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Preparation and execution of this plan of correction

F0000 INITIAL COMMENTS FO0D0 l4nes not constitute Capital City's admission or

agreement with the facts alleged or conclusions set

An unannounced Long Term Care Complaint Survey was farth in the Staterment of Deficiencies, and such liability

conducted at this facility from October 17, 2023, is specifically denied. The plan of correction is

through October 21, 2025. The survey activities prepared and executed pursuant to Capitol City's

consisted of observations, review of medical records obligations under federal and state law

and staff interviews. !

The resident census on Oclober 17, 2025, was 270, the
facility's licanse capacity was 360 and the survey
sample included three (3) residents.

The followlng complaint was investigated: #2616177

After analysis of the findings, it was determinedthat
the facility was not in compliance with the
requirements of 42 CFR Part 483, Subpart B, and
Requirements for Long Tern Care Facilities.

*Pleasa note that due to this survey being conducted
during the Federal Government Shutdown, the survey exit
date and remedy dates are based on the date the Federal
Government reopened, November 13, 2025,

FO884 | Quality of Care § | i FO684

§5=D
CFR(s): 483.25

§ 483.25 Quallty of care

Quality of care is a fundamental principle that applies

to all treatment and care pravided to facility

residents. Based on the comprehensive assessment of a
resident, the facility must ensure that resldents

receive treatment and care in accordance with
professional standards of praciice, the comprehensive
person-centered care plan, and the residents' choices.

This REQUIREMENT is NOT MET as evidenced by:

Based on record reviews and staff interviews, facility
staff failed to follow a physiclan order with
timeliness, as evidenced by the transfer of a resident L : % =

any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other

safequards provide sufficient protection to the patients. (See raverse far further instructions.) Except far nursing homes, the findings stated above are disclosable 90
_{ays following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 da

‘tllowing the date these documents are made available to the facility. If deficiencles are cifed, an approved plan of correction is requisite to continued grogram

sarticipation. - Y
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FO684 Continued from page 1 FO6B4 FF684
§5=D to the Emergency Reom far a higher level of care
approximately three (3) hours after receiving the order . " . 12/29/2025
for one of three sampled residents. Resident #20 1.Resident #20 had no negative lm%m';t’
Employee #5 was educated on the importance of
The findings included: ff:llowmg physician 01:ders related ‘to
timely transport of residents to a higher level of
€
Resident #20 was admitted to the facllity on 07/25/25 RS,
12/29/2025

with multiple disgnoses that included: Chronic Sacral
Wound, Ambulatery Dysfunction, Diabetes Mellitus and
Bipolar Disorder.

An admission Minimumn Data Set (MDS) assessment dated
07/31/25 documented that resident had a Brief Interview
for Mental Status summary score of “13" indicatingthat
the resident was cognitively intact. Additionally, the
resident was coded for being dependent on staff for all
activities of daily living and having an unstageable

sacral pressure ulcer,

A physical medicine and rehabilitation note dated
09/02/25 at 5:18 PM documented in part, “P1 (patient)
at bedside, alert some disorientation, asking about the
location of her bed at home.”

A physician's order dated 09/02/25 at 7:48 PM
instructed in part, “CBC (Complete Blood Count) with
diff (differential).. stat[lak]..."”

A nurse practitioner's note dated 09/02/25 at 11:47 PM
documented in part, “On 9/2/25, nursing staff requested
evaluation for possible change In status. Patient was
senn at bedside with family present, alert and verbal,
though not at her cognitive basaline per staff report.
Assessment, Leukocytosis WBC 20 .8[results from CBC
lab), Mild change in mental status but no overt
encephalopathy. Monitoring: Continue close monitoring
of vitallsigns], mental status, and wound. Nursing

staff notified to report any acute change promptly.”

A physician's order dated 09/03/25 at 12:12 AM
instructed, “Chest X-Ray to evaluate for pneumonia..."

A review of a Situation, Background, Assessment, and
Recommendation report dated 09/03/25 at 10:51 AM
documented in part, “Resident is increasingly confused
and pale, unable to verbalize name and present

2.All residents with change in condition has the
potential to be affected. The Director or Nursing
reviewed transfers to the hospital within the last
14 days to determine if residents were transferred
to a higher level of care timely.

3 Licensed nursing staff will be educated by 12/29/2025
Educator/designee on the importance of
following physician orders related to

timely transport of residents to a higher level of

care.

4. The unit manager or designee will randomly  12/2072025
audit the progress notes for residents transferred
to the hospital to assure that physician orders for
transfer to a higher level of care was

timely. Audits will be done weekly x 4, monthly
x 2 then quarterly or until compliance is
sustained. Results will be reported to QAPI
committee

5 Date of compliance : 12/29/25 12/29/2025
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Continued from page 2
location...”

A nursing note dated 09/03/26 at 12:38 PM documented in
part, "Resident had chest x-ray done, laboratory work

was carried out as well. NP/ONP [nurse practitioner]
reviewed result with care team, new order for IV
[intravenous] line placement, antibiotic Meropenem
[antibiotic medication] was received Stat..."

A nureing progress note dated 09/03/25 at 13:42 [1:42
PM] documented in part, ‘Resident were [was] seen by
wound team provider, noted area red with small serous
drainage on old dressing and tender to touch.”

A review of a chest x-ray results dated 09/03/25
documented in part, "Impresslons: Early changes of
infrahilar atelectasis or pneumonia.”

A nursing progress note dated 09/03/25 at 13:58 [1:58
PM] documented in part, “Radielogy result reviewed with
NP/DNP [nurse practitioner]). Order given for ER
[erergency room] transfer.”

According to the District of Columbia's Office of
Unified Communications (OUC), emergency medical
services (EMS - 811) was activated via telephone call
from the nursing facility at 16:47 [4:57 PM]. The
resident was subsequently transported to a local
hospital.

It should be noted that Employee #5 activated EMS
(called 911) approximately three (3) hours after the
Nurse Practitioner ordered Resident #20 to he
transferrad to the hospital.

A Department of Health Complaint Intake #2616177
submitted on 09/12/25 documented In part, "My daughter .
went to visit... [Resident#20] and found her

unresponsive. | had been complaining to the nurses that
[Resident #20] did not seem like herself. She appeared
pale and almost unresponsive. Her [pressure] wound
became infected... [Stafflonly called an ambulance
after my daughter alerted them around 4:15°PM.... [on B
09/03/25] that she was having a hard time [waking :

Resident #20] up...”
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F0684 Continued from page 3 FOG84
55=D During a telephane interview on 10/20/25 at 9:34 AM,

Employee #5 (assigned LPN) stated that she coordinated
the resident's transfer to the emergency room (ER). The
employee said that at the time of transfer the
granddaughter in the resident's room, and the resident
seamed "off' [disoriented]. Because when she asked the
resldent what her name was? She was saying something
that was not her name. The employee also stated that
she received the order to transfer the resident to the
emergency raom at approximately 1:58 PM 09/03/25.
However, she could not explain why she did not
caordinate the residents' transport (EMS $11) to the ER
until 4:57 PM (approximately three hours aiter

receiving the order).

During a telephane interview conducted on 10/20/25 at
2:00 PM with Employee #6 (Nurse Practitioner) she
stated that an the evening shift around 4 to Spm
[between 4:00 PM to 5:00 PM] on 9/2/2025 the nurse
called. *| believe | saw her [Resident #20] at the
bedside: her vital signs were fine. A family member was
at the bedside, [I] ordered some stat labs...the next day
[08/03/25] in the afternoon around 1 to 2-ish [between
1:00 BM and 2:00 PM] the staff called me saying she
[Resident #20] had altered mental status, so | ordered
for the resident to be sent out.”

During a face-to-face interview conducted on 10/20/25
at approximately 4:00 PM with Employee #1
(Administrator) and Employes #2 (Director of Nursing)
they acknowledged the findings.

Fomad M- dNRAAAGE LI4

Eaallitv INWWASHNMIIRS

If cantinuation sheat Page 4 «



