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L 000} Initial Comments | Looo
" An annual licensure survey was conducled on June
12 and 13, 2008. The following deficie 1cies were ;
_baged on cbservations, record review :ind staff .
“interviews. The sample included 12 reidents ,
based on a census of 47 residents on the first day i
_of the survey and one (1) supplemental resident. '
| |
i . F 374 483,(1){2) Santtary Cenditions - Faod Prep & Service
L 09gl 3219.1 Nursing Facilities L 099 L 086 3219.1 Nurstng Faciifties (eross-reference)
{ . 1. Comeciive Actioo for Resjdents Afl i i
. Food and drink shall be clean, wholesone, free e s:’?'ﬁtg:m' wal ol nd the comppossar i the walkn
| from sploﬂage safe for human consumgdion, and refigerator wera claaned by the Maintenanca Deparment :
! served In accordance with the requirements set iienified hatel pans were puled Fom sorage, rwashed ond 6/16/08
: forth in Title 23; Subtitle B, D, C. Municipal. Aiowedto_a!my '
. Regulations (DCMR), Chapter 24 through 40, | 2 Mg /1608
; This Statme, _.'s.not ‘met a§ .evudgnced_bgr. ' ! Entlre kitchen éurfae- aras, wllg, and fans were checked an@ ;.
; Based on observations during a tour of the main cleaned ¥ needad. Al hotal pans were ciackad for sppropriate
- kitchen on June 12, 2D08 between 8:50 AM and TG ostn ar Svatioric - ;
. 10:00 AM, it was detenmined that dietary services = o2 T | 6116/08
. were not adequate to ensure that foods were ! v Reeducate ma{mmm and Dining servicos staff on ;
" prepared and stored In a safe and sanitary manner | obsarvation of wafla/paintad surfaces, fans and othar '
- as evidenced by:; soiled stainiess steel wall panels | :fzg‘:wrr‘m "fwmilmw aocr;r:epﬂ:f: nolification >
3 A . . { upervisor If cleofing needs are rved of equipmment in
angscgtrgggsi:tr ir the walk in refrigerator and hotel : need of Maintenancs fo
pa . ; »  in-sarice for utity etaff on system for wasiing,
: _ % sanltizing, gir drying and storaga of hotel panis
* The findings include: i = Drying racks for hotel pana re-ammanged to faciifate
: gncreasad alr flaw for proper drying.
. ) . hly basts, kitchen areas will b randomly checked
. 1. The set of stainless steel wall panels were N A
Sanvl praciices
observed solled with grease in one (1) cf one (1) set: dZ, m',m ning Services to enaurs deficiont
of wall panels observed. Performance Mopitorine to Ensum Solutions steined:
: ; Repon ﬂr;d}nqs in duamﬂy QA meeting. lmphmmmm mn 7/24/08 -
2. The compressor in the walk in refrigeiator was ; “uly 24, 2008 and quarturty theraatter x 4 quartens.
. soiled in one (1) of one (1) compressor ubserved, |
. 3. The foliowing hotel pans were stored wet and
ready for reuse: |
A. Six (6) inch deep long hote! pans in three (3) of
six (6) hotel pans observed
lesith Regutation Administration
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L 099! Continued From page 1 | Lose

B, 1/3 inch hotel pans in two (2) of three (3) hotel |

_pans gbserved

_ C. Two (2) inch hotel pans in two (2) of eight (8)

- hotel pans observed

L 106 3219.8 Nursing Facilities L 108 F 492 483,75(b) Adminiatration

I . L 108 3219.8 Nuraing Faciiitien .

| Food waste shall be disposed in a garbrge disposal cross-referanca ;

* system or garbage grinder which ig conveniently 1 Mmmmmﬂ L 6/12/08

i located near each activity and which hz s adequate ;

i capacity to dispose of all readily grindabie food Al food Hams ara being disposed of via ther -
waste (garbage) produced. g'm‘b:!qibldll ’mllid&“ ii¥ Ol BEEI!ED!Q Al Risk for Deficlert C6/12/08
, This Statute is not met as evldenced by froclies;. i
! Based on cbaervation and staff Intervie n, it was. The Dining: Services Olractar has-observed diaposal of food frems |
! determined that facillty staff faited to dispose of food 1 onure b b el dond orect . cfcr |

| waste as required by State law. Qoas Not REAE . 611308

; e « Re-aducata and In- service D!ning 3orvices mmfo":u” !

; The findings include: of gartiaga disposals for disposing of appropriate ;

’ ng de wasts, On.a nmmydbgah _kichen areas witl ba dmmmm . |

cheicked ining Servites ka ensura !

- During a tour of the main kitchen on Jurie 12, 2008 mmé’:aﬁ'mw " :
between 8:50 AM and 10:00 AM, dletﬂn( staff was a: = ?.1- ' 7/24/08
observed disposing of food and paper vaste in a- Revmmnwn OUMOAMW I m"'m" :

 tragh receptacle; It was further observed that food, July 24,2008 and quartarly hereafter x 4 quarters

: paper and metal waste were disposed cf in the

:same trash receptacles.

Employee #1 acknowledged the above tindings at
. the time of the observation and stated ttist there
- were three (3) working garbage disposals in the i
kitchen . }

: 1

: !

L 168( 3227,19 Nursing Facilities l L 168

" The facility shall labeél drugs, and biologicals in
accordance with currently accepted profsssional |
principles, and include the appropriate accessory |
and cautionary instructions, and their exjiration i
date. :

This Statute is not met as evidenced by

feaith Regulation Administration
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L 168 Continued From page 2 ! L1168 ' .
) 'L 188 3227.19 Nursing Facliities (crose-
o : e 483,
Based on observation of the medication carts on : | 'g_.'::::: F 428 483.60(a), (b) Pharmscy
one (1) of (2) nursing units and staff inte view, it | i tailire 10 Initial and date aphthalmic sofution
was determined that facility staff failed t¢ initial and | containers when first opened,
date ophthalmic solution contalners when first ‘ ,
opened. ! 1. Gorreclive Action for Residents Affected by
The findings include: o Containers of Xalatan ophthalmic sofution that
i ware opened without dates wara discarded and
On June 12, 2008 at approximately 2:00 PM during : replaced with new eyedropa for each of the
the inspection of the medication carts on the 1st | razidents affected. , o12/08
floor, threa (3) of four (4) containers of Xalatan ! 2 T T Ta—— ;
ophthalmic solution were observed openad. The Containers of ophthalmie solutions for all
Xalatan ophthalmic solution containers ware not : ragidents in the Health Care Center were
dated or initialed by the nurse. : examinad 10 determina # other residents wera at
- ! risk for the deficient practice. None wara found. 6/13/08
A face-to-face interview was conducted :if '5 3. Magsures or Syete aloos o Lnsur
approximately 2:10 PM with Employee #2, He/she | + Re-aducate staff on placing dates/initiala on
acknowledged that the Xalatan ophthalm|c selution all containers when 5,,9,,93_ 6/20/08
containers wera not dated and initiated wtien first ; « Request pharmacy to place special labeling
opened. j | on solution containers o remind nurses to
! write the date opaned on aach container, 6/20/08
L 410 3256.1 Nursing Facilities ; k410 a  On amonthly basia, randomly check opan
. : contalneradof' 'z‘phthalmlc and other solutiona
Each facility shall provide housekeeping and ' to ansure daficient practice doea not recur.
maintenance services necessary to mairtain the ‘ g atlon date: G/20/08 and 6/20/08
exterior and the interior of the facliity in & safe, 'y . "

‘sanitary, orderly, comfortable and attractive
manner.
This Statute is not met as evidenced by

Based on observations during a tour of the main
kitchen on June 12, 2008 between 8:50 AM and
10:00 AM, it was determined that facility staff failed
to maintain the facility in an orderly manner as
evidenced by; damaged fioors, a drain cyver, an
electrical plate cover, stainless steel pantis, a
cooking hood and peeling paint on a wall, These
observations were made in the presence of
Employee #1.

The findings include:

1. Floore were observed to be damaged n the

b

i * Report findings in Quarterdy QA meeting. '
. Implamantation data: July 24, 2008 and 7/24/08
quarterfy thereaftar X 4 quarters.
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; i F 29 483.15 (WD) noummmgmmnmm
L410 Continued From page 3 b L410 ,L 410 3256.1 Nursing Facilities (cross-reference)
following areas: ; Floorstites in kitchen, utiity closet. smployee baffiroom damaged;
: 1. Q.QUB.C Aglien for Residents Affecied by Deﬂc:qm 627/08
A. The main kitchen floor tile and grou; was ! f ” m bipped comers in utlty dloset and empioyes
. N ‘ nor tiles with chipped co i ny €
obser1vedfto be ‘clia;'nagecg throu%hom ihe kitchen in ; bthroom wore replaced. Missing grootin quary tla i main '
one (1) of ohe (1) floor observed. Kitchen as Igentificd was replaced, .
: , . : 2 ngd to Idenify Other Residents At Fisk (or Defigent 6/27/08
B. The utility closet in the main kitchef was | - H bon s oo, ity closet and erployee baroam
_ : o - | nreiceneoru oset and employ !
: obse r1ved tlo hg\le dan;aged floor tile in one (1) of { the main kitchan afes was inspected by maintenance staff and (
- one (1) utility closet observed. | repairs comploted s required, :
. i 3. Mesasures or Systamic Changes lo Ensure Defigient Pracgg - 8/27/08..
C. The employees' bathroom in the miain kitchen ! Daes Nol Regur,
was observed to have damaged floor tile in one (1) . f::rggg": ﬁﬂ:ﬁ:“;’:ﬁg’kggﬁ:“"'a‘: ;memd i
of one (1) employees' bathroom abserved. «  Quotes are being coliected for possible Instafiation of 3 :
4 poured epaxy loar surface for kitchen, dish room, utility
+ 2. The following was observed damaed: ; closest and employes bathraem. i
o . ‘ *  Onamonthly basis, flocr areas will be randomly checked by
A The drain cover under the steam table was : D(lnmctor of Dining Ssrv:oatoenqure deficlent pmcﬂcndoes
not regur.
: damaged in one (1) of one (1) drain cover 4 Py onttoring to € wtlaris Are Sustain *7/24/08
aobserved. Raport findings in Quarterty QA rmeeting, hmplementation dm'
. l July 24, 2008 and quarterly theraafter x 4 quarters, .
' B. The stainless steel pane! with the sprayer | 1. Gonechig Aci or Resid ed . 6/18/08
_ attached was observed to be loose fiom the wall “The draln cover under the sleam tsbia has bean replsced. The
- and the caulking/seal was loose from the panels, stainless steal panal has bren attached permanantly to tie wall,
L. . ] : ! The cracked plate cover on tha slectrical outlet next lo the steam
c. ; : 1able has tieen replaced. The rocking hood is completely
- stegrrplltaatglgov\\:r 3’; the eI:c;ncal Ol:llﬂ 'ane)d t? the : attached to the atave. The wail behind the juice and coffee
s damaged in one (1) of one (1) : achine his been painted and brooms are hanging.
electncal plate cover abserved, 2. Meihodto Identify Other Residents At Risk for O /‘1 608
: 5]
. D. The cooking hood attached to the stove was not Entire kitchen surface grea, stalnlass stes panals, plafe oovers on
electrical outlets, 1he cooking hoodt, kitchen walls and drain
completely attached to the stove in ane (1) of one cavars was Inspected by maintenance and dining services staft
(1) stove observed. and repsirs complated as required. Na ather broomd wera found
) on the floor.
E. Paint was observed peeling from :he wall in the i3 ——-LM.MS::“EM 3"&;]_ o Changos to Egaure Defice Proctca  6/16/08
main kitehen behind the juice and caffee machine. « Re-educata staff on observation of walls/psired surfaces,
. electrical ouflels, drain covers and stainless steal panels and-
3. Brooms were stored on the floar in four (4) of four | :ﬂm;n;priate noﬁﬂcal;n o supervisor if damage is abserved.
4) brooms observed in the utilty closet in the mai { Malntenancs to repair
l((ltchen y n I +  Additionsl broom racks have been otdared for the utility
| closet.
- = On amonthiy basls, kitchan areas will be randomly checked
by Dirsctor of Dining Servicas to ensure deficient practice
’ does not recur.
4, P anca Monit olutions 4 sined:  7/24/08

Report findings in Quarterly OA meating. Implementation data:
July 24, 2008 and quarterly thereafter x 4 quartors.
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L 410 Continued From page 4

Employee #1 acknowledged the above findings at |

the time of the observations.
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naith Regulstion Administration
TATE FORM

A0 QPO511

If continuation shemt Sof 5




