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Initial Comments

An unannounced Complaint/Facility Report
Incident survey was conducted at the facility on
January 23 - 31, 2025. Survey activities included
observations, record reviews, resident and
resident family interviews, and staff interviews.
The facility's census on the first day of the survey
was 253. The sample survey included 10
residents.

The following complaints were investigated during
this survey:

DC~12667,DC~12711, DC~12938, DC~13167,
DC~13305, DC~ 13417,

The following Facility Reported Incidents {FRI)
were investigated during this survey:

DC~ 10715, DC~10718, DC~10777, DC~10967,
DC-11101, DC~11859

After analysis of the findings, it was determined
that the facility was not in compliance with the
requirements at Title 228 District of Columbia
Municipal Regulation, Chapter 32 - Nursing
Facilities.

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

AMS - Altered Mental Status

ARD - Assessment Reference Date

AV- Arteriovenous

BID - Twice- a-day

B/P - Blood Pressure

cm - Centimeters

CFR- Code of Federal Regulations

CMS - Centers for Medicare and Medicaid
Services

CNA- Certified Nurse Aide

CRF - Community Residential Facility

L 000

Deanwood Rehabilitation and Wellness
Center 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
Pf correction (POC) is prepared and/ or
executed because it is required by State
and Federal laws
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CRNP- Certified Registered Nurse Practitioner
D.C. - District of Columbia

DCMR- District of Columbia Municipal
Regulations

D/C - Discontinue

DI - 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

Hrs - Hours

HS - hour of sleep

HSC - Health Service Center

HVAC - Heating ventitation/Air conditioning
ID - Intellectual disability

IDT - Interdisciplinary team

IPCP - Infection Prevention and Control Program
LPN - Licensed Practical Nurse

L - Liter

Lbs - Pounds (unit of mass)

MAR - Medication Administration Record
MD - Medical Doctor

MDS - Minimum Data Set

Mg - milligrams {mefric system unit of mass)
M - Minute

ML - milliliters (metric system measure of volume)
Mg/di - milligrams per deciliter

Mm/Hg - millimeters of mercury

MN - midnight

N/C - nasal cannula

Neuro - Neurclogical

NFPA - National Fire Protection Association
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NP - Nurse Practitioner

02 - Oxygen

PA - Physician's Assistant

PASRR - Preadmission screen and Resident
Review

Peg tube - Percutaneous Endoscopic
Gastrostomy

PO - by mouth

POA - Power of Attorney

PQOS - physician's order sheet

Prn - As needed

Pt - Patient

Q - Every

RD - Registered Dietitian

RN - Registered Nurse

ROM - Range of Motion

RP R/P - Responsible party

SBAR - Situation, Background, Assessment,
Recommendation

SCC - Special Care Center

Sol - Solution

SW - Sacial Worker

TAR - Treatment Administration Record
Ug - Microgram

3238.3 Nursing Facilities

Each room that is used by a resident shall be
maintained at a minimum temperature of
seventy-one degrees Fahrenheit (71°F}and a
maximum of eighty-one degrees Fahrenheit
(81°F) at all times when the room is occupied.

This Statute is not met as evidenced by:
Based on observations, and resident and staff
interview, the facility failed to maintain the
required comfortable air temperature range of
71°F to 81°F for one for one (1) of 10 sampled
residents. {Resident #2)

L. 000
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The findings included:

Resident #2 was admitted to the facility on
12/28/2020 with multiple diagnoses including
Hemiplegia, Cervical Disk Disorder and Morbid
Obesity.

A quarterly Minimum Data Set assessment dated
12/17/2024 documented that the resident had a
Brief Interview for Mental Status summary score
of "10" indicating that the resident's cognitive
status was moderately impaired.

Curing an observation on 1/23/2025 at 10:45am,
the resident was observed lying in bed alert,
oriented to name, place and time. At the time of
observation, the resident was lying in bed with a
heavy blanket covering her, stating that her room
has been cold for the past week. The resident
further stated that her room gets colder at night.
The resident added that she informed the nursing
staff her room was cold, but she couldn't recall
the nurse’s name. At the time of observation, the
resident's room air temperature was measured to
be at 66 °F.

During a second observation on 1/23/2025 at
2:45pm, the resident room air temperature was
measured to be at 68 °F at the fime of
observation. The resident was observed still lying
in bed in her room with a heavy blanket covering
her, saying that that her room was still cold.

During a face-to-face interview on 1/23/2025 at
2:45pm, Employee #3 (Maintenance Director)
and Employee #1 (Administrator) stated that they
were unaware of Resident #2's room temperature
not meeting the required temperature range of 71
to 81°F. Additionally, they stated that residents’

the licensed nurse and did not suffer any
negative outcome from this deficient
practice. The Maintenance
Manager/designee addressed the
emperature for the room on 01/23/25 and

nsured it was in compliance with
egulatory standards (between 71 to 819
F).

Il residents have the potential to be
affected by this deficient practice. An audit
was completed by the Maintenance
Manager for all current residents’ rooms to
ensure the temperature is within the range
of 71-81%F . This audit was completed on
02/21/25 . There were no negative findings
from this deficient practice.

Nurse Educator/ Designee will in-service all

nursing staff to report maintenance issues
imely. This education will be completed for
t least 85% of staff by 03/05/25.

n audit will be done by the Maintenance
Manager on a weekly basis to ensure
emperature for resident rooms are within
he range of 71-81F. This audit will be done

eekly for four (4) weeks and monthly for

0 (2) months. Findings to be reported to
he monthly QAPI for further
recommendations. All negative findings will
be corrected upon discovery.

Date of Compliance: 03/05/25
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roomn temperatures are monitored daily, but they
do not keep a record of it. They further stated that
there is an electronic system called "Reqqer” to
log maintenance job requests and record tasks
that are completed, but the system is hardly used.
Employee #3 added that most of the maintenance
jobs are completed as they are reported in person
to the maintenance team.

During an observation on 1/24/2025 at
approximately 9:50am, room air temperatures
were measured in 24 rooms located in different
spaces across the 2nd, 3rd, 4th and 5th floors.
Resident #2's room temperature was also
measured at this time and was 73 °F. At the time
of the observation, Resident #2 was observed in
her rocom lying in bed with a heavy blanket
covering her, again stating that her room was
cold, and colder at night.
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