
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 
 

 

Regency Care of Silver Spring 

9101 Second Avenue 

Silver Spring, MD 20910 

 

 
Characteristics: 

¶ Limited Liability  Corporation with 92 beds 

¶ Legal Business Name ï Regency Care of Silver Spring LLC 

¶ Owner/Operator ï Steven Womack and Melvin Woodward 

¶ www.regencycaresilverspring.com 

As of March 2021, Regency Care of Silvery Spring, LLC is listed by the Centers for Medicare 

and Medicaid Services as a one-star facility on a scale to five at www.medicare.gov. 
 

 

 

 

 

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 Regency Care of 

Silver Spring in Silver Spring, MD. Periodically they do inspections as complaint surveys 

which should be public record. 

I 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. 

mailto:jdowney@jeffdowney.com
http://www.regencycaresilverspring.com/
http://www.medicare.gov/


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/ohcq/docs/complaint_form.pdf) 

2) Fax : 410-402-8179 

3) Online - https://fs30.formsite.com/OHCQ/OnlineComplaintForm/index.html 

Having already researched Regency Care of Silver Spring in Silver Spring, MD and obtained 

FOIA responses, I 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 NPls. 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 000 Initial Comments S000 

 
On September 9, 2020 the Maryland Department 

of Health's Office of the Inspector General 

notified the Office of Health Care Quality that a 

review was conducted regarding your facility's 

compliance with the State requirements for 

nursing homes to complete universal testing. The 

Assistant Inspector General reported that your 

facility did not meet these requirements. 

 

S 10 10.07.02.09 A-B Administration and Resident I s 100 

Care 

 
.09 Administration and Resident Care. 

 
A. Responsibility. 

 
(1) The licensee shall be responsible for the 

overall conduct of the comprehensive care facility 

or extended care facility and for compliance with 

applicable laws and regulations. 

 
(2) The administrator shall be responsible for the 

implementation and enforcement of all provisions 

of the Patient's Bill of Rights Regulations under 

COMAR 10.07.09 . 

 
B. Delegation to Administrator. 

 
(1) The licensee, if not acting as an administrator, 

shall appoint as administrator a responsible 

person who is: 

 
(a) Qualified by training and experience; and 

 
(b) Licensed by the Board of Examiners of 

Nursing Home Administrators for the State. 

 
(2) The administrator shall: 

I 
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(a) Be responsible for the control of the operation 

on a 24-hour basis: and 

 
(b) With the exception of §8(3) of this regulation, 

serve full-time. 

 
(3) With the Department' s approval, an 

administrator may serve on a less than full-time 

basis for a maximum of two nursing facilities, one 

of which shall have a licensed capacity of 35 

beds or fewer. 

 
(4) The Department shall consider the following 

factors when deciding whether to approve an 

administrator to serve on a less than full-time 

basis: 

 
(a} Geographic location of the facilities; 

 
(b) Ownership of the facilities; 

 
(c) Organizational structure of the facilities; 

 
(d) Size of the facilities; and 

 
(e) Background and experience of the 

administrator. 

 
 
 
 

 
This Regulation is not met as evidenced by: 

Based on review of the information provided by 

the Maryland Department of Health, Office of the 

Inspector General, the facility failed to complete 

universal testing as required by the Governor and 

the Secretary of the Maryland Department of 

Health during a declared State emergency and 

healthcare pandemic. This deficient practice was 

S 100 
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cited on September 9, 2020. 

The findings include: 

 
This requirement was authorized by the 

Governor's executive order issued during a 

declared State emergency and healthcare 

pandemic on April 29, 2020, pursuant to the 

Public Safety Article and other legal authority, in 

which executive order by the Governor authorized 

the Secretary of the Maryland Department of 

Health to issue directives requiring each nursing 

home to increase testing of residents and staff for 

COVID-19. The Governor also authorized the 

Secretary to issue such other directives as the 

Secretary deemed necessary, to monitor, treat, 

prevent, reduce the spread of, and suppress 

COVID-19 in and around Nursing Homes. 

Furthermore, the Governor ordered all nursing 

homes to comply in good faith with all applicable 

directives of the Secretary issued in accordance 

with the executive order, including without 

limitation, participation in all disease surveillance, 

treatment, and suppression efforts required by 

those directives. 

 
Under this authority, the Secretary issued a 

directive on April 29, 2020 mandating that nursing 

homes perform COVID-19 testing or permit 

COVI0-19 testing to be administered on residents 

and staff by the Maryland Department of Health, a 

local health department, or by designated 

Maryland Department of Health Response Team 

member(s). On June 19, 2020 the Secretary 

issued an amendment requiring all staff, 

volunteers and vendors who are in the facility 

regularly to be tested on a weekly basis for 

COVID-19 using a PCR assay type test pursuant 

to MDH guidance. According to the directive, 

"each facility shall be responsible for making 

S 100 
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appropriate contractual and financial arrangement 

for the testing of their staff, volunteers, and 

vendors." On July 24, 2020 the Secretary issued 

an amendment requiring, in part, for nursing 

homes to establish their own privately sponsored 

COVID-19 testing arrangements with laboratories 

by August 14,2020,and provide their plans for 

continued weekly testing of staff to MOH for 

review and approval. The Secretary then issued 

an update directing nursing home to submit these 

plans for approval to 

mdh.covidlabresults@maryland.gov. 

 
Each nursing homes obligation was and is to 

comply with these universal testing requirements. 

The failure to prove compliance results in the 

imposition of civil money penalties. The 

Governor's executive order, the Secretary's 

directive and subsequent amendments are 

attached. 

 
10.07.02.09 L Administration and Resident Care 

 
.09 Administration and Resident Care. 

 
L. Availability of Information. The administrator 

shall make available to the Secretary such 

information as may be requested to insure that 

the facility is meeting the requirements of these 

and other applicable regulations. 

 
 

This Regulation is not met as evidenced by: 

Based on review of the information provided by 

the Maryland Department of Health, Office of the 

Inspector General, the facility failed to complete 

universal testing as required by the Governor and 

the Secretary of the Maryland Department of 

Health during a declared State emergency and 

S 100 
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healthcare pandemic. This deficient practice was 

cited on September 9, 2020. 

 
The findings include: 

 
This requirement was authorized by the 

Governor's executive order issued during a 

declared State emergency and healthcare 

pandemic on April 29, 2020, pursuant to the 

Public Safety Article and other legal authority, in 

which executive order by the Governor authorized 

the Secretary of the Maryland Department of 

Health to issue directives requiring each nursing 

home to increase testing of residents and staff for 

COVID-19. The Governor also authorized the 

Secretary to issue such other directives as the 

Secretary deemed necessary, to monitor, treat. 

prevent, reduce the spread of, and suppress 

COVID-19 in and around Nursing Homes. 

Furthermore, the Governor ordered all nursing 

homes to comply in good faith with all applicable 

directives of the Secretary issued in accordance 

with the executive order, including without 

limitation, participation in all disease surveillance. 

treatment, and suppression efforts required by 

those directives. Under this authority, the 

Secretary issued a directive on April 29, 2020 

mandating that nursing homes perform 

COVID-19 testing or permit COVID-19 testing to 

be administered on residents and staff by the 

Maryland Department of Health, a local health 

department, or by designated Maryland 

Department of Health Response Team 

member(s). 

 
On June 19, 2020 the Secretary issued an 

amendment requiring all staff, volunteers and 

vendors who are in the facility regularly to be 

tested on a weekly basis for COVID-19 using a 

PCR assay type test pursuant to MDH guidance. 

S 160 
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According to the directive, "each facility shall be 

responsible for making appropriate contractual 

and financial arrangement for the testing of their 

staff, volunteers, and vendors." On July 24, 2020 

the Secretary issued an amendment requiring, in 

part, for nursing homes to establish their own 

privately sponsored COVID-19 testing 

arrangements with laboratories by August 

14,2020, and provide their plans for continued 

weekly testing of staff to MOH for review and 

approval. The Secretary then issued an update 

directing nursing home to submit these plans for 

approval to mdh.covidlabresults@maryland.gov. 

Review of the findings from the Maryland 

Department of Health's Office of the Inspector 

General reveal that the facility failed to complete 

universal testing as required under the 

Governor's and Secretary's Order and therefore 

the facility is not in compliance with the 

requirements of COMAR 10.07.02.09(L). 

 
10.07.02.33 A Infection Prevention and Control 

Program 

 
.33 Infection Prevention and Control Program. 

 
A. Infection Prevention and Control Program. The 

nursing home shall establish, implement, and 

maintain an effective infection prevention and 

control program that: 

 
(1) Investigates, controls, and prevents infections 

in a timely manner through a system that enables 

the facility to: 

 
(a) Analyze patterns of infected individuals; 

 
(b) Analyze changes in prevalent organisms; 

S 160 
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(c) Analyze increases in the rate of infection; and 

 
(d) Obtain surveillance data for the prevention 

and control of additional cases; 

 
(2) Determines the procedures, such as 

appropriate precautions, that are to be applied to 

an individual resident; 

 
(3) Maintains a record of infections in the nursing 

home and the corrective actions that were taken 

related to infections; and 

 
(4) Monitors and evaluates the: 

 
(a) Effectiveness of the infection prevention and 

control program by surveying rates of infection, 

especially infection rates that are significantly 

higher than usual; and 

 
(b) Effective implementation of the policies and 

procedures that are outlined in §E(1) of this 

regulation. 

 
 
 

This Regulation is not met as evidenced by: 

Based on review of the information provided by 

the Maryland Department of Health. Office of the 

Inspector General, the facility failed to complete 

universal testing as required by the Governor and 

the Secretary of the Maryland Department of 

Health during a declared State emergency and 

healthcare pandemic. For a summary of the 

applicable orders from the Governor and 

Secretary please see the deficiency cited at 

COMAR 10.07.02.09l. This deficient practice 

was cited on (Date Sha Brown/OIG Notified 

OHCQ). 

The findings include: 

S1410 
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Under this authority, the Secretary issued a 

directive on April 29, 2020 mandating that nursing 

homes perform COVID-19 testing or permit 

COVID-19 testing to be administered on residents 

and staff by the Maryland Department of Health, a 

local health department, or by designated 

Maryland Department of Health Response Team 

member(s). On June 19, 2020 the Secretary 

issued an amendment requiring all staff, 

volunteers and vendors who are in the facility 

regularly to be tested on a weekly basis for 

COVID-19 using a PCR assay type test pursuant 

to MOH guidance. According to the directive, 

"each facility shall be responsible for making 

appropriate contractual and financial arrangement 

for the testing of their staff, volunteers, and 

vendors." 

On July 24, 2020 the Secretary issued an 

amendment requiring, in part, for nursing homes 

to establish their own privately sponsored 

COVID-19 testing arrangements with laboratories 

by August 14,2020, and provide their plans for 

continued weekly testing of staff to MOH for 

review and approval. The Secretary then issued 

an update directing nursing home to submit these 

plans for approval to 

mdh.covidlabresults@maryland.gov. 

Universal testing of staff and residents was 

mandated to enable facilities to monitor, treat. 

prevent, reduce the spread of, and suppress 

COVID-19 in and around Nursing Homes. Under 

COMAR 10.07.02.33, a nursing home is required 

to establish, implement and maintain an infection 

control and prevention program .The infection 

Control and prevention program must have 

processes in place to control, and prevent 

infections in a timely mannerthrough a system 

that enables the facility to analyze patterns of 

infected individuals the rates of infection through 

monitoring the surveillance data. Universal testing 

S1410 
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of residents and staff is required to obtain the 

needed data to protect uninfected residents and 

staff from the spread of COVID 19 within the 

nursing home. Therefore failure to conduct 

universal testing represents a failure of the 

nursing home to comply with the requirement to 

have an effective infection control program as 

required by COMAR 10.07.02.33Based on review 

of the information provided by the Maryland 

Department of Health, Office of the Inspector 

General, the facility failed to complete universal 

testing as required by the Governor and the 

Secretary of the Maryland Department of Health 

during a declared State emergency and 

healthcare pandemic. For a summary of the 

applicable orders from the Governor and 

Secretary please see the deficiency cited at 

COMAR 10.07.02.09L. This deficient practice 

was cited on September 9, 2020. 

 
The findings include: 

 
Under this authority, the Secretary issued a 

directive on April 29, 2020 mandating that nursing 

homes perform COVI0-19 testing or permit 

COVID-19 testing to be administeredon residents 

and staff by the Maryland Department of Health, a 

local health department, or by designated 

Maryland Department of Health Response Team 

member(s.) On June 19, 2020 the Secretary 

issued an amendment requiring all staff, 

volunteers and vendors who are in the facility 

regularly to be tested on a weekly basis for 

COVI0-19 using a PCR assay type test pursuant 

to MOH guidan ce. According to the directive, 

"each facility shall be responsible for making 

appropriate contractual and financial arrangement 

for the testing of their staff, volunteers, and 

vendors." 
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On July 24, 2020 the Secretary issued an 

amendment requiring, in part, for nursing homes 

to establish their own privately sponsored 

COVID-19 testing arrangements with laboratories 

by August 14,2020, and provide their plans for 

continued weekly testing of staff to MOH for 

review and approval. The Secretary then issued 

an update directing nursing home to submit these 

plans for approval to 

mdh.covidlabresults@maryland.gDv. 

 
Universal testing of staff and residents was 

mandated to enable facilities to monitor, treat, 

prevent, reduce the spread of, and suppress 

COVID-19 in and around Nursing Homes. Under 

COMAR 10.07.02.33, a nursing home is required 

to establish, implement and maintain an infection 

control and prevention program .The infection 

Control and prevention program must have 

processes in place to control, and prevent 

infections in a timely manner through a system 

that enables the facility to analyze patterns of 

infected individuals the rates of infection through 

monitoring the surveillance data. Universal testing 

of residents and staff is required to obtain the 

needed data to protect uninfected residents and 

staff from the spread of COVID 19 within the 

nursing home. Therefore failure to conduct 

universal testing represents a failure of the 

nursing home to comply with the requirement to 

have an effective infection control program as 

required by COMAR 10.07.02.33 

 
10.07.02.34 Employee Health Program 

 
.34 Employee Health Program. 

 
A. The nursing home· s infection prevention and 

control program shall monitor the relevant health 

S1410 
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status of all employees, as it relates to infection 

prevention and control. The nursing home shall 

refer to the following guidelines in implementing 

its employee health program: 

 
(1) Guideline for Infection Control in Health Care 

Personnel; 

 
(2) Immunization of Health Care Personnel: 

Recommendations of the Advisory Committee on 

Immunization Practices (ACIP) and the Hospital 

Infection Control Practices Advisory Committee 

{HICPAC); and 

 
(3) COMAR 09.12.31. 

 
B. Tuberculosis Exposure Control. 

 
(1) The infection control program shall include a 

risk assessment program, including monitoring 

for tuberculosis infection for employees that is in 

accordance with the Guidelines for Preventing the 

Transmission of Mycobacterium tuberculosis in 

Health-Care Settings. 

 
(2) The nursing home shall ensure that 

employees may not provide services that require 

direct access to residents without documented 

evidence that the employee is free from 

communicable tuberculosis. 

 
(3) A new employee shall be assessed for risk of 

tuberculosis through: 

 
(a) A two-step tuberculin skin testing at the time 

of hire following guidelines referenced in the 

Guidelines for Preventing the Transmission of 

Mycobacterium tuberculosis in Health-Care 

Settings; or 

S1470 
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(b) An interferon-gamma release assay (IGRA) 

blood test. 

 
(4) The nursing home shall maintain written 

documentation of the following: 

 
(a) Results of tuberculin skin tests, recorded in 

millimeters of induration with dates of 

administration, dates of reading, results of test, 

and the manufacturer and lot number of the 

purified protein derivative (PPD) solution used; 

and 

 
(b) Any previous tubercuNn skin tests, chest x-ray, 

or blood test results, chemotherapy, and 

chemoprophylaxis that are the basis for certifying 

that the individual is free from tuberculosis in a 

communicable form. 

 
C. Measles, Mumps, Rubella, and Varicella. 

 
(1) The nursing home shall screen and maintain 

written documentation of each employee ' s proof 

of immunity to common childhood infections 

including measles, mumps, rubella, and 

chickenpox (varicella). Proof of immunity to these 

diseases shall be verified by: 

 
(a} Documented evidence of administration of 

vaccine; or 

 
(b) Laboratory evidence of immunity. 

 
(2) The nursing home shall require that 

employees who are not immune to measles, 

mumps, rubella, and varicella receive 

immunization for measles, mumps, rubella, or 

varicella, unless medically contraindicated or 

S1470 
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against the employee ' s religious beliefs. If the 

employee refuses to be immunized, the nursing 

home shall document the refusal and the reason 

for it. 

 
D. Hepatitis B. The nursing home shall require 

that all new employees receive immunization for 

Hepatitis B, unless medically contraindicated, 

against the employee ' s religious beliefs, or after 

being fully informed of the health risks of not 

being immunized. The nursing home shall inform 

all new and current employees of the health risks 

of not being immunized. If the employee refuses 

to be immunized, the nursing home shall 

document the refusal and the reason for the 

refusal. 

 

E. Influenza. 

 
(1) The nursing home shall require that all 

employees receive annual immunization for 

influenza, unless: 

 
{a) Medically contraindicated; 

 
(b) Against the employee' s religious beliefs; or 

 
(c) After being fully informed of the health risks 

associated with not receiving a vaccine, the 

employee refuses the immunization. 

 
(2) The nursing home shall: 

 
(a) Comply with Health-General Article, §18-404, 

Annotated Code of Maryland, regarding 

immunizations of employees; 

 
(b) Inform all new and current employees of the 

health risks of not being immunized; 

S1470 
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(c) Document refusals; and 

 
(d) Require that any employee who is not 

vaccinated with the current influenza vaccine 

wear a mask when: 

 
(i) Within 6 feet of a resident; and 

 
(Ii) During the influenza season as specified by 

the State ' s Prevention and Health Promotion 

Administration, based on influenza activity in 

Maryland. 

 
F. Pertussis. The nursing home shall: 

 
(1) Require that each new employee receive a 

one-dose booster immunization for pertussis, 

unless medically contraindicated or against the 

employee Å s religious beliefs; 

 
(2) Inform all new and current employees of the 

health risks of not belng immunized; 

 
(3) Document any refusals of immunization; and 

 
(4) Ensure that the immooization is given in the 

form of Tdap (tetanus, diphtheria, acellular 

pertussis) vaccine, in accordance with the 

guidelines prescribed in Immunization of 

Health-Care Personnel: Recommendations of the 

Advisory Committee on Immunization Practices 

(ACIP) and the Health Care Infection Control 

Practices Advisory Committee (HICPAC). 

 

 

 
This Regulation is not met as evidenced by: 

Based on review of the information provided by 

the Maryland Department of Health, Office of the 

S1470 
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Inspector General, the facility failed to complete 

universal testing of all available staff as required 

by the Governor and the Secretary of the 

Maryland Department of Health during a declared 

State emergency and healthcare pandemic. For a 

summary of the applicable orders from the 

Governor and Secretary please see the 

deficiency cited at COMAR 10.07.02.09L. This 

deficient practice was cited on September 9, 

2020. 

 
The findings include: 

 
Under this authority, the Secretary issued a 

directive on April 29, 2020 mandating that nursing 

homes perform COVIO-19 testing or permit 

COVID-19 testing to be administered on residents 

and staff by the Maryland Department of Health, a 

local health department, or by designated 

Maryland Department of Health Response Team 

member(s). On June 19, 2020 the Secretary 

issued an amendment requiring all staff. 

volunteers and vendors who are in the facility 

regularly to be tested on a weekly basis for 

COVID-19 using a PCR assay type test pursuant 

to MOH guidance. According to the directive, 

"each facility shall be responsible for making 

appropriate contractual and financial arrangement 

for the testing of their staff, volunteers, and 

vendors." 

 
On July 24, 2020 the Secretary issued an 

amendment requiring, in part, for nursing homes 

to establish their own privately sponsored 

COVID-19 testing arrangements with laboratories 

by August 14,2020, and provide their plans for 

continued weekly testing of staff to MDH for 

review and approval. The Secretary then issued 

an update directing nursing home to submit these 

plans for approval to 

S1470 
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mdh.covidlabresults@maryland.gov. 

Universal testing of staff and residents was 

mandated to enable facilities to monitor, treat, 

prevent, reduce the spread of, and suppress 

COVID-19 in and around Nursing Homes. Under 

COMAR 10.07.02.34, a nursing home is required 

to establish, implement and maintain an infection 

control and prevention program that monitors the 

health of employees as it relates to infection 

control. Universal testing of all available staff is 

required to obtain the needed data to protect 

uninfected residents and staff from the spread of 

COVID 19 within the nursing home. Therefore 

failure to conduct universal testing of all available 

staff represents a failure of the nursing home to 

comply with the requirement to have an effective 

employee health program as required by COMAR 

10.07.02.34. 
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I InitialComments 

 
ACOVID-19 Focused Emergency Preparedness 
Survey was conducted by the Office of Health 
Care Quality as part of the Focused Infection 
Control Survey at this facility from June 15, 2020 
and June 17, 2020. The facility was found to be in 
compliance with 42 CFR §483.73 related to 
E-0024 (b)(6). 

I INITIAL COMMENTS 

 
ACOVID-19 Focused Infection Control Survey 
was conducted at this facility on June 15, 2020 - 
June 17, 2020, by the Office of Health Care 
Quality to investigate complaints MD00153131 
and MD00153044.  Surveyor conducted onsite 
survey activities on June 15, 2020. The licensed 
bed capacity for this facility is 92, the resident 
census at the start of the survey was 42, and 
there were 3 residents included in the sample. 
Survey activities consisted of a review of medical 
records, facility documentation, interviews with 
staff, family members, and observations of 
residentand staff practices. Administrative 
reports and facility policies and procedures were 
also reviewed. 

 
The facility was in substantial compliance with 42 
CFR §483.80 (Infection Control), 
Subpart-B-Requirements for Long Term Care 
Facilities. In fact, based on observations, 
interviews, and record reviews it was evident that 
the facility properly implemented infection control 
practices to prevent COVIO-19 and followed 
infection control safety practices and guidance 
recommended by the Centers for Medicare and 
Medicaid Services (CMS) and the Centers for 
Disease Control and Prevention (CDC,) during a 
COVID-19 pandem ic. 

 
E 000 

 
 
 
 
 
 

F 000 
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I Continued From page 1 

 
This survey did not identify non-compliance with 
Federal requirements that were reviewed in 
relationship to MD00153131 and MD00153044. 

 
COVID-19 (Coronavirus Disease 2019), is a 
disease caused by the coronavirus SARS 
-CoV-2. COVID-19 spreads from person to 
person, mainly through respiratory droplets 
produced when an infected person coughs or 
sneezes. 
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s OOOI Initial Comments 

 
A COVID-19 Focused Infection Control Survey 
was conducted at this facility from June 15, 2020 
- June 17, 2020, by the Office of Health Care 
Quality to investigate complaints MD00153131 
and MD00153044. Surveyor conducted onsite 
survey activities on June 15, 2020. The licensed 
bed capacity for this facility is 92, the resident 
census at the start of the survey was 42, and 
there were 3 residents included in the sample. 
Survey activities consisted of a review of medical 
records, facility documentation, interviews with 
staff, family members, and observations of 
resident and staff practices. Administrative 
reports and facility policies and procedures were 
also reviewed. 

 

The facility was in substantial compliance with 
10.07.02.33 (infection control) of COMAR 
requirements for Long Term Care Facilities. In 
fact, based on observations, interviews, and 
record reviews it was evident that the facility 
properly implemented infection control practices 
to prevent COVID-19 and followed infection 
control safety practices and guidance 
recommended by the Centers for Medicare and 
Medicaid Services (CMS) and the Centers for 
Disease Control and Prevention (CDC), during a 
COVID-19 pandemic. 

 

This survey did not identify non-compliance with 
State requirements that were reviewed in 
relationship to MD00153131 and MD00153044. 

 

COVID-19 (Coronavirus Disease 2019), is a 
disease caused by the coronavirus SARS 
-CoV-2. COVI0-19 spreads from person to 
person, mainly through respiratory droplets 
produced when an infected person coughs or 
sneezes. 
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I INITIAL COMMENTS 

 
On March 20, 2020 an off-site survey was 

conducted to review the facility's plan of 

correction for deficiencies that were cited during 

the survey ending February 6, 2019. Survey 

activities included the review of the facility's plan 

of correction and credible evidence. 

 
Effective March 20, 2020, the facility was 

determined to be in compliance with the 

requirements of 42 CFR Part 483, Subpart B, 

Requirements for Long Term Care Facilities. 
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correction for deficiencies that were cited during 

the survey ending February 6, 2019. Survey 

activities included the review of the facility's plan 

of correction and credible evidence. 

 
Effective March 20, 2020, the facility was 

determined to be in compliance with the 

requirements of 42 CFR Part 483, Subpart B, 

Requirements for Long Term Care Facilities. 
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I INITIAL COMMENTS 

 
On February 6, 2020, the Office of Health Care 

Quality conducted a survey at this facility to 

investigate five complaints. Survey activities 

consisted of observations of staff practices: 

interviews with residents, complainants, and 

facility staff; and the review of residents' medical 

records, administrative records, and resident care 

policies. 

 
All five complaints (MO00145623, MO00148783, 

MD00148887, MD00149432 and MD00150125) 

were unsubstaniat ted. 

 
This survey identified noncompliance with 42 

CFR Part 483, Subpart B, Requirements for Long 

Term Care Facilities. 

Notify of Changes (Injury/Decline/Room, etc.) 

CFR(s): 483.10(g)(14)(i)-(iv)(15) 

 
§483.10(gX14) Notification of Changes. 

(i) A facility must immediately inform the resident; 

consult with the resident's physician; and notify, 

consistent with his or her authority, the resident 

representative(s) when there is- 

(A) An accident involving the resident which 

results in injury and has the potential for requiring 

physician intervention; 

(B) A significant change in the resident's physical, 

mental. or psychosocial status (that Is, a 
deterioration in health, mental, or psychosocial 

status in either life-threatening conditions or 

clinical complications); 

(C) A need to alter treatment significantly (that is, 

a need to discontinue an existing form of 

treatment due to adverse consequences, or to 

commence a new form of treatment); or 

(D) A decision to transfer or discharge the 

 
FOOD 
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I Continued From page 1 

resident from the facility as specified in 

§483.15(cX1)(ii) . 

(ii) Wien making notification under paragraph (g) 

(14Xi) of this section, the facility must ensure that 

all pertinent information specified in §483.15(c)(2) 

is available and provided upon request to the 

physician. 

(iii) The facility must also promptly notify the 

resident and the resident representative, if any, 

when there is- 

(A) A change in room or roommate assignment 

as specified in §483.10(e)(6); or 
(B) A change in resident rights under Federal or 

State law or regulations as specified in paragraph 

(e)(10) of this section. 

(iv) The facility must record and periodically 

update the address (mailing and email) and 

phone number of the resident 

representative(s). 

 
§483.10(9)(15) 

Admission to a composite distinct part. A facility 

that is a composite distinct part (as defined in 

§483.5) must disclose in its admission agreement 

its physical configuration, including the various 

locations that comprise the composite distinct 

part, and must specify the policies that apply to 

room changes between its different locations 

under §483.15(c)(9). 

This REQUIREMENT is not met as evidenced 

by: 

Based on surveyor review of the clintcal record, 

interview of resident representative and the 

facility staff, it was determined that the facility 

staff failed to notify 1 of 5 residents' 

representative when there was a change in 

resident weight (Resident #1). 

 
The findings include: 
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I Continued From page 2 

 
This finding was identified during the investigation 

of Complaint #MD00148887. 

 
On 02-06-2020 at 1:30 PM, surveyor interview 

with Resident #1's representative revealed that 

on 10-1S.2019 at around 4:40 PM, he/she 

observed that Resident #1 had lost weight and 

did not recall anyone calling him/her about the 

resident's weight loss. 

 
On 02-06-2020 at 2:00 PM, a review of Resident 

#1's clinical record revealed that the resident 

weighed 141 lbs on 08-28-2019. Further review of 

monthly weight record revealed that the resident 

weighed 129 lbs on 09-25-2019. This was a 

significant weight loss of 12 lbs in 28 days. There 

was evidence in the clinical record that the facility 

dietitian had identified the weight loss and 

measures were put in place to address's resident 

#1's weight loss"s. However, there was no 

evidence that Resident #1's primary physician or 

the resident's representative were notified of the 

change in the resident's weight. 

 
On 02-06-2020 at 3:00 PM, surveyor interview 

with the dietitian revealed that he/she identified 

Resident #1's weight loss when he/she revived 

the weekly weights log. The dietitian stated that 

the resident's diet was changed and protein 

supplements were added to the resident's diet. 

 
On 02-06-2020 at 3:30 PM, surveyor interview 

with the unit manager revealed that per facility 

policy nursing were required to notify the dietitian, 

the primary physician and the resident's 

representative when there were weight changes. 

The notifications were to be documented in the 

resident's clinical record. 
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On 02-06-2020, at 4:10 PM, an interview with the 

administrator and the unit manager revealed no 

new information. 
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S60951 10.07.09.09 F Res Bill Rights;lmplem,inform legal 

repres 

 

.09 Implementation of Residents' Bill of Rights. 

A nursing facility shall: 

F. Inform the resident and the appropriate legal 

representative, or interested family member, and 

promptly consult with the residenfs physician if 

any of the following incidents occur: 

(1) An accident involving the resident which 

results in injury; 

(2) A significant change in the resident's physical, 

mental, or psychosocial status; 

(3) A need to alter treatment significantly; or 

(4) A decision to transfer or discharge the 

resident from the nursing facility; 

 
 
 
 

This Regulation is not met as evidenced by: 
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s 0001 Initial Comments 

 
On February 6, 2020, the Office of Health Care 

Quality conducted a survey at this facility to 

investigate five complaints. Survey activities 

consisted of observations of staff practices; 

interviews with residents, complainants, and 

facility staff; and the review of residents' medical 

records, administrative records, and resident care 

policies. 

 
All five complaints (MD 00145623, MD 00148783, 

MD 00148887, MD 00149432 and MD 00150125) 

were unsubstantiated. 

 
This survey identified noncompliance with 

10.07.02 of COMAR requirements for Long Term 

Care Facilities. 
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F 000I INITIAL COMMENTS FOOO 
 

The following deficiencies are the result of the 
annual survey conduc:ted by the office or Health 
Care Quality on June 10, 11, 12, 13, 17 and 18, 

2019 to datennlne the facllity"1 compUance with 
MedlcarelMedlcald requirements. Suivay 
aetivities consisted of a review of 25 residents' 
records, observation of resident care and staff 
practices, interviews of residents, residents' 
family members, the ombudsman, and facility's 
staff. 

Addllonally, admlni8tratlve records and nt 

care polcfes were reviewed. 
 

In addition to slandard survey protocol&, 
complaintS #M00013M54, #M000140173, 

,  #MD0014128, and t1M000141134 and faclflly 
' reported incidents #M000138826, 

#MC001'41556. In addltlon, another facilly 
! reported Incident was provided to the survey team 
i and reviewed. 

' The facility Is &ensed for 92 comprehensive 
beds. At time of this survey the facll census 
was83beds. 

F SeH-Oetemmation 
SS=E CFR(s): 483.10{f)(1H3)(8) 

I 
I 
§483.10(f) Self-4etermination. 

i The resident ha& the right to and the fealty must 
I promote and facflllate resident self-determination 
thraugh support of resident choice, Including but 
not limited to the rights spedfied fn paragraph& (f) 

1 (1) through (11) of this section. 
 

§483.10(t)(1) The resident has a right to choose 
activities, schedules (including sleeping and 
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waking times), health care and providers of heallh 

care semces consistent with his or her Interests, . 
assessments. and plan of care and other ! 
appficable provisions of this part. 

§483.10(1)(2) The resident has a right to make 
I 

chOAS about aspects of his or her life fn the 
facility that are slgnlficant to the resident 

 
§483.10(f)(3) The resident has a right to interact 
with members of Iha community and participate In 
community activities both Inside and outside the 
facllity. 

 
§483.10(f)(8) The resident has a right to 
participate in other activities, including IOCial, , 

religious, and community activities that do not  f 
Interfere with the rights of other residents in the   i 

lty. . 

Thia REQUIREMENT Is not met as 8"11danced 't 
by: 
Based on surveyor review of the dlnical rec:on:I, 

surveyor observaUons and lnte,vlews with the 
resident's responalble party and fadlily staff, it 
was determined that the facility failed to en.ure 
residents' righls of choice. This f111dfng was 
evident for 2 or 2 residents Hl1cted for the 
Choice review. ( #72, 146) The findings Include: 

I1. On 06-11-19, surveyor review of the cllnlcal 

I record for resident #72 revealed that. in April 

I 2019, lhe resident was hospftaliz.ed for chtonlc 
anemia (laW blood count). Further review 
revealed thal the resident was a Jehovah 
Witness and the resident's responsible 
party/sum,gate dedslon maker refused for the 
resident to receive any type of blood transfusions. 

However. review ol resident #72's Mary d 

F 5811 FS61 
There were no adverse actions 

due to this citation. Resident 

#72 MOLST did not reflect 

residents' responsible/pany 

surrogate decision·maker 

wishes to refuse any type of 

blood transfusion/products. 

The Medical Director contacted 

the responsible party/surrogate 

decision maker to confirm the 

choice to refuse any type of 

blood transfusion. The issue 

identified has been corrected Å 

on 7Å2Ŀ19. 

All residents in the faclllty have 

the potential to be affected by 

this deficient practice. An audit 

of 100"ofallMOLSTs has been 

completed and the Identified 

Issue has been corrected on 7- 

2al9. 
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MOLST (Medical Orders for Llf.Sustalnlng 
Treatment)" revealed that on 02-28-19, Iha 
attending physician documented a medical order, 
under lhe category for Blood Transfusion, that the 
ntsldent may recewe any blood product (whole 
blood. packed red blaad c:eUs, plasma or 
Å platelets) thal was medically Indicated. Maryland 
I MOLST is a portable and enduring medical order 
form covering options for cardiopulmonary 
resuscitation and other Rfe.sustaining treatments. 
The medtcal orders are based on the resldenfs 
wishes about medal treatments. 

On ()6.11-19 at 3:15PM, interview with the 
facility's rnedlcal director revealed that folow up 
contact with resident #72's assigned attending 
physfcian in Februa,y 2019 needed to be done. 
Further interview with Iha medical director at 4PM 
revealed lhat an error had been made on the 
02-2S.19 Malyland MOLST. The medical director 
contacted resident #72's surrogate decision 
maker who confirmed the ChOice for no use of 

blood transfusions secondary to lhe resident 
being a Jehovah Witness. 

FolloWing surveyor lntelVantlon, the medical 
director completed a conected Maryland MOLST 
and identiflecl the choice of Å0o not give any 
blood products". I 

'On  06-12-19 at 12PM, surveyor Interview with Iha i 

·  faciJity administrator end the Director of Nursing 1 

revealBd no addftlonal Information. 

 

 
2. Based on sur.,eyor review of Iha c1inlcal record. 
surveyor observations andinterviews with 
resident #48's famlly member and f ciily staff_._It_ 

F561 
The Medical Director will  inÅ 

service attending physlc1ans 

and nurse practitioners the 

process of reviewing and 

honoring the 

resident/responsible 

party/surrogate/klentifled 

dedsion-maker wishes. 

Social Services will complete 

weekly audits on new 

admissions and readmissions 

MOLST to ensure 

resident/responsible 

partv/surrogete/identified 

decision-maker wishes are 

honored. The results of the 

audits will  be brought to the 
QAPI meetings monthly for a 

period of 3 months. The QAPt I 
will  determine what. if  any 

 
additional Interventions are Å 

needed at the end of the 3- 

month period. 

I 
s-2-19 and On-soina 
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was determined that the facillty failed to ensure 
resident #48's cho!ce to receive showers. This 
finding was Identified during Iha invesllgation of 
complaint MD001 11 34. 

i On 08-10-18 at 3PM surveyor interview with 
resident #46's family member revealed that 

, regular visits to the resident are made by dlffe,ent 
family member&. During lhese . family I 
members have found the resident lncontinent of I 

urine and lhat staff had not provided personal I ' 
1 care to the resident In a timely manner. Further ·1 I 
I interview l'8YUled that the resident was I 
supposed to receive showers twice weekly per a 
schedule set far Wednesdays and Saturdays. 

1 

I 
However, there was no evidenca that the resident I 
had received showers secondary to the shottage I 
of staff avaRable to provide lhem. (Refer to F725 I I

 

l for addllfonal Information) 
Å
I 

l On 06-11-19 aurveyor review of the clinlc.al record f 
for resklen1 #46 revealed that the resident was 
dependant on staff assistance in an aspects of 
Å hlslhet personal care needs. Further nMaW 
i revealed that the resident was incontinent of 
I bladder and bowel at art times. 

!
I 

Surveyor Interview wllh LPN (l.ielnse,cl Practical 

Nurse) #5 on 08-11-19 at 11AM revealed that 
resident1146 19qufrecl maximal staff assistance 
for personal care needs, including bathing and 
transfer needS. In addition. the resident's family 
members were ve,y involved and visit dally. 

 
Revtew of the April. May and June 2019 GNA 
(Ger1atrfc Nunalng Alslstan1) documan1ation for 
resident 
#46's care needs revealed no documented 
evldenc.e that resident 146 had received shoWers 

FORM Cl'42587to2.. IJ PrevlCIUl -.lcN OIIIDlato !llll!llID:4H1011 Facillly ID:1IOCII H contrnuatlon &heel Paga 4 af 43 
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F 561 Continued From page 4 

on Che scheduled shower days identified for 
Mondays and Thursdays during the 7-3 shift. 
Further review revealed lhat assigned Slaff 
documented only that the resident had received 
bed baths on lhe a5111ned shower days, 

F561 

 
f 

On06-13-19 Interview wflh GNA #2 ravealed that 
many clays there is a shortage of S1aff, especlally 
among the GNA staff. Further lntaview revealed 
that durtng the 7-3 shift there may only be 2-3 
GNAs staffed for a unit with a census of 57-59 
residents. Many or the residents on assignments 
require total/dependent staff assistance in 
providing personal care needs. 

On 06Å17-19 al 2PM and 8PM, su,veyor Interview 
with the facllHy adminlsttalDr and the Director of 
Nursing revealed no additional information. 

F 608f 
SS=D 

 
 
 
 
 
 
 
 
 
 
 

t 

RapcNtlng of Reasonable Suspicion of a Crime 
CFR(s): 483.12(b)(5)(1)-(ili) 

 

§483.12(b) The facility must deVeJop and 
Implement written policies end proc:edlll8S that: 

 
§483.12(b)(5) Ensure reporting of crimes 
occurring in federan,,funded long-term care 
facil1ies In accardance with section 11508 of the 
Acl The pollcies and procedures must include 
but ana not limited to the following elements. 
(I) Annually notifying covered individuals. as 
defined atsection 1160B(a)(3) of the Act. of that 
individual's obligation to comply with the following 
repo,11ng requirements. 
(A) Each covered lndMdual sheu report to lhe 

State Agency and one or more law enforcement 
1

t entities for the poitical subdlviston In which the 
facility is localed any reasonable suspicion of a 
crime against anv Individual who is a resident of, 

f 808 F608 
 

Resident #47 did not have any 

adverse outcomes as related to 

this citation . No other 

resk:lents were affected. 

All Resfdents in the facility have I 
the potential to be affected by 

this citation. No other 

residents were Identified to be 
affected. 

,oiw CMS- ,...,.,  OllsalefO Even11D:o1H10U ,..,ID: 1500& If  c:ontlnuetion Åheel Page  5 ol 43 
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F 608 J Continued From page 5 

· or is receiving ca,a from, 1he facility. 
l8) Each covered Individual shall report 
Immediately, but not later than 2 hours after 
formlng the suspicion, If the events that cause the 
1usplcion result In serious bodily injury. or not 
later than 24 hours If the events that cause the 

f suspicion do not result ln serious bodily injury. 
(H} PcsUng a conspicuous notice of employee 
rights, as defined at section 1150B(d)(3) of the 
Acl I (iil1 Prohlblllng and preventing retaliation, 88 

F608 
 

Any allegation of abuse wm also 

be reported to the local law 

enforcement agency and it will 

be noted on the self -report 

document. 

AH self-report documents wlll I 
be reviewed by the 
Administrator to ensure . 

defined at seclion 11508(d)(1) and (2) of the Act j 
I This REQUIREMENT Is not met as evidenced 
;by, I 
1 hsad on dinlcal and admlntstrawe raa,rd 1 
jreviews and Interviews with facility staff and 
residents, it was determined lhat lhe facility failed 
ID notify local law   ment ofan alleged 

i employee to resldenl abuse Incident This finding 
1 was evident for 1 or 2 residents reviewed for 
abuse during the survey. The findings induded: 

 
On 06-10-19, suNeyor review of facfflty reported 
Incident #M000138628 revealed that resident t47 
reported to their family member on 03-29-19 that 

, a staff member was allegedly rough with them 
while providing personal hygiene care and 
allegedly hit lhefr hand and shoulder. The faciSlty 
Initiated an Investigation on 03-28-19 and 
suspended the alleged staff member. 

However, there was no evidence that the facmty 
notified the local law enforcement agency of the 

. abuse allegation. 

1 On OS.10-19 at 03:20 PM, surveyor Interview with 
the admlniatralor revealed no new Information. 

F 610 lnvesllgate/PrevanVConectAlleged VIOiation 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

F610 

compliance. These will be I 
reviewed as needed but at least . 

I 

monthly at the next QAPI · 

meeting. 

 
8-2-19 and On-soing 
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F610 F610 .I 
SS-0 CFR(s): 483.12(c)(2H4) 

I§483.12(c) in response to allegations of abuse., 

neglect, exploitation, or mlstl8atmenl, the facllity 
must 

 

, §483.12(c)(2) Have evidence that all alleged 

I violations are lhorougl'lly investigated. 

1 §483.12(c)(3} Prevent ful1her potential abuse, 
, neglect, exploitation, or mistreatment whle the 

, investigation Is in progress. 
I 

, §483.12(c)(4) Report the results of all 
investigations to the administrator or his or her 
designated represenlallve and to other afflclals In 
accordance with State law. Including to the State 
Survey Agency, within 5 working days of the 
incident. and If the daged violation ls verified 
appRJpriate correc:tive action must be taken. 
This REQUIREMENT is not met a& evidencad 

I by: 
Based on record and admJnlstrativepolicy 

I nwlews and lnteNiewl with faclity alaff, It was 
detennined that the fadllty failed to thoroughly 
Investigate facility reported incidents. Thfs ftndlng 
was evident for 2 of 2 residents reviewed for 

' abuse during the survey. (#71 and #47) The 

f findings include: 

1. These findings were identified during the 
Investigation of facility reported incident 

. #MD001415156. 

I0n 08-11-19 at 09:47 AM, surveyor lntefVlaw with 
resident #71 reveafed lhat he/she w.s treated 
roughly dUllng routine care bf faciflly staff. 
Resident stated that he/she had a bowel 

, movement during wound care and the staff 

FORMU42Sll(O(Z-> \MIOIIIOmalele  ID:4H1D11 

 
 
 
 
 
 
 

fl- 

#47 and #71 were affected by 

this deficient practice. \ 
All residents In this fllcDltv hive 

the potential to be affected bv 

this deficient practice. 

All allegations of abuse will be 

Investigated property wtth 

interviews with any of the staff 

members as necessary. 

ÅÅ There was no staff member 

who matched the alleged 

description of the employee. 

Leadership staff did try to 

identify the person, to no avail. 

All Self-reports/allegations of 
I
 

abuse will be investigated to 

include staff and resident 

Interviews as outlined in the 

re1u1ation. All reports will be 

reviewed by the Administrator 

to ensure compliance. Final 

Investigations will be brought to 

the QAPt meetings as 

necessary. 

 
8-2-19 and On-Going: 

I 
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F 610 1 Continued From page 7 

Å slapped his/her bullocks. Resident #71 stated 
i that this happened 8 week ago during the 
morning shift. On 06-11/19 al 10 AM, surveyor 
notified faclAty administrator about resident 
allegation. 

On 06-17-19 at 09:27 AM, surveyor review of the 
faalfty reported incident A4D00141656 record 
revealed that resJdent #71 was assessed and 
Interviewed by the social worker and the 
administrator about Iha alleged abuse. Further 
review of lhe incident record revealed 

, administrator', documentation Indicating that 
resident #71 could not describe the parson or 
give a date of the alleged Incident. 

TAG 

 

 
F610 

CROSS-ReFEAENCEO1'0 THE APPROPRIATE 
OEFICIENCY) 

 
 
 
 
 
 
 
 
 

 

I
I
 

I 
I 

t 

I 

Dll1R 

! 

However, review of social worker's investigation 
notes revealed that resident #71 reported to the 
socfal WOlker that the staff member who slapped 
hlslher buttocks was a nurse on d8'/ shift end tha1 

1 lhe staff m r wn a darker cx,mplexion, short. 
I wearing Upstick and glasses. The notes fwther 
I Indicated that the resident stated that staff 

member was a nurse and the person that givea I 
i the pills and not a nutslng assistant 
I 

Å There was no evidence In the facllty invesUgation 
Å that the facitity sllff lnteMewad any nurse on any 

shift nor did they try to identify a& staff member 
Å 1 lhal fit the descriplJon given by resident #71. 

I 
Å On 06-11-19 llt  1 PM, surveyor Interview with the 

'f administrator confirmed there were no interviews 
conducted with any staff members. No additional 
information was provided. 

 

2. These findings were identified during the 
Investigation of facility reported nt _ 
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F 610. Continued From page 8 

r #MD00138826. 
I 

On 06-10-19, surveyor review of facility reported 
incident #MD00138626 revealed that resident #47 
NtpOtted to their family member on 03-29-19 thal 

. a staff member was allegecly rough with them 
whffe providing personal hygiene care and 
allegedly hit their hind and shoulder. The facility 

· Initiated an investigation and suspended the 
1 alleged staff member. 

Surveyor review of the facility lnvestlgaUOn 
revealed that only the resident. resident #47's 
roommate, and lhe alleged staff member were 
Interviewed and abuse COUid not be substantiated 
based on those fnten,iews and physical 

assessment of the resident Review of Iha facfflty 
policy regarding abUse revealed facility prolGcol 
for the Investigation of alleged abuse, negrect, 
and exploltation Involves interviewing all 

witnesses separately, whichIncludes roommates, 
resident& in adjoining rooms, staff memberl In 

, Iha area, and visitors In the area. 

1 Th118 was no evidence that other people were 
lntervtewed to Investigate U1e resldenrs allegellon 
of abuse. 

I 

F610. 
' 

Surveyor review of the dinfcal record revealed f 
that on 03-29-19, staff perfonned a heed to taa 
assessment on resident #47 and there were no 
injuries noted. On 04-01-19. staff documented , 
that resident 1147 was obServed with a bruise to 
the back of their left hand. However, there was 
no further Investigation Into how the 1'8Sident may 

1 have acquired the bruise. 

On 06-1()..19 at 03:20 PM, surveyor inlelvfew with 
the administrator revealed lhe facJHty staff did not 

l'ORIA CM$-ZS17(D2-t9) PrNOUI \llflillnl a.ID l¥81111D:noon FaclblylD:150m If  contlnuatlan shlel Page 9 of 43 
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F 610 ConUnued From pagÅ 9 

Interview other residents, staff members, or 
visitors during thafr investigation. 

F 640 Encodlng/rransmitting Resident Assessments 
SSaB CFR(s): 483.20(f)(1r(4) 

§483.20(f) Automated data processing 
requirementÅ 
§483.20(f)(1) Encoding data. Wilhln 7 days after 
a faclfty completes a resident's assessment, a 
facitily must encode Iha following Jnfonnatlon for 
each resident in the faclity. 
(i) Admission assessment. 
(ft) Annual assessment updates. 
(iii) Significant change in status assessmenlS. 
(M Quarterly review assessments. 
(v) A &Ubaet of Items upon a resldenfs transfer, 
reentry, discharge, and death. 
(vi) Background (faCCHheet) information, if there 

is no admission assessment. 

§483.20(t)(2) Transmitting data. Within 7 days 
after a facility completes a rasidenfs e&sessment. 
a facility must be Qlpable of transmitting to the 
CMS System Information for each resident 
conla1ned In the MOS In a format that conforms to 
standard record layOuts and data dictionaries, 
and that passes standardiZed edits defined by 
CMS and the S1ate. 

§483.20(f)(3) Transmlttal requirements. WaNn 
: 14 days after a facilly completes a resldenrs 

assessment, a fac:ilily must electronically transmit 
, encoded, accurate. and complete MOS data to 

the CMS System, Including the following: 

F610 
I 
I 

F640l 
i 
1 

I 

F640 I 
There were no adverse actions 

due to this citation. Resident 

#2 MDS was immediately 

identified and modified to 

reflect the discharge status. 

Done on 6-17-19 

All residents upon discharge 

have the potential to be 

affected. AH other records of 

discharged residents were 

reviewed on 7-25-19 and none 

were found to be deficient with 

this citation. 

The MOS coordinator was in­ 
I
 

serviced on 7-25-19 by the 

Regional MOS Coordinator on 

accurate codins with transfer 

and discharged residents in the 

assessments. 

The MOS department wilt  . I 

conduct audits bi-weekly for 3 ' 
months to ensure compUance. 

 

 

: (IV) Significant corredion of pnor full assessment 
I - --- 

follow up. 
7Å25-19 and On-going 

fOllMCMs.2H7(0Ml)Pfol4oul,_...OIIIDlelll  Ewni1D:4H7011 Fedlil1ID: ,saaa If  continualfa,u tieet Paga toof 43 

Findings will be brought to the 

QAPI for review and further 
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F 640I Continued From page 10 
(v) Significant correction of prior quarterly 

assessmenl  
(vi) Quarterly review. 

(vii) Asubset or Items upon a residenfs transfer, 
reentry, discha,ge, and death. 

(viii) Background (face-sheet) infonnation. for an 
initial transmtssion of MOS data on reafdenl that 
does nothave an adrnissfon assessment. 

i 
; §483.20(f)(4) Data format. The fadlity must 
1 transmit data in the format specified by CMS or, 
, for a State wtlleh has an alternate RAI approved 

by CMS, In Iha format speclfled by the State and 
· approved by CMS. 

This REQUIREMENT is not met as evidenced 
by: 

Based on su,veyor l8Vlew of the clnlcal record& 
and staff interview, ft was determined that the 

. faewty staff failed to complete a discharge 
1 

assessment within 7 days as required. ThiÅ 
finding was evident In 1 of 2 residenls se1ecled ' 
for the resident assessment review. (#2). The 
findings include: 

jThe Minimum Dala Set (MDS) Is a mandated 

process for c:Onlcal assessment of an residents In 
Medicare or "1edieald cellified nursing homes. 
This pracass providesÅ comprehensive and 
accurate assessment af each resldanrs 
functional capacity and health status to assist 
nursing home staff In Identifying hea11h problems. 
Additionally, facinty must submit a MOS 
assessment wilhln 7 days upon a resldenfs, 
reentry, discharge or death. 

, On 06-17Å18 at 2:30 PM, surveyor review of 
. resident ffs c:linleal record revealed that resident 

. #2 wu discharged from the facfflty on- 

 
F640 
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on 08-17-19 revealed lhat resident #2 was still J 
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r DIFICIENCY) 

' i 
F 640) COnUnued From page 11 f F 640, 

HCMeVel', there was no documentatlon in the    I 
I 

MOS record to Indicate that the resident was  I 
discharged. surveyor ,evlew of resident fR. MOS f 

active he/ahe was discharged to the I hospltaf on The facility staff faffed to 
complete a discharge assessment for the 

resident Within 7 days of transfer as requirad. f 

On 06-17-19 at 3:10 PM, surveyor lntervfaw with I MOS coordJnator and Director of Nursing I 
 

revealed na additionsl fnformation. 
F 656 Develop/Implement Comprehensive Care Plan F 656 F&S& I , t 

ss,:.o CFR(s): 483.21(b)(1) There were no adverse actions. 

I§483.21(b) Comprehensive Care Plans due to this citation. A total 1 

! §483.21(b)(1) The facility must develop and house audit of all residents who I 
Å implement a comprehensive person-centered Å d 
, care plan for each resident, c.onsislenl with the have a Fall Risk Assessment an 1 

resident rights set fortt, at §483.10(c)(2) and to initiate the appropriate tare I  i 
1 §483.10(c)(3), that Includes measurable plan and interventions will  be I 

objecdves and timetrames to meet a resident's 
madlcal, nu,slng, and menlal and psychosocial ! done. 

needs that are Identified In Iha comp,ehenslve Å All residents have the potential } 
assessment The comprehensive ca,e plan must 
deSCribe the following Å Å to be affected by this finding. 

(i) The services that are to be furnished to attain / 
or maintain the relident'& hlghes pradlcab1e Unlt Manager or Supervisor will 
physlcai mental, and psyct,osoc,al weY-belllg as randomly audit all new Å required under §483.24. §483.25 or §483.40; and l 
(i) Any services that would otherwise be raquintd Admissions and quarter Y 

I
 

under §483.24, §483.25 or §483.40 but are not assessments of Fall Risks and ! 
provided due to the residenra exercise of rights necessary are plans will  be put 
under §483.10, indudlng the right to refuse Å 
treatment under §483.10(c)(6). into place. 

(iD) Any speciaOzed services or spedallzed 
rehabllltallve senrices the nursing facility wll  

pmvlde as a result of PASARR I 
I 

FOMICUS-2117(02.fll) ,,...VmllanlOIIIOIIII Ewn!ID:4H7011 FadllrID:1IODI If continuation lhtet Page 12 Of 43 
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F 656 I Continued From page 12 

recommendations. If a facUlly disagrees wllh the 
linaings of the PASARR, it must indicate Its 
ratlona!e In the res1c1enr1 medical record. 

1 (iv)ln consultation wrth the resident and the 
1 resJdent's reprnentative(s)- 

(A) The resident'& goals for admission and 
desired outcomes. 
(8) The raslllenfs preference and potential for 
future diseharge. Facilities must document 
whether the restdenfs desire to return to the 
community was assessed and any referrals to 
local contact agencies and/or other approprlata 

' entities. for this purpose. 
(C) Discharge plans In the comprehensive care 
Å plan, as apprgp1iate, In accordance with the 
: requirements set forth in paragraph (c) of this 
1 section. 
' This REQUIREMENT Is not met as evidenced 
by: 

Based on surveyor review of the cllnic81 record 
and facllty staff Interview, It was detennined that 1 

! the faclRty staff faffed to develop a comprehansiVe· 
resident centered care plan that addressed lhe 

1 
resfdenrs risk for falls. This finding was evident in 

1 
1 of 25 residents selected for review during lhe 

I survey. (#20). The findings included: 

II On 06-11-19 at 11:10 AM. surveyor interview with 
restdent #20 revealed that hellhe fell from the 

, bed a couple of weeks ago. Review af the dlnlcal 
record revealed lhat resident #20 was admitted tD 
the facility with multfpfe diagnoses Including. but 
not limited to. mulliple falls. 

Further record review revealed that a fallrisk 

F656i 
 

Weekly audits will be 

completed for 3 months and 

results reported to the QAPI 

monthly. 

The Director of Nursing Is 

responsible for monitoring for 

compliance. 

8-15-19 and On-Going 

assessment was done on Iha 

resident was admitlad. Tharlikiiiessment 
result Indicated that resident #20's rtsk for fall was 
very high. 

FORMCf.19.'-5e7(DNl)Pqvloul 0tlsallde Event ID:4H1011 Fara&ym: tlll08 If continuation at1ee1 Page 13ora 
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F 656I Continued From page 13 

Additional rec:ard review revealed nursing 
documentation on 05-18-19 that indicated that the 
resident wes observed lying face down beside 
his/her bed. 

 

However, lhere was no evfdence that the facility 
' devetaped a resident centered plan of care to 
address resident t20's high fall risk 1hat was 1 

Identified upon admission or the rasldenrs ! 
diagnosis of mufUple faDs. In addition, the facility I 
faHed to develop a care plan for fals after ffle i 
resident had fallen out of bed. I 

On 06-12-19 at 11:40 NI, interview wllh the II 
director of nu,slng (DON) revealed no new I 
information. _ 

F 8571care Plan 11mlng end Revision 

f 656 

 

 

 

 

 

 

 

 

 

 

 

 

 
F657 

SS-0 CFR(s): 483.21(bK2)(iHlii) 

§483.21(b) Comprehensive Care Plans 
§483.21(b)(2) Acomprehensive care plan must 
be- 
(1) Developed within 7 days after complellon of 
lhe comprehensive asses1menl 
(D) Prepared by an interdisdplinal)' team, that 
includes but Is not limited to- 
(A) The attending physician. _ 
{B) A registered ""'98 with responslbltity for the 

resident. I 
(C) A nurse aide with respanslbilty for the : 
resfd l !  
(0) A member ot food and nutrition services staff. 
(E) To the extent practicable, the pa,ticipatlon af 
the resident and lhe resident's representative(s). 
An explanation must be Included In a residenrs 
medical NCOrd If the pa,tlclpalion or the resident 
and 1"8lr 199ilent representative is determined 

 
F657 

 

Th re were no adverse actions 

due to this citation. Residents 

#20 and #46 were found to 

have care plan reviews 

completed timely. Allresidents 

identified wJthout scheduled 

care plan reviews timely have 

since been scheduled. 

 
 
 

 
. 
I 

FOAM (Q,ll)PrafGIIIVlf'llalllOIIGlelo !vent lD:4"701\ ,..,ID:150ll8 If continUlllon sheat Page 14 of 43 



PRINTED: 07/1812010 
FORM APPROVED DEPARTMENT OF HEALTH AND tlUMAN SERVICES 

 

I 

I 

I 
I 

I 

CENTERS FOR MEDICARE & MEDICAID SERVLC ES OMRN t  
STATEMENT OF DEFICIIMCIES 
MIO Pl»f OFCORRECTION 

(X1J PROVIDEMIUPPUERICUA 
ID&tfflFICATION  NUMIER! 

 
21l060 

AC).(2B)UMILUDLITHIPGL& CONSTRUCTION _ 

 
B.YMQ 

(X3) DATE SUfMiV 
COMPLfflD 

C 08118/20Jt 

NAME OFPROVID8'°" SUPPUER 

REGENCY CARE OF SILVER SPRING, LLC 

 
STREET ADDRESS. crry, STATE. ZIPCODE 

1111 SECONDAWNUE 

SILVER SPRING. MD 20910 

"'4>., I 
PREFIX 

TAG 

SUMMARY  STAlEIIEHT  01' DEl'ICENCIES  
(IACH DEFICIEHCY MUST 8! PRECEDED BY l'UU. 
REGUlATORYOR LSC mENTU'VINGtWORWJ'IONJ 

IO 
PREFIX 

TAG 

PROVID!R'S  PIAN OF CCARECTION 
(E'ACH CORRECTIVEACTION SHOULD 81: 

CROSS-REFERENCED TO 'SHEAPPROPIUATE WI  

Dl'ICIENCV)  
 

F 657 I Continued From page 14 

I not p,adlcabfe for the deve!apment of Iha 
residenfs care plan. 

· (F) Other appropriate 8taff or professionals in 
dlsdplinas as detennJned by lhe resident's needs 
or as sequested by the resident. 

F657 

 

! 

 
 
 
 

 
All residents have the potential 

(6i)Reviewed and reviled by the intardl&dpfinary 
team after each assessment, lnduding borh the 

I comprehensive and quanerty te\lleW 
1 assessments. 

This REQUIREMENT is not met as e\lidenced 
I t,y: 

Based on 51,1,veyor review of the dlnlcal record 

Å interview with fac:itity staff, it was determined lhat 
the facflity failed to ensure thal residents' 
participated in their care plans and reviewed 
re&Jdents' care plans quarterty. This finding was 
evident in 2 of 32 residents selecled for review 
during the survey. ('20 and.S6). The findings 
include: 

 

1. On 06-11Å19 at 9:30 AM, surveyor interview 
with resident #20 revealed that he/she had not 
had a care plan meeting In a while. 

On 06·12-19around 1 PM, surveyor review of the 
ctinlcal record revealed lhat the last care plan 
meeting for resfdant #20 was In October 25, 
2018. Further record review revealed that 
resident was hisnler own responsible party for 
his/her health care decisions. 

 

There was noev1dence that a quarterty review of 
resident #20'& care plan was done by the 
fnterclsclpllnary team as required. Resident #20 
was not gtven the opportunity to participate In the 
revieW of hislher plan of care. 

On 06-12-18 at 2:10 PM, interview with social 

worker r8\1881ed helshe was newt, hired and was 

I to be affected by the same 

deficient practice. 10°" audit 

of care plan reviews was 

completed to identify other 

residents potentially affected 

by this practice. Audit was  I 
completed 6/18/19.  No further I 
deficient plans were found. I 

I 

The MOS coordinator will i 
provide a lonsÅterm calendar by   ; 

the 18111 of the month for an 
care.plans the followins month 

within 7 days of comprehenslve ' 

assessments due. I 

 

 

 

 

 

 

 

 

I 
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F857 Continued From page 15 

unable to answer why quarterty care plan 

meetings were not done In January April as 
required. 

I 

F657 
 

Social services will complete 

monthlv audits of the calendar 
with the resident care plan loa 

I On 06-02-18 at 2:30 PM, surveyor Interview with 
- the director of nursing didnot reveal any further 

lnfonnation. 
2. Based on SUNeyOr revieW of the clnlcal record 
for resklent tl48 and lntelVfew with factlity staff, it 
was detennlned that the facility failed to ensure a 
timely care planning conference. Ttjafinding was 
identified during the Investigation of camplalnt MD 
00141134. 

I
' 
On 13-19, review of the cllnfcal record for 

1 resident #46 revealed that a quarte,ty MOS 
(Minimum Data Set) assessment was due on 
01-10Å19. The Minimum Dala Set (MOS) Is a 
mandated process for dlnlcal assessment of all 
residents InMedicare or Medicaid certified 
Å nursing homes. This p,ocesa provides a 

comprehensive and accurale assessment of 

to identify residents that may 

not have been captured on the 

long term calendar. Results of 

the audits will  be reported to 

QAPI for a period of 3 months. 

The QAPI committee will 

determine, what if any 

additional interventions are 
needed at the end of this time 

period. 
 

Social Service Director is 

responsible for compliance. 

each reskfant's functional capaclty and health 
, status to assist nursing home staff InIdentifying 

t  health problems. MOS assessments are requited 
for residents admission to the nursing facility Å 

Å and lhen perlodk:ally, within spedfic guidelines 
i and time frames. 

However. fwther record review revealed that an I 

 
 

8-2-19 and On.Going 

. lnterdisap!inaiy care conferMce, lhat lnduded a : 
review of the care plans with resident "46, was 

,  not completed undl 02-08-19. There wn no 
docwnanlad evidence far the delay In the care 
planning conference. 

lntelview with the Director of Social Services on l 
17-19 at 10:45AM revealed no additional ! 

information. . I 
FORM c:MS-2167CVZÅIIJ Pro\1Dn Yalllorll 1!wra10;4H1DU Fecilll1 ID: 111C1118 If continuation sheet Page 18 of 43 
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F 6581 Services Provfded Meet Professlanal Standards 

ss=o I CFR(s): 483.21(b)(3)(I) 

§483.21(b)(3) Comprahenslve care Plans , 
The sarvlces provided or arranged by the facility, I 
as outlined by the comprehensive care pJan. I 
mustÅ 1 

(i) Meet profe&slonal standards of quar11y. 
This REQUIREMENT is not met as evidenced 
by: 
Based on cRnical record review and inleMeW 

with facHlty staff, it was determined that the facility 
failed to administer medication according to 
profeSslonal standerds of practice. This finding 
was evident for 1 of 7 (#65) resldenta selected for 
medication regimen ravieW during the swvey. 
The findings included: 

According to the National Coordinating Council 

for Medleatlon Error ReportJng and Prevention,  I 
!  medication orders should Include the drug name, 

exact metric weight or concentration,and dosage 
form 
(https:/lwww.nccmerp.o,gfrecammendations-enh 
ance-accuracy.prescription.writing). 

F858 F658 

There were no adverse actions 

due to this finding to any 

resident. A total house Audit of 

all orders for Oocusate Sodium 

will be completed to ensure the 

dosage/strength are Included. 

All residents have the potential 

to be affected by this finding. 

Unit Manager or Supervisor wifl i 

randomly audit from each unit 

and audit medications for 

dosage/strength weekly x 3 

months and clarify if needed. 

This will be reported monthly to 

QAPI for 3 months or as often 

as needed. 
I 

l 

On Q&.13-19, surveyor review of residentf85's 
cfinfcaJ record n1vealed lhat a physleian's order 
was written on 05-18-19 for a bowel regimen 
medlcallon to be given twice a day. There was 
no strength or dosage Indicated on the 
physician's order. 

On OS.13-19 at 12:50 PM, surveyor lnteNJewwith 
nurse #8 revealed that he/she administered the 

, 100mg dosage of tha medication. however, Che 
Å order cfld not state what dosage should be given. 

Review or rasldent 165'& medication 
administration l8COrd revealed that the facility 

Audits will be completed and 

reported and acted upon to 

QAPI as needed. This item will 

be included in the education 

session wlll all licensed nurses. 

The Director of Nursing is 

.  responsible for monitoring and 

compliance. 

8-15-2019 and On-Going ; 

 

I 
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F 658 Continued From page 17 

nuraes adminlatered the medication from 

05-18-19 to 06-13,.19, afthough there was no 
strength or dosage indicatad. There was no 
evidence that the facllty staff dartfted Iha 
medication order with the physician. 

I I 

Å Al a standard of nursing practice, a lk:ensed Ii 
, nurse is required to notify the primary physician 

1 and clarify any orders that are not clear with the 
· physician, as indicated In section 10.27.09.01 of , 

11he Nurse practiee act under collabOration of 

I care. 

.' On OS-.13-19 at 01:01 PM, interview with the 

I Director af Nursing revealed all medication orders 
1 should have the dosage Indicated within the 
order. 
1 

F658 

The medication order was clarffied wtth resident II 

1 
f#65's attencfmg physician after surveyor 

1 intervention. 

F 6841 Qualty of Care 
SS-D CFR(s): 483.25 

l 

1 § 483.25 auaaty af care 
1 Quaffly of care is a fundamental principle that 
apples to al treatment and care provided to 

' facmty residents. Based on the comprehensive 
assessment of a resident, the faclllty must eneure 
Å that residents receive treatment and c:are In 
accordance with professional standanls of 

· practice, the comprehensive person-centered 
care plan, and the residents' choices. 
lhls REQUIREMENT is not met as evidenced 
by: 

Based onsurveyor review of the dinical records 
and facility staff lnteNlaw, it was determined that 
the facHlty staff fafled ta provide services to 

F684 
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F 684 f Continued From page 18 

· ensura that residents attain or maintain the 
highest practieal well-being. This finding was 
evident for 2 of 25 residents se1ected for review 

. during the survey. (#183 and#72). The findings 
Include: 

1. The finding was Identified during the 
investigation of complalnt #M000138464. 

On OEM8-19 at 08:20 AM, surveyor review af the 
dlnlcal record revealed a physician's order for an 

; antiviral vira1medication used to vealHIV 
infection. Further review of the medication 
administration recard (MAR) revealed tllat the 

antiviral medication was IO be admlnlstered once 
adayat9AM. 

 

However, surveyor review of the 2019 Mardi and 
April MAR revealed lhat the medication was not 
documented as admlnlStered an March 26, 28, 
29, 30. 2019 and on ApriJ 1 and 2, 2019. There 
was no evidence In the clinical record to ind"icale 
that resident #183 received the antivfral 
n1edication as ordered. 

 
On06-18-19 at 09:10 NA, surveyor Interview wllh 
the director of nursing and the administrator 
revealed that the resident ran out of the antiviral 
medicalion an those days and was not 
administered the medication untll a new bottle 
was provided. No additianal infarmatlon was 

 
FCSM 

F684 

Resident #72 and #183 did not 

have any adverse outcomes 

related to this deficient 

practice. 

.. #183 did show evidence of 

receiving medication on April 1, 

2019, in the MAR. I 

All residents have the potential 

to be affected by this practice. 

"Ålicensed nurses will be in­ 

serviced about the protocol to 

use when the medication is 

unavailable. 

Daily review of medication 

orders/administration will be 

completed and followed up on 

as necessary. System reports 

will be utilized to assist in the 

Identification of such 

medications also. 

A monthly review will be 
provided. 

 
2. On 08-12-19, surveyor review af the clinical 

( record for resident #72 rwealed that. after a 
'. hospltalfzatian, lhe resident had a readmission to 
the facllty InApril 2019. The attending physician 
at the time of the readmi&Sion ordered the 

1 administration of the medication Epogen and to 

completed and reported to the 
1

 

QAC. The Director of Nursing is 

responsible for compliance. 
 

8-2-19 and On-aolng 
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F 684 I Continued From page 19 
follow up wilh blood tesll, 
I 

Epogen Is a medicallon that acts like lhe 
hormone erylhropoietln, which helps1he body 

, create more red blood cells, that ralsn the 
Å, hemog1obln (Hgb) level Hemoglobin Is the part 
of the red bfood call that holds the oxygen. The 

medication is used to treat anemia (tow red blood 
1 cellcount). While a resident Is receiving Epogen, 
it's Important 10 monitor the hemoglobin levels via 

, blood tests regularly to ensure lhat the Hgb 

I remains within the therapeu11c range. 

I 
Record revieW revealed that, on OS-17-19, lhe 

' attending physician ordered the adminrstratlon of 
Å the Epogen medication once a week on 

wectnesdays. In addition, the o,der induded that 
the medication should be held (not to be 

I administered) when the blood test results for Iha 
· Hgb were >9. Thia phvslcfan's order was lo be 

, initiated on 05-22-19. In addition. Ute blood test to 
check the hemoglobin and hamaloorit was to be 
completed weekly on Fridays, with the test results 

Å 
; 

faxed to tha pharmacy. 

I On 08-12-19, review of the May and June 2019 

!Hemoglobin end Hematocrit blood tests for 

realdenl #72 revealed lhe following results: 
05-25-19 Hgb 9.1 gfdl. 
06-()1-19 Hgb 9.2 Wdl 
06-011-19 Hgb 10.5 g/dl 

 

However. review of tha May end June 2019 MAR 
(Medication Admlnlsttalion Record) revealed staff 

documentation of the administration of the 
Epogen on OS.29-19, OEM>S-19 and 06-12-19 by 

LPN (Uc:ensed PracUcal Nurse) #5 when the Hgb 
was>9. 

F684 
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F 884 ' Continued From page 20 

j On 12-19 at 3:30PM, interview with LPN #5  f 

1 revealed no additional information. Interview with l 
lhe Director of Nursing on 06-12-19 al 4:30PM t 

revealed no additional fnfonnalion. · 
F 694 Parenteral/IV Flufds 

SSBD CFR(s): 483.25(h) 

§ 483.25(h) Parenteral Fluids. 
Parenteral fluids must be administered consislent 
with prof'esslonal standards of praclice and in 
accordana, with physician enters. the 
comprehenalve person-centered care plan, and 

· the resident's goals and preferences. 
Thi& REQUIREMENT is not met as evidenced 
17/" 

. Based an surveyor review of the Clinical record, 
review of Iha facility's pollcy and pracedure and 1 

interview with facility staff, It was determined that 
the facifdy staff failed lo provide appropriate care 
of e mldllne catheter Intravenous (IV) llne. This 
finding was evident for 2 of S residents &elected 
for 1he Infection Control review. ( #48, #53) The 
findings Include: 

1. On 08--13Å19, surveyor review of the Clinical 
rec:otd for reslden1 #48 ,evealed, after a 

ization, the resident was readmitted on 
to the facl!lty with a mldUne catheter far the 

co atlon of IV antfblatics. Amidline Qllheter Is 
inserted In a larger vein used for IV therapy 
greater than 5 daya, and less than 28 days. The 
catheter, which is 8 Inches long for adub, ls 
advanced untll lhe dislal tip rests In the upper 
arm. at or below lhe al(luary fine. Further review 
rewaled that. on 06-02·19, the attending 
physician ordered an IV antiblolk: to be 
administered every 8 hours for 9 days. 

F684 

 

 

 

F694 

 

 

 

 
F694 

There were no adverse actions 

due to this citation to any 

resident. A total house audit of 

residents on IV medications wlll 

be compfeted to ensure they 

have the appropriate ftush 

orders. 

All residents have the potential 

to be affected by this findins. 

Unit Manager or Supervisor wlll 

randomly audit each unit all I 

new admissions and residents 

will new orders for IV and the ' 

proper flush orders and to 
1 

ensure they are compliant with 

the order. 

Thls wm be reported to the 

QAPI monthly and clarified on 

any discrepancies. , 

The Director of Nursing will be 

responsible and monitor for 

compliance. 
8-2-19 and On-going 
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F 694 Continued From page 21 Å 

Surveyor Interview. on 08-17-19 at 3PM, with the 
, Oltector of Nursing revealed that resident #48's 
, midlina was a non valved catheter that was 

i inserted while the resident was hospitalized and 
I prior to  the June 2019 readmJssion to the facilty. 

 
On 06-17Å19, review of 1he faelllty's policy and 
procedure far Infusion Maintenance revealed that 
thecare for a midfine non-valved catheter 
includes: an initial administration of a 10 ml of 

I nonnal saUne flush, than the infusion of the 
medication, then after the mec1ic.tion la Infused, 
enother 10 ml of normal sanne flush, which is 

, then folowed with a 
3 ml of 10 units/ml of heparin flush. 

F694f 
 

I 
i. 

l 

Review of the June 2019 MAR (Medication 
Administration Record) for resident #48's mfdrine 
revealed staff documentation of the 

l adminisllation of 10 mlof normal saline flush 
eve,y 8 hours befare and after the IV medication 

t as of 08-02-19. However, further review of the 
, June 2019 MAR revealed no documented 
evidence of staff admlnlstrallon of the use of the 1- 

10 ml heparin lock fluSh every 8 hours as 
required, until 06-08-19. I 

On 06-17-19 at 5PM, surveyor Interview with the 
Å facility administrator and the Ofrector of Nursing 
revealed no additional Information. 

I 
1 2. On 04-13-19, su,wyor review of the clinic.al 
Å record for resident #53 ravealed that the 
Å attending physician ardered the placement of an 
: intravenou& access ror IV antfbiotlcs 

administration. Staff documentation revealed 
that. on 04-23-19 at 10:30PM, a midlJne catheter 
was innned In the nasfdant's left posterior 
forearm. 
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F 694 I Continued From page 22 

 
further review revealed 04-24-19 physician 
orders to Jnllate the edmlnlstration of the lWO 

antibiotic& via lhe N. One of the antibiotics was to 
be given once daily for 6 weeks, and the other 

was every 6 hours for 6 weeks. 

F694! 

l 
A mldline catheter isInserted In a larger vein 
used for IV therapy greater than 5 days and fess 
than 28 days. The catheter, which Is 8 Inches 
long for adults, ts advanced until the distal Up 

rests In the upper ann, at or below the amry 
line. 

 

On 06-17-19, review of the facllfty's policy and 
procedure for lnrusion Maintenance revealed lhat 
the cara for a midline non- vahted catheter 
includes: an Initial administration af a 10 ml af 

I normal salne flush. then the Infusion of the 
' medic:at1on, then after the medication is Infused. 

I another 10 mJ of normal saline flush, which is 
then followed with a 
3 mlof 10 units/ml of heparin flush. 

However, review of the April 2019 MAR 

(Medication Administration Reccml) revealed no 
documented 8\lidence of of lhe adminlslradon of 
either saDne and/or heparin flushes lo resident 
#53's mldlne from 04 4-19 to 04-27-19 al each 
antibiotic Infusion. 

 

On 06-17-19 at SPM, SLIIVeYOr Interview With l11e 
fteilily adminlslrator and the Oltector of Nursing 
revealed no additional Information. 

F 725 Sufficient Nursing Staff SSmF CFR(s): 483.35(aX1)(2) 

 
 
 
 
 
 
 
 
 
 
 

 
F725 

I ' 
§483.35(a) Suffldent Staff. I 
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F 725 Continued From page 23 

The facility must have sufficient nursing staff with 
the appropriate competencies and skll18 sets to 
pruvlde nur&lng and related se,v;ces to assure 
resident safety and attain or maintain the highest 
practicable physical. mental. and psychosocial 
well-being of each resident, as determined by 
resident assessments and lndMdual plans of care 
and considering the number, acuity and 

l diagnoses of the f9cl11ty's resident population in 
accordance with the fadfily assessment required 
at §483.70(e). 

§483.35(8)(1) The facility must provide HNlces 
by sufficient numbers of each of the rollowing 

, typn of personnel on a 24-hour basis ta provide 
nursing care to all residents in accordance with I 
Å resident cant plans: 
(i) Exc:es,t when waived under paragraph (8) Of 
lhls section, ricensed nurses: and 
(II)  Other nursing personnel, including but not 
llmiled to nurse aides. 

§483.35(8)(2) Except when waived under 
Å paragraph (e) of this section, u,e facility must 

· designate a licensed nurse to l8Mt  as Å charge 

1 
nurse on each tour of duty. 

, This REQUIREMENT ii  not met as evidenced 
by· 
Based on surveyor review of the dlnlcal records, 
sur,eyor obseNalions, review of the fadlity 
assessment and facility schedules and 
assignments, Interviews with residents, residents' 

, responsible parties and facility staff. ft was 
I determined that lhe faci&ty faffed to assure there 
1 is sufficient nursing staff available to provide 

personal care needs to residents in a timely 
manner. This finding was evident for 4 of 4 units. 
The findings include: 

f 725 
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F725 Continued Fram page 24 

a. Based on surveyor review of the clnlcal record, 
1 surveyor obselvalions and lntenliews with 
resident #46'8 family member and facBily staff, It 
was detennlned that the facUlty failed to ensure 
that resident tt4S was provided with showers as 

scheduled secondary IO an insufficiency of 
nursing staff. This finding was identified during 
the lnvestlgetlon of complalnt MD00141134. 

On 06-10-19 al 3PM, surveyor intetvlaw with 
resident '46's family member revealed that visits 
are made to the re&ident almost daly by many of 

r the resident's family members. Ourtng the&e 
vislls. famlfy members have observed that the 

resident was Incontinent of urine, Including the 
bedding, with no evidence lhat a staff member 
had attendad to1he resident in a timely manner. 
1 
Family members had to search for a staff 
member to attend to the resident In eddltlOn, th,e 

F725 
F725! 

There were no adverse actions 

1 due to this finding. The facility 
1 

will  continue to ensure there is 
1 adequate staffing to meeting 

the residents dally care needs. 

AU residents have the potential 

to be affected. The facility will 11 
I 

continue to monitor the dally 

staffina/PPO to census and 

, monitor for effective care 

delive,y. 

j Continued creative recruitment 

and expedited hiring to ensure I 

1 family e>cpn,sl8d concerns to atsff n,gaNf1119 the 1 
Å resldenrs scheduled showers ttlat went 
Å supposed to be given on WadnBSdays and 

Saturdays. but not completed due to smff 
shartages. 

 

On OS.11·19, review of ttle cDnlcal record for 
resident #46 revealed that the resident was totally 
dependent on staff assistance in all aspect& af 
htalher petBOn8I care needs. 

 
On 06-13-19, review of the April, May and June 
2019 GNA(Genatric Nursing Assistant) 
documentation for resident #46's care needs 
revealed no documented evidence that resident 
146 had racelved showers on Iha scheduled 
shOWer days identified as MondayS and 
Thursdays dUring the 7AM-3PM Shi Further 
review revealed that assigned staff had 
documented that the resident received bed baths 

adequate staffln& levels are 
I 

, delivered. Change in facility 

policy to only allow one nurse 

or one nursing assistant off on 

paid leave per unit at a time. 

Educate staff on call out policy 

and adhere to attendance 

policy. Facility will continue to 

utilize company nursing 

leadership to assist on the 

nursln1 floor when necessary. 

The Director of Nursing Is 

responsible to ensure 

compliance for Nursing Stafflna. 
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during the assigned shower davs. 
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1 

Å 
Å b. On 06-1 19 at 9:20AM, surveyor observation 

of the posted staffing board to, 1he 
JamestownlWIIUamsburglCharteston unita 
revealed a total of 4 GNAa assigned for a census 
of 59 reBfdents that defined a ratio of 1:16-1:17 
(GNA lo resident), whle the Charleston had a 
GNA to resident ratio of 1:1O residents. 

 
c. Survayor observation on 08-10-19 at 10:30AM 
revealed a staffing posted for the Yor1ttown unit of 
1 GNA assigned for a total census of 24 residents 
on the mostly rehabilitationunit. This waa a ratfo 
of 1:24 for GNA to residenlS for 7AM-3PM cere. 
Cira needs for the unit included personal care 
needs for residents as well as getting residents 
up and ready for therapy services. 

 

d. On 06-10-19 at 2:45PM, Interview with resident 
#15'1 responsible party revealed that many times 
Iha Yorktown unit had only 1 GNA assigned and 
not the required 2 GNAs assigned for the 
7AM-3PM shift. Due to the reduction in staff. this 
often led to a delay In slaff responses to can lights 

, end getting aasfstance for reskfent #1!5 in a timely 

, manner. 

i e. lntenriew With LPN (Licensed Practieal Nurse) 

. #5 revealed that the faCllity's units are "atways 
I ahort staffed", eapec:lally_the GNAB, who have 
1 had difftculty In meeting the residents' persanal 
i care needs, even when Iha nllfS8S were able to 
assist. The nurses also sho,t ataffed. Manr 

1staff members, especially the nurses, are not 
'f able to reave at the end of the shift secondary to 

needing tochart or other duties that were unable f 
, to be cc:ompished during the ahlff'. _ 
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F 7251Continued From page 26 

 
f. On 06-11-19 at12:04 PM, during an lntemaw 
with resident as, hel&ha stated that not enough 
staff are avallable durfng the day shift on Iha 
Nhlbilitation  Unit. In addiliDn. on 08-11-19 at I 

· 07:38 AM, resident #71 velbaHzed that mare staff 
are needed, as It takes a while ror staff to - 

. respond to call ligh1S. Resident 171 was 
dependent on staff lor assistance with personal 
care. 

 
g. OnOS-10-19 at 11AM. and06-11·19at 1PM, 
surveyor obl81V81ian revealed that resident Å53 
wn up in the wheelchair watching television In 
his/her room. Further observation revealed that 
the ,esldent had the same shirt and pants on both 
days with some food stains on Iha c:lolles. 

J Record review revealed that reSldent 153 
I required staff asslstanca fn care naeds, Including 

t bathing and dressing. However, lurlher revfew Å 
revealed no documented evidence lhat bathing Å 
needs, including showers for the resident, were 
donÅ since April 2019. 

h. Surveyor observation of the S1affing board for 
06·1 19 at 11:45AM for the 
Jamestown/Wtlfiamsbl.trg/Charleston unb 
revealed the census wu 59 re8iden18. with only 2 
charge nu1'&81 assigned and 3 GNA& assigned. 

 
On 06-13-19, interview with GNA #2 revealed 
there was a shortage ol ataff on many days and 
shifts, especlally among the GNA staff. Further 
Interview revealed that. during the 7AM-3PM shift, 
there could be at times only 2 GNAs staffed for 
the JamestownfvVilllamsbwg/Chartestonunits 
with a census of 57-59 residents. These units 
haVe residents that require total car d were 

F725 
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dependent on staff assistance. 

F725 

i Addltlonally, on 08-13-19al 1:45PM. intelvlew 

' with GNA #3 revealed she/ha' was assigned Ca 
care for18 residents for the shift and was unable 

: to take hislher assigned breaks for the daiJ due Ca 
the need to complete routine carv for hlslher 
assigned residents. Further Interview ,evealed at l 

i the lime (1:45PM), GNA t3 stin needed to provide 
care to 2 assigned residents. lndudlng getting the 
residents out of bed. Follow up with the 2 

l residents revealed resident 171 deCllned to get 
Å out of bed, while the other resident conOnued to 

wal for GNA #3 to get the resident out of bed. 

 

r. On 06-13-19 and 06-17Å19, review of the facility 
. assessment revealed lhat the Intent of the 
assessment was to determine what resources 
were necessary to care for residents competently 
during both day-to-day operatons and 

, emergendes. The assessment focusect on 
· ensuring lhat each resident Is provided care that 

alJowed the resident, ID maintain or attain thetr 
, highest practfcable physical, mental, and 
! psyr.hoaoclal well-being. The assessments are 

reviewed and updaied annually or whenever there 
is a change tt,at would require a modfficatlon in 
u,e assessment 

j. On 06-13-19 and 06-17Å19, review of the May 
and June 2018 slafflng scheduleS and staffing 
essignmenta revealed the foUowlng: 

 

OS.28-19- 1 GNA on Yorktown unit far census of 
19 residents of a ratio of 1:19. 4 GNA for 
Jamestown/ CharlestonNViRfamsburg for 57 
raidenls CBntUS during 7AM-3PM shift 

I 
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05-27-19-. 1 GNA on Yorktown unit for census of 

20residents of a ratio of 1:20; 
JamestownlChartestonlWilllemsburg census of 
57 residents with 3 GNAs 1:23 ratio for 
JamestownNYilllamSburg. whiJe.1:10 for 
Chsrleston for 7AM-3PM shift 

06-01-19- 2 GNAs on 
JamestownlChartestonlWilliamsburg for a censua 
of 58 residents durfng the 7-3 ahift. 

On 08-02·19- 
Jamestown/CharfestonM''dllarnsburgcensus  of 
59 residents with 3 totaJ GNAs-1:24-1:25 ratio for 
JameslownMlillfamsburg,while 1:10 for 
Charfeston for 7AM-3PM shift 

' On 08-08·19, 06-09-19 and 06-10-19 Å 1 GNA on 
I YorltloWn unit for census of 24 residents of a ratio 

'of 1:24 for the 7-3 shift j 

F725 

Interview with the facility administrator on ' 
06-17-19 at 2PM revealed that the sblfflng 
numbers are based on a budget of 83 residents. 
Al the time of the survey. staffing numbers for 
GNAI wi1hin the facillJy totaled 8 GNAs for 
7AM-3PM shift, 7 GNAs during 3PM-11PM shift 
and 5 GN.Aa on 11PM-7AM. When asked about 
Å the aboVe datea and shifts when the number of 

available GNAs and ratios were not Bl Indicated, 
the admlnlstrator"sresponse was that there ire 

f call outs/temlinationa and the facility does not use 
staffing agency for replacements. 

On Ofr17-19 at 6PM. surveyor interview with the 
facility administrator and the OJrector of Nursing 
revea!ed no addltfonal information. 

F 726 Competent Nursing Staff 
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SSmD CFR(s): 483.35(aK3)(4){c) 

§483.35 NursJng Services j 
The facility must have sufflclenl nursing staff with l  
the appropriate competencies and skills sets to 
provide nursing and related services to assure 
resident safety and attain or maintain the highest 
practicable physlcal, mental, and psychOIOCial 
welt-being of each resident, as determined by 
resident assessments and Individual plans or care 
and c:ansldering the number, acuity and 
diagnoses of 1he faclbly's resident populatlon In 
accordance wilh the facility assessment required 
at §483.?0(e). 

§-183.35(a)(3) The facility must ensure that 

licensed nursn have the &pacific competencies 
and skill sets necessa,y to care for residents' 
needs, as identified through resident 

, assessments, and de&crlDed In Iha plan of care. 
' 
§483.35(8)(4) Providing care indudes but Is not 
Hmhed to asseasing, evaluating, planning and 
implementing resident care plans and responding 
Å to residenfs needs. 

( §483.36(c) ProficJenq, of nurse aides. 
, The facility must ensure that nursa aldea are able 
1 to demonStrate competency in skills and 
techniques necessary to care for residents' 
needs, as ldenlilad throUgh resident 
assessments, and described in the plan of care. 
This REQUIREMENT is not met aa evidenced 
by: 

; Based on review of administrative and cllnlcaJ 
records and JntetViews with raclllty s1aff, It was 

1 detennined that the facility failed to ensure that 
· licensed nurses have the competency lo pe,form 
, suprapublc catheter replacemenL This finding 

F726 
F728I 

There were no adverse actions 

due to this finding to any 

resident. A total house 1udit 

will be completed on all 

residents with Suprapublc 

catheters. 

All residents with suprapubic 

catheters have the potential to 

be effected by this finding. 

Random auditing will be done 

to ensure licensed nursing staff 

do not perform skills of 
changing these type of 

catheters. .I 

All licensed nurses will be In- I 
serviced so they know not to i

 

change suprapubic catheters. I 

Random audits will be I 

completed by untt Manasers to 

ensure they are being changed 

I  b'( the appropriate professional 

per the policy and Standard of f 
Care. 

Director of Nurslf\l will be 

responsible for the trainin1 and 

the compliance to this 
regulation. 

8-15-19 and On-Going \ 
.·- 
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F 728 i Continued From page 30 

was evident for 1 of 3 (#2) residents revlewad for 
urinary tract infectionslcatheter use during the 
1u,vey. The findings Included: 

Asuprapubic catheter Is a hollow flexl>le tube 
that IsInserted Into the bladder through the 
abdominal wal to drain urine from the bladder. 

 
On 06-17Å19. aurveyor review of res!dentffs 
dlnical record revealed a physician's order, 
written an 04-05-18, for the facility staff to change 
restdent #2's suprapublc catheter every 3 weeks. 
Review of the treatment administration reco,d 

(TAR) revealed that the procedure was perfonned 
· eNef'I 3 weeks by the faciUly's lcensed nurses. 

On 17-19 at12:17 PM, surve,or lnteM&W with 
lhe facility staff educator revealed that the facility 
does not attewi, licensed prectical nurses (LPNs) 
to change suprapublc catheters. The staff 
educator further stated that there has been no 
tralnlng performed with the facility nurses 
regarding suJ)nlpublc catheter reptacement, nor 
has the facDlty assessed whether the licensed 
nurses have the competency to perfonn lhe 
procedure. 

Further review or resident '#Zs TAR revealed that 
5 of the 1O nuf881 who changed resident #2Åa 
sup,apublc catheter &Ince 04-05-18 were Ucensed 
practical nurses. Review of the facility policy 
regarding suprapublc catheterization revealed 
that LPNs may be certified for sup,apublc 
catheter Insertion t,v the facmty. Review of lhe 

facflity assessment revealed that part 3 of the 
assessment listed cathetertzation Jnsertlonlcare 
as a competency required from the staff to care 
far lhe facility's resident papulation. 

F726 

 

FOMl   PMICIIIIVIIIIIDnlOllldlla &enl ID:4H7011 FldltyID:1IOOI lfcmnllnuatlan lfleet Pap 31 of 41 



PRINTED: 07/1812019 
FORM APPROVED DEPARTMENT OF HEALTH ANO HUMAN SERVICES 

 

  J 

I 

CENTERS FOR MEDICARE & MEDICAID SERVK:ES OMA NO, 0938-0391 
STATeMENTOF D2FICIENCll!I 
AND PLANOFCORRECTION 

 
 
 

NAMI Off PROVIDER OR Sll'Pl.l1:R 

CX,) PROWJEMUPPUERICUA 
IDEHTIFICATIDH NUMBER: 

 

215080 

A(XB2U)MU.UDII.TNIPGLECONSTRUCT10N   _ 

 

B.WING 

STReET ADDAl8S, aTV, ITATE,ZIPCOE>e 

()(3) DATE 8URYEV 
c:oMPLE1ED 

C 

08f18/2011_ 

REGENCY CARE OF SILVER SPRING. UC 
1101 SECOND AVENUE 

SILVER SPRING, MD 20110 

I
 

(X4J ID 
PAiFIX 
TAG 

 
 

F 726 

SUMfMRY STATEMENT OFDEACIENCIES 
(EACH DEFICIENCY MUST BE ECEDED BY AIU. 
REGUI.ATORV  OR LIC IDEHTFWING INFORMATION) 

 

 
Conlnued From page 31 

On OS.17-19 at 3 PM. intervlewwith stafff6 
revealed that he/&he had not received any 
training regarding suprapubic catheter 

. replacement Revtew of the TAR reveeled that 
: resldenl #2's suprapubic catheter was changed 1 
1by staff#& on 10-11-18. 

f On 06-17-19 at 3:0S PM, intervfewwlth staff#7 
j revealed that they did not remember if they had any training from the facil1ty regarding suprapubfc 

ID  
PREFIX 
TAG 
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MTI  

Icatheter replacement However, review of the 
! TAR revealed staff '#7 changed resident #'2 

suprapubfc catheter on 03-07-19. 

1 On06-17-19 at 3:40 PM, surveyor interview with 
i the Director of Nursing revealed no new 

I information. 
F 730 · Nurse Aide Peform Review-12 hr/yr In-Service 
SS=C CFR(s): 483.35(d)(7) 

 

§483.35(d)(7) Regular In-service education. 
Å The facility must complete a performance review 

1 of every nuise side at least once every 12 
montha, and mus1p,ovida regular ln-selVice 

; educatiDn baled onIha outcome of thÅe 
reviews. Jn-servlce timing must comply with the 
requirements of §483.95(g). 
This REQUIREMENT is not met as evidenced 
by: 

Baaed on SUM!yOI' review of employee fdes and 
Interview with facllity staff. it was determined that 

lhe faclffty falled to ensure that GNAs (Geriatrfc 
Nursing Assistants) had received the required 12 

Å hour par year lnservica training baaed on their 
' performance review. This finding was evident for 
4 of 5 GNA employee fifes reviewed during the 

1:   ""MIY· C-1, 12, fl.  14) The  "1111lnoludo: 
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1. On 06-17-19 surveyor review of GNA#1's 
emptoyee file revealed an annual pe,fonnance 

F730l 
F730 I 

review for the period of December 2017 to 
December 2018. 

 

Howaver, futthar review revealed nodocumented 
evidence of the requJred 12 hour per year 
inservice tnalnlng completed for the annual 
performance review. 

On Q6..17-19 at 4PM, surveyor Interview wlttl the 
facility's staff educator revealed that lhe facility 
was unsuccessful in obtaining the documentation 

1 or an lnstrvle:e reconf for GNA #1 from a previous 
; computer based tralnlng no Jonger In use. Further 

1 
interview reveated a new computer baaed training 

went Into ope,atJon as of January 2019. No 
addltfonal lnfarmallon was provided. 

Interview on 06-17-19 at 4:30PM wilh the f8ciflty 
administrator and the Director of Nursing 
reveated no edditional infonnatlon. 

I2, On 17-19, surveyor review of GNA#2's 
employee file revealed an annual petformance 
review for lhe period of August 2017 ta August 

. 2018. 

i However, fur1her review revealed no documented 
I evidence of the required 12 hour per year 
'f insen,lce training completed for the annual 
perfOffllance reviewÅ 

1 

On 06-17-19 at 4PM, aun,eyor interview with Cha 
facilitys staff educator revealed thal the facility 

No Residents were affected by / 

I this deficient practice. An audit 

wilt be completed for all newly I 

hired GNA's to show evidence 

of the 12- hour training 

compliance. 

All residents have the potential 

to be affected, however. no 

residents were affected. All  

GNA flies will be reviewed by 

Aug. 2, 2019. 

All GNA's hired will  have the 12- 

hour  training within  4  months 

of hire date.  All other GNA's 

will have the required training 

1nnually to meet the 

requiremenls. 

The Staff Educator Is r 
responsible wlfl report the 

findlnas monthly to the QAPI 

Å and the Administrator wHI 

monitor for compliance. 

was unsuccessful in obtaining lhe documentation 
of an lnservice record for GNA12 from a prevloua 
computer based training no longer in use. Further 
Interview revealed that a new computer based 

8-2-19 and On-Going 

FORMC'.MS4587(0MI)  ,..._,.,..._ Omdllla Ewnl ID:41H7D11 l'ldllW  ID: tiOOI If  continuation etieel Paga 33 of 43 

i 

1 

' 



 

1 

1 

I 

j 

I 

revealed no additional lnfannation. I 

I 

DEPARTMENT OF HEALTH ANO HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID- -·,.   

PRINTED: 07/18'2019 
FORM APPROVED 

OUR NO. 0_938-0391 
&TATEMEHY OF DEFICISICIES 
ANP PlAN OF CORREG1IDN 

 

 
 

NAME OF PtlOW)St OR SUPPUER 

CXt)PACMDEMIUPPUERICUA 
IOINT'IACATION  NUMBER: 

 

215080 

()Q) MUlTUU CONSTRUCTION 
aurLDmG    

 

I.WING  

STREET ADDRESS, Cl1Y, STATE, ZIP CODE 

OCS)CIATESURVEV 
COMPLETED 

C 

_ 0J11tl201t 

REGENCY CARE OF SILVER SPRING, LLC 

 
SUMIWn" STATEMENT OFDl!l'ICIENCIES 

(EACHDeFICIENCV IIUST 8EPRECSD&D BY FULL 

 
 
 

ID 
PRfflX 

9101 SECONDAVENUE 

SILVER SPRING. MD 2091D 

PROVIDER'S PIANOF COMECTION 
(EACH 00RRECTIVEACTIDN  SHOULD le 

 

 
 

CUI 
COMPLErlON  

TAG REGUIATORY ORLSC I INFCIAMA'rlONJ TAG CROSS-Rl!FER£HCED TOTHEAPPROPNA't'E 
OEFICIINC'IJ 

DATE 

 

F 730 Continued F,um page 33 
training went into operation as of January 2019. 
No adcfrtional information was provided. 

Å lnlefview on 06-17-19 at 4:30PM with the facility 

i l
administrator and the Director of Nursing 

i  3. On 08-17-19 surveyor review of GNA#3's f 
employee file revealed an annual performance 
review far the period of Octcber 2017 to October f 
201,.  

However, further review revealed nodocumented ! 
evidence of the required 12 hour per year J 
lnHIVlce training completed ror the annual 
petformance review. 

I'On 06-17-19 at 4PM surveyor interview with the 
faclJlty's staff educator revealed that the faclBty 
was unsuccessfuf in oblainfng lhe documentation 
of an fnsetvlce record for GNA t3 from a previous 
computer based training no longer In use. Further 
lnteJVlew revealed a new computer based training 
went Jnto operation as of January 2019. No 
additional Information was provided. 

lnteNiew on 08-17-19 at 4:30PM with the facillty I 
I administrator and the Director of Nursing 

revealed no additional Information. _ 

F730 

; 4. On 08-17-19, surveyor review ofGNA#4'& 
1 employee file revealed an annual pelformance 
review for lhe period of April 2018 toAprll 2019. 

However. further review revealed no documented 
evidence of the required 12 hour per year 
inservlce training completed for the annual 
pe,fonnance ravlew. 
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F 730 f Continued From page 34 

I On 06-17-19 at 4PM. su,veyor Interview with the 
faclllty's staff educator revealed that Iha facility 
was unsuccessful In obtaining the documentation 
of an lnservk:e reeonl for GNA414 from a previous 

F730 

computer based tralning no longer in use. Further 
Interview revealed that a new computer based 
tnllning went inta operation as of January 2019. 

No additJonal information was pmyided. 

Interview, on 06-17-19 at 4:30PM, with the facility 
administrator and lhe Director of Nuniing 
revealed no additional informatJon. 

1
 

F 755! Pharmacy SrvcalProcedures#Pharmacist/RecordsI F   755 

SS=O I CFR(s): 483.45(a)(bX1)-(3) 

§483.45 Pharmaey Selvicel 
The facility muat e routine and emergency . 
drugs andblologleals to hs residents, or obtain 
them under an agreement desCribed In 
§483.70(g). The facility may permJt unlr.ensed 
personnel toadminister dnlgs if State law 

t permits, but only under lhe general supervision of 

, a r,censed nurse. 
I 

·, §483.45(a) Procedures. A fadlity must provide 
pharmaceuticalservices (Including procedures 

dispensing, and administering of all drugs and 
blologicals) to meet the needs of each resident 

: §483.45(b) Service Consultation. The fadfily 

must employ or obtain the s8fVfces of a llcensed 
pharmacist who- 

! §483.45{b)(1) Provides consultation on au 
aspects of the provision of pharmacy services In 
l the facillty, 
I 
I 
I 
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§483.45(b)(2) Establishes a system of records of 
receipt and disposition of all controlled drugs In 
sufficient detail to enable an accurate 
recanclllation; and 

§483.45(b)(3) Oeterminat that drug records are in 

ID 
PREfD( 

TAG 

 

 
F755 

PROVIDER'S Pl.AN OF CORRECTION 
(eACH CORRECTI \IEACTlON SHOULD BE 

CROSS-ft£FERENC£0TO THE APPROPRIATE 
DEFIQEHC't) 

F755 t i 
There were no adverse actions 

due to this findina. The 

resident 1183 was not affected 
and received the medication at 1 

 
DA1I! 

order and that an account of all contraJled drugs 
is maintained and periodfcalty reconciled. 
This REQUIREMENT ia not met 89 evidenced 
by: 
Based on &U1Veyor review or the clrllcal record 

I interview with facility staff, it W8S detennlnad that 
the facUity failed to pn,vide routine medication to 
Å reslden1#183. n,1s finding was evident In1 af 25 
residents selected for revfeW during the survey. 
(#183). The findings lndude: 

This fincfing was ldenllffed during the lnvestigaUon 
of compfalnt #MD00138454. 

I i 
On 06-18-19 at 08:20 AM, SUrve)Or review of the, 

I clinical record nwealed a physk:fan enter for an 
· antivinll viral medlcallon used to treat HIV 1 
! infection. Further review of1he medication 1 

, admini&ttation reconl (MAR)  ravealed that the 1 
: antivfral medication was to be administered onc.e I 
1    

adayat9AM. I 
, Sun,eyar ravlaW of the medfcallan administration ! 
record (MAR) revealedÅ phyak:ian's order that I 
stated, "resident to provide medication to facility".  ! 

I 

On 06·18-19 at 10:10 AM. swveyor l9Yiew of 
resident #183'a admission contnd wilh the 
facility revealed that. under pharmacy services, 
resident #183 conaanted and gave authority to 
the fadllly to provide all services provided by a 
skllled nursing racirity. 

question within 2 days of 
I 

notification of the supply befn1 ' 

depleted. 

All  residents have the potential 

to be affected by thls finding. 

Random audltln1of resident 

profiles will be completed to 

ensure medications are 

available as ordered. 

There will be an estabfish 

sl1ned agreement with I 

residents who bring their own 

medicationsand for which the 

fadllty is not providing by 

facility pharmacy and how the 

medication wm be provided. 

The Unit Managers will 

complete weekly audits to 

ensure medication fs In stock. 
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F 7551Continued From page 36 

However, sur,eyor review of lhe 2019 March and 
April MAR revealed that the medication was not 
documented as administered on March 26. 28, 

. 28, 30, 2019 and on April 1 and 2, 2019. There 
I was no evidence in the dinlcal racord lo indicate 

· that resident #183 received the antiviral 

medication aa oldered on those days. 

On 06-1S.19 at 09:10 AM, surveyor lntervlewwllh 
the director of nursing and the administrator 
confirmed that. on the llbcwe date&, the 

, medication was not given to resfden1#183. The 

, administrator slated that "resident ran out or the 

antiViral medication on thOse daysÅ. The 
administrator further explained that resident had 
been providing hislher own antiviral medication. 

Hawever. when the residents supply or the 
antiviral medk:atian was depleted. 1he facffity 
failed to provide Iha antiviral medication to meet I 111e needs or resident #183. 

f 755 Those residents who wish to do 

this will be discussed and 

monitored at Risk meetings 

untH the duration is over. The 

Director of Nursing is 

responsible for monitoring and 

ensuring accuracy. 

 

8-15-19 and On-going as 

needed 

F 758j  Free from Unnec Psychotropic MedslPRN Use 
SSÅD. CFR(s): 483.-45(cX3)(e)(1H5) 

Å
I 

Å §483.45(e) Psychoboplc Drugs. 

: §483.45(c)(3) A psychotropic drug Is any drug that 
affeds brain activities assodated with mental 
processes and behavior. These dnlgs Include, 
but ere not limited to, drugs in the following 

I cateoories: 
(I)  Anti-psychotic; 
Å (ii) Anti-depressant: 

(iD) Anti--anxiety; and 
riv) Hypnotic 

Based on a comprehensive assessment of a 
r resident, lhe fac:fflty must ensure lhat- 

f 758 
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F 158:   COntinued From page 37 

, §483.45(eK1) Residents who have not used 
psychotropic drugs are not given these drugs 
1,1nless the medication is necessary to treat a 

Å specific c:ondllfon as diagnosed and documented 
in the clin I record; 

§483;45(e)(2) Residents who use psychotropic 
drugs ,acelve gradual dose reductions, and 
behavioral intatventians, unless dinlcally 

contraindicated, in an effott to discontinue these 
ldruga: 
f 
§483.45(e)(3) Residents da not receive 
psychobq>lc drugs pursuant to a PRN order 
unless that medication is necessary to treat a 
diagnosed specific condition that is documented 
fn lhe dinical record; and 

F758 

f 
! §483.45(e)(4) PRN orders for psychotropic drugs 
· are limited to 14 days. Except as provided In 

§483.45(e)(5), if lhe attending physician or 
prellCribing praditioner believes that it Is 
appropriate for the PRN order to be extended 
beyond 1 days, he or-she should document their 
rationale in the residents medical record at1d 
indicate the duration for the PRN order. 

§483.45(e)(5) PRN orders for anti-pSyc:hatlc 
drugs are llmlled to 14 days and cannot be 
renewed unless the attending physician or 
Å prescribing praditlonar evaluates the resident for 
the appropriateness of that medication. 

1 This REQUIREMENT Is not met as evidanced 
. by. 
' Based on surveyor ravfew of cinlcal records and 

1 interviews with facility staff, It waa determined that 
: the faelllty failed to discontinue or reassess the 

, need for the use of a PRN (as needed) 
! psychotropic medlcstion beyond the o,tglnal 14 
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F 7581 Continued From page 38 

days. This finding was evident for 1 of 7 
; resldents selected for the Unnecessary 
Medication Review (#15). The findings Include: 

A psychotropic drug is any drug that affects the 
, mind, emotions or behavior. 

. On 06/13/2019 at 9:00 AM , surveyor review or 

F758 

 
 
 
 

I 

F758 

There were no adverse ac:tions 

due to this finding to any 

resident. A total house Audit of 

all residents on PRN psych 
medications will  be completed ' 

: resident #15's clinical records revealed a t by8-15Å19. I 
: physician's order for anli-anxfety medication to be 

admlnlstavd every 6 hours as needed on Å All  
I 

residents on PRN psych 

04111/2019. 

Further review revealed a phannaclsrs 
recommendation to discontinue the medication 
on 05/01/2019. The physician accepted the 
recommendation on 05/21/2019. 

 

Surveyor review of physician's otder sheet and 
medication admfniSlration rea,,d (MAR) for lhe 
months of April, May and June 2019 revealed that 
the anti-anxiety medication was not discontinued. 

Further review of the clinical record reveled 
1 
Å. 

nursing documentation on 06-12-19 that lhe  1 
antt-a,ndety medication was admlnlslered to 

resident #15. 

There was no evidence in the clinical records that 

the prescribing physician documented 1he I 
rationale for the extended use beyond the 14 
days as required. · 

On 06/12/2019 at 11:00 AM, surveyor lntefVfew 
wllh the Director of Nursing revealed no additional 
Information. 

Following surveyor Intervention, the anti-anxiety f 
medication was dJacontlnued on 06112/2019 at 

medications have the potential 

to be affected by this finding. 

Random auditing of all patients I 
on Psych medications will be Å 
completed to ensure they are 

alt discontinued after 14 days or ' 
before of start date. 

Audits will be done from each 

unit times 3 months by the Unit 

manager/supervisor and 

reported back monthly to QAPI. 

In-service will be completed 

with all licensed nurses by the 

Director of Nursing by 8·15-19 

 
8·1S.19 and On.Going 
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4:16 PM. 
F 842: Resident RecordS - Identifiable Information 

ss-e CFR(s): 483.20(f)(5), 83.7 0(l)(1H 5) 

§483.20(f)(5) Resident-Identifiableinformation. 
(I) A facmty may not release fnfonnation that is 
resident-identifiable to Iha public. 
(II) The facility may refeas1information lhat is 
resldent.Jdentifiable to an agent only In 
accordance wilh acontract under which the agent 
agrees not to UM or disclose the Information 

Å except to the extent the fadlity ftseJf I& permitted 
todoso. 

§-C83.70(i) Medical records. 
§483.70(i)(1) In accordence with accepteCI 
professional standards and practices, the facllty 
must maintain medical recordS on each resident 

that are- I
1

 

i (I) Comprete; 
(ii) Accurately documented; 

1 1 
(Iii) ReadRy acc:esslbre; and 

, (Iv) Systematically organized 
Å 
§483.70(1)(2) The tacilily must keep confdentlal 
Å allInformation contained in lhe resident's records, 
i regantless of 118 form er storage method of the 

I recorOs. except when raleasa ls- 
1 (') To the individual, or their resident 

repraaentaUve where permitted by applicable law; 

 

 

 
F758_ 

F8421  F842 

There were no adverse actions 

due to this citation. Residents 

#46, #S3, and #19 have been 

found to have inaccurate 

documentation on their MOLST 

forms. All three resident's 

MOLST forms have been 

reviewed and corrected on 7-2- 

19. 

All residents In the facility have 

the potential to be affected by 

the same deficient practice. 

100'6 audit of facility MOLST 

forms has been completed on 

7-2-19 and any identified issue 

has been corrected. 

The Social Services Director has 

In-serviced attending physicians 

and nurse practitioners on 

1 

, (6) 

Required by Law; reviewina and accurately 

1 (Iii) For traatment, ent.or haafth care 

operationa, as permitted by and Incompllance 

I wUh 45 CFR 164.506; 

(iv) For public heatth activWes, reporting of ebUse, 

neglect. or damesUc vlalence, health oversight 

I 

1 

I 

I 

I 

I' 



 

activldes, judicial and administrative proceedings, 
law enfon:ement purposes, organ donation 

documenting on the MOLST 

forms. 
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pu,poses, research pu,poses, or to coroners, 
medlcal examiners, funeral directors. and to avert 
a serious threat to health or safety as pe,mitted 

; by and In compliance with 45 CFR 164.512. 

: §483.70(i)(3) The facility must safeguard medical: 

! record Information against loss, destruction, or l 
t unauthorized US8. I 

!§483.70(IX4) Medical records must be retained 
for- 

·, (i) The period of time required by State law; or 
(u) Five years from lhe date of discharge when 

Å there isno,equlremant In State law; or 

Å (iii) For a minor, 3 years after a resident reaches 
legal age under State18W. 

§483.70(1)(5) The rnedlcal record must contain­ 
(v) Sufficient Information to Identify the resident; 
(i) A record of lhe restdenl's assessments; 
(ii)  The comprehensive plan of care and servlees 
provided; 
(iY)  The results of any preadmlsslan acraenlng 
end resident review evaluations and 
determinations conducted by the State; 
(v) PhysicJanÅs, nurse's. and other licensed 
pn,fesalonars progress notes; and 
(vl) Laboratory, radiology and alher diagnostic 
services repotts as required under §483.50. 

· Thia REQUIREMENT Is not met as evidenced 
by: 

' Based on surveyor review of the clinlcal record 
and inteMeW with facility staff. it was determined 
that the facllky failed to ensure accurate 

I documentation an realdenlS" Mmyland MOLST. 
This finding was evldent for 3 of 3 residents 
setected in the Advance Dlrec1ive review. (#48, 
#53, #19) The findings Include: 

F842 
 

Social Services will complete 

weekly audiU on new 

admissions and readmission's 

MOLST to ensure accurate 

doeumentation. Results of the 

audit will be reported to the 

QAPI for a period of 3 months. 

The QAPI wlU determine what, 

If any additional Interventions 

are needed at the end of the 

three Åmonth period. 

 

 
8-2-19 and on-going 
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: Ma,yland MOLST (MOlST) Is a po,table and 
Å enduring medical order fonn covering options far 
cardiopulmonary resuscitation and other 
llfe-suslalning treatments. The medical onfers are 

i based on the resident's wishes abOUt medical 
I tteatments. 
I 
: 1. On 0&-12·19, surveyor revtew Of the cHnical 
j record for resident #46 revealed that the 10-31-18 
MOLST indicated that the attending nurse 
practitioner had c:eltflied that the mecfrcal orders 
entered ware as a result of a discussion with and 
lhe Informed consent of Iha resident #46's i.alth 
care agent as named in the patient's (19Sidenfs) 
advance dlrectiYe". 

However, on 06-13-19 at 12:30PM, surveyor 
interview with the Director of SOCial SeNices 
revealed that no Advance Directive was In place 
1 for Residenll46. Further interview revealed that 

the medlc:al orders on the Maryland MOLST ware 
the result Gf a discussion wllh tl'le attending nurse 
ptaetltioner and the resident's responslble party, 
(who was the su,ragate as designated in the 
Health Care Decisions Act). 

f On 06-13--19 at 3PM, lntet'Yiew wiU1 the faciJty 

, administrator rewaled no addftfonal information. 

, 2. on OS.12-19, surveyor review of the clinical 
record tor resident #53 revealed a hard ca,r of 
Iha Maryland MOLST completed an 02-22-19. 
TIie attending physleian documented that the 
medk:al orders were the result of a discussion 
with and the Informed consent of the resident's 
health ca agent as Indicated In the resident's 
advance directives. 

However, further review of the electronic record 
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for resident #53 revealed a copy of the Maryland 
MOLST was &eanned Into the record an 
02-22-19. However, there was no documentation 
who the physician discussed the MOLST with. 

On 06-12-19 at 4:30PM, Interview with the 
Director of Sodal S8Nices reveafed that the 
attending pt,yslelan had failed to check the box 
on the original 02-22-19 Maryland MOLST fonn, 
and it was corrected on the original copy localed 
In the resldenrs record. However, staff filled to 
scan the conected copy IOQlted In the electronlc 
record. 

On 06-13-19 8111AM, interview with the faclflty 
administrator revealed no additional lnformatlOn. 

F842 

 

3. 0n 06-17-19 at 10:15 AM, surveyor review of 
resident #19'5MOLST, signed on 02-27-19, 
revealed that the primary physician documented 
that the M0LST was completed based on a 
discussion with resident #19. 

Further record review revealed that physician 
. certlftcation for rnldent #19's capacity on 
02Å27-19 and 04-3().19. On both assessments. 
resident #19 was certified as not being able to ,- 
make his/her own decisions. Thus resident 
#19 did not have Iha capacity 10 make Informed 
decilion regarding the MOLST . I 

On 06-17-19 at 11:10 AM, surveyortnterviewwith 
the primary care phySiclan and the sodal worker 
f8Y881ed that resident #19's M0LSJ was 
inaccurately documented. 

!
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Initial cxmments 

The fallowing deficiencies are the result of the 
annual survey conducted by the office of Health 
Cara Quality on June 10, 11, 12, 13, 17 and 18, 
2019 to determine the facility's compDance with 
COMAR requirements. Survey acllvities 
consisted of a review of 42 residents' records, 

. observation of resident care and staff practices, 

I
lnteMews of residents, residents' family 
rnambers, the ombudsman, and faciliey'& staff. 

I 
Additionally, administrativel&COrda and resident 
care policies were reviewed. 

In addition to standard survey protocols, 
complaints #MD0D138454, #MDOD140173, 
#MO0014128, and #M000141134 and facility 
reported incidents tMD00138628, 
#MDD0141556. In addition, anOlharfacility 
reported incident was provided to the survei team 
andrellieMd. 

 

The facility is licensed for 92 comprehenliYe 
bedl. A1 time of this survey the faclity census 
was83beds. 

 

s280( 10.07.02.07 G Admln/Res Care Staffing 

.07 Administration and Resident care. 
G. Staffing. 

 

(1).The administrator shab employ sufficient and 
satisfactory personnel as specified In this chapter 
to give adequate patient care and to dO feeding, 
maintenance. deaning. and housekÅping. 

(2) A facility may request a Åvotuntary admissions 
ceilln1t by submllllng a written raquest to tlle 

: Department to authorize a temporary reslricllon 
, on patient Å missions based upon antic;i_pated 

soao 
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s 260 Continued From page 1 

bed usage. When the facility wishes to request 
lhat lhe restricti0n be removed, the request shell 
lnclUde the specfflc effective date and a 
statament 1hat personnel staffing Is suffident to 
meet the State's requirements at the designated 
census figure. The Department shaD approve the 

Increase In beds within 72 hours following receipt· 
of Iha facllily'a documentation that the required 
additional staff IS "in place" to serve Iha Increased 

, number of beds. Management of the facility may 
, not permit Iha patient census to exceed the 
; admlssfons wiling without prior approval from the 

.
! Department 

(3) As requested by the Department, the 

ad111inislrator or his deslgnee lhal telephone the 
i Oepartmenfs central bed registry, advising the 
'  Department of: 

(a) The number of vacanl lieensed beds In the 
facility; 
(b) The levels cant of the beds reported 

vacant; 
, (C) The types of patients who will  be 

accepted-private, Medicare, or Medic:aid. 

S26D 

 
 
 
 

This Regulatlan Is not met as evidenced by: 

· Refer to CMS 2587 

l F725 

IF726 
I 

s 265 10.07.02.07 H Admin/Res care educ pgm 

.07 Administration and Resident care 

 

 

 

 

 
S285 

SEE F725, F726 I 
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An ongolng educational p,vgram shall be planned 
and conducted for the development and 

improvement of skills of au Iha facltily's 
personnel, inctucfmg training related to problems 
and needs of the aged, m, and disabled. RecoRfa 
shall be maintained reflecting atlendance. by 
name and tide, and training content In-service 
training shal tndude at least: 
(1) Prevention and control of infections; 
(2) Fire prevention programs and patient raJatad 

safely procedures In emergency situations or 
conditions: 
(3) Accident prevention; 
(4) Confidentiality of patient information: 
(5) Preservation of patient dignity, Including 
protection of the patient's privacy and personal 
and property rights; 
(6) Psychophysical and psychosocial needs of 
the aged Ht 
(7) Receipt by each employee of appropriate 

· orientation to the facility and la policies, and to 
the employee's paaition and duties; 
(8) Approval by Iha Department of the orientation 
and t,aining programs. 

 
 
 

 
This Regulation is nol met as evidenced by. 

Refer to CMS 2567 
F730 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SEE F730 
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s 510 10.07.02.12 Q Nsg Svc&;Charge Nune 

.12 NUISing Services. 

0. Charge Nurse. At. least one licensed nurse 

S510 
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OHCO 

shaD be on duty al an times and shall be - 
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designated by the director of nursing to tie In 
charge of lhe nursing activities during each tour 
of duly. The charge nurse or nurses shall have 
the ability to reoognize significant changes inUlt 
cond'rtion of patients and to take necessmy 
action. 

 
 

This Regulation  Is not met as evldenr.ad by. 

Refer to CMS 2567 
F684,F694 

 

s 512, 10.07.02.12 R Nsg Svcs; Charge Nurse Dally I S 512 

Rounds 

.12 Nursing Services. 

SEE F684, F694 

I 
f R. Charge Nurses' Daly Rounds. The charge 
Å nurse or nurses 8hall make dally rounds to all 

nursing units far which rasponslt;,te. performing 
sud! functions as: 
(1) V11Wng each patient: 
(2) Reviewing clinical recanf s, medication orders, 
patient care plans, and staff assignments; 
(3) To the degree possible, accompanying 
physician& when visiting patients. 

 

 

This Regulatlan Is not met as evidenced by: 
Refer tcrCMS 2567 
F858 
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; .20 Clinical Records. 

A. Records for all Patients. Records for all 
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patients shall be maintained in ac:icordance with 
accepted professional standards and practices. 
B. Contents of Record. Contents of record shall 
be: 
(1) ldentffication and summary sheet or sheets 
including patient's name. social &eCUrlty 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 physldan, dentist. parentsÅ 

names or next of kin, or authorized 
rapresentative; 
(3) Documented evidence of a11essment of the  I I I 
need& of the patient, of establishment of an 
appropriate plan of inidal and ongoing treatment. 
and of the care end 981Vices provided; 
(4) Authentication of hospital diagnoses 
(discharge summary, report from patient's 
auending phy&lclan, or transfer form); 
(5) Consent fonns when required (such as 
consent for adrnlmstering investigatlonal drug&, 
for burial arrangemenlB made In advance, far 
release of medical record Information, for 
handling of finances); 
(6) Medlcal end aacial history of patient; 
(7) Report of physlcal examination; 
(8) Diagnostic and the,apeulic orders; 
(9) Consultation ,aports: 
(10) Obselvalfons and progress notes; 
(11) Reports of medieatlon administration, 
treatments, and clinical findings: 
(12) Disdl8rge summary fncludlng final diagnosis 
and prognosis; 
(13) Dlsclpllne assessment; and 

I (14) lnterdisdpllnary care plen. 
C. Staffing. An employee of the fadlity shall be 
designated as the person responsible for the overall supenrilion of the medical record servtce. 
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! There shall be sufficient supportive staff to 

Å accomplish all mecrical record functions. 
0. COnsultatJon. If the medical recant supefVlsor 

is not a qualified madlcal record pradiUoner, the 

1 
Department mar require that the supervisor 

 

Reports. Current macfical records and those of 
cflSCharged patients shall ba completed prom . 
All cl"mlcal Information pertaining to a patient's 
stay shall be centralzed In the patients madlcal 
record. 
F. Retention and Preservation of Records. 
Medical records shall be retained for a period of 
not rass than 5 years from the date of diSCharga 
or. in the case of a minor. 3 years after the 
patient becOmes of age or 5 years, whichever is 
ranger. 
G. Cunent Records-lOCa.Uon and FaciUtles. The 
facility shall maintain adequate space and 
equipment. convenlendy located. to provide for 
efficient p,oc:eesing af medical recard1 
(reviewing. lndaxfng. ftUng, and prompt retrieval). 
H. Closed or Inactive Records. Closed or inactive 
records &hall be filed and stored in a 88fe place 
(free from fire hazards) Whfctl provides for 
confidentialty and, when nacessary, retrieval. 

 

 

, This Regulation Is not met as evidenced by: 

t Refer to CMS 2567 
F842 

 

 

 

 

 

 

 

 
SEE F842 I 

I 
I 

S1868 10.07.02.34 0 Hskpg; Laundry, exiating facillles I 

.34 Housekeeping Services, Pest Control, and 
Laundry. 
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518661 Continued  From page e 

1 D. Laundries-Existing Fadlities. In existing 
facilities where a pt,ysical separation Is not 
possible. exceptions as to approved laundry 
facilties may be made at the discretion of the 
Department Thera shaU be p70Vislon for lhe 

; laundering of patients' clothing. Hot water 

I temperatures In laundries shallconform to 
appficable standards of the  fntemational Fabrle 

t care Institute for laundry water supply. 

I
I 

This Regulation Is not met as evidenced by: 

I 
On 06-1 19 at 9 AM, surveyor Initial tour of the 
faclity's laundry department revealed no physical 
separation between the "dean" and "soDed" 

.areas. 
: On 08-18-19 at 10:15 AM, during an interview, 
l the facility administrator provided Iha completed 
waiver request form for submission to the state 

, agency. 
 

S1688 10.07.02.38 D Resident Status Assessment; 

aasessments 

.36 Resident Status Assessment. 

D. The facility shall complete all assessments in 
, accordance with the provisions of 42 CFR 

{  §§483.20 and 413.343. 

I 

IThis Regulation  is not met as evidenced by: 

Refer 10 CMS 2567 
F640 
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S17251 Ccntinuad From page 7 

s1-ns; 10.07.02.37 D CAie Planning:conference due 

J ,37 Care Planning. 

I D. The facility shall hold lhe care planning I 

PREFIX I 

1'AG I 

S1725 

S1725 

(EACH COARECTM: ACrtC>N SHOULD 8E 
CftOSS.REFERENCEDTOTHl!APPROPIIIAT&  

DEFfCIENC\') 

 
Dlffli 

conference not later than 7 calendar da)'I after 
completion of the assessment, but may hold the 

conference earlier if agreed to by the resident. a 
family member, or a residenfs representative. 

 
I 

This Regulation is not met as evidenced by: 
Refer lo CMS 2587 

F657 

l 

s1730' 10.07.02.37 E Care Planning; Organization of 

I plan 

!
' 

.37 Care Planning. 

i 
' E. Organfzation of Care Plan. 

I (1) Problems and needs shat be Identified, based 
' upon the Interdisciplinary assessment The care 

f plan shall address an of the resident's special 
care requirements necessary to Improve or 
maintain lhe resident's status. The 
lnterdisc:ipllnary team shaU incorporate resident 
Input into the care plan. 
(2) The team shall establish goalsfor each 

Å problem or need Identified. The goal shall be 
reallstlc. practical, and tailored to the resident's 
needs. Goal outc:ome shell be measurable In time 
or degree, or both. 

: (3) Approaches to accomplishing each goal shaft 
· be established. Approaches shall communicate 

· the work to be dOne, by whom It ts ta be done, 

and how frequenlly It fs to be performed. 
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: This Regulation Is not met as evidenced by. 

J 

 
81885 10.07.02.48 Posting 0f staffing 

.48 Posting of Staffing. 

S1730 
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SEE F656 

 

S188S I  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

OHCQ 

A. Anursing home shaft post on aad\ floor or unit 
of the nursing h0ffl8, for each shift. a notice that 
e,cplalna the ratio of licensed and unRcensed staff 
to residents. 
B. The posting on each floor shaR lnclude: 
(1) Names of the staff members on duty and the 

room numbers Of Iha residents that each is 
. assigned; 
, (2) Name of the dlalge nurse or person In charge 

of the unit; and 
(3) Name of lhe madlclna aide or pe,son 

, responsible for medication administration. 

c. The posting &ha! be on a form provided or 
approved by the Departmenl 

 

 

I This Regulatian Is not mel as evidenced by: 
: Based on surveyor observation on lnltfal tour, ii  
: was determined that lhe facility Staff failed to post 
a nursing aaslgnment schedule that explained the 
ratio of licensed end unlcensed Åstaff to residents. 
This ffndrng was evident In 1 of 2 nursing 
asslgnment posted boards In the facllty. The 

, findings include: 

Sun,eyor observation on CJ&.10-19 at10:20 MA 
of the OS.1C>-19 dally nursing assignment 
schedule on Yotlctown/rahab unit reveated no 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
.., 

There were no adverse actions 

due to this citation. The Unit 

Manager corrected this Issue 

during the survey. 
 

All residenu have the potential 

to be affected by this deficient 

practice. AU Unit Managers 

and/or leadership staff will 

check the board durin& the 

three shifts to ensure the 

Assignment boards are 

completed per shift/per 

regulation. 

The Charge nurses will  

complete the daily assignments 

on the assrgnment board at the 

beginning of each shift. The 

assignment sheets will also be 

completed at the beginning of 

each shift. 11 
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S1885 ' Continued From page 9 I S1885 

documented evidence or notice that explained the 
ratio of licensed and unlicensed staff to residents. 

On 08-10-19 at 5:20 PM, surveyor interview with 
the DiredDr of Nursing revealed no addllional 
rnformation. 

AH nurses will be in-setviced by 
8-2-19. 

 
Unit Mana1er/Dlrector of 

Nursing are responsible and will 

monitor for compliance. 

 

S5CJ95! 10.07.09.08 C (2) Right to receive care in qual 
environ 

 

.08 Resfdenfs Rights and Services. 

C. A residƴnt has the right to: 
(2) Rec:eive treatment, care, and services that are 
In an environment that promotes maintenance or 
enhancement of each resident's quality of life; 

 
65095 

 

8-2-19 and OnÅIOi"8 

 

 

This Regulation is not met as evidenced by: 

Refer to CMS 2587 
F581 

 
86012 10.07.09.08 C (11) Right to consent/refuse 

treatment 

.08 Resident's Rights and Services. 

c. A resident has the right to: 

(11) Consent to or refuse treatment. Including the 
, tight to accept or rejed artlflcially administered 

S\lllenanca Inacc:oldance with S1ate law; 

 
 
 
 

88012 

SEE f561 

I 

 
t 

1 Thia Regulation is not met as mdencad by: 

Refer to CMS 2567 SEE F561 
F561 

 

OHCCS-- 

STATE FOAM M1!I 4H7D11 I conlhlltllln lMII  1D DI t2 

I 



 

I 

I 

' 

 

of Health Care Oualih 
STATBIENTOF DIFICIIINCiES OU) PROWJERISUPPLl!RICUA 
ANDPtAHOF COMECTION  IDENTIJIICATIONNUMBElt 

 
 

Zt50&0 

 
 
 

OC2J MUL1lPLE eoHSTRUCllON 
A. BUILDING:    

 
 

8.WIHG 

PRINTED: 0711812019 
FORM APPROVED 

 
(XIIDATESURVIV 

COMPt.ETED 
 

C 

0111812011 

NAME OF PAOW)IR Olt SUPAJER 

REGENCY CARE OF SILVER SPRING, LLC 

STREET ADDJIUI, cnv.STA1E, ZIP CODE 

9101 SECOND AVENUE 
SILVER SPRING, MD 20910 

IXA)I> , 
PREFIX I 
TAG 

SUMMMY STATDIHT CF DEFICIENCIES 
(!ACM DEFICIENCY MUST BE PRECED!D IV FULL  
RECIULATOR't' OR I.SCIDEHTlfYINO INfORfM110N) 

ID 
PREFIX 
T.AG 

PROVIDEA'8 PI.MOF CORRECTION 
(EACH CORRl!CTMACTION8HOULD BE 

CR0SS-REFEIWICETO THE APPROPRIATE 
DEFICfENC'f')  

OC9> 
cmaurE 

DA1I 

S6285J Continued From page.10 

66285: 10.07.09.14 C (1) Phys/Chem Restr,Psycho 
Orugs,lncficatlon.. 

.U Physical and Chemical Restraints. 

C. Use of Psyehopharmacologic Drugs. When a 
phystcian p,escrtbes psyc:hOpharmacologicdrugs 
for a resident, the resfdenfs clinical records shall 
contain au of1he following documentation: 
(1) A physidan's ind"ication that the dosage, 
duration, lndicaUon, and monitoring are cflnlcelly 
appropriate and the reasons why &hey are 
cinicaly appropriate; 

 

This Regulation is not met as evidenced by. 
Re'8r to CMS 2567 
F-758 
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SEE F758 

S8320 10.07.09.15 C (1) (a) Abuse;Raport to law I S6320 

I enforcement 
I 

( ,15 Abuse of Residents. 

C. Reports of Abuse. 
(1) A person whO belave8 lhal a resldenl has 
been abused shall prompay report the a!eged 
abuse to the: 
(a) Appropriate Jaw enforcement agency, 

 

This Regulation Isnot met as evidenced by: 
Refer to CMS 2587 
F608 

I 
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SEE F608 I 
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D. lnvestfgatfons. A nursing facility shall: 

(1) Tt1oroughJy Investigate au alegatlons of 
abuse;and · 

 
 

 
This Regulation is not rrie1as evidenced by: 

Refer to CMS 2567 
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1. Resident #3 did not 

have anv ad rse 

Jo!- p!rlfthtN  ta. t. ·  ·e -  }· .i.,e-· G ere tfte '"ult OUb:omes a:s related to 
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I Å 

...::-.., 

· §48;1(l(e)(2) Tiie t to '1d pe,sQnal 
,PPf'  &. lnO,Udlng. fuf.Jlf8)11,nge. an lng, 
ae permlt$. \JUlee&:to do1K' rnfr11'!98 
upon·tht tights Ot health a:pd G${$ty 9f other 

, reelderrta.. 

l '.RE<llflREMENT oot met,as evlt.fericed 
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ot1 SllrvefOr 9bservation and rntervJew of 
hlcl etan:. it c( rrptM U,st f ity 

tt,11- cltatron, Resident 

12 did not have any 

Bdv6m outcomes a, 
ntlated to this cltat;on. 

AUFoley ba1s were 

cowred and facial hair 

on residenb 

was removeq. 
2. .Any ( )de nt tt:111t 

$1clei tn tf1e lity  

hil5 tne potential to be 

·af'fededby thls 
4 ,           .. 

 

Citation. No other 
 
 
 

 

,    _fal 
led to provld &1 vlronmil\llhat nmmot-' 

re ., . eind dtgn)j . 
reÅsidenti'wer-e- affected 
by th.is situation. 

evident In 2fflsldenta (#Z113) ObseiVed 
dl ig Å COfflplaint - The findings include: 
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lll  ne due to a lcat condltJOn. Howewr, 
i the erit-re ds with a nod of the head fot 

, yes or iihekjng )heh884 t0 signify no. 
1 
&, r inter.il wlh ""1dept #3 ledthat 

1 iti1S txittler.eid '1f the taclat tl81r anc1 wanted to 

be shaved. 

Ori 0  19at 11 AMt ,u  r lnt.ervtew with 
RN unit maria-get fhel&he agreed 
at   l".ISldent #3    :rdhiv_e. t,ad the facial hair 

shaved to prese - dlg,Olb/. 

I 0o 03-00-10 al 1:10 PM, 8llN8"/0f interview with 

Ilhe Admintatrator and the Dlrectcr of NuT8irlg 

 
1 B. On 03t(J8-19, at io §AM, 
oti41Y$ OI\ ofteafcl_effl #3TIM:alect a F'aloy 

.ailh  Jf-e fi8  Ing trgm the stde of 
the ,..l    J:   J.. AFotey 

t catheir ls fl · 'tube \fJhfCh.s>asses through the 
1 urethra anr;t1m·.· u,$  '9i_d n rfneanda 
dlgnlffts a bag lqtt ooyits Å Fofey calhetets 
dmtnage basf@platn afg t)' The F y 
cetheter euf wn Y11J>le tb the putilic III  the 
resi tÅ door s left wtda OfJ(lt\. 

on 03-06·19 ati1:1O PM, surve or inlai'Vlaw wilh 
tt,e Admlnl&trat« s,,d Dir\ctor cf Nurei 

(CONJ reves1 0-ttt ahOU1d nave-neen $.dlgruty 
Å coiermg f' ce tec'e cfrslnm;ie baQ to 
PfOHM dl9hlfy. No 1;u,1dttlonal Information 'Wlillil 

provtcfed, 

On OU$-1J) ,t H:.19 A 
ob5etV8tioh of reBJdent .reveait;g f FQf:ey 
r hangtrJg fr'dm thir/de olthe bed v,tth no 
dlgnttybagptesont 

r 
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wm monitor the.ae two 
dignity Jss.qes for 
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doily unds the,,:, two 

d'Bn Issues and 
fallow up on as 

necessary. DON will 

monJtor for 
compHance. 
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3. All  licensed staff 
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 mtnlstµitlon r revealed that.lhe normel 
aaline was .at 9 AM. Survayor obseNed 
1fnl re nlng,ln the bag at 11:30 A.M. Thi& 
1 that em   #2 500 mt of 
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.12 Nursing Services, 

Q. Ch.arge Nurae. N.lea1l o114t'ltcenltd nurse 
shal be on duty ft al til'I\M:and be .,_ 
designated by lhe director. of:Sm1111iqg to be in · 
che,ge- of' the.nurslng acttv!t\9& duoog e8JCh toli" 
of duty. The cbarge nurw'" nu shaU have 
Iha ability to recognize significant change& lit  the 
coodldon of patJ JI and t\l fake 
action. · 
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in lplinary team shail e resl t 
Input Into the care pl fl 

·  (2) The team Å"'11e  b  htio le for e 
prot,fem or need Identified. The goa1 shall be 
reaJlstlc, practical; and talkired to1'e 
n edt. al outcome ahd be measurable in tine 
or degree, ar both- 
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(S) A ollos toa mpl!shtnQ gos.I a I 
be QSUIJ)llsihed. Approaches !'lilll communl¢ate 
the wort to be done, by whom done, 
and how frequently It ls to be.,e . 
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bn 2/5119. asurvey\YBs cortd te(f st thtS (e(:llrty 
by tha Qffice of H care Quality to inve t;rgete 
compJafnt #M000136457. ActMties l ded th8 
lnt&NMl'N of ti\& faci1ty'$ business office personnel 
aild al) audit of the resii:;ients' pe on.al funds 
records maintained by this ility. 

The lilP ciflc CQfTlp!aint was unsu-bstaflllalt!!d. This 

urvay did not ld ntify noneomplianoe with 
federal reqwrement& lP'lat were reviewed in 
relatioriship to the specific complalr\t. 

 
This survey did identify noncompiiance with 
federal reqmremertts that ware revieiHed 
pertaining to the management of resld&nts· 
personal funds. (SEE f 567 & F568} 
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§483.1O(f)( 1O) rhe resident has a rl11ht ta 
ma e h s or her flnal'l(:lal arrairs This indudes 
the right to know, In advance, What c:harge5 a 
facility may impose agalnsc a resldenrs p,ersonal 
funds. 
(i) The facility must oot requltl, re&ldents to 
deposit their personal funds with the facility. If a 
re$Jden\ chOOHS to deposit perwriel funds with 
the facility, upon wrfltan aulhori:za on of a 
res.fdenl the facitlty must act s. a ftduclary of ttie 
resident's ftJn<ia and tJOld . safeguard, manage, 
o.nd account for the personal funda of the residen, 
deposilecl Wi\11 Ult!  (i:t<.;lllly,  SIJ(:lr;(rll;;lel fn 1111S 

a ctlon. 
(u) Deposit ol Funds 

(A) In 9eneral· Except as set out in paragraph (0( 
l0)(11X8} of lhls section, the facftity must deposit 
an residents' personal funds f.n excess of $1(19 in 
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e. Resident lA  

Account was 

reopened on 
2/12/lg and 
$485A3was 

redepo5ited   into 

the acco1.1nt. Per 

Nation.al Oatj Care, 

the Interest amount 

that should have 

been pi:!itf ii S.22 

cents, which the 

chei::kwas 

deposited on 

3/7/19. Su!JnMS 

office manager 

malled a l tte, to 

the attorney's 

office informing 

them of the funds 

that are avadabl<?. 

If  the letter is not 

recelv d bl' 

October 31, 201 . 

the fundS, w/11 be 

t1,,1rr')ed over to 

Unclaimed 
Property . 

 

U\80RATi 
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fol10""'1"9 1hle G ort11 y 'flfilriho,r  or notÅ pion (If ccUon ;.,, p<Ovhlcd. f Jl\,IIBlng h , tilt:!  o flngln&a- .00plana 0( oarreotI,Ql)- dle Qt- l 4 

dayii fcillo111I J . cl_'!ho10doaumor4A"Aro  mAdÅ a11111lliohlÅ tc, th(,' 

prcgra,in po 
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F 667 Continued From page 1 

tr'lterest be4!rlng aeeouot (Qt nm) t rs 
rate from Sfl)' of the racltlty -Qjjefatfn9 
aC00Unts, and that credits mfJ l nied on 
resident'& funds to that acootirit. (In pooled 
acc:oonls, there must be a sfj tl! ntlr'9 
for h residenfs $hare.) i!ftf. (&£iii!)' must 
maintm a resldenrs personal:f\lnds that do not 
exceed' $1oo in a non--tn1ere.stiieanng account. 
lnt t-tieanng accoont.,.or pe_ jty,c;;ash fund. 
(B) Resldants. Whose care is ff!l  e_tl by ÅJo: 

F-567 Resident 2A- A. check was 

rel!.sued an!S deposited into the 

C\J&tomer acoount on 2/12/19 

in the amo-unt of $1.412, 

National Data Care was not able 

to give, ao inter-est , mount for 

the accovnt remains opcm , 

An audit wHI bt com pl,:te-d by 
the 8usiness omce Manager to 

The faclJlty 111Ust qeposit the fi!t!.l rj Å PQNiOnal 

funds. fn excess of sso In suvlnterest·beartng 
aocount (or aooounts) that Is separate from any of 
the facllity's operating accounts: nd th.at credits 
ar:i tnten!!at eernel1on resktanl's).100& to that 
aCOO\ln t, (In pooled accounte; there must be- a 
saparate aCCO\lnting for eactfresld&nt's share.} 
Tht! facility rnvst maintain pt,1'$0flal funds that do 
not exoeM $50 iri  llOOinterest boaring account, 
interest-bearing aecount. or petty C8$h fund 
This REQUIREMENT Is not met as eviderlOQ(I 
by 

Based on the review, on 21Sf19. of the rosldonts' 
peraonal funds records, including ll'ldividual 
residenfs account summ.a,ies. and frafisa 
report9, thi$ facility failed to deposit .a resldenf& 
personal1unds tn e:iceegs of $50.00 Into an 
mdivldual, interest bearing aCCOtJnt. Findings 
molude: 

 
1.  Re&ielenl 1A expired on - 1"h18 facility 
cloSed the residents 1n dMdu 1. 111terest bearing 
oocount on 4.110/18, without apprcpriat8 
BUUl0l'iZSII0n, The factlit)' transferred ll'le 

reskfent's 5486.43 cloS1ng balance to e 
nan-interest bearing, pooled, petty cash cheeking 
.itocou11t   The reslden1ts person.st funds remained 

In lhe noMnterest bearing account untll 10/3118. 

ensure there are no ottier 

r srd otor. aff tio,d hv thi . 

A monthly review will  be 

comp-ft-ted by the Susmess. 

Offke Manager with review by 

the Administrator to ensure oo 

further deficient practk.e 

occurs. 

Monitoring monthly of the 

a«ounts will be compk!ted. 

Any deficient issu2- wm be 

addfessed ilt that time. 

 

 

 

March l'J, 2019, al'Kf on- oin 

monltorins. 
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F 567 Continued from pa!;J8 2 

o" 1126117, this f.ec;ili1Y wittldrew $1,412.00 
from me persooal fund account for tesideflt 2A. 
The residenl's personal ru11d$. transfarred bY 
the facility to a hatt-inle(etrt rf pooled petty 
cash checkjng account As ot 2/5/19, tt,e 

re  t·s pef9onal functs remamed in the 
tlOtl-lnlElfOSt bearing ij,QCQ\.Jnt. 

F 5 67  
FS:68 

1. A. A.II  rnonthi. crted 

were recoocl!Gd w th 

the petty cash checking 

c.counts. Copies have 

F 68B 

SS-"8 

Accounitng and Recor<t, of POJsonaf Funds 
CFR(s)· 483 10(f}(10){iil) 

 
. §463.10(f)(10)(lii) Accounting and Racords. 
(A} The factJlty must establish and maintain a 
system tnat assures a f\J" atid complete and 
parate account1119, according to generalry 

i iiocef)tec.f aocounting prlncÅptu, of &ach rasldent'1i 

personai funds entrusted to the faclllty on the 
te$ldeor& behaif. 
(B) The $)'stem mu=it preclude any comml Dng 
of i'e&tdent funds witf1 racil_ity funds or wltnlf'la 
funds of any person other t oother resfdeiil 
(C}The lodivldua f,nat'Cial r6COrd m1.19t be 

, avai ble to the resident lhrougll quarterty 

statements and upon request 
This REQUIREMENT Is nol met'$ evidenced 
by: 
B.ased on the reYlew. on 215118, of the tesltSenta' 

per5onal funds records, includlng tndlvktual 
reaident'a acco1Jnt atatemen15, banks statements, 

ttaM&.etlon teP<>rte, transaction receipts. and 
reooncll!atioo reports, this faeallty ralled to 
maintam a system trnit ensures a full and 
complete accountmg of the residents' perscnal 
monleiJ en-trusted to th.a faotffty. 

Findings inclu de. 
 
1. As of 2/5.119. there was no evidence that the 
re&ideot·spooled. peUy cash cb8r;klf19 accoont 
#XXX 6'1 30 tlad been,®mP'&tely a!1d 

F568 been submitted to the 

surveyor with lhls POC, 

C. All withdrawals of 

rf'sidenu 1,>ersoMI 

funds will be 

recorded with the 

appropriate 

transmitted 

transaction receipts 

and placr!d lo the 

appropriate binder. 

O. All  wltl1drawils of 

rnsklent's personal 

fund!l will 

appropriately 

a: thori:t:ed a(ld/or 
witnessed. All 

administrative staff 

wlll  be tnÅSf?Nlc d 

on th4:! ne«gs.ary 

i!IJ \hor lzatiun 

process. 

£. RerJdent 3A 

account was 
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F 568 Cootltiued Fron, p8!Jtfi! 3 I F 568 
oppropnately rt1Gonel d f0t the months ending 
9118. 10!18 1 11/16, and 12'18. AA of 1/31119, 
thetÅ appeared to be d(tpostts with no checks 
written dating back to 2116. 

 

2. All withdrawals of restcf i,nts' pe('aonal funds 
were 1-.o( reoo(i;feQ en epproprjate lransac:Uon 
tecalpts. 

 
3. AU Wilhdr.QW818 Of residents' personat fUf'ld$ 
we.re OOt approptiately authorized andtor 
wilnessed. 

4. On 512H18, thie facllrty closed U'I persor\al 
fut)(f aooounl tor re:liident 3A, wittlout appropriate 

authorization. A& of 2/5119, there was no 
eYidel"ICe a6 to the finBf dlsposttJon or the 
resictent's $120 .01 dosing balance. 

reopened en 

'i./12/19 and 

$120;01 wa5 

recleP:QSited into 

the account. Per 

NOC, lhe Interest 

amount should be 

$.041  which was 

d posited into the 

account on 3/7/19. 

A k!tte, was mall 
to the 

repre$entative 

listed Informing 

them of the funds 

that re oow 

available to be 

clalmed aod the 

process of using. the 

Letter of 

Administration. If 

the tter Is not 

received by 

October 31, 2019, 

the funds. will be 

turned over to 
Unclaimed 
Property. 
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DATE 

s ooo iniUal COO"lments I S QOO 

, 011 215119, a survey was conducted at this facility 
by the Offioe of Health ear; allty tQ llWt!stl99te 
complaint #M0001364S7. Activities iflclu<ied the 
iritervle\v of the facility's busineH office personn&I 
al'd .an 8t1dlt of the residents' pef90nal fuMs 
records rne1ntemed by th, is f!  cility. 

 
The specific complaint was.unsub!itantlat-ed. This 
survey did not idflntlfy natieompllat'lee with St t:8 

requirements Chat were teVLs:w@d in relationship to 
the spedftc complaint 

This Sl!MY did lde11tlfy noncomplianoe with State 
requirements that were revl ticl IM)rtalnlng to ttle 
maf\agi,ment of re&Jder')ts' pereoll81 funde. (SEE 
S8465, -$&180, $8520, $) 

 

An au<fIt wm be 

completed bV Uie BOM 

lo eosure all accounts 
a.-e f' ctif c:J 

appropri11tety. 

A monthly review of the 

fund a count5 will be 

completed by the SOM 

with oversight by the 
Administrator, 

 
 
 
 
 
 
 
 
 
 

M.arch 29, 2019 and o,,. 
going. 

 

58466 10.07.09".18 o (1) P10tect res h.Jnds:excess of 
$50,int bearing 

.16 PtotectfO(l of a Re&itlenfs Pen;ooal Fvnos 
 

0. PetSonal funds in Exceas of $50. A nursirtg 
facility shall: 
(1) Oep0$lt a resldi,nrs personal tun<ts In excess 
or $5() ln an intere&t-ooaring a nt thal Is: 
(a) E$tabrls alld maintained by ttie faclllty 
1.in,der one of the following terms: 
(i) In the llSme of ttie resi(lent only, 

, (ii)  fn the name of the facllity '"in trust for" or as 

· the "tru a"' for tt,e indivldue.! re ident, or 
' (iii} 1n a re&idents' pooled account, with a 

separate. accoonting for each resident's share: 
and 
(b) Located in a financial instiwlioo whose 
accounl& er ll' \$Uted by the: 
(1) Federal Deposit Insurance Corporation {FDfC). 
(ii)  Federal Savlnas and Loan lnsuraDCe · 

C oon(FSLIC). or 

S6465 

 

 

' " 
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I 
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S640l'j Continued From page 1 

(iii) Other insurer epptoved by the Department; 

and 
(e) Sepatate from any of the nursing faclllty's 
op«atirtg aceoun end 

 
ll"IIS Regulation is oot met as evidenced - : 
SEE F667 

 
56480 10.07.09.18 F (1) Protact res tunds;earabres 

acct 

.18 Protection of e Resident's Personal Funds. 

F. Eslablishrnenl of Resident ACCQUnts. When a 
nurving fsollit,r menagee a reaident's fioaooiel 
affairs, the nursing faeltity al\a.tl e-stablleh and 

maJotaln a system lhat 
(1) ensures a fud. complete, and separate 
a«ounting, ae()()rdln,g to neraUy pted 
aecounlfng p,lncfpte1>. of e.ach reSldenrs personal 
funds entrusted lo the nursing facility; and 

 

This Regulation is not met as evtdGnced by: 

SEE F667 & F568 

 
S6620 10.07.09.19 B (1) Recs Pers. Fi.mdt:ReeeiptS 

 

,19 Records of Resident Personal Funds. 
 

8. Rsc,afpts of Transactions. 

(1) tf a transaction Involves a transfer of fun.d& 
tietween a resident and a second party, or 
between lhe nul'$lnQ faeiflty and the institutiot'\ in 
which the residenrc aocount located, the 
nursing facility ot firlBric:ial  lnstiMion shall: 
(a) Provide a p\ or copy of s receipt to the 

resldenl or retain the resident's copy of the 

OHCQ 

 

56465 

 
 
 
 
 
 
 
 
 

S&480 
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S646S 

Se FS67 

 

 

 

 

 

 

 
 

see S67 and F568 
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See FS68 
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56520 Continued From page! i 

tecelpt as part of the re5ider,t's individual financial 
record; aod 
(b) Maintain the originat receipt and make it 
avaoae10 ror audit. 

 

86620 

 

 

This Regulation is not mei as evidenced by: 

SEE 568 

 

see35 10.01.oe.19 B (4) Recs Pets Funds:faal 
withidtawal authority 

.19 Recordi or RestQent Personal Funds. 

B. Reoeipts of Tram.actions 

 

(4} Except as a.et forth In Re9ulatlon .18H{2) of 

this chapter, a nursing Jadlty may wltlldraw 
money from a resident's account wlthool written 
autho tion of the resident or. when applicable, 
the- reside11l'!J a t. if  th-e: 

; (a) Nursing facility document$ that thE- ident is 
1 lt1ctpabfa of undel'$bilndin,g the residen,Ås rights 

and responsibilities regarding flnances; 
(b) Resident's agent is una'ilallable. and 
(c) Withdrawal of fund& ts for an item or service 

i needed for the resid0nt's direct and immediate 
benefit and the tacmty maintains documontatlon 

that the withdrawai was tJ68d ff>' thal purpose 

 
 

 
$6535 

 
 

SG53S 

See FS68 

 
 
 
 
 
 
 
 
 
 

 
OHCQ 

Th ts. Regu1at1on 19 not met as  nood 

SEE F568 
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(F 000) I INITIAL COMMENTS 

 
On June 4. 2018 a revisit sun,ey was conducted 

to detennlne the facility's compliance with the 
plan of corntclfon submitted for the deficiencies 
cited during a fedara1 monltortng uvay that 
concluded on April 16, 2018. Survey actlvltlet 
Included Iha review of tha clinical records for 18 
nlSldents, observations of resident care and 8lllff 
practices. lnt9MIWI of residents and facility &taff. 
and review of facility polfclas, c,edlble evldenca of 
compliance, and athar pertinent documenlatlon. 
The folowfng de11denciea were cited as a result 

(FOOO) 

[5) le (C le I It fni 
lfl11 JUN 26 'lt1l 111:l 

OFFICE OFHEAlJ1I CARE Qll,\IJIY 

(F 580I ) 
ss,,.o 

of the ntvlalt survey. 

Notify of Changes (lnjury/OecllneJRoom. etc.) I {F 580) 
CFR(s): 483.10(g)(14)(1HIV)(1 ) 

 

§483.10(9)(14) Notification of Changes. 
(iJ A facility must Immediately Inform the ntsld8flt; 
consul with the mldent's physician; and notify, 
conslatant with his or her aulhortty, the resident 
representative(1) when thent ls- 
(A) An accident involving the ra&fdant which 
results In lnjuiy and has lhe potential for requiring 
physician lnttrvenlion; 
(B) A slgnlflcent change In the rudent's physical. 
mental, or paychosoclaJ status (that 11, ƴ 
deterioration In health, mental, or lal 
status In either life.threatening conditions or 
dlnlcal compDcatlons); 
(C) A need to aler natmant significantly (that is, 
a need to discontinue a, existing form of 
trealment due to adverse consequences. or to 
comm8flce a new form of treatment); or 
(0) A declslon lo transfer or cischarge the 
rasldent fn:Jm the facility as specfflad In 
§483.15(c)(1)(il). 
(Ii) Whan making nollflcallon under paragraph (g) 

(14)V) of this aectlOn, the facility must ensure that 

 
 
 
 

FSBO 

Resident #55 di4 not 

have any adverse 

outcomes as related to 

this citation. POA was 
notified of the chanae 

In condition with the 

Initiation of the new 
medication. 

Any resident that 

resides In the facllity 

has the potentf al to be 

affected by this 

citation. No other 

residents were affected 

by this citation. 

 

 
 

MGUlier I  PftMde allfllcf-lnt plOlldlDn to.._-.. palilntl . (See lnltrucllonl.) Elcceplfor INJllng 

fal1Dw1119 the UMY whether or not I plan of conec:Uon II  pnwlded, For nunilng homes. Uut above fincl1191 and plans of COll'lldloft  ere dtlclDHblt 14 
clap followlng Uut dlte lhlle cfocumen1I are made avalllbla to tM flc:lllly. If clalUenclN.,. clled, an appNMd plan or CDIINllan II  nN1ulllle to contlnuld 
PNIIP'8ffl paitfdpatlon. 
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(F 580)I Continued From page 1 I (F 580} 

all pertinent Information specified in §483.15(c)(2) 
la available and provided upon request to the 
physician. 
(IB) The facility must also promptly notify the 
resident and the resident representative. if any, 
whentharea. 
(A) A change In room or roommate aaslgnment 
as specllad In §483.10(eX6); or 
(B) A change In re&ldent rights under Federal or 
State law or regulations as apeclfled In paragraph 
(e)(10) af this section. 
(Iv) The faclllty must record and pertodlcally 
update the add1981(mailing and email) and 
phone number of tlle resident 
reprasentatlve(a). 

§483.1O(g)(15) 
Admission to a composite dfatlnct part. A facility 
that is a composite distinct part (aa defined in 

§,483.5) must disclose In Its admilsion agreement 
Its physical conflguraUon, Including tha various 
location& that comprise the composite distinct 
part. and must apaciry the pollc:IH that apply to 
room changes between Its different locations 
under §483.15(cJ(9). 
Thi& REQUIREMENT Is not met aa evidenced 

 

 
Licensed nurses and 

professional staff will 

be in-serviced on the 

proper notification of 

the correct famlly 

members and/or POA's 

when there Is a chanse 

In condition by the Å Å 

Administrator,SOdal 

Service Director and the 

Director of Nursin1, 

DON and Unit 

Manager(s) will review 

chanses In condition to 

ensure proper 

notification Is made. 

The result of the audits 

will be reviewed during 

QAPI and followed up 
as needed. b

e
y
i
·
sed an surveyor review the record 

of dlnlcal 
and lntervieW with faclUty staff, It was determined 
that the facility staff faled to notify resident #55'& 
medical Power ofAttorney of a change In 
condition timely. Thfs finding was evident for 1 of 
3 residents Hfected for a change in condition 
teVlew. The finding& Include: 

 
On 06-04 18, awvayor review of the cllnlcal 
record for resident ts5 revealed that. on. 
05--29-18, the attending faclllty"s psychiatrist 
assessed resident #55 for agitated behavior after 

By 6/25/18 and on­ 

going 
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{F 580)I Continued From page 2 I (F 580} 

staff reported the retldent was exhibiting verbal 
and physical agitation during the evening. 
Further review of the psychfatrilra documentation 
revealed an onler for staff to administer the 

medlca1ion, Gabapentin 300 mg at 5PM daily to 
the rasldent for agftation. 

 

However, nNiaw of staff dacumentatlon revealed 
no evidence that resident #55'8 medical POA 
(Pawer of Attarney)Was notffled of the change In 
condition with the Initiation of the new medication 
on 05-llJ.18. 

On 08-04-18 at 5PM, surveyor l'?tarvlaw with the 
Interim Director of Nursing ravealed no additional 

 
 
 
 
 
 
 
 
 
 
 
 

 
F656 

{F 656I } 
SSaD 

Information. 
Develop/Implement Comprehensive Cara Plan {F 858) 
CFR(s): 483.21(b)(1) 

§483.21(b) Comprehensive Cara Plana 
§483.21(b)(1) The faclllty must develop and 
implement a comprehensive person-centered 
cara plan for each resident, consistent with the 

resident rights set forth at §483.1O(c)(2) and 
§483.10(c)(3), that lrtcfudes measurable 
objectives and Umeframes to meat a raaldent's 
medical, nursing, and mental and paychosoclal 

Resrdents #1, #48, and 

Å 172 did not have any 

adverse outcomes as 

related to this dtatlon. 

Resident #1no longer 

resides at the facility. 

Residents #48 and #72 

care plans were revised 
to reflect their current 
care the MDS nurse 

needs that 818 Identified in the comprehanalve 
assessment The comprehanslva care plan must 
describe lhe foDowlng Å 
(I) The SIIVicls that are to be furnished to attain 
or maintain the resident's highest practk;able 
phyllcal, manta and psydlosOclat well-being as 
required under §483.24, §483.25 or §483.40: 1nii 
(ii) Any &ervicas that would clh8JWl&e be.required 
under §483.24, §483.25 or §483.40 but are not 
provided due to ltle resident's exercise of right& 
under§,483.10, lncludlng the right to refuse 

on Åtll-/8. 
Residents In the facllity 

have the potential to be 

affected by this 

dtation. No other 

residents were 

identified to be 

affected. 
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{F 656)I Continued From page 3 I (F 656) 

treatment under §483.10(c)(8). 
(iii)  My specialized services or speclallzad 
rehabilitative services the nursing facility wll1 

provide a. a resul of PASARR 
recommendations. If a facility dlaagrees wlh the 
findings of the PASARR, it must indicate 11s 
rationale In the resldenrs medical record. 
(lv)ln consultation with the rasldenl and the 
resident's rep,esenlallve(s)- 
(A) The raidenrs goals for admission and 
desired outcomes. . 
(B) The resfdenrs preference and potential for 
future discharge. FacDltJes must document 
whether the rerddenra desire to return to the 

community was assessed and any referrals to 
local canlact agencies and/or other appropriate 
en1111es, for this puflJON. 
(C) Discharge plans In the comprehensive care 
plan, as appropriate, In accordance with the 
11K1mvmentl set forth In paragraph (c) of this 
aactlan. 
This REQUIREMENT II  not met 88 evidenced 
by: 
Based on surveyor review of the clinical record, 

and resident and staff lntervtawa, It was 
debmnlnld that facility staff failed to develop care 
plans to addraaa the needs of residents. This 
finding was evident for 3 of 4 residents reviewed 
for care plans. (#1, #48, 172) The findings Å 
Include: 

1. On 08-04-18 sun,eyor review of the dosed 
clinlcal record for resident #1 revealed a 
Åoischarge Planning Review" that was completed 
on 03-04-18. The revealed that the 
ra&ldent was t return home, but the 
family was Åopen to other optionsÅ. 

However, further review of the clinical.record 

 

 
The IDT team wUI be 

reeducated by the 

Director of Nursln1on 

ensuring Residents plan 

of care are 
comprehensive and 

person centered. 

Chart audits wlll be· 

conducted twice per 

week for four weeks for 

ensurins residents who 

have chanaes In 
condition or new orders 

have thefr plan of cares 

updated according to 

the changes by the Unit 

Managers and MDS 

c;:oordlnator. The 

results of the audits wlll 

be reviewed during 

Q.API and followed up 

as needed. 

 
 
 
 
 
 
 

... 

 

 

 

 

 

By 6-25-18 and 01 

golna 
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{F 656}I Continued From page 4 

revealed no evidence that a ca,e plan was 
developed ta address the discharge plannlng 
needs for resident #1. 

 

On 08-04-18 at 6:30 PM, surveyor inte1vlaw with 
the Director of Social Selvices provided no 
additional Information. 

2. On Q6.04-18, surveyor review of the Clinical 
record for resident 148 revealed a 
comprehensive assessment, completed on 
OS-2.i.18, that Indicated that the resident had an 
anxiety dlSOrder. 

 
Howev.ar, further review of the cllnlcat record 
revealed no evidence that a care plan was 
developed to address resident #48'& anxiety. 

 
On 08-04-18 at 5:45 PM, survayor lnteNlew of the 
lntelfm Oirec:tor of Nursing provided no additional 
Information. 
3. On 08-04-18 at 11 AM, Interview of re,ldent 
#72 19V881ed the resident wa1alert and oriented, 
but only able to answar slmple questions. The 

resident was obeerved wearing a right hand 
resting splint 

 
On 06-04.18, review of the cllnlcal record 
revealed an on:ler, documented on 05-08-18, ta 
apply a right hand resting spUnt 4 hours on and 4 
hCMn off, and on an night for resident #72. 
Further raview of the May and June 2018 
Trealment Admlnl&lration Record (TAR) revealed 
the nursing staff documented that the apllnt was 
applied as ordered ln May & June 2018. 

However, there was no evidence of a care plan 
related to resident #72'8 right hemiparala (right 
sided paralyaia) or llmlted range of motion In the 

{f  656} 
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(F 656) I ContJnued From page 5 

clinical rec
.
ord. 

On 06-04-18 at 7:20 PM, Interview of the Interim 
Director of Nursing revealed no additional 
Information. 

F SeNlces Provided Meet Professionat Standards 

(F856) 

 

 

 

 
F858 

 
 
 
 
 

 
F658 

SS=B CFR(a): 483.21(b)(3)(1) 

§483.21(b)(3) Comprehensive care Plans 
The seMCH provided or arranged by the facflfty, 

as ouUlned by the comprehensive care plan, 
mu&tÅ 

(i) Meet profa&slonal standards of quality. 
Thia REQUIREMENT Is not met ps evidenced 
by: 
Based on surveyor ravtew of the clinical record 

and Interview of the faclBty staff and attending 
physician, It was determined that tha faclllty staff 
failed to meet the standards of nursing practice 
for darifying physician's orders for rasidant #32. 
This fincfing was evident far 1(#32) of 8 residents 
selected for review. The findings Include: 

a. On 06-04-18, review of a clarification order for 
resident t32. which waa documented on 
03-03--18 by the facility's Medlcal Director, 
revealed the nursing staff went Instructed to 
administer Å011audfd 4 mg every 8 hours Pain 
>&,,10/10". (Pain rated as over 5 on a scale of 
1-10) DHaudld (Hydromarphone) is a controlled II 
drug for pain rellef. 

 

HO'N8V8r. review of the May and June 2018 
Medication Administration Record (MAR) 
between 05-2--.18 and 
08-02-18 revealed "'8t the nursing staff 
documented that the Hydromorphane was 
administered to resident #32 every a hours when 

 
Resident 132 did not 

have any adverse 

outcome as related to 

this citation. Residents 

· medication was 

clartfled on 6-4-18 with 

the attendlna Physician. 

Resident #32 Attendln1 

physician clarified on 6- 

--.11, that the 

suprapublc catheter 

should be changed on 

an as needed basis. 

Residents in the faclllty 

have the potential to be 

affected by this 

citation. No other 

resldenb were 

Identified to be 

affected. 
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F 6581Continued From page 6 

pain was reconfed Ins   or equal to 51  which was 
inconaisfent with lhe clarlflcation order. There 
was no evidence that the nur&lng staff clarified 

with the attending physician as to whether to 
administer Iha Dilaudid every 8 hours, or based 
on the pain scale. · 

 
On OEM>4·18 at 4 PM, Interview of rqsfdent #32'1 
attending physician revealed the resident should 
have received Hydromorphone 4 mg every 8 
hours routinely for pain. 

On DfJ.04.18 at 7:10 PM, Interview of the interim 
Director of Nursing revealed no addlticnal 
Information. 

 
b. Additionally, on 08-04-18, review of resident 
#32'a clinical 1'8COrd revealed a physician'& order, 
on 03-22-18, to change the suprapubic catheter 
every 3 waaks. Aauprapublc catheter Is a flexible 
tube used to drain urine from the bladder through 
an Incision In the abdomen. According to the 
nuraing progl'988 note and May 2018 Tratment 
Administration Rec:ard (l'AR), the rasfdant's 
suprapublc catheter was changed on OS.27-18. 
The suprapublc catheter was then scheduled to 
be changed on 0&-07-18 and 06-2 18 per Iha 
June 2018 TAR. 

 
Further review revealed on 05-27-19, another 
physician order was written to change resident 
#32'8 suprapublc catheter "one time only untl 
()8.23-18 23:59 Resident for auprapublc catheter 
change week of 0 11-18"'. Per June 2018 TAR. 
the suprapublc c:athefer was scheduled to be 
changed once between 08-17Å1B and 08-23-18. 

Review of the May and June 2018 TAR. revealed 
resident #32

1
11 suprapubfc catheter was changed 

F858 Licensed nurses wiQ be 

educated on the 24 

hour Chart Checks by 

the Director of Nursing 

and the Unit Manasers 

to ensure the Physician 

Orders ire accurate and 

to contact the 

Attendlns Physician if  

darfflcatlon of orders is 

needed. 

Weekly audits wfll be 

conducted by the Unit 

Manaaers to ensure 

Residents with new 

orders have clear 

accurate orders that 

affect their plan of care. 

The results of the audits 

wm be reviewed during 

QAPI and followed up 

as needed. 
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I Continued From page 7 

on 05-27-18. It was then scheduled to be 
changed on 08-07-18, then once-durfng the week 
of 06-17-18 and 08-23-18, and 08-28-18, which 
was 10 days apart from eadl calheter change. 
However, there was no evidence that the nursing 
staff obtained clarification from the attending 
physician about the schedule and frequency of 
the resldanfs auprapublc catheter change. 

 
On06-04-18 at4 PM, lntervleW of resldant#32's 
attending physician revealed the suprapublc 
catheter should only be changed on an as 
needed basis. 

 
On 06-04-18 at 7:10 PM. lntantlaw of the Interim 
Olractor of Nuraing revealed no additionalÅ 
lnfonnatlon. 

 
As Code of Maryland Regulations 10.27.10.03 D 
(3), Collection of data and reporting of problems 
that arise In the carrying out of the nursing plan. 
Discharge Planning Process 
CFR(s): 483.21(c)(1)(1Hlx) 

 

§483.21(c)(1J Discharge Planning Process 
The faclllly muat daverop and Implement an 
effective discharge planning process that focuses 
on the resident's discharge goals, the preparatfon 
of residents 1D be active partne,s and effectively 
transition them ta post-discharge care, and the 
reduction of factors leading to preventable 
readmissions. The facllfly'1 discharge planning 
proceBS must be consistent with the discharge 
rights set forth atƹ83.1S(b) Å   applicable and- 
(1) Ensure that the discharge needs of each 
resident are ldentlfted and result In the 
development of a discharge plan for each 
resident  

 
F658 
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(IQ Include regular nMMlfuatfon of 19Sldents ta 
Identify changes that require modlftcation of the 
dischmga plan. The d e plan must be 
updated, Å needed, to reflect these changes. 
(ID) Involve the interdlsclpllna,y team, as defined 
by §483.21(b)(2)(0), in the ongoing process of 
deveroplng the discharge plan. 
(IY) Consider caregiver/support per&an avallabllty 
and the resident'& or caregivatslsupport 
peraon(s) capacity and capablllty to perform 
required care, as part of the Identification of 
discharge needs. 
(v) Involve the resident and resident 
reprasentative In the development of Iha 
cfl&Charge plan and "1fonn the resident and 
resident repreaenlatfve of the final plan. 
(vi) Address the resident's goals of care and 

treatment preferencea. 
(vi Document lhat a resident has been asked 

 
 
 

F660 

Resident 11 discharge 

was placed on hold due 

to the availability of a 

suitable dlscha'le 

location. Resident #1 

nolon1erresldesatthis 

facility. 

All residents In the 

facility have the 

potential ta be affected 

by this citation. No . 
other residents were 

about their interest In receiving Information 
regarding retumlng to the community. 
(A) If the mldant Indicates an Interest In returning 
ta the community, the facility must document any 
refen'als to localcontact agencies or other 
app,opriata entitles made for this purpose. 
(B) Facffltfes must update a resident's 
comp,ehenslve care plan and dl1charge plan, u 
appropriate. in response to Information received 

from rafenals to rocal contact agencies or other 
appropriate entitles. 
(C) If discharge to the community Is determined 
to not be feaƴible,the facility must document who 
made the determination and why. 
(viii) For residents who are transferred to another 
SNF or who are discharged to a HHA. IRF. or 
LTCH. Bllilt1'81idents and their resident 
representatives Jn selecting a post-acute care 
p,ovider by using data that includes, but la not 

affected by this 
I citation. 

Social SeNiceS 

Department wll1 

conduct an audit to 

ensure residents have a 

dlschal'le plan that 
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limited to SNF, HHA, IRF, or LTCH standardized 
patient nsessmant data, data on quality 
measures, and data on resource use to the extent 
the data la available. The facility must ensure that 
the post-acute care standardized patient 
88Hllment data, data on quality measures, and 

data on resource 11&8 la relevant and appllcabre to 
the residenfs goals of care and treatment 
preferencea. 
(be) Document. complete on a timely basis baled 

on the rasldenfs needs. and lndude In the cllnlcal 
., record, lhe evaluation of the resident's discharge 

needs and discharge plln. The results of the 
evaluatlon must be discussed with the resident or 
resident's repruentative. All relevant resident 
Information must be Incorporated fnta the 
discharge plan to facilitate Its lmplementa,011and 
to avcid unnecessary delays in the rastdenfs 
dlscharge or transfer. 
This REQUIREMENT is not met as evidenced 
by: 
Baaed on surveyor ravfew of the clinical record 

and staff Interview, It was determined that facility 
staff falled to ensure that the discharge needs of 

realdant #1 were nHY&luated and Incorporated 
Into the dlacha,ge plan to avoid unnecessary 
delays In the resident's discharge. Thia finclr19 
was evident for 1 of 2 residents selected for the 
discharge planning review. The findings Include: 

On Q8-04..18, surveyor review of the closed 
clfnlcal record for resident #1 revealed a 
Åoischarge Plannk'lg Review" lhat was completed 
on 03-04.-18. The review revealed that the 
resident was upeded to return home but the 

famt/ was "open to olher optloll8". 

Further ravlew of the cllnlcal recmd revealed a 
social &ervice note documented on 05-10-18 that 

 
Identifies their needs 

and modifications due 

to any needs that are 

changed. 

Chart audits will be 

completed by Social 

Service Director once a 

weekforfourweeksto 

ensure residents have a 

dfscha,ae plan that 

Identifies their needs 

and modifications to 

their needs. The results 

of the audits will be 

reviewed durlna QAPI 

and followed up on as 

needed. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
6/25/18 

 

andOn-soma 
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{F 660} I Continued From page 10 

a referral for resident #1 was Nnt toÅ... Care 
Placement on 1aÅ and that the sociaJ 
worker would follow up. However, there was no 
evidence of further foHow up of placement or 
other discharge planning completed by social 
881Ylces. 

In addition, there was no evidence that a care 
plan addr8lstng resident #1's dllcharga planning 
was developed durtng the relldenfs slay at the 
facility. (Refer to F856 for additional information) 

 

Su1V9JOr review of the nursing notes revealed a 
note documented on 05-25-18 that resident #1'8 
diseharge was on hold ue to avallablllty of 
aultabla discharge locatton". The famlly members 
told the nurse that the resident would be unable 
to be discharged home on 05-26-18 due to the 
home having too many stairs that may be unsafe 
for the resident The family that they would 
look at an assisted llvlng facllty to transfer the 
res!denl 

 

Surveyor review of the "Discharge Transition 
Plan" for raldent #1, dated . . revealed 
Instructions far the re&ldent to contact the home 
health service pfOYlder llstad If the resident did 
not hiar from the provider in 24 hours. However, 
the name and contact number for the home 
health care agency was not listed. despite a 
phyticlan"a order written on 05-29-18 that 
revealed resident #1 was to be d ctuqed ta 
home with home health amvlces on 

{F680} 

 

In addition, there waa no Information dccwnented 
regarding upcoming follow up appointments 
despite a nurses nots written on os-2a.1e that 
revealed resident #1 had a follow up neurology 
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Continued From page 11 

appoinlmenl on 08-08-18. 
 
On <16-04-18 at 5:45 PM, 1urveyor lnteMaw with 
the interim Diiwctor of Nursing provided no 
addllfonal Information. 

 

On 08-04-18 at 8:30 PM, surveyor Interview With 
the Direc:lor of Socfal Work provided no additional 
lnfonnation. 
Discharge Summary 
CFR(s): 483.21(c)(2)(iHiY) 

§483.21(c)(2) Discharge Summary 
When the facmty anticipates discharge. a ntlfdent 
must have a discharge summary that Includes, · 
but is nol llrnfted to, the following: 
(I) A recapttulatlon of the resident's stay lhat 
lndudas, but Is not llmltad to, diagnoses, course 
of llness/treatment or therapy, and pertinent Jab, 
radfology, and conaultatlon results. 
(II) Afinal summary of the realdent'a status to 
Include Items in paragraph (b)(1)d §483.20, at 
the time of the discharge 1hllt II  avallabla for 
Å release to authorized paraons and agem:18&, with 
the con&ent of the resident or raadent's 
repmentative. 
Å (II) Reconciliationof all p,e-di8charge 
mecicatlonÅ with the residenra post-discharge 
medication& (bolh prescribed and 
overÅtlut-coun18r). 
(iv) A post-discharge plan of care that is 
developed with the participation of the resident 

and, wlh ht n,eldent's consent. Ute resident 
representatlva(s), which wll assist1he resident to 
adJ&at to his or her new llvlng environment The 
post-dascharge plan of care must Indicate where 
the Individual plana to reside, any arrangemantl 
that have been made for the resident's follow up 

 

{f  860) 

   

 
{ F 681I ) 

SS-D 

 

 

 

 

{F 681}_ 

 

 

 

 

F661 

 

  Resident #1 and #2 did  

  not have any adverse  

  outcomes as related to  

  thfs citation. Resident  

  #1 and #2 no Jonser  

  resides at the facility,  

  Any resident at the  

  fadhty has the potential  

.  to be affected by this 

citation. No other 

 

· 
 residents were affected 

by this citation. 

 

 

I 

  The faclllty has besun  

  utlllzlna two discharge  

  assessments that are In  

  our electronic medfcal  

  record system which  

  will help ensure that  

  every member of the  

  IDT provides a summary  
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{F 681}I Continued From page 12 I (F 681) 

cate and any post-discharge rnedlcal and 
non-medlcalservk:es. 
This REQUIREMENT Is not met as evidenced 
by: 
Based an &UrVeyor review of the Closed clnlcal 
records and Interview with facility staff, It was 
determined that the facility staff failed to ensure a 
complete and thorough discharge summary for 
residents at the time of discharge. This finding 
was evident for 2 of 2 residents selected for Iha 
clscharge summary review. ( #2, Å1)  The 
ftndlnge Include: 

 
1. On 06-04-18, closed reconf review revealed 
that reslder1112..Duflscharged from the facility 
to home onlllllllllllllafter  a short term 
rehabflllatlonstay. Further review revealed a 
copy of1 Åollcharge Transition Plan" which 
included the following completed Information: 
recomn,endatlons addressed by physical, 
occupational and speech therapy services and 
copies of the medication prescripllons (wrtnen out 
by the attending phyaidan on 05-29-18). In 
addition. a copy of of a prescription script by the 
attending physician with the order b' ÅPT 
(phyalcal lharapy) /OT (occupational therapy) 8¥81 
(evaluation) and treat home care Human Touch " 
(area home health agency). Review of1he social 
ervlcea note on 05-31-18 at 7:38AM, by the 
facility"s soclal worker assistant, revealed 
documentation that the raaldent was discharged 
home o and recaivad a Discharge 
Transltional Plan with dllcharga lnslructions that 
Included the resident wit receive Å... Horne Health 
Services1'. 

However, further review of the nolscharge 
TransltJon PlenÅ revaaled no Information Indicated 
by the facility's soelal services regarding the 

 
of the resident's 

discharge. 

reconclllatf an of all 

medlcatJons, follow up 

appointments, Social 

Service related 

resources/referrals and 
a discharge plan of care 

that Is developed with 

the participation of the 

resident and/or the 

resident representative. 

Social Services Director 

wlU audit discharse 

assessments on a 

weekly basis to ensure 

proper dlscharaes are 

being completed. The 

results of the audits will 

be reviewed durlna 

QAPI and followed up 

as needed. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

6/25/18  

and On-sofnI 
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(F 661)I Continued From page 13 I (F 681) 

designated H lthcare agency, nor the agency's 
contact Information that was to provide therapy 
servlces to resident #2 when dl&charged home. 

On 08-04-1Bat 6PM1 surveyarlnteNtewwlththe, ƴ ƴ 

D11'8ctor of Social Services revealed a log book 
kept In the social services ofllce that Indicated 
resident #2 was to receive AdventJsl Home Health 
Services, and not the ll&tad agency on the 
physician acrtpt sent home with the resident 
However, the Director of Social Services was 
unceltain whether this infonnation was given to 
the resident since the "Oiacharge Transttfon PlanÅ 
was reft blank of this contact Information. No 

additional Information was provided. 
 

2, On CJ8.04-18, surveyor review of the closed 
clinlcal record for resident #I '8V981ad that the 
resident discharged from the facJllty on 

 

Review of the "Discharge Tran&lllon Plana, 
provided ta reafdant #1 at the time of discharge, 
revealed staff had not documented lhe followtng 
Information; "yOu were treated for", "discharge 
date from rehab(llltation)",Åspac:ial ca,e 
lnatn,tctian&lllmltat1onsÅ, "flu vaccine", "pneumorila 
vaccineÅ, and Åatergles", 

 
Further review revealed that the name and 
contact numt;er information for the home health 
care agency was not nsted despite a physician's 
order docwnentad on 06-29-18 that resident #1 
was to be discharged with home health services 
0 

 

In addition, there waa no Information documented 
regarding upcoming follow up appolntm1n1B, 
despite a nurses note documented an 05-2 18 
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{F 861)I Continued From page 14 

that resident 11 had a follow up neurology 
appointment on 08-06-18. 

On 08-04-18 at 5:45 PM, surveycr Interview wilh 
the Interim Director of Nuralng provided no 
additional Information. 

On 06-04k18 at8:30 PM, surveyor interview wflh 
the Director of Soclal Wo,k provided no addlttonal 
Information. 

(F681} 

(F  684)j 
SS=E 

Quality of Cara I  {F 684) 

CFR(s): 483.25 

§ 483.25 Quallty of care 
Quafi1y of care Is a fundamental princlp1a that 
applies to all treatment and care provided ta 
fac:ility residents. Based on the comprehensive 
assessment of a resident, the facllty must ensure 
that residents receive treatment and care In 
accordance wHh professional standlllds of 
practice, the comprehensive person-centered 
care plan, and the residents' choices. 1 Å 

Thia REQUIREMENT 18 not met u evidenced 
by: 
Based on awveyor review of clinical records and 

Interview of ntSldents, fadllly Slaff and attencllng 
physician, It was datennlned that the faclllty staff 
falled ID administer medications as ORfered. This 
finding was evident for 3 of 4 re81dents selected 
for Iha quality of ca,a review (#32, #4, #230). The 
findings Include: 

 

1. On Q8.-04..18, review of ras ent #32'1May 
2018 Medication Administration Record (MAR) 
revealed that the nursing staff documented that a . 
controlled II drug, Hydromorphona 4 mg, was 
given ta the nt&ldent on 05-31-18 at 2 PM. 

 
F&84 

Residents #32, #4, and 

#230 were not 

adversely affected by 

this citation. 

All residents that 

receive PRN 

medications have the 

potential to be affected 

by this citation. No 

other residents were 

Identified as beina: 

affected by this 

citation. 
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{f  684) Continued From page 16 . 

HoweVer, review of the conttolled drug baok 
revealed no evidence that the Hydromorphone 4 
mg was removed on 05-31-18 at 2 PM for 
resident #32. 

 

On 08-04-18 at 7:15 PM, lntervlaw of the Interim 
Director of Nursing revealed no additional 
information. 

2. On 06-04-18 at 4:45 PM, Interview of resident 
#4 revealed thta the resident reported having pain 
last week on the left fool After taking the 

{F 684) 
 

All licensed nursing 

staff wm be educated 
by the DON and Unit 

Manaaers on ensure 

Residents who receive 

PRN pain medications 

and scheduled pain 
medjcatlons have them 

. available In a timely 

prascribed medication, the pain was resolved. 

a. Review·ofthe physician's order, dated 
06-29-18, revealed an anti-inflammatory 
medication, Colchldne 0.6 mg, was ordered three 
times a day for 3 days, than dally for resident #4. 
Further revtaw of the May 2018 Medication 
Administration Record (MAR) revealed that the 
ftnlt dose of Co!chlclna 0.6 mg was administered 
on 05-28-18 at 5 PM. 

 

Hawever, further review of the May and June 
2018 MAR revealed no evidence Colchlcina was 
given to resident #4 on 05-30-18. Then, the 
nuralng staff documented that Colchicine was 
admlnls1arad three times a day on 05-31-18 and 
08-01-18, which was Inconsistent with the 
phyalclan's order. 

 

Further review of Iha June 2018 MAR nwealed 
that the nursing staff documented that resident #4 
received Colchlclne dally starting on 08-02-18. 

on 08-05-18 at 3 PM, surveyor telephone 
Interview of the Interim Director of Nursing and 
revfew of the pharmacy atipment detan, revealed 
that a total of 45 tabletB of Colchlcine 0.8 mg 

Å I manner and the 

medications are 

ordered before the last 

dose. Part of the 

education will address 

the licensed nurse 

responsibility for 

notlfylna the Physician 

and the Phannacy and 

requestlna to either set I I . 
the medication from 
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{F 884) I Continuact From page 16. 
were delivered to the facility on 05-3 18 and 
05-31-18. ThBtll were 35 tablets available In the 
medication cartÅ of 06-05-19. Therefore, the 
nuraing staff only administered 10 doses between 

05-29-18 and 08-05-18 and not the required 45 
as ordered by the physician. 

On 08-04-18 at 7:25 PM and 08-05-18 at 3 PM, 
intelvlew of the Interim Director of Nursing 
revealed no additional lnfonnation. 

 
3. On 08-04-18 at 2:45 PM, Interview of resident 
#230 revealed the resident had left shoulder pain 
.Intermittently. The attending physician ,uled out a 
heart attack and bel(aved the pain was related to 
adJslacated disc. Surgery was scheduled for 
06-08-19 at the hospital. 

On 06-04-1a. review of the physician's order, 
dalad 06-21-18, 19V8111ed that the attending 
physician discontinued a pain patch, Lldoderm, 
for resident #230'1 left shoulder. An order was 
given to start the appllcaUon of a topical analgesic 
gel, BlaFreeze, on the resident's right ahoufder 
three limes a day. There WII  no dlnlcal rallonale 
to e,cplaln why Iha attending physician started 
BfoFreeze on resident G30's right ahoulder on 
05-21-18. 

However, further review of the May and June 
2018 Medication Administration Record (MAR)  
revaalad that the nursing ,taff documented that 
the BloFreeze wu appllad to the resident'& left 
shoulder three times a day, wnch was not as 
ordered on 05-21·18, except on the following 
dates when ltaff applad h to the r1ght shoulder: 
9 AM on 05-31-18, 08--01-18, 08-04-18 
2 PM 05-31-18, 08-01-18, 06-04-28 

5 PM on 05-24-18, 05-25--18, 05-28-18, 05-30-18. 

(f 684}.  
the emergency supply 

or obtain an order for 

an alternative pain 

medication. 

Random Resident 

Interviews and Resident 

record reviews wlll be 

conducted three times 

per week for four 

weeks on ensurlna 

Residents have pain 

medications available 

upon request by the 

Unit Mana1ers. The 

results of the audits wlll 

be reviewed durln1 

QAPI and follow up as 

needed. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

By 6Å25-18 
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(F 745I ) 
SS=E 

It was unclear why some nursing staff applied the 

Biofreeze to the realdenra right shoulder and 
other nursing staff applied the BloFreei.e ID the 
left shoulder. 

 
On Q6.04.18 at 4 PM, interview of the attending 
physician revealed that ., error was made on the 
physician's order and 1hat the Siofreeze should 
be used for rasldent #230'a left shoulder. A 
clarification order was wrttten. 

On 08-04w1B at 7:30 PM, lntel'Yfew of the Interim 
Director of Nursing revealed no additional 
information. 
Provision of Medk:ally Related Social SeMce 
CFR(s): 483.40(d) 

§483.40(d) The.facflity must provide 
rnedically-fl!latad sodal servfces to attain or 
maintain the higheSt practicable physical, mental 
and paychosaclal well-being of each resident 
Thia REQUIREMENT is not met as evldanced 
by: 
Sued on surveyor review of the cllnlcal recanls 

and fnlelVlew wlh resident and facility staff, ft was 
detennlnad that the facility failed to ensure 
medlcaltyw,elated social services to maintain the 
highest practlcable phyalca mental and 
paychosodal well being of residents. This finding 
was evident for 2 of 3 resident selected for the 
aodal services review. (#1, tl55) The findings 
include: 

 
1. Based on sul'(eYOr review of the closed dinical 
rec:iord and facility staff interview, It was 
determined that the faclllly failed to provide 

 
 
 
 
 
 
 
 
 
 

 
(F 74S} 

 

 

 

 

 

 

 

 

 

 

 

 

 
F745 

Resident #l's discharge 

was placed on hold due 

to the avallablllty of 

suitable dlscharae 

lacatlon. Resident #1 

no lonaer resides In this 

fadllty.    Resident #55 

did not have any 

adverse outcomes due 

to this citation. Soclal 

Services Director will  

make contact with the 

Medical POA to have a 

discussion with him In 

reprds to becoming 
POA for flnandal and 

1.,  ,..  medically related aocial aervlcea to meet the .  ,  
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(F 745}IContinued From page 18 

transition of care needs for resident #1. 

 
On 08-04-18, &ul'Y8JOr raview of the clo&ed 
clinical record for resident #1 revealed a 
"Discharge Planning Review" that was completed 
on 03-()4.18. This review revealed that the 
resident was expected to ratum home. but the 
famlly was "open to other optionsÅ. 

Further review of the cllnlcal record revealed a 
social service nola, documented on 05-10-18, 
that a referral for resident #1 was sent to "... care 
Plaeement on 05-09-18" and ltat the saclal 

worker would foJlr7N up. However. there was no 
evidence of further follow up far placement, or of 
other discharge planning completed by sociaJ 
services. Å 

 
In addition, there was no evidence that a care 
plan addressing resident #1's discharge planning 
was developed during the resident's stay at the 
facility. (refer to F656 for additional Information) 

 
Surveyor nrvlew of the nursing notes revealed a 
note documented on OS.-25-18 that resident #1's 
dlsdla,ge was on hold "due to avalfabllity of 
suitable discharge locationÅ. The family members 
infanned the nurse that the resident would be 
unable to be discharge home an 05-28-18 due to 
the home having too many stairs that may be 
unsafe for the resident The family revealed that 
they would look at an asslsled IMng faclllty to 
lransfer the resident 

 

Surveyor ntvlew of the uoisdl11e Transition 
Plan" for rasldent 11, dated I .revealed 
lnstrUCtlons far Iha restdenl to contact the hOma 
health service provider Hated, If the resident did 

not hear from the provider within 24 haut1. 

(F 745) 
 

legal matters for 

resident #55. 

Any resident In the 

facility has the potential 

to be affected by this 

citation. No other 

residents were affected 

by this citation. 

The faclllty has begun 

utilizlna two discharge 

assessments that are In 

the el1ctronfc medical 

record system which 

will help ensure that 

every member of the 

IDT provides a summary 

of the residents 

discharge, 

reconciliation of the 

medications, follow up 

appointments, Social 

Service related 

resources/referrals and 

a discharge plan of care 

that Is developed with 

the participation of the 

resident and/or 

resident representative. 
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(F 745) I Continued From page 19 I (F 745) 

However, the name and contact number 
information for the home health care agency was 
not Dated. despite a physician's order 
documented on OS.29-18 lhat resident #1 was to 
be discharged with home health services on 

 

In addition, there was no information documented 
regarding upconmg follow up appolntments 
despite a nurse's note documented on 05a23-18 
that resident #1 had a follow up neurology 
appointment on 06-08-18. 

 

On 06-o4-18 at 6:30 PM, surveyor Interview with 
the Dlfector of Social work provided no additional 
Information. 

 

2. On 06-04-18, SUN8'/0f' review of the clinlcal 
record reveatad that, In Mardi 2017. two 
physicians certifications were In place that 
resident #55 lacked adequate decision making 
capacly (Including decisions about lfa sustaining 
treatments). Further ntVlew revealed that. In May 
2016. resident #55 Identified 2 friends on the 
health cara decision worksheet for makilg health 
care decisions for the resident if Iha resident 
lacked or lost the capacity for dedslon making . 
Resident #55 atso had a legal guardian of 
property In place for decisions. but this waa 
terminated InAugust 2017. 

 

However, surveyor naview revealed no 
documented evidence that the facility's social 
wotker provided any assf&tance or arrangement 
of Ntferrals to pursue resident #SS's needs for 
financlal and legal matters since the tanninatian 
of lhe resident's guardian of property In August 
2017. 

 
 

Social Services Director 

will audit discharge 

assessments on a 

weekly basis to ensure 

proper discharges are 

being completed and 

complete 

documentation Is 

provided to the 

resident/resident 

representative prior to 
dlscharae. The results 

of the audits wlll be 

reviewed during QAPI 

and followed up as 

needed. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
6-25/18 

and on-going 

 

FOM1  Pl9VIOul  Ollellllt8  Ewnl1D:0EIE12 FldllrID:1IGIII If contlnUIUon wet Page 20 at 22 



PRINTED:  0810812018 
FORM APPROVED DEPARTMENT OF HEALTH AND HUMAN SERVICES 

 

CENTERS FOR MEDICARE & MEDICAID SERVICES 0MB  NO. 0938..0391 
STATEMENT 01'DUICIENCfl!8 
AND PlAN OF CORRECTION 

 
 
 

NAME OF PROVIDER OR SUPPLIER 

()C1, PRCMDERISUPPUERICLIA 
IDENTIFICATION  NUMBER: 

 
21IOIO  

(X2) MULTIPLE CONSTRUCTION 
A. BUILDING    

 

B.WING 

STREET ADDRESS. CITY, STATE. ZIP CODE 

(XJ) DATE SURVEY' 
COMPlETED  

R-C 

08/04/2018 

REGENCY CARE OF SILVER SPRING, U.C 
1101 SECOND AVENUE 

SILVER SPRING. MD 20910 

I
 

(X4) ID 
PREFIX 
TAG 

SIMIMRY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST 8E PRECEDED BYFUU. 
REGULATORY OR LIC IDENTlf'rlNG INFORMATION) 

ID 
PREl'IX 

TAG 

PROV! PUN OFCORRECllON 
(EACH CORRECTIVEACTIONSHOULD II!  

CROS&-REFERENCEDTO1lfE APPROPRIA'l'E 
. OEFICleNCY) 

&XS, 
COMIUTl0N 

DATli  

 

(F 745)I Continued From page 20 

Additionally, record review revealed that the 
facility's social worker became aware in August 
2017 that the primary medical POA (Power of 
Attorney) had passed any. Further review 
revealed 2 attempted unsU00BSslul talept,one 
contacts In May 2018 by facility staff to the 
surviving medical POA, but at each attempt, the 
POA"s voice mall was full. 

 

However, rec:otd review on 08-04-18 revealed no 
documented evidence that the facUlly's social 
worker had provided any assistance or 
arrangement ellher with resident #55 or with the 
surviving medical POA regarding the continuation 
cl"lhe POA role . 

 
On 06-04-18 at 1:30PM, surveyor Interview With 
resident #55 revealed there has been no current 
contact with the surviving medical POA since the 
loss of the primary POA. Further Interview 
revealed other friends have visited the resident 
and could possibly be considered to take over the 
POA role if they were approached. 

On 06-04-18 at 1:30PM, surveyor lntervlewwfth 
the Director of Sacial SeJVices revealed that the 
resldenra Information was updated in the 
electronic record toIdentify only the surviving 
medical POA as the primary contact. . No 
additional Information was provided. 

 

On 06-04·18 at 3PM, surveyor Interview with the 
asslslant Social WOrker revealed that the 
SUNivlng medical POA provided updated 
Information on funeral arrangements for resident 
#55 recently, that there had been difficulty In 
contacting the POA via phone. When questioned 
whether any referrals for the financial guardian of 
property had been developed since Che 

(F 745} 
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{F 745}I Continued From page 21 

termination of lhe initial guardian In August 2017. 
no additional information was provided. 

On 08-04-18 at 1PM and 4PM, Interview with the 
Interim Director of Nursing and the faclRty 
administrator revealed no addiUonal Information. 

{f  745} 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

FORMCMNll7(0Ml)PrMIIIIVIIIIIDIIIOblalllla Ew!CD:019112 F... IO:1ICIOI If c:ont1nua11on sheet Pase 22 or 22 



 

 



 

 



 

 



 

 



 

 



 

 



 

 



 

 



 

 



 

 



 

 



 

 



 

 


