FOIA Data Base- The Law Office of Jeffrey Downey Serving clientsin WashingtonD.C.,
Virginia and Maryland

If you havebeeninjuredin anursinghomeor assistediving facility, call the
Law Office of Jeffrey JDowney for a freeonsultation.

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

Northwest Healthcare Center
4601Pall Mall Road
Baltimore,MD 21215

Characteristics:

A ForProfit Partnershipvith 91 beds

A LegalBusinesNamei NorthwestSnfLLC

A Website (https:/imww.communicarehealth.cgm
A Owneri WO HoldingsLLC

As of April 2022,NorthwestHealthcareCenteris ratedasa onestarfacility onascale
oneto-five, with one being the lowest, according to Medicare.gov

A noteby attorneyJeffreyJ. Downeyaboutresearchinguursinghomes:

Thank you for visiting my website. Anyone who is considering the admission of a loved one into a
nursinghomeshouldundertakea reviewof surveysor other datahat will providea snapshot ofomeof
theissuesor problemghatthefacility is experiencingKeepin mindthat thisinformationcanbelimited
and may not reflect the actual condition of the facikityen your loved one is admitted. You should
consider personal visits of any facility you are evaluating.

The MarylandDepartmenbf Health® Office of HealthCareQuality inspectsiursinghomesandassisted
living facilities including NorthwesHealthcare Center in Baltimore, Maryland. Periodically they do
inspections, as complaint surveys should be public record.

|&ve providedalink to sendanonlinecomplaint or for thosaho preferthe old analogmethodvia letter,
use this link. https://appmartsheet.com/b/publish?EQBCT=07c94438f6714af1bbfe8ff1037b8b74

Theaddresss MarylandDepartmenbf Health,Office of HealthCareQuality, 7120SamueMorse
Drive, Second Floor, Columbia, MR10463422 Phone:410-402-8015; Fax:410-802-8056.

Having already researched Northwest Healthcare Center in Baltimore, Maryland and obtained
FOIA responses, | am posting these statements of deficiencies here, in a searchable format.
Keep in mind that these surveys have been altered during the convexstesspand you

should update your search results.

| am interested in any additional information you may have on this facility. Please call
mewith anyquestioraboutthis or any otherfacility you maybeinterestedn searching
or prosecuting civillyfor paient neglect or abuse.

Disclaimer: Information is built using data sources published by Centers for Medicare &
Medicaid Services (CMS) under Freedom of Information Act (FOIA). The information
disclosedbnthe NPI RegistryareFOIA-disclosableandarerequredto bedisclosedunderthe


mailto:jdowney@jeffdowney.com
http://www.communicarehealth.com/

FOIA and the FOIA amendments to the FOIA. There is no way to 'opt out' or 'suppress' the
NPPES record data for heatthre providersvith active NPIs. Some documents may not be
accurately copied or some results may have adtaogon appeal, which may not be noted
here.
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DEPARTMENT OF HEALTH

Larry Hogan, Governor - Boyd K. Rutherford, Lt. Governor - Dennis R. Schrader, Secretary

Office of HealthCareQuality
7120 Samuel Morse Drive
Second Floor
Columbia,MD 210463422

Novemben9, 2021

Mr. Meir Hakimi
NorthwestHealthcareCenter
4601 Pall Mall Road
Baltimore, MD 21215

PROVIDER #215346

RE: NOTICE OF CURRENT DEFICIENCIES, NOTICE OF IMPOSITION OF A
DIRECTED PLAN OF CORRECTION UNDER STATE REGULATIONS, NOTICE OF
IMPOSITION OF A CIVIL MONEY PENALTY UNDER STATE REGULATIONS, AND
POSSIBLE IMPOSITION OF OTHE R REMEDIES

Mr. Hakimi:

An administrativaeviewwasconductedy the Office of HealthCareQuality (OHCQ)
to determine if your facility was in compliance with the State requirements for reporting to
CRISP. This review found that your facility was niot compliance with the reporting
requirementsSee the attached State Form for details of the deficiency.

I. DIRECTED PLAN OF CORRECTION

OHCQis imposingaDirectedPlanof Correction on your facilityn accordancevith the
Code of MarylandRegulations (COMAR) 10.07.02.68A(3)he attached Directed Plan of
Correction must be implemented and operational within 24 hours of receipt of this ftie.
Directed Plan of Correction is lieu of the requirement that a facilipust submit a compied
Planof Correctionfor all citeddeficiencieswithin ten(10) calendadaysafterafacility receives
the Statement of Deficiencie$he facility does not need to submit a Plan of Correction.
Failureto implementthis DirectedPlanof Correctionwithin theabovetime framesmayresultin
the imposition of additional remedies.

201 W. Preston Street - Baltirmore, MD 21201 - health.maryland gov - Toll Free: 1-877-463-3464 - Deafand Hard of Hearing Use Relay
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Il. IMPOSITION OF A PERINSTANCE CIVIL MONEY PENALTY UNDER CODE OF
MARYLAND REGULATIONS

Under Maryland Health General Article Sectionsl#®let seqand COMAR
10.07.02.7@hrough.74,the Departmentf Healthhasthe authorityto imposeacivil money
penalty (CMP) based upon the existence of deficiencies at a comprehensiaeitigre

Based upon the deficiencies cited at your facility, | hereby impose a per instance Civil
MoneyPenalty(CMP) of $5,000.00 per instance of failuie complywith the CRISP reporting
requirementsThe total CMP is $5,000.06ee: COMAR 10.07.02.70MDH Amended
Directive and Order Regarding Nursing Home Matters, No. MDH Z1#218-02. The
deficienciesuponwhichthe CMP is basedareenclosedvith this letteron the StateFormwhich
is incorporated by reference.

In determiningwhetherto imposea CMP, the Departmentook into consideratiorthe
following factors:

1. Thenumbernatureand seriousness thedeficiencies;
2. Theextentto whichthedeficiencyor deficienciesarepartof anongoingpatternduring
the preceding 24 months;

3. Thedegreeof risk to the health life, or safetyof theresidentof the nursingfacility
caused by the deficiency or deficiencies;

4. Theeffortsmadeby, and theability of, thenursingfacility to correctthe deficiencyor
deficiencies;

5. Thenursingf a c i prior histodyef compliancan generalndspecificallywith
reference to the cited deficiencies; and

6. Suchotherfactorsasjusticemayrequire.

In settingtheamountof the CMP, the Departmentonsideredhefollowing factors
in addition to those factors considered in determining whether to impose a CMP:

Currentfederalguidelinedfor civil moneypenaltiesandwhethertheamountof the
proposed civil money penalty will jeopardize the finanataility of the nursing facility to
continue operating as a nursing facility.

[ll. INFORMAL DISPUTE RESOLUTION

| am providing you one opportunity to dispute the survey findings through an informal
dispute resolution proces$o be given such ampportunity, you are required to send your
written requestalongwith the specificdeficiency(iesheingdisputed andanexplanatiorof why
you are disputing the deficiency(ies), to Mark Paugh, Office of Health Care Quality, 7120
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SamueMorseDrive, Second-loor, Columbia,MD 210463422 mark.paugh@maryland.gov
This request must be sent within 10 days of receipt ofetteyr.

Informal disputeresolutionfor theciteddeficiencieswill notdelaythe impositiorof the
enforcement actions on this date changean the seriousness of the noncomplianwgy result
in a change in the remedy select®dhen this occurs, you will be advised of any change in a
remedy.

IV. REQUEST FOR A HEARING

Thefacility mayrequest dearingon thedecision tamposethis CMP. Any hearingwill
be held in accordance with State Government Article, Title 10, Subtderitated Code of
Maryland, and COMAR 28.02.01 and 10.01.@31y request for daearing must be submitted in
writing to Carla Boyd, Office of the Attorney General, 300 West Preston Street, Suite 302,
Baltimore, Maryland, 21201, no later than 30 days aéeeipt of this noticeThe request shall
include a copy of this lettetf the informal dispute resolution process referenced elsewhere in
this letter does not result in settlement of this matter, this matter will be referred to the Office of
Administrative Hearings tdhold a hearingandissuea proposediecisionwithin 10 working days
of the hearing in accordance with COMAR 10.07.02.7%Qe aggrieved person may file
exceptions as provided in COMAR 10.01.03.18final decision by the Secretary shall be
issuedin accordancavith COMAR 10.01.03.18JIf you do notrequest hearingwithin 30 days
after the receipt of this notice, the imposition of the CMP will become final at that time.

The CMP payment is due 15 calendar days after the time pericebfoesting a hearing
has expired and a request for a hearing was not received; or 15 calendar days after receipt of a
written requesfrom thefacility to waiveits right to a hearingandreducetheamountof the CMP
by 40 percent, provided the written et is received by the Department within 30 calendar
days of the Departmentds or CGOMAR I080HP0R.83A.Ng t he

If thenursingfacility files atimely requesfor a hearingthe nursingfacility shalldeposit
the amount othe CMP in an interegdiearing escrow accounihe nursing facility shall bear
any costs associated with establishing the escrow account, and the account shall be titled in the
name of the nursing facility and the Department of Health as joint owG&MAR
10.07.02.73B.

Whenthe Secretaryssueghefinal decisionof the Departmentthefundsin theescrow
account, plus accrued interest if applicable, shall be distributed in accordance with COMAR
10.07.02.73C.

c
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If you haveanyquestiongoncerningheinstructionscontainedn thisletter,please
contact Mark Paugh, OHCQ Long Term Care Unit, atB6#9638 or by email at
mark.paugh@maryland.gov.

Sincerely,

pzﬁ!'a 7 7;,,,4,, % Ve
PatriciaTomskoNay,M.D.

Executive Director
Office of HealthCareQuality

Enclosures: StateForm
DirectedPlanof Correction

cC: CarlaBoyd, Esq.
Jane Sacco
Ruby Potter
Ciara Lee
Stevannéllis
File Il
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November 9, 2021

1. Thef aci |l ityds failure to report data to CRI
potentialnewinfectiousoutbreakghatmayrequirecommunityor statebasedesponses
andinterventionsandtherebyplacesall residentsstaff, andvisitorsatincreasedisk for
serious harm.

2. Onreceiptof this DirectedPlanof Correction thefacility shallimmediatelyidentify and
assign one staffRfimary Reporter) as accountable for all daily and weekly CRISP
reporting requirementsfhe Primary Reporter malelegate reporting to other staff
(DelegatedReporter) onanygivenday, butthe PrimaryReporterretains accountability
for daily and weekly reporting.

3. Thefacility shallimmediatelyreviewandconfirm thatthe PrimaryReporterandall
DelegatedReporters have working access to the CRISP system.

4. Theassignedacility staffshallreportall required dailydatainto CRISPby 11:00am
each day and all required weekly data by 11:00 am each Wednesday.

5. Thefacility shallestablisandmaintainapaperor electronicCRISP Reporting Log that
contains the name of the Primary Reporter or Delegated Reporter for each day and all
email receipts received from CRISP during the reporting windidve. facility shall
educate the Primary Reporter andzlegated Reporters on this process.

6. TheAdministratorshallimmediatelynotify the Quality Committeeandall membersof
the governing body of the facilityds failu
requirements to CRISP.

7. Thefacility shalldesignates QA Reviewerwho reviewsthe CRISPReportingLog daily
andtakesimmediateaction(s)on anydaythatreportingis not completedoy thedeadline.
The QA Reviewer shall prepare and present a report at the monthly Quality Committee
meeting. This monthly reporting shall continue for as long as CRISP reporting
requirements remain in effect.

8. Thisplanshallbefully implementedandoperationalvithin 24 hoursof receipt.



Office of Health Care Quality

PRINTED: 11/05/2021

FORM APPROVED

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

215346

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY

COMPLETED

C
11/05/2021

NAME OF PROVIDER OR SUPPLIER

NORTHWEST HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
4601 PALL MALL ROAD

BALTIMORE, MD 21215

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

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

(X5)
COMPLETE
DATE

S 00(

S 100

Initial Comments

On 11/5/21, the Maryland Office of Health Care
Quality (OHCQ) completed an
administrative-review survey for this facility. The
licensed bed capacity for this facility is 91.
Survey activities included review of data reported
in the Chesapeake Regional Information System
for Our Patients (CRISP) system and follow up
email communication. The review identified that
the facility was not in compliance with facility
Administration 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.
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(2) The administrator shall:

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

(b) With the exception of §B(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 required reporting data and
follow up communications with the facility by
email, the facility failed to submit daily reporting
information by the 11:00 AM deadline through the
Chesapeake Regional Information System for our
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Patients (CRISP) health information exchange
system as required by Governor and Health
Secretary Order, during a declared State
emergency and healthcare pandemic. This
concern was evident in 1/14 days reviewed
(10/30/21), in the review period covering 10/19/21
through 11/1/21.

The findings include:

On March 5, 2020 the Governor of Maryland
issued a Declaration of State of Emergency and
Existence of Catastrophic Health Emergency -
COVID-19.

On April 29, 2020 the Governor of Maryland
issued an Executive Order stating "The Secretary
is hereby ordered to issue directives under this
Order requiring each Nursing Home to: ...
Regularly report to CRISP and the applicable
local health department such information as the
Secretary deems necessary to monitor the
spread of the COVID-19 in and around Nursing
Homes."

A series of numerous superseding orders
continued facility reporting requirements as
follows: Facility Reporting to Health Department:
In addition to all current reporting requirements to
state and local health departments, all facilities
shall report the following information to the
Chesapeake Regional Information System for
Our Patients (CRISP). On a daily basis, each
facility report should include at least the following:
i. The census of occupied beds; ii. Number of
residents with positive COVID-19 test results; iii.
Number of residents with suspected COVID-19;
iv. Number of residents with negative COVID-19
test results; v. Number of deaths, by COVID-19
status; vi. Number of staff with positive COVID-19
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test results; vii. Number of residents with severe
respiratory infection or COVID-19 resulting in
hospitalization; viii. Number of staff with severe
respiratory infection or COVID-19 resulting in
hospitalization; ix. Number of residents or staff
with new-onset respiratory symptoms that occur
within 72 hours of another resident or staff
developing respiratory symptoms; and x. On a
weekly basis, each facility report should include
the number of days their private PPE stockpile
can supply. xi. Any other information required.

Review on 11/2/21 of reports submitted to CRISP
revealed that data from this facility was missing
from the CRISP database on 1/14 days
(10/30/21) in the review period of 10/19/21
through 11/1/21.

On 11/2/21, the OHCQ surveyor emailed the
facility Administrator requesting any clarifying
information or credible evidence of reporting on
the above noted date, and requested this be
provided by close of business 11/4/21. The
facility Administrator acknowledged he did not
report on this date and provided no information
about any potential back-up process or staff who
otherwise could have reported to meet the
minimum requirement.

On 10/8/21, the facility was cited for the same
noncompliance concern and a Directed Plan of
Correction was issued by the State Survey
Agency. The Directed Plan of Correction
reemphasized the need to ensure systems and
process were followed to report into CRISP daily
as required. The facility nonetheless failed to
report again on 10/23/21.
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On August 13, 2021 an off-site survey was
conducted to review the facility's plan of
correction for deficiencies that were cited during
the survey ending July 9, 2021. Survey activities
included the review of the facility's plan of
correction and credible evidence.
Effective August 13, 2021, the facility was
determined to be in compliance with the
requirements of 42 CFR Part 483, Subpart B,
Requirements for Long Term Care Facilities.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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 to continued
program participation.
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Initial Comments

On August 13, 2021 an off-site survey was
conducted to review the facility's plan of
correction for deficiencies that were cited during
the survey ending July 9, 2021. Survey activities
included the review of the facility's plan of
correction and credible evidence.

Effective August 13, 2021, the facility was
determined to be in compliance with the
requirements of COMAR 10.07.02.
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On September 24, 2021 an off-site survey was
conducted to review the facility's plan of
correction for deficiencies that were cited during
the survey ending July 30, 2021. Survey
activities included the review of the facility's plan
of correction and credible evidence.
Effective September 24, 2021, the facility was
determined to be in compliance with the
requirements of 42 CFR Part 483, Subpart B,
Requirements for Long Term Care Facilities.
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Initial Comments

On September 24, 2021 an off-site survey was
conducted to review the facility's plan of
correction for deficiencies that were cited during
the survey ending July 30, 2021. Survey
activities included the review of the facility's plan
of correction and credible evidence.

Effective September 24, 2021, the facility was
determined to be in compliance with the
requirements of COMAR 10.07.02.
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&Maryland

DEPARTMENT OF HEALTH

Larry Hogan, Governor - Boyd K. Rutherford, Lt. Governor - Dennis R. Schrader, Secretary

Office of HealthCareQuality
7120 Samuel Morse Drive
Second Floor
Columbia,MD 210463422

August25,2021

Mr. Meir Hakimi, Administrator
Northwest Healthcare Center
4601 Pall Mall Road
Baltimore,MD 21215

RE: Provider # 215346

Notice of Deficiencies mposition of Denial of Paymentsfor New Admissionsunder Federal
Regulations and Loss of NATCEP

DearMr. Meir:

OnJuly 30,2021,a Complaintsurveyconductedat yourfacility by the Office of Health
Care Quality, determined that your facility was not in substantial compliance with Federal
participation requirements for nursing homes patrticipating in the Medicare and/or Medicaid
programs.

All referenceso regulatoryrequirement(sgontainedn thisletterarefoundin Title 42,
Code of Federal Regulations.

Basedon the complaint survey which wasconductedat your facility on July 9,2021,
the facility was initiated on an enforcement track. Based on the enclosed findings of the
July 30,2021survey, the enforcementtrack continues,with remedy imposition datesbased
on the survey that initiated the enforcement track on July 9, 2021.

. IMPOSITIONOFREMEDIES

As aresultof our finding that yourfacility is notin substantiatompliancethefollowing
remedy (ies) will be imposed:

Impositionof denialof paymentfor newadmissionseffectiveOctober9, 2021.
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If substantiatompliancas notachievedby January, 2022,the CMS RegionalOffice
and/or theState Medicaid Agency may terminate your provider agreement that date.

Pleasenotethat this notice doesnot constitute formal notice of imposition of alternative
remedies or termination of your provider agreement.Should CMS determine that
termination or any other remedy is warranted, CMS will provide you with a separate
formal notification of that determination.

II. AUTOMATIC CONSEQUENCER\S A RESULTOFIMPOSITION OF DENIAL OF
PAYMENT FOR NEW ADMISSION

As aresultof theimpositionof denialof paymentfor newadmissiongffectiveOctober9,
2021,your facility is prohibitedfrom operatinga nurseaidetraining programfor two yearsrom
the last day of the survegee8483.151

As a result of the survey findings the Center for MedicareMedicaid Services (CMS)
and the Maryland State Medicaid Agency have authorized us to inform you that Medicare and
Medicaid payment for all new admissions to your facility will be denied effective October 9,
2021. This action is required by sections 1819 2ZNB)(1), 1819 (h)(2)(D), 1919 (h)(3)(B)(ii),
and 1919 (h)(3)(C)(i) of the Social Security Act. In addition, you are advised that, should you
remain out of compliance, your provider agreement will be terminated by CMS and the
Maryland State Medicaid Agey on . Please note that the denial of payment for new Medicare
admissions includes Medicabeneficiaries enrolled in Medicare managed géaies. It is your
obligationto inform Medicaremanagedareplanscontractingwith yourfacility of this denialof
payments for new admissions.

If you disagree with this action imposed on your facility, you or your legal representative
may request a hearing before an administrative law judge of the Department of Health and
HumanServicesPepartmentahppeak Board(DAB). Proceduregoverningthis processareset
out in 42 CFRe498.40.etseq You must file your hearing request electronically by using the
Departmental Appeals Boar dérde)d&El ectronic Filin
https://dab.efile.hhs.gov no later than sixty (60) days after receiving this kettepy of the
hearing request shdle submitted to:

ChiefCounsel

Office of theGeneralCounsel
801 Market Street
Suite9400

PhiladelphiaPA 19107

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer
acceptedcsof Octoberl, 2014,unlessyou do nothaveacces$o acomputeror internetservice.
In those circumstances you may call the Civil Remedies Division to request a waiver from e
filing and provide an explanation as to why you cannot file electronically or you may mail a
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writtenrequesfor awaiveralongwith yourwritten requesfor ahearing A writtenrequesfor a
hearing must be filed no later than sixty (60) days after receiving this letter, by mailing to the
following address:

Departmenbf Health& HumanServices
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330IndependencAvenue,S.W.

Cohen Building Room G644
Washington, D.C. 20201
(202)565-9462

A request for hearing should identify the specific issues and the findings of fact and
conclusions of law with which you disagree, 42 CFR 8498.40(b)(1). It shtsddspecify the
basisfor contendinghatthefindingsandconclusionsareincorrect, 42 CFR 8498.40(b)(2)You
may be represented by counsel at a hearing, at your own expense.

Should we take action to terminate your participation in the Medpragram, we will
adviseyou of yourappealightsasaresultof thataction.Pleasenotethatthoseappeakightsare
separate and distinct from the appeal rights cited above.

You will benotified separatelyy the MarylandMedicaidStateAgencyregardingheir
application of the remedies in this letter.

. PLAN OF CORRECTION (PoC)

A PoCfor thedeficiencieddentifiedin theattachedCMS 2567mustbe submittedwithin
10 days of your receipt of this noticBailure to submit an acceptable PoCiig date may
result in the imposition of remedies.

Your PoCmustcontainthefollowing:

- Whatcorrectiveactionwill beaccomplishedor thoseresident§oundto have
been affected by the deficient practice;

- How you will identify otherresident$havingthe potentialto be affectedby the
same deficient practice and what corrective action will be taken;

- Whatmeasuresvill beputinto placeor whatsystemicchangeyouwill maketo
ensure that the deficient practice does not recur;

- How the correctiveactionwill bemonitoredto ensurehedeficientpracticewill
not recur, i.e., what quality assurance program will be put into place; and,
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- Specificdatewhenthe correctiveactionwill becompleted.

- References to a resident(s) by Resident # ordg noted in the previously
provided Resident Rosterhis applies to the PoC as well as any attachments to
thePoC. It is unacceptabléo includearesident(shamein thesedocuments since
the documents are released to the public.

V. ALLEGATION OF COMPLIANCE

If you believethedeficiencieddentifiedin form CMS 2567havebeencorrected, youmay
contact Jasmine Hayes, Survey Coordinator at the Offiekealth Care Quality, 7120 Samuel
MorseDrive, Second Floor, Columbia, MP10463422 with your written crediblallegation of
compliance(i.e. attached lists of attendance at provided training and/or revised statements
of policies/ procedures and/or staffig patterns with revisions or additions). If you choose,
and so indicate, the PoC may constitute your allegation of compliance.

If uponasubsequentevisitor by othermeanswe verify thatthefacility is in substantial
compliance, we willfecommend to CMS that the remgis) be terminateddowever, if the
seriousness of noncompliance changes from the survey findings, the remedies selected may
change.If this occurs, you will be advised of any change.

V. INFORMAL DISPUTERESOLUTION

In accodance with 8488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution procebs.be given such an opportunity, you are
required to send your written request, alonth the specific deficiencpeingdisputed, and an
explanatiorof why you aredisputingthe deficiency,to Ms. ReneéNebster DeputyDirectorof
Federal Programs, Office of Health Care Quality, 7120 Samuel Morse Drive, Second Floor,
Columbia, MD 2104€3422. This request must be sent witHifi days of your receipt of the
CMS 2567.

Informal disputeresolutionfor the citeddeficiencieswill notdelaytheimpositionof any
enforcement action.

VI. LICENSUREACTION

As you are aware, the cited Federal deficiencies have a counter part in State regulations.
ThesedeficienciesarecitedontheenclosedtateForm. Pleasgrovidea planof correctionfor
these deficiencies within 10 days of receipt of this letter. IeWeat a revisit determines that
substantial compliance has not been achieved, appropriate administrative action may be taken
against your State license.
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If you haveanyquestiononcerningheinstructionscontainedn thisletter,please
contact Jasmine Hayes at (410) €201 orJasmine.Hayes@maryland.gov.

Sincerely,

Petrisiiy Tomottr % 1ot

PatriciaTomskoNay, M.D.
Executive Director
Office of HealthCareQuality

EnclosuresCMS 2567
StateForm

cc.  GingerLevesqueCMSRO
Jane Sacco
JasmindHayes
Ciara Lee
Stevanne Ellis
File 1l
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F 000 INITIALCOMMENTS FO000 | CommuniCare Health Services - Northwest is filing 9/24/2021
this plan of correction for the purpose of regulatory
A Complaint survey was conducted at this gompllgnce. This Clenter. Ihs sublmltglr]g tT'S &plan of
facility onsite on July 29, and 30, 2021, by the orr(.actl.on to comply with appiicable aw§ notan
) . . - admission or statement of agreement  with the
Office of Health Care Quality to investigate o ; o
. Lo alleged deficiencies herein. To remain in
the following complaints: MD00169245, A . .
compliance with all federal & slate regulations, the
MD00169300, . ) .
Center has taken or will take the actions set forthin
MDO00169372 and self report MD00169516 . ) )
. . the following plan of correction. The following plan
and MD00169861. The licensed bed capacity . . ) )
) I . of correction constitutes  the Center's allegation of
for this facility is 91, and the resident census ) L )
compliance such that all alleged deficiencies cited
at the start of the survey was 67, and there )
A ) . have been or will be corrected by the date or dates
were 4 residents included in the sample. alleged
Survey activities '
consisted of a review of medical records,
facility documentation, interviews with
residents, staff, family members, and
observations of residentand staff practices.
Administrative reports and facility policies
and procedures were also
reviewed.
Thissurvey did not identify non-compliance
with Federal and State requirements that
were
reviewed in relationship to complaints:
MD00169245, MD00169300,
F610 MD00169372 and self report F 610 | What corrective action  will be accomplished ~for
SS=D MD00169516 and MD00169861. those residents found lo have been affected by the
deficient practice? 9/24/2021
The following deficiencies are a result of
the survey. Resident #1 no longer resides at the facility.
Investigate/Prevent/Correct  Alleged
Violation CFR(s): 483.12(c)(2) -(4) How will you identify other residents having the
potential to be affected by the same deficient
8483.12(c) In response to allegations of practice & what corrective actions will  be taken?
abuse, neglect, exploitation, or ~ mistreatment,
the facility must: All residents have the potential to be affected.
Regional Director of Clinical Operations will conduct
§483.12(c)(2) Have evidence that all an audit of allegations of abuse in the last 30 days
alleged violations are  thoroughly to ensure that a proper investigation has  been
investigated. conducted.
§483.12(c)(3) Prevent further potential What measures will be putinto place to ensure
abuse, neglect, exploitation,  or that the deficient practice does not recur?
mistreatment while the investigation is in
progress. Staff Development Nurse will  re-educate ED on
the proper abuse a llegation investigation process.

tyl2Qj)t
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XS) DATE

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 . (Seeinstructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or nota plan of correction is provided. For nursing homes. the above findings and plans of correction are
disclosable 14 daysfollowing the date these documents are made available to the facility. If deficiencies are cited. an approved plan of correction is
requisite to continued program participation.
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F 610 Continued From page 1 F610 | Howwillthe corrective action be monitored to
ensure the deficient practice will not recur?

8483.12(c)(4) Report the results of all ] )
investigations to the administrator or his or her EDor DONwill audit self reports weekly x4,
designated representative and to other then monthly _x2 for a total of 90 Qays tq ensure
officials in accordance with State law, abuse allegations ar e properly investigated
including to the State Survey Agency, within 5
working days of the incident, and if the alleged
violation is verified appropriate corrective
action must be taken. This REQUIREMENTis
not met as evidenced by:

Based on administrative record review and
interviews with facility staff it was determined
the facility failed to complete athorough
investigation when aresident reported abuse
allegations. This was found to be evident for
1 (Resident # 1) of 2 residents reviewed for
abuse during a complaint investigation
conducted at the facility.

The findings include:

Self-Report# MD00169861 was reviewed on
7/29/21 and 7/30/21 regarding an allegations
of abuse involving Resident #1.

On 7/29/2021 the facility provided acopy of
their investigation to the survey team. A
review of the investigation  revealed
statements from Staff# 7, an LPN (Licensed
Practical Nurse), Staff#8, an

GNA (Geriatric Nurse Assistant) and Staff
#9, an RN (Registered Nurse) Supervisor.
There were no other statements from other
residents or staff included in the facility's
investigation for this allegation.

An interview was conducted with the
Administrator and the DONon 7/29/21 at
12:30 PMand they were asked if the facility
interviewed any other residents or additional
staff, and the Administrator stated that




tatements were
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obtained from staff assigned to Resident #1.
The administrator was asked to explain the
investigation process when abuse allegations
are reported by a resident. The Administrator
explained that he received an email on 7/21/21
of allegations involving Resident # 1 and based
on those allegations, the facility initiated a self-
report. He went on to say that It was an abuse
allegation that involved Resident #1 and staff
(no specific staff), so the facility investigated
accordingly. He stated that the Social Worker
(SW) assists with interviewing residents and
staff and that all staff and residents are
interviewed. He added that the SW was
recently hired and that he assisted with the
investigation.

An interview was conducted with the SW,
Staff #4,00 7/30/21 at 9:45 AM. He stated
that he assists in obtaining statements for
abuse

investigations. He went on to say that he
only interviewed Resident #2 and that no
other

interviews were conducted with residents
or staff. The SW was unable to provide
documentation of resident # 2 interview.

In aninterview conducted with the
Administrator on 7/30/21 at 10:45 AM he
confirmed that other residents and staff
E 732 weren't interviewed during the investigation E 732
SS:D Into the allegations received on 7/21/21
involving staff and Resident #1. The facility
unsubstantiated abuse.

Posted Nurse Staffing Information

CFR(s): 483.35(gX1)-(4)

8483.35(9) Nurse Staffing Information.
8483.35{g)(1) Data requirements. The




facility must post the following information
on a daily basis:
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F 732

Continued From page 3

() Facility name.

(i) The current date.

(i) The total number and the actual
hours worked by the following
categories of licensed and
unlicensed nursing staff directly  responsible
for resident care per shift:

(A)  Registered nurses.

(B) licensed practical nurses or
licensed vocational nurses (as defined
under State law). (C) Certified nurse
aides.

(v) Resident census.

8483.35(9)(2) Posting requirements.

(i) The facility must post the nurse staffing
data specified in paragraph (g)(1) of this
section on a daily basis at the beginning of
each shift.

(i) Data must be posted asfollows:

(A)  Clear and readable format.

(B)  Inaprominent place readily
accessible to residents and visitors.

§483.35(9)(3) Public access to posted
nurse staffing data. The facility must,

upon oral or written request, make nurse
staffing data

available to the public for review at acost not
to exceed the community standard.

§483.35(9)(4) Facility data retention
requirements. The facility must maintain the
posted daily nurse staffing data for a minimum
of 18 months, or as required by State law,
whichever is greater.

This REQUIREMENT is not met as
evidenced by:

Based on observation it was determined the

adiihe caidec oo AA Vin L A dtas A

F 732

What corrective action will be accomplished for
those residents found to have been affected by
the deficient practice?

The proper posting of the daily staffing
schedule was immediately corrected.

How will you identify other residents having
the potential to be affected by the same
deficient practice?

All residents have the potential to be
affected.

What measures will be put into place to ensure
that the deficient practice does not recur?

Staff Development Nurse will re -educate Unit
Managers on the proper posting of the daily
staffing schedule.

How will the corrective action be monitored to
ensure the deficient practice will not recur?

Unit managers will conduct aweekly audit
ensuring the proper posting of the daily staffing
schedule. This audit will be conducted weekly X4
weeks & then monthly X2 months for a total of 90
days. Audits will be forwarded to QAPIfor review &
recommendations.

9/24/2021




staffing data on the Daily Staffing Schedule.
The facility also failed to post the Daily Staffing
Schedule in a prominent place and readily
accessible to visitors
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and residents. This was evident on 2 out
of 2 nursing units.

The findings included:

On 7/29/21 at 8:30 AM upon arrival on the
Main Hall Unit this surveyor was unable to
locate the current staffing assignments for
the unit.

Interview on 7/29/21 at 10:30 AM with the
Administrator revealed the staffing schedule
was on an 8 X 10-inch paper and in a book
at the nursing station counter.

On 7/29/2021 a review of the schedule
revealed the document did not include the
total number and the actual hours worked by
the licensed and unlicensed nursing staff
directly responsible for resident care per shift.
The schedule was not in a prominent place
nor accessible for residents and visitors in
wheelchairs. Wheelchair residents or visitors
would have to request the schedule.

On 7/29/2021 at 10:30 AM Observation also
revealed the staffing board on the short
hallway unit. The board listed the names of
the nurses and geriatric nursing assistants
(GNAs), however failed to document the
total number of nursing hours.

The above findings were confirmed with the
F 838 Administrator and Director of Nursing on F 838
SS=E 7/29/21 at 10:30 AM.
Facility Assessment
CFR(s): 483.70(e}(1)-(3}

8483.70(e} Facility assessment.
The facility must conduct and document a
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facility -wide assessmentto determine what those residents found tohave been affected by
resources are necessary to care for its the deficient practice?
residents competently during both day-to-day
operations and emergencies. The facility Facility assessment has since been updated.
must review and update that assessment, as
necessary, and at least annually. The facility _ o _ _
must also review and update this assessment How will you identify other residents having
whenever there is, or the facility plans for, the potential to be affected by the same
any change that would require a substantial deficient practice?
modification to any part of this
assessment. The facility assessment ) )
musHaddress oruncliude: All residents have the potential to be affected.
§483.70(e)(1) The facility's resident . .
: ( )(. ) i ys re What measures will be put into place to ensure
population, including, but not limited to, : X
. . that the defcient practice does not recur?
{i) Both the number of residents and the
facility's resident capacity;
(D Tilihelcatelgequiredjgby thelresident Regional Director of / BAOAOGET 10 xEl 1 |OAR

population considering the types of diseases,
conditions, physical and cognitive disabilities,
overall acuity, and other pertinent facts that
are present within that population;

(i) The staff competencies that are necessary
to provide the level and types of care needed
for the resident population;

(v) The physical environment, equipment,
services, and other physical plant
considerations that are necessary to care for
this population; and (v) Any ethnic, cultural,
or religious factors that may potentially affect
the care provided by the facility, including,
but not limited to, activities and food and
nutrition services.

8483.70(e){2) The facility's resources,
including but not limited to,

{i) All buildings and/or  other physical
structures and vehicles;

{ii) Equipment {medical and non- medical);

(iii) Services provided, such as physical therapy,

educate the ED on the need to update the
facility assessmentannually or asneeded.

How will the corrective action be monitored to
ensure the deficient practice will  not recur?

EDor DONwill conduct aweekly audit x4 & then
x2 months for atotal of 90 days to ensure the
facility assessmentisup to date. Audit will be
forwarded lo QAPIfor review & recommendations ..

FORM CMS-267(02-99) Previous Versions Obsolete E1lent ID:GRSM11 Facility ID. -, If continuation sheet Page6 of 11




PRINTED: 08/24/2021 FORM APPROVED
DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BOC COMPLETED
c
B W,G
215346 07/30/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

4601 PALL MALL ROAD
BALTIMORE, MD 21215

NORTHWEST HEALTHCARE CENTER

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D 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 838 Continued From page 6 F 838

pharmacy, and specific rehabilitation therapies;
(iv) All personnel, including managers, staff
(both employees and those who provide
services under contract), and volunteers, as
well as their

education and/or training and any
competencies related to resident care;

(v) Contracts, memorandums of
understanding, or other agreements with
third parties to provide services or
equipment to the facility during both normal
operations and emergencies; and

(vi) Health information technology
resources, such as systems for
electronically managing patient records

and electronically sharing

information with other organizations.

8483.70(e)(3) A facility-based and
community-based risk assessment,
utilizing an all-hazards approach.

This REQUIREMENT is not met as
evidenced by:

Based on staff interview, it was determined
that facility failed to conduct and document a
facility-wide assessment to determine what
resources are necessary to care for its
residents competently during both day-to-
day operations and emergencies. This was
found to be evident during a complaint
survey conducted at the facility.

The findings:

In an interview with the facility
administrator on 7/30/21 at 11:30 AM, the
facility administrator stated that a facility
F 842 assessment has not been completed since F 842
SS=D 2017. The facility administrator stated that
s/he has only been the administrator of the
facility for a few months.

Resident Records - Identifiable Information
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CFR(s): 483.20(f)(5), 483.70(i)(1)-(5) those residents found to have been affected by

the deficient practice?

8483.20(f)(5) Resident -identifiable
information. (i) A facility may not release
information that is  resident -identifiable to
the public.

(i) Thefacility may release information that
is resident -identifiable to an agent only in
accordance with a contract ~ under which the
agent agrees not to use or disclose the
information except to the extentthe facility
itself is permitted to do so.

Resident #1 no longer resides at the facility.

How will you identify other residents having the
potential to be affected by the same deficient
practice & what corrective actions will  be taken?

All residents have the potential to be affected. Unit
manager will audit all residents noted with
discoloration or bruising of the hand &
monitoring was recommended in the last 30 days,

. . to ensure monitoring was done as recommended.
8483.70(i) Medical records. g

8483.70(i)(1) In accordance with accepted
professional standards and practices, the
facility must maintain medical records on
each resident that are -

() Complete;

(i) Accurately documented;

(iiy  Readily accessible; and

(v)  Systematically organized How will the corrective ~ action be monitored to
ensure the deficient practice will not recur?

What measures will be put into place to ensure that
the deficient practice does not recur?

Staff development nurse will re -educate all licensed

nurses on following proper recommendations for
residents.

8483.70(i)(2) The facility must keep

confidential all information contained in the Unit managers will audit residents with

resident's records, regardless of  the form or discoloration or bruising of the hand weekly X4 &
storage method of the records, except when then monthly x2 for atotal of 90 days

release is - ensuring that proper

(i) To the individual, or their resident recommendations are followed. The audits will be
representative where permitted by applicable forwarded to OAPIfor review & recommendations.

law; (ii) Required by Law;

(i) Fortreatment, payment, or health

care operations, as permitted by and in
compliance with 45 CFR164.506;

(iv) Forpublic health activities ,reporting of
abuse, neglect, or domestic violence, health
oversight activities, judicial and administrative
proceedings, law enforcement purposes, organ
donation purposes, research purposes, or to
coroners, medical examiners, funeral directors,
and to avert
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a serious threat to health or safety as
permitted by and in compliance with 45 CFR
164.512.

8483.70(i)(3) The facility must safeguard
medical record information against loss,
destruction, or unauthorized use.

8483.70(i)(4) Medical records must be
retained for-

(i) The period of time required by State
law; or (ii) Five years from the date of
discharge when there is no requirement in
State law; or

{iii) For a minor, 3 years after a resident
reaches legal age under State law.

8483.70(i)(5) The medical record must contain-
(i) Sufficient information to identify the resident;
{i)A record of the resident's assessments; (iii)
The comprehensive plan of care and services
provided;

(iv) The results of any preadmission

screening and resident review evaluations

and

determinations conducted by the State;

(v) Physician's, nurse's, and other

licensed professional's progress notes:

and

(vi) Laboratory, radiology and other

diagnostic services reports as required

under 8483.50. This REQUIREMENT is

not met as evidenced by:

Based on administrative record review and
interviews with facility staff, it was determined
the facility failed to assess and document on a
resident when discoloration/bruising of the
hand was noted and monitoring was
recommended for the resident. This was
found to be evident for 1 (Resident# 1) of 5
residents reviewed during a complaint survey
conducted atthe facility.

Findings include:
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Intake# MD00169300 was reviewed on
7/29/21 and 7/30/21 for allegations of abuse.
The complainant had multiple concerns
involving Resident #1, including bruises that
was noted to the resident hands. Abuse was
unsubstantiated by the facility.

A review of Resident #1's medical record

on 7/29/21 at 11:00 AM revealed the
resident's  current diagnosis include, but

not limited to:

Hemiplegia and Hemiparesis (varying degrees
of weakness in the body causing inability to
move) affecting right dominant side. A review
of a note dated 7/12/21 at 00:53 (12:53 AM)
revealed Resident #1 had a Skin Grid Non-
Pressure Assessment which noted the back of
the

resident's left had had was positive for a
bruise, Bruising: Length 2.0, Width 2.0, Depth
0. Further review of an SBAR (Situation,
Background, Assessment, Recommendation)
Summary for Providers note, dated 7/12/21 at
13:33 (1:33 PM), listed skin evaluation with
discoloration noted. Nurse observations and
recommendations: Resident denied pain and
discomfort during assessment. Range of
Motion (ROM) within normal limits (WNL).
Propels wheelchair with left hand. Primary
Care Provider feedback, "No new order at this
time, will continue to monitor." Further review
of the resident's record revalued there was no
follow-up skin assessments done on 7/13/21
for Resident #1's hand. A progress note dated
7/14/21 at 14:40 (2:40 PM) indicates Resident
#1 had a non-witnessed fall, noted sitting on
hand. An x-ray was obtained with a result of
non-displaced stress fracture.

An interview was conducted with the DON
on 7/30/21 at 11:00 AM and she stated that
she was
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unable to provide documentation that a
follow-up assessment was done for Resident
#1 on

7/13/21. She confirmed that monitoring of
the resident hand for swelling and

bruising should have been documented

All concerns were discussed with
Administration at the time of exit on
7/30/21 at 12:15 PM.
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A Complaint survey was conducted at this
facility onsite on July 29, and 30, 2021, by the
Office of Health Care Quality to investigate the
following complaints: MD00169245,
MD00169300, MD00169372 and self report
MD00169516 and MD00169861. The licensed
bed capacity for this facility is 91, and the
resident census at the start of the survey was
67, and there were 4 residents included in the
sample. Survey activities consisted of a review
of medical records, facility documentation,
interviews with residents, staff, family members,
and observations of resident and staff practices.
Administrative reports and facility policies and
procedures were also reviewed.

This survey did not identify non-compliance with
Federal and State requirements that were
reviewed in relationship to complaints:
MD00169245, MD00169300, MD00169372 and
self report MD00169516 and MD00169861.

The following deficiencies are a result of
the survey.

S12 | 10.07.02.09 F Administration and Resident Care S 120
- Staffing Please see POC for F838

.09 Administration and Resident Care.

F. Staffing.

(1) The administrator shall employ sufficient
and satisfactory personnel as specified in this
chapter to:

(a) Provide maintenance, cleaning, and
housekeeping;

OHCQ
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
~
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(b) Assist residents with eating; and

(c)Give adequate resident care.

(2) Voluntary Admissions Ceiling.

(a)A nursing home may request a voluntary
admissions ceiling by submitting a written
request to the Department to authorize a
temporary restriction on resident admissions
based upon anticipated bed usage.

(b)When the nursing home wishes to request that
the restriction be removed, the request shall
include the specific effective date and a
statement that personnel staffing is sufficient to
meet the State ' s requirements at the designated
census level.

(c)The Department shall approve the increase
in beds within 72 hours following receipt of the
nursing home ' s documentation that the
required additional staff is in position to serve
the increased number of beds.

(d)Management of the nursing home may not
permit the resident census to exceed the
admissions ceiling without prior approval from
the Department.

This Regulation is not met as evidenced by:
Refer to CMS 2567
F 838

S 120

OHCO
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10.07.02.32 A Clinical Records

.32 Clinical Records.

A. Records for all Residents. Records for all
residents shall be maintained in accordance with
accepted professional standards and practices.

This Regulation is not met as evidenced by:
Refer to CMS 2567 Form
F-842

10.07.02.67 Posting of Staffing

.67 Posting of Staffing.

A. A nursing home shall post a notice on each
floor or unit of the nursing home, for each shift,
a notice that gives the ratio of licensed and
unlicensed staff to residents.

B. The posting on each floor shall include:

(1) Names of the staff members on duty
and the room numbers of the residents to
whom each is assigned;

2 Name of the charge nurse or person who
is in charge of the unit;

(©)) If the person in charge is not a
registered nurse, the name of the registered
nurse responsible for the unit; and

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

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

S1370
S1370

S3130

Please see POC for F842

Please see POC for F732

OHCQ
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0. A record of the posting shall be retained for
1 year.
This Regulation is not met as evidenced by:
Refer to CMS 2567
F 732
S635( 10.07.09.15 D (1) Investigations;thorough S6350
.15 Abuse of Residents. Please see POC for F610
D. Investigations. A nursing facility shall:
(1} Thoroughly investigate all allegations
ofabuse;and
This Regulation is not met as evidenced by:
Refer to CMS 2567 Form
F-610
OHCQ
STATE FORM GRSM11
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Office of Health Care Quality (OHCQ}
7120 Samuel Morse Drive, Second Floor
Columbia, MD 21046-3422

July 23,2021

Meir Hakimi, Administrator,
NorthwestHealthcareCenter
4601 Pall Mall Road
Baltimore, MD 21215

PROVIDER# 215346

RE: NOTICE OF CURRENT DEFICIENCIES
AND POSSIBLE IMPOSITION OF
REMEDIES

DearMeir Hakimi:

OnJuly 9,2021, asurvey was conducted at ydacility by the Office of Health Care
Quality todetermine ifyour facility was incompliance with Federal participation requirements
for nursinghomesparticipating inthe Medicare and/oMedicaidprograms. Thisurveywasalso
conducted fothe purpose ofState licensure. This survey found that your facility was not in
substantial compliance with the participation requirements.

All references toegulatoryrequirements contained thisletterarefoundin Title 42,
Codeof Federal Regulation<(F.R.), COMAR Title 10andthe State Government Article.

l. PLAN OF CORRECTION(PoC)

A PoCfor thedeficiencies musbesubmitted withinlO days aftethefacility receives its
Form CMS 2567. Failure teubmit an acceptable PoC within thigove timegrames may
resultin theimposition ofacivil moneypenaltytwenty (20) days aftethe duedatefor
submission of the PoC.

Your PoCmustcontainthefollowing:

201 M( PrestonStre,et- Baltimore,MD 21201 liealt/1.1narylalldgov Toll Free:1-877-463-3464- DeefalldHard gf Hearuig UselM('Y



Whatcorrectiveactionwill beaccomplished fothoseresidentsoundto have
been affected by the deficient practice;

How you will identify otherresidents havinthe potential tobeaffectedbythe
same deficient practice and what corrective action will be taken;

- Whatmeasuresvill beputinto placeor whatsystemicchanges yowill maketo
ensure that the deficient practice does not recur;

How thecorrectiveaction(s)will bemonitoredto ensureghedeficient practice
will notrecur,i.e.,what quality assurance program vk putinto placeand;

Specificdatewhenthecorrectiveaction will becompleted.

References taresident(s) byresident# only. This applies tlle PoCaswell as
any attachments to the PoC. It isacceptable to includerasident(s) name in
these documents since the documents are released to the public.

Il. IMPOSITION OFREMEDIES

Thefollowing remedies wilberecommended fampositionby the Centerfor Medicare
and Medicaid Services (CMS) Regional Office if your facihiysfailed toachievesubstantial
compliance byAugust 23,2021. Informal dispute resolution fdahe cited deficiencies will not
delaythe imposition othe enforcement actions recommended on this datehange irthe
seriousness of the noncompliance masult in a change in the remeslgiected. When this
occurs, you will be advised of any change in remedy.

If you do not achieve substant@mpliance within 3 months after the last adyhe
survey October 9, 2021 identifying necompliance, wenust deny payments for new
admissions. (8488.417(a)lso, if thedenial ofpayment fomew admissions sanction is
imposed, youfacility is prohibitedfrom operatinga nurseaidetrainingprogram fortwo years
from the last day of the survey. (8483.151)

If yourfacility hasfailed toachievesubstantial compliance Ranuaryd,2022,your
Medicare provider agreement will berminated.

M. ALLEGATION OFCOMPLIANCE

If youbelievethatthedeficiencies identified ithe CMS form 2567havebeencorrected,
you may contact me at tl@ffice of Health Care Quality, 7128amuel Morse Drive, Second
Floor, Columbia, MD210463422 with your written credible allegation ocdmpliancei.e.
attached lists of attendance at providedtraining and/or revised statementsof
policies/procedures and/orstaffing patterns with revisions or additions).

If youchooseandsoindicate, thd>oCmayconstitute youallegation ofcompliance.We
may accept the written allegation@mplianceand credible evidenceof your allegation of



Miesiir Hizalkiimmil, Adimmimistiraitor,

NianttnwestitHeasihcaneCemtiey

Jully 23, 2021

compliance untisubstantiated bgrevisitor othermeans. Irsuchacasethepreviously
proposed remedy(ies) will not be imposed at that time.

If, uponthesubsequentevisit, yourfacility hasnotachievedsubstantiatompliance, we
mayimpose remedies previously mentioned in this letter beginningd)@@21 and will
continue until substantial complianceaishieved. Additionally, wenayimpose a revised
remedy(ies), baseahchanges inheseriousness dhenoncompliance ahetime of thereuvisit,
if appropriate.

V. INFORMAL DISPUTERESOLUTION

In accordance with 8488.331, you have one opportunity to question cited deficiencies
through an informatlispute resolution proces$o begiven suchanopportunity, you are
requiredto send youmritten requestalongwith thespecificdeficiency(iespeingdisputed and
an explanation of why you are disputing those deficiencies, tdRéisedNebster, Deputy
Directorof FederalPrograms, Officef Health CareQuality, 7120Samuel Morse Driv&econd
Floor, Columbia, MD 21046422, fax 410402-8234. This request must be sent during the
samelO days you havéor submittinga PoCfor thecited deficiencies. An incomplete informal
dispute resolution process will not delay #féective date oanyenforcement action.

V. LICENSUREACTION

As youareaware thecitedFederal deficiencies hawaeounterpartin Stateregulations.
Thesedeficiencies areitedontheenclosed StatBorm. Pleaseprovide aplanof correction for
these deficiencies within 10 days ofreceipt of this lettethénevent a revisit determines that
substantial compliance hast been achievedppropriate administrative action mbgtaken
against your State license.

If you haveanyquestions concerninpeinstructionscontained irthisletter, please
contact me at 413@02-8034.

Sincerely,

JasmineHayes,MPH
HealthFacilitiesSurveyCoordinator Il
Long Term Care

Enclosures: CMS 2567
StateForm

CC: Stevanndéllis
Jane Sacco
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Meir Hakimi, Administrator
NorthwestHealthcareCente!
July 23, 2021

August 1, 2021

Northwest Healthcare Center
4601 Pall Mall Road
Baltimore, Maryland 21215

Enclosed please find our plan of correction for the complaint survey that was conducted
at our facility on July 8-9th.

Please contact me with any questions or concerns you may have.

Thank you in advance for your cooperation & assistance in this matter.

Sincerely,

Meir Hakimi, LNHA
.

Executive Director
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FOOO INITIAL COMMENTS
) ) N FOOO JCommuniGare Health Services- Northwest 8/13/2021
A Complaint survey was conducted at this facility s filing this Plan of Correction for the
onsite from July 8, 2021-Juty 9, 2021, by the burposes of regulatory compliance. This
Office of Health care Quality to investigate the Center is submitting this plan of correction
following complaints: MD00168270, Hcom ; ;
ply with applicable laws & not an
MD00166587, MD09164104 and self report dmission or statement of agreement with
MDO00159817. The licensed bed capacity for this > alleged deficiencies herein. To remain
factlity is 91, and the resident census atthe start h compliance with all federal & state
of the survey was 82. and there were eight (8) "g9Ulations, the Center has taken or v.ill
residents included in the sample. Survey Jake the actions set forth in the following
activities consisted of a review of medical hlan of correction. The following plan of
recordsfacility documentation, interviews with 'rection constitutes the Center's
residents. staff. family members, and allegation of compliance such that all
observations of resident and staff practices. ~1lleged deficiencies cited have been or will
Administrative reports and facility policies and be corrected by the date or dates indicated
procedures were also reviewed. ’
Thissurvey identified non-compliance with
Federal and State requirements that were
reviewed in relatiOnship to complaint
MDO00159817 and MD00164104.
The following deficiencies are a result of the
survey.
- . F Whatcorrective action will be accomplished
F657 | Care Plan Timing and Revision 657 .
L for those residents found to have been
SS=D | CFR(s): 483.21(b)(2}(i}-{iii) frected by the deficient practice? 811312021
§483.21(b) Comprehensive Care Plans . . .
8483.21(b)(2) A comprehensive care plan must esident #1 has since been discharged.
be- . . . . . .
: L : J-jow will you identify other residents havin
(i) Developed Wllthln 7 days after completion of thJe poten){)al o bef)a/ffected by the same 9
the comprehenswe. asse.ss.m.ent eficient practice and what corrective
(ii) Prepared by an interdisciplinary team, that i ill be taken?
includes but is notlimited to- actions wi aKen:
(A) The attending physician. . . . .
(B) Aregistered nurse with responsibility for the Hnit manager or designee will audit all

LABORATORY OIRE TOR"S OR PR OERISUPPUER REPRESEHTATM.' S SIGNATURE TITLE (X6)0ATI:
. . - -
PO Ao - DL g
o = = e eAtat Alnn TmabiliBlnn maaci ha Aavainad foan Aan tarminad Tt
Any deficiency statemenl ending with an asterisk (i denotes a deficiency whichthe instit 10n may OO excused from correcting providing it is determined that
other safeguards provide Milfficient protectionto the patients. (See inslructions.) Except for nurlling homes, the findings staled above are disclosable 90 days
following the date of survey whetheror nota plan of correction is provided. For nursing homes, the above findings and plans of col1'8Ction are disclosable 14

days following the date these documents are made available to thefacility. If deficiencies are cited, an approved plan of correction is requisite to continued
programparticipation.
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resident.

(C) A nurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.

(E) Tothe extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as detennined by the resident's needs
or as requested by the resident

(iiReviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review
assessments.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interview, it was detennined that the facility staff
failed tO update care plans and remain them
placed upon the Resident returned to the facility.
This wasfound to be evident for 1 out of the 4
residents reviewed during the investigative
portion of the survey (Resident #4) and was
identified secondary to an investigation of intake

#MD00164104.
The findings include:

A care plan is a guide that addresses the needs
of each resident. It is used to plan, assess and
evaluate the effectiveness of the resident's care.

A review of the Resident #4's medical record was
conducted on 7/8/21 at 10:12 AM. The review
revealed that Resident #4 had been transferred to

Re-admissions within the last 90 days to
F657 ¢nsure care plans have been updated and
Emain in place when the residents return to
the facility.

MWhat measured will be put into place to
bnsure that the deficient practice does not
ecur?

Staff Development nurse will r ducate
MOS, Social Services department, etc on
he need to update care plans & remain
hem in place upon the residents return to
he facility.

How will the corrective action be monitored
o ensure the deficient practice will not
ecur?

Unit manager or designee will audit re-
hdmissions to ensure care plans are
Lipdated and in place upon return to the
acility. Audit will be conducted weekly X4
veeks then monthly X2 for a total of 90
Hays. Audits will be forwarded to OAPI for
feview & recommendations.
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| oM Mdre-admitted on

- However, further review of the record

revealed that the resident's care plan was closed
on 3122/2021. On 4/112021 the facility initiated a

new care plan for Resident #4.

During-an interview on 7/8/21 at 1:32 PM, the
Director of Nursing (DON) was informed that
there were no care plans in place for Resident #4
between 3/23121 to 3/31/21. The DON was asked
to provide any documentation to support the
Resident's comprehensive care was continuously
conducted.

During a phone interview with a facility MDS
Coordinator (Staff#6) on 7/9/21 at 12:55 PM,

Staff #6 indicated that the Electronic Health
Record (EHR) used by the facility automatically
doses a care plan after a resident is discharged.
Staff #6 added that if a resident stayed in the
hospital more than 24 hours, the EHR system

would consider the resident as discharged and
close their record. Staff 116 also explained that if
the resident returned, the facility staff would need
to assess and reset the resident's care plan.

During the interview, Staff 116 verified that
Resident #4's care plan was not reset for nine (9)
days after the resident returned from the hospital,
and there was no active care plan for the resident
from 3123121 to 3/31/21.

As of the end of the survey, no evidence was
provided to the survey team to support that
Resident #4's had an active care plan during the
nine days of their re-admission from the hospital.

F658 Services Provided Meet Professional Standards F658
SS::D CFR(s): 483.21(b)(3)(i)
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F658 Continued From page 3 F658 What corrective action will beaccomplished | 8/13/2021
. "'or those residents found to have been
§483'21(t.))(3) Com_prehenswe Care Plans . pffected by the deficient practice?
The se.rvices provided or arranged by the facility,
ﬁq‘z;‘fthned by the comprehensive care plan, esident #2 has since been discharged.
(i) Meet professional standards of quality. IHow will you identify other residents having
Th.IS REQUIREMENT Is not met as evidenced Ithe potential to be affected by the same
by: L . . k:teficient practice and what corrective
.Base_d on aqmlnlsft.ratlve re_cord review z?md lactions will be taken?
interviews with facility staff it was determined the
Urit Manager or designee will auc
on a resident after a witnessed fall and the m;nteizei:ifszggnnlziﬁ?/vde?gs dtgneensure
resident was noted to have bleeding present to prop ’
Tefeﬁllbow.(ljatetr. Th'.s wa; Loupd tobe eV|Id_entt for What measured will be put into place to
of 4 residents réviewed during a compiain lensure that the deficient practice does not
survey conducted at the facility (Resident #2). "mecur?
A revi f Resident #2" dical d Staff development nurse will re-educate
7/gel\ge1v;lu?d aezlrolz]?;ss sskinm/\?vollfr?d rzec’)?ggatzg on icensed nursing on the need to conduct
5/15/21 at 3:34 PM read as follows: Resident #2 broper assessments after a witnessed fall.
came to the nurse station with blood on the gown . . . .
and annand after assessment wasfound to have How will the corrective action be monitored
. . lo ensure the deficient practice will not
skin tearsto the left eloow. The resident was ecur?
unable to recall the incident
A cor,,J of the Resident #2 falls for May 2020 and . . . .
was submrtt.ed to the survey team upon request Unitmanager or designee will audit falls
on 7/9(21 t.9'30 AM. The facilit ided th monthly for the next 90 days. The results
(21 at 9: . 'he faciity provided the Willbe forwarded to QAPI for review &
survey team with fall investigations for the mecommendations
following dates: 5/15/21and 5/27121 Review of '
the fall investigation for the fall that occurred on
5/15/21 at 4:50 PM indicated that Resident #2
was placed at the nurse station for close
observation related to restlessness. The nurse
wasin vW!IW of the resident, at a cart at the nurse
station passing medications when the resident
attempted to stand from sitting position and lost
balance. The fall was witnessed by the nurse and
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the resident was observed to have landed on the
buttocks. Interception of the fall was unsuccessful
by the nurse. Upon assessment. Resident# 2
was noted with no obvious injury.

An interview was conducted with the Corporate
Clinical Director (CCD) and the Director of
Nursing (DON) on 7/9/21 at 12:19 PM and they
were shown the documentation in the resident
medical record of the skin/wound note that
identified the resident with bleeding noted on the
gown. They were asked to provide a copy of the
facility's investigation into how the skin tears that
werenoted to the elbow occurred. During a
subsequent interview with the CCD and the DON
on the same date at 1:20 PM, they stated that the
DON started at the facility in March 2021. They
further statedthat they reviewed the incident and
the skin teal's noted to Resident #2.'s left elbow
occurred because of the witnessed fall that
occurred on 5/15/21 and that it was not a
separate incident The CCD and the DON went
on to say the nurse who witnessed the fall
indicated that there were no injuries, but Resident
#2.was noted with Injuries by the oncoming shift

nurse Who did an assessment of the resident who
found the resident with bleeding on the gown and
skin tears to the left elbow. The CCD stated that a
follow-up assessment should have been done by
the nurse who witnessed Resident #2.'s fall to see
if there were any further bruises. The DON and
Corporate Director stated that the nurse put in for
therapy to evaluate the resident All concerns
were discussed with the Corporate Administrator,
CCD, and the DON at the time of exit.

F677 ADL Care Provided for Dependent Residents F677

SS=0 CFR(s): 483.24(a)(2)
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84832 ()(2)A resident who is unable to carry
out actlVmes of dai_ly living receives the necessary
services to maintain good nutrition, grooming, and
pe:->°nal and oral hygiene;

This REQUIREMENT is not met as evidenced

by:

Based on the review of resident medical records
and interview with facility staff, it was determined
that the fa lity staff failed to assist a dependent
reslde t with activities of daily living (AOL). This

evident for 1 of 3 residents (Resident #3)
investigated for ADLs during the survey.

The findings include:

The Minimum Data Set (MOS) is a
comprehensive ssessment of the resident
completed by the facility staff. The MDS is a
multi rsciplinarian tool that allows many facets of
the resident's care. One of the sections of the
MOS is Activities of Daily LNing (ADLs) which are
tasks re to everyday life, (eating, bathing,
dressing, toileting and transferring). The AOL
score reviews each ADLS, to assess the
resident's self-performance and determine the
amount of staff support needed to perform each
task.

A review of Resident #3's meAMa;&cord was
conducted on 7/9/21at 9:10AI\l - fa
hospital discharge summary dated
demonstrated that Resident #3 was treat for
fractures 10 both lower extremities and a left
elbowfracture before admission to the facility.
Continued record review revealed that Resident
#3's order summary indicated the resident was
"non-weight bearing" on . Also, the
Minimum Data Set(MOS) dated 1/29/21 stated

F677

hat corrective action will be accomplished

r those residents found to have been
ffected by the deficient practice?

esident #3 has since been discharged.

ow will you identify other residents having
tge potential to be affected by the same

ficient practice and what corrective
igctions will be taken?

DS nurse will conduct an audit of the AOL
Isection of the MOS and ensure that staff
lare following the assistance requirement
I:)ased off the MOS.

What measured will be put into place to
ensure that the deficient practice does not

recur?

Staff development nurse will re-educate
clinical staff on the need to follow
assistance requirements based off MOS.
dditionally, staff will be re-educated to
Kiocument property when residents refuse
,are.

How will the corrective action be monitored
o ensure the deficient practice will not
recur?

MOS nurse will audit 25% of charts &

contrast it to MOS to ensure clinical staff

are following proper requirements.

trhis audit will occur monthly for the next
days. Results will be forwarded to

QAPI for review & recommendations.

8/13/2021
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the resident required two-persons to assist ADLs.

On 7/9/21 at 5:00 PM. areview of Resident#3's
ADLs tracking log from 1/23/21 to 2I/21 was
conducted. The ADLs tracking log recorded 44
columns for the task of toilet use. In 27 of the 44
columns staff documented the resident's
self-performance as independent and no support
or set-up was provided from staff. In addition,
staff documented in five (5) columns that support
was provided by one-person physical assist and
one column noted as the resident received:
"setup help only provided" for the task. The
Administrator and Director of Nursing (DON)
were made aware of surveyor findings on 7/9/21.
Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

8483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident ha:z:ards as is possible; and

8483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.
This REQUIREMENT is not met as evidenced
by:

gased on administrative record review and
interviews with facility staff it was determined the
facility failed to provide proper supervision for a
resident to prevent elopment. This was found to
be evident for 1 of 4 complaints reviewed during a
complaint survey conducted at the facility
(Resident #1).

Findings include:

F677

F689

Ifor those residents found to have been
laffected by the deficient practice?

Residents #1 has since been discharged.

IHow will you identify other residents having
the potential to be affected by the same

deficient practice and what corrective
lactions will be taken?

Istaff development nurse will audit curre
residents. Those who are at rtsk for

elopement will receive an individualized
re plan to reduce the risk of elopement

IWhat measured will be put into place to
nsure that the deficient practice does not
recur?

Istaff development nurse will re-educate
& licensed staff in need to timely &

What corrective action will be accomplished

8/13/2021
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Facility self-report #MD00159817 was reviewed
on 7/8/21. A review of the facilrty's investlgabon
revealed that on 10/26/20 Resident #1 exited the
facility by removing hlSlher wander guard device
and removing an air conditioning unit from the
window. The resident exited through the window.
A review of the facility's investigation on 7/8/21 at
10-00 AM revealed on 10/26/20 atapproximately
1340 hour.; (1:40 PM) a GNA was working on the
facility's Main Wing and observed that the air
conditioner for Resident #1's room had been
removed from the window and was lying on the
floor and the resident was not in the room. The
nurse was notified. and a search was initiated.
Resident #1's room was inspected at that time

and the resident's wander guard was observed on
the floor.

A continued review of the facility's investigation,
inlcuding a witness statement, revealed that prior
to the elopement Resident #1 was last seen by
staff at approximately 1:15 PM on 10/26/20.
According to the investigation, at approximately
1400 hours (2:00PM) on 10126/20 Resident#1
was returned 10 the facility by staff. The resident
was without hann or injury. The resident told staff
that he/she went a family memeber's home. The
resident was able to state the correct address,
although the resident's family memeber no longer
lives there. The resident was placed on 1:1
supervision upon return to the facility until being
transfered to the hospital for evaluation.

An interview was conducted on 7/8/21 at 12:30
PM with Staff #1, the Infection Control Nurse
(ICN). Staff #1 gave an account of the incident
that occurred with Resident #1 on 10/26/20 to the
survey team. She statedthat her position in
October 2020 was the Quality Assurance Nurse.

F689

accurately update individual care plans in
residents atrisk for elopement in order t0o
orovrde proper supervision.

How will the corrective action be monitored

to ensure the deficient pract:Jee will not
-ecur?

Staff development nurse will audit
hdividuals who are atrisk of elopement to
bnsure their care plans have been updated
{imely & that proper supervision is in place.
['his audit will occur monthly for 90 dates.
TTle results will be forwarded to QAPI for
eview &recommendations.
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She went on to say that the social worker told her
that Resident #1 had a previous history of
elopement prior to coming to the facility. Staff #1
stated that upon being informed of this. a wander
guard was immediately placed on the resident.
She stated that the social worker no longer
worked at the facility.

A medical recordreview on 7/8f21 at 1: OOPM of
Resident #1's Ouarterty Assessment dated
10/23/20 revealed a Brief Interview for Mental
Status {BIMS) Score of 8 out of 15. A SIMS is a
tool used to get a quick snapshot of how well
cognitive function.

The wandering observation tool for Resident #1,
dated 9/15/20, was reviewed on 7/8/21 at 1:15
PM. The following infromation was listed under
section 2. Definitive Risk Factors and question
#10O: Does the resident have Risk FactOJS for
Elopement or unsafe wandering? The answer
was marked yes.

Further record review on 7/812.1 at1:25 PM of the
care plan that was initiated for Resident #1 on
9116/20 revealed resident is at risk for elopement,
risk/wanderer AEB (as evidenced by) history of
elopement

An interview was conducted with the Maintenance
Director (MD) on 7/9/21 at 10:15AM and he
stated that currently all of the air conditioning
units (ACU) had a security screw that locks the
window down to prevent the unit from being
removed. He went on to say that ACU's are
checked weekly and that rooms are randomly
selected. He provided documentation of the
maintenance logs to the survey team. On
10/23/20 maintenance was done on all the rooms

F689
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and they were noted to be in compliance with a
result of pass.

During an interview with the Corporate Clinical
Director (CCD) on 7/9/21 at 1:30 PM he stated
that Resident #1 had never tried to elope from the
facility prior to this incident and the facility put
measures in place to prevent an elopement. He
went on to say that the facility had no way of
knowing that the resident would remove the ACU
from the window. He further stated that education
was provided to staff on wandering.elopement
and missing person drill and all resident rooms
were checked to ensure that the ACU's were
secured. Documentation was provided to the
survey team.

The facility is responsible for ensuring that all
residents are accounted for and are kept safe.

All concerns were discussed with the Corporate
Administrator, Corporate Clinical Director and
DON at the time of exit on 7/9/21 at 5:05 PM.
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S 000 tnmal Comments

A Complaint Survey was conducted at this facility
onsrte on July 8. and 9, 2021, by the Office of
Health Care Quality to investigate the following
complaints: MD00168270, MD00166587,
MDO00164104 and self report MD00159817. The
licensed bed capacity for this facility is 91, and
the resident census at the start of the survey was
82.and there were 8 residents induded in the
sample. Survey activities consisted of a review of
medical records, facility documentation,
interviews with residents, staff, family members,
and observations of resident and staff practices.
Administrative reports and facility policies and
procedures were also reviewed.

This survey identified non-Olmpliance with
Federal and State requirements that were
reviewed in relationship to complaint

MD00159817 and MD00164104.
The following deficiencies are a result of the

survey.

S 619 10.07.02.18 F Nursing Services-Charge Nurses'

Datly

.18 Nursing Services.

F. Charge Nurses- Daily Rounds. The charge
nurse or nurses shall make daily rounds on all
nursing units for which they are responsible,
performing such functJons as:

(1) Visiting each resident;

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

(3) To the degree possible, accompanying

S000

S610

s filing this Plan of Correction for the
burposes of regulatory compliance. This
Center is submitting this plan of correctJon
O comply with applicable laws & not an
pdmission or statement of agreement with
the alleged deficiencies herein. To remain
h compliance with all federal & state
r-egulc:1tions. the Center has taken or will
ake the actions set forth in the following
plan of correction. The following plan of
Correction constitutes the Center's
hllegation of compliance such that all
blleged deficiencies cited have been or will
be corrected by the date or dates indicated_

Please see POC for F658 & F689

CommuniCare Health Services- Northwest 8

13/2021

8/13/2021

OHCQ

IRECTOR'S OR PROVIDER/SUPPLIER REPRESENT.ATM'S SIGNATURE

¥,

STATE FORM

ESAARNTRARENEES Y

tiluG11

(X6) DATE

TITLE }
If continuation sheet 1 0f4




PRINTF[) 07/2'V2021
FORM APPROVE 0

hoe of Haatth Care Quial : " 3 -
i - N RA X2) MULTINLE CONSTRUCTION (1) BATE SRIIVEY
X1} PROVIDUKSUITUEREA A l %z (2 IV TVE -y |

TATERE NT LY (R INTRNCR N !
NOFLAN O CORRLU TROWN 08 NI ICATRN NUMOL R A BUILDING I e

C
07/09/2021

ft WINO

W OF PROVIDER OR SIFHLRKR STRITTINIRI . CITY. I>II\Tf, IIP COD(

NORTI'M'ESTHEALTHC:ARECENTER 601 PALL MALLROAD
BALTIMORE, MO 21215

SICMI\RY I-UTU. NT Of OHICJ[NCI[S D
(fo\CH I"i I\"In =Y MLLST o¢ rRI,-FNrNfw Al PRHIJ(
HYIN\."'IR1&  1L)[NILISIANI., INI OIUMIK)N) TAG

F'ROVIDI"R'S AN OI' CORRFCTION 00
(f\Ctgy CORRFCIM. ACItON SHOULD 8£ COMM CU:

CROSS-RE/IRE:NCU) TO THE APPROPRIATE DATE
DHICIENCY)

1'\4110
PRE.HX
1AL I

S 610 Continued From page 1 S610

ys.,0ans when visiting residents.

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

F6-."8

F6S9

Refer to CMS 2567

F6TT

S7 1007 02.20 E Nursing Services - Responsibilities | S 740
of DON 8/13/2021

.20 Nursing Services - Director of Nursing. Please see POC for F658 & F689

E. Respcnslblhties of the Director of Nursing. The
responslbrlitles of the director of nursing shall
include:

(1) Assisting in the development and updating of
statements of nursing philosophy and objectiVes
to oefme the type of nursing care the nursing
home shall provide;

(2) Preparation of written job descfiptions for
nursmg service personnel;

(3) Planning to meet the total nursing needs of
residents to be met and recommending the
assignment of a sufficient number of supervisory
and support personnel for each tOUr of duty;

(4) Development and maintenance of nursing
sel"Vlce policies and procedures to implement the
program of care;

HCQ
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5) Participation in the coordination of resident

services through appropriate staff committee
meetings on issues relating to:

(a) Pharmacy;

(b) Infection control;
(c) Resident care policies;

(d) Quality assurance programs; and

(e) Departmental meetings;

(6) Cooperation with administrationin planning

the orientation program and the staff
development program to upgrade the
competency of personnel;

(7) Ensuring that nursing personnel understand

the philosophy and meet the objectives;

(8) Participation in planning and budgeting for

nursing servaces,;

(9) Establishment of a procedure to ensure that
nursing service personnel, including private duty

nurses, have valid and current Maryland licenses;

(10) Execution of resident care policies unless

delegated to the principal physician or medical
director;

(11) Participation in the selection of prospective
admissions to ensure that the nursing home ' s
staff is capable of meebng the needs of all
residents admitted,;

(12) Coordination of the interdisciplinary resident

S740
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.60 Care Planning.

E. Disciplines shall update the care plans as the
resident's assessment warrants, but not less than

quarterty.

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

F657
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1
S 740 Continued From page 3 S 740
care management efforts; and
(13) Supervision of certified medicine aides to
ensure that the aides actwithin the limitations
and restrictions placed on them.
This Regulation is not met as evidenced by:
Refer to CMS 2567
F658
F689
110.07.02.6& Care Planning-Timing of Updates S2950 8/13/2021

Please see POCfor F657
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MARYLAND DEPARTMENT OF HEALTH
OFFICE OF HEALTH CARE QUALITY
SPRINGGROVECENTER
BLAND BRYANT BUILDING
55WADE AVENUE
CATONSVILLE, MARYLAND 21228

LicenseNo0.30033
Issuedto: NorthwestHealthcareCenter.

4601 PallM Il Road
Baltimore,MD 21215

Typeof Facility and Numberof Beds:
ComprehensiveCareFacility - 91 Beds

Datelssued: Julyl,2018

This licensehasbeengrantedto: Northwest SNF, LLC

Authority to operatén thisState is granted totheaboveentity pursuantto Thel-kalth-Genenl Article.
Title 19 Sedion 318.AnnotatedCodeof Maryland.1982Edition. andsubsgw:ntsuppementsandis subjed
toary andall statuory provisions.includingall applicablerulesandreguations promulgatedhereunder.
Thisdocumenis nottrarsli:radc.

Expiration Date: NON - EXPIRING

Petriscig Tomotir Dy, M

Director

Falsificationofalicenseshallsubjecrthe perpetratorto criminal prosecutiorandtheilllpositiollofcivil fines.




al MARYLAND
117 Departmentf Health

Larry Hogan,Governor A BoydK. Rutheiford,Lt. Govemor- RobertR. Nedl, Secretall

Office of Health Care Quality
55WadeAvenue- Bland BryantBuilding
Catonsvie, MD 21228

Septembed 2, 2018

Attn: Meir Preis, Administrator
NorthwestHealthcareCenter
460 Pall Mall Road
Baltimore, MD21215

Dear Mr. Preis

TheMarylandGeneralAssemblyrecently passedGenataBill 108 whichtheGovernothas
signedinto law. Thisnewlawauthorizeghe Secretarpf Healthto eliminatelicenserenewal
requirementgndlicensingfees. Thus, beginningn July I, 2018 theeffectivedateof thisnew
law, youarenolongerrequiredto submitalicenserenewalapplicationor submita licensingtee.
Ratheryouarebeingissuedheenclosechonexpiring license.

Althoughtherearenolongeranylicenserenewalrequirementsyouarestill requiredto
complywith all statutoryandregulatory requirementandaresubjecttodiscipline,including
licenserevocation, foanyviolationsof theserequirements.

It isyourauthorityto maintainacomprehensive cafacility with alicensedcapacityof 91
bedsunder theprovision of COMAR 10.07.02.

Thislicenseis to bedisplayedn aconspicuouglace ator neartheentrancef your
facility, plainly visibleandeasilyreadby thepublic.

Thebedandroom breakdownareattached.

Somensuranceompaniesequireproofof licenserenewal Becausg¢he Departments no
longerissuingrenewallicenses youmayforward thisletterto yourinsurane companyasproofof
yourcompliance witltheDepartmenslicensure requiremest If yourinsuranceeompanyhas
guestions, theynaycontactme,at410-402-8101.

Sincerely,

o B IS g
Margie Heald
Deputy Directoof FederalPrograms
Office of HealthCareQuality

201 H( PrestonStreetBaltimore MD 2120/ - health.marylandyov- Toll Free: /-877-463-3464- ITY:1-800-735-2258



Meir Preis, Administrator
Northwest Healthcar€enter
PageTwo
Septembed2,2018

Roomandbedbreakdown:
CATEGORY

Comprehensive
Care Facility

LOCATION

Main Hall

DuplexRooms:l,2, 3, 4,5, 6, 7,8, 9, 10,
12,14,15,16,20,22,24,

26
Triple Rooms: 18
Quad Rooms:| |
Total Main Hall

New Wing
SingleRooms:46

Duplex Rooms:4047, 48,49
Triple Rooms:41,42, 43,44, 45
QuadRooms: 50

Total New Wing

Terrace Unit

SingleRooms: 36

Duplex Rooms:3132,33,34,35, 37
Triple Rooms:38

QuadRooms: 39

Total Terrace Unit

Total Overall

TOTAL

36 beds
03 beds
04 beds
43 beds

01 beds
08 beds
15beds
04 beds
28 beds

01 bed

12 beds
03 beds
04 beds
20 beds

91 beds
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An onsite Revisit Survey was conducted at this
facility on March 5, 2021 and March 8, 2021, by
the Office of Health Care Quality to determine the
facility's compliance with the plan of correction
submitted for deficiencies cited during a
COVID-19 Focused Infection Control Survey that
concluded on December 2, 2020. The licensed
bed capacity for this facility is 91 and the resident
census at the start of the survey was 64, and
there were 7 residents included in the sample.
Survey activities consisted of a review of medical
records, facility documentation, and interviews
with residents, staff, family members, and
observations of resident and staff practices .
Administrative reports and facility policies and
procedures were also reviewed.

Effective January 29, 2021, the facility was
determined to be in compliance with the
requirements of 42 CFR Part 483, Subpart B, and
Requirements for Long Term Care Facilities.

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

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 to continued
program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/A7/2021

FORM APPROVED

OMB NO. 0938-0391

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

215346

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

COMPLETED

R
03/08/2021

NAME OF PROVIDER OR SUPPLIER

NORTHWEST HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
4601 PALL MALL ROAD
BALTIMORE, MD 21215

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

{F 000}

INITIAL COMMENTS

An onsite Revisit Survey was conducted at this
facility on March 5, 2021 and March 8, 2021, by
the Office of Health Care Quality to determine the
facility's compliance with the plan of correction
submitted for deficiencies cited during a
COVID-19 Focused Infection Control Survey that
concluded on December 2, 2020. The licensed
bed capacity for this facility is 91 and the resident
census at the start of the survey was 64, and
there were 7 residents included in the sample.
Survey activities consisted of a review of medical
records, facility documentation, and interviews
with residents, staff, family members, and
observations of resident and staff practices .
Administrative reports and facility policies and
procedures were also reviewed.

Effective January 29, 2021, the facility was
determined to be in compliance with the
requirements of 42 CFR Part 483, Subpart B, and
Requirements for Long Term Care Facilities.

{F 000}
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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 to continued
program participation.
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Initial Comments

An onsite Revisit Survey was conducted at this
facility on March 5, 2021 and March 8, 2021, by
the Office of Health Care Quality to determine the
facility's compliance with the plan of correction
submitted for deficiencies cited during a
COVID-19 Focused Infection Control Survey that
concluded on December 2, 2020. The licensed
bed capacity for this facility is 91 and the resident
census at the start of the survey was 64, and
there were 7 residents included in the sample.
Survey activities consisted of a review of medical
records, facility documentation, and interviews
with residents, staff, family members, and
observations of resident and staff practices .
Administrative reports and facility policies and
procedures were also reviewed.

Effective January 29, 2021, the facility was
determined to be in compliance with the
requirements of 42 CFR Part 483, Subpart B, and
Requirements for Long Term Care Facilities.
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PRINTED: 11/17/2021

t'l MARYLAND
Department of Health

Larry Hogall,Go i A eABoydK. R111he,filid, Lt. G,wenlor A Robertll. Netlll. Secretory

July8, 2019

Meir Preis, Administrator

NorthwestHealthcareCenter

4601 Pall Mall Road

Baltimore,MD 21215
Provider# 215346
Re: Notice of Deficienciesmposition of Denial of
Payments for New Admissions under Federal
Regulations,LossofNATCIIP

DearMr. Preis:

OnJune 23hrough Jun&6,2019, a annual survey conducted at your facilityhsy Officeof
Health CareQuality, determined thagour facility was notin substantial compliance with Federal
participationrequirements fonursinghomesparticipating inthe Medicareand/orMedicaid programs.

All references toegulatozy requirement(spntained in thidetterare found irTitle 42, Codeof
Federal Regulations.

Based on theomplaint survey which wasonducted at your facility on May 22019, the
facility wasinitiated onanenforcementrack.Based on thenclosed findings afune26,2019annual
sun,ey, thenforcement track continues, with remedy imposition dates based surtley that
initiated the enforcement track on May 24, 2019.

. IMPOSITION OF REMEDIES

As a resultof ourfinding thatyour facility is notin substantial compliance, tiiellowing remedy
(ies) will be imposed:

Impositionof denialof paymentfor newadmissionseffective August24,2019.

If substantial compliance is nathieved by November 22019, theCMS Regional Office
and/or the State Medicaid Agency ntayminate your provider agreement that date.

Pleasenote that this notice does notconstitute formal noticeof imposition of alternative remedies
or termination of your provider agreement. Should CMS determine that termination or any
other remedy iswarranted, CMS will provide you with a separate formal notification of that
determination.

201 1l Pn,s1n11S/-eetABaltimore, MD 21201 Aheulth.mary/und.gnvToll Free: 1-//77-463-3464A77'Y: |-, 00-735-225,






Meir Preis, Administrator
NorthwestHealthcareCenter
July 8, 2018

Page

11. AUTOMATIC CONSEQUENCES A\ RESULTOFIMPOsn-10NOFDENIAL OF

PAYMENT FOR NEW ADMISSION

Asa resultof the imposition oflenialof payment for nevadmissions effective Augugu,2019,
your facility is prohibitedfrom operatinga nurseaidetraining program fotwo yearsrom the lastday
of the surveySee8483.151

As a resulof thesurvey findings th€enter forMedicare and Medicai&erviceCMS) and the
Maryland StateMedicaid Agency havauthorizedus to infonn you thatledicare and Medicaid
payment forll newadmissions to youacility will be denied effective August 22019. Thisaction is
required by sections 1819 (h)(2)(B)(i), 18X8)(2)(D), 1919(h)(3)(B)(ii), and 1919 (h)(3)(C)(i) of the
Social Security Actln addition, you ar@advised thatshould you remain out of compliance, your
provideragreemenwill be terminatedby CMS and theMaryland Statéviedicaid AgencyonNovember
24, 2019.Please notéhat the denial of payment for new Medicare admissindsides Medicare
beneficiaries enrolled in Medicare managed gada@s. It is your obligation to inform Medicare
managed care plam®ntracting with youfacility of thisdenial of payments for new admissions.

If you disagree with thiaction imposed owgour facility, you or your legal representativey
request dearing before aadministrativdaw judgeof the Department of Health and Human Services,
Departmental Appeals Board (DAB). Procedures governingtoicessareset outin 42 CFR8498.40,
et seq You must file your hearing request electronically by using the Departm@ptsdals Board's

Electronic Filing System (DAB#ile) athups://dab.elile.hhs.gov no later than sixty (88ys after
recciviny thisfollcr. A copy of the hearing mpest shall beubmittedto:

Chief Counsel

Office of the GeneralCounsel
801 Market Street
Suite9400

PhiladelphiaPA 19107

Requests for &earing submittedy U.S.mail or commercialcarrier are no longer accepted as
of October 1, 2014, unless you dot haveaccess t@ computer or internet service. In those
circumstances you may call the Civil Remedies Dividmrequest a waiver from-&#ling and provide
an explanation as to why yaannot fileelectronicallyor you may mail a writtenequest for a waiver
along with your written request for a hearingwhitten requestor a hearingnust bdiled nolaterthan
sixty (60)daysafter receiving this letter, by mailing to the following address:

Departmenof Health& Human Services
Departnental Appeals Board, MS 6132
Director, Civil Remedies Division
330Independence Avenug,W.

Cohen Buildingg Room G644
Washington, D.C. 20201

(202) 5659462



Meir Preis, Administrator
Northwest Healthcar€enter
July 8,2018
Page3

A request for hearinghould identify thespecific issues and thiedings offactand conclusions
of lawwith whichyoudisagree42 CFR8498.40(b)(). It shouldalsospecifythebasisor contending
thatthefindingsandconclusionsreincorrect42 CFR8498.40(b)(2)You mayberepresentedly
counsel ad hearingat your owrexpense.

Shouldwe takeaction totenninateyour participation intheMedicare program, weill advise
you of your appeatights asa result of that action. Please note that those appeal rightsate and
distinct from theappeal rightgited above.

You will be notified separately by thdaryland Medicaid Staté\gencyregarding their
application oftheremedies in this letter.

. PLAN OF CORRECTION {POC)

A Poe forthedeficiencies identifiedn theattached CMS 2567 must bebmittedwithin 10 days
of yourreceiptof thisnotice. Failureto submitanacceptablé®oC bythisdatemayresultin the
imposition of remedies.

Your PoC mustcontainthefollowing:

Whatcorrective action will beaccomplishedor those residents found bave been
affectedby thedeficient practice;

How you will identify other residents having tpetentialto beaffected by theame
deficientpracticeand whatorrectiveaction will betaken;

Whal measures will be put into place or wegstemic changes you will makeensure
that the deficient practice doestmecur;

How thecorrective action will be monitored emsure theleficient practice will not
recur,i.e.,whatqualityassurance program will lpaitinto place;and,

Specificdatewhenthecorrectiveactionwill becompleted.

References taresident(s) by Residenghly asnoted inthepreviously provided
Resident RosterThis appliesto thePoCaswell asanyattachmentso the

PoC. It isunacceptabléo include a resident(s) name in these documents

since thelocuments are releaséalthepublic.

IV.  ALLEGATION OFCOMPLIANCE.

If youbelievethedeficienciesdentifiedin form CMS 2567havebeencorrectedyoumay
contactLauraNorman,SurveyCoordinator atheOffice of HealthCareQuality, 7120Samuel Morse
Drive, Columbia,MD 210463422with yourwritten credibleallegationof complianci.e. attached
lists of attendanceat provided training and/or revised statement®f policies/ proceduresnd/or



Meir Preis, Administrator

NorthwestHealthcareCenter

July 8, 2018

Pagd

staffing patterns withrevisions oradditions), If you chooseand soindicate, the PoC may constitute
your allegation of compliance.

If upon a subsequent revisit or by other meansyevidy thatthefacility is in substantial
compliance, wavill recommendto CMS thatheremedy (ics) béerminated.However, if the
seriousness of noncompliancieangedrom thesurveyfindings,theremedies selected mahiange.If
this occurs, you will badvised of anghange.

V. INFORMAL DISPUTERESOLUTION

In accordancevith §488.331, youhaveoneopportunity toquestion cited deficiencies through
informal dispute resolution procesgo begiven suchan opportunity, you are required to send your
written request, along with thepecific deficiency beindisputed, and an explanation of why you are
disputing the deficiency, to Margie Heald, Deputy Director, Oftitélealth Care Quality, 7120
Samuel Morse Drive, Columbia, MP10463422. This request must beent within 10days of your
receipt of the CMS 2567.

Informal dispute resolution fathecited deficiencies wilhotdelaythe imposition of any
enforcement action.

VI. LICENSUREACTION

As youareaware thecited Federal deficiencies hagecountempart inStateregulations.These
deficiencies arc cited on the enclosed State Fdtlease provide a plan of correction for these
deficiencies within 10 daysf receipt of this letterin theevent a revisit determines that substantial
compliance has notdenachieved, appropriate administratation may béaken against youstate
license.

If you haveanyquestionsoncerning thénstructions contained ithis letter, pleaseontact
Laura Norman at (410) 462003.

. 1.tdk ;5 Yitef)

PatriciaTomskoNay,M.D.
Executive Director
Office of HealthCareQuality

EnclosuresCMS 2567
StateForm
cc: GingerLevesque, CM&RO
Jane Sacco
LauraNorman

RondaWashington
Stevanne Ellis
File Il



Nanhwest Healthcare Center

MarylandDepartment of Health and Mental Hygiene
Office of HealthCareQuality

7120 Samuel Morse Driv&econd Floor

Columbia, Maryland 21048422

Provider Number 215346
DearLauraNor man A

Enclosed you wlll find Nanhwest Healthcare Center's Plan of Correction penaining ta the deficiencies
obtained during the recent survey that was conducted June, 26 2019.

This Plan of Correction constitutes our allegation of compliance with the federal and state requirements
panicipation in the Medicare and Medicaid program.

Sincerely

4601Pall Mall Rd, Baltimore MD 21215
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Ibis plan of correction is being prepared and
On June 23, 2019 Ihrough June 26,2019, an Iexecuted__isbeing_prepared andexecuted
annual Medicare/Medicaid Recertlftcation Sun,ey because ii is required by the provisions or the
was conducled by Ihe Office of Heallh Cara state and federal law, and not because
Quality. The facility's licensed bed capacity Is 91 >lorthwes| Healthcare Center admits or denies
andlhe census was 86 al the Ume of Ihe survey. he validity or the allegations or citations listed

on the pages or the suuement or deficiencies.
Survey activities consisted of a review of medical

records. interviews wilh residents, famUles, facility Llorthwesl| Healthcare Center maintains that the
staff andlhe Ombudsman, aswell as alleged deficiencies do not jeopardize thehealth
observations of residents and staff practices. and safety of the residents, nor are they of such
Administrative reports and facility policies and Icharacter a.s 10 limit our capacity to render
procedures werareviewed as well. adequate care.

Aninvestigation of seven facility reported
incidents: MD00125126, MD00125541,
MD00131256. MD00133427. MD00135093,
MD00135226, MD00141529 and MD00141262
was also conducted.

The following deficiencies are a result or lhls

survey:
F Resident RIghls/Exercise of Rights F 551
550 | CFR(sJ: 483.10(aX1K2)(b)(1)(2)

SS=D
§483.10(a) Resident Rights.

The resident has aright to a dignified
existence, self-detennination. and -
communication wilh and access topersons and
services inside and outside the facility,
including those specified Inlhis section.

A §Iit|’:J:10(aK1) A facility musttreal each resident
with respect and dignity and care ror each
resident in a manner and in an environment |hal
promotes maintenance or enhancement of his or
her quality or life, recognizing each resident's

uaon;g%nscmns OR FROVJFEUSUPPLIER REPRESENTATIVE'S SIGNATU! TITLE (X5) DATE
w A 1 J, 2li2lig

=

Any deflClencySlalemenknda,gv.ilh anasterisk") denolas a delldency which halnsaullon maybe excused™" c:anecting Pll'mling U ISdetenninecl
Ihal alher saleguanSs provide sufficientr,,oleclian la Ihe palienls,(Seelns--.)Exceptror musinghomes, Ihe rmcfingsslatedaboveare disdasallle
911daysrallawilg Ihe date al survey whethern1 nala planal COffl!Cllon Ispravided. FarnlliSIng homes, Iheabave fim!Ings and plansor canectiaran,
disclasable 14 days falloY,;ng Ihe date Ihesedocuments aoe made avallallfo tallleradiiy, 11deflclcncies areciled, ana planal COffl!Cllanis
n,qulsitelOconlinued pn,gram palliClpalian.
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Individuality. The facility must protect and
promote the rights al the resident.

8483.10(aX2) The facility must provide equal
access to quality care regardless of diagnosis,
severity al condition, ar payment source. A facility
must establish and maintain idenUcal paHcles and
pracUces regarding transfer, discharge, andthe
provision al services under the Slate plan for all
residents regardless of payment source.

§483.10(b) Exercise al Rights.

The resident has the right ta exercise his arher
rights as aresident al the facility and asa
citizen arresident of the United Slates.

8483.10{bX1) The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or
reprisal from the facility.

8483.10(b)(2) Theresident has the right lo be
free of interference, coercion, discrimination, and
reprisal from the facility In exercising his orher
rights and to be supported by the facility in the
exercise of his ar her rights asrequired under
this subpart.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, interview and
observation, ii was determined the facillty staff
failed topromote care for residents inan
environment that maintains or enhances each
resident's dignity and respect in lull recognition
or his or her individuality by labeling residents as
"feeders- on pasted staffing boards. This
occurred on 1 ol 3nursing units' staffing boards.

The findings included:

Corrective ocllon:
The Slaffing lisl was com,cled and the
verbiage removed.

Identiry others with potential ID be
affected:

slaffing boards 10 ensure that there isno
inforrnalion on the boards thal would be

Measures to prevent reoccurrence:
The S1affing Development Educalor
reeducaled lhe nursing slalfon protecting

by nolusing undignified labels of resident
proper assignmenl litles.

Monilorlng of corrective actions for
residents affected residents:

An audit will becompleled by nursing
supervisor 10 ensure 1he nursing siaffing

prolecllhe dignily andrespect of the
X4 1hen monlhly X2. The results of the au

will be reviewed by Ihe QAPI Commiuee
review and comment.

The adminislralor audiled 1he facility nursing

undignified or disrespectful of the residents.

dignity and respecl of aresidenlS individW1lily

boards do not have any undignified labels and

residenLs. The audil willbe compleled weekly

the

s by

dits
for
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On 6-23-19 al8:40AM it was observed on lha

Main floor nursing unll's slaffing board Ihe slaff

had wrillen on lha lower righlhand comer Iha

word" Feeders. A Undemeal h fe
[name of slafl) 68 and [name of slafl) 10A. The

Iwo residents wereldentified by Iheir room

number and lhe name of Ihe slaff who was lo

assist withlheir meal.

"Feeder" is anundignified label meaning a
residentis Incapable of ealing by themselves and
is dependent onlha nursing slaff tofeed Ihem.

Labeling residents in an undignified manner on
staffing boards was confirmed by Ih8 Director or
Nursing on6-23-19 al 8:40 AM andlha
Admlinlsiralor on 6-23-19 al 8:45AM.

F Medicaid/Medicare Coverage/Liability Notice F582

582 | CFR(s): 483.10(gK17)(1B)(IHv) Corrective action:

SS=0 - The resident represenuuive of 1he residenl #SO
§4B3.10(gK17) The facility must- . was conlacled and infonned llllliihe facility
(i Inform eaeh Medicaid-eligible residenl, in failed 10 provide The Nolice of Non-Medicare
wriUng. at lhe Ume of admission lo the nursing Coverage.

facility and when the residenl becomes eligible
for Medicaid of-

(A) Theitems and services that are inciuded in
nursing facility sel'llices under the Slale planand
ror which Ihe residenl may nolbe charged;
(B) Those olher ilems and services lhat the
racilily offers and for whichlhe resident may

be charged. and Ihe amount of charges for
Ihose sel'llices; and

(ii) Inform eachMedicaid-eligible resident when
changes are made to Iheltems and sel'llices
specified in 84B3.10(g)(17)(1)(A) and (B) of Ihis
seclion.

Identify others wllh potential to be
affected:

The current residenLs who have used Iht:ir
Medicare benelil over Ihe lasl 60 days will be
audiled by Ine MDS coordinalor 10 seeif
anyone w_asidenlilied as requiringa NOMNC
and if no nolice wasprovided lhe re.sidenl or
residcnl represenlalive will be nolilied.

FORt.1CMs-2567(02-99)Pravlous. Velliono Obsalete EwnlID.:FFPH11 Faeilly 10::10033 If canUnuallarslleelPage 3al 17
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§483.10(g){18) The facility must infann each
resident before, or at the time or admission, and
periodically during Iharesidenrs stay, al
seivices avallable in the facility and or charges
for those services, including any charges for
seivices not covered under Medicare/ Medicaid
or by the lacllity's per diem rate.

(I) Where changes Incoverage ara made ID
items and services covered by Medicare and/or by
the Medicaid State plan, Iha faclDty mustprovide
notice ID residents ol Ihe change as So0n asis
reasonably possible.

(ii) Where changes are made locharges for
other items and services that the facility otfers,
the facility mustinlann theresident inwriting al
least 60days prior ID implementation of Iha
change.

(iii) If a resident dies orlshospitalized orls
transferred and does nalreturn lo thefacility, the
facility must refund ta the resident, resident
representative, or estate, as applicable, any
deposit or charges already paid, less the
laci6ty's per diem rate. ror ha days the resident
actually resided or reseNed or retained a bedin
the facility, regardless of any minimum stayor
discharge notice requirements.

(iv) The faciUty must refund lo theresident or
resident representative any and all relUnds due
theresident within 30days from the resident's
dale ol discharge from the facility.

(v) The lenns or an admission contract by or
on behalf ol an Individual seeking admission to
Ilha facility must not connicl with the
requirelllenls of Inese regulations.

This REQUIREMENT Is not met as evidenced
by:

Based on areview or the facility's Bene ciary
Prolecllon Notifications and staff interview It was
determined that Iha facility staff laHed lo ensure

vamiAAmtA vAanAbiAAd A Al ARt AR A AR ARA TN

FORM CMS-2557(02-99) Praviau& Versions ObsDICla Evonl ID: FFPHI 1

Nlensures 10 prevent reoccurrence:
TheRegional Reimbursement Care
Coordinator will reeducate the Social
Services Director, MOS coordinator and
Business office manager on providing the
NOMNC a.sper regulatory guidance.
Weekly the list of residents withpotential
change of coverage or ending of coverage will
bereviewed lo monilor if the NOMNC needs
to be provided.

Nonltoring or corrective aetians far
residents affected residents:

The adminismuor will perfonn a monthly
audit ror the next three months of residents
who have been using their Medicare benefit,
who are having aclllinge in coverage, to
monitor for proper nolificalion. The findings
or the audits will bepresented atQAPI ror
review andcommen1.

Fncifity 1D:311033 licontinuation sheet Pagedol17
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Continued From page 4

Medicare part A coverage (#50). This was
evldenl fer 1 cut of the 3 residents reviewed for
Iha SUJVey's Beneficiary Protection NcUficaUon
Review.

The findings are:

A review of Resident #S0O's beneficiary p,olecUon
notificalon revealed Ihallhe resident's start dale
for Medicare Part A services was en August 16,
2018and wouldend enOclcber 1, 2018. The
review also noted that no ncUfication was
provided lo the resident or a representative party
(RP).

The Admlinlslralor was interviewed on 6/26/19 al
8:35 AM. He said they did not give the Notice of
Non-Medicare Coverage (NOMNC) la Iha
resident The resident did not use up the 100
days of Medicare Part A coverage. Theresident
went to the hospital prior to this date and the 100
days reset and were available. Administrator
said he would call the RP to inform him of Ihls
InformaUon.

Safe/Clean/Comfortable/Homelike Environmenl
CFR(s): 483.10(1)(1H7)

§483.10(j) Safe Environmenl.

The residenl has a right lo a safe, clean,
comfortable and homelike environment,
including but not limited to receiving treatment
and supports fer daily IMng safely.

The facility mustpr ovi de A
84B3.10(iX1) A safe, dean, comfortable, and
homelike environmenl, allowing the resident to
use his or her personal belongings 101he
extent possible.

F58:

F 58’

’130/19
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(ii This Includes ensuring |hat theresident
canreceive care and services salaly and that
the physical layout of the facility maximizes
resident independence and does not pose a
safely risk.

(ii) The facility shall exercise reasonable
care !or the protecllion of lhe resident's property
from loss or Ihefl.

8483.10(1K21 Housekeeping and maintenance
services necessary to maintain a sanitary,
orderly, and comfortable interior,

§483.10(i)(3) Clean bed and bath linens Ihat
are ingood condiUon;

8483.10(i)(4) Private closet space Ineach
resident room, as specified In §483.90 (el(21(iv);

8483.10(il(S) Adequate and comfortable lighting
levels in all areas;

§483.10(i)(6) Comfortable and sale
temperalure levels. Facililies inilially certified
after October 1,1990 must maintain a
temperature range of 71to81°F; and

§483.10(11(7) For Ihe maintenance of
comfortable soundlevels.

This REQUIREMENT isnot met e%videnced
by:

Based on surveyor observaUon and residenl
Interviews, It was determfned that lhe facility
failed to provide a safe, clean, comfortable and
homelike environmenL This deficienl practice
has lhe potential ta affect allresidants.

The findings Include:

- The debris and food remnanlS in room 3!1
ere immediately cleaned up; theshower room
"2 wns scrubbed and the excessive mold-like
j)uild up was removed and the hale an the WIIII
as patched.

- The bathroom in room 1 2
alesrepaired

IC. The floors in bolh bathrooms have been
°"placed, cleaned and die pest vendor has
bnspecced the balhroams. The melal vent anthe
Dor wns repaired.

- The dried up liquid an the floor of room 4
Vlls mopped clean.

- The scoined sheelS in room 38 were removed
nd senl10 laundry. And the food remnants on
he floor were cleaned.

I'. The wheelchairs far rooms 3 and 4 have been
Checked ond fixed.

- The !rash an Ihe floor of room 20 was picked
LIP.
1. The shower room #2 and roam 38 were bolh
leaned and the feces were cleaned up.

|- Rhe room for resident #4 was thoroughly
Cleaned.

velaaneBl up and

FORM CMS-2567(0299)Previous Versions Obsolele
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inleiviews the following obseivations were made:

Al8:42 AM Room 39 bed C was obse,ved to
have opened, crumbled cookies and a soft drink
cuplidon the noor. The sink inRoom 39 had
multiple crumbs and dried brown liquid stains on
ii. Inspection or downstairs Shower Room #2
revealed excessive mold buildup in the shower
and grey cloth bins used lo store wet towels. A
hole was obse,ved In the back wall orthe
Shower and 2 drain mes were seen hovering in
Ihe shower.

Al8:44 AM Room 12 was obseived with holes
Inthe wall. The bathroom inthis room had toilet
paper and trash discarded on the lloor.

Al8:46 AM the two balhrooms adjacent to
Shower Room #2 were inspected. The left
balhroom was obseived to have loose, wooden
noorboards. The toilet In this bathroom was
clogged with toHet paper, a Styrofoam cupand
an orange Juice container. The toilet seat had
mulUple dried reces stains. The right bathroom
next to Shower Room #2 halbored multiple drain
Dies and a strong odor or urine. The white, melal
air venl on this doorwasin disrepair and was
obseived jutting out an inch from the door In one
comer.

Obseivation or Room 4 at 8:48 AM revealed a
wheelchair with'tom armrests, a floor with
dried liquid spills and dressers that were worn
and scraped in mulliple places.

InspecUon of Room 38 at 8:50 AM revealed

brown stains on the sheets orbed A, with food
crumbs and a half eaten sandwich In anopen
bag below the bed. Bed CinRoom 38 had an

In,eMainlenances u p e n Avillsomplete an
[Ludil or facility wheelchairs 10 ensure dte anns
and legrest orein good condilion and function.
R.egional EVS direclor will conduct anaudit of
he buildings, il's walls, Doors, 10ile1S and
bowers 10 ensure 1hal:

I. Nolrash s left behind on the Doors.

2. Toilets are clean

J. Showers ore free from excessive
mold-like build up.

4. Linens are clean and free from stains

S.Floors ore mopped and clean and
"rec of debris and spills.

Nlensures 10 pre,-ent reoccurrence:

The slarreducalor will reeducate dte nursing
staff, housekeeping and mainlenance s111ffon
the process for auditing and reponing
equipmeni and snnilalion issues lhroughoul
dte facilily. In oddilion the depanment heads
will beprovided education on completing
leadership round that aids in routine
monitoring or safe andsanitary environment,
facility repair items that may need repair and
overall homelike presentation of the facility.
Rouline Prevenlalive Mainlenanee taskswill
bereviewed and completed SX/week by dte
Maintenance DireclOr. Slaff may repon safety
andilems needing repair viaour TELS
syslem.

Random Leadership rounds will be completed
weekdays by the IDT 10 monitor for safe,
sanitary and home-like environment

FORM CMS-2567(0299) PreftOUS Versions ODsalele
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F 584] Continued From page 7
uneaten open sandwich on the Roor along Monitoring of corrective nclions for
wilh drink lids and plastic trash. residents nffected residents:
The Prevenlalive Maintenance nudits by the
At9:03 AMRoom 3 bed A's wheelchair |viaintenance Director as well ns
was observed with tom foot supports. nlerdisciplinlll}' Team leadeiship round
udits will bereviewed biweekly x 2 then
InspecUon ofRoom 20 al 11:16 AMrevealed Monthly x2 by the Quality assUI"lllice nurse for
Irash on the floor and a ripin the room's Chair. ,fends and areas of opponunily. 1he findings
)ofthea u d will e presented al QAPI for the
0On6/26/2019 at 8:21 AM the right side balhroom, tnext 90 days for review and commenL
inbetween Shower Room #2and Room 38, was )l.egional EVS Direclor will conduct an audit bi
observed to have multiple feces stains on the lweekly x2 nndthenamonthly audit x 2 of one
toilet seal The toilet was backed up with toilet unil per audit to audit the walls, Doors, toilets
paper and approximately 15 drain flies were jmd shower roomsin order lo ensure that these
hovering and landing on the feces found on the re clean, free of debris, and are in ahome-like-
toilet. nvironment slate. The resuhs of these audits
ovill be presented at QAPI for review and
The Adminis!rator and Director of Nuising were omment.
made awan, of Ihese findings on 6/2612019
during Ihe axilconference.
2.0n6-24-19 at9:53 AM Itwas observed that
Resident #4's bedroom an,a of the three peison
room haddirty clolhes piled onthe floor on lhe
left side of the bed. The dolhes had used plastic
spoons on top as well as used straws and food
wrappers. The bedside Chesl had abroken
drawer wilh assorted ilems duttered onlop. The
bed had alarge brown stain on lhe bedpad,
wadded up sheets and lhe smell of ammonia.
The smell bolhen,d Resident #72, who also
resided inlhe room andthe third resident was
unable to verbally communicate.
The observation was confirmed by the Director of
Nursing on06/24/19 12:03 PM.
F Free from Abuse and Neglect F60
600 |CFR(s):483.12(a)(1)
SS=D
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8483.12 Freedom from Abuse, Neglect,

and ExploitaUon

Theresidentas the right to belT€€ from abuse,
neglectmisappRJprlallon of resident property,
and exploitation as derinedn thissubpart. This
iuzludes butisnotlimited to freedomfrom
corporalpunishment|nvcluntaryseclusion and
Btly physical Or chemical restraintot required 10
ItealOle resident's medical Symptoms.

§483.12(a) The facility must

8483.12(a)(1) Not use verbal, menlal, sexual,

or physical abuse, corporal punishmentor
involuntaryseclusion:

This REQUIREMENT Isnot met asevidenced
by:

Basedon facility invesligaUon, medical recant
review, and facility slaff end resident Interviews. it
was detennined !hatthe facility failed toprevent
enincident or verbal abuse. This was evident for
1ol1lresidenlFResidentt72)reviewed for
verbal abuse duringannual survey.

The findings Include:

Resident #72hadahistory orusing prafanlly
nd was can, planned for vmbally abusingthe
Facility staff. On 6-5-19, Stalf#J requested
Residentt72move I',0rp another resident's
doorway as Ihe residentwassleepingResident
- #72,who was faceliming onhl!lher phonewas
speaking loudly and had the phone's volume on
high, The person on Ihe phone wilh Resident #72
overheard Staff#3's request and began shouting
atstaff #3 and thenResident #72 began shoulrlg
at Staff #3. Staff #3lhen stated to

Y'esident #72 was admitted to Ihefacibly O [ [11]

Correctiveortion:
The verbal abuse to Residdrit72 had alrendy
occum-d. TheSocial Workerevaluated
rellident anddetennine nadversesffect to
then:sidenLS1aff# J nolongerisemployed
111facilily.
Idcmtiry olllen ,vith potenriallO
11ffectl'd:
Currentn:sident11:ive thepotentinl tobe
alTecled Thecurrent residents deemed
interviewableae intenicwed related to
possibility ofabuse. Identifieds.11ueswill be
investigl1lledhnd n:poned asecessary. Non
I nt el ' rAsidenhoawvhile bavetheir
RP.Guardianconlactcdo validate iftherean:
anypotenliakoncerns relateth abuse.
leiisarestupttventreoecurrenre:
Staffdevelopmentoordinalomill provide
educationo currentstaffonlhedefinition
;ind prevention ofabus@&lewHin:swill have
their background checked fpotential
previousibusecomplainlll. Annuallyand
upon hiresllIfT arcprovided education othe
abuse reponingnp\'CStigation and monitoring
systems.
Monthly during leadenihipoundll
intmiewabJe midentsill beinlerviewed ag
to anyrepons of abuse nndtaff will remind
themorlhenei:dtorepon tostDff, shouldlhey
feel they mayh;webeenabused. Duringhe
nexl Residem Counciheeting the residents
will be reminded that Thembudsman,
OHCQ and complaint line phone numbare
postedhroughout thefacilily.
WeekdaysLhc Social Service Director will
reviewgrievancdodg for potentialarensof
abuseldenlified areaswill immediately be
reponed to the Slatés required.
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697 | CFR(s): 483.25(k)
55=0
8483.25(k) Pain Management.

The facility musl ensure that pain management
is provided lo residents who require such
services, consislent with professional slandards
of practice, the comprehensive person-centered
care plan, and Iharesidenls' goals and
preferences. This REQUIREMENT is nol met as
evidencedby:

Based on a review or Ihe clinical records and

1X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (ac$)
PREFIX (EACHDEFIOENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CGIFIII110N
TAG REGU1.ATOAY ORLSCIDENTIFYING INFORMATION) TAG CROSSREFERENCEDTD THE APPROPRIATE DATE
DEFICIENCY»
A/l 30
F60Q Continued From page 9 F 601
the person on the phone "we can meet out onlha Monitoring or corrective nclionsror
slreet" andretumed the verbal alten:alion yelUng residentsnrrecred residents:
at both the person onlhe phone and Resident The social worker will complete a biweekly
#72. The other facility Slaff present removed Slaff x2 and !hen monthly x2 oudir of grievance
#3 and while slartfng aninvestigation;Resident logs and selheports ofalleged abuse lo
#72 called Ihe police. When Ihe polial arrivedlha ensure thal Ihc facility is following up on
officer told Resident #72 lo lake his/her concerns possible incidenlS of abuse. Thefindings of
10racilily managemenl. Ihe audil will beprcsenled nt QAPI for review
and comment.
Slaff #3left and has never relumed tolha
facilily. Interview wilh Resldenl #72 on 6-24-19
at9:50 AM revealed, "I had words with Slaff #3
and i is laken care of n o WWh&n asked howit
was taken care of Resident #72 staled [Slaff#3]
isnolonger here. | have no more concerns wilh
Ihe facilily.
The lacilily investigated the Incident prompUy,
police notified, Office of Health Care Qualily
notified and Slaff #3 was reported to lhelr
respective licensing board. Slaff #3 never
returned to lhe facifity.
The above verbal abuse by facilily staff was
confirmed by lhe Adminislraloron 6-24-19 at
10:00AM.
F Pain Management F697

Corrective oellon:

Residenl # 52 wasSassessed for pain
management and the Record will be provided
a lale enlry for adminisll'lition of Ihe
Oxycodone on6111/19 and 6/20/19. The
Nurse could nolrecall thepain score
assessment so documentation could nol be
enlercd as a lale entry.
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F697 Continued Fram page 10 F691] Identify orhers wilh porenlinl to be
slaff Interview it wasSdetennined Ihat Ihe facility nffecred: _
slaff failed to document Ihe administered of pain An audir \Viii becompleted by the nllilling
medication and monllor Ihe effectiveness. This supervisor of current residenlS receiving pain
was true for 1 out of Ihe 31 resldenls (Resident medications 10ensure the adminisrrntion of
#52) reviewed for pain management during lhe the medication and assess the need for the
annual recertification survey. medications are being documented.
Interventions and Core plans updated os
The findings Include: needed.
Measures to prevent reoeeurrenee:
Medical record review of Resident #52's clinical Charge nurses ,viii beprovided education by
record revealed on06/24/19 Iheresident's the Siaff Development Director onthe
primary physician ordered: Oxycodone IR 10 mg documenlation of administrnrionond
tablets 2 mg by moulh every 4 hours asneeded evaluation of Pain.
for pain. Oxycodone is an opioid medication Director of Nursing \Viii monitor pain
used to treat moderate lo severe pain. management via the SV\Yeek clinical
meeting and follo\Y up as needed. ResidenlS
Medical record review revealed Ihe facility will hilve a pain evaluation on admission,
staff failed to document the administration of readmission ond change of condition
Oxycodone. Review of the Individual Naraillc i\lonlloring ofcorreclive actions for
Record revealed that Oxycodone was removed residents offecled residenls:
from the supply box on06/11/19 and 06/20/19. The Din:ctor of Nursing will audit SresidenIS
narcotic administrationrecords for
Interview with Ihe Director of Nursing on 6124/19 documentation of pain medication
al 11:DD AM confinned lhe facility staff faHed to administration ond monitoring of
thoroughly assess lhe need for painmedication effectiveness. This audit will be compleled
for Resident #52 and document Ihe doily X5 for 4 weeks and monthly x 2 AThe
administration of a strong narcotic. lindings of Ihe audits \Viii be presented or
F LabeUStore Drugs and Biologicals F761 QAPI for the next 90 days for review and
761 | CFR(s): 483.45(gXh)(1K2) comment
S5 8483.45(9) Labeling of Drugs and Biologicals
Drugs and biologicals usedinlhe facility must
be labeledin accordance with currently
accepted professional principles, andinclude
Ihe appropriate accessory and cautionary
instructions, andlhe expiration date when
applicable.
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84B3.45(h)Storageof DNgsandBlologlcals

8483.45(hM1) In accordana®ilh Stateand
Federalaws,lhe facility mustsloreall dNgsand
biologicalsin locked compartmentsnderproper
lemperalure controls, and penaiily authorized
personnel Idhaveaccesdo lhe keys.

8483.45(hX2)Thefacility must provideseparately
locked,permanenUwaff,xedcompartmenlgor
storageof conlrolleddNgslistedin Scheduldl of
Ihe Comprehensiv®Ng AbusePI8venlionand
Conlrol Act of 1976andolherdNgssubjectio
abuseexceptwhenthefacillly usassingleunit
packagelNgdistributionsystemsn whichlhe
quantily stored isninimal and a missingdose can
be readily detected.

ThisREQUIREMENT isnot metasevidenced
by:

Basednobservation andlalf Interviewii was
delenninedhatlhefacility failedlo ensure
medication cartererekepisecureand
medications thoroughly labeledlh residents'
name anddated when Ihenedicationwasopen.
Thiswasevidenlduringl of 2 medication
administratiorreviewsandfor 2 of 4 medication

cartsobserved during IheMual survey process.

The findings are:

1)Surveyor observed medication administration
on6/24119 Aller Slalf#6administerednecficalion
il wasobservedt8:32AM thatlite drawer
conlalning controlledsubslancewas partially out
rrom Ihe medicationcartThe drawerwas pulled
andiite staff membeshownlhal eventhoughinhe
cart wadocked, Ihedrawercould stillbe pulled
out.Slaff #6acknowledgedhatii shouldhave
been dosedndpushedhadrawer

Corrective action:

TheCans wereecured oncieniified. The
unlabeled, undated medications were
discarded.

Idenllryolherswith polenllol10be
offected:

TheDirectoror Nursingwill auditthe
medication carts to ensure for proper secure
capabilily medicationdabeledproperlyand
proper handlingfor opening datesr
medicationrbiologicals reflected when
necessary.

Measureso preventreoccurrence:
StulTDevelopmenEducalowill provide
reeducatioriOthelicensednursegelatedto
their responsibilityor thesecuringor the
medicatiorandlrealmentansThepolicy ror
properdatingand labelingr medications will
alsobereviewedwith thelicensed nurses.

Monitoring of corrective octlonfor
r.-sidenlSaffected residents:

Weekly theUnit Monagersldesignesill
audit the medication cons forsecurity,
medications beintabeledappropriately with
residentsname and dated egpropriate. This
auditwill becompleted biweekly 2 then
monthlyxl. Thelindingsohheauditswill be
brought10QAPI rorreviewond comment.
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shut The conlrolled substance drawer has a
separate locked compartment that was still
lacked but such drawers are lo be secured
wllh two separale locks.

The Administrator was Inlerw,wed on 6/24/19
and hesaid he understaad lhe findings.

2) Observation of Iha medicaUon carts end
treatment carts an 06/24/19 at 08:38 AM
revealed Ihe following:

1. Artificial lears had no daleloindicate whenll
was opened an Trealment Cart #1 on main hall.
Avrtificial tears are eyedrops used to lubricate
dry eyes and help malnlaln moisture anlhe
outer surface of lhe eyes.

2. Timolol eye drops had no date toindicate
when it was opened on Treatment Cart #1on
main hall. TImolol eye drops medicaUon Is
used lo treat high pressure inside Ihe eye due
toglaucoma.

3. Lanius insulin had no date taindicate when It
was opened on Treatment Cart #1an main hall.
Insulinisa hormone Ihat works by lowering
levels al glucose (sugar) In the blood.

4. Lalanoprost eye drops hadno date lo Indicate
when Itwas opened on Treatment Cart#1 an
main hall.LalanDprost is usedto treat high
pressure inside lhe eye due toglaucoma.

5. Brea Ellipla had no date toindicate whenlt
was opened an Treatment Cart#1 onmain
hall. Breo Ellipta is a prescripyon medicine
used to treat chronic obstructive pulmonary
disease (COPO) and aslhmainadults.
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6. Genlamicin vial had no dale loindicate when
itwas opened on Treatment Cart #2 on main
hall. Gentamlcin injection is used to prevent Or
treat a wide variety of bacterial infecUons.

7. Prezista tablets had no date lo Indicate when
it was opened on Treatment Cart #2 on main
hall. Prezista isused 10 treat HIV.

8. Symbicort Inhaler had no date lo indicate
when It was opened On Treatment Cart #2
onmain hall. Symblcortis a medicine for the
treatment of asthma and COPD.

9. LithiumboWe had no dale toindicate whenit
was opened 0N Treatment Cart #2 on main hall.

Lithium isused lo treat the manic episodes of

bipolar disorder (manicdepression).

Interview with the Director of Nursing on 06/24/19
08:38 AM confinned the facility staff faHed to
ensure medications were thoroughly labeled with
residents' name and dated indicating when they
were opened.

Food Procuremenl,Slore/Prepare/Serve-Sanitary
CFR(s): 483.60(i)(11(2)

8483.60(i) Food safety requirements.
The facmty must -

A48 3. 6 0Rrdcyre fdodl frok sources
approved or conSidered satisfactory by
federal, stale or local authorities.

(i) This may Indude food items obtained
direclly from local producers, subject lo
applicable Stale and local lawsOr regulations.
(li) Thisprovision does not prohlbil or prevent

F761

F81:

7/30/19

FORM CMS-2567(02-99)Previous Versions ObSaleto

€Venain: FFPHLL

FadlllylD:30033

licanlinuallanslleetPage 14 0117



PRINTED: 07/0812019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ 0033.0391]
STATEMENT OF DEFICIENCIES (XOPROVIDERISUPPUERICLIA I(f,UIRE CONSTRUCTION JC3DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: N COMPLETED
C
215346 B WING 08/26/2019
NAME OF PROVIDER DR SUPPLIER S1REET ADDRESS, CITY, STATE. ZIP CODE
4801 PALL MALL ROAD
NORTHWEST HEALTHCARE CENTER
BALTIMORE, MD 21215
IX4)1D SU1,1MARV STATEMENT OF DEFICIENCIES ID PROVIDER'S PI.AN OF CORRECTION (1183
PREFIX (EACH DEFICIENCY MUST BE PRECEDEDBY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cg ETIIN
TAG REGULATORY' OR LSCIDENTIFYING INFORMATION) TAG CROSS,REFERENCEO10THE APPROPRIATE N
DEFICIENCY)
7/30/19
F 812 Continued From page 14 F 81:] Correcri,-e action:

facilities from using produce grown in facility
gardens, subject tocompliance with applicable
safe growing and food-handling practices. (lii)
This provision does not preclude residents from
consuming roods not procured by the facility.

§483.60(11(2) AStore, prepare, distribute and
serve food in accordance with professional
standards for food service safely.

This REQUIREMENT Is not met as evidenced
by:

Based on obselllauon of the facility's kitchen, ii
was determined lhal food service employees
failed to ensure that sanitary practices were
followed, and equipment was maintained in
order lo reduce the risk of foodbome iliness.
This deficient practice has the potential to affect
allresidents.

The findings include:

On6/23119 at 8:26 AM, atour oflha facility's
kitchen was conducted and revealed the
following:

In the room being used 10slore chemicals a
cart containing uneaten, uncovered food was
observed with drain flies circling aroundIt. This
room had plaslic trash, drink lids and food
wrappers discarded on the ground. The drywall
under the shelving which housed cleaning
chemicals was absented In disrepair.

At 8:32 AM the facility's refrigerators were
inspected and revealed a dead fly on the bottom
metal tray of Ihe Victory freezer. The bottom of
the True refrigerator was found to haveala,ge
puddle of spilled milk. Inspection of the Traulsen
refrigerator revealed unlabeled, undated

The refrigerator was cleaned and unlobeled
and undated food ilems were removed.
Chemical storage room wascleaned and the
wall was repaired. Ceiling tile in dry storage
room was fixed. Light bulb in fume hood was
replaced and ice machine was cleaned.

Identif>- others wilh potential to be
affected:

The dietary manager will audit the kitchen to
ensure sanitary practices are being followed
and audit the equipment to ensure Ibey are
mainlained in order.

Measures lo prevent reoccurrenee:

-he Regional Dietary manager will reeducate
he dietary staffon ensuring sanitary practices
ore being followed and that equipment is
naintained in order.

Monitoring of corrective actions for
rosldents affected rosldents:
trhe Dietary Manager will perform abi weekly
audit x 2 and then monthly x| of the kitchen 10
nsure sanitary conditions and that lhe
F'luipment is mainlained in order. Finding of the
oudits willbe brought to QAPI for review and
lizomment
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conlalners of jelly, applesauce and sliced cheese.

Al8:36 AM the kitchen Ice machine was
observed with stains and spills onthe outside
cover and dark mold growth beginning to slick
tolheinside where ice Is produced.

At 8:37 AM inspection of the dry goods storage
room revealed a makeshift ceiling tile hanging
down in disrepair.

An 8:38 AMinspection of the facility's fume
hood revealed a nonfunctioning light bulb on the
left side of the hood.

These findings were reviewed with the
Administrator and Director of Nursing on
6126/2019 during lha eicit conference.
Venlilation

CFR(s): 483.90(1)(2)

8483.90(1X2) Have adequate outside ventilation
by means of windows, or mechanical ventilation,
or acombination of thetwo.

This REQUIREMENT is not met as evidenced
by:

Based on surveyor observation, ft was
determined that the facility failed to have
adequate ventilation lo ensure good air
cin:ulation. This was evident for both floors of the
facility affecling allresidents, slaff and visitors.

The findings Include:

On6123/2019 al 8:30 AM surveyors entared and
began andinitial tour of the facility. Immediately
upon entering the building, a distinct smell of
ammonia and feces was obseived by all

F 81

Fo2:

'/30/19

Corr.. tlve action: The vents in the
downstairs bathroom adjacent 10room 39
were repaired 10facilitate adequate oir Dow.
The vents on the unit were checked to ensure
air Dow and good circulation.

Identify others with potenllal to be
affected:

The Maintenance Director will complete an
audit of the air vents to ensure adequate
ventilation to ensuregoodair circululion.
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F923 ConUnuedFrompage 16 F92] Measurego prevenlreoccurrence:

surveyorsandwaspersistenthroughoutboth
fiDOIS (Groundand1lst)of Ihefacilily. Al8:46 AM
theexhauswventsln two downstairdathrooms
adjacento Room39wereobserved thavena
detectablairflow.

0On61251201%t8:26AM ii wasnotedthata
clearsmell of ammoniaremainedpresenbnthe
topfloor of thefacllily in themainandresident
hallways.

TheAdministrator wasnadeawareof these
findingson6/26/201%uringlheexitconference.

TheMainlenancalireclorwill be reeducaled
by1lhe Adminislralor oansuring<he facilil)’
vents arc properly functioningan audil tool
hasbeenaddedtoTelsprevenlive
maintenance systefridenliry air ventsthat
mayneed tde repaired.

Mnniloring orcorrectiveactionslOr
residentaffectedresidents:
TheMaintenancdirectorwill performafor
thenex13 monthslOensureadequate
venlilationlo ensure good agirculation.The
findingsof Iheauditswill bepresentect
QAPIforlhcnext90daysfor reviewand
comment.
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PREFIX (EAOIDEFICIENCY MUST BE PRECEDED SY FULL PREFIX (EACH CORRECTIVEACTION SHOULD BE COIRETE
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DEFICIENCY)
- [7
S004] Initial comments SO0D /30/19

OnJune 23, 2019 through June 26, 2019, an
annual Medicare/MedicaidRecertification Survey
was conducted by the Office or Heallh Care
Quiality. Thefacility's licensed bedcapacity I1s 91
and thecensus was 86 at the time or thesurvey.

Survey activities consisted or areview or medical
records, Interviews with residents, famines,
facility staff and the Ombudsman, as well as
observations ofresidents and staff pracUces.
Administrative repons and facifity policies and
procedures were reviewed as well.

Aninvestigation or seven racillty reported
Incidents: MD00125126, MD00125541,
MD00131256, MD00133427, M000135093,
MD00135226, MD00141529 and
M000141262 was also conducted.

The following deficiencies are aresult or
this survey:

S51] 10.07.02.12 R Nsg Svcs: Charge Nurse S512
Dally Rounds

.12 Nursing SetVices.

R. Charge Nurses' Dally Rounds. The charge
nurse or nurses shall make dally rounds to an
nursing units for which responsible, perfonning
suchfunclions as:

1) Visiting each patient:

(2)Reviewing clinlcal records, medication orders,
pallent care plans, and staff assignments:
(3)To thedegree possible, accompanying
physicians when visiting patients.

BHcq
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SUMMARY STATEMENT OF DEFICIENCIES
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REGULATORY OR LSCIDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'SPIAN OF CORRECTION
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CROS!FREFERENCEQrO THE APPROPRIA'I!
DEFICIENCY)

CXSJ

COMP UIE
T

S 51

S 93]

S1247

Continued Fram page 1

This Regulalian is nat met as evidenced
by: Refer to CMS 2567

F697 and
F761

10.07.02.15 C(1l(k) Phann Svea; Sched II
drugs storage

.15 Phannaceutical Services.

C.Duties of Phannaceutical Services Commillee.
Unless the Department decides that semiannual
meetings are appropriate, the cammiltee shall

meetal least quarterly to:

(1) Establish policies and procedures which shaD

Include, atleaststatements which assure that:

(k) Schedule Il drugs shall be keptin separately
tocked, securely fixed baxas or drawers In the
storage area, under two locks.Thetock anthe
doorof amedication room shall be counted as
one al the two lacks.

This Regulation Isnot met as evidenced
by: Reier lo CMS 2567,

F761

10.07.02.26 R Physical Plant Req;Alr
Conditioning

.26 Physical Plant General Requirements.
Unless otherwise Indicated, all general
requirements apply to bathnew construclian
and existing factlities.

S512

S930

S1247

D)easereferenceF 697
oleasaeferenceF 761

PleasaeferenceF 761
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(X411D
PREFIX
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SUMMARY STATEMENT OF DEFICIENCIES
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REGULATORY OR LSC ID&NTIFYING INFORMAT«JN)

ID
PREFIX
TAG

PROIIIDER'S Pt.ANOF CORAEC1ION
(EACH CORRECTIVE ACTION SHOULD BE
CROSIWIEFERENCEDTOTHE APPROPRIATE COIFI.EIE

DEFICIENCY) LR

S1247

51654

ConUnued From page 2

R.PJr Conditioning. PJI new faciliUes shall be
equipped with a properly mainlained air
conditioning system capable of malnlaining 75'
throughout the patients' section of thebuilding.
The system shall be Incompliance with ASHRAE

and NFPA Code and aDSlate andlocal codes.

This Regulation is not met as evidenced
by: Refer ID CMS 2567,

F923

1D.07.02.34B(1)Hskpgpestctrt,
laundry;cleanliness

.34 Housekeeping Senrices, Pest Control,
and Laundry.

B. Cleanliness andMaintenance. The following
shall be observed:

(1) The building and allIts parts and faciliUes
shall be kepi In good repair, neal and attractive.
The safety and comfort of the paUenls shall be
the first consideration.

Agency Note:Refer ID Regulation .26S of lhis
chapter for window screening re Iremenls.

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

S1247

51652
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NAME OF PROVIDER OR SUPPLIER
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SUMMARY STATEMENT OF DEFICIENCIES
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ID

PROVIDER'S PLAN OFCORRECTION

PREFIX
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(EACHDEFICIENCY MUST BE PRECEDED BY FLJIL
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PREFIX
TAG

(EACH CORRECTIVE Ac:noN SHOUI.O BE
CROSSREFERENCEDI01HEAPPROPRIATE
DEFICIENCY)

COR E TE
11

S165

S5082

S5091

Continued From page 3
F584

10.07.09.06 GAdm Conllacl;mad eligibility
for MA

.06 Admission Contract Required.

G. Anadmission conllact used by a carllfiad
Medicaid provider shall infonn the applicant,
through aronn established by the Department,
that medical eligibility Is arequirement for
Medical Assistance, and that Iha applicant
should learn if the applicant meets the Medicaid
eligibility requirement at the time oradmission.

This Regulation Is not met as evidenced
by: Rerer t0 CMS 2567,

F582

10.07.09.0C(3) Righi to dignified existence

.O€Resident's Rights and Services.

C. Are&ldent has the right to:

(3) A dignified existence, selr-detenninatlon,
and communication with and access to
indMduals and setvices In&lde and outside Iha
nursing racllity;

This Regulation Is not met as evidenced
by: Rerer to CMS 2567,

F550

S1652

S5082

S5087
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BALTIMORE, MD 21215
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S60(4
S60(Q

5664

Continued From page 4

10.07.09.0& (5) Right to freedom from abuse
.08 Resident's Rights and Services.
C. Aresident has theright to:

(5) Be free from:

(a) Physical abuse;

(bl Verbal abuse;

(c) Sexual abuse;

(d) Physical or chemical restraints Imposed
for purposes of discipline or convenience;
(e) Mental abuse; and

(1) Involuntary seclusion;

This Regulation Is not met as evidenced by:
Referlo CMS 2567,

F600

10.15.03.06 A Food Protection During
Storage, Service and T

.06 FoodProtection During Storage, Service, and
Transport.

The person-in-charge shall ensure that

A. Alall times:

(1) Foodls:

(a) Not adulterated; and

(b) Protected from contamination during slorage,
preparalon, display, service, and Iransportation;

(2) The intemal temperature of a food Is
maintained according to the requirements or this

S6000
56000

56647

PleaseaeferenceF 600
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S6647| Continued Fram page 5 S6647 ’/30/19
chapter t0 preclude the growth of pathogenic
bacleria and Dlher micranrganisms that could Pleaseeferencer812
cause spoilage;
(3) Except during necessary periods of
preparation and seivice apotentially hazardous
foodlsrefrigerated or held hot as set forth in
8§8(7) of this regulation;
This Regulation Is not met as evidenced
by: Refer ID CMS 2567,
F812
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(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED
R-C
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NAME OF PROVIDER OR SUPPLIER

NORTHWEST HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
4601 PALL MALL ROAD
BALTIMORE, MD 21215

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

{F 000}

INITIAL COMMENTS

On July 30, 2019 an off-site survey was
conducted to review the facility's plan of
correction for deficiencies that were cited during
the survey ending June 26, 2019. Survey
activities included the review of the facility's plan
of correction and credible evidence.

Effective July 30, 2019, the facility was
determined to be in compliance with the
requirements of 42 CFR Part 483, Subpart B,
Requirements for Long Term Care Facilities.

{F 000}

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

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 to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: FFPH12

Facility ID: 30033 If continuation sheet Page 1of 1




PRINTED: 11/17/2021

FORM APPROVED
Office of Health Care Quality
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A. BUILDING:
R
215346 B. WING 07/30/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4601 PALL MALL ROAD
NORTHWEST HEALTHCARE CENTER
BALTIMORE, MD 21215
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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{S 000} Initial comments {S 000}
On July 30, 2019 an off-site survey was
conducted to review the facility's plan of
correction for deficiencies that were cited during
the survey ending June 26, 2019. Survey
activities included the review of the facility's plan
of correction and credible evidence.
Effective July 30, 2019, 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 (X6) DATE
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
215346 B. WING 07/31/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4601 PALL MALL ROAD
NORTHWEST HEALTHCARE CENTER
BALTIMORE, MD 21215
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
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)
E 000 | Initial Comments E 000

A COVID-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 on 7/30/2020 and
7/31/2020. The facility was found to be in
compliance with 42 CFR 8483.73 related to
E-0024 (b)(6).

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

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 to continued

program participation.
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION )
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

A COVID-19 Focused Infection Control Survey
was conducted at this facility on 7/30/20 and
7/31/20, by the Office of Health Care Quality.
Surveyors conducted onsite survey activities on
7/30/20. The licensed bed capacity for this facility
is 91, the resident census at the start of the
survey was 88, and there were 5 residents
included in the sample. Survey activities
consisted of a review of medical records, facility
documentation, interviews with residents, staff,
family members, and observations of resident
and staff practices. Administrative reports and
facility policies and procedures were also
reviewed.

The facility was found to be in compliance with 42
CFR 8483.80 infection control regulations and
has implemented the CMS and Centers for
Disease Control and Prevention (CDC)
recommended practices to prepare for
COVID-19.

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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TITLE

(X6) DATE

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 to continued
program participation.
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ID
PREFIX
TAG

(X5)
COMPLETE
DATE

S 000

Initial Comments

A COVID-19 Focused Infection Control Survey
was conducted at this facility on 7/30/20 and
7/31/20, by the Office of Health Care Quality.
Surveyors conducted onsite survey activities on
7130/20. The licensed bed capacity for this facility
is 91, the resident census at the start of the
survey was 88, and there were 5 residents
included in the sample. Survey activities
consisted of a review of medical records, facility
documentation, interviews with residents, staff,
family members, and observations of resident
and staff practices. Administrative reports and
facility policies and procedures were also
reviewed.

The facility was found to be in compliance with 42
CFR 8483.80 infection control regulations and
has implemented the CMS and Centers for
Disease Control and Prevention (CDC)
recommended practices to prepare for
COVID-19.

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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(X5)
COMPLETION
DATE

{F 000}

INITIAL COMMENTS

On September 9, 2019 an off-site survey was
conducted to review the facility's plan of
correction for deficiencies that were cited during
the survey ending August 1, 2019. Survey
activities included the review of the facility's plan
of correction and credible evidence.

Effective September 9, 2019, the facility was
determined to be in compliance with the

requirements of 42 CFR Part 483, Subpart B,
Requirements for Long Term Care Facilities.

{F 000}

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

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 to continued
program participation.
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{S 000} Initial Comments {S 000}
On September 9, 2019 an off-site survey was
conducted to review the facility's plan of
correction for deficiencies that were cited during
the survey ending August 1, 2019. Survey
activities included the review of the facility's plan
of correction and credible evidence.
Effective September 9, 2019, the facility was
determined to be in compliance with the
requirements of 42 CFR Part 483, Subpart B,
Requirements for Long Term Care Facilities.
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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 {F 000}

On September 24th, 2019 a revisit survey was
conducted by the Office of Health Care Quality at
this facility to determine compliance with the plan
of correction submitted for deficiencies cited
during an complaint survey conducted on July
3rd, 9th, 10th, 11th, 12th and 15th, 2019. Survey
activities included the review of the medical
records of 3 residents, observations of resident
care and staff practices, and interviews.

The facility's licensed bed capacity is 91 and the
census was 80 at the time of the revisit.

There were no deficiencies as a result of the
revisit.

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

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 to continued
program participation.
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On September 24th, 2019 a revisit survey was
conducted by the Office of Health Care Quality at
this facility to determine compliance with the plan
of correction submitted for deficiencies cited
during an complaint survey conducted on July
3rd, 9th, 10th, 11th, 12th and 15th, 2019. Survey
activities included the review of the medical
records of 3 residents, observations of resident
care and staff practices, and interviews.
The facility's licensed bed capacity is 91 and the
census was 80 at the time of the revisit.
There were no deficiencies as a result of the
revisit.
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DEPARTMENT OF HEALTH

Lar T Ho,i;an, Gournor - Bo_)'dK Rutherford Li. Goiemor - Rober/R.Neall, SccrelaT)'

5/8/2020

Timothy Johnson
NorthwestHealthcareCenter
4601 Pall Mall Road
Baltimore, MD 21215

RE: NOTICE OF CURRENDEFICIENCIES,
IMPOSITION OF A DAILY CIVIL MONEY
PENALTY UNDER STATE REGULATIONS

DearTimothy Johnson,

OnMay 8,2020,anadministrativereviewwasconductedoy the Office of Health Care
Quality to determine ifour facility wasin compliance witlState requirements for nursing
homes.Thisadministrativereviewfound that youfacility wasnot in substantial compliance
with MarylandregulationdfoundatCOMAR 10.07.02asdescribedn theattachedstateform.

l. PLAN OF CORRECTION (PoC)

A Plan ofCorrection ("PoC") for the deficienciesnust be submittedvithin 10 days after
the facility receivesits State form. Failure to submit an acceptabi®C within the above time
framesmay result in the imposition of an additional civil money penaltytwenty (20) daysfter
the due date for submissiaf the PoC.

Your PoCmustcontainthefollowing:

A Whatcorrectiveactionwill be accomplished;

A Whatcorrectiveactionwill betaken;

A What measures wilbe put into place to ensure that theficient practice does not
recur,;

A How the corrective action(s) will be monitored to ensure the defigemttice will
not recur; and

A Specificdatewhenthecorrectiveactionwill becompleted.

201 Hi Prr-s/011 Street- Balluuore, MD 21201 Irea/lh.111adimulgor - Toll h, yy__1-877-4(J3:3464- DNIf' and Hard of Hcanilg c.t Rel<!V



. IMMEDIATE IMPOSITION OF A CIVIL MONEY PENALTY UNDER CODE OF
MARYLAND REGULATIONS

Under MarylandHealth GeneralArticle Sections19-359 and | 9-1401 et. seq., and
COMAR 10.07.02.70through .74, the Maryland Departmentof Health has theauthority to
impose a civiimoney penalty (CMP)basedupon the existence of a deficienoydeficienciesat a
comprehensive care facility.

Basedupon thedeficiencies cited at your facility, | hereby impose a total Qidney
Penalty (CMP) of $250, calculatedasedupon the one day of violatiocited. The deficiencies
upon which the CMP is basedre enclosedvith this letter on the State Forngpecifically, the
facility failed to submitdaily reporting information through the Chesapeaké&egional
Information Systemfor our Patients (CRISP) health informatierchange system as requirey
COMAR 10.07.02.09L and Governand Health Secretary orders amtifectives,during a
decl,m:cl Stlite emergency and healthcare pandemic.

In determining whether to impose a CMP, the Department took into considetfaion
following factors:

1. The number,nature,andseriousnes®sf the deficiencies;

2. Theextentto whichthedeficiencyor deficienciesarepartof anongoingpattern
during the preceding 24 months;

3. Thedegreeof risktothehealth, life,or safetyof theresidentof thenursingfacility
caused by the deficiency or deficiencies;

4. Theeffortsmadeby, andtheability of, thenursingfacility to correctthedeficiencyor
deficiencies;

5. A nursing facility's prior history of compliance in general and specifically with
reference to the cited deficiencies; and

6. Suchotherfactorsasjusticemayrequire.

TheDepartmenalsoconsideredurrentfederalguidelinedfor civil moneypenaltiesand
whethertheamount otthe proposed civil money penaltyill jeopardize théinancialability of
the nursing facility to continue operating as a nursing facility;

[I. OPPORTUNITY FOR A HEARING TO CONTEST THE IMPOSITIONDF A CIVIL
MONEY PENALTY

Thefacility mayrequest dearingonthedecision tamposeaCMP. Any hearingwill be
held inaccordance with Statéovernment Article, Titld 0, Subtitle2, Annotated Codef
Maryland, andCOMAR 28.02.01and 10.01.03Any request fome hearing must bsubmitted in
writing to Paul Ballard, Office afhe Attorney General, 300 WeBtrestorStreet, Suite 302,



Baltimore, Maryland 21201, rlaterthan 30daysafterreceipt ofthis notice. Therequest shall
includeacopyof this letter. If theinformal dispute resolution process referenced elsewhere in
this letterdoesnotresult insettlement othis matter,this matter will bereferred tahe Office of
AdministrativeHearinggo holdahearingandissueaproposed decisiowithin 10workingdays

of thehearing. Theaggrievedperson mayile exceptions aprovided inCOMAR 10.01.03.35.

A final decision bythe Secretaryshall beissued inaccordance with COMAR 10.01.03.35.

you do notrequesthearingwithin 30daysafterthereceiptof this notice theimposition ofthe
CMP will become final at that time.

PerCOMAR 10.07.02.74(A),the CMP payment is due 15 calendar days after the time
period for requesting a hearingas expiredand a request for a hearing was not received; or 15
calendar days after receipt a writtenrequest fromthe facility towaive its right to ahearing and
reduce theamount of the CMP by 40 percemtovided the writterrequestis receivedby the
Departmentwithin 30 calendardaysof the Department'srderimposingthe civil moneypenalty.
If you wish to reducethe amountof the CMPby 40 percent,pleasemakeyour checkpayableto
the MarylandDepartmentof Health and submitit to the attentionof David Cherry, Deputy
DirectorofT.oneTf:1m r.<1re, Office of Health Car®uality, 7120 Samuel Morse Drive, Second
Floor, ColumbiaMaryland 21046.

Pursuant to COMARL0.07.02.73Biif the facility files a timely request for a hearing, the
nursing facility shalldeposit the amounf the CMP inan interestbearing escrow accouniThe
nursing facility shallbear any costs associatadth establishingthe escrow account, and the
accountshall be titled in the name of the nursing facility artlde MarylandDepartmentof Health
as joint owners.

When the Secretary issues the final decigibthe Departmentthe fundsin the escrow
account,plus accruednterest if applicable, shall be distributénaccordance with COMAR
10.07.02.73C.

V. INFORMAL DISPUTE RESOLUTION

You have one opportunity to question cited deficiencies through an informal dispute
resolution process. To begiven suchan oppotiunity, you are requiredto sendyour written
request,alongwith the specific deficiency(ies)being disputed,and an explanationof why you
are disputingthose deficienciesgo David Cherry, Deputy Director of Long TernCare,Office of
Health Care Quality,7120 SamueMorse Drive, SecondFloor, Columbia, Maryland 21046, by
fax at 410402-8234, or by email todavid.cherv@marviand.gov

This requestmust be sent during theame10 days youhave for submittinga PoC for the
cited deficiencies.An incompleteinformal dispute resolutiorprocess will not delay the effective
date of any enforcement action.


mailto:david.chen-v@marvland.gov

If you have any questions concerning the instructionsadoed in this letter, please
contact Patti MelodiniHealth Facilities Survey Coordinatoat (410) 4028244.

Sincerelyyours,

t I 1/nr#

PatriciaTomskoNay, M.D.
ExecutiveDirector
Office of HealthCareQuality

Enclosures:State Fann

cC: Paul Ballard
Stevanne Ellis
Ronda Washington
CuunlyHt:allh Offict:r
File Il
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACHDEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY ORLSC IDENTIFYING INFORMATION)

S 000 Initial Comments

On May 8, 2020, an administrative review was

. conducted by the Office of Health Care Quality to

investigate complaint MD00154067. The facility
is licensed for 91 beds. Survey activities
consisted of a review the Chesapeake Regional
Information System for Our Patients (CRISP)
daily report.

The administrative review identified

non Ac o mpnith Stale ceguirements |hal
were reviewed in relationship to complaint
MD00154067.

S160 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 required reporting data, the

1 facility failed to submit daily reporting information

through the Chesapeake Regional Information
System for our Patients (CRISP) health
information exchange system as required by

. Governor and Health Secretary order during a

declared State emergency and healthcare
pandemic. This deficient practice occurred May 8,
2020.

The findings include:

OnMarch 5, 2020 the Governor of Maryland
issued a Declaration of State of Emergency and

OHCQ

RESENTATIVE'S SIGNATURE

STATE FORM

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACHCORRECTIVE ACTION SHOULD BE
TAG CROSS-REfERENCED TO THE APPROPRIATE
DEFICIENCY)

SO00

is Plan of Correction, Is being prepared and
xecuted and not as an admission of the alleged
eficiency cited. The response is to adhere to
[ regulation set forth in COMAR Regulations
.07.02.
e healthcare Center does not admit or deny
e allegations listed as a statement of
:deficiencies.

1. Ihe centerreported the daily report to
CRISP on 5-8-20. The ED contacted
the CRISP representative on Monday
5-11-20 to follow up in alleged deficient
practice. Per CRISP representative
there was no way to validate the
submission or delivery as there was no
receipt generated.

S160

2. The center since CRISP make
adjustments now provides credible
evidence with sending receiving emails
daily upon report submission. The
center will maintain validation
responses. The center will conduct
audits to ensure compliance of State
mandates.

3. The Regional Director of Operations in-
serviced the administrator regarding
daily reporting to CRISP in accordance
to the State Order.

4. The administrator or designee with
report the findings of CRISP related to
COVIG-19 reporting monthly to the
OAPI Committee for 3 months or until
the State Executive branch of Maryland
terminates the Order- State of
Emergency.

6{6«&&({ nEt'f'
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Existence of Catastrophic Health Emergency -
COVID-19.

On April 29. 2020 the Governor of Maryland
issued an Executive Order stating "The Secretary
Is hereby ordered to issue directives under this
Order requiring each Nursing Home to: .. .vi.
Regularly report to CRISP and the applicable
local health department such information as the
Secretary deems necessary to monitor the
spread of the COVID-19 in and around Nursing
Homes."

On April 29, 2020, the Secretary of Maryland
Department of Health (MOH) issued a Directive
and Order Regarding Nursing Home Matters.
This order superseded the Directives and Orders
Regarding Nursing Home Matters, dated April

24th, April 9th, and April 5th. The order included
the following instructions:

A Eracility Reporting to Health Department:

In addition to all current reporting requirementsto
stale and local health departments, all facilities
shall report the following infonnation to the
Chesapeake Regional Information System for
Our Patients (CRISP). On a dally basis, each
facility report should include at least thefollowing:
I. The census of occupied beds;

[I. Number of residents with positive COVID-19
testresults;

111. Number of residents with suspected
COVID-19:

IV. Number of residents with negative COVID-19
test results;

V. Number of deaths, by COVID-19 status;

VI. Number of staff with positive COVID-19test

results; ) . :
VII.Number of residents with severe respiratory
infection or COVID-19 resulting in hospitalization;

(X4)1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION X5:
PREFIX (EACH DEFICIENCY MUST BEPRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COLA Era
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROss-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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VIII. Number of staff with severe respiratory
infection or COVID-19 resulting in hospitalization;
IX. Number of residents or staff with new-onset
respiratory symptoms that occur within 72 hours
of another resident or staff developing respiratory
symptoms; and
X. Any other information required."
Review of reports submitted to CRISP revealed
that on May 8, 2020 the facility failed to submit
the required dally reporting as required under the
Governor and Secretary Order and you have
been determined to not be in compliance with the
requirements of COMAR 10.07.02.09(L).
OHCO
STATE FORM
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DEPARTMENT OF HEALTH

Lar T Hogan,Goul'mor - BOJ,dK Rutherford,Lt. Goi:crnor - RobatR..N"e11lf, Sccrctl1T)'

5/7/2020

Timothy Johnson

Northwest Healthcare Center
460 | Pall Mall Road
Baltimore, MD 21215

RE: NOTICE OF CURRENT DEFICIENCIES,
IMPOSITION OF A DAILY CIVIL MONEY
PENALTY UNDER STATE REGULATIONS

DearTimothy Johnson,

OnMay 7,2020,anadministrativaeviewwasconductedoy theOffice of Health Care
Quality todetermine ifyourfacility was in compliance with Statequirements fonursing
homes.Thisadministrativaeviewfound thatyour facility wasnot insubstantial compliance
with MarylandregulationdoundatCOMAR 10.07.02 asdescribedn theattachedstateform.

. PLAN OF CORRECTION (PoC)

A Planof Correction("PoC") for thedeficienciesnustbesubmittedwithin 10 daysafter
thefacility receives itsStateform. Failureto submit an acceptable PoC within #@dgovetime
frames mayesult intheimposition ofan additionalivil money penaltywenty (20) daysafter
the due date for submissiaf the PoC.

Your PoCmustcontainthefollowing:

A Whatcorrectiveactionwill beaccomplished:;

A Whatcorrectiveactionwill betaken;

A Whatmeasures wilbe put intoplace to ensure that the deficigmactice does not
recur;

A How the corrective action(s) wilbe monitored to ensure the deficient practice will
not recur; and

A Specificdatewhenthe correctiveactionwill be completed.

201 Mi PrestonStrrrl - Ba/tunore,MD 21201 hen/th.111a(yln11(l_wlr Toll he ! 1-877-4(!".'1-3161- Dr i/ and Hard of H((mlI([J foe Reli9-



. IMMEDIATE IMPOSITION OF A CIVIL MONEY PENALTY UNDER CODE OF
MARYLAND REGULATIONS

UnderMaryland Health GeneralArticle Sections19-359 and19-1401 et. seq., and
COMAR 10.07.02.70through .74, the MarylandDepartmentof Health has theauthority to
impose a civiimoney penalty (CMP) baseduponthe existence of a deficiency deficienciesat a
comprehensivesare facility.

Based upon the deficienciested at your facility, | hereby imposa total Civil Money
Penalty (CMP) of $250, calculatethasedupon the one day of violatiooited. The deficiencies
upon which the CMP is bask are enclosedvith this letter on the State Forrpecifically, the
facility failed to submit daily reporting information through the Chesapeakd&egional
Infolmation System for our Patients (CRISP) health informatéxchange system as requirley
COMAR 10.07.02.09Land Governorand Health Secretaryorders andlirectives,during a
declared State emergency and healthcare pandemic.

In determining whether to impose a CMP, the Departnb@wit into consideratiorthe
following factors:

. The number,nature,and seriousnessf the deficiencies;

2. The extent to whiclthe deficiency or deficienciegre part of an ongoingattern
during the preceding 24 months;

3. Thedegreeof riskto thehealth, life,or safetyof theresidents ofhenursingfacility
caused byhe deficiency or deficiencies;

4. Theeffortsmadeby, andtheability of, thenursingfacility to correctthedeficiencyor
deficiencies;

5. A nursing facility'sprior history of compliance in general and specifically with
reference tahe cited deficiencies; and

6. Suchotherfactorsasjustice may require.

The Department also considered current federal guidelines for civil money penalties and
whetherthe amounibf the proposedcivil money penaltywill jeopardizethe financialability of
the nursingfacility to continueoperatingas a nursindacility;

. OPPORTUNITY FOR A HEARING TO CONTEST THE IMPOSITIONDF A CIVIL
MONEY PENALTY

The facility may request a hearing ¢ine decisionto impose a CMP.Any hearing will be
held in accordance witlState GovernmenArticle, Title | 0, Subtitle 2, AnnotatecCode of
Maryland, and COMAR28.0201 and 10.01.03. Any requestfor a hearingmust be submittedn
writing to Paul Ballard, Office of the AttorneyGeneral,300 West PrestonStreet, Suite 302,



Baltimore, Maryland 21201, no latdran30 daysafterreceipt ofthis notice. Therequesshall
includeacopyof thisletter. If theinformal dispute resolution process referenced elsewhere in
this letterdoesnotresult insettlement othis matter,this matterwill be referred tahe Office of
AdministrativeHearinggo hold ahearingandissuea proposediecisionwithin 10working days

of thehearing. Theaggrievedperson mayile exceptionsasprovidedin COMAR 10.0103.35.

A final decisionby theSecretaryshall beissued in accordance with COMAR).01.03.35.If
youdonotrequesthearingwithin 30 daysafterthereceipt otthis notice,theimposition of the
CMP will become final at that time.

PerCOMAR 10.07.02.74(A), th€MP payment islue 15calendar dayafter thetime
period for requesting Rearing haexpired andarequest foa hearing was not received; 15
calendadaysafterreceiptof awritten requestrom thefacility to waiveits rightto ahearingand
reducetheamount otthe CMP by40 percent, provided theritten request igseceivedby the
Departmentwvithin 30 calendardaysof theDepartment'®rderimposingthecivil moneypenalty.
If youwish toreducetheamount othe CMP by 40 percent, please maleur check payable to
theMaryland Department dfiealth and submit iio theattention oDavid Cherry, Deputy
Directorof Long Term Care,Office of Health CareQuality, 7120SamuelMorseDrive, Second
Floor, ColumbiaMaryland 21046.

Pursuanto COMAR 10.07.02.73Bi|f the facility files a timelyrequest for a hearinghe
nursing facility shalldepositthe amountof the CMPin an interestbearing escrow accouniThe
nursing facility shallbear any costs associatedth establishingthe escrow accoungnd the
accountshall be titledin the name ofthe nursingfacility and the MarylandDepartmentof Health
as joint owners.

Whenthe Secretaryssues the finatlecisionof the Departmentthe funds in the escrow
account, plus accrueiditerest if applicable, shalbe distributedin accordance wittCOMAR
10.07.02.73C.

V. INFORMAL DISPUTE RESOLUTION

You have one opportunityo question cited deficiencies througin informal dispute
resolutionprocess. To be givensuchan oppollunity,you are requiredo sendyour written
request,alongwith the specific deficiency(ies)being disputed,and an explanationof why you
are disputing those deficiencias, David Cherry, Deputy Director of Long TermCare, Office of
Health Care Quality,7120 SamuelMorse Drive, SecondFloor, Columbia, Maryland 21046, by

fax at 4164028234, or by email tadavidchcrry(rornarvlancl.go

This request must Eentduringthesame 1@aysyou havefor submitting aPoCfor the
citeddeficiencies.An incompleteinformal disputeresolution proceswill notdelaytheeffective
date of any enforcement action.



If you have any questions concerning the instructions contaimtds letter, please
contact PattiMelodini, Health Facilities Survey Coordinataat (410) 4028277.

Sincerelyyours,

Y4 I 'Int#

PatriciaTomskoNay,M.D.
ExecutiveDirector
Office of HealthCareQuality

Enclosures:State Form

cC: Paul Ballard
Stevannetllis
Ronda Washington
CountyHealthOfficer
File Il
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S 00C| Initial Comments S000
On May 7,2020,an administrative review was This Plan of Correction, is being prepared and
conducted by the Office of Health Care Quality to executed and not as an admission of the alleged
investigate complaint MD00154067. The facility deficiency cited. The response is to adhere to
is licensed for 91 beds. Survey activities €regulation set forth in COMAR Regulations
consisted of a review the Chesapeake Regional 0.07.02.
Information System for our Patients (CRISP) he healthcare Center does not admit or deny
daily report. e allegations listed as a statement of
deficiencies.
The administrative review identified
Non-compliance with State requirements that 1. The center reported the dally report to
were reviewed in relationship to complaint CRISP on 5-7-20. The ED contacted
MDO00154067. the CRISP representative on Monday
5-11-20 to follow upin alleged deficient
S 16[| 10.07.02.09 | Administration and Resident Care S 160 practice. Per CRISP representative
there was no way to validate the
.09 Administration and Resident Care. submission or delivery as there was no
receipt generated. Since 5-13-20 there
L. Availability of Information. The administrator Is now a generated receipt after daily
shall ma_ke available to the Secreta_ry such submission to CRISP.
Information as may be requested to insure that
the facility is mgetmg the requ!rements of these 2. The ED and/ or designee will reportto
and other applicable regulations. CRISP daily as well as CRISP making
adjustments that now provides credible
. . . evidence receiving emails daily upon
This Regulation Is not met as evidenced by: eving y up
. ) . report submission. The center will
Based on review of required reporting data, the aintain validati on The
faclllty failed to submit dally reporting information maintain vail ":‘j lon reZP SE€s.
through the Chesapeake Regional Information center will conduct audits to ensure
System for our Patients (CRISP) health compliance of State mandates.
information exchange system as required by 3 h ional Di ‘0 . )
Governor and Health Secretary order during a . The Reg|0na Dlreptpr 0 peratlon§ n-
declared State emergency and healthcare se.rV|ced lhe admlnlstratlor regarding
pandemic. This deficient practice occurred May 8, daily reporting to CRISP in accordance
2020. to the State Order.
The findings include: 4. The admin?str_ator or designee will
report the findings of CRISP related to
On March 5, 2020 the Governor of Maryland COVIG-19 reporting monthly to the
issued a Declaration of State of Emergency and OAPI Committee for 3 months or until
the State Executive branch of Maryland | -22-20
terminates the Order- State of
Emergency.
OHCO
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Existence of Catastrophic Health Emergency -
COVID-19.

On April 29, 2020 the Governor of Maryland
issued an Executive Order stating "The Secretary
is hereby ordered to issue directives under this
Order requiring each Nursing Home to: ...vi.
Regularly report to CRISP and the applicable
local health department such information as the
Secretary deems necessary to monitor the
spread of the COVID-19 in and around Nursing
Homes."

On April 29, 2020, the Secretary of Maryland
Department of Health (MOH) issued a Directive
and Order Regarding Nursing Home Matters.
This order superseded the Directives and Orders
Regarding Nursing Home Matters, dated April
24th, April 9th, and April 5th. The order included
the following instructions:

"B. Facility Reporting to Health Department:

In addition to all current reporting requirements to
state and local health departments, all facilities
shall report the following information to the
Chesapeake Regional Information System for
Our Patients (CRISP). On a daily basis, each
facility report should include at least the following:
I. The census of occupied beds;

Il. Number of residents with positive COVID-19
test results;

Ill. Number of residents with suspected
COVID-19;

IV. Number of residents with negative COVID-19
test results;

V. Number of deaths, by COVID-19 status;

V1. Number of staff with positive COVID-19 test
results;

VII. Number of residents with severe respiratory
infection or COVID-19 resulting in hospitalization;

OHCQ
STATE FORM NGOI11 If continuation sheet 2 of 3
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VIII. Number of staff with severe respiratory

infection or COVID-19 resulting in hospitalization;

IX. Number of residents or staff with new-onset

respiratory symptoms that occur within 72 hours

of another resident or staff developing respiratory

symptoms; and

X. Any other information required."

Review of reports submitted to CRISP revealed

that on May 7, 2020 the facility failed to submit

the required daily reporting as required under the

Governor and Secretary Order and you have

been determined to not be in compliance with the

requirements of COMAR 10.07.02.09(L).

OHCQ
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Northwest Nursing and Rehabilitation Center
4601 Pall Mall Road
Baltimore, Maryland 21215

Provider#215346

August21,2019

Ms. LauraNorman
HealthFacilitiesSurveyCoordinator
Office of Health Care Quality
7120SamueMorseDrive, Second-loor
Columbia, Maryland210463422

DearMs. Norman;

PleaseaccepthesignedCMSform 256 7astheRevisionto Statementf Deficiencies foiMay
24, 2019 Survey as requested.

Sincerelyyours,

/

11 4 -"2/7(\
7, M.P.H, LNHA

\

\dministrator




<2 MARYLAND
.L? Department of Health

Larry Hogan,Governor - BoydK Rutherford,Lt. Governor - RobertR. Neall, Secretary

Junel4, 2019

Meir Preis, Administrator
Northwest Healthcar€enter
4601 Pall Mall Road
Baltimore, MD 21215

PROVIDER# 215346

RE: NOTICE OF IMMEDIATE ,JEOPARDY,
SUBSTANDARD QUALITY OF CARE, AND POSSIBLE
IMPOSITION OF OTHER REMEDIES

DearMr. Preis:

On May17,2019and May20- 24,2019,acomplaint health survey was conductegatr
facility by the Office ofHealth Care Qualityo determine ifyour facility wasin compliance with
Federal patticipation requirements farrsing homes participating the Medicareand/or Medicaid
programs.Thesurveywasalsoconductedor thepurposes oStatelicensure.As documented ithe
attachedorm CMS 2567 this surveyfound thatyourfacility wasnotin substantial compliance with
participationrequirements. Ifact,conditionsatyourfacility posedmmediatgeopardyto thehealth
and safety ofesidents.The deficiencythatforms the basifor thefinding ofimmediate jeopardy is
attached.Removal ofthe condition(s) that posed immediate jeopardy wasfirmed bythesurvey
team on May 24, 2019.

All referencedo regulatoryrequirements contained thisletterarefound inTitle 42, Codeof
Federal Regulations.

Thefacility's noncompliancevith thefollowing regulationsconstitutesmmediatgeopardytothe
health and safety of residents:

F 689, 483.25Quality of Care
. .RECOMMENDED REMEDIES

The following remedies will beecommendedor imposition bythe Center forMedicare and
MedicaidService{CMS) Regional Officaf yourfacility hasfailed toachievesubstantiatompliance
by July 8,2019. Informal dispute resolutiofor thecited deficiencies wilhotdelaytheimposition of
the enforcemenactions recommended on J@y2019.A change in the seriousness of the
noncompliance on Jul§, 2019may result in &hange irtheremedy selected. When tloscurs, you
will be advised of any change in remedy.

201 IV PrestonStreet- Baltimore, MD 2120 - healtl1.1narylandgovToll Free: 1-877-463-3464ATTY: J-800-735-2258
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If you donotachievesubstantial compliance withiimonthsafterthelastday of thesurvey
identifyingnon-compliance(i.e., August24,2019)the CMS RegionalOffice and/orStateMedicaid
Agency must denpayments for new admissions. (8§8488.41?(a))

We arealsorecommending tthe CMS Regional Officeand/orthe StateMedicaid Agencythat
your provideragreemenbeterminatecon November24,2019if substantiacompliancds notachieved
by that time.

ll. AUTOMATIC CONSEOQOUEN : ASA RESJLT OFPROVIDING SUBSTANDARD QUA ITY
OF CARE

Your facility's noncompliancevith thefollowing:

42 CFR 483.2S(d)onstitutessubstandardjuality of careasdefinedat §488.301 Sections
1819(g)(5)(C) andl919(g)(5)(C) othe Social Security Acand 42CFR 488.325(h) afhe Code of
Federal RegulationgAs a result ofprovidingsubstandard qualitgf care,surveyors conducted an
extended, opartial extended, surveat your facility. TheFederakegulations a2 CFR 8483.151
(b)(2)(iii), 42CFR 8483.151 (b)(3)(i)(ii) and(iii), and42 CFR8483.151 (eJequirethatanynursing
facility that hasbeen subject to aextended opartial extended surveyy denialof payments fonew
admissions oa Civil MoneyPenaltyof notlessthan$5,000.00, mugtavetheapprovalfor their nurse
aidetraining andcompetency evaluation program (NATCEP) withdrawn fpegod oftwo years.
Therefore youfacility is prohibitedfrom operatinganurseaidetraining programfor two yearsfrom
the last day of the surve8ee8483.151.

You havetheright toappeal taCMSthelossof your nurseaidetrainingprogramasaresultof a
finding of Substandard Qualityf Care (SQC)however, your nursaidetraining program must cease
to operate pending an appeal.

If you disagree witlthis action imposed ogom facility, youor your legal representative may
request hearingoeforeanadministrativdaw judgeof the Department oHealthand HumarServices,
DepartmentaAppeals BoardDAB). Procedures governirthis processaresetoutin 42 CFR8498.40,
et seq You must file your hearing request electronicéyusing theDepartmental Appeals Board's
Electronic Filing System (DAB#-ile) athll '>.://dab.'Jil - .hhs,, v n la( rthan ixl 60 du aftr
I_c iving this letter. A copyofthehearingrequestshall besubmittedto:

Chief Counsel

Office of theGeneralCounsel
801 Market Street
Suite9700

PhiladelphiaPA 19107

Requests foa hearingsubmitted byJ.S. mail or commercial carrier aneolongeraccepted as
of October 12014, unless you do not have accessdomaputer or internet service. In those
circumstances yomay call the Civil Remedies Divisioto request waiverfrom e-filing andprovide
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anexplanationasto why you cannot fileelectronicallyor youmay mailawritten requestor awaiver
alongwith yourwritten requestor ahearing. Awrittenrequesfor ahearingmustbefiled nolaterthan
sixty (60) daysafterreceiving thidetter, bymailing to thefollowing address:

Departmenbf Health& HumanServices
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division

330 Independenca&venue, S.W.

Cohen Buildingg Room G644
Washington, D.C. 20201

(202) 5659462

A requestor hearingshouldidentify the specificissuesandthefindingsof factandconclusions
of law with whichyoudisagree, 4ZFR 8498.40(b)(1). Ishouldalsospecify thebasisfor contending
thatthefindings andconclusions are incorrect, 42 CFR 8498.40(6)(2). You beagpresented by
counsel at a hearing, at your own expense.

Shouldwe takeactionto terminateyour participation inthe Medicareprogramwe will advise
you ofyourappeal rightsasaresultof thataction.Pleasenotethatthoseappealightsarcseparate and
distinct from the appeal rights cited above.

Youwill benotifiedseparatelypy theMarylandMedicaidStateAgencyregardingheir
application of the remedies in this letter.

In addition, Sections 1819(g)(5)(C) and 1919(g)(5)(ChefSocial Security Acand42 CFR
488.325(h) require thalhe attending physician of each resident who feaad to have received
substandard qualityf careas well as th&tate board responsible flicensing theacility's
administrator baotified ofthesubstandard quality afare. In orderfor usto satisfy thesenotification
requirements, and in accordance vg#88.325(g), you are required to provide the following
information tothisagencywithin 10 working daysof yourreceiptof this letter (sectheattachedorm to
beused to provide this information). Residents affected include: ResidePidi@se refeto the
previously provided Roster/Sample Matrix for resident names.

III. PLAN OF CORRECTION (PoC)

Based orthefindings ofthis survey,anopportunity tocorrectthe identifieddeficiencies will
notbeafforded priorto ourrecommendationf theimposition ofremedies byhe CMSand theState
Medicaid agencyA PoC for thedeficiencies must beubmitted within 10 dayafterthefacility
receives its FornrcMS 2567 .Failureto submitanacceptable Po@ithin theabovetime frames may
result in the imposition of additional remedies.

Your PoCmustcontainthefollowing;

Whatconectiveactionwill beaccomplished fothoseresidents fountb have been
affected by the deficient practice;
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How youwill identify otherresidentdavingthepotential tabeaffectedby thesame
deficient practice and what corrective action will be taken;

Whatmeasuresvill beputinto placeor whatsystemiachangesouwill maketo ensure
that the deficient practice does not recur; and,;

Howthecorrectiveaction(s)will bemonitoredto ensureghedeficientpracticewill not
recur, i.e., what quality assurance program will be put into place.

Dateby which correctiveactionwill becompleted.

References to a resident(9)y Resident#only. This applies to the PoC as wellasy
attachmentdo the PoC.lIt is unacceptablé¢o includeresident names in documersisice
the documents are released to the public.

IV. INFORMAL DISPUTE RESOLUTION

In accordancevith '488.331you haveoneopportunityto questiorcited deficiencies throughn
informal dispute resolution process. You may asntest scope argkverityassessments for
deficiencies which resulted afinding of SQC orimmediate jeopardy. To lgven suchan
opportunity,you arerequiredto sendyour writtenrequestalongwith thespecificdeficiency(iespeing
disputedandanexplanation ofvhy you aredisputingthedeficiency(ies)(or why you aredisputingthe
scopeandseverityassessments deficiencies whicthavebeenfoundto constitute SQ®rimmediate
jeopardy)o MargieHeald,DeputyDirector, Office of HealthCareQuality, 7120Samuel Mors®rive,
Columbia,MD 210463422, phond10-402-8201, fax410-402-8234. Thisrequesimustbesentwithin
10daysof receiptof thisletter. Infornlal disputeesolutionfor theciteddeficiencieswill notdelaythe
imposition of any enforcement action.

V. LICENSURE ACTION

Asyouareaware thecited Federaldeficiencies havacounter parin Stateregulations.These
deficiencies areitedontheenclosed StatEorm. Please provide a plaof correction and credible
evidence otompliance for theseeficiencies withinl O daysof receipt ofthisletter. In theevent a
revisitdetermineshatsubstantiatompliancehasnotbeenachievedappropriateadministrativeaction
may be taken against your State license.

In theevent a revisit reveals that conectidra/e not been achieved, a mandated staffing
patternmaybeimposed imccordance witlCOMAR J0.07.02.070(3)o assistyouin thedeliveryof
an adequate level of resident care.

If youhaveanyquestionsconcerning thénstrnctions containeuh thisletter,please
contact Laura Norman, survey coordinator at (410)-80Q@3.
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cc:  ClairePierson,Esq.
JaneSacco
GingerLevesqueCMSRO
Ruby Potter
RondawWashington
Stevanne Ellis
MFCU
Filell

Sincerely,

&111,\U 1"J111$-

PatriciaTomskoNay,M.D.
ExecutiveDirector
Office of HealthCareQuality
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On May 17, 2019 and May 20, 2019 through May
24, 2019 an investigation was conducted at this
facility by the Office of Health Care Quality of ten
complaints MD00138360, MD00137373,
MDO00136317, MDD0135427, MD00130833,
MD00129628, MD00128885, MD00128397,
MD00127531, and MD00127364. The census
was 89 and the licensed bed capacity is 91.

Survey activities consisted of a review of
residents' medical records, observation, interview
of the facility staff and residents and a review of
administrative records_

The survey identified non-compliance with
Federal and State requirements that were
reviewed in relationship to complaints:
MD00137373, MOOD127531, MD00128885,
MDO00136317, MD00128885 and MD00130833_

On May 22, 2019 at 2:26 PM, an immediate
jeopardy was called by the Office of Health Care
Quiality related to a multi-system failure resulting
in repeated violations of the smoking policy by
Resident #3, thereby jeopardizing the health and
safety of current and future residents. The facility
submitted an initial plan of action to the surveyor
and the Office of Health Care Quality for review at
5:08 PM. This initial plan was not accepted_
Revised plans were submitted at 8:33 PM and
8:55 PM which were not accepted. The facility
submitted a revised plan of action at 9:48 PM that
was reviewed by the survey team and the Office
of Health Care Quality. The plan was accepted
but the immediate jeopardy was not removed until
5/24/19 at 4:15 PM.
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other safeguards provide!l, Jffrclellt p roOte cCtipatients_ (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
following the date of survey whether or not a plan al 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 facilit/. If deficiencies are ciled, an approved plan of correction is requisite to continued

program participation.
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8483.21(b) Comprehensive Care Plans
8483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
8§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under 8483.24, 8483.25 or 3483.40; and
(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under 8483.10, including the right to refuse
treatment under §483.10(c}(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

(iv) In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and
desired outcomes.

(8i The ft,5ident'sprenmmce and poteniiai for
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F 000 | Continued From page 1 F 000
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The extended survey was completed on May 23,
2019 and May 24, 2019.
F 656 | Develop/Implement Comprehensive Care Plan F 656
SS=D| CFR(s) 483.21(b)(1)
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future discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.
(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.
This REQUIREMENT is not met as evidenced urrccth”c nrtion: 7/8/19 ?

by:

Based on medical record review and staff
inleNiew it was determined the facility staff failed
to develop and implement individualized care
plans for its residents to address smoking safety,
based on a comprehensive assessment of the
residents' needs. This was true for 6 out of the
26 residents (Resident #7, # 10, #14, #15, and
#16, #17) reviewed from the smoking list during
this complaint suNey.

The findings inclL1de:

A care plan is a guide that addresses the unique
needs of each resident. It is used to plan, assess
and evaluate the effectiveness of the resident's
care.

Smoking Aprons- Aprons for Smokers are
intended for individuals who smoke and require a
protective cover to shield against hot ashes and
dropped cigarettes.

1) Medical record review on 5/23/19 revealed
Resident #7 was identified as a current smoker.

Review of the Smoking Assessment dated
5/23/g IC\iealedt h G I\Jenfwo atssess-d-c:1s
an "independent smoker", despite having the

| he care plansforresldenl 137, 10,1/1.\,J>I5,
| 6 hal'c beenupdatedio rcncctlhe residents
+,1110King saletybasedff thecolllprehi.n5ive
e,1dc111-sneed. Residert fl 17 notmdicated on|
the residentroster sounableto corrcs:l.

1[1dCLIIf) Milers wilb polcl1llin! lo heaffoctcd:
L lit.: Director OI nursingwill complel" nn uutl1t
I current res idenls to cnurc the residentsnre
Al aarc accurately n:Oectingthe residents
mokmg s,ifcty b:iscd off Ol the compre.hensh ¢
sidents needs
I
I:\1c.illrcsto provelll rcuccuncncc:
‘I he regional d1rcclor of clinical operation will
p-eecJucl the dm:clor of mirsing , licensed
bturse;and thesocml workerlo ensure the
mokingasse,;sment is completed accurately
nd that !he residents eurc plansore accuralely
cflecting the residentssmoking safely based
ff of the comprehensiveesident's needs.
fonitoring of corrective;tctions for
esidents affected residents:
The director of nursing will perform a audit |
i,;ckly x4 andthen monthly for two months ol
ow admi sions,readmitsand residents with
a changen conditionwho smoketo ensure
[imt the residentsare pInns.ire ilccurntely
re-fh.rdin i.ht: rC,,id-i:rHS dinu -kiJlg- uftlvbascci |

p[f of tbe resident'sneedsThe findings of 1he
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need for a smoking apron. The assessment did
not indicate if the resident was able to dispose of
cigarettes appropriately. The form noted that
selecting the independent designation indicated
the resident did not require supervision or other
accommodations to maintain safety during
smoking.

The care plan, with an initiation date of 10/6/17
contained a goal that the resident would smoke
safely with supervision as evidenced by no
injuries such as burns to herself/himself or to
his/her clothing. It was unclear from the
assessment if the resident was an independent
smoker or required supervision.

2) Medical record review on 5/23/19revealed
Resident #10 was identified as a current smoker.

Review of the Smoking Assessment dated
5/20/19revealed the resident was assessed as
an "independent smoker", had an unspecified
dexterity problem and was unable to dispose of
cigarettes appropriately. A Smoking Assessment
dated 5/22/19indicated the resident needed
supervision with smoking, did not have a dexterity
problem and was able to dispose of cigarettes
appropriately.

The care plan, with an initiation date of 5/21/19,
noted the resident was assessed as an
independent smoker and was not based on a
comprehensive assessment as evidenced by the
inconsistencies in the assessments dated 5/20/19
and 5/22/19.

3) Medical record review on 5/23/19

S ;A YOI Aar FaeiAant
WS T 1ENSAERN £are fosident who

revealed was identified as a current smoker.

F656]  ydilswill beprcsented at QAPI for the 1iext
daysfor review and comment.
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Review of a Smoking Assessment dated 5/22/19
revealed Resident#14 required a smoking apron
and supervision when smoking to maintain safety.
Further review of the medical record on 5/23/19
revealed the facility staff failed to develop a care
plan that addressed smoking.

4) Medical record review on 5/24/19 revealed
Resident #15 was a long-term care resident
identified as a current smoker.

Review of the Smoking Assessment dated
5/23/19 revealed the resident was assessed as
an "independent smoker." The care plan, with an
initiation date of 5/23/19, noted the resident was
at risk for potential burns related to smoking. The
plan contained an intervention to observe the
resident's hands during the weekly skin check to
ensure there were no burns.

The assessment of the resident as an
independent smoker was inconsistent with
someone who was at risk for burns while
smoking. The risk for burns would indicate a need
for supervision.

5) Medical record review on 5/23/19 revealed
Resident #16 was a long-term care resident
identified as a current smoker.

Review of the Smoking Assessment dated
5/23/19 revealed the resident was assessed as
an "independent smoker." The care plan, with an
initiation date of 5/22/19, noted the resident was
at risk for potential burns related to smoking and
required supervision at all smoke breaks. The
::ricln wntain8U an fttilil rvnf-011tv oUs rv - ihc
resident's hands during the weekly skin check to

F 656
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ensure there were no burns.

The assessment of the resident as an
independent smoker was inconsistent with
someone who was at risk for burns while
smoking. The risk for burns would indicate a need
for supervision,

6) Medical record review on 5/23/19 revealed
Resident #17 was a long-term care resident
identified as a current smoker.

The medical record contained a care plan that
addressed a behavior probl.em related to
Alzheimer's as evidenced by forgetfulness,
repetitive questioning, and confusion.

Review of the Smoking Assessment dated
5/23/19 revealed the resident was assessed as
an "independent smoker." The care plan, with an
initiation date of 3/11/19, noted the resident was
an "independent smoker" but was supervised
during all smoke breaks.

The Smoking Assessment tool has an area
designated for assessing the resident's safety
and needs for adaptive equipment. If the resident
is deemed an independent smoker that is an
indication that the resident does not require
adaptive equipment sucll as an apron or a
cigarette holder or supervision.

A Resident Smoking Policy with a review date of
4/1/16noted the assessment, observation and
designation of independent or supervised smoker
will be made by the treatment team for each
resident who requests to smoke in the facility. It
ML_U-E-L_D%‘_’J“EU'_‘__T‘ LA thtnli = rnmn‘la,],g
the assessments independently.
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§483.21(b) Comprehensive Care Plans
8483.21(b)(2) A comprehensive care plan must
be-

(i) Developed within 7 days after completion of
the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.

(C) Anurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

(il)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
Whyifip, rr A

jaild - uolt . riv iavcw-;
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The inconsistencies between the assessments
and the care plans regarding the residents
safety needs were discussed with the Director of
Nursing and Administrator on 5/23/19 at 4:21 PM.
The Director of Nursing failed to acknowledge
and correct the inconsistencies until the Regional
Director of Clinical Services intervened and
clarified the assessment process.
F 657 | Care Plan Timing and Revision F 657
SS=D | CFR(s): 483.21(b)(2)(i)-(iii)
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Based on medical record review and staff
interview it was determined the facility staff failed
10 revise care plans that addressed: 1) the
individualized treatment needs of a resident
(Resident #3) with a history of smoking utilizing a
multidisciplinary approach; and 2) the refusal of
care for a functionally, cognitively and sensory
impaired resident (Resident #8). This was evident
for 2 of 3 residents reviewed for care plan
revisions during this complaint survey.

The findings include:

A care plan is a guide that addresses the unique
needs of each resident. It is used to plan, assess
and evaluate the effectiveness of the resident's
care.

1) Medical record review on 5/17/19revealed
Resident #3 was admitted to the facility in
— ® «— w— skilled nursing services.

A Smoking Assessment completed on 2/8/19
revealed the resident was determined to be an
"independent smoker with supervision." The form
noted that selecting the independent designation
indicated the resident did not require supervision
or other accommodations to maintain safety
during smoking.

A Behavior Note dated 2/9/19 at 10:18 PM
reported that at approximately 9:50 PM the
resident had a visitor, after which the writer
smelled the strong odor of Marijuana smoke
r-:;.ornir,,g fro fil.er-si.den_t's rOgm Th-e. ;id nt'
door was locked on the inside and after several

racility.

rt'he Resident/8 comprehensive
1ssessmemvasreviewed and the
nterdisciplinaryteflm developed careplan
ca rclicel theresidents cog.nilive, personal
1lygiche, urinary inccmlinencc::incl visual
areplans to meetesidenl needs

Identify otherswith potentialto\Jc
lIffccted:

1) The director ofnursing will completeai
audit ol"the smokingcareplans of the
residenlswho smoke t@nsure their care
iPlans reflecl their needs

i) Thedirectorof nursingwill complelean
i~.iuclit of residents whdnavea behaviorof
iresisting careto ensureheir cognitive,

jPersmalhygieneurimlry incontinence nng
visualcare plan are reviewed and

1paJ ed.M) rcllei;Uh r. i entneerl.,;
[ic;7trest;p mAo-Lrre cc;
I')Theregionaldirectorof clinical opcrntions
will reeducatehe nursingsupervisorsind the
Ilily assurnncc nurseill reeducatethe
censal nursingstaffio ensure thatthe cnrc
I;ms for residents whemokemettheir needs
)TlieQualityassuranceursi:will reeducate
ie interdisciplinary team on to ensure the
cognitive, personal hygiene, urinary
Jincontinencendvi5ualcare plansaccurately
reOecltheresidentneeds.
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assessments.
This REQUIREMENT is not met as evidenced \..;orrcctive action: 7/8/19
by: Residcnl#3 no longerresidesnl he
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knocks on the door from security and other staff
the resident unlocked the door to reveal even
more pungent smell of Marijuana smoke coming
from the room.

The medical record contained a document
entitled Guidelines for Resident Behavior that was
signed by the resident on 2/11/19. The document
contained information regarding rules relative to
smoking, drug and alcohol use, and possession
of weapons in the facility. It was noted that
non-compliance with the rules could result in the
initiation of a behavioral management plan,
referral to local law enforcement or discharge
from the facility.

A care plan with initiation dates of 2/13/19 and
4/24/19 addressed the resident's desire to smoke
and noted the resident was assessed as an
"independent smoker." Interventions included
monitoring the resident's safety during smoking
and complete a smoking assessment, quarterly,
annually and with a change in condition.

A Behavior Note dated 2/17/19reported the
resident had visitors today in her/his room. The
writer noted a towel was placed at the inside the
bottom of the door and the room smelled of
marijuana. A Social Services note dated 3/4/19
reported the resident was re-educated on the
facility Smoking Policy and the Guidelines for
Resident Behavior thats/he signed on 2/11/19.
The resident was informed that any continued
non-compliance of the Smoking Policy could
possibly lead to an involuntary discharge notice
being given.

3 Gre-Pl. ncte 9-:;ted 3/4/1'9 3t. 4:5-e PM
reported the resident was noted to be smoking

rt!siticnts affected residents:

Uleir needs.

bmmenl.

lon.itoring of corrective actions for

Director of nursingwill complete a audil
‘bekly x4 und then monthljor lwo monthsor
Dicw odmissiuns, readmissions and n:sidcnls
ith a clrnngcin condilion who smoke and
rcr.idents who viofote the smoke policy to
-nsuretheir careplans arenccuralclyrcilcctind!

) The Director of nursing will perfom1 n
monthly audit for three munths NO less thnn

| 20%of residents who have a behavior o]
esitini; carel cNsu_recog_nitive, personal
hygiene and unnnry mcantmenacaid visual
hrc plans .ire nccuraiely reflecling their needs
Thefindings of the uudits will be presentect
QAPJ for the next 90 days for review nnd
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marijuana in the shower room on 3/3/19, was
educated about the smoking policy and was
asked to turn over any lighter, cigarettes, or
marijuana s/he may still have in his/her
possession. It was noted that the resident denied
smoking and having possession of a lighter,
cigarettes, or marijuana. A Nurse's Note dated
3/11/19 at 11:23 PM reported the resident was in
the shower room smoking. The resident was
educated on the danger of smoking inside the
facility.

A Behavioral Health Services note dated 3/13/19
noted the resident was evaluated for continued
use of marijuana at the facility. The Behavior
Management Plan, noted by the Nurse
Practitioner, was that staff would provide
structured socialization, structured activities of
daily living (AOL) care, and staff were to approach
the resident respectfully and be clear about
upcoming nursing care.

A Skilled Documentation note dated 4/4/19 at
2:23 PM reported the resident had a visitor with
whom s/he went outside in the courtyard and
smoked Marijuana_ It was noted that the resident
was re-educated on the risks of her/his behavior
but denied using/smoking marijuana.

The medical record contained care plans, with
initiation dates of 4/24/19 that addressed a
behavior problem related to smoking marijuana
and cigarettes in the facility and/or allowing
guests to smoke in her/his room, a history of
marijuana abuse/substance abuse and soliciting
staff for money to purchase marijuana.
Interventions included but were not limited to
ssis!_i g t'ler", sident to develop mQ!"e
appropriate ways of coping, encourage the
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resident to express his/her feelings appropriately,
discuss behaviors, explain why behaviors are
inappropriate, intervene as necessary to protect
the rights and safety of others, and obtain a
psychiatric consult as needed. Specific
interventions to maintain the resident's safety
including adjusting the level of supervision was
not addressed.

A Smoking Assessment dated 5/21/19 indicated
the resident was an "independent smoker
requiring supervision." The resident's care plan
directed staff to reassess the resident with a
change in condition. The resident had multiple
episodes of smoking in non-designated areas
before slhe was reassessed.

A Behavior Note dated 5/5119 at 11:32 PM
reported the resident was smoking in her/his
room and was educated on the risks of smoking
in bed. A Behavior Note dated 5/7/19 at 10:54 PM
noted the resident was smoking Marijuana along
with another resident in her/his room.

A Nurses Note dated 5/14/19 at 11:35 PM
reported the Resident was in another resident's
room and staff smelled cigarette smoke coming
from the room. A Behavior Note dated 5118/19 at
11:30 PM reported the resident was noted to be
smoking in her/his room during rounds at the
beginning of the shift. The writer reported the
resident started spraying air freshener, but the
room was still filled with cigarette smoke ands/he
was re-educated on the risk of smoking in the
room.

During an interview with the surveyor on 5/17/19
at 3:45 PM th!?- [lirec.tor of Nu.r-sing 'Ale>s .2s!.<..ed
what actions wer t k n regarding

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
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 657 | Continued From page 10 F 657

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

Event ID: 6KFN11

Facihty ID: 30033 If continuation sheet Page 11 of 41




PRINTED: 08/13/201¢

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0938-0391
STATEM!cNT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA (X2) UULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANO PILAI, OI' CORRECTIOM IDENTIFICAfION | UMB[R: /,, BUILUI G COMPIETED
C
215346 B.v.ANG 0512412019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

4601 PALL MALL ROAD

NORTHWEST HEALTHCARE CENTER
BALTIMORE, MD 21215

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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 657 | Continued From page 11 F657

11011-compliance with the smoking policy. The
DON stated the Social Worker would talk to the
resident about non-compliance and issue a 30-
day notice if the problem persists.

In interview with the surveyor on 5/21/19at 12:35
PM the Social Services Director stated s/he has
been meeting with the resident's caseworker to
discuss the behaviors. The Social Services
Director stated s/he has a behavior contract with
the resident and has reviewed that with the
resident several times. The Social Worker was
referencing the Guideline for Resident Behavior.

During an interview with the Administrator on
5122/19at 11:15 AM the surveyor asked about the
process for implementing a behavior
management plan as outlined in the Guidelines
for Resident Behavior and s/he stated the facility
reached out to the resident's caseworker to
ascertain what services or resources were
available to the resident that could be utilized
while ttle resident was in the facility. During this
interview the surveyor discussed concerns that a
behavior management plan had not been
developed and the resident's care plan was not
updated to include measures to maintain the
resident's safety.

The facility's smoking policy states residents will
be assessed on admission, readmission,
quarterly, with significant change or upon violation
of the safe smoking policies. Review of the
medical records failed to reveal the
reassessments were completed as indicated with
adjustments to the resident's care plan based on
his/ller response to tile interventions identified in

tho ,..rP.nl n
e o o
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2) Medical record review on 5/21/19, revealed
Resident #8 was a long-term care resident
admitted to the facility with diagnoses that
included but were not limited to Schizophrenia,
Bipolar Disorder, Glaucoma, and Contractures of
both hands. Contractures are the chronic loss of
joint motion due to structural changes in
non-bony tissue. It the joints, muscles, ligaments,
and tendons are not exercised they will contract
or stiffen. (medlineplus.gov)

Surveyor review of complaint #MD00136317
revealed a concern that Resident #8 was not
being bathed/ showered routinely.

The medical record contained a care plan
initiated on 12/15/17 that addressed the resident's
refusal of care including showers and changing
his/her clothes. The goal was for the resident not
to have behavioral episodes daily, by the review
date of 6122119. Interventions included; 1) explain
procedures to the resident before starting; 2)
discuss the resident's behavior and explain why
the behavior may be inappropriate; 3) monitor
behavior episodes and attempt to determine the
underlying cause; 4) document behavior and
potential causes; and 5) educate the resident on
the risks and benefits of refusing care. A care
plan initiated on 3/29/18 addressed the resident's
impaired cognitive function and impaired thought
processes and decision making related to
Schizophrenia and Bipolar Disorder.

Review of the annual Minimum Data Set (MOS)
assessment dated 12/22/1B revealed the facility
staff entered a Brief Interview tor Mental Status

(BIMS) score of 14 out of 15 in Section C
Cqganitive Patterns, Staff no!P.rl in thA rm1.<1rtArlv

MO'S s s :fdatd 2/19/1gthtthe.r ‘iderit
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was unable to complete the interview and review
of subsequent quarterly assessments dated
3/6/19 and 4/1/19 revealed the resident's mental
status was not assessed but it was noted that
there were no acute changes in the resident's
mental status.

The Minimum Data Set (MDS) is a
comprehensive assessment of the resident
completed by the facility staff. The MDS is a
multi-disciplinarian tool that allows many facets of
the resident's care [cognition, behavior, mobility,
activities of daily living, accidents, activities,
weight, pain and medications to name a few] to
be addressed. The MOS assessment is part of a
broader RAI (Resident Assessment Instrument)
process. The RAI process ties the assessment
and care plan to the delivery of care lo meet the
needs of the resident.

Brief Interview for Mental Status (BIMS) is an
assessment that assists staff in determining a
resident's cognitive status. A score of 13-15
indicates cognitively intact, 08-12 indicates
moderately impaired, and 00-07 indicates severe
impairment.

Review of the MOS assessment dated 4/1/19
revealed facility staff coded the resident in
Section G Functional Status GO110 Activities of
Daily Living G- Toileting as a 0/0 (independent), J-
Personal Hygiene as a 1/2 (required supervision
of 1 staff) and in GO120 Bathing as a 4/2 (totally
dependent on the assistance of 1 staff). Facility
staff coded the resident in section HO30O0 Urinary
Continence and section HO400 Bowel Continence
as a O (always continent).

I Review of the Nursing Assistants' task
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documentation for Personal Hygiene for the
period April 21, 2019 through May 20, 2019
revealed the resident was coded as independent
except on 4/24/19 and 5/13/19.

During an interview with the surveyor on
5/17/2019 at 2:05p.m. Staff #1 stated the
resident was not aggressive, just non-compliant.
S/he further stated the resident does not want to
bath or change his/her clothes or take
medications but there isn't much staff can do
about it.

On May 17, 2019 at 3:20 PM Surveyor #1 and #2
observed Resident #8 on the ground floor of the
facility, sitting in a wheelchair, near the activities
room. The resident was wearing black sweat
pants and a long-sleeved gray shirt which had
stains on them and a very strong odor of urine
was noted coming from the resident. On May 22,
2019 at 1:45 PM the resident was observed by
Surveyors #1 and #2 wearing black sweat pants
and gray shirt that were soiled and a very strong
odor of urine was noted. During an interview with
Surveyor #2 on this date the resident stated that
s/he does not want help from staff for bathing and
eating, s/he tells staff to get a wash cloth and
soap and s/he will take care of it. The resident
was asked about visual limitations and told the
surveyor s/he could see shapes and colors.

During an observation of the resident on 5121/19
at 2:05 PM the surveyor noted the resident was
sitting in a wheelchair wearing sweat pants that
were soiled. There was a very strong odor of
urine present.

9L 1ri ,n’nl ; m -i'Lerv_'e_yvc with S1 rpcevnrk— ae:nt _\1:', nn

May 22, 2019 at 3:10 PM, GNA#1 stated the
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resident does not want assistance with bathing,
getting dressed, or feeding/eating and that s/he
consistently refuses all care. GNA#1 also stated
the resident will not allow the staff to go into
his/her closet retrieve soiled clothing and will pile
the dirty clothes on the floor of the closet.
Surveyor #2 asked the GNA if slhe believed the
resident is bathing, changing into clean clothes,
toileting himself/herself and performing oral care.
GNA #1 agreed that slhe does not believe the
resident is completing the AOL's. ADLs (Activities
of Daily Living) refer to daily self-care activities
such as bathing, grooming and dressing.

During an interview with Surveyor #1 on
5/24/2019 at 10:35 AM the resident was asked if
slhe toilets himself/herself and the resident
replied "yes". The resident was sitting in a
wheelchair at this time wearing black sweat pants
and gray long-sleeved shirt, both stained and the
strong odor of urine was present. The resident
was asked ifs/he could see the images on the
television and s/he replied, "not really" and stated
s/he just listens to the TV.

Medical record review failed to reveal the facility
utilized an interdisciplinary approach to develop a
care plan based on a comprehensive assessment
of the resident's needs and included the
resident's cognitive, functional and visual
impairments.

The findings were discussed with the
Administrator and Director of Nursing during the
exit conference on 5124/19 at approximately 4:30
PM.

Refer to F684

STATEMENT OFDEFICIENCIES (1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIONNUMBER: A.13UIL.OING COMPLETED
C
SW,ING
215346 05/24/2019
NAME OF PROVIDER OR SUPPLIER 3TRCCT ADDRrns, CITY, STATE, ZIP CODE
4601 PALL MALL ROAD
NORTHWEST HEALTHCARE CENTER
BALTIMORE, MD 21215
[X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (XS)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPILTION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 657 | Continued From page 15 F 657

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

Even! ID:6KFN11

Facility ID: 30033 If continuation sheel Page 16 of 41




PRINTED: 08/13/201¢

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTFRS FOR MEDICARF & MEDICAID SFRVICES OMB NO. 09380391
STATEMENT OF DEFICIENCIES 0(1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
/,ND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.13UIL.DINI> COMP!ET[D

C
B. VINNG
215346 05/24/2019
NAME OF PROVIDER OR SUPPLIER 8TRFFT ANNRFSS, CITY, STATE, ZIP CODE

4601 PALL MALL ROAD
BALTIMORE, MD 21215

NORTHWEST HEALTHCARE CENTER

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (Xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAC | CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 684 Continued From page 16 F 684
F 684 Quality of Care F 684

Ss=D CFR(s): 483.25

§ 483.25 Quiality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT is not met as evidenced \leasuresto prevent reuccurrencc:

by: I/\) The Quality us urnnceurse will 17/8/119
Based on medical record review and review of eed11ctlte licensedmirsi:.4, M1)S coorl.linalor

other pertinent documentation, observation and Ind social worke oncnsur'inl,llhc per::onal

staff interview, it was determined the facility staff i)/gicne and bathingi:are p\mis n:fl.:ct the

failed to provide treatment and care in :lckntm:e<ls.In liddition Ihc Quality

accordance with professional standards of abaimnce nurse willreeducatehe nursesaides

practice and a comprehensive person-centered n documenting angeporting residcnl5 who

care plan as evidenced by the failure to: 1) eli.Jse care. _

ensure a physician's order for weekly skin B) TheQualitynsstlrallcc nursewill n.:educaf

assessments for Resident #8 was carried out; 2) [ ge Ilclcn cd nursllllngokr_l the””pD”a“Fetg
identify and develop a plan of treatment to c(Inlplctiny weeklyskinagscssnu:ntss per

o . ) . hy 11:inn orders.
address significant weight loss for Resident#11; o .

‘g™ welg rest ) Tht: Quality;is,uranccl111rscwill rccducatd
and 3) complete a thorough admission

assessment of Resident #6's wounds, and follow thIC.lklan ar}dllc_enst:_<_l nursm_g on tnsuring
} L ) mt residentswith sil,1nilicanlweight loss are
through with a physician's order for foot care ina

imel Thi ident f fa mifil:d mid a planofireame111is dC\'eloped.
timely manner. This was evident for 3 of - . n ucldition c<lucalionwill beprO\1dc<lonths
residents reviewed for quality of care during this

) ilitic5 weightchancepolicy.

complaint survey. The Quality assurance nursewill reeducate
,IIC licensednursim!staffon cnsurinuthe
1dmission ..-iss..:ssmenlsvahlationreflect the

esldel 1 WwAundsln nddilioncducnliolwill

The findings include:

A care plan is a guide that addresses the unique e provide<l on ensuringhysicinnorder, for
needs of each resident. It is used to plan, assess ootcarearecompletedper order

and evaluate the effectiveness of the resident's

care.
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1) The facility failed to implenient a plan lo ensure
Resident #8 had routine skin assessments to
prevent the development of skin injuries.

Medical record review on 5/2i/19 revealed a care
plan initiated on 1/19/18 that addressed the
potential for impaired skin integrity related to
decreased mobility and noted the resident had a
boil on his/her back. It was also noted that the
resident had a wound to the left foot, 2nd toe.
Interventions included but were not limited to
identification and elimination of potential
causative factors and keep the resident's skin
clean and dry.

A Care Plan Note ct-ated 5/20/19 reported the
resident has a behavior of refusing wound
dressings to left 2nd toe and refusing to lake a
shower when offered. It was noted that the
Resident was educated on the risks and benefits
of refusing wound dressings and showers such
as infection and other complications. The
physician and resident's responsible party were
made aware. The plan was to continue to
monitor.

The medical record contained anorder tor weekly
skin checks ONTuesday, 11-7 shift. Review of the
Treatment Administration Record for May 2019
revealed It was not signed off 5r7/19 or 5/14/19
as having been done and there were no progress
notes to indicate why the assessments were not
done.

Lymphedema is a condition in which the
lymphatic system does not properly remove
excess fluid from the body, wh'ﬁ:%rssults in
accllnulale9fl L1 ictin a part of thebrl

leg.or an arm. At times this excess fluid is

Monitoring of correctiveactionsfor
residentsffoctcd residents:

I A) Dlreelunf nursingwill complclcanntidil
w.:ekly x fourand!lien monthly audit for the
nex1 t\1'0 monthsof nol<:ss than ::10"-u OF
n:sitknt whoh.i,fcli::el1lidertifi ed by tlteir
comprehensveasessmeilhf 11 defi-ienidy of
per onnl hygieneandbalhingio ca:urclhelr
person centeredcarephm isreflectiveof Lhcir
LftCITL,

In addition the unit managensill perform an
Judi! daily x 5 daysfor 4 weeksthanmonlhly
x2 of point clickcareclinicul ulens for
residentswilh consistentrefusals tensure.:art:
plan ndjustmentare beingmode to meet the
resident"s need$n addition during
neighborhoodrounds IDT will perfomlan
audit ofno less thnn 20% of residents with
consislcnt refusalef carelo validatethat their
c.irc plans ;ire being followed.

I 'B)The nursinglpervisers will perform _nn
dllweely x four andthenmonthlymidilrur
c r\ext Lwo rnonlhsof nole:s111111125%of
siden\s \\ith 0 weekly skin a.scssmcnorder
Oensure the phy$icilrsorderls being
[ ollowcd.
1) TheDiredor of nursingwill pcrfornlu twdit
weekly.x four und thenmonthly for Lhcm:.xI
1wo months to ensure resdents will a wcighl
los hn,-ea trrmtmentpion i111dcmellled.
3) The Nun;ingsupervisor.will completen
nudit weekly X four nnd then monthlyuudilfor
the ne.1 1wo months or newadmisgonsta
rnsmendmission :1i;sesi.ments of woundswen:

::omplctedlfnrougg/. In uddjlion Lii monthly
udil'x threewill beécolllplelcdof regllenls

withy wetd 44tk 10 gRgys imt ordersfor root cnr<
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referred to as edema. This condition tends to Ihclinmng 01 meauditswill bepre. cnlcd a
cause the person's weight to go up and down. :)API for the next90daysfor review and
:ommcnl.

2) Areview of Resident #11's medical record on
5/22/19at 4:10PM, revealed and History and
Physical signed by the attending physician dated
313/19that documented the resident was
admitted on - and was being treated for
chrqtilc lyinphedema in the legs. Review of the
active care plan documented a focus of "Chronic
Venous Insufficiency (the blood is not being
transported back to the heart in a sufficient
manner) r/t Lymphedema with an intervention to
monitor and document excessive edema
(swelling) for the resident.”

Further review of the record revealed a Weight
and Vitals Summary from 2/27/19through 5/7/19
that documented the resident's weights as
followed:

2/27/19:154bs. (pounds),

3/13/19:150 Ibs.

3/27/19:1361bs. with a re-weight on 3/28/19:136
Ibs.

4/18/19 135 Ibs.

5/7/19:133.61bs.

A conclLirrenl review or the resident's active care
plan documented a Focus, for "unexpected weight
loss" with an intervention to "monitor and evaluate
any wel'ghl loss and detemline percentage lost
and follow facility protocol for weight loss."

An intel'view with LPN Staff #1 on 5/22/19at 5:20
PM revealed staff did not document a
measurement of Resident# 11's leg swelling by
giving the level of pitting edema or providing a
measurement of the legs to gauge improvement
ne/she wasn't sure if the right leg was

that he/she wasn't sure if the right leg was
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swollen at admission. Staff #1 reported that the
resident could not have lost 10% of his/her weight
due to the improving edema in the legs.

An interview with the Director of Nursing (DON)
on 5/22/19 at 5:25 PM, revealed that when a
resident has a significant weight loss that he/she
expected staff to follow the "Resident Weight"
facility policy. The DON also stated that he/she
was aware of the condition of the resident upon
admission but was unable to state if Resident
#11's leg swelling was significant enough that its
reduction could cause a 10% weight loss.

Review of the "Resident Weight" policy revealed
that when a weight loss is suspected the resident
is re-weighed within 24 hours; if the weight loss
was validated by a nurse; the Interdisciplinary
Team, the resident's attending physician and
family would be notified. In addition, the resident's
weight loss would be addressed weekly during
the facility's clinical meetings.

However, further review of medical records at the
time of weight loss failed to find documentation to
support that any of the facility's weight protocols
were followed for the resident. A review of the
Registered Dietitian's notes failed to show that
s/he was aware of the initial 4-pound weight loss
after admission or that the resident's physician
was notified of any of the resident's weight
losses. A review of a physician visit noted dated
3/27/19 failed to mention that the resident had
weight loss during that time. In addition, during
the 5/22/19 at 5:25 PM interview with the DON,
s/he failed to acknowledge that the resident's
weight loss was addressed at their weekly clinical
mcc tina. Ih h-miti-tr=atl an -f\O | 'fleo
made aware of surveyor's concerns on 5/22/19 at
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9:00 PM.

3) A review of Resident #6's medical record was
conducted on 5/22/19 at 9:45 AM. Review of an
513/19 admission assessment note written by
Licensed Practical Nurse (LPN) Staff #3 revealed
thalthe resident had wounds located in the chest,
front right hip, back of rigl1t hand from pressL1ire,
front of left thigh vascular, and sacrum from
pressure. However, review of the Treatment
Administration Records (TAR) dated 5/2118 -
7/31/18, documented several additional areas
will, wounds; a blister of unknown location, left
buttocks, left forearm surgical incision, lert knee,
left lower extremity, right buttocks, right knee, and
right lower extremity that-were not found In the
admission records.

An interview with the Direetor of Nursing (DON)
on 5/22/19 at 4:15 PM, revealed s/he was not
sure that the resident had lower extremities, and
therefore was unaware of the condition of the
wounds on the lower extremities.

Review of a 6/7/19 consultation note written by
the wound physician (Staff #50) indicated a
recommendation for Resident fl.6 lo be seen by a
podiatrist. Fur[her review revealed a physician
order dated 6/7/18 for the resident lo be seen by
a podiatrist On 6/12/19the order was
discontinued and re-entered and staled the
appointment was for 6/28118 at 10:15 AM.
However, further review found nn document.ition
of the outcome of |hls consultation had occurred.

During a follow-up interview with the DON on
5/22/19 at 4:15 PM s/he revealed thats/he was
ri.Dt aare thatlQe rLilirl"nt  ST.e "'mme.Ad-e.dta
see a podiatrist. However, s/he would provide the
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missing consult notes from the 6/28/19visit
However, on 5/24/18 a review of the notes
submitted to the state survey agency did not
include podiatry visit.
The Nursing Home Administrator and DON were
made aware of the findings on 5/22/19 at 9:30
PM.
F 689 | Free of Accident Hazards/Supervision/Devices F 689
SS=J | CFR(s): 483.25(d}(1)(2)
§483.25(d) Accidents.
The facility must ensure that -
§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and
§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.
This REQUIREMENT is not met as evidenced
by:
Based ON medical record review and staff C r cclivc action: 2/8/19
interview It was determined the facility failed lo: 1) Rcsidcnlt/3 nolonger resides atllic focility.
provide ongoing supervision to Resident #3 who
was known to I1lave smoked marijuana and Identify others with polcntial to bl'affcctctl:
cigarettes in his/her room and had an episode of Residenin thefacility who smoke havebeen
suspected drug overdose requiring the eeducatcan thefncililies smoke policy, the
administration or Narcan; arid 2) Investigate these fronl deskstaff asksresident visitors or
Inc[denls tO prevent future occurrences. This was e-idculsreturning on LOA if they huvc any
evident for 1 of 3 residents reviewed for Inaking itemsfor theresidents andflhey do
safety/supervision during this complaint survey. theymust beimmediatelyturned over the};laff.
Rcsidemwho .ire alenhave beengivenand
The facility's failure to provide adequate esident familie5 hn\'e been mailed u Icllt:r
supervision for Resident#3 and promptly i11Corn1i1E themof the focililics smoke policy.
investigate the repeated Incidents of lllicit drug f'11e residents who smoke hove hod their rooms
i i i initi .carched to ensure NO smoking paraphcnmlia is
B RSP 2 AR IRBSARMBASIHERA A5 IS ifFtfieresitigRooms. 9 parap
| - ‘wam;;,; Pt I . U':.TI’%"];u'r.TT,:_l_:u
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to resident health and safety. Therefore, an
immediate jeopardy situation was identified on
May 22, 2019at 2:26 PM. The facility submitted
an acceptable plan of action at 9:48 PM on May
22,2019that was reviewed and accepted by the
survey team and the Office of Health Care
Quality. The immediate jeopardy was removed on
May 24, 2019at 4:15 PM while the surveyor was
on-site. After removal of the immediate jeopardy,
the deficient practice remained for potential for
more than minimal harm and at a scope and
severity of D.

The findings include:

A Resident Smoking Policy with a review date of
411/16 noted smoking hours are posted by the
facility and smoking materials are secured in a
locked area when not in use by the resident.

Medical record review on 5/17/19revealed
Resident #3 was admitted to the facility in

—  «— r— skilled nursing services with
diagnoses that included but were not limited to
fracture of the foot, Bipolar Disorder and a history
of Marijuana use.

A Smoking Assessment completed on 2/8/19
revealed the resident was determined to be an
"independent smoker with supervision". The form
noted that selecting the independent designation
indicated the resident did not require supervision
or other accommodations to maintain safety
during smoking. The designation of an
independent smoker that requires supervision is

inconsistent with the facility's policy.

n
A Onh),
NLl,1=s

Id,-,DZ ;1+,.

.1"Inl-tn -J.-1n,10 nr, 1
Lrod.nle n-- A T
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resident had a visitor, after which the writer
smelled the strong odor of Marijuana smoke
coming from the resident's room. The resident's
door was locked on the inside and after several
knocks on the door from security and other staff
the resident unlocked the door to reveal even
more pungent smell of Marijuana smoke coming
from the room.

The medical record contained a document
entitled Guidelines for Resident Behavior that was
signed by the resident on 2/11/19. The document
contained information regarding rules relative to
smoking, drug and alcohol use, and possession
of weapons in the facility. It was noted that
non-compliance with the rules could result in the
initiation of a behavioral management plan,
referral to local law enforcement or discharge
from the facility.

A care plan with initiation dates of 2/13/19 and
4/24/19 addressed the resident's desire to smoke
and that the resident was assessed as an
independent smoker. Interventions included
monitoring the resident's safety during smoking
and to complete a smoking assessmen
quarterly, annually and with a change in condition.

A careplan is aguide that addresses the unique
needs of each resident 11 is used to plan, assess
and evaluate (he effectiveness of the resident's
care.

A Behavior Note dated 2/17/19 reported the
resident had visitors that day in her/his room. The
writer, licensed practical nurse (LPN #1), noted a
towel was placed at the bottom of the door, inside
fjuana. It was noted that the huildina manana
marijuana. It was noted that the building manager
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and security were notified to witness the smell in
the room. The writer documented that s/he would
continue to monitor throughout shift for any other
changes in behavior. There was no evidence of
an investigation regarding how the resident
obtained the smoking materials or if staff were
able to determine if the smoking materials were
brought in by visitors.

A Care Plan note dated 3/4/19 at 4:58 PM
reported the resident was noted to be smoking
marijuana in the shower room on 3/3/19, was
educated about the smoking policy and was
asked to turn over any lighter, cigarettes, or
marijuana s’he may have still had in her/his
possession. It was noted that the resident denied
smoking and having possession of a lighter,
cigarettes, or marijuana.

A Social Services note dated 3/4/19 reported the
resident was re-educated on the facility Smoking
Policy and the Guidelines for Resident Behavior
thats/he signed on 2/11/19. The resident was
informed that any continued non-compliance of
the Smoking Policy could possibly lead to an
involuntary discharge notice being given.

A Nurses Note dated 3/11/19 at 11:23 PM
reported the resident was in the shower room
smoking. The resident denied smoking when
asked by the nurse. The resident was educated
on the danger of smoking inside the facility.

A Behavioral Health Services note dated 3/13/19
noted the resident was evaluated for continued
use of marijuana at the facility. It was noted the
resident denied use of marijuana even though

sttt natnAd thn araall A e aviiiinma Aneimes fomama
SAGU e MG SV VT IR UGS NRFGEag vl
I the resident's room on multiple occasions. The
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Behavior Management Plan, noted by tile Nurse
PraclitJoner, was that staff would provide
structured socialization, structured activities of
daily living (AD ) care, and staff were to approach
the resfdent respectfully and be clear about
upcoming nursing care. This plan was compared
to a plan for Resident #2 and found to be
identical, therefore not individualized for Resident
#3. Activilles of Daily Living, ADLs refer to daily
self-care actMlies such .is bathing, grooming,
eating and dressing.

A Behavior Note dated 3/26/19 at 10:44 PM
reported the resident was demanding staff to take
her/17im outside to smoke at 10:15 PM. S/he was
educated and redirected on the time schedule for
smoking, but stated s/he did not care because
s/he needed to smoke to cairn her/his nerves.
The resident was reportedly yelling/screaming,
cursing at statf and broke the hand rail close to
the nurses' station. The resident threatened to
wake all the patients up on every noor and smoke
in lier/his room and burn the bLJilding down. The
Supervisor was made aware.

A Skilled Documentation note dated 4/4/19 at
2:23 PM reported the resident had a visitor with
whom s/he went outside in the courtyard and
smoked Marijuana. It was noted that the resident
was re-educated on the risks of her/his behavior
but denied using/smoking marijuana.

A physician's note dated 4/9/19 noted that per
reports from nursing staff Ihe resident had been
meeting people online, bringing them into the
facility and was caught smokfng weed given to
her/him by these individuals

On 4/10/19 the psychiatric Nurse Practitioner
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documented that the resident was encouraged to
avoid using marijuana at the facility.

The medical record contained care plans, with
initialion dates of 4/24/19that addressed a
behavior problem related lo smoking marijuana
and cigarettes in the facility and/or allowing
guests to smoke in her/his room, a history of
marijuana abuse/substance abuse and soliciting
staff for money to purchase marijuana.
Interventions included but were not limited to
assisting the resident to develop more
appropriate ways of coping, encourage tt,e
resident to express his/lier feelings appropr ately,
d1scuss behaviors, explain why behaviors are
inappropriate, intervene as necessary lo protect
the rigt,Is and safety of others, and obtain a
psychiatric consult as needed. Specific
interventions to maintain the resident's safety
including adiusling the level of supervision was
not addressed.

A Smoking Assessment dated 5/21/19indicated
the resident was an "independent smoker
requiring supervision". The resident's care plan
directed staff to reassess the resident with a
change in condition. The resident had multiple
episodes of smoldng in non-designated areas
before s/11e was reassessed.

A Behavior Note dated 5/5/19 at 11:32 PM
reported the resident was smoking in her/his
room and was educated on the risks of smoking
in bed. A Behavior Note dated 5/7/19at 10:54PM
noted the resident was smoking Marijuana along
with another resident in her/his room, The
resident told staff to go away when they knocked
tc' flLarth r g,e!1t'S.qn. 't "'Z!&.go o.Nthgt.the

resident was educated on the risks/danger of

F 689
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smoking in her/his room. A Behavioral Health
services note dated 5/9/19 reported the resident's
visiting privileges were taken away due to
smoking in her/his room. The facility issued a
notice to the resident, dated 5/9/19 that her/his
visiting privileges were suspended for 1 week.

A Care Plan note dated 5/10/19 at 12:23 PM
reported that on 5/9/19, the resident was noted to
be drowsy, incoherent and could hardly open
her/his eyes and could not propel herself/himself
in the wheelchair. The physician was notified and
ordered the resident to be given Narcan which
was administered. It was noted that the Narcan
was effective.

A Nurses Note dated 5/14/19 at 11:35 PM
reported the Resident was in another resident's
room and staff smelled cigarette smoke coming
from the mom. A Behavior Note dated 5/18/19 at
11:30 PM reported the resident was noted to be
smoking in her/his room during rounds at the
beginning of the shift. The writer reported the
resident started spraying air freshener, but the
room was still filled with cigarette smoke and s/he
was re-educated on the risk of smoking in the
room.

During an interview with the surveyor on 5/17/19
at 3:45 PM the Director of Nursing (DON) was
asked what actions were taken regarding
Resident #3's repeated non-compliance with the
smoking policy. The DON stated the Social
worker would usually taik to the resident apout
non-compliance and issue a 30- day notice if the
problem persists.

Aasorit conawo- ric-t.dated™il1l a ¢ n Ao
survey) at 6:09 PM noted the Social Worker met

F 689
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with the resident lo discuss and re- educate
him/her on the Guidelines for Resident Behavior-
contract that was signed upon admission. The
discussion was to re-educate on the facilities
smoking policy. This writer did inform the resident
of the no tolerance for smoking in the facility or
having cigarettes and lighting material in
possession or stored in resident rooms. This
writer did discuss visitor guidelines including
visitors' obligation to forward smoking material to
the supervisor or front desk to be given to
Activities staff for locked storage. The resident
was told ifs/he was found in violation of the
smoking policy s/he would be given a 30-day
discharge notice for continued violation of the
facility's smoking policy and the Guidelines of
Resident Behavior contract.

In inteNiew with the surveyor on 5/21/19 at 12:35
PM the Social Services Director stated s/he had
been meeting with the resident's caseworker to
discuss the behaviors. The Social SeNices
Director stated s/he has a behavior contract with
the resident and has reviewed that with the
resident several times. The Social Worker was
referencing the Guideline for Resident Behavior.

During an interview with the surveyor on 5/21/19
at 3:45 PM the Administrator stated s/he did not
issue a 30-day notice for continued violation of
the smoking policy because slhe thought
Resident #3's discharge was imminent and
because the facility had not identified a safe
discharge destination

During an interview with the surveyor on 5/21/19
at 4:05 PM the attending physician stated she
frlv n gnfar we o= hoa GM o sna b -Oesjontlz

history. The physician reported she did not see
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the resident on 5/9/19 but was told by staff that
the resident was unresponsive. A Drug screen
done on 5/9/19 was negative for opioids or other
lllicit drugs. The surveyor asked if staff knew how
the resident may have obtained illicit substances
and she replied that she did not know but there's
a lot of trading going on out back (referring to the
courtyard). The physician stated she was aware
of the resident's marijuana use. Stated she did
not discontinue the resident's oxycodone because
the resident does not ask for it and would like to
keep the order in case the resident experienced
severe pain. The physician further stated she
believed the resident was competent and was not
interested in addressing substance use.

During an interview with the Administrator on
5/22119 at 11:15 AM the surveyor asked about the
process for implementing a behavior
management plan as outlined in the Guidelines
for Resident Behavior and s/he stated the facility
reached out to the resident's caseworker to
ascertain what services or resources were
available to the resident that could be utilized
while the resident was In the facility. During this
interview the surveyor discussed concerns that a
behavior management plan had not been
developed for the resident. The facility's failure to
contact law enforcement regarding thepresence
of illicit s.ubstances in the facility, as oulljned in
the behavior contract. Impose further visiting
restrictions, and conduct investigations to
ascertain how the resident was getting smoking
materials and illicit substances was also
discussed.

As aresult of these findings, an immediate
L rdy site.tjp "2, 8!rl ntifie c-'1M?..Y:22, 201@
at 2:26 PM. The facility submitted an initial plan of
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action to the surveyor and the Office of Health
Care Quality for review at 5:08 PM. This initial
plan was not accepted. Revised plans were
submitted at 8:33 PM and 8:55 PM. PM which
were not accepted. The facility submitted a
revised plan of action at 9:48 PM that was
reviewed by the survey team and the Office of
Health Care Quality. The plan was accepted but
the immediate jeopardy was not removed until
5/24/19 at4:15 PM.

The plan included:
APolice were notified regarding resident's visitor
bringing in drug paraphernalia on 5/22/19
AThe Resident was placed on a 1:1 monitoring
on 5/21/19;
AThe Resident's visitations will be supervised
only, beginning 5121/19;
* The Resident was reassessed for smoking
safety on 5/21/19;
AThe Resident's room was searched for smoking
materials on 5/21/19;
* The Resident was re-educated on the smoking
policy on 5/21/19;
* The Resident's room was checked for illicit
drugs and smoking materials on 5/21/19;
AThe resident is to engage in smoking activities
only under supervision. 5/21/19;
IAThe resident's care plan was updated to reflect
new interventions on 5121/19 & 5/22/19;
AAN Ad Hoc QAPI meeting conducted to review
updated Smoking Policy on 5/21/19;
* Residents who smoke were re-educated that all
smoking paraphernalia will be secured and
locked up by staff. 5/21/19;
IASmoking assessments were completed on
residents at risk for smoking. 5/21/19 & 5/22/19;
« Niirs.tqg _tff w.iltrea &. .rgzf.de:’'it. Grnc -g
assessments. 5/22/19;
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ASmoking area was assessed for all safety
equipment including ashtrays, aprons, fire
extinguishers, etc. 5/21/19; and

A ¢ aplaes updated to reflect most current
assessment. 5/22/19.

Education:

AAll residents who smoke were reeducated on
the facilities smoking policy and process 5/21/19;
IAStaff education was provided to the staff to go
over the smoking policy and process Started
5/21/19;

\AFront desk staff are being reeducated to ask all
visitors and residents returning on LOA if they
have any smoke paraphernalia. If they do, they
need to get the items and give them to the nurse
to secure;

* The nurse will be reeducated on properly
completing a smoking assessment and the nurse
managers and social worker on updating the care
plan;

ASupervisors will be reeducated to conduct
thorough investigations for residents smoking in
the facility or in possession of illicit substances;

Systems Change:

* If a resident and or visitor is caught smoking in
their room and or using illicit substances the
supervisor, Executive Director (ED), Director of
Nursing (DON) and Medical Director (MD) and
law enforcement must be notified and a thorough
investigation will be completed ED and or DON;
* Social services will educate all new residents on
the smoke policy;

BNursing supervisors will be educated to observe
for smoking in the facility when they are
completing rounds;

SR A D FeEe
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be sent a letter informing them not to bring
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residents any smoking paraphernalia rather bring
it to the facility staff; and
* The Behavior contract is being reviewed.

Monitoring:

/ANursing supervisor and or Social worker will audit
daily X 5 d, then weekly for 3 weeks and then
monthly X 3 will search residents who are
smokers for having smoking paraphernalia in
their rooms or on their possession. Audits will be
reviewed at QAPI. Once it has been determined
that enhanced system interventions and
monitoring have been made, the frequency of the
auditing process will be determined.

AAudits will be completed of investigations of
residents smoking in their room or using illicit
substances weekly for intervention, care plan and
investigation purposes for the next 4 weeks and
then monthly x 3.

* Audits will be completed of smoking
assessments for new admissions to ensure
accuracy of the smoking accuracy and care
planned for the next 4 weeks and then monthly x
3

IAEducation will be completed by the end of the
day 5/23/2019.

The surveyor conducted an extended survey on
May 23, 2019 and May 24, 2019 that included a
review of other residents that were identified as
smokers to determine if assessments and care
planning regarding safety needs were
appropriate. The surveyor also reviewed
in-service training, policies and procedures
related to smoking and conducted additional staff
interviews to determine their knowled

T i SRS L A S AT

T O L T o T N R D S

residents who smoke and the policies related to

A Staff will be educated prior the onset of the shift.
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F 692 | Nutrition/Hydration Status Maintenance F 692

SS=D| CFR(s): 483.25(9)(1)-(3)

8§483.25(g) Assisted nutrition and hydration.
(Includes naso-gastric and gastroslomy tubes,
both percutaneous endoscopic gaslrostomy and
percutaneous endoscopic jejunostomy, and
enteral fluids). Based on a resident's
comprehensive assessment, the facility must
ensure that a resident-

8483.25(g)(1) Maintains acceptable parameters
of nutritional status, such as usual body weight or
desirable body weight range and electrolyte
balance, unless the tes!denl's clinical condition
demonstrates that this is not possible or resident
preferences indicate otherwise;

8483.25(9)(2) Is offered sufficient fluid intake to
maintain proper hydration and health;

8483.25(9)(3) Is offered a therapeutic diet when
there is a nutritional problem and the health care
provider orders a therapeutic diet.
This REQUIREMENT is not met as evidenced
by:

Based on medical record review it was
determined the facility staff failed to establish and

maintain a system for ensuring accuracy In COerCtiveactior\E . 7/8/19
weight measurements for a nutritionally fhysicinn wn nolificd lhnlanaccu.rnlewcighl

vnsn'lverilicd for therc.idcillsweightl.icll
12119/18. A1l nc,;umtewciylu 1111$been
oblainedfor rc iclent #8, The C,irc plan wns
updnlcdoosed on the weight C\".1lunlion

compromised resident (Resident #8).This was
evident 1 of 3 residents reviewed for possible
weight loss durtng this complaint survey.

The findings include:

- .
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measures for ensuring accuracy of weight
measurements for Resident #8 who was at risk
for weight loss.

Medical record review on 5/21/19, revealed
Resident #8 was a long-tenn care resident
admitted to the facility with diagnoses that
included but were not limited to Glaucoma,
Contractures of both hands Schizophrenia and
Bipolar Disorder. Contractures are the chronic
loss of joint motion due to structural changes in
non-bony tissue. If the joints, muscles, ligaments,
and tendons are not exercised they will contract
or stiffen. (rnedlineplus.gov)

Review of complaint MD00127531 revealed a
concern that the facility was not entering accurate
weights in the electronic medical record system.

Further review of the medical record revealed the
following weight measurements in pounds;

5/7119: 138 Ibs.
method not specified

4/10/19: 134.6 Ibs.
standing

3/7/19: 129.4 Ibs.
wheelchair

12119/18: 112 lbs
wheelchair

3/6/2018:136.0lbs.
wheelchair scale

’)! J{’)“Je ] N B n h<‘
method not specified

<

tight is beingdorie,

O

done..

residentsaffectedresidents:

review andcomment.

Jclentify otherswith potential to be affectal:
TheDietitian will perform an lllldil of rcsident;;
weighedthis monthio ensure lirnt any residents
vho li.id asignificant weight losswere re-

Iwcighcdto validate.iccuracy. 111addition an
uditby the dietitian will becompletedio

Crlsurc theconsistentmethodor obtaining a

\Icasurcdo prcycntrcoccurrcncc:
TheQualityassurnncaurse will reeducatthe
icensednurses andhe dieticianto ensure
csiclenlwith asignillcantweight lossis
iveighedao verify accuracy andhnta
nsistamt methodof obtaininga weight is

i\loniluriu OF correctivellctionsfor

The director of nursingvill completea audit
vcekly - fourand thermonthly audit forthe
nexttwo months of resident, withotential
ignil'icant weight losswere re-weighedto
i\'Dlidatc accuracyund that consistentmethod.or
b,,.inin" aweight was Thefindings of the
fl1bepresentedt QAPI for thenext
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1/5/2018: 137.0 Ibs.
method not specified

The Dietitian noted in a Weight Change Note
dated 3/18/19 at 8:43 AM thats/he was unsure if
the December 2018 weight was accurate due to
the resident's very thin appearance and
occasional poor intake related to paranoia

The facility's policy for residents' weights with an
effective and review date of 5/19/16 instructed
staff to re-weigh the resident if a variance of 5
pounds or more is noted. Medical record review
failed to reveal evidence that the resident was
re-weighed to verify the accuracy of the weighl
obtained on 12/19/18. The weight was crossed
out dming the survey and the Director of Nursing
indicated it was incorrect, however there was no
documentation at the time the measurement was
taken to verify the accuracy or inaccuracy.

The findings were discussed with the
Administrator and Director of Nursing during the
exit conference on 5/24/19 al approximately 4:30
PM.

Resident Records - Identifiable Information
CFR(s): 483.20(f)(5), 483.70(1)(1)-(5)

§483.20(f)(5) Resident-identifiable information

(i) Afacility may not release Information that Is
resident-identifiable to the public

(in The facllity may release Information that is
resident-ldentifiable to an agent only in
accordance with a contract under which the agent
a.grees not to use or disclose Lhe Information
except to the extent the facility Itself is permitted
to du so.

F 692

F 842
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§483.70(i) Medical records.

§483.70(i)(1) In accordance with accepted
professional standards and practices, the facility
must maintain medical records on each resident
that are-

(i) Complete;

(i) Accurately documented;

(iii) Readily accessible; and

(iv) Systematically organized

8483.70(i)(2) The facility must keep confidential
all information contained in the resident's records,
regardless of the form or storage method of the
records, except when release is-

(i) To the individual, or their resident
representative where permitted by applicable law;
(ii) Required by Law;

(iii) For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.506;

(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

8483.70(i)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

8483.70(i)(4) Medical records must be retained
for-
(i) The period of time required by State law: or

S0 Lo vunsars fram tha data Af Adic~bhnema v
s ive yesiw 1O e Gone OF GISGhargst Wath
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there is no requirement in State law; or
(iii) For a minor, 3 years after aresident reaches
legal age under State law.

8483.70(i)(S) The medical record must contain-
(i) Sufficientinfonnalion to identify the resident;
(ii) A record of the resident's assessments;

(iil) The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening
and resident review evaluallons and
determinations conducted by |he State;

(v) Physician's, nurse's, and o\her licensed
professional's progress notes; and
(vi) Laboratory, radiolo.gy and other diagnostic
services reports as required under §483.50.

This REQUIREMENT Is hOl met as evidenced
by:

Based on medical record review and staff
interview it was determined that the facility staff
failed to have a resident's medical record
eomplate, accurate. and in chronological order.
This was evioent for 1 of 16residents (Resident
#6) reviewed I'or complaint investigations during
the survey.

The findings include:

A medical record review for Resident #6 on
5/22/19 at 9:45 AM, revealed progress notes,
physician's orders, and consultation notes were
notin chronological order in the chart. In addition,
records dated for 2018 and 2019 were mixed
together wilich made it difficult to determine the
timeline of care and treatments.

Further review revealed that the medical record

the prosthetic physician were not on the medical

F 842

Corrective nction:

Lcgdlvcoutcomes.

proker.

-hrondogicaJorder.

dcntiry otherswith potenti,11 to hraffrcted:
Thu RegionalElectric Menllh nur,e will
performnn audit ofMedical recordschartsfor |
Ccsidentdl"ho dischargedn 11tc Insl 30 daysto
-nsurc tbc record iR complett:, accurJte and in

'\l ¢ a s to proh-st rcoccurrence:

The RegionalElectric Healthnursewill
reeduc:He the electric heulth recordsnurseon
lie intportanl.Je of maintaining di5chargcd
csidenlrecordsaccuratelyand in

The medicalrecord for resident#6 is complele 7/8/19
:mdin chronologicalorder. Resident hnaho
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Monitoriui; of corrccti\'l'! nctions for
F 842 | Continued From page 38 F 842| |-csidc.rs nffcclcLl residents:
record and had to be obtained at the time of the he electric he.a.1tmurncwill pcrfonn a
survey. Onlhlyalidiifor the ne:<1three mol11hsof
lischarged re idcntsio en uretheir rnedkul
During an interview with the Director of Nursing irecords ur(_: at:eurQl, cumph:tf: and in
) Jchrondogicntorder.Thefincling!-of theaud1ls
on 5/22/19 at 4:15 PM, he/she was made aware ]
. \lilt beprescmed ut QAPI far thenex190clIny -
of and acknowledged the above findings. .
. : . eviewandcomrrenl.
F 921 | Safe/Functional/Sanitary/Comfortable Environ F 921

SS=D | CFR(s): 483.90())

by:

attached to the wall

The findings include:

§483.90(i) other Environmental Conditions
The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced

Based on observation and interview with facility
staff, it was determined the facility failed to
maintain an environment that was safe, sanitary,
comfortable and functional for the residents, staff
and visitors. This deficient practice had the
potential to affect all residents.

Surveyor tour of the facility on 5/17119 at 3:00 PM
revealed the following concerns:

Room 39- The wall outside of the door was
spackled but not painted. The door had
numerous chips and scraps that could possibly
lead to a resident sustaining a skin tear. There
was a hole in the tile near the door. The blinds
had broken and bent slats.

Room 38- The privacy curtain had holes in it. The
handrail outside of the room was not firmly

Correctivenction:

I) Room39-wall outsideroom has been | 1/B/

painted, the dooris beingreplacedandthe

Iblindshavebeenreplaced

yRoom 38-theprivacycurtainshavebeen
redacedandthe handrailhasbeenfirmly

secured |0 thewall

cpaircd

secured
las beenfixed.
outsideof thetherapyroom

inspectedfor fruit flies

) Room 36- the wall scrapeswere

-1) Room 49-Powcr cord has beenreplaced
| 5) Room 24-TheTV cablehasbeen

6) Room SO- the molding nearthe handral
7) Therapyroom-the wall hasbeenfixed

8 )YShowerroom #2 hasbeen cleanedand

7 19
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Room 36- There were numerous scrapes on the
walls.

Room 49- The power surge cord attached to the
air conditioner was pulled taut.

Room 24- The TV cable was not secured.

Room 50- The molding near the handrail was
falling off.

Therapy Room- There were holes in the wall near
the floor molding, outside of the therapy room.

A facility tour on 5/21/19 at 11:36 AM revealed the
following:

Shower Room #2- There was a very strong odor
of urine. Pants and a gown were on the floor and
flies were noted in the shower.

The concerns were discussed with the
Maintenance Director on 5/22/19 at 10:38 AM.
The Maintenance stated s/he and other
department heads conduct environmental rounds
weekly.

F 925 | Maintains Effective Pest Control Program

SS=D | CFR(s): 483.90(i)(4)

8483.90(i)(4) Maintain an effective pest control
program so that the facility is free of pests and
rodents.

This REQUIREMENT is not met as evidenced
by:

Based on observation and review of complaints it
was determined that the facility failed to maintain
Iahnpefflgct_i\u/e pest control program as evidenced by

S Y A0 THIE Hofi “ioH+ v = te=il )"

F 921 | lldentify others with potential to be

affected:

comfortablecnvironmenl
1

residentsaffected residents:

nd comment.

F 925

The maintenance directavill complete a
oom to roomaudit toidentify andcorred|
heitemsandareasotedabove.

Mcasur<'sto prcrcntr<'occurnncc:
rrhequality assuranceurse will reeducatdéhc
Imaintenance director amdusekeeping
upervisoron ensuringthm the 5afeand

he Administrator will educatethe IDT on
-omplcting biweeklyrounds of resdentsrooms
o nsurethe rooms are m orderand nr.: n
omfonnblc environmentlbr theresidens.

lonitoring of c:orreclive nctions for

T _helllllinten<l1lcdirector will performa
htweckly audit x2 nndthenmonthly for 1he
1c:<1t\Vo morths of theresidentoom. to 1
ensuregth!l nbovclllenlioncdtems orenol

lel1lilied. Thefindings ofthe uuclilli will ge
reenledht QAJ>Jfor thonext90 dnysreview
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Corrctivc action:
Theidentifiedareawereinspectedand<realcd
necessaryy Lheexlerminotor.

17/8/19

the potential to impact all residents.

The findings include:

dentify others with potential to be arrcctcd:
Surveyor review of complaint MD00136317 [11t: Housekeeping supervisomwill completean
revealed a concern that the facility was infested Lditof lhe residentrooms,showeroomsand
with fruit flies. hursingstationso checkfor fruil flies.
Surveyor tour of the facility on 5/17/19 at 3:00 PM h A n s torpreverBrcoccurnncc:
revealed the following concerns: The regional direclor oenvironmentlliservices|

Wwill reeducate the housekeeping staffensure
1) In room 39 flies were noted in and around thenursing lations and shower room nnd
a fruit cup and in the shower next to the room. e. idenlrooms arcfreeof fruil llies.

fhc Quality assurancaursewill reeducillc the
2) Flies were noted flying around the New Wing jlu,singslaffl@nsurenuri;ingslationsand
nurses' station. howerroom and resident roonase free of

rruit Oies. In additioreducation will be
3} Flies were noted in Shower Room #2 on provided lo theonenteringpestissuesnto the
5/21/19 at 11:36AM. pC.qtcontrol logs.

Monitoring of corrective actions for \
On 5/22/19 at 10:38 AM the surveyor discussed csidcns nffectedresidents:
the presence of the flies with the Maintenance The_housekeepingupervisorwill performan
Director. S/he stated that each unit has a pest rndnweeklyx4 andthena monthly audit for
control log and staff are to enter information in the A &b 1 lwo monthsio ensurdhe nursing |
log when pests are noted. The Exterminator 1§ii.ions, sl_im:errooms and rcsldcntrooms arc
checks the logbooks and treats the facility tf:c of frull Oles The findmg. of thenudits
accordingly. .1l bepresentedl QAPI for Lhenext9o days

enewand comment.

The surveyor discussed the findings with the
Administrator 5/22/19 at 11:10 AM ands/he
stated the exterminator comes every other week.
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Initial comments

On May 17, 2019 and May 20, 2019 t11rough May
24, 2019 an investigation was .conducted at this
facility by the Office of Health Care Quality of ten
complaints MDOD138360, MD00137373,
MD00136317, MD00135427, MD00130833,
MDO00129628, MD00128885, MD00128397,
MD00127531, and MD00127364. The census
was 89 and the licensed bed capacity is 91.

Survey activities consisted of a review of
residents' medical records, observation, interview
of the facility staff and residents and a review of
administrative records.

The survey identified non-compliance with
Federal and State requirements that were
reviewed in relationship to complaints:
MD00137373, MDD0127531, MD00128885,
MD00136317, MD00128885 and MD00130833.

On May 22, 2019 at 2:26 PM, an immediate
jeopardy was called by the Office of Health Care
Quality related to a multi-system failure resulting
in repeated violations of Illle smoking policy by
Resident #3, thereby jeopardizing the health and
safety of current and future residents. The facility
submitted an initial plan of action to the suNeyor
and Ihe Office of Health Care Quality for review at
5.08 PM. This initial plan was not accepted.
Revised plans were .submitted at 8-:33 PM and
8:55 PM which were not accepted. The facility
submitted a revised plan of action at 9:48 PM that
was reviewed by the survey team and the Office
of Health Care Quality. The plan was accepted
butthe immed[ate jeopardy was not removed until
5/24/19 at4:15 PM.

SEE F689

K &

S 000

l ‘ : TTLE
/AN e (’07

\E FORM

5389

(XS) DATE

2| DT

7 o
SORAT )" IREQTOR'S, /( ER/SU EPRESENTATIVE'S SIGNATURE,
o § i ¢ Y /\.
7

FPLIER RE
(.

i
5H9

6KFN11

If continuation sheet 1 of 10




Office of Health Care Qualilv

PRINTED: 08/13/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION ID:=NTIFICATION NUMBER: A. BUILDING: - COMPLFTFO
B. WING c
215346 ) 05/24/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4601 PALL MALL ROAD
NORTHWEST HEALTHCARE CENTER
BALTIMORE, MD 21215
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION XS)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
S 000} Continued From page 1 =000 Ifhis plan of correclionis beingpreparecand 'ﬁg}-g g
The extended survey was completed on May 23, .executedis being preparedand executed
2019 and May 24, 2019. becaustt is requiredby 1hc provsionsof the
Inte and federal law, on not because
A Admini ) d Resident C s 230 Northwest HecollhcarcCenteradmits ordenies
S 23( 10.07.02.07 ministration and Resident Care thevalidity oflhc allegationsor citations listed
o ] lon 1l1c paesof theslrilcmem of dcficicndd;.
.07 Administration and Resident Care.
A. Responsibility. NorthwestHeolthcare Ccmermainta.insthat1he
_ _ itlegeddeficiencies dmotjeopurdizethe health
(1) The licensee shall be responsible for the and safety of the residentsyr are theyOl'such
overall conduct of the comprehensive care facility c\rnrnctcraslo limit ourcapacitylo render
or extended care facility and for compliance with adequatesi re.
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.
This Regulation is not met as evidenced by:
Refer to CMS 2567
F 689
F 921
F 925
S 48( 10.07.02.12 G Nsg Svcs;Responsibilities DoN S 480
.12 Nursing Services.
G. Responsibilities of the Director of Nursing. The 7/8/19
ibilii f the director of . hall ee F tag 689
'respon.5| ilities of the director of nursing sha eeFtag 921
include: _ o E€F tago25
(1) Assisting in the development and updating of
statements Of riursing philosophy and objectlve:s,
defining the type of nursing care the facility shall
OHCQ
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provide;

(2) Preparation of written job descriptions for
nursing personnel;

(3) Planning for the total nursing needs of
patients to be met and recommending the
assignment of a sufficient number of supervisory
and supportive personnel for each tour of duty;
(4) Development and maintenance of nursing
service policies and procedures to implement the
program of care;

(5) Participation in the coordination of patient
services through appropriate staff committee
meetings (pharmacy, infection control, patient
care policies, and utilization review) and
departmental meetings;

(6) Cooperation with administration in planning
the orientation program and the staff
development program to upgrade the
competency of the personnel;

(7) Ensurance that the philosophy and objectives
are understood and practiced by nursing
personnel;

(8) Participation in planning and budgeting for
nursing services;

(9) Establishment of a procedure to ensure that
nursing personnel, including private duty nurses,
have valid and current Maryland licenses;

(10) Execution of patient care policies (unless
delegated to principal physician, medical
director);

(11) Participation in the selection of prospective
admissions to ensure that facility's staff is
capable of meeting the needs of all patients
admitted;

(12) Coordination of the interdisciplinary patient
care management efforts;

(13) Supervision of medicine aides to ensure that
Ler = ft" 02 i " rmf olimit-''n o
restrictions placed upon them.

S 480
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This Regulation is not met as evidenced by:
Refer to CMS 2567 | f7/B/ 9

F 689 ee Flag 689
E 684 |SeeF Iag 684

S512 10.07.02.12 R Nsg Svcs; Charge Nurse Daily S512
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 is not met as evidenced by:

Refer to CMS 2567
17/8/19

F 689 ISeeF tag 689
F684 SeeF ;g 684
F 692 SEeeF lag 692i

S1653 10.07.02.34 B (1) Hskpg pest ctrl, S1652
laundry;cleanliness

.34 Housekeeping Services, Pest Control, and
Laundry.

B. Cleanliness and Maintenance. The following

HCO
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S1654

S1G6

Continued From page 4

shall be observed:

(1) The building and all its parts and facilities shall
be kept in good repair, neat and attractive. The
safety and comfort of the patients shall be the
first consideration.

Agency Note: Refer to Regulation .26 Sof this
chapter for window screening requirements.

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

F 921
F 925

10.07.02.34 (5) Hskpg; pest control pgm

.34 Housekeeping Services, Pest Control, and
Laundry.

B. Cleanliness and Maintenance. The following
shall be observed:

(5) The facility shall be maintained free of insects
and rodents by operation of an active pest-control
program, either by use of maintenance personnel
or by contract with pest-control company. Care
shall be exercised in the usage and storage of
toxic and flammable insecticides and
rodenticides. Usage shall conform to the U.S.
Environmental Protection Administration and

Mai yiand Departrnent of Agrrculture

requirements

$1652

DEE o

ISee F tag 925
\
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718119
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This Regulation is not met as evidenced by:
Refer to CMS 2567 —,
718119
F 925 See F tag 925
S167( 10.07.02.35 Resident Care Management System S1670
.35 Resident Care Management System.
A Each comprehensive care facility and
extended care facility shall establish and maintain
a resident care management system.
B. The resident care management system shall
be comprised of three interrelated components:
(1) Resident status assessment and data
gathering;
(2) Care planning; and
(3) Actions in response to care plan approaches.
This Regulation is not met as evidenced by: See F tag 684
Refer to CMS 2567 7/8/19
F684
S173d 10.07.02.37 E Care Planning; Organization of S1730
plan
.37 Care Planning,
E. Organization of Care Plan.
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Continued From page 6

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

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

F657

10.07.02.46 C QA Plan; Ongoing Monitoring
.46 Quality Assurance Plan.

C. Ongoing Monitoring. The quality assurance
plan shall include:

(1) A description of the measurable criteria for
ongoing monitoring of all aspects of resident care
including:

(a) Medication administration;

(b) Prevention of decubitus ulcers, dehydration,
and malnutrition;

(c) Nutritional status and weight loss or weight
gairl;

(d) Accidents and injuries;

S1730

S1850

1ISee F tag 656
:See Ftag 657
|
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(e) Unexpected death; and

(f) Changes in physical or mental status;
(2) The methodology for collection of data;
(3) The methodology for evaluation and analysis
of data to determine trends and patterns;
(4) A description of the thresholds and
performance parameters that represent
acceptable care for the measured criteria;
(5) Time frames for referral to the quality
assurance committee;

(6) A description of the plan for follow-up to

determine effectiveness of the recommendations:

and
(7) A description of how the quality assurance
activities Will be documented.

This Regulation is not met as evidenced by:
Refer to CMS 2567
F692

10.07.02.46 E QA Plan;Accidents and Injuries
.46 Quality Assurance Plan.

E. Accidents and Injuries. The quality assurance
plan shall include:

(1) A definition of accident and injury that is
appropriate to the type of resident served by the
nursing home;

(2) A description of the process for reporting
accidents and injuries including:

(a) Who shall report incidents;

(b) The time frame for reporting incidents; and
(c) The procedure for reporting incidents;

(3) A poiicy :;i:aiemehtihat inciudes a provision
that reporting incidents can be done without fear

S1850

S1860

See F tag 692
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of reprisal;

(4) A description of how internal investigations of
accidents and injuries will be handled including:
(a) Assessment of any injury;

(b) Interview of the resident, staff, and witness;
(c) Review of any relevant records including the
resident's medical records, discharge summary,
hospital records, etc.; and

(d) Time frames for conductihg the investigation;
(5) A description of the process for notifying
family or guardian about the incident;

(6) A description of a process for the ongoing
evaluatioh of accidents and injuries to determine
patterns and trends; and

(7) A description of how relevant information will
be referred to the quality assurance committee.

This Regulation is not met as evidenced by:
Refer to CMS 2567
F689

S5095| 10.07.09.08 C (2) Right to receive care in qual

environ
.08 Resident's Rights and Services.

C. Aresident has the right to:

(2) Receive treatment, care, and services that are
in an environment that promotes maintenance or
enhancement of each resident's quality of life;

This'?egulation is not met as evidenced by:
Refer to CMS 2567

S1860

S5095

See Flag 689
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Northwest

HEALTHCARE CENTER

Serving with Pride.

Provider#215346

August10.2019

Ms. LauraNorman

State of Maryland

Office of Health Care Quality
7120 Samuel Morse Drive
Columbia, Maryland210463422

DearMs. Norman;

Please accept tlegned CMS form 2567 POC fire Complaint Survey whickvasconducted
on July 15, 2019, asur allegation of compliance.

Regards,

Adminigtrator

A Member of The Commun!Care Family of Companies

comrnunlcarehealth.com

4601 Pall Mall R o a @dtimore, MD 21215 Ap: 410.664.5551 Af: 410.664.1068



<2 MARYLAND

a” Department of Health

Larry Hogan,Governor- BoydK. Rutherford,Lt. Governor- RobertR.Neall, Secretary

August1,2019

Mr. MichaelMoranz,Administrator
Northwest Healthcare Center
4601 Pall Mall Road
Baltimore,MD 21215

PROVIDER# 215346

RE: NOTICE OF IMMEDIATE JEOPARDY,
SUBSTANDARD QUALITY OF CARE, AND
POSSIBLE IMPOSITION OF OTHER REMEDIES

DearMr. Moranz:

On July 15, 2019, a complaint survey was conductedat yourfacility by the Office of Health
Care Quality to determine if your facility was in compliarweith Federalparticipationrequirementgor
nursing homesparticipatingin the Medicare and/or Medicaid programs. The surveywasalso
conductedfor the purpose®f Statelicensure. As docunentedin the attachedorm CMS 2567, this
surveyfound that your facility wasnotin substantialcompliancewith participationrequirementsin
fact, conditions at your facilitposedimmediatejeopardyto the healthand safety of residents. The
deficiency that forms the basis for the finding of immediggepardyis attached.Removal of the
condition(s)that posed immediatgeopardywas confirmedby the survey teanon July 15, 2019.

All referenceso regulatory requirementontained irthisletterarefoundin Title 42, Codeof
Federal Regulations.

Thefacility'snoncompliancevith thefollowing regulationsonstitutesmmediatgeopardyto
the health and safety of residents:

F600,483.12Freedonfrom Abuse NeglectandExploitation

Based orthecomplaint survey which wasonducted ayour facility on May 24, 2019the
facility was initiated oranenforcementrack.Based ortheenclosed findings afuly 15, 2019
complaintsurvey theenforcementrackcontinues, withremedyimpositiondatesbasednthesurvey
that initiated the enforcement track on May 2@19.

[. lIVIP__ ITfON Of REMEI | -;

As aresultof ourfinding thatyour facility is notin substantial compliancéyefollowing remedy
(ies)will be imposed:

201 fV. PrestonStreet-Baltimore, MD 21201- health.maryland.govToll Free: 1-877-463-3464- TTY: 1-800-7352258






Mr. MichaelMoranz,Administrator
Northwest Healthcare Center
August 1, 2019

Page

hnpositionof denialof paymentfor newadmissionseffectiveAugust24,2019.

If substantiatompliances notachieved byNovember24,2019,the CMS RegionalOffice
and/or the State Medicaid Agency ntayminate youprovider agreement thdate.

Pleasenotethat this notice doesnot constitute formal notice of impaosition of alternative remedies
or termination of your provider agreement. Should CMS determine thattermination or any
other remedy iswarranted, CMS will provide you with a separateformal notification of that
determination.

IL AUTOMATIC CONSEQUENCES AS A RESULT OF PROVIDIN r SUBSTANDARD QUALITY
OF CARE

Your facility's noncompliancevith thefollowing:
42 CFR 483.12

constitutes substandard qualityaafreasdefined a8488.301, Sections 1819(g)(5)(C) and
1919(g)(5)(Cf theSocialSecurityAct and42 CFR488.325(h)of the Codeof FederaRegulations.
As aresult ofproviding substandard qualitf care,surveyors conductedn extended, goartial
extended, survey gbour facility. TheFederal regulations 42 CFR 8483.151 (b)(2)(iii), 4ZFR
8483.151 (b)(3)(i), (iland(iii), and 42CFR 8483.151 (ejequire that anyursingfacility thathas
been subjedb anextended opartialextended survey, a denial ghyments fonewadmissions oa
Civil MoneyPenaltyof notlessthan$5,000.00musthavetheapprovalfor theirnurseaidetrainingand
competency evaluation program (NATCEP) withdrawnagreriodof two years. Therefore your
facility is prohibitedfrom operatinganurseaidetraining progranfor two yearsfrom thelastdayof the
survey.See8483.151.

You havetheright to appeato CMS thelossof your nurseaidetraining programasaresultof a
finding of Substandard Quality @&2are(SQC);however, younurseaidetraining program mustease
to operate pending an appeal.

If you disagree with this action imposea yourfacility, you or yourlegal representative may
request ahearingbeforean administrative law judge of the DepartmeftHealthand Human Services,
DepartmentalAppealsBoard (DAB). Proceduregjoverningthis processare seout in 42 CFR 8498.40,
et seq You must file your hearingequestelectronicallyby using the DepartmentappealsBoard's
Electronic Filing System (DABfFile) athttps://d 1bcfil ebJ1s.go nolat.r th.insixty ( 0) daysaft r
rccejving thiR leUer. A copy of the hearingequestshall be submittedo:

ChiefCounsel

Office of theGeneralCounsel
801 Market Street
Suite9700

PhiladelphiaPA 19107



Mr. Michael Moranz, Administrator
NorthwestHealthcareCenter
August 1, 2019

Page3

Requestf$or ahearingsubmitted byJ.S. mail or commercial caiTiearenolongeraccepted as
of October 1, 2014, unless ydo not haveaccess t@ computer or internet service.those
circumstances you maall the Civil Remedies Divisiolio request waiverfrom e-filing and provide
anexplanationas to why you cannot filelectronicallyor you maymail awrittenrequestor awaiver
alongwith yourwrittenrequestor ahearing A written requesfor ahearingmustbefiled nolaterthan
sixty (60)daysatfter receiving thigetter, bymailing to thefollowing address:

Departmentf Health& HumanServices
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division

330 Independence Avenus,W.

Cohen Building Room G644
Washington, D.C. 20201

(202)565-9462

A requesfor hearingshould identifythespecificissuesandthefindingsof factandconclusions
of law withwhich youdisagree, 4ZFR8498.40(b)(l). lishould also specify the basw@ contending
thatthefindings and conclusions amcorrect, 42CFR 8498.40(b)(2)You may berepresented by
counsel at a hearing, at your own expense.

Should weakeactionto terminateyour participation inheMedicare program, weill advise
you of yourappeakightsasaresultof thataction.Pleasanotethatthoseappeal rightareseparatand
distinct from the appealights cited above.

Youwill benotifiedseparatelypy theMarylandMedicaidStateAgencyregardingheir
application of the remedies in this letter.

In addition, Sections 1819(g)(5)(C) and 1919(g)(5)(ChefSocial Security Acand42 CFR
488.325(h) require that ttetending physician afachresident who wakund tohave received
substandard quality alareaswell asthe State board responsible fiazensing thefacility's
administratorbe notified ofthesubstandard quality @fare. In orderfor usto satisfy thesenotification
requirements, and in accordance with 8488.325(Qg), yotegréredto providethefollowing
informationto thisagencywithin 10 working daysof yourreceiptof thisletter (seeheattachedorm to
beused tgorovide this information)Residents affected include: Resident(s) Rleaseaefer tothe
previously provided Roster/Sample Matrix for resident names.

I PLAN OF CORRECTION (PoC)

Basedonthefindingsof this survey,anopportunity tocorrecttheidentified deficienciesvill
not beaffordedprior toourrecommendationf theimposition ofremediedy theCMS and theState
Medicaid agencyA PoCfor thedeficiencies must beubmitted withinlO daysafterthefacility
receivests FormCMS 2567 .Failureto submit aracceptablé®>oCwithin theabovetimeframesmay
result in the imposition of additionakmedies
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Your PoCmustcontainthefollowing:

Whatcorrectiveactionwill beaccomplishedor thoseresident§oundto havebeen
affected by the deficient practice;

How you will identify other residentdiaving the potentialo be affectedby the same
deficient practice and what correctivaction will be taken;

Whatmeasuresvill beputinto placeor whatsystemicchangesyou will maketo ensure
that the deficient practice does not recur; and;

Howthecorrectiveaction(s)will bemonitoredto ensureghedeficientpracticewill not
recur,i.e., what quality assurance program willfad into place.

Dateby whichcorrectiveactionwill becompleted.

Referenceso aresident(s)by Resident#only. Thisappliesto the PoC asvell asany
attachmentso thePoC. It is unacceptabléo includeresidenhamesn documentsince
the documents are released to the public.

V. INFORMAL DISPUTE RESOLUTION

In accordancevith '488.331youhaveoneopportunity toquestionciteddeficiencies throughn
informal dispute resolution process. Ymayalsocontest scope argkverity assessments for
deficiencies which resulted afinding of SQC or immediate jeopardy. To be givarchan
opportunity,youarerequired tssend youmrittenrequestalongwith thespecificdeficiency(iespeing
disputed andanexplanatiorof why you aredisputingthedeficiency(ies)(or why you aredisputingthe
scope and severity assessmentdaficiencies whichhave beemound toconstitute SQ@rimmediate
jeopardy) taVlargie Heald,DeputyDirector, Officeof HealthCareQuality, 7120SamuelMorseDrive,
Columbia,MD 210463422, phond10-402-8201, fax410-402-8234. Thisrequesimustbesentwithin
10daysof receiptof thisletter. Informal disputeresolutionfor theciteddeficiencies willnotdelaythe
imposition of any enforcement action.

V. LICENSURE ACTION

Asyouareaware thecited Federaldeficiencies havacounter parin Stateregulations.These
deficiencies areited ontheenclosed StatEorm. Pleaseprovide a plan o€orrection and credible
evidence otompliance fothese deficienciewithin 10 days ofreceipt of this lettein the event a
revisitdetermineshatsubstantiacompliancenasnotbeenachievedappropriateadministrativeaction
may be taken against your State license.

In theevent arevisit revealghatcorrections haveotbeen achieved, a mandated staffing
patternmaybeimposed iraccordance witCOMAR 10.07.02.070(3p assist youn thedelivery of
anadequate level of resident care.
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If youhaveanyquestionsoncerningheinstructions containeih thisletter,please
contact LaurdNorman at (410) 408003 or byfax at (410)402-8234.

Sincerely,

fld, left fi,J [d 181 fii)-

Patri-ia-I' mskoNa . M.D.
ExecutiveDirector
Office of HealthCareQuality

Enclosures:CMS 2567
StateForm
Attending PhysiciansForm

cc: PaulBallard, Esq.
JaneSacco
GingerLevesqueCMSRO
Ruby Potter
RondawWashington
Stevanne Ellis
MFCU
File Il
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F 000 INITIAL COMMENTS FODO

On July 3rd, July 9th, July 1oth, July 11th, July
| 2th and July 1.5th, 2019, a complaint
nvestigation survey was conducted at this facility
by the Office of Health Care Quality. The facility's
icensed bed capacity is 1 and the census was
B2. Two int?kes were investigated: Complaint
MDD0142217 and Facility Reported Incident
MDD0142621. Investigative activities included a
our of the facility, interviews with facility staff;
eview of the medical records, faclllty
nvestigation, and observations of residents and
staff practices.

This survey identified noncompliance with
Federal and State requirements with that were
reviewed in relationship to: Complaint
MD00142217 and Facility Reported Incident
MD00142621.

Based on the findings, on Thursday 7/11/19, at
3:35 PM an Immediate Jeopardy was called
related to the neglect of Resident #1. The facility
submitted an Initial plan of action to the surveyors
and the Office of Health Care Quality for review at
8:15 PM on 7/11/19. This Inltlal plan was not
accepted and arevised plan was at submitted at
8:32 PM on 7/11/19, which was also not
accepted. The facility sub.mltted another revised
plan of action at 9:35 PM on 7/11/19, that was
reviewed. by the surveyors and the Office of
Health Care Quality. The plan was accepted but
the Immedi.ate Jeopardy was not removed until
_Monday 7/15/19 at 3:13 PM, after the plan of
correction was implemented. After removal of the
Immediate Jeo\R/ar(dZ)( the deficient practice
th2th '

I M Tt - S 7--poe illaifor’l'ffiofe :t - a-l S SR e E s A

than niinimal harm and a cope and severity of a
P [ { il

/
PHER REEREEEN MX‘NﬁﬁisleNATURE TITLE (XIl) DATE

cecantfi V- &K =/ 0—]7

ik 2 : ) tTe'r'{dlnrg.-'w anast rislit d.eiridies I deﬁciency which the Institution may be Cj(CUSed from correcting providing Il rs de ermin_ed that
other safegua s provr sufficie oteolion to the patients. (See InslIn,,!=Jions.) Except for nursfng homes, the fir)dings slated above are disclosable 90 days
following the ate of suNey whether or no\ a plan of correction Is provided. For nursing homes, lhe above findings end plans of correcllon are disclosahle 14

days following the . date these documents are made avail ble to the faolllty. If dellclencles arecited, an approved plan of correction is requisite to continued
program partlclpailon.
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F 000 Jontinued Frcim page 1 F 000
0.
TJhe extended suiveywas completed on 7/15/19.
The following deficiencies are a result of thls
qurvey. . .
F 580 Notify of Changes (Injury/Decline/Room, etc.) F 580 Cor_reCt'Ve actionfor those ﬁ{q\ {’T
SS=D @FR(s): 483.10(g)(14)(i)-(iv}(15) residents affected:
Ill)lisflol(l?t)(ldf) l;l_otificagqnt Olf (_Sf]langeti. dent Resident #1 nolonger
aclllty mustimmediately inform the resident; . -
consult with the resident's physician; and notify, residesat thefacility.
onsistent with his or her authority, the resident
[epresentative(s) when there Is- _ .ildentification otherswith
A) An gcq(_jent involving the re3|d(_ent which N potential to be affected:
esults in injury and has the potential for requiring
bhysician intervention; ) ) .
8) A significant change in the resident's physical, The Director Of nursing will
nental, or psychosocial status (that Is, a audit c entresidentsvith a-
deterlorathn In health, menFaI, or psyphosomal change in condition via the
Status In either life-threatening conditions or
clinical complications}; 24 hour report summary to
(C) Aneed to alter treatment significantly (that Is, ensure the residents
a need to discontinue an existing form of physician VWA Snotified.
treatment due to adverse consequences, or to
commence a new form of treatment); or Me re tinto placet
(D} Adecision to transfer or discharge the asurespu placeto
resident from the facility as specified in prevent reoccurrence:
§483.15(c}(1)(ii).
(||)Wheq maki_ng notification unql_er paragraph Thestaffingeducatomill
{9) (14){i) of this. section, the facility must ensure educate the licensed nurses
that all pertinent information specified i.n
8403.15(c){2) is available and provided upon on the process for
request to the physician. notification of aresidents
(iii)Jhe facility mu_st also promptly notify the physician \whenever a
7I'rés'|'dbnt'and the tekigént fepr. eht'iﬂve, if any, " —— Sl I | .
g ..lll’ | | | | | ll’l [ | U &y J:l.q __l [ ] iy nnyy 1 -
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(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S LAN OF CORRECTION (x5)
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F 580 €ontinued From page 2 FSBO o
hs specified in §483.10(e}(6); or Monitoring to prevent
B) A change inresident rights under Federal or reoccurrence:
State law or regulations as specified In paragraph
e}(10) of this section. ; ; ;
iv})(Th)e facility must record and The Director of pursmg will
beriodically update the address (majling complete a audit weekly 4
hnd email) and phone number cif the weeks and then monthly2
[esident representative(s). of current residents with
5483.10(q)(15) change in f:ondltlon to
Admission to a composite distinct part. A facility ensure thaif a change or
that is a composite distinct part (as defined In worseningof condition
8483.5) must disclose in its admission agreement occurred that the residents
ts ph_ysical configuration, including t_he v_ar_ious Physicianwasnotified. The
ocations that comprise the composite distinct .
part, and must specify the policies that apply to results of the audivill be
room changes between its different locations recorded at the monthly
under §483.15(c)(9). , QAPI meeting for three
This REQUIREMENT is not met as evidenced .
[by: consecutive monthsandthen
Based on a review of the facility investigation, quarterly oras directedy
medical records, interviews with faclllty staff and theQAPI committeeto
other pertinent documentation It was determined ; ;
that the facility falled to notify the physiclan of the achle\{esubstantlal
worsening condition of Resident#1's wound after compliance.
maggots were discovered on 6/13/19. This was
true for 1 or 4 residents (Residents #1) reviewed
as part of the complaint survey that ended
7/15/19.
The findings include:
During an investigation of complaint
#MDO00142217, an Interview was conducted on
Tuesd y 7/9/19 at6 pm, with the Terrace Charge
Nurse (Staff#17) s/he stated that sometime in
“t ¥{13'51f(e' ("9 Ejffi'efflld'sI":Whffirl'et sA t| A TAL L ABBEA RAAL ;. . Ach-
the beginning/middle or end of June), "I went to
clean [Resident#1's] wound with Dakin's Solution
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACHDEFICIENCY f1USJBE PRECEDED BY FUL_L
RE ULATORY OR LSC 10anIFYING INFORMATION)

F 580

F 600
SS:)

.I.i,, SRS e

¢ontinued From page 3

s orde'red by the physician on the left side of
is/her face. During the treatment, | noticed
aggots coming from the wound on his/her face.
took the resident into the bathroom and

moved the maggots using a suture removal kil
then reported the incident to the 3-11 supervisor
Staff #10). When asked by the surveyor, If the
physjclan was ever notified of the maggots in
une 2019, Staff #17 replied no.

During an interview on Wednesday 7/10/19 at 1
bm, with the Regional Director of Operations
Staff #14), Regional Director (Staff #15), and the
Director of Clinical Seivice s (S ff# 16), the
indings were verified. Staff #14 stated, that
hccording to the facility Investigation the maggots
vere first noted on 6/13/19 during 3-11 pm shift.

On Thursday 7/11/19 at 1:45 PM, resident#1's
primary physician (Staff #22) was Interviewed
S/he stated, "the first time | was notified about
his resident having maggots was by the Director
of Nurses on 7/1/19."

Free from Abuse and Neglect

CFR{s): 4B3.12(a)(1)

8483.12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

SAB3AR(E) THefagilitf s s s

FORMAPPROVED
OMB NO 09380391
(X2) MULTIPLE CONSTRUCTION :3) DATE SURVEY
ABUILDING COMPLETED
C
a.WING
07/15/2019
STREET ADDRESS, CITY, STATE, ZIP CODE
46D1 PALL MALL ROAD
BALTIMORE, IVID 21215
ID PROVID_ER'S PLAN OF CORRECTION (X)
PREFIX: (EACH CORREC_TIVEACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCEDTO THE APPROPRIATE DATE
- DEFICIENCY)
F 580
F600d
- ]-_:_'1_._' L5 t,.,:", T e T AN i e SN NSRBI . ":‘::::'“1[‘: SN :".‘
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. Corrective actionfor those
F 600 Continued From page 4 F600

8483.12(a)(1) Notuse verbal, mental, sexual, or
bhysical abuse, corporal punishment, Of
nvoluntary seqlusion;

'his REQUIREMENT is not met as evidenced

Dy

Based on review of the facility Investigation,
Imedical records, interviews with faclllity staff and
pther pertinent documentation it was determined
that the facility failed to: 1) notify the physician of
the worsening condition of Resident #1'swound
pfter maggots were discovered on 6/13/19,
resulting In theresident being transferred to the
hospital for further evaluation, 2} to document
such worsening condition accurately and timely In
the medical record, and 3) provide and implement
p revised plan of care to meet the resident needs.
This was true for 1 of 4 residents (Residents #1)
reviewed as part of the complaint survey that
ended 7/15/19.

Based on the findings, on July 11th, 2019 at 3:35
PM an Immediate Jeopardy was called related to
the neglect of Resident (#1). After removal of the
immediate jeopardy, the deficient practice

remained for 3 days with the potential for more
than minlmal harm and a scope and severity of a

D.
The findings Include:

of history, Resident#1 was hospitalized in
-at [county name} and transferred to
[hospital name} after belng found on the driveway
with ants and maggots on his/her face.

28 aulliiled W Ue nursing racuity in
Malignant Melanoma of the skin, Dementia

s
1

without behavioral disturbance, cachexia, and

residents affected: ;7 [9} [ﬁ

Residen#lnolonger
residesatthe facility

Identification otherswith
potential to be affected:

1) TheDirector ofnursing
will complete an audit of
current residents with a
change in condition to
ensure thaif a change or
worsening of condition
occurred thattheresidents
Physician was notified.

2) TheDirectorof nursing
will complete amudit of
current residents with
change in condition to
ensure thaif a change or
worsening of condition
occurred that the nurse
appropriately and timely
documentedhechangen
the resident's medical
record.

v a3y TheE ii‘—ae{“r,ﬁf_‘iﬁﬁiﬂg:::~=-sl-: TS Bl TR
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F 600 dontinued From page 5 F600 will complete an audit of
nemia. According to the hospital discharge current residents with a
ummary dated the resident was change in condition to
tfansferred to the facility for managerr(ent of if
js/her Malignant Melanoma and rehabllitation ensure thatif achange or
rvices due to resident's inability to care for worsening of condition
is/herself in the community. occurred that the residents
. . care plan was revised and
eview of Resldent#1's medical record on 7/3/19 dated h
t 11:30 AM, revealed the that on- Sodium update ‘to meet the
ypochlorite Solution was ordered to be applied resident's needs.
his/her body topically two times a day for
' prevent reoccurrence:
A\ nursing note dated 9/29/18at 6:42 AM
locumented: resident has melanomas all over | )The staffing educator will
he body, refused to receive treatment. Some educate the licensed nurses
bleeding occasionally. s . .
onnotifying the resident's
Review of Resident #1's treatment administration physician when there is a
record for October 2018revealed all treatments change or worsening of
pigned off 7-3. BN and 3-11 PM shift as being condition is identified.
Resident #1's November 2018record revealed 2) The staffi d t il |
the order for Sodium Hypochlorite Solution ) The staffing educator wi
applied to the body topically two times a day for educate the licensed nurses
melanoma skin rash. For_11/15llB (3-11 PM shift) on appropriately and timely
and 11/16/18 (3-11 PM shift) staff documented "5" N .
(treatment held). Review of the medical record documenting in the residents
on 7/11/19at 8:10AM revealed a nursing note medical record when there is
dated 11/15/18 at1_8:51 (6:51 PM) and 11/16/18 achange or worsening of
at22:09(10:09 PM), which revealed the Sodium condition.
Hypachlorite Solution was not available from the
pharmacy.
Review of Resident #1's medical record revea,lgﬁv\
i A aXg-23i-1'Pi6 t1l'uet" feftl:!Weu'afBfl.' S5f6i3 ==, —V\. ) IR =IPR ¢ N Vo IO S b - AL )
Hypochlorite Solution-apply to body topically two
times a day for melanoma skin rash 7-3 PM and
FORM CMS-2 5 6 7 ( 0 Rréviau Vellllons Obsolete
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F 600 ontinued Froni page 6 FBOO 3) The staffing educator
B-11 PM shift. All treatriil:Int were signed off on will educate the licensed

-3 PM and 3-11 PM shiftasbeing administer d

X - nurses on updating and
for the entire month of December: In addition, a

ursing note d_ated 12/16/18 at 10:40 PM revising a residents care plan
Eocumented: facial Myeloma on left cheek to meet aresidents needs
ppears larger than u_sual. whenever a resident has a
change or worsening of
A care plan note dated 1/2/2019 at11:18 AM e
evealed the following: "Resident #1 s resistive to condition.
care. Refusing to seek medical
pttention/intervention for the melanoma growing Monitoring to prevent
but the side of his/her face. The resident declined reoccurrence:
he oncologist to remove the growth on his/her
face. Refused several attempts to send him/her . .
to the emergency room for treatment of the 1) TheDirector of nursing
Imelanoma on his/her face. The Unit Manager and will complete an audit

the Director of Nursing spoke with the resident weekly X 4 weeks and then
about the melanoma growing bigger and the need

to seek medical attention/intervention. The monthly X2 of current
resident stated that It does not hurts/he is just residents with a change in
fine and s/he has been picking pieces of it slowly condition to ensure that if a
put surely; resident RP made aware." i

change or worsening Of
January 2019 physician orders revealed the condition occurred thatthe
Sodium Hypochlorite Solution applied to body residents Physiciawas
topically two times a day for melanoma skin rash

notified.
7-3 PM and 3-11 PM shift order was continued. otified
According to the medical record, the treatment
was administered on 1/1/19, 1/2/19,1/3/19, and 2) The Director of nursing
1/4/2019 on 7-3 PM shift and 111/19, 1/2/19, will complete anaudit
1/3/19 on 3-11 PM shift. weeklyx 4 weeks and then
On 1/4/19 the Sodium Hypochlorite Solution wa monthly X2 of current _
discontinued. On 1/10/19 anew physician order residents witha changein
was obtained for 0.125%Dakin's Solution - apply condition to ensure thaf a
- 1, R . changeor worsening of
y —C = ' s I e+ 3—H S - ffiBdition npc*n-e . b ... e i
: oo ATFuad ereavicen v 1Qf-m anoma:---. eVOW »x — zz,ir:z .. —A ARAAL -, AL
of the medical record on 7/11/f9 failed to reveal change was appropnately
why treaiment Was discontinued.
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the resident's medical
record.
—urther medical record review revealed that
1ursmg staff continued to document goncernlng 3) TheDirectorof nursing
fhe resident's melanoma. The following will complete an audit
Hocumentation was noted the resident's record: p u

weekly X 4 weeksand then
1/16/19at 05:22AM Nursing note - Resldent monthly X2 of current
scheduled for oncology appointment on 1/28/19. . . .
Resident denies pain. Melanomas growing residentsvith a Changﬂfn
apidly; condition to ensure thét a
£1/28/19 at2:37 PM Nursing note - resident was change or worsening of

seen by oncology doctor. The resident refused conditionoccurred that the
treatment for cancer. The resident was educated

- residentsare plan was

and aware of the circumstances. The .
recommendation is for palliative care. Update_d and revised meet
|Responsible Party (RP) and physician aware; the resident's needs.

-1/28/19 at 10:51PM Nursing note- Follow-up
treatment for melanoma declined. MD (medical

; ; The results of the auditaill
doctor) and RPaware. The resident received the b
treatments from 1/11/19 thru 1/31/19with no erecorded at the monthly
refusals documented. QAPI meeting for three

. consecutive months and then

Review of a 2/28/19 at 6:48 PM wound care | di tedb
nursing note revealed wound care visited quarterly Or as I_rec ewmy
Resident #1 to assess the resident's left arm the QAPI committee to

wound, however, the resident refused and
requested the visit be rescheduled.

Treatment records showed that Resident #1
refused the treatment with Dakin's Solution to the
face bid (two times a day} for melanoma on
2/20/19 at 8 AM and on 2/4/19at4 PM, however,
there were no progress notes related to refusal.
Askin/wound nursing note dated 3/1/19 at 7:17

PM stated, "Resident has a history of facial .
melanoma: sites ... Treated with Dakin's So_lutlon

- T MiISfIEE_Lj,_

refusing surgical interventions ..."
No refu als were documented on the Treatment
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Administration Reco'rd (TAR) for March 2019, for
the resident's facial Dakin's solution.

On 216/19,a new order was placed for wound
freatment to Resident #1's left forearm with the
nstrucUons: "Dakin's Solution to left forearm
every day. Pat dry and apply secondary Oil
Fmulsion dressing, place dry dressing, wrap with
Kling." Review of the resident's. TAR for March
P019,revealed that Code '9' was entered on
3/20/19and 3/23/19.No progress notes could be
found addressing either date.

On 7/11/19@8:36AM-Interview with Staff#10
revealed that code "9" indicates there should be a
nursing note to explain why the medication was
notgiven. No refusals were documented on the
TAR for April 2019, for the resident's facial
Dakin's Solution. The wound treatment ordered to
the resident's forearm was administered on
4/1/19and 4/2/19and then was discontinued. A
new order was begun on 4/3/19with instructions:
"Dakin's solution to left arm, apply Flagyl, crushed
to wound bed, apply secondary Oil Emulsion
dressing, place dry dressing, wrap with Kling." It
was documented as administered for the
remainder of the month except for 4/3/19 when a
code "9" was entered. No related progress notes
could be found to explain the code "9" on 4/3/19.

Resident #1's medical record review indicated
that from 5/1/19 - 6/30/19,Resident #1 was still
ordered the Oakin's solution to left am,, apply
Flagyl, crushed to wound bed, apply secondary
R RS A IRt PLE DY GBS ke bR
s Jitwice73i"flaylifof ffielan01: Ti'a®". -=f'nefe\-Tf(} ‘LA .1l sa e nt  AAari AL AA - Acn i Al
refusals documented for these treatments during

this time period.
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Fontinued review of Resident#1's medical record
revealed a nursing note Written by the Director of
Nurses {DON), dated -at 16:29 (4:29 PM):
'"Resident's tumor on the left side of the face was
dssessed today. Area boggy and appeared
Ihfected ...The resident's physician was notified,
dnd the resident was sent to the hospital.”

Review of complaint MDD0142217 on

+ d esday 7/3/19 at 6:30 AM, revealed that on
I a Police Officer responded to an
Emergency Medical Services call at this facility.
Upon arrival, the Officer was advised by the
edic that Resident #1 had a severe wound on
he left side of his/her face and the wound was |.
filled with "full-grown" maggots. The officer
reported that the maggots were crawling around
pn the resident’s face.

Review 0of 911's (EM S) sexy Medical
Services summary on t7:00 AM,
revealed the following: On a call was
received from [Northwest Nursing] Facility for a
reported hemorrhage/laceration of a vulnerable
adult At16:04 (4:04 PM) upon EMS arrival,
Resident #1 Wal. in his/her room, sel?ted upright
Inbed with dried blood st.alned on his/her pajama
top, neck and bilateral hands. The resident had
Wwhat appeared to be bruising on the face and
darkened areas underne th his/her eyes. The
Resident had head wound/mass to the left side of
his/her face with indentations and exposed tissue.
The resident appeared t0 have sluggish, active
bleeding from the mass on the left side.of his/her
helag' resident.appeared to be alert and griente

hls/her name and birth date to EMS. Upon EMS
asking the resfdent what happened regarding

s_T | . AA. At Ak L AL LW A AIAL | A== AN =1 . )z ;.. A
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is/her head, the resident touched the wcii.md and
tated t at s/he "had It for months, It's always
een there." During EMS further assessment to
he resident head/face wound, small movements
ere noted within the wound. Upon further
nspection, the resfdent had a maggot Infestation
hat appeared to be em edded deep into the
wvound. The resident denied any pain or
Eymptoms pertaining to his/her head/face. The
esident has also had a bandage on the left
orearm. The resident stated," the staff changes it
sometimes." A supervisor was requested. The
Director of Nursing, as well as a supervisor,
bntered the room, asking "what the issue is?" And
vhen questioned about the resident's wound and
naggot infestation, all the staff reported that they
jid not know of the problem nor how the maggots
jot into the wound. The resident's head wound
vas wrapped with gauze and cling while still In
the facility by EMS. EMS contacted the [city
name] Police Department to report possible
abuse/neglect of a vulnerable adult. APolice
Officer responded. The police escorted EMS to
the hospital.

Review of Resident #1's hospital medical record
from Ihospltai name] on 7/3/19at 8 NI',, revealed
a nursing noted dated -"Resident #1
presented to the Emergency Department (ED)
from the nursing home via EMS with bleeding
from the facial wound. Past medical history
IncllJded m lanorna, dementra. The resident had
a large lesion on left facial area, nose and left
lower arm frorri skin cancer. The facial lesion was

bleeding ;:ind Infected with maggots. EMS
_rfe orted the nursing home staff did not.klnow
W' <

for a supervisor s/he was reportedly abrupt with
EMS and stated the resldent does not allow staff

FSOO
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change his/her dressing. According to the ED
ocumentation, the resident was cooperative and
leasantly confused In the ED and allowed staff ta
place dressing on lesions. The resldent was
dmitted with a fever of 38.5 (101.3}."

During an interview with the Hospital 4th floor Unit
Vlanager on 7/3/19 at 9 AM, s/he stated that
Reside'tit #1, had allowed the hospital nursing
taff to cleanse and dress his/her left facial area
and left lower arm without refusal.

During aninterview with the hospital case
manager on 7/3/19 at 9:15 AM, s/he stated that
Hue to neglectissues the resldent would not be
returning to the previous nursing home.

During an interview with Resident #1 on-  at
9:30 AM at the hospital, when questioned about
the wounds on his/her left side of the face and the
eft arm, the resident stated, "I had It for months,
Jit started to bleed so they sent me here." S/he
stated that the wound on his/her left arm resulted
from his/her fall on the driveway a year ago. The
resident was observed by this surveyor, with a
dressing to the left side of the face and arm
during the interview.

During an Interview with the DON on 7/3/19 at 1
PM, the DON stated that Resident #1 was
transferred to the hospital on-after
maggots were found, in the wound on the left side
of Resident #1's facet During the Interview, the
DON admitted to seeing the maggots. When

I N askedewhy pe did nof| t thenphe stated, | |
I { { A "the rﬁ%e s'noul.d havﬁq 9?@?@ incident.”
RN = 1 IA,!-:-.:\]a -=-,, > ' -a,il‘-!:.A - o

> , Ferayany_sea® ST = IR O A

stated, "this is the firsttime, | heard of [the
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Continued From page 12

maggots).”

During an InteNiew with the surveyor on 7/3/19 at
1:15 PM the Administrator, "the resident
vas sent to the hospital on-after the nurse
Eaw maggots coming from the resident_face."”
IWhen asked had this occurred before, the
hdministrator replied no.

AN Interview with the surveyor on 7/9/19 at 3:30
PM revealed the wound nurse (Staff #20)
revealed the Resident #1 was seen by the wound
Care team every three weeks for a left-arm lesion.
The wound nurse stated, "l knew nothing about
the [maggots] until 7/2/19 when | returned from
lvacation."

|In aninterview with the surveyor on Tuesday
7/9/19 at 3:40 pm, the Wound Care Doctor (Staff
#21), stated, sfhe was not notified of maggots
being found on Resident #1's face.

During an interview with the 3-11 nursing
supervisor (Staff #10) on 7/9/19 at 4 PM, s/he
stated that Resident #1 was an the lower level
and s/he had not seen the resident Staff #10
reported the first-time s/he heard of the maggot
Incident was when the police came to thefacility
o nN-in the evening.

During an interview with the surveyor on 7/9/19 at
6 pm, the Terrace Charge Nurse (Staff #17)-
stated ::mmetime in June (was not able to
remember whether it was the beginningfmiddle or
end of June), * | went to ciean Resident#1's

P e B e eluiapasorgerns g 1 |

the treatment, | noticed maggots coming from the

) =

wound on his/her face. | took the resident into the

F600
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Ratlitiom and refmovea the-matigt;>ts T1silil:fa
uture removal kit. | then reported the Incident to
the 3-11 PM supervisor (Staff #10)." When asked
vhy Resldent#1's medical record failed to reveal
gny documentation that the resident was noted
vith maggots prior to - Staff #17 replied,
‘khe 3-11 PM supervisqr (Staff #10) told me not to
ocument the incident.” When asked by the
urveyor, if the physlcian was notified, Staff#17
plied no. Staff #17 stated that s/he did contact
e Unit Manager (Staff #29) and made him/her
ware of the incident.

Dn 7/9/19 at 6:30 PM during a second Interview
ith Staff #10, s/he amended his/her previous
statement to Include s/he was made aware of the
maggots on 6/13/19 around 11 PM by Staff #17.
S/he (Staff #10) stated, "l told the nurse (Staff
#17) to clean the area up. | als_o notified the
wwound nurse the next day." When asked by the
surveyor if s/he documented this in the resident
record or notified the physician, s/he replied no.
This surveyor asked ifs/he saw Resident #1's
face that night after being Informed of the
maggot's and Staff#10 replled, "yes, | saw the
maggots."

During an inteiview with the surveyor on 7/10/19
at11:30 AM, the New Wing/Terrace Level Unit
Manager (Staff #29) stated, tha,t on 6/14/19, "I
was informed by the nurse (Staff#17) about
maggots being on Resident #1's face. | then
texted my DON about it. He called me and told
me to go to the unit and see for myself if there
were maggots on Resident #1's face. There

't t t atthe time, | ask
TS S THtmomt ne sopemsariwhier

[s/he] saw them, [s/he] stated the supervisor told
me not to document anything. | called the wound
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_J.for that date and time,

B | R

purse to inform [him/her] of th_e maggots. [S/he}
tated, [s/he) would contact the Wound Doctqr.
Meanwhile, allyou can do is clean it with Dakin's
bolution. | had informed my Administrator about
he maggots, and he asked if the DON was made
fware. | told him 'yes'; | was told by the DON."

Dn 7/10/19 at 12 noon by phone, Resldent#1's
brimary physician (Staff #22) was interviewed.
5/he stated, "the first tinie | was notified about
liildenthaving maggots was by the DON on

On Wednesday 7/10/19 at 1 PM, the Regional
Director of Operations (Staff #14), Regional
Director (Staff #15), and the Director of Clinical
Services (Staff #16) asked to meet with this
surveyor. It was revealed at that time the facility
had started an investigation after interviewlng
Staff {#17 and #29} on 7/9/19. Staff#14 stated
the DON and the Admin.istrator had prior
lIknowle tResident #1 had facial maggots
prior to —an d there was no documentation
and/or physician notification done. Staff #16
Stated the bON and the Administrator were
placed on suspension for neglect of Resident #1,
pending the outcome of the Investigation.

Areview of the DON and Administrator personal
file on 7/10/19 at 1:30 pm, verified the
suspensions.

During an interview with Nurse#30 on 7/11/19 at
8:00 AM, s/he stated code 5 means the treatment
was on hold and there should be a nursing note

LR b s e G eI ToF Aol gy Vi St S Mk U oD g
s pipat o m B AT

On 7/11/19 at 8:36 AM, during interview with Staff
#10, she revealed code "9" indicated there should
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lle a nursing-note to-explain why the medication
yas not given.

Dn 7/11/19 at 9:28 AM, Residen\ #1's primary
are physician was Interviewed, s/he stated, the
sident is seen by the Nurse Practitioner and
Fhe cor:ne to the facility on Tuesdays but does
iot see all his/her residents. When asked about
he lapse In treatment from 1/4/19-1/10/19, s/he
tated the resident was refusing the treatments.

Dn Thursday 7/11/19at 1:45PM, Resident #1's
brimary physician (Staff#22) was Interviewed for
he second time in the facility. S/he stated, "the
irsttime | was notified about this resident having
maggots was by the DON o-n Itis not
Lnusual for this to happen, due to the resident's
Fefusal of treatments. The area was decaying, but
no one ever notified me of Resident #1 having
Imaggots to face area, prior t—"" When
asked by the surveyor if s/he would have
changed the plan of care for Resident #1.The
physician replied, "yes ...the situation would have
peen considered crltlcal then. | would have sent
him/her out to the hospital.”

Review of Resident #1 TAR (Treatment
Administration Record) on 7/11/19at 2 PM,
revealed that from 9/2018 thru 7/1/2019, Resident
#1 was documented as refusing treatment to the
left facial Malignant Melanoma wound his/her
wound approximately 5 times.

Review of the facility pest control log on 7/11/19
at 2:30 PM, revealed Resident #1's room was
treated for flies on 6/14/19,6/24/19and 7/3/19.

R o TR S B - - A |

On 7/11/19 The factlity submitted an initial plan of

F 600
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Continued Fram page 16

hction to the surveyors and the Office of H alth
Care Quality for review at 8:15 PM. This inilial
blan was not accepted and a revised plan was
submitted at 8:32 PM on 7/11/19 which was not
hccepted. The facility submitted a another revised
blan of action at 9:35 PM on 7/11/19 that was
eviewed by the surveyors and the Office of
Health Care Quality. The plan was accepted on,
/11/19 but the Immediate Jeopardy was not
emoved untll 7/15/19 @13:13 PM, after the plan
bf correction was implemented.

The Immediate Jeopardy Abatement Plan
included:

The resident was transferred to the hospital and
admitted for wound evaluation and treatment on

The Director of Nursing and Nursing Home
administrator were suspended pending
investigation of neglect due to delay In reporting a
change in condition initially Identified 6/13/19 to
the physician and due to the omission of
documentation in the medical record. State
reportable event was completed on 7/10/19.
Upon further Investigation, the decision was
made to terminate the Director of Nursing due to
gross misconduct and neglect. A report was
made to the Maryland Board of Nursing on
07/11/19.

The facility was notified on July 10, 2019, by the
hospital Social Worker, that the resident will not
be returning to this facllity.

RIS AR WA AT e e S

Identification of others:

F600
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Qurrent residents will have a skin check
dompleted, d9cumented on a Shower Sheet 13Udit
dnd new orders/treatments as appropriate with
¢are plan updates. Completed 7/11/19.

Current residents have the potential to be
ffected by neglect. The current residents
eemed Interview able are Interviewed related to
e pcisslbllity of abuseineglect on 7/11/19 using
e Resident interview and Observation tool

MS-20050}. In addition, non-interview able
sidents will be observed using the Centers for
edicare and Medicaid services Family Interview
nd Observation tool (Form CMS-20049).
dentified issues will be immediately Investigated
hnd reported as necessary.

Clinical meeting Interdisciplinary Team will review
progress notes for the last 2 weeks for Identifying
A change in conditions, wound complications and
hotification of the MD for change In conditions, in
accordance with regulation. They willl also be
monitoring for instances of potential abuse.
JCompletion date 7/11/19.

Education:

Staff development coordinator will provide
education to current staff on the definitions of
abuse/neglect, investigation, and prevention of
abuse/neglect Those not able to be reached will
be sent notice that they must compiete the
education related to abuse/neglect prior to the
start of their next shift. New Hires will have their

background checked for potential previous abuse
complaints. Annually ané)upon hire, the staﬁ1 IS

s-ro\licie'c[>i'fOUcalon/ffi;.fj9=81:)usei'epoffing

F600

investigation and monitoring systems. The Staff
will have a competency test completion to
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flocument understanding of training material. Full

ime and Part-time staff Wil have abuse/neglect
bducation completed by July 12, 2019.

Nurses will be provided education by the Staff
Development Nurse on the proper
comprehensive documentation of skin areas
equiring treatment and updating Care plan,
reatments as ordered. MD noatification and the
completion of the Concurrent Review will also be
ncluded in the education as to reporting Change
n Condition of residents and completed by July
12,2019

Department Heads were trained by Regional
Leadership on neglect, integrity and the
requirement for proper reporting of neglect. This
was reviewed during the Ad Hoc QAPI meeting
on 7/10/19.

System Change:

Weekly Wound rounds completed by the Interim
DON/Unit Managers (UM) wlll validate the
presence of wounds identified. The
documentation of the wounds will be completed
on the Weekly Wound Log as well as validation of
Care plan and Treatment Interventions.

Monthly during leadership rounds, three interview
able re.sidents per week will be interviewed for
potential abuse and neglect. Additionally, 5
non-interview able residents per week will have
completed the Centers for Med.icare and
Medicaid servic s-Resldent Interview and
Observation tool (qu_m CM_Si-20050). L

The 24-hour report will be reviewed by the Interim

001\J/UM daily for changes In condition, proper

F600
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otification of the MD, -RP,and documentation in
!we medical n:icord, The Quality of Care log will

e utilized to review for additional auditing by the
R ional Director of Clinical Operations weekly X
4weeks.

Monitoring:

An audit by the Registered Nurse (RN) Unit
Managers weekly of 3 Residents with wounds to
bnsure assessments are timely and completed
vith new conditions, admissions or change In
condition and include proper order for treatment
hnd care planning of interventions. This audit will
be completed 3x weekly then monthly x 3 by the
RN Unit Managers.

\Weekdays the Social Service Director will review
grievance log for potential allegations of
abuse/neglect that may need Investigation and
follow up. This will be completed weekly x 3 then
Monthly x2.

The Quality of Care log will be utilized to review
for additional auditing by the Regional Director of
Clinical Operations weekly X 4 weeks.

Result of all audit trends will be reviewed through
QAPI meeting monthly X 2 for trend and change
in plan needed by the Administrator/Regional
Director of Clinical Operations.

Resident Records - Identifiable Information
CFR(s): 483.20(f)(5), 483.70(i)(k(5)

8483. ZOﬁf)( ) Resident-identifiable information.
(i) Afacility may not release|nfo|||'(r:n§t|_o thatis

myen Y

{il) The facility may release information thatis

F 600

F B42

L

e, B AA A Bod, d-ncAl
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fesidentwidentifiable to an agent only in

hccord mce with a contract under which the agent
hgrees not to use or disclose the Information
pxcept to the extent the facility Itself Is permitted
0 do so.

£483.70(1) Medical records.

B4B3.70{i){1) In acqordance with accepted
pbrofessional standards and practices, the facllity
Mmust maintain medical records on each resident
that are--

1) Complete;

i) Accurately documented;

(iii) Readily accessible; and

(iv) Systematically organized

8483.70(1)(2) The facility must keep confidential
all Information contained in the resident's records,
regardless of the form or storage method of the
records, except when release is-

(i} To the Individual, or their resident
representative where permitted by applicable law;
(i) Required by Law;

(iii) For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.506;

(iv) For public health activities, reporting of

abuse, neglect, OI' domestic violence, health
oversight

activities, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directc;irs, and to avert
aserious threat to health or safety as pennitted
by and Il compliance with 45 CFR 164.512.

8483.70(1)(3) The facility must safeqguard medical

¢'0'6Ycrifnfcirnmtonagatn'sPioss aesfrucifor-of ™', - o f.-<tl, A< A K

unauthorized use.

—h

FORM CMS-2587(02-99) Previous Vernlons Obsolete EvenlD:5L6J11 Facillty ID: 30033 If continuation sheet Page 21 of 23



4104156172 10:15:48a.m 08-27-2019 24/34
" nrncu;  Ull/Ui:/IUIe

DEPARTMENT OF HEALTH ANO HUMAN SERVIGES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (){3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING COMPLETED
C
215346 B WiNe 07/15/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZIP CODE

46D1 PALL MALL ROAD

NORTHWE T HEALTHCARE CENTER BALTIMOR , MD 21215

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PRDV | D EPRANOF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIV ACTION SHOULD BE COMPLETION

TAG REGULATORY ORISC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE OATE

DEFICIENCY)
F 842 Qontinued From page 21 F842 Corrective aCtion fOI’ those 7/0 ,
residents affected: .7 /‘i
483.70(i){4) Medical records must be retained
for- Resident #1 nolonger

} The period of time required by State law; or
i) Five years from the date of discharge when
ere is no requirement in State law; or

resides atthe facility

iii} For a minor, 3 years after a resident reaches Identification others with
egal age under State law. potential to be:
B483.70(i)(5) The medical record must contain- .
i) Sufficient information to identify the resident; The Director Of nursing will
ii) Arecord of the resident's assessments; completean auditof current
iii) The comprehensive plan of care and residents with achange in

services provided,

Iv} The results of any preadmisslon screening condition to ensure that if &

And resident review evaluations and change or worsening of
determinations conducted by the State; condition occurred that the
v} Physician's, nurse's, and other licensed nurse appropriately

professional's progress notes; and

(vi) Laboratory, radiology and other diagnostic documented the change in

services reports as required under §483.50. the resident's medical
This REQUIREMENT is not met as evidenced record.
Joy:

Based on review of the facility investigation,

medical records, interviews with facility staff and Measuresput into placeto

other pertinent documentation it was determined prevent reoccurrence:
that the facility failed to document the worsening
condition of Resident#1's wound after maggots The staffing educator will

were discovered on 6/13/19. This was true for 1

of 4 residents (Residents #1) reviewed as part of educate the licensed nurses

the complaint survey that ended 7/15/19. on appropriately
documenting in the residents
The findings include: medical record when there is
During an investigation of complaint a change or worsening of
#MDO00142217, an interview was conduoted on condition
E - "filfn\Jal'ofiif\;.o:Witn'tll 1Sfe /e ffai'g'e<rrfaYse c.,.. - A N TR | "

(Staff #17) s/he stated that sometime In June
{was not able to remember whether it was the
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F 842 {ontinued From page 22 F 842 Monitoring to prevent

beginning/middle or end of-June), "l went to clean
esldent#1's wound with Dakin's Solution as
brdered by the physician on the left side of
his/her] face. While during the treatment, |
I\oticed maggots coming from the wound on
his/her] face. | took the resident into the
bathroom and removed the maggots using a
buture removal kil | then reported the incident ta
he 3-11 supervisor (Staff #10)." When asked
why Resident #1's medical record failed tO reveal
any documentation that the resident was noted
Wwith maggots In June 2019, Staff #17 replied, "the
supervisor told me not to document the incident.”

During an interview on 7/10/19 at 1 pm, with the
Regional Director of Operations (Staff #14),
Regional Director (Staff #15), and The Director of
Clinical Seivices (Staff# 16), verified the findings.
Staff#14 stated, that according to the faclllty
investigation the maggots were first noted on
6/13/19during 3-11 pm shift.

reoccurrence:

TheDirectorof nur si Nng will
complete a weekly audit&«
weeks and then monthk2
of current residents with
change in conditiorio
ensure that if a change or
worsening of condition

occurred that the change was

appropriately documented in
theresidents medical record|
The results oftte auditwill
be recordedat the monthly
QAPI meeting for three
consecutive months and then
quarterly orasdirected by
the QAPI committee to
achieve substantial
compliance.
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S 000 Ihitial Comments SOO0D

Dn July 3rd, July 9th, July 10th, July 11th, July
2th and July 15th, 2019, a complaint
investlgalion survey was conducted at this faclllty
try the Office of Health Care Quality. The facility's
[fcensed bed capacity Is 91 and the_ census was
B2. Two intakes were Investigated: Complaint
MDO00142217 and Facility Reported Incident
MD00142621. Investigative activitles included a
four of the facility, in'terviews with facility staff;
eview of the medical records, facility
nvesUgation, and observations of residents and
staff practices. -

This survey Identified noncompliance with
Federal and State requirements with that were
reviewed in relationship to: Complaint
MD00142217 and Facility Reported Incident
MD00142621.

Based on the findings, on Thursday7/11/19, at
3:35PM an Immediate Jeopardy was called
related to the neglect of Resident #1. The facllity
submitted an Initial plan of action to the surveyors
and the Office of Health Care Quality for review at
8:15 PM on 7/11/19. This initial plan was not
accepted and arevised plan was at submitted at
8:32 PM on 7/11/19, which was also not
accepted. Thefacility submitted another revised
plan of action at 9:35 PM on 7/11/19, that was
reviewed by the surveyors and the Office of
Health Care Quality. The plal') was accepted but
the Immediate Jeopardy was not removed until
Monday 7/15/19 at 3:13PM, after the plan of
correction was implemented. After removal of the
Immediate Jeopardy, the deficient practice
_4mi a'ial.'t5&1.luhltbtessbf . .- A= g LA =
than minimal harm and a scope and severity ofa

D.
7 >
i/ ;
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Continued From page 1

The extended survey was completed on 7/15/19.

The following deficiencies are a result of this
survey.

10.07.02.00-8 Administration and Resident
Care

.09 Administration and Resident Care.

A. Responsibllity.

{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 regulation .

(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 t0 Administrator:

(1) The licensee, if not acting as an administrator,
shall appoint as administrator a responsible
person who is:

(a) Qualified by training and experience; and

(b) Licensed by the Board of Examiners of
Nursing Home Administrators for the State.

(2) The administrator shall:

(a) Be responsible for

EETRL. 2

the cantrol of the operation

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

OHCO

sood

S100
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servef ul | At i me. ?/ﬂ/ﬁ

3) With tl')e Department's approval, an
hdministrator may serve on a less than full-time
basis for a maximum of two nursing facl\ltles, one

bf which shail 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 facllities; and

(e) Background and experience of Seertag 600
the administrator.

This Regulation is NOtmet as evidenced by:
Refer to CMS 2567

F600

S 580 10.07.02.18 Nursing Services - Care 24Hours | s 580
a Day

.1B Nursing Services.

_'e;fl lursmlfeal’ ‘214"11ioufs at:f"af, ife -/ | R At
administrator shall employ sufficient and
satisra'ctol)' licensed nursing service personnel

OHCQ
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and support personnel to:

(1) Be on duty 24 hours a day;

(2) Provide appropriate bedside care; and

{3) Ensure that a resident:

(a} Receives treatments, medications, and diet as

prescribed,;

(b) Receives rehabilitative nursing care as

needed;

(c) Receives proper care to prevent pressure

ulcers and deformitles;

7| ﬂ/ﬂ

{d} Is kept comfortable, clean, and well-groomed,

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

(f} Is encouraged, assisted, and trained In
self-care and group activities; and

(9) Receives prompt and appropriate responses
to requests for assistance.

This Regulation is not met as evidenced by:

Refer to CMS 2567

F58D

S 610 10.07.02.1B F Nursing Services - Charge Nurses'  S610

Daily

s A NUTSING Seivices:

F.Charge Nurses' Dally Rounds. The charge

SeeFtagb80 \
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Continued From page 4

purse or nurses shall make daily rounds on all
hursing units for which they are responsible,
berforming such functions as:

1) Visiting each resident;

resident care plans, and staff assignments; and

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

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

F580

of DON

.20 Nursing Services - Director of Nursing.

responslbilitles of the director of nursing shall
include:

(1) Assisting in the development and updating of
statements of nursing philosophy and objectives
to define the type of nursing care the nursing
home shall provide;

(2) Preparation of written job descriptions for
nursing service personnel;

(3) Planning to meet the total nursing needs of
residents to be met and recommending the

and support personnel for each tour of duty;

2) Reviewing clinical records, medication orders,

10.07.02.20 E Nursing Services - Responsibilities | S740

E. Responsibilities of the Director of Nursing. The

stglimenttC:If-"..fl:i°t1ffieleift-:. Yfi.Jtnider-:.of st:ljrervisoJY: ] .-

S610

SeeFtag580 \
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Continued From page 5

(4) Development and maintenance of nursing
service policies and procedures to implement the
program of care;

(5) Participation in the coordination of
resident services through appropriate staff
committee meetings on issues relating to:

(a) Pharmacy;

(b) Infection control;

(c) Resident care policies;

(d) Quality assurance programs; and
(e) Departmental meetings;

(6) Cooperation with administration in planning
the orientation program and the staff
development program to upgrade the
competency of personnel;

(7) Ensuring that nursing personnel understand
the philosophy and meet the objectives;

(8) Participation in planning and budgeting for
nursing services;

(9) Establishment of a procedure to ensure that
nursing service personnel, Including private duty
nurses, have valid and current Maryland licenses;

(10).Execution of resident care policies unless

delegated to the principal physician or medical
director;

(11) Participation In the selection of prospective
admissions to ensure that the nursing home ' s

S740

OHCQ

STATE FOR M

6899 L§Jll

tcontinuation sheel §of 8
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[Continued From page 6

Staff Is capable of meeting the needs of all
Fesidents admitted;

(12) Coordination of the Interdisciplinary
resident care management efforts; and

(13) Supervision of certified medicine aides
to ensure that the aides act within the
limitations and restrictions placed on them.

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

F5B0
F600

10.07.02.32 8 Clinical Records
.32 Clinical Records.

B. Contents of Record. Contents of record shall
Include:

(1} Identification and summary sheet or sheets
including:

(a}Resident's name;

(b} Social Security number;
(c) Armed forces status;
(d) Citizenship;

(e) Marital status;

B Am'}‘ge;““ ; oy K D e e ¥ Tar i 5 ¢ e b A w2y

(9) Sex;

S740

SeeFtag580 |

SeeFtag00 \

S1380

9]
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h) Home address; and
(i) Relfgion;

(2) Names, addresses, and telephone
numbers of referral agencies, Including:

{a) Hospital from which admitted;

(b) Personal physiclan;

(c) Dentist;

(d) Parents' names or next of kin; and
(e) Resident' s representative;

(3) Documentation of the:

{a) Needs of the resident;

(b) Establishment of an appropriate initial
and ongoing treatment plan; and

(c) Care and services provided,

(4) Authentication of hospital diagnoses, based
on a:

(a) Discharge summary;

(b)Report from the resident' s
attending physician; or

(c) Transfer form;
st M (L : A R

(5) Conse'nit. forms When reqt]ir?d, such as:

S1380

A& — JAAL A

OHCQ
S.TATE FORM

ealAA
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(a) Administration of investigational drugs; q / )3 ]Iq
b) Burial arrangements made in advance;
c) Release of medical record Information; and
d) Handling of fin.ances;
6) Medical and social history of the resident;
7) Report of physical examination;
(8) Diagnostic and therapeutic orders;
(9) Consultation reports;
(10) Observations and progress notes;
(11) Reports of medication
administration, treatments, and clinical
findings;
{12) Discharge summary including final diagnosis
and prognosis;
(13) Assessments done by various disciplines; SeeFtag842
and 1
(14) Interdisciplinary care plan.
This Regulation is not met as evidenced by:
Refer to CMS 2567
F842
e i i ~H
OHCQ
S'[TE FORY¥ Ui ‘continuation sheet 2ol g



Northwest Healthcare Center

MarylandDepartmenbf HealthandMental Hygiene
Office of Health CareQuality
7120SamuelMorseDrive, SecondFloor

Columbia, Maryland 210463422

Provider Number 215346
Dear Laura Norman,

Enclosed you will find Northwest Healthcare Center's Plan of Correction pertaining to the deficiencies
obtained during the recent survey that was conducted March 11, 2019.

This Plan of Correction constitutes our allegation of compliance with the federal and state requirements
participation in the Medicare and Medicaid program.

Sincerely

Meir Preis LN&L

3/24/19

4601Pall Mall Rd, Baltimore MD 21215



.t;‘,\ MARYLAND
n Department of Health

Larry Hogan,Governor - Brvd K. Rutherford,Lt. Governor - RobertR. Neall, Seaeta,y

March19,2019

Meir Preis Administrator
NorthwestHealthcareCenter
4601 Pall Mall Road
Baltimore, MD 21215

PROVIDER#: 215346
RE: NOTICE OF CURRENT DEFICIENCIES

DearMr. Preis:

OnMarch 11,2019, asurveywas conducted atour facility by the Office of Health
CareQualityto determindf yourfacility wasin compliancewith Federalparticipation
requirement$or nursinghomesparticipatingin theMedicareand/orMedicaidprograms.
Thesurveywasalsoconducted fothepurpose®f Statelicensure. Aslocumentedn the
attached CMSorm 2567, thissurveyfound thatyour facility was insubstantial
compliance budeficiencies wer@entified thatposed nactual harm wittpotential for
minimal harm.

All referenceso regulatoryrequirementgontained irthisletterarefound inTitle 42,
Code of Federal Regulations.

. PLAN OF ."ORRECTION(PoC)
A PoCfor thedeficiencieddentified intheattached CM2567mustbesubmitted within
10 daysof your receipt of this noticeFailure tosubmit anacceptabld?oC bythis date
may result in the imposition of remedies.

Your PoC mustontainthefollowing:

Whatcorrectiveactionwill beaccomplishedor thoseresidentsoundto
have been affected by the deficient practice;

How youwill identify otherresidenthavingthepotentialto beaffectedby
thesame deficient practice and what corrective action will be taken;

Whatmeasuresvill beputinto placeor whatsystemiocchangesyou will
maketo ensure thathedeficientpracticedoes notecur;

201W Preston Street-Baltimore, MD 2120/ Ahealth.maryland.govToll Free: 1-877-463-3464- TTY: 1-800-735-2258



Meir Preis

Administrator
NorthwestHealthcareCenter
March 19, 2019

Page?

How thecorrective actiowill be monitored teensure the deficient
practicewill notrecur,i.e.,whatqualityassurancerogramwill beput
into place, and;

Specificdatewhenthecorrectiveactionwill becompleted.

Referencesto a resident(s) by Resident#only. This appliesto the PoC
as well as any attachments to the Pib@& unacceptable to include a
resident(s)name in these documentsnce these the PoC is released to the
public.

IL ALL AUON (P OMPLIAN
If youbelievethatthedeficiencyidentifiedin theCMS 256 7form havebeencorrected,
you may contact meatthe Office of Health Care Qualityy120 Samuel Morse Drive,
SecondFloor Columbia, Maryland 21046 with your writtemedible allegation of
compliance(i.e. attached lists of attendance gtrovided training and/or revised
statements of policies/procedures and/or staffing patterns with revisions or
additions).

If youchooseandsoindicate the PoCmayconstituteyourallegationof compliance.We
mayaccepthewritten allegationof complianceand credible evidenceof yourallegation
of compliance until substantiated byevisit or by other means.

If upon asubsequentevisit orby other means, weerify thatthe facility hasnot
corrected the deficiencies ibrthe seriousness afon compliance changes from the
originalsurveyfindings,remediesnaybeimposed.If thisoccursyouwill beadvisedof
any change.

I, JNF RMAL DTSF/1E RESOLUTION

In accordancevith 488.33], you haveoneopportunity toquestion citedleficiencies
throughaninformal disputeresolution process. To lggvensuchanopportunity, yoware
required tosend your written request, along with ggecific deficiency beindisputed,
andanexplanation ofwhy youaredisputingthedeficiency,to Ms. MargieHeald,Deputy
Director, Office of Health Care Quality, 718amuel Morse Drive, Second Floor
Columbia, Maryland 21046T hisrequest must bgent within10 daysof your receipiof
the CMSfolm 2567.

IV. LICENSURE ACTION

Asyouareaware thecited Federaldeficiencieshaveacounterpartin Stateregulations.



Meir Preis

Administrator
NorthwestHealthcareCenter
March 19, 2019

Page3

Thesedeficiencies areited ontheenclosed in th&tateForm. Please provide usith
your plan ofcorrection forthesedeficiencies within 10 days oéceipt ofthis letter. In
theeventa revisitdetermines thatompliance has not beachieved, appropriate
administrativeactionmaybetakenagainstyour Statelicense. If youhaveanyquestions
concerningheinstructionscontainedn thisletter,pleasecontactimeat410-402-8201or

by fax at 410402-8234.

LauraNorman
Health FacilitiesSurveyCoordinator
Long Term Care

Sincerely,

Enclosures: CMSForm2567
StateForm

cC: File Il
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F 000 [INITIAL COMMENTS F 000
On 3/11/19, a survey was conducted at this
facility by the Office or Health Care Quality to
Investigate complaint #MD00137857. Activities
included the audit of the residents' personal funds
records maintained by the facility.
The specific complaint was unsubstantiated. This
survey did not identify noncompliance with
Federal requirements that were reviewed in
relationship to the specific complaint.
This survey did Identify noncompliance with
Federal requirements that were reviewed
pertaining to the management of residents'
personal funds. (SEE F568)
F 568 | Accounting and Records of Personal Funds F568
SS=B | CFR(s): 483.10(f)(10)(iii) F tag-568 3])[,/}4?
8483.10(f}(10)(iii) Accounting and Records. . S
(A) The facility must establish and maintain a Corrective action:
system that assures a full and complete and All resid ibl .
separate accounting, according to generally residents or responsible parties
accepted accounting principles, of each resident's will be will be properly furnished |
personal funds entrusted to the facility on the .
resident's behalf. their quarterly statements for the_
(B) The system must preclude any commingling quarter ending 3/31/19beforeApril,;
of resident funds with facility funds or with the 30. 2019
funds of any person other than another resident. ’ ’
(C)The individual financial record must be . . .
avallable to the resident through quarterly Identify others with potential to be
statements and upon request. affected:
This REQUIREMENT is not met as evidenced |
by: - : ; .
Based on the review, on 3/11/19, of the The residents with ar_1 resident 1
residents' personal funds records, including account have potential to be
individual resident's account statements, affected
transaction reports, and trial balances, this
IABORNTORY DIRECTOR'S OR PROVIO UPPUER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

——— 1"k — N P 32519

Any deficiency statement end1n9 with en asterisk () denotes a deflclenc:y which tho Institution may be excused from correcting providing Il 1s determined that
other safeguards provide sufficient protection tolhe patients. (SeeInstructions.) Except for nursing homes, the findings staled above ere discloaable 90 days
following Ihe dale of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are dlsclosable 14

days fQllowIng the dale these documenls are made available lo Ihe facility. If deficiencies are ciled, an approved plan of corracUon Is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Velllons Obsolele Event 10:295U11 I'acllity ID, 30033 Il contlnuallon sheet Page 1of 2
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Findings include:

facility failed to maintain a system that ensures a
full and complete accounting of the residents'
personal monies entrusted to this facility.

1. As of 3/11/19 there was no evidence that
statements of each resident's personal fund
account had been appropriately furnished for the
quarters ending 6/30/18,9/30/18, and 12/31/18.

COMPLETED
C
215346 B.WING 03/11/2019
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4601 PALL MALL ROAD
NORTHWEST HEALTHCARE CENTER
BALTIMORE, MD 21215
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION IXS)
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DEFICIENCY)
. Measures to prevent reoccurrence:
F 568 | Continued From page 1 F 568 P

The regional director of finance will
reeducate the business office
manager on ensuring all of the
residents quarterly statements are
properly furnished timely.

Monitoring of corrective actions for

residents affected residents:

An audit will be completed quarterly
for the following two quarters to
ensure quarterly statements
distributed appropriately. The
results Will be presented at QAP for

review and comment.

FORM CMS-2567(02-99) PreviouJ Vliflion& Obsolele

Evenll0:2115U11

Facility10, 30033

Il continuation sheet Page 2 of 2



PRINTED: 03/19/2019

statement
.19 Records of Resident Personal Funds.

A. Records. For all resident funds entrusted to a
nursing facility, the facility shall:

(3) Furnish each resident or, when applicable, the
resident's agent or interested family member,
with a quarterly statement of the resident's
individual account not later than 30 days after the
end of each quarter,

This Regulation Is not met as evidenced by:
SEE F568

See Ftag 568 3/ 'JCI/ 1
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s 000 Initial comments S000
On 3/11/19, a survey was conducted at this
facility by the Office of Health Care Quality to
investigate complaint #MD00137857. Activities
included the audit of the residents' personal funds
records maintained by the facility.
The specific complaint was unsubstantiated. This
survey did not identify noncompliance with State
requirements that were reviewed in relationship to
the specific complaint.
This survey did identify noncompliance with State
requirements that were reviewed pertaining to the
management of residents' personal funds. (SEE
S6505)
$6505 [110.07.09.19 A (3) Recs pers Funds;qtrly 86505

OHRCQ
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MARYLAND
b Department of Health

Larry Hogan,Governor - BoydK. Rutherford,Lt. Govemor- RobertR. Neall, Secretary

August 15,2019

Michael Moranz, Administrator
Northwest Healthcare Center
4601 Pall Mall Road
Baltimore, MD 21215

Provider#: 215346

RE: Notice of Deficienciesasa Resultof Revisit,
Imposition of Denial of Payments for New
Admissions underFederal Regulations, Los®f
NATCEP

DearMr. Moranz:

OnJuly 30th through August 1, 2019revisit survey was conductedyaiur
facility by theOffice of HealthCareQuality, to verify thatyourfacility hadachievedand
maintained compliance fdihosedeficienciesitedduringthesurveycompletedon May
24, 2019.We had presumed, based pour allegation oEompliance thagour facility
wasin substantial compliance as.hfly 8,2019. However, based on ouwevisit we
found that your facility is1otin substantial compliance withe requirements for
participation.

All reference$o regulatoryrequirement(sg¢ontained irthis letterarefoundin
Title 42, Code of Federal Regulations.

I. IMPOSITION OFREMEDIES

As aresultof ourfinding thatyourfacility is notin substantial compliancéhe
following remedy (ies) will bémposed:

Impositionof denialof paymentor newadmissionseffectiveAugust24,2019.

If substantial compliance is not achieved by Novembe2@49, theCMS
RegionalOffice and/orthe StateMedicaidAgencymayterminateyourprovider
agreementhatdate.

Pleasenotethat this notice docsnot constitute formal noticeof imposition of
alternative remedies ortermination of your provider agreement. Should CMS
determine that termination or any other remedy is warranted, CMS will provide
you with a separate formal notification of that determination.

201W.Preston Street-Baltimore, MD 21201- health.maryland.gov Toll Free: 1-877-463-3464- TTY: 1-800-735-2258



MichaelMoranz Administrator
Northwest Healthcare Centel
August 15, 2019
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IT. AUTOMATI ONSEQUENCES AR RESULT OF IMPOSITION OfDENIAL
OF PAYMENT FOR NEW ADMISSIONS

The Federalregulationsat 42 CFR 8§483.151(b)(2)(iii), 42 CFR 8483.151(b)(3)(i),
(i) and (iii), and 42CFR 8483.151 (ejequire thatnynursingfacility that has been
subject teanextended or partiaxtended survey, a denial payments fonew
admission®r aCivil MoneyPenaltyof notlessthan$5,000.00musthavetheapproval
for theirnurseaidetrainingandcompetencyvaluationprogram(NATCEP)withdrawn
for a period oftwo years. As aesult oftheimposition ofdenial of payment for new
admissiongffectiveAugust24,2019,yourfacility is prohibitedfrom operatinganurse
aidetraining program fotwo years from the last day of tiserrvey.See§8483.151

As aresultof thesurvey findings th€enter for Medicare andledicaid Services
(CMS) and theMaryland State Medicaid Agency haaathorizedusto inform youthat
Medicare and Medicaipgayment forall newadmissions tgour facility will bedenied
effective August 242019. This action igequired bysections 1819h)(2)(B)(i), 1819
(h)(2)(D),1919(h)(3)(B)(ii), and1919(h)(3)(C)(i) of the SocialSecurityAct. In addition,
you areadvisedthat,shouldyouremainoutof compliance, your provider agreement will
betemlinatedoy CMSandtheMarylandStateMedicaid AgencyonNovember24,2019.
Please notthatthe denial opayment for newledicare admissions includes Medicare
beneficiaries enrolled iMedicare managed care plarisis your obligation to inform
Medicaremanagectareplanscontractingwith yourfacility of thisdenialof paymentdor
new admissions.

If youdisagree withthis action imposed owour facility, you or your legal
representative may request a hearjore an administrative lajudge of the
Department oHealth and Human Services, Departmental Appeals Board (DAB).
Proceduregoverp.ingthisprocessaresetoutin 42 CFR8498.40et - You mustfile
yourhearingrequeselectronicallyby usingthe Departmental AppeaBoard'sElectronic
F|I|ng System (DADE-Pile) ahlln -://drib.-fil e hh -.gov no later thnn sixtv (60) duys nftcr

- iving lhi - 1-A tor. Specific instructions ohow to file electronically arattached tdhis
notlce. A copy of the hearingequestshall be submittecto:

ChiefCounsel

Office of theGeneralCounsel
801 Market Street
Suite9700

PhiladelphiaPA 19107

Request$or ahearingsubmittedby U.S. mail orcommercialcarrierarenolonger
accepted asf October 12014, unless yodo not haveccess to aomputer ointernet
service. Inthose circumstances you may dak Civil Remedies Division to request a
waiver from efiling and provide arexplanationasto why you cannot filelectronically
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or you may mail awritten request foa waiver along witltyour written request foa
hearing A writtenrequesfor ahearingmustbefiled no laterthansixty (60) daysafter
receiving this letter, bynailing to the following address:

Departmenof Health& HumanServices
Departmental Appeals Board, MS 6132
Director, CivilRemedies Division

330 Independencévenue, S.W.
CohenrBuilding - RoomG-644
Washington, D.C. 20201
(202)565-9462

A requesfor hearing shoulddentify thespecificissuesandthe findings offact
and conclusions oflawith which you disagree, 42 CFR 8498.40(b)l)should also
specifythebasisfor contendinghatthefindingsandconclusionsareincorrect, 42 CFR
8498.4D(b)(2)You mayberepresentethy counseltahearingatyourownexpense.

Should wetakeactionto terminateyour participation intheMedicare program,
we will adviseyouof yourappeakightsasa result othataction.Pleasenotethatthose

appeal rights arseparate and distinct from the appeal rights cited above.

Youwill benotified separatelypy the MarylandviedicaidStateAgencyregarding
their application of the remedies in this letter.

III. PLAN OF CORRECTION (POC)

A PoC forthedeficiencies identified itheattached CM2567mustbesubmitted
within 10 days ofyour receipt othis notice. Failureto submitanacceptable Po®y this
date may result in the imposition of remedies.

Your PoCmustcontainthefollowing:

Whatcorrectiveactionwill beaccomplishedor thoseresidentdoundto
have been affecteldy the deficienpractice;

How youwill identify otherresidentdavingthepotentialto beaffected by
the same deficient practice and what corrective action withken;

What measurewill be putinto placeor whatsystemiacchangesouwill
make to ensure that the deficient practice does not recur;

How thecorrective action will benonitored to ensure the deficient
practicewill notrecur,i.e.,whatquality assurancerogram willbeput
into place; and,
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Specificdatewhenthecorrectiveactionwill becompleted.

References ta resident(s) by Resident# onlyResident RosterThis
applies to the PoC as well as any attachments t®te. It is
unacceptable to include a resident(s) name in tlesementssince the
documents are released to the public.

IV. ALLEGATION OF COMPLIANCE

If you believe the deficienciaslentified in form CMS 2567 have been corrected,
you may contact Laura Norman, Survey Coordinabthe Office of Health Car®uality,
7120 SamueMorse Drive, Columbia,MD 210463422 with your written credible
allegation of compliancé.e. attached lists ofattendance atprovided training and/or
revisedstatements ofpolicies/ procedures and/ostaffing patterns with revisions or
additions). If you choose, and so indicate, the PoC may constitute your allegation of
compliance.

If upon a subsequemevisit or by other means, we verify that the faciligyin
substantial complianceye will recommend to CMS that themedy (ies) be terminated.
However, if the seriousnessf noncompliancechanges from the survey findings, the
remediesselectedmay change.lf this occurs,you will be advisedof any change.

V. INFORMAL DISPUTE RESOLUTION

In accordance wit8488.331, you have omgportunity to question cited
deficiencies through an informal dispute resolution proc&€eshe giversuchan
opportunity, you are required s&nd youmwrittenrequest:, alongyith the specific
deficiencybeingdisputedandanexplanatiorof why you aredisputingthedeficiency,to
me,Margie Heald, Deputy Director, Officaf Health CareQuality, 7120Samuel Morse
Drive, Columbia, MD210463422. This request must b&ent within 10days of your
receipt of the CMS 2567.

Informal disputeresolutionfor theciteddeficiencies willnotdelaytheimposition
of any enforcement action.

VI. LICENSUREA TION

As you are aware, thated Federal deficiencies have a counter part in State
regulations.These deficiencies are cited thre enclosed State FornRlease provide a
plan of correction and credible evidence of compliancéhfese deficiencies withihO
daysof receiptof thisletter. In theeventarevisitdetermines thagubstantial compliance
hasnotbeenachievedappropriateadministrativeactionmay betakenagainstyour State
license.
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If youhaveanyquestionsoncerningheinstructions containeih thisletter,
please contact Laura Norman at (410)-80D3.

Sin 'rely.

AV\V(@
Hi -hard Proctor

Directorof Strategid®lanning
Office of Health CareQuality

EnclosuresCMS 2567
StateForm

CC: GingerLevesqueCMSRO
Jane Sacco
Ruby Potter
Stevanne Ellis
Ronda Washington
ClairePiersonEsq.
Jill Callan, MBoN
File Il



<2 MARYLAND
b’ Department of Health

Larry Hogan,Governor- BoydK. Rutherford,Lt. Governor - RobertR. Neall, Secretary

August16,2019

MichaelMoranz,Administrator
Northwest Healthcare Center
4601 Pall Mall Road
Baltimore, MD 21215

RE: REVISION TO STATEMENT OF
DEFICIENCIES FOR MAY 24,2019SURVEY

DearMr. Moranz:

Basedon the Centersfor MedicareandMedicaid Services{CMS) Regionlll1s review
of thecomplaint surveyhatconcluded May 242019,our Office haseen directed teevise the
Statemenbf Deficiencieg(FederalForm CMS 2567)regarding-558,F656,andF684thatwerecitedat
ascopeandseverity of "D". Specifically, wehave been instructeid deletethe F558federal citation
and revise language for F656 and F&&deral citations.

As aresultof thisrevision,the Statemenbf Deficiencies(StateFann)hasalsobeenrevised.

Pleaseaeenteryourfacility's planof correctionincludingcompliancedatesonto
thisrevisedstatemenbf deficienciessignandreturnto this Office within 10 daysof thereceipt
of thisletter. Uponits return,thisrevised completed angigned statemermtf deficiencywill become
the document released to the public.

If you haveany questions pleasecontact,Laura Norman,Survey Coordinatorat 410-402-8003.

incerelyy ur..

I\ \/

RichardProctor
Directorof Strategid”lanning
Office of HealthCareQuality

cC: ClairePiersonEsq
MicheleClinton, SurveyBranchManager CMS ROIII
Stevanne Ellis
File Il

201 W PrestonStreet-Baltimore, MD 21201- health.ma,yland.go;&ToII Pree: 1-877-463-3464ATTY: J-800-7352258
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fficeofHeallh caniouanty. The censuswas79
1nd Ihelk:ansiKI bad capacity Is 91. To remainin compliancewith FJrrat
) ) andstate re ionsJhe centethJS
Urvay acUvlUesconsistedt areview or takenor Wil kheGetBnssetforth in
sldenls' medical fflC!Irds, obsel'Vlltlon, Inlerviaw this planofconeclion.1'he planOF
Ihe raclnty staff,and aravlaw or admlllislraliva correction Conslltuies the center's
cords andresklenicarepolicies televanllo allegationof substantiatompliance
Ifeniilied delltlan\ praclices, such Ihatlleceddeficiencies cited have
. . been or will beorrectedby Ihcd111leor
he suNay Idanllfled non-compliancewith datC5 indicated
Federal and Stalerequirements of 42 CFR Part '
83,SubpartB, andRaqukemenl$orlongTann
are.
N
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55.--0fcFR(s): 483.20(q) CorrectiveAction: f- 2.01]
B483.20(9)Accuracyof Assessmenl5. I Eeessgle:t/f‘cﬂ)esdgg:rr ectedo
he assessmenl muslacctJralel renact lha reflect current nulfitional
resldml'sslalus. .
hls REOUIREMENT Is notmelas evidenced ac..ssmenl
by; . . .
Basednmedicalreconi revlaw andstall 2. Ldee;g_fryegit.ggrwlth Potentialtu
tnteNlew Il was determined thefacility staff falled Others hévéhe otential tabe
to en.sure Iha\ Iha Informalion used lo complete affectecb |hiS(IjDCfiC'CFIl nclice
th1tMinimum DataSel(MOS) comprehensive TheMDS>I/eadcom ietec% IOOro'
assessments for nulrlllomll status was accurate audit or the past 3% davs of
for Resident #1. This was evident for 1 11f:! avalualions Ig identifyth)gsewith
resldenlgeviewed lor MOSaccuracy duringlhls sicrulicaniweightchanidl0com:ct
ravisilsurvey. the MDSaccuracy.
3. Measurego preventreoclmrrencel _
1he findinas Include: StaffDevclopmecnt Coolnlinator
g servicedheMDS Coordmators
The Minimum Data S11I(MDS) Is a regar dingAccuralecodins of the
comprehenslvassessmerd! Iharesident :
ssymmsswme
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tompleted by Ihe racilily staff. The MOS Is a 4. Monitoring rarCompliance

nul | i Adi steol that allowamany(acel5of MOS leadCoordinatomwill

Ihe re.sldenl'&care (cognition,behavior tnoblAty, completeweekly1ludiu ordu:

hcUviliesor daily li'ing, ac.ciclenls. aclMUas, culTenllycompletedvcs.smenLS.0

veight, pain and medicaUons to name a few] lo monilorferetcuralaoding in

beaddressed. The MOS assessment Is partOr a relationlo v.-cii;ht cbangcs (Scclion

broaderRAI (Rasldenl Assessment Instrument) IC.oflhc MDS). The QA Director

process. Tho RAI p,ocess lies theassessment will monitorcompliance monthly X

andcare planlo [hadellvel)l OF carelo meellha | monlhsandrepo"findinss o QA.

needs or tho resklenL

MOS coordinalorsarenurses lhal arelaskedo
ensure |hal patient servicing Is well documented
espedalty duringlha assessmarghasen
laciiiUes thal areaccreditecbr offer Medicaid or
Medicareservlicos.

A cara plan Is a guide 'hat addresses Ihe unique
needs of eachresident Il Is used lo plan, assess

and evaluatehe effectiveness of the resident's
care.

Medical record rc11llew on 811/19 ravealed
Resident#1wasal o n g Achreresident with
diagnoseshatincluded Dementiaand
Depression.

A care plan Inillated on 11/15117 addrused Iha
polenlial fer alleraJonin nutrientintake related lo

cogniUve Impalrmenl, medications and Weignt
loss

A Welghl Change note dal!!d 7/10/19 reported Ihe
resident eJperienced a significant weightloss.
TheDielluan recommended lha addit;oo0f a
Magic: Cup (nutrilional supplement Ihal cg'1be
eaten as a pudding er frozen asanks cream,
served wilh maals or In botween mealslo booi;!
nutritional Inlalle) and Ensure Plus lo aide In

FOAMCL15-25'710t-i')P VHijler,1 OclClelo Evam @ GHFNIZ Fadlly JO 30031 ti c.onlinu:aUorah.alPlioti al 15
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welghl slabillzallon.

Further ravlew OI Iha medica:l record revealed
orders da\ed 7H2/t9 for Ensure PhJ5 and a Magic
Cup twice a day asmeal supplemlmis.

ReVlew ol Ih& weigh\ summaiy revealed Iho
resident weighed 144pounds en 6/5119, 135
pounds on 7/5/19and 136 on 7124/19 Further
review ol lhe care plan ravealed anin\en,enUon
was .dd&d on 7/30/19 Insll\lcUng slaff lo oblain

weel\ly weights due lo a slgniftcanl weight loss for
1 month.

Review of the quarterly MDS assessment dated
7119/19 revealed racilily staff enlered a weigh! In
Section K Swallowing/Nulritlon Status or 135
pounds. Slaff Indlcalad Iri scclioo KO300 Ihallhe
'‘8S\danl was on a prescribed weight-loss
regimen. Review of Ihe phy&lcian's orders lailad

lo reveal an order for a prescribed weight loss
dilll.

During an interview \'lilh the surveyor on 811/1€ al
t:59 PM tho MOS Coordinator slated section Kor
the MDS Asseumenivas completed by Iha
Oielilian. The suiveyor inquired Ir there was an
order lor a weight loss dial @l'Resldenl #1, Toe
MOS Coordinator confirmed (ha\ an order would
be requir d for a weight loss diet and
aclmowledged lhe resident's weighl loss was
unintentional, noLprescribed. The MOS
CoordInalor amended Ihe quarterly MOS
assessme;il, dated 7/19119 to renecllhe telilden\
was not on a prnscribed weight loss regimen.

In Inlerview with the surveyor on 8/2119 al 1:53
PM the Dielilian acknowledged the entry In the
MOS assessmenl In Section K

e —— s g rmervea -
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HQvallcwing/Nuliilion Status mgartling llle
dlloscribed welght loss was a coding error.
(F656} Ofvelop/mplemenl Comprehensive Care Phm (F 656) Corrccllv,: Action: I - 3. ZDI‘”
ss=0 QFR(s); 4B3.21(0)(1) 1. Correc:lian for resident affeclct
B3.21(b) Comprehensive Cara Plans Ri((e)sn#u?) ?jrgieR(jiséig()hr?jdatr?gg/ictﬁr%
B3.21(b)(1) Iho lacllity mustdevelop and plonup :
g smokingevalua.tions.
plement a comprehensive person-cantered
re plan ror eac;h rasldel11l, consistent wilh the 2. 1dtnlify otherswith poltntial
sident rights set forth at §483.10(c)(2) and lo br nrfccled:
83.10{c)(3), IhalincJudas measurable The DircclorofnurSingwil
b)ec.lives nnd Umelrames to meelaresident's completel1n audit cf current
edical, nursing, an_d_ menial and psychoso_cial residentso ensurdheresidentgiU'c
eed, that are Identified In Ih.e comprehensive plons ore accumtely rr-ficciingibe
sessment. The comprehenswe care plan must residentsmoking Srcly btlscd off
escribe th? lollav.ing - . of the comprchcensiveesidents
) The services that are to be furnished to altaln needs
rmaintain the resldenl's highest praclicable
hysical, menlal, and psychosocial wall-belng as
quired under §483.24, §483.25 of §483.40; and 3. g"cecisrt’crﬁgg,preventrc'
i) My sesvices thalwould olheMise berequired Thedirecrorbfnursini'will educale
nder §4B3.24, §4B3.25 or §483.40 but ere not . !
rovided due ta the res!denl's exorcise ol rtghls thellcgnsed nurseSMO_S
nder §483.10, Includuljg Iha righl lo refuse zcgi:?eaiﬁ; 22&('::32;’?3'!’5;%;
realmenl under §4B3,11 (cl(6). .
i) Any specialized serviées( c))rspeciaHzed complclcdaccunuely;The rc5|de_nls
ehabll1tative services the nursing lacility will I(;1aer$£sl%Zﬁtasrcsﬁwfacll\tlijngtselecynsgigg
rovide as a resull of PASARR - ) -
ommendations.If a facilily disa9rells wilhlhe oil'of thecomprehensive: residei¥s
indings or lha PASARA, Il muslindicate its needs.
aUonale in Iheresident's medicalrecord.
(i IicansullaUon wilh 118 resident andlhe
resident's rnpresenlalive(s)-
(A) ihe resident's goals roradmissionand
di'slrad outcomes.
(BJ The resident's preference and potential ror
future discharge, Fatilities must document
whether Ih!! rnsidenl's desire lo return lolha
T3 TV Y ST 0 EnfllD IKINIZ pciliy [0 30033 K CGllinuaUanUiHI Piaa4cl 1S
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community was assessednd any rele1TillS la
local conlatl agencies and/or olher appropriate
entitles, for this purpose.

(C) Discharge plans Inlhe compn henslve care
plan, as approp,iale, In accordance wilh lha
requirements sel forth In paragraph (c) ol Ihis
secUon.

This REQUIREMENT Is not met as evidenced
by:

Based on medical record review and stall
Interview it was delennined Ihe facility staff railed
lo develop and Implement Individualized cam
plans ror residents to address smoking saroty,
based ona comprohensive assessment of the
rasldenls' needs, This was true lor 2 out or the 4
residents (Resident #3 and Resident #4)
reviewed for accuracy Incare plan developmenl
during this complalnl survey.

The Ondings include;

The r.linimum Dala Set (MOS) Is a

comprehensive assessment ol Ihe resident
compleled by Iha racilily slalf. The MOS Is a
multl,disdptinarian tool Iha\ allows many racel.! or
Ihe resident's care {cognition, behavior, moblilly,
acliviles of daily living, accidents, acliviUes,
weight, pain and medications 10 name afew] lo
be addressed. The MOS assessment Is part O a
broader RAI (Resident Assessment Instrumenll
process, The RAI proc!Ss lies lhe assessment
and care plan lo the delivery or care lo meet the
needs ol lhe residenl.

Acare planls a guide that addresses Ihe unique
needs al eachresident. ti Is used to plan, assess

and avaluale the effecliveness of lharesldent 's
care.

4. Monitoring for theCarreclivc
acUon: I

The: direclarofnursing Will pcrfonni

for lwo rnonlhs of new |

11n 11udil weekly 4 andthen I

monZlhly

o0,dmls ions, niodmlts and rcsidcnis
wll.h changein condition who
smoke: 10 C'OSurc lhnl Ihc re.sidenls
c:111c plans an: accunnely rcOccting

Ihﬁ residents smoking safely bll5cd
Off of the residem's’needs: The

findings of 1hc audiLS Will be J

presenteci QAPI for theoct 9
daysfor reviewllnd comsncnlL

T e s ea s WeYaT
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1) Medical record review on7130/19 r1111eated

Resident #13was a long-term care resident who
was identified as a smoker.

A earl? plan Initiated an 10117/1B addre!led
Resident tI3's deslle lo smoke and Indicaled lhe
resident was assessed as an Independent
smoker. The care plan Indicated the resident was
al risk for potential for bums related lo her/his
hisJory or smcking. InlervanUons direclsd staff lo
supe,vise |h& rasldenl during all smoke break
and lo rocus on obseivalion or lhe resldenl's
hands during weekly skinchecl\s to ensure (here
were no bums.

A Smoking assessment dated 5/2119 noted the
resldenl required an aplon and was lo be
supervised whHe smoking.

Theinconslstenc:les In the assessment and care
plan were discussed wilh the Regional Clinlcal
Nurse Consultanlon 7130/19. The care plan was
tevised on 7/30/19and Iha Inrormalton regarding
Ihe polen al ror bums and Ihe need ror
supervision was removed.

2) MDdic:ill tecord review on 7130/19 revealed
Resident#4was al o n g Aareresidonl who
had a diagnosis of Unspecified Calaracl.

Review of the quarterly MOS assessment dated
4/23/19 Section | Diagnoses revealed lhe
dii'gnosls of unspecrned cataract and revisw of
Section 8 1000 Vision revealed facllily staff coddd
Ihe resident as visually impaired.

Review of lhe Smoking Assessment daled
5123/19 revealed Ihe resident's visual Impairment

WTUY LMD F£I0 (UL T TTEWAD VR T LARGENE
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as nol,enecteth Iha smoking assessmanl
he Inconsistencies Inlhe assessment were
scussed with the Reglonal cnnlcal Nurse

onsultant on 7130/19 The assessment was
vised on 7/30/19to reRecl theresident's visual

—

IpnpalrmenL
{F684) quatity.of Ccifil (F 684}
SS:0 QFR(s): 483.26
-483.25Qua ty of care

uallty of care Is al'undamenlal principle that 1IF684)
ppfies to all treatmentind care provided lo

cRily resldents. Based on the comprehensive Corrective Action:
ssessment of aresident, the facllily must ensure '
al resldenls receive treatment and careln

ccordance with professional standards of 1. Res.#1#2,#5and #gerereass ‘]q
ractice, the comprehensive person-centered andcareplans updatetb addressveight
are plan, and Ihe resklen\s' choices. loss.Resident #1#2 #5 and #6 had
his REQUIREMENT is nol metas evidenced . N

v: weight orders obtained.

Based onmedical record review andslaff i )

nterviewit was determinethefacility railed to:1} Resident #210longer receives entera
mplementaplanlhal addressed thenulriUonal feeding per their wisheResident#2
Statugof aresident (Resident #2) Who . it d | torall
e)(Jleriern:ed severe weight lossbased ona receivesnutritionandsupplementrally
comprehensive assessment of theresldenrs per their wishes.
heedsandslatus; 2) transcribe physician's orders

0 obtain weekly \_/]\c/.eights far reside?ts thO | 2. Identify others whanay beaffected:
bxperienced significantweight loss (Re&idenls ; ; ;

#1,#5,-NS). This was evident for 4 of 5 residents Other residents with ttfeedingswere
reviewed for weight loss during Ihls complaint notaffected.

Investigation. Residents willsignificant weight loss

The findings included; _hadthepotentialto beaffc:clcd by not

havingweights orderedl hese residents
lzdehe facIIiLIJy faigetwgémplerpega %lam% wereauditedto ensure weightordersand
address conUnue oss for Residen -
based ona comprehensive assessment of Iha p'a“,‘?f carewereaddressedo meettheir
| nutritional goals.

FORMCMS-1567102t] P Vffllons olisQlete Em11101KIN12 Fadllly10 300lI Ifcomtiutatlon sheet Page 7 of 15
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sident's Indlviduallzed needs.

edical recordreviewen8/1/19revealed
esident #2 was e long-term careresident with
iagJKJsethal Included Oysphaglédiffccully
allowing), Cachexla(a"wasling" disorderthal
auses exlreme weight loss and muscle wasting,
nd can includeloss of body fat), and
epression. Theresident receivechulrilion via a
eding tube.

Nutrillonal Assessment dated7/2119 reported
he dieUllanhad alengthy discussiorwith
Resklent #2 who wished to continue wilh his/her
llelwhichincluded tube feedings and a regular
PO (by mouth) dlet despite the highrisk for
spiration (Inhalation or food or drink Into the

SIIMMAA't STATEMENT OFDEFICIENCIES D PROVIOER'S PIAH OF CORRECTION IXS)
S ( CHDEFICIENCY!!UST tIE PIUICEOEDBY FULI.. PREFIX I:ACH CORRECTIVEACTION SliOIJtDBE COMIUITK>N
TAG REGULATORY OR LSCIDEHTIFYIfIG IIFOR/AATION) TAG Cfl.OSSREFERfNCEDTOTHE APPROPRIATE DATE
0eFICIENCYI
{F 684} gonlinued From page 7 {F 684}

3. Meamre to prevent reoccurrencc:
TheQuality Assurancenursewill educate
the Dietitian and licensed nurses
ensuringresidentswith significantweight
losswill havefrequencyof weighls
identifiedandplanof carere-addressed.
Education ofweighl policwill be
included.

TheQualily Assurancenursewill re-
educate the Dietitialo re-assess

residentshatarenon-compliantwith
theirdietand who had aignificant

Cf/{qi/z

ungs). Il was noted that lhe resident continuecto weight loss for their needs and
liscoonechis/her lube feeding during Ihenighl preferencego ensure theﬁrcpeinimety
A Care Plan InlUated ofl 7/2119 addressed a 4. Monitoring of C_tl,,CtlonS [
hutritional problemrelated to severe malnutrition residentsaffected:
anddr-5phagia (difficulty swallowing). . . .
nlerveolionsincluded educate andreinforce the The.DlreCtorof Nursingwill perfonnall
mportance of maintaining the diet ordered, audit weekly x four, and then monthly
encourage compliance and discuss the over the neitttwo months to ensure
consequences refusaobesltyfmalnutrition risk . ; - ;
factors, provide and serve diet as ordered, and reSIdentSNI.th. aSIgln.IflcgntwelghtIoss
prOvide and servesupplements ils ordered. The havePhysiciam tification, ordersfor
poalis for the resident to toleratetube feeding weights,and careplan updated to renect
and accept grealerthan75%or thefeeding. A treatment plan. Thefindings will be
care plan InlUaledon7/5119addressethe
esident's need fer tube feeding relaledto reportedio QAPI for thenext90days.
dysphagla(difficulty swallowing).
Areview OI the weight record revealed the
following measurements in pounds for Resident
#2:
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6/28/19 77.6
7/511976

7/2411976

7/31-7 .6

A Behavior Note dated 7/23/19 reported that at
the beginning of the shift Ihe writer noted the tube
feeding was notInplace. The writer noted the
resident refused tube reedings several Umes and
when the writer altempled lo place the raeding
tube the resident slated s/he did not want It. It
was also reported that the resident was hoarding
Ensure and not consuming IL A physician's order
dated 7/23/19 directed slaff to weigh the resident
weekly.

ADietitian's Weight Warning note dated 7/29/19
al 4:05 PM reported the resident had significant
weight loss over the past 6 monlhs as previously
documented. IL Is also noted Ihal per the medical
record Ihe resident continues to Inlerm1"enUy
refuse gaslric rube leeding and Is hoarding
Ensure supplement In his/her room. The Dietilian
noted the resident had been repeatedly educated
by staff lo keep the tube feeding running
throughout the nighl

On 7/30/19 staff Inlliated a care plan that
addressed significant weight loss for Resident #2.
The goal was thatlhe resident would allow tube
feeding to be administered ss ordered and to
obtain weekly weights until stable.

Review of the Medication and Treatment
Administration records on 811/19 revealed the

(f 664}
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be reeding was signed off except on 7/20119
nd 7129/19. Staff entered a code 9 on lho$e
ales which according lo the key code indicated
e nurse was to enter a progress note In the

edical record. Review of the medical record
iled to reveal a progress note on 7/20119 or
/29119 |haladdressed the resident's refusal of
e tube reeding. Medical record ravlew faffed lo

veal documentation that Resident #2was not
ceiving 100% of his/her tube reeding.

Review of the July 2019 Medication
hdministration Record rellealed facility staff
bigned off Ensure supplement as administered.
'here was no Indication the resident rerused or
bartially consumed Ihe supplements.

During an Interview with Ihe surveyor on 8/2119 al
[1:53 PM lhe Dietitian &lated the resident's refusal
bf the lube feedings was an ongoing behavior.
The surveyor noted that the review of the medical
record failed lo show theresident was
conslstenUy refusing OI only recelVIng partial
[Infusions of the tube feeding and ensure
supplement

It Is um:lear if the resident was meeting lhe goal
or accepting atleast 75% of the feeding as facllity
staff did not Indicate In the medical record how

much OI the feeding the resident was receiving
daily.

2a) The facllily failed lo tranSC1libea physician's
oofer lo oblain weekly weighls ror a resident who
experienced unplanned weight loss,

Me<lical reaird review on 011/19 revealed
Resident #1 was along-term cafe resident with
diagnoses that Included Demenlla and

FORM CMS.2567(02-99) Prvious Verslons Obsclele EventIDtlt<fN12 Fadlty101003J If continuation sheet e 10 ol Hi
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Depression.

\ care plan initiated on 11/15/17 addressed the
bo\entla\ for alteration In nutrient Intake related to
Cognllive Impairment, medications and weight
OSS.

A\ Weight Change note dated 7/10/19 reported the
esident elepetlenced a significant weight loss.
The DieUtian recommended the addition of a
Magic Cup (nutritional supplement that Canbe
palen asapudding Or frozen asanicecream,
Served wilh meals or In between meals to boost
nutritional Inlake) and Ensure Plus lo aide in
weight slablliz.aUon.

Further review OI the medical record revealed
orders dated 7/12119 for Ensure Plus and a Magic
Cup lwice a day as meal supplements.

Review of the weight summary revealed the
resident weighed 144 pounds on 6/5119, 135
pounds on7/S119 and 136 on 7124119. A
physician's order dated 7129/19 instructed staff to
obtain weekly weights until stable. Review of Ihe
Medication and Treatment Administration
Records revealed this order was not transcribed.
Further reVieW of the care planrevealed an
InteivenUon was added on 7130/HI Instructing
staff to obtain weekly weights due lo a significant
welghl loss for 1 monlh.

2b) Medical record review on 7131/19 revealed
Resident #5 was long-term care rasldent with
diagnoses that Included but were not limited to
Anemia and Dyspha9la (difficulty swallowing).

ACare Plan note dated 6125/19 reporte<I the
resident had a need for monitoring due to the

“ORM CMS-2567{02-99) Previous Verslons Obsolein Evelll 10 EKFN12 Fed1y10100I3 If canlfnuatlori shaelPago 110l15
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oteollal for alteration In nutrient Intake and
tilization. The plan contained an Intervention
Ihat directed staff to obtain weekly weights until
table.

Relliew of lhe weight record revealed a weight
bss of 19 pounds over a 4-monlh period
UfT/19-7124119).

A\ Weight Change Nole dated 6126/19 reported
lhe resident had a 10% weight loss Inthe past
month. Il was noted that cnllcallliness and
Hysphagia likely conlributed to Ihe weight loss.
['he plan was to pravida double portions al meals,
ortified Jcods and a magic cup three times a day.

IAWelghl Warning Nole dated 7/29/19reported
fhe resident had a slight decrease In weight but
Was overall stable, The medical record contained
B physician's order rorweekly walghls until stable.
This order was not transcribed lo Ihe Medication
brTreatmentAdministration Record. A
No"ficatlon Nole dated 7130/19 reported Ihe
Fesident's responsible party and physician were
hotified abOt1l the resident's weight loss.

2¢) Medical record review on 7/31119 revealed
Resident #6 was a long-term care resident with
diagnoses Ihat Included but were not limited to
Schizophrenia and Unspecified Psychosis.

A Care Plan Initialed on 517/18 addressed the

need lo monitor the resident for the potential Ol
alteration In nutrient Intake and utillizaUon related
lo a hiSlcry or unintended weight loss. ACare
Plan In!Uated on 5/9/19 addressed
unplanned/unexpecled weight loss related to poor
food Intake and expressed paranoia about her/his
faod being poisoned. Interventions included alert]

the dieUcian If consumption is poor for more lhan

(X4)10 SUIAMARY STATEMI!tIT OF DEFICIENCIES D PROVIDER'SPLAN OF COfIRECTION 1
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48 hours, Ir weight declifte persists, contact the
physician and dietician immediately and weekly
wefghls x4.

A Weight Warning note dated 5129/19 reported
Ihe Re::.iident had a previously documented weight
loss over the past 3 monlhs. It was noted Ihe
Resident had been reporting slhe was not ealing
as s/he fel-ood was being poisoned. The
resident's psyc otropic medfcallons were
readjusted. Il was further noted Ihe resident was

eating 76-100% of meals and regalnlng welghl.

The medical record conlalned the following

weight measurements inpounds for Resident #6:
6/19119-167

6126119- 166
7/5/19 153
718/19158
7/9/19-158
7/23/19-153.4
7/29/19-152

A Weight Change Note dated 7/B/19 reported the
Resident was again noled to have significant
weight loss. Recommendations Included
liberalizing theresident's die adding Ensure Plus
three times a day and obtain weekly weights to
track adequacy of Intake.

A Weight Waming note daled 7/29/19reported
the Resident had conlinued weight loss and food
Int.aka was variable. The medical record
contained a physician's order to obtatn weekly
weights. This order was not Iranscribed to the

Medication or Treatment Adminlslralion Record.

Review of the Task docurnenlalion O meal

percentages revealed the resident was noted to
FORM CM5-2557(02,94) Freviows Versions Obsolele
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have consumed 7Bo/a- 100% of his/her meals
from the period 7/2119 to 7/30/19 excepton
7/3/19 and 7/10119, 7/29/19, and 7/30/19 whenil
was noled s/he consumed 51%-75% of the
dinner meal On 7/27119 Il was noted Iheresident
consumed 0%-25% OI [he dinner meal.

ourtng an Interview with the surveyor on 7/31/19
al 2:12 PM the Dietitian stated the Resident was
currently refusing psychiatric medications and
had resumed paranoid idealions about food being
poisoned. The sur.,eyor asked ror clarificaUon
regarding lime frames for reporting meal rerusals,
| the definition of poor consumplion, and
"parameters for weight decline as lhls was not
clear in Ihe care plan.

The Reglonal Clinical Nurse Consultant
presented arevised care plan that noted Ihe
dleliUan was lo be notified for meat consumption
of less than 50% for 3 days or less than 25% in
oneday.

The faUure lo transcribe physicians' orders far
restdents experiencing unintended weightloss
was discussed wllh the Director of Nursing and

Regional Clinical Nurse Consultant on B/2/19.

{F 921) Safe/Funclional/Sanilary/Comfortable Environ (F921
SS.:0 CFR(s): 4B3.S0(l)

84B3.90(i) Olher Environmental Conditions
, The facility must provide a safe, runcUonal,
sanilary, and comfortable environment for
residents, staff and the public.
This REQUIREMENT is not met as evidenced
by:
Based on observalion and InleNlew wilh faclllty
' slaff, Il was determined Ihe racility failed lo
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{ . p 9 ) {F 921 ¢ cked seatb3ckwasremovedand i !
maintainan environment lhalassarasanttilry,

comrortableand functional fothe residentsstalf
and visitors!'This deliclenlpraclicahad lhe
potentialto affectall res!denls.

Thefindings Include:

Thesuiveyor noled upon enhancele racilily
on7130/19, 7/31'19 end/1119 lhe strong odor of
urine.

Rooma4: thestrongodorol unnowaspresent on
7/30119,7131/19and 8/1/19,

Observatioron7/30/19 ortheTerrace Unit
rellaaledn unoccupied wheelchafrwislhe
hallway.Thesealandbackorthec;halrhad
crackswhich posed a riskor Infeclion andinjury.
Housekeepin®lal/#11look lha chaito Ihe
rehabiHlaUon department foepair.

Sunleyotourorthelacilily on7131/1%t3:1DPM
rellealedhefollowing concerns:

Terrace UnilShowerRoom:the curtain rodvas
notsec;uredlo thewall, There were cracks

aroundLhe rod on Ihe ri,;ihl side.SeveralTlUN MOS
werevisible.

Terrace UnU Shower Rooriha wheelson lhe
showerchairwererustywhich posedarlskror
injury lo residents.

TerraceUnll: therewasanodororunnecoming
from Ihebathroomsearlhashower.

1hecom:emswven,discussed wilhlhe
Administialoron7131119 at4:DD PM.

repaired.

TheTmuccUnit Shower Roonmod
wassecuredo thewall. Thecracks
around lheod on lheright side
were rcp.iircd.Boy Ciry Pcsl
Conlrol Ire ted Ihorca for fruit
flies.

Tltc showcach.airwilhrustywheels
foundin theTerracdJnit Shtiwcr
Room was rcmovl!d.

Theb,uhroomseartheshoweron
Ihe Tcnac:eUnil havelheirfloors
replacedc;le;inedandWilltcd.

Identlry otherareaswilth the
paltnU1llo be alTcdcd:
Environmcnullrounds of the |
building™ill be roulincly made
eochshifttoidentify sourceor
odor.

A wheelchitirinvenlory hasbeen
createdo identify andrecordthe
whcéchairi; in Ihc building
Showerchnitswill beidi:ntHicu Imd
logged.

A log of shower rooms and
b:ilhrcomswill becrc:ur.dto
focilttatetrackingtheircleanliness

I\leasuruio Prevent
r occurrcoce:

FQPJ.ICMS,"6ItU'H) Pnnlolnlitr'lan10U$.>It"

,in11D.6KFIIU

10y 10 32627

leondnuation sheot
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CIIOSS-1\EFERENCEC TO THE APPROI'RIA
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(F921) CpnUnued From pago 14

aintain an environment lhal was sare, sartlta,y,
lomCortableandfunctional ror theresidentsstaff
nd visllcrs. This deficient practice hadlhe
olential loeffecl anresidents.

hefindingsIncludl;1:

"he surveyor notedupon entrance la thefacnity

hn 7/30(19, 7131/19and811(19 \he strong odor or
rino.

Room 4: the strong odor o!urine was presenton
7/30/19,7/31/19andB/1/19.

Observation on 7/30f19 or Iha Terrace Unlt
revealedan unoccupied wheelc:haivas Inlha
tiallway. The sealand back ulUle thalr nad
cracks which posed arisk fot InfacUan and Injury.
[Housekeepinglatt#1look thech.ilrlo the
rehabilitation department ror repair.

Swveyortour oClhe facility on 7/31119 al :1:10 PM
revealedhe following concerns:

TerraceUnit ShowerRoom:the curtainrod was
nol securedo the waU. There were cracks
around 1herod on Ihe right 5fde.Several fruit mes
were Visible.

Terrace UnitShowerRoom:the whoolson lhe

shower chairwere rusty which posedarisk ror
Injury lo resldenls.

Terraceunll: there wasanodor of urinecoming
from the bathrooms nearlhe shower.

Tho concerns werediscussed wilhlhe
Admliislrat!lr on 7/31/19 a#i:00PM.

(F921)

The usdDluir filters will be
employedto reduce odors.
MaureS5csdentified 10 besoiled
wilh urine will be replaced.
Hampers with pinslir: liners will be
usei.11Ccallc:clsoiled clothing.
Hampers willncl beusedin the:
hallways,

A wheelchair logwill beu edlo
recordshc rou,incandregular
clc:iningandmoinlcnnneef

whcclchtlirs Wheelchairsnolin
goodn:p.iirwill bedisc11rded.

Showerroomchairswill be

monilorccl routinelyfor cleanliness
andsuitobiluyfor use:.Thoc 1
deemedinsuitble will ben:phiccd!

Showeroomswill bemonitoredno
lesslhalltwicc ushift lo assurghizy
arcclcnnodorfreeandi.n good
repair.

The MaintenanceDirector will
prcprei locindicutin& theregular
inspection,ndmaintenanc®T
whcclchnirs. Thelog will be
reviewed, TheQA.I' Conumuec:
meeting for Ihc neitl 90 da>-s

4. Monltnringof Corrtcllve Actions:

A weeklyaud1lx 4 weeksand Ihcn

Y-9-213

P e e e T ]

U L ARFMNLE

Fag&ty lll 100JI
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{F 921} |Continued From page 14 (F921} | monlnly audilit 2monlh3 of reports 1.0l
maintain an environmenl Ihat was sale, =,anltary, of urine odors will bemainlilined by
comrortable and funclianal for Ihe resldants, slalf the Director of EnYimnmcnllll
and visl(ors. This deficlenl praclico had the ScrvicCS"ondtheresuhftm
potential lo affect all resldenls. findings will be prescnltd 10 the
QAPI Commiuce for rhc ncxI 90
The findings include: days.

TheEnvironmenllll Services
Director will develop o weekly
clconin,g schedule for wheclchai,s
end present the prooforclc11ninll la

lhc QAP(Committc11for thentxl 90
Room 4: the strong odor ol urine was present on days.

7/30119, 7/31/19 and B/1/19.

The surveyor noled upon entrance to lhe facillly

on7130119,7/31/19 and B/1119 tho strong odor of
urine.

Obseivallon on 7/30/19 or Ihe Terrace Unll
rellealed an unoccupied wheelthalr wa=, Inlha
haUway. The seal and back cf the chair had
cracks which posed a risk 10t Jnreclion and Injul'/.
Housekeepk,g Siar<#1 took !he chair lo Iha
rehabililation department I'€ yepair.

Surveyortcur orlhe faciiily on 7/31/19 al::10 PM
rl11lealed Ihe following concerns:

Terrace Unil Shower Room: the curtain rod was

nol secured lo lhe WaN.There were crachs
around Ihi! rod on Ihe righi side. Several fruit 111es
were visible.

Terrace Unil Shower Room. Ihe wheals on lhe
shower chair were rusty which po5eda riskier
Injury to residents.

Terrace Unit- there was an odor Ol urine coming
from the bathrooms near Ule shower.

The concerns were discussed wilhtha
Adminls(raloron 7/'.31119 at 4:00PM.
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(hJuly30,2016thraughAogust, 2019are'llsll
rveywas conductedlthisfacility by Ine Otrrce
allHealth Care Quallly. The cansus was 79 and
tHe ncansed bed pacity Is 91.

[%2]

dhirvay acHvttles consisted ol il review of
rgsidents' m calrecon:ls, observallon. Intel\liew
q! h A fs@ffl &nbaniview of admlrisirnlive
rgoirtisandresldaokare policies relevanto
i]snlified daRcient prac:Uces.

he survey Identilied non-compUancewith
ederal and State requiremenls OI 42 CFRPart
83. Subpart B, andRequiramerils ror Long Term
Lare.

s100 pé?;.OZOQA-B Administratlan and Resident S 100 Refertof-641 L9~ 20'?'

09 Adrninistrallan andResident Care.
IA. Rupons'bi,ly.

(1) The licensee shallbe ,esponslbldor the
overall c.onducl of thecomprehensive caf9 lacilily
or exlender:f care racll:tyand ror camphance With
applicable laws andregulalions

(21 Tueadminlslralorshall belesponsibleor the
Imp!mienlaUonondenlorcementtall provisions

of \he Pallenl's BUI er Rights Regulallons under
COMAR 10.07.09

B. De\agaticn to Adminlslralor.

(11Toellc11ns1111)! notc1cU119 as an adminlsnltor,
shall appolnl as adminlsllatar a respoJ1sibte
penton whds
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PRDVIOER"SI'LAN Of CORRECTIOII

a) Qualified by Ir.tning ano e.wperianca; and

b) Ucensad by llle Board of ExamlInars of
ur$1ng Home Admlinisiralors for Iha State.

2) Thaadm111islralor shall

a) Be respons,ble lor Ihe conlrol of Ihc cpelilllon
on a 24-hOtJr basis;and

(b) Wilh Ihe exceplianal §8(3) of Ihis mgulatiGn,
serve fiJlf,time.

(:) Wilh Iha Oeparimenl As approval, an
administrator may sel'\le enaless thanf L1 | |
basis ror a malllmum of IWo nursing facilities, one
or whk.h shall have alicensed capacity ol 35
beds or fewer.

(4) The Oepanmenl shall consider the following
factor:. when dacldin!l whelhar to appravo an
adminislralor to serve on aless lhan full lime
basis:

ta) Geographic localicm ol the lac:ililias;

(b) Ownership ol the raciHUes;

(c:) Organizational s1,uclule ol Ihe facilities,

(d} Size ol Ihe facilities; and

(al Background and experienof \ha
administrator.

This Regulation Is not malas evidenced by
Reierto CMS 2567
F921
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UA/ULIZULI

SOTWAAY ST, TEMTIT OF TEFICIEROTS

arooN
,20Nursing SeNicusAobactor or Nursing,
E. ReSJ)onsiilles ol Ihe Oirector of Nursing. The

raspansibililies or Ihe directorof nursing shaN
fn lUde:

(1) AsslsUng (n Ihe dev!!lOpmenl andUpdaUng ol
statements alu |"g philosophy andbjectives
to define the type ell nursing care Ihe nursing
home 'han plovide,

(2) Preparation ol wrillen lob de.scripHons fct
! nursing service personnel,

(3) Planning to meet the total nursing needs cf
residents to be mat and recommending lha
assignment ¢l a sufficient number of supervisory
and suppart pmonoel for eacti lour or duty,
(41Deveklpment and maintenance or nursing
servicllpolicills and procedures lo hnplemenl Ule
program 1J/!:lire;

(5) Participalion in Ihe coon:linaUon ol rasldent
services lhraugh appropriate sli'ltt commltlee
meelings onissues relatinglo

{a) Pharma<y,

(b) Inleclion conlrcl.

(c) Resldent care policies,

(d) Quality assuranc@rogramsand

(e) Oepart:nental mee ngs,

OHCO
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10.07.02.20 E Nursing Sel'llces AResponsibllilles =
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(6) Cooperation With admlolstration In planning
|Ihe orien\alian programand U, e stall
dewlapmenl program to upgrade the
c:ompetency or personnel;

(71 Ensuring Iha\ nursing persoMel undorsland
Iha phWosophy and meet Ih!! objectives;

(8) Participation Inplanning andbudgeling ror
nursing setvices;

(9) EslabUshmenl of a procedure lo ensure lhal
nursing service per.soMe.!, including privalo duly
nurses, haYe valid and currant Maiyland ilcanses;

(10) ExecuUon or resident care policies unless

dalegaled lo Iha principal physician or medical
director;

(11l Participation inlhe selection ol prospective
admissions lo ensure lhal the musingh o me A
staff is tapable or met!ling the needs al au
resldenls admllled,

(12) Coatdination of thelnlt!rdisciplimny resident
care management efforts; end

(13) Supervision of certined medicine aideslo
ensure lha.l the aides act within the hmitalions
andresilricticns placed on lhem.

Thi$ Reg\Jlalion Is no\malas evidenced by;
Reletlo CMS 2567

F6B4

F655

S764 10,07.02,20 G Nun;ing SeNices -Daly Rooods
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PO Nulliing Servicns AOlrcelor ol Nursing.
5. DaDy R o u n digeAor of Nursing.

1) Althoughdall,' rounds are primallty the
esponslbllily of the charge nurH ornurses, lhe
Hirector orassislanl dinlctor olnursing shall
beriodically make clinical roundll lo nursllll! units,
anclomly reviewing cthllcat tecorqsmedication
brders, rasldenl 1;11re plans, and !llatf
hssignments and visiting resldenl5.

(2) Upon raquelt, Ihe director or assistant
director ol nursing may accompany physicians
vi iling resldenls.

This R11gu'alon Is nolmet as evidenced bt,
Refer lo CMS 2567

F6'11

F656

10.07.02.5&Re dentCare Managemenl Syslem
.58Resident Care Management System.
A.Each comprehensive care racihlyand
ext!!11ded care facility shall ostabllsh and maintain

aresldont care manag ment system.

B. The.resident care management system shall
consist or three relatedcomponents

(II' Resiclenl slalus assessment and data
gathering,

(21 Care planning, and

(3) Actions in response lo care plan
approaches.

S75D

52890 Refer to F-6SG
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This Regulation is not mat as ellidenc:ed by:
Reier 10CMS 2567
F656

52904 10.07.02.5Residenl Stalus sessment S2900

14401
.59 Resident StallJs Assessment. Refer to F-65G i

A. A nursing home shiiH use Ihe following lonns
and procedures lor tesident assessment as
described in the CMS Manual System, Pub.
100-07 State Operations ProVfder CertJlicalion
and Inlhe CMS Long-tenn Care Facility Rosldenl
As5essmenl Inslnimenl 3.0 UserdVanual:

(1) The Minimum Data Sal (MOS) version es
delennined by 'ht U.S. 011parim&nl atHealth and
Human Services, Cenlets lat Medicarll and
Medicaid Services, rere,enced in 8B or 'his
regulation.

(2) MOS Care Area Assessmenl process; antS
(3) Care plans,

B. The nursing heme shan complele all
assessments accordancevilh Ih!! provisions or
42 CFR 8463.20as amended.

C. Anur.;inghome certi/ied for parocipalio/1 In
Medicafe or Medicaid shaU camplole and
electronically submit Ine assessment lo the
Quality Improvement end evalual/on sy,lem
(QIES) Ass smenl Submission end Processing
(ASAP) system. Ihe assessment shaU

(1) Use a standard record layoul forma

OHCO
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\2) Use adatadiclionary asid11nli6ed bythe
hutomaled dala processing requirements: ar.d

(3) Pass standardized editsasdefined by
ICMS andlhe State.

D, A federally certmlld nursing home shaR;

(1) Encode allsossmenl dala as spetllietlin
Iha CMS Long-tenn Care Facility Rasitlenl
Assessment Insl,urnanl 3.0 User's Manual, and

(2) Transmitasses.srnl!ntlala as specified in
Ilhe CMS Long-tetm Cal/lt Facility Resident
Asse5smen\ Instrument 3.0 Use s Manual
except as excluded in §E or this regulation,

E. Anun;Ing home licensed as a nursing home
bulnot certified for partlcipalion inthe Medicare
or Medicaid P1ogram shakK comply with the CMS
Manual Syslem,.Pub, 100-07 StaleOperation.,
ProvtdatCertlricallon. and wllh RAI instrucliDns In
Ihe CMSLcing,lerm Care Facility Residenl
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electronic-.ill,' IO lho Department
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F641
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11\ MARYLAND
Departmenbdf Health

Lorry i, Qivvrenierr  fupd & Rerforafend, L1 Croverrver  Kufwrd K Nooll Nawonedome

Jonuorvie6,2018

Attn: Meir Preis, A.dnlinlstrator
Nonhwcst He.ilthc.irc Center
4G01P.111Mall Roild
O.ltimorc, MD 2121S

Oe.irMr. Preis
This letter isto acJtnowlcdgc tcccipt of anapJJhtation to operate Northwe-st He.ilthcare Center.

The enclosedicensewill belincffc-ct untll OctobN |, 2019, unlessvoked, It Isvour Juthorltvto
malnt3in a canprcham),ivc c.irefocllity with alicensedcap.Icltyof 91 bedsundethe provision of

COMAR 10.07.02.

Thislicense is to be displaved In aconspicuousplJcc. ator ,iear the entrance of your faclllty, pl.1Inlv
vis.iblc and Nslly readby thepublc.

The d iIndroombrcJkdown Is attached.
Sincady,

Margie He.ild,Oci,uty Olrcctor
Officeof Hc.ilth CareQuality

Mtt/cjc

Endosue: license No, 30-:033

Cc B;lllimole CityHt'.JIh Olf,cet
M.iryl.Ind HNIIh C;arc Comml sion
Mt.-dt<->1C.11< Opcti>UOM Adminhttiltioo
Medic.>! (.irePolicyAdminhtr.1IKkIlI
Myerl.and Stautlcr
Cynlhl>Hickrn.1n
R.:an.1daCoopN,SUJVC!'V Coordin. tor

ik rue

Je8d IE Ptretian Seeowd - Beelponionns, XEEY 2200 - fieantile miorotesms e - Foold Fived S-NTPdf - A0640 - FEY: [-5iLTA8. 2088



Meir Preis, Adminlslralor
Norlhwecst Hcallhcarc Center
Page Two

January 16, 2018

Room .indbed b,ealtdown:
CATEGORY

Comp,ehcnsfve
C.uc Facility

LO(ATION

Moln H: (I

DuplexRoom>;I. 2, 3.4, S,6, 7,8, 9, 10,
12,14, JS,16, 20, 22, 24,

26
TrrpleRooms 18

QuadRooms: 11
Tolol Main Holl

Now Wing
S.ngleRooms: 46

Ouptex Rooms: 40,47 48.49
Triple Rooms; 41,42,43,44,4S
QuadRooms: SO

Tot INew Wing

Tar ceUnit
Siogll'Rooms: 36

DuplexRooms: 3132, 33,34,3S,37
TripleRooms: 38
Qu3dRooms: 39
ToualTerr.,cUnit

Tatal hunrall

TOTA

36 bods
0O3bods
04 bods
43 beds

01 bods
08 bods
IS b<,ds
04 beds
28b<ds

01 bed

12 beds
03beds
0O4beds
20beds

91beds
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LAT O INCirudCur: (r\NE.--
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Facility Name t Volrili
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From\. CA'l . \ ToiA/V ll llf

REASONFOIlIJCENSE:
1
Two Yearlicense Renewal UJ Provisional license D Fii cllity Name Change

BedIncrease O Remaining PorlionO

THEFOLLOWING FORMS ARECOIIPLETEO: CURRENT CATESORYOFBEDS
Appli 1lon Yes[No 8 N/ tZf'comprchenslve Care 1| .
Addresses of Board of OirKtor.s Yes No N/A QSpoc<lalCore Unll
Room & Bed Breakdown Yes NoQO N/A fC (1o1a)
-Pnncip'l,/& Rcirer/ehyslc;./ Yes NolLiii N/A PROPOSED CHA.1188&
Director of Nursing Yes V;BD /B CATEGORY OF BEDS( A-p r NO,
Facility Ownershlp-(Modlcald) Yes Comprehensive core
Ownership & Disclosure Yes No N/A Special Core Unit
NewCap:tcity
.Que=>llonairc :: NNNooo | NANN', AAAAQ
Certlrlcolte ofCompllance Yes
Ad\lerselegal At:t.Ons Ye-s
ChainHomo Office Info Yes No N/A
SI'f.CIALLSITUATIDNS
IsZoningRequited? Ye 8 NoB warvers Yis NOB
HasZoningbeenapproved? VoS’ No Restriction onAdmissions Vos No
Date ~7
ISMHRPCCONTrequired? YesQ No O MandaiedS1affing Y's I NoQ
Voluntary Admis.slon Celling YesO NoO
No Oe<up.oncy Permit 03tc o
FRs{SeREQ.Call apireealgrated 183 Date Approved o
Commcmls$:
SurvcyCoordlInator:. Oate

OeputyOir«tor:. Oatc
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SICTION B-LONGTIIRM CAM PROVIDERAI'PLICATION
RELII'PHY ICIAN AGREEMENT

Name of Faciity: _ {1/ 0 rﬂwﬁfﬁ"’_ License#;_ 2003 3

NOTE: TIl.Sta,Dg, . OMnlofH™1JI/Ig: . dJl1-r t f A IColrrgtAJ..t..d.,

C.,..F«llilf  J/3.01,02 p oroppli d, Jt t o,

Ilrst da™ A fftlifldni, ftooy ffttmetb w,\,a At, OrAtrfJtt'llka 41't
nottrPOJJebIr

Al RdJ<fPI,pldai-,:t,1odu/.U-.,,,,

o JOION?MNT def? <Idm‘ﬁ tlttf(a//MOglé%%Bdtmdt,,|,,,,Idon

umou IN pan,,,,adatrid,«" br IN/«lllty'l po/lda.™"
wo,i,wld,w/acllitytep," 11-.

1. As... /will od/nth,..,..,,, i, dultal,I/{tyofrald<N,tobt od,,,Jn.,J er
nllillwdiath, fo,/Hty.

J. Iwllip,urld, A A c # t e IONK-M,,.olIN/atl)1> —t..,...

4 IwtDrupo,td 10,,..,..,,..,, a,D,for pl,y,tdoonr,kaw/omlM ruldn,t'l 01tmd!ng

plrysu:lon<,no,"™"14bl4.

S I..Ulpa,ridpouiaht,, , ,,,t(pollw=-po/lthotka,t"" """ 1/y. /will
po,tklpdtathtff'll,w ofpolldutothalwfoc//Jty'lcp,1VildNr, _,,.....,
wt//, I#wrltttnpolk.la.
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- 12.-12:-a/?

I',/Jef  Idan{Ipotw,,,) Dot,
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===/ ] S—
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NHMH 1250= Revisnd VL2010
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SECTIOND ..M(DICALCAREPROORAUAPROYIOER »PUCAHON
8) MEDICARE INFORMATION g

I Name ] _ MedicamNumber
_ Mednesk Healficace Gadene . 215346 ]
|
| ; . . ;
L — . —
9JALIERNATIVE ADORESSHfORIMTIOH
Pay to Address .
Aod-esy
Ciry T cae | Zntox
Comespondence Address ; reozi
["Address ]
L4700 Ashimacod D ¥200
rAt S,..y. Z!FD!H
U/111.W'H 01-{ Nz.. -1l
W /:d,0.,ifftct b'<al..cocre p:-oM:f,tn ngmr.tunt $. nkuolPIPff, trrlio? U YES JIC tiO

10) OTHER PRACTICE LOCATION INFORMATION
Poease enter ohher locatioes where you Senace Manta-d Medicad recip ents vk i grou adarTses You arp curmenly prachaing Lnder,

f apodcably "Pleyas reder 10 Tu Istructions ke approeriale codes
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SECIION I: AOVERSEACTIONS/CON'ICITONS

TI1 tio nrtrt, !'fnad.-n,clg;:1l actionssucmstilwidioll.sexclusion$".
rc\ lions.:. nds uspcn,ioM All oppllohkad CI$Ch:s;il: |011011>musabe reportedrcsa rdic: ssof

1 -1 alall’ull

ConvittlonJ
I. Theprovit.IC'f.supplier.omny O\\naoftl1c p,n\idc, or »1pplil-r w:ts, wilhin thelast 10yc.1o0.

PfC1:cdingenrollmC!lll o< rov;alil.laliol1ofaudiment.conviclt'dOlo F ctlcr;d or Stoicfelony

off'--n |htil CMSh:a.<Idclcrminrolo be detrilll1!.n111110thebestmt c.UftJ1cprogrumandits

bcodiciarl:S. OffensesincluJc:
Fctony crimesai:;:nnst pcnansnlhcsimil.Ir crimesfor which theindh>idu:ilwv.3s
Cflnvicted, including:ullty pleasundl:uljudic.31c;,p r ¢ Al r i an fid:and:11€imsssuch
ag extortioncmbuAcmcnlincomda:iteva<ion,insur:incdraud;andolhcr 1miln.rcrimes
fc,r\,hichtheimlividuol w:ascoruicted,inc:luding cuilty ple.ul1lnd odjudic111cJ Fua:tJ
Jivenions;anyclooy |11 pl.icedlhcMctJic idprosmmorils hencficinrics11immcdinlc
risk (wchasamulpmcliccsuitth:urc:sulbinaconvietion of crimiu.il ng;fmor
misconduct);nd any feloniesh:i.| would re5ullinn mnnd:itoryactu:siorunderSeclion
1128(o)orlhcl.

2. Any mbdemconoton\ iclion, underFcdec;,bf Si.ulchl\V, relatedlO:(.athedclil . A ofimilgm
or serviceunderMcdicmcoraSui.lehealtlgre pioi;mm,or(b)theabu$Coneglectofo paticul
inconn lioru witht h e d ¢ #fwHertthgaAilem or sci'lcc.

3. \nymisdeme:maconviclion. undeFcdcrnbf Stoiclaw.rclotctf to Ihcfi, (mud.embezzlement,
breachof fiduciaryduty.or011,crfiJUncil11miKonduclin conn«lionwil1lthedc1i'cryof 11
hc.ihhcareitenorsenice

4. Any misdcmc:morconvietionyider Fcdecml ofSmdaw, rcfoted Idlhcinlafcren«willor
obslruclionronyinvcsli Ifon into:myc-riminOloffensedcscribtdn 42C.ER. Section
1001.101 04.001.201.

S. Any misdemeanoton\ictlon. underFcdcmlofSuudaw.rcl:licd to theunlnwfulm1lnu(11:chJlc.
disttiburion,prcsaiplionprdh: iugofnco,urolicdsubsllmcc

Exc:1u.dons,Rcvoallonsr Sugpensions

. ,\ny re\'otationor $U.JJ>COSiomr o Ifcc\Sctg providehC3hhc:ircbyanyS1:itcIkensingullmrity.
Thilincludcslhc sum:ndcrofsucli(CIUC wilfc o fonn.:11dIKiplin:ary pro«cdins wasending
beforeA Stalelicensingqulhorily.

. 2. Artyrc'OC4llonof suspensionfll:«1cditnlion.

| 3. Any SUSpfflSionorc:<clusionfrom panicip11lionin, r 11nyAnclionimposedy. n Fcdecm.lor
Srntchcullh cueprogram,orany debarment fromnicip,11lionin any FederaEx«uti\'t'Branch
procuremenbrnon Apr o c-ogmmmen | pr

4. Anycurttnt Medici:m: paymensusre,,siorunderany Medk:mbillins number.

5. Any Medirevoc:.,liorof:i.ny Medicarebillingnumber.
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SECTIONI: ADVERSEACTIONS/GNVICTIONS (" " A" AA

"L T T — |- 1A
MAD \I-:RSI- | 11 1'01 O PAN¥:Y i tBAA B A
t. H11lJyouro:winll:tion,underanycurrcutOr fonncr muncor husn idertity. C\ff J14,:m

odvciM"nclionlisrcd on A -coaAr -aidd

O YES-Coninue gelow M na

- If )'d,tc.poriCIChuc,h'asc:M:linn, whenii o«urrcdJhc FcdecmlorSlac ogencyor 1he
cnunindministr.iliw: bodyI1J.:It impased d1cnctn,nndtheroolulion.,ir any.
Allach a coryo(dlcadverseaclion documdidion:uldrcsdulion.

Adverse Action n.1ltc Taken By Rrtnbuiban

Hestued 1&RIN



SECTION J: CI1AIN HOME OFFICI:IN FORMATI.ON

11%iikie L i et3pdm'.::li Infonnation(11,; .udingc:11:ii1101:i.;;uli 11oru-. This.infoftnlilion i Alib u cito
I:m:ure firDJ'H-1' reimbur.<i.m t whenllle r A A gsdyC:U-rr;n,d COIL 1,:po:rt). fitcL! wilh tIM:M<i."lfo. Rd
r efo ridevir. 1. 'tllltr.ictor.

FOrmore infennglion on chain ofganizutions. se 42 CF.R. 421,404,

I
CJIECK HEREl IF SEC1'JON j DOESNOT A1rLY AND,S.KJ!PTHJS SECTEON

A. TYPE'OFACTION THIS PROVIDER'IS REPORTING

. S o il g

a,cd;one: S1:,;donllo- Comilkk

O  Proidcrin naitii; enrollingiz. in ML i:.11: for —— - Con;phil:l 11 of Seekrn L
th,i:Lin.t il1."1C gaNr 1.,,.0"-"41 @/0-,..C O Jugs........ p).

O  Prvtcd.ciz1:nc Jooa;r..:r i.itod wilh tiic dtain ComplC'le s e iorAJA C
or ..mi;c.1Hitla pl'Cllio,uy :ri:ponidJ: t,L:I" lir;iinc th.o fonncr

c:h.a.inhomeonioc.

) Provider has changed form one chain to another C(Implclc Sccliondin
full 10 denlif > she nLN™
i:I'tn.in hCJimi:: offilX’,

O Thenluncof providertisuainhomeoffite i
clliml.til1lg(ndadwj .litim, n-,11yfu 11M UL11M).

MWame of | fome OiTice First Narme hiddle Name

ReaWa Care Tecdidy, W"(

Trile of Home OlTice Adminior

ot

Last Name K., Sr.,




