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CFR(s): 3503.3

3503.3 The interior and exterior of each CRFPID shall
be maintained in a safe, clean, orderly, attractive,

and sanitary manner, and be free of clutter,
accumulations of dirt, rubbish, and objectionable
odors.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observations and interviews,

the facility failed to ensure the environment was
properly maintained in accordance with the needs
of the four persons residing in the facility (Persons
#1, #2, #3, and #4).

Findings included:

Observations during the facility walkthrough
on 04/01/2026 at 1:21 PM, with the House Manager
(HM) revealed the following concerns.

1. The vents in the bathroom hallway were rusted.

2.The vents in the living room had a large
accumulation of dust.
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A licensure survey was conducted at this facility from
03/30/2026 through 04/01/2026. A sample of two persons
was selected from a census of four. The survey was
conducted utilizing the focused fundamental survey
process.
The findings of the survey were based on observations,
interviews, and the review of person and administrative
records.
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3. Person #1's recliner was torn on the right arm.

4. Persons #3 and #4's toilet seat riser rubber handles
were worn to the metal.

5. Person #3's recliner chair was peeling on the seat
of the chair.

During interview, the HM acknowledged the findings
and stated that the facility will address the concerns.
Housekeeping

CFR(s): 3503.7

3503.7 No cleaning agent, bleach, insecticide or any
other poisonous, dangerous, or flammable material shall

be accessible to a person where access to such
substance is contraindicated in the person's ISP.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observations and interviews, the

facility failed to safely and properly store cleaning
agents, for the two persons in the sample (Persons #1
and #2).

Findings included:

Observations on 03/30/2026 at 1:00 PM revealed a bottle
of laundry detergent unsecured and

accessible sitting on the floor next to the

washing machine. Further observations on 03/31/2026 at
10:30 AM showed that the same bottle of laundry
detergent remained unsecured next to the washing
machine. On 03/31/2026 at 10:45 AM, Client #4

was observed shooting a basketball in an area adjacent
to the laundry room where the detergent was stored.

Again on 04/01/2026 at 1:21 PM, during the environment
inspection with the House Manager (HM), a bottle

of laundry detergent was observed on the floor of the
laundry room, again unsecured.

A review of the label on the laundry detergent label
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showed the following warnings:

- “Keep out of reach of children and pets.”

- “Do not get in eyes. Harmful if inhaled."

The HM during interview on 04/01/2026 at 2:15 PM, the
HM stated that the facility had a locked cabinet in the
basement for storing cleaning agents and other
hazardous materials. The HM confirmed that

the detergent and other hazardous materials had been
left unsecured.

POLICIES AND PROCEDURES
CFR(s): 3508.4

3508.4 The CRFPID shall ensure that all staff and
contractors are aware of the policies and procedures
required by this section and that all policies and
procedures are implemented. All employees and
contractors shall be kept informed of policy changes
that affect the performance of their duties.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observations, interviews, and record reviews,
the facility failed to implement its policy on Drug
Regimen Review, for two of the persons in the sample
(Persons #1 and #2).

Finding included:

A review of the facility's policy on Drug Regimen
Review indicated that a pharmacist shall conduct
quarterly reviews for each client receiving
medications.

Below are the guidelines for the reviews:

-During the review of the drug regimen and associated
factors of each person taking the medication

to determine if irregularities exist. The physician

shall be advised of any recommended changes with
reason(s) and possible alternative drug regimen.

-The pharmacist shall document the person's medical
record and the date of said review, and
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if appropriate, an indication of recommendation to the
physician.

-The recommendation(s) to the physician shall be made
on an interdisciplinary progress note.

-In evaluation of the total care plan and when doing
the drug regimen review, the Registered Nurse (RN) may
choose to consult with the physician.

1. 0On 03/30/2026 at 2:00 PM, a review of Client #1's
physician order sheets (POS) dated 01/01/2026 —
03/31/2026, revealed that Licensed Practical Nurse
(LPN) #4 administered Client #1's medications during
the tube feeding pass, which included Jevity 1.2
calorie, eight ounces.

When asked about the person’s medications during an
interview at 3:00 PM, LPN #4 indicated that the
clients' tolerance of the medications was monitored by
direct support professionals (DSPs) and licensed
nursing staff, including the pharmacist.

2.0n 03/30/2026 at 7:20 PM, a review of Client #2's
POS dated 01/01/2026 — 03/31/2026 during the evening
medication pass observations, showed LPN #3
administered the client's medications which included
Cetirizine 10 milligrams (mg), Verapamil 360 mg,
Lactulose 30 milliliters (ml) and Senna S Tablet.

When asked during an interview on 03/30/2026 at 7:45
PM about the client's medications, LPN

#3 indicated that the clients' tolerance of the
medications was monitored by the DSPs, as well as
licensed nursing staff, including the pharmacist.

On 03/31/2026 beginning at 11:00 AM, the review of the
medical records for Clients #1 and #2’s

records revealed pharmacy drug regimen reviews dated
04/24/2025, 08/29/2025 and

12/15/2025. There was no documented pharmacy reviews no
ted after the 12/15/2025 reviews.

During an interview on 03/31/2026 at 12:30 PM,
the Registered nurse (RN) confirmed that the pharmacist
last reviewed the persons medication regimens on
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12/15/2025, and that no quarterly reviews had been
completed for Client #1 and #2 during 2026.

MANAGEMENT OF OPERATIONS
CFR(s): 3511.9
3511.9 Each CRFPID shall maintain a full and complete

accounting of each person's personal funds entrusted to
the facility on behalf of the person.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on interviews and record reviews, the

facility failed to ensure a full and complete

accounting of personal funds for one of the two persons
in the sample (Person #2).

Findings included:

On 03/30/2026 beginning at 5:17 PM, a review of Person
#2's financial records indicated that the facility was
authorized to manage the person's personal funds.

A review of Person#1’s bank statement from 01/01/2025 -
12/31/2025 revealed that on 06/25/2025, a withdrawal of
$1,500.00 was made from the client's account. Further
review showed that there were no invoices and receipts
found in the client’s financial file to account for the
withdrawal.

During an interview on 03/31/2026 at 11:30 AM, the
Quialified Intellectual Developmental Professional

(QIDP) stated that she would need to search for the
receipts associated with the 06/25/2026 withdrawal.

On 04/01/2026 at 11:00 AM, the QIDP provided receipts
totaling $492.05, related to the 06/25/2025 withdrawal.

When asked whether any additional receipts existed, the
QIDP provided a bank deposit slip showing a deposit of
$1,000.00, made on 03/31/2026 at 11:19 AM.

The deposit occurred approximately 10 months after the
original withdrawal and only after the surveyor
requested documentation to account for the person’s
funds.
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HABILITATION AND TRAINING
CFR(s): 3520.10
3520.10 The CRFPID shall develop an IPP for each person

to implement the ISP. All training shall be implemented
as prescribed by the ISP.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observations, interviews and record reviews,
the facility failed to ensure staff implemented each
person's Individual Program Plan (IPP) as prescribed
for one of the two clients in the sample (Person #2).
Findings included: On 03/30/2026 at 4:00 PM, a review
of Person #2's Individual Program Plan (IPP) dated
02/12/2026 documented the following program objective:
"With minimal assistance from his staff, person> will
place a call to his family once a week, mainly on
Saturday to socialize, keep up and stay in touch with
90% independence on all recorded trials by 02/2027."
The IPP required staff to document the following steps
on the IPP data sheet: Decide who to call

Dial their number with assistance as needed Converse
with family, including name Document the duration of

call The IPP also required staff to record the client's

level of participation using these codes: | =

independently, P = physical assistance, V = verbal
prompts, G = gestural prompts; R = refused and A =
absent. On 03/31/2026 at 10:30 AM, the review

of Person #2's IPP data sheets from 01/2026 through
03/2026 showed that staff were documenting the person’s
participating using “yes” instead of the required

codes. On 03/31/2026 at 4:00 PM, during an interview,
the Quialified Intellectual Disabilities Professional
confirmed that the direct support professionals failed

to document using the required IPP data codes and added
that additional training for staff would be needed.

EMERGENCIES
CFR(s): 3523.18

3523.18 Each CRFPID shall conduct fire drills in order
to test the effectiveness of the plan at least once

every three months for each shift. An actual evacuation
must be documented during at least one drill, each year
on each shift.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on interviews and record reviews, the
facility failed to conduct fire drills for each shift

17690
19000

19780

STATE FORM

Event ID: 22E0B7-H1 Facility ID: 09G174

If continuation sheet Page 6 of 7



PRINTED: 04/24/2026
FORM APPROVED

District of Columbia State Department of Health

STATEMENT OF DEEICIENCIES f)D(]é)NI;IIQFOIéIE_Fg’(‘S’;JSﬁI;ERR/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS HEDO03-0167 A. BUILDING 04/01/2026
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SYMBRAL FOUNDATION 4422 20TH STREET, NE WASHINGTON, WASHINGTON, District of
Columbia, 20018

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

19780 Continued from page 6 19780
at least once per quarter for four of the

four persons in the facility (Persons #1, #2, #3, and
#4)

Findings included:

During the entrance conference on 03/30/2026 at 10:43
AM, the Qualified Intellectual Disabilities

Professional (QIDP) and the House Manager

(HM) indicated that the facility operates on multiply
shifts as follows:

- (Monday through Friday: 8:00 AM-4:00 PM, 4:00
PM-12:00 AM and, 12:00 AM-8:00 AM). (Saturday and
Sunday: 8:00 AM-8:00 PM and 8:00 PM-8:00 AM).

On 03/30/2026 at 11:30 AM, a review of the facility's
fire drill records for the previous 12

months revealed that for the 8:00 PM-8:00 AM shift
(Saturday and Sunday), the facility only conducted fire
drills on 03/30/2025 and 04/15/2025.

On 03/31/2026 at 1:00 PM, during an interview

the HM stated that fire drills are scheduled once a
month per shift. After reviewing the facility’s fire

drill log, the HM acknowledged that the facility had
not conducted fire drills once every three months for
each shift as required.
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