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L 000! Initial Comments L 000
An unannounced survey was conducted at this
facility from December 11, 2023 to December 13,
2023. Survey activities consisted of observations,
record review, and resident and staff interviews.
The facility's census 13 during the survey was 1. Resident #1 is no longer in the
CEEE AL O s facility; therefore, no corrective action
The following Facility Reported Incident DC~ could be initiated.
12475 was investigated during this survey.
g 9 ) 2. The DON conducted a chart audit to
After analysis of the findings, it was determined identify residents on monitors, including
that the facility was not in compliance with the those with orders for use of a pulse-is
requirements of District of Columbia Municipal monitor.
Regulations Chapter 32 of Title 228 Nursing Care plans were updated by the MDS
Facilities. Coordinator as appropriate. There were
no current care plans related to
L 051 3210.4 Nursing Facilities L 051 monitoring for 12 residents. Care plans
were updated by the MDS Coordinator
A charge nurse shall be responsible for the that include appropriate goals and
following: approaches.
(a)Making daily resident visits to assess physical 3. The DON and MDS Coordinator
and emotional status and implementing any reviewed the facility policies and
required nursing intervention; regulatory requirements on care plan
development. The MDS Coordinator
(b)Reviewing medication records for and/or DON will educate licensed
completeness, accuracy in the transcription of nurses on reviewing care plans for
physician orders, and adherences to stop-order accuracy and to coordinate any updates
policies; with the DON or MDS Coordinator.
(c)Reviewing residents’ plans of care for The MDS Coordinator and DON will be
appropriate goal§ and approaches, and revising responsible for ensuring that
them as needed,; comprehensive care plans for residents
(d)Delegating responsibility to the nursing staff for sznrtri‘:ggsgsr‘nlgﬁ:tu c:'li:g tg?:?jzgl oped
direct resident nursing care of specific residents; ! i
and kept up to date for each resident
(e)Supervising and evaluating each nursing and 'nd"r']de appropriate goals and
employee on the unit; and SR
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L051| Continued From page 1 L 051
) ) ) ) ) 4. The DON and/or MDS

{fiKeeping the Director of Nursing Services or his Coordinator will audit 4 care plans

or r_mgr dte5|gnee informed about the status of per week for 6 weeks for residents

residents. i i i i i

This Statute is not met as evidenced by: g:g;:g?g:t‘;ﬁg:ﬂ: ‘:,:r;%ittr;?:?ov:nh

Based on record review and staff interview, the accuracy and including appropriate

charge nurse failed to ensure a resident's care goals and approaches. If non-

plan included goals and approaches for a i is found th. |

resident’s use of a pulse-ox monitor for three (3) complance I3 louna 16 care plans

of 3 sampled residents. (Resident #1) will be updated‘and the po‘llcy and
regulatory requirements will be

The findings included: reviewed by the DON/MDS
Coordinator/licensed nurses as

Resident #1 was admitted to the facility on appropriate.

07/06/23 with multiple diagnoses including

Lesch-Nyhan Syndrome, Nephrocalcinosis, Results of the audits will be reported

Self-Injurious Behavior, and Developmental to the Quality Assurance and

Delays. Performance Improvement
Committee for review. 2116/24

A physician order dated 11/01/23 instructed,

"Monitor Pulse Oximetry Continuous per

parameters HR (heart Rate) 60-120 (beats per

minute). POX (pulse-ox) 90-100 (saturation

rate)".

A review of the resident’s care plan with a review

date of 11/21/23 lacked documented evidence

that the facility's staff developed a care plan with

goals and interventions for his use of a

continuous pulse-oximeter monitoring.

During our telephone interview on 12/13/23 at

11:00 AM, Employee #5 (MDS Coordinator} said

that the facility was improving their process of

developing and reviewing care plans.
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