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The wast,,,,, Horne is m;09 
this Plan df Correction forthe 
purposes hf Regulatory Compliance. 
The facilit~ is submitting this plan 
of correctiG>n tocomply with 
applicable Illaws and notasan 
admission or statement of 
agreement, with respect 10 the 
alleged deficiencies herein, To 
remain in dompliance with all 
federal and state regulations, the 
facility has \taken orwill take the 
actions set forth in the following 
plan of correction. The following 
plan of corr~clion constitutes the 
facility's all~gation ofcompliance 

I 
such Ihat all alleged deficiencies 
ciled have ~een or will becorrected 
by the dalerr the dales indicated. 

1. Corrective Action(s) 
Employee #~ 3 has since been 
re-educatedlon Residents Rights 
i.e. privacy provided during dressing 
changes, I 

2. Identification of Dericient 
Practices &'ICOrrective Actions: 
Other residents receiving dressing 

I . 
changes have the potential to be 
affected. ThJ Director of Nursing and/or 
designeewill! conduct impromptu 
observations of scheduled wound 
rounds to randomly monilor privacy 
provided durihg dressing changes, 
Any and allnbgalive findings 
will becorrecled al time ofdiscovery 

I . 

and reported 110 the QA Committee for 
recommendations. 

I 

F 000 

F 164 

F/~'I I) 

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 r~qu!red by law. 

An annual recertification survey was conducted 
October 9 through 12, 2007. The following 

.deficiencies were base-d on observations, record 
reviews, and interviews with the facility staff. The 
sample included 28 residents based on a census 
of 183 residents the first day of survey and one 
(1) supplemental resident. 

F 164 483.10(e), 483.75(1)(4) PRIVACY AND 
SS=D .CONFIDENTIALITY 

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. 

F 000 INITIAL COMMENTS 

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. 

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

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. 

10/12/2007 

• .PRINTED: 10/22/2007
DEPARTMEN:r OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OM6 NO. 0938-0391 

Any deficiencystat ent 9 with an asterisk n denotes a deficiency which the institution may be excused fro~ correcting provi ng it is etermined that 
other safeguards pr vide sufficient protection to the patients. (See instructions.) Except for nursing homes, the find,ings stated above are disclosable 90 days 
following the date of survey whetheror not a plan of correction is provided. For nursing homes, the above findings and plans of correction aredisclosable 14 
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. I 
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F 164 Continued From page 1 

This REQUIREMENT is not met as evidenced 
by: 
Based on observationsand 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 
to Resident 81. 
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F 164 I 
3. Systemic Cha~ge(s): 
The facility has reJViewed its'currently 
policy and proced reo Licensed staff 
will beinserviced dnthe provisions of 
483.10(e) and 483.75 (1)(4) specifically 
Privacy and Confidentiality provided 
during dressing ch~nges. 

4. Monitoring: J 
The Clinical Mana erand/or designee is 
responsible for maintaining compliance. The 
QA Program includes arandom observation 
1001 for monitoring hivacyand confidentiality 
during dressing changes. The Clinical Manager 
and ordesignee wi'li complete a 10% audit 
of schedule woundltreatments weekly to 
verify compliance. Findingswill bereported 
to the QA Committee for recommendations 
forchanges incurrent policy orpractice and 
the need forfurthej audits or action plans. 

5. Date of Compliance: 11/09/07 

1. Corrective Action(s) 
Employee #17 has since been 
re-educated on R~sidents Rights 
i.e, privacy durind ophthalmology 
consultations. 1 
2. Identificati ' n of Deficient 
Practices & Cor~ective Actions: 
Other residents receiving ophthalmology 
consullalions havb the potential tobe 
affected. The op~thalmologist has been 
designated a priv~te treatment area for 
Ihe provision of o~hthalmology services. 
The Direclor of NJrsing and/or designee 
will conduct randbm observations of 
scheduled ophthalmology services 10 
monilor privacy prbvided. Any and all 
negalive findings *,ill be corrected at time 
ofdiscovery and r~ported to the QA 
Committee for recbmmendations 

I 
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F 164 Continued From page 2 F 164 3. Systemic chalgo(s): 
The facilily has reViewed ils'curre tly polic)' 

Employee #17 was observed on October 10, and procedure. T~a Ophthalmolo rstwas 
2007 at approximately 3:30 PM to enter Unit 1A lnservlced by the ~dmlnistriltor on he 

provisions of483.1 O(e) and 483.7- ' and remove a baseball type cap. He/she placed 
(1)(4) specifically privacy and conn enlialitya computer and personal belongings at the 
provided during odhlhalmOIOgy sel -lces,nurse's station. Employee #17 approached 

Resident S1, sitting in the common dinIng area 
4. Monitoring: !

wIth one (1) resident across -the table from The Clinical Mana erand/or desig ee is 
him/her. Employee #17 introduced him/herself responsible for maintaining compli nee. 
and instilled eye drops into the resident's eyes. The OA Proqrarn includes arando I
 

Employee #17 returned to his/her personal
 Observation 1001 fqr rnonitod[lg pri lCY and 
belongings at the nurse's station and retrieved a confidentiality. The Clinical Manag r and or 
device, went back to the resident and explained designee will com~ate a 10% audf ofscheduled 
that he/she was measuring eye pressure. , ophthalmology con1sulls toverify c( npliance. 

FIndings will bereported to lheQA ';ommllleeEmployee #17 measured the pressure in both of 
lor recommendatlohs lor changes I currentthe resident's eyes. 
policy orpractice ahd theneed lor mher audits 
and or action plans!, ' 

Employee #17 failed to provide privacy during the 
eye examination. I · 5, Dltte of Compliance: 11/091 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."
 

I ' F 253 483.15(h)(2) HOUSEKEEPING/MAINTENANCE F 253 1. Corrective Actlon(!)
 
SS"'D
 Marred and ordafnaged baseeos d surfaces 

The facility must provide housekeeping and observed In rDOm~ 250, 312, 340' 354, andF~~?J) I367 has sInce been repaired. •
 
sanitary, orderly, and comfortable interior.
 
maintenance services necessary to maintain a 

I 

2. Identification lofDeficient Pr dices 
& Corrective Actions: ' 

I
Other baseboard surfaces have try potentialThis REQUIREMENT is not met as evidenced to be affected, nle Houseseepln Manager

by: and or design ee ~iJ1 audited the e ltire facilHy
Based on observations during the environmental toIdentify like Ondlngs. Any and: III negaUve 
tour of the facility, it was determined that findings will becorrected attime ( discovery 
housekeeping and maintenance services were and reponed 10 thb QA CommlHe for
 
not adequate to ensure that the facility was
 recommendationsl
 
maintained in a safe manner as evidenced by:
 I
 
damaged baseboards and walls; and
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F 253 Continued From page 3 
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 andlor 
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 furniture 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. 

F 276 483.20(c) QUARTERLY REVIEW ASSESSMENT 
SS=D 

A facility must assess a resident using the 
quarterly review instrument specified by the State 
and approved by eMS 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 

PROVIDER'S PLAN OF CORRECTION (X5) 

PREFIX 
ID 

COMPLETION 
DATE 

(EACH CORREqTIVE ACTION SHOULD BE 
CROSS·REFERENCED TO THE APPROPRIATE 

D1EFICIENCY) 
TAG 

F 253 3. Systemic chanJe(S): 
The facility has revieWed its'currently policy 
and procedure. The!housekeeping and 
mainlenance slaff will be inserviced 
by the Adminislrator lordesignee on the 
provisions of 483.15{h)(2) specifically 
the maintenance of asanitary, orderly, 
and comfortable interior. Environmental 
rounds have been expanded toinclude 
weekly baseboard ofuservalions. 

4. Monitoring: I 
The Director ofPlantl Operalions and/or 
designee is responsible for maintaining 
compliance. The QA Program includes the 
environmental Obsetation tool formonitoring 
the interior. The housekeeping and 
maintenance team I~ader will conduct random 
weekly environmental rounds with the 
Administrator for mohitoring compliance. 
Findings will be reported 10 the QA Commillee 
for recommendationJ forchanges in current 
policy orpractice an~ the need forfurther 
audits and or action plans. 

I. 
5. D.,,,!Com,!,,,,,, 111091<17 

I 

F 276 
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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 10:30AM. - ­

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 furniture 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. 

F 276 483.20(c) QUARTERLY REVIEW ASSESSMENT 
SS=D 

A facility must assess a resident using the 
quarterly review instrument specified by the State 
and approved by eMS 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 
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 PROVlDHR'S PLA-N OF CORRECTION
 ID (XS)(X4)ID 
COMPlETION 

REGULATORY OR LSC IDENTIFYING INFORMATION) 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CO~R.ECtIVE ACTION SHOULD BE PR'E""XPREFIX 
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TAGTAG 

F253 
1. Corrective Action(s)
 
Marred and or damaged surfaces observed in
 
rooms 312, 354l and the hallway outside of
 
357 has since teen repaired.
 

2. IdentificatiJn of Deficient Practices 
&Corrective Abtions: 
Other marred 01 damaged surfaces have the 
polenliallo beaffected. Th~~ouse~~ping 

Manager and otqesiqnees..'<Y[!iJudite_<tthe v' 
facility to identify likefindings. Any and all 
negative findings will be corrected at time of 
discovery and r~ported to the QA Committee 
for recommend~lions. 

I 
3. Systemic Change(s): 
The facility has/reViewed its'currenlly policy 
and procedure. The housekeeping and 
maintenance staff will be inserviced 
by the Administrator ordesignee on the 
provisions of 4th 15(h)(2) specifically 
the maintenancb ofa sanitary, orderly, 
and comtortable interior. Environmental 
rounds have bebn expanded 10 include 
weekly wall observations for marring or 
damaged surfa~es. 

4. Monitoring;! . 
The Director ofIPlant Operations andlor 
designee is responsible for maintaining 
compliance. The QA Program includes theF 276 
environmental ~bservalion 1001 formonitoring 
the interior. Thb housekeeping and maintenance 
team leader will conduct random weekly 
environmental !ounds wilh the Administrator 
1designee for ~oni{Oring compliance. Findings 
willbe reportedlto the QA Committee for 
recommendations for changes incurrent policy 
orpraclice and the need for further audits and 
oraction ptans 

5. Date of Compllance: 11/09/07 
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F253 Continued From page 3 F 253 1. correctivb Action(s)
 
marred/scarred furniture. These observations
 . ...-:2 C, Marred and ordamaged furniture surfaces i.e. 
were made in the presence of Employee #2 and f 2->..	 the splintered ehd lable in the dayroom and the 

four arm chairs bbserved in the sitting areaEmployee #3 on October 9, 2007 between 7:25 
on the third floot, the five arm chairs in theAM and 10:30 AM. - ­
dayroom and th~ two arm chairs in the 
silting area were discarded immediately.

The findings include: 
2. IdentificatiJ ofDeficient Practices -

1. Five (5) of 20 baseboards withrharred and/or & Corrective Attions:
 
damaged surfaces were observed in the following
 Other furniture ~urfaces have the potential 
rooms: 250, 312, 340, 354 and 367. tobeaffected. TheJiousek~eping Manager 

and ordesigneeb wmJauditeg)lhe facility to 
identify marred 6rdamaged furniture surfaces,2. Three (3) of 20 walls with marred and/or 
Any and all neg~tive findingsy;illbe corrected atdamaged surfaces were observed in the following 
time of discove~ and reported 10 the QArooms: 312, 354 and the hallway outside of room 
Commiltee forrecommendations,

357. 

3. Systemic cJange(s):
3. Marred and/or damaged furniture surfaces The facility has ~eviewed ils' currently policy 
were observed in the following areas: and procedure, jrhe 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.
 byIhe Administr~tor ordesignee on the
 

provisions of483.15(h)(2) specifically
 

Second Floor- five (5) of five (5) arm chairs in the
 the maintenance~of a sanitary, orderly, 
and comfortable interior, Environmenlaldayroom and two (2) of three (3) arm chairs in the 
rounds have bee expanded 10 includesitting areas. 
weekly observatipns of furniture surfaces,
 

I
 
Employees #2 and 3 acknowledqed the above
 4. Monitoring: I
 

cited deficiencies at the time of the observations.
 The Director of 91anl Operations and/or designee
 
F 276 483.20(c) QUARTERLY REVIEW ASSESSMENT
 F276	 is responsible f01 maintaining compliance. The 

QA Program includes the environmental observationSS=D
 
1001 for monitoring the interior. The housekeeping
A facility must assess a resident using the 
and maintenance team leader will conducl randomquarterly review instrument specified by the State 
weekly envlronments rounds with the Administratorand approved by CMS not less frequently than 
and/or designee lor monitoring compliance. Findingsonce every 3 months. 
will be reported I~ the QA Commiltee for 
recornrnerdations forchanges incurrent policy or 
practice and the 1:1 

1 

eed for further audits and or 
This REQUIREMENT is not met as evidenced action plans,
 
by:
 

15. Date ofCompliance: 11109/07Based on staff interview and record review for 
one (1) of 28 sampled records, it was determined
 

I
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F 253 Continued From page 3 

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 furniture surfaces 
were observed in the followinq areas: 
Third Floor - splintered end table in the dayroorn: 
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. 

F 276 483.20(c) QUARTERLY REVIEW ASSESSMENT 
SS=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 

PROVlDE~'S PLAN OF CORRECTION10 (XS) 
COMPLETION(EACH COR~ECTIVE ACTION SHOULD BE PR6FIX 

DATECROSS-REFEHENCED TO THE APPROPRIATE 
I DEFICIENCy) 

TAG 

F 253 

1. Corrective 1ct1on(s) 
F 276 The MDS Coordinator has since completed a 

Quarterly MDS forResident #19. 
I 

2. Identification or Deficient Practices 
& Corrective Actions: 
Other residents req1uiring a Quarterly MDS . 
tobe completed inUuly have the potential to 
be affected. The clinical Manager and I or 
designee will audit current resident records 
toidentify risks. Aniy and all negative 
findings will be corrected atlime ofdiscovery 
and reported to the IQA Commiltee for 
recommendations. I 
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F 276 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 
assessments and one comprehensive 
assessment are required in each 12-month period 
...Timing edits in the MDS standard system count 
92-day intervals because there are never more 
than 92 days in any consecutive three-month 
interval. These 92 days are measured from the 
date at MDS Item R2b of one assessment to Item 
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. 

F 278 483.20(g) - U) RESIDENT ASSESSMENT 
SS=D 

The assessment must accurately reflect the 
resident's status. 

A registered nurse must conduct or coordinate 

F 276 
3. Systemic Chan~e(S): 
The facility has reviewed its'currenlly policy 
and procedure. ThJMDS Coordinators will ' 
be inserviced bythelDirector ofNursing or 
designee on the pro~isions of 483.20(c) 
specifically the limel~ completion ofquaritrly 
review assessmentsl The Clinical Managers will 
auditlhe clinical recbrd monthly forcompleted 
qUilrterly assessrnert and report findings 
dLiFing the monlhly QACommittee Meeting. 
The MDS Coordinat~rs have been enrolled 
inNSPAC MDS Certification Course for 
November 2007. j
 
4. Monitoring: 
The Assistant Direct I r of Nursing and/or designee 
is responsible formaintaining compliance. The 
QA Program include~ anaudit tool for monitoring 
the timely complelionl of quarterly review assessments. 
The Clinical Managers will conduct a random 10% 
med~cal r~ord audil ~onthly tomonitoring compliance. 
Findings will bereported 10 the QA Committee for 
recommendations forIchanges incurrent policy or 
practice and the need forfurther audits and or action 
plans. 

l
5. Dateof Compliance: 11109/07 

F 278 
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SUMMARY STATEMENT OF DEFICIENCIES
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Continued From page 5 
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 
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 
assessment. 

Clinical disagreement does not constitute a 
material and false statement. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review for five 
(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: 

(X3) DATE SURVEY 
COMPLETED 

(X2) MULTIPLE CONSTRUCTI~N I 
A. BUILDING . .... _ 

B. WING +-__I 

10/12/2007I 
STREET ADDRESS. CITY.ISTATE, ZIP CODE 
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WASHINGTON, D~120016
 
PROVlDER'~ PLAN OF CORRECTION 

PREFIX 
10 

(EACH CORRECTIVE ACTION SHOULD BE 
TAG CROSS-REFER1~CED TO THE APPROPRIATE 

IDEFICIENCY) 

1. Corrective kction(s) 
Resident #5has since been reassessed 
and a significant ebrrection has been 
completed forthe proper coding of his 
height in Section K2a. 

2. Identification If Deficient Practices 
& Corrective Actilms: 
Other residents haye the potential to be 
affected. The Resident Assessment Coordinator 
will conducl a 1000/0 audit ofcurrently clinical 
records 10 identify ~iSkS. Any and all negative 
findings will becorrected attime ofdiscovery 
and reported tothe QA Committee for 
recommendations. 

3. Systemic Chanjge(s): 
The facility has revi1ewed its'currently policy 
and procedure. The Residenl Assessment 
Coordinator and thJRegistered Dietitian will 
be inserviced bythJ Director of Nursing or 
designee on the pr6visions of483.20(g)-0) 
specifically residentl assessments with specific 
emphasis placed ort Seclion K2a. The MDS 
Coordinators have ~een enrolled in NSPAC 
MDS Certification Cburse for November 2007. 

4. Monitoring: 
l

The Assistant Director of Nursing and/or 
designee is responsible for maintaining 
compliance. The Qt Program includes an 
audit tool for monitoring the accuracy of the 
MOS. The Clinical ~anagers will conduct a 
random 10% medid, record audil monlhly to 
moniloring compliance. Findings will be 
reported to the QA Gommittee for 
recommendations f9rchanges incurrent 
policy orpraclice and the need forfurther 
audits and or action plans, 

I 
5. Date of Compliance: 11/09/07 

I 

I 

(X5) 
COMPLETION 

DATE 
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F 278 Continued From page 6 

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." 

F 278 

,..,15(
Fz. ( 

I 

~ and a significant c6rrection has been 

1. Corrective Action(s) 
Z- Resident #6has sihce been reassessed 

completed forthe proper coding ofher 
I 

height in Section K2a for the most 
current assessmen\ 

2. Identification ~f Deficient Practices 
& Corrective Actions:. . ., 
Other residents ha~e the potential tobe .. 
affected. The Resibent Assessment Coordinator 

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 #0.. 

will conduct a 100·). audit ofcurrently clinical 
records to identify risks. Any and allnegative 
findings will be corrected at time ofdiscovery 
and reported tothe QA Commillee for 
recommendations. 

3. Systemic Change(s): 
The facilily has revi:ewed its'currently policy 
and procedure. Resident Assessment 
Coordinator and thJRegistered Dietitian will 
be inserviced byth~ Director ofNursing or 

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 following 
MDS assessments: 
Admission completed December 27,2005 
Significant change completed March 16, 2006 
Quarterly completed June 13, 2006 
Significant change completed JUly28, 2006 

designee on the prJvisions of'!t83.20(g)-U) 
specifically residenl assessments with specific 
emphasis placed o~ Section K2a. The MDS 
Coordinators have been enrolled inNSPAC 
MDS Certification dourse for November 2007. 

4. Monitoring: I . 
The Assistant Direotor ofNursing and/or desiqnee 
is responsible for m1aintaining compliance. The 
QA Program includbs an audit tool for monitoring 
the accuracy of the [MDS. The Clinical Managers 
will conduct a random 10% medical record audit 

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 I 

Employee #18 on October 9,2007 at 2:00 PM. 
I 

monthly 10 moniloriAg compliance. Findings will be 
reported to the QA Committee for recommendations 
for changes incurr~nt policy orpractice and the 
need (or further audits and oraction plans. 

I . 
5. Date of Compliance: 11/09/07 

I 
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F278 Continued From page 7 F 278 V· 1.' correcJve Act/on(s)
 
He/she acknowledged that the resident's height
 n( ~ Resident #11 has sJnce been I'f ssessed 
should have been coded on the MOS and offered r. 1J71 and a sjgnlftc~nt correction has: ieen 
no explanation for the missing heights. The t"	 completed to,helude her dlagn( ils of "CRI' 

Chronic RenalllnSUmCiEinCy. ' record was reviewed October 9, 2007. 

2. IdentificatIon of DQflclent F actlees3. Facility staff failed to include a diagnosis of 
& Correctlv/! ,f.Ctlonll:

ChronIc Renallnsuffic;ency on the significant Other residents with adiagnosl :If 'CR'" have
change MDS for Resident #11. the potential tol be affected. Th f~eslde1lt 

Assessment COordinator will co luct a 100% 
A review of Resident #11'5 record revealed an aLld~ ofcurrent'v clinical record I) idenllfy risks, 
"Admission and Annual Physical Examination Any and all negative findings wi 'Je corrected 
Form" dated January 9, 2007. Included under altime ofdisCOrery andrepor1e . 110 the'CA. 
diagnoses was, "CRr" (Chronic Renal v~ommlttee forFmrnendiltletts'
 
Instlfficlency).
 

I 
3. Sylltemrc CJlmgt'(t): 

A review of the significant change MDS The fat/Illy has lrevtewed Its' cun ,nlly polley 
completed August 21, 2007 revealed that "eRI" and procedure. I The MDs Coord latorwill 
was not included in Section I [Disease belnseNlced by Ihe Director of t lrsing or 

desl~nee OntheprovIsions of48 :20(Q)-{J)Diagnoses]. 
speCIfically resident assessment.· with specific 
emphasis placed on "dlagn'OSls.': ~~ MOO' ,

According to the liMOS 2.0 User's Manual" on roortllnators hlrtte been~nt'ollm:1 ,NS~AC 
page 3-127, "Intent: To code those diseases or MDS Certlnr:atidn Ctltlrse'fbt' Mo~ Hllber 2007. 
infections whIch have a relationship to the 
resident's current ADl (Activities of Daily living)
 

~. MonJtQrtng:
statue, cognItive status, mood or behavior status, 
The Assistant Director ofNursing Idlordesigneemedical treatments, nursing monitoring or risk of 
Is responsible fO~I' mainlalnlng com lianee. The ' death." 
QA Program Incll!Jdes an audit loor ormonitoring 
Ihe accuracy of I~e MOS. TheClir '.lSl Managers

A face-to-face interview was conducted with will conduct arandom 10% medic<! record audn 
Employees #2 and #8 on October 11, 2007 at monthly tomonitdring compliance.. ~jndings willbe 
approximately 10:15 AM. They both reported tothe Qt Commillee forr commendations 
acknoWledged that the resident's diagnosis of for changes In current policy Or pra Ilee and the 

I
need for fur1har audits and oracllor plans. 

revlewe.d October 11,2007. 
eRr was not coded on the MOS. The record was 

5. Dateof colpllance: 11/09/ r 
4. The RN Assessment Coordinator failed to
 
ensure that all assessments were complete on
 
the quarterly MDS prior to signing at Section R2b
 
for Resident #19.
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F 278 Continued From page 8 

A review of Resident #19's record revealed that 
the RT signed the Assessment Tracking Form, 
Section AA9b, on Apr~I-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 
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) 

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 

I
 
STREET ADDRESS. CITY, ~TATE, ZIP CODE
 

3720 UPTON STRE.ET NW
 

WASHINGTON, DC /20016
 

10 (Xs) 
PREFIX COMPLETION 

DATETAG 

F 278 i) I.,J 1. Corrective Actlon(s)
,,16" The interdisciplina~ team has been re-educated

f #'	 on the provisions of/the MDS 2.0 Users Manual 
p.3-212 'The RN Assessment Coordinator must 
nol sign and attest 10 completion ofthe assessment 
until allother assessors have finished their portions 
ofthe MDS.' I 
2. Identification o~ Deficient Practices 
& Corrective Acti6ns: 
The interdisciplinarjY leam has been re-educated 
on the provisions Of the MDS 2.0 Users Manual 
p.3-212 'The RN ~ssessment Coordinator must 
not sign and attest/to completio~ ofthe a~sessmenl 
until allother assessors have finished their portions 
of the MDS: 1 
3. Systemic Cha gels): 
The facility has reyiewed its'currenlly policy 
and procedure. The Clinical Managers and the 
lOT will be inservited by the DON and ordesi!1flee 
on the provisions !of483.20(g)-(j) & MDS 2.0 Users 
Manual p.3-212 specifically the signature 
requirements forthe Minimal Dala Sel. The MDS 
Coordinators hav~ been enrolled inNSPAC 
MDS Certificationl Course forNovember 2007 

4. Monitoring: I . 
The Assistant Dirfclor of~ursing andlor desiqnee 
is responsible fOI maintaining compliance..Th~ 
QA Program inclpdes an audit tool forrnonitonnq 
Ihe accuracy and signature requirements 
for the Minimal data Set. The Clinical Managers 
will conduct a rahdom 10% medical record audit 
monthly 10 moniforing compliance. Findings will be 
reported tothe ciACommittee for recommendations 
for changes incLrrent policy orpractice and the 
need for further budits and or action plans. 

5. Date ofclmPliance: 11/09/07 
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A review of Resident #19's record revealed that 
the RT signed the Assessment Tracking Form, 
Section AA9b, on April 30, 2007. ' The RN 
Assessment Coordinator signed the MOS, 
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 MOS." 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) 

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 

FORM CMS·2567(02-99) Previous Versions Obsolete EventlD: WUZVll 
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t correctlJ~ Action(s)
 
Resident #28 has since been discharged,
 

2. IdentifiCatio!n of Deficient Practices 
& Corrective Actions: 
Other residents Iwilh adiagnosis of 'Macular 
Degeneration, I~ft femoral neck fracture, and 
orlefthemiarthrpplasty have the potential 
tobeaffected. The Resident Assessment 
Coordinator(s) Jill conduct a 100% .. 
audit ofcurrently clinical records toidentify risks. 
Any and allneg~tive findings will becorrected 
at time ofdiscovbry and reported totheQA 
Committee forr~commendations. 

3. Systemic Ch~nge(S): 
The facility has reviewed ils'currently policy 
and procedure. the Resident Assessment 
Coordinator will tile inserviced bythe Director 
ofNursing orde~ignee on the provisions of 
483.20(g)-0) spetifically Section I 'Diagnoses." 
The MDS Coordirators have been enrolled in 
~~~C MDS cetitificalion Course for November 

4. Monitoring: 
The Assistant Dir ctor ofNursing is responsible for 
mainlaining compliance, The QA Program includes 
an audit tool for n1onitoring (he accuracy of the MOS. 
The Clinical ManJgers will conduct arandom 10% 
medical record aU~il monthly tomonitoring compliance, 
Findings will bereported toIhe QA Committee for 
recommendationsl forchanges incurrent policy or 
practice and Ihe need for further audits and oraction 
plans. I 

5. Date of Compliance: 11/9/07 
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F 278 Continued From page 9 F278 1. correctivJ Action(s)
 
Employee #2 on October 10,2007 at 8:45 AM.
 Resident #6hasl since been reassessed
 
He/she acknowledged that there were no
 and her individualized needs have been 

appropriately cale planned toinclude herdiagnoses listed for Resident #28. The record
 
need for oxygen !therapy.
 was reviewed OctobertO, 2007.
 

F 279
 483.20(d), 483.20(k)(1) COMPREHENSIVE 2. Identification of Deficient Practices
 
SS=D
 CARE PLANS &Corrective Adtions:
 

Other residents ~equiring oxygen therapy

A facility must use the results of the assessment
 have the potenti~1 tobe affected. The Clinical 
to develop, review and revise the resident's Manager and orbesignee will audit 100% of 
comprehensive plan of care. the current c1indl records toidentify risks. 

Any and allnegative findings will be corrected 
attime of discov~ry and reported toThe facility must develop a comprehensive care
 
the QA Cornmlttee forrecommendations.
plan for each resident that includes measurable 

objectives and timetables to meet a resident's 
3. Systemic chlnge(S):

medical. nursing, and mental and psychosocial The facility has rJviewed its' currently policy
needs that are identified in the comprehensive and procedure. The comprehensive nursing 
assessment evaluation process and the daily review of 

Ihe 24 hour report willbe the mechanism for 
The care plan must describe the services that are maintaining compliance. The interdisciplinary 
to be furnished to attain or maintain the resident's team will be inseticedregarding the 

development of comprehensive care planshighest practicable physical, mental, and
 
utilizing the provi~ions of48120(d) and
psychosocial well-being as required under 
48120(k)(1) byIhle Director of Nursing or§483.25; and any services that would otherwise 
designee.

be required under §483.25 but are not provided 
due to the resident's exercise of rights under 4. Monitoring:

§483.10, including the right to refuse treatment
 The Assistant Director of Nursing and/or
 
under §483.10(b)(4).
 designee isrespohsible for maintaining 

compliance. The pA Program includes an 
audit tool for moniloring the development and 
implementation / ~djustments of residentThis REQUIREMENT is not met as evidenced 
specific care plan~ing. The Clinical Managersby: 
will conduct a random 10% medical recordBased on staff interview and record review for two 
audit ofcare plan~ monlhly tomonitor

(2) of 28 sampled residents, it was determined compliance. Findihgs will be reported tothe 
that facility staff failed to initiate a care plan with OA Commillee for\recommendations for
 
appropriate goals and approaches for one (1)
 changes incurrent policy orpractice and
 
resident on oxygen therapy and one (1) resident
 [he need for furthet audits and oraction
 
on anticoagulant therapy. Residents #6 and 8.
 plans. I 

5. Date of Conipliance: 11/09/07The findings include: 
I 
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1. COrreCtiJ Action(s) 
1. Facility staff failed to initiate a care plan with Resident #8has ~ince been reassessed and 
appropriate goals and approaches for Resident her individualized needs have been appropriately 

#f3, who was on oXY§efl therapy. care planned toihclude herneed foranticoagulant 
therapy, 

A review of Resident #f)'s record revealed a 
2. Identification of Deficient Practicesphysician's order dated September 28, 2007, & Corrective Actions:

directing, "Oxygen 2L vianc (2 liters per nasal Other residents ohanticoagulants have the 
cannula) for POX (pulse oxygenation potential tobeaff~cted. The Clinical Manager and 
measurement) less than 92%." ordesignee will aLdit 100% of the current clinical 

records 10 identify! risks. Any and allnegative findings 
The care plan, last reviewed August 7, 2007, was will becorrected at time ofdiscovery and reported to 
not updated to include appropriate goals and the QA Committee for recommendations.
 

approaches for the use of oxygen therapy.
 
3. Systemic chahge(s):
 
The facility has re*iewed its'currently policy
A face-to-face interview was conducted with 
and pr~cedure. T~e comprehensive nursingEmployee #9 on October 11, 2007 at 9:30 AM. evaluation process and the daily review of 

He/she acknowledged that there should have the 24 hour report fill bethe mechanism for
 
been a care plan for the use of oxygen therapy.
 mainlaining compliance. The interdisciplinary
 
The record was reviewed October 11, 2007.
 team will beinserviced regarding Ihe development 

ofcomprehensive tare plans utilizing Ihe 
provisions of483.2b(d) and 483.20(k)(1) byIhe 
Director ofNursing ordesignee. 

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

4. Monitoring:(Coumadin). 
The Assistant Director of Nursing andlor designee 
is responsible forrr1aintaining compliance. The 

According to the admission orders signed by the QAProgram includ~s an audit tool for monitoring
physician on July 6,2007, the resident was the development a~d implementation 1adjustments
receiving Coumadin 1 mg daily. of resident specific tareplanning. The Clinical 

Managers will cond0ct a random 10% medical record 
A review of the resident's care plan initiated on audit ofcare plans rhonthly tomonitor compliance. 

July 6,2007 and reviewed on July 19, 2007, Findings will be repJrted 10 the QACommiltee for 
recommendations fdrchanges incurrent policy orrevealed that there was no evidence that facility 
practice and (he ne~d for Junher audits and or actionstaff initiated goals and approaches for the use of
 
plans.
 ICoumadin. 

5. Date of Comp lance: 11/09/07

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
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F 279 Continued From page 11 

anticoagulant therapy should have been initiated 
for Resident #8. The record was reviewed 
October 10, 2007. 

F 281 483.20(k)(3)(i) COMPREHENSIVE CARE PLANS 
SS=D 

The services provided or arranged by the facility 
must meet professional standards of quality. 

This REQUIREMENT is not met as evidenced
 
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 81, 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.
 

PROVIOE~'S PLAN OF CORRECTION 
PREFIX 

ID 
(EACH CORRECTIVE ACTION SHOULD BE 

TAG CROSS.REFER!ENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 279 

F 281 1. Corrective Action(s) 
Employee #17 hhs since been re-educated 
regarding Ihe 'GLidelines for Hand Hygiene 
inHealth Care S~ttings: developed 
bythe CDC. l . 
2 Identificati n of Deficient Practices 
& Corrective Actions: 
Other residents r~ceiving ophthalmology 
consulta!ions havk the potential tobe affected. 
The ophthalmolodist was redirected by the 
Administrator immediately and has been 
designated a privbte treatmenl area forthe 
provision ofophth~lmology services. The 
Director ofNursin@ and/or designee will 
conduct random observations ofscheduled 
ophthalmology se~ices 10 monitor proper 
hand sanitation prior toservice delivery. 
Any and all negati~e findings will becorrected 
at time ofdiscove~ and reported tothe QA 
Committee for recommendations. 

3. Systemic chJge(S): 
The facility has reviewed its'currently policy 
and procedure. Thk Ophthalmologist was 
redirected by the Abministrator and will be 
inserviced by the NHA ordesignee onthe 
provisions of483.2@(k)(3)(i) Comprehensive 
Care Plans and 'GJidelines for Hand Hygiene 
inHealth Care SetUhgs: developed by the 
Center forDisease Control. 

(XS) 
COMPLETION
 

DATE
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F 281 Continued From page 12 F 281 4. Mon,torlng:l
 
According to "Guideline for Hand Hygiene in
 The Clinical MaIager and/or designee is 

responsible for maintaining compliance. TheHealth Care Settings," developed by the Center 
QA Program includes a random observationfor Disease Control. October 25, 2002, page 34, 
1001 ror monitorirlg proper hand sanitation."Decontaminate hands before having direct The Clinical Ma~ager and ordesignee will

contact with patients." complete a 10% ~Udil ofscheduled
 
F 323
 483.25(h) ACCIDENTS AND SUPERVISION F 323 ophthalmology c0nsults monthly toverify
 
SS=E
 compliance. Fin~ings will be reported tolhe 

The facility must ensure that the resident QA Committee rdr recommendations for 
environment remains as free of accident hazards changes in curre~t policy orpractice and the 

need for further audits and or action plans.as is possible; and each resident receives 
adequate supervision and assistance devices to 

5. Date of coipliance: 11/09/07prevent accidents. 

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 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
 
hallway, A367, A220 and B220.
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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 1. Corrective tctlon(s)
 
The front lobby carpet has since been replaced
SS=E
 

The facility must ensure that the resident
 byhardwood floors.
 
environment remains as free of accident hazards
 

2. IdentificationJDeficient Practicesas is possible; and each resident receives 
& Corrective Actidns;adequate supervision and assistance devices to Other carpeted areas inthe facility have the

prevent accidents. potential tobeaffe~ed. The Director ofPlant 
Operations will ins~ect all carpeted areas to 
identify risks. Any/111 negative findings will be 
corrected at time Of!disCOvery. 

3. Systemic Chan~e(S):
 
The facility has reviewed its'currently policy
 

This REQUIREMENT is not met as evidenced 
by: 

and procedure. Th~ environmental servicesBased on observations during the initial tour of 
staff have been ins~rviced bythe Administratorthe facility. it was determined that facility staff ordesignee on the ~rovisions of483. 25(h)

I • • failed to maintain an accident free environment as spedfically accidents and supervrsion.

evidenced by a buckled front lobby carpet,
 Environmental roun~s have been expanded to 
damaged skid strips in residents' showers, a include carpet assessment, repair, maintenance, 
broken over-bed light cover and wall plate and and or replacement.
 
loose rubber molding in a resident's room. These
 
observations were made in the presence of
 4. Monitoring: ';
 

The Director ofPlant Operations and/or designee
Employees #2 and 3 on October 9, 2007 from 
isresponsible for m~intaining compliance. The7:25 AM untiI10:10AM. 
QA Program includeS the envirCMlmental observation 
tool for monitoring th~ interior. The housekeeping

The findings include: and maintenance te~m leader will conduct random 
weekly environmentJ, rounds wilh the Administrator 

1. An employee was observed on October 9, lormonitoring compli~nce. Findings will bereported 
2007 at 10:10 AM to trip over the buckled front 10 Ihe QA Commilleelf.or recommendations for 
lobby wall-to-wall carpet. changes incurrent policy orpracllce and the need 

for further audits and tr action plans. 

2. Four (4) of 15 resident showers were observed 
5. Date of Compli nee: 11/09/07with damaged skid strips that were lifting from the 

floor in the following areas: Third floor first 
hallway. A367, A220 and 8220. 
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According to "Guideline for Hand Hygiene in 
Health Care Settings," developed by the Center 
for Disease Control, October 25,2002, page 34, 

, "Decontaminate haQds. before having direct 
contact with patients." 

F 323 483.25{h) ACCIDENTS AND SUPERVISION 
SS=E 

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 metas 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 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 
hallway, A367, A220 and B220. 

PROVlOE~'S PIAN OF CORR;ECTION 
PREFix 

10 
(EACH COR~ECTIVE ACTlON SHOULD BE 

TAG CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 281 

1. Corrective 1ction(s)
 
The damaged skid, strips observed in
 
shower rooms 3671'\, 220A, and 220B have
 
been replaced. I :
 
2. Identification of Deficient Practices 
& Corrective Actibns: 
Other resident showers rooms have the 
potential tobeaffetted. The Housekeeping 
and Maintenance t~am leader will inspect 
allshower rooms td identify risks. Any and 
allnegative finding~ will becorrected 
attime of discove~I' 

3. Systemic Chan~e(S):
 
The facility has reviewed its'currently policy
 
and procedure. Th~ environmental services
 
staff have been insJrviced by the Adminislrator
 
ordesignee on the provisions of483.25(h)
 
specifically accidenl5 and supervision.
 
Environmental rounds have been expanded 10
 
include the assessment, repair, maintenance,
 
and orreplacement bf skid strips inresident
 
showers.
 

4. Monitoring:
 
The Director ofPlan! Operations and/or
 
designee is responsible formaintaining
 
compliance. The QA!program includes the
 
environmental observation tool for monitoring
 
Ihe interior. The hou~ekeeping
 
and maintenance te~m leader will conduct random
 
weekly environmental rounds with the Administrator
 
for monitoring compli~nce. Findings will bereported
 
tothe QA Committeell for recommendations for
 
changes incurrent pCillicy orpractice and the need
 
for further audils and lor action plans. .
 

5. Date ofcomPli'lance: 11/09/07 

(X5) 
COMPLETION 

DATE 
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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 
SS=E 

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: 

, 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 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 
hallway, A367, A220 and B220. 

PROVIl:lE'R'SPLAN OF CORR£CTION 
PREFIX 

ID 
(EACH CORRECTNE ACTION SHOULD BE 

TAG CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 281 

1. Corrective Action(s)
 
The broken plastic cover on the over bed light
 
inRoom 3078 hJs since been replaced.
 

2. Identification! of Deficient Practices 
&Corrective Actions: 
The over bed Iigh\s inother resident rooms have 
the potenlial tobJaffected. The Housekeeping 
and Maintenance!team leader has inspected all 
resident room over bed light plastic covers to 
identify risks. An~ and allnegative findings will 
be corrected at tirhe ofdiscovery. 

3. Systemic Cha1nge(s):
 
The facility has re~iewed its'currenlly policy
 
and procedure. The environmental services
 
staff have been in~erviced bythe Administrator
 
ordesignee onIhJprovisions of483.25(h)
 
specifically accidehls and supervision.
 
Environmenlal rouhds have been expanded to
 
include the assessment. repair, maintenance,
 
and or replacernert ofover bed light plastic
 
covers in resident looms.
 

4. Monitoring:
 l
 
The Director of Pia t Operations and/or 
Designee is responsible for maintaining compliance. 
The QA Program irlcludes the environmenIal 
Observation 1001 fol moniloring the interior 
specifically the plas1tic covers of the over bed lighls. 
The housekeeping bnd maintenance leam leader 
will conduct randorrl weekly environmental rounds 
with the Administrat10r for monitoring compliance. 
Findings will bereported tothe QA Committee 
for recommendatiorls and orchanges in current 
policy orpractice arid the need for further audits 
and or action Plans'l 

5. Date of comPlliance: 11/09/07 

(X5) 
COMPLETION 

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

F 323 483.25(h) ACCIDENTS AND SUPERVISION 
SS=E 

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: 
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 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 
hallway, A367, A220 and 8220. 

10 PROVIDER's·pLAN OF CORRItCTION 
PREFIX (EACH COR~ECTIVE ACT~ON SHOULD BE 

TAG CROSS-REFERENCED TO THE APPROPRIATE 
I DEFICIENCY) 

F 281 

F 323 1. Corrective Action(s)
""ll) The damaged wall ~Iate cover observed in RoomF;1'''''' 336 has since been ~eplaced. 

2. Identification ofjoeficientPractices 
& Corrective Actio'1,5: 
The wall plate covers throughout the facility have 
lhepolential tobeaffected. The Housekeeping 
and Maintenance team leader will conducl 
environmental round~ to identify risks. Any and all 
negative findings will becorrected at time ofdiscovery. 

3. Systemic changb(s): 
The facility has revie~ed its' currently policy 
and procedure. The Ilenvironmenlal services 
staff have been insericed bythe Administrator 
ordesignee onthe provisions of48125(h) 
specifically accidentsl and supervision. 
Environmental roundk have been expanded to 
include the assessment, repair, maintenance, 
and or replacement dfwallplate covers throughout 
the facility. I 

4. Monitoring: I, 

The Director of Plant.pperations an~/or designee 
isresponsible formaintaining compliance. The 
QA Program includesl t.he environmental observation 
1001 formonrtorrng the interior specilically the wall 
plate covers. The hoilisekeeping and maintenance 
team leader will cond0cl random weekly environmental 
rounds with the Admi~islralor lormonitori~g compliance. 
Findings will bereported tothe QA Committee for 
recommendations forthangesin current policy or 
practice and the need for further audits and or action 
plans. 

5. Date of Compliance: 11/09/07 

1 

(XS) 
COMPLETION
 

DATE
 

1//;(01
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 , STREET ADDRESS, Crrr.:STATE. ZIP CODE 
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.' SUMMARY STATEMENT OF DEFICIENCIES PROVlDE~'S PLAN OF CORRECTION ID (X5)
 
PREFIX
 
(X4) m 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL COMPLETION(EACH COR~ECTIVE ACTION SHOULD BE PREFiX 
DATEREGULATORY OR LSC IDENTIFYING INFQRMATION) CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 
TAGTAG 

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. Corrective ~ction(s)contact with patients."
 
F 323
 The loose rubber !nolding observed in the doorF 323 483.25(h) ACCIDENTS AND SUPERVISION 

~ way ofRoom 230 has since been replaced.
SS=E
 

The facility must ensure that the resident
 ~v."t· / 2.:ldentification 1, Defi~\ent Practices 
environment remains as free of accident hazards & Corrective Actipns:f 
as is possible; and each resident receives Other rubber molding in door ways throughout the 
adequate supervision and assistance devices to facility have the pdtential to be affected. The
 
prevent accidents.
 Housekeeping and Maintenance team leader will 

conduct environmental rounds to identify risks. Any 
and all negative fin11dings will be corrected at time of 
discovery. , 

3. Systemic Change(s):
This REQUIREMENT is not met as evidenced The facility has reviewed its' currently policy

by:
 and procedure. Thb environmental services
 
Based on observations during the initial tour of
 staff have been inskrviced by the Administrator 
the facility, it was determined that facility staff or designee on the provisions of 483.25(h)
 
failed to maintain an accident free environment as
 specifically acciden/s and supervision. 

Environmental rounds have been expanded toevidenced by a buckled front lobby carpet, 
include the assessment, repair, maintenance,damaged skid strips in residents' showers, a 
and or replacementl rubber molding in doorbroken over-bed light cover and wall plate and ways throughout the facility.

loose rubber molding in a resident's room. These
 
observations were made in the presence of
 4. Monitoring: 

I 
I 

Employees #2 and 3 on October 9, 2007 from The Director ofPlanl Operalions and/or designee 
7:25 AM until 10:10 AM. ' is responsible for m~intaining compliance. The 

QA Program includ~s the environmental observation 
The findings include: 1001 for monitoring the interior specifically the rubber 

molding in door wayb throughout the facility. The 
housekeeping and ~aintenance team leader will1. An employee was observed on October 9, 
conduct random weekly environmental rounds2007 at 10:10 AM to trip over the buckled front with the Administral~r for monitoring compliance,

lobby wall-to-wall carpet. Findings will be teP'jrted 10 the QA Committee for 
recommendations for changes in current policy or 

2. Four (4) of 15 resident showers were observed practice and Ihe neetl for further audits and or action 
with damaged skid strips that were lifting from the plans, I 

floor in the following areas: Third floor first
 
hallway, A367, A220 and 8220.
 5. Date ofcomp'l,ance: 11/09/07 
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THE WASHINGTON HOME
 

I 
(X2) MULTIPLE CONSTRUC!ION 
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B. WING -+ _ 
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COMPLETED 
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SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX 
(X4) 10 

(EACH DEFICIENCY MUST BE PRECEDED BY FUl.L
 
TAG
 REGULATORY OR LSC IDENTIFYING INF.oRMATION) 

F 323 Continued From page 13 

3. The plastic cover of the over-bed light was 
observed broken in room 3078 in one (1) of20 
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. 

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. 

F 371 483.35(i)(2) SANITARY CONDITIONS - FOOD' 
SS=E PREP & SERVICE 

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

This REQUIREMENT is not met as evidenced 
by: 
Basedon 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 
15 on October 9, 2007 between 6:55 AM and 
10:30 AM. 

The findings include: 

10 
PREFIX 

TAG 

F 323 

F 371 

PROVIDER'S PLAN OF CORRECTION (X5) 
(EACH COR~I:CTIVE ACTION SHOULD BE COMPLETION 

CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

1. Corrective Action(s) 
The 25servings of1mandarinoranges, 9 packages 
ofcookies, 54 serving ofdiet Jello, 61 serving of 
Jello, 9 serving of ~pple sauce, 15servings of 
fresh fruit salad, 1~ servings of fresh garden 
salad, 20cups of icetea, and 4 serving of fruit 
cocktails were discarded post observation. 

2. Identification Ol~ Deficient Practices 
& Corrective Actions: 
Other meal prep itdms prepared forscheduled 
meal distribution a~d storage have the potential to 
beaffected. The Fbod Services Manager and or 
Food Services Supkrvisorwill inspect any/all food 
items prior 10 storage forproper labels, dates, and 
initials. Any and allhegative findings will be 
corrected at time ofldiSCOVery. 

3. Systemic Change(s): 
The facility has reviewed its'currently policy 
and procedure. Th~ dietary services staff will be 
inserviced bythe Regislered Dietitian ordesignee 
on the provisions OfI483.35(i)(2) specifically 
sanitary conditions, food prep, and storage of food 

items I	 ' 
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SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX 
(X4) ID 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL
 
TAG
 REGULATORY OR LSC IDENTIFYING INF,ORMATION) 

F 371 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) Y.t 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 
SS=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 

ID
 
PREFIX
 

TAG
 

F 371 

F 441 

PROVIDE'R'S PLAN OF CORRECTION
 
(EACH CORRECTNE ACTION SHOULD BE
 

CROSS-REFER1'ENCED TO THE APPROPRIATE
 
DEFICIENCY)
 

4. Monitoring: 
The Dietitian will complete the Dietary Inspection 
Report weekly for maintaining compliance. The 
Dietary Inspection Report now includes sanitary 
conditions, food prep, and storage offood items. 
Findings will be reported 10 the QA Committee for 
recommendation~ for changes incurrent policy 
orpractice and tHe need for further audits and 
oraction plans. I " 
5. Date of Compliance: 11109/07 

(X5) 
COMPLETION 

DATE 
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PRINTED: 1012212007 
DEPARTMENT OF HEALTH AND HUMAN SERVICES ". FORM APPROVED 
CENTERS FOR MED1CARE & MEDICAID SERVICES OMS ~O. 0938-0391 

(X1) PROVlDER/SUPPlIERlCLIA (X3) DATE SURVEY STATEMENT OF DEFICIENCIES (X2) MULTIPLE CONS,TRUC,~IONI ' 
IDENTIFICATION NUMBER: COMPLETED 

A BUILDING _'--~,="_""'-+-_~__ 
·/l 

~ 

AND PLAN OF CORRECTION 

B. WING +-__I; 095005 10/12/2007I 

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CfTY,l STATE, ZIP CODE 

3720 UPTON $TREEfNW 
THE WASHINGTON HOME 

WASHINGTON, OC1200~6 
PROVIDER'S pLAN OF COR~ECTIONSUMMARY STATEMENT OF DEFICIENCIES 10 (XS) 

COMPLETION
(X4) 10 

(EACH CORRECTIVEACTION SHOULD BE 
OATE 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIXPREFIX 
REGULATORY OR lSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE 

IDEFICIENCY) 
TAG, TAG 

F 371 Continued From page 14 1. Corrective AC~iOn(S) 
The 7 heads ofmolded and wilted lettuce observed 
inthe walk-in refrige~ator was discarded immediately. 

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

2. Identification of beficient Practices 
&Corrective Actlo~s:25 servings of mandarin oranges 
Other meal prep ite~s prepared / stored for distribution

9 packages of cookies have the potential toIbe affected. The Food Services 
54 servings of diet Jello Manager and Food Services Supervisor will inspect any
61 servings of Jello / allfood items prior fO storage for proper labels, dates, 
9 servings of applesauce and initials. Any andlall negative findings will be 
15 servings of fresh fruit salad corrected attime ofdiscovery.
 
17 servings of fresh garden salad
 
20 cups of iced tea
 3. Systemic ChangtS):
 

The facility has revieJ,ed its'currently policy
4 servings of fruit cocktail , 
and procedure. The hietary services staff will be 
inserviced bythe Registered Dietitian ordesignee on2. Seven (7) heads of lettuce were observed 
the provisions of483 specifically sanitary

moldy and wilted in the walk-in refrigerator. 1:35(i)(2)conditions, food prep, and storage offood items. 

3. The following items were stored wet and ready 4. Monitoring: I
 
for re-use:
 The Dietitian will complete the Dietary Inspection 

Report weekly for maintaining compliance. The 
10 of 14 sheet pans Dietary Inspection Rebart includes sanitary conditions, 

food prep, and the stdrage offood items. FindingsFive (5) of 14 hotel pans 
will be reported tothelQA Committee forFive (5) of five (5) Y. hotel pans 
recommendations forchanges incurrent policyTwo (2) of two (2) roasting pans 
orpractice and the nebd for further audits and 
oraction plans. I 

I 
I

4. The roll away dumpster was observed to 
contain bags of trash and was uncovered. 5. Date ot 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
 
SS=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
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PREFIX 
. TAG 
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REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 
PREFIX 

TAG 

PROVlDERfs PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
IDEFICIENCY) 

(X5) 
COMPLETION 

DATE 

F 371 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) 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) iNFE.CTION CONTROL 
SS=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 

F 371 
1. Corrective JctIOn(S) . . ,l1 

.... 

The 10sheet pans! 5 hotel pans, the 5 '5-1/4" 
hotel pans, and thel2 roasting pans stored wet 
were re-washed and stored appropriately. 

f~1 

2. Identification JDeficient Practices 
&Corrective ACti6ns: 
Other sheet pans ~aShed and stored have the 
polentialto beaffected. The Food Services Manager 
and orFood Servic~s Supervisor will inspect sheet 
pans post wash forIproper drying and storage. 
Any and allnegative findings will becorrected at 
time ofdiscovery. I 

3. Systemic Change(s): 
The facility has reviewed its'currently policy 
and procedure. ThJdietary services 
staff will be inservic~d bythe Registered Dietitian 
ordesignee onthe ~rovisions of483.35(i)(2) 
specifically sanitary Iconditions, food prep, and 
storage of food items. 

4. Monitoring: I 
The Dietitian will complete the Dietary Inspection 
Report weekly formbintaining compliance. The 
Dietary Inspection Rbport includes sanitary conditions, 
food prep, and the p~oper storage of food and utensils 
i.e. pot and pan item1s. Findings will bereported to the 
QA Committee forr~commendations for changes in 
current policy orprattice and the need forfurther audits 
and or action plans. I 

$- Date of Compliance: 11/09/07 

F 441 
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(EACH CORRECTIVE ACTIONSHOULDBE
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SUMMARYSTATEMENTOF DEFICIENCIES 
(EACH DEFICIENCYMUSTBE PRECEDED BY FULL 
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PREFIX I REGULATORYOR lSC IDENTIFYING INFORMATION)TAG 

F 371 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) X hotel pans
 
Two (2) of two (2) roasting pans
 

4. The roll away dumpster was observed to 

ID
 
PREf'IX
 

TAG
 

F 371 
1. Corrective AltiOn(S)
 
The temporary roll ~way dumpster has been removed.
f r11{~D I 
2. Identification of Deficient Practices 
& Corrective Acti~ns: 
Other temporary roll away dumpsters have the 
potential 10 beaffedted. The Director of Plant Ops 
will inspect alldumpsters toidentify risk. Any 1all 
negative findings will becorrected at time of 
discovery. I 
3. Systemic Change(s): 
The facility has reviewed ils'currenlly policy 
and procedure, ThJ maintenance and dietary 
staff will be inserviced bythe Registered Dietitian 
ordesignee on (he provisions of483.35(i)(2) 
specifically Sanilary[conditions. food prep, and 
storage of food items. 

4. Monitoring: I 
The Dietitian will COfPlele the Dietary Inspection 
Report weekly for m,ainlaining compliance. The 
Dietary Inspection Report includes sanitary conditions, 
food prep, and slodge of food items. Findings will be 
reported to the QA dommittee for recommendations 
for changes in currehl policy orpractice and the 
need forfurther aUdi'ts and oraction plans, 

I 
5. Date of Compliance: 11/09/07 

(X5) 
COMPLETION
 

OATE
 

lo;~7
 

/i07
 

contain bags of trash and was uncovered. I 

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

F 441 483.65(a) INFE.CTION CONTROL F 441 
SS=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 
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SUMMARY STATEMENT OF DEFICIENCIES (X4) ID 
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F 371 

F 441
 
SS=D
 

REGULATORY OR lSC IDENTIFYING INFORMATION) 

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 JeJlo 
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. 
483.65(a) iNFE.CTION 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 
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COMPLETION 
DATE 

1. CorrectiveAction(s) 
Employee #13 h~s been re-educated onlhe 
fac~lity'~ policy, p~?Cedure. and practice for 

""00''''"" '''rryenvironment, 
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F 441 Continued From page 15 

the facility; decides what procedures, such as 
isolation should be applied to an individual 
resident; and maintains a record of incidents and 
corrective actions related to infections. . 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation and staff interview during 
the environmental tour, it was determined that 
facility staff failed to maintain a sanitary 
environment as evidenced by a red biohazard bag 
observed in the hallway. This observation was 
made in the presence of Employees #2 and 3. 

The findings include: 

During initial tour of the facility on October 9, 2007 
at 8:35 AM, it was observed that a red biohazard 
bag containing infectious waste was observed in 
the hallway in front of an isolation room. 
Employee #13 was inside the resident's room. 

A face-to-face interview was conducted with 
Employee #13 on October 9, 2007 at 8:40 AM. 
He/she stated, "I just placed the bag here [in the 
hallway in front of the isolation room] a second 
ago:" 

A face-to-face interview was conducted with 
Employee #16 on October 10, 2007 at 12:00 PM. 
He/she stated that the facility's practice was to 
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 biohazard bag should not have been 
left on the floor. 
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2. Id.otl_onl01 Deficient Pracflc•• 
& Corrective Actions: 
Other residents rec~iving dressing 
changes with know~ isolation needs have 
the potential tobe ~ffected. The Director 
ofNursing andlor d~signee will conduct 
impromptu observations of scheduled wound 
rounds to randomly !monitor sanitary conditions 
and proper destruction ofcontaminated materials. 
Any and allnegalivJ findings will be corrected 
atlime of discovery land reported tothe QA 
Committee for recommendations 

3. Systemic chanJe(S): 
The facility has reviewed its'currently policy 
and procedure. LicJnsed slaff will be inserviced 
on the provisions of ~83.65(a) specifically 
specifically tomaintain a safe, sanitary, an] 
comfortable environrent and (0 prevent the 
developmenl and transmission ofdisease and 
infection. ( 

4. Monitoring: 
The Clinical Manager and/or designee is 

I 

responsible formainlaining compliance. The 
QA Programinclude~ a random observation 
1001 for monitoring s~nitary conditions .. The 
Clinical Manager and ordesignee will complete 
a 10% audit ofschedule wound treatments 
weekly to verify compliance, Findings will be 
reported 10 Ihe QA Cbmmitlee for recommendations 
for changes incurrerit policy orpractice and 
the need for further a1udils oraction plans. 

I 
S. Date of Compliance: 11/09/07 
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Personnel must handle, store, process, and 
transport linens so as to prevent the spread of 
infection. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview and review 
of manufacturer's manuals, it was determined 
that facility staff failed to develop a monitoring 
program to ensure wash water temperatures for 
facility and resident laundry were within the 
manufacturer's recommended range for each 
chemical utilized in the washing cycle. 

The findings include: 

An observation of the laundry being processed 
was conducted on October 9,2007 at 8:40 AM. 
Employee #14 stated, "I am going to start a load 
of towels. I am going to select Cycle #1." 

A list describing each formula and items washed 
for that formula was posted on the door to the 
washing area. 

The washer being observed was equipped with a 
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 I 

beginning of the wash cycle. The temperature 
displayed on the computer screen was 95 I 
degrees F. 

F 445 I1. Corrective Actlon(s)
I

Employee #14and ~3 have been re-educated 
on the facility's policy, procedure, protocol, and 
and practice formohitoring the temperatures 
required (0 process! linens toprevent ~he spread 
of infection. . 

2. Identification of Deficient Practices 
& Corrective Actiors: . 
A monitoring tool has been developed and 
implemented which Icorresponds with the 
manufacturers recommended temperatures 
ranges forprocessi~g linens toprevent the 
spread of infection. [The laundry supervisor 
randomly selects wash cycles and machines 
tomonitor compliance forappropriate chemical 
utilization, lemperal~re requirements, and 
variances. I 
3. Systemic Change(s): 
The facility has reviewed its'currently policy 
and procedure. A c~mprehens;ve moniloring 
program has been irl,plemented and will be 
monitored the QA P~ogram formaintaining 
compliance. LaundrY staff will be inserviced 
on the provision 483165(c) specifically infection 
conlrol for linens and the new monitoring program. 

4. Monitoring: I 
The laundry supervisor and or designee is 
responsible for maintaining compliance. The 
QA Program now indudes a monitoring tool for 
maintaining compliance. The Laundry Supervisor 
and ordesignee will tomplele weekly audits 
(0 verify compliance. IFindings will be reported 
10 (he QA Commitlee

l
forrecommendations 

for changes incurrenl policy orpraclice and 
the need for further tdits oraction plans. 

5. Date of Compliance: 11/09/07 
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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 statedthat 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 
8:50AM. 

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