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On August 4, 2008, the State Agency (SA) was
notified via telephone by the Qualified Mental
Retardation Professlonal (QMRP) of the death of
Cliant #1, Acoording to the telephone Interview ‘ '
with the QMRP, Client #1 was transponted 1o , by O/& 10 \6\0%
Providence Hospital Emergency Departmant on Y\ LeA '
July 11, 2008 because of & leaky gastric tube and ISTRICT OF COLUMBJA
subsaquently admittad for treatment of an GOVERNM%'ELQS%'ENQ OFHEALTH '
Infaction In the stomach area. On July 25, 2008, HEALTH REGULATION ADMINISTRATION

Hospital to Hadley Spacialty Hospital for further
treatment of an infection in the stomach area. On
August 2, 2008, Client #1 was transported from
Hadley Speciaity Hospital to United Medical
Hospital Emergency Depariment with a diagnosie
of hypotension. Cllent #1 was pronounced dead
at Unitad Medical Hospital on August 2, 2008, at
approximately 9:37 PM.

WASHINGTON, D.C. 20002

An on-site investigation was conducted by the SA
on August 28, 2008, to verify compliance with
federal regulatory requirements prior to Client
#1's death. Tha results of the investigation were
based an interviaws with the facility's nureing and
direct care staff and administrative parsonnel,

" | Also the findings were based on the réview of the
client's habllitation, medical, and administrative
records; including incident reports,

W 153 | 483.420(d)(2) STAFF TREATMENT OF W 153 |
CLIENTS )

The facility must ensure that all allegations of T '

mistreatmant, neglect or abuse, as well s !
injuries of unknown source, are reported i
immediatoly 1o the adminlstrator or to othar - 1
officials in @accordance with State law through ‘
established procedures.

————

.Aanmronwws PROVIDER/SUPPLIER REPRESENTATIVE S DIGNATURE i {A%) DATE ‘
idle Furoer Y Locarld fe/ryfes

Any deficiancy statemont onding with an asterisk (*) danates a deficiancy which the Institution mily be exoused from comedting providing I la determined that
other safeguards provide sufficlent protaction te tho patients. (Sea Instructions.) Exeapt for nuraing homas, the findinge stated above are disclosahls 80 gayn
follewing the tute of survey whether or not e plan of comection fs pravided. Far numing homes, the above fingings und plans of eamection are disclesable 14
days following.tha dete thesa decumants e made avaliable to the fasility. If deficiancies are cited, an appraved plan of corracdlon |s requialte to continued
program participation. ,
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W 153 | Continued From pags 1 w1863
This STANDARD is not met as evidanced by:
Based on Interview and racord review, the faclllty
failed to ensura that all unugual incidents
including Injuries of unknown erigin were reported
immadiately to the adrministrator and other
officiale according to District of Columbia
Regulations (22 DCMR, Chapter 35, Seection
3519.10) one of one client in the investigation.
(Client #1) Provider MAS instivued
The finding includes: New prbiveels For n._r‘or Mo
Review of the physician's order sheet (POS) Wous el Thoideats .
dated April 28 -~ July 30, 2008, on September 2, \ aed
2008 at approximately 4:40 PM revga;led that This  change wWod  Implame
Client 1 had diagnoses that included immune .
thrombocytopenia and purpura. Review of a in Sedembes 1908 Puituml
nursing progress note dated June 21, 2008, on X
September 2, 2008 at approximataly 4:40 PM o oo swefvey o ‘“‘v‘ .
revesied thet Client #1 was diacoverad to have 1S33 \2¥  Sreek  Fucililby
sustained digeoloration and alight swelling on the
ieft ankle measuring 2 x 3 centimetars of Provewsls Wndlude Db
unknown origin. Review of a hursing quarterly AL gt P

‘| datad July 10, 2008, on September 2, 2008 at by ot Wentred -

approximataly 5:00 PM revealed that the area axdng ALl rugerds
was treated from June 21-215. 2008, wltl‘: %oki Ve miin  ofbice , B™
comprassas in addition to alevating the left ankie. .
Thera was no documented svidence that thie tbfice  AAminTs vkor
incident had been reported to thle administrator or Latll WA  canwe receet
govemnmentzl agencies as requinsd.

W 158 | 483.430(a) QUALIFIED MENTAL W1se| #  detummsatiben of
RETARDATION PROFESSIONAL WHB\TIEL  COWMEsnuem WikA

’ N “M []

Each client's active treatment program miust be
integreted, coordinated and monitored by a
qualified mental retardation professional.
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This STANDARD is not met aa evidenced by:
Based on record review, the Qualified Mental
Retardation Professional (QMRP) failed 1o ensure
the coardination of servicas for gne of ohe cilent
In the investigation. (Client #1)

The finding includes:

Cross Refer to W331.1 The QMRP falled to See W A3 N
coordinate services with the Interdisciplinary
Team (IDT) to ensure that the
gastroentsrologist's recommendaton for weight
reduction was addressed for Client # 1 in 2 timely
mannar,

W 322 | 483.460(a)(3) PHYSICIAN SERVICES w 322

The facllity must provide or obtaln prevenvtive and
general medical care.

This STANDARD s nct met as evidenced by:

.| Based on intarview and record review, the facllity
failed to encure general and prevantative care
sorvices, for one of the one client in the
investigation. (Cllent# 1)

The finding Includes:

\
Cross refer to W331.1. The facility's nursing staff see WBY.
failed to inform the Primary Care Physiclan (PCP)
or nutritionist of the gastroenterclogist
recommendations in a imely manner. -
W 325 | 462.480{a)(3)(I) PHYSICIAN SERVICES W 326

The faclitty must provide or obtain annual physical
axaminations of @ach cljent that at a minimum
includes routine screening iaboratory
examinations aa determined necessary by the

FORM GM$-2567(02-99) Pravious Versians Obsointa " Event ID; WLFY14 Faclity ID: 096G 148 If continuation sheat Page 3 of 8



1071572008 15:23 FAX

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

#o05/015

i

PRINYED: 10/01/2008
FORM APPROVED

OME NQ. 0938-0391

SYATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/GLIA [XZ) MULTIPLE GONETRUCTION {X2) DATE BURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
' c
096148 . WING 08/28/2008
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP GODE
1814 BUNKER HILL ROAD, NE
WHOLISTIC 03 WASHINGTON, DG 20017
o) ID SUMMARY STATEMENT OF DEFICIENCIES ) FROVIDER'S PLAN OF GORRECTION b
PREFIX (EACH DEFICIENCY MLUST BE PRECERED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQSE-REFEREgg,ElIg o GT%E APPROPRIATE
W 325 | Continued From page 3 W 325
" | physician.
This STANDARD ia not met a5 evidenced by:
Based on record review, the facility failed fo
provide routing laboratory testing as determined
necessary by the physician for one of one client In
the investigation. (Cllent #1) rendo
i ule Cteonnrindedvly ae,
The finding includes: RY W W "’f“"
foVored komedy wianneg),
Review of a laboratory study for Client #1 dated . . .
November 30, 2007, on August 8, 2008, at Powever | in rhis civeamstunie, '
approximately 1:50 PM revealed an arder for the SMA \L Lalss Show! d :
client to have a repsat SMA, 12 |abaratory test ) o visid(De’s |Visi Jf)
pertformed. Review of CIiar;_t 1‘;1 's laboratory e, §rPAIMate Vis LA
studies on September 22, 2008, at approximately + .
2:10 PM revealed that the SMA 12 laboratory tast o be woyk ophimA afis|
was not performed until J;mrg,‘ zgtrﬂa.ta Thet;es Mevimg Forward  ony c%
wag no evidenca that tha a ry test
was scheduled or abtainad as recommended by 34-\1.#\ shall be  dotumesd
the physielan In a timely manner, n Mo felord 40 ensuR
W 331! 483.480(c) NURSING SERVICES W 331 Monibor s I SUMveA BT
The facility must provide clients with nurzing omt owere of he Fuoives
services In accordance with their needs. . > (o ot o owreamds
Mk Ay ogpear [BF \oar
This STANDARD is ngt met as evidanced by: o N .
Basad on intetviews, and record varification, the anecidal] g cortvy mawesed
facility's nurelng services falled to establish
systerns to provide health care monitoring and ,
Idantlty services In accordance with clients' needs |
for one of one cllent in tha investigation. (Client '
#1) ‘
The findings include: l
1. Review of Client#1's, gastroenterologist (Gl) | :
FORM CMS-2887(02-69) Previzun Vetsions Qtasiete Evant ID:WLFY11 Facllty I0: 08Q148 If gontinuation sheet Paga 4 of &




1041572008 15:23 FAX

@ 006/015

: | INTED: 10/01/200
DEPARTMENT OF HEALTH AND HUMAN SERVICES R FORM AF#?OVEL%
'CENTERS FOR MEDI

& ICAID SERVICES OMB NO. 0938-0391
SYATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPUER/GLIA (X2) MULTIPLE CONSTRUCTION o) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED

c
09G148 B WiNG - 0a/z8/2008
NAME OF PROVIDER CR S8UPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
1814 BUNKER HiLL ROAD, NE
OLUSTIC 03
WH : WASHINGTON, b 20017

{X4) I SUMMARY STATEMENT OF DEFICIENCIES ‘ D PROVIDER'S PLAN OF CORREGTION (XE)
PREFLX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG | CROSS-REFEREggEI% IE?! g;i)ﬁ APPROPRIATE OATE
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consult dated June 17, 2008, on Saptember 25,
2008, at approximately 3:00 PM revealed a
recommendation for welght reduction secondary
to increased abdominal girth. Additionally, the
consult documanted the client's recent weight
gain which would cause an Increase In the risk of
aspiration. Review of Cliont #1's, monthly
nursing assessrnant dated Juns, 2008, on
September 25, 2008, at epproximataly 3:30 PM ,
ravealed that the Registered Nurse (RN) would L
diacuss the gastroenterologlst's Clieny # 4 wad win
racommendationa with the nutritionist. e\ A= q |
Adtitionally, the monthly nursing asssssment hen\ Body WEY Slog
documented the client's welght as B8.5 pounds ol
[ldeal Body Waight 70-94 pounds]. Interview with pefametess oGl

the Licensed Practical Nurse (LPN) on October 1, T HMme an ques o h.
2008, at approximately 2:35 PM revealsd that In :

July, 2008, Client #1 weighed 0.1 pounds. The +esm  C(oNVens anol
Review of Cllant #1's, nutritional assesament
dated July 11, 2008, (24 days after m 3m5ns_ult) | Chanaes wee Made
on September 25, 2008, at approxi :50 e We
PM, reflacted Cliant #1's gastroantarologlst ‘ wikhin 30 ‘_’hq'_s ) \
recommendation for weight reduction. The Whieve Ywis % My .
nutritionist recommended discontinuing Cllent & N
#7's Nutren 1.5 &t continut%us infusion 7ragekof 65 I N dhe Fubwe , -
ml. per hour for 12 houra to provide 11 ! , hon
calories and 46 grams proteln per day. Further wit) Coramuini tude.  (Reomataduky
review revealed a racommendation that Client #1 immeo “k\ﬂ ancl doC pe )
pe provided Nutren 1,5 at a continuous infusion ] ,
rate of 50 ml. per hour for 12 hours to provide 900 i her e Hfras W e ’

k calories and 35 grams protein per day. n ‘ Cer )
addition, Prosource, 2 ouncer psr day to provide | )

20 grams of protein per day, was also ]

recommanded. Review of Client#1's, medical '
coneult dated June, 2008, on September 265,
2008 at approximately 4:14 PM revealed a ]
recammandation to continue tha current .
treatmant plan. Review of Cilent#1's, physician's ‘

orders dated July 11, 2008, on September 25,

|
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W 331 | Continued From page b6

2008 at approximately 4:24 PM refiectad Client
#1's nutritionist recormmendations for weight
reduction, twenty-faur days after the
gastroenterologist's recommendation. Review of
* Clignt #1's Medication Administration Recards
(MAR's) dated July 11, 2008 on Septembar 18,
2008 at approximately 4:30 PM revesied that
Nutren 1.5 at a continuous infusion rate of 65 mi,
per hour for 12 hours providing 1170 k calories
and 46 grams protein per day was discontinued.
Furiher review revealed that on July 11, 2008,
Nutren 1.5 at a continuous infugion rate of 50 ml.
per hour for 12 hours providing 900 k calories
and 36 grams protaln per day and Prosource, 2
ounces per day providing 20 grams of protein par
day was tranacribed. There was no documented
evidenca that the facility’s nursing staff informed
the Primary Care Physician (PCP) or nufritionist
of the gastrosnterologist recommendations in
timely manner.

2. The facility's nursing services falled o obtain
the resuits of Client# 1's pap emear a3
evidenced by:

Review of a Gyn consuit dated April 1, 2008 on
Septeambaer 22, 2008, at approximataly 12:10 PM
revaaled that Cllent #1 had a pap smear
performad on April 1, 2008. There was no .
documented evidence that Client #1's pap smear
results had baen obtained by the faclilty.

3. The faeifity's nursing sted¥ failed to update
Cllent #1'e Health Management Care Plan
(HMCP) as evidenced by:

Intarview with the Licansed Practical Nurse (LPN)
| on August 28, 2008 at approximately 9:25 AM
rovaaled that Client #1's gastric tuba was flughed

W33

Taquesr on Ao Separuil
geLasisv® Wi Mmadae
for Cllends ¥4 pup Smear
Ceow i\ TA M Eburis
AN shatl deCumend in
Mo rerprd, oMl elerds
Ao oI Cer bean  CRsw\bg
and  dotaddnd in Muraiwg

f\'\w\“'-\\‘ Vodes,

e TS
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Continued From page 8

with 200ces of water four timée & day. Review of
the physician's orders dated April 28 - July 30,
2008, or September 18, 2008, 2t approximately
11:55 AM revealed an order to flush the gastric
tube with 200ces of water four imes deily. Review
of Client #1's Medication Administration Records
(MAR's) dated April 1-July 10, 2008 on
Saptember 18, 2008, at approximatsly 11:40 AM
revealed that the documentation on the Mar's
indicated that Client #1's gasatric tube waa flushed
with 200cce four times a day. Review of the first
quarter nutritional assessment dated April 21,
2008 on Saptember 19, 2008 st approximately

12:15 PM revealed that the cllent should be
provided with 200 ccs of free water four times a
day. Revigw of Cliant #1's Health Management
Care Plan (HMCP) deted July 11,2008 o0
September 19, 2008 at approximately 12:40 FM
revealed that the HMCP indicated that Client #1's
gastric tube should be flushed with 200¢ccs three
times a day. There was no documented evidence
that the HMCP was updated ta Include providing
Cliont #1 with 200 ces of water four times a day.

4. The facliity's nursing staff falled to update
Cligrit #1'a HMCP a5 evidencad by:

Review of Ciient#1's HMCP dated July 11, 2008
on Septeamber 19, 2008 at approximately 12:40
PM revealed that the HMCP Indicated "notify
nuree if no bowel movement for 48 hours (2
days)". Review of the physicien's orders dated
July 30, 2008, on Septamber 19, 2008 at

the medical doctor "if no bowal movement in 20
hours ar exhiblted signs and symptoms of
impaction". There was no documented evidencs
that the HMCP was updated to Include notifying
the medical doctor If Client #1 had no bowsl

approximatsly 12:55 PM revealed an order to ¢all |

W 331

alisla

Cliead #1108 gecessed. Bu¥
RV Shaill endurs ihad HMPD
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Continued From page 7

movement in 20 houra or exhibited signs and
symptoms of impaction.

5, The facility's nursing sarvices falled to
schedule Cllent # 1's annual ENT appointment as
recommanded by the Primary Cara Physiclan
(PCP) as evidanced by:

Interview with the LPN on August 28, 2008 at
appraximately 9:45 AM ravealad that Client #1
had not been scheduled for an ENT. Ravisw of an
ENT consult datad May 7, 2007 on Saptamber
26, 2008, at approximately 1:10 PM revaaisd that
Client #1 was recommendad to retumn for a
follow-up appointrrient In one year, Review of a

W 331

i Prurade oAd Qpprepniele
oed kimely wpdaied.

beea  OuaMengivg Yo Ohia.
Hovever, N will
o\l Ehferys o adceriAin
MeAicad  Mppointments N

é,DﬁH.ﬂ \*

"'7!/!5‘[0\’

Ais|on

physical examination dated January 11, 2008 on
September 26, 2008, at approximately 1:10 PM ‘
revealed that Cllent 21 was fecommended to
have an ENT examination every year. Review of
the physiclan's orders dated April 28 - July 30,
2008, on September There was no documentad
evidence that Client #1's ENT appolntment had

| been scheduled or obtalned by the facllity.

rewras moeviny Aerwacd.

| 6. Cross Refer to W153. The faciity's nursing
staff fall=d {0 imrmediately report to the
administrator that Client #1 was discovered on
June 21, 2008 to have sustained discoloration
and slight swelling on the left ankie measuring 2 x
3 contimeters of unknown origin.

Sex, WIKJD

7. Croas refer to W325, The facility's nursing etaff
failed to provide routine iabaraiory testing as
determined necessary by the physician for Client
#1.

: ~
el WAILD
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1000

INITIAL COMMENTS

On August 4, 2008, the State Agency (SA) was
notified via telephone by the Qualified Mental
Retardation Professional (QMRP) of the death of
Resident #1, According to the talephone interview
with the QVMIRP, Resident #1 was transported to
Providence Hospital Emergency Depariment on
July 11, 2008, becauss of a leaky gasttic tube
and subsequently admitted for treatment of an
infection in the stomach area, On July 26, 2008,
Resident #1 was discharged from Providenca
Hospltai to Hadley Specialty Hospltal for further
treatment of an Infaction in the atomach area. On
August 2, 2008, Resident #1 was fransported
from Hadley Speclalty Hospital to Unitsd Medical
Hospital Emergency Department with a diagnosis
of hypotension. Resident #1 was pronounced
dead at United Medical Hospital on August 2,
2008, at approximately 9:37 PM.

. Ah on-gite invastigation was conduated by the SA

on August 28, 2008, to verify compliance with
federal regulatory requirements prier to Reaident
#1's death. The results of the investigation wera
based on interviews with the facliity's nursing and
direct care ataff and administrative peraonnel.

. Also the findings were based on the review of the

client’s habilitation, medical, administrative
records; including Incident reports.

3520,39 PROFESSION SERVICES: GENERAL
PROVISIONS

Profassional sarvices ghall inelude bath dlagnosls
&nd evaluation, including identffieation of
developmental levels and needs, treatment
sarvices, and sarvices designad to prevent
deterioration or further loss of function by the
resident,
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This Statute is not met &g evidenced by:
The GHMRP failed to pravide professional
services that included both diagnosis and
evaluation, including identification of
developmental leveis and needs, trestment
services, and services dasigned fo pravent
deterioration or further loss of function by the
ragident, for ane resident in the Investigation,
(Resldent #1)

The findings include:

1. Raview of Resident #1's, gastroentarologist
consult dated June 17, 2008, on Septembar 25,
2008 at approximately 3:00 PM reveaied a
recommandation for weight reduction secondary
to incraased abdominal girth. Additionally the
congult docurnentad the resldents recent welght
gain which would causa an incregse in the risk of
aspiration. Review of Resident #1's, monthly
nursing asasessment dated June, 2008, on
September 25, 2008 at approximately 3:30 PM
revealed that the Registered Nurse (RN) would
diseugs the gastroamerologist's
recommendations with the nubitionist
Addttionally, the monthly nureing aasessmant
documented the resident's waight as BA.5 pounds
[ldaal Body Weight 70-84 pounds). Interviaw with
the Licensed Practical Nurse (LPN) on O¢tober 1,
2008, at approximataly 2:35 PM revealed that In
July, 2008, Resident #1 weighed $0.1 pounds
(welight gain of 1.6 pounds). Reviaw of Resldent
#1's, nutritional assesameant dated July 11, 2008,
(24 days after the Gl consult) on September 25,
2008 st approximatsly 3:50 PM, reflected

*| Resident #1's gastroenterologlist recommendation

for welght reduction. The nutritiohist
recommended discontinuing Resident #1's
Nutren 1.5 at continuaus Infusion rate of 65 mi.
per hour for 12 hours to provide 1170 k calories

| 401
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and 46 grams protein per day. Further review
revealed a recommendation that Resident #1 be
provided Nutren 1.5 at a continuous Infusion rate
of 50 ml. per hour for 12 hours 1o provide 800 k
calories and 35 grams protein per day. In
addition, Prosource, 2 ounces per day to provide
20 grams of protein per day, was also .
recommended. Review of Reaident#1's,
medical consult dated June, 2006, on September
25, 2008 at approximat=ly 4:14 PM revealed a
recommendation to continue the currant
treatment plan, Review of Resident #1's,
physiclan's orders dated July 11, 2008, on

- Septamber 25, 2008 at approximately 4:24 PM

reflected Resident #1's nutritionist
recommendations for waight raduction,
twenty-four days after the gastroantarologist'a
recommendation. Review of Resident #1's
Medication Adminlstration Records (MAR's)
datad July 11, 2008 on September 19, 2008 at
approximately 4:30 PM revealed that Nutren 1.5
at @ continuous Infusion rate of 85 ml, per hour
for 12 hours providing 1170 k calories and 46
grams protein per day was discontinued. Further
review revealed that on Juty 11, 2008, Nutren 1.5
@t @ continuous Infusion rate of 50 ml. per hour
for 12 hours providing 800 k cakiries and 35
grams protein per day and Prasource, 2 ounces
per day providing 20 grams of protein per day
was transcribaed, There was no documented
evidence that the facliity's nursing staff informed
the Primary Cara Physician (PCP) or nutritionist
of the gastroenterologist recommendations in a
timely menner.

2, The facllity's nursing services failed to obtain
the results of Resident# 1's pap smear as
evidenced by: :

i Review of a Gyn consult dated April 1, 2008 on

1 401
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September 22, 2008, at approximately 12:10 PM
rovealed that Rasident #1 had a pap smear
performed on April 1, 2008. There was no
documented evidence thet Resident #1's pap
smear results had been obtained by the facility,

3. The faallity's nursing staff falled fo update
Resldent #1's Heafth Managemant Care Plan
(HMCP) aa gvidenced by:

interview with the Licensed Practical Nurse (LPN)

‘on August 28, 2008 at approximately 9:25 AM

revaaled that Rasident #1's gastri¢ tube was
flushed with 200ccs of water four times a day.
Review of the physician's orders dated April 26 -
July 30, 2008, on September 18, 2008 at
approximately 11:55 AM revealed an order to
flugh the gastric tube with 200ccs of water four
timosg daily. Raview of Resident #1's Medication
Administration Records (MAR's) dated April
1-July 10, 2008 on September 18, 2000 at
approximately 11:40 AM revealed that the
documentation on the Mar's indicated that
Resident #1's gastric tube was fluehed with
200ccs four times 8 day. Review of the firet
quartar nutritional essessmant dated April 21,
2008 on September 18, 2008 at approximately
12:15 PM revealed that the client ehould be
provided with 200 ccs of free watar four times &
day. Review of Resldent#1's Health .
Manzgement Care Plan (HMCP) dated July 11,
2008 on Saptember 19, 2008 at approximately
12:40 PM ravealed that the HMCP indicated that
Resldent #1's gastric tube should be fiushed with
200ces three times a dgy, There was no
documented evidence that the HMCP was
Jpdated to Include providing Resident #1 with
200 ccs of water four times a day.

4. The facility's nursing staff failed to updats

1 401
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Resident #1's HMCP as evidenced by:

Review of Resident #1's HMCP dated July 11,
2008 on September 19, 2008 at approximately
12:40 PM revealed that the HMCP indicated
"notify nurse If no bowsl movermant for 48 hours
(2 days)". Review of the physician's orders
dated July 30, 2008, on September 19, 2008 at
approximately 12:55 PM revealed an order to call
the medical doctor " no boweal movement In 20
hours or exhibited signa and sympioms of
impaction”. There was no documanted avidence
that the HMCP was updatad to Include notifying
the medical doctor if Resident #1 had no bowel
movemant in 20 hours or exhlblted signs and
sympioms of Impaction.

5. The facllity's nursing services falled to
schadule Residant # 1's annual ENT appointment
a$ racermmended by the PCP as evidenced by:

Review of an ENT consult dated May 7, 2007 on
Septembaer 26, 2008, at approximately 1:10 PM
revealad that Resident #1 was recommended to
raturn for a follow=up appointment In one year. See. w3l
Review of a physical examinaton dated January
11, 2008 on September 26, 2008, at

| appreximatsly 1:10 PM revealed that Resident #1
was recommaended to have an ENT examination
every year. There was no documented evidence
that Resident #1's ENT appointment had been
scheduled or obtained by the facility,

8. The facllity's nursing staff failed to immediately
report to the Department of Health an event
which substantially interfered with Reeident #1's

. health as evidanced by:

Raview of the physician's order shest (POS)
dated April 28 - July 30, 2008, on September 2,
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l 2008 at approximately 4:40 PM rovealed that
| Client #1 had dlagnoses that Included immune
thrombocytopsnia and purpura. Review of &
' nursing prograss note dated June 21, 2008, on
Septemnber 2, 2008 at appraoximately 4:40 PM
raveaied that Cllent #1 was discoverad to have
sugtained discaloration and slight awelling on the
left ankle measuring 2 X 3 centimeters of |,
unknown origin. Review of a nursing quarterly
dated July 10, 2008, on September 2, 2008 at
approximately 5:00 PM revealed that the area
was treated from Junz 21.25, 2008, with cold
compregses In addition fo elevating the left ankle.
There was no document=d evidence that this
incident had besn reported to the administrator or
govemmental agencies as requirad.

7. The facliity's nursing staff falled to provide
routine Jaboratory testing as determined
necessary by the physician for Resldent #1 ag
evidenced by:

Review of a laboratory study revealed a
physician's order for Resident#1 dated
November 30, 2007, on August 8, 2008 at
approximately 1:50 PM revealed an order for the
client fo have a repeat SMA 12 laboratory test
parfarmed. Review of Resldent #1's laboratory
studies on September 22, 2008, at approximately
2:10 PM ravealsd that the SMA 12 laboratory test
was not parformed untll Jenvary 7, 2008. There
was no avidencs that the SMA 12 laboratdry test
was scheduled or obtalned as recommended by
the physitlan In a tmely manner.
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