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L Lo,
A follow-up survey to the annual re-certification 1o
survey (March 20 through 22, 2007) was
| conducted on May 21, 2007. An Immediate diles
Jeopardy (IJ) in the area of CFR 483.25 (h) (1), 4 ik
F323 was identified on May 21, 2007 at 11:19 .
AM, The facility Executive Director and mw
Corporate Representative were informed of the IJ P u»!
and a plan of action to address the issue of _
resident safety was received. The IJ remained in ) - D¢
effect until approximately 1:30 PM. The following gmj:': :ahfn?is}"zn d:f:'wdﬂ e::b';'o:he md/ﬂ/
deficiencies were based on record review, facility.of the truth of th facts alloged or
observations and staff interviews. The sample ecnelusion set forth in the Statement of 12
included six (6) residents based on 60% of the Deficieacies. The Plan of Correction is /
annual re-certification survey and three (3) prepered aolely as o maticr of conpliance 007
‘ sup . i Ehudiym
F 253 | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE F 253 F253 4
$5=D - .
The facility must provide housekeeping and L. ’“";“’“‘i;";‘:;&,,“"'l:’“dﬁ‘“"d
maintenance services necéssary to maintain a oy June 2 pipas located in the.
sanitary, orderly, and comfortable interfor. closet will be saled by Junc 22,
2007 and the hole in the ceiling
will be repaired by June 22,
This REQUIREMENT is not met as evidenced 5 i?fhm rounds have been
by: conducted to identify sny other
Based on observations and staff interview dunng areas that need tiling or pealing.
the tour of the main kitchen, it was determined All ceiling areas in the Kitchen
that the facility staff failed to provide maintenance wrere alao inspected to tendfy
services necessary to maintain a safe Wore [dentified that mre in need of
environment as evidenced by the absence of tile tiling, sealing or holc repairs.
on the floor of the janitorial closet and a hole in
the ceiling.
The findings include:
On May 21, 2007 at approximately 2:30 PM, in
the presence of Employee #5; the following was
observed:
LABORATORY DIRECTOR'S OR vanoemsuppuen REPRE fENTATIVE'S SIGNATURE TTLE (%8) DATE
/z,.au Ao, 11E 2/0 ] %] L/M NG
m /conecllnp pro

Any deficiency statemant dln with an/ asterisk (%) dana{ss a Jef iciency which the institution may be axcused
other ssfeguards provide sufficlent protection to the patlents. (See Instructions.) -Except for nursing homes, the

ing it Is detarminad thal
dings stated above are disclosable 90 da

following the date of survey whether or not a plan of correctlon is provided. For nursing homes, the above ﬂndlngs and pfans of correction afre disclosable 14
days following the dats these docummnts are made avallable to the faclllty, if deficlancles are clted. an approved plan of conecﬂcm is requisite to continuaad

program partic/pation.
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. Lom,
A follow-up survey to the annual re-certification oy
survey (March 20 through 22, 2007) was
'| conducted on May 21, 2007. An Immediate Ailes
Jeopardy () in the area of CFR 483.25 (h) (1), 4 ki
F323 was identified on May 21, 2007 at 11:19 )
AM. The facility Executive Director and "
Corporate Representative were informed of the IJ - £
and a plan of action to address the issue of
resident safety was received, The IJ remained in 2 be cited deficiencies g pC
effect until approximately 1:30 PM. The following caponees 1o the cited doficiencies do not Md/ﬂj
deficiencies were based on record review, s o e b A
observations and staff interviews. The sample conclusion set forth in the Statement of /s
included six (6) residents based on 60% of the D:ﬁcietcx'ciels.|11mc Plan af Correction is :
nnual re-certificat urv d th prepared solcly ns B matter of complionce ’
a cation s‘ ey and three (3) repared solcly us » m 100"
F 253 | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE F 253 F253 5
S8=D 1. Janitorial closct will be replaced

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not mel as evidenced
by:

Based on observations and staff interview dunng
the tour of the main kitchen, it was determined
that the facility staff failed to provide maintenance
services necessary to maintain a safe
environment as evidenced by the absence of tile
on the floor of the janitorial closet and a hole in

the ceiling.
The findings include:

On May 21, 2007 at approximately 2:30 PM, In

"| the presence of Employes #5, the following was

observed:

2007.

TITLE

by June 22, 2007. In sddition,
the water pipes located in the
closet will be sealed by June 22,
2007 and the holc in the ceiling
will be repaired by Junc 22,

2. Kitehen rounds have been
conducted to identify any other
areas thot need tiling or senling.
All ceilimg sreas in the Kitchen
were also mspecied to identify
apy open areas. No other arcas
were identificd that are in need of
tiling, sealing or hole repairs.

(XB) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Any deficiancy staternent ending with an asterisk (") denotos a deficiercy which the Institution may be excused from comrecting providing It is delermined that
other saleguards provide sufficient protection to the patientz. (Sae instructions.) Except for nursing homes, the findings stated above are discicsable 80 days
following tha date of survay whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documants are made evailabis to the faclity. If deficiencias are clted, an spproved plan of corractlon s requisite ta continued

program participation.

FORM CM5-2567(02-89) Previous Versions Obsolete

Event 10:B04Q12

Facility ID: THOMASHOUSI If continuation sheet Page 1 of ;




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/31/2007
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) 83:,.53 EEUTRE\{)EY
: N ER: ’
AND PLAN OF CORRECTION IDENTIFICATION NUMB A BUILDING _
R
B. WING .
095021 05/21/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1330 MASSACHUSETTS AVENUE NW
SUNRISE AT THOMAS CIRCLE WASHINGTON. DC 20005
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION.SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENSED 11:?« THE APPROPRIATE DA
- DEFICIENCY)
F 253 : . 3= In-services will be provided to
; Comlm:led_ Frf)m page 1 ] F 253 kitchen staff on the need to
I'1. The janitorial closet, located at the back of the ensure a safe kitchen
main kitchen, had no tile on the floor. There was environment as related to floor
no closure around the water pipes located in the a"‘i ceiling ‘?‘"‘f a"td Sle(a_“"hg of
" water pipes 1n closets. Kitchen
closet. Employee #5“stated, That should have rounds will be completely on a
been done last year. daily basis by Dining Service
’ Coordinator and/or their
2. A one (1) foot by two (2) foot hole in the ceiling designee. If areas are identified
tile, was observed above an exit door near the to be in need of repair, the
nt to the kitch Empl #5 stated. "l Maintenance department will be
‘1 entrance (o the 'fC 6!1. mployeée stated, contacted and repairs completed
don't know why there is a hole there. They need promptly-
to fix that." 4. Dining Service Coordinator or
designee will monitor the
. kitchen daily for compliance.
Employee #5 agknowledged the afprementloned Rounds will be completed and
findings at the time of the observations. deficient practices will be
{F 279} 1 483.20(d), 483.20(k){(1) COMPREHENSIVE {F 279} documented and analyzed. y
e A St I diate. $3 will-be-taken 1 7z A A, A
- CAREPLANS Immediate-action-will-be-taken,-if A
S5=D LA ° ) indicated. On a monthly basis, G/ R=/T/
) - : the findings of the kitchen rounds
A facility must use the results of the assessment and corrective actions will be
to develop, review and revise the resident's reported at the Quality Assurance
i ' meeting. The Qualily Assurance
comprehensive plan of care. 4
report will drive staff education,
. . . 77T Changes in practice and/or
The facility must fjevelop a.cbomp‘rehenswe care procedure, if indicated.
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. )
The care plan must describe the services that are .
‘| to be furnished to attain or maintain the resident's B
highest pra_cticable physical, mental, and 1. Interim care plans for
psychosocial well-being as required under residents number 6 and T1 ;
§483.25; and any services that would otherwise were completed by the =
be required under §483.25 but are not provided ?J;?§;°;u‘:£:*y€"h‘}l';ysgv'§8§n
due to the resident's exercise of rights under to reflect needed services to
§483.10, including the right to refuse treatment obtain or maintain the
under §483.10(b)(4). resident’s highest practicable,
physical, mental, and psycho-
. social well being.
\
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. 1. The janitorial closet, located at the back of the
i main kitchen, had no tile on the floor. There was
i  no closure around the water pipés located in the
 closet Employee #5 stated "That should have F279 |
' been done last year.” !
. 1. lnl_cn'm care plans for '
2 A one (1) foot by two (2) foot hole in the ceiling residents number 6 and T1
: tile, was observed above an exit door near the Diriyicted by the
| entrance to the kitchen. Employee #5'stated, "l duting sumwey, Mo e
-don't know why there is a hole there. They need to address me’areazide’nﬁﬁed
to fix that.” 2. A]ll recent admissions care
plans will be audited by
Employee #5 acknowledged the aforementioned | ff”““" of Health Services or
findings at the time of the observations. it cacp sermine if an ‘
n
{F 279} | 483.20(d), 483.20(k)(1) COMPREHENSIVE F 279} developed to addrecs esient &,(u{
.S8=0 CARE = PLANS . e ' immediate needs. Ifan SR ol b 47?
; e B | interim care plan is needed,
A facility must use the results of the assessment | gfjn:;'l']’yb" developed
g;et:ﬁgﬁ ; ﬁ/\gevraindfrewse the resident’s : 3- Currenf nursing staff will be
P plan of care. ;_f;-scrvlced by Director of
.‘ . ealth Services or designee
The facility must develop a comprehensive care on the need to develop an
plan for each resident that includes measurable inierim care plan that
objectives and timetables to meet a resident's | addresses the immediate
di ' s d .' S ) needs at time of admission.
medical, nursing, and mental and psychosocial In-servicing will be included
| needs that are identified in the comprehensive during the new hire ce T
assessment. orientation process. DNS or .~ '
. d;mgm_:e will revi'ew rand(?m
The care plan must describe the services that are files 1o onmneatth information ﬂ
to be fumished to attain or maintain the resident's care plans are in place. ' Y
highest practicable physical, mental, and. 4. Over the next 8 weeks, the ] M
. psyChOSOda' well-being as required under Director of Nursing, or their
§483.25; and any sefvices that wollld otherwise | ey i recent
be required under §483.25 but are not provided ion care plans to
A ; g N determine if an interim care
due to the resident's exercise of rights under plan has been developed. The
§483.10, including the right to refuse treatment results of this audit and
under §483. 1 0(b)(4). corrective action taken will be
: . reported at the Quality
Assurance monthly meetings.
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{F 279} | Continued From page 2 {F 279} 2. All recent admissions care
This REQUIREMENT s not met as evidenced g;‘;im‘”:‘:,?;i’;ﬂ’}:es‘je?vyices o
by: . : designee to determine if an
Based on record review and staff interview for interim care plan has been
one (1) of six (6) sampled residents and one (1) developed to address needed
supplemental resident, it was determined that f;;"r‘:;; L?]:,’:‘:ilgh:fs lma""a'"
facility s.taff failed to initiate a care plan with practicable, physical, mental,
appropriate goals and approaches for the and psycho-social well being.
assessment and care for: one (1) resident with If an interim care plan is
i back pain, receiving antibiotic therapy and a "eeded{] one will be developed
. ! . N S promptly.
hlstory.of constlp.a'tlon anq Hypertension, ar!d__or_le 3 Current nursing staff will be
(1) resident receiving anticoagulant and antibiotic in-serviced by Director of
therapy and a history of Atrial Fibrillation, Health Services or designee
Hyperlipidemia and Hypertension. Resident #6 on the need to develop an
and T1 . interim care plan that
) = addresses the immediate
: . . needs at time of admission.
—Hhe-findings-include: In-servicing will-be-included
| during the new hire
1. Facility staff failed to initiate care plans with orientation process. DNS or
Is. approaches and int ti to add designee will review random
90? S, app . n gwen IOI'I_S O adaress admission health information
pain management, antibiotic therapy for an files to ensure that interim
Urinary Tract Infection (UTI), constipation and care plans are in place. 4
Hypertension for Resident #6. 4. On a continuing basis, the
P Director of Nursing, or their d%]
. . e designee will audit recent
Resident #6 was admltted to the facility on May admission care plans to
14, 2007. Physician's orders signed and dated determine if an interim care
May 14, 2007 included OxyContin for pain, Senna iﬂan h;s been qevelqﬁld.
for constipation, Linezolid for the UTI and two (2) O e The
medications for Hypertension. results of this audit and
: . corrective action taken, will
During the review of the clinical record, a hospital be reported at the Quality
disc’hargesummary dated -May 14, 2006 was Assurance rnomh_ly meetings.
i d d indicated that th ident Data collected will be
reviewed and | . at the reS|' en_ was analyzed and drive staff
treated for back pain, an UTI, constipation and development. During
Hypertension. The record failed to include initial quarterly Quality Assurance
care plans to address the resident's pain, UTI, meetings, all community data
tipation and Hypertensio will be reviewed and
consup: yp n. discussed with practice and/or
| . . procedural changes made as
A face-to-face interview was conducted with indicated.
Employee #13 on May 21, 2007 at approximately
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{F 279)

| and antibiotic therapy, atrial fibrillation,
' ‘Hyperlipidemia and Hypertension for Resident T

‘receiving the following medications: Lovenox

Lovastatin (Hyperlipidemia) and Cipro (antibiotic).

Continued From page 3

11:00 AM who acknowledged that the resident
lacked initial care plans.  The record was
reviewed on May 21, 2007.

2. Facility staff failed to initiate care plans with.
goals and approaches to address anticoagulant

According to the admission orders sighed by the
physician on May 18, 2007, the resident was.

(anticoagulant) Amiodarone (antiarrhythmic)
Lopressor and Lasix (antihypertensive),

{F 279}

{F 314}
SS=E

According to the History and Physical form
completed by the physician on May 18, 2007,
diagnoses included: Pulmonary Embolism,
Hypertension, Atrial Fibrillation and
Hyperlipidemia.

A review of Resident T1's record revealed no -
evidence that care plans were initiated with goais |
and approaches for anticoagulant and antibiotic
therapy, atrial fibrillation, Hyperlipidemia and
Hypertension. -

A face-to-face interview was conducted with
Employee #13 on May 21, 2007 at approximately
4:20 PM. He/she acknowledged that the care
plans were not initiated. The record was -
reviewed on May 21, 2007.

483.25(c) PRESSURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the

{F 314}.
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'services to promote healing, prevent infection and

individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and

prevent new sores from deveioping.

This REQUIREMENT
by:

Based on observations and staff interviews for
two (2) of three (3) residents with pressure ulcers,
it was determined that proper infection control
procedures were not followed to prevent infection
during pressure ulcer treatments. Residents #5

and H2. :

is not met as evidenced

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. ' DEFICIENCY)
{F 314} | Continued From page 4 {F 314} F314

i.  Cument nursing staff have been
in-serviced on maintaining a i
protective barrier / clean field
when placing supplies on an over
bed table prior to beginning
pressure ulcer treatment. In
addition, current nursing staff has
been in-serviced on proper
disposat of biohazard soiled
dressing materials and cleaning
of over bed table upon
completion of the treatment.

2. Current nursing staff providing
wound care has been observed to
determine if proper clean
protective barriers and proper
infection control practices are
followed. If deficient practice is

| plastic bag attached to the side of the cart outside

The findings inblude:

Facility staff failed to follow proper infection
control procedures during pressure ulcer
treatments for Resident #5 and H2.

On May 21, 2007 at approximately 9:25 AM a
pressure ulcer treatment was observed for
Resident #5 and at approximately 10:50 AM a
pressure ulcer treatment was observed for
Resident H2.

Er’hp|oyee #3 rolled the treatment cart with a

of Resident #5 ' s room. He/she entered the room
with a container of supplies and a bottle of liquid
hand cleanser. The container of supplies and the
hand cleanser were placed on the resident's over
bed table without cleaning or the use of a
protective barrier to open supplies.

He/she proceeded to administer the treatment
with the use of a liquid hand cleanser between

observed, 1:1 in-servicing will
occur and corrective actions will
be implemented.

3= All supplies in treatment cart
have been individually bagged,
and now include biohazard trash
bags for disposal of biohazard
dressing materials and
disinfectant wipes to wipe down
over bed tables. Licensed staff
in-serviced on proper wound care
techniques to include infection
control practices and disposal of
biohazardous waste. New
licensed team members will be
trained on proper wound care
techniques.

4. DNS and/or designee will
complete random observations of
wound care weekly for a month
and then quarterly to ensure
proper technique is followed.
Immediate action will be taken
when indicated. The results of
these observations and corrective
action taken will be reported at
the Quality Assurance monthly
meeting. Data collected will be
used to drive staff development.
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{F 314} | Continued From page 5 {F 314}
glove changes. Atthe completion of the o
treatment, the soiled dressing was discarded in a
plastic bag which was closed, removed from the
resident's room and placed in a
+ non-bichazardous plastic bag that was attached
to the treatment cart. Employee #3 failed to clean
the over bed table after the treatment. The
treatment cart was then rolled to Resident H2's
doorway who was scheduled for the next
treatment.

Employee #3 failed to clean the over bed table
prior to and after the pressure uicer treatment for
' Resident H2. The same supply container and
hand cleanser bottle were placed on Resident
1 H2's over-bed-table-without-a prctecjt{\'/e barrier
The soiled dressmg was contained in a plastic
bag and disposed of in a non-biohazardous bag
.attached to the treatment cart.

A face-to—face mtervnew was conducted on May .
21, 2007 at approximately 4:35 PM with
Employee #3 who acknowledged that he/she was
unaware that the over bed table required cleaning
prior to and after the pressure ulcer treatment and
that.the soiled dressings should have been
d|Sposed of immediately.

A face- to—face interview was conducted with _
-Employee #1 on May 21, 2007 at 5:30 PM. F323
He/she stated, "Once the dressing change is

done, the trash should be immediately taken to 1. The stove with gas bumers was
repaired at the tire of the survey

the trash room and disposed of in a ‘ . on May 21, 2007 The &
. . " e bume;

bio-hazardous container. : _ were cleaned by kitchen s[aﬂ,’:n 4

F 323 483.25("1)(1) ACCIDENTS F 323 an outside company inspected the

gas bumers to ensure proper

SS=J| '
The facmty must ensure that the resident igniting. The open area in the
. service area floor has been

environment remains as free of accident hazards repaired.
as is possible. :
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This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interview and review
of a maintenance request form, it was determined
that facility staff failed to maintain an environment
free of possible accident hazards as evidenced
by: facility staff lighting the burners on the gas
stove with paper. This resulted in Immediate

Jeopardy (1J). .In addition, an unsecured covering
i was observed over a hole near the janitorial
i closet in the main kitchen.

The findings include:

2. All stoves with gas burners
where inspected to determine if
they properly ignited. In
addition, the service area floor
was inspected to determine if
there are additional holes in the
flooring. No issues were
identified with regard to the gas
bumers and service area flooring.

3. In-services will be provided to
the kitchen staff on proper
lighting of gas bumers. On a
weekly basis, the gas bumer will
be inspected and cleaned as
needed. In addition, the
maintenance employees will be
in-serviced on the need to secure

¥
(X4) 1D, _ x8)
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o DEFICIENCY)
F 323 | Continued From page 6 F 323

| the main kitchen with paper.

1. Facility staff failed to ensure the safety of
residents and staff from a possible accident
hazard by lighting the burners on the gas stove in

During a tour of the main kitchen at 8:20 AM on
May 21, 2007, a white residue was observed on
two (2) of the eight (8) burners on the gas stove.
When asked what the white residue was,
Employee #6 stated, "The burners don't ignite so
the staff lights the stove with paper. That's the
leftover paper.”

Each burner was tested and five (5) of the eight
(8) burners failed to ignite.

Employee #7 who prepared the breakfast meal
and was beginning to prepare the soup for dinner
was asked if he/she had used any burners on the
stove this morning at approximately 8:30 AM on
May 21, 2007. Employee #7 answered, "l only
use the burners that work. Some of them don't
work so | don't use those.” Employee #7 turned

_ service area flooring covers
during repairs. Kitchen rounds
will be completed on a daily
basis by Dining Services
Coordinator or their designee,
utilizing the attached rounds
sheet. If areas are identified to be
in need of repair, the
Maintenance department will be
contacted and a work order will
be submitted to address any
identified areas.

4. Dining Service Coordinator or
their designee will monitor the
kitchen daily for compliance.
Rounds will be completed and
deficient practices will be
documented and analyzed.
Immediate action will be taken,
indicated. On a monthly basis,
the findings of the kitchen rounds
and corrective actions will be
reported at the Quality Assurance
meeting. The Quality Assurance
report will drive staff education,
changes in practice and/or
procedure, if indicated.

if

|
/%’5{9 ﬂ",‘%{/
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This REQUIREMENT is not met as evidenced
' by

Based on observations, staff interview and review
of a maintenance request form, it was determined
that facility staff failed to maintain an environment
free of possible accident hazards-as evidenced

. by: facility staff lighting the bumers on the gas
stove with paper. This resulted in Immediate
Jeopardy (14). In addition, an unsecured covering
was observed over a hole near the janitorial
closet in the main kitchen.

The ﬁhdings include:
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1. The stove with gas burners was
repaired at the time of the survey
on May 21, 2007. The burners
were cleaned by kitchen staff and
an outside company inspected the
gas burners to ensure proper
igniting. The open area in the
service area floor has been
repaired.

2. All stoves with gas bumners
where inspected to determine if
they properly ignited. In
addition, the service area floor
was inspected to determine if
there are additional holes in the
flooring. No issues were
identified with regard to the gas.
bumers and service area flooring. .

3.  In-services will be provided to

| During a tour of the main kitchen at 8:20 AM on

 leftover paper.”

t=Facility staft 1318 16 énstre the safely of
residents and staff from a possibie accident |
hazard by lighting the bumers on the gas stove in
- the main kitchen with paper.

May 21, 2007, a white residue was observed on
two (2) of the eight (8) bumers on the gas stove,
When asked what the white residue was,
Employee #6 stated, "The bumers don't ignite so
the staff lights the stove with paper. That's the

Each burner was tested and five (5) of the eight
(8) burners failed to ignite.

Employee #7 who prepared the breakfast meal
and was beginning to prepare the soup for dinner
was asked if he/she had used any bumers on the
stove this moming at approximately 8:30 AM on
May 21, 2007. Employee #7 answered, "l only
use the bumers that work. Some of them don't
work so [ don't use those.” Employee #7 turned

the kitchen staff on proper
lighting of gas burners. On a
weekly basis, the gas burner will
be inspected and cleaned as
nceded. In addition, the
maintenance employees will be
in-serviced on the need to secure -
service area flooring covers
during repairs. Kitchen rounds
will be completed on a datly
basis by Dining Services
Coordinator or their designee,
utilizing the attached rounds
sheet. If areas are identified to be
in need of reparr, the
Maintenance department will be
contacted and a work order will
be submitted to address any
identified areas.
4 Over the next 8 weeks, Dining

' Service Coordinator or their
designee will monitor the daily
kitchen rounds for compliance.
On a monthly basis, the findings
of the kitchen rounds and any
necessary corrective action taken

will be reported at the Quality

Assurance.
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on the two (2) burners used for the breakfast
meal and both ignited.

1 A face-to-face interview was conducted with
Employee #6 on May 21, 2007 at 8:35 AM.
He/She stated that the burners-had not been
working for more than a week. He/she presented
a copy of a maintenance request to repair the
stove dated May 11, 2007 at 9:00 AM. The work
order noted that six (6) parts were on order for
the burners.

At 9:45 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

burners don't ignite when turned on. Therewas a |
work order put in about a week or so ago. We
are 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 staff were
lighting the burners with paper. Employee #5
stated, "Yes, | know. They shouldn't do that. It's
not safe.”

2. Facility staff failed to ensure that a covering
over a hole in the main kitchen was secure.

‘During a tour of the main kitchen, an unsecured
covering over a hole near the janitorial closet was
observed in the presence of Employee #5 at 1:30
PM on May 21, 2007.

There was an area of flooring across from the
janitorial closet, currently under repair,
approximately 2 x 4 feet, covered by two (2)
pieces of metal supporting a yellow safety cone
that was attached to the walls with electrical wire.
The metal plates were not secured to the floor
and easily moved to expose the hole in the floor.
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At the time of the observation, Employee #5 }
stated, "Maintenance was just working there I :}I:’rd;"e‘;fa{gr‘):"follrr“e had
yesterday, but they should secure the covering so administered. proper’y
) no one fa”S thrOUgh the hOle or hUI‘tS 2. All residents that are prescnbed
i themselves." _ inhalers will have their orders
{F 333} | 483.25(m)(2) MEDICATION ERRORS {F 333} reviewed, ensure medications are
available, and the nursing staff /
SS=D residents will be in-
The facmty must ensure that residents are free of service/educated for praper
any significant medication errors. administering of inhalers.
Licensed nurse will observe
residents for return
demonstration of proper use of
This REQUIREMENT is not met as evidenced inhaler. If after education and
by: training, resident refuses to
Based on observation, record review and staff follow established aﬂ’:‘g‘isﬁ:&m"
interview for two (2) supplemental residents, it bty
was determined t(ha)t Iic%%sed-- staff failed to notified and carc plan/health
: A information record will reflect
ensure that one (1) resident correctly resident’s decision.
administered an inhaler and one (1) resident _ 3. The nursing staff will be in
received medication as ordered by the physician. SZ“".C?"U‘_;':.”“’;’:; g‘::‘:r’mum
H aamimis ion T
; ReSId.ents JH1and T1. demonstration by residents who
- self-administer inhalers, as
The findings include: ordered by their physicians.
) Resident health information
1. Licensed staff failed to ensure that Resident Lict‘;:)‘:n‘:‘yf':e‘:sg g:r‘:;’r‘i::gon
JH1 correctly administered an inhaler. If resident refuses to follow
established protocols, attending
The annual MDS (Minimum Data Set) dated MBD will be called and care
December 25, 2006, Section | (Disease plan/health information record
. . will reflect resident’s decision. (
Diagnoses) included Asthma. 4.  Director of Nursing or their ,
designee will conduct D
According to the facility's policy "Oral Inhalation observation rounds to monitor
Administration Procedure”, Section: Ill B: 9, ;’;’;‘:‘;}T;"c’;““ﬁ":gggings and M {1‘7
. " . } .
Page:1 of 2, " Purpose: To allow correct anynecessary Corrective action (pH
administration of oral inhaler to resident, and for 1aken will be reported at the / /
| instruction in proper technique for those residents Quality Assurance monthly Grerlo 7
able to administer the medication to themselves.... meetings. Data ?_;";“‘e]d will be
Procedures: Shake the inhaler. Attach the :;fjdp:’ﬁi;‘tv: o ovelopment
aerochamber or spacer device, if indicated...
|

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

Event ID:B04Q12

Facility ID: THOMASHOUSI

If continuation shieet Page 9 of 27




05/31/2007 04:33 FAX 2024429430 . HRA ' @013'
PRINTED: 05/31/200

DEPARTMENT OF HEALTH AND HUMAN SERVICES OMFBOSnOn /Bl;gl;%\g%
CENTERS FOR MEDICARE & MEDICAID SERVICES ME S.u —
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION he )COMPLETED
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING N
095021 8. WING 05/21/2007
OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
NAE o 1330 MASSACHUSETTS AVENUE NW
S‘UNR’SE AT THOMAS CIRCLE WASHINGTON, DC 20005
IES D PROVIDER'S PLAN OF CORRECTION ps)
(X4) 1D SUMMARY STATEMENT OF DEFICIENC (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
{EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX THE APPROPRIATE ’ DATE
P%EQX i REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREgg_FEl% lTE?‘m
' Lot
F 323 | Continued From page 8 F 323 I ’ ‘LI

At the time of the observation, Employee #5
stated, "Maintenance was just working there
yesterday, but they should secure the covering so
no one falls through the hole or huris

themselves."
483.25(m)(2) MEDICATION ERRORS

The facility must ensure that residents are fnee of
any significant medication errors.

This REQUIREMENT is not met as evidenced

by: ‘
Based on observation, record review and staff

' {F.333} inhalers will have their orders

F333

1. Residents # JH1 and T1 have had
their medications properly

) administered.

2. Allresident that are prescribed

reviewed, ensure medications are
available, and the nursing staff /
residents will be in-
servicefeducated for proper
administering of inhalers.
Residents and licensed nurse
observe for return
demonstrations. If after
education and training, resident
refuses to follow established
administration protocols,

interview.fortwo.(2).supplemental.iesidents..it

| was determined that licensed staff failed to
ensure that one (1) resident correctly
administered an inhaler and one (1) resident

received medication as ordered by the physician.

‘Residents JH1 and T1.
The findings include:

1. Licensed staff failed to ensure that Resident
JH1 comrectly administered an inhaler.

The annual MDS (Minimum Data Set) dated
December 25, 2006, Section | (Disease
Diagnoses) included Asthma.

According to the facility’s policy "Oral Inhalation -

| Administration Procedure”, Section: lll B: 9,
Page:1 of 2, " Purpose: To allow correct
administration of oral inhaler to resident, and for
instruction in proper technique for those residents
.} able to administer the medication to themselves...
Procedures: Shake the inhaler. Attach the
aerochamber or spacer device, if indicated...

attending MD will notified and
care plan/health information
record will reflect resident’s
decision.

3. The nursing staff will be in
serviced on proper inhaler
administration and proper
observation of residents who
assist in the administration of the
inhaler. Resident health
information record will reflect
training and outcome of return
demonstration. If resident
refuses to follow established
protocols, attending MD will be
called and care plan/health .
information record will reflect (
resident’s decision.

4. Over the next 8 weeks, Director
of Nursing or their designee will . ‘/

14

conduct observation rounds to
monitor for inhaler
administration compliance. The
findings and any necessary
corrective action taken will be
reported at the Quality Assurance
monthly meetings I
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Have the resident rinse his/her mouth and spit out ' o
| the rinse water..." ’ . :

| On May 21, 2007, at approximately 10:00 AM,
during medication pass, Resident JH1
administered both of his/her inhalers, Adair
500/50 mg and ProAir HFC, in the presence of
Employee #3. The resident did not follow the
correct procedure 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 him/her
in the proper technique. '

Atace-to-face interview was-conducted witiv the
.Employee #3, on May 21, 2007 at 1.00 PM.
He/She stated, "The resident likes to administer
[his/her] own inhaler”.

2. Licensed staff failéd to administer two (2)
inhalant medications to Resident T1 as ordered
by the physician. .

According to the physician's order signed and
dated May 19, 2007 at 10:20 PM " ... Advair
discus 250/50 inhalation bid [twice a day] COPD,
Spiriva inhalation PO [by mouth] Q [every day] - ~
COPD (Chronic Obstructive Pulmonary
Disease)...”

A review of the Medication Administration Record
for May 2007 revealed that Advair and Spiriva
were not administered on May 20, 2007 as
ordered by the physician.

i On May 21, 2007 at 10:35 AM an observation of
Resident T1's medication revealed that a box of
Advair and Spiriva was present. The boxes were
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unopened. '
A face-to-face interview was conducted with
Employee #3 at approximately 10:35 AM. He/she
stated, "The medication must have arrived
sometime yesterday (Sunday, May 20, 2007). it
was here when | got to work this morning
(Monday, May 21, 2007). | don't know why they
didn't give it at least once yesterday I am going
to glve them to [him/her] now.”
The resident was observed on May 21, 2007 at
8:30 AM, 1:00 PM and 3:45 PM. [Resident] was
not observed to be in any distress at the time of
i the observations.
The record was reviewed on May 2T, 2007 - F363
F 363 ! 483.35(c) MENUS AND NUTRITIONAL F 363

ss=p: ADEQUACY

Menus must meet the nutritional needs of

i residents in accordance with the recommended

‘ dletary allowances of the Food and Nutrition

| Board of the National Research Council, National
Academy of Sciences; be prepared in advance;
and be followed:

This REQUIREMENT - is not met as evidenced
by:

Based on observation, staff interview, record
review and review of menus for three (3) of 22
residents, it was determined that facility staff
failed to prepare diets as ordered by the physician
for three (3) residents with special nutritional
needs and offer substitutions for certain foods

: that one (1) resident disliked. Residents #2, 4
and T1.

‘The findings include:

1. Dietician in serviced staff
regarding Renal diet. Dietician
reviewed and approved all diets
ordered within the community.
Residents #2 and T1 have
received diets as prescribed by
the physician. Resident # 4 has
received the proper textured
modified diet as prescribed by
the physician. In addition,
Resident #T1 has been
interviewed to determine her
likes / dislikes.

2. An audit will be completed for
all residents to confirm diet that

" is served is the diet that is
prescribed. If any discrepancies
are identified, proper orders will
be obtained and proper diets will
be served. In addition, residents
will be re-interviewed to confirm
their likes and dislikes. The
resident’s likes and dislikes will
be noted in resident’s health
information record and diet card
in dietary.
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A face-to-face interview was conducted with

' Employee #5 at 9:45 AM on May 23, 2007.

Hef/she stated, "l only prepare a regular diet meal.-
I don't cook any special diets like renal, low fat or

| diabetic. | puree foods for those residents

needing a pureed diet and | chop the food up for
the mechanical diets."

A review of the recipe book for "Week 4" (menus
for the current week) revealed menus for a
regular diet. There were no menus in the recipe
book for those residents with special nutritional
needs. :

The nursing facility unit is located on the second

3:  The kitchen staff will be in
serviced on the need to offer,
prepare and serve the proper
diets as prescribed by the
physician to the residents.

~Included in the in-service will be
ensuring that resident likes and
dislikes are observed. At the
time of meal delivery, the meal
tickets and tray will be checked
to confirm proper diets are being
served and dislikes / likes are
being observed. If any
discrepancies are identified, the
meal tray will be corrected prior
to serving to the residents.
Discrepancies will be noted and
communicated to the Dining
Services Coordinator for follow

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
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floor of the facility. A face-to-face interview with

"Employee #14, assigned to the second floor

kitchen, was conducted on May 21, 2007 at 10:30
AM. Hel/she stated, "The hot food comes up here
from the main kitchen. I serve it and include all
the other things like drinks, bread and dessert.
For the residents on no concentrated sweets, |
give them a sugar substitute and diet dessert.

For the no added salt diets | don't add any salt on
the tray. For [Resident #2 - renal diet] | don't give
[him/her] potatoes or tomatoes. Those are all the
special diets we have. All that information is
printed on the individual meal ticket for each
resident.”

The unit currently serviced 23 residents. One (1)
resident received all nutrition through a
gastrostomy tube. Twenty-two meal tickets were -
reviewed and the diets were as follows:

7 regular diets with.no restrictions
4 regular mechanical (soft) with no restrictions
2 regular pureed with no restrictions

lfp LUlleliVC dLliUll.

4. Registered dietician has
reviewed all diet orders and
reconciled the “Week ata
Glance” spreadsheet. Audits
completed by registered dietician
are shared with Dining Services
Coordinator or designee to
ensure that diet ordered is diet
served to resident. Dining
Services Coordinator or designee
will perform random cross
checks between generated diet
sheet and food served. Any
discrepancies will be corrected
immediately. The registered
dietician will report issues related
to diet at quarterly Quality
Assurance meeting. The Quality
Assurance report will drive staff
education, changes in practice
and/or procedure, if indicated.
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A face-to-face interview was conducted with

* Employee #5 at 9:45 AM on May 23, 2007,

- He/she stated, "l only prepare a regular diet meal.
{ | don't cook any special diets like renal, low fat or
diabetic. | puree foods for those residents
needing a pureed diet and | chop the food up for
the mechanical diets."

A review of the recipe book for "Week 4" (menus
for the current week) revealed menus for a
regular diet. There were no menus in the recipe
book for those residents with special nutritional
needs,

The. nursing facility unit is located on the second

received diets as prescribed by
the physician. Resident # 4 has
received the proper textured
modified diet as prescribed by
the physician. In addition,
Resident #T1 has been
interviewed to determine her
hikes / dislikes.

2. An audit will be completed for
all residents to confirm diet that
is served is the diet that is
prescribed. If any discrepancies
are identified, proper orders will
be obtained and / or proper diets
will be served. In addition,
residents will be re-interviewed
to confirm their likes and
dislikes. The resident’s likes and -

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F363
F 363 | Continued From page 11 F 363 l
pag 1.  Residents #2 and T1 have ‘0 17’10?

dislikes will be noted in

{ The unit currently serviced 23 residents. One (1)

floor of the facility. A face-to-face interview with
Employee #14, assigned to the second floor
kitchen, was conducted on May 21, 2007 at 10:30
AM. He/she stated, "The hot food comes up here
from the main kitchen. | serve it and include all
; the other things like drinks, bread and dessert.
For the residents on no concentrated sweets, |
give them a sugar substitute and diet dessert,
For the na added sait diets | don't add any salt on
the tray. For [Resident #2 - renal diet] | don't give
[himv/her] potatoes or tomatoes. Those are all the
special diets we have. All that information is
printed on the individual meal ticket for each

resident.”

resident received all nutrition through a ,
gastrostomy tube. Twenty-two meal tickets were
reviewed and the diets were as follows:

7 regular diets with no restrictions
4 regular mechanical (soft) with no restrictions
2 regular pureed with no restfrictions

resident’s health information

record and diet card in dietary.
3. The kitchen staff will be
in-serviced on the need to offer,
prepare and serve the proper
diets as prescribed by the
physician to the residents.
Included in the in-service will be
ensuring that resident likes and
dislikes are observed. Atthe
time of meal delivery, the meal
tickets and tray will be checked
to confirm proper diets are being
served and-dislikes / likes are
being observed. If any
discrepancies are identified, the
meal tray will be corrected prior
to serving to the residents.
Discrepancies will be noted and
communicated to the Dining
Services Coordinator for follow
up corrective action.
Over the next 8 weeks, Dining
Service Coordinator or their
designee will report
‘disgrepancies and corrective
action taken at the Quality

e/l

Assurance monthly meetings:
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1 regular with no pork and no added sait

1 regular no added salt, no concentrated sweets
1 regular with no added salt

1 no concentrated sweets

1 mechanical, no added salt, no concentrated
sweets

1 mechanical, no concentrated sweets, no added
salt, lactose mtolerant

1 regular no added salt, low fat

1 regular low fat, low cholesterol

1 mechanical, renal no added salt, no
concentrated sweets

Twenty-two (22) residents were observed during
the dinner meal between 5:10 PM and 5:30 PM.

X4)ID
F(’RE)FIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 363 | Continued From page 12 F 363

foods that are to be limited or avoided for

Nineteen(19)of 22 residents received the
appropriate diets.

1. Facility staff failed 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 resident had a diagnosis of ESRD (End
Stage Renal Disease). .

The resident's meal ticket included, "No
concentrated sweets and no added salt." The

Resident #2 (those high in potassium and
phosphorous), were not listed 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 [alternate meat), pasta,
carrots, a dinner roll, cranberry juice and vanilla
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i The "Weekva't a Glance" spread sheet for week

.He/She was asked if any other soup was

ice cream.

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
consist of chicken rice soup, spaghetti with beef
and gravy, California vegetable mix, bread, and
applesauce. There was no evidence that the
dietician approved the substituted foods actually
served. . :

On May 21, 2007 at 5:30 PM a face-to-face
interview was conducted with Employee #15.

prepared-as-an-alternatechoice Employee #15 7

stated, " No. Folks seem to like this chicken

‘i That lists all the dislikes and things the resident

gumbo soup. | serve what's on the meal ticket.

can't have or doesn'twant." There was no
evidence that chicken rice soup, spaghetti with
beef and gravy and California vegetable mix were
prepared as directed by the dietician.

2. Facility staff failed to follow physician’s orders
for the texture of Resident #4's meals.

Resident #4 was ordered a mechanical soft diet
by the physician 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
casserole, pureed carrots and mashed potatoes.
The meal ticket was printed as "Pureed.” :

On May 21, 2007 at 5:30 PM a face-to-face
interview was conducted with Employee #15.
He/She was asked about Resident #4's diet.

SUNRISE AT THOMAS CIRCLE
o WASHINGTON, DC 20005
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He/She stated, "...| serve what's on the meal
ticket...”
There was no evidence in the record that the
physician had changed the consistency of the
resident’s diet. ’
F371
3. Facility staff failed to serve Resident T1 low fat 1. All pans and skillets have been
and low cholesterol foods as ordered by the re-washed and air dried prior to
physician and offer substitutions for certain foods stacking. All pans free of grease
that the resident disliked. and residue.
: 2. All pans and skillets have been
. inspected to ensure that they are
Resident T1 was ordered a low fat, low - clean, dry and ready for use, All -
cholesterol diet on May 18,.2007 by the physician. pans free of grease and residue
Foods to be limited or avoided were not listedon | . 3. In-services will be provided to
the resident's meal ticket. - kitchen stafl on the nced to
*  ensure that pans and skillets are
i . . . clean, dry and free of grease and
The resident's dinner tray was observed being residue. Kitchen rounds will be
prepared at 5:30 PM. The meal consisted of a . completed on a daily basis by
cup of chicken gumbo soup, beef, macaroni and ?’lnmg Service Coordinator or
tomato casserole, peas and carrots, a dinner roll, their designee. If pans and
N ’ I skillets are observed to be in
cranberry juice and vanilla ice cream. need of cleaning, the staff will
remove them from the storage
Included on the resident's meal ticket under area and have them cleaned and
"Dislikes" was beef and pasta. Chicken was not 4 g‘;’:&g’gs::zé Coordinator o
. ) . . T or
offered or served to the resident. The meal ticket their designee will monitor the
did not list the high fat or high cholesterol foods to kitchen daily. Pans will be
be limited or avoided. _ inspected to ensure that _they are
{F 371} | 483.35(i)(2) SANITARY CONDITIONS - FOOD | - {F 371} RS Aot i
ss=k ; PREP & SERVICE hung and free from grease or
residue will be immediately r
The facility must store, prepare, distribute, and rewashed to meet the
serve food under sanitary conditions. specifications. On a monthly
basis, the findings and any
necessary corrective action taken i
from the kitchen rounds will be /('
reported at the Quality Assurance /] Ib
meetings. The Quality
This REQUIREMENT is not met as evidenced Assurance report will drive staff Chaats7
) education, changes in practice
by: - and/or procedure, if indicated.
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F 363 | Continued From page 14 ) F 363
He/She stated, ...l serve what's on the meal
ticket..."
There was no evidence in the record that the
physician had changed the consistency of th
resident’s diet. :
| 3. Facility staff failed to serve Resident T1 low fat
and low cholesterol foods as ordered by the
physician and offer substitutions for certain foods
that the resident disliked.
Resident T1 was ordered a low fat, low ey _
cholesterol diet on May 18, 2007 by the physician. . I, '2,4 o7
I | Foods to be limited or avoided were not listad on
s “ihe TesidaEnt's mealticket: S « All pans and skillets have been  seesasseabi s,
: : . re-washed and air dried prior t '
: The resident's dinner tray was observed being stacking, prier to
prepared at.5:30 PM. The meal consisted ofa All pans and skillets have been
cup of chicken gumbo soup, beef, macaroni and inspected to ensure that they are
tomato casserole, peas and carrots, a dinner roll, xc,:e::r'v?gsa:v?nr?: ;{ for':SZ}
; " i H - rovided to
cranbeny juice and vanilla ice cream. kitchen staff on the aond 1.
. . ) , , ensure that pans and skillets are
Inciuded on the resident's meal ticket under clean, dry and sanitary. Kitchen
: "Dislikes™ was beef and pasta. Chicken was not - rounds will be completed on a
offered or served to the resident. The meal ticket giggdl:iz:tso % R;}I;lpgd Service .
. . . . P 1T designee.
did not list the high fat or high cholesterol foods to | pans and skiftty wy o 2ne: If
be limited or avoided. be in need of cleaning, the staff
{F 371} 483.35(])(2) SANITARY CONDITIONS - FOOD {F 371} will remove them from the /
’ s storage area and have them
ss=E | PREP & SERVICE cleaned and dried properly. ’j‘ P
. . : , g Over the next 8 weeks, Dinin i
The facility must store, prepare, distribute, and Service Coordinator or the?r ¥ f}{J | /‘5}
-| serve food under samtary conditions. . designee will monitor the daily ]
kitchen rounds for compliance.
On a monthly basis, the findings
and any necessary corrective M
i actiop taken of the kitchen
. " rounds will be reported at the - ’
This REQUIREMENT is not met as evidenced Quality Assurance meetings ,
by I
; sheet Page 15.
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{F 371} | Continued From page 15 {F 371}
Based on observations during the tour of the main
kitchen, it was determined that dietary services
failed to ensure that foods were served and
prepared in a safe and sanitary manner as
evidenced by soiled hotel pans and skillets.
These findings were observed in the presence of
Employee #6 on May 21, 2007 at 8:30 AM.

The findings include:

1. Hotel pans were observed stored wet and/of
with a greasy residue after being washed and
ready for reuse in 23 of 26 observations of hotel
pans. :

2—Skiltets were observed stored wet with food ™7

"1 debris on the interior surfaces after being washed
and ready for reuse in three (3) of six (6)
observations of skillets.

Employee #6 acknowledged the aforementioned
findings at the time of the observations.
{F 431} | 483.60(b), (d), () PHARMACY SERVICES {F 431}
SS=D )
The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled. '

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

| applicable.

| 1
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{F 371}| Continued From page 15 (F3r1)

Based on observations during the tour of th_e main

kitchen, it was determined that dietary services

failed fo ensure that foods were served and

prepared in a safe and sanitary manner as : b l u{o‘?

evidenced by soiled hotel pans and skillets.

These findings were observed in the presentce of F431

Employee #6 on May 21, 2007 at 8:30 AM. 1 Controlled medications have

] . L been destroyed according to

The findings include: policy and state/federal

! regulations and
paperwork/signatures completed.

2. Controlled medications have
been audited and any controlled,

1. Hotel pans were observed stored wet and/ar
with a greasy residue after beihg washed and

ready for reuse in 23 of 26 observations of hotel | _ discharged/discontinued
pans. medications, were destroyed
) immediately and appropriate
==2:killets-were.absenved.stored wet with food paperworlsignatures completed.
debris on the interior surfaces after being washed | - T3, Nult'}slmg sttaff’“nlllt')e 1111-serv_iced B
- - hY = on the center's po 1CY 1or proper
and read_y for reusein three (3) of six (6) - destruction and%ocumemgtior:x of -
observations of skillets. . controlled medications
Discontinued or discharged
Employee #6 acknowledged the aforementioned medications will be removed
from medication cart and placed

| findings at the time of the observations.
{F 431} | 483.60(b), (d), () PHARMACY SERVICES

58=D

31 in a centralized locatjon for
{F 4 } destruction. Licensed nurse will
obtain a second signature when

The facility must employ or obtain the services Of placed in secured location. DNS
a licensed phamacist who estabiishes a system and/or designee will destroy all
| of records of receipt and disposition of all .~ medications (controlled and non-
controlled drugs in sufficient detail fo enable an ' sharmmacy conmultnt o Night
accurate reconcmaﬁon: and detemmes that dl'ug . nurse will review medicat;on
records are in order and that an account of all carts daily to ensure that all
controlled drugs is maintained and periodically discontinued and discharge {
reconclied. et weremedind v
-, state/federal regulations.
Dmgs .and ’bio'ogicals used in the fac;hty must be 4 Over the next Sg weeks, Director
[labeled in accordance with currently accepted of Nursing or their designee will { ’/L o7
] professional principles.»and inciude the report Qiscrepgncics and r 7
appropriate accessory a'nd cautionary : corr;ctn: action taken a; ]thc
instructions, and the expiration date when : r?l‘;:n‘;ygs ssurance monthly ‘
| applicable. .
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{F 431} ! Continued From page 16 {F 431}

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
‘controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,

' permanently affixed compartments for storage of

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

be readily detected. 7

This REQUIREMENT is not met as evidenced

| by:

Based on review of the "Destruction of
Discontinued Controlled II-V Substances” forms
and staff interview, it was determined that facility
staff failed to follow facility policy for controlled
medication disposal as evidenced by: the lack of
two (2) signatures, improper disposal of
medication and incomplete forms.

The findings include:

According to the facility ' s Policy and Procedure,
".Controlled Medication Disposal " section H E:1,
stipulates, c. " Schedule II-V medication

remaining in the facility after a resident has been

discharge, or the order discontinued, are

disposed of in the facility ..., _
(1) Drug destruction is carried out by double
flushing in the toilet...

(3) The form must be signed by the nurse or

F431

1. Controlled medications have
been destroyed according to
policy and state/federal
regulations and
paperwork/signatures completed.
Controlled medications have
been audited and any controlied,
discharged/discontinued
medications, were destroyed
immediately and appropriate
paperwork/signatures completed.
Nursing staff will be in-serviced
on the center’s policy for proper
destruction and documentation of
controlled medications

medications will be removed
from medication cart and placed
in a centralized location for
destruction. Licensed nurse will
obtain a second signature when
placed in secured location. DNS
and/or designee will destroy all
medications (controlled and non-
controlled) monthly during
pharmacy consultant visit. Night
nurse wiil review medication
carts daily to ensure that all
discontinued and discharge
medications are removed and
stored /destroyed per policy and
state/federal regulations.
Director of Nursing or their
designee will monitor
documentation of proper
destruction, discontinuation and
discharge medication. The
findings and any necessary
corrective action taken will be
reported at the Quality Assurance
monthly meetings. Data
collected will be used to drive
staff development.

ng
bt

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

Event 1D;BO4Q12

Facility ID: THOMASHOUSI If continuation sh

eet Page 17 of 27




05/31/2007 04:35 FAX 2024429430 -

HRA

022
PRINTED: 05/31/200

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE|
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (XZ) MULTIPLE GCONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
’ A. BUILDING
R
095021 B. WING 05/21/2007

NAME OF PROVIDER OR SUPPUER

1. SUNRISE AT THOMAS CIRCLE

STREET ADDRESS, CITY, STATE, ZIP CODE
1330 MASSACHUSETTS AVENUE NW

WASHINGTON, DC 20005

infection control program designed to provide a
safe, sanitary, and comfortable environment and
to prevent the development and transmission of

| disease and infection. The facility must establlsh

an infection control program under which it
investigates, controls, and prevents infections in
the facility; decides what procedures, such as
isolation should be applied to an individual
resident; and maintains a record of incidents and
coirective actions related to infections.
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{F 431} | Continued From page 17 {F 431)
: pharmacist destroying the drugs and a witness.

The form must also include the method of
destruction and the date the drugs were
destroyed... "
On May 21, 2007, at approximately 9:30 AM, the
"Destruction of Discontinued Controlled II-V
Substances" forms were requested for review.

- The "Destruction of Discontinued Controlled -V

| Substances" form dated May 9, 2007 had eight

i (8) entries. The eight (8) entries included one (1)
signature, not the required two (2) signatures and
the form documented the method of destiuction
as discarding the medication into the sharps
container for the eight (8) entries.
The "Destruction of Discontinued Controlled T-V™ |
Substances” form dated May 15, 2007 had two
(2) entries. The two (2) entries did not include the
method of destruction: . Fi41
A face-to-face interview was conducted with 1. Thecat’s medical/vaccination lp,’LlIDq
Employee #13 on May 21, 2007 at 3:00 PM. records have been obtained. )
He/she stated that a review of the procedure was 2. Both center - owned cats have E
needed. had their medical/vaccination

. {F 441} | 483.65(2) INFECTION CONTROL {F 441} st rportt
$S=D medical/vaccination records will f
The facility must establish and maintain an be maintained by the Activities
- department and will be reviewed /

on a quarterly basis to ensure that
they are current and available
upon request.

4. On a monthly basis, the
Activities Department will bring
copies of the medical/vaccination
records for the center-owned cats
to the Executive Director, if
deficient practice is identified,
corrective action plans will be
developed to address identified

17

areas.
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pharmacist destroying the drugs and a witness.
The form must also include the method of
destruction and the date the drugs were
destroyed... " | : |

On May 21, 2007, at approximately 9:30 AM, the
"Destruction of Discontinued Controlled 1I-V
Substances" forms were requested for review.

‘ The "Destruction of Discontinued Controlled II-V
Substances" form dated May 9, 2007 had eight
(8) entries. The eight (8) entries included one (1)
signature, not the required two (2) signatures and
the form documented the method of destruction -
as discarding the medication into the sharps
container for the eight (8) entries.

i The "Destruction of Discontinued Controlled‘ n-v
Substances" form dated May 15, 2007 had two
1 (2) entries. The two (2) entries did not include the
method of destruction.

A face-to-face-interview was conducted with
Employee #13 on May 21, 2007 at 3:00 PM. ~
He/she stated that a review of the procedure was
needed.
_{F 441} | 483.65(a) INFECTION CONTROL , {F 441}
SS=D
The facility must establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfortable environment and
to prevent the development and transmission of -
disease and infection. The facility must establish
an infection control program under which it
investigates, controls, and prevents infections in
the facility, decides what procedures, such as
isolation should be applied to an individual
resident; and maintains a record of incidents and -
| corrective actions related to infections.
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Continued From page 18

This REQUIREMENT is not met as evndenced
by:

Based on observations and staff interviews,
“facility staff failed to ensure that a cat observed in
the dining room had appropriate
medicalfvaccination records available.

The findings include:

On May 21, 2007 at approximately 8:25 AM, a
black cat was observed walking across the dining
room floor. There were six (6) residents eating
breakfast in the dining room at the time.

| A facesto-face interview was conducted with

Employee #1 on May 21, 2007 at 9:55 AM.

area of the facility. The cat comes to this side
[nursing facility unit] when the door between the
two areas is left open [another area of the faC|I|ty]
The cat walks through the dining room often. -

A face-to-face interview was conducted with
Employee #2 on May 21, 2007 at 5:30 PM.
He/she stated, "The cat belongs to the Assisted
Living Unit. it [the cat] should not be in the area
[of the nursing facility unit).” The cat sneaks over.
- They [other staff] have to contact the sales
person in order to get the papers for the cat.”

The cat's medical/vaccination records were
requested. However, the facility was unable to
provide the surveyor with a copy of the cat's
medical/vaccination records.

483.70(c)(2) SPACE AND EQUIPMENT

The facility must maintain all essential
machanical, electrical, and patient care

He/she acknowledged that the cat lives in another

{F 441}
F441

1. The cat’s medical/vaccination
records have been obtained. All
staff have been in serviced
regarding not allowing cat in
skilled neighborhood. Signs
have been posted on both sides of
coded door. A spray water bottle
is utilized to discourage cat from
entered skilled neighborhood.

2. Both center - owned cats have
had their medical/vaccination
records obtained.

3. Acopy of the cat’s
medical/vaccination records will
be maintained by the Activities
department and will be reviewed

they are current and available
upon request.

4. Activities coordinator will report,
at quarterly Quality Assurance
meetings, success of preventing
cat to enter skilled neighborhood.
If measures of preventing cat
from entering skilled
neighborhood, relocation to
another floor in the community
will be sought.

F 456

-- on-a-quarterly-basis-to-ensure-that — - -
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| functioning.

' plates or in the pots and pans into a trash can.”

| preparation area were tested and were

Employee #6 supplied a copy of the
"Maintenance Request Log" dated April 16, 2007,
documenting, "Garbage disposal not working -
(dish machine area)."

At 9:38 AM on May 21, 2007, Employee #5
stated, "The garbage disposal has been broken
since the middle of April. The motor is burned
out. We need a new one. | know that there was
a bid received for about $4600 and that corporate
thought that was too much money. The
dishwasher discards the leftover food on the

An estimate from a company to replace the
disposal was dated May 7, 2007 and faxed to the

garbage disposals to deposit food
waste.
4.  Dining Service Coordinator or
designee will monitor the
kitchen daily for compliance.
Rounds will be completed and
_deficient practices will be
documented and analyzed.
Immediate action will be taken, if
indicated. On a monthly basis,
the findings of the kitchen rounds
and corrective actions will be
reported at the Quality Assurance
meeting. The Quality Assurance
report will drive staff education,
changes in practice and/or
procedure, if indicated.

1
(X4)ID | _ }
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
|
F 456 | Continued From page 19 F 456
" | equipment in safe operating condition. F456
j ' ) 1. The garbage disposal has been
-1 This REQUIREMENT is not met as evidenced ) %P‘act;d W“hba “e‘;,d'm?al N
by' . he other garbage disposal in the
; . . . . kitchen was inspected and found
Based on observatlp‘n and staff interview, it was to be fully operational.
determined that facility staff failed to ensure that 3. The kitchen staff will be
one (1) of three (3) garbage disposals was in-serviced on maintaining
maintained and serviced timely. kitchen garbage disposal in
proper working order, notifying
5 i ‘ Maintenance of the need for
The findings include: repairs and proper disposal of
: food waste. Kitchen rounds
During a tour of the main kitchen on May 21, lvjvﬂ!sb;- yc%rir;pif;ege:lizedaﬂy
i ) asl
2007 at 8:25 AM with Employg:-e #6, food waste Coordinator or their designee. If
.| was observed in trash cans with paper and metal  garbage disposal are found tobe
| waste. Employee #6 stated that the garbage non operational, Maintenance
| disposal attached to the mechanical dishwasher department will be contacted and
‘was broken a work order completed and
repairs completed promptly.
. . . When repairs are needed, staff
Two (2) garbage disposals in the clean food will utilize the other operational :
g /

o

64&/07
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This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, it was
determined that facility staff failed to ensure that
one (1) of three (3) garbage disposals was
maintained and serviced timely.

The findings include:
During a tour of the main kitchen on May 21,
2007 at 8:25 AM with Employee #6, food waste .
was observed in trash cans with paper and metal
waste. Employee #65 stated that the garbage
disposal attached to the mechanical dishwasher ,
‘was broken.

| functioning.

Two (2) garbage disposals in the ciean food
preparation area were tested and were

Employee #6 supplied a copy of the
"Maintenance Request Log” dated April 16, 2007,
documenting, "Garbage disposal not working
(dish machine area)."

At 9:38 AM on May 21, 2007, Employee #5
stated, "The garbage disposal has been broken
since the middie of April. The motor-is bumed
out. We need a new one, | know that there was
a bid received for about $4600 and that corporate
thought that was too much money. The
dishwasher discards the leftover food on the
plates or in the pots and pans into a trash can."

1

An estimate from a company to replace the _
disposal was dated May 7, 2007 and faxed to the

SUNRISE AT THOMAS CIRCLE WASHINGTON, DC 20005
~ SUMMARY STATEMENT QF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION )

At | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION

TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE

' DEFIGIENCY)
F 456 | Continued From page 19 F 456
" | equipment in safe operating condition. F456

1. The garbage disposal has been b',L‘L, o#

replaced with a new disposal.

2. The other garbage disposal in the
kitchen was inspected and found
to be fully operational.

3. The kitchen staff will be
in-serviced on maintaining
kitchen garbage disposal in
proper working order, notifying
Maintenance of the need for
repairs and proper disposal of
food waste. Kitchen rounds
will be completed on a daily
basis by Dining Service
Coordinator or their designee. If
garbage disposal are found to be
non operational, Maintenance
department will be contacted and
a work order completed and
repairs completed promptly.
‘When repairs are needed, staff
will utilize the other operational “~~
garbage disposals to deposit food
waste.

4. Over the next 8 weeks, Dining
Service Coordinator or their
designee will monitor the daily
kitchen rounds for compliance.
On a monthly basis, the findings
and corrective action taken of the
kitchen rounds will be reported at
the Quality Assurance meetings
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facility on the same day.
An outside repair company‘arrived at the facility at
approximately 11:15 AM on May 21, 2007. After
checking the unit, the serviceman stated that the -
most cost effective measure was to replace the
entire unit. The unit was scheduled to be
instailed in approximately three (3) to four (4)
| days.
{F 490} | 483.75 ADMINISTRATION {F 490} F490
SS=E

‘well-being of each resident.”

A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial

This REQUIREMENT is not met as evidence

by: : -
Based on observations, record review and staff
interviews, it was determined that the
administrative staff failed to integrate, coordinate.
and monitor the facility's practices related to the
resident’s care and safety.

The findings inélude:

1. Facility staff failed to maintain an environment
free of possible accident hazards as evidenced by
staff lighting the burners on the gas stove in the
main kitchen with paper. Cross Reference CFR
483.25(h)(1), F323 for specific findings regarding
the above deficient practice - Identified as
Immediate Jeopardy.

2. Facility staff failed to provide maintenance
services necessary to maintain a safe '
environment. Cross Reference CFR 483.15(h)

1. Aplan of correction has been
developed and implemented to
address all cited deficiencies. A
new Healthcare Administrator
has been hired to oversee all

T operations in the facility, ~ T

2. Through monitoring and
observation rounds,
admunistrative staff will inspect
for compliance with federal and
District of Columbia reguiations.

If areas are identified as needing
correction, actions will be taken
to achieve compliance.

3. I through the monitoring
rounds, discrepancies are
identified, staff will be counseled
and in-serviced.

4. Results from the monitoring
rounds will be discussed on a
daily basis to achieve and
maintain compliance. Tracking ¢
and trends of noncompliance will
be discussed at the monthly
Quality Assurance meetings, and
corrective action plans will be
developed to address deficient
practice.

ARy
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- pain management and constipation. Cross

. infection control procedures were followed during

(2), F253, for specific findings regarding the
above deficient practice.

3. Facility staff failed to initiate care plans with
appropriate goals, approaches and/or _
interventions for residents receiving antibiotic and
anticoagulant therapy and for management of
Hypertension, Atrial Fibrillation, Hyperlipidemia,

Reference CFR 483. 20(k), F279 for specific
findings regarding the above deficient practice.

4. Facility staff failed to ensure that proper

pressure ulcer treatments. Cross Reference CFR

| 483.25(c)(2),.F314 for specific findings.regarding |:...—... .

! ordered by the physician. Cross Reference CFR
| 483.25(m)(2), F333 for specific findings regardlng

the above deficient practice.

5. Facility staff failed to ensure that residents
received medication as per facility policy and as

the above deficient practice.

6. Facility staff failed to prepare diets as ordered
by the physician for residents with special
nutritional needs. Cross Reference CFR
483.35(c), F363 for specific findings regardlng the
above deficient practice.

7. Facility staff failed to ensure that foods were
served and prepared in a safe and sanitary
manner as evidenced by soiled hotel pans and
skillets. Cross Reference CFR 483.35(i)(2), F371
for specific findings regarding the above def cient

practice.

8. Facility staff failed to folldwfacility policy for
controlled medication disposal as evidenced by:
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{F 490} | Continued From page 22 ' {F 490}
the lack of two (2) signatures, improper disposal
of medication and incomplete forms. Cross ' ,
Reference CFR 483.60(b), F431 for specific : '
findings regarding the above deficient practice.

9. Facility staff failed to ensure that a cat
observed in the dining room had appropriate
medicalivaccination records available. Cross
Reference CFR 483.65(a), F441 for specific
findings regarding the above deficient practice.

10. Facility staff failed to ensure that the garbage

disposal attached to the mechanical dishwasher

was maintained and serviced timely. Cross :
Reference CFR 483.70(c)(2), F456 for specific N

11. Facility staff failed to wear a hair net or other
hair covering and/or completely cover their hair
while in the main kitchen. Cross Reference CFR
483.75(b), F492 for specific findings regardmg the
| above deficient practice.

12. Facility staff failed to ensure that the facility's
quality assurance committee adequately
implemented plans of action to correct identified
deficient practices facility wide. Cross Reference
CFR 483.75(0)(1), F520 for specific practices
| regarding the above deficient practice.
{F 492} | 483.75(b) ADMINISTRATION . {F 492}
SS=E
. | The facility must operate and provide services in
compliance with all applicable Federal, State, and
local laws, regulations, and codes, and with
accepted professional standards and principles
that apply to professionals providing services in
such a facility.
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This REQUIREMENT ‘is not met as evidenced
by:

Based on observations during a tour of the main
kitchen, it was determined that facility staff failed
to wear a hair net or other hair covering and/or
completely cover their hair while in the main
kitchen.

The findings include:

According to 22 DCMR 3219.6, " Each food
service employee shall wear either a hair net or
other hair covering. "

During observations of the main kitchen on May
21,-2007 the following. was observed:--

F492

1. Haimets were donned by the
cited staff members at the time of
survey.

2. All kitchen staff will be in-
serviced and observed to
determine if staff is compliant
with hair coverings are
requirements.

3. Employees#9,10,11 and 12
have all been counseled on the
need to wear hair covering while
in the kitchen. All kitchen staff
was in-serviced on the
impaortance of wearing a haimet.
The haimet supply container has
been placed next to the kitchen
door, to allow staff better access

——to-the - haimet: pri'nr"(\’Pn1ﬂ‘n=i\'g"““'_“

L

1 the kitchen without hair covering. Employee #5

At 9:30 AM, Employee #11 was observed
entering the kitchen without a hair covering and
pouring two (2) cups of coffee. The coffee
machine was on the opposite side of the counter
from which scrambled eggs, grits and sausage
were being served.

A face-to-face interview was conducted at the
time of the observation with Employee #5.
Employee #5 was asked if anyone was allowed in

stated, "Everyone has to wear a hair net. | ran
out of them by the dining room door." Employee
#5 immediately replaced hair nets by the dining
room door.

At 11:30 AM Employee #12 was observed
entering the kitchen from the dining room and
walk into the main serving area without a hair
covering.

At 2:00 PM Employee #9 was observed cooking.

the kitchen. Kitchen rounds will
be completed on a daily basis by
Dining Service Coordinator or
their designee. If in-serviced
staff are observed not wearing
hair nets, staff will be madeto
~ wear the hair net and disciplinary

action will occur.

4. Dining Service Coordinator or
designee will monitor the
kitchen daily for compliance.
Rounds will be completed and
deficient practices will be
documented and analyzed.
Immediate action will be taken, if
indicated. On a monthly basis,
the findings of the kitchen rounds
and corrective actions will be
reported at the Quality Assurance
meeting. The Quality Assurance
report will drive staff education,
changes in practice and/or
procedure, if indicated.

~

: éAz/ﬂ
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This REQUIREMENT is not met as evidenced !
by: Haimets were donned by the i (DI'L’LI 0?
cited staff members at the time of

Based on observations during a tour of the main
kitchen, it was determined that facility staff failed
to wear a hair net or other hair covering and/or
completely cover their hair while in the main
kitchen.

. The findings include:

According to 22 DCMR 3219.6, " Each food
service employee shall wear either a hair net or
other hair covering. "

During observations of the main kitchen on May
21,2007 the following was cbserved:

At9:30 AM, Employee #11 was observed
. Pmnugiheakucnemﬂngm.g.bmmmg@nd

pouring two (2) cups of coffee. The coffee
machine was on the opposite side of the counter
from which scrambled eggs, gnts and sausage
were being served.

| A face-to-face interview was conducted at the
time of the observation with Employee #5.
Employee #5 was asked if anyone was allowed in
the kitchen without hair covering. Employee #5
stated, “"Everyone has to wear a hair net. Iran
; out of them by the dining room door." Employee
#5 immediately replaced hair nets by the dlnlng
room door.

At 11:30 AM Employee #12 was observed
entering the kitchen from the dining room and
walk into the main serving area without 2 ha:r
covenng

. At2:00 PM Employee #9 was observed cooking

survey.
All kitchen staff will be in-
serviced and observed to
determine if staff is compliant
with hair coverings are
requirements.

Employees# 9, 10,11 and 12
have all been counseled on the

need to wear hair covering while

in the kitchen. All kitchen staff
was in-serviced on the
importance of wearing a hairnet.

The haimet supply container has

been placed next to the kitchen
door, to allow staff better access
to the hairnets prior to entering
the kitchen. Kitchen rounds will
be completed on a daily basis by
Dining Service Coordinator or
their designee. If in-serviced
staff are observed not wearing
hair nets, staff will be made to

wear the hair net and disciplinary -

action will occur.

Over the next 8 weeks, Dining
Service Coordinator or their
designee will monitor the daily
kitchen rounds for cornpliance.

On a monthly basis, the findings

and corrective action taken of the

kitchen rounds will be reported at

the Quality Assurance meetings

A

1
'

i
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body, that is legally responsible for establishing
and implementing policies regarding the
management and operation of the facility; and the
governing body appoints the administrator who is
licensed by the State where licensing is required;
and responsuble for the management of the

(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES ) »
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{F 492} i Continued From page 24 {F 492}
at the gas range without his/her hair fully covered.
At 2:50 PM, Employee #10 was observed walking
through the main kitchen to the main dining room
without a hair covering. . _ :
{F 493} | 483.75(d)(1)~(2) GOVERNING BODY {F 493} F493
‘SS=F ' .
: The facility must have a governing body, or I T":u?s’fr:”c}‘{gfcﬂzmb‘a licensed pr
designated persons functioning as a governing been hugred a:]zrs/;nll;l(;;mﬁhajﬂ,/dﬂ L
A

2. Allresidents have lhe potcntlal to
have been affected by this
citation.

3. Community had been recruiting
A Licensed Nursmg Home
Administrator since the

~- - - -TESignation-of previqug—rror=om mo e oo

i .facmtv PR e R

The findings include:

.| Management), "An administrator shall be pre_sent

This REQUIREMENT is not met as evvdenced
by:

Based on staff interview and review of facmty
documents, it was determined that the governing
body failed to appoint an interim licensed nursing
home administrator responsible for the
management of the facility.

According to 22 DCMR 3201 (Administrative

forty (40) hours per week during regular business
hours and shall be responsible for the operation
of the facility twenty-four (24) hours per day,
seven (7) days per week" and "The administrator
shall be: (a) Licensed or otherwise approved as a
nursing home administrator in the District of
Columbia.”

During the entrance conference on May 21, 2007

administrator. A Healthcare
Administrator has been hired and
will begin . Ongoing
efforts will be madc to recruit,
retain and /or train additional
individuals who may already be
licensed, or are eligible to
become a licensed Nursing Home
Administrator in the District of
Columbia, and serve as a
secondary Nursing Home
Administrator.

4. On a monthly basis, the Human
Resources Coordinator or their
designee will report to the
Quality assurance Meeting the
efforts to recruit, retain and / or
train potential secondary
Licensed Nursing Home
Administrators.

Chatky
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A facility must maintain a quality assessmentand

ASSURANCE

assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

A Quality Assurance
Commitiee that includes the
Director of Nursing, the
Medical Director and the
center’s management team
has been developed and
implemented to address al}
cited deficiencies.

~--Residents-were not affected -
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{F 493} | Continued From page 25 {F 493}
at 8:40 AM, a face-to-face interview with
Employee #1 revealed that the facility did not
have a licensed nursing home administrator
| employed by the facility. The previous
administrator was no longer employed by the
facility; the date of separation was May 10, 2007. _
{F 520} | 483.75(0)(1) QUALITY ASSESSMENT AND {F 520} F520

The quality assessment and assurance

committee meets at least quarterly to identify
issues with respect.to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

-A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the '
requirements of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as.
a basis for sanctions.

This REQUIREMENT is not met as evidenced -
by:

Based on observations, record review and staff
interviews, it was determined that the facility's
quality assurance committee failed to adequately -

by citation.
Through monitoring and
observation rounds,
administrative staff will
inspect for compliance with
federal and District of
Columbia regulations. 1f
areas are identified as
needing correction, actions
will be taken to achieve
compliance.
On a weekly basis for the
next 8 weeks, the Quality
Assurance team will meet
to discuss the areas cited
“during the May 21, 2007
revisit survey. On an
ongoing basis the center’s
Quality Assurance team
will meet monthly to
identify areas of deficient
practice and develop
corrective action plans to
achieve compliance with
federal and District of
Columbia regulations.

\Goadi7
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{F 520}

“There was no evidence that the quality assurance

Continued From page 26
implement plans of action to correct identified
deficient practices facility wide. '

The findings include:

On May 21, 2007 at approximately 5:15 PM, a
face-to-face interview was conducted with the
Executive Director. He/she stated, "The facility
has a quality assurance program. We review
concerns and issues on a daily basis and-
addressed the issues identified on the 2567 from
the previous survey."

committee developed or implemented appropriate
plans of action to correct identified deficiencies, ..

{F 520}

‘12, Potential for more than minimal harm -

F441 and F456.

as evidenced by the following:

1. Immediate Jeopardy - lsolated for deficiency
F323 _

Widespread for deficiency F493.

3. Potential for more than minimal harm- Pattern
for deficiencies F314, F371, F490, and F492.

4. Potential for more than minimal harm - Isolated.
for deficiencies F253, F279, F333, F363, F431
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