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J 2. On August 30, 2007 at 12:55 PW, it was

and 306.

A face-fo-face interview with Emplo/ee #7 was
conducted on August 29, 2007 at 9:25 AM.
He/She acknowledged that he/she iiid not knock
or introduce himself/herself

prior to entering the resident's rooirs.

place to ensure the same deficient practice will

not recur:

o The DON and/or his/her designee will
monitor compliance daily on an ongoing
basis.

o The Department Heads for ali areas
providing service to the SNF will receive an
email instructing them to notify their staff of
the importance of knocking and waiting for
a response before entering a residents’
room.
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F 000 | INITIAL COMMENTS F 000
An annual recertification survey was conducted
on August 29 through 30, 2007. The following
deficiencies were based on observalions, record
reviews and staff interviews. The sample
included 11 residents based on a census of 42
on the first day of survey and five (b)
| supplemental residents. '
F 241 483.16(a) DIGNITY F 241
55=D F241 483.15(a)
‘The facility must promote care for residents in a DIGNITY
m di . t that intai The Renaissance Skilled Nursing Facnllty (SNF)
anner and in an e_nVIFO‘nm.en_ at inaintains or provides services that meet professional standards
enhances each resident's dignity and respect in of quality and maintains each resident's dignity. *
full recognition of his or her individuzlity. During a recent survey, some problems were
identified that have been cited in this report. The
v following plan of correction addresses it:
This REQUIREMENT is not met as evidenced mdmgs for residents #303, 304, 305 and 306: _
by: . There are no further corrections for the 10/12/07
Based on observations during the survey period fesfge“:S ﬁf fooms 3%3, 3;’5 a"gf3°5 as these
. - v . . .y residents have been discharged from the
and staff interviews, it was determin2d that facility facility. The resident in room 304 remains in
staff failed to knock on resident's dcors and the facility and staff have been instructed to
introduce themselves prior to entering. always knock and wait for acknowledgment
before entering the room.
The findings include: 2. All residents have. the poter.mal to bg affec!ed 10/12/07 ,
by the same deficient practice. An in-service
L training will be conducted to remind staff of the
4. During initial tour conducted on A ugust 29, " importance of knocking and waiting for an
2007 from 8: 50 AM to 9:25 AM, it was observed acknowledgement before entering. Compliance
that Employee #7 failed to knack oI residents’ will be maintained through direct observation by
raom doors and introduce It']hucis_li()alrector of Nursing (DON) and the charge
himselffherself prior to entering rootns 303, 304 3. The following systemic changes will be put in 10/12/07

DATE

3/&‘/@00?

¢ . a;terisk (") deno.es a deficiency which the %smuﬁon may be excused from correcting providing it is det Elned that
provide sufficient protaction to the patler ts. (See instructions.) Except for nursing homas, the findings stated above are disclosable 90 days

2 Wte of survey whather or not a plan of correstion ls provided. For nursing homes, the above findings and plans of cornrection are disclosable 14
days following the date these documents are made avsliasle to the facllity. If deficiencies are cited. an approved plan of correction is requisite to continued
program paficlpalion.

FORM CMS-2567(02-39) Previous Versions Obsotete

SO0

Event ID: 801211

. Facliity ID; SIBLEY

i

If continuation sheet Page 1 of 28

NCERZHHZ7N7 VWI ©T:nA

NN /&Y /o0n




PRINTED: 09/14/2007"

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED -

CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO. 0938-0391

FORM CMS-25

87(02-39) Previous Versions Obsolete Event ID; 80tZ11

900

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPF LIER/CLIA (X2) MULTIPLE CONSTRUCTION (X2). DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. : A. BUILDING -
B. WING .
035030 08/30/2007
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
. i 6255 LOUGHBORO ROAD NW .
S Y MEM HOSP RENAISSANCE
IBLE R : WASHING‘I:ON, DC 20016
(X4) 1D SUMMARY STATEMENT OF DEFICIEMCIES D PROVIDER'S PLAN OF.CORRECTION (x3)
PREFIX {EACH DEFICIENCY MUST BE PRECEDEC BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
" TAG REGULATORY OR LSC IDENTIFYING INFO'IMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 241\ Continued From page 1 F 241
.obs_eNEd that Employee #8 f_a"Ed to knock on ‘4. The quality assurance process will be utilized to  (10/12/07
resident room door 305 and introduc? maintain and sustain compliance. The findings
himself/herself prior to entering. will be presented at the quarterly Quality
Assurance meeting.
A face-to-face interview with Employ-2e #8 was
conducted on August 30, 2007 at 1:(:0 PM.
He/She acknowledged that he/she d'd not knock
or introduce himself/herself
prior to entering resident's room,
F 253 | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE F 253
$8=D : . : F253 483.15(h)(2)
The facility must provide housekeep:ng and _ gg}'s"fﬂKEE","l‘fi’MA_'t"'lT ENANCE Skilled
ine ; " . ibley Memorial Hospital's Renaissance Skille
ma[r:tenan%e services necessary tp naintain a Nursing Facilty (SNF) provides housekeeping and
sanitary, orderly, and comfortable inierior. maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior. During
the survey, a number of problem areas were -
This REQUIREMENT is not met a3 evidenced identified that have been cited in this report. The
by: following plan of correction addresses them:
Based on observations during the in tial kitchen Fmdmgs 1, 2and 5:
and environmental tour, it was determined that. No specific residents were identified in the
facility staff failed to maintain the facility in a clean SUW‘t%Y ’epf;rr‘] a? tl’le'",g affec‘edtpy ‘het_defc'e"‘
3 ; ; practices. The following corrective actions’
and sanitary manner as evidenced ty: soiled floor have been taken to address the su ey
surfaces behind equipment, supply ‘rents in dry findings:
storage room, window sills and bath -oom vents o Finding 1: The floor surfaces behind the 8/29/07
and 3 mlssmg threshold equipment, under cooking hoods and the
ice machine have been cleaned daily or as
needed. This will be monitored by our
The findings include: closing check list.
. . . ’ o Finding 2: The exterior surfaces of the 8/29/07
1. Floer surfaces were soiled and st ained behind: supply vsnkt§ a;]nd iuct ir;) the drly stor:ge
equipme r i i room and kitchen have been cleaned.
4 ﬁ nt. ur::e co.Ok".]gthOds am,l-the lc? Ducts cleanings are scheduled every
macnines in the main kitchen near the serving quartér which was the same day of the
area in two (2) of two (2) observations of a soiled inspection. : '
floors between 8:36 AM and 9:19 A1 on August o Finding 5: The threshold located at the rear  [10/12/07
29, 2007. These observations were made in the entrance door to the main kitchen has been
rés nce of Embpl #12 13 - wh requested to be fixed. Cleaning will be
prese Of Employees s anc 14 who v monitored for compliance.
acknowledged the above findings al the time of \ 2. The following measures will be put in place to 10/12/07
the observations. make sure that the deficient practices do not
continue: . i ]
2. The exterior surfaces of supply vints and duct ° XS(',?{)“Y Sanitation audits (Physical Safety
n.cr,\nrhnn oftha floors

o-Daily-wetthrough-i
Faclly 1D: SK8&96, vents, and doors.
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work in the dry storage room of the r1ain kitchen 3. Performance will be monitored through reqular  10/12/07
were soiled with dust accumulation i six (8) of inspections and review of the daily and monthly
gight (8) supply vents observed on August 29, walk-through/Physical Safety Audits.
2007 at 9:00 AM. These observatiols were made _|4. - The quality assurance process will be utilized to 0/12/07
int 5 monitor and sustain compliance. The findings
in the presence of Employees #12, 13 and 14 will be presented at the quarterly Quality
who acknowlqued the above finditw)s at the time Assurance committee meeting.
of the observations.
: Findings 3& 4
f : : . y T 1. The following corrective action has been taken  8/29/07
3. Window S(:jllls We,re observ e.d'to be SOII?d with in the identified rooms. The window sills and :
accumulate dust n the fO"OWI!]g rooms: 3.06,. the bathr(_)om vents have been cleaned.
310, 312, 315, and the South sitting room in six 2, Other residents having the potential to be 10/12/07
(6) of 12 window sills observed on August 29, affected by the same. deficient practice will be
2007 between 8:50 AM and 10:30 AM. These identified through regular environmental rounds
\ . : ’ and inspection of window sills and bathroom’
observations were made in the pres2nce of vents. Rooms that are found to be dusty will be
Employees # 1 and 2 who acknowle dged the cleaned.
above findings at the time of the obs.ervations. 3. The following systemic changes will be putin 10/12/07
place to ensure the same deficient practice will
LN . . , i _ not recur:
4. {)/ents"m resident's bathrooms we ‘e observed o The DON will conduct reguiar
t0.be soiled with accumulated dust in the environmental rounds with the Day
following rooms: 308, 310 and 315 i1 three (3) of Operations Manager of the Environmental
six (6) vents observed on August 2¢, 2007 Services Department to insure compliance.
between 8:50 AM and 10:30 AM. Tnhese o Stafffrom Environmental Services will
observations were made 'in th .res en f continue to retrain on the 7-step cleaning
S ep ceo method to ensure high dusting is completed
Employee; #1 and 2 who acknowlz'iged the on a regular basis.
above findings at the time of the obuervations. o The day operations manger will conduct
room inspections at the time of discharge. .
c 4. The quality assurance process will be utilized to  [10/12/07
f' ;'I-'lhe tm.es'?.dd located a? the rear entrance door monitor and sustain compliance. The findings
o the main xtchgn was missing an} floor will be presented at the quarterly Quality
surfaces were soiled with accumulated debris in Assurance committee meeting.
one (1) of one (1) threshold observe.d at 8:50 AM
on August 29, 2007. These observations were
made in the presence of Employee:: #12, 13 and
14 who acknowledged the above fir dings at the
time of the observations.
F 280 | 483.20(d)(3), 483.10(k)(2) COMPRZHENSIVE F 280
$8=D | CARE PLANS :
‘ F280 483.20(d)(3), 483.10(k)(2)
The resident has the right, unless adjudged COMPREHENSIVE CARE PLANS
incompetent or otherwi Comprehensive care plans are developed for all
P t ise found to he res:dents on the SNF. During the recent survey, a
- term-area-was-identified-that-has-besnsite
FORM CMS-2 Event ID; 801211 prot clin
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physiclan, a registered nurse with rasponsibility
for the resident, and other appropriate staff in
disclplines as determined by the res dent's heeds,
and, to the extent practicable, the piirticipation of
the resident, the resident's famlly or the resident's
legal representative; and periodically teviewed
and revised by 3 team of qualifled parsons after
each assessment,

This REQUIREMENT is hot met as evidenced
by:

Based on record review and staff i erview for -
one (1) of 11 sampled regidents, tvas
determined that faclllty staff failed ¢ revise and/or
amend a care plan with new approashes and
g?als for Resident #11 who sustaini:d a fall with
injury,

The findings Thelude:

Resident #11 was admitted to the f cillty on June
28, 2007 post fall at home and status post left hip
hemlarthroplasty.

The resident's initial care plan date¢ June 28,
2007 included: “Problem High risk 'or falls- Goal:
Will hot sustaln any injury from___, will net

| experience fall due to___, and safely will be

place to ensurs the deficlant practice wili not

recun

=]

O!

o

THe DON and/or his/her designas will
coritinue to monitor all oceurrenca
raports relatad to rasident falls on an
ohgoltig basls,

Al the time of the occurrence, the charge
nurse and the resident's nurse will
|mmediately ravise and/or amend the
resldent’s care pldn and update the
apptophate documshiation In the clinical
record.,

The MDS Coordiriatar will revise thes
current “high rek for falls” and the
“potential for injury, related to history of
falla" care plans.

Ths DON and MDS Coordinator wil
provide additional bralning fof the nursing
staff related to the process for activeting/
revisihg and/or amending cars plans for
residehts at Hsk for falling. This will also
Include teaching the Importahes of
appropriate notificatlon and
docuniehtation In the clldical record.
The iterdisciplinary cate planhing team
wilt discuss during thels reguiat meatings
any tesldeht wha has sustalhed a fall to
ensute that proper revisions,
amendmefits, and/or chahge in goals of
approaches are reflécted in the care

lan.
g‘he DON will develop a monltoring tool
to track compllance with this plan of
correctloh ravising or amendihy the care
plans for fail risk and potential for Injury
ralated to history of falls. '
The fall =k aszessment s¢oring has
bean updeted tb further Iderithy higher
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F 280 | Continued From page 3 F 280
Incapacilated under the laws of the Siate, to ' addresses I
participate In planning care and trea:ment or
Elndings for resident #11: |
Changes In care and treatment. 1. Thara Is ho furthat cortactive actlon for residant | 7/18/07
#11, who has been discharged from this facliity,
A comprehenslve care plan must be developed 2. Tha ‘tar plans for other rasidents having tha 10112/07
within 7 days aRer the completion of the potentiel to be affected by the same deficlent
comprehensive psgessment; preparad by an 22‘;.'3‘}3‘.’,,‘;’.3’“ revlewad nd ravizad
} nterd:sc;plmary team, that includes the attending 3. The following systemic changes wiil ba put in 40/12/07
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- | maintained through ___" Responses to these will wear a blue fall risk bracelet
areas were blank. designating them as high risk for falls.
o The DON/charge nurse will monitor
| The intetventions included: "Reorient resident to L%ngi;?e%n::ﬁgtﬁ;?:gsgttsrmenr soms
environment and use of call light; Resinforce use flagged as high fall risk. _
| of call light and treaded shoes for ainbulation; 4. The quality assurance process will be utiized ~ 10/12/07
schedule toileting/bowel or bladder nanagement; to maintain and sustain comgliance. The
30 minute hourly checks if indicatec; B/P[blood findings will be presented at the quarterly
pressure] for postural hypotension, “while sitting, - Quality Assurance meeting.
standing, lying; Monitor for syncope agitation, .
seizures bowel/bladder urgency; Keep bed in
lowest position; Assist/supervise with mobility or
| transfers; Pt (patient) consult if needed; Evaluate
for proper use of appliance -attenticn to safety;
-Move resident closer to nurses' stalion and apply
bed check alarm increase diversional activities:
monitor labs as ordered; notify MD 10 modify
treatment including appropriate medication
intervention: educate and engage resident and
family in all aspects of the fall proto:ol/safety
maintenance; reassess fall risk scoe if occurs.”
According to a nurse's note dated July 5, 2007,
"...At 1345 (1:45 PM) Pt [patient] wiis found on
the floor lying on {his/her] back by [hame] who
came to nursing station and catled “or help. No
bruising noted no skin tear. Pt assisted back to
bed x [times] 2 persons...” The res'dent
sustained no injury from the fall.
-| A nurse's note dated July 16, 2007 D550 (5:50
AM), documented "..;At 0055 (12:£5 AM) Pt was
found on floor near [his/her] closet hy staff ..." .
According to an x-ray taken on July 18, 2007, "
IMPRESSION: Right hip hemiarthroplasty in
| place. There is an acute fracture of the greater
trochanter and subtrochanteric region of the right
femur.” This is new in comparison 15 the previous
FORM CMS-2557(02-88) Previous Varsions Obsolete Event iD:801Z11 Facllity ID; SIBLEY
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F 280

Continued From page 5
study.”

A fall risk assessment was completzd on June
28, July 5 and July 18, 2007. According to the
evaluation tool, "Total score of 4 01 above
represents HJIGH RISK". The resicent's total
scofe on June 28, 2007 was 9. Th total score
for July 5, 2007 was 16 and the totz I score for
July 18, 2007 was 14. Facility staff identified that
the resident's risk for falls had signiicantly
increased on July 5, 2007. There wis no
evidence that facility staff initiated zdditional
approaches or actions as a resuit o' this
assessment,

The interdisciplinary care team (ID7") met on July
5, 2007 to discuss the resident s status.
According to the IDT notes; "IDT reviewed
prablem list. Min A (minimum assis!) bed mobility,
CTA (contact guard assist) transfers. Ambulating

20 feet with CGA. Will re-eval (evawate)." There |

was no-time noted on the IDT notes, indicating if
the team met prior to the fall.

| The IDT notes for July 9, 2007 indicated, "IDT

reviewed. Progressing towards goas. IDT to -
re-eval," There was no evidence it at the
resident’s fall of July 5,:2007 was discussed at the
IDT team meeting, or that additiona approaches

- | were initiated because of the residet's fall.

| The resident fell in his/her room on Jjuly 16, 2007

and sustained a fracture of the grealer trochanter
and subtrochanteric region of the richt femur.
After surgical intervention, the resid :nt returned
to the skilled nursing unit on July 25. 2007. The
same plan of care that was initiated on June 28,
2007 was initiated on July 25, 2007 without

additional/new interventions.

J

F 280
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On August 30, 2007 at approximate y 9:00 AM a
face-to-face interview was conducted with the
Emiployees #3, 4 and 5. Employee 43 stated,
“IResident #11] was confused and ron-compliant
with calling for help. That's why the resident's
room was cigsa o the nurse's stalien.”
Additionally, he/she acknowledged that no '
addtional interventions were impleniented
between the falls, The record was ri:viewed
August 29, 2007, . ]
F 309 | 483.25 QUALITY OF CARE F309| Fa00 483,25
85=D QUALITY OF CARE

Each resldent must receive and the facllity must
provide the necessary care gnd ser/ces to atiain
or malntain the highest practicable |hysieal,
mental, and psychosacial well-being), in
accordance with the oomprehensivi) @ssessment
and plan of care.

This REQUIREMENT |s niot met at evidenced
by:

Based on observation, record revie'v and staff
Interviews for two (2) of 11 samplad residents and
two (2) supplemental resldents, It was detenmined
that facillly staff failed to provide the: necessary
care and services as evidericed by ‘alling to:
clarify the medication strength and/yr transeribe
medication orders for two (2) residents; follow up
with the physiclan for observation o' a vagihal
discharge for one (1) resident; ahd oblain a
physician's order to apply a treatment for one (1)
resident, Resident's # 3, 8, JH3 and T1.

The findings include:

1. Facllity staff failed to clarity a meJlcation

o

The Renalesance SNF provides services that maet
professlonal standards of quality. Durlng the
recent survey, a numbar of problems ware
Identified that have been clted Ih this report. The
followirig plan of corraction addresses tham:

I :
1.  Thare ame ho further corrective actions for
resident #3, who has been discharged frotn
the facllity. * .
2. Other residents’ medication orders and ordets
for Tylanol with Codslne ware chacked to

by the physiclan and transcribed correctly.

Othot res|dants' physiclan ortars ahd

medication administration record havés been

checked and transcribad conrectly.

3. The following systemic changes have been
put In plice to ensure the deficlent practice
does hot recun
o  The riursing steff and secratanal

assoclates will monttor the physiclan
ordars and medication atiministration
records to ensura the medlcatlon

. strahgth has been ldentilad and
trdnscribed correctly.

o The elght-hour chant review followed by
the 24-hour cHart review of the
medlcation administration record will be
utilized to monitor orders for accuracy
and compleleness. .

o Tha nursing staff will recelve Ingetvice

FORM CMS8-2527(02-89) Previous Varslony Obealria
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DEPARTMENT OF MEALTH AND HUMAN SERVICES PRINTED: 09/14/2007

CENTERS FOR MEDICARE & MEDICAID SERVICES | . OMB D, et
STATEMENT OF DEFICIENCIES X1) PROVIDERIS! PP ' :
PRy B Y ICATIN #&m‘a‘? (X2) MULTIPLE CONSTRUCTION (x3) DATE SURVEY.
« |A BUILDING . COMPLEYED
995030 e 08/30/2007
NAME DF FROVIDER QR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
WASHINGTON, DC 20016
04} i SUMMARY STATEMENT OF DEFIGIENCIES .
PRéle {EACH DEFICIENCY MUST BE PRECED =D BY FULL pR'é'm (EAP;? ‘é‘é’,‘fﬁg&%ﬁ‘f&?&:‘g&g{,@ae COMbLTION
TAG REGULATQRY OR LSC IDENTIFYING [NI*ORMATION) . TAG CRoss-REFEREEJEEICé ‘1‘;?4 gyﬂ)E APPROPRIATE bate
F 303 | Continued From page 7 F 309 '
strength and transcribe two (2) PR \ (as needed) pravent a delay In reatrent for the
medications for Resident #3. cr;?;:ldnegnt and to ensurs appropriate
' . R , 4. The quality agsurance process will be utiized  {1€/12/07
A. A review of Resident #3' s recor i revealed to mgmtor and sustain compliancs, The
adrnission orders signed by the phtslelan but findings wlll be presented at the quarterly
undated, directing, " Acetaminophen Quallty Assuranca mesting.
(Tylenol)iCodeine 1 tab po (by mot th) FRN - Findings for reaident #; _
every 4 h ours for pain.’ The strength for the 1.  Thara afa no further corrective actions for the  |9/8/07
medication was not indicated, resldeT #9, who s has been dischiarged from
the faclity. .
i 2. Other residsnts having the polantial to be 10/12i07
ﬁﬁce?al‘ﬁ.l‘?ngotohleh: (%n E;n:falctu‘rﬂe.,r‘s d: slr:rlpﬂon. ' affected by the same deficlent practice will be
P ylenel) with Codulne comes in identified during routine cere ahd nuraing
. |{the following strengths: ' gscesement of the residert. The nutse wiil
: anzurs all agnormal ﬂhndllr::?s afre ?oculrr\entad
Tylanﬁ' #:8 ng (mnﬁgl’ﬁmS) of codeine and 300 and reportad to the pliysiclan for trediment.
mg of Tylenal v 3 T}\a fptnwr;nﬁ r:y:#ﬂ;wf Ic?eanntgar: gllcl b:wﬁm I? 10/12/07
Tylenol #2; 15 mg of codeine and 200 mg of Pace fo enaurs the Aetlal practics WTne
Tylenol o Provide additionsl ihsarvice talning to
Tylenol #3; 30 mg of codeine and 200 mg of + the staff on tha imiportance of physician
Tylenol ggg{inc:llon fat any noled abnormal
Tylenol #4: 80 mg codeine and 300 mg Tylenol o ‘The m;rs‘lng staff will enaure all calis
: : . mata to phyaiclans related to abnormal
e fatie-tb-faCe interview was condusted with findings or c&angus in condition have
mployee #10 on august 30, 2007 at 11:30 AM besn retume.
ex Teo y o The charge aurse will cortinue to monitar
: 23915_?_'? Srfated, " The only one we use (s Tylenol Intar-shift raports for concarns that may
. That' s all the pharmacy every sends us." need physiclan intervention.
The recard was reviewed on August 30, 20 4, The quallty asaurance process will be utlized | 10/12/07
gust 30, 2007.
;Iu anlgnlfmlarl;d sustalntcgmpltlﬁnca, rtTha|
B. Facility staff falled to transcribe F'RN (as , . findinga wil be presented at the cuarterly
nesded) medication orders for Resident #3. Quallly Assiirarice meoting.
. Findings for rasident JH3:
A review of the admisslon orders for Resident #3 1. There ate ro furthar comactive actions for Br31/07
:signed by the physician but undatec', revealed, ' {ﬁi’?:;}}l;;""' who hes been discharged from
"Tytencl 850 mg po q 4 houts PRN fot temp 2, Other tesldent2 havitg the potential to be 10/12/07
greater than 101 (degrees Fahrenh2It) oy mild attacted by the same deficierit practice will be
pain" and " MOM (Milk of Magnesial 30cc po dally Identified by diract obsatvation, monitoring
- FRN conatipaton. ' ' e oo of s, e g
’ o 3. Tha following systemic chahges have besh | 10/2/07
The facllity prints 2 Medleation Administration put lnoprnce ?osey::ure i:a ze?l:latzn?piac?lco
. | | doas not racur:
FORM CMS-2967(02-99) Previays Verslone Obanlele Event ID; BoiZ11 Facliy [0: SIBLEY } lob
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FRINTED: 09/44/2007

Recard (MAR) for each day. A revisw of the
MARs from August 23 through August 28, 2007
revealed that the ahove cited orders for PRN
Tylenol and Miik of Magnesia were not
transcribed onto the daily MARSs.

A face-to-face interview with Emplcyee #11-was
conducted on August 30, 2007 at 2:15 PM,
He/she acknowledged that the PRI orders for
Tylenol and Milk of Magnasia wers hot
transcribed onio the MARs. The record was
raviewed August 30, 2007, :

2. Facilty staff failed to follow up wth the
physician far observation of 2 vagiral discharge
for Resident #8,

A record review revealed é nurse's note dated
Aligust 24, 2007 at 2:15 AM "...vag nal discharge

-lebserved during hath [with] strong wdor, A eall
.IIplaced ta Dr. [name)] who wants m¢ to give
|| him/her a call back.”

The record lacked evidence df further evaluations
regarding the vaginal discharge in the nursing
notes from August 25, 2007 to Aug Jst 30, 2007.

A face-to-face Interview with Emplcyees #3 and
#10 was conducted op August 30, 12007 at 2:20

{[PM. Bath stated,”Aloe Vesta creagm was being

used as ordered. .it may have beer the cream.”
Additionally, Employee #3 acknowli:dged that
there was no further investigation of the vaginai
discharge. The record was reviewud an August
30, 20Q7.

3. On Augyst 30, 2007 at 11:00 AM, during the

recencillation of the morning medieation pass with
the physician's orders and the MAR, it was

_ondsrs to ensure madications, strenpth
and dosages are trangcribad per
phyaician orders.

o . Ths quality monitaring tool for sight-hour
and 24-hour chart check compliance witi
continue to be utilized.

o Provide additional inservice training to

nursing staff and gecratarlal associates

on the mpertance of accuracy of
franscription of medications. Wtwilk be
reinforced with the nurse onthe
importanca of verifying transcription of
orders by the secrelarial assoclates.

. 4. The guality assurance process will bs utilized

to monltor and sustain compliance. The
findings wlll ba presented at the quarterly
Quality Assurancs mesating,

a8 .

1. There are no further corrective actlons for this
resident bacause the residant has bsen
discharged from this facllty.

2. Al records were checked to snsure
appropriate ofders for wound care were
oblained from the physiclan and ulflized.

3. The fallowing systemic changes will be putin
place ta ensure tha deficlant practica will not
recur.

o The nurse will cover the area with a dry,

' sterlle gauze to prevent infection.
o  Tha nuree will esll the attending
! phyzician to obtaln wound care orders

and aubsequently camy those arders aut
for tha resident. . o

o The DON and/or the charge nurse will
ravlew skin care sheels and treatment
records to ensure orders ere eccurate
and complete,

4, The quallty assurance procsss wili be utilized
to maintain and sustaln compliance, The
findings will be presented at the quartorly
Quallty Assurance meeting.
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STATﬁMENT OF DEFICIENCIES
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1D " . - PROVIDER'S PLAN OF CORRECTION .

determined that facility staff incorre ctly _
transcribed a medication order for esident JH3.

A review of the hospital discharge summary,

| faxed to the facility on August 28, 2007 at 11:26

AM, inciuded, "K-Dur 40 meq (milli 'quwllents) po
dajly for 10 days "

The medication was transcribed onto the facility's
admission orders on August 28, 2027 at 3:00 PM
as, "K-Dur 40 mg po daily x 10 day:; for
supplement.” The physician signet! the
admission orders on August 29 2027, no time
mdxcated

it was observed that the medicatior received from
the facility's pharmacy was, "KCL 43 mEqg/30 ml."

A face-to-face interview was condusted with -

.1|Nurse #3 on August 30, 2007 at 11 30 AM.

He/she stated that the physician we uld be

' ||contacted to clarify the order.

4. Facility staff failed to obtain a phi'sician's order
to apply a treatment to Resident T1's rlght lower

||leg blisters,

During an ‘observation of Resident ""1's right
lower leg biisters on August 29, 20(7 at 1:05 PM,
it was cbserved that Employee #6 ramoved the -

-| |dressing that covered the biisters. The dressing

was inclusive of an ABD (abdominzl) pad and
several yellow pieces of cloth which covered the
blistzred areas. The dressing was :;oiled with
blocd and brown tinged drainage; tte area under
the dressing was then assessed.

iThere were several open blisters ar d several fluid
iﬁlled blisters that were draining on tae right shin

F 309
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