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A recertification Quality Indicator Survey was
conducted on January 9 through January 20, 2012.
The deficiencies are based on observation, record
review, resident and staff interviews for 40 sampled
residents.

F 159 | 483.10(c)(2)-(5) FACILITY MANAGEMENT OF F 159
ss=E | PERSONAL FUNDS

Upon written authorization of a resident, the facility
must hold, safeguard, manage, and account for the
personal funds of the resident deposited with the
facility, as specified in paragraphs (c)(3)-(8) of this
section.

The facility must deposit any resident’s personal
funds in excess of $50 in an interest bearing
account (or accounts) that is separate from any of
the facility's operating accounts, and that credits all
interest earned on resident's funds to that account.
(In pooled accounts, there must be a separate
accounting for each resident's share.)

The facility must maintain a resident's personal
funds that do not exceed $50 in a non-interest
bearing account, interest-bearing account, or petty
cash fund.

The facility must establish and maintain a system
that assures a full and complete and separate
accounting, according to generally accepted
accounting principles, of each resident's personal
funds entrusted to the facility on the resident's
behalf.

The system must preclude any commingling of
resident funds with facility funds or with the funds of
any person other than another resident.

LABORATORY DIRECTOR'S OR PROVID)! PPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date of
survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these
documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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A recertification Quality Indicator Survey was
conducted on January 9 through January 20, 2012.
The deficiencies are based on observation, record
review, resident and staff interviews for 40 sampled
residents.

F 159 | 483.10(c)(2)-(5) FACILITY MANAGEMENT OF F 159
ss=E | PERSONAL FUNDS

Upon written authorization of a resident, the facility
must hold, safeguard, manage, and account for the
personal funds of the resident deposited with the
facility, as specified in paragraphs (c)(3)-(8) of this
section.

The facility must deposit any resident's personal
funds in excess of $50 in an interest bearing
account (or accounts) that is separate from any of
the facility's operating accounts, and that credits all
interest earned on resident's funds to that account.
(In pooled accounts, there must be a separate
accounting for each resident's share.)

The facility must maintain a resident's personal
funds that do not exceed $50 in a non-interest
bearing account, interest-bearing account, or petty
cash fund.

The facility must establish and maintain a system
that assures a full and complete and separate
accounting, according to generally accepted
accounting principles, of each resident's personal
funds entrusted to the facility on the resident's
behalf.

The system must preclude any commingling of
resident funds with facility funds or with the funds of
any person other than another resident.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date of
survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these
documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Continued From page 1

The individual financial record must be available
through quarterly statements and on request to the
resident or his or her legal representative.

The facility must notify each resident that receives
Medicaid benefits when the amount in the resident's
account reaches $200 less than the SSI resource
limit for one person, specified in section
1611(a)(3)(B) of the Act; and that, if the amount in
the account, in addition to the value of the resident's
other nonexempt resources, reaches the SSI
resource limit for one person, the resident may lose
eligibility for Medicaid or SSI.

This REQUIREMENT is not met as evidenced by:

Based on a review of facility's documentation
related to resident personal fund accounts, staff and
resident interviews, it was determined that the
facility failed to manage residents' accounts
consistent with generally accepted accounting
principles as evidenced by the following: failure to
maintain interest-bearing accounts, variable monthly
service fees charged against resident accounts;
failure to disperse funds and close resident
accounts after discharge from the facility, and
residents’ lack of knowledge of banking hours and
methods to access funds.

The findings include:

A review of documentation related to residents’
personal fund accounts revealed that the facility

F 159
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managed accounts for twenty-eight (28) residents

residing in the facility. A review of the monthly

Patient Fund Master Account statements from a

local banking institution for the period of September

- November 2011 that revealed residents' funds

were maintained in a pooled/combined account. A

record of the monthly Trust Statements generated

by the facility revealed a separate accounting of

each resident's funds.

. 1 & 2 Plan of Correction

1. A review of the monthly Trust Statements The resident trust fund was changed to an

[lnd|V|dua| financial Statements] and Patient Master interest bearing fund account. Communication|

Account statements lacked evidence of interest from Wells Fargo indicated that funds were

accrual for the residents' personal fund accounts. transferred from Client Fund Manager
Government Checking to a new account at
Wells Fargo: Wells Fargo Commercial

During a face-to-face interview with Employees #1 Checking with Interest — Public Funds.

and 8 on January 19, 2012 at approximately 1:00 _ ) ) _

PM, it was acknowledged that residents' funds were The Department of Finance is working with the

not managed in interest_bearing accounts. financial institution to eliminate resident
monthly service fees.

2. The Facility was unable to give the rationale for Prevention of Future Occurrences

;2gsgl:gate service fees charged against resident Department of Finance and Legal staff are in

’ the process of working with Resident Fund

Management Services to manage resident
funds in accordance with regulation.

The Patient Fund Master Account statements L g

[banking institution statements] for the period of Performance Monitoring

September through December 2011 revealed that Resident Financial Services staff will monitor]

variable rate service fees were charged against the process to ensure that resident funds

resident accounts. The fees were identified as continue to be maintained in interest-bearing

"Commercial Service Charges" and were charged accounts and that residents are not charged a

as follows: monthly service fee.
Responsible Individual(s)
The Administrator and Resident Financial] 3/15/2012
Services will ensure compliance.
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The statement for September 2011 revealed a
commercial service charge fee of $452.81 (for
August 2011). The October 2011 statement lacked
evidence of a commercial service charge (for
September 2011). The November 2011 statement
revealed a commercial service charge of $81.61 (for
October 2011) and the December 2011 statement
revealed a commercial service charge of $12.49 for
November 2011.

An interview was conducted with Employees #8 and
13 on January 19, 2012 at approximately 1:00 PM.
They were not able to explain the reasoning for the
variable fees associated with the commercial
service charges. Employees #8 and 13 stated that
accounts were opened and authorized by an
administrative division and the terms or conditions
associated with the accounts were not available.

The Facility was unable to give the rationale for
variable rate service fees charged against resident
accounts. The record was reviewed January 19,
2012.

3. Facility staff failed to disperse account balances
for six (6) residents for whom the facility managed
personal fund accounts and the residents no longer
resided in the facility.

A review of facility documentation related to resident
funds revealed facility staff failed to disperse
account balances for six (6) residents

3. Plan of Correction

Funds for residents KI-K6 were disbursed
following an account review of residents who
no longer reside at the facility on 2/28/2010.

Prevention of Future Occurrences

Trial balances will be conducted on the 15"
and last day of each month, and submitted to
the administrator for review and ensure timely
disbursement of funds following discharge.
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for whom the facility managed personal fund Performance Monitorin

accounts and the residents no longer resided in the
facility. The Trust statements delineated " closing
balances " and dates of discharge as follows:

Resident #K1 was discharged from the facility on
July 26, 2011, closing balance $280.03

Resident #K2 was discharged from the facility on
October 22, 2011, closing balance $224.41

Resident #K3 was discharged from the facility on
March 25, 2011, closing balance $248.94

Resident #K4 was discharged from the facility on
February 21, 2011, closing balance $2,112.45

Resident #K5 was discharged from the facility on
July 1, 2011, closing balance $1,232.34

Resident #K6 was discharged from the facility on
October 14, 2011, closing balance $218.11

Interviews conducted with Employees #8 and 13 on
January 19, 2012 at approximately 1:00 PM
revealed that the residents no longer resided in the
facility, the personal account monies remained in
the possession of the facility and the funds had not
been dispersed to the residents and/or their
responsible party(s). In response to a query as to
why the accounts balances had not been dispersed,
they replied that the matter needed to be
researched.

Facility staff failed to disperse account balances for
six (6) residents for whom the facility managed
personal fund accounts and the

Performance will be monitored, reported, and
acted upon when necessary by Business
Office staff. Compliance will be reported to the
QA and Pl Committees on a monthly basis until
at least 3 months of sustained compliance is
observed.

Responsible Individual(s)

The Administrator and Business Office staff will
ensure compliance.

3/15/2012
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residents no longer resided in the facility. The
record was reviewed January 19, 2012.

4. Facility staff failed to ensure that residents were
knowledgeable regarding the established methods
to access their personal funds.

Interviews conducted with Residents #4, 8, 53, 68
and 111 during the survey period revealed that
residents were not knowledgeable regarding
banking hours and/or the methodology associated
with accessing their personal funds. A review of
Resident Council meeting minutes for November
2011 revealed documentation that residents
expressed discontent in their ability to access funds
and a lack of knowledge regarding banking days.

A face-to-face interview conducted with Employees
#1 and 8 on January 19, 2012 at approximately 1:00
PM revealed banking days were on Mondays and
Fridays. Resident funds were accessible on
weekends and hours aside from the designated
banking days per resident request. The resident
was to inform nursing staff who in turn would notify
business office staff so that accommodations could
be made for fund dispersal. In response to a query
as to how residents were made aware of banking
information related to accessing personal funds,
they stated that the information was shared during
the initial admission conference.

Facility staff failed to ensure that residents were
knowledgeable regarding the established methods
to access their personal funds. The
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4. Plan of Correction

Banking hours were posted in the Dining/
Activity areas, within each resident's room
and on the monthly activity calendar to ensure
residents are knowledgeable about methods
to access their funds.

Prevention of Future Occurrences

Any changes in banking or Business Office
hours will be communicated to the residents
in a timely manner. Information regarding
resident availability of funds will be provided
in each resident's admission packet. Such
information will be verbally communicated to
each resident upon admission and as needed.

Performance Monitoring

Performance will be monitored, reported, and
acted upon when necessary by Business
Office staff. Compliance will be reported to the
QA and Pl Committees on a monthly basis untif
at least 3 months of sustained compliance is
observed.

Responsible Individual(s)

Administrator and Business Office Staff will
ensure compliance.
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F 160 | 483.10(c){6) CONVEYANCE OF PERSONAL F 160

ss=D | FUNDS UPON DEATH

Upon the death of a resident with a personal fund
deposited with the facility, the facility must convey
within 30 days the resident's funds, and a final
accounting of those funds, to the individual or
probate jurisdiction administering the resident's
estate.

This REQUIREMENT is not met as evidenced by:

Based on a review of facility documentation related
to resident personal fund accounts, it was
determined that facility staff failed to convey funds
and provide a final accounting within 30 days of one
(1) resident's death.

The findings include:

Plan of Correction

Resident K7 personal fund was reconciled
The personal fund of residents who expired
were reviewed and brought into compliance.

A review of documentation related to resident
personal fund accounts revealed that Resident #K7
expired on August 10, 2011.

A review of the resident's personal fund account

revealed that there was a balance of $1,553.32 as
of January 12, 2012. Current systems and processes were revised

to ensure timely conveyance of resident’s fund
The facility failed to convey the deceased resident's within 30 days ﬁ,f death. A Trial balance will be
funds within 30 days of death done on the 15" and last day of each month

' and submitted to the administrator for review.
Corrective actions will be taken as necessary.

Prevention of Future Occurrences

The findings were confirmed during a face-to-face

interview on January 13, 2011 at approximately Performance Monitoring
11:00 AM with Employee #8. Performance will be monitored, reported, and
acted upon when necessary by Business
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 Office staff. Compliance will be reported to the

ss=D | ABUSE/NEGLECT, ETC POLICIES
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The facility must develop and implement written
policies and procedures that prohibit mistreatment,
neglect, and abuse of residents and
misappropriation of resident property.

This REQUIREMENT is not met as evidenced by:

Based on record review, resident and staff
interviews for one (1) of 40 sampled residents, it
was determined that facility staff failed to ensure
that a complaint of alleged maltreatment and
physical abuse was fully investigated. Resident #68.

The findings include:

A review of the resident's clinical record revealed:
"Physician Progress Note, Pertinent History [and]
Psychiatric Examination dated September 26, 2011,
no time indicated. Further review of the form
revealed: Chief Complaint [and] Identification of all
Problems/States: Maltreatment and Physical Abuse.
| [Resident #68] was told by staff nobody wants to
be around me. | don't want to die," but only said
"born to die. "

Further documentation on the "Psychiatric
Examination" form revealed: "General Appearance:
Fair, well groomed, crying; Orientation: Fully
Oriented, Mood/Affect Reviewed: Sad/Depressed,
Psychotic Thoughts Reviewed: Delusional "(They
want to take my privacy)." Plan: "Patient need more
personal care (braiding of hair, nail cutting, clean
clothes), more socialization. No medication
recommended

at least 3- months of sustained compliance is
observed.

Responsible Individual(s)

Administrator and Business Office Staff will
ensure compliance.

Plan of Correction

On January 17, 2012 during the survey the
resident was well groomed. The personal care
concerns for Resident #68 were addressed.

Prevention of Future Occurrences

All other residents were observed and ng
evidence of neglect (e.g. lack of personal care;
and social isolation) was noted.

The psychiatrist will be informed to bring an
observation of apparent or suspected neglect
and concerns for personal care to the
immediate attention of supervisory nursing
staff. Nurse Managers and supervisors will
assess each resident for personal care needs
daily. Staff will be re in-serviced on
assessing, performing, and documenting
personal care on the ADL sheets and Skin
and Bath Sheet.

Performance Monitoring

The Clinical Manager or designee will moniton
compliance and report performance to the QA
and PI monthly meetings.

<4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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3/15/2012
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F 226 | Continued From page 8 F 226
for now." The Administrator and DON will ensure 3/15/2012
compliance.
Physician order dated September 26, 2011 at 1 PM
directed: "Patient need more personal care [and]}
attention; Provide blanket Q daily [every day];
Provide comb- comb with brush - will review [with]
staff. Please see psych consult."
A further review of records lacked evidence that the
facility fully investigated Resident #68's alleged
incident of maltreatment and physical abuse.
A face-to-face interview was conducted with
Employees #2 and #4 on January 17, 2012 at
approximately 12:11 PM regarding the
aforementioned findings. Both acknowledged the
lack of evidence that the facility investigated
Resident #68's alleged incident of maltreatment and
physical abuse. The records were reviewed January
17, 2012.
F 241} 483.15(a) DIGNITY AND RESPECT OF F 241
ss=g | INDIVIDUALITY
The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in full
recognition of his or her individuality.
This REQUIREMENT is not met as evidenced by: Plan of Correction
. . . . All plastic ware was removed and replaced
Based on observations and staff interview, it was with flatware.
determined that facility staff failed to promote dignity p ti f Future O
during dining as evidenced by serving the residents revention of Future ccurrences
their lunch meals on disposable ware. Dining observation were made of all residents’
eating utensils on the 6™ and 7" floor to
ensure plastic cutlery and Styrofoam cups
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F 241 | Continued From page 9 241 | were not being used. All dietary staff were in-
nued rrom p g F 241 senviced that all residents on the 6" and 7"
The findings include: floor must be served food using non
. disposable dinnerware. Burgundy plastic mugs
On January 9, 10, 11, 12, 13, and 17, 2012 during for hot beverages and clear plastic tumblers for]
lunch meals, it was observed that residents’ dining cold beverages were purchased. Only metal
in the 6th and 7th floors received: plastic cutlery to utensils are now used for all meals unless|
eat their meal and foam cups to drink. otherwise specified for a resident with special
needs. Paper and plastic ware will be used
only in emergency situations (e.g. dishwasher
A face-to-face interview was conducted with malfunctioning).
Employee #39 on January 20, 2012 at 3:55 PM. Performance Monitoring
He/she stated we don't use glassware. For . . ] )
breakfast we use the burgundy cups. For lunch and The Clinical Manager or designee will monito
dinner the residents receive foam cups for their tea cor(;mgl;ancetﬁlr\d rep?rt performance to the QA
or coffee. The employee also acknowledged that and F monthly meetings.
glass ware were not available for residents’ use Responsible Individual(s)
during meals. The Administrator and DON will ensure 31512012
compliance.
F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO F 242
ss=E | MAKE CHOICES

The resident has the right to choose activities,
schedules, and health care consistent with his or
her interests, assessments, and plans of care;
interact with members of the community both inside
and outside the facility; and make choices about
aspects of his or her life in the facility that are
significant to the resident.

This REQUIREMENT is not met as evidenced by:

Based on observations, record review, staff and
resident interviews for one (1) of 40 sampled
residents, it was determined that facility staff failed
to: honor one (1) resident's food preferences by
failing to provide him/her with foods that he/she had
requested; respect the rights and/or wishes of all
residents in the

1. Plan of Correction

The process for making an alternative meal
choice was explained to the involved resident.
Food options available to each resident
regardless of main course meals prepared was
further explained. The resident was assisted
with choosing an alternative meal.
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F 242 | Continued From page 10 .
. pag . F242 Prevention of Future Occurrences
dayroom as evidence by one staff member turning - ]
the television while a group of residents were Each resident's diet was reviewed. All
watching the television. residents allowed food preferences were
identified and communicated to the dietary
Lo ; . department. Provision was made for each
fin nclude:
The findings include resident allowed alternative food choices to
1. Facility staff failed to honor the resident's food receive menus listing additional food options
preferences by failing to provide him/her with foods Food Service Management team attended a
that he/she had requested for Resident #23. resident council meeting to reinforce food
choice information. Additional copies of menus
In response to the interview question, "Are you able were provided to residents upon request. The
to participate in making food choices on January 10, Food Service Management team will attend the
2012 at approximately 12:30 PM, the resident Reﬁ'de”t CO‘:I:C" mxete:;mg '(Otr(;iISCUSS menu
responded "No." When asked to elaborate the options over the next 5 months.
resident stated, "I hate the food; that's why | don't Staff will be provided educational
eat. I've talked to them several times but it doesn't reinforcement on entering food preferences
help. What's the point of talking about it? [ still will into the dietary module of the electronic
not get what | want." computer system.
. . . An in-service on resident diets and availability
A face-to-face interview was conducted with of alternative food choices will be provided to
Employee #16 at approximately 11:00 AM on clinical care providers. The in-service will also
January 18, 2012. When queried whether the include reviewing each resident’s tray ticket to
resident received his/her food choices the employee ensure resident food preferences are honored.
responded, "He/she keeps changlng his/her food Performance Monitorin
preferences but he/she only complained about not _________g. ) ) ) ]
receiving his/her ensure. At the time the facility was The Clinical Manager or designee will monitor
out of ensure and Glucerna was substituted." compliance and report performance to the QA
and P! monthly meetings. At least 10 tray
The employee was queried whether the resident preference observations per week will be
was informed about the substitution. He/she made.
responded, "No. | don ' t think it ' s the policy here to Responsible Individual(s)
do that." Per the employee, the resident also - .
complained that he/she did not receive beef stew as Z(r)\r?lgidangg:strator and DON will ensure 3/15/2012
requested. "l explained to him/her that he/she )
dislikes peas and the beef stew contained peas and
that was the reason he/she did not
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receive the stew. Now, | remove the peas before
sending him/her the beef stew. Sometimes he/she
wants PB & J (Peanut butter and jelly) and other
times he does not want it."

The facility staff failed to honor the resident's food
preferences by failing to provide him/her with foods
that he/she had requested The record was reviewed
on January 18, 2012.

2. Facility staff failed to respect the rights and/or
wishes of all residents in the dayroom as evidence
by one staff member turning the television while a
group of residents were watching the television.

A face-to-face interview was conducted with
Resident #83 on January 19, 2012 at 11:30 AM.
He/she stated, "Some of them. We were in the
dayroom watching television and Employee #12
came in and changed the channel. He/she did not
ask us if he/she could change the channel. | don't
know why he/she changed the channel."

A face-to-face interview was conducted with
Employees #5 and #9 on January 20, 2012 at 11:40
AM. When the employees were queried as to their
knowledge of the aforementioned incident. They
both acknowledged being aware of the complaint
from Resident #83. Employee #9 stated that they
spoke to Employee #12 and informed him/her that
the television is for all the residents and if someone
requests a channel change, he/she needs to check
with all the residents to make sure it was okay with
all of them. Additionaily, they told Employee #12
that if the behavior is ever repeated he/she would
be subject to disciplinary actions.

2. Plan of Correction

On June 2011 an apology was extended to the
residents regarding the violation of their rights
to personal choice (watching TV). The involved
staff member was counseled on honoring the
residents’ rights to watch their preferred
television programs.

Prevention of Future Occurrences

All other areas where residents watch
television were observed to ensure programs
displayed were in accordance with the
resident’s preferences. No other complaints or
observations regarding the aforementioned
were noted.

All Staff will be re-educated on upholding
resident rights. Resident rights and personal
choice will be emphasized during new
employee orientation and during annual
competencies.

Performance Monitoring

Leadership/Managerial Staff will monitor
compliance and take immediate corrective
action. Findings will be reported to monthly QA
meeting.

Responsible Individual(s)

The Administrator and DON will ensure
compliance.
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There was no evidence that the residents had the
right to choose what television channel they wanted
to watch or continue watching.
F 248 | 483.15(f)(1) ACTIVITIES MEET F 248
ss=p | INTERESTS/NEEDS OF EACH RES

The facility must provide for an ongoing program of
activities designed to meet, in accordance with the
comprehensive assessment, the interests and the
physical, mental, and psychosocial well-being of
each resident.

This REQUIREMENT is not met as evidenced by:

Based on observation, record review and staff
interview for three (3) of 40 sampled residents, it
was determined that facility staff failed to provide an
ongoing program of activities designed to meet, in
accordance with the comprehensive assessment,
the interests and the physical, mental, and
psychosocial well-being of each resident. Residents
#2, #39, and #75.

The findings include:

1. Facility staff failed to provide an ongoing program
of activities designed to meet, in accordance with
the comprehensive assessment, the interests and
the physical, mental, and psychosocial well-being of
Resident #2 as evidenced by the resident being
observed lying in bed daily and not observed in any
activities.

The resident was observed lying in bed daily
throughout the survey period on January 9, 10, 11,
12, 13,17, 18, 19 and 20, 2012. Staff was

1 - 3 Plan of Correction

Each resident was not adversely affected by
the deficient practice. The resident’s 1:1 room
activity program, specified in the care plan,
was implemented and documented in the
activity progress notes.

Prevention of Future Occurrences

Each bed bound resident was identified and
his or her 1:1 room activity program was
reviewed, updated where necessary, and
implemented, in accordance with his or her
care plan.

All bedfast residents noted to have decreased
awareness and lacking variety in activity were
indentified and had appropriate programming
developed.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID; UBMK11

Facility 1D: HCFD020030

If continuation sheet Page 13 of 104



PRINTED: 02/10/2012
FORM APPROVED
OMB NO. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

observed proving personal care, wound care,
turning and positioning and feeding the resident. At
no time was the resident observed in any activity.

A review of the resident's clinical record failed to
reveal any information documenting that the
resident had received any recreational activities

Each Therapeutic Recreation Assistant will be
re in-serviced on the following:

=  Administering the 1:1 room activity
program

» Implementing the care plan

=  Documenting interventions on the
daily activity record

since September 23, 2011. Further review of the » Filing the documents in the
record revealed an "Activities" progress note dated residents’ medical record where
October 22, 2011 which stated "Q 3" (Quarter 3) indicated.

"Progress Note for September 23, 2011." That was
the last activities documentation noted on the
record.

A face-to-face interview was conducted with
Employee #14 at approximately 3:00 PM on
January 18, 2012. The employee was queried
whether the resident participated in activities and to
identify the activities. The employee responded,
"We try to get {him/her] out of bed and once we do
he/she socializes with the other residents in the day
room." The activities staff usually provide 1:1
(one-to-one) visits in his/her room two to three times
a week." Documentation of the resident’s activities
for January was requested but none was available.
The employee continued, "I am out of compliance. |
am behind in my documentation.”

Facility staff failed to provide an ongoing program of
activities to meet the resident's mental and
psychosocial well being. The record was reviewed
on January 18, 2012.

2. Facility staff failed to provide continuous activity
to meet the needs of Resident #39 who is

Performance Monitoring

Sample random weekly chart audits will be
conducted to determine compliance. Chart
audits will be performed until 3 consecutive
months of improved performance at 90% or
above is observed. Overall performance will be
reported to the AQ and Pl Committees
monthly.

Responsible Individual(s)

The Administrator and DON will ensure
compliance.
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bedfast.

On January 12, 2012 at 10:00 AM a review of the
medical records revealed a diagnoses of
Respiratory Failure, Atrial Fibulation, and Intractable
Seizure Disorder.

On January 12, 2012 at approximately 10:00 AM a
review of the quarterly " Recreational progress
note" for activity revealed a note dated October 22,
2011 that stated: " No significant changes, during
the last review period (7/20/11), alert to self
understood at times, most of the time he/she
speaks, it is word salad, has loved ones and friend
that visits 1-2 x a month, long and short term
memory cannot be assessed. following plan of care
for the next x 90 days will be provided 1-1 visits for
comfort care 3-4 x a week, will escorted to the
dayroom 1-2x a week to passively participate in
structured activities and will be invited and
encouraged to participate in 1 special event a
month during the next reviewed period, will continue
to monitor. "

Observations of the resident for four (4) days are as
follow:

1. January 9, 2012 resident was lying asleep in bed
with the television on all day.

2. January 10, 2012 in morning resident was lying
awake in bed and in the afternoon he/she was
asleep in bed with the television playing.

3. January 11, 2012 resident was lying asleep in
bed with the television on.

4. January 12 2012 resident was lying in bed with
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Continued From page 15

the television on, he/she was awake and was able
to greet the surveyor "Hi" but unable to answer
guestion about being visited by activity staff.

A face-to-face interview was conducted with
Employee #37 on January 12, 2012 at
approximately 11:15AM. He/she stated that the
resident gets up in Geri-chair and stays in his/her
room and he/she is unaware of Activity 1:1 visits
with the resident during January 9, 2012 to January
12, 2012.

A face-to-face interview was conducted with
Employee #36 on January 12, 2012 at
approximately 11:20 AM. He/she stated that
resident gets up out of bed to sit in his/her
Geri-chair in his/her room or dayroom. Employee
#36 denied seeing the resident with 1:1 activity staff
when up in Geri-chair in dayroom or his/her room.

A face-to-face interview was conducted with
Employee #4 on January 12, 2012 at 11:25 AM.
He/she stated that activity staff was observed on the
floor but he/she did not focus on which room he/she
visited.

The facility staff failed to provide continuous activity
to meet the needs of Resident #39 who is bedfast

A further face-to-face interview was conducted

F 248
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on January 12, 2011 at 2:35 PM with Employee
#14. He/she stated that it is his/her responsibility for
providing 1:1 activities to bedfast residents, and
monitors when residents are seen for activities by
documenting visits on participation sheet or 1:1
book. He/she obtained and reviewed residents'
participation/ monitor sheet but was unable to find
any for Resident #39. Employee #14 state that
he/she has the information documented in his/her
personal 1:1 book. The record was reviewed on on
January 12, 2012.

3. Facility staff failed to provide continuous activity
to meet the needs of Resident #75.

A review of Resident #75's medical records January
13, 2012 at 10:00 AM revealed a diagnoses of
Diabetes Mellitus type 2, Cerebral Vascular
Accident, Hypertension, Vertigo, and Sellar Brain
Mass.

A review of the quarterly " Recreational progress
note " for activity on January 13, 2012 at 10:00 AM
revealed a note dated June 22, 2011 that read,
"Continues to receive comfort care; [he/she] is
suffering with generalized weakness, was placed on
hospice a couple of review periods back and has
since been discharged, does not wear glasses or
hearing aids, receives 1:1 room visits 2-3 x wk,
During [his/her] 1:1 room visits [he/she] will be
provided bible reading, memory trivia, and soft
music is provided, has family support, sister visits
3-4 x wk, plan of care for the next 90 days is as
follows: will continue to provide 1:1 room visits
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4-5 x a wk, Recreation therapy will continue to
monitor this resident. "

Facility staff failed to provide continuous activity to
meet the needs of Resident #75.

A face-to-face interview was conducted on January
13, 2012 with Employee #14. He/she stated that
when residents are seen for activities they are
monitored by documenting visits on the participation
sheet or in my personal 1:1 book. Upon obtaining
the residents' participation monitor sheet, he/she
returned and stated he/she was unable to find any
for Resident #75. He/she has the information
documented in [his/her] personal 1:1 book that
he/she stated was "personal.” The record was last
reviewed on January 13, 2012.

F 250 | 483.15(g)(1) PROVISION OF MEDICALLY F 250
ss=E | RELATED SOCIAL SERVICE

The facility must provide medically-related social
services fo attain or maintain the highest practicable
physical, mental, and psychosocial well-being of
each resident.

This REQUIREMENT is not met as evidenced by:

Based on observations, record review, staff and
resident interviews for five (5) of 40 sampled
residents, it was determined that the facility failed to
provide medically-related social services to attain or
maintain the highest practicable physical, mental,
and psychosocial well-being of
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each resident. Residents #23, #67, #68, #103 and
#114.
The findings include: 1-5 Plan of Correction
1. Facility staff failed to complete and document an S\" _resti;ient social ser‘(’;ge negds identified
initial social service assessment for Resident #23. uring the survey were addressec.
A revi fth ident ' s admissi d Prevention of Future Occurrences
reVIIe V(\j’ 0 ﬁ r/esh' ent'sa ’?"ngn r:c?r - All other resident records were checked to
revealed that he/she was admitted to the facility determine presence of a social service needs,
from an area hospital. In a face-to-face interview Those requiring social services have been
with the resident on January 10, 2012 at identified and will be addressed accordingly.
approximately 1:15 PM the resident stated that A Social Worker was hired to provide additional
he/she resided in a shelter prior to being social services. The current and new social
hospitalized (before his/her admission to this worker will ensure the following:
facility.) = Completing social services
assessments and notes;
A face-to-face interview was conducted with ] Ass.isting re§id9nts with obtaining
Employee # 10 at approximately 4:00 PM on social security insurance;
January 18, 2012. The employee was queried »  Following up on alleged maltreatment
regarding the resident ' s admission information and and physical abuse complaints;
plans for his/her discharge. He/she responded, " | = Providing medical rglated
don't know him/her. | ' ve only been here a few . zz;;chospc:a! "?deds' disch -
months. | am trying to work on all of the records but ressing r‘;s'. en; Ischarge socia
| have not gotten to that one. " services needs, an .
=  Documenting the aforementioned
Fggility stgff faile.d to complete and docu_ment an Performance Monitoring
initial social service assessment for Resident #23.
The record was reviewed on January 18, 2012. The Social Worker or designee will conduct
. ) . . sample random weekly chart audits to
2. Facility staff failed to ensure that social services determine compliance. Chart audits will be
were provided for Resident #67 to attain or maintain performed unti 3 consecutive months of
the highest practicable physical, mental, and improved performance at 90% or above is
psychosocial well-being as evidenced by failure to observed. Overall performance will be
follow up with assisting reported to the QA and PI Committees
monthly.
Responsible Individual(s)
The Administrator and DON will ensure 3/15/2012
compliance.
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the resident in obtaini‘ng eligibility for Supplemental
Security Income (SS1).

On January 17, 2011 at 12:00 PM Resident #67
stated, "l want and need money to go places to get
help to get out of here [the facility] as evidence by
failure to

A review of the Social Services notes revealed that
the last entry was made June 6, 2011.

A face-to-face interview was conducted on January
18, 2012 at approximately 3:33 PM with Employees
#1, #8, and #10. Employee #8 stated, " Resident
#67 is Medicaid and he/she has no personal
account with the facility. We get payment from
District of Columbia Medicaid. "Employee #10
stated, "He/she had a discharge number from the
federal system. Resident #67 was receiving SSI
because he/she was disable prior to going in to the
federal system. According to the "DHS-1445"
[he/she] does not have any income. [Resident #67]
and | spoke with someone from Sociai Security
Administration. They told us that he/she is eligible to
receive a $70.00 month, but we have to call back
and give them the discharge number."

At the time of this interview there was no
documentation as to the date and time that this
conversation with the Social Security Administration
took place and there is no evidence that the facility
has followed up with assisting the resident in
obtaining eligibility for SSI.

F 250
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Facility staff failed to ensure that social services
were provided for Resident #67 to attain or maintain
the highest practicable physical, mental, and
psychosocial well-being as evidenced by failure to
follow up with assisting the resident in obtaining
eligibility for SSI.

Employees #8 and # 10 acknowledged the
aforementioned findings on January 18, 2012 at
approximately 3:45 PM. The record was reviewed
on January 18, 2012.

3. Facility staff failed to ensure that Resident #68
was provided social services interventions as
evidenced by failure to follow-up on an alleged
maltreatment and physical abuse complaint.

According to an annual history and physical
examination signed and dated February 26, 2011
included diagnoses: "Cerebrovascular
Accident-Right Hand Weakness, Hypertension,
Hyperlipidemia and Depression."

A "Psychiatric Examination” consultation form dated
September 26, 2011 revealed: "Chief Complaint
[and] Identification of all Problems: Maltreatment
and Physical Abuse. General Appearance: Fair, well
groomed, crying; Orientation: Fully Oriented,
Mood/Affect Reviewed: Sad/Depressed, Psychotic
Thoughts Reviewed: Delusional ("They want to take
my privacy") Plan: "Patient need more personal
care
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(braiding of hair, nail cutting, clean clothes), more
socialization. No medication recommended for
now."

A review of the clinical record lacked evidence that
social services interventions were provided for
follow up on the above cited complaint.

A face-to-face was conducted with Employees #2
and #4 on January 17, 2012 at approximately 12:11
PM. When queried regarding the psychiatry's plan,
Employee #4 stated; "We did not have a social
worker at the time."

Employee #2 and #4 acknowledged the
aforementioned findings. The clinical record was
reviewed on January 17, 2012.

4. The facility failed to provide social services
interventions to address Resident #103
medically-related psychosocial needs.

A review of the clinical record for Resident #103
revealed the most recent documented social
services assessment was dated May 23, 2011.

According to the psychiatric assessment dated
December 20, 2011, the resident expressed
"anxiety about being here." The resident's
diagnoses included Depression and his/her
psychopharmacologic regimen was modified. An
additional antidepressant, Prozac 20 mg daily was
added to the current regimen of Lexapro 10 mg
daily for depression.
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The record lacked evidence of interventions from
social services to address the resident's
medically-related psychosocial needs. The record
was reviewed January 13, 2012.

5. Facility staff failed to provide social services
interventions to address Resident #114's desire to
return to the community.

Resident #114 was observed on January 18, 2012
at approximately 1:00 PM asking the licensed nurse
if he/she can go home. Resident called his/her
brother from the nurses' station telephone and
asked his/her brother; "Come get me, | want fo go
home."

Resident #114 was initially admitted to the facility on
August 2, 2011. The initial "History and Physical
Examination" included diagnoses of:
Cerebrovascular Accident, Hypertension, Chronic
Renal Failure, Blind and Thrombocytopenia."

According to an Admission MDS (Minimum Data
Set) with a reference date of August 8, 2011,
indicated in Section Q0500 (Return to Community);
resident response was "yes" to the question "has
the resident been asked about returning to the
community?" Section V Care Area Assessment
(CAA) Summary indicated that the care area
"Return to Community Referral" triggered and would
be addressed in the resident's care plan.

A review of the care plan revealed: "Adjustment
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Continued From page 23

to nursing home placement- Interventions-Visits
from different disciplines to introduce their programs
and specialties, which included the social worker.”

A review of the clinical record, including the social
worker section, revealed that no initial social work
assessment was completed, nor was an ongoing
quarterly social service assessments conducted
since admission.

The record lacked evidence that social services
interventions were provided to address Resident
#114 desire to return to the community.

A face-to-face interview was conducted with
Employee #4 on January 11, 2012 at approximately
12:00 Noon. He/she acknowledged that there were
no social services notes on the resident's clinical
record to address discharge planning to the
community. He/she stated, "I don't think we had a
social worker at this time." The record was reviewed
on January 11, 2012.

483.15(h)(2) HOUSEKEEPING & MAINTENANCE
SERVICES

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced by:

Based on observations made during an
environmental tour, it was determined that the
facility failed to provide housekeeping and
maintenance services necessary to maintain a

F 250

F 253
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sanitary, orderly, and comfortable interior as
evidenced by: five (5) loose tiles in the shower room
in one (1) of 16 rooms, marred entrance doors and
door jambs in one (1) of one (1) soiled utility room
and one (1) of one (1) dining room on the sixth floor,
soiled and dusty furniture in one (1) of one (1)
dining room on the sixth and seventh floor,
damaged lamp covers in one (1) of 16 resident
rooms, sticky and soiled floors in two (2) of 16
rooms, stained walls in the hallways of the sixth and
seventh floor, a foul, urine like odor in two (2) of 16
rooms, a shower curtain with three (3) broken hooks
in one (1) of 16 rooms, a missing pull cord from the
call bell in one (1) of 16 rooms, a ciogged sink in
one (1) of one (1) soiled utility room on the sixth
floor, privacy curtains that were missing hooks or off
the hooks in two (2) of 16 rooms, and missing
mattresses in three (3) of 16 rooms.

The findings include:

1. Five (5) tiles were detached from the lower wall in
the shower of room #632 in one (1) of 16 rooms
observed.

2. Entrance doors and door jambs to the soiled
utility room and the dining room on the sixth floor
were marred.

3. Two (2) of two (2) sofa chairs in the dining room
on the sixth floor were stained, five (5) of five (5)
sofa chairs in the dining room on the seventh floor
were soiled and two (2) of two (2) table lamps in the
dining room on the seventh floor were dusty.

4. Two (2) of two (2) table lamps and lamp
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Five (5) loose tiles in the shower of room
# 632 were replaced. Entrance door jams
to soiled utility room and dining room
painted, a total of 7 chairs were deep
cleaned and extracted to ensure
cleanliness, lamps dusted, damaged
table lamp shade discarded. Floors in
rooms # 619 and # 726 were cleaned
and entire environment cleaned to
remove odor. Pull cord for call bell in
room # 752 was replaced,
Housekeeping unclogged the sink;
Hooks for privacy curtains’' in rooms #
611 and # 655 were replaced; Beds in
rooms 719, 756 & 758 now have
mattresses.

Environmental and Building Services

staff conducted rounds to identify
deficiencies. Those identified were
corrected.
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. 3. Environmental Services Rounds
F 253 Continued From page 25 F 253 checklist was revised 1-25-12 to
shades in room #726 were damaged in one (1) of include items listed on the January
16 rooms observed. 2012 statement of deficiencies.
Rounds were increased to maintain
compliance.
5t._ Flloors;n resciid?jntts t;OOTS #623 9 a?vs #7226 ¥v1eée 4 Weekly EVS rounds will be 3/15/2012
sticky and needed to be cleaned in two (2) 0 conducted until 3 consecutive
rooms observed. . .
months of improved performance is
6. Hallway walls on the sixth and seventh floor were observed. Overall performance will
stained. be reported to the QA and PI
Committees monthly.
7. A malodorous smell was evident in rooms #619
and #726 in two (2) of 16 rooms observed.
8. The shower curtain in room #628 was loose due
to three (3) broken hooks.
9. The pull cord from the call bell in room #752 was
missing in one (1) of 16 rooms observed.
10. The housekeeping sink in the soiled utility room
was clogged in one (1) of 16 rooms observed.
11. Privacy curtains were either missing hooks or off
the hooks in rooms #611 and 655 in two (2) of 16
rooms observed.
12. Residents beds were missing mattresses in
rooms #710, #756 and #758 in three (3) of 16
rooms observed.
These observations were made during an initial tour
and/or an environmental tour of the facility in the
presence of Employee #21 who acknowledged the
findings.
F 271 | 483.20(a) ADMISSION PHYSICIAN ORDERS FOR F 271
ss=p | IMMEDIATE CARE
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At the time each resident is admitted, the facility
must have physician orders for the resident's
immediate care.

This REQUIREMENT is not met as evidenced by:

Based on record review and interview, it was
determined that the physician failed {o include
orders at the time of admission to address one (1)
resident ' s immediate needs status post hip
replacement. Resident #48.

The findings include:

A review of the clinical record for Resident #48
revealed that the resident was admitted to the
facility on October 25, 2011 with diagnoses that
included post operative (left) total hip arthroplasty
[THA]. On November 2, 2011 the resident was
diagnosed with a dislocation of the surgical hip
subsequent to " an allegation of " rough handling "
by staff.

A review of physician ' s admission orders dated
October 25, 2011 (signed October 28, 2011) lacked
evidence of orders to address the resident ' s
immediate care requirements associated with
his/her post surgical hip.

A review of the admission History and Physical
Examination dated October 27, 2011 revealed
Resident #48 was admitted with a left hip surgical
wound and required physical and occupational
therapy. A review of the Transfer Summary report
[from the transferring facility] dated October 25,
2011, revealed that Resident

Plan of Correction

The record for resident #48 cannot be
corrected retrospectively; however, the
DON and/or Administrator conferred with the

attending physician regarding appropriate
admission orders. All physician admission
orders will be reviewed by the nurse managers
within 24 hours of admission o ensure details
that adhere to standards of care (i.e., use of
leg abductor , and no weight- bearing, post

hip surgery).

Close reduction was performed in the
operating room. No further complication post
reduction was observed. The employee was
identified, interviewed, and placed on
administrative leave pending investigation.
Allegation of abuse was not substantiated.

Prevention of Future Occurrences

An assessment of each resident was done to
determine whether or not he or she had a
surgical procedure, including a total hip
arthroplasty (THA). No residents were
identified.
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#48 underwent a total hip replacement in August A status post THA protocol will be developed to
2011 and sustained a traumatic dislocation of the provide physician written 'dlfe,CtlveS and clinical
surgical hip on September 27, 2011 after falling guidance for a resident who've had a THA. A
while participating in skilled rehabilitation. The CAN task kardex will be developed and used to
September 2011 dislocation was repaired with a communicate ~ specific  plan  of care
closed reduction procedure. interventions. A THA Care Plan will be
developed, implemented, and specific to
According to a face-to-face interview with Resident Eewrj]en} tgaHSferi moblthtg,t aTd p”osgtlomnga
#48 on January 19, 2012 at approximately 9:30 AM ach of the newly creaied 100s WIll be USe
’ ) ! when residents with status post THA are
s/he stgted that on November 1, 2011 at . identified. Staff will be educated on the tools
approximately 11:30 PM (near the end of the shift), prior to implementation.
s/he was assisted to bed by a nursing assistant
[CNA] whose attitude seemed " hurried. " During Performance Monitoring
the transition, [his/her] legs were swung onto the S | q Klv chart audits will b
bed and the surgical leg was twisted. S/he heard a ample random weekly chart audlls wiil be
"pop " and experienced pain of the left hip and condu;:ttid :o '((ie‘:er(rjmng compliance )[’f”th thg
: ; use of the task kardex in communicating an
suspected that the surgical leg was dislocated. administering safe clinical care to residents
. , who've had THA and other surgical
e it s ehsatearmso pocdyes Crat autts il e peorned i
: consecutive months 0 improve
holding [his/her] left hip and appears in pain performance at 90% or above is obs?erved.
[he/She] stated that [he/She] thinks [hlS/her] left hlp Overall performance will be repor[ed to the AQ
is out ...Dr [name] notified and gave order for stat and Pl Committees monthly.
x-ray of left hip to rule out dislocation ... " In Responsible Individual(s
accordance with physician ' s orders, an x-ray of the Responsible Individual(s)
left h;p dwzsnog_tallneci_JamﬁLy 2| f2t(;12 anc: the report ADON/Rehab will report implementation and 3/15/2012
concluae N Islocation ot the left iemora outcomes of the systemic change to the QA
prosthesis. and Pl Committees monthly.
The resident underwent a closed reduction surgical
procedure of the left hip on November 3, 2011 and
a revision of the left total hip arthropiasty was
performed on November 8, 2011 to repair the "
traumatic dislocation. "
The resident was status post THA and status post
traumatic dislocation of the surgical hip at
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the time of admission. The physician ' s admission
orders lacked written directives to address the
immediate care requirements associated with the
resident ' s post surgical hip. The resident
subsequently sustained a second " traumatic "
dislocation of the surgical hip approximately seven
(7) days post admission. The record was reviewed
January 20, 2012.

F 272 | 483.20(b)(1) COMPREHENSIVE ASSESSMENTS F 272
SS=D
The facility must conduct initially and periodically a
comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

A facility must make a comprehensive assessment
of a resident's needs, using the resident
assessment instrument (RAI) specified by the State.
The assessment must include at least the following:
Identification and demographic information;
Customary routine;

Cognitive patterns;

Communication;

Vision;

Mood and behavior patterns;

Psychosocial well-being;

Physical functioning and structural problems;
Continence;

Disease diagnosis and health conditions;

Dental and nutritional status;

Skin conditions;

Activity pursuit;

Medications;

Special treatments and procedures;

Discharge potential;

Documentation of summary information
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regarding the additional assessment performed on
the care areas triggered by the completion of the
Minimum Data Set (MDS); and

Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced by:

Based on record review and staff interview for one
(1) of 40 sampled residents, it was determined that
facility staff failed to accurately code the Minimum
Data Set (MDS) for Resident # 116 with Mental
Retardation/Developmental Disability [MR/DD].

The findings include:

A review of the Preadmission Screening and
Resident Review (PASRR) completed September
19, 2011 revealed that Resident #116 had a
diagnosis of mental retardation; was diagnosed
prior to age 18; and displayed evidence (cognitive
or behavior functions) that indicated that the

resident has mental retardation or related condition.

A review of the Admission MDS completed
September 29, 2011 revealed that Section A1500
[Preadmission Screening and Resident Review]
was coded as "No" indicating that
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Plan of Correction

The facility now ensures MDS is accurately
coded for residents with MR/DD and other
diagnoses. The involved residents MDS was
re-coded to accurately reflect the MR/DD
diagnosis.

Prevention of Future Occurrences

A review of each resident’'s documentation will
be done to ensure accurately coded MDS.
Each review will be focused on presence or
absence of an MR/DD diagnosis. Any coding
omissions will be corrected. The MDS
Coordinator will receive educational
reinforcement on accurately coding all resident
diagnoses, including MR/DD.

Performance Monitoring

Chart audits (30 per month) will be conducted
to evaluate accurately coded MDS unti! 3
consecutive months of improved performance
is observed. Overall performance will be
reported to the QA and Pi Committees
monthly.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: UBMK11

Facility ID: HCFD020030

if continuation sheet Page 30 of 104



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/10/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

095039

(X2) MULTIPLE CONSTRUCTION : (X3) DATE SURVEY
. COMPLETED
A. BUILDING

B. WING

01/20/2012

NAME OF PROVIDER OR SUPPLIER

UNITED MEDICAL NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
1310 SOUTHERN AVENUE, SE, SUITE 200

WASHINGTON, DC 20032

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 272

F 279
SS=E

Continued From page 30

Resident #116 had not been evaluated by Level |I
PASRR and determined to have a serious mental
illness and/or mental retardation or a related
condition.

Section A1550 [Conditions Related to MR/DD
Status] was coded as "None of the above. "

Section 18000 [Additional Active Diagnoses] was not
coded for MR/DD.

On January 9, 2012 at 3:18 PM a MDS correction
assessment was completed. Section A1500 was
coded as "Yes" which indicated that the resident
has been evaluated by Level Il PASRR, however
the Resident #116 does not have a Level li screen.

There was no evidence that facility staff code the
MDS accurately to capture Resident #116's
diagnosis of MR/DD.

A face-to-face interview was conducted with
Employee #7 on January 17, 2012 at 11:23 AM.
He/she acknowledged that the coding was incorrect
on the Admission MDS and the Correction Request.
The record was reviewed on January 17, 2012.

483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment {o
develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's

F 272 Responsible Individual(s)

The Administrator and DON will ensure 3/15/2012
compliance

F 279
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medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are to
be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under §483.25;
and any services that would otherwise be required
under §483.25 but are not provided due to the
resident's exercise of rights under §483.10,
including the right to refuse treatment under
§483.10(b)(4).

This REQUIREMENT is not met as evidenced by:

Based on record review and staff interview for nine
(9) of 40 sampled residents, it was determined that
facility staff failed to develop care plans with
appropriate goals and approaches for: two (2)
residents with a positive diagnosis for
Schizophrenia, one (1) resident who is on thickened
liquids/nectar thickened liquids, aspiration
precaution, and prefers to stay in his/her room
during activities, one (1) resident that possibly
sustained a cut during shaving, one (1) resident for
activities, one (1) resident for non-compliance and
refusal of care and services, one (1) resident for
dental care needs, one (1) resident for potential for
adverse drug interaction for use of more than 9
medications, one (1) resident for weight loss and
one (1) resident with right foot wound. Residents #3,
#23, #38, #39, #41, #58, #62, #83, and #96.

The findings include:
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1. (@) Facility staff failed to develop a care plan with
appropriate goals and approaches to address
Resident #3's preference to stay in his/her room
during activities.

An interview was conducted with Resident #3 on
January 12, 2012 at approximately 1:58 PM. The
resident indicated that he/she did not want to attend
activities outside of his/her room.

A review of the resident's care plan last updated
December 20, 2011 lacked evidence that facility
staff initiated a care plan with appropriate goals and
approaches to address the residents desire not to
attend activities outside of his/her room.

A face-to-face interview was conducted with
Employee #9 on January 12, 2012 at approximately
2:05 PM, he/she indicated that the resident would
come outside of his/her room on occasions, and
that the resident likes to sing, listen to music, and
watch movies, but prefers to stay in his/her room.

During a face-to-face interview conducted with
Employee #14 on January 12, 2012 at
approximately 2:30 PM, a query was made
regarding Resident #3's preference to stay in
his/her during activities and the facility's attempts to
address the resident's preference.

Employee #14 indicated that the resident had a care
plan in his/her clinical record that addressed the
resident's activities. However, a reviewed of the
clinical record lacked evidence of a care plan
developed to address Resident #3's in room
activities. Employee #14 acknowledged the findings.

Each resident’s care plan was updated to fully
address his or her needs in accordance with
physician orders, and to include appropriate
goals and approaches:

= Resident with positive diagnosis with
Schizophrenia (2)

= Resident who is on thickened
liquids/nectar thickened liquids,
aspiration precaution, and prefers to
stay in his/ner room during activities
M '

» Resident that possibly sustained a cut
during shaving (1)

»  Resident for activities (1)

» Resident for non-compliance and
refusal of care and services (1)

»  Resident for dental care needs (1)

» Resident for potential for adverse
drug interaction for use of more than
9 medications (1)

= Resident for weight loss (1)

= Resident with right foot wound (1)

A review of each resident’s record will be done
to ensure his or her plan of care is fully
addressed and includes appropriate goals and
approaches. The review will be expanded to
include an assessment of whether or not care
provided is consistent with the residents’ plan
of care. Resident plans of care that do not
meet the requirements will be updated to
ensure compliance. A care plan learing
module will be developed and used to provide
staff with educational reinforcement.

Performance Monitoring

Chart audits (30 records per month) will be
conducted to determine whether or not
resident plans of care are fully executed until
3 consecutive months of improved

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: UBMK11

Facility ID: HCFD020030

If continuation sheet Page 33 of 104




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/10/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

095039

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A.BUILDING
B. WING
01/20/2012

NAME OF PROVIDER OR SUPPLIER

UNITED MEDICAL NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP. CODE
1310 SOUTHERN AVENUE, SE, SUITE 200

WASHINGTON, DC 20032

Another face-to-face interview was conducted with
Employee #9 on January 12, 2012 at approximately
3:00 PM. After a review of the care plans he/she
acknowledged the aforementioned findings.

Facility staff failed to develop a care plan with
appropriate goals and approaches to address
Resident #3's preference to stay in his/her room
during activities. The record was reviewed on
January 18, 2012.

(b). Facility staff failed to develop a care plan for
Resident #3's need for thickened liquids.

A hand written instruction to staff placed over the
resident's bed head was observed on January 11,
2012 at approximately 10:00 AM in room 727. The
instruction directed: "No Thin Liquids Pt. [Patient]
can Aspirate" signed Thanks Rehab.

An observation was made of the resident's lunch
tray on January 13, 2012 1:00 PM. The tray lacked
evidence of the thickened liquids, and or nectar
thick liquids. Also, there was no thickener in the
resident's tea. The observation was made in the
presence of Employee #9.

A second observation was made on January 17,
2012 at approximately 9:40 AM, the breakfast tray
lacked evidence of thickened liquids and or nectar
thick liquids. The observation was made in the
presence of Employee #16.

A review of the Dietary-Nursing Communication
Sheet dated January 9, 2012 identified

performance is observed. Overall performanc
at 90% compliance or greater will be reported
the QA and P! Committees monthly.

Responsible Individual(s)

The Administrator and DON will ensure
compliance.

®
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Clarifying diet order to be 2 gm Na+, soft, nectar
thick liquids.

Further review of the medical record revealed a diet
change to include Thickened Liquids. Necturus
Thickened Liquids does not appear on the January
2012 POS (Physician Order Sheet) or MAR
(Medication Administration Record).

A query was made to Employee #9 on January 12,
2012 at approximately 2:30 PM as to when was the
resident's initial order for thickened liquids. He/she
provided the original Interim order sheet dated
August 19, 2011 which indicated: Diet change:
Thickened Liquids, nectar thick liquids. A call was
then placed to pharmacy which indicated the order
was never received.

A face-to-face interview was conducted with
Employee #16 on January 17, 2012 at
approximately 8:50 AM. He/she indicated that
he/she knows that the resident was receiving
thickener beginning July through September 2012,
and that the resident was discharged from speech
therapy on September 21, 2011.

Facility staff failed to develop a care plan with
appropriate goals and approaches for Resident #3
who received thickened liquids/nectar thickened
liquids.

The record was reviewed January 17, 2012.

(C). Facility staff failed to develop a care plan with
appropriate goals and approaches for risk for
aspiration for Resident #3.

An observation was made on January 11, 2012
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at approximately 10:00 AM. A hand written sign
was placed over the resident ' s bed head to note to
staff "No Thin Liquids Pt. [Patient] can Aspirate”
signed Thanks Rehab.

A review of the Speech Screen dated July 26, 2011
Normal Swallowing: indicated that the resident has
some difficulty [with] bolus formation and transit
coughing on thin liquids.

A query was made to Employee #9 on January 12,
2012 at approximately 2:30 PM as to the resident's
initial order for thickened liquids. He/she provided
the original Interim order sheet dated August 19,
2012 which indicated: Diet change: Thickened
Liquids, nectar thick liquids. A call was then placed
to pharmacy which indicated that the order was
never received.

A face-to-face interview was conducted with
Employee #16 on January 17, 2012 at
approximately 8:50 AM. He/she indicated that a
bedside screen was conducted on July 25, 2012 the
resident was placed on thickener beginning in July
through September and then the resident was
discharged from Speech Therapy September 21,
2011. At this time an observation of the breakfast
tray was conducted, the tray did not contain
thickened nectar on tray. A review of the resident's
diet slip indicated that nectar thicken liquids is listed
as part of the meal. Employee #16 indicated there
are times when there is an inconsistency sending
up the thickener.

A review of the January 2012 Physician Order sheet
and the January 2012 MAR (Medication
Administration Record) lacked evidence of an
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order for Thickened Liquids Nectar thick liquids.

The resident clinical record lacked evidence that
facility staff developed a care plan with appropriate
goals and approaches for risk for aspiration for
Resident #3.

A further face-to-face interview was conducted with
Employee #16 on January 17, 2012 at
approximately 2:45 PM. He/she acknowledged the
aforementioned findings and indicated that a diet
clarification order was completed on January 9,
2012. The record was reviewed on January 17,
2012.

(d). Facility staff failed to develop a care plan for
Resident #3 with a positive diagnosis for
Schizophrenia.

Review of the PASSAR form dated October 3, 2011
identified Resident #3 in Section Part B Evaluation
Criteria for Mental lliness/Mental Retardation as
positive for a Mental lliness (Schizophrenia).

The Level Il Screen: Treatment Recommendations
indicated that the resident requires nursing home
placement because of physical and cognitive
disabilities. He/she is psychiatrical stable and
cooperative with staff and ward routine.

Review of the care plans lacked evidence of
appropriate goals and approaches for a resident
with Schizophrenia.

Facility staff failed to develop a care plan for
Resident #3 with a positive diagnosis for

F 279
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Schizophrenia.

A face-to-face interview was conducted with
Employee #9, on January 12, 2012 at approximately
2:55 PM after a review of the resident's clinical
record, he/she acknowledged the aforementioned
findings. The record was reviewed on January 12,
2012.

2. Facility staff failed to develop a care plan with
goals and approaches to address Resident #23's
dental care needs.

A review of the resident's admission data base
revealed that the resident was admitted to the
facility on September 22, 2011 with partial dentures.
During a face-to-face interview on January 10, 2012
the resident confirmed that he/she wears partial
dentures. The resident also informed the surveyor
that he/she has some broken teeth and some mouth
pain. The resident was queried whether he/she had
reported the pain to the staff. The resident
responded, "No. | did not tell anyone’ The resident
was queried whether he/she had seen a dentist.
The resident responded, "No, | have not."

A face-to-face interview was conducted with
Employee # 4 at approximately 4:00 PM on January
11, 2012. The employee acknowledged that they
(the facility) was aware that the resident wore partial
dentures but added, "He/she never complained of
oral pain. We are in the process of getting everyone
seen by the dentist. | think he is scheduled to be
seen in another week or two but we will call the
dentist and have him/her seen immediately.” On
January 12, Employee # 4 reported to the surveyor
that Resident # 23 was going to be seen by the
dentist on January 14,
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2012.

A review of the care plans on the resident's clinical
record revealed that the record lacked a care plan
to address the resident's dental needs.

Another face-to-face was conducted with Employee
# 4 at approximately 4:00 PM on January 18, 2012.
The employee acknowledged that the record lacked
a care plan to address the resident's dental care.
The record was reviewed on January 18, 2012.

3. Facility staff failed to develop a care plan with
appropriate goals and approaches for the potential
for adverse drug interactions for use of more than 9
medications for Resident #38.

Review of medical record POS (Physician Order
Sheet) and the MAR (Medication Administration
Record) revealed that the resident is on 17 different
medications (including two forms: of Tylenol and
Lorazepam). Pharmacy review was last performed
December 23, 2011.

Facility staff failed to develop a care plan with
appropriate goals and approaches for the potential
for adverse drug interactions for use of more than 9
medications for Resident #38.

A face-to-face interview was conducted with
Employee #26 on January 13, 2012 at
approximately 4:30 PM. After review of the care
plans he/she acknowledged the aforementioned
findings. The record was reviewed on January 13,
2012.

4. Facility staff failed to develop care plan for activity
for Resident #39.
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On January 12, 2012 at 10:00 AM a review of
Resident #39's clinical records revealed a diagnosis
of Respiratory Failure, Atrial Fibulation, and
Intractable Seizure Disorder.

On January 12, 2012 at 10:00 AM a review of the
quarterly "Recreational progress note" for activity
revealed a note dated October 22, 2011 that reads,
"No significant changes, during the last review
period (July 20, 2011), alert to self understood at
times, most of the time she speaks, it is word salad,
has loved ones and friend that visits 1-2 x a month,
long and short term memory cannot be assessed.
following plan of care for the next x 90 days will be
provided 1-1 visits for comfort care 3-4x a week, will
escorted to the dayroom 1-2 x a week to passively
participate in structured activities and will be invited
and encouraged to participate in 1 special event a
month during the next reviewed period, will continue
to monitor."

The resident record and staff interview lack
evidence that the facility staff developed a care plan
for activities.

A face-to-face interviewed was conducted on
January 12, 2011 at approximately 2:35 PM with
Employee #14. After a review of the resident's
clinical record, he/she acknowledged the
aforementioned findings. The record was on
reviewed on January 12, 2012.

5. A review of Resident #41's comprehensive care
plan, most recently updated on October 28, 2011,
lacked problem identification, goals, and
approaches to address the behaviors of
non-compliance and/or refusal of care exhibited by
the resident.

The record revealed that the resident refused to
have his/her weight assessed during the months of
June, September, November, December 2011
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and January 2012. According to the unit manager's
appointment record book, Resident #41 refused to
attend scheduled appointments for an
ophthalmology consult in March 2011 and dental
consult in May 2011. The monthly Medication and
Treatment Administration records revealed that
Resident #41 occasionally refuses routine
laboratory assessments.

The aforementioned findings were acknowledged
during a face-to-face interview with Employee #5 on
January 13, 2012 at approximately 3:00 PM. The
record was reviewed on January 13, 2012.

6. Facility staff failed to initiate a care plan with
goals and approaches to address Resident # 58's
(R) foot wound.

A review of the clinical record revealed that the
resident was admitted to the facility on June 1, 2012
with an open area on right foot identified as a right
plantar foot ulcer. The wound was also described
as a non-healing Diabetic Foot Ulcer on his /her
right 1st metatarsal head (plantar surface).

A review of the care plans revealed that there was
no care plan to address the resident ' s right foot
ulcer.

A face-to-face interviewed was conducted on
January 18, 2011 at approximately 4:15 PM with
Employee #4. After a review of the resident’s clinical
record, he/she acknowledged the aforementioned
findings. The record was on reviewed on January
18, 2012.
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7. Facility failed to develop a comprehensive care
plan that includes measurable objectives and
timetables to address Resident #62's weight loss.

A review of the Weight Record for Resident #62
revealed the following weights:

July 2011- weight 249 pounds

August 2011-weight 229 pounds

September 2011-weight 234 pounds

October 2011-weight 205 pounds

There was a 44 pound weight loss between July
and October 2011.

A review of Resident #62's current clinical records
(attending physician, nurse practitioner, nursing and
registered dietitian) facked entries that addressed
the 44 pound weight loss.

A further review of the record revealed that facility
staff failed to develop a comprehensive care plan
that includes measurable objectives and timetables
to address Resident #62's weight loss.

A face-to-face interview with Employee #16 was
conducted on January 23, 2012 at approximately
9:00 AM. He/she stated that as the new Registered
Dietician (RD) was assigned to Resident #62 on
October 4, 2011. He/she immediately initiated a
plan of care for the resident to address his/her
unintentional weight loss, diet, and eating habits as
there was no previous nutritional care plan.

A face-to-face interview with Employee #46 was
conducted on January 18, 2012 at approximately
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9:55 AM. He/she stated that he/she noticed a
significant drop in Resident #62's weight between
the months of July and August 2011 but felt that the
scale was not functioning properly and that the
resident did not appear to be suffering from a
significant weight loss. As a result, no care plan for
the significant weight loss between the months of
July and August 2011 was not implemented.

Facility failed to develop a comprehensive care plan
that includes measurable objectives and timetables
to meet Resident #62's weight loss.

Both Employees #16 and # 46 acknowledged the
aforementioned findings. The record was reviewed
on January 18, 2012,

8. Facility staff failed to develop a care plan to
address Resident #83's small cut to finger while
shaving.

A review of the nurse's notes revealed that on May
20, 2011 at 12:00 PM resident reported that his/her
left thumb [was] bleeding post taking a shower.
He/she noticed it when he/she had put his/her
[under garment] [on] and he/she noted spots of
blood on it. | went to assess [the] resident's thumb
with 2 other nurses ...noticed a small clean cut open
area on his/her thumb beside a pin point site from a
finger stick. Resident stated that he/she shaved
his/her [body part] post showering, but he/she is
stating that the small cut from his/her thumb was
from a finger stick to check his/her blood sugar. Site
was cleansed with an alcoho! prep, applied
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Bacitracin and covered with band aid. No bleeding
noted and he/she complains of mild pain but
refused to be medicated for pain.”

A review of the care plans for Resident #83
revealed facility staff failed to develop a care plan to
address Resident #83's small cut to his/her finger
while shaving.

A face-to-face interview was conducted with
Employee #5 on January 19, 2012 at approximately
11:00 AM. He/she acknowledged that the

aforementioned incident happened and stated that it

happened while the resident was shaving ..."
Employee #5 also acknowledged that a care plan
was not developed. The record was reviewed on
January 19, 2012.

9 .Facility staff failed to initiate a care plan for
Resident #96 with a positive diagnosis for
Schizophrenia.

A review of the PASSAR ( Pre-Admission Screening
and Resident Review) form dated October 26, 2010
identified Resident #96 as having a major mental
illness( Schizophrenia-Paranoid Type by history) in
Part B: Evaluation Criteria for Mental lliness/Mental
Retardation.

An "Admission Order Sheet and Physician Plan of
Care" signed February 18, 2011 revealed a
diagnosis of "Schizophrenia”.
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A nurse's admission note dated February 18, 2011
at 1:00 PM revealed: "Resident admitted from
[acute hospital]. [History] of Schizophrenia ... "

Review of the care plans lacked evidence of
appropriate goals and approaches for a diagnosis of
Schizophrenia.

Facility staff failed to develop a care plan with
appropriate goals and approaches for Resident #96
with a diagnosis of Schizophrenia.

A face-to-face interview was conducted with
Employee #4 on January 20, 2012 at approximately
10:00 AM. He/she acknowledged that the
aforementioned findings. The record was reviewed
on January 20, 2012.

483.20(d)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be incapacitated
under the laws of the State, to participate in
planning care and treatment or changes in care and
treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility for
the resident, and other appropriate staff in
disciplines as determined by the resident's
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needs, and, to the extent practicable, the
participation of the resident, the resident's family or
the resident's legal representative; and periodically
reviewed and revised by a team of qualified persons
after each assessment.

1D & 2-9 Plan of Correction

This REQUIREMENT is not met as evidenced by:

8 residents care plans were reviewed, updated,

Based on record review and staff interview for eight and revised to address discharge planning
(8) of 40 sampled residents, it was determined that related to the following:

facility staff failed to review, update, and or revise: ) i

one (1) resident's care plan for discharge planning * Discharge location and

rehabilitation
=  Tracheostomy care
= Resident decisions about daily

to include a discharge location and for rehabilitation,
one (1) resident's care plan for trach, involved one
(1) resident/responsible party in decisions about the

; , ; care

resident's care, to allow one (1) resident to »  Resident participation in care
participate in his/her care planning, one (1) planning

resident's care plan for activities, one (1) resident's = Inclusion of activities in care plan
care plan for Schizophrenia, one (1) resident's care = Resident diagnosis

plan for discharge planning and, the "falls" care Schizophrenia

after one (1) resident was lowered to the floor. » Discharge planning activities
Residents #: 23, 39, 41, 68, 75, 96, 111 and 116. » Resident fall (fowered to the floor)

Prevention of Future Occurrences

The findings include:
A review of each resident’s record will be done

1. A. Facility staff failed to review and update one to ensure his or her plan of care fully
resident ' s discharge care plan to include a addresses discharge planning. The review will
discharge location. be expanded to include an assessment of

whether or not actual discharge planning
activiies and documentation are consistent
with the residents’ needs and plans of care,
while including resident participation. Resident
plans of care that do not meet the
requirements will be updated to ensure
compliance. Discharge planning updates will

A review of the resident ' s admission record
revealed that he/she was admitted to the facility on
September 22, 2011 with a primary diagnosis
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of Generalized Muscle Weakness and other
diagnoses which included Varicose Veins of Lower
Extremities with Ulcers.

A review of the resident ' s clinical record revealed a
care plan for discharge planning which was initiated
on September 23, 2011. A review of the discharge
planning care plan revealed that it was reviewed
and updated on December 20, 2011. Review of the
updated care plan revealed that the discharge
location was still blank after the last quarterly
Minimum Data Set (MDS) assessment was
completed on December 27, 2012.

The following information was noted on the care
plan under the heading of " Problem/Need " and
dated September 23, 2011: " Resident needs
discharge planning to be able to return to

." The following information
was noted under the heading of " goal ", for the
same date, " Resident will be discharged to

with all necessary services and
equipment. " Under the heading of "
Problem/Need " the documentation dated
December 20, 2011 stated, " Updated. Continue
with intervention x 90 days. " No new or additional
information was noted on the updated care plan of
December 20, 2011.

A review of the resident ' s admission record
revealed that he/she was admitted to the facility
from an area hospital on September 22, 2011. Ina
face-to-face interview with the resident on January
10, 2012 at approximately 1:15 PM the resident
informed this surveyor that he/she resided in a
shelter prior to being hospitalized (before his/her
admission to the facility.)

meetings to ensure timely care plan
documentation. A care plan learning module
that incorporates discharge planning wili be|
developed and used to provide staff with
educational reinforcement.

Performance Monitoring

A minimum of 30 charts per month will be
conducted to evaluate whether or not patient
plans of care fully encompasses resident-
specific needs and discharge planning until 3
consecutive months of improved performance
is observed. Overall performance will be
reported to the QA and Pl Committees
monthly.

Responsible Individual(s)

The Administrator and DON will ensure
compliance.

3/15/2012
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A face-to-face interview was conducted with
Employee # 10 at approximately 3:30 PM on
January 18, 2012. He/she acknowledged that
facility staff failed to update the resident's
discharge planning care plan to include the location
to which the resident would be discharged after
he/she leaves the facility. The record was reviewed
on January 18, 2010.

1 B. Facility staff failed to update Resident # 23's
rehabilitation care plan after the resident was
discharged from the "rehab." department.

A review of the resident's admission record

revealed that he/she was admitted to the facility on
September 22, 2011 to received occupational and
physical therapy sessions in the rehabilitation
department. According to Resident #23's clinical
record, his/her primary diagnosis included of
Generalized Muscle Weakness and other diagnoses
which included Varicose Veins of Lower Extremities
with Ulcers.

A review of the physical therapist's documentation
which was signed on September 27, 2011, revealed
that the following four (4) goals were developed for
the resident: "(1) to perform lower body dressing
with no assistive device, (2) To increase functional
activity tolerance to 30 minutes in order to perform
self care tasks, (3) To increase strength of B UE
[Both Upper Extremities], and (4) To perform all
functional transfers increasing to stand by
assistance (close enough to reach patient if assist
needed.)" The certification dates of the therapy
were documented as September 23, 2011 through
November 3, 2011.
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A face-to-face interview was conducted with
Employee # 19 at approximately 3:00 PM on
January 20, 2011. The employee was queried
regarding the status of the resident 's therapy. The
employee stated, "He/she is no longer on therapy.
His doctor wrote an order to discontinue the
sessions after the doctor was informed of the
resident's refusal to attend most sessions and that
when he/she does attend he/she refuses to
participate."

Review of the care plans on the resident's record
failed to reveal any rehabilitation therapy goals

(review/update) beyond the resident's discharge
date from physical therapy on October 28, 2011.

A face-to-face interview was conducted with
Employee # 4 at approximately 3:30- PM on
January 18, 2012. The employee acknowledged
that there was no care plan to manage the
resident's rehabilitation needs and/or his
noncompliance with the rehabilitation therapy. The
record was reviewed on January 18, 2012.

2. Facility staff failed to revise and review the trach
plan of care plan for Resident #39.

A review of the medical records on January 12,
2012 at 10:00 AM revealed an admission date of
April 20, 2011 and a diagnosis of Respiratory
Failure, Atrial Fibulation, and Intractable Seizure
Disorder.

A review of the admission order sheet and physician
plan of care dated September 2, 2011 revealed
under Respiratory section number one (1) an order
that directed "Oxygen as needed two
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(2) liters/minutes for shortness of breaths”

A review of the Respiratory care plan initiated May
31, 2011 revealed it was initiated with target date of
August 22, 2011 for diagnosis of respiratory failure,
"tracheostomy related to impaired breathing
mechanics.

There was no evidence that the care plan was
revised and reviewed for diagnosis of respiratory
failure since August 22, 2011.

A face-to-face interview was conducted on January
12, 2012 at approximately 11:30 AM with Employee
#4. After looking through the care plans in the
medical record he/she acknowledged the findings.
The record last review January 12, 2012.

3. Facility staff failed to afford Resident # 41 and or
his/her responsible party an opportunity to
participate in the care planning process.

A face-to-face interview was conducted with
Resident #41 on January 10, 2011 at 10:00 AM;
he/she responded " no" to a query regarding
his/her involvement in decisions about daily care.

The record revealed interdisciplinary team (IDT)
care planning meetings were held in October 2011
and January 2012. The record lacked evidence that
the resident and/or the responsible party was
afforded an opportunity to participate in the care
planning process during the October 2011 meeting.
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Facility staff failed to afford Resident # 41 and or
his/her responsible party an opportunity to
participate in the care planning process.

A face-to-face interview was conducted with
Employee #9 on January 13, 2012 at approximately
1:00 PM. In response to a query regarding whether
or not the resident or responsible party was afforded
an opportunity to participate in the care planning
process, he/she reviewed the record and
acknowledged that the record lacked documented
evidence of an invitation for October 2011; however
stated the responsible party attended the January
2012 meeting. The record was reviewed January
13, 2012.

4. Facility staff failed to afford Resident #68 the
opportunity to participate in planning care.

A face-to-face interview was conducted with
Resident #68 on January 11, 2012 at approximately
10:37 AM; he/she responded "no" to a query
regarding his/her involvement in decisions about
daily care. He/she stated also; " When | first came |
use to take a shower two times a week, but now |
don't. Itis not because 1 don 'twantto;it's
because they do not offer me a shower. "

Section F, Preferences for Customary Routine and
Activities, of the Annual MDS [Minimum Data
System] with a reference date of March 9, 2011
revealed the resident was coded as 2 for

F 280
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question, "How important is it to you to choose
between a tub bath, shower, bed bath, or sponge
bath?", indicative that it is somewhat important.

According to a shower schedule posted in the
nursing unit revealed Resident #68 was scheduled
for showers on Mondays, Wednesdays, and
Fridays.

A nurse 's care conference note dated December
6, 2011, no time indicated revealed " This nurse
spoke with resident regarding the care conference.
Resident has cognitive impairment due to medical
diagnosis dementia. Resident however can
communicate her needs with staff and others.
Continue to receive limited to extensive assistance
in different aspects of ADL functions. "

A review of ADL (Activities of Daily Living) flow
sheets for January 2012; revealed that there were
checks in the designated boxes for bed bath from
January 1-12, 2012. There were no checks in the
designated boxes for showers /or resident ' s
refusals to shower.

A face-to-face interview was conducted with
Employee #4 on January 13, 2012 at approximately
12:30 PM. In response to a query regarding whether
or not the resident was afforded an opportunity to
participate in his/her care planning process. After
reviewing the clinical record, he/she acknowledged
that the record lacked documented evidence of
such. The record was reviewed January 13, 2012.
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5. The facility staff failed to revise and review care
plan for resident #75 ' s activities.

A review of the medical records on January 12,
2012 at 10:00 AM revealed an admission date of
September 1, 2011 and a diagnosis of Diabetes
Mellitus type 2, Cerebral Vascular Accident,
Hypertension, Vertigo, and Sellar Brain Mass.

On January 12, 2012 at 10:00 AM a review of the
"Admission order sheet and physician plan of care
dated September 2, 2011 revealed under the
activities section number six an order that directed
"Activities as tolerated.”

On January 12, 2012 at 10:00 AM A review of the
quarterly " Recreational progress note " for activity
revealed a note dated June 22, 2011 that reads
"Continues to receive comfort care; she is suffering
with generalized weakness, was placed on hospice
a couple of review periods back and has since been
discharged, does not wear glasses or hearing aids,
receives 1:1 room visits 2-3 x wk, During her 1:1
room visits she will be provided bible reading,
memory trivia, and soft music is provided, has
family support, sister visits 3-4xwk, plan of care for
the next 90 days is as follows: will continue to
provide 1:1 room visits 4-5 x a wk, Recreation
therapy will continue to monitor this resident " .

On January 12, 2012 at 10:00 AM a review of
Activity Care plan on chart revealed it was initiated
April 11, 2011 with a target date of April 8, 2012.

There was no evidence that the care plan was
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revised and reviewed since April 11, 2011.

A face-to-face interview was conducted on January
12, 2012 at 11:25 AM with Employee #4. After
review of the care plans he/she acknowledged the
findings. The record was last reviewed on January
12, 2012.

6. Facility staff failed to revise and review Resident
#96 ' s care plan with appropriate goals and
approaches for diagnosis of Schizophrenia.

According to an Admission MDS [Minimum Data
Assessment], with a reference date of June 8, 2011,
Resident #96 was coded in Section | (Active
Diagnosis) as having Schizophrenia as a
psychiatric/mood disorder.

A review of the " Care Conference Summary note "
dated September 22, 2011; no time indicated,
revealed: " Some cognitive impairment due to
medical diagnosis of Schizophrenia."

A review of the care plan revealed: The resident has
impaired cognitive function/dementia or impaired
thought processes; date initiated August 26, 2011
with a target date of December 13, 2011.

A review of the care plan; with a goal target date of
December 13, 2011 lacked evidence of
modifications to account for the diagnosis of
Schizophrenia.

A face-to-face interview was conducted with
Employee #4 on January 20, 2012
at approximately 2:30 PM. He/she acknowledge
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the findings on the care plan. The record was
reviewed on January 20, 2012.

7. The facility staff failed to revise and review care
plan for resident 111 ' s Discharge planning.

The findings include:

A review of the medical records on January 17,
2012 at 11:30 AM revealed an admission date of
September 1, 2011 and a diagnosis Cerebral
Vascular Accident, Hypertension, Anemia, Bipolar
Disorder, history of leg fracture.

A review of the " Admission order sheet and
physician plan of care dated July 22, 2011 revealed
under Discharge plan section number one (1) and
number five (5) revealed order that reads " No
plans at present/ unable to care for self in
community, needs continued nursing facility
services " .

A review of discharge plan of care revealed a care

plan initiated January 10, 2012 that was incomplete:
under the problem section the care plan stated that

the resident needs discharge planning to be able o

return to (area left blank) and under the goal section
reads resident will be discharged to (area left blank)
all with necessary services and equipment.

A face-to-face interview was conducted on January
19, 2012 at 9:20 AM with Resident #111. He/she
stated, " When | came here | was in a shelter.
Yesterday is when | saw the social worker for a
short time and he/she is looking for a residence for
me to go."
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Facility staff failed to revise and review care plan for
resident 111's Discharge planning.

A further face-to-face interview was conducted on
January 19, 2012 at 11:00 AM with Employee #10.
After review of the care plans he/she acknowledged
the findings. He/she stated " | started working at
the facility November 2011. Yesterday | had a care
conference with the resident and his/her two (2)
brothers (representative) to talk about referring
resident to "money follow the person program”
residence was interviewed by that agency on
January 18, 2012. | am working to bring all clients
into compliance." The record was last reviewed on
January 19, 2012.

8. Facility staff failed to update the "falls" care after
Resident #116 was lowered to the floor.

A review of the nursing notes revealed:

" On January 6, 2012 at 4:00 PM ...Resident was
being assisted to stand, to weight, became [weak]
while standing; has rt (right) BKA (below the knee
amputation) was standing on left leg. Staff assisted
[him/her] to the floor into kneeling position. Was
then assisted by two staff back into w/c (wheel
chair). Active ROM (range of motion) to all
extremities and denies pain. Assisted to bed ...no
acute distress ... " On January 6, 2012 ..NP
(nurse practitioner) made aware of fall. New order
received for Stat x-ray of [right] leg stump second to
pt (patient) C/O (complaint of) pain. Pt medicated
times one for pain. "
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According to the x-ray exam dated January 6, 2012
the right lower leg x-ray was negative for fracture.

A review of the "At risk for falls R/dt (related to) right
below the knee amputation” care plan revealed that
it was last updated on November 28, 2012.

There was no evidence that the aforementioned
care plan was updated after the resident was
lowered to the floor.

A face-to-face interview was conducted with
Employee #5 on January 13, 2012 at 4:45 PM.
After a review of the resident's clinical record,
he/she acknowledged that the care plan was not
updated. The record was reviewed on January 13,
2012.

483.20(k)(3)(i) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced by:

Based on record review and staff interview for one
(1) of 40 sampled residents, it was determined that
facility staff failed to cleanse a cut on Resident #83
' s finger in accordance with accepted professional

standards.

The findings include:

F 280

F 281

Plan of Correction

The facility now ensures resident wounds are
cleaned and managed appropriately. The cut
on the resident's finger was cleaned in
accordance with accepted professional
standards, physician order, and the wound
care policy after the issue was identified by the
surveyor.
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A review of the nurse's notes revealed that on May
20, 2011 at 12:00 PM: "Resident reported that
his/her left thumb [was] bleeding post taking a
shower. He/she noticed it when he/she had put
his/her [under garment] [on] and he/she noted spots
of blood on it. | went to assess [the] resident's
thumb with 2 other nurses ...noticed a small clean
cut open area on his/her thumb beside a pin point
site from a finger stick. Resident stated that he/she
shaved his/her [body part] post showering, but
he/she is stating that the small cut from his/her
thumb was from a finger stick to check his/her blood
sugar. Site was cleansed with an alcohol prep,
applied Bacitracin and covered with band aid. No
bleeding noted and he/she complains of mild pain
but refused to be medicated for pain. "

A review of the care plans for Resident #33 lacked
evidence that facility staff developed a care plan to
address the resident's sustained cut to his/her finger
while shaving.

According to "MedlinePlus, Health Tip: Clean a
Wound Carefully " ... The American Academy of
Family Physicians offers these suggestions for
cleaning a minor wound:

"Run cool water over the wound, either by pouring
from a cup or holding the area under running water,
Using a soft washcloth and soap, gently clean the
skin; Avoid applying soap directly in the wound ...
Avoid using strong cleansing solutions such as
hydrogen peroxide or
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Prevention of Future Occurrences

Each resident was checked to ensure he or
she was not affected by the deficient practice.
Any deficiencies noted were corrected.

All licensed staff will be re-in serviced on
wound care using the following documents:

*  Wound Care Management
*  Wound Care Management-Protocol
«  Wound Management Care Plan

Performance Monitoring

Wound Care Observations and
Documentation will be done to evaluate
wound care administered in accordance with
accepted professional standards, physician
orders, and facility policy until 3 consecutive
months of improved performance at 90% or
greater is observed. Overall performance will
be reported to the QA and Pi Committees
monthly.

Responsible Individual(s)

Administrator or DON will ensure compliance. 3/15/2012
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iodine. Use plain water unless otherwise directed by
a doctor.”

Retrieved January 30, 2012, from
<http://iwww.nim.nih.gov/MedlinePlus/news/fullstory
_121180. html>

The facility's policy entitled, "Wound Care
Management of Pressure Ulcer " Policy No. SNS
74 reviewed: 8-22-2011 stipulated, "...Protocol: All
skin breaks will be cleansed with NSS [normal
saline solution}/wound cleanser then cover with dry
gauze..."

A telephone order from the physician dated May 29,
2011 directed, "Apply Bacitracin ointment to left
thumb cut bid [two times a day] and cover with
clean gauze or band aid until healed."

There was no evidence that Employee #5 followed
the standard of practice, the facility's policy or
clarified the physician's order for a cleansing agent
to clean the cut to Resident #83's left thumb.

A face-to-face interview was conducted with
Employee # 5 on January 19, 2012 at 11:00 AM.
He/she acknowledged that the aforementioned
incident happened and stated that it happened while
the resident was shaving. | cleaned it with an
alcohol prep pad. "

Employee # 5 failed to used the standards of
practice and or the facility's policy when cleaning
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Continued From page 59
Resident #83's cut on his/her finger.

The record was reviewed on January 19, 2012.

483.20(m), 483.20(e) PASRR REQUIREMENTS
FOR Mi & MR

A facility must coordinate assessments with the
pre-admission screening and resident review
program under Medicaid in part 483, subpart C to
the maximum extent practicable to avoid duplicative
testing and effort.

A nursing facility must not admit, on or after January
1, 1989, any new residents with:

(i) Mental iliness as defined in paragraph (m)(2)(i)
of this section, unless the State mental health
authority has determined, based on an independent
physical and mental evaluation performed by a
person or entity other than the State mental health
authority, prior to admission;

(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires specialized
services for mental retardation.

(ii) Mental retardation, as defined in paragraph
(m)(2)(ii) of this section, unless the State mental
retardation or developmental disability authority has
determined prior to admission--

(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires specialized
services for menta!l retardation.
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For purposes of this section:

(i) An individual is considered to have "mental
illness" if the individual has a serious mental iliness
defined at §483.102(b)(1).

(iiy An individual is considered to be "mentally
retarded" if the individual is mentally retarded as
defined in §483.102(b)(3) or is a person with a
related condition as described in 42 CFR 1009.

This REQUIREMENT is not met as evidenced by: Plan of Correction

The facility now ensures residents
Preadmission Screening and Resident
Reviews (PASRR) are accurate and that level

Based on record review and staff interview for one
(1) of 40 sampled residents, it was determined that

facility staff failed to ensure that the Preadmission Il screenings are completed when required.
Screening and Resident Review [PASRR] was The level Il PASRR screening was completed
accurate and failed to ensure that a level Il on resident #116 after the deficiency was
screening was completed for Resident #116 with a communicated by the surveyor.

diagnosis of Mental Retardation/Developmental

Disability [MR/DD]. Prevention of Future Occurrences

Each resident was checked to determine
The findings include: whether or not he or she had a serious mental
illness and/or MR/DD diagnosis, or a related
condition. None have been identified to date.

A review of the Preadmission Screening and To prevent future occurrences, involved staff
Resident Review [PASRR] completed September will be re-educated on accurately screening
19, 2011 revealed that Resident #116 had a residents upon entry into the facility.

diagnosis of mental retardation; was diagnosed
prior to age 18; and displayed evidence (cognitive
or behavior functions) that indicated that the
resident has mental retardation or related condition.

Specifically, staff will be educated on
accurately evaluating each patient for level Il
PASRR or a serious mental illness and/or
mental retardation or related condition.
Ensuring accurate MDS codes are used and

. . . required screenings are present in resident
A review of the History and Physical completed on records will also be emphasized.

September 23, 2011 revealed that the
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diagnoses: Seizure Disorder, Mental Retardation,
Bilateral Deep Vein Thrombosis, Right Below the
Knee Amputation, and Traumatic Brain Injury.

A review of the Admission MDS completed
September 29, 2011 revealed that Section A 1500
[Preadmission Screening and Resident Review]
was coded as " No ", indicating that Resident #116
had not been evaluated for Level Il PASRR nor
determined to have a serious mental iliness and/or
mental retardation or a related condition.

Furthermore, Section A 1550 [Conditions Related to
MR/DD Status] was coded as "None of the above.

Section 18000 [Additional Active Diagnoses] was not
coded for MR/DD.

On January 9, 2012 at 3:18 PM a MDS correction
assessment was completed. Section A 1500 was
coded as "Yes" which indicated that the resident
has been evaluated by Level Il PASRR, however
Resident #116 does not have a Level Il screen in
his/her clinical record.

Facility staff failed to accurately code Resident
#116's MDS to capture his/her diagnosis of MR/DD.

A review of the Social Services notes revealed a
note dated December 7, 2011 for note due
September, 27, 2011 that lacked and failed o
address the resident's level 1l screen.
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Primary Medical history which included the following Performance Monitoring

A minimum of 30 chart audits will be
conducted to evaluate accurately coded MDS
untii 3 consecutive months of improved
performance at 90% compliance or greater is
observed. Overall performance will be
reported to the QA and Pl Committees
monthly.

Responsible Individual(s)

The Administrator and DON will ensure
compliance.

3/15/2012
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On January 13, 2012 at 3:41 PM a level 1l screen
was unavailable in the resident's active clinical
record.

A face-to-face interview was conducted with
Employee #5 on January 13, 2012 at 4:45 PM.
He/she stated that the resident's Level Il screen
was not done.

Facility staff failed to ensure that the Preadmission
Screening and Resident Review [PASRR] was
accurate and failed to ensure that a level |l
screening was completed for Resident #116 with a
diagnosis of Mental Retardation/Developmental
Disability [MR/DD].

A face-to-face interview was conducted with
Employee #7 on January 17, 2012 at 11:23 AM.
He/she acknowledged the aforementioned findings.
The record was reviewed on January 17, 2012.

F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309
ss=G | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain or
maintain the highest practicable physical, mental,
and psychosocial weli-being, in accordance with the
comprehensive assessment and plan of care.

This REQUIREMENT is not met as evidenced
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by:

Based on record review and staff interview for five
(5) of 40 sampled residents, it was determined that
facility staff failed to provide the necessary care and
services to attain or maintain the highest practicable
physical, mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care as evidenced by failure to: provide
care and services for one (1) resident who
sustained a hip dislocation after being assisted
during return to bed; failed to act upon a Dilantin
level for one (1) resident; failed to obtain a
cleansing method for treatment of a cut on one (1)
resident's finger, failed to follow treatment orders as
prescribed for one (1) resident; failed to consistently
monitor catheter drainage and record output every
shift per the physician's order for one (1) resident.
Residents #48, #67, #83, #103 and #116.

The findings include:

1. Facility staff failed to provide care and services to
attain or maintain the highest practicable physical
well-being, for Resident # 48 who subsequently
sustained a hip dislocation after being assisted
during transfer to bed.

A review of the clinical record for Resident #48
revealed that the resident was admitted to the
facility on October 25, 2011 with diagnoses that
included post operative (left) total hip arthroplasty.
On November 2, 2011 the resident was diagnosed
with a dislocation of the surgical hip subsequent to
an allegation of "rough handling" by staff.
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1-5 Plan of Correction

The facility now ensures residents are provided
clinical care in accordance with there specific
physical, mental, and psychosocial
requirements. Each resident treatment issue
identified by the surveyor was fully addressed
since the survey.

1. The employee who handled the patient in
a rough manner was placed on
administrative leave pending investigation.
The results of the investigation revealed
that abuse had not occurred. Rather, it
was determined that the employee lacked
knowledge providing care to a resident
who had hip surgery. The employee was
provided education on transferring patients
after orthopaedic procedures.

A comprehensive care plan was
developed to provide clinical staff
guidance on providing care to the patient
who had hip surgery. To ensure safe
clinical care is provided, a task kardex was
developed for the certified nursing
assistants as a tool to communicate
components of residents’ care plans.

2. The resident was assessed and no seizure
activity was noted. The resident’s Dilantin
levels were evaluated. The involved
nurses, medical director, and nurse
practitioner were informed that the
resident's Dilantin levels that exceeded
acceptable parameters had not been
addressed. They were counseled on fully
addressing and communicating resident
critical lab values including Dilantin levels.
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traumatic posterior dislocation of hip [he/she] was
treated with a closed reduction and placement of an
abduction brace ...was transferred to {current
facility]... Apparently, the day before yesterday,
[resident] was sitting on a commode without
[his/her] brace on. When it was time to go back to
bed, an aide came and rotated [his/her] legs with
legs flexed and [resident] felt a dislocation of
[his/her] hip...on physical exam, [he/she] does have
[his/her] hip flexed and internally rotated ...this is
[his/her] second dislocation ..."

According to an operative note dated November 8,
2011, Diagnosis: "Instability of left total hip
arthroplasty." Operative procedure: "Revision left
total hip arthroplasty." Intraoperative findings: “...
[resident] was properly reduced in the operating
room. There was no gross malposition of the
implant; however, given the second dislocation, [I]
felt that a revision would be warranted possibly to
constrain liner or to assess and evaluate the
diversion .."

According to the admission Minimum Data Set
[MDS] signed October 31, 2011, Resident #48's
diagnoses included, but was not limited to hip joint
replacement, anemia, deep venous thrombosis
(DVT), hypertension, gastroesophageal reflux
disease, arthritis and muscle weakness, { Section |,
Active Diagnoses). The resident required extensive
assistance of one (1) person for bed mobility and
extensive assistance of two (2) persons for transfer
and toilet use, (Section G, Functional Status).

A face-to-face interview was conducted with
Employee #5 on January 20, 2012 at
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. 3. The cut on the resident's finger was
F 309 | Continued From page 65 F 309 cleaned in accordance with accepted

professional standards, physician order,
and the wound care policy after the issue
was identified by the surveyor. The
resident’s care plan was updated to

reflect the appropriate care provided to the
residents finger in accordance with
professional standards of care, skilled
nursing facility policy, and physician
orders.

4. The resident's perineal area was treated in
accordance with physician orders after the
issue was identified by the surveyor.
Specifically, Calmoseptine ointment was
applied to the resident's perineum after
washing the area with water as specified
in the physician order. The treatment
administration record was updated to
reflect treatment administered.

5. The resident's catheter drainage was
monitored every shift after the issue was
identified by the surveyor and the
treatment administration record was
updated to reflect the catheter output, in
accordance with the physician order.
Involved staff were re-educated on
consistently monitoring and documenting
catheter output.

Prevention of Future Occurrences

Each resident was assessed to determine
whether or not the aforementioned deficient
clinical practices were observed. Any identified
deficiencies were corrected. Clinical staff will
be provided educational reinforcement on
providing treatments in accordance with
residents’ clinical requirements,
comprehensive assessments, care plans, and
physician orders.
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approximately 11:00 AM, it was stated that the
incident occurred approximately 7-days following
admission and a comprehensive care plan was not
fully developed for Resident #48. A care plan had
been initiated, however; was not scheduled for
completion until 7 days following completion of the
comprehensive assessment [consistent with
§483.20(k)(2)(i)]. Employee #5 stated that direct
care staff were apprised of the resident's diagnoses
and care needs for the safe delivery of care.

In response to a query related to the utilization of
hip precautions considering that the resident was
post-op arthroplasty, he/she responded, "yes" the
staff were to utilize hip precautions during
mobilization and transfer.

A face-to-face interview was conducted with
Employee #43 on January 19, 2012 at 1:00 PM.
S/he acknowledged that s/he assisted the resident
to bed on the evening of November 1, 2012 after
the resident used the bedside commode. The
employee stated that he/she was not assigned to
provide care for Resident #48 on November 1,
2012. Sthe responded to a call light request for
assistance because his/her assigned CNA was
occupied. The employee stated that he/she was not
aware of the resident's care requirements or
diagnosis of post operative hip replacement.
Employee #43 assisted the resident, who was
reportedly sitting on the side of the bed, into bed by
moving his/her feet. The employee acknowledged
that he/she had been assigned to provide care for
Resident #48 prior to November 1, 2012.

An interview with Employee #44 was conducted

F 309

A Clinical Care Education Module will be

developed and used to facilitate staff
education. The Module will include the
following:

= Care of the resident with a post-
operative orthopedic procedure(s)

= Communication and follow up of
critical lab values (e.g. Dilantin)

=  Wound Care

= Administering clinical treatments in
accordance with physician orders

=  Monitoring and documenting catheter
output

=  Applicable policies, procedures and
documentation forms

Performance Monitoring

A minimum of 30 chart audits will be
conducted to evaluate whether or not clinical
care is provided in accordance with each
residents comprehensive assessment, plan of
care, and physician orders. The audits will be
conducted until 3 consecutive months of
sustained performance is observed. Overall
performance will be reported to the QA and Pl
Committees monthly.

Responsible Individuai(s)

The Administrator and DON will ensure
compliance.

3/15/2012
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on January 20, 2012 at 3:15 PM. He/she stated that
he/she was assigned to Resident #48 on the
evening of November 1, 2012. He/she was aware of
the resident's diagnosis and that hip precautions
were required when assisting Resident #48. The
employee stated that it was necessary to know a
resident ' s care requirements when providing care.

A review of the staffing schedule for October 2011
revealed Employee #43 was assigned to provide
care for Resident #48 on October 25, 26 and 27,
2012.

There was no evidence that two (2) persons
assisted Resident #48 with toilet use as stipulated in
the admission MDS dated October 31, 2012. There
was no evidence that hip precautions were utilized
while assisting the resident during transition. The
resident sustained a "traumatic dislocation” of the
surgical hip subsequent to being assisted/transfer to
bed.

The facility staff failed to provide care and services
to attain or maintain the highest practicable physical
well-being, for Resident # 48 who subsequently
sustained a hip dislocation after being assisted
during transfer to bed. The record was reviewed on
January 20, 2012.

2. Facility staff failed to act upon Resident# 67's
Dilantin level prior to it becoming less than 2.5
mcg/ml.

Resident #67 was admitted to the facility on June 7,
2011 with diagnosis of Seizure Disorder, Hepatitis
C, and status post cerebrovascular accident, left
side hemiparesis, Depression, Bipolar Disorder, and
Psychosis.
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A review of the laboratory report results revealed
the followings:

[Test-Phenytoin/ Reference 10.0-20.0 mcg/ml]
September 5, 2011, Phenytoin-21.0, High
September 8, 2011, Phenytoin-10.0, within normal
limits

October 5, 2011, Phenytoin-9.0, Low

November 6, 2011, Phenytoin-6.0 Low
December 9, 2011, Phenytoin - <2.5, Low
December 12, 2011, Phenytoin-7.0, Low
December 13, 2011, Phenytoin-9.0, low
January 9, 2012, Phenytoin -10.0 within normal
limits

The laboratory reports dated October 5, and
November 6, 2011 were noted by facility staff and
indicated that the Medical Doctor was notified of the
laboratory results and no order given. Also the
laboratory reports lacked the medical doctor and/or
nurse practitioner signature(s) and date of review of
the low results.

The physician orders directed the following:

September 5, 2011 at 9:00 AM, "1. Hold Dilantin
times one day, 2. Start Dilantin 100 mg in AM and
200 mg in PM. Post 24 hours Dilantin level.
Prealbumin and albumin level on 9/8/11."

December 9, 2011 at 1:15 PM, "Give 200 mg
Dilantin QD [everyday] times three days ...Repeat
Dilantin level on Monday 12/12/11, Call result to NP
[nurse practitioner] or MD [medical doctor]"

December 12, 2011 at 1:30 [AM/PM not indicated]
"1, Give 200 mg Dilantin PO [by mouth] and one (1)
dose. 2. Repeat Dilantin

F 309
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levels in the am on 12/13/11. 3. Call MD or NP with
results.”

December 13, 2011, "1. Dilantin 200 mg times one
(1) day; 2. Repeat Dilantin level on Monday
12/19/11."

A review of the physician progress notes revealed
that the physician was in to visit the resident on
October 8, November 3, and December 6, 2011; on
November 16, 2011 the nurse practitioner was in to
visit with the resident. After reviewing the notes
there was no documented evidence that the
attending physician or the nurse practitioner
addressed the Dilantin laboratory values in his/her
review/plan of care for Resident #67.

On December 9, 2011 the, Phenytoin results were
<2.5, Low. There was no evidence that the
attending physician or the nurse practitioner
addressed the resident's Phenytoin levels when
they were less than the therapeutic range of
10.0-20.0 mcg/ml.

Additionally, there was no evidence that the Dilantin
level was repeated as directed by the order on
December 19, 2011.

According to the nursing notes Resident #67 had no
seizure activity from October to December 2011.

A face-to-face interview was conducted on January
17, 2012 with Employee #9 at approximately 4:25
PM. after a review of the resident's clinical record,
he/she acknowledged that the labs were not
addressed [October 5 and
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November 6, 2011] and the phenytoin levels were
not obtained as per order on 12/19/11. The record
was reviewed on January 17, 2012.

3. Facility staff failed to obtain a method of cleaning
the cut to Resident #83's finger.

A review of the nurse's notes revealed that on May
20, 2011 at 12:00 PM resident reported that his/her
left thumb [was] bleeding post taking a shower.
He/she noticed it when he/she had put his/her
[under garment] [on] and he/she noted spots of
blood on it. | went to assess [the] resident’s thumb
with 2 other nurses...noticed a small clean cut open
area on his/her thumb beside a pin point site from a
finger stick. Resident stated that he/she shaved
his/her [body part] post showering, but he/she is
stating that the small cut from his/her thumb was
from a finger stick to check his/her blood sugar. Site
was cleansed with an alcohol prep, applied
Bacitracin and covered with band aid. No bleeding
noted and he/she complains of mild pain but
refused to be medicated for pain."

A review of the care plans for Resident #83
revealed that facility staff failed to develop a care
plan to address the resident sustaining a small cut
to his/her finger while shaving.

The facility's policy entitled, "Wound Care
Management of Pressure Ulcer" Policy No. SNS 74
reviewed: 8-22-2011 stipulated, "...Protocol: All skin
breaks will be cleansed with NSS [normal saline
solution]/wound cleanser then cover with
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dry gauze..." '

A telephone order from the physician dated May 29,
2011 directed, "apply Bacitracin ointment to left
thumb cut bid [two times a day] and cover with
clean gauze or band aid until healed."

The aforementioned order failed to include a
cleansing agent to clean the cut to Resident #83 's
left thumb.

A face-to-face interview was conducted with
Employee #5 on January 19, 2012 at 11:00 AM.
He/she stated, "l cleaned it with an alcohol prep
pad." Employee # 5 further acknowledged that there
was no cleansing agent included in the physician's
order. The record was reviewed on January 19,
2012.

4. Facility staff failed to administer Calmoseptine
ointment as per the physician ' s order for Resident
# 103.

A review of Resident #103 ' s clinical record
revealed an " Interim Order Form " that included
an order dated December 6, 2011 that directed "
Calmoseptine ointment to peri area BID [Twice
Daily] and PRN [As needed)] after washing area
[with] water. "
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A further review of Resident #103 ' s clinical record
revealed a " Treatment Administration Record "
[TAR] dated December 6, 2011 that revealed "
Calmoseptine ocintment to peri area twice daily after
washing area [with] water. "

The TAR lacked evidence that facility staff
administered Resident # 103 the Calmoseptine
ointment as per the physician ' s order as evidenced
by lack of initials across from the entry on the TAR
for Calmoseptine ointment.

Furthermore, a review of the "Nurse's Notes"
revealed the followings:

December 6, 2011 at 2:00 PM after the order for
Calmoseptine was written the nurse wrote:
"Resident alert and verbally responsive, complain of
burning in her perinea area, staff wash area with
soap and water, lotion apply, [he/she] stated that
[he/she] feels much better..."

December 7, 2011 at 3:00 PM "...Incontinent care
provided with skin barrier [applied] to each change
to prevent skin break down..."

Facility staff failed to follow the physician's order for
administration of Calmoseptine ointment for
Resident # 103.

A face-to-face interview was conducted with
Employee #4 on January 17, 2012 at
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approximately 11:00 AM. After a review of the
resident's clinical record, Employee # 4
acknowledged the aforementioned findings. The
record was reviewed January 17, 2012,

5. Facility staff failed to consistently monitor
catheter drainage and record output every shift per
the attending physician's order for Resident #116.

The physician's order dated December 7, 2011 at
5:00 PM directed, "Monitor Lt (left) thigh surgical
site for signs and symptoms of infection QS (every
shift). Monitor catheter drainage every shift and
record output.”

A review of the nursing notes and the Treatment
Administration Record revealed that there was no
drainage output recorded on January 3, 4, 6 and 7,
2012.

A face-to-face interview was conducted with
Employee #2 on January 13, 2012 at 4:50 PM.
He/she acknowledged that the drainage output was
not consistently recorded.

The resident's clinical record lacked evidence that
facility staff consistently monitored the drainage and
recorded the output as ordered by the attending
physician. The record was reviewed on January 13,
2012.

483.25(a)(2) TREATMENT/SERVICES TO

F 309

F 311
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88=D | IMPROVE/MAINTAIN ADLS

A resident is given the appropriate treatment and
services to maintain or improve his or her abilities
specified in paragraph (a)(1) of this section.

This REQUIREMENT is not met as evidenced by: Plan of Correction

The resident was assisted with oral care aften
the issue was identified by the surveyor. The

Based on observations, record and staff interview resident was also provided oral hygiene
for one (1) of 40 sampled residents, it was supplies.

determined that facility staff failed to assist Resident

#114 with oral hygiene care. Prevention of Future Occurrences

Residents requiring staff support for oral
The findings include: hygiene and other activities of daily living were
identified and assisted as needed. Each
resident was provided hygiene supplies that
were made accessible at the bedside. Direct
care providers were instructed to consistently,
provide required care. They were also in-
serviced on the Resident Right, Care
Standards for Oral Hygiene regulation.

A face-to-face interview was conducted with
Resident #114 on January 11, 2011 at
approximately 10:05 AM; he/she responded
"weekly" to a query regarding frequency of
teeth/dentures/mouth (routine oral care).

Performance Monitoring

A review of Resident #114's "ADL[Activities of Daily The Clinical Manager/Nursing Supervisor will
Living]" care plan dated August 10, 2011 revealed: observe and assess care delivery and flow
"Alteration in ADL's secondary to weakness and sheet documentation. Immediate corrective
decreased in mobility; " Under interventions action will be made when indicated.

revealed: "Assist resident with his ADL's."

Responsible Individual(s)

A review of the resident's ADL flow sheet dated The Administrator and DON will ensure 3/15/2012
January 1 through 12, 2012 lacked evidence that compliance.
the resident was provided persona!l hygiene(

included teeth and denture care) for January 1
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(days and evenings); January 3 (days and
evenings); January 5 (days and evenings), January
6 (nights and days); January 7 (nights and days),
and January 10 (nights), as evidenced by the
absence of checks [indicating that the services were
provided] in the boxes for the aforementioned dates.

A face-to-face interview was conducted with
Resident #114 in the presence of Employee #4 on
January 12, 2012 at approximately 3:21 PM. When
asked, "If he/she brushed his/her teeth today;"
he/she responded, "l brushed my teeth yesterday
afternoon [1/11/12].

A face-to-face interview was conducted with
Employee #41 on 1/12/12 at approximate 3:30 PM
regarding Resident #114's AM (including brushing
resident's teeth) care. He/she stated, "Resident
#114 brushed his/her teeth. He/she has to be
encouraged to do things for himself."

Upon asking and obtaining the resident’'s
permission to look in the resident's bedside stand
drawers for the resident's toothbrush, Employee #4
opened the drawers and found no toothbrush,
toothpaste, nor mouthwash inside the drawer.
Employee # 4 immediately consulted with Employee
#41 regarding assisting the resident with brushing
his/her teeth oral hygiene care. Employee #41
returned to room to assist with Resident #114's oral
hygiene care.

The record, observation and interview lacked

F 311
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A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal and
oral hygiene.

This REQUIREMENT is not met as evidenced by:

Based on observations, record review, resident and
staff interview for one (1) of 40 sampled residents, it
was determined that facility staff failed to provide
necessary services to maintain grooming and
personal hygiene. Resident #68.

The findings include:

Facility staff failed to provide necessary services to
maintain grooming and personal hygiene as
evidenced by Resident #68 ' s uncombed hair for 8
(eight) days.

Resident #68 was observed on January 11, 2012 at
approximately 10:35 AM during a resident interview
and observation session. The resident was lying on
his/her back in bed; clothed in a clean hospital
gown, finger nails trimmed with red polish. The
resident was covered with a white

instructed to consistently provide required care.
They were also in-serviced on the Resident
Right, Care Standards for Oral Hygiene
regulation.

Performance Monitoring

The Clinical Manager/Nursing Supervisor will
observe and assess care delivery and
Treatment Administration Record
documentation. Immediate corrective action
will be made when indicated.

Responsible Individual(s)

The Administrator and DON will ensure
compliance.
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F 311 | Continued From page 76 F 311| plan of Correction
evidence that Resident #114 was given the
appropriate treatment and services to maintain or The resident was assisted with grooming and
improve his/her abilities to maintain his/her oral personal hygiene including hair care after the|
hygiene care. issue was identified by the surveyor.
Prevention of Future Occurrences
The findings were reviewed and confirmed during . . ,
the interview with Employee #4. The record was Resldents relqlL:mr]Q staff ‘s‘g?por:‘ for grooming
; and personal hygiene including hair care were
reviewed January 12, 2012. identified or assisted as needed. Each resident]
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312| was provided grooming and personal hygiene,
$S8=D DEPENDENT RESIDENTS including hair care. Direct care providers were

3/16/2012
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top sheet and white blanket. Resident's braided hair
was matted and untidy. Resident stated, "A lady
use to comb and braid my hair, but she don't do it
anymore. | don't remember the last time my hair has
been combed."

Additional observations were conducted January 12
through 18, 2012 during the hours of 9:30 AM to
4:00 PM; the resident's hair remained matted and
untidy.

According to an annual history and physical
examination signed and dated on February 26,
2011, the resident's diagnoses included:
"Cerebrovascular Accident-Right hand weakness,
Hypertension, Hyperlipidemia and Depression.”

The quarterly Admission Minimum Data set [MDS]
with assessment reference dates of September 8,
2011 and December 6, 2011 coded Resident #5638
as follows: Section B0O700[Hearing, Speech, and
Vision] makes self understood-ability to express
ideas and wants; Section G0110 [Functional Status]
total dependence with two person physical
assistance in bed mobility; totally dependent with
one person physical assistance in personal hygiene;
G0400 [Functional Limitation in Range of Motion]
the resident had impairment on one side (upper and
lower extremity).

According to a "care conference note" dated
December 6, 2011: "Resident can communicate her
needs with staff and others. Resident continues to
receive limited to extensive assistance in different
aspects of ADL functions."

Resident #68's ADL [Activities of Daily Living

F 312
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care plan updated December 2011 with a target
date of March 11, 2012 revealed: "[Resident's
name] has an ADL Self Care Performance Deficit
[related to] Dementia, Limited Mobility;
interventions: Personal Hygiene: [Resident's name]
requires assistance with personal hygiene care.”

An interim Physician's order dated September 26,
2011 at 1 PM directed: "Patient need more personal
care [and] attention; Provide blanket Q daily [every
day]; Provide comb- comb with brush - Will review
[with] staff. Please see psych consult.

A comprehensive review of the resident ' s clinical
record including nurse ' s notes, ADL sheets, and
TAR [Treatment Administration Record] from
January 11, 2012 through January 19, 2012, lacked
evidence that Resident #68 ' s matted and untidy
hair was combed and/or any ADL care was given.
Further review of the nursing notes revealed: "
January 20, 2012 at 5:45 PM- Resident's hair
shampooed and braided today."

Documentation on a "Psychiatric Examination” form
dated September 26, 2011 revealed: "General
Appearance: Fair, well groomed, crying; Orientation:
Fully Oriented, Mood/Affect Reviewed:
Sad/Depressed, Psychotic Thoughts Reviewed:
Delusional "(They want to take my privacy).” Plan:
"Patient need more personal care (braiding of hair,
nail cutting, clean clothes), more socialization. No
medication recommended for now."

A review of the January 2012 MAR [Medical
Administration Record] and TAR [Treatment
Administration Record] revealed: FYI: [Patient]

F 312
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needs extra personal care and after provide blanket
daily. "

A face-to-face interview was conducted by
Employee #33 in the presence of the surveyor on
January 17, 2012 at approximately 1:05 PM.
Employee #33 asked Resident #68, what month
and day it was; Resident responded, "It is January
and today is Tuesday.” When Employee #33 asked
the year, resident responded, "Now, | don't know
that." Employee #33 responded, "Oh, that's OK at
least you know the month and day." He/she
proceeded to ask when was the last time his/her
hair was combed and the last time his/her hair was
shampooed; resident responded, "It's been a long
time, 1 can't remember when."

Another face-to-face interview was conducted with
Employee #34 on January 17, 2012 at 2:15 PM.
He/she stated "after | consulted with [Resident #68
name}, | gave the clinical record to the nurse
assigned to the resident's team and informed
her/him about the recommendations. He/she stated
that he/she would look into it. | was in to evaluate
the resident before or around 1:00 PM and noted
that she had not had her daily care.”

A face-to-face interview was conducted with
Employee #4 on January 17, 2012 at approximately
4:00 PM. After reviewing the staff assignment for
September 26, 2011, he/she stated Employee #40,
who works the day shift, was assigned to Resident
#68's team on the day of the resident's psychiatry
consdultation.

A telephone interview was conducted with
Employee #40 on January 19, 2012 at
approximately 10:42 AM. He /she stated, "l did have
[Resident #68]; however, | do not recall a doctor
giving me an order for any psych follow-up. 1 would
have written a note in the chart

F 312
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and | would have remembered that."

A follow-up observation was conducted on January
20, 2012 at approximately 4:00 PM; Employee #35
was observed combing Resident #68's hair.
Facility staff failed to provide necessary services to
maintain grooming and personal hygiene as
evidenced by Resident #68 ' s uncombed hair for 8
(eight) days. The record was reviewed January 20,
2012.

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards as
is possible; and each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced by:

Based on observations and staff interview, it was
determined that facility staff failed to ensure that
residents' environment remain as free of accident
hazards as is possible as evidenced by broken
handrails on one (1) of two (2) resident's floors,
loose handrails on one (1) of two (2) resident's
floors, unsecured chemical storage areas on two(2)
of two (2) resident's floors and cold water
temperatures from the hot water faucet in one (1) of
16 resident's rooms.

The findings include:

F312

F 323
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1. The end pieces to the handrails located on the The handrail end piece across from room
; . - : .| 3/15/2012
sixth floor across from room #625 were missing. #625 was repaired. All corridor handrails
were checked for safety by Building
2. Handrails located across from room #759 A and Services and corrected as needed. An
at the entrance of dining room #749 were loose and environmental schedule is in place to
needed to be tightened. monitor and ensure hand rails are hazard
free.
3. The cleaning chemicals storage area located in . .
the soiled utility room on the sixth and seventh floor Both handrails were tightened. 3/18/2012
is n_gt secured and is easily accessible to the The chemical storage areas were| 3/15/2012
residents. inspected and secured. The need to
. . maintain a safe and hazard free
4. Hot water temperature in resident room #655 environment was emphasized to all staff.
could not exceed 81 degrees Fahrenheit (F) in one Their roles and responsibilities were also
(1) of 16 resident rooms observed. emphasized. The Environmental Rounds
Checklist was revised to include all
storage areas. The tool will be used to
These observations were made in the presence of ensure compliance.
Employee # 21 who confirmed the aforementioned
findings. The mixing valve (for hot and cold water)| 3152012
was changed. The water temperature now
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL Fapg|  meets regulatory requirements. Water

§S=D

NEEDS

The facility must ensure that residents receive
proper treatment and care for the following special
services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced

temperatures in all resident rooms were
checked. Defective valves were replaced
as needed. Building Services will monitor|
water temperatures and make necessary
repairs on an ongoing basis.

System changes for items #1-4 will be
evaluated during weekly walking safety rounds.
Immediate action will be taken as required.
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by:

Based on record review for one (1) of 40 sampled
residents, it was determined that the respiratory
therapist failed to document the treatment and care
provided by respiratory services for one (1) resident.
Resident #39.

The findings include:

The respiratory therapist failed to document
treatment and care provided by respiratory services
for Resident #39.

On January 13, 2012 at approximately 10:00 AM, a
review of the resident's medical record revealed that
he/she has a diagnosis of Respiratory Failure and a
care plan for Tracheostomy related to impaired
breathing mechanics was initiated on May 31, 2011.

A review of the respiratory care treatment form
("Respiratory Care adult patient evaluation/care
plan.") used to document the resident's daily
respiratory treatments and care by the respiratory
therapist was conducted on January 13, 2012 at
10:00 AM. The last documented treatment and care
was dated January 10, 2012 at 8:41 AM.

A face-to-face interview was conducted on January
13, 2012 at approximately 10:15 AM with Employee
#19. He/she was unable to provide appropriate
documentation of the resident's respiratory care but
offer to provide someone from the respiratory team
who
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The facility now ensures Respiratory Therapy
Staff document treatment and care provided. A
review of the surveyor's findings was
discussed with involved Respiratory Therapy
staff and the involved staff was informed of the
requirement to document daily respiratory
assessments, therapy treatments, and care.
The Care Treatment Form was used to
facilitate the educational reinforcement.

Prevention of Future Occurrences

To prevent future occurrences, a proactive
process was developed by Nursing and
Respiratory Therapy to ensure timely
respiratory therapy treatment and
documentation. A Respiratory Care Evaluation
Form will be incorporated into the 24-hour
nightly chart audit process. Any identified
deficiencies will be addressed.

Performance Monitoring

A minimum of 30 chart audits (or 100% if
fewer than 30 residents receiving respiratory
therapy are present) will be conducted to
evaluate timely and complete respiratory care
treatment and documentation wunti 3
consecutive months of improved performance
is observed. Overall performance will be
reported to the QA and Pl Committees
monthly.

Responsible Individual(s)

Administrator and DON will ensure compliance. 3/15/12
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administered the resident's treatments.

A further face-to-face interview was conducted on
January 13, 2012 at approximately 2:00 PM with
Employee #23. He/she stated that the assessment
was completed but was not placed on the resident's
chart, at that time he/she presented the resident's
treatment sheet for January 12 and 13, 2012.

Employee # 23 failed to present the resident's
treatment sheet for January 11, 2012. The
respiratory therapist failed to document treatment
and care provided by respiratory services for
Resident #39. The record was reviewed on January
13, 2012.

F 329 | 483.25(1) DRUG REGIMEN IS FREE FROM F 329
ss=E | UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of adverse
consequences which indicate the dose should be
reduced or discontinued; or any combinations of the
reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents who
have not used antipsychotic drugs are not given
these drugs unless antipsychotic drug therapy is
necessary to treat a specific condition as diagnosed
and documented in the clinical record; and residents
who use antipsychotic
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drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced by:

Based on record review and interview for one (1) of
40 sampled residents, it was determined that the
medical staff failed to: identify the indication for use
for Phenytoin for one (1) resident, include
parameters of administration for the use of multiple
pain medications for one (1), and act upon Dilantin
level prior to it becoming less than 2.5 mcg/ml for
one (1) resident,

Residents #38, #48 and # 67's

The findings include:

1. Facility staff failed to identify the indication for use
for Phenytoin for Residents #38.

A Review of Resident 38#'s current January 2012 documentation requirements regarding
POS (Physician Order Sheet), and January 2012 indication for use of medications and
MAR (Medication Administration Record) lacked parameters for use of multiple pain

evidence of the indication for use for the medication
Phenytoin.

Review of the original POS dated November 4,
2011 directed: Phenytoin Ext Cap 100mg: Take
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1- 2 Plan of Correction

The facility now ensures indications for
medication use and parameters for multiple
pain medications administered are
documented. Physician documentation for use
of Phenytoin was obtained and parameters for
use of multiple pain medications were set and
documented by the physician. Involved
physicians and clinical staff were informed of
the requirement to ensure documentation
indicating use of medications and specifying
parameters for use of multiple pain
medications.

Prevention of Future Occurrences

Each resident was assessed to determine
whether or not the aforementioned deficient
clinical practices were observed. Any identified
deficiencies were corrected. Clinical staff will
be provided educational reinforcement on

medications. The pain medication policy and
medication-related documentation forms will be
used to facilitate staff education.
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2 capsules (20ng) by mouth tvyice_daily. The A minimum of 30 chart audits will be
order lacked evidence of the indication for use of conducted to evaluate whether or not clinical
the medication. care is provided in accordance with each
residents comprehensive assessment, plan of
care, and physician orders. The audits wili be
A face-to-face interview was conducted with conducted until 3 consecutive months of
Employee #26 on January 13, 2012 at sustained performance is observed. Overall
approximately 12:30 PM. After review of the Interim performance will be reported to the QA and PI
orders, POS and MAR he/she acknowledged the Committees monthly.
finding. Facility staff failed to identify the indication Responsible Individual(s)
for use for Phenytoin. The record was reviewed on 3/15/2012
January 13, 2012, The Administrator and DON will ensure
compliance.
2. Facility staff failed to include parameters of
administration for the use of multiple pain
medications for Resident #48.
A review of Resident #48's clinical record revealed
that the medical team failed to include parameters
of administration for the administration of prn (as
needed) pain medications.
Physician's orders dated October 25, 2011 included
the following prn medication for pain:
Dilaudid 4 mg every 6 hours prn for pain. [The
resident's scheduled pain regimen included
OxyContin 20 mg twice daily for pain management].
Physician's orders dated November 15, 2011
included the following prn medications for pain:
| Percocet 5/325 one or two tabs every 4-6 hours prn
pain.
Dilaudid 4 mg 1 tab every 6 hours prn pain.
Tylenol 325 mg 2 tabs every 6 hours prn pain.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: UBMK11 Facility ID: HCFD020030 If continuation sheet Page 86 of 104



PRINTED: 02/10/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
095039 01/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
UNITED MEDICAL NURSING HOME 1310 SOUTHERN AVENUE, SE, SUITE 200
WASHINGTON, DC 20032
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 329 | Continued From page 86 F 329|°
Physician's orders dated November 23, 2011
included the following prn medication for pain:
[discontinue Dilaudid and OxyContin - resident
refusing]
Percocet 5/325 one or two tabs every 4 hours prn
pain.
There was no indication for which medication to use
based on the pain assessed.
The pain medications prescribed for prn use lacked
evidence of parameters of administration.
The findings were confirmed during a face-to-face
interview with Employee #5 on January 20, 2012 at
approximately 11:00 AM.
3. Plan of Correction
The resident was assessed and no seizure
3. Facility staff failed to act upon Resident# 67's activity was noted. The resident’s Dilantin
Dilantin level prior to it becoming less than 2.5 levels were evaluated. The involved nurses,
mecg/ml. medical director, and nurse practitioner were
informed that the resident’s Dilantin levels that
Resident #67 was admitted to the facility on June 7, exceeded acceptable parameters had not been
2011 with diagnosis of Seizure Disorder, Hepatitis addressed. They were counseled on fully
C, and status post cerebrovascular accident, left addressing, communicating, and documenting
side hemiparesis, Depression, Bipolar Disorder, and resufent critical lab values including Dilantin
Psychosis. levels.
; Prevention of Future Occurrences
tAhéef\gﬁ;NW?;;s‘? laboratory report results revealed Each resident was assessed to determine
" whether or not the aforementioned deficient
[Test-Phenytoin/ Reference 1_0'0'20'0 mcg/ml] clinical practice was observed. Any identified
September 5, 2011, Phenytoin-21.0, High deficiencies were corrected. Clinical staff will
September 8, 2011, Phenytoin-10.0, within normal be provided educational reinforcement on
limits ) identifying, communicating, addressing, and
October 5, 2011, Phenytoin-9.0, Low documenting Dilantin levels that fall out of
November 6, 2011, Phenytoin-6.0 Low range. A Clinical Care Education Module will
December 9, 2011, Phenytoin - <2.5, Low be developed and used to facilitate staff
education.
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December 12, 2011, Phenytoin-7.0, Low
December 13, 2011, Phenytoin-9.0, low
January 9, 2012, Phenytoin -10.0 within normal
limits

The laboratory reports dated October 5, and
November 6, 2011 were noted by facility staff and
indicated that the Medical Doctor was notified of the
laboratory results and no order given. Also the
laboratory reports lacked the medical doctor and/or
nurse practitioner signature(s) and date of review of
the low results.

The physician orders directed the following:

September 5, 2011 at 9:00 AM, "1. Hold Dilantin
times one day, 2. Start Dilantin 100 mg in AM and
200 mg in PM. Post 24 hours Dilantin level.
Prealbumin and albumin {evel on 9/8/11."

December 9, 2011 at 1:15 PM, "Give 200 mg
Dilantin QD [everyday] times three days ...Repeat
Dilantin level on Monday 12/12/11, Call result to NP
[nurse practitioner] or MD [medical doctor]"

December 12, 2011 at 1:30 [AM/PM not indicated]
™. Give 200 mg Dilantin PO [by mouth] and one (1)
dose. 2. Repeat Dilantin levels in the am on
12/13/11. 3. Call MD or NP with results."

December 13, 2011, "1. Dilantin 200 mg times one
(1) day; 2. Repeat Dilantin level on Monday
121911

A review of the physician progress notes revealed
that the physician was in to visit the

A minimum of 30 chart audits (or 100% if
fewer than 30 residents with critical values are
identified) will be conducted to evaluate
whether or not critical values are identified,
communicated, and addressed. The audits
will be conducted until 3 consecutive months
of sustained performance is observed. Overall
performance will be reported to the QA and Pl
Committees monthly.

Responsible Individual(s)

The Administrator and DON will ensure
compliance.
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resident on October 8, November 3, and December
6, 2011; on November 16, 2011 the nurse
practitioner was in to visit with the resident.

After reviewing the notes there was no documented
evidence that the attending physician or the nurse
practitioner addressed the Dilantin laboratory values
in his/her review/plan of care for Resident #67.

On December 9, 2011 the, Phenytoin resuits were
<2.5, Low. There was no evidence that the
attending physician or the nurse practitioner
addressed the resident's Phenytoin levels when
they were less than the therapeutic range of
10.0-20.0 mcg/ml.

Additionally, there was no evidence that the Dilantin
level was repeated as directed by the order on
December 19, 2011.

According to the nursing notes Resident #67 had no
seizure activity from October to December 2011.

A review of the physician's notes failed to reveal
documented evidence that the attending physician
or the nurse practitioner addressed the Dilantin
laboratory values in his/her review/plan of care for
Resident #67.

A face-to-face interview was conducted on January
17, 2012 with Employee #9 at approximately 4:25
PM. after a review of the resident's clinical record,
he/she acknowledged that the labs were not
addressed [October 5 and November 6, 2011] and
the phenytoin levels were not obtained as per order
on 12/19/11. The
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The physician must review the resident's total
program of care, including medications and
treatments, at each visit required by paragraph (c)
of this section; write, sign, and date progress notes
at each visit; and sign and date all orders with the
exception of influenza and pneumococcal
polysaccharide vaccines, which may be
administered per physician-approved facility policy
after an assessment for contraindications.

This REQUIREMENT is not met as evidenced by:

Based on observation, clinical record review,
resident and staff interview for one (1) of 40
residents, it was determined that the physician
failed to review Resident #119's total plan of care as
evidenced by failure to include a diagnosis for the
use of a CPAP (Continuous Positive Airway
Pressure) machine at hour of sleep and naptime.

The findings include:

The history and physical examination dated
September 22, 2012 revealed Resident #119's
diagnoses included [CVA-Cerebrovascular
Accident; HIV- Human Immunodeficiency Virus;
DM-Diabetes Mellitus; HTN-Hypertension; Bipolar
Disorder; Migraine and Dyslipidemia}1.
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record was reviewed on January 17, 2012.
F 386 | 483.40(b) PHYSICIAN VISITS - REVIEW F 386
ss=D | CARE/NOTES/ORDERS

Plan of Correction

The facility now ensures each resident's plan
of care is reviewed by the physician and
includes a complete listing of every applicable
diagnosis and treatment. The involved
resident’s care plan was updated to include the
additional diagnosis and use of the CPAP
machine.

Prevention of Future Occurrences

A review of each resident's chart wili be
reviewed to ensure every applicable diagnosis
and freatment regimen is included. Each
review will focus on the presence or absence
of missed diagnoses and applicable equipment
(e.g. CPAP machine). Any missed diagnoses
or equipment use will be corrected. The
physician and other relevant staff will receive
educational reinforcement on accurately
documenting diagnoses and equipment in the
resident’s care plan.
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directed: Apply CPAP on 3.5 setting [every hour of
sleep and naptime].

According to a nurse's note dated September 21,
2011 at 10:00 PM revealed: "CPAP on at 3.5
setting. No respiratory distress noted."

A further review of the resident's clinical record
revealed a Nurse Practitioner note dated January
10, 2012 at [3:45 PM] that directed: "[Past Medical
History]: History of HIV, HTN, DM, and Obesity- On
C-PAP.."

A review of interdisciplinary progress notes dated
December 29, 2011 at 2:00 PM revealed: "CPAP
machine used nightly for sleep apnea. Resident
re-educated on the importance of using the CPAP
machine at night."

The physician failed to review Resident #119's total
plan of care as evidenced by failure to include a
diagnosis for the use of a CPAP (Continuous
Positive Airway Pressure) machine at hour of sleep
and naptime.

A face-to-face interview was conducted with
Employees #3 and #9 on January 19, 2012 at
approximately 11:00 AM. Both stated that the
resident had sleep apnea and uses a CPAP
machine at hour of sleep. Both employees
acknowledged the aforementioned findings. The

documenting diagnoses and use of patient
care equipment until 3 consecutive months of
improved performance at 90% or above is
observed. Overall performance will be
reported to the QA and Pl Committees
monthly.

Responsible Individual(s)

The Administrator and DON will ensure
compliance. '
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Accqrd_ing to the Admission Order Sheet and A minimum of 30 chart audits will be
PhYSICIan Plan of Care dated September 22,2011, conducted to evaluate accurately
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record was reviewed January 19, 2012.
F 425 | 483.60(a),(b) PHARMACEUTICAL SVC - F 425

ss=D | ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain them
under an agreement described in §483.75(h) of this
part. The facility may permit unlicensed personnel
to administer drugs if State law permits, but only
under the general supervision of a licensed nurse.

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, receiving, dispensing, and administering
of all drugs and biologicals) to meet the needs of
each resident.

The facility must employ or obtain the services of a
licensed pharmacist who provides consultation on
all aspects of the provision of pharmacy services in
the facility.

This REQUIREMENT is not met as evidenced by: Plan of Correction
The resident was not negatively affective by

the deficient practice. The physician was
notified and the resident was monitored for

Based on record review and staff interview for one signs and symptoms of hyperglycemia.
(1) of 40 sampled residents, it was determined that Pharmacy was called to send the medication.
facility staff failed to ensure that Insulin was The repeat finger stick did not require insulin
available to be administered. Resident #78. coverage. Insulin was delivered the same day.

Prevention of Future Occurrences

The findings include: Each resident with the potential to be impacted
by the deficient practice was checked. No
issues were identified.
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During a medication pass observation conducted on
January 9, 2012 with Employees #31 and #32, at
approximately 12:52 PM, the following occurred:

After obtaining the finger stick (Blood Glucose)
results of Resident #78, measuring 216 the
resident required (four) 4 units of Insulin based on
the physician's order which directed "Novolog Inj
[injection] 100 U/ML, Monitor Blood Glucose Via
Finger stick before meals and at bedtime with
sliding scale coverage Sub Q (subcutaneous) as
follows: 150-199= 2 Units, 200-249= 4 Units,
250-299= 6 Units, 300-349= 8 Units, Greater than
349=10 Units - Call MD (Medical Doctor) if Blood
Sugar is Less than 60 or greater than 4000."
Original order was dated March 2, 2011.

Employee #32 made an observation of the
medication cart, the cart lacked evidence of the
medication. Further observation was made of unit
house stock which also lacked evidence of the
medication.

A call was placed to pharmacy at 1:20 PM. The
pharmacy indicated that a STAT (immediately)
delivery of the medication would be made in four (4)
hours. Pharmacy also indicated that the last order
for the Medication was made December 5, 2011.

A review of the medication order indicated that the
resident received the last dose of Novolog Insulin
on January 8, 2012 at 4:30 PM. A call

supply on the 6™ and 7" floors. Insulin was
also added to the inventory log.

Performance Monitoring

A daily monitoring tool was developed and will
be utilized to ensure that all residents’
medications are refilled in a timely manner.
Staff will received educational reinforcement on
guidelines for medication refills.

Compliance will be reported to the QA and P!l
Committees until 3 consecutive months of
acceptable performance is achieved.

Responsible Individual(s)

1
Administrator of DON will ensure compliance. 3/15/2012
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was also placed to the physician: Order given, to
omit lunch, and dinner, and call the physician if
blood sugar rises above 250 mmHg.
A follow-up review of the the resident's blood sugar
conducted on January 9, 2012 revealed that the
blood sugar level did not rise above 250. A
reminder follow-up call was placed to the pharmacy
to send medications as ordered.
Facility staff failed to ensure that Insulin was
available to be administered to resident #78 as per
the physician's order. The record was reviewed Plan of Correction
January 9, 2012. -
The involved employee was removed from the
F 441 | 483.65 INFECTION CONTROL, PREVENT F441| work area, assessed, and counseled by
ss=D | SPREAD, LINENS Occupational Health. The assessment
» . o . revealed that the employee did not have a
The facility must establish and maintain an Infection communicable or transmission-based disease.
Control Program designed to provide a safe, The importance of implementing infection
sanitary and comfortable environment and to help control practices was emphasized to the
prevent the development and transmission of employee.
disease and infection.
Prevention of Future Occurrences
(a) Infection Control Program ) ]
The facility must establish an Infection Control Each employee was informed about his or her
Program under which it - responsibility to proactively obtain medical care
(1) Investigates, controls, and prevents infections in to determine whether or not he or she has a
the facility; cpmmunlcable disease or illness, when clinical
(2) Decides what procedures, such as isolation, zfnrlfnun?é';ble Sggg:;'gsor ?lfffsiamat;aéxista
Sgoﬂg. bte iiri]pph?d tor(ajm ;r?dl\{:jdunatl resg:ient; antq Each employee was also informed of the
( )t' In al tsg ec;of ?. Incidents and corrective importance of complying in order to prevent
actions related to infections. transmission of communicable diseases to the
. . resident population, as well as to the employee
(b) Preventing Spread of Infection ) workforce. Staff was also reminded to deploy
(1) When the Infection Control Program determines effective infection control techniques (e.g. hand
that a resident needs isolation to washing, protective coughing) at all times to
prevent spread of infection.
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. . . resident care environment to ensure signs and
Prevent the Sp.read of |nfeCt|0n, the faClllty must symptoms of communicable disease or illness
isolate the resident. were not observed in the environment.
(2) The facility must prohibit employees with a
communicable disease or infected skin lesions from Occupational Health and Infection Control staff
direct contact with residents or their food, if direct collaborated to develop and implement a
contact will transmit the disease. process to track the health statuses of clinical
(3) The facility must require staff to wash their care providers.  Process elements to be
hands after each direct resident contact for which tracked will include the following:
hand washing is indicated by accepted professional = |dentified reasons for employee
practice. absences
" |dentified absences related to
(c) Linens potentially communicable illnesses
Personnel must handie, store, process and " |dentified illnesses to be reported to
transport linens so as to prevent the spread of supervisory/management staff during
infection. call-in procedures
"  Employee clearance from
Occupational Heaith prior to returning
. ) ) to work
This REQUIREMENT is not met as evidenced by: " Tracking and reporting of employee
ilinesses by Infection Control staff
Based on observation and interview, it was P
. o - ’ . Performance Monito
determined that the facility failed to establish and an
maintain an mfeqtlpn cqntrol program to ensure that Performance will be incorporated into the
employees: providing direct care were free from Infection Control and Performance
communicable disease and tracked for illness. |mpr0vement programs' and Compnance will be
monitored and reported accordingly.
The findings include:
Responsible Individual(s)
During a lunch meal dining observation on January - . 3/15/12
9, 2011 at approximately 11:45 AM, Employee #45 The Administrator and DON will ensure
was observed seated at a table in the multi-purpose compliance.
room. Two residents were seated at the table with
the employee and approximately ten (10) additional
residents occupied the room.
The employee was overtly coughing, sneezing
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and blowing his/her nose. He/she used a tissue
and/or paper towel to wipe his/her brow. He/she
stated to another staff member in the room, "l don't
feel good, look how I'm sweating, | must have a
fever." In response to this surveyor's query
regarding the entry door being propped open with a
chair, he/she responded: "Forgive me, | don't feel so
good. | have a really bad cold."

The employee began to apply aprons to residents
seated at tables awaiting their lunch meals. This
surveyor brought the observations to the attention of
the facility administration. The employee was
removed from his/her duties and referred to
occupational health.

A "Certification of Medical Care" revealed: "Date:
January 9, 2012...may return to work approximately
January 11, 2012."

In a face-to-face interview with Employee #42; the
facility's Infection Control Coordinator on January
19, 2012 at approximately 1:00 PM; the
aforementioned observations were conveyed and
asked if the facility had a tracking system for
employees' iliness. He /she stated that he/she "does
not track employees" iliness; that is Occupational
Health's responsibility.”

The infection control program lacked evidence that
the facility established and maintained an infection
control program to ensure that employees are being
tracked for iliness and ensure that staff providing
direct care were free from communicable disease.

A face-to-face interview was conducted with
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Employee #2 on January 20, 2012 at approximately
3:30 PM. He/she acknowledged that the facility
does not have a tracking/trending system to monitor
employees' iliness.
F 456 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 456
ss=D | OPERATING CONDITION
The facility must maintain al essential mechanical,
electrical, and patient care equipment in safe
operating condition.
This REQUIREMENT is not met as evidenced by:
Based on observations and interview, it was Plan of Correction
determined that the facility The resident scale was immediately calibrated
failed to maintain essential equipment in safe, and preventive maintenance was performed on
operating condition as evidenced by one (1) of one the suction machine after the issue was
(1) wheelchair scale on the sixth floor that identified by the surveyor.
consistently failed to function correctly and one (1) Prevention of Future Occurrenc
of one (1) suction machine that was not maintained Frevention of Future Jccurrence
annually as expected The scale and.suctlon machlne were added to
) the Preventive Maintenance  Program.
The findi include: Preventive maintenance will be routinely
€ findings Include. performed as scheduled.
1. The patient scale located on the sixth floor Performance Monitoring
provided incorrect, fluctuating weights and was off Prompts within the Preventive Maintenance
by as many as 15 pounds depending on the position Program will be used to alert staff of upcoming
of the subject. maintenance. Compliance wilt be monitored by
Biomedical Engineering and action will be
2. According to the Preventive Maintenance (PM) taken when indicated. Unit staff will
sticker on the suction pump located on the sixth periodically check preventive maintenance
floor next to the scale , PM was last completed on stickers during walking Environmental Rounds
August 8, 2008 and will immediately report issues of
noncompliance.
These observations were made in the presence of Res ible Individual(s
Employee # 23 who confirmed the aforementioned Responsible Individual(s)
roy Administrator or DON 3/15/12
findings.
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ss=E | RECORDS-COMPLETE/ACCURATE/ACCESSIBLE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the resuits of any preadmission
screening conducted by the State; and progress
notes.

This REQUIREMENT is not met as evidenced by:

Based on observations, record review and
interview for seven (7) of 40 sampled residents, it
was determined that the facility failed to ensure that
clinical records were maintained in accordance with
accepted professional standards and practices that
are complete; accurately documented; and readily
accessible as evidenced by: lack of documentation
to support the daily monitoring of two (2) residents’
activities; #39 and #75, incomplete clinical
documentation for Residents #48 and #83, lack of
the physician's and/or designee's signature on the
"Physician's Order” sheets for two months for
Resident #41, inaccurate transcription of a
physician's order for Resident #68, and clarify an
order for prescribed pain management medication
"Voltaren gel 1%" for Resident # 103. Residents
#39, #41, #48, #68, #75, #383, and #103.
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The findings include:

1. The facility staff failed to provide documentation
to support the daily. monitoring of residents’
activities. Resident #39.

A review of resident #39's medical records on
January 12, 2012 at 10:00 AM revealed a diagnosis
of Respiratory Failure, Atrial Fibulation, and
Intractable Seizure Disorder.

On January 12, 2012 at 10:00 AM a review of the
quarterly "Recreational progress note" for activity
revealed a note dated October 22, 2011 that reads,
"No significant changes, during the last review
period (7/20/11), alert to self understood at times,
most of the time she speaks, it is word salad, has
loved ones and friend that visits 1-2x a month, long
and short term memory cannot be assessed.
following plan of care for the next x 90 days will be
provided 1-1 visits for comfort care 3-4 x a week,
will escorted to the dayroom 1-2x a week to
passively participate in structured activities and will
be invited and encouraged to participate in 1 special
event a month during the next reviewed period, will
continue to monitor.”

Facility staff provided documentation to support the
daily monitoring of residents activities.

A face-to-face interview was conducted on January
12, 2012 with Employee #14. He/she stated that
when residents are seen for activities they are
monitored by documenting visits on the participation
sheet or in my personal 1:1 book. He/she went to
get the resident participation
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1-7 Plan of Correction

The facility now ensures clinical records are
complete, accurate, and maintained in
accordance with accepted professional
standards and practices. The involved clinical
staf was informed of the specific
documentation deficiencies identified by the
surveyors and reminded to consistently provide
complete and accurate documentation.

Prevention of Future Occurrences

Each resident's chart will be evaluated to
determine whether or not inaccurate,
incomplete documentation is present. Any
identified deficiencies will be corrected.
Clinical staff will be provided educational
reinforcement on providing complete and
accurate  documentation. A Clinical
Documentation Module will be developed and
used to facilitate staff education. The Module
will include documentation guidance on the
following:

= Daily monitoring of resident activities

= Dating, timing, and authentication of
physician orders

= Entering all documentation forms into
the resident medical record

=  Accurate transcription of physician
orders

= Timely documentation of recreational
progress notes

=  Documenting and entering all Nursing
notes and forms into the resident
medical record

»  Clarification of ambiguous orders (e.g.
pain medication orders)
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that he/she stated was " personal." The record was
last reviewed on January 12, 2012.

2. The physician and or designee failed to sign the
"Physician's Order" for two (2) months for Resident
#41.

A review of Resident #41's clinical record revealed
"Physician's Order" forms for the months of
November and December 2011's that lacked the
physician's signature and date of review. The
aforementioned "Physician's Order" forms were
reviewed, signed and dated by the facility's licensed
staff on "1/29/11" for the month of November 2011
and "11/27/11" for the month of December 2011.

The physician failed to sign and date Resident #
41's "Physician's Order" for the months of
November and December 2011.

A face-to-face interview was conducted with
Employee #5 on January 17, 2012 at approximately
11:00 AM. After a review of the resident's clinical
record, Employee # 5 acknowledged the
aforementioned findings. The record was reviewed
January 17, 2012.

3. Facility failed to maintained complete and
accurately documented clinical records for Resident
#48.

documentation exists. The audits will be
conducted until 3 consecutive months until
sustained performance of at least 90% is
observed. Overall performance will be
reported to the QA and Pl Committees
monthly.

Responsible Individual(s)

The Administrator and DON will ensure
compliance.
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monitor sheet but returned to say he/she was A minimum of 30 chart audits will be
unable to find any for Resident #39. He/she has the conducted to evaluate whether or not
information documented in his personal 1:1 book complete and - accurate medical record

3/15/12
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A review of Resident #48's clinical record was
conducted on January 19, 2012 at approximately
11:00 AM. Upon request for addition clinical
information that pertained to the residents record
facility staff were unable to iocate the information
(physician orders).

Facility failed to maintained complete and

accurately documented clinical records for Resident

#48.

A face-to-face interview was conducted with
Employees #2 and 4 on January 19, 2012 at
approximately 1130 AM. After a review of the
resident's clinical record, he/she acknowledged the
aforementioned findings. The record was reviewed
January 19, 2012,

4. Facility staff failed to accurately transcribe a
physician's order related to the management of
Resident #68's care.

An interim physician ' s order dated and signed
September 26, 2011 at 1:00 PM directed: Patient
need more personal care [and] attention; Provide
blanket Q daily [every day because cold]; Provide
comb ....; will review with staff. Please see Psych
note. [Psychiatrist Signature/Date: September 26,
2011].

A review of the TAR [Treatment Administration
Sheet] dated September 1-30, 2011 revealed, "
September 24, 2011 -PT [Patient] need extra
personal care [and] provide blanket [every] daily-
[Please] see psy note. "

A review of the "Physician's Order" originated on
September 24, 2011; dated and signed January
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3, 2012 directed: "PT needs extra personal care
and after provide blanket daily.”

A review of the clinical record lacked documented
evidence that the physician's order dated
September 26, 2011 was accurately transcribed
related to resident's treatment.

A face-to-face interview was conducted with
Employees # 2 and #4 on January 17, 2012 at
approximately 1:00 PM. Both acknowiedge the
aforementioned findings. The clinical record was
reviewed on January 17, 2012.

5. The facility staff failed to provide documentation
to support the daily monitoring of residents
activities. Resident #75

. A review of resident #75's medical records
January 13, 2012 at 10:00 AM revealed a diagnosis
of Diabetes Meliitus type 2, Cerebral Vascular
Accident, Hypertension, Vertigo, and Sellar Brain
Mass.

A review of the quarterly "Recreational progress
note" for activity on January 13, 2012 at 10:00 AM
revealed a note dated June 22, 2011 that reads
"Continues to receive comfort care; she is suffering
with generalized weakness, was placed on hospice
a couple of review periods back and has since been
discharged, does not wear glasses or hearing aids,
receives 1:1 room visits 2-3 x wk, During her 1:1
room visits she will be provided bible reading,
memory trivia, and soft music is provided, has
family support, sister visits 3-x, plan of care for the
next 90 days is as follows: will continue to provide
1:1 room visits 4-5 x a wk, Recreation therapy will
continue to

F 514

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: UBMK11

Facility ID: HCFD020030

If continuation sheet Page 102 of 104



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/10/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

095039

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BUILDING

B. WING

01/20/2012

NAME OF PROVIDER OR SUPPLIER

UNITED MEDICAL NURSING HOME

STREET ADDRESS, CiTY, STATE, ZiP CODE
1310 SOUTHERN AVENUE, SE, SUITE 200

WASHINGTON, DC 20032

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION (x5)

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 514

Continued From page 102
monitor this resident " .

Facility staff provided documentation to support the
daily monitoring of residents activities.

A face-to-face interview was conducted on January
13, 2012 with Employee #14. He/she stated that
when residents are seen for activities they are
monitored by documenting visits on the participation
sheet or in my personal 1:1 book. He/she went to
get the resident participation monitor sheet but
returned to say he/she was unable to find any for
Resident

#75. Helshe has the information documented in his
personal 1:1 book that he/she stated was
"personal.” The record was last reviewed on
January 13, 2012.

8. Facility failed to maintained complete and
accurately documented clinical records for Resident
#83.

A review of Resident #83's clinical record was
conducted on January 19, 2012 at approximately
1:30 PM. The clinical record lacked complete
nursing notes from November 9, 2011 through
January 2012. Upon request for the resident's
nursing notes, facility staff was unable to locate the
missing nursing notes.

Facility failed to maintained complete and
accurately documented clinical records for Resident
#83.

A face-to-face interview was conducted with
Employees #2 and 4, on January 19, 2012 at
approximately 1:45 PM. After a review of the
resident's clinical record, he/she acknowledged
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the aforementioned findings. The record was
reviewed January 19, 2012.

7. Facility staff failed to clarify an order for
prescribed pain management medication "Voltaren
gel 1%" for Resident # 103.

A review of Resident # 103 ' s clinical record
revealed a "Physician's Order" form for the month of
January 2012 that included " Voltaren gel 1%.
Apply 4 GM topically to (Left) knee every (650 MG)
hours as needed for arthritis pain; apply (L) knee,
(L) ankle, (L) elbow every shift."

A further review of the resident's clinical record:
"Medication Administration Record" [MAR] for
January 2012 lacked evidence that the order for the
as needed "Voltaren gel 1%" topical pain
medication was clarified. Furthermore, the
resident's clinical record lacked evidence that the
resident was administered the medication.

A face-to-face interview was conducted with
Employee #4 on January 17, 2012 at approximately
11:25 AM. After a review of the resident's clinical
record, Employee # 4 acknowledged the
aforementioned findings. The record was reviewed
January 17, 2012.
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