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L000| Initial Comments L 000
An annual licensure survey was conducted
November 15 through 16, 2006. The following
deficiencies were based on observatio 1s, staff
interviews and record review, The sur/ey
included 8 sampled residents based on a census
of 15 the first day of survey and one (1)
' supplemental resident.
L 051) 3210.4 Nursing Facilities L0s? jl'h‘; ?a;recz plan for Resid :nt #1 has l
A charge nurse shall be résponsible for the gigi;‘;d;gid;;en;tosn;o [f:;fx Al 1117 /05:
 following. future residents on Plav:: will
(a)Making daily resident visits to assess physical likewise be monitored. :
| and emotional status and implementing any Resident #2 was discha *jed from !
; ‘ . . . |
_ fequired nursing intervention; the facility back into acu " » care. 1142 7/05|
{b)Reviewing medication records for - |
completeness, acocuracgy in the transcription of _ - e |
; physician orders, and adherences to stop-order ;‘:jy%?g:gtzrlggfsﬂfffrdp?:\ | ?\Ilgv%nox :
i DI' 'esv Lot 1
' policles, ooumidin, and asplﬁn wi | be i
: | (c)Reviewing residents' plans of care fo- mf’emﬁ?r ggfes'bll:ni ' mrg/e |
| tahppropnate %C::j's and appraaches, and revising developed i'evfewe% anht' updated 1172 7.'06"
; e 8s needed, _ as necessarty. Patient e | ication
} (d)Delegating responsibility to the nursir g staff for will be a key aspect of c: .
* direct resident nursing care of specific residents; We have pu: inta place ¢ ‘ysteh to
. . . [
( (e)Supervising and evaluating each nursing monitor so &3 1o ensure ,
! employee on the unit; and ' effectiveness. The inten is to 11/2 106
l Piey - _ menitor nurses’ compliar e to -.
(HKeeping the Director of Nursing Services or his developing care plans re itive to !
' or her designee informed about the status of anticoagular:t therapy, ht nolytic !
| residents. agents, and plaque aggr : jation |
 This Statute is not met as evidenced by inhibitors. =
' Based on record review and staff and resident -;
| interviews for six (6) of eight (8) samplec |
| residents, it was determined that facility :taff 1 |
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L 051| Continued From page 1 Lost |
: |

i failed to develop a comprehensive car:2 plan with
| goals and approaches for: three (3) residents

receiving anticoagulant therapy; activities for
three (3) residents on isolation; nine (9) or more
medications for six (6) residents; the rr edication
needs for one (1) resident; and amend the care
plans for two (2) residents for fluid restiction and
falls. Residents#1,2,3,4,6and7.

To ascertzin that this s lution is
sustained and that con liance is

"achieved, results of th : weekly
monitoring of the new 1 : view tool
will be presented to the Director of | 11,28/06|

Nursing weekly. and w ' be :
incorporated into our p : formance ‘
improvement program *ith both ;
indings i : monthly and quarterly 1 : porting \
Tne fincings nclude: The Director gf Nursing, the Medical |
Director, and Administr : tor will \l

| 1. Facility staff failed to develop & monitor for compliance

comprehensive care plan with goals and
approaches for three (3) residents receiving
anticoagulant therapy.

‘ A. A review of Resident #1's record revizaled a
" physician's order dated, October 31, 2026, *
Plavix 75 mg pao (orally) Q (every) day.”

There was no evidence that facility staff initiated a
| care plan with appropriate goals and aparoaches
for monitoring the side effects of Plavix.

A face-to-face interview with the Director of
Nursing was conducted on Novemnber 13, 2006 at
2:30 PM. He/she acknowledged that there was no
care plan developed for Plavix. The recard was
reviewed November 15, 2006.

- - : l
B. A review of Resident #2's record revealed a \
physician's order dated, October 18, 20(6, " . ]
! Lovenox 30 mg ¢d." ‘
i
I
|
|

: There was no evidence that facllity staff nitiated a
; care plan with appropriate goals and apgroaches
| for manitoring the side effects of Lovenox.

’ A face-to-face interview with the Director of
} Nursing was conducted on November 15, 2006 at
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L 051 Continued From page 2 L 051 2ABC
' 2.:30 PM. Helshe acknowledged that there was no care plans for Resider: #2 has
care plan developed for Lovenox. The record reer eatﬁ:nal im;’rg‘s?(:g \d needs ;
_ was reviewed November 13, 2008. and the approaches an: goals for 111 3/06‘
C. A review of Resident #6's record revizaled a zﬁ]"ctf ﬁézﬁl?:;onns'f:rs:éd Xl ?tthi;as ‘
' physician's order dated, October 31, 2026, " hospital s of Novembe - 27 2006 :
. Coumadin 5mg po Q (every) daily and Aspirin 81 , P ' ' E
i [T !
. mg po Qdaily. The care plans for Resi |znt# 4 and | f
' There was o evidence that facilly staff infiated 2 Reaicent # B, haue best Ladatan o | 11/5/00
* care plan with appropriate goals and approaches “héads and the approact =sand
for monitoring the side effects of Coumadin and goals for contact isolatio ' '
© Aspirin. ' '
}
: . ] . . i ify other residen :; that ma
" A face-to-face interview with the Director of Zg_ ;c:’_re:(:tg;/doby this defici 1 1cy, all Y
- . Nursing was conducted on Novernber 15, 2006 at care plans for resldents 111 contact
~ 2:30 PM. He/she acknowledged that ther2 was no isolation have been revie 1/ed. We 14/2 Y06
* care plan developed for Coumadin and Aspirin, have initiated care plans i nd we will :
t The record was reviewed November 15, 2006. confinue to initiate and U : Jaté care
i . . - . idents’ r¢1ireational
‘2. Facxlu_.‘y staff failed to initiate & care piat: with ﬁ i:g ;;‘;’rhtgﬁ :g:i gz:ts ca ' ditions
- @ppropriats goals and approachies for l change to contact isolatic 1.
: recreational activities for three (3) residents on
|‘ contact isolation. To prevent this from recu “ing, we
5 : ; ' will put 2 system in place ' /hich is a
A. A review of Resident #2's record revealad an | mor?itoringytml to m[;tch | wsician 12/
. assessment for therapeutic recreational adtivities | of dérs and corresponding sare & ,
- dated October 19, 2006. According to a i slans. This system wil he > the Ongo ng
telephone order dated October 18, 20086, the : e, the recreation the : \pist and ‘
‘ resident was placed on comact tsolation. \' the social worker in'rt_iat e ¢ d update
There was no evidence in the record that facility | car%_i)_!arr’\s x‘;;i" ;e;:-‘ddegg oS
staff initiated a care plan with goals and ; cfge rlsmchsan . gA‘ls o the | ensed
approaches for recreational activities for the: ﬂ o vt ?ir;{a respo b bility for
resident while on contact isolation. The record ?ths;esi den?s sznsure it the
was feviewed November 15, 2006. care plans are in the resid !ats’
B. A review of Resident #4's record revealed an medical records.
assessment for therapeutic recreational activities

-l
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L 051| Continued From page 3 ! L 051 Continuation. - #i,ABC r
telephone order dated November 1, 2106, the ' B e
. resident was placed in contact isolatian, To ensurz that this di -8 not recur,
. we will establish new ! ystem of
There was no evidence in the record that facility monitoring physician: rders, with
staff initiated a care plan with goals and the corresponding int ¢ ‘disciplinary
approaches for recreational activities far the care plans, including 12dates of 11/22/06
resident while on contact isolation. The record those cars plans: Alst the licensed | & '
was reviewed November 15, 2006. nurse with permanent ssignment zily
for their réspective re: dents will i
C. A review of Resident #6's record revealed a ensure that all discipli : 2s update
Recreation/Activities Interest List", unclated. The care plans as requirec . A second ;
| resident was admitted to the facility on October licensed riurse will als ; utilize tool
30, 2006. According to a telephone order dated - and review chart for ¢ 1 npleteness f,
November 13, 2006, the resident was placed on " .- of documentation. =
* contact isolation, S
“To make gure that s 3olution 18
— There was no evidence in the record thzt facility sustained and that the correction is
staff initiated a care plan with goals anc achieved {oo! will be p nsented to
approaches for recreational activities for the the Director of Nursine and
' resident while on contact isolation. Administrator weekly. “his will be
! The recard was revigwed on Novembet 15, 2008, incorporated into our f ; formance
, . o . improvement program . ith both
| 3. Facility staft failed to initiate a care plan with monthly and Quarterly * 2porting
| appropriate goals and approaches for s x (6) and analysis. The Dire i or of
| residents receiving nine (9) or more meications. Nursing, the Medical D ector, and
| . . Administrator will moni i r for
t A. A review of Resident #1's record revealed complfance.
i current physician's orders for 16 medicetions. .
| The care plan, initiated on Aprit 27, 2006, failed to | S
 include a plan of care for potential/actual adverse | 3.A.B,C,D,E F o
drug interactions for the 15 prescribed ~ Plan of care has been in : ated for :
i medications. The record was reviewed ¢n resident #1 for potential/ stual 11£ 7/06!
November 15, 2006. adverse drug interaction irr the 15 i '
| prescribed madication.
' B. Areview of Resident #2's record revealed .
| current physician's orders for 10 medica‘ions. Resident #2 has been tra ' sferred to 3
The care plan, initiated on October 18, 2J06, the hospital as of 11/27/0 ; 11/27/06:
| failed to include a plan of care for potent al/actual Future-residents with 9 or nore .
| adverse drug interactions for the 10 prescribed | medication will have care :lans
| medications. | initiatéd. |
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medications.

N medications,

The care plan, initiated on Octaber 27, 2( 06,
" failed to include a ptan of care for potentizl/actual
- adverse drug interactions for the 11 prescribed

" medications.

: The record was reviewed November 5, 2006.

~C. Areview of Resident #3's record revealed
" current physician's orders for 11 medizations. intiated.
. The care plan, Initiated on October 13, 2006, '
" failed to include a plan of care for potential/actual
- adverse drug interactions for the 11 prascribed

." The record was reviewed November 1%, 2008.

: D. A review of Resldent #4's record revealed

© current physician's orders for 12 medications.
The care plan, initiated on September 23, 2006,
failed to include a plan of care for potential/actual
adverse drug interactions for the 12 prescribed

' The record was reviewed November 15 2006. |

E. A review of Resident #6's record revéaled

: current physician's orders for nine (8)
medications. The care plan, inilated on Dctober
31, 2008, failed to include a plan of care for |
. potential/actual adverse drug interactions for the
i nine (9) prescribed medications.

’ _ The record was reviewed November 15, 2006.

|
' F. A review of Resident #7's record revez led ;
current physician's orders for 11 medications, 5
I
|
|

initiated.

Resident #3 has been :scharged
home. Future resident i with 9 or
more medication will h: *'e care plans

Plan of care has been i tiated for
resident #4 for potential xctual
adverse druq interactior ‘or the 12
medications prescribed.

Plan of care has been ir iated for
resident #6 for potential/ { ctual
adverse drug inferaction {or the 9
medicatlons prescribed.

Resident #7 has been di: charged
heme as of 11/ 22/ 06,

Future residents with 8 oi more 11/22'06
medications will have car: plans

To identify other residents with the
potential for this deficlenc © we have
reviewed all residents’ chiits, and
identified ali residents witt Jhysician | 12/4/)6
orders for nine or more me dJications,
We have updated care pla‘s to
include care ptans for pote - tial/actual
adverse drug interactions.

To ensure that this does nci recur
and that residents with nine >r more

1127/06

1127106

. The record was reviewed Novernber 15, 2008. | medications héve care plar: for | 12/8/03

" A face-to-face interview was conducted with the
Director of Nursing on November 18, 200¢ at 2:
30 PM. He/she acknowiedged that a care plan

* had not been developed for nine (3) or more ‘
medications for the aforementioned residents, ; l for residents wiln Rine or mc12

potential/actual adverse dn
interactions, we wili put a st :item in
place which is & checklist tc match
doctors’ orders with care pli .1s. This
will trigger nurses to do care slans

- —
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L 051 Continued From page 5 ; L 051 IARCDe F
medication. We have nplemented :
" 4. Facility staff failed to initiate a care plan wnth a system of permanent : ssignment !
" appropriate goals and approaches for Resident # for nurses, and the nurs i s will initiate | 12 8/06
_ 7, who requested medication to be given aftera ' care plans and will enst) 2 that care [
 rehabilitation session. plans are completed for 11e Qn yving
l residents, and that the ¢ re plans are
. A face-to-face interview with Resident 87 was in residents sharts.
" conducted on Novemnber 15, 2006 at 3:25 PM. |
| The resident stated, "l asked for my Lasix to be_ #4
" given after | get back fram my therapy session,’ Resident # 7 has been fischarged
' s0 | don't have any problem during the session. iy home as of 11/22/06. F .ure
" go to therapy every day about 10 o'clock: and l residents admitted who 12quests {
- return about lunchtime.” change in their dosing t ' 1es for 11/22/06
! t medication will be care : anned as
. The physician's order dated October 23, 2006 ' to his/her right to make :quest, and
: " directed, "Lasix 20 mg po daily." The mc-dtcatjon reason far the request.
. was scheduled on the Medication Admin' stratlon
i . Record to be administered at 10:00 AM. The | To identify residents tha may be
P " resident was scheduled for rehabilitation therapy affected nurses were as| ':d as to 1172, 136
' at 9:45 AM, five (5) days per week. whether they had receivt - 1 special &
? \ requests from residents i 11d they Ongerg
' A review of the care plan, initiated October 27, | i were instrucled that suct -equest
: 20086, revealed that the resident’s request was should be disicussed witt he
_not included in the plan of care. i 5 attending physician and ¢ive
L i planned.
A face-to-face interview was conducted with the | | :
charge nurse on November 15, 2006 at 3:40 PM. | We had put a system in p.1ce prior
Hefshe stated, "[ Resident] asked me to hald the | to the survey, of permane 't
Lasix until [resident] returns from therapy." The I. assignment for licensed n .rses.
record was reviewed on November 15, 2006. | The nurse with primary
: responsibility for the resid : 1ts will
' 5. Facility staff failed to amend the care plan for ; care plan care residents’ r: quests 112714
* two (2) residents; one (1) on fiuid restrictior and \ for change in dosing times We &
“one (1) resident with a history of falls. Residents | also have developed a pol 1y and Ongotr 3

. physician's order dated November 8, 2006, “1000 'l

#2 and 3. l

A. Facility staff failed to amend Resident #.!' care
plan for fluid restriction.

A review of Resident #2's record revealed ¢

procedure for Care Plan
Development and updates

|
|
|
L

-
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L 051, ] &B B
- Gontinued From page 6 L 051 | J??esdent#z has be¢' transferred
- ¢c fluid restriction.” | ! 16 a hospital as of N¢ ''ember 27,
2008.
A review of the care plan initiated October 18, For future residents t ' at may have
20086, ravealed that the plan of care, “ Potential * a doctors order for flu {1 restriction,
~for “ Alteration in Nutritional/ hydration " was not staff have been remir led to 11122/06
amended to reflact the 1000 cc fluid re striction. implement the fluid re ! triction
: protocol already in ple :¢, including
1 A face-to-face interview with the charge nurse updating care plan.
" was conducted on November 15, 20086 at 11:30 Resident #3 has been lischarged
{ AM. He/she stated, "The fluid restriction notice is home as of Novembel 22, 2008.
. posted on the wall (of the resident's room). We However |patient educ 1ionwas
: don't say how much fluid is supposed i be given pravided t> resident al - ut fall 11'22/08
. each shift. We just record the total amount of precaution.
. fluid every day.” The record was reviev/ed For future residents wi > are
: November 15, 2006. admitted to the unit an | have more
L i falls after the initial can: plan, care
' 8. Facility staff failed to amend Resident #3's plan for falls will be upcnted with
 care plan after three (3) falls. new gaals and objectiv :3
: L To identify other Tresidel s wnh
t A review of Resident #3 ' s record reveaiad that potential to be affected y this, we
. the resident sustained falis on October 3), have reviewed care plai s for all
~ November 3 and November 14, 2008. T.ae care residents. We continue 1 review :
i . plan, "Alteration in Safety" was dated October residents’ care plans to :nsure 12).06"
| 14, 2008. The care plan was not amended with that care plans for falis 1id fluid 0
' " new approaches or interventions after ea:h fal restrictions are initiated : 11d also Onging
: ) . \ updated as necessarv.
" A face-to-face interview was conducted on g Formanct
Noverber 16, 2006 at 3:45 PM with the unit Below is the Perormer-®
manager. Helshe acknowledged that the care ! o lm nrg(\j%“[ﬁg'i ??;2”; éiutigr are
plan was not amended after the three (3) talls. | effechve =nd sustained the Jirector
The record was reviewed November 16, 2006. i of Nursing will assess the
' permanent nursing assignr 1 ants
L 052 3211.1 Nursing Facilities weekly and make adjustme ' ts as 12/15/0+
5 needed. Also results of the & .
Sufficient nursing time shall be given to each checklists deveioped for ca :: plans | Weekly
" resident to ensure that the resident will be presented weekly to i1e &
receives the following: Director of Nursing. The Nu “ie Qtrly
' Coordinator, the Director of 'lursing
(a)Treatment, medications, diet and nutritioal and Administrator will monit - - for
supplements and fiuids as prescribed, and campliance. These will be ]
ilte Pagulation Administration incorporated in our perform: tice
. RM aste 9XJS11 Improvement program. 7Y
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L 052

Continued From page 7
rehabifitative nursing care as needed;

(b)Proper care to minimize pressure ulcers and
contractures and to premote the healing of uicers:

(c)Assistants in daily personal groomiing so that
the resident is comfortable, clean, and neat as
evidenced by freedom from body odor cleaned
and trimmed nails, and clean, neat and well-
groomed hair, ‘

(d) Protection from éccident, ]njury,'ar-:d infection:

(e)Encouragement, assistance, and {rining in
self-care and group activities;

(HEncouragement and assistance to:

{(1)Get out of the bed and dress or be dressed in
his or her awn clothing; and shoes or slippers,
which shall be clean and in goad repair

(2)Use the dining room if he or she is able; and

I (3)Participate in meaningful social and
recreational activities; with eating;

- (g)Prompt, unhurriec} assistance if he or she
requires or request help with eating;

| (h)Prescribed adaptive self-help devices to assist
him or her in eating
independently,

| (i)Assistance, if needed, with daily hygleae,

i including oral acre; and

l j)Prompt response to an activated call be:ll or call
\ for help.

Los2 |
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| This Statute is not met as evidenced by: |
. Based on observations, staff interview .and record 1A
i review for five (5) of eight (8) sampled residents, The licensed staff has ¢13rted ;
it was determined that sufficient nursing time was routinely inform attendil j physician | 11/ 22/06
b not provided to the residents as evideni;ed by when Resident # 1's blcid sugar TR
PP failure Yo. administer insulin and obtain a CMP ( level is below 70 or aba . ¢ 115 Onticing .
T i Comprehensive Metabolic Panel} according to mg/dl. We will revise th: current \
physician's orders for one (1) resident; initiate “Blood Glucose Monitor ng Form” ;
and record intake and output for one (1 resident; which includes the follor .ing |
administer medications timely for two (2) components: t
residents; and maintain contact precautions for Finger stick Results I'
| three (3) residents on contact isolation. ' , Action taken 12/ 1/06]
Residents #1,2,4,6and 7. Outcome and Time o
' Documentation !
The findings include: Normal Glucose Valu 15 for ‘
Adults at 70-115m¢ . 41 ;
. 1. Facility staff failed to administer insuli~ Call Physician E
| according to physician's orders, nofify the This improved tool will 1 ve as a :
physician for a fingerstick of 65 mg/dl ar d obtain reminder {0 follow the es ! ablished
an ordered CMP for Resident #1. protocols and ta adminis :3r insulin
| as/when ordered, and c¢ Inmunicate
* A. Resident #1's physician orders dated October - to physician.
. 31, 2006 revealed, "Novolog 18 units sq (
; subcutaneously) before breakfast, Novo.og 18 (
} : - units sq before lunch, Novalog 17 units «q before To identify other residen ! that may
{ dinner, Lantus 80 units QHS (every hour of sleep) : be affected, we have rev 1 wed all
: | and Med (Medium) dose algorithm (Premeal " charts and identified tho: 1» residents
' cortection dosg" algorithm for hyperglyc2mia) - with physician orders for | ngerstick., e
| 150-199 = 1 unit, 200-249 = 3 units, 250-299 = 5 We continue to review fir | rsfick 1122406
units, 300-349 = 7 units and .349 = 8 uni's" documentalion to ensure  hat 8
] ' : = physicians are been noti 1:d when Cn jning
i . L o i residents’ glucose monit | ing show
1 The November 2006 Medication Administration | reading below 70 mg/di.
i Record (MAR) indicated the following: |
y Date/Time Fingerstick level ‘ . T
| November S at 11:30 AM 172 mgy/dl The licensed nurses will ‘e
! November 8 at 5:30 PM 65 mg/dl responsible to daily mon - all 11/2 006
i i diabetic resigents on the | ¢
] On November 5, 2006 at 11,30 AM, the rurse pgmaner_rt as.s:ignment i see that Onging
indicated on the MAR with initials that Novoleg 18 _this form is utilized corres:ly.
) units sq was administered before lunch. | !

{ealth Reguiation Administration
STATE FORM il - 8XJS11 it continuaton sheat 9 Of 26




12/22/2886 01:82 2B2-865-7829

Health Regulation Administration

& WEST SUBACUTE

PAGE 11

PRINTED: 1 /22/2006
FORM AF ®>ROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

N 085035

{X1) PROVIDER/SUPFLIER/CLIA
IDENTIFICATION YUMBER:

A BUILDING

(X2) MULTIPLE CONSTRUCTION

B. WING

(X3) DATE SUR\ EY
COMPLETE )

11/16/2 306

NAME QF PROVIDER OR SUPPLIER

CAPITOL VIEW SKILLED NURSING

STREET ADDRESS, CITY, STATE, ZIP CODE

2041 GEORGIA AVE, NW
WASHINGTON, DC 20060

(x4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CC | RECTION [ "8
PREFIX {(EACH DEFICIENCY MUST BE PRECEEDED BY FULL -
S EERRIRETNLEENIS | | GRS i, cnr
Los2! Continusd From page 9 L 052 Continuationof #1 : | |'
However, there were no initials beside the Prior to the survey we " troduced a
i medium dose algorithm indicating that sliding new system of perman iatly
scale insulin of 1 unit was administered. assigning licensed staf . Their
; responsibilities include - 2viewing
On November 8, 2006 at 5:30 PM, the nurse orders to see that they " ave been
circled his/her initials an the MAR indicating that carried out. obtain lab/; -ray results
\ Novolog 17 units sq before dinner was not for work that has been :-dered,
1 administered. There were no physician's orders review/update the plan . f care,
[ to hold insulin. ascertain that all docun antation is
|' up to date, and providir ; patient
The facility's procedure "PCx Blood Glticose education o specificall) assigned
| Monitoring” dated May 20, 2005 included: ... e. patients. Having just bcn initiated, .
Circurnstances that require follow-up and/or monitoring will begin 12°11/06 o 11/ 126
- validation from the lab: 1. Notify the physician if determine compliance ¢ I:d will
the blood glucose is 70 mg/dl or less for adults " continue to monitor wee | ly or as
There was no evidence in the record that the necessary unfil complia 12 has
physician was notified of the November 8, 2008 been achieved. Directo ' of Nursing
- level of 65 mg/dl. . Will also b & meeting re: | Narly with
.. licensed staff to clarify i :iues or ,
A face-to-face interview was conducted with the . answer questions re: pru esses. |
Director of Nursing on November 15, 206 at 2; ' !
20 PM. He/She acknowledged that the correction To ensure that the solul on is ;
dose of 1 unit was omitted on November 5, 2006 ¢ffective and sustained e Director '
and that the nurse held the Novalog 17 units at 5: of Nursing will assess tt 1 121 £/061
30 PM on November 8, 2006 without a permanent assignment 11d make i
I physician's order to hold. adjustments as needed, The Nurse | On¢oing:
Coordinator and Directa ' of Nursing
' B. A review of Resident #1's record revzaled a will monitor for propeér u: 1ge of the
| physician's order dated November 10, 2006, " ... revised Blood Glucose 1 1onitoring
i CMP -today " . A review of the record failed to toal.
' show evidence of a CMP |evel drawn on
| November 10, 2006. ‘
: | A face-to-face interview was conducted with the
: . Director of Nursing {DON) on November 15, 2008
at 2:30 PM. The DON showed the surveyor the L 052 1B on separate sheet |
+ results of a Chemistry 7 obtained on November ' |
. 10, 2006. The surveyor explained to the DON :
| that the Chemistry 7 was not a CMP. ACMP -
# result for November 10, 2006 was not presented ’
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[ We have also reviewed 1-ertified nurse
= 03572 | aide current job respon: : Silities and
duties do not include wa i k outside their
scope of service 10 enst e that this
solution is sustained ani| that it is
effective the Administral ; r, the Director
of Nursing, will monitor 1 : ¥ compliance.

Lab for CMP' (Comprehe ' sive Metabolic
Panel) orders by physici 11 has been
. carried out as ordered fo ' resident #1,
The results have been ol 1 ained, and
have been communicate : to the
physician and the results jaced in the
residents medic¢al record i

We will contiinue to revie\ resident’s
charts to male sure that ' e have
carried out correct labora Hry orders.

We have put & system in : lace to
reduce and/or eliminate ¢ ""ors in
ordering CMF (Comprehe 11sive
Metabalic Panel) as oppo i=d to CBC.

All nursing staff has been |1structed as
to the component of CMP .1nd CBC
soon to ensure the originz | lab is
ordered, Alsa, the perma.iznt nurse
assignment that we have - stituted will
have instituted will help br 11g more
consistency ir patient care

it will enable rurses to rev w resident
charts and regidents care | a nurse
consistent and compreher : ive manner.
A second licensed nurse v .| monitor
the nurse coordinator, the hirector of
Nursing, and Medical Dire: or will
monitor for compliance.

State Fonn
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L 052| Continued From page 10

to the surveyor before the end of the siirvey.
The record was reviewed on November 15, 2006.

| 2. Facility staff failed to initiate and record the
intake and output for Resident #2 wher| ordered
by the physician.

A review of Resident #2's record reveaed a
| physician's order dated November 8, 2006
directed, "1000¢cc fluid restriction”,

; There was no evidence in the record that the i
intake and output was recorded from November 8
through 13, 2006. An intake and outpu: (1&0)

: sheet was in the resident's room and eritries were
present for November 14 and 15, 2006.

N A face-to-face interview was conducted with the
charge nurse on November 15, 2006 at 11:30 AM
. He/she stated, "The fluid restriction notice is

i posted on the wall (of the resident's raoin). We

‘ don't say how much fluid is supposed to be given
| each shift We just record the total amcunt of

. fluid every day. We just started recording the
1&0 yesterday. | didn't know it was ordered before
yesterday." The recard was reviewed November
- 15, 2006.

3. Facility staff failed to administer the G tube
bolus feeding and two (2) oral medicatio 1s timely
l to Resident #4.

A The physician's order dated Novembsr 9, 2008
; | and the Novemnber 2006 MAR directed, "..
] : [sosource one (1) can tid [three times a day] 10
j : ‘ O00AM, 2:00PM and 8:00PM..."
: | On November 15, 2006 at 11:30 AM, the charge
' nurse was observed administering one (") can of

'| Isasource to Resident #4 via peg-tube, 01e-and-a

X4).ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDEF.S PLAN OF CO ! JECTION sy
PREFIX |  (EAGH DEFICIENGY MUST BE PRECEEDED 3Y FULL PREFIX (EACH CORRECTIVE ACTION $H 1 JLD BE CROSS | © NPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORI4ATION) TAG REFERENCED TO THE APPROPR ! TE DEFICIENCY) DATE
L 052

2.

Intake and Ouiput was bei 13 recorded
prior resident # 2 ‘s transfe " to the acuie
hospital

We have identiiied other re :idents that
need to be on intake and o 1 put and
moniter them accordingly.

We have initlatad a new ka ' lex/Care
Plan/ assignment sheet, wt ih has
section to alert nurses to wiich
residents are on Intake and Jutput.
Also we have put a system 11 place for
permanent assignment for1 rses.
Nurses wiil havs primary re :>onsibility
for thelr residents, which wil lead to
mare consistency in patient : are, and
rnore familiarity with the nee 1is of the
residents. Nurses will be co 11seled and
instructed on the importance of
maintaining proper docume! ation,

To ensure that the solution |1 effective
and sustained, the Director - Nursing
will agsess the permanent a : signment
weekly, and make adjustme: s as
necessary. The Nurse Coorc¢ 1ator and
the Director of Nursing, will 1 : view
charts and analyze results 0 hereview
weekly. The Director of Nurs 1g, Nurse
Caordinator will monitor,

Health Regulation Administration
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L 052| Continued From page 11 L 052 IA&B | |
' -half hours (1 %) late. Resident# 4 has sta |2d fo '
consistently receive | .o lsosource
B. The November 2006 Medication via G-Tube bolus fee :ing timely at | 11'22/06
Administration Record directed, Zestil, Lovenox, 10:00 A.M. The licen: :d nurses
Prevacid, Plavix and Norvasc to be given dally at have been instructed | administer ‘ ;
10:00 AM via peg tube. peg-tub feeding timel ' as ordered 11i127/06
by the physician.
On November 15, 2006 at 12:00 PM, {he charge
nurse was observed administering the abovj Resident # 4 has star (:d to
cited medications to Resident #4 via p2g-tubg, consistently receive hir zestril,
two (2) hours Jate. Lovenox, Prevacid, P! vix, and 1 122/08
Norvasc timely at 10:(1) A.M. The |
. A face-to-face interview was conducten on licensed nurses has bien ':
November 15, 2006 at 11:40 AM with the charge instructed to administt . 1
| nurse. Hefshe stated, "The resident guts theL medications via peg-t e :
feeding at 10:00 AM and 2:00 PM every day.’ consistently timely as : -dered by :
Me/she also acknowledged that the bolus feeding the physician. ;
- was being administered one-and one-half hoﬁr it has been reinforced > licensed 11'27/08 !
late and that the oral medications were that all orclers should t : given ;
administered two (2) hours late. The record Was timely as ¢rdered by 1t 11 physician,
reviewed on November 15, 2008. |
A . : ) ) Ta identify other reside s that :
i 4. Facility staff failed to administer six (13) oral may be affected by thi: we |
medications timely to Resident #7. continue hy review dog :)rs orders 1
: ) ‘ and Medication Admin : tration 12 /8/06°
% The November 2006, Medlcation Admir\lstrlaﬁon ReCord‘ and observer . rses giving ;
o Record, directed "Prevacid, Lasix, Qun_ﬂapnl. daily medisation to ens: re that the ;
: ( Trusopt, Timolol and Atenelol" to be given daily medication s being giv: n timely
— | ; ) ,
| at 10:00 AM. and consistently timely !
A face-to-face interview was conducted on To preven this from re : rring, we
| November 15, 2006 at 3:25 PM with Resident have put a system in pl: ce just
| #7. He/she stated, " did not get my medicatio prior to the survey of pi manent | 11/1 06
before | went to therapy. When | returned fro assignment for nurses. " his wil :
| therapy, a litle after 12:00 Noon, | received m lead to consistency of ¢ 1tient care
| medications. and more familiarity of | 1:sidents
| i 2 B
* A face-to-face interview was conducted on and their nieds o enst 2
November 15, 2006 at 3:40 PM with the charge e e 1+ another
nurse. He/she stated, "The resident werit to | '
| [
Mealth Regulation Administration
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o ‘ ) registered nurse will | 'o weekly
therapy at 9:45 AM and the pharmacy had not review of residents’ ( 1rarts and ;
delivered the medications for today, s> the compare: physicians :rders and - 2/15/06]
resident didn't get hisiher medications. The medication administr : tion record & |
resident received his/her medications around 12: to report any discrep. 1 1cies. All Neekly |
15 PM when hefshe retumed from therapy." He/ insistencies will be re : orted to the i
she acknowiedged that the medications were Director of Nursing w : ekly to take |
administered over two (2) hours late. The record corrective action. We 'vill also put |
was reVIe'WEd Qn November 15, 2006. a System in p|ace of ¢ “amﬂy |
e S o medication pass obse 1 vation by 1 431/06!
5. Facility staff failed to maintain contact the Direcior of Nursin |. the & !
precautions for three (3) residents on contact Pharmacist, and/or th : Nurse Grtly |
isolation. ‘ Coordinator for timefir 1:8s of i
| medlication pass. \
A green sticker entitled, "Contact Precautions” ]
was posted outside the rooms of Resicents #2, 4 Top ensure that this s 1 ution is |
and 7 and included the following inforrr ation: ™ affective and sustaine. | we will _
) Visitors report fo nurses' station before: entering analyze the permaner i
i room. 1. Private room .... 2. Wear gloves when assignment to ascerta | how well it | 1142/06]
entering room. Change gloves after contact with is working and make a ' justment FA
infective material. Remove gloves befoe leaving as necessary, The wet :ily 01 gaing |
immediately with antimicrobial agent before Nursing, and the quart : 1y |
' leaving the patient’s room. After glove rzmoval medication observatior will be |
and hand washing, ensure that hands do not incorporated into our p 1 formance | 12 31/06!
touch potentially contaminated environmental improvement program. " "he Nurse ao
surfaces or items in the patient’s room to avoid Coordinatcr, Director 6 Nursing, N¢ nthly
transfer of microorganism to other patients or and the Medical Directt  will 5
environments. 3. Wear a gown if you anticipate monitor for compliance Qu sterly]
that your clothes will have contact with the . i
patient, environmental surfaces, or items in the ‘
i patient’s room ..."
| A A review of Resident #2's record revialed a
physician's telephone order dated Octoter 18, |
2006 at 9;00 PM indicated, "Contact isolation for
MRSA (Methicillin Resistant Staphylococous ]
\ ! Aureus) in the sputum.” |
5 The following observations were made
| concerning the care Resident #2 receive ¥, ‘
oA e o axst contnuaon snest 30125
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| A Certified Nurse Aide (CNA) was obs:rved on All ;,taff, including cer i ted nursing O yjoing
1 November 15, 2006 at 11:05-AM repositioning the assistant:, have beer nstructed to '
resident wearing- gloves and no gown. ;A 'second always waar gowns p | s gloves
.| CNA'joiried he/her at 11:10 AM to assistin. - before they enter a Ci.1tact
turning and repositioning 1 the resldent The . Isolation rooms, if the: * (staff) enter
second CNA wore gloves, with no gowr.,” A face- the room to provide a1 s/ care
to-face interview was conducted immexdiately. services for the reside ' ts, }
after the two (2) CNAS exited the room. The including turning resid nt# 1. : ‘
CNAs were quefied as to what isolatior: . - They have been instr :ted to |
precautions were in place for the resident: Both - follow contact isolatior sratocol i
CNAs replied that the resident was on contact always. :
isolation and that they didn't need to wear a gown 11 22/Od
because they were only tummg the resjdent. Staff have removed th 1 Intake and | |
Qutput sheets from Reiident# 2’s | Or gaingl
On November 15, 20086 at 3:30 PM, the charge room. We have put | § O sheets 1
, nurse was asked the location of Resident - directly in the resident : medical i
- #2's intake and output sheet, ‘The intake and record and staff will rec 1rd |
output (1&0) sheet was located by the charge infarmation in the medi : al records l
nurse in the resident's room. The chargs hurse every shift. ‘
was quefied as to. why the 1&0 sheet wais located ‘
in the resident's room, since the resider t was in The staff have cleaned iind i
isolation. He/she replied, "We always put the 1&0 cantinues to clean bloo ; pressure 11/ !;!/06‘
sheet in the raom. Then we don't forget to fill it machine with LPH solu ion before I
' | out” The charge nurse was reminded tiat the machine is taken out ol Resident Oniging !
‘ | resident was'in isolation and asked if plucing the #2's room. |
4 180 sheet in the room was appropriate. He/she !.
did not respond to the question. To identify other staff a1 1 ;
: : residents rooms that mi + be 1172 2/06 !
On November 15, 2006 at 3:45 PM, a CNA was’ affected we continue to - zinforce % !
observed coming out of Resident #2 ' s room with to all staff the need and Ong oing |
the blood pressure machine. When asked if the requirement for followin | contact !
machine had been cleaned prior to exiting the " isolation protecol.
| resident’ s room, the CNA stated, " The resident ‘
. has [his/her] own blood pressure cuff. | lake the -
‘ one off the machine and put it in the basket ( L 05254 continued
. attached to the back of the machine). | attach the o1 separate sh . :
“resident’ s cuff to the machine, take the blood o cet
pressure, take off the resident ' s cuff and put the
other cuff back on. | didn't clean the machine |
Health Regulation Administration -
STATE FORM oge gxXJS11 if continuation sheet 4 of 26
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i We have put an imrnediate syst ' m
in'place of daily observation of 12/4/06
staff when they enter and exit &
cohtact isolation roams to ensur ! Daily
that they follow the protocol of &
wearing gloves and gawns befor Ongoing

they enter residents’ rooms, and
that they remove thcse gloves ar |
gowns before they exit the
residents’ rooms. We will aiso pu:
a visual sign by the entrance to | 2
isolation room: Sign will read "T¢
Staff: Please Observe Protocol
before You Enter Rosm”.

For residents who require
recordingof intake and output, w
have put a system in place to put
such | & O sheets directly in
“residents’ chart/medical records a 11/22/06
the nurses station. Nursmg staff &
will record the daily resident’s. Ongoing
intake and oufput in resident’s
medical records every shift.

For blood pressure mizchines and
other noncritical machines, we
have put @ system in place of
having the staff to immediately

clean the machine with LPH 11422106
solutioh after each. use prior {o the - &
staff |leaving the contait isclation . Daily
room. Because LPH is a strong &

and potentially harmful substance, Ongoing
it will be kept in the soiled utility
room. When a staff member needs
to use LPH, the bottle of LPH will
be put in the bottom drawer of the
isolation cart prier to entering the
room. After finish using the blood
pressure machine, and before

using the LPH, the staff member
will have to remave their gloves,
reglove to get the LPH bottle and
clean the maching, careful not to
set down in the reom.

We have also added Infection

' Control as a more frequant Core

Competency for all staff. The core ~ 12/31/06
competency will be required twice &

a year, Biannually

{ S
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WASHINGTON, DC 20060

SUMMARY STATEMENT OF DEFICIENGIES

FROVIDER'S PLAN OF GOF | EECTION

£5)

| Infection.Control Nurse on November 16 2006 at
' 9:40 AM. He/She stated, "I just completed an in-

wearing gloves and

%2;& (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PRQFD( (EACH CORREGTIVE AGTION SH( | ILD BE CROSS- CC MPLETE
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TAG REFERENCED TO THE APPROPRI . E DEFICIENCY) INTE
L 052 Continued From page 14 L. 052 5B , . |
: _— The licensed nurse hiys been ‘
| Irl::%r:nlttook it out of the room. It didn't touch the reminded to always w : ar gloves . 2/06!
prior to entering room 1ot when in &
| B. A review of Resident #4's record revealed a room, in addition to g«“vns in order | O1jaing|
| physician's telephone order dated November-1, to maintain cantact s« ation |
2006 which directed, *:..Contact isolaticn for C- profocol and requirem  nts for |
Dnef| ) Res‘dent #‘ 4, !
Ad . Apolicy was written a1 1 presented !
-A dressing change was observed to the rlght heel " io the staff ” : | of |
, an November 16, 2006 at 11:30 AM. T1e nurse i e regareing 1imoval o \
b donned an isolation gown but not gloves: The | dirty trays from contac isolation |
i nurse folded the covers back to reveal the . roams. Trays are to be sroughtout | 11727/06)
: resident ' s foot and placed a barrier under the of the contact isolation oom and |
resident’s leg. taken immediately to tl 3 dietary |
cart to be taken down1: the 1
On Navember 15, 2006, after Resident ¥4 had kitchen. This will preve ‘Itres:dent {
completed. lunch, lunch tray was placed on top of completed funch tray a 'd other :
- | a cart that was being used as an isolation car, at meal trays from been r'aced on |
approximately 1:10 PM. The lunch tray was not tap of isolation cart by iesident #
removed until 2:00 PM. The top and sids; of the 4's room... ‘
cart was locked. There were no items svailable ) . . |
" to clean the top of the cart after the tray had been To identify other reside 1s that E
| remaved. have the potential to hz 1 e lunch ;
completed meal trays ¢.tside on 1/22106 1
G. A review of resident #6's record revealed a top of isolation cart We sontinue | %
physician's telephone order dated Noveinber 13, to reinforce to staff and : bserve all | Onijcing | E
2006 at 6:40 PM which directed, "Place at, ( staff interactions with re :idents ‘
patient) on contact Isalation for C-Diff in stool”. when staff enter and ex | contact
isolation rooms to ensui - that
5 On November 15, 2006 at 4:00 PM, a CNA was cantact isolation require *1ents are h
; ' observed gloving outside the resident's room, He met.
' /She took the glucometer (measures bload sugar) ’ ) ‘
‘ into the room, performed a fingerstick ard exited We have pu‘t an immedi 1’2 system :
| the room without cleaning the glucometer, The in place of caily observa: an of 112206
| CNA stated, 1 clean it with alcohol, but there staff when they enter an: exit “oo
i were no alcohol pads in the isolation cart." contact Isolation rooms 1 ensure dzity
» that they follow the protc : ol of Lo
A face-to-face interview was conducted with the Onging :

Health Regulation Administration
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x4 D | SUMMARY STATEMENT OF DEFICIENCIES - T b PROVIDER'S PLAN OF Gt 1 RREGTION T
PREFIX (EACH DEFICIENCY MUST BE PRECEEDEL 8Y FULL PREFIX (EAGH CORRECTIVE ACTION Si - YJLD BE CROSS- | ¢ QMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFOIRMATICN) A 7Y REFERENCED TQ THE APPROP 1ATE DEFICIENCY) JATE
L0s2! Continued From page 15 L 052 Continuation .. #.18
Gowns before they ¢ iter 1
| service on October 6, 2006 for this unit about residents’ rooms an¢ before they i
infection control procedures, and followmg the exitthe rooms. We vil also puta l
guideline for all types of isolation. in thatin- - visual sign by the ety ' ance of the 12/8/06 |
service; | reviewed that all items taker into the -isolation room: Sign i : read “To |
residents's room should be cleaned wth LPH ( . Staff; Please Observ: ! Protocol
antlm\crobnai dusmfectant) before they are brought - before You Enter Roc n”. We have
out to. use on other res;dents - also addsd Infection ! ontrol as a
' : more frequent Core Cimpetency
lmmedlateiy after ihe above mtemew the- , for all staif. This core :ompetency
Administrator was queried as to the fouation of will be done biannuall «
the LPH on the upit: The Administrator stated,.”
The LPH is in the sailed utility room." Liport To ensure: that this so ! tion is
examination of the soiled utility reom, i1e effective zind sustaine | resulis of
Administrator and surveyor found no LI?H present the daily abservations /il be 12 51706
. The Administrator immediately queriad the provided to the Directc of k4 -
housekeeper as to the location of the LPH. The Nursing. These results will be Bia wually;
i housekeeper stated that a bottle of LPH was kept analyzed for rate of co ipliance by '
on the housekéeping cart and not in the isclation staff. Core competenci i s will also !
rooms. The Administrator directed the be reviewed to ensure :1at we !
housekeeper to place a bottle of LPH 01 each of have full participation | staff. 5
the isolation’ carts. These will be ingluded (1 the ;
performance improverr : nt :
L 099 3219.1 Nursing Facilities program. ‘
Food and drink shall be clean, wholesore, free L 052 5C on separat : sheet '
| from spoilage, safe for human consumy tion, and
‘ served in-accordance with the requiremsnts set
forth in Titie 23, Subtitle B, D. C. Municipal
l Regulations (DCMR), Chapter 24 througih 40.
| This Stafute is nat met as evidenced by:
Based on observations during the surve period,
\ it was determined that dietary setvice were not
adeqllate to ensure that meals were pre »ared
1 and served in a sanitary manner as evidenced by:
' soiled grease barrels in the dairy refrigerator,
interior areas of deep fryer cabinets, soup bowls,
salad dishes, colander and hotel pans and
| storage racks; and the temperature of ccid food l
| was above 41 degrees Fahrenheit (F) on the tray |
line ready for serving. These fmdlngs were | ]

Healta Regulation Administration
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L oSy |5

The CNA has been instructed to clet 1
glucometer with LPH snlution before
she leaves the isolatior resident’s
room. The staff continues to clean th:
blood pressure machini with LPH
solution before they exil Resident #¢€ '3
room.

11/16/06

To identify other residents and ensur.
that bloed pressure maching is
cleaned prior to exiting sontact
isolation rooms, all staff have been
instructed to always follow infection 11/16/06
contrel protocol and clean machines & .
before they leave residents’ rooms. Ongoing

We have put an imrmediate system in
place of daily observatian of staff
when they enter and exi: contact
isolation rooms to ensurs that they
follow the protocol of cleaning

equipments with LPH solution. We wil | | 1/22/08
also put a visual sign by the entrance &
of the contact igolation raom. Sign to Ongoing
read “To Staff: Please Ofiserve
Protocol before you Enter Room and
When You Exit Room”. We will
monitor daily to ensure that LPH 1248106
solution is maintained on the unif in
the soiled utility room.

To ensure that the solution is effective

and sustained, results of the daily 12/15/06
observation tool will be presented to &
the Directar of Nursing weekly. Weekly
Corrective measures will be taken as
needed.
The availability of LPH solution on the
Lnit will be added to the Enviranment
of Care Rounds checklist. This will be
incorporated in our performance
' improvement program. The Director of 12/%: 106
Nursing, the Environmental Services
manager, and the Administrator will Qtrly
L monitor for compliance.

State Form
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, L 099| Continued From page 16 L099.
: observed in the presence of food service #1,2,3,3 ‘I
managers. . l
The top and side surfa? vof tgreas? 5 ll
: ; . barrels stored in the refr ; erator soile |
The findings include: with accumulated greast "have been 1 214/06]_
1. The top and side surfaces of grease barrels EE?: i?&::g?,?;:e]:z . 3!2:::: |
stored in the dairy refrigerator were soiled with l
accumulated grease in three (3) of thres (3) The interior electrical an | stationary ;
observations at 9:20 AM on November 15, 2006. parts of de=p fryer cabin ¢ s soiled with ]
accumulated grease hav: been 17111 7/06&
2. The interior electrical and stationary parts of cleaned. '
| deep fryer cabinets were soiled with accumulated o N ;
grease in three (3) of three (3) observafions at The interior and exterior ; ‘eas of soup j
: _ z bowls, salad dishes and :>lander and. !
approximately 9:10 AM on November 1.3, 2008. hotel pans 30x14x6 inch +;, soiled with | 11" 6105‘
! . . . : food particlas have been | 1oroughly &k
3. The interior and exterior areas of soup bowls, cleaned, ard placed sep. 1 ately in 11"17/06]
: salad dishes and colander and hotel pans were racks to air dry. !
not thoroughly cleaned and were soiled with food » ‘
B | particles and pans were stored on racks before The shelf surfaces of sto i ge racks i’ |
: | drying: soup bowls in seven (7) of seven (7) the pot and pan wash arc: . soiled with ‘
observations; plastic salad dishes 18 of 21 debris have been cleane | i
: observations; colander pans six (8) of six (8 o , , )
observations; and hotel pans 30 x 14 x § Ir?ches ;l;? ;d:an‘}nefyu::;he;tzﬁgsl {2 !Lealgi:geeg ! 17/05!2
in 18 of 23 abservations. All findings were th: Food Servl?ce Superv or and Food al
observed between 9:25 AM and 10:15 AM on Service Director continue ‘5 do daily i
November 16, 2008. observation of all areas it :he kitchen ]
| to ensure that proper cles | ing is i
\ 3. The shelf surfaces of storage racks in the pot maintained. :
| and pan wash area were soiled with debris in .
three (3) of three (3) observations at 10:20 AM on
November 16, 2006. | \
1 4. The temperature of cold foods on the ‘ray line ! L 099 # 4 on separ: I sheet |
i during the lunch meal ready for serving was ‘
' above 41 degrees F, such as whole milk 58
( degraes F, diet tea 48 degrees F, peaches 50 '
| degrees F, ice tea 50 degrees F, fruit punch 56 (
_\ degrees F and skim milk 48 degrees F ir six (6) '
| of six (6) observalions between 12:20 PM and 12: i
i 45 PM on November 16, 2008. J
Health Regulation Administration
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Logy |#4

The cold food items, including who :
milk, diet tea, peaches, ice tea, frui 11/16/06
punch, and skim milk have been
relocated in the box, and served wi |
temperatures below 41 degrees F,

To identify other cold faod items thz |
may have the potential to be affecte :
by this deficient practive, the Food
Service Supeivisor, and Food Senvi

Director continue to test food

temperature before they are served :n 1M/17/06
the fray fine, to make sure the &
temperaturs is below 41 degrees F. Ongoing

To prevent this from récurring, we:
have put a system in pace to put eo.
foed items thirty minute:s in the freez 1~
before the start of each ineal tray lin
We have-aleo relocated the dairy :
product in the refrigerator box to - 11/30/06

ensure that the product is kept below &
41 degrees F. We will glso keep a Ongoing

record of test done on cold items
temperatures during tray line.

To ensure that the solution is effectiv: -
.| and that-it i3 sustained

We will review weekly the results of
this new system as we analyze the
results of the tests. The Food Service
Sucervisor, the Feod Service Manage 11/15/06

and the Administrator will monitor for &
compliance. This will be incorporated Weekly
in our performance impravernsnt &
prograrm. Qtrly

gtate Torm
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' A i
| Conti | -
L 0881 Continued From page 17 | |
[ y . } Retipes {or entrees for * he menu for
| The dietary staff removed the aforementioned December 4, 2006 and ' uture menus 1.2/4/08

L 119

L 128

items from the tray line and replaced ihem w1th
items that were below 41 degrees F.

3222 4 Nursing Facilties - _'

A ﬁie of edch tested recipe, adjusted t.
appropriate yield, shall be maintained and used:-
by each employee who prepares food.”
This- Statute is not met as evidenced ky:

Based on observations during the survsy period,
it was determined that recipes were not available
and/or prepared in advance for review by dietary
staff to prepare entrees on therapeutic and
regular diets. These findings were obsarved in
the presence of the food service manager.

The findings include:

Recipes for entrees on the menu for Ncvember

- 15 and 16, 2006 were not prepared in advance
and/or were not available for staff review in order
to prepare regutar and therapeutic diets in one (1)
of one (1) observation at approximately 11:00 AM
on November 15, 20086,

3224.3 Nursing Facilities

' The supervising pharmaciét shall do the fonowing

: (@)Review the drug regimen of each resident at

] least monthly and report any Irregularities to the
I Medical Director, Administrator, and the Director
of Nursing Services;

| (b)Submit a written report to the Administrator on
( the status of the pharmaceutical services and

L119

" continue to abserve pro | iction

_place for Food Service £ . pervisor to

- and is sustained, the Foor Service

will be posted in advan : 3. Menus will &
be posted! for daily preg | anning and
production meetings 1o 1 nsure that
product / reclpes are ut zed.

1 Ingoing

To identify other reside: ' s that have
the potential to be affec 1 d , the Food 2/4/06
Service Supervisor, anc Janager &

¢ ngoing

mestings o ensure that * :cipes are
available in advance for t ntrees
regular and therapeutic |ets, and that
the staff reviews the radi ' es,

We have put a immediat ! system in

1
{
|
|
i
observe production mee 1gs, and 19406 ¢
verify that recipes are av : lable in &
advance for staff review ' . r entrees for daily !
regular and therapeutic ¢ s. The i
Food Senvice Director wi develop a !
daily checkiist of requirec lems that E
staft needs for effactive fi - xd i
production meetings, Als:» prep: pull l
sheets wiil tye utilized in g * aduction 12 15/06!
area to ensure that produ ;tis & !
delivered tinnely for produ : jon [ aily
meetings arid advance re ' pe review.

To ensure that the solutio | is effective

Director will present the re ! ults of the
daily checklist to the Admi - istrator on
a weekly basls for analysk
Compliance tate will be d¢ | 3rmined.
This will be jncorporated i -5 our :
perfarmance Improvemen! rogram, 12 £/08
The Food Service Supervi i, the % !

Food Serviee Director, anc he Wezadly
Administrator will monitor | : 1 H
compliance. Qry

S
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x4y | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF COR! : ICTION | <)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY' FULL PREFIX (EACH CORRECTIVE ACTION SHO! 1,0 BE CROSS- © Co# P&TE
TAG | REGULATORY OR LSC IDENTIFYING INFORM/ATION) TAG ' REFERENCED TO THE APPROPRIA * £ DEFICIENCY) ‘ LRE
: - ' T
L 128 Continued From page 18 : L 128 Resident JH1 has bee |

) , :
staff performances, at least quarterly, discharged to home as of Va 5/ 04

November /6, 2006 For uture
residents with orders fi- :
Vancomycin IV and C¢ | riaxone 11 15/06
IV, we will get order cl: ification
from the altending phy i cian, so
medicatior) order will n :t be
administerad at the sai ' e time.

(c)Provide a minimum of two (2) in-serv ce

| sessions per year to all nursing employees,

- including one (1) session that includes

| indications, contraindications and possitile side
effects of commonly used medications;

(d)Establish a system of records of receipt and
disposition of all controlled substances i
sufficient detail to enable an accurate

We continue to review :
residents’ charts and N - :dication :
Administration Record! to ensure 1" 22/06g

reconciliation; and that there @re no docto “5* orders &
. : for Vancomycin IV and Or 30ing!
(e)Determine that drug records are in orler and N , i

} that an account of all controlled substan:es is :::nfs'elcﬁar)ézne IViobe g ven atthe

maintained and periodically reconciled.

n— This Stafute s not met as evidenced by;

Based on observation, record review and staff
interview far one (1) supplemental resident, it was
determined that the pharmacist failed to report

Pharmacy has a syster ' that
raises a “red flag” for ir: ompatible
IV antibiotics and other irugs, and

. S sked pharmsz 1y to 1 17/06.
the incompatibility of two Intravenous (IV) we have as iy H ,
I antibiotic medications to the attending physician | g;%’ﬁ;:‘g"gﬁ’:&?‘;}; i,rggecwr On i‘aing'

i ing. id H1. .
and the Director of Nursing. Resident JH{1 | Nurse, and to the atten :ing

physician. We will also . srite a

| The findings include: policy and procedure t¢ state that

" On November 16, 2008, at approximately 10.00 mult[pl_e IV Antibiotics v Il be given
| AM, during the medication pass observation, the at minimun? two hours . 1Jart. Also
| urse hung Vancomyein 1 gram IV for Resident as part of the Drug Recinen
JH1, to be infused over one (1) hour. Tte nurse , Review the pharmacist /ill Ipclude
stated that the resident also receives Ceftriaxone ?n thaig;ﬂg:}tc:pd?:nrgsi:‘c {rgilshis
2 gram [V at10:00 A report to the Administrz 1or, 12 8/06
A review of the Medication Administratio Record The Medical Director ai 1 Direcor 8
! (MAR), revealed that the resident was scheduled of Nursing will also be i ‘formeq‘. W ekly
I for both the Vancomyein 1 gram IV and the The staterrent by the p *armacist
Ceftriaxone 2 gram [V at the same time, 10:00 , will mcl_ude information Nat there
AM. This order was written on November 8, 2006 are no lnc_ompatnblg druiis, orif
| and renewed on November 16, 2006. there are ircompatible | ‘ugs what

| measures have been te | en.

Health Regulation Administration
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L 128, Continued From page 19 L128
During a telephone interview with the v To ensure that the sc ition is ;
pharmacist oh November 16, 2006 at *11:00 AM, effective and that itis :iustained, _ i
hefshe stated that the two |V antibiotics;s were the Director of Nursin ; will review 12415/06
' incompatibie and should not be administered at and analyze the phan | acy report & f
the same time. monthly. This will be | ' zorporated \ Jizekly |
in our perfarmance irt | rovement i
| The Drug Regimen Review on Novemtier 15, program. The Director >f Nursing, & 5
2006 at 10:00 AM documented, "Medication the Pharmacist, and U : Medical N onthly |
orders reviewed, they are written with diagnoses. Director, and Adminis 1 ator will !
! Pt (patient) on 10 meds due to multiple: " monitor for complianc:
diagnoses.” :
There was no documentation regarding the
incornpatibility of the IV medications. 182 ’
. - ' Resident # 4's recreatii 1al needs '
L 187| 3230.3 Nursing Facilities L 187 reassessment has bee: 1 completed | !
' i 3oci e
- | A resident activities program shall include, but not wgrs::sgfgégg 'onf :22 Ifgfgnt,s 12 06!
s be limited to, the fallowing: medical records, and w : will {
! (a)Active, passive, individual and group activities; ?;nrt;r;:: etr?t provide rela :»d activties
and ' !
| (b)Activities for residents who are unabl: to leave sezsslg‘::;rie?n? ;Z(;rizg‘; ' fgr?ﬁftz d 1 ‘/06§
their rooms, which shall be directed towurd and docum«;'nte din the iiociail) !
maintaining and promoting the well-bein ) of each Worker's se:ction of the :‘si dent's
: resident. medical recards, and we will
‘ continue ta provide relai : d activities
| This Statute- is not met as evidenced by far resident.
Based on staff interview and record reviiw for N o
 two (2) of three (3) residents on contact solation, gg ;‘?enéigydcgfé r: 2?{2'?2 & ;Ziten;ay :
! It was determined that f_acxhty sta_ff failed t_oy reviewed tc'> ascertain if - 1e resident | 11/2 406"
| reassess the therapeutic recreational acivity has a neé d for recreatiol 3 .
needs of the residents once they were placed on remssessment. Resident | have Ong g |
| contact isolation. Residents #4 and 6. beaen reassessed and thul- ngig .
| !
; indinas include: reassessments have bet i
i . The findings Include documented in the residc its
' ‘ 1. A review of Resident #4's record revealed an medicalrecords )
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L 137]\ Continued From page 20 | L 187 To prevent this from r :urring, we
assessment for therapeutic recreational activities have put & system in t |ace for i
dated September 26, 2006. According to a residents 1o be reasse i sed, when ‘
i telephone order dated November 1, 20106, the conditions change. In ;e absence
resident was placed on contact isolaticn. of the recrzation thera| sf, the
Social Worker will iden : fy residents
There was no eviderice in the record that facility whose cor.ditions have shanged to
staff reassessed the therapeutic recreational contact isclation, ete. 11 ese 12:4'06
needs of the resident or identified recre:ational residents will be reass: .ised for 1:1 %
activities for the resident in isolation. The record activities, ¢r other activ  ieés based On ;oingi
was reviewed November 15, 2006. ' on their interest or indiv i uality. The i
_ _ o reassessment will be d 1 sumented |
2. A review of Resident #6's record revzaled a and dated, and placed 1 the l
Recreation/Activities Interest List”, uncated. The residents' redical reco :1s. ;
resident was admitted to the facility on Jctober ;
30, 2006. According to a telephone ordzr dated i
: November 13, 2006, the resident was ¢laced on ‘
contact isolation, To ensure that this solu .onis ‘
et sustained and effective, i \
There was no evidence in the record that facility ' " monitoring ool to reviev' all charts :
staff reassessed the therapeutic recreasional for reassessments of re ; eation |
needs of the resident or identified recreational needs of residents will k- i
activities for the resident in isolation. The record established. This tool w: be utilized '
was reviewed November 15, 2006, monthly, to ascertain co ' pliance, 12/15/06 |
and will be incorporated i1 our G
A face-to-face interview was conducted with the Performanca Imptoven : it Weg kly
Administrator on November 15, 2006 at 9:30 AM, program, The Administr: . or, the e :
He/she stated, About 2 weeks ago the activity Director of Mursing, and | lurse Cnging ¢
‘therapist left. We are looking for a replecement, Coordinator will rnonitor ' r ‘
| but right now one of the CNA's (Certifiec Nurse compliance.
| Aide) and the Social Worker provide act vities for ' |
| our residents.”
L 410l 3256.1 Nursing Facilities L410
|
Each facility shall provide housekeeping and
maintenance services necessary to mairtain the
exterior and the interior of the facility in a safe,
\I sanitary, orderly, comfortable and attract ve [
' manner, _ . |
This Statute is not met as evidenced by: | ;
Health Regulation Administration
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L 410/ Continued From page 21 '1' &'2

| Based on observaﬂons dunng the suney penod
it was determined that housekeeping services
were not adequate to ensure that the facility was
| mamtamed in 8 safe and sanitary manner as

| evidenced by. soiled over bed lamps, foor - .
surfaces and éxhaust vents in the laundry room
the front lower panel covers of dryers viere
marred and damaged; an unsecured oggen
tank;. unstable chairs, end caps missing on
hallway rails, a housekeeping cart contammg
hazardous Gleahing products left dnattended;.
mineral deposits.on the water spout of he ice
machine; and a soiled shower stretcher. These
' findings were observed in the presence of
maintenance, housekeeping and nursir g staff.

The findings include:

1. The inner panels of over bed lamps in
residents’ rooms were soiled with dust and debris
in rooms 48, 49, 51'and 55 in four (4) of nine (9)
observations between 3:10 AM and 1:31) PM on
November 15; 2008,

2. Floor surfaces in the rear of furnishings were
soiled and stained in rooms 55, 67 and the
dayroom in three (3) of 10 observations between
8:10 AM and 1:40 PM on November 15, 2008.

| 3. The exhaust vents on the clean and soiled side
of washers in the laundry room were soi ed with
accumulated dust and debris in eight (8) of eight (
8) observations between 10:30 AM and 11:30 AM
: on November 15, 2006.

| 4. The lower panel covers on the front of dryers in

. the main laundry room were damaged and
marred in four (4) of four (4) observations at 11:

l 30 AM on November 15, 2008.

L410

“ The inner panels of ¢, er bed
lamps in the resident | rooms in
room # 48, 49, 51, 55 1ave been
cleaned.

Floor surfaces in the | i ar of
furnishings in rooms 4 55, 57, and
the dayroom have be:i 11 cleaned.

To identify other room: and
residents that may ha '3 the
potential to be affectel | by this, we
centinué to do a walkt 1 -ough to
observe for dust in res “ients.
rooms

To prevent thls from e urring, we
‘will put a system in plac¢ s of
weekly inspection by th
Environmental Supervit or together
with the nursing staff, Ir addition
the environmental staff 1/ill do
more frequent extensive dusting of
over bed larnps and floc 1 surfaces.
These item: will be add :d on to
the Environment of Can - Rounds
checklist,

To ensure that the salut ' n is
effective and that it is s ! tained,
we will presant the resul :; of the
environmen: of care rou 11s will be
analyzed by the Adminis : ator and
the Environrnental Servi :3s
Manager weekly. Adjusti: ents will
be made to the ¢leaning : chedule
" as warranted. The Direc!: r of
Nursing, the Environmer i3t
Service Manager, and th:
Adrninistrator will monito for

compliance.

101 TIOj

1 /17108

1 %4/06
&
O )oing'

12 uosl

On ;omg‘

12/31,06
¢ .
We kly ’l
&
Qtly
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L 410| Continued From page 22 L 410 £384
5. One (1) oxygen tank, E size, was ohserved The exhaust vents in{' e laundry
unsecured sitting on the floor of room $C62 on room will be cleaned t ' the 14/16/06
November 15, 2006 at 8:10 AM in one (1} of one Engineering staff Dec : nber 8,
(1) observation. 2006 :
6. Chairs were observed to be unstablz in the The panels will be pail ed and a
| following areas: rooms 48, 51, 55, 57 and two (2) protector rail will be in: alled by 11'16/06
chairs in the dayroom in six (6) of nine '9) December 15, 2008.
observations on November 15, 2006 be:tween 8:
10 AMand 12:30 PM. Continuation of F2534% 3 & 4 :
, To identify other areas n the 12 C8/06
7. End caps were observed missing frem hallway laundry room that may iave &
handrails in the following areas: accumulated dust and ;ebris and | Or going!
near room 6B30 and near the pantry in two (2) of other areas that may n ied painfing |
nine (9) observations on November 16, 2006 at 2: on panel covers, we ¢ itinue to |
L 30 PM. make a walkthrough in 1he 1k
l[aundry, to take correc! re action |
- 8. One (1) housekeeping cart was obsérved as needed. !
' unattended from 1:10 PM until 2:45 PM on i
i November 16, 2006 in the haliway near the day To ensure that these d 1 hot recur, a1
room. Chemicals such as Tylex and LPH ( we have put a system i* place to
disinfectant), were unsecured on top of ‘he cart. have a cleaning sched: e for the :
‘! ' laundry exhaust vents. "his 12 8/06°
| 8. The inner surfaces of the ice machinz water schedule will be made 1sailable to &
spout and cover were soiled with the Administrator. Clez1iing Werekly
debyis and mineral deposits in one (1) ¢ one (1) schedule of the exhaus vents and
observation at approximately 11:45 AM on panel covers on the fro 1; of dryers
November 15, 2006, “will be included in the E* vironrment
of Care Rounds checkliit, The
10. The mesh surfaces of a shower streicherin Administrator will report ¢ the
‘ the shower room were soiled with debris between Faciliies Management | irector
| the pads, and the lower mesh cover was soiled and Chief Operating Of iser if
! with dark residue in two (2) of two (2) cleaning is not maintain:d.
" observations at approximately 11:30 AM on
| November 15, 2006. In order to make sure tt : t the
solution-is effective and i3 }
L 999} DC CODE L 999 sustained, the results ol he 12/15/06
| Environmenrit of Care R¢ 1 inds will e
\ be analyzed weekly for ite of We zily
| This Statute is not met as evidenced by: compliance. - ' , :
Health Regulation Administration
STATE FORM 8809 If continuation cheat : 3 of 26
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Ltto | & :

The oxygen tank in Koom SC 62 his
been removed and placed in & sec . @ 11/15/06
rack in the clean utility room. Staff
have been instructed to always pla :»
oxygen tanks in a secyure rack in th s
cleap utility room.

To Identify other residents that may 11£22/06
have the potential to Fave exygen bk &
in their rooms we have done a Ongoing

walkthrough of all residents’' rooms.
We continue to do walkthrough.

To preven this from recurring all sta '
have been.instructed t» ensure that
oxygen tanks are secured in the rael

and arg not placed lying on the floor. 1117106
We will write a pratocol for storage o & '
oxygen tanks, and confinue to Ongoing

reinforce to all staff the requirement
securing all oxygen tanks. We will al: 11
include observation of oxygen tanks -
our weekly.Environment of Care-
Rounds, and record the results of ous

observations, in the Environment of 1218106
Care Rounds Tool. The Nurse &
Coardinator will also participate in the Weekly

weekly Environment of Care Rounds,
in arder to monitor for compliance of
the protocol .

Te ensure that the solution is effective
and that it is sustained, e wil{ include
ihe results of our weekly Environment
of Care Rounds in our performance

improvement program. The 12/15/06
compliance tate wilt be analyzed &
weekly and monthly. The Safety Weekly
Officer, the Nurse Coordinator, the

Director of Nursing, and the &
Administrator will monitor for Manthly
compliance, : l
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L410

6&7

#

Chairs that were found to be unstablg
in rooms 49, §1, 65, 57, and two
¢hairs in dayrootn will be repaired,
and/or discarded if cannot be safely
repaired.

End caps of haliway handrails near
6B30 and near the pantry will be
replaced. Qutside contracior has beer
secured for the replacement.
Purchase order has been issued as of
December 4, 2008, for the installation.

in order to identify other argas that
have the potential to be zffected and
other residents that may e affected,
we: continue to do weekly observation
and walkthrough.

To prevent a recurrence of this, we
have included these two itemns in our
Environment of Care Rounds
checklist, Weekly rounds will help to
identify and corrective action will be
taken, concerning the unstable chairs,
and the end caps of hallway hand

Tails. The Engineering Diractor, the

Safety Officer, and the Administrator
will do weekly walkthrough on the unit
and identify areas that need corrective
action,

To ensure that the sofution is effective
and that it is sustained, the
Engineering Director, the Safety
Officer, and Administrator will analyze
the results of weekly rounds and

| determine the compliance rate. This

will be incorporated in our
performance impravement program.
The Engineeting Director, Safety
Officer, and the Administrator will
monitor for compliance.

12/4/06

12/8/08

12/4/06
&
Ongoing

12/15/06
&
Weekly

12/15/06
&
Weekiy
&
Qtrly

Statc Fonn
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’e .
As of November 17, 200€ {ousekeeper
has been insiructed not t¢ leave
housekeeping cart unatte ' Jed for long
periods in the hallway. Th: staff has
been instructed to remove cart and
have the cart within their i - imediate
area of wark.

To identify othier houseke: -ing carts
that may be left unattende ;| we
continue to otserve the el ironment to
make sure housekeeping arts are not
left in the hallways unatterled,

. To make sure {hat this doe: not recur,

an in-service training was :>nducted by
the Environmental Service Jdanager for
all housekeeping staff. Ob : :rvation of
housekeeping carts will als 1 be

_included in the checklist to ;' for

Environment of Care Rour ; s.

To make sure that the solu:onis
effective, we will continue v th weekly
environment of care round: . including
observation of housekeepii 1) carts in
hallways. The Environmen >f Care
Supervisor, will do weekly 1 wironment
of Care rounds with the Nu ;e
Coordinator. The Houseke: »)ing
Manager and the Administ: ; tor will
monitor for compliance.

State Form
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l

L 410

9

The inner surface of the ice machin 1
the ice machine water spout and
cover, have heen cleaned of debris
and mineral deposit.

To identify other equipment that mat
be soiled of mineral deposits, we wil
continue ta inspect the ice machine
and other machines to ensure that
they are cleaned regularly.

To prevent this recrring build up of
mineral deposits, we have put a
system in place of regular ¢leaning
schedule of the ice-machine. The
Rirector of Engineering will have the
schedule posted on the unit for timely
follow up by staft. If scheduled
¢tleaning is missed, the Director of
Engineering will be contacted for
corrective measuyres.

Fo ensure that the solution is effective
and sustained, we will include cleanin |
of the ice machine spout and cover in
our Environment of Care Rounds
checklist. The engineering Director,
the Safety Officer, and the
Administrator will monitor for
compliance. This will also be

included in our performance
improvement program.

#10

The mesh surface of the shower
stretcher has been cleanad
thoroughly.

We have made a walkthrough and will
continue to do walkthrougih to identify
shower stretcher and othar shower
items, to ensure that they are
thoroughly cleaned.

We have revised our palicy and
pracedure on cleaning of the shower
stretcher, to ensure that it is cleaned
after each use, and also to be ¢leaned
weekly even if not in use by residents,
We will also post a cleanirg schedule
for staff to follow for regular routine
cleaning. We wili monitor for
cleanlingss.

To ensure that this solution is effective
and sustained, we will revizw the
results of the Environment of Care
Rounds, for comptiance. The Nurse
Coordinator, the Director of Nursing,
and Administrator will monitor for
compliance.

|

11/15/06

11/22/06
&
ongoing

12/15/06
E:)
Monthly

12/15/06

12/31/06
&

Monthly

&
Ongoing

11/117/06

11/17/06
&
Ongoing

12/4/06

12/8/06

Weekly

_J
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L 999 \ Continued From page 23 L 999 1
Based on record review, observations and staff The licensed graduate sot i3l worker
interview, it was determined that the fz cility did has been instructed to ensiire that she
not comply with State and local laws a3 follows the required guidei 1es for one ‘ 6
i evidenced by failure to: supervise the ,GSW ( hour of weekly, consistent | upervision | 1117/0
Licensed Graduate Social Worker) as required from the designated licens :d :
and ensure that CNAs were warking wihin their independent sncial worker
scope of practice.
To identify the potential for nissed
The findings include: supervision sessions, the /. iministrator .
‘ has met and had discussio* with the 11,17/06
1. Facility staff failed to ensure that the LGSW Licensed Independent Soc i1l Worker ‘
received at least one (1) hour of supenised supervisor and reinforced t :2
practice for every 32 hours of work. requirement ard the need | : r congistent
supervision sessions.
Title 17 DCMR, Chapter 70, Social Wolk, item
7011.6 read as follows: "At least one (11 hour of To prevent this fram recurri '3 the
1 every thirty-two 32 hours of supervised sractice licensed graduate sociat we 1ker will
- shall be under immediate supervision”. report the dates and times - the weekly
» ‘supervisor sessions to the /. iministrator | 11/32/06
According to documented supervision of the on a monthly basis.
; | nursing facility's licensed Graduate Social Worker The Administraior will revler dates
‘ by a licensed Independent Clinical Social Worker, times of weekly sessions to i nsure the
the requirernents of at least one (1) hour of every requirement is et consiste : Hy.
32 hours of supervised practice was not under
immediate supervision for the months of To ensure that this solution ! effective 12/¢:6/06
September and October 2008. informaton . and is sustained, the Directc | of Nursing &
| provided to the surveyor documented one (1) and the Medical Director wil ‘eceive ‘o
| meeting in September and two (2) meetings in report monthly and quarterly bout Ong aing
October dated: September 20, 2006 and October compliance. This monthly re : orting wift
11 and 25, 2006, These documents were be incorporated into our per : Mmance
reviewed on November 15, 2006. improvement program.
2. Facility staff failed to ensure that CNAS were \
working within their scope of practice as
! evidenced by CNAs performing blood glucose |
monitoring [an invasive procedure]. [
According to Titie 29 Chapter 32, 3204.5, Nurse ’
| Aide Certification, the nurse aide training. program ‘
is not inclusive of fingersticks/blood glucose l
p—
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_{ ‘NAME OF PROVIDER OR SUPPLIER

CAPITOL VIEW SKILLED NURSING

STREET ADDRESS, CITY, STATE, 2IF CQOE
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WASHINGTON, DC 20060

PROVIDER 8 PLAN OF GOf | 'ECTION

(X4 1D . SUMMARY STATEMENT OF DEFICIENCIES i ) . )
FREFIX (EACH DEFICIENGY MUST BE PRECEEDED EY FULL ' PREFIX {EACH CORRECTIVE ACTION SHC 1 ILD BE CROSS- | €< WALETE
TAG REGULATORY OR LSC 10ENTIFYING INFORN ATION) | TAG REFERENCED TO THE APPROPRL . ‘E DEFICIENCY) ;| MTE
: I | ) ;
L 999, Continued From page 24 ]TQQQ ,
monitoring. 2 |
: . _ - Effective Navernber 17, 20115 the
" A review of Resident # 1, 2 and 6's November Administratar has instructe: .,Certiﬂed
. 2006 "Blood Glucose Legend” revealed Certified Nursing Assistznts not ta pe - form blood
. Nursing Assistants signatures [under sitynature glucose monitating on patie 'ts as it is
: and title], lnd{caging that they performed the blood beyond their certified nursin ; assistant 117 /06
- glucose monitoring. seope of service. Residenti 4,2,and6 | * :
! no longer have their blood g ticose
' On Navember 15, 2006 at 4:00 PM, a CNA was monttoring done: by Certfiee. dursing
C * observed performing blood glucose mor itoring ( Assistants.
- ' fingerstick [FS] with a giucometer) for Rosident #
7 To identify other certified nui ; ing aides
A face-to-face interview was conducted with-CNA or other resicianis thal may t . affected
ce-lo-face u ! by this we have instructed al icensad
. #1 on November 15, 2006 at 4:03 PM. nﬁrse-s that certified nursing | des must 11/17/06
. . The CNA was queﬁed_regarding the process of no longer perform blood gluc : se 4,
! blood glucose monitoring. He/she stated, monitoring on residents. We i lso D9 0ige
| "We started about two weeks ago to do fe FS. cantinue to review residents’ : harts to
- We got special training. If the reading is below enstire that only licensed nur ;»s
| 50 or above 300 I have to tell the charge nurse.” continue fo do binod glucose
! . . ’ . monitoring.
. A face-to-face interview was conducted with CNA
#2 at 410 PM. The CNA was queried regarding To prevent this fram recurming , we have
* the process of blood glucose monitoring. He/she put a system in place fo refer ) the 1 .
, stated, "The education person taught us that if we scope of professianal practice Tom the I/ ;}7/ -
have any trouble we call the nurse. If the reading Board of Nursing and, accept 1§ o
. is 50 something that is too low. If the reading is professional standards and pr i ctice angainy
200 ormare, that is too high. Then we calthe | before we make dedision 6 11 )
. hurse. | certify, and offer competency | certified
, ; nurse aides for blood glucose
According to the faciiity's policy, "PCX Blood monitoring, 8
" Glucose Monitoring” , #POCT/300/2005/1, page 2
. "e. Circumstances that require follow-up and Jor |
validation from the lab; 1. Notify the physicanif |
- the blood glucose is 70mg/d! or less for ad Jits ...
2. Notify the physician if the blood glucose is
above 250 mg/d! .."
A face-to-face interview was conducted wit1 the f
" staff development educator on November 15, I
alth Regulation Administration — -
“ORM asse fcontinuation sheet 250 25
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x40 | SUMMARY STATEMENT OF DEFICIENCIES | o | PROVIDER'S PLAN OF COF : ECTION [ o5
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) j ' |
i
L 999 Continued From page 25 F. 999 e
! 2006 at 4:20 PM. He/she stated, "We just started We have also raviewed cer i jed nurse
| in October (2006) about 2 weeks ago hiving the aide current job responsibili: s and
! CNAs do the FS. The training is done b the duties to ensure they do no nclude
| educator from the lab (laboratory).” work autside their scope of izrvice. This [11/17/06
i : . will enable us to make sure :1at this
! A face-to-face interview was conducted with the solution is sustzined and th it is
‘ laboratory educator on r:lover_nber 15, 20108 at 4: effective. The Administrator and the
| 45 PM. He/she stated, "The in~service far : ; will i or for
l ) . Director of Nursing, mor i or fo
teaching the CNAs about FS is one hour lang. compliance
We review the policy and have a skills iah. Then ’
the CNAs are given a competency chech list, The
CNAs are taught the normal range, and rhat if the
low range is less than 70 and the high range is !
above 250, the MD (physician) must be riotified. ”
! |
|
i |
‘ |
]
|
1
' |
| |
| |
| |
| | |
{ :
i | |
| J |

: |
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