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W 000 INITIAL COMMENTS W 000
Symbral’s governing body will ensure that all
A recertification survey was conducted from May required policies are implemented as required to
22,2012, through May 24, 2012. A sample of two safe-guard and provide habilitation to the 6/5/12
cilents was selected from a population of two individuals we serve. and
men with various degrees of intellectual ongoing
disabilities. The survey was conducted utilizing In addition, that these policies are aligned to
the fundamental survey process present Health and Wellness Standards and other
- best practices guide Symbral’s governing body
The findings of the survey were based on and QA Teams will monitor to ensure
observations in the home and at two day compliance.
programs, interviews with direct support staff,
administrative staff and one client, as well as a p of Health
review of client and administrative records, D'%
including incident reports. Hﬁ“‘wm Faciities Divieion
tntermediate o woi 5t N.E.
[Qualified mental retardation professional 890 North CaFE. % 002
(QMRP) will be referred to as qualified intellectyal Mwm% lf\ !?:\ !
disabilities professional (QIDP) within this report ] ¢
W 365 483.460(j)(4) DRUG REGIMEN REVIEW W 365

TAR — Treatment administration records will be
placed in the treatment book of each individual,
done at Symbral Foundation. However, the
treatment books will be signed by the person/staff

An individual medication adminisiration record
must be maintained for each client.

This STANDARD is not met as evidenced by: administering the treatment. ‘
Based on observation, record review and 6/10/12
interview, the facility failed to ensure medication For example: after the application of lotion. cream and .
records were accurately maintained for two by a TME per PCP’s orders, her/she will sign the ongomg
clients residing in the facility. (Client #1and #2) TAR, and if an LPN administers lotion or cream

per PCP’s orders, he/she will sign the TAR.
The findings include.

The facility failed to ensure each client's
medication administration record (MAR) was
accurately maintained, as evidenced below:

EECRCPRESENTATIVE'S SIGNATURE TITLE.~ X8) DATE
- CFO & /212

oy g5 AT asterisk (*) dencles a deficiency which the insttution may be excused from correcting providing it is determined that
ther safegudrds provide sufficiant protection 1o the patients. (See instructions.) Except for nursing hormas, the findings siated above are disclosable S0 days
Hiowing the-dSte of survey whether or net a plan of cormrection is provided. For nursing homes, the above findings and pians of correction are disclosable 14
ays following the date thase documents are made available to the facility. i deficiencies are cited, an approved plan of correction is requisite o continued
fogram participation.
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W 365 Continued From page +

received Kepra, Thorazine and Trileptal from the
evening licensed practical nurse (LPN).

On May 22, 2012, at 7:11 p.m., record review of
Client #2's medication administration record
{MAR) revealed the evening LPN initialed that
she administered Chiorhexidine Gluconate
{mouthwash).

b. Observation of the medication administration
on May 22, 2012, at 6:54 p.m., revealed Client #1
received Klonopin, Chlorpromazine, Docusate
Sodium and Revia from the evening licensed
practical nurse (LPN).

On May 22, 2012, at 7:13 p.m., record review of
Client #1's medication administration record
{MAR) revealed the evening LPN initialed that
she applied Ammonium Lactate Lotion and
Minerin Cream.

interview with the evening LPN on May 22, 2012,
at 7:15 p.m., revealed she was instructed to
always initial for the aforementioned orders.
Further interview revealed that the direct support
staff will administer the treatments to Client #1
and Client #2 later that evening.

At the time of the survey, the staff who
administered treatments to Client #1 and Clent
#2 failed to document the MAR.
W 371 483.460(k)(4) DRUG ADMINISTRATION
The system for drug administration must assure
that clients are taught to administer their own
medications if the interdisciplinary team
determines that self-administration of medications
's an appropnate objective, and if the physician

ORM CMS-2567(02-99) Previous Versions Obsolete Event [D MOCXH

PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)

W 365
For Medications given by the TME's, MAR 6/10/12
-medication administration records will be and
signed by TMEs, those medications given by ongoing
LPN, will be the only medication records
section signed or documnented by the LPN.

W 371

See page 3.
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W 371 Continued From page 2
does not specify otherwise.

This STANDARD is not met as evidenced by:
Based on observations, interviews, and the
review of records, the facility failed to properly
assess (o develop written self administration
objectives, for two of two clients residing in the
facitity. {Clients #1 and #2)

The findings include:

The facility failed to assess and develop a self
medication administration program for Client #1
and #2 | as evidenced below:

a. Observation of the medication administration
on May 22, 2012, beginning at 6:36 p.m..
revealed licensed practical nurse #1 (LPN)
prepared Client #2's medications. The LPN
measured and punched Client #2's medications
into a medication cup. The LPN then handed the
client his medications. At approximately 6:45
p.m., the surveyor asked the LPN what the
medications were treating, however, Client #2
answered instead by stating the use of each of
his medications. interview with the LPN
confirmed that the client was accurate.

Record review on May 23, 2012, beginning at
10:58 a.m., failed to reveal a self medication
assessment for Client #2.

b. Observation of the medication administration
on May 22, 2012, beginning at 6:50 p.m.,
revealed the evening LPN prepared Client #1's
medications. The LPN punched Client #1's
medications into a medication cup. The LPN

W an

A & B: Self Medication Assessments have been
done for both individuals in this sample to include
active participation in self medication programs,
as highlighted in attachment.

. 6/8/12
In addition, all individuals served will be and
provided self medication assessment to include ongoing

implementation of a self medication program
reflective by continued data cotlection and
evaluation.

RN, LPN Case Manager, QIDP, House Manager
and 1:1 care staff where applicable will continue
to monitor to ensure compliance.
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handed the client his medications, then handed
his water to him.

Record review on May 23, 2012, beginning at
3:00 p.m., failed to reveal a self medication
assessment for Client #1.

Interview with the evening LPN and the licensed
practical nurse coordinator on May 22, 2012, at
approximately 7:15 p.m., revealed Client #1 and
Client #2 were not assessed for a self medication
program.

W 436 483.470(g)2) SPACE AND EQUIPMENT

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyegiasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility faited to ensure adaptive
equipment was furnished, monitored and
maintained as recommended, for one of two
clients in the sample. (Client #1)

The finding includes;

The facility staff failed to ensure consistent use of

Client #1's sippy cup as evidenced below:

Observation on May 22, 2012, at6.:12 p.m.,
revealed Client #1 eating his dinner. At6:15
p.m., the client drank water from his sippy cup

W a7

Continued from page 3.

W 436

A second sippy cup was purchased for
individual #1 making a total of two (2) cups. 6/8/12

) d
QIDP re-inserviced all staff on consistent usage erllgoing
of all adaptive equipment with special emphasis
on those used at meal-time.

QIDP, QA Team and House Manager will
monitor 1/3 meal time for the next thirty (30)
days and PRN for the next sixty (60) days to
ensure compliance to best practice guide
outlined by Health and Wellness Standards.

ORM CMS-2567(02-99) Previous Versions Obsolete
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independently. One minute later, the client drank
mik from a cup without a top. As the client was

drinking, milk was observed to spill on his clothes.

At6:22 p.m., the client spilled milk again.
Therefore, the evening one to one staff assisted
Client #1 as he drank his milk.

Interview with the evening one to one staff on
May 22, 2012, at6:27 p.m., revealed that the top
was not put on Client #1's sippy cup because the
hole was toc small and they did not have another
cup.

W 435

Continued from page 4.
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1000 INITIAL COMMENT 1 000 ' , : .
S Symbral’s governing body will ensure that al]
i Ire icies are | d ired /12
A licensure survey was conducted from May 22, trquja;!: d p;l(;m;; af)i,";ili?;’f:ﬁuﬁi izq:l}:: .6%” }
2012, through May 24, 2012. A sample of two 10 Sale-guard and prov: ¢ anc
individuals we serve ongoing

residents was selected from a population of two

men with various degrees intellectual disabilities. .. o .
“9 In additton, that these policies are aligned to

! present Health and Wellness Standards and
: other best practices guide Symbral’s governing
body and QA Tearns will monitor to ensure

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

administrative staff and one chent, as well as a compliance.
review of resident and administrative records, ! ﬂﬂ /
including incident reports. K@‘UW (dll &%

i

’ Department of
[Qualified mental retardation professionat ! Health Reguiation & Licas ot istration
(QMRP) will be referred to as qualified intellectual Intermediate Care Faciities Divigjon
disabilities professional (QIDP) within this report | 899 North Capitol 8¢, N &

» D.C. 20002
1206 3509.6 PERSONNEL POLICIES 1206

Each employee, prior to employment and - Staft #15 has fumnished a copy of his health
annually thereafter, shall provide a physician ' s . certificate which has been placed in his
certification that a health inventory has been | personnel file.
performed and that the employee ' s health status |
would allow him or her to perform the required . QIDP sent memo to personnel office as a 611172
duties. reminder that all staff and contractors including and

maintenance personnel that have contact with ongoing
individual serve must maintain an active
personnel file to include cutrent physical and
. : _ olice clearance for all jurisdictions of havin

This Statuge IS pol met as ewdenc.ed by. I Fived and or worked within that last seven (7%

Based on interview and record review, the group ' years

home for persons with inteliectual disabilities , ' .

(GHPID) failed to ensure that all employees had QA Team and House Manager will check

current health certificates, for one of seventeen recordds and issue alerts within ninety (90)
staff. (Staff #15,) days, sixty (60) days and thirty (30) days prior
to expiration to ensure compliance in

The finding includes: 'maintaining active files.
_— . ) ‘QIDP, QA Team, Human Resource and House
g: May zsﬁglorli‘ot::g'fr:i‘lmg 125;5% view ?f iManager will continue to monitor to ensure
person & /oy ow en J icompliance.
salth Regiiation & Licensing Administratiop e

] Gl . ,‘DjE ) 1X6) DATE
R o o
i " s / . P ]
ABORATORY DIRECTORS-6R SR ERESENTRIVERS TUR C - S N
: ' NATURE / =, Z 7
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1206 Continued From page 1 1206 ! .
- ) Continued from page 1.
a current physician's health certificate for Staff :

#15 j
|

At approximately 1:30 p.m., on the same day,

interview with the administrative administrator !
(AA) and the training coordinator (TC) confirmed |
that there was no evidence of a healith inventory !

performed by a physician for the aforementioned i

personnel.
1420 3521 1 HABILITATION AND TRAINING 1 420 .
. I rA & B: Self Medication Assessments have been
tEach GTMRP sr::" ptrotwde h:?'"‘t:mnta"d | done for both individuals in this sample to
raining to s residents to enable them to acqurre | include active participation in self medication
and maintain those life skills needed to cope | programs, as highlighted in attachment
more effectively with the demands of their progrars, : 6/ ?1“2
. . - . an
environments and to achieve their optimum levels In addition, all individuals served will be ongoing

of physical, mental ial functioning. . N )
phystc and social functioning provided self medication assessment to include

unplementation of a self medication program

This Statute is not met as evidenced by: : : .
reflective by continued data collection and

Based on observation, interview and record

review, the group home for persons with evaluation.

intellectual disabilities (GHPID) failed to provide

habilitation and training 1o its residents that would RN, LPN Case Manager, QIDP, House Manager
enable them to acquire and maintain life skills and 1:1 care staff where applicable will continue
needed to cope with their environments and .| to menitor to ensure compliance,

achieve optimum level of physical, mental, and
sacial functioning, for two of the two residents
reskling in the dacility. (Resident #1 nd #2)

The findings include:
The facility failed to assess and develop a self

medication administration program for Resident
#1 and #2 |, as evidenced below:

a. Observation of the medication administration ‘
on May 22, 2012, beginning at 6:36 p.m., |
revealed licensed practical nurse #1 (LPN) |
prepared Resident #2's medications, The LPN |

ealth Regulation & Licensing Administration
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measured and punched Resident #2's
medications into a medication cup. The LPN then
handed the client his medications. At
approximately 6:45 p.m., the surveyor asked the
LPN what the medications were treating,
however, Resident #2 answered instead by
stating the use of each of his medications.
Interview with the LPN confirmed that the client
was accurate,

Record review on May 23, 2012, beginning at
10:58 a.m_, failed to reveal a self medication
assessment for Resident #2.

b. Observation of the medication administration
on May 22, 2012, beginning at 6:50 p.m.,
revealed the evening licensed practical nurse
LPN prepared Resident #1's medications. The
LPN punched Resident #1's medications into a
medication cup. The LPN handed the resident his
medications, then handed his water to him.

Record review on May 23, 2012, beginning at
3:00 p.m., failed to reveal a self medication
assessment for Resident #1.

Interview with the evening LPN and the licensed
practical nurse coordinator on May 22, 2012, at
approximately 7:15 p.m., revealed resident #1

- and resident #2 was not assessed for 3 self
medication program

i Continued from page 2.
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The criminal background check shall disclose the

criminal history of the prospective employee or

contract worker for the previous seven (7) years,

in ail jurisdictions within which the prospective
employee or contract worker has worked or
resided within the seven (7) years prior to the
check.

This Statute is not met as evidenced by:
Based on the interview and record review, at
agency personne! office for persons with
intellectual disabilities failed to ensure criminal
background checks for the previous seven {7)

years, in all jurisdictions where staff had worked
or resided within the seven (7) years prior to the
check, for one of the seventeen staff employed.

{Staff #15)
The finding includes:

Review of the personne! files on May 23, 2012,
beginning at 12:45 p.m..revealed the Agency
failed to provide evidence of a criminal
background check that disclosed a seven year

history of all jurisdictions where staff #15 worked

and/or resided at the time of the survey.

At approximately 1:30 p.m., on May 23, 2012, the

surveyor reviewed the aforementioned findings
listed above with the training coordinator (TC)
and the administrative assistant (AA). They

verified that a criminal background checks was

not conducted in all jurisdictions where staff jived

within the past seven years.

R125 4701.5 BACKGROUND CHECK REQUIREMENT R 125

Staff #15 has provided a copy of his criminal
 background check for all junsdictions where he
has lived and worked within the last seven (7)

ivears. 67112
and
‘QIDP sent memo to personnel otfice as a ongoing

’remindcr that all staff and contractors including
jmaintenance personnel that have contact with
the individuals we serve, Symbral’s HR must
maintain active personnel files to include
cumment physicals and police clearances for all

! jurisdictions of having lived and or worked
within that last seven (7) vears.

L o P
lealth Regulation & Licensing Administratio /[’/‘7 T —
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