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F 000 | INITIAL COMMENTS F 000

The Washington Home makes its best effort
To operate in substantial compliance with both
Federal and State law. Submission of this
Plan of Correction (POC) does not constitute
an admission or agreement by any party, its
board, officers, directors, employees or agents
as to the truth of the facts alleged or the validity
| of the conditions set forth on the Statement of
The following is a directory of abbreviations and/or Deficiencies. The following Plan of Correction
‘ acronyms that are utilized in the report: constitutes the facility’s written credible allega-
| CMS - Centers for Medicare and Medicaid Services | tion of compliance. It is prepared and/or

Lbs - pounds (unit of mass) executed solely because it is required by

MAR - Medication Administration Record Federal and State law.

MDS - Minimum Data Set
‘ Mg - milligrams (metric system unit of mass)

mL - milliliters (metric system measure of volume)

|

A recertification Quality Indicator Survey (QIS) was
| conducted February 13, through February 21, 2013.
The deficiencies are based on observations, record
reviews, resident and staff interviews for 41
sampled residents.

| POS - physician ' s order sheet F241
| Prn - (as needed)
TAR - Treatment Administration Record Resident# 43

PASRR - Preadmission screen and Resident
Review 1. Resident sustained no harm. Paper
ARD - assessment reference date towel used as a skin protectant was

IDT - interdisciplinary team .
Prn - as neede% i removed from the resident’s ear

ID - Intellectual disability
QIS - Quality Indicator Survey 2. A product called E-Z Wrap has been

D.C. - District of Columbia ordered as skin protectant for all |
residents using tubing that lies proximal
to their ears or face. If E-Z Wrap is |
unavailable nursing staff will be |
educated to use gauze sponges to wrap
tubing lying proximal to residents’ ears
or face.

F 241 483.15(a) DIGNITY AND RESPECT OF F 241
ss=D INDIVIDUALITY

LABO WBV DEW(_EHSUP IER REPRESENTATIVE'S SIGNATURE TITHE ‘%/ ]
L bolle s AiunShator a5

An 'd)% iency slateme ending with an astefisk (*) depotes a deficiency which the institution may be excused from correcting providing it is detgg(ned that/other
safdguafds provide suffigient protection to thelpatients? (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date
of survg&y whether or nat'a plan of correction is p'mvided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these
documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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The facility must promote care for residents in a
| manner and in an environment that maintains or
| enhances each resident's dignity and respect in full '
| recognition of his or her individuality. |

| This REQUIREMENT is not met as evidenced by:

Based on an isolated observation for one (1) of 41
| sampled residents, it was determined that facility
staff failed to promote dignity for one (1) resident as
evidenced by the observation of a paper towel
applied proximal to the resident ' s ear as a skin
protectant. Resident #43

The findings include:

Facility staff failed to promote dignity for Resident
#43. The resident was observed on February 20,
2013 at approximately 11:30 AM seated in a
wheelchair in the common area of the nursing unit
with portable oxygen infusing via nasal cannula.

The nasal cannula was applied as prescribed, to the
resident ' s nares and secured behind his/her ears.
A paper towel was observed resting loosely and
unevenly along the tubing of the nasal cannula
proximal to the resident ' s right ear.

At the time of the observation, Employee #5 was
queried as to the purpose of the paper towel
observed proximal to the resident ' s ear. He/she
stated that the resident had a tendency to have skin
break down behind the ears secondary to the
oxygen tubing and that the paper towel
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F 241 | Continued From page 1 F 241

3. All nursing staff will be provided
| education sessions on the use of the
product E-Z wrap or gauze sponges as
| a skin protectant and to promote dignity
for residents using tubing that lies
proximal to residents’ ear or face. |
4. All residents using tubing that lies
proximal to the resident's ears or face
will be monitored daily by the Nurse
Manager or their designee, for use of
skin protectant (E-Z Wrap or gauze)
around the tubing. This item will be
added to the Nurse Manager daily Unit
Rounds Audit Tool. The audit tool will be
submitted monthly to the Quality
Improvement Manager and reviewed at
the Focus Quality Improvement
Committee.

5. Compliance Date 4/5/2013
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| . |
served to protect the resident ' s skin. He/she Resident # 20 |
added, "4 x 4 gauze pads are supposed to be Resident did not sustain harm. The |
used " [instead of the paper towel]. g employee, during survey process, |
| - :
A face-to-face interview was conducted with corr.ected .def10|ent i |
Employee #17, the licensed staff assigned to During unit rounds all nurses, all '
Resident #43, on February 20, 2013 at nursing assistants, and Nurse |
approxlimately 2:30 PM. In response to a query Managers will monitor all residents to
regarding the paper towel observed proximal to ensure call lights are within reach of |
Resident #43 ' s ear, he/she replied that the paper all residents ‘
towel served to protect the skin behind the resident ' . )
| s ear from breaking down. However, he/she stated Nur.se Ma_nagers U their deS|gneg |
| that gauze sponges are usually used to protect the during unit round will ensure call lights
skin behind the resident ' s ear from the oxygen are within reach of all residents. Nurse
' tubing rubbing against it. Managers or their designee will make
| »
| Facility staff failed to promote dignity for Resident use of the Nt_Jrse Manager FJmt
#43 as evidenced by the observation of a paper Rounds Audit Tool to monitor call
towel applied proximal to the resident ' s ear as a light placement for accessibility to
skin protectant. residents (this item will be added to
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246 (EERCH ool et ofings willios
15(e . :
ss=p OF NEEDS/PREFERENCES completed at least twice daily.

A resident has the right to reside and receive
services in the facility with reasonable
accommodations of individual needs and
preferences, except when the health or safety of the
individual or other residents would be endangered.

This REQUIREMENT is not met as evidenced by:

Based on observations and staff interviews for two
(2) of two (2) resident rooms observed, it was
determined that the facility failed to ensure that

5. Compliance Date

Nurse Managers or their designee will
make use of the Nurse Manager Unit
Rounds Audit Tool to monitor call light
placement for accessibility to
residents: unit rounds will be
completed at least twice daily. The
Nurse Manager Unit Rounds Audit
Tool will be submitted weekly to the
Quality Improvement Manager. The
Quality Improvement Manager will
report variances quarterly to the
Focus Quality Improvement
Committee

4/5/2013
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F 246  Continued From page 3 F 246 F253
residents’ received services with reasonable - .
accommodations of individual needs as evidenced A. Finding #1
by two (2) of two (2) call bells were not accessible . ) ] )
for communication from the residents' rooms and/or 1. Window blinds in resident rooms #216

bathrooms.

The findings include:

1. Facility staff failed to ensure that the call bell
system in resident room was accessible for
communication from the resident.

The call bell was not accessible for communication
for one (1) of one (1) resident's room #223 on
February 13, 2013 at approximately 4:37 PM.
Resident #20 was observed sitting in his/her chair.
The call light was wrapped around the bedrail. The
resident was sitting on the opposite side and was
not in reach of the call light. Subsequently, the call
bell was unwrapped from the bedrail and placed
within the resident 's reach.

These observations were made in the presence of
Employee #8 who acknowledged the findings

2. A resident room observation was conducted on
February 14, 2013 at approximately 11:09 AM on
3Ain Room 307. The following was observed:

The resident’s pull cord in the bathroom was
wrapped around the grab bar, tied in a knot, about
12 inches from the floor.

2,

5.

and #230 will be replaced.

All resident room window blinds were
checked for broken blinds and found
to be in order.

Resident room window blinds are
observed and documented weekly
during maintenance rounds. Follow-up
inspections will be conducted monthly
by the Plant Operations Management
team.

Findings of broken blinds and repair
will be reported quarterly to the Ql
Committee.

Date of Compliance 4/05/13

Finding #2

1.

The damaged door frame to the
entrance door of room #216 will be
repaired.

All doors frames of other resident
rooms will be observed and
documented for damage.

Door frames are observed and
documented for damage during
weekly maintenance rounds.
Follow-up inspections will be
conducted weekly by the Plant
Operations Management team.
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|
| The observations were made in the presence of

residents' rooms, a stained commode in the
bathroom of one (1) of seven (7) residents rooms,

damaged with numerous holes five (5) in one (1) of
seven (7) residents rooms, and peeling wallpaper

on both sides of the hallway between rooms #226 2.
and #238.
The findings include: 3.

1.  Window blinds were broken in rooms #216 and
#230, in two (2) of seven (7) residents’

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
095006 BaWING 02/21/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3720 UPTON STREET NW
THE WASHINGTON HOME
WASHINGTON, DC 20016
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1
F 246 | Continued From page 4 F o4g 4 Findings of damaged and repaired

door frames will be reported quarterly
to QI Committee.

| Employees #16 and #32. 5. Date of Compliance 4/05/13
F 253 | 483.15(h)(2) HOUSEKEEPING & MAINTENANCE F253
ss=E | SERVICES Finding #3
The facility must provide housekeeping and 1. The stained bathroom commode in
| maintenance services necessary to maintain a room #257 was cleaned.
| sanitary, orderly, and comfortable interior. 2 All resident room commodes are
cleaned daily.
| This REQUIREMENT is not met as evidenced by: 3. Resident rooms are inspected daily to
include bathroom commodes, by
A.Based on observations made during an Environmental Services Team
environmental tour of the facility on February 13, leaders/ Supervisors. Follow-up
2013 at approximately 2:00 PM and on February 14, inspections will be conducted weekly
2013 at approximately 10:00 AM, it was determined bv the Plant Operations Management
that the facility failed to provide housekeeping and t y P g
maintenance services necessary to maintain a gam.
sanitary, orderly, and comfortable interior as 4. Findings of bathroom commodes and
evidenced by two (2) of four (4) broken window cleaning will be reported quarterly to
blinds in two (2) of seven (7) resident rooms; a Ql Committee.
damaged door frame in one (1) of seven (7) 5. Compliance Date 4/05/13

marred and scarred closet doors in two (2) of seven Finding #4
7) residents rooms, a pillar and an adjacent wall . '
(1) " jacenm W 1. Closet doors in rooms #222 and #223

were repaired as of 03/19/13.

All closet doors in resident rooms will
be inspected for marrs and scars by
maintenance rounds.

Resident rooms including inspection |
of closet doors, are inspected daily by
maintenance staff.
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F 253 Continued From page 5 Fos3  Follow-up inspections will be

rooms.
2. The door frame to the entrance door of room
#216 was damaged with a hole on the left side of
the frame in one (1) of seven (7) resident's rooms.
3. The bathroom commode was stained in room
#257, one (1) of seven (7) resident's rooms.

4. Closet doors in two (2) of seven (7) residents'
rooms were marred and scarred (rooms #222 and
#223).

5. A pillarin room #237 and the adjacent wall
were damaged with holes in one (1) of seven (7)
resident's rooms.

6. The wallpaper on both sides of the hallway
between rooms # 226 and #238 was peeling off the
walis in one (1) of three (3) hallways observed and
needed to be repaired.

These observations were made in the presence of
Employee #6 at approximately 2:00 PM on February
13, 2013 and at approximately 10:00 AM on
February 14, 2013. He/she acknowledged the
findings.

B. Based on observations of 39 randomly selected
rooms during an environmental tour of the facility on
February 20, 2013 at 10:30 AM, it was determined
that the facility failed to provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior as
evidenced by defects along wall surfaces in 19
rooms; leaking faucets in two (2) rooms; damaged
blinds and/or window screens in six (6) rooms;
soiled floor surfaces in four (4) rooms; exhaust
vents accumulated with dust in four (4) rooms, one
(1) call light was secured with electric tape and one
(1) drawer pull was partially detached.

4,

5.

conducted weekly by the Plant
Operations Management team.
Findings and repair will be reported
quarterly to QI Committee.

Date of Compliance 4/5/2013

Finding #5

1.

2

4

5.

The pillar and adjacent wall in room
237 were repaired as of 03/19/13.
All resident rooms will  be inspected
for pillar and wall damage by
maintenance staff.
Resident rooms are inspected daily by
Environmental Services Team
leaders/ Supervisors. Follow-up
inspections will be conducted weekly
by the Plant Operations Management
team.

Findings and repair will be reported
quarterly to QI Committee.

Date of Compliance 4/5/2013

Finding #6

il

The wallpaper on both sides of the
hallway between rooms # 226 and
#238 was re-glued of 03/19/13.

All resident unit common areas will be
inspected for peeling wallpaper and re
glued by maintenance staff.
Resident common areas are inspected
for peelling wallpaper
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F 253  Continued From page 6 F 253 daily by Environmental Services Team

The findings include:

1. Nineteen (19) of 39 rooms were observed with
surface defects along wall surfaces as follows:
Marred areas:

Rooms #357, 351, 315, 211, 204, 215, 116
Spackling paste without finishing paint:

Rooms; #357, 351, 346, 332, 216, 211, 203
Holes in the wall surfaces:

Rooms: #350, 259

Nails and/or hinges protruding from wall surfaces:
Rooms: #316, 314, 259

2. Two (2) of 39 bathroom faucets were leaking and
would not turn off with spigot:

Rooms #154, 155

3. Five (5) of 39 rooms were observed with
damaged window blinds and/or screens:

Blinds - Rooms #155, 304

Screens - Rooms #249, 229, 250, 227

4. Floor surfaces were soiled with dust, marred

4.

5.

leaders/ Supervisors. Follow-up
inspections will be conducted weekly
by the Plant Operations Management
team.

Findings to be reported quarterly to QI
Committee.

Date of Compliance 4/5/2013

B. Finding#1

s

All rooms identified will be repaired for
surface defects along the wall
surfaces.

All resident rooms will be inspected by
maintenance staff for surface defects
along wall surfaces.

Resident rooms are inspected daily by
Environmental Services Team
leaders/ Supervisors. Follow-up
inspections will be conducted weekly
by the Plant Operations Management
team.

Findings to be reported quarterly to Ql
Committee.

Date of Compliance 4/5/2013

Finding #2
Leaking bathroom faucets in rooms

154, 155 were repaired as of
02/20/13.

Resident bathrooms are inspected
daily by maintenance staff for leaking
spigots.
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F 253 Continued From page 7 F 053 S Res.ident rooms are.inspected daily by
and/or observed with a dull finish in four (4) of 39 Environmental Services Team
rooms: leaders/ Supervisors. Follow-up
inspections will be conducted weekly
Rooms: #315, 313, 356, 358 by the Plant Operations Management
team
5. Exhaust vents accumulated with dust in four (4 il
of 39 rooms: @ 4. Findings to be reported quarterly to Ql
Committee.
Rooms #325, 345, 345, 358 5. Date of Compliance 4/5/2013
|
6. One (1) call light was secured with electric tape in . '
an isolated observation in Room #204. Finding #3 '
1. ldentified rooms with damaged blinds |
7. One (1) night stand drawer pull was partially and/or screens will be fixed or
detached in an isolated observation in Room #333. replaced.
The observations were made in the presence of 2. Allresident rooms are inspected daily
Employees #1 and 14 during an environmental tour for damaged blinds and/or screens by
of the facility on February 20, 2013. maintenance staff.
3. Resident rooms are inspected daily by
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279 Environmental Services Team
ss=p COMPREHENSIVE CARE PLANS ISSECIS A EPER OIS ATV
inspections will be conducted weekly
A facility must use the results of the assessment to by the Plant Operations Management
develop, review and revise the resident's team.
comprehensive plan of care. 4. Findings to be reported quarterly to Ql
The facility must develop a comprehensive care Commilice. .
plan for each resident that includes measurable 5. Date of Compliance 41512013
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial inding #
needs that are identified in the comprehensive 1 A%_Imicf_“d fl h b | d
BE o a— . identified floors have been cleane
as of 2/20/13.
The care plan must describe the services that are to 2. Aliresident room floors have been

be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under

cleaned for dust, marred or a dull
finish.
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F 279 | Continued From page 8

§483.25; and any services that would otherwise be
required under §483.25 but are not provided due to
the resident's exercise of rights under §483.10,
including the right to refuse treatment under
§483.10(b)(4).

This REQUIREMENT is not met as evidenced by:

Based on an observation, record review and staff
interviews for three (3) of 41 sampled residents, it
was determined that facility staff facility staff failed
to obtain specialized rehabilitative services for a
resident who had a positive - PASRR
[Pre-Admissions Screen/Resident Review for
Mental lliness and/or Mental Retardation] Level |
Screen. Resident #2.

an integrated care plan for hospice services for
one (1) resident; and to address a swallowing
impairment or potential for aspiration for one (1)
resident. Residents #2, #9, and #164.

The findings include:

1. Facility staff failed to obtain specialized
rehabilitative services for a resident who had a
positive - PASRR [Pre-Admissions Screen/Resident
Review for Mental lliness and/or Mental
Retardation] Level Il Screen. Resident #2.

A review of the medical record for Resident #2
identified that the resident was admitted to the
facility in March 25, 1968.

F 279 3. Resident rooms floors are inspected

team.
4. Findings to be reported quarterly to Ql
Committee.
5. Compliance Date 4/5/2013
Finding #5
1. All identified exhaust vents have been
cleaned as of 3/19/13.
2. All exhaust vents are inspected daily
and cleaned for dust.
3. Exhaust vents are inspected daily by
Environmental Services Team
leaders/ Supervisors.
4. Follow-up inspections will be
conducted weekly by the Plant
Operations Management team.
5. Compliance Date 4/5/2013
Finding #6
1. Calllight cord in room 204 was
replaced as of 2/20/13.
2. All call light cords are inspected daily

daily by Environmental Services Team
leaders/ Supervisors. Follow-up
inspections will be conducted weekly
by the Plant Operations Management

during maintenance rounds.
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F 279 | Continued From page 9 F 279/ 3. Calllight cords are inspected daily by
Environmental Services Team
leaders/ Supervisors. Follow-up
Review of the PASRR [Pre-Admissions | inspections will be conducted weekly
Screen/Resident Review for Mental Iliness and/or | by the Plant Operations Management
Mental Retardation] Screen dated January 20, ' it
2008, identified the resident as positive for Mental | o
Retardation. 4. Findings to be reported quarterly to Ql
Commiittee.
5. Compliance Date 4/5/2013
Review of the quarterly Minimum Data Set with an |
ARD [Assessment Reference Date] of November -
15, 2012 identified in Section | the following | Finding #7 ,
diagnoses: Anemia, Heart Failure, HTN 1 ngh_t stand drawer in room 333 was
[Hypertension], Hyperlipidemia, Asthma, Sensory repaired as of 2/20/13.
Hearing Loss Bilateral, Unspecified Osteoporosis, 2. All night stands are inspected daily
By:phagia %ré’gr_‘ra[gggfm E’ZE]ISCeHVitamén D e during maintenance rounds.
eficiency, structe ronic Bronchitis..., . . .
Slow transit constipation, other drug allergy, N nght SR |ns.pected daily by
Unspecified Infantile Cerebral Palsy, Mild Environmental Services Team
Intellectual Disabilities [Mental Retardation)]. leaders/ Supervisors. Follow-up
inspections will be conducted weekly
by the Plant Operations Management
Review of the "Care Plan Face Sheet" identified that ) y P g
the IDT (Interdisciplinary Team Meeting) was e_am'
conducted on November 15, 2012. Further review 4. Findings to be reported quarterly to QI
of the care plans lacked evidence of a care plan Committee.
with goals and approach to address Resident #2's 5. Compliance Date 4/5/2013
positive screen for Mental Retardation.
F279
A face-to-face interview was conducted with
s on e T 1. Resident #9 suffered no harm. A

: approximately 5:10 PM. After a review of the care

plans, he/she acknowledged the findings.

Care Plan for Hospice Services was
initiated during the survey process
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F 279 | Continued From page 10 F 279 All residents upon receiving physician

- telephone order which directed,
- admitted to Community Hospices under [MD' s

Facility staff failed to develop a care plan with
measurable goals and approaches for Resident #2
who had a positive PASRR.

This is a repeat deficiency from the QIS
recertification survey of March 6, 2012.

2. Facility staff failed to initiate an integrated care
plan for hospice services for Resident #9.

A review of the resident ' s clinical record revealed
that the resident was hospitalized in an acute care
facility on December 25, 2012 and returned to the
facility on January 28, 2013. Review of an" Interim
Order Form" revealed two (2) orders.  The first
order was written by the nurse practitioner and
documented the following, " Patient for hospice
services as of 1/28/13." That order was also dated
and signed January 28, 2013.  The second was a
" Pt. [patient]

name] " was dated January 29, 2013.

Further review of the record revealed that the
resident was visited by the Hospice nurse on
January 29, 2013. According to the admission
Minimum Data Set [MDS] with an Assessment
Reference Date of February 8, 2013 the resident
was coded for Hospice care in Section O.
However, review of the care plans failed to reveal a
care plan with goals and approaches to address the
delivery of Hospice Care to the resident.

A face-to-face interview was conducted with
Employee #4 on February 20, 2013 at 4:00PM.
During the interview the employee acknowledged

orders to receive Hospice Services
will be placed on Open Chart Protocol.
The Open Chart Protocol will be
amended to reflect this standard. All
Nurse Managers, Licensed Nurses
and Unit Clerks will receive an
education session to become aware of
the amended Open Chart Protocol.

All residents upon receiving physician
orders to receive Hospice Services,
will within 72 hours of receipt of the
order , have a Medical Record

review by the Nurse Manager or their
designee to ensure a Hospice
Services Care plan has been
instituted. All Nurse Managers,
licensed nurses, and Unit Clerks will
receive an education session
regarding the review process for
ensuring a Hospice Services Care
Plan is instituted within 72 hours for all
residents with physician’s orders for
Hospice Services.

The Medical Record review of all
residents with physician orders for
Hospice Services to ensure the
residents have a Hospice Services
Care Plan will be added as an item for
review on the Medical Record Audit
Tool completed monthly by Nurse
Managers.
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that no integrated care plan was developed and/or
initiated for the resident 's Hospice care. The
clinical record was reviewed on February 20, 2013.

3. Facility staff failed to develop a care pian for safe
swallowing/aspiration for Resident #164 who was
identified as requiring mechanical soft meal and
nectar thicken liquids.

On February 13, 2013 at 9:50 AM a medication
administration observation was conduct. Employee
# 19 was observed administering oral medications
to Resident #164. While at the bedside of the
resident, Employee #19 administered medications
which included Calcium Carbonate one (1) tablet,

* Neurontin 100mg two (2) tablets, and Xifaxan one
(1) tablet. The Employee gave Resident #164
approximately 50 ml of cranberry juice in a cup with
a straw for the resident to swallow his/her
medication. The resident drank the cranberry juice
by sipping it from the straw.  Observed on
Resident #164 ' s over-the-bed table was one (1)
packet of Instant Food Thickener and one (1)
container of Thick and Easy pre-thickened
beverage. At no time did Employee #19 mix the
thickener with the cranberry juice that was given to
Resident #164 to drink while taking his/her
medications.

According to the History and Physical dated May 4,
2012 Resident #164 had a diagnosis which

Medical Record Audit Tool monthly to
the Quality Improvement Manager.
The Quality Improvement Manager
will report variances quarterly at the
Focus Quality Improvement
Committee.

5. Compliance Date

Resident 164

1. Resident # 164 suffered no harm.
Immediate education was done with
the licensed nurse as to their
noncompliance with the resident’s
need for thickened liquids and a
review of the facility Thickened Liquids
Policy. A care plan to address the
resident’s swallowing impaired has
been added to the Medical Record.

2. Upon receiving a physician’'s order to
have a resident receive Thickened
Liquids and or swallowing impairment,
the licensed nurse that receives the
order will add care plans for both
needs in the resident’s Medical |
Record. All residents requiring
Thickened Liquids will have their MAR
amended to alert licensed nurses that
thickened liquids are to be
administered with all medications as
well as with all meals.
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F 279 Continued From page 11 F 279 Nurse Managers will submit the

4/5/2013
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Multiple Sclerosis.

A review of the physician orders signed and dated
February 5, 2013 directed, " Mechanical soft
foods-nectar thicken liquids at all meals. "

A review of the Functional Maintenance
Program-recommendations dated

October 22, 2012 revealed, " Referral to
restorative nursing for ...cue as needed for
adherence to safe swallow strategies/aspiration
precautions and required diet/liquid consistencies...

"

A review of the Nutritional Assessments dated
November 12, 2012 and February 13, 2013
revealed, " Current diet order- Mech (mechanical
soft, nectar thick, NCS (no concentrated sweets)

A review of the Care Plans printed by the facility
and those located on the active clinical record
revealed that there was no care plan with goals and
approaches to address the resident ' s swallowing
impairment or potential for aspiration.

A face-to-face interview was conducted with
Employees #3 and #29 on February 19, 2013 at
approximately 10:30 AM. They acknowledged that
there was no care plan developed to address the
resident ' s swallowing impairment or potential for
aspiration. The record was reviewed on February
19, 2013.
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F 279 Continued From page 12 F 279 All licensed nurses will receive

education regarding the labeling of the
MAR of residents receiving thickened
liquids and a review of the Thickened
Liquids Policy. All licensed nurses will |
receive education regarding the
immediate need to add care plans
reflecting swallowing impairment
and/or need for Thickened Liquids to
residents Medical Record.

The facility Thickened Liquids policy
will be amended to reflect the labeling |
of the MAR of all residents receiving |
thickened liquids. All licensed nurses |
will receive education regarding the
amendment to the Thickened Liquids
policy. When a resident receives an
order for Thickened Liguids, the
licensed nurse receiving the order will
label the MAR of the resident to reflect
the resident’s need for thickened
liquids during medication
administration as well as during

meals. Within 72 hours following the
physician’s order for a resident to
receive thickened liquids the Nurse
Manager or their designee will audit
the residents’ MAR to ensure the MAR
has been labeled to show the
resident’s need for thickened liquids
and to ensure care plans for
swallowing impairment and/or
thickened liquids has been added to
the Medical Record.
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ss=E | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain or
maintain the highest practicable physical, mental,
and psychosocial well-being, in accordance with the |
comprehensive assessment and plan of care.

This REQUIREMENT is not met as evidenced by: :
|

Based on observation, record review and staff |
interview for seven (7) of 41 sampled residents, it |
was determined that facility staff failed to ensure
that each resident received and the facility provided |
the necessary care and services to attain or
maintain the highest practicable physical, mental,
and psychosocial well-being, in accordance with the
comprehensive assessment and plan of care as
evidenced by a failure to: consistently assess and
monitor the status of altered skin integrity for two (2)
residents; follow through on a physician ' s order for
a wound consultation for one (1) resident; identify
and implement measures to manage the
postural/positioning concerns for one (1) resident;
consistently assess pain for two (2) residents
receiving "as needed" pain medication; assess
intravenous access sites as prescribed for two (2)
residents and follow through on a physician ' s order
for incentive spirometer treatment for one (1)
resident. Residents ' #82, 107, 205, 252, 273, 286
and 292.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
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F 309 483.25 PROVIDE CARE/SERVICES FOR F 300 The Nurse Manager will receive

education regarding the audit process
of the resident’'s MAR.

The labeling of the MAR of a resident
receiving thickened liquids to show the
resident must receive thickened
liquids during medication
administration as well as meals, will
be added as an item to the monthly
Medical Record Audit Tool completed
by Nurse Managers. The addition of
care plans for swallowing impairment
and/or thickened liquids to the Medical
Record will be added as an item to the
monthly Medical Record Tool
completed by the Nurse Manager.
The Nurse Managers will submit the
Medical Record Audit Tool to the
Quality Improvement Manager on a
monthly basis. The Quality
Improvement Manager will report
variances monthly to the Focus
Quality Improvement Committee.
Compliance Date 4/5/2013

F309 (1.A

Resident #82

Harm did not occur to the resident:
documentation in the resident’s
medical record for Feb. 19 at 11:00am
did not show an alteration in the
resident’s skin. The licensed nurse
that failed to document ongoing
assessments of the resident’s
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F 309 Continued From page 14 F 300 skin received counseling and

The findings include:

1. A review of the clinical record for Resident #82
revealed facility staff failed to consistently assess
and monitor the status of an alteration in skin
integrity and failed to follow through on a physician '
s order for a consultation by the wound care team.

A. An electronic entry entitled " Incident details "
dated January 2, 2013 at 10:33 PM read: "
Resident reported with new open area of inner
buttock measure 2.5 cm [centimeter] x 2 cm and
cluster of small skin open areas at the same site.

| [physician named] notified, order given to clean

open area with soap and water, pat dry, apply
Lantiseptic each shift after each incontinent care. "

A nurse ' s entry dated January 3, 2013 at 12:25 AM
read, " [family member named] called and was
informed of skin impairment to sacral area. "

A review of the corrected quarterly Minimum Data

. Set [MDS] signed January 8, 2013; assessment

reference date January 3, 2013 was coded in
Section M, Skin conditions that the resident had one
(1) Stage 1 pressure ulcer.

The clinical record lacked evidence of monitoring
and ongoing assessments of the status of the
alteration in skin integrity of the " sacral area "
and/or "inner buttocks " for Resident #82. There
was no evidence of documentation regarding the
status of the resident’ s altered skin subsequent to
the initial assessment on

5. Compliance Date

education as to the process of

documenting assessments of

resident’s skin.

All residents with skin conditions will

be placed on Open Chart Protocol

until the skin condition is resolved.

All licensed nurses will receive

educational review of the Open Chart

Protocol.
All residents will have their skin
assessed by a licensed nurse weekly
and documentation of the assessment
placed in the electronic medical record
whether the skin is positive or negative
for variances in the residents’ skin.

4. The weekly skin assessments

performed by the licensed nurse and
entered into the Electronic Medical
Record will be audited weekly by the
Nurse Manager or their designee
through the use of Administrative
Report function of the Electronic
Medical Record and a summary
forwarded weekly to the Quality
Improvement Manager. All Nurse
Managers will receive education on
the process of using the
Administrative Report function of the
Electronic Medical Record and the
process of summarizing the report for
weekly submission to the Quality
Improvement Manager.

4/5/2013
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January 2, 2013.

An observation of the resident ' s sacral region on
February 19, 2013 lacked evidence of a break in
skin integrity.

The findings were acknowledged by Employees #4
and #8 during face-to-face interviews conducted on
February 20, 2013 at 10AM and 1:00 PM
respectively.

B. Facility staff failed to follow through on a
physician ' s order for wound consultation.

An interim physician ' s order dated January 2, 2013
at 9:25 PM directed, " cleanse open area to the
right inner buttocks with soap and water, pat dry
and apply Lantiseptic after each incontinent care
each shift; Evaluate resident by wound care team
tomorrow during AM care. "

The clinical record lacked evidence that the resident
was evaluated by the wound care team as
prescribed.

A face-to-face interview was conducted with
Employee #4 on February 20, 2013 at 10:00 AM
who acknowtedged that the record lacked evidence
of an assessment by the wound care team. The
record was reviewed February 20, 2013.

2. Facility staff failed to identify and implement
measures to manage the postural/positioning
concerns for Resident #107.

Resident #107 was observed on February 20, 2013
at approximately 11:00 AM seated at a
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F 309 Continued From page 15 F 309 F309 (1.B

Resident #82

1. No harm occurred to the resident.

The Wound Care Team assessed the

resident and did not find exacerbation

of the resident’s skin condition.

All residents with skin variances will

be ptaced on Open Chart Protocol

until the skin variance is resolved.

When a license nurse receives a

treatment order for a resident’s skin

variance the licensed nurse will
complete and submit a Skin Care

Communication Tool to the Wound

Care Team to notify the team to

evaluate the resident’s skin. The

Wound Care Team within 72 hours of

receipt of the communication tool will

evaluate and document their contact
of evaluation of the resident’s skin. All
licensed nurses and the Wound Care

Team will receive education on the

use of the Wound Care

Communication Tool.

3. When a license nurse receives a
treatment order for a resident’s skin
variance the licensed nurse will
complete and submit a Skin Care
Communication Tool to the Wound
Care Team to notify the team to
evaluate the resident’s skin.
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F 309 Continued From page 16 F 309 All licensed nurses and the Wound

table in the common area [day/dining room] in
his/her wheelchair. The resident was observed
excessively leaning to one side without support to
maintain an upright position. There was no evidence
of needed torso support.

Employee #6 who was present during the time of
the observation, was queried regarding the lack
postural and/or positioning supports for Resident
#107. He/she responded that the resident often falls
asleep while seated in his/her wheelchair and tends
to lean. He/she asked a staff person to obtain a
pillow to assist with positioning.

Additional observations of positioning/postural
concerns were observed during the survey period
as follows:

Observed Resident #107 in the activity area on

February 14, 2013 at 10:00 AM and 3:00 PM sitting
in a wheelchair. The resident was leaning to his/her
right without support to maintain an upright position.

Observed February 15, 2013 in the activity area at
approximately 9:54 AM, Resident #107 was sitting
in a wheelchair at a table; the resident was leaning
to one side without support to maintain an upright
position.

A face-to-face interview was conducted with
Employee #37 on February 21, 2013 at 11:00 AM.
He/she stated that the resident has a diagnosis of
" severe scoliosis " and that a custom wheelchair
was provided, however; it is likely that [his/her]
condition is declining and additional supports may
be indicated. The rehabilitation division had not
received a

Care Team will receive education on
the use of the Wound Care
Communication Tool.

When a license nurse receives a
treatment order for a resident’s skin
variance the licensed nurse will
complete and submit a Skin Care
Communication Tool to the Wound
Care Team to notify the team to
evaluate the resident’'s skin. The
Wound Care Team within 72 hours of
receipt of the communication tool will
evaluate and document their contact
of evaluation of the resident’s skin. All
licensed nurses and the Wound Care
Team will receive education on the
use of the Wound Care
Communication Tool. The Wound
Care Communication Tool will be
submitted to the Quality Improvement
Manager. Variances will be discussed
at the weekly Focus Quality
Improvement Committee.

Compliance Date 4/5/2013

F309 (2) Resident #107

The resident did not sustain any harm.
A rehabilitative screen for positioning
was obtained for the resident.
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F 309 Continued From page 17

communication from nursing regarding positioning
concerns for this resident. He/she stated an
evaluation will be conducted.

An annual physical therapy (PT) screen dated
January 26, 2013 read: " patient was seen today
for annual screen. There has been no change of
condition or any recent change in safety status.
Wheelchair in good condition. PT evaluation not
indicated. "

Facility staff failed to identify and implement
measures to address the postural/positioning
concerns for Resident #107.

3. A review of the clinical record for Resident #205
revealed facility staff failed to consistently assess
and monitor the status of an alteration in skin
integrity.

A nurse 's entry dated December 31, 2012 read: "
New (1st recording) for Site - 352. Present on the
Coccyx is a skin tear/laceration. The following
findings were documented, general comments: This
abnormality was recorded using an assessment
other than skin & wound during a body check. "

The clinical record lacked evidence of status of the
skin alteration of the coccyx initially identified on
December 31, 2012,

An observation of the resident ' s skin on February
19, 2013 at approximately 11:30 AM lacked
evidence of an alteration of the skin of the coccyx.

F 300 2. All residents with a need for

5. Compliance Date

positioning will have a rehabilitative |
screen request sent to the I
Rehabilitative Therapy Department
and any recommendations made by
the Rehabilitative Therapy

Department will be communicated to
the resident’s care team and entered
into the residents care plan.

All residents with positioning needs
will be monitored every 3 hours and
when necessary by the residents’ care
team and recommendations to correct
positioning concerns carried out
according to the residents’ care plan.
Documentation of the follow through
will be done on the resident's TAR.
Documentation of the residents needs
for positioning and changing of
position will be an item added to the
Nurse Managers Unit Rounds Audit
tool (completed by Nurse Managers
twice daily). The Nurse Manager Unit
Rounds Audit tool will be submitted
weekly to the Quality Improvement
Manager. Variances and
recommendations for variances will be
discussed at weekly Focus Quality
Improvement Meeting.

4/5/2013
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A face-to-face interview was conducted with | -FM _ .
Employee #4 on February 19, 2013 at Resident’s skin was intact during
approximately 9:30 AM; he/she acknowledged that survey process. The licensed nurse
the record lacked evidence of the status of the that failed to document ongoing
resident ' s alteration in skin integrity identified a g
December 31, 2012. However, he/she stated that ssessments of t S Sk
the resident ' s skin was intact at present. received counseling and education as
to the process of documenting
- A Sy fd assessments of resident’s skin.
4A. Facility staff failed to identify the type of device All residents with skin conditions will
that was inserted for Resident #252 ' s Intravenous |
access site. be placed on Open Chart Protocol
| until the skin condition is resolved.
The " Central Venous Catheter-Physician Order | All licensed nurses will receive
Sheet" dated and signed by the physician on educational review of the Open Chart
October 29, 2013 directed, " Device Type: PICC PTGi6es)
(peripherally inserted central catheter): brand, | 'd. . ir ski
gauge, and total length " was left blank. I All residents W'l! have their skin
assessed by a licensed nurse weekly
There was no evidence that facility staff identified and documentation of the assessment
the Device type information (listed above) on the placed in the Electronic Medical
Central Venous Catheter-Physician Order Sheet to . i
identify the type of IV device used for Resident # SRS PrieSiin SosIVEOR |
250 negative for variances in the residents
skin.
A face-to-face interview was conducted with The weekly skin assessments
Employee #7 on February 21, 2013 at performed by the licensed nurse and
approximately 11:08 AM. He/she acknowledged entered into the Electronic Medical
that the device information was not listed on the " | ) ;
Central Venous -Physician Order Sheet". The Record will be audited weekly by the
record was reviewed on February 21, 2013. Nurse Manager or their designee
through the use of Administrative
Report function of the Electronic
Medical Record and a summary
4B. Facility staff failed to consistently conduct a forwarded weekly to the Quality
comprehensive pain assessment for Resident Improvement Manager.
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#252 who was in pain and received pain
medication.

The "Physician' s Order " dated and signed
November 4, 2012 directed, "Oxycodone IR
(instant release) 5mg- Take [one] 1 tablet by mouth
| every [four] 4 hours as needed for mild pain.
Oxycodone IR 5mg- Take [two] 2 tablets by mouth
every [four] 4 hours as needed for severe pain. "

The November 2012 Medication Administration
Record (MAR) revealed that Oxycodone IR 5mg
one (1) tablet was administered on November 5 (at
5:00 PM and 10:00 PM), 8, 9, 25, and 26 for mild
pain.

The November 2012 Medication Administration
Record (MAR) revealed that Oxycodone IR 5mg
two (2) tablets were administered on November 2, 8
(at 3:00 AM and 11:30 AM), 14, 15, 16, 17, 18, 19,
20, 22 (at 11:30 AM and 11:30 PM), 24 286, 29, 30
(at 12:00 AM 5:30 AM, 1:30 PM for severe pain.

There was no evidence that facility staff consistently
conducted an assessment that included a
description of the location of the pain; the intensity
of the pain (e.g. numeric scale) before to
determined whether to administer one or two tablets
of Oxycodone; and there was no evidence that an
assessment was completed after the administration
of Oxycodone IR 5 mg for mild or severe pain.

A face-to-face interview was conducted with
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F 309  Continued From page 19 F 309 All Nurse Managers will receive

education on the process of using the
Administrative Report function of the
Electronic Medical Record and the
process of summarizing the report for
weekly submission to the Quality
Improvement Manager.

5. Date of Compliance 4/5/2013

F 309 (4A) Resident # 252

| 1. The resident sustained no harm. The
licensed nursing receiving the
physician’s order for the PICC line
was educated as to how the Central
Venous Catheter Physician Order
Sheet should be reviewed for
completeness.

2. All licensed nurses will receive
education as to how the Central
Venous Catheter Physician Order
Sheet is to be reviewed for
completeness once physician orders
are received indicating the usage of a
PICC line by a resident.

3. All licensed nurses will receive
education about Central Line protocol
and usage of the Central Venous
Catheter Physician Order Sheet. Once
a physician order has been obtained
designating the need of a Central
Line, the Nurse Manager or their
designee within 72 hours of the
receipt of the order, will audit the
Central Line Physician Order Sheet
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Employee #7 on February 21, 2013 at
approximately 11:08 AM. He/she acknowledged
that the pain assessment was not consistently
completed to include the location and the intensity
of the pain before the pain medication was
administered and after pain medication was
administered to determine the effectiveness. The
record was reviewed on February 21, 2013.

5. Facility staff failed to consistently conduct a
complete pain assessment for Resident #273 who
was in pain and received pain medication.

The "Physician' s Order " dated and signed
February 8, 2013 directed, "Oxycodone IR
(instant release) 5mg- Take [one] 1 tablet by mouth
every [four] 4 hours as needed for pain. "

The February 2013 Medication Administration
Record (MAR) revealed that Oxycodone IR 5mg
was given on February 1, 5, 6,7, 10, 11, 12 (at 3:00
AM and 4:20 PM), 13, 14 at (4:00 AM and 11:35
PM), 15 (at 2:50 PM and 11:50 PM), 17, 18, and
19 for pain.

There was no evidence that facility staff consistently
conducted an assessment that included a
description of the location of the pain, the intensity
of the pain (e.g. numeric scale) before and after the
administration of Oxycodone IR 5 mg.

A face-to-face interview was conducted with
Employee #7 on February 20, 2013 at
approximately 10:50 AM. He/she acknowledged
the aforementioned findings. The record was

completeness and variances will be
corrected.

The Central Line TAR and Central
Venous Catheter Physician Order
Sheet will be an item listed on the
Nurse Manager Medical Record Audit
Tool completed monthly by the Nurse
Managers. The Medical Record Audit |
Tool is submitted monthly to the '
Quality Improvement Manager:
variances will be corrected at the time
of the audit and/or discussed at the
weekly Focus Quality Improvement
Committee.

Compliance Date 4/5/2013

F 309 (4B) Residents #252 and #273

The residents sustained no harm: both
received pain medication as per
physician orders. The licensed
nurse(s) received education on Pain
Management Protocol which included
the use of a pain scale and using the
scale to document the severity of a
resident’s pain prior to and following
the administration of pain medication.
During the survey process licensed
nurses received education on Pain
Management Protocol which included
the use of a pain scale and using the
scale to document the severity of a
resident’s pain prior to and following
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reviewed on February 20, 2013.

6. Facility staff failed to measure the arm
circumference and the external catheter length for
Resident #286 ' s Intravenous access site.

The " Central Venous Catheter -Physician Order
Sheet" dated and signed by the physician on
January 23, 2013 directed, " Device Type: PICC
(peripherally inserted central catheter): brand,
gauge, and total length " was left blank failing to
identify the aforementioned information about the
device type on the order sheet. Treatment orders:
PICC catheters: Measure upper arm circumference
(3 in [inches] or 10 cm [centimeters] above insertion
site) on admission, with dressing change and PRN
[as needed] ... "

A review of the January 2013 Central line Catheter
Treatment Record and Medication Administration
Record revealed that on January26th the resident's
arm circumference was 35 cm and the external
catheter length was 10 cm.

The " Central Venous Catheter-Physician Order
Sheet" dated February 1, 2013 directed, "
Device Type: PICC: brand, gauge, and total length
was left blank failing to identify the aforementioned
information about the device type on the order
sheet. Treatment orders: PICC catheters: Measure
upper arm circumference (3

All licensed nurses will receive
education on Pain Management
Protocol including the use of a pain
scale and using the scale to document
the severity of a resident’s pain prior
to and following the administration of
pain medication. The use of a pain
scale prior to and following the
administration of pain medication will
be added to the Nurse Manager
Medical Record Audit Tool: the tool is
completed monthly and will be
submitted to the Quality Improvement
Manager

Pain Management Protocol will be
added to the annual Medication
Administration Competency that is
part of the facility Quality Improvement
initiative: the competency is
administered annually to all clinical
licensed nurses. The use of a
pain scale prior to and following the
administration of pain medication will
be added to the Nurse Manager
Medical Record Audit Tool: the tool is
completed monthly and will be
submitted to the Quality Improvement
Manager

Compliance Date 4/5/2013
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in [inches] or 10 cm [centimeters] above insertion

site) on admission, with dressing change and PRN
[as needed] ... Measure external catheter length on
admission, with each dressing change and prn ... "

A review of the February 2013 Central line Catheter
Treatment Record and Medication Administration
Record revealed that on February 2nd and 9th
resident's arm circumference was not measured.

There was no evidence that Resident #286 ' s arm
circumference was measured in accordance with
the physician ' s order on admission, January 23,
2013 and the arm circumference and the external
catheter length on February 2 and 9, 2013.

A face-to-face interview was conducted with
Employee #7 on February 19, 2013 at
approximately 11:45 AM. He/she acknowledged
that the arm circumference and the length of the
external catheter were not measured. The record
was reviewed on February 19, 2013.

7. Facility staff failed to ensure that Resident #292
received Incentive Spirometer treatments as
prescribed.

Resident #292 was admitted to the facility on
February 6, 2013 with a diagnosis that included
status post CABG (Coronary Artery Bypass Graft).
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F 309 Continued From page 22 F 309 F309 (6) Resident # 286

The resident did not sustain any harm.
The licensed nurse(s) received
education as to how follow the Central
Venous Line Protocol for PICC lines
on the Central Venous Line TAR:
including resident arm circumference
measurement.

All licensed nurses  will receive
education as to how the Central
Venous Line TAR s to be reviewed
for completeness

All licensed nurses will receive
education about Central Line protocol
and usage of the Central Venous Line
TAR. Once a physician order has
been obtained designating the need of
a Central Line, the Nurse Manager or
their designee within 72 hours of the
receipt of the order, will audit the
Central Line Physician Order Sheet
and Central Line TAR for
completeness and variances will be
corrected.

The Central Line TAR and Central
Venous Catheter Physician Order
Sheet will be an item listed on the
Nurse Manager Medical Record Audit
Tool completed monthly by the Nurse
Managers. The Medical Record Audit
Tool will be submitted monthly to the
Quality Improvement Manager:
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The admission orders signed and dated by the
physician on February 8, 2013 directed, " Use the
Incentive Spirometer every 1-3 hours while awake
until normal activity is resumed. "

A review of the February 2013 Treatment
Administration Record revealed that the order,
Use the Incentive Spirometer every 1-3 hours while
awake until normal activity is resumed. " was
transcribed for frequency as FY]I (for your
information). "

There was no evidence in the clinical record that
facility staff carried out the order for the resident to
use the Incentive Spirometer every one (1) to three
(3) hours.

A face-to-face interview was conducted on February
20, 2013 at 10:25 AM with Employee #22. He/she
stated, " We test the resident ' s oxygen levels
each day during therapy. On evaluation [he/she]
did the incentive spirometer. We discussed it daily.

I instructed [him/her] to do it every commercial
break. | made sure [he/she] knew how to do it and

: understood the instructions."

A face-to-face interview was conducted on February
20, 2013 at 11:10 AM with Employee #21. He/she
stated, " You could hear the whistling when
[he/she] was using it. | was in the room with
[him/her] when [he/she] used it. | didn 't look at
the numbers on it [the spriometer]. | didn 't
document [him/her] using it [the incentive
spirometer].

A face-to-face interview was conducted on February
20, 2013 at 11:00 AM with Employee

of the audit and/or discussed at the
monthly at the Focus Quality
Improvement Committee.

Compliance Date 4/5/2013

F309 (7) Resident # 292

Resident did not sustain any harm and
has been discharged from the facility.
The licensed nurse received
education on proper documentation of
a physician treatment order onto the
TAR.

All licensed nurses will receive
education on documentation protocol
and transcription of a physician's
order onto the residents’ TAR to show
treatment is administered to residents.
The Nurse Manager or designee will
audit all resident TARs weekly for
accurate documentation of resident
treatments.

Auditing of accurate documentation on
resident TARs will be part of the
Nurse Manager Medical Record Audit
Tool and the Medical Record Audit
Tool will be submitted monthly to the
Quality Improvement Manager:
variances will be corrected at time of
audit and/or discussed monthly at the
Focus Quality Improvement
Committee.

Compliance Date 4/5/2013
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#7. Helshe acknowledged that the there was no Resident #165
evidence that the order for the use of the spirometer 1. Resident # 164 suffered no harm, no
was carried out. Addltlonally, at the time of this Swa”owing difficulties occurred.
review the_ resident haq been readmitted to the Immediate education was done with
hospital with Pneumonia. The record was ) )
reviewed on February 20, 2013. the Ilcensgd LIS gty to the.lr
F 323 483.25(h) FREE OF ACCIDENT F 323 ifencamplianeenyith thewesidealis
ss=D HAZARDS/SUPERVISION/DEVICES need for thickened liquids and a

The facility must ensure that the resident
environment remains as free of accident hazards as
is possible; and each resident receives adequate
supetvision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced by:

Based on observation, record review and
interviews for one (1) of 41 sampled residents, it
was determined that facility staff failed to ensure
that Resident #164 received adequate services
/supervision as to promote safe swallowing during
a medication administration observation.

The findings include:

On February 13, 2013 at 9:50 AM a medication
administration observation was conduct. Employee
# 19 was observed administering oral medications
to Resident #164. While at the bedside of the
resident, Employee #19 administered medications
which included Calcium Carbonate one (1) tablet,
Neurontin

review of the facility Thickened Liquids
Policy. A care plan to address the
resident’s swallowing impairment has
been added to the Medical Record.
Upon receiving a physician’s order to
have a resident receive Thickened
Liquids and or swallowing impairment,
the licensed nurse that receives the
order will add care plans for both
needs in the resident’s Medical |
Record. All residents requiring
Thickened Liquids will have their MAR
amended to alert licensed nurses that
thickened liquids are to be
administered with all medications as
well as with all meals. All licensed
nurses will receive education
regarding the labeling of the MAR of
residents receiving thickened liquids
and a review of the Thickened Liguids
Policy. All licensed nurses will receive
education regarding the immediate
need to add care plans reflecting
swallowing impairment and/or need
for Thickened Liquids to residents
Medical Record.
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F 323 Continued From page 25

100mg two (2) tablets, and Xifaxan one (1) tablet.
The Employee gave Resident #164 approximately
50 ml of cranberry juice in a cup with a straw for the
resident to swallow his/her medication. The
resident drank the cranberry juice by sipping it from
the straw. Observed on Resident #164 's
over-the-bed table was one (1) packet of Instant
Food Thickener and one (1) container of Thick and
Easy pre-thickened beverage. At no time did
Employee # 19 mix the thickener with the cranberry
juice that was given to Resident #164 to drink while
taking his/her medications.

According to the History and Physical dated May 4,
2012 Resident #164 had a diagnosis which Multipte
Sclerosis.

A review of the physician orders signed and dated
February 5, 2013 directed, " Mechanical soft
foods-nectar thicken liquids at all meals. "

A review of the Functional Maintenance
Program-recommendations dated

October 22, 2012 revealed, " Referral to
restorative nursing for ...cue as nheeded for
adherence to safe swallow strategies/aspiration
precautions and required diet/liquid consistencies...

"

A review of the Nutritional Assessments dated
November 12, 2012 and February 13, 2013
revealed, " Current diet order- Mech (mechanical
soft, nectar thick, NCS (no

F303 3 The facility Thickened Liguids policy

will be amended to reflect the labeling
of the MAR of all residents receiving
thickened liquids. All licensed nurses
will receive education regarding the
amendment to the Thickened Liquids
policy. When a resident receives an
order for Thickened Liquids, the
licensed nurse receiving the order will
label the MAR of the resident to reflect
the resident’s need for thickened
liguids during medication
administration as well as during
meals. Within 72 hours following the
physician’s order for a resident to
receive thickened liquids the Nurse
Manager or their designee will audit
the residents’ MAR to ensure the MAR
has been labeled to show the
resident’s need for thickened liquids
and to ensure care plans for
swallowing impairment and/or
thickened liquids has been added to
the Medical Record. The Nurse
Manager will receive education
regarding the audit process of the
resident's MAR.

4. The labeling of the MAR of a resident
receiving thickened liquids to show the
resident must receive thickened liquids
during medication administration as
well as meals, will be added to the
monthly Medical Record Audit Tool
completed by Nurse Managers.
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Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of adverse
consequences which indicate the dose
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F 323 Continued From page 26 F 323 The addition of care plans for
concentrated sweets)" swallowing impairment and/or
thickened liquids to the Medical Record
will be added as an item to the monthly
i , o Medical Record Tool completed by the
A review of the Care Plans p.rlnteq t_Jy the facility Nurse Manager. The Nurse Managers
and those located on the active clinical record ill submit the Medical R d Audit
revealed that there was no care plan with goals and Will:submit thelMediealixecens /Ll
approaches to address the resident ' s swallowing Tool to the Quality Improvement
impairment or potential for aspiration. Manager on a monthly basis. The
Quality Improvement Manager will
A face-to-face interview was conducted on February repoﬁ jiarianEestmenthiy] o t.he REEUS
20, 2013 at 10:02 AM with Employee #19. He/she Quality Improvement Committee.
stated, "I did not give the resident thickener in 5. Compliance Date 4/5/2013
[his/her] juice. His/her care plan was not updated.
The kitchen brings the thickener to him/her. |
wanted the doctor to clarify the problem but he/she
 wash 't here that day. The next day | was off (not
scheduled to work), | did not give report on it (the
use of thickener for Resident #164). | have not
' spoken to the doctor. | speak with [him/her] today.
Facility staff failed to ensure that adequate
service/supervision was provided to promote safe
swallowing during a medication administration
observation.
F 329 483.25(1) DRUG REGIMEN IS FREE FROM F 329

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:RSE411

Facility 1D: WASHHOME If continuation sheet Page 27 of 50




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/13/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
095005 By WING,. 02/21/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3720 UPTON STREET NW
THE WASHINGTON HOME
WASHINGTON, DC 20016
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX  (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 329 Continued From page 27 F 329 F329

should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents who
have not used antipsychotic drugs are not given
these drugs unless antipsychotic drug therapy is
necessary to treat a specific condition as diagnosed
and documented in the clinical record; and residents
who use antipsychotic drugs receive gradual dose
reductions, and behavioral interventions, unless
clinically contraindicated, in an effort to discontinue
these drugs.

This REQUIREMENT is not met as evidenced by:

Based on record review and staff interview for two
(2) of 41 sampled residents, it was determined that
facility staff failed to ensure that residents were free
from unnecessary drugs as evidenced by: failure
to clarify two (2) physician 's orders for pain
medication, and failed to determine under which
condition/s each medication was to be administered
for one (1) resident; and facility staff administered
an antihypertensive medication outside of the
prescribed parameters for one (1) resident.
Residents #4 and 286.

The findings include:

1. Facility staff failed to determine under which
condition/s each pain medication was to be

Resident # 4 and #286

1. Resident sustained no harm. The
licensed nurse received education on
the facility Pain Management/Pain
Assessment Protocol including
recommendations to the physician to
specify parameters when two different
pain medications are ordered for
residents.

2. All licensed nurses received education
on Pain Management/Pain Assessment
Protocol which included
recommendations to the physician to
specify parameters when two different
pain medications are ordered for
residents.

3. All licensed nurses will receive
education on Pain Management/Pain
Assessment Protocol including
recommendations to the physician to
specify parameters when two different
pain medications are ordered for
residents. An audit of residents’ MARS
who receive pain medications will be
an item added to the Nurse Managers
Medical Record Audit Tool and will be
reviewed monthly by the Nurse
Managers. The Medical Record Audit
Tool will be submitted monthly to the
Quality Improvement Manager.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: RSE411

Facility ID: WASHHOME

If continuation sheet Page 28 of 50



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/13/2013
FORM APPROVED
OMB NO. 0938-0391

administered to Resident #4.

A review of a Physician ' s Order Form for February,
2013 signed and dated January 23, 2013 revealed
two orders for pain medications under the heading
of " PRN (As needed) medications.

The first order was "Acetaminophen 3256mg 2
tabs (tablets) (650mg) by mouth every four hours as
needed for pain..."

The second order was "Oxycodone-APAP (n=Acety!
Para Amino Phenol) 5mg/325mg 2 tabs by mouth
every 6 hours as needed for pain..."

A review of the Medication Administration Record
(MAR) for February 2013 revealed that the
Acetaminophen was not administered. The
Oxycodone was administered 10 times between
February 1 and February 18, 2013; once on
February 1, 4, 5, 6, 10, 12, 14 and 18 and twice on
February 15, 2013.

A review of the back of the February 2013 MAR

revealed the nurses' signatures for the
" administration of the Oxycodone. The nurses

documented the sites of the pain in nine (9) of the

10 instances of administration. The level of the

pain and the effectiveness were documented in

three (3) of the 10 instances when the medication
was administered.

A review of the "Pain Management” Policy, Item
number Six (6) under " Pain Assessment"
indicated that " Pain assessment includes
quantitative and qualitative rating and description
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Protocol will be added to the annual
Medication Administration Competency
that is part of the facility Quality
Improvement initiative: the competency
is administered annually to all clinical
licensed nurses.

4. An audit of residents’ MARS who
receive pain medications will be an
item added to the Nurse Managers
Medical Record Audit Tool and will be
reviewed monthly by the Nurse
Managers. The Medical Record Audit
Tool will be submitted monthly to the
Quality Improvement Manager. The
Medical Record Audit Tool will be
reviewed at the Focus Quality
Improvement Committee.

5. Compliance Date 4/5/2013
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using pain scale with 0 - 5 (zero to five) rating.”

| A face-to-face interview was conducted with
Employee #6 at approximately 3:15PM on February
20, 2013. The employee was queried regarding
the two orders of pain medications prescribed for
the resident and the fact that only one medication
had been administered. The employee stated that
the resident does not want the Tylenol. The
employee added, " We should have notified the
physician and asked him/her to discontinue it. "
With regard to rating and documenting the level of
pain, the employee stated, " | will review the Pain
Management /Pain Assessment Policy with the
Charge Nurses. " The record was reviewed on
February 20, 2013.

Facility staff failed to determine under which
condition/s each pain medication was to be
administered and to document the level of the pain
prior to administering pain medication and the level
of effectiveness after the resident was medicated.

2. Facility staff adminitstered antihypertensive
medication outside of the prescirbed parameters for
Resident #286.

The Admission orders signed and dated January
23, 2013 directed, " Lasix 40 mg one (1) tab
(tablet) orally daily for heart failure. "

The Interim Order dated January 29, 2013 directed,
" Hold Lasix for SBP (systolic blood pressure) 110
orless. "

A review of the Medication Administration
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Record for January and February 2013 revealed:
1. Hotel pans
The resident ' s blood pressure reading on February . .
12 was 110/66 and on February 17 the reading was 1. The four (4) pans were immediately
110/58. On both days the Lasix was administered re-washed and dried per policy.
when it should have been held in accordance with 2. No other pans were stored in similar
the prescribed parameters set by the physician. condition
3. 100% of the staff will be in-serviced on
There was no evidence that facility staff the proper dish room policy.
administered Lasix 40mg in accordance with the 4. Appropriate hotel pan storage added to
prescribed parameters for Resident #286. the opening and closing checklist.
A face-to-face interview was conducted on February Tnis W'” be mgnltored by i
19, 2013 at 11:45 AM with Employee #7. He/she the director daily. A summary of daily
acknowledged that the blood pressure medication findings
was not administrated within the order parameters. will be reported to QI Committee
The record was reviewed on February 19, 2013. monthly.
5. Date of Compliance 3/22/2013
F 371 483.35(i) FOOD PROCURE, F 371 2.Sheet pans
ss=g STORE/PREPARE/SERVE - SANITARY . 1. Pans were immediately rewashed and
The faciit ) dried per policy.
e facility must - ‘ . e
(1) Procure food from sources approved or 2 These werg .the only pans identified in
considered satisfactory by Federal, State or local cited condition.
authorities; and 3. Appropriate hotel pan storage added to
(2) Store, prepare, distribute and serve food under the opening and closing checklist.
sanitary conditions This will be monitored by
the director daily. A summary of daily
findings
will be reported to QI Committee
. , monthly.
This REQUIREMENT is not met as evidenced by: 5. Date of Compliance 3/22/2013

Based on observations made during a tour of
Dietary Services on February 19, 2013 at
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~approximately 10:15 AM, it was determined that the 1. The cutting board was immediately
 facility failed to store, prepare and serve food under discarded.
sanitary conditions as evidenced by: Four (4) of four | 2. No other cutting board was identified
(4) hotel pans and 14 of 21 sheet pans that were i with an indentation.
stored wet and ready for reuse, one (1) of one (1) 3. Al staff will be in-serviced to bring

cutting board was observed with an indentation, and

two (2) of two (2) convention ovens were observed | damaged cutting boards to
soiled. management team.

| 4. Inspection of cutting boards added to
| Monthly Safety and Sanitation Audit.

The findings include: | Audit findings will be reported to QI
| Committee quarterly.
The following was observed during a tour of the 5. Date of Compliance 3/22/2013
main kitchen:
4. Ovens

1. Four (4) of four (4) 4 inch hotel pans were . .
stored wet and ready for reuse . Two of two ovens were immediately

2. 14 of 21 sheet pans were stored wet and ready cleaned and soiled particles removed.
for reuse 2. No other ovens were observed with

3. A white cutting board was observed with an soiled particles.
indentation in one (1) of one (1) observed . Although ovens are not used, they wil

4. Two (2) of two (2) convention ovens were o
shservediithisoil SolinteTBrs be added to the weekly cleaning list.

—

w

4. Inspection of convention ovens will be
These observations were made in the presence of added to the opening and closing
Employee # 20. check list. This will be monitored by
Food Services Director weekly and
F 406 483.45(a) PROVIDE/OBTAIN SPECIALIZED F 406 findings reported to QI Committee
ss=p REHAB SERVICES quarterly.
5. Date of Compliance 3/22/2013

If specialized rehabilitative services such as, but not
limited to, physical therapy, speech-language
pathology, occupational therapy, and mental health
rehabilitative services for mental illness and mental
retardation, are required in the resident's
comprehensive plan of care, the facility must
provide the required services; or obtain the required
services from an outside
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resource (in accordance with §483.75(h) of this ) )
part) from a provider of specialized rehabilitative 1. The corrective action to secure a
services. PASSR Level Il Screen for Resident

#2 was initiated on February 13, 2013

as a telephone call to the office of the
This REQUIREMENT is not met as evidenced by: Developmental Disabilities

Administration (DDA) which revealed

Based on record review and staff interview for one to Employee #10 the necessary

(1) of 41 sampled residents, it was determined that actions and forms to complete a Level
facility staff failed to obtain specialized rehabilitative Il Screen. To date, a psychiatric
services for a resident who had a evaluation and medical evaluation
positive - PASRR [Pre-Admissions Screen/Resident have been performed and submitted
Review for Mental lliness and/or Mental to the DDA. We are awaiting a visit
Retardation] Screen. Resident #2. from a representative of DDA to

evaluate said resident. Frequent
calls have been made to DDA to

The findings include: inform of the immediacy to secure the
completed assessment and
documentation of the PASSR screen.

Facility staff failed to obtain specialized 2. A chart audit will be conducted by the
rehabilitative services for a resident who had a Social Services staff to ensure that: 1)

positive - PASRR [Pre-Admissions Screen/Resident All residents who have been
Review for Mental lliness and/or Mental diagnosed with mental illness/mental

Retardation] Screen. Resident #2. retardation have a PASSR Level Il
Screen completed and placed in the
| Review of the PASRR Screen dated January 20, chart under the Social Services tab;
2008, identified the resident as positive for Mental and, 2) All residents with a positive
Retardation and has been referred to the District of PASSR screen will havea
Columbia Department of Mental Health for a Level | comprehensive care plan which will be|
evaluation. reviewed quarterly and as necessary.

A review of the clinical record revealed a letter
dated and written by Employee #10 on May 24,
2012. The letter revealed that Employee #10 had
made contact with a representative from the
Developmental Disabilities Administration. and
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[he/she] faxed the information that is required to
obtain a Level Il screening.

Further review of the medical record identified a
letter from the Developmental Disabilities
Administration Services (no date indicated),
addressed to Employee #10 which revealed the
following: RE [reference]: PASRR Level Il Screen
for [Resident #2]:

"In response to your request, the following
information is necessary for approval:

A completed PASRR form (attached);

A current signed physical assessment including
(or with appended statement of) justification for
necessity of nursing home placement;

All current physician orders including
medications;

Any other current assessments (e.g., OT
[Occupational Therapy], PT [Physical Therapy,
psychiatric, nursing etc) which support the necessity
of nursing home placement;

A psychiatric assessment of the patient
response to medication if patient seeking level Il is
currently prescribed any of the following drug
groups: hypnotics, antipsychotics, mood stabilizers,
antidepressants, anti-anxiety/sedative agents,
anti-Parkinson agents;

A current assessment by facility social worker
of consumer 's status; and

[A current psychological evaluation including
the individual 's cognitive, adaptive and emotional
functioning.}

Copy of the completed D.C. Medicaid Level of
Care form

positive PASSR will be kept by the
Director of Social Services. A chart
review of all new admissions to the
facility will be conducted by the
Director of Social Services/Unit Social |
Worker to identify the need for a |
PASSR Level Il Screen. Upon
determination, the social worker will
initiate the screening process, and
document all related activities in the
clinical record. A comprehensive |
care plan will be developed and then
reviewed quarterly, to address the !
needs/concerns of the resident found |
to have a positive PASSR.

4. Random chart audits will be conducted
by the Director of Social Services to
ensure residents have been
accurately/appropriately identified and
screened for a PASSR level, and that
a comprehensive care plan has been
developed. All findings of the audit
will be reported to the QI Committee
quarterly.

5. Date of compliance: 4/5/2013
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F 406 Continued From page 34

A face-to-face interview was conducted on February
14, 2013 with Employee #10 at approximately 4:30
PM regarding if the Level Il screen had been
completed on Resident #2. He/she indicated that
the required information was sent to the Department
of Mental Health, but that the screen had not been
performed. He/she also acknowledged that there
was a period of time which passed and that nothing
had been acted upon in getting the information
completed, and that he/she will provide a letter of
what was done thus far.

Employee #10 provided a letter dated February 20,
2013 which indicated the following:

"Per the survey team, this [Employee #10] has been
endeavoring to complete a Level Il assessment.
As of this entry [Employee #10] has attempted to
complete the application by forwarding
documentation supporting the validity of this
resident ' s medical and cognitive functioning to that
agency to satisfy the PASRR requirements. The
initial communication was on February 13, 2013.
: [Employee #10] did not hear back from the agency
until 2/15/13. During this conversation [he/she]
guestioned the need for this after the resident has
. been at TWH [The Washington Home] for 45 years;
' [ne/she] also stated that [he/she] would be
arranging a face to face interview with this resident
. and would be contacting the resident ' s family."

[Employee #10] could not follow up on 2/18/13 due
to the holiday, but left a message on 2/19/13

F 406 F431 (Expired Medications)

1. On 11/29/2012, confirmed that there
were 2 bags of Dextrose 10% and 2
bags of 5%Dexrose 0.9% Sodium
Chloride in the Omnicell. There were
no transactions with these items until
2/18/2013 when one bag of each were
removed because they were
expired. Therefore, no patients were
affected.

2. The Omnicell Technician checked the
Omnicell for expired medications.
There were no expired medications
present in the Omnicell.

3. An Omnicell Technician will continue
to check the Omnicell contents for
expired medications at least once
guarterly. Expired is defined as any
medication with an expiration date that,
is within (4) four months from the date
of inspection. When expired
medication is identified, the Omnicell
Technician will run an “Expiry
Inventory Report” from the Omnicell .
Once completed, the Omnicell
Technician will place all expired
medication in an “Omnicare Return to
Pharmacy” bag. The Omnicell
Technician will locate a Nursing
Supervisor to review the findings of
the inspection.
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ss=D LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of a
licensed pharmacist who establishes a system of
records of receipt and disposition of all controlled
drugs in sufficient detail to enable an accurate
reconciliation; and determines that drug records are
in order and that an account of all controlled drugs
is maintained and periodically reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the appropriate
accessory and cautionary instructions, and the
expiration date when applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in locked
compartments under proper temperature controls,
and permit only authorized personnel to
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F 408 Continued From page 35 F 406 ;I’he anicell Technioian” will sign the
explaining the need to complete this application and Exp|'ry Inventory Rep.ort. and the
hopefully obtain resolution and thus far has not Nursing Supervisor will sign the form
heard back. Today [February 20, 2013] [Employee to indicate receipt of the expired
#10] sent an e-mail... Employee #10 will continue to medications from the Omnicell as well
gtsjrsgsesti:t?lgﬁletlon of the PASRR Level Il as soon as the facility's responsibility to
) ' provide the Omnicare Courier the
“Omnicare Return to Pharmacy” bag.
Facility staff failed to obtain specialized The Omnicell Technician will keep the
rehabilitative services for Resident #2 who had a original and a copy will be made for
pesitive [FESREEEECn. the Facility. Once the contents are
verified by the Nursing Supervisor, the
This is a repeat deficiency from the QIS Omnicell Technician will seal the bag,
recertification survey of March 6, 2012. both will sign over the seal and the
F 431 483.60(b), (d), (¢) DRUG RECORDS, F 431 Omnicell Technician will give the bag

to the Nursing Supervisor.

Upon receipt of the expired
medications at Omnicare Pharmacy of
Annapolis Junction, the Omnicell
Technician will verify the contents with
the “Expiry Inventory Report” signed
by the Nursing Supervisor and the
Omnicell Technician. If there are any
discrepancies, the Ompnicell
Technician will notify the Director of
Nursing. The Omnicell Technician will
provide a report for the Quarterly
Quality Assurance meeting attending
by Omnicare Pharmacy of Annapolis
Junction representatives.

5. Date of Compliance 3/22/2013
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have access to the keys.

+ The facility must provide separately locked,

i permanently affixed compartments for storage of

. controlled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Prevention and Control
Act of 1976 and other drugs subject to abuse,
except when the facility uses single unit package
drug distribution systems in which the quantity
stored is minimal and a missing dose can be readily
detected.

This REQUIREMENT is not met as evidenced by:

A. Based on an observations during medication
storage review, it was determined that facility staff
failed to ensure that intravenous (IV) fluids were
not stored beyond the expiration date.

The findings include:

1. One (1) of six (6) 5% Dextrose and 0.9%
Sodium Chloride [njection USP 1000ml were stored
and ready for use, beyond their expiration date of
January, 2013.

2. One (1) of two (2) 10% Dextrose Injections 1000
ml had an expiration date of November, 2012 and
was stored for use.

These observations were made in the presence of

Employee #7 at 4:15PM on February 15, 2013 on
Unit 3B.

B. Based on a medication storage observation of
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F431 (a)
1.

The licensed nurse received
counseling and education regarding
the facility Medication Administration
Policy that includes documentation of
Controlled Substances

2. All licensed nurses will receive
education regarding the facility
Medication Administration Policy that
includes documentation of Controlled
Substances.

3. Nurse Managers or their designee will
conduct a daily audit of the Controlled
Substance (Narcotic ) Signature Sheet
for completeness.

4. The daily audit of the Controlled
Substance (Narcotic}) Signature
Sheet will be an item added to the
Nurse Manager Unit Rounds Audit
Tool: the audit tool will be submitted
montly to the Quality Improvement
Manager and reviewed at the Focus
Quality Improvement Committee.

5. Compliance Date 4/5/2013
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three (3) of five (5) units observed, it was 1. No residents sustained harm. Vial
determined that facility staff failed to accurately with missing label was discarded. The
record the controlled drug sheets verifying the licensed nurse received education on
reconciliation of controlled substances; failed to . o o .
label four (4) of four (4) vials of insulin in two (2) of the*faeilityaNedication /Administiation
three (3) medication storage refrigerators; failed to Pollc?y Wh'Ch |n.cIudes labelling of
maintain the medication storage refrigerator medications with pharmacy
temperatures between 36 degrees and 46 degrees 2. No residents sustained harm.
Fahrenheit a'nd fa!lgd to maintain records _to |Qentlfy 3. All licensed nurses will receive
usage and disposition of a controlled medication. . - .
education on the facility Medication
Administration Policy which includes
The findings include: medication storage and labelling to
identify protocol dates for opening of
. . . . . multi-dose vials of medications
1. Facility staff failed to sign their signatures in the N M their desi
correct columns for " Balanced checked by nurse E ) PSS anager.s & §|r eSIgrllee.
coming on duty and Balance checked by nurse will conduct a daily audit of medication
going off duty " on the " Controlled Drug Count storage areas with attention to
audit of medication storage areas and
labelling will be an item added to the
A medication storage observation was conducted Nurse Manager daily Unit Rounds
on Unit 2B on February 13, 2013 at approximately Audit Tool: the audit tool will be
11:25 AM in the presence of Employee #25. submitted montly to the Quality
Improvement Manager and discussed
A review of the " Controlled Drug Count at the Focus Quality Improvement
Verification/Shift count sheet for Narcotics " sheet, Committee.
it was observed for February 13, 2013 7.00 AM to 5. Compliance Date 4/5/2013

3:00 PM shift that the column titled " drug count
correct" was written "yes", Employee #28 ‘s
name was signed in the " coming on duty "
column and Employee #25 ' s
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F 431 Continued From page 38

name was signed in the " going off duty " column.
The line just below Employee #28 ' s signature was
also Employee #25 ' s signature.

Noticing that Employee #25 was delivering morning
medications, a query was made regarding who did
he/she reconcile the narcotic count with, because
there is a blank space in the " off going "
signature space. Employee #25 indicated that
he/she reconciled the narcotic count with the
Employee #28, the off going nurse, but that the off
going nurse signed in the wrong column, and that
he/she requested that Employee #28 to resign, but
Employee #28 left the unit. Employee #25
indicated that the narcotic count was correct.

Facility staff failed to sign their signatures in the
correct columns for " Balanced checked by nurse
, coming on duty and Balance checked by nurse
' going off duty " onthe " Controlled Drug Count
| Verification/Shift Count for Narcotics " sheet.

2. Facility staff failed to label four (4) of four (4)
vials of insulin in two (2) of three (3) medication
storage refrigerators. Units 2B and 3B

A. A medication storage refrigerator observation
was conducted on February 13, 2013 at 11: 30 AM
on Unit 2B in the presence of Employee #25.

F 431 F431 !C[
1.

No residents harmed. Maintence
made aware of defecient temperature
reading of refrigerator: re-checked
temperature of refrigerator and
temperature within range according to

protocol.

2. The Nurse Manager or their designee
will conduct daily unit rounds,
monitoring the refrigerator
temperature at least once daily.

3. Monitoring of medication refrigerator
temperatures at least once daily will
be added as an item to the Nurse
Manager Unit Rounds checklist.

4. Nurse Manager Unit Rounds checklist
will be submitted monthly to the
Quality Improvement Manager. The
Nurse Manager Unit Rounds Checklist
will be reviewed by the Focus Quality
Improvement Committee.

5. Date of Compliance

4/5/2013
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It was observed that one (1) vial of Novolog 100
units of insulin was opened with no label to identify
the date that the medication was opened.

B. A medication storage refrigerator observation
was conducted on February 13, 2013 at 11: 40 AM
on Unit 3B in the presence of Employee #26. |t
was observed that one (1) vial of Novolin R insulin
100 units and one (1) vial of Novolog 100 units
and one (1) vial of Lantus 100 units were opened
with no label to identify the date that the medication
| was opened.

Facility staff failed to label four (4) of four (4) vials of
insulin in two (2) of three (3) medication storage
refrigerators.

3. Facility staff failed to ensure that medications
were stored under proper temperature controls in an
isolated observation.

During an observation of the medication storage
refrigerator on Unit 2B revealed a temperature of 33
degrees Fahrenheit (F) on February 13, 2013 at
approximately 11:45 AM. The observation was
made in the presence of Employee #25 and the
temperature was obtained via the facility ' s
refrigerator thermometer.

The medications that were stored in the refrigerator
included various brands of Insulin solution.
According to the facility ' s

1. The licensed nurse received
counseling and education regarding
the facility Medication Administration
Policy that includes documentation of
Controlled Substances

All licensed nurses will receive
education regarding the facility
Medication Administration Policy that
includes documentation of Controlled
Substances.

Nurse Managers or their designee will
conduct a daily audit of the Controlled
Substance (Narcotic ) Signature Sheet
for completeness.

The daily audit of the Controlled
Substance (Narcotic) Signature
Sheet will be an item added to the
Nurse Manager Unit Rounds Audit
Tool: the audit tool will be submitted
montly to the Quality Improvement
Manager and reviewed at the Focus
Quality Improvement Committee.

5. Compliance Date 4/5/2013
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pharmaceutical provider, Omnicare Inc.,
Recommended Minimum Medication Storage
Parameters (based on manufacturer package
inserts) " refrigerated insulin vials were to be
stored at temperatures between 36°F to 46°F.

The refrigerator temperatures were below the
recommend parameters for the medications stored.
The findings were confirmed with Employee #25 at
the time of observation.

4. Facility staff failed to maintain records to
identify usage and disposition of a controlled
medication.

A medication storage observation was conducted
on Unit 3B on February 13, 2013 at approximately
11:50 AM in the presence of Employee #26, the

: following was observed:

Upon reconciliation of a Schedule Il (two) Narcotic,
(Hydromorphone [Dilaudid] HCL [Hydrochloride])
2mg Tablet [Analgesic]. The actual number of
tablets on hand was one (1) tablet. Recorded on
the "Controlled Medication Utilization Record" under
"Amount Remaining" was three (3) dated February
12, 2013.

A face-to-face interview was conducted on February
13, 2013 at approximately 12:00 PM with Employee
#26. He/she indicated that two
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| (2) tablets were given at 9:30 AM this morning
[February 13, 2013], but that he/she failed to sign
out the medication on the "Controlled Medication
Utilization Record".

The observation was made on February 13, 2013,

F 456 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 456
ss=D OPERATING CONDITION

The facility must maintain all essential mechanical,
electrical, and patient care equipment in safe
operating condition.

This REQUIREMENT is not met as evidenced by:

Based on observations made during a tour of
Dietary Services on February 19, 2013 at
approximately 10:15 AM, and during a tour of the
facility, it was determined that the facility failed to
ensure that essential equipment was maintained in
safe operating condition as evidenced by one (1) of
two (2) ovens were observed with a missing bottom
panel exposed wires and two (2) of two (2) personal
refrigerators that were not deemed to be in safe
operating condition prior to use.

The findings include:

1. During a tour of Dietary Services on February 19,
2013 at approximately 10:15 AM, it was determined
that the facility failed to ensure that essential kitchen
equipment was maintained in
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safe operating condition as evidenced one (1) of . . )
two (2) ovens were observed with a missing 1. Personal refrigerators in resident
bottom panel exposed wires. rooms 229 and 137 were inspected
and tagged by maintenance staff as of
This observation was made in the presence of 2/20/13.
Employee #20 who acknowledged the finding. 2. Clinical leadership will communicate
2. Two (2) of two (2) personal refrigerators were to maintenance staff when new
observed "inuse" in resident rooms (#229 and electrical equipment arrives on units,
137) in the absence of a mechanical clearance prior to being placed in service, so
(deeming the refrigerators safe for use) determined that maintenance staff can conduct
by the facility. ) .
timely safety/electrical checks.
The observation was made in the presence of 3. Resident rooms’ stands are inspected
Employees #1 and 14 during an environmental tour daily by Environmental Services Team
F 463 483.70(f) RESIDENT CALL F 463 inspections will be gonducted weekly
Ss=g | SYSTEM - ROOMS/TOILET/BATH by the Plant Operations Management
team.
The nurses' station must be equipped to receive 4. Findings to be reported quarterly to Ql
resident calls through a communication system from Committee.

resident rooms; and toilet and bathing facilities.

This REQUIREMENT is not met as evidenced by:

Based on observations and staff interview for five
(5) of five (5) resident rooms observed, it was
determined that facility staff failed to ensure that the
call system in five (5) residents' rooms were
functioning to allow communication from the
residents to the nurses' station.

The findings include:

1. Facility staff failed to ensure that the call bell

5. Compliance Date 4/5/2013
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system in the residents' rooms and/or bathrooms
were functioning properly.

The call bell in Room #230 did not initiate an
audible alarm when tested in one (1) of one (1)
resident's room observed on February 14, 2013 at
approximately 12:25 PM. Employee #6 stated, "the
staff probably pulled the call bed cord to reach
where the resident was sitting, and this loosened
the cord from the wall outlet." Subsequently, the call
bell was removed and re- inserted into the wall
outlet, which initiated an alarm to the nursing
station.

2. Facility staff failed to ensure that the call bell
system in the residents' rooms and/or bathrooms
were functioning properly in three (3) of five (5)
rooms observed.

2A. A resident room observation was conducted on
February 13, 2013 at approximately 3:19 PM on
Unit 3A in Room 305. The following was observed:

When the residents ' call bell was activated
(pressed) in the room, the call bell would not sound
at the nurses ' station, nor would the light (outside !
of the room over the door) light up. When an ‘
attempt was made to answer the resident from the |
nurses ' station, the audible voice was not heard in '
the room.

Employee #31 made an attempt to readjust the
call bell, but was still unsuccessful in getting the call
bell to function properly. This observation
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#1

1. Call bell was removed and re- inserted
into the wall outlet, which initiated an
alarm to the nursing station as of
2/14/13.

Clinical leadership to meet with plant
operations leadership to delineate
responsibilities regarding working
conditions of call bells. Maintenance
staff repairs system failures once they
are reported by clinical staff.

Call bells will be tested weekly during
multi-disciplinary environmental
rounds.

Findings to be reported to monthly to
QI Committee

5. Date of Compliance 4/5/2013

1. Call bell was checked, reinserted and
found to be operational as of 02/13/13
Call bells inserted incorrectly will

prevent activation of bells, lights and
audible capabilities from nurse station
to resident room and back. Clinical
leadership to meet with plant
operations leadership to delineate
responsibilities regarding working
conditions of call bells. Maintenance
staff repairs system failures once they
are reported by clinical staff.
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F 463 Continued From page 44 F4g3 3 Callbells will be tested weekly during
was made in the presence on Employee #30 and multi-disciplinary environmental
Employee #31. rounds.
4. Findings to be reported to monthly to
58 rivesent b ’ myE QI Committee
. A resident room observation was conducted on :
; . ; 2013
February13, 2013 at approximately 4:26 PM on Unit 2 DeleeComplianee £
3A in Room #323. The following was observed: B
1. Call bell repaired as of 02/13/13.
When the resident ' s call bell was activated 2. Clinical leadership to meet with plant
(pressed) in the room, the bell would sound at the operations leadership to delineate
nurses stathn. When an attempt was made to responsibilities  regarding working
answer the resident from the nurses ' station, the diti f call bells. Maint
audible voice was not heard in the room. condl |on§ @l:callibe s.. ainicpance*
staff repairs system failures once
When the bathroom call bell was pulled, the red they are reported by clinical staff.
light (over the door outside of the room) would not 3. Call bells will be tested weekly during
light up to signal for assistance needed in the multi-disciplinary environmental
bathroom.
rounds. )
' These observations were made in the presence of 4. Findings to be reported to monthly to
Employee #32. QI Committee.
5. Date of Compliance 4/5/2013
2C. A resident room observation was conducted on
February14, 2013 at approximately 10:40 AM on #2C ,
Unit 3A in Room 334. The following was observed: 1. Call bell repaired as of 2/14/13.
2. Call bells inserted incorrectly will

The residents' call bell did not activate in the room
when pressed. Employee #30 made an attempt to
answer the call bell from the nurses ' station, the
voice was not audible in room. Employee #16 was
also present at the time of the observation.
Employee #30 indicated to

prevent activation of bells, lights and
audible capabilities from nurse station
to resident room and back. Clinical
leadership to meet with plant
operations leadership to delineate
responsibilities regarding working
condition of call bells. Maintenance
staff repairs system failures once they
are reported by clinical staff.
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Employee #16 that the only way he/she knew the multi-disciplinary environmental
call bell was pressed , is that he/she looked at the rounds.
system at the front desk and noticed the light 4.  Findings to be reported to monthly to
blinking, it did not sound at the nurses ' station Ql Committee
either. 5. Date of Compliance 4/5/2013
When the bathroom light was activated, the red
light outside of room (over the door) did not light up, #2D
although audible in the bathroom when answered. 1. Call bell was repaired as of 2/14/13.
The ob g e i ; Call bells inserted incorrectly will
e observation was made in the presence o - -
Employee #16 and #30. pre\(ent actlva'.u‘o.n of bells, lights aqd
audible capabilities from nurse station
to resident room and back. Clinical
2D. A resident room observation was conducted on leadership to meet with plant
February14, 2013 at approximately 11:09 AM on 3A operations leadership to delineate
in Room 307. The following was observed: responsibilities regarding working
The residents ' call bell did not activate in the room condition of call bells.
when pressed, when Employee #32 made an 2. Maintenance staff repairs system
attempt to answer the call bell from the front desk, , failures once they are reported by
the voice was not audible in room. The resident clinical staff
light did not light up (outside of the room over the N .
door) . 3. Call bells will be tested weekly during
multi-disciplinary environmental
rounds.
. ) 4. Findings to be reported to monthly to
2E. A resident room observation was conducted Ql Committee
on February14, 2013 at approximately 12:02 PM on - 15/2013
Unit 3Ain Room #332. The following was 5. Date of Compliance 415
observed:
#2E
When the residents' call bell (cord) was pulled in 1. System tested and found to be
the bathroom, the light would activate, when operational as of 02/14/13.
Employee #30 answered the call bell from the 2. Resident call bells in restrooms do not

nurses station, the response was not audible in

have the audible function. Call bells in
shared resident restrooms sound in
either of the shared resident rooms.
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room 332, the audibility was heard in the room next malfunctlon' noted. .
door to room 332 (334). 3. Call bells will be tested weekly during
multi-disciplinary environmental
The observations were made in the presence of rounds.
Employees #16 and #30. 4. Findings to be reported to monthly to
F 469 483.70(h)(4) MAINTAINS EFFECTIVE PEST F 469 Ql Committee
S5=DYCONTIROL EROGRAN 5. Date of Compliance 4/5/2013
The facility must maintain an effective pest control
program so that the facility is free of pests and F469
rodents. -
#1,2
1. Facility engaged pest control vendor,
This REQUIREMENT is not met as evidenced by: and area was serviced on 2/25/13.
2. Pest control vendor inspects/services
Based on observation and staff interview it was facility on a weekly and as needed
determined that facility staff failed to maintain an basis
effective pest control program to ensure that the 3 R d t unit . ted dailv b
facility is free of pests. ) es_l Sl cl |r.13pec ed aaily by
Environmental Services Team
The findings include: leaders/ Supervisors. Follow-up
inspections will be conducted weekly
Flying pests were observed as follows: by the Plant Operations Management
! team.
1. On unit 1-A at the nursing station in the presence 4. Findings to be reported quarterly to QI
of Employee #4 on February 14, 15 and 19, 2013. Committee.
. o . 5. Date of Compliance 4/5/2013
2. In room #102 while observing incontinence care,
in the presence of Employee #15 on February 19,
20183.
F 514 483.75(1)(1) RES F 514
ss=p RECORDS-COMPLETE/ACCURATE/ACCESSIBLE
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each resident in accordance with accepted
professional standards and practices that are
complete; accurately documented; readily
accessible; and systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided, the results of any preadmission
screening conducted by the State; and progress
notes.

This REQUIREMENT is not met as evidenced by:

Based on record review and staff interview for one
(1) of 41 sampled residents, it was determined that
facility staff failed to ensure that one (1) resident's
weight was accurately documented in the clinical
record. Resident #98.

The findings include:

According to the clinical record, Resident #98 was

" admitted to the facility on October 18, 2012 for
Physical Therapy, Occupational Therapy and
Speech Therapy.

A review of the "Master problem list" revealed
resident ' s diagnoses included: Stroke (frontal),
History of Stroke (2007); Atrial Fibrillation and
Hypertension.

A review of the Admission Minimum Data Set
(MDS) with an Assessment Reference Date (ARD)
of October 25, 2012 revealed Resident #98 was
coded under Section K0200 as weighing 160
pounds on admission.
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The " Physician's Order Sheet and Plan of Care "
signed and dated October 19, 2012 directed: "
Weight-Weekly x (times) 4; Other: Admission
weight, 2nd (second) day weight. "

The unit's " Up To Scale Weight Record "
revealed the following weights:

October 18, 2012- 217.7 pounds

October 19, 2012 - 157.8 pounds

October 24, 2012- 158 pounds

October 31, 2012- 159.6 pounds

A review of a printout from Optimus (electronic
medical record) titted " Resident's Weight On or
after 10/18/12 " revealed the following weights:

October 18, 2012- 217.7 Ibs (pounds)
October 24, 2012 - 158 Ibs
November 7, 2012 - 159 Ibs

| November 14, 2012 - 157.2 Ibs

An " Initial Nutrition Risk Assessment " dated
October 22, 2012 (no time indicated) revealed: " ...
Interventions - Monitor weight weekly x 4; on
mechanical soft d/t [due to] swallowing deficient, po
(by mouth intake) good- 75-100 percent of meals,
217.7 [pounds]. Over wt (weight) but weight loss not
an issue at this point due to age, [no] recent labs,
no edema, no skin openings. Continue to F/U
(follow-up), diet meets needs. "

Facility staff failed to document or address the
weight variance of 59.7 pounds; which is indicative
of a significant weight change from October 18,
2012 to October 19, 2012.

1. The weight recorded on October 18
was a scale (mechanical) error, and
all other recorded weights from
October 19-october 31 were accurate.
This incident was addressed by
documenting the scale error. Then the
resident’s weight was monitored to
ensure consistency and
documentation was put in place. The
resident was not negatively affected
by the error.

2. Aaudit of weight records indicated
that there were no other residents
affected by the practice.

3. The Dietitian and facility staff will use
the second day weight (performed by

. the Weight Team) to ensure
consistency. The Weight Team will
develop a weekly weight report for all
residents on weekly weights. Reports
will be given to nursing staff and
dietitians. The Dietitian will be
responsible for ensuring weights are
consistent and will communicate with
nursing as needed. The weight team
will inform dietitian and nursing of
any weight
discrepancies within 24 hours, and
re-weigh will be done to verify change
in weight.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
095005 ol 02/21/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3720 UPTON STREET NW
THE WASHINGTON HOME
- ] WASHINGTON, DC 20016
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION : (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 514 Continued From page 48 F 514 F514

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: RSE411

Facility ID: WASHHOME

If continuation sheet Page 49 of 50




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/13/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
095005 B. WING, 02/21/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3720 UPTON STREET NW
THE WASHINGTON HOME
WASHINGTON, DC 20016
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 514 Continued From page 49 F 514

A face-to-face interview was conducted with
Employee #7 on February 20, 2013 at
approximately 3:30 PM. After reviewing the clinical
record; he/stated: " The admission weight is not
correct, the weight on the second day is correct. "

Another face-to-face interview was conducted with
Employee #23 on February 21, 2013 at
approximately 10:30 AM. Employee #23
acknowledged that he/she failed to look at the

2nd (second) day weight recorded on the weight
sheet prior to his/her nutrition assessment written
on October 22, 2013. The clinical record was
reviewed on February 21, 2013.

Weekly weights will be reviewed
weekly and reported and discussed in
the weekly Focus QI Meetings. Any
variance(s) will be reported to the
weekly meetings and monthly Ql

Committee meetings.
5. Compliance Date

3/22/2013
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