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TAG . DEFICIENCY]
L 000| Initial Comments L 000
An annusl llcensure survey was conijucted on )
August 29 through 30, 2007. The fcllowirg
deficiencies were based on obsarvations, record
reviews and staff Inlerviews. The stimple
Included 11 residents based on a c3nsuys of 42
on the first day of survey and five (5} L051 3210.4
supplemental reslderts. NURSING FACILITIES
. . : 1. Comprehensive care plans are developed for all
. L 054 - residents ort the SNF. During the recent survey, 4
L 051| 3210.4 Nursing Facilities phroblem are_s; was ||der|1tlfled that has beton cited In
. ) ' this feport. Tha followlng blan of cortection
A charge nurse shall be responsible for the addresses It '
follawing: Findings for reslderit #11:
. . ) 1. Thera ls no further corrective action for resldeﬂt 7118197
(a)Making daily resldent visits to asiiess physical _ #; 1, who has been discharggd ftrom this facliity. .
us and implemeanting ah 2. The care plans for other resldents having the o/12/07
and 'em:ﬂznalns?r:tew gntionP ¢ g any potsntial to be affectad by the same daficlent
required nursing : practice were reviswed and revised
. accordingly.
{b)Revlewing medication records for 3. The following systemic changes will be put in 10M12/07
completeness, accuracy in the tranticription of ‘ Rlace to ensure the deficlent practice will not
. i recur;
phys!cwfn orders, and adherences t stop order o The DON and/or hie/her designee will
palicies; continua to monltor all occurrehce
reports related to resident falls 8h an
(c)Reviewing resldents’ plans of cale fgr | X??r?lngn'lmu?h o ch
2 revisin [} ® timo of the occurrenca, tha charge
taf propriate %Oil.s and approaches, an 9 «  hurse and the rasldent's nurse will
€m as needed, Immediately reviss and/or amerd the
N resident's care plan and update the
(d)Delegating responsibility to the nursing Ztafftsfor appr:’dprlate documentatlon In the clinica
i i of Ific resldents; record.
direct resident nursing care of spec ' a  The MDS Coordinator will tevise the
. i current *high rlek for falls” and the
(e)Supervising and evaluating each nursing “potential for injury, related to history of
employee on the unit; and falls” care plans.
. o~ The DON ankd MDS Coordinhator will
: : o : provide addltiona tralning for tha nurs|
(HKeeping the Director of Nl;Jrthnéai .seglces ?r his BN et ol tralning for mmﬂngsg
~or her desigriee Informed about trie status o fevising and/or amending care pians for
residents. resldents at risk for falling. This will alsg
This Statute is not met as evidenc :d by; inctude :etachlnugﬂ h?l lt:poréanoe of
. , fi appropriate nolificatlon an
Based on record reT'%w aqg staff ': ‘gewéew1 ')Jr documentatlon In the clinlcal record.
one (1) of 11 sampled residents aid one ( o The interdisclplinary cara planning team
supplemental resident, It was determined that the «
" . . -A;FJ
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for proper use of appliance -attentinn to safely;
Move resident closer to nurses' station and apply
bed check alarm Increase diverslol gl actlvities; -
rnonitar labs as ordered; notify MD to modify
treatment including appropriate medication
interventlon; educate and engage resident and
family in all aspects of the fall protucdlsasety

put In place to ensura the deflciant practice

doss nol recur:

o  The staff will monitor tha madicatlon
adininistration record and physiclan
orders te onsure medications, strength
and dossages are lranscribed per
physiclan ordats,

o The duallty monitotlhg toal for atght-hour
and 24-hour chart check compllance will

SUMMARY STATEMENT OF DEFICIEMCIES b PROVIDER'S PLAN OF CORRECTION [r'Ly)
éégpl& (EACt-lIJ DEFIGIENOYTMUST OE PRECEDEL: BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
TAG ° AEGULATORY OR LSC IDENTIFYING [INFCRMATION) TAG CROSB:REFERENCED TO THE APPROPRIATE DATI
DERCIENCY)
L 051| Continued From page 1 L 051 .
. . wlll discuss during their regular mestings
charge nurse failed to revise a care plan for any resident who has austalned a fall to
multipla falls with subseguent injury for ane (1) . ensurs that propat revislons,
reskdent and carrectly transcrible medication Bm@ﬂdmheﬂls- 8"6/;' c'ihgr;gt:r:h goals or
orders for one (1) resident. Reslden's #11 and ;ra':"i"” 98 are fefiacied In the care
JH3, ‘ o The DON will develop a mohitoring tool
to track cotnpllanca with this plan of
. correction revising or amehding the care
The findings Inciude: . . pl?ns for f?‘II risk at;d plotonﬂal for Injury
y . ralated to history of falls.
1. The charge nurse failed to revise a care plan o The fal isk assmssmtont scofing has
for multiple falls with subseduent injuties for been updated to further identify higher
Resident #11. risk resldents.
_ ] o Residents with a fall risk scora of 15-30
Resldent #11 was admitted to the facility on June pvbinsetulrive e et el
28, 2007 post fall at home and status post left hip ' o The DON/chargs nurse will monltor
hemiaithioplasty. . fooms to ehsure that resldents
gaslg:(?tad ashhlgh risk have thslr rooms
agged as high fall rsk.
The residents Intial care plan dated June 28, 4. The qusllty sasurance process wlll be utllized | 10/12/07
2007 included: "Problem High risk far falls- Goal: to malintaln and sustatn compllanca. The
Will not sustain any Injury from___, will not findlngs will be presented at the duarteHy
experleree fall due to___, and safaly wili be Auality Assurance meeting.
malntalned through ___." Responstis to these
dreas were blank, 2. The Renalssance SNF provides services that
meet professional standards of quallty. Durlng the
The interventions included: "Reoriént resldent to fgcegfti s;rt\;‘a);,ha ‘r'wrgbor o{tp:lolblrf_\s wartsrt The '
environment and use of call light; Relnfarce use wentited that have been clted In this report.
of call light and treaded shoes for ambulation; ' f°‘",°‘”‘“° plan of correction addresses them:
schedule toileting/bowel or bladder managetnent; Eindings for tesidant JHa:
30 minute hourly chacks If indicated; B/P[blood 1. There are no further corrective actions for 8/31/2004
| pressure] for postural hypotension, while sltting, :5:'?:35 ;Hii. who has been discharged from
Sta.mdmg ' Mng; Monitor for sync?p ¢ agitation, 2. Other rask'iunts‘ physiclan orders and. 10142/07
seizures bowel/bladder urgency: Kiep bed In madicatlon adrministratioh recotd have been
lowest position; Assist/supervise with mability or | checked and trahstribed corractly.
trans’ers; Pt (patient) consuilt if naided; Evaluate 3. The following systemlc changes have been 107112/07
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sustained no injury from the fall,

A nurse's note dated July 16, 2007 1)550 (5:50

| AM), documented "._.At 0055 (12:55 AM) Pt was

found on floor near [his/her] closet ty staff ..."

According to an x-ray taken on July 16, 2007, '

IMPRESSION: Right hip hemiarthr splasty in
place. There is an acute fracture of the greater
trochanter and subtrochanteric reginon of the right

femur. This is new in companson t-) the previous

study.”

| A fall risk assessment was complet2d on June

28, July 5 and July 16, 2007. Accoiding to the
evaluatnon tool, 'Total score of 4 ol above -
represents HIGH RISK", The resiclent's total
scora on June 28, 2007 was 9. Th: total score
for July 5, 2007 was 16 and the totill score for
July 16, 2007 was 14. Facility stafi identified that
the resident's risk for falls had significantly
increased on July 5, 2007. There was no
evidence that facility staff initiated iidditional
approaches or actions as a result ¢ f this
assessment.

The Interdisciplinary care team (IDT) met on July
5, 2007 to discuss the resident’ s status.
Accarding to the IDT notes, "IDT riviewed

problem list. Min A (minimum assitt) bed mobility,

CTA (contact guard assist) transfe s, Ambulating
20 feet with CGA. Will re-eval (evilluate).” There

to monitor and sustain compliance. The
" findings will be presented at the quarterly
Quality Assurance meeting.

e | SUMMARY STATEMENT OF DEF!CIEHC!ES D " PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDE(! BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: T - DEFICIENCY)
L 051! Continued From page 2 L 057
: . . . . N o The quality monitoring tool for eight-hour
| maintenance; reassess fall risk scor2 if occurs. -and 24-hour chart check compliance wil
' continue to be utilized.
According to a nurse's note dated July 5, 2007, o Provide additional inservice training to
"..At 1345 (1:45 PM) Pt [patient] was found on - ggftst:ggi;ta;fnaa?‘g:i?faeng;casz?c'ates
the floor lying on [his/her] back by [name] who 'transcﬁpﬁ‘(’)n of medicatione X il b .
came to nursing station and called fir help. No reinforced with the nurse on the
bruising noted no skin tear. Ptassisted backto | |, importance of verifying transcription of
i v : orders by the secretarial associates.
bed x [times] 2 persons..." The resient 4. The quality assurance process will be utilized | 10/12/07
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was ho time noted on the IDT notes, indicating if
the team met prior to the fall. ‘

The 1DT notes for July 9, 2007 indicated, "IDT
reviewed, Progressing towards goals. IDT to
re-eval." There was no evidence t1at the
resident's fall of July §, 2007 was discussed at
the IDT team meeting, or that additional
approaches were initiated because of the

resident's fail.

The resident fell in his/her room on July 16, 2007
and sustained a fracture of the greiter trochanter
and subtrochanteric region of the right femur.
After surgical intervention, the resic.ent returned

-| to the skilled nursing unit on July 2!5, 2007. The

same plan of care that was initiatecl on June 28,
2007 was initiated on July 25, 2007 without
additional/new interventions.

On August 30, 2007 at approximat:ly 9:00 AM a
face-to-face interview was conducli2d with the
Employees #3, 4 and 5. Employes #3 stated,
“[Resident #11] was confused and non-compliant
with cailing for help. That's why the resident's
roam was close to the nurse's station.”
Additionally, he/she acknowiedged that no
additional interventions were imple mented
between the falls. The record was -eviewed
August 29, 2007. '

2. The charge nurse failed to comectly transcribe
a medication order Resident JH3. :

On August 30, 2007 at 11:00 AM, iuring the
reconciliation of the morning medli:ation pass
with the physician’s orders and the MAR, it was
determined that facility staff incorrictly
transcribed a medication order for Resident JH3.

FORM APPROVED
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SU} PLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIO! NUMBER: : . COMPLETED
~o| A BUILDING _
B. WING
095030 08/30/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :
' ' 5255 LOUGHBORO ROAD NW
X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 'PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE |  DATE
DEFICIENCY)
L 051 | Continued From page 3 L 051
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FORM APPROVED
- STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUI'PLIER/CLIA "l (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: A BUILDING A
B. WING
095030 ' 08/30/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4) 1D SUMMARY STATEMENT OF DEFICIE NCIES iD PROVIDER'S PLAN OF CORRECTION —, )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
L 051| Continued From page 4 L 051
A review of the hospital discharge summary,
faxed to the facility on August 28, 2007 at 11:26
AM, included, "K-Dur 40 meq (millie quxvalents) po
daily for 10 days."
The rmedication was transcribed onto the facility's
admission orders on August 28, 207 at 3:00 PM
as, "K-Dur 40 mg po daily x 10 day; for
supplement” The physician signec the
admission orders on August 29, 20 37, no nme
indicated, o .
It was observed that the medicatioll received
from the facility's pharmacy was, "HCL 40
mEg/30 ml.”
A face-to-face interview was conducted with .
Nurse #3 on August 30, 2007 at 11:30 AM,
He/she stated that the physician wiuld be L052 3211 1
contacted to clarify the order. NURSING FACILITIES
i : 1. The Renaissance SNF provides services that
L 052 3211 1 Nursing Facilities : _ L 052 meet the professional standards of quality and
) safety. During the recent survey, a problem was
. . R . identified that has been cited in this report:
Sufficient nursing time shall be giv:n to each
resident to ensure that the residen!. _ |Findings for resident #11:
receives the following: ) 1. There are no further corrective actions for 7/18/07
. - resident #11, who has been discharged from ’
.. . . this facility. ’
(a)Treatment, medlcgtlons. diet a_nd nutritional ' 2. Other residents having the potential to be 10/12/07
supplements and fluids as prescrit-ed, and affected by the same deficient practice will be
rehabilitative nursing care as need=d; identified upon admission to the facility.
1 ) 3. The following systemic changes have been 10/12/07
s t in place to ensure the deficient practice
(b)Proper care to minimize pressu-e uicers and ggelsnn%t recur:en creen pract
contractures and to promote the hizaling of ulcers: o Thefallrisk assessment form has been
revised and a new high risk category has
(c)Assistants in daily personal grooming so that | been established. :
o  The DON, charge nurse and other
the resident is comfortable, clean, and neat as nursing staff will complete the newly
evidenced by freedom from body ¢dor, cleaned revised fall risk assessment tool to
and frimmed nails, and clean, neal and differentiate “at risk” from “high risk”
well-groomed hair; residents.
_ o The appropriate goals and approaches
Health Ragulation Administration
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUFPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF COPRECTION IDENTIFICATIC'N NUMBER: COMPLETED
A. BUILDING '
B. WING
095030 08/30/2007
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CODE
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(x4) ID SUMMARY STATEMENT OF DEFICIENCIES T D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG -REGULATORY OR LSC IDENTIFYING INI"'ORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE DATE
. - DEFICIENCY)
L 652 | Continued From page 5 L 052
. . . ] . will be put in place based on the risk
{d) Protection from accident, injury and infection; level including hourly supervision and
) supervised toileting at least every two
hours.
a
(e)lenCOUrag deme"t assas:lance ‘and training in o Al residents admitted to the SNF as a
self-care and group activities; result of a previous fall in another setting
will receive a score designation of “h|gh
(f)E_ncouragement and assistance o: risk for falls.”
o  The interdisciplinary care planning team
(1)Get out of the bed and dress or be dressed in ;’gg{g‘gﬁ;";ﬁ;ﬁ;’;‘; :‘t":ﬁéﬁ f:;ilg'f”s'
his or her own clothing; and shoes or _slippers, meeting for high risk residents.
which shall be clean and in good rupair; Documentation related ta the discussion
- : will be in the meeting notes.
- Fe : -, . o  The nursing staff wili receive inservice
(2)Use the dmm_g room if he or she s able; and training to ensure correct information is
o . . . documented in the clinical record.
{3)Participate in meaningful social and o-  The charge nurse will monitor inter-shift
recreational activities; with eating; - reports to ensure the nursing staff
. passes on falt risk information to the
. . , ’ CNAs. '
(g)Prom pt, unhurried aSSl?tanCEAlf he or she o - The DON and/or his/her designee will
requires or request help with eatiny; continue to monitor occurrence reports
: o B related to resident falls to ensure that the
(h)Prescribed adaptive self-help di:vices to assist revision of the care plan, goals and
him or her in eating approaches have been updated
. ” appropriately.
independently; o . Resident safety will be reinforced withi
' ) : the resident and/or family
(Assistance, if needed, with daily hygiene, g‘e;"“be’/"(;wef of gttlomey (ﬁgA) o
i : . o - Fall prevention guidelines will be give
including oral acre; and the residents and/or the family upon
admission. ‘
)Prompt response to an actlvated call bell or call o  The DON and/or the charge nurse will
for help. monitor the resident’s environment daily
. ensuring that all assistive devices are
This Statute is not met as evidenced by: safely placed and are within safe reach
Based on observation, record review and staff 4. The quality assurance process will be utilized  10/12/07
interviews for four (4) of 11 sampled residents to-maintain and sustain compliance. The
and three (3) supplemental resideiits, it was gndtpgs ,&M" be presen:;id at the quarterly
determined that sufficient nursing lime was uality Assurance meeting.
proviqed to ensure each resident 1eceived the Findings for practice steps:
following: adequate supervision for one (1) 1. No residents were affected by the unsecured  B/29/07
resident with multiple falls and sutisequent injury: skid strip in the practice stelfskr_r:1 thte, ph);flcal
clerification of medication strength and/or therapy treatment room. All skid strips have
¢ - P been replaced and are secure. .
iranscribe medlca“on.orders for three (3) 2. Any resident who uses the practice steps has  [10/12/07
residents; follow up with the physician for X the potential to be affected by the deficient
.Health Regulation Administration
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WASHINGTON, DC 20016

SUMMARY STATEMENT OF OEFICI INCIES

PROVIDER'S PLAN OF CORRECTION

0550 (5:50 AM), " ...AL 0055 (1253 AM) Pt was
found on floar near (his/her] closet by staff. Pt

stated ' | wanted to get OOB to my bedside
commode and ta my closst to get iomething out,
| lost my balance and fell to the floor. 2 staff
members assist pt ta walker ta ba¢l. Writer
assess surgical site for apparent injurles.
Surgical site Rt. hip was red and wann to touch
steri strips remain intact, Pt did vaice ¢/o pain to
the site. Pt stated ' | fell on my Hght hip. ' Writer
offered Pt 2 tabs of Tylenol 500mg pa at 0100 for
c/o of pain to S//P fall V/S (vital signs) B/P (blood
pressure)121/70, T (temperature Ih degrees
Fahrenhelt) 97.9, R (respirations)13, P (pulse)
90. Wirlter called Mouse Surgeort 'Jr, [name] to

put In place to ensure the deficient practice

dows not recurr ~ ~

o The nursing staff and secretarlal

asaoclates will monitor the physiclan

orders and medication administration
racords to enstte the medication
strength hds been ldentifled and
tranacribed correctly.

o  The eight-hour chart reviaw followsd by

- the 24-hour chart review of the
medicatlon administration racord will ba
utilized lo monltor orders for accuracy
and complateness,

o The nursing staff will recelve Insstvice
tralning on the importahce of the
clartflcation of medlcation orders to
prevent & delay in lreatment for the
tesldent and to ensure appropriate
dosthg.

N3

%‘r

(X4) ID ! -o {X5)
CH DEFICIENCY MUST BE PRECEDI:D BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
vy REAULATORY OR Lot IDBNTIFING INF ORMATION) TAG GROSS REFERENCED TG THE APPROPRIATE DATE
L 052| Continued From page 6 'L 052 practice. The practics steps wlil hot be used If
\ . any skid strips are loosa. ,
observation of a vaginal discharge 't%r oneI (1) 3. T‘ha tollowing systemic changes wiit be putin | . 10012/07
resldent; obtain a physician's order to apply a place:
. o  All equipment In physical therapy and
treatme nt. for one (1) resld.enc}:. obtain a f 1 occupational therapy treatment raoms
physician's arder for a wound cleariser for ane (1) will be Inspected monthly and tepaired, If
resident ahd failed to identify a wound irrigation ' hecessary.
solution fox one (1) resident, Resldonts # 14, 3, 7, o Amonthly equipment log will be
9, JH3, P1 and T1 developed to track this action.
J ! : 4. The quallly dssurance process will be utllized |  10/12/07
X : to maintain &nd sustain compliance, The
The findings ihclude: findings will be preserted at the quarterly
Quality Adaurance meeting.
1. Facillty staff falled to ensure adejuate
supervision for Resldent #11 with multiple falls 2. The Renalasance SNF provides services fhat
and subsequent injury. , meet profassional standards of quallly. During the
' recent survey, a number of problers were
According to a nurse's note dated July 5, 2007, identlfied that have been clied i this report. The
...At 1345 (1:45 PM) Pt was folind on the flaor followlng plan of corraction addresses them:
lying on [his/het] back by [name] who came to 3 N nt 43:
nursing station and called for help. No brulsing 1. THere are no furlher corrective actions for 9/5/07
noked no skin tear, Pt assisted back to bed x 2 ;:sl?ehlt #3, who has been dlechargsd from
persans ...House Officar Dr [name was called 5 o?ne?c' ty. ;
. . residenta’ medication orders and orders|  10/12/07
and ord?'red X-Tay = spine, thoracic lumbar sacral for Tylenol with Codetne wers checked to
done ... ensure that the correct strength was speciiied
: by the physictan and transcrbsd comectly.
Accoarding to a nurse's note dated July 16, 2007 3. The following systemlc changes have been 10/12/07

Hedlth Regl

make aware. Dr. [name] ordered ::-ray pelvis and
atlon Adminlstration ¢ - i

3
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SUMMARY STATEMENT OF DEFICIEMNCIES

PROVIDER'S PLAN OF CORRECTION

July 16, 2007 was 14, Facility staff identified that
the resident's risk for falls had significantly
increased on July §, 2007. Therewas no
evidence that facility staff initiated z:dditional
approaches or actions as a result ef this

| evaluation,

According to an evaluation by the rhysical
therapist conducted on July 6, 2007 at 9:00 AM,
after the resident's initial fall on July 5, 2007, "
Res fell yesterday. X-ray cleared ¢ ny dislocation.
Res can continue therapy. Res. getting better as
evidenced by decreased assistanc2 required for
her functional activities. ” There was no
gvidence that the physical therapi¢t initiated any
additional modalities because of the resident’s fall

place to ensure the deficient practice will not
recur:
o  Provide additional inservice training for
nursing staff to review policy and
. procedures for wound care.
o  The charge nurse and DON wili utilize
direct observation of wound care

compliance.

o  The Infection Control nurse will provide
inservice training for the nursing staff on
the importance of cleansing wounds to

: prevent infection.

o  The nursing staff will notify the physician
if wound care orders are not complete
according to policy and procedure.

o Annual unit competencies will be
instituted to reinforce wound care. Staff
will be required to demonstrate

knowledge of policy and procedures.

dressing changes to monitor and ensure -

Xa) 1D 10 X5)
F(rRE)FD( (EACH DEFICIENCY MUST BE PRECEDEL BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFO AMATION) TAG CROSS-REFERENCED TQO THE APPROPRIATE DATE
! DEFICIENCY)
L. 052 Continued From page 7 ‘ L 052
. . clarification of medication orders to
'| fight hip and CBC for the am lab. Di. [name] prevent a delay in treatment for the
want to be called back once x-rays are completed resident and to ensure appropriate
to further assess and complete occurrence dosing. ] N
report Pt was instructed to use call light-at all 4. The quality assurance process wil} be utilized to 10/12/07
. y T . . Ly . \ monitor and sustain compliance. The findings
times for all assist. Call light left at p”s reach side will be presented at the quarterly Quality
raifs up x 2. Bed lock in lowest position. Writer - Assurance meeting.
will continue to monitor.f' : :
3. The Renaissance SNF provides services that
The eplnal x-rays taken on JUIy 5, 2' )07 were | meet professional standards of quality. During the
negative for any fractures. recent stirvey, a number of problem areas were
identified that have been cited in this report. The
The review of an x-ray report dated July 16, 2007 following plan of correction addresses them:
Ll .
indicated, IMPR_ESSION. nght‘h:p . Fmdm s for resident #7 and P1:
hemiarthroplasty in place. There is an acute There are no further corrective actions for 9/19/07
fracture of the greater trochanter and resident #7, who has been discharged from
subtrachanteric region of the right fismur. This is ;het:]aci"ty- th :(f:dsf _fog the Cf"%ctdirgig?rt]ion
: : : . n or the wound V. as been clarified by the
new in comparison to the previous ‘ftudy. , physician for resident P1
. : . : . 2. ‘Other residents having the potential to be 10/12/07 -
A fall risk assessment was completzd on June affected by the same deficient practice will be
28, July § and July 16, 2007. According to the identified through review qf physician orders
evaluation tool, “ Total score of 4 or above f:p’p‘:’g::;ga“’;u”n?g s an dL‘:‘;‘mgauOn
represents HIGH RISK. * The resident's total solution for the identified therapies will be
score on June 28, 2007 was 9. Thu total scare identified.
1 for July 5, 2007 was 16 and the tot:! score for 3. The following systemic changes will be putin  [10/12/07
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L. 052| Continued From page 8 L 052 ' .
. - . The quality assurance process will be utilized 10/12/07
on July 5, 2007. ;o maintain and sustain compliance. The
indings will be presented at the quarterly
. - Quality Assur. eeting.
The Interdisciplinary care teamn (ID) met on July b ance meeting
5, 2007 to discuss the resident's stiitus. : .
According to the DT notes, " IDT raviewed 4. The Renaissance SNF provides services that
problem list. Min A (minimum assit) bed rlee:‘tprofgssronal standar(fis of quality. During the
mobility,.CTA (contact guard assist) transfers. ::,?ﬁﬁ:; ?,',?{hzf,‘: r:::,: Zitzaoi?,'fr?: ,zz;ert The
Ambulating 20 feet with CGA. Wil re-eval following plan of correction addresses them:
(evaluate). " = There was no time rioted on the :
IDT notes, indicating if the team mu:t prior to the Findings for resident #9:
fall. - : 1. There are no further corrective actions for the Ta/6/07
resident #9, who as has been discharged from
! o " the facility.
’ ThE? DT notes for J.uly 9, 2007 indi:ated, " IDT R. Other residents having the potential to be 10/12/07
reviewed. Progressing towards gozls. IDT to affected by the same deficient practice will be
re-eval.” There was no evidence that the identified during routine care and nursing
. \ y . assessment of the resident. The nurse will
resident's fall of July 5, 2007 was discussed at ensure all abnormal findings are documented
the IDT team mee.tlr‘xg, or that addilional and reported to the physician for treatment.
approaches were initiated because of the 3. The following systemic changes will be put in 0/12/07
resident’ s fall. : place to ensure the deficient practice will not :
recur:
The care plan for falls. initiated J 2007 o - Provide additional inservice training to
€ plan 1or 1alis, initiated Jur € 25. . the staff on the importance of physician
Iackeq g_v;dence that new goals or approaches notification for @hy noted abnormal
were initiated after the resident fell on July 5, finding. '
2007. : : o  The nursing staff will ensure all calls
: o ;na:jde to physicians related to abnormal
. . indings or changes in condition have
On August 30, 2007 at approximatzly 9:00 AM a ‘ been'?etumed. 9 :
face-to-face interview was conducied with ©  The charge nurse will continue to monitor
Employees #3, 4 and 5. Employes #3 stated, inter Shift feports :°’ concerns that may
. . physician intervention.
[Resident #11] was confu.?ed and noncompliant 4. The quality assurance process will be utilized  {0/12/07
with calling for help. That's why tte resident’s to monitor and sustain compliance. The
room was close lo the nurse's stalion. * The findings will be presented at the quarterly
record was reviewed August 29, 21)07. Quality Assurance meeting.
2. Facility staff fa'IEd' to clarify a nu:dication 5. The Renaissance SNF provides services that
strength. and transcribe two (2) PRN (as needed) fheet professional standards of quality. During the
medications for Resident #3. cent survey, a number of problems were
. i entifled that have been cited in this report. The
A. A review of Resident #3' s recold revealed llowing pfan of correction addresses ther:
admission arders signed by the physician but indings for resident T1:
| undatad, dlrectmg, " Acetaminopiian There are no further corrective actions for this j/31/07
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L 052| Cantinued From page 9 L0s2 identified lmmediataly during the nuraing
, j admisslon assessment or upon discovery of a
(Tylenol)/Codeine 1 tab po (by mouth) PRN - wound. ,
svery 4 hours for pain." The strength for the 3. Tlhe fotllowlng sya:en;lcﬂ char;ges cvtdll be I|:I9ut In | 1071207
s PR place to ehsure the daficlant practice will not ’
medication was not indicated. rectr
, o o The nurse will cover the arsa with a dry,
According to the manufazturer's deiscription, ) sterlls gauze to prevent Infection.
Acetaminophen (Tylenal) with Codzine cames in ° T:e rlnu.setwmctau the att;ndlng
- . i ' physiclan to obtaln wound cars orders
the faflowing strengths: and subsslguently carry thoee orders out
. : , for the resltlent.
Tylenol #1: 8 mg (miligrams) of ccdeine and 300 o The DON and/or the charge nurse will
mg of Tylengl review skin cara sheets and treatmerit
Tylenol #2: 15 mg of codeine and 1400 mg of rec:lords toletr;sura orders are accurate
Tyienal . The and complets,
. . quallty assurance process will be utlllzed | 10/12107
Tylenol #3: 30 mg of codelne and 1300 mg of to malntaln and sustaln compliahce. The
Tylenol ' findings will be presented at the quarterly
Tylenol #4: 60 mg cadelne and 301 myg Tylenol Quality Assuranca meeting.
A face-to-face interview was condiicted with 8. The Renalssanca SNF provides services that
Employee #10 on august 30, 2007 at 11:30 AM. meet professlonal standards of quality. During the .
Helshe stated, " The only ohe we Iise is Tylencl racent survey, a8 number of problem ateas were
#3. That' s all the pharmacy every sehds us." Id?ntlﬂed that have bean citad in this report, The
The record was reviewed on August 30, 2007. following plan of correction addresses them:
’ residents JH1, JH2, T1 g :
B. Facility staff falled to ranscribe PRN (as 1. There are no further cotractive actions for 8/31/07
heeded) medicatlon orders for Retident #3. residants JH1, JH2 and T1 because these
realdents ha‘éa baen discharged from the
facllity. Realdent #2-ls-recsiving Metamucll
A review of the adrpl;slon orders for Resident #3, acco%[hg to manufactur::?“ss dlrgctlgns an%
slgned hy the physiciant but undated, revealed, physiclan's orders.
*Tylehol 650 mg po g 4 hours PRNM for lemp 2. Othet resldents' medication ordets wers 10112/07
greater than 101 (degrees Fahren elt) or mild . Ehecked to oo capa e physiclan orders
pagn" and " MOM ( M"_k oiMagnesia) 30cc po 3. The faliowlhg systamia changes will be putin | 10/12/07
daily - PRN constipation, place to ensure the dsficlent praclics will not
recur:
The facility prints a Medlcation Adininlstration ° 735 staff will monitor the medication
| Record (MAR) for each day. A review of the ST overy S o vt ol
MARs from August 23 through Auryust 28, 2007 have beah carrled gut and transcribed
revealed that the above clied orde‘s for PRN accordingly.
Tylenol and Milk of Magnesia were: not ° ;hs% g:'t?lﬂo :'tﬂf'f w fg"OW f?;‘cllltynd
) on adminietration policy a
transcribed onta the daily MARSs. procedures with each medication pass,
. ensuring that all medications ara given as
A face-to-face Interview with Emplayee #11 was
'
Health Ragulation Administration . | . i
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L 052| Continued From page 10 L 052 prescribed.
: " - . o  The eight-hour chart reviews followed by
conducted on August 30, 2007 at 2:15 PM. 24-hour chart arid msdicatih
He/she acknowledged that the PRI orders for adminlstratioh teviews will be ulilized to
Tylenol and Milk of Magnesia wera not - 23:112:; :rl;z:;s foraccuracy and -
transcribed onto the MARs, The record was o Addltional lnservice tralning will be
reviewed August 30, 2007. provided to the nursing staff and

sacretatial 4sgoctates on the Impottance
of the accurate transcriptioh of

) . medications, The Importance of verliying
3. Facllity staff failed to pbtaln#a;n order for a Wranscdption of orders by tho seretare
wound cleanser for Resident #7. assoclates wiil be relnforcad to the
nurses.
A record raview revealed a physiciin's order . o The quality monitaring tool for 8 and 24-
dated August 16, 2007, *1. Wet-ta-Dry 4x4 and : Zgrl:trl ::'grtfocg:m:::f"ance wil
. [ e .
Saline to nght Leg Wound BID. " ,he next order, ' 4. The quallty assUrance process will ba utllized 10/12/Q7
dated August 23, 2007 directed, "’lease to malntaln and sustain compllance. The

[change] Wound Care ta Adeptic + (and) . findings will be presented at the quarterly
Bacitracin Ointment, then Kling to )pen wounds - Quallty Assurahcs musting.
of (R} + (L) Legs." There was no ¢ider for a :

wournd cleanser in the August 23, 12007 order. 7. The Rehalssance SNF provides services that

meet prafessional standards of quality. During the

-to- i iew with Emplinyee #3 was recant survey, a humber of problem sreas were
Qof:c?xelctedf?:cne/lkrll}ges;t 30, 2007 alg“. 5:1 5 AM. Identifled that have been cited in thia report. The
He/She stated, "Normal saline is used routinely to| follawing plan of corraction addresses them:
cleanse wounds before putting on clean Findings for tesident 47 and P1:
dressings.” He/she acknowledgad that there was 1. Thaé'e are ;\ovf:rtkr\‘ersi?rrecgve ﬂcﬂo'r;g :‘?r | er9/07
no clearising agent In the most recent wolnd resident #7, who hasbeen discharged from
: " the facllity. The order for the cotrect Irtigation
treatmdent °’de.r datedAAuaufgzol‘l.?:'j-ggT- The for the wound VAC has been clarifled by the
record was reviewed August 30, 2707, physiclan for resident P1.
: 2. Other resldahts with wound care orders were | 10/12/07
4. Facllity staff failed to follow up with the checked to ensure that the proper wound
physiclan for observation of a vagiaal discharge cleansing ahd/or Iftigation sclutions were

correct par physiclan order. All records wers

for Restdent #9. chackad to ensute appropHate ordars for
wound cara were obtaliied from the physlcian
A record review revealed a nurse's note datﬁd s ;ad ;:;i‘ilzef‘ stemic ch Woe bt | 102107
August 24, 2007 at 2:16 AM "...vaginal discfiarge - Ihe ioliowing systemic changes will be put th
abserved during bath [witn].strong odor_' A call ?el:?:ﬁ?; to enstire the deficlént practice will not
placed to Dr. jname| who wants e to give : o Provide additional Insatvice tralning for
himfher a call back” - _ nutsing staff to reviaw policy and
) plocedures for wound care.
The record lacked evidence of furiher evaluations o The charge nuras and DON wil utllize

regarding the vaginal discharge in the nursing direct obsorvest%gh of wound care

Health Regulatton Administration - B
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L 052| Continued From page 11 Las2
: appropriate wound deansing and/or frrigation
notes from August 25 to 30, 2007, ) sdrﬂmugggor the identtied themplm will be
* {
. . . 3. The following systemic changes will be put In 0/12/07

A face-to-face interview with Employee #3 and place o ensire the defcient practice wil ot F

#10 was conducted on recur:

August 30, 2007 at 2:20 PM. Both stated, "Aloe . o Provide additional inservice training for

Vesta cream was being used as onlered. It may mc::dg staff to review policy and

have been the cteam.” Additionally, Employee #3 . PT*;:’e ch;'rf;i ?J::m ?g; il e

acknawledged that there was no further direct obsenation of wound care

investigation of the vaginal dischartie. The dressing changes to montor and ensure

record was reviewed on August 30, 2007. compliance.

o The Infection Gontrol nurse will provide
Inservice training for the nursing staff on

5. Faciii staff failed to obtain a phvsiclan’s otder
o applyrz teatment to Resident T1's right lower m‘;"m’t’é‘? m‘:f tieansing wounds to
leg blisters. o  The nursing staff will notify the physldian
‘ aceoring w potcy and procemrer
During an observation of Residert ['1's fght . a ! ] u
N lower leg blisters on August 29, 20117 at 1:05 PM, S e competendice Wl be
it was observed that Employee #6 jemoved the will be required to demonstrate
dressing that covefed the blisters. The dressing knowledge of policy and procedures.
was inclusive of an ABD {abdomirs) pad and - The qualily assurance process will be utiized  10/12/07

to maintar i lance,
several yellow pleces of cloth which covered the Andirge ,,,?,i";’;;:‘;‘m"‘e?;?‘,’h’e qua,;;s;

blistered areas, The dressing was soiled with " Qualtly Assurance meeting.
blood and brown tinged drainage; the area under. .
the dtessing was then assessed.

There were several open blisters and several
fluid filled blisters that were draining on the right
shin and the right calf. Additionally, there were
red and brown tinged dtied areas ¢n the
rasident's skin in between and sunounding the
blisters. Employee #6 proceeded 10 apply
Adeptic dressing, an ABD pad an| then wrapped
the dressing with an ace bandage o the
aforementioned areas. Employee #6 stated, °|
am cavering the blisters dressing this way [with
the Adeptic, ABD pad and the Ace wrap] unfil |
speak with the dogtor.* -

A face-to-face interview was conducted on
August 28, 2007 at 1:20 PM with Employee #6.

Health Regulation Administration
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Continued From page 12

He/she acknowledged that the yellcw cloth that
covered the blistered areas to the rzsident's right
lower leg was Xeroform and required a
physician’s order in order to use and Adeptic for
treatment. :

A review of the physician's orders fom August 27
through 29, 2007, lacked evidence that an order
was obtained to apply any treatmetits to the
resident's right lower leg blisters. 1he record was

reviewed on August 29, 2007.

6. Facility staff failed to transcribe nedication
onto Resident JH1 Medication Adnitinistration
Record. ' '

On August 30, 2007 at' 11:45 AM during the
reconciliation of the morning medication between
the August 2007 MAR and the physician ' s
orders, it was determined that Nurvie #1 fajled to
administer Cestagen te Resident JH1

A'physician * s order dated August 24, 2007
directed " Cestagen 1 tab po (orally) daily. " A
review of the MARs for August 26, 27 and 29,

'| 2007 revealed that Cestagen was not franscribed

onto the afore mentioned MARs.

A face-to-face interview with the Employee # 3
was conducted on August 29, 200" at 1:00 PM.
Afier reviewing the resident ' s record, hefshe
acknowledged that the medication was no
ranscribed onto the August 26, 27 and 29 2007
MARs,

7. Facility staif failed to identify an irrigation
flushing solution for a V.A.C. (Vacijum Assisted
Closure) surgical wound treatment. for Resident
£1.

L 052
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A record review revealed a TO (telephone order)
for a V.A.C. surgical wound order diited

August 27, 2007: "V.A.C.: Settings - 25
mmHg/Cont. (continue)/10 intensity :
Change Dsg (dressing) on M (Moncay) - W
(Wednesday - F (Friday)

Silver foam.”

There was no order for wound irrigz tion; however
it was cbserved that the nurse irrigzted.the
wound during the treatment.

A face-to-face interview with Employee #9 was
-{ conducted on August 30, 2007 at .
| ©:15 AM. He/She stated "... use of normal saline
is part of the protocol ... itis a _
given ...just like you cut the foam for fit _.itisin
the V.A.C. wound care manual.”

A review of the facility"V.A.C. Ther:ipy" protoco),
page 16, indicated "Topical Solutioiis or Agents:
When using Granufoam silver dressings do not -
use topical solutions ar agents that may cause
adverse interaction with silver such a [as] saline
solution. "Use sterile water for irrigz tions” The
record was reviewed on August 29. 2007.

The Infection Control Committee shall establish
written infection control policies anil procedures
for at least the following:

(a)investigating, confrolling, and preventing
infections in the facility;

(b)Handling food:

(c)Processing laundry;

- L 088| 3217.3 Nursing Facilities L 088

L088 3217.3
NURSING FACILITIES
1. The Renaissance SNF provides infection control
measures to maintain a sanitary environment to
prevent the development and transmission of
_disease and infection. During a recent survey, a
number of problems were identified that have been
cited in this report. The following plan of correction
rddresses them: ’
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1-088| Continued From page 14 L 088 :
] . ) Thare ara no further actions for resident T1, 8/14/07
(d)Disposing of environmehtal and uman who has been discharged from the facillty,
wastes; Residant P1 remalns on the Unit and
apgtrqirlate hand Wsstl;ln'g ahd :n{e::tlo;
. . coritrol measures are belng malntalned.
(e)Controlling pests and vermin; Other residents with wound care orders were | 410/12/07
. checkad to enaure that the proper wound
(HThe prevention of spread of Infection; clheansllzg solutions ;mﬁl correct according to
i physiclan orders and utllized.
: The following eystemic changes will be putin | 10/12/07
(g)Rscording Inddepts and corrective actions placs to snsUre the same deficlent practice
related to Infectlons; and will not recur:
o Nursing staff wili recelve insetvica
(m)Nondlscrimination in admission, retention, and tralhlndguon wound care policy and
treatment of persons who are infected with the procadures.
The DON and/or his/her des) 1if
HIV virus or who have a diagnasis of AIDS. ° review wltriu| meor:wslr,:; slaef: g‘r;ee "
Imfgztrltanoe of hand washlhg and good
Infection control practices.
This Statute Is not met as evidenczd by: ° ;Flhe T}L?a?: n?ut?e aﬁiv D‘ml :vl,’l utiiize
: recl ation of wo 200
Based on obgerv atlof' and staff interviews for two procedures to montter hand washing
(2) supplemental residents, It was compliance.
delermined that facllity staif failed 1o wash their o + The chatge nutss and nursirig staft will
hands during a wound treatment for one (1) monitor wound cate ordars for accuracy
resident and cleanse a wound bafcre applying a g:g,:"mp"’““m oh a shift-by-ghift
cleah dressing for one (1) residerit Residents P1 o The wound VAG therapy pfotocol manual
and 71, will be placed Inside the rurses’ statlons
for revisw by the nursing staff for
The findings include: %sld;gt:‘ belﬁg admitted for this therapy.
. . ] o or his/ker designes will usa
. . diract observation and menltor th d
1, Employee #9 failed to wash his/lier hands trotment onders for pm"éﬁ'ﬂm o
.three (3) times during a V.A.C. (Vacuum Asslsted clednsing solutions.
Closure) surgical wound dressing «:hange for The quallly assirance procass will be utliized | 10/12/07
Resident P1 to maintaln and sustaln compliahce. ‘The
- findings will be prasented at the quarterly
. Quality Assurahce mealing.
On August 29, 2007 at 9:45 AM dtiring a dressing
change it was observed that nurse #9 ratrioved
the solled V.A.C, dressing from the resident's
lumbar surgical site, he/she put the: solled
dressing In a red bie-hazard bag, inside a red
blo-hazard receptacle and remaved his/her
gloves. Without washing hig/her huinds, he/she
obtained additional supplies and answered a cell ]
. phone from his/her pocket. i
Fealth Regulation Admihistration -
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Employee #9 washed his/her hands and donned
clean gloves, He/She left the room, wearing the
gloves, to obtain supplies. He/she iemoved
his/her gloves and without washing his/her hands,
donned clean gloves. The nurse proceeded to
flush the surgical wound site and removed hxs/her
gloves. _

Hel/She Washed his/her hands and Jdonned a
sterile glove on his/her left hand and moved the
trash can close to the bedside with his/her

| ungloved right hand. He/She donnr:d a sterile

glove on his/her right hand without ‘washing

| his/her hands. The treatment continued without

further incident.

| A face-to-face interview with Emplcyee #9 was

conducted on August 30, 2007 at

9:156 AM. He/ She acknowledged t1at he/she
failed to wash his/her hands three (3) .
times during the V.A.C. dressing ct ange. The .

|| record was reviewed on August 30, 2007.

2. Facility staff failed to clean the open blisters

|-and the area surrounding the closed blisters prior

to applying a clean dressing to Resndent T1's
right Tower leg blisters.

Duning an observation of Resident T'1’s right
lower leg blisters on August 29, 2007 at 1:05 PM,
it was cbserved that Employee #6 : emoved the
dressing that covered the blisters, The dressing
was inclusive of an ABD (abdominiil) pad and
several yellow pieces of cloth which covered the
blistered areas. The dressing was soiled with
blood and brown tinged drainage; t1e area under
the dressing was then assessed,

| There were several open blisters iind several

J
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L 088 |- Continued From page 16 - Loss
fluid filled blisters that were draininJ on the right
shin and the right calf. Additionally. there were
red and brown tinged dried areas ¢n the _
resident’s skin in between and sunounding the
blisters. Employee #6 then procesiied to apply
Adeptic dressing and an ABD pad and the
wrapped the dressing with an ace handage to the
aforementioned areas. Employee #6 stated, "1
am covering the blisters dressing this way [with
the Adeptic, ABD pad and the Ace wrap] until |
speak with the doctor, "
A face-to-face interview was condiicted on
August 30, 2007 at 12:20 PM with Employee #3.
He/she acknowledged that the blis:er and the 095 3
ding the blisters should have been ARgyatd
area surrounaing the: S J NURSING FACILITIES
cleaned before applying a new dressing. 1. Sibley Memorial Hospital stores, prepares,
distributes and serves food under sanitary
. - donditions. During the survey, a number of
L 099 3219.1 Nursing Facilities LOY9  oblem areas were identified that have been cited
v v . j| this report. The foliowing plan of correction
Food and drink shall be clean, whulesome, free ddresses them:
from spoilage, sa i d| : »
serve dpin agcc':r d;;e)cfeowtl:)n‘t‘fa)g rceof': zgénn'?etﬁtg' :entd 1. - No specific resident_s were identified in the
\ . Y q o - survey report as being affected by the

forth in Tltle 23, Subtitle B, D. C. Municipal deficient practices. The following corrective
Regulations (DCMR), Chapter 24 [,hrough 40. actions have been taken to address the
This Statute is not met as evidenced by: survey findings: '

. ; N ’ . o  Finding 1: All pots and sheet pans will be 29/07
Eased on obsgrvaﬂons qurlng the survey period, cleaned in our three bay sinks and dried - |
it was determined that dietary services were not completely before storing. Additional
adequate to ensure that foods wer2 served in a . drying racks will be purchased.
safe and sanitary manner as evidenced by: soiled o Finding 2: The plate Wae';“e’é'd/ﬁl"gzr 20007

. he : . an ) Inges were clean and wvi
SA elt %ans") Serving tr?ys. shelf SU'fa-Ce.s' a continually to be cleaned weekly or as
ventilation hood, cooking hoods, reach-in cart, often as necessary.
supply lines near convection oven:, surfaces of o Finding 3: The interior and bottom 29/07
the convection ovens and salamar der grill, cold surfaces of serving trays will be kept
boxes, dessert box gasket, hotel pans and Z';f;;ag dSta'“s are visible they will be
unlabeled or undated foods stored in o o  Finding 4: The shelf surface of the pots 29/07
refrigerators. These observations were made in and pans rack will be cleaned as often
the presence of Employees #3, 1, 13 and 14. as needed to ensure that all pots and
pans are stored on a clean surface.
The ﬁndings include: o  Finding 5: The exterior & interior 29/07
Health Regulation Administration
STATE FORM agap 801211 * If continuation sheet 17 af 23
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L 099 | Contlinued From page 17 L 099 ' sutfacas of the ventilation hood In the

pots and pans area have been cleaned.
Ducts/hoods are scheduled every

1. The Interior surfaces of regular sind perforated quarter which was the ssima day of the

sheet pans were sciled with leftaver foad after lnépedcﬂloz.f(%ctta & ho]ods allre?dy

washing and pans were not allowed to dry before :unfey‘f)" or that evening prior to

storing on racks far reuse in 11 of (1 sheet pan o Finding 6: Same action as finding 5. 8/29/07
observed on August 30, 2007, Employees #12, These hoods are all contract cleaned

13 and 14 acknowledged the abov+ cited findings and Were scheduled for duarterly

cleaning on 08/28/07, prlor to survey.
¢ Finding 7: The reach-in cart located In 10/12/07
the walk-In refrigerator was cleaned. All

at the lime of the observation. -

2. The outer surfaces and hinged Lds of the plate carts will be put on a cleaning rotation.
warmer in the dish room were solled with 1 o  Finding 8: The gaskets surface in the 8/29/07
accumulated debris in one (1) of ohe (1) plate ' cold salad prep area box was cleaned

ang will be put ah the cleaning rotation,

warmer obsetved at appm)(imate'y 1:30 PM on o Finding 9: The sxteror surfaces of the 8/29/07
August 29, 2007. Employees #12, |3 ahd 14 gas supply llnas neat the ovens were
acknowledged the above cited findings at the cleaned and also will be addad to our

time of the observation. dleaning rotatlon.

o  Finding 10! The top and exterlor surfaces | 8/29/07
of the ovens and the satamander grlll

3. The interior and bottom surfaceu of serving " were cleaned. Thig wil also ba added to
trays were.solled with debris after washing in 18 our cleanlng totatlon.
of 49 trays observed at 1:00 PM or August 29, o Finding 11: The exterior and Interior 8/29/07
2007. Employees #12, 13 and 14 acknowledged b oo e were cieancd
abservation. o Finding 12: The deasert box doar 8/29/07

gaskels were cleaned and wlfl be added
4. The shelf surfaces of pot and pan racks were . g;‘g;‘:g;"”g—@““m fist to mialntaln
soiled with debris In one (1) of ona (1) storage - o  Finding 13. Same actlon plan

: findin 10/12/07

shelf absetved at 1:10 PM on August 29, 2007. 1, Allfwotel pans wiii be c’laeangg in ourg
Employees #12, 13 and 14 acknowledged the , thrae bay sinks and dried completed
above clted findings at the time of Ihe before storing. Additional drying racks
observation, wilt be purchased.

o  Finding 14: All food trays will be labeled | 8/28/07
and datéd. Dally moriltotthg will bs '

&. The interlar surfaces of a ventilatloh hood In - completed to make sure we are In

the pot and pah wash area were sciled with mma"?gee- dg"cggdr:*a without a date and
splattered faod and debris on one 11) of two (2) o  Finding 15 & 18: The refrigeratotfireezer | 10/12/07
ventilation hoods observed at approximately 1:40 in 3 North and 3 South day rooms wiil

PM on August 29, 2007, Employees #12, 13 and |* . not slora any food products uriless they

14 acknowledged the abave cited iIndings at the are |abeled and dated. All uniabeled and

fime of the observalian. dated lflems will be discardad. Insarvice

training of the staff will take place to be
In compllance fot .discarding hori-datad

¥

8, The Interfor surfaces of cooking hoods, filters
Health Regulalion Administrallon - T .
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i ' L 099
L 099, Continued From page 18 and labeled food items. :
and sprinkler supply lines were soil2d with grease . T(',he n;;nttrr:ly Fo?d Safety l(\juditt chl:] be uslzd bto 10/12/07
i i , . identify other potential residents who could be
' gggg&z%g:sgi énog:(l;ﬁg gwac?o%fst?r:?f: ,Cfg) affected by the deficient practices. The same
: ) . corrective actions listed in 1 above will be
preparation areas at 10:00 AM on /wgust 29, used to address any deficiencies found in
2007. Employees#12, 13 and 14 azknowledged L these areas. _
the above cited ﬁndlngs at the time of the . The following measurements will be put in . 10/12/07
b ti place to make sure that the deficient practlceSv
o servation. ‘do not continue:
- : . o Monthly Sanitation audits (Physical
7. A reach in cart stored in the walk in refrigerator ~ Safety Audit) '
was soiled with food spillages and :Jebris on the o o MO“‘S'Y FOI")(dt hSafet!r/] Audits ons of th
exterior and interior surfaces in on: (1) of two (2) o Weekly walk-through inspections of the
. ~ . . . floors, hoods, vents, carts, top of
observations of reach in carts at 1¢:15 PM on _ : " equipment, pot & pans area, plate
August 29, 2007. Employees #12, 13 and 14 warmer and doors. All of which wilt be on
acknowiedged the above cited findings at the ' tTht:e cltleanir)g rotatiton clh?ckllilstt)-
o e cleaning rotation list will be given
time of the observation. : and/or posted to the sanitation team and
. . all employees involved every week. This
8. The gasket surfaces of the cold and reach will be monitored by Supervisors,
boxes in salad preparation areas were soiled with | - Managers and the Director.
mildew accumulation in one (1) of iwo (2) cold p f;erforrtna:cz rmllr:ﬁer:’ogfnggﬁ ;‘r:;%:gh regular  10/12/07
ER inspections
and reach boxes observed at Q.SJIAM on August Progress reports will be provided at the
29, 2007. Employees #12, 13 and "4 . quarterly Quality Assurance committee
acknowledged the above cited findings at the |  meetings.
time of the observation. »
| 9. The exterior surfaces of gas supply lines near
convection avens, deep fryers and gas ovens
were soiled with accurnulated dust and debris in
| three (3) of three (3) supply line ob:ervations at
10:30 AM on August 29, 2007. Employees #12,
13 and 14 acknowledged the abow: cited ﬁndlngs
at the time of the observation.
10. The top and exterior surfaces ¢f three (3)
cenvection ovens and the salamarder grill were
sclied with accumulated deposits and grease in
four (4) of four (4) equipment obse vations at
10:40 AM on August 29, 2007. Em>loyees #12,
13 and 14 acknowledged the abow: cited findings
at the time of the observation.

Health Regulation Administration
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L 098

Continued From page 19

14. The exterior and interior surfac.2s of cold
boxes in the salad preparation ares were soiled
with debris in two (2) of two (2) colt| boxes
observed at 10:45 AM on August 23, 2007.
Employees #12, 13 and 14 acknowledged the
above cited findings at the time of the

. | observation,

12. The dessert box door gasket stirfaces were
soiled with mildew accumulation in two (2) of two
(2) dessert boxes observed at 10:50 AM on

- August 29, 2007. Employees #12, 13 and 14

acknowledged the above cited findings at the
time of the observation. ‘ '

13. Hotel pans (8x 10x 6) inch stori:d on racks in
the pot and pan wash area were nct thoroughly -
cleaned after washing and were stored on racks
before pans were allowed to dry in 11 of 11 hotel
pans observed at 12:10 PM on Auc ust 30, 2007.

-Employees #12, 13 and 14 acknowledged the

above cited findings at the time of the |
observation.

14. Food trays stored on the shelve:s in the reach
in refrigerator on were not labeled or dated to
identify the entrée such as tomatoes, chocolate
pudding, vanilla pudding, cheese and salads in -
five (5) of five (5) food items obsenred at 9:50 AM
on August 29, 2007, Employees #12, 13 and 14
acknowledged the above cited findings at the
time of the observation.

15. The refrigerator in the 3 North «.itting room
was observed to contain the following unlabeled
and or undated food items:

1 carton of skim milk with an expirz tion date of

-1 August 28, 2007

A container of pineapple |abeled bt t undated
2 cartons of yogurt labeled but undated

L 099

Health Regulation Administration
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L 0399 Continued From page 20

1 plastic container with white liquid, labeled but
undated, that smelled sour when
opened in the presence of Employee #3.

The freezer in the 3 North sitting room contained
the following unlabeled and undate items:

20 ounces of red colored water with additional
vitamins .

18 ounce of frozen water

11 ounce can of cappuccine diet drink

4 ounces of strawberry ice cream

4 cunce container of apple sauce

1 pint, half full of strawberry ice cream

3.5 ounce vanilla fudge bar on a stizk, with the
wrapper torn open

¥ galion, with about % the amount of ice cream
consumed '

16 ounce botile of water, not frozer

| 1 blue bag contammg 6-4 ounce cups of ice
cream

Employee #3 acknowledged the atove cited
| findings at the time of the observation.

| 16. The freezer in the 3 South sittirg room
contained the following unlabeled ilems:

1 box of frozen omelets

1 box of frozen biscuits

Employee #4 acknowledged the atove cited
findings at the time of the observaton.

L. 104 3219.6 Nursing Facilities

Each food service employee shall wear either a
hair net or other head covering.

This Statute is not met as evideno:d by:

Based on observations during the survey period,
it was it was determined that dietar; staff were
performing duties in the main kitchsn without

L 089

L 104

. 1.104 3219.6

: NURSING FACILITIES
Sibley Memorial Hospital operates and provides
services in compliance with all applicable Federal,
Btate, and local laws, regulations, and codes, and
within accepted professional standards and
principles. The following plan of correction
addresses a problem identified during the survey:

Health Regulation Administration
STATE FORM
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L 104, Continued From page 21 ' L 104
, . . ' - - 1. No specific residents were identified in the B/29/07
appropriate hair covering. . 1 - survey report as being affected by the
. o deficient practices. The following cormrective
The findings include: : actions have been taken to address the

survey findings:
o  All employees and Managers will have a

On August 29, 2007 at ,9:30 AM, th: dietary " hair net or other hair cover while in the
+ manager and one (1) dietary emplcyee were - kitchen. ‘ _ ‘
| cbserved in the main kitchen withoiit 2 hairnetor | . 2. The following measurements will be putin -~ 10/12/07
other hair coverin g ) ) - place to make sure that the deficient practices

do not continue:
o Daily walk through to insure compliance

L 410 3256.1 Nursing Faciities .~~~ [.L410 o Food Safety Audits
: 9 C : ) 3. Performance will be monitored through 10/12/07
- | . . regular inspections and review of the daily
Eac‘h facility shall PfOVIde houseke: ‘ping an_d and monthly walk-through/Food Safety Audits.
| maintenance services necessary t¢ maintain the 4. "~ Performance will be monitored through 0/12/07
exterior and the interior of the faciliy in a safe, ~ regular inspections and review of checklists.
sanitary, orderly, comfortable and attractive : Progress reports will be provided at the
quarerly Quality Assurance committee
manner. meetings.

This Statute is not met as evidenci:d by:
Based on observations during the initial kitchen

and environmental tour, it was determined that Iﬁ l‘}:z%ﬁgsrkclu TES

facility sgaff failed to mamtajn the fzcility ir} aclean Sibley Memorial Hospital's Renaissance Skilled

and sanitary manner as evidenced by: soiled floor Nursing Facility (SNF) provides housekeeping and

surfaces behind equipment, supply vents in dry ‘ maintenance services necessary to maintain a
torage room, WlndOW Sl”S and bathroom Vents Banitary, onierly, and comfonable intenor. During -

and a mlssmg threshold. _ the survey, a number of problem areas were

dentified that have been cited in this report. The
following plan of correction addresses them:

The findings include:
Findings 1, 2 and 5:

1. Floor surfaces were soiled and stained behind | i. No specific residents were identified in the
equipment under cooking hoods and the ice survey report as being affected by the deficient
quil N N A _g X practices. The following corrective actions
machines in the main kitchen near the serving have been taken to address the survey
area in two (2) of two (2) observaticns of a soiled ' findings:
floors between 8:36 AM and 9:19 AM on August o Finding 1: The ﬂoor surfaces behind the ﬁ/29/07
- ) . : ' ) : equipment, under cooking hoods and the-
23, 2007. These observations were made in the ) ice machine have been cleaned daily or as
presence of Employees #12, 13 and 14 who : needed. This will be monitored by our
acknowledged the above findings zt the time of closing check list.
the observations. o Finding 2: The exterior surfaces of the 8/29/07

supply vents and duct in the dry storage
room and kitchen have been cleaned.

2. Th‘_e exterior surfaces of supply Ve"tsf and duct Ducts cleanings are scheduled every
work in the dry storage room of the main kitchen quarter which was the same day of the
were soiled with dust accumulation in six (8) of . inspection.

Health Regulatlon Administration .
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’ . . ) o Finding 5: The threshold located at the rear | 10/12/07
eight (8) supply vents observed on August 29, S entrance door to the main kitchen has been :
2007 at 9:00 AM. These observatioris were - requested to be fixed. Cleaning will be
made in the presence of Employees #12, 13 and - r?(;lnnored for comphanci .
y he above fincings at the : o - The following measures will be put in place to 10/12/07
1.4 who acknowledggd the 9 . - make sure that the deficient practices do not
time of the observations. . continue: -
o _ . . iy o Monthly Sanitation audlts (Physicat Safety
3. Window sills were observed to be soiled with ' Audit) _
accumulated dust in the following rocoms: 306, - ° E:gzswst:thfgu%hdmsgemon of the floors,
C H Y .- 1 ix : N .S. n 00ors.
314, ,31.2‘ 3.15' anc! the South sitting Oomt |2ngs 3. Performance will be monitored through regular | 10/12/07
-(6) of 12 window sills observed ont Aiigus I “inspections and review of the daily and monthly - :
2007 between 8:50 AM and 10:30 AlA. These - walk-through/Physical Safety Audits.
observations were made in the presi:nce of : 4. The quality assurance process will be utilized to | 10/12/07
Employees # 1 and 2 who acknowleiged the \’A“nﬁ’:)":;f:s"ei;’:éa;’t‘ ;\‘;";ng’;::y g::lz;‘d'"gs
above findings at the time of the obs arvations. _ Assurance committee meeting.
4. Vents in resident’s bathrooms were observed ~ | Findings 3 & 4 ' .
to be soiled with accumulated dust in the : 1. thhfeofmgge?%e;g;e acton “;):jogveg;l laken - |08729/07
f(.)"owmg rooms. 308' 310 and 316 in three (3) of the bathroom vents have been cleaned. '
six (6) vents observed on August 29 2007 2. Other residents having the potential to be |10/12/07
between 8:50 AM and 10:30 AM. These . 7| affected by the same deficient practice will be
observations were made in the presince of ';’,?J‘";f‘,i‘; ;2{,‘;‘;93'?;;';‘; xn;ilr'gnrann%ntg; trr?;r;is]
Employees #1 and 2 who acknowlec ged the
N ! - vents. Rooms that are found to be dusty wull be
above findings at the time of the observations. cleaned.
. ) ) ) 3. -The following systemlc changes wu!l be putin 10/12/07
5. The threshold located at the rear 2ntrance door| platce 1o ensure the same deficient practice will
to the main kitchen was missing and floor ’ no B ON will con duot regular
surfaces were soiled with accumulaled debris in ~environmental rounds with the Day
one (1) of one (1) threshold observed at 8:50 AM |- Operations Manager of the Environmental
on August 29, 2007. These observasions were | : Services Department to insure compliance.
‘made in the presence of Employees #12, 13 and- o z‘;m‘;";oi‘;g:';‘g%ﬂ ?th‘ggeje‘;"r']'mg
1_4 Wh? a‘:knOWledg_Ed the above findings at the method to ensure high dusting is completed
time of the observations. on a regular basis. : -
o The day operations manger will conduct )
. room inspections at the time of discharge. .
4. The quality assurance process will be utilized to ~ [10/12/07
monitor and sustain compliance. The findings ’
will be presented at the quarterly Quality
Assurance committee meeting.
Haalth Regulation Administration

STATE FORM ‘ . . 800 801211 ] )f continuation sheel 23 of 23




