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licenses and certlfications.

-A face-to-tace Interview was conducted with

Employee #5 on November 8, 2007 at 3;30 PM,
He/she stated, "Two (2) notices had been included
in two (2) different nursing pay checke asking for
nwrsing licenses and certifications to

.
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A follow-up survey (to the licensure survey on

September 24 through September 26, 2007) was

condicted on November 18, 2007. The following

deficiency was based on record review and siaff

interviews, The sample size was nine (8) residents

based on 60% of the standard survey sample for 68

residents and seven (7) supplemental residents,
{L 012)] 3203.2 Nureing Facilties {012

A st of all employees, with the appropriate current '

license or cerlification numbers, shall be on file at

the facllity and available 1o the Director,

This Statita ls not met as evidenced by:

Baged on observation, staff interview and review of 1, Al RN's, LPN's, and C.N.A's currently employed:

staffing schedules, it was determined that nureing Wore required 1o submit a ourrant copy of thelr

adminkstration falled to ensure that nursing staff had ol °°’3|mi°“°" tothe Human Resouzoss dopartmon!

current copies of licenses/certifications on flle in the mmedialaly.

Human Resources Department (HRD). 2, Al licensed siaff and C.N,A’s employment records

. Woere audited for ourrent liconsns & cortifications by
The findings include: the Human Resourcos Director or designee. Any
. . - lioonsod stoff or C.N.A’s found nolto hove 8

According to 22DCMR 3203.2, “A list of employeas, current license or certificetion on flls will bs

with the appropriate current license or certification femoved from the atafiing schedute.

numbers, shall Pa on file at the facility and avallable 3. The M.R. Director or designes wiil roview/ audi the

to the Director. renownl datos of tho llcaneed numing staff and

C.NA.' ed by the facility monthly.

A review of the plan of correction to the annual ® employed by v y

licensure survey completed September 26, 2007 4. Rosults of the audit wii] be presenied to the QA

revealed that HRD would malintaln current nursing Cominttiea monthly imes three Nov., Dec.8 Jan. 1272472007
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be in the HRD by September 28 and November 15,
2007. We stilt don't have a copy of all the nursing
licenses. There are six (6) RNs (registered nurses),
14 LPNs (Licensed Practical Nurses) and 19 CNAs
(Certified Nurse Aides) that we don't have a copy of
their licenses or cerlifications. We have verification
of a current license but not a copy of the license
itself.” '

An interview with Employee #1 was conducted on
November 19, 2007 at 3:45 PM. He/she stated,
"The people who did not give HRD their license or
certification were taken off the schedule.”

Staffing was reviewed from November 9 through 19,
2007. Six (6) RNs failed to provide current copies
of their license to HRD and worked at least two (2)
shifts from November 9 through 19, 2007. Seven
(7) CNAs failed to provide current copies of their
certification to HRD worked at least one (1) shift
from November 9 through 19, 2007.
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