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L 051 L 051 3210.4 NUllling Facilities 

A charge nurse shall be responsible for the
 
following:
 

(a)Making dally resident visits to assess physical 
and emotional statue and Implementing any 
required nUl'8ing intervention; 

(e)Supervising and evaluating each nursing 
employee on the unit; and 

(f)Keeping the Director of Nursing Services or his or 
her designee informed about the status of reeldents. 
This Statute is not met as evidenced by: 

Based on Observation, staff interview and record 
review for two (2) of 11 sampled residents, one (1) 
supplemental resident. it was detennlned that the 
charge nurse failed to initiate an integrated care 
plan for Hospice care for two (2) residents, allergies 
for one (1) resident and ensure that an expired 
medication was di6C8rded and not administered to 
one (1) reeident. Residents #7.9 and JH2. 

The findings include: 

1. The charge nurse failed to initiate an Integrated 
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L 051 Continued From page 1 

care plan for Hospice care and allergies for 
Resident #7. 

A. The charge nurse failed to initiate an integrated 
care plan for Hospice care for Resident #7. 

A physician's order dated April 2, 2008, directed, 
"Hospice care through [company] Hospice [original 
order dated January 25,2008]." 

A review of the resident's care plan revealed a 
problem, "Resident has terminal Condition" 
initiated January 31,2008 revealed, "...Coordinate 
care with Hospice and keep family well informed of 
resident's condition..." 

There was no evidence in the record that the facility 
had developed a care plan, with specific goals and 
approaches that coordinated care between the 
Hospice agency and facility staff. 

A face-ta-face interview was conducted on April 15, 
2008 at 9:00 AM with Employee #8. He/she 
acknowledged that there was no integrated care 
plan for hospice care for Resident #7. The record 
was reviewed on April 15, 2008. 

B. The charge nurse failed to develop a care plan 
with goals and approaches to address Resident 
#7's allergies. 

A review of April 2008 Physician's Order Form, 
signed by the physician on April 2, 2008 revealed, 
"Allergies: (Pen-Vee KNeetids) Penicillin V . 
Potassium, Bacitracin, Epinephrine, Laxative [and 
Cathartics]" 

The resident's care plan, last reviewed January 31, 
2008, lacked evidence that a care plan with goals 
..nrl .. nnrn.. ,..h""c: w ..c: r1"""""lnn..n tn .. r1r1 .....c:c: 
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It is the facility's practice to ensure that 
Hospice and facility care plans are integrated 
and allergies are care planned. 

(1) A. Integrated Care Plans on Hospice care 
were initiated on 4/17/09 for resident #7 and 04/17/08 
Resident #9 to address specific goals and 
appropriate approaches to coordinate care 
between Hospice and the facility staff. 

(1) B. A care plan was developed on 4116/08 
for resident #7 with goals and approaches to 04/16/08 
address allergies. 

(2) A. Integrated care plans have been 
04/17/08developed for all residents on Hospice care on 

4/17/08 with specific goals and approaches to 
coordinate care between Hospice and the 
facility staff. 

(2) B. Care plans with goals and approaches 
to address allergies will be developed for all 05/06108 
residents with allergies by May 6, 2008. 

(3) A. Licensed Nurses will be inserviced on 
documentation of care plans, residents' needs, 05/12108 
and coordination of service between Hospice 
and the facility by May 7, 2008. The MDS 
Coordinator will audit all Hospice charts on a 
monthly basis for the next six months and 
quarterly thereafter with the lOT team to 
ensure compliance. 

(3) B. Licensed Nurses will be inserviced by 
May 7, 2008 on how to develop and update 05/12108 
care plans with goals and approaches to 
address residents' allergies. The MOS 
Coordinator will conduct a random chart audit 
on a monthly basis for the next four months 
and quarterly thereafter with the lOT team to 
ensure compliance. 
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L 051L 051 Continued From page 2 
(4) The result of the audits will be presented to 

the resident's allergies. the Quality Assurance Committee for further 
recommendations. 

A face-to-face interview was conducted on April 15,
 
2008 at 9:00 AM with Employee # 8. Helshe
 
acknowledged that there was no care plan for
 
allergies for Resident #7. The record was reviewed
 
on April 15, 2008.
 

2. The charge nurse failed to initiate an integrated
 
care plan Hospice care for Resident #9.
 

A review of Resident #9's record revealed a
 
physician's telephone order dated December 25,
 
2008 and signed by the physician on December 29,
 
2007, directed, "Begin routine Hospice care here at
 
(facility name). Please notify (Hospice agency) of
 
any changes. Hospice nurse may uselwrite
 
Hospice standing orders."
 

A review of the resident's care plan revealed a
 
problem, "Resident has terminal care" which was
 
initiated December 26, 2007 and updated March 13,
 
2008. An approach induded, ·Coordinate care with
 
Hospice and keep family well informed of resident's
 
condition."
 

There was no evidence in the record that the facility
 
had developed a care plan, with specific goals and
 
approaches that coordinated care between the
 
Hospice agency and facility staff.
 

A face-to-face interview was conducted on April 15.
 
2008 at 11:00 AM with Employee #7. Helshe
 
stated, ''The Hospice nurse comes about twice a
 
month. We ask them if anything is going on with
 
the resident and the Hospice nurse asks us the
 
same thing."
 

A review of the nurses' notes from December 25,
 
2007 thorouqh April 15, 2008 revealed that there
 

HealthRequlation Administration 
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L 051 Continued From page 3 

were no entries documenting that facility staff and 
the Hospice nurse discussed the resident's needs. 
The record was reviewed April 15, 2008. 

3. The charge nurse failed to ensure that an expired 
medication was discarded and not administered to 
Resident JH2. 

On April 14, 2008, at approximately 2:00 PM, during 
the inspection of the controlled substances on . 
medication cart #2, it was observed that Lorazepam 
0.5 mg tablets for Resident JH2 had an expiration 
date of January 19, 2008. The "Controlled Drug 
Record" fonn dated February 7, 2007 documented 
that Resident JH2 received one (1) tablet of 
Lorazepam O.S'rng on February 13 and 14, 2008. 

On the March 2008 Physician's Order Sheet dated 
February 2,2007, the physician wrote 
"Lorazepam 0.5 mg one tablet po (by mouth) every 
8 hours as needed for anxiety." 

A face-to-face interview was conducted at the time 
of the observation with Employee #3. He/she 
acknowledged that the l.orazepam was expired and 
administered after the expiration date. The record 
was reviewed April 14, 2008. 

L 051 

L 099 3219.1 Nursing Facilities 

Food and drink shall be clean, wholesome, free 
from spoilage, safe for human consumption, and 
served in accordance with the requirements set 
forth in TItle 23, Subtitle B, D. C. Municipal 
Regulations (DCMR), Chapter 24 through 40. 
This Statute is not met as evidenced by: 
Based on observations, staff interview and record 
review dUring the dietary tour, it was detennined 
that facility staff failed to store, prepare, distribute 

L099 

Health Regulation Administration
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L 099 Continued From page 4 L 099 
It is the facility's practice to store, distribute 

and serve food under sanitary conditions as and serve food under sanitary conditions. 
evidenced by: soiled floors, baseboards, hand 

(1) A. Floors throughout the main kitchen were 05/03/08washing sinks, appliances, and staff rest rooms. 
scrubbed end-te-end and mopped. These observations were conducted in the
 

presence of Employees #5 and 6 on April 14, 2008
 
(1) B. Baseboards throughout the main kitchen 05/03/08from 8:40 AM through 11:45 AM. 
were cleaned. 

The findings include: (1) C. The exterior surfaces of all handwashing 05/03/08 
sinks been cleaned. 

The following items were observed soiled with 
(1) D. The interior and exterior surfaces of the 05/03/08accumulated grease and debris: 
deep fryers and baskets have been cleaned. 

1. Floors throughout the main kitchen. (1) E. All cooking hoods have been scheduled 05/09/08 
for cleaning with Industrial Cleaning Company. 

2. Baseboards throughout the main kitchen. 
(1) F. The exterior surface of the meat slicer 05/03/08 
has been cleaned. 3. The exterior surfaces of three (3) of three (3)
 

handwashing sinks.
 
(1) G. The exterior surface of the blender has 05/03/08 
been cleaned. 

4. The interior and exterior surfaces of one (1) of
 
one (1) deep fryer and two (2) offour (4) deep fryer
 (1) H. The exterior surface of the mixer has 05/03/08 
baskets. been cleaned. 

(1) I. The interior surface of the drain by the 05/03/085. Four (4) of 10 cooking hoods. 
salad preparation area has been cleaned. 

6. The exterior surface of one (1) of one (1) meat (1) J. The exterior surface of the convection 05/03/08
slicer. ovens has been cleaned. 

(1) K. The exterior surface of the knife holder 05/03/08 
has been cleaned. 

7. The exterior surface of one (1) of one (1) blender. 

8. The exterior surface of one (1) of one (1) mixer. 
(2) Rounds were conducted throughout the 05/08/08 
kitchen and all above items have been 

9. The interior surface of one (1) of one (1) drain by addressed. No further items of this type were 
the salad preparation area. found during the rounds. 

10. The exterior surfaces of two (2) of two (2)
 
convection ovens.
 

I 
Health Reguratlon Administration 
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L099 Continued From page 5 

11. The exterior surface of one (1) of one (1) knife 
holder. 

Employees #5 and 6 acknowledged these findings 
at the time of the observations. 

L099 
(3) The Director of Dining Services or 
Designee will inservice the Dining staff on 
sanitation of equipment and flooring. The 
Director of Dining Services or Designee will 
monitor sanitation to ensure that all equipment 
and flooring is clean weekly X 4, then monthly. 

The Director of Dining Services or Designee 

05/08/08 

L 161 3227.12 Nursing Facilities 

Each expired medication shall be removed from 
usage. 
This Statute is not met as evidenced by: 
Based on observations and staff interview, it was 

L 161 will monitor sanitation to ensure that all 
equipment and flooring is clean weekly X 4, 
then monthly. 

(4) The result of the monitoringwill be 
presentedto the Quality AssuranceCommittee 
for further recommendations. 

determined that facility staff failed to remove 
expired medication from the carts. 

The findings include: 

Facility staff failed to remove expired medication 
from the medication cart. 

It is the facility's practice to ensure that expired 
medications are not administered to residents 
and are properly discarded. 

On April 14, 2008, at approximately 9:14 AM, during 
the inspection of the medication cart # 1, a blister 
pack of Benadryl 25 mg containing 15 capsules had 
an expiration date of November 1, 2007. 

On April 14, 2008 at approximately 2:00 PM, dUring 

(1) The Medication Nurse # 3 was counseled 
about the proper management of the 
medication cart, which includes frequent 
auditing and monitoring of the cart for expired 
drugs. The Lorazepam was immediately 
discarded. 

04/16/08 

the inspection of the controlled substances on 
medication cart # 2, a blister pack containing six (6) 
Lorazepam 0.5 mg had an expiration date of 

(2) All medication carts were audited on April 
16, 2008 and no other expired medications 
were found. 

04/16/08 

January 19, 2008. 

Employees #7 and 9 acknowledged that the 
medication was expired at the time of the 
observations. 

(3) Licensedstaff will be inservicedby May 12, 
2008 on proper management of medication 
carts to include auditing and monitoring for 
expired medications. The Assistant Directorof 
Nursing or Designee will conduct arandom 
audit of the medication carts for expired 

05/12108 

L 167 3227.18 Nursing Facilities 

Each facilitv shall cornolv with all applicable 

L 167 medications weekly X 4 then monthly 
thereafter. 

HealthRegUlation Administration 
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District and federal laws, regUlations, standards,
 
administrative guidelines, and rules that regulate
 
the procurement, handling, storage, administering,
 
and recording of medication.
 
This Statute is not met as evidenced by:
 

Based on observations and staff interview, it was
 
determined that facility staff failed to date and initial
 
two (2) of two (2) multi-dose medication containers
 
when first opened and remove expired medication
 
from the carts.
 

The findings include:
 

1. The facility staff failed to initial and date multi­
dose containers when first opened. 

On April 14, 2008, at approximately 2:30 PM, during 
the inspection of the medication carts, two (2) open 
containers ofMorphine Sulfate Concentrate 
20mglml Solution (30 ml) were observed undated 
and not initialed. 

On the outside of the container's packaging, was 
written, "Discard after 90 days after opening." 

During a face-to-face interview at the time of the 
observation, Employee #9 acknowledged that the 
containers listed above were not dated and/or 
initialed at the time of the observation. 

2. Facility staff failed to remove expired medication 
from the medication cart. 

On April 14, 2008, at approximately 9:14 AM, during 
the inspection of the medication cart # 1, a.blister 
pack of Benadryl 25 mg containing 15 capsules had 
an expiration date of November 1,2007. 

On April 14, 2008 at approximately 2:00 PM, 

L 167 
(4) The results of the audit will be presented to 
the Quality Assurance Committee for 
recommendations. 

It is this facility's practice to remove expired 
medications from the cart and to date and 
initial multi-dose medication containers when 
first opened. 

(1) A. The two (2) open containers of Morphine 
Sulfate Concentrate 20mg/ml Solution (30 ml) 
were discarded immediately. 

(1) B. The blister packs of Benadryl25 mg and 
Lorazepam 0.5 mg were discarded 
immediately. 

(2) The medications nurses on cart #1 and cart 
# 2 on duty at the time of inspection were 
counseled about the proper management of 
medication carts, which includes audit of the 
cart for expired medications. The medication 
carts were audited on April 16, 2008. The 
audit revealed that there were no other expired 
medications. 

(3) The medication nurses will be inserviced 
on auditing the carts every month for expired 
medications and to initial and date multi-dose 
medication when first opened. 

The Assistant Director of Nursing or Designee 
will randomly audit the medication carts weekly 
X 4 then monthly thereafter for expired 
medications and to ensure that the multi-dose 
vials are initialed and dated. 

(4) The result of the audit will be presented to 

04/16/08 

04/16/08 

04/16/08 

05/12/08 

HeaJth Regulation Administration 
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during the inspection of the controlled substances 
on medication cart # 2, a blister pack containing six 
(6) Lorazepam 0.5 mg had an expiration date of 

l167 
It is the facility's practice to ensure that 
medications are labeled correctly and 
medicationsare identified and labeled. 

January 19, 2008. 

Employees #7 and 9 acknowledged that the 
medication was expired at the time of the 
observations. 

(1) A. On 4/16/08, the non-eontracted 
pharmacy supplied labeled containers 
matching the physician's orders for the Heart 
Nano Detox, the Liver Nano Detox, and 
Memory Defense. 

04116/08 

(1) S. The Sacloten 20 mg for resident # JH1 04116/08 

l168 3227.19 Nursing Facilities 

The facility shall label drugs, and biologicals in 
accordance with currently accepted professional 
principles, and include the appropriate accessory 
and cautionary instructions, and their expiration 
date. 
This Statute is not met as evidenced by: 

l168 was removed from the locked drawer and 
immediately discarded. Resident .lH1 was 
given a labeled container with a top that she is 
able to flip open. The Assistant Director of 
Nursing observed her opening the container 
on April 30, 2008. The resident will be given a 
daily supply of the Sac/ofen as ordered by the 
physician. 

Based on observations, staff interview and record 
review for one (1) of 11 sampled residents and one 
(1) supplemental resident, it was determined that 
facility staff failed to ensure that medications were 
labeled correctly for Resident #7 and medications 
were identified and labeled for Resident JH1. 

(2) A. An audit was conducted on April 16, 
2008 to identify residents receiving medication 
from a source other than from the contracted 
pharmacy. The audit showed that there were 
no other residents with medication labels that 
did not match the Medication Administration 
Record. For the residents identified, their 

04/16/08 

The findings include: 

1. Facility staff failed to ensure that medications 

medication's labels were audited on April 16, 
2008 to ensure that the label on the 
medicationmatchesthe Physician'sorder. 

were labeled correctly for Resident #7. 

The facility's policy titled, ..Order and Receipt of 
Drugs from Non-Contract Suppliers .. ,stipulated .. 
...The packaging and labeling of all medications 
must be in compliance with all state laws and 
regUlations governing drug use in nursing homes... 

(2) B. The facility will observe residents who 
have an order for self-administration of 
medications weekly to ensure that the 
residents are sate and compliant with the 
process. The observation will be documented 
in the MedicationAdministration Record. 

04/16/08 

On April 15, 2008, at approximately 9:00 AM during 
the medication pass, three (3) of 11 containers were 
observed improperly labeled. 

Health Regulation Administratl0':l 
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These containers were dispensed from non-

contracted pharmacies.
 

The medications were labeled as follows: 

1. "Heart Nano Detox, 1.25 teaspoonful mixed with
 
% teaspoonful of Cottage Cheese."
 
The frequency of administration and the route were
 
not indicated.
 

2. "Liver Nano Detox, 1.25 teaspoonful mixed with
 
% teaspoonful of Cottage Cheese."
 
The frequency of administration and route were not
 
indicated.
 

3. "Memory Defense, two daily." The amount of
 
medication to be administered and the route were
 
not indicated.
 

During the record review for Resident #7 the 
physician's orders dated April 2, 2008 directed: 
"Heart Nano-Detox % teaspoonful po [by mouth] in 
cottage cheese every day for circulatory support, 
Liver Nano-Detox % teaspoonful po in cottage 
cheese or apple sauce every day for Liver Detox, 
Memory Defense Caps 1 cap po 2 times a day for 
memory" 

A face-to-face interview was conduct on April 15, 
2008, at approximately 11:00 AM with Employee 
#11. He/she acknowledged that the medications 
were not labeled according to the physician's 
orders. There record was reviewed on April 15, 
2008. 

2. Facility staff failed to label medications for
 
Resident JH1 a self-medicator.
 

On April 15, 2008, at approximately 1:00 PM, three 
1"-\' t",hl<>t", w<>r<> nh",<>n,<>rf in '" "'n, rffIi>1"1 In in 

(3) The medication nurses will be inserviced 05/12108 
regarding the necessity to double check the 
label and the order on the Medication 
Administration Records during medication 
pass and the necessity to double check that 
medication handed to the residents for self 
administration are labeled. The Assistant 
Director of Nurses or Designee will randomly 
audit medication carts for residents who get 
their medication from a non-contracted 
pharmacy to ensure that the label on the 
container matches the information on the 
Medication Administration Record and the 
residents who are self medicating to ensure 
that medications kept in the locked drawer are 
proper1y labeled. This random audit will occur 
every week X 4, then monthly thereafter. 

(4) The result of the audit will be presented to 
the Quality Assurance Committee for further 
recommendations. 
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a locked drawer of Resident JH1's bedside stand. 
The tablets were not labeled and subsequently 
identified by Employee #11 as Baclofen 20mg each. 

A face-to-face interview was conducted with 
Resident JH1 at the time of the observation.· He/she 
stated, ''Three tablets are given to me daily in this 
cup (souffle cup) and I lock them in my drawer." 

A face-to-face interview was conducted with 
Employee #11 at 1:15 PM on April 15, 2008. 
He/she stated that the resident has always received 
Baclofen each morning for the day in a souffle cup. 
This is the only medication that the resident 
administers to him/herself. 

A physician's order dated April 10, 2008, directed, 
"Bac/ofen 20mg, one tablet po three times a day at 
8 AM, 4 PM and 12 Midnight, for muscle 
spasm...Please observe resident self-administration 
of Baclofen weekly on Tuesdays at 4PM." 

Employee #11 acknowledged that the medication 
was stored in a souffle cup unlabeled. The record 
was reviewed April 15, 2008. 

L 214 3234.1 Nursing Facilities L214 

Each facility shall be designed, constructed, 
located, equipped, and maintained to provide a 
functional, healthful, safe, comfortable, and 
supportive environment for each resident, employee 
and the visiting public. 
This Statute is not met as evidenced by: 
Based on observations during the environmental 
tour, it was determined that facility staff failed to 
maintain a hazard free environment as evidenced 
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It is the facility's practiceto maintaina hazard 

by: a damaged electrical and cable box and phone free environment.
 
jack, missing night light cover, extension cord in one
 

(1) A. The cover to the electrical box by the 04/16/08(1) resident's room and missing or loose over bed 
resident's dresser has been replaced. light covers. These observations were made in the 

presence of Employees #1, 2, 3, and 4 on April 14, 
2008 from 1:00 PM through 3:45 PM. (1) B. The cable box has been securely 04/16/08 

attached to the wall in room 7. 

The findings indude: 
(1) C. The phone jack has been secured to 04116/08 
the wall in room 21. 

1. The cover to the electrical box by the resident's
 
dresser was damaged and wires were exposed in
 (1) D. The extension cord in room 15 has 04/16/08 
room 7 in one (1) of 12 rooms observed. been removed. 

(1) E. The night light cover in room 26 has 04/16/082. The cable box was not securely attached to the 
been replaced. wall in room 7 in one (1) of 12 rooms observed. 

(1) F. The overbed upper light covers have 04/16/08
3. The phone jack was pulled out from the wall in been replaced in rooms 19 and 21.
 
room 21 in one (1) 01.12 rooms observed.
 

(1) G.The overbed upper light cover has been 04/16/08 
secured in the frame in room 10.
 

one (1) of 12 rooms observed.
 
4. An extension cord was observed in room 15 in 

(2) Rounds were conducted throughout the 05/08/08 
facility on May 8, 2008 and all above items 

5. The night light cover was observed missing in were fixed. No further items of this type were 
room 26 in one (1) of 12 rooms observed. found during the rounds. 

(3). The engineers will conduct weekly rounds 05112108 
rooms 19 and 21 iri two (2) of 12 rooms observed. 
6. The overbed upper light cover was missing in 

X 4, then monthly thereafter and check all 
electrical boxes, cable boxes, phone jacks, 
night light covers and overbed upper light 7. The overbed upper light cover was not secure in covers. They will also assure that there are 

the frame in room 10 in one (1) of 12 rooms not any extension cords in use. All engineer 
observed. staff will be inserviced on the above items to 

observe and correct dUring rounds. The Chief 
Employees #1, 2, 3, and 4 acknowledged these Engineer or Designee will monitor the above 
findings at the time of the observations. on a monthly basis. 

(4). The results of the weekly and monthly 
rounds will be presented to the Quality 
Assurance Committee for recommendations. 
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