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jAfollow-up inspection was conducted on January
121, 2011, toobservethefacilily’ssystemof l
| Supervison of its residents while in bed. The
: facilﬂyhasaresidenﬁalpopuhﬁonofsix(s) Department ps ith
' resident's. The findings of the inspection were Mwa%
 based on observation, record reviews and "wﬁbCaroFlei!mo@ Division
| interview, - 890 North Capltol 5t Ng.
_‘ ““'M.D.c.mooz\ IJ
|
| An annual licensure survey was conducted on l
| December 20, 2010 to determine compliance J
| with Assisted Living Law " DC Code § 44-101.01 '
’"Thefo!lowingdeﬁcienciawerebasedonmmrd
' reviews and interviews, The sampie sizes were ,
Jf0ur(4)r&sidentrecordsbasedonaoensusof !
! 8iX(B) residents and three(3) employee records
based On a census of six(6) empioyess.
I . |
R2931 Sec. 504.2Aocommodatlm0fﬂeeds. R2es All consumers Presently E-ZI—-II :
; ‘ . receive house call treatment,
e o b s et an M1 volia] Services arn etk
Ehealth nursing' rehabilitative hasplcé Medical Performed upon recommendatiPn
' dental. detary,'coumermg ahdpsychi'atic ' of & physician as needed, i
-’servioésinordertoatlainc':rn')ainfahmehighast Physicians visit monthly or
!pracﬁuablephysieal,memalmdpsychosocial as needed. Wil} closely
well-bemg , monitor monthly. ]
- Based on observation and interview, it was i
determine the facility failed to ensure that two (2) !
. of two (2) patients had access to appropriate i
- health services. (Patient #1 ang #2) _ ,I
: L . Morphine medication II
; The findings include: Effective today gyr RN ;
1. On January 21, 2011 an observation of has - informed all staff thal
! si:lant#fsnoumatapiiroximate!yQIDOa.m only her staff, Washington |'
fre'vealedasignpostedonmedobrmat Home & Communicy Hospices |
 documented the following " Morphine Smg/.25my ¥ill ever perform these ]
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 During an observation on January 21, 2011 at bolus feeding the faci

approximately 9:15 a.m. employee #1

. the demonstration, employee #1 did not ( 1)
indicate that she elevates the head of the bed
(HOB) prior to administening fube feeding; (2) did
. not know how to check for residuals; and (3) did

: not let the feeding flow by gravity (she poured the
_feeding in the (piston) syringe and then manuyall
 pushed the piunger to administer the tube I’
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R293_5 Continued From page 1 R 263 dutieg,her signature is on 11_24_11
' (first iine on drapper) before his bath and when record daii!.y or vhenever |
he is in pain as needed every four (4) hours". these services are performdd.
: Facility nurse will oversee
: During a second observation on January 21, °n a monthly bases. :
- 2011 atapproximately 9:30 a. m., empioyee #1, :
“who is a certified nursing assistant {CNA), i
. demonstrated for the surveyors how she .‘
- administers Morphine to resident #1.(It should be f
. Noted that employee#1 did not agminister :
Morphine at the time of this inspection. She only |
: demonstrated the Procedure). ,
. During a face o face interview with employee #1 ‘
i on January 21, 2011 aj approximately 9:30 a.m,, i
the employee admitted to administering Morphine !
| to resident #1 during bathing and repaositioning. {
2. During a face to face interview with employee G Tube Feedin g :
. #2 0N January 21, 2011 at approximately 8:45 Effective 1-22-17 an LEN/RN!
a.m., it was revealed that resident #2 had a new was retained to administer ;
. Percutaneous Endoscopchastrostomy(PEG) bolus feeding on & daily 1—22-11
| Tube. The employee indicated that resident bases as lon ;
& as consumer i
. #2 only had the peg tube for three days. located at Twins ALR, In th_E
‘ future if a consumer requir

lity FS

will notify the P0A or famiﬂy

 demonstrated how she administered Jevity pne in advance for relocation tp
(1) can bolus feeding via large (piston) syringe to place of their choice. i
. Tesident #1. It should be noted employees? dig | opsumer ‘s physician will |
' not administer the feeding during this inspection; ake this decision. RN will
Sheonlydemonstratedtheprooedure. During onitor on a monthly bases.'

|
i
|

i
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. (b) The ISP shall include the services to be

- provided, when and how often the services will be
- provided, and how and by whom all services will

| be provided and accessed.
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R293' Continued From page 2 R 203 |‘
- feeding. |
| |
- During a face to face interview with employee #1 |
- on January 21, 2011 at approximately 9:15 a.m., ] |
+ the employee admitted that a nurse instructed her
- how to provide bolus feeding to resident #1. !
R 373 Sec. 50622 Privacy and Confidentiality. R 373 LR RN will monitor on a
: 1-22-11
. onthly bases to ensure all’
(2) To have their records kept confidential and ecords are kept confidential.
: released only in accordance with their informed !
* uncoerced consent in accordance with District
. and federal law; [ |
~ Based on observation and interview, it was i
. determined the facility failed to keep one (1) of !
* 8ix (6) resident's records confidential. (Resident | |
The finding includes: ! ‘
: !
;Oanwaw2120TLanmEewmbnat nly hospice RN nurses willl-24-11
~@pproximately 9:00 a.m. of resident's room dminister morphine. No ALR!
' revealed a sign posted on the door, that read staff will monitor. ALR RN |
"Morphine5Smgs.25mi (first line on dropper) before . . . ;
) L - | i1l monitor records on a
- his bath and when he is in pain as needed every ! onthly bases :
four (4) hours”. Further observation revealed four 7 €S- |
. sets of initial's indicating the facility's staff had
- administered Morphine a total of four times.
+ During a face to face interview with employee #1 ‘
. on January 21, 2011 at approximately 9:30 a.m., _‘
| the finding was acknowledged. |
\
i ‘
R 481 Sec. 604b Individualized Service Plans R 481 SP for Hospice Services |
‘ as completed an updated ISP

ith consumers pPhysician,

; ospice Aide Care plan ig 1-24-11
|
|

|

osted for all to follow.

N monitors daily, i
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. (d) The ISP shall be reviewed 30 days after
admission and at least every 6 months thereafter.
- The ISP shall be updated more frequentiy if there
' is a significant change in the resident's condition.
- The resident and, if necessary, the surrogate
+ shali be invited to participate in each
reassessment. The review shall be conducted by
an interdisciplinary team that includes the
- resident’s healthcare practitioner, the resident,
 the resident's surrogate, if necessary, and the
ALR.
Based on observation, record review and
; interview, it was determined that the facility failed
\

' one (1) of two (2) resident's in the sample.
(Resident #2)

. The findings include:

! Interview with the direct care staff and

fo update the Individualized Service Plan (1SP) for
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R 481: Continued From page 3 R481 !
- Based on record review , it was determined the !
facilty faiied to document on the ISP for one (1) ]
- of two (2) resident’s when and how often services :
* will be provided. ]'
* The findings include: i
On January 28, 2011, a review of resident #2's Visiting Nurse from Professional
; Current |SP dated January 23, 2011 and interview Health Care Resources has i
| with the Administrator indicated that resident #2 completed their schedule o0f1-29-11
|was receiving skilled nursing services from a her treatment.
Home Care Agency.
" Further review of the aforementioned ISP
revealed there was no documented evidence of
- when and how often skiiied nursing services were
| to be provided.
(R 483} Sec. 604d Individualized Service Plans {R483} |15p update has been complertred

by RN & physician and is on

file. ISP update will be 1-30-11
monitored on a monthly baseps
to insure none will be
overlpoked.
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| observation of resident #2 on January 22, 2011 at
| approximately 9:30 a.m_, revealed the resident
: had a gastrostomny tube.

! During a face to face interview with ermpioyee #2
+ ont January 22, 2011, at approximately 9:35 a.m.,
. it was revealed that resident #2 returned from

: hospital with a gastrostomy tube three days prior
; to this inspection. -

' During a interview with employee #1 on January

| 22, 2011, at approximately 10:00 a.m., it was
| revealed that resident #2 was able to eat by

* mouth and it was further revealed that the

. resident received bolus feeding of Jevity (one (1) ;
| can three times a day) provided by employee #2
' and a skilled nurse that visits with the patient
 daily. i
| On January 28, 2010, at approximately 2:00 p.m
| resident #2's record revealed a document
 entitled, "Discharge Summary-Preliminary

i Report" dated January 16, 2011. The report

| indicated resident #2 *...presented with |
. decreased appetite and weight loss. A

. Percutaneous Endoscopic Tube (peg tube) was
i placed on January 11, 2011 without incident, .

| The report aiso indicated resident #2 was weak !
. and had extreme difficulty walking, although prior |
 to admission she supposedly was able to walk

i with the assistance of a walker. Skilled nursing
| for both strengthen and initial peg tube

| management was recommended, but the

. grandson preferred she retumn to existing

: Assistant Living Residence and have physical
 therapy done there."

 Further record review revealed on a current ISP
| dated November 25, 2010 that failed to include
: documentation of a service plan to address the
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{R483};ContinuedFrompage4 {R 483} G Tube feeding is being

performed by LRN/RN on a !
monthly bases. Consumer '
continues to eat and drink
well., LRN/RN continue to
perform G Tube feedings.

G Tube feed is being perfoAmed
by an RN.on a daily bases. |
Physician also noted consuder
is to eat by mouth as much :

as possible.A chart is in |
use as to how much food &
liquid intake is being given.
Her daily bowel & urine

are charted and weight charted
weekly. Consumer continues
to gain weight,

Physical therapy revealed
consumer is able to walk
with a walker when her
dementia is in line. Physig
therapy will continue as 1q
as needed. EN continues to
monitor.

al
ng

Service plan has been ]

revised to include dietaryj
changes. Also to include i
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{R483}! Continued From page 5 {R 483} ) .
L ) peg tube bolus feeding is o
- resident's dietary concems, Peg tube bolus longer able to be given in
: feedings, and physical therapy services. [Aiso ALR. If bolus feeding becomes
. see R393] - necessary consumer will be |
: - . d. h . h M 1.
During a telephone interview with the Assistant oizzr:r‘g;gygzglptg:;‘i;;nw:11
- Living Adrninstrator (ALA) on January 28, 2011 at |- i . '
, : be offered with physician's
! 12:00 p.m., it was revealed that
approxlmately . ! " i orders. These services will
| resident #2 receives physical Py . be noted during consumer'
 twice a week from a physicai therapist who is + - hyescs .18 S
 employed through a Home Care Agency. piysicians visits as often
: as needed.
: Based on record reviews and interview, the ISP consumer #2
| facility failed to review individualized Services ISP hos boon fom 1
! " pleted by |
;Plan(ISP)atlea.steverys:x(G)nwnmsforone physician and is on file, |
é(1)offour(4)resnﬁent‘sanﬂ1esample.(Resldent#2 Kaiser physician has been |
j ‘ notified they must sign ;
fTheﬁndingsindude: every si:'c months or as needed.
: Will monitor every month tg
: On December 20, 2010, at approximately 11:15 ensure no ISP is overlooked.
, am., a record review of the resident #2's record
: revealed an ISP dated February 15, 2010. Futher :
. review of record revealed there was no '
i documented evidence the iSP had been
' reviewed in six months which would have been in
: August 2010, '
 During a face to face interview the Assistant
. Living Adminstrator on December 20, 2010 at
| approxiamtely 11:45 a.m., the finding was
: acknowledged.
R513 Sec. 606 3 Resident Records R513 ISP for consumer has been
. . ) updated with consumer changes.
i (3)Apt::smn'sslatemg.‘;ndudmgmedlcal Physician & RN will monitos:
! orders and rehabiiitation pians; ] on a weekly bases to ensure
Basedmobservat;onracordm:ewand changes are updated as needed.
. interview, it was determined the facility failed fo i
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| |
R 513! Continued From page 6 | R513
‘ | :

. ensure a medication order was in the record for

- one (1) of one (1) resident's. (Resident #1) |

The findings include: |
' On January 21, 2011, an observation of patient . ) |

- #1's roomr;t approximately 9:00 a.m. revealed a Morphine (Kadian 10mg blf 1-24-11
+ sign posted on the door that documented the mouth every 24 hours) giveh

- following * Morphine 5 mg/.25 ml (first line on ‘ by hospice RN only. Hospice

dropper) before his bath and when he is in pain | RN will monitor MAR everyday

" as needed every four (4) hours”. [ medication is given.

|
|
* On January 21, 2011, a record review of \
- resident’s #1's Medication Administration Record I
. (MAR) revealed there was no documented
- evidence of a physician order for Morphine.
Further review of the record revealed there was |
- ho documented evidence of a MAR for January
. 2010 for resident #1 in the record. ' |

- During a telephone conference with the Director, . |
' Program Manager and surveyor on January 21,
2011 at approximately 2:00 p.m., the Director

- indicated the Morphine was from the hospice
Nurse. The Director also indicated that she !
“informed the hospice nurse, prior to this !
- inspection, that her ALR staff will not be

- responsible for administering Morphine to _
resident #1. : |

R 831 Sec. 905a Medicati n Administration. R 831
€ M 10 [ No TME or facility staff wyll

- (a) Licensed nurses, physicians, physician ever administer morphine. |
- assistants, and TMEs may administer Only hospice nurse will %
d

medications to residents or assist residents with pdminister. Will be monitor
* taking their medications. . by facility nurse mon thly.

i Based on interview and observation, it was
; determined the facility failed to ensure only i
licensed nurses, physicians, physician's !
. assistants and TMEs administered medications
Health Regulation Administration
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R831: Continued From page 7 R 831
;forone(1)oftwo(2)resident’sinmesample. :
. (Resident #1)
! The finding includes: ’
: ;
. On January 21, 201 1, an observation of patient Morphine ](
: #1's room at approximately 9:00 a.m. revealed a Only hospice nurse will !
 sign posted on the door that documented the administer morphine. I\lurse;I
. Tollowing: ) ¥ will sign each time of her
; - MorphineSmg/.25mi (first ine on dropper) treatment. All staff has |
- before his bath and when he is in pain as needed been informed of this procddure.
- every four (4) hours™. : Facility nurse will monitor
P i on a monthly bases to ensure
- Duning a second obsaervation on January 21, this will never reoccur,

i 2011 at approximately 9:30 a.m., employee #1, :
1 who is a cerlified nursing assistant (CNA), ;
' demonstrated for the surveyors how she I
| administers Morphine to resident #1. (it should be ,
» noted that employee®1 (CNA) did not administer
. Morphine at the time of this inspection. She only
: demonstrated the procedure) f

1

]

: During a face 1o face interview with employee #1
: (CNA) on January 21, 2011 at approximately
- 9:30 a.m., the employee admitted to

| administering Morphine io resident #1 during
| bathing and repositioning. ‘The employee also i
- acknowledged that she was not a Trained i
' Medication Employee (TME). She stated "they
- are going to send me 1o ciass for that".

1
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