
 

 

 

 

 
Transitions Healthcare Capitol City is filing 
this Plan of Correction in accordance with 
State and Federal requirements.   
Submission of this Plan of Correction is not 
an admission of any of the deficiencies 
identified are correct.  This Plan of  
Correction is to serve as the facility’s  
credible allegation of compliance with all  
the requirements of the Medicare/Medicaid 
Programs 
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 L 000 Initial Comments  L 000 

The Annual Licensure Survey was conducted on 
October 17, 2016 through October 25, 2016. The 
following deficiencies are based on observation, 
record review, resident and staff interviews for 44 
sampled residents. 
 
 
The following is a directory of abbreviations and/or 
acronyms that may be utilized in the report: 
 
Abbreviations 
AMS  -     Altered Mental Status 
ARD -      assessment reference date  
BID  -       Twice- a-day 
B/P  -        Blood Pressure 
cm -          Centimeters 
CMS -       Centers for Medicare and Medicaid 
Services 
CNA-       Certified Nurse Aide 
CRF    -     Community Residential Facility 
D.C. -        District of Columbia  
DCMR-     District of Columbia Municipal 
Regulations 
D/C      Discontinue 
Dl -       deciliter 
DMH  -     Department of Mental Health 
EKG  -      12 lead Electrocardiogram  
EMS -       Emergency Medical Services (911) 
G-tube       Gastrostomy tube 
HSC          Health Service Center  
HVAC  -   Heating ventilation/Air conditioning 
ID -           Intellectual disability 
IDT -        interdisciplinary team 
L -       Liter 
Lbs -         Pounds (unit of mass) 
MAR -      Medication Administration Record 
MD-          Medical Doctor 
MDS -      Minimum Data Set 
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Mg -         milligrams (metric system unit of 
mass) 
mL -          milliliters (metric system measure of 
volume) 
mg/dl -       milligrams per deciliter 
mm/Hg -    millimeters of mercury 
MN           midnight  
Neuro  -    Neurological  
NP  -        Nurse Practitioner 
PASRR -  Preadmission screen and Resident 
Review  
Peg tube - Percutaneous Endoscopic Gastrostomy  
PO-      by mouth 
POS -        physician ' s order sheet 
Prn -          As needed 
Pt -            Patient 
Q-           Every 
QIS -          Quality Indicator Survey 
Rp, R/P -    Responsible party 
SCC           Special Care Center 
Sol-        Solution 
TAR -        Treatment Administration Record 
Trach- Tracheostomy 

 L 051 3210.4 Nursing Facilities 
 
A charge nurse shall be responsible for the 
following: 
 
(a)Making daily resident visits to assess physical 
and emotional status and implementing any 
required nursing intervention; 
 
(b)Reviewing medication records for completeness, 
accuracy in the transcription of physician orders, 
and adherences to stop-order policies; 
 
(c)Reviewing residents' plans of care for  

 L 051 
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3210.4 Nursing Facilities continued 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
1.  Resident #1 
1. The resident was assessed for pain     10/23/16 
upon discovery.  The resident was not   

in pain at that time. 
2. A review of the MARs for residents  
receiving PRN narcotic pain medication    11/29/16 
was done and there were no other 
issues.  
3.  The licensed nursing staff was         11/29/16 
inserviced on accurate assessment and 
documentation of pre and post pain 
levels with the administration of PRN 
narcotic pain medication.  The Nursing 
Quality Improvement Team will 
audit medical records on a monthly basis 
of all residents on PRN pain 
medication for on-going compliance.  
Their findings will be forwarded to the 
Director of Nurses for his review. 
4. The Director of Nurses will present  
his findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 
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 L 051 Continued From page 2  L 051 

appropriate goals and approaches, and revising 
them as needed; 
 
(d)Delegating responsibility to the nursing staff for 
direct resident nursing care of specific residents; 
 
(e)Supervising and evaluating each nursing 
employee on the unit; and 
 
(f)Keeping the Director of Nursing Services or his or 
her designee informed about the status of residents. 
This Statute  is not met as evidenced by: 

Based on observation, record review and staff 
interview for three (3) of 44 Stage 2 sampled 
residents, it was determined that charge nurse 
failed to ensure that each resident received and the 
facility provided the necessary care and services to 
attain or maintain the highest practicable physical, 
mental, and/or psychosocial well-being, in 
accordance with the comprehensive assessment 
and plan of care as evidenced by: Failure to 
consistently assess one (1) resident's pain level; 
failed to measure the circumference of the of the 
upper arm for a resident with a midline catheter and  
to flush the resident ' s midline catheter in 
accordance with the physician ' s order; and failed 
to perform a comprehensive assessment of one (1) 
resident's intravenous site; and failed to obtain a 
physician ' s order for the medical trapeze [medical 
resident transfer device located over the head of a 
hospital bed that assists the patient with positioning 
themselves] affixed to the resident's bed.  
Residents '  #25, #34 and #247. 
 
 
The findings include: 
 
1. The charge nurse failed to consistently assess  
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Resident #25's pain level. 
 
The physician ' s order signed April 3, 2016 
directed, " Oxycodone/APAP Tab (Opioid 
Analgesic) 5-325 mg- Give 2 tablets by mouth every 
8 hours as needed for severe pain ... " 
 
A review of the April 2016 MAR (Medication 
Administration Record) revealed the following: 
Resident #25 was administered Oxycodone/APAP 
tablet 5-325mg- two tablets at 1200 AM [Percocet] 
on April 2, 2016, the pain was assessed as  " pain 
4/10; E- effective. " 
Resident #25 was administered Oxycodone/APAP 
tablet-325mg- 2 tablets at 1854 (6:54PM) on June 
9, 2016, the pain was assessed as  " effective " 
June 30, 2016 at 0331 AM- Pain level prior to 
administering Oxycodone/APAP tablet -325mg- 2 
tablets, pain assessed as  " 9. " 
 
A review of the "eMAR- electronic Medication 
Administration Notes "  revealed the following: 
"April 2, 2016-  12:06 [AM]- pain 4/10 
April 2, 2016- 12:08 [AM] - med not given. 
Pharmacy called. PRN (as needed) Percocet 
administered pain- 4/10 
April 2, 2016- 15:04 (3:04 PPM)- Pain 5/10 
April 2, 2016- 15:12 (3:12PM)- PRN administration 
was: Effective 
 
June 9, 2016- 18:55 (6:55 PM)- Oxycodone/APAP, 
2 tabs given PRN for pain 
June 9, 2016- 23:01 (11:01 PM)- PRN 
Administration was: Effective 
June 30, 2016- 03:32 (3:32 AM)- Generalized pain 
scale of 6/10... " 
 
There was no evidence facility staff consistently 
identified that Resident #25 had pain or  
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3210.4 Nursing Facilities continued  
 
 
2A. Resident #34 
1.  This resident’s arm circumference,  
external catheter length, and intravenous  10/25/16  
site were assessed and measured  
upon discovery. 
2.  A review of two other residents on  
IV therapy was performed immediately     10/25/16 
with corrections implemented where 
necessary. 
3.  The licensed nursing staff was 
inserviced on following the facility’s        11/29/16 
vascular access protocols and physician 
orders.  The Nursing Quality  
Improvement Team will audit medical 
records on a monthly basis of all  
residents on IV therapy for on-going  
compliance. Their findings will be  
forwarded to the Director of Nurses for his 
review. 
4. The Director of Nurses will present  
his findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 

 
2B.  Resident #34 
1.  This resident’s midline catheter        10/25/16 
was assess and flushed upon 
discovery. 
2.  A review of two other residents on  
IV therapy was performed immediately     10/25/16 
with corrections implemented where 
necessary. 
3.  The licensed nursing staff was 
inserviced on following the facility’s        11/29/16 
vascular access protocols and physician 
orders.  The Nursing Quality 
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 L 051 Continued From page 4  L 051 

conducted pain assessments pre and post 
administration of the pain medication. 
 
A face-to-face interview was conducted with 
Employees '  #4 and #23 on October 21, 2016 at 
approximately 11:00 AM.  Both acknowledged the 
aforementioned findings. The record was reviewed 
on October 21, 2016.   
 
2A.  The charge nurse failed to measure the 
circumference of Resident #34 ' s with a midline 
catheter  in accordance with the Physician's order.  
 
A review of the "Central Line Catheter Protocol" 
[according to Employee #7 this form served as the 
protocol form managing the midline catheter and the 
physician ' s order] form dated October 12, 2016 
section "Monitoring" indicated,  " measure upper 
arm circumference .8 inches above insertion site on 
admission, Q (every) 5 days with dressing change 
and PRN (as needed) " 
 
A review of the Medication Administration Record, 
Treatment Administration Record and nursing notes 
did not show evidence that the order was 
transcribed or that the nursing staff measured the 
resident's arm circumference as ordered. 
 
A face-face interview was conducted on October 20, 
2016 at 11:10 AM with Employee # 7. He/she 
acknowledged the findings. The record was 
reviewed on October 20, 2016.  
 
2B. The charge nurse failed to flush Resident #34 ' 
s midline catheter in accordance with the physician ' 
s order.  
A review of the physician ' s order dated October 
16, 2016 [no time indicated] directed,  " flush  

Health Regulation & Licensing Administration 

If continuation sheet  5 of 36 6899 STATE FORM 3QFH11 



 

 

 

 

 
3210.4 Nursing Facilities continued  
 
2B. Resident #34 continued 
3.  continued 
Improvement Team will audit medical 
records on a monthly basis of all  
residents on IV therapy for on-going  
compliance with flushing the IV site. 
Their findings will be forwarded to the  
Director of Nurses for his review. 
4. The Director of Nurses will present  
his findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 

 
2C.  Resident #34 
1.  This resident’s intravenous            10/25/16  
site was assessed upon discovery. 
2.  A review of two other residents on  
IV therapy was performed immediately     10/25/16 
with corrections implemented where 
necessary. 
3.  The licensed nursing staff was 
inserviced on following the facility’s        11/29/16 
vascular access protocols and physician 
orders.  The Nursing Quality  
Improvement Team will audit medical 
records on a monthly basis of all  
residents on IV therapy for on-going  
compliance of comprehensive 
assessment of the IV site. . Their findings  
will be forwarded to the Director of Nurses 
for his review. 
4. The Director of Nurses will present  
his findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 
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midline on left arm with 5 ml normal saline daily . "    
 
A nurses note on October 16, 2016 at 04:55 
revealed  " Resident finished [his/her] second bag 
of D5W [intravenous fluid that contains 5% dextrose 
in water] 50 ml/hr at 1:30 AM via midline on left arm. 
Midline site on left hand is intact, no bleeding, no 
swelling noted. "     
 
A review of the October 2016 Medication 
Administration Record revealed that there was an 
order to flush midline [catheter] on left arm on with 5 
ml daily every day shift for open line start date 
October 18, 2016. Also, there was an initial and a 
check mark in the designated box on October 18, 
2016 which indicated that the Resident first received 
the flush on that date. 
  
According to the nursing progress note Resident 
#34 ' s hydration therapy ended on October 16, 
2016 at 1:30 AM.  There was no evidence facility 
staff flushed the Resident ' s midline catheter 
starting on October 17, 2016. 
 
A face-to-face interview was conducted on October 
20, 2016 at 11:10 AM with Employee # 7. He/she 
acknowledged the findings. The record was 
reviewed on October 20, 2016.  
 
 
2C. The charge nurse failed to perform a 
comprehensive assessment of Resident #34 ' s 
intravenous site.  
 
An interim order dated October 24, 2016 [no time 
indicated] directed,  "  D5W at 50 ml/hr x 2 liters 
via left arm midline [catheter] x 48 hours ... "   
 
A review of the nursing progress note dated  
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October 24, 2016 at 2300 hours, revealed,  " 
Hydration therapy was initiated, but on 
reassessment midline was patent but signs of 
infiltration was noted on midline site on left arm. 
Resident denies pain, no distress, no discomfort 
noted. No respiratory distress noted, lung sounds 
clear on auscultation, respiration even and 
unlabored. V/S (vital signs): 130/86, Pulse 79, 
Respirations 18, Temp 98.1 Fahrenheit, O2 
saturation 97% on room air. [Physician] notified, 
order given to hold D5W for 2 days, continue to 
monitor midline site every shift...SIC " 
 
A review of the October 2016 Treatment 
Administration Record revealed: 
October 11, 2016 at 1500 [3:00 PM] the order was 
recorded as  " Check for infiltration signs and 
symptoms of infection every shift for right forearm IV 
(intravenous) site. "   However, there was no 
evidence of a IV site to the resident ' s right forearm 
from October 12, 2016 through October 20, 2016.   
In addition, there was no evidence staff checked for 
signs and symptoms of infiltration on the resident ' s 
left arm from October 12, 2016 evening shift and 
stopped on October 20, 2016 day shift.   
 
In addition, an order was entered on October 12, 
2016 at 1500 which directed,  " Observe left arm 
every shift for midline site check every 2 hours and 
document in nursing notes. " 
 
It was documented that staff observed the left arm 
every shift  from October 12, 2016 evening shift, 
and stopped on October 20, 2016 day shift. There 
was no evidence that staff continued to 
monitor/observe the resident's left arm after October 
20, 2016.  
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3210.4 Nursing Facilities continued  
 
 
 
 
 
 
 
 
 
 
 
 
 
3.  Resident #247 
1.  A physician order was obtained for  
this resident’s trapeze immediately  
upon discovery. Rehab educated the 
resident on its use.                        11/25/16 
2.  No other residents currently in the 
facility have a trapeze.                       11/25/16 
3.  The nursing staff will be inserviced 
on obtaining orders for such assistive 
devices and ensuring that care plans  
are updated and the resident is educated 

about its use. The Nursing Quality  
Improvement Team will audit medical 
records on a monthly basis of all  
residents with such devices for on-going   11/29/16  
compliance in having a  
physician order for their use. Their findings  
will be forwarded to the Director of Nurses 
for his review. 
4. The Director of Nurses will present  
his findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 
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There was no evidence that the charge nurse 
completed a comprehensive assessment related to 
the status of the infiltrate such as: recording the 
circumference of the left arm, inflammation at or 
near the insertion site, an assessment of pain at the 
site, was the infusion of the fluids slowed or stopped 
and was there backflow noted.   In addition, there 
was no documentation in the clinical record to 
reflect the time the fluids were hung, the amount of 
fluid recorded when hung, infused and remaining. 
 
A face-to-face interview was conducted on October 
25, 2016 at approximately 11:00 am with Employee 
# 7. He/she acknowledged the findings. The record 
was reviewed on October 25, 2016.  
 
 
3. The charge nurse failed to obtain a physician ' s 
order for the medical trapeze device that was 
observed affixed to Resident #247 ' s bed.   
    
A face-to-face interview was conducted on October 
20, 2016 at 10:30 AM with Resident #247.  During 
the time the resident was observed in bed.  The 
resident was asked,  " Do you use your trapeze 
device? "   The Resident responded, "Yes.  I do it 
all the time. " The Resident then demonstrated by 
reaching up with his/her right arm, grabbed the end 
of the trapeze pole and repositioned him/herself.  
At this time, it was also observed that the metal 
chain attached to the triangular bar was wrapped 
around the top back portion of the device, not in 
position for the resident's use. The Resident stated, 
"I use the end of the pole. "   Also noted on the bar 
itself were two (2) bags containing personal use 
items.  The Resident was asked,  " Why are there 
bags hanging on the trapeze pole? "   The 
Resident  
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stated,  " I keep them close to me so they can be 
reached. "    
 
 A face-to-face interview was conducted with 
Employee #13 on October 20, 2016 at 11:48 am.  
He/she stated,  " The resident does not use the 
trapeze bar to move himself/herself, [he/she] is 
totally dependent for all activities of daily living. In 
July of this year, when the resident was away from 
[his/her] room, we removed the trapeze [device]. 
Upon return to [his/her] room, [he/she] requested 
the trapeze [device] be brought back. [He/she] 
called the Ombudsman to obtain assistance in 
getting the trapeze returned. At that time, we 
returned the trapeze. Again [he/she] was told not to 
hang bags from the trapeze [pole]. "    
 
A face-to-face interview was conducted with 
Employee #7 on October 20, 2016 at 10:47 AM.  
The   Employee was asked,  "Why does the 
resident have bags hanging from the trapeze pole?  
He/she stated, "The resident has been told many 
times not to hang bags from the trapeze [device]. 
We do go into [his/her] room to remove the bags 
often."  
 
A review of the Resident clinical record lacked 
evidence of a physician ' s order for placement or 
use the trapeze device.   
 
The last rehabilitation evaluation for bed mobility 
and transfers was conducted on October 22, 2015. 
The evaluation revealed that the resident required 
total assistance for bed mobility and transfer, no 
skilled physical therapy services needed.  There 
was no evidence documented which indicated that 
the resident was assessed for the use of the 
trapeze device.   
 
A review of the physician ' s order form printed  
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October 20, 2016 revealed that there was no order 
found to direct the placement and use of the trapeze 
device. 
 
The care plan was last updated on August 11, 2016 
revealed that interventions, Focus Note dated 
November 16, 201 stated,  " Resident have a 
preference of hoarding items which make [his/her] 
room clutter. "   Employee #7 stated, "Educate 
resident on the unsafe habit of hanging plastic bag 
with food on the trapeze. "   However, there was 
no note regarding when the resident was educated 
or evaluated for safe use of trapeze device. 
 
There was no evidence that the charge nurse 
obtained a physician ' s order for the use of the 
trapeze device.  The clinical record was reviewed 
on October 20, 2016. 

 L 052 3211.1 Nursing Facilities 
 
Sufficient nursing time shall be given to each 
resident to ensure that the resident  
receives the following: 
 
(a)Treatment, medications, diet and nutritional 
supplements and fluids as prescribed, and 
rehabilitative nursing care as needed;  
 
(b)Proper care to minimize pressure ulcers and 
contractures and to promote the healing of ulcers: 
 
(c)Assistants in daily personal grooming so that the 
resident is comfortable, clean, and neat as 
evidenced by freedom from body odor, cleaned and 
trimmed nails, and clean, neat and well-groomed 
hair; 
 

 L 052 
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(d) Protection from accident, injury, and infection; 
 
(e)Encouragement, assistance, and training in 
self-care and group activities; 
 
(f)Encouragement and assistance to: 
 
(1)Get out of the bed and dress or be dressed in his 
or her own clothing; and shoes or slippers, which 
shall be clean and in good repair; 
 
(2)Use the dining room if he or she is able; and 
 
(3)Participate in meaningful social and recreational 
activities; with eating; 
 
(g)Prompt, unhurried assistance if he or she 
requires or request help with eating; 
 
(h)Prescribed adaptive self-help devices to assist 
him or her in eating 
independently; 
 
(i)Assistance, if needed, with daily hygiene, 
including oral acre; and 
 
j)Prompt response to an activated call bell or call for 
help.  
 
This Statute  is not met as evidenced by: 

A. Based on resident interview, staff interview and 
record review for two (2) of 44 sampled residents, it 
was determined that facility failed to provide 
sufficient nursing time to accommodate two 
residents '  needs and preference by failing to 
provide them with showers.  Residents' #336 and 
#457. 
 
The findings include: 
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3211.1 Nursing Facilities continued 
1. Resident #336 
1.  Upon discovery, the resident was  
offered and received a shower.            10/20/16  
2.  Residents preference for a shower 
or bath was collected and entered on to 
the CNA Care Card in an effort to ensure  
that their preference was known and       11/22/16 
recorded for monitoring.                     
3. The nursing staff was inserviced on the 
accommodation of residents’ bathing 
preferences. The Nursing Quality 
Improvement Team will audit on a  
monthly basis for compliance and will  
forward the results of these audits to the 
Director of Nurses.                        11/22/16 
4. The Director of Nurses will present his 
findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 

2.  Resident #457 
1.  Upon discovery, this resident was 
offered and received a shower.              10/20/16 

2.  Residents preference for a shower 
or bath was collected and entered on to 
the CNA Care Card in an effort to ensure  
their preference was known and           11/22/16 
recorded for monitoring.                     
3. The nursing staff was inserviced on the 
accommodation of residents’ bathing 
preferences. The Nursing Quality 
Improvement Team will audit on a  
monthly basis for compliance and will  
forward the results of these audits to the 
Director of Nurses.                        11/22/16 
4. The Director of Nurses will present his 
findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 
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A. Based on resident interview, staff interview and 
record review for two (2) of 44 Stage 2  sampled 
residents, it was determined that facility staff failed 
to accommodate two (2) residents '  needs and 
preference by failing to provide them with showers.  
Residents #336 and 457. 
 
The findings include: 
 
1.  During a face-to-face Stage 1 interview 
conducted  on October 17, 2016 at approximately 
4:49 PM, Resident #336 stated that he/she has not 
had any showers for several weeks.   Resident 
#336 further stated, " I cannot remember how long 
ago but I know it is a long time.  The reason I do 
not get any showers is that the water is too cold.  
They (staff) usually heat the water in the microwave 
to wash me up in the mornings. "   When asked 
how he/she felt about that the resident responded,  
" They [staff] do a good job when they wash me up 
but it would be nice to have a shower sometimes. " 
 
A review of the "Shower Sheets" (A form on which 
the staff documents when the resident receives 
baths/showers) was provided by the facility for 
September and October 2016 and revealed that the 
resident has had bed baths but no showers. 
 
A face-to face interview conducted with manager 
Employee #6 on October 19, 2016 at approximately 
4:30PM.  He/she reviewed the shower sheets and 
acknowledged the finding. 
 
 
2.   During a face-to-face Stage 1 interview 
conducted on October 18, 2016 at  approximately 
4:24 PM, Resident #457 was asked whether he/she 
chose the number of times a week he/she  
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3211.1 Nursing Facilities continued 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
B. Length of Call Cords 
1.  Call cords found to be too  
short were replaced upon discovery.      10/21/16 
2.  All call cords in the facility were  
inspected to ensure their proper length. 
Call cords were replaced whenever        10/31/16 
necessary.  
3.  The Maintenance Staff was  
Inserviced on the proper length of the      11/29/16 
call cords.  The Maintenance 
Quality Improvement Team will monitor 
the length of the call cords on a monthly 
basis and report their findings to the 
Director of Facilities. 
4. The Director of Facilities will present his 
findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 
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took a bath/shower.  The resident responded,  " I 
have not had a shower since I was admitted to the 
facility on the 26th of September [2016]. "   The 
resident added,  " They wash me up real good in 
the bed but I like showers. " 
 
 
A review of the resident ' s  " Shower Sheets "   (A 
form on which the staff documents when the 
resident receives baths/showers) revealed that 
Resident #457 received no showers between the 
resident ' s date of admission to the facility (9/26/16) 
and the date of review (October 18, 2016). 
 
A face-to-face interview was conducted with 
Employee #6 at approximately 4:30 PM on October 
19, 2016.  The employee reviewed the shower 
sheets and acknowledged the finding. 
 
 
 
 
B. Based on observations made during the 
environmental tour of the facility on October 20, 
2016 at approximately 2:30 PM and on October 21, 
2016 at approximately 10:30 AM, it was determined 
that the facility failed to ensure that residents 
receive services with reasonable accommodations 
of individual needs as evidenced by call bell pull 
cords that were too short to be accessible in four (4) 
of 64 resident ' s bathrooms. 
 
The findings include: 
  
 
The call bell cords in the bathroom of resident room 
#359, #332, #250, #219, #129 were too short to be 
accessible to residents. 
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3211.1 Nursing Facilities continued 
 
 
 
 
 
C. Resident #93 
1.  The resident has agreed to allow the   11/25/16 
nursing staff to store his razor blade in the 
Nursing medication cart when not in use 
and to be monitored when he is using  
the razor blade for his scrapbooking hobby 
and to be involved when he is ready to 
dispose of the razor blade. 
2.  No other residents are affected.        11/25/16 
3.  Nursing staff on the unit have been 
Inserviced to monitor the resident’s storage, 
use and disposal of his razor blades.   
4.  The Director of Nurses will report on 
this issue at the Quality Improvement  
Committee which meets monthly and is  
chaired by the Administrator.                 11/29/16  
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These observations were made in the presence of 
Employee #21 who acknowledged the findings. 
 
 
 
 
C. Based on observations made on October 18, 
2016 at approximately 10:00 AM and on October 
19, 2016 at approximately 2:15 PM and interviews 
held on October 21 at approximately 11:00 AM, it 
was determined that sufficient nursing time shall be 
given to ensure that resident's environment remain 
free of accident hazard as evidenced by the use of 
a single edge razor blade by one (1) resident for 
personal use and failed to consistently update the 
assessments/evaluations for one (1) resident who 
was identified as a smoker 
 
 On October 18, 2016 at approximately 10:00 AM, 
Resident #93 was observed using a single-edge 
razor blade to cut out newspaper articles for 
personal use. The resident stated that he/she has 
been using a blade since he/she has lived in the 
facility and it ' s a hobby he/she enjoys.  
 
In a face-to-face interview on October 21 at 
approximately 11:00 AM, the resident said that the 
facility staff had never seen [him/her] use the razor 
blade and was not   aware that he/she had one. 
The resident said that [his/her] [family member] 
brought [him/her] the razor blades and [he/she] only 
uses them to cut out the newspaper articles. 
Resident #93 further stated that [he/she] keeps the 
blade(s) concealed in a drawer in [his/her] cabinet. 
When asked how he/she disposed of the razor 
blade when he/she is finished with it, the resident 
replied that [he/she] covers the blade with paper,  
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3211.1 Nursing Facilities continued 
 
 
 
 
 
 
 
 
D.  Resident #129 
1.  The Social Worker involved was  
counseled on the need for accurate coding   10/31/16 
of section Q and documentation to  
support referrals to agencies needed  for  
discharge planning. 
2. The charts of all residents followed by 
this Social Worker were audited to ensure 
the accurate documentation of section 
Q and accompanying progress notes 
addressing referral to community agencies, 
if needed, were also present.                 11/25/16  
3. Social Workers were inserviced to  
understand the intent of section Q,  
understand the components of section Q,    11/22/16 
and to understand how to accurately 
Code section Q. The Social Work 
Quality Improvement Team will audit  
section Q and its supporting documentation 
on a monthly basis and submit the results 

of their audit to the Director of Social  

work for her review.  

4. The Director of Social Work will present  
her findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 
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puts it in a plastic bag and throws it in the trash. 
 
During a face-to-face interview with Employee #7 
and Employee #31 on October 21, 2016  at 
approximately 11:10 AM, both employees said that 
they were not aware that Resident #93 had a razor 
blade or used a razor blade to cut out newspaper 
articles.  
Observations 1, 2 and 3 were made in the presence 
of Employee #21 who acknowledged the findings. 
 
D. Based on record review and staff interview for 
one (1) of 44 Stage 2 sampled residents, it was 
determined that sufficient nursing time shall be 
given to consistently update the 
assessments/evaluations for Resident #129 who 
was identified as a smoker.  
 
According to the facility ' s  " Smoking Policy and 
Guidelines for Residents "  OPS- (last updated 
7/15/16) stipulates: 
 
 " ... Procedure- 1. A smoking assessment will be 
performed by designated staff for all residents who 
request to smoke. The assessment is designed to 
determine the level of supervision required for each 
individual, 2. Facility staff will provide supervision if 
a need is determined by the smoking assessment, 
3. A reassessment will be performed quarterly ... " 
 
 
The resident was evaluated and classified as an 
independent smoker on November 1, 2015. A 
review of the clinical record revealed that the 
resident had no review of his/her smoking status 
from January 2016 through August 2016.  On 
September 1, 2016 the resident was identified as 
dependent smoker [related to] noncompliance to  
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3211.1 Nursing Facilities continued 
 
 
 
 
 
 
 
 
 
 
 
 
E.  Resident #227 
1.  This resident no longer resides at      10/18/16 
our facility. 
2.  A skin sweep was performed 
on all residents by the wound team          
which is headed by a CWON to  
ensure that all residents were              11/15/16 
assessed and subsequently  
monitored to ensure the necessary 
treatment and services are  
provided. 
3. Licensed and certified nursing staff 
were retrained on the facility policy and    11/29/16 
procedure for proper skin/wound  
assessment and monitoring.  The 
Assistant Directors of Nurses, 
Clinical Managers and House  
Supervisors will monitor and audit  
this process weekly to ensure  
compliance and report all of their 
findings to the Director of Nurses for 
his review.  
4.  The Director of Nurses will present  
his findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 
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smoking policy due to impaired cognition. 
 
A review of the clinical record for Resident #129 
revealed that the facility failed to evaluate the 
resident ' s smoking ability quarterly as directed by 
the smoking policy. 
 
 
A face-to-face interview was conducted with 
Employees # 4 and #15 at approximately 1:00 PM 
on October 20, 2016. Both reviewed the resident ' s 
electronic clinical record and acknowledged that 
smoking reassessments for Resident #129 were not 
consistently updated. The clinical record was 
reviewed on October 20, 2016.  
 
E. Based on record review and staff interview for 
one (1) of 44 Stage 2 sampled residents, it was 
determined that sufficient nursing time shall be 
given to consistently assess and monitor the 
condition of Resident #227 ' s skin to ensure that 
necessary treatment and services were provided.  
Subsequently, the resident developed an 
Unstageable Sacral Pressure Ulcer that was initially 
identified at an advanced stage.  
 
 
The findings include: 
 
Policy: 
 
 " CLIN-027 Skin Care - Preventive Care; Revision 
date 3/21/16 [March 21, 2016] 
Purpose: To identify residents who are at risk for the 
development of skin breakdown.  To provide 
nursing interventions to prevent skin breakdown 
whenever possible. 
 
Policy: 
1.  Residents will be assessed using the Braden  
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scale (tool used for predicting pressure sore risk). 
On admission and readmission, quarterly, and 
whenever an (Minimum Data Set) MDS is 
completed for change of condition ... 
2. Nursing care measures will be instituted based 
upon the risk assessment score.  An individualized 
care plan will be developed addressing the risk of 
and actual skin breakdown. 
3. Newly admitted residents who are 
non-ambulatory and/or incontinent of bowel/bladder 
are considered at risk for skin breakdown and will 
have preventive measures initiated. 
4. Resident ' s skin will be inspected daily by the 
GNC (G Nursing Assistant) and he/she will report 
abnormal findings to the nurse. 
5. A nurse will assess the resident ' s skin 
condition weekly and document findings ... 
 
Procedure 
 
1. Residents who are incontinent will be checked 
at least every 2 hours and PRN [as needed] If 
soiled, perineal area will be cleansed using perineal 
cleaner. Pat dry .... 
      5.  Residents who are dependent in bed/chair 
mobility will be turned and repositioned at least 
every 2 hours.  Positioning devices will be used to 
avoid pressure on bony prominence and pressure 
over skin-to-skin contact surfaces (e.g., between 
knees). 
      
Procedure:  ...10. If identified by the Braden scale 
as risk, the following will be implemented: 
a.  All general measures listed above in the 
policy, 
b. Pressure reduction mattress 
c. Pressure reduction cushion when OOB (out of 
bed) 
d. Dietary recommendations for nutritionally  
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compromised resident 
e. " Potential for Skin Breakdown "  will be 
identified as a problem on the care plan list 
f. Develop care plan to address individual needs 
... " 
                             
  
Resident #227 was admitted to the facility on July 
18, 2016 with the following diagnoses: Aortic 
Aneurysm S/P [Status/Post] EVAR (Endovascular 
Aneurysm Repair).   
 
 
A review of the History and Physical examination 
signed by the physician July 20, 2016 revealed that 
Resident #227's skin was  " intact" at the time of 
admission.   
 
 
A review of the Admission Minimum Data Set [MDS] 
dated July 25, 2016 revealed under Section G0110 
Activities of Daily Living (ADL ' s) that Resident 
#227 was coded as (3) requiring that the resident 
needed extensive assistance of two (2) persons for  
bed mobility, transfer,  dressing,  toilet use  
personal hygiene, and bathing. Section 
G0600-Mobility Devices revealed the resident 
required a wheelchair for mobility and under Section 
H- Bladder and Bowel, Resident #227 was 
frequently incontinent of urine and always 
incontinent of bowels.  Section M-Skin Conditions 
revealed the resident was coded in Section M0150 
as at risk for developing pressure ulcers; M0210 the 
resident was coded as having no unhealed pressure 
ulcers upon admission.   
 
A review of the Physician ' s Orders for  July 2016 
directed: 
 
  " ...Original order date July 18, 2016: (1) Barrier  
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cream to buttocks for protection and miniaturization 
[moisturize] every shift, (2) Braden scale quarterly 
and PRN (as needed); (3) Braden scale weekly x 4 
every evening shift, every mon [Monday] for 4 
weeks], (3) turn and reposition, (4) weekly skin 
checks, turn and reposition every 2 hours and as 
needed, every shift;  
 
Order date July 18, 2016, start date July 25, 2016:  
Weekly skin check by licensed nurse every day shift 
every mon (document and notify MD/NP for new 
findings.) " 
 
 
Order date August 2, 2016:  " Air mattress " 
 
Order date August 8, 2016:  " Cleanse with Normal 
Saline, pat dry, apply Santyl followed by Calcium 
Alginate, cover with dry dressing ... " 
 
Order date August 20, 2016  " transfer resident to 
ER for sacral eval [evaluation] for possible infection. 
" 
 
Order date August 21, 2016  " Transfer via Life 
Star as situation not an emergency ... " 
 
 
A review of the Admission Nursing Assessment 
dated July 19, 2016 00:41 [12:41 AM] indicated that 
the resident ' s Skin integrity was normal color, 
temperature was warm and dry, skin turgor was 
normal and the resident did not have a pressure 
sore upon admission to the facility. The assessment 
also showed that the resident required extensive 
assistance with ADL ' s [Activities of Daily Living]. 
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A Braden Scale assessment [Used for predicting 
pressure sore risk] dated July 18, 2016 revealed 
that the resident scored  " 13 "  which indicated 
that the resident was at moderate risk for skin 
breakdown.  The Braden Scale also revealed that 
the resident  " responds to verbal commands, has 
no sensory deficit which would limit ability to feel or 
voice pain or discomfort; occasionally moist which 
would require extra linen change ...; Chairfast 
indicating the residents '  ability to walk was 
severely limited or non-existent ...; Mobility was very 
limited indicating the resident makes occasional 
slight changes in body or extremity position but 
unable to make frequent or significant changes 
independently. "       
 
A review of the " Progress Notes " dated July 19, 
2016 revealed "...Resident skin is warm and dry to 
touch, skin intact but for the right groin surgical site 
for the aortic dissection, which measures 1.5cm 
wide and 3cm long... Resident needs extensive 
assist with transfer and to be turn and reposition q 
[every] 2hr [hours] for pressure relief and for 
comfort..."   There was no evidence in the clinical 
record that Resident #227 was admitted to the 
facility with a sacral pressure sore. However, 
licensed staff documented the initial assessment of 
an unstageable sacral wound on August 2, 2016 as 
follows:  
A nurse ' s entry dated August 2, 2016 at 20:34 
(2:34 AM),  " Late entry ...Dr. [named] called and 
orders given. Cleanse sacral wound with normal 
saline, pat dry, apply hydrogel and cover with 
borders ... "   
 
A review of the facility ' s  " Weekly Wound Report "  
revealed documentation recorded by the licensed 
nurse on August 2, 2016,  ' unstageable pressure 
wound of the sacrum ...size, 6x6x0.5 cm 
(centimeter) with 50% slough, 50% granulation,  
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moderate serous sanguineous drainage ... '    
  
A review of the Activities of Daily Living Flowsheets 
[ADL tracking recorded by certified nurse assistants] 
for Resident #227 indicated that from July 18, 2016 
through August 2, 2016 the resident was totally 
dependent on staff for bed mobility which included 
when the resident was turned and repositioned by 
staff; the resident did not have any behavior 
symptoms observed except for July 29, 2016 23:29 
[11:39 pm] in which the resident was observed  " 
Yelling/screaming. "   Under the Skin Observation 
section, the resident was first identified with an open 
area by the CNA on July 30, 2016 at 21:15, July 31, 
2016 at 19:49 [7:49 PM] and August 2, 2016 at 
10:52 AM.  The Bladder and Bowel Continence 
section revealed the resident was always 
incontinent, however the resident was provided 
incontinent care no more than once per shift.   
 
There was no evidence that the CNA informed the 
licensed nurse of the open area that was observed 
three (3) days prior to the Charge nurse ' s first 
assessment of the wound on August 2, 2016. 
 
A review of the  "Comprehensive CNA [Certified 
Nursing Assistant] Shower Review " revealed that 
the resident was offered a bath, shower or bed bath 
on July 25, 2016, which he/she refused as 
evidenced by the word refused written on the line 
for reason and a check mark on the  " No "  line, 
no comments were noted in the Charge Nurse 
Assessment/Intervention section, however the 
charge did sign the sheet. On July 26, 2016 the 
resident received a shower as evidenced by a 
check mark on the line for shower, with the CNA ' s 
signature, no comments for  
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assessment/intervention was made by the charge 
nurse although he/she signed the shower sheet. On 
July 28, 2016 the resident refused a bath, shower or 
bed bath as evidenced by a check mark on the 
space for  " No "  and the word  " refused "  was 
written on the line next to reason ...the CNA's 
signature along with the charge nurse signature was 
noted on the sheet.  However, there were no 
comments in space designated for the charge nurse 
assessment/interventions.  The resident received a 
shower on July 30, as evidenced by the CNA ' s 
signature and check mark in the space for shower.  
The Charge nurse signed the sheet, however there 
were no comments in space designated for charge 
nurse assessment/interventions and there were no 
descriptions of any skin abnormalities identified on 
the body chart. On August 3, 2016 there was a 
check mark in the space for shower, as evidenced 
by the CNA ' s signature, however there was no 
description of the skin identifying the skin 
abnormality of the sacral area.  The shower was 
given one (1) day after the wound was discovered.  
There were no comments made by the charge 
nurse in the  " Charge Nurse 
Assessment/Intervention "  section although the 
charge signed the sheet.  
 
There was no evidence in the clinical record that a 
pressure reduction mattress was implemented once 
the resident was assessed with a moderate risk of 
developing skin breakdown as stipulated in the 
facility ' s skin care policy. The pressure reduction 
mattress, according to the Physician ' s Orders was 
not ordered until August 2, 2016, the day that the 
unstageable wound was discovered. 
 
A face-to-face interview was conducted on October 
24, 2016 with Employee #6 at  
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approximately 11:20 AM. He/she stated that the 
resident did not have any skin breakdown upon 
admission, the resident was a very " skinny " [small 
framed] person and the resident would like to sit up 
for long periods of time. 
 
A face-to-face interview was conducted on October 
24, 2016 with Employee #22 at approximately 3:00 
PM.  He/she stated that he/she saw the resident on 
August 16, 2016 the resident was non-compliant, 
[his/her] condition went down fast.  I saw the 
resident when I was contacted by staff to see the 
resident. 
 
A face-to-face interview was conducted on October 
24, 2016 with Employee #28 at approximately 10:15 
AM.  He/she stated that he/she  " took care of the 
resident on July 30, 2016 which the resident had 
[his/her] wound before I did ADL on [him/her.] " 
 
 
A face-to-face interview was conducted on October 
24, 2016 with Employee #29 at approximately 10:55 
AM.  He/she stated  " the last I cared for [Resident 
#227] was on July 22, 2016, there was no wound.  
The end of July (July 28, 2016) there was a very 
little skin tear." 
 
The clinical record lacked evidence that facility staff 
consistently assessed and monitored the condition 
of Resident #227 ' s skin although the resident was 
identified as a  " moderate risk "  for skin 
breakdown.  Resident #227 sustained a facility 
acquired unstageable pressure wound of the 
sacrum approximately 2 weeks following admission.  
The record was reviewed October 24, 2016. 
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3217.6 Nursing Facilities 
 
 
1.  Employee involved with this dressing 
change was counseled and educated  
immediately upon discovery.               10/31/16 
2.  Dressing change observations  
were done throughout the facility to  
ensure safe and sanitary practices.        11/29/16 
3.  Inservice education was given to  
licensed nursing staff regarding the use  
of proper infection control techniques  
during dressing changes.  The Nursing 
Quality Improvement Team will audit 
this practice on a monthly basis and  
forward the results of their audits to the  
Director of Nurses. 
4.  The Director of Nurses will present 
his findings along with any action plans  
for improvement to the Quality             11/29/16 
Improvement Committee which meets   
monthly and is chaired by the  
Administrator.          
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 L 091 3217.6 Nursing Facilities 
 
The Infection Control Committee shall ensure that 
infection control policies and procedures are 
implemented and shall ensure that environmental 
services, including housekeeping, pest control, 
laundry, and linen supply are in accordance with the 
requirements of this chapter.  
This Statute  is not met as evidenced by: 

 L 091 

Based on observation and staff interview facility 
staff failed to maintain proper hand hygiene practice 
during the dining observation for one (1) resident 
and during a dressing change for one (1) resident. 
 
 
The findings include: 
 
 
1. During an observation of a dressing change for 
one (1) of 44 stage two (2) sampled residence, the 
charge nurse failed to practice in a manner to 
prevent the spread of infection by failing to cleanse 
the surface of a table (1) before placing dressing 
change materials on it. (2) to wash and/or sanitize 
hands after pausing to clean stool and before 
continuing with dressing change. (Employee 
changed glove but never washed/or hands) and (3) 
continued to remove the resident's socks and heel 
protector and applied skin prep to both heels while 
still wearing the same gloves. 
 
The observation was made at approximately 
11:30AM on October 20, 2016. 
 
A face-to-face interview was conducted with 
Employee #33 immediately after the procedure.  
The employee acknowledged failing to cleanse the 
surface of the table prior to placing the dressing 
change items on it and to wash and/or  
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2.  
1. The staff involved was immediately  
Instructed on how to serve food in a 
sanitary manner and on proper hand       10/25/16 
hygiene. 
2. Many staff were observed serving food 
appropriately and washing their hands     10/25/16 

using proper techniques. 
3. Nursing staff was inserviced regarding 
CDC guidelines for proper hand hygiene 
techniques as well as proper procedures 
for handling food and liquids.  The 
Nursing Quality Improvement Team will    11/29/16 
audit monthly for compliance.  Their  
findings will be forwarded to the Director 
of Nurses for his review. 
4.  The Director of Nurses  will  
present the results of these audits and  
any action plans for improvement to the 
Quality Improvement Committee which       11/29/16 
meets monthly and is chaired by the  
Administrator. 
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sanitize hands throughout the dressing change 
procedure. 
 
A face-to-face interview was also conducted with 
Employee #6 at approximately 3:00PM on October 
20, 2016 regarding Employee #33 ' s performance.   
Employee #6 acknowledged the finding. 
 
 
2. Based on observation and staff interview facility 
staff failed to maintain proper hand hygiene practice 
during the dining observation. 
 
" Evidence supports the belief that improved hand 
hygiene can reduce health-care-associated infection 
rates. Failure to perform appropriate hand hygiene 
is considered the leading cause of 
health-care-associated infections and spread of 
multiresistant organisms and has been recognized 
as a substantial contributor to outbreaks " 
http://www.cdc.gov/mmwr/PDF/rr/rr5116.pdf#page=
19 
 
During a dining observation conducted on October 
17, 2016 at approximately 12:50 PM.  Employee 
#24 was observed bending down to the floor and 
using a tissue to wipe up spilled beverage from the 
floor. The soiled tissue paper that was used to wipe 
the floor was then place on the beverage cart, 
without washing or sanitizing his/her hands the 
employee poured the resident ' s beverage into a 
cup and served it to the resident. The resident was 
observed receiving the beverage.  
 
A face-to-face interview was conducted with 
Employee #4 and Employee #23 on October 17, 
2016 at approximately 1:00 PM in the presence of  
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3219.1 Nursing Facilities 
1. Deep Fryers 
1.  The soiled fryer was cleaned upon     10/20/16 
discovery. 
2. The second deep fryer was not in need  10/20/16 
of cleaning. 
3. Kitchen staff was inserviced on when 
and how the deep fat fryers are cleaned.   10/27/16 
The supervisors will monitor throughout 
the month and report their findings to the  
3. (continued) Director of Nutritional  
Services. 
4.  The Director of Nutritional Services will  
present the results of these audits and  
any action plans for improvement to the 
Quality Improvement Committee which       11/29/16 
meets monthly and is chaired by the  
Administrator. 
2. Expired Containers 
1. The product found to be outdated 
were removed from stock and discarded.     10/20/16 
2. The store room stock was reviewed to 
ensure no other products were outdated.     10/20/16 

3. Kitchen staff was inserviced on when 
and how to rotate products in the stock 
room.                                  .   10/27/16 
The supervisors will monitor throughout 
the month and report their findings to the  
Director of Nutritional Services. 
4.  The Director of Nutritional Services will  
present the results of these audits and  
any action plans for improvement to the 
Quality Improvement Committee which       11/29/16 
meets monthly and is chaired by the  
Administrator. 

3&4. Soiled or dented Pans 
1. Dented pans were discarded and the    10/20/16 
soiled pan was rewashed immediately 
upon discovery.  
2. All remaining pots and pans were  
Inspected with no other issues being       10/20/16 
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Employee #24. The Employees acknowledged the 
findings after discussion with Employee #24.  The 
observation was made on October 17, 2016. 

 L 099 3219.1 Nursing Facilities 
 
Food and drink shall be clean, wholesome, free 
from spoilage, safe for human consumption, and 
served in accordance with the requirements set 
forth in Title 23, Subtitle B, D. C. Municipal 
Regulations (DCMR), Chapter 24 through 40. 
This Statute  is not met as evidenced by: 

 L 099 

Based on observations made on October 20, 
2016 at approximately 10:00 AM, it was 
determined that the facility failed to prepare, and 
serve food under sanitary conditions as 
evidenced by one (1) of two soiled (2) deep 
fryers, two (2) of three (3) expired containers of 
honey flavored thickened fluid, one (1) of two (2) 
soiled six-inch deep pan, and three (3) of eight 
(8) full pans and one (1) of two (2) six-inch deep 
pans that were dented. 
 
 
 
The findings include: 
 
 
 
1. One (1) of two (2) deep fryers was soiled with 
burnt food residue. 
 
2. Two (2) of three (3) forty-eight-ounce 
containers of honey flavored thickened fluid were 
expired as of September 4, 2016.  
 
3. One (1) of two (2) six-inch deep pans was 
soiled with leftover food residue. 
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3219.1 Nursing Facilities continues 

 
found. 
3. Kitchen staff was inserviced on when 
to discard dented pans and how to  
thoroughly wash them.                               
The supervisors will monitor throughout    10/27/16 
the month and report their findings to the  
Director of Nutritional Services. 
4.  The Director of Nutritional Services will  
present the results of these audits and  
any action plans for improvement to the 
Quality Improvement Committee which       11/29/16 
meets monthly and is chaired by the  
Administrator. 

  
3224.7 Nursing Facilities 
1.  Vials found not to be properly  
Initialed and timed upon opening were 
discarded immediately upon discovery.    10/21/16 
2.  All insulin vials throughout the facility 
were appropriately initialed, dated and timed 10/21/16 
upon opening.  
3. Inservice was conducted with the 
Licensed nursing staff to review the facility   11/2/16 
Policy on proper dating and initialing of  
Insulin vials upon opening.  
The Nursing Quality Improvement Team 
will audit the medication carts on a monthly 
basis focusing on the dating and initialing of  
opened insulin vials.  
The results of these audits will be forwarded 
to the Director of Social Nurses for his       11/29/16 
review and assessment. 
4.  The Director of Nurses  will  
present the results of these audits and  
any action plans for improvement to the 
Quality Improvement Committee which       11/29/16 
meets monthly and is chaired by the  
Administrator. 
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4. Three (3) of eight (8) full pans and one (1) of 
two (2) six-inch deep pans were dented. 
 
These observations were made in the presence of 
Employee #27 who acknowledged the findings. 

 L 132 3224.7 Nursing Facilities 
 
If the facility does not have a pharmacy but 
maintains a supply of medications, the 
consulting or supervisory pharmacist shall do the 
following: 
 
(a)Control all bulk medications and maintain records 
or receipt and disposition; 
 
(b)Dispense medication, properly label them, and 
make them available to 
appropriate licensed nursing employees; 
 
(c)Provide for emergency withdrawal of medications 
from the medication 
supply; and 
 
(d)Be a member of the Infection Control Committee 
and be available for 
resident care meetings. 
This Statute  is not met as evidenced by: 

 L 132 

Based on observations made during Medication 
Storage review on one (1) of three (3) units 
observed, it was determined that facility staff failed 
to write the opened dates and times on two (2) of 
three (3) vials of medications when they were 
opened. 
 
 
The findings include: 
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3232.4 Nursing Facilities 
 
 
 
A. 
1.  The involved employee was 
counseled about always reporting 
anything unusual to the Charge Nurse 
and an incident report must be filed out 
and reported appropriately.                11/29/16 
2.  No other unreported incidents were 
found.                                     11/29/16 
3.  Inservice Education was provided 
about reporting unusual issues to the  
charge nurses.  The Nursing Quality 
Improvement Team will  
monitor the medical records and incident  
reports to ensure prompt response and  
reporting requirements are followed.  The  
results of this monitoring will be forwarded 
to the Director of Nurses for his review.  
4.  The Director of Nurses will present his 
findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 
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The following observation was made on Unit 2 
North on October 21, 2016 at approximately 4:18 
PM: 
 
Two (2) of three (3) Lantus injection Insulin- 10 ml 
(millimeters) vials were opened and there were no 
dates and times recorded as to when the vials were 
first opened.   
 
The observation was made in the presence of 
Employee #5, who acknowledged the findings. 

 L 206 3232.4 Nursing Facilities 
 
Each incident shall be documented in the resident's 
record and reported to the licensing agency within 
forty-eight (48) hours of occurrence, except that 
incidents and accidents that result in harm to a 
resident shall be reported to the licensing agency 
within eight (8) hours of occurrence. 
This Statute  is not met as evidenced by: 

 L 206 

A. Based on observation, record review and staff 
interview for one (1) of 44 Stage 2 sampled 
residents, it was determined that facility staff failed 
to report an unusual occurrence of a facial/eye 
trauma for one (1) resident to the State Agency.  
Resident #159 
 
 
The findings include: 
 
 
Resident #159 was admitted to the facility on 
January 9, 2009 with the following diagnoses which 
included:  Schizophrenia, Dementia, Essential 
Hypertension, Behavioral Disturbance, 
Hypothyroidism, Anemia, Depressive Disorder. 
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On October 17, 2016 at approximately 2:30 PM 
Resident #159 was observed in his/her room with 
discoloration under the left eye.  The resident was 
asked,  " What happened to his/her eye? "   
Resident #159 replied that [he/she]  " was hit in the 
eye by some guy. " 
 
 
A face-to-face interview was conducted on October 
19, 2016 at approximately 2:40 PM with Employee 
#8.  He/she indicated that the resident never 
reported that he/she was hit in the face by anyone.  
The incident was reported to [Employee #2] during 
stand down meeting on October 14, 2016. 
 
 
A telephone interview was conducted on October 
20, 2016 with Employee #26 at approximately 11:54 
AM.  He/she stated  " I was giving care to 
[Resident #159] [he/she] became agitated, [he/she] 
turned on [his/her] left side and accidently bumped 
[his/her] cheek bone on the side rail.  I called 
[Employee #8].  [Resident #159 ' s] skin was intact, 
no bruises prior to this accident. " 
 
 
A second face-to-face interview was conducted on 
October 20, 2016 with Employee #8 at 
approximately 12:30 PM.  A request to review the 
incident report documentation of this incident.  
Employee #8 stated that a  " progress note was 
written however this incident was not sent to the 
[State Agency.] " 
 
 
A face-to-face interview was conducted on October 
20, 2016 with Employee #2 at  
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3232.4 Nursing Facilities continued  
 
 
 
 
 
 
 
 
B.  
1.  An incident report was completed      10/19/16     
upon discovery that one had not been 
written. The attending physician,  
Department of Health and Ombudsman  

Had previously been notified.             6/15/16 

2.  A review of all incidents was conducted 
by the Director of Nurses to evaluate if any 
other residents were involved in  
allegations of abuse. None were found.   
3.  Facility staff was inserviced regarding 
prompt notification, incident reporting, and   11/29/16 
investigation of all allegations of abuse. The 
Nursing Quality Improvement Team will  
monitor the medical records and incident  
reports to ensure prompt response and  
reporting requirements are followed.  The  
results of this monitoring will be forwarded 
to the Director of Nurses for his review.  
4.  The Director of Nurses will present his 
findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 
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approximately 10:31 AM.  Employee #2 stated,  " 
[He/she] did not think that the injury was serious 
enough, the CNA [Certified Nursing Assistant] 
witnessed it, all we needed to do was to apply cold 
compress, the Nurse Practitioner saw the resident. "   
 
Facility staff failed to report an unusual occurrence 
of a facial/eye trauma for one (1) resident to the 
State Agency.   The record was reviewed on 
October 20, 2016. 
 
B. Based on resident interview, staff interview and 
record review for one (1) of 44  Stage 2 sampled 
residents, it was determined that facility staff failed 
to (a) thoroughly investigate and address an 
allegation of an alleged sexual abuse of one (1) 
resident.  Resident #12 and Resident #336 
reported the allegation to the State Agency. 
 
The findings include: 
 
 In response to a Stage 1 question: "Have you ever 
seen anyone being sexually abused the resident 
responded  " yes."  The resident identified the 
resident of the alleged abuse as his/her roommate.  
The resident then stated that a male resident had 
lifted his/her roommate's covers and placed his/her 
hands between the resident's legs.  The incident 
occurred while they were in the hall.  He/she could 
not identify the male but knows that he is a resident 
of the facility.  He/she told CNA [Employee #33] of 
the incident.  The resident added,  " The manager 
came, took me to his/her office and asked me about 
the incident and I told him/her what I saw.  I don ' t 
know what happened after that. " 
 
A face-to-face interview was then attempted with 
Resident #12 on October 18, 2016 at  
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approximately 11:30 AM.  However, the Resident is 
nonverbal and was unable to respond to queries.   
 
A face-to-face interview was conducted with 
Employee #6 at approximately 11:00AM on October 
18, 2016.  He/she was queried whether the facility 
was aware of Resident #336 ' s allegation of sexual 
abuse.  The employee responded,  " Yes "  and 
added,  " According to [Resident ' s name] the 
incident took place during the extermination of the 
resident ' s room and all of the residents were out of 
their rooms.  When (Name of the Pesticide 
Company exterminates the facility.  All residents 
are required to be out of their rooms while the 
extermination takes place.)   We investigated the 
allegation but the resident ' s information could not 
be corroborated.  We looked at the video camera 
but we did not see anything. "   The employee was 
then asked whether the investigation was 
documented.  He/she responded,  " Yes. "   A 
copy of the investigation was requested.  The 
employee was also queried whether an Incident 
Report had been sent to the State Agency.  The 
employee stated he/she did not know as he/she 
was not on duty at the time of the allegation. 
 
The requested report was received at approximately 
2:00 PM on October 18, 2016.   The report was in 
the form of a nurse ' s note dated June 19, 2016 
15:08.  The nurse documented the following,  " It 
was report to me at 11:25 am on 6/19/16 by RP 
[Responsible Party]  [parent] of [named resident] 
that [his/her] roommate informed [him/her] while 
[he/she] was visiting yesterday at about 8:00pm that 
a [male/female] resident on [his/her] wheel chair 
was rolling [his/her] hand under the resident ' s 
blanket while they were in the hallway  ... on  
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Wednesday 6/15/16.  Resident assessed.  No 
bruises or symptoms of pain observed.  MD 
[medical doctor] notified.  DOH [Department of 
Health] and Ombudsman notified via message left 
.... " 
 
 " [The informant] (named) was asked what 
happened?  She said a male resident on his wheel 
chair was rolling his hand under [named resident ' s] 
blanket while they were in the hallway  ... on 
Wednesday 6/15/16.  When asked if he/she could 
identify the person involved [named resident] said 
[he/she] might not be able to identify the said 
individual on the wheel chair.  Resident is being 
monitor throughout the shift.  Report given to 
incoming shift to continue monitoring. " 
 
A telephone interview was conducted with 
Employee #32 (Nurse who documented receiving 
the report from the resident ' s parent) at 
approximately 10:45 AM on October 24, 2016.  
Employee #32 acknowledged being responsible for 
the aforementioned documentation.  When queried 
whether an Incident Report had been completed the 
employee stated,  " No. " 
 
Employee #33 whom the resident stated was 
informed of the incident was not available for 
questioning. 
 
According to Section V. Investigation of the facility ' 
s policy titled  " Abuse Prohibition-Abuse, Neglect, 
and Misappropriation of Resident ' s Property "   
Item  A states:  " The Administrator or the 
designated person will report alleged incident 
immediately to the local Department of Human 
Services and Licensing and Regulation "  and Item 
B states; 
 " A thorough investigation will be initiated  
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3245.10 Nursing Facilities 
A.  Call System 
1.  The call systems in the 2 resident      10/21/16 
rooms which did not alarm were  
repaired immediately and put back in to  
service.   
2.  The call system throughout the facility 
was tested and no other issues found.      10/21/16 

3.  Maintenance Staff was inserviced 
on the proper testing and repair of the call  
system.  The Maintenance Quality  
Improvement Team will monitor the        11/29/16 
functioning of the call system monthly and 
report their findings to the Director of  
Facilities. 
4.  The Director of Facilities will  
present the results of the monitoring  and  
any action plans for improvement to the 
Quality Improvement Committee which       11/29/16 
meets monthly and is chaired by the  
Administrator. 
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immediately for all alleged incidents of abuse 
involving staff members, residents, family and/or 
visitors who have potential knowledge of the 
incident or its circumstances. " 
 
A face-to-face interview was also conducted with 
Employee #2 at approximately 4:00PM on October 
19, 2016.  The employee was queried whether a 
full report had been completed and an Incident 
Report forwarded to the State Agency. In addition, 
Employee #2 acknowledged the findings. 
 
The facility failed to (a) thoroughly investigate and 
address an allegation of an alleged sexual abuse of  
Resident #12. The record was reviewed on October 
19, 2016. 

 L 306 3245.10 Nursing Facilities 
 
A call system that meets the following requirements 
shall be provided: 
 
(a)Be accessible to each resident, indicating signals 
from each bed location, toilet room, and bath or 
shower room and other rooms used by residents; 
 
(b)In new facilities or when major renovations are 
made to existing facilities, be of type in which the 
call bell can be terminated only in the resident's 
room; 
 
(c)Be of a quality which is, at the time of installation, 
consistent with current technology; and 
 
(d)Be in good working order at all times.  
 

 L 306 
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3245.10 Nursing Facilities continued 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
B.   
1.  Call cords found to be too  
short were replaced upon discovery.      10/21/16 
2.  All call cords in the facility were  
inspected to ensure their proper length. 
Call cords were replaced whenever        10/31/16 
necessary.  
3.  The Maintenance Staff was  
Inserviced on the proper length of the      11/29/16 
call cords.  The Maintenance 
Quality Improvement Team will monitor 
the length of the call cords on a monthly 
basis and report their findings to the 
Director of Facilities. 
4. The Director of Facilities will present his 
findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 
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This Statute  is not met as evidenced by: 

A. Based on observations made on October 20, 
2016 at approximately 2:30 PM and on October 21, 
2016 at approximately 10:30 AM, it was determined 
that the facility failed to maintain resident call bell 
system in good working condition as evidenced by 
call bells that did not operate as intended in two (2) 
of 64 resident ' s rooms. 
 
The findings include: 
 
Call bells in resident room #103 (A) and #116 (B) 
were not functioning and did not initiate an alarm 
when tested, two (2) of 64 resident ' s rooms. 
 
These observations were made in the presence of 
Employee #21 who acknowledged the findings. 
 
 
B. Based on observations made during the 
environmental tour of the facility on October 20, 
2016 at approximately 2:30 PM and on October 21, 
2016 at approximately 10:30 AM, it was determined 
that the facility failed to ensure that residents 
receive services with reasonable accommodations 
of individual needs as evidenced by call bells pull 
cords that were too short to be accessible in four (4) 
of 64 resident ' s bathrooms. 
 
The findings include: 
  
 
 The call bell cords in the bathroom of resident 
room #359, #332, #250, #219, #129 were too short 
to be accessible to residents. 
 
These observations were made in the presence of 
Employee #21 who acknowledged the findings. 
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3256.1 Nursing Facilities 
 
1.  Exhaust Vents 
1.  Exhaust vents noted soiled at the  
time of the survey were cleaned upon      10/20/16 
discovery. 
2.  All exhaust vents were inspected 
by the Maintenance and Housekeeping    10/20/16 
staff for cleanliness.   
3.  The Maintenance Staff was  
Inserviced on the cleanliness of the        11/29/16 
vents.  The Maintenance 
Quality Improvement Team will monitor 
the cleanliness of the vents on a monthly 
basis and report their findings to the 
Director of Facilities. 
4. The Director of Facilities will present his 
findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 
 
2.  Ceiling Tiles 

1.  Ceiling tiles noted soiled at the 
time of the survey were replaced upon     10/20/16                                              
discovery. 
2.  All ceiling tiles were inspected 
by the Maintenance staff for cleanliness.   10/29/16  
3.  The Maintenance Staff was  
Inserviced on the cleanliness of the        11/29/16 
ceiling tiles.  The Maintenance 
Quality Improvement Team will monitor 
the ceiling tiles  on a monthly 
basis and report their findings to the 
Director of Facilities. 
4. The Director of Facilities will present his 
findings and any action plans for  
improvement to the Quality Improvement 
Committee which meets monthly and is 
chaired by the Administrator.                 11/29/16 

discovery. 
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 L 410 3256.1 Nursing Facilities 
 
Each facility shall provide housekeeping and 
maintenance services necessary to maintain the 
exterior and the interior of the facility in a safe, 
sanitary, orderly, comfortable and attractive 
manner. 
This Statute  is not met as evidenced by: 

 L 410 

Based on observations made on October 20, 2016 
at approximately 2:30 PM and on October 21, 2016 
at approximately 10:30 AM, it was determined that 
the facility failed to provide essential housekeeping 
services to maintain a sanitary environment as 
evidenced by soiled exhaust vents in nine (9) of 64 
resident ' s rooms and stained ceiling tiles in five (5) 
of 64 resident ' s rooms. 
 
The findings include; 
 
1. Exhaust vents in the resident's bathroom on the 
G-Wing and in nine (9) of 64 resident ' s rooms 
were soiled on the inside with dust including room # 
359, #347, #341, #323, #313, #258, #250, #201 and 
#145. 
 
2. Ceiling tiles were stained in resident ' s rooms 
#201, #219, #243, #107, #114, five (5) of 
 64 resident ' s rooms surveyed. 
 
These observations were made in the presence of 
Employee #21 who acknowledged the findings. 

 L 442 3258.13 Nursing Facilities 
 
The facility shall maintain all essential mechanical, 
electrical, and patient care equipment in safe 
operating condition.   
This Statute  is not met as evidenced by: 
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3258.13 Nursing Facilities 
1.  Dish Washing Machine 
1.  Hobart was called immediately to  
repair/correct the temperature of the final 
rinse.  A small adjustment to the booster 
heater was made and the dish washing    10/20/16 
machine’s final rinse temperatures were 
at 180 degrees F or higher.   
2.  No other equipment was effected.      10/20/16 
3.  Inservicing was done with the  
Dietary staff on monitoring of the dish  
washing machine temperatures.  Final       10/31/16 
rinse temperatures are monitored and  
recorded daily. The written results are 
given to the Director of Nutritional Services 
for his review. 
4.  The Director of Nutritional Services will  
present the results of the monitoring  and  
any action plans for improvement to the 
Quality Improvement Committee which       11/29/16 
meets monthly and is chaired by the  
Administrator. 

2&3. Handles – Convection Ovens and 
Steamtable wells 
1. Handles requiring repair or              10/20/16 
replacement were attended to immediately 
upon discovery. 
2. There were no other steam table  
wells or convection oven handles which    10/20/16 
needed attention. 
3.  Inservicing was done with the  
Dietary staff on monitoring of the handles  
of the various equipment.                    10/31/16 
The supervisors will monitor the repair of  
the equipment monthly.  The written results 
will be given to the Director of Nutritional  
Services for his review. 
4.  The Director of Nutritional Services will  
present the results of the monitoring  and  
any action plans for improvement to the 
Quality Improvement Committee which       11/29/16 
meets monthly and is chaired by the  
Administrator. 
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2016 at approximately 10:00 AM, it was determined 
that the facility failed to maintain essential 
equipment in good working condition as evidenced 
by low final rinse temperatures from the 
dishwashing machine, loose door handles from two 
(2) of four (4) convection ovens and missing 
handles from two (2) of five (5) steam table well 
covers. 
 
The findings include; 
 
1. The dishwashing machine final rinse 
temperature failed to reach 180 degrees Fahrenheit 
on numerous occasions on October 20, 2016 
between 9:30 AM and 10:30 AM. 
The dishwashing machine was repaired at 
approximately 4:15 PM and the final rinse 
temperature was consistently above 180 degrees 
Fahrenheit during multiple, consecutive rinse 
cycles. 
 
2. Door handles from two (2) of four (4) convection 
ovens were loose. 
 
3. Two (2) of five (5) steam table well covers were 
missing a handle.   
 
These observations were made in the presence of 
Employee #27 who acknowledged the findings. 
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