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" "F 000 | INITIAL COMMENTS F 000
’; An annual re-certification survey was conducted
=" ! from Septemnber 24 through September 26, 2007,
The following deficiencies were based on- |
observations, record reviews and interviews with
the facility staff and residents. The sample ’ ‘ :
included 15 residents based on a census of 69
residents on the first day of survey and seven (7) yd
supplemental residents. , //
F 176 | 483.10(n) SELF ADMINISTRATION OF DRUGS F176 L
ssp| - ‘ : #1 E- Tag 176 (D) Self Administration of
An individual resident may self-administer drugs if Drugs _
the interdisciplinary team, ‘as defined by 1 idexts found to .
§483.20(d)(2)(, has determined that tis | ' et und to have oot affected
practice is safe. : . . » . Resident #5 has been assessed for -
1 this ability to self administers his -
_ ) ) medication. Resident’s care plan :
This REQUIREMENT is not met as evidenced has been updated. 10/12/2007 -
’ by: - ' =

Based on observation, record review and staff
i interview, it was determined that the facility failed
to ensure that Resident #5 could self-administer
l medications. ' -

The facility's policy #2.2, " Sélf Administering
Medications ", stipulate, "Each customer is given
the opportunity o self-administer his/her
medication if the interdisciplinary team, upon
evaluation of a customer's ability to safely
self-administer medications, has determined that
this practice is safe.”

[ The findings include: }
|
|

 On September 24, 2007, at approximately 1,2:10
‘ PM, the following medications were obsetved
| Resident #5's room: ‘

| Afrin nasal spray

2. Othes residents identi ving the

practice.

An independent andit was
conducted on all residents (o
determine if there are any
residents who wish to take
their own medications and

* could be administered the =elf
medication test. 10/12/2007
A check in all residents rooms
10 see if there are any
medications that are at
bedside without an
order. 1 07122007

1 |

TITLE {XE) DATE

%ﬂd&’i&»ﬁé — 2 /é/

27

tatementending with an asten‘sk {*) denotes a defi

:Wuhfch the institution may be excused from correcting providinﬁ Is (eterrnined that

her safeguards pravide sufficient protection ta the patlsnis. (See fstructions.) Except for nursing homes, the findings stated abave are disclosable 90 days

Howing the date of survey whether or not a plan of correction is provided, For

nursing homes, the abeve findings and plans of correction are disclosable 14

Iys following the date these documeants are made available to the facllity. If deficiencies are cited, an approved plan of correctian is requisite to continued

agram padicipation,
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F 176 | Continued From page 1 . F 176
Neo-Synephrine Nasal spray 3. Measures put jn place
Nasal spray (generic brand) e Any resident who desires to
Immunity Support tablet give their own medications
Anti-itch ¢ream (generic brand) wgglmss@ sﬂ: aghar;wgt
spercrems tub “Self- Admnistration Test” to
Aspercreme tube assess their ability to self |
Employee #6 stated that nursing staff , it 101572007 0y
! administered medications to Resident #5. educsted on the Self.
: ) Administration Process
On September 26, 2007, at approximately 12:10 10/19£20G7
| PM, the following medications wera observed in.
Resident #5's room: 4. QA .
*  Alldeficient practices wili be
Nyquil Sinus tablet monitored, discussed and
Afrin Nasal spray reviewed during monthly QA
Neo-Synephrine nasal spray meeting. ‘ :
Sinus Congestion & Severe Pain tablet _}1/09?2007__
On Septernber at approximately 12:10 PM a
face-to-face interview was conducted with
Empiloyee # 6 who stated, “The resident is
- | nen-compliant and she/he will call the physician
regarding the resident's noncompliance.”
F; ;2._’2; 483_.13(a) PHYSICA[T RESTRAINTS F 221" 428 Tag 221 (d) Physical Restraints
The resident has the right to be free from any
physical restraints imposed for purposes of 1. Reyidents found to haye been
discipline or convenience, and not required to affected by the deficient practice.
treat the resident's medical symptoms. *  Resident #9 has been
. : , reassessed by therapy for
o ' ‘ | sitting and falls,
This REQUIREMENT is not met as evidenced f : |
by: _ ' '
Based on record review and staff interview for 2. Other rasidepts identified having the
one (1) of 16 sampled residents, it was / Mﬂi‘Me
determined that the facility failed to consistently " practice,
assess Resident #5 for restraint reduction. ‘ *  No other residents have ‘
| resuaints within the facility
| The findings include: } 10/1/2007 I
Faciity I: PRESBYTERIAY If continuation sheet Page 2 of 58
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F 1?6‘ Continued From page 1 : . _ F 178 e
Neo-Synephrine Nasal spray - i 3. Measures ut in place
Nasal spray (generic brand) : : '_ s .\ny resident who desires to
| Immunity Support tablet : sive their own medications
Anti-itch cream (generic brand) : wéllltfx 1ssu;d_tst: aghma‘nacty .
‘Asperere . ‘Self- Administration Test” to
Aspercr _me tube - . : " ssess their ability to self
Employee #6 stated that nursing staff ‘ ¥ . 1\11 i Malgagﬁ?noze
“administered medications to Resident #5 A e
ad ‘ o sducated on the Self
. i : : . A\dministration Process
On Septeiber 26, 2007, at approximately 12:10 : 10/15/2007 ,
PM, the following med|cattons were observed in.. . :
Resident #5's room: : | 1.4 QA
' o e Jnit managers and
Nyquil Sinus tablet S - | upervisors will monitor
Afrin Nasal spray - ’ _ i - . esidents to msure those : ‘
Neo-Synephrine nasal spray : i ol :es‘d.e'?getrhﬁe":m toself— - ,
in st : - 1dmini ested . 11/09/200 .
S!'nus Congestion & Severe Pain tablet | e\l deficient practices will be
. o ‘ | " - nonitored, discussed and
On September at approximately 12:10 PM a : . - eviewed during monthly QA ’
face-to-face interview was conducted with [ < 7 peeting. i
Employee # 6 who stated, "The resident is ‘ ‘ . -
-| non-compliant and she/he will call the physician : : : ‘
regarding the resident's noncompliance.”
F 221 483.13(a) PHYSICAL RESTRAINTS _ F 221 : : _ Ty
§s=D; . . ' o 4 #2F Tag- 221 (d Physical Restraints
The resident has the right to be free from any ’ y o et
| physical restraints imposed for purposes of :
discipfine or convenience, and not required to 1. Reside its found to have b
treat the resident's medical symptoms. affectﬁ Lby the deficient practice.
‘ Resident #9 has been ,
‘ reassessed by the IDT tean:.
This REQUIRE: MENT is not met as evidenced and Rehabilitation Therapy
by: for restraints.
Based on recard reviéw and staff interview for 2. Othg '
one (1) of 15 sampled residents, it was : ' ls:o be aﬁ‘ectteget:i htﬁz same
determined that the facility failed to consistently | p_r@t&
assess Resident #9 for restraint reduction. e No omermxdcms have
. : res raints within the facilit
The findings include; ’ : , 10/ 12007 y
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F 175 Conlinued From page 1 ] F 175! PR ‘
Neo-Synephrine Nasal sprey ! ‘ 3. Measures put ip place:
Nas:il spray (generic brand) ! e Any resident who desires to ’
tmmunity Support tablet i give their own medications ;
Anti-itch cream {generic braiid) [' “Wsﬂel]?e ;Ssu?d_;huigﬁiﬂ;;? " }
Aspercreme tUbe ' . 1 assess their ability to self ’
: . [ dminister. 10/19/2007
'Employee #6 stated that nur:iing staff | . :11 nces;id stattwill be
i administered medications to Resident #5. educated on the Self- ‘
L ' Administration Process '
On September 26, 2007, at e pproximately 12:10 1071972007 ' :
. PM, ihe following medication ;s were observed in - ( : i ;
! Residlent #5's room: : 4, QA ,
. ‘ e Unit managers and 1) 7/2][)
i Nyqu |-Sinus tablet ’ sugi’;sorswillmc:;litor N4
AT NS pr3) oy e vt |
eO-. -yl"\ . . - L e
Sinus Congestion & Severe F ain tabret ‘ . stzn atr;rt:::ﬁ - will ’-,_.,}“0‘”2007-—
; it discussed and -
- On September at approxumai 2ly 12; 10 PMa A ::&fzsﬁmg monthly QA
face-t)-face interview was cor ducted with ‘meeting.
Employee # 6 who stated, "Th2 residentis T
.| non-cempliant and she/he will call the physician f _
’Iregarc!ing_the resident's noncc mipliance.” _
F 221 ‘ 483.1\(a) PHYSICAL RESTRANINTS F 221 < ‘
§S=D |
: The re: >|dent has the right to bi: free from any e
| physical restraints imposed for purposes of !
|

discipline or convenience, and 1ot required to
treat tt e resident's medical syr.iptoms.

“This RI QUIREMENT is not met as evidenced
by:
Based :n record review and Stc ff interview for }
one (1) of 15 sampled residents, it was ‘ i
l
!
!
|
|

determited that the facility failec' to consistently
assess Resxdent#s for restraini reduction.

' The finclings include:

2. Otherre; ldf:nts

Other regidents identified hav;
otential to be affected by the
practice

|
|
|
I
«f:

No other residents have
I} restraints within the facil
| 10/1/2007

-
|

dentified having the

: same

lity
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F 221 Continied From page 2 r F221| 3 - Sout
, . Measures put in place
e Licensed Nurses and therap
Resident #9 was initially assessed for a * will be edﬁ:a:ed :::l the resu{unt
break-away lap buddy an May 12 2006 as an policy and procedure
intervention for falls, 10/19/200‘7
A ¢ Restraint policy has rewscd
According to the instructions. en the "Physical 1071272007
Restraint Elimination Assessment" form directed, o
“Restrained individuals should be reviewed at QA o
least quarterly ta determine whether or not they *~1he QA team will review,
are candidates for restraint reduction, less =~ tor and discuss residents /W
restrictive restraining measures or total restraint (hat may require a restraint to. .
. limi i _“ ’ ' o
€ Immatmn‘ . insure that the policy nd
A review of Resident # 9's record revealed that ‘ procedures are followed, Qa
the "Physical Restraint Elimination Assessment" #pproptiate action for deficient .
was completed on November 12, 2606 and May - practice. | 11/09/2007,
7,2007. There was no evidence that a "Physical
| Restraint Elimination Assessment” was '
compileted after February or August, 2007. ! '
According to the May 7, 2007 assessment, the
resident scored 25 paints. The legend located on
the "Physical Restraint Elimination Assessment”
directed that a score of 21-35 indicated tha the | '
resident was a "Good Candidate" for restraint ‘
reduction. l ‘
‘ There was no evidence in the record that a ‘ f
l restraint reduction was attempted. | ,
' A face-to-face interview was conducted with the ‘
| Employee #1 on September 26, 2007 at ( |
approximately 1:45 PM. He/She acknowledged ‘
{ that there was no quarterly assessment for
( February or August, 2007 and that there was no l
attempt to change the type of restraint. The
record was reviewed on September 25, 2007. ’
F 241 483.15(a) DIGNITY ’ F 241 !
|

8§S=D l
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F 221| Cont 1ued From page 2 i F221] s M il
| ! + 4. DMegsures pUL i piace
: |
| Resident #9 was initially ass¢-ssed for a ' k * i‘;}eg:egdiﬁ: :::d mtgfefl&m ‘
break-away lap buddy on Ma/ 12, 2006 as an | policy and procedure - _ _
intervarition for falls. ! 10/19/2007
‘ - } e  Restraint policy has revised
According to the instructions n the "Physical 10/12/2007
. Restraint Elimination Assessinent" form directed, ' ' i
“Rest'ained individuals shoulil be reviewed at ' 4. QA .//')
least -juarterly to determine w hether or not they . *  The QA team will review, the /‘VV/S/
are candidates for restraint re duction, less | Unit Manager will monitor all 1 [
restrictive restralnmg measur::s or total restraint - residents that have the potential 1 0/)
elimination.” ( for restraints. o
o ' e  The QA team will review and
A reviiaw of Resideng# 9's record revealed that ?;:mﬁeém‘fﬁ:;g:%m ‘
the "Physical Restraint Elimini tion Assessment” that the policy and procedures
was completed on November 12, 2006 and May - are followed. , L 10572007
7, 2007, There was no evider ce that a "Physical ; ‘¢ QA team will recommend '
i Restrz int Elimination Assessn ent” was } . appropriate action for deficient “.
complited after February or A 1gust, 2007. | practice. .
| Accortling to the May 7, 2007 :issessment, the ! i :
' | resident scored 25 points. The legend located on ' i l
| the "Phiysical Restraint Elimina jon Assessment” | ‘ l
directed that a score of 21-35 iidicated that the | ' l
residerntwas a "Good Cand:da e" for restraint K
reducta n. } ’
There vs/as no evidence in the r :cord that a | ’
restraii it reduction was attempt :d. (
A face-lo-face interview was co 1ducted with the i ‘
Employee #1 on September 26, 2007 at ! ,
approximately 1:45 PM. He/Shi: acknowledged | l‘ ,
that there was no quarterly asse ssment for l ; ‘
February or August, 2007 and ti at there was no | [ !
| attempt to change the type of restraint. The | | ’
| record was reviewed on Septerr ber 25, 2007. [ ;
F 241 483.15(:) DIGNITY | Faan, |
8S=D ' i |
| ! |
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F 241 | Caontinued From page 3 l F 241 3 F_Tag 241 Dignity (D)

| and 26, 2007).¢

The facility must promote care for residents in a
manner and in an environment that maintains or
' enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by: '

Based on observations during the tour of the first
floor nursing unit, it was determined that the
facility staff failed to maintain residents’ dignity.
Residents #2, #3 and H1 A

The findings include:;

‘ The fonoWing obsarvations were made duh’ng :

’ 1. On September 24, 2007 at approximately
10:00 AM and September 25, 2007 at

approximately 11:00 AM, Resident#2 was

| observed in the day room with facial gray.hairs on

‘ hisfher chin.

A face-lo-face interview was conducted with
Employee #2 on September 25, 2007 at
approximately 11:10 AM. He/she stated, “We
shave [Resident #2] when we can. Sometimes
he/she is not caoperative." After asking the staff
if an attempt was made to shave Resident #2 the
past two (2) morrings, Employee #2 stated, “The
staff didn't try yesterday or today (September 24

|2. On September 24 and 25, 2007 at
approximately 9:30 AM, Resident #3 was
observed in the dining room eating breakfast
alone, The resident expressed to the surveyor
the desire to eat breakfast with other residents.
Resident #3 was asked if he/she expressed this

|
|
|
|
|
|
|
|
|

affected by the deficient practice.
e ResidentHl - A battery
was placed in her clock

*  Resident#2 Facial hair was removed

]
|
|
1. Residenys found to have beea l(
I

»  Resident #3 — Soiled
clothes changed. ‘
2. Other residents identified haviny the ’ :
tentig] yo be gffected by the sape ice.
e  Residents on all units were assessed |’
for soiled clothes , items not
working in their rooms , and all
- residents were shaved that needed to
be shaved. 10/5/2007 :
+  Managers will do 4 random
weekly audit on all
residents to check far
adequate hygiens, and
condition of clothing, and
for items fot working in the
residents rooms, 10&1&007 '
e  Charge nurses will check
daily all residents for .
adequate hyglenc, |

| condition of clothing, and
for items not workm in
’ residents rooms. 10/21/2007
¢ Al nursing staff will. be
) . educated on Dignity in
l
|

regards to resident care
107212007

4. e  Managers weekly random
: andits will be reviewed
during monthly QA
7!&115 QA comunittee
|
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his/he: chm

and 25 2007)."

2.0nE

alone.

The “acility must promote czre for residents in a
manner and in an environment that maintains or
enhznces each resident's di jnity and respect in
fuil racognition of his or her i1dividuality.

This REQUIREMENT is not met as evidenced

Based on observations durin j the tour of the first
} fioor 1ursing unit, it was dete mined that the
facility staff failed to maintain residents’ dignity.
Resicents #2, #3 and H1

The findings include:
The f(:vl}ov»)ing observations were made during ;-

[ 1. On September 24, 2007 at approximately
10:00 AM and September 25, 2007 at

-appro: |mately 11:00 AM, ResiJent #2 was
obsenved in the day room with faCIai gray.hairs on

A face-to-face interview was conducted with

: Employee #2 on Septernber 2¢, 2007 at
approximately 11:10 AM. He/she stated, "We
shave |Resident #2] when we ¢ an. Sometimes
he/she is not cooperative." Aftr asking the staff
if an atlempt was made to sliave Resident #2 the
, : past tw-2 (2) mornings, Employe e #2 stated, "The
‘ staff dicin't try. yesterday or toda ¢ (September 24

e ————— e -

:ptember 24 and 25, 2017 at
approxinately 9:30 AM, Resident #3 was
observed in the dining room eat ng breakfast
“he resident expressed o the surveyor
the des e to eat breakfast with «ther residents.
Resider: #3 was asked if he/she expressed this

X410 | SUMMARY STATEMENT ( F DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ( (xs)
PREFIX |  EACH DEFICIENCY MUST BE PRECEDED BY FULL { PREFIX (EACH CORRECTIVE ACTION SHOULDBE | COMPLETION
TAG 'EG ULATORY OR LSC IDENTII YING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRATE |  DATE
_ _ ' DEFICIENCY) l
- - - ‘
F 241 Conlinued From page 3 F241| 43 F.Tag241 Digaity (D) (

|

J

|

[

[ 1. - Residents found to have been

}_ affected by the deficient practice.
: >

Resident H1

®  Resident #2 Facial hair was removed:
o  Resident #3 — Soiled
clothes changed.

,/ 2. Other residents identified having th
J Mngal to be affected by the same g@gng‘e
|

‘Residents on all units were assessed
for soiled clothes , items not
working in thexrrooms and all
residents were shaved th.lt needed to

be shaved. 10/5/2007

l 3. Measures put in place

i : 10212007

meeting. QA committee

- A battery
was placed in her clock

s  Managers will do a random
weekly audit on all
residents to check for
adequate hygiere, and
condition of clothing, and
for items not working in the
residents rooms.10/21/2007
Charge nurses will check
daily all residents for
adequate hygiene, '
condition of clothing, and
for items not working in
. residents rooms. 10/21 /‘2007
.  All disceplines will be
€ducated on Dignity in
regards to resider: care

»  Managers weekly random -
J! _ audits will be reviewed
I : during monthly QA -

I

| g6/5@ 3ovd
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~

Continued From page 4 ,
request to the staff, . Resident #3 stated, "Yes, but
they get me up too late to eat with the others.”

F 241

3. On September 25, 2007 at approximately
12:00 PM Resident #3 was observed in the dining
area with sciled clothes and untrimmed toe nails.

4, On September 24, 25, and 26, 2007, the clock ‘
in Resident H1's room remained at 7:35. The
clock was a battery operated device. There was |
| no evidence that staff attempted to replace the
battery. On September 26, at approximaitely
11:00 AM a face-to-face interview was conducted
with Employee #2 who acknowledged that the
clock was not gperable.

These observations were made in the presence
of Employee #2 on September 24, 25, and 26,
2007 between 9:30 AM and 12:00 PM.

|
"| 4. On September 25, 2007 at appraximately ‘
12:00 PM Resident #3 was observed in the dining
- area with soiled clothes and untrimmed toe nails,
F 253 | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE
SS=E

The facilr’ty rmust provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by:
Based on observations during the environmental
tour of the facility, it was determined that
housekeeping and maintenance services were
not provided to maintain a sanitary, orderly and
comfortable interior as evidenced by: soiled
baseboards, flaors and carpeting, furniture and
ceiling tiles; marred and/or damaged walls,

|
|
|
|

A

F 241

F 253,

(

_11/09/2007

during monthly QA |
meeting. QA commftee
will recommmend
appropriate plans of action
to correct deficient
practice.

i F253

s
I

l
|

1 . No residents were affected

»  Soiled baseboards observed on the
first leve! dayroom and dining room ;
lq\ge.r level dayroom and activity/
dining room and room 178 were
cleaned us of 10/01/2007.

*  Soiled floors ard carpeting
throughout the first and lower levels
nurging units and the clean linen
room on the first floor in the ¢lean
linen rooms were cleaned as of
10/01/2007.

DRM CMS~2567(02.99) Previaus Versions Obsolete Event {D:BC711

|
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baseboards, doors, ceilihg, floor Liles, furniture

and cabinets; broken furniture; odors; and clutter.

These abservations were made in the presence

, of the Housekeeping Director, Maintenance
| Manager anc/or nursing staff on September 25,
" | 2007 between 8:45 AM and 11:00 AM.

The findings include: 4

1. Soiled baseboards were observed in the
following areas: First level-dayroom and dining
room; Lower level-dayroom and actlwty/dmmg
room and room 178,

2. Soiled floo:s'and carpeting were observed in’
the following areas: Soiled carpet throughout the

! first and lower level nursing units in 10 of 10

observed areas and the clean linen room on the

| first floor in one (1) of two (2) clean Imen rooms

observed

3. Soiled furniiure was observed in the following

areas: Firstfloor dayroom and wheel chair pad

soned in flrst floor and dlmng room.

4. Soded ceiling tiles were observed in the first -
floor dayroom and first floor pantry.

5. Walls with rnarred and/or damaged surfaces

| were observed in the first floor dining room and

lower level dayroom

| 8. Baseboards with marred and/or damaged

surfaces were observed in the following areas:
First floor pantry cabinet, first floor dining room
and lower level dayroom. -

. . 11/1/72007. -
7. Doors with marred and/or damaged surfaces The cabinet i 1 the first floor metry
were observed in the first floor dining roomand | will be repair :d or mplaced asof . -
! ! . 11/01/2007. L

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDE R'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH COF RECTIVE ACTION SHOULD BE._ » COMPLETION
TAG REG ULATCIRY OR LSC iDENTIFYING INFORMATION) TAG CROSS-REFE RENCED TO THE APPROPRIA™E DATE
: . DEFICIENCY)
¥
F 253 | Continued From page 5. F 253 Soiled fus niture in the first floor
' dining roc m and wheel chair pads

soiledon he first flcor and dining
room wer : cleaned as 10/01/2007. )
Soiled cei ing tiles observed in the 5
first floor layroom and first floor - :
pantry we e replaced as of
10/01/2007, '
Walls witl marred and/ or damaged
surfaces ¢ 1served on the first floor
dining roo n and lower level dayroom
repaired as of 10/30/2007.
Baseboard 1 with marred and/or
damaged s ifaces observed in the
first floor | antry cabinet first floor -
diriing roor 1 and lower level dayroom
were repat ed or replaced as of
10/30/200".. -
Doors witt marred and /or damaged .

. surfaces ot zerved in the first floor
dining roor 1 and the lower level

. dining roor 1 and the first floor
storage 100 n were repaired or
replaced as of 10/30/2007.

Damaged ¢ :iling tile observed in .
room 092 v ill be repaired or replaced
as of 10/30/ 2007. -

The crackex tile in the first floor
dining room is due to the expansmn
and contract ion of the concrete floor.
has been ins >ected by a consulting
structural en gineer. The finding were
that no repaj : was necessary.
Furniture m: rred worn and for
damaged ob: erved in the first floor
dayroom anc on the first floor, across
from the nur. ing station and in the
lower level d ayroom (arm chairs) will
be cleaned o1 replaced as of

OME NO. 0938-0391
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]
F 253 | Conlinued From page 5 F 253[ *  Soiled furniture in the first floor
b ds, doors, ceiling, 1 oor tiles, furniture g room and wheel chair pads
ase Joards, doors, ceiling, ) soiled on the first floor and dining

| and cabinets; broken furnitul e; odors; and clutter.

Thesz observations were mi de in the presence
of the Housekeeping Directc r, Maintenance
| Manager and/or nursing stafi on September 25,
‘ 2007 between 8:45 AM and " 1:00 AM.

| The findings include:

1. Soled baseboards were ol served in the

1 following areas: First level-da /room and dining
room; Lower level-dayroom axd acnwty/dlnmg
room and room.178.

2, Soiled floors and carpeting were observed in
first arid lower level nursing ur its in 10 of 10

first floor in one (1) of two (2} clean Mnen rooms
obsenied.

3. Soilad furniture was observe d in the fo!lbwing
areas: Firstfloor dayroom anc wheel chair pad
soned in first floor and dnmng room.

4 Sonhe-,d ceiling tiles were obse rved in the first
: floor diwyroom and first floor pa try.

5. Walls with marred and/or da. naged surfaces
were ouserved in the first floor - lining room and
fower level dayroom

| 6. Base:boards with marred and or damaged
surfaces were observed in the fllowing areas:
First floor pantry cabinet, first flc or dining room
and lowar level dayroom.

7. Door: with marred and/or dar1aged surfaces
were ok served in the first floor d ning room and

the fo lowing areas: Soiled cai pet throughout the

-| obsered areas and the clean linen room on the

|
|
|
|
|
|
|

|
|
{
|
|
I
;
|

room were cleaned as 10/01/2007.

»  Soiled ceiling tiles observed in the
first floor dayroom and first floor
pantry were replaced as of
10/01/2007.

e Walls with marred and / or damaged
surfaces observed on the first floor
dining room and lower level dayroom
repaired as of 10/30/2007.

»  Baseboards with marred and/or
damaged surfaces observed in the
first floor pantry cabinet first floor

were repaired or replaced as of

_ 10/30/2007.

. *  Doors with marred and /or damaged

* surfaces observed in the first floor

dining room and the lower level

) dining room and the first floor

| storage room were repaired or

b replaced as 0 10/30/2007.

) Damaged ceiling tile observed in

as of 10/30/2007.

®  Thecracked tile in the first floor
dining room is due to the expansion
and contraction of the concrete floor.
Tile will be repaired or replaced
during the 2008 fiscal year.

¢  Furniture marred worn and /or
damaged observed in the first floor
dayroom and on the first floor, across
from the nursing station and in the
lower level dayroom (arm chairs) will
be cleaned or replaced as of

¥ 11/1/2007.

' e Thecabinet in the first floor pantry
will be repaired or replaced as of
11/61/2007.

dining room and lower level dayroom

room 092 will be repaired orreplaced -

|
l

|

Mﬁ;
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| ‘ DEFICIENCY)
F 253! Cantinuied From page 6 " E 253, |+ "The cabinet f the first loor paatry
the lower level dining room and the first floor ﬁ%?%?.;md or replsced asof
storage room. - «  Missing knobs on the first floor
. . . dining room beverage station cabimet
8. Damaged areas to the ceiling was observed in - will be replaced ssaogfl(IISOIZOO‘J
room 092 in one (1) of 12 areas observed. s  Broken over the bed table and a
- broken drawer on 4 side 1able in the
9. Cracked floor tile in the first floor dining room first floor dayroom were removed as
measuring appraximately 17 ft lang, : of 10£2/rzoo7.
o The in room 188 was sanitized
10. Furniture marred worn and/or damaged - and cleaned as of 10/30/2007.
observed in the following areas: 10 of 10 arm . *  Clugtarin the lower level dayroom
chairs observed in the first floor dayroom and first | %?Sglmrggr;l 188 was cleaned up as of
floor across from the nursing station area and
four (4) of four (4) arm chairs in the lower level } 2. Environmental Rounds wete conductad
‘ dayroom. | 10/12/2007 and no other daficiencies were
. " . noted.”
‘ 11. The cabinet in the first floor pantry failed to | I
close and rubber bands were looped around the | ‘ 3. The Maintenance Supervisor or
cabinet handles to prevent the doors from J designee will conduct mouthly preventive
opening ‘ maintenance rounds. All werk generated
will be completed within 48 - 72 hours
12, Missing knobs -first fioor dining room ;. vith writien affismation.
beverage station cabinet. ‘ '
4. The Facility Managermient Director
13. A broken over the bed table and a broken ’ ! will conduct random audits and will be
drawer on a side table was observed in the First ; presented monthly to the QA committee.
Floor dayroom. ’ f , II
14. Cdors were present in roam 188 in one (1) of { { LJ 11092007 _
12 rooms cbhserved. ’ ‘
15. Clutter abserved in the lower level dayroom ‘ l
and room 188. .
F 280 | 483.20(d)(3), 483.10(k)(2) COMPREHENSIVE | F 280’
SS=E | CARE PLANS a ’
The resident has the right, unless adjudged ! ‘
‘ incompetent or otherwise found to be f
| incapacitated under the laws of the State, to { (
_ _ |

IRM CMS-2587(02-85) Pravious Versions Obsolete Evenl {D:8C7111
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F 280 | Continued From page 7 - F 280] #5 F- Tag 280 (E) Comprehensjve Care Plans

|

- Based on abservations, staff lnterwew and record

‘determined that facility staff failed to initiate

| needed 1o prevent falls.

participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met'as evidenced
by:

review for six (8) of 15 sampled residents and.six
(6) supplemental residents reviewed, it was.

additional goals and approaches for fall
prevention for 12 residents with muitiple falls,
Residents # 2, 4, §, 9, 13, 14 F1, F2, F3, F4, F5
and F6.

The findings include: ‘

The facility's falls program is entitled "Leaping }

I Deer Program,” policy number C-108, effective

date April, 2007.

Under“Procedure 8. implement interventions as

Possible Interventions: l

|

1. Residents found 1o have beey
gffected by the deficient pmgg'g.
¢ Residents
2,4,5913,14 FIIZ F3,
' F4,F5, F6 cure plans were

reviewed and new
impleroentations put in
place. 10/15/2007
2. Other residents ideqtified havips the
ia] ip e
practice. ;
e All residents who have fallen in
: the last 90 days will have their
care plans reviewed and wpdated
with appropriate new
interventions 10/14/ 2007

3. Meagure put in place

®  Licensed nurses will be
educated on comprehensive care
planning, énd applying.
appropnaw
interventions 10/19/2007

previaus day will be brought to
the daily interdiscipliinary team
meeting for recommendations,

s Fulls policy and procedures
(Leaping Deer Program) has
been revised 1o include -
comprehensive care plamning for
falls, 10/1/2007

e The Falls Committee will mm:t
weekly x 90 days (o review all

tulls for compliance with policy

procedures

and

*  All residents who have fallen the -

and review of new interveations,

RM CIMS-2567(02-98) Previous Versions Qbsoleta
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L ' - ' i
F 280 | Continuied From page 8 f

Call bell within reach 4. 0A ; '
Bed in lowest position ! . 3101 nfemfi:zngguac;;s »lvdiu be
lowbed , ' a '
Brakes locked on wheelchair I‘:;E‘I’g %“;“5 :‘;’i“n{gi
nge and appropriate ft_JotWear will recommend appropiriate _11/09/2007
arranging room furniture _ ' plans of action to correct ' -
! Night light for nighttime trips to the bathroom , deficient practice. '
Assistive devices within reach
Toileting Schedules. Personalized.
l Medication assessment
Assessment of vision/hearing
Manitor during shift change
Identify "sundowners"
Assess for orthostatic hypotension
Restorative Nursing
OT/PT consult and intervention
Mat beside the bad
' Assessment of equipment used by the resident
that may put resident at risk.

NAME QF PROVIDER OR SUPPLIER

F 280

1. Faciiity staff failed to initiate new interventions
far Resident #2 after muitiple falls.

The review of nurses’ progress notes dated June -
20, 2007 at 6:30 PM indicated, " Resident was
sitting in the TV room at 4:30 PM resident was
noted on the flagr slid out of her wheel chair MD
notified no new erders.”

June 21, 2007 12:15 PM a nurse' s note
indicated, " Resident alert and verbally
responslve was found on the floor in a sitting
position in front of her bed. She said she just
slide out ..

June 27, 2007 10:55 PM a nurse’ s note indicted, l
" Resident was in bed at about 10:00 PM ,
The writer was called to the resident’ s room and
[ the writer noticed resident sitting on the floor mate)’ [

Event ID; BC7111 : Facility 10; PRESBYTERIAt If cantingation sheet Page 9 of 58
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F 280 Continued From page 2 T F 280
near resident' s bed ..."

NAME QF PROVIDER OR SUPPLIER

On August 8, 2007 7:40 PM nurses noted .
indicated, * Resident was noted about 3:15 PM on

the floor in the TV room in a supine position. '
Assessment done no physical injury noted..." (

The resident had a physician’ s order dated
January 26, 2007, " Leaping Deer Program, and
February 2, 2007, Bed/chair alarm in use at all

 times."

There was no evidence that the bed/chair alarm
was in place at the time of the aforementioned

falls.

22, 28, and August 10, 2007. The therapist notes
indicated, " Ngt a rehab. candidate at this time.
No change in level of functioning. Nursing
observing precautions and monitering oversight to
.decease risk for falls"

The resident had rehabilitation screens on June ’ '
.

| According to the "Falls Prevention Care Plan* a
bed/chair alarm was added as an approach on
December 12, 2006. There were no additional
interventions initiated after the above cited falls,
The record was reviewed on September 24, 2007

2. Facility staff failed to implement

approaches/interventians listed on the "Falls

Prevention Care Plan" for Resident #4 who had ’

| multiple falls with one (1) injury. ' ' I
|

f

| i
" Faclity ID: PRESBYTERIAL If continuation sheet Page 10 of 58

A review of Resident 4's record revealed the
following nurses' notes:

April 12,2007 at6:40 AM: " ...Resident was seen
lying down to the side of her bed, states she was

ORM CMS-2567(02-98) Previdus Versions Obsaieta Event 1D:BCY114
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F 280 | Continued From page 10 F 26(]7

trying to get to the phone and feil. She demed
pain. ...Resident sustained skin tear to right
forearm and elbow ... "

June 25, 2007 at 7:00: " AM Late entry
Resudent observed on ﬂoor on buttocks at 7:25

AM, "

July 01, 2007 at 6:00 PM: " ...Resident found on
kneehng position in her room near her bed
Abrasnon noted in both knees, "

July 27, 2007 at 5:30 PM: " Resident observed
sitting on the floor in her room near her bed...’

A review of the "Fall Risk AsseSSment

mciuded ’
the following: ,

Date Score
February 16, 2007 11
March 6, 2007 10
April 12, 2007 9
July 1, 2007 10
August 1, 2007 14

indicated: " If the total score is.1Q or greater, the
resident should be considered at HIGH RISK for
potential falis."

A review of the Physician 's Order Form signed
and dated July 12, 2007 revealed an orderfor "
chair and bed alarm in use at all times. " The
order was first initiated on April 12, 2007,

The " Falls Prevention Care Plan " was initiated
Mareh &, 2007. In the Approaches/Interventions
column on the ¢care plan, item #28 revealed
Bed and Chair Afarm in use at ali times. "

ORM C\MS-2587(n2-99) Previous Versions Obsolete
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On September 24, 2007 at about 1.15 PM, the
resident was observed seated in his/her
wheelchair in the dinning room eating dinner. The
chair alarm was not in use. : . ’

On September 24, 2007 at about 3:00 PM, the
resident was observed seated in his / her room.
The chair alarm was not in use.

On September 25, 2007 at about 8:50 AM, during
a wound treatment abservation, the resident was
in bed. The bed alarm was notin use.

A face-to-face interview was conducted with the |
Resrdent Care Coordinator on Septernber 25, -
2007 at about 2:30 PM. He /she acknowledged
that facility staff failed to implement the " Falis
"1 Prevention Care Plan: Approaches/interventions "
“ #28: Bed and Chair Alarm in use at alf times ",
for Resident #4 who had multiple falls with one (1)
injury, The record was reviewed September 24, ]

2007. .

3. Facility staff falled to update Resident #5's
care plan with appropriate goals and approaches
after myltiple falls,

‘ The resident was admitted to the facility. on

i November 22, 2006. According o the nurses’ !

| notes the resident was found on the fioor the

r following dates: December 5, 11, and 28, 2007;
January 22; February 15; March 22; May 20 and

| 25; July 10 and 29; and August 2, 2007, No injury

was susiained from any of the above identified

falls.

( The " Fall Preventian Cére Plan" was initiated
' Novemnber 26, 2006, Under the "Evaluation"
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column, hand written entries document the ]
resident' s falls, However, there was no evidence
that additional goals and approaches were
initiated after any of the above cited falls,

According to a physician' s order dated April 1,
2007, " Fall Precautions and Bed/Chair Alarm"
were initiated. A review of the May, June, July,
and August 2007 monthly orders, signed by the
physician but undated, did not mclude an order for
the " Bed/chair a!arm

Observations of the resident were conducted on
September 24, 2007 at 1:45 PM, September 25,
2007 at 9:30 AM, 11:45 AM, 2:20 PM and 4:45 .
PM and on September 26, 2007 at 10:10 AM.
There was no chair or bed alarm being used for
the resident at the above cited times.

There was no evidence that the resident was
enrolled into the facility's falls program, "Leaping
| Deer”.

A face-to-face interview was conducted with

- Employee #2 on September 24, 2007 at 4:30 PM.
He/she acknowledged that the falls care plan was
not updated after the above cited falls. The record
was reviewed September 25, 2007. :

4, Facility staff failed to update Resident #9' s
care plan with appropriate goals and approaches

after multinle falls.

A review of the nurses' notes revealed the
following:

April 25,2007 at 10:00 PM: "At about 8:30 PM,

after care, resident was assisted to bed,

‘| Caregiver reported that...abserved resident on ' |
| B
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E-Z mattress at about 9:00 PM in a left side lying
position with a small wooden night stand lying on
[Resident]...On assessment, noted a3 bruise on
right carner of right eye..."

August 10, 2007 at 7:30 PM; "Resident observed
on back lying position...no apparent injury noted."

September 23, 2007 at 3:00 PM: "Resident slid
out of wheelchair and sat on wheelchair foot rest

| with head against wheelchair cushion at 11:45

AM...no injury noted "

The " Fall Prevention Care Plan”" was initiated
May 5, 2003. Under the "Evaluation” ¢olumn,
hand written entries documented the resident' s
fails. However, there was no evidence that
additional goals and approaches wers initiated
after any of the above cited falls,

The resident was placed on the “Leaping Deer
Program" oni June 24, 2003.

Areview of a Rehab, (Rehabilitation) Screen note
dated August 20, 2007 stated ” No intervention or
eval (evaluation) necessary. Rec: (Recommend)
Maintain oversight. Assist pt. (patient} with

changing positioning to decrease restlessness.”

A face- t0- face interview was conducted with the (
DON on September 25, 2007 at approximately ‘
1:45 PM and she/he acknowledged that there
were no new goals and approaches to the care
‘plan, The record was reviewed on September 25,
2007.

5. Facility staff failed to initiate additional goals
and approaches for Resident #13, who had
multiple falls with injury. ‘ ’

|
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A review of Resident #13' s record revealed that
the resident was admitted to the facility on
September 12, 2007, An interim plan of care was
initiated the same day. The problem area of "
Falls" was identified with interventions initiated
for" identifying the need for assistance and side
rails.” Admission orders dated September 12,
2007, included " Initiate Leaping Deer Program
Resident at risk for falls.”

According to the nurses' notes, the resident was v ‘
found on the floor on September 12 and 21, 2007
and sustained no injury.

On September 23, 2007 the resident was found )
on the floor and subsequently sustained a
fractured left scapula, ‘ ‘

There was ho evidence that additional goals and
approaches were initiated after the resndent fellon
September 12 and 21, 2007,

The physical therapist screened Resident #13 on
September 15, 2007 and began treatment for gait
training and balance. There was no evidence that
additional screenings occurred after the fall on
September 21 and 23, 2007. '

A face-to-face interview was conducted with (
Employee #2. He/she acknowledged that the
care plan was not amended after the falls. The
record was reviewed September 25, 2007.

8. Facility staff farled to initiate new goals and ‘
approaches to the care plan for Resment #14 ’

after a fall,

|

|
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' multiple falls with injury.

| July 25, 2007 at 3:45 PM:  Resident observed

Continued From page 15

24, 2007. According to the nurses' notes, the
resident was found on the floor on May 25, 2007
with no injuries, On June 16, 2007, the resident
sustained a fall, was transferred to the hospttal
and returned on June 26, 2007,

A " Fall Prevention Care Plan" was initiated on
June 11, 2007. No new goals and approaches
were added to the care plan after the res:dent
returned to the facility.

The "Leaping Deer Program” was initiated on May|

24 and June 26, 2007.

A face-to-face interview with Employee #1 was
conducted on September 26, 2007 at 9:30 AM.
He/she acknowledged that the care plan was not
updated with new goals and approaches after the
resident returned from the hospital. The record
was raviewed on September 28, 2007,

7. Facility staff failed to initiate additional goéls
and approaches for Resident F1, who had

A review of Resident F1' s nurses' notes
revealed the following:

...on the floor on back ...no injuries."

July 28, 2007 at 8:10 PM: “ Resident observed on

the bathroom floor. On assessment observed

blood at the back of head Noted an open area
.--with slight swelling ...

August 18, 2007 noting that the resident was, "

The physical therapist screened the resident on ’}
Not a rehabilitation candidate at this time" f
)

F 280
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According to a physician's order dated September
5, 2008, "Initiate Leaping Deer Program."

The " Falls Prevention Care Plan" was initiated
on September 9, 2006. The above cited falls were
wiitten in the " Evaluation” column on the care

" { plan. There was no evidence that additional goals
and approaches were initiated after the three (3) -
above cited falls.

A face-to-face interview was conducted with
Employee #2 on September 26, 2007 at 4:30' PM.
He/she acknowledged that the care plan was not
updated after the above cited falls, The record
was reviewed September 25, 2007, : ‘

8. Facility staff falled to initiate additional goals |
and approaches for Resident F2, who had |
multiple falls with injury. On June 25, 2003, the
resident was placed on the "Leapung Deer
Program."

A review of Resident F2' 5 nurses' notes ' ‘
revealed that following: _

July 15, 20Q7 at 10:45 PM: “ .. Abrasions noted ta
left shin .." A note dated July 18, 2007 at 7:00 ‘
AM documented that the resident had fallen on

| the above cited date.

July 29, 2007 at 3:50 PM:‘ “* ...Resident noted an
the floor in sitting position ...no injury noted ..."

September 24, 2007 at 1:10 PM: " Resident was '
observed sliding to the floar by nursing staff while
trying to siton a chair. No apparent injuries ..."

The physical therapist screened the rasident on l

| |
| |
|
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July 31 and August 9, 2007. The physical
therapist documented that the resident was, " Not
a rehabilitation candidate at this time" for both
screenings.

The " Falls Prevention Care Plan” was initiated
August 5, 2003. The above cited falls were
written in the " Evaluation” column on the care
plan. However, there was no evidence that

| facility staff initiated additional goals or
approaches after the above cited falls.

A face-to-face interview was conducted with
Employee #2 on September 26, 2007 at 4:30 PM.
He/she acknowledged that the care plan was not
amended after the abave cited falls,

The record was reviewed September 25, 2007.

9. Facility staff failed to initiate additional goals
and approaches for Resident F3, who had
multiple falls with injury. On December 1, 2005,
the resident was placed on the "Leaping Deer
Program.” '

A review of Resident F3 nurses' notes revealed
the following:

November 26, 2006 at 7:00 AM: " Observed in a
sitting position on the floor mat in room with right
elbow stuck in the side rail." ‘

January 14, 2007 at 3:00 PM; “ Resident slid out
of wheelchair and sat on the floar in the day room
at 10:00 AM. No visible injury."

March 23, 2007 at 10:00 PM: " CNA assigned to
resident-called writer at 9 PM that resident was
on the floor in the room. Noted on assessment
with laceration and swelling on the left forehead at
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upper eye lid and complained of painful right hand |
Jshoulder..."

May 3, 2007 at 5:55 PM: " ...Observed on the
[bedside] mattress on the floor ...no observed
injuries at this time ..."

August 8, 2007 at 8:00 PM: " At 3:15 PM resident
was noted on the floor in a sitting position, slid qut
of the chair ...no physical injury ..."

September 24, 2007 at 7:30 PM: " Resident slid
out of the couch whilé trying to sleep on it and
knelt down ...No injury noted." .

The physical therapist screened Resident F3 on
January 24, March 6, March 26, June 26 and
August 9, 2007. All screenings documented that
the resident was not a candidate for physucal or
cccupational therapy.

The " Falls Prevention Care Plan" was initiated
on November 29, 2007. The falls were ,
documented under the " Evaluation” column of
the care plan. There was no evidence that
additional goals and approaches were initiated
after the above cited falls.

a face-to-face interview was conducted with
Emplayee #2 on September 25, 2007 at 3:05 PM.
He/she acknowledged that the care plan was not
amended after the above cited falls. The record
was reviewed September 25, 2007.

10. Facility staff failed to update Resident F4' s
care plan with appropriate goals and approaches
after multiple falls, There was no evidence that
the resident was placed on the "Leaping Deer
Pragrarm.”
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A review of Resident F4's record revealed that
he/she was admitted to the facility on July 23,
2007. A review of the nurses' notes revealed the

following:

August 15, 2007 at 4:.00 PM: " Resident alert and
verbally responsive was seen in a sitting position
in her room ...sustained a skin tear on left hand -

August 29, 2007 at 12:10 PM: Resident was
observed sitting in an upright pasition on the floor
in the TV area near whee!chair Sustained a skm
tear on right arm near elbow ..

September 3, 2007 at 7:00 PM " Resident found
Slttlng on the floor near the bed in room ...No

injury .

The " Fall Prevention Care Plan" was initiated
August 6, 2007. The falls were documented
under the " Evaluation” column on the care plan,
There was ho evidence that additional goals and
approaches were initiated by facility staff after the
above cited falls.

The physical therapist screened Resident F4 on
August 15, August 29, August 31 and September
3, 2007, All screenings documented that the
resident was not a candidate for physical therapy. |

A review of the July (admission), August and !
September 2007 physician' s orders revealed that
the resident was not placed on the facility' s fall
prevention program, " Leaping Deer." /

A face-to-face interview was conducted with (
Employee #2 on September 26, 2007 at 11:30 )
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AM. He/she acknowledged that there were no

i additional goals and approaches initiated after the

above cited falls. The record was reviewed
September 26, 2007.

11. Facility staff failed to update Resident F5's
care plan with appropriate goals and approaches
after multiple falls, According to physician's
orders dated August 17 and August 30, 2007, the
resident was not placed on the' "Leapmg Deer
Program

A review of Res:dent F5's record revealed the
following nurses' notes:

March 30, 2007 at 7:00 AM: " Resident was
observed on the floor in a sitting position ...no
injuries ..."

July 9, 2007 at 2:30 PM: " Resident observed on
the floor in the room ...no injuries ..."

July 16,2007 at 7:00 PM: “ At about 3:30 PM -
resident was observed on the bathroom floor in a
sitting paosition ...complained of left wrist pain

..x-ray scheduled for 7/17/07 ..." The x-ray was
negatwe for fracture of the left wnst

August 28, 2007 at 6:00 PM: " Resident was
observed on [flaor] at about § pm in a sitting
position ...no complaints voiced ..." -

The " Falls Prevention Care Plan" was initiated :
on October 30,°2006. The above cited falls werg |
listed under the " Evaluation" column. There wasf
no evidence that additional goals and approaches
were initiated after the above cited falls. '
|

The occupational therapist screened the resident
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on August 3 and September 10, 2007 and began
treatment for balance and transfers. The physical
therapist screened the resident and began
treatment for gait training and balance on
September 7, 2007.

A face-to-face interview was canducted with
Employee #2 on September 26, 2007 at 3.00 PM.
He/she acknowledged that there were rno
additional goals and appreaches initiated after the
July 9 and July 16, 2007 falls. The record was-
reviewed September 26, 2007.

12. Facility staff failed to update Resident F&'s
care plan with appropriate goals and approaches
after multiple falls. According.to a physician's
order dated February 13, 2007, the resident was

. placed on the "Leaping Deer Program." -

A review of the nurse's notes revealed the

following:

March 2, 2007 at 9:00 PM: “Resident was found:
sitting on the floor near wheelchair in room.”

May 27,2007 at 3:30 PM: *...Observed on floor in |

frant of wheelchair in room.”

The " Falls Prevention Care Plan" was initiated

-| an December 5, 2005 and reviewed May 29,

2007. There was no evidence that additional
goals and approaches were initiated after the
above cited falls.

A face-to-face interview was conducted with
Employee #2 on September 25, 2007 at 2:50 PM.
He/she acknowledged that the care plan was not

I amended after the above cited falls. The racord
| was reviewed September 25, 2007.

1

|

F 280

|
l
l

|

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

Event 1D: BCT111

Facility 10: PRESBYTERIA? if continuation sheet Page 22 of 58




r_
”’T“‘»C.T: PRINTED; 10/05/2007
FORM AP PROVED-

DEPARTMENT OF HEALTH AND HUMAN SERVICES oy
CENTERS FOR MEDICARE & MEDICAID SERVICES ~) r OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X‘l) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMFLETED
. A, BUILDING
095028 B WING 09/26/2007

NAME OF PROVIDER QR SUPPLIER
INGLESIDE PRESBYTERIAN RETIREM

STREET ADDRESS, CITY, STATE, ZIP CODE
3050 MILITARY ROAD NW

WASHINGTON, DC 20015

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES | 1D PROVIDER'S PLAN QF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REG ULATORY OR LSC IDENTIFYING INFORMATION;) ’ TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
| . ALITY 309
Fsgsg 483.25 QU |OF CARE F #6 F-Tag 309 (DO Quality of Carc
Each resident must receive and the facility must 1, Residents found to have |
provide the necessary care and services to attain " affected by the deficient pructice
or maintain the highest practicable physical, " e Residents #2.and #4 have
- mental, and psychosacial well-being, in bed and chair alarms in
accordance with the comprehensive assessment place as ordered.
and plan of care, 102672007 _
2 o1 residents ideptified having the
_ pothﬁal to be affected by the same
| This REQUIREMENT is not met as evidenced practice.
by. - : ‘ .
Based on observations, staff interview and record e  All residents that have orders for
review far two (2) of 16 sampled residents, it was bed and chair alarms have been
determined that facility staff failed to follow the checked for complisnce. All
physician’s orders for the use of a bed/chair alarm bed and chair alarms are in place
for residents with multiple falls. Residents #2 and for those that have orders.
4 _ 10/1/2007
. . . 3. Mcasures put in place
Thg findings include: . e Shift supervisors will make s
. . o . . bed and chair &1 udit dinl
1. Facility staff failed to utilize the bed/chair alarm ot gt o o Y
as per physician's orders for Resident #2. placement The audit is to be
: tuned in to the DON daily.
A physician ' s order dated February 2, 2007, and e Nursing staff will be educated .
renewed on June 14, 2007 directed "Bed/chair on the importance of alarms
alarm in use at all times." being in place as 4 part of
. prevention of falls,
The resident was observed on September 24, * FallsCommiucewill review, -,
2007 sitting in the wheelchair at 10:00 AM in the iﬁmmm“d‘“ for
| TV room with no chair alarm present. ams
‘ : - 4. Qa
On September 25, 2007 at 7:30 AM the resident ¢ All deficient pracuces will be
was observed in bed with no bed alarm present. discussed during monthly QA. QA
‘ Committee will recommend _
According to the September 2007 Treatment appropriate plans of action to correct
Administration Record, the nurse signed on the deficient practice.
day shift (7:00 AM through 3:30 PM) for !
i Septenber 24, 2007 that the alarm was in place. _11/09/2007
- |
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mer tal, and psychosocial w ell-being, in bed and fhaiﬁf #4 have
acc:>rdapce with the compr :hensive assessment |‘ place as ordered. "
and plan of care. 10/26/2007
2. Other residents identified having the
. potential to be affected by the same
This REQUIREMENT is no:met as evidenced practice.’
by: ' ¢ All residents that have orders for
Bas:d on observations, staif interview and record bed and chair alarms have been
review for two (2) of 15 samdled residents, it was S;Ckeg fg;icoélnphmlce. All
| dete-rmined that facility staff failed to follow the anc chair a/arms are in place
L . for those that have orders.
physician’s orders for the us 2 of a bed/chair alarm 100122007 -
for risidents with multiple fa Is. Residents #2 and |
4. _ ' 3. Measures put in place
e  Shift supervisors will make a
The findings include: bed and chair alarm audit daily
_ ’ | on each shift for alarry '
| 1. Ficility staff failed to utiliz : the bed/chair alarm | - placement. ‘The audit is to be
' as par physician's orders for Resident #2. ‘ turmed in to the DON daily.
. . Nursm_g staff will be educated
A physician ' s order dated F sbruary 2, 2007, and | sg-meﬁnﬁgia::i‘)ggffms
| renewed on June 14, 2007 d rected "Bed/chair | prevention of falle.”
alarrn inuse at all tlmes. - e Falls Committee will review ,
‘ | discuss and monitor audits for. -
The -esident was observed ¢ n-September 24, ! bed/chair alarms. .
2007 sitting in the wheelchail at 10:00 AM in the ! ‘ o (
i TV r:om with no chair alarm present. ' . QA : _
: ! : . T’l}e Um't'Manager and Supervisor '
On Eapternber 25, 2007 at 7 30 AM the resident - will monitor for deficient practices. 1)
was abserved in bed with no ed alarm present. | 2‘; QA committee will discuss the (1 d/')
| ‘ i icient {)mclnce and reccmmend (!
. . T 4
Accoiding to the September :}007 Treatment ’ appropriate plan of actior.
| Administration Record, the nirse signed on the | ‘
i day s1ift (7:00 AM through 3: 310 PM) for | ! .
September 24, 2007 that the alarm was in place. | _11/09/2007.
S i | ’
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June 28§, 2007 at 7.00 AM: " Late entry

|

|

A face-to-face interview was conducted with
Employee #2 on September 25, 2007 at
approximately 9:30 AM. He/she acknowiedged
that a bed/chair alarm should have been in place
for Resident #2. the record was reviewed
September 24, 2007.

2. Facility staff failed to implement the pﬁysicjan's
order for a chair and bed alarm for a resident with
multiple falls. Resident #4.

A review of Resident #4's record revealed the
following nurses' notes:

April 12, 2007_ at 6:40 AM: “Resident was seen

lying down to the side of the bed, states was

trying to get to the phone and fell. [He/She]

denied pain. ... Resident sustained skin tear to
...right forearm and elbow ..."

...Resident observed on flaor on buttocks at 7:25
AM, "

July 1, 2007 at 6:00 PM: "...Resident found on
kneeling position in [his/her] room near bed.
Abrasion noted in both knees."

July 27,2007 at 5:30 PM: "Resident observed
sitting on the floor in [his/her] room near bed ... "

A review of the resident's record revealed a
physician's order signed and dated July 12, 2007
that included an order for "Chair and bed alarm
in use atall times." The order was first initiated

‘on April 12, 2007,

On September 24, 2007 at approximately 1:15
. |

|
|
|
|

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D l PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD8E ! COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
J DEFICIENCY)
F 309 | Continued From page 23 f F 309

FORM CMS.2567(02-98) Previous Versions Obsolate

Event ID: BC7111

Facility ID: PRESBYTERIAP

If cantinuation sheet Page 24 of 58




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:; 10Q/05/2007
"FORM AP PROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X3) DATE SURVEY
COMPLETEDRD

B. WING

095028

09/26/2007

NAME OF PROVIDER OR SUPPLIER
INGLESIDE PRESBYTERIAN RETIREM

STREET ADORESS, CITY, STATE, ZIP CODE
© 3060 MILITARY ROAD NW

WASHINGTON, DC 20015 -

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REG ULATORY OR LSC IDENTIFYING INFORMATION)

(X4} ID |
PREFIX
TAG

PREFtX

D | PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)

(X5)
- COMPLETION
TAG DATE
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PM, the resident was observed seated in his/her
wheelchair in the dining room eating dinner. The

chair alarm was not in use.

On September 24, 2007 at approximately 3:00°
PM, the resident was observed seated in his/her
room. The chair alarm was not in use.

On September 25, 2007 at approxamately 8:60
AM, during a wound treatment observation, the'
resident was in bed and no bed alarm was

observed.

A face-to-face interview was conducted with the
Employee # 2 on September 25, 2007
approximately 2:30 PM. He/she acknowledged
that the physician's order for a chair and/or bed
alarm was not implemented since the resident
was transferred to the upper level in June 2007
The record was reviewed September 24, 2007,

F 323 483.25(h) ACCIDENTS AND SUPERVISION

S$8=G
The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assnstance devices to

prevent accidents,

This REQUIREMENT is not met as evidenced
by:
Based on observations, staff interviews and ’
record review for five (5) of 15 sampled residents
and six (6) supplemental residents, it was ,
determined that facility staff failed to provide
adequate supervision for nine (9) residents with ’
muitiple falls, some with injuries and failed to /

|

F 308

F323(
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maintain a hazard free environment as evidenced
by: an electrical wire out of the wall, damaged

skid strips, unsecured laundry detergent and
medication in resident room, an unlocked oxygen l
room, unsecured oxygen tanks, broken covering
of an electrical outlet, extension cords in residents
rooms and a portable heater in a resident's reom.
Residents #13, 4, 8, F1,F2, F3, F4, 2,5 F5and -

F6.
The findings include:

1. F acmty staff fajled to provide adequate
supervision for Resident #13, wha had multrple

falls with one {1) injury.

Accordmg to the nurses' notes, the resident was
found on the floor on September 12 and 21, 2007
and sustained no injury. On September 23, 2007
the resident was found on the floor and
subsequently sustained a fractured left scapula
as per the hospital discharge summary dated
September 24, 2007.

A review of Resident #13' s record revealed that
the resident was admitted to the facility on
September 12, 2007. An interim plan of care was
initiated the same day. The problem area of
Falls" was identified with interventions initiated
for " identifying the need for assistance and side
rails.” The care plan was not updated after the
aforementioned falls.

The physical therapist screened Resident #13 on
September 15, 2007 and began treatment. There
was no evidence that rehabilitation goals changed
atter the falls on September 21 and 23, 2007. |

The"Fall Risk Assessment" was completed as |
|
1

|
|
|
|

1
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follows: ' #1 F-Tag 323 AﬁCldems and Supervision (G)
Date Score : .
September 12, 2007 17 . fﬂﬁjﬁ‘g‘ﬁ;’f&mm
September 23, 2007 17 we
September 23, 2007 17 . Rcmdcnl4,2,5,9,l3fl, ,
4ing to ¢ - F4, F5, F6 have all been y
According to the legend on the"Fali Risk reassessed .care plans ;
Assessment" form,"a total score of 10 or above updated with new pﬁ"/
represents High Risk.” interventions, environments
S : checked for hazards and ly
On Septmeber 13, 2007, the resident was placed hazards removed
on the “Leaping Deer Program." ¢  Exposed wires have been
. _ ' fixed as of 097262007
Facility staff identified that Resident #13 *  Laundry detergent has heen
continued to be at high risk for falls. There was 'em"_"e“!a“;:g’zbzlnom
| ho evidence that facility staff utilized-the ¢ [M"d“"“emov;‘;rmm r‘t’; Socts
information from the fall risk assessments to room a8 of‘())9r26f2007
initiate changes in the plan of care 1o adequately s+ Oxygen room has been
supervise the resident. locked and oxygen secured
: as of 10/0122007
A face-to-face interview was conducted on : s . Broken cover on electrical
September 25, 2007 at 11:40 AM with Employee o outlet has been fixed as of
#2. He/she acknowledged that there was no ‘ : 10/01/2007
change in the supervision of the resident. The . ¢  Extension cords have been
record was reviewed September 25, 2007. ! removed as of 09/26/2007
’ »  Portable heater has been
2. Facility staff failed to provide adequate ‘ removed as of 09/26/2007
stpervision for Resident #4, who had multiple )
falls with one (1) injury. ]
A review of Resident 4's record revealed the (
. following nurses' notes: l
April 12,2007 at 6:40 AM: " ...Resident was seen ’
lying down to the side of her bed, states she was |
trying to get to the phone andg fell, She denied ’
pain. ...Resident sustamed skin tear to right J J
forearm and elbow .. } ' ,
| | | |
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dllows:

Jate Score

Sep:amber 12, 2007 17
. 3ep:zmber 23, 2007 17

Sep:zamber 23, 2007 17

“initiaie changes in the plan o' care to adequately

| A review of Resident 4's reco d revealed the

Accarding to the legend on the"Fall Risk
Assassment” form,"a totai si:ore of 10 or above
reprisents High Risk."

On Septmeber 13, 2007, fhé resident was placed
onthe "Leaping Deer Progre m.” _

Faciiity staff identified that R :sident #13
contipued to be at high risk for falls. There was
no evidence that facility staff utilized the
inforination from the fall risk assessments to

supeivise the resident. , !

A fac.2-to-face interview was conducted on
Septamber 25, 2007 at 11:4( AM with Employee |
#2. |1efshe acknowledged tt at there was no '
chanie in the supervision of he resident. The
recotd was reviewed Septen ber 25, 2007.

2. Fal,ility staff failed to provic e adequate
supe vision for Resident #4, » vho had multiple

falls vsith one (1) injury.

following nurses' notes:

April “2,2007 at 6:40 AM: . Resident was seen
lying :lown to the side of her t ed, states she was
trying to get to the phone and fell. She denied
paln ...Resident sustamed sl in tear to right
forea m and elbow ..

#7 F- Tag 323 Accidents and Supervision (G)

1. Residents found to have been
affected by the deficient practice

Resident 4,2,5,9,13.F1, F2,
F4,F5, F6 have all been
reassessed .care plans
updated with new :
interventions, environments

- checked for hazards and’

hazards removed.

Exposed wires have becn
fixed as of 09/26/2007
Damaged skid strips were
replaced as of 10/01/2007.
Laundry detergent has been
removed as of 09/26/2007
Medications have been
removed from residents
room as of 09/26/2007

~ Oxygen room has been

locked and oxygen secured
as of 10/01/2007

Broken cover on electrical
outlet has been fixed as of
10/01/2007 .

Extension cords have been
removed as of 09/2622007
Portable heater has been
removed as of (09/26/2007

fort

FORM CMS-2567(02-8¢) Previous Versions Obsolete

G6/82 39vd

Event 1D:BC7 111

BNIAIT d3LISSY

Facility ID: PRESBYTERIAt

If continuation sheet Page 27 of 58

BBSTEIECBL

27H

B1:1¢ 26882/18/11



DEPARTMENT OF HEALTH AND tHUMAN SERVICES

/

iT A ,Z PRINTED: 10/05/2007
/ -FORM APPROVED

CENTERS F OR_MEDICARE & MEL ICAID SERVICES ’/{/@ OMB NO. 0938-0391
STATEMENT OF LEFIKCIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCq'lON ) (X3)DATE SURVEY
AND PLAN OF CORRE CTION IDE ITIFICATION NUMBER: ) . COMPLETED
A. BUILDING ,
095028 B WING 09/26/2007

NAME OF PROVIIER OR SUPPLIER

INGLESIDE PRESBYTERIAN RETIREM

STREET ADDRESS, CITY, STATE. ZIP COlXE
3050 MILITARY ROAD NW

WASHINGTON, DC 20015

Juna 25,2007 at 7:00: * Ahl Late entry
...Resident observed on flot r on. buttocks at 7.25

AM. "

July 1, 2007 at 6:00 PM: " . Resident found on
knewling position in her roor near her bed.
Abrasion noted in both knees. "

July 27, 2007 at 5:30 PM: "Iesident observed

sittir 3 on the floor in her roo n near her bed..."

A revview of the " Fall Risk Assessment” included

the following: .

Date Scor 2
February 16, 2007 R
March 6, 2007 10
April 12, 2007 9
July 7, 2007 - 10
August 1, 2007 14

Instn:ction accompanying the assessment
indic:ted: " If the total score s 10 or greater, the
residint should be considere 1 at HIGH RISK for

potettial falls."

A review of the Physician's O der Form signed |
and c¢'ated July 12, 2007 reve.iled an order for "
chair and bed alarm in use at all imes." The
order was first initiated on Apiil 12, 2007.

The rasident was placed ontre "Leaping Deer
Program” was July 25, 2007,

The "“alls Prevention Care Plan" was initiated
March 5, 2007. In the Approac hes/Interventions
colurr n on the care plan, item #28 revealed "Bed
and C1air Alarm in use at all times."

I

l
_|
|
|
|
|
|
|
|
|
|

i
!
|
|
J
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. 2. Other residents identified having the-
potential to be affected by the same
. @  All residents assessed for a fall

i potential will be monitored. who
have fallen in the last 90 days
have been reassessed to insure
compliance with the Leaping
Deer Protocol 10/18/2047.

e Al resident rooms and comimon
areas have been checked for
environmental hazards. Any
deficient practice has been
reported to the appropriate
department to be resolved.
10/19/2007

o  All licensed staff hass been

| reeducated on their .

responsibility in supervising

residents and nursing
assissitance on the prevention of
accidents.

3. Mesasures put in place

e  All Health Center staff
(housekeeping, maintenance,
dietary, edministration) will be
educated on maintaining an
accident free environmetit) and
how to report any issues that
require attention from other
departments

e All nursing staff will be
educated on the prevention of
accidents and supervision of
residents who are on the
Lesping Deer Program,
implementing new goals and
approaches and how to properly /

|

{

i complete a Falls Risk

[ Assessment and how to use the
! Assessment to add or make

} changes to the care plan.
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falls

|

A face-to-face interview wa ; conducted with the

i Res.ident Care Coordinator on September 25,

2007 at about 2:30 PM. He 'she acknowledged

| that facility staff failed to impJlement the " Falls |
Pre:-ention Care Plan: Apprsaches/Interventions " |

" #2i3: Bed and Chair Alarm in use at all times,”

for Hesident #4 who had mu ltiple falls with one {1)

injury. The record was revie ved September 24,
2007 ‘ : :

+ 3. Facility staff failed to prov de adequate

supervision for Resident #9, who had muitiple

. April 25, 2007 at 10:00 PM: ' At about Bv:30 PM, -

after care, resident was assisted-to bed. -
Careigiver reported that...obs erved resident on

E-Z ‘nattress at about 9:00 F M in a left side lying -

posit: on with a small wooder: night stand lying on
[Resident]...On assessment, noted a bruise on
right corner of right eye..." - '

fAl‘Jgust 10, 2007 at 7:30 PM: "Resident abserved
on binck lying position...no ag parent injury noted."

Septizzmbér 23, 2007 at 3:00 >M: "Resident slid

i out of wheelchair and sat on wheelchair foot rest

with Itead against wheelchair cushion at 11:45
AM. .. 10 injury noted." ' '

The' Fall Prevention Care Plan" was initiated
May 4, 2003. Under the "Eva uation" column,
hand written entries documer ted the resident' s
falls. However, there was no 2vidence that
additinnal goals and approact es were initiated
after any of the above cited fa'ls.

A rehabilitation screen was cc nducted on August
20, 2(.07 and documented thz t the resident

|
f

- audit daily on each shift. Audits

Al falls will be reviewed at the

required to do a bed/chair alarm

to be turned info the DON daily.
Nursing Staff will berequired to
do rounds and document
rounding times. Licensed
nursing staff will do rounds
hourly to insure alams are in
place and residents are safe.
Licensed Nursing Staff will
report daily and shift by shift to
the nursing assistants who the
residents are who are at risk for
falls.

The Leaping Deer Protocol has
been revised 10/1/2007

A

daily interdisciplinary team
meeting offering
recommendations .

A Falls Investigation Form will
be required to be completed by -
the licensed nursing staff after
each fall. This information will
be reviewed by the Falls
Committee

Maintenance will make weekly
rounds with nursing to assess for
safety hazards.

Safety Committee- will meet
weekly x 90days to discuss and
resolve safety and hazardous
conditions. )

|
| y
11/912007
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{ was"Not a candidate for Rel abilitation Services" ’ 4 .0A :
C ' . . | ¢  The Unit Manager will monitor
Facility nursing staff complel ed the"Fall Risk : ‘alarms. All deficient practice
Asse ssment" as follows:: | will be discussed at the monthly
Date - Score I QA meeting. The QA
April 25, 2007 15 | - Committee will recommend
July 30, 2007 - 11 : : aPP“’P’;aetg plans of action to
i , ; correct deficient practice. .
AUQL:St 20, 2007 13 _ . ' ) Reports from Safety Cominittee
Septamber 23, 2007 13 will be reviewed and
. . N recommendations given for
Accerding to the legend on tiie"Fall Risk | improvetment at the monthly QA
Assesssment” form,"a total scare of 10 or above : meeting, .
repre-sents High Risk." ' :
The rzsident was placed on t1e "Leaping Deer
| Prog-am" on June 28, 2003. |
Faciliy staff identified that R¢ sident #9 continued
to be at high risk for falls. Thzare was no evidence
| that facility staff utilized the'ir formation from the |
fall rizk assessments to initia e changes in the
‘plan of care to adequately sujervise the resident.
A faci-to-face interview was :onducted with
Employee #1 on September (5, 2007 at
appraximately 1:45 PM who & cknowledged that
there was no change in the sipervision of the . : S |
I resident. The record was rev ewed on September, ' o
125, 2007 :
4. Fauility staff failed to provic e adequate
supelrvision for Resident F1, \ tho had multiple
falls vvith two (2) injuries. '
A rev 2w of Resident F1's nures' notes revealed
the following:
July 25, 2007 at 3:45 PM: " Ressident observed !
. ...on the floor on back ...no inj ries.” j j
! : : i
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July 28, 2007 at 8:10 PM: " Resident observed on
the bathroom floor. On assessment observed
bload at the back of head. Noted an open area

... with slight swelling ..."

The"Falls Prevention Care Plan" was initiated on
September 8, 2006. The above cited falls were
written in the " Evaluation" column on the care
plan. There was no evidence that additional goals
and approaches were initiated after the three (3)
above cited falls. ‘

The physical therapist screened the resident on
August 18, 2007 noting that the resident was, "
Not a rehabilitation candidate at this time"

The'Fall Risk Assessment" completed as follows:
Date Score
January 30, 2007 14
April 24, 2007 16
July 24, 2007 18
August 20, 2007 20

Facility staff identified that Resident F1 continued
to be at high risk for falls, There was no evidence
that facility staff utilized the information from the
fall risk assessments to initiate changes in the
plan of care to adequately supervise the resident.

According to a physician's order dated September
5, 2006, "Initiate Leaping Deer Program.”

A face-to-face interview was conducted with
Employee #2 on September 26, 2007 at 4:30 PM.
He/she acknowledged that there was no change
in the supervision of the resident. The record was
reviewed September 26, 2007, »

|

|

j
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Continued From page 31
5. Facility staff failed to provide adequate

.1 supervision for Resident F2, who had multlple

falls with one (1) injury.

A review of Resident F2's ndrses' notes
. revealed that following:

July 15, 2007 at 10:45 PM: " ___Abrasions noted to
left shin ..." A note dated July 18, 2007 at 7:00
-AM documented that the resident had fallen on
the above cited date.

July 29, 2007 at 3:50 PM:. " ...Resident noted an
the floor in sitting pesition ...no injury noted ..."

Septemnber 24, 2007 at 1:10 PM: * Resident was
observed sliding to the floor by nursing staff while
trying to sit on a chair. No-apparentinjuries ..."

The " Falls Prevention Care Plan" was initiated
August 5, 2003. The above cited falls were -

-} written in the " Evaluation” column on the care

plan. However, there was no evidence that
facility staff initiated additional goals or
approaches after the above citéd falls.

The"Fall Risk Assessment“ was completed as
follows:

Date Score

January 30,2007 9

May 2, 2007 12

August 29, 2007 16

According to the legend on the"Fall Risk
Assessment” form,"a total score of 10 or above
represents High Risk."

On June 25, 2007, the resident was placed on the

| ‘Leaping Deer Program."

l

F 323

|
l |
i i
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Continued From page 32
Facility staff identified that Resident F2 continued

that facility staff utilized the information from the
fall risk assessments to initiate changes in the
plan of care to adequately supervise the resident.

The physical therapist screened the resident on
July 31, 2007 The physical therapist documented
that the resident was, " Not a rehab:lltatlon
cand|date at this time."

A faqe-to-face interview was conducted with -~
Employee #2 on September 26, 2007 at 4.30 PM.
He/she acknowledged that there was ne change

! in the supervision of the resident. The record was
reviewed September 25, 2007.

€. Facility staff failed to provide adequate
supervision for Resident F3, who had multiple

falls with one (1) injury.

A review of Resident F3 nurses' notes revealed
the following:

Novernber 26, 2006 at 7:00 AM: * Observed in a
sitting position on the floor mat in room with rlght
elbow siuck in the side rail."

January 14, 2007 at 3:00 PM: * Resident slid out

' of wheelchair and sat on the floor in the day room

at 10:00 AM. No visible lnjury

March 23, 2007 at 10.00 PM: " CNA assigned to
resident-called writer at 9 PM that resident was
i oh the ficor in the room, Noted on assessment

upper eye lid and complained of painfut right hand

! fshoulder..."

to be at high risk for falls. There was no evidence |

with laceration and swelling on the left forehead at

F 323/

i
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| September 24, 2007 at 7:30 PM: " Resident slid

‘May 3, 2007 at 5:55 PM: * ...Observed on the

of the chair ...no physical injury ..."

!'on November 29, 2006. The falls were
.documented under the " Evaluation" column of

June §, 2007 13

[bedside} mattress on the floor ...no observed -
injuries at this time ..."

August 8, 2007 at 8:00 PM: " At 3:15 PM resident
was noted on the floor in a sitting position, slid out

out of the couch while trying to sleep on it and
knelt down ...No injury noted."

The * Falls Prevention Care Plan® was initiated

the care plan. There was no evidence that
additional goals and approaches were initiated
after the above cited falls.

The"Fall Risk Assessment” was completed as
follows; . ’

Date " Score

January 14, 2007 12

March 6, 2007 12

May 3, 2007 14

August 9, 2007 13
September 4, 2007 13

According to the legend on the"Fall Risk °
Assessment” form,"a total score of 10 or above

represents High Risk."

On December 1, 2005, the resident was placed

on the "Leaping Deer Program.”

Facility staff identified that Resident F3 continued

to be at high risk for falls. There was no evidence |
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that facility staff utilized the information from the
fall risk assessments to initiate changes in the
plan of care to adequately supervise the resident.

The physical therapist screened Resident F3 on
January 24, March 6, March 28, June 26 and
August 9, 2007. All screenings documented that
the resident was not a candidate for physical or

occupational therapy.

A face-to-face interview was conducted with
Employee #2 on September 25, 2007 at 3:05 PM,
He/she acknowledged that there was no change
in the supervision of th& resident. The record was

reviewed September 25, 2007.

7. Facility staff failed to provide adequate
supervision for Resident F4, who had multiple
falls with two (2) injuries.

A review of Resident F4's revealed that he/she
was admitted to the facility on July 23, 2007 with
the following nurses’ notes:

August 15, 2007 at 4:00 PM: * Resident alert and
verbally responsive was seen in a sitting pasition
in her room .. sustained a skin tear on left hand

August 29, 2007 at 12:10 PM: Resident was
observed sitting in an upright position on the floor
( in the TV area near wheelchair. Sustained a skin

tear on right arm near elbow ..."

| Septermber 3, 2007 at 7:00 PM: " Resident found
sitting on the floor near the bed in room ..No .

injury .." ’

I The " Fall Prevention Care Plan” was initiated ’
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| August 6, 2007. The falls were docurnented
under the " Evaluation" column on the care plan,
There was no evidence that additional goals and
approaches were initiated by facility staff between
the above cited falls.

A"Fall Risk Assessment" form was in the record
with infarmation as follows: '

Date Score
July 23, 2007 16
-July 30, 2007 16

August 14,2007 16
August 29, 2007 17

According to the legend on the"Fall Risk -
Assessment” form,"a total score of 10 or above
represents High Risk.”

The physical therapist screened the resident on
August 15, August 29, August 31 and September
3, 2007. The physical therapist documented for
each above cited screen that the resident
was,"Not a8 candidate for rehabilitation at this
time " '

| There was no evidence that the resident was
placed on the "Leaping Deer Program.”

Facility staff identified that Resident F4 continued
to be at high risk for falls. There was no evidence
that facility staff utilized the information from the
fall risk assessments to initiate changes in the
plan of care to adequately supervise the resident.

A face-to-face interview was conducted with
Employee #2 on September 26, 2007 at 9.00 AM.
He/she acknowledged that there was no change
in the supervision of the resident. The record was

reviewed September 26, 2007.

,
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8. Facility staff failed to provide adequate
supervision for Resident #2, who had multiple

falls.

The review of nurses' progress notes revealed
the following:-

June 20, 2007 at 6:30 PM indicated, "Resident

was sitting in the TV room at 4:30 PM resident
was noted on the floor slide out of her wheel
chair MD natified no new arders.”

June 21, 2007 12:15 PM a nurse' s note
indicated, " Resident alert and verbally
responsive; was found on the floor in a sitting -
position in front of her bed. She said she just

siide out ..

June 27,2007 10:55 PM a nurse's note indicted, "
Resident was in bed at about 10:00 PM
The writer was called to the resident’ s room and

near resident' s bed ..

On August 8, 2007 7:40 PM nurses noted
indicated, " Resident was noted about 3:15 PM on
the floorin the TV room in a supine pasition.
Assessment done no physical injury noted ..."

The"Fali Prevention Care Plan" was initiated on

i December 4, 2006, The above cited falls were
listed under the " Evaluation" column. There was
no evidence that additional goals and approaches
were initiated after the above cited falls.

A'Fall Risk Assessment” form was in the record

the writer noticed. resudent sitting on the floor mate|

with information as follows:
Date Score

F 323
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January 26, 2007 12
February 13, 2007 14

May 8, 2007 14
June 21, 2007 14
June 28, 2007 16

July 5,2007 16

On January 26, 2007 the resxdent was placed on
the "Leaping Deer Program."

‘The resident had rehabilitation screens on June

22, 28, and August 10, 2007. The therapist note
indicated, " Not a rehabilitation candidate at this
time." The record was reviewed September 25,

2007.

9. Facility staff failed to adequately supervise
Resident #5, who had multiple falls,

The resident was admitted to the facility on
November 22, 2006. According to the nurses"
notes the resident was found on the flgor the
following dates: December 5, 11, and 28, 2007;
January 22; February 15; March 22; May 20 and
25; July 1¢ and 29; and August2 2007. Noinjury
was sustained from any of the abave identified
falls.

Rehabilitation screens were conducted on
December 6 and December 12, 2008: March 6,
March 23, March 26, May 23, July 12, and August
3, 2007. The aforementioned screens
documented that the resident was,"Not a
candidate for Rehab at this time."

Facility nursing staff completed the"Fall Risk
Assessment” as follows:

Date Score

November 22, 2006 11

l

N
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|
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December 5, 2006 15
December 11, 2006 156
December 12, 2006 15
January 1, 2007 14

January 20, 2007 14
February 17, 2007 14
March 22, 2007 14

May 20, 2007 13
August 14,2007 16
August 29, 2007 17

According to the legend on the"Fall Risk
Assessment’ form,"a total score of 10 or above
represents High Risk."

A review of the resident's care pian
problem,"Falls Prevention Care Plan" initiated
November 26, 2007, revealed that faciljty staff
failed to initiate additional goals and approaches

after falls.

There was no evidence that the resident was
placed on the "Leaping Deer Program.”

Facility staff identified that Resident #5 continued
to be at high risk for falis. There was no evidence
that facility staff utilized the information from the
fall risk assessments to initiate changes in the
plan of care to assist the resident or adequately
supervise the resident,

A face-to-face interview was conducted with
Emplayee #2 on September 4, 2007 at 4:30 PM.
He/she stated,"[Resident #5] is a challenge.
[Hefshe]is very non-compliant in asking for help
especially when transferring. Thers isn't anymore

wa can do." The record was reviewed September

24, 2007,

(

|
|
|
|
|

;
!

l
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' 10. Facility staff failed ta to provide adequate

supervision for Resident F5, who had multiple

falls, ‘

A review of Resident F5' s record revealed the
following nurses’ nhotes.

March 30, 2007 at 7:00 AM; " Resident was
abserved on the floor in a sitting position ...no
injuries ..."

July 9, 2007 at 2:30 PM: " Resident observed on
the flocr in the room ...no injuries .."

July 16, 2007 at 7:00 PM: " At about 3:30 PM
resident was observed on the bathroom floor in a
sitting position ...complained of left wrist pain
..X-ray scheduled for 7/17/07 ..." The x-ray was
negative for fracture of the left wrist.

August 28, 2007 at 6:00 PM: " Resident was |
observed on [floor] at about 5 pm in a sitting -
| positjon ...no complaints voiced ..."

The physical therapist completed a rehabilitation
screen on April 24, July 26 and August 13, 2007.
The recommendation for all the above cited f
screens was,"Not a candidate for rehabilitation at
this time." '

The occupational therapist screened the résident
on August 3, 2007 and began treatment for '
balance and transfers. The physical therapist '
screened the resident on September 7, 2007 and |
began treatment for gait training and balance. | J

|

‘The " Fal's Prevention Care Plan" was initiated: ’
on October 30, 2006. The above cited falls were _
| listed under the " Evaluation" column. Thére was ) ’

N
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| to be at high risk for falls. There was no evidence |,

|

[
Continued From page 40 _ ‘
no evidence that additional goals and approaches
were initiated after the above cited falls. I
The"Falls Risk Assessment" was completed as
follows:

Date Score '
April 23, 2007 16

July 9, 2007 16 [
July 19, 2007 16 , l

July 24, 2007 16
July 26, 2007 14
August 23,2007 16
August 28,2007 14

According to the legend on the"Fall Risk
Assessment" form,"a total score of 10 or above
represents Hngh Risk."

There was ro evidence that the resident was
placed on the "Leaping Deer Program.”

Facility staff identified that Resident F5 continued
that faciiity staff utilized the information from the

fall risk assessments to initiate changes in the
plan of care to adequately supervise tha resident.

A face-to-face interview was conducted with
Employee #2 on September 26, 2007 at 3:00 PM.

He/she acknowledged that there was no change

in the supervision of the resident. The record was ‘
reviewed September 25, 2007

11. Facility staft failed to provide adequate
supervision for Resident F6, who had multiple
falls. According to a physician's order dated

| February 13, 2007, the resident was placed on
the "Leapmg Deer Program.”

F 323
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A review of the nurse's notes revealed the
' following;

March 2, 2007 at 9:00 PM: "Resident was found
sitting on the floor near wheelchair in room."

May 27, 2007 at 3:30 PM. "...Observed an ﬂoor in
front of wheelchair in room."

The " Falls Prevention Care Plan” was initiated
1 on December 5, 2005 and reviewed May 29,
2007. There was no evidence that additiohal
goals and approaches were initiated after the
above cited falls. I

The"Fafls Risk Assessment' was completed as N

follows:
Date Score
| February 27, 2007 17
May 29, 2007 17

Facility staff identified that Resident F6é continued
to be at high risk for falls. There was no evidence
that faeility staff utilized the information from the
fall risk assessments to initiate changes in the
plan of care to adequately supervise the resident.

|

On February 13, 2007, the resident was placed
on the "Leaping Deer Program.”

on December §, 2005 and reviewed May 28,
2007. There was no-evidence that additional
goals and approaches were initiated after the

above cited falls.

The * Falls Prevention Care Plan” was initiated f

I A face-to-face interview was conducted with
I Employee #2 on Septemnber 25, 2007 at 2:50 PM. l
f He/she acknowledged that there was no change l

|

o |
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‘ in the supervision of the resident, The record was
- | reviewed September 25, 2007.

The environmental tour was conducted on
September 24, 2007 between 8:30 AM and 2:30
PM in the presence of Employees #10 and 11.

1. It was observed that electrical wirgs were not in
the wall and unsecured above the floor,

2. The skid strips.on the shower room on the first
floor level were observed to be damaged and did
not-adhere to the shower floor,

3. A container of laundry detergent was observed
unsecured on a sheif in room 188,

| 4. The oxygen room door on the [ower levél was
uniocked. Three (3)-of five (5) oxygen tanks were
observed unsecured on the first floor nursing unit,

5. Medication [Combivent, Nystop and three (3)

nasal inhalers [Neo-synephrine, Afrin, Nasal

spray], Anbesol, anti-itch cream, mmunity

Support tablets and Aspercreme was observed

at residents bedside in room 188 and 020 in two [

(2) of 12 rooms observed. : !
|

' 6. The plastic covering of an electrical outlet was
broken in the sailed utility room on the first level
on the nursing unit in ane (1) of two (2) soiled
utility rooms.

087, 185 and a cable cord was abserved across
the floor of resident’ s roorn 174.

7. Exteﬁsion cords were observed in rooms 072, “
|

] 8. A pdrtable heater was observed in room 169A.
F 371 483.35(i)2) SANITARY CONDITIONS - FOOD |

F 323/

F371,

|
|
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l. No residenr was affect
this deficiency. ored By

F 371 | Continued From page 43
SS=F | PREP & SERVICE

The facility must store, prepare, distributé, and 1) Floors cleaned
serve food under sanitary conditions. i completed as of 10-20-07

Z) Walls cleaned
Completed as of 10-24-07

3) Hand washing sink

This REQUIREMENT _is not met as evidenced - : leanod 1
by ) ) _ 10160 07‘3‘11"19 eted as of

1 Based on observations during a tour of the main
kitchen on September 24, 2007 between 8:50 AM 4 ;
and 12:30 PM, it was determined that facility staff : ;oﬁﬁggzgn:,sciga?gfao—m .
failed to prepare, store and serve foed in a safe ‘ .
and sanitary manner as evidenced by the _ 5) Muffin Tins replaceq
following: sailed floors, wall, hand sinks, . as of 10-20-07 g
appliances, baking pans, storage bins; perishable | p
food delivery stored on the floor and out of | ci m;’f:::;:gsoglfgnfg .

l

required temperature range, food stored in the

salad cold bax at 52 degrees F. These .
observations were made in the presence of 7) Sheet Panscleaned as

Employees #8 and 9. of 10-16-07
8) Plastic pin Cevers

The findings include:

. : cleaned as of 10-18-07
1. The floor throughout the main kitchen was 9) Loaf
observed with accumulated grease, food spillages of 10319 e gx;s cleaned as

and debris in one (1) of ane (1) floor observed in

! the main Kitchen. 10) Bulk Storage Bins

clea;xed as of 10-24-p7

11) Utensil Bins cleaned |

observed soiled with accumulated food spillages,
as of 10-19-07 |

grease and debris in one (1) of one (1) wall
observed in the main kitchen.

2. The walls throughout the main kitchen were ’

Pekishable food that were
observed stored on the
floor near

} 12) The 27 cartons of
t

accumutated grease and debris in three (3) of
three (3) hand washing sinks in the main kitchen:

|

3. Hand washing sinks were abserved soiled with #
.'
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FORM CMS-2567(02—9§) Previous Versions Obspletle




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/05/2007
FORM APPROVED
OMB NO. 0935-0381

P 1 hsy

__CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (Xy DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
B. WING
085028 09/26/2007

NAME OF PROVIDER OR SUPPLIER
INGLESIDE PRESBYTERIAN RETIREM

STREET AQDRESS, CITY, STATE, ZIP CODE
3050 MILITARY ROAD NW

WASHINGTON, DC 20015

reuse with a greasy residue on the exterior
surface in five (5) of five (5) loaf pans in the su_ites]

kitchen. i

10. Four (4) storage bins used for flour, sugar, ' (

|
|
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F 371! Continued From page 44 F 371
4. In the main kitchen, the fol}owiqg appliances the back entrance to
were observed soiled on the interior and/or the kitchen were
exterior surfaces with grease, food and debris: discarded as of
top surfaces of the gas oven, grill surface and 08/24/2007
' drip pans, fry master including the gas lines, .
upper and lower convection ovens, hot box, ;ziaﬁlioisegzxmbthe
steamer kettle, steamer, freezer, salad cold box, 2t 52 degrecs F uees.
and the exterior of the dish machine in 10 of 12 discarded as of
appliances observed. 09/24/2007,
In the Suites kitchen, the following appliances 2. The Dining Service Director ar .
were observed soiled on the interior and/or . designee in each of the Ingleside kitchens
exterior surfaces with grease, food and debris: + will conduct 2 sanitation audit monthly.
steam kettles, convection oven, and gas oven in . The Sm‘m’mﬁg" or designee will
thrae (3) of five (5) appliances observed. conduct weekly audits.
o - - ) ' 3 .The Dining Service Director will
5. Mufﬁn'!tms were observed stored and ready for 1 : waonitor daily and cocrective action will be
reuse soiled and with a greasy residue in 10 of 10 ' taken to maintain compliance with
muffin tins observed in bath kitchens. standards as needed based on the results of
_ ¢ the gudits.
| 6. 24 inch hotel pans were stored with ‘
accumulated debris and a greasy residue in three | 4. Samitation audits and need action plans
(3) of three (3) 24 inch hotel pans observed in the will be reported at the QA commitrer _11/09/2007
main kitchen, meeting monthly. 11/07 ]
7. Metal sheet pans were cbserved stored wet
‘ and ready for reuse in nine (9) of nine (9) metal
: i sheet pans observed in both kitchens.
8. Plastic bin covers were observed stored wet .
and ready for reuse in 26 of 27 plastic bin covers '
observed in the main kitchen. -
9. Loaf pans were observed stored and ready for
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4. In {2e main kitchen, the fol owing appliances | ( the back entrance to
were nbserved soiled on the interior and/or - ! i the kitchen were
exterior surfaces with grease food and debris: | ! discarded as of
top surfaces of the gas oven, grill surface and | | 09/24/2007
drip pians, fry master including) the gas lines, ' | ,
upper and lower conveéction o /ens, hot box, ! g ;2)laglioi§egzx°gbttfe 4
steamier kettle, steamer, frees er, salad cold box, | ! at 52 degrees F w:;;:"e
and thie exterior of the dish m ichine in 10 of 12 | { discarded as of
applic 1ces observed. , ) ‘ 09/24/2007.
. i . o _ ; 2. Sanitation rounds were preforined i in
In the Suites kitchen, the follo ving appliances g ) each of the Ingleside kitchens and no other
were «bserved soiled on the iterior and/or: ! deficiencies were found. 09/30/2«107
extericr surfaces with grease, food and debris: | o
‘steam kettles, convection ove 1, and gas oven in 1 3. be:Dmm.gServme Director or
three 3) of five (5) appliances observed. l :, ﬁii?dii?m?ﬁﬁi fﬁ‘:{ﬁ(ﬁﬁ;ﬁﬂs
o ' : | Th Mana o
5. Mutlin tins were observed s ored and ready for | P coxfdsuz:v»::::eekly auﬁ;’r designee will P
reuse soiled and with a greasy residue in 10 of 10 ‘ The Dining Service Director will monitor -
muffin tins observed in both ki chens. j : daily and corrective action will b taken to
. i maintain compliance with standards as
6. 24 ich hotelpans were stoled with I f needed based on the results of the audits. -
accurr Jlated debris and a gre: sy residue in three oo I | o
(3) of three (3) 24 inch hotel ps ns observed in the i P iﬂslabfgtﬂﬁor;t Z:dltsgng needaction plans . | 1140972007
in k'tchen. 5' : reported at the QA committee . )
main k:t || * meeting monthly. 11/07
7. Metil sheet pans were obse ved stored wet i ‘I '
and re.dy for reuse in nine (9) Jf nine (9) metal | |
sheet |:ans observed in both ki chens. ! |l
8. Plaslic bin covers were obse -ved stored wet | |
and reixdy for reuse in 26 of 27 plastic bin covers ’ b
observad in the main kitchen. i'
. . |
9 Loaf pans were observed stcred and ready for !
reuse vith a greasy residue on ‘he exterior | !
surface in five (5) of five (5) loa pans in the swtesl J
| kitchen. I !
| 10. Four(4) storage bins used for flour, sugar, [
| . i i .
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pasta and rice were observed soiled on the
exterior with accumulated debris in four (4) of four
(4) bins observed.

11. Storage bins used for clean utensils and
dessert dishes were observed soiled with an
accumulated white substance on the bottom of
the bin in two (2) of two (8) eight bins observed.

12. 27 cartons of perishable food Were observed

'| stored on the floor near the back entrance to.the

main kitchen. The food was delivered between

6:00 AM and 7:00 AM on September 24, 2007,

Temperatures of the food were as follows:

Wild berry pie was 22 degrees Fahrenheit (F),

_i with the manufacturer' s directions printed on the

top of the box to " Keep Frozen " in'eight (8) of -
eight (8) cartons of pies abserved.

Blueberry yogurt was 45.5 degrees F in two (2) of
two (2) cartons of yogurt observed,

Liquid eggs were 41 degrees F and 46 degrees F
with the manufacturer ' s directions printed-an the
box " Store at 3340 F " in two (2) of four (4)
cartons observed,

Cartons of cranberry and orange juice
manufacturer ' s directions printed on the box "
Keep Frozen ™. When examined, the juices were
in liquid form in four (4) of four (4) cartons of juice
observed. .

Muffins were 20 degrees F with manufacturer ' s
directions printed on the box to " Keep Frozen "
in four (4) of four (4) cases.

The temperature of the other seven (7) cartons

F 371
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"13. The temperature of the salad cald box was
observed at 52 deqgrees F. The following items !
were stored in the salad cold box. |

Shced Mushrooms- 9/23 (date opened)
Tomato Puree - 9/23
Tartar Sauce -6/28 ,
Honey Dijon Dressing - 7/16
Sesame Dressing - 7/23
Raspberry Vinaigrette - 7/26
Pickle Relish - 8/9
Duck Sauce - 81
Salsa-8/M12
Fahini dip - 8/14
, Olives - 8/14 -
Mayonnaise - 8/19 .
French Dressing - 8/20
Thousand [sland Dressing - 8/20
| BBQ Sauce - 8/27
Caesar Dressing - 8/30
Vinaigrette Dressing - 9/1
Blue Cheese Dressing - /6
. Ranch Dressing - 9/10
Raspberry Vinaigrette Dressing -9/11
Mayonnaise - 9/13
Cottage Cheese - 9/17
Cocklail Sauce - no open date
Peach Yogurt - no open date
Grey Pupon Mustard.- nc open date
Village Garden Cole Slaw Dressing - no open
date

| Employees #8 and 9 acknowledged the above
findings at the time of the observations,
483.60(b), (d), () PHARMACY SERVICES

F 431

SS=D
i The faciity must employ or obtain the services of |

was within the safe temperature range. (

F 431

|
|
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F 431 | Continued From page 47 F 431| #9F-431 9D0 Pharmacy Services.
a licensed pharmacist who estatlishes a system . ' :
of records of receipt and disposition of all :th‘S‘d";f found to have been affected by
| controlled drugs in sufficient detail to enable an d"’ﬁm. pr:j{m
e ) i carts involved during >urvey_ .
accurate reconciliation; and determines that drug were inspected and all expired
records are in order and that an account of all ‘ medications Were removed and
controlled drugs is maintained and periodically nnlabeled medications dated and
reconciled. labeled correctly. 9/26/2007°
' , o  Pharmmucy faxed over the in- -
Drugs and biologicals used in the facility must be servick information to comply
labeled in accordance with currently accepted with the 2 in-services a'yeur
professional principles, and include the . requircment ) -
appropriate accessory and cautionary 2. Other potential involvemeny
instructions, and the expiration date when * Allmedication canshave .
applicable. , : been andited for expired
medications and unlabeled
In accordance with State and Federal laws, the | medications. 10172007,
facility must store all drugs and biologicals in 3. Measure put in place
locked compartments under proper temperature e All Yicensed nurses will be
controls, and permit anly authorized personnel to . educaled an storage {
have access to the keys. = . medication, datingsand
, . handling of ex{pir
The facility must provide separately locked, mmum;gy“
permanently affixed compartments for storage of 1012673007 :
controlled drugs listed in Schedule Il of the * Random g‘ed‘”gg“mg
Comprehensive Drug Abuse Prevention and : audits will be conducte
.| Cantrol Act of 1976 and other drugs subject to weckly by the 11-7 shift to
abuse, except when the facility uses single unit ' inyure compliance 10 /12/
package drug distribution systems in which the , 2007
quantity stared is minimal and a missing dose can ¢ Staff Development
be readily detected. Coordinator will be
. : , educated on thy |
_ requirement to have the
: : ' handout for proof of in-
. service
This REQUIREMENT is not met as evidenced ‘ © 4 QA
by: ’ N o : A = Audits will be discissed and
 Based on Gbservation and staff interview, the 1 I . " reviewed during QA meeting.
facility's staff failed: to label four (4) of four (4) : Deficient practice will be
Lorazepam injections with the appropriate . discissed, reviewed and
expiration date, stare expired medications with recammendations given duging -
’ moathly QA meeting, . 1 1/9/2007
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F 431 Continued From page 47 F 431! #9 F-431 9DO0 Pharmacy Services.
| a licensed pharmacist who e: tablishes a system | .
of records of receipt and dis osition of all ! tlﬁelfl?éggﬁf foué‘ti Lo have been affected by
contralled drugs in sufficient  letail to enable an et przﬂ < involved du
-ate reconciliation; and ¢ etermines that drug 5 . * Cans myowec funing SUvey
accw'a : ' s were inspected and a]l expired
recoris are in order and that an account of all ! medications were removed: and
contr:ﬂ!ed drugs is maintaine | and periodically unlabeled medications dated and
recorcciled.. i - labeled correctly. 9/26/2007
- : ' ¢  Pharmacy faxed over the in-
| Y
Drug: and biologicals used ir the facility must be service information to comply
labeli:d in accordance with ci rrently accepted | with the 2 in-services a year '
professional principles, and i clude the | requirement
appropriate accessory and cz utionary | 2 W‘*’wm N
instrt tions, and the expiraticn date when ; medication carts o
licable. | been audited for expir
appil _ _ ' medications and unlabeled
. o : medications. 10/1/2007" =~
In accordance with State and Federal laws, the | ' ' i - '
facility must store all drugs ar d biologicals in 3. Measure put in place '
locked compartments under | roper temperature s  All licensed nurses will be
contrils, and permit only autt orized personnel to : educated on storage of
have access to the keys. - ' medication, dating, and
_ Il handlmg of expired
| The facility must provxde sep: rately locked, ;‘(‘;d‘.‘;aﬁ‘ms protocol
: permanently affixed compartr ients for storage of | . Rng 2007@_ .
| contratled drugs listed in Schedule 1l of the 'domm medication catt
: ; 3 R audits will be conducted
Com; rehensive Drug Abuse ’revention and weekly by the 11-7 shiftto
! Contiol Act of 1976 and other drugs subject to insure compliance 10/ 12/
| abust:, except when the facility uses single unit 2007
l packige drug distribution sys ems in which the ¢ Staff Development
quant ty stored is mlnlmal anc a missing dose can * Coordinator will be
be re.udily detected. : educated on the
requrement to have the
handout for proof of in—~ : r
service '
This REQUIREMENT is not 17et as evidenced oA -
; is is not 1 1et as evidence o The Unit Manager and , 1
y. A supervisor will monitor for f hi
Base: on observation and st ff interview, the : expired medications. Audits will 4)
facilit,"s staff failed: to iabel fcur (4) of four (4) i be discussed and reviewed
Loraz:2pam injections with the appropriate : during QA meeting. Deficiemt
expirition date, store expired medications with ' practice will be discussed, “11/9/2007
. reviewed and recommendations _| ' |
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F 431| Continued From page 48 (

currently dated medications, and date and initial
22 of 24 multi-dose medication vials when first

opened.
The findings include:

1.The facility staff failed to label medication vials
appropriately.

Based on observation and staff interview, the

| facility's staff failed to label four {(4) of four (4)
Lorazepam injections with the appropriate
expiration date and store expired medications

: with currently dated medications. '

The findings inclu/de;

/

1. The facility taff failed to label medication
vials appraopriately.

According ta The Drug Information Handbook for
Nursing, stipulates, under Storage,” Intact vial
should be refrigerated, protected from light, do
not use discolored ... May be stored at room

| temperature for up to 60 days, "

On September 25, 2067, at 2:30 PM, the
medication carts were inspected, four (4) of four
(4) Lorazepam Injection 2mgfml vial were found
undated in the controlled substance drawer, This
medication requires an expiration date on the
cantainer when stored at room temperature.

Employee #15 acknowledged that the L.orazepam
2mg/ml injection vials were stored undated in the
medication cart at the time of the inspection.

2. The facility staff failed to remove expired ‘
medication fram the currently dated
medication. '

F 431

|

—
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F 431 Continued From page 49

The facility ' s policy #5.3, " Storage and
Expiration Dating of Drugs, Biologicals, Syringes
and Needles " stipulates, (3) " Drugs and
biolagical that have an expired date on the label
or are after manufacturer/supplies
guidelines/recammendations, or if contaminated
... are stored separately, away from use, until
destroyed or returned to the provider, "

A. On September, 24 2007, at 2:30 PM, during
the inspection of the Lower Level ' s medication
storage area, nine (9) containers were observed
stored in the medication refrigerator. Two (2) of
nine (9) opened insulin containers were stored
beyond the | '
30 day expiration date.

The following Insulins were observed:

Lantus insulin - Expiration date - 8/22/2007.
Novolin N Insulin - Expiratian date -
8/16/2007 :

During a face-to face interview, on September 24,
2007, at approximately 2:40 PM with Empioyee
#20, helshe acknowledged that the insulin was
given to the resident that morning and the bottles
of insulin had expired. No untoward effects were [
noted per nursing documentation. ’

B. On September 25, 2007, at during the
inspection of the medication carts, blister
package of Hydrocodone/APAP 5mg/500 mg,
was observed with an expiration date of July 30,
2007. '

During a face-to-face interview, on September 25,
2007, atapproximately 2:30 PM, Employee #15 |

|
|

| |
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F 431 | Continued From page 50 F 431

.According to The Drug Information Handbook for

acknowledged that the medication was expired.

Nursing, stipulates, under Storage, " Intact vial
should be refrigerated, protected from light; do
not use discolored ... May be stored at room
temperature for up to 60 days. "

On September 25, 2007, at 2:30 PM, the -
medication carts were inspected, four (4) of four
(4) Lorazepam Injection 2mg/ml vial were found
undated in the controlled substance drawer, This
medication requires an expiration date on the
container when stored at roorn temperature.

Employee #15 acknowledged that the Lorezepam
2mg/ml| injection vials were stored undated in the
medication cart at the time of the inspection.

3. The facility staff failed to date and initia} 22 of
24 multi-dose medication vials when first opened.

The facility's policy # 5.3, 3.1, " Storage and
Expiration Dating of Drugs, Biologicals, Syringes

and Needies " stipulates, " Once any drug or
biological package is opened, follow
manufacturer/supplier guidelines for in use
expiration dating. *

On September 24 and 25, 2007, between 2:30
PM and 3:30 PM, the medication carts and
refrigerators were inspected on each unit. The
facility staff failed to date and initial opened
multi-dose medication vials.

The medication included;
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Upper Level Unit

Xalatan ophthalmic drops five (5) vials
PPD 5 TU/Q. 1mi (1mi vial) three (3) vials
Lantus insulin 10 ml three (3) vials
Regular Novolin insulin 10 ml  one (1) vial
Lidocaine 1% 10 m! two (2) vials

Employees #5 and #14 acknowledged that the
medications listed above were not dated and/or
initiated at the time of the observations.

Lower Level Unit o
Xalatan ophthalmic drops two (2) vials
Lantus insulin 10 ml three (3) vials
Novolog insulin 10ml - ane (1) vial
Novalin Regularinsulin 10 ml one (1) vial

Employees #3 and #20 acknowledged that the
vials listed above were not dated and/or initiated
at the time of the observations.,

Rehabilitation Unit
Tuberculin Purified protein Derivate 5TU/0.1ml .

Smione (1) _vial

Employee #20 acknowledged that the above vial
were not dated andfor initiated at the time of the
- ’ observations, -

F 441 | 483.65(a) INFECTION CONTROL F 441
§S=D
The facility must establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfartable environment and
to prevent the development and transmission of ‘
disease and infection, The facility must establish
an infection contro! program under which it ’
.| investigates, controls, and prevents infections in -
the facilily; decides what procedures, such as '

FORM CMS-2567(02:99) Previous Varsions Obsolate Event ID: BC7111 Facility |D: PRESBYTERIA? If continuation sheet Page 52 of 58




DEF‘ARTMENT OF HEALTH AND HUMAN SERVICES

o o=

”12//17

PRINTED: 10/05/2007
FORM APPROVED
OMB NO. 8938-0391

*ORM CMS-2587(02-99) Previous Versions Obsoitle

CENTERS FOR_MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X¥) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
8. WING
095028 09/26/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
- 3050 MILITARY ROAD NW
IINGLESIDE PRESBYTERIAN RETIREM WASHINGTON, DC 20015
(X4)10 SUMMARY STATEMENT OF DEFICIENCIES ] [ PROVIDER'S PLAN OF CORRECTION b )
. PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REG ULATORY OR LSC IDENTIFYING INFORMATION) { TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
; | .
: :
F 441 | Continued From page 52 F 441 [ #10 F- 441 Infection Controt (L)
isolation should be applied to an individual ‘ 1 Rwﬂea___m&un_d_mm
resident; and maintains a record of incidents and am’“t‘}d the d:iﬁ“' Lpracice.
corrective actions related to infections. * re;"f;“;dsﬁm :;i’; 3“;}’2‘6‘;‘337
»  Isolation signs were posted ‘
. ) o , immediately 10.
This REQUIREMENT is not met as evidenced | tely 10242007
by: o . o ' 2. Other resident identified having the
Based on observations during the initial tour, it potential to be affected by the same
was determined that facility staff failed to provide practice. '
a safe and sanitary environment as evidenced by e All residents in isolation i
residents ' bathing basins stored an closet floors has signage posted
and failure to post signs indicating which 10262007
residents required special isolation precautions. ¢ All rcsidents with items on
These observations were made in the presence ' ﬂ‘ié];’h': we 3: w?rm?ug
of Employees #10 and #11 . | it the residans and
o, issues 10/26/
The findings include: ’ . 2007
' | o l 3. Measure put into place.
1. Facility staff stored residents' bathing basins ’ »  All nursing staif will be
containing personal grooming items on closet / educated on isolation control
floors. : ' procedures
) o ) - ¢ All residents requiring isolation
During the initial environmental tour, bathing will be put on the 24 hour repogt
basins containing personal care items, such as ¢ The Infection Control Nurse will
dentures cups, deodorant, and a kidney basin, Qo random weekly uudits for
were observed stored on the floor in rooms 166 compliance of isolation
and 178 on September 24, 2007 at approximately precautions,
9:30 AM for two (2) of 12 rooms observed, ‘ * gﬁ:wmm“'“dﬁ;uﬁd&g%n
2. Faciliy staff failed to post signs to nofify O e duting manihly QA
| _visito.rs and staff which residents required special recommend appropriate plans of
isolation precautions. action to correct deficient
. : practice.
During the initial tour, it was observed that 4 QA
isolation signs were not posted on rooms 79, 97 | e Isolation audits will be
and 181, to notify visitors and staff that those =~ | : discussed, reviewed and
residents required special isolation precautions | , monitored during the monthly
and should not be entered prior to speaking to { ' : %?1 i:emg;n%Aapc;mg:
| nursing staff on September 24, 2007 between | “ plans of action to correct |
. deficient practice, ——— ]
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F 441| Cont nued From page 52 i F 441 #10 F- 441 Infection Control (L)
isolalion should be applied tc an individual i 1. Residents found to have been
residznt, and maintains a record of incidents and aff"‘“‘}dtetl’n t?te ‘L‘;ﬁ“‘tﬁ g‘@'ﬂ~
Y] . . . . L4 $ storeda on uie Ioor were
corrective actions rel;ted to ifections. - | removed immediately 9/26/2007
, i e  Isolation signs were posted
. . i diately 10/24/2007
This REQUIREMENT is not met as evidenced | Hmmeciately :
by: . . o ] 2. Other resident identified having the
Base:i on observations durin j the initial tour, it ! potential to be affected by the same
was (letermined that facility s aff failed to provide | practice. - : - ,
a safi: and sanitary environm :nt as evidenced by - ¢ All residents in isolation ‘
| residints * bathing basins stc red on closet floors has signage posted '
and failure to post signs indic ating which 102612007
.| residents required special iso ation precautions. . ¢ Al residents with itemns on
Thes:: observations were ma e in the presence | ) ﬁfﬁ,ﬁ;ﬁ;gﬁﬁ“
of Employees #10 and #11 g _, | | A families o resolve these
: issues 10/26/2007
! The fiadings include: _ | 1ostles
: ' o | 3. Meassure put into place.
1. Fauility staff stored residen s’ bathing basins | e All nursing staff will be
containing personal grooming items on closet ! i educated on isolation control
floors. R : ! . procedures
o . | i ¢  All residents requiring isnlation
Durin;j the initial environment: il tour, bathing ( ! will be put on the 24 hour report
basin: containing personal ca e items, suchas | ¢ The Infection Control Nurse will
dentures cups, deodorant, anii a kidney basin, | | do random weekly audits for
| were mbserved stored on the 1 cor in rooms 166 | | ;‘lfg‘cﬁllggﬁ of isolation
and 178 on September-24, 207 at approximately | i - . .
. 5 | * QA committee will discuss,
9:30 AM for two (2) of 1.2 roomis observed. . i : review and montitor Infection
i . L . I Control data during monthly QA
2. Fauility staff failed to post igns to notify o / QA Committee “%m yQ
visitors and staff‘whnch residelits required special | ! recommend appropriate plans of
i isolatiun precautions. . action to correct deficient . ,
o _ : i practice. :
During the initial tour, it was ol served that ' P4 0A ' rol .
isolation signs were not postec on rooms 79, 97 | ' o TheInfection control _
“and 1¢1, to notify visitors and : taff that those : | 0°°@ma‘9rf““‘1ilo‘:“f:[:${°r » M ||1M
residents required special isoli tion precautions | Lo deficient infec -t will LY
Id not be entered pricrt King t ; C practices. QA committee will |
and should not be entered pricr to speaking to | o recommend appropriate plans of
nursiny staff on September 24 2007 between % | action to correct deficient
P » — practice. —_ ]
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F 441 | Continued From page 53 F 441 [
8:30 AM and 10: 00 AM for three (3) of three (3) -
residents in isolation,
Employees #10 and #11 acknowledged these
_ findings at the time of the observations.
F 490 | 483.75 ADMINISTRATION . F490
S§s=D : _
A facility must be administered in 2 manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial - ' ‘
well-being of each resident. .
This REQUIREMENT is not met as evidenced
by: | "F 430
Based on cbservations, record review and staff : . i ,
interviews, it was determined that the 1. Staff will provide adequate
inistrati # falled \ ) supervision for ll residents who hud
administrative sta f@tl.e to integrate, coordinate multiple falls. Cross refrence CFR
and monitor the facility's practices related to 483,25 F323 in this document, S
residents’ care and safety. e The facility will ensure that the - M/
o residents enviromment remain as free  AK o
The findings include: of accidents hazards as possible. - .
. Cross reference CRF 483.25F323in
1, The review of residents' records revealed that - tusdocument. - 3
facility staff failed to provide adequate supervision *  The staff will initiate edditional gouls
for residents who had multiple falls some with and approaches for residents with -
injuries. Cross reference CFR 483,25 Quality of - multiple falls and injurics, Cross
: X refenmce CRF 483.20 F280
Care F323.
2. The facility staff failed to ensure that residents 16/2007
environment remained as free of accidents - M8/
hazards as is possible. Cross reference CFR
483.25 F323
3. The review of records revealed that facility
staff failed to initiate additional goals and
approaches for residents with multipls falls and _
injuries. Cross reference 483.20 F280 ' |
{ ] 5 " |
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2. The facility staff failed to en sure that residents
‘environment remained as free of accidents
hazars &s is possible.’ Cross eference CFR

3. The review of records reveiiied thét facility
staff fuiled to initiate additional goals and

appro:aches for residents with nultiple falls and |
" injurie: . Cross reference 483.20 F280 ll
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- F 441 | Continued From page 53 _ ; F 441
8:30 AM and 10: 00 AM for tliree (3) of three ( )
residznts in isolation. _ '
Employees #10 and #11 ack:iowledged these _!
! findings at the time of the ob:ervations. ! _
F 490 | 483.715 ADMINISTRATION , F 490
$S=D : _ : |
A fac ity must be administere d in a manner that |
enablaes it to use its resource.; effectively and ' |
efficiently to attain or maintaii: the highest !
practicable physical, mental, ind psychosocial |
well- t=|ng of each re5|dent . . !
|
;
Thlsl EQUIREIVIENT is not inet as evidenced !
by: f F 490 ‘
Baset on cbcervatlons recor 1 review and staff | 1. Staffwill provide ad .
interv aws, I it was de termined hat the . Il supervision for all residents who had -
| administrative staff failed to i itegrate, coordinate ‘ , | multiple falls, Cross refereace CFR. 1
and monitor the facility's praciices related to _ ! 483.25 F323 in this document. ' ”]o
| residents’ care and safety. : [ _ e The facility will ensure that the | M f /y/
_ | residents environment remuinas free | ) / .
The f|_'1drngs Include: : | of accidents hazards as possible. : .
o : ‘ Cross reference CRF 483.25 F323 in
1. The: review of residents' rec ords revealed that ! this docurment. I
facility staff failed to provide a lequate supervision | . Th; staff wxﬂ lmfnate a(:ldmf:mal tﬁoa s i
for residents who had multipte falls some with i‘ul Spg"};ﬁse:n doir r.f;‘ie:“(;‘;s“s
gj:rgi3§3ross reference CFR 483.25 Quality of f o fern.c CRE 48330 F220
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Rehabilitation unit at the time of the observation. 4. Results of this andit will be presented
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" F 492 Y483.7‘5(!3) ADMINISTRATION ’[ F 492
Ss=£
The facility must operate and provide services in
complizance with all applicable Federal, State, and
local laws, regulations, and codes, and with
accepted professional standards and principles
that apply to professionals providing services in
such a facility.
This REQUIREMENT is not met as evidenced . )
by: . . . . F492 Administration
Based on observation, recard review and staff : . , .
interview, it was determined that the facility failed L fe"ff‘i“dm wexe affected by this
to: failed to ensure that the Rehabilitation unit was : e ity will hat
staffed with two (2) nursing employees and . n:u:;\g ol oo o
maintain current licenses for Registered Nurses ' ‘ employces be on aming '
(RN) and Licensed Practical Nurses (LPN) and ' * unil, per shift.
certifications for Certified Nurse Aides (CNA). : e The facilities Humen
o ) ’ Resources department will
The findings include: ’ mzmtam fcurrcni‘ licI?Nmes
. and certificates for RN"s,
1. The facility failed to ensure that the i LPN's and CNA’s.. ,
Rehabilitation unit was staffed with two (2) f 2. The staffing pallems were observed |
nursing employees. a &‘;I"‘:Ch.“'.‘“ 531" ?&ﬁgﬂ?'m ‘
According to the 22DCMR 3211.2 (d), "The facility e ey M*‘ﬂ
shall have at least the following employees: A ]  CN.A's were checked by the
minimum of two (2) nursing employees per | Human Resources departement for :
nursing unit, per shift.” : I : current licenses and certificates.
3. The staffing coordinator will menitor
On September 24, 2007 .at approximately 9:00 / ’ the staffing patterns on the ynits - l
AM during the tour of the rehabilitation unit, it was ' daily. The Humun Resource Director
observed that one (1) licensed practical nurse ’ fénmgng:ﬂmxiw audit m°
(LPN) was caring for five (5) residents. There ( salTand coa’s mplmnﬂ‘fng {
were no other nursing employees on the | : facility mom'hj),_ 4
|
f
|
I

_ . ' _ w the QA commitice manthly times | 1 1/09/2007
A face-to-face interview was conducted at 9:05 three. Nov., De., & Jun. 2008. : ,
AM with Employee #4. He/she stated, “The CNA f e ' [
i
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SUMMARY STATEMENT Of DEFICIENCIES

8] - PROVIDER'S PLAN OF CORRECTION

(X5)
COMPLETION

' I
The facility must operate anc provide services in ;
comyliance with all applicabl : Federal, State, and i
local aws, regulations, and c>des, and with ;
acce:ed professional standirds and princnples ;
that «pply to professionals pr detng services in
such a facility. ;

This REQUIREMENT is not Tet as evidenced

|
by: ;
Based on observation, recorc review and staff |
interview, it was determined fhat the facility failed |

‘| to; failed to ensure that the R zhabilitation unit was

staffed with two (2) nursing e nployees and
mainlain current licenses for Registered Nurses
(RN) and Licensed Practical Jurses (LPN) and
certifications for Certified Nu: se Aides (CNA)

The i ndings include;

1. The facility failed to ensure that the
- Rehzibilitation unit was staffe | with twao (2)
nursmg employees.

Accmdmg to the 22DCMR 3211.2 (d), "The facilityi '

shall 1ave at least the foliowiiig employees: A
minirnum of two (2) nursing € nployees per
nursing unit, per shift.” i

On S:aptember 24, 2007 at a} proximately 9.00 |
AM c uring the tour of the rehabilitation unit, it was ;
observed that one (1) license 1 practical nurse |
(LPN was caring for five (5) 1esidents. There j
were no other nursing employ ees on the :
Rehe bilitation unit at the time of the observation.

{ AM vith Employee #4. He/st 2 stated, "The CNA |

i

A face-to-face interview was ronducted at 9:05 |

(X4) 1D : :
PREFIX | " (ZACH DEFICIENCY MUST BE F RECEDED BY FULL :  PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE
TAG RiGULATORY OR LSC IDENTIF' ING INFORMATION) ; TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
’ i i DEFICIENCY)
F 482 | 483.75(b) ADMINISTRATICII ' F 492
SS=E '

F492 A]iﬁinistration

1. Noresidents were a.ffect( d by this

- deficiency.
P ¢« The famhty will ensire that
a minimun of two nursing

unit, per shift.
o  The facilities Human

maintain current licenses
and certificates for RN’s,
LPN’s and CN.A’s. .

2. The staffing patterns were observed
on each unit for each shift to ensure
that & minimum of two nursing
employees was met. The employee
files for the RN’s, LPN’s, and
C.N.A.’s were checked by the
Human Resources department for
current licenses and certificates,

3. Thestaffing coordinator will monitor
the stafling patterns on the units
daily. The Human Resource Director
ar designee will review/ audit the
renewal dates of the licenised nursing

" staff and c.n.a.’s employed by the
facility monthly.

to the QA conumttee monthly times
Lhree Nov., Dec., & Jan 2008.

i,

employees be on & nursing -

' Resources department will -

4. Results of this audit will be presented
1170972607
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F 492 | Continued From page 55 F 492
(certified nurse aide) called in sick at one o'clock
this mornmg and wasn't replaced.” .

2. Facility staff failed to maintain current licenses '
and certifications for RNs, LPNs and CNAs. '

According to 22DCMR 3203.2, “A list of

employees, with the appropriate current license or
certification numbers, shall be on file at the facility
and available to the Director.” ’

A review of the licenses for currently employed
RNs revealed that exght (8) of 10 licenses had

expired.

A review of the licenses for currently emplayed
| LPNs revealed that 17 of 17 licenses had expired. |

’ A review of the licenses for currently employed
CNAs revealed that 12 of 29 licenses had |

expired.

The staff of the Human Resource department
immediately obtained a copy of a current licenses

and certifications for all the above cited ‘
emplayees from appropriate web sites. (

A face-to-face interview was conducted on
September 25, 2007 at 12:30 PM with Employee .
#13. He/she stated, "In the past, the staff

educator kept the licenses. The staff educatar is | '
new and didn't know (he/she] was responsible for ‘
keeping a copy of current licenses. We (Human
Resources) will own it now, We will mamtam the
licenses from now on.”

F 520 | 483.75(0)(1) QUALITY ASSESSMENT AND- F 520’

S$=0 | ASSURANCE , ‘ f (

| ’ I N
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A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff, '

The quality assessment and assurance
committee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section,

Good faith attempts by the committee to ideﬁtify
and correct quality deficiencies will not be used as

a basis for sanctions.

This REQUIREMENT s not met as evidenced
by:

Based on observations, record review and staff
interviews, it was determinad that the facility's
Quality Assurance committee failed to adequately
implement plans of action tc correct identified
deficient practices facility wide.

The findings include:
On September 26, 2007 at approximately 11:00

AM, a face- to- face interview was conducted with |
Employee # 17, who was identified as the Quality

Assurance (QA) coordinator,

|
|
|
|
|

I
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AND PLAN OF CORRE CTION DENTIFICA NUMBER A BUILDING
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. DEFICIENCY)
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F 520 | Continued From page 56 : -
c om page 5 F520! 413 ¥- Tag 520 Quality Assessment and

Assurance

1. Residents found to hyve been

fected b deficjent pragti
»  The DON and the QA
Coordinator reviewsd with the
Survay Teamn leader our process
for monjtoring falls, -

2. Other resideqt identified having the
potential to be affected bhy the same
practice
e Al residents that fell within the

last 90 days will be reviewed
with care plun updates,

* 3, Measures put i '
e  Falls Committee has becn
developed The first mecting is

107122007 10 review recent
falls and those residents whoe
-
4 QA

e  The monthly QA meeting will
review all deficient practices
and will recommend appropriate
plans of action to correct
deficient practice.

11/9/2007

-
‘.
|
.
|
|
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. F.620! Continued From page 56 . | F 5201 . 1
~ | A facility must maintain a guality assessment and | ‘ 1153 F-Tag 520 uality Assessment and
assurance committée consisting of the director of surance
nursing services; a physician designated by the | 1. Reside ' .
facility; and at least 3 other members of the ! ’f’]—ds s found to haye bee
facilitv's staff . o _affecte 1 by the deficient practice :
acllity's staft. * Alresidents identified during ~
o _ : th ; survey were revie "
The quality assessment and assurance hin I‘»team):_ care pﬁea:sﬁ;gdtf’ i
committee meets at least quarterly to identify fa 1s risk updated and
issues with respect to which guality assessment int >rventions added as needed.
and assurance activities are necessary; and _ 103072007 -
develops and implements appropriate plans of - 2’ ' o -
action to correct identified quality deficiencies. - % Otherresident jdentified having the
_ . : o _ potentia to be affected bhy the s
: . . pIactice -
A State or the Secretary may riot require o L L
| disclosure of the records of such committee i:gt ;%S‘cfl}:;sts wt?l?tbidrl :{l:m:dme
except insofar as such disclosure is related to the | wit.  care plan’ .
; . . ; ; plan updates.
compliance of such committee with the ! »
requirements of this section. . i 3. Messure put in place
L B : . ® Fall; Committee has been
Good faith attempts by the committee to identify deve loped. The first meeting is
and correct quality deficiencies will not be used as 1071272007 to review recent
' a basis for sanctions. falls and those residents who
o . have fallen in the last 90 days.
This REQUIREMENT is not met as evidenced aa
by-ls =ME isn me as evidenc . dTahei)ON will present the falls
. : ta ; t the thly { i
Baseq on o.bs:ervations, r.ecord review anq staff forn; ﬁewg":;oglgﬁnﬁ‘a’iﬁ?f | o
interviews, it was determined that the facility’s , 111912007
Quality Assurance committee failed to adequately N o
implement plans of action to correct identified -
deficient practices facility wide.
| The findings include:
On September 26, 2007 at approximately 1 1:00
AM, a face- to- face interview was conducted with
Employee # 17, who was identified as the Quality
Assurance (QA) coordinator.

FORM CMS-2567(02-39) Previous Versions Obsolete

Event ID;BC7111

Facility 1ID: PRESBYTERIAL

e T

if continuation sheet Page 57 of 58

Y




DEPARTMENT OF HEALTH AND H{IMAN SERVICES
CENTERS FCIRR MEDICARE & MEDI AID SERVICES

(/QAT}“*’{:;:-;%%%2q

PRINTED: 10/05/2007
* FORM APPROVED
OMB NQO. 0938-0391

- actior to' correct identified qu 3lity defi ciencies.

. interviews, it was.determined :hat the facility's
- Quality Assurance committes failed to adequately

'On September 26, 2007 at ap sroximately 11:00

i Assuriance (QA) coordinator.

A fac.lity must maintain a qu: :Ilty assessment and | .
assu-ance committee consis iing of the director of |

| .nursing services; a physician designated by the

facilily; and at least 3 other n embers of the
facilit/'s staff.

The quality assessment and assurance
comraittee meets at least quiirterly to identify
issuess with respect to which - juality assessment |
and aissurance activities are 1ecessary; and
develops and implements ap yropriate plans of

;

| AStee or the Secretary may not require !

disclusure of the records of s ich committee

exce|:t insofar as such disclo sure is related to the : )

comg iance of such committe 2 with the |
requirements of this section. :

Good faith attempts by the cc mmittee to identify
and correct quality deficiencie s will not be used as,
a basis for sanctions. :

This REQUIREMENT is not 1net as evidenced
by:
Baseul on observations, record review and staff

imple nent plans of action to c orrect identified
deficii:nt practices facility wide . |

The findings include:

AM, & face- to- face interview wvas conducted with

I
|
Empl( yee # 17, who was iden ified as the Quality |
|

Assurance

practice

|

2. Other resident identified hz ving th

potentiel to be affected bh the sume

*  All residents that fell within the
last 90 days will be reviewed
with care plan updates,

- 3. Measures put in place
e Falls Committee has been
developed. The first meeting is
10/12/2007 to review recent
falls and those residents who
have fallen in the last 90 days.

*  The monthly QA meeting will
review all deficient practices
and will recornmend appropriate
plans of action to correct
deficient practice.
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1. Residents found to have Residents found to have bezen
affected by the deficient practice
s The DON and the QA
Coordinator reviewed our
process for monitoring falls,
10/30/2007

o

11/9/2007
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assurance committee consisting of the director of : _ v
nursing services; a physician designated by the 1 Residé 1o ha
fac!I!tyl, and at least 3 other m_embers of the . affecte 1 by the deo i‘(‘z Tﬁm
faC|I|ty s staff. : : ® A lresidents ldentiﬁed duri
! o _ ' th: survey were reviewed by tt.»
The quality assessment and assurance . I T team, care plaus updated ,
committee meets at least quarterly to identify : fa s risk updated and
issues with respect to which quality assessment in 2rventions added as needed.
and assurance activities are necessary; and 1030/2007
develops and implements appropriate plans of - '
eV . PIeITIST _ P - 2. Other ri sident identifi i
action to correct identified quality deficiencies. - = SICRNt Identified having the
on 10 SonEe 4 qually potentis Lto ted bhy the same
, practice -
A State or the Secretary may not require @c = L
' = 25 - o ¢ All residents that fell within the
disclosure of the records of such committee las 90 days will be reviewed
| except insofar as such disclosure is related to the wil 1 care plan updates.
compliance of such committee with the :
reguirements of this section. 3. Measure s put in place
L ¢  Fal's Committee has been _
Good faith attempts by the committee to identify -dev_ sloped. The first meeting is i
and correct quality deficiencies will not be used as; 1077212007 to review recent
a basis for sanctions. fall: and those residents who
‘ . hav:: fallen in the last 90 days.
This REQUIREMENT is not met as evidenced oo I
by-‘s » = [ is not met as evidence . d’[:ne DON will present the falls
. : } . ta at the montht i
Based on observations, record review and staff for r wview &recoz“%;?a?&nsg. | '
interviews, it was determined that the facility's v 11/9/2007
Quality Assurance committee failed to adequately N '
implement plans of action to correct identified
deficient practices facility wide.
The findings include:
On September 26, 2007 at approximately 11:00
AM, a face- to- face interview was conducted with
Employee # 17, who was identified as the Quality
Assurance (QA) coordinator.
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Based on on-gaing surveyor concerns, the QA
coordinator was asked if the cormrnittee
monitared falls in the facility. The coordinator
explained that she/he did not monitor falls in the
facility. Employee# 1 monitored the falls,

On September 26, 2007 at approximately 12:30
PM, a face-to-face interview was conducted with

’ Employee # 1. He/she stated, "We were locking

| at falls and decided that we needed to develop a
falls committee. That is something we will do
saon, Falts are discusséd at the moming
meetings. The Nurse Managers investigate the
fall and make the decision of what to do. We have
the Leaping Deer program, but we do ndt formalty
track fall incidents."

l There was no evidence that the quality assurance |
committee devsloped or implemented appropriate
plans of action to correct identified deficiencies

{ for residents with multiple falls in the facility.

-
|

:
|
l
|
|
|

|
‘ .
|

|
|
|
|
|
|

R
|
|

'ORM CMS-2567(02.99) Previous Verslons Qbsclete Event ID:BCT111

Faciity 10! PRESBYTERIAM

If continuation sreet Page 58 of 58




