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A recertification survey was conducted on June 2
through 4, 2010. The following deficiencies were
based on observations, record review and staff and
resldent interviews. The sample included 41
residents based on a census of 42 residents on the
first day of survey and 1 supplemental resident.

E457 463.10{b1{11} Notify of Changes

F 157 483'10(b)(11) NOTIFY OF CHANGES F 157 Slib!lc‘ay Memorf:{ﬁ{-i?)zg?tal SCNF providas services ihal
ss=D | {INJURY/DECLINE/ROOM, E7C) meet professional standards of quality. During the
. mast recent survay, it was delermined that the
A facility must immediately Inform the resident; facllity failed to nolify the resldent’s family member In
consult with the resident’s physician; and if known, a timely manner when the resident's physiclan wrote
natify the resident's legal representative or an an order for Plendil, which is non-formutary thereby
interested family member when there is an accident asking patlent fo bring thetr own [POM]. There ase
. . . P no further correclions as the resident has boan
involving the resident which results in injury and has discharged to home. No other residents are
the potential for requiring physician intervention; a receiving POM.
significant change in tha resident’s physical, mentai, Findings for Resident #
or psychosocial status (i.e., a deterioration in health, 1. There are ne further carrections as this resident
mental, or psychosocial status in ejther fife has b&‘;“ dis"hﬁl’gfj‘.’ to h?"‘e' The ""ad“’a;“’" 5/1712010
threatening conditions or clipical con’_lpiications); a ;?‘sef ure;sgﬁfs"w’;résgf:éﬁ:de%tﬁen?ﬁz:r
need to alter freatment SIgnlﬁcantIy e, aneedto erders for family nolificalion needed.
discontinue an existing farm of treatment due to 2. Olher residents with the potential to be affected
adverse consequences, of fo commence & new will e identified upon admission, through review | 7/19/2010
form of treatment); or a decision to transfer or g:;:grﬁ;’e’g“““g physiclan orders, andior as
{:lischarge 1he resident from the facility as specified 3. The following systemic changes will be
in §483.12(a). Implemanted to ensure the deficient practice 771912610
does not recur:

The facllity must also promptly notify the rasident -~ The nurse will check the initial physiclan

orders to verify whether there s a POM
pending pharmacy verification in the record.
- Staff will be re-educated regarding Hospital

and, if known, the resident's legal representative or
interested family membar when there is a change In

room or roommate assignment as specified in Policy 02-31-02 Madications Brotight Into the
§483.15(e)(2); or a change in resident rights under Hospital to ensure that all medicalions
Federal or State law or regulations as specified in recelved by residents are appropriately
paragraph (b)(1) of this section. identified and handled in accordance with

authorized prescriber orders, pharmacy laws,
. L regulations & standards.

The facility must recerd and periodically update . Thge phammacist's rele will ba re-stated to
identify medications broughl from home by
patiant, to labal these madications
appropriately, and 1¢ ester medications into
tha MAR.

LABORATORY DIRE PROVIDERSUPPLIER REPHESEPTRTIVES SIGNATURE TITLE ) DATE
Zﬂﬂﬂ?ﬂ l |—— I AC[M\..n.s*-(m{‘./ 3 l}jo

Any deficlency slalement ending wilh an asterisk {7} denotes a deflcdency which the Institufion may be excusad from correcting providing Il Is defenmined that slher '
safeguards provide sufficient proteclion to the patlents. (See insleuclions.) Except for nursing homas, the findings staled above are disclosable 80 days foliowing Lhe dale of
survey whether or not a plan of correclion Is provided. For nursing homes, he above findings and plans of corseclion are disclosable 14 days following the date these
documenis are made available to the facifty, If deficiencias are citad, an approved plan of correclien is raquisile to continued program participalion.
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A face-to-face interview conducted on June 4, 2010
at approximately 10:30AM with Resident #8's
[responsible party] stated, " | was not notified that

my[resident] was not receiving his Plendil untll elght
days after being admitted.”

According to the Physlclan ' s Admitling Orders
dated and signed May 10, 2010, directed "Plendil
10mg [by mouth] daily for {hypertension]”.

According to the Medication Administration Record
generated May 11, 2010 revealed, " Plendil {0mg
by rmouth daily for [hypertension] ... Non-formulary
...ask [patient} to bring own [POM].

A review of the clinical record for Resident #8
lacked documentation that facility staff had nofified
the responsibie party that Plendil was not availabie.

The electronic nurses notes dated between May 11-
16, 2010 reveated no documentation informing
responsible party that medication was not available
and to bring patient ' s awn medication

. Thke gualily assurance process will be utitized to

x4y 1D SUMMARY STATEMENY OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST SE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG OR LSC IDENTIF YING INFORMATION} TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) OATE
F 157 » The charge nursefresident nurse will
Continued From page 1 ) F157 immediately notify the family and document
the address and phone number of the resident’s the date, lime, reason and response from the
legal representative or interested family member. callinto the clinical record,
+ Nursing staff will report to the encoming shift
ihe status of medicalions written as POM. ’
« The nurse will notify the physictan if the
This REQUIREMENT is not met as evidenced by: medication (POM) is not received for sign-off
at first dosage and document in clinical
record.
Based on record review, staft Interviow, and famlly + The DONQuality Nurss wit moriorfo
in erwa'w rong{1)o _ sample 're3| ents, ¥ was physician orders that request POM to ensure
determined that the faclllty staff failed to notlfy the compliance and resolulion of acquiring the
responsible party that Plendil [anti-hypertensive medication
medication] was not available for Resident #8. + Nursing staff will receive further sducation on
the importance of nollfication to famllles and
The findi inciude: documentation of those convarsations into the
€ Tindings inGiude: clinical records when POMs are not availabie
for rasident.
72712040

moniter and sustain compliance. The findings
will be presented at tha quartarly meeting of the
Ranaissance Qualily Committee.
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F 157 | Continued from page 2 F 157
[POM].
The Physician ' s Order Sheels dated May 18 and
Meay 27, 2010, directed [Discontinua Plendil - not
taking not available. F253 - 483,1&¢h)(2) Housekeeping & Maintenance
Services ] -
A face-to-face interview was conducted with Sibley Memorial Hospital Renaissance SNF
Employeas #12, #13, and #14 on June 4, 2010 at provides h“t’use"felp.'"g and !'t“a'"t""da“fe “”"d“‘"ws
. . necessary 1o mainian a sandary, ordeny an
apprOXIr.nalely 11'5.5 AM. They St?ted that the . comfortable inlerfor. During the survey, a few
resident's fresponsible party] was informed to bring deficiencies were identified that have been ¢ited in
patient' s medicing in from home. Employse #14 this report. The following plan of corrections
stated he/she informed the [responsible party] face- addresses the few deficiencies that were identified:
to-faca on May 12, 2010. The employees 1. No specific residents were Kenlilied in the
> i survey report as being affected by the deficient
acknowledged that therg were no electronic notas to practices. The following cosrective actions were
reference the conversation. taken to addrass the survey findings:
+ Elnding 1; Room curtains were repaired and 6138412010
Although, staff stated through interview that the re-hung on the day of inspeclion in rooms
jresponsible party] was notlfied, there was no f:::‘- #310, and #330, and the rehabilitalion
documented evidence of conversations. + Finding 2 Torn showar curtain in room #320 | 7/14/2010
Additionally, there was no untoward effect_to s a special size and a new curtain has been
Resident #8 related to nof recelving Plendil as ordered.
prescribed the physician.. The chart was reviewed « Einding 3; Bathroom vents were cleaned in | 6/384/2010
on June 4, 2010. rooms #308, #3185, #317, #328, and #330.
' . Finding 4: Bad frames were dusted when 638412010
F 253 | 483.15(h)(2) HOUSEKEEPING & MAINTENANCE F 263 rioted a1 time of inspection In faoms ¥316 and
s8=D | SERVICES . Findipg 5: Windows sills were dusted when | 6/3&4/2010
nofed at time of inspeclion in rooms #310 and
The facifity must provide housekeeping and #328,
; A S ; 7/49/2010
maintenance services necessary to maintain a 2. fg:);"n?e“;sa;”:eb;:g““d and cleansd andfor
sanitary, orderly, and comfortable interior. 3. The following sysiemic changes have bsen or
will be put ln place to ensure the deficient
practices will not recur:
This REQUIREMENT is not met as evidenced by: » Finding {: 6/25/2010
@ Laundry staff will be relralned to ensure
A . that alf carriers are attached to cuntains
Based on observations made during environmental when changed out In room.
tours of the facility on January 3 and 4, 2010, it was © Laundry staff will conduct periedic
determined that the facility failed to provide effectiva inspactions of empty roors to determine if
maintenance services in residents rooms as any carriers need replacing or reatlaching.
evidenced by: detached privacy curtains in four (4) ¢ Laundry wii transilion to a universal style
of 13 rooms surveyed trc:arcn:*;kv.er that can be used in more types of
, acking.
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The assessment must accurately reflect the
resident's sfatus.

A registered nurse must conduct or coordinate each
assessment with the appropriate pariicipation of
health professionals.

A registered nurse must sign and certify that the
assessment is completed.

will be presented at the quarterly meeting of the
Renafasance Quality Committee.

F278 - 483.20(q}-[[} Assessment Accuracy/
Coordination/Certifiad

The Sibley Memorial Hospital SNF mainlains
accurale assessmants of rasident status for
application info the MDS. The SNF was cited In the
most recent survey based on the facility failing {o
accuralely code residents for an allergy, a fall, and 2
surgleal wound into the MDS. The following plan of
carreclion addressas these problems.,

HG 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 6
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG OR LS$ IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROFRIATE DEFICIENCY) DATE
F 253 | Continued From page 3 F 253 © Managers will make routing inspeclions during
. curtain ¢changes and ensure thal all privacy
torn shower curiain in one (1) of 12 rooms curtain cardars are In working order.
surveyed, solled and dusty bathroom vents in five . ing 2:
(5) of 12 resident * s rooms, dusty bed frames in two ° anlrinmealal Services staff ;'ﬁll be retflained 7HMB2010
; ' : 0 make & visual Inspection of items while
{2) of 12 residents roolms and dusty window sllis in dleantng to ensuce the shower curtains are in
two (2) of 12 residents’ rooms. good repalr and working order at all Emes.
itams needing replacement or repalrwill be
The findings include: reported.
® EVS team mansgers wil [nspect curlalns while| GNGOING
1, Privacy curtains were hanging off the hooks in . Hnrg?:gmgzrounds.
foom; visua) Inspaction of balhroom vends is
completed while ¢leaning, For ilems in need of
N . . cleaning, a work order will be submitied.
2. The shower curtain was torn in room # 320; o EVS team managers will monitos vents when CNGOING
compleling Inspacliens and rounds,
3. Bathroom vents were solled with accumulated - Finging 4:
dust in rooms #308, 316, 317, 328 and ¢ Bed frames will ba wiped down at time of
6/4/2010
335; dlscharga.
© EVS assoclates will track the length of stay of | gras2010
3 ; residenls and coordinate with nursing
g.nggc.i‘ ;r_ames were sollad with dust in rooms # 316 Besistants (6 dust frames at tne of fnan
. change.
° EVS managsament will monitor bed frames for ONGOING
5, Windowsilis wera dusty in rooms # 310 and 328. dusl when conducling inspaciions.
+ Finding 5:
: ° EVS assoclzles will complete Lha 7 slep THS2010
These findings were acknowledged by Employees # claaning melhod each day In each foom to
43;11(1 [9 Whofwire pr ‘3?3 nt avoid averlooking dust and debrs on window
& & tme o1 opservation. sHis,
° EVS team maragers wil monilor windows sis | ONGOING
for dust whan conducting inspeclnuns:
F 278 | 483.20(g) - (j) ASSESSMENT Foa7gl 4 The gualllydassugnca pi'O;.'i:GSS wi_]|!hherut:;{zec1 o | 7077010
s5=D | ACCURACY/COORDINATION/CERTIFIED MOMNIOr ang susiin compiance. 'ne findings

FORM CMS-2557(02-99) Previous Versions Obsclate

Event ID: ILSET1

Fachity 1D: SIBLEY

If confinuation sheet Page 4 of 26




PRINTED: 1
DEPARTMENT OF HEALTH AND HUMAN SERVICES RINTED: 0672212010

FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) QATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILOING
B. WING
095030 06/04/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
SIBLEY MEM HOSP RENAISSANCE 5265 LOUGHBORO ROAD NW
WASHINGTON, DC 20016
o) (D SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORRECTION o
PREFIX | (EACH DEFIGIENGY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE GROSS- COMPLETION
TAG OR L5C IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) ORTE
F 278 FIndings for Residents #2, #9, and #10:
Continued From page 4 F278| 1 " cacilty failed to code fhe MDS for resident that | 6/5/2010
sustalned a fail, a resident with a surgical &
Each individual who completes a portion of the wound, and a resident with an allergy to suifa, | 8/11/2010
assessment must sign and certify the aceuracy of There are po r"“harc?"*‘d[""s as these
that portion of the assessment residents ha've heen d_scharged to home. 71191201
: 2. All other resideats having the potential to be 18/2010
affaciad by the same deficiencies wil! be
Under Medicare and Medicald, an individual who identified upen admissicn or through incident
willfully and knowingly cerliffes a material and false reports.
statement in a resident assessment is subject to a 3. The ollowing systamic ehanges Wi 08 iee wil
¢ivil money penaity of not more than $4,000 for nofrecur. P
each assessment; or an individual who willfully and . The MDS coordinator and histher designes | 7/19/2010
knowingly causes another Individual to certify a will be nofified and thoroughly review all
material and faise statement in a resident assesamenls and clinical documents to
assessment is subject to a civil money penalty of ggzﬁlsam”{ﬁ;eﬁ‘gng of wounds, allergies,
not more than $5,000 for each assessmant. . In-service educalion was glven to re-educate | 7/2/2010
. slaff on the importance of accurate
Clinical disagreement doas not constitute a material assessment of the resldenls and clinical
and false statement. documentalion.
+ The DON, Quality Nurse, and/or charge 71972010
nurses will work in collaboration with MDS
. . . coordinators to ensure all cccurrences are
This REQUIREMENT is not met as evidenced by: communicaled to assist with 2ccurate resident
asgassmenls.
4. The quallty assurance process will be ullllzed to | 7/27/2010

Based on record review and staff Interview for three
{3} for 11 sampled residents, it was determined that
facility staff failed to accurately code the Minimum
Data Sets (MDS} for one (1) resident with an
allergy, far one (1) resident for falls and one {1}
resident for a surgical wound. Residents' #2, & and
10.

The findings include:

1. Facllity staff failed to code Resident #2 for
allergies on the admission MDS.

A review of the History and Physical for Resident #2
signed and dated by the physician on May 19,
2010, reveated, " Allergies: Sulfa"” .

monitor and sustain compliaace. The findings
will be presented at the quarterly meeting of the
Renaissance Quality Commiltee.
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F 278

Conlinued From page 5

The Medicalion Reconclliiation formy [from
transferring hospital] dated May 1, 2010 listed
Sulfonamides as an allergy.

A review of Medication Administration Record
{MAR) dated June 2, 2010 revealed, " Allergies: no
known allergles * .

A review of the admission MDS compieted May 18,
2010, Section | [Disease Diagnoses)

" Diseases: Allergies" was not checked to indicate
that Resident #2 had allergies.

There was no documented evidence that facility
staff coded the admission MDS for allergies.

A face-to-face Interview was conducted on June 4,
2010 at approximate 2:25 PM with Employee #5.
He/she acknowledged that the admission MDS was
not coded for allergtas. The record was reviewed
on June 4, 2010.

2. Facility staff failed to accurately code Resident
#8's Minimurm Data Set [MDS] for a fall.

A review of the clinical record for Resident #9
reveated that the admission MDS with a completion
date of May 27, 2010 was coded with a zero in
Section J4 [accidents]. Section J4a indicates that
the resident fell in past 30 days. Section J4b
indicates that the resldent fell in past 31-18C days.
The review of J4a angd J4b revealed that both
sections were coded with & zero indicating that the
resident had no fall.

Review of documentatlion In the nurses' notes and
the Unusual Occurrence Report dated May 19,
2010 both revealed that the resident sustained an
assisted fall that was without injury on the

F 278
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F 278

Continued From page 6
aforementioned date.

A face-to-face interview was conducted with
Employee #5 at approximately 10:4548M on June 4,
2010. He/she reviawed the record and
acknowladged that the resident's MDS was hot
coded for the fall which hefshe suffared on May 19,
2010. The record was reviewed ¢on June 3, 2010.

3. Facility staff inaccurately coded Resident #10 for
having a surgical wound.

A review of the admissions MDS (Minimum Data
Set) signed May 24, 2010 revealsd that Resident
#10 was coded [n Section M (Skin Conrdition) M four
{4) and five (5) as having a surgical wound ang or
surgical wound care In the last seven {7) days after
the Assessment Reference Date (last date for
observation) of May 15, 2010.

A review of the History and Physical dated and
signed May 11, 2010 revealed no evidence that the
resident bad a swrgical wound in the last seven (7)
days.

A face-to-face interview was conducted on Juna 4,
2010 at approximately 10:00 AM with Employee #15
and Resident # 10. After review of the resident,
he/she acknowledged that Resident #10 did not
have any surgical wounds in the last seven (7)
days.

A face-to-face interview was conducted with
Employee #5 an June 4, 2010 at approximately
10:00 AM. After review of the admissions MDS
record he/she did not identify that 1he resldent had a
surgical wound in the last saven (7) days.

F 278
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resident for the care and use of an abductor brace
and one (1) resldent for the care vse of a swath and
sling for a Left humerus fracture. Residents' #7 and
10.

4. The qualily assurance procass will be ulilized to
moniter and sustain compliance. The findings
will be presanted at the quarleny meeling of the
Renaissance Qualily Commiltee.

{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o)
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F 278 | Continued From page 7 F 278
Facility staff inaccurately coded Resident #10 for
having a surgical wound [n the fast seven {7) days.
The record was reviewed on June 4, 2010.
F 279 | 483.20(d), 483.20(k)(1} DEVELOP F 279| p279.483.2 Develo
ss=D | COMPREHENSIVE CARE PLANS Gomprehensive care Plans
Comprehensive care plans are geveloped for all
i Renaissance SNF residants. During thé most recent
2 faclﬂlly mu.St tse ldhe r?SUItl?l of th% asf.'essmem to susvey, two of sleven sampied residents dld not
evelop, review and revise tne resiaent's have a sallsfaclory care plan, The following plan of
comprehensive plan of care, correction addresses this important issue;
indings for ] 7 apd #10
The fac"ﬁy must develop a comprehens[ve care 1. Facliity staff faded 1o initiate a salisfactory plan gf11f201u
plan for each resident that includes measurable of care with .°ble°’“"?t9' goals, and approachesta) o o
bjectives and timetables to meet a resident's address residents with bracing and support
0 devices. Although we recognize Lhis fallure, no
medical, nursing, and mental and psychosoclal {further corrections are neseded as those spacific
needs that are identified in the comprehensive residents have been discharged homa in good
assessment. heaith.
2. Al other resident care plans will be reviewed 1912010
. . and updated as indicated to reflact usage of
The care plan must describe thg services that' ars o bmdn‘;dand suppoﬁ devices. a9
be furnished to attain or maintain the resident's 3. The following systemic changes will be
highest practicable physical, mental, and implemented to prevent the seme deficient
psychosocial wali-being as required under §483.25; practice will not recur: 8128/9010
and any services that would otherwise be reguired : gi;eug'Z’;xzsaiﬁilggﬁg&agﬂg?rﬁfgjrn‘;ﬂf
““‘?ar §?83'25 l'.::ut are .nOt provided due fo the to ensure comphlance with residents ulilizing
remde_nt s exercise of rights under §483.10, hraces snd support devices (abductor brace/
including the right to refuse treatment umder swathisling)
§483.10(b){4). » The Inferdisciplinary Care Team will review 7119/2010
the care plans/problem lists at meelings 1o
monilor compliance and update as nesded.
. ) + Nussing stak will be in-serviced and instructed | 7/19/2010
This REQUIREMENT is not met as evidenced by: on the importance of care of residenls utilizing
brace and support devices.
+ The MDS Coordinator will in-service slaff on | 7/19/2010
Based on record review and staff interview for two how ta individualize the care plans.
. . . R i 7/19/2010
(2) of 11 sampled residents, it was determined that A Qduamly Assl.:tranga too! will| be c:evaloped to
li ff failed to develop a care plan with ool tcs related o brsthefeuop:
facility sta p P compliance related to bracing/support
appropriate goals and approaches for one {1) devices. 212712010
7
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Continued From page 8
The findings Include:

1. Facility staff falled to develep a care plan with
appropfiate goals and approachses for use and care
of a left hip abductor brace for Resident #7.

A review of the * Physician Order Sheet (POS)
signed and dated on May 21, 2010 at 1600,
revealed the following orders Abduction brace 0-80
degreas flaxion, no active abduction. "

A review of care plans that were last updated on
May 21, 2010 revealed that there was no problem
identified and no care plan developed with
appropriate goals and approaches for the care and
use of an abductor brace for left hip.

A face-fo-face interview was conducted with
Employae #3 on June 3, 2010 at approximately
10:50 AM. After review of the care plans hefshe
acknowlsdged that the record lacked a care plan for
the use and care of a left hip abductor brace for
Resident #7.

Fagility staff failed to develop a care plan for the
care and use of a feft hip abductor brace for
Resident #7. The record was raviewed on June 3,
2010.

2. Facility staff failed to develop a care plan for the
use and care of a swath and sling for Raesldent #10
with a left humerus fracture.

Review of the " Physician Order Sheet (POS) dated
and signed May 20, 2010 0830, PT/OT (physical
therapy/occupational therapy, revealed "1 NWB
{non weight bearing) l&ft upper extremity. May
remove sling for active/actlve assisted ROM (range
of motion) elbow and hand.

F 279
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No shouider ROM, 2, WBAT (weight bearing as
toterated) left LE {lower extremities) ™
A review of the care plans that were fast updated on
May 11, 2010 revealed that there was no problem
identified and no care plan developed with
appropriate goals and approaches for use and care
or a swath and sling for Resident #10 with g left
humerus fracture.
A face-to-face interview was conducted on June 4,
2010 at approximately 11:30 AM with Employee #2.
After review of the care plans hefshe acknowledged
that the care plans lacked evidence of goals and
approaches for the use of and care of a swath and
sling for Resident #10 with a left humerus fracture.
Facility staff failed to develop a care plan for the use
and care of a swath and sling for Resident #10 with
a left humerus fracture. The record was reviewed
on June 4, 2010. Fa09 - 483,26 Provide Care/Services for Highest
Wall Being
The Sibley Memorial Hospilal SNF provides services
F 300 | 483.25 PROVIDE CARE/SERVICES FOR F 309| that meet professional standards of quality. During
the most recent survey, a number of problems wera
ss=D | HIGHEST WELL BEING Identified and clled in this report. Tae following plan
of correction addresses these items:
Each resident must receive and the facility must Finding for Resident #2:
provide the necessary care and services to attain or 1. Clinical documentation Identifying sulfa as an 61512010
malntain the highest practicable physical, mental, altergy was placed into phammacy notificatéon
: . . system to print on all efectronic medication
and psychosocial well-being, in accordance with the adminisiration records. This resident has baen
comprehenslve assessment and plan of care, discharged 1o home. It has been reinfosced wilh
slaff that all residents will have the specific
allergy identified vpon admission and
infernation documented Into the electronic MAR.
This REQUIREMENT is not met as evidenced by: ﬁ;f;ﬂiiﬁ{j}ﬁfg {::ﬂ?;‘f on tne unit are
2. Other sesldents having the potential to be TN9/210
affacted by the same deficient praclice will be
" identifisd upon admission through the menitoring
Based on observalion, record review and staff of physician H&Ps, admission documents from
interview for two (2} of 11 sampled residents, it was previously facllity, family, andfor resident
determined that facility staff failed to follow reporfing.
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F - . The following systemic changes will be 719i2010
309 Conilnue‘lerom page 10 . . F 309 implemented to ensure the deficient praclice
the physicians order for application of embolic does nol recur: _
stockings for one (1) resident, and failed to ensure - The nurse will review the transferring facifity
that medication was adminlstered In accordance mﬁ;f”a%"p"l'igg‘:s"’“ for allergy Information
with physicians ordﬁrs forugne {1} resident, _failad to . The Quality Nurse/DON will re-inservice staff
entec an allergy to "Sulfa” into the electronic of the importance of identifying resident
Medication Administration Records system for cne allergies and documenlation to decrease the
(1) resident. Residents’ #2, 7 and 8. incldence of an adverse drug reaction (ADR).
+ The nurse will review the H&P for aflergles
. . . upon admission.
The ﬁndlngs include: + The Quality Nurse will check for presence of
allergies of all resldenls admitied to the unit
1. Facllity staff failed to enter Resident #2's allergy while performing daify chart reviews of
to "Sulfa” into the electronic Medication gfvﬁﬁssdéy a‘;’.‘”‘sfi"“%h decate th [
fic gty + The aordinator will educate the nursing
Adminisiration Records system. staff of the changes {o the problem list and
. . . ., cara plan for aliergy racagnition.
A review of the History and Physical for Resident #2 + Twenty-four hour charts will be ulitized to
signed and dated May 19, 2010, revealed, " ensure allergies are verified and documentad
Allergies: Sulfa " . into the pharmacy syslem.
» The secrelarial associales will check
According to the Medication Recongciliafion form gfe"sfﬁ;“;gff:ﬁg?g‘&f;’ 2‘,‘,’;‘?;‘ E:;Lou[}éoghysidan
dated May 1, 2010 from [transferring Hospital] lists order sheets and label charts are documented
Sulfonamides as an allergy. accordingly.
» The admilting nutse will ask the
The Physician Admitting Orders dated May 5, 2010 ‘?:L‘Le;‘gag‘oﬁ mufen::a;f;:-,t?;:nlzl::gesﬁand
and signed by the physician on May 11, 2010, gpp,icab,e_ P y 4
reveated that " Allergles " was checked, however . The quality assurance procass will be utilized to | 7/27/2010
no allergies were listed. maoniter and sustain compllance. The findings
witl be presented a_l the quarlerly megling of the
A review of Medication Administration Record Ta"?'ssl.\?“cz Q“i‘;" Commiltee.
MAR) dated June 2, 2010 reveaied, " Allergies: no QL Is e 18120
( o : gles: 1. The residert was present at the fime of the 61812010
known allergies " . survey. The ted hose were placed on the
resident. There are no furlher corrections as the
There was no documented evidence thaft facility residelg';r&zz:een discharged 1o home wilhout
campli .
staff entered the allergy to Sulfa/ Suifonamides into . Other resldents having the potentlal to be 7HM9/2040
the electronic medical records system to print on the affected by the same deficient practice will be
MAR(s}. idenlified upon admissicn and subsequen
physician orders.
A face-to-face Interview was condusted on June 3, . Tha following systemic changes will be putin | 7/19/2010
2010 at 10:30 AM with Employee #11. Hefshe place to snsure the deficient practice will not
recus: .
+ The nursing slaff will review physician orders
to ensure orders for led hose are placed into
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Facllity staff failed to follow physlcian orders for the
application of bilateral knee high ted stockings

moenifor and sustain compiiance. The findings will
be presented at the quaderly meeting of the
Renaissance Quzlity Commiliee.

o4y 1o SUMMARY STATEMENT OF DEFICIENGIES 1o PROVIDER'S PLAN OF CORRECTION )
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG OR L5C IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) OATE
F 309 | Continued From page 11 E 309 g:pgl{;PR systemn and obfainad from Med
stated, " The alfergles where not documented on « The Quelity/Charge Nurses will randomiy
the MAR. Nursing did not check the allergy on the assess placerment of ted hose upen daily
Allergy Assessment, dated May 6, 2010. That !'r°h”“ds' Surgeon Slpi‘t’;ﬁ"z" ototh
would inform pharmacy to enter the allergy into the e e e et alises
computer system. "  The record was reviewed on placement of ted hose. The charge nurse wil
June 4, 2010. documsnt in the clinical record and nolify the
attending physiclan.
2. Facility staff failed to follow physician ' s orders 4. Lhoil?;‘f‘gg' da:lfs”t’;gfopm’;;:ﬁ;“?r’h?ﬁﬂm‘; to | 7/27/2010
for thg appllcallor! of bilateral knee high ted will ba presented at the quarterly meating of the
stockings for Resident #7. Renaissance Qualily Commiltee.
i #8
According to the History and Physlcal dated May 1. The resident was on the unit at the lime of the | 5/17/2010
21, 2010 identified Resident #7 with a diagnosis of g;lsf:gghﬂ:: dmgg'e?;‘*::; ﬁf?ﬂﬁgﬁﬁi’; fons a6
"SIP L {left) hip hemiarthropfasty repair of greater the resldent has been discharged to home, chart
troch {trochanter). reviews ware completed, and all medlcations
were being adminlstered per physician orders.
A review of the Physician Order Sheet (POS) dated 2. Ofher residenls with the polential to be affected | 7/19/2010
and signed May 25, 2010 at 1610, revealed bilateral ﬁg;:eaﬁfnﬂi’;giﬁad:;;ﬁfgao‘?::zep"}‘]’:;&?a‘:z':ggfsd
knee high ted stockings - replace QAM (avery 3. The following systemic changes will be pul in | 71942010
morning) remove QHS (every day at bedlime). place lo ensure the deficlent praciice whi not
recur:
During an cbservation and inferview with Resident » The nurse will revlew physician orders and
#7 and Employee # 3. it was observed that . e tggﬁaﬁlp:ea\?:?:g:mﬁzﬁﬁﬁé
Resident #7 did not have on histher bilateral knae S e e PO physician orders
high 18d S[OCREHQS, El‘ld had on bilatera] b]ue GO|0Ted have been carﬁed out for administcation o the
ankle socks, resldent.
« Nurse will wiork it collaborallon.with the
A face-to-face interview was conducted on June 3, fam;:ag‘;”gg%‘;grﬁg:‘:'""ac’s‘s for
2010 at approximately 1.1 354 AM with Employea #3. . ;'ehse nurse will document the status of POM
Aﬂef l‘eVJSW Of ‘he phySICIan Order Sheet and the and conversaltions Into the clinieal record.
observation of the resident hefshe acknowledged + The 24° chart check will be ulilized to maniter
that the bilateral knae high ted stockings shoutd physician orders have been carried oul and
have been on. Employee #3 removad the stockings tfg"%:g?;?_:ﬁ"‘ecuy for medication
f admimnt on.
g_?m the bedside table and place them on Resident 4, The quality assurance procsss will be ulilzedto | 77572010
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F 30€ | Continued From page 12 F 309
for Resident #7. The record review and cbservation
was made on June 3, 2010,
3. Facility staff falled {o administer Piendil [ an
antihypertensive medication} to Resident #8 in
accordance with physician ' s orders,
According to the history and physical examination
signed and dated May 10, 2010, Resident#8 's
diagnoses inciuded [hypertension] and histery of
CVA [cerebral vascular accident].
Physician * s orders dated May 10, 2010 directed
the administration of the following [hypetiension]
medicatlons: Plendif 10mg daily, Lisinopril 40mg
daily, and Topral XL 50mg daity.
A review of the Medicalion Administration Record
revealed Plendil was not administered May 11-18,
2010,
A roview of the " Chart Review Trend Report” for
May revealed resident ' s blood pressures ranged
from 112/68 to 152/73.
A face-to- face interview was conducted with
Employess # 12, 13, and 14 on June 4, 2010 at
11:55 AM. All acknowledged that Plendif was not E371 G
. - - L1
administered according to physician 's order. The Store,;r?g:fejszf\?eg;:ﬁ:;
clinical record was reviewed on June 4, 2010. Siblay Memorial Hospllal's Renaissance SNF stores,
preparas, disttdbutes, and serves food urder
sanitary conditions. During the survey, a few
: deficlencles were idenlified that have been cited In
F 371 483.35() FOOD PROCURE, F 371 lhis raport. The foliewing plan of correction
s$5=0 | STORE/PREPARE/SERVE - SANITARY addresses the deficlancies:
1. The following plan of correction addrasses the | 6/3/2010
The facllity must - deficiencles so they will not adversely impact
(1) Procure food from sources approved or residents: o .
considered satisfactory by Federal, State or focal " d;—;"jc%'n—"?gg_ Alifood identified In the citalion was
authorities; and « Einding 2: All supplements identified in the
(2) Store, preparae, distribute and serve food citation with expired dates were removed from
{he supplement shelf.
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F 374 ; Fr ' _[E;j_ing;: Unlabated focd Hems identifted in the
Contmued. om pag? 13 F 371 citalion in the reach-in refrigerator were labeled
under sanitary conditions and daled.
« Finding 4; The interior and exterior surfaces of
all four-inch shotgun pans ideniified in the
cifalion were cleaned.
. Alf other areas affecled by the deficlent practices | 6/4/20%0
ware corected as follows:
« Finding §: All products were inspecled to
This REQUIREMENT Is not met as evidenced by: ensure that food bayond ifs expiration date was
found and discarded.
) . « Finding 2: All supplsments ware inspeclad to
Based on observations that were made during ensure thal products beyond expiration date
tours of the dietary services on June 2 and 3, 2010, were remaoved from the shelf.
It was determinad that the facliity failed to prepare . Eiﬂ-d-'ﬂ-cll-% (A" reaCh"l?1 ’?f"]i;-l?m?{ts W:"‘:as
R x Inspectac e ensure inat al [0od e
an‘d serve foqd under sanitary conditions as labeled propsrly and dated.
evidenced by: 12 of 18 loaves and packs of bread - Finding 4: All pots and pans were inspecied
that were storad beyond thelr expiration date, two and cleaned as neaded.
(2) of two {2) cases of expired nutritional . The following system measures will be put In
supplement, six (8) of siX (58} sandwiches, a pan of place 1o ensure the deficient praclices .do not
mixed vegetables and a bag of papperoni slices that recur ond staff trained on fhe following: ST2010
were neither dated nor labeled, and 10 of 21 four- OEL‘d“Th'E“' oric will b red 1
inch shotgun pans that were soiled ¢ storergom clorkc will bo retrained 1o
Incn s : rotate and check dates daily on all bread
products 1o ensure ail itams are not past
The findings Include: expiration date,
“ Managemenl will complele rounds and
1. Seven (7} of seven (7) packs of French bread check flams for expifed dales to enzure
wore expired as of May 30, two (2) of two (2} loaves . Ei“cdoi:*tgp;nce. 6/7/2010
°_f Fye bread were gxplred as of May 31, two (2) of ® The storeroont clerk will be re-trained lo
31 and one (1} of three (3) packs of hamburger rolls supplemant preducts weakly to ensure
was expired as of June 1. cempliance.
° Management will complete rounds and
2. 48 of 48 eight ounce cans of Glucerna nutritional . gﬁﬁlgﬁg’: for axpired dates to ensure
supplement {(strawberry) were stored in the dry . _dJJJg?_a' ' 6130/2010
goods storage area beyond their explration date of S Cooks and prep persannel wil be retrained
May 2010, an the proper way to label and daie food
items stared in the reach-in refrigarators.
3. 8ix (6) of six (B) sandwich packs, a pan of mixed ° Maragement will complate daily spot checks
vagetables and a bag of pepperoni slices wera 6[11?1 ng}h;?; :ggltl?;‘ ;0 o?!;ggée_ ;o“rgplfance
H H : WD 12 ] I .
stored unlabeled in the reach-in refrigerator. . Finding & 6/20/2010
¢ Staff will be In-seevicad and trained on the
proper way to wash pans.
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According to the Physician Rounds Reperts signed
and dated May 13, 14, 16, 17, and 18 revealed
under curcant madications, " Felodipine [Plendit] 10
mg tab oral daily for hypertension pending
verification by pharmacy'.

moniter ard sustain compliance. The findings will
ba prassenied al the quarterly meeting of the
Renalssance Quality Commiltee.

4 1D SUMMARY STATEMENT OF DEFIGIENGIES [ PROVIDER'S PLAN OF CORRECTION 05}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG QR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APFROPRIATE DEFICIENCY) DATE
F 371 | Continued From page 14 F 471 ¢ Nutrilion Services will complate a monthly
audit on pans 1o ensure that the procedure is
being followed.
4. 10 of 21 four-inch shotgun pans stored in the 4. The quality assurance process will be utiized lo | 7/27/2010
clean pans area were soiled with food residue. monitor and sustain comptiance. The findings
will be presented al the quarterly meeting of the
, Renalssance Quaiity Commiltea.
These observations were mads in the presence of Y
Employees # 4 and #9 who acknowledged these
findings during the survey. 2665 — 403,40 |
F386 — 483.40{p) Physlcizn vislls = Review
F 386 | 483.40(b) PHYSICIAN VISITS - REVIEW F 388 Care/NotesiOrders )
55=0 | CARE/NOTES/ORDERS Sibley Memorial Hospital Renaissante SNF
physicians provide services that meet professional
The physician must review the resident's total slandards of quality. During the most recent survey,
program of care, Including medications and a problem was identified thai has bs_.-en cited in this
-, . repoit. The following plar of correction addresses
treatments, at each visit required by paragraph {c) this problem.
of this section; write, sign, and date progress notes ind )
at each visit; and sian and date all orders with the t. There are no fusther corrections for resident #8 as | 5/17/2010
exception of influenza and pneumococcal the resldent has been discharged frem the unil
: : ; and medicalion has bean discontinued.
pg!yfalc?harcljde “acfnﬁ:?éxg'Ch mayﬁg — . Other residenls having the potential to be affected | 7/19/2010
administered per pnys pproved facility policy by the same deficient practice will be identified
alter an assessment for contraindications. when the prescriber orders non-formulary
medicalions.
. The following systemic changes will be 711912010
This REQUIREMENT is not met as evidenced by: implemanted to ensufe the deficiant practicas
oes not recur:
« The pharmacist will notify the physiclao and the
Based on record review and staff interview for one ggn”ff’;? n::js;;f{;‘vhelher a specific madication i
(1} of 11 .sampigd records, it was determined that + The physician will give an order to changs the
the physician fsiled o review the total plan of care medication fo one hat is in the formulary or
for Rasident #8. have patient own medicalion (POM) requested
for med|catior administration.
. « The physletan will revisw resident lotat plan of
The findings include: care to ensure the resident is receiving the
] medication as prescibed.
A review of physiclan ' s orders signed May 10, « The electronic MAR will be reviewed upon
2010 directed for the administration of Plendil 10mg every visit 1o ensure medication administratton
by mouth] daily for {hypertensioni. is being administered as writlen. B
[by ] Y thye 1 . The quality assurance process will be utilized o | 7/27/2010
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A review of the " Physician Rounds ¥ Reports
dated May 13, 14, 16, 17 and 18, 2010 lacked
evidence that the physiclan address the pharmacy’
s documeniation indicating that Plendil 10 mg was
pending verification by pharmmacy.
According to thae Medication Administration Record
generated May 11, 2010 revealed, " Plendil 10mg
by mouth daily for [hypertension] ... Non-farmulary
...ask [patient] to bring own [POM).
A Physician ' s Order Sheets dated May 18, 2010
directad, " [Discontinue Plendil 16mg).
A second Physician ' s Order Sheet dated May 27,
2010 directed, " [Discontinue Plendil - not 1aking
not avalilable).
A face-to-face interview was conducted with
Employees #2 and 17 on May 4, 2010 2009 at
11:30 AM. Hefshe acknowledged that the physiclan
failed to address the pending verification of the
medication by pharmacy prior to May 18, 2010
when the medication was discontinued..
F 425 483.80(a),{b) PHARMACEUTI(CAL SVC - F 425 MW%MM
= u Accurate Procedures, RPH
§8=D | ACCURATE PROCEDURES, RPH Sibley Memeorral Hospital Renaissance SNF
. \ . provides routine and emergency drugs, blologicals
The facility must PmV'de_mUtm_e and emsigency and pharmaceutical services to mest the needs of
drugs and blologicals fo its residents, or obtain them all residents. Licensed pharmacists are employed 1o
under an agreement described in §483.75(h) of this provide consultation or alt aspects of the provisios
part. The facility may permit unlicensed personne) :lfj212’";ﬁ;:32?$i'n"eg‘fh;at“;"g-ng:g;‘?a‘i:; o
to administer drugs if State_ law permits, but only contact the prescriber regatding the non-formulacy
under the general supervision of a licensed nurse. stalus of Plendil for Resident #8 and falled to follow-
up on a pending verification of the medication for
A facllity must provide pharmaceutical services eight days. The following plan of comection
(includ]ng procedures thal assure the accurate addresses the deficiencias thel were ideniified:
acquiring, receiving, dispensing, and 1. The resident has been discharged. No futher | $17/2018
carreclive action Is applicable.
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; 2. Other residents having the potential to be 7119/2070
F 425 | Continued From page 16 F425 affacted by the same defictent practice will be
administering of all drugs and biologicals) to meet identified by prascriber order{s) for non-
fhe needs of each resident. formulary madications. Pharmaclsls will be
required to document electronically resolution of
. . . non-formulary medication issues.
The facility must employ or obtain the services of a 3. The followin;ysystemic changes will be 7119/2010
licensed pharmacist w_ho provides consuitation on Implernented to ensure the deficlant practice
all aspects of the provision of pharmacy services In does not recur:
the facility. + Pharmacist education on the process for
handling nor-fermulary medication which
includes contacling Lhe prescriner and a
compstency assessment fo valldate
knowledge and undezstanding.
+ Phamacist educalion on the process for
This REQUIREMENT is not met as evidenced by: fandling patlent home medlcations for
adrainistralion during hospitalization.
+ Addilticn of "medicatlons pending verificalion”
Based on record review and staff interview for one to hand-off communication between
(1) of 11 sampied residents, it was determined that E?ag:la?s? for follow-up 3';"* resolution.
pharmacy falled to follow-up on a pending » Eleclronic documentation of non-famutary
. ; ) k medication slatus and resolution.
verification for Plendil for eight {(8) days for Resident 4. Perforrance will be monitored by regular review | 7/27/2010
#8. of the elecironic documentation and audils as
sppropriate. Resulis will be reported at tha
The findings include: quarterly mesting of the Renaissance Quality
Committee.
According to " Hospltal Policy" - Procedures and
Responsibilities: Non-Formulary Requests; When
an order is received for a non-formulary medication,
the pharmacist contacts the prescriber to inform
him/her of the nen-formutary status and to
recommend a therapeulic alternative. ¥
According to the Physician ' s admission orders
dated and signed May 10, 2010, directed Plendil
10mg daily for hypertension.
According fo the Medication Administration Record
generated May 11, 2010, revealed "Plendfl .... {Non-
formulary} ask [patient] to bring own [patient own
madicine)”,
Pharmacy ' s medication profile dated and timed
FORM CMS-2567{02-89) Previcus Verslons Obscleta Event IDTILSE11 Faclity ID: SIBLEY If continuation sheel Page 17 of 28
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« The hand hygiene infeclion conlrel policy will
ba placed in the mail box of each staff
rmermber

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION i)
PREFIX {EACH DEF{CIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- GCOMPLETION
1AG OR L5C IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DESCIENCY) DATE
F 425 Continued From page 17 F 425
May 10, 2010 revealed, " New order for felodipine
[Plandil) {patient's own medication). *
According to the Physician Rounds Repori for May
11-18, 2010 revealed, current [medications)
Felodipine {Ptendil] POM [Patient Own Medicing] -
10mg tablet oral dally at default 4000 Pending
verification by pharmacy [hypertension].
A face-to-face interview was conducted with
Employee #16 on June 4, 2010 at approximately
12:00 Noon. Hefshe acknowledged that the
pharmacist did rot contact the physician. The
clintcal record was reviewed on June 4, 2010. F441 — 483.65 Infection Control, Prevent Spread
Linensg
F 441 | 483.65 INFECTION CONTROCL, PREVENT F 441 Sibley Memorial Hospltal Renalssance SNF
§s=D | SPREAD, LINENS provides service that meet professional standards
for infeclion control. During the most recent survay,
The facility must establish and malntain an infection two problem areas were identified that have been
Control Program designed to provide a safe, cited in thlsﬂ'rlepo”lb ‘:‘he following plan of correciion
sanitary and comfortable environment and to help adaresses the prabiem.
prevent the development and transmission of 1. There are no further correclive actions for 6/5/2010
disease and infection. Resident #9 as this resident has been
discharged to home. The nurse administering
(a} Infection Confirol Program thc‘e::I Qediﬁuqn}was c%unsdeLed ianci pmdvided with
The facility must establish an Infection Controt gedilona’ ‘raning on hand hyglene and proper
P disposal of medications.
Program under which it - ) 2. Alf other residents who are observed placing 7/18/2010
(1) Invasligates, controls, and prevents infectlons in medication on an unclean surfaca or having
the facility; dropped the medication on the floor will have the
{2) Decldes what procedures, such as isolation, Lﬂ:;!;:;gi:i If;)scﬂrde?dggdl af:hexpfalr;@;l;?n for the
H HYY H 8 prov C Ihe res .
Sg ohlﬁd. bte _apphed torgr;?}gg&deunﬂlsr:ﬁ'(?i:ﬁ:&?\f a 3. The following systemlc changes have been put
( )tj an almts da 1reg:of fors In place 1o ensure the deficiant praciice does not
actions related fo infections. recun
. Staff was re-etucated on the lmportance of | 7/2/2010
(b) Preventing Spread of Infection ggnmfinf;:grlpﬁ when providing medication
(1) When the infection Contro! Pragram determines siraton. i to the | 7/18/2010
that a re_sidenl neer_i:s isolatlo_n to prevent tr_re spread ?;:g::.:{l l?:; ?g::gfg ;lggﬁtgneﬁgftz b‘; 8
of Infection, the fagility must isolate the regndent. discarded and that they will not be charged for
{2} The facility must prohibit employees with a {he wastage. 711912010
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two (2) of twa {2) lce machines solled with mineral
deposiis. Resident #9.

The findings Include:

4. On June 2, 2010, at approximately 9:45 AM it
was observed that Resident #9 spilled his/her pllis
onto over-the-bed table. Employee #18 then placed
a tissue on the overthe-bed fable and picked the
pills up with his/her bare hand and placed them on
the lissue. Resident #9 took the pills from the tissue
and placed them In his/her mouth.

A face-fo-face interview was conducted on June 2,
2010, at approximately 10:15AM with

. The quallly assurance process will be ulilized to

moniter and sustain compliance. The findings
wilt be presented at the quarterly meeting of Llhe
Renaissance Quality Commiltee.

(X4} ID SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORREGTION 6
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
; 711912010
441 + An in-service will be given to siress the
F Conﬁnue_d From .page 18 . F 441 importance of ensuring resident bedside
communicable disease or Infected skin lasions from tables are clear when utilized 10 assist wilh
direct contaci with residents or their food, if direct madication administration.
contact will transmit the disease. + The Charge Nurse/Qualily Nurss will do
(3) The facifity must require staff to wash their g'ﬁgﬁﬁ?ﬁgﬁ:ﬁ:ﬁfwmg medicalion pass
hands after each direct resident contact for which 4. The quality assurance process will be ulilized to | 7/27/2010
hand washing is indicated by accepted professional menitor and sus{ain compliance. The findinge
pracﬁoa_ will be prasented al the quarterly meeling of the
Renalssance Quality Commitiae,
Finding 2
{c) Linens 1. lce machines were wiped down with a gammicidal| 8/4/2010
Personnel must handle, store, process and sotution as past of the daily 7 Step cleaning
transport linens so0 as to prevent the spread of method. Heavy hard mineral deposit build-up is
infection. to be cleaned as a project whan requested.
2. lce machines with while mineral deposils must | 7/6/2010
be fraaled with a "de-scalsr” to hreak down the
minerals 1o be followed-up by a cleaning with a
germicidal cleaner.
This REGUIREMENT is not met as evidenced by: 3. The following systemic changes have been pul
In nlace to engura the deficlent praclice dees not
recur:
Based on observation and staff interview during the + EVS associales will ba retraingd to report the | 7/18/2010
survey, it was determined that condition of the machines when daily )
proper infection control practices were not followed f:g'g:i’;g s not adequate for project cleaning
during medication adminis“’??'on + EVS management will monitor lce machines | ONGOING
for one (1) resident and facility staff falled to controf for mineral buildup when conducting
and prevent the spread of infection as evidence by inspections.
4 7/27/2010
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and kilchen for fiying ingects when conducting
ingpections in 1ha arga.

o4} 1D SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORRECTION x5
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F 441 | Continued From page 19 F 444
Employee #2 regarding the observation as cited
above by Employee #18. He/fshe acknowledged
that Employeae #18 should not have administered
the pills to the resident after picking them up with
his/her bare hand.
2. Facllity staff failed to control and prevent the
spread of infection as evidence by two (2} of
two (2) ice machines solled with minesal deposits.
During the environmentat 1ours on June 2 and 3,
2019 the ice machines on 3 north and 3 south were
noted to be soiled with mineral deposits.
These observatfons wera mads In the presence of
Employees # 4 and #2 who acknowledged these
findings during the survey.
F 469 | 483.70(n)(4) MAINTAINS EFFEGTIVE PEST F 49| EA69-483.70MI(4) Maintains Effective Pest
ontrol Pragram
§$=D | CONTROL PROGRAM Sibley Memorial Hospital Renaissaace SNF
maintains an effective pest control program so the
The facility must maintain an effactiva past control facility is free of pests and rodents. During the most
program sao that the facility is free of pests and recant survey, flying insects were observed in Room
rodents. #320, Unil 3 North, and in the kitchen resufling in a
citation in tha report. The following pian of correction
addresses the deficfencigs.
1. The Renaissance SNF has a contract for pest 6122010
control and 2 we_ekly; sefvica tachaician
; R : - responds fo servics issues,
This REQUIREMENT is not met as evidenced by: 2. An?onitor to attract flying insects was Installed In | 6§/24/2010
boih the north and sound common areas but &
Rased on observafions during the survey period, it was removed without EVS approval. A menilor | 7/15/2010
was determined that the facility failed to maintain an W;g,(?fde{ed alnd “’:" ??o mé"?talied tOtPfWidﬁ
effective pest control program as evidenced by . .T_he’ f‘;'l‘: M‘:f;sy":g e c;gﬂ;gs T cen out
flying insect observed on two (2) of two (2) nursing in place to ensure the deficient practice does nof
units and in the main kitchen. recur:
+ EVS will educale Patient Care Services steff | 7/19/2010
it el i - on the purpose of the eleciric caplure device
The findings include: on eacfl ur?l?and will Instruct slai?flhat the
X . . devices are not to ba removed.
Flying insects were observed in the following areas: . + EVS feam managers will monitor rooms, units, | ONGOING
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for cold foods shall not exceed forty-five (45
degrees) and for hot fcods shall be above one
hundred and forty (140 [degrees]) Fahrenhelt al the
point of delivery to the resident.”

On June 2, 2010 during the tunch time meal, the
milk served on the test tray was measured at 438
degress F.

monltor and sustain compliance. The findings
will be presented at the quarterly mesling ¢f the
Renaissance Qualily Committes.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION <5}
PREFIX | (EAGH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOWULD BE CROSS- COMPLETION
TAG OR LEC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
F 469 | Continued From page 20 £ 469 = EVS 1eam managers will monitor {hat the ONGOING
electric capture davices remain In place,
4. The quallty assurance process wilj be atilized to | 7/27/2010
June 2, 2010 in room # 320 soulh. montlor and sustain compliance. The findings
June 3 2010 on unit 3 north. will be prasented at the quarterly maeting of the
June 32010 in the kitcher. Renaissance Quslily Committee.
These observations were made in the presence of
Employee # 4 who was present at the time of the
ohservation.
F 482 | 483.75(b) COMPLY WITH F 402| F492- b} Comply with FederaltState/
55=p | FEDERAL/STATE/LOCAL LAWS/PROF STD Local/Prof $td
Sibley Memorial Hospltal Renalssance SNF
- . . . complies with ail applicable federal, state, and local
The fa_cmty must operate; and provide services in laws, segulations and codes, and with accepted
compliance with all applicable Federal, State, and professional standards and principles that apply to
local laws, regulations, and codes, and with professionals providing services in such a facifity.
accepted professional standards and principles that During the mosl recent survey, the holding
apply to professionals providing services in such a temperalure for cold feods was nol maiglamed. The
facilit following ptan of correclion addresses the
¥ deficiency.
1. No spacific residents were identifiad in the 6212010
survay report as being affected by the deficient
This REQUIREMENT is not met as evidenced by: practics.
2. Dairy progucts will be keplin a cooler andfor 711612010
iced down before tray line service to ensure
Based on observations made during the lunch time proper temparalures are kepl below 45 degrees.
meal on June 2, 2010, it was determinad that the 3. The following systemic changes have been put | 7/19/2010
facility failed to maintain cold food temperature to - 3::“ to ensure the defictent praclics does not
les'_s fhan 45 degrees Fahranhsit {F), at the point of . Slaff will measure temperatures of the holding
delivery. units dally to document That femperatures ate
kept below 45 degrees.
The findings nclude: v Tesl irays will be testad weekly to ensure livat
’ tesl tray milk producis are malntained at
N temperatures below 45 degrees.
According to 22 DCMR 3220.2, “The temperature 4, The quality assuranca process wili e ulilzed to | 7/27/2010
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These observations wera mads In the presence of
Etmployee # 9 who acknowledged the findings.
F 514 | 483.75(t)(1) RES RECORDS- F514| ol L=a8ars (i1l Res Records = Complel
ss=p| COMPLETE/ACCURATE/ACCESSIBLE Sibley Memorial Hospital's Renaissance SNF

The facility must maintain clinical records on each
resident in accardance with accepted professional
standards and practices that are complete;
accurately documented; readily accassible; and
systematically organized,

The clinical record must contain sufficient
information to identify the resident; a record of the
resideni's assessmsnts, the plan of care and
sarvices provided; the results of any preadmission
screening conducted by the State; and progress
notes.

This REQUIREMENT is not met as evidenced by:

Based on record review and staff interview for one
{1} of 11 sampled residents, it was determined that
facility staff falled to enter an allergy to "Sulfa" into
the slectronic Medication Administration Record
(MAR) system and document complete neurological
assessments at the time of a fall for Resident #2.

The findings include:

1. Facllity staff faited to enfer Residant #2's allergy
to "Sulfa" into the slectronic Medication
Administration Records system.

A review of the History and Physlcal for Resident #2
signed and dated May 19, 2010, revealed, ™
Allergies: Sulfa™

provides services that meet professional standards

of guality. During the survey, a few deficiancies were

Idenlified that havs been ciled in thls report. The

foliowing plan of corceclion addresses these areas.

din Nergias) for ide,

1. Clinical documentation identifying svifa as an
allergy was placed inlo a pharmacy nolification
system fo print en all electronic medication
adminislration records. This resident has been
dischargsd to home. It has been rainforced with
staff that gll residenis will have the specific
altergy idenlified upon admission and
Information documented into the efectronic MAR.
Allergies of other residents on the unit are
documented inta the MAR.

2. Other residents having the potenfial to be
affacted by the sare daflctenl practice will be
ldentified upon admisslon through fhe monitoring
of physiclan H&Ps, admission documeants from
previous facfiity, family, and/or residant
reporting.

3. The following systemic changss will be
implemented 1o ensuse the deficient practice
doas not recur:

» The nurse will review the transferring facility
AR vpon admission for allergy Information
and if applicable.

» The Quality NursefOON will re-inservice staff
of the importance of idenlifying resident
allergles and documentation to decrease the
Incidence of an adverse drug reaction (ADR).

« The nurse will review the H&P for aliergles
upon admisslon.

« The Quality Nurse will check for presence of
allergles of alf resldents edmiited to the unit
while performing daily chart reviews of
previous day admissions.

+ The MDS Coordinator will aducate {he nursing
siaff of the changes 1o the problem list and
cace plan for allargy recognilion.

« Twanly-four hour ¢harts will be ulilized lo
ensure allergies are vetified and documented
into lhe pharmacy systam.

6/5/2010

71192010

711812010
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. + The secrelarial associates will check
F 514 | Continued From page 22 F 514 transfesing facility decumentation for
presence of allergles and to ensura physician
The Medication Reconciliation form dated May 1. °’dﬂfr§}he?‘5 &nd label charts are decumented
; ; accordingly.
é{}‘l{fo frorr]c}transfernnﬁ Hospital] listed « The admiliing nurse wili ask the
ulionamiaes as an allergy. resident/family member status of allergios and
. place infe the computer systent immediateiy, If
The Physician Admitting Orders dated May 4§, 2010 applicable.
and signed by the physician on May 11, 2010 4. The quality assurance process will be utiized to | 7/27/2010
u o : ' monitor and suslain compliance. The findings
reveﬁlled‘that AI:_ertglc?s were checked, howsver will ba presented ai the quarlerty meeling of the
no allerdias were Isted. Renaissance Quality Committee.
n_cjlngg (neurological) for Resident #2
A review of Medication Administration Record There are no furlher comeclions as Resident #2 | 6/5/2010
(MAR) dated June 2, 2010 revealed, " Allergies: no was discharged back to home. The nurse was
known allergles counssied and will be provided additional
training on tha importance of neurological
. checks on any resldent sustaining a head injury.
There was no documented evidence that facility . Other residents having the poientlal to be 7192010
staff entered the allergy to Sulfe/ Sulfonamides into affected by the same deficient praclice will be
the electronic medical records system to print on the identified at the Ume of the injury for immediate
MAR(s) assossment and implementation of twenty-four
) hour neurclogical checks.
X . The following systemic changes will be
A face-to-face interview was conducted on June 3, implemented to ansure lhe deficient practice will
2010 at 10:30 AM with Employee #11. He/shs not recur: ]
stated, " The allergies where not documented on + The Unit Educator/Quaiity Nurse will re- 771912010
the MAR. Nursing did not check the allergy on the Sducale staff on the importance of
Aflergy Assessment, dated May 6, 2010. That ocumenling (1 Ihe appropriale section to
gy . y 5, - ensura a complele neurclogical assessment
would inform pharmacy to emter the allergy Into the and neurclogical check are belng documented
computer systern." The record was raviewed on in the clintcal record.
June 4, 2010. » The nurse was counsefed as she did nat 61412010
follow protocol to ensure thare was stability of
" the resident's neurological stalus.
2. Facility staff failed to document complete « The unit educalor and Quailly Nurse wi 711912010
neurological assessments for Resident #2 at-the develop and implsment a neurological
time of the fall on May 31, 2010. cheacidist and educate the nursing staff on its
usage.
A wiritten statement from the primary nurse dated + Education will be done to teach staff that sll 7f18/2010
. d vausual oceurrences are to be entered into
Jung 1, 2010 indicated that the Residant #2 fell on QCPR and Peminic immediately, not at the
May 31, 2010 at 1930 {7:30 PM]. end of the shifl.
« The Quality Nurse will re-inservice staff on the | 7/19/2010
The "[Facility] Progress Record" dated May 31, importance of docurenling Into the clinical
2010 at 11:30 PM [2330] wrilten by the physician e ot moe, resident
ravealed, " Surgical Critical Care- ...pt fell family/physician nofification. '
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F 514 : From pa 3 s The nursing sfaff will give a fulk, accurate
Continusd . page 2 . ) F 514 status repon ta the oncoming shift to ensure
backwards while aitempling to ambulate and hit the continufty of resldent care.
[hsther] head on wall. No LOC {loss of 4. The qualily assurance process will be ufilized to 712712010
consclousness). Recalls events and no complaints monitor and sustain compliance. The findings

will be presented at the guarterly meeting of the

..-Head; Abrasion times 2 occiput...A/P Renaissance Quality Commiltas.

[assessment/plan]: sfp (Status post) fall with minor
abrasion to Occiput. No need for imaging at
present fime. If change in ms {(mental status),
consgider CT {scan] but doubt intracranial Injury due
to low impact. *

A review of he nursing notes revealed that the
primary nurse preformed assessments on Resident
#2 at the following times: May 31, 2010 at 2000;
May 31, 2010 at 2100; and May 31, 2010 at 2200.

"June 1, 2010 at 0520, Fall Assessment ...yes,
patient fell, patient alone at time of fall, patient found
an the floor. Patient fell in hallway. Patient fell on
[histher] back and hit back of [hisfher] head on the
bottom of the wall on the guard rails. LOC: alert-
awakens/responds appropriataly; Ortantation;
oriented to persoen, place and lime; Pupils: pupils
equal round and reactive to light and
accommodation of right (R) pupll, R greater that L
{left) ...Pulse=88; BP (blood pressure) 149/78
mim/Hg; Resp {respiratory rate)=22; Fall Risk Score:
20 Risk Level ... ™

The nursing notes revealed that a complete
neurological assessment was completed on June 1,
2010 at $520. Although the nurse documented
assessments at the aforementioned times, there
was no documented evidencs that neurological
checks were conducted.

A face-to-face interview was conducted with on
June 4, 2010 with Employee #2. Hefshe stated, “
The nurse workad a 12 hour shift. Hefshe
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F 514 | Continued From page 24 E 514
documented the fall at the end of the shift, "
Empioyee #2 acknowladged that the nurse did not
document the neurological checks af the fime of the
fall. The record was reviewed June 4, 2010,
F 520 | 483.75(0)}1)} QAA COMMITTEE-MEMBERS/MEET F 520 E‘ggf = ;ﬁ:;f J‘gians A# Committee — Members/
- Meet Quarterly/Pians
ss=D | QUARTERLY/PLANS Tha Sibley Mamorial Hospital Renaissance SNF
raintaing a quality assurance and assassmant
committee fhat meeis quarterly to identify quallly
A facility must maintain a quality assessment and Issues and develap plans along with the SNF
assurance committee consisling of the director of ?naa";’i{gﬁ'\E;;e;‘?;n%”u’;”g}‘:‘hi"&ﬁigﬁ'}:;‘:‘gf? a
nur_smg services; a physician designated by ihe: . attendance at only two of four required mestings.
facility, and at least 3 other members of the facility's Eindings for Medical Director
staff, 1. There are no furthar corractions at this time. The | 4/27/2010
Medicat Directer was n allendance at the most
i i recent QAA quatterly mesling.
The t(]uatlllty astsessgwelnt tan.g ast&." ;‘I r?nce con.l?;mtee 2. To prevent julure cilations, the remaining QAA 6/6/12010
meels a eas, qua ef y to laentily issues wi Meaeting dates have been resubmilted to the
respect te which quality assessment and assurance Medical DiractoriSecretary,
activilies are necessary; and develops and 3. The following systemic changes have been
imptements appropriate plans of action to correct anlemenled to ensure the deficlent praclices
; i i ienc oes not recur:
identified quality deficiencies.  “The remaining meeings scheduled for 7119/2010
. calendac year 2010 (July, September, January
A State or the Secretary may not require disclosure 2011) will be attended by the Medical Director
of the records of such committee except insofar as or ong of his assistant directors to altend for
such disclosure is related to the compliance of such him. . 214912010
committes with the requirements of this section. + The Medicai Director and/or his assistants are
to sign ln immediately upen eniry to the
. . . mesting for recognilion of histher presence.
Good faith attempts by the commiltee to identify and » Minutes of QAA meetings will be submitted to | 7/19/2010
correct quality deficiencies will nof be used as a tha Medicai Director if an emergency prevents
basis for sanctions. his/er aftendance.
« QAA mesting dates for 2011 will be subrilted | 7/19/2010
accordingly.
i i 4. The quality assurance process will be ufilized to | 7/27/2010
This REQUIREMENT is not met as evidenced by: monitor and sustaln compliance. The firdings
will be presenled at the quarterly meeting of the
Renaissance Quality Committee.
Based on a ravlew of the Qualily Assurance
Commiltes Sign in sheet and staff interview, it was
determined that the " deslgnated physician "
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Continued From page 25

failed to attend meetings of the Quality Assurance
Committee at least quarterly.

The findings inciude:

The Quality Assurance Committee minutes from
July 2009 through April 2010 were reviewed with
Employee #2 on Junse 4, 2010 at approximately
11:25 AM. Tha meetings were held quarterly.

The ravlew revealed that the designated physician
was In attendance at the meetings held October 27,
2009 and Aprit 27, 2010,

There was no evidence tha) the designatad
physician attended the Quality Assurance meefings
for July 28, 2008 and January 26, 2010.

A face-to-face interview was conducted on June 4,
2010 with the Employee #2 at the time of the review
and hefshe acknowiedged that the designated
physician did not atlend all of the quarierly
meetings.

F 520
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