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On 57132004, the Department of Health received
notice of Client #1's death. The information
obtained revaaled that on 4/2/2008, Client #1 was
| hospitalized due to unresponsiveness. Client #1

| was transported to the Emergency Room (ER)
and was admittad for emergent care, Client #1
passed away on the morning of 5/13/2008. The
causa of death remains unknown to date. Upon
her admission to Metro Homes on 3/3/2008,
Client #1 was diagnosad with the following
medizal conditions:

ShdL VvV Z2-0 ul

Congenital heart disease (mitral valve), VSD,
HBYV carrier, S/P Mastoidectomy 1986, BL
Cataracts, abnorma! gait, B/l. Pas Planus,
Seborrheic dermatitis, Scoliosis, Chronie Ctitis
Media, Severe Esophageal Motility D/O, H/Q
silent aspiration, Onychomychosis, S/P ‘
Blephavitfs, H/O Left knee celluiitis, Subluxation
deformity of the ieft thumb, S/P polyectomy,
Osteoarthritis, Myopia, miid Hyperprolifarative
bone marrow, H/O Macrocytosis, Leucopenia
right thumb fusion, Athlete ' s foot, recurrent UTI,
Hypokalemia.

Due fo the nature of this incident, an on-site
investigation was initiated on 5/22/2008. At the l
conclysion of the survey, there were evidence
and imcidental findings to support that the facility
was out of compliance with a few standard leval
regulatory requirements. The dsficlencles
identified in this report wears based on interviews
with the nursing staff, management staff, diract
care staff and record reviews. The findings were
alse basaed on a review of the clinical and medical
records as well 2 review of thé unusual Incident
reparts,

W 104 | 483.410(z)(1) GOVERNING BODY W 104

CTOR'S OR PR?A‘DERISUF’ (%6} DATH
‘,-—'

other aafeguards provide sufficlent protection to tha patient. (Swe instruclions.) Excapt for ruraing homes, the findings stated above are diseinsatle 90 days
fallowing the date of survay whather o not » plan of comection g pravided. Fer nursing homes, the above findings and plana ot correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is nequisite ta continueg
program participation.
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This STANDARD is not met as evidenced by;
Based on staff interview and racord review the
facility failed to ensure changes to their policies to
address medical provisions that would ensure
¢lients health and safety.

The finding includes:

Client #1 was admitied to the facility on 3/3/2008
without @ complete medical history being made
availabie. Apparently, Client #1 ' & medical
history was tater found to inciude the diagnoses
of MRSA. It is not clear axactly when the facility
received this information, but preventive
Mmaasures were enacted to ensure the health and
safety of the remaining residents in 5/22/2008
and all residents were tested for and found
negative of MRSA. On §/22/2008 at 1:23pm, the
facility' s Qualified Mental Retardation
Profassional (QMRP) revealed the policles were
being revised to address the MRSA problem and
to ensura that thege assessments for
communicable diseases could be addressed prior
to admission. The facility conducted an internal
investigation into the situation on 5/19/2008 and
cancluded:

" Mairo Homes shouid amend or modify its
Admission Polley to include that all individuais
transferred diractly from long term care at
hospitals and nursing homes are testad for
MRSA. In order to treat individuals immediately

and prevent infestion of others, "

from Providence Hospital in
regards to the MRSA episodes
with hospitalized clients.

On 6/25/08 we received
confirmation that Providence
Hospital had instituted a

- MRSA screening Policy for all
in patients.

The Agency has now
amended its admission policy
to include the MRSA
screening.

See attached Providence
Hospital Policy and Metro
Homes policy.
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The governing body must exarcise gsneral policy, w104
budget, and operating direction over the facility. 6/25/08
: The Agency was in
conversation with RN
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A secondary interview with the facilty ' s
Ragisterad Nurse Supervicor on 5/30/2008
revealed that the changes in the admission policy
to addrass MRSA and other communicable
diseases were still pending. Additional record
review on 5/30/2008 revealed that all five of the
remaining residants were testad on 5/22/2008 for
MRSA and were tested to be negative.

Thers was no evidencs presented or on file at the
time of survey o substantiate that the policies
were amended as racommended to ensure the
health and safety of its residents.

W 189 | 483.430(2)(1) STAFF TRAINING PROGRAM W 189
The facility must provide each employae with W 189 6/25/08
initial and continuing training that enablas the
eMmpiloyse to perform his or her duties effactivaly, All clients who are
sfficiently, and competently. wheelchair bound or who
.| havean unsteady gait have a
This STANDARD is not met as evidencad by fall assessment completed.
Based on staff interview and record raview, the
facllity failed to ensure staff was effectively The HMCP reflects the
frained to ansure client’ s health and safety as preventive measures to be

outlinad in their habilitstion plans. [Client #1] taken for falls. The staff are

The finding inctudes; trained on each individuals
fall protocol.

Interview with the Quaiified Mental Retardation

Professional (QMRP), House Manager (HM), and s

direct care staff on 5/22/2008 revealed Client #1 gee attached training on Falls

sustained a fall from her wheelchalr on 3/26/2008. rotocol.

Retord raview on 5/22/2008 reflectsd this event
did occur @s gamered during the interviews.
Additional record raview revealed the facllity failed
to ensure that ali staff had recaived training on
Client#1 ‘s " Fall Prevention Protocol * prior to
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Staff must be able to demonstrate the skills and
techniques necessary to implemant the individual
program plans for each client for whom they are
responsible.

This STANDARD is not met as evidenced by:
Based on etaff interview and record review, the
facility faled to ensura s staff was capable of
implementing prevantive measures to protect
client ' s health and safely as outlined In the
habilitation plan for one of five clients residing in
the facility. [Client #1]

The finding includes;

Record review on 5/22/2008 and again on
5/30/2008 revealed Client #1 was diagnosed to
have Osteoporosis and Osteopenia. Agditional
record review revaaled Client #1 sustained 4 fall
from her wheel chair on 3/25/2008. intarview with
the facility ' s House Manager (HM) on 5/22/2008
revealed she was in the dining area when she
heard Client #1 fall in the living room. Both she
and the incident report indicated a piliow was
plmced in front of Client #1 ' & chairas a
praventive measuras prior to the fall. It must be
nated, the facllity ' 5 main floor is hardwood and it
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her fall. In addition, the facility failsd to ensure
that all staff received fraining on said protocol
after the incident as wall. There was no evidence
on file or prasented at the time of survey to
substantiate that the facility employed effective
staff training measures to ensure Cliant #1 ‘s
health and safety with regards to fall prevention
prior to the occurrenca of the incident. [Cross
Refarenca W249)
W 194 | 483.430(e)(4) STAFF TRAINING PROGRAM W 194

W 194

The client was not sitting in
her wheelchair and was not
alone during the time of the
incident. She was sitting in a
regular single seated sofa and
was being assessed by the
Speech Therapist during the
time of the incident. The
client had a bed standard size
pillow placed in front of her
when she was seated in the
sofa. She did not have a fall
but rather slid onto the floor
from the 1.0 foot high sofa
chair, which belonged to the
client, and landed on the
pillow. She sustained no
overt injuries and proper
protocol was followed after
the incident.
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| DISCHARGE

| A preliminary evaluation must centain background

information as well ag currently vaild
dssessments of functional developmental,
behavioral, social, health and nutritional status to
determine ¥ the faciiity can provide for the olfant's
needs and if the client is likaly to banefit from
placement in the facility.

This STANDARD Is not met as evidenced by:
Based on staff interview and record review, the
facility failed to acquire all pertinent madical
records prior to admitting a client for care. [Climnt

#1]
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W 184 | Continued From page 4 W 194
is not clear how large & pillow was placad in front .
of Glient#1 ' s ehalr. Furthar record review The Incident Management 6/27/08
revealed Client #1 was provided with a * Fall Coordinator fajled to
Pravention Protocol * [FPP] to prevent such an intervi
event. The document outlines that : erv1e.w the Speech
Therapist or get her
"Stalf will assist her to sit in her chair only If statement.
somecne is sitfing next to her for as long as she
is in the chair. A plliow is advisable to ba placed In the future the IMC will
at the foot of her chair when she is in it ... Staff - .
will assist har to sit in her wheelchair and ens.ur(.e all persons witnessing
ensuring that her brakes are put on and off an incident are adequately
appropriately and the streps ara fastsned Interviewed and appropriate
whenever she is in the wheeichair. " statements are written to
The facility conducted an internal investigation reflect actual facts,
inte the fall and recommended that staff be
retrained to implement the FPP, but failed to See attached Speech
clarify or address why Client #1 was [eft alone in Therapist’s statement
the living room or if har “ straps * were property
employed when she was sitting in the chalr prior
to har fall,
. W 200 | 483.440(b)(3) ADMISSIONS, TRANSFERS, W 200
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The finding includes:
Interview with the facility ' s Licensed Practical W 200
Nurse on the afterncon of 5/22/2008 raveaied she 6/28
was not awara Cliant #1 had a history of selzures _ /28/08
prior to her admission on 3/3/2008. Furthermore, At the time of the admission
@ secondary interview with the facility ' s the DON and the Vp of
Registered Nurse {RN) Supervisor on the 0 ;
aftsmonn of 5/30/2008 supportad the original peratlon.s had.a
finding. According to the RN Supervisor, the - conversation with the
facility did not raceive Client #1 ' s hospltalization dlschargmg Physician from
records until several weaks after her admigsion her previous agenc
{delivery date unknown). The Registered Nurse ’p He abs Igt i o ?’ 4
(RN) recalls that the only document provided to : Solutely refute
the facllity at the time of admission were the the diagnosis of seizure
discharge documentation from the hospital she disorder although the ER had
was being released from. She further indicated menti : . -
the medical racords that were transferred with 8/03 %I;Ed iton 2 occasions -
Gilent #1 were sparss and incomplete at best /03/07 and 12/25/07.
Record review on 6/22/2008 revealed Cliont #1' ¢ .
admission dacuments did not refiect that she had The Primary Care Physician
a history of seizure/seizure disorder. In addition, would not confirm the
the most recent Physician ' s Order Sheet dated di ; . .
5/2008 also did not list Seizure and/or Selzure ﬁ;?g};os's of Seizure Disorder
Disorder as part of Client #1 ' s medical profile. A 1 she was seen and
secondary record review was conducted on diagnosed by a Neurologist.
5/30/2008 and addltional documents were However he deferred a
provided at that time. Tha documents that were neurology consult h
presented revealed that " shortly after her &y consu as she had
admission to Providence Hospital [Client #1] 1o neurological deficits seen,
experienced an onset of sel2ure activity. * The Hence the diagnosis and
resulting findings and tests resulted in * [Client treatment ;
#1] being prescribed Kepra 250 mg IV BID * per on th E V|.re.re not included
the recommendation of the attending Neurclogist € physicians order
at Providence Hospital. Other hospitalizations on sheets.
record reveal the following redical history:
1. 12/26/2007 - Hyperkalemia and seizure
FORM CMS-258¥(02-89) Previous Veraions Obsoiste Event [D:8KH111 Faciikty 1D; 00G214 IF ¢ontinuation shaet Fage 8 of 10
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W 200 | Continued From page 6 W 200
activity ‘
2. 12/16/2007 - Treated for alterad mental
status.

3. 11/05/2007 - Treated for Urinary Tract
Infection (UTT),

4. 0B/03/2007 - Treated for Hypokalemia, UTI
and for seizure activity.

ltis not clear if Client #1 ' s hospitalization on
4/2/2008 was related to her fluctuating Potagsium
levels, selzure activity or bath, |t Is also not clear
if the facllty was aware of Client #1 having a
history of fluctuating mineral levels and seizures
prior to admission. What waes ascertained was
that the medical racords wers Incomplete and the
facility did not have a clear picture of Client#1's
health at the time of admission and was only
providing care based on the information they had
on record at the time:. [Cross Refarance W104]

W 322 | 483.460(a)(3) PHYSICIAN SERVICES W 322 W 322
' 6/25/08
The facility must provide or obtain praventive and After the fall the Primary -
general medical care, Care Physician did not order

any radiological services as

the client did not fall byt slid
This STANDARD is not met as evidenced by: unto the piliow on the floor. |
Based on staff interview and record review, the She did not sustain any

facility failed to ensure the proper and necesseary s /
medical follow-up to ensure a client’ & health and Injuries and the PCP did not

safety, recommend radiology.
The finding includes: The PCP did however order 3
wheelchair assessment anda

Record review on 5/22/2008 and again on
5/30/2008 revealed Client #1 has been diagnosed
to have Osteoporosis and Osteopenia. Additional
record review revealed Chient #1 sustained a fali
from her wheel chair on 3/26/2008. Intarview with

chest harness.
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the facillty ' s House Manager (HM} on 5/22/2008
revealed sha was in the dining area when she
heard Client #1 fall in the iiving room. At that
time, staff rushed to her aid %o check on her
condition, notified the nurse on duty and Client #1
was later assessed to ba withaut injury. Both the
House Manager (HM) and the incident report
detailad that 2 plllow was placed in front of Cllent
#1 " s chair as a preventive maasure prior to the
fall. it must be noted, the facility ' s main floor is
hardwood and it is not clear how large a pillow
was placed in front of Client #1 ' s ehair. Further
record review revealed Client #1 was provided
with a " Fall Prevention Protocol " to prevent
such an event The facility conducted an internal
investigation info the fall and conciuded MClisnt .
#1) may have benefited from Radiclogical
services immediately foliowing her fall out of her
wheelchair on March 26, 2008 given her severe
Osteoporosis and Ostsopenia” There was no
avidence prasented or on file at the time of
inspaction 10 substantiate that given the knawn
diagnosis of Osteoparosis / Osteopenia, the
medical team took preventive measures to
ensure and validate that she was without injury,
In addition, the recommendation for radiclogical
services after the fall to ensure that this client ' s
health and safety was intact was never
completed.

W 341 | 483.480(¢)(5)(i)) NURSING SERVICES W 341

Nursing sarvices must include implementing with
other members of the intsrdisciplinary team,
appropriate protective and preventive health
measures that include, but are not limited to
control of communicable diseases and infactions,
including the instruction of other personnel
imathods of infection contral,
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Further staff interview revaaled the facllity ' s

manapge and care for cliants who have been
diagnosed with having communicable diseases.
[Climnt #1]

The finding includes;

Interview with the fachity * s Registerad Nurse
Supervisor on 5/30/2008 revealed Client #1 was
admittad to the facility without a complete medical
history being made availabie, Client#1's
medicat history was later found to include tha
diagnosaes of MRSA,

It is not clear exactly when the facility recaived
this information, but the RN Supervisor stated that
praventive measures were enacted to ensure the
health and safety of the remaining residents and
2ll clients were testad for MRSA on 5/22/2008
and were found to be negative,

policies were in process of being revised ko
inciude the management of MRSA. Addttional
record review révealed the facilty did not train
staff when they received notification that Client #1
was diagnosed with MRSA, nor have they trained
staff to date to manage Individuals who may have
or are diagnosed with having MRSA. A final
interview with the facility ' s Registered Nurss
Suparvisor on 5/22/2008 at 2:27pm reveaied "
only the nurses [were] responsible for caring for
that skin condition " . In addition, she stated that
staff was trained to address that preblem, but.tha
avidence of the training was with the formar
Quaitfied Mental Retardation Professional

hospitalized in each facility.
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This ETANDARD is not met a5 evidencad by
Based on staff interview and record review, the W 341
facility failed to ensure staff was trainad to :
Y 6/2/08

The Agency nurse was made
aware of the MRSA diagnosis
on 5/2/08. All clients were
tested for MRSA and found to
be negative; therefore there
was no training for MRSA
done for the staff,

In the future the agency RN
will ensure that MRSA
training is completed for all-
clients who have been
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{QMRP) who was no longer employed by the
company, There was no evidance on file or
presented at the time of survey to substantiate
that staff were trained to manage MRSA,
*
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1000, INITIAL COMMENTS 1060

On 5/13/2008, the Department of Health received
notice of Resident #1's death. The information
obtained revealed that on 4/2/2008, Resident #1
was hospltalized due to unresponsivaness.
Resident #1 was transported to the Emergency
Room (ER) and was admitted for emergent care.
Resident #1 passed away on the moming of
§/13/2008. The cause of death remains unknown
to date. Upon her admission to Meiro Homes an
3/3/2008, Resident #1 was diagnosed with the
following medical conditions:

Congenital heart disease (mitral vaive), VSD,
HBV carrier, 5/P Mastoidectomy 1986, B/L
Gataracts, abnormal gait, B/L Pes Planus,
Seborrheic dermatitis, Scoliosis, Chronle Ofitis
Media, Severe Esophageal Motility D/O, H/O
silent aspiration, Onychamychosis, S/P
Blapharitis, H/O Left knee celiulitis, Subluxation
deformity of the left thumb, S/P polyectomy,
Osteoarthritis, Myopia, mild Hyperproliferative
bone marrow, H/Q Macrocytosis, Leucopenta
right thumb fusion, Athlete ' s foot, recurrent UTI,
Hypokalemia.

Due to the nature of this incident, an on-site
Investigation was initiated on 5/22/2008. At the
canclusion of the survay, there were svidence
and incidental findings to support that the facility
was out of compliance with a few standard level
regulatory raquirements. The deficiencies
ldentified in this report were basad on interviews
with the nursing staff, management staff, direct
care staff and record reviews. The findings were
also based on a reviaw of the clinical and medical
records as well a review of the unusual incident
reports. .
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Continued From page 1
3510.3 STAFF TRAINING

Thara shail be continuous, ongoing in-serviee
training programs scheduled for all personnel.

This Statute is not met as evidenced by:
Basad on staff interview and record review, the
facility falled to ensure staff received training to
ensure resident ' 5 health and safsty as outlined
in their habilitation pians. [Resident #1]

The finding includes:

The facilty falled to ensure its staff was prepared
and trained to manage communicable dissases.
[Reference 3510.5(c)]

3510.5(c) STAFF TRAINING

This Statute is not met as avidenced by:
Basad on staff interview and record review, the
facility failed to ensure staff was effactively
trained to manage communicable diseases.
[Raszidant #1]

The finding includes:

Interview with the facility ' & Registered Nurse
Supervisor on 5/30/2008 revealed Resident #1
was admitted to the facility without & complete
medical history being made avallable. Resident
#1' 5 medical history was later found to include
the diagnoses of MRSA,

i ItIs not clear exactly whan the facility received
this information, but the RN Supervisor stated
that preventiva measures were enacted to ensure
the health and safety of the remaining residents
and 21l residents were teated for MRSA an

1222
[222

1226

1222
referto W 341

1226
Refer to W 341

Heazlth Ragul

fation Administration

STATE FORM

BKH111

¥ ambinuation sheet 2 of &




06/25/2008 06:08 FAX 2024429430 HRA i@o16/021

PRINTED: 06/25/2008
FORM APPROVED

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA TP N (%3) DATE SURVEY
AND PLAN OF CORRECTION &0 IDENTIFICATION NUMBER: 02) MULTIPLE GONSTRUCTION COMPLETED

A BUILDING
b, wing
HFDO3-0227 03/30/2008

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE

5701 14TH STREET, NW
METRO HOMES, INC WASHINGTON, DC 20011

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION £8)

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE CoNPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE

DEFICIENCY)

1226] Continued From page 2 226
 5/22/2008 and ware found to be nagative,

Further staff interview reveslad the faciifty ' s
policies were in process of being revised to
include the management of MRSA. Additional
record review revealed the facility did not train
staff when they received nofification that Resident
#1 was diagnosad with MRSA, nor have they
trained staff to date to manage individuals who
may have or are diagnosed with having MRSA. A
final interview with tha facility ' s Registered
Nurse Supervisor on 5/22/2008 at 2:27pm
revealsd " only the nursas [were] responsible for
caring for that skin condition " . In addition, she
stated that staff was frained to addrass that
problem, but the evidence of the tralning was with
the former Qualified Mantal Ratardation
Protessional (QMRP) who was ho longer
employed by the company. There was ro
evidence on file or prasanted at the time of
survey to substantiate that staff were frained to
manage MRSA.

1 310 3516.1 ADMIT, TRANSFER, DISCHARGE: 1310
GENERAL PROVISION

Each GHMRP shail have written policies, which
clearly dascribe its admission, transfer and
digcharge criteria and procedures.

This Statute is not met as evidenced by:

Baged on staff interview and resord review the
facility failed to ensure changes to their policies to
address medical provisions that would ansure
residents heaith and safety.

The finding includes:

Resident #1 was admittad to the facility on

: 3/3/2008 without 2 complete medical history
Health Regulation Administration

STATE FORM . b GKH111 Heortinuation shest 3 of 8
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1310| Continued From page 3 1310
belng made available. Apparently, Resident #1'
5 medical history was later found to include the
diagnoses of MRSA. ltis not clear exactly when 1310 6
the facllty received this information, but /25/08
praventive measures were enactad to engure the ! ‘
health and safety of the remaining residents in The Agenc‘:y was_ n
£/22/2008 and all residents were tasted for and conversation with i
fo;gd nagative of MRSA. On 6/22/2008 at from Providence Hospital in
1:23pm, the facility ' s Qualificd Mental re ;
Rstardation Professional (QMRP) revealed the %ﬁf S to thﬁ MRSA episodes
policies were being revised to address the MRSA with hospitalized clients.
problem and to ensure that these agsassments .
for communicable diseases couid be addressad On 6/25/08 we received
prior to admisslon, The facility conducted an confirmation that Providence
Internal investigation into the situation on i incti
5/19/2008 and concluded: Hospital has instituted a
MRSA screening Policy for all
" Metro Homes should amend ar modify its in patients.
Admission Policy to include that all individuals
transferred directly from long term care at The Agency has now
.haspitals and nursing homes are tested for it fegi
MRSA. In order to treat individuals immediately an;?nded.lt s admission
and prevent infection of cthers. * policy to include the MRSA
screening,
A secondary Interview with the facllity ' s
Registerad Nurse Supervisor on 5/30/2008 .
revealed that the changes in the admission policy See attached Providence
to address MRSA and other communicable Hospital Poli dM
diseases were still pending. Additional record H YLy and Metro
raview on 6/30/2008 revealed that all five of the omes policy.
remaining residents were tested on 5/22/2008 for
MRSA and ware tested to be negative.
There was no avidence presented or on file at the
time of survey to substantiate that the policies
were amended as recommended 1 ensure the
health and safety of ita residents,
1322 3517.3 ADMISSION POLICIES PROCEDURES {322
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facility failed to acquirs all pertinant medical
records pricr to admitting a resident for care.
[Resident #1]

The finding includes:

Interview with the facility ' s Licensed Practical
Nurse on the afternoon of 5/22/2008 ravealed
she was not aware Resident #1 had a history of
seizures prior to her admission on 3/3/2008.
Furtharmore, a secondary interview with the
facliity * & Ragisterad Nurse (RN) Supervisor on
the aftemoon of §/30/2008 supported the criginal
finding. According to the RN Supervisor, the
faciiity did nof recaive Resident#1°'s
hospitaiization records until several waaeks after
her admigsion (delivery date unknown), The
Registered Nurse (RN) recalls that the only
document providad to the facility at the time of
admission were the discharge documentation
from the hespital she was baing released from.
She further indicated the madical records that
were transferred with Resident #1 were sparse
and incomplete at best.  Record review on
5/22/2008 revealed Resident #1 ' 5 admission
documents did not reflect that she had a history
of seizure/seizure disorder. in addition, the most
racent Physician ' s Order Sheet dated 5/2008
also did not list Seizure and/or Seizure Disorder
as part of Resident #1 ' s medical profile, A
secondary record review was conducted on
5/30/2008 and additioral documents wera

i) 1D SUMMARY STATEMENT OF DEFICIENCIES [} FROVIDER'S PLAN OF CORRECTION S)
PREFIX (EACH DEFICIENCY MUSY BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETE
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1322} Continued From page 4 1322
Each GHMRP shali obiain from the rasident,
SPONSoring agency or guardian, as appropriate, 1322
information about any known health problems 6/28/08
communicable disease of a resident upon his or At the time of the admission
her belng admitted or readmitted. the DON and the VP of
This Statite Is not met as evidenced by: Operations had a
Based on staff interview and record review, the conversation with the

discharging Physician from
her previous agency. He
absolutely refuted the
diagnosis of seizure disorder
although the ER had
mentioned it on 2 occasions -
8/03/07 and 12/25/07.

The Primary Care Physician
would not confirm the
diagnosis of Seizure Disorder
till she was seen and
diagnosed by a Neurologist,
Hence the diagnosis and
treatment were not included
on the physicians order
sheets.
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Continued From page 5

provided at that timé. The documents that were
presented revaaled that " shortly after her
admission to Providance Hospital {Resident #1] -
exparienced an onset of seizure activity. " The
resulting findings and tests resuted in "
[Rasident #1} being prescribed Kepra 250 mg IV
BID ™ per the recommendation of the attending
Neurologist at Providence Haospital. Other
hospitalizations on record reveal the following
medical history

1. 12/25/2007 - Hyperkalemia and ssizure
activity

2. 121M€&/2007 - Treated for aitered mental
status.

3. 11/05/2007 - Treatad for Urinary Trect
Infection (UTI). .

4. 0B8/03/2007 - Treated for Hypokalemia, UTi
and for seizure activity.

It is not clear if Resident #1 ' s hospitaitzation on
47212008 was related to her fluctuating Potassium
| levels, sefzure activity or both. It s also not clear

if the facility was aware of Resident #1 having &
history of fluctuating mineral levels and saizures
prior to admission. What was ascertained was
that the madical records were incomplete and the
faciiity did not have a clear picture of Resident #1
' § health at the time of admission and was only
providing care based on the information they had
on record at the time. [Cross Raference \W104)

3517.8 ADMISSION POLICIES PROCEDURES

Fach GHMRP shall secure a physician ' s written
report of the health inventory, which shall provide
sufficient information cancerning the resident ' s
health including treatment, special diet, or
medication orders to enable the GHMRP to

provide appropriate services,

1322

[ 330
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Each GHMRP shall provide habliitation, training
and gesistance to residents In accordance with
the resident ' & Individual Habilitation Plan.

This Statute is not met as avidsnced by:

Based on staff interview and racord review, the
facility failed to ensure staff implemented
preventive measures as outlined in 1 residant ' 5
habilitation records to ensure & resident ' s heaith
and safety.

Tha finding includes:

Record review on §/22/2008 and again on
5/30/2008 revealed Resident #1 was diagnosed
to have Osteoporosis and Osteopenia. Additional
record review revesled Resident #1 sustained &
fall from her whee! chair on 3/26/2008. Intarview
with the facility ' s House Manager (HM) on
5222008 revealed she was in the dining area
when she heard Resident#1 fall in the living
room. Both she and the incident report indicated

The client was not sitting in
her wheelchair and was not
alone during the time of the
incident. She was sitting in a
regular single seated sofa
which was hers. The client
had a bed standard pillow
placed in front of her when
she was seated in the sofa.
She did not have a fall but
rather slid onto the floor
from the 1.5 foot high sofa,
and landed on the pillow. She
sustained no overt injuries
and proper protocol was
followed after the incident.
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1330 | Continued From page 6 1330
This Statute is not met as evidenced by;
Based on staff intarview and record review, the
facility failed to acquire all pertinent madical
records prior to admitting & resident for care and
failad to address a resident’ s history of seizure
activity. [Resident #1]
The finding incudes:
The facility failed to ensuré that a full and
completa health Inventory included Resident 21
& history of seizures / seizure activity. The
diagnosis was neither addressed and/or treated 6/27/08
for. [Reference 3517.3]
1422
14221 3521.3 HABILITATION AND TRAINING 1422
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a pillow was placad in frant of Resident #1 The Incident Management
chair as a preventlve measure prior to the fall. It Coordinator failed to
must be noted, tha facility ' s main floor is interview the Spe
hardwood and it is not clear how large a pillow Therapist lt’he‘:h
was placed in front of Resident #1 's chalr, Pist or get her
Further record review revealed Resident #1 was statement.
provided with a " Fall Prevention Protocol "
[FPP] to prevent such an svent The document In the future the IMC will
outiines that ensure all persons witnessing
"Staff will assist her to sitin her chair only i an incident are adequately
gomaane is sitting next to her for as iong as she Interviewed and appropriate
i in the chair. A piliow is advisable to be placed statements are written to
at the foot of har chair when she is In it ... Staff reflect actual facts
will assist her to sit in her wheelchalr and '

' ensuring that her brakes are put on and off
ppropriately and the straps are festenad See atta'lched Speech
whenever she is In the wheelchair. " Therapists statement
The faciiity conducted an intemal investigation
into the faii and recommended that staff be
retrained to impiement the FPP, but falled to
clarify or address why Resident #1 was laft alane
in the living room or if her " straps " were
properly employed when shie was sitling in the
chair prior to her fall.
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