
PRINTED: 07/0212009 
FORM APPROVED 

Health Renulation Administration 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

(X2) MULTIPLE CONSTRUCTION 

Resident 

(X3) DATE SURVEY 
COMPLETED 

HFD02-0015 
B. WING _ 

06/12/2009 
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

USNER LOUISE DICKSON HURTHOME 
5425 WESTERN AVE NW 
WASHINGTON, DC 20015 

(X4) 10 I SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5) 
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS­ COMPLETE 

TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE 

L 000 Initial Comments 

A licensure survey was conducted on June 10 
through 12, 2009. The following deficiencies were 
based on observations, record review, and staff and 
resident interviews. The sample included 15 
residents based on a census of 60 residents on the 
first day of survey and one (1) supplemental 
resident. 

L 036 3207.11 Nursing Facilities 

Each resident shall have a comprehensive medical 
examination and evaluation of his or her health 
status at least every twelve (12) months, and 
documented in theresident's medical record. 
This Statute is not met as evidenced by: 

Based on staff interview and record review for one 
(1) of 15 sampled residents, it was determined that 
the physician failed to complete a History and 
Physical (H&P) examination every 12 months for 
Resident #6. . . 

The findings include: 

A review of the record revealed an H&P dated 
March 15, 2008. 

The H&P due in the month of March 2009 was not 
found on Resident #6's clinical record. 

A face-to-face interview was conducted with 
Employee #3 on June 10, 2009 at 10:00 AM. 
He/she checked the record and acknowledged that 
the H&P dated March 15, 2008 was the only H&P 
on the record. 

A follow up face-to-face interview conducted with 
Employee #3 on June 11, 2009 at 12:30 PM. 
Helshe stated, "I called the physician's office and a 
copy of the H&P dated March 11, 2009 was 

L 000 

L 036 

L036 
History and Physical 
1. Immediate Response:
 
Physician faxed copy of missing History and
 
Physical which was replaced in the
 
resident's medical record.
 
2. Risk Identification:
 
Complete audit of all medical records was
 
completed to assure that medical records
 
were current for HIP.
 
3. Systemic Changes:
 
In-service given to QA Assistant for process
 
on maintaining current HIP on medical
 
records.
 
4. Monitoring:
 
Monthly audits to be performed on a random
 
sample of 10% of medical records for
 
current HIP. Findings to be reported to
 
Director of Nursing or designee who will
 
report at Quarterly QA meetings.
 

L051 
(A) Missing care plan for nine + meds 
1. Immediate Response:
 
Care plan for identified resident having nine
 
or more medications was written and
 
initiated.
 
2. Risk Identification:
 
Care plans were audited for residents who
 
have nine plus medications to ensure care
 
plans were in place.
 
3. Systemic Changes:
 
Licensed nursing staff was in-serviced on
 
the necessity to care plan all residents who
 
have nine or more medications ordered.
 
4. Monitoring:
 
Ten percent (10%) of medical records to be
 
audited monthly by Director of Nursing or
 
designee on the presence of needed care
 
plan for residents who have nine or more
 
medications ordered. Findings will be
 
reported at Quarterly QA Meetings.
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L 036 Continued From page 1 

faxed to the facility." The record was reviewed on 
June 11, 2009. 

L 051 3210.4 Nursing Facilities 

A charge nurse shall be responsible for the 
following: 

(a)Making daily resident visits to assess physical 
and emotional status and implementing any 
required nursing intervention; 

(b)Reviewing medication records for completeness, 
accuracy in the transcription of physician orders, 
and adherences to stop-order policies; 

I (c)Reviewing residents' plans of care for 

L 036 

L 051 

L051 Continued from page 2 
(B) Comprehensive Care Plans 
1. Immediate Response:
 
Identified Care plans were immediately
 
updated for adaptive utensils and Foley
 
catheter.
 
2. Risk Identification:
 
Care plans for all residents who use
 
adaptive utensils and Foley catheter were
 
reviewed for appropriateness, and clarified
 
and updated as needed.
 
3. Systemic Changes:
 
Care plan team members to be in-serviced
 
on necessity of care planning for adaptive
 
equipment and Foley catheter procedures.
 
4. Monitoring:
 
Care plan for residents with Foley catheters
 
or adaptive equipment will be reviewed
 
quarterly by designated care plan team
 

6/15/09 

7/8109 

7/16/09 

7/27/09 

I appropriate goals and approaches, and revising 
them as needed; 

(d)Delegating responsibility to the nursing staff for 
direct resident nursing care of specific residents; 

(e)Supervising and evaluating each nursing 
employee on the unit; and 

(f)Keeping the Director of Nursing Services or his or 
her designee informed about the status of residents. 
This Statute is not met as evidenced by: 

A. Based on staff interview and record review for 
one (1) of nine (9) sampled residents, it was 
determined that the charge nurse failed to initiate a 
care plan to address the potential for adverse 
interactions for the use of nine (9) or more 
medications. Resident #1. 

The findings include: 

members and results reported to the 
Director of Nursing. Findings will be 
reported at Quarterly QA Meetings by 

• Director of Nursing or designee. 

(C) Clinical Records 
1.1mmediate response: 6/12/09 
Clinical records were updated where 
appropriate for identified issues. 
2.Risk Assessment: 7/27/09 
Resident clinical records were audited to 
assure that allergies, insulin amounts 
administered and fall notification to families 
were appropriately documented. 
3. Systemic Changes: 7/22/09 
Licensed nursing staff were in-serviced on 
the importance of documenting in the 
clinical record allergies, insulin amounts 
administered and notification to families 
when a resident falls. 
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L 051L 051 Continued From page 2 

A review of the "Physician' s Order Sheet" dated 
May 27, 2009, revealed that Resident #1 was to 
receive the following medications: Digoxin, 
Albuterol, Clonazepam, Fludrocortisone, 
Lamotrigine, Levetiracetam, Metroprolol, Midodrine, 
Multivitamins, Senna Plus, Tramadol-APAP, 
Vitamin C, and Warfarin Sodium. 

A review of the May 2009 Medication Administration 
Record revealed that Resident #1 received the 
aforementioned medications as directed by the 
physician. 

A review of care plans lacked evidence that a care 
plan was initiated to address the potential for 
adverse interactions for the use of nine (9) or more 
medications. 

A face-to-face interview was conducted with 
Employee #3 on June 10, 2009 at 9:00 AM. He/she 
acknowledged that a care plan was not initiated for 
the use of nine (9) or more medications. The record 
was reviewed June 10, 2009. 

B. Based on observation, record review and staff 
interview for two (2) of 15 sampled residents, it was 
determined that the charge nurse failed to update 
the Nutritional Risk care plan for one (1) resident 
using adaptive utensils and one (1) resident with a 
Foley catheter. Residents #4 and 13. 

The findings include: 

1. The charge nurse failed to update the "Nutritional 
Risk" care plan for use of adaptive utensils for 
Resident #4. 

L051 Continued from page 2 

4. Monitoring: 7/27/09 
An audit will be performed by the DON or 
designee to insure that allergies and insulin 
amounts administered are appropriately 
documented on a quarterly basis. Fall 
notification to families will be checked at 
Safety Committee held weekly to insure that 
there is appropriate documentation in the 
clinical record of said notification. Results 
will be reported at Quarterly QA Meetings 

L052 
Catheter Orders 
1. Immediate Response: 6/15/09 
Order confirmed with physician and 
changed accordingly to include 10ml of fluid 
into Foley balloon. Size clarified. Care plan 
updated and amended to include Foley size. 
2. Risk Identification: 6/11109 
No other residents were affected, as no 
other resident has a Foley catheter. 
3. Systemic Changes: 7/27/09 
Staff to be educated as to necessity of clear 
orders for use of Foley catheter, including 
diagnosis, Foley size, ml in ballaon, and 
routine catheter care. In addition, training is 
to be given regarding appropriate 
documentation of changes in urine color, 
consistency visible in collection bag. 
4. Monitoring: 7/27/09 
Quarterly audits of resident records who 
have Foley catheters will be performed by 
the Director of Nursing to verify accuracy 
and appropriate documentation and findings 
will be reported at the Quarterly QA 
meeting. 
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L 051 Continued From page 3 L 051 

On June 1, 2009 Resident #4 was observed having 
breakfast in his/her room in bed. While having 
breakfast, Resident #4 was observed to have two 
(2) cups with a lid, and a built up spoon on the 
breakfast tray. 

A review of the Physician's Order Sheet dated April 
20, 2009 and signed by the physician on April 24, 
2009 directed, .....adapted utensils inner lip plate, 
cup with lid lift pad to support independence .." 
[There was no physician's order for the use of the 
spoon]. 

A review of the "Nutritional Risk" care plan revealed, 
•...Approachesllnterventions ...Adaptive equipment: 
_ [was left blank)". The care plan failed to identify 
the type of adaptive equipment to be used to 
support independence for Resident #4 during 
meals. 

A face-to-face interview was conducted on June 11 
2009 at 12:34 PM with Employee #11. He/she ' 
acknowledged that the type of adaptive equipment 
was not addressed on the Nutritional Risk care 
plan. The record was reviewed June 11, 2009. 

2. The charge nurse failed to update the care plan 
for "Incontinence... Neurogenic Bladder" for 
Resident #13 with a Foley catheter. The word 
"Bowel" was incorrectly circled on the care plan for 
approaches and interventions developed by the 
charge nurse for the resident's Neurogenic bladder. 

On June 12, 2009 at approximately 2:00 PM, 
Resident #13 was observed in his/her room with an 
indwelling Foley catheter in place. 

A review of the Physician's Orders dated June 1, 

L099 
Improper labeling and expired food items: 
1. Immediate Response: 6/10/09 
Items identified were discarded. 
2. Risk Identification: 6/10/09 
All other food items were checked for proper 
labeling and expiration dates and items were 
discarded as needed. 
3. Systemic Changes: 6/23/09 
Employees were in-serviced on proper 
completion of food labels and on the 
importance of checking expiration dates 
regularly and discarding expired products. 
A sample of a completed label was posted or 
all refrigerators and freezers in the kitchen. 
4. Monitoring: 7/27/09 
Cooks will be responsible for checking for 
completed labels and expiration dates daily 
per Opening and Closing checklist. Director ( 
Dietary Services or designee will audit and 
report findings of checklist at Quarterly QA 
Meetings. 

Soiled dusty areas 
1. Immediate Response: 6/10/09 
Ceiling vent, cereal dispensers and sprinkler 
head were cleaned. 
2. Risk Identification: 6/10/09 
Entire kitchen was checked for dust and 
cleaned as needed. 
3. Systemic Changes: 6/23/09 
Staff was in-serviced on new procedure of 
dailylweekly dusting schedule and included 
on sanitation checklist. 
4. Monitoring: 7/27/09 
Sanitation checklist will be turned in weekly tc 
Director of Dietary Services or designee who 
will report on findings at quarterly QA 
meetings. 
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L 051 L 051 Continued From page 4 

2009 and signed by the physician on June 2, 2009 
revealed, "..TreatmenUprocedure change Foley 
catheter with #18 FR[French]/30 ml balloon 
monthly on Friday [Original order date February 27, 
2009] ... Foley care every shift [original order date 
November 20, 2008] ..... 

A review of the care plan entitled 
"lncbntinence...Neurogenic Bladder" last updated 
April 24, 2009 lacked evidence that the 
atorementloned treatment procedures were 
included as the approach(s) on the resident's care 
plan. 

A face-to-face interview was conducted on June 12, 
2009 at 2:34 PM with Employee #3. He/she 
acknowledged that the care plan was not updated 
to include the aforementioned treatment 
procedures. The record was reviewed June 12, 
2009. 

C. Based on record review and staff interviewed of 
three (3) on 15 sampled residents it was determined 
that the charge nurse failed to document the 
amount of insulin administered on the Medication 
Administration Record (MAR), failed to document 
allergies on the interim orders for one (1) resident 
and failed to document that the family was notified 
of a fall for one (1) resident. Residents #5 and 12. 

The findings include: 

1. The charge nurse failed to document the sliding 
scale insulin amount given to Resident #5 when 
his/her blood sugar [BS] levels were greater than 
150. 

A review of the MAR for April 2009 revealed that on: 

L099 Continued from page 4 

Uncovered Trashcans 
1.1mmediate Response: 6/10/09 
Trash can lids were replaced. 
2. Risk Identification: 6/10/09 
All trashcans were checked for proper lids. 
3. Systemic Changes: 6/23/09 
Staff was in-serviced on proper procedure to 
clean trashcans one at a time keeping lids on 
all other appropriate trash cans. 
4. Monitoring: 7/27/09 
Precaution to keep appropriate lids in place 
was added to weekly cleaning checklist and 
will be monitored by Director of Dietary 
Services or designee. Findings will be 
reported at Quarterly QA meetings 

Soiled Pots and Pans 
1. Immediate Response: 6/10/09 
Rewashed soiled pots and pans then air drie 
2. Risk Identification: 6/10/09 
All pots and pans were checked for residue 
and stains and cleaned as needed. 
3. Syste-mic Cha nges: 6/23/09 
Dietary Staff was in-serviced on proper 
cleaning of pots and pans. 
4. Monitoring: 7/27/09 
Designated dietary staff will check pots and 
pans 3 times per week and fill out log to be 
posted by pots and pans rack. Director of 
Dietary Services or designee will monitor log 
monthly and report findings at Quarterly QA 
meetings. 

Sanitizer Solution 
1. Immediate Response: 6/10/09 
A test of the sanitizer solution concentration 
was immediately performed. 
2. Risk Assessment: 6/10/09 
Other stations using sanitizer solution were 
checked to ensure proper concentration. 

Health Regulation Administration 
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L 051L 051 Continued From page 5 

April 1, 2009 at 1100 - BS = 166 and no sliding 
scale cover was documented as begin given. 
April 16, 2009 at 1100 - BS= 255 and no sliding 
scale cover was documented as begin given. 
April 24, 2009 at 1100 - BS= 189 and no sliding 
scale cover was documented as begin given. 
April 27, 2009 at 1100 - BS= 211 and no sliding 
scale cover was documented as begin given. 

A face-to-face interview was conducted on June 12, 
2009 at approximately 1:00 PM with Employee #8. 
Helshe stated, "The computer system failed, not 
allowing me to add the amount of insulin given to 
the resident. I gave the correct amount of insulin 
but I didn't document it in the computer system." 

The record lacked documented evidence of the 
amount of insulin given when Resident #5's blood 
sugar levels were greater than 150. The record 
was reviewed on June 12, 2009. 

2. Resident #5 allergies not documented on interim 
order sheet. 

A review of the interim order sheet dated June 4, 
2009 revealed, "...Allergies:" were left blank. 

According to quarterly Minimum Data Set 
completed March 23, 2009, Resident #5 was coded 
for allergies. 

A review of the care plan entitled "Allergies"
 
Resident #5 was allergic to Penicillin and
 
Carbapenem.
 

The record lacked documented evidence that the 
Resident #5's allergies were listed on the interim 
order sheet. 

L099 Continued from page 5 
3. Systemic Changes: 6/23/09 
All dishwashers and supervisors were in­
serviced on proper testing procedure. A log 
was placed to note daily sanitizer test. 
4. Monitoring: 7/27/09 
Director of Dietary Services or designee will 
check daily for proper solution concentration 
on sanitizer log. Director of Dietary Services 
will report findings at Quarterly QA meeting. 

Incomplete Temperature Logs 
1. Immediate Response: 6/10109 
Checked identified freezer for proper 
temperature. 
2. Risk Assessment: 6/10109 
Checked all refrigerators and freezers in 
kitchen for proper temperatures and made 
sure logs were in place. 
3. Systemic Changes: 6/11109 
Cooks were in-serviced on proper 
temperature procedures for refrigerators and 
freezers, and daily use of temperature log. 
Supervisor in-serviced on reporting 
temperatures that do not meet standards 
immediately to Director of Dietary Services or 
designee for appropriate action. 
4. Monitoring: 7127109 
Director of Dietary Services or designee to 
check refrigerators and freezers temperature 
logs weekly and report findings at Quarterly 
QA meeting. 

Health Regulation Administration 
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L 051 Continued From page 6 

A face-to-face interview was conducted on June 12, 
2009 at approximately 1:00 PM with Employee #8. 
He/she acknowledged that the allergies were not 
listed on the interim order sheet. The record was 
reviewed June 12, 2009. 

3. The charge nurse failed to document in the 
clinical records that Resident #12's family was 
notified after a fall. 

A review of the clinical records revealed a nurse's 
note dated June 2,2009 at 10:45 PM that read "... 
Resident was observed on the floor in his/her 
bedroom in a sitting position beside the bed." 

There was no documentation in the nursing notes 
that the family was notified of the resident's fall 
on/after June 2, 2009. 

A face-to-face interviewed was conducted with 
Employee #3 on June 11, 2009 at 8:55 AM. Helshe 
acknowledged that there was no documentation 
that the family was notified after the resident fell. 

A follow up face-to-face interview was conducted 
with Employee #1 on June 11, 2009 at 1:30 PM. 
He/she acknowledged that they could not find a 
notification to family that the resident fell in the chart 
but a copy of the incident report that is not part of 
the resident's record showed a check mark at 
statement that prompted "yes, family was notified" 
was offer as proof that the family was notified. This 
record was reviewed June 11, 2009. 

L 05213211.1 Nursing Facilities 

Sufficient nursing time shall be given to each 
resident to ensure that the resident 
receives the following: I 

L 051 

L 052 

L162
 
Expired and Unlabeled Medication
 
1. Immediate Response: 6/11/09 
Expired meds or loose medication in
 
identified carts were discarded per
 
pharmacy policy.
 
2. Risk Identification: 6/11/09 
All remaining medication storage areas
 
were checked for expired or loose
 
medication and disposed of appropriately if
 
found. Removal was verified by two licensed
 
nurses.
 

,3. Systemic Changes: 7/22/09 
Staff to be educated on necessity to remove
 
expired, loose or discharged resident's
 
medication from carts or medication storage
 
areas.
 
4. Monitoring: 7/27/09I 

Nursing supervisors to monitor carts and
 
storage areas weekly and report findings to
 
Director of Nursing or designee who will
 
report findings at Quarterly QA meeting.
 

L214 
(A) Grab Bars, Oxygen Storage, Eye
 
Wash Station
 

Grab Bars 
1.1mmediate Response: 6/11/09 
All loose fixtures identified were repaired. 
2.Risk Identification: 6/12/09 
All fixtures in remaining rooms were checked 
and secured as needed. 
3.Systemic Changes: 7/7/09 
An in-service was held for the maintenance 
technicians on the importance of checking all 
items on the check list when performing 
preventative maintenance in resident rooms 
to include grab bars. Housekeeping staff wa! 
in-serviced on reporting any loose fixtures I 

found when completing their cleaninq duties. I 
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L052L 052 Continued From page 7 

(a)Treatment, medications, diet and nutritional 
supplements and fluids as prescribed, and 
rehabilitative nursing care as needed; 

(b)proper care to minimize pressure ulcers and 
contractures and to promote the healing of ulcers: 

(c)Assistants in daily personal grooming so that the 
resident is comfortable, clean, and neat as 
evidenced by freedom from body odor, cleaned and 
trimmed nails, and clean, neat and well-groomed 
hair; 

(d) Protection from accident, injury, and infection; 

(e)Encouragement, assistance, and training in self­
care and group activities; 

(f)Encouragement and assistance to: 

(1)Get out of the bed and dress or be dressed in his 
or her own clothing; and shoes or slippers, which 
shall be clean and in good repair; 

(2)Use the dining room if he or she is able; and 

L214 Continued from page 7 

4. Monitoring: 
Director of Engineering will begin a quality 
control program that will require follow-up on 
preventative maintenance tasks and work 
requests monthly to include grab bars. 
Findings of follow-up on preventative 
maintenance tasks and work requests will be 
presented at the Quarterly Quality Assurance 
Meeting. 

7/27/09 

Oxygen Storage 
1.1mmediate Response: 
Existing bracket that holds the chain that 
secures the oxygen cylinders was 
immediately reattached to the wall. 

6/11/09 

Welded brackets were fabricated and I 
installed to prevent a future failure. II 

2.Risk Identification: 6/11/09 
Other area used to store oxygen was CheCker 
for proper secured storage. 
3. Systemic Changes: 6/30/09 
An in-service was held with maintenance sta1 
on the critical importance of safe oxygen 
storage and monitoring. The oxygen logbook 
was re-Iocated to the Engineering office to 
allow constant monitoring by facility engineer! 

(3)Participate in meaningful social and recreational 
activities; with eating; 

4.Monitoring: 
Director of Engineering will review the 
logbook and make rounds to view the secure 

7/27/09 

(g)Prompt, unhurried assistance if he or she 
requires or request help with eating; 

areas on a weekly basis. Director of 
Engineering will report on his findings at the 
Quarterly Quality Assurance Meeting. 

(h)Prescribed adaptive self-help devices to assist 
him or her in eating 
independently; 

Eyewash Station 
1.1mmediate Response: 
The identified, expired eye wash solution was 

7/8/09 

(i)Assistance, if needed, with c1ailyhygiene, 
including oral acre; and 

replaced. 
2.Risk Identification: 
All eye wash solution was inspected and if 

7/8/09 

found to be expired was replaced. 
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j) Prompt response to an activated call bell or call 
for help. 

This Statute is not met as evidenced by: 
Based on observation, staff interview and record 
review for one (1) of 15 sampled residents, it was 
determined that facility staff failed to provide 
sufficient nursing time to follow physician's orders to 
change Resident #13's Foley bag weekly and clarify 
the order for the amount of millimeters of fluid to fill 
the Foley balloon. 

The findings include: 

1. Resident #13's Foley bag was observed on June 
12,2009 at 2:30 PM with a date marked on the bag 
as June 3, 2009. The tubinq had changed from 
transparent to opaque and was coated with a 
whitish substance on the interior of the tubing. 

According to a physician's order dated June 2, 
2009, "Change urine collection/bedside bag every 
week on Wednesday." 

There was no evidence in the resident's record that 
the Foley bag was changed on June 10, 2009 
(Wednesday) as per physician's order. 

A face-to-face interview was conducted at the time 
of the observation with Employee #3 who 
acknowledged that the Foley should have been 
changed on June 10, 2009. The record was 
reviewed June 12, 2009. 

2. Facility staff failed to ensure that sufficient 
nursing time was given to clarify the order for the 
amount of millimeters (ml)/centimeters (ern) of fluid 
to fill the Foley balloon. 

10 
PREFIX 

TAG 

L 052 
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L214 Continued from page 8 

3.Systemic Changes: 
Quarterly eyewash station inspection was 
added to the preventative maintenance 
system. Maintenance staff was in-serviced or 
checking for expired eyewash solution and 
replacing when needed. 
4.Monitoring: 7/27/09 
Director of Engineering will inspect eye 
wash station on a quarterly basis. Director 
of Engineering will report on his findings at 
the Quarterly Quality Assurance Meeting. 

(B) Damaged Door Handle 
1. Immediate Response: 6/20/09 
Handle was repaired. 
2. Risk Assessment: 6/11/09 
All other refrigerator door handles were 
checked for good working condition. 
3. Systemic Changes: 7/2109 
Maintenance Contractor will check all 
refrigerator door handles during their 
scheduled Quarterly Preventive Maintenance 
inspections. 
4. Monitoring: 7/28/09 
Director of Engineering or designee will 
check handles during Quarterly Safety and 
report finding at quarterly QA meeting. 

L410 
Loose Towel Bars 
1. Immediate Response: 6/11/09 
All loose fixtures identified were repaired. 
2.Risk Identification: 6/13/09 
All towel racks in remaining rooms were 
checked and secured as needed. 
3. Systemic Changes: 6/11/09 
Staff was in-serviced on checking all items or 
the checklist when performing preventative 
maintenance in resident rooms. 

Health Regulation Administration 

STATE FORM 6899 If continuation sheet 9 of 17 CWZY11 

\ 



PRINTED: 07/0212009 
FORM APPROVED 

Health Reaulation Administration 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(Xl) PROVlDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

HFD02-0015 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

B. WING _ 

(X3) DATE SURVEY 
COMPLETED 

06/1212009 
NAME OF PROVIDER OR SUPPLIER 

USNER LOUISE DICKSON HURTHOME 

STREET ADDRESS, CITY. STATE, ZIP CODE 

5425 WESTERN AVE NW 
WASHINGTON, DC 20015 

(X4) 10 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY 

OR LSC IDENTIFYING INFORMATION) 

10 
PREFIX 

TAG 

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

REFERENCED TO THE APPROPRIATE DEFICIENCy) 

(X5) 
COMPLETE 

DATE 

L 099 3219.1 Nursing Facilities 

L 052 Continued From page 9 

A review of Resident #13's record revealed a 
physician's order dated January 6, 2009 that 
directed, "Change Foley catheter with #16 FR 
(French)/ 30 ml balloon filled with 10 ml fluid 
monthly on Friday." 

A physician's telephone order dated January 28, 
2009 and signed by the physician on February 3, 
2009, directed, "Irrigate Foley catheter if not 
draining. Increase size of catheter to #18 with 30cc 
bag." 

Facility staff failed to clarify if "bag" was referring to 
the balloon size of the Foley. Additionally, facility 
staff failed to clarify the amount of fluid to be 
instilled into the balloon. 

The above cited order was continued on the 60-day 
preprinted orders and signed by the physician on 
April 20 and June 2, 2009. 

A face-to-face interview was conducted with 
Employee #3 on June 12, 2009 at 3:00 PM. He/she: 
acknowledged that facility staff failed to clarify the 
above cited order. The record was reviewed June 
12,2009. 

Food and drink shall be clean, wholesome, free 
I from spoilage, safe for human consumption, and 

served in accordance with the requirements set 
forth in Title 23, Subtitle B, D. C. Municipal 
Regulations (DCMR), Chapter 24 through 40. 
This Statute is not met as evidenced by: 

Based on observations during the dietary services 
inspection conducted on June 10, 2009 between. 
9:05 AM and 2:45 PM, it was determined that the 
facility failed to store, prepare, distribute and serve 
food under sanitary 

L 099 

L052 
L410 Continued from page 9 

Housekeeping staff was in-serviced on 
reporting loose fixtures found when 
completing cleaning duties. 
4.Monitoring: 
Director of Engineering will begin a quality 
control program that will require follow-up on 
preventative maintenance tasks and work 
requests monthly. Findings of follow-up on 
preventative maintained tasks and work 
requests will be presented at the Quarterly 
Quality Assurance Meeting. 

Dusty Items 
1.1mmediate Response: 
The identified blinds, shelves and sprinkler 
heads were dusted and cleaned. 
2: Risk Identification: 
All blinds, shelves and sprinkler heads in the" 
nursing facility were inspected and cleaned 
as necessary. 
3. Systemic Changes: 
Staff was in-serviced on the items needing 
dusting in resident rooms to include blinds 
and shelves. Staff was in-serviced to report 
dusty sprinkler heads to Engineering for 
specialized cleaning. 
4. Monitoring: 
Director of Environmental Services or 
designee will inspect blinds, shelves and 
sprinkler heads on a monthly if basis. 
Director will present findings of these 
inspections at the Quarterly Quality 
Assurance Meeting. 

7/22/09 

. 

6/15/09 

6/22/09 

6/22/09 

7/27/09 

Health Regulatron Administration .
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conditions as evidenced by: 
Open food items observed improperly labeled four Privacy Curtains 

1. Immediate Response: 6115/09 
Foods stored beyond the expiration date two (2) of 
(4) of four (4); 

The identified curtains hooks were tightened 
15; and placed on the track. 
Sanitizing solution for the dish washing machine not 2. Risk Identification: 6119/09 
verified for correct concentration; All rooms were inspected for loose curtain 
Three (3) of five (5) trash cans left uncovered; hooks and those needing tightening or re-
Dust particles in areas such as ceiling vents, food tracking were repaired. 
warmer and cereal dispensers; .3.Systemic Changes: 6/22/09 
Incomplete temperature logs on two (2) of three (3) Staff was in-serviced on observing and 
observations. repairing loose curtain hooks during routine 

cleaning. 
These observations were made in the presence of 4. Monitoring: 7/27/09 
Employees #6 and 7 who acknowledged these Director of Environmental Services or 
findings. designee will inspect curtain hooks on a 

monthly basis. Director of Environmental 
The findings include: Services will present findings of these 

inspections at the Quarterly Quality 
1.0pen food items such as a one (1) of one (1) jar Assurance Meeting. 
of salad dressing, two (2) of two (2)bottles of juice 
and one (1) of one (1) container of liquid seasoning Bathroom Walls 
were opened and not labeled with an expiration 1. Immediate Response: 6112/09 
date. Identified areas were painted and touched up 

2.Risk Identification: 7110/09 
All bathroom walls were checked for marred 

hamburger rolls were stored beyond their expiration 
2. One-half loaf of wheat bread and one (1) bag of 

and damaged walls. Those needing repair 
date of June 8, 2009 in two (2) of 15 loaves and or painting were repaired or painted as 
hamburger roll packages observed. needed. 

3.Systemic Changes: 717109 
An in-service was held for the maintenance 

temperature tester and labeled with an expiration 
3. One (1) of one (1) jar of mayonnaise used as a 

staff on the importance of checking all items 
date of April 4, 2009 was stored in the salad on the checklist when performing preventativ 
refrigerator. maintenance in resident rooms to include 

marred and damaged bathroom walls. 
4. The top of the food warmer, the ceiling vents, the 
fire sprinkler in the cooking area and six (6) of six 
(6) cereal dispensers were soiled with dust 
particles. 

Health Regulation Administration 
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L 099 Continued From page 11 

5. Three (3) of five (5) trash cans were observed 
uncovered. 

6. Six (6) of approximately thirty-five (35) pots and 
pans were observed to be soiled and stained with 
food residue and/or water stains. 

7. The sanitizing solution in the dishwashing 
machine was not tested to verify the manufacturer's 
recommended concentration of 50 Parts Per million 
(PPM). 

There was no evidence that the facility maintained 
temperature records/logs for the wash/rinse cycles 
of the dish machine. 

8. The Freezer temperature log entries were 
incomplete and missing entry dates. 

Additionally, the temperature ranges were above 
facility set values of zero (0) to ten (10) degrees 
with no written corrective actions taken. 

L 162 3227.13 Nursing Facilities 

Each medication that is no longer in use shall be 
destroyed or returned to the in-house pharmacy. 
This Statute is not met as evidenced by: 
Based on observations and staff interview, it was 
determined that the facility staff failed in two (2) of 
three (3) the medication carts and one (1) of one (1) 
treatment cart, to remove two (2) of four (4) expired 
medications, six (6) of six (6) unlabeled 
medications, three (3) of three (3) discontinued 
medications and in an isolated incident personal 
medication for Resident .IH1. 

I The findings include: . 

1. The facility staff failed to remove expired, 

L099 

L 162 

L410 Continued from page 11 

4. Monitoring: 7/27/09 
Director of Engineering will begin a quality 
control program that will require follow-up on 
preventative maintenance tasks and work 
requests monthly. Findings of follow-upon 
preventative maintenance tasks and work 
requests will be presented at the Quarterly 
Quality Assurance Meeting. 

Water Faucet 
1. Immediate Response: 6111/09 
The leaking faucet was repaired and the hot 
side was replaced. 
2. Risk Identification: 7/7/09 
All faucets in resident bathrooms were 
inspected and repaired if needed. 
3. Systemic Changes: 717109 
An in-service was held for the maintenance 
technicians on the importance of checking all 
items on the checklist when performing 
preventative maintenance in resident rooms. 
Housekeeping staff was in-serviced on 
reporting maintenance concerns noted durin~ 

cleaning to include faucets. 
4. Monitoring: 7/27/09 
Director of Engineering will begin a quality 
control program that will require follow-up on 
preventative maintenance tasks and work 
requests monthly with attention to faucets. 
Findings will be presented at the Quarterly 
Quality Assurance Meeting. 

Ceiling Tiles 
1.1mmediate Response: 6111/09 
Damaged/soiled ceiling tiles were replaced. 
2.Risk Identification: 6/12/09 
An inspection of ceiling tiles in resident room 
was made with replacements made as 
needed. 

Health Regulation Administration 

STATE FORM 6899 If continuation sheet 12 of 17 CWZY11 



PRINTED: 07/02/2009 
FORM APPROVED 

Health Reaulation Administration 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(Xl) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

(X3) DATE SURVEY 
COMPLETED 

HFD02-o015 
B. WING _ 

06/12/2009 
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 

L1SNER LOUISE DICKSON HURTHOME 
5425 WESTERN AVE NW 
WASHINGTON, DC 20015 

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5) 

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS­ COMPLETE 

TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCy) . DATE 

L 162 Continued From page 12 L 162 

unlabeled (no patient's name on medications) 
and/or discontinued drugs form the medication carts 
and the treatment cart. 

On June 11, 2009, between 10:00 AM and 4:30 PM, 
during the inspection of the medication storage 
areas, expired, unlabeled (no patient's name on 
medications) and/or discontinued drugs were 
observed in the medication carts and the treatment 
cart as follows: 

Team A Medication Cart: 
Guaifenesin 100 gm /5ml syrup, discontinued April 
11,2009 
Diabetic Tussin syrup, discontinued April 4, 2009 
Guaifensin 100gm/ 5ml syrup, discontinued 
February 2, 2009 
USP Sterile Water, expired 6/2009 
Xalantan eye drops, opened April 2, 2009 
(1) Pantroprazole 40 mg capsule 
(1) Spironalactone 25 mg tablet 
(3) Furosemide 20 mg tablet 
(1) Metoprolol25 mg tablet 
(1) Metolazone 2.5 mg tablet 
(1) Tobradex 3.5gm ointment 

Team B Medication Cart:
 
Xalantan eye drops, opened April 2, 2009
 

Treatment Cart: 
Ketoconazole cream 2% 60 gm, discontinued May 
12,2009 

The above findings for the medication and 
treatment carts were acknowledged by Employee 
#8 and 9 on June 11, 2009, at the same time of the 
observation. 

2. The facility failed to remove a resident's
 
personal medication from the medication cart.
 

L410 Continued from page 12 

3.Systemic Changes: 717109 
An in-service was held for the maintenance 
technicians on the importance of checking all 
items on the checklist when performing 
preventative maintenance including ceiling 
tiles in resident rooms and common areas. 
Housekeeping staff was in-serviced on 
reporting maintenance concerns noted durin~ 

cleaning to include ceiling tiles. 
4.Monitoring: 7/27/09 
Director of Engineering will begin a quality 
control program that will require follow-up on 
preventative maintenance tasks and work 
requests monthly to include ceiling tiles. 
Findings of follow-up on preventative 
maintenance tasks and work requests will be 
presented at the Quarterly Quality Assurance 
Meeting. 

Closet Door: 
1.1mmediate Response: 6/11/09 
The loose closet door was repaired. 
2.Risk Identification: 6/12/09 
All closet doors were checked for proper 
functioning and repairs made as needed.. 
3.Systemic Changes: 7n/09 
An in-service was held for the maintenance 
technicians on the importance of checking all 
items on the checklist to include closet doors 
when performing preventative maintenance ir 
resident rooms. Housekeeping staff was in-
serviced on reporting maintenance concerns 
noted during cleaning. 
4. Monitoring: 7/27/09 
Director of Engineering will begin a quality 
control program that will require follow-up on 
preventative maintenance tasks and work 
requests including closet doors monthly. 
Findings of follow-up on preventative 
maintenance tasks and work requests will 
be presented at the Quarterly QA Meeting. 

Health Regulation Administration 
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On June 11, 2009, between 10:00 AM and 4:30 PM, 
during the inspection of the medication carts, a bag 
of medication in vials were observed stored in Team 
A's medication cart. The medications were 
Amlodipine10 mg tablets, Aricept 10 mg tablets, 
Simvastin 40 mg tablets, Lisinopril 20 mg tablets, 
Phenazopyridine100 mg tablets, and Primidone 50 
mg tablets were identified by Employee #8 as 
Resident JH1's personal medications. 

A face-to-face interview was conducted at the same 
time of the inspection with Employee #8. He/she 
stated that the resident's own medications should 
have been given to the family or discarded. 

I 
L 214L 2141 3234.1 Nursing Facilities 

Each facility shall be designed, constructed, 
located, equipped, and maintained to provide a 
functional, healthful, safe, comfortable, and 

Isupportive environment for each resident, employee
 
and the visiting public.
 
This Statute is not met as evidenced by:
 

Based on observations during the environmental 
tour on June 11,2009 between 9:00 AM and 12:45 
PM, it was determined that proper measures were 
not taken to ensure that residents were protected 
from accidental injury in the facility as evidenced by 
unsecured grab bars in seven (7) of 19 resident 
rooms, unsecured oxygen tanks in 17 of 32 
observations and expired eye wash solution in two 
(2) of two (2) observations. 

These observations were made in the presence of 
Employees #4 and 5 who acknowledged these 

I findings. . 

I 
Health Regulation Administration 
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The findings include: 

1. Grab bars were unsecured in resident rooms 
#107,114,120,122,127, 128 and 131 in seven (7) 
of 19 resident rooms observed and one (1) of two 
(2) shower rooms observed. 

2. Oxygen tanks were observed stored unsecured 
in the oxygen storage room [downstairs] in 16 of 32 
tanks observed and one portable oxygen tank was 
observed unsecured in one (1) of one (1) portable 
tank observed. 

3. Eyewash solutions were expired as of April 2008 
in the oxygen storage room downstairs and in the 
boiler room in two (2) of two (2) eye wash stations 
observed. 

B. Based on observation and staff interview during 
a tour of the main kitchen on June 10, 2009 
between 9:05 AM and 2:45 PM, it was determined 
that facility failed to maintain all essential 
mechanical, electrical, and patient care equipment 
in safe operating condition as evidenced by one (1) 
of two (2) refrigerator door handles was observed 
damaged. . 

These observations were made in the presence of 
Employees #6 and 7 who acknowledged these 
findings. 

The findings include: 

One (1) of two (2) door handles to the salad 
refrigerator was observed damaged. 

L 410 3256.1 Nursing Facilities L410 

Each facility shall provide housekeeping and 
Health Regulation Administration 
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maintenance services necessary to maintain the 
exterior and the interior of the facility in a safe, 
sanitary, orderly, comfortable and attractive
 
manner.
 
This Statute is not met as evidenced by: 

Based on observations made during the 
environmental tour on June 11,2009 between 9:00 
AM and 12:45 PM, it was determined that. 
housekeeping services were not adequate to 
ensure that the facility is maintained in a safe and 
sanitary manner as evidenced by: loose towel racks 
in resident bathrooms in six (6) of 19 observations, 
loose privacy curtains in five (5) of 19 observations, 
damaged ceiling tiles in two (2) of 19 observations, 
marred/damaged bathroom walls in two (2) of 19 
observations and marred/damaged wall in the 
oxygen room in one (1) of 19 observations, dusty 
blinds in eight (8) of 19 observed, dusty shelves 
were observed in two (2) of 19 observations, dust 
on a sprinkler head in one (1) of 19 observations, 
damaged sink handles in one (1) of 19 observations 
and a loose closet door in one (1) of 19 
observations. These observations were made in 
the presence of Employees #4 and 5 who 
acknowledged these findings at the time of the 
observation. 

The findings include: 

1. Towel racks were unsecured in resident rooms 
#112,119,123,124,127 and 131 in six (6) of 19 
observed. 

2. Window blinds were soiled with dust in rooms 
#106, 108, 111, 110, 102, 112, 123 and 120 in eight 
(8) of 19 observed. 

3. Shelves over the resident's bed in rooms #106 
and 122 in two (2) of 19 observed. 
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4. The sprinkler head in room #110 was dusty in 
one (1) of 19 observed. 

5. Privacy curtains were hanging loose and off the 
tracks in rooms #108, 111, 110, 112 and 122 in five 
(5) of 19 rooms observed. 

6. The bathrooms walls were marred and/or 
damaged in rooms #106,124 in two (2) of 19 
observed and the oxygen storage room on the first 
floor in one (1) of one (1) observed. 

7. Water was leaking from the cold side of the 
hand washing sink and the hot water handle 
needed to be replaced in the bathroom in room 
#127 in one (1) of 19 observed. 

8. Ceiling tiles were damaged and/or soiled in 
room's #107 and 124 in two (2) of 19 observed. 

9. The closet door in room #131 was loose in one 
(1) of 19 observed. 
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