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. .y +459- What  Correcive achon(s) Wil D€
{F 000} | INITIAL COMMENTS {F 000} accomplished for those residents found to
have been affected by the deficient practice?
A follow-up survey (to the re-certification survey b . ded :
on July 31 through August 13, 2007) was The Resident provided a written consent on
- . 9/13/07 for the facility to continue to act as his-
conducted on October 5, 2007. The following - " The B offi
deficiencies were based on record review representaive payee. b s e
. A 1ew, ‘ Director immediately began formulating policies
opsewatlons an‘d staff interviews. The sample and procedures for the business office in
‘size was 14 residents based on 60% of the reference to the facility becoming representative
standard survey sample for 117 residents. pay for all residents.
{F 159} | 483.10(c)(2)-(5) PROTECTION OF RESIDENT {F 159} .
.ss=F | FUNDS . 2. How will you identify other residents
) . _ having the potential to be affected by the same
Upon written authorization of a resident, the d";]r;cl;‘*"‘ li’”':"“ and what corrective action
facility must hold, safeguard, manage, and will be taken® _ .
account for.the personal funds of the resident All other resident financial folders were gud?ted
deposited with the facility, as specified in and no others found to hase ihe same deheient
- p . . practice. s the policy and procedures were n
paragraphs (C)(3)-(8) of this section. yet written al the time the survevor spoke to the
The facili Business Office Director all residents have the
e facility must deposit any resident's personal potential 1o be affected by this deficient practice.
funds in excess of $50 in an interest bearing
accour!t_(or accour)ts) that is separate from any of 3. What measures will be put into place or
the facility's operating accounts, and that credits what systemic changes you will make to
all interest earned on resident's funds to that ensure that the deficient pracnce does not
account. (In pooled accounts, there must be a recur?
separate accounting for each resident's share.) New polices and procedures were written and
_ ) _ completed for the business office at SHW-
The facility must maintain a resident's personal Capitol Hill on 10/15/07. See atiached #1. All
funds that do not exceed $50 in a non-interest business office staff were educated on new
bearing account, interest-bearing account, or policies and procedures and trained on the proper
paperwork to be completed and retained in the
petty cash fund. i _
resident’s financial file.
The facility must e_stab_ltsh‘ and maintain a system 4. How the corrective action(s) will be Jo.,co
that assures a full a_“d complete and separate monitored to ensure the deficient practice will
account[ng, ag:cqrdmg to generally accepted net recur, ie. What quality assurance
accounting principles, _of each resident's personal program will be put into place?
funds entrusted to the facility on the resident's
behalf. All residents who have selected the facility to act
as rep payee will be audited and reviewed
The system must preclude any commingling of quarterly. ,A” deficient practices wi!l be repoﬁed
resident funds with facility funds or with the funds and an action plan done when deficient practices
] _ - are noted to QA monthly committee.
ATORY DIRECTWUPPUER Ri{EjENTATIVE‘S SIGNATURE TITLE (X6) DATE
AL -, ( — /& ,,zézmm 15 et /0//?/(/ 7

Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excused from correcting providing it is delermmed that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of carrection is provided. 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 Specialty Hospital of Washington

APPLYING FOR REPRESENTATIVE
PAYEE

OCTOBER 15, 2007

BUSINESS OFFICE

I. Purpose: To ensure that resident’s or his/her legal representative’s rights and funds are
protected.
II. Policy:  The facility will apply to be selected as a “Representative Payee” only upon receiving a

written consent from the resident or his/her legal representative.

I111. Procedure:

A. A copy of a letter from the resident/representative requesting the facility to the appointed the
Representative Payee must be on file.

B. The Social Security Administration Form SSA-11 (REQUEST TO BE SELECTED AS PAYEE)
will be completed and signed by the facility representative.

C. A physician statement certifying that the resident is unable to manage his/her own financial
affairs will be completed, signed, and dated by the attending physician.

D. All the above documents will be mailed to Social Security Administration for processing and a
copy will be retained in the resident’s financial file.

APPROVALS:
Dept Manager Date CEO Date
Administrator, LNHA Date Governing Board Date

Policies & Procedures Review & Development ADM.1.1 Page 1 of 1
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{F 159}

Continued From page 1
of any person other than another resident.

The individual financial record must be available
through quarterly statements and on request to
the resident or his or her legal representative.

The facility must notify each resident that receives
Medicaid benefits when the amount in the
resident's account reaches $200 less than the
SSI resource limit for one person, specified in
section- 1611(a)(3)(B) of the Act; and that, if the
amount in the account, in addition to the value of
the resident's other nonexempt resources,
reaches the SSI resource limit for one person, the
resident may lose eligibility for Medicaid or SSI.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, it was
determined that facility staff failed to develop a
system, policy or procedure for obtaining written
authorization from residents and/or responsible
parties prior to the facility .acting as representatlve
payee for residents.

The findings include:

A review of the business office’s policies revealed
that there was no policy or procedure for the
facility to become the representative payee for the
resident.

A face-to-face interview was conducted with
Employee #5 on October 5, 2007 at 2:30 PM.
He/she was asked if the facility had a system to.
ensure that the resident and/or responsible party
would be contacted prior to identifying the facility
as the representative payee. He/she stated, "

{F 159}
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hallway wall near the shower room.

2. Four (4) of 39 baseboards with marred and/or
damaged surfaces were observed in the following
areas: 6103, 6105, 6118, and the 6th floor shower
room tile baseboard.

- monitored to ensure the deficient practice will
not recur, j.e. What quality:- assurance
program will be put into place?

Maintenance and Housekeeping Supervisors will
make routine rounds weekly of the environment
and check all rooms. The results will be reported

to the QA monthly committee.

SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
{F 159} | Continued From page 2 {F 159} v ,
We have a new system [system name] that ' 1. ‘Vh;'lth dC(}rrectt'i]ve acti'zn(_st) rwnlld tt,e
overs our handling of residents ' money an , |Accomplishec for those resicents founc 1o
covers ou g ; ‘i .ey d- F253-12  |have been affected by the deficient practice?
meets all the regulations. But there isn't anything . :
. t that di th for th 113 of 39 walls with marred and/or damaged
n [new system] that discusses - e process for the surfaces observed in rooms 6103, 6104, 6112,
_facu.hty to become a re.presentatlve payee for a 6118, 6123, 6127, 6130, 5142, 5111,5104, 4139,
res.'dem' s funds. | will have to develop that 4110, 4104, and the 5™ floor hallways near the
o policy. " ' shower room ‘are all in the process of being
{F 253} | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE {F 253} | painted.  Painting began on 8/27/07. The
SS=E baseboards will be replaced in rooms 6103,
The facility must provide housekeeping and . 6105, 6118, and shower room by 10/25/07.
maintenance services necessary to maintain a " 0 dentify other residents
i : i ; . How will you identify
I . :
sanitary, orderly, and comfortable interior having the potential to be affected by the same
deficient practice and what corrective action
: . . will be taken?
1 This REQUIREMENT is not met as evidenced . . .
by All other areas in the nursing center were
OY- . . . inspected for marred and damaged surfaces and
Based on Obs_e,rva?'ons durmg the environmental baseboards. All residents have the potential to
tour of the facﬂuty, it was determined t.hat : be affected by this deficiency. There were other
houseke_epmgvand;mat_ntenanc‘e services were areas found that were placed on the painters
not provnded.to malntaln a sanitary, orderly and schedule for repair. No other base boards were
comfortable interior as evidenced by: marred found needing repair.
and/or damaged walis, baseboards, nightstands, ' . B
a five drawer chest and cabinets and missing 3. What measures will be put into place or
blinds. These observations were made in the what systemic changes you will make to
presence of Employee #1 and Employee #3 on ensure that the deﬁqent practice does not
October 5, 2007 between 8:45 AM and 11:00 AM. recur? ‘ -
: All staff have been instructed to report damaged,
The findings include: marred and scarred areas to maintenance
' - immediately. The painter will continue to add
. . areas identified on his schedule for painting
i 1. :f3 of 39 wa"SbWIth mda.rret?] a?dlqor Qamaged ) Maintenance and Housekeeping Supervisors will
Su aces were observed in the Tohowing rooms: monitor during weekly rounds.
6103,6104, 6112, 61_18, 6123, 6127, 6130, 5142,
5111, 5104, 4139, 4110, 4104 and the 5th floor 4. How the corrective action(s) will be 10/25/07
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{F 159} | Continued From page 2 {F 159} : :
We have a new System [System name] that 1. What Corrective action{s) will be
covers our handling of residents * money and accomplished for those residents found to
'meets all the regulations. But there isn't anything | F293 - '%?}“;;;“ ’?f{]ected dby ;hefdz“’;'cf‘e"t dprm'_ceh‘, t
in [new system] that discusses the process for the 345 ¢ mightstands, .- 0 fve drawer ehes
facility to become a representati f will be replaced the order was placed on 10/5/07.
R ident ' s funds. | preséntative payee lor a The 2 of 39 damaged cabinet doors were
resident s funds. will have to develop that removed in both rooms.
. _ policy. _ : :
{F 253} | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE {F 253}2. How will you identify other residents
'~ 8S=E - having the potential to be affected by the same
The facility must provide housekeeping and deficient practice and what corrective action .
| maintenance services necessary to maintain a will be taken? .
sanitary, orderly, and comfortable interior. A complete audit of the nursing center rooms
was done by the Administrator to include the
1 - nightstands, five drawer chests and cabinet doors
1 This REQUIREMENT is not met as evidenced and the listing was given to the CEO, Materials
by: ' . Manager, and Facilities Plant Director for repair,
Based on observations during the environmental replacements and or fixing on 10/15/07,
L(;ursofkth: f_acmty,d«t was qetermlned t.hat : 3. What measures will be put into place or
° ‘_u € e ping an_ 'ma!ntenanc;e_servvces were what - systemic changes you will make to
n_ot__prowded'to malntam a.vsanltary. orderly and ensure that the deficient practice does not
comfortable interior as evidenced by: marred recur? '
and/or damaged walls, baseboards, nightstands, The audited listing will'be a phase in process for
a _ﬁve-drawer chest and'cablnets and missing replacement and repair of all items in the nursing
blinds. These observations were made in the center and placed on the 2008 capital request.
presence of Employee #1 and Employee #3 on See attachment #2. '
‘October 5, 2007 between 8:45 AM and 11:00 AM.
; ’ v : 4. How the corrective action(s) will be 10/25/07',
The findings include: menitored to ensure the deficient practice will .
‘ not recur, i.e. What quality assurance
1. 13 of 39 walls with marred and/or damaged it w";" ¢ put e glac;? 4 immediatel
'surfaces were observed in the following rooms: S P e o 1wl romerted 1o
A will continue to be monitored and reported to
6103, 6104, 6112,6118, 6123, 6127, 6130, 5142, monthly Quality Assurance meetings by
15111, 5104, 4139, 4110, 4104 and the 5th floor maintenance and housekeeping departments until
hallway wall near the shower room. al} items are completed.
2. Four (4) of 39 baseboards with marred and/or
damaged surfaces were observed in the following
areas: 6103, 6105, 6118, and the 6th floor shower
room tile baseboard.
_ i :
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{F 159} | Continued From page 2 {F 159}

We have a new system [system name] that ’

covers our handling of residents ' money and F253 6 1. Wh:'lt Corrective action(s) will be
“meets all the regulations. But there isn't anything i accomplished for those residents found to
in [new system] that discusses the process for the have been affec_teq by tl_ne deficient p(;a‘cnc;]?23
facility to become a representative payee for a 211769 (;’]f] 39 5“]“55:‘“531 gl‘"i']?ftz ;‘;’;e 4]"; o o
resjder}'t 's funds. | will have to develop that 1100 were repla’ce 4 imme di’a;e]y on Fri day,

= nEa policy. : . |Octaber 5,2007..

{F 253} | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE {F 253} .

SS=k 2. How will you identify- other residents
The facility must provide housekeeping and having the potential to be affected by the same -
maintenance services necessary to maintain a deficient practice and what corrective action
sanitary, orderly, and comfortable interior. will be taken? .

" |All other resident rooms on the 4%, 5% and 6"
' : floors were checked for missing blind slots. No
This REQUIREMENT is not met as evidenced others were found. No other resident affected by
by: this deficient practice. .
Based on observations during the environmental . .
tour of the facility, it was determined that . 3. What measures will be put into place or

what systemic changes you will make to
ensure that the deficient practice does not
recur?

“housekeeping and maintenance services were
not provided to maintain a sanitary, orderly and
comfortable interior as evidenced by: marred
and/or damaged walls, baseboards, nightstands,
a five drawer chest and cabinets and missing
blinds. These observations were made in the
presence of Employee #1 and Employee #3 on

During weekly. environmental rounds all rooms
will be inspected” by Housekeeping and
Maintenance Supervisors to ensure blinds are not
missing in residents rooms.

. . 10/25/07 -
October 5, 2007 between 8:45 AM and 11:00 AM. 4. How the corrective action(s) will be - | 125
. : i monitored to ensure the deficient practice will
The findings include: not recur, i.e. What quality assurance

: program will be put into place?
1. 13 of 39 walls with marred and/or damaged
surfaces were observed in the following rooms:
6103, 6104, 6112, 6118, 6123, 6127, 6130, 5142,
5111, 5104, 4139, 4110, 4104 and the 5th floor
hallway wall near the shower room.

The Maintenance and Housekeeping Supervisors
will report all deficient practices to the monthly
quality assurance meetings. '

2. Four (4) of 39 baseboards with marfred and/or
damaged surfaces were observed in the following
areas: 6103, 6105, 6118, and the 6th floor shower
room tile baseboard.
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. j T. What COrFeCtive attor(sy Wi oe
{F 253} | Continued From page 3 {F 253}|accomplished for those residents found to
: have been affected by the deficient practice?

3. Five (5) of 39 damaged nightstands were F309-1 (The employee was counseled on proper hand

observed in the following rooms: 6105, 6116, hygiene and infection control technigues.

5123, 5154, and 5146. ' Medication nebulizers will be placed in labeled
resident bags for delivery of respiratory

4. One (1 o1 59 damaged fv craver chestwas medaion 10 sod o R T

observed in room 4106. '

. - i 2. How will you identify other residents

5. TWOv (2) of 39 damaged cabinet doors in rooms having the potential to be affected by the same

6130 and 5113. deficient practice and what corrective action
B . .| will be taken?
6. Nine (9) of 39 missing blind slats were All other employees were given competency
observed in the following rooms: 6123, 6116, testing on hand hygiene.  All other areas in
: 6112, 5154, 5104, 4154, 4147, 4139 and 4102. nursing center were checked to ensure no other
{F 309} | 483.25 QUALITY OF CARE {F 309} resident had nebulizer treatment and mask stored
$5=D improperly. No other deficiencies found.
Each resident must receive and the facility must 3. Wh ‘ il be put into pl
provide the necessary care and services to attain - What measures will be put Into place oF
. . S . L what systernic changes you will make to
or maintain the highest practicable physical e j
- . o N ’ ensure that the deficient practice does not
mental, and psychosocial well-being, in recur?
accordance with the comprehensive assessment ; i
] All respiratory employees were re-educated in
and plan of care. ; . .

_ proper hand hygiene and infection control
practice, as well as proper storage of medication
nebulizers. Respiratory Dircction will monitor

) e ) during daily rounds and conduct monthly
This REQUIREMENT is not met as evidenced random audits to ensure that all. medication
by: nebulizers are stored properly. Director will also
Based on observation, record review and staff conduct random quarterly skills competency to
interview for two (2) of 14 sampled residents, it ensure respiratory therapists are adhering to
was determined that facility staff failed to: wash proper procedure.
his/her hands prior to a nebulizer treatment and

. iv i i 10/25/07
store the nebulizer and mask properly for one (1) 4. How the corvective action(s) will be
resident and conduct a dietary consult and monitored to ensure the deficient practice will
rehabilitati , ) ry . not recur, i.e. What quality assurance
| rehabilitation screening for one (1) resident program will be put into place? :
according to facility policy. Residents W1 and Respiratory Director will continue to monitor
W6. and report all deficient practices to monthly QA
meetings.
The findings include:
]
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and mask properly for Resident W1.

The facility's Infection Control Program for
2007/2008 included, "Hand Hygiene

included on the sign in sheet. However, he/she
did not sign to indicate that he/she attended the
inservice on any of the aforementioned dates.

2. Facility staff failed to conduct a dietary consult
and a rehabilitation screen as per facility policy for
Resident W6.

A. The dietician failed to conduct a dietary
consult as per facility policy.

The Nutrition Assessment and Documentation

1 all

1D PROVIDER'S PLAN OF CORRECTION (Xs) -
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{F 309} | Continued From page 4 , {F 309}
1. Facility staff failed to wash his/her hands prior | F309 -2A ‘
to a nebulizer treatment and store the nebulizer 1. What  Corrective action(s) will be

accomplished for those residents found to
have been affected by the deficient practice?
The Dietician immediately found the dietary
consult for resident W1 which was done on

M . 9/26/07, and placed it in the resident’s record.
Procedures:... C. Perform Hand Hygiene... 2. , /9/?5
Before direct contact with a resident..." 2. How will you identify other residents
having the potential to be affected by the same

On October 5, 2007 at 9:18 AM, the respiratory deficient practice and what corrective action
therapist entered Resident W1's room, donned will be taken?
gloves, listened to Resident W1's breath sounds All other resident records were reviewed to
with a stethoscope and obtained a pulse ensure dictary consults were present. No other
oximetry. He/She did not wash his/her hands deficient practices found.
prior to putting on the gloves. He/She removed , _ _ ) :
the nebulizer unit with mask from the oxygen wall 3. What measures will be put into place or
unit. The nebulizer unit and mask were not what systemic changes you will make to
covered. ensure that the deficient practice does not
. recur?
A face-to-face interview was conducted with the E’n’ig ’ig:]‘];’]’e‘[’;zi e&”ggfg}ﬁ: :}’;';’;g:i’:;"f}fe‘g
resp"ato.ry therapist at the tm,],e of the - . within 5 business days in the resident’s record.
observation. He/She stated, "It [nebulizer unit The Dietician will do weekly reviews of all
and mask] is supposed to be in the bag". resident records to ensure that all consults are

- done and present on each residents chart utilizing
There was a facility inservice entitled "Hand a newly developed QA tool.
Hygiene” conducted August 9, 10, 11, 12 and 13,
2007. The respiratory therapist's name was 4. How the corrective action(s) will be | 55547

monitored to ensure the deficient practice will
not recur, i.e. What quality assurance
program will be put into place?

The Dietician will continue to monitor and report
deficient practices to monthly Quality
Assurance meetings.
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1. Facility staff failed to wash his/her hands prior |g309 .24

to a nebulizer treatment and store the nebulizer
and mask properly for Resident W1.

The facliity's Infection Control Program for
2007/2008 included, "Hand Hygiene
Procedures:.... C. Perform Hand Hygiene... 2.
Before direct contact with a resident...”

On October 5, 2007 at 9:18 AM, the respiratory
therapist entered Resident W1's room, donned
gloves, listened to Resident W1's breath sounds
with 3 stethoscope and obtained a pulse
oximetry, He/She did not wash his/her hands
prior to putting on the gloves. He/She removed
the nebulizer unit with mask from the oxygen wall
unit. The nebulizer unit and mask were not
covered.

A face-to-face interview was conducted with the
respiratory therapist at the time of the
observation. He/She stated, "It [nebulizer unit
and mask]is supposed to be in the bag".

There was a facility inservice entitled “Hand
Hygiene" conducted August 3, 10, 11, 12 and 13,
2007. The respiratory therapist's name was
included on the sign in sheet. However, he/she
did not sign to indicate that he/she attended the
inservice on any of the aforementioned dates.

2. Facility staff failed to conduct a dietary consuilt
and a rehabilitation screen as per facility policy for
Resident W6.

A. The dietician failed to conduct a dietary
consult as per facility policy.

The Nutrition Assessment and Documentation

L

1. What Corrective action(s) will be
accomplished for those residents found to
have been affected by the deficient practice?”
The Dicticion wos counscled by the Dietory
Director as the dietary consnlt for resident W1
which wans done on 9/26/07 was found in the
chart completed, but not in a timely menner.

2. How will you identify other residents
having the potential to be affected by the snme
deficient practice and what corrective action
will be taken?

All other resident records were reviewed 10
ensure  dictury consults were present  wnd
completed in a timely manner. No other
deficient practiccs found.

3. What measures will be put into place or
what systemic changes you will make (o
cnsure that the deflclent practlec does not
recur?

The Dicrician was educuted on the impormnce of
timely completion of consults and placing them
within 5 busincss days in the rcsident’s record.
The Dietician will do weekly reviews of all
resident records to cnsurc that all consults are
done and present on each residents chart utilizing
a newly developed QA tool,

4, How the correctlve actlon(s) will be
monitored 1o ensure the deflcient practice will
not recur, Le. What quality assurance
propram wlll be put Into place?

The Dietician will continue 10 monitor and report
all deficient practices to monthly Quality
Assurancc mcetings.

10/25/07
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"Dietary consults within 5 business days of
physician order”.

Resident W6 was admitted to the facility on
September 14, 2007 with the following diagnoses:
Anoxic brain injury following CPR secondary to
Respiratory Failure, CHF (Congestive Heart
Failure, HTN (Hypertension, S/P (Status Post
tracheostomy, S/P Peg Placement, S/P
Substance Abuse, Encephalopathy, Asthma,
Seizure Disorder, Cardiomyopathy, Pneumonia
and UTI (Urinary Tract Infection).

The Admission ordersdated Se‘ptember 14, 2007
included an order for "Dietician Consult”. The
record revealed an initial dietary consult dated

‘September 26, 2007, 12 days after Resident W6

was admitted.

B. The rehabilitation staff failed to conduct
screenings as per facility policy.

Policy number 1303 "Resident Screenmg" dated
June 1996 and reviewed July 2003 included,
"Policy, 1. The screening procedure will be
performed and documented within 48 working

| hours of admission ... ”

A review of the record revealed physical therapy
and occupational therapy screens dated

-September 25, 2007, 11 days after admission. A

speech therapy screen was dated September 14,
2007, 10 days after admission.

A face-to-face interview was conducted with the
‘RCC (Resident Care Coordinator) on October 5,
2007 at approximately 11:30 AM. He/She
acknowledged that the consult and screens were

accomplished for those residents found to
have been affected by the deficient practice?

All missing resident screens were placed on the
residents charts immediately as they were
already done. : )

having the potential to be affected by the same
deficient practice and what corrective action
| will be taken?

All other residents’ charts were reviewed for
missing screens. No others found, no other
resident affected by this deficient practice.

3. What measures will be put into place or
what systemic changes you "will make to
ensure that the deficient practice does not
recur?

Rehab staff educated on the importance of doing
screens timely. Weekly chart audits for new
admissions and residents with falls will be
maintained as a QA" measure to ensure that
resident admission and fall screens are on
residents charts in accordance with facility
policy and procedure. The Director of Rehab
will monitor.

4. How the corrective action(s) will be
monitored to ensure the deficient practice will
not recur, i.e. What quality assurance
program will be put into place?

The Rehab Director will report all deficient
practices to the monthly QA meetings.

2. How will you identify other residents

. _ (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
{F 309}  Continued From page 5 {F 309}
Standards dated March 16, 2006 included, . . .
F309-2B (1. What Corrective action(s) will be
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{F 309}| Continued From page 5 {F 309)
Standards dated March 16, 2006 included,
"Dietary consults within 5 business days of F309-2B |1, What Corrective action(s) will be
physician order". accomplished for those resldents found to
have been affected by the deficient practice? /
Resident W6 was admitted to the facllity on Rehab Director was -informed on the importance /
September 14, 2007 with the following diagnoses: of all esident screens being done in a timely
Anoxic brain injury fbllowing CFR secondary to manner ond being pluced in cuch resident's
Respiratory Failure, CHF (Congestive Heart record.
fra"‘r’"e ':TN (Hsy/gei;tens;?n S/P 'E;Stg}gs Post 2. How will you identify other residents
acheostomy, eg FFlaceme having the potentlal to be afiected by the same
Substance Abuse, Encephalopathy, Asthma, “ | deflclent practice and what corrective action
Seizure Disorder, Cardiomyopathy, Pneumonla will be taken?
and UTI (Urinary Tract Infection). All other residents’ charts were revicwed for
. missing screens or screcns not donc in o timely
The Admission orders dated September 14, 2007 manner. No others found. no other resident
included an order for "Dietician Consult”. The nffected by this deficient pructice.
record revealed an initial dietary consuit dated
September 26, 2007, 12 days after Resident W6 3, What mensures will be put inte place or
was admitted. what systemic changes you will make to
ensure that the deflclent practice does not
B. The rehabilitation staff failed to conduct recur?
screenings as per facility policy. ' Rehab stmff educated on the importance of doing
scrcens timely.  Weekly chart audits for new
Policy number 1303 "Resident Screening", dated admissions und residents with falls will be
. ] ' maintained as a QA messure to cnsure that
.‘.’;nf 19?6 $:d rewewgd July 20§3 mc'.uf:)ed’ resident admission und fall screens are on
olicy, 1. e screening procedure wii e residents charts in accordance with facility
performed and qocum“entEd within 48 working policy nd proccdure.  The Dircctor of Rehub
hours of admission ... will monitor.
A review of the record revealed physical therapy 4. How the corrective action(s) will be | 10/25/07
and occupational therapy screens dated monitored to ensure the deficient practice will
September 25, 2007, 11 days after admission. A not rec"ry_" l’)-e- What lquahty assurance
speech therapy screen was dated September 14, progrom will be put into plnce?
2'807 10 daygyafter admission P 1 The Rehab Director will report all deficient
' ) practices 10 the monthly QA mcetings,
A face-to-face interview was canducted with the
‘RCC (Resident Care Coordinator) on October 5,
2007 at approximately 11:30 AM. He/She
acknowledged that the consult and screens were J
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The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents. ' ’

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview for
one (1) of 14 sampled residents, it was
determined that facility staff failed to provide
adequate supervision for one (1) resident who fell
and maintain a hazard free environment as
evidenced by: unsecured skid strips and broken
electrical outlet covers. Resident S1. .

The findings include:

1. A review of Resident S1's record revealed a

| nurse's note dated September 28 (29), 2007 at
15:30 AM, "Resident called at approximately 5 AM

and was observed sitting on the floor. Resident
notified writer that (he/she) was trying to retrieve
(his/her) call bell which was dropped... no

apparent injuries..."

A "Physical Therapy-Functional Needs Screening"
was conducted on September 30, 2007 by the
physical therapist. According to "Therapy
Recommendations: Patient fell out of (his/her)
‘bed. Physical Therapy not indicated at this time -

secondary to: _Pat_ie'nt at maximal level of

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 309} | Continued From page 6 ' {F 309}
not conducted timely. The record was reviewed 1. What Corrective action(s) will be
_ on October 5, 2007.. Fa2 hccomplished for those residents found to
{F 323} {483.25(h) ACCIDENTS AND SUPERVISION {?: &23} have been affected by the deficient practice?
'§S=D ) The Charge Nurse and the CNA' were both

ounseled on the importance of responding to
residents needs in an appropriate amount of time.
Resident S1 was screened by OT on 10/18/07 for
possible interventions to assist the resident in
reaching.

. How will you identify -other residents
anaving the potential to be affected by the same
deficient practice and what corrective action
will be taken?

All other resident charts were reviewed in the
Jast 30 days to determine if rehab screens were
needed and 1o ensure appropriate interventions
are in place. No other residents found.

3. What measures will be put into place or
what systemic changes you will make to
ensure that the deficient practice does not
recur?

Unit Managers will ensure that all residents
"sustaining a fall be referred to PT, and OT for
screening within 48 hours. Residents that have
sustained an injury due to fall, will be reviewed
by the falls committee for further appropriate
interventions. if a resident refuses the
interventions offered the refusal will be brought
1o the attention of the Fall committee by the Unit
Manger and optional interventions will be
implemented and discussed.

4. How the corrective action(s) will be
monitored to ensure the deficient practice will
not recur, i.e. What quality assurance
program will be put into place?

Unit Managers will continue to monitor and will
report at the monthly Quality Assurance
meetings any deficient practices.

10/25/07
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SUMMARY STATEMENT OF DEFICIENCIES

The facllity must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives
adequate supervision and assistance deyices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview for
one (1) of 14 sampled residents, it was
determined that facility staff failed to provide
adequate supervision for one (1) resident who fell
and maintain a hazard free environment as
evidenced by unsecured skid strips and broken
electrical outlet covers. Resident S1.

The findings include:

1. Areview of Resident S1's record revealed a
nurse's note dated September 28 (29), 2007 at
5:30 AM, "Resident called at approximately 5§ AM
and was observed siiting on the floor. Resident
notified writer that (he/she) was trying to retrieve
(his/her) call bell which was dropped... no
apparent injuries...”

A "Physical Therapy Functional Needs Screening”
was conducted on September 30, 2007 by the
physical therapist. According to "Therapy
Recommendations: Patient fell out of (his/her)
bed. Physical Therapy not indicated at this time.
secondary to: Patient at maximal level of '

rcsidents needs in un upproprinie amount of time.
Resident S1 was screened by OT on 10/18/07 for
possible interventions to ussist the resident in
rcaching, Resident care plan was updated with
new interventions to  includc  more  stoff
monitoring snd supervision and a long handled
reucher to ugrists resident in grubbing items fur
away,

2. How will you identify other residents
having the potential to be affected by the same
deficient practice snd what corrective action
will be taken?

Al other resident chorts were reviewed in the
last 30 days to determine if rehab scrcens were
nceded und to  cnsurc  opproprinte  nursing
interventions are in place. No other residents
found.

3. What measures will be put-into place or
what systemlc changey you will make to
ensure that the deflcient practice does neot
recur?

Unit Managers educated by DON 10 ensure that

all residents susmining a fall be referred to PT.

and OT for screening within 48 hours. Residents
that have sustaincd an injury due to fall will be
reviewed by the falls' committce for further
appropriate interventions. If o resident rcfuscs
the interventions offered the retusal will be
brought to the attention of the fall commiittee by
the Unit Manger and optional interventions will
be implemented and discussed.

4, How the corrective actlon(s) will be
monitored to ensurc the deficient practice will
not recur, lLe. What quality assurance
program will be put into place?

LUnit Managers will continue to monitor and will
rcpost  at the monthly Quality Assurance
meetings any deficient pracrices.

(X4) 1D b PROVIDER'S PLAN OF CORRECTION )
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DEFICIENCY)
{F 308} Continued From page 6 {F 309} 1. What Corrective action(s) will be
not conducted timely. The record was reviewed F323 1 accomplished for those residents found to
on October 5, 2007. : i have been aifected by the deficient practice?
{F 323} | 483.25(h) ACCIDENTS AND SUPERVISION {F 323)| The Charge Nursc and the CNA were both
82D s counseled on the importance of responding 10
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functioning." - .
F323-2 1. What Corrective action(s) will be
R S g : ccomplished for those residents found to
Acc;ordmg to the resident's care P'an.’ last tave b‘e)en affected by the deficient practice?
reviewed Septer_nber 26, 2007, "At risk for falls The skid strips in both shower stalls on the 6"
due to right i?'emtparesys and .b“atera| upper level floor were replaced again on October 17, 2007.
contractures” under "Approaches: low bed was
offered and a bed alarm was also offered.” 5.  How will you identify other residents
. . . having the potential to be affected by the same
A face-to-face interview was conducted with deficient practice and what corrective action
Employee #9 on October 5, 2007 at 10:30 AM. will be taken?
He/she stated, "The resident refused the low bed _Skid strips in shower stalls of all other units were
and the bed alarm. The resident was screened b inspected for damage. None other found.
- B { y p
the physical therapist. [Resident S1] was not a :
candidate for therapy.” Employee #9 3. What measures will be put i.mo place or
acknowledged that no interventions were initiated what systemic changes you will make to
after the resident refused the low bed and bed ensure that the deficient practice does not
alarm. The record was reviewed October 5, recur?
2007. : During weekly environmental rounds the floor
skid strips will be inspected by housekeeping
2. The 6th floor shower room skid strips [both and maintenance supervisors to ensure skid strips
shower stalls) were observed to be lifting and did are in good repair |
not adhere to the shower fioors. 4. How the corrective action(s) will be  [10/25/007
. . : . monitored to ensure the deficient practice will
3._Th_e plastic cov‘e.nng.of an electrical outlet was pot recur, ie. What quality assurance
missing or damaged in the following areas: 5Sth program will be put into place?
floor shower room; room 5128 and room 5135. The Maintenance and Housekeeping Supervisor
] will monitor and report all deficient practices (o
4. A front cover to an HVAC (Heating Ventilation monthly QA commitiee meetings.
and Air Conditioning) unit was observed
unsecured in room 6103.
The aforementioned environmental deficient
practices were acknowledged by Employee #1
and Employee #3 at the time of the observations
on October 5, 2007 between 8:15 AM and 10:45
AM. _
{F 371} 483.35(i)(2) SANITARY CONDITIONS - FOOD - {F 371}
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{F 323} | Continued From page 7 {F 323)
 functioning.”
g F323-3 1. What Corrective action(s) will be
According to the resident's care plan. last accomplished for those residents found to
reviewenge ' tember 26 25003; ,&: r_-’ :? fall have been affected by the deficient practice?
) pten =T S ISk tor ialls The plastic cover on the electrical outlets in
due to right hemiparesis and b"ateral upper level room 5128 and 5135 were repaired immediately.
contractures” under "Approaches: low bed was
offered and a bed alarm was also offered.” 2. How will you identify other residents
_ _ having the potential to be affected by the same
A face-to-face interview was conducted with deficient practice and what corrective action -
Employee #9 on October 5, 2007 at 10:30 AM. will be taken? :
He/she stated, "The résident refused the low bed .1 Al other plastic cover on electrical outlets were
and the bed alarm. The resident was screened by examined in the nursing center to ensure no
the physical therapist. [Resident S1] was not a others were out of compliance.
candidate for therapy." Employee #9 ' . .
acknowledged that no interventions were initiated 3.h What By will be put '.':lto p";fe ol
after the resident refused the low bed and bed what systemic changes you will make to
alarm. The record was reviewed October 5 ensure that the deficient practice does not
2007 : ' recur?
’ .Dun'hg weekly environmental rounds the electric
' . . outlets will be inspected by both maintenance
2. The 6th ﬂOQf Sho_wer room skid s_t”_ps [both i and housekeeping supervisors to ensure all are in
Shower stalls] were OIbSGWCd to be lifting and did good repair.  All nursing center staff was also
not adhere to the shower floors. educated on the importance of reporting broken
] or missing items immediately.
3. The plastic covering of an electrical outlet was A
missing or damaged in the following areas: 5th 4. How the corrective action(s) will be | . -
floor shower room; room 5128 and room 5135. monitored to ensure the deficient practice will
not recur, i.e. What quality assurance
4. A front cover to an HVAC (Heating Ventilation program will be put into place?
and Air Conditioning) unit was observed All deficient practices will be reported by
unsecured in 6103 i Housekeeping and Maintenance Supervisors at
in room . monthly Quality Assurance meetings.
The aforementioned environmental deficient
practices were acknowledged by Employee #1
and Employee #3 at the time of the observations
on October 5, 2007 between 8:15 AM and 10:45
AM. .
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functioning. F323-4 1. What Corrective action(s) will be
" . . L accomplished for those residents found to
Acco\;(/j;‘(;gstgpttr:jnrsz:'dfﬁm 250%3;3 .ﬂ?r:-" ||??‘t)r fall have been affected by the deficient practice?
revie ) & ) 1S alls The unsecured front cover to the HVAC unit in
due to right hemiparesis and bilateral upper level room 6103 was secured immediately.
contractures” under "Approaches: low bed was v
offered and a bed alarm was also offered.” 2. How will you identify other residents
having the potential to be affected by the same
A face-to-face interview was conducted with‘ . dg::cl;ex;t ':)ra:tlce and what corrective action -
Employee #9 on October 5, 2007 at 10:30 AM. wiibetaken: - , _
He/she stated, “The resident refused the low bed Al other HVAC unit front covers in the nursing
and the bed alarm. The resident was screened by ;]e“‘e’hweézf‘"_wec‘ed ‘Of e“S(‘j"e all were secure.
the physical therapist. [Resident S1] was not a 0 other deficient areas founc.
Candldate for therapy. . _Empl_oy-ee_ ,#g . 3. What measurés will be put into place or
acknowledged that no interventions were initiated what systemic changes you will make to
after the resident refused the low bed an_d bed ensure that the deficient practice does not
alarm. The record was reviewed October 5, recur? ‘
2007. N During weekly environmental rounds the HVAC
: _ . L units will be inspected by housekeeping and
2. The 6th floor shower room skid strips [both maintenance supervisors to ensure HVAC covers
shower stalls] were observed to be lifting and did are secured to all units. Staff in-serviced about
not adhere to the shower floors. reporting defective equipment and  areas
appropriately.
3. The plastic covering of an electrical outlet was _ ] ) ) 10/25/07
missing or damaged in the following areas: 5th - 4. How the corrective action(s) will be |
floor shower room; room 5128 and room 5135. momtored to ensure the deﬁCIel.]t practice will
. not ~ recur, i.e. What quality assurance
, . . ; . it program will be put into place?
4.A fr_ont cov.e'r t‘? an HV_AC_ (Heating Ventilation The Maintenance and Housekeeping Supervisor
and A"“ Cor)dltlonung) unit was observed will report all deficient practices to the monthly
unsecured in room 6103. quality assurance committee meetings.
The aforementioned environmental deficient
practices were acknowledged by Ermployee #1 .
and Employee #3 at the time of the observations
on October 5, 2007 between 8:15 AM and 10:45
AM. .
{F 371} | 483.35(i)(2) SANITARY CONDITIONS - FOOD {F 371}
ss=k | PREP & SERVICE
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PROVIDER'S PLAN OF CORRECTION

13 dishes of pears

Unlabeled and undated:
21 dishes of lettuce

One (1) large salad

One (1) small salad

Two (2) dishes of cookies

monitored to ensure the deficient practice will
not recur, ie. What quality assurance
program will be put into place?

All deficient practices will be reported monthly
at QA committee meetings.

X4) 1D D (5(5
F('RE)FIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE comue)non
- TAG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' _ . : : : DEFICIENCY) '
{F 371} | Continued From page 8 {F 371} _
The facility must store, prepare, distribute, and ~ (F371-1 1. What = Corrective action(s) - will be
serve food under sanitary conditio accomplished for those residents found to
eto i ye ns. have been affected by the deficient practice?
' The -moldy items consisting of 8/14 honeydew
melons, one half flat of grapes; 4/4 cartons of
tomatoes; 14/14 sweat potatoes and 7/}
- , cantaloupes were removed from the walk in
This REQUIREMENT is not met as evidenced refrigerator immediately.
by: _ :

‘| Based on a tour of the main kitchen, it was 2. How will you identify other residents
determined that facility staff failed to: dispose of having the Pott{ntlal t:; behaftfected by the s:_;me
moldy foods and cover, label and/or date food in | deficient practice and what corrective action
the walk-in refrigerator. The tour of the main willbe taken? . .
kitchen was conducted on October 5, 2007 from All other areas in the kitchen were inspected
8:10 AM to 9:30 PM in the présence of Employee immediately to ensure _that no other foqd items
#10 were found to have this deficient practice. No

) other resident affected by this deficient practice.
The findings include: 3. What measures will be put into place or
. . . o what systemic changes you will make to
1. Moldy foods in the walk-in refrigerators were ensure that the deficient practice does not
observed as follows: recur? .
Eight (8) of 14 honeydew melons During the week of 10/8/07 all dictary staff was
One-half flat of grapes : in-serviced on proper storage practices, mostly
Four (4) of four (4) cartons of tomatoes stressing the importance of rotation of food by
g p A
14 of 14 sweet potatoes understanding the first in  first out rule.
Seven (7) of Seven (7) cantaloupes Quarterly staff education will be done for
’ ) reinforcement of standard policy and practice.
2. Items were observed uncovered, unlabeled - Dictary Supefwsozj é':d Db"e?wr ng anlmusiéz
and/or undated in the walk-in refrigerator as monitor on a daily Dasis. v ood, 3535
follows: supervisor will monitor walk in boxes times
- daily, and meet with Director weekly to review
!.I_JnCO(\lze)rSFi.h fiell audit findings for next three months to momtor
wo Ishes of jelio
; . process.
Two (2) dishes of chocolate puddings 4. How the corrective action(s) will be | _
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{F 371} | Continued From page 8 F 371} -
The facility must store, prepare, distribute, and ~ |F371-1 |} . w;':l‘;:hedc"f:rr‘”::“"’e :::‘;:St)s r‘:‘:'l: g ':2
. . o accom 05 _
serve food under sanitary conditions. have been affected by the deficlent practice?
The moldy items consisting of 8/14 honcydew
melons; onc half flat of grupes; 4/8 cartons of
tomatoes; 14/14 sweat potatoes and 7/7
- cantwloupes were removed from the walk in
This REQUIREMENT is not met as evidenced refngerator inonediately.
by: ' :
Based on a tour of the main kitchen, it was 2. How will you identify other residents
determined that facility staff failed to: dispose of baving the potential to be atfected by the same
moldy foods and cover, label and/or date food in deficient practice and what corrective action
the walk-in refrigerator. The tour of the main will e taken? _ _
kitchen was conducted on October 5, 2007 from All other areas in the kitchen were inspected
8:10 AM to 9:30 PM in the presence of Employee immediately to ensure that no other food items
#10 were found to have this deficient practice. No
) other resident affected by this deficient practice.
The findings include: 3. What measures will be put into place or
R . . what systemic changes you will make to
1. Moldy foods in the walk-in refrigerators were ensure that the deficient practice docs not
observed as follows: recur? ,
Eight (8) of 14 honeydew melons During the week of 10/8/07 ull dictury stuff was
One-half flat of grapes in-serviced on proper storage practices, mostly
Four (4) of four (4) cartons of tomatoes stressing the importance of rotution of faod by
14 of 14 sweet potatoes understanding thc first in  first our rule.
Seven (7) of Seven (7) cantaloupes Quarterly siaff cducution will be donc for
reinforcement of standard policy and practice.
2. Items were observed uncovered, unlabeled Dictary supervisor and Director will continuc to
andior undated in the walk-in refrigerator as monitor on a daily basis. Food service
follows: supcrvisot will monitor walk in boxes 3 times
U : d: daily, and meet with Director weekly 1o review
ncovered: \ audit findings for next three months to monitor
Two (2) dishes of jello process.
TWO.(Z) dishes of chocolate puddings 4. Hew the corrective action(s) will be .| . ...
13 dishes of pears monitored to ensure the deflcient practice will
not recur, i.e. What quality nssurance
Unlabeled and undated: program wiil be put into place?
21 dishes of Iettuce All deficicnt practices will be reported monthly /
One (1) large salad at QA commitiee meerings. g\l Y (e DT %9‘7
One (1) smali salad oS Hieddry. Lme p/*' P
Two (2) dishes of cookies
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{F 371} | Continued From page 8 {F 371}}
The facility must store, prepare, distribute, and 3712 ) ‘ '
serve food under sanitary conditions. ) 1. What Corrective action(s) will be
' accomplished for those residents found to
have been affected by the deficient practice?
The unlabelled, uncovered, and undated jello,
: chocolate pudding, salads, cookies, - and 1
L e a e ea sandwich were immediately removed from the
| This REQUlREMENT is not met as evidenced walk in refrigerator. All items are covered and
by: individuall d
y wrapped.
‘| Based on a tour of the main kitchen, it was
determined that facility staff failed to: dlspose of 2. How will you identify other residents
moldy foods and cover, label and/or date food in .| having the potential to be affected by the same
the walk-in refrigerator. The tour of the main deficient practice and what corrective action
kitchen was conducted on October 5, 2007 from will be taken?
8:10 AM to 9:30 PM in the presence of Employee All other food items were inspected to ensure no
#10. others were unlabelled, uncovered, and or
undated. No others found. :
The findings include: .
' J 3. What measures will be put inte place or
[ : : T S S : what systemic changes you will make to
1 MOldy foods in th-e walk-in refngerators were ensure that the deficient practice does not
observed as follows: recur?
(E)lghth(Bl)f (f)]f t14fhoneydew melons During the week on 10/08/07 dietary staff was
ne-hatl tla: of grapes all in-served on proper storage practices, and
Four (4) of four (4) cartons of tomatoes focused on the importance of label and dating
14 of 14 sweet potatoes food in storage. Quarterly staff in-services will -
Seven (7) of Seven (7) cantaloupes be conducted to educate new staff and reinforce
: » ' standard policy and practices. Dietary Directpr
2. tems were observed uncovered, unlabeled and Supervisor will smeet weekly, and will
and/or undated m the walk-in refrigerator as- monitor, track, and review audit findings.
follows:
Uncovered: 4. How the corrective action(s) vs:ill l?e 10/25/07
Two (2) dishes of jello : monitored to ensure the deficient practice will |-
Two (2) dishes of chocolate puddings not recur, i.e. What quality assurance
13 dish f program will be put into place? 0‘/ P
dishes ot pears All deficient practices will be reported momth ‘(ﬂ
_ at QA committee meetings. A
Unlabeled and undated: i
21 dishes of lettuce
One (1) large salad
One (1) small salad
Two (2) dishes of cookie's
|
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(X4) ID . SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAQG CROSS-REFERENCED TO THE APPROPRIATE DATE
- : DEFICIENCY)
{F 371} | Continued From page 8 {F 371)
The facility must store, prepars, distribute, and F371-2 ) ) )
serve food under sanitary conditions. - 1. What Corrective action(s) will be
: accomplished for those residents found to
have been affected by the deficient practice?
The unlabelled, uncovered, and unduted jello,
chocolate pudding, salads, cookies, and |
. . . sandwich were immedistely removed from the
is REQUIREMENT s not met as evidenced walk in refrigerator. Al items are covered and
by: individually wrapped.
Based on a tour of the main kitchen, it was
determined that facility staff failed to: dispose of 2. How will you ldentlly ather residents
moldy foods and cover, label and/or date food in . | having the potential to be atfected by the same
the walk-in refrigerator. The tour of the main dlfﬂclent practice and what correctlve action
kitchen was conducted on October 5, 2007 from will be taken? ‘
8:10 AM to 9:30 PM in the presence of Employee All other food items were inspected to ensure no
#10 othas were unisbelled, uncovered, " and or
‘ undated. No others found.
The findings include: 3. What measures wlll be put luto place or
i s . what systemic changes you will make to
1bMO|dydf00dle:ﬂ the walk~|n refngerators were ensure that the deficlent practice does not
obselrved as OWS: recur?
Eight (8) of 14 honeydew melons During the weck on 10/08/07 dietary staff was
One-half flat of grapes all in-served on proper storage practices, and
Four (4) of four (4) cartons of tomatoes focused on the importance of label ond datir}g
14 of 14 sweet potatoes food in storage. Quarterly staff in-services will
Seven (7) of Seven (7) cantaloupes be conducted to educnre new staff and n:ipforcc
standard poi?cy and. prasctices, Dictary Dlrectf)r
2. tems were observed uncovered, uniabeled and Supervisor will moct chckly, ond  will
and/or undated in the walk-in refrigerator as- monitor, track, and review audit findings.
{(;)"O\Vvse;red‘ 4. How the corrective action(s) will be 10/25/07
noo el i monitered to ensure the deficient practice will
Two (2) dEShes of jello . nrot recur, ke What quality assurance
Twao (2) dishes of chocolate puddings program will be put Into place? )
13 dishes of pears All deficient practices will be reported monthly L
at QA committcc moetings. 5
Unlabeled and undated: > - by receu By Tree f}""wo‘c‘;“iﬁ
21 dishes of lettuce €My w '
One (1) large salad Cg
One (1) small salad
Two (2) dishes of cookies
FORM CMS5-2567(D2-99) Previous Versions Obeolele _ Event ID.J87L12 Facllity ID: CAPIT! OLHILL If continuation sheet Page 9 of 13
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A physician must personally approve in writing a
recommendation that an individual be admitted to
afacility. Each resident must remain under the
care of a physician.

The facility must ensure that the medical cafe of
each resident is supervised by a physician; and
another physician supervises the medical care of
residents when their attending physician is '
unavailable. '

This REQUIREMENT is not met as evidenced
by: :
Based on record review and staff interview for
one (1) of 14 sampled residents, it was
determined that the physician failed to perform a
History and Physical examination as per facility
policy. Resident W6.

The findings include:

Policy number 14, “Medical Staff Documentation”
dated September 15, 2005 included, " ... 5. The
following documentation shall be completed as
required: A. Admission History and Physical
shall be performed five (5) days prior to
admission or within 48 hours of admission ..."

Resident W6 was admitted to the facility on
September 14, 2007 with the following diagnoses:
Anoxic brain injury following CPR secondary to
Respiratory Failure, CHF (Congestive Heart

{X4)10 SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ‘TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
B DEFICIENCY) '
{F 371} | Continued From page 9 {F 371}
One (1) sandwich F385 1. What Corrective action(s) will be
. jecomplished for those residents found to .
Employee #10 acknowledged the above findings Bave been affected by the deficient practice? / A
at the time of the observations The attending physician was nouﬁeq to come :
S\ 71 de complete the H&P for resident W6 /Um / /‘{]
F 385| 483.40(a) PHYSICIAN SERVICES F 385] mediately. . ‘péﬁ
S§S=D :

2. How will you identify other residents
having the potential to be affected by the same

- Heficient practice and what corrective action

ill be taken?

All other'Nursing center resident charts were
lhecked for missing H&Ps no other resident
affected by this deficient practice.

h. What measures will be put into place or
what systemic changes you will make to
ensure that the deficient practice does not
recur?

Medical Records Coordinator will place all
physician delinquencies on monthly QA form.
Weekly notices to indicate 5 days prior to due
date will be given to all physicians as reminder.
Medical Director and Administrator will be
advised on all physicians failing to comply 5
business days after due date. Physicians that ase
non-compliant will be suspended privileges to
nursing center.

4. How the corrective action(s) will be
monitored to ensure the deficient practice will
not recur, i.e. What quality assurance
program will be put into place?

Medical Records Coordinator- will report all
delinquent  practices monthly 1o the QA
committee.

10125107

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

Event ID: J97112

Facility ID: CAPITOULHILL

If continuation sheet Page 10 of 13




10/23/2007 10:38 FAX 6750411 SHW [@oos5/006

PRINTED: 101572007

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERUCLA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; L COMPLETED
A. BUILDING
. R
. B. WING
‘ 095027 - 10/05/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
700 CONST, AVE. NE
CAPITOL HILL NURSING CENTER
_ WASHINGTON, DC 20002
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: DEFICIENCY)
{F 371} | Continued From page 9 {F 371}
One (1) sandwich F385 I. What Correctlve actlon(s) wil be
_ ) accomplished for those residents found to
Employee #10 acknowledged the above findings have been affected by the deflclent practice?
at the time of the observations. The attending physician was notificd to come .
F 385 | 483.40(a) PHYSICIAN SERVICES F 3g5|and complowe the H&P for sesident WG 4 |y 0 7g
- (@ - immedistely. (ol & 25 S0t 7 e '4*%{‘”"‘ T
s$s=D B o ’ Yas/ 78
A phys'c'a’:j"t'."St &ertso:?%;mro'v: n ;””?;‘t‘eg dat 2. How will you identify other residents
recommen ation that a ai be admi 0 having the potential to.be affected by the same
a facility. Each resident must remain under the deficient practice and what corrective action
care of a physician. _ will be taken?
N . All other Nursing center resident charts were
The facal!ty must ensure that the med'_c?‘ care of . checked for missing H&Px no other resident
each resident is superwsgd by a phyS|_s:|an; and affected by this deficient practice.
another physician supervises the medical care of
residents when their attending physician is 3. What measures will be put into place or
uhavailable. what systemle changes you will make to
. ensure that the deficlent practice does not
recur?
This REQUIREMENT is not met as evidenced Medical Records Coordinator will place all ’
by: physician dclinquencics on monthly QA form. 0
Based on record review and staff interview for Weekly notices to indicare 5 days prior to due -

date will be given to all physiciuns us reminder.  [if y m
Medical Director and Administrator will be ot;} '
udviged on ull physiciung fuiling to comply § ! p\)
business days after-due date. The Physician was

one (1) of 14 sampled residents, it was
determined that the physician failed to perform a
History and Physical examination as per facility

policy. -Resident W6. educated by Medicul Director on 10/23/07 that

. . . non-compliance  will lead to  suspended

The findings include: privileges to nursing center.

Policy number 14, "Medical Staff Documentation” 4. How the correctlve actlon(s) will be |10/25/07
dated September 15, 2005 included, * ... 5. The monitored to ensure the deficient practice will

following documentation shall be completed as not recur, Le What quallly - assurance

required: A. Admission History and Physical program will be put into place?

shall be performed five (5) days prior to Medical Records Coordinutor will report all
admission or within 48 hours of admission ...” delinquent practices monthly 1o the QA

comminee.
Resident W6 was admitted to the facility on
September 14, 2007 with the following diagnoses:
Anoxic brain injury following CPR secondary to
Respiratory Failure, CHF (Congestive Heart
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SUMMARY STATEMENT OF DEFICIENCIES

This REQUIREMENT is not met as evidenced
by:

Based on observations during the environmental
tour of the facility, it was determined that

facility staff failed to ensure that there was no
impediment to the closing of haliway fire doors.
These observations were made in the presence
of Employee #2 on October 5, 2007 between 8:15
AM and 10:45 AM.

The findings include:

1 1. The 6th floor hallway fire door was propped

open with a wooden wedge in one (1) of four (4)

(X4) ID ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE - DATE
DEFICIENCY)
F 385 | Continued From page 10 F 385
Failure, HTN (Hypertension, S/P (Status Post
tracheostomy, S/P Peg Placement, S/P FA54- 1&2 | 1. What Corrective action(s) will be
! " accomplished for those residents found to
Su.bStanC? Abuse, Encgphalopathy, Asthma, . have been affected by the deficient practice?
Seizure Disorder, Cardiomyopathy, Pneumonia € bech atiecied by prachices
d UTI (Uri 'T Infecti ’ The wedge and the paper towel propping the
an (Urinary Tract Infection). hallways fire doors on the 4™ and 6™ floors were
. . removed immediately.
A nurse practitioner's progress note was dated :
September 29, 2007. The resident's admission 2. How will you identify other residents
orders were signed by the nurse practitioner; having the potential to be affected by the same
however, there was no date. There was no deficient practice and what corrective action
evidence of a History and Physical in the record. .| will be taken?
o All other fire doors were checked for propping in
A face-to-face interview was conducted with the nursing center. Doors found propped were
Employee #7 on October 5, 2_().()7 at closed gnd fire alafm was reset so doors could
approximately 11:30 AM. He/She acknowledged open without propping.
that there was no History and Physical . .
examination in the record. 3. What measures will be put into place or
The record was reviewed on October 5, 2007. z}zz‘resz;'::";;ecgzgff:n ‘y‘;‘;ac‘:i'cll (';:)T;e ":: {
F 454 483.70 PHYSICAL ENVIRONMENT F 454| Lccur? / } /
SS=D : : ‘
-~ - Security was informed that doors could not /U/ I3
The_ facmty must b,e d§5|gned, constructed, remain open as battery failed for these two doors SP W
equipped, and m?mta'ned to protect the hea‘th' and the security company was notified and doors o~
and safety of residents, personnel'_and the public. - will be fixed by 10/21/07.
4. How the corrective action(s) will be 10/25/07

monitored to ensure the deficient practice will
not recur, i.e. What quality assurance
program will be put into place?

Maintenance and Securnity staff was monitor
during rounds and report all deficient practices to
monthly Quality Assurance meetings.
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The facility must be designed, constructed,
equipped, and maintained to protect the health

and safety of residents, personnel and the public. |

This REQUIREMENT is not met as evidenced
by

Based on observations during the environmental
tour of the facility, it was determined that

facility staff failed to ensure that there was no
impediment to the closing of hallway fire doors.
These observations were made in the presence
of Employee #2 on Oclober 5, 2007 between 8:15
AM and 10:45 AM.

The findings include:

1. The 6th floor hallway fire door was propped
open with a wooden wedge In one (1) of four (4)

Security was informed that doors could not
rcmain open 85 battery failed for these two doors
and the security company was notificd and doors
will be fixed by 10/21/07. Nursing Center stuff
education began on 10/23/07 on not propping
eny firc door opcen.

4. How the corrective action(s) will be
monjtored to ensure the deficient practice will
not recur, i.ec.- What quality assurance
program will be put into place?

Maintenance ond Security staff wes monitor
during rounds and report all deficient practices to
monthly Quality Assurance meetings,

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG" CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 385 | Continued From page 10 F 385
Failure, HTN (Hypertension, S/P {Status Post
tracheostomy, S/P Peg Placement, S/P F454- 182 [ 1. What Corrective action(s) will be
Substance Abuse, Encephalopathy, Asthma, nccomplished for those residents found to
Seizure Disorder, Cardiomyopathy, Pneumonia have been aflected by the deficient practice?
and UTI (Urinary Tract Infection). The wedge and the puper towel Dmppmg the
hallways fire doors on the 4" and 6" floors were
A nurse practitioner's progress note was dated removed immediately.
S%ptember 291' 2227')' -:-fl: € rﬁsldeﬂ: S gg":;:ilon 2. How will you identify other residents
orders were sign y ihe nurse pracliioner, having the potential to be affected by the same
however, there was no date. There was no deficlent practice and what corrective action
avidence of a History and Physical in the record. | will be taken?
i ) ) , All other fire doors werc checked for propping in
A face-to-face interview was conducted with the nursing center. Doors found propped were
Employee #7 on October 5, 2007 at closed and fire alorm wus reser so doors could
approximately 11:30 AM. He/She acknowledged | open without propping.
that there was no History and Physical
examination in the record. 3. What measures will be put into place or
The record was reviewed on October 5, 2007. what systemic chonges you wiil make to
F 454 | 483.70 PHYSICAL ENVIRONMENT F 454/ cnsure that the deficient practice does not
SS=D ' recur?

0,
e
'

lﬁﬁ
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX _ (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 454 [ Continued From page 11 F 454|1. What Corrective action(s) will be
observations of fire doors on the 6th floor. accomplished for those residents found to
F463 have been affected by the deficient practice?
2 "The 4th floor hallway fire door was propped The re_sidem affected by this d.eﬁcienﬁ practice
open with a paper towel in one (1) of four (4) was given a hand bell to nngdlmmedlately. A
abservatons of fre doors o the dih oot e o ™"
F 463 | 483.70(f) RESIDENT CALL SYSTEM F 463 '
- 88=D : n 2. How will you identify other residents
: The nurses' station must be equipped to receive having the potential to be affected by the same
resident calls through a communication system deficient practice and what corrective action
from resident rooms; and toilet and bathing will be taken?
facilities. - All other resident call bells were inspected
immediately to ensure they were operational. No
other bells were non-functional.
This REQUIREMENT is not met as evidenced :
by: 3. What measures will be put into place or
Based on observation, staff and resident interview what systemic changes you will make to
and record review for one (1) of 14 sampled ensur: that the deficient practice does not
residents, it was determined that facility staff recur: _ ,
failed to provide a means of directly contacting Staff was educated on being proactive and
staff. Resident S1. brmgmg 1nc1dent§ pertaining to resident rights
: | and resident quality of care to charge nurses or
" . nursing supervisors immediate. Nursing was
The findings include: educatid al]s)0 on the importance of responc%ing to
call bélls immediately. Maintenance will add
During the environmental tour on October 5, 2007 call lights to PM maintenance schedule.
‘-at 9:45 AM, the call light in Resident S1's room .
did not function when activated. - There was rio 4. How the corrective action(s) will be 10/25/07
alternate method provided to the resident to call monitored to ensure the deficient practice will
for nursing assnstance not recur, i.e. What quality assurance
. program will be put into place?
A face-to face interview was conducted on . ‘Maintenance department will ‘monitor during
October 5, 2007 at 10:00 AM with Resident 31 weekly rounds apd report all deﬁc;em incidents
Helshe stated, "They have been checking on me to monthly Quality Assurance mectings.
hourly, mostly. Sometimes they miss here and
there, but mostly they check on me."”
A face-to-face interview was conducted with
Employee #9 on October 5, 2007 at 10:15 AM.
‘| He/she stated, "The call light was broken on
October 3 (2007) when'| was getting ready to go
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home. | called Employee #2 and told [him/her]
the call light didn't work. 1 told the evening charge
nurse before | left that we need to check on
[resident] every hour. They started a log. When |
came back the next morning, the call light still
wasn't working. ‘| called Employee #2 again. |
called PT and Activities for a bell for the resident

and they didn't have one.-'We did hourly checks. -|

The resident has been fine."

An observation was conducted at 2:15PMon
October 5, 2007. - Resident S1's call bell was
functional.
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