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Initial Comments

The Annual Licensure Survey was conducted at
Sibley Memorial Renaissance Skilled Nursing
Facility from April 19, 2021 through April 23, 2021.
Survey activities consisted of a review of 17
sampled residents. The following deficiencies are
based on observation, record review, resident, and
staff interviews. An analysis of the findings
determined the facility is not in compliance with Title
22b District of Columbia Municipal Regulations
(DCMR) Chapter 32. The resident census during
the survey was 23.

The following is a directory of abbreviations and/or
acronyms that may be utilized in the report:

AMS - Altered Mental Status

ARD - Assessment Reference Date

AV- Arteriovenous

BID - Twice- a-day

B/P - Blood Pressure

cm - Centimeters

CMS - Centers for Medicare and Medicaid
Services

CNA- Certified Nurse Aide

CRF - Community Residential Facility
D.C.- District of Columbia

DCMR- District of Columbia Municipal
Regulations

D/C Discontinue

DI - deciliter

DMH - Department of Mental Health

EKG - 12 lead Electrocardiogram

EMS - Emergency Medical Services (911)
G-tube Gastrostomy tube
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HR- Hour
HSC - ~ Health Service Center
HVAC - Heating ventilation/Air conditioning
D - ‘Intellectual disability
BT - interdisciplinary team
L- Liter
Lbs - Pounds (unit-of mass})
MAR - Medication Administration Record
MD- Medical Doctor
MDS - Minimum Data Set:
Mg - milligrams (metric system. unit of
mass)
rml. - milliliters (metric system measure of
volume) _
mgfdl - “milligrams per deciliter
mm/Hg - millimeters of mercury
N midnight
Neurg -  Neurological
NP - Nurse Practitionigr
02 Oxygen .
PASRR - Preadmission screen.and Resident
Review
Peg tube - Percutanecus Endoscopic Gastrostomy
PO- by mouth '
POS - physician ' s order sheet
Pm- -‘As-needed’
Pt- Patient
Q- Every
QIs - Quality Indicator Survey
ROM Range of Motion
Rp, R/IP-  Responsible party
BCC Special Care Center
Sol- Solition
TAR - Treatment Adrinistration Record
L 051} 3210.4 Nursing Facilities 1 051
A -charge nurse shall be respansible for the
fallowing:
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L 051} Continued From page 2 L 051
(332"6*““5 "da':-y :ets'de”t;';s“sli tp:asi?ssf_'phys'cal 1. Corective Action for [dentified fesidents:
ana emotional siatus an ,I.mF_’ ementing any a) The resident’s recard reviewad and elgments for
required nursing intervention; eaming -and teaching were: identified in addition to
lgaps relative to documentation standards. This
(b)REWEWan medication records for completeness, infarmition will be used to re-educate the nursing staff.
-aceuracy in the transcription of physician otders, Following the survey resident EHR was avdited,
and adherences to stop-order policies; inconsistent skin assessment documentation was
noted, the care plan was updated to include the
(c)Reviewing residents’ plans of care for frollowmg treatment plan administered to the
appropriate 'go'a'l's and apprbaches and revising rasident included all the following; Heel. pressure off
them as needed: o o ' o "oading device put in place, incontinant management
- ' oilowed, airflow under pads was use, foam-dressing
as applied for protection and moisturizer was applied
(d)Delegating responsibility to the nursing staff for o and Dain was managed. |
-direct resident nursing care of specific residents; 5) The employee identified in this deficiency will be
) reeducated and coached using our Just: Culture poiicy.
(2)Supervising and evaluating each nursing
employee on the unit, and > Identification of Other residents having the Potential
. s : _ : . . of be Affected: _
.(f.-)Kee_pi;ng 1_h_e_ Dlre_ctor of NHFSJHQ _Serul_ces-or;_ his or g) Audit was done on EHR of all the current resident
hea" deS’:.g.n.ee |_nfq_rn'_|ed _a__b_ogi t_he _St_&i;_us O_f residents, n the facifity with skin integrity issues and there are
This Statute is not met as-evidenced by: ho deficient practices identified:
b} No direct impact identified to resident from the
deficlent practice, Policy: "REN-Renaissance Care
Based on record review and staff interview, for one _ N - _ _
{1)-of 17 sampled residents, the .charge nurse failed Plan” [REN0S3] was reviewed and dstermined ot to
to updateirevise the compromised skin integrity require any:revisions. Following the survey, review of
care ptan to address Resident #20's impaired skin Electronic Health Records; (EHR) of the current
integrity. ' ' resident and there are no additional findings.
[ di incliidad . 3. Systemic Changesto Prevent Recurrence;
The findings included ... .a) MDS staff will provide comprehensive care plan
o . [ ducation to nirsing staff with-completion b
Resident #20 was admitted to the facility on. ,?u;!e-&éozﬂ. g st h-completion by
03/17/2021, with multiple diagnoses, including
Fracture of the Tibial Platesu, Status Post Open
Reduction and Internal Fixation, Deep Vein
Thrombosis, Rheumatoid Arthritis, and
Osteoporosis.
Review of the Care Plan (Conipromised Skin
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L 0511 Continued From page. 3 1 051 _

Integrity} with a start date of 03/18/2021 led 051 cont

n e_gn .Y) \.NI asta __a_e ?,-,- ! re“-e?- e . Monitoring and Ingorboration into Quality Assurance’
t_h_el_ following Inie_rv_t_ant;on_s_. 2 Observe and _ nd Performanice Improvément-

relieve pressure fo boney prominences. 3. Avoid F)Dn a monthly basis or weekly, the'guality
-sheering. 4. Keep skin clean and dry ...8. Apply.or improvement nurse specialist and or histher designes
encourage use of lotion/moisturizer on intact skin as xilth::gé:gtc _":2v‘-i’g?to?:r‘i‘;ecea'ri“g;?"‘;om;ds'ﬁfé .;ggord.,
indicated ...8: Consult with w?lund ostomy and/or ppropriate documentation fs included around the
continence nurse as needed. ounds/skin integrity and to ensure that the care plan.

o o is comprehensive in nature. Fuither, the-quality nurse

Review of the Admission Minimum Data Set pecialist.and or his/her designee will ensure that-an
(Assessment Reféerence Date of 03/24/21), LDA (Line, Drains and Airwvay) is.complsted and

upportive of the care plan as it relates to wounds/
kin integrity. The audit will be on at least ten (when
valume alléws) residents with wounds/skin integrity.

documiented the foliowing: in Section C0500 (Brief
Interview for Mental Status), the resident has a

summary score: of 14, inquatin'g .th'e’reSiden.t'was issues.. Any instances of non-compliance will be

cognitively intact. In Section MG300 (Current addressed in realtime and the implementation of our
Number of Unhealed Pressure/Ulcers at. Each Just-Culture protess will be. used, Compliance will be
Stage), "skipped” was.doclimented, indicating reportet? ""0““‘? to ‘Bzdtel_lr‘-’*h"’ dagd ‘=‘1‘| each QAP foct

] s o . ' ) e Y TR TR commilieg mee: II'Ig an e audits will remain in effe
_Resldent #2.(.} d'd no_t__have a pressure ulcer during until compliance is sustained-at 100% for three’

the :asseéssmient perigd. cansecutive months.

Review of the physician’s orders dated 03/29/21-at _
21:52 (9:52 PM), revealed the followmg, 5. The corrective action wifl be completed on or by 6/22/21
"Specialized bed therapy ...non-weight bearing to ~June. 22, 2021

RLE [right lower extremity] now presents with,
pressure sore of [heels L > R]

The Care Plan (Compromised Skin Integrity) was
not updated with goals and approdches to address
‘Resident #20's left heel (pressure) wound identified
oh 3/29/2021.

During a-face-to-face interview with Employee #12
on 04/21/2021, at approximately 3:30 PM, she
acknowledged the finding and stated, “It's not
there."

L 052 '3211.1 Nursing Facilities L 052

‘Sufficient nursing time shall be given to each.
resident to ensure that the resident

Health Regulation & Licensing Administration
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receives the following:

(2)Treatment, medications, diet and nutritional
supplements and fluids as prescrlbed and
rehabilitative nursing caré as needed;

(B)Proper care ta minimize pressure ulcers and
contractures and to promoie:the healing of ulcers:

(c)Assistants in daily personal grooming 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 accident, injury, and infection;

{e)Encouragement, assistance, and training in
‘self-care and group activities;

(HEncouragement and assistance.to:
-{1)Get oui of the bed and dress or be dressed in his:

or her own clothing; and shoes or slippers, which
-shall be clean and in good repair;

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

(3)Participate in meaningful social and recreational

activities; with eating:

(g)Proempt, unhurried assistance if he or she
requires or request. help with- eating;

{h)Prescribed adaptive s&li-help devices to assist
him or her in eating

independently;

(iAssistance, if nieeded, with daily hygiene,
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L 052| Continued From page 5 L 052
inctuding oral acre; and
j)Prompt response to an activatéd call bell or call for
help. 1. Lorractive Action for identified resident:
. . . ia}immediate action was taken, review of the identified
This Statute is not mét as evidenced by: yimmed ’ ' o
A.Based on observation, record review, and resident's Electronic Health Record (EHR) was done
Tesident and staff interview, fa‘cility staff failed to- and inconsistent documentation of skin:assessment
-ensure that sufficient nursing time was provided to as. fOU"C: FHRdfndan atnld the lmPOﬂan;e onfte "
Resident #20, who was admitted to'the facility with Dzzgfn'::sﬁ Z?‘ g :3:‘:;1% f::iﬂg?e:s: dl m ‘f;feﬁy
a bruise to the left heel received necessary . hud_dles after- completion ofthe survey and duririg Staff
treatment and services, consistent with professional Meéting by the DON. Employees #1, #2.#13 and #15
standards of practice, to promote healing and involve-will be coached by the Director of Nursing
prevent a deep tissue injury from developing for (DON) by June 22, 2021.CWON will be individually
approximately 14-days, for one {1) of 17 sampled counseled about consult. and documentation
residents. lexpectations-by supervisor hy 622121,
T'he-_findings included ... b_)After_ the survey the 'ff)llo'wm'g Freatment_pla'n was
deiniste_red'to the resident; Skin assessment every
" o - Tkt 1 e D hift was. done and skin monitoring to prevent.
Deeé_)l-TISShUEIFI'EeiSSUFQ Lnjur_y..:i_:'ermstent_ | ladditional skin problems. Heel pressure off loading
n_on-. a_nc_._a_ e ‘?EF’TB- i__.m_a__r_oo_n, c_:‘r _p_u_rp e , ldevice put in place, incontinent management,. airfiow
discoloration - Intact.or non-intact skin with locatized tinder pads, foam dressing agplied for protection and
-area.or persistent nQﬂ-bla_nchable fieeP red, moisturizer applied as ordered and pain managerment
maroon, purple discoloration or epidermal includetd ih the plan, dressing changs order obtain from
separation revealing a dark wound bed ar the Physician and implemented, CWON and Dietician
.blood-filled blister. Pain and temperature changes continue to mornitor the resident's progress. Oral
often preceded skin éolor changes. Discoloration Jsupplemént added to promote healing. An x-ray and’
may appéar differently in darkly pigmented skin. doppler of the left-lower extremities were done.
This injury results from intehse and/or prolonged - o ; . o
e e i ' 2.Identification of other resident having potential ta be
_p_ressure- and shear f_prces,at the bon.e muscle affected: Every resident having the potential to be
interface. The wound may evolve rapidly to reveal affected by the same deficient practice will be-identified
_th_e' aCtUE_II extent of tissue njury or may- resclve on alt admissions: EHR of al current residents was
without tissue loss, If necrotic tissue, subcutanecus; reviewed and no deficient practice found.
tissue, granulation tissue, fascia, muscle or other _ o o
underlyng strucuresars visoe, s ndicaos Eiinice i v b
fu_l_.l_.«t_hlckness pressure I_!'_Ijuryrl (unstageabie, Stagl_e_ 3 F)AII ‘fesidents who.are high risk for pressure
or:Stage 4). Do not use DTP to describe vascu ar, injury(ies) and those with-existing pressure Injury(ies)
traumatic, neuropathic, -or dermatologic conditions. Wwill be identified upon admission. This will occur by
itwo nurses completing a thorough full. body skin
iassessment and documenting with the smart phrase
in EFIC.
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L. 052} Continued From page 6 1. 052

hitps:/Arww jointcormmission.orgi~media/deprecate
‘d-unorgarnized/imported-assetsijc/system-foiders/joi
nt-commission-online/quick_safety_issue_25_july_2
0161pdf.pdf?db=web&hash=A8SBF4B 1E486A6AB7D
D5210A2F36E0180

L052 con't

b)ldentified non-compliant nurses will be counseled
by Quality Compliance RN.

" . . ) ol Al Nurses in the Renaissance Fagility will be
Resident #20 was admitted-to the facility on ESS,gn_ed the SKiri Integrity myLearming course.

‘031772021, with multiple diaghoses, including he Director of Nursing will ensure all hurses are
Fracture of the {Right) Tibial Plateau, Status Post. igned off on HAPI Prevention skill competency by
Open.Reduction and Internal Fixation, Deep Vein 3/22/21.

- o ; iira : d)Residents with pressure injuries and high risk for skir
Thrombosis, Rheumatoid Arthritis, and integrity problems will be reported on daily safety

Osteoporosis. nuddles. by Charge Nurse. Renaissance will have at’
: ) : ieast one representative at the monthly Skin integrity
Review of the Admission Minimum Data Set (Committes and update will be shared.in safety huddies
(Assessment Reference Date of 03/24/21),
doucmeted the following. in Section-CO500 (Brief 4.Monitoring and Incorperation into Quality Assurance’
Intenﬂew for Merital Status), the resident had a iand Improvement Process;
summary score of 14, mdlcatmg the resident was 2) Thie Difector of nursing or designee willreview
_C-og'."'t'“‘?'y I.ntaCt .In _Sectlor_) Mqaoo (Cu-r'rent h LDA {Line Drains and Airway} /flowshests of newly
Numbe_r"of _UNhe-fled Pressure!Ulcer_s_ a_t' EEZ'C- i documented Pressure Injuties.and will notify
Stage), "skipped” was documented, indicating Renaissance loadérshig when indicated. Root Cause.
Resident #20 did not have a pressure Ulcer during Analyses (RCAs) will be completad within seven days
the assessment pericd. and Teported out-at the weekly HAPL huddie. Results
lwm b reported-at the quarterly Quality Compiiance
. P i Qo ) and Perfermance. Imprevement meeting.
Revtewof_ the resident's medical record revealed )On & monthly basis, the Quaiity Nurse will audit
the following notes: 10 fesident records to-ensure compliance with the.
_ |sn1art phrase and the two-nurse assessment. Any
"03/17/21 at 8:07 PM (Nursing Note) - sole of feet identified instances of non-compliance will be _
‘observed with hard skin ..." ' immediately addiessed. Compliance will be reported

monthiy to leadership and at @ach QAPI committee.

"G3/18/21 at 3:39 PM (Wound/Ostomy- r'-\'_lnélrittr‘:’osr‘npltance is sustained for a continuous,

Note) - patient seen today for-wound.care to
surgical incision on right leg, s/p (status post) ORIF
{open reduction and internal fixation) of right
bicondylar tibial plateau ...offloaded heels, heels are.
dry; no redness noticed. It is'sore totouch _."

A review of the Wound Nurse's - picture-of the
Resident's left heel (scan date of 03/18/21)

Health Regulation-& Licensing Administration
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-showed a dark ared approximately the size of a

quarter.

Review of the Care Plan (Compromised Skin:
Integrity} with a start date of 03/18/2021, revealed
thé following inferventions: " ...2, Observe and
relieve pressure to boney prominences. 3. Avoid
sheering. 4. Keep skin clean and dry ...6. Apply or
encourage-use of lotion/moisturizer on intact skin as

‘indicated ...8. Consult with wound, ostomy and/for

continénce nurse as needed.”

Review of the physician's orders dated 03/29/21 at
21:52 (9:52 PM), revealed the, following,
"Specialized bed therapy ...non-weight bearing to
RLE [right lower extremity] now presents with
pressure sore of [heels L > R]."

Although the physician ordered a specialized bed
for the resident due to pressuré sore(s) of heels,

‘there was no doumented evidence of an
assessment of the resident's left or right heel to

determine the size, characteristic and staging of the
pressure ulcer on 03/29/21,

Review of the "Nursing Flow" sheet from pa/ ?',-72-'1

‘at 7:40 PM to 04/01/21 at 9:00 PM revealed the

following:

-Integumernitary section [the form used by the

nursing staff ta moénitor a resident's skin

appearance every shiff). The section was left blank

indicating that nursing staff did not observe any

impairment or disceloration to the residents left
heet.

- Pressure Ulcer Prévention Intervention section

‘documented - "suspend heels-off [the)] bed and heel

pressure-offloading device ..."

Lo52 con't

¢jThe Quality Compliance RN will pefform chart

audit for current residents for consistent documentation
of skin assessment-for 3 months, The resuit will be
reported to the quarterly QAPI meating.

5. Corrective action will bé completed by-6/22/21
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"04/01/21 at 10:30 AM (Wound/Ostomy Note):
Subjective: pt [patient] said the left heel was burning
last night, it foels somebody scraped the heal. The
nurse put scime.cream on it ...gave me some
medicine. The pain finaliy went away... The. {Ieft]
heet is black, hard to touch, it js very tender to
touch. Recommend ...x- -ray ...check for any
traumatic chaniges ... pain on leff:heel whenit'is
fouched 9 of 10."

Review of the physician’s orders dated 04/01/21[not.

time. indicated] revealed, "XR [x-ray] Calcaneus
[heel bone] Left Minimum 2VWs [views]."

Review of the X-ray dated 04/01/21 at.4:45 PM of
the Resident's [eft heel showed, "Impression

Osteopenia without acute osseous findings and

degenerative changes."

"04/01/21 at 5:48 PM (Physician Progress.

Note) - Plan #11- Pressure sore to the left heel, low
air loss mattress, reposition every 2 hours-as
needed, ostomy care team féilowing patient, [and]
float heels as tolerated.™

"04/02/21 at 5:54 PM (Wound/Ostomy-

Note}) - Patient seen for pressure injury assessment
and care. Location- left heel, stage - deep tissue
injury ...the heel has a localized biack area, it is
tender and firm to touch, skintis intact. It is likely
deep tissue.injury ...Initial Pressure Injury

Staging - Deep Tissue Pressure injury, Length 3 cm
{centimeters), Width 3.5 cm”

"04/08/21 at 1:00 PM-(Wound/Ostomy Note} - The
black disceloration.on. left heel remains. dry and
intact. Patient said it feels better, it is not tender
anymore. Continue to. ofiload the heels ..."
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-covered the resident's left heel,

"04/19/21 at 4:10 PM (Wound/Ostormy
Note) - patient seen today ...assess DTI (Deep
Tissue Injury} on left heel....dry black eschar ..

A face-to-face interview was conducted with
Resident #20 in her room on 04/21/2021, at
approximately 5:00 PM. During this time, the
resident was observed sitting up in the bed eating
dinner and reported that there was pain to her left
heel. An observation of Resident #20's I&ft heel was
conducted and revealed a darkened area that

The area was

intact-and did nof have'drainage or smell. A

“cushion used to elevate the resident's feet/heel(s)

was observed at the foot of the bed, At the time of -

the observatlon. the resident’s heel was not on the
-cushion as the resident was eatm_g dinner.

During'a face-to-face interview on 04/23/21 at ;39
A, the Director of Nursing.(Employee #2), stated.

that nursing staff assess all resident's skin every

shift and document findings on the flowsheets.

There was no evidence that facﬂlty staff noted and:

treated the darkened area to Resident #20's left
heel for approximately 14 days (3!29!2021) when
there was an order fora Specialized bed therapy

due to the resident presenting with pressure sore of
[heels L > R]. Four (4) days later .on 04/02/21, the
wound/ostomy nurse documerited that the resident
had. an “Initial Pressure Injury Staging - Deep
Tissue Pressure Injury, Length 3 cm (centimeters),
Width 3.5.cm”

The Care Plan/Comprorised skin integrily was not
updated with goals and approaches to address
Resident #20's left heel (pressure) wound identified
on 3/20/2021.,
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04/02121. :
-ackhowledged the finding.

.During a face-to-face interview conducted on

04/23/2021, at approximataly 1:00 PM, Employee
#13 stated that she observed a bruise on Resident
#20's left heel during her initial assessment on
03M18/2021. However, she did not inform staff about
the bruise to the resident's left heel, but she did
start the resident on Heelz Up {a pressure-relieving

-device). Employee #13 also said although she

performed wound care to Resident #13's right knee
surgical wound twice a week starting on 03/18/21,
she did not re-assess the resident's left heel

"bruise” again until 04/01721 (15 days after her initial
.assessment) when the resident complained of pain:

The left heel was staged as a deep tissue injury on
Employees#'s 1, 2, 13, and 15,

B: Based on observation; record review and. staff
interview, for one.(1) of 17 sampled residents,
facility staff failed to ensure that sufficient nursing
time was provided to treat a resident with an

indwelling catheter with respect:and dignity as

evidenced by his urinary collection bag being
exposed while walking in the hallway. Resident
#284. '

The findings included ...

Resident #284 was:-admitted to-the facifity on
04/14/2021, with diagnoses that included: Left hip
pastap wound infection, Deep Vein Thrombosis:
(DVT), Post-Opetative Pain, Difficuity Urinating due
to Benign Prostatic Hypertension and Ihsomnia.

Review of the admission Minimum Data Set (MDS)

dated 04/14/2021, revealed in Section H (Bowel and

Bladder) "16 Fr [French] Catheter

sdlscharge-the deficiency was noted and addressed in

Los2:

1.Corréctive action for Résidént #284 was corrective
immediately after the deficiency was discovered by
covering the indwelling coliection bag with privacy
cover and rémained in placed unitil the résident

staff meetings by the Director of Nursing on May 17,
2021, '

2. Identification of Other residénts having the Potential’
of be Affected: Al residents Mlh_indwelling catheters
having the poténtial to be affected by the same
deficient practice will be identified on admission. All
residents on the REN durmg the time of survey were:
observed to eiisure the indwelling foley catheter had
privacy.covers. Thers wers no findings.-

B, Systeric Changes to Prevent Recurrence: The
following systemic changes will be put in place to
ensure deficient practice will not recur;

a.Nursing staff was educated immediately in safety
huddles fal!nwzng the survey on the deficiéncy and
requirements of treating residents with dignity: respect
during. staff mestings by the Directar of Nursing on
May 17", 1g"and 212021,
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L 052 Continued From page 11 £ 052
Balloon size 10mL (milliliters) Placement 4/8/2021 Losz
by urology. . Education provided to Both Rehab and Nursing
jaround resident dignity-and respect o |nclude use of
Review of the care plan dated 04/14/2021, revealed orivacy cover for Foley catheter,
for the problem, "Indwelling Catheter Maintenance”, 1e. Supply of privacy caver fof indwelling cathetéer-and
intervéntion #12, "Nursing staff will ensure diains are now availablé for Nursing and Rehab and
resident's Foley bag is covered when out of location of supply has been communicatad during the
resident's room to ensure resident dignity" safety huddles. S
_ ) . B ) d.Management of Residénts-with Indwelling Usinary
During a tour of unit 3 south on 04/20/2021, at catheter Policy (RENDE3) was reviewed and updated td
11:56 AM, Resident #284 was observed walking in |maintain the respect and dignity of resident.
the haliway with Employee #7 with his urinary- '
catheter drainage bag not covered,  exposing the
contents of the drainage bag. 1. 4. Monitoring and Incorporation.into Quality Assurance:
o ) ) and Performance Improvernent Process:
During a face-to-face interview conducted with a)Nursing Leadership will conduct randemized
Employee #7 on 04/20/2021, &t approxi mately Inbservations monithly to ensure compliance of privacy
11:56 AM, she: acknowledged the finding and cover for resident identified with indwelling catheter anc
-stated, "l am not sure-about any privacy covering for or drain. Any identified instances of non-compliance
the regular drainage bag." will be |mmed|ately addressed. Compliance will be

reported monthly to leadership and at ach QAP
Eommitteg until compliance is sustaingd fora

L 098] 3219.1 Nursing Facilities t ggg  [continuous 3 months.

Food and drink shall be clean, wholesome, free 5. Corfective date will ba cormpleted by 6/22/21
from spoilage; safe for human consumption, and
served in accordance with the requirements set
forth in Title 23, Subiitie B, D. C. Municipal
Regulations {DCMR), Chapter 24 through 40.

This Statute is not met as svidenced by:

Based on observations and staff interview, facility
-staff failed to prepare and distribute foods uhder
sanitary conditions as.evidenced by one (1) of two
(2) soiled convection oven inthe bake shop ares,
two (2) of two.(2) soiled convectioh ovens in the
patient hotline area, and 32 of 33 food service trays
that were cracked: &t both handles.

Findings included ...

Health Regulation-& Licensing Administration
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During a walkthrough of dietary services on

04/19/2021, at approximately 11:15.AM, the . _ . ,
AN ’ 1.There was no direct harm.to our residents from this

foliowing were observed: Heficient practice. All identified findings were

_ . _ . _ immediately addressed on 4/19/21.
1. Cne (1) of two (2) convection ovens in-the bake

shop area was soiled with burnt food residug. 2. No-additional residents were identified to be affected
_ _ by this deficient practice.-On 5H4/21 the Director of

2. Two (2) of two (2) convection ovens in the patient Food Services submitted an order of new foud service

hotline area were seiled with:burnt food residue, trays;

3. On 5/20/21 the‘Food Services Director will re-
educate:employees on the importance of convection
oven cleaning food tray storage including F §12 Food

3. 32 of 33 food service trays stored for use in the
dishwashing. machine area were.cracked at both

handles. Procurement, Store/Prepare/Serve-Sanitary-
requirements. An audit will be condiicted on: sm!ed

Employee #4 confirmed the findings during the corivection overs and food trays. 5/17/21

walkthrough on 04/19/2021, at approximately 2:00

PM. 4. On'a monttily basis, the Food Services Director or

demgnee will-conduct weekly audits to ensure
convection oven c!eanlmess _and food: trays are not
cracked. Any identified instances of non-compliance
\r_v}ll' be immediately addressed. Compliance will be
. ) R reported monthly fo the léadérship and at each QAPE
L 181} 3227.12 Nursing Facilities L 181 commiltee until compliance is sustained for &-

] continuous 3 months,

Each expired medication shall be removed from _
usage. 5.Corrective Action will be completed by 6/22/21
This. Statute  is not met as.evidenced by:

Based on one (1) of one (1) medication storage
observation, facﬂlty staff failed to enstre that a
sytinge containing Neurentin.{an anti-epileptic drug)
was not-stored for use beyond the expiration date.

Findings included ... L161

During an.cbservation of the 3 south medication f: There was na direct harm to-our residents from this
refrigerator on. 04/20/2021; at approximatety 10:45 deficient practice. Al identified findings of expired.
AM, it was observed that ong {1) of one (1) syringe medication was immediately removed on 4/20/21.
labeled, "Neurontin 250 ‘mg (milligrams)/5 ml _ o

(millilitersy sofution 300 mg dose = 8 mi expiration 2. No additional patients/residents were identified as
date 4/18/21" was stored for use. being negatively impacted by this deficiént practice.

Sharmacist or designee will conduct a full in-house
Renaissance audit'by 5/22/21.

-Heaith:Regutation & Licensing Administration
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L1161} Continued From page 13- L. 181
8. Pharmacy Leadership reviewed and updated
_ ) : X policy: “Medication Preparation, Dispgiensing
Employee #9 acknowledged the finding at the time. and Distribution” [PHAR-POLO08] fo delineate
of the Qbsewatlon and stated that the resident had Iexpec'tation"that upon discharge of patient/resident,
been-discharged and that the medication-should nursing is to remove-all medications from the patient/
have been removed from the unit by the pharmacy resident’s bin, place'in a bag fo-include the patient/
technician during their rounds. ' resident’s name and place in the “Return to Phamacy”
hin for pick-up on the next scheduled delivery by
pharmacy. Policy was approved at Pharmacy and
_ _ Therapeutics Committes an 5/18/2021.
L 388] 3250.1 Nursing Facilities L 359

Each food service areas shall be planned,
equipped, and operafed in accordance with Title 23
DCMR, Chapter 22, 23 and 24, and-with all other
applicable District laws and regulations.

This Statute is not met as evidenced by:

Based on observation and staff interview, facility
staif failed to maintain essential equment in good
working. condition as evidenced by two (2)-of six {8)
convection ovens with a loose dgor handle, and one
(1) of two (2) steam kettles that intermittently blew
out steam from its connection vaive in the patient
hotiine area.

The findings included...

During a walkthrouigh of dietary services on

-04/19/2021, at approximately 11:15 AM, essential

pieces of equment were ot functioning as
intended:

1. One (1) of two (2) convection overis in the bake
shop area had a loose door handle.

2.0né '(_1') of four.(4) convection ovens at station #6
‘had a lpose door handle.

3. The connection valve located at the bottom of
one (1) of two (2} steam kettles. kept releasing

-occasional bursts of steam in the patient hotline

Reeducation of Nursing staff ta remove and bag
nédications of discharged residents from the resident
pecific-bin and place in “Returh fo Pharmacy” bin for
pick up by a Phaimacy Techinician on-next: scheduled
Jelivery will. occur at the staff meetings scheduled for
/17/21-5/21/21. Email'education will also-be

tovided to all Renaissance. nursing staff en 5/21/21 to
nsure staff not in-attendance at:the staff meetings-are
reed(cated. Reeducation of Pharmacy Technicians,
including pracess to be faliowed for chiecking all bins
ach day at 24-hour cart exchange to remove any
medications of diseharged pat:ents!resndents gecurred.
during a Pharmacy Técliniciar: meeting on 5/17/21.
Email education-has also been provided to all
Pharmacy Technicians on 5/17/21 to ensure staff not.
in attendarice at Pharmacy Technician meéting are
reeducated.

4, On a monthly basis, Pharmacy will conduct audits tq

obsarve for expired medications. Any identified
instances of nan-compliance will be. immidiately
.|addressed Compliance will be repotted manthly to
feadership and at each QAP committee until
icompliance is sustained for a gontinuous 3 months.

5. Corrective action wili be completed by 6/4721,
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L3868 Continued From page 14 L 359
ares. 135 g
1. There' was no-diréct-hama to our residents from this
Employee #4 aCknOWl'E-‘dQGd the fi Fndmgs during the deficient practice. All identified findings were
walkthrough on 04/21/2021, at approximately 2:00 L#mmedlate}y addressed on 4/19/21 with wotk ordefs
BM. 138771 & 138770,
Co 2,'No additional residents were identified to be affected
) _ _ by this deficient. practice,
L 419 3256.10 Nursing Facilities 3, On5/20/21 the Food Services Director will
) re-educate employees on the importance of-
maintaining essential equipment in good working
The facility shall develop policies and procedures ondition such-as oven door handles and steam
relating to the operation of housékeeping and kattles including F 908 'Essential Equipment, Safe,
maintenance services.: Operating Condition requirements. An audit will be
This Statute is not met as evidenced by: conducted for-convection oven door handles and
Based on observation and interview, facﬂ:ty staff L41g ‘steamn kettlés. ’ o .
failed to maintain building equipment in good 3&3&: é-.”\z'i’l‘l";'gn%ii{‘-sl-_;gg;;":usd:;‘ft'g?nggr‘zdw or
warkin dg condition a? 1e;|denced by walls thiat were convection oven handles-and steam kettles-are in safe
marred in nine (9) o resident's r°°”]5 and a operating conditian. Any identified instances of
damaged floor in one (1) of 12 resident's rooms. non-compliance will be immediately addressed..
Compliance will be reported monthiy to the Teadership
The findings included... End at sach QAPI committee: until compliance s
- ) o ustained.for a continuous 3 months,
During an environmental wal!sth’rough of the facility 5. Al corrective action will be complated by 8!22,-‘21
an 04/21/2021, at approximately 1:00 PM: 1419 _
1.Thare was no direct harm to our residents from this
1 Wa]]'s_ in _resident room #302, #3068, #307, #_31 1, deficient practice. All ideritified Rooms 302, 304, 308,
#313, #318, #320, #326, and #331, were marred in 1307, 511, 314, 318, 320, 326 and 331 findings were
several areas, nine (8) of 12 resident's rooms: 2. No additional residents wete identified to be affected
. - . S by this deficient practice.
2. The floor was damaged with a hole located in 3. The Enginesring Director re-educated staff on
front of the closet in resident room #302, one (1) of the impartance of maintaining fesideat rooms A full
12 resident's rooms surveyed. resident room audit will be conducted by 5/28/21 to
: : tansuré all rooms are in-good working condition.
g ) . . . e 4..On a monthly basis, Plant Operations wiill conduct
Employee #5 ackniowledged the findings during the monthly audits to ensire rooms are in good working
.Walkthrough on 04/21 f2021 at apprOXImately 2 00 .cgndmc’n An.y |de_|-|t;f'e_d |n5ta_nces of nqn‘comp“.ance
PM. will be:immediately addressed and compliance will be
reported for 80 days to QAPI commities.
L 486 3267.7 Nursing Facllities Lagg [ Corrective action will be completed by 6/22/21
Each nursing facility'shall have-a worker education
requirement regarding modes of

‘Health Regulation & Licensing Administration
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transmission, use of personal protective equipment,

disinfection policies and procedures, and othar
preventivé measures in agcordance with-current
CDC guidelines on the use of * Standard
Precautions * and " Transmission-Based
Precautions " .

This Statute is not met as evidenced by:

Based on two (2} of two.(2) observations; record
review and staff interview, facility staff failed to
maintain infection control prevention practices in
accordance with standards of practice t6 minimize
the potentiat spread of infections.

The findings included ...

1. Facilily staff failed to don required personal

proctective equipment while in‘a resident care area.

During a tour.of unit 3 south-on 04,_-’.1'93202-1, at

approximately 11:00 AM, it was noted that there

was a sign on all the resident's doors that revealed,
"Please wear the following when entering in
resident's room: Gown, gioves, surgical miask, face

-shield..."”

During an obsewatlon on 04/19/2021, at 1:18 PM,
Eriployee #10 was observed inside’ re5|dent Faom
#329, not wearing a gowri while setting upthe
rési'dent‘smeal tray. It should be noted that the
employee was wearlng a mask, face shigld and
gloves.

During a face+o face intenview conducted at the

tife of the abservation, Employee #10

acknowledged the finding and stated, "1 just came

back from lunch and was setting her tray set up.

And | gown up in the room.”

L 486

1. Correclive Action for identified residents:
a)There is no furthet corrective action for resident in
room #3289 found to-have been affected by the deficien]
bractice as the resident has been d;scharge
b)identified-emplayee #3, #14 responsibleforthe
Heficiency was: reeducated on the appropriate use-of
PPE by hisfher nursing supervisor/charge nurse Apfil

19, 2021.

c)Employae # 10 who failed to proper dopning of
personal protective equipment while- assisting resident
‘during meal was re:educated by the nurse on-proper
donning and doffing of PPE after deficient practice was
noted.

2. Identification of Othier residents having thé. Poteritial
of to be Affected;

&y All residents having the potential to be affected by
the same deficient practice, following the survey

hiave beeh evaluated and address_ed te ensure that na
|additional deficiant practice remains.

3. Systefic-Changés {o. Prevent Recurrence:

a) Counsel Wound Ostomy Nurse on refevant:
policies (INPR-POL0O1, HEIC004, RENG38, RENO3S,
REND44).

b) Education to Renaissance staff-on proper
Donring and Deffing of Persenal Protective Equipment
{PPE) performing the. proper Hand Hygiene, and
raview of refevant policies: (INPR-POLO001, HEICDO4;
RENO38, RENO33, REN044) _

¢}  AnRCA was-conducted on 5/18/21 for the
deficient statement and the finding are-addressed in
the: corrective dction plans and thire is no additional
action to-be taken

infaction control practices-of staff in resident care aread

_ _ _ FORM APPROVED
. _Heaith Reqgulation & Licensing Administration :
'STATE_MENT'DF DEFICIENCI_ES' KA1y PROV!DER}SUPPLIERJ'CLIA {%2} _MULTE_PLE_'C_ONSTRU_C‘__HON (XS} DATE SURVEY:
AND PLAN OF CORRECTION IDENTIFICATION: NUMBEER; ) . COMPLETED
. - A. BUILDING:-
HFD02-0026 j B.wine 04/23/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, ZIF CODE
_ 5255 LOUGHBORO ROAD NW.
SIBLEY MEM HOSP RENAISSANCE . R o
WASHINGTON, DC 20016
X4 SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S:PLAN OF GORREGTION x5y
PREFIX. (EACH DEFIC]ENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTEON SHOULD: BE ‘COMPLETE
TAG OR LSC IDENTIFYING INFORMATION), TaG CROSS-REFERENCED TO THE APPROPRIATE PATE
- ' DEFICIENGY)
L.486 | Continued From page 15 L 486

Health Regulation & Licensing: Administration

STATE FORM

ciag

D3701%

If continuallon sheet 16 of 18




PRINTED:. 06/03/2021

_ FORM APPROVED.
Health Requlation & Licensing Administration
STATEMENT OF DEFICIENCIES (X1}, PROVIDER/SUPPLIERICLIA {%2y MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN.OF GGRRECTION. IDENTIFICATION NUMBER! COMPLETED
A BULDING: _
HFD02-0026 B.WING 04/23/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
. _ o 5255 LOUGHBORO ROAD NW
SIBLEY MEM HOSF RENAISSANCE e o '
’ - - WASHINGTON, DC. 20016
{(X4)1D "SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN-OF CORRECTION )
PREFIX | (EACH DEFICIENGY MUST BE PREGEDED BY FULL REGULATORY' PREFIX {EACH CORRECGTIVE ACTION SHOULD BE GOMPLETE
TAG ORLSC IDENTIRYING INFORMATION) CTAG CROSS-REFERENCED TO THE APPROPRIATE DATE
" DEFICIENCY).
L 488 | Continued. From page 16 L 486
During a face-io face intérview cohducted on
04/22/2021, at'2:44 PM, Employee #3 stated, "The : . -
tandard is o have o face shield and rmask. # . Menitoring and Incorporation into Quality Assurance

$ ) A g . o LIS and Performarice Improvément Process:

everywhere, at all times in the [Skilled Nursing 2)The quality nurse will complete direct observat_lons

Fa"«_'_'m)’]‘ in __TQSfdel_'l_t_".l'OOm.S, the st_a_r__!dar_‘d is to _ha_\_re : of all staff providing care to residents to ensure

on a gown in the room regardless _if_dolng pa_t_ierjt_._ _ ongoing compliance of doniing and doffing of PPE arid

care or not. Gowns are to be put on before.entering the 5 moments for hand hygiene. Just in time coaching

the resident's room." will be provided to employees when applicable.,

o Compi!ance wiil be-reported .monthly to leadership and
1 2. Facility staff faileﬁd_' to maintait Infection lat each QAP] comimittes until compliance is sustainaed
Prevention and:Control Practices while:performing for a continuous 3 months.

wound care.
On 04/20/2021, at 11:15 AM, observation of wound 5. Camective action will be.compieted by 6/22/21.
care beéing prowded for Resident #28's surgical
wound (lower back staples} revealed the following:

Employee #14, Wound!Ostomy Nurse, placed
wound caré supplies on top of the resident's
bedspread while the resident was iying under it at
the start time of the dressing change.

After removing the old dressing and placing it on the
bed, the employee failed to perform hand hygiéne.
and put on new gloves before cleaning the.
resident's lower back surgical sife.

The employee failed to maintain infection prevention
and.controf practices to help prevent the
development and transmission of irfections by
“failing to place wound-supplies ¢n‘a clean surface.

During a face-to-face interview conducted on_
04/20/2021, at approximately 1.1:25 AM, Employee
#14, acknowledged that she failed to place the
wound care. supplies on a clean surface and
$anitize her hands between removing the old
dressing and cleaning thé resident's surgical site.
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(d) To be treated with respect and dignity and 1-Corrective actlon for Resident #284 was corrective

immediately after the deficiency was discovered by
overing the mdwelhng collection bag with privacy
over and remained in-placed until the resident
discharge the deficiency was poted and addfessad in

assured privaicy during treatment and when
receiving personal care;

This Statute. is not met as evidenced by: : ptaff meetings by the Director of Nursing on May 1 7,
Based on vbhservaticn, record review and staff 2021. . _
interview, for one (1) of 17 sampled residents, 2. identification of Other residents having the Potential

lof be Affected: Al residents with indwelling. cathieters
having the potentia! to be affected by the same
deficient practice wil be identified on admission. All
residents-on the REN during the time of survey were

facility staff failed to treat a resident with an
indwelling catheter with respect and dignity as
evidenced by his urinary-collection bag being

eqused while Wa.lkmg-"-.' the hallway. Resident observed to ensure the indwelling foley catheter had

#284. prl\.racy covers. Thera were no findings.

The findings. included ... 3, Systemic Changes to Prevent Recurrence: The
following systernic changes will'be put in place to

Resident #284 was admitted to the facility on nsure daficient practice will not.recur.

04/14/2021, with dlagnoses that included: Left hi I Nursing staff was educated immediately in safety

huddles following the survey on the deficiency and
requirernents. of tréating residents with dignity respect
during staff meetings by the Director of Nursing on-

posiop wound infection, Deep Vein Thrombosis
(DVT), Post-Operative Pain, Difficulty. U_rmatlng due

to Benign Prostatic Hypertensionand Insomnia. May 17%, 19%and 21% 2021,
b.Education provided to both Rehab and Nursing

Review of the admission Miniium Data Set (MDS) around resident dignity snd respect to include usé.of
dated 04/14/2021, revealed in Section H (Bowel and piivacy cover for Foley catheter,
Bladder) "16. FF_[F"_e"ch] Catheter Balioon size c.Supply of privacy cover for indwelling catheter-and
10mL {milliliters} Placement 4/8/2021 by urology." rains are now available for Nursing-and Rehab and

. ' ) ) o lccation ofsupply has been communicated during the
Review of the care plan dated 04/14/2021, revealed. safety huddles,
for the problem, "Indwelling Catheter Maintenance”, 4, Management of Residents with Indwelling Urinary
intervention #12, "Nursing staff will ensure cattieter Policy (RENOB3) was. reviewed and updated g
resident's Foley bag is covered when out of aintain the respect and dignity of resident.

resident's room-to ensure resident dignity"

During a tour of unit 3: south on 04/20/2021, at
11:56 AM, Resident #284 was observed: walklng in
-the hallway with Employee #7 with his unnary
catheter drainage bag not covered, exposing the
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contents of the drainage bag.

During a face-to-face interview conducted with 1521 con't
Employee #7 on 04/20/2021, at approx:mately
11:56 AM, she acknowledged the finding and
stated, "I am not sure about any. privacy cavering for o L Lo
the regular drainage.bag.” 4Mon:tonng and Ingorporatton into Qqallty Assurance
i ‘and Performance Improvement Process:
k)Nursing Leaderstiip-will conduct randomized
pbservations monthly-to ensure compliance of privacy
‘Gover for resident identified with indwelling catheter and
or drain. Any identified instances-of non-compliance
wifl be immediately addressed. Compliance wif be:
reported monthly to'leadership and at sach QAP!
Eommittee uritil compliance is sustained for a
continuous 3 months.

E. Corrective date will be completed by 6/22/21
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