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1000 INITIAL COMMENTS

e to Hadley Speclaity Hospital

dehydration, anemia and geizures.

verify compliance with federal regu

fecords; including incident reports.

1221] 3510.5(0) STAFF TRAINING

On February 7, 2009, the Stats Agency (SA) was
notified via facsimlile of the death of Resident #1.
According to an Unusual Incident Repart (Ui), GOVERNMENT OF THE DISTRICT OF COLUMBIA
Resident #1 was transporied by ambulance to DEPARTMENT OF HEALTH

& Washingion Adventist Howpital Emergency
Department on Junuary 20, 2000 because of 825 NORTH CAPITOL ST., N.E., 2ND FLODR
"loose stools” and subsequently was sdmitied for WASHINGTON, D.C. 20002
traatment. On Fabryary 3, 2008, Resldent #1 was
discharged from Washington Adventist Hospital

wh Raview of Resident#1's Pre-admission
assessment (o Hadiey Speciaity Hospital dated
February 2, 2009 on Februmry 11, 2009 at
Bpproximatsly 3:30 PM reveslad, Resldent #1
had transfer diagnosaes that includec Cloatridium
difficile eolitis, left ischial wound, pesitive for
methicillin-resistant Staphyiococcus with Stage Iv I
decubitl ulcer and possitie ostacmyelits, :

The facility was notified by Hadley Speciaity
Hospltal that Resident #1 had axpired on
February 6, 2009 at approximately 11:45 PM.

An Investigation was conducted by the SA from
February 10, 2008, through March 11, 2008, to

requirements prior to Resident #1's death. The
. resulte of the investigation were based on

v Intarviews with the facillty's nuraing and direct
: care staff and administrative personnal. Also the
findings ware based on the revisw of the
fesident’s habilitation, medicai, and administrative

! Each lraining program shail include, but not be

1000

HEALTH REGULATION ADMINISTRATION

APR -2 2009

1227

Flaalth Roguiation ASriGietcn

Pyt Homo- e o=
ORATORY DIRECTOR'S OR PROVIDER/SUPPLIEN REPRESENTATIVES SIGNATURE &, . &! ol e “fr /o9
%EWM- e ZMCR11 ¥ aantihuston sneet 1 g7 3¢



VRV T LVVG T3 T FAR @oo3s029

03/20/3008 22:31 FAX 302 441 9430 HEALYH KEVULALLUN Aumin —— 3]
J
PRINTED: 03/20/2009
FORM APPRQVED
STATEMENT OF DRFICIENGIES 1) ROV uPaLl
AND PLAN G GORREETION O N TIEAT N Rapctih gmaucmwm 0 BATH Survry
6 c
NAME OF PAGVIDER OR GUPPUER — V113008 |

WHOLISTIC HOME & COMMUNITY BASED 8E | 1448 ROXANNA ROAD M

Y STATEMENT O DRGENGI o ~PRCVICRRE BLAN oF CORRBSTION '
! %‘fé’xl ;ﬁwmuwﬁ:r"’u -.‘:é":%-"?.ji'% mi | gac cow i SO0 £ | ool
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ACTION
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1 1227! Centinuad From page 1 1237
limited to, the fellowing:

(d) Emergency procedursa including firet ald,
cardiopuimongry resuscitation (OPR), the
| Heimilch maneuver, disseter pians and fire
sveougtion plang;

ki bl d Lo i LA L2273

on recond review, tha

snsure thet sil staff recsived trainifg and was s:;fdgj t#s h'“l::%l,n
oertified tv parform firat aid and omrdiepulmonary & 0 complete
reauscltatian (OPR) procedures. training, Staff #4 & #6 have

; . been scheduled to complete
The finding Includes: First Aid Training,

Racerd review on 2/11/2009 at approxdma : .
12:11pm revealnd twp (2) eummummu In the future, the facility shall | |
u:: stoff or:ucg%l mﬂ:ﬂtmul w?s% I;I:In conduct monthly audit of staff
svidenze of CPR ceriiffieutien , #8), reco

Further racord raview revealed two (2) out of the ‘ rdu:uo 4% to ensure
twalve (1) direct care steff recorts reviewsd . compliance.
wera glse misaing evidance of Fisst Ald

certifications [DC8 34, ¥4,

___04/30/09

) 230/ 3510.8(g) 8TAFF TRAINING 1230

Esch tralning program shall inciude, but not be '
limitad to, tha follewing: .

(3) Habilltation planning and implementatisn;

This Statute /s not met ax svikiencad by
Based on record review, tha facility falled to
ensure that all staff received freining on using
Resldent #1's Hayer Lik

! The finding Includes;
Record raview on 2/10/2009 st 3:58pm revealed, |

ation Netnition
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i three (3) of the seven (7)

Continued From page 2

staff were trained on using a "Hoyer Lift Transfer”
(o manage the physical transport of Resident #1.
Interview with the facility's QMRP on 2/10/2009 at
4:03pm ravesied the training took place over the
past year and that the training sheet presentsd
was accurate, Furthar review of the document
revealed, thare was no avidence to support that
direct care staf¥
reco'{;ad tralning on Lsing the Hoyer Lif [DCS 2,
#4, p8].

[Crosa Reference Citation 8514.2]

3512.1 RECORDKEEPING: GENERAL
PROVISIONS

Each Residence Director shail ingintain gurrent
and accurate records and raports o3 required by
this section,

This Statute is not met as evidencad by:

Based on record review snd sisft interviews, the
faciiity failed to engure the upkaep and accurgcy
of eacj resident's bahaviorsl dats. for one
resiient in the Investigation, (Resldent #1)

Record review on 2/10/2009 &t 3.35pm ravealed,
Resident #1's behavior support plan detslled,
"IResident #1) has a bahavior goal to decrease
épisodes of attempting to or actually pulling out
his g-tube to zero (0) incidents per month for

consecutiva months.” In addition, the plan
requires the follewing Interventions:

1. Hand mitts should be placed on Renident
#1's hands if he makes any atternpt at all to pul
out his g-tube,

'2. Hand mitts will be wern for two-hour

increments and removad at the ond ofthe

'| The training of the use of the

I 230

Hoyer lift was done¢ over a Year
ago, and its yse had been
discontinued since July 2008.
The three staff who did not
receive the training had joined
Wholistic staff after the use of
the Hoyer Iift was
discontinued.

03/28/09
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[ wo-hour period during waking hours only. Staff were trained on the
. effective implementation of the
! 3. Atnight, the hand mitts must be womn while .
i he I8 sleaping to prevent him from pulling out his B‘h“"“”: Support Plan but
i g-tube. failed to implement the proper
procedures and documentation
Staff interviews on 2/10/2009 and #gain on
2/1112000 revealed the yse of the mitts for of behavior data.
Resldent #1's hands was a frquent occurrenoce.
: According to the information obtained through the At present, the facility does not
| interviews, Residant #1 would typically have his have any individual who has g
gloves on throughout the day in two hour behavior support plan
increments. There was no evidence presentad or Pport plan.
[~ on flle to reflect that the sbove behaviors! goal However, in the future the
: was bflng documented b;' H:gqft:trelgy In addition, facility House Manager (HM)
the only data collected by the facliity and shall on & weekly basis monitor
[ — presented during the Invuﬂgatlop reflacted that the implementation of
| Resident #1 actually pulled out hig G-Tube on I R
1/18/2008 and again on 1/15/2009. The faclity behavior interventions, data
failed to ensure current and eccurate record collection and record keeping,
kaeping with regards to Resident #1's behavioral 03/28/09
data,
+ 1281/ 3514.2 RESIDENT RECORDS I 281
Each recard shail be kept cumrent, dated, and
signed by each individual who makes sh entry. 1 291
1 This Statute |s not met as evidenced by: This was an oversight. In the
Basad on racard review and ataff Interviews, the fature, the Qualified Mental
GHMRP f:il'ed to ensure ﬁak: all documonh‘:f:n In } Reterdation Professional
Resident #1's records was pt current, da 1q
f and signed as required by this section. R(QMI::P) “I 13:::: %:gi;yw:n
The finding Includes; review all training records on
4 quarterly basis or as needed
Record review on 2/1072009 at 3:58pim revealed, toqenlure lt’lr“t such mistake is
| Staff were trained on using a "Hayer Lift Transfer"
| 1a manage the physical transport of Rexident #1. not repeated,
Thare was no evidence of a supporting signaturs 03/28/09
ealth Regulation Inlstration
TATE FORM [
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1281 Continued From page 4 1291
or date on the training ehest to validate the
document. The faciiity failed 10 ensupe the
document was validated snd/er dated to reflact
/ that It wae current as required by this section,
i 3?1 3518.10 EMERGENCIES 137
In additlon to the reparting requirement in 3519.5,
sach GHMRP shal| t of
" Health, Health Facilities Division of any other
unusual Incidant of mvent which substantially .
interfares with a resident ' s heaith, welfare, living
A arrangement, well being or in any other way
places tha resident at risk. Such notification shai)
be mads by telephone immediataly and shall be
foliowed up by written notifeation within
- wanty-four (24) hours or the next work day.
, I 379
This Statuts IS not met as evidenced by:  Thia s a m““;";“f"‘:;“ t
Based on recard review, the GHMRP falied o 48 to the nature of the inciden
notiy the ?doparlmont of Heatth of incidents thet and the two residents involved,
Plaved resident's at rigk, for two of three sider and #3 had never
residents thet resided in the faciiy ( Resident ", 3": tofvzed in ﬁ sllegation
ond #3). of abuge,
+ The finding includes: The incidents of abuse
involved two former residents
Resident #2 was Invoived in an allagation of staff ,
abuse on 9/8/2007, and Resident #3 was sies of the facility who left the
Invalved In an allegation of staff abuse on facility over a year ago.
1/2;,120?:5 J faalmll:” 'r;o '::dm mto ted or - Department of Health was
on fils at the during the survey : ¢
substantiats that he GHMRP made attempts io ";“ﬂ";‘g:h' allegations of
l contect the Department of Health regarding these abuse th instances.
| Incidents.
( 03/28/09
I
ﬁmﬁm
kTaTE FORM - 2MCB11 ¥ contnusion shest 8 of 29

|




VRAVIFAaVUVT 10,01 FAR

S
)

@007/029

PRINTED: 03/20/009
FORM APPROVED

" BTATEMENT OF DEFICIENGIES

] DER/S RCLIA
. AND PLAN OF CORRECTION 0c1) Pows o

IDENTIFICATION NUMBER:

HFD12-0078

6. WING

(%2) MULTIPLE CONBTRUOTION
A AURLDING

DATE SURVEY
MCOMPLETED

. @

| NAME CF PROVIDER OR 8UPPLIgR
WHOLISTIC HOME & COMMUNITY BASED 8¢

STREET ADORESS, CITY, STATE, 21F CODE

1449 ROXANNA ROAD Nw
WASHINGTON, DC 20012

03/11/2009

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENGY MUST 8 PRECEDED Y FULL
REGULATORY OR L3C IDENTIFYING INFORMATION)

oo |
PREFIX |

i
PREFX
TAQ

batn

Continued From page 6

TAG
3820.2(e) PROFESSION SERVICES: GENERAL
PROVISIONS

) 385
i 3954

Each GHMRP shali have available qualified
;& | professional staff (o carry cut and monitor
necessary prohs:hlgnal Intsrvantions, in
2ccordance with the goals and objactives of every
Individual habllitation pign, aa detarmined to be
necessary by the interdisciplinary team The
- | profsssional services mey include, but not be

fimited to, hose services pravided by individuals

trained, qualifed, and ficensed as required by
Dlstrict of Columbia law in the following
disciplines or areas of servicas:

A3

(@) Nursing;

This Statute is not met as evidenced by:

| Based on Interview and record review tha
GHMRRP failed to snsure that qualifisd
professions) staff ?mlaid Qut end monitored
neceesary professional interventions, in
accordance with the goals and objectives of
every individual habilitation pian, as determined to
be necessary by the interdisciplinary team for ona
| resident in the investigation, (Resident #1)

| The findings ingluda:

1. Review of Resident #1'g physician orders
(POS) dated January 2009 on February 10, 2009

| at spproximately 11:50 AM the resident

had » diagnosis that ineluded a Stage IV right

‘ ischia! decubltus uleer, Review of Resident #1 ',

Mamhg Nursing Assessment dated September

! 11, 2008 on February 11, 2009 at ap

10:02 AM revealed the Stage IV wound on the

right Ischial measured 8 om In length and 2.8 em

in width with tunneling and nesrosis. Review of

|‘ the physician's orders (POS) dated Januery 2009,

1385
1388

oal lation Adminfatration
ATE FORM

i
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{ 135 Continued From page & 1305 T35 1
; on Fabruary 11, 2000 st approxima: 9:07 AM ¢
revealad lr!ynldcnt #1 had an or:l-raf“ory "% The RN shall review all orders
Cream Silver Sulfadiazine (Siivadens) to be on a monthly basis or as
1 abblied to wound twice daily and to gently pack needed to ensure that a]
b= 14 With gauze and cover with & dry stevile dreesing' treatment orders are clearly
In an Interview with the Licensed Practical Nurge
vy | (LPN) on February 1 1, 2000 at appraximataly defined. Orders shall be
; o:;o AM It was aduwm ledgad thet R:sldcnt #'s clarified monthly and then
OS did not spectly the specific wound ate. POS and
Thers was no evidence the POS specified the ;'I’:R_med on the POS an
Specific site of the wound to be treated. ‘
| Additionally, the nurse fajled to clarify the order.
' . 03728109 |!
2. Review of Resident #1's physician ordery . E— |

| (POS) dated Janyary 2006 on February 10, 2009
at approximately 11:50 AM revealed the resident
had & diegnosis that inclyded 3 Stage IV right
ischial decubitus ulcer. Review of Residani#1',
Monthly Nursing Assessment dated September |
11, 2008 on February 11, 2009 gt approximately
10:02 AM revealed the Stage [V wound on the
right ischigi measured 8 cm In length and 2.8 cm
in width with tunneling ang necrosls. Review of
the undeted dacument entited “Pressure Ulcer
Documentation Guidelings” for Raskiant ¥ on
February 11, 2000 at approximately 10:10 AM
reveaied a recommendation to measure and
recard the dimensions (length. width and depth) of
" pressure uicers weekly. Review of Realdent #1'g,
f Skin Assexsment Sheets dated August 2008,
October 2008 through January 18, 2008 on
February 11, 2000 at approximately 10;15 AM
ravealed the Stage |V wound on the right lachial
was not measured. Further review revealed thare
were no Skin Assessment Sheets dated for -
September,2008. In an interview with the ~
Registered Nurse (RN) on February 11, 2008, at
dpproximately 10:20 AM it was acknowled

that the Stage IV wound on the right Ischial, was
not measured and recorded on the Skin l

bl M™CB11 ¥ cartinustion shewt 7 or 26
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kessmen - Further revaa The nursing staff have been in-
the Skin Assessment Sheets for s”bmb‘f 2008 serviced on ‘dheﬂng to orders
could net be ocated. There wes no documented
] 6vidence the Stage IV wound on the right ischie! a3 written. The RN will on a
e, of Rse:lmut # was m;mrnd and éeenrdo; on monthly basis review all orders
& the Skin Assessment Shoets agco ing to the r guid with th in
",‘;,’,;\ Pressure Ulcer Documlnlaeion Guidelines, :tlﬂ 50 e.l:nt:s en::re ¢ mirsing
3. Review of Resident#1's, Skin Assessment compliance.
- Sheets dated August 1.1 1, 2008 on Fabruary 1,
S e L e e ametadon eocds e |
1] n W,
B measured and racorded, In an interview with the A3 sldlu assessment shoets, .
RN on February 11, 2009, st approximetely 11:05 pressure ulcer documentatioy
A'\‘M nf‘t‘ :m :dmovd-dg-dl the Stage It r:A‘v’mmd en sheets, ete, shall be tracked
ihe right peri anai was nt measured a monthly by the RN to ensure
racarded according to the Pressure Ulcer : i e
Dooumentation Gu‘idcllm. There was ne that rocords are maintained on
documented evidence the Stage Uil peri ang) & consistent monthly basiy,
wound wae measured end recortied according to 03/30/09
the Pressure Ulcer Documentation Guidelinas.
4. In an interview with the RN on February 11,
- 2009, at approximately 10:22 AM It was revealed
. | that Resident #1's Stage IV wound on the right
" | ischial, ws treated with 1% Gregm S e
" | Sulfadiazing {Silvadens), appiied ta wound twice
daily and ampookod with gauze and covereg !
5 with 3 dry dressing. Review of Reaident
#1's POS dated December 18, 2008, on Fabruary ’
10, 2009 at approximately 11:59 AM reveaied an T 398
order for Slivadene to be appiied to the woung ' 4
twice dally and to gently pack with gsuze and Cross reference I 398, 2&3,
cover with a dry sterile dressing, Review of the . 03/28/09
August POS dated July 29, 2008 on Fabruary 23, N
1 2009 at approximately £:00 AM raveaied wet to
dry drassings to the (achial wound were
discontinued on June 23, 2008. Review of
Resident #1's, Skin Assessment Sheets dated
| August 2008 and Octobar 2008 through January
mllmrmmmm .
pTATE FORM L] ICE11 i soetinuation shest 8 or 26
l




0a/01/20

 aTATEMENT OF
:EN’D PLAN OF CORRECTION

03 15:02 FAX

@010/028

PRINTED;
FORM APPROVED

DEFI%IEHCIES (K1) PROVIDEN/BUPBLIEN/CLIA

IDENTIFICATION NUMBER:

HFD12.0078

& WiNa

X2y MULTIPLE CONSTRUCTION
A DUILDING

o) DATE SURVEY
COMPLSTED

c

Oy11/2008

NAME OF PROVIDER OR $UPPLER
| WHOLISTIC HOME & COMMUNITY BASED 3¢

STREET ADORESH, CITY, STATE, ZIP CODE
1449 ROXANNA ROAD NW
WASHINGTON, BC 20012

PREFIx
TaG

(X&) 1D

SUMMARY STATEMENT OF DEFICIENCIES [
{RACH DEFICIENCY MUST BE PRECEDED By FULL
REGULATORY OR LEGQ IDENTIFYVING INFOMTIONJ

1D
PREFD(
TaG

CTION
{FACH CORRECTIVE ASTION SHOULD 8 COMMLETE
CROSSREFERENCED TO THE APPROPRIATE DATE

| 398

o .

Meadag*

T
BTATE FOR

Continued From page 8

19, 2008 on February 23, 2009 at approximately
9:20 AM revealed a wet 10 dry dressing wes
applied to the Stage IV wound on tha right lschial.
+ There was no dooumented avidgnca that the

Stage IV wound on the fight ischial wae genty
packed with gauze and covered with 3 dry sterile
dressing.

5. Review of Resident #1's POS dated
December 2008 en Fabrusry 23, 2006 at
approximately 1:09 PM raveaied an order for

| Xenaderm cintment to be applied to secrsl wound
twice daily. Review of Realdent#1's, Skin
Assassment Sheets dated December 1-31, 2008
on February 23, 2000 at approximately 1,15 PM
revealad Xenaderm olniment was appliad to the
aacralwoundmdﬂnmundwnocmmdmml
waet Io dry dressing. There was no documented
 @videnca that the sacral wound wag treated
specifically as orderd by the Primary Care
Physician (PCP).

€. Review of Resident #1's August POS dated
July 28, 2008, on February 10, 2009 at
approximately 11:5¢ AM reveaied an order for
Silvadene to be applied to wound twice daily and
to gently pack with geuze and cover with a ¢

!

February 23, 20090 at appraximately §:00 AM
| revegied Penafil ointment was applied to the
Stage IV wound an the right schis! and covered
with 2 wet to dry dressing. Thers was ne
documentsd evidence that the Stage |V wound
on the right lechial was treated with Sivadene
Créam as ordered by the PCP.

7. Revisw of o nursing progress note dated
January 15, 2000 an March 8, 2009 at .
approximately 8:15 PM revesiod Resident #1 was

1385

I395,8&¢6

Cross reference 1395,2 &3,

03/28/09 I

ation ASrnAIARoR
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1328 | Continued From page § 1385 I 398, 7
transportad to the emergency room department Thin is one of the systemi¢
f :l'be';I :ta.ulllg;ng out his gastric tul:o. Ro:low oftl;; problems faced by residential
' o8 scharge summary dated anuary 17, X ik t
| 2000 on March 6, 2009 st approximataly 616 M fﬁm&'ﬁ"e facility was no
revealed the facilly was given instructions fr the , able &
1 client fo be assesyed by the ga. gist gastroenterologist who was
] gllgin uno1 %o tzul;umdaytm lnu\lvlow vriytr; F:STMOH : able to see resident #1 within
ruary 10, at approximatety 11
| revealed the eeriest nepomamr bt faclity T oo f‘y' l'l'::l"d‘"d'
could cbtain from the gastrontarolagist wes on ¢ carliest available !
February 2, 2008. There was no evidence (he ’ppointment was F ebruary 2,
wh resident was folewed up by g gestrosntarclogist 2009,
b with-In one o two cays afer hip gastric tuba was ;
v [ replaced wih a temporary cathater. However, two days after |
8. Reviaw of Reeident#1's paysician orders  Yesident #1 was discharged !
L. . (POS) deted January 2009 an February 10, 2009 home, he was again taken to 5
at approximately 11:50 AM revesied the resident ho‘pitll for further medical
had a diagnosis that included 8 Stage |V right '
Ischial decubitug uicer. Review of Ragident #1's, attention. _=
wound clinks consuttation dated August 8, 2008 03/28/09
on March 8, 2009 at approximately 6:19 PM
revealed the resident had 3 Stage IV right ischial 395, 8
g decublius uloer with tunnaling 7 em x 12 dagress I ’
3 and a right perianal srea 2 cm tmas 1 em. There There was no recommendation
Wwas no documentsd evidencs tha resident was for resident ¥1 to return to the
assessed In the wound clinic after August 8, wound clinic before six
| 2008,
| 006 months.,
,: n However, the facility had
. 8. Review of Resident#1's, POS dated 00 appointment with
_-: ... | December 2008 and Januery 2008 on March §, rhe ::::I;?I cﬂﬂic for February
| 2009 at appraximately 6:22 FM revaaled that the th
resident hes a diagnosia of sefzure discrder ang 97, 2009,
,| was prucmﬂbad Kopdpr\? I7.5rn| (::3 ;nq) vl(aeganﬁc Unfortunately !'uidellt“l ¥1
lube twice » day and Vaprolc Acid 12 mf 6", 2009,
Mg) via gasiric tube twice a day for seizure expired on February ’
management. Review of a neurslogy consuit
| dated October 28, 2008 on March 9, 2009 af 03/28/09
approximately 8:23 PM revesied the resident was
:lmlnlbn ASmiVSEREon
TATE FORM - amcet if eonfinuation shaer 10 of 39
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| SO, | | eSemeen |
1395 Continued From page 10 | 395 -
398, 9
{a ratum to the neuraiogy elinic In one month, !
; There wae no decumeren oo o The QMRP and the RN will on
( Rasident #1 retumed to the neurclogy olinje or & monthly basis review all
was scheduled for a neurciogy appointment medical records to ensure that
_ appointments and
1401| 3820.3 PROE ESSION SERVICES: GENERAL 1 401 recommendations sre followed
PROVISIONS A
up and in » timely manner.
Professional services shall Includs both dimgnosis
-, and evaluation, including identification of e 03/28/09
| developmental levaly ang neads. ireatment
t | Services, and sarvices designed 1o prevent
. deterioration or further loss of function by the

This Statuts Is not met ae @videnced by;

- Based on Interview and racong review the
GHMRP falied to provide professionsl services
that included both diagnosis ang evaluation,
including Identificatien of ¢

The findings nclude:

1, Review of Resident #1's physician ordery

(POS) dated January 2009 on February 10, 2009

at approximately 11:55 AM reveaied an order for

the resident to recaive enteral feedings of

Isosource 1.5, eix cang dally to meet his
nutrittonal needs

Review of Resident #1's hutritional assessment
dated October 20, 2008 on February 10, 2008 a1

| approximately 12:00 PM aiso confirmed the diat
| through the nutritionist's recommandations.
Review of Resident #1's Heaith Ma ment
foalh Tration
STATE FORM "~ 2MCh11 i cominuation sheet 11 af 29
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1401 Continued From page 11

; , and bulk",

. his nutritional needs.

having loose staols. Review of the

group homa.

consistency end record...”.
Review of Resident#1's nursing

S00ce during the night .

! Care Plan (HMCP) dated May 3. 2008 and

) revised on Janusry 2, 2000 on February 10, 2009
at approximately 12:05 PM Indicated "monitor diet
and encourage consumption of food high in fiber

Inan interview with the Regleterad Nurse (RN)
on February 10, 200§ at Spproximately 12:08 PM
{t was acknowledged that the HMCP had not
been updated to inelude isoscurce 1.5, six bolus
cans dally to mest his nutritiona! nesds

There was no dacumented svidencoe that the
o HMCP had besn updated ster January 2, 2009
A io includs lsosource 1.5 gix bolus cans to meet

2. Reviewof » nursing progress nots dated
January 17, 2008 on February 10, 2009 at
approximately 12:06 PM ravealed Realdant #1
was transported t the amargency room after

discharge summary dated January 17, 2009 on
February 10, 2000 at approximately 12:07 PM
revealed Resident #1 way diagnosed with
diarthsa and hypertension and reisgsed o the

Review of Resident#1's HMCP daled May 3,
2008 and revised on January 2, 2000 on

Fabruary 10, 2009 st approximately 12:07 PM
indicated "monttor bowe! movement and staol

388 Notes
dated January 19, 2009 between the ours of
8:00 PM and 8:00 AM on February 10, 2009 at
approximately 12:18 PM reveslad the resident
“had locse stools times two, amount 500¢6¢ end

1401 1401,1

of the diet order. In th

orders as specified.

that orders and/or

The HMCP was updated but
failed to specify the exact foryy
¢ future,
the RN shall include in the
HMCP recommendations or

The QMRP and the RN will on
@ wmonthly basis review all
areay of the HMCP to ensure

recommendations are included
on the HMCP as specified,

_03/28/09

Rt Regulalon AdrinksTalon
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DATE

1401

Continued From page 42

Review of Resident #1's input and Qutpyt Chart
dated Jenuary 18, 2009 on February 10, 2009 at
;%%mxlmmly 12:20 PM indicated “see notes” at

Review of Resident#1's nursing prograss notes
clated January 20, 2009 between the houre of
8:00 AM and 8:00 PM on February 10, 2009 at
approximatsly 12:19 PM revesled " that at
approximately 7:30 AM about 200es wetery loosa
sivois obuiwd" and approixirmwy 150¢c of
watery stool was abserved n the colostomy

at abaut 1:00 PM, Further review ravesisd ub“
2pproximately 3:30PM, 500cc of watery stoo! was
observed in tha colostomy bag on the same day.

Review of Resident #1'a Input and Output Chart
dated January 20, 2009 at 6:00 AM on February
10, 2009 at approximately 12:22 PM Indicated
"888 notes" Further review revaaled the amount
of the ioose sioois expelied by the resident was
not documnanted on the input and Cutput Chart,

inan interview with the RN on February 10, 2009
at approximately 12:25 PM #t was ackn od
the amount of loase stools ©xpelied by Resideni
#1 was not documentad on the Input and Output
Chart.

There was ne documented @vidence the amount
of looss stools expelfied by the resident was
documented consistently on the Input and Output
Chart,

3. Reviaw of Resident#1's POS dated
Decernber 2008 and January 2009 on February
10, 2008 at approximately 11:57 AM revaaled an

1401

1 401,2

The nursing staff have been
trained to document on the
specified form a required task.
The writing of “see notes”
shall not be used in place of a
required data eollection,

The RN will on a moathly
basis review charts/sheets to
ensure that data are collected
as specified, X
03/28/09 ||

ATE FORM
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order to "lush with 186 ce of water
] stter each feeding via astric tube".

I Fabruary 10, 2009 at approximately

the HMCP had not been updated to

February 10, 2009 et SPProxk
waler after sach medication”,

| before and after aach medication,

befors and

Review of Resident #1's HMCP dated May 3,
2008 and revised on January 2, 2009 an

Indicated *flush tublag with 100 mi. of water
before and after ssch boius feading".

in an interview with the RN on February 10, 2006
@t approximately 12,30 PM it wos Rcknowlad

resident's gastric tube flushing with 188 ce of
F water before and after each fesding.

There was no documented evidence the HMCP
- had been updated after Januaty 2, 2000 to
Include the resident's gasiric tube flushing with
168 co of water before and afer gach feeding.

4. Review of Resident #1's POS dated January,
2008 on February 10, 2009 at approximately
11:58 AM revealed an order o “Nush with 30ec of
2 water before and after ageh medicatio

Review of Resident #1's HMCP dated May 3,
2008 and revised on Janugry 2, 2009 on

indicated "flush tubing with 30 milits

Inan interview with the RN on February 10, 2009
at @pproximately 12:35 PM it wag scknowledged
that the HMCP had not basn Updated to inciude
flushing the gestric tube with 30 m. of water

' There was ne documentsd evidanoe the HMCP
hed been updated afer January 2, 2000 to
inchide flushing the gastric ube with 30 mi, of

1 401

12:08 PM

inclute the

I 401:3,4,5& 6

Cross reference [ 401, 1,
03/28/09

12:08 PM
rs (ml) of

Health Reguiation tre
TATE FORM

- 2MCB11
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1401 Continued From page 14 1 401

water before and after sach medication.

5. Review of Resident #1's POS dated

December 18, 2009 and Jenuary 2009 on

o February 10, 2000 at approximetely 11:50 AM

]‘.;‘ revealed an arder for 1% Cream Siiver

: Sulfediazine (Sivadens) to be applied to wound
twice daily and to gently pack with gauze end
cover with & dry sterlie dreguing. Review of
2 Residant #1's HMCP dated May 3, 2008 and
revisad on Jenuary 2, 2009 on February 10, 2008
3t approximately 12:08 PM revealed that the
HMCP had not baen updated to include the
| Masident's spacific wound ma protocol.
There was no documentsd eviderncs that the .
HMCP had been updated to Include the resident’s
specific wound manggement protocol.

6. Review of Resident #1's hospial transfer
summsry dated July 18, 2008 on February 24,
2009 at approximately 10:50 AM revealed the
rasident had besn admitted to the hospitel for a
Urinary Tract Infection {(UT1) on July 10, 2008.
» Further review revealed “please do not place

: Foley catheter, uae only Texas Catheter to
prevent recurrent UT1". Review of Resident #1 L 3
POS dated August 21, 2008 on Fobruary 24,
2002 at approximately 10:50 AM revealed an
erdar for a Texas Catheter to prevent UT],
| Review of Resident #1's Individual Support Plgn
(ISP) dated Qctober 29, 2008 [Effective date
November 29, 2008] on February 24, 2009 at
approximataly 11:00 AM reveaied a Texas
Catheter waw dogumented under assistive
technology. Review of Resident #1's HMCP
revised January 2, 2009 on Fabruary 24, 2009 at
| approximately 12:36 PM revealed the HMCP
; Stated "change Incontinence briefs overy two
, hours and as needed". There was no

documentsd evidence that the HMCP had been
WF'EELWEEB.
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1401 | Continued From page 15 1401

updated to Include the application of a Texas
Catheter to prevent uTi,

7. Review of Resident #1's POS dubed

18, 2008, on February 11, 2005 at
approximately 2:556 PM revealed an order for 1%
Cream Silver Sulfediazine (Silvadens) to bg

appilad to wound twice delly and o gently pack

with gauze and cover with ¢ dry aterile dressing
Review of Resikisnt#1's Madication

Administration Records (MAR's) dated August

2008 at approximatsly 3:00 PM revenled that the
be applied to wound twice

daily and to gentty pack with gauze and cover

11401, 7
{ The RN has in-serviced the
LPNs on accurate data
collection (please see evidence
herewith). Nurses will be

]
H

With 8 dry starle ek bainae & notaer o trained quarterly on accurate i
@ ary sterile dressing containad g on

"see skin ?uument sheet”. Review of Resident snd coasistent data colleetion, !
#1's MAR dated September 2008 at
spproximately 3:02 PM reveaied the ordar for 03/28/09
Silvadene to be appiied o weund twice daily and
10 gently pack with geuze and cover with a dry
sterlle drewsing was transcribed byt conteined ne
data. There was no documented evidence 1%
Cream Siiver Suifadiazine to be applied to wound
twice dally and to pently pack with geuze and
cover with a dry sterile dreasing had been '
documnented on the August and September 2008
MARSs,

8. Review of a nursing progress note dabed
January 17, 2000 on Fabruary 10, 2009 gt
approximately 12:08 PM revealad Resident #1
was transported o the emergency room after

. having loose stools, Review of the hospital
discharge summary dated January 17, 2009 on
February 10, 2009 st approximately 12:08 PM
revealed Resident #1 was diagnosed with
diarrhea and releasad to the @roup home with
instructions to "usa over the countar antkdlarrheal
agents of your preference”. Review of Regldent

#1's tslephone POS dated January 17, 2009 on
me:m
ATE FORM

2MCB11 ¥ contwurtion shaet 18 of 26
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1401/ Continuad From page 18 1 401

: Fabruary 10, 2009 at approximately 12:11 PM

1 raveaisd an crder for Imadium 2 mg via peg tube
: afer each iccse stool (1mg/7.5 mi ) 16 mi,

lr Reviaw of the MAR dated January 2008 on

February 10, 2008 at Spproximataly 1:54 PM
reveaied that imodium 2mg via peg tube was

e administered on January 17, 2009 snd Janvary
18, 2009, However the time the Medication was
sdministered was not documented on the MAR.

- {n an interview with the Licanged Practical Nurse
(LPN) it was &cknowiedged that the time Imodium
2 myg via gastric mboms#mlnhuudmmt 1401:8&9

documaented on the . Them was np T

documanted evidence of the time imod|um 2mg Lll:;f:lh“ m": r;ic:'d the
via gastric tube was sdministered on January 17, accurate da

2009 and January 18, 2009, collection (please see evidence
] herewith). The RN wil) in-

5. Review of Resident #1's tele e POS
dated January 17, 2000 on Febriay. 10, 2000 ot service the LPNs quarterly on

approximately 12:11 PM revealed an order for Accurate and consistent data !
Imodium 2 mg via peg tube after each locse stool collection,
_03/28/09

(1mgr7.5 mi ) 15 m. ef Resldent #1's
nursing progrese notes dated January 18.20,
s 2008 on March 8, 2009 et approximately £:23 Pu
.0+ | reveaied Imodium 2mg (15mi) via peg tube was
adminisiered on January 18, 2009 gt 12:00 PM,
3:00 PM and 8:00PM. Further review ravealad
Imodium 2mg (15ml) via pag ube was
administersd on January 19, 2000 between the
hours of 8:00 PM and 8:00AM and on Janusry
20, 2006 ut 3:30PM for loose StO0ls.

Review of the MAR dated January 2000 on
March §, 2009 at approximately 5:29 PM
revesled Imodium 2mg via peg tube was not
documented as administered on the above dutes
. and times. There was na documented evidence

3 Imodium 2 mg via gestic tube documented a
administersd on the MAR,

10, Review of Residant #1's POS dated Jenuery

¥ Roguiatlon AdmnmEaon .
-BTATE FORM - 2MCB™ ¥ condnueyen shest 17 of 94
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{401 Continued From page 17 1401 .
{ - | 200800 February 10, 2000 st approximately 'T 401:10 ’
1 l‘l-:OI:)l PM g:ulad sl?}wdw \:ﬂ: ordersd A written order was given to
ctulose Solution 30 mi 8 day via gastric hold Lactulose and Senakot
tube and Senna Syrup (Senokot) 5 mi twics a day but the LPN on du sm';:‘; t (
L. . | Via gustric ube for bowel reguiation. Review of _ ty o
- the hoapital discharge summary dated January transcribe the order on a POS, '
ey 17, 2009 on February 10, 2009 at approximately The RN has in-serviced the
12:08 PM revealed Resident #1 was diagnosed LPNs on the issue of
. with diarrhea and relezsed to the group home ibin
. with Instructions to * hoid Lactuloes end Sencket franseribing orders, and will
: untl disrrhea stops.” Review of Resident #1's On & monthly basis track ail
. }:elaphon¢1l;ozs og:hd J.nr::lw 1 r:' I;E:OD#PM orders so as to ensure that
sbruary 10, at approximataly 12: . }
B revaalad an order for imodium 2 mg(15mi) via orders are transcribed and !
peg tube after sach icoss stool. There was no Spproved by the primary care |
documented evidencs the Primary Care physician,
Physician (PGP) ordered Lactulose and Senokot 03728109 |
to be held. - :
11. Raviaw of tha hospital discharge summary
dated January 17, 2009 on February 10, 2009 at
approximately 12:09 PM revealsd Resident #1
Wwas diagnosed with diarrhea and reieased to the
group home with instructions” if you cantinue to
have severe diarrhes and not improving after 3
days contact your dootor or retum to the
emergency depariment’, Review of Resident
#1's nursing progress notes dated January 18-20,
| 2009 on March 8, 2009 at app 2:39
| PM revesled Resident #1 continyed 10 have

diarrhea as evidenced by:

January 18, 2008 between 8:00 PM to 3:00 AM ;
Resident #1 eliminated 400cc of loose stgols;

Janusry 18, 2009 between the hours of 8:00 PM
and 8:00AM : Residant #1 sliminated 1000¢c of
loose sioolg:

January 19, 2009 at 3:00 PM : Residant #1

Haalih ton
?‘.I‘ATE FORM - 2MCB11 & continuation shest 15 of 24
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1401 Continued From page 18 ) 407
ellminated 280 cc of loose stools;
January 19, 2008 at 8:00 PM: Resident #1 I 401: 11
] eiminated 400cc of loose stools; In the future, the facility shall ‘
[ January 20, 2000 at 7:30 AM: Residant #1 ensure that the primary care
M eliminatad 200ce of watery Ioose stools; physician is made aware of |
i basis
January 20, 2000 at 1:00 PM : Residant #1 such situation on a timely
S a]jw".ryhd 150ce of watery stool and despite the fact that the .
i discharge summary instruction
| January 20, 2009 at 3:30PM: Resident #1 “if you continue to have severe
s | ciminatad 800cc of watary stoo diarrhea and not improving
Review of Resident#1's Intake and Quiput Ghan after 3 days contact your
dated January 18, 20&0 on March RE. I2dooa :t doctor or return to the
approximately 3:30 PM raveaied ont #1 ent.”
continued o have disrrhen as evidenced by: cmergency departm
January 18, 2000 at 12:00 PM : Resident #1 The RN will, on a quarterly |
eliminated 120 ¢¢ of iocose stools basis in-service the LPNs on !
the need of timely notification
January 18, 2009 af 3:00 PM: Residant # .
: eliminated 120 cc of looge ateels; of the primary care physician.
i January 18, 2009 at 8:00PM: Resident #1 03/28/09 |
eliminated 150 cc of Ioose sioals.
Interview with the RN on Fabruary 10, 2009 at
| approximately approximately 11:25 AM revealed
thet the PCP way made aware en Februsry 20,
2009 afler 3:30 PM the realdent wes having locse
stools and advised her to send the resident te the
emergency department,
Thers was no documented avidence the PCP
was made aware the resident continued to hava
evers diarthea until after 3:30 PM on January
20, 2005 and had to ba transportad 1o the
l amergency department.
:oauh Reguiation Inistration
TATE FORM - 2MCE11 ¥ comtinuatan sheet 19 of 2



04/01/2003 15:03 FAX

Bo021/029

!
i PRINTED: 03/20/2000
i H FORM APPROVED
'‘STATEMENT OF DEFICIENCIES
| AND FLAN OF CORRECTION T EmCLA S RATIPLE COMETRUGTION ) e
HFD12-0075 § Wika 031112008
j NAME OF PROVIDER OR SUPPLIER STREET ADDARYS, CITY, STATE, ZIP CODE
 WHOLISTIC HOME & COMMUNITY BASED SE | (s ROXANNA ROAD Nuv
o) ID SUMMARY STATEMENT OF DGFICENGIES 1] PROVIDER'S PLAN OF CORRECTION 0
G | REGULAGNCY 2 IDENTIFYING WFGR s g+ d&‘&ﬁm‘:ﬁ' 'gg‘:.s':mm. e
oY)
| 401 | Continyed From page 19 [ 401
!
i 12. Review of Resident #1's HMCP rievigsed on
F January 2, 2009 on March 8, 2000 st
approximutely 8:47 PM indicated obsarve for
_ symptoms of UT) frequent urge but small uring I 401: 12
[ out;:!::‘ and reddish o; cloudy urine. Inte;vlm with Staff have been in-serviced on
' the RN on February 10, 2009 at approx congistent data collection, The
12:37 PM acknowiedged Resident #1's urinary RN will an s monthly butis
Output wats to be recorded on the Input and | thly ba
i Output Chart. Review of Resident #1's Input and review data collection shests to
fet Output Chart datad January 18, 2009 on March 8, ensure consistent data
viry, | 2009 at approximatsly 8:52 PM reveaied the collection.
emount of uring expelied by the resident wag not 03/28/09
- dooumentes on the Input and Qutput Chart sfter |
€:00 AM. Further review revealed the amount of
urine expelled by the resident was not
= . documanted on the Input and Output Chart on
January 16-20, 2009, There was no documentsd
evidence the amount of urine expelled by the
resldent was docurnented cangistently on the
Input and Output Chart,
13, Review of Resident #1's POS dated August I 401: 13
21, 2008 on March 6, 2009 at approximately 8:32 Staff have been in-serviced on
PM revealed an order for CIP_N 500 mp one peg proper documentstion of
' tube wice & day. Further review reveaisd thet medication administered, The
ty 500 mg tablets were dispensed. Review of ;
the August 2008 MAR on March 9, 2009 at « RN will on 2 quarterly basis
o -Epmxin%ug:;:ss l‘:’l\.'lh m::nlluls Cipro somg t in-service the LPNs on
via peg tube began 8 administered on Augus ' adh fom? .
22, 2008 2t 7:00 AM. Furthe” review reveaies j z::;f:" physician 'b"?m
Cipro 500 mg vie pag tube was not documented . n 2 monthly basis
83 administered on August 31, 2008 ot 7:00 AM. | review the MARs to ensure
was na documentad evidence Clpro 500 compliance, '
myg vim pag tube was administered as orderad. 03/28/00 '
1422 3521.3 HABILITATION AND TRAINING 1422
Each GHMRP shall previde habilitation, training
and assistance to reskisnts in accordance with
Peaith Reguta sirplion
FTATE FORM e 2MCB11 ¥ continusson shee 20 of 28
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1422 Continued From page 20

X faility falled to follow doctors arders In

[
one resident in the investigation {
The finding Includes:

orderad by the primary care physician

1473 3522.4 MEDICATIONS

the resident ' s individugl Habilltation Pign,

This Statute is not met ae evidenced by:
] Based on record raview and siaff intarview hy

implementing the repositioning n%mon for ane of
. (Resident #1)

Record raview on 2/11/200 at 5:50pm revealed
Whe Resident #1's 22008 physician orders (POS)
reflect he had 8 decubitus "ulcer to right lschium®,
B Further record revisw revealsd Reskient #1's

. POS dated 12/5/2008 ordarad to "tum and
repositon [Resident #1] every 2 hours with no
. Pressure on the right buttock." A review of the
12/2008 and 1/2000 data collection sheats
revedied he was repositioned daily froma
reclined position in his bed to being seated in his
whaeichalr betwagn the hours of 8: 00am to
10:00am from 12/1/2008 to 1/19/2009. The only
documented axceptions are on 1/18/2009 and
1/17/2008 when ha was hoepitalized Further
fevisw revealsd he was positionsd on his foft alde
on 12/8, 12/17, 12/23, 12/25, 12/26, 12730 and
positioned on his right side on 12/9, 12/18, 1221
befween the hours of 10am and 12pm. He was
- | aizo positionad on his le® side on 12/10, 12/13,

) 12/28, 12/91, 1/6, 1412, 1114 and positioned on
e his right side on 12/5, 1/18 between the hours of
12pm and 2pm. The GHRMP falled to ahsure
that Resident #1 recelved consistent repositioning
1o alieviate the pressure off hig right buttocks as

The Residence Director shall raport any
irregularities in the resident ' s drug regimens to

| 422

1473

I 422

repositioning. The House
Manager (HM) will on a

' monitor repositioning of

Staff have been in-serviced on
| proper documentation of

weekly basis (3 days a week)

residents to ensure consistency,
L 03/28/09

[
|

Haalth Regulaion Nistraton
F'I'ATE FORM

[
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14731 Continued From page 21
the prescribing physician,

This Statute Is not met a3 evidenced by:

Based on Interview and recard review, the

failed to engure that 8ny imegularites in the drug
regimen was reportad to the prescribing physician
for one of one for one resident In the
Investigation. (Resident #1)

L The finding Ineludes:

1. Review of Residenl #1's physician 's crders
e | (POS) dated December July 21, 2008 on
i February 23, 2009 at approximately 1:09 P
revaaled an order for Xenuderm ointment to be
.. applied to wacral wound twice dally. Further
review ravesied Xenaderm olntment was
discontinued on Decamber 5, 2008. Review of
Resident #1's, Skin Assessment Sheats Gutad
December 1-31, 2008 on February 23, 2009 ut
approximately 1:15 PM revealed Xenaderm
cintment continued to be applied to the sacral
wound. There was no evidence that the PCP was
made aware tha! the order for Xehaderm
cintment was not discontinued on Decamber 5,
2008.

o 2. Review of Resident #1's physician 's orders
(POS) datad Septamber 10, 2008 oA Febmuary
10, 2009 at approximately 3:50PM revealed an

N order to administar Clpro 750 mg liquid via gastrie
tube twice a day for Urinary Tract Infection {UTi)
untll September 20, 2008. "Review of the
Medieation Administration Recorg (MAR) dated
- September 2008 en February 10, 2009 at
approximataly 3:54 PM revealed that Residant *
was not initially administersd Cipro 760 mg via
gastric tube untit 7:00 PM, September 1 2, 2008,
interview with the Licansed Practical Nursa {(LPN)

473

I473,1

inform the PCP of 2
discontinuation of any
treatment,

of a discontinuation of
treatment.

In the future, the facility shall

The RN will on a Quarterly
basis remind the LPNs of the
need to always inform the PCP

B e —

03/28/09

on
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§ &y
on Fabruary 10, 2009 at approximetely 4:00 PM facili
revedlad the Mmedication had not amived from e | In the f:::'ﬁ;:’;c}" & ahall
‘ pharmacist. There waa no evidence that any rectlfy .
irregularities In the drug regimen for the regident irregularities in drug regimen.
1. was reporied to the prescribing physician,
. All medications that are not
Lo sarid n's ey mamne
Spproximately 4:15 PM revesled an order fo will be roported to the PCP.
adminigter Augmcnbrtln BITB rrlrg Smlgn ‘g:r g;:trie
Ao twice a day for UT i - The RN will ensure that ail
::o;ébmvlawroofzam Septe \ber 2008 autibiotics are ordered stat g0
ry 10, 2009 at approximately 4:25 PM
Y reveaied that Resldent #1 was not initigily that they are expedited from
Fil ’ ﬂiﬂ.ﬁnhtl';tgo L ﬂgﬂ ;:f" ';Fr lﬂ“g&nrﬁﬂc the pharmacy and reach the
' tube untll 7; on Sg . .Inan .
.~ | Interview with the RN on February 10. 200 ot f‘;‘;‘;‘y;’m‘m 24 ';‘t“:: iﬁg"
approximately 4:30 PM it was acknowledged medications are n el
Augmantin 875 mg liquid vis gastric lube was not from the pharmacy within 24
i‘ ;gon:ni;rmd until T:OOHPM on ﬂ;s:tphm 11, hours, the LPN or the RN wil]
- There was no evidence that any ;
Iregularities in the drug regimen for the resident inf: rm ﬂ: PCP fg:': decision
was raported to the prescribing physiclan. to be made imme “’lz '3/28/09
4. Reviaw of Resident #1's POS dated August 21, _— P '
2008 on March , 2009 at approximately 6:42 PA I 473,4 [
fevaaled an order for Lopressor (Metoprolol In the futare, the facility shall
Terrate) 50 mg ihnf table via pag tive every inform the PCP of all
rmoming and one ry
mnln:. Review of the Augﬂ:enznoe MAR on irregularities in drug regimen,
March 6, m at In;pmdmg 843 :M wbe All medications ordered by the
- revesled Prolol Tartrate 50 mg via peg physician will be transcribed
eve ning was not transeribed. There was no -
evidonca 'thltg any ireguiarities in the drug in & consistant and timely,
regimen for the resident was reported o the i
- prescribing physiclan, The RN l;vlll in-serve ;hl: LPNs
- quarterly on transcribing all
5. Review of Resident #1's POS dated .
Novernbel', 2008 on March 9' 2009 at written and verbal ol'del's.
@pproximately 6:44 PM revealed an order for 03/28/09
Fal
BTATE FMWm L 2MCB11 ¥ aonlinustion sheet 23 of 28
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- 1473 Continuad From page2y . 1473

Vitron-C 200mg /125 one tebiet via peg tube
twica daily. Review of the November 2008 MAR .
on March 9, 2000 at approximately 6:45 PM I\ ——

feveaied Vitron-C 200mg /125 one tablet via peg I473,5

tube twice daily was not dosumanted as Cross reference I 401:13
adminisiered on November 1,7, 18, 19, 23, 28, 03/28/09
o 28 and 30, 2008. Thers was no evidence that any —
Irregiarities in the drug regimen for the resicent
was reported to the prescribing physician,

6. Review of Resident #1's POS dateq August 21,
2008 onh March B, 2009 at approximately 6:48 PM
revealad an arder for Vitamin G 500 mg twice &
B day. Review of the August 2008 MAR on Merch
" 9, 2009 at approximately 8:47 PM revesied
Vitron-C 200mg /125 one tablat via pag tube

Lo twice dally with meals was documented as
administered. There was no svidence that any
Irregularities in the drug regimen for the reakiant
Was reported to the prescribing physician,

. 7. Raview of Resldent #1's POS dated August 21,
2008 on March 9, 2000 st approximately 8;50 PM
revealed an order for Colace 100 mg twice a d
for constipation, Raview of the August 2008 Mﬂ
on March 9, 2000 st Spproximataly 7:01 PM
reveaied Colace 100 mg twice a day for ,
constipation was not tm::odbod iun thT MAR, . 1473,7

There was no gvidence that any rregulasities in erence I 473, 4.
the drug regimen for the resident was reported to Cross reference I 413, 03/28/09
the prescribing physician. —_

[Note: The MAR's for January thry July 2008
ware not availabie)

Cross reference [ 473, 4,
03/28/09

T 14780 3622.6(d) MEDICATIONS 1478

The record for a resident ' s prescribed controfieg
substances shall Include the follawing:

Ll 2MCB11 It sontinuetien sheet 24 of 29
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Continued From page 24
(c:l)d Dat¢ diapensed, amoyunt and expimtion date;
and... ‘

This Statute is not met as svidenced by:

Based on abservation, staf? interview, and record
verification, the fecllity failed to maintain records
of the date dispensed and amount of gl
controlled drugs for ane of one tesident in the
investigation. (Resident # 1 )

The finding inofudes:

The faciity failed to provide evidence of the
accurate dispesltion of the Controlied Schedyie Ii
Drug (Fentanyl Clirate) prescribed for Resident
#1 as evidenced by:

Review of the physician's orders dated January
23, 2008 on February 10, 2009 at approximately
10:10 AM revesied Resident # 1 Was ordared .
Fentanyl| Ciirate 75 meg/hr. transdermal patch 1o
be applled topically SVary seventyiwo hours far
pain management. Review of the oontrolied
medication utiilzetion record on February 10,
<000 at approximataly 10:18 AM revealed twanty
Fantany Citrate 75 mog/Myr. transdermal patchesa
were dispensed 13 the faclity (date unknawn).
The initial doss of Fantany! Citrate 75 meg/hr.
Svery savanty-two hours was began on
September 1, 2008, Further reviow revealed the
last documented dose of Fentany| Citrate 75
meg/hr, transdermal patehi to be applied topically
Svery saventy-two hours waw on October 30,
2008 and there remained two Fentany! Cltrwte 75
mcg/hr. tranadermal patchs, The two remaining
Fentany! Clirate 76 meg/hy. transdermal patches
ware not recorded on the Novembaer 2008
controlied medication utiitzation record, Interview
with the Registered Nurse (RN} en February 10,
2009 gt approximately 10: 46 AM revesied she

1478

I 478
The RN will train the LPNs on
a quarterly basis on the proper
disposition of controlled drugs.
Also the RN will train the
LPNs on how to track
Controlled Drugs relating to
amouat dispensed, amount
administered and amount
remasining.

03/28/09
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had no knowledge of the dispositicn of the twg
remalning Fentanyl Citrate 78 maghr,
transdermal patches, Thare Was no evidence that
the facllity's hursing staff recorded the
! date dispensed and amoynt of the Controligd
B Schedule Il Drug (Fentany| Citrate),
145" 3522.11 MEDICATIONS 1484
Each GHMRP shadl promptly destroy prescribed
medication that |y dbeunﬂnpuyuod By the physician
or has regched the expiration date, or has a
.. wom, lilegible, or missing label.
This Statute Is not met g evidencad by:
Based on observation and siaff interview, the I
- faciity failod to remove medications that had 484
wom labeis from usg for one of ona resident in The facility RN wilj ona
the Investigation. (Resident #1 ) _ monthly hasis designate an
, LPN to check all prescribed
f ingl ' .
The finding inciudes medications on a monthly basis
: Observation em9 l;abruary 10, :%og‘, atR e S0 as to ensure that al]
3 approximately 9:50 AM revea at Resident o
#1's container of 1% Siver Sulfadiazine ﬁlﬁc:ﬁ.hn l:bel’ ar;lc‘lle:rly
(Silvadens) cream had & missing faisel. in an ¢ nurse w 0
interview with the Licensed Pragtical Nurpe (LPN) ensure that expired drugs are
on February 10, 2009 &t approximataly 9:56 AM It disposed off in accordance
Was acknowledged the labe! was missing from with Wholistic’s poli
the container of Silvadene cragm Wae used for poliey.
Residant #1. Thare was no evidance the facilty 03/28/09
frr.up‘w ali medicstiona thet heg missing labaig -
m use.

b aMCB11 ¥ contiruation sheet 28 of 28



