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L 000 Initial Comments L 000
A licensure survey was conducted on July 9 through
July 16, 2012. The deficiencies are based on
observation, record review, raesident and staff
interviews for 33 sampled residents. L001 A 3200.1 Nurslng Response:
. . 1. The resldent was not affected by the deficient 7112
L 001] 3200.1 Nursing Facilities L 001 praclice, The nurse was In-serviced 1:1 by the senior
charge nurse on how to praperly administer eye
Each nursing facility shall comply with the Act medications.
g y \ y ! 2. Other residents on the unit recelving eye medication 8/30/12
these nules and the requirements of 42 CFR Part will be observed to ensure eye medication is
483, Subpart B, Sections 483.1 to 483.75; Subpart administered per protocol. Admission orders will be
D, Sections 483.150 to 483.158; and Subpart E, Smoptlag;igof\?::nzyzyn;tiﬂ?gtggiges will be implemented | - 813012
SeC“Q" 48:_5'200_t0 483.206, all of WhICEh Sha”_ o to ensure the deficlent practice does not recur:
constitute licensing standards for nursing facilities in +  The Quatlty Nurse/Nursing Educator will
the District of Columbia. provide In-service education to nussing staff
This Statute is not met as evidenced by: with return demonstrations/competencies.
. Re-edug:ale staff to utilize the Sibtey Intranet
A. Based on observation, record review and staff for detailed information resources and
interview for one (1) of 33 sampled residents. it was g protacals for administering eye
deter min?d that facility Staf_f failed to adm:nister 4, The quality assurance process will be utilized to
ophthalmic solution according to professional malntain and sustain compliance. Tha findings will be
standards of care. Resident #310. presented at the Quarterly Quality Assurance
Committea mestings, starting 9/30/12.
5. This corrective action will be completed by 8/30/12 8/30/12
The findings include:
During a medication administration observation on
July 12, 2012 at approximately 11:15 AM, it was
determined that facility staff failed to administer
prescribed ophthalmic soluffon in accordance with
professional standards of practice.
Physician ' s orders dated July 8, 2012 directed the
administration of Alphagan ophthalmic solution, one
(1) drop In right eye lid [three times daily] for
Glaucoma.
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L 001 Continued From page 1 L 001

Employee #11 was observed administering eye
drops to Resident #310 on July 11, 2012 at
approximately 11: 15 AM. The employee instructed
the resident to look up with eyes open and turn
histher head to the right. Employee #11 proceeded
to open the container of ophthalmic solution;
removed the dropper; held the dropper ahove the
resident's right eye and instilled one drop into the
resident ' s eye. The resident was instructed
immediately to close his/her eyes,

A face-to-face interview was conducted on July 11,
2012 with Employees #2 and #11 regarding the
aforementioned observations, Employee #2
acknowledged that Employee #11 did not instill the
eye drop into Resident #310's right eye according to
facility's policy and professional standards of care.

The facllity ' s policy: Medical/Surgical- Instiliation of
Ophthalmic Medications into the Conjunctival Sac "
( no date indicated); stipulated: "With your
forefinger, gently pull down on the skin below the
lower lid until the internal conjuncliva forms a
pocket. "

According to the " 2008 Lippincott ' s Nursing
Procedure Manual, page 283 under " Medication
Administration, to instill eye drops...pull the lower lid
down to expose the conjunctival sac, have the
patient look up and away, then squeeze the
prescribed number of drops into the sagc,

Facility staff failed to administer eye drops in
accordance with accepted professional standards,

B. Based on observation, record review and staff
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L. 001 | Continued From page 2 L. 001 L001 B 3200.1 Nursing Response:
i . i . 1. There are no further corrections for resident # 711412
interview for one (1) of 33 sampled residents, it was 310. Resident #310 was discharged from the
determined that pharmacy staff failed to accurately facility. ‘ _
interpret a physician's order as evidenced by an 2. Other residents having the‘potentlal'to bel
inaccurate transcription of a prescribed ophthalmic %f;?&i!t?g dbgpigs :m;;iﬁcé‘;";g;;gc:l;'f" be
solution ontq the Medication Administration Record reviswing eye drop orders from the physician
[MAR]. Resident #310 order sheet to the E-MAR
3. The following systemic changes will be 8/30/12
The findings include: implemented to ensure this deficient practics
does not recur:
» Staff will be re-educated on the
. ced C L appropriate method to review the E-MAR
Accordlqg tc'>| the fgcmty s policy; Medrcatron_ Order and to verify all orders with physicians.
Processing ", Policy Number 3.6, Date Effective: *  Staff will be re-educated on following the
056/2008; V- Procedures stipulates: " Pharmacists process for the 24 hr chart check and the
review all medication orders received for two nurse verification process. .
completeness, appropriateness and safety (patient, . Q“a“tst’ nurse “'g' fe'ed,ufatel pursing staff
indication, dose, route of administration and to °°F actt ﬁ' p.,.am;!ac'fh re zte o any
f Patient ' s medication profiles are duesdon or carlicatlon they have
requency). ) P Hes | regarding physician orders and to utilize
reviewed to check for therapeutic duplication, drug the fax to pharmacy clarification form.
interactions, incompatibilities and drug allergies. " 4. The quality assurance process will be utifized to
maintain and sustain compliance. The findings
will be presented at the Qua.rterly Quality
A physician ' s interim order dated July 8, 2012 at Q%%%azrfce Committee meatings, starting
19:50 (7:40 PM) dir eCte_d5 ! Alphggan Eye Drop- 1 5. This corrective action will be completed by 8/30/12
{one) drop to right eys tid (three times a day) for 8/30112,
Glaucoma. "
LO0t B 3200.1 Pharmacy Response:
1. The original order written for Alphagan on 7/1/12
\ . was for one drop daily to the left eye for glaucoma.
A review of the pre-printed MAR dated July 8, 2012 There was a modification crder taken as a verbal
read: Alphagan- 1 (one) drop [of ophthalmic] order by a nurse on 7/8/12 changing the frequency
solution left eye (3) three times per day at 10:00 to TiD. During this investigation it was determined
AM; 1400 [2:00 PM] and 1800 [6:00 PM]. that below the frequency change, the nurse wrote
RT and circled it. That piece was missed by the
. . , pharmacist when they updated the order, as they
A face-to-face interview was conducted W(th only saw the change in frequency and the RT was
Employee #10 on July 13, 2012 at approximately difficult to read. The order should have been
4:30 PM. He/she acknowledged that the eye which clarified with the physician prior to processing. As
the drop was to be instilled as recorded on the MAR ??102? 1328 tt?f phgrmacy was n?t!ge_d ?g this erronl' on
: i : imiop § , the order was corrected in the computer
was Inconsistent with the physician *s system to indicate it should be administered TID to
the right eye.
2. Audits will be conducted by the Assistant Director
of Pharmacy as outlined below in tem number 4 fo
assess if other orders that should have been
clarified were not.
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L 001} Continued From page 3 L 001 LOOT B 3200.1 Continued Pharmacy Response:
. . . \ 3. The pharmacist whe did not clarify the Alphagan 8/30/12
order. She/he identified the inconsistency as an order from 7/8/12 vill be counseled by 8/30/12. Al
error. pharmacists will be re-educated on the departmental
policy requiring order clarification by 8/30/12.
. : Addilionally, an articte will be included in the Pharmacy
The clinical record was reviewed on July 13, 2012. Newisleller to be published by 8/30/12 reiterating the
importance and the requirement that unclear orders he
clarified by the pharmacist before being processed,
4. The Assistant Director of Pharmacy will randomly
L. 051} 3210.4 Nursing Facilities L. 051 audit 30 charts per quarter beginning September 1,
2012, following the reeducation of all pharmacists, and
. continuing until June, 2013. A compliance rate of 90%
A charge nurse shalf be responsible for the will be expected. Any identified non-compliance il
following: precipitate the counseling of the involved pharmacist(s)
by the Assistant Director of Pharmacy. This plan will be
: ; ; ol ; incorporated inte the Pharmacy Quality Assurance
(a)ci;.ﬂaking dallly l'ets ldentc:f{Sltsl to asst.e ss physical Program and results will be reported to the Hospital's
an gmotlonq stg us and implementing any Quality Council on a quarterly basis through June,
required nursing intervention; 2013, -
§. This corrective action will be completed by 8/30/12. 8/30M2

(b)Reviewing medication records for completeness,
accuracy in the franscription 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;

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

(e)Supervising and evaluating each nursing
employee on the unit; and

(fiKeeping the Director of Nursing Services or his or
her designee informed about the status of residents.
This Statute is not met as evidenced by:

Based on observations, record review and interview
for three (3} of 33 sampled residents, it was
determined that the charge nurse failed to develop
care plans to manage one (1) resident
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2. The charge nurse failed to initiate a care plan for
a psychotrople medication for Resident #309.

A review of the clinical record for Resident # 309
revealed that the resident was admitted to the
facility on June 25, 2012 with diagnoses of Status
Post Incision and Drainage of Right Elbow; Status
Post Right Elbow/Left Hand/Left

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (x5}
PREFIX | (FAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
L 051| Continued From page 4 L 051
LOS51 #1 and #2 3210.4 Nursing Response;
with a diagnosis of dehydration and one (1) resident N o _
recelving psychotropic medications. Residents #161 1, Fac;ht)( staff falifzd to initiate a satisfactory plan of 8/3112
care with objectives, goals, and approaches to
and 309.
address resldents with dehydration and use of
. \ . psychotropic medication. Although we recognize
The flndlngs include: this faflure, no further corrections are needed as
. o resident #309 was discharged on 8/3/12 and
1. The charge nurse failed to initiate a care plan resident #161 was discharged on 8/2/12.
with goals and interventions to manage dehydration 2. Al other resident care plans will be reviewed and
for Resident #1861, updated as indicated to reflect the usage of
psychotropic medications and residents with a
. .. _ diagnosis of dehydration.
A.rc'_’wew of the admission documer_ttat{on in the 3. Theg foltowing sysylemic changes will be 8/30/12
clinical record revealed that the resident was implemented 1o ensure that the same deficient
admitted to the facility with a diagnosis of practice will not foour. .
Dehydration on February 4, 2012. A review of the *  The interdisciplinary Care Tear wil review
L. - . the care plansfproblem lists at meetings to
admission Minimum Data Set (MDS) with an monitor compliance and update as needed.
Assessment Reference Date (ARD) of February 11, + The Quality Nurse will review an article on
2012 revealed that the MDS was coded for dehydration and the psychotropic medication
dehydration list/audit too! with the nursing staff to
! enhance staff knowledge.
. . *  The Quality Nurse will re-educate the nursing
Further review of the clinical record revealsd a staff on the quality monitoring tool which was
problem list initiated on February 4, 2012 which div?!opeg lo etx)lhance lf;e awzreners]s.of
failed to Include dehydration as a problem. Review T nidia] rse;?defﬂwre planned on their
of the care plans in the record also failed tp reveal a +  MDS Coordinator will do care plan in-
care plan for the management of dehydration. servicing on overali care plan process,
which includes using the results of the
A face-to-face interview was conducted with 23?;;?:2;;&";‘@'3‘"; review and fovise
Employee #8 at approximate[y 11:00 AM on July 186, 4. The qualily assurance process will be utilized to
2012. The employee reviewed the care plans and maintain and sustain compliance. The findings will
acknowiedged the finding. The record was be presented at the Quarterly Quality Assurance
reviewed February 13. 2012 Commiltee meetings, starting 9/30/12.
eviewed on February 13, - 5. This cortective action vl be completed by 8130/12. | . 12
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Sufficient nursing time shall be given to each
resident to ensure that the resident
receives the following:

{a)Treatment, medications, diet and nutritional
supplements and fluids as prescribsd, and
rehabilitative nursing care as needed;

(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

(<4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EAGH CORRECTIVE ACTION $HOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
. L052 #1 3211.1 Nursing Response:
L 651| Continued From page 5 L 051

. s 1. Resident # 9, remains on the unit and there is no

Ankle ORIF {Open Redusticn and Internal Fixation), further evidence of a rashfaltered skin integrity at
this time.
An interim physician ' s order written July 5, 2012 2, Other resldents having the potential to be affected
: A fali o by the same deficlent practice will be identified

d'reaed' Valium 2mg po .(by mouth) daily, 20 " upon initial admissfon, nursing assessment, shift
minutes before PT (Physical Therapy) for spasms. assessment or resident self reporting

3. The following systemic changes will be 08/30/2012
Implemented:

\ . ¢ Re-educate the nursing staff on the
Review of the care p]ans on the recqrd falled to importance of monitoring and docurnenting
reveal a care plan with goals and objectives for the the stalus of the resident In the Elactronic
use of a psychotropic medication. Heaith Record and Care Plan.

* Re-inservice nursing staff that when resident
has an alleration fn skin integrity to
. . , offer/change linens to non-detergent linens
A face-to-face interview was conducted with or obtafn other medical interventions for
Employee #9 at approximately 4:00 PM on July 11, alleviation of symptoms.
2012. Hefshe acknowledged that the resident's *  Staffwill be instrucied to document the
d lacked f hotropi resident's response to the new infervention in
record lacked a care plan for a psychotropic the Electronic Health Record.
medication. The record was reviewed on July11, »  Nursing staff will notify the physiclan as to
2012. . whether the interventions are effective or to
obtain a new treatment,

4. The quality assurance process will be ufilized to
maintain and sustain compliance. The findings will
be presented at the Quarterly Quality Assurance
Commitiee meetings, starting 9/30/12.

5. This corrective action will be completed by 08/30/2012

L 0521 3211.1 Nursing Facilities L 052 83012,

Health Regulaticn & Licensing Administration

STATE FORM

[

SUVLT

If continuation sheet & of 20




PRINTED: 08/07/2012

FORM APPROVED
Health Regulation & Licensing Administration
STATEMENT OF DEFICIENGIES 1 DERISUPPLIERICLIA {X3) DATE SURVEY
AND PLAN OF CORREGCTION 1) lggg}?pfcxﬁo[\l NUMB?ELRi: (*2) MULTIPLE CONSTRUCTICN COMPLETED
A. BUILDING
B, WING
HFDQ2-0026 07/16/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
5255 LOUGHBORO ROAD Nw
SIBLEY MEM HOSP RENAISSANCE WASHINGTON, DC 20016
X4 D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATCRY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY)
L 052 | Continued From page 6 L 052 L052 #2a 32111 Nursing Response;
evidenced by freedom from body odor, cleaned and 1. There are no further corrections for resident ¢ | 07/11/2012
trimmed nails, and clean, neat and well-groomed 310. Resident #310 was discharged from the
hair; facility.

2. Other residents having the potential to be
affected by the same deficient practice will be
identified upon admission by nursing staff
reviewing eye drop orders from the physician

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

{e)Encouragement, assistance, and training in order shest to the E-MAR
self-care and group activities; 3. The following systemic changes will be . 083042012
implemented to ensure this deficient practice
: . does not recur:
ra a ssis :
(f)Encouragement and a tance to * Staff will be re-educated on the
e appropriate method to review the E-MAR
{1)Get out of thg bed and dress or bp dressed_ln his aﬁﬁ [opverify all orders with physicians.
or her own clothing; and shoes or slippers, which *  Staff will be re-educated on following the
shall be clean and in good repair; procass for the 24 hr chart check and the
two nurse verification process.
(2)Use the dining room if he or she is able; and *  Quality nurse will re-educate nursing staff

to contact the pharmacist related to any
question or clarification they have

(3)P§fticipa?e in n’]eaningful social and recreational regarding physician orders and to utilize
activities; with eating; the fax to phamacy clarification form,
4. The quality assurance pracess will be utilized to

(g)Prompt, unhurried assistance if he or she maintain and sustain compliance. The findings will

. . A be presented at the Quarterly Quality Assurance
requires or request help with eating; Committee meelings, starting 9/30/12.

. . . . 5. This corrective action will be completed by 8/30/2012

(h)Prescribed adaptive self-help devices to assist 8/3012,
him or her in eating
independently; LO52 #2a 3211.1 Pharmacy Response:

1. The original order written for Alphagan on 7/1/12

(DAssistance, if needed, with daily hygiene, was for one drop dally to the left eye for

including oral acre; and glaucoma. There was a modification order
taken as a verbal order by a nurse on 7/8/12

j)Prompt response to an activated call bell or call for changing the frequency to TID. During this

help. investigation it was determined that below the

frequency change, the nurse wrote RT and

. . . . circled it. That piecs was missed by the
This Statute is not met as evidenced by: pharmacist when they updated the order, as

they only saw the change in frequency and the
RT was difficult to read. The order should have
been clarified with the physician prior to

Based on observation, record review and staff ﬁg}‘;e?inf?&, A:rf::: a;ligz%h?rflf:zcg was

H i H H Hled o 15 n , fder was
Inter\get\vv fox.' {hge;'; (?)f Of‘l?':tS S?r?fpfl e‘? Ejet&dents’ It corrected in the computer system to indicate it
was de er_mlne _a a'0| ity sta _a' €d o ensure should be administered TiD to the right aye.
that sufficient nursing time was given to:

consistently monitor and document the status of
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regarding the "rash" assessed on the resident ' s
back on May 24, 2012, There was no
documentation to indicate the "rash " resolved.

An observation of the resident on July 13, 2012 at
approximately 10:00 AM lacked evidence of an
alteration in the integrity of his/her skin on the back [
“rash"].

A face-to-face interview was conducted with "
Employee #9 on July 13, 2012 at approximately
10:00 AM. She/he stated that the resident likely
sustained an adverse reaction to the linen. The
iaundry detergent used to clean linen is " harsh "
and " on occasion patients have a reaction to it
...when that happens, we separate their linen into a
separate receptacle and request the "
non-detergent " laundry. " Employee #9
acknowledged that the record lacked evidence of

830112,

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX | (FACH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENCY)
1. 052| Continued From page 7 L 052 2. Audits will be conducted by the Assistant
. . , Director of Pharmacy as outlinad below in Hem
one (1) resident that sustained episodes of frequent number 4 to assess if other orders that shoutd
laose howels; one (1) resident with altered skin have been clarified were not.
integrity and clarify physician * s orders and 3. The phammacist who did not clarify the Alphagan
administer sye drops in accordance with %ld;a ef;r?:; ;131'81 \.2-.~i ?f'r','ebi c;éll?sae[r:cc‘i gry: t?;‘gonz. 08/30/2012
prOf?SSI(mai standards for one (1) resident, departmental policy requiring order clarification
Residents #9, 310 and 316 by 8/30/12. Additionally, an article will be
included in the Phamacy Newsletter to be
The findings include: published by 8/30/12 reiterating the importance
and the requirement that unclear orders be
1. Facility staff failed to ensure that sufficient ;’g{'}gi‘i:g the pharmacist before being
nursing time was given to monitor and document 4. The Assistant Director of Pharmacy will
the status of Resident #¢ ' s altered skin integrity. randomly audit 30 charis per quarier beginning
September 1, 2012, following the reeducation of
A review of the clinical record for Resident #9 all pharmacists, and conlinuing untit June, 2013.
revealed the following nurse ' s entry on May 24 Q;ﬁﬁnﬁ‘;ﬂaﬁgﬁ_ﬁtﬁ],‘;ﬁfﬁ G‘:‘: \“:I'I'[' g;g’g’;&ﬁ?t‘te Any
2,0‘!2 at 450.1 AM'_ ,Sk'n not WNL [W'th_m normal counseling of the involved pharmacist(s) by the
limits], pertinent findings are as follows: Upper back Assistant Director of Pharmacy. This plan will
rash is disseminated pink; Precipitating factors: be incorporated into the Pharmacy Quality
linen. " Assurance Program and results will be reported
to the Hospital's Quality Council on a quarterly
: basis through June, 2013.
The record lacked any other documentation 5. This corrective action will be completed by 08/30/2012
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a.) During a medication administration observation
on July 12, 2012 at approximately 11:15 AM,
Employee #11 administered one (1) drop of
Alphagan eye drop into the right eye of Resident
#310.

Prior to the administration of the eye drop, at
approximately

10:00 AM, Employee #11 reviewed the physician 's
orders and Medication Administration Record [MAR]
and identified that the transcribed order observed
on the MAR did not correlate with the physician ' s
order, There was a variance in the eye to which the
drop was to be instilled.

The records were documented as follows:
Physician ' s interim order dated July 8, 2012: "
Alphagan Eye Drop- 1 [one] drop right eye tid [three
fimes a day] for Glaucoma. "

41D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN CF CORRECTION (X6)
PREFIX | ({EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
L052| Continued From page 8 L 052 L052 3211.1 2b Nursing Response:
an assessment of the [ " rash " ] alteration in skin .
integrity of the resident * s back subsequent to the - The esidom vias ot affecled by he Pt mninz
initial identification and lack of physician notification. senior charge nurse on how to properly administer
eya medications
i ; ; ; 2. Other residents on the unit recelving eye medication
Fac:lllty Staff fa"ted to e.nsureéh;t sufﬁcaenﬁlnurtsmg will be observed {o ensure eye medication is 8/30/12
ime was given to monitor and document the status administered per protocol. Admission orders viilt be
of an alteration in the integrity of the skin on monitored for eye medications.
Resident #9 ' s back, The nurse assessed the 3. The following systemic changes will be 81302
alteration as a "rash " and there was no evidence 'n";{"r‘fa'l’;’_’ted to ensure the deficient practice does
that the alteration resolved or that the physician was » The Quality Nurse/Nursing Educator wil
notified. The record was reviewed July 13, 2012. provide inservice education to nursing staff
with return demonstrations/competencies.
+ Re-educate staff to utilize the Sibley Infranet
- . - for detailed information resources and
2. Facility staff failed to ensure that sufficient nursing protocols for administering eye
nursing time was given to clarify physician ' s orders medications.
for the administration of eye drops (ophthalmic 4. The qu'aliiy gssurar_:ce proc]elass wﬂI?e u'gihégd to
solution) and failed to administer eye drops in L”;},“,‘:s’;,?{;d Z‘ﬁﬁi%‘;ﬁ"&’éﬂi”éi’;am?ié?ulﬁﬂiéw"
accordance with professional standards of care for Committee meetings, starting 9/30/12, 813012
Resident #310. 5. This corrective action will be completed by 8/30/12
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MAR July 2012:
A transcription entry dated July 8, 2012: Aiphagan
Eye Drop -1 drop left eve tid for Glaucoma. "

Employee #11 queried Resident #310 at
approximately 10:10 AM on July 12, 2012 regarding
the indication for the eye drops and which eye the
drop was to be instilled into; he/she responded, " it
is for my glaucoma and it goes in my right eye. "

At approximately 10: 15 AM on July 12, 2012
Employee #11 called the physician and pharmacy
for clarification of the physician ' s order . The
physician and pharmacist stated that the Alphagan
was to be given in the right eye three times a day.
The July 2012 Medication Administration Record
(MAR) revealed that licensed nurse ' s signed that
one (1) drop of Alphagan ophthalmic solution was
administered in the resident ' s left eye (3) three
times a day at 10:00 AM, 2:00 PM and 8:00 PM
from July 9 through 11, 2012,

There was no evidence that facility staff attempted
to clarify the discrepancy in the orders for the
Alphagan ophthalmic solution prior to the
Medication Pass observation conducted on July 12,
2012.

Licensed staff that signed the MAR indicating that
they administered Alphagan ophthalmic solution to
Resident #310 during the period July 9-12, 2012
were identified and interviewed as follows:

Face-to-face and telephonic interviews were
conducted with Employees #9, #11, #12, #13, and
#14 on July 12, 2012 at approximately 12

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLET
TAG CRLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY) E
DATE
L 052 Continued From page 9 L 052
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Noon and July 13, 2012 between the hours of 10
AM to 11 AM.

The employees were queried; " To which eye was
the Alphagan eye drop administered?" All of the
employees acknowledged that the Medication
Administration Record indicated to administer the
eye drop in the left eye.  However, " we knew that
the resident was competent and {he/she] knew
which eye the drop was to be instilled and also was
aware of the reason for its use. The eye drop was
administered in the right eye; however, we failed to
call the physiclan and pharmacy for clarification. *
The clinical record was reviewed on July 12, 2012.

Facility staff failed to ensure that sufficient nursing
time was given to clarify physician ' s orders for
administration of eye drops.

b.) During a medication administration obsearvation
on July 12, 2012 at approximately 11:15 AM, it was
determined that facifity staff failed to ensure that
sufficient nursing time was given to administer
prescribed ophthalmic solufion in accordance with
professional standards of practice.

Physician ' s orders dated July 8, 2012 directed the
administration of Alphagan ophthalmic solution, one
(1) drop in right eye tid [three times daily] for
Glaucoma,

Employee #11 was observed administering eye
drops to Resident #310 on July 11, 2012 at
approximately 11: 15 AM. The employee instructed
the resident to look up with eyes opan and turn
his/her head to the right. Employee #11
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L 052| Continued From page 11 L 052
. . LO052#3 3211.1 Nursing Response;
proceeded to open the container of aphthalmic 1. It has been reinforced with the nursing staff that 712112
solution; removed the dropper; held the dropper for any resident who sustaing episodes of loose stool,
above the resident's right eye and instilled one drop it will be documented in the bowel elimination
into the resident's eye. The resident was com;r);nent of the Activities of Daily Living (ADL)
. s . . Fecord.
instructed immediately to close his/her eyes. 2. Other residents having the potential to be affected
by the same deficient practice will be identified
through daily ADL record reviews and shift to shift
A face-to-face interview was conducted on July 11, reports . )
2012 with Employees #2 and #11 regarding the 3, The following systemic changes will be put into
aforementioned observations. Employee #2 place to ensure the deficient practice will not recur:
acknowledged that Employee #11 did not instill the *  Facility staff will be re-educated on the
eye drop into Resident #310's right eye according to importance of accurate documantation of
facility's policy and professional standards of care. findings onto the ADL records.
*  The Quality Nurse will continue to perform
The facility ' s policy: Medical/Surgical- Instillation of gﬁ”lfi‘;:;f"s of the ADL record to promot
Ophthalm_ic Medicatior}s into the"anjunctiva] Sac" . andﬁ]gs of ADL records will be presented
( no date indicated); stipulated: "With your to the facility staff in routine staff meetings
forefinger, gently pull down on the skin below the to identify problem areas (i.e.) missing
lower lid until the internal conjunctiva forms a documentation along with steps to prevent
pocket. " further occurrences.
*  MDS Coordinator will continue to provide
: : o .
According to the " 2006 Lippincolt ' s Nursing g‘,fge;}'g‘;eﬁa‘;?s’,* - documentation on an
Procedure Manual, page 283 under " Medication
Administration, to Instill eye drops...pull the lower lid 4. The quality assurance process will be utilized to
down to expose the conjunctival sac, have the bm«':lintain atnrélI sttra{;ainacorﬁplilanccle. Ixhi findings will
H e presented at the Quarter uall Ssurance
patient look up and away, then squeeze the Commitiee mectings, starting S/30/12.
prescribed number of drops into the sac. 5. This corrective action will be completed by 8/30/12|  8/30/12
Facility staff failed to ensure that sufficient nursing
time was given to administer eye drops in
accordance with accepted professional standards.
3. Facility staff failed to ensure that sufficient
nursing time was given to consistently monitor and
document the status of Rasident #316 who
sustained episodes of frequent loose bowels.
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A review of Resident #316 ' s clinical record
revealed the resident was admitted on July 6, 2012,
status post Leit Total Knee Arthroplasty (TKR).

A face-to-face interview was conducted with
Resident #9 on July 10, 2012 at approximately 9:15
AM. She/he verbalized that sthe was " so sick " on
the weekend foliowing his/her Friday admission,
The "sickness" was identified as " dfarrhea” and
" stomach cramps " after receiving a faxative.

A review of the Medication Administration Record
[MAR] for July 2012 revealed the resident's
medication regimen included Peri-Colace 1 tablet by
mouth twice daily and Senokot 2 tablets twice daily
for constipation. Each medication was administered
in accordance with physician ' s orders on Saturday,
July 7, 2012 at the scheduled administration times
of g AM and 9 PM respectively,

According to the interview conducted with Resident
#3186, episodes of loose bowels began shortly after
receiving the evening dosage of Peri-Colace and
Senokot. The resident described the episodes as "
frequent ™ and accompanied with abdominal
cramps. The physician was nofified greater than
eight (8) hours after the start of symptoms. The
nursing documentation lacked evidence of
assassment and consistent monitoring of the
resident ' s Gl (gastrointestinal) status.

A review of Resident #316 ' s ADL (activities of daily
living) record for July 7, 2012 revealed the resident
had seven (7} bowsl movements during the
evening/night shift [TPM - 7AM]. The ADL
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records for the number of bowel movements for the
dayfevening shift on July 8, 2012 were blank.

Nurse's progress notes dated July §, 2012 at 2:13
AM [evening/night shift for July 7, 2012] read " GI
WNL * (gastrointestinal system within normal limits)
Gl normal included: abdomen flat or rounded,
symmaetrical, soft and nontender; bowe! sounds
present in all quadrants and normoactive. Continent
of bowel and no anal or rectal problems reported.
Last bowel movement " July 7, 2012. "

Nurse ' s progress notes dated July 8, 2012 at 4:56
PMread: " Gl not WNL (within normal limits) had
multiple bowel movements today, soft, no foul odor
noted ...MD made aware and started on Lactinex
three times daily (a probiotic supplement used to
treat loose bowels). " The physician ' s telephone
order for Lactinex was dated July 8, 2012 at 10:30
AM [the resident ' s symptoms began at
approximately 11:00 PM on July 7, 2012],

Physician ' s telephone orders dated July 8, 2012 at
8:12 PM revealed the physician modified the
resident ' s medication regimen after being
contacted by the nurse, to incfude Zofran 4mg by
mouth every 4 hours as neaded for nausea and
Immodium 4mg by mouth every 4 hours as needed
for diarrhea.

The nurse ' s note dated July 9, 2012 at 3:22 AM
documented by Employee #19 read: " GI WNL. "
The MAR revealed Zofran and Immodium were
administered to the resident on the evening of July
8, 2012. However, there was no documented
evidence that the resident exhibited symptoms of
nausea and/or loose bowels to warrant the
administration of the prescribed

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D . o5y
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L 052 | Continued From page 13 L 052

Health Regulation & Licensing Administration

STATE FORM

==

SUVLIM

If continuation sheet 14 of 20




PRINTED: 08/07/2012
FORM APPROVED

Health Requlation & Licensing Administration
STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIER/CLIA {#3) DATE SURVEY
AND PLAN OF CORRECTION &h IDENTIFICATION NUMBER: (X2) MULTIPLE CONSTRUCTION COMPLETED
A. BUILDING
B. WING
HFD02-0026 07/16/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
62656 LOUGHEBORO ROAD NW
LEY MEM ANC
SIBLEY MEM HOSP RENAISSANCE WASHINGTON, DG 20016
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION 8
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
L 052 ] Continued From page 14 L 052

medication.

A face-to-face interview was conducted with
Employee #15 on July 12, 2012 at 9:00 AM. She/he
was assigned to Resident #9 during the night shift
on July 7, 2012. She/he stated that the resident
required assistance to ambulate to the bathroom
(post-op TKR) and a hed alarm was in place to alert
staff if the resldent attempted to ambulate without
assistance, S/he stated that the resident repeatedly
required assistance to go fo the bathroom to expel
loose bowels. She/he offered the resident cool
towels and lowered the thermostat in the room to
provide comfort because the resident complained
that it was " too hot. " The nurse was informed
regarding the frequent bowel movements.

A face-to-face interview was conducted with
Employee #16 on July 12, 2012 at 10:00 AM. Sihe
stated that Peri-Colace and Senokot were
administered to Resident #9 at approximately 10:00
PM on July 7, 2012 and the resident experienced
muitiple episodes of loose bowels and abdominal
cramping approximately an hour after receiving the
medications. Warm towels were offered to the
resident to manage the abdominal cramps. There
was no foul odor and the amount of stool expelied
was small, stating that " there was mostly
stimulation but not much passed in the toilet. * The
resident was alert and oriented x3 (time, person and
place) and very involved in his/her care
management. Employee #16 stated hefshe was
aware of approximately four (4) episodes of loose
bowels sustained by the resident and that between
the hours of 4-6 AM she/he was doing rounds and
was not aware of episodes that may have occurred
during those hours. The doctor was not notified
because the resident did not present symptoms that
would
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L 052 | Continued From page 15 L 052
warrant physician notification. The information was
passed to the oncoming shift. Employee #16
acknowledged that the nursing assessment
documented in the nurse ' s progress notes was not
consistent with the symptoms that the resident
sustained [G] WNL].
A face-to-face interview was conducted with
Employee #19 on July 13, 2012 at 9:00 AM. Sfhe
stated that the physician was called because the
resident verbalized that hefshe experienced nausea
and the previous shift reported that the resident had
loose bowels. Hefshe acknowledged that the
nursing shift sumemary lacked evidence of an
accurate assessment the resident * s G status. L099 3219.1 Nutrition Services Response:
The record lacked evidence that the resident 1. g’of.direct‘ im‘;?“ id?"‘!?fg tl° pa'tjingsdfmm the
. ericient practice of mi elng a egrees.
sugtamed an _untoward effect. There was no 2, Daily moﬁlloring by managen?entwill idgntify
evidence of signs and symptoms related to other patlents having the potential to be
dehydration or infection. affected by the same deficient practice.
3. Theinternal temperature of the walk-in cooler
Facility staff falled to ensure that sufficient nursing :‘;1"2 &ei’“t("i; "§§| é‘g‘;’f’:} :g 3gige%f:?§;°a gnsure
time was given tq accura}e]y aSSGSS‘ and line. In addition the integrnafgtemperature of tr{e
consistently monitor Resident #316 ' s Gl status reach-in cooler where the milk is stored during
once the resident experienced multiple episodes of meal service will be reduced to 38 degrees to
loose bowels. The record was reviewed July 12, ensure milk stays at the proper temperature. If
2012 the milk reaches 40 degrees or higher at
anytime, the milk will be placed on ice during
the meal service.
4. This practice will be monitored daily by
checking the walk-in cooler and reach-in
cooler termperatures daily. The temperatures
L 099 3219.1 Nursing Facllities 1099 will be recorded on a monthly log with the time
the temperature that was taken. In addition,
Food and drink shall be clean, wholesome, free test ‘L""Yj will be °°”;1P'et?ﬁ{wee"'y and
fram sp‘oilage, safe for I'!uman cons.umption, and m;g‘ie;? g: ?&2:, ?hn:te;te?:g;sr?ﬁcries e
served in accordance with the requirements set temperature logs will become part of the
forth in Title 23, Subtitle B, D. C. Municipal quality assurance system for the Food &
Regulations {DCMR), Chapter 24 through 40. Nutrition department and be monitored weekly
This Statute is not met as evidenced by: and compiled in a monthly report,
. ) 5. Corrective action completed by August 15, 08/15/2012
Based on observations made during a tour of 2012
dietary services on day one of the survey at
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L 099 Continued From page 16 L 099
approximately 11:00 AM, it was determined that the
facility failed to serve food under sanitary conditions
as evidenced by cold food such as milk that tested
at 47 degrees F {Fahrenheit) from the test tray.
The findings include;
L2365 3236.4 Plant Operations and Maintenance
A half-pint of milk from the test tray was measured Response:
at 47 degrees F, well above the maximum 1. Water le:mperatulre is monitored at the source
temperature of 41 degrees F for cold food. located in the bofler room. Temperature of the 71912
Th3 bseralan was mads n e presanco of v e oo e
Employes #3 who acknowledge the findings. the “Guidelines for Design and Construction of
Health Care Facilities™ Table 7.4; Hot Water
Use- General Hospital. On the day of the
inspection, 7/9/12, low water temp was
encountered, it was immediately turned up a few
L 235 3236.4 Nursing Facilities L 235 degrees at the source in Rooms 310, 311 and
314 North.
The temperalture of hot water of each fixture that is 2. Water temperatures are maintained between 95-
used by each resident shall be automatically 0 degregs Fahrenheit forthe‘ entire butlfimg,
controlled and shall not exceed one-hundred and :2;5 o }zﬁtw?t':}?;m: ggg;gér:’;n;z water
tqn deg_r ees Fahrenheit (110 i_:) nor be less than 3. Thepboiler room Is staffed 24-7. Readingé are
ninety-five degrees Fahrenheit (95 F). taken during each of the three shifts. Domestic
This Statute is not met as evidenced by: hot water temperatures are being logged during
Based on observations made during an each shift; specified degree ranges from 95-110
environmental tour of the facility on July 9, 2012 at 2ﬁgi’:::} (:";1“'Zi?;g?gf;?t;?j;;i:’sggstdf:g the
approx!mateiy 3:30 PM ar}d July 10, 20.1 2 at within the parameters, immediate action will be
approximatety 10:00 AM, it was determined that the taken to adjust the temperature into the proper
facility failed to provide housekeeping services range. Engineers will note their actions on the
necessary to maintain an orderly and comfortable daily log sheet.
interior as evidenced by low water temperatures in 4, For quality assurance, the Chief Engineer's
three (3) of 11 residents’ rooms on 3 North. Monthly Report reviews log sheets and notes
problems and actions taken.
The findings include: 5. The corrective action, adjusting out of range
Water temperature was immediately corrected 719112

Waler temperatures were less than 95 degrees
Fahrenheit (F) in three (3) of eleven residents'
rooms on 3 South. Rooms 310, 311 and 314.
These observations were made in the presence

on the day of the finding, 7/8/12. Ongoing
surveillance is maintained as outlined above.
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L 235 i L 235 L314 3246.5 Laundry Response:
Continued From page 17 1. No direct Impact identified to patients from this
ee #4 who confirmed the findings. deficient practice.
of Employee #4 who ¢ med gs 2. Curtains were reattached or replaced in the cited 8HoM2
areas to identify other patients having the
L 314 3246.5 Nursing Facilities L314 potential to be affacted by this same deficient
practice.
If the room is not for single occupancy, each bed 5 fﬁiﬁiﬁs‘?ﬂpﬁﬁgﬁr;:;f‘zr:’ for defective
shall have flameproof celling suspended curtains 4. Curtains will be monitored during scheduled
which extend around each bed in order to provide quarterly curtain inspections and incidental
the resident total visual privacy, in combination with inspection during routine curtain changes. The
adjacent walls and curtains plan of correction will be inlegrated into the
f : i . quality assurance system through quartery
This Statute is not met as evidenced b y- scheduled environmental rounds. In the interim
Based on observations made during an staff are o place work orders for defective
: Hi curiains.
enwron_me?tlal éogg (]):l:l\tflhe fg%m]y (‘)I?) J2u (l)){j g' 2t01 2at 5. Curtains were reattached or replaced in the
approximately s ana July 14, iea following areas on the following dates: 304north | 08/10/12
approximately 10:00 AM, it was determined that the and 321south reattached on 8/9/12. 308 north
facility failed to provide housekeeping services curtains replaced on 8/10/12. 301 north curtain,
necessary to maintain an orderly and comfortable 306north curtain and 311north curtain reattached
interior as evidenced unattached andfor torn privacy on 8r10/iz. Sagsoutn o Leplaced on SI10f12.
curtains in seven (7) of 21 residents' rooms. orrective action completed by :
The findings include: L410 3256.1_ Nurgsm Response: _
1. The corrective action that has been taken is 719112
. ] bathroom call bell cords in rooms #319, #320,
Privacy curtains were not fully attached and/or were #322, #324, #3265 and #329 which were wrapped
torn in seven (7) of 21 residents’ rooms on 3 North around the grab bar were removed. All SNF
and 3 South. Rooms 301, 304, 308, 308, 311321 bathrooms have been checked and call bell
and 328. cords were removed from grab bars.
2. Other residents having the potential to be 8/30M12
affected by the same deficlent practice will be
identified through daily nursing rounds starting
8/30/12.
L 410] 3256.1 Nursing Facilities L 410 3. The following systemic changes have been
’ implemented:
. . . Random audits will be conducted by the
Eagh facility shall .prowde housekeepmg ar]d ' Director of Nursing/Quality Nurse dﬂring 8/30/12
maintenance services necessary to maintain the unit reunding to monitor compliance
exterior and the interior of the facility in a safe, + Staff were instrusted not to wrap the call
sanitary, orderly, comfortable and attractive bell cords on the grab bars in the 710412
manner bathrooms.
; . ; ; . * Nursing staff will check the bathrooms daily | g/30/12
This Statute is not met as evidenced by: during rounds to ensure that the call ball
Based on observations made during an cords are not wrapped around the grab bars
environmental tour of the facility on July 9, 2012 at in the bathrooms.
approximately 3:30 PM and July 10, 2012 at
approximately 10:00 AM, it was determined that
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This Statute is not met as evidenced by:

Based on observations during a tour of dietary
services on day one of the survey at approximately
11:00 AM, it was it was determined that the faciiity
failed to maintian an effecitve pest control program
as evidenced by flying insects seen in dietary
services.

The findings include:

Flying insects were observed during a tour of the
kitchen on July 9, 2012,

L410 3256.1 Housekeeping Response:

FORM AFPROVED
Health Regulation & Licensing Administration
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERI/CLIA {X3) DATE SURVEY
AND PLAN OF CORRECTION o FD?NTIFICAT!ON NUN?II;%R: (X2) MULTIPLE CONSTRUGTION COMPLETED
A. BUILDING
B. WING
HFD02-0026 07/16/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5256 LOUGHBORO ROAD NW
SIBLEY MEM HOSP RENAISSANCE WASHINGTON, DC 20016
X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID . Xs)
p('RE)F;x (EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (E,f(’?,? ‘C’LESSESC';.L{}E’,@T%%R?SSLB,”BE Cog'g-EETﬁ
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}
L 410 | Continued From page 18 L 410 L410 3256.1 Continued Nursing Response:
e : : : . 4. The quality assurance process will be utilized to
the facility failed _to growde housekeeping services maintain and sustain compliance. The findings wil
necessary to‘malntam an orderly and comfortabls be presented at the Quarterly Quality Assurance
interior as evidenced by call bell cords that were Committee meetings, starting 9/30/12.
wrapped around the grab bar in six (6) of 11 6. This corrective action will be completed by 8/30/12.
: . . . . . 8130112
residents’ bathrooms, and soiled window ledges in L410 3256.1 Housekeeping Response:
fifteen (1 5) of twenty-one residents’ rooms on 3 1. No dllrect impact to patients from the deficient
North and 3 South practics of call bells cords being wrapped around
. - o the grab bar,
The findings include: 2. No direct impact to olher patients from call bell
cords being wrapped around the grab bar.
Call bell cords were observed vyrappe'd around the 3. To ensure this deficlency daes not r recur semi-
grab bar In sIX (6) of eleven residents bathrooms on annual environmenta! rounds pgrformed by the
3 South. Rooms 319, 320, 322, 324, 325 and 329 Environment of Care (EOC) Commitiee will pay
Window ledges in fifteen (15) of twenty-one attention to untying the call bells in the batirooms
residents’ rooms were soiled. Rooms #301, #302, and the Environmental Services management team
#303, #304, #3086, #307, #308, #310, #311, #313, will ensure that call bells in the bathrooms are not
#314, #317, #319, #320 and #3298 tied to grab bars.
These observations were made in the presence of 4. E“"'ft““":f;“aii’“r‘g‘dst?re Zggrega‘ed a”tf‘
Employee #4 who confirmed the findings. monttored for aeticlent trends and correction
measures are implemented as necessary.
Environmental Services monitors and inspects far
fied cords on the grab bars an ongelng daily basis.
The environmental rounds performed by the
L 428 3257.3 Nursing Facilities L 426 Envirenment of Care (EQC) Commiltee are done on
a 6 month rotation. Environmental Services
Each facllity shall be constructed and maintained so ;’nznggsir;grrn t::t’:l ';i‘:;’: g:{;"a":;‘r’:”iégzn:s g
that the premises are free from insects and rodents, . . port
\ reviewed by the EQC Committee for quality
and shall be kept clean and free from debris that assurances
might provide harborage for insects and rodents, 5. The following areas will be inspected on 8/17/12 81712

and cal! bells will be untied as needed: South
Rooms 318, 320, 322, 324, 325 and 329,

1.

2,

3.

No direct impact to patients from the deficient
practice of solled ledges and screens.

No direct impact to other patients from sailed ledges
and screens.,

To ensure this deficiency does not recur semi-
annual environmental rounds performed by the
Environment of Care (ECC) Gommittee will pay
attention to the cleanliness of ledges and window
screens and the Environmental Services
management team wilf ensure that ledges and
window screens are not solled,
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FORM APPROVED
Health Regulation & Licensing Administration
STATEMENT OF DEFICIENCIES (X3) DATE SURVEY
AND PLAN OF CORRECTION &h ,S'éﬂ‘{{,?ﬁi’?,‘éiﬁhﬁ?é‘é‘é? (*2) MULTIPLE CONSTRUCTION COMPLETED
A.BUILDING
B. WING
HFD02-0026 07/16/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIP CODE
5255 LOUGHBORO ROAD Nw
SIBLEY MEM HOSP RENAISSANCE WASHING?SN DC 20016
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX RS TP T CTION SHOULD BE COMPLET
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) E
DATE
L 426| Continued From page 19 L 426 L4190 32566.1 Continued Housekeeping
Response:
4. Environmental rounds are aggregated and
The observation was made in the presence of Employee # 3 menitored for deficient trends and correction
who acknowledged the findings. measures ars implemented as nacessary.

Environmental Ssrvices monitors and inspects for
cleanliness on an ongotng basis and environmental
rounds data are reported and reviewed by the EQG
Committee for quality assurances

5. The following areas were inspected and cleaned on | 8/10/12
8/10/12 as needed: Rooms 311, 313, 314, 317,
319, 320 and 329. The following areas will be
inspected and cleaned on 8/17/12 as needed:
Rooms 301, 302, 303, 304, 306, 307, 308 and 310.

L426 3267.3 Nutrition Services Response:

1. No direct impact identified to patients from fiying
insects observed in the Kitchen.

2. Daily monitoring conducted by management, will
identify other patients having the potential to be
affected by the same deficient practice.

3. Nutrition Services now has a new pest control
company calied Western Pest. They will come and
complete an assessment as to what the department
can do to ensure there are no flying insects in the
kitchen. Corrective action will be taken according to
their written recommendations. The protective flaps
in the entrance way of the loading dock will be
replaced to ensure insects cannot enter. All windows
in the kitchen will be sealed so that they cannat
open and allow insects to enter into the kitchen.

4. Weekly treatments will be performed by Western
Pest for the kitchen and reported in the log book. Ifa
flying insect is seen in the kitchen it will be logged in
the Western Pest log book and Western Pest wili be
called to report the event. Western Pest will report to
Sibley within 24 hours to do treatment. This process
will become part of the quality assurance system for
the Food & Nutrition department through daily
monitoring by management to ensure there are no
flying insects in the kitchen.

6. Corrective action completed by August 30, 2012
8/30/12
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