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This recartification survay wra conducted from
October 21, 2008, through October 22, 2008.

The survey was initlated using the fundamental X
survey process. Six male clients with varying )
degrees of disabllitias reaids In this facifity. Thres . o
.of the six cllents wers randerniy selacted for the
sample.

The findinga of the survey were based on ' ' TR
observations at the group home and two day
programs, interviews with managemaent and direct

care staft in the residence and the review of the W 104.1 -
_ administrative records including the facility's . -
' Incldent management system. - See W189. ’ P
W 104 | 483.410(a)(1) GOVERNING BODY W 104 12/18/08

The governing body must axercise general policy,
budget, and operating direction over the facility.

This STANDARD Is not met as svidencad by: W 10422 -

Basad on observations, interviews and record

reviews, the governing body failad to exercise See W455,

1slaﬂeclnlens\l policy and operating diraction over the 12/15/08
iwl

The finding Includes:

1. The goveming body falled to ensure that the
direct care staff implementad the agency esatbalt
policy for safety. [Sea W180)

2. The govenring body falled to snsure that the

direct care staff Impismented its infaction contral

policy. [See W455)

W 1531 483,420(d)(2) STAFF TREATMENT OF W 153
CLIENTS

LARORATORY DIRECTQR'EWD PLIER REPRESENTATNE'S SIGNATURE TITLE . MTT!
ettt K Vite Roclect -~ JojiJog

Any deficlancy statemnt anding with an weterisk (*) donoies « deficlency which the inatitution may ba axcused fron comecting praviding & s datgrmi ik
Sher safequards provide suMciant protection to the petients, (See Inatructions.) Except for nureing haies, tha findings uhg :tr;n ::na dluohnbllnﬂ'gm f
foflowing the data of survey whether or net & plan of comection s provided, For nuraing homea, the above findinga and plany of comection am disciosable 14
‘pays following tha date thess documaents a made availabie to the fsclifty, If defickencies are ched, sn approved pian of correction i requlaite to comtinued j

—_—

[program pericipation,
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According to tag W153,
The facliity must ansure that all allagations of “The facility must ensure
mistreatmant, naglect or abuse, as well as that all allegations of
injurles of uninown sourge, are reported mistreatment, neglect or
immediately to the administrator or to sthar A
officials In accordance with State law through abuse, as well as injuries of
- estabiished procedures. unknown source, are
p reported immediately to
i the administrator or to
This STANDARD s not met as evidenced by: PR ~
Based on staff interview and record review, the other afficials in accordance y
fallty falled to enaurs that all Injuriss of unknown with State law through
erigin were reparted immediately to the ished procedures.”
administralor or to other oMeials in accordance ;L’t:bnl;o}muon?: 5
with Stele Law se required by DC regulation (22 s
DCMR Chagter 35 Section 3516.10), for twa out incidents were reported to
of the three cllenta in the sample. (Clients #1 and Wholistic’s administration in
#2) a timely manner,
The findings Include: Inl the" futura;:ht:teﬂ;fl:lhty
Review of the facillty's unusual incident reporis Department of Health, HRA
and Interview with the Qualifiad Mental is informed of such incidents
2008 at 1:43 PM, revealed the facilly failed to rding 1o State law.
report timely Injuries of unknown origin as Staff will be trained by the
‘ requirad; Department on Disability
S 4 1]
1, Gn September 1, 2008, a direct care staff crvices (gfﬂd‘m incident
reported hearing a nolse coming fram Cllent #2's managem procedures ;
bedroom which was located on the second floor The Qualified Mental ]
of the facliity. According to the report, the staff Retardation Professional
went to the cfient's bedraom and discovered (QMRP) will work ‘
Clignt #2 sustained an injury to the hesd and . -
face. Client #2 wews taken to the emergenicy room | collaboratively with
for evalustion and treatment. - Wholistic's incident
it i to
4. An unususj incident report, dated July 9, 2008, magmensumhmmmm
revealed that Client #1 wase observed by his one law .
Event I HPRQ11 Feciity IC. 12/20/08 1 ahostrage 2010
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on cne staff disrobing in the living room.
According to the Incidant report, tha direct care
§taff went to get @ robe to caver the cllent. While
the staff was aaaisting the Client #7 with putting
on his robe, the staff discovered an abrasion on
) his right hand and slbow of unknown erigin.
Nota: It should be noted that these injuries of
unknown origin wers not reported to the
governmental agency until Qctobar 17, 2008. "
W 168 | 483.430(a) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL _ ———
w159
Each client's active treatment program muat be See W189,
integratad, coordinated and manitored by 12/15/08

qualified mental retardation professionai.

This STANDARD is not met as evidenced by:
Baaad on observations, interviews with the
Quelified Mental Retardation Professional
(QMRP) and record review, the QMRP falled o
ehsure integration, cocrdination and menltaring of
dlient's active treatment regimen.

The finding ncludsa:

The QMRP fa'lled to aneure that each employee
had baen provided with adequats training that -4
enabled tha employee to perform his or her duties
m:;l]vely. efficiently and competently. [See

W 189 | 483.430(s){1) STAFF TRAINING PROGRAM W 188 . |

The facility must provide each employes with
Initial and continuing training that enables the
empicyee to perform his or her duties effectively,

efficiently, and competentty. .

FORM £018-2887(024) Previoua Veryiony Obwolete Evant o HERG11 Facliy ID: 0BG168 If continuation sheat Page 3 of 8
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Continued From page 3

This STANDARD s not mst as evidenced by:
Based on cbsarvation, etaff Interview and record
review, the facility falled to ensure that each
employee had been provided with adequate
training that enabled the employee to psrform his
cr har duties affectively, afficiently and

sampetantiy.
The findings include:

1. Observation on October 21, 2003 at
approximately 8:25 AM revealed tha dlrect care
ataff assiating sach cllent onto the van to leave for
their respective day programa. Further
pbeervation revealed thet Client ¥5 was the last
cllent ia board the van. After which the staff
placed the stzp stool onto the van and clogad the
van's sliding doeor. The driver emtered the van

and pulied of!.

At no ime prior to the ven departing from the
facillty wers staff cbsarved to buckle each clients
sclatbelt In accordance with the agency safely
policy.

2. The facility's direct care staff failed to
consiatently Implament the gaitbalt support for
Cliant #5 as gvidenced below:

On October 21, 2008 at approximataly .22 AM, a
dirsct care ateff was observed to take Cllent #5 to
hle bedreom holding Rim by his arm. While
walking with Cllent #8 he bagan to lean forward.
Further abssrvation revealed that the client was
waaring a black belt around his waist. At notime
was the staff abserved to Use the beltas a
support during the cllent's ambulation to his
bedroom.

w189

W 189.1
Staff have been strongly

| advised to assist the clients
with buckling their
seatbelts at all times
whenever they are scated in
the van. The House
Manager will on a weekly
basis (five days a week)
conduct spot checks to
ensure compliance.

12/01/08
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W 189

w217

. Obsaervation at approximately 4:20 PM, revesied
. the staff using the bieck belt around Client #5'

-| mamber appearing to ba unabie to balance the

Continued From page 4

walst to assist him to and from bathroom with
much difficuity. Further cbservetion reveaied that
the staff was not clear on how to use the black
belt as a support for the client due to the staff

cllents weight while watking.

Interview with the House manager and the
Qualified Mental Retardation Professional
{QMRP) revealed that the black belt around the
cliont’'s walst was & recommanded gekbelt which
should be used o asaist the staff to maintain the
client's balanoe during ambuiation.

On Qctaber 22, 2008 &t approximately 2:30 PM, a
review of the September 18, 2008 Human Right
Committea minutes revealed that the Team
approved Client #5's use of the galt ba!t for
balanca and to pravent felis during ambulation.
483.440(c)(3)(v) INDIVIDUAL PROGRAM PLAN

The comprehensive functions! assesamant must
Include nutritienal status.

This STANDARD s not met as evidenced by:
Based on the observation, Interview and record
réviews, the facillty falled to ensure that
Intarventions put in piace had been fully evaluated
to ensure the effectivenses of a feading protooal
;%r) one of six cllant residing In tha faciiity. (Citent

The finding Inciude:

The fgcliity falled to snsure that the Professional

w1es

w217

. (PT) will train staff on how

W 189.2 i
The Physical Therapist

to effectively use the
guitbelt when asvisting
client # S during
ambulation. ' J

12/18/08
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Continved From page 5

Staff (Nutrition, Spaech) had asssssed,
monitored, and addressed Cliant #2's
consumption of foods and head pesitioning to
reduce cllant spillaga. There was no evidence
that the current mealtime interventions had been
reevaluated and revisions considered as deemed
waraned (o ensure safe eating as avidenced by
tha following:

Observation on October 21, 2008 at
approximataly 8:02 AM revealed Client #5 sating
with his hands throughout his maal. At no tims
during breakfast did the meming staff redirect
Client #5 while sating.

On October 21, 2008 at approximataly 8:17 PM,
Client #5 was again ohserved eating with his
fingers. Aflerfive minutes had passed, Cliant
#0's aanigned staff began to provide hand over
hand assistance to the cllent while ssated on the
client's right side.

Throughout tha entire meal, Client #5's head was
absarvad leaning to hig right onto his shouldars.
The staff providing hand ever hend asslstance
was unabla to see the client's mouth and
appesrad to have some difficulty providing this
level of assistance while being seated.
Approximately 40% of Cllent #5's food spilled on
the dining room floor and In hia lap.

Interview with the nurse and the QMRP raveaied
that the cllent had a feeding protossl. Further
Interview with the nurse revealed that Cllent #5
had been sick and some of his feading skills had
decresssd. Additionally, the nuree mentianed
that his head positioning was the result of soma
deterioration of the muscles end it had bean
chailenging at mealtimes.

W 217

w217 ) ~
Client #5°s mealtime
protocol will be revised to
account for proper head
position during feeding.
Staff will be in-serviced on
bow to assist client #5
during feeding.

12/20/08

L —
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Revigw of the mal tima protoeal en the aame
avening at approximataly 7:00 PM, revealed that .
. Ciient #8 was "Indepandent with cloge :
supervision to insure edequate and safe dletary .
Intake given visual deficits”. Further review of the '
maaitime protosol made no mantion of the proper
head positioning to beneft and aid In the client's
safe food consumption.
W 455 | 483.470(1)(1) INFECTION CONTROL W 465 ‘ -
MW 458
Thers musat be an active program for the !
pravantion, control, and Investigation of infection | This should not be a
end communicable diseases, | concern because client #8
- . did not touch a foreign
\ . terial/object. Instead, he
This STANDARD ia not met as evidenced by: ma et, 1
Based on obssivation, the facllity faled to put his band in his gwn
implement infectious control proesdures to mouth which is the
prevent communicable infectious diseases. primary source of food
The finding Includes: intake, Had it been a case
. of client touched his nose
Clent #1 wa takan 0 e baireoom & weeh s ratrol aress infoction
was ¢ bathroom to wash
hands. At approximataly 5:88 PM while siting at “:m' would have been a
the dining room tabig, Client #1' put his hands In concern.
his mouth several imes. The ataff responded,
"Don't put your hands in your mouth, You just
washed your hands."
At spproximetely 6:15 PM staff placed Cllant #5'a
plate of food on the dining room table and he
began to sat. Cllent #S was not observed to
ratum to the bathroom to wash his hands prior to
recelving his meal. ‘
W9986 | FINAL OBSERVATIONS Wg8a9
Event ID: HERQYY Facillly 10: 0eG188 {f continustion shoat Page 7 of b-

AT e e -

ae e - da



12/06/2008 171:33 FAX

009/024

PRINTED: 11/1&/2008

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED |
CES QMB NO, (938.0391
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION 0C) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETRD
A BUILDING
[T T ] | & Wino 10/22/2008
NAME OF PROVIDER OR BUPPLIER STREET ADORESS, SITY, STATE, ZP CODE '
WHOLISTIC 08 6427 19T STRERT, NW

WASHINGTOM, DC 20012

R

SUMMARY STATEMENT OF DEFISIENCIES
(EACH DEMCIENCY MUST BE PRECEDED BY FuLL
AEGULATORY OR LSC MENTIFVING INFORMATION)

14}
PREFIX
TAG

PRCVIDER'S PLAN OF CORREGTION
EACM CORRECTIVE

ACTION 3HOULD BE
EFERENCED TO THE APPROPRIATE bate
DEFICIENOY)

Weas8

J

Continuad From page 7

The fallowing observationa wers made during the
8uivey process. It Is recommeanded that this
areas be raviewed and determinations be made
regsarding appropriate action to prevent petantial
non-compllant practices:

1. ©n October 21, 2008 at approximetety 7:20
PM, observetion revesalaed tha Tralnad Madication
Employes (TME) was pouring Client #2's avening
medications. The Speech and Language
consultant was observed to opanad the door and
enter the kitchen. Further observations revealed
that the Speech consultant went directy to the
counter where the TME was pouring the
medications, reached over the TME and opened
the cabineat.

" | The Speach consultant commented "l am looking

for a box low fat crackers.” At no time prior to
reaching over the TME did the Speech conauitant
acknowiedge the TME pouring the medicsifion or
acknowledge Client #2 sitting in a chalr directly
next to the counter. There was no Indication that
the client's privacy was maintained during the
medicetion adminiatration.

immediately after the incident approximately 7:26
PM, Interviaw with the huree on duty revealed that
the stelf and the agency contract consultant have
been trained not enter the kitchen while the
clients ars recaiving thelr medications.

2. Qbservation on October 21, 2008 gt
approximately 8:25 AM, revaaled the direct care
staff pulled a metal step stoo) with a suppeort arm
from the van. Further obeervation revealed the
the step stool did not have rubber support stopper
onits lag. Additionally, the steps surface was
slick (no non slip surface noted). Additionally, the

wWeoe9

|

W 999%.1

This observation has been
noted. The TME has been
in-serviced to preserve
clients’ privacy during
medication administration,

Additionally, the QMRP,
RN, and House Manager
will monitor medication

| pass to ensure privacy.

12/15/08
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metal arm support did not have a grip aupport for
the clients to hold ae they enter or exited the van,
Interviaw with the staff and the house manager W 9999.2 ,
acknowiedged that the step stool was old and The step stool has been 5
needed to be replaced to ensure eafe loading and replaced. *
unloading of the clients.
12/15/08
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| reside it $his faclity. Three of the six clients were
randemiy salected for the sample.

" | The findings of the survey wera besed on
_programe, Interviews with management and
.of the administrative records including the

1 The finding Includes:

L

INITIAL COMMENTS

This licensure survay was conductad from
October 21, 2008, through Qciober 22, 2008, Six
male cllants with varying degrees of disabifities

obsarvations at the group home and two day
direct care ataff in the regidence and the revisw

faciity's Incldent rnanagemant system.

3501.6 ENVIRONMENTAL REQ/USE OF
SPACE

Each window shall be supplied with curtains,
shades or biinda, which are Icapt clesn, and In
good repalr.

Thia Statute is nat met as evidénced by:
Based on observation, the GHMRP falled to
ansure biinda end curtains at sach window.

An environmental walk-through wes conducted
on Octobsr 22 2008 et approximately 1:50 PM
that ravaaled the.blinds iocated in Rasident #1's
front window were tom.

3504.1 HOUSEKEEPING

The Intarior and exterior of each GHMRP shall be

maintained In a safe, ciean, orderly, attractive,

and sanitary manner and be free of

:gcumulshons of dirt, rubbish, and objeetlonabie
ars

1000

1022

1 op0

1022
The blinds were

| replaced on the day of

the survey.
10/21/08
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T 0%0.1
| 090 .
| 080 | Continued From pags 1 The cefling fan will be
Thig Statuta is not met as evidenced by: repaired. 12/15/08
Basad on observation and interview, the GHMRP -~
failed to ansurs that the resldanoouwu ) 1 0902 . |
rnaintained in a yafe, clean, attrwctive an The closet door bas been -
senitary manner and fres from an acsumulation | .
' I 0903
The findings include: The h“ﬁllg vent was
cleaned on the day of the B
|
, Intorna survey. 10/22/08
" | 1. The caliing fan In Resident #1's hedroom was 1 090.4 .
. |'obsarved to hit the wall.v.vhan circulating, The refrigerator handle Co
2. The closet door outside of the office area was was repaired on the day of "o
... |ofttackand broken, the survey. -l g
o Coo : 10/22/08
3. The first fivor bathroom had an accumulation
of dust on the heeting vent over the mirror. 1 090.5
) e The floor tile was replaced
4, The handle on the refrigsrator door wae Iooss on the duy of the survey.
and miasing a sorew. 10/22/08
5, The fioor tila In front of the stove was koose 1 090.6 |
and couid pose a trip hazard, The sharp edge object was
8.- The first floor bathroom support rall near the replaced.
tollet had a sharpen edge of the matal support 10/25/08
plats. I 090.7
The freezer has been
7. The fre=zer on the back porch wag unable to
ciosa securely due to an accurnulation of ice. repaired and now closes
well. 10725/08
| 208 3609.6 PERSONNEL POLICIES 1208 1090.1,2, 3,4, 5, 6,7,
" ' Wholistic Services V,Inc. |
Each ernployee, prior to empioyment and * ;
annually thereafter, shall provide a physician ' s will be conducting monthly
arrlfigmn l::t a heslth Inventory hahs bean | environmental andits to
parfor, and that the emploves ' s health status ensure compliance.
AT Rgulsbar Ageiateton TAREe Comp
e
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PREFIX
TAB

SUMMARY STATEMENT OF DEFICIENOIES
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D
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
EACH CORRECTVE ACTION SHOULD BB

o EFERENGED TO THE APRROPRIATE

DEFICIENCY)

Oy
COMPLETE
DATE

{208

" interviaw and raview of the

FeaZh Fagulstion AdmIiatraton

Continued From page 2

would allow him or her to perform the required
tiuties.

This Statuts is not met as evidenced by:
Based on staff Interview and record review, the
GHMRP falled to ensure Its staff recelved annual

health screenings.

Tha findings include;

nnel records on
October 2, 2008 reveaied the GHMRP falled to
provide svidancs of physical examinations for the
house manager, one GMRP, and two counsalors
(Staff #1 and #3)

3510.3 STAFF TRAINING

There shall be continuous, engoing in~servica
training programs scheduled for all personnal.

This Statute s not met as evidenced by:

Based on obsarvations, interview and recorg
varification, the GHMRP feiled to ensure
continuous, ongoing In-service training programs
wers conducted for il parsonnal.

The finding includes:

1, Ohsarvation on Oclober 21, 2008 at
approximataly 8:25 AM revealed the direct care
stalf aseisting each residant onto ths van to leave
for their respective day programs. Further
obsarvation revesled that Reeilent #5 was the
last rasident to board the van. After which the

- | staff placed ths step stool ento the ven and

closed the van's sliding door. Tha driver ¢ntered

1208

A current physical
certificate for the
QMRP was in the
personnel records at the
time of the survey. The
House Manager and
staff #1 have completed
their physicals, Staff #3
has quit the job.
11/30/08

"
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(X1) PROVIDER/SUBFLIER/GLIA
IDENTIFICATION NUMBER:

HFDO3-0138

0C2) MULTIPLE CONSTRUCTION

A BUILDING
8, Wing

(X3) DATE SURVEY
COMPLETED

10/23/2008

NAME QF PROVIDER OR SUPPUER
WHOLISTIC 05

STREET ADDRESS, CITY, STATE, zip CODE

8827 18T STREET, NW
WASHINGTON, DC 20012

x4} ID
FrE
TAG

STATEMENT OF DEFICIENCIES I
(Wmm MUST BE PRECEDED BY FULL
RESULATORY OR L9C IDENTIFYING INFORMATION)

o

PREFIX
TAG

(EAGH COR

PROVIDER'S PLAN OF CORRECTION
CRO&9-REFERENCED TO THE

o
COMPLETE
* DATE

RECTVE ACTION SHOLLD BE
APPROPAIATE
DEFICIENQY)

| 222

, poliey.
2. Tre facilty's direct care staff falled i

, On October 21, 2008 st approximately 8:22 AM, a

Healkth Regulation AdmineTeion

ETATE FORM

Continued From page 3
the van and pulled off,

At no time prior to the van departing from the
facllity were ataff obsarved to buekie each clienty
seatbelt in accordance with the agency safety

consistently implement the guitbelk support for
Resident #5 8a evidenced bglow:

direct care siaff was observed to take Resident
#5 to his bedroom hoiding him by his arm. While
walking with Resident #5 ha began to lean
forward. Further obssrvation ravesiad that the
resldent wais waaring s black belt aroung his
waist At no time was the stafy observed to yse
the beit as a support during the olient's
ambulation to his badroom,

Observation at approxi 4.30 PM, revesled
the staff using the dlack belt around Resident
#5's walst to assiat him to and from bathreom
with much diffieulty, Further observation revealed
that the staff was not clear on how to use the
bleck beit as @ support for the resident due to the
staff member appearing o be unable to bajance
the cilent's weight whils walking,

Interview with the House manager and the
Qualifisd Mentai Retardation Professional
(QMRP) revealed that the biack balt around the
tllent's walst was a racommended galtbeh which
should be used to assist (he staff to maintain the
client's balance during ambulation,

On October 22, 2008 at appreximately 2:30 PM, a
review of the September 18, 2008 Human Right
Committea minutes reveajed that the Team

| 222

12221
Cross reference W189.1

_12/01/08
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NAME OF PROVIDER OR BUPPLIER
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PREFIX
TAQ

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED &Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATICN)

[
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(BAGH CORREGTIVE ACTION SHOULD BE
CROBS-AEFERENCED TC THE APPROPRIATE
DEFICIENCY)

BATE

1222

| 226

Health Regulslien Adminiatration

Continugd Frem page 4
approved Resident #5's use of the gait belt for
balancs and to prevent falls during ambulation,

(Ses also Fedaral Deflclency Report Cation
Wigg)

-8510.5(c) STAFF TRAINING

Each training program shall Include, byt not ba
{imited to, the following:

(e) Infection control for staff and reskients;

Thig Statuts [s not met aa avidanced by:
Based on obaarvation, the GHMRP failed to
ensure the Implamantation of Infaction control
procedureg 10 prevent cammunicable infectious
disensas for one of three residents Included In
the sample. (Reaident #1)

The finding Includea:

On October 21, 2008 at approximatsly 5:55 PM,
Resident #1 wes taken to the bathroom 1o wash
his hands, At approximetely 5:58 PM while siting
&t the dining room table, Resldent #1 put his
hands In his mouth saveral timea. The staff
responded, "Don't put your handa in your mouth.
You Just washed your hands."

A} approximately §:15 PM staff placed Resident
#5's plate of food on the dining room table and he
began to eat. Reskient #5 was not obgerved to
retum to the bathroom to wash his hands prior to

| recelving his meal.

{See also Federa| Deficlency Citation W455)

| 222

| 228

12222 '_
Cross reference W189.2
: 12/15/08
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STATEMENT OF DEFIGIENCIES 0 P DATESURVEY  * |
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HFD0-0130 o WIS 10/22/2008
NAME OF PROVIDER OR S8UPPLIER STREET ADDRE4S, CITY, BTATE, ZIP CODE
8827 197 STREET, NW
WHOLISTIC 08 WASHINGTON, DC 20012
%) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (e 1]
| Rt | | SR | ol
1227 | Continued From page § 1227
1227) 8810.5(d) STAFF TRAINING 1227
Each tmining program shall inciude, but not ba
limited to, the following: - .. :
(d) Emergency procedures including first aid 1227 -
| eardicpulmonary resuscitation (OFR). the Shd.l'#l has submitted
Helmlich maneuver, disaster plans and fire copies of his
evacuation pisne; certification in CPR
and First Aid. —
. 11/01/08
This Stetute is not met as evidenced by:
Bacad on interview and recard revisw, the Staff 43 has resigned
GHMRP failed to provide evidence of tralning in from Wholistic Services
first ald, Cardiopuimaonary Resusoltation {CPR) Inec.
&8 raquired. 10/30/08
The finding includes:
On May 3, 2008, review of personne)
recorde/training records revealed that three -
counselors (Staff #1 - #3} hired to work at the
‘ facllity did not have current tralning In First Aid
and CPR,
Foath Raguloton Agmrsamr
e HPRQ11 ir coniaustion ahom 0 of &f
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This ficenaurs survey was conducted from
October 21, 2008, thraugh October 22, 2008, Six 5
male clients with varying degrees of disabilites

resida in this facllity. Thras of the aix clients were
mndomly selected for the sampla. : i

The findings of the survey were based on
observations at the group home and two day 1
programs, Interviewa with management and SR
direct care staff in the residence and the review -

of the sdministrative recerds Including the
facility’s Incident managemant system.

R 12§ 4701.6 BACKGROUND CHEGK REQUIREMENT | R 125

Tha criminal background eheck shall disaloss the
criminal higtory of the prospactive émployee or
contract worker far the previous geven (7) years,
In all jurisdictions within which the prospective
empioyse or contract worker hag worked or
;slded within the saven (7) years plior to the ;
ack. A

This Statute is not met as evidenced by:
Based on the mview of records, the GHMRP
fallsd tc ensure criminal background checks
disciosed the eriminal history of any prospsetive ;
employse or contract warker for the previous
seven (7) years, in all jurisdictions within which
the prospective employee or contract warker has
worked %srdad within the seven (7} years prior
to the chezk,

The findings include:

Raview of the perzannel records on €/5/08 at
1:30 PM ravealed that the GHMRP failed to
provide evidence that ensured criming|
backgreund checks were on flla for one direct

e oo TITLE 06l DATR

Cr ’
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R 125| Continued From pege 1 R125
cara t:lmg (#:‘)!,att}-m gﬂv,e;;nd ﬂ}. Qualifled R 125 7
Mental Retaraaiion rofesslona. Staff #1 and the driver
have signed consent ;
forms to conduct -
¢riminal background -
checks.
‘The QMRP"'s L
. background check was
| in the personnel folder | .
at the time of the e
survey. Please find ' :
attached a copy.
1107707 N
]
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