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preferences except when to do so would 
endanger the health or safety of the resident or 
other residents. 
This REQUIREMENT is not met as evidenced 
by: 
Based on record reviews and staff interviews, for 

one (1) of nine (9) sampled residents, facility staff 
failed to ensure that reasonable accommodations 
for a room assignment was provided for a 
resident that did not endanger his health or safety 
as evidenced by placing Resident #2 (new 
admission), with a known history of physically 
aggressive behaviors toward other residents, in a 
room with Resident #1, also with a known history 
of physical aggression towards other residents 
and staff. 

The findings included: 

Resident #2 Background: 

Resident #2 was previously admitted to the facility 
on 01/27/22 with multiple diagnoses that included: 
Schizophrenia, Metabolic Encephalopathy and 
Muscle Weakness. 

Review of the resident's medical record showed 
the following: 

A census tracking sheet that showed he resided 
on unit 3 south, room 340 bed B since 02/14/22. 

A Nursing Note dated 03/04/24 at 9:59 AM that 
documented: 
- Writer was informed that [Resident #2] pushed
Resident #3 out of his wheelchair causing the
resident to fall on the floor in the hallway.
- Police and Crisis support were informed.
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F 558 1.Corrective Action

Resident #1 was discharged on 6/8/2024. 
This deficient practice cannot be 
retroactively addressed for Resident #1. 
Resident #2 was offered emotional and 
psych support by social services and 
Arising Psych Services on 6/10/2024. 
Resident declined both services. Care 
plan for refusals of care was revised on 

6/14/2024 to include the resident’s refusal 
of those services. Psych services will 
continue monthly and as needed.  The 
Administrator/designee reviewed and 
revised the current process for bed 
assignments for new admissions, 
readmissions and room relocations in 
order to protect residents from potential 
abuse on 6/20/2024.   

2.ldentifying Other Residents

All residents have the potential of being 
affected by reasonable accommodations 
for room assignments not being made. The 
Administrator/designee reviewed and 
revised the current process for bed 
assignments for new admissions, 
readmissions and room relocations in 
order to protect residents from potential 
abuse on 6/18/2024. The Administrator/
Designee conducted a review for 
complaints/grievances related to 
roommate compatibility within the last 30 
days on 6/19/2024. Alternate options within 
residents rights, as related to F558 were 
offered immediately. 
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one (1) of nine (9) sampled residents, the facility's 
staff failed to provide a resident with written notice 
that a new roommate had been assigned to his 
room on 06/06/24. (Resident #1 ). 

The findings included: 

Resident #1 was admitted to the facility on 
07/02/21 with multiple diagnoses including 
Schizoaffective Disorder, Anxiety, and 
Depression. 

A quarterly Minimum Data Set dated 03/04/24 
documented in part, the resident had a Brief 
Interview for Mental Status summary score of 
"15" indicating that the resident's cognitive status 
was intact. The resident was coded for having 
physical behaviors (e.g., hitting, kicking, pushing, 
scratching, grabbing, abusing others sexually) 
directed toward others, verbal behaviors (e.g., 
threatening others, screaming at others, cursing 
at others) directed toward other, and rejection of 
care. Also, the resident was coded for using 
anti-psychotic medications on a routine basis. 

A care plan dated 05/01/24 documented in part, 
"Focus area- alleged physical aggression towards 
another resident of [Room #] while both residents 
were on LOA (leave of absence) 
... lnterventions-Psych[iatric] consult ... continue 
1 :1 monitoring ... resident was arrested ... " 

A care plan dated 05/16/24 documented in part, 
"Focus area - verbal aggression towards nursing 
staff, going around nursing station, attempted to 
pick up the hole puncher. Interventions- 911 was 
called ... no arrest was made ... continue with 1: 1 
monitoring ... staff de-escalated the situation ... " 
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F 559 1.Corrective Action

Resident #1 was discharged on 

6/8/2024. This deficient practice cannot 

be retroactively addressed for Resident 

#1. The Administrator/designee reviewed 

and revised the current process for bed 

assignments for new admissions, 

readmissions and room relocations in 

order to protect residents from potential 

abuse on 6/20/2024.   

2.ldentifying Other Residents

All residents have the potential of being 

affected by not being notified in writing of 

roommate assignments.  On 6/20/2024 

the Administrator/designee reviewed and 

revised the current process for bed 

assignments for new admissions, 

readmissions and room relocations, to 

include notification of Residents/

Responsible party of new roommates in 

writing. The Administrator/Designee 

conducted a review for complaints/

grievances related to roommate 

compatibility within the last 30 days on 

6/19/2024. Two room relocations were 

processed based on audit findings. 
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A review of the resident's medical record lacked 
documented evidence that facility staff provided 
him with written notification that he was getting a 
new roommate [Resident #2]. 

During a face-to-face interview on 06/17/24 at 
approximately 3:30 PM, Employee #2 (DON) 
stated that Resident #1 was not notified in writing 
that he was getting a new roommate [Resident 
#2]. However, he did verbally inform Resident #1 
about his new roommate after he returned from 
leave of absence. It should be noted a Leave of 
Absence sign-out sheet dated 06/06/24 revealed 
that Resident #1 left the facility at 2:08 PM and 
returned at 6:55 PM. 

F 600 Free from Abuse and Neglect 
SS=J CFR(s): 483.12(a)(1) 

§483.12 Freedom from Abuse, Neglect, and
Exploitation
The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion;
This REQUIREMENT is not met as evidenced
by:
Based on observations, record reviews, staff

interviews and a resident's interview, for three (3)
of nine (9) sampled residents, the facility failed to
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F 600 

3.Systemic Change

Administrator, Assistant Administrator, 

DON, ADON, Unit Managers, Nursing 

Supervisors, Social Services and Guest 

Services were educated by Regional 

Clinical Consultant/Designee on resident 

notifications and agreement, to ensure 

that room placements are appropriate 

and residents are protected from 

physical, psychosocial harm as well as 

additional abuse on 6/18/24 and 6/20/24. 

4.Monitoring Corrective Action

Unit Managers/ Designee will audit new, 

readmissions and current residents for 

agreement with roommate assignments, 

with considerations from F559, weekly 

x4 then monthly x3. Deficient findings 

will be addressed immediately. Findings 

will be reported to QAPI monthly x3 

months for review and 

recommendations to maintain 

substantial compliance.

(XS) 
COMPLETION 

DATE 

7/29/2024 

Facility ID: WASHNURS If continuation sheet Page 10 of 42 





DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

095022 

NAME OF PROVIDER OR SUPPLIER 

CAPITOL CITY REHAB AND HEAL TH CARE CENTER 

(X4) ID 
PREFIX 

TAG 

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

REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 600 Continued From page 11 

A review of the facility's "Abuse, Neglect and 
Exploitation" policy dated 01/04/24 documented, 
"It is the policy of this facility to provide 
protections for the health, welfare and rights of 
each resident by developing and implementing 
written procedures that prohibits and prevent 
abuse and neglect of residents ... The facility will 
make efforts to ensure all residents are protected 
from physical and psychosocial harm, as well as 
additional abuse." 

1. Facility staff failed to ensure Residents #1 and
#2 were free from physical.

Background information for Resident #2: 

Resident #2 was previously admitted to the facility 
on 01/27/22 with multiple diagnoses that included: 
Schizophrenia, Metabolic Encephalopathy and 
Muscle Weakness. 

A nursing progress note dated 10/01/23 at 6:30 
AM documented, "At about 6:30 AM, [Resident 
#2] pushed [Resident #3] in the hallway and 
slapped him on the right side of jaw. The charge 
nurse rushed and separated both residents. 
[Resident #2] noncom pliant and non-cooperative, 
refused to open his door to speak to the police 
officer. Nurse Practitioner notified and 
recommendation for psych consult given for 
resident with aggressive behavior." 

A behavior progress note dated 02/19/24 at 11: 17 
AM documented, "Writer observed resident 
walked into [Resident #3 s] room, opened the 
window curtain, set the room temperature to 80 
degrees and took a pair of [Resident #3's] shoes 
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2.ldentifying Other Residents

All residents have the potential of being 

affected by not being free from Abuse. 

DON/Designee conducted an audit to 

identify all residents with documented 

aggressive behaviors that could lead to 

abuse of another resident. The 

Administrator/designee conducted a 

review of current residents to determine if 

there are any documented complaints or 

grievances within the last 30 days on 

6/19/2024 related to roommate 

combability/agreement. DON/Designee 

conducted an audit of facility reported 

incidents to ensure there were no other 

cases of staff to resident interactions. 

Findings were addressed immediately. 

3.Systemic Change

New and current employees will be 

educated on Abuse by the Staff Educator/

Designee.  

4.Monitoring Corrective Action

Social Services Director/Designee will 

conduct audits to review complaints/

grievances to ensure that instances/

allegations of abuse were addressed 

appropriately weekly x4 monthly x3. 

Findings will be addressed immediately 

and reported to QAPI monthly x3 months 

for review and recommendations to 

maintain substantial compliance.
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Resident #8 was admitted to the facility on 
09/29/22 with multiple diagnoses that included: 
Gastrostomy Status, Type 2 Diabetes Mellitus, 
Cerebral Infarction, and Dementia. 

Review of the resident's medical record revealed 
the following: 

A physician's orders dated 01/10/24 that directed, 
"Enteral feed, every shift, check feeding tube 
placement with auscultation Q (every) shift and 
as needed before feedings, flushes, and 
medication administration." 

A Quarterly Minimum Data Set (MDS) 
assessment dated 04/05/24 showed that facility 
staff coded: severely impaired cognitive skills for 
decision making; totally dependent on staff for 
assistance with eating; and received nutrition via 
a feeding tube. 

A physician's order dated 04/08/24 that directed, 
"Enteral feed one time a day, Jevity 1.5 via PEG 
(Percutaneous Endoscopy Gastrostomy) at 85 ml 
(milliliters)/hr (hour) to provide 1530 total volume, 
2295 kcal (kilocalories), 98 gm (grams) protein & 
1162 ml (milliliters) free water, up at 6 PM, down 
when total volume infused ... " 

A care plan focus area: "[Resident #8] nutritional 
r/t (related to) TF (tube feeding) as sole nutrition 
source" last reviewed on 05/10/24 had 
interventions that included: "Check for tube 
placement and gastric contents/residual volume 
per facility protocol and record; make 
recommendations for changes to tube feeding as 
needed; discuss with [Resident 
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1.Corrective Action

Resident #8 was transferred to the 

hospital on 6/18/24 for Gtube 

replacement and returned on 6/21/24. 

Resident #8 remains in the facility with no 

ill effects.  Employee #12 received 

education on 7/03/2024 on care and 

treatment of feeding tubes. Employee #12 

was assessed for competency on 

7/24/2024. 

2.ldentifying Other Residents 

Residents with enteral feeding tubes are 
at risk of being affected by incorrect tube 
feeding management. All current eternal 
feeding tubes will be assessed by Unit 
Managers/Designee to ensure they are 
functioning. Malfunctions, such as 
clogging will be addressed by the licensed 
nurse immediately.

3.Systemic Change

Staff Educators/Designee will provide 
education to licensed nurses on care and 
treatment of feeding tubes.

4.Monitoring Corrective Action

Unit Manager/Designee will audit 
residents with eternal feeding tubes 
weekly x3 months. Deficient findings will 
be addressed immediately. Findings will 
be reported to QAPI monthly x3 months 
for review and recommendations to 
maintain substantial compliance.
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implementing resident care plans and responding 
to resident's needs. 

§483.35(c) Proficiency of nurse aides.
The facility must ensure that nurse aides are able
to demonstrate competency in skills and
techniques necessary to care for residents'
needs, as identified through resident
assessments, and described in the plan of care.
This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interviews, for

one (1) of nine (9) sampled residents, the
licensed nursing staff failed to demonstrate the
appropriate competencies and skill sets to
provide nursing services to assure resident safety
and well-being of each resident. Resident #8.

The findings included: 

According to the National Institute of Health (NIH) 
- Gastrostomy tube (G-tube) malfunction is
commonly encountered by nurses, physician
assistants, nurse practitioners, and physicians in
clinical practice. The team should have a working
knowledge of how to handle G-tube problems and
provide appropriate intervention and assistance in
resolving the dysfunction.

https://www.ncbi.nlm.nih.gov/books/NBK482422/ 

According to the Gastrointestinal Endoscopy 
Journal: 
- A common post Percutaneous Endoscopy
Gastrostomy (PEG) complication is a clogged
tube.
- Occasionally, a clogged PEG tube can be
opened with the administration of warm water, a
canned carbonated beverage, or pancreatic
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1.Corrective Action

Resident #8 was transferred to the 

hospital on 6/18/24 for Gtube 

replacement and returned on 6/21/24. 

Resident remains in the facility with no ill 

effects. Employee #12 received 

education on 7/03/2024 on care and 

treatment of feeding tubes. Employee 

#12 was assessed for competency on 

7/24/2024. 

2.ldentifying Other Residents 

Residents with enteral feeding tubes are 

at risk of being affected by incorrect tube 

feeding management. Current eternal 

feeding tubes will be assessed by Unit 

Managers/Designee to ensure they are 

functioning. Malfunctions, such as 

clogging will be addressed by the 

licensed nurse immediately.

3.Systematic Change

Unit manager/designee will randomly 

observe licensed nurses provide 

randomly observe care for eternal feeding 

tubes weeklyx3 months. Findings will be 

addressed immediately. Staff Educators/

Designee will provide education to 

licensed nurses on care and treatment of 

feeding tubes.

4.Monitoring Corrective Action

Unit Manager/Designee will audit 

residents with eternal feeding tubes 

weekly x3 months. Deficient findings will 

be addressed immediately. Findings will 

be reported to QAPI monthly x3 months 

for review and recommendations to 

maintain substantial compliance.

(X5) 
COMPLETION 

DATE 

7/29/2024 

Facility ID: WASHNURS If continuation sheet Page 36 of 42 














	doc05137720240801152231.pdf
	6.20 F - Tags - 8.1.pdf



