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0000 Inltral Commenis

08723/2022 and 08/24/2022, lo determine

{Public Health and Madicine) Chapter 101.

Healih, Heallh Regulations and Licensing

from a complainant.

The complairant alleged the following:

apartment on 08/31/2022.

Qbservalions)

An annual survey, in conjunclion with a comglaint
investigation was conducted on 08/16/2022,
081712022, 08/18/2022, 08/19/2022, 08/22/2022,

compliance with the Assisted Living Law (DC
Official Code § 44-101.01 &t seq) and Assisted
Living Residence Regulations, Title 22-B DCMR

Assisted Living Residence {(ALR) provided care for
96 residants and employed 87 personnel, to include
professional and adminislrative staff. A random
sample of 20 resident records, 13 employee
records, faur Private Duty Aids/Cerlified Nurse
Asgsislant racords, one Reglonal Director of Clinical
Servites record, one Hospice Nurse record and one
Agency nurse record were selectad for revlew. The
findings of tha surveyfcomplaint investigation were
based on observation, clinical and administrative
record review, and residenl and slaff interviews,

On 08/3/2022 at 8:48 AM, the Department of

Administration, Intermediate Care Facllilies
{OOH/HRLAJICF DY}, received an email notification

1 The facility deliberately opened a package that
was addressed to my mother (Resident #1) and
placed Lhe itemis from the package inside her

Conclusion: Nol substantiated (See Tag 9999, Fina!

2. The items from the package were not all there

The
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Please slart typing your responses here.
Chevy Chase House is filing this
Plan of Correction for the purpose
of regulatory compliance, This ALR
is submitting this plan of correction
to comply with applicable law and
not as an admission or statement
of agreement with respact to the
alleged deficiencies herein. To
remainin compliance with all state
regulations, the ALR has taken or
will take the actians set forth in the
following p'an of corraclion. The
following pran of correction
constitutes the community's
allagation of compliance such that
all alleged deficiencies cited have
boon or wil be corrected by the
date or dates indicaled.
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and three lubas of the arhrilis gel was nof delivered
at all.

Conclusion: Not substantiated {See Tag 9989, Final
Observations)

3. Resident #1 went to the hospital because the
newly hirad Certified Nursing Assistant {(CNA) did
not know how to transfer Resident #1 from the
showar to her walker. Resldent #1 ended up
partially falling and lwisting her ankie and foot which
she is still laboring from loday.

According to the caregiver's wiritten statemant, on
0711472022, afler receiving a shower, Resldent #1
asked the caragiver to support her by holding her
arms as she lurned Lo grab her walker, In the
course of turning for the walker, the caregiver stated
lhat Resident #1 lwisted har ankle and starled
screaming. After assessment by the facility's nurse,
Resident #1 stated that she was ok, but the son
insiglad that lhe residant be taken to the hospllal.

On 08/18/2022 at 1:38 PM, the Executive Direclor
{ED) said during an interview that Resldent #1's son
stated 1hat the caregiver did not transfer her
properly and asked the son if his mother’s foot can
be x-rayed onsile. The son said no, | will take her to
the hospilal. The ED said lhat Resident #1 returned
to the facility withou! any ankle brace and walked
around with her walker without any problems. The
ED sald that he asked Resident #1's son for the
discharge papers and was not given any
documenls, bul that he called the hospital where
Restdent #1 was taken, spoke 10 the attending
nurse and received lhe discharge papers. According
to the ED, Resident #1's fool was pedectly normal.

|
J

o) iD SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER S PLAN OF CORRECTION ™s)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECVIVE ACTIQN SHCHLD BE COMPLETE
TAG QR LEC I0ENTIFYING INFORMATION) TAG CR)OSS-REFERENCEO TO THE APPROPRIATE BATE

DEFICIENCY)
R 000| Conlinved From page 1 R 000

Health Regutation & Licensing Adminisiration

STATE FORM

(4 3H

HBLD11

" coatnuaton sheaet 2 of 99




Heallth Requlation & Licensing Administration

R T TR R P Ry

STATEMENT OF DEFICIENCIES (X 1) PROVIDER/SUPPLIERVCLIA
AND PLAN OF CORRECTION

(DENTIFICATHON NUMBER

ALR-0039

(X2) MULT:PLE CONSTRUCTION {X3) OATE BURVEY
A BUILDING: . COMPLETED
i 0812412022

NAME OF PROV.DER OR SUPPLIER

BVIMSTAR CHEVY CHASE TENANT O/B/A

STREET ADDRESS, CITY, 8TATE, 2/P CO0E

5420 CONNECTICUT AVENUE NW

WASHINGTON, DC 20015

At 2:20 PM review of the hospital discharge papers
dated 07115/2022 showed the laft foot was x-rayed.
The lefl ankie was negative for acute fracture or
other abnormality.

Conclusion; Not substantiated

4. Resident #1 was assigned a newly hired
Licensed Practical Nurge (LPN), less than a weak
on lhe job. The new LPN did nol dispense the
correct number of medications, Flve days laler, the
same LPN had an ex!ra foreign pill for 10:00 AM
consumplion,

On 08/16/2022, at 10:00 AM, the nurse was
observed pushing the medication thraugh the
bubble into a medicine cup. One of ihe pills was
crushed. The nurse and the surveyor entered the
residents’ apariment. The resident's son observed
the surveyor enter his mother's apartment through
the camera mounted on tha wall. Aithough the
surveyor identified herself and gave the reason for
her presence, Resident #1's son became irate and
informed the surveyor that she needed to make an
appoiniment ta enter his mother's aparimenl, At lhat
time, Residenl #1 became agitated slaling,
"somebody needs to make an appolntment!” The
surveyor apologlzed and exited the apartment, It
should be noted that the pills in lhe cup ware the
pilts from the bubble pack providsd by the
pharmacy. No other pills were added to the cup
prior to leaving the medigalion room, Al the time of
the observation, there was no evidence that tha
wrang madications were dispensed lo Resldent #1.

Conclusion: Not substanliated based on Resident
#1's son interfering with the survay process,
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Conlinued From page 3 RaES Resident’s 15Ps are developed
R 146 101131 Individualized Service Plans (ISPs) R 146 wilhin 30 days of admission to
establish appropriateness for
10113.1An ISP shall be developed for each Assisted Living Rasidence, within
resident not more han thirty (30} days prior to 72 hours of admission, 30 days post
agmission. admission, every six months and
Based on inlerviews and record reviews, Lhe when there is a change in physical
| Assisted Living Residence (ALR) failed to ensure and mental condition. 1SPs of all
that Individualized Support Plans (ISP) was sampled residents have been
developed wilhin 30 days prior lo admission, for 11 ,
of the 21 regidents in the sample (Residents #2, 5 upd.a t?d I .TO .
8,8, 10. 11, 12, 16, 18, 19 and 20) o = minimize recurrence of this deficiant
S ’ practice the ALR has revised
indinas i , gstablished move-in guidelings and
Findings included: reviewed updated standards with
The ALR failed to ensure that an Individualized clinicians on 9/9/22 (in-service
Support Plan (ISP) was developed within 30 days allached) A. Move-in process will be
prior to admission of the residenls, as evidenced continvously reviewed prior to each
below: admission lo ensure an ISP has
been developed within the required
1. 0n 08/17/2022 at 2.55 PM, a review of Resident timeline
#5's medical record showed (hal lhe resident was
admilted lo the ALR on 08/18/2021. Further review
of (ke record failed 1o show documented evidence
that an ISP was developed prior {0 the resident's
admission.
2. On 08/19/2022 at 1:05 PM, a review of Residant
#5's medical record showed that the resident was
admitled to the ALR on 01/06/2022. Further review
of tha record failed to show documenled evidence
Ihat an {SP was developed prior to tha resident's
admisslon,
3. On 08222022 at 3.13 PM, & review of Resident
#10's medical record showed that the resident was
admitted to the ALR on 04/20/22. Furthar review of
the record failed to show documented evidance that
an ISP was developed prior to the resident's
admission,
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4. On 0812372022 at 10:21 AM, a review of Residenl
#11's medical record showed that the resident was
admilted to the ALR on 07/30/2021. Furher review
of the record failed o show documanted evidence
lhat an ISP was daveloped prior to the resident's
admisslon.

5. On 08/23/2022 at 10:21 AM, a review of Resident
#12's medical record showed thal the residant was
admitted 1o the ALR on 05/08/2021. Furlher review
of the record falled to show documented evidence
(hal an ISP was developed prior to the resident's
admission.

6. On 08/23/2022 at 10:21 AM, a review of Resident
#18's medical recard showed that the resident was
admitled to the ALR on 03/03/2022, Further review
of lhe record failed to show documented evidence
that an ISP was developed prior lo the resident’s
admission,

7. On 0812372022 at 10:55 AM, a review of Resident
#2's medical record showad that the resident was
admitted to the ALR on 01/27/2021. Further review
of the record failed to show documented evidence
Ihat an ISP was developed prior to Lhe resident's
admisslion.

8. On 08/23/2022 at 11:38 AM, a review of Resident
#8's medical record showed that lhe residant was
admitled to the ALR on 09/30/2021. Further review
of the record failed to show documentad evidence
that an ISP was developed prior to the resident's
admission.

9. On 08/23/2022 al 12:47 PM, a review of Resident
#19's medica! record showed that the residenl was
admitted to the ALR on 02/03/2022. Further review
of the record failed lo show documented evidence
hal an ISP was developed
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Continued From page 5
prior to the resident's admission.

10. On 08/23/2022 at 12:53 PM. a review of
Resident #16's medical record showed that the
resident was admitled to the ALR on 07/04/2022.
Further review of the record failed to show
documented evidence that an ISP was developed
prior to the resident's admission,

11. On 08/2372022 at 1:44 PM, a review of Resident
#20's medical record showed lhat the residen] was
admilted to the ALR on 02/16/2022. Furthar review
of the record failed to show documented evidence
that an ISP was developed prior (o lhe resident's
admission,

During interview wilth the ALR's acting Directar of
Mursing {DON) on 08/17/2022 at 2:00 PM, she
indicated that she slarted working for lhe ALR in
May 2022 and could not provide informalion
regarding the admissions prigr lo her employmenl.

At the tima of the survey, the ALR failed to ensure
all residents had an ISP developed prior lo
admission.

This is a repeat deficiency. See daficiency report
dated 03/03/2021, Citation 44-106.04 (a)(1)

10122.1 On Site Medication Raview

101221 The on-site medication review by a
registered nurse that is arranged to occur every
forty-five (45) days. pursuant to § 903 of the Act
(D.C. Official Code § 44-109.03), shall include
documentaltion of any changes (o the resident’s
medication profile, inciuding changes in dosing and
any medicalions that have been added or

Health Regulaﬁonfﬁ:Em\g Adminisiration

STATE FORM

L3

R 146

R 330

A registered nurse will assess and
review the rasident’s medicalion
regimean every 45 days. The ALR
revievied the requirements with
the ADON and established a
medication reviow that aligns with
resident’s cycle fill every 30 days,
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discontinued.

Based on interviews and record reviews, the
Asslsled Living Residence (ALR) failed to ensure
Registered Nurses (RN) assessed each resident’s
medicalion regimen and lheir response lo the
medicalions every 45 days, for 14 of the 21
residents in the sample (Residents #1, 2, 5,8, 9, 10,
11,12, 13, 14, 15, 16, 19 and 20).

Findings included:

1. On 081162022 at 1.00 PM, review of Resident
#1's medical record failed to show documented
evidence lhal he assisted living residence's RN
assessed the resident's medication regimen and
response to her medications every 45 days.

2. On 08/168/2022 at 9:25 AM, review of Resident
#13's medical record failed to show documented
evigence that the assisted living residence's
regislered nurse assessed the resident's response
to her medicalions every 45 days.

3. On 08/18/2022 at 1.05 PM, review of Resident
#h's medical record failed to show documented
evidence that the assisted living residence’s RN
assessed the resident's medication regimen and
response to her medications every 45 days

4, On 08/22/2022 at 1:33 PM, review of Resident
#15's medical record failed lo show documented
evidence that the assisted living residence’s
ragislered nurse assessed the resident's response
to har medications every 45 days,

5. On 08/22/2022 at 3:13 PM, review of Resldent
#10's medical record failed to show documented
evidence that the assisted living resldence's
regislered nurse assessed Lhe resident's response
(o his medicalions every 45 days.

The more frequent reviews
will minimize the risk of this
deficient practice recurring. All
residents in the sample have

file. To minimize the risk of

during monthly QA
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updaled medication reviews on

recurmence a random sample of
resident records will be reviewed
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6. On 08/23/2022 at 9:35 AM, review of Resident
#14's medical record falled to show documented
evidence that the assisled living residence's
registered nurse assessed lhe resident's response
lo her medicalions every 45 days.

7. 0n 08/23/2022 al 10:15 AM, raview of Residenl
#2's medical record failed to show documented
evidence that the assisted living residence’'s RN
assessed lhe resident's medication regimen and
response to her medicallons every 45 days.

8. On 082312022 AL 10:21 AM, Review of Resident
#117's meadical record failed to show documented
evidence that the assisted lving residence's
registered nurse assessed the resident’s response
te his medicalions every 45 days.

9. On 08/23/2022 at 11:02 AM, review of Residsnt
#12's medical record failed {o show documented
evidence that the assisted living residence's
registered nurse assessed lhe resident's response
lo her medications every 45 days.

10. On 08/23/2022 at 11:38 AM, review of Residant
#8's medical record failed to show documented
avidence that the assisted living residence’s RN
assessed lhe resident's medication regimen and
response to her meadications every 45 days,

11. On 08/23/2022 al 11:47 AM, review of Resident
#9's medical record failed to show documented
evidenca lhat the assisted living residence’s
regislered nurse assessed the resident's response
to his medications every 45 days.

VS —— e e
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Conlinued From page 8

12. On 08/23/2022 al 12:47 PM, review of Resident
#19's medical record failad to show documented
evidence that the assisted living residence's
registered nurse assessed the resident's responsa
lo her medications every 45 days.

13. On 08/23/2022 at 12:53 PM, review of Resident
#18's medical record failed lo show documented
evidence that the assisted living residence’s
registered nurse assessed lhe residenl's response
to his medicalions every 45 days.

14. On 08/23/2022 al 1:44 PM, review of Residenl
#19's medical record failed to show documented
evidence Lhal the assislad living residence’s
regislered nurse assessed the resident's response
to her medicalions every 45 days.

On (08/23/2022 at 3:18 PM, the Assisted Living's
Acling Direclor of Nursing acknowledged thal the
residents' medications were not reviewed every 45
days as required.

At the time of Lhe survey, the assisted living
residence's registered nurses failed to consistentiy
review the residenls’ medication regimen and the
response to their medications every 45 days,

10125.4a Reporting Complainls To The Director

10125.4a  An ALR shall notify the Director of any
unusual incident that substantially affects a
resident. Nolifications of unusuaf incidents shall be
made by contacting the Department of Heallh

R 330

R 383
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IDENTIFICATION MUMHBER
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{¥3) DATE SURVEY
COMPLETED

by phone promplly, and shall be followed up by
written notification lo the same within twenly-four
{24) hours or the next business day; and

Based on Interview and record review, Ihe Assisted
Living Residence (ALR) failed to report timely, an
unusual incident of a missing person to the
Department of Heallh {DOHY), for one of the 20
twenty residents in the sampls (Residenl #2).

Findings included:

On 08/11/2022, \he Depariment of Heallh (DOH)
racelvad an unusual incident repor via an email
notification of a missing resident from the Assisled
Living Residence (ALR) facitilty. Accarding to the
Incident report, on 08/08/2022 at approximalely
10:00 AM, Resident #2 left the facility and had nol
relurned to the facilily. The resident was found by
he nephew the next day on 08/10/2022 at
approximately 3:30 PM (over 24-hours later) at
Farragut Parkway Melro/Bus slalion. The incident
was raviewed during the annual survey as part of
the incidentffallfcomplaint record review on
08/16/2022 beginning at 10:45 AM.

On 08/16/2022 interviews with Executive Direclor
{ED), Assistant Direclor of Nursing (ADON} and lhe
front desk Concierge staff at 12:22 PM, 12:51 PM
and 1:06 PM respectively, all indicated thal
Resident #2 was independesnt, comes and goes as
she pleases. For example, the ED slated that the
resident walked up to CVS all the lime.

On (08/18/2022 at 11:03 AM, interview with the
Regional Director of Clinical Services (ROCS)
showed that she was in the District of Columbia
conducting 1raining on the day {08/09/2022)
Resident #2 went missing. The Reglonal Director of
Clinical Services said she received nolification
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R 383| Continued From page 9 R 383

The ALR shall notify tha Director of
any unusual incident that
substantially affects a resident. The
Deparment of Heallh will be
contacted via telephone
Immediately. A wrilters notification
on the appropriale DOH form to
follow within 24 hours or next
business day of any unusual
incident. Community teadership,
clinicians, caregivers, et al. actively
participated/attended in-service
{raining on reporting unusual
incidents to Department of Heallh
on 8/30/22 to reinforce reporting
standards. The Execulive Director
and ADON or designee will review
each resident related incident in
real time, to determine the nead for
reporting to the department, ensure
prompt notification to the DOH,
thereby, minimizing the risk of
recurrence of this deficient practice.
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on the morning of 08/10/2022 thal the rasident was
missing and nolified the DOH of tha incident on
08/11/2022 since the ED was on vacalion.

At 2.53 PM, review of lhe ALR's Internal Incident
Reporling policy dated 02/15/2020 showed that all
incidents or unusual eccurrences will be reported
promptly to the Communily Management and
documented on the Communily's Incident Repont
form within 24-hours of the incidant. Furher review
of the policy showad that ED, Wellness Director, or
designee will assure reporting to the Medical
Provider end authorized Responsible Parly is
completed and documented promplly. The policy
also showed that the ED is responsible for assuring
an incidenl {).e., Elopement or missing resident) is
reported to and sent lo the state Agency on the
appropriate form and within the required time
required.

At the time of the survey, the ALR falled lo notify
DOH of an unusual incident (missing resident) thal
substantially affecled residants by phone promplly
and follow-up with wrilten notification within 24
hotirs or the naxl business day.

Health Regulpl
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Heallh Requlalion & Licensing Adminislralion

An annual survey, In conjunction with a complaint
invasligation was conducted on 08/16/2022,
08/17/2022, 08/18/2022, 0R/19/2022, 0B8/22/2022,
082372022 and 08/24/2022, 10 datermine
compllance with the Assisled Living Law (DC
Official Code § 44-101.01 et seq) and Assisled
Living Residence Reagulations, Title 22-8 DCMR
(Public Health and Medicing) Chapter 101, The
Assisted Living Residence {ALR) provided care for
96 residents and employed 87 personnel, to include
professional and administralive staff. A random
sample of 20 residenl records, 13 employee
records, four Private Duty Aide/Cedified Nurse
Assistant records, one Regional Director of Clinical
Services record, one Hospice Nurse record and one
Agency nurse record were selected for review. The
findings of the survey/complaint invesligslion were
based on observation, clinical and adminisirative
recerd review, and resident and staff interviews.

On 08/3/2022 at 8:48 AM, the Department of
Heallh, Heailh Regulations and Licsnsing
Administration, Inlermediate Care Facilities
(DOH/HRLA/ICFDY), received an email notification
from a complainant,

The complainant alieged the following:

1. The facility deliberalely opened a package that
was addressed to my mother (Resident #1) and
placed the items from the package inside her
aparimenl on 08/01/2022.

Conclusion: Not substantiated {See Tag 9999, Final
Observations)

2. Thaitermns from the package were not all there
and three tubes of the anhritis gel was not

STATEMENT OF DEFICIENCIES {%1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMRER; COMPLETED
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WASHINGTON, DC 20015
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PREFIX | {(EACH QEFICIENCY MUST BE PRECEDED BY FIAL REGULATORY PREFIX (EACH CORRECTIVE AGTHON SHOULD BE CCMPLETE
TAG CR L5C [DENTIFY NG INFOAMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
DEFICIENCY)
R GOGr Inilia! Comments R 000

PR BB AL I RRE SR
Plan of Carrection for the purpose
of ragulatory compliance. This
ALR is submilling this plan of
correction to comply with
applicable law and not as an
admission or statement of
agreement with respect to the
alleged deficiencies herein. To
remain in compliance with all state
regulalions, the ALR has taken or
will take the aclions set forth in the
foltowing ptan of correction. The
following ptan of correction
conslilutes the community's
allegation of compliance such that
all alleged deficlencles cited have
been or will be corrected by the
date or dalas indicated.
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delivered al all.

Conclusion: Not substantiated (See Tag 9999, Final
Obsarvalions)

3. Residenl #1 went to Lhe hospital because lhe
newly hired Cedified Nursing Assistant (CNA) did
nol know how to lransfer Resident #1 from the
shower {o her walker. Resident #1 ended up
parlially falling and Iwisting har ankle and foot which
she is still faboring from loday.

According to the caregiver's writlen statement, on
0711472022, after receiving a shower, Resident #1
asked lhe caregiver to support her by holding her
arms as she turned to grab her walkar. In the
course of turning for the watker, the caregiver stated
that Resident #1 twisted har ankle and started
screaming. ARer assessment by the facility's nurse,
Resident #1 stated that she was ok, bul the son
insisled lhal the residenl be laken to the hospital.

On 08/18/2022 at 1:38 FM, the Execulive Director
(ED) said during an Inlerview that Resident #1's son
staled that the caregiver did not transfer her
propery and asked the son if his molher's foot can
be x-rayed onsite. The son said no, | will take her to
the hospital. The ED said that Resident #1 returned
to the facility without any ankle brace and walked
around with her walker without any protlams. The
€D said that he asked Residenl #1's son for the
discharge papers and was not given any
documents, bul thal he called the hospltal where
Residenl #1 was taken, spoke lo the altending
nurse and received the discharge papers. According
to the €D, Resident #1's foot was perfecliy normal,

At 2:20 PM review of the hospital discharge

Heallh Regulalion & Licensing Administration o o N o a1 o T
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papers daled 07/15/2022 showed lhe left foot was
x-rayed. The left ankle was negalive for acute
fracture or olher abnormality.

Conclusion: Not substantiated

4. Regident #1 was assigned a newly hired
Licensed Practical Murse {LPN), less than a week
on the job. The new LPN did not dispense the
corract number of medications. Five days laler, the
same LPN had an extra foreign pill for 10.00 AM
consumption.

On 08/18/2022, at 10:00 AM, the nurse was
observed pushing the medicalion through the
bubble inlo a medicine cup. One of the pills was
crushed. The nurse and the surveyor antared the
residents' apariment, The residant's son observed
the surveyor enlter his mother's apartment through
the camera mounted on the wall. Although the
surveyor identified herself and gave the reason for
her presence, Resident #1's son became irate and
infarmed the surveyor that she needed to make an
appointment lo enter his mothar's apartment. At thal
lime, Residant #1 became agitated stating,
"somebody needs to make an appointment!” The
surveyor apologized and exited the apartment, it
should ba notad that the pills in the cup were the
pills from the bubble pack provided by lhe
pharmacy. No olher pills were added lo the cup
prior lo leaving the medicalion room. At the time of
the observation, there was no evidence that the
wrong medicalions were dispensed to Resident #1.

Concluslon: Not substantiated based on Resident
#1's son interfering with the survey process.

R 000
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STATEMENT OF DEFICIENCIES [(X1) PADVICER'SUPPLIER/CLIA (X2) YULTIPLE CONSTRUCTION {%3] DATE SURVEY
ANQ PLAN OF CORAECTION IGENTIFICATION NUMBER CONPLETED
A BULLDIRG:
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R 471 Conlinued From page 3 R 471
R 471 Sec, 604at Individualized Service Plans R 471 Resident's ISPs are developed
30 days prior to admission to
{a)(1) An ISP shall be developed for each resident establish appropriateness for
prior to admission. Assisted Living Residence,
Based on inlerviews and record reviews, lhe within 72 hours of admission,
Assisted Living Residencs (ALR} failed to ensure 30 days post admission, every
that Individualized Supporl Plans (ISP} were six months and when there is a
developed wilhin 30 days prior to admission, for 11 change in physical and mental
of the 21 residenls In lhe sample (Residents #2, 5, condition. ISPs of all sampled
6.8.10, 11, 12, 16, 18, 19 and 20). residents have been updated
Findings included: as of 9/16/2022. To minimize
gs includec: recurrence of this deficient
The ALR failed to ensure that an Individuatizad pracice th; ALR has ks
Supporl Plan (1SP) was developed within 30 days esta Elridlia el el
prior lo the admission of residents, as evidenced and reviewed updated
below: standards with clinicians on
922 (in-service altached).
1. On 08/17/2022 al 2,55 PM, a review of Resident Move-in process will be
#6's medical record showed that Lhe resident was continuously reviewed prior lo
admitled to the ALR on 06/18/2021. Further review each admission to ensure an
of the record failed to show documented evidence ISP has besn developad wilhin
that an ISP was developed prior to the resident's the required timeline.
admission,
2. On 08/19/2022 at 1:05 PM, a review of Rasident
#5's medical record showed hat the resident was
admitted to the ALR on 01/05/2022. Further review
of the record failed lo show documented evidence
that an ISP was developed prior to the residant's
admission,
3. On 08/22/2022 at 3:13 PM, a review of Resident
#10's medical record showad Lhal the resident was
admitled to the ALR on 04/20/22. Further review of
the record failed to show documented evidence that
an |SP was developed prior lo the residenl’s
admission,
4. 0On 08/23/2022 at 10:21 AM, a raview of
Heallh Regualion & Uicansing Admimistration S o o
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Coentinued From page 4

Residant #11's medical record showed that he
resident was admitted to ihe ALR on 07/30/2021.
Further review of tha record falled lo show
documented evidance that an ISP was developed
prior to the resigenl's admission.

5. On 08/23/2022 at 10:21 AM, a review of Resident
#12's medical record showed that the resldent was
admilted to lhe ALR on 05/08/2021. Further review
of the record falled to show documenled evidence
thal an ISP was developed prior to the resident's
admission,

6. On 082312022 at 10:21 AM, & review of Resident
#18's medical record showed that Iha resident was
admitled to the ALR on 03/03/2022. Further review
of the record failed to show documented evidence
that an ISP was developed prior to the resident's
admission.

7. On 08/23/2022 at 10:55 AM, a review of Resident
#2's medical record showed that the resident was
admilted to the ALR on 01/27/2021. Furlher review
of the record failed to show documeanted avidsnce
that an ISP was developed prior to the resident's
admisslon.

8. On 08/23/2022 at 11:38 AM, a review of Resident
#8's medical racord showed that the resident was
admitted to the ALR on 09/30/2021. Further review
of the record failed lo show documented evidance
that an ISP was developed prior to the residenl's
admission.

9. On 06/23/2022 at 12,47 PM, a review of Residant
#19's medical record showed that the resident was
admitted to the ALR on 02/03/2022. Further review
of the record failed to show documenled evidence
that an ISP was developed prior to the resident's
admission.

R 471
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10. On 08/23/2022 at 12:53 PM, a review of
Rasident #16's medical record showed that the
resident was admitted to the ALR on 07/04/2022.
Further review of the record failed to show
documented evidance that an ISP was developed
prior to the resident's admission.

11. On 08/23/2022 at 1:44 PM, a review ol Resident
#20's medicsl record showed that the resident was
admitled to the ALR on 02/16/2022. Further review
of the record failed to show documented evidence
thal an ISP was developed prior to the resident's
admigsion.

During an interview with the ALR's acling Director of
Nurging (DOM) on 08/17/2022 al 2:00 PM, she
Indicated that she started working for the ALR in
May 2022 and could not provide any information
related to admissions prior lo her employment by

the ALR,

At the time of the survey, the ALR failed to ensure .

all residents had an ISP developed prior to All I1SPs will be signed by the {
admission. resident, surrogate, and a 9/9/22

representative of the ALR upon
complelion and review. All ISPs
reviewed during survey have been

R 475 Sec. 604ab Individualized Service Plans R 475 ! ] ;
reviewed and signed by the resident
(5) The ISP shall be signed by the resident, or or surrogate and ALR representalive.
surrogate, and a representalive of the ALR, The ALR will establish a bi-annual
Based on record reviews and inlerviews, the cadence of resident andfor family
Assisted Living Residence (ALR) falled to ensure touchpoints to ensure ISPs are
that ISP was signed by the resident or surrogate, reviewed and signed AW Sec.
and a ropresentative of the ALR far 14 of the 21 604a5. To minimize |he risk of this
residents in tha sample (Resident #1, 2, 4. 5, 6, 8, deficiant praclice reoccurring the ALR
9, 11,12, 15, 16, 18, 19 and 20). will canduct a monthly QA Audit and
o review a random sample of resident
Findings included: I3Ps for comp'etion, review, and
signatures.

Health Regulation & Licansing Administration
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Continued From page 8

1. On 081162022 al 1:00 PM, a review of Resident
# 1's chnical record showed that the resident's ISP

daled 09/30/202 1 was not signed by the resident or
surrogale,

2. On 08/17/2022 at 2:55 PM, a review of Resident
¥ 6's clinical record showed that Ihe resident's ISP
dated 07/31/2021 was not signed by the resident or
surrogale.

3. On 08/17/2022 at 1.05 PM, a review of Resident
f# &'s clinical record showed that the residsnt's ISP
dated 01/05/2022 was not signed by the resident or
surrogate.

4. 0n 082212022 at 12:44 PM, a review of Resident
# 4's clinical record showed thal the resident's ISP
dated 08/17/2022 was nol signed by the resident or
surrogate,

5. On 08/23/2022 al 10:15 AM, a review of Resident
# 2's clinical record showed that lhe resident’s ISP
daled 01/27/2021 was not signed by the resident or
surrogale.

6. On 08/23/2022 at 10:21 AM, a review of Resident
# 11's clinical record showed that the resident's ISP
dated 02/124/2022 was not signed by the resident or
surragate.

7.0n0823/2022 at 11:38 AM, a review of Resident
# 11's clinical record showed lhat Ihe resident's ISP
dated 10/19/2021 was nol signed by the residenl or
surrogate.

8. On 08/23/2022 at 11:02 AM, a review of Resident
# 12's clinical record showed that the resident's ISP
dated 07/25/2022 was not signed by the resident or
surrogate.

R 475
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9 On 08/23/2022 at 11:47 AM, a review of Resident
# 9's clinical record showed lhal the resldent’s ISP's
daled 02/27/2022 and 07/25/2022 was no! signed
by the residanl or surrogate.

10. On 08/23/12022 12:47 PM, a review of Residenl
# 19's clinical record showed that the resident's ISP
dated 0B8/02/2022 was nol signed by the resident or
surrogate.

11. On 08/23/2022 at 12:53 PI, a review of
Residant # 16's clinical record showed lLhat the
resldent's ISP dated 07/04/2022 was nol signed by
{he resident or surrogate.

12. On 0872212022 1:33 PM, a review of Resident #
15's clinical record showed thal Ihe resident’s (SP
dated 08/03/2022 was not signed by the resident or
surrogale,

13. On 08/23/2022 at 1:44 PM, a review of Resident
# 20's clinical recard showed that the resident's ISP
dated 02/16/2022 was not signed by the resident or
surrogale

14. On 08/23/2022 1:54 PM, a review of Resident #
18's clinical record showad that there was two
residents ISP (undated) Lhat were not signed by the
resident or surrogate.

During interviews with ihe Direclor of Nursing on
08/23/2022 at 2:00 PM, she acknowledged the
deficient praclices and indicated that she was going
to provide the nurses with training on the ISP
process.

At the lime of survey, the facility failed to ensure
ihat each residenl’s ISP was signed by Lhe resident
or surrogate, and a representalive of the

Health Regulation & Licensing Administration
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(X1) PROVIDER/SUPPLIERICLIA

(A2) MULTIPLE CONSTRUCTION

{X) DATE SURVEY

(d) The ISP shall be reviewead 30 days after
admission and at leasl every 6§ months thereafier.
The ISP shall be updated more fraquentiy if there is
a significant change in the resident's condilion.

The resident and, if necessary, the surrogate shall
be invited to paricipate in each reassessment. The
review shall be conducted by an interdisciplinary
team that includes Lhe residenl's healthcare
praclitioner, the resident, the resident's surrogate, if
necessary, and the ALR,

Based on observations, inlerviews and record
reviews, the Assisted Living Residence (ALR) failed
to ensure residents Individualized Support Plans
(ISP) were reviewed 30 days after admission, every
six months thereafter, and updated with significant
changes in a resident’s condition for 15 of the 21
residents in the sample (Residents #1, 2, 3, 4, 5, 7,
8, 12.13, 15, 16, 17, 18, 19, and 20).

Findings included:

1. The ALR failed to ensure residents' ISPs were
reviewed 30 days after admission, as evidenced
below:

a. On 811742022 at 1.05 PM, review of Resident
#5's clinical record showed that the resident was
admilled on 01/05/2022. Further review of the
records showed no documented evidence (hat the
residenls {SP was reviewed or updated 30 days
after the resident was admilted lo Lhe ALR.

b. On 8/23/2022 at 11:38 AM, review of Resident

Health Regulation & Licensing Adminis|ration
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days afler admission, every six
months and with a change of
physical and mental condition.
All ISPs reviewed during survey
have been reviewed and
updated. The ALR will establish
a quarterly cadence of rasident
reviews with Medical Director.
To minimize the risk of this
deficient practice reoccurring
the ALR will conduct a monthly
QA Audit and review a random
sample of resident ISPs for
completion, review, and updates
as appropriate.
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#8's clinical record showed that the resident was
admilted on 08/30/2021, Furlher reviaw of the
recards showed no documented evidence thal the
residents ISP was reviewed or updated 30 days
after the resident was admitled to lhe ALR.

c. On 872372022 at 12:47 PM, review of Resident
#19's clinical record showed Lhat tha resident was
admitled on 02/03/2022. Further review of the
records showed no documenled evidenca that the
residents ISP was reviewed or updated 30 days
after the resident was admitted to the ALR.

d. On 8/23/2022 at 12:53 PM, review of Resident
#16's clinical record showed that the cesident was
admitted on 07/04/2022. Further review of lhe
records showed no documenled evidence that lhe
residents ISP was reviewed or updated 30 days
after the resident was admilted to the ALR.

e. On 8/23/2022 at 1:54 PM, review of Residant
#18's clinlcal record showad that the residenl was
admlited on 03/03/2022. Further review of the
records showed no decumented evidence that the
residents ISP was reviewed or updated 30 days
after the resident was admitted to lhe ALR.

f. On 8/23/2022 at 1:44 PM, review of Resident
#20's clinlcal record showed that the resident was
admitted on 02116/2022, Furlher review of the
records showad no documented evidence hat the
residents ISP was reviewed or updaled 30 days
after the resident was admilted (o the ALR.

g. On 8/23/2022 at 2:21 PM, review of Resident
#17's clinical record showed that lha resident was
admitted on 03/08/2022. Furher review of the
records showed no documenled evidence that the
rasidents ISP was reviewed or updated 30 days
after the resident was admilted to the ALR.
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During an interview on 08/23/2022 at 2:00 PM, the
Acling Director of Nursing (ADON) acknowledged
lhe missing documents and added thal she was not
employed at the time of the admissions.

2, The ALR falled lo ensure residents' ISPs were
reviewed every six monlhs after admission, as
evidenced below:

a. On 8/23/2022 at 1:54 PM, a raview of Resldent
#1's clinical racords showad thal the residenl was
admilted on 03/31/2015 to the ALR. Further review
of the records showed that tha last ISP review was
dated 09/30/2021. Thare was no documented
evidence thal the residanl #1's ISP was reviewed or
updated every six months after 09/30/2021 g3
required.

b. On 82372022 at 10:15 AM, a review of Resident
#2's clinical records showed thal tha resident was
admilted on 01/27/2021 to the ALR. Further review
of the records showed that the last ISP review was
dated 08/17/2022. There was no docurmented
evidence that lhe resident's ISP was reviewed or
updated every six months after 09/30/2021 as
required.

c. On 8/22/2022 at 12:11 PM, a review of Residant
#3's clinical records showed thal the resident was
agmilted on 12/05/2019 to the ALR. Further review
of Ihe records showed that the last ISP review was
dated 02/26/2021. There was no documented
evidence lhal the resident’s ISP was reviawed or
updated every six months afer 02/26/2021 as
raquired.

d. On 8/22/2022 at 12:44 PM, a review of

Heallh Regutation & Licensing Adminisliation
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Residant #4's clinical records showed that the
residen] was admitted on 12/01/2020 to the ALR.
Further revigw of the records showaed thal an ISP
was reviewad on 06/02/2021 lhare was no
documented evidence that an ISP was reviewed
prior to the most current ISP reviawed on
02/28/2021. There was no documented evidence
Ihat the residenl's ISP was reviewed or updated
priof to a current ISP 08/17/2022 as required.

e. On 8/18/2022 at 1:21 PM, a review of Resident
#7's clinical racords showed thal tha resident was
admilted on 01/10/2020 to the ALR. Further review
of the records showed that an ISP was reviewad on
087292020 there was no documented evidence that
an ISP was reviewed prior to an ISP that was
reviewed on 08/21/2021. There was no documented
evidence that the residant's ISP was reviewad or
updated every six monlhs as required.

f. On 8/23/2022 at 11:38 AM, a review of Resident
#8's clinical racords showed that the residant was
admilted on 09/30/2021 lo the ALR. Further review
of lhe records showed that the last ISP review was
datled 07/25/2022_ There was no documented
evidence that the resident's ISP was reviewed or
updaled evary six months after 08/30/2021 as
requirad.

g. On 8/23/2022 at 11:02 AM, a review of Resident
#12's clinical records showed thal lhe resident was
admilted on 05/08/2021 to the ALR. Further review
of the records showed (hat an ISP was reviewed on
07/17/2021 there was no documented evidence that
an ISP was reviewed prior to an ISP thal was
reviewed on 07/25/2022. There was no documented
evidence that the residenl’s ISP was reviewed or
updated every six monlhs as required,
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h. On 8/18/2022 at 09:25 AM, a review of Resident
#A13's clinical records showed that an ISP was
reviewed on 04/02/2021 there was na documented
avidence that an ISP was reviewed or updated
every six months as required.

i. On 8/22/2022 at 01:33 PM, review of Residenl
#18's clinical records showed thal an ISP was
reviewed an 04/25/2021 there was no dacumented
evidenca that an ISP was reviewed or updated
every six months as required.

Atthe time of the survey, he ALR failed to provide
documented evidence that all ISP's were updated
30 days after admission, every six months
thereafter, and updated when there were significant
changes in the resident's health care status.

Sec. 802b Medical, Rehabilitation, Psychosocial
Assess.

{b) The ALR shall mainlain resident information
obtained from a standardized physician's statement
approved by the Mayor. The information shall
include a dascriplion of the applicant's current
physical condition and medical status relevant to
defining care needs, and the apglicant's
psychological and cognitive status, if so, indicated
during the medical assessment

Based on interviews and record reviews, the
Assisled Living Residence (ALR) failed {o ensure
thal all sections of the Intermediate Care Facilities
Division AdmissionfAnnual Medical Cerlification
forms wers completed, for five of the 21 residents in
the sample (Residents #2, 6, 7, 12 and 21).

Healih Regulalion & Licansing Administration
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All seclions of the Intermediate
Care Facitities Division
Admission/Annual Medical
Cerlification will be completed for
each residenl admitted lo the ALR,
The DON or ADON will review all
forms priar to the day of admission
for complelion and accuracy. A
move-in checklist has been
developed lo ensure required
forms, documents and timelines are
mel. The five residents reviewed
during survey will be updated. To
minimize the risk of recurrence of
this deficient practice, a record
review will be conducted on lhe day
of move-in to ensure cerlification is
compleled in its entirely and on file.

1011422
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Findings included;

1. On 08/23/2022 at 10:15 AM, a review of Resldent
#2's medical certificalion form gated 01/27/2021
showed that the physician failed to complete the
primary, secondary diagnosis, mental health, and
sel-medicate sections of lhe form,

2. On 06/17/2022 at 2:55 PM, a review of Resident
#8's medical certification form dated 06/16/2021
showed that the physician failed to indicate if the
resident had or needed a mammaogram,
colonoscopy or a Papanicolaou test,

3. On 08/18/2022 at 1.21 PM, a review of Resident
#7's medical certification form dated 01/08/2020
showed that the physician failed to indicate if the
resident had or needed a mammogram,
colonoscopy, a Papanicolacu (PAP) lest, or a
Proslate-Specific Antigen (PSA) lest. The resident's
medicalions were not listed on the form. In
addition, the resident's tuberculin status was not
indicated nor if there was evidence if the resident
had any signs or symploms of an infectious
disease,

4. On 08/23/2022 at 1102 AM, review of Resident
#12's medical cedification form dated 05/04/2022
showed that the physician failed to indicate if the
resident had or needed a Proslate-Specific Antigen
(PSA) test. In addilion, the resident’s medications
were not listed on the form,

5. On 08/22/2022 at 10: 19 AM, a review of Residen!
#21's medical ceification form dated 07/19/2022
showed that the physician failed to address lhe
resident's dental status or indicate if the resident
needed (o be screened for dementia,

Haath Regulation & Licensing Administration
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On 08/22/2022 at 2:30 PM, the findings of the
records reviewed were discussed wilh the Acting
Director of Nursing (ADON). The Acting DON
acknowledged (hat the physician had not completed
all seclions of the Intermediate Care Facilities
Division Admission/Annual Medical Certification
forms.
Al the time of the survey, tha ALR failed {o ensure
lhe physician completed all sections of the
Intermediate Care Facilities Division
AdmissionfAnnual Medical Cerllfication forms.
R 800 Subheading On-Site Review R 800 A registered nurse will assess T
, . and review the resident's -
Sec. 903. On-site review. medication regimen every 45
. , days. The ALR reviewed the
i b e
Bagsed B TR r:nd rec:rd re;v'e h and established a medication
interviews iews, the ; ‘ '
: : review that aligns with resident's
Assisled Living Residence (ALR) failed lo ensure evels fi gy
ycle fill every 30 days. The
lhe Registered Nurses {RMN) assessed each more frequent reviews exceed
residant’s medicalion regimen every 45 days, for 14 the curr 1“ tandard and will
of Ihe 21 residents in the sample (Residents #1, 2, ) sl CaiGiancivill
5,8,9, 10, 11, 12, 13, 14,15, 16, 19 and 20). minimlze the I'I?k of this deficiant
praclice recurring.
Findings included:
1. On 08/16/2022 at 1.00 PM, review of Resident
#1's medical record failed 1o show documented
evidence that the assisted living residence’s
registered nurse (RN) assessed the resident's
raadication regimen and response to her
medications every 45 days.
2. On 0811812022 at 9:25 AM, review of Rasident
#13's medical record (ailed to show documented
tealth Regulation & Licensing Administration S i - o
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evidence that the assisted living residence's RN
assessed the resident’s response to her
medications every 45 days.

3. On 08/19/2022 at 1:05 PM, review of Resident
#5's medical record failed to show documented
evidence that lhe assisted living residence's &N
assessed lhe resident's medication regimen and
response to her madicalions every 45 days.

4. 0n 08/22/2022 at 1:33 PM, review of Residanl
#15's medical record failed to show documented
evidence that the assisted llving residence’s RN
assessed the resident's response lo her
medications every 45 days.

5. 0n 082212022 at 3:13 Pid, review of Resident
#10's medical record faited to show documented
evidence that the assisted living residence's RN
assessed the resident's response to his medicalions
every 45 days.

6. On 08/23/2022 at 8:35 AM, review of Resident
#14's madical record failed to show documented
evidence that the assisted living residence’s RN
assessed the rasident's response to her
madications every 45 days.

7. 0n 08/23/2022 at 10:15 AM, review of Resident
#2's medical record failed to show documented
evidence that the assisted living residence's RN
assessed the residenl's medication regimen and
response to har madications avery 45 days.

8.0n 08/23/2022 Al 10:21 AM, Review of Resident
#11's medical record falled to show documented
avidance that the assisted living residence's RN
assessed the resident’s response {o his medicalions
every 45 days,

Heallh Regulation & Licansing Administation
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B. On 08/23/2022 at 11:02 AM, review of Resident
#12's medical record failed to show documented
evidence that the assisted living residence's RN
assessed lhe residenl’s response to her
medications every 45 days.

10. On 08723/2022 al 11:38 AM, review of Residanl
#8's medical record failed to show documented
evidence that the assisted living residence's RN
assessed the resident's medication regimen and
response to her medicalions every 45 days.

11. On 08/23/2022 at 11:47 AM, review of Resident
#9's medical record failed to show documented
evidence that lhe assisled living residence’'s RN
assessed the resident's response to his medications
every 45 days.

12. On 08/23/2022 at 1247 PM, review of Resident
#19's medical record failed to show documented
avidence that the assisted living residence’s RN
assessed lhe residenl’s response to her
medications every 45 days.

13. On 08/23/2022 al 12:53 PM, review of Resident
#16's meadical record lailad to show documented
evidence that lhe assisled living residence's RN
assessed the resident's response to his medications
evary 45 days.

14. On 08/23/2022 at 1:44 PM, review of Resident
#19's medical record failed to show documented
evidance that the assisted living residence’s RN
assessed the resident's response lo her
medications every 45 days,

On 08/23/2022 at 3:18 PM, the Assisted Living's
Residences Acting Director of Nursing
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acknowledged that the residents medicalions were
nol reviewed every 45 days as required.

At the time of the survey, the assisted llving
residence's registered nurse failed to consistently
review lhe residents' medicalion regimen and their
responses (o lheir medicalions every 45 days.

A registered nurse will assess and
review the resident’s medication
regimen evary 45 days. The ALR
reviewed the requirements with
the ADON and established a
medication review that aligns with
resident's cycle fill every 30 days.

R 802 Sec. 903 2 On-Site Review. R 802

(2) Assess lhe residenl's response to medication;
and
Based on record reviews and interviaws, the
Assisted Living Facility failed lo ensure the
Registered Nurse (RN) assessed each resident's

response lo their medicalion at least every 45 days, The more frequant reviews
for 12 of the 21 residsnls In the sample (Residents exceed the current standard and
#2,3,4,5 9, 11,12, 14, 15, 17, 18 and 19). will minimize the risk of this

deficienl practice recurring.
Findings included;

1. On 08/23/2022 at 1:21 PM, a review of Rasident
#2's medical record showed that the RN
documented medicalion reviews for the resident on
07/21/2021, 05/20/2021, 04/01/2021 and
03436/2021. Further review of the records falled lo
show evidence that the nurse assessed the
resldent’s response to the medication.

2. On 08/22/2022 al 12:11 PM, review of Resident
#3's medical record showed thal the RN perormead
a medication review for the residant every 45 days,
however the review faited to show evidence thal the
nurse assessed the resident’s response lo the
medication.

3. On 08/22/2022 at 12:44 PM, review of

Health Requlation & | icensing Administration
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Resident #4's medical record showed that he RN
performed a medication review for the resident
every 45 days, however lhe reviews falled to show
evidence that the nurse assessed the resident's
response Lo the medication,

4. 0n 08119/2022 al 1:21 PM, review of Resident
#5's medical record showed that the RN
documented medicalion reviews for the resident on
02/01/2022, 05/27/2022 and 07/11/2022. Further
review of the reviews falled to show evidence Lhat
the nurse assessed the resident's responss to the
medication,

5. On 08/18/2022 al 1:21 PM, review of Rasident
#7's medical record showed that the RN
documented medication reviews for the residenl on
11/08/2021, 03/02/2022, and 0B/04/2022. Further
review of the reviews failed to show evidence Lhat
lhe nurse assessed the resident's response 1o the
medication.

6. On 08/23/2022 at 11:47 AM, review of Resident
#9's medical record showed that the RN
documented a medication review for the resident on
07{26/2022. Further review of the reviews failed to
show evidence thal the nurse assessed tha
resident's response to the medication.

7. On 0872312022 al 11:47 AM, review of Resident
#11's medical record showed that the RN
documented medication reviews for the resident on
08/22/2021, 1211312021, 02/16/2022, 03/26/2022,
05/10/2022, 08/20/2022, and 07/15{2022, Further
review of the reviews failed to show evidence thal
the nurse assessed the resident's response to the
medication,

8. On 0B/23/2022 at 11:02 AM, review of Resident
#12's medical record showed that the RN
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documentsd medication reviews for the resident on
08/21/2021, 027121/2022, 03/2612022, 05/0672022,
06/16/2022, and (7/26/2022. Further review of the
reviews failed to show evidenca lhal the nurse
assessed the residenl's response to lhe medication.

9. On 08/23/2022 at 9:35 AM, review of Resident
#14's meadical record showsd that the RN
documented medication reviews for the resident on
05/10/2021 and 07/25/2022. Furlher review of the
reviews failed to show evidence Lhal the nurse
assessed the resident's response to lhe medication,

10. On 08/22/2022 at 1:33 PM, review of Resident
#15's medical record showed (hat the RN
documented medication reviews for the resident an
0312512022, 04/02/2022, 05/21/2022, and
07/1612022. Further review of the reviews failed to
show evidenca that the nurse assessed the
resident's response to the medication,

11. On 08/23/2022 at 2:21 PM, review of Residant
#17's medical record showed that the RN
documented medication reviews for lhe resident on
05/23/2022, and 07/16/2022. Further review of the
raviews failed o show evidence lhat the nurse
assessed the resident's response to lhe medication.

12. On 0B/23/2022 al 1:54 PM, review of Residenl
#18's medical record showed (hat the RN
documentad medication reviews for Ihe residant on
04/10/2022, 051252022, 0710812022, and
08/08/2022. Further review of the raviews failed to
show evidence thal lhe nurse assessed the
resident's response o the medication.

11. On 0B/23/2022 at 12:47 PM, review of
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Rasidenl #19's medical record showed lhat the RN
documented medicalion reviews for Lhe resident on
02/1412022 and 08/02/2022. Further review of the
reviews failed to show evidence Lhat the nurse
assessed the resident's response to the medication.

On 08/24/2022 at 02:37 PM, Lhe Acting Director of
Nursing acknowledged that the 45-day review forms
did not include an assessment of lhe resident's
response to thelr medications.

Al the time of survey, the facility falled to document
an assessmenl of each resident's response (o their
medication at least every 45 days,

Final Observations

Itis recommended that this area be reviewed, and a
determinalion be made regarding appropriate
actions.

On 08/03/2022, the Daparimant of Health, Heailth
Regulalions and Licensing Administration,
Intermediate Care Facilities Qivision
{DOHHRLAJICFD), received a complalnt from a
complainant. The complalnant stated that on
0713172022, he ordered gloves and Asper creme for
his mother (Resident #1) thal arrived at [facilily
nama] that night. The complainant verified with Lhe
front desk staff around 10:47 PM that the packages
were delivered.

Based on the nalure of this complaint, the State
Survay Agency (SSA) initiated an onsite annual
survey In conjunction with a complaint investigation
survey beginning on 08/16/2022, to determine
compliance with the Assisted Living
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Residence Regulatory Act of 2000, "DC Code §
44-101.01" and attendanl regulations.

08/18/2022 at 12:40 PM, Employee #12 said during
an interview that she remembered a package hat
arrived from Amazon hat was addressed to
Resident #1 on Sunday, July 31, 2022. Employee
#12 stated lhat she arrived at work that morning and
saw the package silling on her desk. Employee #12
said that when packages arrive late Sunday nights,
(hey would be delivered to the residents on Monday
mornings, after being logged into the sign-in book
by Employes #9. Employee #12 further stated that
Residenl #1's son requested that the Community
Relations Director, Maintenance staff andfor the
Cerlified Nursing Assistant working with Resldent
#1 come down to the front desk, retrieve the
package and deliver lhe package to the resident,

At 12:44 PM, Employee #7 said during interview
that while providing care to Resident #1, she
received a call over the walkie talkie to come down
and retrisved a package from the front desk that
was addressed to Resident #1. Employee #7 said
thal she retrieved tha package from the front desk,
went back upstairs to Resident #1's badroom and
opened the package in front of the resident. She
said there were three boxes of gloves inside the
package, and she put one box of gloves in Resident
#1's room and the other two box of gloves in lhe
resident’s closet. Employee #7 stated lhat Residant
#1's son was ok wilh me opening his mothar's
packages. He [the son] has cameras inside his
molher's apariment. When ask if there were three
tubes of anhritis gel inside the package, Employee
#7 said, "no." Employee #7 indicated that she had
oul some type of creme on Resident #1's kneas
today, which was kept Inside the bathroom.
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At 2:12 PM, the Executive Directar (ED) said during
interview lhat he believed the package/box with the
arthritis gel was delivered to Resident #22's
apariment (108). At 2.17 PM, inlerview with
Resident #22 in his apariment showed that he
received a box a few weeks ago but cannot recall
the exact dale. The resident sald that Employes #9
brought the box up lo him. Resident #22 said he
asked Employee #9 1o open the box, because he
did nol remember ordering anything. After opening
the box, the resident said that Employee #9 lilted
the box 50 he could see inside the box, The resident
said that the box contained Asper crema, and he
lold the employee to place the creme on the
counler. The resldent said a day or two later, he got
a call from the front desk indicaling that the box was
sent to him in efror, and thal Employee #8 came
and got he box and took it to Resident #1,

At 2:50 PM, Employee #9 sald during an Inlerview
that Resident #22 always asks me to open his
packages when | deliver them to his apartment,
Employee #49 gald that he did not recall delivering a
box to Apariment 109 that was addressed to
Resident #1. Employee #9 slaled that when
packagesfboxes come In, | sign them in and leave
them at the front desk. "1 don't defiver
packages/boxes to apatmenl 405 and 302,

At 3:11 PM, Employes #8 said during an interview
that she was the one who delivered Resident #1's
package to Resident #22's agariment 109. She
indicated lhat she was at Lhe fronl desk and a
received a call to attend to a residenl upsiairs on
the same floor near apatment 109, Employae #8
stated thal before rushing upstalrs, the Front Desk
staff gave her a box wilh Resident #22's mail on top
of the box. She said that she
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assumad the mall and box belong to the same
resident, she dropped the mail and box off o
Resident #22 quickly and left oul of the aparimenl to
allend to resident on the same floor who was having
issues with oxygen. The following day, the Front
Desk staff slaled she gave me the wrong box.
Employee #3 said "honestly”, | did not check to sce
who the box belong to. | had a piece of mall with
Resident #22°s name on the mall which was paced
on top of the box, and | assumed il was his mail and
box. She slated that Resident #1's son came lhe
nex| day and asked about the Asper creme. She
stated she wenl back to Resident #22's aparimenl,
retrieved the box with Lhe Asper creme and took Lhe
creme to Resident #1's apartment.

On 08/19/2022 al 2:52 PM, the surveyor requested
a copy of lhe Assisted Living Rasidence {(ALR)
policy on privacy andfor a protocol for receiving and
disseminating mail and packages. There was no
policy given to lhe surveyors prior to the exit on
08/23/2022.
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