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An annual survey was conducted from April 27,
2015 through May 8, 2015, to determine
compliance with the Assisted Living Law " DC
Code § 44-101.01.
The Assisted Living Residence (ALR) provides
' care for one hundred -forty nine (149) residents
and employs one hundred and sixty (160) staff
members. The findings of the survey were based
| on abservation, record review and interview. The
findings revealed that 111 of the 149 residents
had experienced a total of 340 falls from May
2014 to May 2015. One hundred and eleven (111)
| falls resulted in injuries (e.g. minor head injuries,
' skin tears, bruises, lacerations and fractures), 23
- of which resulted in emergency room visits.

Due to the findings, it was determined that
conditions found posed a serious and immediate
risk to residents ' health and safety. Specifically,
the findings revealed: (1) a systemic failure to
provide supportive services to ensure residents’
risk of falling had diminished; and (2) a failure to
identify the root cause of the resident falls. It
should be noted that the findings of the previous
year ' s survey completed on June 4, 2014,
revealed that from December 1, 2013 through
May 9, 2014 71 residents experienced a total of
166 falls. Fifty-one (51) of the falls resulted in
injuries (e.g. minor head injuries, skin tears,
bruises, laceration, and a hip fracture).
Additionally, 40 residents sustained injuries of
unknown origin (e.g. skin tears, bruises and
lacerations).

According to the review of the submitted plan of
corrections dated July 10, 2014, the assisted
living residence indicated that procedures would
be implemented including the following as
stipulated in the facility ' s “ Fall Policy " :

|
Grand Oaks is filing this response for

he sole purpose of confirming
compliance with requests of DOH in
receipt of the survey report related to
the survey conducted between April
27,2015 and May 8, 2015. This
response is based on cooperative |
discussions with DOH and is not an |
admission of liability or statement of |
agreement with respect (o issues
identified in discussions with the
agency but is submitted to

demonstrate regulatory compliance.

504.1 Accommodation of Needs
To receive adequate and appropriate
services and treatment with
reasonable accommodation of
ndividual need and preferences |
consistent with their health and

ohysical and mental capabilities and
their health or satety of other

Il'esidcnts

L. Corrective Action

Residents #1, #2, #3, #4, #6,
#8, #9 and #10 have all had
referrals for therapy services
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(Residents #5 and #7 have since
Nursing staff would document on the " Post passed away).
Fall Evaluation/Huddle Tool " to detail
; circumstances of the fall and establish .
precautions to ensure resident safety; In response to Res@ent #1
and hourly monitoring
The " Morse Za”s ISC?le "’ V'V(OU[d be used to l'ecommendations‘ Grand
' determine the resident ' s fall risk score; : Oaks will initiate a Shared
The " Fall Risk Assessment, Prevention and f Responsibility Agreement
Management Tool ' would be used to determine with the resident and son to
Lhe sgfetytﬁre;;a”utiqns that wourd be implemented document the resident’s and
ased on the falls risk score; the POA’s declination of 07/20/2013
The fall risk score and the safety precautions “ Private Duty assista.nce and
" implemented would be documented on the “ Post their desire to exercise the

Nursing staff would document an evaluation thcs'e matters. [n addition,
of the resident post fall daily for 72 hours . Resident #1 will be
| following a fall resuiting in injury; reevaluated with regard to the
| N =
Nursing staff would complete a referral to the app 10p1\1‘at‘epess Of. a _reacher
rehabilitation provider after any fall sustained by a as an etfective assistive
resident; ‘ device.

The residgnt ‘s ISE wou’Id be updated with In response to Resident #2
any changes in the resident ' s status along with d - d
- approaches to prevent or minimize further and use of ETOH, Gran
I incidents and _| Oaks will also initiate a
. . . ' Shared RCSpOHSibilily 07/20/2015
In addition a resdent th;t experiences more | Agreement with the resident
than two falls without injury in 72 hours would g
have a medication review performed by a nurse a“d_ family to Flocument the
practitioner or consultant pharmacist and the resident’s desire to exercise
results and/or medication changes would be | the right to autonomy with

doguEntsd. regard to their ability to make

Further review of the submitted plan of , individual decisions.
, corrections dated July 10, 2014, reveaied the |
Heaith Regulation & Licensing Administration
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R 000 Continued From page 2 R00O
| assisted living residence indicated that Resident #2 ISP has been
| procedures would be implemented including the updated to reflect the
fL(J)"von:;negs:es dsltf'glatlizllig the facility *s resident’s preference
nwi : ] .
ury ) ‘ regarding ETOH
The resident's primary physician will be ' consumption. Based on |
. notified by telephone and facsimile. ‘ Resident #2's ISP and -‘

_. o noncompliance with medical
| The findings of the current survey, however, dati
failed to provide evidence that the recommendations contact
aforementioned procedures had been guard is not an appropriate
consistently implemented. intervention to meet Resident

#2's needs. The

Please Note: Listed below are abbreviations used re‘(.iommenfiation to that ]
in this report. . ettect previously noted by P'1

in Resident #2°s record —
Assistance Living Administrator (ALA)

Assisted Living Residence (ALR) ; apparently m%lde without
At bedtime (qhs) I knowledge of all the

Director of Nursing (DON) information in Resident #2°s
Emergency Room (ER) ' ISP and history of

Ethanol Alcohol (ETOH) | and . .
Executive Director (ED) . noncompliance with medical

Interdiscipiinary Team (IDT) I recommendations — was
Individualized Service Plan (ISP) therefore inappropriate. In
Medication Administration Record (MAR) response to Resident #2
| Milligra ; ;
N::Irlge l;?:‘c(t"?lgz] er (NP) pharmacy consult, pharmacist
' Occupational Therapy (OT) will review all current
Shysician <h)rder Shee)t (POS) medications and provide
hysical Therapy (PT current recommendations 1o
! E:’;\/r?;ef g;%l_\'(d;ég?m be sent to the physician.
By mouth - (PO)
s Complained of - (c/o) 3 In response to Resident #3,
Assistant Director of Nursing - (ADON) Grand Oaks will continue to

encourage Resident —

__Heallh Regulation & Licensing Adminisiration
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R 292 Sec. 504.1 Accommodation Of Needs. R202 | individually and in meetings
' with Resident #3 and
(1) To receive adequate and appropriate seryices | daughter — to utilize walker,
and treatment with reasonable accommodation of , 1l d d call
. individual needs and preferences consistent with wear call pendant, and ca
| their health and physical and mental capabilities for assistance when needed.
; and the health or safety of other residents; « Grand Oaks will also initiate
: Based on observation, record review, and- ‘ R, e .
L ‘ . i , esponsibili
| interview, the ALR failed to: (1) provide services a Shared p h b . ty 3
| to reduce and eliminate frequent falls; (2) ensure Agreement with Resident #
; necessary supervision/monitoring; (3) provide and daughter to document
| supportive services as identified in policy or as their desire that Resident #3
. recommended; and (4) make certain a : : rSYS
recommendation from the pharmacist had been ; exercise the %ﬁlght 10 ’ 07/2072015
addressed in accordance with each resident's g‘ autonomy with regard to
. needs, for 10 of 10 patients in the sample. | Resident #3's ability to make
(Residents #1, #2, #3, #4, #5, #6, #7, #8, #9, and individual decisions in light
#10) . ]
The findings include: of and not'v»'fxthst.andmg the
I. The ALR failed to ensure residents received countervailing risks of falls
supportive care to reduce and eliminate frequent or other injuries.
falls.
On April 28, 2015 through May 7. 2015, review of }
. the electronic event reporting system revealed In response t(? Resident #4,
- from May 10, 2014 through May 7, 2015, Grand Oaks followed up
. Residents #1, #2, #3, #4, #5, #6, #7, #8, #9, and promptly regarding the
1; #10 experienced the following incidents of falling: resident’s fall history and
[ .
' a. Resident #1's record revealed he/she coordinated a new ISP '
, sustained sixteen (16) falls. effective 04/17/2015 with a
_ new primary physician for
b. Regldent_#2 s record revealed he/she the resident and other
sustained nineteen (19) falls. ]
members of a
c. Resident #3's record revealed he/she multidisciplinary team. The
sustained two (2) falls. resident has had no further
d. Resident #4's record revealed he/she falls.
| sustained six (6) falls.
Health Reguialion & Licensing Administration
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€. Resident #5's record revealed he/she
sustained eight (8) falls.

f. Resident #8's record revealed he/she sustained

| one (1) fall.

g. Resident #7's record revealed he/she

| sustained fourteen (14) falis,

| and Documentations".

h. Resident #8's record revealed he/she
sustained thirteen (13) falls.

i. Resident #9's record revealed he/she sustained
seven (7) falls.

j. Resident #10's record revealed he/she
sustained five (5) falls.

Interview was conducted with the DON on May 7,
2015, at 2:00 p.m., to ascertain information
regarding how the ALR addressed resident falls.
According to the DON, the ALR utilizes a "Fall
Policy” as needed to address the aforementioned
incident type.

Review of the "Fall Policy" dated July 7, 2014,
on May 4, 2015, at approximately 10:00 a.m.,
revealed a sectioned entitled, "Post-Fall Actions
"Morse Falls Scale”. The

' section describes a morse falls scale that would

be used after each fall to determine the resident's
fall risk by assigning a score. Based on the fall
risk score, a "Fall Risk Assessment, Prevention

- and Management tool" would be used to

| determine safety precautions to be implemented
* The scale and corresponding safety precautions
. would then be added to a "Post-Fall

Evaluation/Huddlie Tool" that would further assist
in identifying precautions to be implemented to

| ensure the resident's safety. Additional review of

In response to Resident #5,
Grand Oaks followed up
promptly regarding the
resident’s fall, evaluated the
matter, and recommended
that Resident #5 receive an
evaluation for physical and
occupational therapy. Given
the severity of Resident #5°s
cognitive impairment,
however, it was further
determined that the resident
was not appropriate for
physical therapy’s caseload.
Grand Oaks also interacted
repeatedly with the resident’s
POA proposing options to
limit risk of injury. Resident
#5 had no additional fall
history after 01/28/15 and, at
Grand Oak’s initiation, was
subsequently evaluated for
and placed in hospice
therapy. As noted, Resident
#5 had no additional falls
after 01/28/15 and died
recently while in hospice.

[n response to Resident #6,
the resident’s one fall as
identified by root cause was
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R 292 Continued From page 5 R 292
' the aforementioned residents’ records from April related to family
28, 2015, through May 7, 2015, failed to provide circumstances which are
evidence that each fall was provided a score. 5 being addressed through |
At the time of the survey, the ALR failed to support services provided by
| provide evidence that an effective system had Grand Oaks and Resident #6
been developed and implemented to reduce and [ has had no further falls.
¢ eliminate resident falls. |
Continued review of the fall policy, in a section | .
| entitied, *Falls Reduction Plan’, revealed that if a ( In response to Resident #7,
| resident has more than two (2) falls without injury Grand Oaks recommended
in 72 hours, the resident will have a medication the addition of 24-7 private
. review done by a NP or consuitant pharmacist or : > |
- physician. The results will then be documented in | dthy assmtanf:e for the l
! the resident record along with medication I ‘ resident, Re51de.nt #7: and
' changes if ordered. Review of Resident #2's his/her adult child Healthcare
record on May 6, 2015, at approximately 12:45 ‘ POA declined the
p.m., however, failed to provide evidence that a i : \
- medication review had been conducted following recommendation and statec.l
falls sustained on February 7, 8, and 9, 2015. ‘ they understood the potential
It should be noted that the facility had previously 1 consequences of the
e g A ol | cclinafionsResidentii
esiden . According to aview e - .
submitted plan of corrections dated July 10, 2014, i al_lsmoned to the O_asfs
the assisted living residence indicated that | Neighborhood (a unit for
procedures would be implemented including the ' residents with advanced
following as stipulated in the facility's "Fall Policy" ’ memory loss). PT began on
| | 01/06/2015 and ended on
Nursing staff would document on the “Post 01728/2015 after discharge
Fall Evaluation/Huddle Tool" to detail [ due to failure of progress.
circumstances of the fall and estabnsh Resident #7 subsequently
precautions to ensure resident safety;
passed away due to sudden
The "Morse Falls Scale” would be used to | heart attack.
determine the resident's fall risk score; {
The " Fall Risk Assessment, Prevention and [n response to Res?dellit #8
Management Tool" would be used to determine and two hour monitoring,
! . the safety precautions that would be implemented
Health Regqulation & Licensing Administration o
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R 292 Continued From page 6
based on the falls risk score;

The fall risk score and the safety precautions |
implemented would be documented on the "Post
Fall Evaluation/Huddle Tool" ; i

Nursing staff would document an evaluation
' of the resident post fall daily for 72 hours ‘
| following a fall resulting in injury;

Nursing staff would complete a referral to the
rehabilitation provider after any fall sustained by a
resident;

The resident's ISP would be updated with any
| changes in the resident's status along with

approaches to prevent or minimize further
incidents and

In addition a resident that experiences more
than two falls without injury in 72 hours would
have a medication review performed by a nurse
practitioner or consultant pharmacist and the
results and/or medication changes would be
documented.

Il. The ALR failed to ensure residents received
supervision/monitoring services as
recommended:

- A, Review of Resident #1's record on May 1,
2015, at approximately 10:45 a.m., revealed that

“Resident #1 sustained a fall on October 4, 2015.
On the same day, the nurse documented on a "
72 Hour Observation " form that the resident
should be monitored every two hours. Further
review of the resident's record revealed a "
Past/Fall Evaluation/Huddle Tool " form dated
December 16, 2014. The form indicated that the
resident sustained a fall on December 16, 2014,
and that " hourly rounding " should be

i

Grand Qaks will initiate a
Shared Responsibility
Agreement with the resident
and family to document the
resident’s desire to exercise
their right to autonomy with
regard to their ability to make
individual decisions.

07/20/2015

In response to Resident #9
monitoring, the current ISP
reflects accurate and
appropriate interventions,

In response to Resident #10,
the ISPs for all residents,
including Resident #10, will
be updated to document
PT/OT services to be
provided.

In response to Resident #11,
the resident’s physician was
made aware of the un-
witnessed injury on April 22
2015 at 11:49 a.m. via
facsimile.

s
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R 292 Continued From page 7 R 292
 implemented to ensure the resident’ s safety. {IL How to Identify Other

| the staff. "

further evaluation.

' Continued review of the record revealed that the
resident sustained another fall on March 5, 2015,

- The ALR informed the resident's physician of the

. fall by fax on the same day. The physician
responded to the fax and replied, " Do not leave
patient alone for periods of time as impulsive and

! will try to stand but unable to bear weight due to - |
late effect CVA" . The resident's record, however,

failed to provide evidence that monitoring every

» two hours and hourly rounds had been

conducted. Furthermore, the record failed to

provide evidence that the resident was not left

alone in accordance with physician's instructions

Interview with the Executive Director on May 1,

. 2015, at approximately 2:39 p.m., revealad " We

i don't have the staff in an ALR to do two hour
monitoring. * Interview with the DON on the
same day at approximately 2:45 p.m. revealed
that the " hourly rounding " was not done and that
the resident is left alone for periods of time.

During a telephone conference with the resident *
s physician on May 1, 2015, at approximately
2:39 p.m., the physician stated that he/she was
aware of the resident ' s falls. The physician

i indicated that the fax that he/she signed cn
March 5, 2015, " was not meant to be an order

| by any means, it was just a communication for

Note: Resident #1 sustained a total of sixteen |
{16) falls from October 4, 2014 through May 2, |
2015. In nine (8) of the falls, the resident
experienced an injury (e.g. skin tears, bruises,
abrasions and a hematoma of the forehead). One .
(1) of the injuries required a transfer to the ER for i

At the time of the survey, the ALR failed to

Residents/Staff

Upon admission of a
resident to Grand Oaks, a
PT/OT evaluation will be
completed. The Physical
Therapy portion of the
evaluation will include
bed mobility, gait,
transfers, and balance.
Additionally, deficiencies
will be noted in activity
tolerance,
cognition/safety
awareness, motor
coordination, muscle
tone, pain, range of
motion, reflexes,
sensation, and skin
integrity. The
Occupational Therapy
portion of the evaluation
includes activities of
daily living/self-care
deficits, hygiene,
toileting, self-feeding,
shower/tub use,

| homemaking abilities.

The nurse will review all
provider orders for

_ i ing Administration
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provide evidence that Resident #1 received the
' recommended monitoring services as indicated.

B.
1. On May 4, 2015, at approximately 11:35 a.m.,
| review of Resident #2' s record revealed a history ]
and physical dated April 28, 2010. The history . '
and physical documented that, " [Resident #2]
had a tendency to over use ETOH and should not
drink unless extremely closely supervised. "
Further review of the record revealed POSs and
| MARs dated from January 2015 through April
2015 that revealed that Resident #2 had
diagnoses that include chemical
dependency/abuse.

On May 6, 2015, at approximately 10:35 a.m.,
review of Resident #2's ISPs dated October 5,
2014 and April 15, 2015, indicated that according
to the resident ' s history and physical; the
resident " should not have alcohol unless
[he/she] is closely monitored. " Also, the
aforementioned ISPs indicated that the resident "
may have one glass of white wine with dinner. "

On May 6, 2015, at approximately 2:35 p.m.,
" interview with the DON revealed that Resident#2
is supervised in the dining room when he/she
consumes the one glass of white wine with
dinner, however, the resident does have alcohol
delivered directly to his/her apartment. .

At the time of the survey, the ALR failed to ,
provide evidence that Resident #2 was

consistently " extremely closely supervised "

when consuming alcohol,

2. Review of Resident #2 ' s record on May 7,
| 2015, at approximately 3:15 p.m., revealed ;
Resident #2 sustained a fall on September 30, !

implementation or, in the
event a recommendation
is not appropriate based
on all available
information, for
correction.

Grand Oaks has engaged
with current pharmacy
provider to continue
ongoing pharmacy
reviews, which began on
April 1, 2015. These
reviews will continue
with 100% completion by
October 1, 2015 and
continue semiannually for
each resident. In
addition, Grand Oaks has
negotiated pharmacy
reviews on an as needed
basis as requested by the
clinical leadership team.
When recommendations
are made by the
pharmacist, they will be
sent to respective
providers for review.

Falls prevention training
will be conducted by
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| 2014. On the same day, the nurse documented , Director of Nursing
on a " Post/Fall Evaluation/ Huddle Tool " and a ; (DON), or designee, to
" 72 Hour Observation " form that the resident '
should be monitored every two hours. Further ] Grand Oaks team
' review of the record, revealed " 72 Hour member.S. Fa‘lls‘ .
Observation " forms dated September 30, 2014, Prevention training will
: glclttc;be;;;. '22'14'tN doz’ﬁ”t"'gfr 1, q&an?hzdz?r' utilize the curriculum of
of which indicated that the resident had fallen .- ] s . .
on the aforementioned dates and that the S;mor Living University
resident should be monitored every two hours. via supplemental DVD
The resident ' s record however failed to provide f training. This training
te)vidence ct,hatt n;onitoring every two hours had ‘ will take an
[|PEen conductec. interdisciplinary
' Interview with the Executive Director on May 1, approach. Grand Oaks
2015, at approximately 2:39 p.m., revealed " We will partner with its
: don t h_ave"the staff in an ALR to do two hour PT/OT provider to
| monitoring. | ; = N
| conduct this training.
' Note: Resident #2 sustained a total of nineteen
' (19) falls from ' ' Grand Oaks will schedule
 May 10, 2014 through Aprit 18, 2015. In eight (8) .’ a Falls awareness seminar
| of the falls, the resident experienced an injury. . f id famili
(e.g. skin tears , a right hip hematoma and a or residents, tamilies,
facial contusion). and POAs to improve
At the ti f th the ALR failed t aREEESSIotall
e time of the survey, the ailed to ' . : e :
provide evidence that Resident #2 received the P l,e vention. This S.e IInas
recommended monitoring as indicated. : will be co‘ndu'cted m
' partnership with PT/OT
C. On April 2&;, R201_3, ag ;gPro?(.imatlely 11:30 ! provider to educate using
a.m., review of Resident #5's clinical recor . ST
revealed that the resident had fallen on January an interdisciplinary
28, 2015, December 2, 2014, and December 11, approach.
| 2014. Review of the corresponding Post Fall .
| Svaluatio?/gLtlrc‘idtletzh'!'gol(sagta)vegle? that1 theknurseid | 111, Svystemic Changes
ocumented that thirty minutes checks wou : . =
be conducted to ensure the resident's safety. The Grand Oaks Fall
Review of the 72-hour observation sheets dated Management Policy will
December 3, December 4, December 5, 2014,
Health Regulation & Licensing Administration T
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' December 11, December 12 and December 13,
2014, also revealed that the nursing staff

I documented that checks would be conducted

| every 30 minutes as an intervention,

. Continued record review on Aprif 28, 2015 at
' approximately 11:45 a.m., revealed an updated |
- [SP dated December 2, 2014. The ISP ; |

documented new interventions that included

positioning and environment checks every thirty

minutes. Review of the record failed to provide

evidence that "thirty minutes checks" had been

conducted.

During an interview with the DON on May 7,
2015, at approximately 2:30 p.m., the DON stated
| that the "thirty minutes checks" had not been
| done.

Note: Resident #5 had six (6) falls from |
September 3, 2014, through January 28, 2015, i
| two (2) of which resulted in injury (skin tear and a

hematoma to the face). The record indicated that

Resident #5 was seen in the emergency room for
| further evaluation of the facial hematoma.

At the time of the survey there was no evidence
that "thirty minute checks" had been conducted.

D. On May 8, 2015, at approximately 12:20 p.m.,
| review of Resident #7's clinical record revealed
an |SP dated November 20, 2014, that
| documented "hourly checks" should be

implemented to ensure the resident's safety.

Further review of the record failed to provide
| evidence that "hourly checks" had been

implemented and/ or conducted.

' On May 6, 2015, at approximately 1:00 p.m.,
review of Resident "7's 72 Hour Observation

be updated to augment

the current strategies
addressing falls in the |
community. Fall |
Management tools will be
modified to reflect

assisted living standards
and ensure

interdisciplinary team
involvement.

Grand Oaks will utilize
the Shared responsibility
agreement to augment
resident ISPs and review
interventions.

A Weekly
interdisciplinary meeting
will be conducted to
review residents with
recent care changes. This
meeting will include at a
minimum the DON, Oasis
Coordinator, and
Rehabilitative
representative or
appropriate designees.

Executive Director. or
designee, will conduct
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sheets dated March 29, 2015 and April 9, 2015, monthly leadership
revealed that Resident #7 should be monitored mee[ing to review Week]y l
, every two hours for safety measures. Further interdisciplinary findings,
 review of the record, however, failed to provide . .
' evidence that the resident was monitored every to include falls trending
two hours as indicated. and therapy caseload.
! Interview with the Executive Director on May 1, ,
| 2015, at approximately 2:39 p.m., revealed, "We For the 'neM\?fear, G.rand
don't have the staff in an ALR to do two hour Oaks will otfe.r semi-
rounds." Interview with the DON on May 7, 2015, | annual educational
at approximately 2:00 p.m., revealed that "hourly seminars for providing
rounds had not been done. professionals and
Note: Resident #7 had a total of fourteen (14) contracted services to
| falls from September 27, 2014 through April 7, review skilled nursing
2015, nine (9) of which were after the versus assisted living
! recommended rounds were to be implemented. lan 08 18 e
! In three (3) of the falls, the resident experienced a guag.e ¢l
an injury (e.g. skin tears, bruise, head laceration). . | appropriate
| I recommendations and
| At the time of the survey there was no orders.
documented evidence that the aforementicned
| monitoring had been conducted. . .
' DON, or designee, will
Sml;eview of Reside?t 4:8‘3 record on N:ai/j TH partner monthly with the
, at approximately 1:30 p.m., revealed the J aar] :
resident sustained a fall on January 7, 2015. On Fexle}Vlng pharmacist .[0
the same day, the nurse documented on a” 72 identify recommendations
Hour Observation" form that the resident should that may require
tt;e moni(tjored e\[/e(;ytrt]wo hqgrs.tFun:\gr rzview of additional nursing
e record revealed the resident sustaine o
| another fall on April 8, 2015. On the same day, suppprt. Thls will
the nurse documented on a " 72 Hour continue for lhe ne.xl 6
- Observation" form that the resident should be months, at which time the
Pg;n(ijtc:red ev%ry tw'?j hourst.h T;r;ﬁ recorqt, hpwever, process will be
alled to provide evidence that the monitoring ]
every two hours had been conducted. reevaluated.
Interview with the Executive Director on May 7,
- Health Regulalion & Licensing Administration
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2015, at approximately 3:30 p.m., revealed "We V. Monitoring Process
don't have the staff in an ALR to do two hour DON, or designee, will
monitoring. ? partner monthly with the
Note: Resident #8 sustained a total of thirteen ' rev1e.\1\{ing pharmacist .to
| (13) falls from identify recommendations
Pecc-‘z-g;be-}rtr,f2(|)l14trt]hroug‘z Aptril 29, ?015.(jIn that may require
. four (4) of the falls, the resident experienced an iy . |
injury (e.g. bruising and/or c/o pain). One (1) of add1t1ona} m:nrsu?g
the injuries required a transfer to the ER for support. This will
further evaluation. continue for the next 6
T—_— - hedl Rifaiidli months, at which time it
e time of the survey, the ailed to .
provide evidence that Resident #8 received the the process will be
recommended monitoring services as indicated. reevaluated.
F. On May 6, 2015, beginning at 2:08 p.m., vality Assurance (OA
review of the clinical records revealed that [ S y desi (Q.“)
Resident #9 had fallen seven (7) times from May I urse, or designee, will
10, 2014 through May 7, 2015. According to the " i conduct weekly review of
Post Fall Evaluation/Huddle Tool " dated August fall management
15, 2014 and August 25, 2014, the nurse | guidelines for completion
documented to monitor the client closely every and il
| thirty (30) minutes to an hour for safety NS HECONETS
precautions. Further review of the records also discrepancies for next 90
revealed_a document called the " 72-hour days and then monthly
observation sheet . The 72-hour observation thereafier
| sheets dated April 15, 2015, December 12, 2014 )
| and September 24, 2014, all indicated to monitor . ) 08/01/2015
the resident closely every 30 minutes to an hour V. Date of Completion
for safety precautions. ‘ August 1, 2015
| Interview conducted with the DON on May 7,
2014, at 2:05 p.m., revealed that the
aforementioned checks were not done. interview
| with the ED on the same day at 2:39 p.m :
revealed that "we don't have staff in an ALR to do
two hour rounds".
At the time of the survey, there was no
——Health-Reguolation &ﬁcanstng‘ﬁmrmmstmibn =— T e
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. documented evidence that Resident #9 was
monitored as required.

Ill. The ALR failed to ensure that residents
received supportive services as identified in policy
or as recommended: :

|

| A On April 27, 2015, at approximately 10:00

. a.m., review of the facility's "Unwitnessed Injury
Policy" dated July 7, 2014, revealed the

' resident's primary physician will be notified by

telephone call and fax of an unwitnessed injury.

On April 27, 2015, at approximately 11:45 a.m.
observation of the Oasis unit revealed that
Resident #11 was sitting in a common area and
was noted to have a bruise on his/her forehead
above his/her left eye. It should be noted that
tnterview with the Oasis RN Coardinator at
approximately 1:50 p.m. was conducted to
ascertain the cause of the injury According to
the coordinator the cause of injury was uncertain
but, the coordinator speculated that the resident
may have walked into a door.

On April 27, 2015, at approximately 12:30 p.m.,
review of Resident #11's record revealed a
nursing note dated Aprit 21, 2015. The nurse
documented, " Resident noted with a small bump
above left eye, ice pack applied ..." Further
review of the record failed to provide evidence
that the resident's physician had been made
aware of the unwitnessed injury.

On April 27, 2015, at approximately 1:50 p.m.,
interview with the Oasis RN Coordinator
revealed that she was unable to verify if the
resident's physician had been made aware of the
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unwitnessed injury.

At the time of the survey, the ALR failed to
| provide evidence that aforementioned policy had
| been implemented as outlined.

It should be noted that the facility had previously
been cited on June 4, 2014 for the management
of resident incidents. According to the review of
the submitted plan of corrections dated July 10,
2014, the assisted living residence indicated that
procedures would be implemented including the
following as stipulated in the facility' s "
Unwitnessed Injury Policy " :

- The resident's primary physician will be notified
| by telephone and facsimile.

| B. On May 1, 2015, at approximately 10:45 am.,
review of Resident #1's clinical record revealed

~an OT note dated October 20, 2014. According
to the OT note, Resident #1 fell on October 17,
2014, while attempting to pick up something from
the floor. The OT note also indicated that

| Resident #1 had a reacher” and had been using it
after the falf.

On May 1, 2015, at approximately 2:22 p.m.,
observation of Resident #1's room revealed that
the resident was in his/her bed, but, the "reacher”
was in the closet and nat within Resident #1's
reach

An interview was conducted with the ADON on

May 1, 2015, at approximately 2:23 p.m., to

ascertain why the “reacher” was in the closet. The

* ADON stated that Resident #1 calls for staff
assistance when he/she needs to use the

' “reacher”. Interview with the DON on the same

' day revealed that Resident #1 can use the "
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reacher" safely independently. '

At the time of the survey, there was no evidence
that the resident had immediate access to the
| "reacher "

C. On May 4, 2015, at approximately 10:45 a.m.,
review of Resident #2's record revealed that the

| resident had failen on February 7, 8, and 8, 2015.
Further review of the record revealed that on
February 9, 2015, the resident sustained a right
hip hematoma and bruising as a result of the fall.

| On May 6, 2015, at approximately 11:30 a.m.,
review of Resident #2' s record revealed a POS |
dated February 9, 2015, which ordered a PT/OT '
- consult to evaluate the falls and the resident's
i unsteady gait.

On May 6, 2015, at approximately 1:15 p.m.

review of Resident #2's OT POC dated February [

9, 2015, revealed that Resident #2 had diagnoses [
| that included a personal history of falls, muscle

weakness and joint pain. Further review revealed

that Resident #2's current functional level
 included, “stand by assistance (close enough to

reach patient if assist needed)". Additionally, the

Berg Balance test administered to Resident #2 as

part of the assessment revealed that Resident #2 :

performed at a score of 15/56 which indicated

that the resident was wheelchair bound and a

high risk for falis. Continued review of the record

revealed OT progress notes dated March 23,

2015 and April 8, 2015 that revealed Resident

#2's current functional level inciuded, * bed

mobility with contact guard assist (contact with ; ;

patient due to unsteadiness) " and "transferto |

tailet requiring stand by assistance (close enough

to reach patient if assist needed)" .
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Interview with the DON on May 4, 2015, at
approximately 2:50 p.m., revealed that the
nursing staff did not provide Resident #2 with
contact guard assistance as recommended by

- OT.
Interview with Resident#2 on May 6, 2015, at

approximately 2:00 p.m., revealed that he/she

! had fallen:several times and he/she uses a

wheelchair.

Note: Resident #2 sustained two (2) additional
falls (March 5, 2015 and April 18, 2015) which
were after the aforementioned OT
recommendation.

| At the time of the survey, there was no

documented evidence that the nursing staff
provided Resident #2 with contact guard
assistance as recommended by OT.

D. On May 5, 2015, at approximately 11:00 a.m.,

' review of Resident #3' s clinical record revealed a

physician order dated September 11, 2014. The
document indicated that Resident #3 needed a "
PDA24/7 " to ensure resident safety, following a
fall on September 7, 2014 where he/she

. sustained a fractured wrist. Review of Resident

#3' s record failed to provide evidence that

' 24-hour PDA services were implemented.

During an interview with the DON on May 7,
20185, at approximately 2:00 p.m., the DON stated
that Resident #3 was only receiving eight (8)
hours of PDA services due to family request.

Note: Resident #3 sustained a fall on July 16,
2014 and sustained a fractured left wrist.
Resident #3 also fell on September 7, 2014 and
fractured his/her left wrist. Each of the injuries
required a transfer to the ER for further

R 292

Health Regula
STATE FORM

tion & Licensing Administration

T

66899

UBKC11 If continualion sheet 17 of 28

e e e e B e e e+ i A B v e e A R R el e ik RN O EEEESES—————S

1
—




PRINTED: 06/01/2015

FORM APPROVED
Health Requlation & Licensing Administration
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: BT e COMPLETED
ALR-0006 o 05/08/2015

NAME OF PROVIDER OR SUPPLIER

GRAND OAKS ASSISTED LIVING WASHINGTON, DC 20016

STREET ADDRESS, CITY, STATE, ZIP CODE
5901 MACARTHUR BLVD NW

PROVIDER'S PLAN OF CORRECTION

evaluation.

! At the time of the survey, the ALR failed to |
' provide evidence that Resident #3 received the
: ordered supportive services.

E. On May 6, 2015, at approximately 1:45 p.m.,

! review of Resident #7's clinical record revealed
that Resident #7 was to receive PT/OT services
from Legacy Healthcare Services which was to
start on January 6, 2015, following a fall :
sustained on December 18, 2014. Further review
of the record failed to provide evidence the {
PT/OT services were provided.

During an interview with the PT on May 7, 2015,
at approximately 2:00 p.m., the PT indicated that
he/she did not have rehabilitation notes for
services that began on January 6, 2015,

At the time of the survey, the ALR failed to
' provide evidence that PT/QT services were
provided to Resident #7.

IV. The ALR failed to ensure a recommendation
from the pharmacist had been addressed for
Resident #2:

On May 7, 2015, at approximately 12:35 p.m .

review of Resident #2's record revealed a

pharmacist consult dated December 12, 2014

The consult indicated that the resident had a

"history of polysubstance abuse” and had an

order for Lunesta 2mg po ghs. Further review of

the aforementioned consult revealed that the

pharmacist recommended decreasing the

Lunesta to 1mg po qhs. Review of the POSs and

MARs from December 1, 2014 through May 6, |
2015 revealed that the Lunesta 2mg po ghs had |
continued to be ordered by the physician and |
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R 481 Sec. 604b Individualized Service Plans

(b) The ISP shall include the services to be

. provided, when and how often the services will be ‘
provided, and how and by whom all services will
be provided and accessed.
Based on record review and interview, the ALR
failed to ensure residents’ ISPs detailed specific

| information regarding the provision of PT and/or
OT services, for five (5) of seventeen (17)

' residents in the sample. (Residents' #1, #2, #8,

pprox
Ainics,
ed PT
vices f
which
v of the
123, 2(
2014,
de any

lon—-—

#7 and #10)

The findings include
1
' I 1. On May 4, 2015, at fien imately 10:45 a.m.,
review. of Residrnt #1514 v @l 'Ressds e ralngt
that Resident #1 recel | OT services from
' Legacy Healthcare Se" w’_“or difficulty walking
and muscle weaknes?I'OVIC started on October
. 6, 2014 . Further revie 2 record revealed
ISP's dated Septembeol]o\n 4, October 2,
2014 and November 2_ . = "The ISP's,
| however, failed to pro$14¢; specific
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R 292 Continued From page 18 R 292 ‘
administered by the facility's nurses. 604b Individualized Service
Plans
On May 7, 20185, at approximately 3:15 p.m., . .o
interview with the DON revealed that the The ISP shall include the services to
pharmacist is to fax his/her recommendation be provided, when and how often the
directly to the resident's PCP. Further interview services will be provided’ and how
i . D |
revealed that the ALR had not received any and by whom all services will be
verbal or written communication from the | 2 d
resident's PCP addressing the pharmacist's ' provided and accessed.
: recommendation.
(R a—— " I, Corrective Action
1 e time of the survey, there was no :
| documented evidence that the pharmacist's Resident #1, #2, #6, #10
| consult was presented to the PCP.. ISPs have béen reviewed and | 07012015
updated to reflect the
- R 481

1.
iRcsidcnlsfStaff

trequency of the current
PT/OT services (Resident #7
has since passed away).

How to Identify Other

The current residents
receiving therapy services
will have their ISPs updated
[ to include the following
infornation: when and how

j 0 the services will be
I ied, and'now and'vy
[ ~v . all services will be
i r  led and assessed.
F wing admission of a
. ntto Grand Oaks, il the

L !
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 information regarding the PT/OT services that PT/OT evaluation indicates
| would be provided. j appropriateness lor caseload,

the ISP will be updated with

, i : . D M . !
During an interview with the DON on May 4, the services provided.

|
2015, at approximately 2:00 p.m., the DON |
- indicated that PT/OT are not apart of the ISP
| meetings, but going forward, they would be and
“ they would document all PT/OT services to be

II. Systemic Changes
A Weekly interdisciplinary

provided. , .

meeting will be conducted to
At the time of survey, the ALR failed to ensure | review residents with recent
that Resident #1's ISPs documented detailed . 2 :

i care changes. This meetin
| information regarding the provision of PT/QT 11 inel i - g

o ey will include at‘a mm'nmum

the Director of Nursing,
2. On May 4, 2015, at approximately 10:45 a.m., Qasis Coordinator, and i
review of Resident #2's record revealed that Rehabilitative representative

Resident #2 received OT services from Legacy
Healthcare Services due to a personal history of
| falls, muscle weakness, and joint pain which
| started on February, 9 2016 Further review of For the next year. Grand
the record revealed ISP's dated October 5, 2014, ' - . .
and April 15, 2015. The ISP's. hawever, failed to Oaks will offer semi ‘}““”al
provide any specific information regarding the OT educational seminars for
services that would be provided. [ providing professionals and
| contracted providers to

review skilled nursing verses

or appropriate designees.

During an interview with Resident #2 on May 4,
1 2015, at approximately 1:57 p.m., it was

confirmed that he/she had fallen several times. as§isted living laqguage to
Further interview revealed that he/she was , reinforce appropriate
receiving OT services two (2) times a week. recommendations and

On May 6, 2015, at approximately 2:45 p.m.,
interview with the OT also confirmed that
' Resident #2 was receiving OT services 2 times a

week. Executive Director, or
designee, will conduct
monthly leadership meeting

orders.

At the time of survey, the ALR failed to ensure
that Resident #2's ISPs documented detailed |

information regarding the provision of OT to review interdisciplinary
| services.
"~ Heahh Regulation & Licensing Administration
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3. On May 6, 2015, at approximately 1:20 p.m.,
review of Resident #6's clinical record revealed
that Resident #6 received PT/OT services from
Legacy Healthcare Services due to muscle
weakness and a personal history of falls which
started on April 10, 2015. Further review of the

1 record revealed-ISP's dated October 6, 2014, and |
March 11, 2015. The ISP's, however, failed to
provide any specific information regarding the
PT/OT services that would be provided.

On May 7, 2015, at approximately 2:30 p.m.,

| interview with Resident #6 revealed that he/she
received PT/OT services "several times a week".
During an interview with the DON on May 4,

| 2015, at approximately 2:00 p.m.. the DON

| indicated that PT/OT are not apart of the ISP

| meetings, but going forward, they would be and
they would document all PT/OT services to be

| provided.

| At the time of survey, the ALR failed to ensure
that Resident #6's ISPs documented detailed
information regarding the provision of PT/QOT
services.

|
4. On May 6, 2015, at approximately 1:45 p.m.,
review of Resident #7's clinical record revealed
that Resident #7 was to receive PT/OT services
from Legacy Healthcare Services which was to
start on January 6, 2015, following a fall
sustained on December 18, 2014. Further review

i of the record revealed ISP's dated August 15,
2014, and November 20, 2014. The ISP's,
however, failed to provide any specific

| information regarding the PT/OT services that
would be provided.

tindings, to include therapy
caseload and services
provided.

[V.  Monitoring Process
QA Nurse, or designee, will
conduct weekly review to
ensure therapy caseload is
reflected on the ISP for next
90 days and then monthly
thereafter. QA Nurse, or
designee, will report
compliance at weekly
interdisciplinary meeting.

' August 1, 2015

604d Individualized Service Plan
The ISP shall be reviewed 30 days
after admission and at least every 6
months thereafter. The ISP shall be
tlpdated more frequently if there is a
significant change in the resident’s
condition. The resident and, if
Eleccssary, the surrogate shall be
invited to participate in each
reassessment. The review shall be

Health Raguiahon & Licensing Administration
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During an interview with the DON on May 4, conducted by an interdisciplinary
! 2%15. at at};pm;iTmaf[?'y 2:00 p.m., thf EOINS . team that includes the resident’s
indicated that PT/OT are not apart of the . 3nd S
meetings, but going forward, they would be and healthgare p,rac‘:tltloner, tt.le remde'nt,
they would document all PT/OT services to be the resident’s surrogate, if necessary,
provided. \and the ALR.
i
| At the time of survey, the ALR failed to ensure f
that Resident #7's ISPs documented detailed i L
| information regarding the provision of PT/OT L Corrective Action
| services. Resident #1, #2, #3, #6,
#8, and #10 ISPs will be
|5, OnMay 5, 2015, at approximately 10:45 a.m., reviewed and updated to 07012015
review of Resident #10's clinical record revealed include the necessary
that Resident #10 received PT/OT from Legacy interdisciplinary team
| ity welking which staied on e g olie l(Rey denigh
iculty walking w ed on May 23, . :
Further review of the record revealed ISPs' dated : and #7 have since passed
May 9, 2014, and October 11, 2014. The ISP's, away),
however, failed to provide any specific
inforingtion regdarging the PT/OT services that [ 1L How to Identify Other
WO SSIRONCCS 5 Residents/Staff
During an interview with the DON on May 4, ISPs for current residents
2015, at approximately 2:00 p.m., the DON will be reviewed and
indicgted that PT/OT are not apart of the ISP updated with the
meetings, but going forward, they would be and : disdiol .
they would document all PT/OT services to be interdisciplinary team
provided. involved upon admission,
Rutheat ) the ALR faied t after 30 days and at least
e time of survey, the ailed to ensure
' that Resident #10's ISPs documented detailed every 6 months.
| information regarding the provision of PT/OT
services. DON, QA nurse or
| designee will conduct full
R 483 Sec. 604d Individualized Service Plans R 483 audit of current resident
(d) The ISP shall be reviewed 30 days after 1 ISPs to ensure
I
Health Reguiation & Licensing Administration
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| admission and at least every 6 months thereafter. appropriate review by
| The ISP shall be updated more frequently if there healthcare practitioner.
is a significant change in the resident's condition. Grand Oaks will engage
The resident and, if necessary, the surrogate Medical Di
shall be invited to participate in each edical Lirector to
reassessment. The review shall be conducted by review outstanding ISPs.
an interdisciplinary team that includes the ! |
! resident's healthcare practitioner, the resident,
the resident’s surrogate, if necessary, and the ML Systemic Changes
ALR. . DON, Associate Director
Based on record review and interview, the ALR I
failed to ensure ISP's were reviewed as required of Nursing (ADON),
| and documented significant changes in a resident ! Qasis Coordinator, or
‘s condition, for eight (8) of seventeen(17) designee will conduct ISP
residents in the sample. TEINl ‘
(Residents' #1, #2, #3 #5, #6, #7 #8 and #10) Teviews with the
interdisciplinary care
The findings include: tcam upon admission,
, after 30 days an east
A. On May 4, 2015, at approximately 10:45 a.m., _e 6 d yq}? d at least
review of Resident #1's clinical record revealed cvery 6 months.
" that Resident #1 received PT/OT services from |
- Legacy Healthcare Services for difficulty walking
- and muscle weakness, which started on October IV, Monitoring Process
' 6, 2014. Further review of the record revealed Wellness Nurse. or
' ISPs' dated September 23, 2014, October 2, desi ’L.l“ ’ d
' 2014 and November 2, 2014 which failed to l esignee, will conduct
| provide evidence they had been reviewed by ! monthly review of ISPs to
[ PT/OT. Additionally, the aforementioned ISPs' | ensure they have been
failed to provide evidence that they had been | -
. reviewed by Resident #1 and Resident #1's rew.ewe_d by all
- surrogate. f"tpploprl'flle.
interdisciplinary
During an interview with the DON on May 4, providers.
. 2015, at approximately 2:00 p.m., the DON
| indicated that the PT/OT are not a part of the ISP DO r : R
meetings. At the time of the survey, the ALR gj or designee, Vl{] '
failed to provide evidence that Resident #1 ' s ISP conduct random monthly
had been reviewed as required. audits for the next 6
L ion
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R 483 Continued From page 23
. B. On May 4, 2015, at approximately 10:45 a.m.,

review of Resident #2's record revealed that
Resident #2 received OT services from Legacy
Healthcare Services for personal history of falls,
muscle weakness, and joint pain which started on

| Februay,9 2015. Further review of the record
. revealed ISP's dated October 5, 2014 and April
1 15, 2015; which failed to provide evidence that

they had been reviewed by the OT. Additionally,

, the aforementioned ISPs' failed to provide

evidence that they had been reviewed by
Resident #2.

During an interview with the DON on May 4,
2015, at approximately 2:50 p.m., the DON

| confirmed that the OT and the resident had not
' reviewed the aforementioned ISPs. At the time of

the survey, there was no documented evidence
the aforementioned ISP's were reviewed by the
OT and Resident #2.

C. On May 4, 2015, at approximately 11:40 a.m.,

' review of Resident #3's clinical record revealed

an ISP dated November 21, 2014, that
documented OT services were to be

| implemented from November 14, 2014 through

November 24, 2015. Further review of the ISP
failed to provide evidence that it had been
reviewed by the OT, Resident #3 and the
resident's surrogate.

During an interview with the DON on May 7,

| 2015, at approximately 2:00 p.m., the DON
| indicated that all interventions should be updated

on the ISP. The DON also indicated that OT had
not been a part of the ISP meetings, but going
forward, they will be a part of the ISP meetings to
ensure all OT services are documented.

At the time of the survey there was no

R 483

|

months to ensure [SPs
have been reviewed by
healthcare practitioner.

Date of Completion

August 1, 2015

I 08/01/2015

i ini ion
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i

. documented evidence that the aforementioned
| ISP had been reviewed by OT, Resident #3 and
the resident's surrogate.

| D. On May §, 2015, at approximately 1:00 p.m.,
review of Resident #6's clinical record revealed
that Resident #6 sustained a fractured right hip

 after a fall on March 21, 2015. Further review of
the record revealed an ISP, dated March 11,
2015, which failed to evidence the significant
change (right hip fracture). Further review of the
aforementioned ISP documented "PT/OT as .
ordered." The ISP, however, failed to provide '
evidence it had been reviewed by the PT/OT and
Resident #6.

During an interview with the DON on May 7, .
2015, at approximately 2:00 p.m., the DON stated I
that ail interventions should be updated on the ,
ISP. The DON also stated that the PT/OT had not |
been a part of the ISP meetings, but going !
forward they, will be a part of the ISP meetings to

add all PT/QT services. _.

' At the time of the survey there was no ’
documented evidence of the significant change
(right hip fracture) on the aforementioned ISP.
Additionally, there was no documented evidence
that the Resident #6 ' s ISP had been reviewed by
the PT/OT and Resident #6.

E. On May 6, 2015, at approximately 1:45 p.m.,
review of Resident #7's clinical record revealed
an |SP dated November 20, 2014, that
documented PT/OT services would be
implemented. The aforementioned ISP, however,
failed to provide evidence that it had been
reviewed by the PT/OT, Resident #7 and the
resident's surrogate.

Health Regulalion & Licensing Administration
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R 483 '

During an interview with the DON on May 7,
2015, at approximately 2:00 p.m., the DON
indicated that all interventions should be updated
on the ISP. The DON also indicated that the
PT/OT had not been a part of the ISP meetings,
but going forward, they will be a part of the ISP
meetings to ensure all PT/OT services are
documented.

At the time of the survey, there was no
documented evidence that the aforementioned
[SP had been reviewed by the PT/OT, Resident
#7 and the resident’s surrogate.

record at approximately 11:30 a.m., revealed that

Resident #8 received PT/OT services from '

Legacy Healthcare Services for difficulty walking

and muscle weakness, which started on May 21,

2014. Further review of the record revealed the |
ISP dated February 5, 2015 and the update of the
ISP on February 25, 2015 that failed to provide
evidence they had been reviewed by PT/OT

i
F. On May 7, 2015, review of Resident 8's clinical . ‘

During an interview with the DON on May 4,
2015, at approximately 2:00 p.m., the DON
indicated that the PT/OT are not a part of the ISP
- meetings. At the time of the survey, the ALR
! failed to provide evidence that Resident #1 ' s ISP '
had been reviewed as required. |

G. On May 5, 2015, at approximately 10:45 a.m.,
review of Resident #10's clinical record revealed
an ISP dated October 11, 2014, Further review of

; the ISP failed to provide evidence it had been

| reviewed by Resident #10 and/or the resident's

| surrogate.

During an interview with the DON on May 7,
2015, at approximately 2:00 p.m., the DON was

Health Regulation & Licensing Administration
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' made aware that the aforementioned ISP had not 701f  Staffing Standards
been reviewed by Resident #10 and/or the Employees shall be required on an
| resident's surrogate. annual basis to document freedom
| At the time of this survey, the ALR failed to | from tuberculosis in a
! provide evidence that the aforementioned ISP communicable form.
had been reviewed by Resident #10 and/or the i
| resident's surrogate: '
| ’ .
H. On April 28, 2015, at approximately 11:30 L. Corrective Action
a.m., review of Resident #5's clinical record CM #4 will receive annual
revealed an ISP dated October 3, 2014. The ISP tuberculosis screening to

failed to provide evidence it had been reviewed by

a healthcare practitioner include documentation that

the team member is free
During an interview with the DON on May 7, trom tuberculosis in a
2015, at approximately 2:00 p.m., the DON was communicable form.
made aware that the aforementioned ISP had not
been reviewed by a heaithcare practitioner

! L How to Identify Other

' At the time of the survey there was no Residents/Staff
documented evidence that the aforementioned Human Resource (HR)

. ISP had been reviewed by a health care .

' practitioner. D.epartment, or de'51gnee‘,

| . will conduct a review of all

R 602| Sec. 701f Staffing Standards. R 602 team members to ensure
- appropriate documentation

(f) Employees shall be required on an annual that all are free from

 basis to document freedom from tuberculosis in a P
communicable form. : tuberculqsm L
Based on interview and record review, it was communicable form.
determined that the ALR failed to ensure that an
employee annually tested free from tuberculosis 1. Systemic Changes
in a communicable form, for one (1) of sixteen HR D " t will duct
(16) staff in the sample. [Care Manager #4 cpartment will condue
(CM#4) | ' monthly reviews of

D upcoming tuberculosis
The finding includes: | screenings and provide
I
S— inistration
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| On April 28, 20185, at approximately 2:20 p.m., notification to Gral?d‘C.)aks
review of CM #4's employee file revealed the leadership team to initiate
: ftimr?rl,oyee 's dat;etgf hire vlvas AF;."I” 1f 4"1 2;):4. compliance. Grand Oaks
urther review of the employee file failed to ' :
. provide evidence that CM #4 had been tested for - leader§h1p tean'l will ensure
tuberculosis after March 2014. compliance toinclude
documentation that team
i Durir)g an-interview on with the Assistant Vice members are free from i
President of Human Resources and Human tuberculosis in a
. Resources Generalist on April 28, 2015, at — ‘?SIS i N |
approximately 2:50 p.m., revealed they would communicable form.
inform the facility staff that CM #4's last
tuberculosis test on file was for March of 2014, Iv. Monitoring Process
HR Department, or designee,
will conduct a review of all
team members to ensure
appropriate documentation
that all are free from
tuberculosis in a
communicable form.
HR Department will conduct
ongoing monthly reviews of
upcoming tuberculosis
screenings and provide
notification to Grand Qaks
leadership team to initiate
. compliance.
J
V. Date of Completion
August 1, 2015 08/01/2015
Health Regulation & Licensing Administration o ;
STATE FORM UBKC11 If continuation sheel 28 of 28
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