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F 000 INITIALCOMMENTS 

A recertification surveywas conducted on June 10 
through 11, 2009. The follow deficiencies were 
based on observations, staff interviewand record 
review. The samplesize was 12 residents based 
on a censusof 45 residentson the first day of 
survey. Therewere two (2) supplemental residents. 

F 157 483.10(b) (11) NOTIFICATION OF CHANGES
 
SS=D
 

A facility must immediatelyinformthe resident;
 
consultwith the resident's physician; and if known.
 
notify the resident's regal representative or an
 
interested family memberwhen there is an accident 
involving the residentwhich results in injury and has 
the potential for requiringphysician intervention; a 
significantchange in the resident's physical, mental, 
or psychosocial status (i.e., a deterioration in health, 
mental, or psychosocial status in either life 
threatening conditions or clinical complications); a 
need to alter treatmentsignificantly (I.e., a need to 
discontinue an exlstinq form of treatment due to 
adverseconsequences, or to commence a new 
form of treatment); or a decisionto transferor 
dischargethe resident from the facility as specified 
In §483.12(a). 

The facility must also promptlynotify the resident 
and, if known,the resident's legal representative or 
interestedfamily memberwhen there is a change in 
room or roommate assignment as specIfied in 
§483.15(e)(2); or a change in residentrightsunder 
Federal or State law or regUlations as specified in 
paragraph (b)(1) of this section 

The facility must record and periodically update the 
addressand phone numberof the resident's 

FOOO 

F 157 F 167· 483.10fbH11) Notification of Changes 
Sibley Memorial HospitalRenaissance SNF 
providesservicesthat meet professional stan­
dards of quality.Duringthe survey. it was 
determinedthat the facility failed to notify the 
physician in a timely mannerwhen a patient 
refused Megace. an appetitestimulant. 
Findingsfor Resident #7 
1. Resident#7 has been discharged home. No 
further corrective action is applicable for this 
resident. 
2. Therewere no other refusalsof Megacefor 
other residentswith orders for Megace. 
Other residents havingthe potentialto be 
affected by the same deficientpracticewill be 
identifiedupon admission throughchart 
reviews, physicianordersand medication 
administration records. Physicians and 
dieticianswill be notifiedas soonas possibleof 
residents that refuseMegace to alert themof 
the potential for additional weight loss. 
3. The following systemicchanges have been or 
will be put in place to ensure that the deficient 
practice will not recur and staff educationwas 
done on the following: 
.A QA monitoring tool has been developed to 
track all residents on Megace. 
-The DON, QualityNurse or designee will 
monitorphysician ordersand MARSfor the 
identification of residents on Megace on a daily 
basis. 
.Physician anddietician will be notifiedas soon 
as possiblewhen a residentrefuses Megace. 
·The 24 hourchart checkwill be utilizedto 
monitorphysician orders for all orderswritten 
for the medication Megace. 

7/10109 

7126/09 

7126/09 

LABORA~RECTcr'S OR PROVIDERISUPPUER~RE~TATIVE'S SIGNATURE TITLE 
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Any deficlencyslatementendingwith an asteriskn denotesa deficiencywhich the inslilulion may be excusedfr~m correcting providing it is determinedthai othert 
safeguards providesufficientprotection to the patients.(See instructions.) Exceptfor nursinghomes.the findingsstated above aredisclosable 90 days following the date of 
surveywhetheror not a plan of correctionis provided. Fornursinghomes,the abovefindingsand plansof correction are dlsclosable 14 days following the date these 
documents are madeavailableto the facitity. If deficiencies are cited. an approved plan of correctionis requisiteto continuedprogramparticipation. 
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F 157 Continued Frompage 1 

legal representative or interested family member. 

This REQUIREMENT is not met as evidenced by: 

Based on observation, record reviewand staff 
interviewfor one (1) of 12 sampled residents, it was 
determined that facility staff failed to notify the 
physician that Resident#7, with a significantweight 
loss, refusedMegace,an appetite stimulant, for four 
(4) days. 

The findings include: 

Duringa medication pass observation that was 
conducted on June 10, 2009at 9:30AM, Resident 
#7 refused Megace400 mg. Resident #7 stated, 
"My appetiteis fine. I don't need that medicine. I 
have been refusing it for several days." 

A reviewof Resident #7's record revealed a 
physician'S order dated May 9, 2009at 2:30PM that 
directed"Megace 2 TSP po (orally) daily for 
appetite." The residentwas admittedon April 28, 
2009, initially severelydepressed and ate less than 
25% of his/hermeals. 

Accordingto the June 2006Medication 
Administration Record, the resident refused Megace 
on June 6, 8, 9 and 10, 2009. There was no 
.evidencein the resident's record that the physician 
had been notifiedthat the resident had refused the 
medication. 

A face-to-face interviewwas conducted with 
Employee #5 on June 10, 2009at 11:00 AM. After 
reviewing the record,he/sheacknowledged that 
there was no documentation present to 

F 157 . eThe nutritional care plan willshow thaI the 
resident Ison the appetite stimulant Megace 
and willbereviewed in the weekly care plan 
meetings. 
eNursing staff will bein-serviced on Importance 
of reporting refusal ofappetite stimulants such as 
Megace and the effect that has ona resident with 
unintended weight loss. 
4. The quality assurance process will be utilized 7/26/09 
to monitor and sustain compliance. The findings 

will bepresented at thequarterly Quality 
Assurance meeting. 
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F 157 Continued From page 2 F 157 
indicale that nursingstaffhad notified the physician 
regarding the residenl's refusal of the Megace. 

A reviewof the record on June 11, 2009 revealed 
that lhe physician had been notified of the residenl's 
refusal of Megace, the medicalion had been 
dlsconlinued and the resident was scheduled to F253 - 483.15Ih)(2) Housekeeping/Maintenance 
return to his/herhome on June 11, 2009. The SibleyMemorial Hospital's Renaissance SNF 
recordwas reviewed June 11,2009. provides housekeeping and maintenance services 

necessary to maintaina sanitary, orderlyand 
comfortable Interior. Duringthe surveya numberof 

F 253 F 253 problem areaswere identified that havebeen cited 
In this report. The follOWing plan of corrections 

483.15(h) (2) HOUSEKEEPING/MAINTENANCE 
SS=D addresses the few deficiencies thatwere Identified: The facility mustprovide housekeeping and 

maintenance services necessary 10 maintain a Findings 1 & 2 
1. No specific residents were identified in the survey 7/10/09sanilary, orderly, and comfortable interior. 
reportas beingaffectedby the deficientpractices. 
The following corrective actions havebeen takento 
address the surveyfindings.

This REQUIREMENT is not metas evidenced by: • Finding1;The slat surfacesof Venetian blinds 
havebeencleaned andwilt continue to be cleaned 
on a regular basis.Based on observations during the survey period, it 
• Finding 2: Heating ventilation and air conditioning 

was delermined that housekeeping and covershave beencleaned. 
maintenance serviceswere not adequate to ensure 2. All rooms were checked and cleaned as needed. 7/26/09 

3. The following systemicchanges have been or will 7126/09 
sanitarymanner as evidenced by: venetian blind 
lhal the facilily was maintained in a safe and 

be put in place to ensurethe deficient practicewill 
not recurandhousekeeping staffwas educatedon slats damaged and soiledwith dust in residents' 
the following:rooms and common areasin six (6) of nine (9) room 
• Finding 1:and common area observalions, Heating Venlilalion DVenetian blindslatswill be cleaned by the 

andAir Condilioning (HVAC)covers soiledwilh housekeeper to ensurethat dustdoes not affect the 
accumulateddusl on louversurfaces in six (6) of wellbeing of the patient.This will be done on an on­

going and regular schedule.nine (9) HVACunits observed. wall surfaces in the 
DEmployees will have retraining on the importance rear of faucets and sinksdamaged in resldenls' 
of dusting for the safety andhealthof the patient. 

roomsin four (4) of nine (9) rooms observed. Theywill reviewthe 7 slep cleaning methodto make 
Theseobservations were made in lhe presence of certainall areasof the roomare cleaned in the 
Employees #4 and 13. properway for yearlyevaluallons. 

DTeam leaders and managerswill make dally 
roundsto areasand verify that housekeepers are The findings include: usingthe 7 stepcleaningmethod. 
D All blindsin patient roomswill be replaced by

1.The sIal surfaces of venelian blindswere soiled curtains. This replacement process is on-going. 
DAII blindswill be replaced and in full capacIty by the 8/31/09 
end of August. 
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and damaged in residents I rooms and common 
areas In rOOmS 303,305,307,315,324 and Activity 
Room in sfx (6) of nine (9) room observations 
between 9:41. AM and 10:45 AM on June 11, 2009. 

2. HeatingVentilation Arid Air Conditioning covers 
were soiled with accumulated dust on louver 
surfaces in rooms 303, 305, 307, 315, 318 and 324 
in six (6) of nine (9) room observations between 
9:41 AM and 10:45 AM on June 11,2009. 

3. Wall surfaces were damagedand in need of 
repair and caulking in residents' bathroomsin 
rooms 303, 307,315 and 320 In four (4) of nine (9) 
roomobservationsbetween 9:41 AM and 10:45AM 
on June 11, 2009. 

Employees#4 and 13 acknowledged the findings at 
the time of the observations. 

F 279 483.20(d),483.20(k) (1) COMPREHENSIVE CARE 
SS=D PLANS . 

A facility must use the results of the assessment to 
develop, review and revise the resident's 
comprehensive plan of care. 

The facility must develop a comprehensive care 
plan for each resident that includesmeasurable 
objectives and timetables to meet a resident's 
medical, nursing, and mentaland psychosocial 
needs that are identified in the comprehensive 
assessment 

The care plan must describe the services that are to 
be furnished to altain or maintain the resident's 
highest practicable physical,mental, and 
psychosocial well-being as required under 

F 253 

F279 

• Finding 2; 
a Healing andcooling coverswjIJ be cleaned by the 
housekeeper to ensurethatdustdoesnotaffectthe 
wellbeing of the patient. 
oEmployees will be retrained to ensurethat the 
ventilation coversand vertical surfaces arecleaned 
for the safetyof the patients usingthe 7 step 
program August31, 2009. 
oTeam leaders andmanagers will makedaily rounds 
to areasandverify that housekeepers are usingthe 
7 step cleaning method. 
4. Thequalityassurance process will be utilized 
to monitor and sustain compliance. The findings will 
be presented at the quarterly QualityAssurance 
meeting. 
• TheAdministrator will checkon cleanliness during 
weeklyrounds 

• Finding 3: 
1. All wallscited in this reportwill be repaired.. 
Repairdamaged wall surfaces andcaulkas 
necessary. Workorders#6414,6415,6416, and 
6417 havebeensubmitted. Workshould be 
completed by theend ofAugust2009. 
2. Thewalls in the roomsandbathrooms of other 
residents were inspected andwill be repaired as 
needed. 
3. Inspection of thewall conditions were added to 
environmental rounds on a weeklybasis. 
4. The qualityassurance process will be utilized to 
monitorandsustaincompliance. Thefindings will be 
presented at the quarterly QualityAssurance 
Committee meeting. 

F279- 4B3.20fdl, 4B3.201k1l1l Comprehensive 
Care Plans 
Comprehensive CarePlans are developed for all 
SNF residents. During the survey, threeof twelve 
sampled residents did not havea satisfactory care 
plan.The following planof correction addresses this 
important issue: 
Findings for residents #1,#3 and #10 
1. Facility staff failed to initiate a satisfactory plan 
of care with objectives, goals. and approaches to 
address the residents' nutritional needs. We 
recognize this failure although no further 
corrections are needed on Ihese specific 
residents since they have all been discharged 
home in good health. 

8/31/2009 

7/26/2009 

8/31/09 

7/26/09 

7/26/09 

7126109 

7/10/09 
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§483.25; and any servicesthat would otherwise be 
requlred under §483.25 but are not provideddue to 
the resident's exercise of rights under §483.1 0, 
including the right to refuse treatmentunder 
§483.10{b) (4). 

This REQUIREMENT is not met as evidenced by: 

Based on record review and staff interviewfor three 
(3) of 12 sampled residents, it was determined that 
facility staff failed to initiate a care plan with goals 
and approachesto address the resident's nutritional 
needs and significantweight loss. Residents#1, 3 
and 10. 

The findings Include: 

1. A reviewof the clinical recordfor Resident#1 
revealedthat facility staff failed to initiate a plan of 
care with objectives, goals and approachesto 
address the resident's nutritional needs. 

According to the history and physical examination 
completedby the physicianon May 23, 2009, the 
resident's diagnoses included:status post hip 
fracture with total hip replacement, dehydration, 
macular degeneration, mitral InSUfficiency and 
congestiveheart failure. 

According to the dietary consultationdated May 24, 
'2009, the resident's admissionweight of 102 
poundswas below the calculated Ideal BodyWeight 
(IBW) of approximately 125 pounds. The Dietician's 
assessment dated May 28, 2009 revealed that 
Resident#1 sustaineda significantweight rOSS of 
7% (currentweight 94 pounds)over one week. 

10 
PREFIX 
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F279 
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7126/092.Allother resident care plans were reviewed 
and changed asneeded. 

7126/093. The following systemic changes have been or . 
willbe implemented to prevent thesame deficient 
practice from recurring and staffwaseducated on 
the following: 
• The mulli-disciplinary care team will review 
nutritional care plans at each meeting tomonitor 
compliance and update asIndicated. 
• Weekly weights willbemonitored on 
Wednesdays forall residents assessed tobeat 
nutritional riskforweight loss. 
• The dietician willallach copy of consullto each 
nutritional care plan of residents deemed as 
moderate to high nutritional risk(level 2). 
• QA tool will be implemented to randomly 
monitor careplans forcompliance. 
• Dietician to notify the DON andlor Quality 
Nurse ofall residents that exhibit weight loss. 
• CarepJans willbe implemented to identify goals, 
approaches and interventions to ensure 
complfance with identification of residents at risk 
forweight loss. 
• The dietician willprovide inservlces tostaffon 
ongoing basis togive feed back. 

7126/094. The quality assurance process willbeutilized 
tomonitor and sustain compliance. The findings 
willbepresented at the quarterly Quality 
Assurance meeting. 
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F 279 Continued From page5 F 279 
The Dietician implemented recommendations and 
interventions to addressthe resident's nutritional 
concerns, however; the care plan developed by the 
interdisciplinary team, signed on May28, 2009, 
June 1 and June 8, 2009 lackedevidence of 
problem identification, goalsand approaches to 
addressthe resident's nutritional concerns and 
weight loss. 

The findings were reviewed and confirmed during a 
face-to-face interviewwith Employee #2 on June 
10, 2009 at approximately 4:30 PM. The record was 
reviewed on June 10, 2009. 
2. A reviewof the clinical record for Resident #3 
revealed thaUaciJity staff failed to initiatea plan of 
care with objectives, goalsand approaches to 
addressthe resident's nutritional needs. 
According to the historyand physical examination 
completed by the physician on May 16, 2009, the 
resident's diagnoses included generalized 
weakness, failure to thriveand status post right hip 
replacement. 

According to the dietaryconsultation dated May 21, 
2009,Resident #3 sustained a 4.6% weight loss 
one week post admission. The Dietician deemed 
the residentas a moderate to high nutritional risk 
(Level 2 protocol per facility policy)and 
implemented recommendations and interventions to 
addressthe residents nutritional concerns. 
A reviewof the plan of caredeveloped by the 
Interdisciplinary teamlackedevidence of problem 
Identification, goals and approaches to addressthe 
resident's nutritional concerns andweight loss. 

The findings were reviewed and confirmed during a 
face-to-face interview with Employee #2 on 
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F 279 Continued Frompage6 
June 10, 2009 at approximately 5:00 PM.The 
recordwas reviewed June 10. 2009. 
3. A review of the clinical record for Resident #10 
revealed thatfacilily staff failed to initiatea plan of 
care with objectives, goalsand approaches to 
addressthe resident's nutritional needs. 

AccordIng to the historyand physicalexaminallon 
completed by the physician on April 3, 2009, the 
resident's diagnosesincludedstatus posthip 
fracture, diabetesmellitus, atrial fibrillation, 
hypertension, hypercholesterolemia and gout. 

Accordingto the clinicalrecord, the weighthistory 
for Resident#10 was 171 poundsupon admission 
on April 3, 2009 and on April 20, 2009 his/her 
weightwas assessed at 154 pounds, an 
approximate 17 poundweight loss. 
Dietician consultations performed April 4, 2009 
through June 9, 2009 deemedthe resident a 
moderate to high nutritional risk (Level2 protocol) 
and implemented recommendations and 
interventions to addressthe resident's nutrltlonal 
concerns. 
A reviewof the Interdisciplinary care team (lOT) 
notes revealed a care planwas developed by the 
lOT on April 13, 2009 and subsequently reviewed 
on April 16, 20, 23, 27,30; May 4,7,11,14,21,26; 
June 1, 4, and ii, 2009. The plan of care lacked 
evidence of problem identification, goals and 
approaches to addressthe resident's nutritional 
concernsandweight loss. The recordwas 
reviewed on June t t, 2009. 

F 309 483.25 QUALITY OF CARE 
SS=D 

Each residentmust receive and the facilitymust 
providethe necessary care and services to attain or 
maintainthe highestpracticable physical, mental, 
and psychosocial well-being, in 

F 279 

F 309 F309.483.25 Qualitv of Care 
The Rensaissance SNF provides services that 
meel professional standards of quality. During 
the most recent survey, a number of problems 
were identified thai have been cited in this report. 
The following plan of correction addresses them: 
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F 309 Continued From page7 
accordance with the comprehensive assessment 
and plan of care. 

This REQUIREMENT is not met as evidenced by: 

Based on staff interview and record reviewfor three 
(3) of 12 sampled residents and one (1) of two (2) 
supplemental residents, it was determined that 
facility staff failedto: follow physician's orders for 
monitoringpulseoxcyemetry for one (1) resident, 
obtain complete medication orders for two (2) 
residents and clarify the indication for when to 
administer multiplepain medications for two (2) 
residents. Residents #1, 7,12, and 13. 

The findings Include: 

1. A reviewof the clinical record for Resident#1 
revealed facility staff failed to follow physician's 
ordersfor the assessment of oxygen saturation 
levels. 
Resident#1 was admitted May 23, 2009, post 
operativetotal hip replacement. Diagnoses included 
status post hlp fracture, dehydration, macular 
degeneration, mitral insufficiency and congestive 
heart failure. 
Physician's ordersdatedMay31, 2009 directed 
"P02 sat q-shift (pulse oximetry saturation level 
every shirt) if =93%no oxygen, if =92%administer 2 
liters of oxygenperminutevia nasal cannula." 
A reviewof the electronic documentation related to 
the assessment of the resident's oxygen saturation 
levels revealed oxygensaturation levelswere not 
doneon the followingdatesduring the day and 
evening shifts: June 3, 4, 7 and 9, 2009. On June 5, 
2009, the oxygensaturation 

F 309 Finding for Resident #1 
1. There are no furthercorrective actions for 7/10/09 
resident #1 who has been discharged from the 
facility in good health. 
2. Other resident oximetry recordslTARS are 7126/09 
corrected. 
3. The following systemic changes have been or 7/26/09 
will be put in place to ensure that the deficient 
practice will not recur and staff was in-serviced 
on the following: 
- A QA tool has been developed to monitor the 
treatment administration record and electronic 
record to verify that oximetries have been carried 
out and signed off. 
- Ten charts will be reviewed randomly on a 
monthly basis. 

Findings for Resident #7 
1. There are no further corrective actions as 7/10109 
resident #7 has been discharged home in good 
health. 
2. Other residents' medication orders for Megace 7126/09 
and eyedrops were checked to ensure orders 
were clear. 
3. The rollowing systemic changes have been or 7126/09 
will be put in place to ensure the deficient 
practice does not recur and staff was in-serviced 
on the following: 
- The nursing staff and secretarial associates will 
monitor physician orders and medication 
administration records to ensure the medication 
route/strength has been identified and 
transcribed correctly. The five rights and 
indications must be present. 
-The 24 hour chart review of the medication 
administration record will be utilized to monitor 
orders for accuracy and completeness. 
- The nursing staff willreceive in-service training 
on the importance of clarification of medication 
orders to prevent a delay in treatment for all 
residents to maintain safety. 
4. The quality assurance process will be utilized 7126109 
to monitor and sustain compliance. The findings 
will be presented at the quarterly Quality 
Assurance meeting. 
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F 309 Continued From page 8 
level was not obtained during the night shift. 
The electronic record was retrieved by Employee #2 
and the findings reviewed and confirmed in the 
presence of this employee on June 10, 2009 at 3:30 
PM. The record was reviewed June 10. 2009. 
2. Facility staff failed to clarify a physician's order for 
Megace for Resident #7. 

A review of Resident #7's record revealed a 
physician's order dated May 9,2009 that directed, 
"Megace 2 TSP orally daily for appetitive." The 
order lacked the dosage for the medication. 

A face-to-face interview was conducted with 
Employee #11 on June 11, 2009 at 10:00 AM. 
He/she stated, "Megace comes in one strength, 40 
ml per cc. A teaspoon is 5 cc so the doctor ordered 
10 cc of Megace or 400 milligrams. The order as 
written is not really a complete order. The number 
of milligrams should be there." The record was 
reviewed June 11, 2009. 

3. Facility staff failed to clarify the indication for
 
when to administer two (2) pain medications for
 
Resident #12.
 

A review of Resident #12's record revealed orders 
signed by the physician on May 5, 2009 that 
directed, "Tylenol 650 mg every 4 hours orally for 
mild pain" and" Tramadol 50 mg every 4 hours 
orally for mild pain." There was no evidence that 
facility staff had clarified the indication for when to 
administer two (2) medications, both prescribed for 
mild pain. 

The resident was administered Tylenol 650 mg on 
May 7, 2009. The resident never received the 

. .Tramadol. There was no explanation in the 

F 309 • The charge nurseand the Quality Nursewill 
reviewthe nursingstaffworksheets on an 
ongoing basis to monitorthat oximetryorders are 
communicated shift-to-shift. 
• In-service staff on the importance of ensuring 
all treatments are carried out and documented. 
• The"alterationin respiratory status"care plan 
will be updated to reflectpulseoximetryas 
indicated. 
4. The quality assurance processwill be utilized 
to monitorand sustaincompliance. The findings 
will be presented at the quarterlyQuality 
Assurance meeting. 

Findings for Residents #12 and #13 
1. Thereare no furthercorrective actionsas the 
residents havebeendischarged to homein good 
health. 
2. All other residents' physician orders and 
medication administration recordshavebeen 
reviewed and transcribed correctly. 
3. The following systemic changeshavebeen or 
will be put in placeto ensurethe deficient 
practices do not recur and staff was in-serviced 
on the following: 
• The staff will monitorthe medication 
administration recordand physician orders to 
ensurethat the strength anddosages for each 
pain medication is clarified for each levelof pain. 
• A QA monitoring tool has been implemented to 
checkcompliance of physician orders on a daily 
basis. 
• Thechargenursewill remind physicians to 
specifywhichpainmedication is to be 
administered baseon scale 1-10(mild,moderate, 
severe). 
• Additionalsecretary associate and nurse 
education will be givenon Ihe importance of 
verifying that all ordersare writtenout correctly 
beforetranscribing. 
• The 24 chart checkwill be utilized10monilor 
physician orderclarity and to obtain order 
clarification if so indicated. 
• Tenchartswill be reviewed randomly on a 
monthlybasis. 

7/26/09 

7/10/09 

7/26/09 

7/26/09 
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resident's record why the nurse administered 
Tylenol instead of Tramadol. 

A face-to-face interview was conducted with 
Employee #1 on June 10. 2009 at 1:00 PM. He/she 

F 309 
• The QualityNurseon the Renaissance Unit will 
samplechartson a regular basis10 ensure that 
physician ordersare clear andprecise. Reports 
will be provided to the DONand the Medical 
Director. Followup actionthat is necessary will 
be identified and reported at the Quality 
Assurance meeling. 
4. The qualityassurance process will be utilized 

8f31f09 

7126109 
acknowledged the above cited findings. The record 
was reviewed June 10. 2009. 

4. Facility staff failed to clarify the indication for 
when to administer two (2) pain medications and 
eye drops Resident #13. 

A. Review of Resident #13's record revealed a 
physician's orders dated April 28, 2009 that 
directed, "Acetaminophen 650 mg every 4 hour 
orally for mifd pain" and "Percocet 1 tab every 4 
hours for pain." There was no evidence that facility 
staff had clarified with the physician the indication 
for when to administer two (2) medications, both 
prescribed for pain. 

The resident received Tylenol as follows: April 30 at 
7:10AM, May 2 at 2:43 PM and May 3 at 9:30 AM 
and 3:00 PM~ 

The resident received Percocet as follows: April 29 
at 8:35 AM andt 0:30 PM, April 30 at 9:55 AM and 
10:30 PM. May 2 at 8:34 AM and 10:00 PM and 
May 3 at 9:30 AM, 3:00 PM and 11:15 PM. 

There was no explanation in the record why the 
nurse administered the particular pain medications 
as identified in the above cited occasions. 

B. A physician'S order dated April 28, 2009, 
directed, ..Timolol 0.5% gel/solution, 1 drop q HS 
(at bedtime)." The order failed to identify the eye(s) 
for which the medication was prescribed . 

to monitorand sustain compliance. The findings 
will be presented at the quarterly Quality . 
Assurance meeting. 
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A face-to-face Interview was conducted with 
Employee #5 on June 10,2009 at 1:00 PM. 
He/she acknowledged the above cited findings. 
The record was reviewed June 10, 2009. 

F 325 483.25(1) NUTRITION 
SS=D 

Based on a resident's comprehensive assessment, 
the facility must ensure that a resident ­
(1) Maintains acceptable parameters of nutritional 
status, such as body weight and protein levels, 
unless the resident's clinical condition demonstrates 
that this is not possible; and 
(2) Receives a therapeutic diet when there is a 
nutritional problem. 

This REQUIREMENT is not met as evidenced by: 

Based on record review and staff interview for three 
(3) of 12 sampled residents, it was determined that 
facility staff failed to assess residents' weights per 
dietician recommendations and facility policy. 
Residents #1, 3, 10. 
The findings include: 
Facility Policy entitled "Monitoring Resident 
Weights" stipulated: "Residents will be weighed on a 
weekly or monthly basis, dependent upon their 
nutritional risk. as determined by the dietitian and 
the nutrition risk policy. Residents deemed to be at 
a moderate or high nutritional risk (Level 1 or 2) will 
be weighed weekly until nutritionally stable and then 
monthly thereafter ...re-weight completed for any 
weight change of greater than or less than five (5) 
pounds within 30-days. Reweighs must be 
completed within 48-hours on 

F 309 

F 326 - 483.25(i) Nutrition 
Based on a resident's comprehensive 
assessment,the facility must ensure that a 
resident (i) maintaInsacceptableparametersof 

F 325 . nutritional status. such as body weight and 
protein levels unless the residentscondition 
demonslrates this Is not possible; and (if) 
receives a therapeutic diet when there is a 
nutritionalproblem. 

Findings for Residents#1, #3, and #10 
1. There are no further corrective actions as all 
residentshavebeen dischargedto home in good 
health. 
2. other residentshaving the potential to be 
affected by the same deficient practice will be 
identified through the initial nursing admission· 
assessment, weights arid physician orders, and 
review of nursing assistant flow sheets. All 
residents meetingthe criteria rornutritional 
assessmentswill be identified uponadmission 
and a dietary consult will be entered into the 
computer system to nag the dietician.Other 
residentson the unit identifiedas needingweekly 
weights were weighed as requested. 
3. The followingsystemic changes have been or 
will be put in place to ensure that the deficient 
practice does not recur and starf was In-serviced 
on the following: 
• The charge nurse, Quality Nurse and/or her 
designeewill review all initial clinical 
documentation to ensure that the appropriate 
action is taken for those residentsmeeting 
criteria for nutritionalassessment/screens or 
dietary consults. 
• Quality monitoringtool is in progress to track 
admitting,weekly and reassessment weights. 
• Random audits of food intake will be conducted 
on specific residentsto confirm that there is 
accurate documentation of the percent of food 
consumedon the ADL f1owsheel. 
• All weights will be documented into the clinical 
record upon completion. 

7/10/09 

7/26/09 

7/26/09 
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F 325
 Continued From page 11 
the same scale, with the sameamount of clothing 
and at approximately the sametime of day to verify 
the weight change. Reweighs mustbe documented 
into the medical record." 
1. A reviewof the clinical record for Resident #1 
revealed facility staff failed to monitorthe resident's 
weight in accordance with the dietician's 
recommendations and pursuant to facility policy. 
The effectiveness of nutritional interventions was 
limiteddue to the lack of weightassessments. 
Resident#1 was admittedMay23, 2009 with 
diagnoses that included statuspost hip fracture with 
total hip replacement, dehydration, macular 
degeneration, mitral insufficiency and congestive 
heart failure.According to the admission Minimum 
Data Set (MDS) assessment signedJune 4, 2009, 
the resident's visionwas severely impaired. height 
65 inches,weight 102 poundsandaccording to 
Section K, Oral/Nutritional status, he/shewas coded 
for a swallowing problem. 
A gastroenterology (GI) consultation was conducted 
May25, 2009to addressthe resident's swallowing 
problem. The consultant determined no evidence of 
dysphagia or esophageal dysfunction was identified. 
An initial dietaryconsultation was conducted May 
24, 2009 that revealed the resident's admission 
weight was 102poundsand Ideal BodyWeight 
(IBW)was approximately 125 pounds. He/she was 
below IBW uponadmission due to a historyof 
inadequate intakesecondary to appetite. Megace 
400 mg dally,an appetitestimulate, was ordered by 
the physician uponadmission. The dietaryplan 
includeda regulardiet, encourage the intakeof 
ensure (dietary supplement) and ice creamand 
assistance with meals secondary to visual deficits. 
Weeklyweightswere requested. 

F 325 oDieticianre-inserviced staff onweights,
 
consults, andnutrition/reassessment, weight loss
 
in elderly.
 
.Copies of dietaryconsults will be attached to the
 
nutritional care planto validate completion and
 
communicate nutritional status.
 
.Weekly weightswill be doneeveryWednesday
 
to trackpotential weight loss/gain.
 
oRe-weights will be doneas directed by the
 
physician or dieticianfor ongoing monitoring.
 
4. Thequality assurance processwill be utilized
 
to monitor andsustaincompliance. The findings
 
will be presented at the quarterly Quality
 
AssuranceCommittee meeting.
 

6/17/09& 
6/29/09 

6/12/09 

6/11/09 

7/26/09 
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F 325 Continued From page 12 F 325 
The subsequent dietaryconsultation datedMay28. 
2009 revealed a currentweightof 94 pounds, 
identified as an unintentional 7% significant weight 
loss. Theresident's intakewas variableat 
approximately 50% consumption anddiet texture 
was changed to mechanical soft. Dietician followup 
visitswould follow the "Level 1 Nutrition Risk 
Protocol," The recommendations included 
encourage, monitorand assistwith oral intake. 
Physician's orders datedMay28, 2009directed a 
1200milliliterper day fluid restriction and the order 
was discontinued on May29, 2009. 
Theweight record for Resident #1 revealed weights 
were assessed on May23, 2009 arid May28, 2009. 
The record lacked evidence of weight assessments 
subsequent to May 28, 2009. 
According to the facilitypolicydelineated above, 
individuals deemed as a moderatefhigh nutritional 
risk (Level1 or 2) must haveweights assessed on a 
weeklybasis and a re-weights within48-hours of a 
5 pound variance. The record lackedevidence of a 
re-weight when It was determined that the resident 
sustained a significant weight loss.Additionally, 
staff failed to follow the facility's weight monitoring 
policy andthe dietitian's requestfor weeklyweights. 
Subsequent dietaryconsullations revealed 
continued requests for weight assessments. The 
dietarysummaries revealed the resident's intake 
improved as evidenced by the intakemonitoring 
record entitledActivities of DailyLiving(ADL) 
Flowsheets. The flow sheets revealed the resident's 
intake increased 50-75% and 50-100% respectively. 
The residentand the resident's responsible party 
verbalized that mealtime intakeand appetite had 
improved. 
The findings were reviewed and confirmed duringa 
face-to-face interviewwith Employee #2 on June 
10,2009 at approximately 4:30 PM.The 
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record was reviewed on June 10, 2009. 
2. A review of the clinical record for Resident #3 

revealed facility staff failed to monitor the resident's 
weight in accordance with the dietician's 
recommendations and In accordance with facility 
policy. 
Resident #3, an 88 year old, was admitted May 15, 
2009 with diagnoses that included, generalized 
weakness, failure to thrive and status post right hip 
replacement. According to the admission MDS 
assessment, signed May 28,2009, the resident's 
height was 69 inches and weight 174 pounds. 
Section G, Physical functiotllng, revealed the 
resident required extensive assistance with eating 
and according to Section K, Oral/Nutritional status, 
he/she did not have oral problems and left 25% or 
more of food uneaten at most meals. The resident's 
drug regimen on admission Included Megace 400 
mgdaily as an appetite stimulant. 
According to the dietary consultation dated May 21, 
2009, Resident #3 sustained a 4.6% weight loss in 
one week post admission (current weight 166 
pounds on May 20, 2009). The dietician determined 
the resident to be a level 2 nutritional risk and 
interventions Included homemade ensure shakes 
three times daily, re-weight and weekly weights. 
The dietary consultation dated June 9, 2009 
revealed the resident's weight was assessed on 
June 3. 2009 at 161 pounds, a 7.4% significant 
weight loss since admission. The dietician 
recommended a re-weight to verify the accuracy of 
the June 3, 2009 weight. Again, weekly weights 
were requested. 
A review of the resident's weight history revealed 
the resident's weight was assessed on May 15, 
2009; May 20, 2009 and June 3. 2009. 
The record lacked evidence that facility staff 
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performed weekly weights as per the dietician's 
request and in accordance with facility policy. 
Additionally, re-weights were not assessed within 48 
hours as per policy and as per the dietician's 
request. The findings were reviewed and confirmed 
during a face-to-face interview with Employee #2 on 
June 10, 2009 at approximately 5:00 PM. The 
record was reviewed June 10; 2009. 
3. A review of the clinical record for Resident #10 
revealed facility staff failed to monitor the resident's 
weight In accordance with the dietician's 
recommendations and In accordance with facility 
policy. The effectiveness of nutritional interventions 
was limited due to the lack of weight assessments. 
Resident #10, a 91 year old, was admitted April 3, 
2009 with diagnoses that included status post hip 
fracture, diabetes mellitus, atrial fibrillation, 
hypertension, hypercholesterolemia and gout. 
According to the initial nutritional consult dated April 
4, 2009, the resident's admission weight was 173 
pounds and height 70 inches. The dietician 
determined the resident to be a level 2 nutritional 
risk. Nutritional interventions included an 1800 
calorie ADA (American Diabetic Association) diet 
and Glucerna supplements three times daily. The 
physician ordered Megace 400 mg dally upon 
admission, as an appetite stimulant. 
Dietician consultations performed May 21, 2009 and 
June 9, 2009 revealed repeated requests for weekly 
weights and a determination of the Level 2 
nutritional protocol; 
The record revealed Resident #1O'sweights were 
assessed as follows: 
April 3, 2009, 173 pounds; 
April 8, 2009, 171 pounds; 
April 20, 2009, 154 pounds; 
April 22, 2009,156 pounds; 
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April24,2009, 152 pounds; 
May 5, 2009, 155 pounds 

May 8,2009149 pounds. 
There was no evidence of weights assessed 
subsequent to May 8, 2009. 
The record lacked evidence that facility staff 
performed weekly weights as per the dietician's 
request and in accordance with facility policy. The 
record was reviewed June 11, 2009. 

-F 325 

F 371 483.35(i) SANITARY CONDITIONS F 371 F 371 ­ 483.35(1) Sanitary Conditions 
SS=D 

The facility must -
(1) Procure food from sources approved or 
considered satisfactory by Federal, State or local 
authorities; and 
(2) Store, prepare, distribute and serve food under 

SibleyMemorial Hospital's Renaissance SNF 
stores, prepares. distributions, and serves food 
undersanitaryconditions; Duringthe survey, a 
few deficiencies were identifiedthat havebeen 
cited in this report. The following plan of 
correction addresses the deficiencies. 

sanitary conditions 

This REQUIREMENT is not met as evidenced by: 

Based on observations during the survey period it, 
was determined that dietary services were not 
adequate to ensure that foods were prepared and 

1. The following plan of correction addresses the 
deficiencies so they will not adverselyimpact 
residents: 
Finding 1: Mopsand broomshave been properly 
stored. 
Finding 2: All food identified in the citatlonWere 
discarded. 
Finding 3: Interiorandexteriorsurfacesof 
Salamander and sheetpans were cleaned. 
Finding 4: The interiorsurfacesof the plastic 
coffeecupswere cleaned and dark stains 
removed. 
Finding 5: Shelf surfaces of storage rackswere 

7/10/09 

served in a safe and sanitary manner as evidenced cleaned. 
by: improper storage of mops and brooms on floor 
surfaces in two (2) of two (2) areas observed, foods 
stored in the walk in refrigerator beyond the use by _ 
date in four (4) of seven (7) containers of stored 
food observed, the interior and exterior surfaces of 
salamander pans soiled with leftover foods and 
stored wet and ready for reuse in 19 of 20 pans 
observed, five (5) of five (5) sheet pans soiled with 

2. All other areasaffected by the deficient 
practices were corrected as follows: 
Finding 1: All janitor closetswill be Inspected to 
ensurethat mops andbroomsare stored 
correctly. 
Finding 2: All walk-in refrigerators will be 
inspected to ensurethat food beyondits 
expiration date is foundand discarded as 
needed. 

7/26/09 

grease and leftover foods and stored for reuse 
before drying. coffee cups stained after washing in 
16 of 16 

Finding 3: All pots andpans will be inspected and 
cleaned as needed. 
Finding 4: All coffeecups will be inspected and 
cleaned as needed. 
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coffee cups observed, and the shelf surfaces of 
storage racks in the pot and pan wash area stained 
and soiled with debris in two (2) of three (3) shelves 
observed. These observations were made in the 
presence of the Employees #4 and 12. 

The findings include: 

1. Mops and brooms were improperly stored on 
floor surfaces in the Salad Room and near the tray 
line in the main kitchen in two (2) of two (2) areas 
observed at 9:20 AM on June 10, 2009. 

2. Foods were stored in the walk!n refrigerator 
beyond the use by or preparation date such as: 
Beef Roast labeled 5/29/09, Deli Meat in a pan 
labeled 5/19/09, Banana Pudding labeled 617109 
and Chocolate Pudding labeled 6/7/09 in four (4) of 
seven (7) containers of stored foods observed at 
9:30 AM and 10:30 AM on June 10, 2009. 

3. The interior and exterior surfaces of 19 of 20 
salamander pans and five (5) of five (5) sheet pans 
were observed soiled with leftover food or grease 
and were stored on shelves for reuse before pans 
were allowed to dry between 10:30 AM and 10:45 
AM on June 10, 2009: 

4. The interior surfaces of 16 of 16 plastic coffee 
CUps were soiled with dark stains after washing in 
the dish machine at 11:00 AM on June 10, 2009. 

5. The shelf surfaces of two (2) of three (3) storage 
racks in the pot and pan wash area were soiled with 
stains and other debris observed at 11:10 AM on 
June 10, 2009. 

Employees #4 and 12 acknOWledged the findings 
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Finding 5: All shelf surfaces will be inspected and
 
cleaned as needed.
 

7/26/09 
placeto ensure the deficient practices do not 
recur' andstaffwas trained on the following: 
Finding 1: 

3. The following systemmeasures will be put in 

7/31/09
• Training will becompleted forallemployees who
 
use mops andbrooms in thedepartment onhow to
 
properly store themops andbrooms.
 
• Mop and broom storage will beadded to the
 
weekly checklists androunding tomonitor
 
compliance.
 
Finding 2:
 7/31109 
• All production staffwillbere-trained onHazard
 
Analysis & Critical Control Program (HACCP);
 
Production Manager willmonitor theprocess.
 
• ProductIon Manager and supervisor willcomplete
 
daily rounding to make sure production stafffollows
 
procedures.
 
Finding 3:
 8/31/09 
• Nutrition serviceswill complete a monthly audit
 
on pans to ensureproperprocedures are
 
followed.
 
• Staffwill be in-serviced andtrainedon the
 
proper way to wash/dry pansand replacement
 
panswill be purchased.
 
Finding 4:
 8/31/09 
Retraining will be givento the dishroomstaff to 
ensure thatmugs/cups arebeingsoaked weekly. 
• Supervisors and PatientServiceManager will
 
complete sanitation auditsweeklyanddaily
 
rounds to ensuremugs/cups are clean.
 
Finding 5:
 8/31/09 
• Sanitation staffwill be in-serviced on proper
 
cleaning to racks. All racksIn pot andpanarea
 
will be put on a specialrotation for cleaning and
 

. be added to the sanitation checklistto monitor 
compliance. 

7/26/09 
tomonitorand sustain compliance. Thefindings
 

will be presented at the quarterly Quality
 
Assurance meeting.
 

4. Thequalityassurance process will be utilized 
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at the time of the observations
 

F 425· 483.60(a), (b) PHARMACY SERVICES 
SS=D 

The facility mustprovide routineand emergency 
drugs and biologicals to Its residents, or obtain them 
under an agreement described in §483.75(h) of this 
part. The facilitymaypermitunlicensed personnel 
to administer drugsif State law permits, but only 
underthe general supervision of a licensednurse. 

A facility must provide pharmaceutical services 
(inclUding procedures that assure the accurate 
acquiring. receiving. dispensing, and administering 
of all drugs and biologicals) to meet the needs of 
each resident. 

The facility mustemploy or obtain the servicesof a 
licensed pharmacist who provides consultation on 
all aspectsof the provision of pharmacy services in 
the facility. 

ThisREQUIREMENT is not met as evidenced by: 

Based on observations during the medication 
storage area inspection in four (4) of four (4) 
medication carts. it was determined that facility staff 
failed to datemedications when opened. 

The findingsinclude: 

A reviewof the two (2) medication carts was 
conducted on 3 Southon June 11,2009 at 10:30 
AM in the presence of Employee #2. Three (3) of 
three (3) medications were observed undatedwhen 
opened: 

F 371 

F 425 F·426 483.60(a), lb) Pharmacy Services 
SibleyMemorial Hospital Renaissance SNF 
provides pharmaceulicservices(InclUding 
procedures that assurethat accurate acquiring, 
receiving, dispensing, andadministration of all 
drugsand biologicals) to meet the needsofeach 
resident. 

Findings 
1. Medications cited in this reportwere removed. 
2. All cartswere inspected and othermedications 
thatwere unlabelled andopenwere removed. 
3. The following systemicchangeshavebeen or 
will be put in placeto ensure that deficient 
practice will not recurand staffwas in-serviced 
on the following: 
• All medications thaI are multi-usewill be dated 
oncethat bottle is opened and discarded in the 
time frame that it expires once opened. 
• The Quality Nurseor Charge Nurse will ensure 
medications have opendates on the 
labelslbottles utilizingmedication cart inspection 
tool. 
• Thenursingstaff will be in-serviced and 
informed of Importance of labelingfdating of 
medications once the originalpackage/seal is 
broken. 
4. The qualityassurance processwill be utilized 
to monitorand sustain compliance. The findIngs 
will be presented at the quarterlyQuality 
Assurance Committee meeting. 

7/10/09 
7/26/09 

7/26/09 

7/26/09 
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F 492 
SS;;D 

Advair dispensed from the pharmacy on June 9, 
2009 
Maaloxdispensed fromthe pharmacy on June 9, 
2009 
Hydrocortisone 1% creamdispensed from the 
pharmacy on June 9, 2009 

A reviewof the two (2) medication cartswas 
conducted on 3 Northon June 11, 2009 at 10:45 
AM in the presence of Employee #2. Three (3) of 
three (3) medications were observed undatedwhen 
opened: 
Bacitracin ointment dispensed from the pharmacy 
on June 7,2009 
Deep Sea NasalSpray dispensed from the 
pharmacy on June 7, 2009 
Hydrocortisone 1% creamdispensed from the 
pharmacy on June 7, 2009 

Employee #2 acknowledged the findings at the time 
of the observations. 

483.75(b) ADMINISTRATION 

The facility must operateand provideservices in 
compliance with all applicable Federal, State, and 
local laws, regulations, and codes, andwith 
accepted professional standards and principlesthat 
apply to professionals providing services in such a 

F 492 F492 - 483.75Ib) Administration 
Sibley MemorialHospital RenaissanceSNF 
operatesand provides services in compliance 
with all applicablefederal, state and local laws, 
regulations and codes. During the survey, several 
problemareas were identified that have been 
cited in this report. 

facility. Finding#1 
1. All reports from May 2009 to June 11, 2009, 
were sent to DOH. 

7/26/09 

This REQUIREMENT is not met as evidenced by: 

Based on record reviewand staff interviews it was 
determined that facilitystaff failed to complywith 

2. The facility occurrence reporting system will be 
utilized to identiryother potential residents that 
could be affected by the deficient practice. Other 
occurrence reports from 6/1212009 to 7/26/2009 
will be sent to DOH. 

7/26/09 

state regulations as evidence by failing to: report 
unusual incidents/events to the state agency and 
ensure that medical screening was 

3. The followin9systemic changes are in place to 
ensure the deficientpractice will no! recur and 
nursingstaff will be in-servicedon the rollowing: 

7/26109 
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• Immediately uponnotification of an occurrence 
and subsequenl investigation of theIncident, the 

completed for one (1) of six newly hired employees. state agency will be notified electronically within 
the mandated reporting time frame of for1y-elght 

The findings Include: (48) hours or eight (8) hour time frame if the 
incidence results in injUry or harm to the resident. 

1. Facility staff failed to report unusual 
• The 8NF will track alloccurrence in the 
organization reporting system to ensure no 

incident/events to the state agency. occurrences have been missed and to report 
immediately to state on a dally basis. 

According to 22DCMR 3232.4,"Each incident shall • All residents willbescreened bythe 
be documented in the resident's record and medicaVsurgical house officer or admiUing 
reported to the licensing agency within forty-eight physician upon each occurrence. 
(48) hours of occurrence, except that IncIdentsand 4. The quality assurance process willbe utilized 7/26/09 

accidents that result in harm to a resident shall be to monitor andsustain compliance. Thefindings 

reported to the licensing agency within eight (8) willbe presented at thequarterly Quality 

hours of occurrence," 
Assurance Committee meeting. 

Findings for81 
The unusual Incident/event reports wete reviewed 1. Immediately had physical, PPD, and 7/10/09
from March through May 2009. A total of 29 reports immunization perhospital policy (Hospital Policy 
were generated by the facility. Of the 29 incident #03-40-14). 

reports reviewed, there were no reports of resident 2.Aff employees hired in thepast30-60 days 7/26/09 
abuse or events that resulted in resident injUry. were compliant as required. 

3. The following systemic changes arein place to 7/26/09 

A face-to-tace interview with Employee #1 was 
prevent reoccurrence of thedeficient practice: 
• The employees will receive a physical upon

conducted on June 11, 2009 at 8:30 AM. He/she hire. 
acknowledged that none of the incident/event • Toassure compliance, Employee Health will 
reports were sent to the state agency. notify theDirector of Environmental Services with 

a written report withhealth clearance status of 
2. Facility staff failed to ensure that one (1) of six (6) thedepartment employees within two weeks of 
newly hired employees completed the health orientation. 

requirements by the 15th day of employment as per 4. Thequality assurance process willbeutilized ·7/26/09 

facility policy. 
tomonitor and sustan compliance. The findings 
willbe presented at thequarterly Quality 

According to 22DCMR 3202.2, "Each facility shall 
Assurance Committee meeting. 

develop and maintain personnel policies which shall 
include methods used to document the presence or 
absence of communicable disease." 

According to the facility's polley, "Employment 
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and Annual Physical Examination and TST 
Requirements" number 03-40-14, effective March 
26, 2009, page 2." New employee physical 
examination shall Include medical history and 
directed physical exam, review of immunization 
record or Immunization history, tuberculin skin test 
(fSn or chest x-ray (if history or positive TST) and 
Hepatitis 8 vaccination ...New employees will be 
suspended from duty if health requirements are not 
met by the 15th day of employment." 

A review of Employ S1's record revealed that the 
employee was hired on May 4,2009. There was no 
evidence in the record that the employee had 
received a physical examination. reviewed hislher 
immunization record or received the tuberculin skin 
test. 

The employee worked May 5, 6,12,"14,16,17,19, 
28,29,30 and 31 on the night shift in areas were 
residenUpatient were not present. 

A face-to-face Interview with Employee #7 was 
conducted on June 11, 2009 at 1:30 PM. He/she 
acknowledged the above cited finding. 

F 514 - 483.76(1) (1) Clinical Records
F 514 483.75(1) (1) CLINICAL RECORDS F 514 The Renaissance SFN maintains clinical records 
SS::D on each resident in accordance with accepted 

The facility must maintain clinical records on each professional standards. During the survey, a 
resident In accordance with accepted professional problem area was identified that has been cited 
standards and practices that are complete; In this report. The following plan of correction 

addresses them. accurately documented; readily accessible; and 
systematically organized. 

Findings for Resident #1 
7/10/091. No further corrective action for this resident 

The clinical record must contain sufficient who has been discharged to home in good 
Information to identify the resident; a record of the health. 
resident's assessments; the plan of care and 7/26/092. Other resldents had all mood and behavior 
services provided; the results of any preadmission monitoring initiated, assessed, reassessed, and 
screening conducted by the Stale; documented correctly in the clinical record per 

policy. 
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and progress notes. 

This REQUIREMENT is not met as evidenced by: 

Based on record revIew and staff interview for three 
(3) of 12 sampled residents, it was determined that 
facility staff Inconsistently documented on: behavior 
monitoring for one (1) resident receiving 
antipsychotic medication, administration of pain 
medication for one (1) resident and the status of 

F 514 
3. The following systemicchanges havebeenor 
will put in placeto ensure the deficient practices 
not recurandnursing slaff waseducated on the 
following: . 
• All residents on psychoactive medications or 
with moodarid behaviorsymptoms will havetheir 
behaviorassessed and document on a shift-by­
shiftbasis. . 
• The QualityNurse,DON, or her designee will 
reviewresident clinical recordto ensure that the 
daily moodandbehaviordocumentation is being 
completed on all residents withmoodand 
behavior symptoms or on psychotropics on a 
daily basis. 

7/26/09 

wounds for two (2) residents. Residents #1. 5, and. 
10. 

The findings Include: 

Facility policy entitled "Skin Protocol- Management 
of Residents at risk for Skin Breakdown and 

• In-service education was provided by the DON 
to the staff on the significance of addressing, 
monitoring, and documenting residents' mood 
and behavior. Education will be on-going. 
• Themood and behaviorQA monitoring tool will 
be used to monitorcompliance. 
• The nursing staffwill reviewtheMAR dally to 
assessfor presence of psychotropics. 

7110/09 

Presenting with Skin Breakdown" stipulated: page 5. 
"Specific Ulcer Interventions; Stage I, measure 
and document size. location and color do not use 
any dressings for intact skin of a stage I pressure 

4. The qualityassurance processwill be utilized 
to monitorand sustain compliance. The findings 
will be presented at the quarterlyQuality 
Assurance Committee meeting. 

7126/09 

area in order to monitor the pressure area site every 
shift. Stage /I ...Document the pressure ulcer 
characteristics (size location, wound bed color. odor 
and appearance of the surrounding tissue) with 

Findings for Residents #1 and#10 
1. No furthercorrective actionsare needed for 
residents #1 and#10 as they havebeen 
discharged to home. 

7110/09 

each dressing change ...Measure weekly and 
document on pressure ulcer record." 
Facility policy entitled "Daily Behavior Symptom 

2. Resident #5 and other residents on the unit 
have beenassessed, measured for staging and 
documented appropriately in the Affinity 

7126/09 

Checklist Guidelines" stipulated: "The Daily 
Behavior Symptoms Checklist is initiated when a 
resident exhibits behaviors(s) and symptoms 

computer systemand on skin assessment 
sheets. 
3. The following systemicchanges will be put in 
place to ensurethe deficient practice will not 

7/26/09 

identified on the Behavior/Symptom checklist or a recurand staffwas educated on the follOWing:
resident is taking mood-alterinq medication such as 
anti-depressants, psychotropic medication and/or 
anti-psychotic medication ...documentation on form 
is completed every shift." 
1. Facility staff failed to consistently document the 

• The nursing staff received additlonal training on 
wound carepolicyand procedures. 

6/16/09 

FORMCMS·2567(02-99} PrevIousVersionsObsolete Event10:RG7Wl1 Facility10:SIBLEY If continuation sheetPage22 of 26 



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

STATEMENT OFDEFICIENCIES 
AND PLANOF CORRECTION 

(Xl) PROVIDER/SUPPLlER/CLIA 
lOENTIFICATlON NUMBER: 

(X2) MULTIPLECONSTRUCTION 

A.BUILDING 

PRINTED: 06/29/2009 
FORMAPPROVED 

OMB NO. 0938·0391 
(X3) DATESURVEY 

COMPLETED 

095030 
B.W1NG _ 

06/11/2009 
NAMEOF PROVIDEROR SUPPLIER STREETADDRESS, CITY,STATE,ZIP CODE 

6265 LOUGHBORO ROAD NW 
SIBLEY MEM HOSP RENAISSANCE 

WASHINGTON, DC 20016 

SUMMARYSTATEMENT OF DEFICIENCIES PROVIDER'S PLANOF CORRECTION (lG)10(X4) 10 
COMPLETION 

DAn.
(EACHDEFICIENCY MUST BE PRECEDED BY FULLREGULATORY (EACHCORRECTIVE ACTIONSHOULDBE CROSs..P"REFIXPREFIX 

OR LSC IDENTIFYING INFORMATION) REFERENCED TO THE APPROPRIATE DERCIENCy)TAGTAG 

F 514 Continued From page 22 

status of the Resident #1's pressure sores as per 
facility policy, consistently document the monitoring 
of behaviors and clarify the usage of pain 
medication. . 
A. According to documentation reviewed in the 
nurses' progress notes, redness on the left heel 
area was identified on May 25, 2009 and a Stage II 
pressure sore was identified on the back on June 2, 
2009. 
There was no documentation after the initial 
assessment of May 25, 2009 regarding the stalus of 
the left heel area. The left heel area was observed 
on June 10,2009 at 4:10 PM. The skin was intact 
and there was no redness on the left heel area. 
There was no evidence thai facility staff 
documented weekly on the status of the resident's 
heel as per facility policy. 
A physician's orders dated June 2,2009 directed, 
"Cleanse pressure sore on back with normal saline 
and apply Mepilex dressing every 7 days." 
The June 2009 Treatment Administration Record 
(fAR) revealed the treatment was applied on June 
2, 2009 and the subsequent treatment was 
scheduled on June 9, 2009. The box annotated for 
the next wound treatment was June 9, 2009 and 
was blank, indicating that the treatment was not 
administered. 
A face-to-face Interview was conducted with 
Employee #2 on June 10,2009 at approximately 
4:30 PM. He/she staled that the resident's skin was 
currently Intact. The site of the former pressure sore 
on the resident's back was observed in the 
presence of Employee #2 and was intact. Employee 
#2 acknowledged the lack of documentation related 
to the status of the resident's alteration in skin 
integrity. 
The record lacked weekly documentation of the 
resident's left heel and that the Stage II pressure 
sore on the resident's back had heeled. The 

F 514 
• The QualityNurseor chargenursewill monitor 
the woundcare skin assessment sheetsevery 
Wednesday to ensurewoundstaging andother 
characteristics are carried out as ordered. 
• Directobservallon will be conducted randomly 
to monitorcompliance with wound careand 
documentation follow-through. 
• Physician orderswill be monitored daily to alert 
staffwherewound care monitoring is indicated. 
• Inilial nursing assessments will be utilized to 
identifyresidents needing woundcare to promote 
compliance with documentation in theclinical 
record andproperwoundcare orders. 
• In-service by facilitywound nursewill be 
scheduled. 
4. Thequalityassurance processwill be utilized 
to monitorandsustaincompliance. The findings 
will be presented at the quarterly Quality 
Assurance Commitlee meeting. 

Finding for Resident #5 
1. Resident #5 remains on the unit at this time 
and the medication administration record andon­
goingpainassessmenVreassessment sheetis 
now in compliance with documentation policyand 
procedures. 
2. Other residents' medication administration 
records andon-going pain 
assessmenVreassessment records havebeen 
reviewed andare compliant. 
3. The following systemicchanges havebeenor 
will be put in place to sure thesamedeficient 
practicewill not recur andstaffwill be educated 
on the following: 
• Uponrequest for pain medication by the 
resident, the nursewill review the medication 
administration record, carry the record and . 
assessment sheet to the Pyxissystem, remove 
the medication, proceed to resident's room with 
both record andmedication, checkidentification 
band, assess pain level, administer medication, 
andsign off on medication record and 
assessment sheetat the bedside. The actionwill 
be immediately documented. 
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record was reviewed June 10, 2009. 
B. A review of the clinical record for Resident #1 
revealed facility staff failed to consistently document 
the monitoring of behaviors in accordance with . 
facility policy.. 
According to physician'S orders dated May 26, 
2009, the resident's drug regimen included 
Remeron 7.5 mg at bedtime for depression, 
Risperdal1/8 mg every 8 hours for agitation and 
Alivan 0.5 mg every 8 hours as needed for anxiety. 
The record revealed ongoing assessments by the 
psychiatrist and modifications in the psychotropic 
medication regimen. 
A review of the electronic documentation related to 
behavioral monitoring lacked evidence of consistent 
monitoring every shift as per facility policy. The 
electronic data was ascertained by Employee #2 
and the findings reviewed and confirmed in the 
presence of this employee on June 10, 2009. The 
record was reviewed on June 10, 2009. 
C. A review of the clinical record for Resident #1 
revealed licensed staff failed to clarify the indication 
for the usage of two (2) medications prescribed for 
pain. 
Physician's orders signed by the physician June 1, 
2009 directed, "Percocet 1 tablet orally every 4 
hours as needed for mild pain" and" Tylenol 325 
mg 2 tablets orally every 4 hours as needed for mild 
pain," 
The medication administration record for June 2009 
revealed Percocet was administered June 2, 3, 5, 6, 
7 and 8, 2009. The record lacked evidence that 
licensed staff clarified between the uses of the two 
(2) medications, both prescribed for mild pain. The 
record was reviewed June 10, 2009. 
2. Facility staff failed to consistently document on 

to 
PREFIX 

TAG 

F 514 

PROVIOER'S PlAN OFCORRECTION 
(EACHCORRECTIVE ACTIONSHOULDBE CROSS­

REFERENCED TO THE APPROPRIATE DEFICIENCY) 

• A stand-Up in-service was provided to review 
propermedication administration process. 
• MedPass QA by direct observation will be 
conducted by the DONand/or QualityNurseon 8 
weekly basis. 
-ln-servlce was done on assessmenV 
reassessmenfofpain medication for nursing 
staff. 
4. Thequalityassurance process will be ulilized 
to monitorand sustaincompliance. The findings
win be presented at thequarterlyQuality 
Assurance Committee meeting. 
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the administration of pain medication for Resident 
#5. 

A reviewof Resident #5's record revealed a 
physician's orderdatedApril 29, 2009 that directed, 
"Tylenol 650 mg every4 hoursas needed for mild 
pain." 

The residentwas medicated with Tylenolon June 1, 
June 2, June3, June4 and June 8, 2008. 

According to the nurses' notesfor June 1, 2, 3, 4 
and 8, 2008,.there was no documentation related to 
the resident's pain. Additionally, therewere no 
entrieson the "On-Going Pain Assessment" sheet 
for June 1, 2, 3, 4 and 8, 2008. 

A face-to-face interviewwas conducted with 
Employee #5 on June 11, 2009 at 10:30AM. After 
reviewing the record, helshe acknowledged that 
documentation relatedto the resident's painwas riot 
in the record for the abovecited dates. The record 
was reviewed June 11, 2009. 

3. Facilitystaff failed to consistently document the 
statusof Resident #1O's pressure soresas per 
facilitypolicy. 
According to documentation reviewed in the nurses' 
progress notes, a StageII lumbarpressure sore 
was identified on May 9, 2009.A nursing entry 
datedMay 15,2009 revealed the identification of a 
second pressure soreas follows, "Pressure ulcer 
site #2 @ spine." The documentation of May 15, 
2009 lackedevidence of wound characteristics 
and/orstaging. 
A subsequent nursing entrydatedMay 31, 2009 
revealed pressure ulcer#1 was currently 
characterized as "Stage \, non-blanchable erythema 
of intact skin."The site was cleansed 
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with normal salineand Mepilex dressing was 
appliedin accordance with physician's orders. The 
record lackedany further documentation related to 
the statusof Resident #10'spressure sores. 
The electronic documentation related to the 
resident's pressure soreswas obtained by 
Employee #2 on June 11,2009 at approximately 
3:00 PM, He/shestatedthat the resident's skinwas 
currently intact.The record was reviewed June 11, 
2009. 
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