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An unannounced Recertification Survey was conducted at
this facility from December 4, 2025 through December
16, 2025. Survey activities consisted of observations,
record reviews, and resident and staff interviews. The

facility's census on the first day of the survey was 39
and the survey sample included 17 residents.

The following Facility Reported Incidents (FRI) and
Complaints were investigated during this survey:
DC2614606, DC230876, DC230877, DC230878 and DC230879
After analysis of the findings, it was determined that
the facility was not in compliance with the
requirements of 42 CFR Part 483, Subpart B, and
Requirements for Long-Term Care Facilities.
Federal and/or Local deficiencies were cited related to
the investigation(s) of DC2614606.

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- Certified Registered Nurse Practitioner

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
lays following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
ollowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
sarticipation.
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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

EKG - 12 lead Electrocardiogram

EMS - Emergency Medical Services (911)

F - Fahrenheit

FR.- French

G-tube- Gastrostomy tube

HR- Hour

HSC - Health Service Center

HVAC - Heating Ventilation/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 (metric system unit of mass)

M- minute

mL - milliliters (metric system measure of volume)

mg/d! - milligrams per deciliter
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mm/Hg - millimeters of mercury

MN midnight

N/C- nasal canula

Neuro - Neurological

NFPA - National Fire Protection Association

NP - Nurse Practitioner

02- Oxygen

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

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

TAR - Treatment Administration Record

Ug - Microgram

F0552 Right to be Informed/Make Treatment Decisions

§§=D
CFR(s): 483.10(c)(1)(4)(5)

FOO000

F0552

1/23/2026
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The resident has the right to be informed of, and
participate in, his or her treatment, including:

§483.10(c)(1) The right to be fully informed in
language that he or she can understand of his or her
total health status, including but not limited to, his
or her medical condition.

§483.10(c)(4) The right to be informed, in advance, of
the care to be furnished and the type of care giver or
professional that will furnish care.

§483.10(c)(5) The right to be informed in advance, by
the physician or other practitioner or professional, of
the risks and benefits of proposed care, of treatment
and treatment alternatives or treatment options and to
choose the alternative or option he or she prefers.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review and staff interview, for one (1)
of 17 sampled residents, facility failed to have
documented evidence that a resident or their
representative(s) was informed in advance of the
risks/benefits of proposed care and treatment options,
as well as alternatives. Resident #1.

The findings included:

A facility policy titled, “Change in Resident’s
Condition or Status and Family Notification” dated
09/18/25 documented in part, regardiess of the
resident’s current mental or physical condition, a
nurse or healthcare provider will inform the resident
of any changes in his/her medical care or nursing
treatments.

Resident #1 was admitted to the facility on 03/24/25
with multiple diagnoses that included: Depressive
Disorders and Insomnia.

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

Based on record review and staff interview, for
one (1) of seventeen (17) sampled residents, the
facility failed to have documented evidence that
the resident or their representative(s) was
informed in advance of the risks, benefits,
proposed care and treatment options, and
alternatives, as evidenced by Resident #1.

1. How the deficient practice was corrected
for the resident affected:

The facility reviewed Resident #1’s care and
treatment plan. The attending provider met with
Resident #1 and the resident’s representative on
January 23, 2026 to explain the care and
treatment options, including risks, benefits, and
alternatives. Documentation of this discussion
was completed and placed in the resident's
medical record to reflect informed consent.

2. How the facility will identify other residents
[who could be affected by the same deficient
practice:

'The Director of Nursing (DON) ADON, Unit
Managers conducted a facility-wide audit of
active resident medical records on January
16,2026 to ensure documented evidence of
informed consent for proposed care and
treatment. No other residents were found to be
affected by this deficient practice
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SS=D A face sheet that listed the resident’s spouse as his recurrence:

emergency contact #1.

A Quarterly Minimum Data Set (MDS) assessment dated
06/30/25 showed that facility staff coded: a Brief
Interview for Mental Status (BIMS) summary score of
07", indicating severe cognitive impairment; rejection

of care and wandering behavior occurred 1 to 3 days;
active diagnoses of Non-Alzheimer's Dementia, Anxiety
and Depression; and received Antidepressant and
Anticonvulsant medications.

Care plan focus area, “[Resident #1] has the potential
for side effects of psychotropic medications” created
on 07/03/25 had the following intervention, “discuss
and educate the resident/family for the needs in
prescribing the medications, including the
risk/benefits issues.”

Care plan focus area, “[Resident #1] has a behavior of
refusing ADL (activities of daily living) care” created
on 07/03/25 had the following intervention, “Review the
POC (plan of care) with MD (medical doctor); update
family with changes.”

A physician's order dated 07/15/25 directed, “Seroquel
(antipsychotic medication) Tablet, 25 MG (milligrams),
1 tablet at bedtime.” This order was discontinued on
08/26/25.

A physician’s order dated 08/07/25 directed, “Trazodone
(anti depression medication) tablet 100 MG, 1 tablet
for insomnia at bedtime.”

08/10/25 at 4:52 AM Nursing Progress Note: “Resident
alert and verbally responsive with confusion. No
behavioral incidents on shift. Reident (sp) slept

during the shift without incident. Trazadone 100mg in
progress; increased from Trazadone 50mg; no side
effects observed. Resident monitored closely during the
shift for safety. No s/s (signs and symptoms) of
pain/discomfort observed. Resident presently in bed at
this time."

A physician’s order dated 08/26/25 directed, “Seroquel
(antipsychotic medication) tablet; 25 MG, 1 tablet for
agitation at bedtime.”

» The facility revised its informed consent
policy on January 16, 2026 to clearly
define documentation requirements for
risks, benefits, and alternatives of care
and treatment.

e Nursing and clinical staff were re-
educated by Staff Educator on informed
consent requirements and proper
documentation practices on January 16,
2026. A standardized informed consent
form checklist was implemented on
January 16, 2026 to ensure completion
prior to initiating treatment.

4. How the facility will monitor to ensure the
deficient practice does not recur:

The DON or designee will conduct monthly audits
of resident records for informed consent
documentation. Audit results will be reviewed
during Quality Assurance and Performance
Improvement (QAPI) meetings. Any identified
noncompliance will result in immediate corrective
action and staff re-education as needed.

5. Date of compliance:
The facility achieved compliance on January 23,
2026

5. Responsible Staff
e DON or designee

e  Administrator (oversight
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Review of the resident’s medial record showed no
documented evidence that facility staff discussed or
educated Resident #1 or his representative(s)/family on
the needs in prescribing a new medication (Seroquel 25
MG) or that they were updated with changes, (increase
Trazadone 100 MG from 50 MG) to include the
risk/benefits issues.

During a face-to-face interview on 12/09/25 at 3:35 PM,
Employee #2 (Director of Nursing/DON) stated, “Nurses
are responsible for notifying the family for changes in
medications and treatments. It should be documented in
the progress notes. For anything significant, the

doctor should notify the resident's family.” When asked

if a resident starting a psychotropic medication is
something significant that should have been
communicated to the family and documented as such in
the progress notes, the employee stated, “Yes. | will
look and see what | can find pertaining to that.”

During a follow-up face-to-face interview on 12/10/25
at 8:05 AM, Employee #2 stated that she reviewed
Resident #1's medica record and could not find any
documentation to show that the resident or his
representative(s)/family were informed in advance of
the risks/benefits of proposed care and treatment
options, as well as alternatives.

Notify of Changes (Injury/Decline/Room, etc.)
CFR(s): 483.10(g)(14)(i)-(iv)(15)
§483.10(g)(14) Notification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which results in
injury and has the potential for requiring physician
intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial status
in either life-threatening conditions or clinical
complications);

(C) A need to alter treatment significantly (that is, a

F0552

F0580

Plan of Correction

Deficient Practice:

Based on record review and staff interview, for
one (1) of seventeen (17) sampled residents,
facility staff failed to have documented evidence
that the resident representative(s) were notified
when there was a need to alter treatment,
specifically the initiation of antipsychotic
medication, as evidenced by Resident #1.

1/2312026
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to adverse consequences, or to commence a new form of
treatment); or

(D) A decision to transfer or discharge the resident
from the facility as specified in §483.15(c)(1)(ii).

(ii) When making notification under paragraph
(9)(14)(i) of this section, the facility must ensure

that all pertinent information specified in

§483.15(c)(2) is available and provided upon request to
the physician.

(iii) The facility must also promptly notify the
resident and the resident representative, if any, when
there is-

(A) A change in room or roommate assignment as
specified in §483.10(e)(6); or

(B) A change in resident rights under Federal or State
law or regulations as specified in paragraph (e)(10) of
this section.

(iv) The facility must record and periodically update
the address (mailing and email) and phone number of the
resident

representative(s).

§483.10(g)(15)

Admission to a composite distinct part. A facility that
is a composite distinct part (as defined in §483.5)
must disclose in its admission agreement its physical
configuration, including the various locations that
comprise the composite distinct part, and must specify
the policies that apply to room changes between its
different locations under §483.15(c)(9).

This REQUIREMENT is NOT MET as evidenced by:

Based on record review and staff interview, for one (1)
of 17 sampled residents, facility staff failed to have
documented evidence that they notified the resident
representative(s) when there was a need to alter
treatment (started antipsychotic medication). Resident
#.

The findings included:

The facility reviewed Resident #1's medical

the resident’s representative of the initiation of

and alternatives on January 23, 2026. This
notification was documented in the resident’s
medical record to reflect compliance.

practice:
The Director of Nursing (DON), ADON, and the

residents receiving antipsychotic medications
January 16, 2026 to ensure documented
evidence of resident and/or representative
notification at the time of initiation or change in
treatment. No other residents were found with
this deficient practice.

3. Measures put into place to prevent
recurrence:

and notification policies to clearly require

record. The attending provider and DON notified

antipsychotic medication, including the reason for,
the medication, expected benefits, potential risks,

2. How the facility will identify other residents
who could be affected by the same deficient

Unit Managers conducted an audit of all current

'The facility updated its medication management

documentation of resident and/or representative
notification for any initiation or significant change
in psychotropic medications on January 16, 2026
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SS=D Resident #1 was admitted to the facility on 03/24/25

with multiple diagnoses that included: Depressive
Disorders and Insomnia.

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

A face sheet that listed the resident’s spouse as his
emergency contact #1.

A Quarterly Minimum Data Set (MDS) assessment dated
06/30/25 showed that facility staff coded: a Brief
Interview for Mental Status (BIMS) summary score of
"07", indicating severe cognitive impairment; rejection

of care and wandering behavior occurred 1 to 3 days;
active diagnoses of Non-Alzheimer's Dementia, Anxiety
and Depression; and received Antidepressant and
Anticonvulsant medications.

Care plan focus area, "[Resident #1] has the potential
for side effects of psychotropic medications” created
on 07/03/25 had the following intervention, "discuss
and educate the resident/family for the needs in
prescribing the medications, including the
risk/benefits issues.”

Care plan focus area, "[Resident #1] has a behavior of
refusing ADL (activities of daily living) care” created
on 07/03/25 had the following intervention, “Review the
POC (plan of care) with MD (medical doctor); update
family with changes.”

A physician’s order dated 07/15/25 directed, “Seroquel
(antipsychotic medication) Tablet, 25 MG (milligrams),
1 tablet at bedtime.” This order was discontinued on
08/26/25.

A physician's order dated 08/26/25 directed, “Seroquel
(antipsychotic medication) tablet; 25 MG, 1 tablet for
agitation at bedtime.”

Review of the resident's medial record showed no
documented evidence that facility staff notified
Resident #1’s representative(s) on 07/15/25 or on
08/26/25 when his treatment plan was altered when the
medical doctor ordered Seroquel 25 MG.

educated by the Staff Educator on
notification and documentation
requirements on January 16, 2026

e A standardized checklist was
implemented on January 16, 2026 to
ensure representative notification is
completed and documented prior to or
immediately following medication
changes.

e Nursing leadership will verify
documentation during medication change
reviews.

4. How the facility will monitor to ensure the
deficient practice does not recur:

The DON or designee will conduct monthly audits
of residents started on or having changes to
antipsychotic or other psychotropic medications
Audit findings will be reviewed through the
Quality Assurance and Performance
Improvement (QAPI) process, and corrective
action will be taken as needed immediately.

5. Date of compliance:
The facility achieved compliance on January 23,
2026

Responsible Staff
e DON or designee

e Administrator (oversight
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Continued from page 8

During a face-to-face interview on 12/09/25 at 3:35 PM,
Employee #2 (Director of Nursing/DON) stated, “Nurses
are responsible for notifying the family for changes in
medications and treatments. It should be documented in
the progress notes. For anything significant, the

doctor should notify the resident’s family.” When asked
if a resident starting a psychotropic medication is
something significant that should have been
communicated to the family and documented as such in
the progress notes, the employee stated, “Yes. | will
look and see what t can find pertaining to that.”

During a follow-up face-to-face interview on 12/10/25
at 8:05 AM, Employee #2 stated that she reviewed
Resident #1’s medica record and could not find any
documentation to show that the resident or his
representative(s)/family were informed in advance of
the risks/benefits of proposed care and treatment
options, as well as alternatives.

Accuracy of Assessments

CFR(s): 483.20(g)(h)(i)()

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the resident's

status.

§483.20(h) Coordination. A registered nurse must
conduct or coordinate each assessment with the
appropriate participation of health professionals.

§483.20(i) Certification.

§483.20(i)(1) A registered nurse must sign and certify
that the assessment is completed.

§483.20(i)(2) Each individual who completes a portion
of the assessment must sign and certify the accuracy of
that portion of the assessment.

§483.20()) Penalty for Falsification.

§483.20(j)(1) Under Medicare and Medicaid, an
individual who willfully and knowingly-

(i) Certifies a material and false statement in a

F0580

F0B41

Plan of Correction

Deficient Practice:

Based on observations, record review, and staff
interviews, for one (1) of seventeen (17) sampled
residents, facility staff failed to accurately code a
resident as receiving antibiotics on the admission
Minimum Data Set (MDS) assessment, as
evidenced by Resident #44.

1. How the deficient practice was corrected
for the resident affected:

The MDS Coordinator reviewed Resident #44’s
medical record and corrected the admission MDS
assessment to accurately reflect the resident’s
receipt of antibiotic therapy December 10, 2025.
The corrected MDS was submitted in accordance
with regulatory requirements December 17,
2025.

2. How the facility will identify other residents
who could be affected by the same deficient
practice:

The MDS Coordinator and the MDS Nurse
conducted an audit of recent MDS assessments
to verify accurate coding of antibiotic use on
December 10, 2025. No other residents were
found with same deficiency
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FO641 Continued from page 9 FO841 13. Measures put into place to prevent
SS=D resident assessment is subject to a civil money penalty recurrence:
of not more than $1,000 for each assessment; or é MDS team were re-educated by the Staff
(i) Causes another individual to certify a material Educator on the importance of accurate
and false statement in a resident assessment is subject MDS coding, including review of
to a civil money penalty or not more than $5,000 for 5 fE .
each assessment. medication administration records
(MARs) prior to completing MDS
§483.20(j)(2) Clinical disagreement does not constitute assessments on January 16, 2026
a material and false statement.
This REQUIREMENT is NOT MET as evidenced by: * Astandardized admission checklist was
implemented to ensure antibiotics and
Based on observations, record review, and staff other high-risk medications are reviewed
interviews for one (1) of seventeen sampled residents,
the facility staff failed to accurately code a Resident and accurately coded on the MDS on
as receiving antibiotics on an admission MDS January 16, 2026
assessment. Resident #44. The findings
included: Resident #44 was admitted to the facility on e  Supervisory review of admission MDS
11/11/25 with diagnoses that included: Infection and i
Inflammation Reaction due to Internal Left Knee asses_sn._lents wagiadded oD
Prosthesis, Bacterial Infection, Type 2 Diabetes submission.
Meliitus, Pressure Ulcer of Left Buttock Stage 3, and
Generalized Weakness. A review of Resident#44’s medical 4. How the facility will monitor to ensure the
record revealed the following: An Admission Note dated deficient practice does not recur:
11/11/25 that documented: "Resident is on Amoxicillin The MDS team will conduct monthly audits of
E:Iat\)llula)nate (Augmentin) 875 mg (milligram)-125 mg tab admission MDS assessments for accurate
tablet) po (by mouth) every twelve hours...." A i g ; : :
physician’s order dated 11/14/25 that directed: antibiotic coding . Results will be reviewed
“Amoxicillin-potassium clavulanate tablet; 875-125 mg; throth the Qua"ty Assurance and Peﬁormance
amt (amount): :1 tab; oral. Special Instructions: tmprovement (QAPI) process, and corrective
Administer 1 tab by mouth q (every) 12 hours for the actions will be implemented immediately.
septic joint of the knee. Prophylaxis.” A care plan
initiated 11/17/25 that documented: Problem” [Name of 5. Date of compliance:
Resident #44] is on antibiotic therapy indefinitely due The facility achieved compliance on January 23,
to left knee prosthetic joint sepsis. He is at risk of 2026
complications and adverse reactions from antibiotic
therapy...Approach: Administer antibiotics as ordered
..." A medication administration record (MAR) dated
11/14/25 to 12/07/25, which showed that facility staff 6. Responsible Staff
administered Amoxicillin clavulanate (Augmentin) 875- e MDS Team
-125 mg tab by mouth at 9:00 AM and 9:00 PM. An
admission Minimum Data Set assessment dated 11/18/25, e Administrator (oversight
which showed that the Resident had received an
anticoagulant, an opioid, and a hypoglycemic medication
within seven days of assessment. Of note, the admission
MDS assessment did not indicate that the Resident had
received an antibiotic medication or was currently on
antibiotic therapy. During a face-to-face interview
with Resident #44 on 12/08/25 at 11:42 AM, the resident
stated that he was on an antibiotic for an infection in
his knee. During a face-to-face interview on 12/08/25
at 2:01 PM, Employee #15 (MDS Coordinator) stated that
Resident #44 was admitted with a knee infection related
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to a knee surgery several years prior, and he was
receiving antibiotics while at the hospital and upon
admission to the facility. The Employee then stated
that this was an oversight and she would correct the
MDS right away.

Develop/Implement Comprehensive Care Plan
CFR(s): 483.21(b)(1)(3)
§483.21(b) Comprehensive Care Plans

§483.21(b)(1) The facility must develop and implement a
comprehensive person-centered care plan for each
resident, consistent with the resident rights set forth

at §483.10(c)(2) and §483.10(c)(3), that includes
measurable objectives and timeframes to meet a

resident's medical, nursing, and mental and

psychosocial needs that are identified in the
comprehensive assessment. The comprehensive care plan
must describe the following -

(i) The services that are to be furnished to attain or
maintain the resident's highest practicable physical,
mental, and psychosocial well-being as required under
§483.24, §483.25 or §483.40; and

(i) Any services that would otherwise be required

under §483.24, §483.25 or §483.40 but are not provided
due to the resident's exercise of rights under §483.10,
including the right to refuse treatment under
§483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will

provide as a result of PASARR recommendations. If a
facility disagrees with the findings of the PASARR, it
must indicate its rationale in the resident's medical
record.

(iv) In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and desired
outcomes.

(B) The resident's preference and potential for future
discharge. Facilities must document whether the
resident's desire to return to the community was
assessed and any referrals to local contact agencies
and/or other appropriate entities, for this purpose.

(C) Discharge plans in the comprehensive care plan, as
appropriate, in accordance with the requirements set

F0641

F0656

Develop/Implement Comprehensive Care Plan

Plan of Correction

Deficient Practice:

Based on record review and staff interviews, for
one (1) of seventeen (17) sampled residents,
facility staff failed to develop a care plan with
goals and interventions to address the resident’'s
ongoing dental issues, as evidenced by Resident
21,

1. How the deficient practice was corrected
for the resident affected:

The interdisciplinary team (IDT) reviewed
Resident #21’s medical and dental records. A
comprehensive care plan was developed to
address the resident’s ongoing dental issues,
including measurable goals, specific
interventions, monitoring parameters, and follow-
up with dental services as appropriate on
January 16, 2026. The updated care plan was
implemented and communicated to all relevant
staff January 16, 2026.

2. How the facility will identify other residents
who could be affected by the same deficient
practice:

The Director of Nursing (DON), ADON, Nurse
managers conducted a facility-wide audit of
resident care plans to identify any residents with
documented dental issues lacking corresponding
care plan goals and interventions on January 16,
2026. No other residents were found with similar
deficiency.

1/23/2026
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forth in paragraph (c) of this section.

§483.21(b)(3) The services provided or arranged by the
facility, as outlined by the comprehensive care plan,
must-

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is NOT MET as evidenced by:

Based on record review and staff interviews, for one
(1) of 17 sampled residents, facility staff failed to
develop a care plan with goals and interventions to
address the residents on-going dental issues. Resident
#21.

The findings included:

A facility policy titled, "Care Plans, Comprehensive
Person-Centered” dated 09/18/25 documented in part: A
comprehensive, person-centered care plan that includes
measurable objectives and timetables to mee the
resident’s physical and social needs is developed and
implemented for each resident.

Resident #21 was admitted to the facility on 04/27/24
with multiple diagnoses that included: Dementia,
Osteoporosis, and Ulcerative Colitis.

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

07/10/25 at 8:10 PM Nursing Progress Note: “During
supper meal this pm resident presented med nurse with a
metallic item that looks like a tooth cap. On Oral
assessment it was discovered that the resident was
missing a metallic cap from her Rt.(right) lower side

of her mouth matching the one already in place.
Resident deny c/o (complained of) pain and or
discomfort, was able to complete her supper meal
without difficulty. Responsible person [daughter's
name] made aware and plan to visit resident in the A.M
(7-11-25) and schedule Dental Appt."

08/15/25 at 1:08 PM Nursing Progress Note: “[Resident]
Left facility for dental appointment at 12:45pm with
daughter in stable condition. No distress noted, and no
pain voiced upon departure.”

FO656

3. Measures put into place to prevent
recurrence:

e Nursing and interdisciplinary team
members were re-educated by the Staff
Educator on comprehensive care
planning requirements, including oral and
dental care needs on January 16, 2026

e A care plan review checklist was
implemented to ensure dental concerns
are addressed during care plan
development and updates on January
16, 2026

e Supervisory review of care plans was
added during routine care plan meetings.

4. How the facility will monitor to ensure the
deficient practice does not recur:

The DON or designee will conduct monthly audits
of a sample of resident care to ensure dental
issues appropriately care planned. Audit results
will be reviewed through the Quality Assurance
and Performance Improvement (QAPI) program,
land corrective action will be taken as necessary.

5. Date of compliance:
The facility achieved compliance on January 23,
2026

6. Responsible Staff
e DON or designee

e  Administrator (oversight
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08/15/25 at 7:02 PM Nursing Progress Note: “Resident
returned from Dental appointment in company of her
daughter at 5:00pm in stable condition. Resident is to
follow up with [Dentist name] on 9/2/25 for a
procedure. Resident is to start a course of Antibiotic
Amoxicillin 500mg for 9 doses starting from evening of
9/1/25. Daughter will transport.”

09/02/25 at 2:50 PM Nursing Progress Note: “Left for
dental appointment around 1:50pm with daughter. No
distress noted upon departure.”

09/02/25 at 9:38 PM Nursing Progress Note: “Returned
from Dental appointment at 4:50pm. tooth extraction x2
upper right. Amoxicillin prophylaxis in progress. No
complain of pain. Soft diet for 48 hours.”

09/15/25 at 7:10 PM Nursing Progress Note: "Returned
from Dental Appt at 5:00pm accompanied by her Dtr.
resident in a pleasant mood and without verbai
complaints, has new order to rinse mouth with Peridex
mouth wash every night before bed time.”

A physician’s order dated 09/15/25 directed,
“Chlorhexidine gluconate mouthwash (Peridex), every
night before bedtime.”

A Quarterly Minimum Data Set (MDS) assessment dated
11/15/25 showed that facility staff coded the

following: severely impaired cognitive skills for

decision making; no broken or loosely fitting full or

partial denture (chipped, cracked, uncleanable, or
loose) or mouth or facial pain, discomfort or

difficulty with chewing.

12/02/25 at 7:52 AM Nursing Progress Note: "Resident
alert and verbally responsive, able to make needs
known. Resident has a dental appointment this morning.
Resident pick up time is 10:30am. Resident will be
picked up by daughter.”

12/02/25 at 2:33 PM Nursing Progress Note: “Resident
return to the unit at 2:30pm in a stable condition,

from her follow up dental appt. As per daughter, the
dental root canal procedure was not done, due to

F0656
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several cavites(sp) and infection in resident

teeth.They where encourage to schedule a follow up appt
for tooth extraction. Resident came back with a new
order of Amoxicillin 1 capsule PO (by mouth) X3
dailly(sp) for 7days, for oral infection. MD (medical
doctor) made aware and confirmed the order. Resident
daughter promise to schedule the appt and sent a copy
to the unit.”

A physician's order dated 12/02/25 directed,
“Amoxicillin capsule 500 mg, give 1 cap 3 times daily
for teeth infection (12/02/2025 - 12/08/2025)."

Review of the resident’'s comprehensive care plan showed
that facility staff failed to develop a care plan with

goals and interventions that addressed Resident #21’s
ongoing dental issues (cavities, infection, tooth
extractions).

During a face-to-face interview on 12/10/25 at 11:56

AM, Employee #10 (Charge Nurse) reviewed Resident#21’s
comprehensive care plan, acknowledged the findings and
stated, “There should be a dental care plan in place

and there is not. One will be started.”

Cross Reference 22B DCMR Sec. 3210.4

Care Plan Timing and Revision

CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans

§483.21(b)(2) A comprehensive care plan must be-

(i) Developed within 7 days after completion of the
comprehensive assessment.

(i) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the resident.

(D) A member of food and nutrition services staff.

F0656

Fo657

Deficient Practice:

Based on observations, record review, and staff
interviews, for one (1) of seventeen (17) sampled
residents, facility staff failed to revise or update
the resident’s respiratory care plan approaches
to address the resident’s refusal to wear a nasal
cannula to receive continuous oxygen as ordered
by the physician.
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(E) To the extent practicable, the participation of the
resident and the resident's representative(s). An
explanation must be included in a resident's medical
record if the participation of the resident and their
resident representative is determined not practicable
for the development of the resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as detemmined by the resident's needs or as
requested by the resident.

(iii)Reviewed and revised by the interdisciplinary team
after each assessment, including both the comprehensive
and quarterly review assessments.

This REQUIREMENT is NOT MET as evidenced by:

Based on observations, record review, and staff
interviews for one (1) of seventeen sampled residents,
the facility staff failed to revise or update a

resident's respiratory care plan approaches to address
the resident's refusal to wear his nasal cannula to
receive continuous oxygen per the physician’s order.
Resident #7 The findings included: Resident #7 was
admitted to the facility on 10/31/25 with diagnoses

that included: Chronic Respiratory Failure, Congestive
Heart Failure, Type 2 Diabetes Mellitus, and

Dementia. During an initial observation on 12/04/25 at
11:15 AM, Resident #7 was observed resting in his bed.
To the right of the head of the Resident’s bed was an
oxygen compressor, next to which was a nightstand.
Lying on top of the nightstand, with a paper towel
beneath it, was a nasal cannula connected to the oxygen
compressor via tubing. The Resident stated that he did
not like the nasal cannula and he did not need it. The
Resident spoke clearly during the interview with no
shortness of breath, In addition, Resident #7 was
observed not wearing the nasal cannula on the following
dates and times: 12/08/25 at 10:10 AM; 12/09/25 at
12:10 PM; and 12/10/25 at 1:38 PM. A review of Resident
#7’s medical record revealed the following: A care plan
edited on 11/03/25 documented: Problem: [Name of
Resident #7] requires use of oxygen therapy due to
medical dx (diagnosis) (CHF) (congestive heart

failure); Goal [Name of Resident #7] will not

experience SOB (shortness of breath) and will maintain
SPO2 (oxygen saturation) greater [than] 95% through the
next review date. Approaches: Administer oxygen at
2L/min via nasal cannula; If intervention(s) are not
effective, notify family and physician and reevaluate
care plan...Staff will check vital signs, administer
oxygen and breathing treatment as ordered, and report
to the physician.” A physician’s order dated 11/05/25
that directed: “O2 (oxygen) at 2 L (liters)/min

F0657

1. How the deficient practice was corrected
for the resident affected:

The interdisciplinary team (IDT) reviewed the
resident’s respiratory status and physician’s
order for Resident #7. On December 10, 2025, the
resident’s care plan was revised to address
refusal of the nasal cannula, including
individualized interventions such as education on
the importance of oxygen therapy, monitoring
oxygen saturation, offering alternative oxygen
delivery methods as appropriate, and notifying
the physician of ongoing refusals on December
10, 2025. Staff were informed of the updated
care plan and interventions were implemented
immediately.

2. How the facility will identify other residents
who could be affected by the same deficient
practice:

The Director of Nursing (DON) ADON, Nurse
managers conducted an audit of all residents
with active oxygen therapy orders to ensure care
plans were current and addressed any refusal or
noncompliance issues on December 10, 2025.
Any identified care plans lacking appropriate
interventions were updated immediately.

3. Measures put into place to prevent
recurrence:

e Nursing and interdisciplinary staff were
re-educated by the Staff Educator on
documenting refusals and updating care
plans accordingly on December 10, 2025

e A care plan review trigger was
implemented on December 10, 2025 to
prompt revision when residents refuse
ordered treatments.

=  Supervisory review of respiratory care
plans was added during routine care plan
meetings on December 10, 2025
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SS=D (mlnyte) via qasal::anula contmupt_:sly for chronic deficient practice does not recur:
respiratory failure.” A quarterly minimum data set . . .
(MDS) assessment dated 11/07/25 showed that the he DON or designee will conduct monthly audits
Resident had a Brief Interview for Mental Status (BIMS) of respiratory care plans for residents receiving
summary score of “12," indicating moderately impaired oxygen. Findings will be reviewed through the
cognition. In addition, the resident was coded as Quality Assurance and Performance
requiring continuous supplemental oxygen. Of note, Improvement (QAPI) program, and corrective
during the observat,ons from 12/04/25 'to 12/8/25 and actions will be taken as needed.
from 12/10/25, Resident #7 had an active order to
receive continuous oxygen via nasal cannula. In : .
addition, the Resident had an MDS assessment that 5. Date of compliance:
showed the Resident required oxygen continuously and The facility achieved compliance on January
had a care plan with intervention that directed: 23,2026
“Administer oxygen at 2L/min via nasal cannula. There
was no approach in the care plan to address the 6) Responsible Staff
resident’s refusal to wear the nasal cannula. During a s DON or designee
face-to-face interview on 12/05/25 at 1:26 PM, Employee
#16 (Licensed Practical Nurse/LPN), stated that e  Administrator (oversight
Resident #7 refused to keep the nasal cannula in his
nose. She added, “We try to encourage the Resident to
keep the nasal cannula on, but when we apply it, he
takes it off. When asked whether the resident's care
plan had been updated to reflect his refusal to wear
it, she said, "No, the charge nurse is responsible for
updating the care plan.” During a face-to-face
interview on 12/10/25 at 1:47 PM, Employee #17 (Charge
Nurse) stated that she was responsible for updating the
residents’ care plans. She added that she was familiar
with Resident #7 and stated that the Resident had an
order for continuous 02 via nasal cannula. She added
that he removes the nasal cannula and had to be
reminded to wear it. When asked if the Resident's
revised care plan included the resident’s refusal to
wear the nasal cannula or the staff's reminder for the
resident to wear it she stated No, and she acknowledged
the finding.
FO745 Provision of Medically Related Social Service FO745 1/23/2026
S§§=D
CFR(s): 483.40(d)
§483.40(d) The facility must provide medically-related Provision of Medically Related Social Service
social services to attain or maintain the highest F0745
practicable physical, mental and psychosocial Plan of Correction
well-being of each resident. Deficient Practice:
) _ . Based on record review and staff interviews, for
This REQUIREMENT is NOT MET as evidenced by: one (1) of seventeen (17) sampled residents,
B . N facility staff failed to have documented evidence
ased on record review and staff interviews, for one , . . -
(1) of 17 sampled residents, facilty staff failed to that the resident was provided with sufficient and
have documented evidence that a resident was provided appropriate social services to meet the resident's
with sufficient and appropriate social services to meet needs from the date of admission on 11/21/25
the resident’s needs from the date of her admission on through 12/10/25, a total of nineteen (19) days.
11/21/25 to 12/10/25, a total of 19 days.
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F0745 Continued from page 16 FO745 1. How the deficient practice was corrected | 1/23/2026
§$=D R R for the resident affected:
: ‘ The Social Services Director completed an
immediate assessment of the resident’s Resident
Resident #43 was admitted to the facility on 11/21/25 #43 psychosocial needs on December 10, 2025.
with multiple diagnoses that included: Acute on Chronic Appropriate social services interventions were
Diastolic (Congestive) Heart Failure, Atrial initiated, including resident and/or representative
Fibrillation, and Type 2 diabetes Meliitus. contact, care coordination, and documentation of
services provided. The resident’s record was
Review of the resident's medical record showed the uPda_ted to reflect ongoing and appropriate social
following: services support on December 10, 2025
2. How the facility will identify other residents
A face sheet that documented that the resident was her who could be affected by the same deficient
own representative. practice:
On December 10, 2025, the Social Services
A physician’s order dated 11/21/25 directed, “Discharge Director (fondUCted an audit of newly admitted
plan - return home; resident requires skilled nursing residents’ records to ensure timely SOCI_al
services.” services assessments and documentation were
completed. No other residents were found with
) this deficient practice.
A care plan focus area “Problem: Discharge Plan-
[Resident #43] admitted to a rehab facility and 3 M tint I t t
requires planning to facilitate a safe and appropriate - NIEASUrESIPRGINES PIACEIO PIETEI
discharge” initiated on11/24/25 had interventions that recurrence:
included, "SW (Social Worker) will identify self to s Social services staff were re-educated by
resident and family as the coordinator of care to the by the Staff Educator on
facilitate adjustment and provide a point of contact.” . .
documentation requirements and
timelines for initial and ongoing services
An Admission Minimum Data Set (MDS) assessment dated January 16, 2026
11/28/25 showed that facility staff coded: a Brief i
Interview for Mental Status (BIMS) summary score of - . .
“12", indicating moderately impaired cognitive status. * An admission checklist was lmplemented
on January 16, 2026 to ensure social
R i § | o showed th services assessments are completed
eview of the resident’s medical record showed that Eoim s :
from 11/21/25 to 12/10/25, a total of 19 days, there and documented within required
was no documented evidence that Resident #43 was timeframes.
provided sufficient and appropriate social services
that included advance care planning and discharge e Supervisory review of social services
planning. documentation was added for all new
admissions.
During a face-to-face interview on 12/10/25 at 2:13 PM,
Employee #11 (Director of Social Services) acknowledged
the findings and stated, ‘I have met with the resident
since she was admitted, and | have talked to the
daughter as well. | should've done a note to document
that we met and what was discussed. A discharge
planning meeting was scheduled for 12/04/25 but it was
canceled because the daughter could not come. | will
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FO745 Continued from page 17 FO745 (4. How the facility will monitor to ensure the | 1/23/2026
SS=D try and reschedule the discharge meeting for next deficient practice does not recur:
k.” . . . e .
wee The Social services Director or designee will
F0812 Food Procurement,Store/Prepare/Serve-Sanitary conduct monthly audits of social services
SS=E documentation for newly admitted residents.
CFR(s): 483.60(i)(1)(2) Audit results will be reviewed through the Quality
. . Assurance and Performance Improvement
§483.60(i) Food safety requirements. (QAPI) program, and corrective action will be
The facility must - taken as necessary immediately.
5. Date of compliance:
§483.60(i)(1) - Procure food from sources approved or The facility achieved compliance on January 23,
considered satisfactory by federal, state or local 2026
authorities.
F0812 |6. Responsible Staff
(i) This may include food items obtained directly from e Social worker Director
local producers, subject to applicable State and local
laws or regulations. ¢  Administrator (oversight
(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable safe
growing and food-handling practices. Plan of Correction
(iif) This provision does not preclude residents from Deficient Practice:
consuming foods not procured by the facility. Based on observations and interview during a
tour of dietary services on December 4, 2025, at
) " approximately 10:10 AM, facility staff failed to
§483.60(i)(2) - Store, prepare, distribute and serve prepare foods under sanitary conditions
food in accordance with professional standards for food Specifically one (1) gas fryer and one (1) flat grill
service safety. AN )
were soiled with cooked food residue; metal
This REQUIREMENT is NOT MET as evidenced by: blow-off caps on three (3) of eight (8) nozzles
above the flat grill and gas oven were soiled with
Based on observations and interview during a tour of a dark substance; and multiple pans (9 of 9 two-
;h:p‘r’c"i:;r:tzs‘;'3?150°£N':|’ef;z‘l?§esrt:'ﬁigﬁ:& ‘;‘; inch perforated pans, 7 of 7 four-inch hotel pans,
prepare foods under sanitary condition as evidenced by 7 of 7 four-inch quarter pans, and 12 Off12 Six-
as one (1) of one (1) gas fryer, and one (1) of one (1) inch pans) were stored wet on a ready-for-use
flat grill that were soiled with cooked food residue, shelf.
metal blow-off caps to (3) of eight (8) nozzles located
above the flat grill and the gas oven that were soiled 1. How the deficient practice was corrected
with a dark substance, and nine (9) of nine (9) 1for the affected area:
tyerich"perfalaid par JSeVEnIGPISISETSn () Dietary staff immediately cleaned and sanitized
four-inch hotel pans, seven (7) of seven (7) four-inch Ll cooki e i il 2 ety
quarter pans, and 12 of 12 six-inch pans that were - Ing equip ! g g AL
stored wet, on a ready-for-use shelf. flat grill, oven nozzles, and all pans stored wet.
\Wet pans were properly dried and stored
according to safe food handling standards. The
The findings include: dietary supervisor confirmed all equipment, and
) . utensils were clean, dry, and ready for use on
1. Cooking equipment such as one (1) of one (1) gas December 4.2025
fryer, and one (1) of one (1) of one (1) flat grill ’
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Fo812 Continued from page 18 _ FO812 2. How the facility will identify other areas or | 1/23/2026
SS=E were soiled with cooked food residue. items that could be affected by the same
deficient practice:
2. Metal blow off caps attached to three (3) of eight T_he D‘etary' Manager Con_dUCted a full audit of all
(8) nozzles to fire sprinkler heads located above one kitchen equipment, utensils, and storage areas to
(1) of one (1) gas oven, and one (1) of one (1) flat ensure proper cleaning, drying, and sanitation.
grill were soiled with accumulated dark and sticky Any additional items found out of compliance
material. were cleaned and sanitized immediately on
December 4.2025
3. Nine (9) of nine (9) two-inch perforated pans, seven .
(7) of seven (7) four-inch hotel pans, seven (7) of 3. Measures put into place to prevent
seven (7) four-inch quarter pans, and 12 of 12 six-inch recurrence.
pans were stored wet, on a ready-for-use shelf. o Dietary staff were re-educated by the
Staff Educator on proper cleaning,
Employee #6 acknowledged the findings during a sanitizing, and drying procedures for all
face-to-face interview on December 4, 2025, at equipment, utensils, and pans on
approximately 12:00 PM. December 4.2025.
F0842 Resident Records - Identifiable Information ! ) o
sSS=D e Arevised cleaning and sanitation
CFR(s): 483.20(f)(5),483.70(h)(1)-(5) checklist was implemented, including
ifi rin ipmen
§483.20(f)(5) Resident-identifiable information. SReciis:iepsyor ensy ,g Sgipment
and pans are free of residue, dry, and
(i) A facility may not release information that is stored appropriately January 16, 2026
resident-identifiable to the public.
) e Supervisory staff were instructed to
(i) The facility may release information that is . daily ¢l Sl d .
resident-identifiable to an agent only in accordance reVIeV\{ ally cleaning togs an Ve.”fy
with a contract under which the agent agrees not to use compliance before food preparation
or disclose the information except to the extent the begins.
facility itself is permitted to do so.
¢ Ongoing in-service training on safe food
§483.70(h) Medical records. handling and sanitation standards will
occur monthly
§483.70(h)(1) In accordance with accepted professional
standards and practices, the facility must maintain 4. How the facility will monitor to ensure the
medical records on each resident that are- deficient practice does not recur:
(i) Complete; . ; .
P The Dietary Manager or designee will perform
(iiy Accurately documented; daily audits of kitchen equipment and utensil
sanitation. Findings will be corrected
(iii) Readily accessible; and immediately. Findings will also be documented
NS ticall ed and reviewed in monthly QAPI meetings. Any
(iv) Systematically organize deficiencies will result in immediate corrective
action and re-education of staff.
§483.70(h)(2) The facility must keep confidential all
information contained in the resident's records,
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1/23/2026
F0842 Continued from page 19 5. Date of comp"ance:
SS=D regardless of the form or storage method of the The facility achieved compliance on January 23
records, except when release is- 2026 ’
(i) To the individual, or their resident representative
where permitted by applicable law; F0842
6. Responsible Staff
(i) Required by Law; s Dietary Manager or designee
(iii) For treatment, payment, or health care e  Administrator (oversight
operations, as permitted by and in compliance with 45
CFR 164.506;
(iv) For public health activities, reporting of abuse, Plan of Correction
neglect, or domestic violence, health oversight Deficient Practice:
activities, judicial and administrative proceedings, Based on record review and staff interviews. for
law enforcement purposes, organ donation purposes, . i
research purposes, or to coroners, medicat examiners, ong'(1) of sev_enteen (17) sampled resu;lents,
funeral directors, and to avert a serious threat to facility staff failed to ensure that the resident’s
health or safety as permitted by and in compliance with medical record contained consultant progress
45 CFR 164.512. notes from the resident’s dentist, as evidenced
by Resident #21.
§483.70(h)(3) The facility must safeguard medical 1. How the deficient practice was corrected
record information against loss, destruction, or for the resident affected:
R The facility obtained and filed the missing dental
progress notes for Resident #21 on December
§483.70(h)(4) Medical records must be retained for- 10, 2025. The resident’'s medical record was
updated to reflect the consultant’s findings and
(i) The period of time required by State law; or recommendations on December 10, 2025. Staff
(i) Five years from the date of discharge when there \év:rzgnr:]ci)tt;flggcgfréhe URSSISG,fECOR ([0 Snsuie
is no requirement in State law; or )
(iiiy For a minor, 3 years after a resident reaches 2. How the facility will identify other residents
legal age under State law. who could be affected by the same deficient
practice:
. ) The Director of Nursing (DON), DON and
§483.70(h)(5) The medical record must contain- Director of medical records conducted a facility-
(i) Sufficient information to identify the resident; wide audit of all residents with dental or other
consultant referrals to ensure that all consultant
(i) A record of the resident's assessments; progress notes were present and filed in each
resident’s medical record on December 10, 2025.
(iif) The comprehensive pian of care and services IAny missing documentation was obtained and
RICVISEH; filed immediately.
(iv) The results of any preadmission screening and
resident review evaluations and determinations
conducted by the State;
(v) Physician's, nurse's, and other licensed
professional's progress notes; and
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F0842 Continued from page 20 F0842 13, Measures put into place to prevent 1232026
SS=D (vi) Laboratory, radiology and other diagnostic

services reports as required under §483.50.
This REQUIREMENT is NOT MET as evidenced by:

Based on record review and staff interviews, for one
(1) of 17 sampled residents, facility staff failed to
ensure that a resident's medical record contained
consultant progress notes from the resident's dentist.
Resident #21.

The findings included:

A facility policy titled, “"Charting and Documentation”
dated September 2024, documented in part:

- - All services provided to the resident shall be
documented in the resident’s medical record.

- - The medical record should facilitate communication
between the interdisciplinary team regarding the
resident’s condition and response to care.

- - Documentation in the medical record may be
electronic, manual (paper) or a combination.

Resident #21 was admitted to the facility on 04/27/24
with multiple diagnoses that included: Dementia,
Osteoporosis, and Ulcerative Colitis.

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

07/10/25 at 8:10 PM Nursing Progress Note: “During
supper meal this pm resident presented med nurse with a
metallic item that looks like a tooth cap. On Oral
assessment it was discovered that the resident was
missing a metallic cap from her Rt.(right) lower side

of her mouth matching the one already in place.
Resident deny c/o (complained of) pain and or
discomfort, was able to complete her supper meal
without difficulty. Responsible person [daughter's
name] made aware and plan to visit resident in the A.M
(7-11-25) and schedule Dental Appt.”

08/15/25 at 1:08 PM Nursing Progress Note: “‘[Resident]
Left facility for dental appointment at 12:45pm with
daughter in stable condition. No distress noted, and no
pain voiced upon departure.”

recurrence:
¢ Nursing and medical records staff were
re-educated by the Staff Educator on
proper tracking, collection, and filing of
consultant notes on January 16,2026

e A tracking system/checklist was
implemented January 16,2026 to
monitor pending consultant reports and
ensure timely inclusion in the medical
record.

e Supervisory staff will verify that all
consultant notes are filed during weekly
record reviews.

4. How the facility will monitor to ensure the
deficient practice does not recur:

The DON, Medical record Director or designee
will conduct monthly audits of consultant
documentation for all residents. Audit results will
be reviewed through the Quality Assurance and
Performance Improvement (QAPI) program, and
corrective actions will be implemented as needed
immediately.

|5. Date of compliance:
The facility achieved compliance on January 23,
2026

6. Responsible Staff
e DON, Medical record Director or
designee

e  Administrator (oversight
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F0842
SS=D

Continued from page 21

08/15/25 at 7:02 PM Nursing Progress Note: "Resident
returned from Dental appointment in company of her
daughter at 5:00pm in stable condition. Resident is to
follow up with [Dentist name] on 9/2/25 for a
procedure. Resident is to start a course of Antibiotic
Amoxicillin 500mg for 9 doses starting from evening of
9/1/25. Daughter will transport.”

09/02/25 at 2:50 PM Nursing Progress Note: “Left for
dental appointment around 1:50pm with daughter. No
distress noted upon departure.”

09/02/25 at 9:38 PM Nursing Progress Note: “Returned
from Dental appointment at 4:50pm. tooth extraction x2
upper right. Amoxicillin prophylaxis in progress. No
complain of pain. Soft diet for 48 hours.”

09/15/25 at 7:10 PM Nursing Progress Note: “Returned
from Dental Appt at 5:00pm accompanied by her Dtr.
resident in a pleasant mood and without verbal
complaints, has new order to rinse mouth with Peridex
mouth wash every night before bed time.”

A physician's order dated 09/15/25 directed,
“Chlorhexidine gluconate mouthwash (Peridex), every
night before bedtime.”

A Quarterly Minimum Data Set (MDS) assessment dated
11/15/25 showed that facility staff coded the

following: severely impaired cognitive skills for

decision making.

12/02/25 at 7:52 AM Nursing Progress Note: “Resident
alert and verbally responsive, able to make needs
known. Resident has a dental appointment this morning.
Resident pick up time is 10:30am. Resident will be
picked up by daughter.”

12/02/25 at 2:33 PM Nursing Progress Note: “Resident
return to the unit at 2:30pm in a stable condition,

from her follow up dental appt. As per daughter, the
dental root canal procedure was not done, due to
several cavites (sp) and infection in resident

teeth.They where encourage to schedule a follow up appt
for tooth extraction. Resident came back with a new

F0842

1/23/2026

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

095026

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED

A.BUILDING 12/16/2025

B.WING

NAME OF PROVIDER OR SUPPLIER
KNOLLWOOD HSC

STREET ADDRESS, CITY, STATE, ZIP CODE

6200 OREGON AVE NW , WASHINGTON, District of Columbia,
20015

“ORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 1DD3FA-H1 Facility ID: KNOLLWOOD If continuation sheet Page 23 of 42



JEPARTMENT OF HEALTH AND HUMAN SERVICES
SENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
OMB NO. 0938-0391

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE
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SS=D

F0849
§S§=D

Continued from page 22

order of Amoxicillin 1 capsule PO (by mouth) X3 dailly
(sp) for 7days, for oral infection. MD (medical doctor)
made aware and confirmed the order. Resident daughter
promise to schedule the appt and sent a copy to the
unit.”

During a face-to-face interview on 12/10/25 at 11:56

AM, Employee #10 (Charge Nurse)r stated, “The resident
sees an outside dentist. The family scheduies the
appointments, and they come to pick her up and take
her. The dentist communicates with us via a consult
sheet where they write what they want us to do and what
procedure was done.” When asked where the consult
sheets are kept, Employee #10 stated the consult sheets
were kept in the resident’s paper chart.

Review of Resident #21’s electronic and manual (paper)
medical record had no documented evidence that it
contained any consult sheets from the resident’s dental
office visits.

During a face-to-face interview on 12/10/25 at 2:33 PM,
Employee #3 (Assistant Director of Nursing/ADON)
acknowledged the findings and stated, “I checked with
the nurses, looked everywhere and can't find the
documentation of what was communicated from the dental
office to the facility.”

Cross Reference 22B DCMR Sec. 3231.10.
Hospice Services

CFR(s): 483.70(n)(1)-(4)

§483.70(n) Hospice services.

§483.70(n)(1) A long-term care (LTC) facility may do
either of the following:

(i) Arrange for the provision of hospice services
through an agreement with one or more
Medicare-certified hospices.

(i) Not arrange for the provision of hospice services

at the facility through an agreement with a
Medicare-certified hospice and assist the resident in
transferring to a facility that will arrange for the
provision of hospice services when a resident requests
a transfer.

F0842

F0849

F0849

Hospice Services

Plan of Correction

Deficient Practice:

Based on observations, record review, and staff
interviews, for one (1) of seventeen (17) sampled
residents, facility staff failed to ensure that the
hospice agency complied with the hospice
agreement, including documentation of hospice
visits in the resident's medical record, as
evidenced by Resident #4.

1/23/2026
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F0849 Continued from page 23 F0849 1. How the deficient practice was corrected  |1/23/2026
§5=D . T for the resident affected:
§483.70(n)(2) If hospice care is furnished in an LTC The facility contacted the hospice agency to
facility through an agreement as specified in paragraph . y 3 Ll ; .p g y )
(0)(1)(i) of this section with a hospice, the LTC obtgln and file all missing visit documentation for
facility must meet the following requirements: Resident #4 on December 12, 2025. The
resident’s medical record was updated to include
(i) Ensure that the hospice services meet professional complete documentation of hospice visits,
staanrds and'prinf:iples tha_t_apply to individuals interventions, and follow-up on December 12,
prep Il eices Il NEN ATl iandito e 2025. Nursing staff were notified of the updated
timeliness of the services. I
record to ensure continuity of care.
(i) Have a written agreement with the hospice that is
signed by an authorized representative of the hospice 2. How the facility will identify other residents
and an authorized representative of the LTC facility who could be affected by the same deficient
before hospice care is furnished to any resident. The practice:
written agreement must set out at least the following: The Director of Nursing (DON), ADON and Nurse
(A} The services the hospice wil provide. Manggers conc_iucted an audit of all re3|deqt§
receiving hospice services to ensure that visit
(B) The hospice's responsibilities for determining the documentation from the hospice agency was
appropriate hospice plan of care as specified in present in each resident’'s medical record on
§418.112 (d) of this chapter. December 12, 2025. No other residents were
] o ) affected by this deficient practice
(C) The services the LTC facility will continue to
provide based on each resident's plan of care. 3. Measures put into place to prevent
(D) A communication process, including how the recurrence:
communication will be documented between the LTC ¢ Nursing and medical records staff were
facility and the hospice provider, to ensure that the re-educated by the Staff Educator on
needs of the resident are addressed and met 24 hours . . .
per day. tracking and filing hospice
documentation on January 16,2026
(E) A provision that the LTC facility immediately
notifies the hospice about the following: e A hospice tracking log was implemented
(1) A significant change in the resident's physical, o Jgnuary 1_6'2026 to ensgre tlmely
mental, social, or emotional status. receipt and filing of all hospice visit notes
and interventions.
(2) Clinical complications that suggest a need to alter
i Blan ef cais: s Supervisory staff will review hospice
(3) A need to transfer the resident from the facility documentation during weekly record
for any condition, audits to ensure compliance.
(4) The resident's death.
(F) A provision stating that the hospice assumes
responsibility for determining the appropriate course
of hospice care, including the determination to change
the level of services provided.
(G) An agreement that it is the LTC facility's
responsibility to furnish 24-hour room and board care,
meet the resident's personal care and nursing needs in
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Fo849 Continued from page 24 F0849 14, How the facility will monitor to ensure the | 1/23/2026
SS=D coordina}:ionr:lvitlh thcla r;ospice rep;esdentative, andt | deficient practice does not recur:
ensure that the level of care provided is appropriately . . .
based on the individual resident's needs. The DON or deSIgnee_ will COH'dUCt mqnthly audits
of all residents receiving hospice services to
(H) A delineation of the hospice's responsibilities, ensure that the hospice agency complied with
including but not limited to, providing medical the hospice agreement, including documentation
direction and management of the patient; nursing; of hospice visits in the resident's medical record.
counseling (including spiritual, dietary, and Any deficient practice will be corrected
bereavement); social work; providing medical supplies, immediately. Audit results will be reviewed
durable medical equipment, and drugs necessary for the th h th Q lity A d Perf
palliation of pain and symptoms associated with the roug e Quality Assurance and Ferformance
terminal iliness and related conditions; and all other Improvement (QAPI) program, and any
hospice services that are necessary for the care of the deficiencies will be addressed immediately.
resident's terminal illness and related conditions.
) . 5. Date of compliance:
(I) A provision that when the LTC facility personnel The facility achieved compliance on January 23
are responsible for the administration of prescribed b026 !
therapies, including those therapies determined
appropriate by the hospice and delineated in the .
hospice plan of care, the LTC facility personnel may Responsible Staff
administer the therapies where permitted by State law ¢ DON, Medical record Director or
and as specified by the LTC facility. designee
(J) A provision stating that the LTC facility must e  Administrator (oversight
report all alleged viclations involving mistreatment,
neglect, or verbal, mental, sexual, and physical abuse,
including injuries of unknown source, and
misappropriation of patient property by hospice
personnel, to the hospice administrator immediately
when the LTC facility becomes aware of the alleged
violation.
(K) A delineation of the responsibilities of the
hospice and the LTC facility to provide bereavement
services to LTC facility staff.
§483.70(n)(3) Each LTC facility arranging for the
provision of hospice care under a written agreement
must designate a member of the facility's
interdisciplinary team who is responsible for working
with hospice representatives to coordinate care to the
resident provided by the LTC facility staff and hospice
staff. The interdisciplinary team member must have a
clinical background, function within their State scope
of practice act, and have the ability to assess the
resident or have access to someone that has the skills
and capabilities to assess the resident.
The designated interdisciplinary team member is
responsible for the following:
(i) Collaborating with hospice representatives and
coordinating LTC facility staff participation in the
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F0849 Continued from page 25
8S=D hospice care planning process for those residents
receiving these services.

(ii) Communicating with hospice representatives and
other healthcare providers participating in the
provision of care for the terminal illness, related
conditions, and other conditions, to ensure quality of
care for the patient and family.

(iii) Ensuring that the LTC facility communicates with
the hospice medical director, the patient's attending
physician, and other practitioners participating in the
provision of care to the patient as needed to
coordinate the hospice care with the medical care
provided by other physicians.

(iv) Obtaining the following information from the
hospice:

(A) The most recent hospice plan of care specific to
each patient.

(B) Hospice election form.

(C) Physician certification and recertification of the
terminal iliness specific to each patient.

(D) Names and contact information for hospice personnel
involved in hospice care of each patient.

(E) Instructions on how to access the hospice's 24-hour
on-call system.

(F) Hospice medication information specific to each
patient.

(G) Hospice physician and attending physician (if any)
orders specific to each patient.

(v) Ensuring that the LTC facility staff provides
orientation in the policies and procedures of the
facility, including patient rights, appropriate forms,
and record keeping requirements, to hospice staff
furnishing care to LTC residents.

§483.70(n)(4) Each LTC facility providing hospice care
under a written agreement must ensure that each
resident's written plan of care includes both the most
recent hospice plan of care and a description of the
services furnished by the LTC facility to attain or
maintain the resident's highest practicable physical,
mental, and psychosocial well-being, as required at
§483.24.
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Continued from page 26
This REQUIREMENT is NOT MET as evidenced by:

Based on observations, record review, and staff
interviews for one (1) of seventeen sampled residents,
the facility staff failed to ensure that the hospice

agency complied with the hospice agreement, including
documentation of hospice visits in the resident's

medical record. Resident #4. The findings

included: Resident #4 was admitted to the facility on
06/08/18 with diagnoses that included: Quadriplegia,
Nontraumatic Subarachnoid Hemorrhage, Anoxic Brain
Damage, Acute Respiratory Disease, and Epilepsy. A
review of the written agreement between the hospice
agency and the facility for residents admitted to

hospice, dated 09/02/10, that documented: “...1V. Joint
Obligations...4.3 Communication. The parties will
communicate pertinent information, either verbally or

in the Residential Hospice Patient’s record, at least
weekly and/or at each hospice patient visit, to ensure
the needs of each Residential Hospice Patient are
addressed and met 24 hours per day. Documentation of
such communication shall be included in the Residential
Hospice Patient's medical record. A review of Resident
#4’s medical record revealed: A face sheet indicating
that the resident had a representative. A physician’s
order dated 08/32/23 that directed: “Admit patient to
[Name of Hospice Agency]: dx (Diagnosis):
Cerebrovascular Disease. Call [Name of Hospice Agency]
for any change in condition. A hospice contract between
the representative of Resident #4 and [Name of Hospice
Agency] was signed and dated on 08/31/23.A quarterly
minimum data set (MDS) assessment dated 12/09/25 that
documented that the Resident was rarely/never
understood, had memory problems, had severely impaired
cognition, and was receiving hospice services. A
hospice visit log dated 11/01/25 to 12/12/25 with ten
pages of signatures from the hospice Certified Nurse
Aides (CNAs), Licensed Practical Nurses (LPNs), and
Registered Nurses (RNs). Of note, there was no evidence
that the hospice staff documented the hospice visits in
Resident 3's medical record. During a face-to-face
interview on 12/12/25 at 2:11 PM, Employee #2 (Director
of Nursing), when asked how facility staff and hospice
staff communicate, stated that any nurse can
communicate with hospice. If there is any change in
condition for a resident receiving hospice services,
hospice and the family are notified, or if hospice
supplies are needed for a resident, hospice is

notified. She added that the hospice CNAs come in 2-3
times a week, and the nurses come in at least weekly to
provide care for hospice residents. They communicate
directly with the facility nurses when they come to see
the residents, or they document the care they provided
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F0849 Continued from page 27 F0849
SS=D in the progress notes. After reviewing the
hospice-facility written agreement contract, the
Employee acknowledged the finding.
F0851 Payroll Based Journal Foss1 |PBJ
SS=F F0851 Payroll Based Journal
CFR(s): 483.70(p)(1)-(5) Deficient Practice:
. . ) Based on record review and staff interviews,
§483.70(p) Mandatory submission of staffing information facility staff failed to submit the Payroll-Based
based on payroll data in a uniform format. . . ]
Journal (PBJ) staffing data on time and in a
Long-term care facilities must electronically submit to complete format .as_reqwrerd by the Centers for
CMS complete and accurate direct care staffing Medicare & Medicaid Services (CMS).
information, including information for agency and
contract staff, based on payroll and other verifiable 1. How the deficient practice was corrected:
and auditable data in a uniform format according to The facility immediately reviewed the missing
ificati i MS. . .
specifications established by C PBJ data in the correct format to CMS. This error
cannot retroactively be corrected. The most
§483.70(p)(1) Direct Care Staff. recent PBJ submission was on November
11,2025. All necessary corrections were verified
Direct Care Staff are those individuals who, through for accuracy and completeness. Facility is
interpersonal contact with residents or resident care currently in the process of submitting next PBJ
management, provide care and services to allow :
residents to attain or maintain the highest practicable data that is due February, 14, 2026
physical, mental, and psychosocial well-being. Direct
care staff does not include individuals whose primary . . .
duty is maintaining the physical environment of the 2. How the facility will identify other affected
long term care facility (for example, housekeeping). areas.:
The DON, Finance director and Human resource
o . representatives conducted a review of PBJ
§483.70(p)(2) Submission requirements. submission records for the past reporting periods
The facility must electronically submit to CMS complete to ensure that ?ll previous submissions were
and accurate direct care staffing information, complete and timely on December 18, 20_25.
including the following: Any gaps identified found cannot retroactively be
corrected.
(i) The category of work for each person on direct care
staff (including, but not limited to, whether the
individual is a registered nurse, licensed practical
nurse, licensed vocational nurse, certified nursing
assistant, therapist, or other type of medical
personnel as specified by CMS);
(i) Resident census data; and
(iii) Information on direct care staff turnover and
tenure, and on the hours of care provided by each
category of staff per resident per day (including, but
not limited to, start date, end date (as applicable),
and hours worked for each individual).
§483.70(p)(3) Distinguishing employee from agency and
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Fo851 Continued from page 28 . , F0851 I3, Measures put into place to prevent
SS=F contract staff. When reporting information about direct recurrence: 1/23/2026
care staff, the facility must specify whether the i - d PBJ -
individual is an employee of the facility, or is  The facility updated the submission
engaged by the facility under contract or through an policy January 20, 2026 to include clearly
agency. defined responsibilities, deadlines, and
verification procedures.
§483.70(p)(4) Data format. . .
e Staff responsible for PBJ reporting were
The facility must submit direct care staffing re-educated by the Staff Ed ucator/DON
information in the uniform format specified by CMS. on submission requirements, deadlines,
and CMS regulations on January 20,
§483.70(p)(5) Submission schedule. 2026
The facility must submit direct care staffing e A submission calendar and checklist
information on the schedule specified by CMS, but no S b_ ik
less frequently than quarterly. were implemented January 20, 2026 to
track all future PBJ submissions and
This REQUIREMENT is NOT MET as evidenced by: ensure they are completed on time and
Based on record review and staff interviewed facility accurately.
staff failed to submit the PBJ (Payroll-Based Journal) ) ] ]
staffing data on time and in the complete format as e Supervisory review of PBJ data will occur
required by CMS (Center for Medicare and Medicaid prior to submission to CMS to ensure
Services). . .
completeness and timeliness.
Findings include ... e . :
4. How the facility will monitor to ensure the
“Submission Timeliness and Accuracy Direct care deficient practice does not recur:
staffing and census data will be coliected quarterly The DON, Finance director and Human resource
and is required to be timely and accurate. Please refer representatives will audit PBJ submissions
to Table 1 for.a complete list of direct care sFaff monthly to verify timely and complete reporting.
that must be |n.cluded. Report Quarter: Staffing and udit results will be reviewed through the
census data will be collected for each fiscal quarter. facility’s Quality A d Perf
Staffing data includes the number of hours paid to work acl 'ty s Quality Assurance an € orm?nce_
by each staff member each day within a quarter. Census In_1provem_en_t (QAP_l) preram-_Any d_eﬁcnenmes
data includes the facility’s census on the last day of will result in immediate corrective action and staff
each of the three months in a quarter. The fiscal re-education.
quarters are as follows:
i 5. Date of compliance:
Fiscal Quarter 1. October 1 — December 31 The facility achieved compliance on January 23,
Fiscal Quarter 2. January 1 — March 31 2026
Fiscal Quarter 3. April 1- June 30 Responsible Staff _
e DON, Finance Director and Human
Fiscal Quarter 4. July 1- September 30 resource staff
Electronic Staffing Data Submission Payroll-Based e  Administrator (oversight
Journal Long-Term Care Facility Policy Manual Version
2.7 June 2025
“Deadline: Submissions must be received by the end of
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Continued from page 29

the 45th calendar day (11:59 PM Eastern Time) after the
last day in each fiscal quarter in order to be
considered timely. Facilities may enter and submit data
at any frequency throughout a quarter. The last
accepted submission received before the deadline will
be considered the facility's final submission.

Facilities may view their data submitted through
Certification and Survey Provider Enhanced Reports
(CASPER) and via the PBJ Online System. Please note,
once the final data file is uploaded, the facility must
check their Final File Validation Report, which can be
accessed in their CASPER folder, to verify that the
data was successfully submitted. It may take up to 24
hours to receive the validation report, so facilities

must allow for time to correct any errors and resubmit,
if necessary. The PBJ system will not accept any
submissions after the deadline. Accuracy: Staffing
information is required to be an accurate and complete
submission of a facility’s staffing records. Facilities
should run the staffing and census reports that are
available in CASPER to verify the accuracy and
completeness of their final submission and the accuracy
of their resident census prior to the submission
deadline. CMS will conduct audits to assess a

facility's compliance related to this requirement.
Facilities that do not meet these requirements will be
considered noncompliant and subject to enforcement
actions by CMS. Note: If a facility uses a vendor to
submit information on behalf of the nursing home, the
nursing home is still ultimately responsible for

meeting all the requirements.”

https://www.cms.gov/medicare/quality-initiatives-patien

t-assessment-instruments/nursinghomequalityinits/downlo
ads/pbj-policy-manual-final

A review of the Casper Report showed that in the third
quarter the facility staffing data was not recieved by
CMS and identifies the following areas of concern were
triggered:

Failed to submit data for the quarter (no data
submitted for 3rd quarter, Aprit 1— June 30)

One star staffing rating (star staffing rating equals

1)
Extensively low weekend staffing
No RN hours

Failed to have licensed nursing coverage 24 hours a day

F0851
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Continued from page 30

It should be noted that review of the staffing schedule
dated for April 2025, May 2025, June 30, 2025,
September 2025, October 2025, November 2025 and
December 2025, the facility is compliant. There were no
staffing concerns for extensively low weekend staffing,
no RN hours and or failed to have licensed nursing
coverage 24 hours a day.

A Telephone interview was conducted on 12/18/2025 at
1:17 pm concerning the reason the 3rd quarter PBJ data
was not submitted to CMS. He stated he submitted it on
the day of the deadline, but it was rejected by CMS. He
called about the staffing data and they did not give

him a chance to resubmit it. He stated that he sent the
data electronically on the date of the deadline and the
next day the report was returned as rejected. He stated
he will plan better to send the PBJ data information on
time and not by the deadline.

A face-to-face Interview conducted on 12/15/2025 at 2pm
with employee#1[administrator and Employee #2 [DON] to
make them aware that it is mandatory that the PBJ
staffing data be electronically transferred to CMS on

time and in the complete format as required by CMS
(Center for Medicare and Medicaid Services). They
acknowledged the findings with plans to transfer PBJ

data on time.

Infection Prevention & Control
CFR(s): 483.80(a)(1)(2)(4)(e)(P)
§483.80 Infection Control

The facility must establish and maintain an infection
prevention and control program designed to provide a
safe, sanitary and comfortable environment and to help
prevent the development and transmission of
communicable diseases and infections.

§483.80(a) Infection prevention and control program.

The facility must establish an infection prevention and
control program (IPCP) that must include, at a minimum,
the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections

and communicable diseases for all residents, staff,
volunteers, visitors, and other individuals providing

F0851

F0880

F0880
Infection Prevention & Control

Plan of Correction

Deficient Practice:

Based on observations, record review, and staff
interviews, for one (1) of seventeen (17) sampled
residents, facility staff failed to follow its policy for
a resident on enhanced barrier precautions.
Specifically, staff failed to wear proper personal
protective equipment (PPE), failed to post proper
signage on the resident’s door, and failed to
provide PPE supplies outside of the resident’s
room. Resident #6

1/23/2026
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F0&s0 Continued from page 31 F0880 (1, How the deficient practice was corrected  |1/23/2026
SS=D services under a contractual arrangement based upon the for the resident affected:
facility assessment conducted according to §483.71 and The facility i diately i . | ted
following accepted national standards; e_ acility 1mn_1e 1ately |mp emen e. propgr
barrier precautions for Resident #6, including
posting the appropriate signage, providing PPE
§483.80(a)(2) Written standards, policies, and outside the resident’s room, and ensuring all staff
procedures for the program, which must include, but are entering the room wore the required PPE on
not limited to: December 4, 2025. Staff were immediately re-
(i) A system of surveillance designed to identify Educate.d on proper PPE use and barrier
possible communicable diseases or precaution protocols on December 4, 2025.
infections before they can spread to other persons in 2. How the facility will identify other re§i‘_je“ts
the facility; who could be affected by the same deficient
practice:
(iiy When and to whom possible incidents of The infection Preventionist (IP) and Nursing
communicable disease or infections should be reported; Supervisor conducted a facility-wide audit of all
(iii) Standard and transmission-based precautions to be residents on ?nhance_dhol:l;lgsglatlon precaUtlons to
followed to prevent spread of infections; e_nsure comp 'ancje W't requ'rements’.
sighage, and availability of PPE outside resident
(ivyWhen and how isolation should be used for a rooms on December 4, 2025. No other residents
resident; including but not limited to: were affected by this deficient practice .
(A) The type and duration of the isolation, depending 3. Measures put into place to prevent
upon the infectious agent or organism involved, and :
recurrence:
(B) A requirement that the isolation should be the » Staff were re-educated by the Staff
least restrictive possible for the resident under the Educator on the facility’s policy for
cireumstances, enhanced barrier precautions, including
(v) The circumstances under which the facility must proper PPE use, signage, and PPE
prohibit employees with a communicable disease or availability on December 4, 2025.
infected skin lesions from direct contact with
residents or their food, if direct contact will e The Infection Preventionist updated and
transmit the disease; and . . .
reinforced the checklist for residents
(vi) The hand hygiene procedures to be followed by staff requiring enhanced barrier precautions
involved in direct resident contact. on December 4. 2025.
§483.80(a)(4) A system for recording incidents * Supervisory staff were instructed to verify
identified under the facility's IPCP and the corrective adherence to barrier precautions at the
actions taken by the facility. beginning of each shift and during
routine rounding.
§483.80(e) Linens. . g
e PPE supply stations and signage were
Personnel must handle, store, process, and transport checked daily to ensure proper
linens so as to prevent the spread of infection. availability and placement
§483.80(f) Annual review,
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Continued from page 32
The facility will conduct an annual review of its IPCP
and update their program, as necessary.

This REQUIREMENT is NOT MET as evidenced by:

Based on observations, record review, and staff
interviews for one (1) of seventeen sampled residents,
the facility staff failed to follow its policy for a

resident on enhanced barrier precautions by: failing to
wear proper PPE, failing to post proper signage on the
Resident's door, and failing to provide PPE supplies
outside of the Resident's room, Resident #6 The
findings included: A facility policy entitled,”

Enhanced Barrier Precautions (EBP)," effective on
03/01/25, that documented: "Definitions. 3.1 Enhanced
Barrier Precautions (EBP): A set of practices requiring
the use of gloves and gown during high-contact resident
care activities...3.2 High Contact Resident Care
Activities. Examples include: ...Wound care and device
care (e.g., catheters, feeding tubes)...6. Procedures:

6.1 Personal Protective Equipment (PPE) Requirements:
Gloves and a gown must be worn during all high-contact
resident care activities for residents under EBP. PPE
must be donned upon entry to the resident’s room or
care space when high-contact care will occur. PPE must
be doffed before exiting the room and discarded
appropriately. Hand hygiene must be performed before
donning and doffing PPE.6.2 Room Signage. A
standardized EBP sign will be posted at the room
entrance. Signage will clearly indicate the requirement
for gown and gloves during high-contact care
activities."Resident #6 was admitted to the facility on
11/03/25 with diagnoses that included: Severe
Protein-calorie Malnutrition, Secondary Malignant
Neoplasm, Acute Embolism and Thrombosis, Dysphagia,
Encounter for Gastrostomy, and Adult Failure to

Thrive. During an observation on 12/04/25 at 1:04 PM,
the Resident was lying in bed with his head slightly
elevated. Next to the Resident’s bed was a feeding pump
that was delivering enteral nutrition (tube feeding) to
Resident #6 via his gastrostomy tube (G-tube). After

the Resident’s tube feeding stopped, Employee #16 was
observed changing the dressing to the Resident's G-tube
site.Before entering Resident#6's room, Employee #16
washed her hands and applied (donned) gloves, per the
facility’s EBP policy. The Employee did not apply a
gown as required by policy. The Employee removed the
old dressing from the Resident’s G-tube site, cleaned
the site with normal saline per the physician's orders,
and applied a clean, dry dressing. Employee #16 removed
(doffed) her gloves per facility policy and washed her
hands before exiting the Resident's room. Of note, the
resident’s room door had no signage on it to indicate
that the resident was on enhanced barrier precautions.”

F0880

4. How the facility will monitor to ensure the
deficient practice does not recur:

IThe DON, ADON, Nurse manages and Nursing
Supervisor will conduct daily audits of residents
on enhanced barrier precautions. Any deficient
practice will be corrected immediately. Audit
results will be reviewed through the facility’s
Quality Assurance and Performance
Improvement (QAPI) program quarterly . Any
identified noncompliance will result in immediate
corrective action and re-education of staff.

5. Date of compliance:
The facility achieved compliance January 23,
2026

Responsible Staff
¢ ADON/ICP, DON

e  Administrator (oversight

1/23/2026
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Continued from page 33

in addition, there was no cart with PPE supplies for

staff to use when performing a high-contact care

activity with the Resident. A review of Resident #6's

medical record revealed: A physician's order dated
11/03/25 that directed: "NPO (Nothing by mouth) G-Tube
please.” A physician's order dated 11/03/25 that

directed: "Cleanse G-tube site once a day (Feeding

start time) with NSS (normal saline solution), pat dry,

apply 4x4 split gauze to the area, and (secure gently

with tape/do not tape — depending on resident’s

cognition level). Once a day, 11:00 PM- 07:00 AM.” A
physician’s order dated 11/05/25 that directed:

“Osmolite 1.2 95 cc (cubic centimeters) per hour for 18
hours, up at 6 PM and down at 12 PM, to provide 2025

kcal (kilocalories), 96 grm (grams) protein, total

volume: 2510 cc, once a day; 06:00 PM.A physician's
order dated 11/05/25 that directed: “Take tube feeding
down at 12 PM noon, once a day; 12:00 PM."An admission
minimum data set (MDS) assessment dated 11/10/25, which
showed that the Resident had a Brief Interview for

Mental Status (BIMS) summary score of "14,” indicating
that the Resident had intact cognition, had received

51% or more of his total daily calories via a feeding

tube while a resident in the facility within the last 7

days. Based on the facility’s policy and review of

Resident #6's medical record, the Resident should have
been on Enhanced Barrier Precautions and facility staff
should have followed the protocol of posting EBP

signage on the Resident’s door, placing a cart of PPE
supplies outside of the Resident’s room and applying a
gown and gloves when providing high-contact activities
(G-tube dressing changes) for the resident. During a
face-to-face interview on 12/04/25 at 1:15 PM, Employee
#16 stated that Resident #6 was on Enhanced Barrier
Precautions because he had a G-tube. When asked why the
Resident had no signage indicating that the Resident
was on EBP, she stated that the Resident had a bed
change and that things were moved. She stated that
yesterday the signage was on the Resident’s door, and a
cart with PPE for staff to use when performing
high-activity care for the Resident was outside the
Resident’s room; today, it was missing. When asked why
she had not worn a gown during the Resident's G-tube
site dressing change, she stated, ‘I always apply a
gown and gloves, but | don’t know what happened today."
The Employee then acknowledged the findings.

Influenza and Pneumococcal Immunizations
CFR(s): 483.80(d)(1)2)
§483.80(d) Influenza and pneumococcal immunizations

§483.80(d)(1) Influenza. The facility must develop

F0880

F0883
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Fogs3 Continued from page 34 F0883 [Influenza and Pneumococcal Immunizations 1/23/2026
SS=D policies and procedures to ensure that- Plan of Correction

(i} Before offering the influenza immunization, each
resident or the resident's representative receives
education regarding the benefits and potential side
effects of the immunization;

(i) Each resident is offered an influenza immunization
October 1 through March 31 annually, uniess the
immunization is medically contraindicated or the
resident has already been immunized during this time
period,;

(iiiy The resident or the resident's representative has
the opportunity to refuse immunization; and

(iv) The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative was
provided education regarding the benefits and potential
side effects of influenza immunization; and

(B) That the resident either received the influenza
immunization or did not receive the influenza
immunization due to medical contraindications or
refusal.

§483.80(d)(2) Pneumococcal disease. The facility must
develop policies and procedures to ensure that-

(i) Before offering the pneumococcal immunization, each
resident or the resident's representative receives
education regarding the benefits and potential side
effects of the immunization;

(i) Each resident is offered a pneumococcal
immunization, unless the immunization is medically
contraindicated or the resident has already been
immunized;

(iti) The resident or the resident's representative has
the opportunity to refuse immunization; and

(iv) The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative was
provided education regarding the benefits and potential
side effects of pneumococcal immunization; and

Deficient Practice:

Based on observations, record review, and staff
interviews, for two (2) of seventeen (17) sampled
residents, facility staff failed to provide education
on the potential risks and benefits of receiving
the pneumococcal vaccine before administering
the vaccines, as evidenced by Residents #21
and #37.

1. How the deficient practice was corrected
for the residents affected:

This deficiency cannot retroactively be corrected
as both residents has already received the
lvaccination. However, the ADON provided
education to Residents #21 and #37 regarding
the risks, benefits, and alternatives of the
pneumococcal vaccine on December 10, 2025.

2. How the facility will identify other residents
who could be affected by the same deficient
practice:

The DON, ADON and the Nurse Managers
reviewed all residents on December 10, 2025,
who recently received pneumococcal vaccines to
ensure that proper education regarding risks and
benefits was provided and documented. No other
residents were affected by this deficient practice.
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SS=D (B) That the resident either received the pneumococcal 3. Measures put into place to prevent 1/23/2026
immunization or did not receive the pneumococcal recurrence:
|rr;1f:1$uar;lzatlon due to medical contraindication or « on December 10, 2025, Nursing Staff

were re-educated by the Staff Educator
This REQUIREMENT is NOT MET as evidenced by: on the facility’s vaccination policy,
Based on observations, record review, and staff including the requirement to provide and
interviews for two (2) of the seventeen sampled document education on risks, benefits,
residents, the facility staff failed to provide and alternatives before vaccine
education on the potential risks and benefits of . )
receiving the pneumocaccal vaccine before administering administration.
the vaccines to residents. Residents #21 and #37. The . I .
findings included: A facility policy entitled, * A standardized vaccination education
“Pneumococcal Vaccine,” revised on 09/18/25, that form was implemented on December 10,
documented: “Policy Interpretation and Implementation, 2025 to document resident education
...3. Before receiving a pneumococcal vaccine, the . .
resident or legal representative receives information and acknowledgment prior to vaccine
and education about its benefits and potential side administration.
effects...Provisions of such education shall be
documented in the resident’s medical record: 1.Resident e Supervisory staff will review vaccine
#21 was admitted to the facility on 04/27/24 with . . . i
diagnoses that included: Unspecified Dementia, Wedge education documentation during routine
Compression Fracture of Fourth Lumbar Vertebra, medication and immunization audits.
Age-related Osteoporosis, Ulcerative Colitis, and
Unspecified Fall. A review of Resident #21's medical 4. How the facility will monitor to ensure the
record revealed the following: A face sheet that showed deficient practice does not recur:
t:;l,at Resifdent #21 ]ha: a residlent representative/ POA ) The DON. ADON/ICP and the Nurse Managers
[Power of Attorney). A quarterly minimum data set (MDS : ' i
assessment dated 11/14/25 that documented that the will Conduqt monthly aUdlt.s of pneqmococcal_and
Resident was rarely understood, had memory problems, other vaccine documentatlon..Audlt results will
and had severely impaired cognition. A physician’s be reviewed through the Quality Assurance and
order dated 02/11/25 that directed: "Prevnar 20 Performance Improvement (QAPI) program, and
(Pneumococcal 20-valent conjugate vaccine). Special corrective actions will be taken as needed for
Instructions: Administer 0.5 ml (milliliters) noncompliance immediately
Intramuscularly once for preventative heaith
\éaccinatiorlm Monit?:rhrﬁsic‘ijent for Pain at InjectioT 5. Date of compliance:
ite, Muscle pain, Chills, Joint pain, Nausea, Malaise, i . .
and Fever every shift for 72 hours starting 02/11/25. The facnllty achieved compliance on January 23,
If any symptom is present, notify MD (Medical 2026
Director).”A preventive health care report
(immunization record) for the pneumococcal vaccine
dated 02/11/25 that documented: Administered: Yes-In Responsible Staff
House; Administration date: 02/11/25; Type PCV-20 o ADON/ICP, DON
Prevnar-20; Dose: 1; Administered by: [Name of Employee
#18/Licensed Practical Nurse/LPN].Education provided to e  Administrator (oversight
Resident/Family POA: “[Blank].” A progress note dated
02/12/25 that documented: “Resident alert and verbal,
given Prevnar 20 for preventative health vaccination.
Resident tolerated and stable without complaints noted.
All care given as needed. T (Temperature = 98.2
[Fahrenheit])."Of note, there was no documented
evidence in the Resident's medical record to show that
facility staff provided education on the potential
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risks and benefits of receiving the pneumococcal

vaccine prior to administering the vaccine to the

resident. Employee #18, who administered the
pneumococcal vaccine to the Resident, was not available
for interview. During a face-to-face interview on

12/10.25 at 4:03 PM, Employee #3 (Infection
Preventionist) stated that, prior to administering a
vaccination to a resident, we must obtain consent from
the resident or their representative. We also give the
CDC (Centers for Disease Control and Prevention)’s
vaccine information statements (VIS) to the resident or
their rep to educate them. When asked if the education
was documented in Resident # 21's medical record, the
Employee stated that it should be and acknowledged the
finding. 2. Resident #37 was admitted to the facility

on 08/19/21 with diagnoses that included: Alzheimer’s
Disease, Major Depressive Disorder, Anxiety Disorder,
and Psychophysiologic Insomnia. A review of Resident
#37's medical record revealed the following: A face
sheet that showed that Resident #37 had a responsible
party/resident representative.A quarterly minimum data
set (MDS) assessment dated 11/25/25 that documented
that the Resident was rarely/never understood, had
memory problems, and had severely impaired cognition. A
physician’s order dated 02/11/25 that directed:

“Prevnar 20 (Pneumococcal 20-valent conjugate vaccine).
Special Instructions: Administer 0.5 mi (milliliters)
Intramuscularly once for preventative health

vaccination. Monitor resident for Pain at Injection

Site, Muscle pain, Chills, Joint pain, Nausea, Malaise,

and Fever every shift for 72 hours starting 02/11/25.

If any symptom is present, notify MD (Medical
Director).”A preventive health care report

(immunization record) for the pneumococcal vaccine
dated 02/13/25 that documented: Administered: Yes-In
House; Administration date: 02/13/25; Type PCV-20
Prevnar-20; Dose: 1; Administered by: [Name of Employee
#18/13Licensed Practical Nurse/LPN]. Education provided
to Resident/Family POA: “No.” Of note, there was no
documented evidence in the Resident’s medical record to
show that facility staff provided education on the
potential risks and benefits of receiving the
pneumococcal vaccine prior to administering the vaccine
to the resident. During a face-to-face interview on
12/15/25 at 1:14 PM, Employee #13 stated that before
administering a vaccine to a resident, | check for a
physician’s order, obtain consent, check the resident's
vitals, give the vaccination, educate the resident or

their rep, and document on the medication

administration record and in the progress note. The
Employee then checked the Resident's medical record and
stated, “t don’t know what happened. | am not sure why

| checked that the Resident did not receive education

on the Resident’s immunization report, and | don't know

F0883
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8S=D why | documented that | gave the vaccine and provided
education in the progress notes.”
Fo887 COVID-19 Immunization Fosg7 |COVID-19 Immunization
SS=D - Plan of Correction
CFR(s): 483.80(d)(3)()-(vii) Deficiency Statement:
. Based on observations, record review, and staff
§483.80 Infection control : .
interviews for one (1) of seventeen sampled
§483.80(d)(3) COVID-19 immunizations. The LTC facility residents, facility staff failed to document the
must develop and implement policies and procedures to medical contraindications for a resident who had
ensure all the following: consented to receive the COVID-19 vaccination
but did not receive it. (Resident #44)
(i) When COVID-19 vaccine is available to the facility,
Sach resiasmieniIsiafimemeriSiofere SIS ONIDIIS 1. Corrective Action Taken for the Resident
vaccine unless the immunization is medically F d to Be Affected
contraindicated or the resident or staff member has ound to be ecie .
already been immunized: Qn Der.:ember'10, 2025, fche facility condl_Jcted an
immediate review of Resident #44’s medical
(ii) Before offering COVID-19 vaccine, all staff record. The attending physician was contacted to
members are provided with education regarding the clarify the reason the resident did not receive the
2:2?2:;:33\,&'?"; :’\‘I‘;C";;‘Z’ft'a' Ly e COVID-19 vaccination despite documented
’ consent. The physician provided written
(iii) Before offering COVID-19 vaccine, each resident documentation of the medical contraindication,
or the resident representative receives education which was entered into the resident’s medical
regarding the benefits and risks and potential side record. Nursing staff were educated on the
effects associated with the COVID-19 vaccine; importance of documenting vaccination refusal,
(V) In situat b ere BEVBT S vachal ) contraindications, or deferrals clearly and
iv) In situations where -19 vaccination requires ; ;
multiple doses, the resident, resident representative, RIomptyYin fhe/medical econd:
or staff member is provided with current information - i .
regarding those additional doses, including any changes 2. H?w the Fac_“'ty Will Identify Oth_e':
in the benefits or risks and potential side effects, Residents at Risk for the Same Deficiency
associated with the COVID-19 vaccine, before requesting On December 10, 2025, the Director of Nursing
consent for administration of any additional doses. (DON) , ADON and the Nurse managers
(v) The resident or resident representative, has the completed an audit of current residents’
opportunity to accept or refuse a COVID-19 vaccine, and vaccination records t? SHSHIC that all residents
change their decision; and who consented but did not receive the COVID-19
vaccination have clearly documented medical
(vi) The resident's medical record includes contraindications, refusals, or deferrals. No other
documentation that indicates, at a minimum, the residents were affected by this deficient practice.
following:
(A) That the resident or resident representative was
provided education regarding the benefits and potential
risks associated with COVID-19 vaccine; and
(B) Each dose of COVID-19 vaccine administered to the
resident, or
(C) If the resident did not receive the COVID-19
vaccine due to medical contraindications or refusal.
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Foss7 Continued from page 38 FO887 13 Measures Implemented to Prevent 1/23/2026
SS=D
(vii) The facility maintains documentation related fo Recurre.'?ce . .
staff COVID-19 vaccination that includes at a minimum, The fac_“'ty has |mplemented the foIIowmg
the following: corrective measures On December 10, 2025:
¢ Revised the COVID-19 Vaccination
(A) That staff were provided education regarding the Documentation Policy to require explicit
benefits and potential risks associated with COVID-19 "
vaccine: documentation of:
(B) Staff were offered the COVID-19 vaccine or o Consent
information on obtaining COVID-19 vaccine; and
o Administration
(C) The COVID-19 vaccine status of staff and related
information as indicated by the Centers for Disease o Medical contraindication
Control and Prevention's National Healthcare Safety
Network (NHSN). o Refusal or deferral with rationale
This REQUIREMENT is NOT MET as evidenced by: o Re-educated licensed nursing staff by
Based on observations, record review, and staff the Staff Educator on proper vaccination
interviews for one (1) of seventeen sampled residents, documentation requirements, including
the facility staff failed to document the medical ;
contraindications for a resident who had consented to &S glidgnge;
receive the COVID-19 vaccination but did not receive . .
it. Resident #44 The findings included: Resident #44 * Implemented a standardized vaccination
was admitted to the facility on 11/11/25 with diagnoses tracking tool/checklist to ensure
that included: Infection and inflammation Reaction due documentation is Comp|ete prior to
to Internal Left Knee Prosthesis, Bacterial Infection, . e
Type 2 Diabetes Meliitus, Atrial Fibrillation, and closing vaccination encounters.
Generalized Weakness. A review of Resident#44's medical .
record revealed the following: A physician order dated e Assigned the DON, ADON/ICP and
11/11/25 that directed: “Eliquis (apixaban) tablet; 5 Nurse mangers to review vaccination
mg (milligram), amt 1 tab(tablet); oral; Administer 1 : ; ;
tab by mouth twice daily for A-Fib (Atrial docymentatlon during routine chart
Fibrillation).” An admission Minimum Data Set audits.
assessment dated 11/18/25 showed that the Resident had
a Brief Interview for Mental Status of “15,” indicating 4. Monitoring System to Ensure Ongoing
intact cognition. The Resident received an Compliance
anticoagulant, an opioid, and a hypoglycemic medication [The DON, ADON /ICP and Nurse mangers will e
MDS assessment did not mdicats that the Resident nga panducpeckiyaudicieriieaido! uaceipation
received an antibiotic medication or was currently on records to ensure. approprla_t s c_iocgmentatlo_n of
antibiotic therapy.A Vaccine Administration Consent consent and medical contraindications. Audit
Form dated 11/20/25 and signed by Resident #44 that findings will be reviewed during Quality
documented: "Please check the vaccinations you wish to Assurance and Performance Improvement
receive today: COVID-19 [Checked] ...COVID-19 Vaccine (QAPI) meetings. Any identified issues will result
Screening Questions: 16. Have you ever received a dose in immediate corrective action and additional
of the COVID-19 vaccine? If yes, which product Pfizer i
[Checked]...Check all that apply to you... Take a blood ptaff education as needed.
thinner [Checked]." Of note, based on “Interim Clinical
Considerations for Use of COVID-19 Vaccines in the
United States,” published by the Centers for Disease
Control and Prevention (CDC) on 11/04/25, blood
thinners are not listed as a medical contraindication
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F0B887 Continued from page 39 F0887 |g. Completion Date 1/23/2026
SS=D for receiving the COVID-19 vaccination. : .
https://www.cdc.gov/covid/hcp/vaccine- Date of Compliance: January 23, 2026
considerations/contraindications-precautions.html. A R
preventive health care report (immunization record) Responsible Staff
documenting that the Resident had received influenza « ADON/ICP, DON
and pneumococcal vaccinations on 09/01/25 outside the
care facility. A review of Resident # 44's medical e  Administrator (oversight
record showed no documented evidence that the Resident
received the COVID-19 vaccination, and there was no
evidence of medical contraindications in the Resident’s
medical record. During a face-to-face interview with
Resident #44 on 12/10/25 at 2:03 PM, the resident
stated that he had gotten the COVID-19 vaccination in
the past and had no complications from taking it. He
further stated that the staff offered him the
[COVID-19] vaccine when he first arrived at the
facility, but he declined it. During a face-to-face
interview on 12/10/25 at approximately 3:00 PM,
Employee #3 (Infection Preventionist and Assistant
Director of Nursing) stated that facility staff never
administered the COVID-19 vaccination to Resident # 44
because he takes Elliquis - a blood thinner. When
asked if the medical contraindication was documented in F0908
the Resident’s medical record, she stated, “No, we will
add it to the progress notes.”
F0908 Essential Equipment, Safe Operating Condition
SS=F
CFR(s): 483.90(d)(2)
o ) ) Essential Equipment, Safe Operating Condition
§483.90(d)(2) Maintain all mechanical, electrical, and Deficient Practice:
patient care equipment in safe operating condition. Based on observations and staff interview, facility
This REQUIREMENT is NOT MET as evidenced by: staff failed to maintain essential equipment in a
safe condition, as evidenced by two (2) of four
Based on observations and staff interview, facility (4) dish machine curtains that were worn out,
staff failed to maintain essential equipment in safe damaged, and soiled.
condition as evidenced by two (2) of four (4) dish
's';a"zg'”e EAESINSHASH WSS W an ottt damagediand 1. How the deficient practice was corrected
' [for the affected equipment:
The findings include: The worn and damaged dish machine curtains
were immediately removed and replaced with
During a walkthrough of dietary services on December 4, new, clean, and intact curtains on December 4,
2025, at approximately 10:30 AM, two (2) of four (4) 2025. The dish machine was inspected to ensure
cyrtains in_stalled in.the middle compartment of the lsafe operation and proper sanitation before
dish washing machine were worn and soiled. resuming use on December 4. 2025.
Employee #6 acknowledged the findings during a L .
face-to-face interview on December 4, 2025, at 2. How the facility will identify other
approximately 12:00 PM. lequipment that could be affected by the same
deficient practice:
The Dietary Manager and Maintenance staff
conducted a full inspection of all dish machines
and related equipment to identify any other
damaged or worn components on December 4,
2025. Any deficiencies found were corrected
immediately.
3. Measures put into place to prevent
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o The facility updated its preventive
maintenance schedule to include weekly
inspections of dish machine curtains and
related equipment.

1/23/2026

o Dietary staff were re-educated by the
Staff Educator on identifying worn or
damaged equipment and reporting it
promptly on December 4, 2025

e Adaily equipment check form was
implemented to document inspection and
condition of all essential kitchen
equipment on December 4, 2025.

e Supervisory staff will review equipment
conditions during daily rounds to ensure
safe and sanitary operation.

4. How the facility will monitor to ensure the
deficient practice does not recur:

The Dietary Manager or designee will conduct
weekly audits of dish machines and related
equipment. Audit results will be documented and
reviewed through the Quality Assurance and
Performance Improvement (QAPI) program, with
corrective action immediately.

L5. Date of compliance:
The facility achieved compliance on January 23,
2026

Responsible Staff
e Dietary Manager or designee

e  Administrator (oversight
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