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The resident has the right to personal privacy and
confidentiality of his or her personal and clinical
records.

Personal privacy includes accommodations,
medical treatment, written and telephone
communications, personal care, visits, and
meetings of family and resident groups, but this
does not require the facility to provide a private
room for each resident.

Except as provided in paragraph (e)(3) of this
section, the resident may approve or refuse the
release of personal and clinical records to any
individual outside the facility.

The resident’s right to refuse release of personal
and clinical records does not apply when the
resident is transferred to another health care
institution; or record release is required by law.

The facility must keep confidential all information
contained in the resident's records, regardless of
the form or storage methods, except when
release is required by transfer to another
healthcare institution; law; third party payment
contract; or the resident.
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F 000 ) INITIAL COMMENTS F 000
' ' ) The Washlinglon Home is filing

An annual recertification survey was conducted this Plan df Correction for the

October 9 through 12, 2007. The following purposes bf Regulatory Compliance.

"deficiencies were based on observations, record The facility is submitting this plan

reviews, and interviews with the facility staff. The of cqrrectic%)n to comply with

sample included 28 residents based on a census applicable faws and not as an

of 183 residents the first day of survey and one admission or statement of

(1) supplemental resident. agreement with respect to the

alleged deficiencies herein. To

F 164 | 483.10(e), 483.75(1)(4) PRIVACY AND F 164 remain in compliance with al
ss=D | CONFIDENTIALITY federal and stale regulations, the
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facility has faken or will take the
actions set|forth in the following )
plan of correction. The following
plan of correction constitutes the
facility's allegation of compliance
alleged deficiencies
een or wilt be corrected
or the dales indicated.

( ,) 1. ctive Action(s)
Employee #{13 has since been.

on Residents Rights

rovided during dressing

2. ldentification of Deficient
Corrective Actions:
Other residents receiving dressing
changes have the polential to be
Director of Nursing and/or
conduct impromptu

of scheduled wound
rounds to randomly monitor privacy
provided during dressing changes.
egalive findings

ed al time of discovery
0 the QA Commiltee for

10/3/07
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Any deficiency statij'nent

other safeguards pravide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findi
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings
days following the date these documents are made available to the facility. If deficiencies are cited, an approved pl

program participation.

. \‘ . .. . . . . g
g with an asterisk (*) denotes a deficiency which the institution may be excused fron%\ correcting providég itis ;fetermined that
ings stated above are disclosable 90 days

and plans of correction are disclosable 14
an of correction is requisite to continued
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F 164 Contihued From page 1 F 164

‘ This REQUIREMENT is not met as evidenced

to Resident S1.
|

by:

Based on observations and staff interviews, it was
determined that facility staff failed to provide
privacy for one (1) resident during a dressing
change and one (1) resident prior to administering
eye drops and testing eye pressure. Residents
#12 and S1.

The findings include:

1. Facility staff failed to provide privacy for
Resident #12 during a dressing change.

During the initial tour of the facility, on October 9,
2007 at 8:35 AM, it was observed that during a
dressing change being done by Employee #13 to
the right foot/ankle; the door to the resident's
room was open. The curtain was not pulled
around the resident's bed.

The surveyor and facility staff stood outside the
resident ' s room observing the dressing change
for approximately three (3) minutes before
Employee #13 acknowledged the group outside
the door.

These observations were made in the presence
of Employee #2 and Employee #3.

A face-to-face interview was conducted on
October 9, 2007 at 8:40 AM with Employee #2,
who acknowledged that the resident's door should
have been closed during the dressing change.

2. Facility staff failed to provide privacy while
administering eye drops and testing eye pressure

F-(64 (3

3. Systemic Change(s): _
The facility has reviewed its' cusrently
policy and procedure. Licensed staff
will be inserviced an Ihe provisions of
483.10(e) and 483.75 (1)(4) specifically
Privacy and Confidentiality provided
during dressing changes.

4. Monitoring:
The Clinical Manager and/or designee is
responsible for maintaining compliance. The
QA Program includes a random observation
tool for moniloring b:ivacy and confidentiality
during dressing ch?nges. The Clinical Manager
and or designee will complete a 10% audit

of schedule wound|treatments weekly to

verify compliance. |Findings will be reported

to the QA Commiittee for recommendations

for changes in current poficy or practice and
the need for further audits or action plans.

5. Date of Compliance: 11/09/07

—

1. Corrective |Action(s)
Employee #17 has since been
re-educated on Residents Rights
i.e. privacy during ophthalmology
consultations.

2. Identification of Deficient
Practices & Corfective Actions:

Other residents receiving ophthalmology
consultations have the potential to be .
affected. The ophthalmofogist has been
designated a pn'véte trealment area for
the provision of ophthalmology services.
The Director of Nursing andfor designee
will conduct random observations of
scheduled ophthalmology services lo
monitor privacy provided. Any and all
negalive findings will be corrected at time
of discovery and reported to the QA
Committee for recommendations.

/// Vo}
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F 164 | Continued From page 2 F184| 3 systemic ChaLga(s):
The facilily has reviewad ils' curre fly policy
Employee #17 was observed on October 10, and procedure. The Ophthalmolodist was
2007 at approximately 3:30 PM to enter Unit 1A inserviced by the Administrator onghe
and remove a baseball type cap. He/she placed provisions of 483.10(¢) and 483.7)
- ; ' (1)(4) specifically privacy and confiflentiality /e
a computer and personal belongings at the rovided during ophthalmalogy sellices
nurse's station. Employee #17 approached P 9 9y :
Resident S1, sitting in the common dining area 4. Monitoring:
with one (1) resident across the table from The Clinical Manager and/or desigl|ee is
him/her. Employee #17 introduced him/herself responsible for maintaining complijince.
and instilled eye drops into the resident's eyes. The QA Program includes a randof
Employee #17 returned to his/her personal Observation logl !c%r monitoring pridgficy and
belongings at the nurse's station and retfrieved a confidentiality. The Clinical Managh and or
device, went back to the resident and explained designea will compiete a 10% audiflof scheduled .
et elshe wes messurng eve presaue o e
Emp!oyee #'17 measured the pressure in both of for [ecgmmen datiohs for changes | ‘currenl
the resident's eyes. policy of praciice and the need for Jirther audits / // ,/0?‘
. . . . and of action plang. '
Employee #17 failed to provide privacy during the |
eye examination, 5. Date of Compllance: 11/03/{ 7
A face-to-face interview with Employee #17 was
conducted immediately after the observation.
Employee #17 stated, "It is less traumatic to
move the residents."”
F 2531 483,15(h)(2) HOUSEKEEPING/MAINTENANCE F 253 1. Corrective Actlon(s)
SS=D ’ Marred and or damaged basebod|d surfaces
The facility must provide housekeeping and F zgﬁu observed In rooms 250, 312, 3404354, and /J//o 7
maintenance services necessary to maintain a 387 has since been repaired.
sanitary, qrderly, and comfortable interior. 2. dentifiationof Deficient Prctices
& Corrective Actilons: ] ‘
This REQUIREMENT is not met as evidenced g'QZra?fﬁgﬁf"gﬂseugﬁf.?efeagﬁﬁq"Mpﬁfa‘;tfr'
by: ' ' and or designee v:JiH audited the eitire faciliy
Based on observations during the environmental to identify fike findings, Any and il negative 19
tour of the facllity, it was determined that findings will be co:rracted at time ¢ discovery 7 1o
housekeeping and maintenance services were and reported 1o the GA Commited) for
not adequate to ensure that the facility was recommendations j -
maintained in a safe manner as evidenced by: f J
damaged baseboards and walls; and I o L
|
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F 253 | Continued From page 3 F 253 3. Systemic Change(s):
marred/scarred furniture. These observations The facility has reviewed its' currently policy
were made in the presence of Employee #2 and and procedure. Thefhousekeeping and
Employee #3 on October 9, 2007 between 7:25 mainlenance slaff will be inserviced
AM and 10:30 AM. - - by the Administratorjor designee on the
provisions of 483.15(h)}(2) specifically
The findings include: ihe maintenance of é.sanllary., orderly, :
and comforiable intefior. Environmental y
1. Five (5) of 20 baseboards with marred and/or :Sél:,g; 22:2&2?3 gagznwdae(g);c:nclude l/ 70?“
damaged surfaces were observed in the following
rooms: 250, 312, 340, 354 and 367. ' 4. Monitoring:
The Director of Plan Operalions and/or
2. Three (3) of 20 walls with marred and/or designee is responsible for maintaining
damaged surfaces were observed in the following compliance. The QA Program includes the
rooms: 312, 354 and the hallway outside of room environmental obseryation tool for monitoring
357, the interior. The hou!sekeeplng and
maintenance team leader will conducl random
: . weekly environmental rounds.with the
3. Marred and/ or damaged f urniture surfaces Admin);strator for mohitoring compliance.
were observed in the following areas: Findings will be reported to the QA Committee
Third Floor - splintered end table in the dayroom; for recommendations for changes in current
four (4) of four (4) arm chairs in the sitting area. policy or practice and the need for further _
audils and or action plans. /// ?/0?&
.| Second Floor- five (5) of five (5) arm chairs in the |
dayroom and two (2) of three (3) arm chairs in the 3. Date of Compliance: 11/09/07
sitting areas. [
Employees #2 and 3 acknowledged the above |
cited deficiencies at the time of the observations.
F 276 | 483.20(c) QUARTERLY REVIEW ASSESSMENT F 276
§8=D
A facility must assess a resident using the
quarterly review instrument specified by the State
and approved by CMS not less frequently than
once every 3 months.
This REQUIREMENT is not met as evidenced
by:
Based on staff interview and record review for
one (1) of 28 sampled records, it was determined L

[
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F 253 | Continued From page 3 _ F 253 I Comective Actonfs)
marred/scarred furniture. These observations . orrective Action(s .
. . P Marred and :
were made in the presence of Employee #2 and F zg 5( "7 rog;S 32:; gg ﬁa::fﬂig f]‘;ﬁfvg?so?ﬁ:g:i? " /0/0/; b
Employee #3 on.October 9, 2007 between 7:25 357 has since been fepaired.
AM and 10:30 AM. ~ ~
2. ldentification of Deficient Practices
& Corrective Actions:

The findings include:
Other marred of damaged surfaces have the

potential to be affected. The Housekeeping

1. Five (5) of 20 baseboards with marred and/or # A S e e

damaged surfaces were observed in the following anager and or designees will audited-the -~ /a//r

fooms. 250, 312, 340, 354 and 367. - facilly to identify like findings. Any and al os
negative ﬁnqus will be corrected at time of

. : di and reported o the QA C ift

2. Three (3) of 20 walls with marred and/or ,;ffgzsgmznﬁggn: © the A Commilee

damaged surfaces were observed in the following

rooms: 312, 354 and the hailway outside of room 3. Systemic Change(s):

357. The facitity has|reviewed its' currenlly policy

and procedure. | The housekeeping and

3. Marred and/or damaged' furniture surfaces maintenance staff will be inserviced
by the Administrator or designee on the

were observed in the following areas: e | e
Third Floor - splintered end table in the dayroom:; mgvgéorﬁi :; :gsﬁhgﬁ)nzfyecmga”é
£ ire i s i . orderly,
four (4) of four (4) arm chairs in the sitting area. and comfortabl % interior. Environmental ,
o rounds have been expanded to include //.2/0
-| Second Floor- five (5) of five (5) arm chalrs in the weekly wall observations for marring or 7
dayroom and two (2) of three (3) arm chairs in the damaged surfages.

sitting areas.
4. Monitoring:

The Director of LPIanl Operations and/or
designee is responsible for maintaining

F 276 compliance. The QA Program includes the
environmental t&bservation tool for monitoring

Employees #2 and 3 acknowledged the above
- | cited deficiencies at the time of the observations.
F 276 [ 483.20(c) QUARTERLY REVIEW ASSESSMENT

$S=D the intesior. The housekeepi i
- . . . ping and maintenance
A facility rnu§t as_sess a resident _usmg the leam leader wil conduct random weekly
quarterly review instrument specified by the State environmental founds wilh the Administrator
and approved by CMS not less frequently than / designee for r#\oniloring compliance. Findings

will be reported|to the QA Committee for

recommendations for changes in current policy ///q/a7

or practice and|the need. for further audits and
or action plans.

once every 3 months.

This REQUIREMENT is not met as evidenced

by:
Based on staff interview and record review for 1 3. Date of Compliance: 11/08/07

Lone (1) of 28 sampled records, it was determined L

FORM CMS-2567(02-99) Previous Versions Qbsolete Event ID: WUZV11 Facility ID: WASHHOME if continuation sheet Page 4 of 1¢

Fa




< PRINTED:. 10/18/200:

~ DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES — . OMB NO: 6936:039°
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (Xz)"MULTIPLE CONSTRUETION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) i COMPLETED
15 : ‘A BUILDING
: B. W o
095005 8. WIRG 10/12/2007

NAME OF PROVIDER OR SUPPLIER

THE WASHINGTON HOME

| STREET ADDRESS, CITY, STATE, ZIP CODE
3720 UPTON STREET NW

WASHINGTON, DC 20016
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F 253 | Continued From page 3 _ F 253 1. Corrective Action(s)
marred/scarred furniture. These observations (3) Marred and or damaged furniture surfaces i.e.
were made in the presence of Employee #2 and Fzg the splintered end table in ‘lhe dayroom and the
Employee #3 on October 9, 2007 between 7:25 four arm chairs observed in the silting area /p/”/ 07
AM and 10:30 AM. ~ ~ on the third floor, the five arm chairs in the
dayroom and the two arm chairs in the
The findings include: sitting area were discarded immediately.
: . o 2. Identification of Deficient Practices =
1. Five (5) of 20 baseboards with marred and/or & Corrective Actions:
damaged surfaces were observed in the following Other furniture s[urfaces have the potential
rooms: 250, 312, 340, 354 and 367. lo be affected. The  Housekeeping Manager
and or designees will'auditedithe facility to
2. Three (3) of 20 walls with marred and/or idenlify marred or damaged furnllure surfaces. /0 /{0}
damaged surfaces were observed in the following Any and all negatlve findings will-be corrected at
rooms: 312, 354 and the hallway outside of room fime of discovery and reported to the QA
357. Committee for recommendations.
: 3. Systemic Change(s):
3. Marred and/ or damaged fothfe surfaces The facility has Hev:ewed its' currently policy
were observed in the following areas: and procedure. The housekeeping and
Third Floor - splintered end table in the dayroom; maintenance staff will be inserviced
“four (4) of four (4) arm chairs in the sitting area. by the Administrator of designee on the
provisions of 483.15(h)(2) specifically
-| Second Floor- five (5) of five (5) arm chairs in the the maintenancel of a sanitary, ordely,
dayroom and two (2) of three (3) arm chairs in the and comfortable jnterior. Environmental //z
sitting areas. rounds have been expanded lo include ///07
_ . weekly observations of furniture surfaces.
E_mployee§ #Z.and 3 ackpowledged the aboye 4. Monitoring:
'. cited deficiencies at the time of the obseryatlons. The Director of Plant Operations and/or designee
F 276 | 483.20(c) QUARTERLY REVIEW ASSESSMENT F 276 is responsible for maintaining compliance. The
SS=D ’ QA Program includes the environmental observation
A facility must assess a resident using the tool for momlonnb the interior. The housekeeping
quarterly review instrument specified by the State and maintenance leam leader will conduct random
and approved by CMS not less frequently than weekly environm ental rognqs with lhg Admm:glra!or
once every 3 months. aqd/or designee for monitoring cqmphance. Findings
’ will be reported (o the QA Committee for
' recommendations for changes in current policy or / 7 7/07
. . practice and lhe need for further audits and or
This REQUIREMENT is not met as evidenced action plans.
by:
Based on staff interview and record review for 5. Date of Compliance: 11/09/07
one (1) of 28 sampled records, it was determined
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F 253 | Continued From page 3 F 253
marred/scarred furniture. These observations
were made in the presence of Employee #2 and
Employee #3 on October 9, 2007 between 7:25
AM and 10:30 AM.
The findings include:
1 Five (5) of 20 baseboards with marred and/or
damaged surfaces were observed in the following
rooms: 250, 312, 340, 354 and 367. :
2. Three (3) of 20 walls with marred and/or
damaged surfaces were observed in the following
rooms: 312, 354 and the hallway outside of room
357.
3. Marred and/or damaged'furnitﬁre surfaces
were observed in the following areas:
Third Floor - splintered end table in the dayroom;
‘four (4) of four (4) arm chairs in the sitting area.
-| Second Floor- five (5) of five (5) arm chairs in the
dayroom and two (2) of three (3) arm chairs in the
sitting areas.
Employees #2 and 3 acknowledged the above .
- | cited deficiencies at the time of the observations. 1. Corrective Action(s)
F 276 | 483.20(c) QUARTERLY REVIEW ASSESSMENT F 276 The MDS Coordinator has since completed a 0
SS=D ' y  Quarterly MDS for Resident #19. 199 0‘?‘
A facility must assess a resident using the F z'f&( ircation of Defici )
quarterly review instrument specified by the State 2. Identification of Deficient Practices
and approved by CMS not less frequently than & Comective Actigns: _
once every 3 months Other residents requiring a Quarterly MDS
o ry ) to be completed in July have the potential to
be affected. The Clinical Manager and / or / 0/@/07
o . . designee will audit current resident records
This REQUIREMENT is not met as evidenced to identify risks. Any and all negative
by: findings will be corrected at time of discovery
Based on staff interview and record review for and reported to the|QA Committee for
one (1) of 28 sampled records, it was determined recommendations.
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F 276

F 278
§S8=D

| assessments and one comprehensive

Continued From page 4

that the facility staff failed to complete a quarterly
Minimum Data Set (MDS) in July 2007 for
Resident #19.

The findings include:

A review of Resident #19's record revealed that a
quarterly MDS was not completed for July 2007.
The following MDS assessments were in the
record with the following completion dates:
Quarterly MDS November 5, 2006

Quarterly MDS January 30, 2007

Quarterly MDS  April 25, 2007

There was no MDS assessment after April 25,
2007.

According to the "MDS 2.0 User's Manual" , page
2-15, "At a minimum, three quarterly

assessment are required in each 12-month period
...Timing edits in the MDS standard system count
92-day intervais because there are never more
than 92 days in any consecutive three-month
interval. These 92 days are measured from the
date at MDS ltem R2b of one assessment to ltem
R2b of the next assessment.”

A face-to-face interview with Employee #8 was
conducted on October 11, 2007 at approximately
11:40 AM. He/She acknowledged that the
quarterly MDS was not present in the record. The
record was reviewed on October 11, 2007.
483.20(g) - (j) RESIDENT ASSESSMENT

The assessment must accurately reflect the
resident's status.

A registered nurse must conduct or coordinate

F 276

F 278

3. Systemic Change(s): -

The facility has reviewed its’ ctirrently policy

and procedure. The MDS Coordinators will

Director of Nursing or

designee on the protisions of 483.20(c)
completion of quarigrly

review assessments, The Clinical Managers will

be inserviced by the

specifically the timel
|

audit the clinical record monthly for completed
quarterly assessment and repor findings
dxing the monthly QA Committee Meeting.
The MDS Coordinators have been enrolled

in NSPAC MDS Certification Course for

November 2007.

4. Monitoring:

The Assistant Director of Nursing and/or designee

is responsible for malntaining compliance. The

QA Program includes an audit tool for monitoring

the timely completion| of quarterly review assessments.
The Clinical Managers will conduct a random 10%
medical record audil monthly to monitoring compliance.
Findings will be reported lo the QA Committee for
recommendations for\changes in currenl policy or
practice and the need for further audits and or action

plans.

5. Date of Compliance: 11/09/07
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each assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify that the
assessment is completed.

Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money penalty of not more than
$1,000 for each assessment; or an individual who

fZ

78(

height in Section K2a.

& Corrective Actions:

records o identify

recommendations.

3. Systemic Change(s):

Resident #5 has since been reassessed
and a significant correction has been
completed for the proper coding of his

2. Identification of Deficient Practices

Other residents have the potential to be
affected. The Resident Assessment Coordinator
wilt conduct a 100% audit of currently clinical
isks. Any and all negative
findings will be correcled at time of discovery
and reported fo the QA Committee for

e

/0//9 ;;,_

assessment.

by:

willfully and knowingly causes another individual
to certify a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each

- Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as-evidenced

Based on staff interview and record review for five

Coordinator and the
be inserviced by the
designee on the pro
specifically resident
emphasis placed on
Coordinators have f
MDS Cerification C

4. Monitoring:
The Assistant Direc!
designee is respons
compliance. The Q
audit tool for monito

The facility has reviewed its’ currently policy
and procedure. The Resideni Assessment

Registered Dietitian will
Director of Nursing or
visions of 483.20(g)-(j}
assessmenls with specific
Section K2a. The MDS
een enrolled in NSPAC
ourse for November 2007.

or of Nursing and/or
ible for mainlaining

A Program inciudes an
ing the accuracy of the

/et

(5) of 28 sampled records, it was determined that
facility staff failed to accurately code the Minimum
Data Set (MDS) for height for two (2) residents,
include diagnoses for two (2) residents, and the
RN (Registered Nurse) Assessment Coordinator
failed to ensure that all assessments were
complete prior to signing at Section R2b for one
(1) resident Residents #5, 6, 11, 19 and 28.

The findings include:

MOS. The Clinical Managers will conduct a

reported to the QA

random 10% medical record audit monthly to

monitoring compliance. Findings will be

(%ommillee for

recommendations for changes in current

|

policy or praclice and the need for further
audits and or aclion plans.

5. Date of Compliance: 11/09/07
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1. Facility staff failed to code the height for
Resident #5 on the admission MDS.

A review of Resident-#5's record revealed that an
admission MDS was completed on August 9,
2007. Section K2a, "Height" was coded as "0".

According to the "MDS 2.0 User's Manual" on
page 3-150, "Record the resident's height."

A face-to-face interview was conducted with
Employee #8 on October 11, 2007 at 2:30 PM.
He/she acknowledged that the height should have
been coded. The record was reviewed October
11, 2007.

2. Facility staff failed to code the height on the
admission, quarterly and annual MDS for
Resident #6.

A review of Resident #6's record revealed that the
resident was admitted to the facility on December
16, 2005.

Section K2a, "Height" was blank on the foilowing
MDS assessments:

Admission compieted December 27, 2005
Significant change completed March 16, 2006
Quarterly completed June 13, 2006

Significant change completed July 28, 2006
Quarterly completed December 27, 2006
Quarterly completed March 24, 2007

Quarterly completed June 25, 2007.

According to the "MDS 2.0 User's Manual” on
page 3-150, "Record the resident's height."

A face-to-face interview was conducted with
Employee #18 on October 9, 2007 at 2:00 PM.

L
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1. Corrective Action(s)

Resident #6 has sih

ce been reassessed

and a significant correction has been
completed for the proper coding of her
height in Section K2a for the most

current assessment.

2. Identification of Deficient Practices
& Corrective Actions: . .

Other residents ha

e the potential to be

affected. The Resident Assessment Coordinator
will conduct a 100% audit of currently clinical

records to identify n

sks. Any and all negative

findings will be corrected at time of discovery

and reported o the
recommendations.

QA Commiltee for

3. Systemic Change(s):
The facility has reviewed its' currently policy
and procedure. Resident Assessment

Coordinator and the

Registered Dietitian will

be inserviced by the Director of Nursing o

designee on the prc
specifically resident

visions of**83.20(g)-(j)
assessments with specific

emphasis placed ou.% Section K2a. The MDS
Coordinators have been enrolled in NSPAC

MDS Cerlification G

4. Monitoring:
The Assistant Direc
is responsible for m

ourse for November 2007.

tor of Nursing and/or designee
aintaining compliance. The

QA Program includés an audil ool for monitoring

Ihe accuracy of the

MDS. The Clinical Managers

will conduct a randg
monthly to moniloi

m 10% medical record audit
g compliance. Findings will be

reported to the QA Fommiuee for recommendations
for changes in curren! policy or practice and the

need for further aud

its and or action plans.

5. Date of Compliance: 11/09/07
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no explanation for the missing heights. The
record was reviewed October 9, 2007,

3. Facility staff failed to include a diagnosis of
Chronic Renal Insufficiency on the significant
change MDS for Resident #11.

A review of Resident #11's record revealed an
"Admission and Annual Physical Examination
Form" dated Januaty 9, 2007. Included under
diagnoses was, "CRI" (Chronic Renal
Insufficiency).

A review of the significant change MDS
completed August 21, 2007 revealed that "CRI"
was not included in Section | [Disease
Diaghoses].

According to the "MDS 2.0 User's Manual" on
page 3-127, "Intent: To code those diseases or
infections which have a relationship to the
resident's current ADL (Aclivities of Daily Living)
statue, cognitive status, mood or behavior status,
medical treatments, nursing monitoring or risk of
death."”

A face-to-face interview was conducted with
Employees #2 anhd #8 on October 11, 2007 at
approximately 10:15 AM. They both
acknowledged that the reslident's diagnosis of
CRI was not coded on the MDS. The record was
reviewed October 11, 2007.

4. The RN Assessment Coordinator failed to
ensure that all assessments were complete on
the quarterly MDS prior to signing at Section R2b

1 for Resident #19,

Chronic Renal Insufiiciency.

2. Mdentification of Deficlent Flactices

Other resldenté with a diagnos!

the potential tolbe affected. Th
Assessment Coordinator will cor
audtt of currently clinical records)
Any and all negative findings wil
al time of discoyery snd-repored
A‘,Commmse for ﬁer:ommendaﬂens

& Cormrectlve Actions: j

3. Syatdtiic C‘H:mgéfs):
The facily has reviewed its' cun
and procedure, | The MDS Coord
be inserviced by the Director of
designee on the provisions of 48
specifically resident assessment;
emphasis placed on “diagrvsls.”}
coondfinators have best gntolled
MDS Certifieation Gourse for No

4. Monitorlng: .

Jf "CRI" have
Resldent

juct a 100%

i identify risks,
he corrected

fo the CA

ntly policy
rator will
nsing or
20(g)-()
with speclfic
e HOS

1 NSPAC
mbar 2007,

The Assislant Director of Nursing ;

is responsible !ori maintalning com
QA Program Incltides an sudit {oo

the accuracy of n‘|\e MDS. The Clir

will conduct a ranldom 10% medi
monthly to monitaring compliance.

1d/or designee
iience. The

oF monitoring
~al Managers
record qudit
{7indings will bs

reported o the QA Commiltee for tficommendations
for changes In cutrent poliey or pratiice and the
need for further audits and or acliof|plans.

5. Date of Compliance: 11109/ o

0X4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF §ORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTI[IN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROS&REF}ERElggED I‘{:a & APPROFRIATE PATE
IC| )
F 278 Continued From page 7 F278/ 1. Correcu‘ve Actlon(s)
He/she acknowledged that the resident's height 8( Residant #11 ‘has since been rdhssessed
should have been coded on the MDS and offered F 21 and a significant correction hasieen o))
completed to Include her diagndjis of *CRI" o
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According to the "Nursing Admission

A review of Resident #19's record revealed that
the RT signed the Assessment Tracking Form,
Section AASD, on April 30, 2007. The RN
Assessment Coordinator signed the MDS,
Section R2b, on April 25, 2007 indicating that all
assessments were completed.

According to the "MDS 2.0 User's Manual" page
3-212, "The RN Assessment Coordinator must
not sign and aftest to completion of the
assessment until all other assessors have
finished. their portions of the MDS." The record
was reviewed on October 11, 2007.

5. Facility staff failed to include diagnoses on the
admission MDS assessment for Resident #28.

A review of Resident #28's closed record
revealed an admission MDS completed July 19,
2007. There were no diagnoses coded in Section
I

According to the history and physical examination
completed by the physician on July 6, 2007, the
following diagnoses were listed: macular
degeneration, left femoral neck fracture, left
hemiarthroplasty (surgery June 30, 2007)

Assessment" completed July 6, 2007, the
following diagnoses were listed: left hip
hemiarthroplasty after left femoral fracture.

The resident received physical and occupational
therapy for improvement in walking, balance and
gait as a result of the left femoral fracture.

}iface-to-face interview was conducted with

£278

-

1. Corrective Action(s)

The mterdnscnplmar;) team has been re-educated
on the provisions of{the MDS 2.0 Users Manual
p.3-212“The RN Assessment Coordinator must
not sign and atlest fo completion of the assessment
until all other assessors have finished their portions

of the MDS " t

2. |dentification of Deficient Practices

& Corrective Actions:

The in(erdisciplinaq'y team has been re-educated
on the provisions of the MDS 2.0 Users Manual
p3-212 “The RN Assessment Coordinator must

not sign and attest|{o completion of the assessment
until all other assessors have finished their portions
of the MDS.*

3. Systemic Change(s):

The facifity has re}lnewed its' currently policy

and procedure. The Clinical Managers and the

DT will be inservited by the DON and or desighee
on the provisions |of 483.20(g}-(j} & MDS 2.0 Users
Manual p.3-212 specifically the signature
requirements for t}he Minima! Data Sel. The MDS
Coordinators have been enrolled in NSPAC

MDS Cenification' Course for November 2007.

4. Monitoring:

The Assistant Director of Nursing and/or designee
is responsible fof maintaining compliance. The
QA Program inclLdes an audit tool for monitoring
the accuracy and signature requirements

for the Minimal Data Set. The Clinical Managers
will conduct a rapdom 10% medical record audil
monthly to moniloring compliance. Findings will be
reported fo the QA Commiltee for recommendations
for changes in clirrent policy or practice and the
need for further Budits and or action plans.

5. Date of Compliance: 11/09/07
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F 278 | Continued From page 8

A review of Resident #19's reécord revealed that
the RT signed the Assessment Tracking Form,
Section AA9b, on April 30, 2007." The RN
Assessment Coordinator signed the MDS,
Section R2b, on April 25, 2007 indicating that all
assessments were completed.

According to the "MDS 2.0 User's Manual" page
3-212, "The RN Assessment Coordinator must
not sign and attest to completion of the
assessment until all other assessors have
finished their portions of the MDS." The record
was reviewed on October 11, 2007.

5. Facility staff failed to include diagnoses on the
admission MDS assessment for Resident #28.

A review of Resident #28's closed record
revealed an admission MDS completed July 19,
2007. There were no diagnoses coded in Section

According to the history and physical examination
completed by the physician on July 6, 2007, the
following diagnoses were listed: macular
degeneration, left femoral neck fracture, left
hemiarthroplasty (surgery June 30, 2007)

According to the "Nursing Admission
Assessment" completed July 6, 2007, the
following diagnoses were listed: left hip
hemiarthroplasty after left femoral fracture.

The resident received physical and occupational
therapy for improvement in walking, balance and
gait as a result of the left femoral fracture.

A face-to-face interview was conducted with

F 278 '
F z78(5>

1. Correctiv‘e Action(s)
Resident #28 has since been discharged.

2. ldentification of Deficient Practices

& Corrective Actions:

Other residents lwnth a diagnosis of “Macular
Degeneration, left femoral neck fracture, and
or left hemxarthroplasty have the potential

to be affected. The Resident Assessment
Coordinator(s) s) will conduct a 100% -

audit of currenﬂ)1 clinical records to identify risks,
Any and all negative findings will be corrected
at lime of discovery and reported to the QA
Committee for recommendations.

3. Systemic Change(s):

The facility has reviewed its' currently policy
and procedure. The Resident Assessment
Coordinalor will be inserviced by the Director

of Nursing or des’ignee on the provisions of
483.20(g)-(j) specifically Section | *Diagnoses.”
The MDS Coordt}'la(ors have been enrolled in
NSPAC MDS Cettification Course for November
2007.

4. Monitoring: L

The Assistant Director of Nursing is responsible for
maintaining compliance. The QA Program includes
an audit tool for monitoring Ihe accuracy of the MDS.
The Clinical Managers will conduct a random 10%

medical record audit monthly to monitoring compliance.

Findings will be reported to lhe QA Commillee for
recommendations| for changes in current policy or
practice and lhe need for further audils and or action
plans.

5. Date of Compliance; 11/9/07
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Employee #2 on October 10, 2007 at 8:45 AM. Resident #6 has|since been reassessed
He/she acknowledged that there were no and her individualized needs have been 70 // J% 7
diagnoses listed for Resident #28. The record appropriately care planned to include her
was reviewed October10, 2007. need for oxygen therapy.
F 279 éieﬁongjaA ijsg.zo(k)m ) COMPREHENSIVE F279) 3 |dentification of Deficient Practices
$8=D & Corrective Actions:

A facility must use the results of the assessment

| to develop, review and revise the resident's

comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review for two
(2) of 28 sampled residents, it was determined
that facility staff failed to initiate a care plan with
appropriate goals and approaches for one (1)
resident on oxygen therapy and one (1) resident
on anticoagulant therapy. Residents #6 and 8.

The findings include:

fﬂ“@

- 483.20(k)(1) by the Director of Nursing or ‘

Other residents requiring oxygen therapy
have the potentlzgl to be affected. The Clinical
Manager and or Hesignee will audit 100% of
the current clinical records to identify risks.
Any and all nega*ive findings will be corrected
at time of dlscovéry and reported to

the QA Committee for recommendations.

/0//‘1/071-

3. Systemic Change(s):

The facility has réviewed its" currently policy
and procedure. The comprehensive nursing
evaluation process and the daily review of
the 24 hour repod will be the mechanism for
maintaining comphance The interdisciplinary
team will be inserviced regarding the
development of c?mprehensive care plans
utilizing the provisions of 483.20(d) and

ooz

designee.

4. Monitoring:

The Assistant Director of Nursing and/or
designee is respohsnble for maintaining
compliance. The QA Program includes an
audit tool for momlonng the developmenl and
implementation / adjuslmenls of resident
specific care planjmg The Clinical Managers
will conducl a random 10% medical record
audit of care ptans monthly 1o monitor
compliance. Findings will be reported fo the
QA Commiltee forirecommendations for
changes in current policy or practice and

(he need for further audils ‘and or action
plans. ‘

///%)7

5. Date of Com‘pliance: 11/09/07
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1. Facility staff failed to initiate a care plan with
appropriate goals and approaches for Resident

#6, who was on oxygen therapy.

A review of Resident #6's record revealed a
physician's order dated September 28, 2007,
directing, "Oxygen 2L via nc (2 liters per nasal
cannula) for POX (pulse oxygenation
measurement) less than 92%."

The care plan, last reviewed August 7, 2007, was
not updated to include appropriate goals and
approaches for the use of oxygen therapy.

A face-to-face interview was conducted with
Employee #9 on October 11, 2007 at 9:30 AM.
He/she acknowledged that there should have
been a care plan for the use of oxygen therapy.
The record was reviewed October 11, 2007.

2. Facility staff failed to initiate a care plan with
appropriate goals and approaches for Resident
#8, who was on anticoagulant therapy
(Coumadin).

According to the admission orders signed by the
physician on July 6, 2007, the resident was
receiving Coumadin 1 mg daily.

A review of the resident's care plan initiated on
July 6, 2007 and reviewed on July 19, 2007,
revealed that there was no evidence that facility
staff initiated goals and approaches for the use of

Coumadin.

A face-to-face interview was conducted with
Employee #11 on October 10, 2007 at 3:00 PM.
He/she acknowledged that a care plan for

1’

therapy.

2. Identification

records {o identify,

the QA Committee

and procedure. T
evaluation process
the 24 hour report
maintaining compli
team will be inservi
of comprehensive
provisions of 483.2
Director of Nursing

4. Monitoring:

1. Corrective Action(s)

Resident #8 has lsince been reassessed and

her individualizeq needs have been appropriately
care planned to include her need for anticoagulant

of Deficient Practices

& Corrective Actions:

Other residents on anticoagulants have the
potential to be affected. The Clinical Manager and
or designee will alidit 100% of the current clinicat

fisks. Any and all negative findings

will be corrected at time of discovery and reported to

for recommendations.

3. Systemic Change(s):
The facility has reviewed its' currently policy

e comprehensive nursing

and the daily review of

will be the mechanism for
ance. The interdisciplinary
ced regarding the development
Care plans ulilizing the

0(d) and 483.20(k){1) by the

or designee.

The Assistant Director of Nursing and/or designee

QA Program includ
of resident specific

audil of care plans
Findings will be re
recommendations f
practice and the ne
plans.

5. Date of Comp

is responsible for maintaining compliance. The

és an audit tool for monitoring

the development and implémentation / adjustments

care planning. The Clinical

Managers will conduct a random 10% medical record

onthly to monitor compliance.

péned to the QA Commilttee for

o:r changes in current policy or
ed for further audits and or action

lance: 11/09/07

HE WASHINGTON HOME .
THE W WASHINGTON, DC 20016
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (x5) .
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 279 | Continued From page 10 F 279
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FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

]
K4

0985005

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY _
COMPLETED

10/12/2007

NAME OF PROVIDER OR SUPPLIER

THE WASHINGTON HOME

STREET ADDRESS, CITY: STATE, ZIP CODE
3720 UPTON STREET NW

WASHINGTON, Dq: 20016

by:

Based on observations during the survey period,
it was determined that facility staff failed to wash
his/her hands prior to instilling eye drops and
testing eye pressure for Resident S1.

The findings include:

Employee #17 was observed on October 10,
2007 at approximately 3:30 PM entering Unit 1A
and removing a baseball type cap. He/she
placed a computer and personal belongings at
the nurse's station. Employee #17 approached
Resident S1, sitting in the common dining area
with one (1) resident across the table from
him/her. Employee #17 introduced him/herself
and instilled eye drops into the resident's eyes.
Employee #17 returned to his/her personal
belongings at the nurse's station and retrieved a
device, went back to the resident and explained
that he/she was measuring eye pressure.
Employee #17 measured the pressure in both of
the resident's eyes.

Employee #17 failed to wash his/her hands
during the entire observation. A package of

sanitizing hand wipes was present on the table
adjacent to where the resident was sitting.

_

B

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH.CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 279 | Continued From page 11 F 279
anticoagulant therapy should have been initiated
for Resident #8. The record was revuewed
October 10, 2007.
FS§8; 483.20(k)(3)(i)) COMPREHENSIVE CARE PLANS F 281 1. Corective Action(s)
=01 . . . Employee #17 has since been re-educated
The services provided or arranged by the facility regarding the “Guidelines for Hand Hygiene / o//yD'?
must meet professional standards of quality. in Health Care Settings,” developed
by the COC.
This REQUIREMENT is not met as evidenced 2 Identification of Deficient Practices

& Corrective Actions:

Other residents receiving ophthalmology
consultations have the potential to be affected.
The ophthalmologist was redirected by the
Administrator imm edlately and has been
designated a pnvate treatment area for the
provision of oph(hglmology services. The
Director of Nursing and/or designee will
conduct random observalions of scheduled
ophthalmology ser{vices lo monitor proper
hand sanitation prior fo service delivery.

Any and all negative findings will be correcled
at time of discovery and reported to the QA
Commitlee for recommendations.

3. Systemic Change(s):

The facility has revuewed its’ currently policy
and procedure. The Ophthalmologist was
redirected by the Admmlslrator and will be
inserviced by the NHA or designee on the
provisions of 483. 20(k)(3)(i) Comprehensive
Care Plans and Gdldelmes for Hand Hygiene
in Health Care Semngs developed by the
Center for Disease Control.

ey

Yoy
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DEPART

MENT OF HEALTH AND HUMAN SERVICES
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES , , __OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY . '
AND PLAN OF CORRECTION | IDENTIFICATION NUMBER: - e COMPLETED
h! . A. BUILDING
B. WING __ ‘
~ 095005 , | 10/12/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, Q:T‘Ii, STATE, ZIP CODE
_ 3720 UPTON STREET NW
SHINGTON HOME o . ,
THE WA WASHINGTON, DC 20016 |
(X4) 1D ( SUMMARY STATEMENT OF DEFICIENCIES (0] PROVIDER'S PLAN OF CORRECTION - (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ \ DEFICIENCY)
F 281 | Continued From page 12 ‘ F 281 4 Monltorlngzl . . _
According to "Guideline for Hand Hygiene in The Clinical Manager andior designee is ,y
Health Care Settings," developed by the Center responsible for maintaining compliance. The 7/o H
for Disease Control, October 25, 2002, page 34, 8.‘2, ?é?ggﬁtg%‘;d:; se’f;gﬁ(’j“s‘;zsigt‘i’jﬁo“
Deconta r.nr:nate. hatnc.{.s before having direct The Clinical Man‘ager and or designee will
contact with patients. complete a 10% pudil of scheduled
F 323 48325(h) ACCIDENTS AND SUPERVISION F 323 ophlha|mology consults month|y o verify
SS=E compliance. Findings will be reported lo the
The facility must ensure that the resident QA Commitiee (df recommendations for
environment remains as free of accident hazards changes in current policy or practice and the
as is possible; and each resident receives need for further audits and or action plans.
adequate supervision and assistance devices t
pre\?eunttacscigents. s cesto 5.  Date of Compliance: 11/09/07
This REQUIREMENT is not met as evidenced
by:
Based on observations during the initial tour of
the facility, it was determined that facility staff.
failed to maintain an accident free environment as
evidenced by a buckled front lobby carpet,
damaged skid strips in residents’ showers, a
broken over-bed light cover and wall plate and
loose rubber molding in a resident's room. These
observations were made in the presence of
Employees #2 and 3 on October 9, 2007 from
7:25 AM untit 10:10 AM.
The findings include:
1. An employee was observed on October 9,
2007 at 10:10 AM to trip over the buckled front
lobby wall-to-wall carpet.
2. Four (4) of 15 resident showers were observed
with damaged skid strips that were lifting from the
floor in the following areas: Third floor first
haliway, A367, A220 and B220.
] B
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DEPARTMENT OF HEALTH AND HUMAN SERVICES | " FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES e . __OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION .. " x3) DATE SURVEY
AND PLAN OF CORRECTION | IDENTIFICATION NUMBER: - A S i COMPLETED ~
i , A BUILDING
- B. WING __. « :
. , 095005 D \ , 10/12/2007
NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, STATE, ZIP CODE
THE WASHINGTON HOME 3720 UPTON STREET NW
A _ . WASH-INGTN-, VD|C 20016
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION Cxs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
\ DEFICIENCY)
F 281 | Continued From page 12 | F 281
According to "Guideline for Hand Hygiene in
Health Care Settings," developed by the Center
for Disease Control, October 25, 2002, page 34,
"Decontaminate hands before having direct
contact with patients."
F 323 | 483.25(h) ACCIDENTS AND SUPERVISION F323] 4. Comective Actionis) _
SS=E ,-,'(l ’ The front lobby carpet has since been replaced /D//J%?_
The facility must ensure that the resident F&Z 1 by hardwood floors,

environment remains as free of accident hazards
as is possible; and each resident receives " !
& Corrective Actions:

[aa(rjee\:]eunatt:cscl:ggr?t/éswn and assistance devices to Other carpeted are?s inthe facjlily have the 2
’ _ potential to be affeclted. The Director of Plant / //L 6 A
" Qperations will inspect atl carpeled areas to
identify risks. Any/$n negative findings will be
corrected at time of discovery.

2. Identification o\( Deficient Practices

This REQUIREMENT is not metas evidenced ‘ 3. Systemic Change(s):
by: The facilily has reviéwed its' currently policy

N | . .
Based on observations during the initial tour of and procedure. The environmental services

the facility, it was determined that facility staff. sta;f have been‘irr‘msirr\gs;(‘iol{)‘); tmfe4/g<31n£gr\(l§;ra\or y :
failed to maintain an accident free environment as :Lez;f;f;ea‘ﬁi donlb and supervision / 3/ 27
evidenced by a bL.ICM,ed f“?“t |0b'by carpet, Environmental r0um!?s have been expanded to
:amkaged SK'S sdtrl'p?ltm resrden;s sr"lov’;etrs- a 4 include carpet assessment, repair, maintenance,
roken over-bed light cover and wall plate an and or replacement.
loose rubber molding in a resident's room. These |
observations were made in the presence of 4. Monitoring: v ; .
Employees #2 and 3 on October 9, 2007 from The Director of Planli.Opgr.alions anq/or designee
7:25 AM until 10:10 AM. : is responsible for malmtammg compliance. The

QA Program includes the envirgnmental obsen{ation
tool for monitoring thé interior. The housekeeping

The findings include: ‘ and maintenance team leader will conduct random

weekly environmenta‘l rounds wilh the Administrator
1. An employee was observed on October 9, for moniloring compliance. Findings will be reported :
2007 at 10:10 AM to trip over the buckled front : 10 Ihe QA Commiltee|for recommendations for ///7/0_?_,
lobby wall-to-wall carpet. : changes in current palicy or practice and the need

for further audits and jor action plans,
2. Four (4) of 15 resident showers were observed
with damaged skid strips that were lifting from the 5
floor in the following areas: Third floor first
J hallway, A367, A220 and B220.

Date of Compliance: 11/09/07
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRy 222007
CENTERS FOR MEDICARE & MEDICAID SERVICES — 7 o __OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION " |x3) DATE SURVEY !

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: = ‘L . COMPLETED
); A. BUILDING
' , - B. WING
- 095005 T 10/12/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
i 3720 UPTON STREET NW
THE WASHINGTON HOME el ]
R  WASHINGTON, DC 20016
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 281 Continued From page 12 F 281
According to "Guideline for Hand Hygiene in
Health Care Settings,” developed by the Center
for Disease Control, October 25, 2002, page 34,
. | "Decontaminate hands before having direct
contact with patients." 1. Comective Action(s) . ' /
F 323 | 483.25(h) ACCIDENTS AND SUPERVISION - The damaged skid strips observed in /0 'l/o
Ss=E ) RVISIO F323|  chower rooms 3674, 220A, and 220B have *
- - . Za been replaced.
The facility must ensure that the resident 2 k .
environment remains as free of accident hazards F 3 2. Identification of Deficient Practices
as is possible; and each resident receives & Corrective Actions:
adequate supervision and assistance devices to Other resident shO\:NerS rooms have the
prevent accidents. potential to be aﬁe?ted. The Housekeeping / 0// § 0?‘
and Maintenance tcleam leader will inspect
- all shower rooms tq identify risks. Any and
all negative findings will be corrected
at time of discovery,.
Th.is REQUIREMENT is not met as evidenced 3. Systemic Change(s):
by: ) ] o The facility has reviewed its' currently policy
| Based on observations during the initial tour of and procedure. The environmental services
the facility, it was determined that facility staff. staff have been insérviced by lhe Administrator
failed to maintain an accident free environment as or designee on the provisions of 483.25(h) /]/2 /0 2
evidenced by a buckled front lobby carpet, specifically accidents and supervision.
damaged skid strips in residents’ showers, a Environmental ’OU'F‘AdS have been expanded to
broken over-bed light cover and wall plate and '“c('j”de th? aesees ;m'k.'sp?'.r ' ”‘.ﬁ'”;e? g
loose rubber molding in a resident's room. These sao\férrsep acement of SKid sirips In resice
observations were made in the presence of '
Employees #2 and 3 on October 9, 2007 from 4. Monitoring:
7:25 AM until 10:10 AM. The Director of Plan{ Operations and/or
designee is responsible for maintaining
The findings include: compliance. The QA|Program includes the
environmental obser\l/ation too! for monitoring
1. An employee was observed on October 9, the interior. The hOl;SEKGGD'“Q . /4 /9 /)
2007 at 10:10 AM to trip over the buckled front and maintenance tedm leader will conduct random /
lobby wall-to-wall carpet weekly environmental rounds with the Administrator
y pet. for monitoring compli“ance, Findings will be reported
: . 1o the QA Committee; for recommendations for
2. Four (4) of 15 resident showers were observed changes in current palicy or practice and the need
with damaged skid strips that were lifting from the for further audits and lor action plans.
floor in the following areas: Third floor first
hallway, A367, A220 and B220. 5. Date of Compliance: 11/09/07
FORM CMS-256F7(02-99) Previous Versions Obsolete Event ID: WUZV11 Facllity ID;: WASHHOME If continuation sheet Page 13 of 19
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- DEPARTMENT OF HEALTH AND HUMAN SERVICES

*

PRINTED: 10722/2007

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES — R OM_@NOO 938-0391
STATEMENT OF 'DEFICIENClES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CO'NSTRUQTIC N (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - . COMPLETED
' i A. BUILDING
B. WING .
: 095005 10/12/2007

NAME OF PROVIDER OR SUPPLIER -

THE WASHINGTON HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
3720 UPTON STREET Nw
WASHINGTON DC 20016

4) ID ' SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281 | Continued From page 12 F 281
According to "Guideline for Hand Hygiene in
Health Care Settings,"” developed by the Center
for Disease Control, October 25, 2002, page 34,
"Decontaminate hands before having direct 1. Comective|Action(s)
contact with patients.” The broken plastic cover on the over bed light 10/p/e)
F 323 | 483.25(h) ACCIDENTS AND SUPERVISION F 323 in Room 3078 has since been replaced.
S§S=E

| Based on observations during the initial tour of

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

This REQUIREMENT is not met as evidenced
by:

the facility, it was determined that facility staff.
failed to maintain an accident free environment as
evidenced by a buckled front lobby carpet,
damaged skid strips in residents’ showers, a
broken over-bed light cover and wall plate and
loose rubber molding in a resident's room. These
observations were made in the presence of
Employees #2 and 3 on October 9, 2007 from
7:25 AM until 10:10 AM.

The findings include:

1. An employee was observed on October 9,
2007 at 10:10 AM to trip over the buckled front
lobby wall-to-wall carpet.

2. Four (4) of 15 resident showers were observed
with damaged skid strips that were lifting from the
floor in the following areas: Third floor first
haliway, A367, A220 and B220.

2. Identification; of Deficient Practices

& Corrective Actlions:

The over bed lights in other resident rooms have
the potential to bé affected. The Housekeeping
and Maintenance team leader has inspected all
resident room over bed light plastic covers to
identify risks. Any and all negative findings will
be corrected at time of discovery.

3. Systemic Change(s):

The facility has re%ewed its' currently policy
and procedure. The environmental services
staff have been inserviced by the Administrator
or designee on the provisions of 483.25(h)
specifically accidents and supervision.
Environmental rouhds have been expanded to
include lhe assessment, repair, maintenance,
and or replacemen'( of over bed light plastic

covers in resident fooms.

4. Monitoring:
The Director of Plaht Operations and/or

The QA Program includes the environmental
Observation lool fof monitoring the interior
specifically the plas'lic covers of the over bed lights.
The housekeeping and maintenance team leader
will conduct randorri weekly environmental rounds
with the Admlmslralor for monitoring compliance.
Findings will be reponed to the QA Commiltee

for recommendations and or changes in current
policy or practice and the need for further audils

and or aclion plans.

5. Date of Compliance: 11/09/07

Designee is respon'sible for maintaining compliance.

/0//7/-?

///ﬁ/,?_

11/7/47
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- DEPARTMENT OF HEALTH AND HUMAN SERVICES | . PRINTED: 1012272007

CENTERS FOR MEDICARE & MEDICAID SERVICES . L ) __OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION " }x3) DATE SURVEY
AND PLAN OF CORRECTION , IDENTIFICATION NUMBER: o ¢ N COMPLETED
i A. BUILDING
o B. WING
' . H 095005 ) _ } 10/12/2007
NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, STATE, ZIP CODE
THE WASHINGTON HOME 3720 UPTON STREET NW
_ .o , WAS-H{NGTQN, DPC 20016
© (X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY) :
F 281 | Continued From page 12 F 281

According to "Guideline for Hand Hygiene in
Health Care Settings,” developed by the Center
for Disease Control, October 25, 2002, page 34,
“Decontaminate hands before having direct
contact with patients."

F 323 | 483.25¢h) ACCIDENTS AND SUPERVISION _ F323] 1. Corrective Action(s)

SS=E l{) The damaged wall plate cover observed in Room 70/u/s 7
The facility must ensure that the resident ;24. 336 has since been Feplaced. : -
environment remains as free of accident hazards F

as is possible; and each resident receives 2. |dentification of Deficient Practices

& Corrective Actions:

adequate sqpervaswn and assistance devices to The wall plate covers throughout the facility have
prevent accidents. the polential to be affected. The Housekeeping 70
o and Maintenance tea:m leader will conducl 0'7-
- : environmental rounds to identify risks. Any and all

negative findings will be corrected at time of discovery.

This REQUIREMENT is not met as evidenced ' | 3. Systemic Change(s):
The facility has revie{ved its' currently poficy

by: .
{ Based on observations during the initial tour of a”‘:f‘;]’“ed”'& The epvuéogminlaAl dsef" !Cfst

the facility, it was determined that facility staff. staff have been inserviced by the Administrator

. L - . _ or designee on the provisions of 483.25(h)

failed to maintain an accident free environment as specifically accidents and supervision. :

evidenced bY a bl_JCkl_ed frqnt |°b'by carpet, Environmental round:s have been expanded to 7 /

damaged skid St”.ps in residents' showers, a include the assessment, repair, maintenance, 0 7

broken over-bed light cover and wall plate and and or replacement of wall plate covers throughout

loose rubber molding in a resident's room. These Ihe facility. ‘

observations were made in the presence of
Employees #2 and 3 on October 9, 2007 from

4, Monitoring: = |
The Director of Plant bperations andlor designee

7:25 AM until 10:10 AM. | ( e d
is responsible for maintaining compliance. The

4 ; ; . QA Program includes|the environmental observation

Fhe findings include: ' ' - tool for monitoring the interior specifically the wail
plate covers. The housekeeping and maintenance

1. An employee was observed on October 9, team leader will conduct random weekly environmental :

2007 at 10:10 AM to trip over the buckled front " | rounds wilh the Admiﬁistralor lor monitoring compliance.

lobby wall-to-wall carpet. : Findings will be reported to the QA Commiltee for /W7
recommendations for changes in current policy or

practice and the need|for further audits and or action

2. Four (4) of 15 resident showers were observed !
plans.

with damaged skid strips that were lifting from the
floor in the following areas: Third floor first do
hallway, A367, A220 and B220. 5. Date of Compliance: 11/09/07
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| Based on observations during the initial tour of

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

This REQUIREMENT is not met as evidenced
by:

the facility, it was determined that facility staff.
failed to maintain an accident free environment as
evidenced by a buckled front lobby carpet,
damaged skid strips in residents’ showers, a
broken over-bed light cover and wall plate and
loose rubber molding in a resident's room. These
observations were made in the presence of
Employees #2 and 3 on October 9, 2007 from
7:25 AM untit 10:10 AM.

The findings include:

1. An employee was observed on October 9,
2007 at 10:10 AM to trip over the buckled front
lobby wall-to-wall carpet.

2. Four (4) of 15 resident showers were observed
with damaged skid strips that were lifting from the
floor in the following areas: Third floor first
hallway, A367, A220 and B220.

£

2

2. \dentification of Deficient Practices

& Corrective Actions:

Other rubber moldmg in door ways throughout the
facility have the potential to be affected. The
Housekeeping and Maintenance team leader will
conduct environmental rounds to identify risks. Any
and all negalive findings will be corrected at time of
discovery. -

3. Systemic Change(s):

The facilily has reviewed its' currently policy
and procedure. The environmental services
staff have been inserviced by the Administrator
or designee on the provisions of 483.25(h)
specifically accidents and supervision.
Environmental rounds have been expanded o
include the assessment, repair, maintenance,
and or replacement|rubber molding in door
ways throughout the facility.

4. Monitoring:
The Direclor of Plant Operations and/or designee

is responsible for maintaining compliance. The

QA Program mcludes the environmental observation
lool for monitoring the interior specifically the rubber
molding in door way's throughout the facility. The
housekeeping and maintenance team leader will
conduct random weekly environmental rounds

with the Admnmslrak&r for monitoring compliance.
Findings will be feponed lo the QA Committee for
recommendations for changes in current policy or
praclice and Ihe need for further audits and or action
plans.

5. Date of Compliance: 11/09/07

S : . PRINTED: 10/22/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA '(xz) MULTIPLE consmucno N (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

[ A. BUILDING :
G B. WING .
‘ _ ! 095005 10/12/2007 -
NAME OF PROVIDER OR SUPPLIER | streeT ApDRESS, CITY. STATE, ZIP CODE
- 3720 UPTON STREE.T NW
THE WASHINGTON HO.ME WASHINGTON IC 20016
(X4) ID 'SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION - (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG + REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281 | Continued From page 12 F 281
According to "Guideline for Hand Hygiene in
Health Care Settings," developed by the Center
for Disease Control, October 25, 2002, page 34,
"Decontaminate hands_before having direct . .
contact with patients- The lcse bber g assened n e
| erve e aoor
Fsggg 483.25(h) ACCIDENTS AND SUPERVISION F 323 way of Room 230 has since been replaced. lo/l/o?J
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. PRINTED: 10/22/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OM?BNO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUC:”ON (X3) DATE SUR-VEY
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NAME OF PROVIDER OR SUPPLIER

THE WASHINGTON HOME

STREET ADDRESS, cnﬁr,_- STATE, ZIP CODE
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WASHINGTON, DC 20016

X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDE‘E&'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

(X8)
COMPLETION
DATE

F 323

F 371
SS=E

'483.35(i)(2) SANITARY CONDITIONS - FOOD -

1 15 on October 8, 2007 between 6:55 AM and

Continued From page 13

3. The plastic cover of the over-bed light was
observed broken in room 307B in one (1) of 20
over-bed lights observed.

4. A wall plate cover was observed damaged and
hanging loose in room 336 in one (1) of 20 wall
plate covers observed. C

5. The rubber molding was observed loose in the
doorway of room 230 in one (1) of 20 resident
room doorways observed.

Employees #2 and 3 acknowledged the above
cited deficiencies at the time of the observations.

PREP & SERVICE

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

This REQUIREMENT is not met as evidenced
by: -

Based on observations of the main kitchen, it was
determined that facility staff failed to store and
prepare food under sanitary conditions as
evidenced by: unlabeled and undated food,
moldy,wilted lettuce stored in the walk-in
refrigerator, pans stored wet and ready for re-use
and an uncovered dumpster. These observations
were made in the presence of Employees #5 and

10:30 AM.

The findings include:

F 323

F 371

1.
The 25 servings of
of cookies, 54 serv
Jello, 9 serving of apple sauce, 15 servings of
fresh fruit salad, 17| servings of fresh garden
salad, 20 cups of ice tea, and 4 serving of fruit
cocktails were discarded post observation.

2. Identification oL Deficlent Practices
& Corrective Acticilns:
Other meal prep items prepared for scheduled

Corrective Action(s)
mandarin oranges, 9 packages
ng of diet Jello, 61 serving of

|

meal distribution'an:d storage have the potential to .
be affected. The F?od Services Manager and or / 0/7 /0_7.

Food Services Supervisor-will inspect any/all food
items prior to storaée for proper labels, dates, and
initials. Any and all hegative findings will be
corrected at time of|discovery.

3

The facility has reviewed its' currently policy

and procedure. Thé dietary services staff will be
inserviced by Ihe Regislered Dietitian or designee
on lhe provisions of
sanitary conditions,
items.

Systemic Change(s):

n /; 07
483.35(i)(2) specifically
food prep, and storage of food

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

Event ID: WUZV11

Facility ID: WASHHOME

If continuation sheet Page 14 of 19
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CENTERS FOR MEDICARE & MEDICAID SERVICES

. PRINTED: 10/22/2007
-FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
-1 AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
~ IDENTIFICATION NUMBER:
3 .

21

! 095005

(X2) MULT!PLE CONSTRUCTION (X3) DATE SURVEY
. o COMPLETED

A. BUILDING

B. WING

10/12/2007

NAME OF PROVIDER OR SUPPLIER

THE WASHINGTON HOME

'| STREET ADDRESS, CITY: STATE, ZIP CODE
3720 UPTON S‘TREIET NW
WASHINGTON, DP 20016

(X4) 1D
" PREFIX
- TAG

‘SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

F 371

F 441
§S=D

Continued From page 14

1. The following items were observed undated
and/or unlabeled in the walk-in refrigerator:
25 servings of mandarin oranges

9 packages of cookies

54 servings of diet Jello

61 servings of Jello

9 servings of applesauce

15 servings of fresh fruit salad

17 servings of fresh garden salad

20 cups of iced tea

4 servings of fruit cocktail

2. Seven (7) heads of lettuce were observed
moldy and wilted in the walk-in refrigerator.

3. The following items were stored wet and ready
for re-use:

10 of 14 sheet pans

Five (5) of 14 hotel pans

Five (5) of five (5) ¥ hotel pans
Two (2) of two (2) roasting pans

4. The roll away dumpster was observed to
contain bags of trash and was uncovered.

Employees #5 and 15 acknowledged these
findings at the time of the observations.
483.65(a) INFECTION CONTROL

The facility must establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfortable environment and
to prevent the development and transmission of
disease and infection. The facility must establish
an infection control program under which it
investigates, controls, and prevents infections in

F 371
4, Monitoring:

The Dietitian will| complete the Dietary Inspection
Report weekly folr maintaining compliance. The
Dietary Inspection Report now includes sanitary
conditions, food brep, and slorage of food items.
Findings will be reported lo the QA Commitiee for
recommendations for changes in current policy
or practice and the need for further audits and

or action plans.

5. Date of Compliance: 11/09/07

F 441

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

' . PRINTED: 10£22/2007
DEPARTMENT OF HEALTH AND HUMAN SERVICES *  FORMAPPROVED
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
. ;'} T .
_ | ‘ 095005 > e, : — 1011212007
NAME OF PROVIDER OR SUPPLIER ‘| STREET ADDRESS, CITY',. STATE, ZIP CODE :
. 3720 UPTON STREET NW
ON HOM . ‘ o v
THE WASHINGT : E _ ‘WASHI_NG.'_IV‘ON, DC/ 20016 v
(X4) ID 'SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 05)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
 TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- ‘DEFICIE‘NCY)
F 371 | Continued From page 14 F 371,) 1. Corrective Ac!tion(s)
‘(_7‘ The 7 heads of molded and wilted lettuce observed
1. The following items were observed undated F 51 in the walk-in refrigerator was discarded immediately. [/ © /q 67
and/or unlabeled in the walk-in refrigerator: : L
_ , 2. Identification of Deficient Practices '
. o & Corrective Actions: :
f .
35 :g(vamg: (()); ?:J:(?::n oranges Other meal prep itemis prepared / stored for distribution
P g ¢ diot Jel have the potential to be affected. The Food Services
54 servings of diet Jello Manager and Food Services Supervisor will inspect any | / o/ﬂ 07
61 servings of Jello “/ all food items prior to storage for proper labels, dates,
9 servings of applesauce and initials. Any and‘all negative findings will be
15 servings of fresh fruit salad corrected at time of discovery.
17 servings of fresh garden salad
20 cups of iced tea 3. Systemic Change(s):
4 servings of fruit cocktail The facilily has reviewed its' currently policy
: - and procedure. The Idietary services sfaff will be y; 7
inserviced by the Registered Dielitian or designee on / 0
2, Sk;even 57) _Regd_s ?J lettulc':(e~ wer? .Obfetrved the provisions of 483.35(1)(2) specifically sanitary
moldy and wiltéd in the walk-in reingerator. conditions, food prep} and storage of food items.
3. The following items were stored wet and ready 4. Monitoring:
for re-use: The Dietitian will complete the Dietary Inspection
. Report weekly for maintaining compliance. The
10 of 14 sheet pans Dietary Inspection Report includes sanilary conditions,
Five (5) of 14 hotel pans food prep, and the starage of food items. Findings ///7 07
Five (5) of five (5) % hotel pans will be reported o the| QA Committee for
. recommendations for changes in current policy
Two (2) of two (2) roasting pans or practice and the need for further audits and
or action plans.
4. The roli away dumpster was observed to onP
contain bags of trash and was uncovered. 5. Date of Compliance: 11/09/07
Employees #5 and 15 acknowledged these
findings at the time of the observations. _
F 441 | 483.65(a) INFECTION CONTROL F 441
$S=D :
The facility must establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfortable environment and
to prevent the development and transmission of
disease and infection. The facility must establish
an infection control program under which it
investigates, controls, and prevents infections in
Event ID: WUZV11 Facility ID: WASHHOME If continuation sheet Page 15 of 19
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'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
s B. WING .
- 095005 , 10/12/2007

NAME OF PROVIDER OR SUPPLIER

THE WASHINGTON HOME

'| STREET AooR=E-sé, CITY! STATE, ZIP CODE
3720 UPTON STREET NW
WASHINGTON, DC 20016

1. The following items were observed undated
and/or unlabeled in the walk-in refrigerator:

25 servings of mandarin oranges

9 packages of cookies

54 servings of diet Jello

61 servings of Jello

9 servings of applesauce

15 servings of fresh fruit salad

17 servings of fresh garden salad

20 cups of iced tea

4 servings of fruit cocktail

2. Seven (7) heads of lettuce were observed
moldy and wilted in the walk-in refrigerator.

3. The following items were stored wet and ready
for re-use: '

10 of 14 sheet pans

Five (5) of 14 hotel pans

Five (5) of five (5) Y hotel pans
Two (2)-of two (2) roasting.pans

4. The roll away dumpster was observed to
contain bags of trash and was uncovered.

Employees #5 and 15 acknowledged these
findings at the time of the observations.

F 441 | 483.65(a) INFECTION CONTROL

$S=D :
The facility must establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfortable environment and
to prevent the development and transmission of
disease and infection. The facility must establish
an infection control program under which it
investigates, controls, and prevents infections in

(X4) ID 'SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION o5
- PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
" TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 371 | Continued From page 14 F 371

F 441

1. Corrective Action(s)

The 10 sheet pans) 5 hotel pans, the 5 *5-1/4”
hote! pans, and the‘ 2 roasting pans stored wet / b/ﬁ /o?—

were re-washed and stored appropriately.

2. Identification oL Deficient Practices

& Corrective Actions:

Other sheet pans V\J‘ashed and stored have the
potential to be affeqted. The Food Services Manager /0/7/0 _?_
and or Food Services Supervisor will inspect sheet

pans post wash for proper drying and storage.
Any and all negative findings will be corrected at

time of discovery.

3. Systemic Change(s):

The facility has reviewed its' currently policy

and procedure. The dietary services ///%
staff will be inserviced by the Registered Dietitian 7
or designee on the provisions of 483.35(i}(2)

specifically sanitary conditions, food prep, and
storage of food items.

4. Monitoring:
The Dietitian will complete the Dietary Inspection
Report weekly for m%in(aining compliance. The
Dielary Inspection R'epon includes sanitary conditions,

food prep, and the pLoper storage of food and utensils / / 7/07
i.e. pot and pan item!s. Findings will be reported to the

QA Committee for recommendations for changes in
cutrent policy or praétice and the need for further audils
and or action plans.

5’. Date of Compliance: 11/09/07
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CENTERS FOR MEDICARE & MEDICAID SERVICES |

PRINTED: 10/22/2007
< 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: J ¢ COMPLETED
- { A. BUILDING '
B. WING X
_ i 095005 L : — 10/12/2007
NAME OF PROVIDER OR SUPPLIER '| STREET ADDRESS, CITY, STATE, ZIP CODE ‘
3720 UPTON STREET NW
THE WASHINGTON HOME a0 UE TOT SRR
: WASHINGTON, DC| 20016
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- ‘DEFICIENCY)
F 371| Continued From page 14 F 371

1. The following items were observed undated
and/or unlabeled in the walk-in, refrigerator:

1. Corrective Action(s)

The temporary roll Eway dumpster has been removed.

|

2. ldentification of Deficient Practices

F 441
§8=D

25 servings of mandarin oranges
9 packages of cookies

54 servings of diet Jello

61 servings of Jello

9 servings of applesauce

15 servings of fresh fruit salad

17 servings of fresh garden salad
20 cups of iced tea

4 servings of fruit cocktail )
2. Seven (7) heads of lettuce were observed
moldy and wilted in the walk-in refrigerator.

3. The following items were stored wet and ready
for re-use:

10 of 14 sheet pans

Five (5) of 14 hotel pans

Five (5) of five (5) % hotel pans
Two (2) of two (2) roasting pans

4. The roll away dumpster was observed to
contain bags of trash and was uncovered.

Employees #5 and 15 acknowledged these
findings at the time of the observations.

483.65(a) INFECTION CONTROL

The facility must establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfortable environment and
to prevent the development and transmission of
disease and infection. The facility must establish
an infection control program under which it

investigates, controls, and prevents infections in L

discovery.

3. Systemic Chan

specifically sanilary

4. Monitoring:
The Dietitian will col

F 441

& Corrective Actiofns:

Other temporary r05| away dumpsters have the
potential to be affeclted. The Director of Plant Ops
will inspect all dumpsters lo identify risk. Any /all

negative findings wi

The facility has revie
and procedure. The maintenance and dietary
slaff will be inserviced by the Registered Diefitian
or designee on the provisions of 483.35(i)(2)

storage of food items.

Reporl weekly for m
Dietary Inspection Report includes sanitary conditions,
food prep, and storage of food items. Findings will be
reporled to the QA Commitiee for recommendations
for changes in curre:nt policy or practice and the

need for further audits and or action plans.

5. Date of Compliance: 11/09/07

-
ro/igh7|

Il be corrected at time of

ge(s):
ewed ils' currently policy

/1/2,07,

conditions, focd prep, and

‘nplete the Dietary Inspection

ainlaining compliance. The

Vo

|
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NAME OF PROVIDER OR SUPPLIER

'] STREET ADDRESS, CITY, STATE, ZIP CODE
3720 UPTON STREET'NW
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(X4) ID
PREFIX
. TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F371

F 441
S$S=D

17 servings of fresh garden salad

Continued From page 14

1. The following items were observed undated
and/or unlabeled in the walk-in, refrigerator:

25 servings of mandarin oranges
9 packages of cookies

54 servings of diet Jello

61 servings of Jello

9 servings of applesauce

15 servings of fresh fruit salad

20 cups of iced tea

4 servings of fruit cocktail

2. Seven (7) heads of lettuce were observed
moldy and wilted in the walk-in refrigerator.

3. The following items were stored wet and ready
for re-use:

10 of 14 sheet pans

Five (5) of 14 hotel pans

Five (5) of five (5) V4 hotel pans
Two (2) of two (2) roasting pans

4. The roll away dumpster was observed to
contain bags of trash and was uncovered.

Employees #5 and 15 acknowledged these
findings at the time of the observations.
483.65(a) INFECTION CONTROL

The facility must establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfortable environment and
to prevent the development and transmission of
disease and infection. The facility must establish
an infection control program under which it
investigates, controls, and prevents infections in

F 371

F 441

1. Corrective |Action(s)
Employee #13 has been re-educated on the /) 07
facility's policy, prlocedure, and practice for

maintaining a sanitary environment.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES L ORM APPROED
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 .
' 095005 BWING — 10/12/2007
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, iTATE. ZiP CODE
. - 3720 UPTON STREET NW
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(X4)ID - SUMMARY STATEMENT OF DEFICIENCIES : } ID . PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY)
w
F 441 | Continued From page 15 7 F 441
the facility; decides what procedures, such as 2. Identification of Deficlent Practices
isolation should be applied to an individual & Corrective Acthg?sf _
resident; and maintains a record of incidents and Ol:he”es'qﬁ]":f M l‘.j'ess'”% "
corrective actions refated to infections. lch:;gfjn:; tor;:;“g]‘ﬁ':&: c;f’r‘TE:eDifeC?;f
: 'of Nursing andfor de‘lasignee wilt conduct / 0//.‘%7
impromptu observations of scheduled wound
This REQUIREMENT s not met as evidenced rounds to randomly monitor sanitary conditions
by: . . and proper destruction of contaminated matenals.
Based on observation and staff interview during Any and all negalive findings will be correcled
the environmental tour, it was determined that at lime of discovery gnd reported to the QA
facility staff failed to maintain a sanitary Commiltee for recommendations.
environment as evidenced by a red biohazard bag , _
observed in the hallway. This observation was 3. Systemic Change(s): .
. The facility has reviewed its’ currently policy
made in the presence of Employees #2 and 3. and procedure. Licensed slaff will be inserviced
. ) on the provisions of I483.65(21) specifically 17} ?/07
The findings include: specifically to maintain a safe, sanitary, afid
. comfortable environment and lo prevent the
During initial tour of the facility on October 9, 2007 development and transmission of disease and
at 8:35 AM, it was observed that a red biohazard infection. ‘
bag containing infectious waste was observed in o
the hallway in front of an isolation room. 4. Monitoring: | o
Employee #13 was inside the resident's room. The Clinical Manager and/or designee is
responsible for mamt'alnmg compliance. The
. . . QA Program'includes a random observation
A face-to-face interview was conducted with 100l fon??nonitoring sanitary conditions.. The / /
Employee #13 on October 9, 2007 at 8:40 AM. Clinical Manager and or designee will complete 9/0 7
He/she stated, "I just placed the bag here [in the a 10% audit of schedule wound treatments
hallway in front of the isolation room] a second weekly lo verify compliance. Findings wilf be
ago” reported lo the QA Comnitiee for recommendations
for changes in current policy or practice and
A face-to-face interview was conducted with . the need for further audils or action plans.
Employee #16 on October 10, 2007 at 12:00 PM. .
H_e/shey stated that the facility's practice was to 5. Date of Compllance: 11/09/07
remove the red biohazard bag from the isolation
room and immediately place it in the soiled utility
room in the appropriate biohazard container and
that the red biochazard bag should not have been
left on the fioor.
F 445 | 483.65(c) INFECTION CONTROL - LINENS F 445
§8=C B | L
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F 445 | Continued From page 16 F 445
Personnel must handle, store, process, and : 1. Corrective AFﬁon(s)
transport linens-so as to prevent the spread of Employee #14 and #3 have been re-educaled
infection. on the facility's poficy, procedure, protocol, and l D/Il o?_
and practice for monitoring the temperatures

required (o process|linens to prevent the spread
of infection, ’

- This REQUIREMENT is not met as evidenced
by: ' 2. Identification|of Deficient Practices
Based on observation, staff interview and review & Corrective Actions: -

of manufacturer's manuals, it was determined A monitoring tool has been developed and
that facility staff failed to develop a monitoring implemented which corresponds with the
program to ensure wash water temperatures for manufacturers recommended lemperalures
facility and resident faundry were within the ranges fOT'PFOC?SSiA.Q finens to prevent the
manufacturer's recommended range for each spread of infection. | The laundry supervisor

chemical utilized in the Washing cycle. randomly selects wash cycles and machines
to monitor compliance for appropriate chemical

utilization, temperattre requirements, and
variances.

/0/0/07

The findings include:

3. Systemic Change(s):

The facility has reviewed its' currenlly policy

and procedure. A comprehensive monitoring
program has been implemented and will be
monitored the QA Program for maintaining
compliance. Laundry staff will be inserviced

on lhe provision 483165(c) specifically infection
control for finens and the new monitoring program.

An observation of the laundry being processed
was conducted on October 9, 2007 at 8:40 AM.
Employee #14 stated, "l am going to start a ioad
of towels. | am going to select Cycle #1." / 7[‘7
A list describing each formula and items washed o7
for that formula was posted on the door to the
washing area.

4. Monitoring:

The washer being observed was equipped with a The laundry supervisor and or designee is

computer program displayed on a digital screen
attached to the front of the washer. Among the
information displayed was the formula/cycle (a
program designed for each type of laundry), the
step in the cycle and the water temperature in
degrees Fahrenheit (F).

At the time of the observation, the machine was -
set on Cycle #1 and was currently in the
beginning of the wash cycle. The temperature
displayed on the computer screen was 95
degrees F.

maintaining complian

lo verily compliance.
to the QA Commi(lee‘|

5. Date of Compl

responsible for maintaining compliance. The

QA Program now includes a monitoring tool for
ce. The Laundry Supervisor
and or designee will complele weekly audits

for changes in current policy or practice and
the need for further audits or action plans.

1

Findings will be reported
for recommendations

ance: 11/09/07

L
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- WASHINGTON, DC}

20016

SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION

The surveyor asked Employee #14 what
temperature was required for this step. He/she
stated, "It has to be 160 degrees to wash. We
use different chemicals, too." Employee #14 was
unable to state the length of time the water
temperature for the wash cycle had to remain at
160 degrees F.

Upon further inquiry, there was no evidence that
the laundry staff or the laundry supervisor were
aware of the temperature ranges for the
chemicals used in the facility's laundry.

The surveyor asked for the chemicals used and
the temperature range recommended by the
manufacturer for the chemicals used in the
facility's laundry. Employee #14 stated that
he/she did not have that information, but would
ask the supervisor.

The surveyor asked Employee #3 if temperatures
were being monitored for each step. Employee
#3 stated that the computer program
pre-determined the temperature for each cycle
and was set by the representative from the
chemical company for the chemicals utilized by
the facility. :

A listing of the manufacturer's recommendations
for temperature ranges for the chemicals could
not be located by Employee #3 at the time of the
observation.

Employee #3 requested information from the
facility's chemical supplier regarding the
manufacturer's recommended temperature range
for each chemical used. Information was
received by the facility via facsimile from the
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facility's chemical supplier on October 10, 2007 at

Employee #3 acknowledged that temperatures
were not monitored for the washing cycle.
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