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- -~F 000 jlNITlAL COMMENTS 

·"~~··/I An annual re-certflcatlon surveywas conducted 
;.~....... fromSepternber 24 through September 26,2007.

IThe following deficiencj~s were b~sed ~n- .. 
observations, record reviews and Interviews with

Ithe 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) Isupplemental residents. 

F 176 483.10(n) SELF ADMINISTRATION OF DRUGS 
SS-D 

An individual resident may self-administer drugs jf 
the interdisciplinary team, as defined by 
§483.2D(d)(2)(ii), has determined that this 

Ipractice is safe. , -. 

This REQUIREMENT is not met as evidenced 
by:	 . . 

IBased on ooservatcn, record review and staff 
interview, it was determined that the facility failed 
to ensure that Resident #5 could self-administer 
medications. 

The findings include: 

The facility's policy #2,2, "Self Administering I 
Medications" I stipulate, "Each customer is given' 
the opportunity to self-administer his/her I 
medjcati~n if the interdisciplinary team, upon I 
evaluation of a customer's ability to safely . 
self-administer medications, has determined that I 
this practice is safe." I 

I··On September 24,2007, at approximately 12:10 
IPM, the following medications were observed I 
IResident #5's room: ' I 
r	 , IIAfrJn nasal spray 

B.WING _ 

PRINTED: 10/05/2007 
FORM APPROVED 

O"",B NO.0938·0391 
(Xl) DATE SURVEY 

COMPLETED 

09/26/2007 

I 
Il.BORATORV DIRECTOR'S OR PROVIDERfSUP 

STR~n ADDRI::SS, CITY, S'l'ATE, ZIP CODE 

3050 MILITARY ROAD NW 

WASHINGTON. DC 20015 

P~OVIDER'S PLAN OF CORRECTION
 
(EACHCORReCTIVE ACTION SHOULD BE
 

CROSS-REFERr:NCE;O TO 1HI; APPROPRIATE;
 
. DEFICIl:NCY) . 

F 0001 
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*1F-Tag 176 (D) SclfAdministrationof 
Drugs 

I 

" 

I,
I 

L	 R&si.denrs foynd to have wen affected 
by the deficien~ practice. . 
•.	 Resident #5has been Il:lSessed for 

thisability to selfadministers hls 
medication. Resideat's care plan 
has ~11 updated 1011212007 

2.	 Otherresidents idemtified bavinll the 
DOtentia! to beaftected Qy thl:@De 
~. 

An ind~ audit Was• 
C<mduc'led on 1111 residents to 
determine if then: iireany 
rc:Sidents ~'o wiSh to take: 
t:heiT own medications and 

. couldbe adrninis~ theself 
medication test, 10/1212007 

•	 A check in ailresidents I'OOll1S 
to s=ifthere are any 
medicationsthat llrl: at 
bedside without an 
ordcr.lOJ121l007 

(XSJi COMPLETION

I DATE 

I 

I 
I 

t 

I . 
~· ~ · . 

\..-..- r 

ny deficien tatenientending with an asterisk (OJ denote~ a defici 'I which the institution may be excused from correcting providin it Is eterrnlnsd that 
her saf&9uard~ provide sufficient protectlon to the patients. (See' structiens.) Except for nursing homes, the findings stated above are discloc;able 90 days 
lIowing the date of survey whether or not a plan of ccrreeucn is provided, For nursing homes. the above findings and plans of correction are diselosable 14 
Iysfollowlng the da~ tbese documents are m::ldl! available to the facility. If deficiencies are ciled,· an approved plan of correction is requisite to continued 
:lgram participation. 
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F 176 !continued From page 1 F 1761
 
Neo-Synephrine Nasal spray
 I 3. Mc:asuresput iII Flace 

, INasal spray (generic brand) • A1Iy resident whodesires to
 ,Immunity Support tablet
 givetheir ownmedications 
will be issut:d thephamlacyAnti·itcn cream (generic brand) " II "Self-Administration Test" to > ' 

Aspercrerne t,~be 
assesstheirability to self 
administl:r.10/1912007 I· /Employee #6 stated that nursing staff 

•	 Alllicel\se<l staff will bl:administered medications to Resident#5. I 
IOn September 26,2007, at approximately 12:10 

'I PM, the following medications were observed in, 
Resident #5's room: 

INyquil Sinus tablet 
Afrin Nasal spray 

1Neo-Synephrine nasal spray 
Sinus Congestion & Severe Pain tablet 

On September at approximately 12:10 PM a 
face-to-face lnterview was conducted with 
Employee'# 6 Who stated, "The rasjdent is 
ncn-cornpnant and she/he will call the physician 
regarding the resident's noncompliance." 

F 221 483.13(a) PHYSICAL, RESTRAINTS 
SS=D 

The resident has the right to be free from any 
physical restraints imposed for purposes of 
discipline or convenience. and not required to 
treat the resident's medical symptoms. 

This REQUIREMENT is notmet as evidenced 
by: , , 
Based on record review and staff interview for 
one (1) of 15 sampled residents. it was 
determined that the facility failed to consistently 
assess Resident #9 for restraint reduction. 

Ifhe findings include:	 I 
)RM CM5·2567(02-98) Pl'lIv!ous VerSions Obsolete E:vent ID~ BC7111 
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educated on the Self
AdministrationProcessI 10/19/2007 , ~ 

4.	 QA 
•	 All deficient practices will be 

monitored, discussed and 
reviewed during monthly QA I 
meeting. 

F 221 ' #2F Tag- 221 (d) Physical Restraints 

1.	 ~idents foundto haye been 
lIffecteqbv the deficient practis&. 

•	 Resident #9 has been 
reassessed b)/ therapyforI	 jsittingand falls. 

II 

I	 I
I 

2.	 Other rSliidf;nts identifiedhavinll the 
t>Ot!Z!tiaJ tc be affected bv the same 
practlce.


I • No olberresidents have
 
resuaints within the: facility I
 
IOfll2007
I	 I 
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I
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IF 1761 Continued From page 1	 F 176 I 
I 3. Measures ,lit in place
 

Nasal spray (generic brand)
 
,Neo-Synephrlne Nasal spray 

•	 . \ny resident who desires to 

I	 ~ve their own medicationsI. Immunity Support tablet 
villbe issued thepharmacyAnti-itch cream (generic brand) I 'Self-Administration Test"t,lAspercreme tube I ISseSS their abilityto self 
ldminister.l0/l9/2007IEmployee #6 stated that nursing staff •	 . ill licensedstaff-will be 

.administered medications to Resident #5. :ducatedon the Self
, \dministration ProcessIOn September 26, 2007, at approxiniately 12:10 10/19/2007" , PM, the following medications were observed ;n
 

Resident #5's room:
 4.	 QA 
• .Jnit managersand
 

Nyquil Sinus tablet
 upervisors will monitor 
·'esidents to insure thoseAfrin Nasal spray . 
•esidents that want to self I. Nee-Synephrine nasal spray . 
· idminister are tested . j Si.nus Congestion & Severe Pain tablet 

•	 , \.lIdeficientpractices will be 
, •nonitored, discussedand

On September at approximately 12:10 PM a '. eviewedduring monthlyQA 
face-to-face intervlew was conducted with , . neeting,
 
Employee # 6 who stated, "The resident is
 

, , non-compliant and she/he will call the physician
 

I 
Iregarding the residen.t's noncompliance."
 

F 221 483.13(a) PHYSICAL RESTRAINTS .
IS~D· ... . .. #2F Tag- 221 (d Physical Restraints 
The resident has the right to be free from any
 

. physical restraints imposed for purposes of
 I
I.	 Reside Its found to have be@ discipline or convenience, and not required to 

affecte l bv the deficientpractice. 

I 
. • Resident #9 has been 

reassessedby the illT tean. 
and Rehabilitation Therapy 

treat the resident's medica! symptoms. 

This REQUIRE:MENT is not met as evidenced 
for restraints.by: 

Based on record review and staff interview for 2. Other f4 sidents identified having the
one (1) of 15 sampled residents, it was potentiE I to beaffected by the same I. Idetermined that the facility failed to consistently ~.[. assess Resident #9 for restraint reduction,	 • No other residents haveI 

res raints within the facility IThe findings in~:lude: 
I
i 10/112007 ' 

.......,...---	 -'- .J.......:=-- _
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F 176/ Conlinued From page 1 I 
I· Neo·Synephrine Nasal spray

INas,:11 spray (generic brand) I 
I

Immun ity Support tablet i 

I
Anti-itch cream (generic bra lid) I 

iAsparcrerne tube 
· ;" . i 
IEmployee #6 stated that nur : iing staff 

I 

Iadministered medications to Resident #5. I 
I 

· On September 26, 2007, at c~ pproximately 12:10 
I· PM, the following medication ; were observed in . I 
, Resident #5's room: 

I 
Nyqu I Sinus tablet I 
Afrin I~asal spray 
Neo-r:ynephrine nasal spray I 
Sinus Congestion & Severe F ain tablet I 

· On Sl~pterilber at approxima131y 12:10 PM a I 
race-to-race interview was cor ducted with IEmployee # 6 who stated, "T h =resident is I'/ non-compliant and she/he wi 1/ call the physician 
regarc!ingthe resident's nonc C npllance." I 

~;;~ 1 483.1:!(8) PHYSICAL RESTR,liNTS I
 
I
 . The resident has the right to bt! free from any I 

physical restraints imposedfo,. purposes of ! 
idiscipline or convenience, and lOt required to Itreat t~ e resident's medical sy ~ iptoms. ! 
I 

This RE:QUIREMENT is not m,It as evidenced 
by: 
Based :)n record review and sta ff interview for i 

I
I 

· deterrru 1e.d that the facility fail e( , to consistently 
lone (1) of 15 sampled residen ts , it was 

Iassess qesident #9 for restrai nl reduction. II I 

[ The fincli~gs include: 
i 
iI . i 
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F 1761 
3, Measures put in place 

Any resident who desires to 
give their own medications 
will be issued the pharmacy 
"Self- Administration Test"to 
assess their ability to self 

I • 

administer.1011912(}07 

I
 • All licensed staffwill be
 
educated on the Self- I 
Administration PrO(:(~Ss 

10/19/2007 r 

4. QA 
• Unit managers and ~1/i~

IAAsupervisors will monitor 
residents to insure those 
residents that want to Self- , , I 
administer are tested, . 11/09/2007_ 
All deficient practices will be• 

j monitored, discussed and 
"reviewed during monthly QA 

meetins,. 

I 
I I 

c 
F 221/ I 

I 

#2F Tag- 221 (d) Physical Restraints I 
I 
I 1. . ~ti·Residents found to have en 

affected.bv the deficientira~tice.
I 
I· .R~¥:_ 

reassessed y thempy for 
restrain ,

I 
2. Other ~esidents dentified ba,!~
/; pote~tia1 to be affected by th(~ same
 

I:; practice.
 

• No other residents have Ii restraints within the facilny
 
Ii 10/112007
 
I -
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F 221 Continued From page 2 

Resident #9 was initially assessed for a 
break-away lap buddy on May 12, 2006 as an 
intervention for falls. 

F 221 

I 
, 

3. Measures put inp1ace 
• Licensed Nurses andtherapy 

willbeeducated. onthe restraint 
policyand pr«:edure 
10/1912007 

• Reslnsint policyhasrevised IAccording to the instructions on the "Physical 10/]212007 
Restraint Elimination Assessment" form directed, 
"Restrained individuals should be reviewed at 
least quarterly to determine whether or not they • :be QAteamwill.review,'.~ !1"tor and discuss residentlIare candidates for restraint reduction, less . ~ that may require a restraint to . restrictive restraining measures or total restraint 
elimination." 

insure that the policy and , 
procedures are followed, QAA reviewof Resident # 9's record revealed that ,team will recommendthe "Physical Restraint Elimination Assessment" 
~ppropria1e action tOr deficient 

I
was completed on November 12, 2006 and May practice. t"",,,,,,·7, 2007. There was no evidence that a "Physical 

. Restraint Elimination Assessment" was
 
completed after February of August, 2007,
 I . '. 

According to the May 7,2007 assessment, the
 
resident scored 25 paints, The legend located on
 
the "Physical Restraint Elimination Assessment"
 

Idirected that a score of 21~35 indicated that the
 
resident was a "Good Candidate" for restraint

Ireduction.
 

IT~ere was no evidence in therecard that a I
Irestraint reduction was attempted.
 

IA face-to-face interview was conducted with the I !IEmployee #1 on September 26, 2007 at I
 
·approxlrnately 1:45 PM, He/She acknowledged
 I
 I 
that there was no quarterly assessment forI 

,February or August, 2007 and that there was no , I
Iattempt to change the type of restraint. The I
 
record was reviewed on September 25.2007.
 I 

F 2411483.15(3) DIGNITY . 
i
I' I 

SS;;;D 
1 I' 
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PREFIX 

TAG 

F 221 

SUMMARY STATEMENT 0 : DEFICIENCIES
 
lEACH DEFICIENCY MUST BE I 'RECEDED BY FULL
 

REGULATORY ORLSC IDENTIF liNG INFORMATION)
 

, 
Cant -iued From page 2 

' i! 
j 

Resilient #9 was initially asseissed for a ,
i 

creak-away lap buddy on Ma 112,2006 as an I 
interverttion for falls. I 

Accordinq to the instructions )n the "Physical 
Restraint Elimination AssessI nent" form directed, 
"Restained individuals shoul I I'be reviewed at 
least <Iuarterly to determine IAhether or not they 
are candidates for restraint re . fuction, less 
restrictive restraining measurI !s or total restraint 
elimination." ' 

I 
A review of Resident# 9's rec ord revealed that Ithe "Physical Restraint Elimin , ition Assessment" 

Iwas completed on November 12,Q006 and May I
7, 20007. There was no evider ce that a "Physical I 

Restra int Elimination Assessn . ent" was i 
completed after February or A Jgust, 2007. i 

I 
According to the May 7, 2007 ussessrnent, the I 

, resident scored 25 points. ThE legend located on II 

.1 the "Physical Restraint Elimina ion Assessment" I 
directed that a score of 21-35 i rdicated that tne ! 

I

Ireside~~twas a "Good Candida,e" for restraint 
Ireductl.Jn., ' I 

IThere was no evidence in the r icord that a 
I 

Irestrau it reduction was attempt'ld. I 
II A face-Io-face interview was co iducted with the 

!Employee #1 on September 26 , 2007 at I 
approximately 1:45 PM: He/ShI! acknowledged

I, that there was no quarterly ass Essment for 
I 

I Februarj or August, 2007 and tl at there was no I 
I attempt to change the type of re straint. The 

i,record was reviewed on Septerr .ber 25, 2007. I	 I 
F 241 1483.15(:1) DIGNITY iSS==D I 

I 
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F 2211 
3. Measures putID:place 

• Licen§e~Nurses and therapyI 
will beeducated on the restraint 
policy and procedure ' 

I 10/1912007 

• Restraintpolicy has revised 
10/12/2007 

4.	 QA 
The QA team will review, the • 
UnitManagerwillmonitorall 
residents that have the potential 
for restraints. 
The QA team will review and • 
discussthe residents that may 
requireda restraint to inSWI: that 
thatthe policy and procedures 

. are followed. 
QAteam will recommend , • 

j appropriate action for deficient ." 
I 

practice., 
'" 

' , 

F 241 

[ (X5) 
\ COMPLETION 

DATE 

'	 ' 

I
 
I
 

I
 

~
 
I " 

~rmM~
, 

j 
, 

I 

I 
I 
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F 241 Continued From page 3	 , F 241 #3 F-Tllg 241 Dignity(D) 
The facility must promote care for residents in a I 

1.	 Residents tbund to have been 
affected by the deficientpractice. 

manner and in an environment that maintains or I. enhances each resident's dignity and respect in 
•	 Resident HI •A batteryfull recognition of his or her individuality. I 

was placed in her clock I . 
• Resicfunt #2 Facial hairwas removed 
.. Resident #3 - Soiled . IThis REQU/REMENTjs not met as evidenced 

clothes changed, Iby:	 IBased on observations during the tour of the first 2, Otherresidel\ts jdenuf1e4 having the
 
floor nursing unit, it was determined that the
 pot4WtiJd to be affectedby the same: P@£tire f 
facility staff failed to maintain residents' dignity, • Residents on .all units were assessed 
Residents #2, #3 and H1 for soiledclothes. items not 

working intheir rooms , and all 
The findings include: residdlts were shavedthat niaL.:d to 

be shaved. 10/5/2007iThe following cbservafions were made during; I 
3-	 MeasurC:SPur in place 11. On September 24, 2007 at approximately , 

•	 ManagerswilJ do a random I10:00 AM a-nd September 25,2007 at I weeklyaudit on all 
approximately 11:00 AM, Resident #2 was .

I	 residentsto check: for I 
. observed in the day room with facial gray.hairs on I adequarehyglene,. and 

condition ofclothing, and 
foritc:ms 60t ~g in the 

'1 his/her chin.'	 . 

I	 residents rooms. I 012112007IAtace-to-tace interview was conducted with 
•	 Charge Rums win checkEmployee #'2 on Septemb~r 25, 2007 at 

I	 daily all residents for ,approximately 11: 1aAM. He/she stated, "We 

Ishave [Resident #2] when we can. Sometimes 

I 
he/she is notcooperative." After asking the staff 
if an attempt was made to shave Resident #2 the 

Ipast two (2) mornings, Employee #2 stated, "The 

I 
staff didn't try yesterday or today (September 24 
and 25, 2007)." . 

1 2. On September 24 and 25, 2007 at 

I 
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 

I 

i 

I 
I 
I 
I 
I 
I 

Managers weekly random 
audits will bereviewed 
duringmonthly QA1ting. QAcommittee 

QA.
4. : • 

lIdequate hygiem:, . 
conditionofclothing, and 
for items not wotIfutg in ~. 
residents rooms.l012112007 ~:../ 

• All nursmg staffwill·be 
educated On Dignityin . 
regards to Ie_lit care 
10121/2007 
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TAG
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A BUILDING 
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B. WING _ 

09f26f2007 

(X5)II. COMPLETION 
DATE 

. Residents found to have,~ 
affected by the deficient. practice. 

•	 Resident Hl ..A battery 
was placed in her clock 

•	 Resident #2 Facialhairwas removed 
•	 Resident #3- Soiled .'. 

clothes changed. I 
2. Other residents jdentified havingjh.e .1 
potentialto beaffectedby the saml:practice. I 

• Residents on all unitswere assessed . . 
.for soiled clothes, items not 
working in their rooms 2 and all 
residentswereshaved that needed to 
be shaved. lOl512007 

.Measures put in place3.	 
• Managers will do a random 

weekly audit on all 
residents to check for 
adequate hygiene, and 
condition of clothing, and 
for items not working in the 

i residents rooms.nO!l.l !l.007
 
I
 
I •	 Charge nurses willcheck
 

daily all residents for
 
adequate hygiene
 i	 condition ofclothing, and ~( 

\	 for items not wodcing inI 
i	 residents rooms.:5o~1_!l.007. .\~. 

I 
• All disceplines will be .. . \1 

educated on Dignity in . \~ 
regards to resident care 

I
 10/2112007
 

I 4. ~ QA • Managersweeklyrandom . 
audits willbe reviewed 

I . during monthly QA 

! meeting. QA committee 
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F 253 
SS"'E 

I request to the staff. ' Resident #3 stated, "Yes, but 
I they get me up too late to eat with the others." 

3. On September 25, 2007 at approximately 
1 12:00 PM Resident #3 was observed in the dining 
I area with soiled clothes and untri.mmed toe nalls, 

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 

I
battery. On September 26, at approximaltefy 
11:00 AM a face-to-face interview was conducted 
with ~mpJoyee #2 who acknowledged that the 

Iclock was not operable, 

IThese oteervanons were made in the presence 
, of Employee #2 on September 24, 25, and 26, 
2007 between 9:30 AM and 12:00 t'M, 

Inot provided to maintain a sanitary, orderly and 

I
I comfortable interior as evidenced by: soiled
baseboards, floors and carpeting, furniture and 
ceiJing tiles; marred and/or damaged walls, 

. ~'I.. 

I
 

I 
4. On September 25,2007 at approximately I 
12:00 PM Resident #3 was observed in the dining I 
area with soiled clothes an9 untrimmed toe nails. 

.483.15(h)(2) HOUSEKEEPING/MAINTENANCE 

The facility must provide housekeeping and 
maintenance servlces necessary to maintain a 
sanitary, orderly, and comfortable interior. 

This REQUIREMENT is not met as evidenced 
by: 
Based 01'1 observations during the environmental 
tour of the facility, it was determined that 
housekeeping and maintenance services were 

II
 
I
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WASHINGTON, DC 20015 
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09/26/2007 

I
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ID COMPLgrlONPREFIX (eACH CORRECTIVE ACTION SHOULD8E 
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F241/ 

I duringmonthly QA 
mating. QAcommittee

I will recommend 
appropriate plans ofaction 
to correctdeficient I

'I practice. 

F253/
'. F153 
, 

1. Noresidents wereaffected. 

r • . Soiled baseboards observed on the 

I first leveldayloom and dining room ; 
lower leveldayroomand activityl 
dining room androom 178 were 
cleaned ss of 10/0112007.

• Soiled floors and CllIpeUng 
throughout the ftrs[and lower levels 

I 
[ 

numng unit:llUld the clean linen 
room on thefirstDoor in 1he dean 
linc:n roams were cleaned as of 
10/0112007. 

I 
I 

,..11109f2007. 

I 
, 
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NAME OF PROVIDER OR SUPPLIER 

(X1) PROVIDER/SUPPLIER/CLIA 
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095028 

INGLESIDE PRESBYTERIAN RETIREM 

I SUMMARY STATEMENT OF DEFICIENCIES (X4) ID 
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F 253 Continued From page 5 

baseboards, doors, ceiling, floor tiles, furniture 
and cabinets: broken furniture; odors; and clutter, 
These observations were made in the presence 

,of the Housekeepinq Director, lVIaintenance 
Manager and/or nursing staff on September 25, 
2007 between 8:45 AM and 11:00 AM. 

The findings include: 

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

2, Soiled floors 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 linen rooms 
observed. 

3. Soiled furniture was observed in the following 
areas: First floor dayroom and wheel chair pad 
soiled in first floor and dining room. I 
4. Soiled ceiling tiles were observed in the first' 
floor dayroom and first floor pantry. 

'/5. Walls,with marred and/or damaged surfaces 
, were observed in the first floor dining room and 
!,ower level dayroom. ' 

'j'	 6. Baseboards with marred and/or damaged 
surfaces were observed in the following areas: 
First floor pantry cabinet, first floor dining room 

Iand lower level dayroom.' , .', ' 

7. Doors with marred and/or damaged surfaces 
were observed in the first floor dining room and 

~~ A.'	 PAGE 03/07 
,-..,,-	 PRIl,TED: 10/05/2007 

1// t . '	 FJRMAPPROVED(	 ,'"7 /l,.....~'I·IJ 
I	 - ~-~_---L-~'---L--r0=-:M:'..:.:I: NO. 0938-0391 

(X2) MULTIPLE CONSTRUCT" N	 (X3) C,\TE SURVEY 

A. BUILDING 

i 10 I PROVIDE R'S PLAN OF CORRECTION
I 

PREFIX I (EACH COF RECTIVE ACTION SHOULD BE 

I
 
I 

I
 
I
 
I
 
I 

I 
I 

C:lMPLETED 

(X5) 
COMPLETION 

DATE 

I, 

I 
TAG CROSS·REFE ~ENCED TO THE APPROPRIA-'E 

DEFICIENCY) 

I •	 Soiled fuJ niture in the first floor 
F 2531 dining roc m and wheel chair pads 

soiled on hefirst floor and dining 
room wen :cleaned as 10101/2007. 

•	 Soiled cei ingtiles observed in the 
first floor iayroomand first floor ' 
pantry we e replaced as of 
10/0112007, 

•	 Wallswitl marred andI or damaged 
surfaces 0' ~served on the first floor 
dining roo nand lower level dayroom 
repaired a, of 10/3012007. 

! •	 Baseboard I with marred and/or 
damaged s maces observed in the 

I 
1 first floor1entry cabinet first floor 

dining roor 1 and lower level dayroom 
were repai ed or replaced as of 
1O/30/200~ . 

I: 

• Doors witt marred andJordamaged 
surfaces ot servedin the first floor 
dining root land the lower level 
dining roor l and the first floor 
storage roo n were repaired or 
replaced as of 1O/30120(J] , 

I, 
• Damaged c riling tileobserved in 

/. room 092 " ill berepaired or replaced 
," as oflO/30J W07. ' 

•	 The crackec tile in the firstfloor 
dining room is due to the expansion 
and contract ionofthe concrete floor. 
has been ins iected by a consulting 
structural en gineer, The finding were 
that no repai :was necessary. 

• Furniture D1I rred worn and lor 
I damaged ob:erved inthe first floor 

dayroomanc on the first floor.ecross 

I 
/: from the nUT. ing station and in the 

lower level d syroom(arm chairs) will 
be cleaned OJ replacedas of 
111112007. 

I
 
The cabinet i I the fltst floor pantry
 
will be repair :d or replaced as of '
 
11101/2007.
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PREFIX 
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I
 
I
 

:i
 F 2531 Continued From page 5 ,
 
I
, oaseaoards, doors, ceiling, t oor tires, furniture 

, and cabinets: broken furnitu I e: odors: and clutter. 
These observations were mr : de in the presence I
 
of th,~ Housekeeping Direct( r, Maintenance 

,IMan,lgerand/or nursing stafl on September 25, I 
2007 between 8:45 AM and . 1:00AM. I
 

j 
I
The findings include: i
 
i
 

1. So led baseboards were 0 ! served in the
 
following areas: First level-da IToom and dining
 
room; lower level-dayrooma id activity/dining I
 
room and room .178.
 

I
2. Soiled floors and carpeting Nere observed in 
the fo lowing areas: Soiled ca I pet throughout the 

I first and lower level nursing u I' its in 10 of 10
 
, observed areas and the clean linen room on the
 I
 , first floor in One (1) of two (2) rJean linen rooms 

observed. 'I
 

I
13. Soiled furniture was observ € d in the following 
areas: First floor dayroom an e wheel chair pad 
soiled in first floor and dining rrorn. 

[4. Soiled ceiling tiles were obsE Ned in the first 
I
Ifloor doyroorn and first floor p a itry. 
I
 

5. Wall:; with marred and/or d a naged surfaces 
I
were 0 »served in the first floo r lining room and 

, lower It:vel dayroom. 
/	

I 
'I' 6. Baseboarcs with marred an dor damaged I
 
, surfaces were observed in the f )IJowing areas: I
IFirst floor pantry cabinet, first flc or dining room I

I
 

. and lower level dayroom. I
 
i
I
 I
 

,I 7. Doors with marred and/or d ar iaqed surfaces I
I
 

I were ocserved in the first floor d ning room and I
I
 

___.J.'	 --'- _ I
 
)RM CMS-2567(OZ-99) p,,!vious Versions Obsolete Event 10:BC7111
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COMPLETED 

A. BUILDING 

8. WING 
09/26/2007-
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PRINTED: 10/05/2007 
fORM AP PROVED 

OMS NO 09380391-

-
10 PROVIDER'S PLAN OF CORRECTION !(XS) , 

PREFIX i (EACH CORRECTIVE ACTION SHOULD BE I COMPLETION 
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY)I	 i 

F 253 1 •	 Soiled furniture in the first floor I
 
dining room and wheel chair pads
 
soiled on thefirst floor and dining I
 
room were cleaned as 10/0112007,


• . Soiled ceilingtiles observed in the 
I
 first floordayroom and first floor 

pantry were replaced as of I
 
10/0112007.I
 

I 
[ • Walls with marred and / or damaged
 

surfacesobserved on the first :[1001'
 

dining room and lower level dayroom ' 
repairedas of 10/30/2007. ' 

•	 Baseboardswith marredand/orI
 
damaged surfaces observed in the j 
first floorpantry cabinet first floor 
dining rooinand lower level dayroom , 

I were repairedor replaced 8S of 
10/3012007. 
Doors withmarred and lor damagedI • 
surfacesobserved in the first floor 
dining roomand the lower level
 I dining room and the first floor I
 

I storage roomwere repaired or
 
I" replaced8S of I0/30/2007, I
i
 
I
i I.

I • Damagedceiling tiIeobserved in
 
! room 092 will be repaired or replaced ' I
 

as of 1013012007.
 
•	 The crackedtile ill thefirst floor 

diningroomis due to theexpansion 
andconrraction of the concrete floor. ~ Tile willberepaired or replaced 
during the2008 fiscal year. ' I

I • Furniture marred worn and lor
 
I damagedobserved in the first floor
 
i dayroom and on the first floor, across
 
I from thenursing station and in the ,
 

lower leveldayroom (ann chairs) will
I be cleanedor replaced as of
 
I: 111l/2007. I
 
I • The cabinet in the first floor pantry

I, will be repairedor replaced as of
 
\- ' 

11/01/2007.!	 -
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A. BUILDING 

S, WING _ 
,095028 09/26/2007 
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SUMMARYSTATEMENT OF OEFICIENCiES 10 PROVIDER'S PLAN OF COR~ECTION (XS) 
PREFIX 
(X4) 10 
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DEFICIENCY) 
I 
I 

I • "	 Thecabinet in the find:floor pantry 
will be repaired or replacedas of 

F 253 ! Continued From page 6 '	 F 253 
I the lower level dining room and the first floor 1]/0112007., Istorage room. , •	 Milisin$ knobs On the flrstfloor 

diningroom beverage station cabinet 
8. Damaged areas to the ceiling was observed in will bereplaced as of 1013012007. . 
room 092 in one (1) of 12 areas observed. •	 Broken ova thebed,table and a

1 
broken drawer on Ii side table in the I

9. Cracked floor tile in the first floor dining room first fleordayroom were removed as 
measuring approximately 17 ft long, of 10/3012007. 

•	 The odorin room. 188was sanitized 
t 

and cleanedas of 10/3012007. 
observed in the following areas: 10 of 10 arm, 
10. Furniture marred worn and/or damaged 

•	 Clutterin the lower leveldayroom ! 
andinroom 188 wascleanedup lIS ofchairs observed in the first floor dayroorn and first 
10/3012007.	 ' floor across from the nursing station area and ' 

four (4) of four (4) arm chairs in the lower level 2. Environmental Roundswere conductedIdayroom. 

I 
10112/2007 and IW other deficiencies were 
noted. ' 

111. The cabinet in the first floor pantry failed to I· 
'/' close and rubber bands were looped around the II 3. The Maintenance Supervisoror 

cabinet handles to prevent the doors from ' I designee will conduct monthly preventive 
maintenance rounds, All wort generatedIopening ,	 I 
will be completedwithin 48 - 72 hours I with writtc:natfItmllliOl1..12. Missing knobs -first floor dining room
 

/
 beverage station cabinet. 
4. TheFaci1it)' Mmagemr:nt'Ditector 

13. A broken over the bed table and a broken	 will conduct nmdom audits and will beI 
drawer on a side table was observed in the First I	 presented monthly to the QAcommittee, 
Floor dayroom. 

I114. Odors were present ;n room 188 in one (1) of I'
 
12 rooms observed. I
 

I 
15, Clutter observed in the lower level cayroom
 

, and room 188.
 I I 
F 280 I483.20(d)(3}, 483.10(k)(2J COMPREHENSIVE I F 2801
 
SS-E CARE PLANS
 

I	 I 
I The resident has the right, unless adjUdged I 
incompetent or otherwise found to be I I	 IIincapacitated under the laws of the State, to . I 

I I	 I 
)RM CMS-~567(Q2.1il9)Previous V~rsicn~ Obsolete Evenll\): BCi'111 Fa~llity ID: PRESBYTERlAt If continuation sheet Pagel 7 of 58 



PRlNTED: 10/05/2007 
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPR.OVED 
CENTERS FOR MEDICARE & MEDICAID SERViCES	 OMS NO 0938~0391 

STATEMENT OF DEFICIENCieS 
AND Pl.AN OF CORREC:T'ON 

NAME OF PROVIDER OR SUPPLIER 

(Xl} PROVIDER/SUPPLIER/ellA 
IDENTIFICATION NUMB~R: 

095028 

INGLESIDE PR.ESBYTERIAN RETIREM 

(X4) 10 I SUMMARY STATEM~NTOF OEFICJENCIES
 
PREFIX I (EACH DEFICIE:NCY MUST BEPRECEDEDBY FULL
 

, TAG· REGUlJl.TORY OR LSC IDENTIFYING INFORMATION)I 
, F 280 II Continued From page 7	 , 

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 attend,ing I 
physician, a registered nurse with responsibility 
for the resident, and other appropriate staff in 

!disciplines as determjn~d by the reSid7~t's ~eedS, , 
' and, to the extent practicable, the perticipatlonof I 
I'the resident, the resident's family or the resident's 
Ilegal representative; and periodically reviewed I 

I
and revisedby a team of qualified persons after I 
each assessment.	 , 

I '	 I 
I '. 

This REQUIREMENT is not met as evidenced 
by:	 " ' 

. Based on observations, staff interview and record I 
review for six (6) of 15 sampled residents and.six I 

,(6) supplemental residents reviewed, it was. I 
determined that facllity slaff failed to initiate 
additional goals and approaches for fall 
prevention for 12 residents with mUftiple falls. 
Residents # 2,4,5,9, 13, 14, F1, F2, F3, F4, F5 
and F6. 

IThe findings include: 

The facility's falls program is entitled "LeOlping 
'I Deer. Program,'1 policy number C~105, effective 
date April, 2007. 

, Under "Procedure ~ 8. Implement interventions as I 
I needed 10prevent falls. ' !Possible Interventions: ) 

(X,2) MULTIPLE CONSTRUCTION 

A. BUILDING 

8. W1NG	 _ 

STREET ADDRESS, CITY, STATE.	 ZIP CODE 
3D50 MIL.ITARY ROAD NW 

WASHINGTON, DC 20015 

(X3j DATE SURVEY 
COMPLf:TED 

09126/2007 

ID 
PREFIX. 

II PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

(X~l 
COMPLETIOIII 

TAG CROSS-REFERENCEO TO TKE APPROPRIATE DA'rE 
DEFICIENCY) 

F 280 #5 F- Tag 280 (E) Comprehensive Carli: Plans 

I.	 Residents found to have been: 
alfept¢ by the deficient pr!Jdjr.e. 

•	 R.esidenl:s 
2,4,5.9,13.14.FI,F2. F3. 
F4. F5. F6 care pltlllS were 
reviewed and new 
implementations put in 
place, 1011512007 

2.	 OJhc:r residents identifiedhavingthe 
pm,ential to be affectsi bythe tilIII1e 
PfaL'1ic;.e. . 
•	 All n:sidemswho havefallm in 

the last 90 days willhavetheir 
careplansreviewed and'updated 
withappropriate new , 
intervc=nt.ions J011412007 

3.	 Measurenllt in place 
•	 Lic.ew;.ed nurses will be I 

educated on comprehensive we 
planning, and applying 
appropriate I 
in~cnti~lWJW2007 I, 

•	 ,All residenrs who ha;ve fallen the i 
previo.us ~r ~U~ brought to I 
the daily interdismpliIuuy team :' 
meeting for recommendations, '1" 
and review cfaew ~entilJl\s. ' I 

•	 falls policyandprocedures 
(Leaping Deer Program)bas 
been revised to include ' 
comprehensivecare planning for 
falls. 101112007 

•	 The Falls Committee willl1Jl:;4;;t 
weekly x 90 days to review iill 
fallsfor compliance witll policy 
andprocedures 

. 
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(X4) 10 I SUMMARY STATEMENT OF DEFICIf;NCIES 
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I 

F 280 IContinued From page 8
 

, Call be'l within reach
 
Bed in lowest position
 

ILow bed .
 
. Brakes locked on wheelchair
 
,
. Safe and appropriate footwear 
Rearranging room furniture 
Night light for nighttime trips to the bathroom 
Assistive devices within reach 
Toileting Schedules. Personalized, 

IMedication assessment 
Assessment of vision/hearing 
Monitor during shift change 
Identify "sundowners" 
Assess for orthostatic hypotension 
Restorative Nursing 
OT/PT consult and intervention 
Mat beside the bed 
Assessment of equipment used bY' the resident 
that '\lay put resident at risk. .. _ 

1, Facility staff failed to initiate new interventions 
for Resident #2 after multiple· falls. 

The review of nurses' progress notes dated Ju·ne· 

PRINTED: 10/05/2007 
FORM APPROVED 

OMS NO. 0938.0391 
(X2) MULT/P~f CONSTRUCTION 

A. BUIL-OING 

(Xl) DATE SURVEY 
COMPLETI;;D 

S. WING~ _ 
09/26/2007 

STREET AODR.ESS, CI'N. STATE. ZlP CODE 

3050 MILllARY ROAD NW 

WASHlNGTON, DC 20015 

io PROVIDER'SPLAN OF CORRI:CTION 
PREFIX (EACH CORR.ECTIVE ACTION SHOULD 61::I 

I 
TAG CROSS-REFERENCED TO THE APPROPRIATE 

OEFICIENCy)
I 

r F280 
4. QA 

• . Alldeficientpracticeswill beI	 monitored. discussed lIud 
revie,wed during monthly QA 
meeting, The QA committee 

(X5) 
COMPLETION 

QATE 

I willm;ommend appropriate 
plans of ll.Ction to correct 

_11/09/2007 

I I 
~ficili!nt practice, I 

I 
I I 
I 
/. 

I 

I 

I 
I 

20, 2007 at 6:30 PM indicated, ., Resident was 1
 
1
 sitting in the TV room at 4:30 PM resident was IInoted on the floor slid out of her wheel chair MD 
I notified no new orders." I 

IJune21,200712:15 PM a nurse's note i 
indicated, It Resident alert and verbally 

j responsive; was found on the floor in a sitting 
Iposition in front of her bed. She said she just 

I· 

slide out ..." .	 I 
,I 

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

Ithe writer noticed resident sittJng on the .floor mateI I 
I 
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near resident's bed ..." IionAugust 8, 2007 7:40 PM nurses noted I' 
lindicated, ..Resident was noted aboLi13:15 PM on ' 
the floor in the TV room i(l a supine position. 
Assessment done no physical Injury noted, .." 

,
I 

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 

.tlmes." 

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

, The res;de~t had rehabilitation screens on June 
122,28, and August 10, 2007. The therapist notes 
Indicated, ,.Not a rehab, candidate at this time. 
No change in level of functioning. Nursing 
obseNing precautions and monitoring oversight to 

Idecease riSk for falls" 

, 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 

I
2. FacHity staff failed to implement 
approaches/interventions listed on the "Falls 
Prevention Care Plan" for Resident #4 who had 

Imultiple falls with one (1) injury. ' 

A review of Resident 4'5 record revealed the 
following nurses' notes: 

April 12, 2007 at 6:40 AM: " ...Resident was seen 
I lying down to the side of her bed, states she was 
I . 

I
 
I 

I 
I 

I I 
I 

I 

I 
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I trying to get to the phone and fell. She denied I 
[paln....Resident sustained skln tear to right
 
Iforearm and elbow ... II
 

IJune 25, 2007 at 7:00: AM Late entry 1\ 

,..Resident observed on floor on buttocks at 7:25

lAM." 
I July 01.,2007 at 6:00 PM: ••• Resident found on 1\ 

. kneeling position in her room near her bed, IAbrasion noted in both knees. II 

July 27, 2007 at 5:30 PM: Resident observed II

Isitting Oil the floor in her room near her bed." " 

I
A review of the "Fall Risk Assessment" inclUded 
the following: 

, I , 
, Date Score 

February 16, 2007 11 IIMarch 6, 2007 10
 
April 12, 2007 9
IJuly 1, 2007 10
 
August 1, 2007 14
 

IInstruction accompanying the assessment . I 
indicated: If the total score is10 or greater, the II I 
resident should be considered at HIGH RISK for , 
potential failS." 

I 
A review of the Physician's Order Form signed 

Iand dated July 12, 2007 revealed an orderfor "
 
chair and bed alarm in use at all times. II The
 I 
order was first initiated on April 12,2007. I 
The "Falls Prevention Care Plan 1\ was initiated I

IMarch 5,2007. In the Approaches/Interventions I 

I 

I I
I ) 

I 

I 

I 
I 

I 

I 

!
 

I
 
I
 

J Icolumn on the care plan, item #28 revealed" I


IBed and Chair Alarm in use at all times. " I
 I 
II ! 
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On September 24, 2007 at about 1:15 PM, the 
resident was observed seated in his/her 
wheelctlair in the dinning room eating dinner, The 
chair alarm was not in use., , 

i o n September 24, 2007 at about 3:00 PM. the 
resident was observed seated in his I her room.lIThe chair alarm was not, in use. 

On September 25, 2007 at about 8:50 AM, during 
a wound treatment observation, the resident was 
in bed. The bed alarm was not in use, 
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A face-to-face interview was conducted with the II II. Resident Care Coordinator on September 25, 
I2007 at about2:30 PM. He Ishe acknowledged 
I that facility staff failed to implement the "Falls ! 

·1 Prevention Care Plan: Approaches/Interventions" " 
" #28: Bed and Chair Alarm in use at all times" , 

I

Ifor Resident #4 who had mUlt.iPle falls with one (1)/
 
injury. The record was reviewed September 24,
 
2007. '
 

3. Facility staff faHed to update Resident #5' s 
care plan with appropriate goals and approaches I 

I after m I,Iltip/e faUs, 

IThe resident was admitted to the facility on I 
November22, 2006, According to the nurses' 

, notes the resident was found on the floor the
IfollowIng dates: December 5, 11, and 28, 2007; 
"January22; February 15; March 22; May 20 and 
25; July 10 and 29; and August 2, 2007, No injury I 
was sustained from any of the above identified I 
falls_ . 

IThe " F~U Prevention Care Plan:' was initiated I 
INovember 26, 2006, Under the "Evaluation" /. 

I
 
I
 
, 

I
 
I
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column, hand written entries document the 

. residen t' s falls. However, there was no evidence
 
that additional goals and approaches were
 
initiated after any of the above cited falls,
 I 
Accardi n9 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 include an order for
 
the" Bed/chair alarm" , . .
I 

I . 

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

!the resident at the above cited tlrnes, I
 
IThere was no evidence that the resident WaS I I
 
enrolled into the facility's falls program, "Leaping .
 

Deer". . I I
 

A face-to-face interview was conducted with . r' 
r, Employee #2 on September 24, 2007 at 4:30 pM.
 

He/she acknowledged that the falls care plan was'
 
not updated after the abcveciteq falls. The record I I
I 

I was reviewed September 25, 2007. . 

/4. Facility staff failed to update Resident #9' 5 . I I 
,care plan with appropriate goals and approaches
 
after multiple falls.
 
I I 
A review of the nurses' notes revealed the 
following: .
 

I
 I
IApril 25, 2007 at 10:00 PM: "At about 8;30 PM, 
! after care, resident was assisted to bed. IICaregiver reported that...observed resident on 

I 
ORM CMS·2587(c:z.e9) PfeviolJ$versiona Obsolete Event ID:13C7111 Facility 10: PRESBYTERIAl If continuation sheet Page 13 of 58 



pRINTED: 10/05/2007 
DEPAR'TMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE & IVIEDICAID SERVICES OMS NO 0938·0391 

STATEMENI OF DEFICIENCIES (X;) DATE SURVEY 
AND PLAN OF CORRE CT/ON 

(XL) MUL TIPl.I: CONSTRUC"ION(X'I) PROVIDER/SUPPLIER/el.IA 
COMPl.E:TEQIDENTIFICATION NUMBER: 

A. eUIl.DING 

B, WING _ 
(]95028 091261Z007 

NAME OF P~OVIDER OR SUPPLIER S'rREET ADDRESS, CITY, STAlE, ZIP COOl: 
3050 Mll..ITARY ROAD NW
 

INGLESIDE PRESBYTERIAN RETIREM
 
WASHINGTON, DC 20015 

(X4)ID I SUMMARY STATEMENT OFOEFICIENCIES ID I PROVIDER'S PLAN OFCORRECTION I (xs) 
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL .I PREFIX I (EACH CORRECTIVE ACTION SHOULD BE f COMPLETION

lAG I REGULATORY OR LSC IOENTIt:V!NG INFORMATION)' TAG CROSS"REFERENCEO 10 THE APPROPRIATE I . DAT~I I DEFICIENCY) 

F 280' F 280 IContinu@d From page 13 . 

I 
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 a bruise on 

I
right corner 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 
IAM ...no lnjury noted." 

The" Fall Prevention Care Plan" was initiated 
May5, 2003. Under the "Evaluation" cclumn, 
hand written entries documented the resident's 
faUs. However, there was no evidence that 
additional goals and approaches were initiated 
after any of the above cited falls, 

IThe resident was placed on the "Leaping D.eer
 
IProgram" on June 24, 2003. .
 

'A review of a Rehab. (Rehabilitation) Screen note
 
dated August 20, 2007 stated" No intervention Or
I
eva' (evaluation) necessary. Ree: (Recommend) 

IMaintain oversight. Assist pt. (patient) with 
changing positioning to decrease restlessness." 

IA fac~- to~ face interview was conducted with the 
I DON on September 25. 2007 at approximately 
1:45 PM and she/he acknowtedged 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. .I

I . . 

I
 

I 
I I ,. 

I 
I 
I
 
I
 

I 
I 

I 
I 
I 
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)


IA review of Resident #13' 5 record revealed that I· I
the resident was admitted to the facility on 
September 12, 2007. An interim plan of care was I	 I

I 
initiated the same day. The problem area of"
 
Falls" was identified with interventions initiated
 
for" identifying the need for assistance and side
 I 
rails." Admission orders dated September 12, 
2007, included "Initiate Leaping Deer Program. IResident at risk for falls." 

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

IOn September 23, 2007 the resident was found
 
On the floor and subsequently sustained a
 I 
fractured left scapula. . ,I	 I 
There Was no evidence that additional goals and I Iapproaches were initiated after the resident fell on
 
September 12 and 21,2007. . . I ·1
 

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

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

6. FacilitY staff failed to initiate new goals and I 
approaches to.the care plan for Resident #14
 
after a fall.
 

f 

Resident#14 was admitted to the facility on May	 I
 
I
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1 resident was found on the floor on May 25, 2007 
24,2007. According to the nurses' notes, the 

Isustained a fart, was transferred to the hospital 
with no injuries. On June 16,2007, the resident 

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 resident 

./ returned to the facility. . .' . 

F2BO 

./ 

I 
I 
I 
j 

The "Leaping Deer Program" was initiated on May 
24 and June 26,2007.j 
A face-to-face interview with Employee #1 was
 

Iconducted on September 26, 2007 at 9:30 AM.
 I
 
He/she acknowledped that the care plan was not


Iupdated wIth new goals and approaches after the
 
resident returned from the hospital. The record
 
was reviewed on September 26, 2007.
 

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

I. multiple falls with injury, 

IA review of Resident F1' 5 nurses' notes
 
revealed the following:
 I

I 
I

I July 25, 2007 at 3:45 PM: " Resident observed 
I .. .on the floor On back ...no injuries," I 
f July 28,2007 at 8: 10 PM: "Resident observed On I Ithe bathroom floor. On assessment observed I I 
blood at the back of head. Noted an open area I I 

\ ...with slight swelling ..." I 
I 

The physical therapist screened the resident on ,
 
August 18, 2007 noting that the resident was, "
 

II Not a rehabilitation candidate at this time" I
 I 
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According to a physician's order dated September 
5.2006. "Initiate Leaping Deer Program." 

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

·1· plan. There was no evidence that additional goals 
and approaches were initiated after the three (3) .

Iabove 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 

j was reviewed September 25,20.07.. I 

1 

8. Facility staff failed to initiate additionargoals I 
and approaches for Resident F2, who had I 

I 
multiple falls with injury. On June 25, 2003, the 
resident was placed on the "Leaping Deer 
Program." 

IA review of Resident F2' s nurses' notes . I 
revealed that following: 

july 15,2007 at 10:45 PM: " ...Abrasions noted to 
left shin ,.." A note dated July 18, 2007 at 7:00 I 

f 
AM documented that the resident had fallen On 

. the above cited date, .. . I 
IJury 29,2007 at 3:50 PM:" Resident noted on I 
Ithe floor in sitting position no.injury noted ..." , 

I September 24, 2007 at 1:10 PM: ..Resident was I 

I 
observed sliding to the floor by nursing staff While 
trying to sit on a chair. No apparent injuries.,." 

f The physical therapist screened the resident on , 

F 2801 I 

./ 

I 
I 

I 
I 

I 

I 

r 

I 
I 
I 
I 

, .1 
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He/she acknowledged that the care plan was not 
amended' after the above' cited falls. /. 
The record was reviewed September 25, 2007. 

9. Facility staff failed to initiate additional goars ,. 
and approaches for Resident F3, who had 

, multiple falls with injury. On December 1,2005,
 
the resident was placed on the "Leaping Deer
 
PrQgram,"
 

. A .review of Resident F3 nurses' notes revealed
 
the folloWing:
 

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

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

. March 23, 2007 at 10:00 PM: " CNA assigned to I 
resident -cahec writer at 9 PM that resident was 
on the floor in the room. Noted on assessment I 
with laceration and swelling on the left forehead at I 

I I 
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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. 
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upper eye lid and complained of painful right hand, 
/shoulder ..." 

, 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 II 

was noted on the floor in a sitting position, slid out 
i of the chair ."no physical injury ..." 

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

10 PROVIDER'S PLAN OF CORRECTIONI 
PREFIX (EACH CORRECTIVE ACTION SHOULD B~ 

tAG CROSS-REFERENCED TO THE APPROPRlATE 
i DEFICIENCY) 

F 2801 

(XSI 
COMPLETION 

DATE 

i The physical therapist screened Resident F3 on 
January 24, March 6, March 26, June26 and 
August 9, 2007. All screenings documented that I" 

the resident was not a candidate for physical or
 
occu patlonal 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 I 
additional goalsand approaches were initiated 
after the above cited falls. 

a face-to-face interview was conducted with /' 
Employee #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 
wasreviewed September 2.5, 2007, 

10. Facility staff failed to update Resident F4' s 
I care plan with appropriate goals and approaches I 
after multiple falls, There was no evidence that 
the resident was placed on the "leaping Deer I 
Program." 

I 

I 
I 
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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' nates revealed the 

. following: 

August 15, 2007 at,4:00 PM: .. Resident alert and 
verbally responsive was seen in a sitting position

I~~"her room ...sustained a skin tear on left nand 

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 ..." 

I
September 3, 2007 at 7:00 PM: " Resident found 
sitting on the floor near the bed ill room ...No 
injury ..." . 

IThe " Fall Prevention Care Plan" was initiated 

I
August 6,2007. The falls were documented 
LInder the II Evaluation" column on the care plan: 
There was no evidence that additional goals and 

(X2) MIJLrlF'~c CONSTRUCTION (X31 DATE SUR"EY 
COMPLETi::D 

A.. SIJI~OING 

B. WING _ 

09/2Ei/Z 007 
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WASHINGTON, DC 20015
 

I I PROVIDE;R'S PLANOF CORRECTION (X5)lD I(EACH CORRECTIVE ACTION SHOULD BE I COMPLeTIoNPREFIX /.
TAG cROSS·R~F~RENCED TO THE APPROPRIATE DATE


I DEFICIENCY)
 

F 280 

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 I 
resident was not a candidate for physical therapy, . 

A review of the July (admission), August and I 
Septer1!ber 2007 physician's orders revealed that I 
the resident was not placed on the facility's faU I 
prevention program, h Leillping Deer." 

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

. additional soals and approaches initiated after the
 
above cHed falls. The record was reviewed
,
 
Septernbe'r 26, 2007. .
 

j 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 I
 
resident was not placed on the' "Leaping Deer
 
Program," '
 

A review of Resident F5' s record revealed the 
following nurses' notes: 'I 
March 3D, 2007 at 7:00 AM: " Resident was
 
observed on the floor in a sitting position ...no
 
injuries ..:
 I
 

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

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.
 

II August 28, 2007 at 6:00 PM: " Resident was
 
observed on [floor] at about 5 pm in a sittIng
 
position ...no complaints voiced ..." .
 

IIThe" Falls Prevention Care Plan" was initiated I'
 

on October 30, '2006.. The above cited falls were ,
 
listed under the " Evaluation" column. There was I
 
no evidence that additional goals and approaches I
 
were initiated after the above cited falls, '
 

IThe 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 .
 

Itreatment for gait training and balance on
 

F 280 I' Continued From page 21 " 

September 7,2007. 

A far;e-to~face-interview was conducted with I I 
Employee #2 on September 26, 2007 at 3:00 PM_I
 
He/she acknowledged that there were no
 I• additional goals and approaches initiated after the
 
July 9 and July 16.2007 falls. The record was',
 .
 
reviewed September 26, 2007.
 I 
12. Facility staff failed to update Resident F6's I
care plan with appropriate goals and approaches I 
after multiple f.aIJs. According to a physician's 

Iorder dated February 13, 2007, the resident was I
, placed on the "Leaping Deer Program." . 
I • ~ . 

A review of the nurse's notes revealed the 
following: 

March 2, 2007 at 9:00 PM: "Resident was found'
 

I
sitting on the floor near wheelchair in room,"
 

IMay 27,2007 at 3:30 PM: "...Obser~ed on floor in
 
front of wheelchair in room." '
 

IThe" Falls Prevention Care Plan" was initiated
 
on 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
 

. amended after the above cited falls. The record ) 
'/ was reviewed September 25,2007. 

. I 
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,	 Each resident must receive and the facility must 
provide the necessary care and services to attain 
or maintain the highest practicable physical,I . mental, and psychosocial wellwbeing, in 
accordance with the comprehensive assessment 
and plan ofcare.I 
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IThis REQUIREMENT is not met as evidenced I 
by: . .	 . . 
Based on observations, staff interview and record / 
review far two (.2) of 15 sampled residents, it was 
determined that facility staff failed to follow the I
 
physician's orders for the use of a bed/chair alarm 
for residents with multiple falls. 
4. . 

. . 

Res(dents #2 and I 

The findings include: . . , 

11. Facility staff failed to utilize the bed/chair alarm . 
as per physician's orders for Resident #2. 

IA physician I s order dated February 2, 2007, and 
renewed On June 14, 2007 directed "Bed/chair 
alarm in use at all times." 

The resident was observed on September 24, 
2007 sitting in the Wheelchair at 10:00 AM in the I
 
TV room with no chair alarm present. 

iOn September 25, 2007 at 7:30 AM the resident /. 
I was observed in bed wjt~ no bed alarm present. I 

IAccording to the September 2007 Treatment I 
·Administration Record, the nurse signed on the 
day shift (7:00 AM through 3:30PM) for I
IISeptember 24, 2007 that the alarm was in place. I 

FORMCMS·2~67(02-99) Pre~lDus Versions Obsolete! f:vent 10: lilC711, F~cjljty 10:PRESBYTERIAr 

#6 F- Tag 309 (DO Quality ofCarc: 

1,	 ResidrnJs found to have.I affected by the dL.oficient prncticc 
• Residenl:S#2and #4 have 

bed and chair alarrns in
I place as ordered. .
 
1012612007

I 

I 
2_ Oth<:r residents identific:d having the 

potential to he affect~d by the same 
IlGll;tice. 

• All residents that have orders for 
bedandchair alarms have been 
checked for compliance, All 
bed and chair al.amIs are in place 
for those that have orders. 
101112007 I 

3.	 Measures put in ~e 

•	 Shift supervisors will maIa:.1l 
bed and chair alarm audit daily 
0J1each shift for alann 
placement, The audit is to be 
turned in to the DON daily

•	 Nursing staff will be educated 
onthe importance ofalarms 
beingin place as a part of 
prevention offails. 

•	 Falls Committee will review, 
discuss and monitor audits for 

bed/chair alarms. ~ 

:.	 ~deficientpractices WJ1l be d'
discussed during monthly QA. QA 
Committee willrecomeiend 
appropriate plans ofaction to correct 
deficientpractice. 

_11109/2007 
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:	 I
48~ .25 QUALITY OF CARl 

Each resident must receive and the facility must 
provide the necessary care and services to attain 
or riaintaln the highest pra: :ticable physical, 
mertal, and psychosocial well-being, in I 
accordance with the cornpr. 
and plan of care. 

This REQUIREMENT is no 
by: 
Based on observations, stal 
review for two (2) of 15 sam 
determined that facility staff 
phyuician's orders for the us 
for residents with multiple fa 
4. 

The findings include: 

ihensive assessment I 
I 
I 
i 

I 
: met as evidenced I 

f interview and record I 
:lIed residents, it was I 
failed to follow the . I 
9 ofa.bed/chair alarm 
Is, Residents #2 and. 

I 
I 

1. Fe: cility staff failed to utiliz ~ the bed/chair ala rm 
as per physician's orders for Resident #2. 

A physician ' s order dated F ebruary 2,2007, and, 
renewed on June 14, 2007 drected "Bed/chair 
alarri in use at all times."· 

i
i 
! 

The 'esicent was observed c nSepternber 24, j 

2007 sitting in the wheelchah at 10:00 AM in the 
TV room with no chair alarm present. 

On ~=pter'nber 25, 2007 at 7 30 AM the resident 
was observed in bed with no jed alarm present. 

i
According to the September :~007 Treatment 

.,IAdrnirtistration Record, the ru rse signed on the ,I 
day S lift (7:00 AM through 3: 10 PM) for 
Seph: mber 24, 2007 that the alarm was in place. 
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I.	 Residents found to have I~~ 
affected by the deficientpractice . 

I 
• Residents #2 WId #4 have 

bed and chairalarmsin 
place as ordered,

I 10/26/2007
I 

2.	 Otherresidents identifJed haviiJg theI 
I potential to beaffected b)~ the same 
I practice.· 

•	 All residents that have orders for 

(X5) 
COMPLETION 

DATE 

:
I bed and chair alarmshave been 

checked for compliance. All 

I bed and chair alarmsare in place 
for those that have orders. .I 10/112007I 

3.	 Measures put in place

I . ,
• Shift supervisors will make a 

bed and chair alarmaudit dailyi 
I·
 

on each shift foralarm .
 
. placement. The audit is to be
 
turned in to the DONdaily, 

•	 Nursing staffwill be educated 
on the importanceof alarms 
being in place as a part of 
prevention of falls. 

•	 Falls Committee will review , 
discuss and monitoraudits for . 
bed/chair alarms. 

4, ~ 
•	 The UnitManager and Supervisor
 

will monitorfor deficientpractices,
 
The QA committee mildiscuss the
 
deficient practiceand reccrnmend
 
appropriate plan of action; .
 

_11/09/2007. 
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'. 
A face-to-face interview was conducted with 
Employee #2 on September 25, 2007 at 
approximately 9:30 AM. He/she acknowledged 

I 
, 

that a bed/chciir alarm should have been in place I' for Resident #2. the record was reviewed
 
September 24, 2007.
 

I 
2.·FaCility staff failed' to implement the physician's 
order for a chair and bed alarm for a resident with 

1 multiple falls. Resident #4. 

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

IApril 12, 2007: at 6:40 AM: "Resident was seen 
'Ying 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 elhow .;" . 

June 25. 2007 at 7;00 AM: "Late entry 

I
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.... Resident observed on floor on buttocks at 7:25 . 
AM. H 

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

I 

July 27, 2007 at 5:30 PM: "Resident observed 
sitting on the floor in (his/her] roomnear bed ... fI , 

A review of the resident's record revealed a 

Iphysician's order signed and dated July 12,2007 
that included an order for "Chair and bed alarm 

I in use at all times." The order was first initiated 
on April 12, 2007. . 

IOn September 24, 2007 at approximately 1:15 

I
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F 323 
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PM, the resident was observed seated in his/her 
wheelcnalr in the dining room eating dinner. The 
chair alarm was not in use. 

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

I
 

I
I
 

On September 25, 2007 at approximately 8:50
 
AM, during a wound treatment observation, the
 

' resident was in bed and no bed alarm was 
. observed. I 
A face-to-face interview was conducted with the . I 
Employee # 2 on September 25, 2007 I 
approximately 2:30 PM. He/she acknowledged 

. that the physician's order for a chair and/or bed I 
alarm was not implemented since the resident I 
was transferred to the upper level inJune 2007_· I 
The record was reviewed September 24, 2007. r 

483_25(h) ACCIDENTS AND SUPERVISION . 

The facility must ensure that the resident f 
environment remains as free of accident hazards 
as is possible; and each resident receives I 
adequate supervision and assistance devices to 
prevent accidents. 

I 

I

IThis REQUIREMENT is not met as evidenced 
'by: . 

IBased on observations, staff interviews and . I 
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 III multiple falls, some with injuries and failed to I 
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F 3231 Contin ued From page 25 . . 
maintain a hazard free environment as evioenceu 

I
by: an electrical wire out of the wall, da.maged 
skid strips, unsecured laundry detergent and 
medication in resident room, an unlocked oxygen I 
room, unsecured oxygen tanks, broken covering 
of an electrical outlet, extension cords in residents 
rooms and a portable heater in a resident's room. 
Residents #13, 4, 9, F1, F2, F3, F4, 2, 5, F5 and 
F6. 

F 323 

IThe findings include: 

[ 1. Facility staff failed to provide adequate . 
supervision for Resident #13, who had multiple 
faIls with one (1) injury. . '. I , 

' According to the nurses' notes, the resident was , 
found on the floor on September 12 and 21, 2007 . 
and sustained no injury. On Seplember 23, 2007 
the resident was found On the floor and 
subsequently sustained a fractured left scapula 
as per the hospital discharge summary dated 
S~ptember 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 I 
initiated the same dilly- The problem area of" I 
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. . 

I
The physical therapistscreened Resident #13 on 
September 15. 2007 and began treatment There i 
was no evidence that rehabilitation goals changed I 
after the falls on September 21 and 23, 2007, I 

I The"FalJ Risk Assessment" was completed as I 

I 

I 
I 
I 
I 
I 
I , 

)RM CMS-25S7(02-QS) previous Ver~ion.6 OtlsoJete EvenllD: 5C7171 Faoillt~ 10:PRESBYl'ERIAt If continuatiOn sheet Page 26 of 58 



PRINTED: 10/05/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM M> PROVED 
CENTERS FOP! MEDiCARE s MEDICAID SERViCES OMS NO, 0938-0391 

(;<3) DATE SUR'/EY 
AND PI.AN OF CORR~C'rION 

(X2) MULTIPLE CONSTRUCTION ~STATEMENT OF OI;FICIENCIc.S ' (Xl) PROVIDERISUPPLIER/CLIA 
COMPLETED 

A BUILDING 
IDENTIFICATION NUMBER: 

B, WING	 _ 
095028 09/26/ZQ07 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

3050 MILITARY R<;lAO NW
INCLESIDE ,PRESBYTERIAN RETIREM 

WASHINGTON, DC 20015 
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j DEFICIENCY) 
rAG I REGULATORY O~ I.SC IO~NTlfYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 

F 323 Continued Ft'om page 26 F 32~ 
#7 F· Tag 323 AccidentsaDd Supervision (G) follows: 

Date Score 
1.	 Residents found to have b~c:nSeptam ber 12, 2007 17 

afi~1ed by the ddic~ practiceSeptember 23, 2007 17 
September 23, 2007 17 

•	 Rc:sidcnt4,2,5,9,13,Fl, Fl, , , 
F4, F5, F6 haveall been /

According to the legend on the"Fall Risk reassessed .care plans' ~ 
, Assessment" form,"a total score of 10 or above updat.edwith new j,}JVT.J

represents High Risk." interventions, encironments rr A. _ 
checked for.hazards and r 
hazards removed,
 

, on the "Leaping Deer Program,"
 
On Septmeber 13, 2007, the resident was placed 

•	 Expo~d win:s have bam 
fuced asof0912612007 

•	 Laundry detergent lw been 
removedas of09126f2007

Facility staff identified' that Resident #13 
continued to be at high risk for falls, There was 

•	 MedicatioDS have been,no evidence that facility staff utillzed.the 
removed from residentsI information from the fall risk assessments to 
room asof09fl6flOO7 I

Iinitiate changes i~ th,e plan of ~are to adequately •	 Oxygen room bas beensupervise the restdent ' lockcdand oX)'P secured 
lIS ofl0/0112007

A face-to-face interview was conducted on • 'Brokencover on electrical 
September 25,2007 at 11:40 AM with Employee outletbasbeenfixed as of I,#2. He/she acknowledqed that there was no 10/0112007 
change in the supervision of the resident. The •	 Extension cards havebeen 

removed as of 0912612007record was reviewed September 25,' 2007. I •	 Portable heater has been 
removed as of 09fl6f2007 2. Facility statf failed to provide adequate I 

supervision tor Resident #4, who had multiple 
falls with one (1) injUry, I 
A review of Resident 4's record revealed the I Ifollowing nurses' notes: 

'
 
'I April 12, 2007 at 6:40 AM: " ...Resident was seen I I
 
lying down to the side of her bed, states she was
 
trying to get to the phone and fell. She denied /'
 Ipain. " .Resident sustained skin tear to right
 

" forearm and elbow. ,. " /
I	 I 
I	 I 
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PREFIX I 
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SUMMARY STATEMENT ( F OEFICI~NCIES I 10 PROVIDER'S PLAN OF CORHECTlON I 
i EA..CHDEFICIENCY MUST BE PRECEDED BY FULL I 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE 
IiEGULATORY OR LSC IDENTII YING INFORMATION) I TAG CROSS·REFERENCED TO THE APPROPRIATE I 

I I 

r F 3231 F 3231 Conlinued From page 26 
ollo.vs:	 I 

!Score 
sepember 12,2007 17 
Sepember 23, 2007 17 
sepember 23, 2007 17 

I 
II\cccrding to the legend on 1 le"Fall Risk 

ASSE!SSment" form,"a total SI :ore of 10 or above I 
represents High Risk." 

On ~;eptmeber 13,2007, the 
on the "Leaping Deer Progrc 

Facility staff identified that R 
continued to be at high risk f 
no evid ence that facility staff 
information from the fall risk 
lnitia.e changes in the plan 0 

I supervise the resident. 

IA face-to-face interview was 
September 25,2007 at 11:4C 
#2. He/sbe acknowledged t~ 

chanue in the supervision of 
record was reviewed Septerr 

2. Facility staff faiJedto provk 
supevision for Resident #4, ' 
falls \'lith one (1) injury. 

A review of Resident 4's reco 
following nurses' notes: 

April '2,2007 at 6:40 AM: " 
tying .lown to the side of her t. 
trying to get to the phone and 
pain ....Resident sustained sl 

~ forearn and elbow ... " , 

I 
FORM CMS-2567(02-9S) Previous Versions Obsolete 
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I 

ssident #13 I 
ir falls, There was I 
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utilized the 

I
assessments to i 
: care to adequately i 
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I 
::onducted on IAM with Employee ; 

at there was no 
he resident. The 
!:Jer 25,2007. I 

J 

e adequate I,ho had multiple i 
: 

-
'd revealed the 

.Resident was seen i 
ed, states she was 
fell. She denied I 

I 
in tear to right 
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I 
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; COMPLETION 
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#7 F- Tag 323 Accidents and Supervision(G) I 

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

•	 Resident 4,2,5,9, 13,Fl, F2, ~lJj 
F4, F5, F6 have all been 

. reassessed .careplans' , 
updated with new 
interventions, environments 

' checked for hazardsand ' 
hazards removed. 

'. 
• Exposed wires have been 

fixed asof 09l:W2007 
Damaged skid strips were 
replaced as of liD/OII2007. 

•	 Laundry detergent bas been 
removed as of 09J2612007 

•	 Medications have been
 
removed from residents
 
room as of 09(2612007
 

•	 Oxygen rootn has been 
locked and oxygen secured 
as of 1010112007 

•	 Broken cover 011 electrical 
outlet has been fixedas of 
10/0112007 

•	 Extension cords have been
 
removed as of 09126flOO7
 

•	 Portable heater has been 
removed as of09126flOO7 

I
 

11~ 
'jl 

, 

4>
 

~. 

,i 
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(X4) 10 
PREFIX 

TAG 

I 
' 

I 
I 
I 

10 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORFlECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO TH E P,PPROPRIATE 
DEFICIENCY) 

I (X51 

I 
,COMPLETION 

DATE 

July 1, 2007 at 6:00 PM: " ..Resident found on 
kneulinq position in her roar 1 near her bed. 
Abrasion noted in both knee S. " 

F 323 i Cor tinued From page 27 

June 25,2007 at 7:00: "A~ I Late entry 
...RI:!sident observed on flor r on buttocks at 7:25 

·AM." 

I 
i 
I 

, 

, 

I 

F 3231 

I 
I 

I 

2. Other residents identified Iul:ving the 
potential to be affected by the same 
practice. 
• All residents assessedfora fall 

potential will be monitored. who 
have fallen in the last 90 days 
havebeen reassessed.to insure 
compliance with the Leaping 

~. ", ";'" :-.,' . 

Deer Protocol 10/1812007. 
July 27,2007 at 5:30 PM: "I ~esidentobserved 

, • All resident rooms and common 
I sittir'J on the floor in her roo n near her bed ..." areas have been checked for 

environmental hazards. Any 
, 

A review of the "Fall Risk Assessment" included 
the blJowing: 

! 
I 
,, 
i 
i 
j 

Scor ~ 

11 
10 
9 
10 

Date 
February 16, 2007 
March 6. 2007 
April 12, 2007 
JUly' , 2007 

I 
I 
I , 
, 

I 

• 

deficient practice has been 
reported to the appropriate 
department to be resolved. 
10/19/2007 
All licensed staff hass been 
reeducated on their -, 
responsibility in supervising 
residents and nursing 
assissitance on the prevention of 

.~. 

14Aug List 1, 2007 

.lnstn.cnon accompanying the assessment 
indicated: "If the total score s 10 or greater, the 

, residant should be considere 1at HIGH RISK for
Ipotentiaifalls." 

,A .review of the Physician's 0 der Form signed 

I 
! 
i 
I 
I 

I 
I 

I 
I
; 

I 

1 

accidents. 

Measures put in place 
• AllHealth Center staff 

(housekeeping, maintenance, 
dietary, administration) willbe 
educatedon maintaining an 
accident free environment) and 
how to report any issues that 

Iand c'ated July 12, 2007 reve, lied an order for n 

' chair and bed alarm in use at all times." The 
order was first initiated on Api iI12,2007. 

[,!The msident was placed on tt e "Leaping Deer 
Program" was July 25, 2007. 

r The "::alls Prevention Care PI an" was initiated 
. Marcil 5,2007. In the Approac hes/lnterventions 

colurr n on the care plan, item #28 revealed "Bed 
and Clair Alarm in use at all n nes." 

! 

I 
requireattention from other 
depar1ments 

i • All nursing staffwill be 
! 
I	 

educated on the prevention of 
accidentsand supervisionof 
residentswho are 011theI 
LeapingDeer Program. I 
implementingnew goals and I approaches and how to properly 
completea Falls Risk I 

I	 Assessment and how to lise the 
I Assessment to add or make 
I changes to the care plan. 
IL...-__--" -	 --'- ---'- ' 
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I 

Continued From page 28
 

A face-to-face interview wa ; conducted with the
 
Res.ide nt Care Coordinator on September 25,
 
200'7 at about 2:30 PM. He 'she acknowledged
 
that facility staff failed to imj llement the .. Falls
 
Prevention Care Plan: Appr iaches/lnterventions "
 
" #2;3: Bed and Chair Alarm in use at all times,"
 
for f::esident #4 who had rru ltiple falls with one (1)
 
injury. The record was revie flied September 24,
 
200i'.
 

3. F:lCility staff failed to prov de adequate 
supervisfcn for Resident #9, who had multiple
 
falls . ,
 

April 25, 2007 at 10:00 PM: ' At about 8:30 PM, 
after care, resident was assi sted-to bed. ' 
CarE!g iver reported that.. cos erved resident on 

i	 E-Z -nattress at about 9:00 FM 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..... ' 

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

, September 23, 2007 at 3:00 'M: "Resident slid 
out 0:' wheelchair and sat on vheetchair foot rest 
with head against wheelchair cushion at 11:45 
AM ...10 injury noted," . 

The' Fall Prevention Care PI an" was initiated
 
May :'i, 2003. Under the "Eva uation" column,
 
hand written entries documer ted the resident's
 
falls. However, there was no evidence that
 
additional goals and approacl es were initiated
 
after .anyof the above cited fals.
 

A rehnbittation screen was cc nducted on August 
20, 2C 07 and documented the; t the resident 
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~~
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PREFIX 
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(EACH CORRECTIVE ACTION SHOULD BE
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DEFICIENCY)
 

COMPLETED 

09/26/2007 

(X5) 
COMPLETION 

DATE 

, 
F 323) • Shift Supervisors willbe 

required to do a bedlchair alarm 
I audit daily on each shift. Audits 

to be turned into the DONdaily. 
•	 Nursing Staff will be required to 

I do rounds and document 
rounding times. Licensed 
nursing staff will do rounds 

~' 
~.

I 1 
I hourly to insure alarmsare in 

place and residents aresafe. 
. ,1111D )

tV 
• Licensed Nursing Staffwill 

reportdaily and shift byshift toI the nursing assistants who the 
residentsare who are ilt risk for 
falls. 

•	 The Leaping DeerProtocol has 
been revised 101112007 

•	 All falls will be reviewed at the 
daily interdisciplinary te8III 
meeting offering 
recommendations 

•	 A Falls Investigation Form will 
be required to be completed by 
the licensed nursing staffafter 
each fall. TIlls mformaticn will 
be reviewed by the Falls 
Committee 

•	 Maintenance will make weekly 
roundswith nursing to assess for 
safety hazards. 

•	 Safety Committee will meet 
weekly x 90days to diSCUS1; and 
resolvesafety and hazardous 
conditions. 

i 
I 

i 
t • I 
j" I
I	 11/9/2007 

I 
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F 323 Continued From page 29 F3231
 
was'Not a candidate for ReI' abilitation Services" f 4.QA
 

• The Unit Managerwill monitor IFacility nursing staff cornplei ed the"Fall Risk alarms.All deficientpractice 
ASSE ssrnent" as follows. I I .will be discussedat the monthly 

IDate Score	 I QA meeting. The QAI Committeewill recommend Apri125,2007 15 I appropriate plans of actionto July :l0, 2007 . 11 
correctdeficientpractice. . August 20, 2007 13 . 
Reportsfrom Safety Committee

September 23, 2007 13 I	 willbe reviewedand 
recommendations givenfCIT 

According to the legend on tl.e'Fall Risk j' 
improvement at the monthly QA
 

.Assessment" form, "a total sc ore of 10 or above meeting.
 
repre-sents High Risk." I
 

The resident was placed on 11e "Leaping Deer I 
i Prog 'am" 'on June 28, 2063. 

. I 

Faciliy staff id.entified that RE sident #9 continued 
to be at high risk for falls. Tf are was no evidence 

. that filcility staff utilized their formation from the 
fall risk assessments to initia e changes in the 

I plan I)f care to adequately su iervise the resident. 

A face-to-face interview was :onducted with 
Empl:)yee #1 on September: :5, 2007 at 
apprcximately 1:45 PM who ccknowledged that 
there was no change in the s: 'pervision of the 

; resident. The record was rev ewed on September" 
125,2,)07 . 

July25, 2007 at 3:45 PM: " Rl .sident observed 
....on the floor on back ...no inj rrlss." I 

! 
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,
. F 323 Continued From page 30 F 323 

. Jury 28, 2007 at 8:10 PM: " Resident observed on I 
the bathroom floor. On assessment observed 
blood at the back of head. Noted an open area 
.. ,withslightswelting ..." r 

The"FaJls'Prellention Care Plan" was initiated on 
i September 9, 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 faits. 

I 

The physic31 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: 
. Dare Score . 
January 30. 2007 14
 
April 24, 2007 .16
 
July 24, 2007 18
 
August 20. 2007 20 .
 I 

' Facility staff identified that Resident F1 continued'
 
to be at high risk for falls. There was no evidenceI
 
that facility staff utilized the informatil;m from the
 

. fall risk assessments to initiate changes in the ,
 
plan of care to adequately supervise the resident. i
 
According to a physician's order dated September'
 
5.2006, "Initiate Leaplng Deer Program,"
 I 
A face-to-face interview was conducted With 
Employee #2 on September 26, .2007 at4:30 PM. 

' He/she acknowledged that there was no change I 
j in the supervision of the resident. The record was 
J reviewed September 26.2007. I 

J 

I ; I 
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F 323! Continued From page 31 

, 15. Facility staff failed to provide adequate 
, supervision for Resident F2, who had multiple
 

falls withOne (1) injury.
 

A review of Resident F2' s nurses' 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 I' 

the above cited date. 

july 29,2007 at 3:50 PM: Resident noted on 
the floor in sitting position no injury noted ..." 

September 24, 2007 at 1:1(} PM: " Resident was I 
observed sliding to the floor by nursing staff while 
trying to sit on a chair. No apparent injuries ..." . . . 

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 evldenee that
 
faciHty staff initiated additional goats or
 
approaches after the above cited falls.
 

The"Fall Risk Assessment" was completed as
 
follows;
 
Date Score
 
January 30, 2007 9
 
May 2, 2007 12
 
Augus129,2007 16
 

According to the legend on the"Fall Risk 
Assessment" form, "a total score of 1aor above 

! represents High Risk." 

On June 25, 2007, the resident was placed on the I 
I "Leaping Deer Program." , I 
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PROVIDER'S PLAN OF CORRECTION
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DEFICIENCY)
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Facility staff identified that Resident F2 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 supervisethe resident. ,
 

The physical therapist screened the resident on
 
July 31.2007 The physical therapist documented
 
that the resident was. " Not a rehabilitation
 

, candidate at this time." 

A face-to-face interview was conducted with
 
Empioyee #2 on September26, 2007 at 4;30 PM.
 
He/she acknowledged that there was no change
 

" in the supervision of the resident. The record was 
[ reviewed, September25, ,2007. 

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

, falls with one (1) injury.
 

A reviewof Resident F3 nurses' notes revealed 
the following; 

. November 26, 2006 at 7:00 AM: " Observed in a
 
sitting positionon the floor mat in. room with right
 
elbow stue\< 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 injUry."
 

March 23. 2007 at 10;00 PM: " CNA assigned to 
reSident-,called writer at 9 PM that resident was I 

. on the floor in the room. Noted on assessment
 
with laceration and swelling on the left forehead at:
 
upper eye lid and complained of painful right hand I
 
Ishoulder ..."
 

i
I 

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

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

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

The" Falls Prevention Care Plan" was initiated 
; on November 29, 2006. 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. 

I The"Fall Risk Assessment" was completed as 
follows; 
Date Score 
January 14, 2007 12 
March 6. 2007 12 
May 3,2007 14 

. June 5. 2007 13 
Aug ust 9, 2007 13 
September 4, 2007 13 

According to the legend on the"FalJ 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. 
I I 
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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 26, 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 3:0S'PM,
 
He/she acknowledged that there was no change
 
in the supervision of the resident. The record was
 
reviewed September 25, 2007.
I . ., 

17. Facility stafffaiJed to provide adequate . 
Isupervision for Resident F4, who had multip1e
 
falls with two (2) injuries. .
 

I
A review of Resident F4's revealed that he/she 
was admitted to the facility on July 23, 2007 with 

'/I
the following nur~es' notes: .
 

August 15, 2007 at 4:00 PM: .. Resident alert and

Iverbally responsive was seen in a sitting position
 
in her room ...sustalneo a skin tear on left hand
 ..

I 
IAugust 29,2007 at 12:10 PM: Resident was I 

I

observed sitting in an upright position on the floor ,
 
in the TV area near wheelcnair. Sustained a skin I
 
tear on right arm near elbow ..." .
 

September 3,2007 at 7:00 PM: " ReS.ident found I I 
sitting on the floor near the bed in room ...No
 
injury .. :' I
 I 

I 'I 
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I August 6, 2007. The falls were documented I
 
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.
 

I 
A"Fall Risk Assessment' form was in the record
 
with information as follows:
 I 
Date Score
 
JUly23, 2007 16
 I
'July 3D, 2007 16
 
August 14,2007 16'
 
August29,2007 17
 I 
According to the legend on the"Fafl Risk· I 
Assessment" forrn.ra total score of 10 or above
 
represents High Risk." .
 I 

I 

The physical t~erapist 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,"Nol a candidate for rehabilitation at this' 
time." . .

I 
. 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
 I Ithat 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
 

Iin the supervision of the resident. The record was 
I reviewed September 26,2007. 

FORM CMS"2567(02.9~) P~VIOUS VersionsObsolete EvenllO: aC7111 Facility ID: PRESBYTERlA~ If continuation sheet Page 36 of sa 



PRINTED: 10/05/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AP PROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICieNCIES (X1) PROVIO~rl'SU~PLIEI~ICLIA 
AND PLAN OF CORREGTION IOENTIFICATION NUMBER: 

NAME OF PROVIDER OR SUPPLIER 

095028 

INGLESIDE PRESBYTERIAN RETIREM 

(X4) ID 

PREFIX 
TAG 

I

I 
SUMMARY STATEMI::NT OF DEFICIENCIES 

(EACH OEF'ICJI:NCY MUST BE PRECEDED 5V FULL 
REGULATORY OR LSC IOENTIFYING INFORMATION) 

I 
, 

OMS NO. 0938-0391 
(X2) MULiJPLE CONSTRUCTION (X3l DATE SURVEY 

COMPLETED 
A. BUILDING 

B. WING _ 

09/26/2007 

STREET ADDRESS, CITY, STATE, ZIP CODE
 

eeso MILITARY ROAD NW
 

WASHINGTON, DC 20015
 

10 PROVIDER'S PLAN OF CORRECTION (X5)I 
PREFIX' (EACH CORRECTIVE ACTION SHOULD8E: COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE , DATiI I
 
I DEFICIENCY) 

F 323 Continued From page 36 

I 
·8. Facility staff failed to provide adequate 
supervision for Resident #2, who had inultiple 
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 MP notified no new orders." 

June 21, 2007 12:15 PM a nurse's note 
indicated, " Resident alert and verbally 

F 323/ 

, I 

responsive; was found on th~ floor in a sitting I 
J position in front of her bed. She said she just I
Isiide out ..." . , I 
June 27,'200710:55 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 
the writer noticed, resident sitting on the floor mate 
near resident's bed ..." 

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 ..." I 
The"Fali Prevention Care Plan" was initiated on I·December 4,2006. The above cited falls were 
listed under the II Evaluation" column. There was Ino evidence that additional goals and approaches I 
were initiated after the above cited falls. ,. 

IA"Fali Risk Assessment" form was in the record ' 
' with information as follows: I 
IDate Score I 

=ORM CMS·2567(02·99) PreviOUS Versions Obso'~te Event 10: BCi?' 11 . Facility tD: PRESBYTERfM 

j 

I
 

I
 
I
 
I 

If continuation sheet Page 37 of 58 



PRINTED: 10/05/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AP PROVED 
CENTERS FOR MEDICARE & MEDICAID SERVrCES OMS NO 0938-0391 

Sl'ATE:MENT Or oeFICIENCIES txn PROVIDERISUPPLl~R/CLIA (x:!) MUL.'TIPL~ CONSTRUCTION (X3) DATE SURVEY 
AND PLAN OF CORRE eTION IDENTIfOICATION NUMBER: COMPLETED 

A. BUILDING 

B. WING _ 
095028 09126/Z007 

NAME OFPROVIDER OR SUPPLIER STREET ADDRESS, CIW, STATE, ZIP CODE 

3050MI1.ITARY ROAD NW 
INGLESIDE PRESBYTERIAN RET/REM 

WASHINGTON, DC 20015 

(X4) ID I 
PREfiX 

TAG I 
SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DeFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 323' Continued From page 37 
January26.2007 12 

, February 13, 2007 14 
May 8, 2007 14 
June 21,2007 14 
June28,200716 
July 5, 2007, 16 

On January 26',2007, the resident was placed o
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 

n II 

I 
I ID I 

PREFIX I
TAG 

PROVIDER'S PLAN OF CORRECTiON 
(EACH CORRECTIve ACTION SHOULD BE: 

CROSS·REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

I 
(X5) 

CaMP~gTION 

DATE 

time." The record was reviewed September 25
2007. 

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

IThe re~ident ~~s admitted to the facility on 
November 22, 2006. Accordinq to the nurses', 
notes the resident was found on the floor the 
following dates: December 5. 11, and 28, 2007: 
January 22; February 15; March 22; May 20 and 
26; July 10 and 29; and August2, 2007. No.inju
was sustained from any of the above identified 
falls. 

I Rehabilitation screens w~re conducted on 
, December 6 and December 12, 2006: March 6, 
March 23, March 26, May 23, July 12, and Augus
3, 2007. The aforementioned screens 
documented that the resident was,"Not a 
candidate for Rehab at this time." 

, 

j' 

ry 
/' 

I' 

t I' 

, Facility nursing staff completed ~he"Fall Risk 
, Assessment" as follows: 

Date Score 
November 22,200611 
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I
F 323 

December 5, 2006 15 
Decem ber 11, 2006 15 

I
Decem eer 12, 2006 15
 
January 1, 200714
 
January 20,2007 14 

I I
February 17, 2007 14
 ,March 22, 200714
 

I PROVIOE:R'S PLAN OF CORRECTION 
(EACH CORRECilVE ACTION SHOULD 61::

I CROSS-REFERENceo TO THEAPPROPRIATE 
DEFICIENCY) 

(X5) 
COMPLETION
 

OATI:
 

I
 
I
 
I,
 

IMay 20, 2007 13 I I 
August 14,2007 16 
August 29, 2007 17 , I 

I
According to the leg€!nd on the"Fall Risk 
Assessment" form,"a total score of 10 or above I 
represents High Risk." 

A review of the resident's care pl~n
 
problem, "Falls Prevention Care Plan" initiated
 
November 26,2007, revealed that faciljty staff
 
failed to inltlate 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 [I 

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


Isupervise the resident. .. . I
 

IA race-to-race interview was conducted with 
I Employee #2 on September 4.2007 at 4:30 PM.
 
He/she stated."[Resident #5J is a challenge.
 
[He/she] is very non-eompliant in asking for help I
 
especially when transferring. There isn't anymore I
 

·1 we can do." The record was reviewed September 
. 24,2007, I 
I I 
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10. Fac:i1ity staff failed to to provide adequate
 
supervision for Resident F5, who had mUltiple
 

1 
falls.	 . 

A review of Resident F5' 5 record revealed the I
 
following nurses' notes:
 

I /
March 30, 2007 at 7:00 AM: " Resident was 
observed on the floor in a sitting position ...no I
linjuries ..."
 I 
July 9, 2007 at 2:30 PM: .. Resident observed on ,
 
the floor in the room ...no injuries ..."
 I 

I
· July 16,2007 at 7:00 PM: II At about 3:30 PM
 
resident wasobserved on the bathroom floor in a
 I Isitting position ...complained of left wrist pain
 
...x-ray scheduled for 7/17107 ..... The x-ray was I I
I	 I· negative for fracture of the left wrist. 

, August 28, 2007 at 6:00 PM: " R'esident was I 
observed on [floor] at about 5 pm in a sitting
 

I· posit,ion ...no complaints voiced ,.." I
 
The physical therapist completed a rehabilitation 

/screen on Apfil24, July 26 and August 13,2007. 

I
. The recommendation for all the above cited 

1
 

screens was:'Not a candidate for rehabilitation at
 
this time." .
 

,
j The occupational therapist screened the resident 'I 

on August 3, 2007 and began treatment for 
I balance and transfers, The physical therapist I I
 

screened the resident on September 7, 2007 and
 
began treatment for gait training and balance. I [


I 
I'The" FailS Prevention Care Plan" was initiated' , I
 
on October 3D, 2006. The above cited fails were I ,
 

I listed under the" Evaluation" column. There was I
I	 . I 
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no evidence that additional goalsand approaches [
 
were in itiated after the above cited faIls.
 

The'Falls Risk Assessment" was completed as
 
follows:
 
Date Score
 
April 23, 2007 16
 
july 9, 2007 16
 
Jury 19, 2007 16
 
July 24,2007 16
 
july 26, 2007 14
 
August 23. 2007 16
IAugust 28, 2007 14 

IAccording to the legend on the"Fall Risk 
Assessment" forrn,"a total score of 10 or above I 

Irepresents High Risk." 

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

!IFaciltty staff identified that Reside~t F5 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.
 

I 
I 
I 
I 

1 
I 
1 

I	 ! 
DRM CMs·2:;e7(O~'99) Pr~ous Versions ObsoJe\e eVlmt lD; eC7111 ~3cilily 10: PRESSYTERIAt If continuation sheet Pase 41 of 58 



--------

PRI NTED: 10/0512007
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE s MEDICAID SERVICES OMS NO. 0938-0391 

STAiEMENT OF' ClEFICIENCJI;S (Xl) F'ROVIDERISUPPLIER/C LlA (X2) MU~TIPLE CONSTRUCTION (X3) DATE SURVEY
 
AND PLAN OFCORRECTION
 IDENTIFICATION NUMBER: COMPl.En:O 

A, BUILDING 

B, WING _ 
095028 09/26/2007 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE 

3050 MILITARY ROAD NW
INGLESIDE PRESBYTERIAN RETIREM 

WASHINGTON, DC 20015 

SUMMARY S'TATEMENr OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION (X5) , 
(EACH DEFICIENCY MUST fle PReCEDED BY FU~L (EACH CORRECTIVE ACTION SHOULD BE

(X4) 10 I ID j 
COMP~ION

PRE;FIX I' PREFIX I DAn:TAG F<EG ULATORY OR LSC IClENTIFYING INFORMATION) TAG CROSS·REFERENCED TO 'THEAPPROPF!IAT~ 
DEfiCIENCY)

I I 
F3231----~---------;--~-I 

F 323 Continued From page 41 
r, 

I . ,
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 wheelchairin room." 

' May 27, 2007 at 3:30 PM: "...Observed on floor in
 
front of Wheelchair in room." '
 

I 
IThe" Falls Prevention Care Plan" was initiated I'Ion December 5, 2005 and reviewed May 29, 'I.2007. There was no evidence that additional
 
' goals and approaches were initiated after the
 
/ above cited falls.
 
, , 

The"Falls Risk Assessment" was completed as
 
follow!'>:
 
Date .Score


IFebruary 27, 200.7 17 
, May29, 2007 17 

Facility staff identified that Resident F6 continued I
 
to be.at high risk for falls. There was no evidence
 
that facility staff utilized the information from the I
 
fall risk assessments to initiate changes in the
 

Iplan of care to adequately supervise the resident. 

Ion February 13, 2007, the resident was placed'
Ion the "LeapIng Deer Program." 

The ,. Falls Prevention Care Plan" was initiated
 
on December 5, 2005 and reviewed May 29,
 
2007. There was no,evidence that additional
 
goals and approaches were initiated after the
 

Iabovectted falls. 

A face-to-face interview was conducted with
 
I Employee #2 on September 25, 2007 at 2:50 PM. I
 
1He/she acknowledged that there was no change
 I I 

I 
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I 

Continued From page 42· i F 3231-,
 
in the supervision of the resident. The record was
 

. l reviewed September 25. 2007_
 
I 

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

I1_ It was observed that electrical wires were not in
 
the wall and unsecured above the floor.
 

1 2. The skid strips, on the shower roam on the first 

I
floor level were observed to be damaged and did
 

1 

not adhere to the shower floor. .
 

3. A container of laundry detergent was observed
 
unsecured on a shelf in room 188. '
 

1 

14, The oxygen room door on the lower 1~;lVel was /'
 
·1 un'ocked Three (3) of five (5) oxygen tanks were
 

observed unsecured on the first floor nursing unit.
 

15. Medication (Comblvent, Nystop'and three (3) .1' 
nasal inhalers [Neo-synephrine, Afrin, Nasal ,
spray], Anbesol, anti-itch cream. Immunity 
Support tablets and Aspercreme was observed I 
at residents bedside in room 188 and 090 in two I(2) of 12 rooms observed. I 

I 
, 6. The pl~stic covering of an electrical outlet was I
 
broken in the soiled utility room on tlle first level
 II

Ion the nursing unit in one (1) of two (2) soiled
 
utility rooms.
 II 

I I1 7. Extension cords were observed in rooms 072, 
087. 195 and a cable cord was observed across I I'
the floor of resident's room 174. I II18. A portable heater was observed in room 169A. I
 

F 371 I483.35(i)(2) SANITARY CONDITIONS· FOOD I
 F 371 ' I 1 
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SS~F 

The facility must store, prepare. distribute, and
serve food under sanitary conditions. 

Continued From page 43

PREP a. SERVICE 

F 37111' 3"11 I
I 1., No :re:sidem: wa.s affected lJl'

/ , 1) Floors cleaned

this deficiency.

completed as of 10-20-07

2) ~alls cleaned
cOmpleted as of lO~24-07/ 

3) Hand washing ~inkThis REQUIREMENT, is not met as evidenced '/ 
cleaned completed as of,by: ' 
10-15- 07

'1 Based an observations during a tour of the main I 
kitchen on September 24,2007 between 8:50 AM 4) Equipm.ent: cleaned 

, and 12:30 PM, it was determined that facility staff I completed as of 10-30-07 
failed to prepare, store and serve food in a safe 
and sanitary manner as evidenced by the 5) Muffin Tins ~eplacedII
following: soiled floors, wall, hand sinks, ' as of, 10"20-07 "
 

Iappliances. baking pans, storage bins; perishable I


Ifood delivery stored on the floor and aut of I
 ~) Hotel Pans cleaned 
~omple~ed as of 10-16-07requfredternperature range, food stored in the II 

Isalad cold box at 52 degrees F. These 
observations were made in the presence of , 7) Sheet Pans cleaned a$ 
Employees #8 and 9. I of lO-16-07 

I 
The fi'ndings include: 6) ilastic ~in Cove~s
 

cleaned as of 10-18-07
 
, 1. The floor throughout the main kitchen was 

9) Loaf Pans cleaned asobserved with accumulated grease, food SPillages!

I of 10-lS-07 
and debris in one (1) of one (1) floor observed in 

, the main kitchen. 10) Bulk Storage Bins 
cle~eQ as of lO-2~-07 

2. The walls throughout the main kitchen were
 
/
, observed soiled with accumulated food spillages, I I II} Utensil Bins cle~e~ 
grease .and debris in one (1) of one (1) wall a.$ of 10-19-07 I 
observed in the main kitchen. I I I1 12) The 27 carton3 of 

pe~i5hable fOod that ~ere13. Hand washing sinks were observed soiled with I I IobServed 3toren on the 

II
accumulated grease and debris in three (3) of flOor nearI
three (3) hand washing sinks in the main kitchen, " I 

f I 
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F 371 I Continued From page 44 ·F3711I 
II4. In the main kitchen, the following appliances tne back entrance ro
 

were observed soiled on the interior and/or the kitchen Were
 
exterior surfaces with grease, food and debris: I I c:iiscarc:ied as of
 

09/24/2007top surfaces of the gas oven, grill surface and
 
drip pans, fry master including the gas lines, I
 I. 13) All ~tems on theupper and lower convection ovens, hot box, I 

~alad cold box ocserved 
/ steamer kettle, steamer, freezer, salad cold box, I 

a~ 52 de9ree~ F were 
and the exterior of the dish machine in 10 of 12 discardec! a~ of 

I
appliances observed.
 09/24/2007. 

in the Suites kitchen, the following appllances 2. The Dining Serv~ Director Of Vy&:signee in each of the Ingleside kitchens 
ex terior surfaces with grease, food and debris: 

lwere observed soiled on the interior and/orI 

will conductIt sanitationaudit IUonthly. ~ . 
TheServiceMa.aagl:I' or designee will ~steam kettles, convection oven-and gas oven ill 
conduct weekly audits. I.three (3) offive (5) appliances observed. 

3 .The Dining ServiceDirectorwill 
' 5. Muffin tins were obse~ed stored and r~8dY for I monitor daily and corrective3£.1Wn will be·reuse soiled and with a greasy residue j~ 10 of 10 I' tak£m to maintaincompliancewith .. 

I
muffin tins observed in both kitchens. .
 slllDdards asneeded based On theresults of 
theaudits. 

6. 24 inch ~otel.pans were stored with . I
 
. / accumulated debris and a greasy residue in three I·
 4. SanitHtion audits and needaction plans 

willbe reportedat the QA committee (3) ,of t~ree (3) 24 inch hotel pans observed in the , .•1110912007.meeting monthly, 11/07mam kItchen. . II 
7. Metal sheet pans were observed stored wet /.
 
and ready for reuse in nine (9) of nine (9) metal
 

1Isheet 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 ,
 
reuse with a greasy residue on the exterior
 I 
surface in five (5) of five (5) loaf pans in the suites i
 
kitchen. I
 
10. Four (4) storage bins used for flour, sugar, I 
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SUMMARY STATEMENT OF DEFICIENCIES
 
(I:ACH DEFICIENCY MUST BE P ~ECEDED BY FULL
 

RI,GULATORY OR LSC IDENTIF~ ING INFORMATION)
 

Continued From page 44 
4, In I.re main kitchen, the fol owing appliances 
were observed soiled on the i lterior and/or 

, exterior surfaces with grease food and debris: 
top surfaces of the gas oven, grill surface and 
drip pans, fry master includln: I the gas lines, 
upper and lower convection 0 lens, hot box, 

. steamer kettle, steamer, free; er, salad cold box, 
and the exterior of the dish m ichine in 10 of 12 
applia.ices observed. 

In the Suites kitchen, the folio ving appliances
 
were t:>bserved soiled on the Interior and/or
 

I
, exterior surfaces with grease, food and debris: 

steam kettles, convection ave 1, and gas oven in 
three ,:3) of five (5) appliances observed. 

I 

I 5. Mu11:in tins were observed s ored and ready for 

I
reuse solled and with a greas} residue in 10 of 10 

, muffin tins observed in both ki chens. 

6. 24 i 'rch hotel pans were stoi ed with 
accurr utated debris and a gre, sy residue in three 
(3) of three (3) 24 inch hotel P< ns observed in the 
main k.tchen. 

7. Mebl sheet pans were obse ved stored wet
 
and re.ndy for reuse in nine (9) )f nine (9) metal
 
sheet I:ans observed in both ki chens.
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F 371
 

I 
! 

the back entrance to 
the kitchen were 
discarded as of 
09/24/2007 

13) All items on the 
saLad cold box observed 
at 52 degrees F were 
discarded as of 
09/24/2007. 

2. Sanitation rounds were prefonnedin 
each of the Ingleside kitchensandno other 
deficiencies were found, 99/3012007 

3. The Dining Service Director Ct. 
designee in each of the Ingleside kitchens 
will conduct a sanitation auditmonthly. 
The Service Manageror designee will 
conductweekly audits. 
.The Dining Service Directorwill monitor 
daily and corrective action will betaken to 
maintaincompliance with standards as 
neededbased on the results of the audits. 

4. Sanitation audits and need action plans 
will be reportedat the QA committee 
meeting monthly. 11107 

! .. (X5j· COMPLETION 
DATE 

I 

I 

lI1/0912 007. 

I
 

I
 

I
 

I 

I
 
I
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F 371 Continued From page 45 

pasta and rice were observed soiled on the 
F 3711 ! 

. exterior with accumulated debris in four (4) of four 
(4) bins observed. I 
11.Storage bins used for clean .utenslls and I 

' 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. I' 

. 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' 5 directions printed on the 
I top of the box to ." Keep Frozen" in' eight (8) of . i 
eight (8) cartons of pies observed. I 

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

Liquid' eggs were 41 degrees F and 46 degrees F I 
with the manufacturer's directions printed on the I· 

box" Store at 33-40 F II in two (2) of four (4)
 
cartons observed.
 

Cartons of cranberry and orange juice I 
. manufacturer's directions printed on the box" I 

.1 Keep Frozen" . When examined, the juices were 
in liquid form in four (4) of four (4) cartons of juice

I observed, . 

Muffins were 20 degrees F with manufacturer' 5
 
directions printed on the box to "Keep Frozen"
 I 
in four (4) of four (4) cases. 

The temperature of the other seVen (7) cartons I 
FORM CMS.2~1S7(02-99) Previous versions Obsolele Even11D:BC7111 F~cility ID; PRESSYTER/M 
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F 371/continued From page 46 .
 F 371
 
was Within the safe temperature range.
 

. . )1 13. The temperature of the salad cold box was
 
observed at 52 degrees F. The follDwing items
 
were stored in the salad cold box:
 

Sliced Mushrooms~ 9/23 (date opened)
 
Tomato Puree" 9/23
 
Tartar Sauce - ·6/28
 
Honey Dijon Dressing - 7/16
 I
Sesame Dressing· 7/23
 
Raspberry Vinaigrette - 7/26 I
 
Pickle Relish - 8/9
 
Duck Sauce - 8/1 I
 
Salsa - 8/12
 IFahini dip - 8/14 

, Olives - 8/14 . I
 
Mayonnaise - 8/19
 
French Dressing - 8/20 I
 
Thousand Island Dressing - 8/20
 

. SBQ Sauca- 8/27 I
 
Caesar Dressing - 8/30
 I 
Vinaigrette Dressing - 9/1
 
Blue Cheese Dressing - 9/6
 I I, Ranch Dresslng " 9/10 I 
Raspberry Vinaigrette Dressing-S/11 I
Mayonnaise - 9/13
 
Cottage Cheese - 9/17
 

I
Cocktail Sauce - no open date
 I I	 IPeach Yogurt - no open date
 
Grey Pupon Mustard- no open date
 I	 I 
Village Garden Cole Slaw Dressing - no open 
date	 I I I 

I I 
I
,Employees #8 and 9 acknowledged the above
 
findings at the time of the observations.
 I 

F 431 483.60(b), (d), (e) PHARMACY SERVICES F 4311 
SS=D	 

I IThe facility must employ or obtain the services of	 I 
I I 
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#9F- 431 9DO Pharmacy services. 

, . 

F 431 Continued From page 47 F 431 I
 
a licensed pharmacist who establishes a system 

1. Residents found tohave beenaffected byof records of receipt and disposition of all [ the ljeticientpractice.
·1 controlled drugs In sufficient detail to enable an . • All carts'involvedd~g survey • 

accurate reconciliation; and determines that drug I were inspected and all expired
records are in orderand that an account of all medicationswere removed and 
controlled drugs is maintained and periodically I unlabeledmedications dated IIDd 
reconciled. labeledcorrectly. 912612007

I I • Pharmacy faxed overthein
Drugs and biologicals used in the facility must be I serviceinformation to comply 
labeled in accordance with currently accepted I with ihc2·in-.services a"yearI requirement .professional principles, and include the . 
appropriate accessory and cautionary , 2. Other pplcmtial involVement 

• All medication carts haveinstructions, and the expiration date when I been audited tOr expiredapplicable. medications and unlabeledI· 
medications. 10/112007

In accordance with Stateand Federal laws, the
 
Ifacility must store all drugs and biologicals in
 3. Measure put in 1'!tace "IIlocked compartments under proper temperature I I 

• All licensed nurses will be 
controls, 'and permit only authorized personnel to educated an storage fI 
have access to the keys. I :mc:dic:iilion. dating,)and " 

handling'of eJ(>irecf'-' 
Thefac1lity must provide separately locked, medications ~OlI 

10J'lf>/)lJ07 . ., I 
Ipermanently affixed compartments for storage of 

• ~medicati()n cartcontrolled cjrugs listed in Schedule II of the I 
audits will be conducted I.Comprehensive Drug Abuse Prevention and I . Control Act of 1976 and other drugs subject to I· weekly bythe 11-7 shift to 

. abuse, except when the facility uses single unit. insure compliance 10/12/I 2007, package drug distribution systems in which the I 
• StaffDevelopment' quantity stored is minimal and a missing dose can I Coordinator willbebe readily detected. I 

educated~~ I 

I 
requirement to have the 
handout for proofof in

I I f
serviceI~DiS REQUIREMENT is not met as evidenced 4. ~ 

I • Auditswill bediscussed and
 
, Based on observation and staff interview, the
 reviewed during QA rneetin:::. 

facility's staff failed: to label four (4) of four (4) WDeficientpractice willbeI 
discussed, reviewedand
 

expiration date, store expired medications with
 
l.orazeparn injections with the appropriate 

recommendaticns givenduring I. . 
:11/9/2007I nloothlyQA meeting. I . . ._..._. 
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F 431' Continued From page 47 
! a licensed pharmacist who e:.tabllshes a system 
I of records of receipt and dis; ositlon of all 
controlled drugs in sufficient, letail to enable an 
accurate reconciliation; and cetermines that drug 
records are in order and that an account of all 
controlled drugs is maintaine j and periodically 
recor.clled.. 

Drug::; and biologicals used ir the facility must be 
Iabelud in accordance with Cl rrently accepted. 
professlonal principles, and if elude the 
appropriate accessory and c< utionary 
instrtctions. and the expiratie n date when 
applicable. 

In accordance with State and Federal laws, the 
fadlit j ; must store all drugs ar d bioloqicals in 
locked compartments under I roper temperature 
controls, 'and permit only autr orized personnel to 
have .access to the keys, 

The hcility must provide sep: rately locked, 
permanently affixed compartr rents for storage of 
controlled drugs listed in Sch: idule II of the 
Corru:rehensive Drug Abuse 'revention and 
Control Act of 1976 and other drugs subject to 
abuse, except when the facili: y uses single unit 
packc:ge drug distribution sys ems in which the 
quam ty stored is minimal anc a missing dose can 
be re.:ldify detected. 

A. BUILDING 

B. WING	 _ 

This 1:1EQUIREMENT is not r ret as evidenced 
by:IBase:l on observation and sts ff interview, the 

I 
facilitv's staff failed: to label feur (4) of four (4) 
l.orazeparn injections with the appropriate 
expiration date, store expired medlcatlons with 

1---__--'1_·_.~ -'-- "--...., 
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F 4311 #9 F- 431900 Pharmacy Services. 

I. Residents found to have been affected 'by

I 
i
:' 

the deficient practice. . 
• All carts involved during survey 

were inspected. and all expired 
medications were removed'and 
unlabeled medicationsdated and 
labeled correctly, 912612007 

• Pharmacy faxed over the in
service informationto comply 
with the 2 in-servicesa year . 
requirement 

2. Other potential involveruc::m 
• All medication carts have . 

been audited for expired 
medications andunlabeled 
medications. lOll/ZOO'] 

Measure put in place . 3. 

• All licensed nurses will be 
educated on storage of 
medication, dating, and 
handling of expired 
medications protocol 
10/26/2007 

• Random medication coo 
audits will be conducted 
weekly by the] 1-7shift to 
insure compliance 101:121 
2007 .. 

•	 StaffDevelopment 
Coordinator will be 
educated on the 
requirement to have the 
handout for proof of in
service' 

4.	 QA 
•	 The Unit Manager and 

supervisor will monitor for 
expired medications. Audits will 
be discussed and reviewed 
during QA meeting. Deficie:nt 
practicewill be discussed 
reviewedand recomm.l~n~tiOJlS 
givenduring monthlyQA 

'meeting. 

~
 
I. . 

:11/9/2007
I 
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F 431 I' Continued From page 48 r F 4311 
currently dated medications, and date and initial
 
22 of 24 multi-dose medication vials when first
 
opened.
 I I 
The findings include: I I 
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 rnsdlcations
 II 

! with currently dated medications. . 

IIThe findings inclu/de; '.. 

I11. Thefacility ~~aff failed to ra~el medication 
,Ivials appropriately., _ 

IAccording to The Drug lntcrmatlon Handbookfor 
,Nursing, stipulates, under Storaqe," Intact Vial 
should be refrigerated, protected from light; do I' 

not use dlscolored __ . Maybe stored at room I
. temperature for up to 60 days." . 

On September 25, 2007, at 2:30 PM, the r 

medication carts were inspected, four (4) of four j 
(4) Lorazepam Injection 2mg/ml vial were found 
undated in the controlled substance drawer. This .1Imedication requires an expiration date on the 
container when stored at room temperature. 

Employe~ #15 acknowledged that the t.orazepam 
2mglml injection vials were stored undated in the 
medication cart at the time of the inspection, 

2. The facifity staff tailed to remove expired 
medication from the currently dated 
me.dication. 

j 

I 
., 

I 
, 

I 
, 

I I 
I 
, I 

I I 
I 
I 
I 

) 

I 
I 
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F 4311 Continued From page 49 I F 431 i 
I The facility' s po/icy #5.3, "Storage and I
 
IExpiration Dating of Drugs, Biologicals, Syringes
 I


and Needles" stipulates, (3)" Drugs and
 
biological that have an expired date on the label
 I
 

I or are after manufacturer/supp'ies .
 
. guidelines/recommendations, or if contaminated
 I
I
 .,I... are stored separately, away from use, until
 
destroyed or returned to the provider, " I
 

IA On September, 242007, at 2:30 PM, during Ithe 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 wer~ stored
 I
 

. beyond the
 
130 day expiration date. I
 

I
The following ·/nsulins were observed: I I

·1 I
 

l.antus insulin • Expiration date ·8/22/2007. 
Novo/in N 'Insulin - Expiration date I I
 I
, 8/16/2007 I
 

I

During a face-to face interview, on September 24,
 
2007, at approximately 2:40 PM with Employee
 I
#20, he/she acknowledged that the insulin was
 
given to the resident that morning and the bottles I
 
of inSU/[n had expired, No untoward effects were 
notec! per nursing documentation, 

IB. On September 25,2007, atdurinp the 
I Inspection of the medication carts, blister 
package of Hydrocodone/APAP5mg/500 mg, 

I was observed with an expiration date of July 30, 
2007. ' 

IDuring a face-to-face Interview, on September 25, 
/2007, at approximately 2:30 PM, Employee #15 
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F 431 ' Continued From page 50 F 4311 
acknowledged that the medication was expired, 

.Accordlnq to The Drug Information Handbook for I

Nursing, stipulates, under Storage, "Intact vial 
should be refrigerated, protected from light; do I
 
not use discolored ... May be stored at room 
temperature for up to 60 days ... I
 I
 
On September 25, 2007, at 2:30 PM, the I
 
medication carts were inspected, four (4) of four I
 
(4) Lorazepam Injection 2mg/ml vial were found , 
und~ted. in the C?ntrolled 5~bs~ance drawer. This II ,medication requres an expiration date on the 
container when stored at room ~empera~llre. , I )I 
Employee #1S acknowledged that the Lorazeparn " I 
2mg/ml injection vials were stared undated in the 
medication cart at the time of the inspection. I I 

3. The facility staff failed to date and initial 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 Needles" stipulates, "Once any drug or 
biological package is opened, follow 
manufacturer/supplier guidelines for in use 
expiration dating. II 

I
IOn September 24 and 25, 2007, between 2:30 
PM and 3:30 PM, the medication carts and I 
refrigerators were inspected on each unit. The 

Ifacility staff failed to date and initial opened I 
multi-dose medication vials. !
I ,IThe medication included: 

i 
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IUpper Level Unit 
Xalatan ophthalmic drops five (5) vials 
PPD 5 TUIO. 1ml (1ml vial) three (3) vials IILantus insulin 10 ml three (3) vials 

. i Regular Novolin insulin 10 ml one (1) vial 
Lidocaine 1% 10 ml two (2) vials I 
Employees #5 and #14 acknowledged that the Imedications listed above were not dated and/or 
initiated aUhe time of the observations. I 

I
Lower Level Unit . 
Xalatan ophthalmic drops two (2) vials I 
Lantus insulin 10 ml three (3) vials INovorog' insulin 10 mI· one (1) vial.II Novolin Regular insulin 10 ml one (1) vial 

[ Employees #3 and #20 acknowledged that the 
vials listed above were not dated and/or initiated I

I .at the time of the observations, 

IRehabi'litatiOn Unit ' . I 
Tuberculin Purified protein Derivate 5TUlO.1 rnl I 
5ml one (1) vialI 

IIEmployee #20 acknowledged that the above vial I . were not dated and/or initiated at the time of the ,. 
.' observations. . 

F 441 . 483.65(a) INFECTION CONTROL ' 

SS~DI I
 
The facility must establish and maintain an 

. infection control program designed to provide a I 
j safe, sanitary, and comfortable environment and 
, to preventthe development and transmission of I 
Idisease and infection. The facility must establish 

an infection control program under which it I 
./ investigates, controls, .and prevents infections in 
, the facilily; decides what procedures, such as I 
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isolation should be applied to an individual
 1. Residents found to ha"e been 
I affected by the deficientpractice. I resident; and maintains a record of incidents and 

• Itemsstored 0Jl. thefloor wereIcorr~cti VI': actions related to infections. . I removed inunediatc:ly 912612007 
•	 Isclation signswereposted 

immediately 10/2412007IIThis REQUIHEMENT is not met as evidenced
 
. by:
 2.	 Other r~iQent identified having theIBased on observations during the initial tour, it potential to be affected bylhe same 
was determined that facility staff failed to provide 

I 
~.I 

a safe and sanitary environment as evidenced by • All residents in isolation
 
residents I bathing basinsstored on closet floors
 has si~e posted

I .1012612007, and failure to post signs indicating which . 
•	 All residents withitems onresidents required special isolation precautions. I 

the floor we are workingIThese observations were made in the presence I with the residentsaadIof Employees #10 and #11. -. families to resolve: these 
I issues 10126/2007IThe findings include:
 
)
 3. MeIlS1.lrn put into place.


/1. Facility staff stored residents' bathing basins
 • All nlJrsiug stalfwill be:
 
, containing personal grooming items on closet
 I educated onisolation control 
floors. P,rocedUTes 

• Allresidents requiringisolation
 
During the initial environmental tour, bathing
 will hi: put on ~ 24 hourn.-port
 
basins containing personal care items, such as
 •	 The 1J.uection Control Nurse will 

I do random weekly audits tordentures cups, deodorant, and a kidney basin, 
compliance of isolation were observed stored on the floor in rooms 166 I 
prccautiOllll.and 178 on September 24,2007 at approximately I•	 QAcommittee will discuss,9:30 AM for two (2) of 12 rooms observed. I 
review and monitorInfection 
Control dtlta during monthly QA II 

2. Facility staff failed to post signs to notify I I QA Committee will , visitors and staff which residents required special recommendappropriateplans of IIisolation precautions. .	 . action to correct dc:ficienl 
practice.I I 4. Qb:


Iisolation signs were not posted on rooms 79,97 I • Isolationaudits will be
 
DUring the initial tour, it was observed that . 

I. 

discussed,reviewed and 
I monitored duringthe m011th1y

and 181, to notify visitors and staff that those 
residents required special isolation precautions I ~ QA meeting. QA commineeand should not be entered prior to speaking to I I will recommendappropriate I nursing staff on September 24, 2007 between I plans ofaction to correct II	 Ideficientpractice. 
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I and failure to post signs indie 3tingwhich .. 
resldents required special iso ation precautions. 
These observations were ma Ie in the presence 
of Employees #10 and #11 . 

,: The flldings include: 
I ' . 
1. Fadlity staff stored residen s' bathing basins I 

1 containing personal grooming Jtems on closet I 
! floors.' , : 

IDurin~:1 the initial environment: II tour, bathing' I 
. I basins containing personal ca -e items, such as . I 

I dentures cups, deodorant, an.l a kidney basin, i 
'I' were observed stored on the 1oor in rooms 166 I 

. ! 
'--------'--- -------~-------' practice.
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F 441 Cont nued From page 52 
isolal ion should be applied te an individual 
residsn t; and maintains a ree ord of incidents and 
corrective actions related to i lfections. 

This :~EQUrREMENT is not llet as evidenced 
by: . . 
Based on observations durin.] the initial tour, it 
was determined that facilitys :aff failed to provide 
a safe and sanitary environm snt as evidenced by 
residents bathing basins stcred on closet floors I 

'1 and 1/8 on September24, 20)7 at approximately I 
9:30 jiM for two (2) of 12 roon IS observed. , 

2. Fa::ilitystaff failed to post signs to notify 
visitors and staff which residents required special 
isolation precautions. 

Durinq the initial tour, it was 01 served that 
isolation signs were not poster on rooms 79, 97 

i and '11:,1, to notify visitors and: .taff that those 
residents required special iscl: .tion precautions 
and should not be entered pric r to speaking to I
I nursin.; staff on September 24 2007 between 

10 

I
I

PREFIX . 

TAG 

F 4411 #lOF-44l Infection Control tU) 

I. ResidentSfound tohave been 
affected by the deficient prn.;tice. 
• Items stored on the floor were 

•	 Isolation signs were posted 
immediately 1012412007 

2.	 Other residfmtidentified hav~ 

potential to be affected by th!= same 
practice_ 

•	 All residents in isolation 
has signage posted 
.10/26/2007 

• 
the floor we are working 
with the residents und 
families to resolve these 
issues 10/2612007 

3_ Measure put into place. 
•	 All nursing staff will be 

educated on isolation control 
.procedures 

•	 All residents requiring isolation 
will be put on the24hour report 

•	 The Infection Control N1JII'se will 
do random weekly audits for 
compliance of isolation 
precautions, 

•	 QA committee will discuss, 
review and monitor Infection 
Control data during monthly QA 
1QA Committee will 
recommend appropriate plans of 
action to correct deficient 
practice. 

Q.A• 4. 
•	 The Infection control 

coordinatorwill monitor for 
deficientinfection control 

Practices. QA committee 
recommendappropriate plans of 
action to correct deficient 
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8:30 AM and 10: 00 AM for three (3) of three (3) 
residents in isolation, 

I 

I 
Employees #10 and #11 acknowledged these 

. I findings at the time of the observations. . -

DEFICIENCy)I i 
F 4411 

, 

I 
F 490 483.75 ADMINiSTRATION . 
SS"'O . 

I 
A facility must be administered in a manner that 
enables it to use its resources effectively and 

) 

efficiently to attain or maintain the highest . . 
practicable physical, mental, and psychosocial'Iwell-being of each resident. 

/ 

F4901 
I 
) 

I 
I 

I 

I 

I 

The findings include: 

I 
This REQUIREMENT is not met as evidenced 
by: - . 

I Based on observations, record review and staff 
I interviews, it was determined that the . 

/ 

. administrative staff' failed to integrate, coordinate 
and monitor the facility's practices related to 
residents' care and safety. ' 

I 

I 
I 

I 

I 
I 

• 

F490 
1. 

I 

I 
Staff willprovide adequate 
supervision tOr llliresidents whohad I 
multiple flll1s. Cross referenceeFR I 
483,25 F323 in this document ~ 
The facility will ensure that the ' 
residents environmeur remainlIS free:: . 
of accidenlShazards as posllible. _. . 

I Crossreference CRF 483,25F323 in ' 
1. The review or residents' records revealed that 
facility staff failed to provide adequate supervision I' 
for residents who had multiple falls some with 
injuries. Cross reference CFR 483.25 Quality of' I 
Care F323. 

I • 
this document. .. 
The staffwill initiateISddilienal gOllIl>j. 
and approochesfor residents with 
multiple falls andinjuric:s. Cross I 
reference CR,F 483.201-"280 

1 

2 . The facility staff failed to ensure that residents 
environment remained as free of accidents 
hazards as is possible.' Cross reference CFR 

, 

I 

I 
1-1/9/2007I ... 

I483.25 f323 

.13. The review of records revealed that facility 
. staff failed to initiate additional goals and 

I 
approaches for residents with multiple falls and 
injuries. Cross reference 483.20 F280 

I 

I 
I 

I 
I 

I 
I 
I 
I 

I 
I 
I 

I 
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J 8:30 j~Mand 10: 00 AM for tl Iree (3) of three (3) 
residents in isolation. 

Empbyees #10 and #11 ack: iowledqed these 
. flndinqs at the time of the ob: .ervations . 

F 490 483.i 5 ADMINISTRATioN 
SS=D 

A fae 'ity must be administere d in a manner that 
enables it to use its resource j effectively and 
effciently to attain or rnaintah I the highest 
practicable physical, mental, md psychosocial 
well-t,eing of each resident. 

, This F:EQUIREMENT is not 1 net as evidenced
Iby: ' ' 

Basel: on observations, recor j review and staff 
I interv ews, it was determined nat the 
administrative staff failed to j; Itegrate, coordinate 
and monitor the facility's prac: ices related to 
residents' care and safety. 

The fi'idings include: 

1. ThE! review of residents' reeords revealed that 
facilit) staff failed to provide a lequate supervision 
for residents who had multiple falls some with 
injurie:s. Cross reference CFR 483.25 Quality of 
Care F'323. 

2. The facility staff failed to en iure that residents 
environ rnent remained as free of accidents 

F 4411 

I 

F 4901 

i 

I, F490 
1. Staff will provide adequate 

supervisionfor all residentswho had 
multiplefalls, Cross referenceCFR 
483.25F:323.in this document. 
The facility will ensure that the • 

I residents environmentremainas free 
I ofaccidents hazards as possible, 
I Cross reference CRF 483.25F323 in 
I this document. 

The staff will initiate additionalgoals I • 
and approaches for residentswithI 
multiple falls and injuries.Cross 

i referenceCRF 483.20 F280 
i, 
,, 

,i 

. .. I 

.~. .I 1 

. . 
I 

11 . 
. I' 

... ~ 6y . 

11/9/2007·.I .
 
hazards as is possible. Cross 
483.2!i F323 

eference CFR ! 

i i 

, 

I 

3, The review of records reve: lied that facility 
staff faited to initiate additional goals and 
approaches for residents with nultiple falls and 
injuries. Cross reference 483.~ oF280 

i 

i 
I 

! 
I 
I 
I 
I 

; 
I 
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NAME OF PROVIO~R OR SUPPLIER 

INGLESIDE PRESBYTERIAN RETIREM 

I SUMMARY STATEMENT OF DEFICIENCIES lX'lll0 
(I$.CH OEFICIENCY MUST BE PRECEDED BY FULL 

I REGULATORY OR L.SCIDENTIFYING INFORMATION) 
PREFIX 

TAO 

F 492 I483.75(b) ADMINISTRATION	 If

ss",e! 
The facility must operate and provide services in I 
compliance with all applicable Federal, State, and 
local laws, regulations, and codes, and with I

Iaccepted professional standards arid principles 
that applyto professionals prOViding services in I 
such a facility. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, record review and staff 
interview, it was determined that the facility failed I 
to: failed ~o ensure that ~he Rehabilitation unit was I 
staffed WIth two (2) nurSing employees and .. 
maintain c~rrent licenses. for Registered Nurses I 
(RN) and LIcensed Practical Nurses (LPN) and 

I	 Icertifications for Certified ~urse Aides (C~A). 

The findings include: I 
1. The facility failed to ensure that the I 
Rehabilitation unit was staffed with two (2) I 

Inursing employees. 

IAccording to the 22DCMR 3211.2 (dl. "The facility
 
I shall have at least the following employees: A .
 
I minimum of two (2) nursing employees per I
 
, nursing unit, per shift."
 

IOn September 24, 2007 .at approxmatety 9:00 I
 
AM during the tour of the rehabilitation unit, it was
 
observed that one (1) licensed practical nurse


I(LPN) was caring for five (5) residents. There
 
were no other nursing employees on the
 

IRehabilitation unit at the time of the observation.
 

IA face-to-face lnterview was conducted at 9:05 I
IAM with Employee #4. He/she stated, "The CNA
 

'OAM CMS·2567(02-S9) PrevIous Versions Ob$olell!: Eve1111D: Be7" 1 Facilily 10; i='FlESBYTERIAr 

(X2) MULTIPLe CONSTRUCTION (X~) DATE SURVEY 
COMPLETED" 

A. aUILDING 

a, WJNG	 ~_ 

09126/2007 

STREET ADDRESS, crrv, STATE. ZIP CODE
 

3050 MILITARY ROAD NW
 

WASHINGTON, DC 20015 

ID I PROVIDER'S PLAN OF CORRECTION (X5) 
(E;ACH CORRECTIVE ACTION SHOULD BE COMPLETIONPREFIX )

TAG CROSS-REFERENCED TO THEAPPROPRIATE I. OATE
 
DEFICIENCY)
 I 

F 4921. 

I
 
I
 

I :I F492 Administration 

1. . No residents wert: affectedbythis 
deficiency. 

•	 Thefacility will ensW'e that . 
a minimum. of twonursing . 
employeesbe on a nursing 

unit.per shift, /' 

I 
• The facilities Human 

Resources department will 
maintain current licenses

I· and certificates forrot's, 
LPN's and. C.NA's.. I 

2. Thesl'affmg patterns wereobserved'I	 on eachunitforeach ifuift to ensure . r . 
that a minimum oftwo nursing 
employees was met. The employee 
flies torthe!tN's,LPN's, lind ~ C.N.A.'s werechecked by the
 

I Human Resourcesdepartment for
 
, cum:nt licensesand certiflcaies,
 

3.	 The staff'm,g coordinator will monitor 
thl: llt.afilng patterns on th.eunits ·1[ 
daily, ThetIUn1lIIl Resource Director , or designeewill review!audit[be I 
renewal datesof the licensed nursing I 
staffand c.n.a,'s employedby the 
facilitymonthly. 

4.	 Results of this audit will bepresented 
to the QA committee monthlytimes J U09/200'. 
three, Nov., Dec., &JHn. 2008. ...".. . 
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(X4) ID SUMMARY STATEMENT Of DEFICIENCIES ID PROVIDER'S PLAN OF CORRI::CTlON 

PREFIX (:ACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX : (EACH CORRECTIVE ACTION SJ~OULD BE 

TAG R::G ULATORY OR LSC IDENTIF' 'ING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 

The 13Cility must operate am provide services in 
compliance with all applicabl ~ Federal, State, and 
local aws, regulations, and Codes, and with 
acce »ted professional stand. rds and principles 
that apply to professionals pr Jviding services in 
such a facility. 

This I~EQUIREMENT is not net as evidenced 
by: 
Based on observation, reco« review and staff 
interview, it was determined j hat the facility failed 
to: failed to ensure that the R ehabilitation unit was 
staffed with two (2) nursing e nployees and 

, main lain current licenses for ~egistefed Nurses 
(RN) and Licensed Practical lJurses (LPN) and 
certifications for Certified NUlse Aides (CNA). 

II 

i 

I 

The; ndings incfude: 

1. The facility failed to ensure that the 
Rehclbilitation unit was staffe J with two (2) 
nursing employees. 

According to the 22DCMR 3~ 11.2 (d), 'The facility 
shall 1ave at least the followillg employees: A 
minimum of two (2) nursinge nployees per 
nursing unit, per shift." 

On ssotemter 24,2007 .at al proximately 9:00 I 

AM C :.Jring the tour of the reb. ibilitation unit, it was; 
observed that one (1) license j practical nurse i 
(LPNI was caring for five (5) I esidents. There : 
were no other nursing ernploj ees on the ! 

Reha.bilitation unit at the time of the observation, , 

A face-to-face interview was I :onducted at 9:05 i 
AM v.ith Employee #4. He/s! e stated, "The CNA 

FORM CMS-2567(02-9';) Previous Versions Obsolete Event ID: BC7111 

DEFICIENCY)
i 

F 4921 

I 
I 
J 
I 

i 

I 

I F492 Administration 

1.	 No residents were affected by this 
I deficiency. 

•	 The facility win ensure that 
a minimum of two nursing 
employees be (In a nursing .: 
unit, pershift. 

•	 The facilities HUllUUt 
Resources deportmentwill 
maintain current licenses 
and certificates for RN's, 
LPN's andC.N.A's. , 

2.	 The staffing patterns were observed 
on each unit foreach shia toensure 
that a minimum'of two nursing 
employees wasmet. The employee 
files for the RN's, LPN's, and 
C.N.A.'s were checked by the 
Human Resources department for 
current licensesand certificates. 

3.	 The staffing coordinator will monitor 
the stalling patterns on the units 
daily. The Human Resource Director 
or designee will reviewI audit the 
renewal dates of the licensed nursing 
staff and c.n.a ' s employed bythe 
facilitymonthly, 

4.	 Resultsofthisaudit will be presented 
to the QA committeemonthly times 
three.Nov., Dec., &Jan. 2008. 
'-,';'lIJ:~.;~~. . 

I (X5) 
COMPLETION 

! DATE 

! 

I 
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DEFICIENCY) 

!F 492 ,I Continued From page 55 F 492 
(certified nurse aide) called in sick at one o'clock

I ,this morning and wasn't replaced," 

12. Facility staff failed to maintain current licenses I
 
, and certifications for RNs, LPNs and CNAs.
 

II According to 22DCMR 3203,2, "A list of
 
employees, with the appropriate, current license or
 
certification numbers, shall be on file at the facility I
 
and available to the Director,"
 

I

IA review of the licenses for currently employed
 
RNs revealed that eight (8) of 10 licenses had
 
expired. ' .
 

A review of the licenses for currently employed I
ILPNs revealed that 17 of 17 licenses had expired. ' 
, 'I
IA reviewof the Iice~ses for currently employed I
 

CNAs revealed that 12 of 29 licenses had
 
expired.' "
 

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

Iand certifications for all the above cited 
, employees from appropriate web sites, 

IA face-to-face interview was conducted on
 
September 25,2007 at 1:2:30 PM with Employee
 

I,#13. He/she stated, "In the past, the staff
 I' 
educator kept the licenses. The staff educator is 

Inew and didn't know [he/shel was responsible for I I 
I
I 

ikeeping a copy of current licenses. We (Human

IResources) will own it now. We will maintain the
 
licenses from now on." '
 

F 520 483.75(0)(1) QUALITY ASSESSMENT AND,
 F5201 II ,SS=OASSURANCE 
I ' I 
I I 
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I(X4) IDjl SUMMARY STATEMENT OF DEFICIENCIES 
PRE::FlX (EA.CH DEFICIENCY MUST BE PRECe.OE:DBY FULL 

TAG ~~GULATORY OR LSC IDENTIFYING INFORMATION) 

I 

10 
PREFIX ' 

TAG I 
PROVIDER'S PLANOF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED TO THE Af'PROPRIATI; 

DEFICIENCY) 

'I (X5J

I COMi"LETIO", 

OArE 

F520F 520 IContinued From page 56 II 

A facility must maintain a quality assessment and 

I 
assurance committee consisting of the director of I' 

, nursing services; a physician d~signated by the 

' 

facility; and at least 3 other members of the I 
facility's staff, 

I The quaHty assessment and assurance I 
Icommittee meets at least quarterly to identify 

Iissues with respect to which quality assessment 
, and assurance activities are necessary; and 

I
develops and implements appropriate plans of 
action to correct identified quality deficiencies. I 

I. Resident.'} found to have been 
aift:!cted by the deficjmt prnctiCl:< 
• The DONand the QA 

Coordinatorreviewed withthe 
SurveyTeam leader out p~ 
formonltoring falls, ' 

2, Otherresident identified haVing the 
1'9tentia! to be !!1fC£ted blly the same 
Ilrzctice 
• All residents that fell within the 

last 90days will be reviewed 

#t3 F· Tag520Quality Assessment and 
Assurance I 

'j 

j 

A State or the Secretary may not require I witll careplanupdates, ,
 
disclosure of the records of such committee
 
except insofar as such disclosure IS related to the I' . 3. Measures pm in R1s '
 

I compliance of such committee with the •	 Falls Committee has beenI 
developed. The firstmeeting is requirements of this section. , . 
1011212007 to review recellt ~~ 
falls and those residents who ,IGood faith attempts by the committee to identify
 

and correct quality deficiencies will not be used as
 4.	 QA
a basis for sanctions. •	 ThemonthlyQAmeeting -Mil 

review all deficient prfWlices 
and will recommend appropriate 
plans ofaction to correctThis REQUIREMENT is not met as evidenced 
deficientpractice. by: IBased on observations, record review and staff 

j
interviews, it was determined that the facility's 

1119/2007Quality Assurance committee faUed to adequately
 
implement plans of action to correct identified
 'j 
deficient practices facility wide, I I
The findings include: I I 
On September 26, 2007 at approxirnately 11:00 I IAM, a face· to- face interview was conducted with i ,Employee # 17, who was identified as the Quality I
 
Assurance (QA) coordlnator,
 

I I
J 

I 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTER'S FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

095028. 

NAME OF PROVIDER OR SUPPLIER 

. INGLESIDE PRESBYTI=RfAN RETfREM 

I SUMMARY STATEMENT OF DEFICIENCIES (X4) ID 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX I 

. TAG . REGULATORY OR lSC IDENTIFYING INFORMATION) 

. F 520 IContinued F;'om page 56	 ~ 
A facility must maintain a quality assessment and i 
assurance committee consisting of the director of : 
nursing services; a physician designated by the 
facility; and at least 3 other members of the 

I facility's staff. . . . . 

! 
! 

'I The quality assessment and assurance 
committee meets at least quarterly to identify . 

.. issues with respect to which quality assessment 
. 1 and assurance activities are necessary; and 

develops and implements appropriate plans of 
Iaction to correct identified qua lity deficiencies. . 

I
·A State or the Secretary may riot 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 identify 
and correct quality deficiencies will not be used as 

. a basis for sanctions. 

IThisREQUIREMENT is not met as evidenced
 
by: . .
 

IBased on observations, record review and staff 
i interviews, it was determined that the facility's 
IQuality Assurance committee failed to adequately 
. implement plans of action to correct identified 
Ideficient practices facility wide. 

. ·1 The findings include:· , 

. On September 26, 2007 at approximately 11:00' I
 
IAM, a face- to-face interview was conducted with. 

Employee # 17, who wasidentlfied as the Quality I· 

IAssurance (QA) coordinator. :. 

I 

PAGE 04/07ASSITED LIVING 

f'J-'v~ 11/., !"1
 

10 

PREFIX ·1 

STREET ADDRESS. en (, STATE, ZIP CODE 

3050 MILITARY RO. ~D NW 

WASHINGTON, 0: 20015 

I PROVIDE ~'s PLAN OF CORRECTION 
(EACH COR 1ECTJVE ACTION SHOULD BE 

.\ (XS) 
COMPLETION 

DATETAG CROSS-REFE. tENCED TO THE APPROPRIAT~ 
DEFICIENCY) 

I 

.-'
F 520 If

· #13 F- Tag 520 )riality Assessment and .. 
Assurance 

I. 

I .	 Reside1tsfound to have been 
.5Lffecte 1by the deficientpn:!Ctice 
•	 .A I residents identified during 

th : survey were reviewed by til.: 
IT Iteam, care plans updated 

I	 fa: lsrisk updated arid ' 
ml erventions added as needed. 
10 '30/2007 . 

I 

I 
2. Other ~$ !lident identified haying the 
~ to be affected bhy the sam~ 
pract:Jce . . 

I 
• All residents that fell within the 

last 90 days will bereviewed 
wit l care plan updates. 

I 3. Measure, put in place 
•	 Fall ;Committee has been 

deve loped. Thefirst meeting is 
10/1mOO? to reviewrecent 

.falls and those residents Who 
have fallenin the last 90 clays. 

4.	 QA.· 

•	 The ; )ONwill presentthe fullsI data I t.the monthly QA meeting 
for re VIew & reconunendations. jI	 j r1I9I,z007 

I 
I 

I 
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PR~F1X /: ;	 DArE 

DEFICIENCY) 

I 

F 5201' 
I	 #13 F~ Tag 520 Quality Assessment and 

Assurance 

I 
1.	 Residents found to have been 

affected by the deficientQ[RCtice 
! 

•	 The DON and the QA 
Coordinator reviewed our 

The quality assessment and assurance process for monitoring falls. 
10/3012007committee meets at least qu nterly to identify 

issues with respect to which, luality assessment 
2.	 Other resident identified hJ!ving theand assurance activities are iecessary: and 

POtential to beaffected bh,!the sarne! develops and implements ap iropriate plans of 
practice 

. actio!' to correct identified qu slitydeficiencies. 
•	 All residents that fell 'within the 

last 90 days will be reviewed
A sta:e or the Secretary ma not require With care plan updates.

clsclnsure of the records of S rch committee
 
except insofar as such dlsclo sure is related to the 3. Measures put in place
 
come iance of such committe e with the
 • .Falls Conunittee has been
 
requirements of this section.
 developed. The first meeting is 

10112/2007 to review Decent 
falls and those residents who 
have fallen in the last 90 days. 

Good faith attempts by the cc mmittee to identify 
and correct quality deficienciE s will not be used as 
a basis for sanctions. 4.	 QA 

•	 The monthly QA meetingwiU 
review all deficient practices 

This nEQUIREMENT is not met as evidenced I and will recommend appropriate 
by: plansof action to correct!Based on observations, recori review and staff deficient practice. 
interviews, it was determined :hat the facility's 11/9/2007
Qualj'y Assurance committee failed to adequately
 
irnplenent plans of action to correct identified
 j 
deficlent practices facility widE 

I 
The findings include: 
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STATEMENT OF DEFICIENCI[S (X1) PROVIDER/SUPPLIER/CLIA
 
AND PLAN OF CORRECTION
 IDENTIFICATION NUM8ER: 

B. WING	 _ 
t--	 ---'- 095028 --'----, ---' --l-_!)9f26f2007 

NAME OF PROVIDER OR SUPPLIER 

INGLESIDE PRESBYTERIAN RETIREM 

I PROVIDE rs PLAN OF CORRECTION 
(X4) 10. (EACH CORI :ECTJVE ACTION SHOULD BE 
TAG 

PREFIX 
CROSS-REFEf ENCEDTO THE APPROPRIATI: 

DEFICIENCY)! 

F 520 I Continued From page 56 .	 F 520 l.l 
; #13 F- Tag 520, ~ity Assessment and. ; A facility must maintain a quality assessment and 

Assurance 
i assurance committee consisting of the director of 
nursing servic::es;a physician desiqnated by the 1. Reside Its foundto have beenfacility; and at least 3 other members of the 

affecte i by the deficient practice facility's staff. 
•	 A 1residents identified during 

th ~ surveywere reviewed by tl:~
The quality assessment and assurance 

I[ T1:ea.m,. care plans updated 
committee meets at least quarterly to identify fa ls risk updated and ' I
issues with respect to which quality assessment im mrentions added as needed. 

10'30/2007 . and assurance activities are necessary; and 
develops and implements appropriate plans of 

2. Other r. sident identified hayingthe 

I 
~ I to beaffected bhythe same 
practice 

action to correct identified quality deficiencies. 

A State or the Secretary may not require 
•	 All residents that fell within thedisclosure of the records of such committee 

las	 90 dayswill be reviewedexcept insofar as such disclosure is related to the I wil 1 care plan updates. 
compliance 01' such committee with the 
requirements of this section. . I 3.	 Measure3 put in place 

• Fal s Committee has been 
Good faith attempts by the committee to identify dey sloped, The first meeting is 
and correct quality deficiencies will not be used as I 101 212007 to review recent 
a basis for sanctions. I .fall: and those reSidents who 

haw :fallen in thelast 90 days. 

4.	 QA
This REQUIRI::MENT is not met as evidenced 
by:	 . •	 The OON will present the fallsI data at.the mOnthly QA meetingBased on observations, record review and staff ! for r :V1ew & recotnmendations.
interviews, it was determined that the facility's i
 

I ~uality Assurance committee failed to adequately I
 
. Implement plans of action to correct identified
 
deficient practices facility wide.
 

The findings include: .. . I 
'an September 26,2007 at approximately 11:00 ;
 
AM, a face- to- face interview was conducted with I
 
Employee # 17, who was identified as the Quality
 'I 

Assurance (Q..-\) coordinator.	 , 

I 

(xs) 
COMPLETION 

DATEi 
i 

I 

~1I9/2007 

J 

._J.. 

I 
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F 520 IContinued From page 57 "". F 5201 
leased on on-going surveyor concerns, the QA
 
coordinator was asked if the committee
 
monitored falls in the facility. The coordinator
 
explained that she/he did not monitor falls in the
 I 
facility. Employee# 1 monitored the falls. , 

I On Septemper 26, 2007 at approximately 12:30 , 
PM, a face-to-face interviewwas conducted with .
IEmployee # 1. Hefshe stated, "We Were looking 
"at falls and decided that we needed to develop a 
faUs committee. That is something we will do
 
soon. Falls are discussed at the rooming
 
meetings. (he Nurse Managers investigate the
 

' fall and make the decision of what to do. We have
 
the Leaping Deer program, but we do not formally


Itrack fall incidents,"
 

IThere was no evldence that the Clliality assurance 
committee developed or iml'lemented appropriate

Iplans of action to correct identified deficfencies 
I for residents with multiple falls in the facility. 

I 
I 
I 
I 
I 

i 
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