PRINTED: 04M3/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA {%2) MULTIFLE COMSTRUCTION (%3]} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATICN NUMBER: e COMPLETED
095019 8. WG 04/07/2021
MAME OF PROVIDER OR SUFPLIER STREET ADORESS, CITY, STATE, ZIP CCDE
5000 BURROUGHS AVE. NE
DEANWOOD REHABILITATION AND WELLNESS CENTER WASHINGTON, DC 20019
x| SUMMARY STATEMENT OF DEFICIENCIES io PROVIDER'S PLAN OF CORRECTION {4
PREFIX | [(EACH DEFICIENCY MUST BE PRECENED BY FUALL REGULATORY PREFLY (EACH EORRECTIVE ACTION SHOULD BE COMPLETICN
TAG DR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY) |
F 000 | INITIAL COMMENTS F 000 Disclaimer:
A COVID-18 Focused Infection Conirol Survey was | Eigg?p?‘:mfm“;iggglI:L:ﬁn;cth!?:
conducted on March 24, 2021 through  April 7, | Hagartent sEH Gl e ot lr,;ith e
2021. Survey aclivities consisted of a raview of 11 depariments directivesito t:hal;ga conditions
sampled residents. |t was determined that the ik tha epariment alleges are deficient
facllity is not in compliance with the requirements of Iunder state regulations related to long term
42 CFR Part 483, Subpart B, and Requirements for Lare. This ahonid nof b tanstiusd o alter &
Long Term Care Facilities. This includes the walver of the fa cillty’s right to appeal or to
facility's non compliance with 42 CFR §483.80 !ap peal or to challenge the accuracy or
Infection control regulations, The resident census ' severity of the alleged deficiencies or any
was 234. Iadm'rsaiun of any wrongdoings.
Listed below s a directory of abbreviations and/or
acronyms that may be ulilized throughout the body
of this report:
AV- arferiovascular/arteriovenous
b/p - blood pressure
ESRD - End Stage Renal Disease
FR - French
| MAR - Medication Administration Record
| meg- microgram
| Vi = fHeisE ducial
| MDS - Minimum Data Set ‘
' mg- milligram
' PCC - Poinil Click Care I |
PPE - Personal Protective Equipment |
‘ Q- every
rit - related to
Rt - right
Sat - Saturday ‘
TAR - Treatment Administration Recard
Thu - Thursday
Tue - Tuesday
vis - vilal signs
X -times ‘
F 652 | Right to be Informed/Make Treatment Decisions | F552|
| | !
LABORATORY DIRECTORS OR IDERSSUPPLIER REPRESENTATIVE'S SIGNATURE TITLE [4E) AT

I CURRLAIT, LMH’F&' q‘l'l/]i'l-l

o e |
Any deflciency statement ending with an asterisk (*) denotes a deficiency which the institution may ba excised from comecting providmg i I3 determined that othar
safeguards provide sufficient protection to the patients. {Ses nstructions.)  Except for nursing homes, the findings slaled above mre distiosable B0 days following the date
of survay whether or nol a plan of comection is provided.  For nursing homes, the above findings and plans of cormection sre disclosable 14 days following the dale these
documents are made available to the facility. If deficiencies are cited, an approved plan of carrection is requisite to continued program participation,
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F 552 Continued From page 1 | F 552| Ease
55=0 | CFR(s); 483.10{c){1)(4)}{5) lCurmcliva action for residents affected.
. [
§483.10(c) Ptanning and Implementing Care. Residen| #8 was assessed on 4/8/2021 |4i21/2021

The resident has the right to be informed of, and
participate In, his or her freatment, including:

| §483.10{c)(1) The right to be fully infarmed in
language that he or she can understand of his or
her total health status, including but not limited to,
his or her medical condition.

§483.10(c){4) The right {o be Informed, in advance,
of the care to be fumished and the type of care
giver or professional that will furmish care.

|
§4B3.10(c)(5) The right to bie informed in advance,
by the physician or other practitioner or
professional, of the risks and benefits of proposed
care, of treatment and treatment altematives or
treatment cptions and to choose the allernative ar
option he or she prefers.
This REQUIREMENT Is not met as evidenced by:

Based on record review and staff interview, for one
| (1) of 11 sampled residents, facility staff failed to
| inform the resident's responsible party of his
guarantine status. Resident #9.

|
Findings included ...

Residenl #9 was admitted to the facility on
1042572018, with multiple diagnoses including Heart

| Failure, Chronic Respiratory Failure, Chronic
Pulmonary Edema, Chronic Kidney Disease- Stage
3, Human Immunodeficiency Virus and
Hypertension.

| A review of the resident’s quarterly Minimum Data
! Sel daled 02/01/2021, documented in Section C
|

Resident suffered no negative cutcome, MD
Updated. ADON/Designee conducted audit on
all residents to identify residents that the facili
slaff did not ensure the responsible party was

updated on the slatus of the resident.

IDENTIFICATION OF OTHERS WITH THE
POTENTIAL TO BE AFFECTED:
|All residents residing in the facility have the

potential to be affected.

| |
MEASURES TO PREVENT RECURRANCE: |
1) ADON/ Designee will conduct house wide|

‘audit to ensure respansible parties are

!updated on residents’ status by 4/21/21.
{2) IDT Team will conduct audit to validate thal.i
nurses are updating responsible parties of

Eresidents current health stalus by 4/21/21
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| |' I F552
F 552 i
Conurued fram gage 2 ; e F 552 | 3) Unit Managers/Designee, will audit all
(Cognitive Pattern) that the resident had a "Brief ' Documentations to ensure respansible partie
| Interview for Mental Status® score of "00" indicating \are updated on residents’ current health
that Resident #10 has a "severe cognitive 'status by 4/21/21.
impairment.” '
. 4} In-service will be provided to all clinical tea|+1
| A review of the Treatment Administration Records by staff development team/ Designee, to all
(TARs) from 02/26/2021, to 03/07/2021, showed an |clinical staff to ensure responsible parties are |
order with the start date of 02/26/2021, that |notified of a change in resident's status by
instructed staff to monitor, "W/S (vital signs) Q 1121,
421721

{every 4 hours for 10 days [for COVID-18 exposure]

Further review of the TAR from 02/26/2021. ta

| 03/07/2021 showed the nursing staff initialed that
the resident's vital signs were being monitored
every four hours,

| A review of the nursing progress notes from |

i 02/26/2021, to 03/07/21, lacked documenied
evidence that Resident #9's responsible party was

! made aware of his guarantine status that started on

| 02/26/2021.

F‘h u-lv-n- - lnlhﬂhhﬂn |Hh‘1ﬁ!|nl! -nr--|u-r-+nr¢ mr

' UMDTFZDM at approximately 10:00 AM, Employee
#2 (Director of Nursing) acknowledged the finding
and stated that he did not see in the medical record
where staff mada the resident’s responsible aware
of his quarantine status on 02/26/2021.

At the time of the survey, the facllity's staff falled 1o

inform Resident #3's responsible party of his
guarantine status.

F 583 Personal Fﬂvacyftnnﬁdent_’r_altty of Records
ss=n | CFR(s): 483.10(h)(1)H3)I)(ii)

§483.10(h) Privacy and Confidentiality.

[MONITORING CORRECTIVE ACTIONS:

?IDT team will validale during grand rounds
‘that nurses are updating responsible parties o
residents’ current health status by 4/21/21

ADON/ Designee will conduct random audits to
ensure nurses are notifying responsible parﬁaF
of changes in heallth slatus.

Findings will be addressed and handed 1o ma!
Cuality Assurance Commitiee weekly x 4, |
Ui iy & 5wl e e i

F583

F 583 CORRECTIVE ACTION FOR RESIDENTS
AFFECTED:

Resident # 10 was assessed an 4/8/21.
Ihasident suffered no negative outcome, MD

FORM CMS-256T(02-88) Proviows Versions Dbsoleta Event [0 131811

Faciify |D; GRANTPARK Il continuation sheet Page 3 of 27




DEPARTMENT OF HEALTH AND HUMAN SERVICES

FPRINTED: 04/13/2021
FORM APFROVED

E RS FOR CARE & MEDICAID SERVICES MB NO. 0938-0391
STATEMENT OF DEFICIEMCIES (X1} PROVIDERSUPPLIER/ICLIA [X2) MULTIPLE CONSTRUCTION |X3) DATE ELIRVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A BLILOING
095019 B WING 04/07/2021
NAME OF FROVIDER OR SUFPLIER STREET ADDRESS; CITY. STATE, ZIP CODE
5000 BURROUGHS AVE. NE
b N AND TE :
DEANWOOD REHABILITATIO WELLNESS CENTER WASHINGTON, DC 20019
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 8] FPROVIDER'S PLAN OF CORRECTION 4]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLILL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LEC IDENTIFYING INFORMATIDN) ‘ TAG CROS5-REFEREMCED TG THE APPROPRIATE LATE
DEFICIENCY)
| | |
) F583
F 383 | Continued From page 3 | I
| The resident has a right to personal privacy and F 583 made aware. Unit Managers conduct rounds
| confidentiality of his or her personal and medical | to ensure all residents are provided privacy
| records. during care.

§483.10(h )1} 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.

§483.10(h){2) The facility must respec! the residents
right lo personal privacy, including the right to

| privacy in his or her oral (thal Is, spoken), written,
and electronic communications, including the right

| to send and promplly receive unopened mail and
other letters, packages and other materials

delivered to the facility for the resident, including

those delivered through a means other than a postal |

service.

§483.10(h}3) The resident has a right to secure
and confidential personal and medical records.

m, ‘I'h-\ Faeidomt boe fhe ..-|.-.|-.+ bn snfiamm Hhm rnlasea ~Fl

| personal and medical rer:::-rds except as provided at |
§4B3.70(1)(2) or other applicable federal or slate

| laws.
{ii) The facility must allow representatives of tha
Office of the State Long-Term Care Ombudsman to
examing a resident's medical, social, and
administrative records in accordance with State law.
This REQUIREMENT  is not met as evidenced by:

| Eased on abservation and staff interview, for one

| {1) of 11 sampled residents, the facility's staff failed
to provide privacy for a resident while performing
incontinent care. Resident #10.

rDENﬂF":AT'DN OF OTHERS WITH THE
POTENTIAL TO BE AFFECTED:

Il residents residing in the facility have the
olential lo be affecied,

| MEASURES TO PREVENT RECURRANCE:

1) House wide in service provided by Staff
| Educators to all clinical staff members to
|p ravide privacy to All residents while providing.
incontinent care by 4/21/21.
4121121

| 2)JADON/ Designes will conduct house wide
audil to ensure privacy Is pravided to all
residents during incontinent care by 4/21/21.

[ 3)Unit managers/Designee will cary out
Irandom audit to ensure residents are prmriﬂed

Fw eda --||-----|- g hu Hn""lii"hl

F""-"J' maam mg P

\
|

| ADON//Designee will conduct random rounds
lo ensure all residents are provided privacy
| during incantinent care daily until 4/21/21.

4)0T team members will ensure residents a
| provided privacy Lo all residents’ while
Ipruwding care by 4/21/21,

|MONITORING CORRECTIVE ACTIONS:

Fnd:ngs will be addressed, and report given h:l
I{luality Assurance Cnmmlnee weekly x4, Ihert
monthly x 3 until 4/21/21.
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Findings included ...

An observation on 03/24/2021, al approximately
12:00 PM on Unit 4 Nerth revealed the following:

| -Residents’ room #408 door was closed with signs
indicating the two residents inside were on
guarantine status.

-After the surveyor knocked on the door and asked
for permission to enter, Employee #10 (Certified
Nursing Aide), gave the surveyor permission to

| enter.

| -Upon entering the residents' room, Resident #10
| (408A) was observed lying in bed, with her body

| uncovered from the waist down, exposing her

| buttocks.

 -Employee #10, was observed providing incontinent
care for Resident #10.

et B oot alehinnre dono to R e Rt o idmmt el i il
g s o

so thal the resldent in bed 4088 could not see the
resident in bed 4084 at the time incontinent care |
| was being provided.

-However, the curtain toward the entry door had not
been pulled, so Resident #10's uncovered body
from the waist down was exposed to anyone
walking in the door.

| During a face-to-face Interview conducted on
03/24/2021, at approximately 12:15 PM, Employee
#10 acknowledged the finding and stated that she |
did not pull the curtain all the way around the
resident’s bed because she had "closed the door.”
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|
F 583 | Continued From page 5 F 583

| At the time of the survey, the facility's staff failed to

provide privacy for Resident #10 while providing

| Incontinent care,

F 655  Baseline Care Plan FE55 | FB55

55=0 CORERECTIVE ACTION FOR RESIDENTS |
CFR(s): 483.21(a)}{143) | AFFECTED:
§4B83.21 Comprehensive Person-Centered Care | | Resident # 1 was assessed on 4/8/21,
Planning resident suffered no negative outcome. Md
§483.21(a) Baseline Care Plans /made aware..

§483.21(a){1) The facllity must develop and |
implement a baseline care plan for each resident IHDGNF Designee conducted house wide audil
that includes the instructions needed to provide | on all new admissions to ensure that baseling|
|
I

effective and person-centered care of the resident care plans for patients with foley's are in plac
that meet professional standards of quality care. jon 4/8/21. 421121
The baseline care plan must-
{1} Be developed within 48 hours of a resident's | IDENTICICATION OF OTHERS WITH THE

| admissian. |POTENTIAL TO BE AFFECTED:
{ii} Include the minimum healthcare information ' ,

| necessary to properly care for a resident including, | All residents with foley's residing in the facility|
but not limited to- iha\re the potential to be affecled. |
{A) Initial goals based on admission orders.
(D) Filysidian wideis,

| (C) Dietary orders. |[MEASURES TO PREVENT RECURRANCE:

| {D) Therapy services. |
{E) Social services. | In service will be provided to all nursing staff

| {(F) PASARR recommendation, if applicable, by Staff educators/Designee on the Impartan

| to develop a baseline care plan to residents

| §482.21(a){2) The facility may develap a Iwhn were admitled with foley by 4/21/21.
comprehensive care plan in placa of the baseline |
cara plan if the comprehensive care plan- [ House wide audit on all new admissions will ‘
{1} Is developed within 48 hours of the resident's \be conducted to ensure the resident have all
admissian, base line care plans 4/21/21.

(i) Meets the requirements set forth in paragraph | '
Unlil managers/Designee will check lo ensure

{b) of this section (excepting paragraph (b)(2)(i) of

this section). all newly admitted residents have baseline
care plans in line with their diagnosis by

§483.21(a}3) The facility must provide the @ar21/21.
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F 655 Continued From page 6 F 655 FES5
resident and thelr representative with a summary of MONITORING CORRECTIVE ACTIONS: |
| the baseline care plan that includes but Is not , ; .
limited to: IADDNJ’D&SlgnEE will audit all new admissinnsrL
| {i} The initial goals of the resident. To ensure they have baseline care plans in li
[{il} A summary of the resident's medications and With their dIHgHQEIS by 4121/21.
dietary instructions. E
(iii) Any services and treatments to be 10T team will conduct random audits to ensure
administered by the facility and personnel acting on All residents with foley catheters have
behalf of the facility. ihEEEHﬂB cara plan by 4/21/21,
fiv) Any updaled information based on the details of - , ,
Ihe comprehensive care plan, as necessary. | Findings will be addressed, and report given
This REQUIREMENT s not met as evidenced by: to the Quality Assurance Committee weekly x4,
{then menthly x 3 by 4/21/21. | 42121
I
Based on record review and staff interview, for one |
{1) of 11 sampled residents, facility staff falledto |
develop a baseline care plan to address a resident |
admitted with an indwelling catheter. Resident #1.
Findings included ...
|
Residenl #1 was admitted to the facility on
| 03/19/2021, with diagnoses that included
Pyelonephritis, Hydro-nephrosis, Pre-diabeles, [
Hypertension, Spinal Stenosts, and Chronic lower |
back pain.
| Review of the nursing progress notes showed:
"3(19/2021 21:19 [9:18 PM) Admission Mole I
..Resident admitted with 16 FR (French) Foley .." |
| Review of the admission care plan dated
| 03/23/2021, revealed there was no focus area, with |
goals or approaches o address Resident #1's use
of a Foley cathater.
| During a telephone interview conducted an
| | | |
FORM CMS5-2867(0:2-99) Previous Versons Ctsalate Event |D: |G 1611 Faallity ID- GRANTPARK If confinuation sheet Page 7 of 27




DEFARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/13/2021
FORM APFROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIEMNCIES (X1} PROAVIDERIELIPPLIER/CLIA [X2) MULTIPLE COMNSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUBBER COMPLETED
ACBUILOING
035019 B WING 04/07/2021
MAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, ETATE, ZIF CODE
5000 BURROUGHS AVE. NE
DEANWOOD REHABILITATION AND WELLNESS CENTER WASHINGTON, DC 20019
(%4} D SUMMARY STATEMENT OF DEFICIENCIES [ 1»] PROVIDER'S PLAMN OF CCRRECTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOLULD BE COMPLETRON
TAG DR LSC IDENTIFYING INFORMATION) TAG CAOSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
|
[
F 655 | Continued From page 7
F 655
| 03/26/2021, at 12:38 PM, Employee #5 (Unit ‘
Manager) acknowledged the finding and stated, "l
create the care plans for new admissions. | must
have missed it on the discharge summary
paperwork."
[ F- 656
Facility staff failed to develop a baseline admission
8 | cord pa for Baml AT ‘ F856| CORRECTIVE ACTON FOR RESIDENTS |
AFFECTED:
Develop/implement Comprehensive Care Plan Resident #6 was assessed 4/8/21, resident
CFR(s): 483.21(b)(1) suffered no negative outcome. MD made
aware,
483.21(b) Comprehensive Care Plans .
S (b) g /Designee will conduct house wide

§482.21{b){1) The facility must develop and
implement a comprehenslve person-centered care

plan for each resident, consistent with the resident

rights set forth at §483.10({c)(2) and §483.10(c){3),

i thal includes measurable objectives and timeframes
to meet a resident's medical, nursing, and mental
(and psvchusuc:al needs that are idenl:lﬁad in Ihe

.--ﬁ-un.-— Err e s -

A A B i W e b B

| care plan must describe the following -

[{i) The services that are to be fumished to attain or

|maintain the resident's highest practicable physical,

|mental, and psychosocial well-being as reguired

|under §483.24, §483.25 or §483.40; and

{{I1) Any services thal would otherwise be required
under §483.24, §483.25 or §483.40 but are nol

| provided due to the resident’s exercise of rights
|under §483.10, including the right lo refuse
treatment under §483.10(c)(6).
(i} Any specialized services or specialized
rehabilitative services the nursing facility will provide

| as a result of PASARR recommendations. If a
facility disagrees with the findings of the PASARR, it
must indicate its rationale in the resident's medical

rarrrr

|ADCIN
laudit.

;staff did not develop a person-centered
tare plan to include goals and approaches
to address a resident refusal to take
imedication by 4/21/21.

I DENTIFICATION OF OTHERS WITH THE
OTENTIAL TO BE AFFECTED:
Il residents residing in the facility who are |
refusing medication have the potential to |
|be affected.

To identify residents that the facility | 4/21/21
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F 658 | Continued From page 8

' residenl's representative(s)-
(A) The resident’s goals for admission and desired |
outcomes,

(B} The resident's preference and potential for
future discharge. Facilities must document whether
the resident's desire to retum to the community was
assessed and any referrals to local contact
agencies and/or other appropriate entities, for this
purpose.

{C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section,

This REQUIREMENT Is nol met as evidenced by:

Based on record review and staff interview, for one
(1) of 11 sampled residents, facility staff failed 1o
develop a person-centered-care plan to include
goals and approaches o address a resident's
refusal of medications and a resident on dialysis.
Resldent #6.

Findings included ...

Resident #6 was admitted to the facility on
02/26/2021, with multiple diagnoses including

| Cardiac Arrhythmias, Sacral Stage Il Pressure
Ulcer, Right Heel Pressure Induced Deep Tissue
Damage, Malignant Neoplasm of Endometrium and
Depression.

Review of the nursing progress notes showed the
| following:

"03/13/21 at 10:15 AM, “resident refused

medications ..."

| F&56

|
FB56 \EASURES TO PREVENT RECURRANCE:

In service will be provided lo all nursing staff
|ln ensure that there is a person- centered cars
(plan for residents who are refusing medication
by 4/21721.

ADON/Designes will conduet house wide
Audit to ensure that residents who are refusing
medications have a person-centered care
pEan to include goals and approaches to
reflect medication refusal by 4/21/21.

4121721

Lnii Managers/Designes will ensure that
.remdents on their units who are refusing
medication have care plans in place by
21721,

LLDT team will validate during grand rounds |

at all residents who are refusing medication
Hmva a care plan in place to address that issu
by 4/21/21.

FORM CMS-2587(02-59) Previous Versions Oheolets Evant 1D: 1G1811
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F 856 | Continued From page 9
| "03/14/21 at 8:05 AM, "resident refused medications s FG56
MONITORING CORRECTIVE ACTION:
H H |
“03/15/21 al 11:27 AM, *resident refused ADOMN/ Designee will conduct random rounds |

medications ..."

"03M1E6/21 at 13:13 (1:13 PM), “resident refused
medications ..."

"03/17/21 al 13:57 (1:57 PM), "resident refused
medications ..."

Review of the March 2021 Medication
Administration Record (MAR) dated from
02/13/2021, to 03/20/2021, showed that Resident
#8 refused the following medications:

"Digoxin [used for atrial fibrllation] 125 meg

AM) from 03/13/2021, to D3/18/2021.

"Thiamine [dietary supplement] 100 mg (milligram)
| one (1) tablet by mouth every day (9.00 AM) from

AN b AN s AT OIATY
YOt i S P el M e G M Pl B A 0 0 R

"Tylenol [pain medication] 325 mg two (2) tablets by
| mouth 30 minutes priar to dressing change.

Review of the resident's care plans on  03/18/2021,
revealed the facility's staff failed to iniliate a care
plan with goals and interventions lo address the
resident's refusal of medications.

|
During a telephone interview conducted on
04/01/2021, at approximately 11:00 AM, Emplayee
#2 (Director of Nursing) acknowledged the finding.

{microgram) ane (1) tablet by mouth every day (2:00 |

to validate that all residents who are refusing
medications have a person-centered care
plans o include goals and approaches o
‘address a resident's refusal of medication.

IDT team will conduct random audits to ensu
that all residents whao are refusing medication

|ha1.rﬂ care plans to address the issue. 421721

All findings will be reported to the Quality
Assurance Committee weekly x 4, then
monthly x 3 until 4/21/21.
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F 656 | Continued From page 10 F 656
Facility staff failed to develop a
person-centered-care plan to include goals and
approaches to address a resident's refusal of | FE84
medications.
F 684  Quality of Care F 624,
85=D | CFR{s): 483.25 |{CORRECTIVE ACTIONS FOR RESIDENTS

§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to facility
residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents recelve treatment and care in
accordance with professional standards of practice,
the comprehensive person-centered care plan, and
the residents’ choices,

This REQUIREMENT Is not mel as evidenced by:

Based on record review and staff interview, for two
(2} of 11 sampled residents, facility staff failad to
monitor residents’ vital signs as ordered by the
physician, Residents' #1 and #5.

Findings included ...

1.Resident #1 was admitted 1o the facility on |
| 03/18/2021, with diagnoses that included
! Pre-diabetes, Hyperiensian, Spinal Stenosis, |
Pyelonephrilis, Hydro-nephrosis, and Chronic Lower
Back Pain.

| Review of the treatment administration record (TAR)
showed the following:

"Start Date 03/19/2021 at 2300 (11:00 PM) Vital

signs every shift x 3 days. (Document in PCC [Point |
Click Care]) every shift for 3 Days”

| AFFECTED:

Resident # 1 was assessed 4/8/21, resident
suffered no negalive outcome. MD made
aware.

esident #5 was assessed 4/8/21, resident
suffered no negative outcome, MD made
‘aware,

[
| ADON/Deslignee conducted house wide audit|
| lo identify residents thal the facility staff did

!nl::lt ensure that their vital signs are monitored
'per doctor's orders by 4/21/21,
| 4121121

INENTIEICATION AE NTHERS WITH THE
POTENTIAL TO BE AFFECTED: '

Il residents residing In the facility have the |
Polential 1o be affected.

MEASURES TO PREVENT RECURRANCE:

In service to be provided to all clinical team o
the imporiance lo monitor a resident’s vital
|signs per the doctor's arder by 4/21/21.

|Unit Managers/Designes will ensure nurses
are taking residents' vital signs per the
doctor's order and thal there is proper
Idncumentatlun in place.by 4/21/21.

FORM CMS-2567{02-99) Previous Versiers Obsolats

Evant 1T 1G1811

Faciiity I0: GRANTPARK If confinuation sheet Pags 11 of 27



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 041372021
FORM APPROVED
DB NO. 0938-0391

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION RUMBER:
095018

{32} MULTIFLE CONSTRUGTION (X3} DATE SURVEY
A BLILDING CEMFLETR
B. WING 04/07/2021

NAME OF PROVIDER OR SUPPLIER

DEANWOOD REHABILITATION AND WELLNESS CENTER

STREET ADDRESS, CITY, 5TATE, 2IP CODE
5000 BURROUGHS AVE. NE
WASHINGTON, DC 20019

o FROVIDER'S FLAN OF CORRECTION {X8)

03/20/2021, facility staff initialed in the space
allotted indicating thal vital signs for the day,
evening, and night shift were done. However, the
vital signs record revealed that only the resident's
blood pressure and heart rale were documented
that day, once at 3:48 AM.

| There were no other vital signs documented in any
of the progress notes written on that day.

During a telephone interview canducted on
03/26/2021, at 12:28 PM Employee #5 (Unit
Manager) acknowledged the findings and stated,
"Wital signs are dane as instructed, If vital signs are
not documented in the vitals section, it would be in
the progress notes. | will talk to the staff about
making sure they document properly.”

2 Resident #5 was admitted to the facility on
03/18/2018, with multiple diagnoses including

Lhimmmdamminm Massbem cmmme ilme Milanmmm Mo b e

B oA R RS e B e s e S s o

' Infarction, and Malaise.

| Review of the nursing progress nole dated
03/18/2021, al 1940 (7:40 PM), documented,

today 3/18/2021, related to probable exposure to
covip-1g.."

order:

"03M18/2021, "Vital signs Q (every) 4 hours for 14

days. [Every shift for COVID-19 exposura for 14
| Days.]”

"Resident is placed on quarantine for 18 days as of

Review of physician's order revealed the following |

(%4110 SUMMARY STATEMENT OF DEFICIENCIES
PREFiX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE CATE
DEFICIENCY}
[ |'
F 684 | Continued From page 11 | FEB4
Review of Resldent #1's TAR showed that on F gg4| MONITORING CORRECTIVE ACTIONS:

ADON/Destgnee will conduct house audit to

| ensure all clinical team members are taking and
monitoring vital signs accarding to the doctor's
orders by 4/21/21.

Random rounds will be conducted by the (DT
Team members to ensure the clinical team is
maonitoning vital signs according to the doctor's
order by 4/21/21.

IUnit managers/Designes will ensure nurses are | 4/21/21
documenting that the resident’s vital signs are

laken and monitored per the doctor's order by

4/21121.

Findings will be addressed and presented Io the
Quality Assurance Committee weekly x4, then |
monthly x 4 by 4/21/21.
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F 684 | Continued From page 12

Review of the care plan with a revision date of
03/18/2021, revealed the following:

Focus Area - [Resident's Name] is at risk to
transmitting infection !t (related to) COVID-19 ‘
Pandemic. [Possible COVID-18 exposure
3/16/2021.)

Interventions - Monitor vital signs every 4 hours X
14 days ...

Raview of tha March 2021 TAR showed an order for
staff to monitor Resident #5's vilal signs every four
hours and every shifl {every 8 hours) for 14 days
starting on 03/18/2021.

Review of the TAR lacked documented evidence

the facility's staff monitored Resident #5's vital signs

every 4 hours as ordered. Instead, the record

| showed facility staff monitored the resident's vital
signs every 8 hours {every shift) fram 03/19/2021, to

| 03/25/2021.

Flafouy sf ol alren ehoade: ool nimslam spasmn
notes dated from 03M19/2021, to 03/29/2021, lacked
documented evidence that facility staff monitored

Resident #5's vital signs every 4 hours,

|
During a telephane interview conducted on
04/01/2021, at approximately 11:00 AM, Employee
#2 (Director of Nursing) acknowledged the finding
and staled that the March 2021 TAR was written in
error and staff was to monitor Resident #5's vital

i signs every 4 hours.

| Facility staff falled to monitor Resident #5's vital
signs as ordered by the physician.

F 842 I Resident Records - Identifiable Information
S5=E |

F 684

[ 4421121

F 842
| |

FORM CM3-2567(02-89) Frewous Versions Dbsolets Event 100 1G 1811
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F 842 | Continued From page 13
CFR(s): 483.20(1)(5), 483.70(I)(145) £ 842 [CORERECTIVE ACTUON FOR RESIDENTS

§483.20(1)(5) Resident{dentifiable information.

(1) A facllity may not release information thal Is
resident-identifiable to the public,

{ii) The facility may release information that is
resident-identifiable to an agent only in accordance
with a contract under which the agent agrees not lo
use or disclose the informalion except Lo the extent
the facility Itseff is permitted to do so.

§482.70(I} Medical records.

§483.70(i)(1) In accordance with accepted
praofessional standards and practices, the facility
must maintain medical records on each resident
that are-

(i} Complete;

(i} Accurately documented;

| (iii) Readily accessible; and

(Iv) Systemalically organized

| §483.70(i)}2) The facility must keep confidential all
Information contained in the resident's records,

---------HI--- .—l' Il-u-u hm a3 .-ﬁﬂmp.ﬁ .-.-...-,-".,_-.-I .-\:F -H.--\

recﬂrds except when release is-

' {I) To the individual, ar their resident representative
where permitted by applicable law;

| (i) Required by Law;

; (iil} For treatment, payment, or health care

| operations, as permitied by and In compliance with
| 45 CFR 164.508:
{iv}) For public heallh activities, reporting of abuse,
neglect, or domestic violence, health oversight
activiies, judicial and administralive proceedings,
law enforcement purposes, organ donation
purposes, research purposes, ar to coroners,
medical examiners, funeral directors, and to avert

| staff on the importance lo accurately state

AFFECTED:

Resident #2 was assessed 4/8/21, resident
suffered no negative outcome. MD made
aware,

Resident #3 was assessed 4/8/21, resident
suffered no negative outcome. MD made
‘aware,

|
Resident # 6 was assessed 4/8/21, resident '

suffered no negative outcome. MD made
Gk, ‘

|

|Resident #7 was assessed 4/8/21, resident
suffered no negative outcome. MD made
aware. ‘

ADON/Desiones conducted house wide audit|
(lo ensure facllity staff are taking blood
ipressure on the correct arm for residents on

\dialysis by 4/21/21,
4124121

IDENTIFICATION OF RESIDENTS WITH THE
POTENTIAL TO BE AFFECTEL:

|A|| dialysis residents residing in the facility have
The potential to be affected.

MEASURES TO PREVENT RECURRANCE:

In service will be provided to all clinical team

FORM CMS-2987(02-09) Previgus Versions Dbsolsta Event D) 151817

blood pressure is taken on all dialysis
residents by 4/21/21.

Linit Managers/Designee will monitor
documentation from clinical staff to ensure
they clearly document where blood pressure
were obtained from all dialysis residents by
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| FB42 I
F B42 | Continued From page 14

s serlous threat to health or safely as permitted by
and in compliance with 45 CFR 164.512.

§483.70(1)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

£483.70{i)}(4) Medical records must be retalned for-
{1} The period of fime required by State law; or

(i} Five years from the date of discharge when there |
{s no requirement in State law; or

{iii} For a miner, 3 years after a resident reaches
legal age under Slate law,

£483.70(1)(5) The medical record must cantain-

(i) Sufficient information to identify the resident;

(i} A record of the resident's assessments:

(lil} The comprehensive plan of care and services
provided;

{lv} The results of any preadmission screening and
resident review evaluations and determinations

' conducted by the State;

{v) Physician's, nurse's, and other licensed

P al | L — _.._..|
i b e L g . B, S A B

{vi) Laboratory, radiology and ather diagnostic
| services reports as required under §483.50,
' This REQUIREMENT  is not met as evidenced by

Based on record review and staff interview, for four
{4} of 11 sampled residents, facility staff falled to
accurately maintain and document resident's
medical records in accordance with the professional
standards and practices. Residents' #2, #3, #8 and
#7.

Findings included ...
|

F 842 iIDT team members will conduct random rounds
|Durtng grand rounds 1o ensure the clinical team
embers ara accurately stating in their
ocumentation where the residents blood
ressure was laken pre and post dialysis by

121121,

ONITORING CORRECTIVE ACTIONS: 421521

o validate that the clinical team is accuratelv
ocumenting where blood pressure is obtained
On dialysis residents by 4/21/21. Findings will ba|
addressed and presented to the Quality
surance Committes weekly x4, then monthly
3 by 421721,

EDGN." Designee will conduct house wide audit

FORM CMS-2557(02-88) Pravious Versions Obsoists Evert D IG1EN
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F 842 | Continued From page 15 F 842 |

Facllity staff failed to accurately state where blood |
pressure was being taken.

1.Resident #2 was admitted to the facility on |
03/17/2021, with diagnoses that included End Stage

Renal Disease (ESRD), Multiple Strokes, Atrial ‘
Fibrillation, Peripheral Vascular Disease, and

Chronic Leg Pain, |

Review of the physician's orders showed the
following:

"3MB8/2021 07:00 Assess dialysis AV
[arteriovenous] graft site on right upper arm for ‘ 421121
bleeding, redness, tendemess. and swelling every

shift, [No b/p [blood pressure] and no blood draws [

on this am] ..."

Review of the vital signs record showed that three
{3) differant facllity staff documented 14 times that

| the blood pressure was laken on the right arm from
IMTI2021, 1o 3/26/2021.

| During a telephone interview conducted on |

03/26/2021, at 4:43 PM, Employee #7 (Registered

MNurse) stated, "It's a documentation eror, We don't

take blood pressures on thal arm. The residentis | '
alert and oriented and doesn't let anyone go near |
that arm.” Al the time of the interview, Employes #7 |

acknowledged the findings, |

2.Resident #3 was admitted to the facility on |
03/17/2021, with diagnoses that included ESRD and |
Atrlzl Fibrillation.

FORM CMS-Z567[02-89) Pravious Versions Dbsolete Event IC1 131811 Faciiity ID! GRANTPARK i confimuaticn shest Page 16of 2T
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F 842 | Continued From page 16 Fa42

Review of the physlcian's order showed the
following:

"3/20/2021 15:00 (3:00 PM) Assess dialysis AV
graft site on Lefl Upper Arm AV Graft Site far
bleeding, redness, tendemess, and swelling every
shift, [no blp and no blood draws an this arm every |
shifi]" |

Review of the vital signs record showed that facility
| staff documented one (1) time that the blood

pressure was taken on the left arm from 3/17/2021, |
| o 31262021,
|

During a telephone interview conducted on 421121
03/26/2021, at approximately 4:00 PM, Employee

#5 {Unit Manager) acknowledged the findings and

stated that nursing staff is educated and trained nol

to use the arm with the AV grafl to take blood

Pressures.

A Barhhonl 877 s mdriltd by thiec deomiis o
12/11/2013, with multiple diagnoses including [
ESRD, Dialysis Dependent, Hypertension, Diabetes |
Mellitus Type 2, and Hepalilis C. |
AA review of the resident's quarterly Minimum Data
Set dated 02/13/2021, documented in Section C
(Cognitive Patter) that the resident had a "Briel |
Interview for Mental Status® score of 13 indicating
that the resident has an "Intact cognitive response.”

Review of the physician’s order revealed an active
order dated 12/28/2019, that documented the
following, "Assess dialysis AV {arleriovenous) graft
site on Left Arm ...no bfp (blood pressure)

[ | |
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and no blood draws on this am."

Review of the "Blood Pressure Summary™ record
showed thal 13 different staff members documented |
they had measured Resident #7's blood pressure in |
his left arm 41 times from 01/02/2021, to
03/26/2021.

Review of the blood pressure summary record

showed that Employee #11 (Registered Nurse) ‘
documented thal she had measured the resident's

blood pressurs in his left arm on 15 different
occasions from 01/24/2021, to 03/21/2021.

4121121

During a telephone interview conducted on
03/26/2021, at approximately 3:30 PM, Employee |
#11 acknowledged the finding stated, "It was a typo. |

| never take the blood pressure in his left arm.® ‘

B.Review of the physician's and nurse practitioner's ‘
progress notes dated from D1f1 112021, to |

| had a "Ieft l:he5t pennacathu" ------------------ | |

Review of the TAR for March 2021 revealed an
| order with a start date of 05/19/2018, that instructed ‘
| staff to, "Check dialysis Left upper chest permacath

{dialysis access) upon return from dialysis center for

bleedrng. redness, swelling, and tenderness, every

| day shift, every Monday, Wednesday and Friday.”

Review of the resident’s March 2021 active
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physician's order, with a start dale of 12/30/2019 |
directed, Assess dialysis AV graft site on lefl arm..."

It should be noted on 3/29/2021, (day shift 7:00
AM- 3:30 PM) a nurse initialed the March 2021 TAR
indicating that Resident #7's permcath was

assessed.

During a telephone interview conducted on
03/29/2021, at approximately 10:00 AM, Employee
#12 (Unit Manager) acknowledged the findings and
slaled that the resident did nol have a left chest
perm-a-catheter. The employee was then asked,
what type of dialysis access did the resident have. 42121
She stated, "He has a left arm AV graft®. When
asked, did the resldent have a left chest
perm-a-catheler (dialysis access), Employes #12
stated, "No."

At the ime of the survey, the facility's staff failed to
include accurate documentation for blood pressure
monitoring and dialysis access in Resident #7's

rrarddiral reooed
Nt 8 e . L

|
4 Resident #11 was admitted to the facllity on
01/13/2020, with diagnoses that included ESRD,
Gastroesophageal Reflux Disease, Anemia,
Ostecarthrilis, and Atrial Fibrillation.

Review of the physician's order dated 01/14/2020,
showed the following care information:

| "Assess left forearm dialysis AV graft site for bruit &
thrill every shift. (Notify MD [medical doctor]

|
| | | |
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immediately If no bruit is audible via stethoscops

and thrill nol palpable) every shift*

"Assess left forearm dialysis AV graft site upan
return fram dialysis center for bleeding, redness,
swelling, and tendermess every day shift every Tue,
Thu, Sat” 4721421

Review of Resident #11's progress notes an
showed the following documentation of the
Resident's dialysis access site:

JM6/2021 at 15:03 (3:03 PM) " ... Positive for bruit
and thrill. Rt [right] arm AV [graft] intact...*

Review of the Daily Skilled Notes showed the
fallowing:

"3/9/21 at 13:03 (1:03 PM) "Rt. arm AV inlact... ‘
Positive for brult and thrill ..*

"3/11/21 at 12:17 (PM) "Rt arm AV intact... '

Bopklvn for bt oond Hastit. 8

|

| "3116/21 at 14:17 (2:17 PM) "Rt arm AV intact...
Positive for bruit and thrill ...*

Facility staff failed to maintain accurate
documentation in the progress notes of the location
of Resident #11's dialysis grafl site,

| Buring a telephone interview conducted with

| Employee #2 (Director of Nursing) at approximately

- 2.00 PM on 04/08/2021, he acknowledged the |
findings.
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5.Facility staff failed to ensure Residant #6's
medical record contained complete infarmation:
Review of the palicy entitled,
"MNoncompliance- Testing for SARs-CoV-2 [severs
acute respiratory syndrome coronavirus 2]" dated
01/2021, instructed staff lo, "explore why the
resident is refusing to be tested ...notify Primary
Care Provider .., residenl’s Representativa of the
refusal ... licensed nurse will document the refusal
in ...medical recard.” 421121
Resident #6 was admitted to the facility on

02/26/2021, with mulliple diagnoses including
Obesity, Asthma, Pulmonary Embolism and
Malignant Neoplasm of Endometrium. Additionally,
the record showed the resident had a recent
diagnosis of COVID-18 on 0318/2021.

| Bandenss nf thm lnhe mhaimd that ae 03704 24904

Resident #6 refused to be lested for SARS-COV-2.

| Review of the nursing progress netes dated from
03/13/2021, to 03/15/2021, failed o include

| documented evidence that the resident refused

| testing, the reason why she declined testing, and

| that the physician or responsible party wers made

| aware of the resident's refusal,

During a lelephaone interview conducted on

| 04/01/2021, at approximately 11:00 AM, Employee
#2 (Director of Nursing) acknowledged the finding.
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At the time of the survey, Resident #5's medical
record failed to include documented evidence thal
the resident refused testing, the reason why she
declined festing, and that physician or responsible I
party were made aware of the resident’s refusal.
Fas0
F 880 | Infection Prevention & Control F 880
S5=E | CFR(s): 483.80(a)1)2){4)(e}f CORRECTIVE ACTIONS FOR AFFECTED ‘
'RESIDENTS:
§483.80 Infection Caontrol
The facility must establish and maintain an infection | No resident was directly affected.
prevention and control program designed to provide [
a safe, sanitary and comfortable environment and to |IDENTIFICATION OF OTHERS WITH THE |
help prevent the development and transmission of 'PDTENTIAL TO BE AFFECTED:
communicable diseases and Infections. |
I | All residents and employees in the facility 4421121

§483.80(a) Infection prevention and control
program.
The facility must establish an infection prevention
and contral program (IPCP) that must includs, ata
minimum, the following elements:
|
gud3.bUEN 1) A sysiem lor preveniung, iIaenunying,
reparting, Investigaling, and controlling infections
and communicable diseases for all residents, stalf,
| volunteers, visitors, and other individuals providing
services under a contractual arrangement based
| upon the facility assessment conducted according
| to §4B83.70(e) and following accepled national
| standards;

§483.80(a}{2) Written standards, policles, and
procedures for the program, which must include, but
are not limited to;

(I} A system of surveillance designed to identify
possible communicable diseases or

lhavu the potential to be affected.

i Employee #9: Progressive Coaching and
Counselling provided.

n-service provided to employee # 8 on were
{ta place objects that are picked from the floor,
Coaching and Counselling provided. |

(Targeted in-service was done to employes #5 |
on doffing and donning of PPE'S. Coaching
|an|:| Counselling provided.
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! infections before they can spread lo other persons |
| In the facility;
| {ii} When and to whom possible incidents of
communicable disease or infections should be |
reported;
(iil) Standard and transmission-based precautions to |
be followed to prevent spread of infections;
{Iv)When and how isolalion should be used for a
resident; Including but not imited to:
{A) The type and duration of the isolation, ‘
depending upon the Infectious agent or organism
involved, and
(B} A requirement that the isolation should be the
' least restrictive possible for the resident under the
circumstances,
{v) The circumstances under which the facility must ‘
prohibit employees with a communicable disease or |
infected skin lesions from direct contact with
resfdents or their food, if direct contact will transmit
lhe disease; and
{vi)The hand hygiene procedures o be followed by
staff involved in direct resident contact,

ﬂ-ln"l ﬂﬂi'-\'ii'#‘a A m--h-.-n h- m.n.q.mr.-.n ..r..-....l...“}.-

' identified under the facility's IPCP and the corrective |
aclions taken by the facility. |

| §483.80(e) Linens.

| Personnel must handle, store, process, and
transport linens so as to prevent the spread of |
infection.

§483.80(f) Annual review.
| The facility will conduct an annual review of its IPCP
| and update their program, as necessary.

| This REQUIREMENT Is not met as evidenced by:

| Based on observation, record review and staff '
| Interview, facility staff falled to maintain |

F 880 MEASURES TO PREVENT RECURRANCE: |

n sarvice will be provided to all staif on hand
ygiene and proper ways of tuming the faucet
n and off by 4/21/21.

In -service will be provided to all staff on donning
nd doffing PPE'S from guarantine rooms by
21/21.

n-serv ice will be provided house wide on proper
nitation process when an object is picked
Ifrum the NMoor by 4/21/21.

n-service will be provided by staif educators/
esignee on whal to place in a clean/dirty PPE |
mpers by 4/21/21.

krequeni rounds will be conducted by the IDT

Team members to ensure all employees are
aintaining infection control practices to
inimize the potential spread of infection in the
cility by 4/21721.

| 4121721

PEMIMENT Neags Wil monior Neir empioyees. |
aily to ensure everyane is donning and doffing
eir PPE's comectly daily by 4/21/21.

mployee have been called upon to monitor their
aers o ensure everyone is maintaining infectio
ntrol practices to minimize the potential T
spread of infection In the facility. Employee who
are not in compliance will be given coaching and |
F:nunsﬂllmg 4/21/21.
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| appropriate infection control practices to minimize F880 MONITORING CORRECTIVE ACTIONS:

d of infecti 3 .
rﬁﬁfnr:g Spreqd of intectiong.In tirea (1) DON/ Designee will conduct random rounds to
g Ensurﬂ all employses are maintaining infection
ontrol practices to minimize the polential

pread of infectlon in the facility by b4/21/21.

Findings Included ... nit Mangers/Designee are responsible of
) nsuring that all employees are maintaining

1.Employee #3 failed to maintain appropriate

infection control practices when turning off a faucel £

in & quarantine room, Resident #9.

nfection control practices to minimize the
otential spread of infections in the facility.

Linit Mangers will be held accountable if an
A physician’s order dated 03/18/2021, for Resident mployes is notin compliance by 4/21/21.
#9 showed the following, "Place resident on 4421721
Quarantine Q (every shift) for 14 days ..* ‘

During an observation of Resident #9's room on Departmental heads will also be held accountabl
03/24/2021, at approximately 11:30 AM, showed f someone in their department is not in
Employes #9 (Unit Manager) wearing a gown, omplianca in maintaining infection control

: : ices to minimize the potential spread of
gloves, a surgical mask and face shield helping ractices ,
Resident #3 with hand hygiene. | rifecton In the faciity by 4i21/21,

: N1OT team will conduct random rounds in the ‘
After helping the resident. Employee #3 removed Faﬂl'"f.'f to ensure employees are maintaining

hor mrmam and H.l'\- vran Tha n---un!.-uun.-. them bhaliod the Moo i e R |
T THELLECRTY LF TTHNRITN

' used gown into her hands, tumed off the faucet },ﬂtﬂnﬁat epread of infoction I the faclity

using the gown, and then placed the gown on the

vanity area near the sink, Findings will be addressed and presented to the |

uality Assurance Committes weekly x 4, then
During a face-to-face interview conducted on onthly x3 by 4/21/21

03/24/2021, at 11.32 AM, Employes #9
i acknowledged the finding,

| Al the time of the survey, Employee #9 failed to
maintain appropriate infection control practices
| while turning off a faucet in Residenl #9's room.

| | |
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2. Employee #8 (Registered Nurse) failed to
maintain Infection control practices by placing a dirty |
object [bottle of hand sanitizer] with clean ltems.

During an observalion on unit 4 North on

| 03/24/2021, at approximately 12:00 PM, Employee
#8 was observed picking a bottle of hand sanitlzer
off the floor and placing it in the clean personal
protective equipment (PPE) storage unit located on
the wall between the residenl room.

During a face-to-face interview conducted on
03/24/2021, at approximalely 12:10 PM, Employes
#8 acknowledged the finding and left the hand
sanitizer in the starage unit with the other clean
items.

At the ime of the survey, Employee #8 failed to
maintain Infection control practices when she placed |
a dirty item In a clean PPE storage unil.

|
J.Facility staff failed to follow standards of practice
for disposal of used PPE and performing hand
hygiene.

|
Review of the facility's policy entitled, “Infection
Cantral (Personal Pretective [Protectiva]

| Equipment- PPE) dated 01/2021, Instructed staff

| to* Remove gown ... dispose in [room] trash

| receptacle... Employee may now exit patient room.
Perfarm hand hyglene ... wash hands with soap and
water or use Alcohol Based Hand sanitizer .." |
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| During a tour of unit 3 narth on 03/24/2021, at
approximately 10:50 AM, Employee #6
{Maintenance worker) was observed taking off his
isolation gown as he walked out of a resident's
room. It should be noted that the resident's room |
had signage that showed, "Quarantine Droplet!
Contact Precautions®, |
After remaving the gown, Employee #6 walked | 42121
down the hallway halding the used gown with his ‘
hands, then placing the used gown in a trash

receptacle by the nurse's station.

| Additionally, Employee #6 failed to perform hand ‘
hyglene after placing the used gown in the trash
receptacle. It should be noted that the employes
| walked by two working hand sanitizing stations.

| 03/15/2021, on "Hand Hygiene”, "Infection Control"
and "Safely Remove and Don PPE" showed
Employee #6 signed an attendance sheel,

lmllmmbtn s b reenirmed Hem mems e oo f e e e b e el
e e e g e A E i g

‘ trainings. AR

Review of the education sign in sheets dated ‘

| During a face-to-face interview conducted on ‘
- 03/24/2021, with Employee #6 at approximately
10:50 AM, when asked why he did nol discard the
used gown before leaving the resident’s room, he
stated, "l didn'l know | had lo put it in the trash can
inside the room.” When asked if he knows when to
perform hand hygiene, Employee #6 stated, "Yes, | ‘
was gaoing lo do it, it just slipped my mind.” At the
lime of the interview, the employee acknowledged
lhe findings.

At the time of the survey, Employees' #8, #3, and |
#10 failed to follow standards of practics lo
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minimize the potential spread of infections.
| 4i21/21
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