District of Columbia State Department of Health

FORM APPROVE

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

HFDO2-0017

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A.BUILDING
B.WING

08/20/2025

(X3) DATE SURVEY COMPLETEC

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) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIO!
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
LooCo Initial Comments L0000 |Deanwood Rehabilitation and Wellness Center | g/16/25

An unannounced Complaints Survey was conducted at this
facility from August 19, 2025, to August 20, 2025.

Survey activities consisted of observations, record
reviews, and resident and staff interviews. The sample
included six (6} residents. The facility's census on

the first day of the survey was 253 residents.

The following Complaint was investigated: Intake
#2592951.

After analysis of the findings, it was determined that
the facility was not in compliance with the
requirements of 22B District of Columbia Municipal
Regulations (DCMR) Chapter 32 requirements for Long
Term Care Facilities.

Federal and State deficiencies were cited related to
the investigation.

The following is a directory of abbreviations and/or
acronyms that may be utilized in the report:
ADL — Activities of Daily Living

ADON - Assistant Director of Nursing

AMS - Altered Mental Status

ARD - Assessment Reference Date

AV - Arteriovenous

BID - Twice-a-day

BIMS - Brief Interview for Mental Status
B/P - Blood Pressure

CM - Cenlimeters

CFR - Code of Federal Regulations

LLC makes its best efforts to operate in
substantial compliance with both Federal and
State laws. Submission of this Plan of Correction
{POC) does not constitute an admission or
agreement by any party, its officers, directors,
employees, or agents as to the truth of the facts
alleged or the validity of the conditions set forth
on the statement of the deficiencies. This plan of
correction (POC) is prepared and/ or executed
because it is required by State and Federal

llaws.

Office of Primary Care and Health Systems Management
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CMS - Centers for Medicare and Medicaid Services
CNA - Certified Nurse Aide

CRF - Community Residential Facility

CRNP - Certified Registered Nurse Praclitioner
D.C. - District of Columbia

DCMR - District of Columbia Municipal Regulations
D/C - Discontinue

Ol - Deciliter

DMH - Department of Mental Health

DOH - Department of Health

DON - Director of Nursing

ED - Emergency Department

EKG - 12 lead Electrocardiogram

EMS - Emergency Medical Services {(911)

ER - Emergency room

F - Fahrenheit

FR. — French

FRI — Facility Reported Incident

G-tube - Gastrostomy tube

HR = Human Resources

HS - Hour of sleep

HSC - Health Service Center

HVAC - Healing ventilation/Air conditioning

1D - Intellectual disability

IDT - Interdisciplinary team

IPCP - Infection Prevention and Control Program

LPN - Licensed Practical Nurse
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L - Liter

Lbs - Pounds {unit of mass)

MAR - Medication Administration Record

MD - Medical Doctor

MDS - Minimum Data Set

Mg - milligrams (metric system unit of mass)

M - minute

ml - milliliters {metric system measure of volume)
mg/dl - milligrams per deciliter

mm/Hg - millimeters of mercury

MN - midnight

N/C - nasal canula

Neuro - Neurological

NFPA - National Fire Protection Association

NP - Nurse Praclitioner

02 - Oxygen

OT - Occupational Therapist/Therapy

PA - Physician's Assistant

PASRR - Preadmission Screen and Resident Review
Peg tube - Percutaneous Endoscopic Gastrostomy
PO - by mouth

POA - Power of Attorney

POS - physician's order sheet

Prn - As needed

Pt - Patient

PT - Physical Therapist/Therapy

Q - Every
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1.0000 Continued from page 3 LG0OO0D
RD - Registered Dietitian
RN - Registered Nurse
ROM - Range of Motion
RP R/P - Responsible party
SBAR - Situation, Background, Assessment,
Recommendation/Request
SCC - Special Care Center
Sol - Solution
SW — Social Worker
TAR - Treatment Administration Record
Ug - Microgram

L0052 3211.1 Nursing Facilities L0052

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
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;
(d) Protection from accident, injury, and infection;
{e}Encouragement, assistance, and training in self-care
and group activities;
(HEncouragement and assistance to:
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e Continued from page 4 Lo0s2 This deficiency cannot be retroactively corrected; | 9/16/25
{1)Gel out of the bed and dress or be dressed in his or however, Resident #1 received a clinical
her own clothing; and shoes or slippers, which shall be ssessment on 08/19/25 by the Nurse
clean and in good repair; Practitioner and did not suffer any negative
utcome from this deficient practice. The
S - S — pharmacy was contacted on 08/19/25 by the
{)Use the dining room i he or she is able; a Licensed nurse to deliver the correct strength
hich was received on 8/19/25 at 4pm. The
(3) Participate in meaningful social and recreational blister pack with the order for 0.5 tablet/25mg
activities; with eating; was removed from usable stock.
) ) ) All residents on Trazadone have the potential to
{g9) Prompt, unhurried assistance if he or she requires be affected by this deficient practice. A 100%
help with eating; . . )
or request help with eating audit was conducted by the Unit
Manager/designee for residents on Trazadone to
(h} Prescribed adaplive self-help devices o assist him ensure the correct dose is dispensed and
or her in eating available in the medication cart. There were no
findings from this audit. This audit was completed
independently; on 8/20/25.
(iyAssistance, if needed, with daily hygiene, including Nurse Educator/ Designee initiated in-services
oral acre; and or all licensed nurses on ensuring the correct
medication dose is available and actions to be
_ aken when discrepancies are identified. This
j)Prompt response to an activated call bell or call for ducation was completed for 90% of nursing staff
= on 09/16/25. Education will continue until 100%
This LICENSURE REQUIREMENT is NOT MET as evidenced b compliance has been achieved.
Based on observation, record review and staff An audit will be done by the Unit Managers to
interview, for one (1) of six {6} sampled residents, ensure there are no discrepancies with the
facility staff failed to ensure that Resident #1 had Trazadone medications dispensed by Pharmacy,
the correct Trazadone (antidepressant medication) dose ensuring that blister packs are not altered and
available for administration and failed to ensure that P ,
the resident received the correct dose of 50 MG the _Iabel _matChes_ the physician's order.‘Negatwe
(miliigrams) for five (5) days. memgs, .If any, will be corrected upon discovery.
This audit will be done weekly for four (4) weeks
The findings included: nd monthly for three (3) months. Findings to be
reported to the monthly QAPI for further
A facility policy titled “Administering Medications” recommendations.
CER A EIE s S I B Date of Compliance: 09/16/25
- Medications are administered in accordance with
prescriber's orders.
- The individual administering the medication checks
the label to verify the right medication, right dose,
right time and right method (route).
Resident #1 was admitted to the facility on 08/04/25
with mulliple diagnoses that included: Major Depressive
STATE FORM Event ID: 1D490E-H1  Facility |D: GRANTPARK
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L0052 Continued from page 5
Disorder, Adjustment Disorder, Unspecified Dementia,
and Metabolic Encephalopathy.

Review of the resident's medical record showed the
following:

A physician's order dated 08/04/25 that directed,
“Trazodone HCI (Hydrochloride) oral tablet 50 MG
{milligrams}, give 1 tablet by mouth at bedtime for
Depression.” It should be noted that this order was
discontinued on 08/08/25.

A care plan focus area: [Resident #1] uses
antidepressant medication, initiated on 08/06/25 had
interventions that included: Administer antidepressant
medications as ordered by physician.

A physician's order dated 08/08/25 directed, “Trazodone
HCI oral tablet 50 MG, give 0.5 tablet by mouth at
bedtime for Depression.”

An Admission Minimum Date Set (MDS) assessment dated
08/11/25 showed that facility staff coded: a Brief

Interview for Mental Status (BIMS) summary score of

02" indicating severely impaired cognitive function;

total mood severity score of “10”, indicating moderate
depression; and received antidepressant medications.

08/12/25 at 6:10 PM Nurses Note:

- At 5:30 PM, observed 911 on the floor heading towards
the resident’s room.

- Per 911 crew, they were calied by family who stated
that the resident has been sleeping and will not wake
up.

- Observed the resident in rcom sleeping and lethargic
but responded when called.

- Resident left facility with 911 crew at 6:20 PM,
accompanied by family.

08/13/25 at 6:50 PM Nurses Note:

- Resident returned to the facility from hospital in a
stretcher at approximately 6:45 PM.

08/14/25 at 7:00 PM Physician's Prcgress Note:
- Patient seen earlier. She had gone to the emergency

room (ER) for altered mental status and evaluated with
no new findings.

L0052
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L0160

Continued from page 6

A physician's order dated 08/14/25 directed, ‘“Trazodone
HCI oral tablet 50 MG, give 1 tablet by mouth at
bedtime for Depression.”

During an initial observation of the 2 south medication
cart 2 on 08/19/25 at 10:25 AM, it showed a blister
packet with Resident #1's name labeled, “Trazadone 50
MG tab[let]. Give 0.5 tablet by mouth at bedtime for
Depression.” The tablets were noted to be white and
were in half tablet form {25 MG).

Review of the Resident #1's Medication Administration
Record (MAR) for August 2025 showed that facility staff
documented a check mark and their initials 1o indicate
that the resident received “Trazodone HCI oral tablet
50 MG, 1 tablet by mouth at bedtime for Depression” on
08/14/25, 08/15/25, 08/16/25, 08/17/25 and 08/18/25.

During a face-to-face interview on 08/19/25 at
approximately 3:00 PM Employes #2 (Assistant Director

of Nursing/ADON), was asked how they were ensuring that
Resident #1 was receiving Trazadone 50 MG, 1 tablet
when the resident only had available 25 MG tablets.
Employee #2 stated, "A prudent nurse would know to give
two of the haif tablets to equal the 50 MG, but | don't

have a way of knowing if that is what was being done.”

The evidence showed that facility staff failed to

ensure that Resident #1 had the correct dose of
Trazadone 50 MG available for administration and failed
to ensure that the resident had received the correct
dose 08/14/25, 08/15/25, 08/16/25, 08/17/25 and
08/18/25 (five days).

It should be noted that Resident #1 did not suffer any
negative outcomes from this deficient practice.

3227.11 Nursing Facilities

No employee other than a pharmacist shall package,
repackage, return to a container or label in whole or
in part any medication, or alter in any way a
medication label.

This LICENSURE REQUIREMENT is NOT MET as evidenced b

Based on observations, record reviews and staff
interviews, for one (1) of six (6) sampled residents,
facility nursing staff failed to ensure that ane

resident received care and services according to
accepted standards of clinical nursing practice as
evidenced by no documented evidence that the physician
was notified prior to a licensed registered nurse

altering a resident’s medication order label. Resident

L0052

L0160
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Resident #1 received a clinical assessment on
The findings included: 08/19/25 by the Nurse Practitioner and no
adverse outcomes were identified. The physician
According to the National institute of Health (NiH) was contacted, and the suppor{ing
) . documentation was placed by the PRN nurse in
UWSIC il s i A L DL ) the resident's chart on 08/19/25 at 17:05 pm. The
s t:‘?t t:.]ey -d(:,nm hgvet:he authority to prescribe pharmacy was contacted on 08/19/25 by the
e Licensed nurse to deliver the correct strength
- Advanced Practice Registered Nurses (APRNs), which was received on 8/19/25 at 4pm. The
spegcifically nurse practitioners (NPs), do, with their blister pack with the order for 0.5 tablet/25mg
authority determined by state Nurse Practice Acts. was removed from usable stock.
hitps:/fwww.ncbi.nlm.nih.gov/books/NBKS74557/ All residents on Trazadone have the potential to
Afacility policy titled “Administering Medications” be affected by this deficient practice. A 100%
dated 01/2025 documented: |audit was conducted by the Unit
Manager/designee for residents on Trazadone to
- Medications are administered in accordance with ensure the correct dose is dispensed and
prescriber's orders. available in the medication cart. There were no
e el Enreo e, findings from this audit. This audit was completed
excessive for a resident, the person preparing or on 8/20/25.
administering the medication will contact the
resident’s attending physician to discuss the concerns. Nurse Educator/ Designee initiated an in-service
for all licensed nurses on ensuring the correct
A faciiity policy titied “Physician Medication Orders” medication dosage is available, blister packs are
dated 01/2025 documented: not altered, label matches the physician's order,
- Medications shall be administered only upon the and actions to be taken when discrepancies are
written order of a person duly licensed and authorized identified. This education was completed for 90%
1o prescribe such medications in this state. of nursing staff on 09/16/25. Education will
continue until 100% compliance has been
- All drug orders shall be entered into the electronic achieved.
medical record, dated and signed by the person lawfully
authorized to give such an order. An audit will be done by the Unit Managers to
Resident #1 was admitted to the facility on 08/04/25 ensure there are no discrepancies with the
with multiple diagnoses that included: Major Depressive Trazadone medications dispensed by Pharmacy,
Disorder, Adjustment Disorder, Unspecified Dementia, [to ensure that blister packs are not altered and
and Metabolic Encephalopathy. the label matches the physician's order. Negative
. o ) findings, if any, will be corrected upon discovery,
Rewgw of the resident’s medical record showed the This audit will be done weekly for four (4) weeks
foliowing: and monthly for three (3) months. Findings to be
A physician's order dated 08/08/25 directed, “Trazodone reported to the monthly QAPI for further
HCI (Hydrochloride) oral tablet 50 MG (milligrams), recommendations.
give 0.5 tablet by mouth at bedtime for Depression.” Date of Compliance: 09/16/25
This order was discontinued on 08/14/25.
An Admission Minimum Date Set (MDS) assessment dated
08/11/25 showed that facility staff coded: a Brief
interview for Mental Status (BIMS) summary score of
STATE FORM
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Lo160

Continued from page 8

“02" indicating severely impaired cognitive function;
total mood severity score of “10”, indicating moderate
depression; and received antidepressant medications.

A physician’s order dated 08/14/25 directed, “Trazodone
HCl oral tablet 50 MG, give 1 tablet by mouth at
bedtime for Depression.”

During an initial observation of the 2 south medication
cart 2 on 08/19/25 at 10:25 AM, it showed a blister
packet with Resident #1°s name labeled, *Trazadone 50
MG tab[let]). Give 0.5 tablet by mouth at bedtime for
Depression.” The tablets were noted to be white and
were in haif lablet form (25 MG). It should be noted
that the surveyor took a photo of the blister packet at
the time of the observation.

During a second observation of the 2 south medication
cart 2 on 08/19/25 at 2:42 PM it showed that the same
blister packet with Resident #1's name labeled,
“Trazadone 50 mg tab[let]” had been altered by a
facility staff, Facility staff crossed out “0.5" and

wrole in 2" so that the label now documented, “Give 2
tablet by mouth at bedtime for Depression 8/14/25."
During a face-to-face interview at the lime of the
observation, Employee #4 (2 south Unit Manager) was
asked who was responsible for altering the label and
physician's order on the blister packet, the employee
stated, “l don't know."

Review of Resident #1's progress noles from 08/14/25 to
the time of the second observation on 08/19/25 at 2:42
PM showed no documented evidence that any facility
staff had made the physician aware that Resident #1 had
only Trazadone 25 MG tablets available for
administration.

During a face-to-face interview on 08/19/25 at
approximately 3:00 PM, the findings were brought to the
attention of Employee #2 (Assistant Director of
Nursing/ADON). The employee acknowledged that the
pharmacy label for Resident #1's Trazadone blister
packet had been altered and stated, "An audit was done
by the PRN (as needed) nurse after you looked at the
medication cart and he found that the order did not
match what was in the cart.” When asked who gave the
PRN nurse the order medication order on the blister
packet label, Employee #2 stated, “Trazadone is nota
narcotic, 50 the nurses are allowed to use their own
judgement and make adjustments in order for the
resident to receive the correct dose.” When asked if
that is within the scope and practice of a licensed
registered nurse to make medication prescription crder
adjustments, Employee #2 stated, “That's what a prudent

L0160
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L0160 Continued from page 9 LO160
nurse would do.”
The evidence showed thal a licensed nurse, who did not
have prescribing authority, made medication
prescription order changes to Resident #1's Trazadone
medication order label with no evidence that the
resident's physician was made aware. . - .
Lk This deficiency cannot be retroactively corrected. | 9/16/25
L0199 3231.10 Nursing Facilities Lo1oo |Resident #1 received a clinical assessment on
08/19/25 by the Nurse Practitioner and no
Each medical record shall document the course of the adverse outcomes were identified. The pharmacy
resident's condition and treatment and serve as a basis was contacted on 08/19/25 by the Licensed
:°' i':"r"?w' LG MG RUC T G B TR nurse to deliver the correct dosefstrength which
esident. was received on 8/19/25 at 4pm. The blister pack
This LICENSURE REQUIREMENT is NOT MET as evidenced b with the order for 0.5 tablet/25mg was removed
from usable stock.
Based on abservation, record review and staff
interview, for one (1) of six sampled residents, All residents on Trazadone have the potential to
facility staff inaccurately documented that they be affected by this deficient practice. A 100%
a0 e was conducied by he U
' Manager/designes for residents on Trazadone to
The findings included: ensure the correct dose is dispensed and
available in the medication cart. There were no
findings from this audit. This audit was completed
A facility policy titled “"Administering Medications” on 8/20/25.
dated 01/2025 documented:
- Medications are administered in accordance with Nurse Educaton’ Designee inﬁtiated an in-service
prescriber's orders. or all Ilcenseld nurses on Eollcy and procedures
or Safe Medication Administration and
- The individual administering the medication checks Documentation ensuring the correct medication
the label to verify the right medication, right dose, trength is available and actions to be taken
right time and right method (route). hen discrepancies are identified. This education
. :
Resident #1 was admitted to the facility on 08/04/25 as completed for 90% of nursing staff on
with multiple diagnoses that included: Major Depressive 09/1 6"_25' Education will continue until 100%
Disorder, Adjustment Disarder, Unspecified Dementia, compliance has been achieved.
and Metabolic Encephalopathy.
An audit will be done by the Unit Managers to
Review of the resident's medical record showed the ensure there are no discrepancies with the
following: Trazadone medications dispensed by Pharmacy,
An Admission Minimum Date Set (MDS) assessment dated ensuring that blister packs are not altered and
08/11/25 showed thal facility staff coded: a Brief the label matches the physician's order. Negative
interview for Mental Status (BIMS) summary score of findings, if any, will be corrected upon discovery.
“02" indicating severely impaired cognitive function; This audit will be done weekly for four (4) weeks
total mood severity score of “10", indicating moderate and monthly for three {(3) months, Findings to be
depression; and received antidepressant medications. reported to the monthly QAPI for further
. ) " recommendations.
A physician's order dated 08/14/25 directed, “Trazodone ) )
HCI oral ablet 50 MG, give 1 tablet by mouth at Date of Compliance: 09/16/25
bedtime for Depression.”
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08/18/25.

Review of the Resident #1's Medication Administration
Record (MAR) for August 2025 showed that facility staff
documented a check mark and their initials to indicate
that the resident received “Trazodone HCI oral tablet
50 MG, 1 tablet by mouth at bedtime for Depression” on
08/14/25, 08/15/25, 08/16/25, 08/17/25 and 08/18/25.

During an observation of the 2 south medication cart 2
on 08/19/25 at 10:25 AM, it showed a blister packet
with Resident #1's name labeled, “Trazadone 50 MG
lab[let]. Give 0.5 tablet by mouth at bedtime for
Depression.” The tablets were noted to be white and
were in half tablet form (25 MG).

The evidence showed that Resident #1 only had Trazadone
25 MG {50 MG half tablets) avaitable for administration
however, facility staff documented that they

administered Trazodone 50 MG, 1 tablet by mouth at
bedtime on 08/14/25, 08/15/25, 08/16/25, 08/17/25 and

During a face-to-face interview on 08/19/25 at
approximately 3:00 PM Employee #2 (Assistant Director
of Nursing/ADON), acknowledged the findings and was
asked how they were ensuring that Resident #1 was
receiving Trazadone 50 MG, 1 tablet when the resident
only had available 25 MG tablets. Employee #2 stated,
“A prudent nurse would know to give two of the half
tablets to equal the 50 MG, but | don't have a way of
knowing if that is what was being done."

STATE FORM

Event ID: 1D490E-H1  Facility ID: GRANTPARK

If continuation sheet Page 11 of



