FOIA Data Base- TheLaw Office of JeffreyJ. Downey,servingclientsin WashingtorD.C.,
Virginia and Maryland

If you havebeeninjuredin anursinghomeor assisted livindacility, call theLaw Office of
JeffreyJ. Downeyfor a free consultation.

Phone703-564-7318;email:jdowney@jeffdowney.com

RegencyCareof Silver Spring
9101Second Avenue
Silver Spring, MD 20910

Characteristics:

9 Limited Liability Corporationwith 92 beds

1 LegalBusinessNamei RegencyCareof Silver SpringLLC
1 Owner/Operator StevenWomackandMelvin Woodward
1 www.regencycaresilverspring.com

As of March 2021, Regency Care of Silvery Spring, LLC is listed by the Centers for Medicare
andMedicaidServicesasa onestar facilityon ascaleto five atwww.medicare.gov

ResearchingNursing Homes
A noteby attorney Jeffrey). Downey:

Thankyou for visiting mywebsite Anyonewho is considering thedmissiorof alovedoneinto

a nursinghome shouldindertakea review of surveysr other data thatill 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
lovedoneis admitted.You should considepersonalisits ofanyfacility you areevaluating.

The Maryland Department of Health inspects nursing homes including the Regency Care of
Silver Spring in Silver Spring, MDPeriodically they do inspections as complaint surveys
which should bepublicrecord.

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


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

If you have a concern or complairiiaut 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 2163422.
(linkhttps://health.maryland.gov/ohcqg/doasfeplaint_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,ampostingthesestatementsf deficiencieshere,in asearchabléormat.Keep

in mind that these surveys have been altered during the convestaspand you should
updateyour searchresults.

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 FOldisclosable and are required to be disclosed under the FOIA and
the FOIA amendments to the FOIA. There is no way to 'opt out' or 'suppress' the NPPES record
data for health care providers with active NPIs. Some documents may not be accurately copied
andsomeresults mayhavechanged upoappeal which may nobenotedhere.
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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.

10.07.02.09 A-B Administration and Resident
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) Theadministrator shall:

Q
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(a) Be responsible for the control of the operation
on a 24-hour basis: and

(b) With the exception of 88(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
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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
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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 thenissued
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
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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
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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 Alnfection 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;
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(c) Analyze increases inthe 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
anindividual 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 10.07.02.091. This deficient practice
was cited on (Date Sha Brown/OIG Notified
OHCQ).

The findings include:
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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
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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

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

(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,;

(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

(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
forit.

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

(1i) 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 As 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
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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 theapplicable 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 thenissued
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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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).

F 000 | INITIAL COMMENTS F 000

ACOVID-19 Focused Infection Control Survey
was conducted at this facility on June 15, 2020 -
June 17, 2020, by the Office of Health Care
Quiality to investigate complaints MD00153131
and MD0015844. 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 8483.8(0(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 pandemic.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6)0ATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are dIsclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction Is requisite lo continued
program participation.
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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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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. COVIO-19 spreads from person to
person, mainly through respiratory droplets
produced when an infected person coughs or
sneezes.
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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 bein compliance with the
requirements of 42 CFR Part 483, Subpart B,
Requirements for Long Term Care Facilities.
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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.
OHCQ
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XO)DATE

STATE FORM

W2SV12

If continuationshfft 1of 1




P RINTED: 09/30/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SER VICES QMR _NO 09380391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
B WING =
215060 02/0612020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE

9101 SECOND AVENUE

REGENCY CARE OF SILVER SPRING, LLC
SILVER SPRING, MD 20910

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000| INITIAL COMMENTS FOOD

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 unsubstanated.

This survey identified noncompliance with 42
CFR Part 483, Subpart B, Requirements for Long
Term Care Facilities

F 586 Notify of Changes (Injury/Decline/Room, etc.) F580
SS=D| CFR(s): 483.10(g)(14)(i)-(iv)(15)

8483.10(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) Aneed 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) Adecision to transfer or discharge the

LABORATORV DIRECTOR"$ OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE nnE (X&) DATE
03/02/2020
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rollowing the date of survey whether or not a plan Ot cooection Is I)(O'ilided. For nursing homes. the above findings andplans Ot correction are disclosable 14
days following the date these documents -  made availablelo the facility. If deftciencies are cited, an approved plan ot corradion is requisite to continued
program pa rticipation.
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resident from the facility as specified in
8483.15(cX1)(ii) .

(ii) Wien making notification under paragraph (g)
(14Xi) of this section, the facility must ensure that
all pertinent information specified in 8§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 8483.10(e)(6); or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(€)(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
8483.5) 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 8§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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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 Ibs on 08-28-2019. Further review of
monthly weight record revealed that the resident
weighed 129 Ibs on 09-25-2019. This was a
significant weight loss of 12 Ibs 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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.09 Implementation of Residents' Bill of Rights.
Anursing 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 ininjury;
(2) A significant change in the resident's physical,
mental, or psychosocial status;
(3) Aneed 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:
Refer to CMS 2567
F580
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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.
OHCQ
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F 000!l INITIAL COMMENTS

The following deficiencies are the result of the
annual survey conduc:ted by theoffice or Health
Care Quality on June 10,11, 12, 1317 and 18,
2019 to datennine the facllity"1 compUance with
MedIcarelMedIcald requirements. Suivay
aetivities consisted of a reviewof 25 residents'
records, observation of resident care andstaff
practices, interviews of residents, residents'
family members, the ombudsman, and facility's
staff.

Addllonally, admIni8tratlve records and nt
care polcfes were reviewed.

In addition to slandard survey protocol&,
complaintS #M00013M54 ,#M000140173,
, #MDO0014128, and t1IM000141134 and faclflly
' reported incidents #M000138826,
#MC001'41556In addltlon, another facilly
! reported Incidentwasprovided to the survey team
i and reviewed.

' The facility Is &ensed for 92 comprehensive
beds. Attime of thissurvey thefacll census
was83beds.

F 561] SeH-Oetemmation
SS=ECFR(s): 483.10{f)(1H3)(8)

|
|  §483.10(f)Self-4etermination.

| The resident ha& the right to and the fealty must

promote and facflllate resident self-determination
lhraughsupportof resident choice, Including but

not limited to the rights spedfied fn paragraphé& (f)
1 (1) through (11) of this section.

§483.10(t)(1) The resident has a right tochoose
activities, schedules (|nclud|ng sleeping and

Mmgﬁ'n apd

otherufeguards
falcrNblg the dateol

pralec:tloft ta
ornota plan

FOOQ

F561

. éﬂm\ﬁhlll AT BRI W e T may 5 BePTUSsE f1od| comiclin gproviding 1111

ined
A(SeelMbucfona.) Exatpt forin,m,a homel.llle ratdings stated 8bove.,. d1sdasable0dap
Is pn,.tdedFornussing | a me s,

~7INg7 1<

11 epldba sorectibri anglisilOfthdal4a n d

dars rallrwing the datdhesodoc:ufflliirds Y madeanllablo to theflc: 11113. 1 de1ICJenclebre clled, anapp,oved plan of conecclon Is requislleco condftued

p,agranmpa,Udpallon.
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waking times), health care and providers of heallh
care semces consistentvith his or herinterests, .

appficable provisions of this part.

8483.10(1)(2) The resident has a right tomake
chOAS about aspects of his or her life fn the
facility that are sIgnlficant to the resident

8483.10(f)(3) The resident has a right to interact
with members of lhacommunity and participate In
community activities both Inside and outside the
facllity.

8483.10(f)(8) The resident has a right to

participate in other activities, includinglOCial,

religious, and community activities that do not f

Intlerfere with the rights of other residents inthe i
ty.

ghia REQUIREMENT Isnot metas 8"11danced

y:

Basedon surveyor reviewof the dinical rec:on:l,
surveyor observalons and Inte,vlews with the
resident's responalble party and fadiily staff, it
was determinedhat the facility failed toen.ure
residents’ righls of choice. This f111dfngwas

evident for 2 OI' 2 residents Hllctedfor the
Choicereview. ( #72,146) The findings Include:

1.0n06-11-19, surveyor review of theclinlcal

| record for resident #72 revealed that.in April

| 2019, lhe resident was hospftaliz.ed for chtonlc
anemiglaw blood count). Furtherreview
revealed thal the resident wasa Jehovah
Witness andthe 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

assessments. and plan of care and other ‘ .

N

r5811

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 A
on7A2L19.

All residents in the faclllty have
the potential to be affected by
this deficientpractice. An audit
of 100"ofallMOLSTs has been
completed and the Identified
Issuehas been corrected on 7-
2al9.

FOIllf cMS-250702:91)F [, YmiDns Olliallte
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MOLST (MedicalOrders for LIf.Sustalning
Treatment)" revealed that on 02-28-19, lha
attending physiciandocumented a medical order,
under |he category for Blood Transfusionthatthe
Lntsldentmayrecewe any blood product (whole

blood.packed red blaadc:eUs,plasma or
platelets) thal was medicallyIndicated. Maryland
I MOLST is a portable and enduring medical order
form covering options for cardiopulmonary
resuscitation and other Rfe.sustaining treatments.
Themedtcal orders are basedon the resldenfs
wishes about medal treatments.

On ()6.11-19 at 3:15PM, interview with the
facility's rnedlcaldirector revealed thatfolow up
contact with resident #72's assigned attending
physfcian in Februa,y 2019 neededo be done.
Further interview with lhamedical director at4PM
revealed Ihatan error hadbeen made on the
02-2S.19 Malyland MOLST. The medical director
contacted resident #72's surrogate decision
maker who confirmed the ChQicefor no use of
blood transfusions secondaryo Ihe resident
being a Jehovah Witness.

Following surveyor IntelVantlon,the medical
director completed a conectedMaryland MOLST
andidentiflecl the choiceof A Onotgive any
blood products".

'On 06-12-19 at 12PM, surveyor Interview with [hai
faciJity administrator end the Director of Nursing
revealBd no addftlonal Information.

2. BasedOn sur.,eyor reviewof Ihaclinical record.
surveyor observations andinterviews with
resident #48's famlly member and f ciily staff . It

1

The Medical Director will i
service attending physlclans
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 bebrought to the
QAPI meetings monthly for a

period of 3 months. The QAPt |

will determine what. if any

additional Interventions are A
needed at the end of the 3-
month period.

s-2-19 and On-soina

n A
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was determined that thefacillty failed to ensure
resident #48's cho!ceto receive showers. This

finding was Identified during lha invesligationof
complaint MD001 21 34.

i On08-10-18 at3PM surveyor interview with
resident #46's family membemrevealed that

, regular visits to theresident are made by dlffe,ent
family member&. During Ihese . family
members havefoundthe resident Incontinent of
urine and Ihat staff hadnot provided personal |

1 care to the resident Ina timely manner. Further 1

| interview '8YUled thatthe resident was
suRposed toreceive showers twice weekly pera 4
schedule set far Wednesdays andSaturdays.

However, there was no evidenca that theresident |

had received showers secondary to the shottage

of staff avaRable toprovide Ihem. (Refer to F725 |
| for addllfonal Information) ‘

| On 06-11-19 aurveyor reviewof theclinlc.al recordf
for resklenl #46revealed that theresident was

dependant on staff assistance in an aspect®f

hislhet personalcare needs. FurthernMawW

I revealed that the resident was incontinent of

| Ibladder and bowel atart times.

! Surveyorinterview wilh LPN (l.ielnse,clPractical

Nurse) #5 on 08-11-19 at 11AM revealed that

resident1146 19qufrecl maximal staff assistance

for personal care needs, includingbathingand

transfer needSin addition. the resident's family

members were ve,y involved and visit dally.

Revtew of the April. May andJune 2019 GNA
(GerlatrfcNunalng Alslstan1) documanZlation for
resident

#46's care needs revealed no documented
evldenc.e that resident 146 had received shoWers

F 561
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on Chescheduled shower days identifiedor
Mondays and Thursdays during the 7-3 shift.
Further review revealed lhat assigned Slaff
documented only that theresident had received

bedbaths onlhe a5111nedshower days,

0On06-13-19 Interview wflh GNA #2 ravealed that
many claysthereis a shortage of S1aff,especlally
among the GNA staff. Further Intaview 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.

On0 6 AIBal 2PMand 8PM, su,veyor Interview
with the facllHy adminlsttalDr and the Director of
Nursing revealed no additional information.

F 608 | RapcNting of Reasonable Suspicion ofa Crime f 808 F608
SS=D | CFR(s): 483.12(b)(5)(1)-(ili)

8483.12(b)Thefacility mustdeVeJop and Resident #47 did not have any

Implement written policies end proc:edlligSthat; adverse outcomes as related to
. _ this citation . No other
8483.12(b)(5Ensure reporting of crimes resk:lents were affected.

occurring in federan,,funded long-term care
facillies Inaccardance with section 11508 of the

Acl The policies and procedures must include All Resfdents in the facility have I

but ana not limited to the following elements. the potential to be affected by
() Annually notifying coveredindividuals. as this citation. No other

defined atsection11608(2)(3) of the Act. of that residents were Identified to be
individual's obligation to comply with thefollowing

repo,11ng requirements. affected.

{" (A) Each covered IndMdual sheu report to lhe
State Agency and one or more law enforcement
t entities for the poitical subdlviston Inwhich the
facility is localedanyreasonable suspicion of a
crime against anv Individual whois a resident of,

B _A N

N
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- or is receivingca,a from, 1hefacility.
I8) Each covered Individual shall report
Immediately, but not later than 2 hours after
forming the suspicion, If the events that cause the
lusplcion result In serious bodily injury. or not
later than 24 hours If theevents that cause the

f suspicion do not result In serious bodily injury.
(H} PcsUnga conspicuousiotice of employee
rights,as defined at section 1150B(d)(3)of the

| (! Prohiblling and preventing retaliation, 88

defined atseclion11508(d)(1)and (2)of theActj
|_ghis REQUIREMENT Is not met as evidenced

1

Jreviews andinterviews with facility staff and

I residents, it was determined Ihat Ihe facility fail
11D notify locallaw M e Nt cfin alleged

I employee toresldenl abuse Incident This finding
1 was evident for 1 OI 2 residents reviewed for
abuse during the survey. The findings induded:

Sahn dinical andadmintstrawe raa,rd J 1

d

On 06-10-19, suNeyorreview of facffity reported
Incident#M000138628evealedthat resident47
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 Ihefr hand and shoulder. The faciSlty
Initiated an Investigation on 03-28-19 and
suspendethe alleged staff member.

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

1 On 0S.10-19 at 03:20 PM, surveyor Interviewwith
theadminiatralorrevealednonew Information.
F 610 |nvesligate/PrevanVConectAlleged ViOiation

F608

F610

Any allegationof abuse WM also
be reportedo the local law
enforcement agency and it will

be noted on the self -report
document.

AH self-report documents wlll |

R Fﬁ\l/rll?&%&g (t)he%sure

compliance. These will be

reviewedasneeded but at least

monthly at the next QAPI
meeting.

8-2-19 and On-soing

F CMNH7(1z.99)PIMIIIS"111111101110llidele

Ewnt ID:4H1011

FIdilr ip: 10GS
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DIFICIINCV)
FSJO ConUnued Fran page € Fe10l F610 |
SS5-0 CFR(s): 483.12(c)(2H4) #47 and #71 were affected by
|§483.12(c) in responseto allegationsof abuse., this deficient practice. \
neglect, exploitation, or misti8atmenl, the facllity ) . .
must All residents In this flicDItvhiv
. the potential to be affected bv
1§483.12(c)(2) Have evidence that all alleged b e
| violations arelhorougl'lly investigated. P '
1 5483.12(c)(3} Prevent fullher potential abuse, All allegations of abuse will be
, Neglect, exploitation, or mistreatment whle the Investigated property wtth
, Investigation Is in progress. interviews with any of the staff
|
, 8483.12(c)(4) Report the results of all members as necessary.
investigations to theadministrator or his or her
designated represenlallve and to other afficlals In A Rhere was no staff member
accordance with State law. Including to the State who matched the alleged
Survey Agency, within 5 working days of the description of the employee.
incident. and If the daged violation Is verified Leadership staff did try to
appRJpriate correc:tiveaction must be taken. - .
This REQUIREMENT is not met a& evidencad identify the person, to no avail.
1 by:
Based onrecord and admJnistrativepolicy All Self-reports/allegations of
| nwiewsand InteNiew! with faclity alaff, It was abuse will be investigated to
detennined thatthe fadllty failed to thoroughly ; ;
Investigate facility reportedincidents. Thfs ftnding mclud_e staff and r_eydgnt
was evidentfor 2 of 2 residents reviewed for Interviews as outlined In the
" abuse during the survey. (#71 and #47) The relulationAll reports will be
f findings include: reviewed by the Administrator
1. Thesefindings were identified during the to ensure compliance.  Final
Investigation of facility reported incident Investigations will be brought to
#MD001415156. the QAPt meetings as
IOn 08-11-19 at 09:47 AM, surveyor IntefVlaw with necessary.
resident #71 reveafed lhat he/she W.Streated
roughly dUlIng routine care bf faciflly staff. .
Resident statedthat he/shéhad abowel 8-2-19 and On-Going
, I movement during wound care and the staff 'F
FORMUA42SII(O(Z-> \MIOlliOmalele ID:4H1D11 Il 015001 If continuationSbNI Plge 7of 4
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Aslapped his/her bullocks. Resident #71 stated
i that this happened 8 week agoduringthe
morning shift. On 06-11/19 al 10 AM, surveyor
notified faclAty administrator aboutresident
allegation.

On06-17-19 at 09:27 AM, surveyor reviewof the
faalfty reported incident A4D00141656 record
revealed that resJdent #71 was assessed and
Interviewed by the social worker and the
administrator about lha alleged abuse. Further
review of Iheincident recordrevealed

, administrator’, documentation Indicating that
resident #71 couldot describe the parson or

give adate of the alleged Incident.
|

However, review of social worker'snvestigation
notes revealed thatresident #71 reported to the

socfalWOlker that the staff mem&gvvho_ slapped
hislher buttocks was a nurse on shift end thal

1lhestaffmr WnN a darker cx,mplexion, short.

| wearing Upstick and glasses. Thenotes fwther

I Indicated thatthe resident stated that staff
member was a nurse and the personthatgivea

i the pills and not a nutsingassistant

|
AThere was no evidence In the faclity invesUgation

A that the facitity sliff InteMewadanynurse on any
shift nor did they try to identify a& staff member
Al Ihalfit the descriplJon given by resident #71.

AOn06-11-19 lit 1 PM, surveyor Interviewwith the

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

12. Thesefindings were identified during the
Investigation of facility reported nt

STATEMENT OF Dt/FICtENCIES (X1J PROVIDERISUPPUERICLIA 0U.MULL1PLE CONSTRUCTIOH ca) DATE SURVEY
AND PIAN OFCORRECTION ID&M1IRCATION NUMBIR; A.IUILDING COMPL.ETeO
C
215160 .WING 02112019 |
NAMEOF PROVIDER OR SUPPLIER STAEEI ADDRESS. tm', STATE.ZIP CODE
1111 SECOND AVENUE
REGE‘NCY CARE OF SILVER SPRING, LLC SILVER SPRING,MD 20910
ocAMm i SIIMMARY STATEMENT Of DEFIQEHCIES 1D PROVIDER'S P&AN Of CORRECTION 0C5f
PREFIX (BACH DEFICIENCY MUS1 BE PRECEDED aV FULL PREFIX (EACH CORRECTM:.ACTIONSHOUI.D Ba CGMJINITIO
TAG RIGUIATORY ORI.SC1DEH11FYINGINFORIMTION) TAG CROSSReFEAENCEQ'0 THE APPROPRIATE DIIIR
OEFICIENCY)
F 6101 Continued From page 7 F610
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F 610. Continued From page 8 F610.

I #MD00138826.
|

' On 06-10-19, surveyor reviewof facility reported

incident#MD00138626 revealedhat resident#47

I NtpOtted to their family member on03-29-19 thal

Y a staff member wasallegecly roughwith them
whffe providing personal hygiene care and

I allegedlyhit their hind andshoulder. Thefacility

- Initiated aninvestigation and suspended the

talleged staff member.

Surveyor review of thefacility InvestlgaUOn
revealed that only theresident. resident #47's
roommate, and lhe alleged staff member were
Interviewed and abuse COUid not be substantiated
basedon those fnten,iews and physical
assessment of the resident Review of lha 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

, lha area, and visitors In the area.

1Th118was no evidence that other peoplewere

Intervtewed tO Investigate Ule resldenrs allegellon
of abuse.

Surveyor review of the dinfcal recordrevealed  f
thaton 03-29-19, staff perfonneda heed to taa
assessment on resident #47 andthere were no
injuries noted. On 04-01-19. staff documented
that resident 1147was obServedwith a bruiseto
the back of their left hand. However,there was
no further Investigation Into howthel'8Sidentmay

1 have acquired the bruise.
On06-1()..19at03:20PM, surveyor inlelvfew with
the administrator revealed lhe facJHty staff did not

I'ORIACM$-2S17(D2t9) PrNOUNIflilinl a.1D [¥81111D:noon FaclblylD:150m If continuatlanshlel Page 9 of 43
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F 610 ConUnued Fromp a § A F610
Interview other residents, staff members, or
- . Hetls, Sia F640 |
visitors during thafrinvestigation. |
FS6S4 ng;czd;ncj(ggn;&igi(nlg (Zf)esident Assessments ':640i' There were no adverse actions |
S). . r . . . .
1 dueto this citation.Resident
§483.20(f)Automated data processing #2 MDS was immediately |
requirement A identified and modified to

§483.20(f)(1) Encoding data. Wilhin 7 daysafter
a faclfty completes a resident's assessment, a
facitily must encode Ihafollowing Jnfonnatlorfor
each residentin the faclity.

(i) Admission assessment. . .
(ft) Annual assessment updates. All residents upon discharge
(iii) Significant change in status assessmenlS. have the potential to be

EI\/)I A? gaLrthgétreo\f/Iﬁ\évmissgiirgerztssldenfs transfer affected. AH other records of

v u , . .

reentry, discharge, and death. discharged residents were

reflect the discharge status. |

Done on 6-17-19 |

(vi) Background (faCCHheet) information, if there reviewed on 7-25-19 and none

IS noadmission assessment. were foundto be deficient with i
§483.20(t)(2) Transmitting data.Within 7 days thiscitation. |
after a facility completes a rasidenfs e&sessment. The MOS coordinatorwasin-

a facility must be Qlpableof transmitting to the )

CMS System Information for eachresident serviced on 7-25-19 by the
conlalned Inthe MOS In a format that conforms to Regional MOS Coordinatan

standard record layOuts and data dictionaries,

and that passes standardiZed edits defined by accurate codins with transfer
CMS and the Siate. and discharged residents in the

assessments.

8483.20(f)(3)TransmlttalrequirementsWaNn
. 14 days after afacilly completes aresldenrs The MOS department wilt |
assessment, a fac:ilily must electronically transmit L ,
, encoded,accurate. and complete MOS datato conductauditsbi-weekly for 3

the CMS System, Including thefollowing: monthsto ensure compUance.
(!)Adm|ss||on assessment Findingswill be brought to the
i) Annual assessment. i
; (S Signific;antchangeln statu assessment. QAPIfor review and further
4.2 (IV) Significant corredion of pnor full assessment follow up. 7 A 216 and On-going

fOIIMCMs.2H7(0MI)Pfol4oul,_...OllIDIelll EwnilD:4H7011 Fedlillo: , Saaa If continualfau tieetPaga toof 43
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TAG IEGULATORV OR LSCIDENTIFYING INFOJUWIOH) TAG CROSSAEF/RENCB>10 THEAPPROPRIATE DATIi
O!PICIENCY)
F 640] Continued From pagel0 F640
(v) Significant correctionof prior quarterly
assessmenl

(vi) Quarterly review.

(vii)Asubset OI Items upon aresidenfs transfer,
reentry, discha,geanddeath.

(viii) Background (face-sheet) infonnation. for an
initial transmtssiorof MOS data on reafdenl that
doesnothave anadrnissfon assessment.

I
; 8483.20(f)(4) Data format. The fadlity must
ttransmit data inthe format specified by CMS or,
, for a Statewtlleh has an alternate RAI approved
by CMS, Inlha format speclfled by the Stateand
-approved by CMS.
This REQUIREMENT is not met as evidenced
by:
Based on su,veyor I18Vlew of theclnlcal record&
and staff interview, ftwas determined thatthe
. faewty staff failed to complete a discharge
"assessment within 7 days as required. T h i A
finding was evident In 1 of 2 residenls seleclet
for the resident assessment review. (#2). The
findings include:

JThe Minimum Dala Set(MDS) Is a mandated
rocessfor c:Onlcal assessment of N residents In
edicare or "ledieald cellified nursing homes.
This pracass providesA

accurate assessment af each resldanrs
functional capacity andhealthstatus to assist
nursing home staff In Identifying heallh problems.
Additionally, facinty must submit a MOS
assessment wilhln 7 days upona resldenfs,
reentry, discharge or death.

, On06-1 7 AdtB30PM, surveyor reviewof
resident ffs c:linleal record revealed that resident

. #2 WU discharged from thefacfflty on-

FORM CMS-2511(0Nt)PrffllUIYllIfaftaoa.c. EwnliD!4H7D11 F.._10:15006 If continuationlflat Paga 110ta
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, .
I
F 640) COnUnued From page 11 f F 640,

HCMeVel, there was no documentatlon in the I I
MOS record to Indicate thattheresident was I

discharged. surveyor ,evlew of resident fR.MOS f ,
on 08 ealed Ihat resident #2 was still .
active he/ahewvas dischargedo the |
hospltafon The facility staff faffed to
complete a discharge assessment for the
resident Within 7 daysof transfer as requirad. f
B39 AAR ARYDRUBIESY fatesrig with |
revealed na additions| fnformation. [
F 656 Develop/ImplementComprehensive Care Plan F 656 F&S& :
SS,..0 CFR(s): 483.21(b)(1) There were no adverse actions
|§483.21(b)Comprehensive Care Plans due to this citation. A total 1
1 8483.21(b)(1) The facility must develop and house audit of all residents who |
Amplement a comprehensive person-centered / d
1 care planfor each resident, c.onsislenl with the have a Fall Risk Assessment an |
resident rights Setfortt, at 8483.10(c)(2) and to initiate the appropriate tare I
1 §483.10(c)(?(?,_thatlncludesmeasurable plan and interventions will be l|
objecdvesand timetrameso meet aresident's
madical, nu,sIng, and menlal and psychosocial ! done.
needs thatare [dentified In hacomp,ehensive A All residents have the potential }
assessment Thecomprehensive ca,e plan must f
deSCribethefollowing A A to beaffected by this finding.
(i) Theservices thatare to be furnished to attain ‘ /
or maintain the relident'& highes pradicable Unlt Manager or Supervisor will
ARRVHGRmestalaze DAyl ases aheisbelly A% randomly auditall new |
() “Anyservices that would otherwise beraquintd Admissions and quarter Y
under §483.24, §483.25 or §483.40 but are not assessments of Fall Risks and '
provided due to the residenra exercisefrights necessary are plans will be pu
under 8§483.10, induding the right to refuse
treatment under §483.10(c)(6). into place.

(iD) An?/ speciaOzed services or spedallzed
Irehabl ltallve senrices the nursing facility wll
I

pmvlde as a resultof PASARR |

FOMICUS-2117(02.fll) ,,...VmllanlOIlOIllI Ewn!ID:4H7011 FadllriD:110DI If continuationlhtet Page120f43
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recommendations. If afacUlly disagrees wllh the
linaings of thePASARR, it must indicatelts
ratlonalein the reslclenrinedical record.
1 (iv)In consultation wrth the resident and the
resJdent's reprnentative(s)-
(A) The resident'& goals for admission and
desired outcomes.
(8) Theraslllenfs preference and potential for
future diseharge. Facilities must document
whether the restdenfs desire to return to the
community was assessed and anyreferrals to
local contact agencies and/or other approprlata
" entities.for this purpose.
(C) Discharge plans Inthe comprehensive care
Aplan, as apprgpliate, In accordance with the
. requirementset forth in paragrapk(c) of this
1section.
' This REQUIREMENT Is notmet aSevidenced
by:
Based on surveyor reviewof the clinic81 record
andfacllty staff Interview, Itwas detenninedhat 1
I the faclRty staff faffed todevelop a comprehansiVe:
| resident centeredcare plan that addressedlhe
1 resfdenrs risk for falls. This finding was evident in
1 of 25 residents selectedfor reviewduring lhe
| survey (#20). The findings included:

[ On06-11-19 at11:10 AM. surveyor interview with
restdent #20 revealed that hellhe fell from the

, beda coupleof weeksago.Reviewaf thedinical
recordrevealed Ihat resident#20 was admitted tD
the facility with multfpfe diagnoses Including. but
not limited to. mulliple falls.
Further record review revga lIrisk
assessmentas doneon her lha
residentwas admitlad. Tharlikiiessment
result Indicated that resident #20's rtsk for fall was

IM)ID 8UUMARV 8TAT'EMENT OF DEF1aENCES ID PRCMDER'S PI.AN OF CORRECTION clls)
PREFIX (EACH DEFICIINCY MUST BE PR&CED&O BY'FUU. PREFUL (EACHCOAAECTMIACTION SHOULD BE COMIMION
REGULATORY OR LSC ID&NITfYING N'ORMTION) TAG CRDSsREFIRENCED TO THIAPPROPRIATI! DIil!
DEFICIENCY)
F 656 | Continued From page 12 F656j

very high.

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

FORMCf.19.'-5e7(DNI)Pqvioul Otlsallde EventID:4H1011
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TAG |
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ID

PAEfIX

TAG OMii

F 6564 Continued From page 13

Additional rec:ardreview revealed nursing
documentatioron 05-18-19 thatindicatedthat the

resident wes observed lying face down beside
his/herbed.

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

Identified upon admission or the rasldenrs
diagnosis of mufUple faDs.In addition, the facility

faHed todevelop a care plan for fals after ffle
resident hadfallen out of bed.

On06-12-19 at11:40NlI, interviewwllh the

director of nu,sIing (DON) revealed no new |
information.

F 8571care Plan11ming end Revision

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

— — e —

8483.21(b) Comprehensive Care Plans
8483.21(b)(2) Acomprehensive care plan must
be-

(1) Developed within 7 days after complellon of
Ihe comprehensive assesimenl

(D)Prepared by aninterdisdplinal)’ team, that
includes but Isnot limited to-

(A) Theattendingphysician. _

{B) A registered ""98 with responslbltity for the
resident.

(C) Anurse aide with respansibilty for the
resfdl !
(0) A member ot food and nutrition services staff.
(E) To the extent practicable, the pa,ticipatloaf
the resident and Ihe resident's representative(s).
An explanation must belncluded In aresidenrs
medicalNCOrd If the pa,ticlpalionOI the resident
and 1"8Ir 199ilentrepresentative is determined

f 654

F657

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.

FOAM (Q,ll)PrafGlllVif'llalllOllGlelo lventiD:4"701\

» - - 4D:1501I8 If continUlllon sheat Page 14 of 43
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I not p,adIicabfe for thedeve!lapment of Iha
| residenfs care plan.
(F) Other appropriate 8taff or professionals in
disdplinas as detennJned by Ihe resident's needs
or as sequested by the resident.
(6i)Reviewedand reviled by theintardl&dpfinary
team after eachassessment, Induding borh the

' All residents have the potential

to be affected by the same

comprehensive andquanerty te\lleW deficient practice. 10°" audit
Lassessments. ) . of care plan reviews was
IICI-S REQUIREMENT is notmet as e\lidenced completed to identify other I
Based on 51,1,veyoreview of thedinical record residents potentially affected |
Rinterview with fac:itity staff, it WaSdetermined Ihat by this practice. Audit was

participated in their care plans andreviewed

re&Jdents' care plansquarterty. This finding was

I

thefacflity failed to ensure thal residents' completed 6/18/19. No further I
deficient plans were found. |

|

evident in 2 of 32residents selecled for review ; ; i
during the survey. (‘20 and.S6). The findings The MOS coordinator will _
include: provide al o n s Acalendamby ;

the 18'of the month for dN

1.0n06-11A19 at 9:30 AM, durveyor i e.r Vv
with resident #20revealed thathe/she had not card prfaﬁws the'toiiSfins month

had a care plan meeting Ina while. within 7 days of comprehenslive I
_ assessments due. |
On 06-12-19around 1 PM, surveyor review of the

ctinlcal record revealed Ihat thelast care plan
meetingfor resfdan#20was In October 25,
2018. Further recordreviewrevealed that
residentwashisnlerown responsibleparty for
his/her health care decisions.

There was noevldence that a quarterty review of
resident #20'& care plan was done by the
fnterclsclplinary team as required. Resident #20
was not gtven the opportunity toparticipate In the
revieW of hislher planof care.

On 06-12-18 at 2:10 PM, interview with social
worker r8\1881echelshewasnewt, hired and Was

ForRM CMS-2181t0Oa.f8tPrewiM O.... EYCIIIID;4H1'011 b 15001 If conlinuatiDnlheet Pagel5of 43
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unable to answer why quarterty care plan
meetings were not done In January April as
required.

| on06-02-18 at2:30 PM, surveyor Interview with
the director of nursing didnot reveal any further
Infonnation.

2. Basedon SUNeyOrrevieW of the clnlcal record
for resklent tl48 and IntelVfew with factlity staff, it
was detennlined that the facility failedto ensure a
timely care planning conference. Ttjafinding was
identified during the Investigation of camplalnt MD
|00141134.

| on 13-19, review of the clinfcal record for

1 resident #46 revealed thata quarte,ty MOS

[)Minimum Data Set) assessment was due on
1-1 0 A T®e Minimum Dala Set (MOS) Isa
mandated process for dinlcal assessment of all
residents InMedicare or Medicaid certified

Anursing homes This p,ocesarovides a
comprehensive and accurale assessment of
eachreskfant's functional capaclty and health ‘
status to assist nursinghome staff Inldentifying

t health problems. MOS assessments are requited
forresidents  admission tothe nursing facility

A andlhenperlodk:ally, within spedfic guidelines

iand time frames.

However fwtherrecord review revealed thatan |

. Interdisaplinaiy care conferMce, IhatIndudeda :
review of thecare plans with resident "46, was
not completed undl 02-08-19. There WN no
docwnanlad evidence far the delay In the care
planning conference.

Intelview with the Director of Social ServicesOn
17-19 at 10:45AM revealed no additional

information.

ANO PLAN OFCOMECTtON IDENTIFICATION NUMBER: COMPIItED
C
2200 — 89002120000
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\
F857 | Continued From page 15 F657

Social services will complete
monthlv audits of the calepdar
with theresidentareplan Toa
to identify residents that may
not havebeencapturedon the
long term calendar. Results of
theauditswill bereported 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
responsibldor compliance.

8-2-19 and On.Going
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SS=Q CFR(s): 483.21(b)(3)()

8483.21(b)(3) Comprahenslve care Plans g
The sarvices provided or arranged by the facility, |
as outlined_by the comprehensive care pJan.
mu st

(i) Meet profe&slonal standards of quarlly.

This REQUIREMENT is not met as evidenced
by:

Based on cRnical record reviewand inleMeW
with facHIty staff, it waSdetermined that thefacility
failed to administer medication according to
profeSslonal standerds of practice. This finding
wasevident for 1 of 7 (#65)resldentaelected for
medication regimen ravieW during the SWvey.
Thefindings included:

According tothe National Coordinating Council
for MedleatlonError ReportJngand Prevention, |

I medicationordersshould Include thairugname,

exact metric weightor concentration,and dosage

form

I (https:/lwww.nccmerp.o,gfrecammendations-enh

‘ ance-accuracy.prescription.writing).

|
On Q&.13-19, surveyor review of residentf85's
cfinfcad record nlvealed lhata 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'order.

On 0S.13-19 at12:50 PM, surveyor InteNJewwith
nurse #8revealed that he/she administered the
100mgdosage of tha medication. however,Che

CIWAI 0 SUMMARY STATEMENT CFDelCENCIES ID PRCMOU'I PIAN CF CORRECTION
PREFDC (EACMOUICIENCYMUST IE_ PRECEOEDBYRA.L PRVIX (!ACHCORR!CTIVEACTION SHOUtOBE
TAG ReGUIATORV OR LSC IDENTIFYING INFORMATIOH) TAG CROSfrRIFERENCI!DTO THE APPROPRIATE 1L\
DEFICIINCV)
F 6581Services Provfded Meet Professlanal Standards F859

F658

There were no adverseactions
due to this finding to any
residentA total houseAudit of

all orders for Oocusate Sodium
will be completedo ensurehe
dosage/strengtare Included.

All residentshave the potential
to be affected by this finding.

Unit Manager or Supervisor wifi
randomly audit from each unit
and audit medications for
dosage/strength weekly X 3
months and clarify if needed.
This will be reportedmonthly to
QAPI for 3 months or as often
asneeded.

Audits will be completed and
reportedand acted upon to
QAPI as neededThis itemwill
be included in the education
sessiomwilll all licensed nurses.
The Directorof Nursing is
responsiblefor monitoring and

compliance.
Rorder cfld not state what dosage should be given. 8-15-2019 and On-Going :
Review OI rasldent 165'& medication
administration I8COrd revealed that the facility |
FORMCMS -asr(Vz.I)flI'NIII \ulalllOballle ID:4"10\ ID:1500e ff continullllon IIINt Patel7 af,,
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F 658 Continued From page 17
nuraes adminlatered the medication from
05-18-19 t006-13,.19, afthough there wasno
strength or dosage indicatad. There was no

evidence thatthefacllty staff dartfted Iha
| medication order with the physician.

AAl a standard of nursing practice, a lk:ensed
, nurseis requiredto notify theprimary physician
1and clarify any orders that are not clearwith the
physician, asindicated In section10.27.09.01 of ,
11heNurse practiee act under collabOrationof

| care.

. On0S-.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
brder.

Themedication order was clarffied with resident |l
1{#@'\§eﬁ%ﬂgfmg physician after surveyor

F 684 1Qua|ty of Care

SS-D, CFR(s): 483.25

1§ 483.25aUaatf care

1 Quaffly of care is'a fundamental principle that
applegoal treatmentand care providedto

' facmty residents. Based on the comprehensive
assessment of aresidenthe facllity musteneure

Ahat residents receive treatment and c:are In
accordance with professional standanls of

- practice the comprehensive person-centered

care plan,and the residents' choices.
IhIsREQUIREMENT is not met as evidenced
by:
Based onsurveyor review of the dinical records
and facility staff InteNlaw, it was determined that
the facHIty staff fafled ta provideservices to

F658

F684
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F 684 f Continued From page18 FCSM
- Ensura that residents attain or maintain the Resident #72 and #183 did not
highest practieal well-being. This finding was have anv adverse outcomes
evident for 2 of 25 residents selected for review Y . .
during the survey. (#183 and#72). Thefindings related to thisdeficient
Include: practice.
1. The finding was Identified during the .. #183 did show evidence of
investigation of complaint #M000138464. receiving medication on April 1,
On OEMB-19 at 08:20 AM, surveyor review af the 2019,in the MAR. |
dinlcal record revealed a physician's order for an ' _
- antiviral viralmedication used to VeaHIv All residents havethe potential
infection. Further review of themedication to be affected by this practice.
administration recar¢(MAR) revealedtllat the
antiviral medication was 10 be administered once "Alicenswilberirar $ e $
adayatoAM. serviced about the protocol to
However, surveyor review of the 2019 Mardi and use when the medication is
April MAR revealed Ihat the medication was not unavailable.
documented as adminIStered an March 26, 28,
29, 30.2019 and on ApriJ 1 and 2, 2019. There Daily review of medication
was no evidence In the clinical recordto ind"icale ders/admini . ilb
thatresident #183received theantivfral orders/administration will be
nledication as ordered. completed and followed up on
ON06.18.19 at 09:10 NA | _ h as necessary. System reports
n06-18-19 at 09: , surveyor Interview w ; o e
the director of nursing andthe administrator will be ut|l.|zed to assistin the
revealed that the resident ran out of the antiviral Identificationof such
medicalionan thosedays and was not medications also.
administered the medication untll a new bottle
was provided. No additianal infarmatlon was A monthly review will be
provided. completed and reported to theJS 1
2. On 08-12-19, surveyor reviewaf the clinical QAC. The Director of Nursingi
(recordfor resident #72rwealed that.aftera responsible for compliance.
. hospltalfzatian, Ihe resident had a readmission to
the facllty InApril 2019. The attending physician , 8-2-19 and On-aolng

FOAMCN& -2111.,Z1l) PreviOUSYMIOnIOltsalelll e..111D:4ft7DU
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ollow up wilh blood tesll,

I
| Epogen Is @medicallon that aCtSike Ihe
hormone erylhropoietin, which helpsihebody
, create more red blood cells, thatralsn the
A, h e mo(figbyldvel Hemoglobin Is thepart
. of thered bfood call thatholds theoxygen. The
| medicationis usedto treatanemiatow red blood
1cellcount). While a resident Is receiving Epogen,
Jit's ImportantLOmonitor the hemoglobin levelsvia
, blood testsregularly to ensure Ihatthe Hgb

| remains within the therapeullcange.

! RecordrevieW revealedthat,on 0S-17-19, Ihe
" attending physician orderedthe adminrstratlon of
A the Epogen medication once a week on |
wectnesdays. In addition, the o,der induded that |
themedication should beheld (not to be f
| administered) when the blood test results for Iha
- Hgbwere >9. Thia phvslcfan's order was lo be
, initiated on 05-22-19. In addition. Ute blood test to [
| checkthe hemoglobin andhamaloorit was to be
completed weekly on Fridays, with the testresults
A faxedtothapharmacy. £

[ On08-12-19, review of the May and June 2019 1
I'Hemoglobin end Hematocrit blood testsfor '
realdenl #72revealed Ihe following results: |
05-25-19 Hgb 9.1 gfdl.
06-()1-19 Hgh9.2 \R/dl
06-011-19 Hgb 10.5 g/dl

However. reviewof tha May end June 2019 MAR
(Medication Adminlsttalion Record) revealed staff
documentation of theadministration of the
Epogenon 0S.2919, OEM>S-19and 0612-19 by
LPN (Uc:ensedPracUcal Nurse) #5 whenthe Hgb
was>9.

1
FORM CIIN187(QM9) PrrMua llilarll ONolOle &ldll>.4HTD1t L 17, ff continuationsheetPage 20of 43
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j On 12-19 at 3:30PM, interviewwith LPN #5
. revealed no additional information. Interview with |
Ihe Director of Nursing on 06-12-19 al 4:30PM t
revealed no additional fnfonnalion. F694
F 694 Parenteral/lV Flufds F694]
SSBD CFR(s): 483.25(h) There were no adverse actions
§ 483.25(h)Parenteral Fluids. due to this citation to any
Parenteral fluids must beadministerecconsislent resident. A total house audit of
with prof'esslonal star_1d_ards of praclice and in residents on IV medications will
accordana, with physician enters. the b foted h
comprehenalve person-centered care plan, and e compfeted to ensure they
-theresident's goals and preferences. have the appropriate ftush
Thi& REQUIREMENT IS notmetas evidenced orders.
1
L Based falrr}] SI#rvglytq revilzlaw of ;he CIinijcaI reco(;d, ! Allresidents have the potential
review of Ihafacility's policy and pracedure an P
Iinterview with facility staff, It wasdetermined that to beaffected by thisfindins.
the facifdy staff failed lo provide appropriate care : :
of e mldline catheter Intravenous (1V) line. This Unit Manager pr Superylsor wil
finding was evident for 2 of Sresidents &elected randomly audit each unit all I
ndings Include willnew orders for IV andthe
1. On 08-1 3 A duBveyor review of the Clinical proper flush orders and to
ization, the resident was readmitted on theord
o Ithefacl!lty with a mldUne catheter far the eoraer.
atlonof IV antfblatics. Amidline Qllheter Is
inserted In a larger vein used for IV therapy This WM be reported to the
greater than 5 daya, and less than 28 days.The QAPI monthly and clarified on
catheterwhich is 8 Inches londor adub,Is ; :
advanced untll Ine dislal tip rests In theupper any discrepancies. ’
arm. at or below Ihe al(luary fine. Further review The Di ; ;
: e Director of Nursing will be
rewaled that.on 06-02-19,the attending . g
physician ordered an IV antiblolk: to be responsible and monitor for
administered every 8 hours for 9 days. compliance.
8-2-19and On-going
FOIIMCMS-2M7(02,I1)PniviDIII" ImIDINIOllallle Effnl D:4ffI'Dtt Fecllly D; 1SOIIl If eontlnualion Iheat Page 210f43



PRINTED: 07116/2019

DEPARTMENT OF HEALTH ANO HUMAN SERVICES FORM APPROVED
—CENTERSEQR MERICARE £ MEDICAID SERVICE: "2VT = Wt
STATEMENT OF O£FICIENCIIIS ((1) PROVIIDERISUPTIEM:1.JA AP(RMYFIRY: CONSTRUCTION pc3)DATE &\IINEY
AND PIAN OFCORRECTION IDENTIFICATION NUMBIR: COMPLETED
C
215060 B.WINO 06118/201
HAW! OF PROVIDER CA SUPPUIR STREETADI>fteSS, CfTY, STATE, ZIPCODE

9101 SI'COND AVENUE
SILVER SPRING, MD 20910

EAcHBIEERE TR EERAECISIFD B Fuu. pRiYiie e ER NIRRT

1A | REGUIATORY OR 1SC IDENTIPVINO INfORMATIOHt TAO OSS-REFERIHC&O TO THIN'PROfIRIATE
DEFICIENCY)

REGENCY CARE OP SILVER SPRING, LLC

F 694  Continued From page 21 A Fe94f

| Surveyor Interview. on 08-17-19 at3PM, with the
, Oltector of Nursing revealed that resident #48's

, Midlina was a non valved catheterthat was

| insertedwhile theresident washospitalized and I
| priorto the June 2019 readmJssion to the facilty.

On 06-1 7 A te®iewof 1he faelllty's policy and
procedure far Infusion Maintenance revealedhat
thecare for a midfine non-valved catheter

| includes: aninitial administration of a 10 ml of

| nonnalsaUne flush, thanthe infusion of the
medicationthen after the meclic.tida Infused,
enother 10 ml of normalsanne flush, which is

-+ then folowed with a
3 mlof 10 units/ml of heparin flush.

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

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

t asof 08-02-19. However further review of the

, June 2019 MAR revealed no documented
evidence of staff adminlistrallon of the use of the
10 ml heparin lock fluSh every 8 hours as
required, until 06-08-19. |

On 06-17-19 at 5PM, surveyor Interview with the

Afacility administrator and the Ofrector of Nursing
revealed no additional Information.

|

12. 0On04-13-19, su,wyor review of the clinic.al

Arecord for resident #53 ravealed thatthe

Aattending physician ardered the placement of an

- intravenoué& access ror 1V antfhiotlcs
administration. Staff documentation revealed
that.on 04-23-19 at 10:30PM,a midlJnecatheter
was innnedin the nasfdant's left posterior
forearm.

FOAMCI.18-2187(0211)......_YefllollOlINIa 1'WItl0:4H1011 fadlltl>: viol If mndnultion theet Page220f43
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further reviewrevealed 04-24-19 physician
orders to Jnllate the edminlistration of the IwO
antibiotic& vialhe N. One of the antibiotics was to
be given once daily for 6 weeks,and theother
was every 6 hours for 6 wWeeks.

A mildline catheter isinserted In alarger vein
used for IV therapy greater than 5 days and fess
than 28 days. The catheter, which Is 8 Inches
long for adults, ts advancedintil the distal Up
Ir_ests In the upper ann, at or below theamry
ine.

0on 06-17-19, reviewof the facllfty's policy and
procedure for Inrusion Maintenance revealed Ihat
the cara for a midline non- vahted catheter
includes: aninitial administration af a 10 ml af

I normal salne flush. then the Infusion of the

' medic:atlonthen after the medication is Infused.

| another 10mJ of normal saline flush, whichis

then followed with a

3 mlof 10units/ml of heparin flush.

However reviewof the April 2019 MAR
(Medication Administration Reccml) revealecho
documented 8\lidence of of Ihe adminlslradon of
either saDne and/or heparin flushes lo resident
#53's midine from 04 4-19 t004-27-19al each
antibiotic Infusion.

On06-17-19 at SPM, SLIIVeYOr Interview With I11e
fteilily adminlslrator andthe Oltector of Nursing
revealed no additional Information.

Fodohr SHFIGISNERAISING\Sis) F724

8483.35(a) Suffldent Staff.
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The facility must have sufficient nursing staff with
the appropriate competencies and skil18 setsto
pruvlde nur&lng and related se,v;ceso assure
resident safety andattain or maintain the highest
practicable physical.mental. and psychosocial
well-being of eachresident,aSdetermined by
resident assessments and IndMdual plans ofcare
and considering thenumber, acuityand

| diagnoses of the f9cl11ty's resident population in
accordance with the fadfily assessment required
at 8483.70(e).

8483.35(8)(1)Thefacility must provide HNIces
by sufficient numbers of each of the rollowing
, typnof personnel on a 24-hour basis taprovide
nursing care to allresidents in accordance with
Aresident cantplans:
(i) Exc:es,twhenwaivedunderparagraph8) Of
Ihls sectionficensed nurses: and
(I Othernursingpersonnel, including but not
limiled to nurse aides.

8483.35(8)(2) Except when waived under
Rparagraph (e) ofthis section, u,efacility must
designate alicensednurse tolsmt as A charge
L hurse on each tour of duty.
, IThis REQUIREMENT ii not metas evidenced
by-

Based on surveyor review of the dinlcal records,
sur,eyorobseNalionsteview of the fadlity
assessment and facility schedules and
assignments, Interviews with residents, residents'

,responsible parties and facility staff. ft was

| determined that Ihe faci&ty faffed to assure there
tjs sufficient nursing staff available to provide
personal care needs to residents in a timely
manner. Thisfinding was evident for 4 of 4 units.
Thefindings include:

f 725
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FRMbPeRER MRARSRAHLIY Ao, the

A resldenrs scheduled showers ttlat went

A supposed to begiven on WadnBSdays and
Saturdays. but not completed due to smff
shartages.

On 0S.11-19, reviewof 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
revealecho documented evidence thatresident
146 had racelvedshowers on lha scheduled
shOWwer daysidentified as MondaySand
Thursdays dUring the 7AM-3PM Shi Further
review revealed thatassigned staff had
documented that theresident received bedbaths

1 family e>cpn,sl8ctoncerns to atsffn,gaNf1119the 1

CX,,lUA, SUMMARY STATEMENT OF DIFICIENCIES ID PROVIOER'SPLAN OF COM&CTION ocs,
PREFfX (EACHD&fICIENCY MUST |E PRECEOED 8Y PULL PREFIX EACH CORRECTIVE ACTION SHOULD IE CGIgUN"flON
TAG REGUIAIORY ORISC IDINTIFYING INFORMATION) TAG CROSs-REfERIINCID10 IttEAPPROPRIAIE wi

DEFICIENC.)
. F725
F725 Continued Fram page 24 F725!
a. Basedon surveyor review of the cInlcal record, There were no adverse actions
L surveyor obselvalionsand Intenliewswith 1 due to this finding. The facility
esident #46'8 family member and facBily staff, It 1 il . h .
as detennined thatthefacUlty failed to ensure Will continUe to ensure tNEre is
hatresident tt4S was provided with showersas 1 adequate staffingto meeting
scheduled secondary 10 aninsufficiency of :
I nursing staff. This finding was identified during the residents dally care needs.
the Investlgetionof complalntMD00141134. AU residents have the potential 11
On 06-10-19 al 3PM, SUIVeyor intetvlawwith to be affected. The facility will -
resident'46's family member revealed that visits | continue to monitor the dally
are made to there&ident almost daly by many of -
I the resident's family members. Ourtng the&e staff!na/PPCIO ce'nsus and
vislls. famlfy members have observed thatthe , monitor for effective care
resident was Incontinent of urine, Including the delive,y.
bedding, with no evidence lhat a staff member
had attendad tolheresident in a timely manner. Continued creative recruitment

andexpedited hiring to ensure
adequate staffln& levels are
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
nursinlfloor when necessary.

The Director of Nursing Is
responsible to ensure
compliance for Nursing Stafflna.

f'ORMCMS-2H1(0HI)Pnniaus---0llIGIICII
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. during the assigned shower davs.

A

A b. On 06-1 19 at 9:20AM, surveyor observation
of the posted staffingboard to, 1he
JamestownIWIlUamsburglCharteston unita
revealed a total of 4 GNAa assigned for a census
of 59 reBfdents thatdefined a ratio of 1:16-1:17
(GNA lo resident)whle the Charleston had a
GNA toresident ratio of 1:10 residents.

¢. Survayor observation on 08-10-19 at 10:30AM
revealed a staffing posted for the Yorlttown 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 needsfor 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

#15'1responsiblearty revealed thatmany times

IhaYorktown unit had only 1 GNA assigned and

not therequired 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 ina timely
, manner.

| e. Intenriew With LPN (Licensed Practieal Nurse)

. #5revealed that the faCllity's units are "atways

| ahort staffed", eapec:lally the GNAB, who have

1 haddifftculty In meeting the residents' persanal

| careneeds, even Whenw nlifS8S were able to
assist. The nurses also WU, sho,tataffed.Manr

1staff members, especially the nurses, are not

'f able toreave at the end of the shift secondary to
needing tochart or other duties that were unable f

, to be cc:ompishedduring theahlff'.

(X4)ID | SUMMARY STATEMeNT Of OEFICIENCIES ID PROVID!A'S PIAN OF CORRECTIDN
PREFIX I . (EACH DIRCIINCY UUST llll PRECEDED BY FW. PREFIX (EACH CORRECTIVEACTION SHOULD Be EnON
TAG REGUIATORV OR LSC IDINTINING INFOAMATION) TAG CROSB-REFERENCEO TO THE APPROPAIATE D1l
DEFICIENCY)
F 7251Continued From page25 F725
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F 7251Continued From page 26

f.On 06-11-19 at12:04”M, during an Intemaw
withresident S, hel&ha stated that not enough
staff are avallable durfng the dayshift on Iha

| 07:38 AM, resident #71 velbaHzed thatmare staff
are needed, as It takes a while ror staff to -
. respond to call ligh1lS. Resident 171 was
dependenbnstaff lor assistanceith personal
care.

g. On0S-10-19 at 11AM. and06-11-19at 1PM,
surveyor obl81V81lian revealed thatr e s i d e 1
Wn upin the wheelchaimwatchingtelevisionin
his/her room. Further observation revealed that
the ,esldent had the same shirt and pants on both
days with some food stains onlhac:lolles.

J Record review revealed thatreSldent 153
| required staff asslstanca fn care naeds, Including

t bathingand dressingHoweVer lurlher revfew
revealed no documente(éwdence Ihat bathing A
needs, inclyding showers for the resident, were
d 0 EIndeApril2019.

h. Surveyor observation of the Slaffingboardfor
06-1 19 at 11:45AM for the
Jamestown/Wtlfiamsbl.trg/Charleston unb
revealed the census WU 59 re8iden18. withonly 2
charge nul'&81 assigned and 3 GNA& assigned.

On 06-13-19, interview with GNA #2 revealed
therewas 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 attimesonly 2 GNAs staffed for
the JamestownfvVilllamsbwg/Chartestonunits
with a census of 57-59 residents. These units

Nhlibilitation unit. In addiliDn. on 08-11-19 at |

haVe residents thatrequire totalcar d were

F72

As

s
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f Continued From page 27
dependent on staff assistance.

i Addltlonally, on08-13-19al1:45PM.intelvle

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

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

care to 2 assigned residents. Induding getting the
residents out of bed.Follow up with the2
| residents revealed resident 171 deClinedtoget
Aout of bed,while the other resident conOnued to
wal for GNA#3 to getthe residenbut of bed.

I.On06-13-19 and 06-1 7 A teQiew of thefacility
assessment revealed lhatthe Intent of the
assessment was to determine what resources
were necessary to care for residents competently
during bothday-to-day operatons and

, emergendesiheassessmeritcusecton

- ensuring lhat each residents provided care that
alJowed the resident|D maintain or attain thetr

, highest practfcablephysical,mental, and

I psyr.hoaoclal well-being.The assessments are
reviewed and updaied annually or whenever there
is a change tt,atwould require a modfficatlon in
u,eassessment

j. On06-13-19 and 06-1 7 A Te9iew of the May
and June 2018 slaffing scheduleS and staffing
essignmenta revealed the foUowlIng:

0S.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 cBntusduring 7AM-3PM shift

A

‘ i the lime (1:45PM), GNAt3 stin needed toprovide .

FORMCMS2587(0z.IIPrevioul\'elllOnIOllIOllle

EnntlD:4H7D11
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F 725 Continued From page 28 F725
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. whiJe1:10for
Chsrleston for 7AM-3PM shift

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

On08-02:19
Jamestown/CharfestonM"dllarnsburgcensus  of
59residents with 3 totaJ GNAs-1:24-1:25 ratio for
JameslownMilillfamsburg,while 1:10for
Charfeston for 7AM-3PM shift

' On 08-08-19,06-09-19 and 06-10-19 A1 GNA on
| YorltloWn unit for census of 24 residents of aratio

of 1:24 forthe 7-3 shift J

Interview with the facility administrator on
06-17-19 at2PM revealed that the sblffing J
numbers are based ona budget of 83 residents.
Al the time of the survey. staffing numbers for
GNAI wilhin the facillJy totaled 8 GNAsfor
7AM-3PM shift, 7 GNAs during 3PM-11PM shift
and 5 GN.Aa on 11PM-7AM. When asked about
Athe aboVe dateaand shifts when the number of
available GNAs and ratioswere not Bl Indicated,
the adminlistrator'sresponse was that thereire
call outs/temlinationa and the facility does not use
staffing agency for replacements.

On Ofr17-19 at 6PM. surveyorinterview with the
facility administratorand the OJrector of Nursing
revealedno addltfonal information.

F 726 ICompetent Nursing Staff F726
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SSmD CFR(s): 483.35(aK3)(4){c)

§483.35 NursJng Services

Thefacility must have sufficlenl nursing staff with |
theappropriate competencies and skills setsto
provide nursing and related services t0 assure
resident safety and attain or maintain the highest
practicablephysical, 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'sesident populatlon In
accordance wilh the facility assessment required
atg§483.70(e).

8-183.35(a)(3) The facility must ensure that
licensed nursn have the &pacific competencies
and skill sets necessa,y tare for residents'
needs, asidentified through resident

, assessments, and de&criDedIn Iha plan of care.

8483.35(8)(4) Providing care indudes but Is not
Hmhed to asseasing, evaluating, planning and
implementing resident care plans and responding
Atoresidenfs needs.

1

(8483.36(c) ProficJend, of nurse aides.

, The facility must ensure that nursa aldea are able

110 demonStrate competency irskills and

techniques necessary tocare for residents'
needs, as Idenlilad throUgh resident
assessmentanddescnbed intheplan of care.
This REQUIREMENT is not met aaevidenced
by:

; Basedon review of administrative and clinlcaJ
records and JntetViews with racllity slaff, it was
1 detennined that the facility failed toensure that
“licensed nurses have the competency lo pe,form

o 1D | SUMMARYV STAT!IENT OF DEFICIEHCIES m PROIIIDER'S PI.AN OF CORRECTION
pR|F|>4 (EACH DEPICIENCVMUSJIEPRICEDEDB'fFUU. PREPIX (EACHCORA&CI'IVEACTIONSHOIADBE
REGUIATORY Olt LSC IDENTIFYING INFORWITIOH) TAG CROSSfIEFERENCEDTOIItEAPPROPR1ALE Dllrl
DEFICIENCY)
] F726
F 726 Continued From page 29 F728

, suprapublc catheter replacemenL This finding

There were no adverse actions
due to this finding to any
resident. A total house ludit
will be completed on all
residents with Suprapublc
catheters.

All residents with suprapubic
catheters have thepotential to I
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. |

Alllicensed nurses will be In-
serviced so they know not to
change suprapubic catheters.
| Random audits will be
completed by untt Manasers to
ensure theyare being changed
b'(the appropriate professional
per the policy and Standard of ~ f
Care.

Director of NursIf\l will be
responsible for the traininland
the compliance to this

regulation. .
8-15-19 and On-Going \
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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 flexI>le tube
that Isinserted Into the bladder through the
abdominalwal todrain urine fromthe bladder.

on06-17A19. aurveyor review o res!dentffs

dinical recordrevealed 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 thatthe procedure WaSperfonned
- eNef'l 3weeks by the faciUly's Icensechurses.

On 17-19at12:17PM, surve,or InteM&W with
Ihe facility staff educator revealed that thefacility
does not attewi, licensed prectical nurses (LPNSs)
to change suprapublc catheters. The staff
educator further stated thatthere has beenno
tralning performed with the facility nurses
regarding suJ)nlpublc catheter reptacement, nor
has the facDlty assessed whether the licensed
nurses have the competency to perfonn Ihe
procedure.

Further review O resident '#Zs TAR revealed that
5 of the 10 nuf881who changed residen# 2 A a
sup,apublc catheter &Ince 04-05-18 were Ucensed
practicalnurses. 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 Ihe
facflity assessment revealed thatpart3 of the
assessment listed cathetertzation Jnsertlonlcare
as a competency required from thestaff to care
farlhe facility's resident papulation.

FOMI PMICIHIIVIIHIDNIOIdIa &enl1D:4H7011 FlditylD:1100I [fcmnllnuatlanifleet Pap 310f 41
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SS=C CFR(s): 483.35(d)(7)

§483.35(d)(7)Regular In-service education.

A Thefacility must complete a performance review
of every nuise side at leastonce every 12
montha, and mus1p,ovida regular In-selVice

; educatiDn baled onlha outcome oft h A e
reviews. Jnservlcetiming must comply with the
requirements of §483.95(g).

This REQUIREMENT isnotmetas evidenced
by:

Baaed onsumlyol' review of employeddesand
Interview with facllity staff.it was determined that
Ihe faclffty falled to ensure thaGNAs (Geriatrfc
Nursing Assistants) had received the required 12

A hour par year Inservica training baaecbn their
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On 0S.17-19 at 3 PM. intervlewwith stafff6
revealed that he/&he had not received any
training regarding suprapubic catheter
.replacement Revtewof the TAR reveeled that
. reslden##2's suprapubic catheter was changed
lpy staff#& on10-11-18.
f On06-17-19 at3:0S PM, interviewwlth staff#7
] Ry eriReHaRk e teid ot MeyaYBRTy i thRyhasdc
Icatheter replacement However review of the
I TAR revealedstaff '#7changedresident#2
| suprapubfc catheter on 03-07-19.
) On06-17-19 at 3:40 PM, surveyor interviewwith
I the Directorof Nursingrevealed no new
rinformation.
F 730 Nurse Aide Peform Review-12 hrlyr In-Service F730

4 of 5 GNA employee fifes reviewed during th

' performance review. This finding was eviderH)r
Loy o112, 1l 14) The "1111Inoludds
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1.0n 06-17-19 surveyor review of GNA#1's

emptoyee file revealedan annual pe,fonnance F730 ) J
| reviewfor the period of December 2017 to | No Residentswere affected by

December 2018. | this deficient practice. An audit

Howaver, futthar reviewevealechodocumented wilt becompleted for all newly |

evidence of the requJred 1&our per year hired GNA's to show evidence

|ns;arvwetnalp(ler:/gi]e(wmpleted for theannual of the 12- hour training

performance ' compliance.

On Q6..17-19 at 4PM, surveyorinterview wittl the All residents have the potential

facility's staff educator revealed thatlhe facility to be affected, however. no

was unsuccessful in obtaining the documentation .

1 Ol anInstrvle:e reconf for GNA #1 from a previous residents were affected. All

; computerbasedralning no Jongein use. Furthe} GNA flies will be reviewed by

1 interview reveateda new computerbaaed training Aug.2,2019.

wentIntoope,atJon as of January 2019. No ’
addltfonal Infarmallon wasSprovided. AllGNA's hired Will have the 12-

. Interview on 06-17-19 at 4:30PM wilh thef8ciflty hour training within 4 months
administrator andthe Director of Nursing of hire date. All other GNA's
reveated no edditional infonnatlon. will have the required training

|2, On 17-19, surveyor review of GNA#2's 1nnually to meet the I
employee file revealedan annualpetformance requiremenls.
reviewfor Ihe period of August 2017 taAugust
2018. TheStaff Educator Is r

| However, furlher review revealed no documented r.espon5|ble wifl report the

| evidence of the required 12 hour per year findinas monthly to the QAPI

'f insen,lce training completed for the annual A and the Administrator wHI

1 perfOffllance review monitor for compliance.

0On06-17-19 at4PM, aun,eyor interview with Cha
facilitys staff educator revealed thal the facility

was unsuccessful in obtaining Ihe documentation 8-2-19 and On-Going
of an Inservice record for GNA12 from a previoua
computer based training no longer in use. Further
Interview revealed that a new computer based

FORMC'.MS4587(0MI) ,..._,.,..._Omdllla Ewnl ID:41H7D11
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training went into operation as of January 2019.
No adcfrtional information WasSprovided.

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

! |administrator and the Director of Nursing ‘
| " revealed no additional Infannation.

L3' 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 reviewrevealed nodocumented

evidence of therequired 12 hour per year
InHIVIce training completed ror theannual

petformance review.

I On 06-17-19 at 4PM surveyor interview with the
jfacIJIty's staff educator revealed thatthe faclBty

was unsuccessfuf in oblainfng lhe documentation
of anfnsetvice record for GNAt3 from a previous
computer basedraining nolonger Inuse. Further
InteJVlew revealed anew computer basedtraining
went Jnto operation as of January 2019. No

additional Information WaSprovided.

InteNiew on 08-17-19 at 4:30PMwith the facillty |
administrator and the Director of Nursing ‘
revealednoadditional Information.

' 4.0n 08-17-19, surveyor reviewofGNA#4'&

1 employee file revealecan annual pelformance
review for Ihe period of April 2018 toAprll 2019.

However.further review revealed no documented
evidence of the required 12 hour per year
inservice training completed for theannual
pe,fonnance raview.
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On 06-17-19 at 4PM. su,veyor Interview with the
facllity's staff educator revealedhatlha facility
was unsuccessful In obtainingthe documentation
of anInservk:ereeonlfor GNA414 from a previous
computer basedtralning nolonger in use. Further
‘ Interview revealed that a new computer based
tnlining went inta operation as of January 2019.
NoadditJonal information WaSpmyided.

Interview, on06-17-19 at4:30PM, with the facility

administrator and Ihe Director of Nuniing
revealed noadditionalinformatJon

F 755! Pharmacy SrvcalProcedures#Pharmacist/Reoordgr I 755
SS=0,CFR(s): 483.45(a)(bX1)-(3)

§483.45Pharmaey Selvicel

Thefacility muat e routine andemergency .
drugs andblologleals to hsresidentspr obtain
them under an agreement desCribedn
8§483.70(g). The facility may permJtunir.ensed
personnel toadminister dnlgs if State law

t permits,but only under lhe general supervisionof

, ar,censednurse.
I

-, 8483.45(a) Procedures. A fadlity must provide
pharmaceuticalservices (Including procedures
that assure the accurate acquiring, raceMng,

‘ dispensingandadministeringof all drugsand
blologicals) tomeet theneeds of each resident

: 8483.45(b) Service Consultation. The fadfily
must employ or obtain the s8fVfcesof a licensed
pharmacist who-

| 8483.45{b)(1) Provides consultation on au

[aspects of the provision of pharmacyservices In
||the facillty,
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8483.45(b)(2) Establishes a system of records of
receipt and disposition of all controlled drugsin

sufficient detail to enable an accurate There wereo adversections

recanclllation; and due to this findina. The

. . resident 1183 was not.affected
§483.45(b)(3)Oeterminat thatdrugrecords arein andreceivedhe medication at
order and that an account of all contraJled drugs . o |
is maintainecand periodfcaltyreconciled. question within 2 days of
This REQUIREMENT ianot metsg evidenced notification of the supply befnl
by: i depleted
Based on &U1Veyor review or the clrllcal record P .

| interview with facility staff, it wgSdetenninadthat

the facUity failed to pn,vide routine medication to All residents have the potential

Areslden1#183. n,1sfinding was evident In1 af 25 to be affectedoy thls finding.
residents selected for revfeW during the survey. Random audltin1of resident
(#183).The findings Indude: ) .

profiles will be completed to
This fincfing Wasldenllffed during the InvestigalUon ensure medications are

| of compfalnt #MD00138454. ) available as ordered.

‘ [

‘ On06-18-19 at 08:20 AM, SUrve)Or review of the, There will be anestabfish

| clinical record nwealeda physk:fan enter for an , |

-antivinll viral medicallon usedto treatHIV 1 slined agreement with

I'infection. Further review oflhemedication
, admini&ttationreconl (MAR) ravealed that the
: antivfral medication was tobe administered onc.e ° e

| fadllty is not providing by

' adayat9AM. »
S lawWof themedfcallan administration ' facility pharmacy and howthe
., Sun,eyar ravlaWo . o .
y medication WIT beprovided.

record (MAR) r e v e aphyakdal's orderthat
stated, "resident tO providemedication to facility". ! The Unit Managers will

residents who bring theirown I
medicationsand for which the |

T ke

complete weekly audits to

On 06-18-19 at 10:10 AM. swveyor 19Yiew of =y
ensure medicationfs In stock.

| resident #183'a admission contnd wilh the |
facility revealed that. underpharmacy services,
resident #183conaanted and gaveauthority to ‘
thefadllly to provide all services provided by a

skllled nursingracirity.
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F 755] ContinuedFrom page 36 f 755 Those residents who wish to do
However, sur,eyor review of lhe 2019March and this will bediscussed and
April MAR revealed_that themedication was not monitored at Risk meetings
documentedas administered on March 26.28, h L
128,30, 2019 and on April 1 and 2, 2019. There untH theduration is over. The
was no evidence inthe dinlcal racord lo indicate Director of Nursing is
thatr(_asuj_ent #183 received the antiviral responsible for monitoring and
{ medicationa@olderedOn those days. .
ensuring accuracy.

On06-1S.19 at09:10 AM, surveyor Interviewwllh _
the director of nursing and the administrator 8-15-19 and On-going as

confirmed that.on the llbcwe date&, the needed
, medication was not given to resfden1#183. The
, administrator slated that "resident ran out OI the
antiviral medication on thOsed a y Tef .
administrator further explained that resident had
been providing hislher own antiviral medication.

Hawever. whentheresidents supply Or the
antiviral medk:atian was depleted. 1hefacffity

Tl e AL fdeda Angsel medication to meet

F 75$ Free from Unnec Psychotropic MedsIPRN Use f 758
S S AQFR(s):483-45(cX3)(e)(1H5)

A8483.45(e) Psychobopl®rugs.

: 8483.45(c)(3) A psychotropiadrug Is any drug that
affeds brain activities assodated with mental
processes and behavior. These dnlgs Include,
butere not limited tO, drugs in thefollowing

| cateoories:

(I) Anti-psychotic;

A(ii) Anti-depressant:
(iD) Anti--anxiety; and
riv) Hypnotic

Based onacomprehensive assessment of a
r resident, Ihe fac:fflty must ensure Ihat-
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, 8§483.45(eK1) Residents who have not used
psychotropicdrugs are not given these drugs
1,1nless themedication isnecessary to treata

Aspecific c:ondlifon as diagnosed and documented
in the clin Irecord;

§483;45(e)(2) Residents who use psychotropic
irugs ,acelve gradual dose reductions, and
pehavioraintatventians, unless dinlcally
contraindicated, in an effott to discontinue these
}druga:

8483.45(e)(3) Residents danot receive
psychobg>Ic drugs pursuant to a PRN order
unless that medication is necessary to treat a
diagnosedspecific conditionthatis documented
fnlhe dinicalrecord; and

f

| 8483.45(e)(4) PRN orders for psychotropic drugs

- are limited t0 14 days. Exceptas providedin
§483.45(e)(5), if lhe attending physician or
prellCribing praditioner believes that it Is
appropriate for the PRN order to be extended
beyondlgdays,he or-she should document their
rationale’in the residents medicalrecord at1d
indicate the duration for the PRN order.

8483.45(e)(5) PRN orders for anti-pSyc:hatic
drugs are limlled to 14 days andcannot be
renewed unless the attending physician or

Aprescribing praditionar evaluates the resident for
the appropriateness of that medication.

1 This REQUIREMENT Is notmet as evidanced

. by.

' Byased onsurveyor ravfew of cinlcal records and
interviews with facility staff, It waa determined that

“the faelllty failed to discontinue or reassess the

, needfor the use of aPRN (as needed)

I psychotropic medicstion beyond the o,tglnal 14
FOIW CMS-ZSI7IOMI) Piawiaul oDIDIlii End 1Q;4tf7011 Faclily ID: 11UOI ff continuation alleelPage 38 fJ14S
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; resldentsselected for the Unnecessary

, mind, emotions or behavior.
.0On06/13/201%t 9:00AM , surveyorreview Of

: resident #15's clinical records revealed a
: physician's order for anli-anxfety medication tobe

days. This finding was evident for 1 of 7
Medication Review (#15). ThefindingsInclude:

Apsychotropic drugis any drug that affects the

adminlistavd every 6 hours as needed on
04111/2019.

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

Surveyor reviewof physician's otder sheet and
medication admfniSlration rea,,d (MAR) for Ihe
monthsof April, May and June 2019revealed that
the anti-anxiety medication was not discontinued.
Further review of the clinical record reveled 1A
nursing documentation on 06-12-19that lhe 1

antt-a,ndety medication was adminlslered to
residentt15.

There was no evidence in the clinical recordghat
the prescribing physician documented 1he

rationale fortheextendedJse beyondthe 14
daysasrequired.

On 06/12/201%t 11:00 AM, surveyor IntefView
wllh the Directorof Nursingrevealednoadditional
Information.

Following surveyor Intervention, the anti-anxiety f
medication was dJacontinue@®n06112/201%:t

F758

There were no adverse ac:tions
due to this finding to any
resident. A total house Audit of
allresidents on PRN psych
medications will be completed

bys-15A109. |

All residents ONPRNpsych
medications have the potential

to be affectedby this finding.
Random auditing of all patients |

on Psych medications will be
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
Directorof Nursing by 8-15-19

8:1S.19 and On.Going
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A
F 758 Ccmtinued From page 39
4:16PM.
F 842: Resident RecordS - Identifiable Information

SS€ CFR(s):483.20(f)(5),{83.7 0()(1H5)

8483.20(f)(5) Resident-ldentifiableinformation.
(I) A facmty maynot release fnfonnation thatis
resident-identifiable tolha public.

(1) The facility may refeaslinformation Ihat is
resldent.Jdentifiable to an agent only In

accordance wilh acontract under whichthe agent

agrees notto UM or disclose the Information
A except tothe extent the fadlity ftseJfl& permitted

todoso.

8-C83.70(i) Medical records.

8483.70(i)(1)In accordencevith accepteCl
professional standards and practices,the facllty
must maintain medical recordSon eachresident

~ thatare
i () Comprete;
(i) Accurately documented:;

1 * (i) ReadRy acc:esslbre; and
.. (Iv) Systematically organized

8483.70(1)(2)rhetacilily mustkeepconfdentlal

Aallinformation contained in lhe resident's records,
i regantless of 118former storage method of the

| recorOs. exceptwhen raleasa Is-

1) Totheindividual, or theirresident
repraaentalve where permitted by applicable law;

Required by Law;

.+ (6)

1 (liiy For traatment&ntor haafth care

operationaas permitted by and Incompllance

PRINTED: 07/18'2019
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F758_

842

1. 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
7-2-19and any identified issue
has been corrected.

The Social ServiceBirector has
In-serviced attending physicians
and nurse practitioners on |

reviewina and accurately

I wuh 45CFR 164.506;

(iv) For publicheatth activWes, reporting of ebUse,

neglect. or damesUc vlalence, health oversight



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

documenting onthe MOLST

foroac
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(X4)1D SUMMARY STATEMEHJ' Of DINIICIENCIES ID PROVIDER'S PLAN OF CORRECTION
C!ACH DEF1CIENCY MUST11£PRECEDED B't FULL PRERX (EACH CORMCTIVEAC'TIDNSHOUU) IE ’
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D&FICI&NCV) A
" ;:uo;ggggdrggzr;rsf?gpeu4gosesor to Coroners, 7542 Social Senviceail complete
0 )
medicalexaminers, funeral directors.andto avert Week.ly faUd'U on new L
a serious threatto health or safetyas pe,mitted admissionsnd readmission's
; by and In compliance with45CFR 164.512. MOLST to ensure accurate
: §483.70(i)(3) The facility must safeguard medical: doeumentatiorResultsof the
I record Informationagainst loss,destruction, or | audit will be reported to the
tunauthorized uss. ! QAPI for aperiod of 3 months.
! §483.70(1X4) Medical records must be retained The QAPI wiU determine what,
for- If any additional Interventions
-, (i) The periodof timerequired by State law; or are needed at the end of the

(u) Five yearsfrom lhe date of discharge when
A thereisno equlremant In Statdaw; or
A(iii) For a minor, 3 yearsaftera resident reaches
legalage under State18W.

three A mo rpéribd.

§483.70(1)(5)The rnedicalrecord must contain- 8-2-19andorrgoing

(v)Sufficient Information to Identify the resident;
(i) Arecordof Ihe restdenl'assessments;

(i) The comprehensive plan of care and servlees
provided;

(iY) The results of any preadmlsslan acraening
endresident reviewevaluations and
determinations conducted by the State;
WMPhysi c dusa'fandotherlicensed
pn,fesalonars progressotes;and

(vI) Laboratory, radiology and alherdiagnostic
services repotts as required under §483.50.
Thia REQUIREMENT Is not met asevidenced
by:

' Basedon surveyor reviewof the clinlcal record
andinteMeW with facility staff.it wasdetermined
that the facllky failed to ensure accurate
documentation an realdenlS" Mmyland MOLST.
Thisfinding Wasevident for 3 of 3 residents

%%%e_é%g%p%g\éﬁ]ngcse”l% e 1|vereV|ew (#48,

ECIl D] H1011 Cllirio:1sci If cantinuation "'8e | Page 4'101{ §
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: Ma,yland MOLST (MOIST) Is a po,table and

Aenduring medical order fonn covering options far
cardiopulmonary resuscitation and other
lIfe-suslalningreatments. Themedical onfers are

I based on the resident's wishes abOUt medical

| tteatments.

|

:1.0n0&-12-19,surveyorrevtew Of the cHnical

j recordfor resident #46revealedthatthe 10-31-18
MOLST indicated that the attendingnurse
practitioner hadc:eltflied thatthe mecfrcal orders
entered ware as a result of a discussion with and
lhe Informed consent of Iharesident #46's i.alth
care agent as named in the patient's (19Sidenfs)
advance directiYe".

However, on 06-13-19 at 12:30PM, surveyor
interview with the Director of SOCialSeNices
revealed thatno Advance Directive was In place
1 for Residenll46. Further interview revealed that

the medic:al ordersnthe Maryland MOLST ware
|the result Gf a discussion wllh tl'le attending nurse

ptaetltioner and the resident's responslible party,

(who was thesu,ragate as designated in the

Health Care Decisions Act).

f On 06-13--19 at3PM, Intet'Yiew wiU1the facidty
administrator rewaled no addftfonal information.

, 2.0N 0S.1219, surveyor review ahe clinical
record tor resident #53revealed a hardca,r of
lha Maryland MOLST completed an 02-22-19.
Tlie attending physleiandocumented that the
medk:alorders were the result of a discussion
with and the Informed consent of the resident's
healthca agent as Indicated Intheresident's
advance directives.

However, further review of theelectronic record

STATEMENT OFDEFICIENCIES (X1) PROVIOERISUPPUERICUA 0C2 MULTIPLE CONSTRUCTION DIt TE SURVEY
ANO PIAN OF CORREC110M IOEM11'1CATION NUMBER: A.BUILDING COMPLETED
215080 |.WNO 0aNR1201 |
NAME 0, PROVIDER OR 5UPPUER STREETADDRESSCILY, STATE, ZIP CODI!
9101 SECOND AVENUE
REGENCY CARE OF SILVER SPRING,U.C
(Xii) ID IUMMAIIV STAT&IENT OF DEFICIPCIES . JILVER s (MSDDIZ/DQQBCORRECTION cu)
PRIIFIX (EACH DEFICIENCY MUST IEPRECEQEDBY fUl| CORRECTMIACTIOH SHOULD BE c:aaunoN
TAG AEGIAATORY ORLSCIDEN11fYING INFORMATION) 4 CROSS REFEAENCIDTOTHE APPROPRIATE DALl
DEFICISICV)
F 842 Continued From page 41 F842

FORMCMWM7(QI-IIJ PItiwlaul YinlonlIOlllollle

EvontID:4"7D11

Facllily D: 15CIDI

ff contkluationsheetPage42 0143



PRINTEO: 07/181101¢
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

STATEMENTOFDEFICtENCIES
AND PtNtOFCORMCTION

C,1) PROVIDI:RISUPPLIEIUCUA
IDEHTIFICATION NUMBER:

(XS) DATE SURVEY
COWUITED

C
2150&0 a.WING 081812019

NAME OF PROIIID&A OR SUPPLIER STREETADDRESSCIIY, STAT!. IIP CODe
1101SECOND AVENUE

SILVER SPRING, MD 20110

(X,0)d) SUMMARY STATEMINT oF DEFICIINCES 10 PROVIOER'8 PIANo, CORREeTION
PREFD( (EACH I&fCtENCY MUST IE PRECEDEDBYFULI. PREfUC <EACH CORRICTIVEACTIONSHOULO ae
tAG RIIGU TCNWOR LSC IDIHTIFVING INFORMATION) TAG CROSS-ReFERIIHCED TO THE APPROPRIATE IM11!
0lif1CISICY)

CXﬂVl\J/H_JV\IIBI.E CONSTRucnoH

REGENCY CARE OF SILVER SPRING, UC

F 842. Continued From page 42 F842
for resident #53 revealed a copy of theMaryland
MOLST was &eanned Into the record an
02-22-19. However, there Wasno documentation
whothe physician discussed the MOLST with.

On 06-12-19 at 4:30PM, Interview with the
Director of Sodal S8Nices reveafed thatthe
attending pt,yslelanhad failed to checkthe box
on theoriginal 02-22-19 Maryland MOLST fonn,
andit was corrected on the original copy localed
In theresldenrs record.However,staff filled to
scan the conected copy 10QIted In theelectronlc
record.

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

3.0n06-17-19 at 10:15 AM, surveyorreviewof
resident #19'MOLST, signed on 02-27-19,
revealedhatthe primary physiciandocumented
thatthe MOLST was completed basedon a
discussionwith resident#19.

Furtherrecordreviewrevealedhatphysician
. certlftcation for rnldent #19's capacityon

0 2 A-297and 04-3().19. Onboth assessments.

resident #19was certified as not being able to ;

make his/herown decisions. Thus resident

#19 did nothave Iha capacity 10 make Informed

decilion regarding the MOLST .

I
On 06-17-19 at11:10 AM, surveyortnterviewwit?L
the primary care phySiclan and the sodalworker
f8Y88ledthatresident #19's MOLSJ was ‘
inaccurately documented.

|S— -
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S000; Initial cxmments

$280

The fallowing deficiencies are theresult of the

annual survey conductedby the office of Health
Cara Quality on June 10, 11, 12,13,17 and 18,
2019 to determine the facility's compDance with

COMAR requirementsSurveyacllvities

consisted, of a review of 42 residents' records,
observation of residentcare and staff practices,

InteMews of residentsresidents' famil></&

rnambers, the ombudsman, and faciliey'& staff.

Additionally, administrativé&COrda and resident
care policies werereviewed.

In addition to standard survey protocols,
complaints #MD0D138454, #MDOD140173,
#M00014128, and #M000141134 andfacility
reportedincidents tMD00138628,
#MDDO0141556. In addition, anOlharfacility
reportedincidentwas provided to the surveiteam
andrellieMd.

The facility is licensed for 92 comprehenliYe
bedl.A1time of this survey the faclity census
was83beds.

10.07.02.07 G Admin/Res Care Staffing

.07 Administration and ResidenCale.
G. Staffing.

(1).Theadministrator shabemploysufficient and

satisfactory personnel as specified In this chapter
to give adequate patient care and to dO feeding,
maintenance. deaning.andh o us ek Ap i

(2) A facility may request a A v o t u admiasioys
ceilln1t by submllling a written raquestoftlle

: Department toauthorize a temporary reslricllon

on QatientAmissionsbaseduponantic;i pated

S0ao

5280

WerD moNATURI
D

- TME CcXIonTc

4H7011 fGOftlbmllanllleelld|2
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s 260 Continued From pagel

bedusage. When the facility wishes to request
Ihat Ihe restrictiOn be removed, the requesshell
InclUde the specfflc effective date and a
statamentL.hatpersonnel staffing Is suffident to
meet the State's requirements at the designated
census figure. The Department shaD approvehe
Increase In beds within 72 hours following receipt
of Iha facllily'a documentation thatthe required
additional staff IS "in place" to serve Iha Increased

, humber of bedsManagement of the facility may

, hot permit Iha patientcensus to exceed the

; admlssfons wiling without prior approval from the

! Department

(3) As requestedy the Department, the
adl1linislrator or hisdeslgnee Ihal telephonethe
i Oepartmenfs central bedregistry,advising the
‘| Department of:
(a) The number of vacanl lieensed beds In the
facility;
(b) The levels cantof thebeds reported
vacant;
, (C) The typesof patients who will be
accepted-private, Medicare, or Medic:aid.

This Regulatlan Is not met as evidenced by:
- Refer to CMS 2587
| F725

IF726

|
$265 10.07.02.07 HAdmin/Res care educ pgm
! .07 Administration and Resident Cal'e

. | H. Educational Program.

S26D

S285

SEE F725, F726

tIHC
STATE FORM

AH7D1t

E\.

IfCIlIfllinuDtian118!1 2d 12



PRINTED: 07/1812019

. FORM APPROVED
OffiM oflfeaftt, Cent Quall-,
CTNTEMET OF DIFICIEHCICC CKO_ OV10£nf',UmJCRICUA 462) MYILELU CONSTRUCTION iMUI&uUIM:"Y
NID PI.AH OFCDaREC:nON I NNUMIIER: ' COMPLEIED
C
215010 SWING cligl2nio

NAME 01' PROVIDER OR SUPPLIER

STREET ADDRESS. CITY. STATE. ZIP cotll

9101 SECOND AVENUE
SILVER SPRING, MD 20910

REGENCY CARE OF SILVER SPRING. LLC
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PREFIX
TAG
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ID
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S 265

s 510

Continued Frompage 2

An ongolng educational p,vgram shall beplanned
and conducted for the development and
improvem?nt of skillsofau lha faclti(ljy's
personneljnctucfmgtraining relatedto problems
and needs of the aged, M, and disabled. RecoRfa
shall be maintained reflecting atlendance. by
name and tide, and trainingcontent In-service
training shaltndude atleast:

(1) Preventionandcontrol of infections;

(2) Fire prevention programs andpatient raJatad
safely procedures In emergency situationsor
conditions:

(3) Accidentprevention;

(4) Confidentiality of patientinformation:

(5) Preservation of patient dignity, Including
protectionof the patient'grivacyand personal
and property rights;

(6) Psychophysicaland psychosocial needf
the aged Ht

(7) Receiptby eachemployee of appropriate
orientation to the facility and la policies, and to
theemployee's paaition and duties;

(8) Approval by Iha Department of the orientation
and t,ainingprograms.

This Regulation is nol met as evidencedy.
Refer to CMS 2567
F730

10.07.02.12 Q Nsg Svcé&;Charge Nune

.12 NUISing Services.

0. Charge Nurse. At.least one licensednurse
shaD be onduty al N times and shall be

S$285

S510

SEE F730 ‘
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DATE

s 510f Continued From page 3

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 inUlIt
cond'rtion of patients and to take necessmy
action.

ThisRegulation Is not metas evidenr.ad by.
Refer toCMS 2567
F684,F694

s 512, 10.07.02.12 R Nsg Svcs;Charge Nurse Dally
Rounds

.12 Nursing Services.

f R. Charge Nurses' Daly Rounds. The charge
Anurse or nurses 8hallmake dally rounds to all
nursing units far which rasponsilt; te. performing
sud!functions as:
(1) V11Wng each patient:
(2) Reviewing clinical recanfs, medication orders,
patient care plans, andstaff assignments;
(3) To the degree possible,accompanying
physician& when visiting patients.

This Regulatlan Is not met as evidenced by:
Refer tcrCMS 2567
F858

S1090; 10.07.02.20 CHnlcal Reconfs
;.20 Clinical Records.

A. Recordsfor all PatientsRecorddgor all

s 510

SEE F684, F694

S512

SEE F658

s1090"

OHCO
STATEFORM
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S1090{ Continued From page4 S1090

patientsshall bemaintained in ac:icordance with

accepted professional standardsnd practices.

E. Contents of Record. Contents of record shall
e:

(1) Identffication and summary sheet or sheets

including patient'sname social&eCUrlty number,

armed forces status. citizenship, marital status,

age,sex, homeaddress, andreligion;

(2) Names, addresses, and telephone numbers

of referral agencies (including hospital from which

admitted) personal physldandentist. par ent § A

names or next of kin, or authorized

rapresentative;

(3) Documented evidence of allessment of the |

need& of the patient,of establishment of an

appropriate plan of inidal and ongoing treatment.

andof thecare end 981Vices provided,;

(4) Authentication of hospitaldiagnoses

(discharge summary, report from patient's

auending phy&lclan, or transfer form);

(5) Consent fonnswhen required (such as

consentor adrnimstering investigational drug&,

for burial arrangemenIB made In advance, far

releaseof medical record Information, for

handling of finances);

(6) Medical end aacial history of patient;

(7) Report of physlical examination;

(8) Diagnostic and the,apeulic orders;

(9) Consultation ,aports:

(10) Obselvalfons and progress notes;

(11) Reports of medieation administration,

treatmentsandclinical findings:

(12) DisdI8rge summary fncluding final diagnosis

and prognosis;

(13) Dilsclpline assessment; and

(14) Interdisdplinary Careplen.

C. Staffing. An employee of thefadlity shall be

BoeikIRGIhiS e R FReaRMmIREfesER tee.

OKca .
STATE FORM nn 4H7Df1 [ COltillllaldll Iheet 5al'12



n1in1ol H.ultltcareQualm

PRIfffEO; 0711BI2019
FORMAPPROVED

STATEMrHT OP DEFICIENCES | | OC1J PROYIDERISUPPL
NfDPILAN OF COAAECTION IOENTifICATIONNUMBE

2151830

CX2J MIA.TUIE CONSTRUCTIOH
A.IUILDI4G:

a.WINO

CIQ)DATISWMY
COMP\.ETED

C
e

REGENCY CARE OF SILVER SPRING, UC

NAME OF PROVIDER OR SUPPLIER STREETADORES&. QTY, STATE. ZI'COOE

9101 SECOND AVENUE
SILVER SPRING, MO 20910

C)C4)1DA SUMMARY 8TATDI!NTOF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BEPRECeDID 8YFULL
TAG REGUI.ATORY ORI.SCmENIIFYING WOAJMTIOH)

D PROYIDER'S PLAN OF CORMCTION
PREFIX (fACH CORRECTNEACTION SHOULO BE
TAG CROSSREFERENCEDTOTHE APPROPRIATE DI1E

DEFICIENCV)

$10901Continued From paga &

| Thereshall be sufficient supportive staff to
accomplish all mecricalrecord functions.
0. COnsultatJon. If the medical recant supefVisor
not a qualified madical recordpradiUonerthe

Depagipenimar reqyiig thalllg upervisof g

ReEorts. Current macfical records and thode ;f

All cI"mlcal Information pertaining to a patient's
stayshallbe centralzed In the patients madical
record.

F. Retention andPreservation of Records.
Medical records shall be retained for a period of
not rass than 5 years from the dateof diSCharga
or.in the case of a minor. 3 years after the
patientbecOmes of age or 5 yearswhicheveris
ranger.

G. Cunent RecorddOCa.Uonand FaciUtles. The
facility shall maintain adequatespaceand
equipment. convenlendy located.to provide for
efficient p,oc:eesing af medicalrecardl
(reviewing. Indaxfng. ftUng, and prompt retrieval).
H. Closed or Inactive Records. Closed or inactive
records &hall be filed andstoredin a 88fe place
(freefrom fire hazards) Whfctl provides for
confidentialty and, whennacessaryretrieval.

,  This Regulation Isnot metas evidenced by:

tRefer to CMS 2567
F842
[

$186810.07.02.340 Hskpg;Laundry, exiatingfacillles |

Eélﬂ?wkeeping Services PestControl, and

S1090

SEE F842

51868
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1D. Laundries-Existing Fadlities. In existing
facilities where a pt,ysicalseparation Is not
possible exceptions as to approved laundry
facilties may be made at the discretion of the
Department Thera shal bep70Vislon for Ihe

; launderingof patientstlothing. Hot water

| temperatures In laundries shallconform to

appficable standards of the fntemational Fabrle

{ care Institute for laundry watersupply.

This Regulation Is not met as evidenced by:
On06-1 19 at9 AM, surveyor Initial tour of the

| faclity's laundry department revealed no physical
separation between the "dean" and "soDed'

areas.

% 0On08-18-19 at 10:15 AM, during aninterview,

| the facility administrator providedlha completed
waiver request form for submission to the State

, agency.

S1688 10.07.02.38 D Resident Status Assessment;
aasessments

.36 ResidentStatusAssessment.

D. The facility shall complete all assessments in
, accordance with the provisions of 42 CFR
{ 88483.2(ind 413343.

ThisRegulation isnot met as evidenced by:

Refer 10 CMS 2567
F640

S1668

61688

Waiver submitted

SEE F640

OHCQ
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S17251Ccntinuad From page 7 S1725
Sl-nS; 10.07.02.37 D CAie Planning:conference due S1725
,37 Care Planning.
I . :
D. Thefacility shallholdlhe care planning
conference not later than 7 calendar da)'l after
completion of the assessment, but mayhold the
‘ conference earlier if agreed toby theresident. a
family member, or a residenfs representative.
I This Regulation is not met as evidenced by:
Refer lo CMS 2587 SEE F657
| Fes7
|
$1730'10.07.02.37E Care Planning; Organization of S1730

| plan
I .37 Care Planning.

i
" E. Organfzation of CarePlan.

| (1) Problems and needs shat be Identified, based
" upon the Interdisciplinaryassessment Thecare
f plan shall address an of the resident's special
L care requirements necessary to Improve or
[* maintain Ihe resident's status. The
Interdisc:iplinary team shaU incorporateresident
Inputinto the Careplan
(ZS)Theteamshall establishgoalsforeach
Aproblem or needldentified. The goal shall be
reallstlc. practical, and tailored to the resident's
needsGoal outc:ome shellbe measurable Intime
or degreeor both.
(3) Approaches toaccomplishing each goal shaft
- be established. Approaches shall communicate
- the work tobe dOne, by whom It ts tabe done,
and how frequenlly It fs to be performed.

| Jttl.Q
STATE FORM
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51730 | Continued From page 8 S1730
[ |
= . 1Nis Regulation Is not met as evidencedby. SEE F656
] to CMS 2567
81885 10.07.02.480osting Of staffing 81886
S188S

.48Posting of Staffing.

A. Anursing home shaft post on aad\ floor or unit
of the nursing hoffig, for each shift. a notice that
e,cplaina the ratio of licensed and unRcensed staff
to residents.
B. The postingon eachfloor shaR Include:
(1) Names of the staff members on dutyand the
room numbers Of Iha residents that eachis

. assigned;

, (2) Name of the dlalge nurse or person Incharge
of the unit; and
(3) Name of Ine madiclna aide or pe,son

, responsible for medication administration.
C.The posting&ha! be on a form provided or
approved by the Departmenl

| This Regulatian Isnot mel as evidencedby:

: Based onsurveyor observation on Inltfal tour, ii

: wasdetermined thatlhe facility Staff failed to post
a nursing aaslgnment schedule that explainedthe
ratio of licensed end unlcensed staff toresidents.
This ffndrng was evident In 1 of 2 nursing
asslgnmenpostedoards Inthe faclity. The

, findings include:

Sun,eyorobservatioron CJ&.10-19 atl0:20MA
of the0S.1C>-19 dally nursing assignment
schedule on Yotlctown/rahab unit reveated no

There were no adverse actiorfs
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 staffwill
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

eachshift.

i
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documented evidence or notice thatexplained the
ratio of licensed and unlicensed staff toresidents.

On08-10-19 at 5:20 PM, surveyor interview with
the DiredDr of Nursing revealed no addllional

rnformation.

S5C 65095

J9540.07.09.08 C (2) Right to receivecare in qual
environ

.08 Resfdenfs Rights andServices.

C.Aresidynt has theright tO:

(2) Rec:eive treatment, care, andservices thatare
In an environment that promotes maintenance or
enhancement of eachresident's quality of life;

This Regulation is not met as evidenced by:
Refer to CMS 2587
F581

86012 10.07.09.08 C (11) Right toconsent/refuse 88012

treatment

.08 Resident'sRights and Services.

C. Aresident has theright to:

(11) Consent to or refuse treatment. Including the
, tight to accept or rejed artlficially administered
Sllllenanca Inacc:oldance with Slateaw;

t
1 ThiaRegulation is not met asmdencad by:

Referto CMS 2567
F561

AH nurses will be in-setviced b))
8-2-19.

Unit Manaler/Dlrector of
Nursing are responsible and will
monitor for compliance.

8-2-19andOn A |

SEEf561

SEE F561
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.U Physical and Chemical Restraints.
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phystcianp,escrtbes psyc:hOpharmacologitugs
for a resident, theresfdenfs clinical records shall
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$832010.07.09.15C (1) (a) Abuse;Raport to law
I enforcement
[
(,15 Abuse of Residents.

C. Reports of Abuse.

(1) A person whO belave8 lhal a resldenl has
been abused shall prompayreport the aleged
abuse to the:

(a) Appropriate Jawenforcement agency,

This Regulation Isnot met as evidenced by:
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I
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or degree, ar both
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S ..Itv STA1EME T OfOEfICIEttelfl] ) PItOVIJER'STLAff Of CORRECTION
(tACH 1)f.A<,15ijC YM(JIST-8 E PRECIIOEDIt'r J.Ull PALJIX (EACH COAAECTIVE AC'TION Ol)U,) PI.. NnTIou
TAI: TWSUIATORY OR LSC|  TIt"Y'fIG INFORMATIO | TAQ ClIQ J J! Alr-IC EO TOTHE AfAAQPRIATE CW'f
DEFIENCV)
F 000 INITIAL COMME.NTS FOOD
F.567
bn 2/5119 asurvey\yBs cortd te(f st thtS (e(:lirty
by tha Qffice of H care Quality to inve t;rgete €. Resident IA
compJafnt#M000136457 ActMties | ded th8 Accountwas
Int&NMI'N of ti\& facilty's business office personnel reopened on
aild al) audit of the resii;;ients' pe on.al funds P
records maintained by this ility. 2/12/lg and
$485A3was
The lilP cific CQfTlIplaint was unsu-bstaflllalt!!d. This redepobited  into
urvaydid notld ntify noneomplianosvith
federalreqwrement& IP'lat were reviewed in the gccol.lnt. Per
relatioriship to the specific complalrit. Nation.al Oatj Care,
the Interest amount
This survey did identify noncompiiance with thatshould have
federalreqmremertts that ware revieiHed beenpi it i S.22
pertaining to the management of resld&nts- PLETET .
personal funds. (SEE f 567 & F568} cents, which the
F 567 Proteciion/Managefl'lent of Persotlal Funds f 567 chei::kwas
§483.10(f)(10) rhe resident hasa rl11ht ta 3/7/19. SulInMS
ma e h s or her flnal'l(:lal arrairs This indudes office manager
the right to know, In advance, What c:harge5 a malled a | tte, to
facility may impose agalnsc a resldenrs p,ersonal the attorney's
funds. o .
(i) The facility must OOtrequltl, re&ldents to office informing
deposit their personal funds with the facility. If a them of the funds
re$JdenchOOHSto deposit perwriel funds with that areavadabl<?.
the facility, upon wrfltan aulhori:za on of a If theletter isnot
res.fdenl the facitlty must act S. a ftduclary of ttie ,
resident's ftJn<ia and tJOId . safeguard, manage, recelv d bl
o.nd account for the personal funda of the residen, October 31, 201
gep::(%lsoilre]:cl WilLL Ult! (iit<;llly, SICIr(rl;lel fn 11118 the fundSw/11 be
(u) Deposit ol Funds tl,,lrl").edover to
(A) In 9eneral- Except as set out in paragraph (0( Unclaimed
10)(11X8} of Inls section, the facftity must deposit Property .
an residents' personal funds f.n excess of $1(19 in
E ninvon) A,_L J &
U'BORA Y piBg PUER REPRESENTATIV sx,;mw S e .,-
) dITI e 4._.;.4 2 xju A [ A\ L il :
nvdolict may.4 Ih an asietsk ¢ denates a dgﬂchpcy ng B weulermied Wad,,
ST TRIRAPTSIon 1Ry eI B R o T DA LT et v
dayii fcillo111 J . d" 1 FhQdoaumorAAro mAdi&ualllll\hohlAtc, thC oy, It CK&la"al&0 A r ahoct t i\ opf)NIWd pla n of gtlon 13 FO-A tinU

pregra,in PO Meprmrsss
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DEPARTMENT OF HEALTHAND

HUMAN SERVICES

CENTERS.FOR MEDICAREA.M VI ES

PRIN,i:D: tnQ2/2019
FORMAPPROVED
OMB NO .J)SS&0391

STATEMENT OF OEFtCtrNCCSS
PLIIH OF CORRfCTION

X1y PROVIDE.IWUPPUEM:L.IA

IOONTIf,JCATION NU,-RJ

(X2'>1,t1Jt,TJA. CONSTRUCTIOI'f DATE SUIMY

A BUILDING

MPI.EIiID-

C
02105n) 11

for . re&d&mfs $hare.) |
malntm ares

This REQUIREMENT Is
by

peraonal funds records,

molude:

1. Red&ielenl 1A expired

trlterest bedlringa€E0UOIQt NnmM) trs
rate from Sfl)' of the racltity -Qjjefatfn9
aCoo0uUnts, and thatcredits mfJ| nied on
resident'& funds to that acootirit. (In pooled
acc: oonls there must q??sf t  ntlr'o

i‘ £iii!)' must

enrs persona\lndsthat onot
exceed' $100in a non--tnlere. stueanng account.

Int t- tleanng accoont.,.or c shfun
(B) ResldanisWhose care s Jf kDg

faclJlty 111Ust geposit the | tLl - APQNiOna
funds. fn excess of SSO In suvinterest-beartng
aocount (or aooounts) that Is separate from any of
the facllity's operating accounts: nd th.atcredits
ar:i tnten!lat eernellon resktanl's).100& to that

aCoO\In t, (In pooled accountethere must be- a
saparate aCCO\Inting for eactfresld&nt's share.}

Tht! facility rnvst maintain pt,1'$0flal funds that do
not exoeM $50 iri llOQinterest boaring account,
interest-bearing aecount. or petty C8$hfund

not met as eviderlOQ(l

Based on the review, on 21Sf19. of the rosldonts'

including Il'dividual

residenfs account summ.a,ies. and frafisa
report9, thi$ facility failed to deposit .a resldenf&
personallunds tn e:iceegs of $50.00 Into an
mdividual, interest bearing aCCOtJnt. Findings

on- 1"h18 facility

cloSedthe residents 1n dMdu 1. 111terest bearing

A .10G0 6.\"ING
NM.IE OF PROVIOEFt ~ ENPP'UER - S Elil'AOOMSSCHY ; $TAT, ZIT' COQ(..
91i>1 SE DAVENUE
REGENCY CARE OF SILVER SPRING. U. 81' VER SPRINQ, MO 20910
X4>J0 8UU'MARY.S'TI\LLIPm:Nr Of:' DEftCIENCIE ;' 10 PrtoVic;$'S PIAN OF CORRetgN IX#
é’RI!PIX ICQ:HCV t.11.JSI'M".i? E OEI)DY fVLL WH&EX IEACH CORAtQTNIE ACJIOM S LDBHf. 01),\(Pt.EION
TAG RfOOIATQRY OH I.SC 11'.JammNG INFiRtAA'tL06! clloc: ncrt'ggﬁir{;ﬁ-ﬂg%ml \OMIAT NTt
F 667 Continued From page 1 F-567| Resident 2A- A. check was

rell.sued an!S deposited into the
C\J&tomer acoounton 2/12/19
in the amo-unt of $1.412,
NationalData Carewas not able
to give, aointer-est , mount for
the accovntremains opcm

An auditwHI bt com pl,:te-d b

the 8usiness OIMcCe Manager to
ensure there are no ottier

r srd otor. aff tio,d hv thi .

A monthly review will be
compft-tedby 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 issuz WM be
addfessedt thattime.

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

oocounton 4.110/18, without apprcpriat8 monitorins.
BUUIOIZSIIOn, The factlit)' transferred Il'le
reskfent's 5486.43 cloS1ng balance to e
nan-interest bearing, pooled, petty cash cheeking
itocoullt Theresldents person.sfunds remained
Inlhe noMnterest bearing account untll 10/3118
FORM CUS:2M'r(02,ft) SwdQulo'VIJI$lolit 0 nl  IDICQD1f fe,:tttriD 11IDGH If cQfinuation slieet.f>a08& :z ot



DEPARTMENT OF HEALTH ANO HUMAN SERVJCES

PRINTED; 02127t2019
FORMAPPROVEO

from IME persooal fund account for tesidefit 2A.
The residenl's personal ru11d$. transfarred DY
the facility to a hatt-inle(etrt ¥ pooled petty
cash checkjng account As Ot 2/5/19, tt,e
re t-s pef9onal functs remamed in the
tlOtl-InIEIFOSt bearingij, QCQ\.Jnt.
F 688 Accounitng and RECOr<t,of POJsonaf Funds
ss-"g CFR(s)- 483 10(f}(10){iil)

. 8463.10(f)(10)(lii) Accounting and Racords
(A} The factJlty must establish and maintain a
system tnat assures af\J" atidcomplete and
parate account1119, according to generalry
iiiocef)tec.f aocounting p r | n cof&athuasldent'1i
personai funds entrusted tothe 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 witnifla
funds of any person other t oother resfdeiil
(C}The lodivldua f,nat'Cial reCOrd m1.19t be
, avai ble to the resident Ihrougll 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, including tndlvktual
reaident'a accolJnt atatemenl5, banks statements,
ttaM&.etlon teP<>rte, transactiorreceipts and
reooncll!atioo reports, this faeallty ralled to
maintam a system trnit ensures a full and
complete accountmg of the residents' perscnal
monleid en-trusted 10 th.a faotffty.

Findings include.

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!ld

NLERS FORME.DICARE' & MEDtCAIQ SERVICES QMB"NQ 0038 C3it1
STA.I'EM&HT of DI: liINC2$ (0() PROVW)EIFI/\WPPLIEIRICUA IX2)6,UJLT  COI SIR11CTION ou) DA.re SURVIiY
ANOP  OF CORR_EC'TION' IOENTI"JCATION NUMevt , . cml1PID-

AtLL G
C
216060 S WING Q SI201G
HNIE  PROVUJi.OR SUPPLIER STRI.EFADORESS,pmS ft DIOOQG
: 9101 SECOND AVELttE
£GENCY CARE OF SILVER SPfitNG, LLC SILVER SPRING. MD 20910
0U) ID SIMRY &TATE,NIT OF CSICENCES- D PROVIDETSPIAI/ Or CORRECTION
P 1X IEACH OEFICIENCV MUSr OEPRI;:C OF.Q SY FUO. :fLX <EA.Cl-l RECTIVE 4CTIOf.,| $00\JII>&E Ir. Tl
TAG REGULATORY LSCI)f.IfIFVIIG [tJFO(UAAtION) TAO CMt 9-RC:FER91Cle)TAHC ArPIIOP ffl O, kit
- OEFICE.NCY)
T
F 567 Continued from pal;J8 2 F 567
0" 1126117, thisf.ec;ili1Y wittidrew $1,41200 FS:68

1. A All monthi. crted
were recoocl!Gd w th
the pettycash checking
c.counts.Copieshave
been submitted to the
surveyomwith Ihis POC,
C. All withdrawals of
rf'sidenu 1,>ersoMl
funds will be
recorded with the
appropriate
transmitted
transactiorreceipts
and placr!d lo the
appropriate binder.

O. All witl1drawils of
rnsklent's personal
fund!l will
appropriately
a: thori:t:ed a(ld/or
witnessed. All
administrative staff
wlill bet n Asfd? NI
on th4:!'ne«gs.ary
illJ\hor Izatiun
process.

£. RerJdent 3A
accountwas

F568

FORIL1ICM$-a607 \I > wAlrebl, Idatc F."..-S 10- VCQDLY,

FIGIIt(ID: ti0{10 If «-ntlnuitoo 111 Page J of ..
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PRINfED: 02/22'2019
FORM APPROVED

OMB_NO.JI93f3.'0391

ST tOFOE IEN - iXl) PROVIDIIIUS1.JPP'USRJICLIA
AHO PIAN OF COAReCTIOIf IDENTI TION tliNR-

215060

IX:Q t.tul IIfU; cordSTR\JCTION
A BIJtLD,,10

B'WING —

in) DATE SURIEY
COMPLETED

C
02/0$12019

r-w.1E OF fl1«)VIDER OA SI,JfPU

REOENCV CARE Of SILVER $PRING, LLC

STREETADDRESS, CITV. STATE, ZIP CODE
91013ECOMD. AVIINUI!
SfLVER $PRING, MD 20$10

t h expplared to be d(tpostts with no checks
written dating back to 2116.

2. All withdrawals of restcfints' pe(‘aonal funds

were 1-o(reoo(i;feQ enepproprjate Iransac:Uon
tecalpts.

3. AU Wilhdr.QW818 Of residents' personat fUf1d$
we.re OOt approptiately authorized andtor
wilnessed.

4. On512H18,thie facllrty closed uU'l persor\al
futyf aooounl tor re:liident 3A, wittlout appropriate
authorization. A& of 2/5119, there was no
eYidel'ICe a6 to the finBf disposttJon or the
resictent's120.01 dosing balance.

_ SUW.11\Rf STA'TEMBIT OF0 G Fi Cl Ek' CI E6 @ PROVIDER'S PLAN(F'C(R £ ol
PI'liFIX I,I'ACH PEFICIEMCY'4.JSf BE PFtt:CItOEO 8V FULL Pri$IC ICACMCO IIYE>.tT10N. 81-IOUL..O ai; toM"l
TA(, REOOt.\TOR.VOA L  109ITIFYINQ INrOIIUATIJ) | TAO C:R(\Q." £IllE.HCED T() THf! ft! A'fl! 11

oL.r.,(IEMCY}
F 568 Cootltiued Fron, p8!Jtfi! 3 | F 568 f.eorJened en
oppropnately rt1Gonel d fot themonths ending './12/19and
9118.10'18, 11/16,and 12'18. AA of 1/31119, $120:01wa5

recleP:QSitednto
the account. Per
NOC, Ihe Interest
amount should be
$.04, which was

d positedinto the
accounton 3/7/19.
A kltte, wasmall
to the
repre$entative
listed Informing
them of the funds
that re oow
available to be
clalmed aod the
proces®f using.the
Letter of
Administration. If
thetter Is not
received by
October31,2019,
thefunds. will be

‘ turnedover to

Unclaimed
Property.

m r,CMSHfl710Z )P Aee g10 iz'-"fll M).YCQDH

r90i;iy ID 1 If COffinl.IQllol" IhNC P10110 -4 I1f 4
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STAI'eMEITT Of Wi CIES 0@) P E:R\JPPULtIRICLIA tJ(nt.,J,n,.l'1PJ,ECOJ<STRUCTION 0@IOAIE 5Y
AND fIAAOFCORRECAI ON JOENNfICAIW.N NUi41tIR. A BUIIOING: COMPLEFEO
B VUG ¢
| 21f060 - | 02/0612019
"1\M\: Or PROV, OR &VPPLIER STRF.ET CITY, ST/I.TE. 21P CODE
9101 SECOND AVENUE
REGENCY CARE OF SILVER SPtUNG, I.LC, SILVER SPRING. MO 20910
SII_IIMARV STAr ti, em Of:' PEfICI N:::IES 10 ffiOVIDE.F('S Of COAAECTIOIf aéghm
(EACH DEFICIENCYMUSL 8.1: PR f:C!: OW SY FUU.. PREFIX (ENCff CORREC'IM ACTION SHOUIO BE can.rm
IAG REOUIATOAYOA ISC IDEITTIF;YING | | A1FORI MTI dH) "WJ CROSS<REFERENCE1I 10 TME A?PROPRIAJE DATE
08'10EMCY)
s 000 iniUal COO"Iments s Q00 An au<fit WM be
,011 215119, a survey was conducted at this facility completed bV Uie BOM

by the Offioe of Health ear;allty tQ lIWt!st99te lo eosure all accounts

complaint #M0001364S7. Activities iflclu<ied the a.-e f' ctif ¢:J

iritervle\v of the facility's busineH office personné&l approprililtet

al'd .an 8tldlt of the residents’ pefd0nal fuMs pprop Y

records melntemed by thisf cilky. A monthly review of the

The specific complaint was.unsublitantlat-ed. This funda counts will be

survey did not idfntlfy natieompllatlee with St t:8 completedoy the SOM

requirements Chat were teVLs:w@d in relationship to with oversight by the

the spedftc complaint Administrator,

This SIMY did |de11tify noncomplianoe with State M.arch 29, 2019andO, ,.

requirements thatwere revl ticl IM)rtalning to ttle _

maflagi,ment of re&Jder)ts' pereoll81 funde. (SEE going.

S8465;$&180, $8520,%)

58466 10.07.09".18 O (1) P10tect res h.Jnds:excess of S6465
$50,intbearing

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

0. PetSonal funds in Exceas of $50. A nursirtg

facility shall:

(1) OepO$lt aresldi,nrs personal tun<ts In excess

or $5() Inanintere&t-ooaring a ntthalls:

(a) E$tabrlsalld maintained by ttie faclllty

Lin,der one of the following terms:

(i) In the lISme of ttie resi(lent only,

(i) fn the name of the facllity "in trust for" or as
the 'tru a™ for tt,e individue.!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 Insuted by the:
(1) Federal Deposit Insurance Corporation {FDfC).
(ii) Federal Savinas and Loan InsuraDCe -

C oon(FSLIC). or
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0
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ID

FRIFIX
TAQ

MOIIIOEF\'8 PLAN OFCOMECTION [lle]

(EACH COR:RICTMIACTIOM-SHOIA.D fie catPUTE
NCF.)TOTMttJ> 80PRJLI INTE

OEFICENCY,,

S640I'j Continued From page 1

(i) Other insurer epptoved by theDepartment;
and

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

[I"llS Regulation is 0ot 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 nursingfaeltity al\a.tl e-stabllehand
maJotalnasystemlhat

(1) ensures a fud. complete, and separate
a«ounting, ae()()rdIn,g to neraly pted
aecounlfng p,Incfptel>.of e.achreSldenrs 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 Ihe nul'$InQ faeiflty and theinstitutiot'\ in
which the residenrc aocount locatedthe
nursing facility ot firlBric:ial InstiMion shall:

(a) Provide a p\ or copy of s receipt to the
resldenl or retain the resident's copy of the

56465

S&480

56520

J/ 61

Se FS67

see S67and F568 J/“'/ll

See FS68 r‘J I

DHCQ
STATf FOAM

1 € w»r ,llhed1,00
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STATEMIINT OFDEFICIENCIES | | Q(t} PAOV!omISIIM.t tA IX2)ML1TT1t]; COMSTRUCTION <X!) OAT;SU
At¢ Pr.AN OF CORRECTION IDF,NTIFICATION. NVIIULEA A 6UTT.OTNO CO\ifll.f:'t£E0
C
218060 B.WING 02/0512019

NAi,E Of PRO11 ORSJPPUE

REGENCY CARE OF SILVERSPRING, LLC

STREET AODfltSS. C1TY. OTATE,.ZIf.| OODE

8t01 $ECO'IDAVENUe
SILVER S,PIONG. MD 2.0910

stIMW\RV &TATQil;N'f Of! otfJ CItS \
QEFI@EHCY 1U T PRUCB! QD;(fUl1,
uuz;; IUEIOIfYING INrOR¥ftIIOH)

X&) 1)
PAH, Ul) (H
INJ NCOUL.Arum-

10
PRIIJ1IX
ACf

PR PALQl O CORRECTION
reACtl CORRIACHION SHOOLDGe

CcttoSSREffRe'NCIIELO tHI!aPPH(O?RIATF.
OS'ICIENCY}

n
OATf;

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
avaoael0 ror audit.

This Regulation is not meias evidenced by:
SEE 568

see35 10.01.0e.19B (4) Recs Pets Funds:faal
withidtawal authority

.19 Recordi Or RestQent Personal Funds.

B. Reoeipts of Tram.actions

(4} Except asa.etforth In Re9ulatlon .18H{2) of

this chapter, a nursing Jadity may witlidraw

money from a resident's account withool written

autho tion of the resident or. when applicable,

the-reside11l'lJ a t.if th-€:

(@) Nursing facility document$ that thE- ident is

[t1ctpabfa of undel'Sbilndin,gt h e r e siighte n

and responsibilities regarding flnances;

(b) Resident's agent is una'ilallable. and

(c) Withdrawal of fundé& ts for an item or service

needed for the residOnt's direct and immediate
benefit and the taCmty maintains documontatlon

that the withdrawai was tJ68d ff>' thal purpose

Th ts.Regulatlon 19 not met as nood

SEE F568

86620

$6535

SG53S

See FS68

DHCQ
STATI!: FOAM
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(FOO00)I[INITIAL COMMENTS (FOOO

On June 4. 2018 a revisit sun,ey was conducted
to detennine the facility's compliance with the
plan of corntclfon submitted for the deficiencies
citedduring a fedaralmonltortng uvaythat \

concluded on April 16, 2018. Survey act3I</ItIet .ﬂ_l JUN 26 It1 111
Included Iha review of tha clinical records for 18
niSldents, observations of resident care and8lllff
practicesInt9MIWI of residents and facility &taff. OFFICE OFHEAI1I CARE QILWIY
and review of facility polfclas, c,edlble evidenca of

%wcflelg dﬂh er 8g5nwérgo&yeragslgtlr%gult
SL) of the ntvlalt survey.
(F580)

Clel Tr

,_1

Notify of Changes (Injury/OeclineJRoom. etc.) {F580)

SS,,.d CFR(s): 483.10(g)(14)(1HIV)(1)
8483.10(9)(14) Notification of Changes. FSBO
(iJ A facility must Immediately Inform the ntsld8flt; . )
consul with themldent's physician;and notify, Residen##55 didnot
conslatant with his or her aulhortty, the resident haveany adverse

representative(1) when thentls-

(A) An accident involving the ra&fdant which outcomes aselated to

resultsin Injuiy andhas Ihe potential for requiring this citation.POAwas
physician Inttrvenlion; notified of the chanae
(B) A slgnlficent change In the rudent's physical. In conditionwith the

mental, or paychosoclaJ status (that11,

deterioration In healthmental,or 1 =a_1 Initiation of the new

statusn either life.threatening conditions or medication.
dinlcalcompDcatlons); ,

(C)A need to aler natmant significantly (that is, Any resident that

a need tadiscontinuea, existing form of residedn thefacllity
trealment dugo adverseconsequences. or to has the potentf al to be
comm8fice a new form of treatment)pr :

(0) Adeclslon lo transfer or cischarge the affected by this

rasldent fn:Jm thefacility as specfflad Iin citation. No other
§483.15(c)(1)(il). residents were affected

(1)) Whan making nollflcallon under paragraph (g)

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

cyps! ng with an *) denotes 8 deficiancy which the inatitution may be excused ; detefmined
Mler  —%-r Pftheanﬂrcﬂnt pIOIIdIDn " palilntl tSeélnItI’ucllonl)‘ElcceplforINJIIr!g mmﬁm.'w‘hmmgm “Z'
fallDw1119the UMY whetheror not | plan of conec:Uon Il pnwided,For nunilng homesuut abovefincl1191and plans of colriidioft eredticiDHbIt

clapfollowlng uutdltelhlle cfocumenliare madeavalllblatotM fic:lily. If clalUencIN.,clled,anappNmd planor CDIINIlan 1l nN1ulllle to contlnuld
PNIIP'8ffl paitfdpatlon.
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allpertinent Information specified in §483.15(c)(2)
la available and provided upon request to the
physician.

(IB) Thefacility mustalso promptly notify the
resident and the resident representative. if any,
whentharea.

(A) A change Inroom or roommate aaslgnment
asspecllad In §483.1D(eX6); or

(B) A change In re&ldent rights under Federal or
Statelaw or regulations as apeclfled In paragraph
(e)(10) af this section.

(Iv) The facllity must recordand pertodically
update the add1981(mailing and email) and
phone number of tlle resident
reprasentative(a).

8483.10(g)(15)
Admission to a composite dfatinct part. A facility
that isa composite distinct part(aa defined in
§,483.5)must disclose Ints admilsionagreement
Its physicalconflguraUon, Includingtha various
location& that comprise the composite distinct
part. andmust apaciry the pollc:IH thatapply to
room changes between s different locations
under §483.15(cJ(9). _
Ehiﬁ‘- REQUIREMENT Isnot met aa evidenced

e Sedan surveyor review _the record

of dinlcal

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

On 0604 18, awvayor reviewof theclinlcal

record for resident ts5 revealed that.on.
05--29-18, the attending faclllty"s psychiatrist
assessed resident#55for agitated behavior after

Licensed nurses and
professional staff will
be in-serviced on the
proper notification of
the correct famlly
members and/or POA's
when therelsachanse
Incondition by the AA
Administrator,SOdal
Service Director and the
Director of Nursinl,

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.

0@)1D 1 SUMMARY STATEMENT OF DEPICIIHCIEB D PROW>ER'8 PLAN OF CORRECTION
PREFIX| A (eacH DIFICIINCY MUST @€ PRECEDEDBY I'ULL PREFIX (EACH CORRECTIVEACTIONSHOULD B!
TAG REGUIATORY OR LSC IDINTIFYING INFORMATION) TAO CROSs.REFERENCED TO THEAPPROPRIA 11! DAIR
DEFICIENCY)
(F 580)l|continued From page 1 (F580}

By 6/25/18 and on-
going
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{F 580)l|Continued From page 2 (F 580}
staff reported the retldentwas exhibiting verbal
and physical agitation during theevening.
Further reviewof the psychfatrilradocumentation
revealed an onler for staff t0 administer the
medIcalionGabapentin 300mg at 5PM daily to
therasldent for agftation.
However, nNiaw of staff dacumentatlon revealed
no evidencehat resident #55'8 medicalPOA
(Pawer of Attarney)Was notffled of the change In
condition with theInitiation of the new medication
on 05-1J.18.
On 08-04-18 at5PM, surveyor I'?tarviaw with the F656
Interim Director of Nursing “ravealedno additional
Information. Resrdents #1, #48, and
{F 65%} Develop/Implement Comprehensive Cara Plan {F 858) A172did not have any
SSaD | CFR(s): 483.21(b)(1) adverse outcomes as
§483.21(b) Comprehensive Cara Plana relatedto this dtatlon.
8483.21(b)(1) The facllity must develop and Resident #1no longer
implement a comprehensive person-centered resides at the facility.
rocidentightssetforhals483 102y and Residents #48and#72
§483.10(c)(3), thatlrtcfudes measurable careplanswererevised
obéectivresand.Umefra es Eo meat ar IdenF reflecttheir current
medical, nursing, and mental and paychosoclal are  the MDS nurse
needs thatg18ldentified in the comprehanalve oh A £ / 8 |
assessment The comprehanslva care plan must e
describehe foDowlng A _ . Residents In the facllity
(1) The SlIVicls thatare tObe furnishedto attain h h alto b
or maintain theresident's highest practk:able ave the pote_ntla to be
phylical, manta and psydlosOclatvell-being as affectedby this
required under §483.24, §483.25 or §483.40: 1nii dtation. No other
(i) Any &ervicasthatwould clh8JWI&ebe.required residents were
under §483.24, 8§483.25 or §483.40 butare not e
provided due tO Itle resident's exerciseof right& identified to be
underg,483.10, Including theright to refuse affected.
2
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clinlcal record for resident #1 revealed a

Aoi schar g ®eview" that was nogipleted
on 03-04-18. T Ih e revealed thatthe

ra&ldent \/\/ @< t return home, but the
familywasA o pteatheropt i ons A

However,furtherreview of the clinical.record

&MEDICAID SEIMCES
STATIMENT OF DEFICIENCIES (JC1) PROVIDERISUPPUUVCUA 1x2) MUL11PLE CONSTRUCT10N 0(3) DATe 8URYEY
AND PI.AN OF CORRECTION I>ENTIFICATIONNUMBER: A.BULDING COMPLETED
R-C
215080 a.WING G&l04/2018
NAME OF PROIIDIIR OR SUPPLIER STREETADDRESS cnY, STATE. ZIP CODE
REGENCY CARE OF SILVER SPRING, LLC 8101 SECOND AVENUE
’ SILVER SPRING,11D 2GB1D
CcM)l) SUMMARY STATEMENT Of DEFICIENCES ID PROVIDI'R'8 PLAN OF CORRECTION
PREFD( (EACH DEFICIINCY MUST BE PRICED2D I¥IA.L PREFIX EACH CORRECTIVE ACTION SHOULD BE .
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCEDTOTHEAPPRO,tUAIE DALL!
DEFICIENCY)
{F 656)} Continued From page 3 (F656)
treatment under §483.10(c)(8). The IDT team wUl be
(i) My specialized services or speclallzad
rehabilitative services the nursing facility will rgeducated by the
provide a. aresul of PASARR Director of N'urslnlon
recommendations. If a facility dlaagrees wih the ensuring Residents plan
findings of the PASARR, it must indicate 11s of careare
rationale In the resldenrs medical record. .
(Iv)In consultation with therasldenl and the comprehensive and
resident'sep,esenlallve(s)- person centered.
(A) The raidenrs goals for admission and ,
desired outcomes. ) Chart audits wlll be-
(B) The resfdenrs preference and potential for conducted twice per
fu:]urttehd|sr?hargdeo.I FacDolltJe_s must documenﬁ weekfor four weeks for
whetherthe rerddenra desire to return to the ensurins residents who
community WasSassessed and any referrals to
local canlactagencies and/or other appropriate have chanaes In
enll1les, for this FquJON. condition or new orders
(C) Discharge plansin the comprehensive care have thefr plan of cares
plan, as appropriate, In accordance with the ,
11K1mvmentl Setforth In paragraph (c) of this updated according t0
aactlan. . the changesy the Unit
w_sREQUIREMENT Il not met 88 evidenced Managers and MDS
Based on surveyor review of the clinical record, c;:oordlnator. The
and resident and staff Intervtawa, It was results of the audits willl
debmninld that facility staff failed to develop care be reviewed during
plansto addraag theneeds of residents. Th.is Q.API and followed up
finding was evident for 3 of 4 residentseviewed
for care plans. (#1, #48,172) The findings A asneeded.
Include: By 6-25-18and 01
1. On08-04-18 sun,eyor reviewof the dosed golna

FORM CMB-2187(QI-Iit PrMu \MfllallS Olllolat

EWIIIL.ID:OE8E12

facllizylD:1

Ifcontkluallon lllllet Plie 4al 22



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08108/201E

MME OF PROVIDEROR 8UPPUER
REGENCY CARE OF SILVER SPRING, LLC

FORM APPROVED
CENTERSEQR MEDICARE & MEDICAID SERu ES OME NG 0 80391
BTAT&MENTOFDEFICIENCIES | p(1)'PROW>ER/SUPPLERICLIA (JC2J MULTIU CONSTRUCTION '0(3) TE BUR'EY
AND PLAN OF CORRECTION I>ENTIFtCATION NUMBER: A BUILDING COMPIETm
R..C
21508D 8.WING -AM., 01 8

8TII&T ADDRESS. CllY, STAT!., U- CODe
1101 SECOND AYINUE
SILVER SPRING, MD 20910 |

0'4)1D
PREFIX
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{F656}l

[Continued From pages

revealedho evidence that a ca,e plan was
developed ta address the discharge planning
needs for resident #1.

On 08-04-18 at 6:30 PM, surveyor intelvlawwith
the Directorof SocialSelvices providedo
additionallnformation.

2. On Q6.04-18, surveyor reviewof theClinical
record for resident 148 revealeca
comprehensive assessment, completed on
0S-2.i.18, that Indicatedthat theresident hadan
anxiety dISOrder.

Howev.ar, further review of the clinlcat record

revealecho evidence that a care plan was
developed to address resident #48'& anxiety.

On 08-04-18 at 5:45 PM, survayor InteNlew of the
Intelfm Qirec:torof Nursingprovided no additional
Information.

3.0n 08-04-18 at11 AM, Interview of re,ldent
#72 19V88ledhe resident walalertand oriented,
but only able to answar simple questions. The
resident WaSobeerved wearing a right hand
resting splint

On 06-04.18, review of thecllnlcal record
revealechn on:ler, documented on 05-08-18, ta
apply a right hand resting spUnt 4 hours onand 4
hCMn off, and on @N nightfor resident#72.
Further raviewof theMay and June 2018
Trealment Adminl&Iration Record(TAR) revealed
the nursing staff documented that the aplint was
applied as ordered In May & June 2018.

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

{f 656}
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SS=B

CFR(a): 483.21(b)(3)(1)

8483.21(b)(3) Comprehensive care Plans

The SeMCHprovided or arrangecby the facflfty,
as ouUIned by the comprehensive care plan,
mu &t A

(i) Meet profa&slonal standards of quality.
ThiaREQUIREMENT Is not met ps evidenced
by:

Basedon surveyor ravtew of theclinical record
and Interview of the faclBty staff and attending
physician It was determinecdhat thafaclllty 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 forreview. The findings Include:

a. On 06-04-18, reviewof a clarification order for
resident32. whichwaa documented on
03-03--18 by the facility's Medlcal Director,
revealed the nursing staff went Instructedto
admi ni st er 4nigGdery 8hodr$ Rain
>&,,10/10". (Pain rated as over 5 on a scaleof
1-10) DHaudld (Hydromarphone)is a controlled Il
drug for painrellef.

HO'N8V8r.reviewof the May and June 2018
MedicationAdministration Record (MAR)
between 05-2--.18 and

08-02-18 revealed"8t the nursing staff
documented thatthe Hydromorphane was
administered to resident #32every a hours when

Resident 132 did not
have any adverse
outcome asrelated to
thiscitation. Residents
medication was
clartfled on 6-4-18 with
the attendina Physician.
Resident #32 Attendinl
physicianclarified on 6-
--.11,that the
suprapublc catheter
should be changed on
an as needed basis.

Residentsn thefaclllty
have thepotential to be
affected by this
citation. No other
resldenb were
Identified to be
affected.

0C4)ID ID
pR&%m CfACH DEFJCEHCY MUST IIPRECEDEDBY ,Ull PREfDC EACH COARECTIVEACTIDN 8HOULD BE
TAG REGU1ATORY OR L8C IDENTIFVING INFORMATION) TAG CROSSREFERENCEDTO-IHEAPPROPRIATE DATE
DEFICIINCVJ
(F656) | ContJnued From page 5 (F856
clinical record.
On 06-04-18 at 7:20 PM, Interview of the Interim
Director of Nursing revealed no additional
Information. _
F658 SeNlcesProvided Meet Professionastandards F858 F658
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PROVIDER'S PI.AN o CORRECTIOH

CM) Ip SUMMARY STATEMENT OP DIFICIEHCES ID
PREFIII EACH DEFICIENCY MUST g PHECIIOED BY FULL PREFIX (EACH COMICTMACTION SHOULD BE
TAO EGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSSREFEReNC:ED TOTHEAPPROPJW.TE DATI!
DEfICIENCY)
F 6581 Coptiwae; Fromf p;l?eG o5 which F858  Licensed nurses wiq be
pain reconfed Ins or equal to 5, which was
inconaisfent with Ihe clarlflcation order. There educated on the 24
wasno evidence thatthe nur&Ing staff clarified hour ChartChecksby
with the attending physician as to whether to the Director of Nursing
administer Iha Dilaudid every 8 hours, or based and the Unit Manasers
onthe pain scale. ' to ensure the Physician
OnOEM>4-18 at 4 PM, Interview of rgsfdent #32'1 Ordersire accurateand
attending physician revealed the resident should to contact the
have received Hydromorphone 4 mg every 8 Attendins Physician if
hours routinelyfor pain. darfflcatlon of orders is
OnDfJ.04.18 at7:10 PM, Interview of the interim needed.
Directorof Nursing revealed no addlticnal .
Information. Weekly audits wfll be
conductedby the Unit
b. Additionally, on 08-04-18, review of resident
#32'a clinical 1'8COrd revealed a physician'& order, Marllaaer$o.ensure
on 03-22-18,t0 change the suprapubic catheter Residents with new
every 3 waaks Aauprapublc catheter Is a flexible orders have clear
tube usedtodrain urine fromthe bladder through accurate orders that
an Incision In the abdomen. Accordingto the
nuraing progl'988note and May 2018 Tratment affect their plan of care.
AdministrationRec:ard('AR), therasfdant's Th ltsof th -
suprapublc catheter was changedn 0S.27-18. erEsu ts?o the au'dlts
Thesuprapublc catheter Wasthen scheduled to WM bereviewed during
be changed on 0&-07-18 and 06-2 18 per lha QAPI and followed up
June 2018TAR. asneeded.
Furtherreview revealed on 05-27-19, another
physician order was written to change resident
#32'8suprapublc catheter "one time only untl By&-25-18
()8.23-18 23:59 Resident for auprapublc catheter
change weekof 0 11-18". PerJune 2018 TAR.
the suprapublc c:athefeiwas scheduled to be
changed once between 08-1 7 A 4n808-23-18.
Review of theMay and June 2018 TAR. revealed
residen#3241 suprapubfc catheter was changed

FOAMCM1-21871'DM'PI'Mlua 'wlionl OlllIO!la

Ewnl ID:OE9E12
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F 658

(F 68(£)

SS=D

l 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, and08-28-18, which
wasl0daysapart from eadl calheter change.
However, there wasno evidence thatthe nursing
staff obtained clarification from the attending
physician about the schedule and frequency of
the resldanfs auprapublc cathetechange.

0On06-04-18 at4 PM, IntervleW of resldant#32's
attending physicianrevealed the suprapublc
catheter should only be changed on an as
neededbasis.

0On06-04-18 at 7:10 PM. Intantlawof the Interim
Olractorof Nuraing revealech o addi t i o
Infonnatlon.

As Code of Maryland Regulations 10.27.10.03 D
(3), Collection of data and reporting of problems
thatarise In the carrying out of the nursing plan.
Discharge Planning Process

CFR(s): 483.21(c)(1)(1HIx)

8483.21(c)(1J Discharge Planning Process

The faclllly muat daverop and Implement an
effectivedischarge planningprocess that focuses
on theresident's dischargegoals,the preparatfon
of residents 1D be activepartne,s and effectively
transition them ta post-discharge care, and the
reduction of factorsleading to preventable
readmissions. Thefacllfly'l dischargeplanning
proceBS must be consistent with the discharge
rights set forth af 83.15(b) A applicabéand-
(1) Ensure that the dischargeneeds of each
resident are Identlfted and result In the
development of a discharge plan for each
resident

F659

{F660)
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{F 680)||Continued From page 8 (F 660)
(IQ Include regulammMifuatfon of 19SIdents ta
Identify changes that require modlftcation of the F660
dischmga plan. Thed e plan must be ' '
updated, A neededto reflect thesechanges. Resident 11 discharge
(ID) Involve the interdisclplina,y team,as defined was placed on hold due
by 8483.21(0)(2)(0), in the ongoing process of to the availability of a
deveroping the discharge plan. ) .
(IY) Consider caregiver/support per&an avallablity suitable discha'le
and the resident'’& or caregivatslsupport location. Resident #1
peraon(s) capacity and capabllity to perform nolonlerresldesatthis
required care, as partof theldentification of tacili
dischargeneeds. acility.
(v) Involve the residenand resident ,
reprasentative In the development of lha Al .rt.35|dents In the
cfl&Charge plan and "1fonn the resident and facility have the
residA%rat repreﬁenlatgve of the finalfplan. d potential ta beaffected
(vi) ress the resident's goals of care an R
treatmenfreferencea. by this citation. No
(vi Document Ihat a resident has been asked other residents were
abouttheir interest In receiving Information affected by this
regardingretuming {0 the community. . citation.
(A) If themldant Indicates an Interestin returning
tathe community, thefacility must document any Social SeNiceS
refen'algo localcontact agencier other
app,opriata entitles made for this purpose. DepartmenWIIll
(B) Facffltfesmust update a resident's conduct an audit to
comp,ehenslve care plan and dl1charge plan,u ensure residents have a
appropriate. inresponse to Information received dischal'le plan that
from rafenals t0 rocal contact agencies or other
appropriate entitles.
(C)If discharge to the community Is determined
to not befeay ible,the facility must document who
made the determination and why.
(viii) For residents who are transferredo another
SNF or who are discharged to a HHA. IRF. or
LTCH. Bllilt1'81idents and their resident
representatives Jnselecting a post-acute care
p,ovider by using data that includes, but la not

FORMCMWII7(0U9) Prewfou1VlifinOblallite Ewml1D:OEIE11 Fadlllyl0:150Gl If contimlition lIheetPage 9 of 22
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} record, Ihe evaluation of the resident's discharge

limited to SNF, HHA, IRF, or LTCH standardized
patient nsessmardata,dataon quality
measures, and data on resource use to the extent
the data la available. Thefacility must ensure that
the post-acute care standardized patient
88HIImentdata, dataon quality measures, and
dataon resource 11&8 la relevant and applicabre t0
the residenfs goals of care and treatment
preferencea.

(be) Document. complete on a timely basisbaled
on the rasldenfs needsand Indudelnthe clinical

needs and discharge plin. The results of the
evaluatlon must bediscussed with theresident or
resident's repruentativeAll relevant resident
Information must be Incorporated fnta the
discharge plan to facilitate Its Implementa,011and
to avcid unnecessary delays in the rastdenfs
discharge ortransfer.

ThisREQUIREMENT is not met as evidenced

by:
Baaedon surveyor ravfew of the clinical record
and staff Interview, It was determined that facility
staff falled to ensure thatthe discharge needs of
realdant#1 were nHY&luated andincorporated
Into the dlacha,ge plan to avoid unnecessary
delaysin the resident's discharge. Thiafinclrl9
was evident for 1 of 2 residents selected for the
discharge planning review.The findings Include:

OnQ8-04..18, surveyor reviewof the closed
clfnical recordfor resident #1 revealed a

Ao i s c RlannkigeReview" Ihat 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 clinlcal recmd revealed a
social &ervice note documented on 05-10-18 that

(M)ID SUMMARY 8TATENENT 0, DEPICIINCIES Oli
PREFIX (EACH DEFICIENCY MUST @€PRECEDED 8Y FUI.L PREFIX (EACH CORRICTIYE ACTION SHOULD BI comPUmCN
TAG REGULATORY OR LSCIDSflfYING INFORMATION) TAG CROS&REFERENCEDTOHE APPROPRIATE DAL'!
DERCIeNCY)
(F 660} Continued Fram page9 {F 860)

Identifies their needs
and modifications due
to anyneeds 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

FORMCMNI87(VMI)Pnnloul,_..Ollldlle E.n!ID:OEIE11

needed.
6/25/18
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{F 660} |

Continued From pagel0

a referral for resident #1 was Nntt o Aare.
Placemenbn 1. a&xand®atthe sociaJ
workerwould follow up. However there wasno
evidence of further foHow up of placement or
other discharge planning completed by social
881Ylces.

In addition,therewasno evidence that a care
plan addr8Istngesident #1's dlicharga planning
was developed durtng the relldenfs slayatthe
facility. (Refer to F856 for additional information)

SulV9JOr reviewof thenursing notes revealed a
note documented on 05-25-18 that resident #1'8
diseharge was on hold ue to avallabllity of
aultabla discharge locatton”. The famlly members
told the nurse thatthe resident would be unable
to be discharged home on 05-26-18 due to the
home having too many stairsthat may be unsafe
for theresident Thefamily that they would
look atan assistedlving facllty to transferthe
res!denl

Surveyor reviewof the"DischargeTransition
Plan"for raldent #1, dated . revealed
Instructions far the re&ldent to contact the home
health service pfOYlder listad If the resident did
not hiar from the provider in 24 hours. However,
the name and contact number for the home
health care agency WasSnot listed. despite a
phyticlan"a order written on 05-29-18 that
revealed resident #1 was tobe d ctuged ta
home with home health amvices on

Inaddition, there waa no Information dccwnented
regarding upcoming follow up appointments
despite a nurses nots written on 0S-2a. 1€ that
revealed resident #1 had a follow up neurology

{F680)
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{F 680} Continued From pagell {f 860]
appoinimenlon 08-08-18.

On<16-04-18 at 5:45 PM, lurveyor InteMaw with
the interim Diiwctor of Nursingprovided no
addllfonal Information.

On 08-04-18 at 8:30 PM, surveyor Interview With
the Direc:lor of Socfal Work provided no additional

L Infonnation.
{ F68L)| DischargeSummary {F 681} |
SS-D| CFR(s): 483.21(c)(2)(iHiY) F661
8§483.21(c)(2) Discharge Summary Resident #1 and #2did
When the facmtyanticipates discharge. antlfdent not have any adverse
must have a discharge summary that Includes, - outcomes as related to

but is nol llrnfted t0, the following:

(I) A recapttulation of theresident's staylhat thfs citation. Resident

Indudasput Is notlimitad to, diagnoses, course #1 and #2 no Jonser

of liness/treatment or therapy, apertinent Jab, resides at the facility,

radfology, andconaultatlon results.

(1) Afinal summary of the realdent'a status to Any resident at the

Include Items in paragraph (b)(1)d §483.20, at fadhtvhas the potential

the time of thedischargethlit Il avallabia for adhtyhas the potentia
frelease to authorized paraons andagem:18&, with to beaffectedby this

thecon&ent of theresident or raadent's citation. No other

Lepmentative. residents were affected

f(11) Reconciliationof all p,e-di8charge

me c i c aith theoresillenra post-discharge by this citation. !

medication& (bolh prescribed and

vat r-a&)m(nILBtB.t The faclllty has besun
(iv) A post-discharge plan of care that is utllizina two discharge
developed with the participation of the resident assessments that are In

representatlva(s), which wll assist1he resident to
adJ&at to hisor her new llving environment The ,
post-dascharge plan of care must Indicate where will help ensure that

the Individual plana toreside, any arrangemant| every member of the
that havebeenmade for theresident's follow up IDT provides a summary

record system which

FORMCMWS517(D2-19)PrMIUSV.11Dn10aollll Ewnl ID:OEIE12 Fldlllf 1D:19009 If conUnuatiDnabNI Page 120f 22
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{Fes1l Continuded From ?de iZ eat o (F 681) of the resident's
cateand any post-discharge rnedical an -
non-medlcalservk:es. discharge.
This REQUIREMENT Is not met aSevidenced reconclllatfan of all
by: medicatJongfollow up
Based an &UrVeyor review of the Closedclnical appointments, Social
records and Interview with facility staff, It was Servi lated
determined that the facility staff failed to ensure a ervice relate
complete and thorough discharge summary for resources/referrals and
residents at the time of discharge. This flndlng adischarge planof care
was evident for 2 of 2 residents selectedor Iha ;
clscharge summary review. (#2, A 1 )The thatls dgyelqped\Nlth
ftndinge Include: the participation of the
resident and/or the
1. On 06-04-18, closedreconf review revealed residentrepresentative.
that reslder1112..Duflscharged from the facility
to homeonllllllllilllafter ashort term Social Services Director
rehabflllatlonstay. Further review revealed a T
copyoftAol 1 charge Transitlion I aVHU'aUd%?{Sthr%e
included the following completed Information: assessmenten a
recomn,endatlons addressed by physical, weekly basis to ensure
occupational and speech therapy services and
copies of the medication prescripllons (wrtnen out proper discharaes are
by theattending phyaidan on 05-29-18). In being completedrhe
addition. a copy of of a prescription S(Kipt by the results of the audits will
attending physician with the order b' AP T be reviewed durlna
(phyalcal Iharapy)/OT (occupational therapy) 8¥81 APl and followed u
(evaluation) and treat home care Human Touch " Q P
(area home health agency).Review oflhesocial as needed. 6/25/18
ervicea noten 05-31-18 at 7:38AM, by the
facility"s soclal worker assistant, revealed
documentation that the raaldent was discharged and On-sofnl
home o and recaivad a Discharge
TransltionalPlan with dlicharga Inslructions that
Included the resident witr e ¢ e i Horee Health
Servicesl'.
However further reviewof the nolscharge
TransltJonP | e n A r movnéoanktierdindicated
by the facility's soelalservices regarding the
FORItl CMHUf(DMIJ PniVIDul YanIDna Olllolata EV911IDIOEIE12 FIdIrID:1SO0lI If continuation sheet Page 13of 22



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CI'NTERS EJIR MEDICARE & MEDICAID SERVICES

PRINTED: 08108120L
FORMAPPROVE
v __NO 0038039

STATEMENT OF DEFICIENCIES
ANDPLAN OF CORRECTION

CX1J PROYIDIMUPPUERICUA
IDENTI TION NUfIIIBER:

. 2t&G80

CX2) MULTIPLE CONSTRUCTION

A.BUILDING

B.WINO

CX3J DATI! SURVEY
COMPIETED

R-C
DI0A2018

NAMEOFPROVIOEAOR SUPPUER
REGENCY CARE OF SILVER SPRING, LLC

STREET ADDRESS. CfTV, STATE. ZIP CODE
1101 SECOND AVENUE
SILVER SPRING, MD 20910

CXd) 1
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEI&EO 8YFULL
REOULATORYV OR UC IDENTIF'IIN& INFORMATION)

ID
PREPIX
TAG

CR0O8&MFERENCEDTO1HEAPPRDPAIATE

PROVIDI!R'8 PLM OF CORRECTION
(EACHCORRECINEAC'nONSHOULD 8E AL
t

DEFICIENCY)

(Fe661)l Continued From pagel3

designated H Ithcare aJ€ncy, nor the agency's

contactinformation that was to provide therapy
servicedoresident #2 when di&charged home.

On 08-04-1Bat 6PM, surveyarinteNtewwlththe,
D11'8ctor of SociaServices revealeda log book
kept In thesocial services ofllce thatIndicated
resident #2was to receive AdventJsl Home Health
Servicesand not the li&tad agency on the
physician acrtptsenthome with theresident
However,the Director of Social Services Was
unceltain whether thisinfonnation was given to
the resident since the "Oiacharge Transttfon P | a
was reft blank of this contactnformation. No
additional Information was provided.

2, On CJ8.0418, surveyor review of the closed
clinlcal record for resident #l '8V981ad that the
resident WidGharged from the facJllty on

Review of the "Discharge Tran&lllon Plana,
provided ta reafdant #1 at the time of discharge,
revealedstaff hadnot documentedhe followtng
Information; "yOu were treated for", "discharge
datefromr ehab (1 I |1t ataeon) ",
[ natn, tcti an &vdcdnel)"gneundrilan
vacciamd A&t er gl es",

Further review revealed that thename and
contact numt;er informationfor thehome health

care agency was not NSted despite a physician's
order docwnentadn 06-29-18 that resident #1
was to bedischarged with home health services
0

In addition, there waa no Information documented
regarding upcoming follow up appolntm1n1B,
despite anurses note documented an05-2 18

Aspac

(F681)

AL
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{F 861)l[continued From page14 (F681]
thatresident 11 had a follow up neurology
appointment on 08-06-18.
On 08-04-18 at5:45 PM, surveycr Interview wilh
the Interim Director of Nuralng provided no
additional Information.
On 06-04k18 at8:30PM, surveyor interview wflh
theDirector of SoclalWo,k provided no addlttonal
Information.
(F 684) | Quality of Cara {F 684)
SS=H CFR(s): 483.25 F&84
§ 483.25 Quallty of care Resident$32,#4,and
Quafily of care Is a fundamental princlpla that #230were not
applies to all treatment and care provided ta q v affected b
fac:ility residents. Basedon thecomprehensive adversely aftected by
assessment of a resident, the faclity must ensure this citation.
thatresidents receive treatment and care In ,
accordance wHh professional standlilds of All residents that
practi(ie,the %onﬁpreh%nsive pﬁrs_on-centered receive PRN
care plan,and theresidents' choices. A medicationshaveth
ThiaREQUIREMENT 18 nOtmetu evidenced ed C.at onshavethe
by: potential to beaffected
Basedon awveyor review of clinical records and by this citation. No
Interview of ntSldents, fadllly Slaff andattencling otherresidentsvere
physician, It was datennined that the faclllty staff . o
falled ID administer medications as ORfered. This Identified asbema.
finding wasSevident for 3 of 4 re81dentselected affected by this
for lha quality of ca,areview (#32,#4, #230). The citation.
findings Include:
1.0n Q8.-04..18, review of ras ent #32'IMay
2018 Medication Administration Record (MAR)
revealedthatthe nursing staff documented thata.
controlled Il drug, Hydromorphona 4 mg, was
given tathe nt&ldent on 05-31-18 at2 PM.
Qeurromiy .,.,_,.viiifani OblalBte BfieftD:0£1112 ID:1IICII IicontInuetJon theelPaD9 1& Df 22
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{f 684)| Continued From page 16 . {F 684)

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

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

2. 0n06-04-18 at 4:45 PM, Interview of resident
A rRusalEsh tHa R S RRieReg fraving pain

prascribedmedication, the pain was resolved.

a. Review-ofthe physician's order, dated
06-29-18, revealed an anti-inflammatory
medication, Colchldne 0.6 mg, WaSordered three
times a day for 3 days, than dally for resident #4.
Further revtaw of the May 2018 Medication
AdministrationRecord(MAR) revealedthat the
ftnlt doseof Co!chiclna 0.6 mg was administered
on 05-28-18 at5 PM.

Hawever further review of the May and June
2018 MAR revealedno evidence Colchicina was
given to resident #4 on 05-30-18. Then, the
nuralng staff documentedhatColchicinewas
adminislarad three times a dayon 05-31-18 and
08-01-18, whichwasInconsistent with the
phyalclan's order.

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

0N 08-05-18 at 3 PM, Surveyortelephone
Interview of the Interim Director of Nursing and
revfew of the pharmacy atipment detan, revealed

that a total of 45 tabletB of Colchicine 0.8 mg

All licensed nursing
staff WIM beeducated
by the DON and Unit
Manaaers on ensure
Residents who receive
PRN pain medications

and scheduled pain
medjcatlons have them

. available Inatimely

manner and the
medications are
ordered before thelast
dose. Part of the
education will address
the licensed nurse
responsibility for
notlfylna the Physician
and the Phannacy and
requestina to either Set
themedication from

A
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were delivered to the facility on 05-3 18and
05-31-18. ThBtll were 35 tablets available In the
medication ¢ a bf 068519. Therefore, the
nuraing staff only administeredLOdosesbetween

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 3PM,
intelvlew of thelInterim Directorof Nursing
revealedno additional Infonnation.

3.0n 08-04-18 at 2:45 PM, Interview of resident
#230 revealedhe residentad left shoulder pain

Intermittently. The attending physician ,uledout a

heart attack and bel(aved the pain was relatedto
adJslacatedlisc.Surgery was scheduled for
06-08-19 at the hospital.

On 06-04-1A. reviewof the physician's order,
dalad06-21-18, 19V8111edhat the attending
physician discontinued a pain patch,Lidoderm,
for resident #230'1 leftshoulder. An order was
given to startthe applicaUon of a topical analgesic
gel, BlaFreeze, on theresident's right ahoufder
three limes a day.TherewlIl nodinical 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
2018Medication AdministrationRecord (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 thefollowing
dateswhen Itaff applad h to the rlghtshoulder:
9AMon 05-31-18,08--01-18, 08-04-18

2 PM 05-31-18, 08-01-18, 06-04-28

5 PM 0N 05-24-18, 05-25--18, 05-28-18, 05-30-18.

CICAD SUMMARY' STATEIENT OF DEPICIENCIES . PROVIDER'S PLAN OF CORRECTICIN
PREFIX CI:ACH DEFICIENCY MUST Il! PRECEDED BY PUU. PREFUC (EACHCORRECTNEACTIONSHOULD BE | +
TAG REOULATORYOR 16C| INFORMATION) TAG CRO8SAIIFERENCEO TO THEAPPROPRIAII
DEFICIENCY)
{F884) || Continuact From page 16. (f 684).

the emergency supply
orobtain anorder 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 Manalers. The
results of the audits willl
be reviewed durinl
QAPl and follow up as
needed.
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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 theattending
physician revealedhat ., error wasmade onthe
physician's ordesind1hatthe Siofreezeshould
beusedfor rasldent #230'a left shoulder. A

clarification orderwaswrttten.

On 08-04w1B at 7:30 PM, Intel'Yfew of theInterim
Director of Nursing revealed no additional

E information.
(F745) | Provision of Medk:ally Related Social SeMce (F74S})
SS=H CFR(s): 483.40(d) F745

§483.40(d) Thefactity MU S provide Resident #I's discharge

rnedically-flllatad sodalservfces tOattain or was placed on holdue

maintain the higheStpracticable physical, mental to the avallabllity of

andpaychosaclaiell-being of eachresident suitable discharae

Thia REQUIREMENT is not met as evldanced )

by: lacatlon. Resident #1

Sued on surveyor review of the clinical recanls no lonaer resides In this

3n?fnleiIVIgv€/hth:hre?|dglntt a;nﬁi fg(tzlcl)lty staff, ft was fadllty. Resident#55

etenninad that the facility failed to ensure -

medlcaltyw,elated social services to maintain the did nothave any

highest practlcablephyalcamental and adverseutcomesiue

paychosodalvell beingof residents. This finding to this citation. Soclal

wasevident for 2 of 3 resident selected for the i i i

aodal services review. (#1, tI55) Thefindings Services Dlrector wil

include: make contact with the
Medical POAto have a

Fociord and failty St nerview: 1 WaS. discussion with him In

; acility sta : :
determined that the faclllly failed to provide rﬁBf&’%ﬂﬁ%ﬁ anf'aﬂ%
.| medically relatedaocial aervicea to meet the
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transition of care needs for resident #1.

On 08-04-18, &ul'Y8JOr raviewof the clo&ed
clinical record for resident #1 revealed a
"Discharge Planning Review" that wascompleted
on 03-()4.18. Thisreview revealed that the
resident Was expectedto ratum home. but the
famlly was "opentoothero pt I ons A.

Further review of the clinical record revealeda
social service nola, documented on 05-10-18,
that a referral for resident #1 was sent to "... care
Plaeement on 05-09-18" and Itat the saclal
worker would foJIr7N up. However.there was no
evidence of further follow up far placement, or of
otherdischargeplanning completedby sociaJ
services.

In addition, therewas no evidence thata care
plan addressingresident #1's discharge planning
WasSdeveloped during the resident's stayat the
facility. (referto F656for additional Information)

Surveyor nrvlew of thenursing notes revealed a
note documented on OS.-25-18 that resident#1's
disdla,ge was on hold "due to avalfabllity of
suitabl e
infanned the nurse thattheresidentwould be
unableto be discharge home an @&B-18 due to
the home havingtoo many stairsthat may be
unsafe for the resident The family revealed that
theywould look at an asslsled IMng faclllty to
Iransfer the resident

Surveyor ntvlew of the uoisdl11eTransition

Plan"forrasldent 11, dated | .revealed
InstrUCtlons far Iha restdenito contact the hOma
healthservice provider Hated,If theresident did

not hearfrom the provider within 24 hautl.

di s cThefamjlemeiers alt i on A.

legal mattersor
resident #55.

Any resident In the
facility has the potential
to beaffectedby this
citation. No other
residents were affected
by thiscitation.

The facllity has begun
utilizlna two discharge
assessmentbatare In
theellctronfcmedical
recordsystemwhich
will helpensure that
every member of the
IDT provides a summary
of the residents
discharge,
reconciliation of the
medications, follow up
appointmentsSocial
Service related
resources/referrals and
adischarge plan of care
that Is developedwith
the participation of the
resident and/or
resident representative.
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(F 745) || Continued From page 19 (F745)
However, thename and contact number Social Services Director
information for thehome healthcare agency was will audit discharge
not Dated. despite a physician's order
documented on 0S.29-18 Ihat resident #1 was to assessmer_ns ona
bedischarged with home health services on weekly basis to ensure
proper discharges are
In addition, therewas no information documented being ::czmpleteohnd
regardingupconmg follow up appolntments compiete
despite a nurse's note documented on 05a23-18 documentation Is
thatresident #1 hada follow up neurology provided to the
On 06-04-18 at 6:30 PM, surveyor Interviewwith representative prido
the DIfector of Social work provided no additional discharaeThe results
Information. of theaudits will be
2. On 06-04-18, SUNBOF reviewof the clinical revioedunng AP
recordreveatad that,In Mardi 2017.two ana foflowed up as
physicians certifications were In placethat needed.
resident #55lackedadequate decision making
capacly (Including decisions about Ifa sustaining
treatments). Further ntView revealed that. In May 6-25/18
2016. resident #55Identified 2 friends on the
health cara decision worksheefor makilg health and on-going
care decisions for theresident if Iha resident
lacked or lost the capacity for dedslon making .
Resident #55 atso had a legal guardian of
property In placefor decisions. but this waa
terminatednAugust 2017.
However,surveyor naview revealedno
documented evidence thathe facility's social
wotker provided any assf&tance or arrangement
of Ntferrals to pursue resident #SS's needs for
financlal and legal matters since thetanninatian
of Ine resident's guardianof property In August
2017.
FOM1 PI9VIOul Ollelllit8 Ewnl1D:0EIE12 FldliriD:11GlII If continUIUon wet Page 20at 22
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Additionally, recordreview revealed that the
facility's social worker became aware in August
2017 thatthe primary medical POA (Power of
Attorney) had passed any. Further review
revealed 2 attempted unsUQ0BSslutalept,one
contacts In May 2018 by facility staff to the
surviving medical POA, butat each attempt, the
POA"s voice mall was full.

However, rec:otdreviewon 08-04-18 revealed no
documented evidence thatthe facUlly's social
worker hadprovided any assistance or
arrangement ellher with resident #55or with the
surviving medical POA regarding the continuation
cl"lhePOATole.

On 06-04-18 at 1:30PM, surveyor Interview With
resident#55revealed 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
andcould possiblybe considered totake over the
POArole if theywere approached.

On 06-04-18 at1:30PM, surveyor Interviewwfth
the Directorof SacialSeJVices revealed that the
resldenra Information wasupdated in the
electronicrecord toldentify only the surviving
medical POA as theprimary contact. . No
additional Information was provided.

On 06-04-18 at 3PM, surveyor Interview with the
asslslant Social WOrker revealed thatthe
SUNiving medical POA provided updated
Informationon funeral arrangements for resident
#55recently, that there had beendifficulty In
contacting the POA via phone. When questioned
whether any referrals for the financialguardianof

property hadbeen developed sinceChe
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{F 745}] Continued From page 21 {f 745}
termination of lhe initial guardian In August 2017.
no additional information wasprovided.
On08-04-18 at1PM and 4PM, Interview with the
Interim Director of Nursing and thefaclRty
administrator revealedno addiUonal Information.
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{S 000 Initial comments {S 000}
On June 4, 2018 a revisit survey was conducted
to determine the facility’s complance with the
ptan of comrection submitted for the deficiencies ‘
cited during a federal monitoring survey that
concluded on April 16, 2018. Survey activities
included the review of the clinical records for 18
residents, observations of resident care and staff
practices, interviews of residents and facility staff,
and review of facllity policies, credible evidence of
compliance, and other pertinent documentation.
The following deficiencies were cited as a resuit
of the revisit survey.
{8 508}{ 10.07.02.12 O Nsg Svcs;Care 24 Hrs per Day {S 508}

.12 Nursing Services.

0. Nursing Care—24 Hours a Day. There shall be

sufficient licensed and supportive nursing service

personnel on duty 24 hours a day to provide

appropriate bedside care to assure that each

patient:

(1) Receives treatments, medications, and diet as
bad-

prescribed;

(2) Receives rehabilitative nursing care as
needed;

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

(4) Is kept comfortable, clean, and well-groomed;
{5) Is protected from accident, injury, and
infection;

(6) Is encouraged, assisted, and trained in
self-care and group activities.

This Regulation Is not met as evidenced by:
Refer to CMS 2567
F 684

JEE F sy

L sheet 1018



Health Care Quali

PRINTED: 06/08/201¢
FORMAPPROVED

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

215080

(2) MULTIPLE CONSTRUCTION
A BUILDING:

B, WING

(X3) DATE SURVEY
COMPLETED

RC
06/04/2018

NAME OF PROVIDER OR SUPPLIER
REGENCY CARE OF SILVER SPRING, LLC

STREET ADDRESS, CITY, STATE, 2iP CODE
9101 SECOND AVENUE
SILVER SPRING, MD 20910

(X4) 10
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
OEFICIENCY)

DATE

{s 510)1

{s 512

—

10.07.02.12 Q Nsg Sves;Charge Nurse
.15 Nursing Services:

Q. Charge Nurse. At least one licensed nurse
shall be on duty at all times and shall be
designated by the director of nursing to be in
charge of the nursing activities during each tour
of duty. The charge nurse or nurses shall have
the ability to recognize significant changes in the
condition of patients and to take necessary
action.

This Regulation is not met as evidenced by:
Refer to CMS 2567
F580

10.07.02.12 R Nsg Svcs; Charge Nurse Daily
Rounds

.12 Nursing Services.

R. Charge Nurses' Daily Rounds. The charge
nurse or nurses shall make daily rounds to all
nursing units for which responsible, performing
such functions as:

(1) Visiting each patient;

(2) Reviewing clinical records, medication orders,
patient care plans, and staff assignments;

(3) To the degree possible, accompanying
physicians when visiting patients.

This Regulation s not met as evidenced by:
Refer to CMS 2567
F €58

{S 510}
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{S 535} | Continued From page 2 {S 535}
{S 635){ 10.07.02.13 B Dietetic Sves;Supervision {5 535) L(lbﬁ/'s
.13 Dietetic Services.
B. Supervision. §535
{1) In facilittes exceeding 50 beds, overall
supervisory responsibilities for the dietetic service Residents at this facility
shall be assigned to a full-time qualified dietatic did not have any
service supervisor, It shall be the responsibility of
the supervisor to delegate relief duties to a adve.rse °Ut,°°mes L
person qualified to serve as relief, (See to this citation.
Supportive Personnel, Regulation .07, above.)
(2) in faciiities with 26—50 beds, exceptions may All residents have the
be made by the Department to allow the potential to be affected
supervisor to share cooking responsibilities with by this citation.
the full-time cook.
(3) In facilities with 25 beds or fewer, A Certified Dietary
responsibility may be assigned to the full-time Manager has been
cock. p
(4) If a facility can demonstrate that because of hired and begins
the experience and training of its personnal and employment 6-25-18.
the physical layout and equipment, less
supervisory personnel Is required, the - Facllity Administrator
Departme;t may modify the above requirements will monitor to ensure
for supervision. deficient practice does
’ ) not reoccur should
This Regulation is li::t met as evidenced by: there be a change in ]
Based on surveyor interview of the facllity staff, it .
was detemiined that the facility failed to ensure = DN
that the overall supervisory responsibilities for the
dieletic service be assigned to a ful-time
qualified dietetic service supervisor. This finding 6-25-18 and On-going
was evident during the certified food service as needed.
manager review. The findings include:
As stated in COMAR 10.07.02.13 B(1), facilities
exceeding 50 beds, overall supervisory
responsibilities for the dietetic service shall be
assigned to a full-time (40 hours per wesek)
OHCQ - .
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Continued From page 3

qualified dietetic service supervisor. The dietetics
service supervisor is defined as a personwho is a
qualified dietitian or a certified dietary manager
who has successfully completed the certification
requirements for a qualified dietetic service

supervisor.

On 06-04-18, surveyor review of the May 2018
Consultant Dieticlan Reports revealed
documentation of 3 times a week both
kitchen/food observations and review of nutrition
services provided by the consultant dietician.

However, on 06-04-18 at 5PM surveyor interview
with the facllity's consultant dietician revealed that
the repont is developed as a summary after the
end of each week when the 3 times a week visits
are completed. The documented activities are
compilation of the week and each visit does not
consist of everything listed. Further interview
revealed other duties by the dietician included
during the 3 times a week visits to the facility,
include new admission assessments of residents,
follow up and consult assessments of residents.
In addition, the food service dietary manager
conlinues not fo be certified

On 06-04-18 at 7PM surveyor interview with the
facility administrator revealed no additional
information.

10.07.02.18 Soclal Work Svcs
.18 Social Work Services.

A. Services Provided. The facility shall provide or
make arrangements for services to identify and
mest the patienf's medically refated social and
emotional needs.

(S 535}

| {s1050}
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{smso)\ 10.07.02.20 Clinical Records

Continued From page 4

B. Designated Staff Responsibility. A member of
the facllity's staff shall be assigned responsibility
for social services. If the designee is nota
certified social worker, the facility shall effect an
agreement with a qualified social work consultant.
The agreement shall provide for sufficlent hours
of consultation to assure that the staff's services
meet the medically related soclal and emotional
needs of the patients.

C. Social History. The written sociat history shall
be initiated within 7 days after admission. The
history shall be as complete as possible and shall
include:

(1) Scciat data about personal and family
background to provide understanding of the
patient and how he functions; and

(2) Information regarding current personal and
family circumstances and attitudes as they relate
to patient's illness and care.

D. Records. Records shall include:

(1) Soclal history; and

(2) Recommendations made by the social work
consultant, if applicable.

E. Space. Facilities shall provide:

(1) Space for social work personnel, accessible to
patients, medical, and other staff;

{(2) Privacy for interviews.

This Regulation Is not met as evidenced by:
Refer to CMS 2567
Fee0, FE61, F745

.20 Clinical Records. .
A, Records for all Patients. Records for all

{51050}

{51080}
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Continued From page 5

patients shall be maintained in accordance with
accepted professional standards and practices.
B. Contents of Recard. Contents of record shall
be:

(1) Identification and summary shest or sheets
including patient's name, social security number,
armed forces status, citizenship, marital status,
age, sex, home address, and refigion;

(2) Names, addresses, and telephone numbers
of referral agencies (including hospital from which
admitted), personal physician, dentist, parents’
némes or next of kin, or authorized
representative;

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

(4) Authentication of hospital diagneses
(discharge summary, report from patient's
attending physictan, or transfer form);

(5) Consent forms when required (such as
consent for administering investigational drugs,
for buriel arrangements made in advance, for
release of medical record information, for
handling of finances);

(6) Medical and social histary of patient;

{7) Report of physical examination;

(8) Diagnostic and therapeutic orders;

(8) Consultation reports;

{10) Observations and progress notes;

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

(12) Discharge summary including fina diagnosis
and prognosis;

(13) Discipline assessment; and

{14) Interdisciplinary care plan.

C. Staffing. An employee of the facility shall be
designated as the person responsible for the
overall supervision of the medical record service.

{S1080}
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There shall be sufficient supportive staff to
accomplish all medical record functions.

D. Consultation. If the medical record supervisor
is not a qualified medical record practitioner, the
Department may require that the supervisor
receive consultation from a person so qualified.
E. Completion of Records and Centralization of
Reports. Current medical records and those of
discharged patients shall be completed promptly.
All clinical information pertaining to a patient’s
stay shall be centralized in the patient's medical
record.”

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

G. Current Records—Location and Facllities. The
facility shall maintain adequate space and
equipment, conveniently located, to provide for
efficient processing of medical records
{reviewing, indexing, filing, and prompt retrieval).
H. Closed or Inactive Records. Closed or inactive
records shall be filed and stored in a safe place
(free from fire hazards) which provides for
confidentiality and, when necessary, retrieval,

This Regulation is not met as evidenced by;
Refer to CMS 2567
F661

10.07.02.37 E Care Planning; Organization of
plan

.37 Care Planning.

{S1080)
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E. Organization of Care Plan.

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

(2) The team shall establish goals for each
problem or need identified. The goal shall be
realistic, practical, and tailored to the resident's
needs. Goal outcome shall be measurable in time
or degree, or both.

(3) Approaches to accomplishing each goal shall
be established. Approaches shall communicate
the work to be done, by whom it is to be done,
and how frequently it is to be performed.

This Regulation is not met as evidenced by:
Refer to CMS 2567
F656

81730
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F 000 | INITIAL COMMENTS F 000

The following deficiencies are the result of an
annual survey conducted on April 8, 10, 11, 12,
13 and 16, 2018 to determine the facility's
compliance with Medicare/Medicaid
requirements. Survey activities consisted of the
review of 29 residents’ record, observation of
resident care and staff practices, interviews of
residents, residents’ family members, the
Ombudsman and facility staff. Additionally,
administrative records and resident care policies
were reviewed.

On April 11, 2018 at 2PM, an Immediate Jeopardy
for health and safety was called after the facility
failed to ensure that residents were free from
increased risk for serious harm from fire. This
deficient practice had the potential for serious
injury to affect residents currently residing within
the facility.

After the determination of immediate jeopardy
concemns, an extended survey was conducted.

The Immediate Jeopardy was abated on April 11,
2018 at 10:15PM following the faclly's CEIVE

implementation of corrective actions to ensure
the health and safety of all residents who were at
risk for serious harm from fire. MAY 21 GKCD

In addition to standard survey protocols,

laints MD 00123611, and facillty reported L
ot s oA
MD 00123780 and MD 00122728 were
investigated and this survey identified
noncompliance with Federal requirements.

Additionally, facility reported incidents MD

days fonowlng date these documents are made available 1o the fndllty If deficlencies sre dml an approvad plan of correction is requisile to continued
program participation. .

FORM CMS-2567(02-65) Previous Versions Obsolete Evenl ID:OE9EN Facility [D: 15008 if continuation sheet Page 1 of 64
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F 000| Continued From page 1 F 000
00122840 was Investigated and this survey did
not identify noncompliance with Federal
requirements,
The facility's licensed bed capacily is 92 beds.
The census at the time of the survay was 81
' residants.
F 6§58 ; Reasonable Accommodations Needs/Preferences F 558
§8=D, CFR(s): 483.10(e)(3) F558
-10(e)(3) The right to reside and receive Resident #6 was affected by this
msewminﬂlefmmy' with ressonable l':a't " cted by thi
accommodation of resident needs and 2l

preferences except when to do so would
endanger the health or safety of the resident or
other residents ’

This REQUIREMENT is not met as
-W: .
Based on surveyor obse review of the

t
!

was deiarmined that the faciiRy failed to ensure
reasonable accommodation of resident #6's
needs. This finding was evident for 1 of 28
residents selected for the survey. The findings
include:

On 04-09-18, surveyor review of the clinical
recond revealed that residant #6 had contraciures
(a permanent shortening of a muscie or joint) of
the bilateral (both) upper extremities, secondary
fo a stroka. Further review revealed the resident
was dependent on facility staff for all of his/her
needs, including tuming and positioning.

i Surveyar observations, on 04-09-18 at 11AM, and

- <~y linicatecond; and-inerview with Tacility stafl, it

All residents with hand contractures
have the potential to be affected. The
IDT team reviewed all residents with
hand contractures to ensure they are

=== gble 3 use their gall lights No other
residents were affected by this citation.
The Director of Nurses obtained a flat,
style call light device for resident #6.
Nursing and therapy staff will be

Inforrneg of this type of call light device
if other residents should be identified.

Facility staff will be re-educated by the
facility administrator by 5-11-18 to
ensure residents who need alternative
call lights receive them in a timely

1 04-13-18 at 11AM and 12:50PM, revealed manner.
i resident #6 lying In bed, alert only to tactile and
;velbal stimul, with a call light push button system
FORM CMS-2567(12-88) Previowes Varslons Obactate Event (D:GESE Pectity ID: 15008 ¥f continustion shoat Page 2 of 84
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F 558 Continued From page 2
3

located across the resident's chest.  Further
obse:va&onmveded&emsidenthadaleﬂm
extremity splint in place, whils the resident's
hand had contrectures in the fingers. Resident #8
wasalsononverbalandlneapableofpusrﬁngme
button type call light due to weakness and the
contractures.

On 04-13-18 at 12:50PM, surveyor Interview with
LPN (Licensed Practical Nurse) # 12 revealed
resident #8 displayed slight body movement at
times and ed to verbal stimull. However,
further interview revealed that the current button
cail ight would be difficult for the resident to use.

F 658

Nursing leadership staff will ensure all
residents in need of an alternate call
light device receive it through daily
rounds. Audits will be conducted by the
administrator and DON twice per week
for 4 weeks on ensuring residents have
the ability to use their cali light device
appropriately. The resuits of the audits
will be reviewed during QAP! and
followed up as needed.

-

: On 04-13-18 at 1PM, surveyor interview with the Completed 4/14/18 ang

( Director of Nursing revealed, after surveyor ) . .
intervention, an appropriate fiat style pad call ight On-going ,
device, that activates with resident's movement, P N . |

Ll wWillBE provided 1 residant #6; e
F 659 Choose/Be Notified of Room/Roommate Change F 559
§8aB | CFR(s): 483.10{e)(4)-(8)
§483.10(e)(4) The right to share a room with his
or her spouse when married residents live in the E559
same facility and both spouses consent to the
amangemant, Resident #32 and #231 were not
§483.10(e)(5) The right to share a room with his " adversely affected by this citation.
m m' “"mmcuve"m; mwffe:um faciity and Any resident that resides in a semi-
both residents consent to the amangement private room would have the potentia)
to be affi
§483.10(e)(6) The right to receive written notice, atiected by this citation. As of
_lndudlnssthe ma;o;o for the ehm be_f_mbm facility audit of 5-7-18 no other
W‘ esidant - room mmate ) residents were affected by this citation.
This REQUIREMENT Is not met as evidenced I
FORM GMS-2567(02:88) Provious Versions Obsolate Evant ID:0EIE11 Focliy 1D: 15006 i continuation sheet Page 3 of 64
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- WB. " i . All necessary staff who will be
ST andmrasldent! IM ];:l “n:a? m?@m responsible to inform any resident of an
that the facility staff falled to provide written notice impending roommate change will be
to residents P_?:L tg&';mm of mz of 20 trained on the electronic form in order
i T for the Survey (833, 821} to document this action by the facllity
The findings include: administrator before 5-11-18,
1. On 04-10-18 at B AM, during surveyor Audits will be completed twice per
m"'ﬁ“’“‘ﬁ?’m “:i he/she stated “they week for 4 weeks by the administrator
P CR e “"a"'.’? 8 W foommaia, and DON on residents who receive
they just bring them in.
roommates to ensure they have been
. 1On g‘w-ﬂ-ﬁ a't 12 PM, during an interview with informed ahead of time they will be
(i) i bathe i eceinga new onmmate b he
changes. Steff inform residents, verbally, when facility administrator. A monthly review
co].. - .. [henew roommale Is tansfening fromanother | of the activity willbe completedand. |, .. .| .
mpm?ﬂmfmhﬁm fn A monthly review of the activity will be
director would be responsible to Inform the completed and reported to the QAPI
resident. team.
By May 24, 2018 and
On 04-12-19 st 1 PM, surveyor review of resident Ul '
ms clinlﬁt record mno dowmel:tad On-going as necessary
ence that hefshe informed
advance when rcommates were admitied to
his/har room.
) On 04-16-18 at 4 PM, during surveyor interview
| with the facility's admissions director, he/she
* stated that they informed resident #32 about the
. new roommate, however, there was no
documented evidence of the notification,
i2. On 04-09-18 at 3 PM, during surveyor
FORM CIMS-2567(02-08) Previous Versions Obsalets EvertD:OEOE1s .  Facliy(D: 15000 if continuetion shest Paga 4 of 64
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