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An unannounced Licensure 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 for the survey was 39 and the survey
sample included 17 residents.

The following Facility Reported Complaint and Incidents
were investigated during this survey: DC2614606,
DC230876, DC230877, DC230878 and DC230879.

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

D.C. - District of Columbia
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Continued from page 1
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/dl - milligrams per deciliter

mm/Hg - millimeters of mercury
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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
L0012 3203.2 Nursing Facilties L0012
A list of all employees, with the appropriate current
license or certification numbers, shall be on file at the
facility and available to the Director.
This LICENSURE REQUIREMENT is NOT MET as evidenced by:
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Lo012 Continued from page 3 L0012 1. Corrective Action for Those Affected 1/23/2026
R SplC e evieANd ISR SHan BESe ) Os: The facility immediately identified four (4) Certified
2025,12:00 PM, it was determined that facility staff Food Protection Managers who did not possess a valid
failed to ensure that four (4) of seven (7) persons in District of Columbia Food Protection Manager
charge, who are certified food protection managers, . ) T
obtained a District of Columbia Food Protection Manager Identification Card. Two |nd|v1d.L_1aIs are no
Identification Card. longer employed at the facility.
FOUR individuals have obtained the
The findi include: . .
SHISIESeres required Food Protection Manager
During a review of dietary records on December 8, 2025, certification from DC Health and have
at approximately 12:00 PM, four (4) of seven (7) " .
persons in charge did not have the required District of secure(:j the District of Co!l{mb_la Food
Columbia Food Protection Manager Identification Card. Protection Manager Identification Card (see
attached certificate).
The 2012 District of Columbia Food Code, section 203.3 T . o
of chapter 2 states the following: No individual will serve as a Person in
Charge without documented proof of
2012 District of Columbia Food Code compliance.
203 CERTIFICATION AND DISTRICT-ISSUED IDREQUIREME| TS |Documentation of the newly obtained Food
rotection i i
% FOOD PROTECTION MANAGER, PERSON IN CHARGE Protectio Manager.certlﬁf:atlons ag
attached as supporting evidence
203.3 A person in charge who is a certified food
protection manager as required in 2. How the Facility Identified Other 1/23/2026
§203.1 shall obtain a District-issued Food Protection Individuals Who Could Be Affected
Manager Identification . .
The facility conducted a comprehensive
Card (ID Card), issued by the Department, and shall audit of all current food service supervisory
renew the District-issued staff and persons in charge to verify
ID Card every three (3) years. possession of a valid District of Columbia
Food Protection Manager ldentification Card
Employee #9 acknowledged the findings during a on Dember 8, 2025. No additional
face-to-face interview on December 8, 2025, at noncomp”ance was identified beyond the
approximately 12:00 PM. S .
four (4) individuals cited
L0051 3210.4 Nursing Facilities
A charge nurse shall be responsible for the following: 3. Systemic Changes to Prevent Recurrence
On January 16, 2026, the facility revised its hiring and
credential verification process to require verification of
(a) Making daily resident visits to assess physical and a valid District of Columbia Food Protection Manager
emotional status and implementing any required nursing Identification Card for all food protection managers
intervention; prior to assuming duties as a person in charge. A
credential tracking log was implemented to monitor
icertification status and DC identification card
(b) Reviewing medication records for completeness, lexpiration dates on January 16, 2026. Human
accuracy in the transcription of physician orders, and Resources and Dietary Management staff were re-
adherences to stop-order policies; educated by the Staff Educator on District of
STATE FORM Event ID: 1DD3FA-H1  Facility ID: KNOLLWOOD If continuation sheet Page 4 of 15
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IColumbia food safety regulatory requirements on
January 16, 2026.

1/23/2026
4. Monitoring to Ensure Ongoing Compliance

The Dietary Manager and Human resource personnel
will conduct monthly audits of all food protection
managers’ credentials to ensure a valid District of
Columbia Food Protection Manager Identification Card
is on file and current. Audit results will be documented
and maintained for review. Audit resuits will be
reviewed through the Quality Assurance and
Performance Improvement (QAPI) program, and
icorrective action will be taken as necessary
immediately.

5. Date of Compliance
Full compliance will be achieved by January 23, 2026

6. Responsible Staff
e Dietary Manager

e Human Resources Manager

e Administrator (oversight)
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L0051 Continued from page 4 L0051 1. How the deficient practice was corrected for the [1/23/2026
resident affected:

5 F . \ . The interdisciplinary team (IDT) reviewed Resident
(c)Reviewing residents’ plans O.f N il appmpnate, #21's medical and dental records. A comprehensive
@SSEIANd RPIVACIES, AnsitSyisinglhSm SSIN=edeg; care plan was developed to address the resident's

longoing dental issues, including measurable goals,

(d) Delegating responsibility to the nursing staff for specific |nt§Nentlons, monltorlng parame.ters, i

direct resident nursing care of specific residents; follow-up with dental services as appropriate on

LJanuary 16, 2026. The updated care plan was
implemented and communicated to all relevant staff

(e} Supervising and evaluating each nursing employee on January 16, 2026.

the unit; and

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

(H Keeping the Director of Nursing Services or his or The Director of Nursing (DON), ADON, Nurse

her designee informed about the status of residents. managers conducted a facility-wide audit of resident

icare plans to identify any residents with documented

This LICENSURE REQUIREMENT is NOT MET as evidenced b dental issues lacking corresponding care plan goals

and interventions on January 16, 2026. No other

Based on record review and staff interviews, for two residents were found with similar deficiency

(2) of 17 sampled residents, facility staff failed to:

1) develop a care plan with goals and interventions to 3. Measures put into place to prevent recurrence:

address a resident's on-going dental issues, and 2) s Nursing and interdisciplinary team members

update a residept's respiratory care plarT approaches to were re-educated by the Staff Educator on
address the reslldent's r.efusal to wear his nasal comprehensive care planning requirements,
cann‘ul.a t? receive con.tmuous oxygen per the including oral and dental care needs on

physician’s order. Residents #21 and #7. January 16, 2026.

The findings included: e A care plan review checklist was
implemented to ensure dental concerns are
addressed during care plan development and

A facility policy titted, “Care Plans, Comprehensive updates on January 16, 2026.

Person-Centered” dated 09/18/25 documented in part: A e  Supervisory review of care plans was added

comprehensive, person-centered care plan that includes during routine care plan meetings.

measurable objectives and timetables to mee the

resident’s physical and social needs is developed and 4. How the facility will monitor to ensure the

implemented for each resident. deficient practice does not recur:

The DON or designee will conduct monthly audits of a
sample of resident care to ensure dental issues

Resident #21 was admitted to the facility on 04/27/24 appropriately care p|anned_ Audit results will be

with multiple diagnoses that included: Dementia, reviewed through the Quality Assurance and

Osteoporosis, and Ulcerative Colitis. Performance Improvement (QAPI) program, and

icorrective action will be taken as necessary
. . . immediately.

Review of the resident’s medical record revealed the

following: 5. Date of compliance:

IThe facility achieved compliance on January 23, 2026

07/10/25 at 8:10 PM Nursing Progress Note: "During .

supper meal this pm resident presented med nurse with a 6. Responsible Staff_

metallic item that looks like a tooth cap. On Oral * DON Or designee

assessment it was discovered that the resident was . .

missing a metallic cap from her Rt.(right) lower side e  Administrator (oversight)

of her mouth matching the one already in place.
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L0051 Continued from page 5 L0051

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.”

08/156/25 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; no broken or loosely fitting full or

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

difficulty with chewing.
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L0051 Continued from page 6 L0051
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
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.”

0051 2. The facility staff failed to update a resident's L0051 |Plan of Correction
respiratory care plan approaches to address the Deficient Practice:
resident's refusal to wear his nasal cannula to receive Based on observations, record review, and staff
continuous oxygen per the physician's order. Resident interviews, for one (1) of seventeen (17) sampled
#7 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
Resident #7 was admitted to the facility on 10/31/25 receive continuous oxygen as ordered by the

with diagnoses that included: Chronic Respiratory physician.

Failure, Congestive Heart Failure, Type 2 Diabetes
Mellitus, and Dementia.

During an initial observation on 12/04/25 at 11:15 AM,

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
SATNA; iﬁ:Toch[:fgécég;lgﬁg IDENTIRICTICN NUMBERS 12/16/2025
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L0051 Continued from page 7 L0051 4. How the deficient practice was corrected for the |1/23/2026
Resident #7 was observed resting in his bed. To the resident affected:
right of the head of the Resident's bed was an oxygen The interdisciplinary team (IDT) reviewed Resident #7
compressor, next to which was a nightstand. Lying on respiratory status and physician’s order. On December
top of the nightstand, with a paper towel beneath it, 10, 2025 The resident's care plan was revised to
was a nasal cannula connected to the oxygen compressor laddress refusal of the nasal cannula, including
;’r"a tme?' The Tes'd:r: S;?;ed tthat h:.?'ir? OtRI,'ke. dent individualized interventions such as education on the
e s el importance of oxygen therapy, monitoring oxygen
spoke clearly during the interview with no shortness of aturation, offering alternative oxygen delivery
breath, imethods as appropriate, and notifying the physician of
ngoing refusals on December 10, 2025. Staff were
In addition, Resident #7 was observed not wearing the |nformed of the upc!ated cgre plan and interventions
nasal cannula on the following dates and times: were implemented immediately.
12/08/25 at 10:10 AM; 12/09/25 at 12:10 PM; and . . . .
12/10/25 at 1:38 PM. 2. How the facility will identify other residents who
could be affected by the same deficient practice:
The Director of Nursing (DON) ADON, Nurse mangers
A review of Resident #7's medical record revealed the conducted an audit of all residents with active oxygen
foliowing: therapy orders to ensure care plans were current and
addressed any refusal or noncompliance issues on
December 10, 2025. Any identified care plans lacking
A care plan edited on 11/03/25 documented: Problem: appropriate interventions were updated immediately.
[Name of Resident #7] requires use of oxygen therapy
due to medical dx (diagnosis) (CHF) (congestive heart 3. Measures put into place to prevent recurrence:
failure); Goal [Name of Resident #7] will not e Nursing and interdisciplinary staff were re-
experience SOB (shortness of breath) and will maintain
SPO2 (oxygen saturation) greater [than] 85% through the Sitedied _by the Staff Educato_r on
next review date. Approaches: Administer oxygen at documenting refusals and updating care
2L/min via nasal cannula; If intervention(s) are not plans accordingly on December 10, 2025.
effective, notify family and physician and reevaluate
care plan...Staff will check vital signs, administer e A care plan review trigger was implemented
oxygen and breathing treatment as ordered, and report on December 10, 2025 to prompt revision
to the physician.” . . '
when residents refuse ordered treatments.
A physician’s order dated 11/05/25 that directed: “02 *  Supervisory review of respiratory care plans
(oxygen) at 2 L (liters)/min (minute) via nasal canula was added during routine care plan meetings
continuously for chronic respiratory failure.” on December 10, 2025.
4. How the facility will monitor to ensure the
A quarterly minimum data set (MDS) assessment dated deficient practice does not recur:
11/07/25 showed that the Resident had a Brief Interview The DON or designee will conduct monthly audits of
for Mental Status (BIMS) summary score of “12,” respiratory care plans for residents receiving oxygen.
indicating moderately impaired cognition. In addition, Findings will be reviewed through the Quality
the resident was coded as requiring continuous Assurance and Performance Improvement (QAPI)
supplemental oxygen. program, and corrective actions will be taken as
needed immediately.
Of note, during the observations from 12/04/25 to . .
12/8/25 and from 12/10/25, Resident #7 had an active ghgﬁgiiﬁézzmzczgzzh BoreenlanuanlEadi28
order to receive continuous oxygen via nasal cannula. P Lol ’
In addition, the Resident had an MDS assessment that
showed the Resident required oxygen continuously and :
had a care plan with intervention that directed: - Responsible Staff .
e DON Or designee
e  Administrator (oversight)
STATE FORM Event ID: 1DD3FA-H1 Facility ID: KNOLLWOOD If continuation sheet Page 9 of 15
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L0051 Continued from page 8 L0051 1/23/2026

“Administer oxygen at 2L/min via nasal cannula. There
was no approach in the care plan to address the
resident’s refusal to wear the nasal cannula.

During a face-to-face interview on 12/05/25 at 1:26 PM,
Employee #16 (Licensed Practical Nurse/LPN), stated
that 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
cannuia 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.

L0099 G L L0099 1. How the deficient practice was corrected for the
Food and drink shalt be clean, wholesome, free from affected area:
spoilage, safe for human consumption, and served in Dietary staff immediately cleaned and sanitized all
accordance with the requirements set forth in Title 23, cooking equipment's, including the gas fryer, flat grill,
Subtitle B, D. C. Municipal Regulations (DCMR), Chapter oven nozzles, and all pans stored wet. Wet pans were
24 through 40. properly dried and stored according to safe food

handling standards. The dietary supervisor confirmed

This LICENSURE REQUIREMENT is NOT MET as evidenced b all equipment, and utensils were clean, dry, and ready

for use on December 4.2025.
Based on observations and interview during a tour of

the dietary services on December 4, 2025, at 2. How the facility will identify other areas or items
approximately 10:10 AM, facility staff failed to that could be affected by the same deficient
prepare foods under sanitary condition as evidenced by practice:

as one (1) of one (1) gas fryer, and one (1) of one (1) The Dietary Manager conducted a full audit of all

flat grill that were soiled with cooked food residue, kitchen equipment, utensils, and storage areas to
metal blow-off caps to (3) of eight (8) nozzles located lensure proper cleaning, drying, and sanitation. Any
above the flat grill and the gas oven that were soiled additional items found out of compliance were cleaned
with a dark substance, and nine (9) of nine (9) and sanitized immediately on December 4.2025.

two-inch perforated pans, seven (7) of seven (7)
four-inch hotel pans, seven (7) of seven (7) four-inch
quarter pans, and 12 of 12 six-inch pans that were
stored wet, on a ready-for-use shelf.

The findings include:
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1. Cooking equipment such as one (1) of one (1) gas * Dietary staff were re-educsilted by the Staff
fryer, and one (1) of one (1) of one (1) flat gril Educator on proper cleaning, sanitizing, and
were soiled with cooked food residue. drying procedures for all equipment, utensils,
and pans on December 4.2025.
2. Metal blow off caps attached to three (3) of eight e A revised cleaning and sanitation checklist
(8) nozzles to fire sprinkler heads located above one was implemented, including specific steps for
(1) of one (1) gas oven, and one (1) of one (1) flat ensuring equipment and pans are free of
grill wgre soiled with accumulated dark and sticky residue, dry, and stored appropriately on
material, January 16, 2026
3. Nine (9) of nine (9) two-inch perforated pans, seven e Su.pervisor}l staff were instl"ucted to.review
(7) of seven (7) four-inch hotel pans, seven (7) of daily cleaning logs and verify compliance
seven (7) four-inch quarter pans, and 12 of 12 six-inch before food preparation begins.

pans were stored wet, on a ready-for-use shelf.
¢ Ongoing in-service training on safe food
handling and sanitation standards will occur

Empl #6 ack ledged the findi durin
ployee #6 acknowledged the findings during a monthly.

face-to-face interview on December 4, 2025, at

qegreximately 1200 Rt 4. How the facility will monitor to ensure the

) e deficient practice does not recur:
L0199 3231.10 Nursing Facilities : . ’ :
= The Dietary Manager or designee will perform daily

Each medical record shall document the course of the audits of kitchen equipment and utensil sanitation.

resident's condition and treatment and serve as a basis Findings will be corrected im.mediat.ely. Findings will
for review, and evaluation of the care given to the also l?e documenteq a”{j reVIgwed in mgnthly QAP[
resident. meetings. Any deficiencies will result in immediate

corrective action and re-education of staff.

This LICENSURE REQUIREMENT is NOT MET as evidenced b
5. Date of compliance:

Based on record review and staff interviews, for one The facility achieved compliance on January 23,
(1) of 17 sampled residents, facility staff failed to 2026.

ensure that a resident's medical record contained and

documented the course of the resident's condition and 6. Responsible Staff

treatments as evidenced by no record of consultant e Dietary Manager Or designee

progress notes from the resident’s dentist. Resident

#1. L0199

e  Administrator (oversight)

L0199 The findings included:

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

1. How the deficient practice was corrected for the

- - All services provided to the resident shall be resident affected:
documented in the resident’s medical record. The facility obtained and filed the missing dental

) o o progress notes for Resident #21 on December 10,
- - The medical record should facilitate communication 2025. The resident's medical record was updated to
BEMEERIic inteiciSciplinayjteaniiegarding e reflect the consultant’s findings and recommendations
fesidentiggandiiamiant issgonsaitoicare. on December 10, 2025. Staff were notified of the

- - Documentation in the medical record may be updated record to ensure continuity of care.
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2. How the facility will identify other residents who
could be affected by the same deficient practice:
The Director of Nursing (DON) and DON conducted a
facility-wide audit of all residents with dental or other
iconsultant referrals to ensure that all consultant
progress notes were present and filed in each
resident’s medical record on December 10, 2025. Any
missing documentation was obtained and filed
immediately.
!
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L0199

Continued from page 10
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 meatl 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.”

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

L0199

3. Measures put into place to prevent 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
on January 16, 2026.toc monitor pending
consultant reports and ensure timely inclusion
in the medical record.

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

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

[The DON or designee will conduct monthly audits of
iconsultant 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 Or designee

¢  Administrator (oversight)

1/23/2026
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L0199 Continued from page 11 Lo199

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
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 schedules 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,
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Employee #3 (Assistant Director of Nursing/ADON) 1. How the deficient practice was corrected for the
acknowledged the findings and stated, “l checked with ffected equipment:
the nurses, looked everywhere and can't find the he worn and damaged dish machine curtains were
documentation of what was communicated from the dental immediately removed and replaced with new, clean,
office to the facility.” and intact curtains on December 4, 2025. The dish
. - machine was inspected to ensure safe operation and
L0442 3258.13 Nursing Faciliies L0442 |roper sanitation before resuming use on December 4,
2025.
The facility shall maintain all essential mechanical,
ﬁle:rt:t?sl’ 32: dFi’t.a;':m ESEIEqiHEYINISSIe 2. How the facility will identify other equipment
P 9 on- that could be affected by the same deficient
This LICENSURE REQUIREMENT is NOT MET as evidenced b P .
N Q 'S SRS The Dietary Manager and Maintenance staff
Based on observations and staff interview, facility conducted a full |nspgctloq of all dish machines and
staff failed to maintain essential equipment in safe related equipment to identify any other damaged or
condition as evidenced by two (2) of four (4) dish worn components on December 4, 2025. Any
machine curtains that were worn out, damaged and deficiencies found were corrected immediately.
soiled.
3. Measures put into place to prevent recurrence:
The findings include: e The facility updated its preventive
- i maintenance schedule to include weekly
During a walkthrough of dietary services on December 4, inspections of dish machine curtains and
2025, at approximately 10:30 AM, two (2) of four (4) | P d . tonD ber 4. 2025
curtains installed in the middle compartment of the related equipment on December 4, ’
dish washing machine were worn and soiled. .
o Dietary staff were re-educated by the Staff
Employee #6 acknowledged the findings during a Educator on identifying worn or damaged
face-to-face interview on December 4, 2025, at equipment and reporting it promptly on
approximately 12:00 PM. December 4. 2025
e  Adaily equipment check form was
implemented to document inspection and
condition of all essential kitchen equipment
on December 4, 2025.
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 with
corrective action immediately. Audit results will be
documented and reviewed through the Quality
Assurance and Performance Improvement (QAPI)
program, with corrective action immediately if needed
5. Date of compliance:
The facility achieved compliance on January 20, 2026
6. Responsible Staff
e Dietary Manager or designee
¢ Administrator (oversight)
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