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| This Statute is not met as evidenced by:

-| Based on record review and staff interview: for
one (1) of 10 sampled residents, it was

" | with CFR 483.40, by failure to-assess one (1)
.immobilizer [the resident subsequently

| order for the immobilizer and ensure that a splint”
was placed on thé resident's. right wrist as

- leg of Resident. #1: whlle it was in an immobilizer

- immobilizer to the right leg on: the:ggsident's.

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 facilities in‘the District of Columbia.

determined that the physician failed to comply o
resident's right lower leg while itwas in an -

developed a Stage Ill pressure ulcer], write an

ordered. Resident:#1: s
The'ﬁndings ihf;lude
s the nght Iower

[the resident: subsequently de,veloped a Stage llI-
pressure ulcer] and-write an ordeér for the -

return from the hospital =~ "~

“A. The resident was: readm:tted to the facmty on
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— L 000 Initial Comments* s — L 000~~~ S R
An annual licensure survey was conducted March
20 through March 22, 2007. The following
N deficiencies were based on record teview, —
obser_vations, 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 survey
- - LOO_1 3200.1 Nursing Facilities L001

Responses to the cited dcfic:encws _
‘do not constitute an ad.mxsswn or .
agreement by the facility” ‘of: the -
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 comphance -
with fedetal and state law. s
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—L.001{ Continued’ Frém page 1 L 001 B B
December 28, 2006 A nurse's note dated '
December 29, 2006 included, "...placed
immobilizer with right leg..." e
The readmission orders signed and dated by the - : L
physician on December 29, 2007 failed to include ' 1. A. Physician has inspected this
an order for an immobilizer. _ i resident’slg ritten orders, & - o
| S documented’in progress notes. 3/29/07
| The "Medical Data Base" dated and signed by the P progr ' o
physician on December 29; 2006 and a :
(| physician’s note signed and dated January 8, 'fr dI;h)zl cian has documented in‘
2007 did not include an assessment of the | R T & progress notes regarding
| resident's right lower leg nor did the assessments |(R) wrist splint. OT plan of care _
- | make reference to the immobilizer. ‘now includes (R) wrist splixit. :
. : Resxdent is wearing splint. 3/29/07
A telephone. order dated January 11 2007 at 2:00 ; :
{'PM included, "...TDWB (R) LE (total dependent : <2, All other. residents rewewed
.| weight beanng rlght lower extremity) in brace... i to ensure doctor’s order includes
This was the first physician's reference to the " ortho devices & devices are in . g
B |mmoo|||zer to the resident's right Iowe_r.vleg. " place on resident. 413007 :
A physician's progress note dated January 14, .
2007 included, "Patient recently had a fall and 3. HPhysmian & Rehab Thera,plst - |
| ORIF (R) hip due to fracture. [Resident] says - will review all residents to ensure |5/6/07 & -
he/she has pain in that leg but says he/sheis : °rd°rs W““e“ &. de"lces on residents. | on going :
able to manage with pain meds... Ext. (extremity). . . S
| (R) lower leg - immobilizer..." There was no - . 4, Physw;an & Rehab Wlll report to 5/6/07 &
.| assessment of the resrdent‘s right lower leg. - QA Commitiee. on going '
“"Weekly Ulcer Assessment." was initiated for the T
| right lateral leg on January 18, 2007.
| The wound was described as an acquired -
(developed in the facility) Stage i, 10 cm x 9cm,
| with blackish necrotic area, small amount of
drainage and no.odor. There was no evidence of
| skin assessments of evidence of the pressure. -
- _ | ulcer to the right lower leg prior to e o 0=
identification of the Stage il pressure ‘ulcer on
January 18, 2007.
:alth Regulation Administration
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L 001 | Continued From page 2 L 001
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 * A, Wrist splint applie@itp resident #1. | 03/23/07 |
-face-to-face interview was conducted with~ ' : . [
Employee #6 who indicated, " The resident T {
returned from the hospital with the immobilizer in 7 L
place. Skin assessments are done on admission | . B. Oxder stating ] Tocation of(L) splmt : o :
by the treatment nurse. There is not a daily - rewnﬂen for (L) arm. _ : 3’%)@7 |
| assessment form for the CNAs to document fath i |
residents skin condition. If a CNA sees 07 ‘ i
something, they follow up with it by tellinga - i
[ nurse. When we observed the wound, it was. i 2. All residents checked by nursing
late. When she went out, they said it was - ¢ and Rehab for use of splints/pads/
| infected.” - :  guards. All other patients had -
, - ortho devices present. 04/12/07 |
The physician failed to assess the resident's nght N o
lower leg while in an immobilizer which -~
subsequently resulted in the development ofa } N
- .| pressure ulcer, initially observed and identified as | - " 3. DON or designee and rehab staff will | 05/06/07
| a Stage I pressure ulcer. The record was - monitor use of splints/pads/guards. on going
reviewed on March 20, 2007. : : ' . _
B. The physician failed to ensure that a splint 4. DON or designee will repoxt to
was placed to the resident's right wnst as - ~ QA Committee re: outcomes of ‘
ordered. audits on splints pads/guards. 05/06/07 !
. : : , L on going;
The readmission orders dated December 28, :
2006 included, "Right wrist.splint per OT o
(occupatlonal therapy). . o . . A
Note: Rehab to schedule inservices -
: The "Medical Data Base" dated and sngnedAby the for ortho devioes. Me to be f
' i addcd to Cardex ‘ LT | 0500807 [T
: [Re5|dent] has had & slight hand deformity before _ : P
he/she went to the hospital and the hand being: Note: S fIn S o .
swollen after the fall, he/she got X- rays that : -°t°' ce CQPI_GS o1 n-service : “
ealth Regulation Admlmstratlon ] : . ]
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SUMMARY STATEMENT OF DEFICIENCIES ]
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
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ID

* PREFIX_

TAG
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(EACH CORRECTIVE ACTION SHOULD BE . | GOMPLETE .
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CROSS-REFERENCED TO THE APPROPRIATE DATE:

L 001

L 043

‘Continued From page 3
showed no signs of acute fracture..."
The physician's progress notes dated January 8 -

hand or right wrlst sphnt

The OT clarification ordet dated December 30-.
2006 failed to include 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 nght wrist

. spllnt

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. .

The resident was observed on March 20, 2007 at
approximately 2:25 PM. The ‘resident was not

wearing a right wrist splint. -
The record was reviewed on March 20 2007.

3208.5 Nursing Facilities

The Director of Nursmg shall provrde for ata

| minimum, the following:

(a)DeIrvery of nursing care services |n .
accordance with these rules; .

(b)DeveIoplng and maintaining nursrng servrce

'| objectives, standards of practlce polrcy and

and 14, 2007 did not include reference to the rrght ,

Loot

L 043

|
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T L043

Continued From page 4

procedure manuals, and written job descriptions
f_or each level of nursing personnel; .

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

(d)Coordinating nursing personnel WhICh lnclude
the following: ,

(1 )Reéruitment; _ v
(2')Sele‘ctioh;. |
_(3)Pos‘itidn assignmeh’t;
(4)Orientation:

(5)In-service educétion;

(6)Supervision; and .

| (7)Termination

(e)Developing a staffing plan that considers

(f)Workmg with the medlcal staff and the
interdisciplinary team in developmg and.
implementing pollcves for resndent care;

(g)Working with other employees to ensure that
the interdisciplinary care plan (ICP) is coordinated
‘and malntalned and - _

(h)Worklng with the Administrator and the

of funds for facility programs.

residents’ needs for various types of nursin‘g care; |

Medical staff or Medical Director in the allocation= ‘a

L 043 -
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""L043| Continued F_'rom page 5 L043 | N *"
| This Statute is not met as evidenced by: . (1) The four new staff have been
" |'Based on a review of four (4) of four (4) newly | trained on ebuse prohﬂymo:taff
‘| hired employee records and staff interview, it was 4 practices.(Social worker’s
determined that the Director of Nursing failed to ; training is 2 times / year).
provide orientation inclusive of abuse prohibition | Humari Resources” orientations
practices for newly hired employees. , also include abuse training -
'~ prothltlon B/27/07
| The findings include:
: (2) All employee files will be -
A review of newly hired employee records . reviewed to ensure traininghas | .
revealed the following: " occurred. 5/06/07
S on going
Date of Hire : ,
Employee #1 February 26, 2007 (3) Human Resource Coordinator]
‘Employee #2 March 15, 2007 - . will ensure new hire files reflect | -
Employee #5 March 17, 2007 employee signatures for abuse
.1 Employee #9 February 20, 2007 : proh_ibxtlon training before ) -
- ’ : o , ibeginning work. HRC will audit S
Employee #1 replaced Employee #15; Employee ‘monthly. M
#15's last day at the facility was February 28, a - |ont going
2007. : . S
' , i(4). Human Resource Coordinator] |
A review of the schedule for February and March will report to QA Committee ;
2007 revealed that the above employees worked. ‘to. ensure training is docmnented o
| two (2) or more shifts since their date of hire. e pnor to staff’s start date. . 5/06/0 .
N g ) IR - - (Secm-serwaemgnmsheets - jongoing |
There was no evidence that the above employees| isee new hire declaration sheets.) !
participated in orientation inclusive of abuse’ resxdent nghts and abyse policy
prohibition practices. ladded to new package (along with
- o ¥ b, d check and druig screen
A face-to-face interview was conducted on March {background chec g scrocn) ,
acknowledgement recelpts must be
21, 2007 at 10:30 AM with. the Administrator. sagned and in fille prior to an employee WM N
| He/she acknowledged that the aforementioned -
employees did not recerve orientation. . :
"L 051 3210.4 Nursing Facilties
A charge nurse shall be. responsnble for the
-following:

Iealth Regulation Administration .
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L oﬁf&htihded'?mm'page 6

(a)Making daily resident visits to assess physical
~-Fand emotional status and impiementing 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; :

‘o (d)DeIegating responsibility to the nursing staff for
' direct resident nursing care of specific residents; |

. (e)Supervnsmg and evaluating each nursmg
' : employee on the unit; and '

(f)Keepmg the Dlrector of Nursmg Servnces or h|s
.| or her designee mformed about the status.of

‘| residents::
| This Statute is not met as evidenced by:
- | Based 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. extremlty of one (1) resident whose
~ | right leg was in an immobilizer and who _ o
" | subsequently developed a Stage I pressure |
. | ulcer, ensure-that aright 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 mu|t|ple falls;
dequately and consistently assess one (1) :
| resident for pain and discontinue a medication as |
-ber physician's orders; clarify an order for a left
: sphnt for one (1) resident; and develop care plans

ealth Regulation Admlmstratlon
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L 051

2007 at 5:02 PM,

Contlnued From page 7

for two (2) residents for the potentlal adverse.
drug interactions of nine (9) or more medications.

‘Residents
#1,7,3,4andb5.

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 il 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

approat:hes ‘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 ulicer
| 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 resndent's right

lower leg.

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.

rding to a nurses note dated January 11,
* Resident left unit for ortho
appointment. Returned to unit. and new orders

were given.

The “Medical Data Base" dated and signed by the.|

Orders were transcribed and faxed

B L 051 =

s

1|A

4,

-and documenting in medical’ record.
Doctor’s orders have been clarified.

i3

cast-andit outcomes.

Staff now assessmg res;dcnt sleg .

No other esidents have immobilizers. |

DON or designee will audit nursing -
. assessthents of residents w1th
unmdbihzers

°1T8°mg

DQNordcmgneemllrcportt:oQA . T
‘Cominiftee on immobilizer and trentniehy 05/06/97

| on-going

1osr6/07 ||

iealth Regu
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| to pharmacy. (1) Follow up in six weeks, (2)

| assisted right knee, OOB. (3) Pain control as

| [name). On assessment this nurse noticed that

. [2007 at 6:00 AM, "...Remain right leg lmmoblllzer '
| intact. Same condltlon :

"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 Ill, 10 cm x 9cm, |

| with blackish necrotic area, small amount of '

|| skin assessments or evidence of the pressure
‘ulcer to the right lower leg prior to the '

a ;January 18, 2007.

‘ On March 21, 2007 at approxmately 3:00 PM, a
1| face-to-face interview was conducted with )

‘returned from the hospital with the immobilizer in
| place. - Skin assessments are done on admission

“assessment form for the CNAs to document

_something, they follow up with it by telling a

TDWB R LE in-brace, (3) ROM active and

tolerated. On return Pt. report of consultation
stated that his/her staples were removed by Dr.

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. "

Accordthg to a nurse's note dated January 18,

drainage and no odor. There was no evidence of

identification of the Stage Il pressure ulcer on

Employee #6 who indicated, " The resident

by the treatment nurse. There is not a daily
residents skin condition. If a CNA sees

When we observed the wound, it was
late. When she went out they said it was
infected.”
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“TAG "REGULATORY OR LSC IDENTIFYING INFORMATION) -- " TAG CROSS-REFERENCED TO THE APPROPRIATE DATE .
A o . DEFICIENCY) _
L 051 Contmued Frompage9 ' 7 Lost T | '
The facuhty 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 identifi ed as a
Stage |ll pressure ulcer. The record was
reviewed on March 20, 2007;
‘B. The'charge nurse failed to ensure that a right | - . ' L
wrist splint was placed on the resident as ordered N - f
by the physician. . | . . . 5
y phy : 1. B'Wrist splint applied to resident #1. | 03/23/07 -
The readmlssmn orders -dated December 28, T -

2006 included, "Right wrist sphnt per OT : ' o 1
(occupational therapy). . ' o -

The OT clarification order dated December 30, ' 2. All residents cl-‘ieokéd by nursing -

12006 at 2:15 PM included: Skilled OT Sx/wk x4 ~|; | apdRehab for use of splints/pads/
wks to provide self-care training, functional | " guards. All other patients had i
mobility for ADL, wic mob|I|ty training, WBAT right “i- - orthodevices present. 04/12/07 |

| lower extremity, safety awareness, therapeutic
activities/exercises, neuromuscular re-ed '
| (re-education), in group or 1:1 sessions,

‘patient/caregiver training. Théere was no 3 DON or desxgnee and rohab staff will | 05/06/07 1

reference to’»the right wrist splint. monitor use ofsplmts/pads/guards | on going: !
| The “Occupational Therapy Plan of Care for - 1 i ) :

‘| Rehabilitation" form dated January 29, 2007 for | f‘; 4. DON or designee will report to
services rendered from December 30, 2006 = | , ‘ QA Comimittee re: outcomes of . s
through January 28, 2007 included right hand. = | ' "' audits on splints pads/guards. 05/06/07 .
deformity from previous CVA with edema of right | ) i _ on going !
hand. There was no reference to the right wrist |- . o : 3
splint. T S R B
The significant change MDS dated January’ 9 | Note Rehab to schedule inservices '

'| 2007, Section P3 (Nursing o . for ortho devices. Wsmbﬁ :

" | Rehabilitation/Restorative Care) failed to code the|. S ndded to Cardex. - 05/06/07 '
resident-for splint or brace aSS|stance ' |- T - : R s
The Janua_ry 2007 TAR (Treatment

| Administration Record) included, "12/28/06, R -

»alth Regulation Administration ' . . . S _
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X3) DATE SURVEY
| AND PLAN OF CORRECTION ) IDENTIFICATION NUMBER: (le) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING
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TAG REGULATORY-OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ ‘ _ DEFICIENCY)
L051) Continued- From page 10 Lo51 o ’
(nght) 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.
The resident was observed on March 20, 2007 at
approxnmately 2:25 PM. The resident was not
wearing a right wrist spllnt !
C. The charge nurse failed to develop acare : eviewed to reﬂec{
plan for the assessment and care of the Hassessment & care of affected o -
resident's right lower leg while wearmg an - leg o 3/29/07
immobilizer. , i S
. » . ‘ : 4 12, Care plans of all resadeflts w1th 1mm0{
Resident #1 returned to the facility on December s ‘bilizers
28, 2006 after surgery for a fracture to the right SO h
femur. Through an interview conducted on s -rewewed to identify 311}’ other 4/20 /07‘\1
March 21, 2007 at 3:00 PM with Employee #5, it ] re31dentS with potential to be affected.

.| was determmed that an immobilizer was applled 1.
| to the lower right’ extremlty :

-| A review of the care plan dated December 29,
" | 2006 listed-a problem, "Alteration in ADL's

| (Activities of Daily Living) and function ability

| related to Right femur fracture S/P ORIF (Status
| Post Open Reduction Internal Fixation). Use of

the leg immobilizer was listed as one (1) of the
approaches . However, the care plan failed to

| include goals and approaches for the
assessment-and care of the resident's nght Iower
leg while wearing the immobilizer.

On March 21, 2007 at approximately 2:30 PMa
face-to-face interview was conducted with the

- | Director of Nursing. He/she acknowledged that
the record lacked a care plan for the assessment
and care of the resident's right lower leg while

wearing the immobilizer. The record was

reviewed on Ma_rch 20, 2007.

h 3 Direc_tor"of Nursing or Designee

{[‘eSldentS Wlth :

|

will revise all care plans at Care

Meetings to ensure cphance for

' a’@ £ .»F.u A

] l

7S &491”—9 I

B
4

' lreport to QA Committee regarding care
‘plan comphance for patients with

immobilizers: &

other res1dent needs. '

| Director of Nursing or Designee will

review Physician’s Initial Plan of Care
for all admissions & will 1131__t1ate

| cardex. Assessment by nursing, dietary,
activities & social services will be

24 Director df Nu.rsing or Designee will

- |reviewed at weekly care plan meeting.

U —

_ on-gomg

5/6/07
on-_goini

lealth Regdla_tion Administration
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FORM APPROVED

STATEMENT OF DEFICIENCIES

X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

{ No LOC (Loss of Consciousness). Unable to
-| perform ROM (Range of Motion) due to pain...

Dr. [name] was made aware and stated that.
resident should go to the emergency room (ER)
to-rule out fracture or concussion. Resrdent left
unitat 11:26 PM... :

A physician s n'ote dated December 29, 2006
indicated, " 85 year old...resident at the Long
Term Care [name] who had sustained a fall and
fractured right lower femur. Pt. (patient) is S/P

(status post) ORIE{(Open reduction and internal

fixation). [Resident] is transferred back here for
rehab. (Rehabllltatnon) "

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
A BUILDING
B. WING
. 095021 - ] . 03/22/2007
| NAME QF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CODE i '
T SUNRISE AT THOMAS CIRCLE Jf:gang?éﬁHggEzgisAVENUE Nw
[~ (X4) ID SUMMARY STATEMENT OF DEFICIENCIES T “PROVIDER'S #L;L\N OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY. FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING-INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
s S o DEFICIENCY) :
L 051 'Cbntinu_ed: From page 11 LOo51 ; _‘ T ol
" | D. The charge nurse failed to revise the care _ ;
plan with new interventions and approaches after | (l)@i}m Eh“ f"f TMI _
multiple falls. . | févised with new approaches . .
B o - i to prevents falls. 3/28/07 -
A review of Resident #1's record revealed that ; :
the resident had fallen as follows for 2006: 1 :
January 30, February 3, June 28,2006 and - " | =(2)Care plans for all the resid
October 16, 2006. There were no injuries 5 ( w)ith hislt)o of falls w residents
associated with these falls. P Yy S were
» - reviewed to determine if new
The care pian for falls was initiated August 14, approaches were required. 3/30/07
2004 and last reviewed by facility staff on October
16, 2006. There was no evidence that the care -~ | .
plan was revised to include additional goals and (3)D1rcctor of Nursmg
approaches to prevent falls after the ":W: will review plans at care plan
- aforementloned falls. - + meeting to ensure any resident with
A nurse's note- date d December 19, 2006 at . hlstory of falls has been reviewed. 5/06/07
11:45 PM indicated, "At 11:02 PM nurse heard a- : ' ' on gomg
loud cry coming from room [number] as !
‘medications were being prepared. Nurse went to (4)D1rcctor of Nursmg or
| room and noted resident lying on bath room floor. desxgnee will report to QA
Resident was crunched in the bathroom-comer 2o Committee on care plan : S |
crying and saying that [he/she] was in a lot of .~' status re: fa]]s 1500607 |
pain. Resident was assessed from head to toe.. ‘ on going

Iealth Regulation Administration

TATE FORM

6808

..BoaQ11.. . _

.1t continuation sheet 12 of 36



Health Regulation Administration

PRINTED: 04/04/2007
FORM APPROVED

(X3) DATE SURVEY

STATEMENT ' .
AND PIANNOFO(,;ODREF,:::%%%%ES oo .'S'Féﬁ‘r’:,'?.f;’}(%%i”b{i%%%f‘ (X2) MULTIPLE CONSTRUCTION COMPLETED
_ : A BUILDING
; _ B. WIN
| 095021 °- 03/22/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
'SUNRISE AT THOMAS CIRCLE WASHINGTON DG Zona. TCNUE hw
(X4) 1D - SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
" PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
S : " DEFICIENCY) R
L 051 Contlnued From page 12 ‘ L0571 -
| A face-to-face interview was conducted with the
Adminjstrator 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 A Th1s resident #7 Wiﬁb & ass &
conswtently_a sess Resident #7 for pain and . ol ed 1 hour b :
i inue finistration of Simvastatin figiven pain m efore wound
(ZoEory 55 ‘ordered by the physician. Resident #7 cate. Nurse will complete & document
was receiving Hospice care. a pain assessment prior to, & during
L _ {iwound care. If resident exhibits pain,
A. The charge nurse failed to adequately and | nurse will stop treatment, notify
consistently assess and medicate Resndent #7 for _ physmlan, obtain pain med order &
| pain. rmedicate resident prior 1o resuming
| ' : d care.
The resident was readmitted to the facility on . v::sl;nmble fiu;sﬁge::;egtﬂll{urse) .
| January 4, 2007. The admission MDS (Minimum . aI ister pain ed - S
_| Data Set) dated January 14, 2007 revealed: pain m 3 23_/ 07
| moderately impaired cognitive skills for daily iz o '
- | decision-making, periods of restlessness and.. Y N“fsmg staff will consistently
| cognitive status deteriorated in Section B; adequately assess & medicate& o
sometimes understands others and is rarely ‘ 15/6/07.&
never understood in Section C; sad, pained, on-going|
-worried facial expressions and resists care in - R |
- | 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 physucran s orders dated and signed -
| January 4, 2007 and renewed February 8, 2007
directed the following: "Acetaminophen 500 mg II
(two) caps (1000 mg) po (orally) TID (three times
daily) for pain. Roxanol 5 mg po every 4 hours .|
PRN (as needed) for paln
The January and February 2007 Medlcatlon
Administration Records (MARs) were requested
ealth Regulation Administration o '
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Heaith Regulation Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA %X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: (X2) MULTIPLE CO ucrio COMPLETED
. A BUILDING .
' B. WING '
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NAME OF PROVIDER OR SUPPLIER

SUNRISE AT THOMAS CIRCLE

STREET ADDRESS, CITY, STATE, ZIP CODE

1330 MASSACHUSETTS AVENUE NW
WASHINGTON, DC 20005

.According'to the March 2007 MAR, there was no

. ‘-through 21 2007.

' The care plan problem e‘ntifled, "Pain Care Plan" |

{ consult with MD accordingly for needed

March 6, 2007 at 1110; " Hosplce RN: Pt

‘did say " Ouch " when | assessed him/her for

and could not be located at the tume of this
revnew

evidence that Resident #7 received the
aforementioned pain medlcatlon from March 1

A revne\?/ of the "Controlled Medication Utilization
Record” revealed that Roxanol was not
administered to the resident for January 2007.
The February and March 2007 "Controlled
Medication Utilization Record” was requested and
could not be located at the time of this review.

initiated January 5, 2007 and evaluated January
9, 2007, included the approach, "Provide _
analgesia as ordered, evaluate effectiveness and |

adjustments Evaluate current pain experience.
Use appropnate pain scale 0 10 "

A review-of the Hospice nurses ' notes revealed
the following:

agitated when touched. No ditress noted ..
March 9, 2007 at 1210: " Hospice RN: Pt.
remains agltated and more combatlve when

touched .. - ’
March 20, 2007 at 1 00 PM: " Hospice RN Pt.

edema ..

Accordlng to the. facxllty nurses notes the
resident was described as voicing no complamts
of pain or discomfort anxi/or no facial expression
of pain on February 2 aid 12, 2007. On:March
18, 2007 the resident was. described as being
unable to answer questions. of pain. There was

(X4) ID 'SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION pom
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' _ DEFICIENCY) _
L 051 Contmued From page 13 T L 051 -

.:documentatlon. B . .5/6/07

N

z All residents reseiﬂwmg pain meds pHOL;dL{.,. R

treatments, have K E
been: Teviewed to ensure propcr care Z?for 1]

3 Director of Nursmg will audxt careto | 5{6/6"7’8& '
ensure & / or doctataen. ' :

I4,Dxrector or Nursmg or Demgnec wﬂ!
ireport to QA Committeé on OtoOTHES. of
(audits.of pain meds, dissontinuedieds,

‘Health Regutation Administration
STATE FORM
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Health Regulation Admlmstratlon
STATEMENT OF DEFICIENCIES : ’ (X3) DATE SURVEY
" AND PLAN OF CORRECTION &1 ,B’éﬁ}’:?,%i’f.%?ﬁf,%%ﬂf (x2) MULTIPLE CONSTRUCTION. COMPLETED
| A BUILDING ,
: , 095021 : B VNG 03/22/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
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(X4) ID SUMMARY STATEl/lENT OF DEFICIENCIES iD _ PROVIDER'S PLAN OF CORRECTION | *5)
PREFIX | . _(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ... | COMPLETE
TAG --|------REGULATORY.OR LSC IDENTIFYING.INFORMATION). e TAG - - CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY) .
LOT| Contiued From page 147 TosT
no evidence in the record that facility staff-
| adequately and consrstently assessed the .
| resident for pain.- -
| B. The charge nurse failed to discontinue the | 2B,
administration of Simvastatin- (Zocor) as ordered I _ S L3 \ o
by the physrcran for Resident #7. { Zocor discontinued for resident #7. | 3/23/07
A Physician' s Order dated and signed by the | Z‘\ ‘
| physician on January 5, 2007 revealed, " D/C
[discontinue] Simvastatin " . Additionally, the
above order was audited by a facility Reglstered S L L
| Nurse on January 6, 2007 at 3:00 AM. 2. All residents with discontinued St/
: ) been reviewed to ! 3
_ The January and February _2_007 Medlcatlon meds_ have 7 y (;’evlewed to enstlre ’.. .
Administration Records (MARS) were requested proper care //of documentation. - | .
but were not available at the time of this review. R R,
- B S - {:3. Director of Numng Wfﬂ arudlt care to 5/6/07 &|
According to the March 2007 MAR, Simvastatin ensure & / or doct : on-going
20mg tab {tablet] PO [by mouth] daily was - '
adrinistered on March 1 through 21,2007 [21 , s |
“doses].as evidenced by facilify staff * s initials in 4. DON or designee ort to
| designated boxes, lndrcatlng that the medication QA Commiittee on outcomes of
.| was given. : : audits of dlscontmued meds and R
Y P {* any other issues DON detenmnes 1 5/6/07 &i|
| A revréw of the medication cart, in-the presence are relevant to quahty c: e:- . ' oxi-jg*@’mgf :
of facility. staff on March 21, 2007 at ' , e s |
approxrmately 12 :00 PM revealed Slmvastatln s
- PM. he acknowledged that facrlrty staff fanled ’
]-to follew P withithe physician's orderto |
_ drscontlnue the admmlstratlon of Simvastatin.
] geTiurse failed to elarrf)'f an order for | B
a left sphnt for Resrdent #3. ' : : -

"’Health Regula‘tion Administration
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. NAME OF PROVIDER OR SUPPLIER
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“(X4) ID SUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORRECTION - - (x5).
PREFIX . (EACH DEFICIENCY MUST BE PRECEDEDBY FULL - PREFIX (EACH CORRECTIVE ACTION-HOULD BE COMPLETE
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S _ o _ . v . oerrcrsucn -
L 051| Continued From page 15, = | Lost T £
Physician's orders dated and sighed February 7, | - ’ o
2007, directed, " Left splint for swelling - Splint on 3. Order stating location of (L)
at all times except durlng self care Remove if , splint rewritten for (L) arm.

swelling; skin changes develop. "

There was no clarlf' cation of the above order to
. | indicate what area of the body the Ieft splmt
.| should be applied.

The resident was observed on March 20, 2007 at

1:00 PM and 3:00 PM. There was no splint : , : _
: 2. All residents Wwith orders for

applied to the left upper or lower extremity. The

resident was observed wearing a left arm splint splints have been reviewed to |
on March 21, 2007. . | ensure proper care &/or
The record was reviewed March 21, 2007. | : ;| documentation. 5/6/07
4. The charge nurse failed to develop a care plan o
, p P 3. Director of Nursmg will audit care o - 5/6/07 &

with goals and approaches for the potential /
adverse drug interactions of nine (9) or more ¥ ensure &/or documentauon o on-going

._|-medications. Resident#4. . ___h, O |
“The review of the clinical record for Resrdent #4 : - o s

revealed a physician's order dated and signed —
February 27, 2007 that included the following

4. DONor. dosxgnee will report
‘to QA Committee on outcomes of splin

medications: Amiodarone, Aspirin, Atenolol, o .| audit and any other issues DON : 5'/6]07& '
| Plavix, Hydrochlorothiazide, Synthroid, = -~ | | _, determines are relevant to quali on-goin
Potassium, Senna, Sorbrtol Trmolol and S o FUEER AR tycm'; _.‘0,’3 gomg.
Trazodone S S I S ;
A review of the care plan that was last updated
on January 5, 2007 revealéd there was no ,
problem identified with appropriate goals and- 1 - o
approaches for potential adverse:drug S . 4 Care plan revised to refect
-interactions involving nine (9) or more : : potentml adverse drug mteractlons
‘ medlcatlons o . - involving 9 or more med "
: : o ; S for ! y o
' 1 3/29/07

| On March 21 2007 at approxrma ly 2:30 PM a _ ' ;resxdents #4. o
face-to-face interview was conducied with the - | - : » o

Director of Nursing.- He/she acknowledged that

the record lacked a care pian for nine (9) or more

lealth Regulatron Administration
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(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 _ COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPROPRIATE "DATE
B _ o - DEFICIENCY) . _
: __.L051] Continued From page 16 - L 051 )
- | medications and the care plan should have been ' '
updated. The record was reV|ewed on March 21,
2007 A
5 The charge nurse falled to deveIop a care plan 5 B
with goals and approaches for the potential Care pla.n revised to reﬂect
d f
f‘n é’;;‘;g:;g,'_\f‘::m; of nine (9) or more |potential adverse drug interactions -
. mvolvmg 9 or more meds ﬁ}r
| The review of the clinical record for Resident #5 : 7 3/29/07
revealed a physician's order dated and- signed
‘February 27, 2007 that included the foIIowmg
medications: Aspirin, Tenormin, o ; ;" : : o :
Hydrochlorothiazide, Feosol, Folic Acid, Lisinopril, | - 2. (are ﬁans of all residents on nine
Multivitamin, Pn'losec, Seroquel and Oxycodone. ' Qr ore meds reviewed to identify any. ,’ 1
A review of the care plan that last updated on “tothet residents Wlth potential to be g 4/20/07
January 10, 2007 revealed there was no no afkcted _ A S '
problem identified with appropriate goals and esi ]
~ approaches for potentlal adverse drug ) ) 3. Director of Nursu;g oralf gn;fm
interactions mvolvmg nine (9) or more - B rwill revise alt care plans Care F
medications. _ : [ Meetings to ensure compliance for R
A -| llresidents with iminobilizers & /or 9 - 5/6/07&
‘On March 21 2007 at approxnmately 2:30 PM a ‘or more meds & all other residenfS. on going
| face-to-face interview was conducted with the o Sy
Director of Nursing. He/she stated that the & . & ) I
record lacked a care plan for nine (9) or more . - T4 Dlrector ofNummg or DeSIgnee W111
“medications and the care plan should have been Ireport to QA Committee regarding care
updated. The record was reviewed on March 21, |iplan compliance for patients with
12007. ’ immobilizers & /or 9 or more meds & | 5/6/07 &
o o other resident needs, -going
/L 052 3211.1 Nursing Facilities LO052 - on gomg
Sufficient nursing tlme shall be- glven to each Dlrector ofNursmg or Des1gnee will
. | resident to ensure that the resident . review Physician’s Initial Plan of Care
| receives the following: “for all admissions & will initiate
T {[cardex. Asses C
= | (a)Treatment, medications, diet and-nutritional - S act1v1t1e & smelnt by nuIsdeJetary, ]
supplements and fluids as prescribed, and s & social services will'be. 5/6/07
rehabilitative nursing care as needed; T eviewed at weekly care plan meetmg  on-going

{ealth Regu
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L052| Continued From page 17 - ~|ros2 e

(b)Proper care to minimize p‘r,es,s:ure» ulcers and
contractures and to promote the healing of ulcers:.
"I (c)Assistants in daily personal grooming éo-tha't
the resident is comfortable, clean, and neatas .
evidenced by freedom from body.odoér, cleaned

“and trimmed nails, and clean, neat and
well-groomed hair;

'(d) Protection from accident, injury, and 'i'nfectiori;v

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

(HEncouragement and assistance to:

] (1 )Get out of the bed-and dress or be dressed in.
his or her own clothing; and shoes or slippers, A
which shall be cleanand ingood repair, - ( - .~ ol

(2)Use the dining room if he o}r,éhe is able; and
(3)Participate in meaningful social and
recreational activities; with eating;

| (g)Prompt, unhurried assistance if e or she

| requires or request help with eating;
(h)Prescnbed adaptive self-help devices to assst

him or her in eating
mdependently,

(i)Assistance, if needed, wnth daily hygnene ,
_ mcludmg oral acre; and . o , | S -

)Prompt response to an actlvated call beII or call
-for help. e ER

This Statute is not met as evidenced by:

Teaith Regulatlon Administration
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| sufficient nursing time as evidenced by failure to:.

“ | assess the right lower extremity of one (1) &
|'resident whose right leg was in an immobilizer ..

| orders for one (1) resident; reweigh one (1)

| Based on observatlon staff mtennew and record
review for seven (7) of 10 sampled residents, it
was determined that facility staff failed to provnde

and who subsequently developed a Stage IlI

.| pressure ulcer, assess the resident for pain and &

administer pain medication during a wound
-treatment an'a’ia’éﬁi‘tely supervise the _reSIden_tc/
who had a fall and sustained a fracture to the
right femur; assess and-administer pain &
medication prior to a wound treatment and
dlscomuje a medication as per physician's

resident as per physician's orders; administer a

" tube feeding for one (1) resident per physmnan-s
-orders; use a cleansing agent for three (3)..~0\ "%
residents during wound treatments as ordere by -
the physician; and administer medications to two

- (2) residents as ordered by the physician. - g\
.ReSIdents #1, 7 2,3,9, JH1and JH2. -

| the resident for pain dunng a wound treatment

| extremity. of Resident #1 whose right leg was.in

| on March 20, 2007 at approximately 2:25 PM a . |
dressing change was observed on the right leg of-

The findings include:

1. Facility staff failed to assess the right Iower o
“extremity of Resident #1 whose right Ieg was in
an immobilizer and who subsequently developed
a Stage i pressure ulcer; assess and medicate

and adequately supervise the resident who had a:
fall and sustained a fracture to the right femur.

A Facmty staff failed to assess the nght Iower

an immobilizer and who subsequently developed
a Stage Il pressure ulcer.

Iea’lt‘ﬁ_ Regd
iTATE FORM
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A Staﬁ' now assessing resident’s leg '
"and documenting in medical ] :
: reco_;d. Doctor’s orders have beem . . ‘ 032907 |
e claqﬁed. L e
2 |
L No othér remdents have mmobﬂizers. . B
: : sbeled. . [03/29/07
'3 DONor designee will audit nursing S f
" . assessments-of residents w1th ' | i
immobilizers.
S DONordemgnecwﬂlmspect e |
S trcatmentcart to ensure no relabelmg : 05/06/07 |
L T on-gomg |
- 4 DONor designee wﬁl report to QA . 3 :
' -Committes on immobilizer and treatment}. - ]
cart audlt outcomes. - {DS/06f07
on-going . -
':BQ"?Q-“ If continuation.shest 19.of 36
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Resident #1. Durmg the observatnon the
treatment nurse [Employee #6] explained that the
‘pressure ulcer was the result of pressure from an

|mmob|I|zer o B

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 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 immobitizer.

According to a nurse's note dated January 11,
2007 at 5:02 PM, " Resident left unit for ortho N
appointment. Returned to unit and new orders . ' ]
_ | were given. Orders were transcribed and faxed
‘to pharmacy. (1) Follow.up 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]. 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.-1‘ 8, - - _ _
~ |-2007 at 6:00 AM, "...Remain right leg immobilizer-| .. - _ ' : . .
| intact. Same condition.” : - L

=7 | "Weekly Ulcer Assessment " was initiated for
-the right lateral leg on January 18, 2007. ’

gaTth Regu ation Administration - . - V
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- The wound was descnbed as an acqunred
(developed in the facility) Stage Ill, 10 cm x- 9cm,
, 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 leg prior to the .
identification of the Stage llI pressure ulcer on
January 18, 2007.

On March 21, 2007 at approximately 3:00 PM, a
face-to-face interview was coriducted 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 ,
something, they follow up with it by telling a
nurse. When we observed the wound, it was .
late. When she went out they saiditwas - ' _ e '
infected."” ; T

| The facility staff failed to assess the resident's

} | skin under the immobilizer which subsequently

" | resulted in the development of a pressure uicer’
which was initially observed and identified as a
‘| Stage NI pressure ulcer. The record was’
‘reviewed on March 20, 2007.

| B. AStage IV (post debridement) wound _
- | treatment to the right lower leg was observed on-
| March 20, 2007 atg_EZ_TS'PM‘ The resident . - -
| moaned and jerked throughout the treatment -
when the right leg was touched. The treatment
| nurse [Employee #6] failed to stop the. treatment
-| and assess the reS|dent for pain.

"1 A physician's s order dated February 1 6 2007 [
directed, "Oxycodone 10 mg orally every 4 hours
" as needed for pain.'

iealth | Regulatlon Admmlstratron :
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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 cond ucted with
: Employee #6 at the time of the wound treatment.
He/she stated, [Resudent] had received ' |
somethlng for pain about 45 minutes ago." o
'| According to the March 2007 Medlcatlon ;‘1 B :
Adm.lmztrgnoncRetgo‘r‘%(MAIT)g t(;mg/r\eﬁndenhtn o This residenit will be assessed and
received OxyContin 40mg at 9: on Mar
20, 2007. There was no evidence that additional : 8“’?‘? pain meds one.hour _before
pain medication was admmlstered pnor to the ;WOllIld care. Nurse will complete
| wound treatment. | *& document a pain assessment
prior to, and during wound care.
. ‘The care plan was reviewed and failed to include If resident exhibits pain, _ ‘
k ~approaches and goals related to pain related to | 33007
the Stage IV pressure ulcer to the right lower leg.. ) AR
m*"'f%mmg%gh&wmmmw%&h;ﬁ;mum 2. T
‘was assessed prior to and during the wound
treatment. There was no-evidence that additional _AH residents receiving pain meds:
pain medication was administered prior to or . Emor to treatments have been ,
during the wound treatment in response to the ‘| Ireviewed to ens N | .
| resident's discomfort. The record was reviewed I &or do cumentautfe proper care P 3/6/07 .
| March 20, 2007. on. R =
' : 3. Dmmm of Nursing will auth care to - 5/6/07 &
| C.. Facility staff falled to adequately sug'_rwse the | ensure & / or documentation. . Oh-going
-“;mwmmWthahMWydeWEEMam ' o o o o
| subsequently fell and sustained a fracture to the
| right femur.. : S -
S ' , A . 4. ' .
| A nurse's note dated December 19,2006 at - DON or designee will report to
I11:35 PM. indicatfed. "At 1 1:([)2 Pl\g ‘n;:rse heard a | QA Committee on outcomes
Joud cry coming from room [number] as - . any
medications were being prepared. Nurse went to e O.f aud.lts Q_f pamn meds an§1 y oo
|- room and noted-resident lying on bath room floor. [ —— | other issues DON determines are
Resident was crunched in the bathroom corner - relevant to quality care.
crying and saying that [he/she] was'in a lot of ‘ :

ealth Regulation Administration
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pam Resndent was assessed from head to toe. '
No LOC (Loss of Cénsciousness). Unable to
perform ROM (Range of Motion) due to pain.
" | Vitals were-Temperature.(T).98.3, Puise (P) 77,
Respirations (R) 28, and (Blood Pressure) B/P
| 211/96. Pulse ox (oximetry) 97% R/A (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. ¢ plan for res1dgr;\#l
[name] was made aware and stated that resndent_ - refv:sed with new approaches
should go to the emergency room (ER) to ruie out 4 s fall /28/07
fracture or concussion. Resident left unit'at 11:26 1o prevents lafis. 228007 -
PM: Sister [name] responsible party made aware. f ‘ '
_ .(2)Care plans for all the residents ;
According to the annual Minimum Data Set i with history of falls were - ‘
(MDS) signed and dated October 6, 2006, at “reviewed to determine if new
‘Section G, "Physical Functioning and Structural- ; were : ,
Problems”, walk in room/ corridor was coded "1" ;approaches were required. 3/30/07
for supervision and Toilet use was coded for "3" : N
extensive assistance. Section J, "Accidents", was | o . . ;
coded for "Fell past 31-180 days". ' (3)Director of Nursing , i
o : ' ' . . 'will review plans at care plan’
A physician's note dated December 29, 2006 - meeting to ensure any resident with |
indicated, " 85 year old...resident at the Long. ~ : history of falls has been reviewed. 5/06/07 |
Term Care [name] who had sustained a fall and l “on gomg
fractured right lower femur. Pt. (patient) is S/P S B
| (status post) ORIF (Open reduction and.internal _' . .
fixation). [Resident] is transferred back here for I(g)D_uector._(;f Nursmg _orA
| rehab, (Rehabilitation)... Pt. was ambulatory -+ designee will report to Q o
before with walker [he/she] says [he/she] had - Committee on care plan_
pain but the current regimen is helping. status re: falls. ey 5_/(16_/22
[Resident] denies dyspnea. [Resident] says A lon gomg
[he/she] knows [he/she] is better. Patient has
functional decline and back for rehab. " e
+@n'March 20, 2007 at approxumately 2:30 PM, a
face-to-face interview was conducted with the -
resident who indicated that [he/she] remembered .
iealth Regulaﬂon Admlmstrahon .
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i 3 A o

| stumbled back, fell and was unable to get up

.| summoned me to the room. CNA reported that

| 911 to rule out a fracture. The resident was sent

I these falls. .

' October 16, 2006. There was no evidence that
| the-care plan was revised to include additional

. Facnhty staff failed to provide adequate

Lo52

-Continued From page 23 _ . ] . S

going-to the bathroom, was standmg at the smk
washing his/her face in preparation for bed,

W|thout help

On March 22, 2007 at approxnmately 4:50 PM at
a fac_e-to-face intérview was conducted with
-Employee #9, who indicated, "I was here the .
day of the incident. The resident was in the
bathroom. A CNA (Certified Nurse Aide)

the resident was on the floor. | went to the
"bathroom and noted the resident on the bathroom
floor. | assessed her by dong ROM to [his/her]
extremities. [She/he] did not tolerate ROM to the
right leg because it hurt. MD on call was notified.
[Resident] was medicated for. pain. The doctor
gave an order to send the resident to the ER via

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 wnth

The care plan entitled "Falls" was |n|t|ated August
14, 2004 and last reviewed by facility staff on

goais and approaches to prevent falls after the

| aforementioned falls. N

supervision for Resident #1 with a history of falls.
who subsequently fell and sustained a fracture to
the right femur. The record was reviewed on

fealth Regu
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| to the dressing change.
responsibility. for administering medications both

| Roxanol

Continued. From page 24

Marc_h 20, 2007.

'2. Facility staff failed tdas,'sess 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 résident was moaning,
groaning, and saying "ouch." Employee #6 failed
to assess. the resident for pain. pnor to initiating
‘the wound treatment.

The wound treatment for a Stage IV sacral
_preséure 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 histher 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 resndent s pain.

A face-to-face mtervuew was conducted with the
treatment nurse on March 21, 2007 at

: approxnmately 1:35 PM. He/she stated, " The

resident was administered pain. medlc_atlc'm prior
" However, the

scheduled ang as needed medication was

-{ assigned to another nurse [medication nurse].

' l'rimélvphystcra‘n s orders dated and signed

January 4, 2007 and renewed February 8, 2007 .

 directed: the following:

' "Acetamlnophen 500 mg i (two) caps (1000 mg)
po (orally) TID (three times daily) for pain.

for-pain?

| The March 2007 MAR lacked evidence that paih

5 mg po every 4 hours PRN (as needed) | -

Los2.

i responsible for wound care will
_nadmlmster pain med.

- B Nursing staff will cons1stent1y , !
_ 1& adequately assess & medicate& ' ;
./document for resident #7
ISee above. '

- 2. All residents recelvmg paiti meds pnor tq
. treatments, all residents with discontinued

"meds, all residents with orders for splints,
& one resident on G-Tube feeding have

3 Director of Nursing will audit care to
ensure &/ or documentation.

4 Director or Nursmg or Demgnee w111
* report to QA Committee on ontcomes of
~ audits of pain meds, discontinued meds,
; spllnts—G Tube feedings, & atiy other

Satth Regu

ation Administration
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| ::'wound care. If resident exhibits pain, .
' nurse will stop treatment, notify
} _5|phys1c1an, obtain pa.m med order &

,E‘ documentatlon

BO4Q11

piven pain med 1 houi befone wound
icare. Nurse will complete & document
pain assessment prior to, & during

i medicate resident prior to resuming -
wound care. Nurse(Treatment Nurse)

3/33/07 |
l

: 5/6/07 &'
on-going:

‘been reviewed to ensure proper care & for
, 5/6/07

5/6/07 &
- oh-going

{issues ‘Director of Nurs% dotermines
“are relcvant to' qaxahty@m
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| medication was administered from March 1 '
through the 21, 2007.
| A faice-to-face interview was conducted with the -
Director of Nursing on'March 21, 2007 at
approximately 2:20 PM. He/she acknowledged
that the March 2007 MAR lacked evidence that
the resident was administered pain medication
prior to the dressing change This record was _
E 'revrewed March 21, 2007. -
| 3. Facility staff failed to reweigh Resrdent #2 as )
_ ordered by the phy5|c|an 3.
: . 1. Recordl i > resi
_A review of Resrden‘t- #2' s_ interim order form was everrrev::ikgide;:gence res 1dent L
dated March 13, 2007 at 7:00 AM revealed the reported weight pain. er previously B |
| following order, " Weigh resident to verify weight eported weight gain. No edema. No | :
status. (He/she has had significant werght gain negative outcome. Patient discharged | 5/6/67
7.8% [one] month). " to home on 4/1/07 in much 1mproved o7 _
: condition. '
1A review of the resident's weight record, nurses' 2.All re81dents’ welghts have been f
notes, and nutritional progress notes lacked réviewed t6 ensure no similar |
g\r/(lj(legge that.the resident was reweighed as | | ;lrt:::ro: a:':l;dts al:i dto ensurc.propcr _ I’ |l
; ! o i
‘ |  cal - I documentation. 1 s/6/07
A face to face mtervrew was conducted with the - \ r VAR R S S I B
. | Director of Nursing on March-21, 2007 at 1:20 3.DON or designee will audit care to il s/6/07 &
| PM.-He/she acknowledged that there was no Clistre proper cars &J/or documentation. | on-going
y _evndence that the resident was reweighed as {
ordered. This record was revrewed March 20, 4. DON or designee will report to QA
2007 Commlttee on outcomes of weight
- : _ audits and any other issies DON
4. Facility staff failed to follow physician's orders detenmnes are relevant to quality | PP
regarding Resident #3's G-tube (gastrostomy care. - _ 5/6)_!_.97 &_:’
N tube) feedings. SR ' 1| oB-going |
{ A. Facility staff, falled to follow physician's orders
| regarding Resident #3's G-tube (gastrostomy
| tube) feedings
{ealth Reg.u ation Administration I g
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“The resident was observed lying in bed with
- | his/her G-tube connected to a feeding pump on
‘| March 21, 2007 at 10:00 AM, 11:00 AM and
112:00 PM. The feeding pump was tumed off and

there was no enteral feeding in the attached bag.

A physucnan s order dated February 7, 2007, "

Resource Diabetic via g-tube at 50-mis/ hr x 20

hrs or untll total volume has been delivered. "
| According to the March 2007 Treatment . : _

Administration Record (TAR), the facility had vy : ~ o

designated that the tube feeding would be " down w41 lon 3/21/07 G Tube feeding was

" (stopped) at 12:00 AM.and " up" (started) at | nt given at times on TAR. No

4:00 AM. 'pegative outcome. Proper times will be :
. = _ - foltowed. 3/29/07-
| 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. } 2. No other residents on G-Tube feedings.

- ' N o ‘| Adresidents on G-Tube feedingsinthe |5

According to the MDS completed January 8, Future will be reviewed to ensure proper K

2007, in Section K, " Oral/Nutritional Status, " do ta B :
| 'the resident received 100% of his/her nutrition via care &for curmen uon il S/6/ 07,_ g

‘tube feedings. | _

A face-to-face interview with the medication '3, Director of Nugsing will. aud1t careto |- 5/6/07 &
| nurse [Employee #3] was conducted on March . , ?ensure & / or documentauon _ on-going
t| 21, 2007 at 2:00 PM. He/she stated, " | hung the an _ ) ‘

tube feeding at 12:30. PM. The new bag should -

‘have been hung at 4 AM. " -

There was no evidence in the record that the . 4. DON os des1gnee will reportto QA -

resident experienced any untoward effects. - | Cemmittee on outcomes of G-Tube audits | .

 Although it was documented on the Treatment | & any other issues DON determines are W &.;

' Administration Record that the-tube feeding was relevant to quahty care. J on-going|

administered at 4:00 AM, through interview and oo

observation, it was.determined that the tube

feeding was administered at12: 30 PM.

5. During wound treatment observations for
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| Continued From page 27 .
Residents #1, 7 and g, the treatment nurse

——

A wound treatment for Resrdent #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 safine solution and apply Hydrogel and

| cover with gauze daily.

order dated March 5, 2007 directed, Cleanse -

| sacral ulcer Stage IV with normial saline solution
| and apply Hydrogel. Cover with 4-x 4 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 so|ution

' The treatment nurse used a cleansmg solution

contained in a bottle with white tape across the-.

- product name. The product name, "Carra Kienz",

was evident through the white tape. There was

| no writing on the white tape

. .A face-to-face mtervuew was conducted with the

treatment nurse at the time. of the wound
observation. He/she was asked if Carra Klenz
was the same as normal salme solution. The
nurse replied, "No, theyare different. | poured’

. ‘normal saline into this bottle, so that | could use

' ‘| contents of the spray ]
solutlon S

-the spray. That's why-l- put the tape over the
Carra Klenz." There was no evrdence that the
- was ‘normal s_al_lne

6 Facrllty staff I|censed nurses falled to

. | [Employee #6] failed to use a cleansing agent as | .
per the physrcran s order '

| A wound treatment for Resident,#? was observed |
on March 21, 2007 at 1:30 PM. A physician’s '

L 052

’ 3‘ Mo other bottles have been relabelcd.

3 DON or deSIgnee will audit nursing

* DONor deslgnec will inspect .
. lreatment cart t0 ensure no relabelmg

Bottle contaimng normal Sa:lme
( With old label covcred) was
.discarded.

. assessments of residents with
immobilizers.

: DON o designee will report to QA
- Committee o immoblhzcr and’ trezrtment

05/06/07 -

‘on-going:

05/06/07

-cart audxt wtsemes. :

| on-going

iealth Regu
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(XS)

| Spiriva was to be admmlstered at 9:00 AM.

A face-to-face mtennew was conducted wn(h the ,

medication nurse on March 21, 2007 at

' Pass Comphance

X4) ID
' F(>RE)F|x (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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o LA652 Continued From page 28 7 o - L052 o L .
| administer medication to two (2) res1dents as

-ordered by the physician.

‘A. On TUe_'s,day, March 20, 2007, the medication |

nurse [Employee #5] was observed administering _

medications to Resident JH1 at approxmately {

9:00 AM. After the medication pass, the ’

physician's orders were checked. It was

discovered that the medication nurse

administered three (3) of six (6) ordered .

_medications to resident JHT for 9:00 AM. The

resident received one tablet of Lisinopril 2.5 mg : Yo

and Prandin 0. 5 mg -and two tablets of Flomax 1 A Patient now rccezvmg correct

0.4mg. Imeds ‘New Nurse #5 tmmed in med

According to the physician's orders, Resident JH1 .pass 3/23/07

“was ordered Aggrenox one tablet, Toprol XL 50 L

mg and Lovenox 40 mg. The Medication _ ‘B Patient now receiving inhaler

Administration Record (MAR) indicated that the {medications as ordered. Nurse #3 :
medications were to be administered at 9:00 AM. *tra:med in med pass. 3/23/07
However, the medication nurse was not observed

_ administering the aforementloned medlcatlons 2 All MARS rcv1ewed to ensure e
.| during the medication pass.

: ' ‘all patients receiving proper meds.

A face-to-face interview was conduicted with the | Competency test will be givento all  |4/19/07 &
DON on March 20, 2007 at approximately11:30 -.med nurses. - on-going
AM. He/she explained that the nurse started less i ' _

thana week ago. . 13, D1rector of Nursing or Designee

‘monitor med pass compliance.

B. On Wednesday, March 21, 2007 at 1%

" | approximately 9:15 AM the mechatlon nurse : {Pharmacy will schedule med pass 5/6/07 &
[Employee #3] was observed administering g |observations/ training, on-going |
medications to Resident JH2. Spmva inhaler was - o .
not administered to Resident JH2. The physician _ 4 Dlrector of Nursing or Designee ,

' s order read, " Spiriva 18mcg w/handihaler one | will report to QA Commmee onMed |5/6/07 &} |
puff qd for COPD "". According to the MAR, '

on-going | |
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.. L 052} Continued From _page 29 L - | LO52- ] _
- approximately 11:00 AM. The medication nurse g T '
stated that he/she did not know that the inhaler { 1. Employee counseled regarding the |
was to be glven A { importance of washmg/samuzmg bands -
‘ ' | between med passes. - 32307 :
L 091| 3217.6 Nursing Facilities L 091 E | , . |
. o o ‘ ! 2. All licensed staff m—servmed on
TheInfection Control Committee shall ensure + importapce of washing/sanitizing
that infection control policies and procedures are | between med passes. Director of
implemented and shall ensure that environmental .| Nursing observed staff to ensure’
services, including housekeeplng pest control, . improper technique was isolated.
laundry, and linen supply are in accordance with -  Sanitizing product will be kept on
the requirements of this chapter. - . . med cart. 3/30/07
This Statute is not met as evidenced by: ‘
Based on observations during wound treatments ,' . . . . '
and the environmental tour, it was determined 1 3. Director of Nursing will monitor ;
that proper procedures were not followed to | staff to ensure med passes are proper. |
control the spread of communicable diseases as - Pharmacy called to observe/train 13/30/07 & |
evidenced by: failure of the medication nurse to - staff for proper med pass technique. | on going
wash hisfher hands after contact with two - : » L o
residents and closed boxes and opened - 4, Director of Nursing or Designee
packages were stored on the clean linen room will report t6 QA Commlttee/on med, |3/30/07 &
floor. This observation was made in the observahon outcome. b on voin Ny
presence of the Administrator and the Director of - ongomg
- ‘Envnronmental Services. : . |
1 Boxes wetre plcked up off carpet
The fi ndlngs |nclude & placed on shelf 3/22/07
1. The medication.nurse [Employee #5] failed to ‘
wash his/her hands after contact with two (2). 2. All Supp Iy areas were mspected i
resadents during medication pass. o ensure no other boxes wete on o
. - “the floor. - 3/22/07 |
‘ On March 20 2007 at approxmately 9 30 AM, '
while observing the medication pass, the 3 Dlrector of Housakeepmg W1ll
.| medication nurse [Employee #] did not wash or mspect supply areas to-ensure all .
sanitize his/her hands before or after : -boxes are off the ﬂoor & wili '516/07 &
administering medlcatlon to Resudents JH1 and record in unit Iog box. : | on going
e : A Housek 1 5/6/07 &
2. Closed boxes and opened packages of pads, to Q A C" m“ itte P o ae 0 fau dlts op going

diapers and washcloths were stored on the floor _
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| L 091/ Continued From | page 30 L 091
1 in the clean Ilnen room on the second ﬂoor in six
(6) of six (6) boxes/packages observed at 2: 30
PM on March 20, 2007. _
The above observation was acknowledged by the
Director of Environmental Servuces and the
: Admmlstrator o
'L 099 3219.1 Nursing Fac_ilities L0099
Food and drink shall be clean, wholesome, free - i 1 ' A
from spoilage, safe for human consumption, and 1 Can openers cieaned & sanitized. 3/22/07
'| served in accordance with the requirements set’ : =
forth in Title 23, Subtitle B, D. C. Municipal
Reguiations (DCMR), Chapter 24 through 40. _
This Statute is not met as evidenced by: " .
Based on observations during the sun/ey period, :2. Dishwasher slats cleaned ' ,'
it was determined that dietary services were not - ;& sanitized. 3/22/07 :
adequate to ensure that foods were prepared and P
| served in a safe and sanitary manner as ‘ |
| evidenced by: soiled can -openers, dishwasher 3 Hotel pans cleaned, sanitized o
slats, hotel pans, sheet pans, chinaware, dead . ‘& air dried. 1 31221071
insects (roaches) on a shelf, unlabeled food in - e .
the refrigerator, cleaning equipment stored on the
floor, marred and damaged wa_lls and exit doors, i
| and temperatures in the main kitchen and second o o
‘| floor serving area were 86 degrees Fahrenheit 4. Sheet pans cleaned, sanitized o
(F). These observations were made on March & air dried. . 3/22/07
20, 2007 between 8:45 AM and 3:30 PM and : '
' observed by the Food Servuce Director. - 5 Chmaware clcaned samtlzed L .
o . & air dned : - 3/22/07 .-
The findings ln'clu_de: o
1. Can openers in the salad and cook 's.
preparation areas were soiled on the cutting 6 Two dead roachcs removed
edges with food debris and metal shavings in two . A]l food removed & all'shelf -
(2) of two (2) can openers observed» _ . urfaccs in cablfwt cleaneé, 3/22/07
2. Sats on the clean and soued side of the 7 All food itotms dis | 322/07:
dishwasher were observed. sonled with food debris B
{ealth Regulation Administration R
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L 099| Continued From page 31 o - L099 |
and mineral deposits. -
3. 14 of 16 hotel pans size 14" x24" x2" and ST S : l .
seven (7) of 11 hotel pans size 14" x6" x 10" 18_All mop, b -y . L
| (deep),were observed soiled with grease, food il ans properly m%m. s ' :
debris and stored wet and ree;jy for reuee. closet floor cleaned. - 3/22/07
4. 17 of 19 sheet pans were observed soiled with
grease and stored wet and ready for reuse. Lo . i
. R 9. Baseboard tiles on 2 walls
| 5. Chinaware was observed soiled with food _ ?’replaced. : 5/6/07
debris after being washed as follows: five (5) of |
five'(5) salad preparation bowls, 16 of 26 soup i _ _
bowis, and six (5) of 11 plates. 110.Exit doors in rear of kitchen ,
‘ repaired & painted. ;
6. Two (2) dead insects (roaches) were observed k P pa SI60T
on the shelf surfaces in the stainless steel cabinet , !
| in the cook ' s preparation area. . ) .-
in t e.c ° prep A _ :11.Director of Maintenance seeking
7. Unlabeled sliced fruit, bread, and salads were ‘proposals for air supply vents. When
stored in the refrigerator in three (3) of six (6) airconditioning is on, the temperature o
food items observed.. should be correct. 5/6/07 .
8. Cleaning equipment such as mops, brooms. §2..A11 other food service areas.
and dustpans were stored on the floor of the inspected to ensure some conditions | ;
janitorial closet'in the main kitchen. The concrete do not exist elsewhere 4/13/07
fioor was soiled and uneven in oné (1) of one (1 B o e AR
-| janitorial closet observed. - - o 3. Food Service Director er |
9. Walls in the pot and pan Wash' area and the Designee will inspect all food service
area near the juice dispenser were marred and - Areas monthly to ensure compliance
damaged with missing baseboard tlles in two (2) & prevent recurrence ofabove R
| of two (2) walls observed. : conditions. - - : 5/6/07
. o : . L on going|
10. Exit doors in the rear of the kitchen were 4. Food Service Director or Designee .
marred and damaged in three (3) of three (3) exit’ will report to QA\ Oemmmee on
doors observed inspaclians guloomigs - o 5 /6 /07
| 11. Temperatures in the main kltchen and the ~ . |ongoing
. .| second floor servung area-were recorded at 86
l'ea‘lth Regu atlon Administration i
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L099| Continued From page 32 . | L0%9 B ]
degrees F [temperature range should be 71 - 81
degrees F]. Both areas lacked air supply vents.
_The aforementioned observations were
“acknowledgéd by the Food Service Director at
the time of the tour. \
L 163 3227.14 Nursing Facilities L1163

1 documents, it was determined that facility staff
| failed to complete the "Destruction of

| per facility policy:
| The findings include:

: per ‘facility poI|cy
| 22 DCMR 3227.14 stipulates, " Destmctlon of

Destructnon of controlled substances shall be
W|tnessed by two (2) licensed nurses and a
signed and dated notation shall be made in the
resident's medical record.

This Statute is not met.as evidenced by

“Based on staff interview and review.of

Discontinued Controlled [I-V- Substances" form as

Facility staff failed to complete the "Destruction of
Discontinued Controlled 1l-V Substances” form as

controlled substances shall be W|tnessed by two
(2) Ilcensed nurses... S

The facility * s policy and procedure, " Controlléd
Medication Disposal * section lIE:1 d: stlpulates

" The controlled dangerous substance- _
disposition form required by the Division of Drug
Control is completed each time controlled drugs
are destroyed. "  (3) The form must be signed by -
the nurse or pharmacist destroylng the drugs:and
a witness. The form must also include.the
method. of destruction and the date the drugs
were destroyed " (5) A copy. must be. sent to the

1. “Destruction. off Disconﬁn’iied
- Controlled II-V Substances” form '

_ is now being completed per facmty 5/06/07
' pollcy ' |

2. DON has audlted medxcatxon - |{5/06707
: destructlon system to erisure no -
. similar issues exist. - - . | o

3. DONor des1gnee will audit drug | 510607
destruct:on system'to ensure t6 énsure | on going
;Do snmlar issue recurs in the future. |

_____ 4 DON or des1gnee W111 report to
- QA Committee on results of drug on goirig.

dest.:ructxon aud1t

]
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| L1863 Continued Frompage 33 . e U S
Division of Drug Control " - :
On March 22, 2007, at approximately 10: 00 AM,
- |-the-" Destruction of Discontinued Controlled_ll-V -
' Substances " form was réquested. 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 Sulfate 20mg / ml for 30 ml. :
The policy-and forms were rewewed on March
20, 2007
L 168 3227._1 9 Nursing Facilities L168
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) o
| multi-dose vials and review of facility policy, it was It
| determined that facility staff failed to date and e ) Opened vials dzscarded
initial opened multi-dose medication vials, | | Opened vials labeled (dated & 1.
_ o : _ mmaled) _ _ 13723/07 ¢
The Aﬁndln‘g's include: S | ;
. S ' _ T i 2 All multldose v1als have been -
The facility * s policy and procedure, " Vials and | ichecked to assure opened vials are
Ampules of Injectable Medications * section . _ dated& mmaled. L 13/23/07
IA:3, stipulates, " The date opened and the I : s R
il of e st parscn ousobevalare ||| 3. DirstorofNusigorDesigmee |
label or on an accessory label affixed forthe ~ | | will inspeot vials monthly to.ensure | - - .
: - | -openvials are labelcd ( dated & , 55/6/07 &
purpose." ., N _ . .
, T o 1mt1a1ed) T feng gomg.
On March 20, 2007, at approxunately 10:45 AM, | - : . .
“during the inspection of the medication storage ..., -~ = 4, Director of Nursmg will report - S
area, fouir (4) of six (6) opened multi-dosevials | . = . to QA Committes regaxxhng vial 56107 & 1
were observed in the medication refrigerator - , : mspectwns outcomo foﬁ_g'biﬁg_,
- | without a date or initials of the person who | S o o L
lealth Regulation Admmlstration ] B R : . — .
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: , _ 095021 _ . 03/2212007
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE ’
SUNRISE AT THOMAS CIRCLE T S T o VENUE NW
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES _ D * PROVIDER'S PLAN OF CORRECTION x5
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- L 168 Continued From page 34 I Jr1e8. .. . ' -
opened the vnals
The medicati'on included:
1.7"Novolin-R Insulin  R4662612
2. Lantus Insulin ‘R4692293
3. Novolin-R Insulin = R4677044
4. Novolin-R Insulin-  R16922300
~ L'999 DC CODE L 999
Thls Statute is not met as.evidenced by:
Based on staff interview and review of personnel
records, it was determined that facility staff failed , S _ S
to obtain a criminal background check for two (2) ' 1. eyiminal back-ground check [
employees before the dafedf hire. : * results are now b eingg obtained 5
' The findings mclude prmr staff begin w °‘k‘ 3/271 |
. . { :
Facility staff failed to obtain a criminal 2. Staﬁ‘records hﬂw m wﬁcwe_t-l“ ST
background check for two.(2) employees before ‘1o ensure no other stafl began working ]
the date of hire.  without criminal background chiecks. |
According to the 22 District of Columbia D DON oeD eSIgp oe is mom;gnn/g
Municipal Regulations (DCMR), 4701.2 "Each ‘Dcswchoe ofstcont;mL A oo
facility shall obtain a criminal background check,  Controlled II-V Substances” form  [5/06/07
and shall either obtain or conduct a background per facility policy. ~-jon going
check before employing or using the contract :
services on an unlicensed person.” :
A.. The personnel record of the Director of - " 3. New QA tool developed and
Nursing (DON) [employee #1] revealed a hire o : department heads will be held
| date of February 26, 2007. A crimina} background ' N table foi Feporting issues
check was completed on March 23, 2007. The - a ctgun ‘AA Comi ep , 3 5]06/07 )
criminal background check did not reveal any - to the QA Comunittee. : ;
criminal convictions. . : on going |
"""" B. The personnel record of the licensed 4. QA Comhittee will be responsible 5/06/07-
| Registered Nurse (RN) [employee #2] revealed a | for monitorityg compliance . fon gomg
.. .| hire date of March 15, 2007. Acnmlnal ‘ S j .
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095021 . 03/22/2007

' NAME OF PROVIDER OR SUPPLIER

SUNRISE AT THOMAS CIRCLE

STREET ADDRESS, CITY, STATE, ZIP CODE

1330 MASSACHUSETTS AVENUE NW
WASHINGTON, DC 20005

PROVIDER'S PLAN OF CORRECTION

X4 1D SUMMARY STATEMENT OF DEFIC!ENCIES D _ 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL * PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) " TAG CROSS-REFERENCED TO THE APPROPRIATE " - DATE
' ‘ : DEFICIENCY)

- L999 Contmued From page 35 L 999

_ background check was completed on March 22
2007. The criminal background check d|d not
reveal any criminal convnctions

A face-to-face interview was conducted on March |
| 20, 2007 at 3:15 PM with the Human Resources
Representative. He/she stated, " The
background checks were not done for these -
employeés prior to hire." The records were
reviewed on March 20, 2007.
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