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A follow-up survey to the annual licensure survey A Disiet of Columbia J
bia licensed
(March 20 through 22, 2007) was conducted on Nursing Horne Administator s
May 21, 2007. The following deficlencles were e o T, A 4
basad on record review, observations and staff ; . i WM 4 74
All rosidents huve the potential 1o &
Interviews. The sample Included six (8) resldents have been affected by Ptl:is
bssed on 60% of tha annual re~ceriification citation.
survey and three (3) supplemental residents, Communtty had been rocruiting
AdLiccnsed Nursing Home
Administrator sj
L 002! 3201.1 Nursing Faciliies L oo2 resxngi:»r:t::: g;;l::ol‘f: I b"ﬂ'{ LG
: ndrministrator. A Heulthcare
An Adrninistrator shall be present forty (40) hours A dministrator has beep ired and -
per week durlng regular business hours, and :21‘22: %::?u be: made'morzgs?u'?ng
shal be responsible for the operation of the setsin and /or train additional |
&a:mty twenty-four (24) hours per day, seven (7) individuula who my lready be
e week, icensed, or are eligible w
This Statute is not met as evidanced by: e i oo o o
T Based on staff interview and review of faclity éﬂiﬂlﬁéf?liifc?’vi ]:.33:“ et
b -documents, it was.detenmined that the goveming secondory Nursing Home
body fafled to appoint a licensed nursing home Administrator.
administrator responsible for the management of On n monthly bsis. th Humon
the facility. Respurccs (;oordma:ar or themr
g e
) ) BNCe Med
The findings Include: efforts to recruit, retain Tnﬁi/ zr
troin potential secondary
During the entrance conference on May 21, 2007 k‘:ﬁ‘;-i?fw’:t‘sf.?"g Home
at 8:40 AM, a face-to-face Interview with )
Empioyee #1 revealed that the facility did not
have a licensed nursing home administrator
employed by the facility. The previoua
adminlstrator was no longer employed by the
facllity; the date of separation was May 10, 2007, ‘ 5
_ 1. Interim care plans for ! |
{L 051} 3210.4 Nursing Facilltles {L 051} regigents nummber 6 and Ti |
“Du;re com;;_l;lled]&y the # |11’5?
A TCCLor O S i
f/; 'T::“rg; nurse shall be responsible for the during smcyTBMay ;:‘33;7
. to reflect needed services to
ob|_1g'n or mn_xinlnin the
'(a)Making daily resident visits to assess physlcal resident's highest praciicable,
physical, mental, and ho-
and emotional status and iImplementing any socia) well bm;hgm PaYERe
T, xoDATE

v ¥ continuebon sheet 1 of 17
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. DEFICIENGY) ROPRIATE OATE
{L 051} Continued From page 1 ) {L 051}
. o . 2. Al recent adnussions ca
required nursing intarvention; pru)lgms will be audited hy“
. o irsctor of Health Servi
(b)Reviewing medication records for designee to dcwnninini,;if ”
completeness, accuracy In the transcription of interiim care plan has been
physiclan orders, and adherences to stop-order developed to address necded
policles: gervices 10 oblein or maintuin
: the resident’s ighest
practicable, physical
(¢)Reviewing residents’ plans of care for and P"Y°"°'f°°);”c3"élfln‘::it:;
appropriate goals and approaches, and revising If an interim care plan is
them as neede d: nccdcdt; onec will be developed
promptly.
. & Current nursing staff wi
(d)Delegating responsiblilty to the nursing staff for m-serviced by Director. gfbc
direct resident pursing care of specific residents; Health Services or designee
on the naod ta develop an
. . N interim eare plan that
(e)Supervising and evaluafing each nursing uddresses (he immediae
employee on the unit; and needs a1 time of admission,
. In-setvicing will be included
(HKeeping the Director of Nursing Services or his during the new hire "
, or her designee informed sbout the status of ericntatiam proceas. DNS or
4 s e - _real‘denm_.__.__,._.. e e e b e e e . . - e d;”&"“‘ will review random
- » » admussi h i iom
This Statute is not met as evidenced by: filcs f: :nnau:]::ni:,iiomrﬁ:: ”
Based on record revisw and staff Interview for care plans are in place.
ane (1) of six (6) sampled residents and one (1) 4. Onacontinving basis, the
suppiemental resklent, ft was determined that the poracter of Nursing, of the
charge nurse failed to initiate @ care plan with ndrmg;:imnnr:‘g]a;s 10 :
appropriate goals and approaches for the determine if an interim care
assessment and care for: one (1) resldent with plan hag been developed.
back paln, receiving antiblotic therapy and a Immediste acdon will be
history of constipation and Hypertension; and one iil‘iﬁ!?f&.‘? i:ﬁia‘ttei%d e
(1) resident recelving anticoagulant and antiblotic corrective action taken, wil
therapy and a history of Atrtal Fibrilation., be reporied at the Quality
Hyperliplderia and Hypertension. Resldent#5 Assurance monthly meetings.
and T1. Data collecled will be
i analyzed and drive ataff
The ﬁndinga include; sm;n g::t;ﬁgungurnnce
neefings, all community data
| 1. The charge nurse falled to inttlate care plans . will be revigwed und
with goals, approaches and interventlons (o disoussad with praceice indlor
address pain management, antiblotic therapy for ﬁmicitz? changes mads o
an Urnasy Tract Infection, constipation and '
Heallh Regulrdon Agministration
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Continuad From pagé 2
Hypertension for Resident #6.

Resident #6 was admitted to the facility on May
14, 2007, Physlolan's orders signed and dated
May 14, 2007 included OxyContin for paln, Senna
for constipation, Linezolld for the UT! and two (2)
medications for Hypertension.

During the review of the clinical record, a hospital
discharge summary dated May 14, 2008 was
reviewed and indicated that the resident was
treated for back pain, an Urnary Tract Infection
(UT), constipation and Hypertension, Tha record
feiled.to Inplude Initial care plans o address the
resident's pain, UTI, constipation and
Hypertonsion.

A face-to-face [nterview was conducted with
Employee #13 on May 21, 2007 at approximately

-11:00-AM who acknowledged thatthe-resident- -

lacked initial care plans.  The record was
reviewed on May 21, 2007.

2. Tha charge nurse falled to Inftiate care plans
with goals and appreaches to address
anticoagulant and antibiotic therapy, atrial
fibrillation, Hyperlipidemia end Hypertension for
Resldent T1.

According to the agdmission orders signed by the
physloian on May 18, 2007, the resldent was
receiving the following medications: Lovenox
(anticoagulant) Amlodarone (antiarthythmic)
Lopressor and Lasix (antihypertensive),
Lovastatin (Hyperiipidemla) and Clpro (antiblotic).

According to the History and Physical forrn
completed by the physlician on May 18, 2007,
diaghoses included: Pulmonary Emboelism and

Hypertension, Alrial Fibrillation and

{L 061}
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{L 051}{ Continued From page 3 {Lo51}
Hyperlipidemia.
A review of Resident T1's record revealed ho
evidence that cera plans wers inltiated with goals
and approaches for anticoagulant and antibiotle
therapy, atrial fibrillation, Hyperlipldemlia and
Hypertension. ‘
A face-to-face Interview was conducted with
Employae #13 on May 21, 2007 &t approximately
4:20 PM, Hesshe acknowledgad that the care
plans were not Initated. The record was
reviewed on May 21, 2007.
. F314
{L. 062} 3211.4 Nursing Facllities {L 052} HU»{O?
1. Currcnt nursing staff have been
. Sufficient nursing time shall be given to each in-serviced on maintaining a
resldent to ensure that the resident Erﬁ;c;:imﬁ;ﬁl? anmm
| receivesthe following:. . .- . e cen e bod tible arior 1 pegtrming —
e prossurc uicer eatment. In
(a)Treatment, medications, dlet and nutritional additiom, curvent nursing staff has
supplements and flulds as prescribed, and g:::pr:) ;n;acmced on vrsogc‘zzd
- Hl O ohazard soi
rehabllitative nursing care as needed; dressing omascrials nd cleaning
: . of over bed table upon
(b)Proper care to minimize pressure ulcers and cotmpletion of the treatment.
contractures and to promote the healing of ulcers: 2. Current nursing stoff providing
wound.mrg has been observed to
(c)Assistants In dally personal grooming so that e Mayioos ad. propor
the resident is comfsrable, clean, and neat as infection cantrol practices arc
evidenced by freedom from body odor, cleaned followcd. If deficient practico ia
and trimmed nalls, and clean, neat and gcch:W::é ;::;ev:":;;}gnmn
. e
we"'gmomed hair, be implemented.
3 All supplies in beatment cant
(d) Protaction from accident, Injury, and infection; have boen individually bagged,
and now i{xclude Hohmd trash
(e)Encouragement, assistanca, and tralning in hige {:;:P‘:;';‘,;;‘;’I"h“’-“"’
self-care and gruup ad'vmes; disinfectant wipcs 16 wipe down
over bed tables. Licensed staff
(DEncouragement and assistance o; in-serviced on proper wound care
, loehniques (o include Infection
Qaith Regulabion Administration .
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{L 052} | Continued From page 4 {l. 052} |
contro, t nd di
(1)Get aut of the bed and dress or be dressed in biohazafmsﬁ:m. New. palet
his or her own clothing; and shoes or slippers, licensed tearn members will be
which shall be clsan and in good repair; trained on proper wound care
4 gg}‘sn o desi
- . . and/or desi Nl
{2)Use the dining room if he or she Is able; and compleit randon-beevations of
_ . i wound care weekly for a month
! (3)Participate in meaningful secial and and then guanterly Lo cnsure
i recreational activities; with eafing; proper technique is followed.
ln}rlmeclll:te n:ﬂon Tv;;i)l be mken
: when indicated. Its of
(9)Prompt, unhurried assistance if he or she these observations a:\(r!fgm:riw
requires or reguest help with eating; petion (aken will be reported at
the Quality Assurance monthly
(hyPrescribed adaptive self-help devices to assist mecting. Duin collected will be
him orher In eating used to drive s(aff development.
independentiy;
{(i)Assistance, if needed, with dally hygiene,
including oral acre; and
“ ~|{)Promptresponse o an activated-call bell-oreall | - - B
: for help.
‘This Statute is not met ae evidanced by:
Based on observations and staff interviews for
one (1) of six (6) sampled residents and three (3)
! supplemental residents, it was determined that
ficensed staff failed to snsure that proper
Infection control procedures were followed to
prevent infection during wound treatments for two
(2) of three (3) residents with presstre ulcers;
ensure that one (1) resident comectly
adminietered an inhaler; and one (1) resident
raceived medication aa ordered by the physician.
Residents #5, H2, JH1 and T1.
The findings Include:
1. Fadility staff falled to follow proper infection
control procedures during prégsaure ulcer
treatments for Resident #5 and H2.
Healhy Reguiation Adrainisiration
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STATE FORM

BO4Q12




07/13/2007 13:27 FAX 2026284324

——— e - —— i

THOMAS CIRCLE/SUNRISE

i007/018

PRINTED: 05/31/2¢
FORM APPROWVI

Heaith Regulation Adminlairation

STATEMENT OF DEFICIENCIES (X1) PROVIDER/BUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

095021

N
02 MULTIPLE CONSTRUCTI COME
A BURLDING R

B. WING

0=2) DATE SURVEY

_ 05/21/2007

NAME OF PROVIDER OR SUPPLIER
SUNRISE AT THOMAS CIRCLE

STREET ADDRESS, CITY, B8TATE, ZIF CODE

1330 MASSACHUSETTS AVENUE NW
WASHINGTON, DC 20005

X4) 1B
PREFIX
TAG

SUMMARY STATEMENT QF DEFICIENCIES
(EACH DEFICIENCY MUST 88 PRECEDED BY FULL
REGULATORY DR LSC IDENTIFYING INFORMATION)

Us]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION a)
(EACH CORRECTIVE ACTION SHOULD BE OO&L!T

CRQSS-REFERENCED TQ THE APPROPRIATE RaTe
DEFICIENCY)

{L 052}

>

Continued From page 5

On May 21, 2007 at approximately 9:25 AM a
pressure ulcer treatment was observed for
Resldent @5 ahd at approximately 10:60 AM a
pressure ulcer treatment was observed for
Resident H2.

Employse #3 rolled the treatment cart with a
plastic bag attached to the side of the cart outside
of Resident#5 ' s room. He/she entered the room
with a eontainer of supplles gnhd a bottle of liguid
hand cfeansar. Tha contalner of supplles mnd the
hand cleanser were placed on the resident's aver
bed tabla without cleaning or the use of a

protective barier to open supplies.

He/she proceeded to administer the treatment
with the use of a liquid hand cleanser between
glove changes. At the completion of the

- freatment, the solled-dressing-was discarded In a |

plastic bag which was closad, removed from the
residents room and placed In a
non-blohazardous plastic bag that was attached
to the reatment cart. Employee #3 falled to
clean the over bed tabla after the treament The
treatment cart wae then rolled to Resldent H2's
doorway who was gcheduled for the next

treatment.

Employee #3 falied to clean the over bed table
prior to and after the pressure ylcer treatmsnt for
Resldent H2. The same supply contalner and
hand cleanser bottle were placed on Rasident
H2's over bed table withouta protective barrier,
Tha solled dressing was contained In a plastic
bag and dispased of in a non-bichazardous bag
attached to the treatment cart.

A face-to-face Interview was conducted on May
21, 2007 at approximately 4:35 PM with

{L 062)

|
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{L 052} | Continusd From page 6 {L 062}

Employee #3 who acknowledged that he/she was
unaware that the over bed table required cleaning
prior to and after the prasaure ulcer treatment
and that the soiled dressings should have been
disposed of immediaiely.

: A faca-to-face interview was conducted with
Employee #1 on May 21, 2007 at 5:30 PM.
Hevghe stoted, "Once the dressing change is
done, the trash should be Immediately taken ta
the trash room and disposed of in a
bio-hazardous container.”

2. Licensed &taff falled to ensure that Resident
JH1 correctly administered an inhaler,
The annual MDS (Minimum Data Set) dated
Decembar 25, 2008, Section | (Disease
Diagnoses) included Asthma.
»| According to the facility's pelicy "Oral inhalation
Administration Protedure”, Secton: It B: 9,
Page:1 of 2, ” Purpose: To sllow comract -
administratlon of oral inhaler to resident, and for
instruction in proper technigue for those residents
able to administer the medication to themselves...
Procedures: Shake the Inhaler. Attach the
aerachamber or spacer device, If indicated...
Have the resldent rinse his/her mouth and spit
out the rinse water...”
On May 21, 2007, at approximately 10:00 AM,
during medication pass, Resident JH1
adminlstered both of his/her Inhalers, Adalr
500/60mg and ProAir HFC, in the presence of
Employee #3. The resident did not follow the
comrect procedurs for administering the inhalers.
The resident did not shake the Inhaler, did not
space the inhaler properly nor did he/she rinse
his/her mouth after use, Employee #3 did not
stop the resident at any time and instruct himher
In the proper technique.
A face-to-fuce interview was conducted with the

Heallh Regulation Adminiskation )
STATE FORM g BO4Q12 If connuation sheet 7 of 1
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on:lered by the physn:nan

Continued From page 7

Employee #3, on May 21, 2007 at 1:00 PM.
He/She stated, “The resident likes fo administer

[his/her] own inhaler”.

3. Licensed staff fziled 1o administer two (2)
Inhalant medications to Resldent T1 as ordared
by the physizian.

Aceording to the physician's order signed and
dated May 13, 2007 at 10;20 PM " ...Advalr
discus 250/50 inhalation bid [twice a day] COPD,
Spiriva inhalation PO [by mouth} Q [every day] -
COPD (Chronic Obstructive Pulmonary
Disease)...”

A raview of the Medication Administration Record
for May 2007 revealed that Advair and Spiriva
wers not administered on May 20, 2007 as

-©On May 21, 2007 at 10:35 AM an observation of
Resident T1's medication revealed that a bax of
Advalrand Spiriva was presant, The boxes ware
unopened.

t
A face-to-face Interview was conducted with
Employee #3 at approximetely 10:35 AM. He/she
stated, “The medication must have anived
sometimie yastarday (Sunday, May 20, 2007), it
was here when | got to work this moming
{Monday, May 21, 2007). | don't know why they
didn't give It at least once yesterday, | am going
to give thern to [him/her] now.”

The resident was obgerved on May 21, 2007 at
8:30 AM, 1:00 PM and 3:45 PM, [Resident] was
not obsepved to ba In any distress at the time of
the obeervations.

The record was reviewed on May 21, 2007,

{L 052}
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{L 099} | Continued From page 8 {L 098} 1. All pans and gicillets have been
" o0 re-washed and air dried prior 1o
{ 3218,1 Nursing Facliltes {L. 0og} stacling, All pana free of greuse glezi
. and residue,
Food and drink shall be clean, wholesoms, fres % Al puns and skillerg have beon
: from spollage, eafe for human consumption, and Speciis to ensure that they are
servad in accordance with the requirements sat ;l.::: i‘r?:?n?:r:::g i:grr':icxiu:“
forth In Title 23, Subfitle B, D. C. Munlclpal 3. In-services will be provided to
Regulations (DCMR), Chapter 24 through 40, kitchen staff on the nocd to
This Statute Is not met as evidenced by: ensure that pans and skillets are
Based on obaefvations during the tour of tha clean, ry and free of greasc and
maln kitchen, it was determined that dietary e Aahcher rounda willbe
' services failed to ensure that foods were served Dinigg s.er.!:;f c‘.i!d?iilif Zr
and prepared In 3 eafe and sanitary manner as their designce, If pans and
evidencad by solled hotel pans and skillets. skillets are observed (o be in
These findings were observed In the presence of need of cleaning, the stall wil
) ove them from the giorage
Employee #6 on May 21, 2007 at 8:30 AM. :n_::d and have them cleaned end
ried properly.
The findings Include: 4. Dining Service Coordinotor or
ﬂ'feir designes will monitor the
1, Hotel pans ware observed stored watandior. [... . | kiichen daily. Puns will be
with a greasy residue after belng washed and :;?ﬁ: ;e::su;:? ,:;'t:eym
] 1dug.
;aniy for reuse [h 23 of 26 observations of hotal Any pans or skillets not dry,
A hung and free from grease o
_ regiduc will be immcdia::clyr
2. Bkillets were observed stored wet with food rewashed L0 mect the
debris an tha interlor surfaces after belng washsd e orn momhly
and ready for reuse In three (3) of six (5) nii‘ési,; E;'r:‘ftfv?:c?y tak
observations of skillets. from the kitchen mundsnwln'u b?
reported at the Qualily Assurance
Employse #8 acknowledged the aforementioned meetings. The Quality
findings at the time of the observations. e POt il drive st
education, changos in practice
10 52198 N . and/or procedure, if ndicated.
19.6 Nursing Facilitiag L104 [
e b (22fo
Each food servica employes shall wasr either a 1. Haimety were donned by the
| halr net or other head cavering. ey members ot the ime of
! urvey.
This Statute Is not met as evidenced by: 2. AM kitchen staff will b in-
Based on observations duning a tour of the main serviced and observed to
kitchen, It was determined that facility staff falled determine if stai is compliant
to wear a hair net or other hair covaring and/or o Dair coverings are
complataly cover thelr halr while In the main * '
Health Regulation AdminEuation
BTATE FORM L BO4QY12 If canfimantion sbeat 9 of 17
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L 104 Continued From page B L 104 3. Employess #9, 10, 11 and 12
] have all been counseled em the
kitchen. noed to weor hair covoring while
in the kitchen, All kitchen staff
The findings include: was in-sorviced on the
imporumco of wearing 2 haimet.
" The haimel supply container has
Accarding 10 22 DCMR 3219.8'. Each food ben placed next 3’0 e Kitchen
service employee allall wear elther a hailr neter door, to allow staff bener acvess
other hair covering. 16 the hairnals prier o entering
the kitchen. Kitchen rounds will
During observations of the main kitchen on May ‘;;; ﬁ?’é’ﬁ one dr:;!v! :;aig by
N t] Ordiy. T Or
21, 2007 tha fnlluwln_g was observed: their designee. If in-serviced
stalf ore observed i
At 9:30 AM, Employee #11 wag observed ;:u’ ::;,o s&cfrrvwmn:et I"nifé"tﬁ
entering the kitchen without a hair covering and weur the hair nct and disciplinary
pouring two (2) eups of coffes. The coffee 5 otion will o
machine was on the opposite side of the counter . Jrhedt el
from Wh_lCh scrambled eggs, grits and ssusage kitchen daily for complience.
were being served. Rounds will be completed and
deficient practices will be
A face-to-face interview was conducted atthe Jocvmented und snalyzed.
-{ ime of the observation with Employeg#s. ~ nieated, On e memty o £
Employee #5 waa asked if anyone was gilowad in the findings of the kitchen rounds
the kitchen without halr covering. Employee #5 and cotrective actions will be
stated, "Evaryone has to wear a hair net. | ran reported ot the Quality Assurence
out of them by the dining room door." Employee meeb:\g-‘];r:‘{ Quﬁtry cf:ssm;uncc
. report will drive 3 ucation,
#5 immediately rsplaced hair nets by the dining e in preoics qd/or
room door. procedure, if indicatod.
At 11:30 AM Employea #12 was observed
entering the kitchen from the dining room and
walk Into the main serving area without & hair
covering.
Al 200 PM Employee #9 was observed cooking
at the gas rangs without hig/her hair fully covered.
+ At 250 PM, Employee #10 was observed walking
i through the main kitchen to the main dining room
i without 2 hair covering,
Heaim Regyiotion ASmintatan
STATE FORM e BO4Q12 if conlinurton shaat 10of 17
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L 106 Continued From page 10 L 106 1. The garbage disposal has bemn
L 108| 3219.8 Nursing Facilities L 108 2 The aner aatoegs ot
3 {4
Food waste shall be disposed ih a garb o B Tty o S Jely
e dispo ha aqge to be fully operational.
disposal system or garbage grindar which 1a 3. Thekikchen staft will be
canveniently located near each activity and which E;shmced on Al aming
heas adequate capacity to dispoge of ail readlly mc :rn wgmxt? e gt
grindable food waste (garb Matntenmce of he nond oy
it gar ag;) pmdduged_ Maintenance of the heed for
a5 evidancad by: epairs and proper disposal of
Based on obeetvation and staff interview, it was food waste. ~Kitchen rotmds
determined that mc““y staff falled 1o ensure th at ;?111 -1 carpp}clcd ong daily
food waste was disposed off in a garbage asis by Dining Serviee
d[sposal o ol Coordmntpr or their designee. If
ystem. garbage disposal are found lo be
non operational, Maintenancc
The findings Include: department will be contacted and
a work order complcr:d :nd ® '
During & tour of the maln kitchen on May 21 s o e prompy.
. 2 ) When repairs are needed, staff
igg?ozt‘g.zs dA'M with Employee #6, food waste will utilize the othcr op:rnstionnl
rvad In trash cans with paper and metal garbage disposals to deposit food
waste. Employse #6 stated that the garbage ting
.- disposel atiached to the mechanical dishwasher 4. Dining Servics Coordinator or -
was broken. gFSi]%me will monitor the
itchen daily for complionce.
. ] Rounds will b |
Two (2) garbage disposals in the clean food deficient ngcﬁn‘:ﬂ?"m;: "
preparaton area ware tested and were documented and analyzed.
functioning. Trash cans by both areas wers Immediatz action will be tken. if
abserved to contaln food and paper/metal tresh e ies of e o o
a [
and corrective nctionsc\vei:; ';“ﬂdﬂ
L 110| 3220.4 Nursing Facllities L 110 D A e ol Asuranes
eling, I
Each therapeutic diet shall b report wil d:‘ggmsimf G IZ?-I o}
e ereb : e prescribed by the changes in practice and/ar
e ::1 egs po fysl::_an and prepared under tha procedure, if indicated.
a dietitlan ’
This Statute s not met as evidenced b ietict i
v 1. Dicticien {n serviced stoff
Based on observation, staff |NlEMeW. record regarding Renal di:::t. EDi:n‘cian
rEVIew and review of menus for two (2) of 22 revicwed l:mt? opproved il c!iﬂs
residents, it Was determined that facility staff Rt A T
falled to prepare diets as ordered by the recived dies 3 prw‘;md by
physiclan for three (3) residents with special the physician. Restdent # 4 has
nutritional needs and affer substitutions for roccived the proper lexwred
cartain fooda that one (1) resident disliked. modified dict as prescribed by
Haalth Regulziion Admintstation -
L.
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L 110 Continued From page 11 L 110 gc physician. In additien,
esident #T1 has been
Residents #2, 4 and T1. imerviewed lo detcrmine her
likes / diglikes,
The findings includa; 2. An audit will be complcted for
al} regidents fo eanfirm diet that
i . . d is the di -
A face-to-face interview was conducted with :‘::L:imlis lrrcu:;etd?::;mim
Employee #5 at 9:45 AM oh May 23, 2007. are identified, proper orders will
Hel/ehe stated, "l only prepare a regufar dlet meal. be obtaincd and proper diets will
I don't cook any special dlsts like renal, low fat or be scrved, In sddition, rosidents
dizbetic. | purse foods for those residents i e mizrriewed to canficm
neading a pureed diet and | chop the food up for idont’s e and df e wi
the mechanical diets.” b oot 1 e s il
. be noted in resident’s henlth
in fomﬁm Tecord and diet card
A review of the recipe book for "Week 4" (menus m dictary. o
for the current week) revealed menus for a = ;f:f,it’;h""[;w will be in
regular diet There were no menus in the recipe prepare n?::s Jil“fﬁ!‘;ffi?
bD:Zs for those residents with special nutritional diets as prescribed by rhep
' he . physician to the regidents.
. )nclu(_!ed in the ix:l-s:rvice will be
.| The nursing facility unit is locatad on the second. . e, that resident likes tnd
floor of the facility. A face-to-face interview with rim:: ofr:r:a? d:;r: - ﬂ;:iﬂ: I o
Employes #14, assigned to the gecond floor - tickels and toy wilclryb;: chcc;:d
kitchen, was conducted on May 21, 2007 at 10:30 to confirn proper diels are being
AM. Hefshe statad, "The hot food comea up here scrved and dislikes / tiken orc
from the main kitchen, [ sefve it and Include all :‘"‘S observed, If any |
the other things llke drinks, bread and dessert. ,;Zii‘;’:;“;ﬁ‘{,f;ﬂf,’;’;f;:," ,",-“'r
For the resldents on No concentrated sweets, | to serving to the rezidents. e
give them a sugar substitute and diat dessert. Discrepaneics will be noted md
For the no added salt diets | don't add any salt on cammunicated to the Dining
the tray, For [Resldent #2 - renal dief] | don't give o comecivescton,
Iim/her] potatoes or tomatoes. Those are all the & TRogiotored diotichon has
special diets we have, All that Inforination la reviewod all diet orders and
printed on the Individual meal ticket for each reconciled the “Week at s
resident.” ' Glunc'c“ gpreadsheet. Audits
. completed by registered dictician
. are shered with Dini i
The unit currently serviced 23 residents. One (1) Coord:rrl:to\: or dcs?;%esf:nma
resldent received all nutrition through a ensure that diet erderod is dict
gastrostomy tubs. Twenty-two meal ickets were served 1o resident Dining
, reviewed and the diets were as follows: Services Coordinator or designee
will perform random eross
7 regular diets with no restrictlons ehecks between generated det
Health Regulztion Administration
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NAME OF PROVIDER OR SUPPLIER

L 110 | Continued Fromipaga 12 L110 sheot and food served.  Any
discrepancies will be corrected

4 regular mechanical (soR) with no restrictions immedintely, The registered

2 reguiar pureed with no restrictiotis. dietician will report issues related

1 regular with no pork and no added salt ta dict al quarterly Quality

1 regular no addedd:'alt. no concenirated sweets 2:::::2 TSZ‘A“E; 1 I’fé\: Qu;;ﬂfry

1 regular with no added salt ducation, changes i pract

1 no concentrated sweets: . L ngos 1 prctice

1 mechanical, no added salt, no concentrated ndfor procedurs, f indicated.

swests

1 mechanical, no cohcentrated sweets, no added

salt, lactoes Intolerant

1 regular no added salt, low fat

1 regular low fat, low cholestero]

1 mechanical, renal no added salt, no
coneentrated sweets

Twenty-two (22) resldents were observed during
tha dinner meal batween 5:10 PM and 530 PM.
Nineteen (19) of 22 rasidents recelved the

' | appropriatediets. ... e e e e -

1. Fadliity staff falled to prepare/serve appropriate
foods for Resident #2's diet as prescribed by the
physician,

According to Resident #2's record, a physician's
order dated May 18, 2007 directed, "Renal Diet".
The residant had a dlagnosis of ESRD (End
Stage Renal Disease).

The resident’s meal ficket Included, *“No
concentrated sweets and no added sailt" The
foods that are to be |imited or avoided for
 Resldant #2 (those high in poteasium and

' phosphorous), were not fisted on the resident's
meal ticket.

The dinner meal for Resident #2 was observed
being prepared on May 21, 2007 at 5:22 PM.
The meal consisted of a cup of chicken gumbo
soup (tomato base), chicken [altemate meal],

Health Regulation Adminlatration
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P
PREPIX
TAG
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L110

Continued From page 13

pasta, canots, a dinner roll, cranberry juice and
vanilla Ice cream.

The "Week at a Glance" spread shest for week
four (4) of May 2007, for a renal diet with no
concentrated sweets, was prepared by the
dietician (no date Indicated). The meal was to
conslst of ehicken rice soup, spaghet with beef
and gravy, Califomia vagetable mix, bread, and
applasauce, There was no evidence that the
diefician approved the substituted fonds actually
setved.

On Mgy 21, 2007 at 5:30 PM a face-to-face
interview was conducted with Employes #15,
He/She was asked If any other soup was
prepared as an altemnate choicae. Employee #15
stated, ” No. Folks seem to like this chicken
gumbo soup. | serve what's on the meal ticket,

“That-ists-all thedislikes=nd things the FeSidént
can't have or doesnt want® There was no
evidence that chicken rice soup, spaghetti with
besl and gravy and Califomia vegelable mix were
prepared as directed by the distician.

2. Facllity staff falied to follow physiclan's orders
for the texture of Resldent #4's meals,

Residant #4 was ordered a machanical soft diet
by the physiclan on May 18, 2007.

On May 21, 2007 at 5:10 PM the preparation of
the dinner meal was observed, The meal
consisted of pureed beef, macaroni and tomato

casserola, pureed carots and mashed potatoss.
The meal ticket was printed as "Pureed.”

On May 21, 2007 at 5:30 PM a face-io-face
intarview was conduicted with Employea #15.
He/She was asked about Resident #4's diet.

L110

Fealih Reguiaion Admintsbation
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L 110| Continued From page 14 L 110
He/She stated, "...| serve what's on the meal
« ticket..." ‘

Thara was no evidance In the record that the
physician had changed the consistency of the
resident’s diet

3. Facllity staff falled to serve Resident T1 low fat
and low cholesterl foods as ordered by the
physiclan and offer substitutions for certain foods
that the resident disliked.

Resident T1 was ordered a low fat, Jow
cholesterol diet on May 18, 2007 by the
physician. Foods to be limited or avoided were
not listed on the resident's meal ticket.

The tesldent's dnner tray was observad being
prepared at 5:30 PM. The meal consistedofa
"I cip of chicken gumbo soup, beef, macaronl and’
tomato caseerola, paar and carmrots, 3 dinnar roll,
cranbeny julce and vanllla lce cream.

Included on the resident’s meal ticket under
"Dislikes” was beef and pasta. Chicken was not
offerad or served to the resident The meal ticket
did net list the high fat or high cholesterol foeds to

be limited or avoided.
l. Controlled medications have

, . . been deatroyed according to
{L 163 3227.14 Nursing Facilltes {L 163) policy amd state/foders) “’)7* o
regulations snd
Destruction of controfled substances shall be paperwork/signatures completed.
witnessed by two (2) licensed nurses and a 2 Coniralles medications huve
signed and dated notation shall be made in the d?si;::g‘:d/digonmuz?mued’
res_ldent's me_dlml record, ) medications, were desiroyed
This Statute is not met as evidenced by: immediately and approprinte
Based on review of tha "Destruction of paperwork/aignaluros comploted.
Discontinued Controlled II-V Substances™ forms d  Nursimg staff will be in-scrviced
and staff Interview, it was determined that facility o e cenler 8 poncy Tor proper |
» destruction and documentation of
staff falled to have two (2) llcensed nurses controlled medications ’ |
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L 163 n Discontinued or discharged
{L 163}) Co tinued From page 16 {L 183} mcdications will be removed
! witness the destruction of controlled substances from medicatien cart and placed
, - m o canU'ull'chl Tocotion for
The findings Inciude: g:::;c: ::ém];:lc:in;:u?rfieh:“
: placed in secured location. DNS
On May 21, 2007, at approximately 9:30 AM, the and/or designee will dextroy all
"Dastruction of Discontinued Contrailed -V medications (contrelled snd non-
Substances” forms were requested for review. :f,"f,:}.led) monﬂy d"'n?N gh
. armacy consultmnt visit. Night
. ) ) nurse will review medicadon
The “Destruction of Discontinued Controlled 1i-V . carts daily to ensure that all
s L}
ubstances" form dated May, 8 2007 had elght discontinuied and discharge
(8) entries. The elght (8) entries included ons (1) medications are removed and
signature, not the reciuired two (2) licensed nurse suored /destroyed par policy and
signatures, st{aidfcdera] regulations.
4, lli)lrcclur of Nursing or their
. . euignes will monitor
A face:to-face Interview was conducted with documentation of proper
Employee #13 on May 21, 2007 at 3:G0 PM, destruction, dscontinuation and
He/she stated that a revi ischarge medication. The
noading, view of the pracedure was findingy ond ANy nocessury
. comrective action taken will be
T U SO reported at the Quality Asaurance
L 42| 3258,13 Nursing Facilities | Lasz monthly mectings. Data T
collccted will be used to drive b qu
The facility shall maintaln all essental siaff development
mechanical, electrical, and patient care 1. The stove with gea burncrs was
{ equipment In safe operating condition. e e e o e Suvey
This Statute Is not met as evidenced by; o 2 e e
: v € s . were ¢leaned by kitchen staff and
Based on observations, staff interview and review an outgidc company ingpested the
of a malntenance request farm, it was determined §ns bumera to ensure proper
that faclity staff failed to maintain the gas stove in igniting. The open area in the
the maln kitchen In safe operating condition as acrvice urop floof haa been
evidenced by failure of five {) of eight (8) 2 :ﬁ?ﬁ& with gan b
quers to Ighite on the ges stave, Facliity siaff " where hspwwd%dmnc if
failed to ensure the safety of residents and staff they properly ignited. In
! by lighting tha bumers on the gas stove In the addition, the acrvice arca floor
! main kitchen with paper. i o
there are ndditianal holes in the
flooring. No issues were
identificd with rogard to the gas
The ﬂnd'ngs Include: bumerg and servigemm ﬂocoﬁng.
3. I;-s:rvices will be pravided to
During & tour of the maln kitchen at 8:20 AM on o e omr o
‘ May 21, 2007, a white resldue was obhserved on WEning of gas bumers. On2
Health Regulation Administration
STATE FORM
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L 442 | Continued From page 16 L 442 L'f?:;; basie, thc g burne wil
: two (2) of tha eight (8) burners on the gas stove. needed. In addition, the
When asked what the white resldue was, Tainicnanee ployoos will be
Employsa #5 stated, "The burners don't ignita so screin ores fooring covem
tlgfetomﬁ lights the stove with paper. That's the during repairs. Kiichen rounds
ver paper.” will be completed on a daily
pe. basis b'y Dining Service.?
Each burrier was tested and five (5) of the eight fﬁﬁ;ﬂ?ﬁi ot ﬂc’;i:dd:mm
(8) bumers falled to ignite. sheet, If arcas are identified to be
in need of repair, th
Employee #7 who prepared the breakfast meal E:inwnznrc?;;ar:nem will be
and was beginning to prepara the soup for dinner contacted and a work grdor will
was asked if he/she had used any bumers on the ?;;l:}z&m 2ddress any
stove this meming et approximatsly 8:30 AM on 4 Dining Semice Coordi
May 21, 2007. Employee #7 answered, "l only Cheir designce will monitor the
use tha bumers that work, Some of tham don't Kitchen daily for complimee.
work 50 | don't Use thesa." Employee #7 tumed Rounds will be completed and
on the two (2) bumers uaed for the breakfast g;fz;::; zf;i:f’: ‘:;;:z‘;
meal and both ignited. Frmediate scrion wifl be taken i
ction will be taken, if
SR W - - . Indicoicd. O thly busis,
A face-to-face Interview was conducted with the E:;dings :fthl:ok?tchzn ur:fnds )
Employee #6 on May 21, 2007 af 8:35 AM. and vorreetive actions will b
He/She stated that the bumers had not been reported at the Quality Assurance
working for more than a week. He/she presented mmeeting, The Quality Assurance
=PI report will drive stafl education,
a copy of & maintenance request to repair the changes in practice end/or
stove dated May 11, 2007 at 9:00 AM. The work procodure, if indicuted.
order noted that stx (8) parts were on order for -
| the bumers,
At 8:45 AM on May 21, 2007, Employee #5 was
queried if he/she was aware of any problems with
the stove. Employee #5 replied, "Some of the
bumers don't ignite when tumed on. There was a
woric order put in about a week or so ago. We
ara waiting for the parts to arrive. The injectors
are clogged and need to be cleaned.” Employee
#5 was asked If he/she was aware that staif were
lighting the bumers with paper. Employse #5
stated, "Yes, [ know. They shouldn't do that, It's
not safe."
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