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L0000 Initial Comments Loocco | Deanwood Rehabilitation and Wellness 3/3/26

Center LLC makes its best efforts to operate
in substantial compliance with both Federal
and State laws. Submission of this Plan of

An unannounced Complaints Survey was conducted at this
facility from January 28, 20256 to February 04, 2026,
Survey activities consisted of observations, record

reviews, and resident and staff interviews. The sample Corr?Ct_'on (POC) does not constitute an
included eight (8} residents. The facility's census on admISSIOH_ or agreement by any party, its
the first day of the survey was 271 residents. officers, directors, employees, or agents as

to the truth of the facts alleged or the validity
. i . 3 _ of the conditions set forth on the statement

;?;;‘1’23‘"'"9 Sttt f b of the deficiencies. This plan of correction

,and 2716777 X

{POC) is prepared and/ or executed

because it is required by State and Federal

After analysis of the findings, it was determined that laws.

the facility was not in compliance with the

requirements of 22B District of Columbia Municipal

Regulations (DCMR) Chapter 32 requiremenis for Long

Term Care Facilities.

Federal and State deficiencies were cited related {o
the investigation of intakes 2722122 and 2716777,

The following is a directory of abbreviations andfor
acronyms that may be utilized in the report:

ADL - Activities of Daily Living

AMS - Altered Mental Status

BID - Twice-a-day

BIMS — Brief Interview for Mental Status

B/P - Blood Pressure

CM - Centimeters

CFR - Code of Federal Regulations

CNA - Certified Nurse Aide

D.C. - District of Columbia

Office of Primary Care and Health Systems Management
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L0000

Continued from page 1
DCMR - District of Columbia Municipal Regulations

D/C - Discontinue

DON - Director of Nursing

ED - Emergency Department

EMS - Emergency Medical Services (911)
ER - Emergency room

F - Fahrenheit

HS - Hour of sleep

IDT - Interdisciplinary team

LPN - Licensed Practical Nurse

L - Liter

MAR - Medication Administration Record
MD - Medical Doctor

MDS - Minimum Data Set

Mg - milligrams {metric system unit of mass)
mil - milliliters {metric system measure of volume}
N/C - nasal canula

NP - Nurse Practitioner

02 - Oxygen

OT - Occupational Therapist/Therapy

PA - Physician's Assistant

Prn - As needed

Pt - Patient

PT - Physical Therapist/Therapy

Q - Every

RN - Registered Nurse

RP R/P - Responsible party
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L0000 Continued from page 2 LOGOO
SBAR - Situation, Background, Assessment,
Recommendation/Request
SW - Social Worker
TAR - Treatment Administration Record
LOGS1 3210.4 Nursing Facilities L0051 | no51 3/3/26
A charge nurse shall be responsible for the following: .
The Resident #4 was assessed by a
licensed nurse on 1/30/26 and did not have
(a)Making daily resident visits to assess physical and any negative outcomes from this incident.
emotional status and implementing any required nursing (NO shortness of breath, no injuries.)
intervention;
All residents that have a preference to use
{b}Reviewing medication records for completeness, the S_ta'rs ha."e the po_tent|a| to be_ affected
accuracy in the transcription of physician orders, and by this deficient practice. An audit was done
adherences to stop-order policies; by the Director of Nursing for all active
residents to check if they had a preference
.y . ) . to use stairs due to claustrophobia or related
{c)Reviewing residents’ plans of care for appropriate di A d th ident
goals and approaches, and revising them as needed; 1agnosis, an_ noo _er re3|_ ents were
affected by this practice. This audit was
completed on 1/30/26.
{d)}Delegating responsibility to the nursing staff for
direct resident nursing care of specific residents; The Nurse EducatorIDesignee conducted
the Stairway Access and Safety in-service
(e)Supervising and evaluating each nursing employee on for house W'F’e _Staff to e':'sure Re?'dent #4is
the unit; and escorted while in the stairwell. This
education was completed on 2/24/26.
(fiKeeping the Director of Nursing Services or his or The Stairway Access and Safety audit will
her desi infi d about the status of residents. . )
gt s e L R be done by the Unit Manager/Designee. A
This LICENSURE REQUIREMENT is NOT MET as evidenced by: care plan audit review was completed by the
Unit Manager/Designee to ensure residents
Based on observation, record review and staff who require staff escort on stairways have
interview, for one (1) of eight (8) sampled residents, this intervention as outlined in their care
facility staff failed to implement Resident #4's care plan This audit will be done weekly for four
lan int tion of havin rt wh ing thi '
oy on orhaving an escort when using The (4) weeks and monthly for two (2) months.
Findings to be reported to the monthly QAPI
The findings included: meeting for further recommendations. All
negative findings will be corrected upon
Resident #4 was admitted to the facility on 11/29/23 discovery.
with multiple diagnoses that included: Chronic
Obstructive Pulmonary Disease (COPD), Chronic , i
Respiratory Failure with Hypoxia and Hypertension. Date of Compliance: 3/3/26
Review of the resident’s medical record revealed the
following:
STATE FORM Event ID: 1E3481-H1

Facility 1D: GRANTPARK

If continuation sheet Page 3 of 15



PRINTED: 02/25/2026

FORM APPROVED
District of Columbia State Department of Health
STATEMENT OF DEFICIENCIES ’()3'15 Lﬁ?ﬁgﬁ?&Sﬁgﬁgg&lCLlA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS ' A, BUILDING 02/04/2026
HFD02-0017
B.WING

NAME OF PROVIDER OR SUPPLIER
DEANWOOD REHABILITATION AND WELLNESS CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

5000 NANNIE HELEN BURROUGHS AVE. NE , WASHINGTON,
District of Columbia, 20019

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X3)
COMPLETION
DATE

L0051

L0052

Continued from page 3

A care plan focus area revised on 10/29/25: [Resident
#4] to use the stairs when going down and when coming
back in, with an escort.

A physician’s order dated 12/11/25 directed, “Oxygen
Supplementation. Administer Oxygen 2-3L/min via Nasal
Cannula, every shift for COPD."

A Quarterly Minimum Data Sel {MDS) assessment dated
01/06/26 showed that facility staff coded: a Brief
Interview for Mental Status (BIMS) summary score of
“15”, indicating intact cognilive response; shortness

of breath or trouble breathing with exertion. when

sitting at rest and when lying flat; and used oxygen
therapy.

During an observation on the 2-north stairwell on
01/30/26 at 3:47 PM, the resident was observed alone,
going down the stairwell, noticeably short of breath.
The resident had oxygen on via nasal cannula at 3
liters and was carrying a portable oxygen cylinder
E-tank [3 feet tall, aluminum tank that weighs
approximately 8 pounds] in a wheeled caddy. When asked,
the resident stated, “I don't like taking the

elevators, so | take the stairs.” When asked how he got
to the stairwell, the resident stated that a staff
member let him down.

It should be noted that all the stairwells in the
facility require manual entry of a 4-digit code when
entering from the unils.

During a face-to-face interview on 01/30/26 at 3:55 PM,
the findings were brought to the attention of Employee
#1 (Administrator). Employee #1 slated that Resident #4
uses the stairwell because he is claustrophobic and

that, “He should have someone with him when he's using
the stairs”

The evidence showed that facility staff failed to
implement Resident #4's care plan intervention of
having an escort when using the stairwell.

3211.1 Nursing Facilities

Sufficient nursing time shall be given to each resident
to ensure that the resident

receives the following:

(a)Treatment, medications, diet and nutritional
supplements and fluids as prescribed, and

LOOS1

L0052
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LOG52 Continued from page 4 LOGS52

rehabilitative nursing care as needed;

{b)Proper care to minimize pressure ulcers and
contractures and to promote the healing of ulcers:

(c)Assistants in daily personal grooming so that the
resident is comfortable, clean, and neat as evidenced
by freedom from body odor, cleaned and trimmed nails,
and clean, neat and well-groomed hair; L0052

Resident #4 was immediately assessed by a | 92/2/2¢
licensed nurse on 1/30/26, including a
head-to-toe assessment and fall risk
{e)Encaouragement, assistance, and training in seif-care assessment. The resident sustained no

and group activities: injuries, had no change in condition, no
evidence of shortness of breath, and vital
signs were within normal limits. The resident
refused skin assessment, and all
documentation was entered in the electronic

(d) Protection from accident, injury, and infection;

{f)lEncouragement and assistance {o:

{1)Get out of the bed and dress or be dressed in his or health record on 1/30/26 at 16:56. The
her awn clothing: and shoes or slippers, which shall be resident was determined to be at a low fall
clean and in good repair; risk by using the Fall Risk Assessment with a

score of 2. On 1/30/26, at 16:59 Resident #4
received education by a licensed nurse
regarding safety on the stairs, safety with
oxygen tank/portable O2 use, oxygen tubing,

{2)Use the dining room if he or she is able; and

(3)Participate in meaningful social and recreational fall precautions, safety precautions, LOA
AU leave-of-absence (LOA) precautions.
(g)Prompt, unhurried assistance if he or she requires All reS|dents with preference _tO use the
or request help with eating; stairwell due to claustrophobia/related

diagnosis have the potential to be affected by
this deficient practice. An audit conducted by

(h)Prescribed adaptive self-help devices to assist him the Director of Nursing on 1/30/26, to identify

orher in eating residents with stair use preference. No other

independently: residents were identified with a preference
for stair use or claustrophobia in the elevator.

(iYAssistance, if needed, with daily hygiene, including The Nurse Educator/Designee initiated

oral acre; and Stairway Access and Safety Inservice for
house wide staff beginning 1/30/26 on stair

i)Prompt respense to an activated call bell or call for safety. res'd,ent supervision, mcmdmg i

help. documentation of escort refusal. Education

for all staff was completed on 2/24/26.
This LICENSURE REQUIREMENT is NOT MET as evidenced by:
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Lotz Continued from page 5 L0052 | The Unit Manager/Designee will conduct 2/2/28
Based on observation, record review, resident and staff Stairway Access and Safety audlts to ensure
interview, for one (1) of eight (8) sampled residents, . ‘ot :
facility staff failed to ensure that Resident #4 was ?ppt:?p”ate S:j.lp&{V lSer:ﬂ andf res;d‘.ant safefty
provided with adequate supervision and assistance to or those residents who prefer stair use. If
prevent accidents. resident objects to being escorted, staff will
continue to escort resident and document
The findings included: behavior. Audits will be completed weekly for

four (4) weeks and monthly for two (2)

Resident #4 was admitted to the facility on 11/29/23 months. Findings will be reviewed and

with multiple diagnoses that included: Chronic

Obstructive Pulmonary Disease (COPD), Chronic reported to th? QAPI meeting for funher .

Respiratory Failure with Hypoxia and Hypertension. recommendations. Any identified issues will
be corrected immediately upon

A care plan focus area, revised on 10/29/25: [Resident discovery.

#4] to use the stairs when going down and when coming
back ¥, wilh an escort. Date of Compliance: 2/2/26
A physician’s order dated 12/11/25 directed, “Oxygen
supplementation, administer oxygen 2-3L (liters)/minute
via Nasal Cannula. every shift for COPD’

A Quarterly Minimum Data Set {MDS) assessment dated
01/06/26 showed that facility staff coded: a Brief
Interview for Mental Status (BIMS) summary score of
“15", indicaling intact cognitive response; no

functional impairment in range of motion; did not use

any devices for mobility; independent with transfers

angd walking 150 feet; and that he used oxygen therapy.

During an observation on the 2-north stairwell on
01/30/26 at 3:47 PM, the resident was observed alone,
going down the stairwell, noticeably short of breath.
The resident had oxygen on via nasal cannula at 3
liters and was carrying a portable oxygen cylinder
E-tank [3 feet tall, aluminum tank that weighs
approximately 8 pounds) in a wheeled caddy. When asked,
the resident stated. °l don't like taking the

elevators, so | take the stairs.” When asked how he got
to the stairwell, the resident stated that a staff
member let him down.

It should be noted that all the stairwells in the
facility require manual entry of a 4-digit code when
entering from the units

During a face-to-face interview on 01/30/26 at 3:55 PM,
the findings were brought to the attention of Employee
#1 (Administrator). Employee #1 slated that Resident #4
uses the stairwell because he is claustrophobic and

that, “He should have someone with him when he's using
the stairs”

The evidence showed that facility staff failed to
provide adequate supervision of Resident #4.
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L0056 3211.5 Nursing Facilities L0056
Beginning January 1, 2012, each facility shall provide LAIDC U Gl A I
a minimum daily average of four and one tenth (4.1) corrected. To address the Ide?tlﬁe‘j staffing
hours of direct nursing care per resident per day, of concern and ensure res{'dents needs are
which at least six tenths (0.6) hours shall be provided met, the Staffing Coordinator, was educated
by an advanced practice registered nurse or registered on 2/25/26 regarding the importance of
nurse, which shall be in addition to any coverage maintaining adequate staffing levels in
required by subsection 3211.4. accordance with state-required hours per
This LICENSURE REQUIREMENT is NOT MET as evidenced by: patient day (HPPD), as well as staff call-out
reporting and accountability procedures. The
Based on record reviews and staff interview, facifity education was provided by the Administrator.
staff failed to provide a minimum daily average of 4.9
hours of direct nursing care andfor the minimum of 0.6 All residents have the potential to be affected
Registered Nurse (RN) hours per resident per day for by this deficient practice. A review of staffing
seven (7} out of eight (8) days sampled. The facility’s ratios for the previous week was completed
census on the first day of the survey was 271 Findi tbh ted ret tivel '
residents. indings cannot be corrected retroactively.
The findings included: To prevent recurrence of the identified
staffing concern, the facility has
Review of the facility's staffing revealed that they 'mplemented the foIIo_wmg me.asurQS:
failed to meet the requirement of providing a minimum Human Resou_rces E.)lrect‘or will cond u_ct
daily average of 4.1 hours of direct nursing care weekly staff orientations if needed until all
and/or registered nurse hours per resident per day on open pOSi(iOI’lS are filled. Staff are offered
the following dales: benefits/bonus as applicable to fill in open
positions as per HPPD requirements. The
01/10/26: direct care hours 3.9; RN hiours 0.5. Human Resources Director will continue
active recruitment efforts to fill staffing gaps.
01/13/26: direct care hours 3.5; RN hours 0.5. The Staffing Ceoordinator was educated by
_ the Administrator on 2/25/26, regarding the
01/14/26: direct care hours 3.4. importance of maintaining adequate staffing
01/15/26: direct care hours 2.9; RN hours 0.5. levels in acco.rdance with state-required
hours per patient day (HPPD), as well as
01/25/28; direct care hours 3.4. staff call-out reporting and accountability
procedures.
01/26/26: direct care hours 3.2.
01/30/6: direct care hours 4.0 The Administrator/Designee will review the
- direct care hours 4.9, weekly schedule to ensure staffing is at 4.1
HPPD. Audits will be conducted weekly for
During a face-to-face interview on 02/04/26 at 2:53 PM, fql-"' weeks and monthly for two months.
the findings were brought to the attention of Emplayee Findings will be reported to the monthly
#8 (Staffing Coordinator), who acknowledged the QAPI meeting for further recommendations.
findings. Any negative findings will be corrected upon
L0091 3217.6 Nursing Facilities Loger | discovery.
The Infection Control Committee shall ensure that Date of Compliance: 3/3/26
infection contrel policies and procedures are
STATE FORM Event ID: 1E3481-H1  Facility ID: GRANTPARK If continuation sheet Page 7 of 15
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LO091 Continued from page 7 Loog1 |LO0O91 3/3/26
implemented and shall ensure that environmental
services, including housekeeping, pest confrol, Resident # 2 was assessed by the MD/NP on
laundry, and linen supply are in accordance with the 2/4/26 and did not suffer any negative
requirements of this chapter. outcome from this deficient practice.
This LICENSURE REQUIREMENT is NOT MET as evidenced by: All residents who are on contact isolation
Based on observations, record review and staff ha‘fe_the pomm'al to be af_feded by this
interviews, facility staff failed to implement deficient practice. An audit was completed
infection prevention and control practices to help on 2/13/26 by the Unit Managers/Designee
prevent the development and transmission of to ensure that appropriate PPE is used
communicable diseases and infections as evidenced by: when entering a resident’s room. There
failure to perform hand hygene and don required . . . .
personal protective equipment (PPE) prior to entering werg e negatwe ﬁndlngs from this audit. An
Resident #8's room who was on contact precautions; one audit was done for all staff restroom, and
(1) of five (5) hand sanitizer stations on unit 2 south units have operable soap dispensers, and
were not operable; and failure to have an operable hand hand sanitizers as applicable. There were
soap dispenser and hand soap in one staff restroom. no negative findings from this audit.
The findings included:Resident #8 was admitted to the Nurse Educator/ Designee provided
facility on 04/08/25 with multiple diagnoses that in-service for staff on appropriate PPE use
included: End Stage Renal Disease and Diaslolic when entering a resident's rcoms who are
z‘;‘;?:;“r‘;gzar’gv';aa'l':;el'h'zef‘;fo“:v?r:;’e residents on contact isolation precautions. 90%
' education was completed by 2/20/26. This
A Quarterly Minimum Dala Set (MDS) assessment dated educa‘tlon W!" cont_lnue until 100_%
01/10/26 showed that facilty staff coded a Brief compliance is achieved. In-service was also
Interview for Mental Status (BIMS) summary score of provided by the EVS DirectcrlDesignee for
“11”, indicating moderate cognitive impairment. EVS staff to ensure that staff restrooms
01/27/26 at 2:00 PM Situation Background Assessment soap dlspglnseTrz: ang all s.anltlzmg stations
Request (SBAR) Communication Tool:Situation — bacteria are operabie. Is education was completed
conjunctiva of the left eye.Nurse Practifioner {NP) on 02/19/26.
notified in person at 2:05 PM.Resident was noted with
left eye redness when she came back fromdialysis. NP , :
was informed in person and she ordered Moxifloxacin The_ ICP Nurse/Designee will perform an
ophthalmic solution 0.5% instill 1 drop in left eye audit to ensure that staff use appropriate
three times a day for Baclerial Conjunctivitis for 7 PPE when entering a resident's rooms who
Days. Resident denied pain.A physician's order dated are on contact isolation precautions. The ICP
01/27/26 directed, “Place patient on contact isolation nurselDesignee will also audit to ensure that
i tivitis.” ey .
LALCE SO IR S soap and hand sanitizer dispensers are
During an observation on unit 3 north on 01/28/26 at °perab|e- This audit will be done Wee“y for
1:22 PM, a pink sign was posted on Resident #8's door four (4) weeks and monthly for two (2)
that documented, “Isolation Droplet/Centact months. Findings will be corrected upon
Precautions... Staff and providers must clean hands when discovery and reported to the monthly QAPI
entering and exiting, gown, NS5 respirator, eye meeting for further recommendations. Any
proteciion, gloves. Keep door closed. Use dedicated or neaative findin il b ted
disposable equipment. Clean and disinfect shared N S e R e
equipment.” A blue PPE holder was noted with gloves and dlscovery-
gowns,
Date of Compliance: 3/3/26
During a face-to-face interview on 01/28/26 at 1:23 PM,
in front of Resident #8's room, Employee #10 (3 north
STATE FORM
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Unit Manager) was asked why the resident was on droplet
and contact precautions. Employee #10 stated,
“[Resident #10] has conjunctivitis, I'm not sure why it
says 'droplet/contact precautions. It should be just
contact precautions” As this interview was happening,

a staff member was ohserved entering Resident #8's
reom. The staff member failed to perform hand hygiene

or don any PPE before entering the room,

During an observation on 01/28/26 at 1:27 PM, Employee
#11 (Certified Nurse AidefCNA) was asked why she failed
to perform hand hygiene and don PPE before entering
Resident #8's room, who was on contact precautions,
Employee #8 stated, "| was just going in there to

replace her water.”

2. During a dining observation on unit 2 south on
017/29i26, at 12:30 PM, in the haliway closest to the
nurse's station, two (2) facility staff were observed
distributing and delivering resident meal trays without
perfarming hand hygiene. Upon assessment, it was noted
that the alcohol-based hand rub station outside of room
232 was not functioning (the handle to push that allows
the alcohol-based hand sanitizer to be dispensed was
broken).

During a face-to-face interview on 01/29/26 at 12:35
PM, the findings were brought to the attention of
Employee #8 (2 south Unit Manager). The employee
acknowledged the findings and stated that he would
provide education and let maintenance know that the
hand sanitizing station needs to be replaced.

3. During an observation on 02/02/26 at 10:46 AM of the
2 south staff restroom, the hand soap dispenser was
observed to be broken and nenfunctional. A botlle of
“Sterex Medical Hospital bath and shampoc” was placed
at the sink for staff to use to wash their hands.

During a face-to-face interview on 02/02/26 at 10:51

AM, the observation was brought to the attention of
Employee #11 (Infection Preventionist). Employee #11
stated, “The "Sterex bath and shampoe’ is used to bathe
residents and is not acceplable for staff to use for

hand hygiene purposes. | am not sure how long the soap
dispenser has been broken er how long staff have been
using the shampoo to wash their hands. | will get
maintenance to come and fix the soap dispenser now.”

The evidence that facility staff failed to maintain
infection prevention and control practices to help
prevent the development and transmission of
communicable diseases and infections.
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These findings were brought to the attention of
Employee #2 (Director of Nursing/OON) on 02/02/26 at
approximately 4 45 PM. Employee #2 acknowledged the
findings and stated that education will be provided.
L0099 3219.1 Nursing Facilties L0099
Food and drink shall be clean, wholesome, free from
spoilage, safe for human consurnption, and served in
accordance with the requirements set forth in Title 23,
Subtitle B, D. C. Municipal Regulations (DCMR), Chapter
24 through 40 LOG99
This LICENSURE REQUIREMENT is NOT MET as evidenced by: This deﬁciency was |mmed|ate|y corrected. 3/3’26
. N Hand sanitizer station in front of Room#
Based on observations and staff interviews, for one (1) .
out of three (3) dining observations, facility staff _232 was replaceq. Education was '
failed to distribute and serve food in accordance with immediately provided to staff on the unit.
professional standards for food service safety.
o All residents who receive meal trays may
The findings included be affected by this deficient practice. An
Code of Federal Regulations (CFR) §483.60(i) Food audit was conducted by the Infection
Safety Requirements documents in part:Hand Washing, Contrc_)l n_urse to ensure that staff members
Gloves, and Antimicrobial Gel - Employees should never who distribute trays perform hand hygiene.
use bare hand contact with any foods, ready lo eat or This audit was completed by 2/13/26.
otherwise. Since the skin carries microorganisms, it is There were no negative findings from this
critical that staff involved in fcod preparation, audit.
distribution and serving consistently utilize good
hygienic practices and techniques. Staff should have .
azgess tc? proper hand-washigg facilities with available The Nurlse E.ducat(?”r Designee cont_ducted a
soap {regular or anti-microbial), hot water, and house wide in service on hand hygiene for
disposable lowels and/or heat/air drying methods.Staff staff to ensure they sanitize/perform hand
must decontaminate hands by proper hand washing hygiene when serving each resident's tray to
(P’e;e_"ec'? o use . 't’a“d‘lsa;:m)ze'hs (""het",';a’:fl prevent the spread of germs. 90% education
washing sinks are not available) when outside the : .
kitchen in the following situations:+ Prior to slarling W?S Completed t_Jy 2/2? /26. Th!s edupatlon
meal delivery. will continue until 100% compliance is
achieved.
+ Prior to entering or exiting resident rooms/common
areas. A Hand Hygiene audit will be conducted by
the ICP/Designee randomly to ensure that
Ouring o dining observati 12 south staff members perform hand hygiene when
uring a dining obhservation on unit 2 south on : i A .
01/29/26, at 12:30 PM, in the hallway closest to the (Siz":lvénv%ene];a IS‘; t]?fres;ld:nts. TI? s alédlt W“:h?e
nurse’s station, two (2) facility staff were observed y tor tou ( )_Wee S and monthly
distributing and delivering resident meal trays without for two (2) months. Findings will be corrected
performing hand hygiene. Upon assessment, it was noted immediately and reported to the monthly
that the alcohol-based hand rub station outside of room QAPI meeting for futher recommendations.
232 was nol functioning (the handie to push that allows All negative findings will be corrected upon
the alcohol-based hand sanitizer to be dispensed was discovery.
broken).
During a face-to-face interview on 01/29/26 at 12:35 Date of Compliance: 3/3/26
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L0039 Continued from page 10 L0099
PM, the findings were brought to the attention of
Employee #8 (2 south Unit Manager). The employee
acknowledged the findings and stated that he would
provide education and let maintenance know that the
hand sanitizing station needs to be replaced.
L0201 3231.12 Nursing Facilities L0201 FO641 3/3/26
Each medical record shall include the following .
significant change for Resident # 1 was
corrected on 2/4/26 by the MDS cocordinator,
{a)The resident's name,age, sex, date of birth, race,
gﬁ;‘ifr"_s‘ams i s UL AU B AE T All residents who have refusal behavior or
' significant change coded on MDS have the
potential to be affected by this deficient
(b)Full name, addresses and telephone numbers of the practice. An audit was done by the Director
personal physician, dentist and interested family of MDS/SW for the most recently coded
U Quarterly MDS and Significant change MDS
within the past 30 days/since 1/1/26 to
(c)Medicaid, Medicare and health insurance numbers; ensure fefusals and Waf)de”ng were
appropriately coded. This audit was
completed by 2/13/26. Any negative findings
(d)Social securily and other entitlement numbers; were corrected upon discovery.
(e)Dale of admission, results of pre-admission Nur,se Educ,atorl Designee in-serviced all
screening, admitting diagnoses, and fina! diagnoses; SOC'_aI Service staff and MDS{ on MD3
Coding Accuracy for Wandering and
Behavior. This education was completed on
(f)Date of discharge, and condition on discharge; 2/10/26,
The MDS Ceding Accuracy for Wandering
{g)Haspital discharge summaries or a transfer form from and Behavior audit will be done by the MDS
the attending physician; Coordinator/Designee to ensure resident
MDS assessments are coded accurately for
(hMedical history and allergies: wandering and behavior, This audit will be
done weekly for four (4) weeks and monthly
for two (2) months. Findings to be reported to
{i)Descriptions of physical examination, diagnosis and the monthly QAPI meeting for further
prognosis; recommendations. All negative findings will
be corrected upon discovery.
(j)Rehabilitation polential; .
Date of Compliance: 3/3/26
{k)Vaccine history, if applicable, and other pertinent
information about immune status in relation to vaccine
preveniable disease;
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Continued from page 11
{I)Current status of resident’s condition,;

{m)Physician progress notes which shall be written at
the time cf ohservation to describe significant changes
in the resident's condition, when medication or
treatment orders are changed or renewed or when the
resident's condition remains stable to indicale a

status quo conditicn;

(n)}The resident's medical experience upon discharge,
which shall be summarized by the attending physician
and shall include final diagnoses, course of treatment
in the facility, essential information of illness,
medications on discharge and location to which the
resident was discharged;

{o)Nurse's notes which shall be kept in accordance with
the resident's medical assessment and the policies of
the nursing service

(p)A record of the resident's assessment and ongoing
reports of physical therapy, occupational therapy,
speech therapy, podiatry, dental, therapeutic
recreation, dietary, and social services;

(q)The plan of care;

(nNConsent forms and advance directives; and

{s)A current inventory of the resident's personal
clothing, belongings and valuables.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation, record reviews and staff
interviews, for two (2) of eight (8) sampled residents
facility staff failed to ensure that resident's Minimum
Data Set (MDS) assessments accurately coded their
current status of rejection of care behaviors and
wandering behaviors. Residents’ #6 and #1.

The findings included:

Resident #6 was admitied to the facility on 12/18/25
with multiple diagnoses that included: Cerebral
Vascular Accident (CVA}), Hemiplegia and Hemiparesis,
Chronic Obstructive Pulmonary Disease and Muscle

Lo201
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Disease,

Review of the resident’'s medical record revealed the
following;

12/24/25 at 11:44 AM Nurses Note: “Resident alert,
oriented and verbally responsive. resident refused lab,
MD {medical doctor) and RP (representative) notified.
Lab rescheduled.”

A care plan focus area revised on 12/24/25: {Resident
#6] is noncompliant with treatment/care, had
interventions that included, if resisls care, leave and
return later and provide education to patient/family.

An Admission MDS assessment dated 12/25/25 showed that
facility staff coded: a Bref Interview for Mental

Status (BIMS) summary of “08°, indicating moderate
cognitive impairment and that rejection of care

behaviors were not exhibited.

The evidence showed that facility staff failed to code
Resident #6's Admission MDS for rejection of behavior,

Ouring a face-to-face interview on 02/02/26, at 1:27 PM
the findings were brought to the attention of Employee
#3 {(MDS Coordinator) who stated, “Coding is based on
the IDT (interdisciplinary) meetings and looking at all
documentation during the lookback period of seven (7}
days. Rejection of care should have been coded.”

Resident #1 was admitted to the facility on 05/16/22
with multiple diagnoses that included: Anemia, Chronic
Kidney Disease, Stage 3, Alzheimer's Disease, and
Benign Prostatic Hyperplasia (BPH)

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

01/14/26 at 5:00 PM Situaton Background Assessment
Reguest (SBAR) Communication Tool:Situation: Altered
Mental Stalus. lethargy.At around 4:15 PM, resident was
observed seizing on the chair for a minute, had a pulse
but not responding. 911 was called, arrived at the unit

at 4:32 PM, took resident via stretcher at 4:48 PM to
[hospital name].

A Complaint, #2722122. filed with the State Agency on
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Continued from page 13

01/20/26 documented in part:On 01/14/28, between 4:00
PM and 4:15 PM, {Resident #1] was found nonresponsive
by a nurse who just came on duty. The ambulance
paramedic arrived and took over. [Resident #1] was
transported to [hospital name]. This nursing home has
mistreated him and neglected to care for him.

01/20/26 at 8:56 PM Admission Note: Resident is
admitted from [hospital name].Upon assessment, resident
is alert and verbally responsive, oriented to person.

A Significant Change MDS assessment dated 01/27/26
showed 1hat facility staff coded: in section B

{cognitive status), a BIMS summary score of “03",
indicating severely impaired cognitive status; in

section E {behaviors), wandering behaviors occurred
four (4) to (6) days and wandering placed resident al
significant risk of getling to a potentially dangerous
place (stairs, outside of the facility).

During an initial observation on 01/28/26 at
approximately 2:00 PM, [Resident #1) was observed
sitting in the 5 south day room, in a Geri chair, The
residenl was alert to self only. The resident had a

slaff member sitting next to him. When asked, the staff
member stated that the resident is not ambulatory and
that someone sits next to him to make sure he doesn't
try to get up and fall.

During a face-to-face interview on 01/28/26 at 2:06 PM,
Employee #4 {5 south Unit Manager) stated, “[Resident
#1] has not exhibited any wandering behaviors for a
while now, at least a couple of months.”

Review of the resident’s progress noles and Treatment
Administration Record (TAR) for January 2026 showed no
documented evidence that he had any wandering
behaviors.

During a face-to-face interview on 02/04/26 at 10:43

AM, Employse #5 {(MDS Coordinator) reviewed the Resident
#1's January 2026 progress notes and TAR and stated,
“Section E is filled out by the Social Worker. | am not

sure why he coded wandering behaviors.”

During a face-to-face interview on 02/04/26 at 10:47

AM, Employae #6 (Social Worker), who completed section
E of the MDS assessment, reviewed Resident #1's January
2026 progress notes and TAR. When asked why he coded
the resident for having wandering behaviors that

occurred 4 to B days in the last 7 day look back

period, the employee stated, “He's (Resident #1) had a
history of wandering behaviors in the past but that

doesn't seem lo be the case now. This was a mislake. |

L0201
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will make a modification now.”
The evidence showed that facility staff inaccurately
coded Resident #1's Admission MDS assessment for having
wandering behaviors.
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