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R Omi Initial Comments | R 000 Status of Resident Sample: |

| An annual survey was conducted from April 27, ‘

| 2015 through May 8, 2015, to determine !

| campliance with the Assisted Living Law "DC

| Code § 44-101.01. The Assisted Living

-' Residence (ALR) provides care for one hundred

| twenty-seven (127) residents and employs
ninety-three (93) staff members. The findings of
the survey were based on abservation, record
review and interview. [

The survey revealed that 88 of the 128 (one
| resident at the time of survey was deceased) ]
, residents had experienced a total of one hundred |
fifty-three (153} fallz from April 2015 to March
2016. Thirty-nine (39) falls resulted in injuries
| (e.g. fractures, minor head injuries, lacerations,
| skin tears, and bruises), 23 of which resulted in
| emergency room visits. Due to the findings, it

|
i
I was determined that conditions found posed a |

serious and immediate risk to residents’ heaith
and safety. Specifically, the findings revealed: |

| (1) The facility failed to ensure residents received

‘ sufficient supports to address and prevent

| recurrent falls; (2) The facility failed to ensure

| consistent and adequate practices for wound care

' management, and (3) The facility failed to ensure
consistent and adequate practices for Foley care

| management.
On March 23, 2016, at 12:16 p.m., the ALR's
administrator was informed of the aforementioned
findings. On March 31, 2016, the ALR submitted
a plan to carrect the immediate concerns,
however, it was not sufficient to abate the noted

| Note: Listed below are abbreviations used

|
;
| deficiencies. [
| i

| throughout the body of the report.

C#1
#2
#3
#4

On Fall Management Program
See All Residents (below) |
See All Residents {below) i
On tracking system for appointments |
fordered testing

Transferred to skilled nursing facility
On Fall Management Program
Expired ({left facility for hospital

on 2/13/16) |
Remains in rehabilitation facility [
Remains in Callingswood Nursing |

Center, admission 1/29/16 |
On Fall Management Program |
Order for skilled nursing, transferred
to skilled nursing

On Fall Management Program

On Fall Management Program

#5
#6
#7

#8
#9

#10
#11

#12
#13

| sf3cf

All Residents - #1-13: Housekeeping carts, 1
chemicals, storage closets, windows - under !
Safety Plan. (See Citation -

R 008 Sec. 102b2 Philosophy of Care) i

R 000 FALLS

All current residents will be reassessed for fall risk.
The facility wifl assure all residents are assessed for
fall risk prior to and at admission, at the time of a fall,
and during required reassessments (30 days, avery
six months or with significant change). Residents
designated at risk for falls will be referred to their
physician for a fall risk examination to include
arnbulatory assessment, medication assessment,
need for physical therapy and any other ordered
interventions. Potential fali risk identified in the
environment will be reported to housekeeping and

maintenance for correction,
|
|
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R 000 Continued From page 1 l R 000 Staff raceived training on
. :‘ i Fall Management on 4/21,4/22/16
5 . . . ‘ and 4/28/16. (Prior to receipt of
| ALR --- Assisted Living Residence _ Statement of Deficlency, CCH was discussing
BPH --- Bgnlgn Prostatic .Hyperplasca | Interventions at staff meetings.) The care planning
H&P --- History and Physical | meeting will include the DON, Resident
ISP --- individualized Service Plan | Care Manager (RCM), other designees, notice to the
. ICFD----Intermediate Care Facilities Division physician, resident and responsible party.
LOC --- Loss of Consciousness The Individualized Sarvice Plan will be updated.
DA —- Private Duty Aid The facllity shall implement a falls management
PDA --- nvaie Duly Aide system to include:
I PPD --- Purified Protein Derivative A. Fall Monitoring Syster
{ PT --- Phys!cal Therapy (Resident pendants in use 5/6/15)
| MD --- Medical Doctor 8. Fall Risk Assessment Tool
| OT --- Occupational Therapy C. Falls Reporting System
| prn -—- As Needed D. Falls Assessment and Follow-up System
| TID --- Three Times a Day E. En_vironmentar assessment, addition
TME --- Trained Medication Employee 1 [flrescent tape/night sensor fights)
: . EXErcise pr
TURP --- Transurethral Resection of the Prostate G. Staff andpnzgzaer:t Education
UTI ---Urinary Tract Infection H. Fall Committea
ALA --- Assisted Living Administrator QA Plan:
| DON --- Director of Nursing The Fall Reduction Committee (€D, DON, Resident
RN --- Registered Nurse Care Manager, Department Managers and other
ER —- Emergency Room designated staff} will meet weekly. Review of falls
| c¢ - Cubic Centimeter villnclude analysis of cause of fal, resident and
mg ---mllligram environmental assessments, interventions,
response to interventions and recommendations
po -— by mouth . . for changes in plan,
| CNA --- Certified Nursing Assistant
! TB -~ tubercle bacillqs ‘ The Director of Nursing (DON) will raview all
DVD --- digital versatile disc fall assessments, assure the individualized Service
DC --- District of Columbia Plans (ISP) are updated and follow-up is completed
: Executive Diracior (ED) will raview charts of residents
R 008 on fall mand‘gement. falt reports, fall management
documentation, committee minutes weekly for

|
R 008! Sec. 102b2 Philosophy of Care
!
' (2) The design of services and environment

should acknowledge that a significant number of
residents may have some form of cognitive
impairment. Services and environment should

| offer a balance between choice and safety in the

| least restrictive setting.

| Based on observation and interview, the ALR
failed to ensure sufficient safeguards were in

4 weeks and then manthly.
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R008 Cantinued From page 2 | Roo8 R 008 Sec. 102b2 Philosophy of Care IS f e,
A
place to prevent potential harm, for thirteen °f1 Housekeeping carts were assessed for status for
| thirteen res;?se"ts in the sample. éR:?'dems #1, types of cleaning supplies and materials stored
#2, #3, #4, #5, #6, #7, #8, #9, #10, #11, #12, #13) on the carts. Safe supervision requirements of carts,
The finding includes: supplies and closets will be reviewed with
j neTinding includes: f housekeeping staff by management on 4/27, 28/16
) o | and will be done on a continuous basis using stand
Obsgf\’atlon Pf the building, on N:]ar‘f:m& 2_01'6: up meetings and with weekly staff meetings
starting at 11:00 a.m., revealed the following: . Chemical supplies on carts will be kept in a
. | portable basket which can be taken
! - An unlocked and unattended housekeeping cart | in the resident’s apartment for continuous
I with three white bottles; { supervision by housekeeping staff, Safety issues
. . including observing for unsupervised cleaning
- All stalnNells. were unlacked and did nat have an ! agents will be discussed at weekly staff meetings.
alarm system; and i QA: DON, Maintenance Staff Resident Care Manager
. . . | and ED will make rounds to check for unsupervised
- All windows in residents rooms, common areas, cleaning agents and unlocked storage areas daily
| as well as balconies in residents rooms, did not for three weeks and then monthiy,
have safety locks.
. . . ) i . ‘ An assessment of doors and windows was done
During an interview with the maintenance director by the Maintenance Supervisor. Door alarms
: on March 8, 2016, at 11:30 a.m,, he indicated the will be in place for all stairwell doors on expected
! three white bottles contained cleaning chemicals completion 5/6/16. The maintenance supervisor
 used by the housekeeper and should not have wili check and secure each window using safety
| been left unattended. Also, the director indicated | locks. Maintenance will make weekly round to
' he was never told he needed to have the alarms check doors and windows. Documentation of
| on the stairwells doors and safety locks on the windows and door checks will be maintained on the
i windows. safety log. The ED, Maintenance staff and other
N . ) ) designated staff will perform tours of
! It should be noted that interview with staff and the facility to observe for unsecured windows
| review of records from March 8, 2016 through doors and other hazards on a weekly basis.
| March 28, 2016 revealed 153 incidents of {
| resident falls. Additionally, the records revealed | ,
that the residence provides services and support | ‘
| to individuals with multiple diagnosis, including | _
dementia. [
At the time of the survey, the facility failed to ]
provide evidence of an established machanism to | [
secure the windows and stairwells to prevent |
potential harm to residents. f
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R 008 Cantinued From page 3 ‘ R 008 ‘
i
| It should be noted that the director removed the | '
| cleaning chemicals and instructed the ' f
' housekeeper fo not leave chemicals unattended. ‘ I
! Note: Observation of the second, third and fourth |
| floors on March 8, 2016, starting at 1:00 p.m., |
| revealed unlocked and unattended housekeeping
| carts [three in total, one on each fioor] with i
cleaning chemicals, |
Interview with the ALA on March 8, 2016, at 1:20 .' .
p.m., revealed all the housekeepers had been | 6730/
| inserviced earlier in the day to not leave any |
chemicals unattended an their carts. Also, the )
| ALA indicated that she would have the cleaning R 292 Sec. 504 1 Accommodation of
| chemicals removed immediately. Needs
; 1&I1I
R 292! Sec. 504.1 Accommodation Of Needs. | R 292 See R 000
i (1) To receive adequate and appropriate services 292 FALL
and treatrnent with reasonable accommodation of s
individual needs and preferences consistent with |
their health and physical and mental capabilities XR 29211
| and the health or safety of other residents;
Based on observation, record review, and g ,
' interview, the ALR failed to: (1) provide services Upor.1 receipt of ordfars for lal? testing,
| to reduce and eliminate frequent falls; (2) conduct specialty bests; medical appointments a
analysis and reassessments after each fall as log book will be used by nursing to
indicated in the policy; and (3) provide supportive register and track appointments,
services as indicated in policy or as : Resident Care Mana ill revi
| recommended, for eight (8) of (8) residents in the 32 testin d int gertwuhredwTw
| sample that sustained multiple falls. (Residents : g and appointment schedule
#5, #6, #7, #8, daily to assure orders are completed.
#9, #10, #12 and #13) | Appointment issues will be discussed at
| weekly staff meetings.
| The findings inciude; :
‘ DON and ED will check for log for
‘ |. The ALR failed to ensure residents received | documentation compliance.
1 |
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R 292/ Continued From page 4 R 292 }
j supportive care to reduce and eliminate frequent |
falls.

Review of the facility's incident reports and . ‘ i
resident records beginning from March 8, 2016 | |
| through March 28, 2016 revealed that from April
| 8, 2015 through March 4, 2016 Residents #5, #6,
#7 #8, #9, #10, #12 and #13 experienced the |
| following incidents of falling:

|- Resident #5 sustained five (5) falls.
| - Resident #6 sustained five (5) falls,

- Resident #7 sustained nine (9) falls. [ |

| - Resident #8 sustained five (5) falls.
| - Resident #9 sustained four (4) falls. ‘

| - Resident #10 sustained 10 falls. | |

- Resident #12 sustained three (3) falls.

|
| - Resident #13 sustained eight (8) falls. I -
| | |
| Interview with the DON on March 8, 2016, at ’
' 11:45 a.m.,, revealed that the facility had a “Fall
Policy" to address resident falis. Review of the
| "Fall Policy" dated August 27, 2014, on March 15, d
1 2016, at 10:00 a.m., revealed a section entitled, . |
| "Fall Risk Assessment." The section indicated ,
that the resident will be assessed for the I
presence of fall risk factors and evaluated for any
prior history of falls during the pre-admission '
process. The assessment would provide a score [
| which indicated the level of care the resident
| required. It additionally documented information
| regarding assistance a resident may require to [
| aid with fall prevention. The fall policy further
Health Regulation & Licensing Administration
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R 262 Continued From page 5 R 202 [

documented the resident's environment was to be
reviewed for any fall risk hazards post admission.

a. On March 10, 2016, at 9:30 a.m., review of
Resident #5's clinical record revealed a
"Functional Assessment”, dated January 7, 2015 ‘
[ten days prior to admission]. in the fali f
prevention section, the resident received a score |
of four (4) which indicated that the resident had a j
}

history of multipfe falls and required total
assistance from staff. Further review of the
record, revealed that the resident fell five (5) '
times from March 6, 2015 through June 15, 2015. |
Four (4) of the five (5) falls, accurred inside of the |
resident's apartment. The record however, lacked |
documented evidence that the resident's
environment had been assessed for any fall
hazards post admission.

b. On March 10, 2016, at 1:30 p.m., review of

Resident #6's ciinical record revealed a

“Functional Assessment", dated April 8, 2015

[admission date]. In the fall prevention section,

| the resident received a score of one (1) which

| indicated that the resident had no history of falls
but due to risk factors [such as medication, vision

f and/or gait problems] required coaching and

| reminders from staff. Further review of the record |

| revealed that the resident fell five (5) times from

May 26, 2015 through December 21, 2015. Two [

(2) of the five (5) falls, occurred inside the
, resident's apartment. The record, however,
; lacked documented evidence that the resident's
{ environment had been assessed for any fall
| hazards post admission. |
|
| €. On March 11, 2016, at 9:45 am., review of |
| Resident #7's clinical record revealed a ,
| "Functional Assessment", dated |
, May 4, 2015 [fifty days post admission]. In the fall|

Health Regulation & Licensing Administration
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| prevention section, the resident received a score [

- of four (4) which indicated the resident had a

| history of muitiple falls and required total .

| assistance from staff. The resident fell nine (9) |

| times from May 7, 2015 through December 29,
2015. Nine (9) of the nine (8} falls, occurred in

. the resident's apartment. The record, however, |

| lacked documented evidence that the resident's
environment had been assessed for any fail :
hazards post admission. |

| d. On March 15, 2016, at 11:00 &.m., review of |
Resident #8's clinical record lacked documented |
| evidence that a "Functional Assessment" had
been conducted. Further review of the record i
| revealed that the resident fell four (4) timas from |
March 27, 2015 .
through November 14, 2015. Three (3) of the faur |
‘ (4) falls, occurred in the resident's apartment. i
i The record, however, lacked documented |
' evidence that the resident's enviranment had !
been assessed for any fall hazards post '
admission. It should be noted that the resident J
| sustained a fractured left hip following one of the |
| falls [October 12, 2015] in his/her apartment.

. e.On March 15, 2016, at 1:30 p.m., review of |
Resident #5's clinical revealed a "Functional
Assessment’, dated March 18, 2015 [admission
date]. Further review of the record revealed that
the resident fell four (4) times from May 6, 2015
through November 15, 2015. Three (3) of the four |

| (4) falls, cceurred inside the resident's apartment.

‘ It shoutd be noted that the resident sustaineda |
laceration to the back of the head [August 9, I
2015] that required nine (9) staples for repair.

f. On March 14, 2016, at 10:10 a.m., review of |
Resident #10's clinical record lacked documented
| evidence that a "Functionai Assessment" had {
Heaitn Regulation & Licensing Administration
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R 292 Continued From page 7 R 292

.[ been conducted. Further review of the record !
revealed that the resident fell ten (10) times from |
May 6, 2015 through February 7, 2016. Seven (7) |

I of the 10 falls occurred in the resident's

| apartment. The record, however, lacked ]

| documented evidence that the resident's ;
environment had been assessed for any fall
hazards post admission. It should be noted that

I the resident sustained swelling and a laceration to]

i the back of the head on [August 10, 2015] which |
required staples for repair. |

' g. On March 15, 2018, at 11:456 a.m,, review of |
Resident #12's clinical record reveaied a ‘
"Functionail Assessment", dated March 19, 2015

- [admission date]. In the fall prevention section,
the resident had a score of one (1) which
indicated that the resident had no history of falls ! ‘

| but due to risk factors [such as medication, vision | |

and/or gait problems] required coaching and |
reminders from staff. Further review of the record [
revealed that the resident fell three (3) times from |

February 9, 2015 through March 7, 2015, Two (2) l

of the three (3) falls ocourred in the resident's

| apartment. The record, however, lacked

. documented evidence that the resident's l
environment had been assessed for any fall |

| hazards post admission. it should be noted that ‘

i the resident sustained a left foot injury [March 7, |
2016] which required staples for repair. |

" h. On March 15, 2018, at 2:22 p.m., review of

. Resident #13's clinical record lacked documented !
evidence that a "functional assessment" had |
been conducted. Further review of the record !
revealed that the resident fell eight (8) times from |

| June 18, 2015 through December 14, 2015,

| Three (3) of the eight (8) falls occurred in the 1

1 resident's apartment. The record, however, |
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R 292’E Continued From page 8

| lacked documented evidence that the resident's

| environment had been assessed for any fall
hazards post admission. It should be noted that
the resident sustained multiple lacerations

' [December 10, 2015) from a fall that shattered a

| glass lamp.

Interview with the Director of Clinical Services on |
' March 15, 2016, at 11:00 a.m., revealed that the
| pre-adimission assessment was entitled
| "Functional Assessment" and should have been
conducted for all residents on admission. She
also indicated the resident's environment should
have been assessed after every fall.

| II. The ALR failed to ensure residents received

| assessments and supportive services to manage |
falls as identified in the policy for 47 of 47 fails :

| reviewed, l

 On March 15, 2016, at 10:00 a.m., review of the

| "Fall Policy" dated August 27, 2014, revealed that |

 after each fall the staff was to conduct
interventions inciuding the following: ’

|

- Assess the resident's mentaliphysical status to
i identify changes from his/her pre-fall [functional

assessment] status then correlate the information J

for any change in the resident's condition;

- Assess the resident for the use of any new
| medications;

- Assess the environment to identify and rectify |
| hazards and potential hazards; !
| - Educate the resident/family on the assessed fall
| risk and options [intervention] to address the
| problem; and
} - The RN was to conduct a critical analysis.

! Review of resident records beginning on March 8,
; 2016 through March 28, 2016 revealed that the
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| facitity failed to implement the established fall
| policy consistently, For example:

[ a. On March 10, 2016, at 1:30 p.m., review of

| Resident #5's clinical record revealed nursing
notes that indicated the resident sustained five (5)

: falls over a period of 99 days [from March 6, 2015
; to June 15, 2015). Four (4) of Resident #5's five

l (5) afcrementioned falls occurred on March 6,
2015, April 3, 2015, April 6, 2015 and June 15,
2015, The record lacked documented ewdence

| that the staff conducted prompt assessments and
| treatments of the falls, in accordance with their

| policy as detailed below:

- The recerd lacked documented evidence that
| the resident's mental/physical status assessment
conducted after aforementioned fall had been
correlated with histher pre-fall status to identify
any changes;
. - The record lacked documented evidence the
- resident had been assessed for the use of any
| new medications;
! - The record lacked documented evidence the
| environment been assessed to identify any
hazards or potential hazards;
- The record lacked documented evidence the
resident/family had been educated on any
. identified fall rigk; and
- The record lacked documented evidence of a
critical analysis to determine the root cause of the
fall, any interventions needed, or if the resident
required a higher level care had been conducted.

It shouid be noted that the resident sustained a
| right shoulder abrasion with the fall that occurred
' on April 3, 2015.

The remaining fall that Resident #5 experienced
occurred on May 8, 2015. Although the record
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R 292: Continued From page 10

| indicated an intervention had been implemented,
it failed to document evidence any of the
aforementioned assessments and educational
training had been conducted.

|

| b. On March 10, 20186, at 2:30 p.m., review of

| Resident #6's clinical record revealed nursing

| notes that indicated the resident sustained five (5)

| falls over a period of six {6) months [May 26,
2015 to December 21, 2015], as evidenced
below:

’ Four of Resident #6's five (5) aforementioned
falls occurred May 26, 2015, October 20, 2015,
November 30, 2015 and December 21, 2015.
The record lacked documented evidence that the |
staff conducted prompt assessments and
treatments of falls, in accordance with their policy,

| as detailed below: .

|

| - The recerd lacked documented evidence that

i the resident's mental/physical status assessment |
conducted after aforementioned fall had been '
correlated with the his/her pre-fall status to I
identify any changes; |
- The record lacked documentsd svidence the

| resident had been assessed for the use of any

new medications;

- The racord lacked dacumented evidence the

environment been assessed to identify any

hazards or potential hazards;

- The record lacked documented evidence the

resident/family had been educated on any

identified fall risk; and

- The record lacked documented svidence a |

critical analysis to determine the root cause of the

fall, any interventions needed, or if the resident

| required a higher level care had been conducted.

| The remaining fall that Resident #6 experienced }
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| occurred on December 21, 2015. Although the

I' record indicated an intervention had been
implemented, it failed to document evidence any |

| of the aforementioned assessments and ,

I educational training had been conducted. l |

| It should be noted that the resident sustaineda | {
" head injury with no LOC and was transferred to l |
| the ER [fall on December 21,2015).

] Resident #7's clinical record revealed nursing

nhotes that indicated the resident sustained nine

| (9) falls over a period of nine months [March 31,

[ 2015 to December 29, 2015). Resident #7°s nine |

' (8) aforementioned falls occurred on March 31, | ,
2015, May 31, 2015, June 19, 2015, July 19, [ :
2015, August 24, 2015, November 2, 2015, . '
November 14, 2015, December 20, 2015 and ..

| December 29, 2015. !

c. On March 14, 2016, at 9:30 a.m., review of r

i - The record lacked documented evidence that ’

i the resident's mental/physical status assessment |

| conducted after aforementioned fall had been
correlated with his/her pre-fall status to identify ’

| any changes;

- The record lacked decumented evidence the |

resident had been assessed for the use of any |

new medications;

- The record lacked documented evidence the |

environment been assessed to identify any '

. hazards or potential hazards;

' - The record lacked documented evidence the
resident/family had been educated on any

| identified fall risk; and .
- The record lacked documented evidence ofa |

| critical analysis to determine the root cause of the f |
fall, any interventions needed, or if the resident '

] required a higher level care had been conducted. |

|
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| It should be noted that Resident #7 sustained !
| several injuries and was transferred to the ER on |
several occasions following falls, as detailed '
below:

i - May 31, 2015, resident transferred to ER for

evaluation of a closed head injury without loss of

consciousness;

- June 19, 2015, resident transferred to ER for

evaluation of right shouider pain, I

- July 19, 2015, resident transferred to ER for

' evaluation of closed head injury without loss of i

i consciousness, resident diagnosed with scalp |
l

abrasion and compression fracture of thoracic
vertebra;

- August 24, 2015, resident sustained a faceratlon
to the back of the head, transferred to the ER,

; and the laceration was repaired with five (5) '
staples; 1
- November 2, 2015, resident sustained a

| hematoma to the head:

- November 14, 2016, resident sustained a

' hematoma, transferred to ER for evaluation;

- December 20, 2015, resident sustained a
hematoma and laceration to occipital area of the

[ head, transferred to the ER for evaluation,

| laceration repaired with staples; and
- December 29, 2015, resident sustained a

hematoma and laceration to left side of the head,

transferred to the ER, laceration repaired with two

(2) staples.

|
| It should be noted that Resident #7 sustained a |
 right foot fracture following a fali on January 28,
2015, which was 47 days prior to admission to the
| ALR. .
d. On March 15, 2016, at 11:00 a.m., review of |
Resident #8's clinical record revealed nursing ;’
. hotes that indicated the resident sustained five (5)
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falls over a period of four (4) months [March 27,
2015 to November 14, 2015), as evidenced
| below:

- The record lacked documented evidence that
the resident's mental/physical status assessment
; conducted after aforementioned fall had been
correlated with his/her pre-fail status to identify
any changes;
- The record lacked documented evidence the
| resident had been assessed for the use of any
| new medications;
- The record lacked documented evidence the
| enviranment been assessed to identify any
. hazards or potential hazards;
- The record lacked documented evidence the
resident/family had been educated on any
identified fail risk; and
- The record lacked documented evidence of a
critical analysis to determine the root cause of the
| fall, any interventions needed, or if the resident
required a higher leve! care had been conducted.

It should be noted that the resident sustained skin
| tears with the second fall on May 31, 2015 and a

left hip fracture which required surgical repair with

the third fall on October 12, 2015. Additionally,

| after being

{ re-admitted to the ALR following the surgical

| repair of the left hip fractured sustained failing a
| fall on October 12, 2015.

1 €. On March 15, 2016, at 1:30 p.m., review of
| Resident #9's clinical record revealed nursing
| Notes that indicated the resident sustained four

2015 to November 15, 2015]. Three (3) of
Resident #9's four (4) aforementioned falls
occurred on March 3, 2015, April 3, 2015, April 6,

! the resident fell two {2) times within four (4) days |

|
[ R 202
il
|
!

!
'

|
|

|
|
|

| (4) falls over a period of seven (7) months [May 8,
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2015 and June 15, 2015. The record lacked

documented evidence that the staff conducted

prompt assessments and treatments of falls, in
| accordance to their policy as detailed below:

identify changes from his/her pre-fall[functional

| for any change in the resident's condition;
- Assess the resident for the use of any new
J medications,
| - Assess the environment to identify and rectify
| hazards and potential hazards;

| Tisk and options [intervention] to address the
problem; and
- The RN was to conduct a critical analysis.

‘ It should be noted that the resident sustained a
! laceration to the back of the head and was

| August 9, 2015. Additionally, the nurse
documented on August 10, 2015, that the

' The record, however, lacked documented
! evidence the resident was monitored every two
. (2) hours,

occurred on November 15, 2015. Although the
record indicated education about fall risk had

of the aforementioned assessments had been
] conducted or any interventions had been
implemented,

f. On March 14, 2016, at 10:10 a.m., review of
: Resident #10's clinical record revealed nursing

| - Assess the resident’s mental/physical status to

, assessment] status then correlate the information

| - Educate the resident/family on the assessed fall

| transferred to the ER for evaluation and repair of |
| the laceration with nine (9) staples for the fall on

i resident would be monitored every two (2) hours,

1 The remaining fall that Resident #9 experienced [

been provided, it failed to decument evidence any

L

|
[ R 292
|

|

|
|
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notes that indicated the resident sustained ten

- (10) falls over a period of nine months [May 9,

| 2015 through February 7, 2016]. Three (3) of

[ Resident #10's 10 falls occurred on May 9, 2015,
June 18, 2015 and December 7, 2015. The
record lacked documented evidence that the staff

| conducted prompt assessments and treatments
of falls, in accordance with their poiicy as detailed

| below:

- The record lacked documented evidence that

conducted after aforementioned fall had been

correlated with the his/her pre-fall status to

identify any changes;

{ - The record lacked documented evidence the

resident had been assessed for the use of any

new medications;

- The record lacked documented evidence the

environment been assessed to identify any

hazards or potential hazards;

- The record lacked documented evidence the

resident/family had been educated on any

| identified fail risk; and

| - The record lacked documented evidence a
critical analysis to determine the root cause of the
fall, any intsrventions needed, or if the resident

! required a higher level care had been conducted.

It should be noted that the resident sustained a
left arm abrasion with the fall that accurred on
August 13, 2015.

Seven (7) of Resident #10's falls occurred on May

. 6, 2015, July 13, 2015, July 19, 2015, August 10,
2015, August 13, 2015, December 7, 2015 and
February 7, 2016 [2 falls]. The record lacked

j documented avidence that the staff conducted

| prompt assessments and treatments of falls, in

| accordance with their policy as detailed below:

| the resident's mentalfphysical status assessment |
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i‘ - The record lacked documented evidence the
resident had been assessed for the use of any | |
new medications; !
- The record lacked documented evidence the
. environment been assessed to identify any
| hazards or potential hazards;
| - The record lacked documented evidence the
resident/family had been educated on any
[ identified fall risk; and
| - The record lacked documented evidence a
critical analysis to determine the root cause of the
fall, if the resident required a higher level care !
| had been conducted.

| It should be noted that the resident sustained a ,
| forehead abrasion with the fall that occurred on '
July 13, 2015; & laceration to the back of the |
head that required stitches with the fall that ]
| occurred August 10, 2015; and a right arm injury
| with the fall that occurred on August 13, 2018.
| Additionally, the nurse documented that Resident |
| #10 was confused following a fall on July 18, !
|| 2015, however the record lacked evidence that
| further assessment was performed. ,

g. On March 15, 2016, at 11:45 a.m., review of
Resident #12's clinical record revealed nursing
| notes that indicated the resident sustained three
(3) falls over a period of 26 days [February g, |
2015 through March 7, 2015). Resident #12's falls |
| occurred on February 9, 2015 [2 falls) and March
7,2015. The record [acked documented evidence |
| that the staff conducted prompt assessments and |
| treatments of falls, in accordance with their policy
[ as detailed below: |

- The record lacked documented evidence that
" the resident's mental status assessment {
conducted after aforementioned fall had been ! |
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STATE FORM 0808 LY5111 if conlinuation sheet 17 of 46




Health Regulation & Licensing Administration

PRINTED: 04/20/2016
FORM APPROVED

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

ALR-0004

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

8. WING

(X3) DATE SURVEY
COMPLETED

03/28/2016

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

5420 CONNECTICUT AVENUE, NW
CHEVAIGHASE HOUSE WASHINGTON, DC 20015

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING (NFORMATION)

[Ia} ! PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG CROSS-REFERENCED TO THE APFROPRIATE ! DATE

DEFICIENCY}

R 292! Continued From page 17

| correlated with the his/her pre-fall status to
identify any changes;

- The record lacked documented evidence the
resident had been assessed for the use of any
new medications;

- The record lacked documented evidence the
environment been assessed to identify any
hazards or potential hazards;

- The record lacked documented evidence the
resident/family had been educated on any
identified fail risk; and

- The record lacked documented evidence a

fall, any interventions needed, or if the resident

_| h. On March 15, 2016, at 2:22 p.m., review of
| Resident #13's clinical record revealed nursing

| #12's eight (8) falls occurred on June 18, 2015,
July 8, 2015, September 15, 2015, October 29,

| 2015, December 10, 2015, December 11, 2015

| and December 14, 2015. The record lacked
documented evidence that the staff conducted
prompt assessments and treatments of falls, in
accordance with their policy as detailed below:

.I - The record lacked documented evidence that
the resident's mental status assessment

| conducted after aforementioned fall had been

| correlated with the his/her pre-falf status to

! identify any changes;

| - The record lacked documented evidence the

| resident had been assessed far the use of any
| new medications;

| - The record lacked documented evidence the
I environment been assessed to identify any

critical analysis to determine the root cause of the |

required a higher level care had been conducted.

notes that indicated the resident sustained eight
(8) falls over a period of 7 months {June 18, 2015
| through January 21, 2016). Seven (7) of Resident

R 292

[
|
|

|
|
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| hazards or potential hazards;

- The record lacked documented evidence the |
| resident/family had been educated on any [
identifted fall risk; and |
- The record lacked documented evidence a F
critical analysis to determine the root cause of the
fall, any interventions needed, or if the resident
required a higher level care had been conducted. |

The eighth fall that Resident #13 experienced ! |
occurred on January 21, 2016. The record |
lacked documented evidence that the staff I'
| conducted prompt assessments and treatments i

|

| of falls, in accordance to their policy as indicated
below:

- The record lacked documented evidence that |
the resident's mental status assessment |
conducted after aforementioned fail had been
carrelated with the his/her pre-fall status to :
identify any changes;

- The record lacked documented evidence the
resident had been assessed for the use of any .
new medicalions; | '
- The record lacked documented evidence the .
resident/family had been educated on any

- identified fall risk; and 1 ’
- The record lacked documented evidence a |
critical analysis to determine the root cause of the |
fall, any interventions needed, or if the resident

| required a higher level care had been conducted.

| |
Interview with the Director of Clinical Services on | .
March 15, 2016, at 1:00 p.m., revealed that the '
staff had not followed fall policy as outlined. The I
Director of Clinical Services, however, indicated
that they wouid lcok into developing a new fall
palicy that would specifically address the
population of residents they serve.

|
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At the time of the survey, the ALR failed to

provide evidance that an effective system had

been developed and implemented to reduce |
| and/or eliminate falls.
|

Il The ALR failed to ensure medical evaluations |
| and labs were performed as ordered. | [

r |

- @. On March 9, 20186, at 12:00 p.m., review of

| Resident #4's clinical record revealed a H3P
dated March 19, 2015. The H&P documented that
the resident's primary diagnosis was dementia
with paranoia. The resident's secondary
diagnoses included chronic cbstructive , |
pulmonary disease, hypertension and diabetes |
meilitus. The attending physician ordered a basic
metabolic panel test every three (3) months.
Continued review of the record, lacked evidence
that the aforementioned lab test had been
conducted as prescribed. !

During an interview with the Director of Clinical
| Services on March 6 2016, at 2:00 p.m., it was
| revealed that Resident #4's lab testing had not
' been performed as prescribed. |

! b. On March 10, 2016, at 9:45 a.m., review of
Resident #6's record revealed a letter from the
resident’s physician dated October 12, 2015. The
letter indicated that the resident would be seen by
the gynecologist every three months to have a
procedure performed. The record, however,
lacked documented evidence the resident had [
been seen by the gynecologist to have the
prescribed procedure performed.

| On March 10, 2016, at 1:30 p.m., interview with

Heaith Regulation & Licensing Administration
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the Director of Clinical Services revealed she
would follow-up with the resident's family to find
| out if the resident had followed-up with the

| gynecologist as prescribed.

Rzgzi

At the time of this survey, there was no
documented evidence that Resident #4 and

1 Resident #6 had labs/procedures performed as
prescribed.

R 293 Sec. 504.2 Accommaodation Of Needs.
|
| (2) To have access to appropriate health and
| social services, including social work, home
| health, nursing, rehabilitative, hospice, medical,
dental, dietary, counseling, and psychiatric

' practicable physical, mental and psychosocial
‘ well-being;
Based on record review and interview, it was
l provide appropriate nursing services for four (4)
of four (4) resldents in the sample with wounds
| and/or Foley catheters. (Residents #5, #9, #10
and #11)

The finding includes:

| l. The ALR failed to develop a system to identify
| residents at risk for the development of altered

skin-integrity and implement a system to ensure
| effective wound care management for residents
" with pressure ulcers; for example:

. @. Review of Resident #5's record beginning
March 10, 2016 through March 28, 2018,

| revealed the resident sustained the following
altered skin integrity issues:

‘ services in order to attain or maintain the highest |

| determined that the ALR nurses failed fo directly !

R 202

R 293

R 293 Section §g4.2 Accommaodation of

Needs
SEE R 000 WOUNDS

R 293 |l FOLEY CATHETERS

See XR 000 FOLEY CATHETERS

| 293 lll_Access to Immedia ursing Car
|

. Services - PDA

An assessment will be done of residents
currently using Private Duty Aides and
Companion services.

Each resident will have a file containing
intormation as, but not limited to, identifying
information of agency employing the PDA,
agency service information, agency PDA joh
description, list of services expected to be
provide by the PDA, PDA TB testing,
identification, copy of criminal background
check, and training certifications

1
I
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R 293' eoniinued Rion [pRgS (21 . | Private Companions will have a file containing, but ‘5" 4
1. [Right heel wound] not limited to, identifying informa'fion, crinr]inal
' The resident was admitted on January 7, 2015. background check, TB testing and information
| The nurse documented that the resident had a outlining what services witl be offered to the_
! right heel wound that measured 0.1 cm x 10 cm. resident. The form also will contain information of
| The record, however, lacked documented limitations of services.
evidence that the physician was made aware of )
the right heel wound and it failed to indicate that Each PDA and Companion will be oriented to the
| the nursing staff continued to monitor the right | facility by facility designated Stéff. Orientation
]' heel wound after the resident's admission. will include tour of the facility, mtroductllon to
' facility management, copy of Resident Rights, list of
2. [Left heel redness] needed phone numbers/extensior} of_facility staff
| On January 9, 2015, the nurse documented that to contact for various needs, medication _
the resident had left heel redness. The record, | administration times and procedures, dining times
however, lacked documented evidence that the and procedures, laundry procedures, activitles,
left heel redness had healed and/or had been review of expected services and review of
{ monitared after January 14, 2015. emergency procedures in the event of resident
accident, health issue, fire or other emergency and
3. [Stage [I- buttocks] how to report a complaint, obs.erved abuse,
On May 19, 2015, the nurse documented, "stage neglect or exploitation of a resident.
It ulcer noted to bottom, resident already had | ) ,
nystatin cream [used for fungal infection} order in | An information form will be placed in each
| place, treatment done to wound, monitor." The resident’s chart for the use by sFaff to list who uses
! recard iacked documented evidence that the a PDA or Companion, the list will includes the
| wound had been consistently monitored. identifying information of the PDA or companion,
level of care of the PDA or Companion, contact
i Continued review of the record revealed that on .' information and list of services to be provided by
| May 29, 2015, the nurse documented, the ‘ the PDA or Companion.
physician was called for wound [
evaluation/treatment orders. | aA: _ A
! The Resident Services Coordinator (RSC) will
Further review of Resident #5's record revealed | maintain a current master list of all r.esident? who
| the following related the aforementioned wound; ! use PDAs or Companions. The list will contain the
| name of the resident and the name the PDA or
- On June 16, 2015, the resident was seen at the Companian. . ‘
wound clinic for debridment of the necrotic tissue QA: The RSC and BOM will audit PDAand
| of the buttocks. The record, however, lacked | Companion files’monthlv to assure all required
documented evidence of the decline in status of documentation is Pl’e‘seﬂt ,
the wound and that the physician had been made The ED will monitor files for all new PDA's to
aware of the decline. Additionally, the wound ensure compliance monthly.
| clinic ordered daily wound care, change pasition !
Health Regulation & Licensing Administralion
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every 156 minutes and assist with providing
incontinent care frequently [due to the location of |
' the wound]. The record lacked documented ?
evidence that the wound care had been
| performed daily and that the resident's position I
' had been changed every 15 minutes as
| prescribed.

| - On June 25, 2015, the nurse from a licensed

| homecare |

| agency [who was providing wound care one to ;
two times a week] documented, " wound bed had
hecrotic tissue 75% with 25% slough, the wound |

| did not have a cover..." The facility’s nursing staff ,

| failed to ensure the wound was covered as '
prescribed.

- On July 22, 2015, the nurse from a licensed

| home care agency documented that "the client

' [resident] buttocks breaking down talked with the
DON about leaving depends on the client
fresident] all night." The facility's nursing staff

| failed to ensure frequent incontinent care was
provided as prescribad. !

- The record lacked documented evidence that
the nursing staff provided care and/or monitored
i the wound after August 19, 2015.
| - According to a nursing note dated September .
| 16, 2015, the noted indicated the resident at the | '
| wound clinic and sacral wound had healed.

i 4. [upper right buttocks-eschar]

Review of Resident #5's record revealed the
following information related to a wound located
on the resident's upper right buttocks:

'-On January 13, 2016, the physician prescribed
| a new order for Z-guard ointment to the buttocks
Heaith Regulation & Licensing Administration

STATE FORM 4880 LY5111

If continualicn sheet 23 of 48




PRINTED: 04/20/2016

_ FORM APPROVED
Health Regulation & Licensing Administration
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . Bl GG COMPLETED
ALR-0004 B. WiING 03/28/2016
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5420 CONNECTICUT AVENUE, NW
CHEVY CHASE HOUSE ’
WASHINGTON, DC 20015
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID | PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE { COMPLETE
TAG | REGULATCRY OR LSC IDENTIFYING INFORMATION) | T1AG CROSS-REFERENCED TO THE APPROPRIATE | DATE
i DEFICIENCY)
R 293 Continued From page 23 I R 293 !
' TiD and prn for incontinence associated 1. '
| dermatitis. |

| - On January 18, 2016, the physician decreased
{ the Z-guard order to BID and prn. I

- On January 27, 2016, the nursing note indicated '
! that he/she observed a pressure ulcer with 75% I
eschar. New orders given for santyl [chemical
debrider] daily.

On March 8, 2015, interview with the Director of
{ Clinical Services, revealed that the facility did not |
| have a wound care policy and Resident #5's [
wound care was the responsibility of a licensed | ’
| |

] home care agency.

' Note: Interview and record review revealed that |

1 wound care was to be provided daily; the licensed |

| home care agency hurse was to provide wound i |

| care one (1) to two (2) times a week and the ALR |

, nurse was to provide wound care the days the

. licensed home agency did not provide wound ,
care and as needed. Additionally, the facifity's |

| nursing staff failed to: (1) assess the resident

| during the admission evaluation to identify if '
he/she was at risk for developing pressure uicers; |

| (2) address the resident's decline in his/her
functional mobility since admission; (3) ensure

| wound care was performed daily as prescribed;

| {4) document daily the description and status of

. the wound; (5) provide weekly measurements

' and reassessment of wound; (6) consistently
inform the physician of the wound | |
decline/progression; and (7) assess the resident

i for pain prior/during wound care for the

; aforementioned wounds. :
| |

J
. b. Review of Resident #11's record on March 14, |

"lealth Regulation & Licensing Admlnistration
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|
]
|

| cover with bordered gauze daily.

2016, starting at 1:12 p.m. revealed that the |

' resident acquired a pressure ulcer. Nursing notes |

! and physician orders in Resident #11's record
' documented that the resident was seen ’
periodically by his/her primary physician and a
wound care physician for a sacral wound. Further
review of the record documented the following
physician orders for wound care treatment:

- April 8, 2015 - Clean sacral wound with normal
saline, pat dry with gauze, apply santy! ointment |
and cover with bordered gauze for 10 days,

- June 1, 2015 - Cleanse wound bed with acetic |

+ acid soaks, apply alginate with bordered gauze |
| every other day. |

- June 12, 2015 - Santyl to sacrococcyx daily and '
prn, cover with mepilex.

| - July 7, 2015 - Cleanse sacral wound with normal j

saline, pat dry, apply hydroge! and cover with
bordered gauze daily.

- July 21, 2015 - Cleanse wound bed with soap

| and water or narmal saline, apply alginate with [

bordered gauze every other day.

- November 3, 2015 - Cleanse wound bed with
soap and water or normal saline, gently pack with |
nugauze moistened with 0.25% acetic acid and

|

' - November 24, 2015 - Cleanse wound bed with

' soap and water or normal saline, gently pack with |
nugauze moistened with 1% acetic acid and

' cover with bordered gauze daily.

! - December 4, 2015 - Cleanse wound bed with
. 80ap and water or normal saline, twir calgi swab |
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_into depth of wound, then apply alginate and
| cover with mepilex border Mondays, Tuesdays
| and Wednesdays.

R 293 Continued From page 25 ’ R 293 "
| |

. | |
't should be noted that a licensed home care | '

| agency was contracted April 21, 2015 to provide |

| skilied nursing wound care [
| 2 - 3 times per week for Resident #11. The facility |
was to perform wound care for Resident #11 for |

I

! the remaining days as ordered.

| Review of the facility's nursing notes starting on

i March 14, 2016 at 10:10 a.m., however, failed to

[ provide evidence that the ALR completed the
remaining wound care treatments (outside the '
treatments conducted by the contracted agency) I
as prescribed.

" Interview with the Director of Clinical Services on | |
March 23, 2016, at 10:41 a.m. revealed that there
was no additional treatment documentation

. because the facility's nurses only docurment ’
wound care in the nursing notes. The director of
clinical services also stated that the facility was '

J warking to devefop a wound care policy. [ l

| Note: Interview with the Director of Clinical |
| Services and review of records failed to provide
' evidence of a policy to manage wounds. |

['l. The ALR failed to develop a system to ensure
appropriate and effective Foley catheter care was

! implemented.
a. On March 10, 2018, review of Resident #5's |
recerd revealed that on March 28, 2015, the
resident complained of anuria (without urine) for
12 hours. The resident was transferred to the ER

| and received treatment including: The insertion a |
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Foley catheter with a urinary out put of 1500 cc
and the administration of two (2) Fleets enemas.

| The resident returned to the ALR on the same
day with the diagnoses of urinary retention and |
constipation. Also, the resident refurned with an

| indwelling Foley catheter, orders to follow-up with | :
the urologist in three (3) days and an order to |

| start Colace [stool softeners] 100 mg po TiD. '

: Additionally, the record revealed that the resident |
had a history of BPH. Continued review of the

‘ record and interview revealed the following:

! |
R 293 Continued From page 26 |] R 293
I

. -On March 31, 20185, the resident followed-up

' with the urologist and was prescribed Flomax [for

| the treatment of BPH]. ; - ,
- On April 2, 2015, the resident had a second f
follow-up visit with the urologist and an that visit |
the urologist removed the Foley catheter.
- On April 7, 2015, the resident complained of |

| constipation for three days. The physician { :

| ordered fieets enema.

| -On April 8, 2015, the resident complained of

. anuria for one day. The resident also complained

i of constipation. The resident was transferred to
the ER with an admitting diagnoses of urinary
retention and constipation. Tha resident was .
subsequently hospitalized for 5 days.

- OnApril 13, 2015, the resident returned to the
ALR with an indwelling Foley catheter in place. |

| - On May 1, 2015, a nursing noted indicated that

| the physician ordered skilled nursing services |

| [from a licensed home care agency] for Foley

 catheter care. ' |

| -On May 7, 2015, the nurse from the licensed | '
home care agency visited the resident and J_

{ initiated for [one {1) time a week for eight (8) I

- weeks), {
- On June 30, 2015, the skilfed nursing services |

| were increased to |

| one (1) to two (2) times a week and to change |
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| the Foley catheter once a month. } ‘

| On March 10, 2016, interview with the Director of
Clinical Services, at 2:30 p.m., revealed that the
ALR did not have a Catheterization Policy and the
| licensed home care agency skilled nurse was |
| responsible for providing Foley catheter care. ]
| |

| Note: The record revealed the ALR's failed to: (1)

| monitar the resident for self-medicating of the
new aforementioned medication prescribed to
treat BPH and constipation; {2) monitor the
resident’s input; (3) consistently monitored the
resident's urinary output; (4) document the 1
characteristics of the of the urine noted in the _

| drainage bag; (5) monitor the resident urinary ‘
output post removal of the indwelling catheter on 1 .

| April 2, 2015; and (6} consistently monitor the

| resident for signs/symptoms of UTI.

b. Review of Resident #9's record on March 16,
2016, at 1:00 p.m., revealed that the resident
was admitted on March 16, 2018, with indwelling
Foley catheter and the resident was to self-empty |
| histher Foley catheter. The record aiso revealed

that the resident was intermittently incontinent of |
,| stoal. Further review of the record revealed the

resident was admitted to the hospital on April 22,

2015, for a scheduled TURP due to a enlarged
] prostate. The resident returned to the ALR on
J April 23, 2015 without the Foley catheter in place.

| On March 16, 2015, at 2:30 p.m., interview with
| the Director of Clinical Services revealed the .
| resident was respensible for Foley care. i

‘ Note: Interview and record review revealed that ’ |
| the ALR's nursing staff failed to : (1) monitor the | |
resident's input; (2) monitor the resident's urinary
output with Foley catheter and post TURP ; (3) |
Health Regulation & Licensing Administration
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monitor the ¢haracteristics of the of the resident's
urine with Foley catheter and post TURP; and (4)
maonitor the resident for signs/symptoms of UTH.

¢. On March 14, 2016, starting at 10:10 a.m., i
review of a nursing note, dated November 23, - '
2015, in Resident #10's record revealed that the
resident had a Foley catheter. The and indication |

for insertion however was not noted. Further ' |
review of Resident #10's record lacked evidence
that the facility's nurse assessed, provided care,
nor documented output amount and
characteristics of Resident #10's urine from the

J Foley catheter,

| Interview with the Director of Clinical Services on |

| March 14, 2016 starting at 12:02 p.m. confirmed

| that the resident had a Foley catheter. The
Director of Clinical Services stated that the

| hurses should have documented care provided in
the nurses notes.

{ lIl. The ALR failed to develop a syster to ensure

| a resident had immediate access to adequate |

| and appropriate nursing services. ;

i Review of Resident #7's record on March 17, '

{ 2018, at 11:00 a.m., revealed a nursing note

i dated November 14, 2015, that indicated the |
resident fell while in the shower and sustained a |

hematoma. The resident had a PDA who assisted |

the resident while he/she was showering. The

| PDA failed to notify the nurse immediately of the |

| resident's injury fhematoma]. The PDA attempted |

! to provide care for the injury by placing ice to the |
injured area. The injured area continued to swell
and the PDA finally informed the nurse one hour

| after the injury.

[
| Interview with the Director of Clinical Services, on | |
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|
March 17, 2016, at 2:00 p.m., revealed the PDA |
was to inform the nurse immediatley of the injury.
The Director of Clinical Services also revealed
| that the ALR did not have a PDA or companion o 1B
policy that outlined the ALLRs expectations and P I 90
‘ rules. 2]
R 481 Sec. 604b Individualized Service Plans R 481 R 481 Sec 604 Individualized Service Plans
(b) The ISP shall include the services to be . . ‘ )
’ provided, when and how often the services wili be i Ul rev'e.weé bY nursing staff to
assure documentation indicates when, how

provided, and how and by whormn all services will |

be provided and accessed. 1
‘ Based on record review and interview, the ALR

failed to ensure (SPs included when, how often, '

often and by whom services will be rendered.
Any plan not containing this information will
be corrected.

and by whom services will be provided for two (2) QA: The DON will review al! new or updatad
| of thirteen residents in the sample. ISP’s for completeness of required
- (Residents #5 and #6) I information prior to the form being filed in
‘ The findings include: the resident’s chart and initial the form.
- The ED will audit a randam selection of

] . »
| 1. On March 10, 2016, at 11:00 a.m., review of Resident ISD’s monthly for completeness
I

| Resident #5's record revealed a physician |
telephone order dated June 16, 2015, for sacral
wound care daily. Further review of the record |
revealed an ISP update had been completed on |

! June 22, 2015 to reflect the significant change of | |

| wound care. The ISP, however, iacked

| documented evidence of when, how often, and by |

I' whom wound care services were to provided. |

| 2. On March 10, 2016, at 12:00 p.m., review of
Resident #6's clinical record revealed ISP's dated

| April 9, 2015, May 19, 2015 and November 22, 1
2015. The aforementioned ISPs indicated the [
resident received companion services. The ISPs,
however, lacked documented evidence of when
and by whaom companion services were to be i

| provided. |
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' |
i On March 10, 2018, at 1:00 p.m., interview with ! . '
| the Director of Clinical Services revealed that ’ Je
going forward they would include the {7 | 20 f
aforementioned information to all significant : .
! change I1SPs. ‘
R 483 Sec. 604d Individualized Service Plans R 483 X R 483 Sec 604d Individualized Service

(d) The ISP shall be reviewed 3Q days after
! admission and at least every 8 months thereafter. |
| The ISP shall be updated mare frequently if there |
| is a significant change in the resident's condition.
The resident and, if necessary, the surrogate |
shall be invited to participate in each
| reassessment. The review shall be conducted by
i an interdisciplinary team that includes the
resident's heaithcare practitioner, the resident,
the resident's surrogate, if necessary, and the
ALR.
Based on record review and interview, it was
determined that the ALR failed to ensure ISPs
were reviewed by the interdisciplinary team to
include the resident's healthcare practitioner, the
resident and the resident's surrogate at least
every 6 months and maore frequently for
significant changes for ten (10) of (13) residents |
| in the sample. (Residents #1, #2, #5, #6, #7,#8, |
| #9, #10, #11 and
#13)

! The findings include:

Review of residents records on March 9, 2016, ’
beginning at 8:30 a.m., revealed the following
regarding the resident's ISPs:

{ 1. Resident #1 had an ISP dated September 7,
12015,

Plans

All ISP’s will be reviewed by Resident Care
Manager to assure ISP’s have
documentation of interdisciplinary team
review required every six months and for a
significant change. Any emission will be
corrected.

The DON will review all ISP’s for
completeness of required information prior
to the form being filed in the resident’s
chart and initial the form,

QA: The Care Manager, ED angd designated
staff will audit at least five (SP’s weekly for
completeness
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l
I 2. Resident #2 had an ISP dated December 3,
| 2018. [
| 3. Resident #5 had ISPs dated October 29, 2015,
November 25, 2015, and December 29, 2015. Ii

| The aforementioned ISPs failed to provide
documented evidence that they had been
reviewed by each resident's healthcare

| practitioner.

|

 Interview with the Director of Clinical Services on |

! March 9, 2016, at 12:15 p.m., revealed that the |
| resident's physician had been faxed a copy of the

aforementioned ISP, ‘

|

|

4. On March 10, 20186, at 12:00 p.m., review of

' Resident #6's clinical record revealed two
significant change ISPs. The first significant
change ISP dated October 21, 2015 lacked |
documented evidence it had been reviewed by |
the resident's health practitioner, the resident

| and/or the resident's surrogate. In addition, the ‘
ISP failed to evidence the reason for the
significant change. The second significant |
change ISP dated December 21, 2015, was for |

| multiple falls. The ISP lacked documented ]
evidence it had been reviewed by the resident's
heaithcare practitioner, the resident and/or the |

‘ resident's surrogate,

; On March 10, 2016, at 1:30 p.m., interview with
the Director of Clinical Services revealed all
aforementioned 1SP had been faxed to resident's }

| physician for review.

|
Note: A significant change ISP to address the

| resident's frequent falls was not developed until |

{ after the resident's fifth fall on December 21,
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R 483 ‘ Continued From page 32
2015.

i 5. Review of Resident #7's record beginning
March 14, 2016 through March 25, 20186,
revealed that the resident was admitted to the
ALR on March 17, 2015. The review also

| revealed that the resident had a total of nine (9)
falls [from March 31, 2015 through December 29,

| 2015] with seven (7) ER transfers for
evaiuation/treatment. The resident sustained
muitiple injures from the aforementioned falls ta
include lacerations, closed head injuries without

| LOC, hematomas, and a compression fracture of |
the thoracic vertebra. The record, however,

. lacked documented evidence that a significant
change ISP had been developed to address the
resident's frequent falls.

| Further review of the record revealed a six-month
ISP updated on October 29, 2015 {which was two |
months after the resident's fifth fall on August 24,

| 2015]. The ISP indicated that due the resident's

| “increasing fall risk” the ALR implemented the

 following interventions to include: (1) companion

’ services, seven days a week, twenty-four hours a
day; (2) staff to monitor and assist the resident for
safety; (3) resident was not to be left unattended
in apartment; and (4) ensure items needed are

. within reach. It should be noted that the continued ‘

‘ review of the record revealed the resident fell four |
{4) more times after October 29, 2015. The
aforementioned ISP, however, lacked
documented evidence it had been updated with

{ any additional interventions to address the

| resident's continued falls. It should be noted that

 the record lacked documented evidence that

. outlined the root cause for the resident's

| “increasing fall risk".

| Interview with the Director of Clinical Services, an

| Rag3
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| March 15, 2016, at 3:00 p.m., revealed that the |
she had meetings with the resident's family to
address the resident's frequent fall. The Director, |

| however, indicated that she failed to include the |
information in the ISPs. ;

6. On March 15, 2016, at 12:00 p.m., review of }
Resident #8's record revealed the last updated
| ISP was dated Septerber 7, 2015, Further
review of the record revealed that the resident
sustained a left hip fracture following a fall on |
| October 12, 2015. The resident had J |
" hemiarthroplasty surgery to repair the left hip |
fracture. Physical therapy services were started |
, on November 11, 2015, one day post readmission | |
| to assess/treat for safety concerns foilowing |
hemiarthroplasty surgery. Continued review of the |
record revealed that the aforementioned ISP had |
not been updated with significant change
information that: (1) addressed any assessed
needs that the resident may have required
, following the hip fracture; and (2) outliring when,
| how often, and by whaom the afarementioned
physical therapy services were to be f |
!
|

provided/accessed.

Further review of the record revealed that the
resident fell two (2) times within four (4) days of
readmission of the hemiarthroplasty surgery and
physical therapy services being provided. The
record, however, lacked evidence of an ISP to r
| address any additional interventions the ALR
implemented to address the frequent falls.

Note: Interview and record review revealed the
resident had a history of a right hip fracture with
surgical repair 4-5 years prior to his/her

‘ admission to the ALR in 2014.

7. 0n March 15, 2016, at 1:30 p.m., review of |
Health Regulation & Licensing Adminiatration
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i Resident #9's record reveaied ISPs dated March
18, 2015, April 17, 2015, August 18, 2015 and |
October 18, 2015, that lacked documented |
evidence they had been reviewed by the |
resident's healthcare practitioner. !
{

Continued review of the ISP dated August 18,
| 2015, indicated it was a significant change ISP for
' "falls". The ISP documented the resident fell on

May 6, 2015, May 14, 2015 and August 8, 2015.
| The resident sustained a laceration to the back of ‘
the head and required nine staples for repair |
following the fall on August 8, 2015. The ISP !
indicated the resident's wife refused night checks. a
The recard, however, revealed that the three
aforementioned falls cccurred between the hours
J of 8:00 a.m. and 5:30 p.m. The aforementioned i
i ISP lacked documented evidence of interventions -
implemented by the ALR to address the r@-.sident‘s|
frequent falls.

{ On March 15, 2016, at 3:00 p.m., interview with
the Director of Clinical Services reveaied that she
had faxed all of the aforementioned ISPs to the
resident's physician for review. Also, the Director
indicated the resident's wife refused
companion/PDA services. |

8a. On March 14, 2016 starting at 10:10 a.m.,
review of Resident #10's record revealed the

| resident sustained a head injury that required
staples after a fall on August 10, 2015. Further
review of the record and the facility's incident
reports revealed that the resident had a total of
10 falls from May 6, 2015 through February 7,

| 20186.

. On March 14, 2016, at 10:25 a.m., a review of
| the ALR's "Fall Risk Assessment, Prevention and | ]
| Management Protocol" revealed that a resident's |
Heaith Regulation & Licansing Administration
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ISP should be updated after a fall as a significant

change. !

|
i
| At the time of the survey, the ALR failed to update |
| Resident #10's ISP after Resident #10 sustained |
| a failfinjury in accordance with agency policy.
{
8b. Review of Resident #10's record on March
14, 20186, starting at 10:10 a.m., revealed a |
| nursing note, dated November 23, 2015. The |
l note revealed that the resident had a Foley
catheter, however the date of insertion was nat |
noted. Further review of Resident #10's record |
i revealed ISPs dated June 3, 2015 and December |
3, 2015. Each of Resident #10's ISPs ,
. documented that she/he was continent of bladder '
I and did not mention that Resident #10 had a i
Foley catheter. _'
| |
| Interview with the Director of Clinical Services, on |
| March 14, 2016, during at 12:02 p.m., revealed
: that the ISP shouid have been updated with the
resident’s significant change.
| 9. On March 14, 2018, starting at 1:12 p.m. '
! review of Resident |
#11's record revealed that the resident acquired a |
- pressure ulcer that was discovered by the nurse
i on April §, 2015. Nursing notes and physician
' orders in Resident #11's record documented that
| the resident was subsequently seen by his/her '
[ primary physician and a wound care physician.
. Wound care orders were initiated April 6, 2015,

Further review of Resident #11's record on March |
14, 2016 revealed ISPs dated November 18, '
2014 and May 19, 2015. The record failedto |
| document that the ISP was updated reflect the |
| patient's new wound and wound care orders. |
| {The ISP was updated 43 days after the initiation |
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| of the wound care orders.)
| |
| 10. On March 15, 2018, starting at 2:22 p.m.,
rewew of a nursing note, dated January 8, 2016 i .
| in Resident #13's record revealed that the i '
| resident underwent pacemaker replacement l
surgery. The nurse's note documented orders for | ‘
| new activity restrictions for Resident #13. [
|
- |
| Further review of Resident #13's record on March |
15 2016 revealed ISPs dated August 4, 2015 and
January 16, 2018. The record faited to document ' !
, that the ISP was updated to reflect the resident's
surglcal procedure and new orders for restricted l
l aciivities. i
|
On March' 15, 2016, at 10:00 a.m., the Director of |
Clinical Services stated during an interview that L } gc) /
! the facility will start to document significant 5
changes in the residents’ ISPs more frequently. |
I
R SQBj; Sec. 701d11 Staffing Standards. R 598 R 598 Sec 701d11 tandards
. L All persannel records will be reviewed by the
J (11) Maintain personnel records for each Business Office Manager (BOM) to assure the

{ employee that include documentation of criminal
background checks, statements of heaith status, ‘

| and documentation of the empioyee's

| communicable disease status; ;
| Based on record review and interview, the ALR |
| failed to document one (1) of nine (9) employee's |
communicable disease status (CNA#1), and
' failed to document criminal background checks
for one (1) of nine (9) employees. (Employee #9) |

I The findings include: |

1. On March 11, 2016, beginning at 10:25 am., a |
review of CNA #1's personnel record revealed no |
| documented evidence of his/her communicable

required documentation of statement of health
status, documentation of communicable disease
status, and criminal background checks are
present. Any omission will be corrected.

The facility will assure that all employees hired
prior to 2012 will be rechecked using the DOH
Criminal Background Check program.

| QA: Audits of personnel records will be done by
the ED and BOM manthly to assure required
documentation is completed.

The facility will use a personnel file index form
which will contain all required personnel
documents, As required documents are filed in
the personnel folder, the items will be checked

/o

on the index.
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R 598  Continued From page 37
disease status.

This information was brought to the attention of
the ALR's Business Office Manager at 11:15 a.m. |

| The surveyor was informed that the CNA would
be insfructed to contact his/her doctor to ebtain
the results.

| At the time of the survey, the ALR failed to

! maintain a personnel record for CNA #1 that

| included the employee's communicable disease
status.

| 2. The ALR failed to maintain documentation of
| criminal background checks in employee
| personnal records, (Employee #9)

On March 11, 2016, at 1:47 p.m., review of the

‘ personnel racord for Employee f
#9 revealed that he/she was hired on December

| 23, 2008. Further review of the record revealed
the results of the employee's criminal background
check was documented within an email dated

i November 25, 2008, The email documented that

" a background check had been obtained for the
employee and that he/she was cleared for hire.

; Continued review of the criminal results revealed
that a Sacial Security trace was conducted and

| evidenced that Employee #9 lived in the District of

‘ Columbia and lived in the state of Maryland. It
should be noted that the criminal information
reported was received for Prince Georges County
and the City of Suittand only. There was no

| documented evidence of a clearance for the '

| District of Columbia. |

| Atthe time of the survey, there was no evidence
that a background check had been obtained in all
| jurisdictions where Employee #9 lived within the

R 598
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R 802/ Sec. 701f Staffing Standards.

| (f) Employees shall be required on an annual
basis to document freedom from tuberculosis in a

’ communicabie form.
Based on interview and record review, the ALR
failed to ensure that an employee was annually
tested free fram tuberculosis in a communicable
form, for one (1) of nine (9} staff in the sample.
(CNA #1)

The finding includes:

On March 11, 2016, beginning at 10:27 am., a |
review of CNA#1's personnel record revealed the |
employee's date of hire was July 31, 2015.
il Further review of the recard revealed that a PPD
I skin test had been performed on March 3, 2016.
i The record, however, lacked documented
evidence of the resuits of PPD [TB] skin test.

The ALR's Business Office Manager was
infarmed of the missing information on March 11,

2016 at 11:15 a.m. The Business Office Manager
| infarmed the surveyor that CNA #1 would be
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past seven years prior to their date of hire. E
|
On March 14, 2016, at 11:52 a.m., the surveyor |
brought this information to the attention of the |
Human Resources Director. Further discussion |
{ with the HR Director revealed that she/he was not |
' aware that the search should have included all
jurisdictions in which the employee worked or |
| resided within the 7 years prior to their date of
hire. The surveyor was informed that in the future,
| as the Human Resources Director, she/he would
ensure that all jurisdictions that were applicable 13 0
for each employee would be included. i 5 )
R 602 R 602 Sec 7011 Staffing Standards

All personnel records will be reviewed by
the BOM to assure the required
documentation is present. Any staff lacking
documentation of TB testing will be off
work until testing documentation is
obtained.

! QA: The facility will use a personne! file
index form which will contain all required
personnel requirements. As TB testing
reports are received and filed, the TB report
will be checked on the index,

Audits by ED and BOM will be done monthly
to assure testing has been completed and is
documented.
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| instructed to contact he/her doctor to obtain the | |
results. !
At the time of the survey, CNA #1's personnei | ;
| record lacked evidence that he/she was from free
from tuberculosis in a communicable form. [
R 8589 Sec, 702a4d Staff Training. R 859 Py
| | 513
(D) Procedures for detecting and reporting i R 659 Sec. 702a4d Staff Training
suspected abuse, neglect, or expisitation of
residents; I A review of all resident files will be done to
. Based on interview, the ALR failed to ensure that assure all staff have been trained on the proper
staff were properly trained on procedures to procedure to report resident abuse, neglect and
| report if employees had cause to believe that a exploitation.
| resident was subjected to abuse, neglect, or An in-service will be provided to all staff by the
exploitation, would report it to the administrator | Ombudsman on reporting abuse, neglect and
for two (2) of two (2) CNAs. (CNA#1 and CNA exploitation of residents prior to 5/15/16.
| #2) QA: Audits by ED and BOM will be done monthly
1o assure training on the proper procedure for
The findings include: reporting abuse, neglect and exploitatian of
residents has been completed ard is
| On March 9, 2016, beginning at 8.56 a.m.,an | documented
' interview was conducted with CNAs #1 and #2 to
ascertain inforrmation regarding their knowledge
of who to repart an allegation of neglect, abuse or
| exploitation. The interview with both CNA#1 and
' #2 revealed that they would report such an
| allegation to the ALR's Charge Nurse.
Review of CNA #1's and #2's personnel records
on March 11, 2016, beginning at 10.25 a.m.,
revealed that the CNA's training covered two
| topics, Resident Rights and Fire Safety. There
was no documented evidence that any training
was provided on Allegations of Abuse, neglect
and exploitation, l
| At the time of the survey, the ALR failed to ensure
Health Regulation & Licensing Administration
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!
CNAs #1 and #2 were educated to report an } |
| allegation of abuse, neglect, or exploitation to the |
| ALR's administrator. | [
' ! 2L i
R 669 Sec. 702b Staff Training. ‘ R 669 R 669 Sec. 702b Staff Training 4| f 20 / e
i

| (b) Within 7 days of employment, an ALR shall |
train a new member of its staff as to the following: |
| Based on record review and interview, ALR failed
| to ensure that two (2) of two (2) newly hired staff
received the required orientation within 7 days of
| employment. (CNA#1 and #2)

f

| The findings include: i

| 1. On March 11, 2016, at 10:27 a.m., review of |

| CNA#1's personnei record revealed sthe was |

- hired on July 31, 2015. The record revealed that |

| orientation had been provided, however, there [
was no documented evidence of the date that the
training was provided. |

2. On March 11, 2016, at 10:57 a.m., review of |
CNA#2's personnel record revealed sthe was |
| hired on July 22, 2015, Further review of the |
| record revealed a document entitled "Certificate
of Completion of First Hire Orientation DVDs."
| Continued review of the document, revealed that |
CNA#2 had received two of the nine required |
| trainings (Resident Rights and Fire Safety). ft |
should be noted that the aforementioned '
| document lacked evidence of CNA#2's name |
’ and the date of training. ’
[ During the exit conference on March 28, 2016,
| beginning at 11:15 a.m., the surveyor reported the |
aforementioned findings. It should be noted that ‘
| the Human Resources Director was present for

' the exit conference and did thank the stirveyor for |
|

A review of training practices will be
done by the ED and BOM. |
The BOM will develop an efficient
documentation system to track
employee training.

QA: The ED and BOM will audit
personnel records monthly to assure
staff training has been completed and
documentation is accurate.
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R 669% Continued From page 41
| providing the aforementioned information.

f documented evidence that the required training
was provided within seven days of employment.
Additionally, CNA #2's record lacked documented |
evidence that the facility provided all nine

required trainings ("their specific duties and ]
assignments; the purpose and philosophy of the |
ALR; the CNA's daily routines; elementary body |
mechanics, including proper liting and in place
transfer; choking precautions and airway
obstruction, including the Heimlich Maneuver;
and infection control.")

R812 R 812

Sec. 904c Medication Storage

! (c) The storage area shall be used only for ,
storage of medicatians and medical supplies.

| Based on observation and interview it was
revealed that the ALR failed to stored delivered
medication in a space only used for medications

| and medical supplies for one (1) of thirteen

' resident's in the sample.

‘ The finding includes:

{ On March 16, 2016, at 11.00 a.m., observation
revealed the receptionist receiving a delivery of
medications. The receptionist put the delivered
medication in the resident's open and unsecured

- mailbox. The receptionist then gave the delivered
medications to the resident.

| On March 18, 2016, at 11:05 a.m., interview with
the receptionist revealed that when that only
resident's medication is dropped off at the front

| desk. Once the medications are dropped off, the l

| receptionist will place the medication in the

R 812 Sec 904c Medication Storage

All medication deliveries will be taken directly ta
Nurse in Charge by the pharmacy transport
personnel.

Medication will be signed in and processed by
the Nurse in Charge.

The facility will develop a written policy covering
delivery practices for medication.

A copy of the policy will be sent to all pharmacy
providers.

Staff will be educated to direct pharmacy
deliveries to the medication room.

QA: The DON will audit for correct recelpt of
medications on a monthiy basis.
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|
‘.
i Sec. 1002. Fire safety. !
An ALR shall comply with the Life Safety Code of '
| the National Fire Protection Association, NFPA
[ 101, 1997 edition as follows:
Based on record review and interview, the ALR
' falled to conduct fire drilis at least quarterly for
i three (3) of the three (3) shifts.

|

| The findings include:

" Interview with the Director of Maintenance on
| March 14, 2016, at 10:24 a.m. revealed that
I he/she conducts fire drills for the ALR. Further
' interview revealed the ALR had three shifts, 7:00
l a.m. - 3:00 p.m., 3:00 p.m. -11:00 and 11:00 p.m.
| to 7:00 a.m. Continued discussion with the
Director of Maintenance revealed that he was not |
aware of how often fire drills should be
conducted. The surveyor informed the Director of |
" Maintenance that the ALR regulations require that
fire drills be conducted quarterly on each shift.

T

' On March 14, 2016, at 3:08 p.m., review of the
Fire Drill records failed to evidence that the ALR
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R 8121 Continued From page 42 J R 812 .
| resident's mailbox. The nurse/resident will pick-upI
| the medications and take them to the nurses i
' station. Additionally, it was revealed the
| receptionist was not a licensed nurse or TME. ]
| ) ) o
' On March 16, 2016, at 11:20 a.m., interview with [ [
the Director of Clinical Services, ravealed that all
| medications should only be delivered to the r
nurses station. She then indicated she would i
educated the receptionist she is to direct all ' | .
| medication deliveries to the nurse station. . Y { 20/16
R 960i Subheading Fire Safety, R 960 R 960 Subheading Fire Safety Ssc. 1002 Fire
Safety

The ED met with the Maintenance Director to
review requirements of flre drills on 4/18/16.
Fire drill procedures have been discussed at
weekly staff meetings in March and April, 2016. |
Fire drill schedules and reports will be given to |
the ED by the Maintenance supervisor for
review.

All Fire drill schedules and Fire Safety Training |
schedule is complete for 2016.

Any cancellation of drills will be reported
immediately.

Malntenance will give ED the date for the
rescheduled drill,

QA:

The facility will invite the Fire Department to
observe afire drill.

The ED will audit all fire drill documentation for
completion monthly.

The ED will attend at least 1 fire drill manthly to
assure requirements are met

1
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R 960 | Continued From page 43 Ro60 | |
had conducted fire drilis in accordance with the .
! regulation as evidenced below: || |
1. [Second Quarter -April 2015 - June 2015] |
Two fire drills were conducted on the evening | |
| shift, (April 30, 2015, at 3:30 p.m., and June 1,
| 2015, at 4:15 p.m.) There was nc documented |
| evidence that fire drills had been conducted on f
| the day or overnight shift during the second
| quarter. ;
| ]
| 2. [The Third quarter (July 2015 - September | :
12015) | !
| There was no documented evidence that any fire
drills had been conducted during the third quarter.
3. [The 4th quarter October 2015 - December |
2015] - /4
There was no documented evidence that any fire s f 39
drills had been conducted on any shiit. j
R 981 Sec. 1004 neral Building Interio
R 981, Sec. 1004a General Building interiar R 981
t ! The ED and Kitchen Manager will review all
' (a) An ALR shall ensure that the interior of its equipment to assure proper functioning,
faciiity including walls, ceilings, doors, windows, cleanliness of the kitchen and assure equipment
equipment, and fixtures are maintained is in sanitary condition.
structurally sound, sanitary, and in good repair. Equipment not meeting standards will be
Based on observations and interviews, the ALR repaired or replaced.
failed to ensure the kitchen's equipment was ' Daily kitchen inspections for cleanliness and
sanitary and in good repalr for one (1) of one (1) | sanitary practices will be documented.
| kitchens in the ALR. An in-service was held for dletary staff regarding
| sanitary requirements for thawing meat and
i The findings include: proper
L guidelines for storing food in refrigerators and
| During an environmental inspection on March 8, freezers on 4/25/16.
. 2016, the surveying team notified the Supervisory The ED and designated staff will audits of the
- Health Services Program Specialist from the kitchen, sanitary requirements and condition of
ICFD of potential environmental concerns. |t aquipment will be done on weekly basis.
] should be noted that a Sanitarian from the Foad |r
Health Regulation & Licensing Administration
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! Safety and Hygiene Inspection Services Division
was referred to conduct an inspection of the

| ALR's kitchen on the aforementioned date. At |
11:55 a.m., the inspector met with the surveying ‘

| team at the ALR. At 12:10 p.m., the inspector

| proceeded to conduct an environmental
walk-through and the following concerns were

| identified: |

| 1. Aresidential grade refrigerator was observed ’
with rust on the exterior that was not halding
foods, (milk, juice and yogurt) at 41 degrees I

| Fahrenbeit or below. The ALR's chef chosa to
discard foods inside the refrigerator and cease

| using the unit. It shoulid be noted that the facility
had a commercial grade refrigerator that was .
available and had adequate space for the storage

| of these items at the time of the survey.

2. There was mold on the ice machine drip
panel.

[ 3. Apreparation sink holding chicken for thawing

' was observed with a garden hose directly

| connected to a faucet of the facility's three (3)

| compartment sink. The three compartment sink

| was used to provide water for the preparation

| sink. The garden hose did not provide a means to

| prevent the water coming from the preparation |

. sink from contaminating the supplied water. At

| the time of the survey, the garden hose was |
removed. '

| 4. An open top refrigerator was being used [
improperly. Food in small pans were stacked

| inside of larger pans. The railings for the

| refrigerator to allow the unit to be used as ’

| intended wers located and instalfed. The ALR's |

chef stated the unit will be used as designed
| maving forward.

|
|
[l
|

|
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R 981l Continued From page 45 ‘ R 981 .

' 5. Some fixed sinks had discoiored or missing '

caulking where they were affixed to the wail. At | }
| the time of the survey, the facility's Administrator |
| stated the repair couid be completed on the day ‘ |
| of survey. !
|
1
| 6. The dish machine had lime/calcium build-up ‘
on the interior. The ALR's chef stated he would
use a delimer to remove the build-up.

7. There was some food debris on the wall above | |

| the three (3) compartment sink. |

" It should be noted that the ALR had a DC certified
food protection manager on site and a written 1
plan posted to prevent the spread of norovirus. ‘ |

| ‘ |
] |
| | |
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R Oenf INITIAL COMMENTS R 000
' An annual survey was conducted from April 27, |
! 2016 through May 8, 2016, to determine i
| compliance with the Assisted Living Law " DC
' Code § 44-101.01. The Assisted Living |
Residence (ALR) provides care for one hundred
J twenty-seven (127) residents and employs
ninety-three (93) staff members. The findings of
| the survey were based on observation, record
' review and interview. !'

' The survey revealed that 88 of the 128 (one
resident at the time of survey was deceased)
residents had experienced a total of one hundred
fifty-three (153) falls from April 2015 to March
2016. Thirty-nine (39) falls resulted in injuries ‘
(e.g. fractures, minor head injuries, lacerations,
skin tears, and bruises), 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: ‘ '
l

(1) The facility failed to ensure residents received
sufficient supports to address and prevent
recurrent fails; (2) The fagility failed to ensure

| consistent and adequate practices for wound care|
| management; and (3) The facility failed to ensure
consistent and adequate practices for Foley care
management.

On March 23, 2016, at 12:16 p.m., the ALR's

| administrator was informed of the aforementioned
findings. On March 31, 20186, the ALR submitted
a plan to correct the immediate concerns,
however, it was not sufficient to abate the noted
deficiencies. .

R 125 4701.5 BACKGROUND CHECK REQUIREMENT | R 125

' The criminat background check shali disclose the |
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R 125 Continued From page 1 | R125 | 2130 I
‘. i ) [ R12 5 Background Checks 7
| criminal history of the prospective employee or |
contract worker for the previcus seven (7) years, The BOM will check all personnel files to assure
 in all jurisdictions within which the prospective | back ground checks are complete.
employee or contract worker has worked or | The facility will assure that all employees hired
resided within the seven (7) years prior to the prior to 2012 will be rechecked using the DOH
check. Criminal
f ) ) Background Check program.
| This Statu'te is not met as gwdenced by: QA: Audits of personnel records will be done by
Based on interview and review of personnel the ED and BOM monthly to assure required
records, ALR failed to ensure criminal documentation is completed.
| background checks for all jurisdictions in which The facllity will use a personnel file index form
the employees had worked or resided within the 7 which will contain all required persannel
| years prior to the check, for one (1) of nine (8) documents. As required documents are fited in
| staff. (Employee #9) the personnel folder, the items will be checked
on the index. //,C

‘ The finding includes:

- On March 11, 2016, at 1:47 p.m., review of the
personnel record for the Employee #9 revealed

| that he/she was hired on December 23, 2008.

| Further review of the record revealed the results
of the employee’s criminal background check was |

| documented within an email dated November 25, |

2008. The email documented that a background
check had been obtained for the employee and

that hefshe was cleared for hire.
|

| N . .
| Continued review of the criminal results revealed

evidenced that Emplaoyee #8 lived in the District of
Columbia and lived in the state of Maryland. It
should be noted that the criminal information
reported was received far Prince Georges County
and the City of Suitland only. There was no

. documented evidence of a clearance for the

i District of Columbia.

| At the time of the survey, there was no evidence
that a background check had been obtained in all
| jurisdictions where Employee #9 lived within the

that a Social Security trace was conducted and I

|

.
e
Corporate Quality Assurance ’
The Corporate Quality Assurance Registered
Nurse will make quarterly visits for the first year
and then

as needed. In addition, an Interdisciplinary Yeam
{Nursing, Human Resources, Business Associate
and Facility Management) will visit the facllity
annually,
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' past seven years prior to their date of hire.

| On March 14, 2016, at 11:52 a.m., the surveyor

" brought this information to the attention of the

| Human Resources Director. Further discussion |

| with the Human Resources Director revealed that |

{ shefhe was not aware that the search should '

' have included all jurisdictions in which the |
employee worked or resided within the 7 years i
prior to their date of hire. The surveyor was

| informed that in the future, as the Human |

Rescurces Director, she/he would ensure that all |

| jurisdictions that were applicable for each

employee would be included.

1
|
]
|
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