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LOOOL 000 Initialcomments 

An annual licensure surveywas con:iucted on 
August29 through 3D, 2007. The rollowlng 
deficiencies were based oncbservallcns, record 
reviewsand staff lhtervlews. The SllrTIple 
InclUded 11 residents basedon a C3nSUG of 42 
on th'<l first day of survey and five (51 LOS' 3210.4 supplemental residents. NURSING FAclUTlES 

1. Comprehensive careplans are developed for a I 
" residehts 011 the SNF'. During the recentsurvey, LOS1L 051 3.210.4 NursIng Facilities problem Srea was Identified that ha6beencited In 

this teport. l'h" following plan of correctlon 
I A charge nurseshall be responsible for.the addresses II: 
following: Findings for reslder1t #11; 

1. There Is no further corrective actionfor resIder t 7/18/07(a)Making dailyresldent visits to alSJ  physical . . #11, whohas been discharged from this  . 
and emotional statusand Irnplemetltingany 2. The care plans for other realdeht6 having the 10/12107

potential to beaffectf3d by the samedarlclent 
practicewere reviewed and rail/sed 

required nursihg Ihtel"\lention; 
, accordingly.(b)Revlewlng medlcatlcn records for 3. The following systemicchanges wI/I be pUI ih 10/12107completeness, accuracyin the tranticriptlon of placeto ensurethe deflelenl practicewill not 

physician orders, and adherences tlj stop-order recur: 
policies; o  The DON and/orhis/herdesigneewill 

conllllUeto monitorall occurrence 
reportsrelatedto resldent ralls611 ar1{c)Rev;ewlng residents' plans of C;;:II'e for ongoing basl9. 

appropriate goalsand approaches, and  o At thl!l tim., of ltJe eecurrenca, tha charg 
them as needed; •  nurse and the-resident's nursewill 

Immediately reviseand/or amerld 1118 
resident'scare plan and updatethe (d)belegating responsibility to the nursing staff for appropriate documentation In the c1lnlca 

direct residentnursing care of specIfic resldonts: record. 
a The MOS Coordinator1\/111 revlse the 

current "hlOh risk for falls" and the (e)SUpervlslng and evaluating each nUrsIng 
·potentlal for InJUry. relatedto historyof employee on the unit: and falls" care plans. 

o The DON and MDS CoordlnatorwlU 
(f)Keeping the Directorof Nursing Hervlces or his proVides addltlonsl training for the nursltlj 

staff relatedto the processror llcllllsting.or her designee Informed about the status of 
reVising and/oramending care plan9for residents, resldenb. at risk 'or falling. this will alseThis Statute is not met as evldenc sd by: Includeleaching the Importance of 

Based on record review and staff IIitervlew for lIpproprlstl! notlflcatlon and 
one (1) of 11 sampled residents and one (1) documentation Inthe clinical record. 

a The  care plannIng teamsupplemental resident, It was determined that the 
Iiealth RltgU atlonAdminlslrSUon  __
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L 051 ContinuedFrom page 1 

charge nursefailed to revise a care I)lanfor 
multiple falls with subsequent ihJUry l'orone (l) 
resldMt and carrectly transcrine mE3ljicatlon 
orders for one (1) resident. Resldenls #11 and 
JH3. 

The findings Include: 

1. The cnarge nurse failecl to revise a care plan 
for multlple falls with subsequent injrJrles for 

 #11. 

ResIdent #11 was admitted to the facility on June 
26, 2007 post tall at home and status postleft hip 
hernlarthtoplasty, 

The residents Ihltlal care plandated June28, 
2007 included: "Problem High risk lor falls- Goal: 
Will not sustain any InjUry from---.--' will not 
experience fall due to_. and safel;y will be 
maintainedthrough _." Responsus to these 
areas were blank. 

The Interventions Included: "Reoo& nt resIdentto 
environment and U5e of call light;  use 
of call light and treaded shoes for ambulatlon; 
schedule tolleting/boWlill or   
30 minute hourly cheeks If indicated; B/P[blood 
pressure] for postural hypotension. While sitting, 
standlng, lylng; Monitor forsyncopEI agitation. 
seizures bawellbladderurgency: Kl!ep bed In 
lowest posltlon; Assl19t/supervise with mobilityor 
transfers; Pt (patient) consult 11' netlded; Evaluate 

• for proper use df appliance  m to safety; 
Move.resident closer to nurses'  and apply 
bed check alarm Increasedlverslonel actlvlnes; 
rnonltcr Iabs as ordered: notny MD to modify 
treatment IncludingaPPl1?prlate medlcatlon 
Intervehtlon; educate and engage I asldentand 
family in all aspects of the fall protc.lcdVsafety 

HQ:.l11h Regu\i1t1on AdmlrllslTQUon  ' 
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will discuss dutlngtheir regular meetings 
any resident Who has9ustalneda fall to 
ensurethat properrevisions, 
I!Imtlndmerils. lIndlor Change lh goalsor 
approachesale reflected In the care 
plan. 

o  The DON will d811ellop a mohltorlng1001  
to track compliance with this plan of  
correcUon revising or amehdlng the care  

• plans for fall riskahd potential for InJut}' 
ralated to history of falls. 

o  The fall r19k assessment scoring has 
been u!,dated to furtherIdentify higher 
tlsk residents. 

o  Residents with a fall riskscoreof 15--30 
will Wesr g blue(sll rISk bracelet 
deslgnatlnS! them as high rIskfor fall6. 

o  The DONlchargenurss will monitor  
Yooms10ensure that rasldent.9  
designated as high rl6khavetheir rooms  
flagged 8S highfall rIsk.  

4.  The qualityassurance precess willbe IJtlllzed 10/12107 
to maintain andsustain compliance. The  
findings Will be prasentedat the qUClttetly  
QUailly Assurancemeeting.  

2. The Renaissance SNF provides services that 
meetprofess/onal standards of quality. DurIng the 
recent survey, 1'I numbel' of problems werG . 
identified that have beenclled In this report. The 
fOllowing planof correction addresses them: 

,/ - -
findings for resid§ntJH3: 
1. Thereare no furthercorrective actions for 813112004 

residentJH3, Who has been dIScharged from  
the facUlty.  

2. other relsldents' physlclan  and 10/1210'7 
madleatlon adrnltllstratloh record have been  
checked and ltshstrlbed correctly.  

3. The following systemic changes have been 10112107 
put In placeto eneul'eI the deflclent practice
doss not recur: 
o  Theslafl'will monitorthe medIcation  

!ldmlnlslrliltlon record and physIcian  
ol'der& to ensure medications. strength  
and  are transcribed per  
phYSIcian ordets.  

o  11t8quality mohllorlhg tool for 8lght-hour 
and24-hour c:hart checkcompliance will 

I .! / . 
STATe PORM eOIZ1t  II  sheel aell23 
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L 051 I Continued From page 2 . . .. 

·1 maintenance; reassess fall risk score if occurs." 

.\ According to a nurse's note dated Jllly 5, 2007, 
" ...At 1345 (1:45 PM) Pt[patient] was found on . 

1 the floor lying on [his/herl back by [name] who 
I came to nursing station and called hr help. No 

bruising noted no skin tear. Pt assis.ted back to 
bed x [times] 2 persons..." The resident .IIsustained no injury from the fall,. . 

I . 

.. I A nurse's note dated July 16, 2007 11550 (5:50 
·1 AM), documented "...At 0056  AM) Pt was 

found on floor near [his/her} closet t'y staff ..." 

According to an x-ray taken on July 16, 2007. " 
I IMPRESSION: R.ight hip herniarthmplasty in Iplace. There is an acute fracture 01 the greater 
I trochanter and subtrochanteric regirm of the right 

femur. This is new in comparison tr.) the previous 
study," .I 

1. 1 A fa.1I risk assessment was completed on June 
28, July 5 and July 16, 2007. Accodlnq to the 

. evaluation tool, "Total score of 4 01 above· . 
represents HIGH RISK", The resident's total 
score on June 28,2007 was 9.  total score 
for July 5, 2007 was 16 and the total score for 
July 16, 2007 was 14. Facility staff identified that 
the resident's risk for falls had significantly 
increased on July 5,2007. There was no 
evidence that facility staff initiated i iddltional 
approaches or actions as a result c·fthis 

. assessment. 

The Interdisciplinary care team (ID f) met on July 
5, 2007 to discuss the resident's status. 
According to the IDT notes, "lOT reviewed 
problem list. Min A (minimum assist) bed mobility, 
eTA (contact guard assist) transfes. Ambulating 

i 20 feet with eGA. Will re-eval (evaluate)," There 
Health  Administration 
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PROVIDER'SPLAN OFCORRECTION  
(EACH CORRECTIVEACTION SHOULD BE  

CROSS·REFERENCEDTO THE APPROPRIATE  
DEFICIENCY)  

o  The quality monitoring tool for eight-hour 
. and 24-hour chart check compliance will 
continue to be utilized. 

o  Provide additional inservice training to 
nursing staff and secretarial associates 
on the importance of accuracy of 
transcription of medications. It will be 
reinforced with the nurse on the 
importance of verifying transcription of 
orders by the.secretarial associates. 

4.  The quality assurance process will be utilized 
to monitor and sustain compliance. The 
findings will be presented at the quarterty 
Quality Assurance meeting. 

(X5) 
COMPLETE 

DATE 

10/12/07 
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was no time noted on the IDT notes I indicating if 
the team met prior to the fall. 

The IDT notes for July 9, 2007 indicated, "IDT 
reviewed, Progressing towards goals. IDT toI. re-eval." There was no evidence tl iat the 
resident's fall of July 5, 2007 was discussed at 
the IDT team meetinqcr that additional 
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PROVIDER'S PLAN OF CORRECTION 
(EACHCORRECTIVE ACTION SHOULDBE 
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DEFICIENCY) 

0;0) 
COMPLETE 

DAiE 

II approaches were initiated because of the  
resident's fall.  

I. , 

The resident fell in his/her room on July 16, 2007 
and sustained a fracture of the grei Iter trochanter ' 
and subtrochanteric region of the ri  femur. 
After surgical intervention, the resk.ent returned 
to the skilled nursing unit on July 2!;, 2007. The 
same plan of care that was initiated on June 28, 
2007 was initiated on July 25, 200; withoutIadditional/new interventions. 

On August 30, 2007 at approxirnat  9:00 AM a 
face-to-face interview was conduct ad with the 
Employees #3, 4 and 5. Employee #3 stated, 
"[Resident #11] was confused and non-compllant 

I with calling for help. That's why the' resident's 
room was close to the nurse's statlon." 
Additionally, he/she acknowledqed that no 

I additional interventions were imple mented Ibetween the falls. The record was 'eviewed 
I August 29,2007. 

12. The charge nurse failed to correctly transcribe 
I a medication order Resident JH3, 

On August 3D, 2007 at 11:00 AM, during the 
I, reconciliation of the morning medii :ation pass 
Iwith the physician's orders and the MAR, it was • 

determined that facility staff incorroctly 
transcribed a medication order for Resident JH3, 

Health RegUlatIon Administratlon 
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L 0511 Continued From page 4 

I A review of the hospital discharge summary, 
faxed to the facility on August 28, 2007 at 11:26 
AM, included, 10K-Our 40 meq(milliE quivalents) po 
daily for 10 days." 

The medication was transcribed on to the facility's 
admission orders on August 28, 20')7 at 3:00 PM 
as, "K-Dur 40 mg po daily x 10 day'; for 
supplement" The physician signee I the 
admission orders on August 29,20)7, no time 
indicated, 

It was observed that the rnedicatlon received  
from the facility's pharmacy was,  40  
mEq/30 rnl."  

A face-to-face interview was conducted with  
Nurse #3 on August 30, 2007 at 11:30 AM.  
He/she stated that the physician would be  
contacted to clarify the order.  

L 0513211.1 Nursing Facilities 

Sufficient nursing time shall be givi m to each 
resident to ensure that the resident 
receives the following: . 

I 

I (a)Treatment, medications, diet and nutritional 
I supplements and fluids as presented, and 
1rehabilitative nursing care as needed: 

(b)Proper care to minimize pressu-e ulcers and 
contractures and to promote the hi  of ulcers: 

i (c)Assistants in daily personal grooming so that 
I the resident is comfortable, clean, and neat asIevidenced by freedom from body odor, cleaned 
I and trimmed nails, and clean. neat and 
, well-groomed hair; 
! 

Health RegulatIon Administration 

L 051 

L0523211.1 
NURSING FACILITIES 
1. The Renaissance SNF provides services that 

L052 meet the professional standards of quality and 
safety. During the recent survey. a problem was , 
identified that has been cited in this report: 

Findings for resident #11: 
1.  There are no further corrective actions for 17/18/07 

resident #11, who has been discharged from 
this facility. 

2.  Other residents having the potential to be  
affected by the same deficient practice will be 
identified upon admission to the facility. 

3.  The following systemic changes have been 0/12/07 
put in place to ensure the deficient practice 
does not recur: 
o  The fall risk assessment form has been 

revised and a new high risk category has 
been established. 

o  The DON, charge nurse and other 
nursing staff will complete the newly 
revised fall risk assessment tool to 
differentiate "at risk" from "high risk" 
residents. 

o  The appropriate goals and approaches 

STATE FORM  OD99 80lZ11  If continuation sneer 5 of 23 



PRINTED: 09/14/2007 
FORM APPROVED 

 

STATEMENT OF DEFICIENCIES (X3) DATE SURVEY (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLECONSTRUCTION 
AND PLAN OF CORRECTION COMPLETEDIDENTIFICATICN NUMBER: 

A. BUILDING 
B. WING _ 

095030 08/30/2007 
NAME OF PROVlDER OR SUPPLIER STREETADDRESS, CITY.STATE, ZIP CODE 

5255 LOUEiHBORO ROAD NW 
SIBLEY MEM HOSP RENAISSANCE WASHINGTON, DC 20016 

..._-_. . .. --- . ...._- ...  -'... 

(X4) 10 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICII:NCIES 
(eACH DEFICIENCY MUS, BE  BY FULL 

REGULATORY OR LSC IDENTIFYING  

ID 
PREFIX 

TAG 

PROVIDER'S PlAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS·REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(lCS) 
COMPLETE 

DATE 

L052 
will be put in place based on the risk 

L 0521 Continued From page 5 

(d) Protection from accident. injury and infection; level including hourly supervision and 
supervised toileting at least every two 
hours.(e)Encouragement. assistance, and training in 

a  All 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 "high 

(f)Encouragement and assistance :0: risk for falls. " 
a The interdisciplinary care planning team 

will review, revise and update care plans, (1)Get out of the bed and dress or be dressed in goals and approaches at their regular 
his or her own clothing; and shoes or slippers, meeting for high risk residents. 
which shall be clean and in good rupair; Documentation related to the discussion 

will be in the meeting notes. 
a The nursing staff will receive inservice (2)Use the dining room if he or she' is able; and training to ensure correct information is 

documented in the clinical record. 
(3)Participate in meaningful social and a The charge nurse will monitor inter-shift 
recreational activities; With eating; reports to ensure the nursing staff 

passes on fall risk information to the 
CNAs.(g)Prompt, unhurried assistance if he or she a  The DON and/or his/her designee will 

requires or request help with eatin!l: continue to monitor occurrence reports 
related to resident falls to ensure that the 
revision of the care plan, goals and .(h)Prescribed adaptive self-help devices to assist 
approaches have been updated him or her in eating appropriately.

independently; a • Resident safety will be reinforced with 
the resident and/or family 

I (i)Assistance, if needed, with daily hygiene, member/Power of Attorney (POA) 
a Fall prevention guidelines will be given to including oral acre; and the residents and/or the family upon 

admission. 
j)Prompt response to an activated call bell or call a  The DON and/or the charge nurse will 

monitor the resident's environmentdaily 
ensuring that all assistive devices are 
safely placed and are within safe reach 

for help. 

This Statute is not met as evidenced by: of the resident. 
Based on observation, record revit.lwand staff 0/12/07  The quality assurance process will be utilized 
interviews for four (4) of 11 sarnphid residents to maintain and sustain compliance. The 

findings will be presented at the quarterly and three (3) supplemental residents, it was 
Quality Assurance meeting. determined that sufficient nursing I:ime was 

provided to ensure each resident received the Findinas for oractice steos: 
1.  No residents were affected by the unsecured  

skid strip in the practice steps in the physical 
following: adequate supervision fOI" one (1) 
resident with multiple falls and subsequent injury; 

therapy treatment room. All skid strips have clarification of medication strength and/or been replaced and are secure. transcribe medication orders for tnree (3) 12.  Any resident who uses the practice steps has 10/12/07 
residents; follow up with the physluian for the potential to be affected by the deficient 

Health RegUlation Administrahon 
STATE FORM  M'D 801211  If continuation sheet 6 of 2:J 
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obselVatlon 01 a vaginal discharge 'or one (1) 
resldenl; obtain a physIcIan's order to apply a 
treatment for one (1) resJqent; obtain a 
physicIan's order for a wound cleanser for one (1) 
resident ahd faued to identifya wOlmd Irrigation 
solution fo.(one (1) resIdent. Resldl3nts # 11, 3, 7, 
9. JH3, P1 and T1. 

The'findings Ihclude: 

1, Facilitystaff failed lo ensure  
supervision for Rf;lsldent #11" with mUltiple falls 
and subsequent injury. 

According to a nurse'snote dated.luly 5. 20071 .. 

...At 1345 (1:45  Pt was foUnd I m the floor 
lying on IhlSlhel') bacK by[name] wl,o came to 
nursIng station and called for help. No bruising 
noted no skin tear, I='t assisted back to bed x 2 
persons ...House Officer Dr (name was called 
and ordered x-ray- spine, thoracic lumbar sacral 
done ... ,. 

According to a nurse's note dated jUly 16, 2007 
0550 (5:50 AM), __At 0055 (12;5,'; AM) Pt wasH • 

found on floor near [hislherl clasBit by staff. Pt 
stated I I wanted to get 008 to m),'bedside 
commode and to my closet toset  out, 
I lost my balance and fell to ilia flb!)r. 2 staff 
members assist pt to walker to beel. Writer 
assess 5urglcal site for apparent irlJurfes. 
Surgical site Rl hlp was red and warm to touch 
steri strips remain Intact. Pt didvaice clo pain to 
the sIte. Pt stated I I fell on my Hgl'lt hip. I Wtiter 
offered Pt 2 tabs of Tylenol 500mg po at 0100 for 
clo of pain to SliP fall VIS (\lilal slgrts)  (blood 
pressure)121170, T (temperatUre )11 degrees 
Fahrenheit) 97.9, R (raspiratioI1s)19, P (pulse) 
90. Writer called House$urgeorll;Jr. [name] to 
make aware. Or. [name] ordered ;':-ray pelvis and 

"10 
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practice, The pracbcs stepswJII hot be usedIf 
snyskid stl1ps are leese. 

3. The tollowlng systemicehanues will be pUlln . 10/12/07 
plaCG: 
o  All equipmentIn phY61cai therapyand  

oecupauonal therapy trealmllnt rooms  
•  will be Inspectedmonthly andrepaired, If  

necessary.  
o  A monthly equIpment log will be  

developed to tl'ilck this actlon,  
4.  rile  aSSUrance processwillbe utilized 10/12107 

to maintain I:lnd suetaln compliance. The  
flndlngs will be  atthe qUarterly  
QIJQllty ASsurance meeting.  

2. The Renaissance SNF provides servicesthat 
meetprofessional sti!lhdards of quality. Durlhg the 
recenlsUrvey, a nunber of problemswere 
identified that have been cited In this report. The 
folloWIng plan ofeorrectlon addresses them: 

FindIngs fot !l,!s!gent #3: 
1.  Thereare no further correctiveactions for 9/5/07 

resldeht#3, Wl10 has beendischarged f1'otn 
the f\lclllly. 

2.  Other residents' medicationorder6 and orders 10112/07 
for TyJenolllllllh Codelnll Were checked to 
ensure that the correct 6trength was specified 
bythe physician and transctlbed correctly, 

3.  The folloWing systemic changeshalle been 10/12/07 
put In place to ensurethe deflclent prE\cilce 
do"s not tecUr. --
o  The nUrsing slaff and secretarial  

associates will monltotlhe physicIan  
ordersand  administration  

•  l'tlCOrds to ensure the tnedicatlorl  
strengthhils beenIdentlfled and  
transcribed correctly.  

o  The elghtwhoLJr chart rt'lvll!lw followed by  
the i4-hour chart review of the  
medication adminIstration recordwill be  
utilized 10 monitor orders for'accuracy  
and completel'e15s. .  

o  The nUrsingslaff Will receive lnservice  
trslnlng on the Importance of the  
cl"rlf1oatlon of medicalion orderato  
prevent Ii dalllYin treabnentfor Iha  
resident and to ensure appropriate  
dosIng, }  r 
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,clarification of medication orders to right hip and CSC for the am lab. DI. [name] prevent a delay in treatment for the 
want to be called back once x-rays eire completed resident and to ensure appropriate  
to further assess and complete occurrence  dosing. 

4. The quality assurance process will be utilized to 10112/07report. Pt. was instructed to use call light at all 
monitor and sustain compliance. The findings times for all assist Call light left at prs reach side will be presented at the quarterly Quality 

rails up X 2. Bed lock in lowest position. Writer Assurance meeting. 
I will continue to monitor." 

3. The Renaissance SNF provides services that IThe spinal x-rays taken on July 5, 21 )07 were meet professional standards of quality. During the I negative for any fractures. recent survey, a number of problem areas were I 
identified that have been cited in this report. The 

'I' The review of an x-ray report dated July 16, 2007 following plan of correction addresses them:  
indicated, "IMPRESSION: Righthlp. .  Findings for resident #7 and P1: hemiarthroplasty in place. There is an acute . 1. There are no further corrective actions for 9/19/07 

.I fracture of the greater trochanter and resident #7, who has been discharged from  
subtrochanteric region of the right fnmur. 'This is  the facility. The order for the correct irrigation 

for the wound VAC has been clarified by the I new in comparison to the previous utudy. " . . physician for resident P1. 
. . 2. Other residents having the potential to be 10/12/07II A fall risk assessment was completed on June affected by the same deficient practice will be 

28. JUly5 and July 16, 2007. Accolding to the identified through review of physician orders 
evaluation tool, "Total score of 4 or above for wound care upon admission. The 

represents HIGH RISK." The resident's total 
score on June 28, 2007 was 9. Thll total score 

appropriate wound cleansing andlor irrigation 
solution for the identified therapies will be 
identified. 

for July 5, 2007 was 16 and the tot, II score for 3. The following systemic changes will be put in 10112/07 
july 16, 2007 was 14. Facility staff identified that place to ensure the deficient practice will not 
the resident's risk for falls had significantly 
increased on July 5, 2007. There was no 

recur: 
o Provide additional inservice training for 

nursing staff to review policy and 
evidence that facility staff initiated addltional procedures for wound care. 
approaches or actions as a result c:f this D The charge nurse and DON will utilize 
evaluation. direct observation of wound care 

dressing changes to monitor and ensure 
compliance.

According to an evaluation by the  hysical o The Infection Control nurse will provide 
therapist conducted on July 6, 201)':' at 9:00 AM, inservice training for the nursing staff on 

, after the resident's initial fallon JUI'I 5. 2007, " the importance of cleansing wounds to 
Res fell yesterday. X-ray cleared  ny dislocation. 
Res can continue therapy. Res. !Wtting better as 

o 
prevent infection. 
The nursing staff will notify the physician 
if wound care orders are not complete 

evidenced by decreased asslstancs required for according to policy and procedure. 
, her functional activities." There Vl!8S noIevidence that the physical therapist initiated any Iadditional modalities because of the resident's fall 

o Annual unit competencies will be 
instituted to reinforce wound care. Staff 
will be required to demonstrate 
knowledge of policy and procedures. 

Health RegulatIon Aclmlnlslration 
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on July 5,2007. 

The Interdisciplinary care team (IDr) met on July 
5, 2007 to discuss the residenfs st.itus, 
According to the IDT notes, .. lOT reviewed 
problem list. Min A (minimum  it) bed 
mobility, eTA (contact guard assisn transfers. 
Ambulating 20 feet with CGA. Will re-eval 
(evaluate). tr There was no time rioted on the 
lOT notes, indicating if the team rnut prior to the 
fall. 

The lOT notes for July 9. 2007 incli':aled, "lOT 
reviewed. Progressing towards 90"ls. lOT to 
re-eval ." There was no evidence that the 
resident's fall of July 6, 2007 was discussed at 
the lOT team meeting, or that addifional 
approaches were initiated because of the 
resident's fall. 

IThe care plan for talis, initiated Jur e 26, 2007, 

ID  
PREFIX  

TAG  

L 052 

PROVIDER'S PLAN OF CORRECTION (X5) 
(EACH CORRECTIVE ACTION SHOULD BE . COMPLETE 

CROSS·REFERENCED TO THE APPROPRIATE DATe 
DEFICIENCY) , . 

4. The quality assurance process will be utilized 0/12/07 
to maintain and sustain compliance. The 
findings will be presented at the quarterly 
Quality Assurance meeting. 

4. The Renaissance SNF provides services that 
meet profpssional standards of quality. During the 
ecent survey, a number of problems were 
dentified that have been cited in this report. The 
ollowing plan of correction addresses them: 

indinas for resident #9: 
There are no further corrective actions for the /6/07 
resident #9, who as has been discharged from 
the facility. 

b. Other residents having the potential to be 0/12/07 
affected by the same deficient practice will be 
identified during routine care and nursing 
assessment of the resident. The nurse will 
ensure all abnormal findings are documented 
and reported to the physician for treatment. 
The following systemic changes will be put in 0/12107 
place to ensure the deficient practice will not 
recur: 
o· Provide additional inservice training to 

the staff on the importance of physician 
, lacked evidence that new goals or approaches notification forany noted abnormal 

were initiated after the resident fell on July 5, finding. 
2007. • o The nursing staff will ensure all calls 

made to physicians related to abnormal 

IOn August 30, 2007 at approximat 3ly 9:00 AM a 
findings or changes in condition have 
been returned. 

o  The charge nurse will continue to monitor 
inter-shift reports for concerns that may 

face-te-face interview was conduc1ed with 
Employees #3, 4 and 5. Employee #3 stated, .. 

need physician intervention. [Resident #11] was confused and noncornphant The quality assurance process will be utilized 0/12107with calling for help. That's why tt' e resident's to monitor and sustain compliance. The 
room was close to the nurse's station." The findings will be presented at the quarterly 
record was reviewed August 29,21)07. Quality Assurance meeting. I 

12. Facility staff failed to clarify a mudlcatlon . The Renaissance SNF provides services that 
strength and transcribe two (2) PRN (as needed) neet professional standards of quality. During the 
medications for Resident #3. /Elcent survey. a number of problems were \  that have been cited in this report. The 

pllowing plan of correction addresses them: 
I 

I A. A review of Resident #3' s record revealed  
I admission orders signed by the pbysician but  indinas for resident T1:  
! undated, directing, " Acetaminophen  There are no further corrective actions for this l/31/07 

Health Ragulatton Administration 
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ContinuedFrom page 9 
(TyienoO/Codeine 1 tab po (by t'I1outh) PRN -
avery4 hoursfor pain." The strength for the 
medicationwas not indicated. 

Acoordlng to themanufacturer's dElscriptlon, 
Acetaminophen (Tylenol)with  Caines in 
the following strengths: 

 6 mg (milligrams) of ccdelns and 300 
mg 01 Tylenol 
Tylenol'#2: 15 mg of codeine and :100 mg of 
Tylenol 
Tylenol#3: M mg of codeine and :'00 mg of 
Tylenol 
Tylenol#4: 60 rng codeIne and 301) mg Tylenol 

A face-to-face interviewwas conducted with 
Employee#10 on august 3D, 2007 al11 :30 AM. 
He/she slated, II The only one we lise is Tylenol 
#3. That' 5 all the pharmacy every sends us." 
The record was reviewed on August 30,2001. 

S. FaciJil}l staff failed to transcrfbe PRN (as 
needed) medicationorders for  

A revIew of theadmission orders fl,r Resldent#3, 
signed by the physician but undated, revealed, 
tlTyIehol650 mg po q 4 hours PRN for temp 
grealer lhan 101 (deQroos FahrQM'lelt) or mild 
pain" and II MOM (Milk of Magnesl'3)30cc po 
daily - PRN constipation." 

The facmtyprints a MedicatIonAdlnlnlstratioll 
Record(MAR) for each day. A review of the 
MARs from  23 through AUrJust 25, 2007 
revealed that the above cited erda's for PRN 
Tylenol and Milk ofMagnesia were not 
transcrIbed onto the daily MARs. 

A face-to-face Interviewwith Emplr:lyee #11 was 

ID 
PReFIX  

TAG  

L052. 

 PLAN OF  (XSI
(EACH  ACllON 6HoULb ElE COMPLET!; 

CAOSS-Rt:}:ERENCED TO THEAPPROF'RlATE DATE 
DEFICIEi'lCY) 

identlfled Immediately duringthe nursing 
admIssion 1I9S659tnent Drupon discovery of a 
wound. 

3. The following systemicchangeswill be punn 10112107 
place to ehsUre the deficientpractice will not 
recur: 
e The nurse will cover the areawith a dry, 

sterilegaule topreventInfeetlon. 
o The  will call the attending 

physicIan to obtainwound cal'g orders 
andsubsequently cany thoee ordersout 
for the fa9ldent. 

c The DON and/orthe cl'la(gtJ nursewlll 
review skin care sheets andttelltmetlt 
records to ensureordersare accurate 
and complete. 

4. The qualityassurance process willbe uUllzed 10/12107 
to maintain and sustsln compllahce. The 
f1ndlngs will be presented at the qUarterly 
QualityAssurance meeting. 

8. The Renalssance SNF provides eervlceg that 
meet profe9!llonal stlindards of quality. During the. 
recentsurvey. a number of problem are2lSwere 
Identlfletlthal have beancited In thisreport. The 
follOWing plan of correetloh at{dtasses them: . . 
Finding, for  JH1. JH2, Tl and #2: 
1. There are no fUrther corrective actions fot 8/31/07 

residents JH1,JH2 andT1 beCIiUse thEllse 
residents havebl1len discharged fromthe 
facility. Resident  Metamucli 
accordlhg to msnufa.ctUrer"s directions and 
physlclarl's orders. 

2.  resldenta' medication ordet'9 Wete 10112107 
checked 10ensurs that the physician order'S 
ware ttarlscrlbed correctly. 

3. Thefollowlhg systemlCl changes willbe pUI in 10/12/07 
placeto ensure the denclent praclJce will not 
recur: 
o The staffwill manliar the mediCation 

administration record,  physldah 
orderseveryshift to ensure all orders 
!lave beehcarrIed outand transctlbed 
accordingly. 

o The nursing staff will follow t.Jellity 
medicationadmlnlstrallon polleyand 
procedures with eacf1 medication pass, 
ensuring that allmedlcancns aregIVen Be 

f-lealtn RegUlationAdmlnlslratlon ., 
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L 052 CondnuedFrom page 10 
conducted on August 30,2007 at :1 :15 PM. 
Helshe elcknowledged that the I:'RN orders for 
Tylenol and M1/1< of Magnesia were not 
transcrIbed onlo the MARs. The nlcordWiS 
reviewed August 30,2007. 

L05Z prescribed. 
o The eight-hour chart reviews followed by 

24-tlour chartarid tnBdlcatloh 
adrnlnlstratloh  will be utilized 10 
mortltor orders for accuracy and 
completeness. 

o Addltlonallnservlce trainIng wilt be 
provided to the nUf$lng slalf and 
secr'etal1al associates ontHeImporlance 
of the accurate tranecrlptlohof 

. i 3. Faclllty staff failed to obtain an order for a 
wound cleanserfor Resident#7. 

A record review revealed a physicL!n's order 
datedAugust 16, 2007. "1. Wet-to·Dry 4:<4 and 

medIcations, The Imparlance of lIerlfylng 
ltanscrlptlon of orders by the secretarial 
liIssoclates will be reinforcedto the 
nurses. 

o TheqUality monitoring tool for 8 and 24. 
hour chart check compliance will 

Saline toRightLeg Wound 810:' -'he nextorder. 
datedAugust 23, 2007 directed, "I'lease 
[change} Wound Care to Adeptlc -t (and) 
Bacitracin Ointment, then Kling to openwounds 

continue to be utilized. 
4. The quality assurance process willbe utilized 

to maintain and sLlstaln compliance. The 
findings will be preaented at the quarterly 

. QualityA$$urahcemG.,lIng. 

10/12107 

of (R) of. (L) Legs." There WClS no Corder tor a 
wound cleanser in the August 23,  order. 

A tace-to-face interviewwith Emplr,yee #3 was 
conducted on August 30, 2007 at  0:1!5 AM. 
He/Shestated, "Normal saline Is used routInely to 

7. Thll Rehalssance SNF provides servlees that 
meet professionalstandards of quality. During the 
recent e;utvey. a I'lUrnb"rof problem areas Were 
Idantifl,!d that have been cited Ih this report. The 
following plah of correction addressesthem: 

cleanse wounds before plJtting en dean 
dressings," He/sheacknowledged that there was 
no cleansing agentIn the most recent Wound 
treatment order dated AugUst 23,  The 
record was reviewed Augusl3D, 2007. 

Findings for residant #7 and P1: 
1. There are nofurther corrective aottone; for 

reSident#7, who harleen dlschargad from 
the facility. The ordsr for the conect lrrlglrtlon 
for the wound VAC has been clarified by the 
physICIan for reeldent P1. 

9/19/07 

4. Facilitystaff failed to follow up with the 
physician for observation of a vagl"al discharge 
for R.esldent #9. 

A record review revealed a nurse'n note dated 

2. Other rasldents with woundcare ordel'9 were 
checked to ensure that the properwound 
ole/lhslhg ahd/or 1(1'19li1tlon solutlon9 were 
correcl per physIcian order. All records were 
checkedto ensure appropriate order's for 
1N0Und earaWereobtlillrJed ftom the physician 
ahd utilized. 

10/12107 

August24,2007 at 2:115 AM ".•'."aglnal discharge 
observed during bath [w1th] strong odor. A call 
placed to Dr. [name] Who wants /11e to give 
hirnlhera call back," 

3. The followlnSj systemIcchanges will be put In 
place to ensure the deflc:lE!nt ph1Cllce will 1'101 
tecUr; 
o Provide addltlonallnservlce Iralnlng for 

nUr&lng staff to I1lvlBW polley and 

10/12107 

The record Jacked evIdence of fUrl her evaluations 
regarding the vaginal  in thenursing 

procedures for wound care, 
o The charge nurse and DON willutilize 

direct  of woundcare 

Health RegUlal10n Admlnl:Slrut!Qn 
STATE !=ORM 80lZ11 



PRINTED; 0fl/141.2007 
 APPROVED 

CX'-I DATE SURVeYSTATEMeNT or OEFICIENClliiS (X2)MUlT1Pl..E CON$"T'RUCTION(X.1) PROVlDSUSUt'PUERfCUA COMPLErEOAND pLAN Of CORRECllON   A. BuILDING  
B.WlNG -_  

095030  
STR.E.ET ADOAE55. CITY, STATE, ZIP cooeNAMEOFPROIllOER ORSUf>PLJER 

 
..   

PROVIDER'S PLAN OFCOMECTIoN SlJJAMAAY STATEMENT OF DEFICIHoICIES \0(X4) \0 (EACH C:OAAEClWE ACTION SHOUlD Be F-ACH OEFlClENCY MUST BE PRECEDI.'O BY FUI.L PRIOFIXpfU!FlX CROSS-REFEf\ENCED TO THE APPROPRIATETAGI\EGULATORY ORl..SCI!lENiIFYlNIO TAG DEFICIENCY) 

L 052. Continued From page 11 

notes from August 25 to 30, 2007. 

A faee-b:rface interview with Emplo vee tJ3 and 
#10 wasconducted on 
August 30, 2007 at 2:20 PM. Both stated, "Aloe 
Vesla cream wasbeing used as onlered. It may 
have been the cream."  Employee #3 
acknO\.Y1edged that therewas no further 
investigation of the vaginal dlschame. The 
record  reviewed on AugUst 3D, 2007. 

5. Fadlii¥ staff failed to obtain a physiclan'serder 
to apply Q treatment to Resident T11s right lower 
legblisters. 

During an obseMi[fon of Resident r1's right 
lower leg  on August 29, 2.0117 at 1:05 PM, 
it was cbserved that Employeeit6 Iernoved the 
dressing rhat covered the blisters. The dressing 
wasinclusive of an ABO (abdominoJl) pad and 
several yellow pIeces of clothwhich covered the 
blistered areas. The dressing was scHed with . 
blood and bmwn tinged drainage: t11: area under . 
the dressing was then assessed. 

There  several open blisters and several 
fluid filled tllisters that wers drainll'l!J on the right 
Ghin and the right calf. Additionally, there were 
red and brown tinged dried areas cn the 
rasident's skin in between and 51Jnounding the 
bilsters. Employee #6 proceeded to apply 
Adeptic dressing, an ABD paa ami then wrapped 
thedressing with anace  to the 
aforementioned areas. Employee fI6 stated, • I 
am covering the blisters dressing thIs way [with 
the Adeptic. ABO pad and the Ace wrap] untlll 
speak with the doctor." 

A face-to-face interviewwas condi feted On 
August 29, 2007 at 1;20 PM witn Employee #0 -. 

Healtli Regu aUol' Administratlon 

L 052 
appmpriate'MJund deanslng and/or Irrigation  
solutionfor the identified therapies Will be  
identified. 

3.  The  systemic cba'1900 win be pl,lt I"  
placeto ensure the defic;ent practice will not 
recur.: 
o  Provideaddllionallnservlce training for  

nursIng staff to review policy and  
procedures for wound care.  

D  The chargenurse and DON vJJR UtiIi2e  
direct observation of woundcare  
dressll\g ch/':Inges to monitor and ensure  

 
D  The Infection Conlrnl nurse WIll provide  

Inservice training for the nursing mil' on  
!he Importance of deanslng wounds to  
prevent Infection.  

D  The nur.>ingsfaffwiil notffy the physIcian  
if wound care 0ItIersare not complete  
aceoniing to policy and procedu·re.  

o  Annualunit competencies v.iO be  
Instltutedto reinforcewound care. StJff  
will be required to demonshate  
knowledge cf  and procedures.  

The quarltyassuranceprocess 'hillbe ufil"lZed 0112107 
to maintainand sustain compliance. Tne 

_ findingsWIll be presented at the quarterly  
QuarllY Assumncemeeting.  

STAJ'EFORM  lUI" . 80lZ11 
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L 0521 Continued From page 12 ' 

I He/she acknowledged that the yellew cloth that 

I lower leg was Xeroform and required a 

treatment. 

\ was obtained to apply any treatments to the 
i resicsnrs right lower leg blisters.  
i reviewed on August 29,2007. I .. 
I .  
i 6. Facility staff failed to transcribe rnedication  Ionto Resident JHt Medication Administration  

., Record. '. 

I On August 30, 2007 at11:45 AM during the 

the August 2007 MAR and the physician ' s 

administer Cestagen to Resident JH1 

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

onto the afore mentioned MARs. 

A face-to-face interview with the Employee # 3  
was conducted on August 29,200"  
After reviewing the resident's record, he/she  
acknowledged that the medication was no  
transcribed onto the August 26, 27 and 29 2007  
MARs.  

7. Facility staff failed to identify an irrigation  
flushing solution for a VAC. (VacuumAssisted  
Closure) surgical wound treatment for Resident  
P1.  

.,. ...... 

(;1;5) 
COMPLETE 

DATE 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTNE ACTION SHOULD BE 

CROSS·REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

10 
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TAG 

_ 

[ covered the blistered areas to the resident's right 

'I physician's order in order to use an j Adeptic for a 

! A review af the physician's orders f·om August 27 
! through 29, 2007, lacked evidence that an order 

1'he record was 

reconciliation of the morning medic.ation between 

orders, it was determined that Nurne #1 failed to 

L 052 

A 

2007 revealed that Cestagen was not transcribed 

at 1:00 PM. 

I L_____' 
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I A record review revealed a TO (telephone order) 
Ifor a VAC. surgical wound order dated 
I August 27, 2007: "V.A.C.: Settings' 25 

ImmHg/Cont {continue)/10 intensity I
[ 

Change Dsg (dressing) on M (Monc:ay) w W
.  

II (Wednesday - F (Friday)  
I Silver foam." ,  
I  

There was no order for wound irrig, tion; however 
it was observed that the nurse lrriqated.the 

I wound during the treatment. W 

A face-to-face interview with Emplo fee #9 was 
conducted on August 30, 2007 at 
9:15 AM. He/She stated "... use of normal saline 
is part of the protocol ... it is a 
given ...jlJst like you cut the foam fl lr fit ...it is in 
the V.A.C. wound care manual." 

A review of the facility"V.A. C. Thernpy" protocol, 
page 16, indicated "Topical Solutions or Agents: 
When using Granufaam silver dres  do not 
use topical solutions or agents that may cause 
adverse interaction with silver such a [as] saline 
solution. Use sterile water for  tions." The 
record was reviewed on August 29, 2007. 
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L 08813217.3 Nursing Facilities L 086 

I The Infection Control Committee sllall establish Iwritten infection control policies ani I procedures Ifor at least the following: 

I (a)Investigating, controlling, and preventing 
) infections in the facility; 
i ,I (b}Handring food; 
I ;
I (c)PI"ocessing laundry; 

' 

LOSS 3217.3 
NURSING FACILITIES 
1. The Renaissance SNF provides infection control 
measures to maintain a sanitary environment to 
prevent the development and transmission of 
8isease and infection. During a recent survey, a 
number of problems were identified that have been 
lcited in this report. The following plan of correction 
addresses them: 

Health Regulation Administration 
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(d)Disposing of environmental and numan 
wastes; 

(e)Conrrolling pests and vertnln; 

{f)The prevention of spread of Infection: 

(9)RGcordlng Incldent9 and corrective actions  
I related to InfectIons; and  

(h)Nondlscrimination in admission. re1entl'on, and  
treatment of persons who are Infectedwith the  
HIV virus or who have a diagnosis of AIDS.  

This StatUte Is not met as evidenced by:  
Based on observation and staff int(lIvlews for two  
(2) supplemental residents. Itwas 
determined th"lt facIlity staff failed10 wash theIr 
hands dlJr1ng a wound treatment for one(1) 
resident and cleanse a wound befe: re apl:!lylng a 
clean dressing for one (1) resident  P1 
and T1. 

The findings include: 

1, Employee #9 failed to wash hlsll ier hartds 
.thrl!lo (3) timesduring a V.A.C, (Vacuum Assisted 
Closure)surgical wound dresslnq I;hange for 
Resident P1. 

On August 29,2007 at 9:45 AM dllrlng a dressing 
change it was obeervee that nurse#9 removee 
the soiled VAC. dressing from tM residents 
lumbar surflical site. he/she put the: soiled 
dressing Ina red bfo--hazard bag,h',slde a red 
bio-hazard receptacle and removed his/her 
gloves. Without washIng 'hls/her hunds, he/she 
obtained additIonalsupplies and allsWered a cell 
phone from his/herpocket 

Health Ragu Allen Adrnlf"t1lilralloh 

Elndlngs for residents T1 and P1: 
1.  Thetaara no tortheractions for residenIT1, 

Who hagbeendischarged fromIhQ facility. 
R&sldant P1 remains on the Unitantj 
appropriate handlNashlhg ahdInfection 
controlrneasures are beIng maintained. 

2.  Other msldanb with wouhd eareorders were 
checked to ensurethat theproperwound 
cleansing solutIons werecorrectaccording 10 
physician ordersand lJlllized. 

3.  Thetollowing systemic changes wll' be putIn 
place10 "nsUrll thesamedeficient practice 
willnot recun 
o  NursIng staff Will receive inset'tllce 

tralhlng onwound care policy and 
procedUres. 

o  The DON and/orhis/herdesignee will 
revIew with the nursIng slaff Ihe 
Imporlance of hand wuhlhg and good 
lnfectlcncontrol practices. 

o  The charge nurse lihd DON wUllJlIlIzll 
directobservation of woundcsre 
procedures to monitor hand washing 
compliance. 

o « The chatge nurse and nursing slaff Will 
monitorwoundcafe otdet$ for accuracy 
and completeness on a shlft-by-shlft 
basis. 

c  The Wound VACtherapy protocol manual 
wll! be plllced Inside the nurses'stations 
tor review by the  stafffor 
resldents baingadmitted for this therapy. 

o  The DONor his/herd8slgnee wl/iUse 
 observetlon andmonitorthe wound 

treatment ordersfor presence of 
cleanSing solutions. 

4.  Thequality assurance precess will be utilized 
10 maintain andGustaln compllahce. The 
findings will bs p",sentedat thequarterly 
Quality Assurance meellhg. 

9/14/07 

10/12107 

10/12107 

10112107 

STATE FORM  OI.D eOtZ11  II cnnllnUlltilln  15 o( 23 



PRINTED: 09/14/2007 
FORM APPROVED 

(X3) DATE SURVEY STATEMENT Of DEFICiENCIES (X1) PROVIDERJSUFPLlERlCLIA (X2) MULTIPLE CONSTRUCTION 
COMPLETEDAND PlAN OF CORRECTION IDENTIFICATIOI'1  

• A. BUILDING 
6. WING  _ 

095030 08/30/2007 
STREET ADDRESS. crrv. STATE. ZIP CODENAME OF PROVIDER ORSUPPLIER 

5255 LOUGHBORO ROAD NWSIBLEY MEM HOSP RENAISSANCE ..__  290.16 ...__. 

I SUMMARYSTATEMENTOF DEFICIE NCIES 'PROVIDER'SPlAN OF CORRECTION (X5) 
PREFIX! 

ID(X4) ID 
(EACH DEFICIENCYMUST BEPRECEDE 0 BYFULL (EACH CORRECTIVE ACTION SHOULD BE COMPLETE 

REGULATORYOR lSC IDENnFYING INf,,)RMATION) 
PREFIX 

DATE _CROSS-REFERENCED TO THE APPROPRIATE TAG 
DEFICIENCy) 

TAG l 
I 

LOBB-L GBa I Continued From page 15 

IEmployee #9 washed his/her hands, and donned  
I clean gloves. He/She left the room, wearing the  
gloves, to obtain supplies. He/she removed  

[I his/her gloves and without washing his/her hands,  
donned clean gloves, The nurse pre lceeded to  
flush the surgical wound site and removed his/her  

I gloves. - - _-

I[  He/She washed his/her hands and ,jon ned 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 donned a sterile  
glove on his/her right hand without 'washing  

I his/her hands. The treatment continued Without  
further incident.  

"  
A face-to-face interview with Emple,yee#9 was  
conducted on August 3D, 2007 at  
9:15 AM. He/ She acknowledqed tiat he/she  
failed to wash his/her hands three (3)  
times during the VAC. dressing ct ange. The  

I record was reviewed on Augusl30, 2007. 

I
2, Facility staff failed to clean the 01 ien blisters  

-and the area surrounding the close:l blisters prior  
to applying a clean dressing to Resident T1's 
right lower leg blisters.  _  

I During an observation of Resident Ft's right Ilower leg blisters on AUgust 29. 2007 at 1:05 PM,  
I it was observed that Employee #6 :emoved the  

dressing that covered the blisters. The dressing 
I. was inclusive of an ABD (abdominal) pad and  

several yellow pieces of cloth which covered the  
biistered areas. The dressing was soiled with  
blood and brown tinged drainage; l1e area under  '  
the dressing was then assessed.  

I 
I There were several open blisters i md several IHeallh Regulalion Administration 
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fluid fiJled blisters that were drainin J on the right 
shin and the right calf. Additionally. there were 
red and brown tinged dried areas en the 
resident's skin in between and sunounding the 
blisters. Employee 1#3 then prceee led to apply 
Adeptic dressing and an ABD pad and the 
wrapped the dressing with an ace handaqe to the 
aforementioned areas, Employee #6 stated. "I 
am covering the blisters dressing tllis way [with 
the Adeptic, ABD pad and the Ace wrap} until I 
speak with the doctor. " 

A face-to-face interview was conchicted on 
August 30, 2007 at 12:20PMwith Employee #3. 
He/she acknowledged that the bliSter and the 
area surrounding the blisters should have been 
cleaned before applying a new dre sslnq, 

l099 3219.1 Nursing Facilities 

Food and drink shall be clean, wholesorne, free 
from spoilage, safe for human consumption, and 
served in accordance with the requirements set 
forth in Title 23, Subtitle B, D. C. Municipal 
RegUlations (DCMR), Chapter 24 I.hroLlgh 40. 
This Statute is not met as evidenc ed by: 
Based on observations during the survey period, 

I it was determined that dietary services were not 
I adequate to ensure that foods were served in a . 
I safeand. sanitary manner as evidenced by: soiled 
I sheet pans, serving trays, shelf surfaces, a 
1 ventilation hood, cooking hoods, f( .ach-ln cart, 
i supply lines near convection ovens, surfaces of 
I the convection ovens and salarnar der grill, cold 
1 boxes, dessert box gasket, hotel pans and 

unlabeled or undated foods stored in 
refrigerators. These observations were made in 
the presence of Employees #3,  13 and 14. 
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L 088 

10993219.1 
I URSING FACILITIES 

. Sibley Memorial Hospital stores, prepares,  
( lsmbutes and serves food under sanitary  
(pnditions. During the survey, a number of  L 099 J roblem areas were identified that have been cited 
i this report. The following plan of correction 
, ddresses them: 

1.  . No specific residents were identified in the 
survey report as being affected by the 
deficient practices. The following corrective 
actions have been taken to address the 
survey findings: 
o  Finding 1: All pots and sheet pans will be 829/07 

cleaned in our three bay sinks and dried 
completely before storing. Additional 
drying racks will be purchased. 

o  Finding 2: The plate warmer lid/cover 829/07 
and hinges were cleaned and will be 
continually to be cleaned weekly or as 
often as necessary. 

o  Finding 3: The interior and bottom 829/07 
surfaces of serving trays will be kept 
clean -, If stains are visible they will be 
discarded. 

o  Finding 4: The shelf surface of the pots 829/07 
and pans rack will be cleaned as often 
as needed to ensure that all pots and 
pans are stored on a clean surface. 

I The findings include: o Finding 5: The exterior & interior 829/07 

Heallh Regulation Administration 
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1. The Interior surfaces af regular i lnd perforated 
sheet pans were soiled with leftover food after 
washIng and pans were not allowelj to dry before 
storing on racks for reuse in 11 of 11 she!et pan 
observed on AUgust 30,2007. Employees#12, 
13 and 14 acknowledged the  cited findings 
at the Nme of the observation. 

2. Tile outer surfaces andhinged  ds of the plate 
warmer!n the dish room Were soHe.d WIth 
accumulated debris in one (1) of ona (1) plate 
Warmer observed at approximately 1:30 PM on 
August 29,2007. Employees #12, 13 and 14 
acknowledged the above cited find:ngs at the 
time of the observation. 

3. The interior and bottom surfaces of serving 
trays wsresolled With debris after \'vashing in 18 
of 49 trays observed at 1:00 PM or August 29, 
2007. Employees#12,13 and 14 acknowledged 
the above cited findings at the timE' of the 
ebeervatlen. 

4. The shelf sUrfaces of pot and pan racks were 
soiled with debris In one (1) of one (1) storage 
shelf observed at 1:1 Q F!M on Aug\lst 29, 2007. 
Employees#12, 13 and 14 aoknCM1edged the 
above cited findings at the tlme of Ihe 
cbservadon, 

5. The Interior surfaces of a ventilatloh hood In 
the pot and pan wash area were $( liled with 
splattered food and debris on one 11) of two (2) 
Venulatlon hoods observedat appl"':lximately 1:40 
PM on August 29,2007. Employees #12.13 and 
14 acknowledged the above cited llndlngs at the 
time of the observatlon. 

6, The Intel'iorsurfaces of cooking hoods, filters 
....HealthReguall<ll'Admlnistrallon 

10 
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I SUtfllCGS of the ventilatIon hoodIn tl1e 
potaand pansareahave beencleaned. 
DUcts/hoods are scheduled every 
quarterwhIch Was thesstneday of the 
Inspection. (DUcts & hoods already 
ecnsduled for thst evelling priorto 
survey.) 

0 Finding 6: Sameactionas flndlnQ 5. a/29107 
Thesehoedsate all cohtract cleaned 
lind Were schedUled for quarterly 
cleaning on 08129/07, prior 10 survey. 

0 Finding 7: The reach-In cart localedIn 10/12/07 
the walk-In f'll!frlgeratol' wascleaned, All  
cartswillbe put on II cleaning totatlon  

0 Finding 8: The gasket!! surface in the  8/29/07 
cold saladprep area boxwas cleaned  
andwill be put oh the cleaning rotation.  

0 Flhdtng9: The exterior sUrfaces of the  8/29/07 
gas supply lines neat lhe ovenswere 
cleaned and also will beaddedto out 
cleaning rotation. 

0 Finding 10: The top and exterIor surfaces 6129/07 . of the ovens andthe 6alamander grill 
werecleaned. This w\IIalsobl!l added to 
our cleaning rotatIon. 

0 FindIng 11: The exteriorandInterior 6129/07 
surfaces of the cold box were cleaned 
andwill be placed Oil the cleaning 
rotation cheekllst, 

0 Finding 12:The dessertboxdoor 8/29/07 
gaskets were cleaned andwill beadded 
to out cleanlng_rQ.tatloh list 10 maintain 
compliance 

0 FInding 13: Saine adlon planas flndl1l9 10/12107 
1, All hotelpanewill be cleaned in our 
thtel!l baysinks 21M driedcompleted 
berore stonnl:J. Additional drylhS racks 
will be purcher-e<!. 

0 FindIng  All food trayswill be labeled 9/29/07 
anddaled. Dallymorlltotlhg WIll be 

.  completed to make surewe ere In 
compliance. All Itemswlthe>ut a date and 
labelwill be discarded. 

0 Flndll1g 15 & 16: The refrfgeratorlfreezer 10112107 
In 3 Northalld 3 Southday rooms will 
net slorlJ any foodproducts unlessthey 
are labeled and dated. All unlabeled lind 
datedItemswillbe discarded. Inservlce 
traIning ofthe  take piece to be 
In compliance fordlscatdlng hen-dated 

f'  
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and labeled food items. 
 The monthly Food Safety Audit will be used to 011.2107I and sprinkler supply lines were soiled with grease 

, and food debris in three (3) of three- (3) 
observations of cooking hoods in 'f<Iod 
preparation areas at 10:00 AM on hugust 29, 
2007. Employees-#12, 13 and 14 a:knowledged 
the above cited findings at the time of the 
observation. 

7. A reach in cart stored in the walk in refrigerator 
was soiled with food spillages and debris on the 
exterior and interior surfaces in one (1) of two (2) 
observations of reach in carts at 1C:15 PM on 
August 29, 2007. Employees #12, 13 and 14 
acknowledged theabove cited findings at the 
time of the observation. 

.8. The gasket surfaces of the cold and reach 
boxes in salad preparation areas were soiled with 
mildew accumulation in one (1) of two (2) cold 
and reach boxes observed at 9:55 AM on August 
29,2007. Employees #12, 13and -14 
acknowledged the above cited findings at the 
time of the observation. 

I ' 
'1  9. The exterior surfaces of gas supply lines near 

convection ovens, deep fryers and gas ovens 
were soiled with accumulated dust and debris in 
three (3) of three (3) supply line observatlons at 
10:30 AM on August Z9, Z007. Employees #12. 
13 and 14 acknowledged the above cited findings 

I at the time of the observation. 
I 

I

ii 10. The top and exterior surfaces <If three (3) , 
! convection ovens and the salamanoer grill were i soiled with accumulated deposits and grease in 

four (4) of four (4) equipment obse vatlons at 
10:40 AM on August 29, 2007. Em :>loyees#12,

i 13 and 14 acknowledged the above cited findings Iat the time of the observation. 

Health RegUlation Administration 

identify other potential residents who could be 
affected by the deficient practices. The same 
corrective actions listed in 1 above will be 
used to address any deficiencies found in 
these areas. ' 

B. The following measurements will be put in 0/12107 
place to make sure that the deficient practices' 
do not continue: 
o Monthly Sanitation audits (Physical 

Safety Audit) 
o Monthly Food Safety Audits 
o Weekly walk-through inspections of the 

floors, hoods, vents, carts, top of 
equipment, pot & pans area, plate 
warmer and doors. All of which will be on 
the cleaning rotation checklist. 

o The cleaning rotation list will be given 
and/or posted to the sanitation team and 
all employees involved every week. This 
.will be monitored by Supervisors, 
Managers and the Director. 

Performance will be monitored through regular 10/12107 
inspections and review of checklists. ' 
Progress reports will be provided at the 
quarterly Quality Assurance committee 
meetings. 
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11. The exterior and interior surfaces of cold'Iboxes in the salad preparation areawere soiled 
with debris in two (2) of two (2) cold boxes 
observed at 10:45 AM on August 29,2007. 
Employees #12, 13and 14acknowledged the 
above cited findings at the time of lhe 
observation. 

12. The dessert box door gasket surfaceswere 
soiled with mildew accumulation ill 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 stored on racks in 
the pot and pan wash area were ncIt thoroughly .: 
cleaned after washing and were sit ired on racks 
before pans were allowed to dry in 11 of 11 hotel 
pans observed at 12:10 PM on  ust 30, 2007. 
Employees #12, 13 and 14 acknowledged the 
above cited findings at the time of the. 
observation. 

ID  
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L 099 
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I
1 14 . Food trays stored on the shelves in the reach  

in refrigerator on were not labeled or dated to  
identify the entree such as tomatoes, chocolate  

I pudding, vanilla pudding, cheese and salads in .  
I five (5) of five (5) food items observed at 9:50 AM  
Ion August 29,2007. Employees #12,13 and 14  

 acknowledged the above cited. findings at the  
I 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 expirr tion date of  

'. August 28, 2007 .  
i A container of pineapple labeled bl t undated  
I 2 cartons of yogurt labeled but undated ' ----....L.....--.....I....----- __.....1L-Health Regulation Administration 
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. . 1 plastic container with white liquid, labeled but 
undated, that smelled sour when 
opened in the presence of EmploYE·e #3. 

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

20 ounces of red colored water witII additional 
vitamins 

i 16 ounce of frozen water 
II' 11 ounce can of cappuccino diet drink 
4 ounces of strawberry ice cream14 ounce container of apple sauce . 

I 1 pint, half full of strawberry ice cream 
I 3.5 ounce vanilla fudge bar on a stick, with the 
wrapper torn openI % gallon, with about % the amount of ice cream 
consumed 
16 ounce bottle of water, not frazer 
1 blue bag containing 6-4 ounce cups of ice 
cream 

Employee #3 acknowledged the accve cited 
findings atthe time of the observation. 

16. The freezer in the 3 South sittirg room  
contained the following unlabeled i1ems:  
1 box of frozen omelets  

11 box of frozen biscuits 

IEmployee #4  the above cited 
I findings at the time of the observat.on. 

. 1 
L 104i 3219.6 Nursing Facilities L 104 . I 104 3219.6 

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

Sibley Memorial Hospital operates and provides 
ervices in compliance with all applicable Federal, This Statute is not met as evidenced by: State, and local laws. regulations, and codes. and 

Based on observations during the wrvey period, Nithin accepted professional standards and 
it was it was determined that dietar/ staff were rinciples. The following plan of correction 
performing duties in the main kitchen without ddresses a problem identified during the survey: 

Health Regulation Administration 
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appropriate hair covering. 1. No specific residents were identified in the 
survey report as being affected by the 

8/29/07 

deficient practices. The following corrective 
The findings include: actions have been taken to address the 

survey findings: 

On August 29,2007 at 9:30 AM,  dietary o All employees and Managers will have a 
hair net or other hair cover while in the 

manager and one (1) dietary employee were . kitchen. 
·1· observed in the main kitchen without a hair net or Iother hair covering. 

2. The following measurements will be put in 
place to make sure that the deficient practices 

0/12/07 

do not continue: 
I o Daily walk through to insure compliance 

L 410i 3256.1 Nursing Facilities .L410 o Food Safety Audits 
3. Perfonnance will be monitored through 0/12/07 

regular inspections and review of the daily I Each facility shall provide housekef  and and monthly walk-through/Food Safety Audits. I maintenance services necessary tel maintain the 4. . Perfonnance will be monitored through 0/12107 
exterior andthe interior of the facilily in a safe, regular inspections and review of checklists. 
sanitary, orderly. comfortable and attractive Progress reports will be provided at the 

qua/1erly Quality Assurance committee manner. 
meetings.This Statute is not met as evidenced by:  

Based on observations during the illitial kitchen  
and environmental tour, it was detnrmined that  4103256.1  

 FACILITIESI facility staff failed to maintain the facility in a clean t:>ibley 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 tnaintenance services necessary to maintain a 
storage room. window sills and bathroom vents,  orderly, and comfortable interior. During 

he survey, a number of problem areas were and a missing threshold. 
dentified that have been cited in this report. The 
ollowing plan of correction addresses them: 

The findings include:  
indinos 1 2 and 5:  

No specific residents were identified in the 
survey report as being affected by the deficient 

1. Floor surfaces were soiled and stained behind 
equipment under cooking hoods and the ice 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) observations of a soiled findings: 
floors between 8:36 AM and 9:19 P,M on August o Finding 1: The floor surfaces behind the f 129/07 

equipment, under cooking hoods and the 29.2007. These observations were made in the icemachine have been cleaned daily or as presence of Employees #12, 13 an·j 14 who needed. This will be monitored by our 
acknowledged the above findings cit the time of closing check list. 
the observations. 0 Finding 2: The exterior surfaces of the f 129/07 

supply vents and duct in the dry storage 
I room and kitchen have been cleaned. 2. The exterior surfaces of supply vents 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 (6) of ins·pection. 

Health RegUlation Admin's ration 
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I eight (8) supply vents observed on A1.lgust 29, 
2007 at 9:00 AM. These observations were 
made in the presence of Employees rt12, 13 and 

1 
i 14 who acknowledged the above flnc ings at the Itime of the observations. 

I 3. Window sills were observed to be soiled with 
I accumulated dust in the following rooms: 306, 
i 310. 312. 315, and the South sitting -corn in six 
I (6) of 12. window sills observed on AI19ust 29, 
I 2007 between 8:50 AM and 10:30 AJ'JI. These  

observations were made in the pres' mce of  
Employees # 1 and 2 who acknowledged the  

! above findings at the time of the obs ervations.  
!14. Vents in resident's bathrooms were observed 
! to be soiled with accumulated dust ir I the . 

following rooms: 308, 310 and 315 ill three (3) of 
six (6) vents observed on August 29 2007 
between 8:50 AM and 10:30 AM. Ttlese 
observations were made in the presence of 
Employees #1· and 2 who acknowlec ged the 
above findings at the time of the observatlons. 

5. The threshold located at the rear sntrance door 
to the main kitchen was missing and floor 
surfaces were soiled with accurnula' ed debris in 

lone (1) of one (1) threshold observe d at 8:50 AM 
on August 29, 2007. These observa :ions were 

j made in the presence of Employees #12, 13 and 
14 who acknowledged the above  at the 

1. nrne of the observations.  
!  
I 
i 
i 
I 

I 
I 
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o  Finding 5: The threshold located at the rear 10/12/07 
entrance door to the main kitchen has been 
requested to be fixed. Cleaning will be 
monitored for compliance.. 

2.  The following measures will be put in place to 10/12/07 
make sure that the deficient practices do not 
continue: 

o  Monthly Sanitation audits (Physical Safety  
AUdit)  

o  Daily walk-through inspection of the floors,  
hoods, vents, and doors.  

3.  Performance will be monitored through regular 10/12/07 
inspections and review of the daily and monthly·  
walk-through/Physical Safety Audits.  

4.  The quality assurance process will be utilized to 10/12/07 
m.onitorand sustain compliance. The findings  
WIll be presented at the quarterly Quality  
Assurance committee meeting.  

Findings 3 & 4 
1.  The following corrective action has been taken 08/29/07 

in the identified rooms. The window sills and  
the bathroom vents have been cleaned.  

2.  Other residents having the potential to be 10/12/07 
affected by the same deficient practice will be  
identified through regular environmental rounds  
and inspection of window sills and bathroom  
vents. Rooms that are found to be dusty will be  
cleaned. .'  

3.. The following systemic changes will be put in 10/12/07 
place to ensure the same deficient practice will 
not recur: 

o  The DON will conduct regular 
. environmental rounds with the Day  
Operations Manager of the Environmental  
Services Department to insure compliance.  

o  Staff from Environmental Services will  
continue to retrain on the 7-step cleaning  
method to ensure high dusting is completed  
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  
monitor and sustain compliance. The findings 
will be presented at the quarterly Quality 
Assurance committee meeting. 
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