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L 000 Initial Comments--- _. 

An annual licensure survey was conducted March 
20 through March 22, 2007. The folloWing 
deflclencleswere based on recordreview, 
observations, and interviews with the facility staff 
and residents. The sample included 10 residents 

.and two (2) supplemental residents, based on a . 
. census of 23 residents on the first day of sLirvey. 

L 001 3200.1 Nursing Facilities 

Each nursing facility shall comply with the Act, 
these rules and the requirements of 42 CFR Part 
483, SUbpart B,Sections 483.1 to 483.75; 
Subpart D, Sections 483.150 to 483.158; and 
SUbpart E, section 483:200 to 483:206, all of 
Which shall constitute licensing standards for 
nursing faGI!Wes in the District of Columbia, 
This Statute is not met as evidenced by: 
Based on record review and staffinterview-tor 
one (1) of 10 sampledresidents. it was 
determined mat-the physician failed to comply 
withCFR 483AO,~yfailuret()assessone (1) 
resident's right lower leg while it was in an 

.immobilizer [the resident subsequently 
developed ~ Stag~ "'pressure ulcer). write an 
order for the immobilizer and ensure that a splint 
was placedonther~sident'srightwristas . 
ordered. Resident#1; 

Thetindlnqs incluge: 

1. The physicIallf~ii~dto assess t~eright lower 
leg of Resident#1,while it wasJn anlmmoblllzer 
[the residentsubsequentlyd_~velopec:faStagellJ:: . 
pressure ulcer] arid write an order for the 
immobilizer to the flgfit leg onthe;ie$ident's 
return from the hospital ....,~-~.. .'g; -- . '... 

A. The resident was readmitted to the facility on 

-L 000·­

L001' 

Responses to the cited defidienci~ . 
do not constitute an admil!$jpn or 
.agreement by the facility of'· th~ . 
truth of the facts alleged or 
conclusion set forth in' the 
Statement of Deficiencies.. The 
Plan' of Correction is prepared 
solely as a matter of comPliance 
withfederal and state .law. ...... . . 

"/­
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December 28, 2006. A nurse's note dated 
December 29,2006 included, "...placed 
immobilizer with right leg..." ,,-, 

The readmission orderssiqned and dated by the 
physician on December 29, 2007 failed to include 'I. A. Physie.~,inspected this 
an order for an immobilizer. •resident'sl~Wiitten orders; & 

documented'mprogress notes. 
The "Medical Data Base" dated and signed by the 
physician on December 29,2006 and a ;B. Physician has documented in ' 
physician's note signed and dated January 8, 

order & progress notes regarding 2007 did not include an assessment ofthe 
(11) wnStSplint. O'fplan ofcareresident's right lower leg nor did the assessments 
now includes ( R)wrist splint.make reference to the immobilizer. 

, Resident is wearing splint. 
A telephone order dated January 11, 2007 at 2:00 :
PM included, "...TDWB (R) LE(totai dependent " ! 2. All other residents reviewed 
weight bearingrightlower extrernityjJn brace..." i to ensure doctor's order includes 
This was the first physician's reference to the ortho devices & devices are in 
immobilizer to the resident's right lower leg. Place on resident. I' 
A physician's progress note dated January 14, 

J. Physician &Rehab Therapist2007 included,"Patient recently had a fall and 
will review all residents to ensure OR/F (R) hip due to fracture. [Resident] says 
orders written & devices on residents. he/she has pain in that leg but says he/she is 

able to manage with paiilmeds.:. Ext. (extremity) 
'(R) lower leg -immobilizer..." There was no • 4; Physician ~.Rehab will report to 

, 'QAC ."	 "'-.c. .._• o~., "',,'assessment of the resident's right lower leg. 

'''Weekly Ulcer Assessment" was initiated for the 
right lateral leg on January 18; 2007. 
The wound was described as an,acquired ' 
(developed in the facility) StagelU, 10 em X 9cm, 
with blackish necrotic area, small amount of 
d~inage and no odor. T.~ere was noevidence of 
skin assessments or evidence of the pressure, 

,~,	 ulcer to the right lower leg prior to tl1fE; 
identification of the Stage III pressureulcer on 
January 18, 2007. ' , ' 

!a-lth R~gulation Administration 

, (X5) 
COMPLETE 
"-DATE 

3/29/07 ; 

3/29/07 

4/13/07 . 

5/6/07& ' 
on going. 

5/6/07 & 
ongoing 

6888CATE£.QRM	 804-OtL, _ _JfmnliniJatioasbeeL2.of3.6 
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On March 20, 2007 at approximately 2:25 PM a 
dressing change was observed to the right leg of 
Resident #1. During the observation, the' 
treatment nurse [Employee #6] explained, that the. 
pressure ulcer was the result of pressure from an 
immobilizer. ' 

On March 21, 2007 at approximately 3:00 PM, a 
face-to-face interview was conducted with 
Employee #6 who indicated, "The resident 
returned from the hospital with the immobilizer in 
place. Skin assessments are done onadmisslon 
by the treatment nurse. lhere is not a daily 
assessment form for theCNAs to document 
residents skin condition; If a CNA sees 
something, they follow up with it by telling a 
nurse. When we observed the wound, it was 
late. When she went out, they said it was 
infected." 

PROVIDER'S PLAN OF CORRECTION 
. (EACH OORRECTIVE ACTION SHOULD BE 
CROSS-REFE'RENCED TO THE APPROPRIATE 

DEFICIENCy) 

1. 

R Qtder stating location of(L) spliilt 
rewritten for (L) ami. 

!2. All residents checked by nursing 
i and Rehab for use of splints/pads! 
:' guards.All other patients had 
, ortho devices present 

(X5) 
COMPLETE 

DATE 

03/23/07 

r­

04/12/07 
The physician failed to assess theresiderit's right 
lower leg while in an immobilizer which .­
SUbsequently resulted in the development of a 
pressure ulcer, initially observed and identified as 

.a Stage HI pressure ulcer. The record was 
reviewed on March 20, 2007. 

B. The physician failed to ensure that a splint 
was placed to the residents right wrist as 
ordered, 

The readmission orders dated December 28, 
2006 included, "Rightwristsplint per O'I 
(occupational therapy). ..=:=~ 

The "Medical Data Base" dated andsigoed_ by the 
physician on December 29, 2006includm".... 
[Resident] hashad a slight hand deformity before 
he/she went to the hospital and the hand being 
swollen after the tall, he/she got X-rays that' 

• 3. DON or designee and rehab staffwill 
monitor use of splints/pads/guards. 

05/06/07 
ongoing .. 

4. DON or designee will report to 
.QA Committee rei outcomes of 
audits on splints pads/guards. 05/06/07 ; 

on going; 

Note: Rehab to schedule inservices . 
for ortho devioes.Scl1cdUJe to be ~_ ~ 

, added to Cardex~~- OSlfW07 j .­

.Note: See cqpies of In-service 
.. ,-, ~. c' .~-- --­ _ .. 

earth Regulation Administration 
6699IAIEEORM ____ Ifc:o,nt!nu~tion sheet 30f 36 
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L 001 L 001 Continued From page 3 

showed no signs of acute fracture..." 

The physician's progress notes dated January 8 
and 14, 2007did not include reference to the right 
hand or right wrist splint. . 

The OT clarification order dated December 30, 
2006 failed to intlude reference to the right wrist 
splint. 

The "Occupational Therapy Plan of Care for 
Rehabilitation" form dated January 29, 2007 for 
services rendered from December 30, 2006 
through January 28, 2007 included, right hand 
deformity from previous CVA with edema of right 
hand. There was no reference to the right wrist 
splint. . 

. . 

The January 2007 TAR (Treatment 
Administration Record) included, "12/28/06, R 
(right) wrist splint per OT, FYI (for your. 
information)". There were no initials entered for 
the month of January to indicate that the splint 
was placed on the resident. 

Theresident was observed on March 20, 2007 at 
approximately 2:25 PM. The resident was not 
wearing a right wrist splint v. . 
The record was reviewed on March 20, 2007.. 

L 043 L 043 3208.5 Nursing Facilities 

The Director of Nursing shall provide for, at a 
minimum, the following: 

(a)belivery of nursing care services in .. 
accordance with these rules;" 

(b)Developing and maintaining nursing service 
objectives, standards of practice, policy and 

3altt.l R~gulatlon Administration 
rAIEFQBM ···B040·a 
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procedure manuals, and written job descriptions 
for each level of nursing personnel; 

(c)Planning for and recommendation to the 
Administrator the number and levels of nursing 
personnel to be employed; . 

(d)Coordinating nursing personnel, which inclUde 
the following: 

(1)Recruiti'nent; 

(2)Selection; 

(3)Position assignment; 

(4)Orientation; 

(5)ln-service education; 

(6)Supervision; and . 

(7)Termination 

(e)Developing a staffing plan that considers 
residents' needs for various types of nursing care; . 

(f)Working with the medical staff and the 
interdisciplinary team in developing and 
implementing policies for resident care; 

(g)Working with otheremployees to ensurethat 
the interdisciplinary care plan (ICP) is coordinated 
and maintained; and -

(h)Working with the Administrator and the ". 
Medical staff or Medical Director in the aiiocatiol'tf' ~ 
of funds for facility programs. 

ID 
PREFiX 

TAG 

L043 ' 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
. DEFiCiENCY) 

(X5) 
COMPLETE 

DATE 

leatth 'Regulation Adrmrustration 
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(I) The four new staff havebeen. This Statute is not met as evidenced by: 
trained on abuse prohibition 'Based on a review of four (4) of four (4) newly 
practices.(Socialworker's staffhired employee records and staff interview, it was 
training i~ 2 times / year).determined that the Director of Nursing failed to 
Human: Resources' orientations provide orientation inclusive of abuse prohibition 
also include abuse training practices for newly hired employees. . 
prohibition. 3/27/07 

The findings include: 
.. (2) Allemployee files, willbe 
; reviewed to ensuretraininghas A review of newly hired employee records 

5/06/07.occurred. revealed the following: r. 
! ongoing 

Date of Hire i(3) Human Resource Coordinator Employee #1 February 26, 2007 
, will ensure new hire files reflect .Employee #2 March 15, 2007 
!~loyee signatures for abuseEmployee #5 March 17. 2007 

" prohibition training before Employee #9 February 20;2007 
:begiIining work. HRC wiIl audit 

Employee #1 replaced Employee #15; Employee 'monthly. 5/06/07 
on going #15's last day atthe facility was February 28, . 

;2007. 
1(4), H~ Resource Coordinator 
ivril1 report to QACommittee 

2007 revealed that the above employees worked, 
A review of the schedule for February and March 

•to ensure training is documented 
, i 'prior to staff's start date. .k)S/06/07 ,

(tee ir}-S4'£Vice sign iii sheets; ron goiiig 
There was no evidence that the above employees 

two (2)ormore shifts since their date ofhire. 

! ,.g~w hire declaration sheets.)
participated in orientation inclusive of abuse residentngbtscand abusepolioy 
prohibition practices. . addedto new package (along with 

background check and drUg ScrtlCn) • 
A face-to-face interview was conducted on.March acknowledgement receipts must be . 
21, 2007 at 10:30 AM with the Administrator. signed and.infile prior to Sf!. employee w....a..;,·..• 

--'~_~----=.~,~.-'-. "_, _"" ••' . "". J.,.He/she acknowledged that the aforementioned
 
employees did not receive orientation.
 

...;~~~. 
...::...,.,..-., L-0513210.4 NurSing Facilities 

A charge nurse shall be responsible for the 
.following: 

lealth Regu.latlon Adrnjnistration 
6899,TA+E·.f:ORM 1f.motlnualionsbee1..6of ,~6 
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(a}Making daily resident visits to assess physical 
.. ~. and emotional status and implementing any 

required nursing intervention; 

(b}Reviewing medication records for 
completeness, accuracy in the transcription of 
physician orders, and adherences to stop-order. 
policies; . 

(c}Reviewing residents' plans of care for 
appropriate goals and approaches, and revising 
them as needed;

v 

(d)Delegating responsibility to the nursing staff for 
direct resident nursing care of specific residents; 

(e}Supervising and evaluatin(g each nursing 
. employee on the unit; and 

(f)Keeping the Director of Nursing Services or his 
or her designee informed about the status of 
residents. 
This $tatute is not met-as evidenced by: 
eased on staff interview and record review for 
five (5) of ten sampled residents, it was 

', determined that the charge nurse failed to assess .. 
. the lower extremity of one (1) resident whose 
right leg was in an immobilizer and who 
subsequently developed a Stage III pressure 
ulcer, ensure that a right wrist splint was placed 
on the resident as ordered by the physician, .. 
develop a care plan for the assessment and care 

... of the resident's right lower leg while wearing an
 
immobilizer and revise the care plan with new
 

. 2\ ~nterVentionsand ap~roaches after multiple falls;
 
.-.c: "adequately and consistently assess one (1)
 
. .. resident for pain and discontinUe a medication as 

-per physician'S orders; clarify an order for a left . 
. splint for one (1) resident; and develop care plans 

ealth RegUlation Administratlon 

PROVIDER'S ~lAN OF CORRECTION
 
(EACH CORRECTIVE·ACTION SHOULD BE
 

CROSS-REFERENCED TO THE APPROPRIATE
 
. . DEFICIENCy) 

(X5) 
COMPlETE.
 

DATE
 

.. 

.....,:..;. ', 
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L 051 Continued From page 7 

for two (2) residents for the potential adverse 
drug interactions of nine (9) or more medications. 
Residents 
#1,7,3,4 and 5. 

L 051 

4, PON or designee will report to QA 
.~1-tee ()D immobilizer~"n"L1rcmlCm1l ~IOS1 
oattauditoutcomes. ot1-going 

I 
No 6th. R.Sidents have immobilizers. 03/29107 i­

• i 
. I 

I 
i 
i 

! 
; 

: !11Ga12907 II·, 

' i , 

. I 
05106/071 

ozr-gc>ing : 

.i 3 DON or ~ee will audit nursing , 
. assessments ofresidents with 

iinm0bllizers. 

£1'­

-Jlk Staff now assessing resident's leg 
and dQcumenting in medicalrecord, 
Doctor's orders have been clarified. 

The findings include: 

1. The charge nurse failed to assess the right 
lower extremity of Resident #1 Whose right leg 

. was-in an immobilizer and who subsequently 
developed a Stage III pressure ulcer, ensure that 
a right wrist splint was placed on the resident as 
ordered by the physician, develop a care plan for 

.the assessment and care of the resident's right 
lower leg while wearing an immobilizer and revise 
the care plan with new interventions and 
approaches after multiple falls. . 

A. On March 20, 2007 at approximately 2:25 PM 
a dressing change was observed on the right leg 
of Resident #1. During the observation, the 
treatment nurse explained that the pressure ulcer 
was the result of pressure from an immobilizer. 

- The review of the nurses' notes dated for 
December 29 to January 18, 2007 revealed that 
an immobilizer was placed on the resident's right. 
lower/eg. . 

.The~lMedical Data Base" dated and signed by the. 
physician on December 29, 2006 and a 

.physician's note signed and dated January 8, 
2007 did not include an assessment of the 
resident's right lower leg nor did-the assessments 
make reference to the immobilizer. . 

.~~ording to a nurse'snote dated January 11, 
2007 at 5:02 PM," Resident left unit for ortho 
appointment. Returned to unit and new orders 
were given. Orders were transcribed and faxed 

le':llth Reg-ulatton Administration 
TAIEEQRM 6899 . Jl .conlinuationsheelB .0136 
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to pharmacy. (1) Follow up in six weeks, (2) 
TOWS R lE in brace, (3) ROM active and 
assisted right knee; OOB. (3) Paih control.as . 
tolerated.. On return Pt. report of consultation 
stated that his/her staples were removed by Dr. 
[name]. On assessment this nurse noticed that 
pt has 15 staples on right lateral thigh. Call was 
placed to Dr.'s office for clarification. Secretary at 
Dr.'s office said that Dr. [name] will call us back at 
the facility. Phone number was given. This nurse 
had not received a call from Dr.'s office yet. " 

According to a nurse's note dated January 18, 
2007 at 6:00 AM, "...Remainright leg immobilizer 
intact. Same condition." 

10 
PREFIX 

TAG· 

L 051 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

.. CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCy) 

(X5) 
COMPLETE 

DATE 

.. 'Weekly Ulcer Assessment" was initiated for the 
right lateral leg on January 18,2007. 

• The wound was described as an acquired 
(developed in the facility) Stage 111,10 cm x scm, 
with blackish necrotic area; small amount of 
drainage and no odor. There was no evidence of 
skin assessments or evidence of the pressure 
ulcer to the right lower Jeg prior to the 
identification of the Stage III pressure ulcer on 
January 18, 2007. . .. 

On March 21, 2007 at approximately 3:00 PM, a 
face-to-face interview was conducted with 
Employee #6 who indicated, ." The resident 
.returned from the hospital with the immobilizer in . 

. place. Skin assessments are done on admission 
by the treatment nurse. There is not a daily 
assessment form for the CNAs to document 
residents skin condition. If a CNA sees 
some.tbing,·they follow up with it by telling a 
nurs~;When we observed the wound, itwas 
late. When she went out, they said it was 
infected." . 

-

e~.ltl). ~~gul.atton Administration 
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The facility staff failed to assess the resident's 
skin under the immobilizer which subsequently 
resulted in the development of a pressure Ulcer 
which was initially observed andidentitiedas a 
Stage III pressure ulcer. The record was' 
reviewed on March 20, 2007:j 

,B. The charge nurse failed to ensure that a right 
wrist splint was placed on the resident as ordered 
by the physician. 

The readmission orders dated December 28, 
2006 included, "Right wrist splint per O'T 
(occupational therapy). 

The O'T clarification order dated December 30, 
'2006 at 2:15 PM included: Skilled O'T 5x1Wk x4 
wks to provide self-care training, functional 
mobility for ADl, wlc mobility training, WBAT right 
lower extremity.satety awareness, therapeutic 
activities/exercises,rieuromuscular re-ed 

PROVlDER'SPLAN OF CORRECTION 
(EACH CORRECTIVE ACTIONSHOUlI) BE 

CROS~REFERENCED TO THE APPROPRIATE 
, DEFICIENCY) 

1. B Wrist splint applied to reside.ut #1. 

i 2.' All residents checked by nwsmg , 
, j andRehab for use of splints/pads! 

i guards, AU other patients had 
ortho devices present. 

(X5) 
COMPLETE 

DATE. 

03/23/07 

04112107 

, .(re-education), in group or 1:1 sessions, 
patienUcaregiver training. There was no 
reference to the right wrist splint. 

~; 
3. DON or designee and rehab staffwin , 
monitor use ofsplints/pads/guards. 

05/06/07 
ongoing ! 

:1 
4. DONor designee win report to 
QACommittee re: outcomes of 
auditson Splints pads/guards. 

Note: Rehab to schedule ioserviees 
for ortho ~vices.:~. \le 

.~~edto Cardex. ~ 
~ .. 

05/06/07 

The January 2007 TAR (Treatment 
Administration Record) included, "12/28/06, R 

~a.lth ·Regulatlon Administration 
rATE·J;.ORM ~B99 _. BQ4Q 1-1­ . 
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L 051 Continued From page 10 

(right) wrist splint per OT, FYI (for your 
information)". There were no initials entered for 

, the month of January to indicate that the splint 
was placed on the resident. 

L 051 

The resident was observed on March 20, 2007 at 
approximately 2:25 PM. The resident was not 
wearing a rightwrist splint. 

C. The charge nurse failed to develop a care 
plan for the assessment and care of the 
resident's right lower leg while wearing an 
immobilizer. ' 

Resident #1 returned to the facility on December 
28, 2006 after surgery for a fracture to the right 
femur. Through an interview conducted on 
March 21, 2007 at 3:00 PM with Employee #6,it 
was determined that an immobilizer was applied 

,,' 

" 

,.Cf 
'l

,
,

'.1« " , ' 
1) c&eplan~ to reflect 

~s:essment & care oraffected 
eg:.., ~ 

:2~ Care plans of all resi~t~ ~fu immo 
bilizers' ' , " --' 

reviewed to .identify any other 
residents with potential to be affected. 

3129107 

4/20/07\ 
t 

to the lower rightextremity. ' 

A review of the care plan dated December 29, 
2006/isteda problem, "Alteration in ADL's ' 
'(ActiVities of Daily Living) and function ability 
related to Right femur fracture SIP ORIF (Status 
Post.Open Reduction Internal Fixation). Use of 
the leg immobilizer was listed as one (1) of the / 

,;;
,;' '

0. 

...­!....-, 

)4. Director ofNursing or Designee will 

~. Director ofNursing or Designee 
~\wi11 revise all care plans at Care Plan 
Meetings to easare G~pliance for, 
"'d ts 'th ! __..:'.._....ka.t_.. ~9resl en ,'W1 Jmll'iIt'~ " , 

" 

, ' 

... 

5/6/07&

ongoin', 

1 
I 

' 

approaches. However, the care plan failed to 
include goals and approaches for the 
assessment and care of the resident's right lower 
leg while wearing the immobilizer. 

On March 21, 2007 at approximately 2:30 PMa 
tace-to-taceinterview was conducted with the 
Director of N'ursing. He/she acknowledged that 
the record Ia.GJs~d a care plan for the assessment ' 
and care oftjJ~"'fesident's right lower leg While 
wearing the immobilizer. The record was 
reviewed on March 20, 2007. 

r !
'
'
.

'c

r

!reportto QA Committee regarding care 
"Ian compliance for patients with ' 
immobilizers, 'jk 

otherresident needs. 

Director.ofNursing or Designee will 
review Physician's Initial Plan of Care 
for all admissions & will initiate 
aidex.' Assessment by nursing, dietary, 
activities & social services Will be 
eviewed at weekly care plan meeting. 

5/6/07 & 
on-going 

, 

, 
5/6/07 
on-going 

;
I 
I 

lealth Regulation Administration 
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D. The charge nurse failed to revise the care 
plan with new interventions and approaches after 
multiple falls. 

A review of Resident #1's record revealed that 
the resident had fallen as follows for 2006: 
January 30, February 3, June 28, 2Q06 and 
October 16, 2006. There were no injuries 
associated with these falls. 

The care p'anforfalts was i.nitiated August 14, 
2004 and last reviewed by facility staff on October 
16,2006. There was no evidence that the care· . 
plan was revised to includeadditionaJ goals and 
approaches to prevent falls after the· . 
aforementioned falls. 

A nurse's note dated December 19, 2006 at . 
11:45 PM indicated, "At 11:02 PM nurse heard a 
loud cry coming from room [number] as 
.medications were being prepared, Nurse went to 
room and noted resident lying on bath room floor. 
Resident was crunched in the bathroom-comer 
crying and saying that [he/she] was in a lot of 
pain. Resident was assessed from head to toe. 

.No LOC (Loss ofCortsciousness). Unable to 
perform ROM (Range of Motion) due to pain... 
Dr: [narnejwas made aware and stated that 
resident should go.to the emergency room (ER) 
to rule out fracture or concussion. Resident left 
unit at 11:26 PM..." 

A physician's note dated December 29,2006 
indicated, "85 yeCir old...resident atthe Long 
Term Care [name]who had sustained a fall and 
fractured rightlowe,rfemur. Pt. (patient) is SjP 

, (status post) OR1Et(bpen reduction and internal 
fixation). [Resident] is transferred back here for 
rehab. (Rehabilitation)..." . 

L 051 

: <(2)Care plans for all the residents 
.. with history offalls were 
. reviewed to determine ifnew 
approaches were required. 

. i:' (3)Director ofNursing 
i·' ;. will review plans at care plan 

meetingto ensure any resident with 
history Offalls has been reviewed. 

....- (4)Director ofNursing or 
.. designeewiU report toQA 

Committee on Gal'e plan . 
status re: falls. . '.:~~. 

.,~ 

. ':'..,,: 

...7"':-;-" :..:;­ ""--0"'" • 

--j 

3/28/07 

3/30/07 

5/06/07 
on going; 

5/06/07 I 

~~.gOill~J 

lealth Regulation Administration 
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A face-to-face interview was conducted with the 
Administrator on March 22, 2007 at 
approximately 4:15 PM. He/She acknowledged 
that the care plan was not updated with new 
goals and approaches for fall prevention. The 
record was reviewed on March 20, 2007. 

2. The charge nurse failed to adequately and 
consistently:~~~S J~esident #7 for pain and 
discontinue fHe"atlii'iihistration of Simvastatin 
(Zo'&6fY~s'ordered by the physician. Resident #7 
was receiving Hospice care. 

A. The charge.nurse failed to adequately and 
consistentlyassess and medicate Resident #7 for

'.~._- .' .
pain.·' . 

10 PROVIDER'S PLAN OF CORRECTION (X5) 
PREFIX. (EACH CORRECTIVE ACTION SHOULD BE COMPLETE 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 
. DEfICIENCY) 

l051 . 

. "P'~A. This resident In wi111le assessee!& 
'. IDW~D. pain m~ 1.l1mJr before wound 

care, Nurse will complete & document 
a pain assessment prior to, & during 
wound care. If resident exhibits pain, 
!nurse will stop treattnent, riotify 
physician, obtain pain moo order & 
rmewcare-restQenr pnono resummIr:·~---I----~··· 

wound care. Nurse(freatment Nurse)
The resident was readmitted to the facility on 
January 4, 2007. The admission MDS (Minimum. 
Data Set) dated January 14,2007 revealed: 
moderately impaked cogriitiveskmsfor dairy 
decision-making, periods of restlessness and 
cognitive status deteriorated in Section B; 
sometimes understands others and is rarely 
never understood in Section C; sad, pained, 

.worried facial expressions and resists care in
 
Section E; diagnoses of Osteoporosis and
 

.. Dementia other than Alzheimer's Disease in 
Section I; and joint pain, soft tissue pain and hip 
fracture in last 180 days in Section J. 

Initial physician's orders dated and signed 
January 4,2007 and renewed February 8, 2007 
directed the following: "Acetaminophen 500 mgll 
(two) caps (1000 mg)po (orally) TID (three times 
daily) for pain. Roxanol 5 mg po every 4 hours 
PRN(as needed)forgc:iin." 

The January and February 2007 Medication 
Administration Records (MARs) were requested 

i responsible for wound care will
 
administer pain Died. ..­ 3123/07 

-;1~~ - . . 

l
; I r» Nursing staffwill consistently 

i 

r adequat.ely ass~.s & niedicate& 
. ;. ~~,for resident #7 . . 5/6/07.&/;. irabove~" . . on-going/ 

ealth Regulation Administration 
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and could not be located at the time of this 
review. 

According to the March 2007 MAR, there was no 
evidence that Resident#7 received the 
aforementioned pain medication from March 1 
through 2l,2007.· .. 

Areviet of the "Controlled Medication Utilization 
Record' revealed that Roxanol was not 
administered to the resident for January 2007. 
The February and March 2007 "Controlled 

10 
PREFIX 

TAG 

L051 

PROVIDER'S PLAN OF CORRECTION
 
(EACH CORRECTIVE ACTION SHOULD BE
 

CROSS-REFERENCED TO THE APPROPRIATE
 
DEFICIENCy)
 

"I. 

.' '.' - -..- '-1 

(X5) 
COMPLETE 

DATE 

~.4ll fesid~nts~gpainDJ.e<!spriOk.ct(J .' _"J 
~m:~j;J'foensure-pioper caie&Tor r- '- ------1 

Idocumentation.. . '·5/6/07 ; 

'3.Director ofN~ willau4it care to •.• SI6}.lr'.·~.·. J'...' 
Medication Utilization Record" was requested and 
could not be located at the time of this review. 

.The care plan problem entitled, "Pain Care Plan"
 
initiated January 5, 2001 and evaluated January
 
9,2007, included the approach, "Provide
 
analgesia as ordered, evaluate effectiveness and
 
consultwith MD accordingly for needed
 
adjustments; Evaluate current pain experience.
 
Use appropriate pain scale: 0-10."
 

A review of the Hospice nurses' notes revealed
 
the following:. .
 
.March 6, 2007 at 1110: " Hospice RN: Pt.
 
agitated when touched. No distress noted ... "
 
March 9, 2001 at 1210: "Hospice RN: Pt.
 
remains agitated and more combative when
 
touched... "· . ..'
 
March 20,2007 at 1:00 PM: " Hospice RN: ...Pt.
 
did say "Ouch" when I assessed' him/her for
 
edema ... "
 

According to the facility nurses' notes, the .
 
residentwas described as voicing no complaints
 
of pain or discomfort am1lor no facial expression
 
of pain on February 2 and 12, 2007. OnMarch
 
18, 2007 the resident was described as being
 
unable to answer questions of pain. There was
 

ensure & lor doctitne.B1atl&. 
-,_.--_.:_---­

i4J)irect~ror Nm'smcor ~sign~Will.·; 
irt;port to'QA ~eCon01;ltcomes.ot 
iaudits.ofpain meds, ~~~). 

_ea..g~ 
'j

: ; 

., 

~·I
.•~ 
.:_ ... : ..~'.. i.., .. 
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e899 If continuation sheet 14 of 36 STATE FORM B04~1 



PRINTED: 04/0412007 
FORM APPROVED 

Health Reaulation Administration 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(Xl) PROVIDER/SUPPLlER/CllA 
. IDENTIFICATION NUMBER: 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED 

A BUILDING 
B. W1NG _ 

095021 03/2212007 
STREET ADDRESS. CITY, STATE, ZIP CODE NAME OF PROVIDER OR SUPPLIER 

1330 MASSACHUSETTS AVENUE NW 
SUNRISE AT THOMAS CIRCLE WASHINGTON, DC 20005 

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX _(EACH OEFICIENCY MUST BE PRfCEDED BY FULL 
TAG- . REGULATORYOR LSC IDENTlFYJIl/G.JNFORMATlON). 

rOSf -ContfriuedFrom page 14-=:-'. 
._. .. ... .. .-._._­

no'evidence in the record that facility staff 
adequately and consistently assessed the 

----reslden-t for pain.. --­

B. The charge nurse failed to discontinue the 
administration of Simvastatin (Zocor) as ordered 
by the physician for Resident #7. 

A Physician's Order dated and signed by the 
physician on January 5, 2007 revealed, DieII 

[discontinue] Simvastatin ". Additionally, the 
above order was audited bya facility Registered 
Nurse on January 6, 2007 at 3:00 AM. 

.The January and February 2007 Medication 
Administration Records (MARs) were requested 
butwere not available aUhe time of this review. 

According to the March 2007 MAR, Simvastatin 
20mg tab [tabJet] PO[by mouth] daily was 
administered oil Mareti.1 thto,ugh 21,2007 [21 
dosesj.as evidenced by facilitY staff's initials in 
designated boxes, indicating that the medication 
was given. 

A revi~w etthemedlcatlon cah', in the presence 
of faGility, staff on March 21, 20Q7 at 

10 
PREFIX 

·--TAG 

.' 

. , 

PROVIDER'S PLAN OF CORRECTION (XS) 
(EACH CORRECTIVE ACTION SHOULD BE .-'. COMPLETE 

DATECROSS-REFERENCED TO THEAPPROPRIATE 
DEFICIENCY) 

2. B. 
, . . "': '\ 

moor discontinued fOT ~t #7. .3/23i071 

2. AlI residents with discontinued . ..' . i ; 516107moos have ~ reviewooto ensure
 
proper care 7/0r documentation.
 

.3. DirectorofNurSq ~'~t care to 5/6/07 & 
ensure & / or-. dOcl~On. on-going 

. 

.4. DON or designee'~~ortto I 

QA Committee on outcoiiiesof. 

auditsofdiscontinued meds •and 
any other issues DONdet~es S/6Xfl&J 

. ate relevanUoqua1itycat~; . qn~~: 

approximately 12:00 PM, revealed Simvastatin 
.'.. 20mg:.waS'inResident # 7 I s.rnedication drawer. 

. . ,(.:.. . 
-.". -'.,:.: ... '. 

A face .:to.7fa<;e interview was conducted with the 
-[)iredtoui,of;Nur$ingon March 21, 2007 at 1:20 
PM. He/she acknowledgedtliat facility staff failed 
to follow;-upwith'~he physician' .sorder to .' 
discontlniietheCadministratioriofSimvastatin. 

.This recordwas.revlewed MpFCh21, 2007. _. 
;, ';: :o':A'i::-rf' '. '. .::, " .>~" 

'3. Thecnarge'hurse failed to clar'iffan order for 
a left splintfor Resident #3. ­

:_~.. 

:S~:,,/ .. _-;~ 
~ ..'-'."': 

Health Regulation Administration 
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Physician's orders dated and signed February 7, 
2007, directed, " Left.splint for swelling - Splint on 
at.an times except during selfcare, Remove if 
swelling;skfn changes develop. II .. 

There was no clarification of the above order to 
indicate what area of the body the left splint 
should be applied, . 

The resident was observed on March 20, 2007 at 
1:00 PM and 3:00 PM. There was no 'Splint 
applied to the left upper orlower extremity, The 
resident was observed wearing a left arm splint 
onMarch 21,2007. 
The record was reviewed March 21, 2007. 

4.. The charge nurse failed to develop a care plan 
with goals and approaches for the potential 
adverse drug interactions of nine (9) or more 

_ 

L 051 

'l 

3. Order stating location of'(L) 
splint rewritten fur (L) arm. 

:2. All residentswith orders for 
splints have been reviewed to 

.ensure proper care &Jor 
:documentation. 

<: 3. Director ofNursmg will audit care t~ . 
..~' . .' . -'. ' . ensure& / or docmnemation. 

,( 

._

5/6/07 

5/6/07 & 
on-going 

~. 

_. .___ __

.

. f

t

Ill~gic~tions: Re~i~~l'lt~~. 

The review of the clinical record for Resident #4 
revealed a physician'S order datedand signed.' 
February 27,2007 that included the following 
medications: Amiodarone, Aspirin, Atenolol, 
Plavix, Hydrochlorothiazide, Synthroid, . 
Potassium, Senna, Sorbitol, Timolol, and 
Trazodone. . . 

A review of the care plan that was last updated 
on January 5, 2007 revealed there was no 
problem identified with appropriate goalS and 
approaches for potential adverse drug 
interactions involving nine (9) or more 
medications,::. 

On March 21, 2007 at approxil1lat~ly2:30 PMa 
ace-to-face intervieW wascondaQl'ed with the .. 
Director of Nursing, He/she acknowledged that 
he record lacked a care plan for nine (9) or more 

....__ ..­

,I 

4. DON or designee will report 
to QA Committee on outcomes'ofsplin 
audit and any other issues DON .'. 

_. determiries are relevant to quality care. 
k , 

4. Care plan revised to reflect 
potential adverse drug interactions 
.involvingv or more moos for I 
residents #4. 

5/6!01&: 
on-going ~ 

leafth.Regulatlon Administration 
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.medications and the care plan should have been 
updated. The record was reviewed on March 21. 
2007. 

,.... 
5. The charge nurse failed to develop a care plan 
with goals and approaches for the potential 

PROVIDER'S PLAN OF CORRECTION (X5) 
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE 

DATECROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

5·Csce plan revised to reflect 
adverse drug interactions .of nine (9) or more .~-ltir..'·ll· adverse drug interactions 
medications. Resld.e.n.t1l5. Iinvolving 9 or more meds ~t 

!r~~	 .~,;
. The review of the clinical record for Resident#5 3129/07
revealed a physlcian's order dated and signed 
February 27.2007 that included the following 

"l-----_ : .._ 
.; imedications: Aspirin, Tenormin, 

Hydrochlorothiazide. Feosol. Folic Acid, Lisinopril, .;	 !2.¢are.,lans of all residents on nine 
Multivitamin, Prilosec, Seroquel and Oxycodone. :' i~rlnore meds reviewed to identify any. f 

4120107'~~et residents with potential to be,A review of the care plan that last updated on 
January 10, 2007 revealed there was /10 no ,a&cl¥d.	 ,." J 
problem identified with appropriate goals and 3. Director of Nutsing or Designee 
~PFrQC3_~.b~~.•fs>! p~te_~ti~~_q'yerse _<!rug_"_._..__ ._.__-1-----­ !wilt revise aHear-eplailSatGare~lan-Interactions involvinq rune (9) or more 
medications. '.	 .Meetings to ensure compliance for ­

[residents withiminobilizers & lor 9 516107&1 
On March 21. 2007 at approximately 2:30 PM a on going ;or more moos & all other residents. 
face-to-face interview was conducted with the 
Director of Nursing. He/she stated that the I,A !4. Director ofNursing or Design~e~li' .'record lacked a care plan for nine (9) or more
 
medications and the care plan should have been
 I~eportto QA Committee regarding care 
updated. The record was reviewed on March 21. !plancompliance for patients with 
2007. iimmobilizers & lor 9 or more Illeds & 516/07 & 

,:other resident needs, on-goingL052L 052 3211.1 Nursing Facilities 

Director ofNursing or Designee will Sufficient nursing time shall be given to each 
resident-to ensure that the resident review Physician'S Initial Plan ofCare 
receives the following: for all admissions & will initiate 

,S '~ardex. Assessment by nllfsinSydietary, i(a)Treatment, medications, diet and-nutritional activities & social services willbe 516/07 isupplements and fluids as prescribed. and 
reviewed at weekly care plan meeting. on-going

i

rehabilitative nursing care as needed; 
Iealth Regula~lon Administration 
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(b)Proper care to minimize pressure ulcers and 
contractures and to promote the healing of ulcers: 

. ' . 

.. (c)Assistants in daily personal groOming SO that 
the resident is comfortable, clean, and neat as 
evidenced by freedom from body odor, cleaned 
and trimmed nails, and clean, neat arid 
well-groomed hair; 

(d) Protection from accident, injury, and infection; 

(e)Encouragement, assistance, and training in 
self-care and group activities; . 

(f)Encouragement and assistance to: 

(1)Get outof the bed and dress or be dressed in 
his or her own clothing; and shoes or slippers, 

...__.. ..w.h]Q.h. ~hERt:>_~9.I~§IIl_ ancti~9_0~_~~.§ir;_ __.. __ 

(2)Use the dining room if he or she is able; and 

(3)Participate in meaningful social and 
recreational activities; with eating; 

(g)Prompt, unhurried assistance if he or she 
requires or request help with eating; 

(h)Prescribed adaptive self-help devices to assist 
him or her in eating . 
independently; 

(i)Assistance, if needed, with daily hygiene, 
including oral acre; and . 

j)Prompt response to an activated call b~I.I.or tall 
..fer help. . .. :..",e,,-: 

This Statute is not metas evidenced by: 

L052 

... L. 
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1 
AStafInow assessing resident's leg 

-~d documenting in medical 
record. Doctor's orders have beea , :03/2901
clarified. ('1 

i 
- .. ,-~',--, .. ' 

2 
No other residents have imrilobU~.' , 

". ,-,< ',.' '. 03129/07nu.vw~ ; ueen ' " , "" 

3 DON or designeewill audit nursing 
, al1seSSIneniSofresidents with " ", 

in1mobilizers. 
DONordesignee will inspect"" .. 

, OSffr6J()7treatment cart 19~no relabeling. 
on-going 

4	 DON ordesignee will reportto QA ' 
Committee- On innnObilizer an:dtreatn1ent '.' ",
cart auditoutcomes. ,', .,' '" -GSJOfjff1 

, on.,gomg, ­
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L 052 Continued From page 19 
.. ­ .... _­

Resident #1. During the observation, the . 
.treatment nurse [Employee #6] explained that the 
.pressure ulcer was the result of pressure from an 
immobilizer. 

The review of the nurses' notes dated for 
December 29 to January 18, 2007revealed that 
an' immobilizer was placed on the resident's right 
lower leg. 

The "Medical Data Base" dated and signed by the 
physician on December 29,2006 and a 
physician's note signed and dated January 8,. 
2007 did not include an assessment of the 
resident's skin under the immobilizer, right lower 
leg, nor did the assessments make reference to 
the immobilizer. 

L052 

According to a nurse's note dated January 11, 
2007 at 5:02 PM, "Resident left unit for ortho
appoTntmeriCReturned tounit -and new orders ---­ -------.-+-~--.----~-.--.----.--..--.--------.--.-­ -­ ----­ -­ -

were given. Orders were transcribed and faxed . 
to pharmacy. (1) Followup in six weeks, (2) 
TDWB R LE in brace, (3) ROM active and -
assisted right knee; OOB. (3) Pain control as 
tolerated. On return Pt. report of consultation 
stated that his/her staples were removed by Dr. 
[name]. Onassessmenl this nurse noticed that 
pt has 15 staples on right lateral thigh.Callvvas 
placed to Dr. '5 office for clarification. Secretary at 
Dr.'s office said that Dr: [name] will call us back at( 
the facility. Phone number was given. This nurse 
had not received a call from Dr.'s office yet. " 

According to a nurse's note dated January 18, 
2007 at 6:00 AM, "...Remain right leg immobilizer 
intact. Same condition." 

.-.'~'~'" 
.­ ._.. -~~-

" Weekly Ulcer Assessment" was initiated for 
the right lateral leg on January 18, 2007. 

--~_

.:. ~

e~lth RegUlation Administration 
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.The wound was described as an acquired
 
(developed in the facility) Stage III, 10 ern xscrn,
 
with blackish necrotic area, small amount of
 
drainage and no'odor. There wasno evidence of
 
skin assessments or evidence of the pressure
 
ulcer to the right lower leg prior to the'
 
identification of the Stage III pressure ulcer on
 
January 18, 2007.
 

On March 21, 2007 atapproximately 3:00PM; a
 
face-to-face interview was conducted with
 
Employee #6 who indicated," Theresident
 
returned from the hospital with the immobilizer in .
 
place. Skin assessments are done on admission
 
by the treatment nurse. There is not a daily
 
assessment form for the CNAs to document
 
residents skin condition. If a CNA sees
 
something, they follow up with it by telling a
 
nurse. When we observed the wound.ft was
 
late. When she went out, they said it was'
 .' 

--~-- infected:"--- --.--- --------------------------- ---:------..--- ---..-----. -....---....-.--.-.-.. --.. ------.-- - ------------------. 

The facility staff failed to assess the resident's
 
skin under the immobilizer which subsequently
 
resulted in the development of a pressure ulcer
 
which was initially observed and identified as a'
 
Stage III pressure ulcer. The record was .
 
reviewed on March 20, 2007..
 :.; 

B. A Stage IV (post debridement) wound 'J ic, '. 
treatment to the right lower leg was observed on 
March 20, 2007 at 2:15 p~ The resident 
moaned and jerked throughout the treatment­
when therightleg was touched. The treatment 
nurse [Employee #6] failed to stop the treatment 
and assess the resident for pain. 

'. A physlcian's-order dated February 16, 2007· . 
directed, "Oxycodone 10 mg orally every 4 hours 

, as needed for pain." 

. (X5) 
COMPLETE 

DATE 

.--.---...------.--. -­
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A physician'S order dated March 9, 2007 directed, 
"OxyContin 40mg every 12 hours for pain." 

._.~ ..'~. ". 

A face-to-face interview was conducted With 
.Employee #6 at the time of the wound treatment. 
He/she stated, "[Resident] had received ­
something for pain about 45 minutes ago." 

.According to the March 2007 Medication 1.B 
Administration Record (MAR), the resident Thisresiderit will be assessed and . 
received OxyContin 40mg at 9:00 AM on March . given pain meds one hour before
20,2007. There Was no evidence that additional 

•wound care. Nurse will complete pain medication was administered prior to the 
wound treatment. -& document a pain assessment 

prior to, and during wound care. 
The care plan was reviewed and failed to include If resident ~. 9IDn,

\ .approaches and goals related to pain related to : ·3/23/07!the Stage IV pressure ulcer to the right lower leg.. 
'- ;- ......._-----1------_ -.----..------- ---. --- --~ ..-.-.- ..---- ------.-.- -- -.--.----. - -.-­

There was no evidence that the resident's pain 2.was assessed prior to and during the wound 
treatment. There was no evidence that additional. [All residents receiving pain meds: . 
pain medication was administered prior to or lpri~r to treatments have been .! 
dUring the wound treatment iii response to the ~evlewoo to ensure proper care i i· 5/6/07resident's discomfort. The record was reviewed I&lordocumentation. i
March 20, 2007. 

·5/6/07&'3.D~~rofNursingWi11 audit care to 
C,. Facility staff failed to adequately su~rvise the _. . on-going~&J or documentation, 

resident who had a history of multiple falls and 
subsequently fell and sustained a fracture to the 

.... rightfemur. 
4. 

. A nurse's note dated December 19, 2006 at DON or designee will report to .. 
11:45 PM. indicated, "At 11:02 PM nurse heard a QA Committee on outcomes 
loud cry coming from room [numbetl.as of audits ofpain meds and any 

~: medications were being prepared. Nurse went to 
other issues DON determines are -- . ~-room and notecb:esident lying on bath room floor. 

'Resident was crunched in the bathroorncorner relevant to quality care. 
crying and saying that[he/she] was in a lot of 

ealth R.~gulatlon Administration 
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pain. Resident was assessed from head to toe. 
No LaC (Loss of Consciousness). Unable to 
perform ROM (Range of Motion) due to pain. 
Vitals were.Ternperature.(X) 98.3, Pulse (P) 77, 
Respirations (R) 28, and (Blood Pressure) B/P 
211/96. Pulse ox (oximetry) 97% RIA (Room Air), 
FS (Finger Stick) 157mg/dl. Resident had 

- . '". ~ .already received her 10:00 PM Oxycontin 20mg. 
Three (3) nurses assisted resident into w/c 
(wheelchair) as [he/she] was unable to stand. Dr. (l)'C litre plan for resid~t#l 
[name] was made aware and stated that resident revised with new 'approaches
should go to the emergency room (ER) to rule out , ','to prevents falis. 3/28/07fracture or concussion. Resident left unitat 11:26 
PM; Sister [name] responsible party made aware. 
II ' 

(2)Care plans for all the residents 
, with history of falls were 'According, to the annual Minimum Data Set 

(MDS) signed and dated October 6, 2006, at .reviewed to determine ifnew 
Section G, "Physical Functioning and Structural ;apprciaches were required. 3/30107

i 
, I 

Problems", Walk in room/ corridor was coded "1" 
for supervision and Toilet use was coded for "3" 

;extensive assistance. Section J,"Accidents", was 
i.•(3)Director ofNursing ,coded for "Fell past 31-180 days", , _ ' 

: will review plans at care plan 
A physician's note dated December 29, 2006 meeting to ensure any resident with 

5106/07 'indicated, "85 year old...resident at the Long , history of falls has been reviewed. 
Term Care [name] Who had sustained a fall and , ongoing 
fractured right lower femur. Pt. (patient) is SIP 

'(status post) ORIF (Open reduction and lnternal' , (4)Director ofNursing or 
fixation). [Resident] is transferred back here for ',designee will report to,QA
rehab. (Rehabilitation)... Pt. was ambulatory 

,Comrnitteeon care plan ' before with walker [he/she] says [he/she] had 
status re: falls. '5106/07pain but the current regimen is helping. '~~ 

ongoing[Resident] denies dyspnea. [Resident] says 
[he/she] knows [he/she] is better. Patient has 

~., ..
functional decline and back for rehab. " 

e"March 20, 2007 at approximately 2:30 PM,a 
face-to-face interview was conducted with the 
resident who indicated that [he/she] remembered 

fealth R~gulatlon Administration 
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going to the bathroom, was standing at the sink 
washing his/her face in preparation for bed, 
stumbled back, fell and was unable to get up 
without-help. ..... 

Oil March 22, 2007 at approximately 4:50 PM at 
a face-to-face interview was conducted with 
Employee #9, who indicated, "I was here the 
day of the incident, The resident was in the 
bathroom. ACNA (Certified Nurse Aide) 
summoned me to the room. CNA reported that 
the 'resident was on the floor. I went to the 

,bathroom and noted the resident on the bathroom 
floor. I assessed her by dong ROM to [his/her] 
extremities. [She/he] did not tolerate ROM to the 
right .le,9 because it ~urt. MD on ~all was notified.' 
[ReSident] was medicated for pam. The doctor 
gave .an order to send the resident to the ER via 
911. to rule out a fracture. The resident wassent 
to ER [emergency room]. POA (power of 
attorney) was notified. [He/she] left via stretcher 
alert an oriented x3." 

A review of Resident #1's. record revealed that 
the resident had fallen as follows for 2006: 
January 30, February 3, June 28 and October 16, 
2006. There were no injuries associated with 

> -. 
these falls. . 

The care plan entitled "Falls" was initiated August 
14, .200s,4 and last reviewed by facility staff on 
October 16, 2006. There was no evidence that 
the-care plan was revised to include additional 
goais and approaches to prevent falls after the 
aforernentioned falls. 

FaciIi~ staff failed to provide adequate. 
sup'~l:\iisionfor Resident #1 with a history of falls 
who-subsequently fell and sustained a fracture to 
the rightfemur. The record was reviewed on 

ID 
PREFIX 

TAG 

L052 
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March 20, 2007. 

2. Facility staff failed to-assess and administer 
pain medication to Resident #7· prior to a Stage IV 
wound treatment. . - . 

During. the positioning of the resident' prior to the 
wound treatment, the resident was moaning, 
groaning, and saying "ouch." Employee #6 failed 
to assess the resident for' pain prior to initiating 
the wound treatment.' . 

The wound treatment for a Stage IV sacral 
pressure ulcer was observed on March'21, 2007 

.at 1:30 PM. During the treatment, the resident 
continued to moan, groan and say "ouch" and 
clenched his/her hand tightly to the arm of the 
staff member assisting with the wound treatment. 

" The treatment nurse failed to stop the treatment 
and assess the resident I spain. 

~	 A face-to-face interview was conducted with the 
treatment nurse on March 21,2007 at 
approximately 1:35 pM. Heishe stated, "The 
resident was administered pain medication prior 
to the dressing change. " However, the . 
responslbitity for administerinq medications both 
scheduled.and as needed medication was 

.assigned to another' nurse [medication nurse). 

Initial physician's ordersdated and signed 
January 4, 2007 and renewed February 8, 2007 
directed the following: 
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516/07 

3/23/07 

5/6/07.&.· 
()n~going· 

516/07 & . 
.' on-going; 

,. 
j; 
I.

.i. 
! 

i 
i 
I 
I' 

i 
i 

i 
·1 

I 
I 

., 
;...~. "~" "" ..: """­.?:.. .... -.. "~':.:." 

';"'2 i.. Thisresid~beassessed & 
"}~pain mc:d..lllQUl" before wound 
· .iC$; Nurse will complete & document 

."	 '::a pain assessment prior to, & during
 
!wound care. Ifresident exhibitspain, .
 
::nurse will stop treatment, notify
 
'!physician, obtain pain mooorder &
 
,medicate resident prior to resuming·
 
[wound care. Nurse(TreatmentNurse)
 
:iresponsible for wound care will
 
!adininisterpain med. .
 

\~. Nursingstaffwill consistently
 
.I~ adequately assess & medicate&:
 
;{docum:ent for resident #7 .
 

. I 
'See above. ." 

.
 

·2. All residents receiving paia meds prior tc 
: treatments, ali residents with discOntinued 
·.meds, all residents with ordersfor splints, 
':& one residenton Go·Tube feedinghave 
:heen·~viewedto ensure proper care &/or 
ldocumentation.. 

.; ;3. Director ofNursing will audit care to 
. -ensnre&lor documentation; 
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medication was administered from March 1 
through the 21, 2007. 

A face-to-face interview wasconducted with the 
Director of Nursing on' March 21, 2007 at 
approximately 2:20pM. He/she acknowledged 
that the March 2007 MAR lacked evidence that 
the resident was administered pain medication 
prior to thedressinq change. This record was 
reviewed March 21,2007. 

3. Facility staff failed to re~gh Resident #2 as 
Ordered by the physician. 

A review of Resident #2 ' S interim orderform 
dated March 13, 2007 at 1:00 AM revealed the 
following order, "Weigh resident to verify weight 
status. (He/she has had significant weight gain 
7.8% [one] month). " 

.. A review of the resident's weight record, nurses' 
notes, and nutritional progress notes lacked 
evidence thatthe resident was reweighed as 
ordered. 

A face to face interview was conducted with the 
Director Of Nursing on Marth, 21, 2007 at 1:20 
PM; He/she acknowiedqedthat there was no 
evidence-that theresident was reweighed as 
ordered. This record was reviewed March 20, 
2007. 

4. Facility staff failed to follow physician's orders 
regarding Resident #3's G-tube (gastrostomy 
tube) feedings; ­

A Facility st~.ftfailed to follow physician's orders 
regarding Resident #3'sG-tube (gastrostomy 
tube) fE;ledings 

ID PROVIDER'S PtAN OF CORRECTION (X5) 
PREFiX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 
DEFICIENCY) 

~. 

1.	 Record lacked evidence resident 
I	 was ever reweighed'after presiously 

reported weight gain. No edema. No , 
negative outcome, Patient discharged 

5/6/07to home on 411/07 in much improved i 
condition.	 . i 

r2.All residents' weights have been
 
reviewed to ensure no similar
 
situation exists and to ensure proper oil
 

'i 
Ijproper care &Jor documentation. 
Ii 516/07;i 

3.DON or designee willaudit care to .11 
516/01&

ensure proper care &Jor documentation. Ii 
on-going 

'I 

Ii4.pON or designee will report to QA 
IiCommittee on outcomes of weight ­

! . 

'Iaudits-and anyother issues DON 
determines ace relevant to quality 516J(J7&, ; 
care. 

Ofi-gomg~ 
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L 054.CQntinued From Rage 26.. . _ 

The resident was observed lying in bed with 
', his/her G-tubeconnected to a feeding pump on 
March 21,2007 at 10:00 AM, 11:00 AM and 

. 12:00PM. The feeding purnpwasturned off and 
there was no enteratfeeding in the attached bag. 

.A physician's order dated February 7, 2007, .. 
Resource Diabetic via g-tube at 50 mIs/ hr x 20 
hrs or until total volume has been delivered." 

According to the March 2007 Treatment 
Administration Record (TAR), the facility had 
designated that the tube feeding would be "down 

L052 

.~t;~~J~irtn3/21~07 G Tube feeding was 

.. (stopped) at 12:00 AM and .. up" (started) at 
4:00 AM. 

The night nurse's initials were present on the
 
March 2007 TAR indicating that the tube feeding
 
was stopped at 12:00 AM and started at 4:00 AM.
 

. 
According to the MDScompleted January 8, 
2007, in Section K, .. Oral/Nutritional Status, .. 
the resident received 100% of his/her nutrition via 
tube feedings. , 

A face-to-face interview with the medication 
nurse [Employee #3J was conducted on March 

i 21, 2007 at 2:00 PM. He/she stated,' .. I hung the
 
tube feeding at 12:30PM. The new bag should
 
have beenhurig at4 AM. .. .
 

There was no evidence in the record that the 
resident experienced any untoward effects..
 

.Although itwas documented on the Treatment
 
.Administration Record that the tu be feeding was
 
administered at 4:00AM, through interview and
 
observation, it was.deterrnlned that the tube
 
feeding wasadmiri~fered at 12:30 PM;
 

5. During wound treatment observations for 

.n<JtgiW,il at times on TAR. No 

.negative outcome. Proper times will be 
followed. 3/29/07· 

2~ No otherresidents on G-Tube feedings. '
 
.MtreSittents on G-Tube feedings in the
 f~. 
FututeWin be reviewed to ensure proper
 

care &Jor documentation,
 I •. 5/6/07·
:1 

5/6/01& 
'ensure &l or documentation, . on-going 
'1.Director ofNUi'Sing will audit care to 

i 
, i 

4. DONor designee will reportto QA 
,.CGamnittee onoutcomes of G-Tube audits 

at any other issues DON determines are . 
relevant to quality care. ~r 

iealth Regulation Administration 
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Residents #1, 7 and 9; the treatment nurse 
[Employee #6] failed to use a cleansing agent as 
per the physician's order. . ­

A wound treatment for Resident #1 was 
observed on March 20, 2007 at2:15 PM. A 
physician's order dated February 16, 2007· 
directed, Right leg wound Stage 4: cleanse With 
normal saline solution and apply Hydrogel and 
cover with gauze daily. 

L 052 

( I 

A wound treatment for Resident.#7 was observed 
on March 21, 2007 at 1:30 PM. A physician's 
order dated March 5, 2007 directed, Cleanse: 
sacral ulcerStage IV with normal saline solution 
and apply Hydrogel. Cover with4 X4 gauze. 

A wound treatment for Resident #9 was observed 
. on March 21, 2007 at 2:30 PM.According to a 

physician's order dated February 1, 2007, Clean 
sacral ulcer with normal saline solution. 

The treatment nurse used a cleansing solution 
contained in a bottle with white tape across the. 
product name. The product name, "Carra Klenz", 
was evident through the white tape. There was 
no Writing on the iNhitetape. 

A face-to-face interviewwas conducted with the
 
treatment nurse at the time-of the wound
 
observation. He/she was asked if Carra Klenz
 
Was the same as normal saline solution. The
 
nurse replied, ""No,th.eyare different. I poured'
 
normal saline into this pottle, so that! Gould use
 
the spray. That's why (put the tape over the
 
Carra Klenz." There was no evidence that the
 
contents .of the spray qg!!lewas normal saline
 
solution.~~;':·- ....
 

--~_. 

6.	 Facility staff licensed nurses failed to 

1 BottledontaimngoormaJsaline
 
( withold label covered) was ..
 
.discarded. .
 

.~ 

.~' No otherbottleshave been relabeled. 

3 DONor designeewill audit nursing
 
. assessments of residentswith
 

in1mobilizefs.
 
DON ot designeewill inspect
 
treatmentcart to ensure no relabeling.'
 

4 '.	 DON ordesigneewill report to QA 
Committee em ftDlobi1iZer and treatment 
.cart~udii'o~". . . 

03/21107 

03129/07 

05106/07 
on-going: 

(}S/06/01 
on-going 

j 
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administer medication to two (2) residents as 
.orderedby the physician. 

.A. On Tue$day, March 20,2007, the medication 
nurse [Employee #5] was observed administering 
medications to Resident JH1 at approximately 
9:00 AM. After the medication pass, the 
physician's orders were checked. It was 
discovered that the medication nurse 
administered thr~~f six (6) ordered 
medications to residenfJHlfor 9:00 AM. The 
resident received one tablet of Lisinopril 2.5 mg 
and Prandiil 0.5 rnqand two tablets of Flomax 
O.4mg. 

According to the physician's orders, Resident JH1 
.' was ordered Aggrenox onetablet, ToprolXL 50 
mg and Lovenox 40 mg. The Medication 
Administration Record (MAR) indicated that the 
medications were to be administered at 9:00 AM. 
However, the medication nurse was not observed 
administering the aforementioned medications 
during the medication pass. 

A face-to-face interview was condLicted with the 
DON on March 20,2007 at approximately 11:30 
AM~ He/she explained that the nurse started less 
than a w~k ago. . 

B. On Wednesday, March 21,2007 at 
approximately 9:15 AM the medi~tion nurse 
[Employee #3] was observed aami.nistering . . 
medications to Resident JH2. Spiriva inhaler was' 
not administered to Resident JH2. The physician 

. ' s order read, i' Spiriva 18mqg w/handihaler One 
pUff qd for COPD IIi. According to the MAR, 

. Spiriva was to be administered at 9:00 AM. 

.... · .. ·.oo.. ~·· 

.~,-_. ..-.- . 

A face-to-face interview was conducted with the 
medication nurse on March 21, 2007 at 

L052 

.L A. Patientnow receiving correct 
imeds.· New Nurse #S t.rained in med 
!pass. 
[ 

!B. Patient now receiving inhaler 
lmedications as ordered. Nurse #3 
.1 trained in med pass. 

"2. All MARS reviewed to ensure 
:all patients receiving proper meds. 
rCompetency test will be given to all 
[med nurses. '. 

p. Director ofNursing 01'Designee 
lmonitor med pass compliance. 

. [Pharmacy will schedule med pass
iobservations/training, 

4. Director ofNursing or Designee 
will report to QA Conamittee on Med 
Pass Compliance. 

1123/07 

3123/07 

4/19/07 &l 
I 

on-going i 
I 
! 

5/6/07 & 
• i

on-gomg! 

5/6/07 &.' 
on-going 

iealth Regulation Administration. 
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approximately 11:00 AM. the medication nurse 
stated that he/she did not know that the inhaler 
was to be given. 

L 091 3217.6 Nursing Facilities 

The.lnfection Control Committee shall ensure 
that infection control pohcles and procedures are 
implemented and shall ensure that environmental 
services,including housekeeping, pest control, 
laundry, and linen supply are in accordance with' 
the requirements of this chapter. . 
This Statute is not met as evidenced by: 
Based on observations dLiring wound treatments 
and the environmental tour, it was determined 
that proper procedures were noUollowed to 
control the spread of communicable diseases as 
evidenced by:fallure of the medication nurse to 
wash his/her hands after contact with two 
residents and closed boxes and opened 
packaqes were stored on the clean linen room 
floor. This observation was made in the 
presence of the Administrator and the Director of 
Environmental ServiCes.· . 

1. Employee-counseled regammg the 
importance ofwa.shinglsanitizing hands ' 
between med passes. . .... ­ 3/23/0f. 

L091 
2. All licensed staff in-serviced on 
importance ofwashing/sanitizing 
between med passes. Director of 
Nursing observed staff to ensure' 

~ , improper technique was isolated. 
. Sanitizing product will be kept on 

medcart. 

..; .... 

3/3'0/07 

3. Director ofNursing will monitor 
staffto ensure med passes are proper. 
Pharmacy called to observe/train 3/30107 &i 
staff for proper med pass technique. ongoing' 

4. Directorof Nursing or Designee
 
will report toQA Committeeon med. 3/30/07 s:
 
observation outcome. ongoing.
 

I 
... ..1.80xes were picked up offcarp~t 

The findings include: 

1. The medication nurse [l;tnploye,e#5] failed to 
wa.2b his/her hands after contact with two (2). 
residents during medication pass. 

0'1, March 20,2007 at approximately 9:30 AM, 
while observing the medication pass, the 
medication nurse [Employee #]did not wash or 
sanitize hislher hands before or after .. 
administering medication to Residents ~IH1 and
#4. . . 

. _. ./ .". 

2. Closed boxes and opened packages of pads, 
diapers and washcloths were stored onthe floor 

:; $o'placed on shelf.
i···· ., 

,1, .'. " ..... 
,,;' ,j 2.AII supply areas were inspected 
,::':toensure noother boxes wore on 
. ""the floor. 

~ .. 

3.Director ofHousekeeping Will 
•inspectsupply areas to-ensure all 
boxes are offthe flobr& ·Will
 

'. record in unit .logbox.
 

:4,Dir~ro(~gwilI r-eport 
.: to~A C~OB outcQme ofaudits. 

. , . 

3/22/07 

3/22/07 

5/6/07 & 
ongoing 

. ... 

5/6/07 &. 
qiJ. going 

lealth Regulation Administration 
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in the clean linen room on the second floor in six 
(6) of six (0) boxes/packages observed at 2:30 
PM on March 20, 2007. 

The above observation was acknowledged by the 
Director of Environmental Services and the 
Administrator. I 

.L 099 3219.1 Nursing Facilities 

Food and drink shall be dean, wholesome, free . 
from spoilage, safe for human consumption,and 
served in accordance with the requirements set 
forth in TItle 23, Subtitle 8, D. C. Municipal 
RegUlations (DCMR), Chapter 24 through 40. 
This Statute is not met as evidenced by: 
Based on observations during the survey period, 

10 PROVIDER'S PLAN QF CORRECTION (X5) 
PREFIX , (EACH CORRECTIVE ACTION SHOULD BE COMPLETE 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE· 

DEFICIENCy) 

L 091 

->L099 
/ 

; I ~ Can openers cleaned 8t sanitized. 
1:1 :3aW71 

I 

I 
!

': 2. Dishwasher slats cleaned I 

it was determined that dietary serviceswere not 
adequate to ensure that foods were prepared and. 
served in a safe and sanitary manner as 
evidenced by: soiled can openers, dishwasher 
slats, hotel pans, sheet pans, chinaware, dead 
insects (roaches) on a shelf, unlabeled food in 
the refrigerator, Cleaning equipment stored On the 
floor, marred and darnaqed walls and exit doors, 
and ternperaturesin the main kitchen and .second 
floor serving area were 86 degrees Fahrenheit 
(F). These observations were made on March 
20, 2007 between 8:45 AM and 3:30 PM and 
observed by the Food Service Director. .. 

The findings include: 

.1. Can openers in the salad and cook's 
preparation areas were sOiled on the cutting . 
edges with food debris and metal shavings in two 
(2) of two (2) can openers observe<!~ . 

2. Slats on the clean and soiled side of the 
dishwasher were observed soiled with food debris 

& sanitized. 

3. Hotel pans cleaned, sanitized 
.& air dried.. 

;4. Sheet pans cleaned, sanitized 
.. :Ii? air dried. 

I . 

:5. Chinaware cleaned, sanitized 
:& air <hied. 

.6. Two dead roaches rernoved., . 
•Ali food removed& all-shelf 

.. surfaces in cabiJletclcaned; 
. ........ '"'~: ....
 

! 7.• Ailfoodi__ ~;· 
. 

3122/07:
 

3/22/07 

3122/07 

3/22/07 .. 

I 
I 

3/22/0~j 

3122107· 
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DAlE 

.... . L 099 Continued From Page 31 

and mineral deposits. 

3. 14 of 16 hotel pans size 14" X 24 "x 2" and 
seven (7) of.11 hotel pans size 14" x 6 .... x 10" 
(deepj.were observed soiled with grease, food 
debris and stored wet and ready for reuse. 

4. 17 of 19 sheet pans were observed soiled with 
grease arid stored wet and ready for reuse. 

5. Chinaware was observed soiled with food 
debris after being washed as follows: five (5) of 
five'(S) salad preparation bowls, 16 of 26 soup 
bowls, and six (6) of 11 plates. 

L099 

i/8TAU~""'.," .m 

j /pans properly mms.·1anitor's 
[Icloset floor cleaned. 

119. Baseboard tiles on 2 walls 
!feplaced. . . 

i 
I . . 
illO.Exit doors in rear ofkitchen 

3/22/07 i 

5/6/07 1 
I 

.1. 

I 
i 

6. Two (2) dead insects (roaches) were observed 
on the shelf surfaces in the stainless steel cabinet 
in the cook I s preparation area. 

7. Unlabeled sliced fruit, bread, and salads were 
stored in the refrigerator in three (3) of six (6) 
food items observed. 

8. Cleaning equipment such as mops, brooms 
and dustpans were stored on the floor of the 
janitorial ciosetm the main kitchen. Thec6ncrete 
floor was soiled and uneven in one (1) ofone (1)' 
janitorial closet observed.. 

9. Walls in the pot and pan washarea arid the 
area nearthe juice dispenser were marred and . 
damaged with missing baseboard tiles in two (2) 
of two (2) walls observed. . 

10. Exit doors in the rear of the kitchen were 
marred and damaged in three (3) of three (3) exit 
doors observed. 

~:'.:~ 

11. Temperatures in the main kitchen and the 
second. floor serving area-were recorded at 86 

!~epaired & painted. 

:!l' 

J l.Director ofMaintenance seeking--' 
,proposals for air supply vents. When 
airconditioning is on, the temperature 
.should be correct. 

'.

·2. All other food service areas 
.inspected to ensure some conditions 
do not exist elsewhere, 

3. Food Service Director or' 
Designee will inspect all food service . 
Areas monthly to ensure compliance 
& prevent recurrence ofabove 
conditions, 

4. Food Service Director or Designee 
will report toQA COslnntittee on 
u.ffjU)Qheaa... 

~ 
5/6./07 i 

I' 

1 

I 
I 

5/6/07. 

?16/07' 
on going 

4/13/07 3 

5/6/07 
on going. 
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degrees F (temperature range should be 71 - 81 
degrees Fl. Both areas lacked air supply vents. 

.The aforementioned observations were 

.acknowledged by the Food Service Director at 
the time of the tour. . 

L 163 3227.14 Nursing Facilities 

Destruction of controlled substances shall be 
witnessed by two (2) licensed nurses anda 
signed and dated notation shallbe made in the 
resident's medical record. 
This Statute is not met as evidenced by: 
Based on staffinteiview and review of 

Idocuments, it was determined that facility staff 
failed to complete the "Destruction of 
Discontinued Controlled II-VSubstances" form as 
per facility policy; 

The findings include: 

Facility staff failed to complete the "DestructlQ.n of 
Discontinued Controlled II-V Substances" form as 
per facility policy. 

22 DCMR 3227.14 stipulates, Desfructlon ofn 

controlled substances shall be witnessed by two 
(2) licensed nurses..." - . . 

The facility's policy and procedure, "Controlled 
Medication Disposal" section IIE:1d,stipulates, 
" The controlled danqerous substance ." .. 
disposition form required by the Division of Drug 
Control is completed each time.controlled drugs 
are destroyed. " . (3) The form mustbe Signed by' 
the nurse orpharmacist destroying the drugs,,,and 
a witness. The form must atsc lnctade.the '-.- ­
method of destruction and the date. the drugs 
Were destroyed " (5) A copy must be sent to the 

10 
PREFIX 

TAG 

L 163 

PROVIDER'S PLAN OF CORRECTION . (XS) 
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE 

DATECROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCy) 

-1--_.. ---- ­ .. 

.. .. 

1. "Destruction ofDiscontinued 
Controlled II-V Substances" form 

· is ~ow being completed perfacility 
policy, . ' . 

2. :PON has audited medication 
· destruction system toensure no 
· similar issues exi~t. 

~.. DO~ or desi~~~v.rillauditcfrug . 
destruction system'to ensure to ensure 
no similar issue recurs in the future. 

5/06/07 

"5/06/07 

.'. 5/06/07 
ongoing 

. 

.• 4. DON or design~e will report-to .::::;£5/06/07 . .' Q:A Committee 9i1 results Ofdrug on going.' 
destruction audif.. 
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Division of Drug Control" 

On March 22, 2007, at approximately 10: 00 AM, 
the-" Destruction of Discontinued Contro'ledtl-v 
Substances" form was requested. The form did 
not document the Method of Destruction nor did it 
COntain two (2) signatures for the destruction of 
Morphine Sulfate 15 mg tablet for 42 tablets and 
Morphine SuIfate20mg I rnl for 30 ml. 
The policy and forms were reviewed on March . 
20,2007. . 

L 163 

L 168 3227.19 Nursing Facilities 

The facility shall label drugs. and biologicals in 
accordance with currently accepted professional 
principles, and include the appropriate accessory 

.and cautionary instructions, and their expiration 
date. 
This Statute is not met as evidenced by: 
Based on observation of four (4) of six (6) 
multi-dose vials and review ofifacility policy, it was 
determined that facility staff failed to date and 
initial opened multi-dose medication viaJs.-

L 168 

Op: ed ._,_. '.' iL '.. en Vltwi discardect. ' . 
Opened vials labeled (dated & 
initialed); . 3/23/07 

3/23/07 ­

sI6/fJ7 & 
'OJ1going 

. .. :;..,:,~:;::...: 

sf61~?&. 
ongomg.. 

4.Pirector of'Nursing Will report .. 
to:-QA Copm1ittee ~gvia1 
inspections ou:tcomV) 

2. All multidose vials nave beea 
!- cheeked to 'assure opened vials are 
; dated & initialed. . 

. . 

'3. Director ofNursing or p~gnee 

.willjnsp~t vials monthly to'eJlsure 
.open vials ate labeled ( dated. &' 

. .' initialed).. 

.' 

On MarCh 20,2007, at approximately 10:45 AM, 
during the inspection of the medicatiO[1 storage;, .: 
area, tour (4) of six (6) opened rnultl-dose'vlals":' . 
were observed in the medication refriqerator 
without a date or initials of the person Who 

The findings include: 

The facility's policy and procedure," Vials and 
Ampules of Injectable Medications" section 
IIIA:3, stipulates, " The date opened and the 
initials of the first person to use the vial are 
recorded on multidose vials either on the vial 
'label or on an accessory label affixed for the 
purpose. " • 
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.L 168 Continued From page 34 

opened the vials. 

The medication included: 
t:"Novolin~R Insulin R4662612 
2.. Lantus Insulin .R4692293 
3.. Novolin-R Insulin R4677044 
4. Novolin-R lnsulin­ R16922300 

L999 DCCODE L999 

This Statute is not met as evidenced by: 
Based on staff interview and review of personnel 
records, it was determined that facilitystafffaiied 
to obtain a criminal background check for two (2) 
employees betare the dareof hire. 

. The findings include: 

1. .·~alback-groUndcheCk" ..... 
~are now b~obtained 

, prlox &taffhegin WOJtL 

-_ ... - , ! 
. ; 

: 1 
I 

·3/27/1 i . 
.. i 

.

Facility staff failed to obtain a criminal 
background check for two (2) employees before 
the date of hire. 

According to the 22 District of Columbia 
Municipal Regulations (DCMR); 4701,2 "Each 
facility shall obtain a criminal background check, 

.•. . ._ .....-.'~~-~ -. 
. 2. Staff records.hase b.=n ~wed \., . 
•to ensure no other ~'iV0rkin 
: without criminal background checks. ! 
, DON or Designee is monitoring I· 

"Destruction of'Discontiriued . / 
. Controlled n~V Substances" form 5/06/07, 

and shalJeither obtain or conduct.a background 
check before employing or using the contract 
services on an unlicensed person." 

A. The personnel record of the Director of . 
Nursing (DON) [employee #1] revealed a hire 
date of February 26,·2007. A criminal background 
check Was completed on March 23, 2007. The 
criminal background check did not reveal any 
criminal convictions. 

-.; 

B. The personnet record of the licensed 
Registered Nurse (RN) [employee #2] revealed a 
hire date of March 15, 2007. A criminal 

pet facility PQ.liQy. ... . ongoing : 

".' . .' . .' . '." -' ~~. ,. -,~~;, ; 
4. QA Committee will be responsible 5/06/0'1­
for mo~eomp~. ' .. on.going! 

3. New QA tool developed and 
department heads will be held 
accountable for reporting issues 
to the QA. Committee. ~j06/01 ) 

pngomg, 
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9 Continued From page 35 
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backqround check was completed on March 22, 
2007. The criminal background check did not 
reveal any criminal convictions. 

--A face-to-face interview was conducted on March 
20, 2007at3:15 PM With the Human ResourceS 
Representative. He/she stated, I; The 
background Check,S were not donefor these 
employees prior to hire." Therecords Were 
reviewed on March 20,.2007. 

L999 

L 
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