3 did not have a legal
guardian, but has a sister that livad in the virgin
islands. The QMRP Indicated that thay have
made nurnarous phones calls and written latiers,
but have not besn able o contact the sister.

dated 8/13/08 on 7/16/07 af approximately 11:58

capacily to make indepandent decisions on her
behalf regarding her habilitation planning,
placement, treatmant, and medical matters.
There was no documeniad evidence that the
facliity Infarmed Client #4 or a legally-authorized
representative, as appropriate, of tha heaith
bansfits and risks of treatmant associated with

W24
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W 124] Continued From page 3 W 124 _ :
the use of his psychotrapic medications and ' ,
corresponding BSP. Additionally, the facility failed
to provide evidence that substituted consent had
been obtained fram a legally recognized indlvidual

or antity. : '
w125 asg.-szom(s)' PROTECTION OF CLIENTS W12 SSee. L AEL
| RIGHTS |

The facliity must ensure the rights of oll clients.
Therefore, the facillty muat allow and encouragse
individual cllents to exercise their rights as clients
of the facllity, and as citizans of the Urfited States,

- Including the right to file compleints, and the right
to due process,

NAME OF PROVIDER OR SUPPLIER '

o |
e
TAG

This STANDARD I8 not met as evidenced by:
Basad on Interviews and record review, the fachity
failed to ensure that individuals who lacked the
capacity to make Informed decisions had
received assistance with: identifying a surrogate
decision-maker for habilitation and treatment
nasds, for two of three clients included in the
sample. (Clieni#1 and #3)

The findings include:

The facility failed to snsure cliants' rights wera
protected by making certain sach cliant had 8 ‘
lagally sanctioned representative to essist them . - :

with rsakir;g] declslons regarding their treatment. e Qqc;, wiy WAV LASRAE,
[See W12: . F
W 130 | 483.420(a)(7) PROTECTION OF CLIENTS w 130| O sumsY o Wesk vnnnnmaX als

RIGHTS Ddihona) trmoming U

The facllity rust ensure the rights of all chients. 22 Tor Ao

Thersfore, the facllity must ensure privacy during " e W
treatrnent and care of personal needs. ' %
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Baszed on observation, interview, end racord
raview, the facliity fallad to ensure the right to

#1, #2, #3, #4, and #6)
The findings include:

buttocks. At no time did direct care staff
ancourage Client #1 to puli her pants.

bathroo. At the tima of the survey, the facility

| needs.

; 3, The facility faled to ensurs that clienis

* received privacy during the svening medication

" administration as evidence below.

_a. During the svening medication administration
an T/47/07 at 6:08 PM, tha Trained Medication

Employee (TME) was observed administering:
#4. .

by the TME in the kitchen area with the biinds
open. Furiher observations revesled thet you

- have had the blinds down during the

This STANDARD is not met as evidencad by:

privacy during treatmant and personal needs, for
five of six clients residing in the faclity. (Client

1. On7/17/07 at 4:31 PM, Client #1 pants was
partially down, exposing the crevious bétween her

2. On 7M7/07 at 4:50 PM Client #4 was observed
with har pants dawn to her knees es he sxiled the

failed to ansurs the client's privacy after personal

madications to Cliant #2, in the kitchen in front of

b. Clients #2, #3, #4, and #8 was obsgved to
recsive thelr evening medications administered

could sae into the next door nalghbers home from |

where the medications ware being administered. |
interviaw with ths TME Indicated that she should
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W 130 Continued From page § W 130 -
administsring of the medications.
W 149 | 483.420(d)(1) STAFF TREATMENT OF W 140
CLIENTS
The faciiity must deveiop and implemant written - .
policies and procadures that prohiblt .
mistreatment, neglect or abuse of the clisnt. ) .
This STANDARD Is not met as evidancad by:
Based on observations, Intarview, andrecord
review, the facility failed to ensurs it's policy on
Humans Rights Committee (HRC) was _
implemented as written, HRG shall ingerpera te
T ) : 3o v]
The findings: WwoHe RRL minabes

The facility's Human Rights Committee (HRC)
failed to provide evidence of approval for -
continuad use of specific medications as
behavioral infervention for tha clienis as
avidenced below: .

During the medication administration at 6:08 PM,

" | Client #1 was obsarved to recaive Risperdal &
mg, Trazopine HCL 100 mg. Cllent #2 recalvad
Clonazepam 2 mg and Clomipramine HCL 76 mg
at 6:44 PM. Client #3 recsivad Mirtazepine 15
mg, Nefazodine HCL 100 mg, and Zyprexa 5 mg
at 8;34 PM. Intarview with the Treined Madication
Employes (TME) revealed that the medications
were prescribad to manage the cliants'
matadaptiva bahaviors.

Review of the facility's HRC minutes conducted
on 7/17/07 at 1:42 PM revealed that the HRC had

[ three clients: however, the minutes falled to =how

approvad updated Behaviors Support Plans for all |-

Specihic  ppproval of
psythedropi ¢ e di cahons on
Gual e by bmsis .
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svigenca of the approval of the use of
psychotrople medications.

Intarview with the fecility's Registered Nurea (RN)
on July 19, 2007 at 3:30 PM revealed the client
had been receiving the madications for some time
and thal tha use of tha medications was reviewed
by the facility's HRC whan they were initially
prescribad; however, the facility was no able to
produce the initial HRC minutse were the
medications were approved. The RN further
revaalad that she was unaware that thip HRC was
required to review the continued use of the
psychotropic medications after they wers initlally
approved. The RN indicated that Behaviorst
Intervention Committee (BIC) revisws the
prescribed psychotropic medications monthly.

According to the facility's HRC policy, the function
of the HRC is to review bahaviot policies, '
procedures, specific interventions and concerna
to ensure the rights of the Individuals recelving
treatment, |n particular, all Individual behavior
intervention programs inciuding the use of
restrictive procedures must be approved by the
HRC and reviewed by that committee.

483.430{a) QUALIFIED MENTAL
RETARDATION PROFESSIONAL

W 149

w159

Each client’s active treatment program must be
Iniegrated, coondinated and monltored by a
qualified mental retarcation professional.

| This STANDARD is not met as evidenced by
Based on observation, interview and record
review the facliity failed to ensure that each
cllent's active traatment program wes
cootdinated, integrated and monitored by the

W 149

W 138
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|
|
|
|
-
i
|
i
|
{

"The findings Include:

‘Plan (iPP) Data Collection Form. [Ses W185)

Quslified Mental Ratardation Professional
(QMRP).

1. The QMRP failed ‘¢ ensure thet each
amployee had inttial and continuing training in
documenting on Client #3's individual Program

2. The QMRP failed to ensure Ciient #1 was
provided opportunities for continuous active
traatment in accordance with her IPP. [See
W249]

3. The QMRP failed to ensure that deta had bean
collacted In accordance with tha IPP for Client #3,
which was nacessaty for a functional assessmaent
of tha client's prograas. [See W252)

4. The QMRP falled to revise the program
objective aftar the ciient successfully complated
an objective. [See W255]

4, The QMRP failed to ensure that the Human
Rights Committee (HRC) attendance & mesting
included parsons with no ownership or controliing
Interast in the facility. [See W261)

8. The QMRP failed 1o ensure programs which
incorporate restrictive techniques and use of
behavior modification were conducted only with
written mformed consent, [See W283)

7. The QMRP falled to ensura that fire
evacuation drills were held under varied
conditions. [See W441]
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i 8. The QMRP fahed to coordinate with the '
psychologlst to address Client #2's fraquent
behavior of throwing har compact disk (CD}

player.

interview with direct care etaff on July 17, 2007
indicated that the client did not know howte
aperated the CD player but enjoys listening to
music. The cllent was cbserved on 7/17/07 1o
wear headphones while listening to her portable
GO player. The client wag further observed to
throw her CD player to the floor severstimes 8
fistad below. e

- 4:40 PM - Cliant #2's 1:1 statf put the
headphones on her and gave her the CD player.
Client #2 immediately threw the CD player in the
direction of Client #3. Staff picked up the CD
player from the floor and returned it to the client.

5:57 PM -Client #2 was ggain cbserved wearing
headphones and appearsd to be lletaming to her
portable CD player for approximatsly two
minutes., She than threw the CD player acress
tha living room. The staff gave the CD player
back fo the client.

6:45 PM - Staff gave Client £2 her haad phones
and her CD Player. Client held It about 2 minutes,
then threw it across the room. Staff gavs it back
to her and sh® held It for a few minutos.

8:51 PM - Client threw her CD Player
approximately 10 fact across the room.

interview with the QMRP on July 18, 2007 315

' PM revealed the client sometimes breaks her CD
Player when she firowa it on the floor. Thers was

| no evidence that this behavior had been reported

|
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TAGR REGULATORY OR t5C IDENTIFYING INFORMATION) TAG OROSB-R”ERENCED TO THE APPROPRIATE DATE
| e _ DEFCENCY) -
W 158 | t(:)o;tinued im:u page B w 150 b Corvanck \iCtrtmst, |
e psychologis \ e
W 170 | 483.430(b)(5) PROFESSIONAL PROGRAM w 170 PRN e on Fale. Bove
SERVICES | Coacia Rvolesre \ore\

Professional program staff muet ba licensad,
certified, or reglstered, as applicable, to provide

she praclices.

This STANDARD Is not met as avidenged by:
Based on staff interview and record rsview, the
facliity falled to ensure that &l professionals

.The findings include:

\/ Reviow of personnel records on 7/19/07 at 10:37

AM revealed the professional licenses for the
for raview. At the time of the survey, there was

were curranty licensed in accordance with the
Health Occupation Revision Act (HORA), Title 3
Chapier 12, Section 3-1206,13 ("Each licensse

all places of business of employment of the
licensaa.")
W 188 | 483.430(8)(1) STAFF TRAINING PROGRAM

Tha facility must provide each employea with
initial and continuing training that enablea the

efficiently, and competently.

This STANDARD s not met as evidenced by:
Based on staff inteiview and record review, the
facllity falled to ensure gach empioyee was

professionsl gervices by the Statein which he or

_,Iloensas wefe avallable for review and vatification.

psychiatrist and paychologist were not available
no evidence fhat the psychiatrist and peychoiogist

ghall dieptay the license congpicuously In any and

employea to perform his of her dutiss effectively,

|
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oo | BUMMARY STATEMENT OF DEFICIENCIES
PREFIX (BAGH DERICIENCY MUST BE PRECEDED BY PULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX -
TAG -

PROVIDRR'S PLAN OF CORRECTION (b1
(EAGH CORRECTIVE ACTION S8HOULD BE COMPLRTION
CROSS.-REFERENCED TO THE APPROPRIATE DATE

W 189/ Continued From page 10

provided with inltial and continuing training that
enables the employes to perform dufies
competantly for two of three clents.included in
the ssmple. (Clients #2 and #3)

Tha findings include: .

1. The facility failed to ensure sach staff
assigned fo provide 1:1 suparvision to Clisnt #2
was treined on the 1:1 protocel. Interview with
the staff assigned to provide 1.1 supervision to
Cliant #2 on July 17, 2007 revesled sfb was the
client's substitute staff, -Interview with the
‘Qualified Mantal Retardation Profassional
(QMRF) revealed it was this staffs second day

. working at the facility. Further interviaw with the -

QGMRP indicated the staf{ had not received inltial
training on the client's BSP and 1:1 supervision
protocol. Record revisw ravealed a BSP dated
Septemnber 8, 2006 which includes 1:1 Staff
Person Tasks and Dutles,

2. The facility falled to ansure that each

gj/ amployee had initial and continuing training In
documenting on Client #3's Indlvidual Program

Plan Data Collection Form. [See W252]

W 240 483.440(d)(1) PROGRAM IMPLEMENTATION

| Ag soon a3 the interdisciplinary tsam has
formulated a client's individual program plan,
each clisnt must receive @ continuous active
treatmant program consisting of haeded
interventlons and sarvices in sufficient number
and frequency to support the achievemant of the
objectives identifled in the individual program
plan.

W 188

W 248

M %\431/\(6 O
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W 252

objectives must be documanted In measurable

This STANDARD s not met as evidanced by.
Basad on obsarvation, staff interviews and record
review, the facility failed to ensure that clients
were provided the opportunities for continuous
active treatment In accardance with their
individua program plans ({PP) for one clientin the
sampie, (Client #1)

The finding Includes:

The facillty failed to ensure the impiemsgntation of
Client #1's Individual Program Plan (IPP) that
addressad training on hand washing as
evidenced balow:

Raview of tha Individual Program Plan (IPP)
dated 7/17/07 on 7/18/07 -at approximately 10:28
AM. reveaied Ciient #1 had an objective which
read “will wash her hand before dinner given
verbal esgistance 85% of trials". Observations
conducted at approximately 5:21 ravealed Client
#1 sitting in the reclining chair. The client was
then observed to get off out of the chair and walk
around the interlor of her home into the dining
area. Observation at 5:31 PM, revesled tha client
was Eltting at the dining table preparing for her
dim_;er meal. Dinner was servad at approximatoly
5:37 PM.

Interview with the House Manager (HM) on
7/48/07 at 3:05 PM revaaled that Client #1 should
wash her hands before dinner daily as part of her
IPP. The HM indicated that several new dlrect
care staff had come aboard recantly,
483.440(e)(1) PROGRAM DOCUMENTATION

Data relative to sccomplishment of the criteria
spacified in client individual program plan

w2k

o, : - PRINTED: 08/01/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
c FO CARE & MEDICAID ! OMB NO.
| ITATEMENT OF DEFICIENCIES (1.4)] PROVIDER/BUPPLUER/CLIA 2) MULTIPLE CONGTRUCTION. %3) DATE SURVEY
\ND PLAN OF CORRECTION IDENTIFICATION NUMBER: } . COMPLETED
A BUILDING
08G175 B. WING 07’13299_7
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
N 7833 12TH STRERT, NW

WHOLISTIC 03 WASHINGTON, DG 20012

) 10 SUMMARY STATEMENT OF DEFICIENCIES [+ PROVIDER'S PLAN OF CORREDTION

PREF|IX {EASH DEFIQIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BR MELSE?I 1ON

TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG GROBA-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 249 | Continued From page 11 W 249 \Q-é“‘b\\ LY o veeeded
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0%4) ID SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRBCTION (e
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG AEQULATORY OR L5C DENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APRROPRIATE DATE
' DEFICIENCY}
W 252! Continued From page 12 w2a2ich Vg e N
terms. ¥ T Crivenia siewieyd

This STANDARD is not met as avidenced by:
Basad on obsarvations interview, and racord
reviow, the facility failed to ensure that deta was
collected In tha form and required frequency for-
one of three cilents included in the sample.
(Client #3) .

The findings include: :

The facllity falled to ensure that data had bean
collectad in accordance with the IPPs for Cllent
13, which was necessary for a functional
aasassment of the client's progress as evidenced
below:

a. Evening observations conducted on 7/17/07 at
4:48 PM revealad Cllant #3 sitting at the dihing
table with peers and ataff. The client was
obsarved identify various coing and racognize a
one dollar bill. Review of the client's Individual
Program Plan (IPP) dated 7/17/06 revealed a
program objective which read "wil Independsently
| idantify @ one doflar bill, a quarter, @ dime, a -
nickel, and & penny 75% of the trials recorded
daily. Further review of the data collection
revealad no documantation data for the entire
month of July 2007. Interview with tha Qualified
Mantal Retardation Professional (QMRP) on
7/18/07 st approximately 3:30 PM acknowladged
the lack of documentation for the month of Ju
2007. The QMRP indicated the stalf was recantly
hired,

b. Evening observations conducted on 7/17/07 st
approximately 4:50 PM revealed Client #3 sitting

'S(IOIA;D
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bOG17S |

(X1) PROVIDENSUPPUBR/CUA
IDENT)

B, WING
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oD | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDRD 8Y FULL
TAG REGULATORY OR L5G IOGNTIFYING INFORMATION)

Y PROVIDER'S PLAN OF CORRECTION [+ 1)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REF

ERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

W 252 | Continued From page 13

documantation for the month of July 2007 had
the staff was recently hired. Tha OMRP also
W 255 | 483,440(f)(1){l) PROGRAM MONITORING &
. CHANGE

least by the quatifiad mental retardation -

identfied In the Individual program pian.

This STANDARD la not mst as evidenced by:
falled to revise objactives identifiad in the
individual program plan that had bean
successtully achieved for ona of three clients
included in the sample. (Client #3}

The finding includes: ‘

Client #3's Individual Program Plan (iPP) and

gt 12:5% PM. The client had an IPP ebjectiva

[ which resd " given verbal asaistanca, will clean

l | out the microwave 75% of the trials recorded.

at the dining table with peers and staff. The client
was observed io identify differant colors. Review
of the client’s Individual PP revealed a program
objective which read "will Independantly identify
her colors (red, biua, grean, yellow, and white)
75% of the trials recorded dsily". Further review
of the dsta collection revealed documentstion had
alraady been complated for tha sntira month of
July 2007. Interview with the QMRP on T80T
&t approximataly 3:60 PM acknowiedged that the

been completaly filed out. The QMRPindicated
indicated that she would be tralning all new staff.

| The individual program pian must be reviewed at

professional and revised as necassary, lncluding.
but not limited to situations in which the client has
successfully completed an cbjective or objectives

Based on interview, and record revisw, the tacility

related data collection were reviewed on 7/18/07

W 2%2

w255 NTIRP WA\ o weliwked)
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SUMMARY STATEMENT OF DEFICIENCIES
(BACH DEFICIENCY MUST BE PRECEDED BY FLLL

=
TAG REQULATORY OA LSO IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EAGH CORRECTIVE ACTION BHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

0
PREF
TAD

DEFICIENCY)

(x8)
DATE

Continusd From page 14

The documentation reflected that during May
2007 and June 2007, the cllent parformed at
100% verbal asslstance thus meeting the criterion
jevel, According to the July 2007 documentation,
the ellent continued to parform at 100% verbal
assistance as of 7/19/07.

Intesviow with the Qualified Mental Retardation
Profeseional (QMRP) on 7/16/07 et epproximately
1:45 PM ravealed that, accarding to the way the
objactive Is written, the client has achieyed the
goal. Thare was no evidence the program
objective was revisad affer the client achleved at
the stated criterion level.

483.440(f)(2) PROGRAM MONITORING &
CHANGE o

At least annually, the comprehansive functional
assessment of each cllant must ba reviewed by
the interdisciplinary team for relevancy and
updated as needed.

W 265

W 259

%? This STANDARD Ia not met as evidanc;d by:
X | Basad on staff interview and racord reviews, the
faciilty falled to ensure that Individual Support
Plans (ISPs) had been developed timely for two
1 of the six tlients residing In the faciity. (Clients
#1 and #4), ‘
Y
T,
D
&\

The findings include;

1. During record reviaws on 7/18/07 at 2:41 PM, it
waa ldentified that Client #1's Individual Support
Plan (!SP) davelopad by the interdiaciplinary
Taam (IDT) expired on 7/17/07. Acsording to
intarview with the QMRP on 7/18/07 at 3:16 pm,

‘| the expired ISP resulted from recent judicial

| findings that required the provider to extend the

<

W 255

w259

W h O\
e TRP Yot Leg)
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. DEFICIENCY)
W 258 | Continued From page 15 W 2568|
date of this clisnt ' s annual ISP meefings until the
co_urt anniversary date.
2. Interview with the Qualifisd Mental Retardetion
professional on July 17, 2007 at 9:40 AM
ravealed that tha Cliant #4 ' 5 ISP explred on July
17, 2007. Racord verification on 7/19/07 at 2:41
PM confirmed the ISP developed by the IDT wae
axpirad. According {o interview with the QMRP on
7/18/07 at 3;15 pm, the expirad ISP resulted from
recant judiciai Aindings that required the pravider
to extand tha date of this client ' » annuel ISP :
meatings untll the court anniversary date. . e ‘ ‘
W 281 | 483.440(f)(3) PROGRAM MONITORING & W 281 Q: o e N
CHANGE ' : W\ "\‘y W A\ Casisie, l
‘ Yok Revoon S | R i
The facllity must designate and use a specially YO DDA A (317
constitutad eammitise or éommittees consisting Ce O ¥ ow :
of membars of facility staff, parents, iegal Sovve Wi R T
guardlians, clients (as approptiate), qualified A Mg, M \\ ,\_\/
persons wha have sither experience or training in Cany AR N
cantemporary practices to change inappropriate e Ao Cﬂﬂb-b'\'——.‘hly

client bahavior, and persans with no own#rship or
controlling interest in the facllity.

This STANDARD Is not met as evidenced by, .
Basad on review of the Human Rights Committee
(HRC) mriinutes, the faclity failed to ensure that
persons with no ownership o controlling Interest -
in the facliity consistently parficipated on this -
committes.

The finding includas:

Raview of the Human Rights Committes (HRC)
meating minutes was conducted on 7/17/07 at
1:42 PM. According to the HRC minutes dated
12/4/06, Client #3's Behavior Support Plan (BSP)

e M CoAEAR A Y
CANEAILD O m&-‘:»&
.\\"\ ?__QQ? ,
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TAG REGULATORY OR LSC IGENTIFYING INFORMATION) TAG cmmmngc!él'%lm THE APPROPRIATE DATE
W 281 | Continued From page 16 w281
was updated and epproved. Further review of the
corresponding signature sheat gitached to the
minutes falled to evidencs that the facility's HRC
committae included persons with no ownership of |
controlling interest in the faciitywas present
Interview with the Qualified Mental Retardation
Professlonal {QMRP) on 7/18/07 8t approximately
4:05 PM indicated that the facliity does have a
community representative; however, the
representative was not present on that day of the
: meeting. i
W 262 | 483.440{n(3)Xi) PROGRAM MONITCRING & W 262
CHANGE
Tha committee should review, approve, and . ‘
monitor indlvidual programs designed to manage 'I’\r-'-.. Q»e-uc:.\\'.'\'\l NUAA\Y AT
inappropriate behavior and other programs that, . .
in the opinlon of the committee, Involva risks to '\'\'\D-* M CoNAmaAq, e
client protaction and rights. _ N A NS *
. o § sl
This STANDARD Is not met as evidenced by: ‘e D der) ved
Baced on observation, interview snd record ' as—na P Cas Sy k) 8| lb/ﬁ? .
raview, the facility fallad to ensure the committes Peloniov
raviewad individual programs designed fo N "
manage inappropriate behavior that involved risks wn
to cliant protection and rights for three of three ~ o -
clients in tha sample. (Clients #1, #2, and #3 ) ‘: M%%MM«
"
The findings include: Ro vt s
During the medicati 7/17/0T begl t dad
uring the medication pass on nnin ~
&t 8:05 PM reveaiad that Client #1, ¥2, and #3 g Pe \‘Q‘L& o VDI,
wers prescribed and receivad paychotropic - . .
medications, Interview with the facility's nurse on cLL’U'""' s 1Y PN,
7/18/07 avealad that the clients had been
raceiving psychotropic medications for "some
time” and that there medications were reviewed
by the Human Rights Cammittes (HRC). Record
FORM CMS-268T{02-99) Pravious Versions Obsolsto Event 10: RLDCAA Faciily lO: OWG17S If continuation sheet Page 17 of 30
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NAME OF PROVIDER OR SUPPLIER

W 262 . Continued From page 17 W 262

review conducted on 7/17/07 revaaled that the
HRC minutea did not refiect that the clienta
medications were reviewed and approved. Therd
were no sdditlonal HRC minutes to confirm thet
tIEI‘. clients medications had been approved by the
RC.
W 263 | 483.440(f)(3){I) PROGRAM MONITORING & W 263
CHANCE .

The committes should insure that these programs ‘ .
ara conducted only with the written informed Thi Corvan~— 1R

t the ci nts (if the oltén
consent of the client, parents (if the cliént is a AN\ st Yuee

minor) or legal guardian.

This STANDARD la not met as avidenced by v wa “H:

Basad on Intarview and record raview, the ;z o Ly S
facility's spaclaw-cc;'nstlmted committee (Human d’“ \’A’-L. i d COVvI WA
Rights Committes) failed to ensurs that restrictive : '

.| programs were usad only with written consents, Yeroov-a w
for two of three clients included In the sample, . oV \r_gu.\ ‘SUM‘\ -
(Chent #1 and #3 ) : . : _

@Uo[b? |

The findings includes:

The facility's human rights committes failed 1o
ensure that informed consent had been obtsined
for the use of Client #1, #2 and #3's Behavior
Support Ptan (BSP) in conjunction with tha use of
prescribed psychotropic medications s
evidencad below.

1, There was no evidence that writlen consent
nad been obtained for Client #1's Behaviar

v Support Plen (BSP) and for tha use of prescribed
| psychotropic medications. Interview with
Qualified Mantat Ratardation Professional
(QMRP) on 7/18/07 at approximatety 5:35 PM
revealed that Cllent #1 did not have written

FORM CMB-2587(02-8) Provisus Versions Obsclels - Evant iD: RLDC11 Facllty D, BBG17S i conflnuation sheet Paga 18 of 30
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F TAG H{EGUMTORY OR LSC IDENTIFYING INFORMATION) TAQ CROBE-REFERENGED TOGT"I.‘)! APPROPRATE DATE

07/19/2007 |

W 263 | Continuad From page 18 A W 263
Informed consent signad by a guarlgian or any T :
cther person (dentified as responsible at the time See

of the survey: however, the QMRP haa submitied _ : has \."L—Q,
paper to obtain guardianship for the client. [See
wi24] - .

2. There was no evidence that written consent
had baan obtained for Cliant #1's Behavior.
Support Plan (BSF) and for the use of the
prascribed psychotropic medications. Interview '
with Qualified Mental Retardation Professional
(QMRP) on 7/18/07 at approximately 3:45 PM
revealed that Client #3 did not hava wiritten
informed consent signed by & guardian of any
other person identified as responsibie at the time
of the survey; however, the QMRP has submitted
paper to obtain guardianship for the client. [Ses ‘ _

w124)] ’
3. During medication administration on July 17,
2007 al B:08, Client #2 was obsarved to raceive
Trazodone HCL 100mg, Risperdal & mg, Valproic
Acid 1000 mg. Record verification reveaied the

| client was prescribed thess medications for
maladaptive behaviors, Record revisw revealed
tha client has a behavior support plan dated
Septembar 7, 2007. :

Interview with the QMRP and the racord raview
on July 19, 2007 revealed na evidance that
consent had been abtained from the client's
guardian for the aforementioned restrictive
maasures. : :
W 289 | 483.450(b)(4) MGMT OF INAPPROPRIATE W28B Tye., LA \ LL[«
CLIENT BEHAVIOR '

The use of systematic interventions to manage
Inappropriate cliant bahavior must be
incorporated into the client's individual program

ZORM CMS-2587(02-98) Pravious Versions Obsclele Event i0; RLDC11 Facliy ID; RG1TS If continuation shest Page 16 of 30
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| ISP an July 18, 2007 at 3:02 PM revealed the

plan, In accordance with §483.440(c)(4) and (6) of
this subpart.

This STANDARD is not mat as avidencad by
Based on review of the clients’ behaviorai support
plans, the facility failed to ensure that the use of
behavioral control medications had been
approved by the Interdisciplinary Team and
incorporated In the clients ISPs for thrae of three
cllants in the sample, (#1, #2, and #3} °

The findings include:

1. Psychotropic medications administered on
July 17, 2007 for Cllants #1, #2, and #3 were not
includad in the behavioral support plans (BSPs).

2. Observation of the madication administration
conducted jor Cllent # 1 at 6:44 PM revealed that
the client receivad Clonazepam 2 mg ang
Clomipramine HCL 75 mg crushed into
spplesauca by mouth. Tha reviaw of Client #1's
individual support plan {ISP) on July 18, 2007 at
2:41PM rovaaled the psychotropic medications
administared was not includad in the plan.

b. During the observation of the medication
adminlatration conducted for Client # 2 baginning
at 8:08 PM it was revealed that she received
Trazodons HCL 100mg, Rispardal 5 mg, and
Valprolc Acid 1000 mg. The review of Client #1's

psychotropic medications administerad were not
included in plan.

c. Observation of the medication admlniiﬁaﬁon
conductad for Cllent # 3 at 5:34 PM revealad that
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W 289 | Continuad From page 20 W 289
she recsived Miriszepine 15 mg, Netazodine HCL
100 mg, and Zyprexa 5mg. The raview ot Client
#3's |SP on July 18, 2007 at 11:50 AM revealed
the psychotropic msdications administered was

not included in the plan. :
W 322 | 483.480(a)(3) PHYSIGIAN SERVICES
The facility must provide or obtain
general medical care.

This STANDARD is not met a8 evidenced by:

Based on stalf interview snd record review, the
tacillty fallad to provide preventive and general
medical cara for two of three cliants included In
tha semple, (Client#1 and #2)

‘The ﬂndinga include:
The faclity falled

obtained by telephone for Clients #1 and #2 we
sighed by the primary care physician.

revealed the Lorazepam was given as sedation

2007, Interview with the reglsterad nurse (RN}
July 18, 2007 rovaaled thal the order was

later sign signad
tha tima of tha survey, the telephone

had not been

by telaphone and should have
himn. At
order for the Lorazepam
the PCP.

preventive and

to ensuce that modicaﬂori orders

prierto 2 gynecologlcal appolintment on June 18,
obtained from the primary care physician (PCF)

signed by

W, 322

1. Verification of Client #2's madication ordars on o \

| duly 18, 2007 revealed she was prescribad a one heaed- Rl 5 VA oYy R-Q
time dosage of Lorezepam 2 mg tab (2 tabs (4 AL
mg) by mouth on June 13, 2007. Further review b cad =2 IR\
of the medication administration record (MAR) RNR DV ovan

by
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W 322 | Continuac #om page 21

2, Review of the physician's orders revealed
Chient #2 a2 z telephons order on October 18§,
2006 for Banadry! 26 mg cap at bedtime as
neaded for aieep. Furthar review revealed the
order was ¢! signed by the PCP. interviaw with
the RN or: -1uiv 18, 2007 revaaied that the order
waa obtal-.zi fram the primary care physician
(PCP) by i’2phone and should have later been
signed by rin. Af the time of the survey, there ho
avidence '~ telaphona order for the Benadryl 25
mg was signed by the PCP. '

_ -
4. Review :- {1& medical records condlcted on
7/18/07 8, 2:22 AM, revesied a physician's order
dated 5/16/07. According fo tha order, Client #1 -
was to be adrinistarad 6 mg Ativan PO one (1)
hour prior " gynecological appointmant on
§/21/07. imerview with the RN on 7118/07
revasled thaf the telephone order was shoukd
have been signed by the PCP, The RN Indicated
inat the F':& = sually signs off on all orders during
his Visits. -1 he time of tha survey, the telephone
grdar for the: Ativan had not bean signed by the
CP.
483.460(c. NURSING SERVICES

The facility must provide cients With nursing
services in accordance with their needs.

W 3

This STANDARD is not mat as evidenced by;
Based on obasrvation, staff interview and record
raview the facility failed to ansure nursing
sanvices ir; accordance with tha rieeds of two of
six clients residing In the facility. (Clent#1 and
#8)

Thae findings includs:
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W 331 | Continued From page 22 W 331Ny o vna® s Gt '\J\L\\\’\-\
' 1, Thae facilty's nursing services falled to ensure ' LAV ) " L |
| the adminlistration of medication in compliance Q\AVQ v W
with the physician orders for Client#1. [Ses e 3)
W3GE] wee, 281
2. Tha facliity's nursing services failed to ensure | o
that medloations identified as controllad
substances were sacured under double lock,
[Sse 381)
w 358 | 483.460(g)(2) COMPREHENSIVE DENTAL W 356
TREATMENT . '
The facility must ensure comprehsensive dental
treatment servicas that include dental care _
needad for rellef of pain and Infections, . oo
restoration of teeth, snd maintenance of dental . _
heaith, : '\'&-ﬂ_ Q&\;\ \\H W\ ‘M—E:U'LQ
This STANDARD Is not met as evidencad by: D

'| recommendad that these teath be extracted

Basad on interview and record reviaw, the facility

failed to ensure comprehensive treatment

services for the maintenance of dental heaith for

;\‘m of threa ¢liants in the sample. (Client #2 and
%)

The findings Inciude:

1. Record review on July 19, 2007 revealed
Client #2 had a dental consultation on February
23, 2006 during which the dentist diaghosed
caries of tasth #1, #23 and #30. The dentist

under deap conscious sedation.

Intarvisw with the Quslified Menial Retardstion
{QMRP) and the nurse on Novembar 19, 2007 at
3:30 PM revenlad tha teath had not besn
extracted dua to the lack of consent i perform
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. - o DEFICIENCY) , _
w 3586 | Continuad From page 23 W 368

| the procedure. Although the facility indicated that

the procadure, interview w‘rth the QMRP
indicated a guardian was obtained for the client,

however the guardian immadiately resigned.
Another guardian was appolinted in July 2007 for .,
the client and the axtraclions Ware schaduled for
September 2007.

Record review revealed ongoing documantation
in 2008 and 2007 by the nurse and tha QMRP
reflacling that the client was awalting approvel for

they wers swalting consent, thers was ho
documented evidence tiampts to ohtain——
a. /At the time of the survey,

Intarview with the facility’s Licansed Practios!

timely dental haalth services. _
2. Record review conducted on 7118107 at 41:18
AM revealed a dental consult dated 5/30/07. The
consult indicated follow up for scaling, possible

on 9/15/06 for Client #3. The consuli further
indicated that the patient needs extractions of #8,
#24, and #25, needs scaling “Will attampt to
fabricate dentures after above recommendations
are compiata”.

Nurse (LPN) on 7/18/07 at spproximately 3:15
PM revealed that Client #3 sew the dentiston
©/15/06 and it was racommendad that the client
needs scaling and posaibls teeth extractions.
The LPN further revealed that on 5/30/07, Client
#3 received scaling; however, the client
continued to nead sxtraction of several teeth.
The LPN indicated that signed consent to have
the testh axtracted is the hold up from getting the
dantal services corpleted. Tha LPN further
indlcatad that thera is an appolntment in

S
Hhers was no evidencs tha client nad received ”/

axtractions ware recommended from the laat visit |

L
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. : DEFICIENGY? .
W 356 | Continued From page 24 W 358| Ladevs \saoom e, '
September 2007 to have the dental services . ﬁllﬁlﬂ
completed. Althaugh the facillty ndicated that vodLwd o e, Wanaa | oo SRSy

s

#3 recelvad timaly dentai ssrvices.
358 483.480(k){1)}DRUGADMINISTRATION \

‘| that all drugs are adminietered in compilance with

they were awalting consent, there was no

documented evidence i

consent In the -JAt the time of the survey,
fled to pravide evidence that Client

Tha system for drug administration must assure
the physician's ordera.

This STANDARD Is not met as avidenced by:
Based on observation Intarview and record
review, tha facility fafled tp administer
medications In compliance with the physician's
order for one of three clients included In the
sample. (Client #1) :

The finding intludes:

During the evaning medication administration
observation on 7/17/07 at 8:44 PM, Cllent #1 was
observed to receive Flonase Nasal spray. The
Trained Medication Employee (TME) was
obsarvad fo inatill one spray In each nostril while
the client lay in the recliner chalr. Record
verification of the Medication Adminiatration
Record (MAR) ravaaled Ciient #1 is prescribed to
Inhale two (2) sprays in eath nosiril every
svening. Review of the current physiclan's orders
dated 7/2/07 reveaied Cliant #1 was prascribed
Flonase Nasal (Inhale 2 sprays in each nostrll -
svaery svening). Thare was no evidence that the
Flonase Nasal Spray was administered ns
prascribed by tha physician.

W 381

483.480(1)(1) DRUG STORAGE AND
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Continued From page 25
RECORDKEEPING

W as1

The facility must store drugs under proper
condltions of security.

This STANDARD |8 not met as evidenced by:
Based on observation and staff interview, the

a8 controfied substances were seoured under
doubte lock for two of six clients resldlpq In the
facliity. (Ciient#1 and #B)

The finding Includes:

Evening observations conducted on 7/17/07
beginning at 6:08 PM revealed Cliant #1 and #6

| were obzerved to raceive tha medication
Clonazepam. Intarviaw with the Tralned
Maedication Employee (TME) on the same day st
approximately 8:50 PM revealed the facility had
no medications that required double locks.

. | Inspaction of tha nurse’s station on 7/18/07 at
2:43 PM ravesled that the controlied substance
(Clonazepam) was observed Cllent #1's and #8's
baskets, Interview with tha facllity's Registerad
Nurse (RN} on the same day at approximately
3:05 PM ravenied that the facility does have &
lock box inslde the medication cabinet, The RN
further indicated that the facility keeps & declining
inventory of the scheduled |V medications. There
was no evidenca that the medications wera
properly secured under double lock.

W 430 | 483,470(g)(2) SPACE AND EQUIPMENT
The facility must furnish, maintain in good repair,
and teach clients fo use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,

facility fafled to eneure that medicstions identified

W 381

W 438
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W 436 | Continusd From page 28 | W4368) v e \\o\%v’-
and other devices identified by the . . _
interdisciplinary team as needed by the client, ol BVL RN T =X -4 \’\'-L

This STANDARD Is not met as avidenced by:

B”e:id on obut:atlon andn?terviq:. tmtym Jances g \-'\Q-:td b\/

failed to ensurs devices a plds iden ithe o

'Interdl;gipllnary tearm as naﬂded':}v the g:m e, T OV wmeeded BY

wsre maintained in good repair for one ntin T d'h » ~,*

the sample, (Cliant #2) o dacds - vty Z f‘i {oj ‘

The findings nclude: : AN o o ;\'tu‘ '
4 \V{ d

1. On July 17, 2007 st 8:05 AM the brake on the “aRw Lo Jood

|t front of Cliant #2 rollator walker Wes observed RS m y

to tl:e brokr?n. The cllent wt:s ob:'om use the . AV [Ty ‘bt-d

walker during ambulation throug survey, |- e i

Intarview with the Qualified Mentat Retardation 1 Ned prade Mo

Professional (QMRP) indicated @ request had Sean S Vg :

been submitied to obtaln a new walker for the _ ' \/

dient. The review of the last Physical
Therspy(PT) assessment dated Juty 8, 2005
revealed it is the walker is recommanded to
ensure tha clients safety during ambulation.
According to the Individual Support Plan dated
July 24, 2008, the walker i recommendad for use
during ambulation due to the ollent's unhstead gait.
There was no evidsnoe the cllents waiker was
malintained in good repair. T

2~ Turing environmental observations on July 19,
2007 at 12:40 PM, 2 raisad toilet seat was

pbasrved detached from the commode. Interview| :

with the home manager (HM) Indicated the seatis o
used by Residents #1 and #2, Record revisw oh
July 8, 2008, revealed the PT recommendad a
raised tollat seat with raiis. According to the HM,
La request was made 1o have the raised tollet seat
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T NT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/AOLIA (42) MULTIPLE CONSTRUCTION 0(3) DATE SURVEY
.NIA;;MEUN OF CORRECTION « IDENﬂFIQAT}ON MIER' A BURDING ) COMPLETED

080178 | |BWha " 07/1812007

NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZF CODE
‘ 7533 12TH ATREET, MW
WHOLISTIC 09 WASHINGTON, DC 20012

] UMMARY STATEMENT GF DEFICIENCIES . ] PROVIDER'S PLAN OF CORRECTION (X8)
e gl'l DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

PREFX REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cuossm!Rﬁgﬁ&gcT%E APPROPRIATE OATE

secured. Althe time of the sutvey, howevar the , A \
tollet seat was not secured. WA\ b‘- ‘a y e X0
W 441 ;433.470(l)(1) EVACUATION DRILLS : W 441 &t_..\.)). YO RamIhAVE

\/ The facllity must hold evacuation drills under - Q:\‘N- A U c.w{
/| varied conditions. ' D D pese Loed

This STANDARD Is not rmet as svidenced by. 3 ~
Based on staff Intarview and record verification, _ VR WAy ‘*\8 o\ ad
the fasility faled to hold evacuation dris under ‘

varied conditicns. ; | | ? Lt% ) O? o 3(,“]:01

W 438! Continued From page 27 S T W a38) pere Dl et TNt v_\a'

The finding includes:

Reviaw of tha fscility's fire drill records on 7/1 707
at 8:21 AM revesied that-most of the fire drilis
wera conducted via tha front and back door axits.
Reviaw of the fire drill record revealed exits on
the second flocr and the basemant had not baan .
used at any time. Interview with the Qualified
Mantal Retardation Professional (GMRP) at
approximately 9:40 am revealad that tha facility
had at least four method of egress. Further -
intarview with tha QMRP revealed that the clients
primarily used the front and back door exits
during the past year, There was no evidence that
evscuation drills wera held under veried
conditione. :
W 455 | 483.470()(1) INFECTION GCONTROL W 455

There must be an active program for the :
prevantion, control, and investigation of infection
and communicable diseases.

This STANDARD is not met Bs evidenced by:
Based on cbssrvation and Interview the facility
failed to ensure the implementation of infaction
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VW 485 | Continued From page 28

control procedures to prévent communicable
infectious diseases for five of the six clients

(Clients #1, #2, #4, #5, and #6) residing in the
facility. .

The findings include:

Evening observations conducted on 7/17/07 &t

5:40 PM revealed Clients #1, #2, #4, #5, and #8
sitting at the dining table eating their dinner measl.
At o time did direct care staff encaurage or

- radiract the clients to was their hands.’ Interview

\ with the home manager indicated the cliant

should wash their hands avery day before dinner.
There was no evidence thet infections control -
procedures ta prevent communicable infectious

\ disaases ware being implemantad.

1 W 408 483,480(d)(4) DINING AREAS AND SERVICE

The facllity must assure thet ¢ach client eats ina
:‘nannur consiatent with hig or her davelopmental
avel.

This STANDARD Is not met &s avidenced by:
Baeed on observatian and intarview, the facility
falled to ensure the opportunity was participation
in family style dining was provided for five of the

| aix clignts residing in the facliity. (Clionts #2, 13,

‘ #4, #5, and #8) _

, Tha findings include:
|

On July 17, 2007 at 5:20 PM, Cliant # 3 was
observed setting the table, At §:35 PM the home
manager was obsstved serving the dinnef piates
in the kitchen, Direct staff were obssrved
escorting Cliants #2, #4,and #8 to tha kitohen tc
get their dinner plates which thay were
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: , A, BULDING
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TAG RECULATORY OR LSC IDBNTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
_ _ DEFICIENCY)
W 488 | Continued From page 28 W 488 '
supervised/assisted to camy back to the dining ' ‘
room $able beginning st 5: 37 PM. During this

#1 were carmlad

time, Client # 3 waa cbsarvad canying her own
plate to the dining table.

Plates for Clients #5 and
1o the dining room by staff,

themselvas with suparvision,

to fasd her saif with staff supervision.

In family style dining.
cllant were offared the
a variaty of frults,
clierts were
in family style dining at meal Uma.

During mealtime, the clients were able fo fesd
Staff reported that
Cliant #1 was blind; howaver, sha wes glso able

Interview with the Qualified Retardation,
Professional and the record review on:July 19, -
2007 at 3:30 PM reveajed the clients had not
baen assesssd or provided training 1 participate
Although at snack time the
opportunity to select from
there was no evidence that the
provided an opportunity to participate
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