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W 000 INITIAL COMMENTS

. A recertification survey was conducted from May
£ 15, 2013 through May 16, 2013. A sample of two
: clients was selected from a population of two

! males with varying degrees of intellectual
 disabilities. This survey was initiated utilizing the
| fundamental survey process.

: The findings of the survey were based on

| observaticns in the home and one day program,
| interviews with one client, direct support staff,

| nursing and adminisirative staff, as well as a

! review of client and administrative records,

! including incident reports.

. [Qualified mental retardation professional

' disabilities professional (QIDP) within this repori.]
VW 136 . 483.420(a)(11) PROTECTION OF CLIENTS

| RIGHTS

|
; The facility must ensure the rights of alf clients.
: Therefore, the facility must ensure that clients

{ (QMRF) will be referred o as gualified intellectual

j

PREFIX j
w 000[

W 136

'Individual's one on one Staff and Manager will  :5/19/13 and

D

LABORATORY OR'S OR FRQVIDER/! %RESE
‘ ’i &,}Quéﬁﬂ ' g

* have the opportunity to participate in social, - meet semi-monthly to develops schedule of ongoing

i religious, and community group activities. .l , preferred activities. Staff have been retrained to

[identify, respect and accept individual inputin |

' This STANDARD is not met as evidenced by: , ; choosing activity. The QIDP has identified a gym |
Based on client and staff interviews and record | _for the individual #1 since 5/19/13. All staff has :

; verification, the facility faited to provide i been trained to make sure individual #1 goes to

. opportunities for each client to participate in :  the gy of his choice.

i community outings/ recreational activities of ;

| choice, for ane of twa clients in the sample. | The QIDP will monitor quarterly to make sure iJ

i (Client #1) ) | that individual #1 goes to Rosedale Recreation |

,' : or place of his chelce twice a week. !

JE The findings include: | !

I? . On May 15, 2013, beginning at 7:00 a.m., a 1 : |

TIVE'S SIGNATURE TITLE .[XG) DA

CED LI oo

s
Any deficiency staternent ending with an asterisk (‘*) d‘iennl a deficiency which the instilution may be excused from correcting providing it is deler‘nineﬁ t

ather safeguards provide sufficiest protection fo the patients. (See instructions.) Except for nursl
following the date of survey whether or nof a plan of correction is pravided. For nursing homes, t

ng homes, the findings stated above are disclosable 80 days
he above findings and plans of comection are disclosable 14

days foliowing the date lhese documents are made available to the faciity. If deficlencies are cited, an approved plan of comeclion is requisite to continued

program participation.
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| Continued From page 1 W 136

direct support staff (Staff #6) was observed
| working alongside Client #1. She stayed by his
| side as they prepared breakfast and set the table. !

Staff #6 stated that she was assigned as his |
one-to-one. Continued observations and |
interviews during the survey revealed Client #1 |
had an assigned one-to-one staff 24 hours per

day, 7 days per week.

W 136

|
|

Continued from page 1.

' On May 15, 2013, at 3:35 p.m., interview with , .
, Client #1 revealed that he enjoyed playing i
basketball. He further stated, however, that his ! !
current day program was without a basketbalf !
court. When asked if he had opportunities to play i
basketball on evenings or weekends in
i communily parks or recreation centers, he replied | ’
| no. The house manager (HM, Staff #2) and the j !
qualified intellectual disabilities professional |
|
l
|
|

(QIDP, Staff #1) were present during the
interview. The HM indicated that he had
| previously expressed interest in playing
~ basketbali and mentioned having taken him to 1
| see the Washington Wizards play professional |
i basketball. She confirmed that the client had not |
f been to Jocal parks, expiaining that this was due
to his past history of making inappropriate sexua)
l advances towards children. She then stated
perhaps staff could take him on evenings when it
was less likely children would be present. Both i
the HM and the QIDP said the facility had not 3
| sought to identify an alternative location where |
Client #1 and his one--to-one staff could play ‘

|
' basketbaii.
i

On May 16, 2013, at approximately 12:00 p.m., | _
review of Client #1's behavior support plan (BSP), i :
; dated July 25, 2012, verified the history of making ]

| inappropriate comments, The one-to-one staffing

i
1

| ;

| |

| | [
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| was established to address his behavioral needs.

: On May 16, 2013, beginning at 12:28 p.m., review
| of Client #1's community outings records and

| recreational activities logs failed to show evidence
| that he had opporiunities to play basketball.

il. Interview with Client #1 on May 15, 2013,
beginning at 3:35 p.m., also revealed that he
would like to go to a gym. He described specific
exercise equipment and playfully stated that he
would like to develop "six-pack abs.” The
qualified intellectual disabilities professional (Staff
#1) and the house manager (Staff #2) were
present during the interview. They explained that
a female staff had taken Client #1 to her gym
once. They also acknowledged that this was not
the first time he had expressed such interest.
There was no evidence that the facility had
addressed his expressed interest in going to a

| gym for exercise.

Ill. The May 15, 2013 interview with Client #1 also
revealed that he would like to vacation in Florida,
Jamaica or North Carolina (where an uncle
reportedly resides). The client said the facility
takes everyone to Ocean City, Maryland each
year for vacation. Staff #1 and #2 confirmed that
“everyone goes to Ocean City" and they were not
| aware if Client #1 had been offered a choice of

i alternate vacation destinations. Plans were
already underway for a 2013 trip to Ocean City,
MD.

. On May 16, 2013, beginning at approximately
1 12:00 p.m., review of Client #1's habilitation

| records revealed the client had vacationed in

i Ocean Gity, MD in August 2012. His Individual
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- Support Plan, dated July 25, 2012, indicated that < i
i he was saving for a vacation in Ocean City, MD. { Vcantmued Vo page 3. i
{ There was no evidence that the facility provided
' apportunities for clients to participate in preferred !
| community and recreational activities. . ]
W 140 | 483,420(b)(1)(i) CLIENT FINANCES o W14D
The facility must establish and maintain a system |
i that assures a full and complete accounting of i !
| clients' personat funds entrusted to the facility on ! i !
! hehsif of clierts. ty ; The receipts for 560.00 dated 1/17/2013 and 5/19/13 and
i i $100.00 dated 12/18/2012 has been found and | ongoing
j I filed within individual #1 financial records.
This STANDARD is not met as evidenced by: %Individual #2 520.00 requisition and receipts of

. Based on interview and record review, the facility i
! failed to provide evidence that justified the ‘ 11/17/2013 and requisition/receipt of $200.00
withdrawals/expenditures from each client's : on 4/16/2013 has also been removed and

| personal account, for two of two clients in the : i placed in Individuat record.

:sample. (Clients #1 and #2)

= i

The findings inclqde:

Symbral Foundation has implemented and put f
in place the protocol for money request hy
g matching the requisitions with receipts.

[. On May 15, 2013, at approximately 7:456 a.m., | ! |
interview with Client #1 revealed that he earned a | | The protocel in place is for the requisition form
: stipend at his day program. He stated the home | i to be filled pricr to request. The request will be
; ;t::lggd manage his Tg‘neyi_f)?‘ May 1 2. 301 3,131 reviewed by QIDP, approved by CFO befare
! z am,, review o € client's psychoiogica i 2 4 . <
! evaluation, dated July 24, 2012, revealed ?hat he IR ‘,"'md_mw"' Reetipte ter each ) i
| was functioning at the moderate level and lacked - transaction will be submitted to accounting |
| the capacity to make decisions independently, department for reconciliation within ten (10)
. including financial decisions. The client's I days of return.
Individual Support Plan, dated July 24, 2012, . .
. assigned the management of his funds ta the The QIDP will monitor quarterly and as needed.
i facility and the client's service coordinator.

ol May 16, 2013, beginning at 4:20 p.m., review
: of Client #1’s financial records revealed that $80

i
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W 140 ' Continued From page 4 W 140

# was withdrawn from his account on January 17, |
2013. There was no record of why the funds '
were withdrawn or how the money was spent. |
Client #1's bank statement also showed a $100 i

! withdrawal made on December 18, 2012 for |

| Christmas shopping. Three receipts ($31.79, i |
37.41 and $7.42 documented how $46.62 was | f
spent. There was no accounting of what : :
happened to the remaining $53.38 withdrawn on ]

| December 18, 2012. i

! E

‘ i !

|’ On May 16, 2013, at 4:50 p.m., the qualified ’

| intellectual disabllities professional (QIDP, Staff

" #1) was asked about Client #1's bank withdrawal '
from December 18, 2012 and January 17, 2013. i

Continued from page 5.

e e e
S i

|
!
f
After reviewing Client #1's financial records, at f‘
4:56 p.m., he confirned there were no additional |
' receipts available for review, and no evidence
that the $53.38 balance had been deposited back |
 Into the client's account. He further explained that |
there should be a requisition form submitted prior |
to each withdrawal. Without requisition forms 1
and/or receipts for the two aforementioned !
withdrawals, he was unable to say how the
menies had been spent. :

1. On May 16, 2013, beginning at 5:07 p.m., ‘
review of Client #2's financial records revealed
! there were no requisition forms or receipts for i l
| withdrawals made from his bank account on i
i January 17, 2013 ($20) and Aprit 16, 2013 |
($200). Review of the client's psychological :
evaluation, dated August 12, 2012, revealed that |
i he was functioning at the severe level and lacked i
| the capacity to make decisions independentiy, i
| including financial decisions. The client's |
) Individual Support Plan, dated August 12, 2012, I
»

—— e,

— i

* assigned the management of his funds to the
i

I
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W 140 | Continued From page § LW 140] i
i facility and the client's ice ¢ i . ] :
facility nt's service coordinator | i SN S—
| At5:15 p.m., the QIDP (Staff #1) stated he did | :
] not know how the funds withdrawn on January i
1 17, 2013 and April 16, 2013 had been spent, He | |
* reviewed Client #2's financial recerds, confirmed | ‘
there were no receipts, requisition forms or any
other documenfation available that would indicate
| how the funds had been spent.
¢ |
J At the time of the survey, the facility failed to ' :
| maintain a system that assures a complete and |
accurate accounting of clients’ personal funds. ; i
W 192 483.430(e}{2) STAFF TRAINING PROGRAM [ W92 ;
3 | {
| For employees who work with clients, training l ;
g:z‘f;ag;;:n?‘; iz‘g;ha;‘g;d%mpemnmes directed . Symbral's DON and the LPN Nurse has trained
! ’ i the staff working with individual on 6/1/2013, E{]Egi: and
i on the implementation of daily fluid restrictions ; going
| This STANDARD is not met as evidenced by: ! ! prescribed by the PCP and recommendations by
. Based on observation, interview and record : the Nutritiohist.
| review, the facility failed to ensure that all staff |
| were effectively trained {i.e. demonstrated the i ‘ The training materials reflect a fiuid intake .
skitls and competencies needed) for adherence ; . schedule (# of cups, or fluid ounces per meal
' ﬁh a pl’escrit;e? daﬂy Z?iddintake Fesirictioﬁ, for E i and during medication administration), as per
: one client (of two individuals residing in the ! F Sep orid P ; |
facility) with the assessed need. (Client #1) : PCP or eul's and Nutntlomst‘ recommendations 11
i , for mealtimes and snacks time inciuding the I
The findings include: } , time the individual spends at the day program.
. This training will be given to the staff every six 1
: [Cross-reference to W331] !
1. On May 15, 2013, at 7:18 a.m., Client #1 was | {51 moipbhe mnd e risschad By e DO LN |
observed pouring an 8 ounce (oz) glass of milk. | it F—— hw‘ = p r;l' ‘.)cri f‘“a:er ¥ (oet :
He placed it on the breakfast table nexttc an 8 oz ARSI e URE s A e nkake
| glass of water. He finished both beverages along | ronitering inewshued),
' with his breakfast at approximately 7:30 a.m. At | i i
| approximately 7:45 a.m., the ciient informed this |
| ] ! i
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Continued From page 6 w192

surveyor that he was “on a fluid restriction... | get
8 oz in the moming.” His one-to-one staff who
had assisted him with breakfast that moming

' (Staff #8) confirmed that he was on a fiuid

f restriction.

W 182

Cantinued from page 5.

— ]

On May 15, 2013, at 8:08 a.m., Client #1's current |
i physician's order sheets (POS), dated Apnl 1,

| 2013, were reviewed in the presence of the

! licensed practical nurse {(LPN) coordinator (Staft
| #4). Staff #4 stated the fuid restriction was due to

low serum sodium levels. The POS refiected a i i i
daily fiuid intake of 1800 cubic centimeters {cc's), :
which on July 30, 2012, the nutritionist allocated

|
as follows: r ]
|

—————

.
|
|

[-8o0z+ 40z ateach meal (breakfast, lunch and

dinner);
- B oz at each medication administration {morning I

and evening); and,
- 4 oz at snack time, twice daily.
! i
- Observations on the moming of May 15, 2013 |
| reveaied Client #1 drank 16 oz at breakfast t :
|

instead of 12 oz. Staff #6 confirmed the
observations when interviewed in the facility on
May 15, 2013, at approximately 3:40 p.m., stating i
that he drank 2 cups/16 oz every moming at

| breakfast. )

{ On May 15, 2013, at 2:27 p.m., review of the staff { { |
I in-service fraining records revealed that all !
residential staff had received training for Client
#1's 1800 cc fluid restriction on June 18, 2012.
The training materials did not, however, reflect a i
fiuid intake schedule (cups or fluid cunces per |
i meal or medication administration). The client's I
i Nutrition Evaluation, dated Juty 30, 2012, i
| established a schedule that specified how much r

|
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! . .
; fiuid shoulkd be offered at various times. There

, was no evidence, however, that residential staff
I had received training since the schedule was
established 11 months before the survey.

B U S

J I. Client #1 was observed at his day program on
| May 15, 2013, beginning at 10:43 a.m. When
asked about the client's fiuid intake, at
approximately 12:05 p.m., the day program case
manager (DP #1) and the day program nurse (DP
#2) both indicated there were no special |
instructions. They both indicated they were f
previously unaware of a dally fluid restriction and |
had been hired within the past year. The mos!

| recent POS observed in Client #1's day program
i record were dated June 1, 2012, and did not

| reflect a fiuid restriction.

1

{ On May 15, 2013, at 1:55 p.m., the LPN

coordinator (Staff #4) presented a signature

sheet of an in-service training he provided for

_! staff at Client #1's day program on July 5, 2012.

{ The signatures of a former day program case

j manager and a former day program nurse were
there, but not those of DP #1 and DP #2. Staff #4
acknowledged that he had not conducted 2 more
recent in-service at the day program, to ensure

i that all staff were aware of the 1B00 cc fiuld

j restriction.

it should be noted that on May 15, 2013,
beginning at 2:00 p.m., review of Client #1's |ab

, reports revealed the following:

| - 5/28/12 Iab report - Sodium 124 Low (137 - 145

{ millimolars per liter (mmol/L), after which (on

i 6/15/12) the primary care physician prescribed

i the 1800 cc fluid restriction;

;- B/1/12 Sodium 121 Low,
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W 192 | Continued From page 8 W 102
- 10/2/12 Sedium 132 Low; : !
i~ 1/23/13 Sodium 131 Low; and : | Continued from page 8.

i -4/25/13 Sodium 132 Low.

: On May 16, 2013, beginning at 10:20 a.m., review :

; of the client's Nutrition Evaluations {dated July 30, .

i 2012, October 30, 2012, January 26, 2013 and

: Aprit 20, 2013) revealed the desired cutcame for - :

i the fluid restriction was to get "sodium level no

! less than 134 " Client #1's serum sodium levels, |

| however, remained below normal. At 10:51am., |

| Staff #4 stated the goal was for the client's

| "sodjum levels to bounce back to normal.” |

: Continued interview revealed that Client #1

| wanted the fluid restriction lited. When Staff #4

| asked the primary care physician about fifting the |

! restriction on the day before, the physician

| repartedly replied "no, not as long as the leveis

| are borderline." .
W 331 | 483.480(c) NURSING SERVICES PW 331,

Symbral's DON and the LPN Nurse has trained
the staff working with individual on 6/1/2013, !

. ; . oz 16/1/2013
on the implementation of daily fluid restrictions Land ongoing]
prescribed by the PCP and recommendations by

The facility must provide clients with nursing
! services in accordance with their needs.

This STANDARD is not met as evidenced by: i the Nutritionist.

Based on observation, interview and record ; i
review, the facility failed to ensure that each client ‘The training materials reflect a fluid intake :
who was prescribed a restriction on fluid intake | {schedule (# of cups, or fluid ounces per meal |

| received nursing oversight to ensure compliance janﬁ during medication administration), as per |
 with the physician's orders, for the one client (of | !PCP orders and Nutritionist recommendations

i for mealtimes and snacks time including the

time the individua! spends at the day pragram.

| two individuals residing in the facility) with the
| assessed need. (Client #1) r

The findings include: This training will be given to the staff every six
. On May 15, 2013, at 7:18 a.m., Client #1 was : (6) manths and as needed by the DON/LPN
! observed pouring an 8 ounce (oz) glass of milk, (Nurse dne the QIOB wl monltor duarterly. (soe.

‘ He placed it on the breakfast table next to an 8 oz | -Attached raining sheet and fluid intake :
| ! ; monitoring {new sheet). [
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glass of water. He finished both beverages along
with his breakfast at approximately 7:30 a.m. At
approximately 7:45 a.m., the client informed this
I surveyor that he was "on a fluid restriction... | get I
: 8 oz in the moming.” His one-to-one staff who !
| had assisted him with breakfast that morning
{ (Staff #6) confirmed that he was on a fluid

| restriction.

On May 15, 2013, at 9:08 a.m., Client #1's current

physician's order sheets (POS), dated April 1,

2013, were reviewed in the presence of the

‘ licensed practical nurse (LPN) coordinator (Staff

| #4). Staff #4 stated the fiuid restriction was due to
low serum sodium levels. The POS reflected a

i daily fluid intake of 1800 cubic centimeters (cc's),

I which on July 30, 2012, the nutritionist allocated

as foliows: |

- B oz + 4 oz at each meal (breakfast, lunch and |
dinner);

- B oz at each medication administration (morning

| and evening); and,

i - 4 0z at snack time, twice daily.

|
i revealed Client #1 drank 16 oz at breakfast

. instead of 12 oz scheduled, Staff #6 confirmed

| the observations when interviewed in the facility
on May 15, 2013, at approximately 3:40 p.m.,
stating that he drank 2 cups/16 oz every morning

! at breakfast.

‘ Observations on the morning of May 15, 2013 {

ti. Client #1 was observed at his day prograrm on
May 15, 2013, beginning at 10:43 a.m. When

i asked about the client’s fluid intake, at

| approximately 12:05 p.m., the day program case
manager (DP #1) and the day program nurse (DP

' #2) both indicated there were no special

W 331

Continued from page 9.

|
i
!
|

|

|
|
|

|

L
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!

previously unaware of a daily fiuid restriction.
! Client #1's day program record contained POS
' dated June 1, 2012, which did not reflect a fiuid
| restriction (Note: It was |ater revealed that the
| 1800 cc restriction was ordered by the physician

on June 15, 2012).

On May 15, 2013, beginning at 2:39 p.m., review |
of Client #1's fluid intake records and day

proegram records in the home failed to show
evidence that his fluid intake at day program was
being documented. On May 15, 2013, at 3:20

| p.m., interview with the one-to-one direct support

| staff (Staff #7) who accompanied Client #1 to his

| day program that day revealed the client routinely
drank an 8 oz cup of tea at moming break and a
"small" carton of milk. She was unsure of the
exact amount of milk. On May 16, 2013, at 2:58
p.m., interview with another one-to-one staff

 (Staff #8) who accompanied him to day program

| on that day revealed a similar answer. However,

{ both the QIDP (Staff #1) and the LPN coordinator
(Staff #4) were unable to locate any
documentation regarding Client #1's fluid intake
during day pregram hours. i

]J Il. Similarly, on May 16, 2013, at approximately

| 10:45 a.m., Staff #1 and Staff #4 stated they

" could not locate records of Client #1's fluid intake

; during midday hours on Saturdays and Sundays.

| They further acknowledged that the chart format,

‘ in its present design, did not capture the amount

' of fluid the client received at snacks, midday and

| at medication administrations. There was no

evidence the facility maintained a complete and i

accurate record of Client #1's fluid intake. }'
|

i
[Ccmtinued from page 10.

e

| |
| 5
|

1
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{ IV. On May 15, 2013, beginning at 2-:39 p.m.,
; review of Client #1's fluid intake records in the
: home revealed 18 days (out of 30) in March
) 2013, 4 out of 31 days in April 2013 and 4 out of
| 14 days thus far in May 2013 for which staff g
documented the client received at least 1920 cc's |
in the home. On March 9, 2013, staff documented !
i he drank 8 cups (2160 cc's). The May 2013 fluid |
| intake chart refiected the initials of the LPN
! coordinator (Staff #4) recorded each day. When
interviewed on May 16, 2013, at 10:23 a.m,, Staff
#4 stated that he initialed the chart each evening
| but he had not identified the facility's faiiure to f
|
J
I

Continued From page 11 ;

4' adhere to Client #1's prescribed fluid restriction,

V. Review of Client #1's nursing records and fluid
intake sheets revealed no evidence the facility's |
registered nurse (RN, Staff #3) had reviewed his
fluid intake data.

l
| VI. Initial interview with the LPN coordinator (Staff |
/ #4) on May 15, 2013, at 9:08 a.m., revealed i
| Client #1's fluid restriction was prescribed due to '
| low serum sodium levels. On May 15, 2013, [
| beginning at 2:00 p.m., review of the client's lab |
| reports revealed the following:

- 5/29/12 lab report - Sodium 124 Low (137 - 145
[' millimotars per liter (mmol/L), after which (on
6/15/12) the primary care physician prescribed

} the 1800 cc fiuid restriction;

!' - 8/1/12 Sodium 121 Low;

|

- 10/2/12 Sodiumn 132 Low; i
| - 1/23/13 Sodium 131 Low: and |
|- 4/25/13 Sodium 132 Low. |
| On May 16, 2013, beginning at 10:20 a.m. review |
| of the client's Nutrition Evaluations (dated July 30,
12012, October 30, 2012, January 26, 2013 and |
i April 20, 2013) revealed the desired outcome for J

Continued from page 11.

e ———

'
i
!

|
J
|
i

T e

|

| |
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W 331 | Cantinued From page 12
the fluid restriction was to get "sodium level no |
less than 134.” Client #1's serum sodium levels, |
| however, remained below normal. At 10:51 a.m., |
| Staff #4 stated the goal was for the client's i
| "sodium levels to bounce back to normal." |
Continued interview revealed that Client #1 !

wanted the fluid restriction lifted. When Staff#4 !
ased the primary care physician about lifting the
: restriction on the day before (May 15, 2013), the

: physician reporiedly replied "no, not as long as

i the leveis are borderline.”
W 436 | 483.470(g)(2) SPACE AND EQUIPMENT

: The facility must furnish, maintain in good repair,
| and teach clients fo use and fo make informed

; choices about the use of dentures, eyeglasses,

i hearing and other communications aids, braces,
| and other devices identified by the

i interdisciplinary team as needed by the client.

i

H

| This STANDARD is not met as evidenced by:

r Based on observation, interview and record

| review, facility staff failed to consistently

; imptement the use of each client's adaptive
equmeni for one of two clients in the sample
{Cllent #2)

The finding includes:

Observation on May 15, 2013, at 8:26 a.m.,
i revealed Client #2 drinking water with Maralax
; powder dissolved in it. The cup had a long handie ;
i down one side and an open top. The maoming
| medication nurse (Staff #5) instructed the client to
| "siow down" while he drank. No spillage was i
- observed. The client's one-to-one direct support |
|

i
W 331,

ECuntin ued from page 12.

|
|
l
|

W 436
| §
FThe DON/LPN Nurse has re-trained / inservice all '5/1/1_3 and
Ithe staff working with individual #2 for the : ngoing
{ proper use and implementation of adaptive
reqmpment (sippy cup) having lid and spout on lt g
“atall time when it is being used.

Monitoring tocls have been put in place for a
daily monitoring the proper use of sippy cup |

with a lid and spout.
"The LPN Nurse will review daily and DON will |
. monitor randomly thereafter and re-training as
needed. i

j
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W 436 | Continued From page 13 . W 436

| staff (Staff #8) was also with him at the time. : )
| [Note: The client showed no indication of : Continued from page 13,
i

; distress.]

On May 15, 2013, at 9:20 a.m., review of Client
#2's current physician's order sheets, dated April
1, 2013 revealed that he was prescribed a “sippy |
: cup.” Upon request, ihe ficensed practical nurse
i (LPN) coordinator (Staff #4) presented a sippy
| cup from the kitchen. It was the same cup he was
, observed using during the medication
’ administration, however, it now had a lid with a
spout on it. Staff #4 said it was an "aspiration
| precattion” and the spout controlled the flow.
| Neither the medication nurse (Staff #5) nor the
one-to-one (Stafi #9) was observed that moming
to make the spout lid available for the dlient's use.
i At 3:30 p.m,, on May 15, 2013, Client #2 was
| observed using the sippy cup with lid at snack
time.
l

| On May 16, 2013, at 1:50 p.m., follow-up |
 iInterview with the LPN coordinator (Staff #4) ;
| revealed that he had spoken with Staff #5 by j
‘ telephone. She had acknowledged the spout lid !
| was not on the sippy cup when she administered [
the Miralax, adding that she "stood by his side
and was monitoring him." j

f This is a repeat deficiency. See Federal !
; Deficiency Report dated May 24, 2012, }J l

P

i
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L 0DO: INITIAL COMMENTS

. A licensure survey was conducted from May 15,
! 2013 through May 16, 2013. A sample of two

' residents was selected from a population of two
; mates with varying degrees of intellectual

| disabilities.

' The findings of the survey were based on

: observations in the home and one day program,
| interviews with one resident, direct support staff,
! nursing and administrafive staff, as wellas a

i review of resident and administrative records,

| including incident reports.

[Qualified mental retardation professional

" (QMRP) will be referred to as qualified intellectual
; disabilities professional (Q!DP) within this report.)
f

1188 3508.7 ADMINISTRATIVE SUPPORT

| Each GHMRP shall maintain records of residents

D T PROVIDER'S PLAN OF CORRECTION
PREEIX {EACH CORRECTIVE ACTIDN SHOULD BE
TAG CROSS-REFERENCED 70O THE ARPROPRIATE
‘ DEFICIENGY)
f
1 000 b
|
|
) ¥ The receipts for $60.00 dated 1/17/2013 and

$100.00 dated 12/18/2012 has been found and
filed within individual #1 financial recards.

i 5/18/13 ang

Tz T

LABCRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTAYIVE'S SIGNATURE

(e

{ o 5 : tengoing

/' funds received and disbursed. Individual #2 $20.00 requisition and receipts of I

| This Statute is not met as evidenced by: 1/17/2013 and requisition/receipt of $200.00 |

{ e i

| Based on interview and record review, the group on 4/16/2013 has also been removed and f

. home for individuals with intellectual disabilities placed in Individual record.

| (GHID) failed ta maintain a system that ensured ; .

é cornp)lete accounting of eacltfresident's [Pywnbial Eoundation has implefent st p I

" persanal funds, for two of two residents in the |In piace the protocol for money request by :

| sample. (Residents #1 and #2) imatching the requisitions with receipts. '

! The findings include: ;The protacol in place is for the requisition form

i {to be filled prior to request. The request will be

* 1. On May 15, 2013, at approximately 7:45 a.m., érﬂViewed by QIDP, approved by CFO before :

; interview with Resident #1 revealed that he monies withdrawn. Receipts for each !

: earned a stipend at his day program. He stated | transaction will be submitted to accounting ;

i the home helped manage his money. On May 18, i i .

1 2013, at 11:56 a.m., review of the resident's department-for recontiliation within ten {10}

' psychological evaluation, dated July 24, 2012, j days of return. i

 revealed that he was functioning at the moderate { The QIDP will monitor quarterly and as needed. |
Health Reguiation & Licgnsing nistrationy #
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level and lacked the capacity to make decisions
independently, including financial decisions. The
resident’s Individual Support Plan, dated July 24,
2012, assigned the management of his funds to
the facility and the resident's service cocrdinator.

On May 18, 2013, beginning at 4:20 p.m., review
of Resident #1's financial records revealed that
$60 was withdrawn from his account on January
17, 2013. There was no record of why the funds
were withdrawn or how the money was spent.
Resident #1's bank statement also showed a
$100 withdrawal made on December 18, 2012 for
Christrnas shopping. Three receipts ($31.79,
$7.41 and $7.42 documented how $46.62 was
spent. There was no accounting of what
happened to the remaining $53.38 withdrawn on
December 18, 2012.

; On May 16, 2013, at 4:50 p.m., the qualified
i intellectual disabiliies professional (QIDP, Staff

#1) was asked about Resident #1's bank
withdrawal from December 18, 2012 and January
17, 2013. After reviewing Resident #1's financial
records, at 4:56 p.m., he confirmed there were no
additional receipts available for review, and no
evidence that the $53.38 balance had been
deposited back into the resident’s account. He
further explained that there should be a
requisition form submitted prior to each
withdrawai. Without requisition forms and/or
receipts for the two aforementioned withdrawals,
he was unable to say how the monies had been

spent.

II. On May 16, 2013, beginning at 5:07 p.m.,
review of Resident #2's financial records revealed
there were no requisition forms or receipts for
withdrawals made from his bank account on
January 17, 2013 ($20) and April 16, 2013

Continued from page 1.
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t

: ($200), Review of the resident's psychological

" evaluation, dated August 12, 2012, revealed that

i he was functioning at the severe Ievei and lacked
: the capacity to make decisions independently,
including financial decisions. The resident's

. Individual Support Plan, dated August 12, 2012,

i assigned the management of his funds to the

E facility and the resident's service coordinator,

| At 5:15 p.m., the QIDP (Staff #1) stated he did
net kpow how the funds withdrawn on January

; 17, 2013 and April 16, 2013 had been spent. He

' reviewed the resident's financial records,

{ confirmed there were no receipts, requisition

. forms or any other documentation available that

{ would indicate how the funds had been spent.

Al the time of the survey, the GHIID failed to
- maintain a system that assures a complete and
: accurate accaunting of residents' personal funds.

} 207 3509.7 PERSONNEL POLICIES

E 1 A new employee ' s physical examination shall

| to employment.

l

| This Statute is not met as evidenced by:

. Based on record review and interview, the group
home for individuals with intellectual disabilities

| (GHID) failed to ensure that each new

! within niinety (90) days prior to employment, for 1
- of 17 employess. {Staff #1)

i The finding includes:

of the personnel records for all employees
; revealed that Staff #1's first day of employment

| have been performed within ninety (S0) days pnor

| employee’s physical examination was performed |

" On May 16, 2013, beginning at 2:39 p.m., review |

1188 :
Continued from page 2.

i
| 207 i
i

'6/7/13 and
‘Ongoing

| A new physical examinaticn has been
completed by staff #1 on 6/7/2013.

Symbral's Persennel Department will ensure
that all new staff physical examination was ;
performed within ninety (90) days prior to i
employment. Personnel staff have been

retrained and schedule of expected timelines
have been updated to reflect Regulatory |
expectation. l

% House Manager and QA will review employee
. file within thirty (30) days of hire to ensure ali
i documents are in compliance.

Heaith Regulatlon & Licensing Administration
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207 | Continued From page 3 1207 , P L —— ?
| was November 2, 2012. His health certificate was ! i
i dated June 20, 2012 (greater than 90 days prior i ;
! to the date he was hired). [
‘ f E
 On May 16, 2013, at approximately 3:55 p.m.,
. Staff #1 confirmed the aferementioned findings. i
!
i i
1229 3510.5(f) STAFF TRAINING 1223 ;
i
1 =z -
! FaF;h tram;r;!g ?rﬁgrgm ;hall include, but not be {Symbral's DON and the LPN Nurse has trained
‘ imited:to, the following: the staff working with individual on 6/1/2013, 5/1/%3 and
‘ (f} Specialty areas related to the GHMRP and the on the implementation of daily fluid restrictions ;Ongomg
' residents to be served including, but not limited prescribed by the PCP and recommendations by |

. recreation, total communications, and assistive
! technologies;

i Based on observation, staff interview and record

| review, the group home for individuals with

! intellectual disabilities (GHIID) failed to ensure

' that staff received effective training on

: implementing prescribed daily fluid restrictions,

: for the one residenit (of two individuals residing in
* the facility) with the assessed need. (Resident #1)

| The finding includes:

| [Cross-reference to 1401}

i On May 15, 2013, at 7:18 a.m_, Resident #1 was
observed pouring an 8 ounce {(0z) glass of milk.

i He placed it on the breakfas! table next to an 8 oz

| glass of water. He finished both beverages along
with his breakfast at approximately 7:30 a.m. At

: approximately 7:45 a.m., the resident informed

| this surveyor that he was "on a fluid restriction... | |

: get 8 oz in the moming." His one-to-one staff who |

| had assisted him with breakfast that morning

| (Staff #8) confirmed that he was on a fluid |

| to, behavior management, sexuality, nutrition, :

This Statute is not met as evidenced by: !

the Nutritionist.

The training matarials reflect a fluid intake
schedule {(# of cups, or fluid ounces per meal

and during medication administration), as per
PCP orders and Nutritionist recommendations
for mealtimes and snacks time including the
time the individual spends at the day program. ;

This training will be given to the staff every six
{6} meonths and as needed by the DON/LPN ;
- % i

Nurse and the QIDP will monitor quarterty. (see |
|

t

|

‘attached training sheet and fluid Intake
{monitaring (new sheet),

Fealth Regulation & Licensing Administration
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I' restriction.

t

| On May 16, 2013, at 8:08 a.m., Resident #1's

| current physician's order sheets (POS), dated

i April 1, 2013, were reviewed in the presence of

the licensed practical nurse (LPN) coordinator

| (Staff #4). Staff #4 stated the fluid restriction was

due to low serum sodium levels. The POS

reflected a daily fluid intake of 1800 cubic

| centimeters (cc's), which on July 30, 2012, the

j nutritionist aflocated as follows:

1 -8 0z + 4 oz ateach meal (breakfas!, lunch and

| dinner);

: ~ 8 oz at each medication administration (morning
and evening); and,

- 4 oz at snack time, twice daily.

Observations on the moming of May 15, 2013
revealed Resident #1 drank 16 oz at breakfast
linstead of 12 oz. Staff #6 confirmed the
observations when interviewed in the facility on
May 15, 2013, at approximately 3:40 p.m., stating
that he drank 2 cups/16 oz every moming at
breakfast,

On May 15, 2013, at 2:27 p.m., review of the staff
in-service training records revealed that aj}
residential stafi had received training for Resident
! #1's 1800 cc fluid restriction on June 18, 2012.
i The training materials did not, however, reflect a
| fiuid intake schedule (cups or fluid cunces per
f meal or medication administration). The !
1 resident’s Nutrition Evaluation, dated July 30, {
i 2012, established a schedule that specified how
i much fluid should be offered at varicus times.
There was no evidence, however, that residential
i staff had received training since the schedule was
! established 11 months before the survay.

It should be noted that on May 16, 2013,

;"Cominued from page 4.

B e

\
i
I
{
i
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i beginning at 10:20 a.m., review of the resident's

| Nutrition Evaluations (dated July 30, 2012,

i Octaber 30, 2012, January 26, 2013 and April 20,

| 2013) revealed the desired outcome for the fluid

| restriction was fo get "sodium level no less than
134." Resident #1's serum sodium levels,

: however, remained below normat. At 10:51 a.m,

| Staff #4 stated the goal was for the resident's

| "sodium levels to bounce back to normal.”

* Continued interview revealed that Resident #1

| wanted the fiuid restriction lifted. When Staff#4 |

i asked the primary care physician about fifting the

' restriction on the day befare, the physician

- reportedly replied "no, not as long as the levels

| are borderiine."

1401 3520.3 PROFESSION SERVICES: GENERAL i 401

' PROVISIONS !Crossed referenced with 1229 (see staff training)

| Professional services shall include both diagnasis ‘Symbral's DON/LPN Nurse has trained all the :;;ﬁ: &

' and evaluation, including identification of

| developmentat levels and needs, treatment

- services, and services designed to prevent

. deteriaration or further loss of function by the
f resident,

! This Statute is not met as evidenced by:

. Based on observation, interview and record
! review, the group home for individuals with
| inteflectual disabilities (GHIID) failed to ensure |
. that each resident who was prescribed a fiuid :
. restriction received nursing and physician !
| moniltoring and oversight, fo ensure proper i
! implementation of the physician’s order, for the
; one resident {af two individuals residing in the

| facility) with the assessed need. (Resident #1)

!
. The finding includes:

| i. On May 15, 2013, at 7:18 a.m., Resident #1

. ‘day program staff warking with individual #1 on

: 8 ) . and ongoing
lune 6, 2013 concerning proper implementation i

and documentation of fluid intake.

The training entails fluid intake restriction
1800cc/day. While at the day program,
individual #1 is getting 1/2 cup at the snack; 1
fljz cups at the lunch (total 2 cups). (Refer
iattached sheet day program staff's wili be
{trained by Symbral Nursing Team every six (6)

:months and monitored by the QIDP as needed. 4

!

|
| -
|

l'
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was observed drinking 2n 8 ounce (0z2) glass of
milk and an 8 oz glass of water with breakfast. At
approximately 7.45 a.m., the resident informed
this surveyor that he was "on a fluid restriction... |
get 8 oz in the morning.” His one-to-one staff who
had assisted him with breakfast that moming
(Staff #6) confirmed that he was on a fluid
restriction.

On May 15, 2013, a1 8:08 a.m., Resident #1's
current physician’s order sheets (POS), dated
April 1, 2013, were reviewed in the presence of
the licensed practical nurse (LPN) coordinator
(Staff #4). Staff #4 stated the fluid restriction was
due to low serum sodium levels. The POS
reflected a daily fiuid intake of 1800 cubic
centimeters (cc's), which on July 30, 2012, the

| nutritionist allocated as follows:

i - 8 0z + 4 0z at each meal (breakfast, lunch and
dinner);

- B oz at each medication administration (morning
and evening); and,

-4 o0z at shack time, twice daily.

Observations on the moming of May 15, 2013
i revealed Resident #1 drank 16 oz. at breakfast
. instead of 12 oz. scheduled. Staff #6 confirmed
the observations when interviewed in the facility
on May 15, 2013, at approximately 3:40 p.m.,
stating that Resident #1 routinely drank 2 cups/16
oz every morming at breakfast.

It. Resident #1 was observed at his day program
on May 15, 2013, beginning al 10:43 a.m. When

! asked about the resident’s fiuid intake, at

- approximately 12:05 p.m., the day program case
 manager {DP #1) and the day program nurse {DP
| #2) both indicated there were no special
instructions. They both indicated they were
previously unaware of a daily fluid restriction.

1401

Continued from page 6.
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: one-to-one staff (Staff #8) who accompanied him
o day program on that day reveeled a similar

i locate any documentation regarding Resident

Resident #1's day program record contained POS
dated June 1, 2012, which did not reflect a fluid
restriction (Note: It was later revealed that the
1800 cc restriction was ordered by the physician
on June 15, 2012).

On May 15, 2013, beginning at 2:39 p.m., review
of Resident #1's fiuid intake records and day
program records in the home failed to show
evidence that his fluid intake at day program was
being documented. On May 15, 2013, at 3:20
p.m., interview with the cne-to-one direct support
staff (Staff #7} who accompanied Resident #1 to
his day program that day revealed the client
routinely drank an 8 oz. cup of tea at moming
break and a "small” carton of milk. She was
unsure of the exact amount of milk. On May 18,
2013, at 2:58 p.m., interview with another

answer. However, both the QIDP (Staff #1) and
the LPN coordinator (Staff #4) were unable to

#1's fluid intake during day program hours.

i, Similarly, cn May 16, 2013, at approximately
10:45 a.m., Staff #1 and Staff #4 stated they
could not locate records of Resident #1's fluid
intake during midday hours on Saturdays and
Sundays. They further acknowledged that the
chart format, in its present design, did not capture
the amount of fluid the resident received at
snacks, midday and at medication
administrations. There was no evidence the
facility maintained a complete and accurate
record of Resident #1's fluid intake.

V. On May 15, 2013, beginning at 2:38 p.m.,
review of Resident #1's fluid intake records in the
home revealed 18 days (out of 30) in March

—

Continued from page 7.
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2013, 4 out of 31 days in April 2013 and 4 out of
i 14 days thus far in May 2013 for which staff
documented the resident received at least 1920
cc's in the home. On March 9, 2013, staff
E documented he drank 8 cups (2160 cc's). When
Vinterviewed on May 16, 2013, at 10:23 a.m., Staff
| #4 stated that he reviewed the fluid intake chart
each evening but he had not identified the
facility's failure to adhere to the prescribed fiuid

restriction.

| V. Review of Resident #1's nursing records and
; fluid intake sheets revealed no evidence the

| facility's registered nurse (RN, Staff #3) had

| reviewed his fluid intake data.

V1. Initial interview with the LPN coordinator (Staff
#4) on May 15, 2013, at 8:08 a.m., revealed
Resident #1's fluid restriction was prescribed due
to low serum sodium levels. On May 15, 2013,
beginning at 2:00 p.m., review of the resident's
lab reports revealed the following:

- 5/28/12 lab report - Sodium 124 Low (137 - 145
millimolars per liter (mmol/L), after which (on
6/15/12) the primary care physician prescribed
the 1800 cc fluid restriction:

- B/1/12 Sodium 121 Low;

-10/2/12 Sodium 132 Low;

- 1/23/13 Sadium 131 Low; and

- 4/25/13 Sodium 132 Low.

| On May 16, 2013, beginning at 10:20 a.m., review

of the resident's Nutrition Evaluations (dated July
30, 2012, October 30, 2012, January 26, 2013
and April 20, 2013) revealed the desired outcome
for the fluid restriction was to get "sodium level no
less than 134." Resident #1's serum sodium
leveis, however, remained below normal At
10:51 a.m., Staff #4 stated the goal was for the
resident's "sodium levels to bounce back to
normal.” Continued interview revealed that

t 401

I

|

Continued from page 8. ;
|

|

[

|
| J
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! Resident #1 wanted the fluid restriction lifted. [Continued from page 3.

When Staff #4 asked the primary care physician | i
1 about lifting the restriction on the day before, the :
i physician reportedly replied "no, not as long as ‘
| the levels are bordertine.”
i

1 500, 3523.1 RESIDENT'S RIGHTS I 500

| Each GHMRP residence director shall ensure :
| that the rights of residents are observed and
' protected in accordance with D.C. Law 2-137, this i
' chapter, and other applicable District and federal !
; laws. E

|
- This Statute is not met as evidenced by: A-D: Crossed reference with (229, i 5/19/13 ang
. Based on observations, interviews and record | ongoing

| review, the group home for individuals with
The DON/LPN Nurse has put in place a system to I

intellectual disabilities (GHIID) failed to observe

, and protect residents’ rights in accordance with review individual #1 records for fiuid intake. !
| Title 7, Chapter 13 of the D.C. Cade (formerly Symbral LPN Nurse will review weekly and the

 called D.C. Law 2-137, D.C. Cade, Title 6, DON will review the fluid intake chart manthly |
: Chapter 18) and federal regulations 42 CFR 483 il s tisaaed ‘
| Sub-Part 1 (for intermediate Care Facilities for ’

i Ingividuals with intellectual Disabilities), for two of The Nursing Team will train staff every six (6) f
;g)) residents of the facility. (Residents #1 and manths and the QIDP will monitor quarterly. ;
[ {see the attached fluid intake monitoring

The findings include: jrecord.]

I. [483.460(c)] The GHIID failed to ensure
| Resident #1's right to receive health care
f services, to include monitoring and oversight by .
! licensed professionals, to ensure compliance with |
his physician-ordered fluid restriction, as foliows

|

i
! A. [Cross-reference to 1401] On May 15, 2013, at | l |
!7:18 am., Resident #1 was observed drinking an | |
* 8 ounce (0z) glass of milk and an 8 oz glass of l
; water with breakfast. i [
Health Regulstion & Licansing Administration
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1500 Continued From page 10 (
[

| On May 15, 2013, at 9:08 a.m., Resident #1's Continued from page 10.
| current physician's order sheets (POS), dated
April 1, 2013, were reviewed in the presence of
the licensed practical nurse (LPN) coordinator
(Staff #4). Staff #4 stated the fluid restriction was ‘
due to low serum sodium levels. The POS
reflected a daily fluid intake of 1800 cubic
! centimeters (cc's), which on July 30, 2012, the ,
| nutritionist allocated as follows: i
- 8 oz + 4 oz at each meal (breakfast, lunch and ;
| dinner);
, - 8 0z at each medication administration {(morning |
| and evening); and, !
| - 4 oz at snack time, twice daily, :
{
|
{
I
|

approximately 3:40 p.m., revealed that Resident
1 #1 routinely drank 2 cups/16 oz every moming at
| breakfast instead of 12 oz as scheduled.

j Interview with Staff #6 on May 15, 2013, at
|

| B. On May 15, 2013, beginning at 2:39 p.m.,
| review of Resident #1's fluid intake records and f
| day program records in the home failed to show

| evidence that his fluid intake at day program was

l being documented. Similarly, on May 16, 2013, at

| approximately 10:45 a.m., Staff #1 and Staff #4

’ stated they could not locale records of Resident f
| #1's fluid intake during midday hours on

' Saturdays and Sundays. They further

- acknowledged that the chart format, in its present
| design, did not capture the amount of fluid the

| resident received at snacks, midday and at

| medication administrations. There was no

| evidence the facility maintained a complete and

| accurate record of Resident #1's fluid intake,

\

JI C. OnMay 15, 2013, beginning at 2:38 p.m.,

| review of Resident #1's fluid intake records in the
I home revealed 18 days (out of 30) in March
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+ 2013, 4 out of 31 days in April 2013 and 4 out of

- 14 days thus far in May 2013 for which staff
documented the resident received at least 1920
. cc's in the home. On March 9, 2013, staff ;
| documented he drank 9 cups (2160 cc's). When |
| interviewed on May 16, 2013, at 10:23 a.m., Staff

; #4 stated that he reviewed the fluid intake chart

' each evening but he had not identified the

; facility's failure to adhere to the prescribed fluid

| restriction.

D. Review of Resident #1's nursing records and
fluid intake sheets revealed no evidence the
facility's registered nurse (RN, Staff #3) had

: reviewed his fluid intake data.

- E. Initial interview with the LPN coordinator (Staff
#4) on May 15, 2013, at 9:08 a.m., revealed

- Resident #1's fluid restriction was prescribed due |

i to low serum sodium levels. On May 15, 2013, |

| beginning at 2:00 p.m., review of the resident's :

| lab reports revealed the fallowing: {

5
|

i
i
1
{The DON/LPN Nurse has re-trained / inservice alf |

STATE FORM

mfﬁ?gg;?ﬁ;fﬁg: (rr?r?g;:li?, ;ﬁi?&%égs(zn wa .the staff working with individual #2 for the _6/1/13 and
! 8/15/12) the primary care physician prescribed proper use and implementation of adaptive ‘angoing
: the 1800 cc fluid restriction; equipment (sippy cup) having lid and spout on it
| - 81/12 Sodium 121 Low, at all time when it is being used.
f - 10/2/12 Sodium 132 Low: :
i - 1/23/13 Sodium 131 Low; and Monitoring tools have been put in place for a
! - 4/25/13 Sodium 132 Low. daily monitoring the proper use of sippy cup {
! On May 16, 2013, beginning at 10:20 a.m., re\.flawg I with a lid and spout,
_ of the resident's Nutritions Evaluations (dated July |
30, 2012, October 30, 2012, January 26, 2013 i The LPN Nurse will review daily and DON wilt
and April 20, 2013} revealed the desired cutcome | ronitor randomly thereafter and re-training as |
- for the fluid restriction was to get "sodium level no J needed. ]
. less than 134." a !
' There was no evidence that the facility's medical g l :
' team, to include the primary care physician, had |
; established and implemented a system of ’[ ]
Health Regulation & Licensing Administratian i ]
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1500 . Continued From page 12 1500

, oversight to ensure compliance with the 1800 cc's |
. per day fluid restriction, t¢ achieve the desired i
outcome.

C T,

| 11 (483.470(g)(2)] The GHIID failed to ensure that
. all staff utilized Resident #2's specialized adaptive
' equipment, as follows:

Continued from page 12.

: Observation on May 15, 2013, at 8:26 a.m., ;
. revealed Resident #2 drinking water with Miralax :
. powder dissolved in it. The cup had a lehg handie
. down one side and an open top. The morning

| medication nurse (Staff #5) instructed the : ,
- resident to "slow down" while he drank. No ; E
spiltage was observed. The resident's one-to-one
direct support staff (Staff #3) was also with him at
the time. [Note: The resident showed no

¢ indication of distress.]

| On May 15, 2013, at 9:20 a.m., review of | X

| Resident #2's current physician's order sheets, i L

: dated April 1, 2013 revealed that he was

' prescribed a "sippy cup.” Upon request, the

: licensed practical nurse (LPN) coordinator (Staff | |

| #4) presented a sippy cup from the kitchen. It was| {
|
|
!

i

i the same cup he was observed using during the

! medication administration, however, it now had a |

| lid with a spout on it. Staff #4 said it was an i

: "aspiration precaution” and the spout controlled

i the flow. Neither the medication nurse {Staff #5) |
nor the one-to-one (Staff #9) was observed that |
morning to make the spout lid available for the

, resident's use. At 3:30 p.m,, on May 15, 2013,

i Resident #2 was observed using the sippy cup

. with fid at snack time.

. interview with the LPN coordinator (Staff #4)
. revealed that he had spoken with Staff #5 by
| tefephone. She had acknowledged the spout lid

Health Reguiauan & Licensing Administration
STATE FORM cavk 1XMB11 ¥ conlinuation sheat 13 of 16

| On May 16, 2013, at 1:50 p.m., follow-up " :
|
|
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was not on the sippy cup when she administered
; the Miralax, adding that she "stood by his side
; and was monitaring him.”

| This is a repeat deficiency. See Federal
Deficiency Report dated May 24, 2012

IH. {483.420(a)(11)] The GHIID failed to ensure
Resident #1°s right to participate in community
i outings/ recreational activities of choice, as

. follows:

A. On May 15, 2013, beginning at 7:00 a.m., a
direct support staff (Staff #5) was observed
working alongside Resident #1. She stayed by his

Siaff #6 stated that she was assighed as his

one-tc-ohe. Continued observations and

"interviews during the survey revealed Resident #1 !
- had an assigned one-to-one staff 24 hours per

; day, 7 days per week.

| On May 15, 2013, at 3:35 p.m, interview with

{ Resident #1 revealed that he en}oyed playing

: basketball. He further stated, however, that his
| curren! day program was without a basketball

l court. When asked if he had opportunities to play '

' basketball on evenings or weekends in

. community parks or recreation centers, he replied
| no. The house manager (HM, Staff #2) and the
! qualified intellectual disabilities professional
! {QIDP, Staff #1) were present during the
| interview. The MM indicated that he had
! previously expressed interest in playing
" basketball and mentioned having taken him to
: see the Washington Wizards play professional
i basketball. She confirmed that the resident had
| not been to local parks, explaining that this was
| due to his past history of making inappropriate
| sexual advances towards children. She then

side as they prepared breakfast and set the table.

{ 500

i

i
i

Individual's one on one Staff and Manager will 5/19/13 and
‘ meet semi-monthly to develops schedule of ‘ongoing
preferred activities. Staff have been retrained to

{ identify, respect and accept individual input in

| choosing activity. The QIDP has identified a gym

for the individual #1 since 5/13/13. All staff has

been trained 1o make sure individual #1 goes to .

the gym at least once a week at Rosedale
Recreation Center at 1701 Gales St, NE
Washington, DC 20002,

The QIDP will monitor quarterly to make sure !
that individual #1 goes to Rosedale Recreation
or place of his choice twice a week.

Health Regu
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i stated perhaps staff couid take him on evenings
: when it was less likely children would be present.
" Both the HM and the QIDP said the facility had

- not sought to identify an alternative lacation

‘ where Resident #1 and his one--to-one staif

i could play basketball. ]

On May 16, 2013, at approximately 12:00 p.m.,
review of Resident #1's behavior support plan
(BSP), dated July 25, 2012, verified the history of
 making inappropriate comments. The one-to-one
staffing was established to address his behavioral

' needs,

| On May 16, 2013, beginning at 12:28 p.m., review'
of Resident #1's community outings records and |
recreational activities logs failed to show evidence’ ;
: that he had cpportunities to play basketball, P

. B. Interview with Resident #1 on May 15, 2013, ! : :
iii:lr;n;ir;g :{:1; ';‘ffopén;; ;lsser%\;esilﬁgetgilpgi fie ‘Depending on individual financial status, 5/19/13 and
exercise equipment and playfully stated that he | jpmemiiousBlionsnd heinruilighe:  foiigoiy
. would like to develop "six-pack abs." The ;lndawdual#l the opportumtrfas to part|c1pat.e in
. qualified intellectual disabilities professional (Staff ip’ef‘fr.red Yaoation; cummunity and recreations)
#1) and the house manager (Staff #2) were [ Iactfvftnes, sc.lc:lal, religions, _and commufutygrcup;
' present during the interview. They explained that Iact:yity of hls.choice including bl{t noet limited to:
a temale staff had taken Resident #1 to her gym | { Florida, Jamaica and North Carolina. '
once. They also acknowledged that this was not |
i the first time he had expressed such interest.
| There was no evidence that the facility had |
. addressed his expressed interest in going toa |
i gym for exercise. !

! C. The May 15, 2013 interview with Resident #1 | ;
. also revealed that he would like to vacation in !
Florida, Jamaica or North Carolina (where an
* uncle reportedly resides). The resident said the |
facility takes everyone to Ocean City, Maryland I‘ :

, each year for vacation. Staff #1 and #2 confirmed | : |

Heasaith Regu%'ation & Licensing Administration
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! that "everyone goes to Ocean City" and they were Continued from bage 15.

! not aware if Resident #1 had been offered a
: choice of alternate vacation destinations. Plans i
' were already underway for a 2013 trip ta Ocean '
| City, MD.

f On May 16, 2013, beginning at approximately
{ 12:00 p.m,, review of Resident #1's habilitation
! records revealed the resident had vacationed in
i Ocean City, MD in August 2012. His Individual
{ Support Plan, dated July 25, 2012, indicated that

; he was saving for a vacation in Ocean City, MD.

There was no evidence that the facility provided
! opporiunities for residents to participate in ;
. preferred community and recreational activities. i

!

|
|
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