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A recertification Quality indicator Survey was
conducted on September 8 through September 12,
2014. The deficiencies are based on observation,
record review, resident and staff intarviews for 21
sampled residents.

The following is a directory of abbreviations and/or
acronyms that may be utilized in the report:

Abbreviations

AMS - Altered Mental Status
ARD -  assessment roference date
BID - Twice- a-day

| B/P - Blood Pressure
cm- Centimeters
CMS -  Centers for Medicare and Medicaid
Services
CNA- Certified Nurse Aide
CRF - Community Residenlial Facility

D.C.- District of Columbia

D/C  discontinue

0l - deciliter

DMH -  Department of Mental Health

EKG - 12 lead Electrocardiogram

EMS - emergency medical services (911)
g-tube Gastrostomy tube HVAC - Heating
ventilation/Air conditioning

FU/FL Full Upper /Full Lower

iD - Intellectual disability

DT - interdisciplinary team

INR - International Normalised Ratio
L- Liter

Lbs - pounds (unit of mass)

MAR -  Medication Administration Racord

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

0- Aeae 7Lly  Qdmimbedy _ipf21 [ 14

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the Instiution may be excused from correcting providing It Is determined that other
safeguards provide sufficient proteclion to the patients. (See Instructions.} Except for nursing hames, 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 corraction are disclosable 14 days following the date these
documents are made available to the facllity. |f deficiencles are cited, an approved plan of correction is requisite o continued program participation,
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Response to F157 {483,10(b)(11):
F 0C0| Continued From page 1 F 000
MD- Medical Dactor 1. There are no further corrective actions
MDS-  Minimum Data Set as the resident has been discharged to
Mg - milligrams (metric system unit of mass) the home. The RN/LPNs involved will
mL - milliliters {matric system measure of be identified by 10/27/14 and counseled
volume) by the Director of Nursing (DON) by 11/12/14
mg/di - milligrams per decliter 11712114,
mm/Hg - millimeters of mercury 2. Other residents having the potential to
MRR-  Medication Regimen Review be affected by the same deficient
Neuro - Neuralogical practice will be identified through 20
NP - Nurse Practitioner random audits per month, for four
OBRA - Omnibus Budget Reconciliation Act months, of staff involved.
PASRR - Preadmission screen and Resident 3. The following systemic changes will be
Review put in place to ensure the deficient
Peg tube - Percutaneous Endescopic Gastrostomy practice wiil not recur:
PO- by mouth a.  Wound Competency for
POS - physician's order sheet individual RN/LPNs invaived by 11/12/14
Prn - As needed 114112114,
Pt - Patient b. Documentation workshop to
Q - Every include wound consult and
QIS-  Quality Indicator Survey waound documentation for all
Rp,’ RIP- responsible party RN/LPN staff by 11/12/14. 11/12/14
EFR%M s::éiegft Qﬁ?ﬁiﬁsmem Inatrument 4. Two Quality Compliance Coordinators
i will moniler performance through
TAR-  Treatment Administration Record monthly random audits, Staff will b re-
CAA-  Care Assessment Area educated if non-compliance is found.
QAA-  Quality Assessment and Assurance The quality assurance process will be
utilized to maintain and sustain 80% or
above compliance. The findings will be
presented af the quarterly meeting of the
F 167 | 483.10(b)(11) NOTIFY OF CHANGES FAST[ o oearaced LAmem & Guniiy
$8=D | (INJURY/DECLINE/ROCM, ETC) 5. The corrective action will be completed 11/12/14
s . i ) on or by 11/12/14.
A facility must Immediately inform the resident;
consult with the resident's physician; and if known,
notify the resldent's legal representative or an
interested family member when there is an accident
involving the resident which resuits in injury and has
the potential for requiring physician Intervention; a
significant change in the
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Rosponse to F 253- 1 and F-253-2 {Soiled
F 157 | Continued From page 2 F157| or non-functioning bathroom vacuum
rgsidené'stpl?ysf(!{al, rlne r?talfl P?r gsyctg;)social status vents)
l.e., a deterioration in health, mental, or ; -
;()sychosocial status in either life threatening L SelRdoy m"'f,uncnc'"'"g balieon)
conditions or clinical complications); a need to alter vacuum vents in the South side resident
treatment significantly (l.e., a need to discontinue an rooms #316, #317, #319, #323, #325,
existing form of treatment due to adverse #326, #327, #328, #330 will be cleaned
consequences, or to commence a new form of or repaired by 11/12/14. 11/12/14
T e T o e s 2. I ordr o proventather resiants
' ' being affected by the same deficient
The facility must also promptly notify the resident practice of soiled or non-functioning
and, if known, the resident's legal representative or vents work orders should be submilted
interested famiéytmemt_aer whe? there Es_ ;1 Eh_ange in to Plant Operations and Maintenance
room or roommate assignment as specified in i
§483.15(e)(2); or a char?ge in r.eside?at rlghl; under 3 '(I:&r:q)l [for 'any repa|r§ n;fded' ilb
Federal or State law or regulations as specified in «  theiSowing eystemic chiangs wilt e
paragraph (b)(1) of this section. put in place to ensure the deficient
practice will not recur: Plant O&M Staff
The facility must recerd and periodically update the perform monthly Environment of Care
address and phone number of the resident's legal (EOC) Rounds and the EOC Committes
representative or interested family member. members perform semi-annual EOC
Rounds and will pay attention to exhaust
This REQUIREMENT is not met as evidenced by: vents and will submit work orders (WO}.
4. The plan of correction will be integrated
into the quality assurance {QA) system
through scheduled environmental
Based on record review and staff interview for rounds avvl iepoiting ko the EOG
se r review intervi one : :
(1) of 21 sar?'lpled residents, it was determined that N Envrronr:nenta! rounds_a =
facility staff failed to notify the physician when aggregated and monitored for deficient
Resident #258 was assessed with alterad skin trends and correction measures are
integrity that progressively worsened. implemented as necessary. Plant Q&M
monitors the WO system for completion
The findings Include: and satisfaction rates. Both measures
A review of the medical record (electronic health e reportedand reviowad by e EOC
record) for Resident #258 revealed the resident Committee.
5. Correclive actions completed by 11/12/14
11112114,
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Response to F 263- 3 (Marred Door Jams)
F 157 | Continued From page 3 FA57) 4. Marred Door Jams in the South side
was admilted wi.th skin impairment as noted in the resident rooms # 305, #308, #308, #311,
foflowing nurse * s notes: #318, #320, #321, and #323 will be
August 4, 2014 (admission date) at 1606 (4:06 PM}, repalred by 11/12/14. 11/12/14
" sacral redness, barrier cream applied. " 2. In order to prevent other residents from
belng affected by the same deficiant
August 4, 2014 1945 (7:45 PM), " blanchable practice of Marred Door Jams work
redness on sacrum, cream applied, " orders should be submitted te Plant
August 5, 2014 at 8:30 AM, " redness to sacrum, Operations and Maintenance (O&M,) for
blanchable barrier cream applied " any repairs needed.
3. The following systemic change will be
August 8, 2014 at 10:00 AM, " applied barrier put in place o ensure the deficient
cream to perianal and sacrum for redness " practice will not recur: Plant O&M Staff
Nursing staff falled to nolify the physician regarding perform mor_ﬂhly Environmental Rounds
Resident #258 ' s skin impairment. A period of and the Environment of Care (EOC)
approximately two (2} weeks lapsed [August 4 Comrmittee members perform semi-
through August 17, 2014] before a wound annual Environmental Rounds and will
o ko St pyann o rd Coor s ar
0 : . ;i
two (2?€veeks without evidence of ef?:ctiveness);nd will submit work orcllers ff°r TS
the skin Impairment progressively worsened as 4. The plan of correction will be integrated
evidenced by the following nurse ' s notes: into the quality assurance system
through scheduled environmental
August 8, 2014 16800 ‘('4PM} " redness on sacrum:; rounds and reporting to the EQC
turned every 2 hours Commiftes. Envirocnmental rounds are
August 7, 2014 9:00 AM "redness to sacrum area, aggregated and monitcred for deficient
blanchable, barrier cream applied " trends and correction measures are
implemented as necessary. Plant O&M
Augyst 7, 2014 19_40 (9:40 PM) "redness on sacrum menitors the work order system for
barrier cream applied” completion and satisfaction rates. Both
August 8, 2014 11:53 PM " [Dr named)] called measures are reported and reviewed by
tonight due to patient complaint of burning the Environment of Care Committee for
sensation while urinated, new orders given " quality assurances.
5. Corrective actions will be completed by 11/12/14
11112114
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) Response to F 253-4 (Low Water
F 157 | Continued From page 4 F 157} Temperatures in North side rooms #301,
[Nate: physician telephcne order 8/8/14 for #310 and #313)
urinalysis, cutture and sensitivity] 1. The water temperature in North side
August 9, 2014 2100 (11 PM) "bruising rashes in FOSPRLIEOEISL, K0 end 8518 |
the groin area. Barrier cream applied at sacral area were adjusted on 9/10/14. 9/10/14
¥ 2. Inorder fo prevent other residents from
. being affected by the same deficient
A‘ugust 9, 2014 1900 (8PM) " stage Il pressure practice of Low Water Temperatures
UlT 00 KNI SAcAM Plant C&M Staff will monitor and
August 14, 2014 7:05 AM " Rash " manually adjust the water temperature
as needed fo stay In compliance.
f\ugust 14, 2014 2311 (11:11PM) " rash sacral area 3. The following syslemic change will be
pulin place fo ensura the deficient
August 17, 2014 4:33 PM " developed a stage two practice will not recur: Plant OSM Staff
Decubitus to sacral with measurements of % x % perform monthly Environment of Care
cm and % cm deep. Applied Mepilex [Antimicrobial {EQC) rounds and EOC Committee
foam dressing for acute and chronic wounds with members perform semi-annual EQOC
signs of infection] to area and ordered a wound Rounds and will pay attention to
consult. We need to order a special mattress and . :
aggressively do our turn and repositioning every 2 req”",ed var temperatu[es and il
hours. " submit work orders for adjustment,
4. The plan of correction will be integrated
August 17, 2014 1800 (8PM) " excoriation, severe into the quality assurance system
redness to anal area " through scheduled environmental
August 18, 2014 7:12 AM " sacral decub munds. s rem{ting fo e B
[Decubitus] is getting better, chart checked " [SIC) Committee. Environmental rounds are
aggregated and monitored for deficient
August 18, 2014 7:21 AM "redness at sacral and trends and correction measures are
perineal area " implemented as necessary. Plant O&M
e . i th
The wound specialist consultation was conducted memtlorf " v;ork grcr!errsyste:n fo; th
on August 21, 2014 and the assessment was STURIEEN SN Anwereion e Eo
recorded as follows: measures are reported and reviewed by
the Environment of Care Committee for
quality assurances.
5. Correclive action was completed on 9/10/14
| 9/10/14.
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F 157

F 253
§5=D

Continued From page 5

August 21, 2014 6:21 PM [wound spécialist initial
consuit] " requested to see patlent by staff for
assessment of redness to bultocks and gluteal cleft
-...8Kin is red on both buttocks with mild skin
denudement . indicative of a yeast infection. In
addition, the patient has a small 1.0 x 1.0 ¢m open
area in upper gluteal cleft which is moisture
associated skin damage (MASD) due to patient ' s
incontinence. This is not a pressure ulcer...apply
Nystatin powder to yeast infection on medial
buttocks and perineal area ...apply silver powder to
small wound due to MASD and cover with Calazime
skin barrier cream light coating only ..." [SIC]

Facility staff failed to notify the physician when
Resident #258 was assessed with altered skin
integrity. A period greater than two (2) weeks lapsed
before a wound specialist consultation was
requested and a treatment regimen initiated to
manage the resident's skin impairment. The record
was reviewed September 11, 2014,

483.15(h)(2) HOUSEKEEPING & MAINTENANCE
SERVICES

The facility must provide housekeeping and
maintenance services necessary to maintain g
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced by:

Based on observations made during an
environmental tour of the facility on September 10,
2014 at approximately 11:00 AM, it was determined
that the facility failed to provide housekeeping and
maintenance services necessary fo maintain a
sanitary, orderly, and comfortable Interior as
evidenced by

F 157

F 253
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Response to F 253-5 (Loose or Torn
F 253 | Continued From page 6 F253| window Screens)
non-functioning bathroom vents in nine ( 9) of nine ( 1. Loose or Torn Window Screens in the
g) resident's rooms surveyed on the South side unit, 5 =
dusty vents in five (5) of nine (9) resident's rooms e S':’e resxde.nt foams # 301 and
surveyed on the South side unit, marred door jams #307 will be repaired by 11/ 12/14. 11/12/14
in eight (8) of 15 resident's rooms on the South side 2. In order to prevent other residents from
unit, low water temperatures on three (3) of nine (9) being affecled by the same deficient
resident's rooms surveyed on the South side unit, practice of Loose or Torn Window
loose and/or damaged window screens in two (2} of d
nine (9) resident's rooms surveyed on the North chea,:'s:on;?r a;s Shoﬁld he q
side unit, loose wallpaper in two (2) of nine (9) submitted to Plant Operations u
resident's rooms surveyed on the South side unit, Maintenance (O&M) for any repairs
privacy curtains that were not attached to hooks in needed.
five () of 18 resident's raoms surveyed from both 3. The following systemic change will be
unt;s, a Eom privacy curtain in one (1) of hine (9} put in place to ensure the deficlent
resident's rooms surveyed on the Nerth side unit, s vl not . Plant O&M Staff
and a bathroom light that failed to illuminate in one PHREESS MR USHIR L ) -
(1) of nine (9) resident's rcoms surveyed on the perform monthly Environment of Care
North side unit. (EOQC) Rounds and the EOC Commitiee
. members perform semi-annual EQC
The findings include: Rounds and wili pay altention to Loose
1. Bathroom vacuum vents were not suctioning in or Torn Widow Screens and will submit
nine (8) of nine (9) resident's rooms surveyed on work orders for repairs.
the South side unit including rooms #3186, #317, 4. The plan of correction will be integrated
#3189, #323, #325, #326, #327, #328, #330. into the quality assurance system
2. Bath i e ——— through scheduled environmental
- Bathroom vacuum vents were sciled with dus ;
in five (5) of nine (9) resident's rooms located on the munds. i reportmg WeEQD
South side unit including rooms #3189, #323, #327, Committee. Environmental rounds are
#328 and #330. aggregated and monilored for deficient
trends and correction measures are
3. thO‘tJr Jams Wefetfg‘agedt: B_Eht (Eﬁ IOf :5(1 i implemented as necessary. Plant O&M
resident's rooms on the South side unit inclu ing ——
rooms #305, #308, #309, #311, #318, #320, #321, i
and #323. completion and satisfaction rates. Both
measures are reported and reviewed by
4. Water lemperatures measured below 95 the Environment of Care Committee for
qualily assurances.
5. Corrective actions will be completed by 11/12/14
11/12/14
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) Response to F 253-6 (Loose Wallpaper)
F 253 | Continued From page 7 F253[ 1. Loose Wall Paper in the bathroom of
degrees Fahrenheit in three (3) of nine (9) resident's South side resident rooms #323 and
rooms lecated on the North side unit including s ;
rooms #301, #310 and #313, #328 will be repaired by 11!72!14. 11/12/14
2. In order to prevent other residents from
5. The left window screen was torn in one (1) of being affected by the same deficient
nine (8) resident's rooms (#301) on the North side practice of Loose Wallpaper, work
unit and the right window screen was loose in one orders should be submilted to Plant
gx]c)i :fu 22?9 (9) resident's rooms (#307) on the North Operations and Maintenance (O&M) for
' any repairs needed,
8. The wallpaper was hanging loose from the wall 3. The following systemic change will be
in the bathroom of resident's rooms #323 and #328, put in place to ensure the deficient
two (2) of nine (9) resident's rooms surveyed on the practice will not recur: Plant O&M Staff
South side unit. perform monthly Environmental Rounds
7. Privacy curtains were nct completely attached and the Environment of Care €04
to curtain hooks in five (5) of 18 resident's rooms Committee members perform semi-
including rooms #304, #3009, #311, #313and #325. annual Environmental Rounds and will
] ) ) pay attention to Loose Wall Paper and
ey LN
, one i A ;
surveyed on the North side unit. 4. The plan of clzorrecllon will be integrated
into the quality assurance system
9. A bathroom light located in room #313 failed to through scheduled environmental
illuminate with the wall switch was in the on position rounds and reporting to the EOC
in one (1) of nine (9) resident's rooms surveyed on Committee. Environmental rounds are
the North side unit. aggregated and monitored for deficient
These observations were made in the presence of trends and carrection measures are
Employee #10 who acknowledged the findings. implemented as necessary. Plant O&M
maonitors the work order system for
completion and satisfaction rates. Both
measures are reporled and reviewed by
F 278 | 483.20(g) - (j) ASSESSMENT F 278 the Environment of Care Commiltee for
88=D | ACCURACY/COORDINATION/CERTIFIED quality assurances.
8. Correclive actions will be completed by
The assessment must accurately reflect the 1111214 11/12/14
resident's status.
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F 278 | Continued From page 8 F 278| Response to F253-7 and F253.8:

A registered nurse must conduct or coordinate each : 5
assessment with the appropriate participation of 1 ngrg]{;zt é@ﬁggﬁﬁgﬂ;‘:?gﬁﬁﬁ?
heaith professionals. were reattached, or repaired in rooms

g ] . #304, #309, #311, #313, #325 and #301
A registered nurse must sign and certify that the (B bed) by 9/15/14. The areas were
assessment is completed, revisited on 10/20/14. 9/15/14

2. In order to prevent other residents from
Each individual who completes a portion of the being affected by the same deficient
assessment must sign and ceriify the accuracy of praclice staff have been reminded fo
that portien of the assessment, place work orders for defective curtains
in a timely manner.

Under Medicare and Medicaid, an individual who 3. The following systemic changes will be
willfully and knowingly certifies a material and false put in place to ensure the deficient
statement in a resident assessment is subject to a practice will not recur: Curtains will be
civil money penalty cf not more than $1,000 for monitored during scheduled quarterly
each assessment; or an individual who wiflfully and curtain inspections or Environment of
knowingly causes another individual to certify a Care (EOC)rounds.
material and false statement in a resident 4. The plan of correction will be integrated
assessment is subject to a civil money penalty of :#‘;‘hi qtaaﬁgr]aszggaazc?ezystem
not more than $5,000 for each assessmant. anlr'gn n:Iental rgun e ;:1 the isleciin
Clinical disagreament does not constitute a material ggf;cgir:et;jprltaa?:s\jmrk Ao or
and false statement. 5. The corrective action was completed on | 9/15/14

This REQUIREMENT s not met as evidenced by:

Based on record review and interview for one (1) of
21 sampled residents, it was determined that facility
staff failed to accurately code the admission
Minimum Data Set (MDS) under Section M, Skin
Conditions to reflect the alteration in skin integrity
for Resident #258,

The findings include:

9/15/14
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I Response to F 253-9 {Non-functioning
F 278 | Centinued From page 9 F278| bathroom light)
A review of the admission Minimum Data Set (MDS) 1. Thenoiachoning bethroo igh in
for Resident #258, completed August 15, 2014 North side resident room #313 will be
[ARD date August 11, 2014] under Section M; Skin repaired by 11/12/14, 11/12/14
Conditions revealed the section was blank (no 2. In order to prevent other residents from
coding), indicative of no skin impairment. being affected by the same deficient
) . . p— practice of non-functioning hathroom
Resident #258 was admw@tad with skin impairment at lights work orders shouid be submitted
the sacrum, a bony prominence located at the base ' ’
of the spine [common site for pressure ulcers ref. o Piant Operations and Maintenance
Cuddigan, Pressure Ulcers in America 20001] as (O&M) for any repairs needed,
evidenced by the following nurse's admission note: 3. The following systemic change will be
- put in place to ensure the deficient
f\uguslt 4, d2014 (zdm_issmn date) a:rm?,s (4:08 PM), practice will not recur: Plant O&M Staff
sacral recness, barier cream applled. perform monthly Environmental Rounds
The nursing documentation iacked evidence of a and the Environment of Care (EQC)
clinical basis for the resident's skin impairment [e.g. Committee members perform semi-
pressure related, moisture associated etc.] and/or annual Environmental Rounds and will
wound characteristics (length, width and depth). pay attention to non-functioning
However, a consultation conducted by the wound s "‘qh{s and will submit work
care nurse on August 21, 2014 (beyond the ARD orders for repairs.
date) revealed the following, " skin is red on both 4. The plan of correction will be integrated
buttocks with mild skin denudement ...indicative of a into the quality assurance system
?T'eoaﬂ:"éec“"g- In a‘:fdgi‘;’”- the ?aiif:m '{"3'3 g mfall'!l through scheduled environmental
-0x 1.0 cm open area in upper gluteal cle
is molsture as:ociaé:ad skin Egme?ge (&ASD) du: to rcund§ il mpoftmg ihaERG
patient' s inconlinence. "A subsequent wound care Committee. Environmental rounds are
assessment dated September 11, 2014 revealed a aggregated and monitored for deficient
stage 2 pressure ulcer at the sacrum. trends and correcticn measures are
. ) implemented as necessary. Plant O&M
A face-to-face interview was conducted with monitors the work order system for
completion and satisfaction rates. Both
measures are reporied and reviewed by ‘
the Environment of Care Commitlee for |
quality assurances. ‘
5. Corrective actions will be completed by 11/12/14 ‘
| 111214
FORM CMS-2567(02-99) Previous Verslons Obsslete Event ID:FL3311 Facility ID; SIBLEY If continuation sheet Page 10 of 40
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Employee #15 on September 12, 2014 at 9:30 AM.
In response to a guery regarding why the resident '
s skin alteration was not caplured on the admission
MDS, he/she stated that the alteration was
observed but there was no option available to code
under Section M of the MDS.

Facility staff failed to code Section M, Skin
Conditions of the admission MDS. The record was
reviewed September 11, 2014.

F 285 | 483.20(m), 483.20(e) PASRR REQUIREMENTS F 285
ss=p| FORMI & MR

A facility must coordinate assessments with the
pre-admission screening and resident review
program under Medicaid in part 483, subpart C to
the maximum extent practicable to avoid duplicative
| testing and effort.

A nursing facility must not admit, on or after January
1, 1989, any new residents with:

(i) Mental iliness as defined in paragraph (m)(2)()
of this section, unlass the State mental health
authority has determined, based on an independent
physical and mental evaluation performed by a
person or entity other than the State mental health
authority, prior to admission;

(A} That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires specialized
services for mental retardation,

(ily Mental retardation, as defined in paragraph
(m)(2)(ii} of this section, unless the State mental
retardation or developmental disability authority has
determined prior to admission--

i

1,

The MDS with an Assessment
Reference Date (A2300} of 8/11/14 and
completion date {Z0500B) of 8/15/14
has been modified, transmitted, and
accepted into the Quality Improvement
and Evalualion System Assessment
Submission and Processing System
(QIES ASAP), There are no further
corrective acticns as Resident #258 has
been discharged to home. The MDS-
PPS & Admissions Coordinator will be
identified and counseled by Director of

Nursing by 11/12/14. 11/12/14

Other residents having the potential to

be affected by the same deficient

practice will be identified through a

collaborative peer review process.

The following systemic changes will be

pui in place to ensure the deficient

practice will not recur

a. Establish a weekly
collaboralive peer review
meeting for accurate entry into
the Minimum Data Set (MDS)
to be congruent with
documentation in the EHR by
10/27114. 10/27/14
b. Establish a monthly MDS

audiling process (with audit
tool) to include & minimum of
20 MDS assessments
1112714,

The quality assurance process will be

utilized to maintain and sustain 90% or

above compliance. The findings will be

presented at the quarterly meeting of the

Renaissance Compliance & Quality

Assurance Committee.

The correclive action will be completed

on or by 11/12/14.

11/12/14

11/12/14

FORM CMS-2667(02-99) Previous Verslons Obsolale Event ID:FL3311 Facifity ID: SIBLEY If continuation sheet Page 11 of 40




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE

MEDICAID SERVICES

PRINTED: 10/16/2014
FORM APPRCVED

OMB NO. 0938-0391

{A) That, because of the physical and mental
condition of the Individual, the Individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such leve! of
services, whether the individual requires specialized
services for mental retardation.

For purposes of this section:

(i} An individual Is considered to have "mental
iiness" if the individual has a serious mental iliness
defined at §483.102(b)(1).

(i} An individual is considered to be "mentally
retarded" if the individual is mentally retarded as
defined in §483.102(b)(3) or is a person with a
related condition as described in 42 CFR 1009,

This REQUIREMENT is not met as evidenced by:

Based on record review and staff interview for one
(1) of 21 sampled residents, it was determined that
facility staff failed to ensure that the "
Pre-Admission Screen/Resident Review for Mental
lilness and or Mental Retardation " form was
accurately completed for Resident #2268 who had a
diagnosis of Developmental Delay.

The findings include:

! The history and physical dated July 7, 2014

revealed that the Resident #226 had diagnoses that
included: developmental delay.

A review of the " Pre-Admission
Screening/Resident Review for Mental lliness and
or Mental Retardation " [PASRR] form, signed as
coempleted by the Case Coordinator on

1. Mo harm was sustained to the resident
as a result of this deficient practice and
the resident is still in the facility. The
MDS-PPS & Admissions Coordinator
and Case Coordinator will be counseled
by the DON and Case Coordination
Manager by 11/12/14. The Pre
Admission Screen/Rasident Review
(PASRR) form for this resident was
resubmitted to Qualis and DC
Depariment on Disability Developmental
Cisabilities Administration (DDDA) by
10/23/14.

2. Other residenis having the potential to
be affected by the same deficient
praclice will be identified through a
collaborative peer review process
including a review by the Nurse
Praclitioner and admitting physician
prior to final acceptance by the
physician,

3. The following systemic changes will be
put in place to ensure the deficlent
practice will not recur:

a. Educational information on
PASRR Level Il requirements were
received from the DC DDDA on
10/20/14 and a PASRR In-service
was conductaed on 10/21/14 by the
Department of Behavioral Heaith.
b. Establish a weekly collaborative
peer review meeling for accurate
entry into the Minimum Data Set
{MDS) to be congruent with
documentation in the EHR by
10/27M14.

c. Establish a monthly MDS auditing
process (with audit tool) with a
minimum of 20 MDS assessments
1111214,
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11/12/14
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Continued Response to F285 (483.20(m),
F 285 | Continued From page 12 F 285| 483.20(e):

July 7, 2014, revealed that Resident #226 was
identified as " negalive" for mental illness (M1) and
" mental retardation " [Intellectual Disability (ID}).

4. The quality assurance process will be
utilized to maintain and sustain 90% or
above compliance. The findings will be
presented at the quarterly meeting of the

A review of the Admission MDS {Minimum Data Set} i : :
with an Assessment Reference Date (ARD) of July i::;:iam?cgnc;?&gg?w & Qualty

14, 2014 revealed that Section A 1500

[Preadmission Screening and Resident Review] 6. The corrective action will be completed on | 11/12/14
was coded as " No", indicaling that Resident #2286 or by 1111214,

did not have a serious mental illness or Intellectual
Disability or related condition. Section A1510 (Level
Il PASRR Conditions) was blank, indicative of no
diagnoses (e.g. Ml or ID) that required a Level |i
screen.

The psychiatric consultation dated July 24, 2014
revealed, " Reason for Consult- Belligerent
Behaviors ...History, exam, findings: Chart
reviewed, case discussed with Attending, who
reguested the exam re [regarding]: the patient's
belligerence and escalation of same. Patient with
numerous medical issues, under guardianship,
developmentaily impaired. Reliability as a historian
is poor. Apparently history of non compfiance
further complicating discharge planning. Diagnostic
Impression: organic anxiety or affective syndrome
secondary to developmental impairments. " [SIC]

There is no evidence that Employee # 16 accurately
caompleted the "Pre-Admission Screening/Resident
Review to reflect the resident ' s history of
Inteliectual Disability.

A face-to-face Interview was conducted with
Employee #16 in response to a query regarding the
Resident #2268 ' s PASRR screen. He/she

FORM CMS-2567(02-89} Previous Versions Obsolete Event 10: FL33 11 Fecility 1D: SIBLEY If cantinuation sheel Page 13 of 40
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Response to F309 #1 (483.25);
F 285 | Continued From page 13 F 285 . )
acknowledged thalt the assessment was not 1. There are no further corrective actions
accurate. Employee #16 acknowledged that he/she as the resident has been cfhscharged_to
was aware that Resident #226 had a positive the home. The RN/LPNs involved will
screen for intellectual Disabllity and that a level 2 be identified by 10/27/14 and counseled
screen was not conducted, A reguest for a level 2 by the Director of Nursing (DON) by
screen through the Department of Disability 1111214, 11/12/14
Services (DDS) was initiated by an outside social 2. Other residents having the potential to
seivice agency. The Level Il assessment was be affected by the same deficient
pending. practice will be identified through 20
random audits per month, for four
Facility staff falled to ensure that the months, of staff involved.
"Pre-Admission Screen/Resident Review was 3. The following systemic changes will be
accurately completed for Resident #226. The record put in place to ensure the deficient
was review September 10, 2014. praciice will not racur:
a.  Wound Competency for
individual RN/LPNs involved by
11112014, i i
F 309 | 483.25 PROVIDE CARE/SERVICES EOR F 309 b. Decumentation workshop to
88=G | HIGHEST WELL BEING include wound consult and
) . wound documentation for all
Each resident must receive and the facllity must RN/LPN staff by 11/12/14. 11/12/14
proylde the necessary care and serviges to attain or 4. Two Quality Compliance Coordinators
maintain the highest practicable physical, mental, will monitcr performance through
and psychosocial well-being, in accordance with the monthly random audits. Staff will be re-
comprehensive assessment and plan of care. educated if non-compliance s found.
The qualily assurance process will be
utilized to maintain and sustain 90% or
above compliance. The findings will be
This REQUIREMENT is not met as evidenced by: presented at the quarterly meeting of the
Renaissance Compliance & Quality
Assurance Committee,
5. The corrective action will be completed 11/12/14
Based on record review and staff interview for six on or by 11/12/14.
(6) of 21 sampled residents, It was determined that
facility staff failed to provide the necessary care and
services to ensure residents attain or maintain the
highest practicable well-being as evidenced by
failure to promote wound healing for one 1)
resident with altered skin integrity that progressively
worsened and
FORM CMS-2567(02-99) Previous Versions Obsolele Event [D:FL3311 Feelity ID: SIBLEY If continualion sheet Page 14 of 40
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developed into a pressure ulcer; failed to clarify
physician orders to include the dose for
administration of supplements for four {4) residents
and failed to administer insulin In accordance with
physician orders for one (1) resident. Residents' #
258, 29, 273, 279, 280, and 281.

The findings include:

1. Facility staff failed to Implement necessary care
and services when Resident #258 was assessed
with impaired skin integrity. Licensed nurses applied
skin harrier cream and falled to notify the medical
team for approximately two (2) waeeks as the
resident ' s altered skin progressively worsened.

A review of the clinical record for Resident #258
revealed the resident was admitted on August 4,
2014, According to the physician ' s History and
Physical (H&P} examination dated August 4, 2014,
the resident was admitted post acute hospitalization
secondary to a chief complaint of " weakness " and
new diagnosis of neoplasm of the brain. Admitted to
[skilled nursing facliity named] on " August 4, 2014
for rehabilitation with PT/OT [physical and
occupational therapy] and to start chemotherapy
and radiation therapy in 2 weeks ... "Additional
diagnoses included Hypertension, Depression,
Gastroesophageal Refiux Disease, and Seizure
precautions. The section of the H&P labeled 'Skin'
read, "no rashes or lesions noted."

A review of the admission Minimum Data Set (MDS)
completed August 15, 2014 [ARD date August 11,
2014] revealed Resident #258 was coded as " 12"
under Section C, Cognitive Patterns, indicative that
the resident was
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moderately impaired cognitively. Under Section G,
Functional Status, the resident was coded as
requiring extensive assistance for bed mobility,
transfer, locomotion and bathing. He/she was coded
as frequentiy incontinent of bowel and bladder in
Section H and the areas designated to identify skin
alterations under Section M, Skin Conditions
remained blank, indicative of no skin impairment,

The medical record (electronic health record)
revealed that Resident #258 was admitted with skin
impairment as noted in the following nurse ' s notes:

August 4, 2014 {(admission date) at 1606 (4:06 PM),
" sacral redness, barrier cream applied. "

August 4, 2014 1845 (7:45 PM), " blanchable
redness on sacrum, cream applied. "

August 5, 2014 at 8:30 AM, " redness to sacrum,
blanchable barrier cream applied "

August 8, 2014 at 10:00 AM, " applied barrler
cream to perianal and sacrum for redness “

There was no evidence that nursing staff fully
andfor consistently assessed the characteristics of
Resident #258's gkin impairment. There was no
documented evidence of an assessment of the size
(length, width and depth), type of tissue and
presence (or absence) of odor.

Nursing staff failed to notify the physician regarding
Resident #258 ' s skin impairment. A period of
approximately twe (2) weeks lapsed [August 4
through August 18, 2014] before a
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request for wound consultation was initiated. A "
barrier cream " was applied to the affected site for
approximately two (2) weeks without evidence of
effectiveness and the skin impairment progressively
worsened as evidenced by the following nurse ' s
notes:

August 6, 2014 16800 (4PM) " redness on sacrum;
turned every 2 hours "

August 7, 2014 9:00 AM "redness to sacrum area,
blanchable, barrier cream applied "

August 7, 2014 1940 (7:40 PM) "redness on sacrum
| barrier cream applied"”

August 8, 2014 11:53 PM " [Dr named] called
tonight due to patient complaint of burning
sensation while urinated, new orders given ” [Note:
physician telephone order 8/8/14 for urinalysis,
culture and sensitivity)

August 9, 2014 2100 (11 PM) "bruising rashes in
the groin area. Barrier cream applied at sacral area

August 9, 2014 1900 (7PM) " stage |l pressure
ulcer on midline sacrum "

August 14, 2014 7:05 AM " Rash "

August 14, 2014 2311 (11:11PM) " rash sacral area
August 17, 2014 4:33 PM " developed a stage two
Decubitus to sacral with measurements of % x %

cm and ¥ cm deep. Applied Mepilex to area and
ordered a wound consult. We need to order
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a speclal maltress and aggressively do our turn and
repositioning every 2 hours. *

August 17, 2014 1900 (7PM) " excoriation, severe
redness to anal area "

August 18, 2014 7:12 AM " sacral decub is getting
better, chart checked "

August 19, 2014 7:21 AM " redness at sacral and
perineal area "

August 21, 2014 7:18 AM " [relative named]
verbalized concerned about [him/her] condition
...[he/she] is out of it ...[resident] is sleepy and not
eating and drinking. The nurse have noticed
patients poor appetite and difficulty of drinking thin
liquid. Patient was constantly coughing when water
given ...notified doctor ... "

August 24, 2014 8:38 AM " . perineum Is red with
rash, sacrum stage 2 measuring 1.0 x 0.8 cm, it is
red, treatment applied ... "

August 30, (12M) " sacral stage 1 perineal
excoriation "

The wound specialist consultation was conducted
on August 21, 2014 and the following was
determined:

Notes recorded by Wound Care Nurse:

August 21, 2014 6:21 PM [wound speclalist initial
consult] " requested to see patient by staff for
assessment of redness to buttocks and giuteal cleft
...skin Is red on both buttocks with mild skin
denudement ...indicative of a yeast infection. In
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addition, the patient has a small 1.0 x 1.0 cm open
area in upper gluteal cleft which is moisture
assoclated skin damage (MASD) due o patient's
incontinence. This is not a pressure ulcer...apply
Nystatin powder to yeast infection on medial
buttocks and perineal area ...apply silver powder to
small wound due to MASD and cover wth Calazime
skin barrier cream light coating only .... " [SIC]

August 25, 2014 5:34 PM (4 days post initiation of
treatment) [wound specialist] " follow-up wound
care to perineal yeast rash ...the rash at the
perineum, groins and inner are improving. Skin is
less red, some peeling skin. The erosion on the
sacrum is smaller ... " [SIC]

September 4, 2014 2:36 PM [wound specialist]
follow-up perineal yeast rash and erosion on
sacrum ...the yeast rash and redness has improved
by about 50%. There are soma redness and rash at
the inner thigh, groins, sacrum and buttocks ... "
[siC]

A face-to-face interview was conducted with the
Employee #14 (wound care nurse) on September
11, 2014 at approximately 2:00 PM. He/she stated
that the initial wound specilalty consultation revealed
the resident had a yeast infection of the perineum
and buttocks and Nystatin [antifungal (yeast)
medicalion] was recommended. Follow up
assessments revealed the affected areas were
improving. An assessment of the site on September
11, 2014 revealed the site at the gluteal cleft was
now a stage 2 Pressure Ulcer and treatment
recommendations were made to the physician.
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According to physician ' s orders, Resident #258 ' s
medication regimen included but was not limited to
the following:

August 16, 2014 Radiation therapy [outpatient]
Mondays, Wednesdays and Fridays

August 21, 2014, Nystatin 100,000 unit/gram
powder; apply 3 times daily for " rash " to buttocks,
sacrum and inner thigh, then apply a thin layer of
calazime cream [skin barrier cream) to seal in the
Nystatin powder

The record revealed that Temodar 100mg dafly
[antineoplastic agent - oral chemotherapy] was
included in the resident's medication regimen during
the period of August 13, 2014 through September 5,
2014,

According to Nutrition notes, Resident #258
sustained significant weight loss and poor appetite
as evidenced by the following:

Initial nutrition assessment dated August 16, 2014
read, " patient with 4 pound weight loss from 8/4/14
to 8/13/14 ...suboptimal oral intake related to
exhaustion ...recommendations, feeding assistanze,
Ensure complete tid [three times daily] "

Successive nutrition notes dated August 20, 27,
September 3 and 8th included assessmants,
interventions and physician notification regarding
the resident's nutritional status.

The nutrition note proximal to the record review
read as follows: Nutrition Follow-up, September 8,
2014, 3:43 PM " patient with 14 pound weight
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