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FOR PURPOSES OF RRGULATORY
! COMPLIANCE AND AN PART OF THE
} METHODIST HOME’S ONGOING EFFORTS TO
CONTINUQUSLY IMPROVE THE CARE AND
SERVICES PROVIDED, AS SUCH IT DOES NOT
CONSTITUTE AN ADMISSION OF THE FACTS
OR CONCLUSIONS CITED IN THE SURVEY
FRPORT FOR ANY PURPOSE WHATSOEVER.

" An annual recertification survey was conducted
. on August 22 through 23, 2006. Thr following !
deficiencies were based on observs ions, staff l

. and resident interviews and record view, The
 sample size was 12 residents based on a census |
_of 48 residents the first day of surve'r and two (2) {
" supplemental recards. }
|

:

F 176 483.40(n) SELF ADMINISTRATION OF DRUGS |  F176] F 178433.10(n) Self Administration ’
$8=0 . of Drugs - fafiure to assses Resident
" An individual resident may seif-adrr- nistar grugs # : JK1 for soft adminietration of drugs

the interdisciplinary team, as define:| by §483.20( © 1. Comeoctive Acion for Residert -
i d){(2)(ii}, has determined that this prirctice is safe. .' Affocted by Deficlent Practics: !

| The assessment of regident JKT's 3.
. . ) capability ko seif administer hig

3 Thzs REQUIREMENT is not met as evidenced by nitroglycerin tablets wers completad !

e on August 24, 2206. The Interdisciplinary ]

; Based an staff interview and recorc raview for team approved resident JXt to self :

i one (1) supplemental resident, it wa s determined

adminlster hig medlcations as a result of ’ 08/24/08
[ that facility staff failed to reassess | esident JK1 this assassment.
: for self-administration of medicatior . ‘

2 Methed to identily Other
Regidents At Risk for Deficlerd

; The findings include; Practice;

i . , : Madical records ware reviewsd fo ,

P A review of Regident JK1's record 1 :vealed a ! z identify residents who may have, ;

j physician’s order dated July 15, 2006, * | physician ordars to self administer ,

* Nitraglycerin 0.3 mg tablets, One tnblet

. NTraglyce ; medicafions and who may not have l
sublingually every 5 minutes for 3 ¢ ges as been assessed hey. No
needed for angina.” 61 per pokcy. o

: | ! rasidents were identifled, . : 08/25/06

" According to a hand-written order ¢ 1 the August i | Completed August 25, 2008, 1

' 2006 60-day orders signed August 3, 2008, " | 3. Measures o Systemic Changes

_Resident should be allowed to kea: nitro in [nis/ ' : Engire lent Practice Does

" - herj room. Resident should be alla/fed to use it & | Not Reour;

, report use later to RN." : . otaff on solf-

| The Assessment for Seli-Adminis” ation of ' mggm da&oﬂgyd 8 2006 10/06/06

. Medication” form dated Aprit 25, 21108, indicated : ' '

LABORATORY DIRECTOR'S OR PROVIDERUSUPFLIER REP! ESENTATIVE'S SIGNATURE TITLE (X8) DATE
i ) ALMIN TFAD R /37 TEN Bt 209

Any deficiency statement ending with an asterisk () dend gs a deficiency which the institution may be excused feom corracting providing it is determined that
othar safeguards provide sufficlent protection 1o the patiei ts. (See inatructlons ) Except for nursing homes, the findings stated above afe disclosable 90 daya
foltowing the data of survey whether or not a plan of corre: Rtion is provided. For nursing homes, the above findings and plans of correctlon are disciosable 14
days {ollowing the date these documents are made avaik dle to the facillty. If deficienclas are cited, an approved blan of correction ia requisite 10 continued
program participation.

FORM CMS-2567(012-99) Pravious Varsions Obsciete Event ID: MQCS11 Facliiy 1D MET-HODIST if contim;alion shaei- Page 1of



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/01/2008

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0291
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
095038 B wine 08/23/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CQDE
METHODIST HOME 4901 CONNECTICUT AVENUE, NW
WASHINGTON, DC 20008
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX | (EACH DEFICIENCY MUST BE PRECEEDED BY FULL | PREFIX | (EACH CORREGTIVE ACTION SHOULD BE CROSS-  COMPLETION
Tag | REGULATORY OR LSC IDENTIFYING INFORMATION) ' TAG ° REFERENCED TO THE APPROPRIATE DEFICIENCY) - DATE
F176 Continued From page 1 F176 o Revisa Twenty-Four Hour Report
 that the interdisciplinary care team denied | policy to require inclusion of
| approval to grant the resident the opportunity to ! residents belng assessed for their
| self-administer medication. There was no | | ability to sslf-adsminister meds on |
- evidence in the record that the resident was re- | | 24-hour report. Compietion date: i
| assessed for self-administration of medication. | | Oct. 6, 2006 - 10/06/06
1 | . )
g _ B | i o Review 24-hour report daily to :
; According to the facility's policy, "Self i \ identify residents undergo!:g soff- i
I Administering Medications", number 2.2, Section | ! administration ! :
1 4, "If the customer self administers histher ! ! 61 2006 . ;
. medications, the inter-disciplinary team must | i Sepl ! _ | 09/01/06
| assess the patient's cognitive, physical and visual | | = Review charls of these residents ‘
. ability to carry out this responsibility per Center | ! after 3-day assessment period to
| policy.” : ensure assessment has been
| _ _ _ . completed. Sept. 1, 2006 '
| Ahface-to-face mtimew‘u;gs ;ggéﬂuct;ted with the ‘ ' 4. Performance Monijtoring to - 09/01/08
* charge nurse on August 23, a Ensure Solutions Are inn s '
' approximately 11:00 AM. Helfshe confirmed that | Report findings in Quarte df‘éﬁm |
the resident had nitroglycerin tablets at the i ool g letion date: Oct |
' bedside. The record was reviewed on August 23, | ng. Completion date: Oct. 6, '
i 2008,

SS=E |
l The facility must provide housekeeping and

| maintenance services necessary to maintain a
| sanitary, orderly, and comfortable interior.

it was determined that housekeeping and
maintenance services were not adequate to

and sanitary manner as evidenced by: soiled

F 253, 483.15(h)(2) HOUSEKEEPING/MAINTENANCE

Based on observations during the survey period,

ensure that the facility was maintained in a safe

|

This REQUIREMENT is not met as evidenced by |

exhaust vents, base surfaces on mechanical lifts |
and vathtubs: dust on top of closets and tables;

2006. . 10/06/06

The light dust in the identified
instances did not negatively impact
resident care and has been
addressed as indicated on the
following page.
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: " -'
F 253 Continued From page 2 F 253;

|
" and marred chairs, tables and foot boards in  F253 1.
residents' rooms.
| 1. Thelight dust identified during tour
' The findings include: [ . wasg removed on the interior surfaces
| of exhaust vents behind the gratesin
1. The interior surfaces of exhaust vents in | alt cases. 08/24/06
residents' rooms and common areas were soiled ‘ 2. Grates were removed and the interlor |
|

with dust in the following areas: of all exhaust vents were chiecked for
dust on interior surface and no others

|
|
I
|
i
I
b
!
:

 First Floor Rooms 145, 147,153, 169 and bathing |, e ound to have dust. | 0846
- room in five (5) of nine (9) observations between | : mﬂ‘::;“t ucted g‘d documented :
'E 11:1C AM and 12:30 PM on August 22, 2008. | ? enance Department on

E proper cleaning procedures. . . 08/28/06
! ¢ 4. The Maintenance Supervisor is aware to
i

Second Floor Rooms 249 and 261 in two (2) of ' itor lisht dusting checks
nine (9) observations between 8:37 AM and 12:10 | ‘ nordior Bght dusting on monthly

rounds. This information will be entered

‘. PM on AUgUSt 23. 20086. | on the Quarterly QA report and monjtored. 08/28/06
| 2. The base surfaces of mechanical lifts and -'. ! |
} bathtubs were soiled with accumulated dust on | i ]
 the first and second floors between 4:00 PM and . F2532 f
; 4:45 PM on August 22, 2006 and 11:10 AMand | ' )
. 12:10 PM on August 23, 2006. ; 1. The light dust identified on the mechanical
i | Lift and tube during tour

+ 3. The top surfaces of tables and closets were | i was removed in all cases. 08/23/06
i soiled with dust and debris in rooms 145, 1486, 2 Alllifts and tubs were checked for .
- 247, 249, 253 and 256 in six {8) of 18 | | dust on flat surfaces and no others !

observations between 11:10 AM and 12:30 PM on| | were found 10 have dust. 08/23/06
* August 22, 2006 and 8:37 AM and 9:30 AMon | i 3 In-service conducted and documented
. August 23, 2008. _: i with all Light Duty Technicians on

[ . proper cleaning procedures.

4. The frontal areas of chairs, tables and foot ' .H:l“sjkee*’mg assignments updated to

boards were marred and scarred in residents' e weekly/monthly dusting of lifts and

rooms. 4. The Housekeeping Supervisor is aware to 99106106

. . ' itor light dusting checks
ot e 6 ovesvanors beweon 857 A oo s o e
of nine : on the Quarterly QA rt and monitored.
12:10 PM on August 22, 2006. : YA Teport ant 09/06/06
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Statement of Deficiencies
And Plan of Correction

Identification # 095038

F 253 3.

The light dust identifled during tous

was removed in all cases.
All resident rooms were checked for
dust on flat surfaces of closets and
furnishings and no others were found

to have dust.

In-service conducted and documented
with all Light Duty Technicians on
proper cleaning procedures.
Housekeeping assignments updated ta
include weekly/monthly dusting where
dust was identified in resident rooms.
The Housekeeping Supervisor is aware to
meonitor light dusting checks on weekly
rounds. This information will be entered
on the Quarterly QA report and monitored.

F 253 4.

The identified surfaces, of chairs,

table legs and foot boards will be
cleaned/repaired.

All resident rooms and common areas to

be surveyed by staff to determine and

and schedule cleaned/repaired if identified,
Condition of furniture will be added to daily
housekeeping and maintenance rounds.
The Supervisors are aware to repair damage
as discovered, This information will be
entered on the Quartesly QA report
and monitored.

Page 3(a) of 18
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09/29/06
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[ : T
1 | !
F 253 Continued From page 3 ' F253|
' Second Floor Rooms 249, 253 and 256 in three ( | i
~ 3) of nine (9) observations between 8:37 AM and |
| 12:10 PM on August 23, 2006. :
‘ | F281 483.20 (k}(3){T) ~ Comprahensive Care
F 281 483.20(k){3){i} COMPREHENSIVE CARE PLANS F 281 Plans- .
35=0| ¢ failure to discard expired medications |
' The services provided or arranged by the facility + 1. Corective Action for Resident Affscled
' must meet professional standards of quality. . Deficlent Practice:
,_ i flTheinterhnmdboxwasrapiaoedonmeday
: | | i_ofthedeﬁdentﬁnd'lng. Completed August 22, 08/22/06
| This REQUIREMENT is not met as evidenced by g _ ;
i - 2 N’em lo Identify Other Residents At Risk |
, Based on observations during the survey period, ‘ No resident recai !
| it was determined that facility staff failed to interim box. rmmed s fom the 3
' discard expired medications Completed August 22, 2006, - 08/22/06
L ' 3. g*:mBSPrOr ermic Ch to Ensure |
o ) | eficient Practice Does Not Recur; i
E The findings include: o The mght Shift nurse wil inspect ail meds ;
 On August 22, 2006, the locked interim e ocked nterim box woekly
' medication box, located in the medication room at s - Any mods with
; ; expiration dates that occur prior to the end
the 2nd floor nursing station was inspected. The | )
: il ¢ g . i of the month will be returned to pharmacy
- expiration date written on the interim medication and replacements
' box was "8/06". This indicated that the " Implementatond o A msi 29 2006 :
medications in the box were valid untii the end of  (adongoing). Hgust 23, . 08/25/06
| the month and the box should be returned to the .« Nur N ;
i Lo sing policy will be developed to support :
E contract pharmacy by August 31, 2008. '. this practioe. Alt n wil be rained on
~ The interim medication box was opened and r 3 m?:mﬂmoﬁﬁ g,dz‘uezs .
| medications were randomly inspected. Nine (9) ! i ) 10/06/08
" of 10 Nitrofurantoin 100 mg capsules had an : " 4 Perom . .
expiration date of August 2, 2006. The - Somﬁon:me Msars]gﬁngd_to R
* Nitrofurantoin capsules were available for use 20 : :
: . - . = The night nurse will report weekly to the
. days after they had expired. There was no DON any expired meds recsived from the
evidence that any resident had received this ‘ © pharmacy. Findings will be documented
medication after it had expired. . ; ng men
: . and presentad at the quarterty QA 9/05/06 &
\ meeting. implementalion date: September ongoing
j 3, 2006 (and ongolng).

N
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': |  F300 48325 Quality of Care
Fsg[—)g : 483.25 QUALITY OF CARE - F 309: - failure to obtain pacemaker check per
Bl . . . ,  physici aside
! Each resident must receive and the facility must i p1 y gglrorxr forr it #6.'
" provide the necessary care and services to attain L ' ) gctive Action for Resident Affectad b
" or maintain the highest practicable physical, | . Deficlent Practice:
' mental, and psychosocial well-being, in 'i The pacemnaker check was obtained for the
' accordance with the comprehensive assessment | resident. Completed August 24, 2006,
| 08/24/06

i and plan of care,

| |
i This REQUIREMENT is not met as evidenced by |
B ?
| Based on record review and staff interview for
fone (1) of 12 sampled residents, it was ;
i determined that the facility staff failed to obtain a |
| pacemaker check per physician's orders for one (

' 1) resident. Resident #6. !
i .
- The findings include: ‘

|

A physician’s order initiated on June 23, 2006 |

- directed,"Pacemaker check every July-October- |

\ January”. |

|

| A review of the resident's record revealed that ‘
there was no evidence that a pacemaker check
had been completed at the time of this review.

. A face-to-face interview was conducted with the
: charge nurse on August 22, 2006 at 4:12 PM. He
/she acknowledged that the pacemaker check
was not done in July and had not been completed
at this time. The record was review on August 22
, 2006.

| 2. Method to [dentify Other Residents At Risk
| for Deficlent Practice: T
- Medical records of the 3 residents in the Heaith
. Care Center who have pacemakers were|
reviewed to determine if pacemaker checks |
- were current per physician orders. None was |
| found deficient. Completed August 28, 2006, | 08/28/06
3. Measures o Systernic > Changes to Ensure |
Deficlent Practice Doss Not Recur:
» Nurses will continue to review TARs during |
the and-of-the-month changeover to l
6nsure orders have been properly
transcribed and datesfimes for pacemaker
checks have been identified (i.e. *blocked
. off) on the new month's TAR. 4
Implementation date: September 1, 2008 09/01/06
{and ongoing). & ongoing,
| * TARs will be reviewed by the night shift |
i nurse (24-hour checks) to ensure '
- Pacemaker checks have been completed
. according lo schedule. Any pacemaker
. checks that have not been completed as
scheduled will be reported to the DON the
next day for follow up. Implementation
+ date: September 1, 2008 (and ongoing).
- 4. Performance Monitoring to Ensure
Solutions Are Sustained:
Results from the nightly reviews are presented
to the facility's Quality Assurance (QA)
Committee quartery. Implementation date:

09/01/06
& ongoing

—08/30/06 —

FORM CMS-2587(02-99) Previous Versions Obsolete

Event ID- MOCS11
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F 314 | 483.25(c) PRESSURE SORES ~ F314' F314483.25c Prossure Sores
8§8=D | _ + - failure to maintain clean technique
Based on the comprehensive assessmentofa ! - while administering the treatment to
' resident, the facility must ensure that a resident | Resident #10.
“who enters the facility without pressure sores ' | 1. Comective Action for Resi
| does not develop pressure sores unless the . b A"‘ﬁ——e_“—o-n_——-“—'ai’-em :
| individual's clinical condition demonstrates that | | octad by Deficient Practice: }
' they were unavoidable; and a resident having ! . Nurse involved was immediately :
' pressure sores receives necessary treatment and | ~ 6ducated regarding proper techniques: ,
. services to promote healing, prevent infection and | 1 to be ussd when changing residents’ f
' prevent new soses from developing. | dressings. Completed August 23, | 08/23/06
i m '

| 2. Method fo ' - |

| This REQUIREMENT is not met as evidenced by | Residents Al Rig(er:‘or Def?c?‘ef); oo |

[ — o v MR

' Based on observation of d treatment fi \ Practice: | [

' pased onh oopservation of a woun gatmeant ror : : .
“ one (1) resident, facility staff failed to maintain * Licensed nurses recsived copies

' clean technique while administering the treatment | of the faclity’s dressing change !
. Resident #10 : protocol. Completed August 24, ' 08/24/06

' The findings include: e The Skin Care Book was i

; reviewed (o identify residents !

. A'wound treatment for bilateral necratic heels was| | requiring dressing changes :
' observed on August 22, 2006 at 2.40 PM. The g (including skin tears since no -
, hurse washed hands, donned gloves and |

| . ; additional residents have \
: remoyed the slippers ‘and dressings from the left -~ pressure ulcers). Completed |
, and right heels. The right heel had an , Auaust 24 2006 i
: approximately cne (1) inch areas with a small : ! g ' ’ . " 08/24/06
" amount of blood present. The left heel had no i » Nurses were observed performing i
' drainage. After washing hands, the nurse picked f dressing changes by the Nurse .
. up the box of gloves and donned clean gloves. Educator 10 ensure compliance -
- The nurse cleaned the right heel with 4 x 4 gauze 3 with the dressing change
pads previously moistened with normal sterile ' ' protocol. Staff received
' saline (NSS). Hefshe then picked up the tube of ' instruction/carrection in instances
. enzymatic ointment, app!|ed the ointmeatontoa ! . where protocol was violated,
' sterile cotton tipped applicator and applied the Completad August 30, 2006. 0B/30/06

' ointment to the right heel. Sterile 4 x 4 gauze | :
pads and sterile gauze were applied to the wound '

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID; MOCS11 Fagility ID:  METHODIST If continuation sheet Page 6 of 18
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F 314 | Continued From page 6 F 314i 3, Measures of Systemic Changes
' The nurse opened three (3) packages of 4 x 4 to Ensure Deficient Practice
'gauze pads, unscrewed the bottle of NSSand | Does Not Recur:
poured the NSS onto the gauze pads. Hands = Expand current infection control
 were not washed and gloves were not changed education to emphasize clean '
' before the nurse cleaned the left heel and applied dressing change fschnigue. : | 09/15/08!
- ointment and a dressing. . | Completion date:; Seplember 15, | ; ;
| 2006.
‘ The National Pressure Ulcer Advisory Board, "
' Frequently Asked Questions, Wound Infectlon i ’ gchedula all nurses o
; and Infection Control, * web site www.npuap.org/ | emonstrae competency in
| woundinfection.html <http:/Awww.npuap.org/ . dressing change technique with |
' woundinfection. html>, revealed the following; | specific emphasis on infection I
| | control. Completion date: l
| In the response to question #309, " Care . September 22, 2008. | 0922/08
i providers should wash their hands before they 4.  Performance Monitoring io , !
o oo e syt " Co ne 1 it
inate the dressings by Compile data fr
 reaching into the package with soiled hands and/ obsne?\?:tiins a:dmprommaﬂerfy
orgloves. " QA meeting. Completion date: |
5 According to the response of question #10, " One October 6, 2006. - 10/06/06

|

- pair of clean (non-sterile) gloves can be used to i

_treat multiple ulcers on the same patient. If this is |
i done, start with the cleaner appearing wounds |
|
1
|
|
|

i and move to the larger and for most

. contaminated appearing wounds. When in doubt,
change gloves between ulcers. Do not

: contaminate dressing supplies and wound care
containers (i.e., solution bottles) with gloves that |

. have been in contact with the ulcer. ™ !

The nurse administered the wound reatment to

the cleaner wound first. Additionally, the nurse

picked up a box of gioves, squeezed ointment

from a tube, opened packages of gauze pads and

a bottle of NSS without washing hands and - l
changing gloves between these actions. 1

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MQCS11 Facility 10.  METHODIST If cantinvation sheet Page 7 of 18
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E r | F315 - ———
F 315 483.25(4) URINARY INCONTINENCE . 315! fauu,:;?’pleff(gf)m ;'m;?nm::;“ =
8S=D ( ! . !
! Based on the resident's comprehensive | :mmfg RE%dent#B who was !
. assessment, the facility must ensure that a | clagn wilh a Sk I
resudent who enters the facility without an | 1. Corrective Action for Residents Affected
| indwelling catheter is not catheterized unless the | - by Deficient Practice: i
 resident's clinical condition demonstrates that . Resident #8's Minimum Data Sets were
i catheterization was necessary; and a resident lI . reviewed for the previous five quarters. She
who is incontinent of bladder receives appropriate | . was assessed as incontinent throughout the
treatment and services to prevent urinary tract  entirety of this period. Required assessments |
' infections and to restore as much normal bladder : cannot be documented retrospectively. | _
| function as possible. | Completion date: August 25, 2006. : 08/25/08)
| + 2. Method to Identify Other Residents At Rlsk
| This REQUIREMENT is not met as evidenced by } for Deficient Practice: , |
| i * Minimum Data Sets have been reviewed for|
; Based on observation, interview and record i all residents who were assessed in the '
' review for one (1) of 12 sampled residents, it was | month of August and who are scheduled f°‘
| determined that facility staff failed to perform a | asssssments in the month of September.
| complete incontinent assessment for Resident #8 | Compietion date: August 31, 2006. ' 08/31/06
. who was diagnosed with a urinary tract infection. | » Residents coded as ingontinent have a
| _ documented assessment to indicate
| The findings include: ' additional interventions, if any, that should
1 | 1 . |
| A review of Resident #8's record revealed that the | 2‘: bemented. Completion date: August | (0., 1
| resident was coded as incontinent of bowel and |
bladder in Section H (Continence in the last 14 | - 3 &;ﬁeﬁsﬁogcms%%:;m Enswe ]
" days) on the Quarterty Minimum Data Set i : ‘—Lﬁ
. assessment completed July 20, 2006. | e ﬁiﬁﬁ gmct;"o:‘ﬁ; mﬂeﬂi Tool to
I . In the
' The resident was diagnosed with a urinary tract Incontinence Assessment Policy.
r infection on July 12, 2006 and treated with an oral | Completion date: September 15, 2006. 09/15/08
» course of antibiotic therapy. According to a . * Re-educate staff on implementation of the
' notation by the physician on the laboratory report : Incontinence Assessment Policy and
- for the urinalysis, the resident had a history of refated documentation requirements.
chronic renal insufficiency. 09/22/06

~According to the facility's policy entitled, ”
Incontinence Assessment” dated January 23,
2006, page 1, under #3, "Monitor, record and !

Completion date; September 22, 2008.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: MQCS11

Facility iD:  METHOD!ST

If continuation sheet Page 8 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/01/2006
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B WING
085038 08/23/2006

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

4901 CONNECTICUT AVENUE, NW

58=0D

' Each resident's drug regimen must be free from

. unpecessary drugs. An unnecessary drug is any

. drug when used in excessive dose {including

. duplicate therapy); or for excessive duration; or

t without adequate monitoring; or without adequate

"indications for its use; or in the presénce of
adverse consequences which indicate the dose |
should be reduced or discontinued; or any '

. combinations of the reasons above. |

: This REQUIREMENT is not met as evidenced by '

Based on observation, staff interview and record
review for four (4) of 12 sampled residents, it was
determined that facility staff failed to monitor the
behavior of residents receiving antipsychotic

METHODIST HOME WASHINGTON, DC 20008
Xa i SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS-  COMPLETION

TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG | REFERENCED TO THE APPROPRIATE DEFICIENCY) | DATE
! | ! !
L -' | s Provide guidance and instruction to the

F 315! 8 o
| Continued From page P 5; interdisciplinary care plan team and MDS
' evaluate information about the resident's bladder ‘ i Coordinator regarding use of Resident
. habits, and continence or incontinence including: | Assessment Protocols to support the
* a. voiding patterns {frequency, volume, time, ! assessment of incontinence, and to
i quality of stream etc.) ...e. Response to ! ; develop appropriate care
| interventions. | | plansimanagement strategies.
|, There was no evidence in the record that a ‘ ; mmﬁsuo“ d:t: ts;mpm"b; 22, 2005, 1 09/22/06,
| complete assessment had been performed, * ’ documentation on the i
| including the resident's voiding pattern and : ! Incontinence Assessment Tool monthly to y
| response to interventions. . ensure compiiance with policy. Document |
: | I. variances and report to DON. f
A face-to-face interview was conducted with the ‘ | Implementation date: September 29, 2006
| charge nurse on August 22, 2006 at 9:30 AM. He ‘ {and ongoing). . 09/28086
 /she acknowledged that there was no record of a | ‘ 4. Performance Monitoring to Ensure - & ongoing
“voiding pattern for Resident #8 and no evaluation ! ' Solutions Are Sustained: ‘
 for _speciﬁc interventions. The record was | ' Compile data from monitoring activity monthly
- reviewed August 22, 2008. | ' for pressntation to the facility's Quafity i
| ‘ . Assurance (QA) Committes. Implementation

F 329, 483.25(1(1) UNNECESSARY DRUGS | F 329 date: October 8, 2008 (and ongoing). ' 10/06/06

|

|
f F329 483.25(1)(1} ~ Unnecessary Drugs )
- failure to monitor behavlor of residents
| receiving antipsychotic (psychoactive) meds. |
| 1. Corrective Action for Residents Affected |
| by Deficient Practice; |
. Behavior monitoring shests were instituted for |
 the 4 residents identified during the survey who
 had this deficlent practice. Completion date: 09/01/06
September 1, 2006.
- 2. Method to [dentify Other Residents At Risk
| for Deficient Practice:
 Residents recsiving psychoactive
medications wers identified using the
Psychoactive Medication Report generated
by the pharmacy. Completion date: 09/01/06
Sepiember 1, 2008,

FORM CMS-25657{02-99) Prewous Versions Obsolete Event ID. MQCS11
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: : |
E
i

F 329 ! Continued From page 9 l[ F 3291 « In addition to the behavior monitoring |

! o . | sheets already in place for residents
, medications. Residents #2, 3,4 and 5. ! receiving antipsychotic meds, thess sheels

 The findings include: | . were also instituted for residents receiving

| ; ' antidepressants, hypnotics, and anxiolytic |

I 1. Facility staff failed to monitor behaviors for i drugs. Completion date: September 1, |

. Resident #2 who was receiving an antidepressant | i 2008. b 09/01/06
| medication. | '3, Measures or Systemic Changes to Engure !

! ] Deficient Practice Does Not Recur: !

- A review of Resident #2' s record revealed a « Develop policy regarding appropriate use |

i physician's order initiated on December 20, 2002 of Behavior Monitoring Sheets. l-!

|

|
! and most recently renewed August 3, 2006, ) ! Completion date: September 15, 2006, 09/15/06
' Zoloft 25 mg daily and Zotoft 25 mg 1/2 tab daily . . :
i : A « Educate staff on implerentation of the
: to equal 37.5 mg daily for depression”. There was | ) . be
, No evidence in the record that facility staff had , ! pohcy and correct dowmntat_ton to
! identified or monitored depressive behaviors. | included on the Behavior Monitoring |
| A face-to-face interview was conducted with the L 2008, :

charge nurse on August 22, 20086 at 10:55 AM. 4. Performance Monitoring to Ensure !.

' He/she stated, "We don't monitor behaviors for Solutions Are Sustained.

|
| i
antidepressant medication” ~| ‘ « Review Behavior Monitoring Sheetsona '
'|

| The record was reviewed August 22, 2006. monthly basis for all residents listed on the |

: 2. Facitity staff failed to monitor behaviors for 5: . Psychoactive Medication Report generated

' i i : l | by the pharmacy. Completion date: 10/1/08 &
‘. Rem_den_t #3 who was receiving an antidepressant ‘ | October 1, 2006 {and ongoing). | ongoing
' medication. , | , : )
; i ' e Determina compliance with policy and
. | | .
| A review of Resident #3's record revealed a ; appropriateness of documentation.
. physician’s order initiated on admission and most + Rsport quarterly to the facility's Quality
. recently renewed August 3, 2006, "Zoloft 100 mg | : Assurance (QGA) Committse. Completion
daily for depression.” There was no evidence in date: October 8, 2006 (and ongoing). | 10/6/06 &
_the record that facility staff had identified or ? . ongoing

" monitored depressive behaviors. ; f
: I
" A face-to-face interview was conducted with the |
" charge nurse an August 22, 2006 at 10:55 AM.
He/she stated, "We don't monitor behaviors for
antidepressant medication.” . |

The record was reviewed August 22, 2006.
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F 329 Continued Frem page 10 I
5 I
|

- 3. Facility staff failed to monitor behaviors for
' Resident #4 who was receiving a medication for |
- insomnia. '

‘ A review of Resident #4's record revealed a

| physician's order initiated on July 8, 2006 and

| most recently renewed on August 3, 2006,

| Trazodone HCL 50 mg tablet 1/2 tablet by mouth
| at bedtime for Insomnia". There was no evidence
' in the record that the facility staff had identified or
| manitored the effects of the medication,

|

. A face-to-face interview was conducted with the |

| charge nurse on August 22, 2006 at 10:55 AM.

| He/she stated, "We don't monitor those kinds of
behaviors.” The record was reviewed August 22,

| 2008.

|

! 4. Facility staff failed to monitor behaviors for

i Resident #5 who was receiving an antidepressant

I medication.

| A review of Resident #5's record revealed a .
- physician's order renewed August 3, 2008, i
| "Zoloft 25 mg daily for depression” There was
no evidence in the record that facility staff had
. identified or monitored depressive behaviors.
l

A face-to-face interview was conducted with the
charge nurse on August 22, 2006 at 10:55 AM.
' He/she stated, "We don't monitor behaviors for |
" antidepressant medication." The record was |
' reviewed August 22, 2006. '

F 329
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' 1. The outer surfaces of plastic stats on the dish |
: machine were soiled with food and mineral

' deposits on the soiled and clean side in one (1) of {
. one (1) cbservation at approximately 2:00 PM on '
. August 22, 2006. |

| 2. Hotel pans (14 x 24 x 4 inches) washed in the |

¢ pot and pan wash area were not thoroughly ,

! cleaned of food residue and grease and allowed

| to dry before reuse in seven (7) of nine (9) !

" pbservations at approximately 3:00 PM on August |

.22, 20086. ;
3. Sheet pans were stored with grease and
residual foed particles on the inner and outer
surfaces and not aliowed to dry before reuse in
eight (8) of nine (9) observations at 3:15 PM on
August 22, 2006.

METHODIST HOME WASHINGTON, DC 20008

) Io | SUMMARY STATEMENT OF DEFICIENCIES RN PROVIDER'S PLAN OF CORRECTION s
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v . E !

F 371 II 483.35(i)(2) SANITARY CONDITIONS - FOOD F 3711 F371483.35(i)(2) '

SS=F ' PREP & SERVICE ! SANITARY CONDITIONS - FOOD '

_ PREP & SERVICE
The facility must store, prepare, distribute, and . i. The dish machine curtains were re-
 serve food under sanitary conditions. : cleaned and sanitized, 8124106
{ ! 2. Ecolab, our chemical company, was '
'1 | notified about replacing our curtain. ! 8124106
| | 3. Director reviewed process and in- j
| . | serviced the utility staff on proper !
| This REQUIREMENT is not met as evidenced by sanitation and breakdown of the Dish l
e machine. | 8724106
' Based on observations during the survey period, 4. Dining Services Director and Asst.
| it was determined that dietary services were not Director will monitor compiiance on 2
adequate to ensure that foods were served and monthly basis & present to the

' prepared in a safe and sanitary manner as | Administrator for review. Will then be
. evidenced by: soiled siats on the dish machine, | Ppresented on a quarterly basis (o the !
| hotel pans and sheet pans. These observations ! Quality Assurance Committee, with !
" were made in the presence of the Director of subsequent plans of correction developed ; 8/25/06 and
| Dietary Services. and implemented as necessary. , ongoing
‘ The findings inciude: 1. Entire amount of hotef and sheet pans i

washing procedure.
'3, Director had in-service with en

i siaff on proper procedures for Pot and

Pan washing.

g 4. Director & Asst. Director will monijtor

compliance on a monthly basis

present to the Administrator for review. !
Wil then be presented on a quarterly
basis to the Quality Assurance Committee
with subsequent plans of correction

developed and implemented as

| were rewashed and sanitized by the utility |

staff and supervised by the Director. !
| 2. Direclor reviewed chemicals that are used = 5/2/06
at the pot sink as well as the ware I

o 823106
tire utility

. 8124106
& will

' 8/25/06 and

NECessary.  ongoing
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[

F 412! 483 55(b) DENTAL SERVICES - NF
58=D!

. h) of this part, routine (to the extent covered
{ under the State plan); and emergency dental
| services to meet the needs of each resident;

to and from the dentist's office; and must
promptly srefer residents with lost or damaged
f dentures ta a dentist,

l :

! annuat dental screen. Residents #2 and 8.
| )

' The findings include:

. screen for Resident #2,
|
' past 13 months.

~ A face-to-face interview was conducted with a
. sacial worker on August 22, 2008 at

that the dental screen has not been done and
stated, "The request for the mobile dental unit

are waiting for the dental visit."

' The nursing facility must provide or obtain from
! an outside resource, in accordance with §483.75(

; must, if necessary, assist the resident in making
: appointments; and by arranging for transportation

' This REQUIREMENT is not met as evidenced by

' Based on observation, staff interview and record
~review for two (2) of 12 sampled residents, it was
determined that facility staff failed to provide an
| 1. Facility staff failed to provide an annual dental
' A review of Resident #2's record revealed that a
dental screen had not been conducted within the

" approximately 11:00 AM. He/she acknowledged

‘was sent on August 1, 2006 and we {the facility]

|
|
r
i
|
|

'|
|

i
!

i
F 412; F412 483.55(b) Dental Services

+ ~ faifure to provide annual dental screen

 for 2 of 12 residents.

1. Corrective Action for Residents Affected

by Deficient Practics:

Dental referrals for residents affected !

|
|
| by this deficient practice have been
I forwarded to the Mobile Dentist;

| date: September 7, 2006.

2. Method to identify Other Residents At

Risk for Deficlent Practice:

|
|
| Medical records for all residents have

| besn reviewed to identify if annual dental

| screens have been complated. Referrals

| have been forwarded to the Mobile Dentist
| for the 4 residents identified. Completion

|

|

l

date. September 7, 2006,

' 3. Measures or Systemic Changes lo Ensure
Deficlent Practice Does Not Recur: '

appointments are pending. Completion |

09/07/06 -

09/07/06

\ Residents’ annual dental screens have now been
i scheduled to coincide with the annual History
. and Physical examinations. Completion date: 10/2/06 &

| October 2, 2006 {and ongoing).

ongoing

Ii 4. Performance Monitoring to Engure Solutions

' Are Sustained.

Momtonng will be accomplished by randomly comparing
} the annual dental screen schedule with dental consults
filed in the medical record. Findings will be reported
. Quarterty in the QA meeting. Completion date:

. October 6, 2006 (and ongoing).

—_—

10/6/06 &
ongoing
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1) cors | | | 1
F 412:i Continued From page 13 ! F 412;
 There was no evidence in the record that the l i
resident had experienced mouth pain or weight
l loss. The record was reviewed August 22, 2006. |
} 2. Facility staff failed to provide an annual dental '|
‘ screen for Resident #8. |
\ A review of Resident #8's record revealed a (
dental screen dated April 21, 2003. There was no ]
| evidence in the record that the dentist had |
: screened the resident after April 21, 2003. , l i
: ! |
. A face-to-face interview with the Director of ( } .
Nursmg was conducted on August 23, 2006 at 9: |
'20 AM. Hefshe stated, “When we meet for care ) :
|_ conference, we review dental screens and make i
| sure each resident has had a screening yearly. | '
| This just fell through the cracks.” ] '
There was no evidence in the record that the ) }
! resident had experienced mouth pain or weight i -|.
Uloss. The record was reviewed August 23, 2008. ’ l 1
| \ 'i !
F 426 ' 483.60{a) PHARMACY SERVICES - | F 426i F426 433 80(a} Pharmacy Sefvices- Procedures =
§$8=D ' PROCEDURES i | - fallure b administer prescribed medications and '
, i co-mingling of non-prescribed medicstions with .’
| A facility must provide pharmaceutical services { | * prescribed medications. |
; including procedures that assure the accurate ( 1. oot ) Agl:on .Residents |
- acquiring, receiving, dispensing, and by Deficlent Pracice:
administering of all drugs and biologicals} to meet | Al non-presoribed medications have been
the needs of each resident. remoyed from the medication cart and afe
] \ not avallablafadministered o the resident.
} Completion date; August 24, 2008. - 08/24/06
This REQUIREMENT is not met as evidenced by !
Based on observations and record review for one .
{1) supplemental sampled resident, it was
-

FORM CMS-2567(02-99) Previous Versions Obsoleta Event ID. MQCS11

Facility ID:  METHCDIST

If continuation sheet Page 14 of 18



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/01/2006
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER:
095038

{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPL
A. BUILDING OMPLETED
B. WING
08/23/2008

NAME OF PROVIDER OR SUPPUIER

STREET ADDRESS, CITY, STATE, ZIP CODE
4901 CONNECTICUT AVENUE, NW

| present in the medication cart.

I addition to the prescribed medications, six (6)
| medications currently not prescribed were co-

| mingled in the medication cart,Uliram 50 mg,

| Synthroid 0.1 mg, Altace 5 mg, Fosamax 70 mg,
i Docusate Na 100 mg and Citracal (Calcium 630
| mg and Vitamin D 400 Intermational Units),

| During observation of medication pass on August |
| 23, 2006 at approximately 8:45 AM, two (2) of the |
; 8ix (B) non-prescribed medications were
. administered to the resident, Citracat and
f Docusate Na.

A face-to-face interview with the medication nurse
was conducted on August 23, 2006 at 11:30 AM.

: Hefshe acknowledged that the Citracal and
Docusate were not prescribed by the physician
and additional medications not prescribed were
co-mingled with currentty prescribed medications. |
The record was reviewed on August 23, 2006.

|
|

[

METHODIST HOME
0 WASHINGTON, DG 20008
(X4 1D | SUMMARY STATEMENT OF DEFICIENCIES ! (o S PROVIDER'S PLAN OF CORRECTION L e
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL ' PREFIX [ {EACH CORRECTIVE ACTION SHOULD BE CROSS- ' COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)  TAG | REFERENCED TO THE APPROPRIATE DEFICIENCY) |  DATE
! ! !_ Bl
F 426 ; Continued From page 14 F 4260 2 MMB&E!M_MM

‘.

{ determined that the facility failed to administer | . MARs of all residents have been compared against

- prescribed medications and co-mingled non- ! medfications currently administerad to snsure only |

; prescribed medications with cusrently prescribed prescribed meds are avalableladministered to

| medications. Resident JK1. i reddﬁa Completion date: Septermber 1,2006. | 09/01/07

-, Measures or Systomio Changes to Ensure

I The findings include: Deficient Practice Does Not Recur

l ¢ Advise residents and family members who

| An inspection of the medication cart revealed 32 accompany residents to medical appointments :
medications for Resident JK1, dispensed from that ail prescriptions received must be provided |

| four (4) different pharmacies other than facility's | % the nursing staff. This includes meds provkled

| contract pharmacy | from pharmacies other than the facity's

i ' ! | confract pharmacy. Completion dale: October 6, | 10/6/00

. - . ! . ongoi ongoing

| The physician's orders signed on August 3, 2006 . g::a a;(?{,gs ng).

, . . L prescribed for residents on the
prescribed 17 routine medications and four (4) as . resident's POS and the MAR fion
needed medications. All 21 medications were | | Comple 10/6/06

i

dete: October 6, 2006 (and ongoing).
Expa\dﬂmeoonmhmlpharmadst'sro&etohduda
monthly monitoring of Physician Order Sheets
against meds available in the med cart.
Completion date: Oclober 1, 2006.

Performance Monitoring to Ensure Solutions
Arg Susiained.

Comtmpharmaciabmpmquamﬁymmngsm
moiiiuv‘sscsﬂ\rmmting; Compietion date: Oclober B, 2006.

& ongoing

4 10/1/086

I

10/6/086

'
!

|
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X410 SUMMARY STATEMENT OF DEFICIENCIES ! PROVIDER'S PLAN OF CORRECTION TS
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED 8Y FULL PREFIX | {EACH CORRECTIVE ACTION SROULD BE CROSS- ' COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) | OATE
F 441 483.65(a) INFECTION CONTROL F 441 . F441483.65(a) Infection Control |
88=D: i ‘-fdi}rretomdntah infection contrel precaubons for
The facility must establish and maintain an : R’wdenlm- _
'infection control program designed to provide a | o %O:mapr : for Residont Affect
. i 1 ] :
! safe, sanitary, and comfortable environment and | CNA involved was immedately ed roqarding
 to prevent the development and transmission of ‘ { infection control precautions with Lcato sgsd ¢
' disease and infection, The facility must establish pr emphasis on mades o
P ; o | . ransmisslon. Completed August 23, 2008,
an infection control program under which it | | 2. Method o Identiy Other Residents Al Risk for 08/23/06
investigates, controls, and prevents infections in i DefidentPracice:
' the facility, decides what procedures, such as | "« Al staff rocelved coples of the facilty's
isolation should be applied to an individual | i infaction controd policies. Compieted
resident, and maintains a record of incidents and | . August 24, 2008, 0B/24/06
 corrective actions related to infections. ' | » Staff were observed by tha Nurse Educator while
:, performing varkous tasks to ensure compliance
i ; mth the palicies, and received instructionfcorrection
This REQUIREMENT is not met as evidenced by | ininstances where policy violations were
[ i | observed. Compieted August 30,200 . 08/30/06
' Based on observations during a wound treatment, | |3 Deﬁuﬂas'enm a{sor ﬁoeDoesCSotR o Ensure
it was determined that facility staff failed to ’. |+ Reviss Infocion ool e o
| maintain infection controi precautions for ; | erwhasisaconmmod,es s :Hng program to e:pand .
; Resident #10. | September 15, 2006 - Gompletion date: 09/15/06

The findings include:

j .

. Awaund treatment for Resident #10 was
observed on August 22, 2006 at 2.40 PM. A

; Certified Nurse Aide (CNA) was assisting the

' aurse during the treatment. The CNA was

i observed removing a "light cover” from the

" resident, folded it up and placed it in the

" roommate's closet prior to the treatment. After
the wound treatment was completed, the CNA

" removed the "light cover” from the roommate's

closet and placed it on the resident.

| Schedule all staff to demonsirate competency in

! handiing contaminated matertals corectly, maintaining
; appropyiale precautions when placing or removing

: resident's clothing and other balongings, proper stosage of
i residents’ belongings, aic, Completion date:

| Seplember 22, 2008 . 09r22/06
4P to Ensure Solutions Are Sustained:

1 Comgile dala from competency obsarvations and prasent at

© quarierly QA mesting. Completion date; October 8, 2006

i {and ongoing). 10/6/06

» | il
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A BUILDING
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4901 CONNECTICUT AVENUE, NW

August 23, 2006

FORM CMS-2567(02-939) Previous Verslons Obsolete Event ID: MGCS1

Facildy (D:  METHODIST

H S
METHODIST HOME WASHINGTON, DC 20008 ]
(4 ID | SUMMARY STATEMENT OF DEFICIENCIES I D | PROVIDER'S PLAN OF CORRECTION (x5
PREFIX | (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- * COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INEORMATION) | TAG | REFERENCED YO THE APPROPRIATE DEFICIENCY) ' DATE
F 514: ; 483.75(1)(1) CLINICAL RECORDS F 514 F514 483.75()(1) Clinical Records
$38=D) -failare to complete discharge summary
' The facility must maintain clinical records on each , for an expired resident. Resident #12.
-| resident in accordance with accepted professional , 1. ive Actiop for Resident
, standards and practices that are complete; Affected by Deficient Practice:
| accurately documented; readily accessible; and | mmy em been
: systematically organized. - August 24, 2006. : ' oar206
? . . . 2. Method to ldentify Other
) The clinical record must contain sufficient Residents At Risk for ;
| information to identify the resident; a record of the } Deficient Practice: i
' resident's assessmants; the plan of care and | ! Medical Records Coordinator has :
' services provided; the resuits of any | ' completed chart reviews for all i
" preadmission screening conducted by the State; ! ! discharged residents {0 identify i
! and progress notes. | axty closed records that do not
| [ have a discharge summary
| i ’ documented. These have been
. < : ; presented to the Medical Director !
! Thls REQUIREMENT is not met as evidenced by | 1 for completion. Aagast 31, 2006. ;
: . 3 M or S ic CI 08/31/06
. Based on the review of one (1} of one (1) closed to Ensure Deficient Practice :
| record, it was determined that the physician failed l Does Not Recur, ,
| to complete a discharge summary for an expired 1 | ¢ Medical Records Coordinator '!-
resndent Resident #12 | will provide to the Medical -
' Director on a weekly basis
. any closed record m which
| The findings include: ! (he Discharge Summary has
-. X " NP uot been completed. L 10/6/08
] Accqrd}ng to the falacalltyS policy titled, Dlscharlge , October 6, 2006 (and ongoing). ! & ongoing
. of a resident 5. a. "The physician or the Home's . e The Medical Director will ;
- Medical Director prepares a Discharge Summary g complete the required :
wuthm 15 days of discharge b. The Discharge ,l documentation during his
Summaryr will include: (1) Diagnosis and weekly visit. -
, Prognosrs . {4) A tofal recap of the resident's stay E October 6, 2006 (and ongoing). & ongoing
] 4. Perft Moni to Ensure
. . i Solutions Are Sustamed.
The resident received hospice care and was ' : Medical Records Coordinator will
pronounced dead by the hospice nurse on June ' monttor t‘li“’ process described
28, 2006. There was no documentation in the above and report compliance
- . quarteriy to the facility’s
. record by the physician to summarize the QA Committes,
resident’s stay. The record was reviewed on October 6, 2006. 10/6/06

I
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CENTERS FOR MEDICARE & MEDICAID SE RVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUP LIERICLIA 02} MULTIPLE CONSTRUCTION [ oxa) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED

A BUILDING
0050138 5. VNG 08/23/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE

4001 CONNECTICUT AVENUE, NW

| METHOCIBT HOME WASHINGTON, DC 20008
04) ID SUMMARY STATEMENT OF DEFICIE CIES - p PROVIDER'S PLAN OF CORRECTION 045
PREFIX ;  (EAGH DEFICIENCY MUST BE PRECEEDE!) BY FULL | PREFIX | (BACH CORRECTIVE AGTION SHOLLD BiE CROSS- | COMPLETION
TAG +  REGULATORY OR LSC IDENTIFYING INF() IMATION) | TAG : REFERENCED TO THE APPROPRIATE DEFICIENCY) OATE
f | THIS FLAN OF CORRECTION 1§ SUBMITTED
F 000 INITIAL COMMENTS _ . F 0005 FOR PURPOSES OF REGULATORY
An annual recartification survey was. conducted ! COMPLIANCE AND AS PART OF THE
- on August 22 through 23, 2008, Thi. following | ! ik bl e Py et
deficiencies were based on obsarve’ 1ons, stafft ' : SERVICES PROVIDED. ASSUCH IT DOES NOT

. and resident interviews and record 1view. The

! CONSTITUTE AN ADMISSION OF THE FACTS
* sample size was 12 residents baset on a census ; OB CONCLUSIONS CITED INTHR SURVEY -
, of 48 residents the first day of surve'r and two (2) ' RRPORTFOR ANY PURPOSE WHATSOE YRR
supplemental records, : |
; |
I .
F 178 483.10(n) SELF ADMINISTRATION OF DRUGS . F 178 433.10{n) Self Administration !
§$=D ; of Drugs - fallurs 1o asesss Resident
' An individual resident may self-adrr - nistar drugs if i dK1 for self adrl'linin‘aﬂon of dmgs
, tha interdisciplinary team, as definet| by §483.20( . seide
I d)2)(i), has detarmined that this pmcﬁceb safe. : ! _
: ! capabifty ko self administer his ’
Thts REQUIREMENT s not met aq evidenced by nitrogiycarin tahlets wers '
e on August 24, 2206. The Interdisciplinary I
; Based on staff interview and recorc: review for team approved resident JX1 to seif "
one (1) supplemental resident, it wils determined administer his medications as a result of J 08/24/06
i tacility staff fafled to I-esident JK1 this agsessment.
. for self-adrnmistratlon of)r;mor. 2 Rm._h._lm__(llﬂ
' f DRSO IUS A s ..‘:,-:..".-.l-.
| The findings include; i ' Practice; |
' PA f Resident JK1' rd fed i © )
review of Residen 8 record (' wealed a ideniify rosidents who heava
| phymcuan s order dated July 15, 2006, * | physician orders b&ﬁﬁ“:ﬂinidﬂ' :
- sublingually wery 5 minutes for 3 d)ses s !
been assaseed per policy. No _
needed for angina.” i
regidents were identifled. | 08/05/08
According to @ hand-written order 1 the August ’
+ 2008 60-day orders signed August 3, 2008, * i
- Resident should be allowsd to kee: nitro in [his/
her] room, Resident should be allo/ed to'use it & Not Beour;
; report use fater to RN.” i e Re-aducsts siaff on ssif-
: . ' administration pollcy.
i The Assessment for Self-Adminis ation of ; 10/06/06
. Medication" form dated April 25, 21106, Indicsted . Completion date: Oct 8, 2006 100
LABGRATORY DIRECTOR'S OR PROVIDERSUPPLIER REF) ESENTATIVE'S BIGNATURE TITLE (%) DATE
il al > AN 1732370 R /1 Ser TN} B 2096

wmmmmmmr}amulmmum may be excysad from comecting providing it is detarmined that
other safeguards provide sufficient protection to the patie) 15, (See instructions.) Except for nursing homae, the findings siated above are disclosable 50 days
foliowing the date of survey whether or not a plan of com: stion is provided. For nursing homes, the abiove findings and plans of correctian ars disclosabla 14
days mwngicilpn:ugite these documents ate made availk) ble to the facility. If deficiencias are ciied, an approved plan of corection ia raguisite to cantinued
pragram part
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 09/01/2006

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A BUILDING
095038 B whe 08/23/2006
NAME QOF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
49801 CONNECTICUT AVENUE, NW
METHODIST HOME WASHINGTON, DC 20008
(x40 i SUMMARY STATEMENT OF DEFICIENCIES boD PROMIDER'S PLAN OF GORREGTION 8)
PREFIX '  (EACH DEFICIENCY MUST BE PRECEEDED BY FULL | PREFIX |, (EACHCORRECTIVE ACTION SHOULD BE CROSS-  COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) POTAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
|
F 178 . Continued From page 4 . F176: o Reviss Twenty-Four Hour Report
i that the interdisciplinary care team denied | ! policy to require inclusion of
! approval to grant the resident the opportunity to ‘ residents being assessed for their
| seif-administer medication. There was no | abllity to seif-administer meds on .
evidence in the record that the resident was re- [ 24-hour report. Completion date: :
| assessed for self-administration of medication. | Oct. 6, 2006 . 10/06/06
, ' i e Review 24-hour report daily 1o ‘
. According to the facility's policy, "Self | | : residonts ;
| Administering Medications”, number 2.2, Section | | f;"ﬁ”.?.’m mmmm'g solt-
, 4, "If the customer self administers his/her Sepl. 1, 2008 ‘
. medications, the inter-disciplinary team must . i ’ i 09/01/06
: assess the patient’s cognitive, physical and visual * Reviow charts of thess residents -
: ability to carry out this responsibility per Center | afler 3-day assessment period to .
: policy.” - ensure assessment has bean 3
, ' compieted. Sept. 1, 2006
; A face-to-face interview was conducted with the 4 P Monito ' 09/01/06
' charge nurse on August 23, 2006 at Engure Solutions stained:
- approximately 11:00 AM. He/she confirmed that | Report findings hﬂg‘u %SUQA
the resident had nitrogtycerin tablets at the ; meeting. date: Oct. 6
; bedside. The record was reviewed on August 23, 2006 Completion . v _
. 2006 ’ - 10/06/06
F 253 . 483.15(h)(2) HOUSEKEEPING/MAINTENANCE F 253’
SS=E | i |
L The facility must provide housekeeping and : :
. maintenance services necessary to maintaina | | }
| sanitary, orderly, and comfortable interior. | l |
| | ;
This REQUIREMENT is not met as evidenced by | | '
Based on observations during the survey period, ' . ; ) .
it was determined that housekeeping and ~ The light dust in the identified
maintenance services were not adequate to instances did not negatively impact
ensure that the facility was maintained in a safe resident care and has been
and sanitary manner as evidenced by soiled " addressed as indicated on the
exhaust vents, base surfaces on mechanical lifts followin .
and bathtubs; dust on top of closets and tables; . g page.
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FORM APPRQVED
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$TATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
095038 B. WING 008
| NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
: 4901 CONNECTICUT AVENUE, NW
ME IST HOME
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o4} 10 SUMMARY STATEMENT OF DEFICIENCIES ' mo PROVIDER'S PLAN OF CORRECTION x8)
PREFIX :  (EACH DEFICIENCY MUST BE PRECEEDED BY FULL ' PREFIX . (EACHCORRECTAVE ACTION SHOULD BE CROSS-  COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG . REFERENCED TO THE APPROFPRIATE DEFICIENCY) DATE
! |
F 253 : Continued From page 2 F 253,
and marred chalrs, tables and foot boards in ‘ F 253 1
) ' i -
residents’ rooms. .
| 1. The light dust (dentified during tour
i The findings include: ‘ ; was removed on the interior surfaces
I of exhaust vents behind the grates in
i 1. The interior surfaces of exhaust vents in | all cases, . 08724/06
! rasidents’ rooms and common areas were soiled | 2 Grates were removed and the interlor
» with dust in the following areas: d°f 6:" &xwﬁ vgt;;m jm u::’
LSt on T and no ol
' First Floor Rooms 145, 147,153, 169 and bathing | e f‘f““i‘;ﬁ “ﬂ:ﬁ;‘ﬁ 08724/06
: room in five (5) of nine (9) observations between | “1‘1'_ f:’ i o dm’:’““‘ |
[ 11:10 AM and 12:30 PM on August 22, 2006. 5 s e o uz:.men on —
| d '
s 4. The Mai Sy 4 is
, Second Floor Rooms 249 and 261 in two (2) of TRl =< se oo priimbjstived
| nine (8) observations between 8:37 AM and 12:10 | ‘ rounds. This information will be entered ,
| PM on August 23, 2006. ‘ ; on the Quarterty QA report and morttored. 08/28/06
. 2. The base surfaces of mechanical lifts and ! !
‘. ! bathtubs were soiled with accumulated dust on i
' : the first and second floors between 4:00 PM and | F2539.
' 4:45 PM on August 22, 2006 and 11:10 AM and !
: 12:10 PM on August 23, 2006. ' I, The light dust identified on the mechanical
i : Lift and tube during tour
+ 3. The top surfaces of tables and closets were | : was removed in all cases. 08/23/06
1 soiled with dust and debris in rooms 145, 148, ¢+ 2 Alllifts and tubs were checked for
- 247, 249, 253 and 256 in six (8) of 18 f | dust on flat surfaces and no others f
- observations between 11:10 AM and 12:30 PM on “ ! were found to have dust. 08/23/06
* August 22, 2006 and 8:37 AM and 9:30 AM on | | 3 Tn-service conducted and documented
August 23, 2006. ‘ with all Light Duty Technicians on
: || proper cleaning procedures,
4. The frontal areas of chairs, tables and foot _Ho;:jmp’:f ‘;"“‘“S“““’;‘S Apcvind
poards were marred and scarred in residents’ I& & weekly/monthly dusting of lifts and
reoms. 4. The Housekeeping Supervisor is aware to Oof0ei0s
: tor light dusting c .
First Floor Rooms 148, 147, 151.and 153 in four ( ey ril:;s “f““gm;"‘b:m
4) of nine (9) observations betwesn 8:37 AM and . on the Quarterty QA report and monitored.
12:10 PM on August 22, 20086. ] 09/06/06
. |
FORM CMS-2567{02-39) Previous Versions Obsolete Evert ID: MQCS11 Faciliy ID:  METHODIST if continuation sheel Page 3 of 18



Statement of Deficiencies
And Plan of Correction

Identification # 095038

E 2533

The light dust identified during tour

was removed in all cases.

Al resident rooms were checked for
dust on flat surfaces of dosets and
furnishings and no others were found

to have dust,

In-service conducted and documentsd
with afl Light Duty Technicians on
proper cleaning procedures.
Housekeeping assignments updated to
indlude weekly/monthly dusting where
dust waa identified in resident rooms.
The Housekeeping Supervisor is sware to
monitor light dusting checks on weekly
rounds. This information will be entered
on the Quarterly QA report and mondtored.

F2534.

The identified surfaces, of chairs,
table legs and foot boards will be

All resident rooms and common areas to

be surveyed by staff to determine and

and achedule cleaned/repaired if identified.
Condition of furniture will be added to daily
housekeeping and maintenance rounds.
The Supervisors are aware to repair damage
as discovered. This information will be

enteved on the Quarterty QA report
and monitored.

Page 3(a) of 18
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08125006

09/06/06

09/06/06

09/29/06

09/29/06

09/29/06

09/23/06
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NAME OF PROVIDER OR SUPPLIER

METHODIST HOME

STREET ADDRESS, CITY, STATE, ZIP COOE
4301 CONNECTICUT AVENUE, Nw

WASHINGTON, DC 20009

4D SUMMARY STATEMENT OF DEFICIENGIES M PROVIDER'S PLAN OF CORRECTION T xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX | (EACHCORRECTIVE ACTION SHOULD BE CROSS-  COMPLETION
TAG REGULATORY OR L3C 1DENTIFYING INFORMATION) | TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
| 1
[ ; :
F 253" Continued From page 3 . F253
~ Second Floor Rooms 249, 2563 and 256 In three | |
3) of nine (9) observations between 8:37 AM and |
' 12:10 PM on August 23, 2008. | g ,
| F281 483 20 (k¥3)() - Comprehensive Care !
F 281' 483.20(k)(3){)) COMPREHENSIVE CARE PLANS F 281 Plans - .
sS=D| | failure lo disqard expired medications d
' The services provided or arranged by the facility | + 1. Comective Action for Resident Affected ’
! must meet professional standards of quality. 1 _ Deficlent Practics:
'. ' | The interim med box was replaced on the day
_ . ﬁa deficient finding. Completsd August 22, 08/22/06
! This REQUIREMENT is not met as evidenced b " ;
g y 2 ethod o denty Oter Residonis At Risk |
L , _ \ Deficlent Practice:
Based on observations during the survey period, No resident received expir expired meds from the :
| it was determined that facility staff failed to interim box. Completed August 22, 2008, . 0B/22/06
! discard expired medications. ; 3 g‘leﬁwmas or Systemic Changes to Ensurg [
j . ) [ eficient Practice Does Not Recur; |
:. The findings include: o The night shift nurse wil § {all med :
' On August 22, 2008, the locked interim recrved in the locked interim box weeldy
! ] : . when box s defivered. Any meds with
« medication box, located in the medication room at expiiation dates that prio 1o the and
. the 2nd fioor nursing station was inspected. The ' of the month will be rectu: Grun' ed to ph
 expiration date written on the interim medication | and replacements requested.
. box was "8/08". This indicated that the ii Implementation d at:'q Auqust 29. 2006 :
, medications in the box were valid until the end of i ideo@Rl vgust <5, . 08/29/06
E the month and the box should be returned to the : '« Nusng policy'will badiy to support :
5 contract pharmacy by August 31, 2008, . | thi 8 practioo. Al nurses m‘lalmbepetrd ained on
- The interim medication box was opened and I ' mmiﬂmoi!:ﬁ 20% .
. medications were randomly inspected. Nine (9) | : ’ 10/08/06
- of 10 Nitrofurantoin 100 mg capsules had an ' 4 Perfom ;
expiration date of August 2, 2006. The . Solutions Nawnzd.m Ensure
* Nitrofurantoin capsules were available for use 20 The tioht nirsa will reco:
" days after they had expired. There was no | bo® D right rurse wil report weekly o the
) . 4 ON any expired meds received from the
evidence that any resident _had received this pharmacy. Findings will be documented
medication after it had expired. . and presented at the quarterty QA 9/05/06 &
| meeting. implementation data: Ssptember ongoing
i 5, 2008 (and ongoing).
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
_ 095038 8. WING 08/23/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
OME 4901 CONNECTICUT AVENUE, NW
METHODIST H WASHINGTON, DC 20008
(X4 1D - SUMMARY STATEMENT OF DEFICIENCIES ‘ D ! PROVICER'S PLAN OF CORRECTION ' {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS- COM;;EET'ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG REFERENCED TO THE APPROPRIATE DEFICIENCY)
" ' . F308 483.25 Quality of Care
F 309 483.25 QUALITY OF CARE F 309, tailurs to obtain pacemaker check per
$S=D " physician
Each resident must receive and the facility must ' P{W Con;gvﬂe, f:rcégnsi?e n;#s.' dent
provide the necessary care and services to attain ‘ W—-—‘}LQG—”———I Affected b
or maintain the highest practicable physical, The eficient Fractice: .
mental, and psychosocial well-being, in | pacemaker check was obtained for the
accordance with the comprehensive assessment | Iresident. Completed August 24, 2006. 08/24/06
and plan of care. . 2. Method fo Identify Other Residents At Risk
f for Deficient Practice:
' . Medical records of the 3 residents in the Heaith
" - Care Center who have
' This REQUIREMENT is not met as evidenced by | reviewed 1o determine I ppxn':‘;k;m i
- _ o - were current per physiclan orders. None was |
. Based on record review and staff interview for | found deficient. Completed August 28, 2006, | 08/28/06
t one (1) of 12 sampled residents, it was | 3. Measures or Syetemic Ch o E
| determined that the facility staff failed to obtain a Deficient Practios Doss Not R nsure
pacemaker check per physician's orders for one ( . Wu“___l___ acm .
" 1) resident. Resident #6. mer:\sd-\:)} t?n ﬂnuemt;r]ewew TAR; durt |
-the-month changeover '
The findings include: 6nsure orders have been property
i . lranscribed and datesftimes for pacemaker
A physician's order initiated on June 23, 2006 checks have been identified (.o. "blocked
directed,"Pacemaker check every July-October- off’} on the new month’s TAR.
| January”. Implementation date: September 1, 2008  09/01/06
| A review of the resident’s recard revealed that : (and ongoing). e
. view T ;
- there was no evidence that a pacemaker check | y m’:‘f’:ﬁ (W‘zg_ ?19 TW;?:cid by the night shift
had been completed at the time of this review. i our s} 10 ansure
| paoem_aker checks have been completed
A face-to-face interview was conducted with the according lo schedule. Any pacemaker
. charge nurse on August 22, 2006 at 4:12 PM. He ‘ checks that have not been comploted as
/she acknowledged that the pacemaker check | scheduled will be reported to the DON the
was not done in July and had not been completed next day for follow up. Implementation 09/01/06
at this time. The record was review on August 22 - date: September 1, 2008 (and ongoing). & angoing
» 2006. ' 4. Performance Monitoring to Ensure
- Solutions Are Sustained:
Results from the nightly reviews are presented
to the facility's Quality Assurance (QA)
Committes quarterly. Implementation date: —09/30/06 ]
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' pintment to the right heel. Sterile 4 x 4 gauze .
pads and sterile gauze were applied to the wound

Completed August 30, 2006.
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F 314 | 483.25(c) PRESSURE SORES F 314" F314 483.25¢ Pressure Sores
59701 Based on the comprehensive assessment of a - 1aike6 o maintain cloan technique

. Bas while administerin

- resident, the facility must ensure that a resident Resident #10 g the reatment fo
who enters the facility without pressure sores | . . .
does not develop pressure sores unless the 1. Comective Actlon_ o Resd_en
individual's clinical condition demonstrates that | mted by Deficient Practice:
they were unavoidable; and a resident having Nurse involved was immediately

| pressure sores receives necessary treatment and | . educated regarding proper techniques
services to promote healing, prevent infection and | tobeusedwhen changing residents’ .

' prevent new sores from developing. ! ' dressings. Completed August 23, | 08/23/06

_ 2006,

. 2. Method to f
This REQUIREMENT is not met as evidenced by Residents At Rilgke_nfgy Del%'gﬁ;
éased on observation of a d treatment for i Pracice:

1 woun en H . .

- one (1) resident, facility staff failed to maintain e Lﬁ'ﬁnmﬂ”m received copies

| clean technique while administering the treatment o the facllity’s dressing change

' The findings include: * The Skin Care Book was

reviewed to identify residents
A wound treatment for bilateral necrotic heels was requiring dressing changes
observed on August 22, 2006 at 2:40 PM. The ' {including skin tears since no
nurse washed hands, donned gloves and | additional residents have
removed the slippers and dressings from the left * pressure ulcers). Completed
and right heels. The right heel had an _ ust 24 2006‘ P ,

; approximately one (1) inch areas with a small ' Aug ! ' ) ' 08/24/06
amount of blood present. The left heel had no . * Nurses were observed performing :
drainage. After washing hands, the nurse picked ! dressing changes by the Nurse
up the box of gloves and donned clean gioves. | Educator to ensure compliance
The nurse cleaned the right hee! with 4 x 4 gauze with the dressing change
pads previousiy moistened with normal sterile protocol. Staff received

' saline (NSS). He/she then picked up the tube of | instruction/correction in instances
enzymatic ointment, applied the ointmentontoa | ' where protocol was violated
sterile cotton tipped applicator and applied the ) 08/30/06
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{- pair of clean (non-sterile) gloves can be used to |

treat multiple ufcers on the same patient 1f this is |
| done, start with the cleaner appearing wounds |
| and move to the larger and Jor most |

contaminated appearing wounds. When in doubt, |

change gloves between uicers. Do not
contaminate dressing supplies and wound care

" containers (i.e., solution bottles) with gloves that
have been in contact with the ulcer. ”

The nurse administered the wound treatment to
the cleaner wound first. Additionally, the nurse
picked up a box of gloves, squeezed ointment '
from a tube, opened packages of gauze pads and
a bottle of NSS without washing hands and
changing gioves between these actions.

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ; 1D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS-  COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIOM) t TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) ! CATE
1
' !
. . |
F 314 Continued From page 6 | F314] 3. Measures or Systemic Changes
The nurse opened three (3) packages of 4 x4 | | to Ensure Deficlent Practice
" gauze pads, unscrewed the bottle of NSS and Does NotReaur:
poured the NSS onto the gauze pads. Hands » Expand current infection control
were not washed and gloves were not changed ‘ education to emphasize clean
' vefore the nurse cleaned the left heel and applied | drassing change technique. - /15/061
ointment and a dressing. 1 Compietion date: September 15, | i 09 :
' ! 2006.
' The Nationai Pressure Ulcer Advisory Board, “ I |
Frequently Asked Questions, Wound Infection ' \ ° dScheduSIg e:l;numestt: i
| and Infection Control, * web site www.npuap.org/ , erno_n 2 aaTpe ney n ]
| woundinfection.htmnl <http://www.npuap.org/ dressing change lechnique with
' woundinfection.html>, reveaied the following: i specific emphasis on infection !
[ control. Completion date: .
| In the response to question #309, " Care ‘ September 22, 2006. ; 0922/06
' providers should wash their hands before they 4. Performance Monitoring to :
! $?eovte dretssin?s fr_or‘nt thttre1 (d(;’essipg) pglckage in ; Ensure Solutions Are Sustained:
r to not contaminate the dressings by i | Compile data from compet
reaching into the package with soiled hands and/ . obg;?v ations and pfese‘:: marteriy
o gloves. ‘ QA meeting. Complation date:
: According to the response of question #10, ™ One| October 6, 2006. 10/06/06
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'; ! ' F315 483.25(d) - Urinary incontinence — - - - |
Fsglg | 483.25(d) URINARY INCONTINENCE i F 315 faiure 1o perform complete incontinent -
' Based on the resident's comprehensive ' di > Elmftro: RleJSIﬂdent #8 who was
assessment, the facility must ensure that a 1 % wih a o
 resident who enters the facility without an I - Corrective Action for Residents Affected
indwelling catheter is not catheterized unless the | by Deficient Practice:
resident's clinical condition demonstrates that Resident #8's Minimum Dala Sets were
| catheterization was necessary; and a resident | . reviewed for the previous five quarters. She
who is incontinent of bladder receives appropriate | . was assessed as incontinent throughout the
treatment and services to prevent urinary tract | . entirety of this peried. Required assessments
infections and to restore as much normat bladder | cannot ba documented retrospectively |
: function as possible. | | Completion date: August 25, 2006. | 08/25/06|
| | 2. Method to Identify Other Residents At Risk | |
This REQUIREMENT is not met as evidenced by | for Deficient Practice; | |
: » Minimum Data Sets have been reviewed for|i ,
' | .
Based on observation, interview and record al re;:d?n ts who were assessed in the ?
' review for one (1) of 12 sampled residents, it was month of August and who are scheduled for
. determined that facility staff failed to perform a assessments in the month of September. |
| complete incontinent assessment for Resident #8 Compietion date: August 31, 2006. ' 08/31/06
who was diagnosed with a urinary tract infection, e Residents coded as incontinent have a
o r documented assessment to indicate
 The findings include: r additional interventions, i any, that should
_ _ | be implemented. Completion date: August |
1 A review of Resident #8's record revealed that the 31, 2008, v 08/31/06
| resident was coded as incontinent of bowel and 3 Nieasu )
bladder in Section H (Continence in the last 14 Y : 9"“C E ?::Jt . 5 1o Ensure)
days) on the Quarterly Minimum Data Set Reviss | . L
assessment completed July 20, 2006. } ¢ Revisa incontinence Assessment Tool to
i | Include all factors listed in the
The resident was diagnosed with a urinary tract Incontinence Assessment Policy.
1 infection on July 12, 2006 and treated with an oral ! Completion date: September 15, 2008, 09/15/06
» course of antibiotic therapy. According to a _ * Re-educale staff on implementation of the
“ notation by the physician on the laboratory report Incontinence Assessment Policy and
. for the urinalysis, the resident had a history of related documentation requirements. -
chronic renal insufficiency. Completion date: September 22 2006. 09/22/06

According to the facility's policy entitied, *
Incontinence Assessment” dated January 23,
2006, page 1, under #3, "Monitor, record and
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LY

F 315! Continued From page 8
|

| evaluate information about the resident's bladder |
“habits, and continence or incontinence including: |
a. voiding pattems (frequency, volume, time, '
i quality of stream etc.) ...e. Response to
"interventions.” i

| There was no evidence in the record that a

: complete assessment had been performed,
lincluding the resident’s voiding pattern and

i response to interventions.

I

' A face-to-face interview was conducted with the

'| charge nurse on August 22, 2006 at 9:30 AM. He
: Ishe acknowledged that there was no record of a
“voiding pattern for Resident #8 and no evaluation
i for specific interventions. The record was

- reviewed August 22, 2006.

F 329 | 483.25(13(1) UNNECESSARY DRUGS
$8=D '
; Each resident's drug regimen must be free from ‘
- unnecessary drugs. An unnecessary drug is any
. drug when used in excessive dose (including '
- duplicate therapy): or for excessive duration; or ‘
| without adequate monitoring; or without adequate
" indications for its use; or in the presence of
adverse consequences which indicate the dose |
should be reduced ¢r discontinued; or any
. combinations of the reasons above.

' This REQUIREMENT is not met as evidenced by |

Based on observation, staff interview and record
review for four (4) of 12 sampled residents, it was
determined that facility staff failed to monitor the
behavior of residents receiving antipsychotic

T
I

£ 315' « Provide guidance and instruction to the
| interdisciplinary care plan team and MDS
Coordinator regarding use of Resident
Assessment Protocols to support the
assessment of incontinence, and to
develop appropriate care
plans/management strategies.
Completion date: September 22, 2006, . _
» Monitor documentation on the ks,
| incontinence Assessment Tool monthly to
ensure compliance with policy. Document |
variances and report to DON.
| Implementation dale: September 29, 2006
(and ongoing). . 09/2806
4. Performance Monitoring to Ensure & ongoing
' Solutions Are Sustalned:
Compile data from monitoring activity monthily
' for presentation to the facility's Quaiity
, Assurance (QA) Committee. Implementation
F 329, dale: October 6, 2008 (and ongoing). © 10/06/06
- F329 483.25()(1) - Unnecessary Drugs
- failure to monitar behavior of residents
receiving antipsycholic {psychoactive) meds.
1. Corrective Action for Residents Afiected
' by Deficient Practice: i
Behavior monitoring sheets were instituted for
the 4 residents identified during the survey who
had this deficient practice. Completion date:
1, 2006, P 09/01/06
2. Method fo Identify Other Residents At Risk
: for Deficient Practice:
» Residents receiving psychoactive
medications wers identified using the
Psychoactive Medication Report generated

by the pharmacy. Completion date: 09/01/06
September 1, 2006.
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' cont | i
F 329 Continued From page 9 F 320 In addition to the behavior monitoring !
! - . sheets already in place for residents
. medications. Residents #2, 3, 4 and 5. _ | receiving antpsychoticmeds, thes sheels '
The findings include: were also instituted for residents receiving
' antidepressants, hypnotics, and anxiolytic |
| 1. Facility staff failed to monitor behaviors for | | drugs. Completion date: September 1,
Resident #2 who was receiving an antidepressant | 2008. ! 09/01/06
medication. | +3.  Measures or Systemic Changes to Ensure
; A review of Resident #2 ; . ' Deficient Practice Does Not Recur: '
review of Resident #2' s record revealed a Develop policy regardin rlate uce
physician's order initiated on December 20, 2002 . | ¢ of m;ﬁm?;n ng mm Il
and most recen@ly renewed August 3, 2008, ‘ ‘ Completion date: September 15, 2006, 09/15/06
Zoloft 25 mq daily and Zoloft 25 mg 1/2 tab daily Educat ‘ -
_ . 4 [ . e staff on implementation of the
+ to equal 37.5 mg daily for depression”. There was . 3 dcormaiil tation 10 be
. no evidence in the record that facility staffhad | ! policy s o
| identified or monitored depressive behaviors. . induded on the Behavior Monitoring

| . Sheets. Cornpletion date: September 30, i 09/30/06
A face-to-face interview was conducted with the 2006.
charge nurse on August 22, 2006 at 10:55 AM. | | 4. Performance Monitoring to Ensure
' He/she stated, "We don't monitor behaviors for ' Solutions Are Sustained.
. antidepressant medication” | '« Review Behavior Monitoring Sheets ona
| The record was reviewed August 22, 2008. l - monthly basis for all residents listed on the |

Psychoactive Medication Report generated

+ 2. Facility staff failed to monitor behaviors for |

by the pharmacy. Completion date: 10/1/06 &
ﬁe;gizr;:}? who was receiving an anhdepressant | October 1, 2006 (and ongoing). 1 ongoing
. Determine compliance with policy and
| A review of Resident #3's record revealed a appropriateness of documentation.
. physician’s order initiated on admission and most » Report quarterly to the facility’s Quality
recently renewed August 3, 2006, "Zoloft 100 mg | i Assurance (QA) Committes. Completion
daily for depression." There was no evidence in date: October 8, 2006 {and ongoing). 10/6/06 &
_the record that facility staff had identified or angoeing

monitored depressive behaviors. '
" A face-to-face interview was conducted with the |
charge nurse on August 22, 2006 at 10:55 AM.
He/she stated, "We don't monitor behaviors for
antidepressant medication.” . |
The record was reviewed August 22, 2006.
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3. Facility staff failed to monitor behaviors for
! Resident #4 who was receiving a medication for
. insomnia.

] A review of Resident #4's record revealed a

| physician's order initiated on July 6, 2006 and

| most recently renewed on August 3, 2006, "

| Trazodone HCL 50 mg tablet 1/2 tablet by mouth

| at bedtime for Insemnia®™. There was no evidence

"in the record that the facility staff had identified or
monitored the effects of the medication.

A face-to-face interview was conducted with the

| charge nurse on August 22, 2006 at 10:55 AM.

| He/she stated, "We don't monitor those kinds of
behaviors." The record was reviewed August 22,
20086,

! 4. Facllity staff failed to monitor behaviors for
| Resident #5 who was receiving an antidepressant
medication.

| A review of Resident #5's record revealed a

- physician's order renewed August 3, 2006,

1 “Zoloft 25 mg daily for depression” There was
no evidence in the record that facility staff had
identified or monitored depressive behaviors.

A face-to-face interview was conducted with the
' charge nurse on August 22, 2006 at 10:55 AM.
' He/she stated, "We don’t monitor behaviors for
antidepressant medication.” The record was
reviewed August 22, 2006.
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1 i i |
F 371 | 483.35(i){2) SANITARY CONDITIONS - FOOD F 371| F371 483.35(i)(2)
SS=E . PREP & SERVICE | SANITARY CONDITIONS - FOOD
, ~ PREP & SERVICE
- The facility must store, prepare, distribute, and I. The dish machine curtains were re-
serve food under sanitary conditions. cleaned and sanitized. $/24/06
| : 2. Ecolab, our chemical company, was '
| notified about replacing our curtain, ' 8124106
| 3. Director reviewed process and in- |
: serviced the utility s1aff on proper !
. This REQUIREMENT is not met as evidenced by ‘ | sanitation and breakdown of the Dish |
: | machine. 8/24/06
' Based on observations during the survey period, | | 4 Dining Services Director and Asst. !
it was determined that dietary services were not | Director will monitor compliance on a |
adequate to ensure that foods were served and ; monthly basis & present (o the
' prepared in a safe and sanitary manner as | Administrator for review. Will then be
evidenced by: soiled slats on the dish machine, | presented on a quarterly basis to the 5
| hotel pans and sheet pans. These observations | ' Quality Assurance Committee, with '
~were made in the presence of the Director of | ! subsequent plans of correction developed | 8/23/06 and
' Dietary Services. - | and implemented as necessary. ; ongomng
| The findings include: ‘ | 1. Entire amount of hotel and sheet pans
1 were rewashed and sanitized by the utility |
' 1. The outer surfaces of plastic slats on the dish | staff and supervised by the Director. :
' machine were soiled with food and mineral i | 2. Director reviewed chemicals that are used | 3/23/06
' deposits on the soiled and clean side in one (1) of | | at the pot sink as well as the ware
, one (1) observation at approximately 2:00 PM on | washing procedure. 8723106
August 22, 2006. 3. Director had in-service with entire ulility
: _ | staff on proper procedures for Pot and |
! 2. Hotel pans (14 x 24 x 4 inches) washed in the | - Pan washing, . 8124406
| pot and pan wash area were rot thoroughly ' 4. Director & Asst. Director will monitor
| cleaned of food residue and grease and allowed compliance on a monthly basis & will
; to dry before reuse in seven (7) of nine (9) ! present to the Administrator for review,
observations at approximately 3:00 PM on August | Will then be presented on a quarzerly
22, 2006. basis to the Quality Assurance Committee
! : with subsequent plans of correction " 8/25/06 and
3. Sheet pans were stored with grease and developed and implemented as necessary.  ongoing
residual food particles on the inner and outer
surfaces and not allowed 1o dry before reuse in
eight (8) of nine (9) observations at 3:15 PM on
August 22, 2006.
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- |
F412' 483.55(b) DENTAL SERVICES - NF | F 412{ F412483.55(b) Dental Services
$5=0| _ . - failure to provide annual dental screen
' The nursing facility must provide or obtain from for 2 of 12 residents.
. an outside resource, in accordance with §483.75( 1. Corrective Action for Residents Affected
h} of this pan, routine (lo the extent covered '| by Deficient Practice:
' under the State plan); and emergency dental ' i Dental referrals for residents affectod
| services to meet the needs of each resident; | | by this deficient practice have been
must, if necessary, assist the resident in making _ p el
- appointments; and by arranging for transportation | | forwqrﬁlt:sﬁ’ze Mobldq Denéigt, ot '-
to and from the dentist's office; and must | | PPN IR pacing. Lomproion ]
promptly refer residents with lost or damaged | | date: September 7, 2006. 09/07/06
dentures to a dentist. ' | 2. Method to Identify Other Residents At
' r Risk for Deficlent Practice:
| Medical records for all residents have
. This REQUIREMENT is not met as evidenced by | | been reviewed to identify f annual dental
| [ | Screens have been completed. Referrals
' Based on observation, staff interview and record | | have been forwarded to the Moblle Dentist
' review for two (2) of 12 sampled residents, it was ! | for the 4 residents identified. Completion
determined that facility staff failed to provide an | date: Soptember 7, 2006. 00/07/06
annual dental screen. Residents #2 and 8. | 3. Measures or Systemic Changes io Ensure

'The findings include: | | o Seficent Practics Doss Not Recur:
g ' | i Residents’ annual dental screens have now been

1. Facility staff failed to provide an annual dental ! | Scheduled lo coincide with the annual History
. screen for Resident #2. . and Physical examinations. Completion date: 10/2/06 &
- October 2, 2006 (and ongoing). ongoing
' A review of Resident #2's record revealed thata | . 4. Performance Monitoring to Ensure Solutions
dental screen had not been conducted within the | Are Sustained.

past 13 months. |

Monitoring will be accomplished by randomly comparing
| . the annual dental screen schedule with dental consults

A face-to-face interview was conducted witha | . v 2 y
 social worker on August 22, 2006 at . filed in the medical record. Findings will be reported

“approximately 11:00 AM. He/she acknowledged . Quarterly in the QA meeting. Completion date:
that the dental screen has not been done and | October 6, 2006 (and ongoing). 10’51:3‘5 &
stated, “The request for the mobile dental unit - ongoing

‘was sent on August 1, 2006 and we [the facility)
are waiting for the dental visit."
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1 | |
I ! |
+ ;’ ‘ !
F 412 Continued From page 13 ' Fd412
' There was no evidence in the record that the
. resident had experienced mouth pain or weight
| loss. The record was reviewed August 22, 2006.
| . . .
2. Facility staff failed to provide an annuai dental |
| screen for Resident #8. |
: [ |
A review of Resident #8's record revealed a \ ' |
dental screen dated April 21, 2003. There was no ‘ |
| evidence in the record that the dentist had
screened the resident after April 21, 2003. |
1 |
| |
A face-to-face interview with the Director of | |
- Nursing was conducted on August 23, 2006 at 9: |
' 20 AM. Hesshe stated, "When we meet for care ,
| conference, we review dental screens and make
| sure each resident has had a screening yearly.
| This just fell through the cracks." ‘
There was no evidence in the record that the |
I resident had experienced mouth pain or weight i
loss. The record was reviewed August 23, 2006. { |
L |
F 426  483.60(a) PHARMACY SERVICES - ! F 426| F426 483.60(a) Phanmacy Services- Procedures
ss=D PROCEDURES i | -failure to administer prescribed medications and
i co-mingling of non-prescribed medications with
A facility must provide pharmaceutical services { prescribed medications.
including procedures that assure the accurate 1. Mgw_fwmm
by Deficient Practics;
acquiring, receiving, dispensing, and All nonprescribed medcalions have been
administering of all drugs and biologicals) to meet D
the needs of each resident. removed fram the medioalion carl and are
. not avallable/adminletered o the residenL
; Completion date: August 24, 2008. Q8/24/08

{1) supplemental sampled resident, it was

This REQUIREMENT is not met as evidenced by |

Based on observations and record review for one .
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' ! ! !
F 426 i Continued From page 14 . F426. 2 Method bo identify Other Residents At
determined that the_ facility failed to administer MARs of all residents have been compared against
prescribed medications and ce-mingled non- medications curently administerad 1o ensure only

| prescribed medications with currenfly prescribed
| medications. Resident JK1.

prescribed meds are avallable/administerad to
; residents. Completion date: Seplember 1, 2006. || 09/01/07
3. Measues or Sysiemic Changes to Ensuo
Deficient Practics Does Not Recur: |
s Advise residents and tamily members who |
accompany residents io medica appointments |
that all prescriptions received must be provided
to the nursing elaff. This includes meds provided
from pharmacies other than the facility’s ‘
contraci phamacy. Completion date; October 6, | 0/6/06

| The findings include:

I An inspection of the medication cart revealed 32
medications for Resident JK1, dispensed from

i four (4) different pharmacies other than facility’s

| contract pharmacy.

The physician’s orders signed on August 3, 2006 | " ﬁiw@' for residents on the & ongong
prescribed 17 routine medications and four (4) as | | eekdents Posm Ewsc'mme“m'“&"" ,:"ﬂm
needed medications. All 21 medications were | date: October 6 2006(311&190{:;)} 10/6/06

' present in the medication cart. - |« Expand the consultant pharmacist's role to Include & °"9°"9

| monthiy Physici

' In addition to the prescribed medications, six (6) [ agmarrm?v?lﬁeh mernedovgt&“'s

| medications currently not prescribed were co- : Completion date: Ociober 1, 2006. 10/1/06
mingled in the medication cart,Uitram 50 mg, i . 4. Perormance Monitoring to Eneure Solutions
Synthroid 0.1 mg, Altace 5§ mg, Fosamax 70 mg, | |
Docusate Na 100 mg and Citracal (Calcium 630 | Consultant Pharmaciat b report quarterdy on findings at

- mg and Vitamin D 400 International Units), ‘. faciity's QA meeting. Completion date: October 6, 2006, | 0/0/08
, Buring observation of medication pass on August | | i

23, 2006 at approximately 8:45 AM. two (2) of the | '

' six (8) non-prescribed medications were

. administered to the resident, Citracal and ‘

' Docusate Na.

A face-to-face interview with the medication nurse |

was conducted on August 23, 2006 at 11:30 AM. | . i
' Hefshe acknowledged that the Citracal and - | :

Docusate were not prescribed by the physician

and additional medications not prescribed were

ca-mingled with currently prescribed medications.

The record was reviewed on August 23, 2006.
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Based on observations during a2 wound treatment,

it was determined that facility staff failed to |
maintain infection control precautions for ,
'; Resldent #10. |

- The findings include:

| ;

. A wound treatment for Resident #10 was
observed on August 22, 2006 at 2:40 PM. A
Certified Nurse Aide (CNA) was assisting the
nurse during the treatment. The CNA was

. observed removing a "light cover” from the

. resident, folded it up and placed it in the

. roommate’s closet prior to the treatment. After |
the wound treatment was completed, the CNA !
removed the “light cover” from the roommate's

" closet and placed it on the resident.

| 3. Measures or Systemic Changes lo Ensure

(X410 - SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE CROSS- ' COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) | DATE
F 441 483.65(a) INFECTION CONTROL F 441 . F441483.650) Infection Control '
58=D . fsl;u‘a to maintaln infection contrl precautions for
The facility must establish and maintain an ans:dent#w. i ,
infection control program designed to provide a T %”M@ﬂ
tsafe, sanitary, and comfortable environmentand | CNA involved was immediatoly od regarding
o prevent the development and transmission of [ infleclion :
! v ; = . | 1 in control precautions with emphasie on modes of [
disease and infection. The facility must establish i ransmission, Completed August 23, 2006,
an infection control program under which it | .3 !!gmg;i_io Identify Other Residents At Risk for 08/23/06
investigates, controls, and prevents infections in | | Deficient Practice;
the facility; decides what procedures, suchas | |« Al staff recelved copies of the facility's
isolation should be applied to an individual ' infaclion control poficies. Completed
 resident; and maintains a record of incidents and . August 24, 2008. 08/24/06
. corrective actions related to infections. ¢ = Staff were observed by the Nurse Educator while
performing various tasks o ensure compliance
with the policies, and racsived instruction/correction
. This REQUIREMENT is not met as evidenced by | in instances where poficy violaons were
: observed. Completed August 30,2008 . 08/30/06

Deficient Practica Doas Not Recur:

" = Revise Infection control training program to expand

emphasis on modes of ransmission. Completion datw
September 15, 2006,

» Schedule dlstaﬁtoderrmsmoorwetencyh
handiling contaminated malerials coreclly, maintaining
apgropdasta precautions when placing of removing
resident's clothing and other belongings, proper storage of
regidents’ belongings, elc. Completion dats: 09/22/06
September 22, 2008,

4, 'a v,

09/15/06

Nance itoring ione Arg Sustaine
i Compile data from competency observations and present al _

quarterly QA meeling. Completion date: Oclober 8, 2008

(and ongoing). 10./6/06
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(XD | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION (x8)
PREFIX | (EACH DEFICIENCY MUST BE PRECEEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- - COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | ¥AG | REFERENCED TO THE APPROPRIATE DEFICIENCY) = OATE
F 514 483.75(1)(1) CLINICAL RECORDS F514'  pe14.483.750)(1) Clinicsl Records
88=D, -failure to complete discharge summary
i The facility must maintain clinical records on each | , for an expired resident. Resident #12.
resident in accordance with accepted professional| | 1. Cormective Action for Resident
standards and practices that are complete; ‘ ' Affected by Deficient Practice:
accurately documented:; readily accessible; and | Discharge Summary has been
systematically organized completed by the Medical "y
' ' Director. August 24, 2006. | 08/24/06
- . . r Catertl ] i !
| The clinical record must contain sufficient 1 aﬁaﬁ!‘)ﬂﬂm—! At Risk fgu‘e‘
" information to identify the resident; a record of the Deficient Practice:
| resident's assessments; the plan of care and ' Medical Records Coordinator has !
' services provided; the results of any | completed chart reviews for all (-
preadmission screening conducted by the State; | discharged residents to identify . |
and progress notes. } any closed records that do not ;
| : | have a discharge sumoary ;
documented. These have been -
; ; : presented to the Medical Director '
| Thls REQUIREMENT is not met as evidenced by ‘ for completion. August 31, 2006, ' carst
: . 3. Messures of Systemic Changes | %
Based on the review of one (1) of one (1) closed to Ensure Deficient Practice .
record, it was determined that the physician failed ! Does Not Recur: !
i to complete a discharge summary for an expired . * Medical Records Coordinator '
resident. Resident #12 will provide to the Medical '
. Director on a weekly basis
' i i . ; eny closed record in which
| The findings include: | the Discharge § 3
. S T - not been completed. 10/6/06
Acoqrd_lng to the fz-:cﬂltys polnnc'yr titled, D|scharlge | October 6, 2006 (and ongoing). & ongoing
of a resident 5. a. "The physician or the Home's | | e The Madical Director will
Medical Director prepares a Discharge Summary | : complete the required
within 15 days of discharge b. The Discharge | documentation during his
Summary will include: (1) Diagnosis and { i weekly visit. 10/8/08
' prognosis... (4) A total recap of the resident’s stay . October 6, 2006 (and ongoing). & ongoin
" | 4 Performance Monitoring to Fnsure 9
. | Som‘gons Are Sustained;
The resident received hospice care and was | Medical Records Coordinstor will
pronounced dead by the hospice nurse on June mb‘;‘“"’;n? process d'f"b"d
28, 2006. There was no documentation in the SOV LEROK cotiphince
o : quarterly to the facility’s
record by the physician to summarize the QA Committes.
resident's stay. The record was reviewed on October 6, 2006, 10/6/06

August 23, 2006
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