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L 000

initial Comments L 000

An unannounced Annual Licensure Survey was
conducted at this facility from August 05, 2024, to
August 08, 2024. Survey activities consisted of
observations, record reviews, and resident and
staff interviews. The sample included nine (9)
residents. The facility's census on the first day of
the survey was 14 residents.

The following Complaint was investigated:
DC~13006.

The following Facility Reported Incident (FRI} was
investigated: DC~11697.

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.

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
CRNP- Cenrtified Registered Nurse Practitioner
D.C. - District of Columbia

DCMR- District of Columbia Municipal
Regulations
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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
1D - 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 {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 cannula

Neuro - Neurological

NFPA - National Fire Protection Association
NP - Nurse Practitioner

O2 - Oxygen

PA - Physician's Assistant

PASRR - Preadmission screen and Resident
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Review
Peg tube - Percutaneous Endoscopic
Gastrostomy
PO - by mouth
POA - Power of Attorney
POS - 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 - Social Worker
TAR - Treatment Administration Record
Ug - Microgram
L 006/ 3201.5 Nursing Facilities L 006
1.The facility assessment for 2023 was
Each facility shall have written guidelines on the partially completed and presented during the
authority and responsibilities of the Administrator survey. It will be completed by the completion
and the Acting Administrator. date for the Plan of Correction.
This Statute is not met as evidenced by: . .
Based on record review and staff interview, the 2.All residents have the potential to be
facility's Administrator failed to conduct and impacted.
document a facility-wide assessment annually to . . -
determine what resources are necessary to care ?lirTohueg‘r?(t’r?:r:?ﬁ:;i;:ﬁ;;ﬁéﬁémmmg
zor 'fts [Zsudents ct? mpet'en:ly dc'lurln.g ::e d Association/ National Center for Assisted ;
ay-to-day operations (including nights an Living (AHCA/NCAL) portal in June/July 2024
weekends) and emergencies. The facility's on the facility assessment on the facility
census on the first day of the survey was 14. assessment and acknowledges the facility
) . policy on the same. The Administrator will
The findings included: educate staff who provide information for the
facility assessment on the components of the
Review of the facility's "SNF (skilled nursing assessment, the facility policy and the annual
— requirement
Health Regulation & Licensing Administration
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facility)-Administrative - 009" policy last reviewed 4.The Administrator will provide the
in January 2020, documented in part: completed facility to the COQ and Quality
- A facility assessment is conducted annually to Lead for review by
determine and update SNF's capacity to meet the the completions date of this POC. The
needs of and completely care for our residents Administrator will also ensure that the
during day-to-day operations. Determining our facility is completed
capacity to meet the needs of and care for our within 45 days of the end of the calendar
residents during emergencies is included in this year.
assessment. Itis the responsibility of the The facilit  will b tod
Administrator to lead this assessment with a 1o ﬁ‘ eaglgli?:;?ssu?;"cew; 0 de presente
gultndnscnpllnarydteam. Pgllzy :'F’c:oc‘edurteesc.i i:1. Performance Improvement Committee
Lo yea; s oo N StOmIEam once completed for review, and ongoing
conducts a amhty-mdg assessment to ensure as warranted.
that resources are available to meet the specific
needs of our residents." 5.Completion Date: 10/18/24
During the Recertification Survey conducted from
08/05/24 to 08/08/24, this surveyor met with
Employee #1 (Administrator) on 08/08/24 at10:00
AM, to inquire about the facility assessment. The
employee stated that the facility assessment was
last completed in 2022 and that there is not a
complete or current facility assessment.
Employee #1 further stated, "We are in the
process of reviewing and updated the facility
assessment. It is not complete." And provided the
surveyor a copy of the Facility Assessment for
2022.
The evidence showed that the facility was not in
compliance with completing its annual facitity
assessment.
L 051 3210.4 Nursing Facilities L 051
A charge nurse shall be responsible for the See next page.
following:
(a)Making daily resident visits to assess physical
Health Regulation & Licensing Administration
STATE FORM a5 XT8Y41 It continuation sheet 4 of 14




Health Regulation & Licensing Administration

PRINTED: 08/20/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/ICLIA {X2) MULTIPLE CONSTRLUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: , COMPLETED
A. BUILDING:
C
HCFDG20031 B. WING 08/08/2024

NAME OF PROVIDER OR SUPPLIER

THE HSC PEDIATRIC SKILLED NURSING FACI

STREET ADDRESS. CITY. STATE. ZIF CODE
1731 BUNKER HILL ROAD NE

WASHINGTON, DC 20017

and emotional status and implementing any
required nursing intervention;

(b)Reviewing medication records for
completeness, accuracy in the transcription of
physician orders, and adherences to stop-order
policies;

(c)Reviewing residents' plans of care for
appropriate goals and approaches, and revising
them as needed,

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

(e)Supervising and evaluating each nursing
employee on the unit; and

(fiKeeping the Directer of Nursing Services or his
or her designee informed about the status of
residents.

This Statute is not met as evidenced by:

Based on record review and staff interviews, for
four (4) of nine (9) sampled residents, facility staff
failed to develop comprehensive
resident-centered care plans. Residents' #9, #13,
#2 and #12.

The findings included:

Review of the facility's "Care Planning" dated
01/01/19 documented:

- [Facility Name] Care Pianning/Interdisciplinary
Team (IDT) is responsible for the deveiopment of
an individualized comprehensive care plan for
each resident.

- The care plan is based on resident's
comprehensive assessment and is developed by
a Care Planning/Interdisciplinary team.

1. (a) Resident # 13's care plan was
updated by the MDS Coordinator for use
of a penipheral IV device; use of an {V
antibiotic medication and that the resident
was on transmission-based precautions
during the survey on 8/8/24 in accordance
with the facility's policy and practice.

{b) Resident #13's care plan was updated
on 8/26/24 to reflect that the resident
receives an oral diet.

{c) Resident #2's care plan was updated on
8/26/24 to reflect the court ordered code
status.

(d) Resident #12's care plan was updated
on B/14/24 during the survey to reflect the
G-tube feeding.

2. Residents with diet orders, |V devices,
antibiotic medications, on isolation
precautions, with diet order, code status and
on tube feeding have the potential to be
impacted. An audit was conducted by the
MDS coordinator te identify current
residents with these interventions. Care
plans were initiated on the day of any new
orders in accordance with policy.

3. Licensed nurses will be educated on the
requirements to review and assist with
updating care plans for IV devices, isolation
precautions, medication changes diet
orders, code status and use of a G-tube in

accordance with regulations and facility policy.
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1. Facility staff failed to develop a care plan with
goals and interventions to address to address
Resident #9's use of peripheral intravenous
device (IV); use of an IV antibiotic medication;
and that he was on transmission-based
precautions (E. Coli in urine}.

Resident #9 was admitted to the facility on
01/14/22 with diagnoses that included: Recurrent
Urinary Tract Infection (UTI), Bilateral
Hydronephrosis, and Chronic Respiratory Failure,

Review of Resident #9's medical record revealed
the following:

A Quarterly Minimum Data Set (MDS) dated
05/18/24 that showed facility staff coded: a Brief
Interview for Mental Status (BIMS) summary
score of 15, indicating intact cognitive response;
had an indwelling catheter; always incontinent of
bowel and bladder; received Antibiotic
medications in the last 7 days; had an 1V access
and received |V medications.

A Laboratory Report dated 08/01/24 at 2:40 PM
documented, White Blood Cell (WBC) count
14.68 (high) celis per cubic millimeter of blood
(cellsfmm3}; normal range 4 - 11.

Physician's order dated 08/05/24 at 8:34 AM
directed, "Isolation type: contact, indication:
MDRO (Multi-Drug-Resistant Organism)."

Buring a tour of the unit on 08/05/24, at 9:55 AM,
Resident #9 was observed lying in bed, in his
room. The resident was noted to with a peripheral
IV to his left hand.

A Urine Cuiture Report dated 08/05/24 at 5:16 PM
documented:

{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
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4. The MDS Coordinator or DON will
conduct audits of residents with IV devices,
IV medications, isolation precautions, diet
changes, code changes and tube feeding
weekly for 6 weeks. Any discrepancies will
be updated/corrected upon discovery and
licensed staff will be reeducation

on the requirement to review and

update care plans.

Results of the audits will be reported to
the Quality Assurance and Performance
Improvement Committee for review on at
least a quarterly basis and ongoing as
warranted.

5.Completion Date for All Actions Unless

’ 10/18/24
Otherwise Noted:
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- More than 100, 000 colony-forming unit per
millilitre (cfu/ml) Providencia stuartii (50% of
total); more than 100, 000 cfu/ml Escherichia coli
{E.coli) {(50% of total).

A Physician's order dated 08/05/24 directed,
"Cefepime (antibiotic medication) 2,000 mg
{mitligrams)/50 ml (milliliters), premix IV, every 8
hours."

Review of the Resident #9's comprehensive care
plan on 08/07/24 showed no documented
evidence that facility staff developed a care plan
with goals and interventions to address use his
use of a peripheral |V; use of antibiotic
medications for UTI; or that he was not on
transmission-based contact precautions.

During a face-to-face interview on 08/07/24 at
3:46 PM, Employee #2 (Director of Nursing/DON)
reviewed the Resident #9's care plans,
acknowledged the finding, and stated, "Every
Friday, the IDT does do mini rounds and anything
immediate or newly identified, a care plan is
either developed or updated. Those must've been
missed."

2. Facility staff failed to develop a care plan with
goals and interventions to address that Resident
#13 received an oral diet.

Resident #13 was admitted to the facility on
04/15/24 with diagnoses that included:
Gastrostomy Status and Quadriplegia.

Review of Resident #13's medical record
revealed the following:

A Nutrition Follow-up Assessment dated 07/11/24
at 11:35 PM documented;
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L 051

Continued From page 7

- Over the past seven days (07/03/24 - 07/11/24)
[Resident #13] 100% of ordered gastrostomy tube
and free water flushes.

- He appears to be frequentiy refusing meals or
eating 10% to 40%.

- Recommendations: continue regular diet; if
patients weight continues to trend down with
refusal of PO (by mouth) feeds, suggest
increasing gastrostomy tube feedings.

A Quarterly MDS assessment dated 07/16/24
showed that facility staff coded: a BIMS summary
score of 09, indicting moderately impaired
cognition; dependent on staff for everyday
activities to include eating; no signs and
symptoms of swallowing disorder; received
nutrition 26 - 50 percent of nutrition via feeding
tube; and received mechanically altered oral diet.

A Physician's order dated 07/22/24 directed,
"Regutar diet International Dysphagia Diet
Standardization Initiative (IDDSI} level 7 - easy to
chew, upright in chair, cut in small, bites, follow
bites by sip of water, check mouth, make sure
swallows, limit distraction; Kate Farms (type of
nutritional tube feed) Pediatric blended meals 250
ml over 1 hour BID (twice a day) at 9:00 AM and
6:00 PM."

Review of Resident #13's comprehensive care
plan on 08/07/24 showed no documented
evidence that facility staff developed a care plan
with goals and interventions to address that the
resident received an oral diet.

During a face-to-face interview on 08/07/24 at
3:46 PM, Employee #2 (DON) reviewed the
Resident #13's care plans, acknowledged the
finding, and stated, "Every Friday, the IDT does
do mini rounds and anything immediate or newly

L 051
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identified, a care plan is either developed or
updated. This was missed."

3. Facility staff failed to develop and implement a
comprehensive person-centered care plan for
that addressed Resident #2's court ordered
decision for no cardiopulmonary resuscitation
(CPR), cardioversion/defibrillation, and no
administration of cardiac medications in the event
of a cardiac emergency.

Resident #2 was admitted to the facility 08/26/19
with multiple diagnoses that included: Anoxic
Brain Damage, Chronic Respiratory Failure, Brain
Damage Cortical Blindness, and Dependence on
Ventilator,

Review of Resident #2's medical record revealed
the following:

A court document dated 03/27/20 titled "Superior
Court of the District of Columbia Family Court
Juvenile and Neglect Branch" documented in
part:

- Further ordered that this court adopts treatment
parameters recommended by (Physician Name)
and orders that the following treatments shall be
withheld and not utilized in treatment and care of
[Resident #2] by hospitals, physicians, medical
professionals and their agents and/or employees,
who may be charged with providing his care: 1.
Cardiapulmenary resuscitation 2. Cardiac
compressions, 3. Medications to restart the heart,
4. Defibrillation and related procedures.

A Physician's Progress Note dated 07/30/24 at
10:34 AM documented the following: "On March
27 2020, Court order was provided based on
decision of health agent [Guardian's Name], that
indicates that in the event of a cardiac arrest,

L 051

Health Regul

ation & Licensing Administration

STATE FORM

i XT8Y 11 ¥ continuation sheet 9 of 14




Health Requlation & Licensin

Administration

PRINTED: 08/20/2024
FORMAPPROVED

CPR (including chest compressions,
cardioversion/defibrillation, cardiac meds
(medications) will not be performed. There are no
other changes to his current care plan.”

Review of the Resident #2's comprehensive care
plan on 08/08/24 at 12:30 PM showed no
documented evidence of a care plan with goals
and interventions that addressed the residents
code status.

During a face-to-face interview conducted on
08/08/24 at 4:55 PM, Employee #2 (DON)
acknowledged the findings and stated, "We did
not do a care plan for the code status because it
is documented in many places.”

4. Facility staff failed to develop a resident
person-centered comprehensive care plan with
goals and approaches for Resident #12's use of a
Gastrostomy-tube (G-tube) feeding.

Resident #12 was admitted to the facility on
04/03/24 with diagnoses that included: G - tube
Dependency, DiGeorge Syndrome, and Severe
Neurological Injury after Intracranial Hemorrhage.

Review of Resident #12's medical record
revealed the following:

A Nutrition Follow-Up Assessment dated 06/12/24
documented, "Nutrition order: Nutren 1.5 via GT
(gastric tube). Feed 300ml Sx/day at 6 am, 10
am, 2 pm, 6 pm, and 10 pm; Rate: 150ml/hrx2hrs.
Water flush:240ml 5x/day after each feed
(1200ml total).”

A Quarterly MDS dated 07/09/24 revealed that
facility staff coded "yes" for feeding tube-
nasogastric or abdominal (PEG} while a resident
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in the section for nutritional approaches.
Review of Resident #12's comprehensive care
plans on 08/08/24, that were last revised on
07/1224 showed no documented evidence that a
care plan was developed with goals and
approaches for his use of G-tube for nutrition.
During a face-to-face interview on 08/08/24 at
3:39 PM, Employee #2 (DON) acknowledged the
findings and stated that the care plans were being
reviewed.
L 143 3226.3 Nursing Facilities L 143
Each item necessary for the proper preparation
and administration of medication shall be 1.The expired syringes were immediately
available at each nursing station removed from the storage cabinet by the
This Statute is not met as evidenced by: DON and discarded.
Based on observations and staff interview, facility
staff failed to ensure that items necessary for the 2.The DON checked the other storage
proper preparation and administration of cabinets on the unit and no other expired
medications were available for use. supplies were , ;
located. All residents on which supplies
The findings included: are used have the potential to be
impacted.
During aq'observation on 08/05/24 at 12:35 PM 3.The DON or designee will in-service
of the unit's clean storage/supply, the following nursing staff to check for expiration dates
was noted: o on supplies
- Thirteen (13) Becton-Dickinson (BD), Luer-Lok before they are used, to notify Materials
Tip, 10 ML (milliliters) syringes stored for use that Management of any expired supplies and
had an expiration date of "05/31/2024". to dispose of any
expired supplies in the bin provided by
During a face-to-face interview on 08/05/24 at Materials Management.
12:39 PM, Employee #2 (Director of
Nursing/DON) acknowledged the findings and
stated, "l will remove them."
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numbers;

(d)Social security and other entitlement numbers;
(e)Date of admission, results of pre-admission
screening, admitting diagnoses, and final
diagnhoses;

(f)Date of discharge, and condition on discharge;

(g)Hospital discharge summaries or a transfer
form from the attending physician;

(hYMedical history and allergies;

(i)Descriptions of physical examination, diagnosis
and prognosis,

(i}Rehabilitation potential;

(k)Vaccine history, if applicable, and other
pertinent information about immune status in
relation to vaccine preventable disease;

{)Current status of resident’s condition;
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L 201 Continued From page 11 L 201
. - 4. The DON or designee will conduct weekl
L 201| 3231.12 Nursing Facilities AU audits for 6 weeks ?o ensure that there arey
. . . no expired
_Each mgdlcal record shall include the following items in storage cabinets. Any expired
information: items identified will be immediately removed
and staff will
(a)The resident's name,age, sex, date of birth, be re-educated as appropriate.
race, martial status home address, telephone
number, and religion; Results of the audit will be reported to the
Quality Assurance and Performance
(b)Full name, addresses and telephone numbers Improvement Committee for review on at
of the personal physician, dentist and interested least a quarterly basis and ongoing as
family member or sponsor; warranted,
(c)Medicaid, Medicare and health insurance 5.Completion Date for All Actions Unless 10/18/24

Otherwise Noted:
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{m)Physician progress notes which shall be
written at the time of observation 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 indicate a status quo
condition;

(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 recard of the resident’'s assessment and
ongoing reports of physical therapy, occupational
therapy, speech therapy, podiatry, dental,
therapeutic recreation, dietary, and social
services;

(9)The plan of care;
(rYConsent forms and advance directives; and

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

This Statute is not met as evidenced by:
Based on the record review and staff interview,
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L 201

Continued From page 13

for one (1) of nine (9) sampled residents, facility
staff failed to code Resident #10's current status
and condition for his use of bed rails on the
Minimum Data Set (MDS).

The findings included:

Resident #10 was admitted to the facility on
06/07/24 with multiple diagnoses including
Self-Injurious Behavior, Lesch- Nyhan Syndrome,
Developmental Delay, and Nephrocalcinosis.

Review of Resident #10's medical record showed
the following:

A physician's order note dated 06/07/24 at 4:36
PM documented, "Bed rails to be up when
resident is not directly supervised due to medical
and/ or developed safety concerns. The number
and position of side rails to be used are
specified."

An Admission MDS dated 06/12/24, showed that
facility staff coded: a Brief Interview for Mental
Status (BIMS) summary score of "08", indicating
moderate cognitive impairment; in Section P
(Restraints and Alarm), under "Physical
Restraints", bed rails was coded "0 - not used".

During an observation on 08/05/24, 08/06/24, and
08/07/24, Resident #10 was observed lying in
bed, with both side rails up and in use for the
resident's safety.

During a face-to-face interview conducted on
08/08/24 at 1:14 PM, Employee #2 (Director of
Nursing/DON) acknowledged the findings and
made no comments.

L 201
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