Have FOIA Data Base - The Law Office of Jeffrey J. Downey, serving clients in Washington
D.C., Virginia and Maryland

If you have been injured in a nursing home or assisted living facility, call the Law Office of
Jeffrey J. Downey for a free consultation.

Phone: 703-564-7318; email: jdowney@jeffdowney.com

The Village at Rockville (formerly National Lutheran Home)
9701 Veirs Drive
Rockville, MD 20850

Characteristics:

e Non-Profit — Church-related facility with 160 beds
e Legal Business Name — The Village at Rockville

e Director — Kyle Hreben

e Managing Employee — Donna Casner

o www.thevillageatrockville.org

Researching Nursing Homes
A note by attorney Jeffrey J. Downey:

Thank you for visiting my website. Anyone who is considering the admission of a loved one into
a nursing home should undertake a review of surveys or other data that will provide a snapshot
of some of the issues or problems that the facility is experiencing. Keep in mind that this
information can be limited and may not reflect the actual condition of the facility when your
loved one is admitted. You should consider personal visits of any facility you are evaluating.

The Maryland Department of Health inspects nursing homes including the Village at Rockville
in Rockville, MD. Periodically they do inspections as complaint surveys which should be
public record.

| am interested in any additional information you may have on this facility. Please call me with
any question about this or any other facility you may be interested in searching or prosecuting
civilly for patient neglect or abuse.

If you have a concern or complaint about a nursing facility, there are three ways to file your
complaint:

1) Write to the Maryland Department of Health, Office of Health Care Quality, 7120 Samuel
Morse Drive, Second Floor, Columbia, MD 21046-3422.
(linkhttps://health.maryland.gov/ohcg/docs/complaint_form.pdf)


mailto:jdowney@jeffdowney.com
http://www.thevillageatrockville.org/

2) Fax : 410-402-8179
3) Online - https://fs30.formsite.com/OHCQ/OnlineComplaintForm/index.htmi

Having already researched the Village at Rockville in Rockville, MD and obtained FOIA
responses, | am posting these statements of deficiencies here, in a searchable format. Keep in
mind that these surveys have been altered during the conversion process and you should update
your search results.

Disclaimer: Information is built using data sources published by Centers for Medicare &
Medicaid Services (CMS) under Freedom of Information Act (FOIA). The information disclosed
on the NPI Registry are FOIA-disclosable and are required to be disclosed under the FOIA and
the FOIA amendments to the FOIA. There is no way to 'opt out' or 'suppress’ the NPPES record
data for health care providers with active NPIs. Some documents may not be accurately copied
and some results may have changed upon appeal, which may not be noted here.
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S | 10.07.09.08 C(5) Right to freedom from abuse S6000  [Refer to CMS 2567 POC F-600
.08 Resident's Rights and Services.
C. Aresident has the right to:

(5) Be free from:

(a) Physical abuse;

(b) Verbal abuse;

(c) Sexual abuse;

(d) Physical or chemical restraints imposed for
purposes of discipline Or convenience;

(e} Mental abuse; and

(f) Involuntary seclusion;

This Regulation is not met as evidenced by:
See CMS 2567
F600

56322110.07.09.15C (1) (b) Abuse;Reportto Dept 86322 Refer to CMS 2567 POC F-600
.15 Abuse of Resident.s

C. Reports of Abuse.
(1)Apersonwhobelievesthataresidenthas
been abused shall promptly report the alleged
abuse tothe:

(b) Licensing and Certification Administration
within the Department; or

ThisRegulation isnotmetasevidenced by:
See CMS 2567
F609

D1lca
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Healthcare Administrator 2121/2020
- LKWP11 | continuation theel 1ot1




PRINTED: 02/12/2020
DEPARTMENT OF HEALTH ANO HUMAN SERVICES FORM APPROVED
ENITERSFOR MEDICRE & MEDICAID SERVICES OMB_NO 0938 0391
STATEMENT OF DEFICIENCIES | (X1) PROVIOER/SUPPIER/CLIA (x2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND F't. AN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
216125 B WINO 12/3112019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE
9701 VEIRS DRIVE
|
THE VILLAGE AT ROCKVILLE! ROCKVILLE, MD 20850
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (1<&)
PREFIX {EACHDEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHCORRECTIVEACTION SHOULDBE COMPLETION
TAO REGULATORY ORLSCIDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEACIENCY)
F000(l INITIAL COMMENTS F 000| This planofcorrectionisprepared andexecuted
because itisrequired by the provisions of lhe State
OnDecember 31, 2019, a survey was conducted and Federal regulations and not because The
facflity by the Office of Health Care Quality to vmage atRockville agrees with the allegations and
investigate one (1) complaint and one (1) facility citations listedonthis statement ofdeficiencies. The
reportedincident (FRI}. Survey activitiesincluded ViUage at Rockville maintains that the alleged
review of residents' records, review of deficienciesdo not, individually and collectively,
administrative records, interviews with staff, jeopardizethehealthandsafety oftheresidents, nor
residents and resident representatives and arethey of such character as tolimit our capacity to
random observations of staff practices. Afinding render adequate care asprescribed by regulation.
of actual harm was cited for the facility's failure to The Planof Correction shall operate as The Village
ensure it was free from accidents. at Rockville's written credible allegaUon of
compliance.By submitting this Plan of CorrecUon,
Thecomplaint, MD00146977, and the facility The Village at Rockville does not admit to the
reported incident, MD00149160, were accuracy of deficiencies. The Plan of Correctionis
substantiated. not meant to estabflsh any standard of care,
) _ N ) _ contract, obligation, orposition, and The Vilage at
This survey identified noncompliance with Rockvillereservesallrightstoraiseallpossible
Federal of 42 CFR Part 483, Subpart B, contentions and defenses In any civil or criminal
$ Requirements forLong Term Care Facilities. F claim action, orproceeding.
F 600( Free from Abuse and Neglect 600
SS=D| CFR(s): 483.12(a)(1)
8483.12 Freedom from Abuse, Neglect, and
Exploitation
The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat theresident's medical symptoms.
8483.12(a) The facility must-
8483.12(a)(1) Not use verbal. mental, sexua,l or
physical abuse, corporal punishment, or
Involuntary seclusion;
This REQUIREMENT Is not met as evidenced
ADUFV,, Illj_ D; rm o U J.jr’(UVi FFLECR REFRECOCEINTAT I‘\II: Q JICNATURLE TlTiE YO VITE
"t — Healthcare Administrator 2/21/2020

it =y,

Any de cva endingwith anasterisk <*>denotes adeficiency wt,k:h theinslitutfonmay be excused from COl'recting providingItrs determined that
othersafeguards providetufflclent protection to the patients. (SeeInstNctlon1.J Except for nursing homes, Ule findfng8 staled above are disdosable 90days
foUowlIng the date of suivey whether ornot aplan ofcorrection s provided. Fornursing homes, the above findings end plans of correction an,dlsdouble 14
days foUowlIng the date these documents are made avaiable tothe facility. Ifdeficiencies are cited, an approved plan of correction Isrequisite toc:ontlnued
program participation.
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F 6001 Continued From page 1 F6001|tis The Village atRockv;lle'spractice lotransfer
by: esidentsusmgthe propertechniquewhenusinga
Based on the review of clinical records, mechanical lift.
administrativedocuments. andfacility staff
interviews, it was determined that the facility's 1. Referenced incident occurredin since 112/31/2019
staff neglected touse the proper technique when this lime Residenl#3
transferring a resident using @ mechanical lift _
device. This finding was evidentin 1 of 3 2. Areview of long-term careresidentswith orders-  2/17/2020
residents reviewed fortransferswitha formechanicalritttransfers was Completed
mechanical liftduring a complaint survey 2/17/2020. No eVidence oflmproper transfer
(Resident #3). techniques were identified.
The findings include: 3 Geriatric Nursing Assistant's will be re-educated | 2129/2020
by the Educabon Director by 2/29/2020 on proper
Thisfinding was identified during the investigation mechanical lit transfer requirements. GNA's on leall
of complaint M000146977 or PRN, will have education completed prior working
: next shift. 2/2912020

On 12-31-2019, areview of Resident #3's clinical
record revealed the resident is at risk for falls.
According to the resident's care plan the facility's
intervention to address this risk included a hayer )
11ft with two-person assist for all transfers. A t_her_l, mon_thly x2,thenquartey x3. _Observauon
review of Resident #3's annual minimum data set findings will be presented to the Quality Assurance
(MDS} assessment, date 05-11-19, Section Performance Improvement Committee forfurthei
GO0110revealed the resident required aminimum recommendations.
of two-persons to physical assist for transfers.
The minimum data set (MOS) is part of the U.S.
federally mandated process for clinical
assessment of all residents in Medicare or
Medicaid certified nursing homes that evaluates
eachresident's functional capabilities and helps
nursing home staff Identify health problems.

4. Thenurse superv sor or OAPI Manager will
performrandom observations of20%ofresidents
withordersformechanicallifttransfers weekly x4,

Further review of Resident #3's clinical rP.cord
revealed a nursing progress note on

where the nurse documented a geriatric nursing
assistant (GNA) reported that during a transfer to
the bed with amechanical lift device, Resident #3
fell and the resident's head hit the floor (Refer to
F689).

FORM CMS-2667{02-811) Previous ve1110n, Obaolelll Eventto:U(WP11 Faclllty ID:15038 If continuation sheet Page 2of7
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| Continued From page 2

On12-31-19at10:00 AM the Administrator was
interviewed. The Administrator stated aninternal
Investigation was completed on Resident#3's fall
and a statement from the GNAwas obtained.
The GNA admitted to using a mechanical lift
device to transfer the resident without the
assistance from a second staff member. In
addition, the Administrator stated there must
always be two staff members using a mechanical
lift device to transferresidents.

On12-31-19 at 10:30 AM areview of the facUity's
mechanical liftmachine policy states atleast two
nursing assistants are neededtosafelymovea
resident with a mechanical lift.

On 12-31-19 at 11:00 AM a reviewofGNA's
statementrevealed the GNA stated sheused a
mechanical lift device without a second staff
member present to transfer Resident#3tothe
bedandduringthetransfertheresidentfellhitting
their head on the floor.

On12-31-19at1:00 PMsurveyor interview with
the Director of Nursing stated that during the
annual competency training the staff complete
returndemonstration forthe use of mechanilcal
lifting machines with the unit managers. No
additlonalinformation was provided.
Reporting of Alleged Violations

CFR(s): 483.12(c)(1)(4)

8483.12(c) Inresponsetoallegations ofabuse,
neglect, exploitation, or mistreatment, the facity
must:

8483.12(c)(1) Ensure that all alleged violations

F800

F609
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F 609(l Continued From page 3 F609|tis The ViUage alRockvine'spractice toreport
involving abuse, neglect, exploitation or alleged violations of abuse, neglect, exploitation or
mistreatment, including injuries of unknown mistreatment.
source and misappropriation of resident property,
are reported Immediately, but not later than 2 1. The Village atRockvile completed athorough 12131/2019
hours after the allegation Is made, if the events investigation atthetime oftheincidentandtook
that cause the allegation Involve abuse orresultin appropriate action based oncommon understanding
serious bodily injury, or not later than 24 hours if of self-report requriements.
the eventsthatcause the allegation donotinvolve
abuse and do notresultin serious bodily injury, to 2. A100% audit of resident falls resulting mseriofis | 2/17/2040
the administrator of the facility and to other bodily injury between 1/1/2020-2/17/2020 was
officials (including to the State Survey Agency and conducted. Results of audit were compliant with
adultprotective services where state law provides transfer orders and care plan interventions.
for jurisdiction in long-term care facilities) in
accordance with Statelawthrough established 3.Nursing supervisors, ADON. and DON werere} | 2/13/202
procedures. educated by the LNHA on F-609 to ensure the

reporting of alleged violations of abuse, neglect,

8483.12(c)(4) Report the results of all exploitation or mistreatment on 2/13/2020.

investigations to the administrator or his or her
Sﬁig‘%ﬂ?ﬁfgiﬁ’{ﬁé‘fgfﬁgﬁ fggla%?rfh%‘t’;f'e"ggtg‘ 4. An audit of 50% ofincidents resulting ininjury will | 2/22(202
Survey Agency, within 5 V\;orking da?ys ofthe be conQucted by the QAPI Manager or Clinical
incident, and if the alleged violation is verified supervisor weekly x4 then monthly X2, then
appropriate corrective action must be taken quarterly x3 to ensure compllance with reporting

=

This REQUIREMENT Is not met as evidenced requirements. The result of the audit will be
by: presented to the Quality Assurance Perfonnance
Based on the review of the clinical records, the Improvement Committee for further
facility's policy, and facility staff interview, it was recommendations.

determined that the facility failed to investigate an
incident of possible neglect to the Office of Health
Care Quality (OHCQ).

This finding was evident for 1 of 3 residents
selected for review during @ complaint survey
(Resident #3}.

The findings Include:

This finding was identified during the investigation
of complaint MD00146977.

FORMCMS-2567(02-89) Previous 1/eraloos ObloleUl EventID:LKWP11 Facility 10:15038 If continuation sheet Page 4 or7
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F 609| Continued From page 4 F609

On 12-31-2019, the review of Resident #3's
clinical record revealed a comprehensive care
plan for at risk for falls with an intervention of a
hayer lift with atwo-person assist forall transfers.
Areview of Resident's #3's annual minimum data
set (MDS) assessment, dated 05-11-19, revealed
that Section G0110 Indicates the resident's
requires transfers a minimum of two-persons
physical assist the resident.

On 12-31-2019, further review of Resident #3's

clinicalrecord revealed a nursing progress note,
dated 06 2-2019, where the nurse documented
ageriatric nursing assistant (GNA) reported that
during a transfer to the bed with a mechanical lift
device, Resident #3 felland the resident's head

hit the floor (Refer to F689).

on 12-31-2019 at 10:00 AM, the Administrator
and the Director of nursing were interviewed. The
interview revealed they that the facility did not
report this incident to Office of Health Care
Quality because the event invloved a witnessed
fall, the facility did not believe the incident was
possible neglect. No additlonal information was
provided.

F 689| Free of Accident Hazards/Supervision/Devices F689
SS=G || CFR(s): 483.25(d)(1)(2)

8483.25(d) Accidents.

The facility must ensure that -

8483.25(d)(1) Theresidentenvironmentremains
as free of accident hazards as is possible; and

8483.25(d)(2)Eachresident receives adequate
supervision and assistance devices to prevent
accidents

This REQUIREMENT Is not met as evidenced

FORM CMS-2887(02-flll) Prellloul1 Verllonl Obsolete EventlO:U(WP11 F&clllly 1D: 15038 If conunuatlon sheet Page 5 of 7
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On12-31-2019, review of the ¢ nical record for
Resident #3 revealed acomprehensive careplan
foratrisk forfalls with anintervention ofahoyer
liftwithtwo-personassistforalltransfers. Also,
the review of the annual minimum data set (MDS)
assessment date 05-11-19 Section G0110
transfers was coded for two-persons physical
assist.

Theminimum data set{MDS) s partofthe U.S.
federaHy mandated process for clinical
assessment of all residents in Medicare or
Medicaid certified nursing homes. This process
provides acomprehensive assessment of each
resldenrs functional capabilities and helps
nursing home staffidentify health problems.
MDS assessments are required for residents on
admission to the nursing facility and then
periodically, within specific guidelines and time
frames.
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F 689 | Continued From page 5 F 689[IfIs The Village at Rockvile's practice lo provide an
by: environment that remains as free of accident
Based onclinical record review, the review of hazards asis possible.
administrative documents, and facility staff o ) ,
Interviews, itwas determined that the facility's 1. Referenced incident occurred in since | 2/12/2020
stafffalledtousethe propertechnique when this time Resident#3
transferring a residentusing amechanical lift _
device. This finding was evident in 1 of 3 2.Anaudit of falls from 1/1/2020-2/17/2020 was 2/20/2020
residents reviewed for transfers with a completed on 2/20/2020. Results of the audit
mechanical liftduring acomplaint survey indicate fallsdidnotoccur duringmechanicallift
(Resident #3). This facility's failure resulted in transfers.
actual harm related to the resident.
- , ) 3 Geriatric Nursir,g Assistant's will be re-educated | 2/29/2020
The findings include: by!he Education Director by 2/29/2020 on proper
This finding was identified during the investigation mechanical Ilfttransferreqmrgments. GNA son
) leave or PRN, will have education completed prior
of complaint MD00146977. [ working next shift. 2/29/2020

On12-31-2019 furtherreviewof Resident#3's

4. Thenurse supervisoror OAPIManagerwiu

performrandom observations 0f20% ofresidents

withorders for mechanical lift transfers weekly x4,

then,monthly x2, thenquarterly x3 Observation

findings wil be presented to the Quality Assurance
p erformancelmprovement Committee for further

r ecommendations.
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F 689l Continued From page d F689
cli wvealed anursing progress note
O 1y — — —where the nurse documented the

geriatric nursing assistant (GNA) reported that
during a transfer to the bed with a mechanical lift
device, the resident fell and hit their head on the
floor. The nurse went to assess the resident who
was already beck in bed but sustaineda
laceration to the forehead. The nursing
assessment revealed the resident needed
stitches. Theresident was senttothe emergency
room for further care. The continued review of the
Resident's clinical record revealedip‘ovider
follow-up progress note, dateds B hat
Resident #3 received 18 stiches tothe left side of
the forehead.

On12-31-2019 at10:00 AM Inan Interview, the
Administrator stated aninternalinvestigation was
completed on Resident #3's falland a statement
from the GNA was obtained. The GNA admitted
to using a mechanical lift device to transfer the
resident without the assistance from a second
staff member. In addition, the administrator
stated there must always be two staff members
using a mechanical lift device to transfer
residents,

0On12-31-2019 at 10:30 AM surveyor review of
the facility's mechanical liftmachine policy states
at least two nursing assistants are needed to
safely move aresident with amechanical lift.

0On12-31-2019 at11:00 AM surveyor review of
the GNA's statement revealed the GNA stated
she used a mechanical lift device without a
second staff member present to transfer resident
#3to thebed and during the transfer the resident
fell hitting their head on the floor.

FORM CMS-2G87(02-HlPrevloua Veralons Oblolete Event10:LKWP11 Facllityl0:15038 If continuation sheet Paga 7of7




PRINTED: 02/12/2020

FORM APPROVED
()(1) PROVIOE:R/SUPPLIER/CLIA CX2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING; COMPLETED
C
215125 B WING 12/31/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, zIP CODE
9701 VEIRS DRIVE
THEVILLAGEATROCKVILLE ROCKVILLE. MD 20850
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHCORRECTIVE ACTION SHOULD SE COMPIETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
S 000: Initial Comments S000 [This plan of correction is prepared and executed
because itisrequired by the provisions ofthe State
On December 31, 2019, a suivey was conducted and Federal regulations and not because The
facility by the Office of Health Care Quality to Village atRockville agrees withthe allegations and
investigate one (1) complaintandone (1) facility citatioos listed on this statement of deficiencies. The
reportedIncident (FRI), Survey activitiesincluded Village at Rockville maintains that the alleged
review of re5|dents‘ rechdS, review of deficiencies do not, individually and collectively,
administrative records, interviews with staff, jeopardize the health and safety or the residents,
residents and resident representatives and nor are they of such character as to limit our
random observations of staff practices. Afinding capacity torender adequate care asprescribed by
ensure it was free from accidents. The Village at Rockville's written credible allegallon
. . ofcompliance. By submitting thisPlanof Correction,
The co(;rjplillnt. Ml\AO[())g()lffggfgd and the facility The Village at Rockville does not admit to the
reportedincident, s were accuracy of deficiencies. ThePlan of Correction is
substantiated. :
not meant to establish any standard of care,
This survey Identified noncompUance with contrac_t,obllganon, or position, an_d The V||Iage al
10.07.02 of COMAR requirements for Long Term Rockvnl_e reservesall ngh_ts toraise all po_ss'|ble
Care Facilities. contentoins anddefenses inany civilorcrim'nal
da im action, or proceeding.
$580;10.07.02.18 CNursing Services-Care24Hours | S 580
a Day
Refer to CMS 2567 POC F-689
.18 Nursing Services.
C. Nursing Care 24 Hours a Day. The
AUlTursuator sriail erpioy suticierit ana
satisfactorylicensednursing service personnel
and support personnelto:
(1) Be on duty 24 hours aday;
(2) Provide appropriate bedside care; and
(3) Ensure that aresident:
(a) Receives treatments, medications, and diet as
prescribed;
(b) Receives rehabilitative nursing care as
OHCQ
LABORATORY DIRECTOft,.S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XG)OATE
FATE F bea Hie =)t/-..0
’ - LKWP11 I WeonUnuallouheet 1 ot2
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S 580 Continued From page 1 S 580

needed;

(c) Receives propercareto preventpressure
ulcers and deformities:

(d) Iskept comfortable, clean, and well-groomed:

(e) Is protected from accident, injury, and
infection:

(f) Is encouraged, assisted, and trainedin
self-care and group activities; and

(9) Receives prompt and appropriate responses
to requests forassistance.
This Regulation is not met as evidenced by:

SeeCMS2567
F689

OHCQ

STATE FORM LKWP11 11contJnuatiOl'lsneet 20f 2
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who was transferred with an expectation of
returning to the facility, cannotreturnto the
facility, the facility must comply with the
requirements of paragraph(c)astheyapplyto
discharges.

8483.15(e )(2)Readmission to a composite
distinctpart. Whenthe facility towhich aresident
returnsisacomposite distinct part{asdefinedIn
§ 483.5}, theresidentmustbe permitted toreturn
toanavailable bedintheparticularlocationofthe
compositedistinctpartinwhichheorsheresided
previously.Ifabedisnotavailableinthatlocation
atthetime ofreturn, theresident mustbe given
the option toreturn to thatlocation uponthefirst
availability of a bed there.

g’his REQUIREMENT is not met as evidenced

y:

BasedonrecordreviewandInterviews with staff
and residets, it was determined that the facility
failedtoaUowresident#2toreturntothe facility
following a hospitalization. Thls finding was
evidentfor 1 of6residents (#2) reviewed during
the complaint survey and resulted in actual harm
andwas related to complaint#MD00141855.
The findings included:

On 08-16-19, record review of resjdent #2's
clinicalrecord atthe facility reveale that he/she
wasadmittedtothe facilityon  with
diagnosesincluding, butnotlimited to: malignant
neoplasm of the cerebeNum, neoplasm of
unspecified part of the bronchus or Jung, and mild
cognitive impairment. The resident exhibited
behavioral disturbances such as shouting and
repeatedly calling staff for assistance on
05-10-19, 05-15-19, 05-18-19,05-19-19,
05-20-19, 05-23-19, 05-24-19, 05-25-19, and
05-30-19Review of the facility assessment

FORM CMS-2567(02- ) Prelllous 1/efsiona Obsolete Event 10: DIRH1

Fecllity I>: 150311
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F 626 | Continued From page 2 F 6261 Itis The V llage at Rockville's practice to permit
revealed that the facility had the capability to residents to return to the facility .
aglmit residents withdementia a_md behavioral 1. Resident 112
disturbances. 0N 1191 resident #2 was ) . .
transferred to the acute hospital for a medical 2. Arev ew of residents request in g admission || 9/16/19
procedure. The transfer was necessary for the after EI‘ rtesdldf e”g/'rl"/tl"’geg /‘i";‘;:{'grgfhwas "
H ' ' completea tor - . e results
IRYBe e e AR RAdRRE S PRETeSAIG were 100% compliance .
was private pay status at the time of transfer and 3. Staff will be re-educated by the Nursing 10/5/19
the family declined the facility's bed hold. Review Home Administrator or the Quali ty
of the facility bed hold policy revealed that, if the Assurance Manager by 10/5/19 on the
resident or responsible party does notwish to pay importance of clear and thorough
to hold a bed, they can request discharge from documentation regarding resident-in tiated
the facility and would need to reapply for d'scharge, d'scharge planning, and pre-
admission upon return. SurEeyor review of the adm ission acceptance determination
bedhold agreementng_nm_y resident #2's 4.The LNHA or QA Manager will review 100% | 10/5/19

Power of Attorney 0" revealed that the
bedhold was declined. Furthermore, the bedhold
agreement stated that, if the resident declines the
bedhold but chooses to return to the facility after
theirabsence, the facility will readmit the resident
and assign the next avallable appropriate bed,
unless the facility &< & r meet the
resident's needs.O . awrittennotice of
transfer was signed by the resident and his/her
medical power of attorney acknowledging the
transfer. The notice did not state that the resident
was discharged from the facility. Review of the
Minimum Data Sheet (MDS) discharge

aass T, with an assessment reference date
«> T — -revealed the resident was
discharged withreturn anticipated. MDS s part
ofthe U.S. federally mandated process for clinical
assessment of all residents in Medicare or
Medicaid certified nursinghomes. Thisprocess
provides acomprehensive assessment ofeach
resident’s functional capabilities and helps
nursing home staff identify health problems
MDS assessments are required for residents on
admission to the nursing facility and then

resident -initiated discharge documentation
includmg discharge planning, for 30 days,
then 50% for the next 60 days, then 10% for
the next quarter. The LNHA or DON will audit
ten (10) pre-admission determination
documentation weekly x4 weeks, then
monthly x3 months, then quarterly x2
quarters. Review and audit findings wil be
presented to the Quality Assurance
Performance Improvement Committee for
further recommendations .

FORM CMS.2587(02-llil) Prevloll,ver1lona Obldele

EventID: OIRH11
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| Continued From page 3

1 #2 required a bed in the dementia unit, which was

periodically, yyithi ific guidelines and time
frames. Onn 1l resident #2's family
submitted an application for Medicaid to the
facility staff after the resident washospitaHzed
and no longer in the facility.

On 08-21-19, surveyor review of the acute
ase management notes, written on
revealed that the facUity denied resident
#2 forreadmission because they feltthat resident

full at the Ume. There was no evidence that the
facility conducted an assessment of the resident's
clinical condition at the hospital.__Review of the
LBy BERS U RRAT M empty begERaies 4
dementia unit. Review ofresident#2'smedical
record revealed no diagnosis of dementia and
resident#2 previously stayed in anon-dementia
unit at the facilio/" Case management notes,
writtenon , revealed that resident #2
requested to see the hospital case manager
because he/she wanted the case managertosee
that he/she was "normal.” Resident #2 stated
that no one wanted him/her. Additionalcase
management notes, written on ¢ « « stated
the resident's family were eager to have the
residentreadmitted back to the facility, however,
the facility declined the resident for readmission
with the reason being that Resident #2. required a
bedinthedemenl!il..Y.lliL...Beview of thefacility
census reporton - _ evealedtherewere5
empty bedsinthefacilityand no avaYable bedsin
the dementia unit. Review of the hospital
psychiatrist notes © r = = =revealed that the
resident's behavioral disturbances improved after
their medical procedure and the resident was
calm and cooperative. Previous behavioral
disturbances were attributed todelirium

F626
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secondary to a medical condition which was
resolving. The psychiatrist further stated that the
primary care team at the hospital reported that
the resident had been very calm since the
medfcaf procedure, and there were no episodes

of agitation or behavior distur Acase
managementnote,dateﬂ isl tatedthe
resident was evaluated by the psychiatrist and
cleared from a psychiatric standpoint The note

further documented that the facility stated they

were unabl the resident and the case
was closed. | ® no evidence that the
facility revie otes or conducted an
assessment b regldent's clinlcal condition at
the hospital resident #2's

h reaamission on - Reviewortneraciity
census report on revealed that there

were 4 empty bedF in the facility butnone in te
der_nentialr._{,n If. _iyspital transfer summar¥,
written O revealed documenatlon that
resident #2 remained in the acute care hospital
because the resident was stillpending placement.
Resident #2 was discharged from the acute
hospital toanother facility on or skilled
nursing faclllty services and physical therapy
needs. Reviewof COMAR 10.07.09.120
revealed that residents, whose hospitalization or
therapeutic leave exceeded the bed-hold period
under the State Medicaid Plan, have a right to be
readmitted to the nursing facillty immediately
upon the first availability of a bed In a semiprivate
room If the resident requires the services
provided by the nursing facility and s eligible for
Medicaid coverage for the nursing facility's
services.

On 08-16-19 at 10;:50 AM, interview with the
Director of Nursing and Administrator revealed
that the resident was not denied readmission for

FORMCMS..27(02-&9)Previou, Versions Obsolete Eventl0:0IRH11 Fecility 10: 15038 If continuation sheet Paga 5 of 6
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behavioral issues. The Administrator stated the
facility felt they could not meet resident #2's
needs, but was not able to elaborate. There was
no documentation to verify the reasons the facility
could not meet resident #2's needs.

0On08-21-19at11:10 AM, interview with resident
#2 revealed that he/she remembered being In the
hospital and being told that the facility would not
accept them back. The resident started crying
and stated that he/she felt depressed and
anxious atthe time because they worked all their
life and felt no one wanted them. The resident
felt he/she was back to normal after the medical
procedure and was no longer exhibiting
behavioral disturbances. Resident #2 stated
he/she still feels depressed whenever they think
about it.

On 08-21-19 at 1 PM, interview with the
Administrator and Executive Director revealed
thatresident #2 was private pay status at the time
of transfer to the hospital and the family declined
the bed hold. Per facility bed hold policy, the
resident was discharged from the facility and
would need to reapply for admissionto the facility.
When the hospital contacted the facility for
readmission, the facility denied resident#2's
read missionbecause they felt they could not
meet his/her needs, howvwve\s hospital
case management note on -- thefacility
told the hospital that the resident was denied
because there were no beds available on the
dementia unit.

FORM CMS-2567(D2-99) PrevfOus Velllons Obsolete EventiO:0IRH11 Facility IC: 15036 If continuation sheet Page 6 of6
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S 00d Initial Comments S000
| The following deficiencies are the result of a
complaint survey that was conducted on August
16 & 21, 2019 to investigate complaints
#MD00141780and MD00141855 andfaclHty
reported incidents MD00141146 & MO0014164.2
Survey activities consisted of a review of 6
resident records and interviews with residents,
residents' family members, and facltlty staff.
Additionally, administrativerecordsandresident
carepolicieswerereviewed. Afinding ofactual
harm was cited related to complaint
#MDO00141855 for the facility's failure to allow t s The Village at Rockville's practice to perm it
residents to return to the facility following residents to return to the facili ty.
hospitalization resulting in psychosocial harmto
resident #2. 1. Res dent 112
2 A revrew of residents req ues ting ad mission 9/16/19
. - after a res -dent - nitiated dischar ge was
56220[Lr1e(i.lj)r1.09.12 D-Res reloc/bedhold;permit res S6220 completed for 8/1/19-9/15/19 . The resuts
were 100% complia nce.
12 Resident Relocation and Bed Hold. 3. Staff will be re-educated by the Nursing 10/5/19
Home Administrator or the Quality
D. Permitting a Resident to Return to the Nursing Assurance Manager oy 10/ 5/ 19 on the
Facility. When a resident's hospitalization or mport ance of clear an d thorough
therapeutic leave exceeds the bed-hold period documentation regarding res dent-in tiated
under the State Medicaid plan, the resident has a discharge, discharge p ann ing , and pre-
right to be readmitted to the nursing facility adm ission acceptan ce determ -"tat on
immediately upon the first availability of abed ina 4.The INHA or QA Manager will review 100%  10/5/19
semiprivate room if the resident: resrd ent -,n'i ated discharge documentation
(1) Requires the services provided by the nursing including discharg e plannin g, for 30 days,
facility; and then 50% for the nex t 60 days, then 10% for
(2) Is eligible tor Medicaid coverage for the the next quarter. Th e INHA or DON wil- aud it
nursing facility's services. ten (10) pre-admissi on determination
documentation weekly x4 weeks, then
month 'y x3 months, then quarterly x2
This Regulation is not met as evidenced by: quarters . Review and audit findings w Il be
Refer to CMS 2567 presented to the Qual ity Assurance
F626 Performance Improv ement Committee for
furt her ecommenda ti on s
\BORATORYDIRECTOR'S OR PROWDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XIl) OATE
) LNI-f-A. 9.q,,,
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30001 Inttial comments

Thefoffowing deficiencies are the reawt of the
annualsurvey conducted by the office of Health
Care Quality onJuly 16,17,18and 19, 2018, to
detennline the facility's compliance with State
COMAR requirements. survey activities
conlllted of a review of 48 residents’ records,
observation orresident care and staff practices.
IntSNIewe of raldente, residents' famlly
members, theombudsman, andfacllity's etaff.

Additionally, adminfstrative records and I'elldent
care pollcles were reviewed.

InaddiUon tostandard survey protocola, facfftty

epo,ted IncidentMD 00128823, MO 00128826,
000127873 and an addltlanal fecllty reported

ncldent wtxch wagprovided tothe lUIV8Y team
ere reviewed.

his survey did not Identify noncompliance with
OMAR requirements that were reviewed In
ralatlonahlp to these facUlty reported Incldanta.

The facility Is licenaed for 180comprehenaive
beds. Attime ofthis survey the facllitycensua
WIII1 155 beds.

s 32@110.07.02.08 E Admission and Discharge

.08 Admission and OJacharge

E. Notification of Responsible Persons When
Patrent Mcwet. The administrator or the
adminlstrator'a deslgnte shallnotify the pflvata or
public agency or relative reeponalbla for the
patient when the patient la transfe"8d trom the
faclllty for any reason or attime of death. The
attending physician shell alto be notified.

IS... o

S000

referto 1'921 of POC a.10.1a
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S511

S111¢4

Continued Fram page 1

Thia Regulation Is not mat as evidenced by;
Refer to CMS 2587
F623

10.07.02.12 R Nag Svea; Charge Nurse Daly
Rounds

.12 Nursing Services.

R.ChargeNU1181'DaUyRounds. Thecharge
nurse a, nurses shell make dally rounds to all
nut81ng units for which reaponelble, pelforming
such functions as:

(1) Visiting each patient;

(2) Reviewing clinfcaf record&, medicatlanorders,
pallent care plans, and staffa&&lgnments;

(3) Tothedegree possible, accompanying
physicians whenvtslItin9 pallents.

This Regulation 11 not met €S evidenced by:

Refer to CMS 2587
F757 and F758

10.07.02.21 G Inf Control Program; Prevent
Spread of Infec

.21 Infecllon Control Program.
G. Preventing Spread of Infection.

(1) The facility Shall 11sea any residents with
signs and aymptoma ofanlinfectious llinel1for
the possibllity of tranamlalon to anotherresident
oremployN.

(2) The facllity ahall take appraprfate Infection
control steps to prevent the transmission of a
communlcablediseastoresidents.employeea,

S320

$512

s1119

tuae refer to Fsso of Poc

Please refer to F767 and F768 of roe ] .10.18

8.10.18

STATE!FOAM

;'l
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and visitors as outDned In the followfng
guidelines:

(a) Guldeflne,forlaolatlon Ptecautfona In
Haapttals; and

(b) Guldallne forInfection ControlInHealth Care
Peracnnel.

(3) The facllty ahaD prohibit employHt with a
communicable disease or with Infected akin
lesionsfromdirectcontactwithresidentsorthelr
food Ifdirectcontactcouldttanimltthedlaeaaa.
(4) The facility Lhalraqulre employees toperform
hand hygiene after eGh diracl resident contact
for which hand hygiene falndicated by gccepted
profenlonal practice.

(5) ThefaclUty ahalJhandle, atore, process, and
transport linens so asto prevent the ap,ead of
Infection.

ThiaRegulationlsnotmatasevidenced by:
Refer to CMS 2887
F880

slaa&] 10.07.02.38 o Resldent Status Aaael&ment; 81818 ‘Plaase refer to F841 of POC 8.10.18
assessments i

.38 RNIdent status Aaaessment

D. The facility shallcomplete allBlllla&8menl8In
ecconfance with the provisfona of 42 CFR
§8483.20 and 413.343.

This Regulation la not met as evidenced by:
SeeCMS2587
F841

[=Ie{e)]

STAIEFORM KZGV11 rOOII'ludon111111110,1

g s e el
! | — - T — — — — -

"""""" - - e L]



I

Office of Hultb care Cualt

PRINTED: 07/2512018

FORM APPROVED -

STATEMENT OFDEFICIENCIHS |
ANDPLANOFCORRECTION

(X1) PROVIDEAISUPPLIERICIM
IDENTIFICATION NUMBER:

215121

CU,MULTPI.E CONSTRUCTION

A.BULDING,

8.INING_ - - -

C
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of the nursing home, for each shift, a notice that
explainetheratio oflicensed andunlicenaed ataff
to residents.

B. Theposting on eacl'l floor shall Include:

(1) Names of the staff members onduty andthe
room numbers of the residents that each Is
aaslgned;

(2) Name of the charge nurse or person Incharge
of the unit;and

(3) Name of the medicine aide or parson
responsible fot medication administration.

C. The posting thall be on a form provided or
approved by the Department.

This RagulaUon la not met as evidenced by:
Based on suNeyor observation, It was
detennined that the fachlty etaff faJled to post
staffing ratios. This finding was evident on 5 of 5
nursing units. The findings Include:

On 07+18-17 at 9:00 /W, during Initlal rounds, It
was noted that the faclllty staff failed to poet the
ratio oflicensed and unRcenaad staff toresidents
onany of the nurelng units.

On 07-17-18 at 4:20 PM, aurveyor observation
agafn revealed no ratio of Ik:enaad and

unlicensed staff posted for residents and vieltors
Information.

On 07-18--18 at2:50 PM, Interview with the
director of nursing revealed the facility had

previously provided ratios, but changedthe

0(4)1D SUMMARY STATEMENT OF DEFICENCIES ID PROYIDER'8 PLAN 0, CORRECTIDH col:té
PREEIX &EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFDC (EACH CORRECTIVE ACTION SHOULD IE )
TAG EGULATORY OR LSC IDEN11FY.fG INFORMATION) TAG CROSI-REFEAENCEDTOIHE APPROPRIATE DATE
DEFICIENCY)
S1884L Continued Frompage 3 81885 gltcorractivaaction will be 18.10.18
S1885 10.07.02.48 Posting of Staffing 51885  meccompllahacl for those rnidenta
land to have been affected br the
.48 P08ting of Staffing. deftclent practice?
o midents wen! a/fttted by the /odlltla
A Anursing home shall post on eachfloor or unit pl/lure to not have staff ,otfos Included In the

dially floor oalgnmen t posting.

oW you will Identlly other reeldmn\s havin

¥he potential to be affected by the aama 1
lent practice and what corrective acfon

Wil betaken?

e Director of Nursing completed
amaudit of staffing eln, on the
Sunitsat theti  that the deficient proctkt
was brought to the Director of Nursing
attentlon ond sto/Jfng au/Lnment sheets
pefiuded dally PPD and StoJ/ hours but nog
staffims rotto. Dolly Sto/flns o$Signment sh
werte corrected and postld outsltk of the
nursing stotlon.

Ihimeaaurea will be put Into place ar
eyatemlc chingu you wlll maketo
auN tllatthe deflol8nl practicll don not|
fracur?

DI «torof Nursing In-serviced corecoodaaon
ostmg Of stolftng assignment on the unit.

How the conectlve actlon(a) WM be
gronttorad t0 ensure the daftclent practice
not recur. l.e.» what quality aaaurance
program will be put Into place?

,, Director of Nursing or deslgnee will
mnduet a Joo& monthly audlt) of pasting of
stDf/ing assignment on the units ensuring

e¢ mpllonat. Findingswillibereportedto/odl
Q commltttt month d.

Prts

BTG ORM
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__PROVIDER'S Q__ .. ==
(X4)ID 4 SUMMARY STATEMENT OF DEFICIENCII ib.. y PLAN FCORRECTION --
TAG REGIULATORY ORLSC101!NT1FYINIJ INFORMATION) TAG CRQSS.REFEREHCB) TO THE APPROPRIATE DAT&
DEFICIENCY)
S1885 Conttnued From page 4 12 Resident Relccatlon and Bed Hold.
format of their staffing Information. 8.10.18
S5097 10.07.09.08 C(3)Righttodignified existence 8.10.18
.08 Resldenra Rights and Services.
C. Aresident has the rfghtto:
(3) Adignified existence, eelf-datem,Inatfon,and
communicationwithandaccesstolncltviduals
and services Inside and outside the nursing
facfllty;
Thia Regulation fs not met as evidenced by:
Refer to CMS 2567
F581
S8022 10.07.09.08 C (18) Right to peraonat privac
(18) Right to p privacy 8.10.18
.08 Resident's Rights and SBNICSS,
C. A resident has the right to:
(18) Personal privacy, Induding:
(a) Confidentlallty of personal reeorda; and
(b) Privacy In:
() Medical treatment. and
(Il) Personal care;
Thia Regulatlon la not met U evidenced by:
Refer to CMS 2587
F583
8821710.07.09.12 C (2) Res Reloclbed hold;nallceat
b'an&fer 8.10.18
QHCQ
8TATEFORM — KzGV11 1T Ihatsttl
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STATIMINT OF DEFICIENCalS (X1) PROVID&RINUPPIJSIICUA oa') MULIFLI! CONSTRUC'NON IXI) DATE IURV&V
ANOPLANO01"CORRaCTIQN IDINTIFICATIONNUMBI'R: COMPLET&D
A,IMJ&am:- o e e e o oo
C
2111H 8MiICl . ------ 07/19/2018

HAMS OF PROYIDEAOR8UPI'IJ&R

THEVILLAGE ATROCKVILLE

8TAEET ADOREII CffV, STATE, ZIP CODE
8701 YIIM ORNE

ROCKUVILLI!, MD 20110

CXA)ID
PRII'DC
TAG

IUMIIARY' STATEUIINT OF DIPICIENCIU
CIACH Dl!Ial!NCY MUST 8& PRECEDED 11Y FuLL
RIIOUI.ATORY OR L8C IDamFYING INFORMATION)

ID PROVIDER'S P&MO0, CORRECTION
Menc (EACH CO1UUCTIWACTIOH8HOULD BE
TAO CROS8-RIIN'R2NCIDTO Tiff APPAOPIUAT&
OIPICIENCV]

DATE

S821

| Continued Frompage5

C. Notice.

(2) Notice of Bed-Hold Polley at Timeof Tranafar.
At the time of transfer of a resident to a hospital
or for therapeutic leave, a nursing facllity shall
provide a written notice tothe resident, orwhen
applicable, the resident's rapreaantattve or
Interested famlly member, which specifies the
duration ofthe bed-hold pOlICy daacrlbed In §C of
thfa regulation.

This Regulation Js not met as evidenced br,
Refer to CMS 2587
F825

883101 1 U.U7.UY.15 A ADuse;t'OlICles/1-'rocedures

.15 Abuse or Realdents.

A Anursingfadllty shalldevelop andImplement
policle9 andprocedures prahlblting abuse and
neglect of residents.

This Regulation 18 not met aa evidenced by:
Refer to CMS 2687
F943

888494 10.15.03.08 A (2) Food Protec:tfon During

Storage, Serviceand T

.08 Food Protection During Storage,Setvice and
Transport

B. When storing and Holdtng Food:
(2) Except for metal beverage contatnera and

sTARIForM cased food packaged In cans, glass. or other

Se217

61310  Flease refer to F943 of POC

88849 |Jeaae refer to FB12 of POC

KzZOV11

" P e py dsttae p D o

8.10.18

18.10.18
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SLATEMENT OFDIRCENCIES 1] 1X1) PROWIAISUPPUGAICUA CIC2) MULTIPLI CONSTRUCTION (XI) DAI& SURVEY
AND PLAN OF CORRECTION IDIi TIONNLIMIWI: . _ COMPLETI!D
S TUIUYINIT:. o o o o o o o o
BWWG ¢
21112& — 07/'11120tl
NAMZ1OFPROIIIDEJI ORIIJPPUIIR S1RUI'MJ0111111, CNV. IT.All.ZPCODa
THI VILLAGEAT ROCKVILLE frit VEIRSDRIVE
ROCKVILLE, MD 20110
IX4> 1D SIJAMIUN' ITATIMIHF OF DEFICIEHCEI D PROVIOER'8 PLAN OF CORIIIECTION co”
PIEFIX (EACH DEFICIENCY MUST Il PRICED&D BY FULI PREFIX (EACH CORRICTI\11 ACTION SHOULD BE v
TAG REGULATORY 0ft UC IDENTIFYUIIG INFORMATION) TAG C_= FR T _ COTHI!APPROPRIATE DAfI!
DIiFICIENC')
88849 Continued From page 6 |l se&49 8.10.18
waterproof contalnetl ttanld aa provided In 88(3)
oftht8 regulation, contalneraoffood ara stOted:
(a) Off the floor;
(b) 18 Inehnabove the floor or higher Iffood11
exposed;
(c) On clean racks, d01Ues, or other clean
aurfaces;and
(d) In a manner 1hal will protect from splashand
other contamination;
ThisRegulation lanotmataaevidenced by:
Refer to CMS2697
F812
Tf1,Q.
STATEFOAM KZGV11 tiCDIlIfnllINaft.,._ 7ai7
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DEPARTMENT OFHEALTHANOHUMAN SERVICES FORM APPROVED
FORMEDICARE&MEDICAID SEREES omB NO ospa.o:v.d +
STATEMENT OF OS:ICIEHCIES 0(1) PROYIOEMUPPLUICUA CU, MUITIPLE CONSTRUCT10N CU)DATESURVEY
AND PI.AN OF COMICTICIN IOENTIFICATION NUMBER: A.BUILDING - COMPLETED
awug; C
211121 _ 07/111/2018 |
NAME OF PROVIDER OR SUPPLER STRIETADDRUI, CITY,STATE, ZIPCODI
. 9701 VEIRS DRIVE
THE VB.LAGE AT ROCKVILLIi ROCKVILLE. MD 208&0
ID IUMIWIVSTATBILENI' OF DEFICIINCU 1) PROVIDER'8 PIM OF CORRECTION
PREFIX (IACH DEFICENCY MUST E PRECEDED IV FUU. PREFIX (I:ACHCORRECTMIACTION SHOULD IE
TAG Rf:GULATORY OR LSC IDEHI"IFYINO INFORMATION) TAG CE>TOTHI0! S:II‘—(’:IIDEﬁgYF)’RIfITE DATE

1 E1alol CONENUOorn la prepated and
F 00 [PXeCuted because Il larequbd by the

F OOONITIAL COMMENTS vi ol llle state Ind Federad
1allona and nol becaun The Vliiage at

The following deflclencln are theresult of the 1g1Ha witll Me d,g,tlona end
annual survey conducted by the officaofHealth Igm éiltedTgQ 6“%35%5%5&51?5
Care Quality on July 18,17, 18and 18, 2h018’ ta intainl that the dti(Jtk defi-lent:111 dO It
determine the facllity"e compllanca wit # 111Y and collaclively, Jeopanlize the
MedlcaralMedIcekt requirements. Survey aih and ar.(>'offht | [denls. norBte
activities consistedof « review of48reeidenta’ 3y ol such r:haracttr., to Binlt ourcefJ#JdI}.
records, observation ofntlldanl care and etaff ander aquate cara as Pll#ffbed by
practices, Interviews of rnldenta, residents' lat/on. Thi,Plan of Conectlon shaN
family members, the ombudlman, Ind faclUty"a The V/lage atRodMIM's written
Otaff, mmm@(} (0 10N 0lcornpllanoe. By

thiaP1111 0lComN:tion. 1"eVllage
edou notadmittothe sccurscy of
... Thia Plan of ComH:tion la not
anttoatabllahanyatandardofca,e,
obllgatJon, Orposition, end The
,.atRodMlletuelwi.0dghtato,.,,.

poaalble contMUona enddefenaea In any
or Clfmfnll cltim ecfton. or proceeding.

AddltlonaHy, administrative records and resident
care policlea were reviewed.

Inaddition to standard ewvey protocols, facllty
repa,tedIncidentMD 00128823, MD00128828,
MDO00127873andanaddftlonalfacllilyreponed

Incidentwhich was provided tothe au,vey team ) |
were reviewed. ||_))_|e _|C le D ij HIT]
Thissurveydidnotldentify noncompllancawith .

Federal requirements that ws19 reviewed In m | | . | |W
ralaUonshlp tothese facfflty reported Incldenta. 1 AUG 1D IIt'l I
ThefacUlty Islicensed for 180 comprehensive

beds. Attime ofthis survey, thefacilitycan1lUS OFFICE OfHEALTH CARE QUAUTY

was 155 beds.

.comictlve action wlll118 8.10.18
gompllehed for those ntaldentl
wind 10 haYe been affect8d by the
clent pracace?

F 5811] Self-Detennlnatlon F 561
SSzsD | CFR(s): 483.10(f)(1H3)(8)

8483.10(1) Self-determination.
Tlierealdent has therightto and the facUlty must
promote and facllitate resident eeff-<fetenninatton
1hrough support af tetident choice, Including but
not limited to the rights apecffled In pa,agrapha (t)
(1) through (11) of this section.

LABORATORY D? JEPF E E TR
Ally ddclincy llitenul' Tl endilg 11ill" an aterfSli'c, dellClllig e siiQuisct tmn Mriac:Ina prowlding | ISdetetmllled Tt
otherufqualdap,avide11lliclintlJ-.e:tlonio I'IIPdanII.(Seelnllruc:donl.) Emi,tfornullinghamal, Ineffndlnacliatad 1bowe.,.dlIclolallleto Claya
11:111DwfnalheclateoflU1V9ywllitheror nota plan Q ggnlﬁ;lﬁ%n 1 == _PornW'SIna 10Omel, 118 IDOVIflnd *and plans afcomsc:tiona,a CfilCIGIIDII 14

Cle,t fO1 Ult dltll thal dolunantl.,.mleléavallallll to N I'tellly. If dIflducln... died, en IPPfDV9d plan Of COfflidlan Il reqlllde to COnUI'lueCl

proaram palllClplUOft.

&sll/dent 1120 wruassessed byattending
'non01.11.J.Bond conclutkd the

i1o/ow oppolntl'Mtlt wos not medim/1

1SSGr,. Attending physiciantlocumentrd 3
nwvenotlon widl the Resident 1J.20family. |

FORMCMS8-211f(OM8) O--- E-.itlD:ICZCM1 FalllylD: tlOSI H Clilllifftulllo Ihftt Page t rd25
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STATEMENT OFDEFICIENCIES 0I1)PROVIDERISUJIPUERICUA S))\(ZbMUI.'nPLe CONSTRUCTION ()Q) DATE SURVEY
ANO PC.AN OF COARECTIOH MENTIFICATION NUMBER: JUILDINB_ . = COMPLETED
C
211121 S8WIp - .- - - - --- - 07M9/2018
NAME OF PROVIDER OR SUMMJER b REET'ADDRSSS. CITY. STATE. ZIPCOOE
1701 VEIRB DRIVE
THE VILLAGE ATROCKVILLE
ROCKVILLE. MD Z08I0
(M)ID SUMMARY STATEMENT Of DEFICIENCIES D PROVIOEII'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST 1& PRECEOQED IV FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGUIATOR'f' OR L8C IDENTIFYING INFORMATION) TAB CROSB-REFIIRENCEDTO THE APPROPRIATE DATE
DIIFICIENCV)
F 581)1 Conunuad From page 1 F 5g1HOW you willt |dentify other raafdentl hayving 18.1(.18
the potential ta beaffectacl by the amme

§483.10(f)(1) Theresident has arighttochoose
activities, schedules (Including sleaplng and
waking timH), heaJth careand provlde18 of health
care services consistent with his or her fnterests,
aBS8SImenta, and plan of can, and other
applfcable provisions of thispart.

8483.10(f)(2) The resident haa a right to make
ch0lc:eaaboutaspecll ofhlaorherlifeln the
faclUty thatare significanttothe resident.

8483.10(1)(3) The resident haa arighttoInteract
withmembera of thecommunity andparticipate In
community actlvttles both Insideandoutside the
faclllty.

§483.10(1)(8) The reafdant ha a right to
participate Inother activities, Including soclal,
reUglous, and community actlvffln that do not
Interfere withtherightsofotherresidentsinthe
faclllty.

This REQUIREMENT Is not met 81 evidenced
by:

Baud on review of the clinlcal record, and
resident and staff Interview,, It was determined
thatfacility stafffalledtoInfonn theresidentofthe
pption to follow up with a cardlologllt as
recommended. Thiafindingwaaevidentinlof3
Fecords reviewed for self determination. (#120)
The findingIncludes:

(O 1 == =resident#120waadischarged from
he acute care settJng and admitted tothe faclllty
hfter having been diagnosed withamyocardial

nfarction.(heartattack) Thehoapltaldlaeharge
nstructions provided to the facility directed the
'esidkentto follow upwithacardlologlat withinlwo
veeks.

lentpracticeandwhatconectlveaction
Il betalcan?
n 07.2!1.1B, the Med/col Director conductg¢d a

am>5 oudlt of alf t#le disdlorge summarie§ In
lost 30 doy, focusing on follow-up
ppolntmenu listed In the discharge summpr,.
,ttendIn9 phys/don documented any
ppolntments 1ug9nted but not medim/Jy
ary on the resident', chart.

t menurn wfll be put Into place or
ataptemlc changea rou wiD mar.to
ure that the dlifk:lent pnelfce dNI not

ur”?

edlcol OlledOr wl/l 1,t..ervla every phy,kian
nd NP by 08.3.UB,[0a,sIn9 ON
oc:vmenfat/onofmedk:ollynemssory follow-
P appointments, and resident's right Of elf-
eterminotlon.

.trending ph1J/dotl1willeonrJnue torelllew
/ldtorge summaries,and|fafollow-up
rppaintment Il dHmMedunn OUO,Y, ottend/i
h,stt:lon wlll document hll/her
,commendations In the relldtnt's H/P.

FORMCMS-2117(02+19)Pnwloul Velllanl OllldIla
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STATEMiINTO, DEACENCIES 0C1) PROVIDERIBUPPUERICUA €Q) MULTIPLI CONSTRUCTICIH [1(3)0NTESURVEY
AND PLAN OFCORRICTION IDENTIFICATION NUMBER: COMPLETB>
A.BUILDING_ - - "
C
211121 I8"NlL-------- 07/19/J0IL
NAME OFPftOW>ER OR SUPPLI&R STREETADDRESS.cm',STATE, ZIP CODE
1701 VI'IRS DIUVI
THEVILLAGE ATROCKVILLE ROCKVILLI, 1111) 20850
IX4)1D SUItMMY IfAIBIENTOF DI!'FICEHCES 1) PROVIDER'S PLAN OF CORRECTION lIC1J
PREAX (IA.CH DEFICI'MC'I' MUSI' IE PRECEI)ED BY RILL PREFIX EACH CORRICTNE ACTION IIHOULD || CQINJIOII
TAG .REGUtATORY OALBCIDENTIFYING INFORW.IION) TAG CROSS,Ri,IMHCeDTO ffll APPItOPRIfITI! M
DEFICIENICY)
F 581)) Continued Fram page 2 F581] the carncllva acaon(e) wlill be
On07-1 18, et 11:00 AM, In181Vlew with resident °”'tDtradt°T“'thed'ﬂCfe”tpraC”Ce
#120 revealed that he/ahe was not aware of the not recur::
recommendation for the cardlOlogy follow up. )
9y P Idical Dlttctor willconduct 100J' monthly
On 07-18 18 at 11:30 AM, Interview with a famll udit of all discha,gtt summatlll ond Hsh
member cf reatdant #120 also revealed no ~sing on ntcondllotlon of fDIlow-up
awareness of the recommendation far cardiology Ji.ppointments documenrotlan on HAP. Findmgs
follow up. WtJJ bft reported ro ditft fodlity OAP# commitin
‘onthly x3.
On07-17-18 at 10:00 AM, Interview with resident
t1120'sattendingphyak:lan1'8Y881edthatthe
physician dilcusaed the cardiac statue of the
resident with bath the resident and familly,
Informing both that the resident's heart condition
could be managed within Iha facility. The
attending did not mention the recommendation
for a carclology fallow-up toUlaresident or family
member during the viall
As ofIha time of survey, the rwaldent had not had
therecommended cardiology appointment.
F 583]]Personal Privacy/Confidentiality of Records F583
$S=B |CFR(a): 483.10(h)(1H3)(f)(lij
18483.10(h) Privacy and Conftdentlllity.
Tharaldent has a right to personal privacy and
conffd(?ntlallty of hla or her personal and medical corractlve action wlll be
Jrecoras. pfilihed for_thole Nildentl ID&.10.19
5483.10(h)(1) Paraonat privacy Includee ;r?thagcafgg,,lm bf the
ccommodations,madlpaltreatment,writtenand P '
er:SPnheoer;%gg @fT:rg:ﬁ,agggiégfégﬁ?zlrg%es’ \Qﬂil ocfc,l Worker Director OSHssed Raldttnt{ll104
his does not require Iha faclUly ta provide a nd no ,wgatllle outtame Mis not/ad dw to
prtvata roam for each rnident. O&TlIW poptl postinf In ,esn(s tbom.
tthob Director olloMSased ond trimo'lf!d a#
483.10(h)(2) The faclllty must respect the hob lings of RUItIftnrs 6104 room on
esidents right topellonal privacy, Incfuding the 7.J7.18.
FORMCMS—Z-.Iff&DNI)PfNDIII———OIIIaIIIa ElftI1D;KZGV11 Fec:llif D.:lial Ifcanlinuatlon 1INt Page data
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STATEMENT OF DEFICIENCI'S | (Ic:t)PRONIDIRIUPPUEINICUA pOtMUI.11PUi CONmIUCTtON (Q) Df4TII SURVEY
AND PUN 0Jr «:OlIRICTION IOEAiffIFICATION NUMBER: AIUILDING COMPI.eTED
C
21&121 IWING_.  ------- - 07/1912018
NAMEOFPROVIDERORSUPPLIER 8TRI'£1' ADDRS88 CII'Y . STATE. ZIPCODE
THE VILLAGI! AT ROCKVILLE 1701 VER& DRIVE
’ ROCKVILLE, MD 208110
ID SUMJMRY STATEMDII' O,DEPICIENCIES ID PROVIDER'S I'"AN OFCORRECTION oli)
IRII/X (MCHDIICIINCY MUIT IE PRECI'DED 8Y Fuu. PR&IDC (EACNCOMICTMACTION SHOULD BE CDIII'alloN
TAG REGULATOIW OIiL8CIDINTIFYIHG INFOMiAnON) TAG C TOTHI'APPROPRIATI IMTII
D1f1CtENCY)
i VOU will Idtntlt,other niSldentll having
F 583I| Continued From page 3 F 583 pDlanlfal tD be affeclad a,, llle liffle
. . . Intpractice and what corrective actigqn
right to privacy Inhie or her oral (that IS, spoken), o s
h ; UHbe mlcen®
written. and eledronlc ccmmunlicatlons, Including
the right to send and promptty receiva unopened rhob DIm-tor conducted JOO. auditof ol

man and other letters, packages and other
materials delivered tothe raclllty for the rasfdent,
Including thole delivered through a means other

Idents In € © s on the short ond long-
‘Mt unitsond removed onl1rwrobllltotlon

than a postalservice. —
8483.10(h)(3J The resident has a right to seglIJre {tFfIHSUIfF wilbe put Into place a,
and confldentJal personal and medical racordl. at ayetamlc: changn you wlll make CD

() The resident hastherighttorefuse theMlealal
of personaland madicalrecords exceptas
providedat§,483.70(1)(2) orotherapplicabla
federal orstateraws.

(1) The facfflty muat allow representatives of the
Office of the State LOng-Tenn CareOmbudsman
Jto examine a resident's medical, IOClal, and
administrative racotds Inacccrdance with State

I unt that the deficient practice dou not
ur?

hob stoff WOS In-tetviced 0N01.J1.JB and
7% .18.JBabout resldenr's privogfocusina on
1absigns dlot ore givento theresidents.
-hob DIm:tor will provide o/older toewt1
lldent on tM cou-lood tomofntoln reslftnt

law.
This REQUIREMENT Is nat met as evidenced reltobffltotloninfonnotlon. Allrehab
by: ffandnurseswlll In-servla on tM new

N ass.focusing on r,s/dent's ptiw,ey by

Baaedon surveyoroblelvation, Itwaanoted that
«JO.JS

he faelllty staff fallad to malnlaln the privacy of a
resident. This finding WU evident In 1 of 48
raldents selected for the survey. (#104) The

finding Includu: Ithe corrective action(*) wUI be

fnltond to enawe the daficlent pndice
llinot recur, +-+-» what quality anuranc:e

On 07-18-18 at 09:27 AM, during Inlllm rounds-,
Moa,am wll be put Intopiece?

surveyor noted afgna poatad Inrafdent #104'11
Foom Instrucling staff on specific care related
amua related to *PNCh the,apy awallawing
Strategies and occupatlonal therapy transfer
Strateglas.

hab Dirfftor will conduct JOOJII Wiitly
dlrs on all residents on tose-lood
l-tna onfolder utllizotlon and rthob
, ) fdgh/9t. Findings wiH H rttpormJ IDQAPI
nterview of rufdanl #104 revealed Bhelhe did

' 1m/ttnd months.
hotrequest thatInformation be poetedatthe

nhead of hlalher bed.

Dn 07-18-15-18 at 3:00 PM, the Ifgna we- stll|
FORMCMI-1117(0MI)PAMOUIV8111an10lllolita EwinlID:KZGYI1 FIClftv,D: tIOH IfcontlnuatlOn I118et Page 4 of 21
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F 583]JConUnuedFrompage4 F583f
posted and visible toanyone entering the room.
On 07-17-18 at7:60 AM, algna were SUH vllible
over the hod Of the bed
On07-17-18at4:00PM, thesignswerwstitJ
present. The director of nursing WasSmade
aware, and had noadditional Information.
F 823] Nottce Requirements Before Transfer/Discharge 823 ' . .
= col'NCtlve action will be loe.10.18
SS=D| CFR(s): 483.15(c)(3H8)(8) ompllished for those realdentl

8483.15(c)(3) Notice before transfer.

Before afacflity tninlfer& ordischa,aes a
resident, the facllity muat-

(1) Notify the resident and the 1811dent'a
rep,esentattve(a) of thetranl'8rordischargeand
the reason, for the move In writing and In a
language and manner tt"Y understand. Thi
facility mUIt nnd a copy of the notice to a
representative of the Office of theState
Long-Term Care OmbUdaman.

(1) Record the reasons for the transfer or
disc:harge In the residents medicsl record In
accordance with paragraph (c)(2) of thIHectlon;
and

(I Includelnthenoticetheltems dNCrlbedIn
paragraph (c)(5) of this section.

§483.1!(c)(4) Timing of the notice.

() Except N apecifitd In paragraphs (C)(4)(0) and
{c)(8) of this section, the notfee of tranafer or
discharge raqulrad underthis section mustbe
made by the facwty at least 30 days before Iha
resident fa transferredordlleharged.

(I1) Notice must be made ae soon W1 practicable
before transfer or dlicharge when-

(A) The safety ofIndlviduall Inthe facllfty would
be endangered under paragraph (c)(1)(1)(C) Or
thissection:

(B) The health ofIndivlduall Inthe facltlty would

undtahavebeen affectld bi, the
eficlent p,ac:tlice?

IWothrDJmtor edttsldents115;
11155 ond non,gotlw ouacome was nottd
o the lade of written dOt:Umentotlon

Ided ono /odltt,Inltlomd transfer.

cw you wll Identify other 1'881denta having

potanUal ta beaffecltd br the aame
eftclent practice and what corrective action
| betaken?

clotWatter (SW) Director c:ompltml 1001’
Itof all ruldenu/Queststransferred to die
:pltolInthe lastJOdayJ whoreturned toour
dlity. SW Director metwitheachreJidentontl
f'Olllded tlwm with o wrl n tronsfer notlc..
W Dlret:tor unt thltton,f,r notltt vlo
rtJ/IH moll to hospltoliffd tald-,u and
otJjled tire ombudimon vioJuon 08.01.18.

FORMCMWII7(OMI)PIM'9VffllonlOtlso:Ifll

EWNID:KZGVI1

Facat,ID:11111U
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be endangered, under paragraph (c)(1)(i)(O) of
thla aecuon;

(C) The resldenra health Improves sufficlently to
allow a more Immediate transfer or dileharge,
under paragraph (c)(1)(1)(B) of thlaaectton;
(0) An Immediate transfer or discha,ge fa
requiredbytheresident's wgentmedicalneeds,
under paragraph (c)(1)(0(A) ofthis section;or
(E) Aresident haanotresidedin thefllclltty for 30
days.

§483.15(c)(5) Contanta of the notice. The written
notice epecifled Inparagraph (cX3) ofthis lectlOn
must Include the fallowing:

(I) The reason far tranafer ordliCharga:

(IQ The effective date af transfer ordlicharga:
(i) The location to which Ihe realdant fa
tranaf'errad ordlscharged,;

(iv) AstatementofthereBldent's appeal rtghta,
Includingthe name, addreal (malDng andemafld,
and telephone number af the entity which
receives suchrequests: andInfonnationonhow
to obtain an appeal form and asalstanca In
completing the formand submitting the appeal
hearing request:

(v) Thename, addrau (malling and email)and
telephone number af the Offlca of the State
Long-Term caraOmbudsman:

(vi) For nursing facility residents with Intelleclual
and develcpmental dfaablHIH or related
disabllitlea, the mallfng and emalf addrass and
[8'ephone numberoflheagency reaponsibJafol
the protection and advocacy of Inclviduall with
developmental disabDltfel establlahad under Part
C rA the Developmental DlaablltiH AAJstance
and BIH of Rights Act of 2000 (Pub. L 108-402.

I(vii) For nursing facflity residents withamental

codified at 42 U.S.C. 15001 et NCI,); and

&n Ihatttaedeficient practice daft not
ur?

Director In-+Niced oll Ikenlff nursaon

new dischorr,,/rronlferproadure on
.26.JB. The Mw DCTmnsjer Notke form
ntliveon07.J0.JB.SW Director revised ottd
‘P(loted the fodllty's pollt:y to <« - tnew
tons/fr notl/faltlon procedure. Ra/ants Or
eslden s R-,,rtMntotlve will bl gitml a DC
tonsfer Norlc.within a practkol time. Medlall
Kord$ Technician will /0il tM DCTrons{er
otke ra the Ombudtmon.

the carnctlva actlon(a) will be
anltored ID ensure the deficient prklice
lInot recllr, I.e., what quality UsLftliC8
ram wlll be put Into place?
omtn
W Dlrlaor willamduao month'laudit
altdisdtorged diam toensaue oU residents
nd ombudimon Md o written DCTron,te,
tlce. Findings will be reponed ot QAPJ
mmlttH mntfno monthlyxJ.

STATEMEHT OF DEFICIENCIES | CX.1JPROVIDERISUPPUERICUA MNPl COMSTRUCTION (QJ DATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUM1IR: AlU COMFUTED
C
111121 LAIOL - - - - - - 07/1,/1018
NAM& O,PROVIDER OR SUPJILIIR STREET AOORESI, CRY, STATE. ZIP' COIJE
THE VIUAGE AT ROCKVILLE 1701 VEIRS ORNE
ROCKVILLE. MD 20850
(IF.0ID 8\MMAR'l' SIATEIIEIR' OF DEFICIENCIES D PRCMOEII'T PI.AN OF CORRfICTION
PRIfIX CIACH DEFICIENCY MUST BE PRECEDIID BY FULL PREfDC (EACH COMICTIVE ACTIOM SHOULD IE
TAG REGUIATOIIY OR LSC IDOTIFYINO INFORMATION) TAO CR088-AEfERENCEDTOTIE APPROPRIATE DALt!!
DEFICIENCY)
) at meuurelwlll be put Into placeor
F823] Continued From page S F82 atayatemlc changea youwlll maketo

FORMCMS4117(N-Il)PrMIUIYarllonlOlllollle
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STATIMENTOI' omct!NCIH
NfO PI.AN 0fl CORRECTION

CX1)P AOVIDEMIUPPUDUCUA
IOENTIfICATION NUMBER:

211121

0(2) MULTIPL& CONSTRUCTION
A.BUAJ>IHGe eoeccee

&Mla_ -- ----- -

(X3J DATE 8URYEY
COMP1ff1D

01h.nol1

NAME OFPROVIDER OR SUPPLIER
THI! VILLAGE AT ROCKVILLE
I

11711 VEIRI DRIVE

~ STRIEL ADDREIS. cnY , ITATE. ZIP CODE

ROCKYVILLE, MD 208I0

SUMMARY STATEMENT OF D&FICIENCIEI
(EACH DEFICIEHCY MUST IE PR&CEDEO BYFIILL

TAG RIOULATORY ORL8CIDENTLfYING INIORMATION)

D PROVID1:R'8 PIAN OF CORRECTION osl)

PREFIX CORREC11VE AC110N IftQULD BE
TAO CROB&-RIFER&NEEDTO TIE APPROPRIATE =Ml
DEI'CIENCY)

483.70(1).

by:

Include:

F823|l Continued From page 8
disorderorrelateddlaabllitles, themallingand
emall address and telephone number of the
agency responalble for the protection and
advccac:yof IndMduall Withamentaldfaatder
establlshad under the Protection and AlJvocaey
tor Mentaldly 1U Indlviduala Act.

8483.15(c)(8) Changes to the notice.

If the Information Intile noUca changes priorto
effectingthetransferordischarge, the facility
must update the recipients of the notice as soor'l
aa pracUcabte once the updated Information
becomes available.

8483.15(c)(8) Ncticalnadvance of faclBty closure|
Inthe cue offacluty closure, thelndividual whofl
the administrator of the faclllly must provide
written notlflcatlon prior tothe Impending claaure
lo U,e State Su,vey Agency, lhe Oflice of the
StateLong-TennCareOmbudSman, realdenta of
thefaCINty, andtheresfdentrapntsentatlvea,as
well as the plan for the transfer and adequate
relocatlon of the resldanta, aa raqufntd at §

ThiaREQUIREMENT Isnotmetas evidenced

Based an surveyor review ofthe clinlcat record,
and Intervlaw with faclllty staff, twas determined
that the faclllty staff failed to notify a residents’
representative Inwriting whenthe resident waa
sent to the hospital Thia finding wa evident for
3 of 5 realdenta selected for review durtng tlle
survey. (#76, #95 and1155). The findinge

1.0n 07-18-18at10:30NIl, surveyor review of
the clinlcal record revealed ttull.rllI5I,nt115wu
transferred to the hospital @xr» — —due toan
emergency situation.

F823
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8TAILBENT 01' DEFICIBICIES (X1) MOVIDEMIUPPUERIJCUA
ANO PL.LAN OP CORRECTtOM IDEHTIFICATION NUMBER:

211121

(X2’MUL'TIPI!IC:ONSTIWCTIOH
A BUILDING-¢ccesee

yigo - - - - -

NAME OFPROVIDER OR 8UPPUER

TH& VILLAGI! AT ROCKVILLE

1701 VEIRI DRIVE

StREET AOORUS. CIIY,STATE. ZIP CODE

ROCKVILLE, MD 2DIIO

PQJDATE SURVEY
Cc:oMPL.LETED

C
_07/18/2018

CXA)ID SUMWIIYITATEINBITOFIJEFICIINCIES
PREFIX (EACHD&FICIINCY MUST IE PRECEDIOBY FUIL
TAG IIEGULATORY ORUC IDENTIFYIHG INFOAMATIOH)

1D PROVIDER'S PLAN OFCORRIICTION oCl>
PREFut (EACHCORRECTMAC1IONSHOUL.O 8' COIOU110N

TAG CROBB8-AEFIAENCID TOTHE APPItOPRIAta D.IfI!
DIfICIMCV)

F823I| Continued From page 7

Reviewofthe nurse'snote, d-t
12:02 PM. rwe&led that resident #75'8

transfer.

However. theta was no evidence that a

transfer ta the hospltat

(DON) said natification to the residInt

DON alatad that the facility waa woddng to

was provided.

emergency situation.

made aware of the transfer.

However, there WN no evidence that a

tranafer to thehoapltel.

On 07-18-18 at 11:10AM, the DON said
otlflcatlon to the 1'98ldenl representative wae
ivenby telephone: nowrlttennotification waa

correctthisanomaly. Noadditional fnfonnalfon

representative was called and made aware of the

documented written notlflcaHon was provided to
retldent #75'a representative nor documentation
onnotifyingthe ombudsman Inwriting aboutthe

On07-18,.18at11:10AM, IhaOlredorof nursing

representativewaagiven by tifaphOne; nowritten
natfflcation was given to resident #75 or the
representativewhen the Iransfer accurrwd. The

2.0n07-17-18at2:30PM, awveyar review of
the cInlcal record revealed l1al.alll[IPt 185waa
transferred tolhahospital __,, duetoan

Review of a nurse's note, datad--1:32
PM, revealedresident#95'aaonwascalled and

documented written notification was provided ta
raldent #95's representativenor documentation
onnotifyingthe ombudsman Inwitting about the

F823]
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DOICIIHCY)
F 823 | Cantimled From page 8 F823

giventoresident#95ortherepresentative, when
the transfer occurred. The Director of nunsing
stated thatthe facBIty WU working tocorrect this
anomall. No addltlonal Infonnatfon was provided.

3.0n 07-17-18 at 9:50 AM, Interview with
resident #155 revealed the resident recaDad a
transfer out of the faclllty to the hospltal
Theresident Itated faclllty staff did
notprovidewritten notlftcatJon ofthatransfer.

On 07-19-18, review of the clnlcal teCOrd tor
resident #155 revealed that the resident was
ttan |fMI_d outofthe faclllty tothe hospllal on

There was no evidence In the dinical record that
elth«.resident#155 or hlalher relponalble party
hArt rAr.Ah/ftd wrifhin Mtfflr.atJnn af thA tMMnfnr
ttansfer out of the nursing facliBty.

On 07-19-18 at 2:50 PM. Intervihl with the
director of nUI'ling revealed that faclUty staff
Identified noncompllance withthisrequirement.
withupcoming In11rvice education |ICheduled to

achieve compliance.
F8261 Notice of Bed Hold Polk:y Bafore/Upon Tmlfr 625
SS=E | CFR(s): 483.15(d)(1)(2)

iat corrective action wil N

Mfipllahed for InON NSldents
MBncl10 have been afflotld by Iha
folent practfce?

8.10.18

§483.15(d) Nattc:e of bed-hold poOcy andretu,n.

§483.15(d)(1) Notice before transfer. Before a
nursing facility tranafera « raaldent toahospital or
the resident gon 0N tllerapauUc leave, the
nursing faclJity must provide written Infonnatfon to
the rnld1nt orresident representative that
epedftes-

(1) The duration of the atata bed-hold pollcy, ff

$¢0dOl Watter (SW} Director assessed residents
, 115,NS,111291 and11550nd nonegativt
loutmme wasnoteddue rothelad of Written

raid not(JImtlon <fore the/otlllty
rnftfohld troru/er.

FORMt:MWS517(0J.IHPnNIOIIaV llicliaOllGIICII

E\11111& ID:ICZGV11

Fadlltr10:110M
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B.WING
211122} - -~~~ E— 07119/2011
NAME Of PRCMDER OR SUPPLIER 8IRE&L ADDREII CRY, STATE. ZIPCODE
1JOI YBRS8 DRIVE
|
THE VILLAGI! AT ROCKVILLE ROCKVILLE, MD 1GIID
(<) ID SUMMARY' STATEIENT OF DEFICIENCI&I ID PRCMDERSPIMI 011 COIUIECTICN coala2
PAEFX (EACH DEFICENCY MUSI' IE PRECEOED IV PULL PREFIK (EACHCORAECTN! AC110N SHOULDBe e
TAG REGULATORY OR L&C IDENTFVING IHFOIVMTION) TAQ CROS8-MFERENCED TO TH! APPROPRIATE DAT&
DEFICIENCY)
= 825I|Continued From page 8 F §25 JHOW 10U WII [dentiry OLET resiaents having

any, during whichtheresident Is pl!!Irmlttad to
return and 1'81Ume residence In the nunilng
facility;

(1) The reserve bed payment policy In the 1ltate
plan,under§447.40 ofthilchapter, ifany:

(HI) The nunsing facluty's policlel reQ&rding
bad-hold periods, which must be con&Jetent with
paragraph (eJ(1) Of this eectlon, permifling 1
resident to retum; and

(Iv) The Information specified Inparegraph (e)(1)
of this aaction.

8483.15(d)(2) Bed-hold notice upon transfer. At
the time of transfer of a rasldent for
hospltaBzatfonortherapeuticleave, anursing
facHfty must provide to the resident and the
resident representative wtttten notice which
specifies thl!!l duration of the bed-hold poBcy
described In parag,aph (d)(1) of thlaaedlon.
Thia REQUIREMENT 18 not met as evidenced
by:

Baaed onsurveyor review of the cflnlcal record,
and Interview with facHlIty staff, Itwas determined
that the facility staff falled to provide written
Information about the bed-hold pOficy tornidenta
or the repreuntatlVe when a resident was
transferred to the hospital Thia finding waa
evident In 5 of 5 resident selected fOr review
during the survey. (#32, #75, #95, # 128, and
#155). The ffndingalndude:

1. On 07-18--18 at 2 PM, surveyor review of
(= 'L clinlcaJ record revealed the
effjﬁﬁtffj_ transfamtd to the emergency raom
ThaM was no evidence in the
clinlcal record that a written bed hold notification

paaglven totheresidents rapreaentattvaoreent

iththe resident to the hospital.

@ potantial to be Iffectld br the aame
jeficlentpnlctice and what conectlve action
illbe taken?

Soclal \Worhr (SW} DIrKtldr compltttd 100"

guditt of oilrelldanr,/gc,e.strtronlfermJtothe
pspUtal In the ImtJDdays who mumed toau,
9 SW Dirtetor tMt with mch resident
pWv/Ided them with a wrlti.n bed-hold natfa.

BW Director #nt the bed-hold not/WO
#i!fedmoUtohospltalladresidentsond

ot theombudsmanvialaxonas.01.11.

o¢ Meaaufff wil be putinta place or

2L ayetemlc changes you wlll make to

RauN thatthe deficient practk.e does nDt
ur?

Bl

WIDirector In-nlViced all llunstd nurses on
,bed-hold written notification proadure an
p7.31.26.JB. The new Bd-Hold Notl/ICOtlon/orm
live on 07.J0.J& SW Director Mds«J and
~dpted th foeillty's policy to reftu:t dit
rltee," NOtlflaltion of bid-hold. Raldv.tl or
2iAent'$ Repruentatiw wfll be gtwn a
ritte; ) BEA-HOId Agreament[arm within a
i CTitOl time.

FORMCMS8-U81COMI)Pmlal.11VenlAns
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THI' VILLAGIi AT ROCKVILLE ROCKVILLE, MD 20110
CIID BUMMMV STATIMIHT Of DEI'CIINCIE] D PRDWIIIfa PLNf OP COftRICTION
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DEFICIENCY)
F 825)l Continued Ftam page 10 F 825 ow the conectlw action(+) wlll be

monlloredto enlure Ihadeffclent practice
-111NOTI"ICUr, 1.e., WNITQUANT, assurarnce
prag,am wlll beput Into place?

On07-18-18 at12:55 PM, Interview with staff#1
revealed thatresidents on thelong term care unit
do notrequire * bed held policy nollffcallan to be
sent during transfer tothe hospitalbecause they

are permanent residents and wlll elwaye be Sodol S.,vb Dl rtor will conduct a |

accepted back from the hospital when they are thonthlyoudItonresidentstronsfellff to
ready to ratum. ospitals to ensure dw written bed-hold
109rHmentwossignftl. Findingswllibe
On 07-18--18 at 1 PM, Interview with steff #2 :
revealed that residents on the long tenn care unit Q?itﬁg i OAPI Committtt meeting

do notrequire bed hold pollcy notlftcatiOns tobe
aent during transfer to Ihe hospital because they
are always accepted bade when they are ready to
retum.

On07-18-18 at2:50 PM, Interview with the
Director of Nursing (DON) revealednonew
Information.

2.0n07-18-18 at 10:30 AM, surveyor review of
theclinlcalrecordrevealed that:esideej#?Swae
traneferred tothe hospital ONTHTTTTTTTAUE€toan
emergency situation.

Review of a nurse'& note, dated.
12:02 PM, revealed that m— e =

representative We celledand madeaware ofthe
transfer.

However,therewas noevidenceIntheclinlcal
record to Indicate that resident #75 or hlalher
representative wee given acopy ofthe bed-hold
pollcy, asrequired.

On 07-18-18 at 3:30 PM, swveyor Interview with
the Director of Nuralng revealed that"'we givethe
bed-hald policy on admI8810n but not during
t,ansfer to a holpllal. We a&waya take our
resldenll back from the hDSpita\.. Inaddition we

I'ORMCMS-2511(0U)PINDI,e Vitlliftl O.... 1'wnt10:1CZGl/11 I'adlly10:,.. ffconlinuallon eheel Page 11 0f 25
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Continued From page 11

have also Identified tht& deficient practice andwa
are work{ng 10 correct thl& Nofurther InfOrmatlon
wasprovided.

3.0N07-17-18 at2:30 PM, surveyor review of
the clinlcalrecord revealed that resldant #85waa
transferred to the hoapltal 01rt111ee due t0 to
an emergency altuatlon.

Review of anurse'8 note, date, at1:32
PM, revealed that resident #95'1 rep,nematlYe
was called end made aware of the transfer.

However, therewas no evidence Inthe clinlcal
record to Indicate Ihatresfdent #85 or his/her
representative was givenacopy of the bed-hold
pallcy aarequired.

On 07-17+18 at 3:30 PM, surveyor Interview with
the Director of Nursing revealed that ‘we give
bed-hold policy on admllllon but not dwtng
transfer to hoapbf. we always take our 1HIdents
back from the hospital". Inadditional we have
alaoidentified this deficient practiGe andwe are
working to correct tflle anomaly. No further
Information wasprovided.

4. On 07-1&-18, review of the cJInlcat recordfor
rasldant #129 revealed the resident was

ut of the facility to the hoapltal on

There waa no evidence In the clinfcal record that
either resident #129 and/or hlllher responsible
party had received written noUflcatfon of the
facllity's bed hold policy at 1ha time of, or wilhin
twenty four hcurt of the holpltal transfer.

5. On 07-17 18 at 9:50 NI, Intatviewwlth

F825
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resident#155revealed that theresidentrecalled
e transfer out of faculty to the hoapltal
rheresidentstated faclllty lam1:11a
not provide written natfflcatfon of lhe bed hold
policy at the time of tranafet.
On07-19-18. review of the clinlcal record for
resident #155revealed thatthe reaidenl was
tranefarred tothe hospital on -
There wasnoevidenceintheclinleal record thal
eitherresident#155orhlllherreaponalble party
had received written notlficatlan of the faclllty'e
bed hokf paffcy at the time of, or within twenty
four hours of the hospital transfer.
On 07-19-18 et2:50 PM, Interview with the
director of nursing revealed that the facility
Identified non compliance with this requirement.
within-service education echaduledtoachieve
compllance, echeduledtobeginan07-20-18. 841
F 841] Accuracy of ASleBlfflanta F %% M-t co1"cdw actionwiii be 08.10.18
SS+B| CFR(a): 483.20(9) + llccompllehed forthoserealdinla
§483.20(9) Accuracy of Assasemené&s. foundto have been affactlld by the
deficient practice?
The asaeasment must accurately raftect the
resldenfa status. . d d t
ThJ8 REQUIREMENT 1s-not met as evidenced OlrKtor conducted onouasment on tu
by: dtnts 1196 and 110J and der.rmIMd no
Based onsutveyorreviewofcllnlcalrecord&and otlv.outmme or furth,r concern,nottd
IntervINa of facility staff and reaklenta, It waa to the Ino«utate MOS documHtotlon.
determined that the facmty failed to complete MOS Director correcttd HOIODC (OstomyJ df
898888fflentsthataccurately reflectthe reeldenta’ e Slgnljkant Co*MDS06/1.5/201.8. MOS
atatua. This findings was evident In 2 of 49 ector corr«tffl HOJDO8 (Elttemol terJ
residents (#98&#101) seJected farthissurvey. heénnual MOS 06/15/2018.
The findingsinclLIde:
The Minimum Data Set (MOS) Is a mandated

FOIIMCMI.BIJ(OMI)Prewlaa VIIfllonsO--.
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procuaforclinical 81888Bment ofallresidentaln
Medicare orMedicaidcertified nuralnghOmea.
This Pft1C889 provides a comprehensive and
accurate aaaeument of each rasldent'a
functlanal capacity and health status to assist
nursing home staff Inldentifying health problems.
MOS aasesamanta are required for realdentl en
adml11fon to the nursing facility and then
perlodically, withinspecificguldellnesandUme

frarnu.

1. On 07-16-18 at 3 PM, aurveyor revlaw of
resident #98'1clinlcal recon::1 revealed that
SectlanH ofthequarterly MOS, mubmltted on 08-
15-18. waa coded stating that rasldent '98 had
an

However, surveyorreviewoftheclinicalrecord
revealed no evidence thatresident 188 had an
on that data, or ever had an

0N07-17-18 at12:30AM, aurveyor Intetvlew with

the MDS supervisor revealed lhit the staff
member who ceded the MOS for residents #98
on08-15-18wasanew employee, andIncorrectly
completed Section H.

2. On 07-17-18 at 10 AM, BUNayorrevlew of
resident #101'scRnlcalrecord revealed Section H
of the quarterly MOS, aubmitted on 08-15-18, was
coded stating resident #101 had an ostomy (an
ostomy la a surglcal procedure In which an
artHIclet opening is made ao as to permit the
drainage of wasteproductl either Intoan

F 841 Jt 01i rOU wtrlIdentify otherrHIdell1l8 having
ph - potantlat to be affect8d IIr ttle Hrfit
gefie |ent prac:tfce and whatcorrective action
betaloIn?

rosDltectormndua,donauditforSectionH
of/oll Comprehlns/11t1MOS$ Intli.lost30days

fiscin aca,,0q0f tM MOS cmeuments
Incduding urlno,y and boMI appllanas.

I fiIIHUNI wil be put Into place or

8l tayatamlc chang.. youwlD maketo
nBsunt lhat the deficient practice doee not
2Clur7

MBS Director In-sttvktd ta atl MDS
poordinotanON01.19.18 onoa:urote MDS
ote: nr.y and 0.sussm,nt. 8) OB.JO.JS GNAs
e In-s,tvla on accu,om doeum,ntotlon.
1% Coordinotars will partner with Oinleo/
g tonr vIeanITlm%j ol%tom nltorlirtd
rla e tnor:curare documenrotlons

o 'sing on urlnor,and bowel appliances by
THIAS.

,L meaaurN willl be put Intoplaceor
al .t ayatamlc changn youwfll make to
gnstunt that the deflclent practice don not
dBecur?

AlDSDirectorwillconductal  mantlit,
tilt of Section Hof all Comprehtnslw MOSs

ornd rgport findings to tiit Q4P month/yd.

PORMQINSI7(QMIJPIwloul V..-.OlINed| 1111UIID:ICZGV11 EMIII, 10: If contlnuatlan lllat Page 14 of 25
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appropriate organ or outside the body),

evidence that resident #101 had en oatomy or

supeNIlsor revealed the staff member who coded
the MOS far resident #101 an 08-15-18 was a

However, review of the cUnlcat record revealed no
had ever had anostomy.

On 0717-18, aurveyorinteJvlewwlth the MOS

new employee and Incorrectly completed Section
H.

Following surveyor Intervention, on07-17-18, the
MOS Inaccuracfas were corrected for residents
#98 and #101.

that corrective action wlll be
ecom|p|lahecl! forthose midentll 01.10,18
eyund to have been affected by the
ltnt practice?

s 787
®¢d/tol Director assnnd Ra/dent | 16,
estennltttd nontgadw! ouccome wos noted
@e the ptDlattgtd use of PfOI'h'lloxls
buodantin. Medleol DIIfftOr reviewed
ees/dent’s mrdatlans and dHmed ssory
hhat ttr.raldenteonrinffs tolting the
tdlcatlon.

eewv you wll Idantlfy other realdenta having
@k potential ID be affected by th-- mme
€.clent pr,ctice and what col'NCtlve actipn
lii be taken?

M, 07.30.18, Mfflcol Otrector eonducted o
BOOI¥ audit of residents withontlblatic orders
1,,greater rhon 2 weeks. The Medlcol Direc:tor
€entlfted  twsldents who hod an ontlblotic
rdeml /orgffoter than two weeks ond
®ed order/Dr approprlateneuof the
A%/nued ontlbtotk, ond compllonce to our
tiiblottc Stewardship Pro,rom.

F7574Drug Regimen Is Free from Unnecessary Oruga
$S+D | CFR(s): 483.48(d)(1)-(6)
8483.45(d) Unnecesaa,y Dn,ge-Genetal.
Each resldenra drug ,aglmen must be ftN from
unnecessary drugs. Anunnecl888ry drug Is any
drug when used-
8483.45(d)(1) In excessive dOle (Including
duplicate drug therapy): or
8483.45(d)(2) For excessive duradan; or
483.45(d)(3) Without adequate monitoring: or
8483.4S{d)(4) \Nithout adequate Indication, for itl
use; or
8483.48(d)(5) In the presenca of adverse
onsequenceswhichfndlcate thedose shouldbe
reduced or discontinued; or
8483.45(d)(6) Any comblnauons ofthereasons
FORMCMa—-aN’?(oa.ll) Vetlionloe.Cllllla II_..ID:ICZOV11
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F 767}l Continued From page 15 F 757 Wha meamuraa will be put Into place or
stated In paragraphs (d)(1) through (5) ofthla whal cyatemic changes i,ou willmake t0o
section. eneure that the deficient practice don not
This REQUIREMENT la not met aa evidenced ragsur?
by:
Based on lurveyor review ofclinlcal record= and ie i Dlreaor /n-Sfflllmd ph,sklons and
interviews with facility staff, It wu determined that o (our Antibiotic Stewardship Polle,.
the facility failed to ensure residents' dn.19 Pro,1: | 1/octfcantibioticorderswdllhaveastop
regimen- were free from unnaceasary drugs. rote ofone year,and documentationwlHnud
J]?éss‘avslaee\zg;}?t#é g;girnea}slollﬁgltj;slected for ort/Ift on annual nMew of ntasslty of the
y ' 9 ' MAdImtl_on. AJJ phylldom 1ducoted on
On 07-18-18 at 1:45 PM, review of resident #98'1 o :‘”“e/”[t)(l’“on'” POS and srop do(t:es. |
clinical record revealed that ha/ahe hat been Lo/ Dtectorwul partner with Consultant
taking an antibiotic since 09-15-18 for urfna,y morut ta ldentlfy unnett1111ry
tract Infactlon (UTI) prophyta,da or p19v811itlan. et Otlons.
Further review of the clinical record revealedthat
resident NE last Saw a urologist on 09-27-13 for low ' the cofflIClfwe IC:llon(> will be
aUuTI. ofliitoNd toenaure thtdeficientpractice
mwill Anotrecur, l.e.,whatquality ... urance
On Q9..01-18 , realdenfs #88'lattendingphysician] og!ram wlll be putInto place?
documented that the resident had a history of
recurrent UTII. There was no further evidence of Mi'edicol DIrKtorwillconducto ZOO® monthly
clinlcal documentation Jultifylng the continued U udltof111/dentswithontfbfotlaordered to
uaa1 olf the antlblOtic far UTI prophylaxlaalnce Mhsute there Is opp,optlote documentation of
0.01-18. the i |ndlt:atlon and stop dote. FIndI9will be
Review of the facilty'a antibiotic stewardship ?fogo the fadllty QAPI mmmittee
program revealed that anUbIDllc orders mult '
Include the duration of treatment aa Indicated by
a start and stop date, or number of days of
therapy.
Thant was no evidence that a durauon of
treatment waa specified for resident #98'&
antibiotic usesince 09-15-18.
On 07-19-18 et 3 PM, Intsrvlew with the Director
of Nursing (DON) revealed no new fnforrnetlon.
If canlinuatlonlifteetPql 11lof25
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F 758 Continued From page 16 F 7595 hit carrectlve action wlll be
F 758 Free trom Unnec Paychot,oplc Meds/PRN u,e F 758] ccompfllhlld FO r.'_fclgnlg 08.10.18
SSa0 CFR(a): 483.45(c)(3)(e)(LH5) oundtohavebgenaffec lltd Drthe
clant practice?
§483.45(a) Psychotropic Drugs.
§483.45(c)(3) Apsydtotroplc drug la8l'lf dtug that Idlarl Direc:tor assessed sldent 1141ond no
affacta brain activities asloclatac:| with mental egotilo'lt ouacome WO0S noted due t0 the
procanes and behavior. These druga Include, ,esldtnthollinQ o PRN psychotropicJr,rQrtattr
but are not limtted t0, drugs In the follDWIng thon14 da,s. Mftl1col Director discontinued thf
c:ategortea: IPRN medlt:atlan.
(I) Antl sychotilc;
(I1) Antkfapressant,
(i) Anti-anxiety; and
(Iv) Hypnotic
youwlll[clentlfr other INIdents having
Baaed onacomprehensive asseaament ofa otential to be atrectacl by the ama
resident, the facility must ensure thllt-- e (Iﬁgk%rﬁgtice and what conctiva action

8483.45(¢e)(1) Rnidents who have not uaad
psychotropic drugs Int not given these dNQI
unless the medicalton ii necneary to treat a
specific condition as diagnosed and documented
In the dinlcafrecord;

tnts who had o PRN psydtotropk
tcotlon ordered. Relldents wirh an ardtr

for o PRN pgchotmplt/or greater tllon 14 day9
lw,11be assessed and orders modified
ccordingly by 08.10.18.

|e:1:11 Director conduc:r Jcro,& audit of

8483.45(e)(2) Residents who use psychot,oplc
drugs teeelve gnadual ctose reductions, and
behavioral Interventions, unlua clinlcally
contraJndfcated, In an effort to discontinue these

drugh;

§483‘ 5(e)(3)Residents do not receive
psychotropic drugs pwauant to a PAN older

unle88 lhat medication Is neceBIBry t0 trot a
diagnosed specific condition thal18 documented

In the clinlcal record; and

§483.45(8)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except aa provided In
§483.45(e)(5), If the attending phyalefan or

,O0RM cms-2:s17(10-N) PniwIDul --Ollllelt EWII11D:KZGY11 ML : 20ml IfCOftlinualfon 1blat Pap 17 Of25
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p181Cribing practitfonar believas that It la
appropriate far the PRN order to be extended
beyond 14 days, ha orshe 1hould documenttheir,
rationale In the midenrlrnedical record and
IndJcate the duration for the PRN order.

8483.45(a)(5) PRN order& for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unlea tha attending physician or
prescribing practitioner BYBluatea the resident for
the approprlataneu of that medication.

Thia REQUIREMENT la not mat < evidenced
by:

Based on surveyor review of the clinlcat record
andinterviews with faclllty staff, twas determined.
that the facOlty ataff falled to docUmant a
detannfned duration for tne use of a PRN (as
needed basis) psychotropic medication beyond
the orlglnal 14 days. This finding was evidentrn1
of 8 residents selected for tha Unnecessary
Medication Review (#47). The findings Include:

On 07-18-18, surveyor review of the clinical
reeotd of residen[ 147 revealed that thereefdent
was admfttad tolly, facilityfromenacute care
hospltal on tilth aprescription for
AUVan 0.5 mgevery 8 hours, asneed foragitation

ranxiety.

Further record review revealed that the
bharmacy"s Medication Regimen Review (MRR)
or May 0s.10-201e through 05-31-2018,
evealed a pharmacy recommendation advising
hat -[0f PRN ordera used paat 14 daya. the
brescriber must doeument their rational In the
medicalrecordfarcontinued uaeandIndicatethe
Huration for thla PRN order".

Il'here was no evidence that the origlnat

(X4)ID SUI'9MRYSTATEMENTOI'DUICISICIEI ID PROVIDIR'l P.AN OF CORfIECTIOH
PREfII( EACH DEFICIENCY MUST BI,REC&OIID BY FULL PREFIX (EACH COMIICTMIACTIONSHOULD BE
TAG EGUIATORV 011LSCIOENTIFYINO INFORMATION) TAG CROSS-RELERSICEO TO THE APPROM!f.TE MTE
DIFICIENCY)
F 7581 Continued From page 17 F 758 MR It ffinsul"N wiU be putinta place of

Q8temic changes 'OU wllimaketo
msure thatthe deficient practice doN not
ur?

ledikol Director will Implement o new

-2 all psydtottoplC medfcatlo,u will hove
automotk stop do  of 14 dllyl. All

h otropk medicotloM willhove oltonding
anInd/mt/on. End dotes eon W renewed
adddocumentation putinresldint'lchart. All
nr andNPswillbe educatedon
tlocvmentotlonlit POS ond sCOp dotesby
10.18. Med/col Diret:tor wlll porttttr with
,gerlottlc 1roup and pharmacist

liltont ro1110luote all resld=ntsON

9. tn,plc both JtondIng and PRNs.

0w the corrective actlon(e) will be
onltored to ensurathedeficient p,actice
‘Ul notrecur, l.e., wllatquallly usurance
IDroarlm will be put Into plaae?

IdloJI Director w/11conduct 0100M monthly
guditof RUIdena' pgd,ottoplc medlcof/ons,
msure psychotropic medk:otlons hOtle the
panoptiate Indlmtlon and stop dottsof J4
ays:. Findings wIR I»reported tothefocJltry

‘month,V.d.

1.0-

I'ORMCf6HI?(aM1J,,... V...m.or.111
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£ 75g] Continued From page ,a F758l

prescription order was written with a atop date 14

days alter admission tothe facllity, as required torij
a PRN psychcttoplc medk:atlon.

Review of the May, June and July 2018 MAR-
(Medication Administration Record) revealed that
staff adminlatered one PRN dose In May, five
PRN doses In June, and no doses through the
current survey date In the month of July.

On08-19-18,the CRNP (Certified Regratered
Nurse Practitioner) documented on the
pharmacy's MRR that the sreatdent had t0 take
Ativan 5 times In the monlh of June, last given
08-18-18 for severity Ol target |))mptoma and
agitations. The CRNP signedthedocumentas
"noted andreviewed +on 08-19-18.

However, there wasnoevidence thatthenurse
practitioner Induded a stop date for the
medication in th1lreview.

On 07-18-18 at 10:30 AM, Interview with staff #3
revealed that resident #47 did have gccasional
behavlcra that were conalstent with the need for
use of asedative mec:licatlon. which was evallabte
for this resident In the automated dispensing aoffliGtfva action will be
system. mpllahed fDrlhoHresident& 8.10.18
] I'to have been affectad by the
On 07-19-18 at2:30 PM, Interview with the ent practice?
Director of Nursing provided no additional
_ |!nformation. IttQ Manager comp r«l o lotMaudit Of the
F 812 |Food ProcurementStore/Prepare/Serve-Sanltaty F 812] khen and r:ornpl«ff tt. follow/no: discarded
SS-C|CFR(s): 483.80(1)(1)(2) open,,unlohl«l containeroficetftiond
§483.80(1) Food safety requirements q nofmu/dir,s. Discotd«l the open, unlabeled
The facility must » ) ttleof honey.,vinegar# ond Oreonoodin,
fnuen boxofvesetoble cookies, and bgels

t w.re on the/IOOt.
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(X4)ID SUMMARY BrATEMENT OFDEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION

PRS:IX (EACH DaFICIENCY MUIT IE PRECEDED BY FUU. PRIIFIX (eACH COARECTMi AC110N IHOULD BE

CRoss.RIFERENCEOTO THE APPROPRIATE DAR

REGUIATORY OR LSC IDENTIFYING IIFORMATIOHJ TAG
TAO DEIICIENCV)

M JOU wlllclenllf) other relldenl& having

o patantfat to be affed8l by the aama
@flclent pnactice and what comtallve action

Il belaken?

F812] Continued Frompage 19 F 812
§483.80(1)(1) - PRH:Ure food from sources
approved or considered satisfactory by federal,
&tate orlocal authoriUea.

(I) This may Incfude food Iten,s oblalned directly
from local produce,s, subject to appUcableState
andlocal I8W8 orregulatlons.

(I) Thiaprovision does not prohibit or pravant
fBcilltles from ualng produce grown In facJlity
gardens, subjecttocompllancawithapplicable
safe growing endfood-handling practices.

() This provlalon does not preclude residents
rromconsuming foods notprocured bytheflclity.

tling Monog,rcondudld JOO.audit o/all
eteodt-In ,e/rlg,n,tots.dr, goods Sroro,e
and /f'ffle;toensun: au pmducts .,,.,.
OPrlatd/ ItOred and lowlIff.

tt meaSUNS wiU be put Into place or
t:systemic changea you willmalceta

NEUN that thedeficient practice doea not
lcur?

8483.80(1)(2)- Store, pn,pare, distribute and
aervefood Inaccordance with pn:nsalanal
standards far food service safety.
Thl11REQUIREMENTIs not met M evidenced
by:

Based on surveyor obaeNatlon and staff
Interviews, ftwaldetennined ttlat the facWty staff
failed to store, pnipartt, and serva food under
sanbry conc:IHIona. This finding was evident In
the faclllty's kitehan during the auN9Votlintllal
tour. The findingsInclude:

liningMana,,r kHavlctd toollldtdre11Sttll/
gffltiffn 01.21.JB and 01.30.18 on proper food
tiorage, food /a«lino, ond new doily check /1st

‘the corrective ac:llan(a) wHI be
onltarad to ensure the deflclent practice

Al not recur, l.e., what quallty INWIlince
rfaalaim WM be put Into place?

#Ining Monoger will conduct J00,Cc WHk/y
dltsfocusing on food ,to,og lobe/ing, and
allv checklist compldlon toensure

rpproprlottl foodstorageanddoting proctica.
wndings will N Nported to the QAPI

immlttu monrlutJ.

On 07-18-18 at 8:30 AM, surveyor oblervatlon of
the Kitchen with the fOOd N1YIce manager
fevealed an opened container of Iced tea In a
each-In refrigerator with no opened datemartcad,
an opened box of mufflne In a reach-in
refrigerator with no opened date marked, an
ppened bottle Of clover honey In the pant,y with
no opened date marked, an opened bottle of
vinegar In lha pant,y with no opened dale
mmarked, and an opened baX of Orzo noodles In
the pantry with no opened date marked.

Surveyor observaoon of the walk-In freezer
fevealed a box of vegetables. a box of cooldea,

FOftMCMNH7(0Mt)PIMMISVMlanlOblallllt Ewenl ID:ICZOV11 Fllllity1D:110M [fCOminlillllon sheet Page 20 of 25
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1D

PROWJ&R'S PLAN Of CORRECI1ION

CW)ID

pRE|):|x (EACH DOICI&NCY MUST |E PRECEDED IY FULL PIUIFIX (&ACHCORAECINIACI10NIHOULDIE comM
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DEFICIENCY)

F 812}l Continued From page 20 F 812
and+ box ofbagelaslDrad directly onthe floor of
the freezer and not on an appropriate atorage
unit
Surveyor InfeNiew with the food service manager
revealed the faclllty has an ongoing Issue wilh
unlabeled opened packages of foOd and the atalff
are working anthe lasu..
On07-16-18at2 PM, BU1Veyor Interview withthe

PJ administrator revealed no new Informallon.
F880 [ Infactlan PrevanUon & Contra! F880 ’ . b
ssi=D | CFR(s): 483.80{a)(1)(2)(4)(e)(f) cam,ctlve action will be
campllehed forthON mldanta k)8.10.18

8483.80 Infec:tlon Control

The faclllty must establlsh and maintain an
Infection prevention and control program
designed to provide a aete, sanitary and
comfortable environment and tohelp prevent the
development encl tranamJsslon of communfcable
dIMaaas and Infections.

8483.80(a) tnfactlon preventton and control
pragram.

Thefacfllty must 89tabllsh an infection prevention
and controlprogram (IPCP) thatmustInclude, at
aminimum, the followlng elements:

483.BO(a)(1) Asystem fer pravanting, Identifying,
reporting, Investigating, and controtling Inf ons

nd comnwnlceble df18818s forallresidents,
staff, volunteers, Visltora,andotherIndividuals
providing services under ¢ contractual
arrangementbaled upon the facllity assenment
conducted according to §483.?0(e) and following
hccepted natlonal standards;

5483.80{a)(2) Written llandarda, poBcles. and

ound to have been affNbtd by the
deflclent practfce?

eJldent1115 wo.r GJSTffff by DON ond chho,o0e
11,se. No nqgotlve outcome or further
narn.r we,e noted a.r o result of tM 01(

bin,NOt 1»11111 stDrtd In ™" whHe not In UlII

gen

r.w Youwtn Identify othar raldenta having
« potential to be affecfad br the eame
ficlent praGtlce and whatconectlve action
| betaken?

m Monoprr completed Joo,t; audit of oil
m.rfocusing on properitoror,eo/or,gen
tIngwhilenot Inuse. Residentswhorelldtd
... ordm for pm 11.rt of IM)'len hod the
& tentfol to be affected. No funh,r Improperly
Hulwd tubing wo.r Identf/led.

FOIIIMCMS-2117{11:2,N)Pta'lloll\1911lonlObloleta
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X1)PRCMDERI8UPPUERICUA
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211111

OMB NO0938-03al
OQ)M.ILTIPLE COHITRUCT10M
[Aiuie.oiNG_ TDAS& ey
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THIVILLAGI AT ROCKVILLE

ITIUIET ADDRess, CITY, STA'HE3 CODI
101 VEIRI DRIVE
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(M) ID SUMMARYITAT!MIHTOF DIPICIENCIEI ID PROVID&R'I PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST Il 1ft FULL PRIfDC (EACHCORRe:CTIWACTION SHOUID BE
TAO AE®LATORY ORIIC IDSmMFVINO INFORMA'T10N) TAO CROII-REF£ERIINCIOTitEAPMOPAIATE IMTI
DEJIIICIENCY)
,NUitmem1ura wul be put Into placeor
F 880 jContinued From page 21 F880  mtayetem Icctaangee yauwillmaketo

procedures forthe program, whichmust Include,
but are not limited 10:
(QAsystemofsu,velllance dallgnadtoldentify
possible communicable diseases or

Infections beforethey canspreadtoother
parsons Inthe facility;

(ff) When and to whom possible Incident& of
ommunicable dleease orinfections ehould be
reported;

H) Standard and transmission-baaedprecautfcns
o be ro!Jowed to prevent spread of Infactlana:
Iv)Whan and how Isolation should be used for a
esident; Including but not limited to:

A) The type and duration of the Isolltlon,
epending uponthelnfectious agentororganism
nvolVed, and

B) Arequirementthatthelsolation should bethe
eastreslrictlve poaslble fortheresident underthe
R:umstsnces.

The clrcumatancea under which the facllity
ust prohibit employees with acommunicable
isease or Infected skin lellons from direct
ontact with residents or their food, If direct
ontact will transmit the dI88818; and
Y1)The hand hygiene procedures tobefollowed
y staff Involved In clract raaldentcontact.

483.80(&)(4) A system for recording Incidents
antfflad under the fac:Hfty'a IPCP and the
orrectrve actfona taken by the fac:Ifty.

483.80(e) Linens.

ersonnelmusthandle, store, procesa, and
ansport linens so astoprevent the spread of
fec:Uon.

483.S0(f) Annual review.
he facility wiH conduct an annual review of Ita

n& ulg Ihat the deftclant practJce does
II.otrecur?

of Nursing ond Nurse Manager
W/Je,v/ced oll stoff on ptOperstoroge of
| qg4tntubing*n  not Inuse.

ow the corrective actlan(s) wllibe
toenlure the deficient practlic.
notrecur, l.e.,whatquality mN urance
ram wlU be put Into place?

Ditffror Of Nursing will t:oncfuct 1
rpontll,,oud/u to ensure pro,r Iffol'Ofe Of

giygen tubing when not In use.Findlit(1S will U
'ff.0 e'd to Jadlltr QaPI eommlirrH monthly

FORMCMB8.z117(02-89)P19V!Oul VMIanlOl:ldItlt

e.dID:KZOV'|1

FacDyD:1I0N
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IPCP andupdate theirprogram, asneceaury.
Thia REQUIREMENT le not met as evidenced
by:

Baaedonsurveyorreview Ol'theclinlcalrecords,
observation and facllty ataff Interview, It waa
detennined that the faclllty staff faflad toprovidaa
safe. aanttaty and comfortable environment to
help prevent tha development and ttansmlulon
ofdleease andInfection. Thiswasevidentrnl
randomly Identified residents outof 11 retldants
selectedfornwtawduringthesurvey. (#75). The
findings Include:

On 07-1fS.18 et 08:30 AM, surveyor tour to
resident #7f/s room revealed oxygen tubing
connectedtoanoxygentank. Thetankwasinm
leather pouct, hooked behind the resident's
wheefchalr. The wheelc:halr waa stored In the
r8lidanra bathroom. The tubing was observed on
the floor with the nostril aectlon (the tip that goee
Into the noee) lyrng beside the toilet bowl.

On 07-16-18 at 1:10 PM. additional tour t0
resident #7S1,aom 1'8Vealad oxygen tubing
connected to a oxygen concentrator (a devtce

hictl concentrates the o,cygen from the
surrounding air). The tubing wae ob88MId onthe
floorwith the nostril sectJonundertherealdenra
bed.

surveyor review of the clinlcal records for
esident #75 reveafed a physician order that
tated,"Store nasalcannula/mask InplalticbhagH
ot fnuse".

owever, facillty staff failed to store the oxygen
ubing In a plastlc bag 8s Indicated In the
hplcian order or safe InfacUon control practiCfl.

e ENIERS EQR MEDICAREL MEQICAIQSERVICES QMEBN_ 00932 0301
STATEMENT of DUICIENCIIS | (11) (12IMULTPIE CONSTRUCTIOH (X3) DATESURV&V
AND PI.AN OF CORRECI'ION 11ENTFICA110tj NUMI!It A BUILDIN-.,.. COWI.EYED

C
21&121 a,WINQ_ ., ., ----- 07/19/2018
NAME Of PROVIDER OR SUPPLIER STRUT ADDRUS. CffY, 8TATE. ZIP COIJE
8701 VEIRS DRNI!
THEVILLAGE ATROCKVILLE ROCKVILLE. MD ZOIIO
(X4)1D SUMI'AARY STATEMENT OF DEFICIENCIEI ID PROVIDER'S PIAN Of COMICTION (XI>
PMIOI (EACH DIEI'ICIINCY MUST IE PRECIDID IV RILL PR&FII (EACHCORRECTIWACTIONSHOULD € cojliypoN
IAG RtIGULATDIW OR L8C I>ENTIFYIIli IMIOAMATION) TAD CROSI-RIFERENCIDTOTHEAPJIROPRIAT! o
OIfICIINC\)
F 88(I| Continued From page 22 F880)
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F 880}l Continued From page 23 F88(
On07-18-18 at 2:12 PM, surveyor intetvlew wih
the Director of Nursing revealed that the oxygen
tubing Was to be slol'8d In a plastlc bag when not
Inuaa. NoaddltlonallInformaflon waaprovided. .
F943I Abuse, Neglect. and Exploltallon Training |:843BC0mCtlve action wiiie Ibl.10.18
SS-0f CFR(s): 483.85(c)(1)-(3
(o) 45585ENA) R B e he
§483.85(c) Abuse, nagtect. and e,cplottatJon.
Inaddition to the freedom from abuse, neglect, clintpractice?
and exploftatfon requirements In § 483.12, t#11 wasosstissffbyDONON7+17-JB
facilities mustalso provide training totheir staff 10negotlw ourrotM wasnoted due to
that eta minimum educates staff on- MdutycompolliOn notproperly scfet!nftl

ogpbuse wining.
8483.95(c)(1) Actfvittes that conatltutaabuse,
neglect. exploltallon, and mtsapp,optlatJon of

resident property as set forthat§ -483.12. rou wit Identify other raldentll having

. . otential to be affec:tecl Il)' llle Same
§483.95(c)(2) Procedures for reporting Incident& ef|clent practice and what corNctfve action
of abuse, neglect, exploltalon. or the betaken?

mlaapproprfaflon of I'Blident property
u,se Monalen compltttd 0 JOOIIl audit of

§483.95(c)(3) Dementia management and €nu who have priwm ,:ompollloliS. All
,..ldent abuse prevenUon.
This REQUIREMENT la not mat « evidenced and/or resldmt) wilo hove
by: t»llloM haw th potential to be o/fectld.
Baaedonsurveyor obaervatlonandIntaNlew of GOSOTOHpr'W”.%dUE[y ,':omponlgnis|UbeIn
supplemental llaff, it was determined that the L On résident rights ond obwe
’ rohlbltlons bv 08.10.18.

facility eteff faHed t0 ensura that prtvate duty
companlonslicareglvera are prapcrly screened for
abuse, ancror trained onabuse prohibition.

Thia find'mg Was evident in 1 of 48 residents
selected forreview during thesurvey. (#71). The
findings Include:

On 07-18-18 during Inltla rounds, surveyor
obaervad resident#71 lylng aupine Inbad with 11
female sitting at the bedside. The female

Introduced herselfa resident #71'--aide". The

E'lfttID: 1CZGY11 FaclllJID:11031 Ifconltnuetlon 1hntP.tge 24 0f25
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(X4) ID SUMMARY STAIDWff OF DEFICIEHCES 1D PRCMDIA'8 PI.AN OF CORRECTION
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: meaurn Wmbe put Into place or
F 943l Continued From page 24 _ F 94 eyatiemic ch_a_nng\) rou wil make 10
"aide"fnformldtheaurveyorthatlhewaaprivate re thatthedeficient practice does not
duty, and net an employee of the faelllty. ?
The "aide« Informed tha surveyor that she PltfC'tar of Nursing wlll In-servlet oll prillate
assisted resident #71 with hern,la activltf81 of ury companions onl11sldint rightsand abuse
daily Uving e,,ary other day. .n,hlbltlonby OB.10.JB. Nursing staffwel11n-
_ & onenwring thot pdvote r:omponlonl
On 07-18-18 et 2:15 PM, &UMtyor observed re not providing actlvltl,s of dolly IMno by
reafd«nt #71 ambulating In the hallway with a 1.JO.JB. Raponslble pottieswlRk tducotrd
walker, with the +afde" walking baaide him/her. n process and respanslb/U,, of p,tvor.
) mponlon as port of Uteodmlalon pmceu.
On 07-18-18 at 1:50 PM, Interview with the
director of nursing revealed that the family of the corm:tlve actlon(aJ wifl be
realdent #71 had hired the "aldd' ta provide o .
companionship forthe resident, butnottoprovide ||\ﬂ[]!lr1a{?d t?'l_" ---|r|]|'geflcll|ent practice
any handa on care. However, the private duty ro rar% V\(/al(l:lubé eﬂmn?aqulgcae"?au anoe
aide hadpreviously acknowledged assisting the 9 P P ’
reeldent with actMtles of daIIy I|V|ng. tutor of NUrSing wHI conduct JOOJI'
. . ntlll,audits of guest and reshhnts who
Thafaclfty wasunabletoprovide any evidence ol i :
abuse screening or training provided on abuse V‘t’r p”_V"’I‘te gompanlorlls to ebnsure tlh?t al. )
and neglect to thla prtvatefy hired nursing vtrec.elved oppropriore abus. rroining on
assistant who spends a algnfflcant amount of time ~ owor of role 0Spnvote companion.
with resident #71. The lack af screening far indings will be reporttd to/acIRt, QAPI
and/or training an abuse has the potential to committee montht, Jt3.
endanger the health and safety of the realdent.
EwentlD:ICZBV11 F.0,,1D:15DU Ifcontinuation thNtP1191 250f211
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(1<4) ID SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION AX|&5>
PREFIX (EACHDEFICIENCY MUST BEPRECEDED BY FUU. PREFIX (EACH CORRECTIVE ACTION SHOULD SE COMPLLTION
TAO REGULATORY ORLSC IOENTIFYUIG INFORMATION) TAG CROSS-REFERENCEDIOTHEAPPROPRIATE DATE
DEFICIENCY)
ThisPlano( Correctionisprepared andexecuted
F 000]|l INITIAL COMMENTS FOOOQ| becausell isrequired by Ihe provisions oftheSlalc
and Federal Regulations and 1101 because The
. Village at RodcviUe agrees wilh I.be allegations and
On 2 12-18, a survey was conducted at this cilaliom lined on theslatement ofddldcncics.
facility by the Office of Health Care Quality to 111eVillageal Roch!Uc: maintainsthat the:allcge:J
Investigate complaint #MD00119982. Survey delidmdcs do not, individually and coU«Uvc:ly,
activities Induded review of clinical and jeopardize the health and safety of the: residents,
administrative records. policfes andprocedures, nor arc lhcy of such charaaer as to limit our
interview of staffendresident familymembers, capa.dty lo render adc:qualc: arc u presaibed by
andobsetvation ofresidentand staff practices. regulation. ThisPlan of Correction shall operate: as
TheVillage at Rockville's written credible allep.llon
of compliance. By $UhmittIng this Plan or
The following Federal deficiencies are the result Correction, The: Village at Rockville docs not admit
of this survey and are notrelated to complafnt # totheaccuracy of ddicicndes.. This Plan of
00119982. Corrc:ction isnOl meant to establish any standard of
F %1]aMll?aan}&omf(Z)rtabIe/HomeIike Environment F 584 | arc, contnacl, obligation, or po$!tion, and The
< . . VUlagcatRockvillen:i;c:rve:sallrightsloraiall
Ss=D| CFR{s): 483.10()(1)-(7) poS5iblccontentionsand dc:fmsc:sinanycivilor
. . . priminal claim action or proceeding.
8483.10(i) Safe Environment . P . J .
(1) Whal correcllve: action willoe accomplished |03/19/1018

LABORAT:

The resident has a right to a safe, clean,
comfortable and homelike environment. Including
but not limited to receiving treatment and
supports fordally living safely.

The facility must provide-

8483.10(1)(1) A safe, clean, comfortable, and
homelike environmen allo\Yingtheresidentto
usehisorherpersonalbelongings tothe extent
possible.

{i) ThisIncludes ensuring thattheresidentcan
receive care and services safely and that the
physical layout of the facility maximizes resident
Independence anddoesnotpose asafetyrisk.
(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or the

8483.10(1)(2) Housekeeping and maintenance
.| services necessary to maintain a sanitary, orderly,
| and comfortable interior;

for tho"resldenls found to hnc: been afrected by
lhedeficienl pnctice?

Guc:sl thatwasin room 3207-1was not on oxygen.
Nonc:galivc: outcomeorfurther concrrnswere
noted u aresultof 1lhe oxygen concentrator being
improperly stored outside: of guest's room.

(2) How you will Idcnlify other r idcnts having
the: potential to beaffcc:ti:d by the samedc:Ocienl
practice and what c.orrc:ctivc: adlon will be taken?
RN Care Coordinalor completed an environmental
audit of all units focusing on proper storage of
portable: oxygen tanks. Guestswhoresidedon3
VIrglnii:ind 3 Maryland unitshad the potential to
be alT1..-clcd since the lank was idenliOed as a
Innsportcompany's lank Ihat they mistakenly lefl
ontheunit. No further improperly stored tankson
unilwl..-rc Identified during limeo( audit.

(3) Whal measures will be put Into placeor what
5)'$temic::c::h11ngc, you WM maketoensurethat Ihe
defldcal pradkc: doc:, not n:cur?

UPPLIER REPRESENTATIVE'S SKGNATURE

TITLE

Any denciincy slate! -eniflingi
otheraafeguardspro_
following the dale of uivoywhether or notaplan ofcorcectlon la

daysfolow

FORMCMS-2561(02-991Pre'llous Vctslons Obsolete

suffldenl

slely

Evechive  Duedsr

astf,fsll'(") denolei"l'deflciency which the IMtltullon may be excused from correcting providing It rs determined Chat
lontothe pallonts. (See Instructions.} Except for mninghomoa, lha findings statoc:l above are disdoseble 90day.
Wiided. Fornursing homes, theabove findings and plans of I:Qrredloo are dIsdosable 14

ing the date these documents are made avanable tolﬁefacility. Ifdeficiencies aredied, an approved planofcorrection Isrequisite toconllnued
program participation.

Event|D:MEOOt1

FacilityID. 15036

trcontinuation sheet. Page 10f8
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DirectororNW"Singandnurse coachesin-serviced
F 584l Continued From page 1 F 584| an staff on proper storage of oxygen tanks.

Mandalorycompulutniningforalls11ffonproper

§483.10(i)(3) Clean bed and bathlinens thatare storageofoxygen will be completed In March,

In good condition; (4) How Ihe corrective actlon(s) will be monilored
. . lo ensure Ihe de6dcnt pnctice will not r«uT, i.e.,

§483.10{i){4) Private closet space In each whal quality aswnncc will be put Inlo plxe?

resident room, as specified In §483.90 (e)(2)(iv}; 11\e Director of Nursing or deslgnee will conduct
random environmental audits to cnsurc the proper

8483.10(1)(5) Adequate and comfortable lighting storage of portableoxygen tanlcs. Fine.lings willbe

levels Inall areas; reported to facility quality US\Irance committee
monthlyx3.

8483.10(i)(6) comfortable and safe temperature
levels. Facilities inlllally certified after Oclober 1,
1990 must maintain a temperature range of 71to
81°F; and

§483.10(i)(7) Forthe maintenance of comfortable
sound levels.

This REQUIREMENT is not met as evidenced
by:

Based on sun,eyor observation, review of the
clinlcalrecord, andfacffity staffinterviews, itwas
determined Ulat the facility staff failed to provide a
safeenvironment. Thisfmdingwas evidentin 1
of 5residents (#4) reviewed during complalnt
survey #M000119982 . The findings Include:

Observation during Initial faclUty tour,on2-12-18
at 9:50AM, revealed a portable oxygen tank
standing uprightin the hallway unsecured nextto
door of room 3207-1.

IObservation on 2-12-18 at 1:15PM by a second
surveyor revealed thatthe portable oxygen tank
was stillstanding uprightunsecured inthe same
locationnexttoroom 3207-1. Surveyornoted the
portable oxygen tank was notempty.

Observationon2-12-18 at3;10PMrevealedthe
portable oxygen tank still standing uptight

FORM CMS-587(02+99) Prftloua Versions Obsolete Ewf1110:MEOQH Facility 10:15036 I'T contlnl.I8tion shoel Page 2 of6
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F BBL)
SS=0

unsecured Inthesamelocationnexttoroom
3207-1,

On2-12-18 at 3:15PM, surveyor record review of
resident#4'sorder summaryreportrevealedno
active orders for oxygen use.

On 2-12-18 at 3:15PM, surveyor record review of
resident #4's treatment administration record
revealed no active orders for oxygen use.

On 2-12-18 at 3:30PM, the surveyor
accompaniedtheunitmangertothe dooiway of
Foom 3207-1 endwas shown anunsecured
oxygen tank. Surveyor veritied WIth the unit
manager thatthe oxygen tank was notempty.
Theunitmanagerremovedtheportable oxygen
tank fromthe hallway after surveyor intervention.

On2-12-18at3:30PM, surveyorinterview with
the unit manager revealed it is the facllily's
practicetosecureallportable oxygentankswhen
Inuse and during storage.

InfecHon Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(t)

8483.80 Infection Control

The facility must establish and maintain an
Infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and Infections.

8483.B0(a) Infection prevention and control
program.

The facility must establish an infection prevenUon
andcontrolprogram (IPCP) thatmustInclude, at
a minimum, thefollowing elements:

§483.80(a)(1) Asystem for preventing, identifying,

F 880

F584].

(1) Whal con-ective action W-M be accompl4hed
Cor l.hose a-a idcntmfound tohavebeenaffected by
Ihe defidcntpradicet

Guat who resided in room 3139 was assessed by
Physidan and RN Cue Coordinator and no negalive
oulcome or further concerns were noted as ;a result
of the uolallon .sign not being posted outside of the
door and no concerns noted with 11arrand/or
Visitor, rcponing issue of signsl.symptoms of
communicable illnas/dlscascl.

(2) How you wW idenlIfy othea- residents having
the potential to be affected by the .Same dcflricnt
practice and what correcli're action wlll be takcnf
RN Care CoorJInalur complelal anJ audit of clients
onisoJallon toidentify ifstopsignsalc:rlina visit()fs
losee nurse beforecnlcring room werc: placed when
the complaint surveyor broughl conccm to faciUty's
altention. All guests who were on Isolalion had the

potential to be affected. I|olklg_ue§ts had bolallon
don- :0dd..d nnldd.. nr,h

FORM CMS-2567(02-99) PI'llVIou:s Verafom Obsolele

Event|O:MEOQ11

Feclity|D:15038
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] (3) What measurelwill be put into placeor what 03{19/2018
F 880|l Continued From page 3 F880 |systemic changes you wW make to mAJre Ihat the

reporting, Investigating, and controlling infections
and commlJflicable diseases for all residents,
staff, volunteers, visitors, and oth8f' Individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

8483.80{a)(2) Written standards, policies. and
procedures for the program, which must Include,
but are not limited to:

(Q A system of surveHlance designed to identify
possible communicable d"eseases or
infections before they can spread to other
persons In the faclQty;

(i) When and to whom possible incidents of
communicable disease orinfections should be
reported;

(ill) Standard and transmission-basedprecautions
to be followed to prevent spread of infections;
(IV)When and how Isolation should be used for a
resident; inciuding but not limited to:

(A) The type and duration of the Isolation,
depending upon the fnfectious agent or organism
Involved, and

(B) Arequirementthattheisolation shouldbethe
leastrestrictive possible fortheresidentunderthe
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or Infected skin lesions from direct
contact with residents or their food, if direct
contactwiQ transmit the disease; and
(vi)Thehandhygiene procedurestobefollowed
by staff Involved in direct resident contact.

8483.80(a)(4) A system for recording incidents
Identified under the faciUty's IPCP and the

ic:Rdcnt practice don flOlrcanl

Dirc:cior orNwsing mnil nur= coachL-s in,scrviccd
all nuning ,rafTon the CKillty's guidelines on
isolation and mal.ing sure that isolation slop sigm
alerting visitor$ lo check with nurse before entering
room are placed outside or doors.

(-4) How the corrective aclion(s) will be monitored
to ensure the dcnc:lenl prac:ticc wtU not recur,le.,
what qualily usurancc will be put into pla"?

The Director of Nursing ordcslgnee will conduct
random auditsof guestson isolation to ensure that
isolationstopsigns loalen visitorsto check with
nursebefore entering room arc placed outside of
doors. Findings will be reported tofacilily quality
usunncc commlltee monthly x3.

FORMCMS-2587(02-1111)PteYloua Vil/llonl Obsolllle

EvenlIO:MEOQ11
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F 880) Continued From page 4 F880

corrective actions taken by the facility.

8483.BO(e) Linens.

Personnelmusthandle, store, process, and
transport linens so as to prevent the spread of
infection.

8483.B0O(f) Annual review.

The facility WIM conduct an annual review of its

IPCP andupdate theirprogram, asnecessary.
ThisREQUIREMENT isnotmetasevidenced
by:

Basedonsurveyor observation, review ofthe
clinical and administrative records and staff
interview, It was determined that faciUty staff
failed to maintain proper infection control
measuresinlof5residents selected forreview
during Investigation of complaint#MD00119982.
#5) . The findings Include:

0On02-12-18at9:00 AMduringinitialrounds, an
Isolation cartwas noted outside aroom onthe
3rdFloor Virginia unit Uponcloserobservation,
there was nosignage onor nearthe entrance to
the room directing visitors to check at the nurse's
station prior to entering the room.

A review of the clinical record revealed the
resident to be onIsolation for Clostridrum Difficile
(C-DlIft). C-difficile Is an infection of the colon
which results in diarrhea. Review of the facility
policy for C-Diffinstructs "gloves should beworn
when enteringtheroom™: and"gowns should be
worn if physical contact with the resident or the
resident's environment is anticipated.”

There was nothingto Instructvisitors ofthe
requirements prior to entering theroom.

FORM CMS.2567(02-99)Previous Versions Obsolele

EventID;MEOQ11

Feclllty 10:15038
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On 02-12-18 at 3:20 PM, interview of the 3
Virglnia unit manager confirmed the facility
requirement fora sign outside the residentroom
directing allvisitors tocheck atthe nurses station
prior to entering the room. The unitmanager also
confirmed the absence of the sign, but the
presence of the isolation cart containing the
gloves andgowns whichvisitors may berequired
to use upon entering the room.

On02-12-18at4:00 PM, interview withthe
director ofnursing revealed noadditional
info rmation
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000! Initial comments

On 2-12:18, a survey was conducted at this
facility by the Office of Health Care Quality to
investigate complaint #MD00119982. Survey
activities Included review of residents' medical
records, Interview of staffand resident family
members, and observation of resident and staff
practices.

The following Code of Maryland (COMAR)
deficiencies are the result ofthissuweyandare
notrelated tocomplaint# MD00119982.

110.07.02.12 o Nsg Svcs;Care 24 Hrs per Day
.12 Nursing Seivices.

O.Nursing Care-24 Hours aDay. There shallbe
sufflctentlicensed and supportive nursing service
personnel on duty 24 hours a day to provide
appropriate bedside care to assure thateach
pauent

(1) Receives treatments, medications, and dietas
prescribed;

) Receives rehabilitative nursing care as
needed;

(3) Receives proper care to prevent decubitus
ulcers and deformities;

4 Is keptcomfortable, clean, and well-groomed;
(5) Isprotectedfromaccident, Injury,and
Infection;

(6}Is encouraged, assisted, andtrainedin
self-care and group activities,

This Regulation Is not met as evidenced by:
Refer to CMS 2567.
F--584.

S000

S506

OHCO
IADORATOR

PLEASEREFERENCEPOCFOR F514 03/19/18

Crecuhve Diecor  alislhiz
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Continued From page 1

,10.07.02.21 G InfControl Program; Prevent
Spread ofInfec

.21 Infection Control Program.
G. Prevenring Spread of Infection

(1) Thefacility shallassess anyresidents with
signs and symptoms of anInfectious illness for
the possibility of transmission to another resident
oremployee.

(2) Thefacility shalltake appropriate infection
control stepsto preventthe transmission ofa
communicable disease toresidents, employees,
and visitors as outlined In the following
guldelfnes:

(a) Guideline forIsolation Precautions In
Hospitals; and

(b) Guideline for Infection Control In Health Care
Personnel.

(3) Thefacifity shall prohibitemployees witha
communicable disease or with Infected skin
lesionsfromdirectcontactwithresidents ortheir
foodif directcontactcouldtransmitthe disease.
(4) The facility shall require employees to perform
hand hygiene after each directresident contact
forwhich hand hygieneis Indicated by accepted
professional practice.

(5) The facility shall handle, store, process, and
transport linens soastopreventthe spread of
Infection.

This Regulation is not met as evidenced by:
Refer lo CMS 2567
F-880

S1119
S1119

PLEASE REFERENCE POCPOR F880
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(X4) ID SUMMARY STATEMENT OF DERCIENCES ID PROVIDER'S PLAN OF CORRECTION CXS)
PREFIX (EACH DEFICIENCY MUST €€ PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD a€ COMPIETIOH
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This Plan of Correelion Is prepared and
F 000} INITIAL COMMENTS F 000l executed because it is required by the
provisions of the State regulations and not
0On12-27-17,acomplaint survey was conducted because The Village at Rockville agrees ™ilh
atthis facility by the Office of Health Care Quality Ihe allegations and cilalions listed on the
o Investigate facility reported incidents statemenl of deficiencies. The Village a
to | tigate facilit ted incident tat | of def The Vill I
MD00120011, MD0012014, MD001R016 Rockville maintains th.it the alleged
MD00120017, MD00120018, MD00120065, and deficiencies do not, individually and
MO00120833. Inaddition, twoadditional facility collectively, jeopardil.e the heahh and safely of
reported incidents were investigated during the the residents, nor arc they of such character as
survey. _ _ lo limil our capacity to render adequate care as
This survey didnotidentify noncompliance with prescribed by regulation. This Plan of
Federal requirements that were reviewed In Correction shall operate as The Village at
relationship to these facility reported incidents. Rockville's written credible allegation of
AdditionaUy, facllity reported Incident. ccor:]rpllgnze._rlﬁy\%tl)mltnpg thll(s_\zll?n dOf not
M000120375 was investigated andresulted ina orrection, The Villageat Rock-vilie doesno
e admil lo theaccuracy ofdeficiencies. ThisPlan
Federal deficiency. Jo .
of Correction is not meant to establish any
The survey activities consisted of observation of slandard of care, contract, obligation or
resident behavior and facility staff practices, position,and The Villageat Rockville reserves
interviews with residents and facility staff, and all righls toraiseall possible contenlions and
review of clinical and administrativerecords. The defenses inany civil orcriminal claim, action
following deficiency is the result of the survey: or proceeding.
f 657] Care Plan Timing and_Re_\_/_ision F 657 l1. What corr«Uve action will be 01/16/2018
$S=D | CFR(s): 483.21(b}(2)(i)-(iii) accomplished for those residenls found to
. have been affected by the deficient practice?
8483.21(b) Comprehensive Care Plans (
8483.21{b)(2) Acomprehensive care plan must |
be- S
(1) Developed within 7 days after completion of |
the comprehensive assessment. (
(i) Prepared byaninterdisciplinary team, that s
includes butis not limited to-
(A) The attending physician. . . .
(8) A registered nurse with responsibility for the . How you will Io!entlfy other residents
resident having the potentla_l lo be affected by Ihe
(C) Anurse aide with responsibility for the same def_ldcnt practice and what corrective
resident action will be takep? _
(D) Amember offood and nutrition services staff. RN care care coordinators completed an audit
[ | : | of falls from last 30 davs to ensure care plans
ABORATORY IPRESI:NTATIVE'S SIGNATURE TITLE (X6} DPTE 7
El)( {2CMh\LE. D fel'tz/C _[_/L{Lﬁi
Any deficiency s it enc9|ng wfttl an asterisk (") denotes a deficiency which the Inslitution may be excused from correct correcting providing it is detennined that
nher safeguards lesuff'tcient protection tolhe patients. (SeeInstrudions.) Except for nursing homes, Ihe findings stated abOve are disdosable 90days

followinglhadaleotrsurvey whether ornotaplan of coneclionls provided. For nursing homes.the above finding& andplans ofcorrection are dlaclosable 14
days following Ule date Ihase clOcuments are made available to the facility. If deficiencies are cited, an approved planof conectlon Is requl$1te toconUnued
pn,gram partic:ipallon.
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(E) Tothe extent practicallle. the participation of
theresidentand theresident's representalive{s).
Anexplanation must be included inaresident's
medical record ifthe participation of the resident
andtheir resident representative is determined
not practicable forthe development of the
resident's care plan.
(F) Other appropriate staff or professionals in
disciplines as determined by theresident's needs
v Uo l\4\.1u\40L\4\.A U_y uiv r1voivuviliL
(ilReviewed and revised by the interdisciplinary
team after each assessment, including hoth the
comprehensive and quarterly review
assessments.
ThisREQUIREMENT isnotmetas evidenced
by:
Based onsurveyor review ofthe clinicalrecord
and staff interview(s), itwas determined thatttie

facility staff failed torevise acareplaninatimel

man er.%’f[]% f?nélong was ev‘l’:1 e#tf%r 1 o%lo y
residents reviewed during the investigation of
facility reported incident MD0012037.5#7) The

finding includes:
R 0 8 resident #7 attempted to reach for
Ing out of hisJtler walker whenhe/she slid
tothe floor. Theresidentsustainednoinjuryasa
result of thisfall.

On , resident #7 again attempted to
reach for something on hislher bedside table, and
sustained afallwhich resulted inaright pubis
fracture (break in the right side of the pelvic
bone).

Further review of the clinicalrecord forresident

first fallonl- «  norafter the second fall on

#7revealed nnrevisinn nfthe care nlan after the

:ind Residents who sustain a fall have the
potential to be afTectc:d .

3. What measures will be put into place or
what systemic changes you will make to
ensure that the deficient practice does not
recur?

Director of Nursing and/or dcsignee ,in
serviced all licensed nurses on revising
comprehensive care plans and adding new
inlervention with all falls lo prevent re-
occurrence. To Imsure that the highest
practical care is being rendered to our guests/
rtsidents, care coordinators completed an
audit on falls that occurred in lasl 30 days,
ensuring thal care plans are updaled to include:
new inlerventions as per regulatory guidelines.

4, How the corrective action(s) will be
monitored to ensure thedeficient practice
will not recur, 1.e., what quality assurance
program will be put into place?

Care coordinators will conducl random audits
of falls to ensure revision of comprehensive
care plans and new intervention has been
completed . Findings will be reported to facilily
qualily assurance commillee monthly x3.

EvtnCID;3CDP11 F ID. 15038 If continuation aheet Page 2 of 3
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F 657 Continued From page 2 F657
AdditionaHy, f the occupational therapy

notes, date d- (3 days after the initial fal
revealed no mention of the fall. There was also
no recommendation for any adaptive equipment
(i.e. reacher) that might assist resident #7 to
obtain itemsand prevent further falls.
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9701 VEIRS DRIVE
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NAME OFPROVIDER OR SUPPLIER STREET ADDRESS. CITY. STATE, ZIP CODE

(X4)1D SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX (EACHDEFICIENCY MUSTBEPRECEDEDBYFULL PREFIX
TAG REGUU.TORY OR LSCIDENTIFYING INFORMATION) TAG

PROVIDER'S PLAN OF CORRECTION [X51
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

On12-27-17,acomplaint survey was conducted
at this facility by the Office of Health Care Quality
to investigate facility reported incidents
MD00120011, MD0012014, MD00120016,
MD00120017,MD00120018, MD00120065, and
MDO00120833. In addition, two additiOnal facility
reportedincidents were investigated during the

survey.

This survey did not identify noncompliance with

State/COMAR requirements that were reviewed
inrelationship tothese facility reportedincidents.

Additionally, facility reported incident,
MDO00120375wasInvestigated andlesultedina
Slate/COMAR deficiency.

The survey activities consisted of observation of
resident behavior and facility staff practices,
interviews with residents and facility staff, and
review ofclinicalandadministrativerecords. The
following deficiency is the result of the survey:

plan
.37 Care Planning.

E. Organization of Care Plan.

(1) Problems and needs shall be Identified, based
upon the interdisciplinary assessment. The care
plan shall address all of the resident's special
care requirements necessary to improve or
maintain the resident's status. The
interdisciplinary team shall incorporate resident
input into the care plan.

(2) The team shall establish goals for each
problem or need Identified. The goal shall be
realistic, practical, and tailored to the resident's

S 000 |n'itia| comments S000 Please reference PoC for F657.

S1730 10.07.02.37 E Care Planning; Organization of s1730 |Please reference PoC for F657.

01/16/2018

01/16/2018

EX(‘.’(M\% ::E Dlreg_lg/ / /z%
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S1730|/ Continued From page 1 S1730
needs. Goal outcome shall be measurable inlime
or degree, orboth.
(3) Approaches to accomplishing each goal shall
be established. Approaches shall communicate
the work to be done, by whom it is to be done,
and how ffequenUy it is lo be performed.
This Regulation is not met as evidenced by:
Refer to CMS 2567
F-657
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CMJID , SUMMARY STATEMaNT OF DEFICIENCIES ID PROVUJEA'S PI.AN OF CORRECTION
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ThisPlanofComtction Il praparad and exeoAed
F 000! INITIAL COMMENTS FOQOQ| bacauseltisrequiredlry llla provisions of the ht8
andFednll'lQUIIIIONS andnatbacaule TheViage
atRodlvlle agreeswlth-lheallegallonsanddlallDna
Thefollowingdaficlenciesaretheresultrithe listed onlllalitaterMnt ofdeficlerldes. ThaViage81
annual Qua“ly Indicator Survey (Q'S) for Rockvlla maintains that Iha lllagad daflclanda cfO

MedlcarelMedleald N!Ceftiflcationsurvey QﬁE'fo'LY'ydé’fa.'r']é iggfggﬁ't'gﬁr%lreg%‘giefgfIléz,ll“l

; CondUCted_o_n_JUIy 17’_ 18,19 and 20' 2017. c:harader @S to lImll our capacity ID render adequate
- Survey activities consisted of a review of 70 ...aspreealbad 111,egulatlan. TollPlanof
medical records during stage 1 and 30 medical Conedlon Ihalloperale .. 1be Village al Rockvllle's
recordsduringstage 2, observationofresidents. written credlbla allagation of campllance. BY
« staffpractices. andInterviews of 1811dentl. the utimiiilg IhlaPlin of Comicdan, The Villga at
ombudsman, famiy members and acilys st oGk dallno o e goonacyol
Inaddition, administrativerecordsandresident eatabliSh any Ilandlld of care,conirad,ablrptlan. ar
care polldes were also reviewed. posltian, and The Village ti Rockvlle riismisal
lightl to raised Polllbte c:ontenlions and clefenlea)
:In addition to standal'd survey protocols, Inany cM oralrninal clalm, action or proceec11n$-
‘complalnts# MO0011S>78,MO00113198 and
« faciity reported Incident#MD 00113913 were
iinvestigated. This survey did nDC identify
*noncompliance wilh Federal requirement&that
were nwiawed inrelationship to these complaints
and facilily reported incident.
. The facllty Islicensed for 160 comprehensive
beds. Attime ofthissurvey, the facilily census
was153 beds.
F 281 483.21(b)(3Xi) SERVICES PROVIDED MEET F 2811[ f))'MI1ICOINdIlaa:lanwlimma-1ollllls1Dr 08110117
SS..e. PROFESSIONAL STANDARDS tmellllllNIbundIDha911eeridadild1Jtb
dalclintpiac:lae'l
(bX3) Comprehensive Cete Plans Rnilllnt 204 WU 11Salacl IryMedli:al Dnctor
. ) . and DhctDrofNurling,no negattva OUCCOMeES or
Theservices provided o, anangedbythefacility, furlhirconcema wiininoted 11 eresull of LPN
as ouained by the comprehenshle cara plan, edmlinlllarfngmadleallansID. ..,_nt <204 20
must- minutaartyandnot!'obiingprvcaai,, signingoff
anmldicallonl.
- ; ; Resident 84 wastswsed!1l Nurse PnictitiDw
M Meet professional standards of ql‘.la“ty' and Dimmr of Nursing, N0 negaUwe auecomes ar
* Thi&REQUIREMENT Isnotmetasevidenced rurtterconcems were notedasaresuloftreatment
. by: _ ) I'scolimnditibr\WWO\lIcl colulant Nitbtfng
I Based onsurveyor review of the clinlcal record, fDHowlldlirnlily.
*  WYOI 0bserv(lllon, and Interview with facility ]

PPLIER REPGES 'ATNE'S SIGMTURE . “TITLE 5) DATE
s . ) 4
A2 /A‘ﬁ!& E 140y ALECNY :

AT diSI&C - [arenm e WIguol---TTD d (EMUSLILLY which Tie Inftludon TMldy 17 TCUMG TTalTTCONECUITY paWITIIg it iy determined that
Gliier ufeguMis providelUfflcien1 protedlanto lie pedents. CSN inllrudlanl.) EIICIIPtfornutsingl'iomel. Ihe findings ItafN HIMMt N dildollblemdaJll

folblint. _date DfIlINIIr whetherornolapiinOfconecllon Il prowlded. EornWI&ItW.  iisabcMIndinpand plaillarmncttanlredisclolabla e«
days rLIITOMng llledale UleSedDCUmenb ... madlavalllble to Ute facility. If dlllclandn are clild, anapproved plan of VWion TsreglllTlle to conlnuecl

program paltidpatlon.

FORMCMS-2587(0MI)PNMOUI-.-0111ali111 &venl1ID:awlINL1 F.a,m:tlO:ll If CClfttinuatlonlileel Page 1 af 3
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OC2t MULTI'LE CONSTRUCTION
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&taff, it was determined Ihalthe facility staff failed
, to ensure standards of nursing practice. Tliis
I findingwasevidentin 2 of 30residents setected
«inthe stage 2 review. (#94, #204) The findings
include:

1. During medication observation, on07-20-17 at
+ 08:10 AM, 1lwas observed that LPN1

administered medieatlons toresident0204.
However, surveyor review of resident#204's

, madlcatlon adminiattaticm rec:ord revealed that
LPN 1 faffed ID document the medleation as

1 adminlstaracl.

|

0On07-20-17 at 08:20 AM, surveyor intenriew with
PN1revealedthatshelhe did notdocumentthe

administration because the medication Was given
20 minutes early and thecomputer would not
allow hinvber todocument

Perthe Nurse Practicekt 10.27.09.02E(2) (a)
(iv), as a standard of nursing practice nursing
staffare expected todocumenttheadministration
ofmedicationimmediately afterthe medicationls
given.

0On07-20-17 at10:30 AM, surveyor intenriew with
Director of nursing (DON) reveafed nonew
«information.

1

2.0n07-20--17. surveyor review of theclfnlc.al
recont far ,asldent #94 revealed a wound care
consultantnote, writtenon07+14-17.whichthat
stated a wound on the rower back had been
opened, drained and lhen packed, before a
dressingwasappried. Therecommendations
wereto cleanthewoundandchange the packing
and dressingeveryday.

AND PLAN OF CORAECTION IDINTtFICATION fjlIMBER: A.IUILDIHG COMPLETEO
C
215125 I.WING 07'2012017
NAME OF PROVIDER OR SUPPUER STREE | ADDRDS. CITY. STAIE. ZIPCODE
9101'IEIRS DRIVE
THE VILLAGE AT ROCKVILLE ROCKVILLE, MD *SO
xohiD | SUMMARY SFATEMENT OF DIII'ICIENCIES ID OIlIREY IREeTION 1
IgRE)FIX (PCHDERCTfENCY MUST BI PRECIEUS)IYI'UU. PREFIIC E FC)ZFI2-| Ejjlglitilféﬂ\l\/%l\ﬁ?llg'%esmuu) IE
TAG REGUtATORY ORLSCIOENTU='nNG INFORMATION) TAG CROS&REFEAENCED TO THEAPPROPRIATI
DEFICIENCY)
(2) tbw)llrwlllIdenut, otller ruld8ntllI2VINT LI aanom
F 281 Continued From page 1 F281 potential to be Iffllded t»rthe ume d8'lcleftt

precticeand wtiat CDIRIdIYe action wID be taken?

Dnccor of Nul"ling or designaa wiD mmplete., audl
offacllitymedicetlanadmfnimallandmesan'Zr/A.
idemlfylng If medications1111beingadminlilertd Prtr
and being Signed off after adminislrlifan. Resldanll
an'Zr/A whOr1C1M1mediclllianS have llle patentlal ID
be affectede

DfreclCW ofNullingordeslgnee will complgtsanaudh
ofwaund mnsuUanl recammendallons, Idanlifylng If
rgg%mangglianWasfaIIcI'MId timely.
Resldenlswilhwoundmnsultanlara Ihe

polanial 10 beaffected.

(3) Whil meauns wll beputinto place or what
a,atamll: dlanga,cuwlll make u, ensure lhat 1118
deflclam practlm dae not recur?

Dil'llICIOr'af Nuiu,gand or designee wlllin-seNfce
NUrses on not adminis!Rring [hllll:allons 100 atf
and following pracasOl'signing. Taensuredsin
highallpniclicalCareisbeingrenderedCOOUr
ralidtnts, DntlOr of Nursing and or designee will
complltt anaudit of medicaliDn adrniniSiraliOll,
ensuring that rnedicatianl are not being glwnlOearly
and procass falaWlld focusing onsigning off on
mecllIcationl. Dnclarof Nulsingandoreleslgnee wil
iIHOMC8 wound teamon timely followupohwund
consullanl recommendations and obtaining wriaen
Ol'dars. To ensur9 lhltiha hid1811prKIIClica ii
beingrendemliDour ruldents, Direc=,0fNursing
and or cl8ligNe wiD complale anaudit of wound
COI'ISUlIInl mc:ommandldonl, ensuring Ihil dmaly
followupand Onfeqarawritlen.

(") Howtlle cornn:tdv8CldlanwillllamanliDred 10
ensu,ethedaflclentpnic:llcawBI11111rear,l.e.,
whatquality nsutinatpragramwlD beput InlO
place?

Pharmacy Consultantwilconductrandamaudilsof
fec:Ility medk:allon adnmisIl'llliDnIDensure S righll of
admililinniDn andIWTI'ling pracauere being

followed. FIndinpwillllie nipailed ID facility qual“ity
BSS\Ince conwnllINmonlldyx3. NursePrectiliol11r

ITta Ordesignee willconducttandolnaualis orracliity

FORIIIICM&2587(02,1)PnMDul,_.___Oblalllla e..10:1W1N11

FacitilwiD: 151111

If canUnualion llleet Pap 2 af 3
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Further review of Ihe dinical record revealed no cammlftve maftiNy 1G.
_revfdencethatan orderwaswrittenon0714-17to maty
| pack the wound on the rawWer back.

| Surveyor review Of11\e Juty Trealment

i AdminfafralionRecord (TAR)revendtttat. from
07-01+17 through 07-18-17. staff ware signing
thattheywere applyingadry dressingtothearea
on lha lower back.

On07-20-17 at2:30 PM, surveyor interview with
thenurse practitioner '‘9vealed that, from ,
; 07°14-17 through 07+18-17, staff had been
packingthewoundandapplyinglhedressingas
recamrnended by the wound consultant on
,07-14-17, although they had been signing that
lthey ware appt,ing a dry dressing to the area on .
|the lower back.

1
Per the Nurse Practice Ad 10.27.09.02 E (2) (a)
1_(iv), as a standard of nursing prac:tlca nursing

I staff are expected ta dccument Implemented
fntervenliona.
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S00O0. 10.07.02 Inillal comments

The fallcMfng defteiencies are Iha result of the
annual Quality Ind'ator Survey (QIS) lo

: determine the faclrity's compliance with state
COMAR requirements c:onducfed on July 17, 18,
19 and 20. 2017. Survey activities consisted of a
review of 70 medical records during stage 1 and
30medIcaf record& during stage 2, observation of
residents. staff practices. and intervfaws af

residents, the ombudsman. family members and
: fadltya staff. In addlUon, administrativerecords

: and resident care policies ware atso teVlewed.

In add"dlan to ICIndanl sun,ey protocols,
- camplafnll I MD 00115078, MD 00113198 and
: facllity reported Inddent IMO 00113913 were
- Investigated. This sun,ey did notidentify
: noncompliance with State requirements that were

Lreviewed inrelationship lo these complaints and
+ facility reportedIncidents.

J'The facility is ricensed tor 180 c:ampretiensive
beds. Allimeofthis survey the facility census

| was 153 beds.
)

S$512110.07.02.12RNsg SVCS: Charge Nurse Daily
: Rounds

.12 Nursing Services.

R.Charge NurseseDally Rounds. Thecharge
1nurse or nurses shallmake dally rounds tDall

nursing unitsfarwhichresponlible, performing
| suchTunctions as:

| (1) Visiting each patient:
, . (2)Reviewing dInical rec:ards, medication orders.
patient care plans,and &laff assignments:
(3) TaDiadegree possible, accompanying
« | pt\ysfdans when visiting patfenIB.

S000

S512

SeeCMS 2517 F281
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This Plan ofComclion Is prepared and executed beca,ue
F 000 INITIALCOMMENTS F 000 Itisrequirtd bytbepravbionsof tbe Staleand Federal

rqubtions ud not becalls. The VWase at RodMile
1,I?CUwiththeallea:atlonsandcitationslisted onthe

OnMarch 13,and 15,2017,anonslte 1litemeJK of dellcimc:ics. The Village 11 Rockville
Investigation was conducted atthisfacility by the 11W11talns that the alleged dclld.cndes do not,
office of Heallhcare QuaUty tolnvestigate in(:'V'dea'r']yanq 30”Ccm>$ Jﬁopg?ize t;er:"a“ha"d

i il safety of the residents, Mr IR they Ol'such character as
ﬁ%ﬁggﬁ?kﬂ%%%géégég 2@ Bgéﬁilcl)li)%geported to IImlr our capacity 10 render adequate care as
' ’ o pmaibcdby regubUon. This Plan of Conedlon Ihall
MD00110791 and MD00110803. Survey activities operate asThe Village at Roc:kvllle's written cttdlble
Included areview of the residenrs medical allegation of compllance. By subml1tLng this Plan of
records, Interviews offacility staff, observation of Coneclion.1be Village 11 Rodcvllle does notadmit o
staff practices and review of administrative thtaccuracy ofdefldenclH. ThlsPlan of Conec:lioll Is
records not ineant 10esrabllsb @NYy11laiidatd Olcue, contract,
’ obllgallo11, or position, and The Village at Rodtvlliie
. . . . . . reservesall rights to nlse all pomble contentions and
Thissurvey didnotidentify non-compllanceW|th dlfinses hi uy civilor criminal claim action, or
Federal requirements thatwere reviewed In proceeding.

relatlonship tocomplaintM000110152 and facUity
reported Incidents MD001099B2, MD00110153,
MD00110791 and M000110803.

However, the following deficiency was Identified
duringthelnvestigationofMD00110803 andls
unrelated to the facility reported Incident

F 281 483.21(b)(3)(1) SERVICES PROVIDED MEET F 281 1. whalcon«llve action will be accomplllhed forthose 2 47
sS=-D PROFESSIONAL STANDARDS resldenu fouad to have been effcclcd by I.he deficient
pnclicel
(b)(3) Comprehensive Care Plans Clitnul cUent Was
] ) . ISfCSSCcl by pbyslcbn on 2-4-17 and Physician Indicated
Theservicesprovidedorarranged bythefacility, that client tteeived fo11t Uten of Nonna! Salineand
asoutlined by the comprehensive care plan, condition slowly Impro\ling. No negative outcome noted
must- due 1o nurses{allure todocument toul amount
admmlstcml, when IV wu Inserted.111d when IV was
(i) Meet professional standards of quafity. initiated.
Ehi_s REQUIREMENT isnotmetasevidenced

ased on surveyor obselvation, review of the

clinical record and staff Interview, It was VPK \5 2l.CU
determined that the facillty staff failed to folJow

nursing standards of practice 10.27.09.02 €
Implementation, The nurse shall Implement the

o g N S SIGNATURE nne noE
. _ame & Fetve Vadr  dlef2

Anydetlc:le ntendingwithlnfasteriskli denotesadeficiencywhichlhe Inatitutlon maybo excused fromcomteting providingltItdelenninlid tliat
other safeguards sufficient protection tothe patients. (See fnsbuc:tions.) Except fornunlnghomes, the findings stated above aredlscloeable 90 days
followlng the date of survey whether ornot a phln of correction Is provided. Fornursinghomes, the above fwfings and pll111 of correction are disclDmable 14
daysfollowlng thedatethese documentsaremade avallable tothefacility. Jfdefielllncles mredtecl,anapproved planofcorreCliOn Isrequlalle to contfnll9d
program participation.

FORMCMS-2567(02-89)Pmloul Veralons Obeolele Event1D:8J1Z11 Fll:ily10:115038 If continuation Iheel Page 1 of 4
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Interventions identified In the plan of care,
measurement criteria, and interventions which
shall beimplemented inacompeten safe,and
appropriate manner consistent withknowledge of
scientific principles anddocumented. Thisfinding
was evident In1 of 9 residents selected forreview
during the Investigation of facmty reported

incident MDOD110803 andIsunrelated tothe
facility reported Incident Thefindingsinclude:

On 03-15-17, review of the clinical record
revealedresident#1 hadanorder dated

02--01-17 at 4:25PMtoadminister Sodium
Chloride solution 0.9%, alsoknown asnormal

saline (NS). Intravenously at75cc.Jhrforatotal

4liters of solution tg alowsodi vel.
? eNS comesLiIn 1liter 818&; cC. )Sgabusm

deliver 1000 cc of fluid at 75 cc/hr It would take
13.3hours to Infuse.

Furtherreview of the clinical record revealed no
evidence ofthetime the [V was Inserted and the
NSwas initiated forresident #1.

Review ofthe MAR (medication administration
:record) for Febru%g/ 2017 revealed;
On02-01-17onthe 7 PM-7 AM shiftresident #1
received 1000 cc of NaCl0.9%. Thisls
guestionable If the rate was as ordered at 75
; cc/hr. This is a 12 hour time period.
0On02-02-17, onthe 7 AM -7 PM shift ltwas

- documented that 300 cc. of NaCl0.9% was

administered in 12 hours.

'On 2-02-17, on the 7 PM-7 AM shift revealed 900

cC. of NaCl 0.9% was administered.
02-03-17, from 7 AM-7 PM 800 cc. of NaCl 0.9%
was administered

F2g1 Poten!Wto be affected by the same detlclent praake
and what corrective Icilon will betaken?

Clinial Care Coordinator willcompkte anaudit of
residmts who have orded for IV flulds toensure that

I\ ofders have amount admlnlster d documen
when IV wu Inserted documente ang lqé Wwas

Initiated docullll'ntcd.Clients with IV orders for fluids
have the polentlal 10 be:affected.

3.What measures will be put Into place or whal
systemic changes )'Du will MM toensure that the
deffdenl pnctice does not recurf

Clinical. Care Coonlinator and/or Care Co;ichcs will In-

rvicealllicensed stalTon the processo([V ordenand
standards of practice as It relates to IV Ouids and
antowll adminlsltred, Insmion oCIV, and IV IAltiatcd.

Toensutt Ihe best mcdkal care ossible for thedienu.
Clinkal Care Coordinator willcomplete an audit or

clients wbo haveofden lora IV fluids, ensuring
IhallV fiulds have the proper documentation

petr nurslAg slAlldards of practice.

4, How the cotreetivc ac:tlon(s) will be monitored to

ensure the defJCient practice will notrecur, I.e., what
mullllice program wW be pullnto placd

Clin!QI Catt Coordinator or deslgnff will conduct
random{a dts fcllents with I\ ofders toensure
nursing ,tandards of practice are being met

Findings will be reported to facllity quality assu c
committee monthly x3.

1 02-03-17, from 7 PM-7 AM 900 cc. of NaCl 0.9%

- was administered

(x4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION cxll
PREFIX - EACH DEFICIENCY MUSTBE PRECEDED BYFULL PREFIX (EACH RECTIVE ACTIONSHOULDBE COMPIITIOH
TAG REGULATORY ORLSCIDENTIFYING INFORMATION) TAG CROSS-REFERENCEDTOTHEAPPROPRIATE DATE
DEFICIENCY)
2.How yuuwill Identify other residents having the S/24/17
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F 281 Continued From page 2

There was no further evidence of fluids
administeredon02-04-17 toresident#1. This
totals 3900 cc., not the total of 4000 cc. as
ordered.

Review of resident #1's progress notes revealed
the followlng:
On 02-02-17 at 8:02 PM "OnNS@75 cclhr x 4
:litersviarightarmperipheral finErbag 2/4in
progress at this time withno IV-related
i complicatlons noted at this time.»
: 2/312017 at 07:00 AMe... Type for eMAR
; (electronic medication administration record)

; Note Text Sodium Chloride Solution 0.9% Use
75 ccintravenously every hour for Low sodium
Administer 4 liters bag 314 started at3:25am.."
2/312017 at10:37 AM"...Note Text Guestw/low
sodium (2/1120; 212118). Started onNaCl tabs
andIVNS @ 75ml/hr x4L. 3rd L (liter) Infusing
at present..... Will continue to monitor andflu as

needed."

There was no further evidence of when the 4th
andlastbag of NaClwasadministered eitherIn
: the progress notes or In the MAR.

« Inaddition, itis unknownwhat occurred after the
last 1000 cc.wasadministered, Ifthe peripheral
lIne ofresident #1 was removed orremained In
place with amaintenance plantopreventblood
clots from forming Inthe N line and maintain the
patency oftheline. Aperipheral JVlinelsasmall
cannula/catheter inserted Into a small peripheral
veinfortherapeutic purposes suchasfluidor
medication administration.

the attending physician as documented....
"A (assessment): Hyponatremla (low sodium),

Resident #1was seenon 02-04-17 at3:52 PM by

F 281
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: slowly improving
P(Plan): Finished 4 liters of NS, willneed atleat
(sic) 2more bags, wil start IVF (Intravenous

". fluids) at 5 PM per patient request
Check BMP (laboratory blood work) onMonday."

*Reliswl111Jtad a fall at approximately 7:30 PM
ion [HITTITTHITMd was sent to the hospital.

Review ofthe progress notes revealed no 1V fluid
, was being administered at the time of the fall.

On03-15-17at10AM, Interview ofthe Director of
Nursing revealed tllat the electronic medical
records used by the facility are not conducive to
documenting the Infusion of intravenous fluids.

Therewasnoevidence ordocumentation ofthe
total amount of NS being administered or the
care ofthe peripheral line when no fluids were
being administered.
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|
s 506l

S 00d. 10.07.02 Inltfal comments S000

On March 13, and 15, 2017, an onslte
Investigation was conducted at this faclllty by the
office of Healthcare Quality to Investigate
complaint MD00110152 and facility reported
Incidents MD00109982, MD00110153,
MD00110791 andMD00110803. Survey activities
included a review of the resident's medical
records, Interviews offacility staff, observation of
staff practices and review of administrative
records.

This survey didnotidentify non-compliance with
State requirements that were reviewed In
relationship to complaint MD00110152 and facility
reported Incidents MD00109982, MD00110153,
M000110791 and MD00110803.
Thefollowingdeficiencylstheresultofthisvisit
andis unrelated tothe complaint orincidents.

10.07.02.120NsgSVcs;Care24HrsperDay S506
.12 Nursing Services.

0. Nursing Care-24 Hours aDay. There shallbe
sufficient licensed and supportive nursing service
personnel on duty 24 hours a day to provide
appropriate bedside care to assure that each
patient:

(1) Receives treatments, medications, and dietas
prescribed;

(2) Receives rehabilitative nursing care as
needed;

(3) Receives proper care to prevent decubitus
ulcers anddeformities:

(4) Iskeptcomfortable, clean, and well-groomed,;
(5) Isprotectedfromaccident, Injury,and
infection;

(6) Isencouraged, assisted, andtrainedIn
self-care andgroup activities,

Rd'er 10 PoC Cor CMS 2567 FZ81

Refer 10 PoC for CMS 2567 F281

5/24/17

5/2,t/17

HCG
LABORATORY

OR'SCOR PRO\R%UPP% REPRESENTATIVE'S SIGNATURE
|

STATE F

TITLE

6J1Z11

KYAY
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TliisPlanofCorredlan Il prepanidn, execded
F000(peoausel1,, regi.vedbylllePI'MSIOIll ofihe 6b11a
F 000 INITIAL COMMENTS end Federal regulalionl Ind not because 1hit
Wege at Racbllle ..,. wllhlhe allegalors and
I The folowing deficiencies are the result of the dlellonslilled anII.Iellltementd delldenc:lea.
annual Medicare/Medicaid QIS recartlflcatian The Wage al Roc:kvllle malntanl that the alleged
ewvay conducted on July 5, 6, 7 and 8, 2016. _ddclendal do not, Indlvkualty and .
Survey activities consisted a review of 70 medical Leopaldze Ine hullh and safely of the rellllerlil,
Yy _ _ Nnor are lhey of such c:hsader N to Imit our
records during stage 1 and 25 medical records | capacity to render adequate CIf8 as preecrlbed by
during stage 2. obsefvation of residents and slafl' raplllon. 1his Plan of Cornsdlan mhallopeme..
practices, andintetviews of residents, famBy | f The Vlllalall' at Rock\tl%‘l \1\/s|tnen1 f(':llfj(lj.lelle a ergallon
iy : .B tt an
member&, andthe ombudsman andfacifity staff. 1 Comidian, Tie Viaga aIRoUNINE does mat Idmil
F 1671483.10(g)(1) RIGHTTOSURVEYRESULTS- |  F16711d, acancyoidefic:lencl.._ ThiaPlanOF
SS=C READILY ACCESSIBLE ConacUon fl not meant ta ..cablllh-,atandanl of
. . . care. cciiirgel, abligatlon, or pcmlllon, and The
Aresident has the right to examine theresults of

Vllage al RGclcvllle resenn aD ligdD tor'lile all

\ N Iponlbtaoon’[enlionl anddefensesInanyclvllor 1/77118
-\ | alnlinal dalm adlon, Or proaeedfnge

. 1, What correctfve action wfllbe accompll:shecl
) E]gdgpaﬁté?(‘ﬁn g@uﬁye?%pggﬁg”%ﬁon?ucw by \ forthase IN!doni.found tohaWIbNn affec:tecl
i conection In etect with respect (0 e adiy. : > the deficient pracdat
J
The facilite( must make the rﬁ§u|ts ayaBable,for ]
examl 6} %%%i?@ds Iipeun@ Cl”ScTj m asP[)eo}é? é%%{lﬁll‘\é \ ConectJve action Wu C111-lipleled-"" on 7rat18by

Ole graundiiglnsaianatst Gy TR Egenies tin

\
! , ISREQUIREMENT Is ot

die repo,1$ 11 surwyllPoClI for ptJliic
aaaeu it Infonnallon. On........... floomnaln ]
, ced niddieehopieshiavahiwibadaadyRihedanter ! .
S

cleatt;' I'i8I1fad flbell IdenlifJfng 1h1lrepo,11

\WU

l Based onsurveyor observation and staff and

. eYo! o t
lfﬁ%ﬂﬁg‘éf&ﬂ’lﬁé@é’d s KSIRERING d e vey

su,wyllPaCa forpubic accna ancUnfOffflllilan.

resulld avallabla forexamination by postingina’ ’ %‘?M&‘f?ﬁﬁ?ﬁﬂb@?ﬂl@%ﬁﬁ'ﬁ?' ffehlliGing

placereadily aocassiblato residents, aswallas i [11-potelllaltoiboariDe:tDel b Thesame

posting a natice of their availability. The findings, ddiclont practlCe andwltll cOffOGtlIftaction will
lla taken?

Include: ) . i
on :-"\:‘;-t"-'“: \5-.5,,.‘,-,‘..‘ a4 rveyor Interview with All lllidanit have Ole polentlal 10 be affedal bylhe
Pe” FES et i@v;y bresi lad that TITLE DA

54

labellng Identltyfng the Infonnalo . UWtyII
RedHANBAHI bouHtpammans o aaagy

awareneu cl Iim!ii to the Infotmatlon.

PLIER REPRESemmVE'S IIGNAIURE



Anr . Can.... r,denoteaacldclencywllichUlelmllullon1HybetllQIIOCIfrom corrac&,g

other - piovtde suffldanl p,olIClon ro the patlenls. (Set InStlucllons,) Except fDr nining lolnls, Ihli lindinp llated 0OOVe 119 dlidgeallle 90clap

followlIng the date of munB) whether ornateplan Ofcairedlon |1 p,ovided. Farnulling ttomes, Iha abowe findings mndplans of m.ec:tloll .,. dlidosmble14

dagsm;olowﬁ]?é,a d ‘@Pléstdse doc:umanll are made avalhtbla tolie fldlly. Ifdeficlanc:ies mre clad.an*PPftMId plarad co la ,aqulslIt to continued
PEARRRALICRIOR: ~ Oblalala Ewnt1D:171Y11 far:0rlD:15al If conlinalllon attaet Paga 10f10
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1+

F 24E
SS-

il' examination.

Raaditf accessible t0 residents wouldmean fna
place suehasalobby orolher areafrequented by
mostresldenlS andwheraindividuals wishing to
eumine survey results do not have to ask tosee
them.

On7..S.16 at11;00 AM, surveyor observation of
the lobby revealed the fsctlity staff didn't posta
I'notice stating the avalabllity of survey rasulls.
Further observation and Interview of the front
desk receptionist reveaed the swvey results
notebook was kept behind the front desk where
resident or a YIBItor would haVe to ask a staff
member tohava access tothe BUfVeY resulls.

f

0On7..5-16, interview withthe Directer OI' Nursing
ravealad no ftirther Information.

| 483.15(f)(1) ACTIVITIES MEET
INTERESTS/NEEDS OF EACH RES

Thefacnltymustprovideforan ongoingénrogram
ofactivities designedtomeat,inaccordance with
the comprehensive a1S881ment. the Intare&tsand
the ph)'aical, mental, and psychosocial well-being
of eachresident

ThisREQUIREMENT isnotmetasevidenced
by.

Based onsurveyor obseMttlon, review ofthe
dinlcalrecord, and staff, resident and family
interviews, Itwas detannlnad thatthe facl&ty

p(4)1D 8UMMARV_STATIMIINT QP DITFICIENCII!S ID
PRIIfOC (IACH mFICIENCY MUST 8&PRECEDED BY FULL

TAG REOUIATORY OR LSC IDEHTFYING INFORMATION) 1><

F 167 Continued From page 1 F 187

FRUIRAHOS AeYIGBARIRBEPLINGREIERRAL with

the comprehensive aSNS&ment. the Interests anj
the physical, mental, and wel-bein

F2481]

S.. WHIT FINTUIW WTT De put Inta place al

syatamlc changes youwill malut roenau,. that
tho daflclent practice does not NCUr?
Alllli8nltothe Elltc:utlvliDirectorwacon&mlhat
Ihe uveylnfonnatlan nmalns In anaazalbll eru
tobalhlli8Iclenlaand vialtolL SUMylIPoCbinder
-11nolongerbelritp1111eadl enlranca ona ahelf111
Ille receplianiit dak. Nellher lesidenll nar llISIlOtl
...need toe> faraa:esalolhelUlvey Inrormatlun.

4.Howlhocorrectlvoilctlon(a) wll be monitored
toensurall\edeficientp,ectfce wiiinat1'9CUr,
Lo,, what gllllifty aaurance program wlll be put
Into place?

Aallllanlto the Exealllva DhctorwlO rautinely )
dledceachdisplay... tomakel&n: (1) capfa
May uplID date to rellecliha fflOIl cwre,t completed ,
survey WilhPoe n (2) "1atany o temolled [P/ a
resident mvllllor has lleen replaced lolrmunt
acceaalDall. Alllllanitoll8 Dhctorcr
tonldnk llaffing.prilvVida 10011'1 lo an,one
requelldng 1UdI. CGmplancewllbe rapoR8d tolhe
OAPIcammHteefor3manlhL Theplanmaybe
amended by the QAPI conwnlttee to...

continued campllance.

« Whatcomn:tlva action wfll be a"ompDlllad
for IhOIO IWIdants found to hava been atrecllild

by Iha dlfldent Dntdlee?
Resident. 31!

113111

2. How you W lantlly othar I'llifdenll havblg
Cllo pat9ntlalto 1yur+ bytheeme dafldant
pndico and what camNTIvo ectfan wlll bo
IBlatn?

Al resldenll have Ihapolientlitabe mil'eclad  |he
aame delldent pnidim. Al ac:thlly care plane and

adlvlly ...,.simnts \IMJ beNN!ewed to ensure
ac:ancy, Resldenla with documerded Interests Ili
acIMly parl1dpllillan wiD be encawged toatlindand
Iheir allendanc:e orrefuN| wiD be dOaunanted
monthly In calreainll.

Sy i S grigoilinemi|Bie elaar AT At

1118 delclept pracace does notnacu['? "I
&tiff = i Itl be
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1 Review of Ihe clInlcal record revealed that the

OAM CMS-2

ofeachresident Thisfinding wasevidentinlof
25 residents salacted in the stage 2 reviews
(1385). The lindngs include:

On7-6-16at1:415PM, aurwyor Interviewwith
family member revealed that resident #385 WU
notparticipating Inthellifeenrlchm,nt (resident
activity) program atlhe faciflty. Furthermore, the
family member stated she believed that facility
Staff had not Invited the resident to the Bfe
enrichment activities.

Surveyor observation of resident #385 on 7-6-16,
7-7-16 and 7-8+18 revealed herlhim sitting Inthe
wheelchair Inherlhla room most of '8 day.

She/hedidleavetileroomfortherapyandher/his
family visited eachday. However, resident#385

stated thatshelhe would like to participate Inthe
fife enrichment program.

careplan,datedS.7-16,includedthefollowing
goals: resident will pa,ticlpate in1-2 self.fnltlated
activitiesdally thatsupporttherapy effollauntil
discharge occurs, encourage self-direded

activities as guest energy permits. provfde gues
with materials and supplles based on (hialher)

Identified mterests, guest needs
aaslstancelelcorttoactfvfty functions,andinvite
guasttoattend musicalevents.

Further review ofthe dinicalrecord revealed an |
activity assessment on6-7-18 wWasdone endthe
resident reportedthat ltwas aomewhat important
to do things with groups of people and tD do
favorite activlllea, and very imporlant tobearound
pets. However, thare lanoevidence thatresident
#385was Invited or assisted toany activities

7omie PNWIaul-... oblani

EvadID:071Y1]]

4. How the cornctlvo K11on(t wil bo manJtcnd
toensurethlidmlldentpracticewll not.......,, l.o.,
whatq aaunnce p,ogram wlil lla put Inlo
lace?
Audlta of adhlly QR planstassasment wlll be
mlewad  QACommllteemontNyx3. Aucllllof
IClilotly pallidpallonirdisalWIO bereviewed QA
Cclrnmltiemorthly x3..
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F 2481Continued From page 3
|On7-7-16 at1:45PM, |nterview with theqerlal tC
| nursing asaistant (staff #2) revealed th he
‘ I hasn'tdlsc:uased arencouraged dally actlvllles
withresident#385because hlalher daughter
villtl every day.

D

On7-7-16, Interviewwiththelifeenrichment

-confirm thatresident#385 attended life
enrichment activities because resident
pa,ticlpatlon Isn'tdocumented.

On7..S-16at11:00am, interviewwith 198fdent

hippy. The resident COUid notrecdpartldpating |
In any further activities. &

staff don't documant Individual resident
participation intheprogram.

On7-8-16at11:00 AM, Inletvlawwfth lhe Director
of Nursing revealed no further information.
483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

F279
SS-8

to develop, review and revise the resident's
I comprehensive plan ofcare.

The facility mustdevelop acomprehensive care !

bjecllvas and tim8lables to meete resident'&
medleal, nursing,andmentalandpayc:hOSOcial
needslhatareldentified Inthec:amprehenslve
ssessment

, aaalalant (staff #3) revealed that she/he couldn't

rosgr% reo"r?e"’"SPtW&}’r%Eg gr?g 9 made ﬂgﬁﬁprﬁ’ very

erﬁ?é%ﬁﬁemé%?Ma}smﬁwghénﬂsﬂﬁ%%I

=
Afacility mustusathe mull&-ofthe a88888ffl8nt _|

]

lanforeachresidentthatIncludes measurable |

F248

F279

S —— —

t. what C0JNCtlve action wlll lie accom,ll1bed ror IN16

thou raldenta found to have IINn lIffw:tad DJ
the dellclent pnictice?

alanl153 &-101werw bJ Phyliclan and |
RN Nurse MENEger an a negative outcomee

lurtl-,concemswe,e NIINI « « 19MdtOflhe an
plNnot being InllfiCed I0md dmu  the mlde effada
auodalfld withanllOQOaaulanta.

Z.Howsou willdentlfJ other raldentll having the
poeentlll to ba atracwd br the ame deflclint
practice andwhatcOfflICImtactionwlll batlIMn?
Dlrec:torof Q..uty AIMII**9 complel8cl 11'1 mud
of mitllI'llllgunt who wiison ullml,
IdenllJilngIfacsisplanwulnpllalDaddraallla
Ilda affecll UICldllled withim.

—

FORMCIINIIL'(QII! 411}PlewlOl "MIDDOlllalala EWIIID:Gm11

,.-10:1eme

If contillualloa IhletPell 4 0110



PRINTED: 07/ﬁ'2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE
CINTERS EOR MEOQICARE & MEDIC SERVICES omB liln_nme.mal
STATEMENT OFDEFICIENCIES (x1) PROVIDER/SUPPLERICUA R(éUY{Ié.[NELI CON811WCTION ptS) DI\TE SURVEY
ANDPLANOFCORRECTION IDEIMFICATION NUMBER: ) ’ COMPI.ETED
211121 BWINO zigeone |
NAME OF PROVIDER OR SUJtPLJER STREET ADDRESS, cnv,STATE. Ul 000&
NATIONAL LUTHERAN HOME ok E TE 10810
(X4JID ] &UfellARY STATEMENT OFDEFICIENCIES 1D y PROVIDER'& PIAN OF CORRECTION
PREFIX A BN Y M RET S TEOR AN IRy PREFX oA B R RR Y RO TR MMk e W
DEFICENCY)

OIET maentrigucttonancoagulart
] usehid 118polantlaltobeaffected. Allrealden!ll
guatwhodid nalhave acare planinplacawere
c:anadad at the time of Int audil.

|
F 279 - Continued From page 4 3 I

.. Thecare plan mustde&cnbe the services thatare 1
| tobefumished toattarnor maintainthe residents I a. wilat measures will oe put Into place Or' what
hlghestpractlcablephyS|caI mental, and 1 ayatlimlc chanpa youwlll mab toensuiv Ihllt

| h lwell-b dund b dafldent p,actice does nat ricur?
psychosocial we elng as required under DnclOr of Nuf'lfng In-eerviced nurse managers
I 8483.25; andanyservicesthatwouldotherwise andaUpPemsoraoninliialingcarepfanStoaddress
ba requwed under §483.25but are natprovided 1'81ldentslguesl onenttcoagulanl use and 1h11
, duetotheresident'sexercise ofrrightsunder L 8110Clated sldla e|1:|fa|c| ‘ta, 1he Director of Nulling find/
| §483.10, Induding tha right to refuse treatment | Ordaslgnae wlll In-Hnllce Vie lIcensacl nuraes on
| under §483.10(b)(4). " iniaipecanapARnsebRTBRtER] CRIRA BN v be
I | ledB-3-1a. 1
lThls REQUIREMENT ishotmatasevidenced I 14. How1119cofflldivaaction(stwfll 119 monitored
to imuiwthe dllliclent practlatwill notrecur, Lt,,
| Based on surveyor review of the Clinical record whit qouallly uaurance program wlll be put Into
i and Interview with staff, It was determined that .thicgi;ectoromlr"ng orde:ligneev. 111 canduct
| staff Faired to devetop acare plantoaddNSS . randOm audits of cara plans, focullng on those
possible side effects associated with allOdatadwUhanllcoagulant ..... to enauri and Ihat
i antfc:oagulants. Thiafindingwas Identified |n20f care plansaremmprehenSlve 111d address plitfintlal
f25residents setacted In stage 2reviews. (#53, INNloaffect8. Findings will be,-portad tofacility
(1 qUlllly auurance cammlttee fflolUIly113,

1#107) Thefindings Include:

|

i 1. On 07-07-16, clinical record review revealed
resident #53 has diagnoses t0 Include atrial
ftbrHIatlon. Atrialfibrillationls anabnormalheart

rhythm characterized byrapidandirregular ,

beating. Arisk fador with atrlalfibrillation isthe

formation of blood clots.

Based on review of the physician order sheet for
resident #53, 0,_ following a ra-edmisalon
1tothe facility, Iha physician ordel'8d Xarelto 20
fmg. xaratto 11usedta preventblood clotl from
| forming duetoacertainIrregular heartbeat, auch
Yasatrtalfibrillation. It Isalsoused totreatblood

clots and to pn,vant the blood dots from forming

again. Xarefto18ananticoagulantthatworksby
" blocking certain clotting proteins In the blood.

On07-07-16, review of the care planforresident

3 revealed thatthere wasnocare plan

FORMCMB-Ili87(a2-tl) PrlviouaYallllllaObldlle EwntlD:0J'1Y11 Faclllly|D:10038 If calllinulUDn IM81 Page 50f 10
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addressing lhe risks associated with
anticoagulants such as: easy bNlalng or bleeding,
pain,swelling. Therewas nocare ptanthatwould
Include prevention of Injury and monitoring of the
side effects Of antlcoagufants.

On 07.0S-18 at 8:45 AM, Intervlewwtlh the
director of nursing revealed no additional
Infonnation.

I
2.0n 07..07-18, ravlewofthec:irmllrecord ‘
f ravealecl that resident #107 Wu p,escribed an
anticoagulantforabiaifibrilallonuponadmisslOf'!:
Further review of the Medication Adminfstration
Recani (MAR) revealed the nursing staff signed
off the anticoagulant was administan!d dallV as
ordered between

In resident#107 was santto a

hospital due to a change of condition. The

- resident ratumed tO0 the facility aftera 10- day

# hospitalization. Upon re-admlaion, resident

1'107 was prescribed the same antlc:oagulantfor

atrial fibrlllatfon.

InMarch2018,anewanUcoagulant. XareltD,was

ordered for raldent #107 to treat atrialfibrillation.

On 07-08-16. review of the MAR between
revealed the

nuraingataffsigned offthattheanQcoagulantwas

given dally as ordered.

However, 1here was no care plan written related

to anticoagulanttherapy since  _

On 07 18 at 11:35 AM, Intervfewwlth the

director of nursing and qua6ty assurance

coordinator revealed no addltlanal Information.

D HIGHEST WELL BEING

| Eachresident must ceive and the facility must

F 30911. What cormc:Uve ac:llan wlllbelccampll
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|residents selected Inthe stage 2reviews. The

provide the necessary careand sesvfces toattain
or maintain the highest practlcabfe physical,
mental, and psydlosocial well-being. in
accordance wlh Ihe comprehensive assessment
and plan of care.

ThisREQUIREMENT isnot metaaevidenced
by:

Based onsurveyor review ofthecnnlcalracord,
interview of facility staff, attanding physicianand
,asident, ltwas determined thatthe facility staff
failedto fallowaphysician's orderforresident
#188. This finding was Identified in 1 0f26

findings Indude:

On 07-08-16, review of the clinical record
revealed that, on 08-09-16, the attending
physician ordered staff to administer an
Immediate release anti-Parkinson medlcallon
every eveningat8PM. Anadditional extended
release antJ.Parkfnson medication was Instructed
lo be administered between 10PMand 11PM.

However, review of the medication edminiStrdon
record (MAR)revealed achangewas madeon
08-22-18 to move the scheduled time of the
extended release anl-Parkinson medication fmm
10 PM to 9 PM. There was no additional
physician orders to change thelime.

On07-06-18atSPM, Interview ofIhaattending
physician revealed he onlered the Immediate
ralease anti-Partdnsonmedicationat8PMto
maintain resident #188'a functional status before
bedtime at10PM. Therefore. he expected the
nursing staff toadminister the Immedfata release

LLAZLLLA

F 3091the Idrninflirallon or a1 Immediate releau an
extendedtelealeanlll-PatkInlonmadIcalon.

12. How™"wiiiidentify0111ermidenllhaving

Jthopoc.ntllitolloaffacled bJ theumedalldent
p.,ac:tlcaand whitc:orm:tlvo aclfon wll belabn?
NuneManageflcarn,ileted aniUllllofresldentll
| orders. foalSing on ldmWlIrallond
e medication and
exlended Nifaaé AMIlIrflklionmeclicallon. OVier'
mldenlaonimmediateandliClendedreleue. .,.
PlllZdnson madlcallonl Nd the potenllll lo be
affeded. AllraldinlliguellMOareonimmedlala
andntanded r e |l e & s e madicatfans
w919 reviewed andd dlacnpaildaWwn c:amid9d
at ... cfudll.
d.WhlltmeuurawlU1111put Into place Orwhat
ayalmnlc chenas you will 1111111a toensure that
tJua daftc:lent practlc. does nalrocur?
Dirwclor or Nursing fn.tenllc:ecl nurse mange,9
andalq)eMIDrl onfollowing physli:.tan Dnlmand
lldminllirdan allmmed1Ite aid extended releaae
an8-Partdnlon ptedfcallol-. The Cinclor of NUI'ling
8lld/ar dal;nee v.illlHeMm Ihl Icensed nlhlIS
onfOlIDWIng phyafdanordeall and admnlSttatlon of
Immediate..... atended ntleale aflll.ParldnsGn
mecflcadans. B — L A beCDfflllele es of
8-3-18.

4. How U. cornctlva acdan(a) wlU bl ffIDnftoNd

to anaure tho detldant pracdce Wm not rocu
quallty munnc:e pn19ram wlU bl put Into
place?
The Dfrmor of Nil'ling or dellgrme will canducl
randomMdlaofPh>/lldInlirden, focustngon
adrnlrutmlan oflmmediate rel8ne anU-PllidnHn
rnedlcdon and extendad........... anll-Plitdnson
medIcallon tnluring Ihalphylicla1l anln are bafn
followed and Ihal Ole 5 dghll of medil:aUon
edIrinllirdon anibelng falowed.Fhlinpwllbe
reporttd to fadlly Quallly AUuranc:e Comlriltee
rncirflix3.

—
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and extended release anti-Parkinson medications
at different time intarvats as ha OJ'darad.

On 07 7-18 at 10AM, InlelVlewOfthe 2VAunit
managerrevealed achange wasmadeon
08-22-16, based onthe request of resident
#188'9 spouse InOecamber 2015, toassistthe
resident to steep at 7:30 PM, If ponlble rather
than have towake for the later dose. The
unitmanager stated the change was "'80 based
onquality of Iffe because resident#188 wentto
bed around 8 PM. However, the physician was
notconsulted nordidthe unitmanager Indicate
the resident himlhersetf was Involved in the
dedsion.

However, review of social services notes, dated
08-22-16, revealed resident#188 tcfd lhe
inteldlIsclplinary team that "it was OK togolo bed
at10PMor 11 PM".

On07-08-18 at 10 /w., Interview of resident #188
reveated hlslher bedtime was around 11 PM.
Therefore, resident#188shouldbereceivingthe
extended release an Parklnson medication as
ordered based on the resldent'l IndMdual

bedtime schedule, notthe family's request F 33JIt. what cal'l"Nllvo IC1fanwlll be aCCOMpfisbad FOFi INtl
. . at cal'l"Nllvo anwlll be a pflsba
F 3331 483.25(m)(2) RESIDENTS FREE OF thou NSldenlll found tohlV9 been effacted by

SS-0 lSIGNIFICANT MEO ERRORS the detident practico?
. . Relldent '181 was mealed by Phpldan and RN
The facilly must ensure that residents an, free of NUM M111111g1t and no negauvgaw?ome ar fwiher
any sfgrilficant medication errors. c:oncemawetanateds1 a1911.dtofthelicensed
nursing Slaff flllinto followa J)hya(darn Oldswith
theadmMillrallan af an Inmedlaie rwfnM and
This REQUIREMENT Is not met IS evidenced extended releale anl-Parllinlon llllidlc:atlon.
by:
Based on surveyor observation, review of the
dinical record and interview of faclllty staff,
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+ medication administration revealed stafr #1

¢Pn 07-06-16, review of the cRnlcal record

attending physician and resident, It was
detenrkled thatthe facility staff failed tobe free
fromasignificantmedication error forresident
#188. This finding was evident In 1 of 25
residents seledad In stage 2 review. The findings
included:

On 07-05-16 at 8:44 PM, obselvetfon of

administered two different kinds of anti-Parkinson
medicationstoresident#188atthesametime.

Onewasanimmediatereleaseandtheotherwas
an extended releale anti-Parktnson medication.

revealed that, on OfM>9-1B, the attencrmg
physician ordered an Immediate ,alease
anU-Parkinson medication every evening at8 PM.
An additional extended release antl-Paflcinson
medicatlon Was In&tructad to be admlnlstated
between 10PMand 11 PM. However, the

p h 'sorderwasinconsistent withsurveyor
observation In the evening on 07-05--16.

Further review of the Medic:atlon Administration
Record (MAR) revealed the extended release

an arkinson medication Wa, scheduled every

eveningat9PM, whlchwaslncon5|stentW|th the
phpician's order, dated 06-09-18, of 10-11PM.

SeeF309

On07-Q8..18at4:50 PM, IntefyJewofthe
attending physician revealed his pfanon 08-09-16
was to maintain resident #188's functional status
aftar 8 PM and prior to bedtime. Therefore, he
expected the nursing staff to administer the
Immediate release and extended release
antl-Parkln10n medications at different dme
interval as ordered.
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practice and what cofflICflYo action wlll be
11ken?
NuneManagen1CCIfflllIIIidanaucltull'lliidents|
11uest Physician orden, fOCUlIng an lldmnlsiralinn or-
Immediate releaH rklnson medication and
mended meclcallan. Olher
raldenls onlmml!dlate and utended nilne anU-
Pllldnson medlcaUona had the patenlal to be
atfecled. AllresiclenWJluest YiiO 11111an Irrmldlale
and 8ldended f81UN Plitdnlon mecfcallon9
wint rnfelwd and Ill dllerepancfea wini CIOII'llded
8l Ume of audit.

S.Whatmeasuras wOI be put Intoplace rw what
IptomIcC cllangn Jou wID make to uftsiH'l that
tho cleffclant prac:tlca doas not ..air?_

and aupervllarl anfa8awlng phyaldan ordeis and
admlliltratlan of Irnmadlatl and extended --
anll-Parknon medicaUons. Tlit Direclor of Mining
endlordutgnee eIMeNiIce U. Icenud ruses
Onfoltawlng physio arsindadntialrBllonof
Imrnedlirlaand yune antd.Patdnsan
meclcallana. IIHeMcelwtD be aar
8-3-16.

4. HowUre comtCtlYa ectlan(aJ wlllINt manltond
toannneUtadetlclliftt pnsclicewui notrecur, |.€..
what quality asauranc. program wlllbe put Into
place?

The Dlledatof NInIng ordellgneelllliconduct o

random audlla ofPhysician antera, fOQIling on
adminlsiratICInofImmadial9............ ml-Paltdnaon
medlc:atlan and extended releue anti-Pa.lclnson
fflldicallon €nsurtng that phpk:lale Oldn N being
folawad and thal Ihe 15 Ifghll of madicallan
adminlsttaUon are bling rolawad. Findings wil be
reporllld to fec:llity Quallty AllurancB Comrrffee
monlllyx3.

FORM I)PINIUI,,., ,

.Otlullll Ewanl ID:1178Y11

-,JD:151311 If cxnkluatlaft
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On07-06-18 at5PM, Interview of thedirector of .
nuraing (DON) revealed that rasklent #188
usually went to bed early around 8 PM.
Therefol9, a change was made based onquaUty
of life.

On07-07-18 at10 AM, Interview ofthe 'NA unit
manager revealed Ihatachange was madeon
06-22-18 based on the spouse's request, which
1 was made in December 2015. However, there
wasnolndication theresident was consulted as
wall

On08-22-16, a care planmeeting was held with
resident #188 and anintardIsclplinary team. The
resident indicated that ert was OK withgoing to
bed around 10 PMor 11 PM".

On 07-08-18at 10NA, InteNlawofresident#188
revealed hillher bedtime was around 11 PM.
Therefore, resident #188 should receive the
immed'1&ta release and extended ralaase

anti-Parkinson medication at different time
Inte,vals as the physician ordered on 06-09-16.

215125 LMNG_ .. 07/0812016
NAME 01 PRO'IIOER 011"8UPPUER ] STREETADDRESS, CRY,.STATE. ZIP.CODE
NATIONAL LUTHERAN HOME 1781 VEIRS DRIVE
ROCKVILLE, MD 208S0
(1C4)10 . 2UNMMY STATEMENT OF DEFICIINCLi8 ID PRCMDER'S PI.NIOF CORRECTION 111>
PHEF1X (EACHDEFICIENCY MUST IE PRECEDED IYRILL PIlItIX (tACHCOAAEC1'M:ACTION SHOULD BE CCIMPL&TDI
TAG RIOULATOR OIiL8C IDENTIPVIHG INFORMATION) TAG CROS8-RI!FDIIINCIDTOTHEAPPROPRIATE ol
! DEFICIENCY)
|
F 3331con nued From page 9 |
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NA
1 ‘R |
AL (e DEFICIERTATAUSYE OPRECIHEDBRULL PPIX | (EACH CORRECTIVERCTIGNSHOULD IlE
L. REGULATORY ORLSCIDENTIf'YfNG WORMATION) TAG CROS8,REfl:RENCTOTHEAPPROPRIATE DATE
~ . DEPICIENCY)
9000] 10.07.02 Inltlal CIDfflmen - = = S000
1
" Thefollowing deficlencfes aretheresultofen
annual MacllcarelMedlcaidQIS recerlificatlon
survey conducted onJuly 5, 8. 7and 8, 2018, for
the purpose of determining Iha facility's
complance with Stale COMAR requiramants.
Survey activities consisted a review of 70 mediqal
records during stage 1 and 25 medical records
during stage 2, observation ofresidents and staff
practices, and IntervleWs of residents. family
members, and the ombudsman andfac:lllty staff.
s 608, 10.07.02.12 0 Nsg SVcs;Care 24 Hr& per Day| s608 .SEE CMS 2M7 Fio9 AND FII3 813118
|

':12 NunMng Services.

0. Nursing Cara-24 Hours a Day. There shallbe
sufficient licensed and supportive nursing service
personnel on duly 24 hoUrs a day to provide
appropriate bedside care ID assure that each
patient:

(1) Receives treatments, medications, anddlelas
prescribed;

(2) Receives rehabilitative nursing care as -
needed;

(3) Receivn proper care to prevent decubitul
ulcer& and defotmitiea;

.(4)Iskeptcomfortable. clean, and well--groomed;
1 (5) Is protected from accident, InJu,y, and

- Infection:

(8) Is encouraged, aasistad, and trained In
self-care and group.activities.

+ f ThisRegulalfon is notmat as evideneed by:

i

T _— A |, N
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215125 8. WINO < - 07/08/2018
HAM& OF PRO\.1DER OR SUPPUER 8TAEET APDRESS, CfTY, STAT!. ZIPCODE
fflt VEIRS DRIVE
NATIONALLUTHERANHOME ROCKVILLE, MD 20850
< 1D SUMMARY STATDIENT OFOEfICIENCES ~D PROVIDER'S PIANOFO0RREC TTON A
! CROSS-tEFEA&NC&D101HEAPPROJIAIATE 1t
a6 | REGULATORY OR L8COENTIFYING INI'ORMATION) TAO
PREEU( (MCHO&PICIENCYVMUST8] PRECIDEQBYFULL PREEIX (EACHCORRE%m?At%TJgiA8HaULDBE Gl
; 1. WhalCOffoCtlve actionwilbeec: ‘llad | INNI
310501- Continued From page 1 81050 | forth080 rosidanta found to have ltotn aflac: tacl’
i by the deflClcnt prac:ta?
81050. 10.07.02.18 Social Work Sves $1050 Ac:amact"81beenenc:uted (etrec:llw AugUlt1,
r .12018) v.f1h 8 qualiled IOdalwork CDIWIant (LCSW-
. ,18Soc:ial Work SenAcas. C) to provideluffldenl hours of consuhallan to
) ) B . auure lhat the sadal ItMCII 11Bff meat Ihe
+ A. Services Provided. The facility shall provide or rnedcally ntlllled I0dal and emollOnal needlofihl
make arrangements for services toidentify and I'BSIdtnll ofllle Vilage atRodMle. I
' meet the patlerlrs medically related social and 2. How,au wil Idantify other realdenta hawlg
emotional needs. t\e patentlal ta be effedad b deffclont
ignated Staff Responsibility. Amember of, o ord whot Cantotine action will be
B. Designate p Y. p,actice end what canectlve action wtll be
thefacllty's staff shanbe assignedresponsibINty taken?
! for aoclal services. If the deslgnee Is not a All rasldenll hive lie palmlil tobe didad tr, lie
| certlfted social worker, the facility shaff effectan ngeenﬂggﬁ 1Ler}tllréfgﬁ§?ﬂgglfln£0ctlgi wgrckoégg‘é?m
: L . v
a%mmantw'th aqﬁalll'ﬂed .Soﬁ'al WOfFIk (Izonsrl]‘"tam' wiD canlnue unllJ1lhe Soc:lal SeNlcel Manager
Theagreement shall provide for sufflelent hours obtains her cellfflcatlon. Indlar anolher c:ertifted
ofconsultation toasaure thatthe staff'& aervices aodal wgricer Il Imd la awnee the p,ogrem.
meetlha medically related I0Cial and emotional
needs of thapatients. 3. MIitmeF;]\U'WW””th pUt Inktoplacoarwllat
i i o Wi i sylllemlc changes you wfll make10 anaure Ulat
C, Socaletory. T uriten socllicioryshal
“hi hal 3|/ ible and sh InOldertoensure thatthis daganotrecur, HLINII
I'history shalbe as complete as possible and shan Rescuca staff-be In-eeMced ON the need fara
include: CISI1lled 11Odlworkerto CMfleesodal NIVfcea.
(1) Social data about personal and famlly and the quelllic:Ifon of Lcsw wil be added lolha
background toprovide understanding ofthe Jobdac: lipllonforalodalaeNIceSaupenitsar.
patlle?t and .hOW he ﬂénCtlonS; and | and 4. Hawthe CGnctlwt actlon(a) wlll bl monitored
(2) Intformation regarding current personal an tae111Ure thedeficient pradce wil notrecw,
| family circumstances andattitude& astheyrefate I.e., what quatlty ual11ance program wlll be put
ta patient's mness and care. Into place? .
| D. Records. Records shall include: Tomonllor Ullacorredlorl, p,oafof  ctuallled
: ‘1) SOClat history; and lodal wOfk CllllIUIlanl's conmtadon will be repclited
(2) Recommandatfonamadebythesocialwork ta.Qa carmittee monthly rar Vlree momhl.
consultant, If applicable.
1 €. Space. Facilities shall provide: . .
(1) Space forsocialwork personnel, ssibleto
patient&, medlca and other staff:
(2) Privacy forinterviews.
This Regulation is not met es evidenced by:
Bas on review of the quallfrcatipns Or tl:le —- -
tre—
STATE FORM - 071Y11 ICIMlatMm12di
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81050, Cconti E page 2-
1Director ofaoclalservices, ItwasdetermJnedthe.

| Director s not acertffled social worker
(LCSW).

Further Interview wilh the Olrec:tor of Nursing. on
07-08-16at 1 PM, revealed thatthe facility did not
have anagreementwithaqualfied social work
consultant, LCSW ; to provide consultation ID
assure thatthe staff services met the medically
related social and emOliOnal needs of the

residents.

The facility is not in complanoe with COMAR
10.07.02.18 B. :

I
S1070, 10.07.02.19 PatlentACIMIleS
.9 Patient ActMtfes.

A. Activities Program. The faaRty shall provide for
a program of struduracl and unstructured
activities, designedand monitored appropriately
to meet the day-to-day needs and Interests of -
each patient, to encourage self-care, resumption
oARorAl Eil

dctivities, and maintenadnce o
b eouignahlevelelpayeiasesal fasionino
axpertenoe ortraining shaftbeappointed1Dbe
responsible for the activities program. If tha
dasfgnee is not a q..alfied patient ecllvides
coordinator as defined InRegulation .OW, the
Department may approw the daslgnee based on
the person's education, perfonnance, and
expelience.
I C. If tha Departmentdetennines that an effective
I ptOgram Is not maintained consultation may be
equired as specified by the Department
D. Restrictions onParticipation Oocumented or

Chart Thonhyvcicianchallootioanthg Datlgnrc
y

S1050

S1070

C.

2517 FZ41 1IN

SEE

UTC.0.
STALEFORM

078Y11 If oonhldanllllll | di
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NAMEO, PRCMOER ORSUPPLIER STREETADDRESSICITY,STATe, ZIPCODE
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@i Jd SUMMARY STATEMENT OF.DEFIQENCES ID PROVIDER'S PIAN OF CORRECT10H
PREfUC (EACHDEFICIENCI'MUST BEPRfCEDEDBYFUII. PREfI)C (EACHCORft!CTNEAC'T10N 8HOUID BI:
TAO REGUIATORV ORLSCIDSFfIFYING INFORMATION) TAB CROS8-REFERENCEDTO nEAPPROP,U,.TE
I>EFICIEHCY)

T=-CICit
| comPpll
[

$1010{ Continued F,om page 3 -s1010

chart any reslrictlons applicabJe to the pallenfs
partleipation In the activities program.

E. Objective. The activities shall be designed to
promote the general healh, physical, soc:ial, and
manlal well-being of the patients.

F. Space, Supplies. Adequate space anda

variety of supplies andequi ntshallbe
provic}{ad by Ft)rPe faclity toqsaﬁps?%/ the appropriaté

ndividual activity needs of patients.

t

I This Regulation Is not met as evidenced by:
Refer to CMS 2667
F248

$1730:10.07.02.37 E Cara Planning; Organization Of S1730 |SEECNIS2517FZ71
plan

.37 Care Planning.

E. Organization of Cal'€ Plan-

(1) Problems andneedsshall be Identified, based
upon the Interdisdplnary assessment The care
plan shall address all O the resklenrs spaclal
care requintments sary t9Impn,veor
maintain the realdenfs status. The
interdlsciprinaryteam &hall Incorporate resident
inpul Into the care plan.

(2) The team shall establish goals I'OI' each

| problem ar need Identified. The goal shaD be

| reaflitic, practical, and tailored to the rasldent's
: needs. Goal outcome &hall be measurable In tie
1ar degree, orbath.

(3) Approaches 10 acc:ompUthing each goal8hall
be established. Approaches &hallcommunicate
the WOik to be done, by wham Ittsto be done,

ar.vta

STATE FORM L
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215121 i B
NAMEOF PROVIDER OR8UPPL.IIA STREET ADDRESS, €NV, STATE, ZP CX>DE
NATIONAL LUTHERAN HOME 9701 VEIRS DRIVE
. ROCKVILUY, I'D . L
CX4)1D SUMMARY STATaENT0, OEFICIIHCIES ., 1> PRCMDER'S PI. ANOFCCRRECYION' .. Cics)
PREFIX (*€H QEfICIENCYMUSTBEPRECEDI!IDBYFULL + PREFIX (1:Aat CORRECTNEACTIONSHOULD BE
TAG R UIATOAY OR L&C IDENTIFYING INFORMATION) TAO CROSS-RDMIINCED I'0 TH!APPROPRIATE GAiii
DEPICI&NCY)
| | 1]
1 1 |
S1730 Continued From page 4 S1730
1 and how frequently it is to be performed
|
' This Regulation Is not mat as evidenced
* Refer to CMS2587
F279
. 1. What com,ctlve actionwiD1111accomplahecl for] 7128111
$1834%t 10.07.02.45 C QA Pgm; Committee 81834  |those roaldenls found to tlave bHn affected by
the daffclent pracdco?
+45 Quality Assurance Program. GNAs willbe notiled In @ Town Hall Meetq of the
! : Importance af Ihclr I1tendanca al QA
. . . lInp forbalhlhelr Inp&a and f lat
+| C. The nursing facllfty shal establish a quality LTgﬁp’}gr?ge_a elrinpeaandiarregulatary
assurance committee IhatIncludes atleast .
(1) Adirector of nursing; 2. How Vollwlll Identffr other f981danta having tlle
(2) Anadministrator; pDtanllat to be affected by the ama deficient
(3) Asocial worker; practice andwhat correc:Clve action wlll be Cilka?
AV ADresidentshawlhe polentla.| tobe allec:led by ha
(4) Amedical director; delh::fent practice. AGNA will be stlledllid uch
(5) A dietitian:and ffIGI11h to8'tend QA meetings and will sign an
(6) Ageriatric nursing assistant of the facilily. altendanm IheeL
3. What moasurn wil be put Into place orwllat
. . | syatamlcchangn:i,ouwllimalleto111111uro Ullt
This Reguletlon Is not met as evidenced by: lliecleliclent practice doee nat recur?
Basedonreview of administrative records and 1' GHA wil be scfledwed each manOl to attend QA
interview with the quality assurance (QA) and will lign anattendance Iheet.
manager, it was determined that the facfflty faled How i lve 1CHIan(@) U1 b orod
i i i ow llle carni:tive on . e monlitoro
to elnsure Gagindq[r;]ce of a}[rﬁena}at\rlc nltj_rsmg toensure the deficient practicowll notmur, La.,
asslstant (GNA) to the monthly QAmeetings. what quallt] asurance pro9ram will be Pillinto
The findings Include: j,1.-? .
The QA Manager wll complete anaudit mantHy x3tp
On07-08-18, reviewofthe signinsheets for the monitor GNA attendance.
monlhfy QAmeeUngs andInterview with the QA
manager revealed that a GNA attended only 1 of
6 meetings In the past 6 months. On 07-08-16
about 10 AM, Intetvlew with the QA manager
revealedlhey have tried to ha'le a GNA
representative attend, but have not been
successful onaregular basis.
)
o
STATE FORM 078Y11 1 mdllUNiDrialllel 5 of 8
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DERI=
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S18851 ClonthEd Frompage5 1 81885 forUlose raldenla found to have liton affec10d
51eas! 10.07.02.48 Posting of Staffing 51885 | by llle defident prattice?

-.48 Posting of Staffing.

: A Anurs;ng home shall post on each ftaor or unit
of the nursing home, for each shift, a notice that
explainstheratiooflicensed and unlicensed staff
toresidents. :

B. The posting on each floor shall include:

(1) Names of the staff members on duty and the
n10m numbers af the residents lhal each is
assigned;

1 (2)Name Otthe chargenurseor personincharge
of Ihe unit; and

(3) Name of the medicine aide or person
responsible for medication administration.

C. The posting be on aform provided er
app,oved by lhe Department.

I This Regulatfon Is not met as evfdenced t,J;
f Based on observatiOn during tour an 07.0>16 at
' 6:30 PM, 1 of the 5 nursing units. 2 Potomac
Nursing Unit.had noevidence of staffing being
posted to Inform residents and visitor& of staff
names whoare onduty and their respective
assignments. This was also observed 0N.
01-0&-1e, a AM-4 PM.01-01-1e, a AM-4 PMancl
07-08-16 ,BAM -3 PM.

On 07-08-16 at 8:30 AM, fntervfew with the

Director of Nutsfnn‘%evealed there was a posting
I-of the total NUMDEI and actual houts of both

licensed and unllcensed nursing staff directly
I responsible forresidentcare per shift. Thislsa
! fiat with numbers of staffand hours without any
namesorhoursthestaffwork. Thispostingwas
| evident next to the main elevator on the Terrace

Floorandthe1stfloora'nty. "l"herawasno

qJmonlhly r3.

post the Slafling assignmenl on the unll.

Z.How you,..Idantlfy OChur rnfdenlll having
the pollllllallo ballffictlcl by the HffI8 dellc:lant
pniclk:a and'Mlltcomtellveecdaftwlllilielllutn?
The Dnctar of Quality AAlnnt:acompletad 111
aulll of staffing being posted an lhe 5lfttsatthe
tmelllltthedelidentpradlce WU brought IDlhe
DfreclOr of NursIng'a attenllon and 2 Potomac stalling
ixlflsltl:orrected and polled GUIlidlt olfie nura{ng
allon.

3. What moaurn wtlbe putinto plfice or What
ayatemlc cflangoe you wlll malcato ensuroUnit
tho deficient practice doos nol recur?

i:>ncto, of Nining In-lerviced millgffl
andlUJMIMSonl onposingoftlIffingassignment
on lhe unh. The Olredar af Mining .u0,deslgnee
-alMervlce ihallcansed runes on poslblg of
IlIfling Qllgnmat ontheunHa. lIHerw:eswlibe
complete as ol 1-3-18.

4. Howtha COJIK1MI acdDn(1) wlJ be monltan,d
toensur.lhl1dllflclantpnaClJcawflinotNcvr, Le.,
wll8I quality aaunmce proaram WIIINI putinto
place?

The Dlreclaral Nursing ordalgnn™111 conduct
randomaUdllaafposUngr,fltaffingIllignmerd an
IheWliiaensurfng oompllance. FIndilgaWIlbe
Nlpaited 1O fadlllyQually Aluance COnmttae

STAIEFOAM

078Y11

IrCOllifnuldia llleet 8 oil
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S188

S6075t 10.07.09.09 B Res Bli of RIghts;Imp!em, posting

| Continued From page 8

posting of the staff names and thelr assignments
thatwere visible tovisitors andresidents an this

uni. Asmaunotice was|nside the nursing station
behind the chan rack that needed to be moved to

| beableto read the sc:hedule. Th!Swasnoteasily
.J accessible to visitors or resldetlts.
L]

: The facility is not in compliance with COMAR
1'10.07.02.48

.0€ Implementation Of Residents' BiU of Rightd

A nursing facility sl;taU: .

B. Post conspicuously in a public place
accessibre to residents:

| (1) The Residents' Blii of Rights In large, clea
: readable type;

(2) The nursing facmty's complaint proceduresin
large, clearty readable type:

(3) Thenursing facility's statement of deficiencies
forthe mostrecentsurveyandany subsequent
complaintinvesligatlonaconducted federal or
State surveyors and any plans of carrection In
effect with respect to the survey or complaint
Investigation findings: and

(4) Signs provided by the Department to notify the
visiting public and residents:

(@) That complaints may be madeto the

I Department or to the Office,

(b) How ta report an Instance of abuse of a
resident to the Department. the Office, orlaw
enforcement agencies, and

(c) How to file a complaint with State agencies
and client advocacy agencies, such as the
Ucensing and Certification Adminlstralian. the
Office onAging, the Older Americana Act Legal
Selvices ptOYiders, the Ma,vtand DISabllffles Law
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Center, stale Medicaid Fraud Unit, and the Legal
Aid Bureau, Inc.:

This Regulation Is not met as evidenced by;
Refer to CMS 2587
'F 167

t«<, Qe '
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0(4)10 SUMMARY STATEMENT OFDEFICIENC11:S ID PROVIDER'SPI.ANOFCORRECTION Clts1
PREFIX (EACHDEFICIENCY MUSTBEPRECEDEDBY FIA.L PREFIX (EACHCORRECTIVE ACTION SHOUt.O Be COMPIETION
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ThisPliln ofcorrection Isp,e red and executed because It
F 000 INITIAL COMMENTS F 000 Is required11V theprovisions of theState and Federal
reguliltlons 1nd not because The Village ,t Rock11Hle il&rffS
withtheaneptlons andcltallonslistedon the statement ol
On February 17, 2016, as survey was Conduc_ted deficiencies. TheVillageatRockllllemaintainsthatthe
at this facility by the Office of Health Care Quality alleged deficiencies donot, tndilllduaHv andcoltectlliely,
to investigate a fac|||ty reported Incident Jeopardlie thehealthand saf(-;ty ofthe resldgnls, norare
MO000096301. The survey activities consisted of theyofsuchcharacteraslo limltourcapacitytorender
. ) . , . P adequatecareaspru:rlbedbyregulallon. ThisPlanof
Obse_rvat'on of re_3|dents_ behav'or _and facility staff Correction shaU operate as The Vliiage at Rocklllile's wrllten
practices, Interviews with the facility staff and crediblei!Uegatlon ofcompliant&. By Submitting thisPlan
review of residents' medical records. The ofCorrection, The Village atRockvllle doesnotadmit to the
following deficiency is the result of this visit. nccurictofdeficiencies. ThisPlanofCorrectionisnot
meant to establish any standard of care, contract,

" - obllptlon, or posltlon, and TheVilllge atRodcvllle, re$erve
ﬁl(\j/gglt?gnaatg)é C'?'mglgm’t/g/lyoggor?gﬁ?jg r\lqllafils a,l,l,rlights toraise all poss!ble contentions and defenses In
noncompliaﬁce with Federal or State civil or criminBI claim adlon or proceeding.
requirements that were reviewed in relationshfp to
this complaint

F 514 483.75(1)(1) RES F 514 Corrective ntlon for resident affected : 4/15/16
SS=B RECORDS-COMPLETE/ACCURATE/ACCESSIB Client111wasassessed by Physicians and RN nurse

LE managerillndno negatllle outcome orfurther concerns

werenotedasareS1.lltofthelncklentnothavingthe

- L . correctdaterecorded and ornofurtherdocument11tion

Thg faC|I'|ty must maintain clinical records on each from daughter rqarding hernot reporting btulse
residentin accordance with accepted professional when she flllt observed.
standards and practices that are complete;
accurately documented: readily accessible; and Identification of others with thepotent tobe
systematically organized. affected: _

Dirl!Clorof Nursingcompleted anauditol faclUl'{
The clinical d . ffici reported Incidentsto Maryland Department of Health
. ec 'n'_ca recor _mUSt Com_a'n S.u icient and Mentaltfyglene submitted Infastthlltfdavs
|nf0rmat|on to |dent|fy the FESIdent, a record Of the to ensure date | t an a||eged Incident occurred was
restdent's assessments; the plan of care and correctly documented and that statements from
services provided; the results of any partiesinvolved were documented
preadmission screening conducted by the State; GueSt and Residents Involved In fadllty self reports
and progress notes have the potential to be affeded,
This REQUIREMENT is not met as evidenced
by:

Based on suNeyor review of the clinical records
and interview of the facility staff, it was
determined the facility |\_tafffailed to accurately
TITLE (X@) QATE

Any deficiency stal nl ending with anasterisk (1 denotes « dericlency lllllich the Institution may be excused from correcting providing it Is Ifelermlfed that
other safeguards prbvide sufficient protection lo the patients. (Sea InswcUom.) Except for nursing homel, the findings slated abolle are disclosable 90days
following Ihe dale of surwy whether or notaptand correction is ptOlllded. Fornursing homes, Ihe above findings and plans of correction ere diSCIOsable 1,
days following thedate lhese documentl aremade available to the facility. If deficiendas arecited, anappl'0¥8d plan ofcorrection Isrequlsite tocontinued
program palilicipalion.
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document Information related to a facility reported
incident for resident #1. This finding was evident
for 1 of 3 residents selected for review during this
complaint survey andrelates to afacility reported
incident MO00098301. The findings Include:

On 02-17-16, review of the facility reported
incident MD00096301 involving resident #1
revealed that the date entered for the date of the
incident was 10-01-15. This is the date placed on
the self report sent to the Maryland Office of
Health Care QuaHty on 10-07-15, 6 days later.

Further review of the investigation revealed that
staff interviews and assessment for resident #1
took place on 10-06-15 and 10-07-15. This is
considered a delay in reporting the incident.

On 02-17-16 at 12 noon, interview with the
Director of Nursing (DON) revealed that the
Incident was reponed to staff on 10-06-15 on the
evening shift, but resident #1 reported it had
occurred a few days prior. The staff member
completing the report placed the date as
10-01-15. a few days prior due to the residenrs
statement This is Inaccurate documentation
The date that the Incident is reponed to staff is
the date of the Incident and the other information
about the time of occurrence is placed in the body
of the complaint. The exact date the resident was
referencing was unknown.

In addition, further review of the self report
revealed resident #1's daughter noted she had
seen a bruise a few days earlier. There is no
further documentation about Interview with the
daughter andwhy the bruise was notreported.

On 02-17-16 at 3 PM interview with the DON

IX4JID SUr.HAAY STATEMENT OF DEFICIENCIES 10 PAOWSER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDEO €V FULL PREFIX (EACHCOAAECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REF ENCED TO IlIEAPPROPRIATE DATE
DEFICIENCY)
. Measures to t ice:
F 514 Continued From page 1 F514 pm.ent reoccurrerice

Dlirtctor of NIIt$Ing Inesel\'ked nurse INM8ffl

and supervisors on aa:uratetv complltlns

facmty repo,u, placingemphasison limellne of

date of occurrence and obtaining detailed InttrYlews.
To ensure that the hllhest practlcal care IS being
Rendertdtoourluest/residents, Director of Nursinaand
orTheQuality Assurance Director willcomplete

an auellt of facility self reports, ensurtna t t reports
have correct dates11$ted andintet"lllew statements
from en parties Irwolwd In allegation.

MonllorlIl'licorrtctivelction:

Quality Assurance Director wtllconduct random
audits of facUity seffreporutoensure acwrate clites
and documematlon Iscompk!ted.

Findings will be reported to facUlty quality assurance
committee monthly x3
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F 514 Continued From page 2 F 514
revealed theresident repealed different stories of
wh t occurred to family members and other staff.
However, this information about changing the
story of the incident was not documented.
Information thatwas obtained fromothersources
such as family to assiSt in the determination of
\he outcome of the incldenl was never
documented inthe clinical record orinvestigation
Information provided to the state.
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On February 17, 2016. as survey was conducted
at this facility by the Office of Health Care Quality
to investigate a facility reported Incident
MDO000096301. The survey activities consisted of
observation of residents’ behavior and facility staff
practices, Interviews with the facility staff and
review of residents' medical records. The
following deficiency is the result of thisvisit

Additionally complaint MO00097340 was
investigated. ThJs survey did not identify
noncompliance with State requirements that were
reviewed in relationship to this complaint.

S$1090 10.07.02.20 Clinical Records

.20 Clinical Records.

A Records for all Patients. Records for all
patients shall be maintained in accordance with
accepted professional standards and practices.
B. Contents of Record. Contents of record shall
be:

(1) Identification and summary sheet or sheets
Including patienfs name, social security number,
armed forces status, citizenship, marital status,
age, sex, home address, and religion;

(2) Names, addresses. and telephone numbers
of referral agencies (Including hospital from which
admitted), personal physician, dentist, parents'
names or next of kin, or authorized
representative;

(3) Documented evidence of assessment of the
needs of the patient, of establishment of an
appropriate plan of initial and ongoing treatment,
and of the care and services provided;

(4) Authentication of hospital diagnoses
(discharge summary, report from patient's
I_tll_nding physician, g\_transfer form):

S1090 Please Nnif,__PoCfor FS14
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(5) Consent forms when required (such as
consent foradmlnlStering Investtgatlonaldrugs.
for burial arrangements made in advance. for
release of medical record Information, for
handling of finances);

(6) Medical and social history of patient:

(7) Report of physical examination;

{8) Diagnostic and therapeutic orde rs:

(9) Consultation reports:

(10} Observations and progress notes:

(11) Reports of medication administration,
treatments, and clinical findings;

(12) Discharge summary Including final diagnosis
and prognosis;

(13) Discipline assessment: and

(14) Interdisclplnary care plan.

C. Staffing. An employee of the facility shall be
designated as the person responsible for the
overall supervision of the medical record service.
There shall be sufficient supportive staff to
accomplish all medical recordfunctions.

D. Consultation. Ifthe medical record supervisor
is not a qualified medical recordpractitioner, the
Department may require that the supervisor
receive consultation from a person soqualified.
E. Completion of Records and Centralization of
Reports. Current medical rec:Qrds and those of
discharged patients shall be completed promptly.
All clinical information pertaining to a patienrs
stay shall be centralized in the patienrs medical
record.

F. Retention and Preservation of Records.
Medical records shall be retained for a period of
not less than 5 years from the date of discharge
or, In the case of a minor, 3 years after the
patient becomes of age or 5 years. whichever is
longer.

G. Current Records-locationand Fac:ilities. The
facility shall maintain adequate space and

STATE FORM — 0.19411 If corlbooabe)n Sheel 2 of 3
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equipment. convenienUy located, to provide for
efficient processing of medical records
(reviewing, Indexing, filing, and prompt ,etrieval).
H. Closed or Inactive Records. Closed or Inactive
records shallbe filed and stored in asafe place
(free from fire hazards) which provides for
confidentialityand, when necessary, retrieval.
This Regulation isnotmetas evidenced by:
Refer to CMS 2567
F514
FCQ
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