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L I:IDEI! Initial Comments L 000 DISCLIAMER:

A COVID-19 Focused Infection Control Survey was Facility submits this plan of correction U“dﬂflj

conducted from January 29, 2021 through procedures established by the Department of 4/2/2021

February 8, 2021. Survey activities consisted of a Health in order to comply with Department

review of seven (7) sampled residents. The Directives lo change conditions which the

survey was conducted under Title 228 District of department alleges Are deficlent under state

Columbla Municipal Regulations, Chapter 32 regulations related to Long term care.

Nursing Faciliies. The resident census during the This should not be construed as either a

survey was 245, waiver of the facility's right to appeal or lo

challenge the accuracy or severity of the
|alleged deficiencies or any admission of any

The following is a directory of abbreviations and/or | wrangdoing.
acronyms that may be utilized in the report:

Abbraviations ‘

AMS - Allered Mental Status
ARD - Assessmenl Relerence Date
Al Arleriovenous
BID - Twice- a-day
BIP - Blood Pressurs
| cm = Centimeters
CMS - Centers for Medicare and Medicaid |
Services
LA- Leruned nNurse Aide
CRF - Community Residential Facility
| nC. - District of Columbia
DCMR- District of Columbia Municipal
Regulations
oic Discontinue
oi- deciliter
DMH - Department of Mental Health
EKG - 12 lead Electrocardiogram
EMS - Emergency Medical Services (911)
G-lube Gaslrostomy tube
HR- Hour
HSC - Health Service Center
HVAC - Heating ventilation/Air conditioning
ID- Intellectual disability
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10T - interdisciplinary team
L- Liter
Lbs - Pounds {unit of mass)
MAR - Medication Administration Record
MD- Medical Doclor
MDS - Minimum Data Sel
Mg - milligrams (metric system unit of
mass)
mL - milliliters {metric system measure of |
volume)
mg/dl - milligrams per deciliter
mm/Hg-  millimeters of mercury
MN midmnight
Neuro -  Neurplogical
NP - Murse Practitlioner 4z
02- Oxygen
PASRR - Preadmission screen and Resident
Review
Feg tube - Percutanecus Endoscopic Gastrostomy
PO- by mouth
POS - physiclan ' s order sheet
Pm - As needed
Pt- Patient
Q- Every
| QIS - Quality Indicatar Survey
ROM Rangs of Motion
"Rp, RIP-  Responsible party
SCC Special Care Center
Sol- Solution
TAR - Treatment Administraticn Record
L 081 3217.6 Nursing Facilities L D9
The Infection Control Committee shall ensure that
Infection control policies and procedures are
implemented and shall ensure that environmental
services, including housekeeping, pest control,
laundry, and linen supply are in accordance with the
reguirements of this chapter.
| I
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CORRECTIVE ACTIONS FOR RESIDENTS

This Statute s nol met as evidenced by:

Based on observation, record review and staff
Interview, facility staff falled to: have persanal
protective equipment (FPE) readily accessible,
store used/soiled linens appropriately, follow the
facility s policy and the Standards of Practice for
proper wear of PPE and appropriate eye protection
to minimize the potential spread of infections and
follow the Standards of Practice for donning face
shield on the COVID-19 Unit.

Findings included ...

|. Facility staff failed to have PPE readily accessible
on two (2) units,

During a tour of unit 4 north on 01/29/2021, at
approximately 10:35 AM, It was observed that there
was only one PPE cart for the entire unit of 32
residents, all who were under quarantine for
COVID-18 exposure. It was also cbserved that each
residant " s ronm hard sinnaoe on the donr indicating
transmission-based contact and droplet precautions
were in place for COVID-18 exposurs,

During a tour of unit 4 south on 01/29/2021, at
approximately 10:50 AM, it was cbserved that there
was only one PPE car for the entire unit of 36
residents, all who were under quarantine for
COVID-19 exposure. |t was also observed that each
resident ' s room had signage on the door indicaling
ransmission-based contact and droplet precautions
were in place for COVID-19 exposure.

During a face-to-face inlerview conducted on
01/29/2021, at approximately 1:10 PM, Employee

WFFECTED
Resident #8 and #7 were essessed on 1/29/2,
residents suffered no negative outcoma,

In-service provided to employes #7, #5 and all
clinlcal staff membars on the imporance of
providing confidentlality on residants personal
identifiable medical informalion always by 4/2/21.

House wide audil conducted by tha Diractor
iof Mursing or Designee to identify other
residents thal the faciiity staff did not ensure
that the residents personal identifiable medical

pnformation was protectad by 4/2/21. 42121

JOENTIFICATION OF OTHERS WITH THE
IF"I‘:ITEl-“'ITi.i’.L TO BE AFFECTEDED

All the residents in the facility have tha
Polential to be affected.

MEASURES TO PREVENT RECURRANCE
The Director of Mursing or Designee will
conduct house wide audits to ensure

SRR TR PR S [ W ptely 1T e T i
el S R T I ey A P

fa!ways pravided confidentiality by 4/2/21.

et e e

Staff Development Coordinalor will provide
in-Sarvica to all clinical staff members on tha
importance lo provide confidentiality of residents
personal identifiable medical information by 4/2/21.
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#4 (Director of Nursing) acknowledged the findings
and sfated, "We are working on putting PPE
stations outside of each resident ' 5 room but have
not gotten Lo the 4th floor yet.*

Facility staff failed to have PPE readily accessible
on twa (2) units.

Il. Facliity staff failed to store used/soiled linens
apprapriately.

According to Centers for Disease Control ' s (CDC)
Guidelines for Environmental Infection Contral in
Health-Care Facilities, "Contaminated textiles and
fabrics are placed Inlo bags or other appropriate
containment ... these bags are then securely tied or
otherwise closed to prevent leakage .."

hitps:/fwww.cde.goviinfectioncontral/guidelines/envir
onmental/backgroundlaundry himil

During a tour of unil 4 south on 01/29/2021, at
aporoximately 10:50 AM. an uncovered
container/hamper withoul a lid and stered soiled
linens was observed in the hallway next o the
cortainerfreceptacle labeled "trash®.

During a face-to-face interview conducted on
01/29/2021, at approximately 10:50 AM, Employee
#5 {Charge Nurse) when asked about the
uncovered container stated, "Thal ' s the dirty linen
hamper. | reported and made mainlenance aware
that a new dirty linen conlainer was needed the
week prior.” Employee #5 acknowledged the

| findings and stated that she would follow up on the
1ssue,

Facility staff falled to store used/soiled linens

MONITORING CORRECTIVE ACTION

IDT leam members will valldate daily during
grand rounds to ensure that no resident's
personal identifiable medical information is left
unprotected by 4/2/21.

UInit managers will make constant rounds to
ensure all resident's personal identification
materials are protected daily until 4/2/21.

Incoming and outgoing nurse will make 42121
rounds to ensure all residents personal

identifiable medical information is secured,

Findings will be reported to the Direclor of
| Quality Assurance weekly x 4, than monthly
1% 3 until 4/2/21.
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L 091 | Continued From page 4 L 091
appropriately.

I, Facility staff failed to wear PPE praperly lo
minimize the potential spread of infections,

According to the facility * 5 policy entitled, "Staff
Drinking and Ealing” dated 01/2021, "... due to
donning of PPEs (such as face mask and face
shield, a staff may have a quick snack and a drink
to hydrate him/herself. A staff may do so Il he/she is
alone or 6 feet apart from everyone, in the hallway
or at a workstation...”

During a tour of unit 4 south on 01/29/2021, at
11:02 AM, Employee #8 (Painter) was observed
walking on the unit, with other residents and staff
around, less than six (8) feet apart, with his face
mask down on his chin, not covering his mouth or
nose and with his face shield tilted up on top af his
| head, also not covering his mouth or nose, while
drinking a can of soda. 412121

During a face-lo-face inlerview on 01/29/2021, at
11:02 AM. Emplovee # 6 acknowledoed the findinas
and stated, "l forgat” when asked why he was not

| following the facility ' s policy for wearing PPE.

Review of the in-servica training documents entitled,
"COVID-19 Infection”, "Infection Control" and "Use
of PPE" dated 01/14/2021-01/19/2021, showed
Employee #6 ' s signalure, indicating him receiving
training on the previously mentioned education
topics.

Facility staff failed lo wear PPE appropriately to
minimize the potential spread of infections.

IV. Facility staff failed to follow the Slandards of
Practice for donning a face shield.

| |
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The Center for Disease Conlrol and Prevention 's
guidance on the use of Personal Protective
Equipment, documented the following:
"Pul on a full-face shield over the N335 respirator
and surgical hood to provide additional pratection to
the front and sides of the face, including skin and
eyes. Bending forward, hald on to the face shield
with both hands, expand the elastle with your
thumbs and place the elastic behind your head, so
that the foam rests on your forehead. Once the
shield is situated, check lo make sure it covers the
front and sides of the face and no areas are left 419121

uncovered."

https:/fwww.cde.govivhifebola/hcp/ppe-training/ndsr
espirator_gown/donning_13.html

During an ebservation of 2 North (COVID -19 unit)
on 01/29/2021, starting at approximately 11:30 AM,
Employee #8 (Registered Nurse) was observed in
lhe hallway not donning a face shield per the
Slandards of Practice.

Continued observation showed the foam of the

' employee ' s face shield was noted in her hairline
directly above her forehead. Employee #8's face
shield was also paointed In an upward positian,
slightly away fram her face leaving her N95
respirator uncovered.

During a face-to-face interview on 01/29/2021, at
approximately 11:35 AM, Employee #8 was asked,
is there a reason why her face shield was not
covering her face mask (N95 respirator)? Employee
#8 acknowledged the finding and stated "Na”, then
repositioned her face shield to cover her face mask.
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Observation of 2 North (COVID-12 Unit) on the
same day at approximately 11:45 AM, revealed
Employee #9 (Licensed Practical Nurse), was
observed walking out of a resident ' s room, into the
hallway not denning her face shield per the
Standards of Practics.

Continued observalion showed the foam of the
employee ' s face shield was noted in her hairline
direclly above her forehead. Employee #3 ' s face
shield was also pointed in an upward position,
slightly away from her face leaving her N85
respirator uncovered,

During a face-to-face interview on 01/29/2021, at
approximately 11:45 AM, Employea #3 was asked,
is there a reason why her face shield was not
covering her face mask (N95 respirator)? Employee
#3 acknowledged the finding and stated that it was

| hard for her to keep her face shield down to cover
her face mask.

At the time of the survey, Employees #3 and #9
failed to don their face shields per Standards of
Practice.

V. Facility staff failed to wear proper eye protection
in the facility per the Standards of Practice and the
lacility ' s policy.

According to the Canter for Disease Control and
Prevention ' s, Eye Safely guidance,

"Safety glasses provide impact protection but do not
provide the same level of splash or droplet
protection as goggles and generally should not be
used for infection control purposes.”

https:/fwww cde govinioshitopics/eyel/eye-infectious.
hitml

CORRECTIVE ACTIONS FOR RESIDENTS
AFFECTED:

Mo resident was affected by this practice.

1)PFE stations have been mountled on the
walls on every unit where the facility failed
to provide readily accessible PPE materials

2) Soiled linen bins with proper lids were
Immediately placed on the 4th floor
Where the facility failed to store used/soiled |
Linens appropriately on 1/29/21. 442121
Education provided to employee #5 on the
importance of making sure that maintenance
team replaces broken hampers immediately.

Employee was also educated to inform the

Flmid Al mmm s = L lyestrimnrs hamamars an
Al uddl PR R et e et Rl B E R s

She can follow up with the maintenance leam
for replacement.

Education provided by staff development
team an 1/29/21 and ongoing until 4/2/21.
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3) Employee #8 was provided in service on

. . the i E t rly to
Review of the facility ' s, "Eye Protection or Face mﬁ:imingﬂm:fnlgrﬁieaﬁlgsriidpg?’?:feiﬁnn and |
Shield Infection Control and Prevention™ policy -

dated 12/2020, documented thal " .. employees lo eal at designated areas only on 1/29/21
may use their own eye protection / face shield so

long as it meets the requirements for Infection Employes verbalized understanding. Staff
Control for COVID-18 ... development team will provide In-service lo
; : all the employees in the facility on the
During an absawahur_\ of the first floor on rmpanancz ul;‘rwearing PPE ctg"ecﬂ? at all
01/28/2021 at approximately 11:20 AM, Employee times in the facility and on the necessity to
| #10 (Maintenance worker) was observed in the eat / drink at designated areas,

hallway, around other residents and staff, wearing a
NS5 mask with black glasses with clear shieids an

gither side.
. . ; 41 I id #8
During a face-to-face interview with Employee #10 TEES;;EPS:?h:?;Eﬂnﬁ :: I?DT.ITS'.E: 1:;: af e
at approximately 11:20 AM, he acknawledged the tandards of practice for donning a face shiald,
findings and stated, "l was told that we can wear mployee verbalized understanding. [

these types of glasses but must wear an N35 mask”
when asked why he was not wearing a face shield.

During an observation of 2 North (COVID -19 unit)
on 01/29/2021, starting at approximately 11:50 AM,
Emolovee #3 (Staff Develooment/Educator) was
standing very close to a resident (less than 6 fest) in
frant of Room #204. The employee was
encouraging the resident to go back into his room.
During this time Employee #3 was wearing black
glasses with clear shields on each side of the
glasses (Kleenguard Maverick glasses) .

During a face-lo-face interview on 01/29/2021, at
approximately 12:00 PM, Employee #3 was asked
why she was not wearing a face shield while

| working on the COVID-19 Unit, The employee
pointed to her glasses and stated, "l ' m wearing

goggles.”

| |
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STATE FORM Em HH4311 I contimimtion sheet 8of 11




PRINTELD: D2/24/2021
FORM APPROVED

Health ulation & Licensi dministration
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SLPPLIERICLIA 122) MULTIPLE COMNSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION MUMBER COMPLETED
A BUILDING.
HFDO2-0017 B, WiNG 02/09/2021

NAME OF PROVIDER OR SUPPLIER

DEANWOOD REHABILITATION AND WELLNESS

STREET ADDRESS, CITY. STATE, ZIP CODE

5000 BURROUGHS AVE. NE

WASHINGTON, DC 20019

I ER%

Research of the Kleenguard Maverick glasses
revealed that they were adverlised as "safety
glasses” and not goggles, as Employee#d stated
during the face-to-face Interview.

https/'www.amazon.com/Kleenguard-Maverick-Gla
sses-Intergrated-Anti-Fog/dp/BOTQMXQLLT/ref=sr_
1_77crid=3GEWQAY3I9UKIULAdchild=18keywords=
kg+maverick+safety+glasses&qld=1614084583&spr
efix=KG%2Caps%2C1748sr=8-7

During a telephone interview on 02/09/2021, at
approximately 1:00 PM, Employees #3
acknowledged the finding and stated that she was
told that the glasses were goggles and not safety
glasses.

At the time of the survey, Employes #10 and #3
failed to follow the Standards of Practice and the
facility ' s policy by not wearing the proper eye
protection on the COVID-19 Unit,

AN 14 Mrelae Eamilitime
St SN | B B e el gt o b

{d) To be treated with respect and dignity and

| assured privacy during treatment and when

receiving personal care;

This Statute  is not met as evidenced by:

Based on observation, record review and staff
interview, for two (2) of seven (7) sampled
residents, facility staff falled lo provide
confidentiality of their personal Identifiable medical
Information. Residents' #6 and #7.

Findings included...

1. Resident #6 was admilted to the facllity on

(%410 SUMMARY STATEMENT OF BEFICIENCIES n] PROVIDER'S PLAN OF CORRECTION | xm
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f) In service was provided to employee #3

and #10 by the Director of Nursing, on the
\imporiance lo wear the proper eye protection |
in the: facility per the standards of practice

and facility's policy while in the facility on
1/29/21. Both employees verbalized
understanding,

All department heads, |OT leam members 412121
and Unit Managers did rounds on 1/29/21,

to ensure no other employees were wearing |

their PPE's incorrectly or are wearing the

wrong eye proteclion glasses.

DENTIFICATION OF OTHERS WITH THE

(POTENTIAL TO BE AFFECTED

AN mmsalasic e S 3 n fmmillh s mmsom e e e B |
O R B A e B4 E L dmaridad R e e A e B b
o be affected.

: : !
[MEASURES TO FREVENT RECCURANCE

1)In- service will be provided house wide by

Staff development team on the importance o 4/2/21
wear PPE's per the standard of practice and

facility's pollcy by 4/2/21,

2)1D0T team will ensure all employees are
wearing their PPE's cotrectly during rounds
daily until 4/2/21.

3)Maintenance team will conduct house wide
audil to ensure all soiled linen bins have
proper lids by 4/2/21.

Health Regulation & Licersing Administration
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Employee #5 (Charge Nurse), she acknowledged
the findings and stated, "The medication is given at
night and that shift must have forgot to put the
medication away."

Facility staff failed to provide confidentiality of
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Loa1 4} Unit Managers will conduct frequent
09/27/2019, with diagnoses that included Pressure b ke sadinle oo il employees |
Ulcer of Sacral Region and Disruption of Externa are complying with the proper use of PPE's
Dpﬂfﬂ”ﬂn {SUIQ!C&'} Wound. daily until 4/2/21.
During a lour of unit 4 north on 01/29/2021, at
approximately 10:25 AM, Resident #6's COVID-19 5) Deparimental heads will ensure all
testing slip that included full name, date of birth, and E::’I'I|3|{F:]I'EE wea the proper eye protection in U!J
that the resident was "in dialysis" was ohserved on facility per the standards of practice and |
the counter of the nurses station, visible to anyons facility's policy daily until 4/2/21.
who walked by,
During a face-to-face interview conducted on MONITORING CORRECTIVE ACTION
01/29/2021, at approximately 10:35 AM with
Employee #7 (Licensed Practical Nurse), she 1)The Director of Nursing / Designee will
acknowledged the finding and stated, "We are e::sure the IDT team / Uﬁit Managgers
waiting for the resident to come back from dialysis complete their rounds in a timely manner
to do his test. The testing sfip shuuld'vel been put daily until 472/21. Any employee not in
inside the medication cart for safe keeping.” compliance, will be provided further education
by staff development team. 412121
2. Resident #7 was admitted to the facility on
(LZZID, with dragnoses tiat Inchuded Heart 2)The Maintenance Director will conduct
failure, Anemia, and Coranary Artery Disease. rounds to validale that all soiled linen bins
i memm e ale s s cce ek fomm B oom e o R,
During a tour of unit 4 south on 01/29/2021, at LB A e e
approximately 10:50 AM, Resident #7's med|cation |
| cream was observed on a treatment cart in the
hallway, with their full name, date of birth, and name Findings Will be presented to the Quali
of the medication fully visible to anyone who walked A:ﬂmgnce Diract.i:-r weekly x 4, then mng;mly
b‘f the treatment cart. %3 h? 412121
During a face-lo-face interview conducted on
01/28/2021, at approximately 10:50 AM with L 521 b
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