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L. 00 Initial Comments L 000
An Annual Licensure survey was conducted at
Deanwood Rehabilitation & Wellness Center from
April 23 through April 30, 2018. The deficiencies are
based on observation, record review, resident and
staff interviews for 53 sampled residents.
The following is a directory of abbreviations and/or
acronyms that may be utilized in the report:
Abbreviations
AD- Associate Diractor
AMS - Altersd Mental Status DEANWOOD REHABILITATION AND  |6/10/18
ARD - assessment reference date WELLNESS CENTER D|SCLAIMER.
BID - Twice- a-day
BIMS-  Brief Interview for Menta) Status Facility submits this plan of correction under
B/P - Blood Pressure procedures established by the Department
cm - Centimeters of Health In order to comply With the
CMS - Centers for Madicare and Medicaid Department's directive to change Conditions
Services which the Department alleges are deficient
CNA- Certified Nurse Aids under state Regulations Relating to long
CFU Colony Forming Unit term care. This should not be construed as
CRF - Community Residential Fagility sither a waiver of the Facility's right to
D.C.- District of Columbia appeal and to Challenge the accuracy or
DCMR- District of Columbia Municipal severity of the alleged Deficiencles or any
Regulations Admission of any wrong doing.
b/C Discontinue
DI - deciliter
DMH - Department of Mental Health
DON - Director of Nursing
EKG - 12 lead Electrocardiogram
EMS - Emergency Medical Services (911)
G-tube Gastrostomy tube
HSC Health Service Center
HVAC - Heating ventilation/Air conditioning
iD- Intellectual disability
IDT - Interdisciplinary team
L- Liter
LPN- Licensed Practical Nurse
Health Regulation & Licensing Administration
= TITLE (X6) DATE

(Aot o S/ 2720

Lesait t chntinuation sheel 10of 9




PRINTED: 05/23/2018

FORM APPROVED
Health Requlation & Licensing Administration
STATEMENT OF DEFICIENGIES (X1) PAOVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING.
HFD02-0017 B. WING 04/30/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE Corrective Action for resident

5000 BURROUGHS AVE. NE

DEANWOOD REHABILITATION AND WELLNESS WASHINGTON, DC 20019

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEAENCED TO THE APPROPRIATE DATE
dffected. DEFICIENCY)
L 000 | Continued From page 1 L 000
LTC- Long Term Cara
Lbs. - Pounds {unit of mass)
MAR - Medication Administration Record
MD- Medical Doctor
MBS - Minimum Data Set
Mg - milligrams (melric system unit of mass)
mi - milliliters (melric system measure of volume)
mg/dl - milligrams per deciliter
mm/Hg -  millimeters of mercury
MN midnight
Neuro - Neurological
NP - Nurse Practilioner

PASRR - Preadmission screen and Resident Revisw
Peg tube - Percutaneous Endoscoplc Gastrostomy
PO- by mouth

POS - physician ' s order shaat
Pm- As needed
Pt- Palient
PU- Partial Upper
PL- Partial Lower
Q- Every
Qls - Quality Indicator Survey
Rap, A/P - Respansible party
RN- Registered Nurse
SCC Special Care Center
Sol- Solution
SSD- Soctal Services Director
TAR - Treatment Administration Record
Trach- Tracheostomy
TX- Treatment
L 051 3210.4 Nursing Facilities L 051 Lo51 6hons

Corrective action for the residents affected:
1. Resident # 207 was reassessed on

4/26/18.

Aesident was reassessed again on 5/29/18
Nutrition care plan was revised and updated
On 4/26/18 to reflect the physician order of
Regular diet, Regular texture, thin
Consistency (double poriion), No seafood.
Resident suffered no negative outcome.

A charge nurse shall be responsible for the
foliowing:
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STATE FORM o LE6S811 H conlinuation shest 2 of 9



PRINTED: 05/23/2018

FORM APPROVED
Health Requlation & Licensing Administration
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUIDING: B )
HFD02-0017 B. WING - 04/30/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
5000 BURROUGHS AVE. NE
DEANWOOD REHABILITATION AND WELLNESS
WASHINGTON, DC 20019
(X4} ID SUMMARY STATEMENT OF OEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OF LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRQPRIATE DATE
DEFICIENCY)
L 051 Continued From page 2 L 051
(a)Making dﬂlly resident visits to assess phySiCﬂl . Identification of others with the 6/10/18

Potential to be affected:
All residents residing in the facility have the
potential to be affected.

and emotional status and implementing any
required nursing intervention;

(b)Reviewing medication records for completeness, The interdisciplinary team will review and revise

accuracy in the transcription of physician orders, cars plans to assure nutrition care plans are

and adherances to stop-order policies: updated with appropriate diet order in a timely
manner. Any issues found during the audit will be

(c)Reviewing residents' plans of care for addressed.

appropriate goals and approaches, and revising No Residents were identified as affected.

them as needed;

Measure to prevent Recurrence:
Interdisciplinary team and all staff involved in the
Care planning process will be in-serviced to

(d)Delegating responsibility to the nursing staff for
direct resident nursing care of specific residents;

(e)Supervising and evaluating each nursing ensure Nutrition care plan is revised and
employee on the unit; and modified in a timely manner.

Monitoring Corrective Action:
(Keeping the Director of Nursing Services or his or Lead Distitian/Director of Nursing or designee
her designee informed about the status of residents. will complete random audils of resident's
This Statute  is not met as evidenced by: Medical records to ensure the interdisciplinary

team is reviewing/modifying nutrition care plan
to reflect any diel changes in a timely manner.
Findings will be reported to the Quality.

Based on observation, record review and staff Assurance Performance Improvement
interview for two (2) of 53 sampled residents, the Commitiee monthly for the next 3 months.
charge nurse failed to revise the care plan for one
(1) resident's change in diet and to develop a
smoking care plan for one (1) resident who was
identified as a smoker upon admission to the facility.
Residents' #207, and #383.

Findings included..,

1. The charge nurse failed to revise the care plan
with new approaches to address Resident #207's
change in diet.
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Resident #207 was admitted to the facility February
12, 2018, with diagnoses to include End-stage
Renal Disease with dependence on renal dialysis.

The resident was coded as having a therapeutic diet
under Section K0510 (Nutritional Approaches) on
the Admission MDS completed on February 19,
2018,

The current care plan initialed date February 13,
2018, and reads: "Focus: The resident is at
nutritional risk r/t [related to] ESRD [end stage renal
disease] w [with)/hemodialysis and requiring
therapeutic diet (Renal/LCS) with fiuid restriction.
Goal: The resident will maintain intake of 75% of at
least 2 [two] meals/Day. Intervention: Provide
Renal/lLCS [low concentrate swest] diet, regular
texture (double portion) per preference."

The Physician's Order dated April 17, 2018,
directed, "Regular diet, Regular texture, Thin
consistency, (double Portion), No seafoad."

A review of the resident's current care plan for diet
lacked evidence that facility revised the plan with
new goals and approaches to address the resident
change in diet.

Employee #15 acknowledged the finding during a
face-to-face interview on April 26, 2018, at 11:00
AM and he presented a copy of the care plan
updated on April 26, 2018.

2.The charge nurse failed to develop a smoking

LO51

.Corrective action for the residents affected:
2.Resident #383 was reassessed on 4/26/18
The smoking section of comprehensive care
plans were modified and updated on 4/26/18.
Residant suffered no negative outcome.

6/10/18
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:asr;g'l‘ael: Logoae:é%ei:gg:atg :'vlre\of;/::;;;fientmed as Identification of others with the potential to | 6/10/18
be affected:
| All residents residing in the facility have
| The resident was admitted to the facility on April 18, I":A?I fﬁ;azg:i‘sg;ﬁ:xﬁdéf Nursin
fEn Al p - @/Designee
2018, “".“.h diagnoses ‘f"hmh mc!udled Scplzophrenia, will complete house wide assessment/audit of
Unspecified, Type 2 Diabetes Mellitus without residents’ smoking status.
| Complications, Chronic Viral Hepatitis C, Bipolar 2. Assistant Director of Nursing/ Designee will
| Disofdef, Altered Mental Sta:us, Unspeciﬁed. and [ deve[op compmhansive care p|an within
Noncompliance with other Medical Treatment and 7 days after completion of the
Regimen. comprehensive assessment,
3. All the Assistant Director of Nursing/Designee
will review, and revise care plans to assure
Review of the "Smoking Evaluation” form completed smoking care plans are initiated/ modified in a
on April 18, 2018, revealed the resident was timely manner.
assessed as being a smoker and determined by the Any issues found during the audit/
interdisciplinary team to be a safe smoker. assessment will be resolved and or moditied,
No residents were identified as affected.
Measures to prevent recurrence
Review of the resident's care plans failed to reveal a Licensed Nurses will be in-serviced on the
care plan with goals and interventions to address Impartance of ensuring comprehensive
safe smoking. assessment o_f residents_and
Initiating/medifying smoking care plans
in a timely manner.
; . , . Monitaring Corrective Action:
During a [ace-lo-face interview w!th Employee #10 Assistant Dﬁ'ector of Nursing/ Designes
at approximately 4:00 PM on April 25, 2018, the will complete house wide Assessment /audit
employee acknowledged the record lacked a of residents’ smoking status weekly times 4,
smoking care plan. then monthly times 3 months.
Findings will be reported to the Quality Assurance
Performance improvement Committae
3219.1 Nursing Facilities Monthly for the next 3 menths.
L 099 L 099
Food and drink shall be clean, wholesome, free Los9 6/10/18
I from spoilage, safe for human consumption, and Corraective action for resident affected:
served in accordance with the requirements set 1.The identified ice machine located in the
forth in Title 23, Subtitle B, D. C. Municipal main kitchen was cleaned on 4/24/18.
Regulations (DCMR), Chapter 24 through 40. 2. The identified fire suppression plastic
This Statute is not met as evidenced by covers were cieaned on 4/24/18
Based on observations made on April 23, 2018,
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L 089 Continued From page 5§ L 099
between 8:55 AM and 3:00 PM, it was determined 3. Kitchen hood baffles wers soiled with 6/10/18

grease deposits and they wers cleaned on
4/24/18.

Identification of others with the
Potential to be affected:
All residents residing in the facility have the

that the facility failed to prepare foods under
sanitary conditions as evidenced by one (1) of one
(1) soiled ice machine, six (6) of six (6) soiled fire
suppression covers and stained kitchen hoad

baffles. potential to be affected.
Findings included... The interdisciplinary lean‘l‘will review and revise
care plans to assure nutrition care plans are
1. One (1) of one (1) ice machine located in the Lpdated wilh appropriate diet order in a timely
main kitchen was soiled on the inside with a moist, nanner. Any issues found during the audit will be
yellowish substance. ddressed,
No Residents were identified as atfected.
2. Six (6) of six (6} fire suppression plastic covers Measure to prevent Recurrence:
were soiled with a sticky substance. nterdisciplinary team and all staff involved in the

are planning process will be in-serviced to
nsure Nutrition care plan is revised and
modified in a timely manner.

Monitoring Corrective Action:

3. Kitchen hood baffles were soiled with grease
deposits.

These observations were made in the presence of

Employee #20 who acknowledged the findings. Lead Dietitian/Director of Nursing or designes

will complele random audits of resident's
Medical records to ensure the interdisciplinary
team is reviewing/modifying nutrition care plan
to rellect any diet changes in a tlimely manner.
Findings will be reported to the Quality
Assurance Performance Improvement
Committee monthly for the next 3 months.
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3234.1 Nursing Facilities L214
Surge protsctors were not mounted or Corrective action for resident affected:
secured in three (3) of 53 resident rooms.
Each facility shall be designed, constructed, located,
equipped, and maintained to provids a functional,
healthful, sale, comfortable, and supportive
environment for each resident, employee and the
visiting public.
This Statute is not met as evidenced by:
Based on observations made on April 24, 2018, |dentified surge protectors In resident
between 9:45 AM and 3:30 PM, it was determined that were mounted and secured on 4/24/18
the facility failed to maintain resident’s environment
free of accident hazards as evidenced by surge Identification of others with the Potential 6/10/18
protectors that were not secured in three (3) of 53 to be affected:
resident's rooms. All residents residing in the facility have the

potential to be affected.
Findings included...

An inspection thraughout the facility has

SUI'gB protectors were not mounted or secured in three been conducted to inspect surge protectors.
(3) of 53 resident rooms. Any issues found during the inspection was
Corrected on 4/24/18

These observations were made in the presence of
Empioyee #21 and/or Employee #22 who
acknowledged the findings.

Measures to prevent recurrence:
Maintenance staffs have been in-serviced
1o assure that surge protectors are well
mounted and secured.in resident rooms.

Monitaring Carrective action:

Random Environmental audits will be
conducted by the Director of
Engineering or designee weekly times 3,
then monthly times 3. Findings will be
reported to the Qualily Assurance
Perlormance Improvemnent

Committee monthly for the next 3 months.
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3250.1 Nursing Facilities Corrective action for resident affected:
anh food service areas_shall be P'a“““!' The identified drain lines from the three-
equipped, and operated in accordance with Title 23 Companment sink extended too far into the
DCMR, Chapter 22, 23 and 24, and with all other drain and it was fixed on 4/23/18,
applicable District laws and regulations.

This Statute is not met as evidenced by: 2. The identified drain lines from the

_ ' Garbage disposal system located close to the
Based on observations made on April 23, 2018, Fryer extended too far into the drain and it was
between 8:55 AM and 3:00 PM, it was determined fixed on 4/23/18,

that the facility failed to ansure that drain lines from
one (1) of two (2) garbage disposal system and
from one (1) of one (1) three-compartment sink

Identification of others with the potential to
be affected.

system were maintained with the appropriate air All vesidents residing in the facility have the
gap to prevent backﬂow_ F’Otenllal o be ﬁ“ec[Ed-

The 2012 District of Columbia Food Code states:

*2403.1 An air gap between the water supply inlet An inspection was done throughout the facility
and the flood level rim of the plumbing fixture, to ensure the all drain lines don't come too
equipment, or nonfood equipment shall be at least ¢close to the drain.

twice the diameter of the water supply inlet and may
not be less than twenty-five millimeters (25 mm) or

. e Measure to Prevent Recurrence:
one inch (1 in).

Maintenance, Housekeeping and Food &
Nutrition Services staff will be in-serviced on the

rndigelineioded .. Importance of ensuring the drain lines not be

1. One (1) of four (4) drain lines from the extended too far into the drain
three-compartment sink extended too far into the
drain. [Monitoring Corrective Action:
Random audits will be conducted by the Director
2. Three (3) of four (4) drain lines from the garbage Maintenance or designes, Director Food and
disposal system located close to the fryer extended Nutrition services or designee, Lead Dielitian or
too far into the drain. designee and Director of housekeeping or
tlesignee weekly times 3.
These observations were made in the presence of Then monthly times 3.
Employee #20 who acknowledged the findings. Findings will be reported to the Quality

Assurance Perormance Improvement
Committee Monthly for the next 3 months
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3266.1 Nursing Facilities
L4110
Each facility shall provide housekeeping and Corrective action for resident affected; 6/10/18

maintenance services necessary to maintain the
exterior and the interior of the facility in a safe,
sanitary, orderly, comfortable and attractive
manner.

This Statute is not met as evidenced by:

Based on abservations made on April 24, 2018,
between 9:45 AM and 3:30 PM, it was determined
that the facility failed to provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly and comfortable as evidenced by
dusty window blinds in seven (7) of 53 resident's
rooms, one (1) of six (6) malfunctioning hopper sink
and two (2) of six (6) soiled water dispensers.

Findings included ...

1. Window blinds were dusty in seven (7) of 53
resident rooms.

2. The hopper sink located on 5 South did not flush
when tested, one (1) of six (6) hopper sinks in the
facility.

3. The water dispensers from the ice machines on 2
North and 2 South were soiled throughout, two (2)
of six (6)

water dispensers in the facility.

These observations were made in the presence of
Employee #21 and/or Employee #22 who
acknowledged the findings.

1.The identified window blinds in resident
rooms were cleaned on 4/24/18.

2.The hopper sink located on 5 South was
repaired on 4/30/18

3. The water dispensers from the ice machines
on 2 North and 2 South ware cleanad 4/24/18.

Identification of others with the potential to
be affected:

All residents residing in the facility have

the potential to be affected.

1.An audit of all window blinds was
completed lo assure any dusty blind were
cleaned.

No residanls were identified as affecled.

2. An inspection throughout the facility has
been conducted to inspect Hopper sinks
Any Issues found during this Inspection
have been addressed to ensure the facility
stays in compliance

No residents were identified as affected.

3. Aninspection throughout the facility has
been conducted to inspect the water
Hispensers from the ice machines to assure
he facility stays in compliance.

No residents were identified as affected.

Measure to Prevent Recurrence:
Housekeeping/Maintenance staff has been in-
Serviced on the imporiance of importance of
Providing necessary housekeeping services to
to maintain a sanitary, orderly and comfontable
interiors.

Monitoring Corrective Action:

Random environmental audit will be conducted
By Direclor of Engineering/ Director of house
Keeping services weekly times 3, then monthly
limes 3.

Findings will be reported to Quality Assurance
Performance Improvement Committee monthly
For the next 3 months.
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