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NAME OF PROVIDER OR_SUPPLIER STREET .ADDR'ESIG. CITY, S’_TATE, ZIP CODE
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SUMMARY STATEMENT OF DEFICIENCIES : B . PROVIDER'S PLAN OF CORRECTION o (X5)
;(:);:E);.!| X (EACH DEFICIENCY MUST BE PRECECED BY FULI, REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG OR.L3C IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRV-\TE DEF|GIENCY)
' e C ' f ™IS P'LAN' - OF connec'no_ TION 1S
F 000 INITIAL COMMENTS _ _ F 000 T P Of e oF

REQULATORY COMPLIANCE AND AS

AR BABUS —— - ' o ' PART OF THE METHODIST HOME'S
An annual recertification survey was coinducted on : : ONGOING EFFORTS TO

June 12 and 13, 2008. Thé following dqﬁciencies . : CONTINUOUSLY MAINTNN THE
were based on observations, record raview and : ' HIGH QUALITY OF CARE |
' staff interviews. The sample included 12 residents. . . A AND SERVICES PROVIDED. AS SUCH.:
_based on a census of 47 residents.an the first day o ;rol:n?sﬁglgngﬁ:?ch}sE lg:{
of the survey and one (1) supplement: resndent . | CONCLUSIONS CITEDY IN THE:
‘ . , SURVEY REPORT FOR ANV
F 253 483.15(h)(2) HOUSEKEEPlNG/MAIN I'ENANCE ' F zsa! , PUHPUSE:W"MSGEVEW -
S8=D: P
_The facllnty must prowde housekeepihgl and ; - F 289 a8348 (")(3) HoustkempingMaintapance
‘ . L'd410r3258.1 Nursing Facliitios' (croass-refetence)

. mam.tenance_ services_necesSafy “,J maintain a ’ " Floorahiles in kitchan, utiilty dasql employan baihrnom damaged '
. sanitary, orderly, and comfortable interor. . : 6/25/08i
, I i "1 Gerective Acglon for Residants Affectad by Deﬂclanj
o - ' : - l { Peaglice: .

[ - AT (e ) w ridor . : Finor tiles with chipped comers in utllty closet and empisyen e

i This REQUIREM_ENT is not met as. evidenced by: | . bathroom were replaced, Missing groutin quany tle n main

i Do . S _ ! . kitchen as identified was replaced. o

" Based on observations during a tour ¢f the main l : L2 %@MMLM@M © ©/27/08
" kitchen on June 12, 2008 between 8:50 AM and v Pracliee : U ;
) - h sy N i P Entire kitehen tile flaar, ulility closet and employea bathroam.in

10.00.AM',, it was d.e.ter.rmneg:l that facility staff failed | the maln kitchen area was Inspécted by maintenance etaff and -

" to maintain the facility in an orderly mnnner as | reprirs completed as required, o " e/27/08

evidenced by: damaged floors, a drain cover, an i 3. Mensyres or Systemic Chianges to Ensure Defclent Pracfice. ‘

 electrical plate cover, stainiess steel panels, a i - mon hservaton of oo atacesang .
: cooking r_mod and pee]lnq paint on a wiall-.-These 3 ! approprate rotfication to supevisor  damage IS cbserved,

- observations were made in the preserice of - ' - = Quotes are being callected for possible installstion of a
‘Employee #1. : poured epoxy foor surfaca fer kitchen, dish room, utility

. _ ) : clasest and employee bathraom.
. i & Onarhonthly basls, floor aress will be randomly checked by -
The ﬂndmgs include: : Director of Dining Services to ensure deflcient praciica doss
) nat recur,
1 Floors were observed to be damagced in the : 4. Perlormance Ensure Solutions Are Sustained; . '
fallowing areas: , ~ Report findings in Quanany QA mestirg, mplemantation date; . 7/24/08
. ) July 24, 2008 and quarterly thereafler x 4 quantsis,
A. The main kitchen floor tife and grout was '
observed to be damaged throughout the kitchen in
-one (1) of one (1) floor observed.
B. The utility closet in the main kitcher was
observed to have damaged floor tile m one (1) of
one (1) utility closet observed.
ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER PEPRéGENT. ATIVE'S SIGNATURE TITLE ¥8) CATR

C&‘D/A DM INISTRATDE. 2L JorlE 2D

“ny deficlency stalement ending with an asterisk (*) denotes a 1eficiency which the institution may be f‘xcusrd from correcting praviding it is dotermined that other
afaguards provide sufficient protection ta the patients. (See inttructions.) Except for mirsing homes, the findings stated ahave are disclozable 90 days following the date of
airsay whether or not a plan of correctlon is provided. For nurslag homes, the above findings and plans of correction are disclosable 14 daya following the date these
‘nenraente are made availshle to the facllity, If deficiencies are cited, nn npproved plan of correctinn iz requisito to continund program participation,

\
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICLIA " | X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDBENTIFICATION NI MBER: COMPLETED
A. BUILDING
. B, WING
095038 06/13/2008
NAME Of PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
- HOME 4901 CONNECTICUT AVENUE, NW
METHODIST , WASHINGTON, OC 20008 ,
- (X4} 1D SUMMARY STATEMENT OF OEFICIENC ES o PROVIDER'S PLAN OF CORRECTION (X8)
AREFIX  \EACH DEFICIENCY MUST B PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG OR LSC IDENTFYING INFORMATION} TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
F 253 Continued From page 1 F 253
F 253 483.15{h)(2) Housekeeping/Maintendnce
C. The employees’ bathroom in the mziin kitchen L 410 3258.1 Nursing Facilities (Cross-refererce)
was obseryed to hav? damaged fioor tile in one { 17 ) rective Adlar for Rasidents memd Deficien 6/16/08-
of one (1) employees' bathraom observed, M-g—u——ﬁpm,;g.
“he drain cover under the steam table has been replaced. The
' 2. The following was observed damagied: stainlass steel panel has been attached pemmanently to he wall
' The cracked plate cover on the electrical autlet nem'g the 5team
i - [ * iable has been replaced. The cocking hood is completaly
A. The drain cover under the steam table was ; gitached {o the stgva Tha wall behind the [ulce and coffee
damaged in one (1) of one (1) draln ccver observed. ~ machine has been peaintad and brooms are hanging. 8/16/08
: : 2. nod to Identify Other Residants At Risk for :
. ' Practico;
. B. The stalnless steel panel ‘.Mth the SI) rayer Entira kitchen » kitchen surlace aren, stainless stee! panals, plate covers on -
; attached was observed to be loose from the wall  vlecirical outlets, the cooking haod, kitchan walls afid drain '
and the caulking/seal was loose from {he panels. ! covers was Ingpected by malntenanca and dining services staff
* and rapalrs completed 23 recuited. No other braoms were found
. anthe ﬂour '
! ' C. A plate caver on the electrical outlet next to the 1 " 3. Measyes or Sysfemic Changes to Ensute Deflc mEragﬂcs 6/16/08
steam table was damaged in one (1) ¢f one M , : Not Requr, ,
electrical plate cover cbserved. ) » Re-educate stsff an observation of wallsfpainted sutaces,
: elecirical oullets, drain covers and mgin}m steel psnels and .
_D. The cooking hood attached to the stove was not * Zoproprata nafficalie to supenvisor f damage 5 obsarved
nianance to repatr
, completely attached to the stove in ons (1) of one «  Additional broom racks have been ordered for the utiiy
(1) stove observed ! closet..
. (- On a monthly basls. kitchen areas wii be randomly checked .
E. Paint was observed peeling from the wall in the :Ymos‘f:g‘:;g:y"‘"q Sarvices to ensure daficient practioe
main kitchen behind the juice and coffze machine, 4 Per Monitor Enaure Sol Sustaln
' . . © Report findings in Quartedy QA maeting. implemantation dato‘ 7/24/08 .
3. Brooms were stored on the floor in {our (4) of four . ~ July 24, 2008 and quarterly thereafter x 4 quarters. .
(4) brooms observed in the utility closet. in the main
kitchen.
Employee #1 acknowledged the above findings at
the time of the observations.
F 371 483.35(i)(2) SANITARY CONDITIONS. - FOOD F 371
ss=D PREP & SERVICE
The facility must store, prepare, distritute, and
serve food under sanitary conditions.

‘CPM CMS-2657(02-99) Previous Versions Obsolete Evont 1D QPCS11
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‘ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPI|ER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE QURVEY
AND PLAN OF CORRECTION ' IDENTIFICATION M /MBER: COMPLETED
A BUILOING
0861138 o e 06/13/2008.
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CiTY, STATE, ZIP CODE
- 4501 CONNECTICUT AVENUE, NW
T HO
METHODIS ME WASHINGTON, DC 20008
(X4) 1D ! SUMMARY STATEMENT OF DEFICIENCIIES ] : PROVIDER'S PLAN OF CORRECTION : (X5)
PREFIX ; {EACH DEFICIENCY MUST BE PRECEDED BY FULI, REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS~ " COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) OATE
) ! . _
F 371 Continued From page 2 . Fa7t;
. : !
. This REQUIREMENT is not met as evidenced by: - ;
; ' : _FIM m.u)m Sanitary CondRions - Food Prep & Sarvice
Based on observations during a tour of the main ' b L 099 2219«1 ’:Lur-fnu Foclllg:‘g (cross-referance).
- kitchen on June 12,2008 between 8:51 AM and ! | M%MMMMM v
' 10.00 AM, it was determined that dietary services . © The stainless steal wall panefs and the comprassor in the wakin - 6/16/08:
' were not adequate to ensure that foods were ; | fefgerator ware cleaned by the Maintanance Department; E '
 prepared and stored in a safe and sanitary manner | ; ;mhgf;mmpummm storage, rewashed and |
* . a8 evidenced by: soiled stsinless steel wall panels ' Dy e 'y
| and a compressor in the walk in refrigerator and ; : ml o _
hotel pans stored wet, i i Enlira kitchen sudm ares, waﬂs, and fans were cliscked and-~ 6/16/08
. i ! .Jefned#needod Alf hote) Dans werd chocked for appropriste
: The ﬂndmgs include: i ; g”’ "QM SLif38 a1 ¥
, ; | DpesNetReq ;
r The set of stainless steel wall panels were ‘ L. Wﬁmﬁm :;a [')'inlng s&v’m m ' 6/16/08"
1 srvotion of w surfaces :
n?ag'\'lec; :glsegbv:et:lvggease in one (1) of one ( )set: ’ oquipment for cednliness and sgpropyiate not v
) P ; ! supervisiy f ciaaning needs ara chsarved or equipment In
| : _ : . need of Mafienanceta epar,. . i
'2. The compreSsor in the walk in refrigurator was ‘ o In-gorvica fér utity staff on system for washing, i
. soiled in one (1) of one (1) compressor observed. : saniiziig, air drying and starage of hotel pans
! i , . Drymm roﬂ;” hag pana re-arranged ta faciliiate
: . i t incre r proper drying.
. 3. The following hotel pans were storec! wet and "« On amonthly basis, kitchen areas wil be randory chocked
. ready for reuse: ; by, Direttor of Dinlng Services o ensure daffcient practicas |
i ! do et recur, - : 7124708
4, atformance Monfior 0. Sglutio a ; C
‘A Six (8) inch deeép long hotel pans in three (3) of Re e SOl RDEY, . ¢
port findings QumarnyAmaeﬁn Imphmqmﬂondm
six (6) hotel pans observed iy 24, 2odnrmd Quarterly theresfler X 4 quarters. - :
B. 1/3 inch hotel pans in two (2) of threo (3) hotel
pans ohserved °
C Two (2) inch hotel pans in two (2) of alght (8)
hotel pans abserved
Employee #1 acknowledged the above findings at
“the time of the observatians.
F 425 . 483.60(a),(b) PHARMACY SERVICES F 425°

SS=D | ,
The facility must provide routine and et iergency
drugs and biologicals to its residents, or obtain

“ORM CMS.2587(02-99) Previeus Versions Ohsolste Evert ID: QPO511
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_ ' FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES v OMB NOQ. 0938-0391
STATEMENT OF OEFICIENCIES’ (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CCRRECTION IOENTIFICATION NUMBER: COMPLETED
A.BUILDING
8, WING
096038 ‘ 06/43/2008
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CCDE
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WASHINGTON, DC 20008
(X4} 1D SUMMARY STATEMENT QF DEFICIENC /IFS D PROVIDER'S PLAN OF CORRECTION \X3)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOQULD 8E CROSS- COMPLETION
TAG . OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE AFPROPRIATE DEFICIENGY) DATE
F 425 Continued From page 3 F 425' F 428 483.60(s), (b) Pharmacy Services -

“them under an agreement described iri §483.75(h)

of this part. The facllity may permit uniicensed
personnel to administer drugs if State Iaw permits,
but only under the general supervision of a ficensed -
nurse,

A facility must provide pharmaceutical services
. (including procadures that assura the zccurats
_acquiring, receiving, dispensing, and aiministering
of alt drugs and biolagicals) to mest the needs of
each rasident.

The facility must employ or obtain the services of a

licensed pharmacist who provides consultationon
all aspects of the provision of pharmacys servicas in |
the facility. ’

This REQUIREMENT is not met as evidenced by:

Based on observation of the medicatior. carts on
one (1).of (2) nursing units and.staff intarview, it
,was determined that facility staff falled to initial and
' date gphthalmic solution containers whon first
opened. |
The findings include: ;
On June 12, 2008 at approximately 2:0(i PM during
the inspection of the medication carts ol the 1st
floor, three (3) of faur (4) containers of Jialatan
“ophthalmic solution were observad openzd. The
Xalatan ophthalmic solution containers were not
dated or initialed by the nurse.
A face-to-face interview was conducted =t
approximately 2:10 PM with Employee 12, He/she
acknowledged that the Xalatan ophthalnilc solution
containers ware not dated and initialed wwhen first

tajlure to initial and date ophthalmic solution
“ontainers when first opaned.

Contalnars of Xalatan ophthalmic solution that
wore opened without dates were discardad and
raplaced with new eyedrops for aach of the

reandems aﬂectod 6/12/08

mmmmmmm
Cortainers ot ophthaimic selutions tor aft
residents in the Healthy Cara Center weore
examined.to determine it ather residents ware at

risk for tha deflclem pracﬁce Nono wers 'ound 6/13/08

wmmmn

« Re-ediicate staff on placing datesa/initlals on
all containers when opened.

« Request pharmacy to place dpeclal labefling
on solutiary containers to remind numes to
write the date cpened on aach containar,

« On a monthly baasis, randomly check open
containers of ophthalmic and qthar solutions
to ensura deflelant practice doas not recur.
Implementation date: 6/20/08 and

ongoing.

6/20/08
6/20/08

6/20/08 |
4,

Report findings in Quarterly QA meeting.
implsmentation date: July 24, 2008 and

quarterly theraafter x 4 quarters. 7/24/08

‘ARM CMS-2587(02-89) Previous Versiona Qbsolets 1Zvent 10: QPOS11
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: facility.
[

kitchen .

local laws, regulations, and codes, an with.
. accepted profegsional standards and principles that
_apply to professionals providing services in such a

 This REQUIREMENT is not met as evidenced by:

. Based on observation and staff interview, it was
“determined that facility staff failed to dispose of food
~waste as required by State law.

 The findings include:

: According to 22 DCMR 3219.8, "Food waste shall
" be disposed in' a garbage disposal system or
: garbage grinder which is conveniently iocated near
. each activity and which has adequate izapacity to

: digpose of all readily grindable food wsiste
(garbage) produced.”

. During a tour of the main kitchen on June 12, 2008

. between 8:50 AM and 10:00 AM, dieta'y staff was

" observed disposing of food and paper ‘vaste in a
trash receptacle. It was further observed that faod,
paper and metal waste were disposed «f in the
same trash receptacles.

Employee #1 acknowledged the above findings at
the time of the observation and stated (hat there
. were three (3) warking garbage disposals in the

'p

All food itars aro belng d‘lsvosed ot viathe

of garbage dlapasals for dispasing of ap
waste.” On a monthiy basis, kilchan areeawmborenm i
! checked by Oirector of Dining Sarvices to ensura deficient i

practice doen not mcur.

Réport i I Guartrly A mesiing. Implamentation date  7/24/08
* fuly 24, 2008 and quarterly mmmuqu.m »
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPL IER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NLIMBER: COMPLETED
A. BUILDING
B. WING
095¢/38 06/13/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, ZIP CODE
4901 CONNECTICUT AVENUE, NW
OME
METHODIST H WASHINGTON, DC 20008
(Xt SUMMARY STATEMENT OF DEFICIENC.IES : D ! PROVIDER'S PLAN OF CORRECTION {Xs)
PREFIX ° (EACH DEFICIENCY MUST BE PRECEDED BY FULI, REGULATORY : PREFIX . (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG . OR L5C IDENTIFYING INFORMATIOMN) . TAG : REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
; .
F 425 . Continued From page 4 F 425!
opened. | 482.75(b) Administratio
i F49248). stration
F 492 i 483.75(b) ADMINISTRATION F 492 F 108 3212.8 Nursing Faclltes
S8=D! ' ] . _ croas-reference
- The facility must operate and provide services in _: _ )
compliance with all applicable Federal, State, and 1. Co ction for Reside by Dofc!
Practicg: 6/12/08.

: [g.j]g; ' ‘ .

* Tha Dining Sefvices Difector has absefved dinposal of food items | 6/12/08
“ 0 ensum thal it is belng dane wrraclly, )

X 5 2 ¢ 0

: pg.m .
- Re-edumtemdln—ssrv!wDInmSﬂNkﬂ gifionieuse  * 6/)3/08

roprite food
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