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- This recertification survey was conducted on April
- 30, 2008 through May 2, 2008. The survey was
 inftiated ufilizing the undamerital siarvey process.
A rendom sammpling of two dliznts from the .
sesidential popuizton of three clients-wih varying
degroos of disabilities was identified.. )

iR

The findirnigs of this survay werg based on
' obsarvations at the group home and two day-
programs, interviews with a résident, inlenviews:
with day prograun staff and residentat staif, the
review of clinical and administrafive records and
the review of the facility's unusual incident '
reports, _
V& 104 [ 483.410{@)(1) GOVERNING BODY W 104,

18139

u
3

1y

LA

No

The governing body must exercise general poiicy, _
budgef, and operating direclion over the facility. During the period of 8/S/I07-11111/07 there was 0o [geine
1 ) ’ therapist.availiahle to provide services. Individual #2

“has resumed his weekly sassion on 11£189/07.

- . L, . s The QMRP will communicate with the therapist
‘This ST ANDARD ]_5 :ﬂO_'f mEt_as E"d’ldﬂﬂ cad by: concerning disnuptions in service. Therapist will
Based on ohservafion, interview and retord Pprovide two weeks notification as well as the name
reviaw, the governing body failed to.provide of replacmant therapist in her absence, QMRP and.
genieral ape rating diret N over the. facikty. DON will manitor to ensure compliance.

The findings include:

2. The facility failed to ensure thed the clinic
providing weekly sexual therapy sassions o
Client #2 was available b provide unisterrupied
senices fo the chent.

Qn April 30, 2008 at 8:00 AM, Client#2 was

abserved walking around in the group home

{ accompanied by a staff. [nterview witft e client -

| revealed he was assigned a 1:1 sialf bacause of
his behawior. Record review 5 diagnosis af

LABORATQRY EI?TGR’S OoR FRCNID?J PPLIER RESENTATIVE'S SIGNATURE ?TLE (F8) DﬂTé
/%4%{ ¢ M&( CF/} 5/% Af

Any deficiegicy slatement ending with an asterisk 7 denales & deficiancy which the mstitution may be sxcused from cgrecting providing 15 détermindd thak
abhar s uards provids sufficient pratection o the patisnis., (Ses instructions.) Except for nursing hames, tha findings stated abomie are distlrsable 3D days
Tallowing the date of susvey whether or nof a plan of copeclion is provided. For nursing homes, the above findings and plans of corection are disclogabla 14
days foilowsing the date these documants are made availshla fo the faciity. [f deflcicnoies sre cied, an approved ‘plan of cormection i requisite to continued

program participation.
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V¥ 104 | Continued From page 1

+ ! inappropriate sexusl conduct (pamphaha) Tha
mdmdual support plan dated 7/9/07 included =
recommendation fhat the client attend programs
designed to teach heafthy sexual and sacial
betiavior.

Interview with the home manager and the

' Quajfied Menfal Retardaiion Professional
{QMRP) ndicattad that the client attended weakly
sexial therapy sessions. These sessions, as
recaormmended by the social wdrker, the
psychiologist and the interdiscipfinary tegm, were
conducted at 2 clinic. Record review ravealed the
cllent did nat participata in the sex therapy
session between 8/5/0¢ and 111107, Further
intervigw with the home managsr revealad the -

| chient waz availabla to go for the sexua) therspy
=esxians; however, the sessions were suspended

conduct them. There was no avidence ihe client
received the continuos active freatment (wzekly .
sawual therapy sessions), recommended by the
interdisciplinary feam (IDT) i address his
targeted behavior,

W 120 [ 483_.410(d)(3) SERVICES PROVIDED WITH
DUTSIDE SOURCES

The fadilily must assure that outside sefvices
tneet the needs of each dient.

| This STANDARD is not met s evidenced by:
Based on interview and record review, the facllity
failed to ensure that outside sarvices met the
neads of cne of two cllents in the sample (Client

#1).

The findngs inciuds:

by the cfinic becauss no therapist was available to |

W 104

w120

Symbral will continue to documant its efforts ko ansure 6/20/08 =n
that services are received in-a timely manner.
ocnguing

Symbral has provided the Dentist with an updated list
jof all the individuals® information and contacts.

The Dentist has been requested tv provide the
Residential provider and DDS with document of the
approvalls of prior authorizations. When a procedure
is ordered and iz delayed by more that (45) days a
case- conference will be convened.
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. W 120/ Confinued From page 2 CWA120)

\nterview with staff an 5/01/08 revealed that Client

client's dental status prior ta his most recent

| also recommendead. The denfist documenied that

| feom the dentist's office Indicating that the pffice

1. The dental provider failed to ensure s that the
group home was nofified fimely after authorization
wis received from the funding agency to provide
recommended dentzl rastmant sepvices for

Chient #1.

#1 had recently been to the deptist. A
consultation report dated 3/12/08 indicated that
Clienf #1 had a gingivectomy. Record review
revealed the following infurmation concerning the

dental procedurs;

On 3NZ2/07 the dentist assessed that the client
had hyperfropic gingival areas due to Dilantin
therapy. The denfist indicated that subgingival
caiculus may cause swelling. Scaling of the
client's teeth iwice 3 year was recommended.
Full mouth scaling, possibly unger sedation was

preauthorization to perform tmatment would be
sought and that the group home woul be notiffed
to schedule an appointmerit after the .
authorization was recejved, '

On 5/8/07 the Licensed Practical Nursa {LPRN)
called the dantal office to gscertain the siatus of
the authorizafion. On 6/12/07 the PN called the
dentz| affice again to follow-yp on the sktus of

the authorization.

On 9/17/07 the facility received a telephone calf
had the wrong contact informstion for the client
The office did however schedule a 11/6/07
appoirtment fo perform a full moyth scaling.

On 11/06/07 the dentist reassessed the client
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w 120 Coniinued From page 3 VV. 120 [Individual was seen at National Rehabifitation Center
SR - o 4123108 55 it Felates ty his Safety in ambulating” ~
agam and diagrmsed ITIDEL.EiE CE}GI.!fHS dEPDE‘tS stairs, =t this ime physical therapy exstcises wers
and gingival hyperplesia. Scaling of testh and 5 recommended.
gingivectomy wens moommentded.
Exercises that were recommendsd have bean 6’20{03 and
Geperzl scaling and. polishing of the client's testh $igned off on by PCP and have been sent t5.P T_for {~"9°"0
warg pEFfOITﬂ =d on 2{27[;]3 The gmgwectamy review and or implementation canhngenrupnn staff
was again recommended, braininig.
S i . . S .- P.T. has also besn requesied to review SLP.
ThE!'E"ﬂ.a;S no evidence that fie client received evaluation with findings / recommendations dated
services timely as recommended for the 01701408, National Rehab, and P_T. consult on
maintenance of his dental health, 4{23/08. Orthopadic consult an 5/12/08 and P.T. own |
' ' o assessment done on 12[Z2/07_P_T_is requésted to
: . s . e provide new asse: ent for individual #1io light of
2.' ‘l‘hefaqﬁtyfayled tG\ ?ﬂSUPE that C-IT'EI'IP #15 .. | the findings and recommendations inade By above
;lwppad Posiure due 10 constraints in his nack specialties.
wag gssessed. ‘
Puiring the survey, Client##! was observed (osit
with fis head in a furward flesed pesition and/tr
with his head hanging downward, Staffwas
observed fequesting him ¢ hold up his head;
however the chient was observed ta be unabletu
consistently maintain his head above thy' fleoced
posiicn,
| Interview with staff revesled the client réquired
assistance in all activities of daily (ADL), except.
 eadling Buring the survey observations, Client 21
w3s observed to sit in a slumped position whils -
eating his meals and tosit with his head hanging
down, requinng verbal prompts fo hold up his
head.
The review of Client #1's physical therapy
assessment dated 12/22/07 revealed his head
and neck wers aligned and that his balance and
eoordination were geod. Further review of Client
#1's Physicat tharapy assessment revesied that
he had good upper and lower extremify, trunlk,
and head conirol, and no significant posturai J
Event - W15811 Facifty ID; D8CGST . If candinuation sheet Page 4 of 20
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Confinusd Frompage4
issues. The physical therapy assessment also
ndicated the client was independent in all ADL
funetions, including =afing, bathing, grooming and
dressing.

According in the speech and language svakzation
of the client dated 171/08, the client's posture was
slumped due to constgints in his neck area that
renderad him unable to maintain an erect
posture. Swallowing appeared io be difficult -,
when he was presented with a glass, however he
was able o drink through & stisw. A updated
physical therapy evaluation to address problams
arising from poor posturs and apparent
constraints in neck area was recommended.

Further record review revealed the dienf's
diagnozes includerd cerebral palsy and seizure
disorder, Interview with the QMRP indicated that

the clignt was reforred to a rehabilitafion facility on
4/23/08 for a consultation to assess his safety
needs when on stairs. Also, oin 5/2/08, the
primary LPN scheduled an orthopedic
appoiniment for the dient. At the time of the

W 159

survey, however, there was no evidence tha
recommendation to have the client’s upper back
posture and censiraints in his neck evaluated had
been nplemented. :

483.430(=) QUALIFIED MENTAL

RETARDATION PROFESSIONAL

Each client’s acfive treatment program must be
infegrated, coordinated and monitored by g
qualified mental retardafion professional,

wWzof

w153

LPN scheduled orthopedic evaluation to address
individual’s upper back postive, constraints in his
neck shoulders and knees. individual made visit on

512108 and areas of concarns were addressed.

Upor completing specialty assessment i.e. 5LP,
orthopedic, NRH ete. The P.T. will recaiva copies of
report. Case-conference will be ronvenad should the
findings{ recommandations significantly differ from
current assessed level. PCP will review
recommendations of specialty assessment.

Gi20/08
ongoing’
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#1 ani #2) of two clients In the sampie,
Tﬁe findings include: -

A Dbsenrabnn of thie medization adrmnisﬁ'atlan
. QT Apﬂl 30, ZDDB at 7 55 PM revegked that Cllent
#1 received Zolpidam 10 my. Interview with the
medication nursa indicated the chant was

| scheduled to raceive the medication at the 8:00
'PM to prevent nsompia, The mview of the'
IMedication auministration récord (MAR] reviealed,

| bedtime,  The QMRP failed to monitor Cliant #1's

Relanlation Profgssional (QMRP) for two (Clients |

the Zolpidém 10 mg was presaribed to Ba giver at)

sleepmg patferns as recommended by the.
a5 evidenced below:

1. The QMRP failed to ensure the cuh'sisient-
dociimantaien on Cliant #1's slgep.data Chart:

| psycholcgist far deferminzfion of &S darechvena_ss"

| Although inferview with the Qualkified Mersal

- Retardation Professional (GMRP} indicated that

' =taif monitored and documenis the cliont's sleap
patterns, review of the log did nof refiect that data
was collected hourly. The log and/or shift notes.
documented ap estimate of three entries a night. -

The log/shift notes indicatad that the client was
slegpiing during the riight; however, client

observation and interviews with revealed that he
was also sleaping and dozing during the day =s
evidence befow:

SYWERAL : -
WASHINGTON, DC 20002
04 1D SUMMARY STATEMENT OF DEFICIENCES ID . PROVIDER'S PLAN OF CORRECTION 1xs)
PREFDL {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIR . {EACH CORRECTIVE ACTION SHOLILD 85 LOMNPLETE
TAG REGULATORY OR LSC [DENTIFYING IMFORMATIGN) TAG CROSSREFERENCED TO THE APPROPRIATE. bATE
) DEFICIENCY) .
W 159 | Continued From page 5 W 154 L .
© | This STANDARD is not mat as evidenced by:
Based on ObSEWﬁﬂOﬂ, mtemew 2and record Changes have been effected fo Individaal #1
i VEnﬁEEtID“ ﬂ]E fam[tiy failed i Eﬁsuf =1 EC&VE programs that were highlighted.
fremtment program was irfegreted, coordinated .
"and monitored by the Qualifisd #Meantal A memo was zent to house manager and staff which ¢
referred to the importance of monitoring individual %1 [9/23/08 and
ongoing

sleep eycle per half houry as requested by
psychologist.on 8/.23/08.

A standard data coile:hun sheet was also provided
during in service ctmductad by psychubg:st o
51z3108, )

| QMRP, GA, House Manager and Psychologist will .
| continua to monitor active freatment programs .
monthly to ensure integrafion and coordination.
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"W 159 | Coritinust From page 6 W 158 :
e a} O 4/30/08 3t 7-85 AM, Cll&n_t #7 was : " " "Indwiddal fias an informal program ﬂmt aids drooling.
- ; ; i ; Program was recc ded tn be conti
UbSE{VEd seated and app! EElrEd deSy AL implemanted by staff at meal-time at other llmes
] appruxlmatety 8~20 AM ﬂTE chen{: WES ObngE specified throughout the habilitation process as
sitling with his head almoest o his shoulder, ina. outlined in ISP on 2/4/08.
slumiped-pasfiion as ha remainad seatéd on the :
| couch.  Staff asked him hlm he coufd sit up TLPN has contacted PGP on 1215107, regarding S126/08 and
individual #1 drowsiness during moming at day ongoing

| several tmes, however he remained i the same. |

1 &t his day program.

pasition.

| b At 8:35 PM the client appesnad vary drowsy, |

had his mouth cjose i his plzte and attempied fo
eat with his fiands. Duiing this fméhe dgoled
heavily. Staff verbally pfompted him o sit up,
wipz his mouth, and offered exting ossistancs,
which was declined by the clisnt. Interview with
the LPN on May 2, 2008 indicaied fhe Zolpidém
“was not administersd unf) 2:00. PM, becauss ‘hy

ADL aciivities had usually-been completed,
©) On 5/2/8 at 8:45 AM Resident #1 was

| observad slesping on the couch at #ie gmup
home while he waited for the van.

2. The QMRP faitad fo addness the client’s
sleepmg and drowsiness during morming activitias

thattime most of the actve treatment and routing |

| was often drowsy i fie moming. For exampie,

Inferview with the day program instructor and tha |
rEview of the day prograrm's 15 minits inkervsi
Observation Data Sheets™ indicated that Client %#1

review of the data sheets for April 2008 revealad
the client dozingfsieeping =t intervals in his
classroom on 14 of the 15 days he aftended his
day program.

NOTE: During the medication administration on

4/30/08 between the hours of 515 PM and 5:25 .

program, monitoring ta thig. effect has been on-going
) mcluswe of distussions with Housa Manager Staff,
Social Worker, PCP, Psychiatist and Day Program.

Individual #1 medication was adjusted to.
appropriately address his drowsines< both at’
residence and at day program.

P sychiatrist medication administration from a.m. — p.m
adjnsﬁ-nent was done on and on SH4/08 as per

requast nf neurologist.

Neurologlst.oif ¥iSit made by individual on 5/28J08 has
wended that sleep medication, Ambien 5mg be

discontinued. Consult with nearologist's

recommendation will be forwarded to psychiatiist and

PCP medication adjustinent was done on 5f1/08 and {

PGP far review and possible implememahon
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W 158 | Continued From page 7

| PM; Clierit#1 was administered Haloperidel 6:
mg, Bilantin 225 mg, Depakete 1250 mg,
‘Clnnazapam 2 mg, and Gabapentin 1200 mg.
'Record revicw revealed the-cieni was giso
presgribed the same medicaiions withe moming;
excapt the Haloperidol. Addifionally he received -
| Mirazepine 15 mg in the moiiog as sn
aiitidepressant

I B. The QMRP failed o coordinale services to
| ensure weskly sexual therapy sassiohs as.
recimmended for Client #2 by the
interdisciplinary team. [Seg Wil 1} -

W"1_89 483.430(e)(1} STAFF TRAINING FROGRAM
The Tacility must.provide sach employss with
inifidl:and confinuing traning that Brisbles the
employeato- perform his oF. her difies eﬁeclwe!y s
afﬁr:renﬂy, -and competently: \

This STANDARD s not met as evidenced by:

.| Based-on observation, interview and record, the.
Tacility failed fo ensure continuing raining was

provided to-each employee to-enable them io

(Client #1) of two clients in Hie: sample

Tha finding includes:
Review afthe training records revealed that

the psychologist to coliect sleep paftarn data on
‘the sleep log. However, the fraining was no
gffactive fo ensure that data had been collacted
Az nstucted [See W150],

W21z 4;83-440{;:}(3)(?) INRIVIDUAL PROGRAM PLAN

The comprehensive functional assessmant must

| parform dirfies effectively and competentty for ons|

Client's #1's direct care staif had been frained by |

VW 1581

W 189

Staff has been in-servicad on 5/23/08. QMEFP, QA,
| Psychologist and House Manager will confinue to
monitar to epsure compliance.

212 5/23/08 and [

Jjongoing

FORM TMS-25E7(0Z-99) Praviois Varsions Ubsofola Event ID; W1EDT%
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w212)

W212

‘identify the presenting pmhlérﬁs'ariﬂ disabiliies

heavily and some food was observed o fall from
[ his mouth as he ate. Ha used a fork io eat

| Language Pathologist (SLP) identiied that the

Continued From page B

and where possiblg, their cayses,

This STANDARD is nof met 55 evidenced by;
Based on observation, intgrview and the record
review, the facilily failed to ensure Client#1
recgivad a comprzhensive assassmerit to
determinz his specific occupational therapy [OT)

needs,
The finding includes:;

Cri April 30, 2008 during dinnef, beginning st
approximately 815 PM, the cliant required close
supervision. Whean he appeared tired and .
drowsy, he raquired soms physical assistancs in
eat hjs meal. Further cbsenation of the dinner
meal observation revealed the dlient dresled

approximately half of his meal, then started eafing
with his fingers. The staff siting besids the dient
verbzally prompted him to resume eating with tha
fork. He continuead fo eat slowly until 8:57 PM,

when ha was observed eating his dessert

Interview with staff revealed the client usually
required some assistance in afl ADL, except
aating, and that fimes he was non-compliant.

According io the clienf's speech and language
evajuation dated 1/1/08, during the assessment
“his posture was slumped dus o constraints in
his neck ares that rendered him unabile o
maintain an erect posture. The Spesch and

chent had diffculty keeping fond in his mouth due
io poer lip closure. An OT consultation was

Symbral has continued its effarts in recruiting an Q.T.
Consultant. An advertisement was placed in the
Washington Post on §f28/08._ )

'lOn 4723108 individual #1 was taken to National Rehab, —
Center for P.T. consultation. The request was also b
ongoing

made for SLFP and O.
told that National Rehab Center does not providé such

services for the MR population.

T. services; however, nurse was

FORI CR 52557 {02-85) Pravious Versions Chaplele

Event D:1W18911

Facility 1D: 086057
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| Thé facllity must not use drogs in doses that

- This STANDARD is not met as evidencad by:

| sampis. {Client #1),
“The finding includes;

| There wasno avidence that Client#£1 haid been
Closely monitored o ensure that prescribed drugs

interfere with ﬂle individua) cient's daﬁy Ilving
admhas-

Based on mbsawahun miemew, and record.
review; the facifty '{alled 0 ensure that drogs wers
not administered i doses that interdfered with the: |
daily fiving activities for one of tw clients in the

did nol mterrere with his daily iving activities.

During the medication admirnistrstion.on 4/30/08
batween the hours of 6:15 PM and 6:25 PM,
Client #1 was administared Haloperidal 6 mg,
Bilantin 225 my, Depakote 1250 mg,
Clonazepam 2 mg, and Gabapentin 1200 mg.
Record review ravealed the cliant was ajso.
prescribed the same medications in the maming,
sxcept the Halaperidal. Ad) d:ﬁanany he recaivad
Mirtazepine 15 mg In the morning as an
antidepressant.

Intervisw with the day program instnuctor and the

(Crass refarence and adopted with w159,

SYMBRAL
&4 D SUMMARY STATEMENT OF BEFIC!E\ICI"S D | _ PROVIDER'S PLAN OF CORPECTION . e
FREEDE (EACH BERCIENCY MUST BE PRECEDED BY FLiLL FREFIX {EACH CORSECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OF LSC [DENTIFYING INFRRMATIONG TAG CROSS-REFERENCED TO THE APFROPRIATE DATE.
DEFICIENCY}
W 212 | Continued From page 8 W 2121
| recomnnefded fr address the-client’s foor :
pasture while eating, and to address an apparent -
constraint in his neck arez. Thems was no
evidence that fhe cliant had bean assessed since
4/3/04; I should be noted that in the 2004
| assessment it was recommended thatthe clisnt’
_ | reeaive annual evaluations.
‘W 310 | 433.450(2)(1T) DRUG USAGE W 319y
hI2Br08

' FORM CMS-2587{vz-55] Pravioos Verslans Obsoleta

Evert ID; V18071

Facilty 1E3; 0BGE0A7T
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DEFECIENGTY)

W 318 | Continued From frage 106

| review of the day progrant’s."15 minute Int=rvel

Observation Data Sheets™ indicated that Clisnt#1

was often drowsy in the moming. Far exzmple,

eview of the d=ia shests for April 2008 revealed

{ the dlient duzrngfsiaepmg at infewvals in his -
dassroom on 14 of the 12 days he aftended his

day program.

. Cl;ent dbsesvations. during the survay an 41'30108
and 5/2/08 revealed the fullnwzng

a) On L3008 = 7:55 AM, Cliznt 21 wag
observed seated sind appearad drowsy. At
approximately 8:20 AM the cfient was gbseve
sitlimg with his heiad abost un his shoukder, ina
_siumpeci pcsman as he remamecf seated an the
couch, Siaffasked hinr him ha could sit up :
saveral fzmes, however hie remained in the same

| position.

b} ‘At B:35 PM the diont appeared . very drowsy,
ad his meuth close to his pldte and alfénipted o
eat with his hands. During this fime he dimojed
heavily. Staff varbally prompted him to sit up;
wipa fis mouth, and offered eating assistance,
whilch was declined by the clignt, Interview with
the LPN on May 2, 2008 indicaied the. Zalpiderry -
was not admmzs:ered until 2:00.-PM, becayse by
that ime maost of the activa treatment and routine
ADL activities had usually baen complated,

©) Or 5/2/08 at 8:45 AM Resident #1 was
observed sieeping on the couch at the group
hom= while he walted for the van.

W 310

Cross reference and adopted with w159. | sr28108
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FREFIX, (EACH CORRECTIVE ACTION SHOLLD BE
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DEFENCY)

x5,
COMPLETIC
DATE

W 310, Continued From page 11

1. On April 30, 2008 between the heurs of 5:15
PM.and 5825 PM Chent #1 vims observed tu be
administered Halopsdidol 6 my, Dilantin 225 myg,
Depakote, 1250 mg, Clonazepam 2 mg, and
Gabapentin 1200 mg. Record raview revezied
 the clienat was also preseribed 1o reoeive sl of the
same medication in the moning exceptithe :
Hzldal. He additionally recejved Mirtazepine 15
mzin the morning as an antidepressant, “whiclh
had an uncomnion side effect of drowsiness,

Inferview with the medication nurse revealed the '
Diilantin, Depakoty,. and Gabapanﬁn were,
'presmbed for seizures, Further intesview with fhe |
‘nurse indicated the- Haloperdol and the.
Clonazepam were prescribed for maladaptive
behaviors. On Apnf 30, 2008 gt 7:55 PM Cliant #9

" | was abserved i B2 administered Zalpideni 70.
my by the nurse. Intérdew with the medication
nurse revealed the Zuipmem was prescribed to |
| be given at bedtime for insommia: Further

{ interviaw with the nurse on May 2, 2008 indicated
that the Zolp;dem was nat admlms’tered unii] 2:00

| PM, bacause by that fime most of the: active -
treatment and routine ADL actvities had usualy

| been compieted,

On April 30, 2008, the fuﬂuwmg olsarvations
were made of the client:

.8 10 PM - Client #1 was obsenved siffing on the
cuuah with his chin almost on his chest and

appeared drowsy.
WB253 PM 1o B:57 PM - Client was obsepved

w310

Cross refarsnce and adopted with w-158_ SI28i08
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W 310 | Confinued From page 12 S W 310
| while 2ating his dinnér. Ha was obsapned |=aning
forward, and at mes requfred verbal prompts @
1 chiew hls foad, to hald up his iread whils caiing,
and fo swaliow, A% 8: 33 PM he was abserved
eating with his mouth in front of the plate,
intermitieaty drocling =nd spilling sorme Tood from |
his pkite onin his clothing. At 8:35.PM he drocled
'5/28/08

"again warited to eaf m:ie;:endanﬂy He contined
o eatthe rest-of his meal with his mouth several
inchas from the plate, drodling: heavily and
requiring verbal prompts it hold up his head. Hg |
‘was Gffered fluids: throughout the meal which he ]

heavily and began to eat with his hands. A staff
béside him verbally prompied him to sif. up while:
eafing and s;rffereci hirm assistance with eating,
“The client was bacoming’ verydrowsy, inttiglly
accepied the stail's assistance with eating, | then

drank gsing'= straw,. At 8:57 PM staff requested
the client's permission tu fesd Him the remaining
food on his plate with a spoon and he dient '

| erfjoyed eating by Himsslf anid indicated thaf he

| Interval Opservation Dats Sheets for April 2008

| agrsed.. The client was observed gating sherbet |
1 for dessert gt 8:57 PAML

Interview with staff revealed that the client

was allowed the opportunity todoas much for
himself as possible toencourage his.

independence.

Interview with the day program instructar and the:
review af inferval observation data muected by

the day program from
Day program staff revealed Client #1 was ofien
example, review of the day program 15 minuta

reveaied the clisnt dozing/sleeping at intervals in

drowsy in the moming, but alest by junch time. For|.

his classroom on 14 of the 18 day he aftended his

Cross reference and adopted with w-159.
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CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO, 0938-03!
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9SGOET B, NG B5/D2/2008
STREET ABDRESS. CITY, S¥ATE, Z)F GODE

NAME UF PROVIDER OR SUPFPLIER

72Z "L™ STREET, NE

This STANDARD is nat met-as evidencsd by:
‘Basad on siaff interview and.record review, fiie
Tacility failed 19 provide preventive:and general
 medical care far one {Cllent#ﬂ of two cf'enis in

the sample.

The finding includes:

{Cross Rafer io W155] Record review revealed’
-the clieni was prescribed Zolpidem 10-mg at

| bediime on July 3,.2007 fori insomnia. On B/20107
thie Human Rights Committse (HRC)
recommended for Client #1 ihat the: facllﬁy sherld
“Manitor sleep pattarn, discuss with the

| psyrchiciogist sleep patterm issue and datzi
coliecfion at home day pragrant and cther

| use of the least rastrictive inteyvention possible.

| schaduled for 8/28/08. Dufirig a consuliation on
September 18, 2007, the neurclogist indicated
that the client's major problem at that fime was

1 his insomnia. The neyrologist deseribed the
clisnt’s insomiia as slesping, then waking up
yeling and screaming. The peusologist indicated
that a side effect of ithe Depakote may be
insominia; however, he recemmended that the
cause of Client #1's insomnia b2 investigated,
Interview with the homea manager and the record
review revealed the client was not comipliant for

sethngs The HRC recommmended to continue fiie |

' The reurciogist orderad a sieep study which was |

SYMERAL . )
_ _ WASHINGTON, DC 20002,
pe} 1D _ SUMMARY STATEMENT OF DEFICIENCIES in FROVIDER'S PLAN OF CORRECTION =)
PREFIX (EAGH DEFICIENCY MUST BE FRECEDED 8Y FULL PREEK (EACH CORRELTIVE ACTION SHOULD BE COMPLETIO
TAG REGULATDRY OR LSC IDENTIFYING INFORMATIIN) TaE CROSS-REFERENGCED TO THE APPROPRISTE . BATE
DEFICIENCY)
w 3151 Confinued me page 13 - W310
. o dayprag | . L K
w 322_ 483 489(3}{3]_ PHYSICIAN SERVICES W 322
“Tiie facility must provide gr obtain preverrhve and ‘
generzl medical care:
.Sleep sindy recommended by Hewrolagist was done ZEI‘ZDIDB

on BI28/07

However,; individual was non-compliant. Consultsfion |
with N gist to be scheduled conceming issus of
sleep study that was unsuccessful. Copies of

kation P sychologist, Peychiatrist and sleep data
will be forward to Neurologist for review. .

Staff has bean in-serviced on 5/23/08 on using
specined data.coflection sheat with hourly moniiocring
as specified by Psychologist, QMRF, QA, House
Manzager, PGP and Psychologist will continue o
monitor. )

FORM CMS.2567(02-89) Previons Vendions Obaslee

Evert i0: WIEETT
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W 322 | Continued From page 14

completsd.

Record review revealed the psychologist provided

a farm on which the clignfs sleep or i lack.

| thereof was 10 be duciamented hourly to nionitor

| his sleeping pattem. This information was 1o be
communicated to the client's psychalagist and

primary cars physician (PCPJ.,

There was no evidence that the data had bean

| collectad or communicated accorstaly tor
determine the effeciiveness of the sleeping

medication.

W 331 [ 483. 480(c) NURSING SERVICES

| The faciity must: provide cfiests with nursing
1 sérvices in acc:urdanc:e with theirneads.

- This STANDARD: is nct met as evidenced by:
Basedon observation, interview and record
review, the facility fElllEd {0 provide. nursing
sevices in sccordancs with the rigeds of two
{Clients #1 and #2) of fwo clients in3He Sample.

The findings inciude:-

- wazz
he recommended-siesp study and it could notpe |- - - [

1. The nursing staff fafled to assessed the
potential effects of sleap medicsiions: during
mealiime for Client #7,

On 4/30/08 between the hours of 6:15 PM and
625 PM, Client #1 was observed fo be
administered Haloperiddl 6 myg, Dilantin 225 mg,
| Depakote, 1250 mg, Cloriazepam 2 mg, and

| Gabapentin 1200 myg. Intarview with the
medication nurse revealed the Dilantin, Depajkote,

and Gabapeniin were prescribead for seizures.

BI20I08 an

Cross reference and adopted with w-322_
ongaing

W 331

|
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V331 Continued From page 15~ W331/
Further interview with the nurse indicated the
Haloperidol and the Clonazepam wers presciibed
for maladaptive behaviors, The nursea also
revealed that the client was prescribed Zolpidem
10 mg to be administered ai bedime for
insommia. '

AL 7:55 PV Client #1 recejved Zojpidem 10 myg.
Interview with the nurse on May 2, 2008 indicated
the Zolpidem was not administered until 8:00 PM,
bacausa by that ime mast of the adive treahnent
and routine ADL. ackivities had usually been

| completad, .

The following observations were made after the
client recaived Zolpidem for insomnia;

-8:10 PM - Client #1 was observed sitling on the
couch: with his chin almost on his chestand
gppeared drowsy.

-828 PM 1o B:57 PM - Client was observed
while eating his dinner. He leaned forward, and at
times requiréd verbal prompts to chew his food,
to hoid up his head while eating, and to swallow,
Al 8:33 PM ha was obssrved eating with his
miouth in front of the plate, intermittently drooiing
and spilling some food from his plate onio his
clothing. At 835 PM he druoled heavily and
began to et with his hands. A staff beside hini
verbally prompted him fo sit up while eating and
citered hm assistance with eating. Although
client had become very drowsy, he inftizlly
accepted the siaffs assistance with sating, and
then a wanted to ext independantly again. He
continued to 2at the rest of his meal with his
mouth several inches from the plste, dooled
heavily and required verbat prompts to hold up Ris
head. Fhids which were encouraged throughout

- FQORM CMS 2567(02.89) Pravious Varsisns Ubsolata Evend ID:W16911 Fadility ID: 00GOR7 If continuation sheet Page 16 of 21
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w3st|c nﬁnuad From page 1 16 waar
T 7 né masl were drank with 1 straw. AL B:5T PAMF _
saff reqiested the client's permission o fead Hir | , SI28/08 ar
_ﬂ'lE‘. ngmam IHQ food on ks plate mth aspoon and tafffs have besn in-serviced on mealtime scheduling | aeugoing
he client agreed The clienfwas obsarved eatsng :Ihe coon:lfnahou of madu:(atlnn adrmmstrratmn in s
rderto prevent interference (as may result from side
sherbet for. des‘sert at B.a7 PM‘ effact of drugs) to meal-time, achve treatment and or |
! day program activity. !
I Intemew with staff revealed that c,nentemuycd
egting by himself and indicated that e was
pravided Wie opporiurnity to do as much for
himself as possible to encourage his
A mdependence
There was no evidence that the | nursing serw:as
|-Eoardinaied Chant # 15 medicafion sdministrstion | -
|to discourage drowsiness during his dinner meal:
2. The Tacility's ridrsing sétvicas failedtc ensire:”
fhat Client £2 was affactwety trained on
) pmceﬂures for self-medication. [See W340]
W 34D 483.460(&:}(5}(} NURSKNG BERVICES W.340
Nursing services must mclude Implemeriting with'
{ other members of the interdisciplinary t2am,
appmpnaia probeciive and preventive iealth |Individual #2 was re- trained on procedures for seif
measures fhat inc]ud‘a bt are not m-ruteﬁ ta medication as it refates to ‘dropped medication'/
’tralmng drents a"d staffas needed in appmpnéte miaction control practices on 5f2/08 and 5/22/08, SI10I08 and
] . on going
heatth and ['E)IQIEI‘IE methads. Nurses have been in-serviced on the policy of self :
medication procedures for individuals, dmpped
) o medicafion! medication emor.
This STANBARD is'nat met as svidenced by:
Based on observation and inferview, the facllty
failad to ensure that one (Client #£2) of iwo clxants
in the samplewas effectively fained on
procedures for self medication.
| The finding includes:
On 5/2/08 at 7:40 AM, Client #2 was cbsarved
{ punching Trileptal from the medication card.
imterview with the medicafion nursa (LPN)
Pacillty 10: 0XGOET If eontinuation shast Paga 17 of 20
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| w3

| indicated the cliant had besn appraved b

‘what to do if he dropped a pill. Interview witf) the
| primary L PN:indicated thatthe medicstion should |

W 355 |

‘review; the facilily failed to ensure comprehensive

Continued From pags 17

pariicipate in a self medication iraining programy
with Aursing supervision. The.clientwas
observed to drop a Trileptal tabizt on the foer as
he punched itfrom the card, Hathen
immedjately picked up the pili, pit & in the cup
with hiz ofiver pills, and placad thenm in his mouth,
He then self administered the pills and drank
water. During this ime he was being observed by
the aurse. There was no-evidence fat the 1 PN
intervened fn provide instnictions the fhe client on |

have been discarded following the agency's
esiablished policy and procedure. There was nig
evidence the LPN enforced the facilty's policy-on |
discarding medication.. -
483 -460(g}{2) COMPREHENSIVE DENTAL
TREATMENT -

Tha facility must ensure comprehensive dentat
trestment services that inclide denfal carg.
nasdad for relief of pain and infections,
restoration of teath, and maintenance of dental
haalth.

This STANDARD s nof met as evidenced by
Based on observation, interview and retord .

treatment services for the maintenance of dentas]
health for Clisnt 1,

The finding includes;

Observation on April 30, 2008 &% 6:25 FM
revealed Client #1 was administered Dilantin 225
myg by the medication nurse, Interview with the
nurse revealed the client was presoibad Dilantin

waae,

W3se

B/20/08 and
ongoing

i and adopted with w-120.
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TAG

im the meming anr.‘l euemng tu manage hls selzure
disarder.

Record review ravealed a dentd) consuliation
report dated 2/12/07. The dentist assessed that
iha client had hypertropic gingival arags dye io
Dilantin therapy. The deniist indicated that :
subgingival calculus may cause swelling. Scaling
of the clienf's testh twice a year was
recommendad, The dentist recommanded that
the client be schedulsd for full mouth scailng and
'| noted that sedation may he required, The dentist |
documeanied that preauthorizalion fo perform
trestment would be sought and that the group
home would be notified fo schedule an :
appointment after the authorization was eceived.

Reford review and intervizw with the primary LFN
ravealed that the nurse tefephoned the dentist's
office an 5/8/07 and again on 6/12/07 o,
datenmine if the autharization o perform the
recomnended treatment had beep received. The
nurse indicated that during ho#h of the felephane
calls, denfal office staff reported that the :
authorizafion for treatment had not been

| raceived. Further racord review revealed no
correspondence with the dentist’s office uniil a
telephone cali on 5/17/208 from the dendist's

| affice. At that ime, the denfist office reporied that
it had the wrong contact information for the client
and scheduled an appointment for 11/6/07 for 2
full mouth scaling.

During the 1 1IDBI07 appointmant, the denfist
reassessed the client and diagnosed that he bad
moderats caleulus deposits and gingiva)
hyperplasia. Again, scaling of feeth and a
gingivaciomy were racommendad. The dentist
indicated that authorization from the funding

FORM CVISwZSET(D2-99) Previous Vevzions Ghaateie Event ID; W16941 Facility ID: b8GDET If continuztion sheef Page 19 of 2
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W 356

W 455

‘was paiformed. There was nn evidence that the

sourca would be requested 1 peﬁanﬁ the
needed reatments.

A vansultation report dated 2/27/08 revesled that
peneral scaling snd polishing of the client’s festh -
weie performed. The need for the gingivestomy
and preauthorization to perform the procedura
was also indicaied. A consultation repart dated
March 12, 2008 indicated that the gingivactony

client received services timely for the

 Continued From page 18- Ll MMESEL

maintenance of his dental health,
483.470(1)(1) INFECTION CONTROL

There must be an active program for the

prevention; contral, and invesfigafion of infizction
and eommunicable diseasas. '

This STANDARD is rict met as evidenced by

Based on observation and interview, the faciiity
failed in ensure the consistent implemeriation of
an aclive infective control program during
selfsnedication for one (Client #2) of two clients

in the sample.

The finding ?ncmd_es:

Qn 5/2/88 at 7:40 AM, the facility's medication

nurse failed fo implemeant infection contro]
measures when Chient #2 dropped a pill on the
floor while preparing his medications for
seli-administration. [See W340]

W4ss

Symbral has a policy that informs nuwrse’s action for 5110/08 ag
Meadication Disposal. ong'aing

A memo was sant to all nurses reminding them of the
appropriats procedures ragarding dropped
medication,

Individuals and staff were also in-serviced it the
areq of safe guarding self and individuals in the
event of a dropped medication .

FOAM CMES-2587 (02-95) Frevious Werslons Obsslets

Evert I-W1B511

Fachiy I); 096087 - If continuation shest Page 20 of 28



3016505723 05/29/2008 17:31 #016 P.024/094

From:SYMBRAL
0572172008 04:56 FAX 2024428430 HR4& Fioza,627
PRINTED: 05/21/20
FORM APPROVI
STATEMENT OF DECICIENCIES X1) PROVIDER/SUPFLIER/ICLIA } MULTIFLE CONSTRUGTION B3 DATE SURVEY
ANE PLAN OF CORRECTION ¢ . ) ;Dgp;-nﬂmﬂm NUMBER: o - ) COMPM_ETED
A BULBING :
B NG
03GOBT - B5/0212008
NAME OF PROVIDER OR SUFPLIER . STREET ADPRESS, CITY, STATE ZIF CODE
722 "L" STREET, NE
SYMBRAL : WASHINGTON, DC Zobuz
pa | SUMMARY STATEMENT OF DEFICIENCIES e} _ PROVIDER'S PLAN OF CORRECTION e}
PREFIX [EACH DEFICIENCY MUST BE PRECEDED EY FULL PREEIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORT OR LSCIDENTIFYING INFORMATION] TAG CROSS REFERENCED TO THE APFROPRIATE DATE
- DEFIGIENGY]
1000 ORI R

10D INITIAL COMMENTS S S

' This licensure survey was conducted on Aprl 30,
2008 through May 2, 2008, The survey was
inifiafed utilizing the fundaments] survey procass,
} A mndom zampling of fwo residents from the

‘| residential population of three clignis with varying
degrees of disabilities was idesiified. S

' The findings of this survey were based on
vbservations at the group heme.and fwo day
jprograrms, nterviews with a resident; and

| interview with day program staff and residential | |
| staff, the review of clinical and administrative _ oy
records and the review of the faciity's unusual 1 i i

| incident reports.
'} DS 3504, HXWSEKEEPING | 10g0
| The interior and exterior of sach) GHMRE shall be | ‘ -
manvained in & safe, clean, orderly, afiractive,. |Maintenance. repair forms highlighting repairs tobe 10 ning o0y
and sariiary margn.a‘r'énd be fée aof effected have been c]r_culft'a'd to the-maintenance on going
accumulations of dirk. nibbish, and ohjectionable | dapatment for corections,
Symbral will ensure that repairs ta building and or

odors.
furniture are implameritad in a timely manner as per |

D . . repair and maintenance policy.
s Stafute is not mef as evidenced fy: . '

Based on observation, interview and recond

| raview:, the GHMRP failed to ensure the interior
was makitained in a safe, dlean, onderly,

attractive, and sanitary manner,

The findings inciude:

1. Biistered paint was observed jn the kifchen on
the l=ft wall beside the renge. The rBngs was
chsarved tn be installed directly beside the wall
and the wall did not have a protective shield.

228108 and

Staff was ir-serviced on house keeping on 5/2Bf08.
ongaoing

2. Dirt and debris were observed behing the
wasnher, dryer and the hot water hesier in the

Hsalth Reguistion Adminisiraion / S
AL M%Wﬁ‘ AL ) pave
. 7 g 7
LABOFATORY/DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S 5IGNATURE (] 50 : \j;é?‘_ﬁ/ca
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laundry rsom.

620108

| 3. Exposed nail haads wene were phserved in the | _ } . _

tﬂp drawer of Resident #2's ﬂight stand. There [ndividual #2 night stand was repaired on H8708.
was an unsecured piecs of wood at front top of
fhe night.stand:

4. Achair in the front bedroom was observed to Chair was. discarded on 5/8/08.

havs g heavily stained fabric seat cavering..

| 5. Bruken liles were tbserved onthe floor i the | Brokén tifas: will be repaired.
| front bedmoim, ’

6. The door of the left cleset door had & hole i it : _—
 whiems e kna b wes hE i Closat door will ba replaced.

L 7. An-uncovered saction of e floor whjch :
| measured spproximately T (extanded across the: |
widtli-of tha tdoorway} was observed bebwpey] thg
second fior office and the layndry room. This
caysed {he area of the fioor to be umaven. -
creating & patential tip hazard in the doorway,

Figor will be repaired. -

1229 3510.50f) STAFF TRAINING 1220

i Each trammg P I'UQIEITI shall mclude bLlf riot be ' - In-service was providad to all staff un. chariing sleg)

Jimited to, e following: cycle by psych:Iogist QMRP, QA P'sychul'oggist anfl 5’23{08 and
) ) ) | House Msanager will continue to monitor for engoing

() Specialty arsas related o the GHMRP and the compliance.

residents to be sarved including, but not imied. | ’

fo, behavier management, sexuality, nutrifion,

recraafion, total communications, and assistive

technologies;

This Stafute is not met as evidenced by:

Based on ohservation, inferview and recomd, the
adility failed fo ensure continuos fraining was
pravidad to each employes to snable tham o
effectively and competantly implement Residant
#1's slésp monitoning.

Haalth Ragulation Administation : :
STATE FORM onpa W62t ¥ contruton shast 2 of 4
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1401

| psychologist
| See Federal Deficiency Report - W19

| PROVISIDNS

1422

| This Statute is not met 35 evidenced by:

The ﬁnd‘ ings include:

The finding inchides:

The facility failed to ensure staff wars trained to
accurataly and cahsistently document Resident
#1's sleep chart which was developed by e

35203 PROFESSION SERVICES: GENERAL

Prafassianal services shall include buth disgiosis

| and evahsation, mcliding Mentification of

| developmentst levels and-needs, treatment
sefvices, and services designed to prevent

deterioration or further joss of furishoh by the
resident.

Basad on sbsarvation, interview and record
yerification, the GHMRP failed to ensure-
prefassional services were provided for twa of
three residents residing.in the GHMRP.
(Residents #7 and #2)

[ See Federaj beficiency Report - Citations
W20, W159. W212, W322, W331, and W356.]

3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habilitation, taining
and assistancs to residends in accordance with
the resident ™ s Individual Habilfation Plan,

This Statute Is not met as evidenced by

1401

P 1422

{ Cross reference and adopted with w-189_

|Crass reference-and adopted with w-120, w-159
w-212, w-322, w-331 & w-356.

Continued Frompage2 -~ ‘-l12&2s 4

5723108 and
fongoing

6/20/08 and
longoing
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1300

Conimued From page 3™ -
Based on ebsenvation, fnterview ahd record
the inlerdisciplinary team fcnnu[ated the.

individusl program plan (IPF), continuous active
treatment plan, consisiing of naeded

F Fhe finding includes;

| therapy sassions recommended for Resident #£2

by the mnterdisciplinasy feam wens
continuously provided. [See W104, 1]

35231 RESIDENTS RIGHTS

 that the rights of residents are observed and

| profecied in accordance with D.C. Law 2:137, this

chagher, and other applicable District apd feders)

| laws,

This Statute 5 not met-as svidenced by
Based on on obsenvation, mtervfew and record
review, the GHMRP failed {0 ensures that the,
rights 'of each resident were protecied.

‘The findings includs;

See Federal Deficiency Report - Citaiion W212,
- W243, W31D, Wi322, and W356].

review, the facility. failed t ensure that 25 soon as{

intzrventions to achieve identifizd objactives was |
| providad for one. (Resident#2) of two residents in
{ the sample.

The {acility failed 1o ansurs that the'weekly sexugl |

- Each GHMRP residence director shiall easure |

- ’_._l__422__..__... o e e e e =

T 1500

Cross reference and adopted with w=-704.

d with w-212, w-249,

Cross refi and adopt
w-310, w-322 and w-356.

 6720/08

and on g

6/20/08
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